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EDITORIAL

.BE YOND 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 consMered one of its strongholds. Be that as it may, conflict of

interest is inescapable where other specialties exist so close.

Until recent years, our ]nends in the field of Dentistry have sent feelers,

if subtle, to expand into the fieM of Oral Surgery. "Instead of separate and

independent programs being conducted by (the Departments of) Otorhino-

iarr'ngology, Orthopedics, antt Plastic & Reconstructive Surgery" at the

UPCM-PGH ttealth Science._ Center), the dental people wouM like "these

diverse dtscipline.,_ to come together and set. up one training p.rogram 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-

ia_,ngoh)gy .... UPCM-PGH Health Sciences Center, ih a position paper,

expressed concern over the training program in Oral Surgery as submitted

by the Department of llospital Dentistry but nevertheless gave its whole-

hearted .aupport 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. Any thing short of this requirement was deemed

totally unacceptable a._ quality has always been a casualty of new initiatives

e,,pecially when the proponents are non-physician personnel o] the hospital.

" _..A..A[_. "
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PRESII)ENI"S PAGE

A CHALLENGE TO THE FILIPINO DOCTORS
MATER ARTIUM NECESSITAS

"Necessity is the mother of all inventions."

From the very beginning when primitive in-an/lrst discovered the use of fire jbr cooking his food
and probably to protect hitnseij_ to the harnessing of the power of the atoms, both ]'or peaceful and some'-
times not so peaceful use, to the latest advances in electronics which provides man the modern conforts
that we now etyoy, he have always been faced with a necessity and have always met the challenge to
emerge victoriou&

In these times of economic crisis and hardships, the f'ilipino medical practitioners, due to circum-
stances not necessarily to our liking, suddenly wakes up to find ourselves ]'ace to face with a trememlous
new challenge in the practice ofour profession-

We are conJronted with the problem that while the value of our peso isgetting less avul less, ttuzt oi"
the almighty dollar keeps going up and up. Since most of, our medicines, medical & ._urgicalinstruments
have to be imported, we come to the bitter realization that in the coming days, to acquire these lh'ings
will become more prohibitive _f not altogether prohibited. In simple lingo if something is not done pretty
soo_l proper medical care will be out of the reach for the 6bmmon "Tao."

This ts now the predicament facing us, l_llpino sons and daughters of tlippocrate_ We must come
to the aM of our nation and peopl_ Let us show the world that Filipinos are made of sterner stuffs and
can rise with the demands of the time_ Out 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 surgzcal instruments were availabl_

ttow then are we to meet and overcome the ]orthcoming dilemma ? It is not going to be easy, it
will take the combine dedicated efforts of all the people concern. However, let us take corn]Oft in the
knowledge that Filipino's ingenuity and practicality have ne er failed us in difficult sitt_ations before. The
demand oi"the 7_mes therefore calls for the following measure_

(1) lqe have to cut down on our penchant tor prescribing the latest and the most expensh'e 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 oi"these new procedures have undoubtedly made our task nmch easier. Howevt_,, sad to say, a few
of our colleagues have abused their use. Dear doctors, sometimes our oM reliable clinical acurnen can still
do wonders - and be depended ott

(3) Lastly we have to give more emphases to the value of research works. This is whc're our g_.)vern-
ment ¢x_uldprobably help. We do not have a lack of young and talented doctors willing to do _es_:'arch
works. The only thing keeping them away is the lack of'funding, which o]ten times to come from their
own mea$_ resoumes or sometimes lvom some public service oriented pharmaceutical companies. Beseareh
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 & sx,rgical instrument_
This will being down their costs, beside conserving our precious dollar reserves.

I'm very proud that our 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 r_wdeENT
headlights: a locally made operative nerve stimulator; the use of human hair as suture materials; and the z_se
of a local herbal plant in the treatment of pharyngitis, I'm very sure other specialty soci:eties are cloing
the same thing.

Before i conclude allow me to quote from another great man, "The greatest thing in the worm is
to kno_. how to be sufficient unto oneself, "Montaigne

./_ ...,L___/..,, 7..........-_
_"- / JESUS CO, .MD.



















utdize other materials for augmentation. Several factors man, 1816.

are significant in preventing graft absorption. Solid 4. Delpech, J.M.: Chirurgie Clinique de Montpellier,fixation and wide contact with rec!pient bone allow
neovascularization .,nd solid union._,lO Bone grafts on observations et Reflexions Tirees des Travaux
were isolated from direct contact with bone and subject de Ctfirurgie de cette Ecole. Paris, Gabon et cie,1823-1828.

|O resorption. Neovascularization io dense cortical bone 5. Tagliacozzi, C,_ De Curtorum Chirurgia per Insti-ls limited. Intact pcriosteum may enhance graft survival.
tionen. Meiti 1597, Faccimilar edited by Orti.z-Silicon implants have bee,t advoca.ted in some series,

and the reported incidence _)f complications has been Monasterio, I;'. Mexico, 1972
6. Nelaton, C. and Ombredanne, L.: La Rhino-!ow.23.24 it has been our experience that the implants

n_ayhave palpable and visible capsular margh_s occasion- plastic. G. Steinhill, Paris, 1904.
7. Washio, 11.: The retroauricular-teml_ral flap,ally associated with an erythematous hue, may be corn-

Plastic and Reconstructive Surgery Journal,
plicaled by recurrent cellulitis, may migrate in position, 43' 1969, p. 162.or may erode and extrude either through skin or mucosa 8. Orticochea, M.: A new method for total recon-

despite following all the rules advocated by some struction of the nose: The ears as donor areas,
authors, e_g, not too large an implant, properly shaped Clinics in Plastic Surgery Vol. 8, No. 3,481-505,
implants to sit in the nasal bone and use of antibiotic July 1981.
and steroids for irrigation, etc. Silicone can be pre- 9. Tessier, P.: Aesthetic aspects of bone grafting to
fabricated, but with modern power-driven burrs, bone lhe face, Clinics in Plastic Surgery .-.. Vol. 8,
can be quickly and accurately contoured to match Nt,. 2, Apr. 1¢.)81,pp. 27_.)-.302_
the defect. Taking of lican bone graft could be morbid 10. I'ecr, L.A.: The fate of autogenous hunaan bone

to the patient if proper tecimiques arc not followed, grafts. British J. of Plast. Surg_ 3:233, 1951.
Pahl in the iliac region on ambulation generally 11. Tipton J.B.: Closure of large _ptal peribration
resolves wtihhl 7 days with proper tectmiques applied, with a labial buccal flap. Plast. Recotls. Surg.
Bone can even withstand minor.exposure. Minor expo- 46:514-1515, 1970.
sure of silicone almost certainly results in extrusion 12. Wilson, J.S.P.: Personal Communication

especially in major nasal reconstruction. The auto- 13. Millard, D.R.: Total Reconstructive Rhinoplasty
genous bone grafts appear to be rapidly' revascularized. Plast. Reconst. Surg. 37:167, 1966.

Cartilage grafts for nasal augmentation also have met 14. Gillies, ll.D. and Millard, D.R.: Inlay grafting.
with success. Cartilage appears to survive by diffusion In Gillies and Millard: The principles and art of
of nutrients, and resorption is uncommon, unless corn- plastic surgery, Vol. 1, Boston, Little, Brown
plicated by infection. Autogenous septal and conclml & Co.-- 1975, p. 103.
cartilage is preferred whenever possible. We use tech- 15. Herbert, C.D.: A subcutaneous pediclcd cheek
aiques outlined by Sheen.28 In most cases, auto- flap for reconstruction of alar defects, British
genous septal and conchal cartilage is excellent; however, Journal of Plas. Surg., 31:1971, p?. 79-92.
when significant augmentation is sought and longitu- 16. Mustarde, J.C..: Repair and reconstruction in the

dinal pressure is exerted on the graft, such as in the orbital regi.on: London, Churchill Livingston,
post,traumatic foreshortened nose or severe saddle 1980.

deformity, bone is preferred because the cartilage 17. Converse, J.M. ¢edit.): Plastic and reconstructive
graft would ,mdergo deformation, graft curvature or surgery, 2 edition, 1977_

the warping phenomena. In conclusion, autogenous 18. Converse, J M.; Reconstruction of the nose by
bone is the material of choice for major skeletal re- the scalping flap techniquc. Surg. Clin. North Am.
construction of the nose. 39:335, 1959.

At the present time, nasal mutilation is still a 19. Converse, J.M. and Casson, P.R.: Malignant
great problem to the patient and a most difficult tumors of the nose. In Converse, J.M. (cal.):
challenge for _the surgeon. It takes a lot of guts, per- Reconstructive Plastic Surg. EdRion 2, Phfla,
serverance, skill, aesthetic know-llow and patience to W.B. Saunders, 1977.

rebuild a severely damaged nose. 20. Converse, J.M.: Cliniol application of the scalping
flap in reconstruction of the nose. Plast. Recons.
Surg., 1969. pp. 43-247.

References 21. Vieira, C.R.: Reconstruction of the nose with

1.. Labat, L.. De la rhinoplastie, Paris, lmprim_-rie malignant disease, Clinics m Plast. Surg., Vol. 8,
de Duce_ois, 1834. No. 3, July 1981.

2. Antaa, H.N.: Reconstructive Surgery for Nasal 22. Graefe, C.F. yon: Rhinoplastic, Be.tlir_Real_hul-
Defects, Clinics in Plastic Surgery, Vol. 8, No. 3, • buchhandlung, 1818..
July 1981 23. Antia, N.H., Darer, B.: Prefabricated Silicone

3. Carpue, J..C.: An account of two successful Nasal Implant.s, Plast. Recons. Surg. 52:264,
operations for restoring a lost nose from the 1973.

integuments of the torehead in the cases of two 24. Hiraga, Y.: Complications of Augmentation
officers of His Majesty's Army, London, Long... Rhinoplasty in the Japanese, Annals of Plastic

338



Surg_ Vol. 4, No_ 6, June 1980, pp. 495499.
25. Hiraga, Y.:I Problems of augmentation rhinoplasty

from the viewpoint of complications. Jpn L.
Plast Reconstr. Surg. 18:4442, 1975.

26. Davis, P K.B. et al: The complication of silastic
implants, experience iwtb 137 consecutive cases.
Brt. J. Plast, Surg. 24: 405, 1971-

27. Lipshutz, H.: A clinical evaluation of subdermal
and subcutaneous silicone implants. Hast° &
Reconst_ Surg. 37:249, 1966.

28. Sheen, J.H.: AeSthetic Rhinoplasty, St. Louis:
Mosby, 1978.

III I I il I I i I liB

U.P.-P.G.tl. Medical Center
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Section of Audiology

Complete pediatric and adult audiolqgical and
neuro-otological examinations are now available to
charity and private patients at Ward 3, Philippine
General Hospital. Services include full diagnostic
work-up and rehabilitation program.

Referrals may be sent to the clinic c/o Dr.
Ernesto A. Nueva Espana, Section Head, Monday
to Friday, 8:00 A.M. to 4:00 P.M.
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rhc Phil. I 9'78 1980, 1981 were included m this study, 01 these
.R_ul.of Ou.,.. reports, 36 underwent frozen sectiondiagllosis. 'In all
Head & Nock _;;.is_,:s,t.hc specimeu subndtted was a superficial lobec-
S,rgery tomy. rile formal biopsy results were obtained from the

pathology report., while the frozen section diagnosis
,_as found either in the final written pathology report
or in a special handwritten frozen section report by the
pal hologisl who had then inserted it in tile chart.

TIlE VALUE OF FROZEN SECTION DIAG-

NOSIS IN PAROTID TUMORS The results were divided into two categories, benign
and malignant lesions on fl,e basis of the formal hi(:psy
report or permanent section diagnosis. Within these care.
gories, the frozen section diagm,sls was compared to the
final biopsy report and placed under ;ubcategorics
correct arid wrong benigrl, arid c_rrect and wror>g malig-

uaHt diagnosis_ The wro[lg frozel3 sectic, n diagnosis

Dr. Rodolfo B. dela Cruz* were compared with the permancr:t .se,.;don diag-
noses or final biopsy reports.

Dr. Rodolfo P. Nonalo*

l)r_ Napoleon Ejercito** RESULTS

'fable i. I_nign lesions

INTRODUCTION Permanent Section Frozen Secti(m Diagnosis
diaomsis Correct Wrong

17rozcn section diagnosis has been utilized by sur- ......

georas and pathologists for ahnost a hundred years. The 1.. F'leomorphic adenoma 20 0' " 2_ Chronic parotitis 1 0
skill and a_curacy of' this ,;echniqt,e have mlproved
daring the intervening years. This frozen section diag- 3. Parotid cyst 1 0

' 4. Lipoma 1 0
nests is now accepted as an illtegral Iool in the diagnosis
and management of diseases of 'various organs like ttle 5. Oncocytoma 1 06. Warthin's tumor 1 0
breast, thyroid and some other's. The histologic diag-
nosis is often a problem in frozen, section.. 7. Neurinoma 1 0

_'he objectives of our paper are tim following: TOI"AL 26 0

,. To fred out whether frozen section diagnosis in Of tile 26 parotid tumors reviewed which under-

parotid lesions is a reliable guide fbr mm_ediate decision went frozen section diagnosis, 26 were benign (table 1)
te.?,arding surgical therapy, and of these, 20 were pleomoqflfic adenornas, 2 were

2. To determine the accuracy of ffrozen section in due to intflammatory dimam (ch[onic parotitis and pare-
benign versus mal_nant lesions of the parotid, tid cyst'), 1 hpoma, I oncocytoma. 1 _-arflain"s minor,

3. 'To detemlme the freqt, ent histopathological and 1 ncurinoma. Incidentally, a case of lymphocytic
diagnosis of parotid tmnos_ lymphoma was diagnosed as benign by frozea section.

All of the 26 benign parotid tumors were diagnomd
Tile decision to proceed with further_t.lrgery which correclly as benign by frozen section, therefore I[X)%_

"r_a'. involve SacTfficc Ot the facial nerve and radical "l'houOl tire paflmlogists would nor_'commit as to the

lice", dissection may depend upon the frozen section definite histopathological diagnosis, ,but rather merely
alan.nests. Prc-operati_c biopsy of salivary gland tumors labelled it as benign. A benign lesion by permanent
is c,ot advocate0 t_ecausc of the danger of seeding of section diagnosis was never diagnosed as maEgnant i_y
cancer ceils. Frozen geclJon diagnosis is also utilized in frozen section.
detcrmining lines of resection. It is for these reasons

v!vy ihe authors have ventured on establishing the Table2. Malignant lesions
ac,gt.,racy of tills diagnostic lool. ]]le accuracy is of
t.ot!;sc affected b_ various factors like competence of Permanent Section Frozen Sectiol_ Diagnosis

he sorgeou and the pathologist. .. d_j_ag.nps!s......... Correct Wrong
1. Mucoepidermoid CA _ 1
*_ At'lenocarcinoma ] 0METHOD A ND MATE R IA L _"
3. Adenoid cystic CA 0 1

Records of 86 parotid specimens dlat had been re- 4. Acinic cell CA 0 1
;noved and diagnosed at UP-PGH Medical Center of ........................

TOTAL 6 3

*_::)rmerly ScrtK)t ReIidents, Dept. of O_ol_yngol_y, UPCM-

tCt-1tlealth Sciences CenteL note: a case of 12rmphocyric lvmphoma wa; diagnosed**Profes..mL Depl. of ('_olaryngology, UPCHM-N_;H llealth " '
Sden_s Center. by frozen section as benign.
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Only 9 c,f the 36 lesions studied (125%) ploved to be for example low grade mucoepidermoid may be treated
maligi_ant (table 2), and of these, 6 were nmcoepider- by superficial parotidectonly, whereas high grade lesiotl
mold CA, I adenocarcinorna, 1 adenocystic CA,and. 1 may require total parotidectomy. In ca_ of ademm'

acinic cell CA., The malignant tumor was acc...tratelv diag- cystic CA which tends to invade nerves via th.e perineu.
need by frozen section in 6 cases, and 3 were incorrect- ral lymphatics, sacrifice of the facial nerve ma)N _ re'

ly diagnosed a_ benign, Therefore, if one art.' to consider quired.
tile overall accuracy ,-,.l"t_ozen _ction for both benign The frozen section diagnosis we obtained for b,', ::r

and maligr,:mt ',?arutid tumor it will be' lesions appear to be 87% accurate In reports , ,me

(26_) abroad, the accuracy of t"rozen section in benign lesitmsbenign 87% ranges from 02 to 98 percent. This involved huge num.
g30/__ ber of specimens. The result for malignant lesions was

60%/6_ considerably less reliable,,, only 60%,, We have to statemalignant \10j here that most of the frozen section diagnoses were

(If the 56 tmrotid tumors seen in 1978, !':)80, and mostly only stated as benign or malignant. I'he patho,

1981. 63 were benign and 23 were malignant as shown legist would got commit as to the histopatholog? Ne.
in table 3, Of the benign lesions, 42 were pleomorphic vertheless, such dmgno_s of benign or mah_tyaant is of
adenoma, which is more than orlehalf of all the benign great help to the surgeon.

lesions. While of the malignant lesions, 12 were ml coepi- in this study, one will see the difficult), that is en
dermoid CA, wb.ich is about 50% of all the !rlaligixant countered by the pathologists .in low grade ,llu.__c..

lc_mns_ B;' the wayunder indigmutt turns a6 51-,:,uldbe epidermoid CA and lymphoma, in fact these are th,'
added o <yv,:,_-ceh(_.A. lesions where the pathologists wrongly digano_d tt as

r._._ benign by frozen section. In the case of salivary glaml

_,t_l,._.J_,owt MAl.,_,_anrrt_,,. tumors, or elsewhere, and occasional false-negative

_,......... ._....... No. P...... t,_,,. N,_, diagnosis c,f cancer is unavoidable, but false-positive
0._.o., rh_,.,-_, dignosis should be a rare and vanishing phenomenon

t. PieorrH_phjca,_n,..,,_ a2 '1. MucoepidmrmoidCA Please take note that in benign lesions, tile patho-
:, w.._,=._.,....... :, ".) to,_,._- , logists never nrade an error in the frozen section diag-3. Re_ltr)ve hyl'M'q',laltl of b) Ihgh gltd* 3

........,aJ_,,,_.,,,,_._. 3 7. A. ..... m._.. :. nests. However. in malignant lesions, the pathologists
4 ( 21t,)OJC pat¢oHtt_ 4 3, A_4flO itl _'_l|lk( CA ._

5. t*arottdcy'd ]l 4. _,mle..ll(?& 2 made only 60tTe correct diagnoses. From here we ca* ,

6, A,:imf cell _10e,_on_t 2 5. Lyll_[Mtot':y|ic ;ymldl_nl_

7, (3. nnic gra0ui .......... 6. ha:inlc__ellCA X surmise that the human factor plays a great role, where..
...._.............."":....... in the pathologists tend to err on the benign side rath,-"

,. _. .... than on the malignan side,
9. t. lllC(K'y| o,'_a

._.._:,,._,.,,,., This study is retrospective_ Nevertheless. this stud*
I :. I¢l*rH:w_t c t.t¢.t*ol,_

_.,,,,,......,,> has emphasized several ,salient points. First. the unsati>
'tOI_,t_ 6_ ?-_ factory results of I'rol, t'n section diagnosis ill maligt_,,,q

salivary gland tunlors The surgeoll must consider r, "
Tabl: 4 w.ila. show tilt: pern+anent secti,.+It diagnosis validity of a frozen scc.t.lcm diagnosis before emba_ 2

and ,he ,+,,rrcsp, mdirtg wrong frozen sectiolt di,lguosis, on exntesive, deforming surgery_ lt_e i,ver:lll result F...

AcitiJc cell CA as ce[h.,lar mixed tumor. Adenoid cystic beRign lesions is salislactory. However. the surgeol_ mt_ "
C.,X as bc,_ign mi×ed turner, mucopcidermoid CA arid emphasize to the patient and family when a being- ' ,.
lymphocytic lymphoma as benign, zcn section diagnosis has been made because it ma. r" :

t._,+, necessary to recall the patient later for a more extensive

_,,,,,,,_,,,s_c,i,,,,t_,,_,_, w,,=sF,_.,,n._|i,.. IX._,,,i_ t-:section.
l, Acmlc :ca ('A . Cellu_rt mix©d tumt, r

2. A(_q,otd r'yz;tC (.'A, _td_f_ mixed tumol

3. _,_,:,.,,,,,,-,.,,,,,_<._ _Jt,| Secondly. the snrgeon shotlld assume an active role in
• . t,,_,,_..,,,,_.,,,.,,...... _,_ evaluating the frozen section diagnosis. He correlates flus

DISCU SSION with his gross finding of the parotid tumor in the ,,>pera-
ring room,as well as.with the history and associated siFr)s

(.)hi2 ir'_dicat.,ion that has lead the author y, LO,_o rote and symptorns before determining the immediate sut i

this frozcxI seclion diarglosis study is the irn,uediatc need gical therapy.

to decide ,,m Ihc type o1 surgery especially duling ills- Finally, it" there is any doubt on the part of the i,a-
tancc_ wl,.crein you arc almost convinced of the dire- thologist regarding the frozen section diagnosis..i.d the
nests and all you need is another evidence that will pt, sh surgeon has some doubts himself, then th,_" st.rgeol_
you to ln:_kc the final surgical decision, This is very true should be conservative or proceed no further m his sur-

fer parotid tumors, some surgeries of which are quite gical in_.ulagelllont arid await the formal biopsy result
deformin_,_ For ;.t bemgn rnixed tumor, a supcrl]cial
parotidrctnmy nlay bc adequate the.rapy, rf mute,,,
cpidermoid CA, Js el)countered, the problem becomes BIBLIO(';RAPHY ,

more com.plicared in :Is much as the proccdu-,:: mtt_ be _,f

modified accc, rdin?, to the differentiation ut the t:mu._r, Calcatera. '[homas and Paglia, Donald: AccUlat.y
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The Phil. Amatsu trachoe-esophageal shunt were subjected to
.lourof Oto. various tests and procedures. 1'he patients were divided
Head& Neck into two groups i.e., those who underwent operation
Su_cery 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.

SPEECH EVALUATION OF AMATSU Three normal speakers of the same age range or tile
SHUNT SPEAKERS test groups were included to serve as control.

The general data of these group of patients can
be seen in Table I. This summarizes the TNM classifi-
cation, age at operation, sex and the cliniciaal's sub-
jective evaluation of speech intelligibility bas¢d on the
criteria used by Leipzig20 et al.

Joselito Jamir, M.D.* Table lI shows the different parameters used in
evaluating and analyzing the voice obtained following
the shunt operation.

A. Quantitative Measures

1. Introduction 1. Sustained vowel duration: The patients
were requested to phonate the vowel A

Until abotJt a decade ago, chnicians had always and the duration (in seconds) he can sustain
feared carcinoma as one reqmring medical and aggressive such sound were recorded.
treatment to cule the _ disease In the process, most 2. Counting per breath: Patients were asked
clinicians are left with a surviving patient who is psycho- to count from 1-10 and repeat it as many
logically an_ elnotionaUy depressed as a result of the times as he can in just one breath.treatment. This is specially tnJe of' head and neck
cancers wberehi a disfiguring operation has been the 3. Syllables per breath: Patients were asked
mainstay of surgical treatment. However, in recent to recite the alphabet.

years, there has been a drastic change in the attitude of 4. Words per breath: Patients were instructed
physicians, l'here is now more concern with the quMity to read from a list of two-syllable words
of life after treatment rather than just an emphasis on specially drawn up by the researchers for'
the prolongation ol life. this purpose.

Surgery for carcinoma of the larynx is one of The tests were done with three to four patients
those fields _'hereirl this dramatic shift has occurred, alternately at one sitting.ttence, there was essentially
Emphasis is now placed not only on the extirpation of no prolonged rest period interval between tests. The
the malignancy but also on the conservation or res'tor- gap between tests is less than a minute or to be more
ation of speech of lhe 0atient. This is evidenced by the precise, just two to three breaths as the case may be.
abundance of literature arid new techniques on con-
servation laryngec.tomy, Three trials were taken on all these parameters

and subsequently recorded. However, only the best
Whenever a new surgical procedure is proposed, it trial for each patient was taken into account m the

is important _:c define the rationale for the procedure subsequent computationi. Each subject showed fairly
and verify the supposed advantages over the standard consistent results in this aspect of the study.
approach, if such a new operation is not truly based on
anatomic, physiologic and/or pathologic facts and does 5. Words per minute: This was computed

• from reading certain key sentences in the
mtatomic, physiologic and/or pathologic facts and does text used in the tape recorded portions of tl
not offer any substantial advantages_ then there i,. no the examination.
reason to advocate changing from the standard approach.

B. Qualitative Measures
With those views in mind, the speech obtained

following the Amatsu technique has been evaluated 1. Level of intelligibility: Patients were made
and analyzed according to quantitative and qualitative to read some paragraph from a standard
parameters, textbook.

During the above procedure, the subject's voices
11. Materials and Method were recorded using a song tape recorder. The results

A total of 17 patients who had undergone the were recorded as percentages of the correct numbers
of syllables or words as perceived by the listener-judges

*Asst. Profesxt-,r,'Dept. of Otolaryngology,UPCM-PGIl llealth over the total number of test syllables or words as the
Sciences Center case may be.

