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EDITORIAL

BEYOND CHALLENGE

Oral and Maxillofacial Surgery in the Philippines has always been and
will always be within the realm of Otolaryngology — Head & Neck Surgery,
where it is considered one of its strongholds. Be that as it may, conflict of
interest is inescapable where other specialties exist so close.

Until recent years, our friends in the field of Dentistry have sent feelers,
if subtle, to expand into the field of Oral Surgery. “Instead of separate and
independent programs being conducted by (the Departments of) Otorhino-
iaryngology, Orthopedics, and Plastic & Reconstructive Surgery’ at the
UPCM-PGH Health Sciences Center), the dental people would like “these
diverse disciplines to come together and set up one training program that
is not department-based, but hospital based’’ where all (including dentists)
can work in a collaborative effort.

Tasked to study and assist in decision making, the Department of Oto-
iarvngology — UPCM-PGH Health Sciences Center, in a position paper,
expressed concern over the training program in Oral Surgery as submitted
by the Department of Hospital Dentistry but nevertheless gave its whole-
hearted support provided completion of the regular undergraduate medical
curriculum in an approved medical school in addition to the 4 years of
formal dental education, be made a pre-requisite to ensure the highest
possible quality health care. Anything short of this requirement was deemed
totally unacceptable as quality has always been a casualty of new initiatives
especially when the proponents are non-physician personnel of the hospital.

| <
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PRESIDENT’S PAGE

A CHALLENGE TO THE FILIPINO DOCTORS
MATER ARTIUM NECESSITAS

“Necessity is the mother ol all inventions.”

From the verv beginning when primitive man first discovered the use of fire for cooking his food
and probably to protect himself, to the harnessing of the power of the atoms, both for peaceful and some-
times not so peaceful use, to the latest advances in electronics which provides man the modern conforts
thar we now enjoy, he have always been faced with a necessity and have always met the challenge to
emerge viclorious. ’

In these times of economic crisis and hardships, the Filipino medical practitioners, due to circum-
stances not necessarily to our liking, suddenly wakes up to find ourselves face to face with a tremendous
new challenge in the practice of our profession.

We are confronted with the problem that while the value of our peso is getting less and less, that of
the almighty dollar keeps going up and up. Since most of our medicines, medical & surgical instruments
have to be unported, we come to the bitter realization that in the coming days, to acquire thesc things
will become more prohibitive if not altogether prohibited. In simple lingo if something is not done pretty
soon proper medical care will be out of the reach for the Common "Tao.”

This 15 now the predicament facing us, Filipino sons and daughters of Hippocrates. We must come
to the aid of our nation and people. Let us show the world that Filipinos are made of sterner stuffs and
can rise with the demands of the times. Our colleagues have been in worse situations than what we are
facing now. They have managed admirably during the Japanese occupation when no imported medicines
or surgical instruments were available.

How then are we to meet and overcome the forthcoming dilemma ? It is not going to be ¢asy, it
will take the combine dedicated efforts of all the people concern. However, let us take comforr in the
knowledge that Filipino's ingenuity and practicality have ne er failed us in difficult situations before. The
dernand of the Times therefore calls for the following measures.

(1) We have to cut down on our penchant for prescribing the latest and the most expensive medicine
when a simple and much less costly drug will do the job just as well. Oftentimes we prescribed compounded
medicines (with the added cost of course being charged to the patient) when there is no need for the extra
component for the well being of the patient.

(2) We should avoid ordering costly and unnecessary laboratory and other diagnostic procedures.
Many of these new procedures have undoubtedly made our task much easier. However, sad to say, a few
of our colleagues have abused their use. Dear doctors, sometimes our old reliable clinical acumen can still
do wonders — and be depended on.

(3) Lastly we have to give more emphases to the value of research works, This is where our govem-
ment could probably help. We do not have a lack of young and talented doctors willing to do research
works, The only thing keeping them away is the lack of funding, which often times to come from their
own meager resources or sometimes from some public service oriented pharmaceutical companies. Reseqrch
works should be encouraged on the search & testing of our local herbal plants for their possible medicinal
values. Researches should also be geared toward manufacturing our own medical & surgical instruments.
This will being down their costs, beside conserving our precious dollar reserves,

I'm very proud that owr society have done its part in the field of local research. To dat:, our
researchers have come up with some very interesting & valuable works like: the use of locally made ENT
headlights: u locally made operative nerve stimulator, the use of hurman hair as suture materials, and 1re use
of a local herbal plant in the treatmnent of pharyngitis. I'm very sure other specialty societies are doing
the same thing.

Before I conclude allow me to quote from another great man, "‘The greatest thing in the world is
to know how to be sufficient unto oneself.” Montaigne
< A A g e
JESUS CO, M.D.
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utilize other materials for augmentation. Several factors
are significant in preventing graft absorption. Solid
fixation and wide contact with recipient hone allow
neovascularization and solid union.8,10 Bone grafts
were isolated from direct contact with bone and subject
1o resorption. Neovascularization ip dense cortical bone
s himited. Intact periosteum may enhance graft survival,
Silicon implants have been advocated in some series,
and the reported incidence of complications has been
low.23:24 1t has been our experience that the implants
may have palpable and visible capsular margins occasion-
ally associated with an erythematous hue, may be com-
plicated by recurrent cellulitis, may migrate in position,
or may erode and extrude cither through skin or mucosa
despite following all the rules advocated by some
authors, e.g , not too large an implant, properly shaped
implants to sit in the nasal bone and use of antibiotic
and steroids for irrigation, etc.  Silicone can be pre-
fabricated, but with modern power«driven burrs, bone
can be quickly and accurately contoured to match
the defect. Taking of lican bone graft could be morbid
to the patient if proper techniques are not followed.
Pain  in the iliac region on ambulation generally
resolves wtihin 7 days with proper techniques applied.
Bone can even withstand minor exposure. Minor expo-
sure of silicone almost certainly results in extrusion
especially in major nasal reconstruction. The auto-
xnous bone grafts appear tc be rapidly revascularized.
Cartilage grafts for nasal augmentation also have met
with success. Cartilage appears to survive by diffusion
of nutnents, and resorption is uncommon, unless com-
plicated by infection. Autogenous septal and conchal
cartilage is preferred whenever possible. We use tech-
niques outlined by Sheen.”8 In most cases, auto-
genous septal and conchal cartilage is excellent; however,
when significant augmentation is sought and longitu-
dinal pressure is exerted on the graft. such as in the
post-traumatic foreshortened nose or severe saddle
deformity, bone is preferred because the cartilage
gaft would undergo deformation, graft curvature or
the warping phenomena. In conclusion, autogenous
bone is the material of choice for major skeletal re-
construction of the nose.

At the present time, nasal mutilation is still a
great problem to the patient and a most difficult
challenge for .the surgeon. It takes a lot of guts, per-
serverance, skill, aesthetic know-how and patience to
rebuild a severely damaged nose.
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THE VALUE OF FROZEN SECTION DIAG-
NOSIS IN PAROTID TUMORS

Dr. Rodolfo B. dela Cruz®
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Dr. Napoleon Ejercito**

INTRODUCTION

Irozen section dagnosis has been utilized by sur-
ceons and pathologists for almost a hundred years, The
skill and accuracy of this rechnigue have mmproved
during the intervening years. This frozen section diag-
nosis is now accepted as an integral (ool in the diagnosis
and management of discases of various organs like the
breast, thyroid and somc others. The histologic diag-
nosis 1 often a problem in frozen section.

The objectives of our paper are the following:

'. To find out whether frozen section diagnosis in
parotid lesions is a religble guide for immediate decision
regarchng surgical therapy.

2. To determine the accuracy of “frozen section in
benign versus malignant lesions of the parotid.

3. To determmne the frequent histopathological
diagnosis of parotid tumos.

The decision to proceed with turther gurgery which
Ty involve sacrfice of the facial nerve and radical
pecy dissection may depend upon the frozen section
giggnousis. Pre-operative biopsy of salivary gland tumors
is not advocated because of the danger of seeding of
cancer cells. Frozen section diagnosis is also utilized in
determining lines of resection, It is for these reasons
why the authors have ventured on establishing the
accuracy of tins diagrnostic tool, The accuracy is of
cougse aftected by various factors like competence of
the surgeon and the pathologist.

METHOD AND MATERIAL

Records of 86 parotid specimens that had been re-
moved and diagnosed at UP-PGH Medical Center of

*[ormetly Seruor Residents, Dept. of Otolaryngology, UPCM-
PGH Health Sciences Center,

**professor. Dept. of Otolaryngology, UPCHM-PGH ilealth
Sciences Center,

1978, 1980, 1981 were included in this study. O these
reports, 36 underwent frozen section diagnosis. In all
cases, the specimen submitted was a superficial lobec-
toiny. The formal biopsy results were obtained from the
pathology report, while the frozen section diagnosis
was found either in the final written pathology report
or in a special handwritten frozen section report by the
pathologist who had then inserted it in the chart,

The results were divided into two categorics, benign
and malignant lesions on the basis of the formal biopsy
report or permanent section diagnosis, Within these cate-
gories, the frozen section diagnosis was cotnpared o the
final biopsy report and placed under subcategorics
correct and wrong benign, and correct and wrong malig-
nant  diagnosis. The wrong frozen scction  diagnosis
were compared  with  the permanent secion  diag-
noses or final biopsy reports.

RESULTS

Tahle 1. Benign lt:slons

Pcrnmncm Section Frozen Sectior Diagnosis

_ diagnosis Correct Wrong
1. Plcomorphic adenoma 20 0
2. Chronic parotitis 1 0
3. Parotid cyst 1 0
4. Lipoma 1 0
5. Oncocytoma 1 0
6. Warthin's tumor 1 0
7. Neurinoma 1 0
TOTAL 26 0

Ot the 26 parotid wmors reviewed which under-
went frozen section diagnosis, 26 were benipn {table 1)
and of these, 20 were pleomorphic adenomas, 2 were
due to 1mﬂammator) disease (chionic parotitis and paro-
tid cyst), 1 lipoma, 1 oncocytoma. 1 Warthin's tumor,
and 1 neurinoma. Incidentally, 2 case of lymphocytic
lymphoma was diagnosed as benign by Irozen section,
All of the 26 benign parotid tumors were diagnosed
correctly as benign by frozen section, therefore 100%.
Though the pathologisis would not commit as to the
definite histopathological diagnosis, but rather merely
labelled it as benign. A benign lesion by permanent
scction diagnosis was never diagnosed as makgnant oy
frozen section.

Table 2. Malignant lesions

Permanent Section Frozen Section Diagnosis

diagnosis ) Correct Wrong
1. Mucoepidermoid CA 5 1
2. Adenocarcinoma ! 0
3. Adenoid cystic CA 0 1
4. Acinic cell CA ] 1
TOTAL 6 3

note: a case of lymphocytic lvmphoma was diagnosed
by frozen section as benign.
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Only 9 of the 36 lesions studied (25%) proved to be
malignant (table 2), and of these, 6 were mucoepider-
moid CA, | adenocarcinoma, 1 adenocystic CA.and 1
acinic cell CA. The malignant tumor was accurately diag-
nosed by [rozen section in 6 cases, and 3 were incorrect-
ly diagnesed a. benign, Thercfore, if one are to consider
the overzll aceuracy of frozen section for both benign
and malignant parotid tumor it wijl be:

benign 87% (_32_“
30

10

Of the 36 parotid tumors seen in 1978, 1980, and
1981 63 were benign and 23 were malignant as shown
in table 3. Of the benign lesions, 42 were pleomorphic
adenoma. which is more than onehalf of all the benign
lesions. While of the malignant lesions, 12 were mucoepi-
dermoid CA. which is about 50% of all the malignant
lestons. By the way under indignant turns a 6 should be
added o over cell CAL

malignant 60% (.é__.

Table 3
Bi ICN TUMOR MALIGNANT TUMOR
Pernvanent Sccton NO. Prrmancnt Soction NO,
dugnows ingrioan
1. Pleomutpluc adénmng L3 i, Mucoepidermoid CA
I, Wathins T wr A ) Low grade 9
Rezcnve liypuifdana of by High pade a
pacotd ly:aph node 1 V. Adenocarcinoma T
4 Chuome parolite 4 1. Adenoid cystu UA 4
5. Paroud cyat i 4, Squamaus cell CA e
6, Acimg cell a0enona 2 5. Lympho:vtic ymphonu i
T Ohronic praoi nnaios 6. Acinic cell CA N
sflarmnaion, cassation
accromn Ti. 2
o Lapotiua i
9. Lmweocytorna 1
T Moo 1
IR T I ——
with atvimcliny
TNTAL 61 R

Table £ will show the permanent section diagnosis
and the corresponding wrong frozen section diagnosis.
Acinic cell CA as cellular mixed tumor, Adeneid cystic
CA as benign mixed tumor, mucopeidermoid CA and
lymphocytic lymphoma as benign.

Table 4
Peroanent Sectinn [Ragiow Wrong Frozen Section Diagnosis

1. Acmic T CA . Cellutar 1 mixed tomor
2. Adeuod cvsie CA Benign mixed tomor
3. Mucoepiadeemnid €A Benign
4, Lympho veiw lyiphoma Benign

s 4

DISCUSSION

One indication that has lead the authors o go into
this Trozen section diagnosis study is the immediate need
to decide on the type of surgery, especially during ins-
tances wherein you are almost convinced ol the diag-
nosis and all vou need is another evidence that will push
you {o make the final surgical decision, This is very true
for parotid tumors, some surgeries of which are yuite
deforming. For o benugn mixed tumor, a superficial
parotideetomy may be adequate therapy. 'f muco-
epidermoid CA s encountered, the problem becomes
more complicated in as much as the procedn ¢ muy be
maodificd according to the diftferentiation of the tamor,
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for example low grade mucoepidermoid inay be treated

by superficial parotidectomy, whereas high grade fesion
may require total parotidectomy. In case of adenoid
cystic CA which tends to invade nerves via the perineu:
ral lymphatics, sacrifice of the facial nerve may he re
quired.

The frozen section diagnosis we obtained for hemyr
lesions appear to be 87% accurate In reparts Jone
abroad, the accuracy of {rozen section in benign lesions
ranges from 92 to 98 percent. This involved huge num-
ber of specimens. The tesult for malignant lesions was
considerably less reliable. only 60%. We have to state
here that most of the frozen section diagnoscs were
mostly only stated as benign or malignant. The patho
logist would not commit as to the histopathology Ne-
vertheless, such ciagnosis of benign or malhgnant is of
great help to the surgeon.

In this study. one will see the difficulty that is en
countered by the pathologists in low grade muce-
epidermoid CA and lymphoma, in fact these are the
lesions where the pathologists wrongly diganosed it as
benign by frozen section. In the case of salivary gland
tumors, or elsewhere, and occasional false-negative
diagnosis of cancer 1is unavoidable, but false-positive
dignosis should be a rare and vanishing phenomenon

Please take note that in benign lesions. the patho-
logists never made an error in the frozen section Jiay.-
nosis. However, in malignant lesions, the pathologists
made only 60% correct diagnoses. From here we can
surmise that the human tactor plays a great role_ where-
in the pathologists tend to err on the benign side rathe
than on the malignan side

This study is retrospective. Nevertheless. this study
has emphasized several salient points. First, the unsatis-
factory results of {rozen section diagnosis in malignat
salivary gland tumors The surgeon must consider to -
validity of a frozen sectwn diagnosis hefore embary i
on exntesive. Jdeforming surgery. The overall resui P
benign lesions is satistactory . However, the surgeon mu
emphasize to the patient and family when a bemp- ¢ .
zen section diapnosis has been made because it ma, be
necessary to recall the patient later for a more extensive
resection,

Secondly, the surgeon should assume an active role in
evaluating the frazen section diagnosis. He correlates this
with his gross finding of the parotid tumor in the vpera-
ting room,as well as.with the history and associated signs
and symptoms before determining the immediate sui
gical therapy.

Finally, it there is any doubt on the part of the -
thologist regarding the frozen section duagnosis, and the
surgeon has some doubts himself, then rthe serpeon
should be conservative or proceed no further in his sur-
gical management and await the formal biopsy resoll
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SPEECH EVALUATION OF AMATSU
SHUNT SPEAKERS

Joselito Jamir, M. D *

1. Introduction

Until about a decade ago, clinicians had always
feared carcinoma as one requiring medical and aggressive
treatment to cure the:  disease. In the process, most
clinicians are Jeft with a surviving patient who is psycho-
logically and emotionally depressed as a result of the
treatment. This is specially true of head and neck
cancers wherein a disfiguring operation has been the
mainstay of surgical treatment. However. in recent
years, there has been a drastic change in the attitude of
physicians. There is now more concern with the quality
of life after treatment rather than just an emphasis on
the prolongation of life.

Surgery for carcinoma of the larynx is one of
those tields wherein this dramatic shift has occurred.
Emphasis is now placed not only on the extirpation of
the malignancy but also on the conservation or restor-
ation of speech of the patient. This is evidenced by the
abundance of lteraturc and new techniques on con-
servation laryngectomy.

Whenever a new surgical procedure is proposed, it
is important tc define the rationale for the procedure
and verify the supposed advantages over the standard
approach. If such a new operation is not truly based on
anatomic, physiologic and/or pathologic facts and does
anatomic, physiologic and/or pathologic facts and does
not offer any substantial advantages, then there i< no
reason to advocate changing from the standard approach.

With those views in mind, the speech obtained
following the Amatsu technique has been cvaluated
and analyzed according to quantitative and qualitative
parameters.

1I. Materials and Method
A total of 17 patients who had undergone the

*Asst. Professor, Dept. of Otolaryngology, UPCM-PGII Health
Sciences Center
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Amatsu trachoe-esophageal shunt were subjected to
various tests and procedures. The patients were divided
into two groups i.e.; those who underwent operation
at least a year before testing and those who were
operated (on at least 3 months prior to testing but)
not more than 6 months at the time of testing. The
latter was further subdivided into 2 groups due to
variance in test procedures and duration after operation.
Three normal speakers of the same age range or the
test groups were included to serve as control.

The general data of these group of patients can
be seen in Table 1. This summarizes the TNM classifi-
cation, age at operation, sex and the clinician’s sub-
jective evaluation of speech intelligibility based on the
criteria used by Leipzig20 et al.

Table 11 shows the different parameters used in
evaluating and analyzing the voice obtained following
the shunt operation.

A. Quantitative Measures
1. Sustained vowel duration: The patients
“were requested to phonate the vowsl A
and the duration (in seconds) he can sustain
such sound were recorded.

2. Counting per breath: Patients were asked
to count from 1-10 and repeat it as many
times as he can in just one breath,

3. Syllables per breath: Patients were asked
to recite the alphabet.

4. Words per breath: Patients were instructed
to read from a list of two-syllable words
specially drawn up bv the researchers for
this purpose.

The tests were done with three to four paiients
alternately at one sitting. Hence, there was essentially
no prolonged rest period interval berween tests. The
gap between tests is less than a minute or to be more
precise, just two to three breaths as the case may be.

Three trials were taken on all these parameters
and subsequently recorded. However, only the best
trial for each patient was taken into account in the
subsequent computations. Each subject showed fairly
consistent results in this aspect of the study.

5. Words per minute: This was computed
from reading certain key sentences in the

text used in the tape recorded portions of |

the examination.
B. Qualitative Measures

1. Level of intelligibility: Patients were made
to read some paragraph from a standard
textbook.

During the above procedure, the subject’s voices
were recorded using a song tape recorder. The results
were recorded as percentages of the correct numbers
of syllables or words as perceived by the listener-judges
over the total number of test syllables or words s the
case may be.



The tistener-judges were made up of resident
doctors ane nedical students. 1 Furthermore, several
sets of iext were used to mnimize Tamiliarity on the
part of the listener-judges. The judges were also unaware
who the normal speakers were and those who had an
operation. All these safcguards were undertaken 10
provide as objective an: assessment of the recorded
voices.

2. Adequacy” From the recorded portions of
the test procedure, the number of pauses
of the test groups as well as those of the
cantrol group were determined and com-
pared. The same was done regarding the
duration of time it required all groups to
finish reading the texr. Index of inadequacy
was then Computed as a percentage using
the following formula:

inadequacy Index = NO. 07 peuses (S) ; No_of pauses () X 100
No. 0l pausey(C)
Ve T tequiredS) - Time requed(©)
Vime requined (C)
II. Results and Discussion

Table IV shows the quantitative results of the
speech evaluation. Group B-2 patients have markedly
‘ower values than group A or group B-1. These data
show a tendency or trend that somehow duration after
the operation is a factor that has to be evaluated too.
This points out the possibility that speech proficiency
1 directly related 10 the duration after the operation.
Although patients can speak quite well after the removal
of the catheter required to keep the shunt patent
shortly after the operation. the patients still do need
time to adjust well t o the new form or mode of speaking
1 obtain maxamum efficiency. Our limited number of
subfects and the presence of overlapping values, how-
ever, prevent us from making such an assertion. This
possibility needs further study in this matter.

Subject 3 of test group B-1, although underwent
essentially a tracheo-esophageal shunt operation. has
a different location of the shunt. Unlike the other
subjects. this patient had his shunt situated in a lateral
position and xot in the center as in the usual procedure.
This slight “variation i the surgical technique may
account for.the seemingly poor results in comparison
with the other subjects, This patient has to generate
greater pressure to heep  the shurt patent during
phonation. Thus, he fus to make more pauses and
requires more time in comparison with the other
subjects as well as with the control. However, in table
V. all the subjects. irrespective of the group, have a
high intelligibility rating save for subject 3 of group
B-2. This patient has just been operated on a few
weeks ago and has not really adjusted to his newly
acquired speech.

Generally and collectively. the Amatsu shunt
speakers compare favorably with both the control
group and the results obtained by otier researchers for
normal speakers (Table VI).  However, they were

observed to be unable to pronounce the consonant H
in combination with any of the vowels. All test groups
committed th's error (hus raising the possibility that
the sound production of the consonant H is forever
lost among the Amatsu shunt speakers. It has been
postulated by Koike et all3 that this may be a function
ofthe larynx as an articulator.

A study of the inadequacy index would tend to
confirm our hypothesis as evidenced by the results in
group A. Thesc patients have become so used to their
speech and have really developed it to such an extent
that five patients have no inadequacy whatsoever and
two patients have only partial inadequacy. Subject 2 of
B-1 and subject 2 of B-3 have apparently adopted
quite well and rapidly. However. these two patients had
strong motivations to reacquire speech. We feel that
patient’s motivation docs play « preat role in the dev-
clopment of shunt speech.

Anotehr variable that has to be corsiderad is the
patient’s vital lung capacity. The procedure after all
requires the diversion of pulmonary air o the eso-
phagus. Subject I of group B-2is an athictic vpe and
has good puimonary function whereas subject 3 of
zroup B-21s of the sedentary type.

In comparison with the resuits obtained by other
researchers (Table VI),4,6.74-1% the amatsu  shunt
shows that all test groups are uefinitel; botter than
those ot the esophageal speakers. [t alsc sompares
favorably well with the results obtained from: other
rehabilitative  procedures that are coromonly being
used now.

Although no pre-selection of subjects were zarried
out, Leipzig's subjective criteria tend to place all the
subjects classified as grade I except for one subject.
The  results obtained using the objective assessment
methods showed that although all groaps do have
excellent .conversational abilitv., phonetic assessment
showed that there is still room for improvement
regarding tracheo-csophageal shunt speakers as well as
mtrinsic defects (tne inability w pronounce H when
used in combination with any of (ve five vowels).

Although our results tend 1o show chat tracheo-
esophageal shunt speakers are hetter than niher alaryn-
geal forms of speech. we hesitate to make that con-
clusion because of the limited number of subjects
involved that precludes any statistical test of reliability.
Furthermore. allowances should he given for possible
differences in test measures, patient’s physical fitness,
motivations, practice and family encouragement and
SLQPPOT‘.

1V. Conclusions

The Amatsu shunt speakers apparenily Lave good
results as far as quantitative and qualitative psrameters
used in this study are concerned.
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Although the Amatsu technique can be done
to all cancers of the larynx requiring surgical manage-
ment, individual variables like motivation, physical
condition, pulmonary function, family concern and
cooperation  have to be considered. However, in
group B-2 patients the procedure was done without
any consideration to these individual variables,

Summary

A group of 17 patients were subjected to a
variety of test measures to determine the quantity and
quality of voi:e produced following Amatsu’s technique
of rehabilitation procedure for laryngectomies. The
parameters used were sustained duration of the pro-
longed vowel, counting per breath, syllables per breath,
words per breath, words per minute, level of intelligi-
bility, adequacv of voice produced.

The results obtained were remarkably better
than those of esophageal speakers and closely approxi-
mates the normal voice. Furthermore, the advantages
over uther procedures were enumerated.

TABLE 1
TetCrowp A TumorSis TNM  AeetOpwaton  latsligbiny
Subject | M Supraglottic  T,N; Mg, 7] Bxoslent
! M Gottic Ty Mgy, 61 Excefiont
I M Glottic TaNgM,, 47 Bxoallont
4 M Suprsgiottic  ToNgM, F1] Excelent
5 0 Supmagiottic  TyNoMq 36 Excnllent
6 M Glottic T3Nghlg » Exonllent
T M Glottic TyNo My, o4 Bxceflant
i M Supnglottic TN My (1] Exoslflent
9 M Clottic Ts"o“o o4 Bxoutirnt
10 N CGlottie T?Nollo 2] Exceflant
n M Supagonic  TyN My 63 Excallemt
Teat Group B-1
Subjact ) M Glotic TyNphly, 36 Exqullont
2 M Gottic T, NgMy L] Exosllent
}M Sulsghor thc TJ"O"O [ Excaflant
Tont Growp 8-
Subject ) F (Qottic T3NoMy L] Exowllent
2 M Glottic T3NgM,, 47 Excellvnt
I M Glorttic: TyN My b1 Communicates
primarily
with voice.