343



l'he listener-udges were made tip of resident observed to be unable to pronounce the consonant H

_o_tc3rs ant medical students. ] Furthermore, sevmal in combination with any of' the vowels. All test groups
sets of lexl were u._d to mmirnize familiarity on tile comtnitted th,s error lhus raising the possibility that
part of the listener-judges. The judges were also unaware the sound production of tile consonant l-! is forever
who the normal speakers were and those who had an lost among the ._matsu shunt speakers. ]t has been
operation. All these _fcguards were undertaken to postulated by Koike el all3 that this may be a function
provide, as, objective an: assessment of the recorded of the larynx as an articulator.

voices. A study of the inadequacy index would tend to

2. a,dequacy- From the recorded portmns of co|d"mn our hypothesis as evidenced by lhe results in
the test procedure, the number of pauses group A. These patiet]ts have become so used to their
of _he test groups as well as those of the speech and have really developed it to such an. extent
c_atrol group were determined and com-. lhal five patients have no inadequacy wha.ts3ever and

pa,'ed, The san,e was done regardin_ the two patients have only partial inadequacy. Subject 2 of
duration of time it requited all group,,." to B-I and subject 2 of B-3 have apparently adopted
fimsh reading the text. Index of inadequacy quite _eli and rapidly, Howevvr. fhese lwo patients had
•aas then COlllpuled as a percentage using slrong motivations to reacqvnre speech. We fed that
the following7 forn ula: patient's motivation does play a greal rc, le in the dev-

i,,,a,_,:.> ,,a,x - .9o,._:KL,,u,e,_(,s).....:_9.._gr.p,,u_, (() _ _0o clopmcnt of shunt speech..

so. o_p,u,_{.'i Anotehr valiable that has to be cor, sidered is the

I J ri,,,:.!_:!_u_!.r,O{.'.;'l--._l_'i.m_.,:..,r_,)r_(c}, I_m p:ltienl's vital lung capacity. lhe procc..t_.,rc a[-ter all
l'i_e rcq_i.'edt(') requires the diversion of puhnollary a]_-t_ lbe eso..

111. Results and Discussion phagus.. Sub ect " of group B-2i'; an athietic {3')".,eand
has good p|,irnonar.v function whereas s,Jbject 3 of

"l'able I.\' sho_s tile quantitative results of the group P,.-2t,; .)flhe sedentary type.
speech evaluation. Group B-2 patients have markedly '
iower values than gr).q.) A. o, group B-I. These data
show a tendenc> or _rend that sontehow duration after In compariscm with the resui(s obtair_ed by other
the operation is a factor that has to be evaluated too. researchers (1"able VI),4,6 ,,34"19 the Amats_a shunt
This points cm! the possibility that speech proficiency shows that all test groups arc t]efinitel.? better than
is directly related to the duralion after the operation, those of the esophageal speakers. It ats'co ;ompares
ARhough patients can speak quite well after the removal favorably well with the results obtained from other
of' the catheter required 1o keep tile shunt patent rehabilitative procedures that ,'.ire cor, m3only being
shortly ariel the operatiorl., the patients still do need used now.
time to adjus_ well t o the new [onn or mode of speaking

to obtain n,axtmum efficiency. Our lirnited number of Although ,30 pro-selection of sub.jc'ct_, _ere carried
subjects and the presence of overlapping values, bow- out, Leipzig's subjective crileria tend to place all the
ever, prevent us from n-,aking sl,ch an assertion. This subjects classified as grade I except for one subject.
rmssibility needs fi.irlhe.r study in this matter. 1"he results obtained using fhe objective assessment

Subjecl 3 of test group B-l, although underwent |nettmds showed that although all groups do have
essentially a tracileo..esophageal shunt operation, has excellent .conversational ability, phonetic assessment
a different location of tbe shunt. Unlike the other showed that there is atill room for improvement

su_iects_ this parmot had his sliui_t situated in a lateral regarding tracheo-esophageal shum: speaker; as well as
position and i,ot m the ceater as in the usual procedure, intrinsic defects (the inability t:o pronounce H wI_en
'Tl..is slight variation m the surgical technique ma_' used in c_.)mbmation with a_ty of'tqe fivevowels).
a:count for._he seemingly poor results in comparison
_itl_ ,he other subjects. this patient has 'to generate Although our results tend *o show chat tracheo-
greater pressure to keel: the. shupt patent during e_phageal shunt speakers are better than omer alaryn-
pl'_onation, thus, he l,as to make more pauses and geal forms of speech, we hesitate, to make that con-

requires more tnne in comparison with the other clusicm because of the limited number of 3ubjects
s_ojecls as _ell as with. the control. However, in table involved that precludes any statistical test of reliability.
V. all the sublects, irrespective of the, group, have a Fm_hern_ore, allowances shou d be given for possible
high intelligibility rating save for subject 3 of group differences in test meastlres, patient's physical fimess,
B-.2, This patient has .lust been operated on a few motivations, practice and farni.lv encour_,;;entent arl.d
_eeks ago and has not really adjusted to his newly sq_porl.
acquired speech.

Generally and collectively, the Amalsu shur, t IV. Conclusions

;peckers compare favorably with both the control -l'he Amatsu shunt speakers apparen(ly t:ave good
group and lhe results obtained bx other researchers fur results as far as quantitative at3d qualitative p3rameters
normal speaker_ (Iable VI). However, they were used in this study are concerned.
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Although the Amatsu technique can be done BA YI SU NGE LO

to all cancers of the larynx requiring surgical manage- GU BE YO SA NGI
ment, individual variables like motivation, physical
condition, pulmonary function, f,rnfly concern and MO GA BI YU SE

cooperation have to be considered. However, in PI MU GE BO YA
group B-2 patients the procedure was done without
any consideration to these individual variables. TE PO MA GI BU

KA TI PU ME GO

Summary HU KE TO PA MI
A grou? of 17 patients were subjected to a

variety of te_t measures to determine the quantity and NO HA Kl TU PE
quality of voi,-:eproduced following Amatsu's technique R1 NU HE KO TA
of rehabilitation procedure for laryngectomies. 2he WE RO NA HI KU
parameters used were sustained duration of tile pro-
longed vowel, counting per breath, syllables pet' breafli, DA Wl RU NE HO

words per breath, words per minute, level of intelligi- LU DE WO RA NI
bility, adequacy of"voice produced.

The results obtained were remarkably better NGO LA DI WU RE
than those of' esophageal speakers and closely app_.oxi- S! NGU LE DO WA

mates the normal voice. Furthermore, the advantages YE SO NGA LI DU
over other procedures were enumerated.

r_lt_. ASO ISLA NGUNIT RILES GULONG

s. _m, _ _._o_,.t_ _ DAMPA AKO ILAN TAO PAYONG

_t il _ T4NIli0 62 _t MANOK DUKOT APOY INOM SALAT
2 M Gk-mt¢ TINOI _ 61 E_k,m t

._ . Ga.._ h_t0 4_ _.. PINTO NAYON GABI BABOY TUWA

4 a s_mo.r_ r_t 0 s_ ta._=_ RELO UKOL PAWLS GABAY BATA
5 M SUlmqloek T2NoM O 56 _1

* u _ 'r3h_#0 d_ _.d:_, SULAT YAGIT WALLS ULAN DAHON
7 _ _ 'l_lN21 _ 64 l_c:_l_t

M _ r..l% _a m,,_, WALA TANONG SAWl KUBO HIRAM

M (:,'k_tk T3NoM 0 6,4 Ill_nt YARI OKRA KALAN HAPAG LASA
I0 M faottl_ T2NOM0 69 lat_dlmt

ULAM KAHOY HAPON LANGIT NGONGO
II M Sufmtltk_k TjNIId 0 63 I_t

r. _ ..t BAKA HIYA LUH A MULAT NATIN
] M GIm_nk: T3NOMo 56 Ezmamt

2 M (2ottk 11i_ll 0 60 Ktmll_l

3 M _ T_NoMo L_ Ilt_dlmt

,..t,t,a_ v _ r3n_ 41 -...m-t
2 M _ T3]qoM0 47 _at_t

3 M (_ T3NiId 0 $5 Cammu_tmM,

wMk _Im,

1ABLE II

Objectiv_ Eva]uation of Speech

1. Ouantitative Parameters

.A,, Duration of sustained vowel

B, Counting per breath

C. Words per breath

D, Syllables per breath

IL Words per minute

If. Qualitative Measures

A, Intelligibility

13. Adequacy
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TABLE IV. QUAN'I ITATIVE MEAStJRES OF SPEECH

SUBJECTS GROUP A GROUP B-t GROUP B-2
PARAM ETERS I 2 3 4 5 6 7 8 9 10 11 1 2 3 1 2 3

1. Sustained vowel
Duration(Sec.) 22 10 23 15 16 30 12 9 8 6 28 9 17 10 4 8 5

2. Counting per
Breath 60 60 I10 110 I06 70 50 50 12 21 80 45 60 39 11 40 30

3. Syllables per
Breath 85 25 180 105 100 101 50 46 25 24 50 45 70 28 21 38 6

4. Words per
Breath 30 35 50 19 32 36 18 31 24 16 16 16 23 13 7 29 6

5. Words per
Minute 96 221 123 271 135 193 124 211 157 132 97 106 151 95 55 148 46

TABLE V. QUALITATIVE MEASURES

SUBJECTS GROUP A GROUP B-1 GROUP B-2

PARAMETERS 1 2 3 4 5 6 7 8 9 10 ! 1 1 2 3 1 2 3

1, Level of

tf:telligibilit y 98,68 10t) 98.79 100 99.63 9&33 98.06 97.']5 98.33, 100 t00 100 98.00 100 100 t00 ,';3

2. Adequacy
a) No, ol-Pauses 36 26 35 15 30 15 28 21 12 20 28 30 13 57 26 14 32

b) Time
Required 123.8 88.37 1!8.96 67 123 2_ 76,16 P94,_l 93,.26 87,68 111.45 111.45 176.94 135 I9 '_,e,6,63 105.71 85,64 105_73

(see.)

t. tm;de:!l_acy
i_til*:K

a) f"at_se_ 3-_-.4.6 30 75 • 20 40 12 15.38 -- 119.23 !00 -.. 113_3

hi "lira.," - 26.7,! 1.48 11.67 - 45.65 2.7 -- 26.62 148.26 73.64 141.23



TABLE VI

Comparison of Control VS Test Group

_. Intelligibility (%) Control Group A Group B-I Group B-2

1. SetA 1130 98.70

2. Set B 100 98.93

3_ Set C 100 99.34 100

4. Set D 100 1OO 98.90

5. Set E 100 100

6. Set F 100 100

7. Set G 100 52.63

I. Adequacy

1. No. of Pauaes

a. SetA 20 21

b. Set B 25 26

c- Set C 26 31 44

d. SetD 20 26 13

e. Set E 13 26

f. Set F 14 14

g. Set G 15 32

2. Reading Time (tec.)

a. Set A 93.86 90.88

b. Set B 121.48 130.93

c. Set C 131.60 117.62 150.90

d. Set D 103.60 88.32 90.42

e. Set E 42.58 105.71

f. Set F 49.32 85.64

g. Set G 43.83 105.73
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The Ptul, b. It will not completely sho_, the
Jour of Oto tumor exteill.
ltead & Neck

Surgery c. Secondary sinusitis may obscure the
radiologic picture.

2. Coronal Polytonrography
a. It will reveal tumor extens ion.

b. It will 'show bone erosion unsuspected
SURGICAL MANAGEMENT OF NASOPHA-, in the clinical exanunation and plum

RYNG[rAL ANGIOFIBROMA WITH films.

FTERYGOID FOSSA EXTENSION 3. Carotid angiography

a. Delineates the anatomic location of
the mass_

b. Helps demonstrate extension into
the surrounding areas.

c. Shows the sources of blood supply.
Dr. Mariano Caparas* d. Shows a vascular pattern which is
Dr. ]'eodoro Jardeleza** diagnostic, thus avoiding biopsy
Dr. Jaime F. Flor*** which could be associated with severe

bleeding 2
e.. For follow.up evaluation of residual

tumor.
.luvenile angiofibroina is a higtdy vascular tumor

found in the nasoplmrynx of adolescent males. It is Carotid angtography is not done routinely 1
_fistol.ogacaliy _'enign bul. clinically malignant in that by the department, its indications are :
il l_.as the capacity for loc_ destructive growd_ and 1. Evidence of extension outside tht

and fatal hemoJ:_hage_ nasopharynx.
it is _ot an uncotrunon tumor. The l_')cpar_ment 2. Suspicion ofintracmnial extension_

of Otolaryngology, Philippine General llospital has seen
and treated a total _f.' 50 cases m a six-yca_ period, 4. CATSCAN
[i'om 1.973 to 1798 A_, average of 8 cases zre seen The unusual character and pitfalls have COllt_._
ar,nually and t_ley comprise 1.4% of the tt.,1.aiannual buted to the high recurrence rate.. The department h.a..:.
adnfissions of the deparmlem, tbrmulated and developed and adhered to the t'oflowmg

Becaa._e of the aggresstve behavior aJtd in,asive- sur#c',d principles in managing these tumors:
heSS ot whe tumor, the otolaryngologist and tread and I- Decrease the vascularitv

neck surgcc_t:, may encounter the following.; pitfalls in A- tiormorml Therapy
r3_emana_c,-ner_: of these cases: 1. Use of adjunctive and not definitive

1. I!'aiture to determine pre-operativ.dy the therapy.
ex'tent of the tumor. 2. Diethylstibestrol 5 mg TID tor 4-8

2.. Extreme vascularity of the tumor flooding weeks.
the operative field a. Stimulates the process of fibrosis and

collagen deposition.
3.. Confined surgical field with inadequate b. Decreases the vascular bed

spacx:for instrumentation. c. Matures and sohdifies l.he tumor for

4. Capacity to spread to contiguous areas handlmg dumlgsurgery.

from the nasopharynx to the sinuses, B - External carotid artery or internal
pterygoid plates, infratemporal fossa, orbital maxillary artery ligation-
and intracranially. C -- individual ligation of all identifiable

Irl determining the extent of the tumor, _l_e blood vessels.

tbllowtng dLagnostic aids may be of help: II - Good exposure resulting in good visuahza.-
1 Plain skull fihns tion of the nasopharynx.

_, Ibis will show the mass densit_ in
iIl- Adequate space for instrumentation.

the ilasopharynx.
......................... IV -- Avoid excessive bone destruction or func-

*Profes.s¢._r and Chairman, Dept. of Otol_ryngolody, UPCM- tional disability undesirable in young
|_}t I lealth Sciences Center, patients.

*'Consultarrt in Otolaryngology Jardeleza _?_LNI'Clinic. V ..... No alteration of the physiology of the
Joilo Ci t_,.

*'*('halrman, lbept, of Otolaa-yngolov_ i.atirrla Mcdi.cal Science nasal cavity.
l.oundanon, inc. VI -- Do not interfere with the development of
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the facial skeleton in juveniles, for this exposure because by itself it
VII -- Versatility of the surgical approach so fails to expose the nasopharynx ade-

that added procedures to gain better ex- quately.

posure will not result in increased morbidity VI -- Combined Trnaspalatal, Transmaxillary,
and disfigurement. Retromaxiilary and Weber-Ferguson Incision

VIII -- Adequate mobilization of the tumor and
all its extensions. 1. Gives good exposure to all contiguous

areas the tumor could invade (except
1"hem surgical principles and considerations have of course intracranially).

given rise to a number of surgical approaches designed 2. Better exposure to the maxillary antrum
to remove th4se tumors completely. They vary from a and retroantral space.
trapdoor bony palatal flap to a transpharyngeal 3. Can identify and ligate the internal
approach. Only the most accepted approaches will be maxillary artery.
considered. 4. Allows exploration of the infratemporal

I - Transpalatal approach fossa and the retro-orbital space.
A ......l--slmpedincision 5.. May case mutilation of the facial

1. Gives relatively poor exposure, skeleton and some degree of disfigure-
2. Limited area for instrumentation, meat°

3. Results in a straight scar which con- 6. This i_ the surgical approach we favor
tracts and shortens the palate post- for nasopharyngeal tumors with massive
operatively, extension into the pterygoid and infra-

4. Poor healing following previous surgery temporal fossa.
or irradiation.

We wot_ld like to present five cases representative
II-Inverted U-shaped incision of our experience of juvenile an_,_i,__fibromawith

i Offsets the disadvantages mentioned pterygo-maxiUary extension.

above., All patients were male with an average age of
"2.For tumors coniinedto tehnasopharynx. 20 years and a mean duration of symptoms of 14
3_ For extensions to be sphenoid sinus montlts. Sixty percent were recurrent and were probably

and posterior choaua, due to residual tumor undetected outside the aaso-
4. Insures complete repair and normal

function of the palate after surgery, pharynx.
5. Not practical for tumors more than 5 cm. All patients came in with the classical symptoms

I11 - Transpalatal combined with a lateral of epistaxis and nasal obstruction. For large tumorextensions in the pterygo-maxillary area or the orbit,
rhinotomv the patient is seen with swelling of the cheek or prop-
l, For tuinors originating in the naso- tosis. There is associated visual irnpai_xnent due to

pharynx with anterior extension to the pressure or traction of the optic nerve.
nasal cavity,

'2. The lateral rhinotoln_ portion is of Small pterygoid fossa extension may not show

questionable necessity, proptosis and swelling of the cheek and remain un-detecteds clinically. This can be verified by carotid
IV - Retromaxdlar_y - The transpalatal incision angiography or by exploration of the pterygoid fossa

ts carried around the maxillary tuberosity during surgery, Here we would like to emphasize the
into the gingiw_-buccal sulcus. 12 importance of the versatility of the surgical approach
I. For tumors with lateral extension in which will allow visualization and exploration of con-

contiguity with the nasopharynx, tiguous areas without added morbidity.

.2.Gives unsurpassed exposure and allows Plain l]lms were used routinely. Carotid anglo-
exploration of the pterygoid plates and graphy was done selectively_

pterygo-maxillary space. Treatment was colnbined pre-op estrogen therapy
3, Not adequate for recurrent tumors or and surgery. The first 2 cases had an initiM transpa-

large virgin tumors in the pterygo- latal incision. When the tumor was foLmd to have
nmxillary fossa.2 invaded the pterygoid fossa, the incision was car-

V -- 'l'ransmaxillary ot extended Caldwell-Luc tied around the maxillary tuberosity to the gingi_olabial
approachS, 2,16 sulcus. Cases with small pterygoid exten,_ion could be

1. For exposure of tumors residing in the freed by blunt and sharp dissection and tl_e extension
more anterior part of the nasal cavity pushed with a finger to the nasopharynx,
or ettunoid sinuses.

2. Facilitates occasional transantral ligation For patients with clinical evidence of extensive
of the internal maxillary artery, involvement outside the nasopharynx, we plan out'

3. We have not found much indication surgery well. We have enough available, do a tracheos-
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tomy for undiction of anesthesia and leave the operating Angiofibroma Thc Lart',lgo.scope, 83:707-720,
field free of any obstruction as well as for a seclared 1973.

airway post-operatively. 8. Kremen, A.J. Surgical Management of Angiofib-
We do a transpalalal, retromaxillary and Irans- roma of the Nasopharynx. Ann Surg., 138:672,

maxillary incision and determine the extent ot the Oct., 1953.

pterygo-maxillary extension. Dumbbell-shaped tumors 9. Patterson, CN.: Juvenile Nasopharyngeal Angto-
are difficult to remove en bloc. These hourglass tumors fibroma. Arch. Otol., 81:270-277, 1965.
have to be removed in two pieces. We remove the
nasopharyngeal mass initially, pack the nasopharynx 10. Roberson, GH., et al.: Pre-Surgical Internal Maxil-
and attempt to mobilize the pterymaxillary extension lary Artery Embolization in Juvenile Angiofibroma.
through the transmaxillary incision. If we encounter The Laryngoscope, 82; 1524-1532, 1972.
any difficulty we proceed to a Weber-Ferguson Longaire 11. Sardano, D.S.: Nasopharyn_al Fibroma, Extension
incision. We follow this sequence instead of doi_g all Into the Cheek. Arch Otoi.. 81:584-588, 1965_
the incisions before attempting removal because we are 12. Schiff, M.: Juvenile Angiofibroma: A Theory of
reluctant to do incisions which would leave a visi[_le Pathogenesis. The I_lrt'ttgoJ_ope, 69:981-1OI6,
scar unless absolutely indicated. 1959.

CONCLUSION 13. Walike, J.W. and Mackay, B-: Nasopharyngeal

Extensive juvenile angiofibroma is always a Angiofibroma: Light and Electron Micro_opic
surgical problem as well as a surgical challenge and we Chanes After Stilbestrol Therapy. The Lar.vngo-
feel that a combined surgical approach is mandatory, scope, 80:1 lOq-I121. 1970.
Wide exposure of the tumor using the appropriate 14. Ward, P_H., et al.: Juvenile Angiofibroma: A More
surgical appraoch gives a better surgical advanta_,,; a_d Rational Therapeutic Approach Based Upon Clinical
reduces the recurrence rate. and Experimental lwidnece. The Laryngoscope.

In juvenile angiofibroma with pterygomaxillary 84:2181-2194. 1974.
extension, the surgeon has to make a difficult choice 15. Wilson, W. el al.: Juvenile Nasopharyngeal Angio-
between inadequate exposure or some form of deformity flbroma. 77w La(vngoscope, 82:985-996, June,
or mutilation. We feel, however, that in such an ex- 1972.
ten*ively invading tumor, the problem of mutilation
or cosmetic delonnity 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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rh,: vigil, lympatics. When clinically positive cervical nodes are
.lot. (>(ot<,. present, supplemental low anterior cervical field is
II,:.d_.'qecl.: employed including supraclavicular area and upper
S.,!-cry mediastinum. Although earl}' l.esions limited to the ;.,rl.

mary .site has the higher rate of cure, advanced disease
has a greater incidence of recurren/:e. The 2 most imps,r.
tant causes of treatment failure are local recurrezjce

and distant metastasis. Statistics from Western Europe
CHEMOTHERAPHY OF RE'CURRENT indicate 26% rate with zm _tverage of 11 months for re-

NASOPHARYNGEALCARCINOMA WITH appearance. Nodal recurrence amount to 31% wtule
COMBINATIONS OF CISPLATIN distant lnetastasis amou_lt to 21!:;. Tile overall 5.year

+ BLEOMYCIN VS. CISPLATIN + VP-16* survival rate is 44-5o%. These also apply to local ex-
.which will enhance symptomatic palliation and prolon,._".-
ation of a reasonable quality of life_

Several chemotherapeutic agents have been stt, dicd
Fita Pascual-Guzman** extensively either singly ,_r in c_mabination with ex.

tremely different responses, ()ne of the more trequenfl_
used agents in head and _teck cancer. Cisplatm, pro-.
duced 72% response rate tn 18 patients treated with

monthly infusions ol. 80 rng/M2 (Jacobs et al) and a
50% regression of measurable tumor in 62.5% of patients
treated on Dl,and 8- month schedule. (Hone et al).

INTRODUCTION:

Nasopharyngeal Cancer is rare in most parts of the Studies using cotnbtnatiotl chemotherapy haw: indi-
world with an age-adjusted incidence of less' than cated a high proportion of responses. Of the several
1/100,000. i It is of main significance to certain Orien- combinations studied using 3-4 drug combmatiurts,
[al groups: Chinese, Malay, Indonesians, Vietnamese none seemes to have st, rpassed the efficacy of rSDt'
and Filiphl.os.. Although the etiology remains un- + Bleomycin. Randolph et al of Memorial Sloan-Kerter.

kno_cn, this ra_.;ial distribution suggests a genetic sus- ing Institute reported 71% response rate in 21 patients
ceptibility to some environmental factors, with unresectable previously untreated Head and Neck

Cancers. Hong et al reported 8 complete and 22 partial

The Central Tumor Registry of the Philippines re- responses in 39 previously untreated patients are re-

ported m 197'i' tile incidence of Nasopharyngeal Car- ceiving Bleomycin and Cisplatin_ In chemotherapetltic
cinoma for __nale and female was 31/100,000 and trims of lung cancers, impressive synergistic acllvit_

I 3/100,00() _espectively. 2 The UPCM-PGtt Tumor were reported with VP-16 with Cisplatin Even if the
Regdstry i,t 1981 listed 87 cases of Nasupltaryrlgeal activity of VP-16 in Head and Neck Cancer has not
Carcinoma out of 1837 malignancies. 3 It is the 3rd been evaluated fully well, it is worth investigating whe.

ther VP-16 in combination with f'isplati_ is less effect-
most com_on _r/alignancy in fills institution..

ire, as effective or superior in treatment of recurrent
nasopharyngeal carci.noma compared It) Cistfla_in and

M,',li_aancy of the nasopharynx generally _ccurs Bleomycin.
during the 5t)_ decade of life. It has 3:1 real,: prepon-
derance. I._.usu_dly originates froth the lateral wall of
the r,_s__,oharynx with a predilection for the fossa of OBJECTIVES:

R(_sem.Tlulh:r. folh_wed by the vaull of I.he n:lsl_lshzlryllx, i. To comp:.ire the initial response and _hnation o(
N:lsopl_:Jryla_,e:fl carciw,m_a (NPC:J) may spread :;_q_erior_ response of p_,tients with recurrent Nl.'('a t'olh)v_hW,
ly or inferi_rly by d_reet extension. NPCa h_.Js.m _()-¢10'?. treatment with qa.) ClspJatin (DDP) + Bleomycm.
incidc_,_'c _1" roet;_slatit: node disease on I_rc_t:_llatiolL."1 (b.)'Cisplatm + VP..I(,

2. To comp',,re fl_e qualitative and quantitative

Megawslta,._..:c,-adiatio_ therapy i_ l.]_e t:_im,.tty tre_l.- toxicites of the above 2 regimens.
ment for' cancer of the nasopharynx. 5" 6, 7 "l'r_.'alment
fields cove_' a_ o! the nasopharynx and adjacent skull
base to the icw:1 of the sella turcic_, and drai_fi.nfi MATERIALS& METtlODS:

Treatment was randomized a,td controlled using Cis-

plafin based regimen combining w_th Bleomycin (Plan
*l_t Prize

"'Consultant in Otolaryngology, Children's Medical C._mter.
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A} or VP-16 (Plan B) as systemic therapy in the treat- N_ - single clinically positive homolateral
merit of NPCa. ~ node 3 crn-6cm in diameter or mul-

Patients were included based, on the following cri- tiple clinically positive homolateral
teria: nodes none over 6 cm ha diameter.

1. Most have histoloNeally proven NPCa with recur- N 3 - massive homolateral node(s): bilateral
fence ,(local or distaat)or progression after prior-treat- nodes or contra-lateral node(s).
merit with cytotoxic agents or radiotherapy.

2. May .I,ave received prior non-Cisplatin or Bleo- STAGING GROUPING

n;ycm or VP-16 contahth_g chen_otherapy but must Stage I T1NoM °
l_ave fully recovered from toxicities of treatment. If

there was previous radiotherapy, a 2-week period is re- Stage il T2NoM o

• ommended before administration of chemotherapy on Stage 111
fLfll dosage _egimen. Chemotherapy maybe administered T4NoMo, Any TN2Mo, Any T, Any

as soon as fl_ere is bone marrow recovery. N M1
3. Must have life expectancy of at least 12 weeks.

4. Must have measurable lesions flint can be evaluat- Laboratory studies needed were CBC with differential
ed I'or allli-lumor effects, and platelet counts, BUN, Creatinine, SGO'I", SGPT. Al-

kaline Phosphatase, LDH, Calcium, Uric Acid, Glucose,
5. Must have a perfi)rmancc status of 40% (Kar- Serum Electrolytes, Magnesium, Urinalysis, Creatininc

nofsky)or better. (.See Appendix) Clearance, EKG, Chest and Paranasal Si__us X-rays.
6. Must have adequate bone marrow function tde- Radioisotot)e studies (brain, liver, Ct scan) and other

fined as a,. absoltJle granulocyte cou_ of 2,000 or X4ays were done when nccessa,y,

:-_..,rc_, adequate hepatic functions (defined as normal i Tltirty five patients were randomly assigned to one:qlitu3 _ a,d not greater than 50% increase m LI)H,
SGOT, and atkaline phosphatasc) and adequate renal of the foUowing treatment aims. Patients who belonged
(unction (defined as a Iserum creatinine of 1,5 rag% to Group A were Dven Cisplath_ 20 mg/M2/day for 5
,)r less.) consecutive days, IV. Bleomycin was administered week-

Those diat_losed with second malignancy, senility, ly 15 mg/M 2 throughout duration of therapy until a
psychose_% CNS diseases or oilier expected difficulties cumulative dose of 240 mg/M 2 throughout duration of

(of follow up like active infection_ severe mahtutntion therapy until a cumulative dose of 240 mg/M 2 IM is
reached. Those patients in Group B were given Cisglatin

and patients with no consent for treatment were ex- for 5 consecutive days (.I-5) at a (lose of 20 mg/M-/day
luJed. IV.. VP-16 was also given for 5 consecutive days (day

A complele hislory aad physical examination in- l-5) at daily dose of60mg/M2_
:::'c_,ting d¢_:u,ncntation of all mc.asuaable disease as

The criterion for discontinuation of treatment, were
_(,il :Is signs and SylllpIOlllS were performed prior to as follows:
:',_c.start of the study. Allimugh all the patients uhder
study received prior radiotherapy, tile cliltical staging 1. noncompliance of the patient to protocol rcquire-
,.,f lheir disease was based upon O_e American Joint rnents,
Committee for Cancer Staging and [!nd Results Re- 2. in cases of progressive disease or relapse after
pocrirtg ( 19715_ initial response_

3. signs of life-th.reatening organ toxicities attributed

PRIMARY I'I..IMOR {TI to the drug,
• " Before each treatment, pre-therapy hydration with[._ - t_mtor confined to one site of naso,.

pimrynx or no tumor visible (positive 1 liter of normal ,saline over 2 hotlrs was infused. Cispla..
• tin v,'as diluted m I liter of D5W with 200 cc of 20'):.::

biopsy only'). Mannitol as side drip and infused over 6 flours. VP-16
q-_ .... tumor irl_ob;ing 2 sites of the naso- was diluated in 500 cc of D5W.. Antiemetics were given "

pharyn)_ simultaneously. MetoclopromJde, 20 mg IV., was given

1.3 - extension of tumor into nasal cavity 30 mbmtes prior to Cisplatin. and repeated energy 4
or oropharynx hours wtmn necessary. The following laboratory work-

I"4 .... tumor invasion of skull and/or cranial ups were determined ever), .3 weeks priol- to the next
nerve invoivcmettt course of treatmel;.t: BUN, CrcatJnine, SC;OT, SGP'I'.

AlkaLine Phospltatase, LDH, CalciuJll, Uric AcM, GIu-

CER'VICAL,NKIDES(N) cose. Serum Electrolytes, CB( and piatele_s, Tumor
rneasarements artd performanct: status were deter-

N :, --- no clinically positive node mined before each course of trcatn_ent_

N. -- _ingle cli|tically positive homolateral Courses of treatment were rel..-,cated e:ve_, 3 weeks
node k.ssthan 3 cm interval unless patients have aot recovered from the
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toxicity of the previous course; Bleomycin was with- TABLE 3: _X DISTRIBUTION
held in the presence of elevated serum BUN and Crea-
tinine. A B

All important data (PE, involvement of all indica- Male 10 (59%) 12 (71%)
Female 7 (41%) 5 (29%)tors of lesions, performance-stattut, symptomatic sta-

tus, laboratory tests, treatment schedule and dosages, (P 0.05)
toxicites to chemotherapy) were noted/compiled in

The age distribution of our patients as shown in Tabl_
the flow chart of the patients. 4 has no statistically significant difference.

The criteria for evaluating response to study medi-
cations were: TABLE 4. AGE DISI'RIBUTION

I_ Complete response (CR)- total disappearance
of all measurable lesions with no new les_ons and AGE (Years) A B

maintenance of status quo. 30 2 2
2. Partial Response (PR) -50% or greater decrease 31-40 3 6

in diameter of all measured lesions without simul- 41-50 3 4
taneo_s increase in the size of the lesions or 51-60 8 5
appearance of new lesions. 60 1

3. Stable. DBease (SD) - no measured ch:mge or (P 0.05)
change within 25% of ori_nal tumor.

4. Pro_rc::c_io_(PD) of Disease -- increase in. 25!/,: or Our patients were then classifie_l according to the
more of measured lesions or appearance of new severity of the disease based on clinical staging pre-
lesions, viousJy mentioned.

5. Relapse. IR) -- appearance of new lesions or re-
appearance of old lesions in patients who achieve Stage 1 A B
remission. 117"1No) 5 (29%) 1(6%)

(Stage 2
RESULT_ (1"2 No) 1(6%) 3(18'_.)

A total of 35 patients who were entered into the Stage 3

study were randomized into groups A and B (Table 1). (TxN1) 5(29%) 2(12%)One .patient from Group B was not included because
he developed anaplylactoic reaction at the start, of the- Stage 4
raphy. I_atients then were equally divided into 17 for (TxN2-3Mx) 6(35%) 1!(65%)

either group. Alflu_ugh close follow-up was stressed, These patients had undergone radiotherapy withthere were patients who failed to return after tieat-
ment evaluation, six (6) in Group A and three (3) in doses ranging from 4,000-9,000 rads for the prtrnary
Group B (Table 2).. tumor and 4,000--..8,000 fads for nodal involvemer, t

prior to relapse, floweret, the patients were not strati-
fied into relapse after first exposure or relapse after
seeond exposure to external radiation. Table 5 shows

TABLE 1: the nutritional status of our patients in both groups_
For Group A, 82% were 1st and 2nd degree malnourish-

Total number of patients- 35 ed. In Group B, 47% suffered from 1st and 2nd degree

Treatment A - 17 malnutrition.
Treatment B .....17 TABLE 5 NUTRTIONAL STATUS
Patient with

Anaphylactoid A B
Reaction ....1 Approximated Ideal Body

Weight 3(I,9%) 9 (53'Y,I
TABLE 2: PATIENTS LOST TO FOLLOW-UP (LTFU) 1.omalnourished 10(59%) 7(41%1

20 malnourished 4(23%) 1(6%]
A B TOTAL

cisplatin * bleomycin cisplatin +VPd6 The toxic effects of the chemotherapeutic agents
6 (35%) 3 (18%) consisted of nusea, vomiting, anorexia in 100% of cases.

3 patients (27%) in A developed glouities. Dermatologic
Table 3 shows sex distribution for Group A and B tol_ieities consisted of alopecia in 100% both A and B;

consisting of 10 males/7 females for A, an d 12 males/5 increased pigmentation in 3 *27%) from A and 1 (7%) in
females for B (P 0.05). B, l._ukopenia was noted in 2 (18%) in Group A. How-

ever, this Improved in 2-4 weeks afterdate of randomiza-
tion. There wre no renal toxielti_ observed.
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TABLE 6: TOXICITIIE$ OF CHEMOTHERAPY

J_

A B
cisplatm _ beomycm ci_ttn �VIM6 ....

I, C_tmkntenattmd _
muam l I 14 ,

,_mitmg I0 14 _ .,_ ....... ]
anorex_t ] l 14

iL Rc_J ,'
LtOlt'm;_

h ypo_tb_e_,ma
CI _ iI flLrt¢ 1

Ill. I_rmat_l_c :_, _.-,
pi_nenLt tion 3 1 " b__, __.

:'loyola 10 14 ,L', .... "I .....
_en_iOn _" warmth on

infu_on 5 1_._._. ................. _-_-,...., ..................................

IS'. klet1_tO;o_ , :, _ , !_.Iv_ >,,, ,_,_._:',)
leukop_ 2

'v', Ott)toxigily , _ ,_,_,,,_h ,.,:,,,

1"he respunse rates for Grou p A was 82%, 2 complete
al)d 7 partial responses. For Group B, the response rate
was 79% wilh 4 complete and 7 partial rcst)onses. In DISCUSSION:
(;FOUl) A, the median progression or rcct,,rence-free in-

lerval was 9 weeks while (,roup B, 18 weeks. Ahhougl) Recurrence in NPCa whether treated with radio-
lhc ";; of response rates of A and B had mimmal differ- tbc,apy and chem<qherapy calls for palliation. Previous

::nee. the lmiget iute)val in B that a patient was disease experiences with chemotherapy of NPCa and Itead ar,d
frec found io be statistic.ally significant. Neck Cancer were limited. Methotrexate /_ad beeu the

most effective chemotherapeutic agent ,xith. resoonse
TABLE7: INITIAL CLINICAL RF--_aONSI_ rates wtrying from 18-67%_ However, its dura don of rcs-

Treatment CR PR £D 13_ ponse was about 7:!mm.tths I 0.
1; eisl_tm 2 7 l l Previous studies of Cisplatin as ;Jsingle agcm in l'lead
R + and Neck Cancer (llill et al,: .Lipp)uan]J el. all reporled

0 bleomycm (18%) (_%) ('9%) 0%) two (2) partial response and Once (3) complete _espon-].'

t" ses. The study i)_ Stanfo_'d (1976-79) showed 5(% of

NP('a rcsponders to .Cisplatin as a single agent. "['hey
;, ft)und that there was positive (+) corrclatkm between

G response to treatment and deD'ec of tmdifJ'ererttiati(m.
g ei_p_tin 4 7 2 1 "llmy also reporled that metastatic re,ions improved
0 + with Cisplatin_ Since then, the interest in the use of
L_ *,rp'16 (29%) (50_) 04%) (21%) Cisplatin increased parlict,larly in c.on)bir)atiort with
P other agents.
8 Wittes et al 11975, 1977) and Rartdolph et a.1111977)

demonslrated superiority of C'isplatin + Blecmycir, in

L'R Complete response SD stable disease combinali(m by obta, ining 75% ob :c_ive response rate in
I>R Pariial response DP disease progression previously untreated patients in co _pa;-is.m to 31% of

patients with recurrence after surgery, radio&erapy and
chemotherapy.

Life table (Fig. 1) shows the percentage of patients
who have not relapsed or progressed after treatment. At The superiority of Cisplatin and Bleomycin in ad-

21 weeks, the probability of not relapsing 42% in Group vanced Head and Neck Cancer was reported by Shapshay
[4 while in Group A is.25% at 13 weeks. Response.to et al (11980). However, combinatio)_ of VP-]6 and Cispla-
chemotherapeutic agents seemed more sustained on B tin has not been tested in Head and Neck Cancer. The
compared to A. Life table of B looks better than A. The clinical experience with NPCa in general is unique be-

difference in response between A and B was found to be cause it is a relatively slow-growing malignancy, of' the
statistically sdgntficant using die Log Rank Test IX2 = Head and Neck and its treatment is fraught with recur-
4.23. P 0.OT). fete.. In :l_c Fbilippines. where NPCa incidence is hit,.h as

mer_tioncd, flti_ trial is of therapeutic impor'cance.

Our study of chentotherapy of _ecurrcnt N.PCa has
been challengingbecause of the following factors wlfici_
could have influenced the outcome of this treatme]_t

namely:
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I. tadiatiou 7. Baker, S., Wolfe. R.: Prognostic factors of naso
2. m.itrition pharyngea] maligmmcy. Cancer 40: 163. 19S.?

3_ severity ol'thc ¢;.mcer 8. Gregorio. Department of Radiology and Can,:_t
4. previous chemotherapy Institute UPCM-PGH Personal Correspondence

Since ol_trpatients had recurrences sfter radiu_thctrapy, 9. He, T.; Stage Classification of nasophar2, m',' L

possible d(:creas,:d vascularit?e due to fibrosis itl the tu- carcinoma: A review nasopharyngeal carcinoma
mor site may h:we himtered further efficacy Of the etiology and control. I.,yon, France, LARC, p. c,._
drugs_ 50'.'f aj_,..I/.45_ of our patients were 1st and second 1979.
dOgrec malnotirished respectively. Although lhere was
signil'i_attt 1.ucnor regression in this grollp, swallowing 10, Jacobs, C_.: Role of Cisplatin in Treatment o
defects caused by local tumor, and radiati<m i,duced Recurrent Itead :ind Neck Cancer: Cantered

fibrosis wc.,-e compounded by the factor of gasir,.)inles- Vincent de Vita ct al Lippincott. Chapter 3(]

tinal to\icitie?. Treatment response correlated with the ll. Bradley et al" Cancer Chemotherapy Ill. Th,
scverity of the disease. Our patients ir_ Stage III m_d IV Forty-Si×th I-tahmaml Symposium, New York.
had more stable disease responses and progrcssiou as p. 215, 19"78.

well as si/ort,;.'r duration -f response, which ,'_:ot.,idpro- 12. He, J.: Nasopharynx Treatment of Cancer c,,
babl3. be zttrributed t,., lumor bm'den. Keith Ilahuan London. p. 249, 1982_

SUMMARY&CONCLUSION: 13. Shapshay, S. el al: Prognostic Indicators m In.

"5 duction of Cisplatin. Bleomycin. Chenmthcrap__
l-wenty-fi_.,_ (_._) i_atienl.s with reeurreul NPCa for Advanced tle:ld and Neck. Cancer. Vol. 140

(Sla!_e I-IV) were randomized to treatments A and B.
Octobcr p. 543-547, 1 t_82.

Treatment A ,_"ol/sistcd of eleven (11) patients who were

given Cisl;,laliri 20 mt',lM2/day for 5 days and ,vcekly 14. Shapshay. S et al. Ilist,lr, ithologic I:indill,..'.<
injeclion of Blcomycin 15 mg/M 2 IM until a ,.!osc of After Cis.-Platinunl Illeonlycin Therapy m \<.1
250 mg is reached. Treatment B consisted _.1"Iourlcell vanced Previousl). I.rnlrcatcd Ilead and Ncc_
(14) patie1_ts who were administeredCisplatin 20iug/M 2 Cancer. American .h_umal.of Surgery. Vol. 13o
/day for 5 days aml VP-16 60 lng/M2/day For 5 days p. 534-538, Oct.. 1978.

also_ Overall response in A was 82% and 79";. in B. 15. Pete. R. st al; Desigu and Analyis _n Rar_&_
/lowevcr. duralion o1 response in A was shortc.r with mazed Clinical Trial_ requiring Prolonged Obscr
an average of nine (9"i weeks while B had an average of wttions of each Patient. British Jotl|nal of (_'4ll

ei_!Jrtccn (]8) weeks. Toxicities were mainly gast_oin- cer, Vol. 35 No. III. 7 1977
lestinal and alof>ecia. The superiority of the cc>mbbm- 16. Pocock, S..I: Size of Cancer Clinical Trials au,

tin Cisplatin + VP-16 was established over Cisplatil/ + StOplmlg Rt,les: British Journal of Caucct. \,.d
Bleomycir_. "l'he ',_e of Olese dmnmthcral_eutic a_,ents

appears adtmctive t_ lhe present i_rimary mode of 38No. 757p. 75"/-7_,5. 197N.
trealment: radiotherapy. 17_ Sako-Kttmao e{ al. ('hemotherapy tt>_ A.dvancc.

and RecuHent SqtialtlotlS Ce[l ("A ot Itead .t_l,
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'the Phil. at the level of the skull defect, or merely pushed intra-J(mr of Oio.
Itead&Neck cranially. This will depend on tlre surgeon's intra-
Su_ry operative judgment. If the encephalomeningocele is

large enough and pedunculated, excision or amputation
is warranted, but it" it is small and compressible, mere
freeing and pushing il intracranially is easily done and
n o excision is required.

EXTRACRANIAL APPROACH 7"0 Reps in the Operation

FRONTO-ETHMOIDAL 1. Skin incision is made depending on wheth.er it is
ENCEPHALOMENINGOCELE* unilateral or bilateral. The choice should be based on

adequate exposure and cosmetic healing.

2. Remov',d of interfering bones which include part
of the frontal, nasal, ethmoid and lacrimal bones, in

some cases, part of the maxillary boncs may be involved

Rodolfo Nonato, __.O.** dcpending on the size of the mass.

Jacob Matubis, M.D.*** 3. Direction of the encephalomeningocele t¥om its
surrounding tissue.

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

INTRODUCIION
5, Closure of the dural defecl with interrupted silk

F'ronto-ethmoidal meifingoencephalocctc is one of tlle sutures at intcrwtls of 1 to 2 millimeters.

congenital rnali0mlations that is now amenable to sur- 6, Iliac bone harvcsting.
gic'ai thelapy, l)eformity is very noticeable and often-
times results in enlotional problems to the adult patient. I 7. luse,tion and positioning t_l"iliac [_ori( allll [_orle

chips tt_ support tile reintroduced mass hit() the cranjuN:
Otolaryngologists have looked upon this condition as and fill up the bony defect.

something beyond their skill_ This paper will shuw a
8. C,losure of skin flaps in layers.simple surgical approach to such condition° Any true

,)tolaryngologist can easily do this simple techmdlue.
Complications can easdy be managed. DI,._USSION

To facilitate this study, three patients in the depart- Fronto-ethmoidal encephalomeningocclc is a con-

•.nent of Otolaryugology of the medical center pre_nting genital malformation conunonly encountered by the
with fronto-ethmoidal encel_hal_:nneningoceles urtder- practicing otolaryngologist, lt is defined as the extra-

*'e_tt fl_is extracranial operation. Table 1 shows the cranial protrusion of the cerebral tissue and meninges

general data ofthe patients included tn this study, through a congenit:d defect in the crarfial osseous struc-
tures." Also known as anterior or sincipital enccphalo-

Table 1 meningocele, it is usually located at rite anterior part of
•. Date of the skull, at the root of the nose, between or just below

Patient Age Sex Operation the inner canthi, or at ihe middle.part of the forehead

I.. Josefina Ancajas 30 F 7-24-82 or fire side of the base of l.he nose. 3 Becau_ of this
2. Andrea Taan 15 F 5-13-80 peculiar presentation, it is the otolaryngologist who first
.3_ Name unrecalled due 20 F 1978 encounters tile problem, but, as was often done in the

to missing chart, past, these cases are conveniently referred to the neuro-
surgeon.

SURGICAL TECHNIQUE Mettingoceles in the anterior part of the head are rare
in fiurope and in America but appear to be common m

Various skin incisions can be utilized hl the exposure Southeast Asia: in l'hailand, these had been thoroughly
of encephalomeningocele. The choice depends on whe- studied by Suwanwela and Suwanwcla who had pro-
thcr it is unilateral or bilateral. An elliptical, curved, Y posed a morpholoDcal, classification of these masses

or H-shaped incision can be used around the base of file based on 100 cases seen within a period of' 8 years. 6
mass. 2 This can be excised, amputated if with peduncle, In the I_hilippines, local studies seem inadequate.

• 2nd Prize I)iag, u)sis of thc classical cases is no pro_lem. Clinical
• " t:'c_m_ Chief .Resident, Dept, of Otolaryngology, UPCM- features vary from a swelling and widening of the root

PGH Medical (]enter of the nose, to a mass or masses at the root or sides of

• -* F__mer Senior Resident, Dept. tff Otolaryngology, UPCM- the nose, with the eyes displaced laterally. The coverin_
PGtt Medkal ('enter skin varies from thin and shiny or thick arid wrinkled.-
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skin aids in diagnosis include aspiration of the mass and The extracranial technique was found easy to per-
determination of the sugar content of the fluid. Skull form, applicable lo adult patients with nasal honto-

X-rays are helpful by showing an abnormally wide dis- ethmoidal encephMomeningocele, and possibly 'also to
tance between the orbits. Polytomography and CT scan young patients.

are of great benefit if available and finanqially affordable The 3 patients operated on are all well upon dis-
to the patient. The CT scan may demonstrate a.con- charge. However, headache as a complaint was con-
nection between the mass and the cerebral space and sistently present in all the patients. This was easily

the relationship of the encephalorneningocele to the managed with oral analgesics. The headache spon-
base of the skul] and facial bones), taneouly subsided after a few days,

Possible complications and sequelae of untreated Our first patient followed-up for two years post-op

encephalomeningocele include associated brain damage and presented no complication. The second patient had
like microcephaly, hydrocephalus, epilepsy, associated unilateral presentation of the encephalomeningocele.
eye abnormality, brain exposure and hemorrhage, and Excision was done. No complication was encountered
rupture leading m CSFleakand meningitis, and patient is still on regular follow-up. Our third

patient presented with bilateral eneephalomeningocele,
Indications/br treatment are 1) for cosmetic reasons, No excision was done. The mass was reintroduced int,_

2) to obviate further brain damage which may be caused
the cranium and Supported with an iliac bone. A week

by herniation of brain tissue into the sac, 3) to prevent
subsequent meningitis in case of ulceration, rupturc and post-op she developed CSF leak from the incision site.
leak of CSF, arid 4) to l"acilitatc care of the paticnt Prophylactic antibiotic was given. After 2 weeks the CSF
with the remova_ of the big mass. 3 leak sealed off and the patient is well save for occasional

headache. Her last follow-up was November 15, 1983

Consra-blUi,'_,'U...,qs to Ire:,tment according to Keep- and she developed dacrocystitis. This was managed with
man arid _s, 3.._y5uwanwcla arc the presence ,,f _cv_,,c antibiotics and lacrimal apparatus irrigation.
brain damage or little .hope of normal mental dew:_'lop-

ment, and tile pl¢sel]¢eof act, re infection. I, 3 SI.IMMARY

The optimal tinle _lggeste(l by ille same rut 1ors is
as early as the patiertt's condition would permil I(, mini- We .have seen three cases 6f fronto.ethmoidal ence-
n|_e facial deformity and emotional disturb _cc. and phalomening0celes in the department of Otolaryngo-

to prevent further br:dll damage aml herniation. Iogy. We used tile extracranial approach of treatme,t
in correcting the malformation by excision or ampu-

Surgical troztn,cnt is either intracranial or extra- tation of the protruding mass and by reintroducing the
crania/, httracr../t_ial _Jl)proac'/t is suggested for the other mass into the cranium. Brain was supported and skull
types of enccpha.o neniugocele which are tl,: basal, defect was filled in with bones and bone chips harvested
occipital and the intracranial. This is a cra_fiotc:,,nv ,_pc- from the lilac crest. Complications encountered were

ration and is quite formidable task best left to the ileHlO- headache, CSF leak and dacrocystitis, but these wew
surgcons. The cxtT'acra,nu[ al.wroaeh on the olhe_ hand easily real)aged with analgesics, proper antibiotics and
is feasib_le to,- leskms with a shorts talk or canal and the lacrimal apparatus irrigation.