TABLE ]
Objective Evaluation of Speech

1. Ouantitative Parameters
A.  Duration of sustained vowel
Counting per breath
Words per breath
Syllables per breath
Words per minute

Sl

g

II.  Qualitative Measures
A, Intelligibility
B.  Adequacy
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SUBJECTS

PARAMETERS

1.

Sustained vowel
Duration (Sec.)

Counting per
Breath
Syllables per
Breath
Words per
Breath

Words per
Minute

SUBJECTS

PARAMETERS 1

~
“

Level of

Intelligibility ~ 98-68

. Adeguacy

a) Nc. vl Pauses 36

b} Time
Required
{Sec.)

1238

- bnadeguacy

frelex
a} Pauses

by ime

1

22

60

85

96

88.32

10

60

35

221

TABLE 1V. QUANTITATIVE MEASURES OF SPEECH

23

110

180

50

123

GROUP A GROUP B-1
4 S 6 7 8 9 10 11 1 2 3
15 16 30 12 9 8 6 28 9 17 10
110 106 70 50 SO0 12 21 80 45 60 39
105 100 101 SO 46 25 24 50 45 70 28
19 32 36 18 31 24 16 16 16 23 13
271 135 193 124 211 157 132 97 106 151 095
TABLE V. QUALITATIVE MEASURES
GROUP A GROUP B-1
5 6 7 8 9 10 1 1 2
99.63 98331 98.06 974§ 9833. 100 100 100 9890 100
30 15 28 21 12 1 28 30 13 57
12322 7606 10461 9526 87.68 11145 11145 176.94 13519 16663
20 40 12 38 - 119.23
1.48 11.67 - 4565 27 - 26.62

GROUP B-2
1 2 3

55 148

GROUP B-2
1 2 3

100 100

105.71 85.64 105.73

100 11333

148.26 73.64 141.23
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TABLE VI

Comparison of Control VS Test Group

Inte]h'gibiliiy (%) Control Group A Groﬁp B-1 -~ Group B-2
1. Set A 100 98.70
2. SetB 100 98.93
3. SetC 100 99.34 100
4. SetD 100 100 98.90
5. Set E 100 100
6. SetF 100 100
7. Set G 100 52.63
Adequacy
1. No. of Pauses
a. SetA 20 21
b. Set B 25 26
¢ SetC 26 31
d. SetD 20 26 ‘ 13
e. SetE 13 - _ 26
f. SetF 14 14
g SetG 15 32
2. Reading Time (sec.)
a. SetA : 93.86 90.88
b. Set B 121.48 130.93
¢ SetC ©131.60 117.62 150.90
d. SetD 103.60 : 88.32 90.42
¢. SetE 42.58 105.71
f. SetF 49.32 _ 85.64
B.

Set G 43.83 105.73
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SURGICAL MANAGEMENT OF NASOPHA-
RYNGEAL ANGIOFIBROMA WITH
PTERYGOID FOSSA EXTENSION

Dr. Mariano Caparas*
Dr. Teodoro Jardeleza**
Dr. Jaime F. Flor***

Juvenile angiofibroma is a highly vascular tumor
found in the nasopharynx ot adolescent males. It is
histologically benign but climeally malignant in that
it has the capacity for local destructive grow:l and
and f{atal hemoiThage.

It is not an uncommon tumor. The Department
of Otolaryngology, Philippine (reneral Hospital has seen
and treated a total of 50 cases in a six-yeur period,
from 1973 to 1798 An average of 8 cascs sie seen
annually and they compiise {.4% of the total unnual
admissions of the department.

Because of the aggressive behavior and invasive-
ness of the tumor, the otolaryngologist and head and
neck surgear may encounter the following pitfalls in
the managemen: of these cases:

1.  Failure to determine pre-operativaly the
extent of the tumor.

&)

Extreme vascularity of the tumor fooding
the operative field

3.  Confined surgical field with inadequate
space for instrumentation.

4. Capacity to spread to contiguous areas
from  the nasopharynx to the sinuses,
pterygoid plates, infratemporal fossa, orbital
and intracranially .

In determining the extent of the tumor, the

tollowing diagnostic aids may be of help:

] Plain skull films

u This will show the mass density in
the nasopharynx.
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b. t will not completely show the
tumor exterit.

c.  Secondary sinusitis mav obscure the
radiologic picture.

2. Coronal Polytomography

a. It will reveal tumor extens ion.

b. It will show bone erosion unsuspected
in the clinical examination and plain
films.

3. Carotid angiography

a.  Delineates the anatomic location of
the mass. '

b.  Helps demonstrate extension intc
the surrounding areas.

C. Shows the sources of blood supply.

d. Shows a vascular pattern which is
diagnostic, thus avoiding biopsy
which could be associated with severe
bleeding -

e. For follow-up evaluation of residual
tumor.

Carotid anpography is not done routinety
by the department. Its indications are.

1.  Evidence of extension outside the
nasopharynx.
2. Suspicion of intracranial extension.

4. CATSCAN

The unusual character and pitfalls have contri-

buted to the high recurrence rate. The department ha:
formulated and developed and adhered 10 the following
surgical principles in managing these tumors.

1 — Decrease the vascularity

A — Hormonal Therapy

1. Use of adjunctive and not defininve
therapy.

2. Diethylstibestrol 5 mg TID for 4-8
weeks.
a. Stimulates the process of fibrosis and

collagen deposition.

b. Decreases the vascular bed
¢. Matures and solidifies the tumor for

handling during surgery.
B — External carotid artery or internal
maxillary artery ligation.
C — Individual ligation of all identifiable
blood vessels.

Il — Good exposure resulting in good visualiza-
tion of the nasopharynx.

11 — Adequate space for instrumentation.

IV — Avoid excessive bone destruction or func-
tional disability undesirable in young
patients,

Vo Nu alteration of the physiology of the
nasal cavity.

V1 — Do not interfere with the development of



the facial skeleton in juveniles.

VIl -- Versatility of the surgical approach so
that added procedures to gain better ex-
posure will not result in increased morbidity
and disfigurement.

VIII - Adequate mobilization of the tumor and
all its extensions. '

These surgical principles and considerations have
given rise Lo a number of surgical approaches designed
to remove th4se tumors completely. They vary from a
tapdoor bony palatal flap to a  transpharyngeal
approach. Only the most accepted approaches will be
considered.

1 — Transpalatal approach

A -- T-shaped incision

1. Gives relatively poor exposure.

2. Limited area for instrumentation.

3. Results in a straight scar which con-
tracts and shortens the palate post-
operatively.

4. Poor healing following previous surgery
or irradiation.

IT — Inverted U-shaped incision

1 Offsets the disadvantages mentioned
above.

2. For tumors confined to teh nasopharynx.

3. For extensions to be sphenoid sinus
and posterior choana.

4. Insures complete repair and normal
function of the palate after surgery.

5. Not practical for tumors more than 5 cm.

I — Transpalatal combined with a latersl

rhinotomy

1. For tumors originating in the naso-
pharynx with anteror extension to the
nasal cavity.

2. The latersl rhinotomy portion is of
questionable necessity.

IV — Retromaxillary — The transpalatal incision
15 carried around the maxillary tuberosity
into the gingivo-buccal sulcus.12

[. For tumors with lateral extension in
contiguity with the nasopharynx.

. Gives unsurpassed exposure and allows
exploration of the pterygoid plates and
pterygo-maxillary space.

3. Not adequate for recurrent tumors or

large virgin tumors in the pterygo-
maxillary fossa.?

(=]

V — Transmaxillary or extended Caldwell-Luc
approach5,2,16

1. For exposure of tumors residing in the
more anterior part of the nasal cavity
or ethmoid sinuses.

2. Facilitates occasional transantral ligation
of the internal maxillary artery.

3. We have not found much indication

for this exposure because by itself jt

fails to expose the nasopharynx ade-
quately.

VI - Combined Trnaspalatal, Transmaxillary,
Retromaxillary and Weber-F erguson Incision

1. Gives good exposure to all contiguous
areas the tumor could invade (except
of course intracranially).

- Better exposure to the maxillary antrum
and retroantral space.

3. Can identify and ligate the

maxillary artery.

4. Allows exploration of the infratemporal
fossa and the retro-orbital space.

5. May case mutilation of the facial
skeleton and some degree of disfigure-
ment.

6. This is the surgical approach we favor
for nasopharyngeal tumors with massive
cxtension into the ptervgoid and infra-
temporal fossa.

[ ]

internal

We would like o present five cases representative
of our experience of juvenile angiofibroma with
pterygo-maxillary extension.

All patients were male with an average age of
20 years and a mean duration of symptoms of 14
months. Sixty percent were recurrent and were probably
due to residual tumor undetected outside the naso-
pharynx.

All patients came in with the classical symptoms
of epistaxis and nasal obstruction. For large tumor
extensions in the pterygo-maxillary area or the orbit,
the patient is seen with swelling of the cheek or prop-
tosis. There is associated visual impairment due to
pressure or traction of the optic nerve.

Small pterygoid fossa extension may not show
proptosis and swelling of the cheek and remain un-
detecteds clinically. This can be verified by carotid
angiography or by exploration of the pterygoid fossa
during surgery. Here we would like to emphasize the
importance of the versatility of the surgical approach
which will allow visualization and exploration of con-
tiguous areas without added morbidity.

Plain films were used routinely. Carotid angio-
graphy was done selectively.

Treatment was combined pre-op estrogen therapy
and surgery. The first 2 cases had an initial transpa-
latal incision. When the tumor was found to have
invaded the pterygoid fossa, the incision was  car-
ried around the maxillary tuberosity to the gingivolabial
sulcus. Cases with small pterygoid extension could be
freed by blunt and sharp dissection and the extension
pushed with a finger to the nasopharynx.

For patients with clinical evidence of extensive

involvement outside the nasopharynx, we plan our
surgery well. We have enough available, do a tracheos-
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tomy for undiction of anesthesia and leave the operating
field free of any obstruction as well as for a secured
airway post-operatively.

We do a transpalatal, retromaxillary and trans-
maxillary incision and determine the extent of the
pterygo-maxillary extension. Dumbbell-shaped tumors
are difficult to remove en bloc. These hourglass tumors
have to be removed in two pieces. We remove the
nasopharyngeal mass initially, pack the nasopharynx
and attempt to mobilize the pterymaxillary  extension
through the transmaxillary incision. If we encounter
any difficulty we proceed to a Weber-Ferguson Longaire
incision. We {ollow this sequence instead of doing all
the incisions before attempting removal because we are
reluctant to do incisions which would leave a visible
scar unless absolutely indicated.

CONCLUSION

Extensive  juvenile angiofibroma is always a
surgical problem as well as a surgical challenge and we
feel that a combined surgical approach is mandatory.
Wide exposurc of the tumor using the appropriate
surgical appraoch gives a better surgical advantage and
reduces the recurrence rate.

In juvenile angiofibroma with pterygomaxillary
extension, the surgeon has to make a difficult choice
between inadequate exposure or some form of defurmity
or mutilation. We feel, however, that in such an ex-
tensively invading tumor, the problem of mutilation
or cosmetic deformity is secondary to the necessity of
removing the tumor completely.

To end this paper, | would like to quote one
of the men who has tackled such tumors.

“When the tumor has invaded neighboring

regions, it has not only paved the way for its invasion,
but also created a pathway for its surgical removal.”
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CHEMOTHERAPHY OF RECURRENT
NASOFPHARYNGEAL CARCINOMA WITH
COMBINATIONS OF CISPLATIN
+ BLEOMYCIN VS. CISPLATIN + VP-] 6*

Fita Pascual-Guzman**

INTRODUCTION:

Nasopharyngeal Cancer is rare in most parts of the
world with an age-adjusted incidence of less: than
1/100,000." It is of main significance to certuin Orien-
tal groups: Cliinese, Malay, Indonesians, Victnamese
and Filipinos. Although the etiology remains un-
known, this racial distribution suggests a genetic sus-
ceptibility to some environmental factors.

The Central Tumor Registry of the Philippines re-
ported in 1977 the incidence of Nasopbaryngeal Car-
cinoma for male and female was 31/100,000 and
1 3/100,000 rcspccti\/cly.2 The UPCM-PGH Tumor
Registry in 1981 listed 87 cases of Nasopharyn real
Carcinoma out of 1837 mali;_;nzmcies.3 It is the 3rd
most common malipgnancy in this institution.

Malignancy ol the nasopharynx generalls occurs
during the 5th docade of life. It has 3: 1 male prepon-
derance. 1t usually originates {rom the lateral wall of
the nasupharynx with a predilection for the Fossa of
Rosenmulter. followed by the vault of the nasopharynx.
Nasopharyngeal carcinoma (NPCa) may spread superor-
ly or infericorly by direct extenston, NPCa has an H()—“O’f
incidence of eetastatic node discase on preseutation.”

Mcoavoltuge radiation therapy s the piimary treat-
ment for cancer of the nusopharynx_é' Treatiment
fields cover all of the nasopharynx and adjacent skull
base to the icvel of the sella wrcica and «draining

*1st Prize
** Consultant in Otolaryngology, Children's Medical Center.,
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lympatics. When clinically positive cervical nodes are
present, supplemental low anterior cervical field i
employed including supraclavicular area and upper
mediastinum. Although ecarly lesions limited to the pn-
mary site has the higher rate of cure, advanced disease
has a greater incidence of recurrence. The I most impor-
tant causes of trcatment failure are local recurrence
and distant metastasis. Statistics from Western Europe
indicate 26% rate with an average of 11 months for re-
appearance. Nodal recurrence amount to 31% while
distant metastasis wnount to 219%. The overall S-veur
survival rate is 44-597% These also applv to local ex
.which will enhance symptomatic palliation and prolong-
ation of a reasonable quality of life.

Several chemotherapeutic agents have been studicd
extensively either singly or in combination with ex
tremely different responses. One of the more trequently
used agents in head and neck cancer. Cisplatin, pro-
duced 72% response rate i1 18 patients treated with
monthly infusions of 80 mg/M2 (Jacobs et al) and a
50% regression of measurable tumor in 62.5% of patients
treated on D1,and 8- month schedule. (Hong et al).

Studies using combination chemotherapy have indi-
cated a high proportion of responses. Of the several
combinations studied using 3-4 drug combinatious,
none seemes to have surpassed the efficacy of DDV
+ Bleomycin. Randolph et al of Memorial Sloan-Ketter-
ing Institute reported 71% response rate in 21 patients
with unresectable previously untreated Head and Neck
Cancers. Hong et al reported 8 complete and 22 partial
responses in 39 previously untreated patients are re-
ceiving Bleomycin and Cisplatin. In chemotherapeutic
trials of lung cancers, impressive synergistic actvity
were reported with VP-16 with Cisplatin Even it the
activity of VP-16 in Head and Neck Cancer has not
been evaluated fully well, it is worth investigating whe-
ther VP-16 in combination with Cisplatin is less eftect
ive, as effective or superior in treatment of recurrent
nasopharyngeal carcinoma compared to Cisplatin and
Bleomycin,

OBJECTIVES:

I. To compare the initial response and ‘tuation of
response of patients with recurrent NPCa tollowing
treatment with (a)  Cispiatin (DDP) + Bleomycin,
(b.) Cisplatin + VP-1¢

2. To compare the qualitative and quantitative
toxicites of the above 2 regimens.

MATERIALS & METHODS:

Treatment was randomized and controlled using Cis-
platin based regimen combining with Bleomycin (Plan



A} or VP-16 (Plan B) as systemic therapy in the treat-
ment of NPCa,

Patients were included bascd on the following cri-
teria:

I. Most have histologically proven NPCa with recur-
rence (local or distanr) or progression after prior-treat-
ment with cytotoxic agents or radiotherapy.

2. May have received prior non-Cisplatin or Bleo-
mycin or VP-16 containing chemotherapy but must
have fully recovered from toxicities of treatment. If
there was previous radiotherapy, a 2-week period is re-
commended before administration of chemotherapy on
full dosage regimen. Chemotherapy maybe administered
as soon as there is bone marrow recovery,

3. Must have life expectancy of at least 12 weeks.

4. Musl have measurable lesions that can be evaluat-
ed for anti-tumor etfects.

5. Must have a performance status of 40% (Kar-
nofsky) or better, (See Appendix)

6. Must have adequate hone marrow function (de-
finied as an absolute granulocyte coung of 2,000 or
reare ). ddequate hepatic functions (defined as normal
aitirudin and not greater than 50% increase in LDH,
SGOT. and atkaline phosphatase) and adequate renal
tunction (defined as a  serum creatinine of 1.5 mg%
or less.) ‘

Those diagnosed with sccond malignancy, senility,
psychoses, CNS diseases or other expected difficulties
for follow up like active infection, severe malnutntion
and patients with no consent for treatinent were ex-
Shaded.

A complete history and physical ¢xamination in-
sanding documentation of all measurable disease as
wail as signs and symptoms were performed prior o
the start of the study. Although all the patients under
study received prior radiotherapy, the clinical staging
of their discase was based upon the American Joint
Committee for Cancer Staging and Fnd Results Re-
porting ( 1976)

PRIMAKY TUMOR (T)

T, —  tumor coufined to one site of naso-

pharynx or no tumor visible (positive
biopsy only).

T, tumor involving 2 sites of the naso-

- pharynx

I, — extension of twmor into nasal cavity

) or oropharynx

T4 tumor mnvasion of skull and/or cranial

nerve involveent
CERVICAL NODES (N)
N\:‘ -

N, - single clinically positive homolateral
' node less than 3 ¢cm

no clinically positive node

NZ —  single clinically positive homolateral
node 3 em-6em in diwncter or mul-
tiple clinically positive honiolateral
nodes none over 6 cm in diameter.

N; —  massive homolateral node(s). bilateral

nodes or contra-lateral node(s).

STAGING GROUPING
Stage I T; NO_M0
Stage H T2N0Mo

Stage Il TN M, Any TNM, .
NM, - ’

Laboratory studies needed were CBC with differential
and platelet counts, BUN, Creatinine, SGOT, SGPT. Al-
kaline Phosphatase, L.LDH, Calcium, Uric Acid, Glucose,
Scrum  Electrolytes, Magnesium, Urinalysis, Creatinine
Clearance, EKG, Chest and Paranasal Sinus X-rays.
Radioisotope studies (brain, liver. Ct scan) and other
X-rays were done when neeessary,

" Thirty five patients were randomly assigned to one
of the following treatment aims. Patients who belonged
to Group A were given Cisplatin 20 mg/M2/day for §
consecutive days, IV. Bleomycin was administered week-
ly 15 mg/M2 throughout duration of therapy until a
cumulative dose of 240 mg/M2 throughout duration of
therapy until a cumulative dose of 240 mg/M~ IM is
reached. Those patients in Group B were given Cisglatin
for 5 consecutive days (1-5) at a dose of 20 mg/M</day
IV. VP-16 was also given for 5 consecutive days (day
1-5) at daily dose of 60 mg/M2.

The criterion for discontinuation of treatment, were
as follows:
1. noncompliance of the patient to protocol require-
ments.,
2. in cases of progressive discase or relapse after
Initial response.
3. signs of life-threatening organ’ toxicities attributed
to the drug,
Before each treatment, pre-therapy hydration with
1 liter of normal saline over 2 hours was infused. Cispla-
tin was diluted in ] liter of DgW with 200 cc of 207
Mannitol as side drip and infused over 6 hours. VP-16
was diluated in 500 cc of DSW. Antiemetics were given
simultancously. Metoclopromide. 20 mg IV, was given
30 1ninutes prior to Cisplatin and repeated energy 4
hours when necessary. The {ollowing laboratory work-
ups were determined every 3 weeks prior to the next
course of treatmenr: BUN, Creatinine, SGOT. SGPT.
Alkaline Phosphatase, LDH, Calcium, Uric Acid, Glu-
cose, Serum  Electrolytes, CBC and platelets, Tumor
measurements  and  performance  status were  deter-
mined before each course of treatment.

Cousses of treatment were repeated every 3 weeks
interval unless patients have not recovercd (rom the
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toxicity of the previous course: Bleomycin was with-
held in the presence of elevated serum BUN and Crea-
tinine.

All important data (PE, involvement of all indica-
tors of lesions, performance-status, symptomatic sta-
tus, laboratory tests, treatment schedule and dosages,
toxicites to chemotherapy) were noted/compiled in
the flow chart of the patients.

The criteria for evaluating response to study medi-
cations werc:

1. Complete response (CR) — total disappearance
of all measurable lesions with no new lesions and
maintenance of status quo.

_ Partial Response (PR) —50% or greater decrcase
in diameter of all measured lesions without simul-
taneous increase in the size of the lesions or
appearance of new lesions.

3. Stable Disease (SD) — no measured change or

change within 25% of original tumor.

4. Progression (PD) of Disease — increase in 257 or
more of measured lesions or appearance of new
lesions.

5. Relapse_(R) — appearance of new lesions or re-
appearance of old lesions in patients who achieve
remission.

139

RESULTS:

A total of 35 patients who were entered into the
study werc randomized into groups A and B (Table n.
One patient from Group B was not included because
he developed anaplylactoic reaction at the start of the-
raphy. Patients then were cqually divided into 17 for
either group. Although close follow-up was stressed,
there were patients who failed to return after treat-
ment evaluation, six (6) in Group A and threc (3) in
Group B (Table 2).

TABLE 1:
Total number of patients — 35

Treatment A — 17
Treatment B -- 17
Patient with
Anaphylactoid
Reaction -- 1

TABLE 2: PATIENTS LOST TO FOLLOW-UP (LTFU)

A B TOTAL
cisplatin + blcomycin cisplatin + VP-16

6 (35%) 3 (18%)
Table 3 shows sex distribution for Group A and B

consisting of 10 males/7 females for A, and 12 males/5
females for B (P 0.05).
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TABLE 3: SEX DISTRIBUTION

A B
Male 10 (59%) 12 (71%)
Female 7 (41%) 5 (29%)
1 0.05)

The age distribution of our patients as shown in Table
4 has no statistically significant difference.

TABLE 4. AGE DISTRIBUTION

AGE (Years) A B
30 2 2
3140 3 6
41-50 3 4
51-60 8 5
60 1

(P 005

Our patients were then classified according to the
severity of the disease based on clinical staging pre-
viously mentioned.

Stage 1 A B

(T No) 5 (29%) 1( 6%)
(Stage 2

(T2 No) 1( 6%) 3(18%)
Stage 3

(TxN1) 5(29%) 2(12%)
Stage 4

(TxN2-3My) 6(35%) 11(65%)

These patients had undergone radiotherapy with
doses ranging from 4,000—9,000 rads for the primary
tumor and 4.000—8,000 rads for nodal involvement
prior to relapse. However, the patients were not strati-
fied into relapse after first exposure or relapse after
second exposure to external radiation, Table 5 shows
the nutritional status of our patients in both groups.
For Group A, 82% were lst and 2nd degree malnourish-
ed, In Group B, 47% suffered from st and 2nd degree
malnutrition,

TABLE 5 NUTRTIONAL STATUS

A B
Approximated [deal Body
Weight 3(19%) 9 (53%)
10 malnourished 10(59%) 7(41%)
20 malnourished 4(23%) 1(6%)

The toxic effects of the chemotherapeutic agents
consisted of nusea, vomiting, anorexia in 100% of cases.
3 patients (27%) in A developed glossities. Dermatologic
toxicities consisted of alopecia in 100% both A and B;
increased pigmentation in 3 *27%) from A and 1 (7%) in
B. Leukopenia was noted in 2 (18%) in Group A. How-
ever, this improved in 2-4 weeks afterdate of randomiza-
tion. There wre no renal toxicities observed.



TABLE &: TOXICITIES OF CHEMOTHERAPY

A B
cisplatin + beamycin  cisplatin + VP16
I Gaswrointenstinal
NAUSES 11 14
vomiting 10 14
anorexia 11 14
glomitis 3 .
1. Renal
azutem -
hypomagnessema
clesiune
clearance
1ML Dermatalogc
. pigmentation 3 1
alopecia 10 14
sensation of warmth on
infusion 3
V. Mematologic
leukopenia 2

V. Motoxicity

The response rates for Group A was 820, 2 complete
and 7 partial responses. For Group B, the response rate
was 79% with 4 complete and 7 partial responses. In
Group A, the median progression or recurrence-free in-
terval was 9 weeks while Group B, 18 wecks, Although
the % of response rates of A and B had minmimal differ-
enee, the lortger interval in B that a paticnt was discase
frec tound to be statistically significant.

TABLE 7: INITIAL CLINKCAL RESPONSE

Treatment CR PR SD DP
G cisplaun 2 7 1 1
R +
G bleomycin (18%) (64%) (9%) (9%)
1
rl
A
G
R cisplatin 4 7 2 1
0 +
U VP16 Q29%)  (50%) (14%) (21%)
P
B

SD stable Jisease
DP disease progression

CR Complete response
PR Partial response

Life table (Fig. 1) shows the percentage of patients
who have not relapsed or progressed after trcatment. At
21 weeks, the probability of not relapsing 42% in Group
B while in Group A is 25% at 13 weeks. Response to
chemotherapeutic agents seemed more sustained on B
compared to A. Life table of B looks better than A. The
difference in response between A and B was found 10 be
statistically significant using the Log Rank Test (X2 =
+13.P 0.0T).
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DISCUSSION:

Recurrence in NPCa whether treated with rudio-
therapy and chemotherapy calls Tor palliation. Previous
cxperiences with chemotherapy of NPCa and Head and
Neck Cancer were limited. Mcthotrexate had been the
most effective chemotherapeutic agent witl response
rates varying from 18-67%. However, its duration of res-
ponse was ubout 2 months! 0.

Previous studies of Cisplatin as u single agent. in ead
and Neck Cancer (Hill et al,: Lippmann et al) reported
two (2) partial response and three (3) complcte IESpon-
ses. The study in Stanford (1976-79; showed 50% of
NPCa responders to Cisplatin as a single agent. They
found that there was positive (+) correlation becween
response to treatment and degree of undifTerentiation,
They also reported that etastatic repions improved
with Cisplatin. Since then, the interest in the use of
Cisplatin increased particularly in combination with
other agents.