_nlracrania[ end of l.hc defcct is accessible throu_,h the The extracranial approach to fronto-ethmoidal cnt__-
hole. It. is du;rcfore suitable for patients with a mass at
the forehead or upper par/ of the root of the nose_ 2 phalomeningocele is not _yond the skill of any true
'Youmans ha his textbook adds that for lesions with a otorl_inolaryngologist. It is easy. quite simple and can bc

narrow base_ pcdurlculatecl .sac like the fronto-elhn_oidal successfully done with millJma] resulting complications_
encephalomcningocelc, the cranial defect is small and
operative excisicm of such a massive lcsicm is ClUitc

simple. 4

The basic iniJmil.#Cs to be observed in lhc c'x,.:isions

of encel)hah)illollint:'occlcs, acctffding to Sakod_.i ctal,
•'Ire t,> fill ii_ Ih_,:boric dofcc:l arid to insure a watcrlight
Closure of the du!'a,, 5

Thus, as :u_.otolaryngologist, the patient comes for

a nasal bridg0 mass for consultation and iTlanagc:umnt.
Upon tholou{)t} IDN'I" e×ainillation and a djagllosJs of i_l_ololl

encephalomcl_inf,.,,occle, frunto-et]uuoidal type is estab-
lished, he refers tire casc lo a neurosurgeon and assuines

a hands-off policy.

This study shows a simplc single approach which ally

true ot.olaryntlologisl can do, especially in a setting
where emergc_c.v trc;itnlc'nt is nettled and l__) l)euro-
surgcons are around. Fig. I -- ttoriz<mtal lt4ncision.
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F_. 2 -. (hn, ed incision, bN. 6 .....CTosu_ of d_fect.

FTg.3 Raisir_, of Skin Flaps.

Mll_llrIlil

b_. 4 - I.._ection of mass.

FTg.5 - Grafting with bone plate and chips.
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The Phil.
.IourofOto. tech, niques performed under research coEIditions, n(.'.
llead& Neck demonstrabk infectious agent carl be identified in tt'.e
Surger__ upper respiratory tract in almost half of these patients

presenting with the clinical syndrome.

Present mode of management of pharyngil:i5 is
HERBAL REMEDY AGAINST THROA'I" divided into two. This includes systemic administratk3c.

INFECTION _PHAR$NGITISt A RATIONALE of oral and parenteral antibiotics and the local applied-
APPROACH* tion and use of cautery, either chemical or electrical..

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 proveJ_ pharmacologic effects

upon the etiologic agent, but merely produce symptom...
Benito L. Uy, M.D.** atic relief. Local antibiotic sprays are so prohibitive i,L

their costs so that other medicinal agents of proven
bactericidal effects must be discovered_

Therefore this study was conceived with tile
following objectives:

The _.iir_ician ol':tm! regards the problem of 1. To look for scientifi,:: basis :in the use of

pharyngitis ..ts intellectually trivial and clinically un- herbal preparation from the seeds of Ipomoea
imp,,rtaut. Neither attitude is justified. I"b.ary_lgitis muricata, experimentally designated as CMC ---
chall_-ngc:; overt the most astute diagnostician, lnspite 10 tbr primary h.ealth care of bacterial
of all the '.Jvances in therapy and tremellde, us efforts pharyngitis.
by clinicians everywhere to prevenL control and treat

2. To compare the clinical response of' rJatie_'_,:pha'ryngitis, liltle has been accomplished and still much

ne(,as to be done in th.e future. Many etiolot, ic a!:.ents with bacterial pharyngitis to (TMG - 1..').
remain to be identified, diff_'.rential diagnosis is diffi- preparation with in vitro studies of clinical

cult. _el 'r ninati- " of treatment strategy _s cornpli- isolates from throat swabs against CMG - 10.
cated and pl-r:.tryngitis can be associated wltl, or lead to 3. To evaluate the effectiveness of CMG - 10

serious illnesses. Because of these., pharyllgitis rmnains in bacterial pharyngitis caused by gram positive
to be a ,;c'_tly medical problem+ With the es,..alatin[,, cost bacteria in an open clinical trial.
of antibiolics and other related drugs, what chance is

there for tll.c, common tad to have his pharyrigitis
treated. ETHNOMEDICAL INFORMATION

Pharyngitis up to the present time contiml,:s to In a hook on medicinal cures written _-U Father
be an in__anm_atory process of' unknown ctitdogy. Domingo Andres in 1928, and entatled "Sa_ Medico
Even witl_ the modern bacteriological ar,..l virc, h)_!ical Dilin I..imayo:." is an entry on "'Pepita Maravillosa :ie!

Tunkin" (l). Ft. Andres described the plaut a._ I haviiag
(Fig. i) originated fiom the "Kim_dom of 'funkin " possibly

Hanoi. The plant is described as bearine l'lowers like

...--'---_-_-"-..., "'campa l'llas" and when dried has whi_c seeds, The

/" |_ S-c_o,,r, a'st_,.p,,:,.,_:,:,,xX seeds, stems and leaves are said to be effective againstseveral skin ailments like chronic and ga igrennu_

i / _ , , wet, ntis. ctlts and blisters due to burns. "l'he oil frol>
I _. .._c_:,_>_._:,,.,,:._.,,_i iph_h_.,.i_,,: lhc seeds is said to relieve stolnactl 0din and earaches.

r_,.,..,,,_,,,..2\ //" ':i".',":_ / l,,,',.cti,,u,,_,..<.,,,.l, ..... But ,,o mc,m,,n has beer, ,c'c,.,rded on it" use , .
i,.i_,.,_iti,.,j ",, / '\ ", )_--_(" relieve sore throat.

"<......,._ _.._.._aY__. __ M vcoplasma

vi,-o_ MICROBIOLOGICAL STUDIES

The extract of the seeds of lpomoea muricate

Figlire1.Caasali_co,'ganism_m Pharyngitis (L.) J ACQ. wa¢ found to inhibit gram positive Staph3-
lococcus aureus A'IC(" 25923 and 13acill_s subtilis

AICC 6633 at a tninimum concentration or 500 ug .nl.

*3rd Prize--Co-winner The seed extract was found to be bacteliciclal to S.
**Consultant, Dept. of EN.T., U.S.T. Facully of Medicine aureaus and I.I,e antibacleri:fl activity was stable to he_t

& Surgery'. al,d storag<' t:'_ct/after more than 3 )ears.
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PHARMACOLOGIC STUDIES Correlation between the in vitro microbiological

The seed extract of 1. muricata showed relatively assay of mixed cultures from throat swabs and clinical

a lo_c t_icity in mice, the LD50 being 7810 mg/kg response to CMG .... l0 of patients taken by random
body weight, Analgesic effect was observed in mice sampling is shown in Table ll. Diagnosis was generally

acute exacelbation of chronic pharyngitis.following Sandberg's and Taber et al methods. Tile

effective dose ED50 of the extract as aaalgesic was PatientNo. Semttivity toCMG- 10 ClinicalRespon_et*
determined by oral administration in mice. This was (Mixed Cultutct)*
calculated as 100 mg/kg (16.9-589 mg/kg) by the 014 +
Litchfield Wilcoxon method, From the ratio of the

019 _ +e+
lethal dose (LDsn) and tile effective dose (EDso), the o21 - 44

therapeutic ind_x_ or margin of safety in mice of the 022 *¢+ +++
seed extract of lpomoea muricata was calculated to 023 �+

be 78, 024 _ dropout
Sensitization and primary irritation test were 025 _

conducted on the abraded and intact skin of guinea pigs. 027 ¢-,4

Results showed that the seed extract did not cause any 02s _4 dropout
irritation, and hardly any allergic reaction on the skin 038 + ..
,ff the guinea pigs. Prelinlinary trials also on guinea 039 +
pigs using Baron et al "Cotton Pellet Granuloma
Method" showed posi tire anti-inflammatory results. Table II * tmm and above (zone of inhibition)

+* 15-18 mm

+ 14 mrn Itd below

PREPARATION OF CMG - 10 - no inhibition

The drug preparation is nlade fmm seeds of **++* completecleadngwithin5daysoftreatment
Ipomtma nturicata grown in the t IST Botanic garden in _ moderateimprovcmem

t_)- _ + flight improvementl, 8_. The ground seeds were extracted with distilled
'alcohol and the resulting extract concentrated under - noretpome
vacuo to a syrup_ consistency. "[his extract is dispersed
in USP grade glycerol giving a palatable taste, Materials and Methods
Clinical Isolates from Throat Swabs and CMG An open clinical trial was performed to determine
-- 10 the clinical efficacy of' CMG- 10 on 75 patients with

signs and symptoms of' pharyngitis ranging from fever,Clinical isolates from throat swabs showed sensi-
tivity to CMG • 10 of gram positive isolates. (Table 1) dysphagia, odynophagia, itcltiness of throat, congestion,

serous mucous cxudate, lymphoid hyperplasia. Of the
75 patients, 55 were females and 20 were males.

NO. of Cues Clm_ l_olate$ (Pure) , Sentitivity to
_-_,,(+) $r.m(-) CMG-JO rl'heir ages ranged from ll to 61 years old with an

1] Stlphylocoecu_ 8 cases _+ average age of 28, Detailed clinical history was obtained
a,r_us 2cases _ and thorou#_ examination was performed on each of

1ca** + the subjects. Throat swabs were ta_zen for culture arid
5 B-ltStrtptl_oexu, 3carts *-_ Sensitivity studies on 75 patients before the clinical1 cue 44

I case - trial. Excluded from this study were patients with

+ alpha-n peritonsillar abscess, chronic sinusitis and other ¢on-
Strtpt4;moeazul a,c_ues +++ ditions requiring the immediate use of systemic

1 Stsphyloco_cm antibiotics.

epidermktit 1 case +++ The patients selected for lkis study were swabbed
3 Bacillm with CM(]-IO three times a clay for the fJxs_tfive days,tutttili 3crees +++

ther_ twice a day for the next five days and finally
3 St_la_oceus once a day for the last five day,s_ Five days prior t2,3 ca_e_ 4-++

treatment and during tile duration of the treatntent,1 Enterobacter
absolutely no antibiotics should be taken.nerogcftes 1 ,:_ --

l Pseodomonat Resu1is
,,¢rugmo,._I ca_ -

2 Escheri_ia Causative Organisms in 75 Patients ',vJth BactoriM
coil 2 ca_s - Pharyngitis

4 Klebtiella 'l'he result of the throat cultures was divided into
pneumooiae 4 caret -

gram positive seen .in 72% and grain negative seen in
l'al_¢ 1, _ 16 nan arid above(lone of inhibitio_) 28%. Of the gram postive bacteria. The most predo-

++ 13,.-15ram minant culture was Beta hemolytic streptococcus
+ 8 - 12 nun " "%1'(.()_,,, Alpha llemolytic streptococcus (24%), Staphy-
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lococeus aureus (20%). For ihe gram negative, the ,, +2 . .,,_ s_.,._
most predominant culture was Klebsiella pneumonia t, 4s . _,,.c K,-... + +..,

]O 16 M II, I_ D, I_ K, pamialai_

(12%) and E, cell (8%). (Fig. 2) ,.._oA - ,0,.,,
• 21 25 F I,O.c Stq_ .

Staphy]o¢oc_.l aureus 26 N F I.F. S IllaldL_ _ + da_

_1 23 F I,C,D tlm_, A +,+ 6_-yt
Other yam (+) _ W F o, D. I st,_. A _ 5 _,

'In 14 F I, It,$ SmqD_II _ a_

rou. A 3Z .II.* P o, l.C sims, * 74al_

Slrept(_occus Klcbth*Iia n on M 42 F 5, C, I I _ t I

p eUffl la¢
J$ _1 F I,$.C S,tatdLaql_Pal _ 4 41at,_
M ,5 F C,S _.| ++ _s_

Other grtm(,,) J7 1_ F C.I. o Sm_ A ._ _
30 _HD F F,S+C,I $1_1,, It 7_,
J '6 F [,C,S Itt_. IJ ¢'¢-* 4din,,
40 20 F P, 5, C Juep. | * I0 Im._

F_+ 2- Caulatiw- _F)r_anJsr_$ if1 75 pit,his with 4, 14 F F.S.C lianas. A !+ 5
bact_]elal pharyngitis 42 18 ll '+C, $ J_p. • l, S_it'_

4_ ]6 F P,S,C tt. Immmt_ O to_
44 16 F _C.S I_ mr,ia _" 9dl_t

Clinical Diagnosis in 75 Pafientswith Bacterial 4,. ._ , e._, ,.,., _. ,,.,.46 21 F P,I,$ IR.aOit + t l _i_l
l'llarvnt, itis ._ :+ F c., s,_.. -- ,

411 54 F I, C Itu,ql,.• *+ _,

The diagnosis was acute pharyngitis ht 28%, so ,0 _ _,,,c., s,.+.. . ,,.,,
chronic pharyngitis in 36%, chronic pharyngitis with ,, . _ e.s._ ,_,, - ,._. _ 52 iI F C.I,F _p,i ¢ 94ay=

acule exacerbation in 30% and 6% in tonsillopharyn- ss_4 ,_ _ ,._,c a..,., ..* ,_,,. _ ,.,._ ,,.._. , ,_,
gitis. (Fig. 3 _ s_ 2, _ ,,o,c K_ • ,.-.

• _ 50 P .LC.D l. ooit
S7 21 f C._.l "l_l

,m I1 P F./'.$ N. _l_4dls 6_
61 ,2 F C._P _ml_. | s._ 541q_
412 '4 F P.C.S + 9_

Act_te i>ha*yn_i*_+ Chronic pharyngtt s 41,$ 40 F I,D.I ar,'ImemlWll O lOeSs*
tl_ _J iv ',C.D l. mM . • ?_

67 27 P C,' I. at_IEa _ adqn_
_1 26 P L III,0 |,roll ,',,,,+ 1'_i

Chnmic pharyngitis (a Ze F II, C g, immmalm + 9
wilh acute cxat erbttlons _ Toniliilopharyngitis ?O 53 F l,l,C tamp. It +* 7,_

71 ]at F I. D, o+. _Itmp. II m 6 ,ilo_
7_. II F F.('. s I[.1_ 0 + d,ay_
73 32 F 1._,O Im_p • +,.t..t, 6dtW_

Fil_. 3- CllnicaJ diagnOSiS in 75 patients with bKterial "/4 i4 F F,C, V _ _ _ 4
pharyngit is 75. 21 F F, l, C. S I. Im_ * "_

Aailip 6.¢al

Respon_ to Treatment of 75 Patients with
Bacterial Pharyngitis

With regards to the clinical response to treatment " _ly_s of Data

of bacterial pharyngitis with CMG--IO, 64% have good Statistical analysis of the clinical response of
response (++ to +++) while 36% re'mained unimproved patients with bacterial pharyngitis to CMG .-10 was
(0 to riteria tier clinical response were based on done using the 2 x 2 contingnecy table. Clinical _spon+,'
the di_ppcarance of presenting manifestations graded was compared with the gram staining property of the
from 0 to +++. Improvement was deemed present for etiologic bacteria and its in vitro response to CMG-10.
those with +-*-to +++ evaluation and no improvement The coefficient of correlation between the two variables
lbr ti_soe with 0 to +. (*Fable I11) and the statistical significance was derived using the

Z table.

,.n._ .._ ,_x .:_+_,o..,_ .,,_,.,,+,,m-o._.,,,+,s.._sPo,+sEt.,.^T,tm Clinical .._.i.._,_.D_'ee_'_nem'c(mrL_imr
i i I M l, i) i[_l i/r_p -- Bdllyx i, I No i _

Total12 " <",F _1 _'_l_ "rip "rd,+, improveo improvement
21 ]3 M _. f', D gtllph,luleul I-+.+ 5 d_yl

. . ,4 Fo s,._ ...... _'-v, sensitive 36 6 42
5 13 M [ K.imlu41_,nMd, +-t b dtyl
6 I8 M C, S, I Sl_phmlleUtI

_..._ ++ +_., not sensitive 12 21 33
7 22 M O, I', E Staph lw'etu

• ---_ ++ __'- Total 48 27 75
B 26 M B, (_,1 al_l _l_p 8 d(tyl
9 27 Id I", L E Stsph, tm'_t/

I_ llrlp _I-+ 5 dlyl

,o +, . ,,sx,, ,.... + ,0,,,, _ ad .....be 36(21)- 12(6)
II 53 M S, (7,D. E K, plwgllp_niai + Ndlyl
12 27 M F. [3 E. c_U + O_l /rr _-_ ........ --'_ .............

14 _1 M ('. l,S, E K, _umomile * lO _ys
)5 27 M II, S+C _ 1Fop ++ 12 dsya

,+ 6] . c._.t, sty._,,m,_ : 0.51_l(fgp "f-_" 5 dllyl
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Testin8 for sisnifican_e:

z -'G--. (o.51)
= 4.416

Table value ZO.O5.1.96

Comparing the in vitro response of the micro-
organism to the eeventual clinical response, there is
good correlation between the two variables with
Z = 4.416 (Zo.o5 = 1.96). This indicates that the

effectivity of CMG--10 in bacterial pharytxgitis results
from the direct action of CMG-10 upon the responsible
nficrobiologic agent.

Summary and Conclusions

The Ipomoea muricata, locally known as Ton--
kin and experimental]y desisnated as CMG-IO, has
been used m the clinical trial for the treatment of

bacterial pharyngitis. It has been established beyond
reasonable doubt that the alcohol extract of Tonkin

is antibecterud against gram positive organisms and acid
fast mycobacterium 607. That this biological property
is stable even after 3 years of storage and is thermostable
up to 120 degrees C. That the Tonkin extract has potent
analgesic pmporties have been proven by exl_r_nents.
It has also been shown to have a positive anti-lnflam-
matory effects and more si_aif_anfly, it is relatively
non-toxlc inspite of its potency. Ikis is the first
reported study of the use of CMG-IO as a local
treatment for bacterial pharyngitis.

Seventy-five (75) patients with bacterial pharyn.
_tis as proven by cultures were included in this
clinical trial. Pre-treatment evaluation of these patients'
symptomitology and clinical f'mdinSs were obtained.
Ix)ca] treatment using regular throat swabs of CMG-10
as extracted frmn lpomoe muricata was used.

Our study thowt that there is indeed a silPtificant
correlation of the in-vitro antimocrobial activity of
CMG-IO with actual climc,al improvement of patients
manifesting bacterial pharyngitis. Bated on these
patients' response to CMG-10 and the overall cure
rate of 65% obtained in tiffs particularstudy, we have
shownthat not only canduration of illnessbe shortened
to an avertee of six (6) days, but also _ns and symp-
toms can be alleviated to yield good to excellent results.

At this lmmt, we propose furthor invettisation
of the eiTr,acy of CMG-10 epJmt 8tam positive
bacteria and other conditiom like _ If even-
tually proven with certainty, then CMG-10 can be
made readgy avtflable == t commercially tnoxpemive
local therapeutic qent.
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The Phil. A partial duct blockage resulting from: I.. ai_
Jour of O_'o inflammatory process. 2. desquamated epithelium. 3.
Head & Neck stenosis and 4. calculi lead to the formation of a
Surgery

mucus plug. As secretion continues, a cyst forms
behind the plugged duct.

The second type of ranula is the plunging or
burrowing variety. It is believed to branchiogenic iv

SUTURE FISTULOTOMY: A SIMPLIFIED origin: from the first branchial cleft. This large rmlula
APPROACH TO THE TREATMENT OF may extend from the floor of the mouth into the

RANULA* 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 sesmental excision
of the sublingual gland have been shown to be in-

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

Ranula_ are now generally treated with excision Surgery for these lesions, however, is not that
of the cyst in continuity with total rernov:d of the easy altogether. The highpoints are the following:

inw)lved _uhlingual gland. At times an extended dis: 1. resecl entire cystic wall preferrably with the
section into the submandibular region of the neck sublingual gland, especially in recurrent cases
through all external approach is needed aside from the
intraoral manipulation. 2. avoid injury to lingual nerve and submandibuiar

duct
Such extensive surgery is warranted because, in

the words of M. Stuart Strong, "these lesions look so 3, identification of course of submandibular duct
easy to mamJge but they can be so embarrassing when with a plastic catheter

they recur," 4. meticulous ligation of blood vessels
The surgical treatment of ranulas originated

during the age of Hippocrates. Celsus excised these 5. excision of overlying mucous membrane which
lesions. In 1716. Dionis described the rantdam his may be adherent to cystic wall and may

contain up to 20 excretory ducts of the sub-
works on surgery, lingual gland

The ranula is a benign, soft and painless cyst Complications ofthe procedure include immediate
within the t]oor of the mouth. It is generally unilocular, post-operative hemorrhage, recurrence and injury tt_
t,nilateral and contains thick mucus, Coh,mnar cpithe- lingual nerve or submandibular duct.
lium lines the inner cyst wall suggesting its ductile
t_rigi_. With the above in mind, as well as the co_t of any

extensive operative intervention on the part of the
Tw_._ty0es of ranula are generally seeu clinically, patient, this study was designed to satisfy the following

Tile first one is the simple or retention type which objectives:
results Lrem obstruct/on of the sublingual gland ov any
minor salivary gland. This usually lies above the mylo- 1. To determine the applicability of this simple
hyoid inusclc, office procedure in the treatment of ranulas

The sublingual gland is composed of several 2. To determine the efficacy of the procedure
parenchymal groups which empty independently by with regard to recurrences of the lesion.
way of the ducts of Rivinus into the oral cavity. Some
of the more anterior of these ducts may unite to form a Materials and Methods
single larger duct of Bartholin which joins the sub-
mandibular duct of Wharton to empty at tile sub- Five patients seen from February, 1983 to
lingual papilla.. Obstruction of the sublingual duct system October, 1983 at the Talon General Hospital, Ramos
can produce cystic degeneration of the gland by General Hospital and the Tarlac Provincial Hospital,
compression, all in Tarlac, Tarlac comprised the subjects of this

study.
*3rd Prize-Co-winner
**Consultant in O_olaryngology, Tarlae ProvincialHospital All five had simple types of ranula. No plunging
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type was seen which is explained by the relative rarity off from the manipulation which lasted from as short as
of this lesion_ Care was taken to diagnose and palpate 5 minutes to as long as 15 minutes.
for stones along the course of the submandibular duct.

The following table illustrates the type of sutureTwo such patients who had sialolithiasis as the cause
of their cysts were excluded from the study for the material and the number of stitches employed:

simple reason that removal of the stone alone relieved Suture Number of
the obstruction. Name Lesion Size Maierial Stitches

I
It was routine procedure to inform the patients Dolor 2 x 2 cm silk 30 two !

about the accepted modes of t_eatment for ranula.
However, when told of the risks of local and general delaCruz, 12. 2 x 2 cm cotton 3-0 two
anesthesia, cost involved in the operative procedure and
t×bssible complications, all five patieots readily con- Bautista 3 x 2 cm dexor_ 0 one
sented to this less invasive approach. Altares 2xlcm silk l--O one

Patient prollle is as follows: dela Cruz. C, 3 x 3 till cotlorl 3 •0 I-t_ur

When it comes lo recurrences, the following table
Lesi°nil_ shows the results:

Name Age Sex Position Duration
Name Length of Suture Stay l_,ecurrences

[-h_lor,Leonora 13. F Right 3 months
Dolor one month none

dela Cruz, Edna 12 F Left 2 months
dela Cruz, E. one month one month

Bautista, Susana 15 F Left 1 year after removal

Altares Wilma 23 F Left 3 months Bautista one month none

Altares one month none
dela CruT.,Cotazon 27 !: Left 3-years

dela Cruz, C. one month twG weeks
Three of the patients were previously untreated while after removal
two were _'eeurrent cases, Susana Bautista and Corazon

dela Cruz were the latter patients and both had the Patient discomfort in the form of interference
longer lesion duration. Previous treatment received by with mastication was noted in two patients. Th.is feeling
both were needle aspirations, however was not serious enough to cause any undue

The procedure itself is done in the office with weight loss or refusal to intake of food.

the patient in the sitting position..A Xylocaine 10% No infection was noted post-operatively in any
spray anesthetic _s not an absolute necessity, although of the patients. Complications such as intraope_tive
it nmy be helpful in the extremely anxious patient, or post-operative hemorrhage, injury to lingual nerve

or to submandibular duct were not noted.Cotton, silk or Dexon polyglycolic acid suture
inaterials of the larger sizes may be used. For added
bulk, the suture material is folded over itself such that Discussion

four strands compose the stitch. This is done to ensure This study shows that the creation ota tistulous
that the fislula formed will be sufficient enough to tract is a satislactory method of solving the problem of
[x_rmit the drainage of thick mucus. A large-sized needle cysts in the floor of the mouth.
is necessaril_¢ used so that the four strands can fit into
its large French eye or hole. Each stitch is then tied While it is true that recurrences occur with this
using or employing the standard surgeon's knot or the very sunple technique - with a far higher rate probably
triple surgeon's knot_ than either marsupialization or segmenta] excision of it

the sublingual gland - the procedure employed for l

Post-operative orders include a full diet and the such recurrent lesions is not the very extensive oral and ]
use of an oral local antiseptic, l-oUow-up is done every cervical dissection but still the same inexpensive suture
other day for fl_e tirst week and weekly thereafter for fistulotomy. "I'lle two patients in this study who had
the next three weeks_ Appropriate therapy is given as recurrent lesions after the first fistulotomv procedure
the need arises during the fbllow-up period. Stitches were subjected to the same technique and this 3econd
are relnoved alter one month, procedure has resulted in non-re'curtence up to the

Results present time.

It sometimes perplexes the mind to think that
It is rather interesting to note that the procedure for the problem of ranula, a ductile and not a paren-

w'a_ tolerated well by all five patients. Nobody begged chymal disease of the sublinguaJ gland, the accepted
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procedure of surgical treatment w/l] be the total removal
of the sublingual gland. In essence, the surgeon may be
removing a very normal sub]ingual gland. The argament
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,_id, "the embarass-
merit will be gone."

This suture flstulotomy technique, however, offers
a new perspective in that: one does not tamper with a
normalsublingualglandand onecaneasilybrushaside
theembarrassmentofseeingtherecurrenceby givingan
inexpensive and an easily performed treatment.
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ThePhil. Tm,_I
JOB-[ oi" (.)to. R,multn of UllTenmt Stucll_ ,t_ NIHL

Head& Neck No.ofSul_ta/'E_rs NIHL
Sm'g_ry Tm_d

Wtctmml and E_rl_ 68 23 (335t2%)
G_m.a_a _1 cy_ sl t [ (21 _s6'_)

2'77 1oO,,_z,)

IV. Materials and Method:
NOISEdNDUCED HEARING LOSS AMONG

DISCO HOUSE WORKERS Volunteer workers f'rom Stargazer Disco at the Silahis
International Hotel were chosen as subjects. The 225
siring capacity disco hall is located at the 19ill floor of
the hotel's building mad measures approxiznately 165.05
sq_nl, in total floor area. The rt_om is provided gqth
acoustic reflective materials and is enclosed by glass and
cement walls. Sound l're_ure level was measured using
tile Rion sound level meter of the NatiorLal Pollution

Francisco Victoria, M.D.* Control Commission. The methods u_d in measuring
the sound level are as follows, in "'A" scale.

a) the figure indicated by th_ sound _evel. m__;ter
where its indicator stlows rio flucluations or only small
fluctuations.

l_ Introduction: b) where the indicator of the SLM record_ t',erk._dic
Studies have established a direct correlation between or intermittent fluctu.ltions with the tlighcst pcak almost

_aoisc and hearing damage8,9,10,11,13.15 Noise-in- regular, the :tveragc c_f the highest peaks for respective
dued hearing loss is well investigated and documented in fluctuations is recorded_
industries, followers and players of rock and roll music
and orchestral musician, but few works has been done, if c) Wllefe tile indicator of the SLM rccor:.ls jrr%_.dar
any, among the disco crowd especially those who are an big flut_tualions, the figure oi_.the higher end _:_rthe
regularly exposed to its very loud music .- the disco 90% range of the level is recorded_
ht_se workers. The eq_nvalent of the w.}hlmc control i,_vel c_l the

Numark Sound Systems play deck to the. sound t_:vel

It_ Objective: meter were taken arid measured as folh,ws, with the

it is the purpose of this study to try to establish the master volume control set at 10 and 16 c_4uiv_cnt _:o
prevalence of noise-induced hearing, loss among such about 75 dBA.

wokers, if any, Table 2

111. Review of Literature: Equivalent level of the Volume Control
against the Sound Level Meter

Pathological changes in the end organ of Corti among
experimental ammah and human temporal bone subjec- Volume Level SLM dBA
ted to different intemities of sound have been demons. 1 84
trated.16,17 Subsequently, theories have been formula- 2 94
ted and raised regarding file biochemical and mechanical 3 98
factors contributing to hearing impairment.3 4 102

A study by G.A. Westmore and I.D. Evertden of

n.oise induced hearing damage among orchestral musi- .(See Appendix "A")
clans showed 23 (53.82%) of 68 ears had NIHL, but

most of these showed only slight or early change, Only 4 At level 4 where it is stationary for mo_t part of 8
of the 23 ears affected had a hearing loss of more than hours and measured at 102 dBA, it is equal to a pre-
20riB at 4Khz, Gryenznska and Czyzewski performed viously meamred rock tape player of 97-104 dBA. The
audiometry on 51 orchestral musicians and found only volume control is seldom set at more than 4 because
16 (13.4%) of them to have bilaterally normal hearing, the intensity of the sound ensues breakages of
',1 (21.56%) of the remainder had a clear evidence wines.

of NIHL. Sound pressure levels have been recorded and com-
Flach found only 44 (15.5%) of 277 professional puted using the SLM hi the 3 different _nlpling sta-

musicians to have sensorineural hearing loss, and of tions of the disco hall in order to get the average range
thes_ only 10 (.3.9%) were attributed to NIHL. (See of sounds Ultensity emitted by speakers in these three
table 1] areas frequented by the workers which are as follows,
*Chief gtaidcnt, Dept. of Otolaryngology,O|pltgl ng Maymla.
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Station No_ 1 - (very near the dam.e floor/ -102 tile vblunteer workers in order to establish tile incidence
dBA, about 3..5 meters from the center altd 1_5 of hearing loss between these two groups, at the same
meters from O_ened,rest speakers, time serve as an indicator of reliability for the method

Station No. 2 - (l_tr 1) .- 97 dBA, about 6 meters used for determining the hearing 1o_ among disco house
from the center and 4 meters from the nearest workers. (see.Appe, dix"(;)

speakers_ and
TAIILE ?

Station No.. 3 -.-(Bar H) - 89 dBA, about 12.5 me- IX.m,.r_,_,.-a,,,,_.,,,h.w,,_,.
ters £rom the center and 7 meters from the near- s.._e=_nu_ • m,x.dtn_nt_ • no,,,_t,,_,.a_

AD AS _D A_I A.r) AS

est Sp Oakt_, rs, Mild 12 13 3 ] I 2

Compared. the allowable sound intensity set by the 7o.s_ 76.4_ 17._ s,u,, s.u_, _._u_" " Moderate I I - ..

NaUonal PollutionControlCommissionand tlaeUS __._s_5._ - -

Department el Labor, the results are much up high. s_ _.s_ _.s) .....
Total 76.47% 82.35% I 7,J4_ S .1111_ 5.1_% I I.gR%

(,see Appendi.×cs B and C)
TAIR.E S

Dq_',e of _ Lain Anuml ibl kkdlml W_tm

SCHEMATIC DIAGRAM OF THE DISCO HAL[,
_ormeund HL_ • Nm'en_l Tn_
AD A,$ AD AS

3 2 14 i_

17 65'_, 11.76% 82.35% 88.24%

.,""-'i? ToUi 17.65% I 1,76% 82.35% 85.24_I,

Z.'_5,._..

_'...;" .... " __ ........... NO. OF TAI_F

SI.J1_(7"_ (17) ('ON 1"_{_1,.

(27"1 (41 1'3) |5) (_)

_nllj'_ Ud,7.6__ _ 1.1

I Inal-ternd _ll_tenll I.Inil. _N

Pure tone ;tudiometry was performed and audio- _(n?.s_)12(70.$9%)2(11.76%) HS.I_)I J_l 1_n_6$%)
grams were constructed from readings taken at 0.25, \0.5, 1, 2, 4, and 8khz from 34 individuals. 17 subjects _j_7_.,_
and 17 controls. 'I]_is was done in a quiet room after _. _.,s_ ,,,._5.s_ _.,_._
12-16 hotirs l"roHl noise exposure in order 1o mini-
mize if not eliminate the effect of transient threshold VI. Discussion:
shift. SPL _s measured ill tile audiometer toe)ill _ltld

recorded at 39-45 dllA. ?his is within lilt, t._la__#ttuttl A total of 34 individuals .... .17 disco house wo,:ke,-_

allowable Sl'L./i_r attdiometer rooms, and 17 controls ....were included in this study. O! thl_
number, 15 (88.23%)were found with bilateral (SNtlI_ _

TABLE 6 .... 14 disco house workers and only 1 from the contrt_l
group. While the hearir_g loss for the most part was mild,

Maximun-t Allowable SPI_,for Audiometer Reins the discrepancy is indeed very significant_ "l]_e bilatera-
iity of hearing impairment lends support to this conteu-

Octave Band Ce_atcr tion.
trequency (HZ) 500 1000 2000 4000 8000 The one case with mt_derate to severe SNIIL had a

SPL (d13) 40 40 47 52 62 previous exposure whet_ she was employedin a textilt:

Of the l? subjects included in this stt, dy, 8 were factory. This subject actually complains of dimmishc._
males and !.) females, with ages ranging from 20 to 38 hearing in b_lh ears but somehow still gets along wcl,
years and lcr_gthof service from 8 rnonths t_) 6 years I)ut with bet work.

with the slime exposure time of 8 hours a day. 6 days a Foul' (11.76%) of the tested ears showed mild to
week. (Set, /l_9._t',dir 1.)) _estioners from the sllbjects moderate mixed type of IlL. Two of fl_ese subjects had
were given to be filed ttp. (See dppe, div I;') Al'ler which chronic olitis media in their early age. ()t_scop_c exa-
physic_l exminalit_ns were done inclt, dilkt_,otoscopy, ndnatiorts _evealed healed perforation with tJlinning of
tuning fork tests, and pure tone audiometry_ the tympanic membrane but still with visible oss_cles,

The s:_me ut_tnber of medical interns and _csident Three (8,8Y/_,) of the subjects exhibited normal

physicians fr_n_ the Ilospital Ng Maynila WelC taken to hearing in one eat while only one I'adisc jockey_ showed
serve as control.. There were 9 males and E Iem3]¢s _.111(1 normal hearitlg in N_th ears which perhaps C3ll b(_ attn.

with ages rzmging From 23 to 30 years. (see. lp/,e, dix 17) buted to his wez_ring of a headset which somehow att_
All were sub.jeered to similar screening tests ;_s Ihose of nuates the very loud intensity of tire disco sound_.
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Again. his being jus! at_out I year and 9 months on tile .r.e_,..,,
.iob with a regular alternate after 4 hours will also help 1,._,s_b.., ,..o_.,,w.a.,.

Naa,_ A_ _x Nature /hulu_nc_ Au,t),,.,¢.,,,. I¢, ,,,It,I Rem'.ks

explain this phenome,u)n. 1"he other subjbect who ex ................... .. ........

hibited a mdlateral no,real hearing on file left ear is , v^ 2,, F , ,.,.... :,:_a_,::,_,,,.,_,_
_. cocktail attendant who has been on the job only fo, ...._,."_........",lib _, 2.h,.5_/lh/

about 8 months but her right ear is beginning to show ,..............• k,t,&-, .'_-zr z R_ ,)_k
.,_b)IlL. ml.d. ,i ,,,,

an earl)' sign of sensorineural HL dB at 250-50Ohz. .,._._>. 2, _, c ,y .... _0-_,..,.,,,:> :a,,,,,,,
Many of these workers had expressed their fears and ,........J,. ar.:,,),._.,z.:.,.,,.,,,,_

.,,:',iit al _k).r 1.2.

anxieties aboot tile noise levels to which they are ex-. ::.._,_,,:_:'_,,,......
Mlxe_.l .'q : I'll,., a _1,

posed h') but they tlsl seem to ignore this SillCCit is the >;s,,
.i I'_ 24 F {:A { )'elrl 40,25dll,_l_.',:)l_,',Alh/.*_l.

l_azard of their ob. ,.............. ".,,_,,,,-'_.:,_....,_.....
_;_ ill n, dd,, u.

(Ill the other hand, a total ff 13 (76 47%) control , ,.... , ,_ c, -.,..,., ,,.,,,_,..,,;_:,,,....._
I'_ .75,111 a,_ 2" qh' .It _1. t_.l

medical workers has bilhteral normal nearing on pure _.,,,_,,...... _ ,_._
h:me audiometry. Only one 15.88%1 control exhibitcd ......... ., ,,..,,. '_'"" ...........

i q_ ,,t .u hi'.. I

a mild bilateral sensori,_eural IlL. His right ear was .........,;,_,,_,._......

- tr:mlnatised when he was about 2 years old but t)rcsenl. - ,, ..? i ,., ,_.,)!rmld......, ,,.., ,, " 'g,tHal 20ha,2kh4.a ,L

iy with ll()rllla] otoscopJc finditlgs, otherwise no contri- :_.r,.,,'_'.,_),.:t,....
t.i, till :mblIa L

butor):' history or physical finding car| explain the mild _,, -: _: ,'. ?,.,< ,,:, ,.> ..... . ,. H, ,H11 ""._q,Jl_ _, . "¢);., Ikh/.

scllsorinet.lral ltL for this coutrol worker. "ll_ree control :...i,,.,.,.-_.....
::', Ill m,ld.* t.

workers exhibited umlateral mild sensorineural IlL but ,,_ ,., ,: ,:. ....,. .--..._.._.,_:,._.._,....,
4 iil",_llP)_ . -1 ill{ i 2, r),,.. _, / .....

with normal tracings tm their other ears ....... :,,,A,t ",..r.,r'........,
f'Ul, h.ar, 2

VII. Collchlslons: ()_ ,', I ,a _.,,,.. .... ,,.,...:,.,',,,,v ,
" :,'., Ill m,!d . .:

_lule the methods employed in this study are not ....... . _ ,,_ ............r,,..,......., v,a-_ ._z);,:dB .i_ 2 q'l,./ 2kh." ;."N)

without sources of errors notably absence of pre-em ...... ,,.,',,._,,,,,, ,,,,,,.,)
: • i ! '('JR. h,,_]e k, _zl [._ll 'h,n

ployment audiometry, absence of sound proof mona, '.,i,..],_l.(.l[].d.'.
¢_..__d II ,c' .!'.(',.s(_(_l/., _.

-alibtalion errors, headphone position variations, head- ,_._ ..........
.... r , _ _t :'_lh¢._khl,a.d

set pressure against the external ears, simulation or inal- : ..... _ "* .. ,i'.;,_,_'...>j,.,,.........
_, IOdBd 2 ,_<k /..

mgering, residual temporary threshold sltifi at file tilne .... a............
of examHmtion and iznproveulent of perforn)ance of the ,., ._ :. _ w ........... ,,.,_:,.,.,_,_,,...,,,, :5 JI1 ._: . _(,i,/a_l._, _.,t.

subieet following familiarization with tim testing pro- , ....... , _ s,,.,,, ":""_..........."(*.hi _, 75"',_ 4,:L, I.

cedures, still it _s clear that fl_ere is a direct correlation >* ...... :',',...........

between d_e duration and frequency of exl)osures of _ ,>,,L,,,c:,.....; v.F. _2 ._( S 3 ycl)_ )(_?"d 11_ .:',o qN:rh/, I u.

individuals to high intensity sounds and hearing loss ..... ,..............
i _ I. t' :% M _ 2 ycav_ "q I!) a, 2"_Oht.,_k.h/.a.d.

_,:. " IL ,r,41J, • u

l_hk _ _ all I_¢nlI_y off [_rI_ _I" IJ_il ,l_¢h _l_ll, '4 D_Ohthg [ ,,, _ ]'ea_ lrld w rh relEul#r
,., ,i ,r,- _: 4 rll _.i .,_¢r_ d

_'l,rk:.d a_ _ m,'; i lU#r f,.i '
N,, ;'1t)_52 N,,. 27._1 '? _R_kl (m,,_,lwl)) _eIL_

I 7 :.'18 m_._2 t.(,.;._ _t*-. 5

i _'.g'lS lUl )(_4 _:'-b_ ',4 )_,

q_ lO_ ,o_., i ) I,,: 1r16 _,.ll, APPENDIX E

5 ItlB.lO,_ II)-.I _4 HI:)-! 10 _ It),l

I I(_11_ I L.,.I J8 I1_1_? tll-al_

I*_.i22 I L' .i:]._ II 5q 2.2 I_() 124
I1_ i22 _ll .24L t ,;.I 24 i l_.1 ;s

,0 ,,_,:_ ,,".,_,: ,,*,:_ ,,.,.,:_ FORM No. 1 Questioner for Disco House Workers

_'"_)_ ' 1. Name .................. Age ......... Sex ...........ltl_ 4 I_ 01kSy _m _o* N_t= m _'*M 4r*i

'2_ Address .

_"_ °_'" " _" "'"*'" )''"* _*'*" 3. Type of Environmenta 5t_dl_ 4 _,db 4(l tlll I .I

• _ _' :")"' '")' 4. Nature of I Work
B 6" 41 _1 ,Jl_ "q, _IB "

- ",.,* ...... ......,, 5. No. of years it/the present job
o ._a. _"* _" 6. Frequency of Exposures __

..._.e_.)a_. 7. iJ.'/Noll-use of protective ear plugs

8. Other sources ofrloisc exposures and frequency and, _. RATION ',_ P_,.! '_mlhl l_vel trill), 14,_ r,'ll_,n_"

_) dmalioil:

"" 9, Family Ilistory
.... _ I0. l)as( Medical HistoryltK_

,_-' a) before birth (maternal)
,,,) [).1 drugs used
'" c) s_cknc,;..;or diseases

d) trauma (s x:cifically temporal bone! area and ear)
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The Phil. Patient Profile:
lour of Oto.
He.atd& Neck Of tile 108 patients Ulc,luded in Ibis study. 82
Surgery were males and 2(i were fern.ties. ']-'hcir ages ranged

from 17 to 73 with a mean average of 45. 'i-here was a
broad age distr;bution with many young patients.
.aq_proxirnately one third (1/3) of the patients were
35 years old or yot.mger

CLINICAL PROFILE OF NASOPHARYNGEAL
Family history revealed positive for malignancies

CARCINOMA IN FILIPINOS in 24 patients and negative tbr 84 patients. With. regardsto smoking habits. 3'2 were smokers while the rest were
non-smokers. However, the frequency and duration of

smoking were nol reported_ 23 or about 21% of the
total patients were of Chinese descent.

Mario M. Yatco, M.D.* Site of Primary Symptoms:

Benito L. Uy, MD.* The silo and frequency ,-,f 1.he t]r..:t symptom arc
shown i,l T,,bie I.. 47% lirst noted amas:-; _m (he ,neck.

15 or 14% have problems refe.rrable 1.o tim fl_roat.
11% have one or more symplorlls in lhe eyc and
ear resl)ectiv.'ly. "[he nose acCotln|s i'('ff £%, vvhi]e the

Nasophar._ngeal carcinoma (Nl:'f."), au aggressivc face conslitute :mother 8%.
malignant disease is cutTently a topic o1 great interest

because of the diagnostic and therapeutic challenges il ,12% of the p:tlicnts exhibited initial 33;mpt()nls
l:_.',ses to the otolar)ngologists. Ill patients with llaso- ill 12 (.U' more sites, whereas 58% have _;Yml)ton,s con-
pharyngeal carcinoma, tile progllosis is adversely affected tincd t, one site only.
when the neoplasm causes cranial nerve impairment

and destruction of the skull base. Symptoms of Nasopharyngeal Carcinoma:

Treatment of nasopharyngeal carcinoma in its Th.e frequency of symptoms of nasopharyngeal
early stage is most successful. But qui|¢ often, it is only malignancies are shown in Table II.
afier the disease have metastasized to adjacent structures
lhat nasopharyngeal carcino,m is diagnosed. The variable 64% of the patients reviewed had nasopharyngcal
clinical manifestations and the inaccessbility of the sylnplolr-,s consisting of ohshuction and cpistaxis.
anatomic region usually impedes an early diagnosis. Otologic complaints ranging from serous discharge,

tinnitus and decrease in hearing act, ity accounts for
This paper was formulated in an effort to establish about 60%, 34% have ophthahnoneuroRggic rna_',ifcsta-

•"_local study and to compare these features with that tions suclr as blurring oF vi,iol_, diplopia and ptosis.
of foreign literature. Aboul 7"7% have neck masses. Nuchal pain. pain on

yawning and mas|ication were appreciated in ar_other
MATERIALS AND METHOD 30%. The rest of the feature:, consist o( numbncs:, and

The medical records of 108 patients admitted paralysis _f the l"ac_ and pl,ar3 ngcal svlntz, toms.

(ton IL)71 to 1083 were reviewed. Agc, sex, family I_athohlgic Findings:
history, smoking habits, presenting symptoms, race.
physical findi_lgs, stage of neoplasm at presentatio;l and 1 .dec 111 sh<)ws the distribution .."t.'..__":....... :_...v

histologic diagnosis were included, of th_ .:,ticnts 193-hist(.q*athoh)gic diag_:......&_.F:_._ >J:'st

All biopsies were performed either local or general ? , _n,,, q. w:J_ l)oody differentiated ,:'t:,i:..Ym_...i(..:.:_.rci-
t:<,ll*,, ,i,:c_)un|ing ',r 44%. 27 patien|_, c:.r 2:';% had

.mesthesia. ].'here wcrc no reported operative or post- 7H,_]'.raH..ty differer_lialcd s,l,u, rn,:_as c::1] .23r,?". ::[TI;.I.
operative complications. 14;,, Ita'l ,,m(hlt}atent_ated t.:Jrc, llJr,;;lla, }.. JelL".'.. ; '._

The stage of the lumor was determined o11 the cir,,.)_,_:., nlanilestcd irl n'Yo _.,f ll,e pati_,_!.> 6% , g,f
basis of the chnical data ac_'ording to the American the l:'atwuts had transitional cell carcinoma while 3%
Joiill Committee for Cancer Singing and End-results had a_.,phlslic Dpe.

Reporting.l
Classilication of blalignancy:

RESULTS All tumors 'wc_e staged according to the "fNM
system of classification adopted b) _.he ,:_;nerican

*}rom the l)epl, of I.:,.N.T., U.S '1". faculty of Mediein_ Joint Committee for Cancer Staging and [7.hal-Results
._. St_r!,_.r> Reporting. Table IV lists the most recent cla;_,ifkati(m.
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The distribution and frequency of p_tients ac- patierits' problem m this review. It would be then
cording to tumor site and nodal involvement i_.sh.own beneficial to the patients for us to remember that an_,
in Table V. history of epistaxis and bloody nasal discharge, correla-

ted with other clinical features might be an indication
On tuJrlor primary site, 27 patients or 25% had of malignancy. Thus, a good mirror evaluation and

Tls classitication or carcinoma in gitu. T1 or tumor further work-up is necessary,
limited to one site was present in 8%. 33 of 108
patients had T2 type or tumor involving both the Serous aural discharge, especially in elderly indi-
superior wldl ,_r v,)ult and the lateral wall. T3 or tumor vidutls should not be taken lightly. While otitis media
extendin_ tc. the natal cavity, oropharynx or pterygoid in children maybe a benign nature due to the character-
space appe_r,_,'din 11%while 27 patients or 25% showed istic anatomical features of the eustachian tube, this
T4 or turn':_r extending to the base of the skull as however maybe a warning sign of malignancy in adults.
shown by t'.vidences of cranial nerve invasion_

Caflin et a13 in I t)81 reported a case of sudden
On nodal involvement, 15 patients or 14% exhi- painless monocular blindness as the initial manifestation

bited no clixlic_lly positive nodes. 61% showed unilateral of NPC. This was not observed in our series. Instead
nodal involvement while 25% had vilateral invoive__em, ophthalmoneuroiogic problems like diplopia, due to

involvement of the 6th cranial nerve was the mo_
Stage _:rouping distribution and frequency is common feature.

shown in Table VI. Stage I and Stage II diseases are
limited to the nasopharynx while Stage III and Stage IV .Although other features of NPC observed in oui
report extension beyond the naxopharynx or the pre- review were of the non-classicial type, they still merit our
sence of met:JstasJs. 99 of the patients or 91% delnon- attention, since they were observed in our documented
strated tt,rr_r extending beyond the nasopharynx with cases.
bone in':olvemcnt or crJnial nerve impairtnef_t, Only 9
patients had tumors that remained confined *o rite DISCUSSION

nasopharynx. The early detection ofnasopharyngeai malignancy
continues to challenge the clinician. Early recognition

DISCUSSION and treatment favorably influence survival. This review
has presented the clinical prol'de of NPC in Filipinos.

Nasoph.arynge:_l malignancy is commonly located While this may serve as a handbook for the physician,
in the later_d w:dl, roof and superior-posterior wall of what remains as the best safeguard against misdiagnosis
the nasophitryrt,x., its clinical manifestations ,_reclosely is still the high index of suspicion. Clinical features
related to th,'_ an_ttomical pecularities of l.he tegion, suggest ive of malignancy demand prompt and conclusive
the knt,,wled_,0, of which is mand.'ttory for a better evaluation.
understanding of' the disease pattern. Communication
exists betwcer'_ the nasopharynx anti the posterior
choannac, or,.,pharynx, eustachian tubes and the base No. of % of
of the skull. \djacent to the fossa of Rosenmullct lies Site Patients 108

the foramen lacerum, providing a route of _ccess to Neck 51 47the cavernous sinus and the anterior crani,'d nerves.

Lateral to tl,s lies the jugular foramen and c_trotid and Eye 12 11
hypoglossal canals which _:ontains the last four cranial Ear 12 11

and the sympathetic trunk. Nose 9 8

]'he node of Rouviere. which is the t, ppermost Face 9 8

member of the lalcral retropharyngeal nodes of Krause, Throat 15 14
lies in close proximity to the jugular foramen.