Wittes et al (1975, 1977) and Randolph et al (1977)
demonstrated superiority of Cisplatin + Bleemycin in
combination by obtaining 75% objactive response rate in
previously untreated patients in comparison to 317% of
paticnts with recurrence after surgery, rudiotherapy and
chemotherapy.

The superiority of Cisplatin and Blcomyein in ad-
vanced Head and Neck Cancer was reported by Shapshay
et al (1980). However, combination of VP-16 and Cispla-
tin has not been tested in Head and Neck Cancer. The
clinical experience with NPCa in general is uniquc be-
cause it is a relatively slow-growing malignancy, of the
Head and Neck and its treatment is fraught with recur-
rece. In the Philippines. where NPCa incidence is high as
mentioned, this trial is of therapeutic importance.

Our study of chemotherapy of recurrent NPCa has
been challengingbecause of the following factors which
could have influenced the outcome of this treatment
namnely:
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. radiation

nutritjon

_severity of the cancer
previous chemotherapy

Pt —

Since our patients had recurrences after radiotherapy,
possible decreased vascularity due to fibrosis in the tu-
mor site may have hindered further efficacy of the
drugs. SO77 and 14% of our patients were Ist and sccond
dégree malnourished respectively. Althongh there was
signilicaul tuwmor regression in this group, swallowing
defects caused by Jocal tumor, and radiation induced
fibrosis were compounded by the factor of gastrointes-
tinal toxicitics. Treatment response correlated with the
severity of e disease. Qur patients in Stage 1 and IV
had more stable discase responses and progression as
well as sharter duration of response. which could pro-
bably be attributed to tumor burden.

SUMMARY & CONCLUSION:

Twenty-five (25)  patients with recurrent NPCa
(Stage 1-1V) were randomized Lo treatments A and B.
Treatment A consisted of eleven (11) patients who were
given Cisplatin 20 mg/M2/day for S days and weekly
injection of Bleomycin 15 mg/M2 IM until a dose of
250 mg is reached. Treatment B consisted ¢ fourtcen
(14) paticnts who were administered Clsplatm _‘()(u;ﬂ/Mu
Jday for 5 davs and VP-16 60 mg/M2/day for 5 doys
also. Overall response in A was 82% and 797 in B
However, duration of response in A was shorter with
an average of nine (9) weeks while B had an average of
ciphteen (18) weceks. Toxicities were mainly gastrom-
testinal and alopecia. The superiority of the combina-
tin Cisplatin + VP-16 was established over Cisplatin +
Bleomycin, The role of these chematherapeutic agents
appears adjunctive to the present primary mode of
treatment: radiotherapy.
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EXTRACRANIAL APPROACH TO
FRONTO-ETHMOIDAL
ENCEPHALOMENINGOCELE*

Rodolfo Nonato, M.T) **
Jacob Matubis, M D **#

INTRODUCTION

Fronto-ethmoidal meningoencephalocele is one of the
congenital maltormations that is now amenable to sur-
gical therapy, Deformity is very noticeable and often-
times results in emotional problems to the adult puticnt.l

Otolaryngologists have looked upon this condition as
something beyond their skill. This paper will show a
simple surgical approach to such condition. Any true
otolaryngologist can casily do this simple technique,
Complications can easily be managed.

To facilitate this study, three patients in the depart-
ment of Otolaryngology of the medical center presenting
with fronto-ethmoidal encephaloineningoceles under-
went this extracranial operation. Table | shows the
general data of the patients included in this study,

Table 1
- Date of
Patient Age Sex Operation
1. Josefina Ancajas 30 3 7-24-82
2. Andrea Taan 15 F 5-13-80
3. Name unrecalled due 20 F 1978

to missing chart,

SURGICAL TECHNIQUE

Various skin incisions can be utilized in the exposure
of encephalomeningocele. The choice depends on whe-
ther it is unilateral or bilateral. An elliptical, curved, Y
or H-shaped incision can be used around the base of the
mass.2 This can be excised, amputated i with peduncle,

* 2nd Prize

** Former Chief Resident, Dept. of Otolaryngology, UPCM-
PGH Medical Center

*** Former Senior Resident, Dept. of Qtolaryngology, UPCM-
PGH Medical Center

at the level of the skull defect, or merely pushed intra-
cranially. This will depend on the surgeon’s intra-
operative judgment. If the encephalomeningocele is
large enough and pedunculated, excision or amputation
is warranted, but it it is small and compressible, mere
frecing and pushing it intracranially is easily done and
no excision is required.

Steps in the Operation

1. Skin incision is made depending on whether it is
unilateral or bilateral. The choice should be based on
adequate exposure and cosmetic healing,

2. Removal of interfering bones which include part
of the frontal, nasal, ethmoid and lacrimal bones. In
some cases, part of the maxillary bones may be involved
depending on the size of the mass.

3. Direction of the encephalomeningocele from its
surrounding tissue.

4. Excision or pushing intracranially of the encepha-
lomeningocele. This is done at the level of the skull
defect.

5. Closure of the dural delect with interrupted silk
sutures at intervals of 1 to 2 millimeters.

6. Iliac bone harvesting.

7. Insertion and positioning o’ fiuc bone and hone
chips to support the reintroduced mass into the cranjun:
and fill up the bony defect,

8. Closure of skin flaps in layers.

DISCUSSION

Fronto-ethmoidal cncephalomeningocele is a con-
genital malformation commonly encountered by the
practicing otolaryngologist. It is defined as the extra-
cranial protrusion of the cerebral tissue and meninges
lhrou%h a congenital defect in the cranial osseous struc-
tures.' Also known as anterior or sincipital encephalo-
meningocele, it is usually located at the anteror part of
the skull, at the root of the nosc, between or just below
the inner canthi, or at the middic.part of the forehead
or the side of the base of the nose.’ Because of this
peculiar presentation. it is the otolaryngologist who first
encounters the problem, but, as was often done in the
past, these cases arc convenjently referred to the neuro-
surgeon.

Meningoceles in the anterior part of the head are rare
in Europe and in America but appear ic be common in
Southecast Asia: In Thailand, these had been thoroughly
studied by Suwanwela and Suwanwela who had pro-
posed a morphological- classification of these masses
based on 100 cases seen within a period of 8 years.6
In the Philippines, local studies scem inadenuate.

Diagnosis of the classical cases 1s no problem. Clinical
features vary from a swelling and widening of the root
of the nose, 1o a mass or masses at the root or sides of
the nose, with the eyes displaced laterally. The covcrin§
skin varies from thin and shiny or thick and wrinkled.’
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skin aids in diagnosis include aspiration of the mass and
determination of the sugar content of the fluid. Skull
X-rays are helpful by showing an abnormally wide dis-
tance between the orbits. Polytomography and CT scan
are of great benefit if available and finangally affordable
to the patient. The CT scan may demonstrate a con-
nection between the mass and the cerebral space and
the relationship of the cncephalomeningocele to the
base of the skull and facial bones.!

Possible complications and sequelae of untreated
encephalomeningocele include associated brain damage
like microcephaly, hydrocephalus, epilepsy, associated
eye abnormaliry, brain exposure and hemorrhage, and
rupture lcading to CSF leak and meningitis.

Indications for treatment are 1) for cosmetic reasons,
2) to obviate further brain damage which may be caused
by herniation of brain tissue into the sac, 3) to prevent
subsequent meningitis in case of ulceration, rupture and
leak of CSE. and 4) to [acilitate care of the patient
with the remova' of the big mass.

Contra-indicutizns to treatment according Lo Koop-
man and also by Suwanwela are the presence of suvere
brain damage or little hope of normal mental develop-
ment, and the presence of acute infection.!s 3

The optimal time saggested by the same authors is
as carly as the patient’s condition would permit (o mini-
mize facial deformity and emouonal disturbance, and
to prevent further brain damage and herniation.

Surgical treatment is either intracranial or oxtra-
cranial. Intracr.nia approach is suggested for the other
types of enccphalomeningocele which are the basal,
oceipital and the intracranial. This 1s a craniotomy ope-
ration and is guite formidable task best left to the neuro-
surgeons. The extracranal approach on the other hand
is feasible for lesions with a shorts talk or canal and the
ntracranial end of the defect is accessible through the
hole. It is therefore suitable for patients with a mass at
the forchead or upper part of the root of the nosc.?
Youmans in his textbook adds that for lesions with o
narrow basc, pedunculated sac like the [ronto-cthmoidal
encephalomeningocele, the cranial defect is small and
operative excision of such a massive lesion s quite
simplc.4

The hasic principles to be observed in the excisions
of encephalomeningoceles, according to Sakoda ct al,
are to fill in the bone defect and to insure a watertight
closure of the Jura.”

Thus. as an otolaryngologist, the patient comes for
a nasal bridge mass [or consultation and management.
Upon thorough ENT examination and a diagnosis of
encephalomeningocele, [ronto-cthmoidal type is estab-
lished, he refers the case 1o a neurosurgeon and assuincs
a hands-off policy.

This study shows a simple single approach which any
true otolaryneologist can do, especially in o sctting
where emergency treatment is necded and no neuro-
surgeons are around.
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The extracranial technique was found easy to per-
form, applicable to adult patients with nasal tronto-
ethmoidal encephalomeningocele, and possibly also to
young patients.

The 3 patients operated on are all well upon dis-
charge. However, headache as a complaint was con-
sistently present in all the patients. This was easily
managed with oral analgesics. The headache spon-
taneously subsided after a few days.

Qur first patient followed-up for two years post-op
and presented no complication. The second patient had
unilateral presentation of the encephalomeningocele.
Excision was done. No complication was encountered
and patient is still on regular follow-up. Our third
patient presented with bilateral encephalomeningocele.
No excision was done. The mass was reintroduced into
the cranium and supported with an iliac bone. A week
post-op she developed CSF leak from the incision site.
Frophylactic antibiotic was given. After 2 weeks the CSF
leak sealed off and the patient is well save for occasional
headache. Her last follow-up was November 15, 1983
and she developed dacrocystitis. This was managed with
antibiotics and lacrimal apparatus irrigation.

SUMMARY

We have seen three cases of fronto-ethmoidal ence-
phalomeningoceles in the department of Otolaryngo-
logy. We used the extracranial approach of treatment
in correcting the malformation by excision or ampu-
tation of the protruding mass and by reintroducing the
mass into the cranium. Brain was supported and skull
defect was filled in with bones and bone chips harvested
from the iliac crest. Complications encountered were
headache, CSF leak and dacrocystitis, but these werce
casily managed with analgesics, proper antibiotics and
lacrimal apparatus irrigation.

The extracranial approach to frontocthmoidal coce-
phalomeningocele is not beyond the skill of any true
otorhinolaryngologist. It is casy. quite simple and can be
successfully done with minimal resulting complications.

INCASIOM

Fig. 1 - Horizontal H-incision.



INCISION

Fig. 2 - Curved incision,

Fig. 6 — Closure of defect.

Fig. 3 - Raising of Skin Flaps.

Fig. 4 — Dissection of mass.

F¥. 5 — Grafting with bone plate and chips.

360




The Phil.
Tour of Oto.
Head & Neck
Surgers

HERBAL REMEDY AGAINST THROAT
INFECTION (PHARYNGITIS) A RATIONALE
APPROACH*

Benito L. Uy, M.D **

The  Jivician often regards the problem of
pharyngitis s intellectually trivial and clinically un-
important. Neither attitude s justified. [haryngitis
challenges cven the most astute diagnosticuan. Inspite
of wll the 1dvances in therapy and tremendous efforts
by clinicians everywhere to prevent, contrel and treat
pharyngitis, little has been accomplished and still much
neéds to be done in the future. Many etiologic agents
remain 1o he identified, differential diagnosis is dif fi-
cult. determination of treatment strategy 15 compli-
cated and pharyngitis can be associated with or lead to
serious illnesses. Because of these, pharyngitis remains
to be u coutly medical problem, With the es.alating cost
of antibiotics and other related drugs, what chance is
there for the common tao to have his pharyngitis
treated.

Pharyngitis up to the present time continaes to
be an influrninatory process of unknown ctivlogy.
Even with the modemn bacteriological ard virological

(Fig 1)

= Group A Streprovoceus

m.

Dryuchacte wn daphtherine

Nu Agent A.__\

. Infectious m i leasiy
ilentified

Figure 1. Causativeg organisms n Pharyngitis

*31d Prizc —~Co-winner
**Consultant, Dept. of
& Surpery'.

ENT., UST. Faculty of Medicine
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techniques performed under research conditions. ne
demonstrable infectious agent can be identified in the
upper respiratory tract in almost half of these patients
presenting with the clinical syndrome.

Present mode of management of pharyugitiz is
divided into two. This includes systemic administratior
of oral and parenteral antibiotics and the local applica-
tion and use of cautery, either chemical or clectrical,
various lozenges, mouthwash and oral sprays. In the
absence of severe systemic manifestations. local medi-
cations maybe employed. A large number of these
local preparations have no proven pharmacologic effects
upon the etiologic agent, but merely produce symptom-
atic relief. Local antibiotic sprays are so prohibitive in
their costs so that other medicinal agents of proven
bactericidal effects must be discovered.

Therefore this study was conceived with the
following objectives:

1. To look for scientitic basis in the use of
herbal preparation from the seeds of Ipomoes
muricata, experimentally designated as CMG -
10 for primary health care of  bacterial
pharyngitis.

4]

. To compare the clinical response of patizi:
with  bacterial pharyngitis to CMG — 10
preparation with in vitro studies of clinical
isolates from throat swabs against CMG — 10.

3. To evaluate the effectiveness of CMG — 10
in bacteriai pharyngitis caused by gram positive
bacteria in an open clinical trial.

ETHNOMEDICAL INFORMATION

In a book on medicinal cures written hy Father
Domingo Andres in 1928, and entitled “Say Medico
Dilin Limayo,” is an entry on “Pepita Maravillosa de!
Tunkin™ (1). Fr. Andres described the plant as | having
originated  from the “Kingdom of Tunkin ™' possibly
Hanoi. The plant is described as bearing 1lowers like
“campanillas” and when dried has white seeds. The
secds, stems and leaves are said to be cffective azainst
several skin ailments like clironic and  pangrenous
wounds, cuts and blisters due 1o burns. The oil fronm-
the seeds is said to relieve stomach pain amd caraches.
But no mennon huas been recorded on it- use W
relieve  sore throat.

MICROBIOLOGICAL STUDIES

The extract of the seeds of lpomoca muricate
(L.) JACQ. was found to inhibit gram positive Staphsy -
lococeus aurcus ATCC 25923 and Bacillus  subrilis
ATCC 6633 at a minimum &oncentration of 300 ug ml.
The seed extract was found to be bactericiaal o 8.
aurcaus and the antibacrerial activity was stabic to heat
and storage cvenatter more than 3 yeuars,



PHARMACOLOGIC STUDIES

The seed extract of . muricata showed relatively
a low taxicity in mice, the LDg) being 7810 mg/kg
body weight. Analgesic effect was observed in mice
following Sandberg’s and Taber et al methods. The
effective dose ED¢( of the extract as analgesic was
determined by orai administration in mice. This was
calculated as 100 mg/kg (16.9-589 mg/kg) by the
Litchfield Wilcoxon method. From the ratio of the
lethal dose (LDsg) and the effective dose (EDsg), the
therapeutic index or margin of safety in mice of the
seed extract of Ipomoea muricata was calculated to
be 78.

Sensitization and primary irritation test were
conducted on the abraded and intact skin of guinea pigs.
Results showed that the seed extract did not cause any
irritation, and hardly any allergic reaction on the skin
of the guinea pigs. Preliminary trials also on guinea
pigs using Baron et 4l “Cotton Pellet Granuloma
Method”" showed positive anti-inflammatory results.

PREPARATION OF CMG - 10

The drug preparation is made from seeds of
Ipomoea muricata grown in the UST Botanic garden in
1982. The ground seeds were extracted with distilled
alcohol and the resulting extract concentrated under
vacuo to a syrupy consistency. This extract is dispersed
in USP grade glycerol giving a palatable taste.

Clinical Isolates from Throat Swabs and CMG
- 10

Clinical isolates from throat swabs showed sensi-
tivity to CMG - 10 of gram positve isolates. (Table 1)

No. of Cases Clinical Isolates (Pure) Sensitivity to
gram (+) gam(-) CMG - 10
11 Staphylococcus 8 cases e+
aureus 2 casts +
1cage +
5 B-H Streptococcus Jcases +H+
1case ++
1case —
4 alpha — H
Streptococcus 4 cases
1 Stsphylococcus
epidermidis 1 case  H+
3 Bacillus
subtilis 3 casey -+
3 Streptococcus
viridans 3 cases ++
1 Enterobacter
aerogenes 1 case  —
1 Pseudomonas
seruginosa 1 case —
2 Escherichia
coli 2 cases —
4 Klebsiella
precumoniae 4 cases -
Table 1, ++ 16 mm and above (zone of inhibition)

++ 13- 15 mm
+ 8—12mm

Correlation between the in vitro microbiological
assay of mixed cultures from throat swabs and clinical
response to CMG - 10 of patients taken by random
sampling is shown in Table II. Diagnosis was generally
acute exacerbation of chronic pharyngitis.

Patient No. Senaitivity to CMG — 10 Clinical Response®*
(Mixed Cultures)®
014 + ++
019 - +HH
021 - ++
022 et g
023 + +
024 Raad dropout
025 ++ ++
027 4+ -
028 -+t dropout
038 + +
039 + ++

Table [l * +++ 19 mm and above (zone of inhibition)
++ 1518 mm
+ 14 mm sad below
— o inhibition
*¢ 4+ complete clearing within 5 days of treatment
" 4++  moderate improvement
+ slight improvement
—  no respunse

Materials and Methods

An open clinjcal trial was performed to determine
the clinical efficacy of CMG- 10 on 75 patients with
signs and symptoms of pharyngitis, ranging from fever.
dysphagia, odynophagia, itchiness of throal, congestion,
serous mucous exudate, lymphoid hyperplasia. Of the
75 patients, 55 were females and 20 were malcs.
Their ages ranged from 11 to 61 years old with an
average age of 28, Detailed clinical history was obtained
and thorough examination was performed on each of
the subjects. Throat swabs were taken for culture and
sensitivity studies on 75 patients before the clinical
trial. Excluded from this study were patients with
peritonsillar abscess, chronic sinusitis and other con-
ditions requiring the immediate use of  systemic
antibiotics,

The patients selected for this study were swabbed
with CMG—10 three times a day for the first five days,
then twice a day for the next [ive days and (inally
once a day for the last five days. Five days prior to
treatment and during the duration of the treatment,
absolutely no antibiotics should be taken.

Results

Causative Organisms in 75 Patients with Bacterial
Pharyngitis

The result of the throat cultures was divided into
gram positive seen in 72% and gram negative scen i
28%. Of the gram postive bacteria. The most predo-
minant culture was Beta hemolytic streptococcus
(20%, Alpha hemolytic streptococcus (24%), Staphy-
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lococcus aureus (20%). For the gram negative, the
most predominant culture was Klebsiella pneumonia
(12%) and E. coli (8%). (Fig. 2)

— Staphylococcus aureus

Other gram (+)
Group A — ’ E. coli
Hemolytic
Streptococcus Klebsiella pneumoniae

Other gram ( -)

Fig. 2. Causative Organisms in 75 patisnts with
bacterial plaryngitis

Clinical Diagnosis in 75 Patients with Bacterial
Pharyngitis

The diagnosis was acute pharyngitis in 28%,
chronic pharyngitis in 36%, chronic pharvnyitis with
acute exacerbation in 30% and 6% in tonsillopharyn-
gitis. (Fig. 3)

Acute pharyngitis Chronic pharyngitls

Chronic pharyngitis

with acute ¢xaerbations Tonsillopharyngitis

Fig. 3. Clinica) diagnosis in 75 patients with bacterial
pharyngitia

Response to Treatment of 75 Patients with
Bacterial Pharyngitis

With regards to the clinical response to treatment
of bacterial pharyngitis with CMG—10, 64% have good
response (++ to +++) while 36% rémained unimproved
(0 to +). Criteria for clinical response were based on
the disappcarance of presenting manifestations graded
from O to +++. Improvement was deemed present for
those with ++ to +++ evaluation and no improvement
for thsoe with O to +. (Table 111)

PATIENT AGE SEX MOST COMMON PREDOMINANT ORGANISM RESPONSE  INTRATION

COMPLAINT

I " M wn alpha stevp 4 B dayy
2 12 M OoF Rets hamalytic srep + 7 dayy
3 13 ™ 50D Staph. sureus [Z § days
4 8l “ F U Staph sureus . 5 dava
§ 13 M 1 K. preumons tr b dayr
6 18 M (W] Staph wureus/

alpha strep an 7 duyn
7 22 M 0. ¢ F Staph wwreus

aiphs atrep + 7 daye
L] 26 M B.C 1 alphs strep *t B deyr
9 27 M F.ILE Staph, sureus/

alphs srep e S dayn
10 33 M R S8,.C1 B-arep + 10 days
1 33 M S.C,D.E K. preumonine + & days
12 27 M FO E. colf + 0 dwys
17 87 L' C 1D Staph mireus R 7 days
14 bl M CISE K. prsumonise . 10 days
15 27 M BS.C alphs srop ++ 12 days
16 61 M CED Staph. aureus/

B-strep . 5 dayr
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17 1 M BLF Swp. svemy

Svp B e 3 days
13 45 L] 0,LC K. romibonise + 9 days
» % L 5.5, D.E K. prabmeonie/

Strepio A ++ 10 days
1} 2% F 1L0.cC Staph. ey

Soep A -+ & dmyy
n 7 F D,0,» Stap. s haad § dayy
2 4 r F.LO P sormghivian * 7 dayr
" » r 4D Staph s - § dan
» n FoRCs D. penmmoisy + 9 dayr
% n F LES Staph. sron R e 4 dayr
n n F F.C,8 Baph. soremt -+ 5 dayr
-} 13 F LC,D Strwp, A - & duys
» 34 F oDt Strep. A haad 3 dayn
0 “ F LbS Struy. B - & doys
k)] n 4 B! Staph. s - 4 dyn
32 13 P o,1cC Strep A -+ 7 days
». » r )< Strep. B o 11 days
L 7Y 41 r 5,C1 K. pvetning * Y dan
» L} F 1,8.C Staph s By 4 dun
% 1 F 3 Suep B - 5 dayy
ki ®» r cuLo Soep. A - 7 dayn
» n F LN Strep. B . 7 diryn
» 16 F LCS Step_ 8 Lol 4 duye
« 2 F F.8C farep B . 10 tay
a1 14 F F.8.C ey A - 5 days
2 18 F LGS Screp 8 ¢ 5y
9 1% F F.8,C K. pamamwaine L] 10 duyr
“ 6 F LCS £ b . 9 daye
45 . 12 F (.4 4 Sowp A - 4 days
» i F rLS E. colk + 11 days
x 24 F CF Strep_ A - 3 s
- 36 F LC S B - 5 dayn
” s F DO Sty A - S dyn
s0 10 P FLCS Strop_ B . 8 dagy
51 1 F C8.F Svep B - 5 diyn
52 12 F C..F Sorep_ A + 9 dnys
53 19 F LFC Sivuy_ B - 4t
54 n F FLD ¥ svughisun [} ¥ dyn
55 bil F LD,C K paoning * & dayy
0] sa d LC.D K ol haad 7 dyyn
57 23 r [ Y] Tarep. B -+ 5 dayy
3 13 F 1.C.0,® . -t +* » days
1] 3 v rBC K. puaneus A ¥ dayy
[ 13 r rCs N. cotmrvhalls - & duys
1] 12 roocsr uml - 3 days
[ Y] 14 r rcs | ¥ - ® dayy
[~ ] 40 r LD.® €. pasmmaniny a 10 s
- [ ] ¥ LC.D . ool L3 T days
[ ] 41 r C.1 N. anarvhall - # duys
' o F  OLs [ ] = Adan
87 27 F ct B i -t & dugs
- % r  LBO B oN ™ 1 -y
w " F | X+ K. promidoniny +* 9 duys
k(] k] r In,c rep. 8 - 7 days
n 33 F D Q Suwp 8 - & doyr
n n F FC.8 K. pasemmihiy 1] * daye
73 32 F 1.8,0 Sowp B [N * duys
T4 i4 F F.C.D Staph. swteis okt 4 dayy
7 21 F F1C8 B protens + * dmyn

Averng X
. .

Analysis of Data

Statistical analysis of the clinical response of
patients with bacterial pharyngitis to CMG --10 was
done using the 2 x 2 contingnecy table. Clinical respon.:
was compared with the gram staining property of the
etiologic bacteria and its in vitro response to CMG- 10.
The coefficient of correlation between the two variables
and the statistical significance was derived using the
Z table,

Clinical Response

Improved No Improvement Total
sensitive 36 6 42
not sensitive 12 21 33
Total 48 27 75

ad-bc _ 36(21) - 12(6)

Va8 x27x42 x33
= 051




Testing for significance:
z=\n ¢ =\75 0.51)
= 4416

Table value ZO-OS - 1.96

Comparing the in vitro response of the micro-
organism to the ¢eventual clinical response, there is
good  correlation between the two variables with
Z = 4416 (2595 = 1.96). This indicates that the

effectivity of CMG--10 in bacterial pharyngitis results
from the direct action of CMG—10 upon the responsible
microbiologic agent.