In our serkcs, the symptomatology of nas_!_i._haryn-
geal malignancy revealed features worthy of note.
Cervical neck ntass was the most common prcsc,ting Table I Site of Primary Site
symptom sugyestin_ that our patients were seen in the
much later stage. '[his is further supported by the No. of % of

increa_d number ot patients in Stage IV oi' t.'._mcer Symptoms Patients 108
Classiflcation. 'Ihis is in contrast to the review ,n_)de by .....
Hopping et al 5 wherien he reported serous otitis _edia Nasopharyngeal
as their earliest complain followed by nasopharyngeal obstruction 42 39
obstruction and bleddmg, bleeding 27 25

Nasopharyngeal complaints presenting as obstruc- Otologic
lion and bleeding comprised a substantial percentage of serous discharge 33 30
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tinnitus 18 16 Nodal involvement (N)
decrease herring 15 14

Ophtlmlmoneurologic NO No clinically positive node
blurring of viaitm 6 6 NI Single clinically positive homolateral node less
diplopia 27 25 than 3 cm in diameter
drooping of the _ds 3 3

N2 Single clinically positive homolateral node 3
Cervical to 6 cm in diameter or multiple clinically posi-

mass 84 77 tire homolateral nodes, none over 6 cm in

Pain diameter

head and neck 33 30 N3 Massive homolateral node(s), bilateral nodes,

Face or contralateral nodes

numbness 9 8 Metastasis (M)
ptralysii 3 3

Pharynx MO No metastasis

dysphasia 18 16 M1 With distant metastasis
blood areak expectoration 24 22
hors¢noss 9 8

loss of tute 6 5 Primary No. of Nodal No. of
Site Patients involvement Patients

Table II Nasopharyngeal Carcinoma Symptoms
Tls 27 no nodes 15

T1 9 unilateral 66
No. of, %of

Pathologic funding Patients 108 T2 33 bilateral 27
T3 12 contralateral 0

Poorly differentiated T4 27
epiderrnoid carcinoma 48 44

Moderately differentiated .,
squamous cell carcinoma 27 25 Table V Classification of malignancies

Undifferentiated carcinoma 15 14
No. of % of

Epidermoid carcinoma 9 " 8 Patients 108

Transitional carcinoma 6 6
Stage I T1 ;N0_0 6 6

Anaplastic carcinoma 3 3
Stage II T2 ;N0_t0 3 3

Table III. Tylms of Histopathologic Diagnoats Stage 111 T3 ;N0;M0
T1 or T2 or T_;N1;MO 6 6

'Iable IV a'NM ela_iqcation according to the American Stage IV T4;N0 or NI ;M0
Joint Committee for Cancer Staging and End any T;N2 or N3; M0
Results Reporting any T;any N;MI 93 85

Prmmry Tumor (T)

T1s Carcinoma in situ

T I Tumor confm¢d to one site of the nasopharynx
or no tumor visible

T2 Tumor involving two sites (both postero-
superior and lateral walls)

13 Eat¢nsion of tumor into nwd cavity or
oropharynx

T4 Tumor invasion of skull or cranial nerve
involvement or both
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The Phil. It should be emphasized thrther that knowing
Jour of Oto. whether we are dealing with infectious or non-infectious
Head& Neck type of sinusitis will help us decide whether to give
Surgery 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

THE VALUE OF RADIOGRAPHY AND this time of economic crisis. At this point, we Mould
ASPIRATION AS PREDICTORS IN TYPES lose no time in working up our patient for allergic

OF MAXILLARY SINUSITIS 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 concern for our

Gil Vicente, M.D.* patient will always be of paramount importance.

Joset'mo Herrmndez, M.D.* Sinusitis is an inflammatory process of the mucous
Jose Malanyaon, M.D.** membrane linin8 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

F_r :_, otolaryngologlst, one of the COmlmmest the ostium and then forming purulent sinus secretioa.
daily occ_::t_Nces is _hc visit by a patient who, de&ires Other agents such as fungal, parasitic and others may
that he _.._r_.'hc.has "sinus problems.'l The di_;f'Unction cause this type of sinusitis. But for this study, infectious
of _he paranasal sinuses has been blamed for not just type will be considered as of bacterial origin, it being
one but a variely of symptoms which includes bead- the most frequent cause. rhe non-infectious type is
aclte, rta_.al ,.:,bstruction. post-nasal drip, frequent primarily secondary to allergy. This type produces
sneezing, nasal discharge, halitt_osis and other dis- the non-ptlrulent type of secretion(serous or mucoid).
turbing _?.mptoms. We have always thought that our
knowledge in managing nasal problems has always been Objectives
adcq.uate :_m: compared to other fields of _tol ryn- The objectivesofthisstudy are:
gology, _.t have spent lesst.r tm_e and ell",)jt iztthis 1. to establish the diagnosis of purulent and non-
sub ect. lt,.:nce, it is tile purpose of this stttd_ _otake a purulent sinusitis usiltg clinical evaluation, sinus radio-
clo_er 1,_; into this very e_mamon clinical entity, its graphy and antral aspiration as determinants.
disease pattern and methods of diagnosis which will 2. to compare our clinical evaluation to that of

sinus radiography and antral aspiration in determininggreatly l_cl[, I.ls in rendering the most 1c_icai manage-
ment to (,t_r afflicted patients, purulent and non-purulent sinusitis.

3, to evaluate the rise of sinus radiography and
Sinusitis presents with a rather characteristic antral aspiration in differentiating purulent from IlO_._

group of sil.ns and symptoms depending on the sew_rity purulent discharge.
and tile sit,L:_)f sinuses involved. 'The maxillary sinus,

whictl is present since birth has been erie of tile more Materials and Methods
commonl} inw_lved sinuses in this disease. The leason A. Selection of Patients
tot this l_ its position as a reservoir for the remainder Patients seen at the out-patient departlne_tt sas-
of the p:,r.anasal sinuses with its ostium entering the pected of having chronic maxillary sinusitis are included
middle m,:ams of the mlsal cavity in an unfavorable in this study, provided that the following criteria a_'c
analomic i-_osition. Our clinical eye has been invaluable fulFdled:

to as in _:_t.c'_miningwhether we are dealing with an a. presence of signs and symptoms of sirmsiti__
intectiou,_!. (.)r ton-infectious type of silmsitis. Other (feeling of fullness in the face and t',ose.
methods ,:.,!",_liagnosis which includes radiography and hypersecretion, headache, nasal obstmcti.m.

• - post-nasaldrip, etc.)
antr_d asi',i_,_ion ate perhaps of greater value in our b. signs and symptolns are present for more thar'_
final anai_.is tt_:nce, wc came up with lhi_ local study "_ months.
to co!lfirm Ibis important role. c. no antibiotic theraphy for at least 2 wcek._

prior io surgery.
d, radiographic studies are done prior to antro-

....................................................................................... storey.
"St!hi+ r I<_.'.+idcrlls, lr)el+t. _| ()tolary_lg(Iogy, I..JI+('M-P(-II

Ilealth St. ,.m:es (_"enter.

*:"Junior _:sident, [_¢pt. _f Otol.aly_ology, I'CM-PGI.I B, Methodology
tlcalth St.:iCll,.?es(.?enter. Clinical Evaluation
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Patients are initially examined at the out- (X2 = 15.25)show that this is significant.
patient department, taking the clinical history, including
the history of allergy, and doing physical examination, Table 1
The non,infectious type of maxillary sinusitis is estab-

Radiographic Findings
hshcd 'if tire patient presents with the history of serous

or mucoid discharge and with no purulent discharge '_ LI 1I lli__ Ix,: r--ITc'tal

i_ ....................
noted on phystcal ex_ramation. Tile infectious type of 14 4 I 0 ! 27
maxillary smusitis is established if the patient has had .... --t-
history of pundent discharge and on physical examina+

tio[|, p_lr_,len, discharge is present. Clini(_al TPulrulent , 0o _]_ 1 5 "_,

Purulent discharge is described as opaque, colored Evidence -- -'
_,:tlo_, or green, and viscous and oftentimes foul- __..i............................ 15 _.9. I ._.)_!5

_melling. Serous discharge is transparent yellow and of Table 2 shows the comparison between the clinical
_c,a viscosity. Mucous discharge is grayish, semi+ evidence and antral aspirate. Out of the 27 patients
transluscent and with high viscosity, noted I'o have purulent discharge clineially, }5 had

Radiographic studies purulent aspirate (55%)_ Of the 8 clinically diagnosed
"2 "l5%Paranasal smuts x-rays taken on tile patients to Irere non-purtllerlt discharge, eddy (++ _..) had-non+

wete e_'aluated. Mucosal thickenit_g and the degree of purulent aspirate: the rest hitd dry antrums.
hazilless were determined in each case,

They were classified as:. Table 2

I. Total opacity noted in the sinus. No trace AntralAs >irate
of air is appreciated. -............ , -- z

Ii.. Intense opacity++ marked hazitless is noted, j i lqon+ !

Mucosal thickening is greater than 0.5 era. i (-) Puml. Purul+ i Total
(measured from the lateral wall of the sinus.'.) Purulent } 5 7 15 I 27

A transluscent area is noted at its center. "...........................---_---" t ...... i
1I|. Minimal haziness is noted inthe sinus. Mucosal Non- I i '

thickening present is less than 0.5 cm. Clinical I'unflent | 6 ?. • . _

IV. Normal radiographic findings with no haziness Evi,lence ...."iiltal ........... ' ....
noted. . _ 11 9 15 ,' 35:

, .................... i........................... _ ....... J, .....

lhose belonging to ! and i! may be considered In Table 3, antral aspirates are corrqgared to
as having purulent fluid, while those belonging to II1
m,:v be considered as having non-purulent fluid. How- radiographic findings, Of the 1.6 patiertts witlt ]?urulet'tt
ever, some patients m II may have non-purulent fluid antral aspirates, 15 had total or intense opacity (I alid
especially at the earlier stage of the disease. II) (93%). 7 out of 8 with non.purulent fluid on antral

aspirate had intense opacity or mucoperiosteal thick-
AntralAsptration ening (11 al+d Ill) (87%), Of the 11 patiertts with

Patients were concluded for antrostomy. The negative :_sI_ilate,6 had mucoperiosteal thic_<ening and
.tasal cavity was cleaned with povidone iodine soap. 2 had r_orn,ul radiographic findings. }towevcr, 3 patients
Antral puncture was done at the inferior nasal meatus, with total or intense opacity had dry antrums, Also t
Aspiration of the antral sinus using gauge 12 Abbocath patient with purulent aspirate had mucosal thickening
_.as performed. Aspu'ate ,_as classified as purulent or less than 0.5 cm. These represent false positive (27%)
]_on-purulent. Laboratory' examination was done to and false negative (6%) respectively,
determine presence of pus or bacterial pathogens in
the aspirate, Table 3

Results Radiographic Findings
I

! I 11 III I_ Toted
Thirty-five patients were examined, 20 were males t........

ar)d l.f were females. Age range was from 15 to 65 (-.-] 1 2 6 2 11
)'cars with a mean average of 35 years. Median duration
ot"symptoms is four years. Antral Non-

Purulent 1 4 3 0 8
The clincial evidence and radiographic findings Aspirate .....

atu compared in Table 1. Here, we fred that 23 patients Purulent 6 9 1 0 16
tl and II) out of the 27 diagnosed clinically to have

purulent discharge (85%) have total or intense opacity, Total 8 15 10 3_2 '_;
whde '7 out of 8 clinically diagnosed to have. non-
puru.lent discharge (87%) have lesser degrees of haziness

or with normal radiographic findings. Statistical studies Table 4 shows the relationship of antral aspirate
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and h.i_tory of allergy. 8 out of 8 patient.s with non- with non-purulent antral aspiration had history ot
purulent discharge on antral aspiration have allergy, allergy thus confirming our knowledge that non-
9 out of 16 patients with purulent aspirate have history purulent sinusitis are primarily caused by allergy. For
of allergy, those with purulent aspirate, 9 out of 16 have allergic

_- origin. Their problem could have started as an allerg?'
Table 4 and later worsened because of chronic inflammatio:

of the mucosa leading to ostial obstruction and every.
History of Allergy tually resulted in bacterial proliferation.

... ........_ :..................._ of maxUlary sinusitis is important.(-ii I ''_ --r] _- _- In the early vascular stage where upper respiratory

.'..... N-on;-]- ........... 1-................................... ini'ection secondary to a virus or to allergy isAntral present.

Aspirate Purttlent I 8 _ 8 the paranasal mucosal lining is noted to be hyperemic.......................... and ¢wollen. There will be ostial obstruction and with(-- I
! Purulent _ ? 7 ]6 increased permeability of vascular endothelium, mucosal
!-------t' edema follows.

Total ] 25 10 .3.5 In the exudative stage, fluids are then forme_!
....................._.................................................... Goblet cells and seromucinous cells are stin_ulated t,-

Discussion produce secretions mainly of serous character. At thi..,
Several _:tudies have been undertaket_ to find stage, clinically, we find serous or mucoid discharge

out the diagnostic acumen of the otorhil_o]ogists for coming out of the maxillary ostia. Radiographically,
maxillary ;iln_sitis. [:..'vansin 1975 reported _.hat they there would be mucosal thickening and varying degrees
have poor diagnostic ability. Axelsson a_d Runze in of haziness are noted,
1976 also c_ncluded that they have a h:_rd tmlc dis-
tinguishing maxillary sinusitis fl'orn shnplc rhinitis. In .This stage may deteriorate to the bacterial stage
1981, Berg claimed that their clinical evaluation is where there is marked o_ial obstruction and hence n,.

,fairly reli:_ble, fluid draws out of it. The setting for bacterial prolifera-
tion begins. This would then cause further mucosal

With our local study, we can perhpas say that thickening and fluid formation which changes from
clincially the otolaryngologist can fairly recognize the serous or mucoid type to the purulent type. Clinically.
difterence between a purulent from non-purulent sinu- we find pun.llenI discharge and other associated signs
sitJs. Our res_llt suggests that only 15 out of 25 (55%) and symptoms. Radiographically, the mucosal linir?
diagnosed cliJncally with purulent sinusitis had purulent has thickened and opacity has occupied the antrum.
material on aspiration, ttaziness will be noted in a more intense degree.

lhere were also several attempts to find out the Our clinical eye may deceive us in our evaluation
validity of sinus radiography in determinirlg infectious of maxillary sinusitis, ltence we may overdiagnose or .
from non-infectioustypeofsinusitis, underdiagnose il. The problem perhaps lies in tt_:,

Vuorir_en in 1962 said that there was a fair following.

correlatiot)_ between sinus radiography anti clinical a) inability of the patients to describe accuratel_
evaluation. Berg concluded that radiologic findings were to the doctor the kind of nasal_discharge they
of limited use and thus offered few advantages, have
However, I?_vansreported that sinus radiography is a
reliable tool in the diagnosis of maxillary sinusitis, b) inability of the doctor to elicit a good history

of the kind of discharge
In our study, there is a fair correlation between

our clinical evaluation and sinus radiography. 23 out c) failure of the donator to distinguish accurateh
of 27 (85%) diagnosed to have purulent-discharge between purulent and non-purulent dis_.'.harv,,
clinically were considered purulent radiographical- on physical examination

ly. i]ow_.wer, ,_,ut of these 23 patients, only 15 yielded d) lack of definite criteria in determining purulent
purulent axpirate for a 65 percentage, from non-pu_ient discharge.

We h::ve obsereed further that there is a good Really, it may be hard on the part of the doctor
correlati_.,n between sillus radiography and antral aspi- and more on the patient to distinguish the type of
ravioli_ 15 tur of 16 (92%.) with purulent a_traJ, aspiratc discharge. A mucoid discharge may appear purulent and
has Itad tt_l;d ,r intense opacity, and 7 otlt of 8 (_7%) vice versa, In cases of presence of polyps where the
with non-pun.J[cnt antral aspirate" had intcl_sc or lesser maxillary ostium as well as the discharge coming from
degree o*"h_eJr_i_sson radiography, it cannot be properly evaluated, the doctor may ,luSt

We hay,: mentioned allergy as one main factor rely on the patient's history. Also, the discharge h_"
in ma_ill:_ry sinusitis. Our study shows th'_t _ff the may be seeing is not afte'r all coming from the maxilla_
35 patients, 25 have a history of allergy. All patients sinus.
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Radiologic studies is valuable in .predicting in- Sinus. Otolaryngologic Clinic of North America.
fectious from noninfectious type. It complements our 9:21, 1976.

antral _ispirate f'mdings. However, there may be some 6. Vuorinen, P., Kauppila, A., Pulkkinee_ K. Corn-false negatives and false positives as shown in Table 3.
This may be due to the following: parison of Results of Roentgen Examination

and Puncture and Irrigation of the Maxillary
a) technical error in. taking the radiographic Sinuses. Journal of Laryngology and Otoiogy.

studies 76: 1962, pp. 359-364.

b) superimposed structures which add haziness 7. Yanagisawa, E., Smith, H. Normal Radiographic
to the field Anatomy of the Paranasal Sinuses. Otolaryngo-

c) scanty amount of fluid which may not be logic Clinic of North America, 6: 1973, pp_
readily distinguished on X-ray. This possibly 429-456.
explains the negative aspirate inspire of radio_ 8. Zizmor, J., Noyek, A. Inflammatory l)iscau:s of
graphic findings of mucosal thickening and the Paranasal Sinu_s. Otolaryngologic Clinics
haziness as shown in 6 patients. See 'Fable 3). of North America. 6: 1973, pp. 459-473_

d) time.element, that is, there may be remarkable 9. Boicse and Paparella. Fundamentals of Otolaryn-
changes that took place inside the antrum gology.
from the tinle the X-ray was taken up to the
time of antral aspiration.

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

Antral aspiration perhaps offers us the best
advantage of determining purulent from non-purulent
discharge. It is easy to perform and is very intormalive.
Here, we can clearly and properly evaluate the contents
of the antrum and have it analyzed for any pus or
bacterial pathogens. Laboratory results confiml 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
great that you will leave the impression that there is one
good otolaryngologist around.
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vhe v_ Materials anti Methods
lore of 01o,

}te_d&Neck Adult patients from the outpatient department
Surgery of the Philippine General tlospital were selected at

random based on the following criteria:
.i ,

1) History of previous nasal surgery (pol_ pectomy
with ethmoidectomy anti antrostomy with or

SILVER NITRATE STICK FOR RECURRENT without Caldwell-Luc operation).

AND RESIDUAL NASAL POLYPS: 2) PTesence of residual or recurrent polyp on
A REDISCOVERY* physical examination.

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

A total of 14 patiems were included in the series

Bernie Singson, M_D.** with ages ranging from 19 to 55. No attempt was made
Rodolfo Nonato, M.D,*** to determine the etiology of the polyp nor to dif

Jose Malanyaon, M.D.** ferentiate whether it is residual or recurrent in nature.
The nostrils of all patients were routfl_ely de-

congested using ephedrine sulfate, solution 1-1000. In
4 patients with low pain threshold, xylocaine 4% was
added to the decongestant at 1:'1 dilution. Sdver nitrate
_tick was used to cauterize the polyp. There were 2
types of silver nitrate sticks used, the conunercially

Introduction:: available one which has a plastic handle and the match
stick type. In the latter type, the silver nitrate is like a
match head placed on an applicator stick. As for the

Sinusitis with nasal polyps is one oftl,.,se., diseases former type, it is pulverized and held m place by a
tl-tJt is still perplexing to tile otolaryngologi_,t as regards nasal dressing forcep for greeter control of area el
defirlitivt_ tliarl;il,,enlellt leading re long lasting oz per-

application to avoid injury to the surrounding mucosa,
Ina,,cnt c_,,.', I>,Jtientsusually comc t_ the ()l_,lalyi'q,olo- Cautery was don_ on a weekly basis until the polyps
gist with th:: b:,pe that rebel ,, cure can be ot_tained by disappear or no change was perceptible in the size after "
IHC l,al I I,-:I[ItL,.IIt ()I' I)._ 3 .'.;lltglC zmsal stlrFit.,_] plt.,ce.. 3 to 4 applications.
dttrc. Ht:Jw,:ve:. whcn co.fronted by patierHs stift_?ring

from this z,:.ndition, no real otolaryngologist can give Pertinent chnical data regarding signs and
specific [n_arantees to that effect. Moreso it"the polyp symptoms, change in size of the polyp, number of
has an allerg( background t._ris recurrent in rtature_ applications, and duration of treatment were recorded.

A good number of patients with residual or Results were evaluated according to the classlfica-
zecurrent nasal polyps tend tt., shy away from a secoud tion as listed ill table I.

operation. Especially if"the previotis operation has just

been perf't.,rlncd a few Inonths bet'ore. Faced with this Discussion
problem, _c en;ertained the possibdity of a less invasive
alternative :_.Auti_m.'lhu'.;.. we undertook to study the Recurrent and residual na_l polyps are disturbing
possibil.it} or effectiveness of using silver nitrate stick to the patient and to the otolaryngologist as welD. Its
cautery in residttal or recurrent polyps. It is the amt of management often requires at least a second surgery
tiffs stud}' to determine if the said procedure can mini- and of course anxiety to the patient. Although it is
rnize or eliminate this problem At the minhnum, we frequently encountered in ENT practice, at the monrent.
were satisfied if wc can even just relieve the nasal there is no steadfast rule regarding its management.
obstmctior_ caused by tile residual or recurrent polyp.
Yes, wc .,L :,ware that there is no substitute for a Table II shows the age and sex distributitm of the

complete a_..l t_orouIJ._ elhrnoidectomy but we fcel patients included in this series. Whether this data
indicate a definite age az:d sex predilection is somethingthat all of u,, have encountered this problem one way

or thc oil.or, beyond the scope of this study.

Table Ill A shows the presenting symptoms of' the
patients. All 14 patients did complain of nasal

*ls_Prize -obstruction with headache present in 8. These same
**Residents. DLt-,t. of ()lolaryn_,olo_y, UPCM-I'GI! Ilealth symptoms were evaluated after completion of treatment

}'Jt:Jen c¢_. (. 't.:ll 1[(t F.

***l-'omacrb, Ctdcf Resident, Dept. ,)f Otolaryngology UPCM- as shows in table 111 B Nasal obstruction was relieved
I_;tl lie;rill-,:;dcnccsCcntet. ill 12 patients, diminished in 1 and persisted in 1.
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Headache was relieved ill 7 and one patient had of the otolaryngologist in dealing with rectirrent arid/or
p_-rsi.stentheadache even after treatment, residual nasal polyps, especially in small ones. Except

for some minor complaints like headacl-te: which is
Tables IV and V show the results 'of this study readily relieved by giving oral analgesic, thi, procedure

mch_ding the number of applications and duration of was found to be less invasive and does not rcquile
treatment. The single poor result was already a big hospitalization. However, to really avail of this procc-
polyp when initially _en_ Unfortunately, the silver dure, it requires the close cooperation :rod regular
nitrate stick did not work. 1"hisindicates that the polyp Ibllow-up of the patient. Dctinitelv, this procedure is
should riot be large erlt)l.igh it) cause ahnost total nasal
obstruction since the stick should as much as possible effective if the polyps are detected al an early stage.
cauterize most of the surface area of the polyp.

All our patients had regular follow-up such that
xskh "slight evidence of recurrence, silver filtrate stick
is immediately utilized to cauterize the polyp, thereby _\bill I Ck_sificafi,,nof Rest,llsAl'lct,¢,;[v_.sXil,.!b_
giving no opp(xtunity for the polyp to grow big, The 5;ti_kAppiic:Lfi....

longestspe_iod of follow-up among the patients was _._-al_,,,:_cli_t-,.=0_.,',,,_e,,r ,,_,,.- ..........:
,_ ;ibs_'nlce o[ p_lyp.

._ years. This patient had undergone 12 repeated nasal _......_ i<,,t_,r.,._le_-,.,._,,-,, _,._.....•......,,..
surgeries because of recurrent nasal polyps prior to this _.,._.,,_ein si_,,_,_E'_'b[
study. With silver nitrate stick application, the patient _..... _,, ,-,._icr,.,r_y,,,_,............;., ,.,......._,,

',i,.c _d' l)_,Ivp,

is free of recurrences for 2 years now. t,,,,,.. N,,z_']i('lof symptoms:rodw_,chaH!,c
irl site or iT_cre:ls,tt lira _,ize t>f p,'/y]",.

Application of silver nitrate stick ranged from
2 to 6 times. But one observation noted was that with a , \ill i,.[i, ,xt't'rindSexDi_tril*ution
Stogie application, polyps undergo dramatic decrease in x(._. _IAL._-_ t.'l.:,.,_.k_ r(.)_..x_.
size. The silver nitrate stick was applied on a weekly
basis, and the end point of application is when the ........L'!.._!..!._..... :'............... : .......... i_,__.....
previous site of polyps is covered by healthy-looking •__" - _ ..
mucosa on subsequent follow-up. ._,, : ]

The patients complained of nasal pain and head- _()_._t. _ J_

ache a few minutes after silver nitrate stick cauteriza- ,._t_ _t__ _!'_'._"_'.!?_L?_
tion. This is managed by giving oral analgesics. Some
patients experienced epi*taxis, but all were not severe '_.._."L'.'"."' _................N,.,_,._ff,.,.[_'_ti,_,,_
enough to warrant intervention. One patient developed _) 'q:,_,fl,)l)_tr'u<_i<,n ]4
turbino-septal adhesion, but managed easily by lysis of '_ _t.,:._a,:h,_
the adhesion under local anaesthesia. "..........