Summary and Conclusions

The Ipomoea muricata, locally known as Ton--
kin and experimentally designated as CMG—10, has
been used in the clinical trial for the treatment of
bacterial pharyngitis. 1t has been established beyond
reasonable doubt that the alcohol extract of Tonkin
15 antibacterial against gram positive organisms and acid
fast mycobacterium 607. That this biological property
1s stable even after 3 years of storage and is thermostable
up to 120 degrees C. That the Tonkin extract has potent
analgesic properties have been proven by experiments.
It has also been shown to have a positive anti-inflam-
matory effects and more significantly, it is relatively
non-toxic inspite of its potency. This is the first
reported study of the use of CMG—10 as a local
treatment for bacterial pharyngitis.

Seventy-five (75) patients with bacterial pharyn-
gitis  as proven by cultures were included in this
clinical trial. Pre-treatment evaluation of these patients’
symptomatology and clinical findings were obtained.
Local treatment using regular throat swabs of CMG—10
as extracted from Ipomoe muricata was used.

Our study shows that there is indeed a significant
correlation of the in-itro antimocrobial activity of
CMG—-10 with actual clinical improvement of patients
manifesting  bacterial pharyngitis. Based on these
patients’ response to CMG—10 and the overall cure
rate of 65% obtained in this particular study, we have
shown that not only can duration of illness be shortened
to an average of six (6) days, but also signs and symp-
toms can be alleviated to yield good to excellent results.

At this point, we propose further investigation
of the efficacy of CMG-10 against gram positive
bacteria and other conditions like tonsillitis. If even-
tually proven with certainty, then CMG—10 can be
made readily available as a commercially inoxpensive
local therapeutic agent.
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SUTURE FISTULOTOMY: A SIMPLIFIED
APPROACH TO THE TREATMENT OF
RANULA*

Leonardo C. Mangahas, Jr., M.D **

Ranulas arc now generally treated with excision
of the cyst in continuity with total removal of the
involved sublingual gland. At times an extended dis:
section into the submandibular region of the neck
through an external approach is needed aside from the
intraoral manipulation.

Such extensive surgery is warranted because, in
the words of M. Stuart Strong, “‘these lesions look so
easy to manage but they can be so embarrassing when
they recur.”

The surgical treatment of ranulas originated
during the age of Hippocrates. Celsus excised these
lesions. In 1716, Dionis described the ranula in his
works on surgery.

The ranula is a benign, soft and painless cyst
within the floor of the mouth. It is generally unilocular,
unilateral and contains thick mucus. Columnar cpithe-
liurn Jines the inner cyst wall suggesting its ductile
origin.

Two types of ranula are generally seen clinically.
The first one is the simple or retention type which
results from obstruction of the sublingual gland or any
minor salivary gland. This usually lies above the mylo-
hyoid muscle.

The sublingual gland is composed ot several
parenchymal groups which empty independently by
way of the ducts of Rivinus into the oral cavity. Some
of the more anterior of these ducts may unite to forma
single larger duct of Bartholin which joins the sub-
mandibular duct of Wharton to empty at the sub-
lingual papilla. Obstruction of the sublingual duct system
can produce cystic degeneration of the gland by
compression.

*3rd Prize — Co-winner
**Consultant in Otolaryngology, Tarlac Provincial Hospital
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A vpartial duct blockage resulting from: ). an
inflammatory process. . desquamated epithelium. 3.
stenosis and 4. calculi lead to the formation of a
mucus plug. As secretion continues, a cyst forms
behind the plugged duct.

The second type of ranula is the plunging wr
burrowing variety. It is believed to branchiogemic in
origin: from the first branchial cleft. This large ranula
may extend from the floor of the mouth into the
lateral portion of the neck. The sublingual glands are
not usually involved. This results from failure of
obliteration of a cervical sinus during embryological
development.

Marsupialization as well as segmental excision
of the sublingual gland have been shown to be in-
adequate in the treatment of ranulas. Excision of the
cyst in continuity with total removal of the involved
sublingual gland has been found to result in lesser
recurrences.

Surgery for these lesions, however, is not that
easy altogether. The highpoints are the following:

1. resect entire cystic wall preferrably with the
sublingual gland, especially in recurrent cases

2. avoid injury to lingual nerve and submandibular
duct

1. identification of course of submandibular duct
with a plastic catheter

4, meticulous ligation of blood vessels

5. excision of overlying mucous membrane which
may be adherent to cystic wall and may
contain up to 20 excretory ducts of the sub-
lingual gland

Complications of the procedure include immediatc
post-operative hemorrhage, recurrence and injury to
lingual nerve or submandibular duct.

With the above in mind, as well as the cost of any
extensive operative intervention on the part of the
patient, this study was designed to satisfy the following
objectives:

1. To determine the applicability of this simple
office procedure in the treatment of ranulas

2. To determine the efficacy of the procedure
with regard to recurrences of the lesion.

Materials and Methods

Five patients seen from February, 1983 to
October, 1983 at the Talon General Hospital, Ramos
General Hospital and the Tarlac Provincial Hospital,

all in Tarlac, Tarlac comprised the subjects of this

study.
All five had simple types of ranula. No plunging




type was seen which is explained by the relative rarity
of this lesion. Care was taken to diagnose and palpate
for stones along the course of the submandibular duct.
Two such patients who had sialolithiasis as the cause
of their cvsts were excluded from the study for the
simple reason that reimoval of the stonce alone relieved
the obstruction. '

It was routine procedure to inform the patients
about the accepted modes of tizatment for ranula.
However, when told of the risks of local and general
anesthesia, cost involved in the operative procedure and
possible complications, all five patients readily con-
sented ro this less invasive approach.

Patient profile is as follows:

Lesiongg
Name Age  Sex  Position  Duration
Dolor, Leonora 13. F Right 3 months
dela Cruz, Edna 12 F Left 2 months
Bautista. Susana 15 F Left 1 year
Altares Wilma 23 F Left 3 months
dela Cruz, Corazon 27 I Left 3-years

Three of the patients were previously untreated while
two were recurrent cases. Susana Bautista and Corazon
dela Cruz were the latter patients and both had the
longer lesion duration. Previous treatment received by
both were ncedle aspirations.

The procedure itself is done in the office with
the patient in the sitting position. .A Xylocaine 10%
spray anesthetic 1s not an absolute necessity, although
it may be helpful in the extremely anxious patient.

Cotton, silk or Dexon polyglycolic acid suture
materials of the larger sizes may be used. For added
bulk, the suture material is folded over itself such that
four strands compose the stitch. This is done 1o ensure
that the fistula formed will be sufficient enough to
permit the drainage of thick mucus. A large-sized needle
is necessarily used so that the four strands can fit into
its large French eye or hole. Each stitch is then tied
using or employing the standard surgeon’'s knot or the
triple surgeon’s knot.

Post-operative orders include a full diet and the
use of an oral local antiseptic. Follow-up is done every
other day for the tirst week and weckly thereafter for
the next three weeks. Appropriate therapy is given as
the need arises during the follow-up period. Stitches
are removed after one month.

Results

It is rather interesting to note that the procedure
was tolerated well by all five patients. Nobody begged

off from the manipulation which lasted from as short as

5 minutes to as long as 15 minutes.

The following table illustrates the type of suture
material and the number of stitches employed:

Suture Number of
Name Lesion Size  Material — Stitches
Dolor 2x2cm silkk 3 0 two

delaCruz, E. 2x2cem cotton 3—0  two

Bautista 3x2cm dexon 0 one
Altares 2x1cem sitk 1 --0 one
dela Cruz.C. 3 x 3 cm cotton 3-0  Tour

When it comes to recurrences, the following table
shows the results:

Name Length of Suture Stay Recurrences
Dolor one month none

dela Cruz, E. one month

after removal

one month

Bautista on¢ month none
Altares

dela Crug, C.

one month nong

twe weeks
after removal

one month

Patient discomfort in the form of interference
with mastication was noted in two patients. This feeling
however was not scrious enough to cause any undue
weight loss or refusal to intake of food.

No infection was noted post-operatively in any
of the patients. Complications such as intraopeftive
or post-operative hemorrhage. injury to lingual nerve
or to submandibular duct were not noted.

Discussion

This study shows that the creation ol a fistulous
tract is a satistactory method of solving the problem of
cysts in the floor of the mouth.

While it is true that recurrences occur with this
very simple technique — with a (ar higher ratc probably
than either marsupialization or scgmental excision of
the sublingual gland — the procedure employed for
such recurrent lesions is not the very extensive oral and
cervical dissection but still the samne inexpensive suture
fistulotomy. The two patients in this study who had
recurrent lesions after the first fistulotomv procedure
were subjected to the same technique and this second
procedure has resulted in non-recurrence up to the
present time.

It sometimes perplexes the mind to think that
for the problem of ranula, a ductile and not a paren-
chymal disease of the sublingual gland, the accepted
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procedure of surgical treatment will be the total removal
of the sublingual gland. In essence, the surgeon may be
removing a very normal sublingual gland. The argument
proposed by many as to why this structure has to go is
that the possibility of recurrences will be lower with its
removal. And as M. Stuart Strong said, “the embarass-
ment will be gone.”

This suture fistulotomy technique, however, offers
4 new perspective in that: one does not tamper with a
normal sublingual gland and one can easily brush aside
the embarrassment of seeing the recurrence by giving an
inexpensive and an easily performed treatment.
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NOISE-INDUCED HEARING LOSS AMONG
DISCO HOUSE WORKERS

Francisco Victoria, M.D.*

L. Introduction:

Studies have established a direct correlation between
noise and hearing damage.8.9,10,11,13.15 Noise-in-
dued hearing loss is well investigated and documented in
industries. followers and players of rock and roll music
and orchestral musician, but few works has been done, if
any, among the disco crowd especially those who are
regularly exposed to its very loud music — the disco
house workers.

11. Objective:

It is the purpose of this study to try to establish the
prevalence of noise-induced hearing. loss among such
wokers, if any.

[1l. Review of Uteratﬁre:

Pathological changes in the end organ of Corti among
experimental animals and human temporal bone subjec-
ted to different intensities of sound have been demons-
trated.16,17 Subsequently, theories have been formula-
ted and raised regarding the biochemical and mechanical
factors contributing to hearing impairment.3

A study by G.A. Westmore and L.D. Eversden of
noise induced hearing damage among orchestral musi-
cians showed 23 (53.82%) of 68 ears had NIHL, but
most of these showed only slight or early change, Only 4
of the 23 ears affected had a hearing logs of more than
20dB at 4Khz, Gryenznska and Czyzewski performed
audiometry on 51 orchestral musicians and found only
16 (13.4%) of them to have bilaterally normal hearing,
11 (21.56%) of the remainder had a clear evidence
of NIHL,

Flach found only 44 (15.5%) of 277 professional
musicians to have sensorineural hearing loss, and of
these only 10 (3.9%) were attributed to NIHL, (See

*Chief Resident, Dept. of Orolaryngology, Ospital ng Maynila,

Table |
Rewults of Different $tudies of NIHL
No. of Subjects/Ears NIHL
Temted
Wostmors and Eversden 68 23 (31827%)
Grysznaks aad Cyzysewski 51 11 (21 36%)
Flach 277 10 (3, ¥%)

IV. Materials and Method:

Volunteer workers from Stargazer Disco at the Silahis
International Hotel were chosen as subjects. The 225
sitting capacity disco hall is located at the 19th floor of
the hotel's building and measures approximately 165.05
sg.m. in total floor area, The room is provided with
acoustic reflective materials and is enclosed by glass and
cement walls. Sound Pressure level was measured using
the Rion sound level meter of the National Pollution
Control Commission. The methods used in measuring
the sound level are as follows, in ““A” scale.

a) the figure indicated by the¢ sound icevel meter
where its indicator shows no fluctuations or oniyv small
fluctuations.

b) where the indicator of the SLM recards periodic
or intermittent fluctuations with the highest peak almost
regular, the averape of the highest peaks for respective
fluctuations is recorded.

¢) where the indicator of the SIM rccords irrepular
an big fluctuations, the figure or the higher end of the
90% range of the level is recorded.

The equivalent of the volume control level ol the
Numark Sound Systems play deck to the sound level
meter were taken and measured as follows, with the
master volume control set at 10 and 16 cyutvalent to
about 75 dBA.

Table 2
Equivalent Level of the Volume Control
against the Sound Level Meter

Volume Level SLM dBA
1 84
2 94
3 98
4 102

(See Appendix “A’")

At level 4 where it is stationary for most part of 8
hours and measured at 102 dBA, it is equal to a pre-
viously measured rock tape player of 97-104 dBA. The
volume control is seldom set at more than 4 because
the intensity of the sound casues breakages of glass
wines,

Sound pressure levels have been recorded and com-
puted using the SIM in the 3 different sampling sta-
tions of the disco hall in order to get the average range
of sounds intensity emitted by speakers n these three
areas frequented by the workers which are as follows,
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Station No. 1 — (very near the dance floor) —102
dBA, about 3.5 meters from the center and 1.5
meters from the nearest speakers,

Station No. 2 — (Bar 1) — 97 dBA, about 6 meters
from the center and 4 meters from the nearest
speakers. and

Station No. 3 -- (Bar 1) — 89 dBA, about 12.5 me-
ters from the center and 7 meters from the near-
est spenkers.

Compared, the allowable sound intensity sct by the
National Pollution Control Commission and the US
Department ol Labor, the results are much up high,

(sce Appendixes B and C)

SCHEMATIC DIAGRAM OF THE DISCO HALL

-
LAY D
STATION ANo. -y

STATION No. =3 -
o STHTION No. 2

Purc tone audiometry was performed and audio-
grams were constructed from readings taken at 0.25,
0.5, 1, 2, 4, und 8khz from 34 individuals, 17 subjects
and 17 controls. This was done in a quict room aflter
12-16 hours from noise exposure in order fo mini-
mize if not eliminate the effect of transicnt threshold
shift, SPL was measured in the audiometer room and
recorded at 3945 dBA. This is within the maximum
allowable SPL tor audiometer rooms.

TABLE 6
Maximum Allowable SPL for Audiometer Roms

Octave Band Center
frequency (HZ) 500 1000 2000 4000 8000
SPL. (dB) 40 40 47 52 62

Of the 17 subjects included in this study, 8 were
males and 9 females, with ages ranging from 20 to 38
years and lenpth of service from 8 months to 6 years but
with the same exposure time of 8 hours a day, 6 duysa
week. (Sec Appendiv D) Questioners from the subjects

_were given Lo be filed up. (See Appendiv I After which
physicul exminations were done including otoscopy,
tuning fork tests, and pure tone audiometry.

The same number of medical interns and resident
physicians from the Hospital Ng Maynila were taken to
serve as control, There were 9 males and ¥ females and
with ages ranging from 23 to 30 years. (sce Appendix F)
All were subjected to similar screening tests as those of

369

the volunteer workers in order to establish the incidence
of hearing loss between these two groups, at the same
time serve as an indicator of reliability for the method
used for determining the hearing loss among disco house
workers. (see Appendix (;)

TABLE?
Degree of Hearing Low Amosy the Disco Fanm Workery
Sensorinevral HL% * Mixed Type of HL% *  Normal Tmong
AD AS AD AS AD AS
Mild 12 13 3 ] 1 2
70.58% T6ATH 17.64% LR 5 4% 11 A5%
Moderats 1 ! - - — ..
5.88% 5.80% - - -
Severe M:5) (M-5) - _
Tota) 76.47% 82.35% 17.54% 5.A8% 5 RR% 11 48%
TABLE S
Degree of Haaring Lows Amg the Madirnl Workens
Serworincural HL% *  Norma) Tracings
AD AS AD AS
Mild 3 2 14 15
17 65% 11.76% 82.35% RA.24%
Total 1765% 11, 76% B2.35% A8 24%
i TAMREY
NO. OF -
l No of Ean Tested - 68
SUBJECTS (17) (:})N TROI.
- — T
Sensorineural HIL Milxed HL Normal Semrosimeural HL.  Noxmal
[¥as) (4) () %) ()
Uniaters)  Bilatersl  Unil. Unil, Und, (.IA
I(17.56%) 12(70.59%) 2(11.76%) 1{5 88%) X17.65%) 1417 65%)
L HT6.47%)

Bl 1(5.88%) BA'(58R%) B I(5A88%)

V1. Discussion:

A total of 34 individuals - 17 disco house workers
and 17 controls — were included in this study. Of this
number, 15 (88.23%) were tound with bilateral (SNHL)

14 disco house workers and only 1 from the control
group. While the hearing loss for the most part was mild,
the discrepancy is indeed very significant. The bilatera-
lity of hearing impairment lends support to this conten-
tion.

The one case with muoderate to severe SNHL had
previous exposure when she was employed in a textilc
factory. This subject actually complains of dimminishe i
hearing in both ears but somehow still gets along webh
with her work.

Four (11.76%) of the tested ears showed mild to
moderate mixed type of HL, Two of these subjects had
chronic ofitis media in their early age. Otoscopic exa-
minations revealed healed perforation with thinning of
the tympanic membrane but still with visible ossicles.

Three (8.82%) of the subjects exhibited normal
hearing in one car while only one (a disc jockey) showed
normal hearing in both ears which perhaps can be attr-
buted to his wearing of a headset which somehow att.
nuates the very loud intensity of the disco sounds.




Again, his being just about 1 year and 9 months on the
job with a regular alternate after 4 hours will also help
explain this phenomenon. The other subjbect who ex-
hibited a unilateral normal hearing on the left ear s
& cocktail attendant who has been on the job only foi
about 8§ months but her right ear is beginning to show
an early sign of sensorincural HL dB at 250-500hz.

Many of these workers had expressed their fears and
anxiceties about the noise levels to which they are ex-
posed 1o but they just scem to ignore this since it is the
hazard of their job.

On the other hand, a total of 13 (76.47%) control
medical workers has bn]ntcml nornwl hearing on pure
tone audiometry. Only once (5.88%) coutrol exhibited
w mild bilateral sensorincural 1L, His right car was
- traumatised when he was about 2 years old but present-
ity with normal otoscopic tindings, otherwise no contri-
butory history or physical finding can explain the mild
sensorineural HL for this control worker, Three control
workers exhibited unilateral mild sensorineural HL but
with normal tracings on their other cars.

VIL. Conclusions:

Wlule the methods employed in this study are not
without sources of crrors notably absence of pre-cm-
ployment audiometry, absence of sound proof room,
zalibration errors, headphone position variations, head-
$et pressure aganst the external ears, simulation or mal-
ingering. residual temporary threshold shift at the time
ol examination and improvement of performance of the
subject followang familiarization with the testing pro-
cedures, still it 1s clear that therc is a direct correlation
between the duration and frequency of exposures of
individuals to high intensity sounds and hearing loss.
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APPENDIX E

I Questioner for Disco House Workers

. Name

. Address

Type of E nv1r0nmcnt

Nature of Work. . . _

. No.of years in the present job ___

hcqu(‘nuy of Expmurts
Use/Non-usc of protective car plues — _

- Other sources of noise exposures and frequency and

duration:

9. Family History

10. Past Medical History

a) before birth (maternal)

b) drugs used

¢} sickness or discases

d)  trauma (specifically tkemporal bone arca and ear)

o Age .. Sex . . _.

'lAirJ'—'

b
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11. Present Mecdical History and Pertinent Physical
Examination findings
a) Otoscopy
b) Tuning Fork Tests
¢) Pure Tonc Audiometry -
d) Present General Health Status
APPENDIX F
Table 7 Contral — Medical Workens
Name Age Sex Nature Audicmatric Results/Remarks
Initial of work
1. ES. px] F PGl Normal Tracings, a.u.
2. 8P 27 13 PGl Normal Tracings, a.u.
3 LP 25 F PGl Normal Tracings, .u.
4 MS. 25 F PGI 25d8 at 250h2-2khz, 2 d,
NT.as. SN HL mild,ad.
5 AR 25 F PGl Normal Tracings. a.0.
6. GT. 24 3 PGl Normal Tracings. u.u.
7.AV. 29 F RP 30-25dB at 250hz-7khz, o d.
NT.aa, SN HL muld, sl
& FC. 30 F PG NI au,
9. PL. 2 M /P NT.ud.
25dBat 1-2khe,as.
SN HL mild s,
10, V.G 25 M PGI 3048 at " 50hz akiv 0o
25dBat "
{+)irawina a8, 2 o
SNAIL mild, 2,
M CR i M (4Pl Nermal Tracings. 1.
i.. F.R. it} M ML Noimal Tracings. o1
13. R.R. 24 M PGL Novmal Tracings, 4.
14 SR. 25 M PGI Nonoal Tracings, a.u,
15. AR. 25 M Ptil Normul Tracings au.
16, F.1.. 26 M PGl Normal Tracings, a0,
17 16, 27 M o] Norma! Tracings, 2 .
APPENDIX G

FORM No. 2

I T

. Name
< Address
. Type of nvironment
. Nature of Work

e e Ape o Sex

quency

6. Family History
7. Past Medical History

8. Present

1.

3

a)  before birth (maternal)

b) drups used

¢)  sickness or diseases

d)  trauma (specifically temporal bone area snd car)

Medical Thstory and  Pertinent Physical
findings

a)  Otoscopy

b)  Tuning Fork Tests

¢) Pure Tone Audiometry

d) Present General Health Status

BIBLIOGRAPHY

A M. Martin, “Hearing Conservation and Noise Re-
duction™ Scientific Foundation of Otolaryngology,
1976 pp. 151-169,

J.R. Hassall, M. Sc¢. and K. Zaveri, M. Phil., Acowustic
Noise Measurcmonts, 1979, pp. 43, 45,49, 53, 62,
76,131,266.271.

371

Control - Medical Workers Questionaire

. Sources of Noise exposure and duration and fre-
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CLINICAL PROFILE OF NASOPHARYNGEAL
CARCINOMA IN FILIPINOS

Mario M. Yatco. M.D.*
Benito L. Uy M.D.*

Nasoplaryngeal carcinoma (NPC), an aggressive
malignant disease is currently a topic of great interest
because of the diagnostic and therapeutic challenges it
poses 1o the otolaryngologists. In patients with naso-
pharyngeal carcinoma, the prognosis is adversely affected
when the neoplasm causes cranial nerve impairment
and destruction of the skull base.

Treatment of nasopharyngeal carcinoma in its
early stage is most successful. But quite often, it is only
after the disease have metastasized to adjacent structures
that nasopharyngeal carcinonua is diagnosed. The variable
clinical manifestations and the inaccesshility of the
anatomic region usually impedes an early diagnosis.

This paper was formulated in an effort to establish
a local study and 1o compare these fcaturcs with that
of foreign literature.

MATERIALS AND METHOD

The medical records of 108 patients admitted
from 1971 to 19%3 were reviewed. Age, sex, family
history, smoking habits. presenting symptoms, race,
physical findings. stage of ncoplasm at presentation and
histologic diagnosis were included.

All biopsies were performed ecither local or general
anesthesia. There were no reported operative or post-
operative complications.

The stage of the tumor was determined on the
basis of the chinical data according 10 the American
Joint Commuttee for Cancer Staging and End-Results
Reporting. !

RESULTS

rom the Dept. of  ENT. U.ST. baculty of Medicine
£ Surpeen

Patient Profile:

Of the 108 paticnts inctuded in this study, 82
were males and 26 were females. Their ages ranged
from 17 to 73 with a mean average of 45. There was a
brosd age distnbution with wmany young patients.
Approximately one third (1/3) of the patients were
35 years old or younger

Family history revealed positive for malignancies
in 24 patients and negative for 84 patien(s. With regards
to smoking habits, 32 were smokers while the rest were
non-smokers. However, the (requency and duration of
smoking were not reported. 23 or about 21% of the
total patients were of Chinese descent.

Site of Primary Symptoms:

The site and frequency of the first symptom arc
shown in Table 1. 47% rirst noted a mass on the neck.
15 or 14% have problems referrable to the throat.
11% have onc or more symptoms in the eve  und
car respectivily. The nose accounts for 8%. while the
face constitute another 8%.

A% ol the patients exhibited initial symptoms
-5 oor more sites. whereas 38% have symplorms con-
tincd to one site only.

Syvmptoms of Nasopharyngeal Carcinoma:

The frequency of symptoms of nasopharvngcal
malignancies are shown in Table 11

64% of the patients reviewed had nasopharyngeal
symptoms  consisting of obstiuction and  cpistaxis.
Otologic complaints ranging from  serous discharpe,
tinnitus and decrcase in hearing acuity accounts for
about 60%, 34% have ophthalmoncurologic manifesta-
tions such as blurring of vision. diplopia and ptosis.
About 77% have neck masses. Nuchal pain. pain on
yawning and mastication were appreciated in another
30%. The rest of the features consist of numbness and
paralysis of the face and pliary ngeal svinptoms.

Pathologic Findings:

Tabie 1 shows the distribution ol ooy
of the satients by histopathologic diayr s, T
comtern was poorly differentiated @
o accounting for 44%. 27 patieats or 23% had
menlorardy  differentiated sqnamons ¢l =yreccma.
1A% hal undnferentiated carcnena, b Do, Lar
cinoma manifested in 8% of the pavicnt., 6% o of
the panents had transitional cell carcinoma while 3%
had anaplastic type.

Classitication of Malignancy:

All tumors wore staged according to the TNM
system  of classification adopted by e Amencan
Joint Committee for Cancer Staging ard End-Results
Reporting. Table 1V lists the most recent classification.
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The distribution and frequency of paticuts ac-

cording to tumor site and nodal involvement iz shown
in Table V.

On tumor primary site, 27 patients or 25% had
Tls classification or carcinoma in €itu. T1 or tumor
limited to one site was present in 8%. 33 of 108
patients had 1T tvpe or tumor involving both the
superior wall nr vault and the lateral wall. T3 or tumor
extending tc the nasal cavity, oropharynx or pterygoid
space appeared in 11% while 27 patients or 25% showed
T4 or tumor extending to the base of the skull as
shown by evidences of cranial nerve invasion.

On nodal involvement, 15 patients or 14% exhi-
hited no clinically positive nodes. 61% showed unilateral
nodal involvement while 25% had vilateral involvement.