_it I III I_ Sympt(m)_ After Silver Nilratt_ Sli_k

'l'his study showed that silver nitrate stick can "ne;,tm,,_,
delay recurrences of nasal polyps. Silver nitrate solution _,,,,,_,,.,._.,t-_,,,_e_
at 10 to 15% concentrations can be used, but dramatic ....._....... ', Rc]i_?_t2dI)Hl'_illlShed,N.o])_2_;I,,_T1S_2
result is obtained with the stick even with single ,,'..,...,_,,_,..,,,_-_i.... i__ ]
application. With silver nitrate stick application, the , _..,.,.,_,_. :
polyps become whitish and lust drop off with nasal
blowmg after a day or two. With the small multiple
p___lypsat tl_e area of the ethmoids and uncinate process
•:,f the middle turbinate, silver nitrate stick is easily

applied, and cautery of these areas result in disappear- TABLI': iV: Number of Application and D _rafion of
ante of the polyps and replaced by healthy looking Treatment
mucosa in a week's time.

"'Nasal polyps possess edematous framework of Duration of
fibroblasts with abundant interdigitating cytoplasmic Patient Number of Application Treatment
processes, a plexus of inflamed blood vessels, and a
rruxed infiltrate of active inflammatory cells." Basically, 1) E.M. more than 10 times 2 years
it is made of protein substances. So, with silver nitrate 2) R.S. 2 2 weeks

sick cautery, the protein components break down and 3) TM. 2 2 weeks

undergo necrosis and eventually peel off as a result of 4) S.S. 3 3 weeksthe breakdown of the fibroblasts which give support and
firrm)css to the polyp. 5) L.C. 6 6 weeks

In conclusion, this study documents that silver 6) A.T. 5 5 weeks
nitrate stick cautery can be an added armamentmium 7) E.P. 3 3 weeks
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8) A.G. 3 3 weeks

9) E.R. 3 3 weeks

10) T.V. 4 4 weeks

II) C.M. 3 3 weeks
;r

12) E.C. 2 2 weeks

13) ILG. 3 3 weeks

14) A.R. 4 4 weeks

NOTE: All patients are still on regular foLtow-up, if
with sign of recurrence, silver nitrate stick
application is immediately done.

TABLE V: Results After Silver Nitrate Stick Treatment

Patient Results

1) E.M. Good decrease in _.e of polyp

2) R.S. Excellent absent polyp

3) T.M. Excellent absent polyp

4) S.S. Excellent absent polyp

5) L.C. Excellent absent polyp

6) Aft. Excellent absent polyp

7) E.P. Excellent absent polyp

8) A.G. 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) A.R. Excellent absent polyp
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The Phil and available. Studies by several investigators came up
Jourof oto. with standardized stimulating parameters to be usedin
Head& Neck nerve stimulation. Ko has summarized these parameters
s_y asseen in Table 1,

Table 1 Stimulating Parameters
Nerve

INTRAOPERATIVE NERVE STIMULATOR* Pulse width 0.05 - 1 mill_conds (ms)
(A SIMPLE MICROELECTRONIC

APPLICATION ) Pulse rate 5 -- 100 pulse per second (pps)

Pulse voltage 0 - 10 volts (V)

Pulse current _1 - 10 milliamperes (mA)

Ko, W.H. 7

Edmundo Falcon, M,D.**

Felix Nolasco, M.D.*** Materials and Methods

A. Instruments

The design of the internal" circuit requires the
following test instruments for measurement, wave form

Introduction analysis and troubleshooting.

Certain applications of electronics into the field 1. Oscilloscope for waveform measmement and
of medicine have been around long enough that most of analysis;

us are well-acquainted with its impact. Since the time 2. VOM (volt-ohm meter) for voltage, resistance
Alexander Volta discovered electricity till Luigi Galvani and current measurement;
discovered bioelectric potential in frog muscle prepa-
ration, the use of electronics in medicine has, as in 3. Breadboard for prototyping and experimenting,
other Fields increased quite rapidly and we now en- the actual circuit;

counter such impressive terms as Hiiger nerve stimula- 4. Accessory tooh like minidrill, soldering iron,
tor, electromyogrwhy, electrogustometer and electro- wire stripper, vise grip, pliers, screw drivers
neurography. All of these are special equipment and a scientific calculator.
needi,,g tantamount investment for an ordinary oto-

B. System Operationlaryngologic practice. Aside from expensive and not so
available maintenance, repair during breakdown is The basic operation of the intraoperative nerve
furstrating because of unavailable parts. In spite of stimulator is shown in five functional block diagrams.
technological advances in electronics within our reach, (See Figure 1.) The design and system operation of
no one bothered to take advantage of the opportunity, this instrument was based upon the stimulating para-

meters shown in Table 1.
This project explores the po_bility of developing

an invaluable nerve stimulator using the latest integrated Figure 1
circuit known as "chip" which is available in the local

market. At the same tune, the design is based on a [7_-_;-6_ g;-_,-%_-l _,--_ _u_r
sound bioengineering method and electronic design _ "[-_ "_m -_'-°'_'-"_ I _-"I_ULTI'_IIM_I/_ UE I R I ....... "tO

technique available in the literature .................... ____ .,_..,_

Basic Theory

Extensive electrophysiological studies have yielded
that the muscle and nerve tissues produce bioclectric
potential in response to stimulation. It was shown that =
this stimulus could be mechanical, thermal and electrical. It will be elucidated as follows:

However, electrical stimulation gained popularity be- 1. ASTABLE MULTIVIBRATOR provides the
cause it can be measured, quantified, easily controlled frequency adjustment in pulse per second

(pps). It ranges from f'rce to one hundred
pulse per second by simple knob adjustment.

• lst prize Figures 2a and 2b show the waveform of five

"*J_.auorRttdeat, l_pt. of Otohu'yngology,UPCMqPGH pulse per second and one hundred pul_ perklealthScienceaCmtor.
""Formerly Szaior g_t, Dtpt. of OtoUu_alology,UPO(. second respectively. However, the waveform

K;It health 5de_ou Ceat_r. has a variable pulse width.
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Figure 2a t' _ Integrated Circuit 3 P 38.00

10-1 Yariol_teJ

' ! I '--II Transistors 2 P 12,20/ S pps Diodes 5 P 7.10I ; Capacitors 9 P 28,5 -

Transformer 1 P 14.00

......... 0!_ ......_Z- 0!3 SEC Miscellaneous -- P267.40
Figure 2b .........................................................

Total Cost ...... P388 O0

lo r.......... I

I . I00 pps D. Instrument
' The front panel of the instrument shown in

VoLts i [ Figure 3 will be described as follows:
-_J ....... 1, POWER SWITCH controls the power supply

'b t-- _5 10 1_ rr_ of the instrument;

'2. MONOSTABLE MUI_,TIVIBRATOR produces 2. PILOT LAMP monitors the presence of power:
;_ cor_st:mt pulse w.idth of one rnillisecot_ds 3. FREQUENCY AI)JUST controls the frequent',
in spite _:,rcbangesin pulse rate. in steps of five, twenty five. fifty and one

t hundred pulse per second;:3, CONSTANT CURRENT SOURCE serves as

impedarlce matching and voltagc to current 4. CURRENT INTFNSITY controls the current
conversion regardless of variation in skin re- pulse from zero to ten milliamperes.

sistance and environmental temperature. Figure 3
4. The PROt_E is made up of stainless steel so as

to satisfy stringent bioengineering reqoirements / pilo! Lamp Frequen©yAttjust
like minimJ corrosion in the body regardless / /Power Switch / C_rrent Inte,Isi_,,

J.......of t_sage good fatigue resistance, minimal ..... _.z2___.7_. 1

sterilization and availability. The surface area
of tin,_"probe tip is small to be pohlt specific
durhlg stimulation.

5. Pf)WI!R SUPPLY provides the necessary AC
to D(" power conversion, regulated at ten

volts. It also isolates the instrument., the E. ClinicalTrials

patient and the surgeon from the dangerous The objective of the clinical evaluation is to
power line. Provision for nine volts battery determine the following:
operation is available in case of brownouts.

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

The instrumetn designed made use of the follow-
ing components local!v available with their prevailing 3. That the stimulation is reliable, (i.e.) only the
price, (.See Table 2.1) tissue in contact with the probe is stimulated.

A total of ten patients who underwent facial
Table :2 Cost nerve decompression and partodectomy were used

subiects. After careful identification of the net'_",
I Tnit Quantity Price electrical stimulation was done by gradual cun':'t,t

increments until visible contractions were noted on
Integrate(! C.ircuit 3 P38.00 the muscle supplied by the nerve. Reliability was
Transistors 2 P12.20 evaluated using the point specificity. Point specificity

is the distance from a structure (nerve or muscle)
Diodes 5 P 7,10 where stimulation occurs. With the initial point pre-

('apacitors 9. P28.50 viously stimulated as ,a point of reference as shown inFigure 4, a distance of one centimeter away was
Transformer 1 1'14.00 arbitrarily chosen as the starting point in stinaulatiov,,

The probe was moved gradually towards the point of
"table 2 Cost reference till the ,same contractions was noted in the

point of reference. This distance, X, from the point of
Unit Quantity Price
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reference is called point specificity. A small distance Discussion
I means a reliable stimulation. With the advent of microelectronics and solid

Figure 4 state technology, a vast of new application ideas in
medical instrumentation crop up, which may in one

NERVE1 way or the other become invaluable in our day to day

_,,,, Poi nt of Referenc e practice. Given the proper background, test instruments,

|

,/-/" I /,Point Speeiticity incentives and a lot of drive, anyone can develop aninstrument of comparable quality even without an

X [ engineering degree, as exemplified by this project.

intraoperative nerve stimulator' deserves credit as
an invaluable aid for the head and neck surgeon who is

\ I' 1 cm - ) occasionally flustered by an aberrant nerve waiting to
I be cut accidentally despite experience. This instrument

is functional, reliable and easy to use. Comparing this
Post-operatively, the patients were clinically instrument with other commercially available foreign

evaluated for possible residual damage attributable to instruments, there seems to be no difference regarding
electrical sthnulation. Patients who underwent nerve to function but it is considerably cheaper. A Hilger
_acrifice after ne_'e stimulation were excluded for nerve stimulator cost about $500.00 dollars, equivalent
obvious reason, to PT,000.O0 pesos while this instrument costs only

P600.00 pesos with a savings of P6,400.00 pesos. Tkis
F. Results means not only a personal savings but also helps the

The instrument was tested in te,_ operations, country in conserving our dollar rcservcrs.

l_able 13sho._'s the diagnosis of the patients, operation In addition, the .instrument is flexible enough
pcrfoi_ned, point specificity and the possible complica- for loHg battery operations, especially in our brownout-
tic,us duc to electrical stimulation, in all patients, ridden community because it consumes a very small
zl,_rve stiruulation was successfully achieved. The point amount of power. Just like arty other instrunlent,
specificity averages to 0.18 centimeters, meaning that breakdowa is expected after years of service. However,
the inslrument is reliable enough under clinical condi- repair and troubleshooting is not a problem because
tioll. The operations _'cre performed by four different the components used are industry standard so it is
surgeons, including the consultant adviser of this project available from different manufacturers.
an d they found the stimulator easy to use. Notwithstanding, this instrument has other poten-

'Iable 3 Results

Diagnosas Operation Point of specificity* Complication

CTM (L) with FN paralysis Radical Mastoidectomy 0.0 cm none

Parotid Tumor Superficial Parotidectomy 0.2 cm none

Parotid l'umor Superficial Parotidectomy 0.1 cm none

('TM with subperiosteal Radical Mastoidectomy 0.2 cm none

abscess (R)

Parotid Tumor Superficial Parotidectomy 0.3 cm none

P'_rotid l'umor, recurrent Total Parotidectomy with 0.1 cm not inch_ded

_N sacrilice

Parotid Tumor probably Ca Total Parotidectomy 0.2 cm not included

Parotid Tumor Superficial Parotidectomy 0.4 cm none

CTM (AU) with cJholesteatoma Radical Mastoidectomy 0.2 cm none

Parotid Tumor probably Ca Total P_otidectomy 0.1 cm not included

Average . . . 0.18 cm

*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 _alt 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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l'he Phil. Tile varying healing tizne may well be ascribed
Jour of Oto. to other factors.like.
||cad & Neck

Surgery 1) faulty technique
2) poor post operative-care
3)3repaired host unmune system

MASTOID CAVITIES GRAFTED WITH In a busy outpatient clinic, prolonged healing time
TEMPORAL FASCIA* that requires too many follow-up visits for post-op-care

further aggravate and already over crowded outpatient
clinic.

in an attempt to ease up the patient load at the
ENT Outpatient clinic, a study was conducted to

Edgardo C. Rodriguez, Jr. M.D.** determine the usefulness of hnmg up the mastoid
cavity with temporal fascia.

Materials and Methods

Introduction

I Unhned cavities following surgery on the mastoid, Seven (7) cases of chronic tympar_omastoiditis
for the most part, would account perhaps for the radiographically positive for cholesteatoma were selected
uelaved healing time. At the tlospital ng Maynila, for surgery with temporal fascia lining tiae mastoid
where a lot of mastoidectolnies are still being done, an cavity, The drying time of the operated ears were noted
average of 1.30.9 days was required for complete and recorded. These series of 7 cases were compared
drying up. tSee Table I). All patients included in this with 10 cases of previously operated ears with an
study were radiographicalb positive for cholesteatoma, unlined mastoid cavity.

OPERATIVE TECHNIQUE - Removal of Tem-
poral Fascia - A 4 cm, incission is made horizontally

IABLE I above the ear beginning 0.5 cm, above the anterior

Patients Otoscopically Dry margin of the crus helices, dissecting down to the
temporal fascia which should be stript-_ed off of' loose

O,P. 57 days areolar tissue. The dissection is facilitated if ample loca]
anesthesia has been injected to balloon the area. By

N.M. 97 days lifting the retractor, loose areolar tissue may be pulled
EM. 91 days away from the fascia facilitating the dissection. A
A.G- 150 days 3 x 2.5 cm. piece of' fascia is removed. Fascia is cleaned
C,l. 196 days by removing the adherent muscle and subcutaneous

R,P, 86 days tissue, lncission is then continued inferiorly a few

R.P, 96 days nfillimetez_ from the sulcus anti the standard operation
is perlormed.P.B. 300 days

F.R- 83 days

E.G. 153 days After cleanbag the mastoid _avity and the opera-
............... tion is just about completed, the fascia obtained is

1,309 days lined into the mastoid cavity. Antibiotic ointment is
placed over the fascia and tl_e drain left in place.

Average: 130.9 days

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

*_t'dPrize

**ConsultantOtolaryngologitt,Hospiud ng Maynila.
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RESULTS Conclusion

Temporalfascialiningthe mastoidcavityshortens
TABLE It thedryingtimeconsiderablycomparedtothosewithout

fasciafiningfrom 18.7weeks or 130.9daysto 3.3
CASES GRAFTED WITH TEMPORAL FASCIA weeks or 23.4 days,

Cases Patient, Age Operated Ear Otoseopically Dry Bibliography

1 N.R. 60 AD 27 days 1. Sheehy, J.L.: Surgery of Chronic Otitis Media in
2 J.A. 7 AS 22 days Otolaryngology. Haperstown, Maryland, Harper
3 M.B. 22 AS 21 days & Row Publishers Inc., 1972 Vol. 2 Ch. 10.

4 A.A. 17 AD 17 days 2. Zweding, MJ-i.: Pr/mary Skin Grafting of Radical
5 A.L. 17 AS 27 days Mastoidectomy Cavities With Brown Electrode_
6 A.B, 8 AD 26 days matome. A.M.A. Archives Of Otolaryngology,

7 B.Y. 8 AS 24 days Vol. 56 No. 1: August 1952, pp. 161-171.

.....................3. Withers, B.T. Pr/mary Gvaffalg of Fenestration

164 days and Mastoidectomy Cavittet Archives of Otolaryo-
gology VoL 63 No. 3: March'1956, pp. 248-25 I.

Average: 23.4 days 4. Campbell, E.H.: Radial Mawtoidectomy leith
Primary Split Thickness Skin Gra[ttaf. Archives

Discussion "of Otolaryngoiogy. Vol. 61 No. 2: p. 159-163.
Tel. 1955

There has been so many studies in the past which 5. Ballentyne,
dealt mainly 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 i.n ungrafted control group.3 ('ampbell in
his study revealed early drying of ears in 6 weeks to
3 months. 4 Skin grafting were tried during the 1950's
and its advantages were noted. (Se_ Table III)

We chose temporal fascia as our graft material
because of its low metabolic rate and subsequently has
a good survival prospect.5 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 at,,ainst the classical procedure.
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The Phil. Down's syndrome is a factor in their reha-
Jour of Oto. bilitation.
liead& Neck

Surgery - MATERIALS AND METHODS

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

HEARING DEFECT AMONG CHILDREN WITH 1.. I'honak Selector
DOWN'S SYNDROME* 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.

Gerardo Fronda, M.D.** Ten are males and 6 are females.

RESULTS:

Audiogram records of sixteen subjects with
Dowtt's sysndrome was perused and. showed the followirtg
results:

Introduction: 1. Fourteen showed sensorineural loss (87.5%)
Children with Down's syndrome have a higher

than normal" incidence of' hearing loss but little unani- 10 .-bilateral
mitb exists regarding the incidence or nature of the 4 ....unilateral

hearing problem, '2. Two showed conductive hearing loss associated
Down's syndrome or mongolism is the result of with otitis media. (12.59_)

chromosomal abnormahty either as a 21-trisomy, a
translocation trisomy, or as mosaicism. It is one of the Table I shows the results of the battery of tests
most common of the clinically classifkable categories done on patient H.K,, 6 year old, M.
of mental retardation. The incidence is estimated at 1, Phonak Selector .... child localized to 50 dB

1.5 per 1,000 births and accounts for approxiarntely warble sounds presented at 1, 2 & 4 ldtz on
10 per cent of retarded individuals in institutions, the right ear and at 70 dB warble sounds on
Their characteristic personality is wamL friendly and left ear presented at same frequencies.
affectionate and mental retardation is almost universal
m Lk)wn's syndrome children. _fhe ear is characteristic- '2. Free-Field 'rest - child responded by name
alt.v described as small pinnae, narrow external auditory calling at 50 dB and to tones and different
canals,'abnormal external ear configuration and strong noisemakers presented.

tendency for otitis media because of the high incidence 3. Play Audiometry - cttild could not foUow
of upper respiratory tract infection, tl_e required audiometry task.

Local studies cm abnormalities among school- 4. h npedance Audiometry
children have shown that hearing defects comprised
die third most common abnormality. There is, however, a. "lTympanometry . Type A, both ears JJldi-
no correlation done with mental retardation as well as eating no middle ear pathology
to the incidence or nature of the hearing problem. In b_ Acoustic Reflex test:
line wtth this concern for the mentally retardates,
specifically Down's syndrome, a study was initiated 500 1000 2000 Hz

with the following objectives: R.E. 95 100 100
1. To identify the type or nature of h¢aring loss

among children with Down's syndrome. L.E. ABS ABS ABS

2. To determine the useful battery of tests in From the results of the above mentioned battery
Down's syndrome, of tests done, it is in conformity that the patient has a

3. Finally, to determine whether deafness in nonn:d hearing sensitivity on the right ear and a
moderate sensorineural hearing loss on the left ear.

Table 11 shows results of audiometric test of
"ConsolationPrize R.J., 5 years old, M.

*'Residenl, D_pt. of E.N.T., U.S.T. Faculty of Mlgllcine
& Surgery l. Phonak Selector .... child localized to 70 dB
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warble tones on the right ear and 90 dB on found but 15 per cent bilateral normal hearing, 50 per
the left ear presented at 1, 2, & 4 kHz. cent conductive hearing loss and 15 per cent sensori-

neural hearing loss.
2. Free-Field Test -- responded to different

noisemakers at 50 dB. Results of my study of 16 subjects from Jaxxuary
t 1983 to September 1983 showed 14 sensorineural t_,i_e

3. Play Audiometry - child could not be con- of hearing loss while 2 showed conductive type _f
ditioned, heating loss.

4. Impedance Audiometry CONCLUSION:

a. Tyrnpanometry -- Type A, both ears indi- Based on the 16 cases, sensorineural hearing loss
eating no middle ear pathology is the prodominant type of hearing defect among

b. Acoustic reflex -- absent at 1000 & 2000 Hz children with Down's syndrome.

Results of the above mentioned tests suggest that The useful audiomet,ic test for children with
the patient has a moderately severe sensorineural hearing Down's syndrome are Phonak Selector, Free-Field
loss on the right ear and a severe sensorineural hearing Test and Irapedance Audiometry.

loss on the left ear. _ Early amplification may be helpful in the rehabi-
Table Ill shows audiornetric tests done on P.O., litation of children with Down's syndrome.

15 years old, F. Jordan (1972) pointed out that even a mild degree
1. Phonak Selector - patient responded at 70 dB of hearing loss may have disproportional impact on the

warble tones presented at 1000, 2000 and mental retardate because he is less capable of compcn-
4000 Ilz on both ears_ rating cerebrally with the aid of his other senses.

2. Free-Field 'Test - patient responded at 70 dB 1982 was the "Year of the Disabled." Any co-
to tones and other noisemakers presented_ _orkmanship that might be utilized for the enhancement

on the growth and develbpment of these affected
3. Play Audiometry -. patient could not follow individuals will be of greate value. After all, these people,

the desired auditory task. the children with Down's syndrome should not be

4_ lmpeJ:mce Audiometry: deprived of their needs.

a. Compliance - 0.5 cc on both ears
b. Tympanometry -- Type B, both cars indi- REFERENCES

caring possible perforation or fluid-filled 1. Fulton, R & Lloyd L., Hearing impairment in a
middle car cavity, population of children with Down's syndrome.5Am. J. Ment. Defic. 73: 1968, pp..93-30_.

In view of the findings the patient has a bilateral 2. Glcwsky L., Audiological Assessment of a Mongo-
severe to profound,_earing loss with conductive corn- loid Population. Trng. Sch. Bull. 33:27, 1966.
ponents as shown by type B tympanogram. 3. Jordan, O. Mental Retardation and Hearing

Defects. Scand. Audiol. I: i, 1972, 29.32.
DISCUSSION: 4. Keith, Robert W. Audiology for the Physician.

Lately, the Ministry of Education, CulttJ_e and
Sports (ME(IS) has idenlified a total of 108,754 handi- 1980, pp. 171-185.

capped and t,.ifled children t_oughout the country a.sof 5. MECS, Study on Schoolchildren 1983. BulletinToday, Aug. 17, 1983, p, 7.
last year. Almost 50% ....49_607- were found mentall2_ 6. Vaughan, Victor C, II!. Nelson's Textbook of
retarded or slow learners while 39,740 were gifted or Pediatrics. lOthed., 1975, pp. 134-138.fast learners.

These local studies on handicapped and gifted
schoolchildren have shown that hearing defect ra_lks
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.

Glovskv (.1966) reported that only 2 out of 38
Down's syndrome chihlme 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 be dominant. University of Colorado Medical Center
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l'hePhil. II. Objectives
lour of 01o,
I-lead i Neck The objectives of this study are:

Surgery 1. To con-elate the official conventional radio-

logic interpretations and surgical findings in patients
with chronic tympanolnastoiditis with ot ,Mthout
cholesteatoma.

2. To determine, based on these findings,

RELIABILITY OF THE CONVENTIONAL tile specificity and sensitivity of conventional mastoid
MASTOID X-RAYS IN CHRONIC TYMPANO- x-rays in evaluating patients with cholesteatoma.

MASTOIDITIS WITH CHOLESTEATOMA
III..Materials and Methods

This is a one-year prospective study of patients
with chronic tympanomastoiditls admitted into the.

Apollo Garcia, M.[).* i)epart.ment of l.'_N :I'...U!'-P(;I I from Scptcmt-_er 1982
Jail Lopez, M.D.* up to Septenrber 1983. hlcluded were 85 patients
CemrVillafuerte. Jr..M.D.** with and without an impression of cholestcatoma-

Victoria Casimiro** Pre-operat ve mastoid x-rays co_asisting of _n antero-
Felix Nolasco, M_D.* posterior, lateral, and oblique views were takcll for

each case., t?orrclations of the radiologic a[Jd clinical
impressions were doric intra-operatively by direct
observation of one of the researchers, nolir_g _hc gr,:.,;_s

1. INTRODUCTION appc..trance of tile lesions and cousullillg the ,';tn'gcOylS"
operative notes allerwards.

The stud)' of the temporal bone has always been

a challenge to both otologists and radiologists. On one IV. Results and Discu_ion

hand, because of the different densities of its bony Table 1. Sex Distribution
compartments and the air-fluid spaces in and around
them, the temporal bone lends itself' to radiologic Males Females To(al

assessm©nt. On the other hand, the concentration in 50(59%) 35(41%) 85
such a small space of many important structures makes

()f the 85 patients, 50(59%) were males and

the investigation quite difficult. 35(41%) were females, showing preponderance of males
Films must be taken in positions designed to over females.

reveal lesions in the key attic-additus-antral area which

m this case is chronic tympanomastoiditis with choles- Graph 1. Age I)istrJbutionteatoma.