Stage prouping distribution and frequency is
shown in Table VI. Stage I and Stage II discases are
limited to the nasopharynx while Stage ITl and Stage IV
report extension beyond the naxopharynx or the pre-
sence of melastasis. 99 of the patients or 91% demon-
strated tumor extending beyond the nasopharynx with
bone involvement or cranial nerve impairment. Only 9
patients had tumors that remained confined to the
nasopharynx. '

DISCUSSION

Nasopharyngeal malignancy is commonly located
in the laterdd wall, roof and superior-posterior wall of
the nasopharynx. Its clinical manifestations are closely
related to the anatomical pecularities of the region,
the knowledpe of which is mandatory for a better
understanding of the disease pattern. Communication
exists between the nasopharynx and the posterior
choannae. oropharynx, eustachian tubes and the base
of the skull. \djacent to the fossa of Rosenmulicr lies
the foramen laccrum, providing a route of access to
the cavernous sinus and the anterior cranial nerves.
Lateral to this lies the jugular foramen and carotid and
hypoglossal canals which contains the last four cranial
and the sympathetic trunk.

The node of Rouviere. which is the uppermost
member of the lateral retropharyngeal nodes of Krause,
lies in close proximity to the jugular foramen.

In our serics, the symptomatology of nasopharyn-
geal malignancy revealed features worthy of note.
Cervical neck miass was the most common presenting
symptom suggesting that our patients were scen in the
much later stage. This is further supportcd by the
increased numoer of patients in Stage IV ol Cancer
Classification. This is in contrast to the review made by
Hopping et al> wherien he reported serous otitis media
8s their earlicst complain followed by nasopharyngeal
obstruction and bledding.

Nasopharyngeal complaints presenting as obstruc-
tion and bleeding comprised a substantial percentage of
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patients’ problem in this review. It would be then
beneficial to the patients for us to remember that any
history of epistaxis and bloody nasal discharge. correla-
ted with other clinical features might be an indication
of malignancy. Thus, a good mirror evaluation and
further work-up is necessary.

Serous aural discharge, especially in elderly indi-
viduals should not be taken lightly. While otitis media
in children maybe a benign nature due to the character-
istic anatomical features of the eustachian tube. this
however maybe a warning sign of malignancy in adults.

Carlin et al3 in 1981 reported a case of sudden
painless monocular blindness as the initia] manifestation
of NPC. This was not observed in our series. Instead
ophthalmoneurologic problems like diplopia, due to
involvement of the 6th cranial nerve was the most
common feature.

Although other features of NPC observed in oui
review were of the non-classicial type, they still merit our
attention, since they were observed in our documented
cases.

DISCUSSION

The early detection of nasopharyngeal malignancy
continues to challenge the clinician. Early recognition
and treatment tavorably influence survival. This review
has presented the clinical profile of NPC in Filipinos.
While this may serve as a handbook for the physician,
what remains as the best safeguard against misdiagnosis
is still the high index of suspicion. Clinical features
suggest ive of malignancy demand prompt and conclusive
evaluation.

No. of % of

Site Patients 108
Neck 51 47
Eye 12 11
Ear 12 11
Nose 9 8
Face 9 8

Throat 15 14

Table I Site of Primary Site
No. of % of
Symptoms Patients 108
i\as.opharyngcal
obstruction 42 39
bleeding 27 25
Otologic

serous discharge 33 30




tinnitus _ 18 16

decrease hearing 15 14
Ophthalmoneurologic

blurring of vision 6 6

diplopia 27 25

drooping of the lids 3 3
Cervical

mass 84 77
Pain

head and neck 33 30
Face

numbness 9 8

paralysis 3 3
Pharynx

dysphagia 18 16

blood streak expectoration 24 22

horseness 9 8

loss of taste 6 5
Table [ Nasopharyngeal Carcinoma Symptoms

No. of % of

Pathologic finding Patients 108
Poorly differentiated

epidermoid carcinoma 48 44
Moderately differentiated

squamous cell carcinoma 27 25
Undifferentiated carcinoma 15 14
Epidermoid carcinoma 9 8
Transitional carcinoma 6 6
Anaplastic carcinoma 3 ‘ 3

Table III.  Types of Histopathologic Diagnosis

Table IV TNM classification according to the American
Joint Committee for Cancer Staging and End
Results Reporting

Tls
Ti

13

T4

Primary Tumor (T)

Carcinoma in situ

Tumor confined to one site of the nasopharynx
or no tumor visible

Tumor involving two sites (both postero-
superior and latera] walls)

Extension of tumor into nasal cavity or
oropharynx
Tumor invasion of skull or cranial nerve

involvement or both

Nodal involvement (N)

NO No clinically positive node
N1 Single clinically positive homolateral node less
than 3 cm in diameter
N2 Single clinically positive homolateral node 3
to 6 cm in diameter or multiple clinically posi-
tive homolateral nodes, none over 6 c¢cm in
diameter
N3 Massive homolateral node(s), bilateral nodes,
or contralateral nodes
Metastasis (M)
MO . No metastasis
Mi With distant metastasis
Primary No. of Nodal No. of
Site Patients involvement Patients
Tls 27 no nodes 15
T1 9 unilateral 66
T2 33 bilateral 27
T3 12 contralateral 0
T4 27
L3
Table V Classification of malignancies
No. of % of
Patients 108
Stage | T1;NOMO 6 6
Stage 11 T2;NOMO 3 3
Stage 111 T3;NOMO
T1 or T2 or T3;N1;M0 6 6
Stage IV T4;NO or N1 MO
any T;N2 or N3; MO
any T, any N; M1 93 85
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THE VALUE OF RADIOGRAFPHY AND
ASPIRATION AS PREDICTORS IN TYPES
OF MAXILLARY SINUSITIS

Gil Vicente, M.D.*
Josefino Hernandez, M.D.*
Jose Malanyaon, M.D **

For un otolaryngologist, one of the commonest
dailv occurrences is the visit by a patient whoe dedlares
that he or the has “sinus problems.”1 The disfunction
of the puranasal sinuses has been blamed tor not just
one but a variety of symptoms which includes head-
ache, mnasal uobstruction. post-nasal drip,  frequent
sneezing. nasal discharge, halithosis and other dis-
turbing svmptoms. We have always thought that our
knowledge in managing nasal problems has always been
adequate unu compared to other fields ol otolaryn-
pology, wi have spent lesser tunc and eflort in this
subject. Hence, 1t is the purpose ol this study 10 tuke a
coser look into this very common clinical entity, its
discuse partern and methods of diagnosis which will
greatly help us in rendering the most logical manage-
ment 1o our afflicted patients.

Sinusitis presents with a rather characteristic
group of signs and symptoms depending on the severity
and the site of sinuses involved. The maxillary sinus,
which is present since birth has been one of the more
commonly involved sinuses in this disease. The 1eason
tor this s its position as a reservoir for the remainder
of the paranasal sinuses with its ostium entering the
middle meatus of the nasal cavity in an unfavorable
anatomic positdon. Qur clinical cye has been invaluable
to us in detcrmining whether we are dealing with an
infectious or non-infectious type of sinusitis. Other
methods of diagnosis which includes radiography and
aatrul aspaation are perhaps of greater value in our
final anaiy-is Hence, we came up with this local study
to confirm ihis important role,

*Senior  Kesidents, Dept. of  Otolaryngology, UPCM-PGIH
Health Sc cnees Centes,

**Junjor Resident, Dept. of Otolaryngology,
Health Scicnces Center.

(IPCM-PUGH
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It should be emphasized further that knowing
whether we are dealing with infectious or non-infectious
type of sinusitis will help us decide whether to give
antibiotics or not to our patient. If in our evaluation
we think that we are dealing with a non-infectious
type, we could be sparing our patient from spending
unnecessarily on costly antibiotics especially during
this time of economic crisis. At this point, we should
lose no time in working up our patient for allergic
clearance. On the other hand, if we are dealing with an
infectious type of sinusitis, we then can immediately
prescribe the most appropriate antibiotics so we can
relieve our patient of their discomfort faster. Therefore,
the element of time, money and concem for our
patient will always be of paramount importance.

Sinusitis is an inflammatory process of the mucous
membrane lining the paranasal sinuses and is either
infectious or non-infectious, purulent or non-purulent.
According to Zizmor in 1973, sinusitis becomes in-
fectious when bacteria enters the sinus cavity through |
the ostium and then forming purulent sinus secretion.
Other agents such as fungal, parasitic and others may
cause this type of sinusitis. But for this study, infectious
type will be considered as of bacterial origin, it being
the most frequent cause. The non-infectious type is
primarily secondary to allergy. This type produces
the non-purulent type of secretion (serous or mucoid).

Objectives

The objectives of this study are:

1. to establish the diagnosis of purulent and non-
purulent sinusitis using clinical evaluation, sinus radio-
graphy and antral aspiration as determinants.

2. to compare our clinical evaluation to that of
sinus radiography and antral aspiration in determining
purulent and non-purulent sinusitis.

3. to evaluate the use of sinus radiography and
antral aspiration in differentiating purulent trom nor-
purulent discharge.

Materials and Methods

A. Selection of Patients .
Patients seen at the out-patient department, sus-

pected of having chronic maxillary sinusitis are included

in this study, provided that the following criteria are

fulfilled:

a. presence of signs and symptoms of sinusitis
(feeling of fullness in the face and nose.
hypersecretion, headache, nasal obstruction.
post-nasal drip, etc.)

b. signs and symptoms are present for maore than
2 months.

¢. no antibiotic theraphy for
prior 1o surgery-

d. radiographic studies are done prior to antro-
stomy.

at least 2 weeks

B. Methodclogy
Clinical Evaluation



Patients are initially examined at the out-
patient department. taking the clinical history, including
the history of allergy, and doing physical examination.
The non-infectious type of maxillary sinusitis is estab-
hshed if the patient presents with the history of serous
or mucoid discharge and with no purulent discharge
noted on physical examination. The infectious type of
maxillary sinusitis is established if the patient has had
history of purulent discharge and on physical examina-
tion. purulent discharge is present.

Purulent discharge is described as opaque, colored
vellow or preen. and viscous and oftentimes foul-
smelling. Serous discharge is transparent yellow and of
Iow o viscosity.  Mucous discharge is grayish, semi-
transluscent and with high viscosity.

Radiographic studies

Paranasal sinuses x-rays taken on the paticnts
were evaluated. Mucosal thickening and the degree of
haziness were determined in each case.

They were classified as:

I.  Total opacity noted in the sinus. No trace
of air is appreciated.

I Intense opacity,, marked haziness is noted.
Mucosal thickening is greater than 0.5 cm.
(measured from the lateral wall of the sinus.)
A transluscent area is noted at its center.

1. Minimal haziness is noted in the sinus. Mucosal
thickening present is less than 0.5 cm.

IV, Normal radiographic findings with no haziness
noted. .

Those belonging to 1 and 11 may be considered
as having purulent fluid, while those belonging to 111
mey be considered as having non-purulent fluid. How-
ever, some patients in Il may have non-purulent fluid
especially at the earlier stage of the disease.

Antral Aspiration

Patients were concluded for antrostomy. The
sasal cavity was cleaned with povidone iodine soap.
Antral puncture was done at the inferipr nasal meatus.
Aspiration of the antral sinus using gauge 12 Abbocath
was performed, Aspirate was classified as purulent or
non-purulent. Laboratory examination was done to
determine presence of pus or bacterial pathogens in
the aspirate.

Results

Thirty-five patients were examined, 20 were males
and 15 were females. Age range was from 15 to 65
vears with a mean average of 35 years. Median duration
of symptoms is four years.

The clincial evidence and radiographic findings
are cornpared in Table 1. Here, we find that 23 patients
(1 and 1) out of the 27 diagnosed clinically to have
purulent discharge (85%) have total or intense opacity,
while 7 out of 8 clinically diagnosed to have. non-
purulent discharge (87%) have lesser degrees of haziness
or with normal radiographic findings. Statistical studies

(X2 =15.25) show that this is significant.

Table 1
Radiographic Findings

Jy I | m f IV | Total

— |

" Purulent | 9 14! 4 £ 0 47

- ;

‘ Non: | $
Clinical ‘ Purulent | 0 1 5 } 2 i 8
Evidence | ‘ i —

_Total L9 15 9 | 2135

Table 2 shows the comparison between the clinical
cvidence and antral aspirate, Out of the 27 patients
noted to have purulent discharge clincially, 15 had
purulent aspirate (55%). Of the & clinically diagnosed
to have non-purulent discharge, only 2 (25%) had-non-
purulent aspirate: the rest had dry antrums.

Table 2 ‘
) Antral Aspirate
: Non- 1 ;
C (=) Purul. | Purul. | Total |
Purulent 5 7015 27
Non- ; ‘
Clinical Purulent 6 n L j
Bvidence’ | 1 o | 15 | 3%

In Table 3, antral aspirates are compared to
radiographic findings. Of the 16 patients witl, purulent
antral aspirates, 15 had total or intense opacity (I and
I) (93%). 7 out of 8 with non-purulent fluid on antral
aspirate had intense opacity or mucoperiosteal thick-
ening (Il and HI) (87%). Of the 11 patients with
negative aspirate, 6 had mucoperiosteal thickening and
2 had normal radiographic findings. However, 2 patients
with total or intense opacity had dry antrums. Also 1
paticnt with purulent aspirate had mucosal thickening
less than 0.5 ¢m. These represent false positive (27%)
and false nepative (6%) respectively.

Table 3
Radiographic Findings
) I 1 W v Totd|
() 1 2 6 2 11
1
Antral Non- l
. Purulent 1 4 3 0 8
Aspirate | i
Purulent 6 9 1 0 16
Total 8 15 10 2 35

Table 4 shows the relationship of antral aspirate
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and higtory of allergy. 8 out of 8 patients with non-
purulent discharge on antral aspiration have allergy.
9 out of 16 patients with purulent aspirate have history
of allergy.

Table 4
History of Allergy
(+) () Total
“) |8 3 11
Antral ‘ Non- |
Aspirate ‘l‘um]cnt 8 - f%__
]‘ Purulent 9 7 16
CTotal | 25 0 33
Discussion

Severa! studies have been undertaken to find
out the diagnostic acumen of the otorhinologists for
maxillary sinusitis. Evans in 1975 reported that they
have poor diagnostic ability. Axelsson and Runze in
1976 also concluded that they have a hard time dis-
tinguishing maxillary sinusitis from simple rhinitis. In
1981, Berg claimed that their clinical evaluation is
-fairly reliable.

With our local study, we can perhpas say that
clincially the otolaryngologist can fairly recognize the
difference between a purulent from non-purulent sinu-
sitis. Our result suggests that only 15 out of 25 (55%)
diagnosed clinically with purulent sinusitis had purulent
material on aspiration. :

There were also several attempts to find out the
validity of sinus radiography in determining infectious
from non-infectious type of sinusitis.

Vuorinen in 1962 said that there was a fair
correlation between sinus radiography and clinical
evaluation, Berg concluded that radiologic findings were
of limited use and thus offered few advantages.
However, Vvans reported that sinus radiography is a
reliable tool in the diagnosis of maxillary sinusitis.

In our studv, there is a fair correlation between
our clinical evaluation and sinus radiograpby, 23 out
of 27 (85%) diagnosed to have purulent- discharge
clinically were considered purulent  racdiographical-
ly. However, out of these 23 patients, only 15 yiclded
purulent aspirate for a 65 percentage.

We hove observed further that there is a good
correlatica between sinus radiography and antral aspi-
ration. 15 our of 16 (93%) with purulent antral aspirate
has had total or intense opacity, and 7 out of % (87%)
with non-purplent antral aspirate had intcuse or lesser
degree of haziness on radiography.

We have mentioned allergy as one main [(actor
in maxillary sinusitis. Our study shows thit of the
35 patients, 25 have a history of allergy. Al patients

with non-purulent antral aspiration had history of
allergy thus confirming our knowledge that non-
purulent sinusitis are primarily caused by allergy. For
those with purulent aspirate, 9 out of 16 have allergic
origin. Their problem could have started as an allergy
and later worsened because of chronic inflammation
of the mucosa leading to ostial obstruction and evern
tually resulted in bacterial proliferation.

At this juncture, a review of the pathogenesis
of maxillary sinusitis is important.

~ In the early vascular stage where upper respiratory
infection secondary to a virus or to allergy is present.
the paranasal mucosal lining is noted to be hyperemic
and swollen. There will be ostial obstruction and with
increased permeability of vascular endothelium, mucosal
edema follows.

In the exudative stage, fluids are then formed
Goblet cells and seromucinous cells are stimulated t.
produce secretions mainly of serous character. At thi-
stage, clinically. we find serous or mucoid discharge
coming out of the maxillary ostia. Radiographically.
there would be mucosal thickening and varying degrees
of haziness are noted,

This stage may deteriorate to the bacterial stage
where there is marked ostial obstruction and hence n..
fluid draws out of it. The setting for bacterial prolifera-
tion begins. This would then cause further mucosal
thickening and fluid formation which changes from
serous or mucoid type to the purulent type. Clinically.
we find purulent discharge and other associated signs
and symptoms. Radiographically, the mucosal lining
has thickened and opacity has occupied the antrum.
Haziness will be noted in a2 more intense degrec.

Our clinical eye may deceive us in our evaluation
of maxillary sinusitis, Hence we may overdiagnose or .
underdiagnose it. The problem perhaps lies in the
following.

a) inability of the patients to describe accurately
to the doctor the kind of nasal«ischarge they
have

b) inability of the doctor to elicit a good history
of the kind of discharge

¢) failure of the doctor to distinguish accuratehv
between purulent and non-purulent discharr
on physical examination

d) lack of definite criteria in determining purulent
from non-putulent discharge.

Really, it may be hard on the part of the doctor
and more on the patient to distinguish the type of
discharge. A mucoid discharge may appear purulent and
vice versa. In cases of presence of polyps where the
maxillary ostium as well as the discharge coming trom
it cannot be properly evaluated, the doctor may just
rely on the patient’s history. Also, the discharge he
may be seeing is not after all coming from the maxillan
sinus.




Radiologic studies is valuable in predicting in-
fectious from noninfectious type. It complements our
antral aspirate findings. However, there may be some

false negatives and false positives as shown in Table 3.

This may be due to the following:

a) technical error in. taking the radiogréphic
studies

b) superimposed structures which add haziness
to the field

¢) scanty amount of fluid which may not be
readily distinguished on X-ray. This possibly
explains the negative aspirate inspite of radio-
graphic findings of mucosal thickening and
haziness as shown in 6 patients, See Table 3).

d) time -element, that is, there may be remarkable
changes that took place inside the antrum
from the time the X-ray was taken up to the
time of antral aspiration.

1t should be noted that clinical evaluation greatly
improves with the help of sinus radiography.

Antral aspiwration perhaps offers us the best
advantage of determining purulent from non-purulent
discharge. It is easy to perfonn and is very informative.
Here, we can clearly and properly evaluate the contents
of the antrum and have it analyzed for any pus or
bacterial pathogens. Laboratory results confirm the
presence or absence of pus in purulent and non-
purulent antral aspirate.

In summary, our clinical evaluation gives us a fair
correlation with the type of maxillary sinusitis. Sinus
radiography is a useful guide in our determination.
But antral aspiration offers the most comprehensive
diagnostic basis for predicting infectious and non-
infectious type of maxillary sinusitis.

With this knowledge as a backgrounder, perhaps
we can now give the most logical management to our
patients with sinus problem. And the impact will be
preat that you will leave the impression that there is one
good otolaryngologist around.
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SILVER NITRATE STICK FOR RECURRENT
AND RESIDUAL NASAL POLYPS:
A REDISCOVERY*

Bemie Singson, M_[) %*
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Jose Malanyaon, M ) **

Introduction:

Sinusitis with nasal polyps is vne of those diseases
that is still perplexing to the otolaryngologiyt as regards
definitive nanagement leading 1o long lasting or per-
manent care, Patients usually come 1o the otolaryngolo-
st with the Iope that reliet or cure can be obtained by
medical Goatment or by a sigle casal surgical proce-
dire. However, when confronted by patients suttering
fror this condition. no real otolaryngologist can give
specific guarantees to thar effect. Moreso, if the polyp
has un allergic background or is recurrent in nature.

A good number of patients with residual or
recurrent nasal polyps tend to shy away from a second
operation. Especially if the previous operation has just
been performed a few months before. Faced with this
problem, we entertained the possibility of a less invasive
alternative solution. Thus. we undertook to study the
possibility or etfectiveness of using silver nitrate stick
cautery in residual or recurrent polyps. Tt is the aim of
this study 1o determine if the said procedure can mini-
mize or eliminate this problem. At the minimum, we
were satisficd if we can even just relieve the nasal
obstruction caused by the residual or recurrent polyp.
Yes, we wre gware that there is no substitute for a
complete und thorough ethmoidectomy but we feel
that all of us have cncountered this problem one way
or the otler.

* 1st Prize :
*YResidents. Dept. of Otolaryngology, UPCM-PGIH Health
sciences (Cunter.
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Materials and Methods

Adult patients from the outpatient department
of the Philippine General Hospital were sclected at
random based on the following criteria;

1) History of previous nasal surgery (polypectomy
with ethmoidectomy and antrostomy with or
without Caldwell-Luc operation).

2) Presence of residual or recurrent polyp on
physical examination.

3) Cooperative and promises to have regular
check-ups.

A total of 14 patients were included in the series
with ages ranging from 19 to 55. No attempt was made
to determine the etiology of the polyp nor to dif-
ferentiate whether it is residual or recurrent in nature.

The nostrils of all patients were routinely de-
congested using ephedrine sulfate- solution 1:1000. In
4 patients with low pain threshold, xylocaine 4% was
added to the decongestant at 11 dilution. Silver nitrate
stick was used to cauterize the polyp. There were 2
types of silver nitrate sticks used, the commercially
available one which has a plastic handle and the maich
stick type. In the latter type, the silver nitrate is like a
match head placed on an applicator stick. As for the
former type, it is pulverized and held in place by a
nasal dressing forcep for greater control of area of
application to avoid injury to the surrounding mucosd.
Cautery was donw on a weekly basis until the polyps
disappear or no change was perceptible in the size after -
3 to 4 applications.

Pertinent  clinical  data regarding signs and
symptoms, change in size of the polyp, number of
applications, and duration of treatment were recorded.

Results were evaluated according to the classifica-
tion as listed in table I.

Discussion

Recurrent and residual nasal polyps are disturbing
to the patient and to the otolaryngologist as well. Its
management often requires at least a second surgery
and of course anxiety to the patient. Although it is
frequently encountered in ENT practice. at the moment.
there is no steadfast rule regarding its management.

Table II shows the age and sex distribution of the
patients included in this series. Whether this daua
indicate a definite age and sex predilection is something
beyond the scope of this study.

Table 1l A shows the presenting symptoms of the
patients.  All 14 patients did complain of nasal

-obstruction with headache present in 8. These same

symptoms were evaluated after completion of treatment
as shows in table III B. Nasal obstruction was relieved
in 12 patients, diminished in 1 and persisted in 1.



Headache  was relieved in 7 and one patient had
pemsistent headache even after treatment.

Tables 1V and V show the results of this study
including the number of applications and duration of
treatment. The single poor result was already a big
polyp when initially seen. Unfortunately, the silver
nitrate stick did not work. This indicates that the polyp
should not be large enough to cause almost total nasal
obstruction since the stick should as much as possible
cauterize most of the surface area of the polyp.

All our patients had regular follow-up such that
with slight evidence of recurrence, silver nitrate stick
is immediately utilized to cauterize the polyp, thereby
giving no opportunity for the polyp to grow big, The
longests period of follow-up among the patients was
< years. This patient had undergone 12 repeated nasal
surgeries because of recurrent nasal polyps prior to this
study. With silver nitrate stick application. the patient
is free of recurrences for 2 years now.

Application of silver nitrate stick ranged from
 to 6 times. But one observation noted was that with a
single application, polyps undergo dramatic decrease in
size. The silver nitrate stick was applied on a weekly
basis. and the end point of application is when the
previous site of polyps is covered by healthy-looking
mucosa on subsequent follow-up.

The patients complained of nasal pain and head-
ache a few minutes after silver nitrate stick cauteriza-
tion. This is managed by giving oral analgesics. Some
patients experienced epistaxis, but all were not severe
enough to warrant intervention. One patient developed
turbino-septal adhesion, but managed easily by lysis of
the adhesion under local anaesthesia.

This study showed that silver nitrate stick can
delay recurrences of nasal polyps. Silver nitrate solution
at 10 to 15% concentrations can be used, but dramatic
result is obtained with the stick even with single
application. With silver nitrate stick application, the
polyps become whitish and just drop off with nasal
blowing after a day or two. With the small multiple
polyps at the area of the ethmoids and uncinate process
of the middle turbinate, silver nitrate stick is easily
apphied, and cautery of these areas result in disappear-
ance of the polyps and replaced by healthy looking
mucosa in a week’s time.

. “Nasal polyps possess edematous framework of
fibroblasts with abundant interdigitating cytoplasmic
processes, a plexus of inflamed blood vessels, and a
mixed infiltrate of active inflammatory cells.” Basically,
it i1s made of protein substances. So, with silver nitrate
stick cautery, the protein components break down and
undergo necrosis and eventually peel off as a result of
the breakdown of the fibroblasts which give support and
firmness to the polyp.

In conclusion, this study documents that silver
nitrate stick cautery can be an added armamentarium

of the otolaryngologist in dealing with recurrent and/or
residual nasal polyps, especially in small ones. Except
for some minor complaints like headaclie. which is
readily relieved by giving oral analgesic, this procedure
was found to be less invasive and does not require
hospitalization. However, to really avail of this proce-
dure, it requires the close cooperation and regular
follow-up of the patient. Definitely, this procedure is
effective if the polyps are detected at an carly stage.
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TABLE 1V: Number of Application and D iration of
Treatment

Duration of

Patient Number of Application Treatment
1) EM.  more than 10 times 2 years
2) RS 2 2 weeks
3)) TM. 2 2 weeks
4) S.S. 3 3 weeks
5) LC. 6 6 wecks
6) AT. 5 5 weeks
7) EP. 3 3 weeks
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8)

9)
10)
11)
12)
13)
14)

AG. 3 3 weeks
E.R. 3 3 weeks
T.V. 4 4 weeks
CM. 3 3 weeks
E.C. 2 2 weeks
R.G. 3 3 weeks
AR. 4 4 weeks

NOTE: All patients are still on regular follow-up, if

with sign of recurrence, silver nitrate stick
application is immediately done.

TABLE V: Results After Silver Nitrate Stick Treatment

Patient Results

1) EM Good decrease in size of polyp

2) RS, Excellent absent polyp

3) TM. Excellent absent polyp

4) S.S. Excellent absent polyp

5) L.C. Excellent absent polyp

6) AT.  Excellent absent polyp

7) EP. Excellent absent polyp

8) AG. Excellent absent polyp

9 E.R. Poor no change in size

10) T.v. Excellent absent polyp

11) CM.  Excellent absent polyp

12) E.C. Excellent absent polyp

13) R.G.  Excellent absent polyp

14) AR.  Excellent absent polyp
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INTRAOPERATIVE NERVE STIMULATOR*
(A SIMPLE  MICROELECTRONIC
APPLICATION)

Edmundo Falcon, M.D **
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Introduction

Certain applications of electronics into the field
of medicine have been around long enough that most of
us are well-acquainted with its impact. Since the time
Alexander Volta discovered electricity till Luigi Galvani
discovered bioelectric potential in frog muscle prepa-
ration, the use of electronics in medicine has, as in
other fields increased quite rapidly and we now en-
counter such impressive terms as Hilger nerve stimula-
tor, electromyography, electrogustometer and electro-
neurography. Al of these are special equipment
needing tantamount investment for an ordinary oto-
laryngologic practice. Aside from expensive and not so
avallable maintenance, repair during breakdown is
furstrating because of unavailable parts. In spite of
techiological advances in electronics within our reach,
no one bothered to take advantage of the opportunity.

This project explores the possibility of developing
an invaluable nerve stimulator using the latest integrated
circuit known as “chip” which is available in the local
market. At the same time, the design is based on a
sound bioengineering method and electronic design
technique available in the literature.

Basic Theory
Extensive electrophysiological studies have yielded

that the muscle and nerve tissues produce bioelectric

potential in response to stimulation. It was shown that
this stimulus could be mechanical, thermal and electrical.
However, electncal stimulation gained popularity be-
cause it can be measured, quantified, casily controlled

*1st Prize
**Jumor Resident, Dept. of Otolaryngology, UPCM-PGH
Health Sciences Center.
***Formerly Senior Resident, Dept. of Otolaryngology, UPCM-
PGH Health Sciences Center,

and available. Studies by several investigators came up
with standardized stimulating parameters to be used in
nerve stimulation. Ko has summarized these parameters
as seen in Table 1.

Table 1 Stimulating Parameters

Nerve
Pulse width |0.05 — 1  milliseconds (ms) ]
Pulse rate 5 — 100 pulse per second (pps)
Pulse voltage | O — 10 volts(V)

Pulse current | Q1 — 10 milliamperes (mA)

Ko, WH.’

Materials and Methods
A. Instruments

The design of the internal- circuit requires the
following test instruments for measurement, wave form
analysis and troubleshooting.

1. Oscilloscope for waveform measurement and
analysis;

. VOM (volt-ohm meter) for voltage, resistance
and current measurement;

[ SO

3. Breadboard for prototyping and experimenting
the actual circuit;

4. Accessory tools like minidrill, soldering iron,
wire stripper, vise grip, pliers, screw drivers
and a scientific calculator.

B. System Operation

The basic operation of the intraoperative nerve
stimulator is shown in five functional block diagrams.
(See Figure 1) The design and system operation of
this instrument was based upon the stimulating para-
meters shown in Table 1.

Figure 1
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It will be elucidated as follows:

1. ASTABLE MULTIVIBRATOR provides the
frequency adjustment in pulse per second
(pps). It ranges from five to one hundred
pulse per second by simple knob adjustrnent.
Figures 2a and 2b show the waveform of five
pulse per second and one hundred pulse per
second respectively. However, the waveform
has a variable pulse width.
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1. MONOSTABLE MULTIVIBRATOR produces
a constant pulse width of one milliseconds
in spite of changes in pulse rate.

4

3. CONSTANT CURRENT SOQURCE serves as

impedance matching and voltage to current

conversion regardless of variation in skin re-
sistance and environmental tcmperature.

4, The PROBE is made up of stainless steel so as
to satisfy stringent bioengineering requirements
like minimal corrosion in the body regardless
of usape good fatigue resistance, minimal
body rcaction to limit the increase threshold,
sterilization and availability. The surface area
of the probe tip is small to be point specific
during stimulation.

5. POWER SUPPLY provides the necessary AC
to DC power conversion, regulated at ten
volts. It also isolates the instrument. the
patient and the surgeon from the dangerous
power line. Provision for nine volts hattery
operation js available in case of brownouts.

C. Cost
The instrumetn designed made use of the follow-

ing components locally available with their prevailing
price. (See Table 2.)

Table 2 Cost

Unit Quantity Price
Inteprated Circuit 3 P3%5.00
Transistors 2 P12.20
Diodes 5 P 7.10
Capacitors 9. P28.50
Transformer 1 P14.00
Table 2 Cost

Unit Quantity Price

Integrated Circuit 3 P 38.00
Transistors 2 P 12.20
Diodes 5 P 710
Capacitors 9 P 28.50
Transformer 1 P 14.00
Miscellaneous P267.40

Total Costm._. .... P38800

D. Instrument

The front panel of the instrument shown in
Figure 3 will be described as follows:

1. POWER SWITCH controls the power supplv
of the instrument;

2. PILOT LAMP monitors the presence of power:

3. FREQUENCY ADJUST controls the frequency
in steps of five. twenty five. fifty and one
hundred pulse per second:

4, CURRENT INTENSITY controls the current
pulse from zero to ten milliamperes.

Figure 3
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E. Clinical Trials

The objective of the clinical evaluation is to
determine the following:

Frequeney Adjust

Current Intensity

1. That the instrument will work as designed:
2. That it is safe and simple to use;

3. That the stimulation is reliable, (i.e.) only the

tissue in contact with the probe is stimulated.

A total of ten patients who underwent facial
nerve decompression and partodectomy were used
subjects. After careful identification of the ncrie,
electrical stimulation was done by gradual current
increments until visible contractions were noted on
the muscle supplied by the nerve. Reliability was
evaluated using the point specificity. Point specificity
is the distance from a structure (nerve or muscle)
where stimulation occurs. With the initial point pre-
viously stimulated as a point of reference as shown in
Figure 4,a distance of one centimeter away was
arbitrarily chosen as the starting point in stimulatior.
The probe was moved gradually towards the point of
reference till the same contractions was noted in the
point of reference. This distance, X, from the point of



reference is called point specificity. A small distance
means a reliable stimulation.

Figure 4
NERVE
Point of Reference

/ - -
- Point Specificity

Post-operatively,  the patients were clinically
evaluated for possible residual damage attributable to
electrical stimulation. Patients who underwent nerve
sacrifice after nerve stimulation were cxcluded for
obvious reason.

F. Results

The instrument was tested in ten operations.
Table 3 shows the diagnosis of the patients, operation
performed. point specificity and the possible complica-
tions due to electrical stimulation. In all patients,
nerve stimulation was successfully achieved, The point
specificity averages to 0.18 centimeters, meaning that
the instrument is reliable enough under clinical condi-
tion. The operations were performed by four different
surgeons, including the consultant adviser of this project
and they found the stimulator easy to use.

Discussion

With the advent of microelectronics and solid
state technology, a vast of new application ideas in
medical instrumentation crop up, which may in one
way or the other become invaluable in our day to day
practice. Given the proper background, test instruments,
incentives and a lot of drive, anyone can develop an
instrument of comparable quality ecven without an
engneering degree, as exemplified by this project.

Intraoperative nerve stimulator deserves credit as
an invaluable aid for the head and neck surgeon who is
occasionally flustered by an aberrant nerve waiting to
be cut accidentally despite experience. This instrument
is functional, reliable and easy to use. Comparing this
instrument with other commercially available foreign
instruments, there seems to be no difference regarding
to function but it is considerably cheaper. A Hilger
nerve stimulator cost about $500.00 dollars, equivalent
to P7,000.00 pesos while this instrument costs only
P600.00 pesos with a savings of P6,400.00 pesos. This
means not only a personal savings but also helps the
country in conserving our dollar reservers.

In addition, the ‘instrument is flexible enough
for long battery operations, especially in our brownout-
ridden community because it consumes a very small
amount of power. Just like any other instrument,
breakdown is expected after years of service. However,
repair and troubleshooting is not a problem because
the components used are industry standard so it is
available from different manufacturers.

Notwithstanding, this instrument has other poten-

Table 3 Results

Diagnosis Operation Point of specificity* Complication
CTM (L) with FN paralysis Radical Mastoidectomy 0.0 cm none
Parotid Tumor Superficial Parotidectomy 0.2 ¢m none
Parotid Tumor Superficial Parotidectomy 0.1 cm none
CTM with subperiosteal Radical Mastoidectomy 0.2 cm none

abscess (R)

Parotid Tumor Superficial Parotidectomy 0.3 ¢m none
Parotid Tumor, recurrent Total Parotidectomy with 0.1 cm not included

EN  sacritice

Parotid Tumor probably Ca Total Parotidectomy 0.2 ¢cm not included

Parotid Tumor Superficial Parotidectemy 04 cm none

CTM (AU) with cholesteatoma Radical Mastoidectomy 0.2 em none

Parotid Tumor probably Ca Total Parotidectormny 0.1 cm not included
Average 0.18 ¢m

*approximations
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tial uses depending upon the imagination of the user,
It could be used as an electrogustometer instead of the
usual salt and sugar during facial nerve topognostic
examination. By combining the probe and ground into
a bipolar needle, it can be used in #lectromyography,
nerve excitability testing and nerve conduction velocity
measurement.

So much was said about the instrument, hope-
fully this projectswill titillate someone’s imagination
into developing his own instrument.
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MASTOID CAVITIES GRAFTED WITH
TEMPORAL FASCIA*

Edgardo C. Rodriguez, Jr. M.D **

Introduction

Unlined cavities following surgery on the mastoid,
for the most part. would account perhaps for the
delaved hcaling time. At the Hospital ng Maynila,
where a lot of masroidectomies are still being done, an
average of 130.9 days was rcquired for complete
drying up. (See Table I). All patients included in this
study were radiographically positive for cholesteatoma.

TABLET
Patients Otoécopically Dry
O.P. 57 days
NM. 97 days
EM. 91 days
AG- 150 days
ClL 196 days
R.P. 86 days
R.P. 96 days
P.B. 300 days
ER. 83 days
E.G. 153 days
1,309 days
Average: 130.9 days
*2rd Prize

**Consultant Otolaryngologist, Hospital ng Maynila.

The varying healing time may well be ascribed
to other factors .ike.

1) faulty technique
2) poor post operative-care
3) impaired host immune system

In a busy outpatient clinic, prolonged healing time
that requires too many follow-up visits for post-op-care
further aggravate and already over crowded outpatient
clinic.

In an attempt to easc up the patient load at the
ENT Outpatient clinic, a study was conducted to
determine the usefulness of lining up the mastoid
cavity with temporal fascia.

Materials and Methods

Seven (7) cases of chronic tympanomastoiditis
radiographically positive for cholesteatoma were selected
for surgery with temporal fascia lining the mastoid
cavity. The drying time of the operated ears were noted
and recorded. These series of 7 cases were compared
with 10 cases of previously operated ears with an
unlined mastoid cavity.

OPERATIVE TECHNIQUE — Removal of Tem-
poral Fascia — A 4 cm. incission is made horizontally
above the ear beginning 0.5 cm. above the anterior
margin of the crus helices, dissecting down to the
temporal fascia which should be stripped off of loose
areolar tissue. The dissection is facilitated if ample local
anesthesia has been injected to balloon the area. By
lifting the retractor, loose areolar tissue may be puliled
away from the fascia facilitating the dissection. A
3 x 2.5 cm. piece of fascia is removed. Fascia is cleaned
by removing the adherent muscle and subcutaneous
tissue. Incission is then continued inferiorly a few
millimeters from the sulcus and the standard operation
is performed.

After cleaning the mastoid cavity and the opera-
tion is just about completed, the fascia obtained is
lined into the mastoid cavity. Antibiotic ointment is
placed over the fascia and the drain left in place.

Removal of the drain is made after 5 to 7 days
and follow up is made 2x a week for the first and
second week; once a week after the third and fourth
week.

386




RESULTS

TABLE 11

CASES GRAFTED WITH TEMPQRAL FASCIA

Cases Patient Age Operated Ear Otoscopically Dry
1 N.R. 60 AD 27 days
2 JA. 7 AS 22 days
3 M.B. 22 AS 21 days
4 AA. 17 AD 17 days
5 AlL. 17 AS 27 days
6 AB, 8 AD 26 days
7 BY. 8 AS 24 days
164 days
Average: 23 .4 days
Discussion

There has been so many studies in the past which
dealt mainlv on the skin lining the mastoid cavity.
Zwerling claims that with the use of the Brown electro-
dermatome, Mastoid cavity lined with split thickness
graft, healing time was shortened.2 Their study of 5
cases revealed shortened healing time in 3 weeks. Ano-
ther study by Withers revealed a dry-epitheialized
cavity in 9.3 weeks in primary grafted cases as compared
to 25.6 weeks in ungrafted control group.3 Campbell in
his study revealed early drying of ears in 6 weeks to
3 months4 Skin grafting were tried during the 1950’s
and its advantages were noted. (See Table III)

We chose temporal fascia as our graft material
because of its low metabolic rate and subsequently has
a good survival prospect.> Fascia is also readily available
and it also serves a good training for our projected
plan to go into tympanoplasty.

TABLE III

SKIN GRAFTED CASES

No. of Patients Otoscopically Dry

Zwerling 5 3 weeks
Campbell 50 6 weeks
Wither 46 9.3 weeks

The 7 cases included for grafting with temporal
fascia were randomly picked. Five (5) of them showed
cholesteatorna  occupying the mastoic cavity. Two
cases showed sclerotic mastoid.

It was observed that the drying time has shortened
considerably against the classical procedure.
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Conclusion

Temporal fascia lining the mastoid cavity shortens
the drying time considerably compared to those without
fascia lining from 18.7 weeks or 130.9 days to 3.3
weeks or 23.4 days.
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HEARING DEFECT AMONG CHILDREN WITH
‘ DOWN'’S SYNDROME™

Gerardo Fronda, M.D.**

Introduction:

Children with Down’s syndrome have a higher
than normal incidénce ot hearing loss but little unani-
mity exists regarding the incidence or nature of the
hearing problem.,

Down’s syndrome or mongolism is the result of
chromosomal abnormality either as a 21-trisomy, a
translocation trisomy, or as mosaicism. It is one of the
most common of the clinically classifiable categories
of mental retardation. The incidence is estimated at
1.5 per 1,000 births and accounts for approxiamtely
10 per cent of retarded individuals in institutions.
Their characteristic personality is warm, friendly and
alfectionate and mental retardation is almost universal
in Down’s syndrome children. The ear is characteristic-
ally described as small pinnae, narrow external auditory
canals, abnormal externat ear configuration and strong
tendency for otitis media because of the high incidence
of upper respiratory tract infection.

Local studies on abnormalities among school-
children have shown that hearing defects comprised
the third most common abnormality. There is, however,
no correlation done with mental retardation as well as
10 the incidence or nature of the hearing problem. In
line with this concemn for the mentally retardates,
speafically Down's syndrome, a study was initiated
with the following objectives:

1. To identify the type or nature of hearing loss
among children with Down’s syndrome.

2. To determine the usefu] battery of tests in
Down's syndrome.

3. Finally, to determine whether deafness in

* Consolation Prize
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& Surgery

E.N.T., U.ST. Faculty of Medicine

Down’s syndrome is a factor in their reha-
bilitation.

MATERIALS AND METHODS

From a study done at a local hearing center, four
basic audiornetric tests done for children with Down’s
syndrome as:

1. Phonak Sciector

2. Free Field Test

3. Play Audiometry

4. Impedance Audiometry

The study population consists of 16 subjects
with Down'’s syndrome from January 1982 to Septem-
ber 1983. Ages ranging from 5 years old to 15 years old.
Ten are males and 6 are females.

RESULTS:

Audiogram records of sixteen subjects  with
Down'’s sysndrome was perused and showed the following
results:

1. Fourteen showed sensorineural loss (37.5%)

10 - bilateral
4 - unilateral

2. Two showed conductive hearing loss associated
with otitis media. (12.5%)

Table | shows the results of the batiery of tests
done on patient H.K., 6 year old, M.

I. Phonak Selector - child localized to 50 dB
warble sounds presented at 1, 2 & 4 kHz on
the right ear and at 70 dB warble sounds on
left ear presented at same frequencics.

2. Free-Field Test — child responded by name
calling at 50 dB and to tones and different
noisemakers presented.

3. Play Audiometry — child could not follow
the required audiometry task.

4. Impedance Audiometry

a. Tympanometry - Type A, both ears indi-
cating no middle ear pathology
b. Acoustic Reflex test:

500 1000 2000 Hz
RE. 95 100 100
LE.  ABS  ABS ABS

From the results of the above mentioncd battery
of tests done, it is in conformity that the patient has a
nonna!  hearing sensitivity on the right ear and a
moderate sensorineural hearing loss on the left car.

Table I shows results of audiometric test of
R.J., 5 years old, M. N

1. Phonak Selector -- child localized to0 70 dB
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warbje tones on the right ear and 90 dB on
the left ear presented at 1, 2, & 4 kHz.

2. Free-Field Test — responded to different
noisemakers at S0 dB.

Z
3. Play Audiometry — child could not be con-
ditioned.

4. Impedance Audiometry

a. Tympanometry ~ Type A, both ears indi-
cating no middle ear pathology
b. Acoustic reflex - absent at 1000 & 2000 Hz

Results of the above mentioned tests suggest that
the patient has a moderately severe sensorineural hearing
loss on the right car and a severe sensorineural hearing
loss on the left ear.

Table JI shows audiometric tests done on P.O.,
15 years old, F.

1. Phonak Selector — patient responded at 70 dB
warble tones presented at 1000, 2000 and
4000 Yz on both ears.

)

. Frec-Field Test - patient responded at 70 dB
to toncs and other noisemakers presented.

3. Play Audiometry — patient could not follow
the desired auditory task.

4. ITmpedance  Audiometry:

a. Compliance - 0.5 cc on both ears

b. Tympanometry -- Type B, both cars indi-
cating possible perforation or fluid-filled
middle ear cavity.

In view of the findings the patient has a bilateral
severe to profoundihearing loss with conductive com-
ponents as shown by type B tympanogram.

DISCUSSION:

Lately, the Ministry of Education, Culture and
Sports (MECS) has identified a total of 108,754 handi-
capped and gifted children thoughout the country as of
last year. Almost 50% - 49607 — were found mentally
retarded or slow learners while 39,740 were gifted or
fast learners.

These local studies on handicapped and gifted
schoolchildren have shown that hearing defect ranks
third as the most common abnormality.

To date, however, no local study has been done
in correlation with mental retardation and types of
hearing defects among Down’s syndrome.

Glovsky (1966) reported that only 2 out of 38
Down’s syndrome childrne had normal hearing, for an
incidence of hearing impairment of 95% with sensori-
neural type being the prevalent type. Fulton & Lloyd
(1968) reported conductive type of hearing impairment
to he dominant. University of Colorado Medical Center
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found but 15 per cent bilateral normal hearing, 50 per
cent conductive hearing loss and 15 per cent sensori
neural hearing loss.

Results of my study of 16 subjects from Fanuary
1983 to September 1983 showed 14 sensorineural type
of hearing loss while 2 showed conductive type of
hearing loss.

CONCLUSION:

Based on the 16 cases. sensorineural hearing loss
is the predominant type of hearing defect among
children with Down's syndrome.

The useful audiometiic test for children with
Down’s syndrome are Phonak Selector, Free-Field
Test and Impedance Audiometry.

* Early amplification may be helpful in the rehabi-
litation of children with Down’s syndrome.

Jordan (1972) pointed out that even a mild degree
of hearing loss may have disproportional impact on the
mental retardate because he is less capable of compen-
sating cerebrally with the aid of his other senses.

1982 was the “Year of the Disabled.” Any co-
workmanship that might be utilized for the enhancement
on the growth and development of these affected
individuals will be of greate value. After all, these people.
the children with Down’s syndrome should not be
deprived of their needs.
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L. INTRODUCTION

The study of the temporal bone has always been
@ challenge 1o both otologists and radiologists. On one
hand, because of the different densities of its bony
compartments and the air-fluid spaces in and around
them, the temporal bone lends itself to radiologic
agsessment. On the other hand, the concentration in
such a small space of many important structures makes
the investigation quite difficult.

Films must be taken in positions designed to
reveal lesions in the key attic-additus-antral area which
in this case is chronic tympanomastoiditis with choles-
teatoma. :

Schuknecht defined cholesteatoma as the accu-
mulation of exfoliated keratin in the middle ear and
mastoid arising from keratinizing squamous epitheljium.
The otologist who not only knows the clinical course
of the disease in a particular patient but, who can cor-
relate the radiologic changes with the lesions seen
intra-operatively is in a favorable position to interpret
and correlate the radiologic findings of  the ear and
mastoid based on hus surgical experiences.

Unfortunately, some authors have shed some
doubts on the reliability of mastoid x-rays. They find
x-1ays of the mastoid unnecessary, of little help in
determining the extent and dimensions of the choles-

teatoma, and not reliable in excluding the presence

of cholesteatoma. This raises the question — Does it
help us and the patient in any way 1if ever we request
for it?

*Fcrmerly Residents, Dept. of Otolaryngology, UPCM-PGH
Health Sdences Center.

**Resdents, Dept. of Otolaryngology, UPCM-PGH Health
Sciences Center.

II. Objectives
The objectives of this study are:

1.  To correlate the ofticial conventional radio-
logic interpretations and surgical findings in patients
with chronic tympanomastoiditis with or  without
cholesteatoma.

2. To determine, based on these findings,
the specificity and sensitivity of conventional mastoid
x-Tays in evaluating patients with cholesteatoma.

III. Materials and Methods

This is a one-year prospective study of patients
with chronic tympanomastoiditis admitted into the
Department of ENT.UPPGH Trom Seprember 1982
up to September 1983. Included were 83 patients
with and without an impression of cholesteatoma.
Pre-operative mastoid x-rays consisting of un antero-
posterior, lateral, and oblique views were taken for
cach case. Correlations of the radiologic and clinical
impressions  were done intra-operatively by direet
obscrvation of one of the rescarchers, noting the grass
appearance of the lesions and consulting the surgeons®
operative notes alterwards.

IV. Results and Discussion
Table 1. Sex Distribution
Males Females Total
50(59%) 35(41%) 83

Of the 85 patients, 50(59%) werc males and
35(41%) were females, showing preponderance of miales
over females.

Graph 1. Age Distribution
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Most cases were in the ages 6-10 years and 11-15
years coniprising 21(31.34%) and 15(22.38%) patients
respectively, or a total of 53,72%, over half of the
study population. This finding conforms with those of
other investigators that chronic tympanomastoiditis is
indeed u diseasc afflicting the young,
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Table 2. Distrfoution of Lesions — Sidednews

X-ay Findings AU AD. AS. Subtotaly
() cholesteatoma 9 5 4 18
(+) cholesteatoma 11 17 18 46
Bilateral CTM w/

unjlsteral choles- 0 15 6 21
textoma o

Totals 20 37 28 85

(24%) (44%) (45%)

< ,

, 65(76%) had unilateral disease on either side,
with both sides being almost equally affected. 20(24%)
had bilateral disease. No one developed bilateral
cholesteatoma radiographically

Graph 2. Frequency distribution of Duration

of illness
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The duratior. of illness in years prior to their
admissions of those with cholesteatoma peaked at
6-10 years. Among those with CTM the peak was
at 5 years.

Table 3. P.E. lindings vs. X-ray findings

CLINICAL X-RAY  cTMS w)
CTM™M cholestcatoma

fetid mucopurulent discharge 18 67
hearing loss 18 67
otalgia 0 2
subperiosteal abscess/sinuses 8 32
stenosis, canal 3 1
aural polyp/granulation 8 29
epithelial debris 2 18
perforations: marginal 8 7
subtotal central 10 60
paralysis, 7th C.N. 0 3

Fetid, mucopurulent discharge, hearing loss and
perforations were universal findings. Those with CTM
without cholestcatoma had conductive losses ranging
from mild to moderate degrees. Those from the choles-
teatoma group had mixed losses with most of them
incurring moderate to severe conductive and mixed
hearing loss.
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Only 7(10%) of those with cholesteatoma had
marginal perforations. This is surprising in the light of
teachings that it is the marginal (total, attic) perforation
which is associated with the dangerous or surgical ear
in cases of chronic suppurative otitis media.

No one among those with CTM and 3% of those
who developed cholesteatoma radiologically complained
of otalgia. These had subperiosteal abscesses.

Subperiosteal abscesses, sinuses and polyps occur-
red with almost equal frequencies in both groups.

Facial nerve involvement was observed only
among those who had cholesteatoma and comprised
only 4%,

Table 4. Results: Comparison of the X-ray findings
with the surgical and clinical impressions.

Xeray Climical Swyiml Finding
L i impras L el lerosis only
C.T.M. 18(21%) CTM 9 50%) S(56%) 444%) 0
wi NSO 6(6T%) 3(33%) ]
chal. T oo
11(61%) (39%)
C./T.M. 6N TI%) CTM 12(18%) B(67%) 4(33%) 0
W
chol. CT™
w/  S5(B2%)  A4(BO%) 11(20%) 0
chol. ke o
SHTe%) 15(22%)

‘Clinically, 9(50%) of those with CTM on x-ray
had cholesteatoma. Only 6(67%) of these 9 patients
really had cholesteatoma upon surgery. Five patients
(56%) out of 9 with clinical impressions of CTM alone
tumed out to have cholesteatoma. Eleven out of the
18, or 61%, actually had cholesteatoma, leaving 7(39%)
without cholesteatoma.

Among those with radiologic evidence of choles-
teatoma composed of 67 patients, 12 were « diagnosed
clinically without cholesteatoma and 55 with choleste-
atoma clincially. Of these 12, 8(67%) had cholesteatoma
and of the 55, 44(80%) had cholesteatoma upon
surgery.

In both groups, we see a discrepancy between
the radiological, clinical, and surgical findings.

Validity of a certain diagnostic procedure is
measured by two parameters: the specificity and the
sensitivity. Sensitivity is the ability to identify correctly
those without the discase. These are expressed as
percentages. Put simply. the higher the sensitivity tlwe
fewer the false negatives, and, the higher the specificity
the fewer the false positives.

Computing for sensitivity:

persons w/ disease detected

—_ x 100
total no. tested with disease
for specificity:
’ diseas
persons w/o____ e 100

total no. of persons tested w/o disease



for those with cholesteatoma:

diseased not diseased total
+ 44 11 55
- 8 4. 12
52 15 67

sensitivity = 44/55 x 100 = 84.6%
specificity = 4/135 x 100 = 33.3%

In very simple temrs this means that given 10 cases
wherein cholesteatoma is considered, 8 cases will be
properly identified. However. the low specificity offscts
the sentivity. Which means that crroncous  diagnoses
of cholesteatoma may be committed despite its true
absence. There 1s still room for crror in ruling in or
out a diagnosis of cholesteatoma. What are the causes
tfor these errors? How could the otologist obviate
these mistakes?

While it is true that the mastoid lends itself to
radiologic  investigation, conventional techniques have
the interest defect of offering pictures which are the
summation of multiple structures located in various
planes in on¢ perspective, so that the small, structures
being investigated are relatively obscured,  Usually the
normal antral size has been placed at 6 mm, trans-
versely and 10 mm. vertically at full development.
Antra larger than these dimensions are considered en-
larp:d. The diagnosis of cholesteatoma radiologically
does not rest only upon this but is further qualified
by other criteria; erosive changes in the lateral wall,
widening of the additus ad antrum, and smooth
enlargement with a sclerotic border.

It is not a problem to diagnose the classic lesion
such as this. It 13 in the small or borderline lesion
where errors are most likely to be committed. This
may not be such a great task for the experienced
otologist who sees ear patients all the time and who
operates daily. but, for the ncophyte, the dilemma is
indeed great. This lies in the 20% of cases which are
likely to be missed out by x-ray. The limitations of
" conventional x-rays are voercome by tomography.
Buckingham and Valvassori have outlined the role of
tomography in the diagnosis of cholesteatoma. Tt is
able to define size and extent, status of the ossicles,
and anatomic variations such as low-lying dura, forward
lateral sinus, elevated jugularbulb,  carotid artery
displacement, all of which are important to the surgeon.

Clinically, parameters which should lead one to
suspect the presence of cholesteatoma despite the lack
of radiologic evidence include:

Long-drawn course of illness with fetid muco-
purulent discharge despite a seemingly innocuous
central perforation. This is especially true among those
who sustain hearing loss either with a large air-bone
gap compatible with ossicular chain disruption or
superimposition of a sensorineural hearing loss, It is

the experience at the Department that most of these
should no longer be considered safe in these instances.
The squamous epithelium of the auditory canal has
the ability to grow over these perforations and send
out papillary projections leading to the genesis of the
cholesteatoma within the middle ear cleft and mastoid
process. This has been bome out by serila section
studics of involved tympanic membranes by Abes and
Marquet. Those patients with epithelial debris should
be considered as harboring the disease. It can not be
over emphasized that subperiosteal abscesses and sinuses,
aural polyps, facial nerve involvement are scquelac and
constitute indications for surgical intervention with or
without radiologic evidence of cholesteatoma. Otalgia
may be regarded as a sign of impending complications,
obscrved among those with abscess formation and those
who later develop intracranial problems.

SUMMARY AND CONCLUSION:

Mastoid x-rays are still helpful in screcning for
cholesteatoma. It will detect correctly those with
the disease in every 8 out of 10 patients. However,
false or erroncous results may also be obtained.*It is
important for the otologist or ENT man to recognize
the signs of cholesteatoma otoscopically to corroborate
the diagnosis. It is advisable to use multiple views.
Even if the lesion is not obvious radiologically, the
alert surgeon should be able to recognize indications
for mastoidectomy thereby obviating life-threatening
sequclac. In the remaining 20% where  the clinical
assessment  and radiologic picture does not  reveal
anything sure the use of tomography may be of great
help.
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ANNOUNCEMENT

The next certifying examination (written and oral) in
Otolaryngology will be given October 1985. Inquiries
may be made through Dr. Mariano Caparas c/o Dept. of
Otolaryngology, Ward 3, Philippine General Hospital,
Taft Avenue, Manila.
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Hoarseness is the most common initial complaint
of patients with cancer of the larynx. In a study done
in UP-PGH from 1975-1980 by Flor, et al, approxi-
mately 71% of the patients with laryngeal cancer
presented with hoarseness and about 40% of which
were with accompanying dyspnea, attesting to the
fact that these patients were seen late and required
tracheostomy. total laryngectomy and irradiation.

Today., we are presenting a case of verrucous
cancer of the lurynx, seen in a relatively early stage and
treated with hemilaryngectomy and epiglottic laryn-
goplasty.

We hive here a case of a 63-year-old male who
was admitied because of hoarseness. His condition
started 9 month PTA as sudden onset of hoarscness
without any accompanying signs and symptoms. He
consulted a physician to no avail. Two months PTA,
he consulted an otolaryngologist because of progressive
hoarseness. He used to smoke 3-5 packs of cigarettes
a day for 27 years. Indirect laryngoscopy showed an
exophytic mass located in the anterior 2/3 of the right
vocal cord. The cords were mobile and there was no
bulging of the ventricle. Palpation of the neck did not
reveal any node enlurgement.  Direct laryngoscopy
revealed a plae looking exophytic mass in the anterior
of the right vocal cord with involvement of the anterior
commisure, Biopsy showed verrucous cancer. Partial
vertical laryngectomy was contemplated although total
laryngectomy with neoglottic reconstruction was con-
sidered depending on the operative finding,

SURGICAL TECHNIQUE. A trachcostomy was done
to provide anesthesia. The thyroid cartilage was exposed
through a midthyroid incision. An anterior cartilage

*1st Prize
**Residents, De los Suntos Medical Center.
***Consultant in Otolaryngology, De los Santos Medical Center.
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cut was made 3 mm from the midline on the uninvolved
side. The posterior cut was done 3 mm from the
posterior border of the thyroid ala on the involved
side. The cut was extended inferiorly and the sub-
plottic space was exposed. The anterior 2/3 of the
right vocal cord was involved with a 4 mm subglottic
extension. Frozen section of the margin of resections
were negative for malignancy. The large defect was
reconstructed by epiglottic laryngoplasty. In epiglottic
laryngoplasty the base of the epiglottis was mobilized
downward and sutured to the cricothyroid membrane,
thus, closing the defect.

COURSE IN THE WARD. Postoperatively, NGT was
placed, osteorized feeding was started. On the 3rd
post-operative day, he developed a pharyngocutaneous

- fistula, Basal crepilant rales were noted on the d4th

post-operative day. He was discharged on the 8th
post-operative day free of pneumonia. Feeding tube
was maintained for 2 weeks because of the fistula. He
was decannulized on the 3rd week.

Discussion

Carcinomas arising from the glottis are the most
numerous of all laryngeal capcers and are predominantly
a disease of the males. Over 2/3 of the patients are in
the 4th to 7th decades of life. Initial complaints are
usually intermittent hoarseness which  becomes a
constant hoarseness as the disease progresses. Continued
growth of the neoplasm is accompanied by dyspnea,
resulting from fixation of the vocal cord and reduction
of the glottic space.

The majority of glottic cancers are squamous
cell carcinoma, well-differentiated. Our case is verrucous
cancer, a variant of squamous cell carcinoma, It
accounts for approximately 1-2% of all laryngeal can-
cers. These tumors are clincially malignant but histolo-
gically benign. To date, none have so far metastasized.

Glottic carcinoma carries the best prognosis
because of the paucity of the lymphatic system. High
cure rates are observed with either radiation or surgical
resection in early cases. Early cases are defined as
tumors involving the midportion of the vocal cord
without involvement of the anterior commissure.
Survival rates can run as high as 90%. Ogura using
these parameters, reported a 92% cure rate with
irradiation. Brian and McCabe noted a S-year survival
rate of 78% for irradiation as compared to 83% for
surgery. With these comparable results, the preservation
of voice in early cases of glottic cancer makes irradia-
tion the preferred treatment.

The factors which determines survival depend on
the size, extent of the tumor, and the histological
finding. The most crucial factor is the involvement of
the anterior commissure. From here, the tumor can
invade by submucosal extension into the opposite
vocal cord, anteriorly to the thyroid cartilage, superiorly
to the aryepiglottic folds, and posteriorly into the



interarvrenoid region. With anterior commissure involve-
ment. cobalt therapy results drop to 26-67% as  found
by Sheehan and Stone.

Histologically. our patient has verrucous carci-
noma of the right vocal cord. Verrucous cancer has
the following characteristics:

1. microscopically as well-differentiated keratiniz-

ing squamous epithelium arranged in papillo-
matous folds

[ ]

. they appear grossly as warty tumors

3. the cletts between the papillary folds are traced
to the depths of the tumaor

4. tumor infiltration on broad bases pushes the
stroma with inflammatory reaction

5. cytological evidence of malignancy is absent,

Batsakis et al and Stell and Maran advocate
surgery instead of radiotherapv in the treatment of
verrucous cancer. This is because:

1. They are radioresistant. Ferlito et al reported
71.11% ncidence of recurrence, persistence of
the neoplasm with radiotherapy.

2. There is tendency to sarcomatoid and ana-
plastic transtormation when the  verrucous
tumor is irradiated. Anaplastic transformation
“was noted between 27 months following
radiotherapy.

3. Radiotherapy can produce perichondritis which
can enhance the local invasion of the verrucous
tumor.

4. More recent study shows failure of radio-
therapy in the treatment of verrucous cancer
which may be related to its lvmphocytotoxic
offects  wherein Ivmphocyvtes and selective
T-lymphocytes decrease.

Whether to do total laryngectomy or conservative
surgery will depend on the extent of tumor as classificd
by TNM. The patient is in Stage 11. T-NM
meaning the tumor extended subglottically ~  with
normal cord mobility. without any node nor distant
metastasis. Surgical treatment of choice was partial
vertical laryngectomy based on the criteria set down
by Ogura:

1. The cords should be mobile.

2. That the lesion should not extend more than

2 mm on the anterior end of the opposite
cord.

3. Posteriorly past the midpoint of the arytenoid
body.

4. Superiorly off the top of the vocal cord.

. The gross subglottic extension should not
exceed 5 mm.

]

Daly and Strong reported an 85% 5-year survival
rore with partial vertical laryngectomy. Ogura gave a
T3-5% cure rate with this operation.

After laryngectomy. the glottis was reconstruzred
L. To prevent aspiration postoperatively,
2. To improve the quality of the voice.

3. To facilitate postoperative evaluation  of the
larynx.

4. To prevent glottic insufficiency.

In our case., we elected to do epiglottic laryngo-
plasty because it was a one-stage procedure that pro-
vided an excellent postoperative airway and minimal
postoperative edema and cicatrix formation. The other
methods — conventionally used in reconstructing the
glottis are the use of keels. stents. muscle Naps. These,
however, tequired a 2-stage procedure and prolonged-
tld(hk()StUl\ly with a resulting less satisfactory airway.

The  patient developed a pharvngecatancous
fistula on the 3rd postoperative day. He experienced
severe coughing due to aspiration of secretions hrought
about by the defect in the larvngectomy site. the
Himitation of movement of the larvnx. and i+ coording-
tion of the swallowing mechanism. Maorcover, there
was inadvertent intake of vitamin preparation per orem
instead of per NGT. This was managed by NGT fecding.
local wound care. pressure dressing. und antibiotics.
Other causes of fistuly formation are inleetion. Taully
suturing technique. and inadegnate closure and recon-
struction. In our patient, we did a 3-faver sut iring from
the epiglottis to the skin.

Follow-up  on¢ month postoperatively zoaows
there was no aspiration. the listula spontaneous re-
solved, the voice is adequate but raspy, airy in character,
At this point, we would like to pause for an important
announcement from our patient.

We have presented a case of verrucous cancer
of the plottis documetned by laryngoscopy and biopay.
It is important to emphasize that these cancers have o
good survival rate when detecred and trogted
Haarseness should not be taken lighty and e theom
should be examined by larynpsoepy. The mathel of
manapement for Stage 11 verrucous cuncer iz pacri
vertical Taryngectomy. A new method of ree sistruction
using cpiglottic laryngoplasty was presoerted and the
complications were discussed,

eIy,
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INTRODUCTION:

. A
RN B o

The reconstruction of the cervical esophagus has
alweyvs been considered a formidable task and seems
to be a perplexang problem as far as local experience
is concermned. The numerous methods devised consti-
tute a tribute to surgical ingenuity. Von Mikulicz,
in 1884, was the first to reconstruct the pharynx
and cervical esophagus. Since that time numerous
methods have been proposed ranging from repair with
local skin from the neck by Wookey (1942); skin graft
with polyethylene tube by Negus, etc. (1950) to
bringing up portions of the stomach or colon in the
upper neck as reported by Hemlick, Shernan  and
other authors. However, in the last decade a single
aperative procedure has emerged as the most com-
monly used in reconstructive procedures following
‘Head & Neck Surgery. The construction of a medially
based deltopectoral flap devised by Bakamjan (1965)
is an exceedingly practical way to replace a sizeable
defect between the base of the tonpie and the distal
esophagus. In tact, it has become the work-horse of
ead and peck surgeons as it could provide skin or
mucosal lining whether it be in the lip, cheek, floor
of the mouth or pharynx.

The authors would like to share with your their
experience of using deltopectoral flap in the recens-
truction of the cervical esophagus. This case is the first
one done in the dept. of E.N.T., UP-PGH and probably
the first in our country.

CASE HISTORY:
L. V., 63 year old female, consulted for hoarse-
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**Tommerly Residents, Dept. of Otolatyngology, UPCM-PGH
Health Sciences Center.
=#%Assi. Professor, Dept. of Otolaryngology, UPCM-PGH
liealth Sciences Center, .

ness associated with difficulty of swallowing. Her illness
apparently started 5 years prior to admission when
she first developed horseness with slight difficulty of
swallowing large chunks of food. She was told by
a physician to have a mass on the left side of her
larynx, however, she claimed that she improved with
medications. Three years later, the horseness and
dysphagia became worse® such that food had to be
ground and swallowed with water. Apparently, she
felt comfortable with some medications. Four months
prior 1o admission she consulted an EN.T. specialist
who referred her to the Philippine General Hospital
for further evaluation and management.

Indirect laryngoscopy showed a fungating mass
in the area of ~the left supraglottis. Esophagogram
was interpreted as intrinsically normal and no neck
nodes were palpated. The patient was then admitted
and direct laryngoscopy showed a fungating mass on
the pyriform sinus area involving the left arytenoid
and epiglottis. Biopsy revealed squamous cell carci-
noma, keratinizing.

Technique of Operation:

Using an apron incision under general anesthesia,
the patient underwent total laryngectomy, total thy-
roidectomy and cervical esophagectomy.

Intraoperatively, the tumor was noted to involve
the left epiglottis, arytenoid, aryepiglottic fold, para-
epiglottic space, pyriform sinus to the cricopharynx
and downward to involve the cervical esophagus up
to about 5 cms. from the pyriform sinus. The involve-
ment of the esophagus was circumferential with areas
of induration all around the lumen but  without
obstruction. The lesion was submucosal. The left
lateral esophageal wall was breached by tumor in-
filtrating into the substance of the left lobe of the
thyroid gland and isthmus.

The esophagus was cut with a margin of 2 c¢ms.
normal tissue just above the level of the suprastcrnal
notch. Frozen sections of margins were negative for
tumor cells.

After generous washing of the operative site,
the use of the deitopectoral flap for the reconstruction
of the cervical esophagus was done in the following
steps:

(1) The left deltopectoral flap was measured,
marked out and raised to include the deep pectoral
fascia and axial branches of the first four internal
mammary perforating vessels.

(2) the flap was swing into positior through
the lower neck incision lateral to the tracheal stoma
and under the central bipedical flap.

(3) The flap of its distal end was then sutured
end to end to the upper proximal end of the divided



pharynx with a continuous inverting 2-0 chromic
catgut stitched on with tapered needles. The layer
was then backed up with well-spaced interrupted 3-0
Dexon sutures.

(4) The transported flap thén was tubed on
itself, raw surface outwards and buried beneath the
central neck flap.

(5) A nasogastric tubc was then passed and
the tubing of the flap was continued downwards using
the samc suture technique until the esophageal stump
was reached.

(6) On the lower portion of the tubed flap,
the oval opening of the esophagus was then carefully
sutured end to side at a convenient point into the
deltopectoral flap.

(7Y The sut end of the trachea was then sutured
with silk and chromic catgat 2-0 to form a stoma.

(8) 1 would then be noted that a small fistula
now leads oot onto the chest wall 10 the side of the
tracheostom: which was left open and the lumen of
the tube was decompressed with a suction catheter in
retroprade fushion up the tube as far as the pharvogeal
junction. Su:tion drains were then placed through the
flap on each side of the neck and the wound was
sutured in layers.

After une month, the second and final operative
stage was done. The proximal end of the deltopectoral
tube was divided and the flap was returned to the
chest with tree skin grafting done on the remaining
raw donor area, The lower end of the skin tube was
closed by simple inverting 3-0 Dexon suture and buried
beneath the lower neck incision.

DISCUSSION:

The desion of the deltopectoral skin flap is
medially based in which the borders arc superior,
the infraclavicular line: inferiorly, the Sth rib (2 finger-
breadths above the male nipple extending along the
apex of the unvior axillary fold): medially, (he first
4 intercostal spaces at approximately 2 ems. from the
sternal cdpet laterully, the entire deltoid region which
may be expamded to [it the surgical defect.

Ihe <upplyving vessels are: (1) the deltoid skin
is perfised by numerous musculocutaneous arteries
from the undertying musculature (7-16 arterics): (2)
the cutancous branches of the thoracoacromial artery
which cmerges from deltopectoral sulcus: (3) medial
to the cephalie vein. several musculocutancous arteries
penctrate the flap [rom the pectoralis major, cutancous
branches of the transverse cervical and suprascapular
arterics: (4) the anterior thoracic perforators of the
internal mammary urtery emerge in the intercostal
spaces approxinately 1 o¢m. from the sternum and run
laterally for 10-12 ¢ms. The second perforator is the
largest followed by the 3rd and the 4th. After entering |
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the flap, these anterior thoracic perforators turn and
course parallel to the skin toward :he deltopectoral
groove. These direct cutaneous arteries appear to be
interrelated through a medial vascualr arcade formed
by the mammary branch of the 2nd perforator.

Venous drainage is a dual system composed of
superficial veins in the subdermal plexus and the decper
paired venae comitantae which accompany all cutaneous
arteries.

Hymodynamically, the flap may be divided into
(1) a cutaneous (random) flap, lateral to the cephalic
vein and, (2) an arterial pedicle (axial) flap, medial
to the cephalic vein.

For the deltopectoral flap to survive, however.
the deltoid, thoracoacromial, and pectoral vascular
regions must be ‘fused’ and rendered solely dependent
upon the anterior thoracic perforators.

Furthermore, the advahtagesvof the deltopectoral
skin flap are many:

1. Its use does not result in further facial
cosmetic deformity.

2. This flap consists of tissue that has not
been previously insulted by radiotherapy or by surgery
and does not lie in the field for future radiotherapy.

3.  The deltopectoral flap represents tissue that
has an outstanding blood supply that is rarely com-
promised, even by small vessel obliterative disease.

4, 1t is the most dependable of all major
reconstructive tlaps and rarely requires delay. When
the flup fails, it is frequently on the basis of poor
recipient site, rather than mnadequate donor tissue.

5. This flup 15 mobile and can be moved ir all
planes without apparent compromise of tissue perfusion

‘ 6. It has a broad reach, being able to line
the region of the nasopharynx as well as other more
accesible intra-oral and oropharyngeal regions.

7. Tts dependent base favors venous out flow

8. It has a relatively hairless and non-bulky
character. .

It has been shown that the complications in the
use of the deltopectoral flap in cervical esophagus
reconstruction and other head and neck procedures
are predominantly due to operative placement and
the post-operative management of the flap which are
as follows: '

1. Construction of the pedicle either from
the tracheostomy  tie or from the passage of the
pedicle through a tight orifice to use it as a lining.

2. Traction ot the flap which leads to tension
necrosis or separation of the flap,
3. Transversely tolding tip of the tlup to

provide both lining and cover leads to ischemic necrosis,
4. Muyjor infection within a large dead space.



5.  Hematoma.
6.  Residual tumor on the site of flap appli-

cation.

7. - Fistula at the site of flap inset is potentially

dangerous.

8. Poor recipient site.
In our patient we did not encounter any com-

plication except for infection on the bare donor area
on the left chest. Closure of the lower pedicle stoma,
which is done on the 2nd last stage of operation, can
be performed as early as within 3 weeks. At this
time, the dissection along the lower and of the tube
can be carried out easily by blunt dissection. The pro-
ximal portion of the tube is amputated and returned
to the donor site. Caution should be taken to leave
an adequate length of the tubed flap in the region
of the esophageal anastomosis to effect easy closure
without compromising the lumen of the esophagus.

Two weeks after the amputation of the flap,

barium swallow was done and it showed a good passage
of the contrast material through the tubed deltopec-

toral flap. the nasogastric tube was then

removed

and the patient staried to drink and eat like she was
before once again.

SUMMARY:

The reconstruction of the cervical esophagus

foliowing cervical esophagectomy for extensive hypo-
pharyngeal carcinoma has been considered a formidable
task by many head and neck surgeons and because of
the difficulty, some may even shy away from the
operation. This paper shows one such case which was
reconstructed using a deltopectoral flap. The anatomy,
hemodynamics, advantages and pitfalls in the use of
the deltopectoral flap was discussed. It was demon-
strated that the procedure is really safe, easy and
practical for the otolaryngologist.
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stubbornly to a diagnosis however illogical it may be.

This case is therefore presented not so much
on accaunt of its rarity but to show how such a
condition can confuse even the astute clinicians, the
nnportance of interdepartmental consultations as well
as to suggest simple treatment procedures which can
be undertaken in emergency situations.

The diagnosis of the pediatric surgecon was cystic
hygroma. Certainly, a hygroma does not change in
size with crying. The most important single {inding
in this particular case, being the presence of air within
its cavity, hygroma, a form of lymphangioma, be-
comes too far-fetched as it does not contain air within
its confines. That it was ill-defined and fluctuant
while contributory are not as important.

On the other hand. a laryngocele of the external
type, that it will explain all the observations seen in
this case. Essentially, an air sac, it naturally will contain

- air fed it from the airway itselt on straning like crying
and emptying itself whenever the child is quiescent.
The value of the chest (larynx) closes on straning
thus buwlding up the air pressure in the airway up to
the level of the false cords consequently transmitting
it into pockets, if any. like the saccular appendix,
causing it to enlarge. And if allowed to continue, the
evagination  increases in size and may eventually
penetrate  through the thyrohyoid membrane and
form an external laryngocele, as in this case. Being
adjacent to the larynx, which in infant is a soft
structure, the same can be compressed and subse-
quently impede or obstruct the airway. Allowing to
cmpty itself during periods of gquiescence, it is only
logical to assume that it can and will diminish in size
thus reduce the pressure on the airway and relieve
the obstruction.

The failure 1o confirm finding radiographically
is due mainly to faulty technique. Laryngography,
being of limited application is seldom done. Expe-
rience, in most instance therefore, is wanting especially
when working in an infant’s larynx where teamwork
between the anesthesiologist and otolaryngologist is
cssential. Moreover, the opening of the appendix is
located in the anterior end of the ventricle so that in
the recumbent position, chances of introd introducing
the dye into its opening is next to impossible.

COMMENTS:

The case presented belongs to the external type
as it has penetrated through the thyrohyoid mem-
brane. Diagnosis may be verified by laminogram or
plain x-ray of the neck demonstrating air within the
sac. Small asymptomatic type need no therapy but
svmptomatic and infected ones require removal by
excision via a lateral pharyngotomy approach where
the sac is identified and dissected to its origin. Un-
fortunately, due mainly to lack of logistics, the
patient was brought home by her parents before any

definite therapy could be instituted or accomplished.

However, as initially suggested, if the condition
comes to worse needle aspiration of the contained
air could be resorted to as an emergency measure. If
this fails, which is lighly improbable intubation can
be donc.

SUMMARY:

A rare case of an external laryngocele is presented
to alert the practitioncr to this condition so that it may
be considered in the diagnosis of cystic masses on
the lateral aspect of the neck.
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LINGUAL EPIDERMOID CYST
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Lingual dermoid cysts, though rare, have been recog-
mzed as early as 1778. Although relatively simple to
manage, neglected cases are occasionally seen that not
only challenge the mettle of the specialist but so vividly
manifests the cruelty of ignorance to an innocent child.

CASE REPORT

E.S., a 6-year old female from Samar was admitted to
the Philippine General Hospital on July 12, 1983 for a
protruding tongue mass,

Past Medical History — The past medical history was
essentially non-contributory. The patient was bom full-
term, the first of three siblings. There was no similar
tllness in the family.

Current Nness — lllness dates back to a few days
after birth when the parents noted that the patient had
a diffusely enlarged tongue, No feeding nor breathing
difficulties were noted despite gradual enlargement of
the tongue. At 2 years of age, a local physician was con-
sulted and surgery was advised. However, the parents
were told to wat till the child was 7 years old so that
she could toleiate the surgery better,

No further medical consultation was made. The
tongue mass continued to enlarge and began to protrude
associated with slight difficulty in vocalization and
drooling of saliva.

Physical Examination — On admission, ¢xamination
revealed a pinkish, smooth, doughy, non-tender
9x8x6 cm lesion on the midline anterior aspect of
the tongue with areas of exfoliation. The mass was
protruding out of the oral vestibule, its ventral surface

*Formerly Chicf Residents, Dept. of Otolaryngology, UPCM-
PGH Health Sciences Center.

**Formerly Scnior Resident, Derpt. of Otorhinolaryngology,
UPCM-PGH ficalth Sciences Center
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riding on the lower lip. The central lower weth were
loose and deviated outward.

Surprisingly, the patient had intelligible speech and
only slight difficulty in introducing food into the
mouth.

Aspiration of the mass resulted in a light brown, tur-
bid aspirate with yellowish precipitate. Cell block of the
aspirate showed numerous neutrophils, few lymphocytes
and pinkish amorphous material.

X-rays of the mandible revealed a soft tissue density
which appears to originate at the floor of the mouth
with associated expansion of the lower teeth.

Operation — The anesthesiologist had no difficulty in
inserting an endotracheal tube. The tongue mass was
retracted anterior by an assistant and a circumferential
incision was made. The incision was so placed that as
much of the mobile part of the tongue could be spared.
The mass was well encapsulated and the surrounding
tissue (i.e. genioglossus) was easily separated with a wad
of gauze and finger dissection. Closure was accomplished
with two layers of absorbable suture. A retraction suture
was placed on the tongue,

Surgical Pathology Report — The gross specimen con-
sisted of a pinkish, globular, doughy tissue measuring
9x8x6 cm. The anterior aspect was covered with
mucosa while the posterior aspect was occupied by a
wellencapsulated cyst. The cyst contained yellowish
pasty material as well as brownish fluid.

Microscopically, sections showed a cyst lined with
compressed squamqus epithelium and filled with frag-
mented keratin. No skin appendages nor connective
tissue derivatives were noted.

The final pathologic diagnosis was *Epidermoid
Cyst”.

Post-Operative Course — A nasogastric feeding tube
was inserted and removed on the third day. The patient
was started on a soft diet and was discharged on the
sixth post-operative day, but on regular follow-up.

A dental consult was made regarding the lower den-
tition problem, It was the dentist’s opinion that the de-
formed permanent lower tecth could no longer be saved.
It was agreed that the plan of using a head-chin ap-
pliance to correct the mandibular deformity would be
beneficial.

DISCUSSION

Dermoid cysts are diagnosed more commonly in the
testes and ovaries, but may be found anywhere in the
body at an embryologic fusion point. New and Erich,
in a series of 1,493 dermoid cysts, found 103 cases
(6.9%) in the head and neck. Of these head and neck
cases, 23.3% were found in the floor of the mouth or
an overall incidence of only 1.6%.

When found in the oral cavity, demmoid cysts are
usually in the anterior portion of the floor of the mouth.
Very rare forms have been found on the dorsum of the
tongue and palate. ‘



Many attempts have been made 1o classity lingual
dermoids with regards to gross description -~ by posi-
tion, by attachments, by relation to adjacent muscu-
lature, Batsakis recognizes Colp's classification that
dermoid cysts of the floor of the mouth present in
either sublingual or submental position. It was Meyer,
however, who proposed an overall classification for these
Cysts.

Epidermoid cyst. Epithelial-lined cavitics surrounded
by a capsule without skin appendages.

Dermoid c¢yst, A cyst with simiar lining epithelium
but with skin appendages such as scbaceous and/or sweat
glands, hair and hair follicles.

Teratoma, An epithelialdined cavity mixed with
tissues (bone, muscle, glands) from all three germinal
iayers.

The most accepted theory on the pathogenesis of
lingual dermoid cysts is thai cpithelial debris or rests
arc entrapped during the midline closure of the bilateral
Airst and second branchial arches 10 form the body of
the tongue and floor of the mouth. Entrapped cells
during this fusion (fourth 1o sixth week of life) are toti-
potential blastomeres hence. any or all threcgerm laer
denivatives may be found in dermoid cysts. Studies in
chick and cat embryos support this theory. Other hypo-
theses being offered are ectodermal differentiation of
nitipotential cells which were pinched off at the time
of closure of the anterior neuropore and traumatic
implantation during uterine development.

Clinically, dermoid cysts are uncommonly seen at
birth or infancy. Gold et al remarked that congenital
epidermoid cysts of the anterior half of the tongue
are “‘extremely rare”. The majority of dermoid cysts
ot the floor of the mouth occur in young adults, before
the age of 35. This is i contradistinction to dermoid
cysts in other regions. There is no sex predilection.

Lingual dermoids are usually several centimeters
In size when initially seen. they are doughy to rubbery,
and are usually filled with a yellowish cheesy material
derived from the cyst wall. Pitting may be evident.

The usual presenting symptom is a slowly enlarging
intraoral swelling wn the floor of the mouth. Usually
found above the raylohyoid, the cyst mmay penetrate the
muscle and manifest as an extraoral swelling — a gradual
development of a *“double chin™ appearance. Difficulty
in specch and swallowing also occur.

Dermoids occasionally become infected and develop
sinus tracts which open intra- or extraorally. It is this
complication that some authors have in mind when
diagnostic aspiration is resorted to.

Differential diagnosis of any swelling in the floor of
the mouth include: ranula, cystic hygroma. hemangio-
ma. acute infection of the floor of the mouth, benign or
mahgnant salivary gland tumor, cysts of Wharton's duct,
lipoma and several other entities.

Treatment is complete surgical removal. The cyst is

casily enucleated by blunt dissection. The surgical ap-
proach varies intraorally or extraorally. The intraoral
approach is preferred for cysts lying between the genio-
hyoid muscle and the oral mucous membrane, The extra-
oral approach is suggested for cysts lying between the
geniohyoid and mylohyoid muscles.

SUMMARY

A review of lingual dermoid cysts has been presented
togcther with a report of a probabie congenital epider-
moid cyst. Review of literature has shown that a true
dermoid cyst in the floor of the mouth of infants is a
rarc occurrence.

The neglected case just reported is a most salient
argument on the importance of adequate intraoral
cxamination at birth and the proper timing of surgical
intervention,
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Introduction:

Juvenile nasopharyngeal angiohibroma s an un-
common neoplasm that occurs  almost exclusively
among  adoleseent nales. 1's biologic behaviour s
assochuted with potentially lite-threateming  hemorrhage,
local invasion and extension into contiguous structures.,
and at times with recurrences. Spontaneous regression
is viewed with skepticism by most authorities. Although
surgical extirpation is generally regarded as the treat-
ment of choice. radiation had been recommended by
several authors ju the past as (he prunary modality or
as an wdjune ive mode ot treatment, There had been
several case reports in foreign liierature of a sarcoma-
tous tovin .ol angiofibroma, We would like w report
a case. probably the st in ocal literature ot suree-
matous degencration ina masopharynpeal angiotibroma.

Case Report:

The patwnt was o 34 vears old Filipino male whoe
wis adinittet ity the Deproof ENTU of the UL-
PGHMC (orosix times because of recurrent and
recalvitrant copiolibroma, Te was st admiteed last

*Formely Scnior Residents, Dept. ot Otolaryngology, C1CM-
PCGH Mealit sciences Center
* Assistunl Crolosor, Dept of Otolatyngolopy, UPCM-PUH
Heabth Schoace, Cender
2 Rbrom b Dpt of Pathology . UPCM-PGH Health Sciences
Center
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1959 at the age of 12 for a two year history of episodic
epistaxis associated with left sided nasal obstruction.
The pre-operative impression was juvenile nasopharyn-
geal angiofibroma. On January 1959 he underwent
transpalatal excision of a left nasopharyngeal muss.
Sections of the tumor on microscopy were described as
cords of fibrous tissue composed of spindle shaped cells
and nuclei with plenty of collagen fibers. A portion of
the section showed clumps of chronic inflammatory
cells. There were also larger empty cavernous vascular
channels. This was reported as nasopharyngeal angio-
fibroma. The patient was subsequently admitted for a
second time because of symptoms of nasal obstruction.
In July 1959 a nasopharyngeal mass was excised and
histopathologic examination of the tumor was essentially
the same as that of the fist specimen. Post-operatively.
the patient received radiation therapy (3,500 rads) for
residual tumor.

The patient remained asymptomatic for 19 yvears.
In 1978, at the age of 31 there was recurrence of
epistaxis. Transpalatal excision of the mass was done
on January 1978. Tumor was removed from the
nasopharynx, left maxillary antrum and pterygoid
area. Microscopically, the cut sections displayed empty
cavernous, endothelially lined channels which were
unremarkable in a stroma of fibrous tissue, This was
again reported as angiofibroma. The paticnt was sub-
jected to post operative radiation of 3,500 rads.

A year after, 1979. the patient was readmitted
for the fourth time for epistaxis and left malar swelling.
He underwent partial maxillectomy on June 1979.
The microscopic findings were the same as the other
biopsy specimens in 1959 and 1978.

In 1980, there was recurrence of the left malar
prominence with proptosis of the left orbit. He was
readmitted for the fifth time and underwent total
maxillectomy with orbital exenteration on August
1980. Intra-operatively, the surgeon noted cxtension
of the tumor into the left orbit and apex, lelt ptery-
goid area, and base of the skull. Microscopically the
excised tumor displayed marked cellularity. The angic-
matous portion showed no atypicality. However. the
fibrous stroma consisted of pleomorphic, atypical, im-
mature . fibrocytes with large nuclei, displaying hyvper-
chromasia and occasional nitoses.  The histologic
diagnosis was angiofibroma with hy percellularity .

Several months later, in 1981, the patient wus
seadmitted tor the 6th time for bleeding from the lett
orbit and cxtension of the growth into the left middle
cranjal fossa. He underwent craniotomy for palliative
extirpation ot the tumor. The patient, however, suc-
cumbed two weehs post-operatively to massive septi-
cemmia.  The specimen grossly und microscopically
resembled an angiofibroma in it's basic archirecturd
pattern. Microscopically, there was a fibrous stroma
with vascular channels. On closer scrutiny, the angio-
matous portion was unremarkable. The fibrous com-
ponent was defivitely highly cellular. The constituent
cells were fairly immature displaying marked pleo-
morphism. Large vesicular nuclei could be readily



appreciated. In some parts multinucleated giant cells
with mitoses could be noted. These portions resembled
fibrosarcoma. The histologic diagnosis, verified by
three senjor consultant pathologists of the U.P. College
of  Mcdicine was angiofibroma with sarcomatous
degeneration.

DISCUSSION:

Angiofibroma is a relatively rare, histologically
benign but clinically malignant tumor with a predilec-
tion for the nasopharynxes of adolescent males.” Most
authorities deny the existence of a sarcomatous form
of angiofibroma. However, there had been several
reports to the contrary. Batsakis et al reported in
1955 a case of fibrosarcoma arising from an angio-
fibroma 10 months after extensive radiotherapy
(9.000 Rads).2 Hormia and Koshinken in 1969 report-
ed a case of angiofibroma which had metastases to
the regional lymph nodes and bone marrow.6 Gisselson
et al described a case in which sarcomatous degenera-
tion occurred in an angiofibroma after a benign course
of 21 years.5 Other reports include those of Figi and
Davis, and Handousa et al.4 This case resembles in
some respects the case report of Batsakis et al.

Shortly  after Roentgen’s discovery in 1895,
X-rays were used by physicians for the treatment of
various malignant and benign diseases. Leukemia after
radiation exposure has been well documented since it
was first noted in 1911. Shortly afterwards, malignant
tumors were reported among physicists exposed to
ionizing radiation as well as among radiologists and
uranium ore workers. Duffy and Fitzgerald in 1950
first  called attention to the latc effects of early
radiation for benign disease by the reported “minien-
demuc™ of thyroid cancer. Over the years, hundreds
ol epidemuologic and single case reports have appeared
describing cases of radiation-induced neoplasia.”7, 8, 9
It is agreed that radiation levels as low as 3,000 rads
can provoke malignant changes or growths.10

Cahan defined the criteria by which radiation
induction of malignant sarcoma of bone may be
determined. These criteria have also been applied to
wdentify radiation induced malignancies elsewhere in
the body: 1 »

1. microscopic or X-ray evidence of non-

malignancy in the initial lesion;

2. -presence of a newly formed sarcoma in
the irradiated field,;

3. relatively long asymptomatic latent period
(Modified by Allen to encompass 3-5 years);
and

4. histologic proof of the new lesion.

In this case, the initial histologic picture was
that of angiofibroma. After a latency period of 23
vears after the initial radiation (3,500 Rads), and
two vyears after the second radiation (3,500 Rads),
the tumor was documented to exhibit malignant
features. The specimen in the 5th operation showed
marked cellularity with pleomorphic, atypical cells

with Jarge hyperchromatic nuclei with mitoses. The
specimen in the 6th operation showed a highly cellular
fibrous  component displaying pleomorphism and
atypicality with large, vesicular and hyperchromatic
nuclei with mitoses. In some portions of the specimen,
there were large bizarre multinucleated giant cells
and mitoses. These findings are consistent with sarco-
matous degeneration not unlike the case reported
by DBatsakis. Thus, this case fulfills the criteria laid
down by Cahan to document induction of sarcoma.

SUMMARY:

A casc of angofibroma treated with surgery
and radiation over a span of 13 vears has been pre-
sented. Arcas of sarcomatous degeneration were iden-
tified- in the specimen last excised in 1981, Using
Cahan’s criteria we have classificd this case as sarco-
matous degeneration in an angiofibroma  post-radio-
therapy. While there are still those who may opt (o
treat  this newgrowth with radiation we feel that
surgery should be the treatment of choice. Radiation
should be reserved for surgically inaccessible lesions.
In presenting this paper we would like to underscor:
the possibility ol inducing malignant degenceration in
an otherwise benign lesion.
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THE HIGH RISK LIST FOR DEAFNESS
AN EXCERPT

Nelly R. Ledesima, MA

There is 4 high incidence of false positives and
false negativi -esults in a mass behavioral screening for
newdorn bakizs. Due 1o this reason  the US. joint
commirice on Hewborn hearing screening recommended
a more practicd and economical method of identifying
nfants with Learing loss. This idea brought about a
high risk list ot a sinall number of categories that would
identify o satisfactory number of hearing impaired
infants. Thesc vcategories have been referred to as
ABCD S of deafmess (Downs and Silver, 1972)
such as

1. Affected Family — The presence of any (ornn
of hearing loss ina family member.

2. Bilirubin Levels  Hyperbilirubinemia, referred
to as Jaundice, is a condition where there is an
excessive amount of bilirubin in the blood that
can he neuro-toxic to the infant at certain
concentration. Any free or indirect concentra-
tion is judued 1o be potentially 1oxic.

3. Congenital Rubella Syndrome or CRS
Rubelli at anyrime durng pregnancy and
sometimes hearing loss is the only symptom.

4. Declects of the Egrs, Nose and Throat .
malformed or absent Pinna, Cleft Palate or
Lip, uny abnommalitics of the first arch, and
ather anatomic abnomality of the otorhinoe-
laryngeal system.

5. Small at Birth — Infants weighing less than
1,500 erams at birth have greater risks of
heanny detects.,

In 1YR1. the Audiology Stafl at the University of
Colorado revised the list above to include the US.
joint commitice on newborn hearing 1981 position
statement. The sevised A B C D * S of deafness are as
follows,

A — Asphvxia, which is a condition where there

is u fach of oxygen (anoxia) and an increased
carbon dioxide tension in the blood and tissues

(known as suffocation). A supply of oxygen is
essential to the organ of coni, _

B — Bacterial meningitis is an intection resulting in
a neonotal meningitis may develop in various
times. Meningitis is treated with antibiotics
(kanamycin and gentamycin) which are often
potential ototoxic drugs.

C — Congenital perinatal infections E.G. gytomega-
lovirus, rubella, herpes, toxoplasmosis, and
syphillis. _

D —Defects of the head or neck like craniofacial
abnormalities cleft palate, and abnormalities
ot the pinna

E — Elevated bilirubin exceeding indications for
exchange transfusion.

F — Family history of childhood hearing impair-
ment.

G —Gram birthweight less than 1,500 :

The high risk list should be the basis of any infant

screening program. An infant with any of these factors
in his prenatal, perinatal or neomnatal course is at in-
creased risk for deafness. These factors are only seen as a
list and the importance of each individual factor is
overlooked. The information is the essential part of not
only the initial infant screening but also the audiological
follow-up and or medical higtory of any age patient.
Within these categories lies a wealth of information that
can aid the audiologist, speech-language pathologist,
otolaryngologist, obstetrician in the identification and
management of a patient.

SUMMARY

TABLE 1 is a reference summary of the risk factors
and their common effect on the hearing echanism.
However, this categorization is merely a guideline and
cach risk factor should be viewed as any human being
is viewed-unique, variable, and with endless possibilites.

TABLE |
Mort Common Manifestations of Hearing Loa

on-: Sensor- | Mixed * Uni- @ Bila- . Degree
High Rizk Factor  duc- . neursl lateral lateral |

itive -
Asphyxia + + Mild-Frofound
Racterial Meningitis + + SevereProfound
Toxo® + A Modemtg-Protound
Syphilis + + Severs-Profound
Rubelia* + + Profuund
CMVv* + + + Mild-Profound
Herper* + T ? ?
Defects of Head &

Neck + + 4 * + Mild-Profound
Llovated Bilirubin + + * Mild Profound
Family listory* + + + 0+ T+ Mid-Protound
Low Biithwelght + +

Modemte-Protound

*Theso [actom may exhibit progresive hearing and should by followed wbrindly,



Unce a chilg is 1dentified as At Risk’ and the
iutial screening 13 accompiished, further testing is
indicated for those who fail the screening. Follow-up is
by far the most difficult part of any screerung program
but without reservation it 13 the most imnportant aspect
it a screening program is to be successful.

A minimunm follow-up schedule ghould include
repeat testing at six months of age. At this time the
Audiologist should decide to test further or to disc-
continue follow-up based on the particaiar type of
testing done, and the results. [n cases of possible
progressive loss (see Table 1) automatic tympanograms
and serial audiograms should be done every few 1nonths
until speech and language skills are approyrate.

Lastly, although the high risk list cannot identify
every cause of hearing loss, it is the basic tool in infant
screening and early identfication. An understanding of
cach factor and the manifestations its exhibits eases the
task of the audiologist and aids in the diagnosis of
hearing loss in children,
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A CASE THAT MIMICS NASOPHARYNGEAL
CARCINOMA*

Wilfredo Z, Pinano, M.D **
Eusebio E. Llamas, M D ***

Introduction:

Malignant lymphomas may present as a primary
malignancy in the. head and neck. Lymphomas are
usually  classified according to whether they are
Hodgkin’s or non-Hodgkin's lymphoma. Hodgkin’s
lymphoma is characterized by the presence of the
morphologic feature, the Reed-Steinberg giant cell.
Non-Hodgkin’s lymphomas take the form of a cohesive
tumorous lesion composed mainly of lymphocytes and
rarely histiocytic cell types.

Hodgkin’s lymphomas maybe classified into four
types: (1) lymphocytic predominance, (2) nodular
sclerosis, (3) mixed cellularity, and (4) lymphocytic
depletion.

Non-Hodgkin’s lymphomas could be divided into
two: (1) reticulum cell sarcoma and (2) lymphosarcoma.
Reticulum cell sarcomas are lymphomas that arise from
mesenchymal cells such as the reticular cells of the
bone marrow and microglia of the central nervous
system. Lymphosarcomas morphologically would show
a typical lymphocytes undergoing active mitosis re-
placing connective tissue and obscuring distinct out-
lines. ’

History:

Qur patient is a 50 year old male, farmer, from
Iloilo who was admitted at the UST Hospital because
of difficulty of swallowing.

A month prior to admission, the patient started
to experience a dull pain over the back of the right ear

*3rd Prize
**Former Rcsident, Dept. of
Medicine and Surgery
**¢Chairman, Dept. of
and Surgery
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and nape. This lasted for a few minutes to an hour and
was spontaneously relieved by rest. The condition
persisted until the time of admission. There was no fever
nor vomiting,

Two days later, he started to experience fullness
of the right ear accompanied by an irritating, buzzing
sound. During the succeeding days, he noted that his
hearing on the right ear was not as keen as before, This
hearing problem progressively became worse up to the
time of admission, )

Three weeks prior to admission, other than the
above symptoms, his relatives noted that his right eye
was medially deviated. Four days later, he could not
close completely his right eye. Everytime he would
drink, liquid would drip from the right angle of the
mouth, He also had difficulty discerning the taste of
food in the anterior right half of the tongue.

Two weeks prior to admission, he started to have
difficulty in swallowing. He felt as if there was a lump
in the throat, occasionally while eating, he would choke.
His voice was also noted to have a nasal quality. On the
succeeding days, he noted his tongue to have weakened
and he felt as if it was shortened. With the progression
of the above symptoms, the, patient sought consultation
at the STUH-CD and was subsequently admitted.

Past History:

The patient had PTB in 1979. Medications were
taken for two months. He had otitis media of the R ear
and cataract of the R eye in 1980.

Pertinent Physical Findings:

Previous perforation at the posterior inferior
quadrant with secondary membrane in the
R ear

Palpate cervical lymph nodes in both anterior
and posterior triangles, as well as in the supra-
clavicular area

Diminished breath sounds over the R lung field

Neurologic Examination:

Cerebrum — patient is alert, oriented to 3 spheres,
good memory for recent and remote events

Cerebellum — he can do FNT‘ APST, HKST
(finger to nose test, alternate pronation-supina-
tion test, heel to knee to shin test) involve-
ment are all on the right,

Cranial Nerve
Trigeminal — diminished sensation over R half

of the face; weak masseter; absent R corneal
reflex
Abducens — weakness of the R lateral] rectus
Facial — peripheral facial paralysis
Auditory — mixed hearing loss
Glossopharyngeal — sluggish gag reflex
Spinal Accessory -- atrophy of the R sterno-



cleidomastoid and trapezius muscles
Hypoglossal — atrophy of the R half of the
tongue

Laboratory Examinations:

- The CBC is essentially nosmal.

The ESR is elevated at 50 mm/hr.

The CSF is essentially normal.

The chest X-ray rewealed fibrocalcific densities of
the R apex.

The skull X-ray is suggestive of increased intra-
cranigl pressure. A parasellar mass, however,
could not be totally ruled out.

Nasopharyngeal biopsies were done 4x which
revealed chronic inflammation.

R cervical lymph node biopsy revealed angio-
follicular hyperplasia.

Cranial CT Scan showed an enhancing R large
nasopharyngeal mass lesion, with extensive
destruction of the sphenoid, R temporal,
petrous asd basal occiput with basal intra-
cranial extension.

The course in the ward was a progression of the
above signs and symptoms with the patient dying on
the 71st hospital day from cardio-respiratory arrest.

Discussion:

Qur patient was admitted mainly because of
neurologic manifestations of. the disease particularly
the involvement of the cranial nerves V to XII. With
the P.E. finding of a big nasopharyngeal mass on
posterior rhinoapopy, documented by skull x-ray and
CT scan eroding the structures of the right base of
the brain, one cannot help but give primary considera-
tion to a metastatic lesion from a contiguous structure,
that is, the nasopharynx. Diagnosis of a nasopharyngeal
carcinoma is in order. Distant structures that can give
metastatic lesions in the base of the skull are the
lungs, breast, thyrold, gastrointestinal and genito-urinary
tracts. Infiltrative lesions such as reticulosis, leukemia,
and multiple myeloma are also considered. With re-
peated negative nasopharyngeal biopsies, a transpalatal
approach was suggested in the hope of getting a positive
result. However, our patient expire before such proce-
dure could be carried out.

Post-mortem examination of our patient shows a
building soft mass covering the R supra, pre, and infra-

auricular aress. It i most prominent in the infra.

auricular region where it measures 6 centimeters in its
widest diameter. On dissection, the mass which is
grayish-white, firm and fleshy, is noted to extend
towards the nasopharynx as well as towards the base of
the brain. Its borders are poorly delinated. On opening
the skull and removing the brain, we noted a soft
tissue mass bulging into the middle and posterior
cranial fossae with lifting 6f the skull bones.

Microsections of the soft tissue mass disclosed a

tumor composed of a diffuse monotonous proliferation
of lymphoblasts and large, atypical lymphocytes, with
vesicular nuclei and prominent nucleoli. The are
frequent mitoses, many of which are bizarre. These
lymphoma cells infiltrate into the nasopharynx and
adjacent salivary gland tissue and into the bony tissue of
the middle and posterior cranial fossae.

. The histologic diagnosis is Malignant Lymphoma,
Diffuse, Lymphocytic, and Well-Differentiated.

Going back to our case, there were some pitfalls
in the diagnosis. The negative nasopharyngeal biopsies
on several occasions should have alarmed the clincian
of other conditions that would simulate a nasopharyn-
geal carcinoma. According to Paparella, et al, 5-100% of
nasopharyngeal malignancies are malignant lymphomas.
Our patient did not manifest any single episode of
epistaxis. This may connote that the tumor lacks
mucosal ulceration.

We therefore hope, that with this presentation,
we should always consider other possibilities when con-
fronted with a mass in the nasopharynx.

402