Schuknecht d,et_ned cholesteatoma as the accu-
mulation of exfoliated keratin in the middle ear and

mastoid arising from keratinizing squantous epithelium.
The otologist who not only knows the clinical course _ 3¢
of the disease in a particular patient but, who can col _ tj

relate the radio|ogle changes with the lesions seen _.¢ _[--7 4

mtm-opemtively is in a favorable position to interpret _ _ -

and correlate the radiologic findings of the ear and _ ,_
nutstoid based on his surgical experiences. , 5

Unfortunately, some authors have shed some , _, _._" ......
doubts on the relhlbility of mastoid x-rays, They find _ 5 ]._ _;3- ._----_

x-rays of the mastoid unnecessary, of little help in ,,z....... >.,
detet'mming the extent and dintensions 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 ff ever we request
for it?

Most cases were in the ages 6-10 years aad I I-15
years comprising 21{31.34%) and 15(122.38% ) i:_atients
respectively, or a total of 53,72%, over halt" of the

"Fcrmerly Residents, Dept. of Otolaryngology, UPCM-PGH sludy population. This finding conforms with those oftleal_h Soenc_s Center.
**Residents, Dept. of Otolaryngology, UPCM-PGH tlealth other investigators that chronic tympanomas_oJditis is

Sciences ('enter. indeed a disease afflicting the young.
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'r.mztv,_mn,omoct,a._-_ Only 7(10%) of th(,se with cholesteatoma had
x_,.yr=aa,_ A.L_. A_. As. su_to_ marginal perforations. This is surprising in the light of
(-)¢holemteatorpi9 5 4 11_ teachings that it is the marginal (total, attic) perforation
(+) eholelteatomlt t I 17 18 46

which is associated with the dangerous or surgical ear
IlilJtend elm wt

_t,,,a,ho_- 0 _5 6 :_ in cases of chronic suppurative otitis media.
le_OITn "_:'

....................... No one among those with CTM and 3% of these
ro_ 20 _7 7_ 8s who developed cholesteatoma radiologically complained

(24%) (44_) (45%)
, of otalgia. These had subperiosteal abscesses.

, 65(76%) had unilateral disease on. either side Subperiosteal abscesses, sinuses and polyps occur-
with both sides being almost equally affected. 20(i.24%) red with almost equal frequencies in both groups.
had bilateral disease. No one developed btlateral

Facial nerve involvement was observed only
cholesteatoma radiographically among those who had cholesteatoma and comprised

Graph 2. Frequency distribution of I)uration only 4%,
of illness

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

:s xcty _ smlmlektclk_Inml_tton tmpmulo_¢hol_mlt_ _ _ _mly
/_ C,T.M. IS(21_,) _ 9(50%) 5(56'11,) 4(44'11,) 0

. _ wI 9(fO_,) 6(6"tsL) 3(3_.) 0
t I. choL - ..............

'_ >" C.T,M. 6"/(79%) CTM 12(I 8%) 8(6"/%) 4(3]%) 0

:; "" .... \ chol, CTM

0 __ ..... w/ 55(8TIt) 44(80'1_) i l(20K) 0
._ 5 ., '5 20 25 30 35 40 45 50 (::_L "...............

ace :Ln y_:_:-:_ 52(7_) 1:$(22_)

Clinically, 9(50%) of those with CTM on x-ray
C.TM. _............................. had cholesteatoma. Only 6(67%) of these 9 patients

(?"I'M w/ cholesteatoma really had cholesteatoma upon surgery. Five patients
................... (56%) out of 9 with clinical impressions of CTM alone

The duratior_, of illness in years prior to their turned out to have cholesteatoma. Eleven out of the
admissions of t.hose with cholesteatoma peaked at 18, or 61%, actually had cholesteatoma, leaving 7(39%)
6..10 years. Among those with CTM the peak was without cholesteatoma-

at 5 years. Among those with radiologic evidence of choles-
teatoma composed of 67 patients, 12 were, diagnosed

p IJ
Table 3. ]..:,. lindings vs. X-ray findings clinically wit.hout cholesteatoma and 55 with choleste-

CLINICAL X-RAY CTMS w/ atonm clincially. Of these 12, 8(67%) had cholesteatomaand of the 55, 44(80%) had cholesteatoma t,ponCTM cholestcatoma
surgery,

fetid mucopurulcnt discharge 18 67 In both groups, we see a discrepancy between
hearing los_ 18 67 the radiological, clinical, and surgical findings.

otalgia 0 2 Validity of a certain diagnostic procedure is

subperiostee.l abscess/sinuses 8 32 measured by two parameters: the specificity and the
sensitivity. Sensitivity is the ability to identify correctly

stenosis, cana_, 3 1 those without the disease. These are expressed as
aural polyp/gra.mdation 8 29 percentages. Put simply, the higher the sensitivity tl_e

epithelial debris 2 18 fewer the false negatives, and, the higher the specificity
the fewer the false positives.

perforations: marginal 8 7
subtotal central 10 60

Computing for sensitivity:
paralysis, 7th C.N. 0 3

Fetid, mucopurulent discharge, hearing loss and persons w/ disease detected............................................... xlO0
perforations were universal findings. Those wilh (?'I'M total no. tested with disease

without cholesteatoma had conductive losses ranging for specificity:
from mild to moderate degrees. Those from the choles-
teatoma group had mixed losses with most of them persons w/o disease
incurring moderate to severe conductive and mixed .............................. x 100
hearing loss. total no. of persons tested w/o disease
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for those with cholesteatoma: the experience at the Department that most of these

diseased not. diseased total should no longer be considered safe in these instances.
The squamous epithelium of the auditor)' canal has

+ 44 11 55 the ability to grow over these perforations and send
- 8 4. 12 out papillary projections leading to the genesis _f the

................... cholcsteatonla within the middle ear cleft alt_.[mastcfid

52 15 67 proct'ss. This has been borne out by serila section
studies of involved tympanic membranes by Abcs and
Marquet. Those patients with epithelial debris should

sensitivity = 44/55 x 100 =:84.6% be considered as harboring the disease. It can not be
sl_ecitqcity = 4/15 x 1O0 = 33.3% over empliasiz.ed that subperiosteal abscesses and sinuses,

aural polyps, faci.,d nerve involvement are sequelae and
h_ ver__ simple temrs this means that given 10 cases constitute indications for surgical intervention with or
_herein cholesteatoma is considered, 8 cases will be withotit radiologic evidence of cholestcaton_a. Otalgia
p_-operly identified. However, the low specificity offsets may be regarded as a sign of impending complications,
the sentivity. Which mea1_s that erroneous diagnoses observed :mtong those with abscess formation and those
of cht_lesleatoma may be committed despite its true who later dcvelop intracranial problems.
absence. There is still room for error in ruling in or
out a diagnosis of cholesteatoma. What are the causes SUMMARY AND CONCLUSION:

for these errors? itow could the otologist obviate Mastoid x-rays are still help.ful in screening for
these mistakes? cholesteatolna. It will detect correctly th.ose ,'ith

While it is true th.'_t the mastoid lends itself to the disease in every 8 out of l0 patients. Itowever,
tadiologic investigation, conventional techniques have false or erroneous results may also be obtained.'lt is
the irlterest detect of offering pictures which are the important for the otologist or ENq- man tr_ recognize
summation of multiple structures located in various the signs of cholesteatoma otoscopically to corroborate
p];mes in one perspective, so that the small, structures the diagnosis. It is z',dvisable to use mt:ltiple views.
[veing investigated are relatively obscured. Usually the Even if the lesion is not obvious _-adiologically, the
nonual antral size has been placed at 6 ram. trans- alert surgeon should be able to recognize i_ldications
vcrsely and 10 ram. vertically at lull development, for mastoidectomy thereby obviating life-threate|aing
Antra larger than these dimensions are considered en- sequelae, in the ren_aining 20% where the clinical
lari_':d. The dingnosis _t" cholesteatoma radiologicaUy assessment and radiologic picture does not rcveal
dt_e_ not rest only upol| this but is further qualified anything sure the use of tomography rnay be of gr_at
b_v t_ther criteria; erosive cha_lges m the lateral wall, help.
widening of the additus ad antrum, and smooth
enlargement with a sclerotic border_
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THE PHILIPPINE BOARD OF OTOLARYNGOLOGY-
HEAD & NECK SURGERY

ANNOUNCEMENT

The next certifying examination (written and oral) in

Otolaryngology will be given October 1985. Inquiries
may be made through Dr. Mariano Capartm c/o Dept. of
Otolaryngology, Ward 3, Philippine General Hospital,
Taft Avenue, Manila.

II I I I III -
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Scientific - Symposium

on

"INTERESTING CASES IN OTOLARYNGOLOGY"
held on August 12, 1983 at the

Top of the Hilton, Manila Hilton



The Phil. cut wis made 3 mm from the midline on the uninvolved

Jour ofOto, side. The posterior cut was done 3 mm from the
Head&Neck posterior border of the thyroid ale on the involved
Surgery side. The cut was extended inferiorly and the sub-.

D glottic 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

VOICE IN DISTRESS* 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

Olivia G. Vasquez, M.D.** post-operative day, he developed a pharyngocutaneous
Edgardo A. Cubaeub, M.D.** fistula. Basal crepilant rales were noted on the 4th
Jaime F. Fief, M.D.*** 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.

II_)a_scJw,;_is tile most common initial COml)laint Discussion
of patients with cancer of the laryltx. In a study done

in UI'-PG[I from 1975-1980 by Flor, et el, approxi- Carcinomas arising from the glottis are the mostmately 71°/,, of the patients with laryngeal cancer
presented with hoarseness and about 40% of which numerous of all laryngeal capcers and are predominantly
were with accompanying dyspnea, attesting to the a disease of the males. Over 2/3 of the patients are in
fact that these patients were seen late and required the 4th to 7th decades of life. Initial complaints are
tracheostonty+ t_ta] iaryngectomy and irradiation, usually intermittent hoarseness which becomes a

Today, we are presenting a case of verrucous constant hoarseness ,sthe disease progresses. Continued
cancer t)f the larynx, seen in a relatively early sta_c and growth of the neoplasm is accompanied by dyspnea,
treated with henailaryngectomy and epiglottic laryn- resulting from fixation of the vocal cord and reduction
goplasty, of the glottic space.

We ha_e here a case of a 63-year-old male who The majority of glottic cancers are squamous
was admitted because of hoarseness, ttis condition cell carcinoma, wall-differentiated. Our case is verrucous
started 9 month PTA as sudden onset of hoarseness cancer, a variant of squamous cell carcinoma. It

without any accompanying signs and symptoms, tie accounts for approximately 1-2% of all laryngeal can-
consulted a physician to no avail. Two months PTA, cers. These tumors are clincially malignant but histolo
he consulted an otolaryngologist because of progressive gically benign. To date, none haveso far metastasized.
hoarseness. He used to smoke 3-5 packs of cigarettes Glottic carcinoma carries the best prognosis
a day for 27 years. Indirect laryngoscopy showed an because of the paucity of the lymphatic system. High
exophytic mass located in the anterior 2]3 of the right cure rates are observed with either radiation or surgical
vocal cord, The cords were mobile and there was no resection in early cases. Early cases are defined as
bulging of the ventricle. Palpation of the neck did not tumors involving the midportion of the vocal cord
reveal any uodc enlargement, Direct laryngosct_py without involvement of the anterior commisstire.
revc:dcd a pine Io_,kmg extq)hytic mass in the a||terior Survival rates can run as high as 90%. Ogura using
of the right w_¢al ct,rd wiih involvement of the anterior these parameters, reported a 92% cure rate with
ctmmfisurc+ Bieq_sy sh_wed verruc¢_us callcer+ Partial irradiation. Brian and McCabe noted a 5-year survival
vertical laryr)geutomy was contemplated although lotal rate of 78% for irradiation as compared to 83% for
laryngecttm___ with ne(,gluttic rccoltstructio, was con- surgery. With these comparable results, the preservalio_
sidereti depc_Jdin[_on tile operative finding, of voice in early cases of glottic cancer makes irradia.

SURGICAL TECIINIQUE. A tracheostomy was done tion the preferred treatment.
to provide anesdlesia. The thyroid cartilage was exposed The factors which detemlines survival depend _m
through a midthyroid incision. An anterior cartilage 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

*lst Prize invade by submucosal extension into the opposite
** Residents, De los SantosMedical('enter. vocal cord, anteriorly to the thyroid cartilage, superiorly

***Consultant iJ_Otolaryngology,De lobSantos MedicalCenter. to the aryepigiottic folds, and posteriorly into the
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illlerap,'lenoid relief1. With allierior conlinissure involve+ After laryngectolny, the glollis was reccmstru,::ted

mcnt, cobalt therapy restllis drop to 26-67% as found 1, lt_ preveni a_pirali_m posloper:itive]v,b\ S _¢ellan and Stone. "
2. "lk)inlprovc the qualily of lhe voice.

Hislo[ogically, our patient has verrucous carci-
noma of the right vocal cord. Verrucous cancer has 3. To facilitate postoperative evaluation o( the
the following characteristics: larynx.

1. microscopically as v, ell-differentiated keratiiiiz- 4, "Io prevent glottic irisufficiency.

ing squamous epithelium an-anged in papillo- In our case, we elected to do epiglottic laiTngo-
matous folds pk_sty because it was a one-stage procedure that pro-

2. they appear grossly aswarty tumors vided an e×cellent postoperative ,iirway and naiMmal

3, the clefts between the papillary folds are traced posloperative ederna and cicatri× formation. The other
method_ conventionally tised iN reconqructing the

to the depths of the tulllof glottis :ire the use of keels, stents, muscle flaps. These,
4. tumor infiltration on broad bases pushes the how{'ver, required a 2-stage prxech re and prolonged.

stroma with inflammatory reaction tracheostomy with a resulting less satisfactory airway.

5. cytological evidence of malignancy is absent, The patiellI developed a p mryn"_.,.c.taileou<;
Batsakis et al and Stell and Maran advocate fistul:i on the 3rd postoperative day. H0 experienced

surgery instead of radiotherapy in the treatment of severe coughing due to aspiration o1:secretions, broueht
_errucouscancer. This isbecause: about by the defect in the lar_vngccton U site. tlqe

lilnii:ltion ofmoveme_t of the larvn,(, arid i_ co_:rdina-

1. They are radioresistant. Ferlito el al reported lion of tile swallowing incchanisrn. Me,rooter., I t;:lv

71.11% incidence of recurrence, persistence of was ill'advortent intake of vitami_ pl-cp_,ratioJL per oren_
the neoplasm with radiotherapy., inslczld of per NGT. This was n_anagcd by N(;-[ i,..'.cclhlid,

" There is tendency to sarconlaioid and ana- ]oc:l] wound care. pressure drcssili!:, and alltilziotic's.
plastic iransformalion when the verrucous Other c,iuses of fislula l"_)l'liizili{_llare i i.'cli_m. [:mll_,.
tuulor is irradiated. Anaplastic transfornlatioll suturing technique, and inadequalc cl,)surc' and recoil-

" was noted between 2-7 months following stmclion. In our p:,lienl, we did a 5-Jayer £_i trine from
radiotherapy, the cpigh_)ttis to the skin.

3. Radiotherapy can prodt ce perichoudritis whicll I:ollt)w-up one Inorlth pt,sl opcr:_'iv2]}' £i.)ws
can enhance the loc:il invasion of tile verrucous theft, was no a._piratiori, tire I'istt lz spt)lilaneol.is }-e-
tumor, solvcd, tim voice is adequate but raspy, airy in claa_'a:tcr.

At this point, _e xxould like to pause for an npo'l:.l-t4. More recent study shows failure of radio-
.qnnotlllCelllell[ from our patient.

therap), m the treallllel'lt of velrtlcous cancer
which may be related re its ]ymphocytotoxic We have presented a case of VOlrtiL'C_tls<2{_lqcCI
effects wherein lsmphocytes and selective of lhe [:lollis docurnctricd by _-y !'<_s,, t)3• :_i_,..l'cfic,p.:,y.
l-lynlphocytes decrease. It is ilnportanl to eml)l_asize t}lat t]10se cancers havo a

Wile|her to do total laryngectomy or conservative good survival rate _hen detected anJ .-'.Lit,:] e<h'!\'.
Hoarseness should not be taken lightly aind .l;e ":]tl'c<lt

surgery will depend on the extent of tumor as classified

by FNM. The patient is in Stage 11, T._NoM 0 -. should be exaniined by lar 3 ngsocpy. The n,etJqod ,,i"
rneaning the tumor extended stibglottically with lllarlagelllellt for Stage l l verrucous c_llt:er is ];;t,'ri:l;

• I ':,tI.lt.[. .L

norlnal cord nlobilit_v, without an), node nor distant vertic.al lar__ngectomy,. A rle,a, inellLod of roe ,_
inetastasis. Surgical treatnlent of choice was partial using cpiglottic laryr, gopla_t_v _,as prescJ.t,:d and :lv_'
vertical laryngectomy based Oll the criteria set down COll,i,licati_lils were discussed.
by Ogura:

1. The cords should be mobile, BI B LICR.; R A PItY
2. That the lesion should not extend more than 1. ..\d:l,ns, el a], Funchmierltals of O <_ !'r1! :;_;2>'..

2 mm on the anterior end of the opposite 5th ed. 1978, pp. 547-652.
cord. 2. Batsakis, John, Tumors of the l.lead &. Ne:k.

Io80 ed., pp.. 205223.

3. Posteriorly past the midpoint of the arytenoid 3. Billcr, H., et al, Vertical Partial Laryngectomy for'
body. Glottic (]arciliolna with Posterior ,!;lib[.!l_:iltic

4. Superiorly off the top of the vocal cord, I:xte_ sic ns, Annals of Otolaryngol%;,, VoL ".0.
5. the gross subglottic extensiorl should not lC)7-' pp. 715-717.

exceed 5 rain. 4. l.ee S_mto, et ai, ('a, of th(. Larynx (_l)tt.ic ,.Ta_

i)aly and Str{mg reported an 85% 5-year survival l-h. Surgical Clhlics __f' North a,merica. Vo]. 5.
X,,, -_,June 197", pp. 611-620.;;,re ,a_th partial vertical laryngectomy. Ogura gave a

-5.4q% cure rare wilh this operation. 5. Dovle et al, C,loltic Squanlous Cell Car'cJ,'>,v._a
1I2), A Reirospectiw? Study, Annal.. of Or'. .... :

i
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10. Snow, J.B.. Controversy in Otolaryngology,

1980, pp. 447-464.
11. Thorek, Philip. Surgical Anatomy, 2nd et., pp.

217-230.

12. Lee K. J., et al. Essential Otolaryngology, 1978,
ed., pp. 311-317.

397



11_. Phil. ness associated with difficulty of swallowing. I ler illness
.lout of Ore. apparently started 5 years prior to admission when
Itead & Neck she first developed horseness with slight difficulty of
Surgery 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 1.o be

DELTOPECTORAL SKIN FLAP FOR ground and swallowed with water_ Apparently she
CERVICAL ESOPHAGUS RECONSTRUCTION* felt comfortable with some medications_ Four months

prior to admission she consulted an E.N.T. specialisl
who referred her to the Philippine General Hospital
for further evaluation and management.

Dr. Felix P. Nolasco** Indirect laryngoscopy showed a fungating mass
Dr. Jan Eero G. Lopez** in the area of--the left supraglottis, f'_sophagogram
Dr. Rodolfo P. Nonato** was interpreted as intrinsically normal and no neck
l)r. Joselito C: lamir*** nodes were palpated.. The patient was tilen admitted

, .... and direct laryngoscopy showed a fungating mass on: _ _ tile pyriform sinus area involving the left arytenoid
and epiglottis. Biopsy revealed squarnous cell carci-

INTRODUCTION: noma, keratinizing.

The r_'onstruction of the cervical esophagus has Technique of Operation:
alw:-}s been considered a formidable task and seems
to b(_ a perple_ng problem as far as local experience Using an apron incision under general anesthesia,
is concerned. The numerous methods devised consti- the patient underwent total laryngectomy, total thy-

tutc a tribute to surgical ingenuity. Von Mikulicz, roidectomy and cervical esophagectomy.

in 1884, was the first to reconstruct the pharynx lntraoperatively, the tumor was noted to involve
and cervical esophagus_ Since that time numerous the left epiglottis, arytenoid, aryepiglottic fold, para-
methods have been proposed ranging from repair with _piglottic space, pyriform sinus to the cricopharynx
local skin from the neck by W0okey 1119421);skin grater mid downward to involve tile cervical esophagus up
with polyethylene tube by Negus., etc. (1950) to to about 5 cms. from the ?yriform sinus. The involve-
bringing up portions of tile stomach or colon in the ntent of' the esophagus was circumferential with areas
uptyer neck as reported by ttenfiick, Sheman and of induration all around the lumen but without
t_t.her authors. Ilowever, in the last., decade a single obstruction. The lesion was submucosal. The left

.Jperative procedure has emerged as the most corn _ lateral esophageal wall was breached by turr_or in-
m,_nly used in reconstructive procedures following filtrating, into the substance of the left lobe of the

Head & Neck Surgery- The construction of a medially thyroid gland and isthmus.
based deltopectoral flap devised by Bakamjan (1965)
is an exceedingly praclical way to replace a sizeable The esophagus was cut with a margin of 2 crns.
defect betweer_ the base of the long'_e and the distal normal tissue just above the level of the suprasternal
esophagus. In lact, it has become the work-horse of notch. Frozen sections of margins were negative for
lxcact and neck surgeons as it could provide skin or tumor cells.
mucosal lining whether it be in the lip, cheek, tloor
c,f the mouth or pharynx,. After generous wastm_g of the operative site,

The authors would like to share with your their the use of the deltopectoral flap for the reconJtruction

c.xperience of u_g deltopectoral flap in the recons- of the cervical esophagus was done in the following
tru_tion of the cervical esophagus. This case is the first steps:

one done in the dept. of E.N.T., UP-PGH and probably (1) The left dettopectoral I_lap was measured,
the first in our country, marked out and raised to include the deep pectoral

fascia and axial branches of the first four internal
CASE HISTORY: mammary perforating vessels.

L. V_, 63 year old female, consulted for hoarse-
(2) the flap was swing into positior throtlgh

*2ridPrize the lower neck incision lateral to the tracheal stc_rna
**]_ormerly Residents, Dept. of Otolatyngology, UPCM_PGH and u.der the central bipedical flap.

Health Sciences Center.
"**Asst. Profestor, DepL of Otolaryngoiogy, UPCM.PGH (3) The flap of its distal cnd was the_ __utored

llealth SciencesCenter. end to end to the upper proximal end of the divided



pharynx with a continuous -inverting 2-0 chromic the flap, these anterior thoracic perforators turn and
catgut stitched on with tapered needles. The layer course parallel to the skin toward _he deltopectoral
was then backed up with well-spaced interrupted 3-0 groove. These direct cutaneous arteries appear to be
I)exon sutures, interrelated through a medial vascualr arcade formed

by the mammary branch of the 2nd perforator.
(4) Tile transported flap th_n was tubed on

itself, raw surface outwards and buried beneath the Venous drainage is a dual system composed of
central neck flap. superficial veins in the subdermal plexus and the deeper

paired venae comitantae which accompgmy all cutaneous
(51) A nasogastric tube was then passed and arteries.

the tubing of fl_e flap was continued downwards using
the same s_.tt_u'ctectmique until the esophageal stump Hymodynamically, the flap may be divided into
was reached. (1) a cutaneous (random) flap, lateral to the cephalic

vein and, (2) an arterial pedicle (axial) flap, medial
(6) On :he lower portion of the tubed flap, to the cephalic vein.

the oval opening of the esophagus was then carefully

sutured end to side at a convenient point into the For the deltopectoral flap to survive, however.
deltopectoral flap. the deltoid, thoracoacromial, and pectoral vascular

(7) 'Ihe cut end of the trachea was then sutured regions must be 'fused' and rendered solely dependent
with _ilk arnc[::hr,>miccatgut 20 to form a stq.,ma, upon the anterior thoracic perforators.

(8) t _,,.,tald then be noted that a small fistula Furthermore, the advantages.of the deltopectoral
skin flap are many:nt_w leads _._._tonto the chest wall to Ihe sh.le of the

tracheostom:, which was left open and the lurnen of 1. Its u_ does not result in further facial
1.1_etube vv:k5de_:ompressed with a suction catheter in cosmetic deformity.
retr_grade (zr.,hJ_..,r_up the tube as far as the pharyngeal
junction. Su:tion drains were then placed through the 2. This flap consists of tissue that has not
flap on each side of the neck and the wound was been previously insulted by radiotherapy or by surgery
sutured in ]aycr_. and does not lie in the field for future radiotherapy.

3. The deltopectoral flap represents tissue that
After _me month, the second and final operative has an outstanding blood supply that is rarely corn-

stage was d,:,ne. The proximal end of the deltopectoral promised, even by small vessel obliterative disease.
tube was divided and the flap was returned to the
cht,st with *r,'..2:,,kin grafting done on the remaining 4. It is the most dependable of all major
raw donor ;._rea. The lower end of the skin tube was reconstructive flaps and rarely requires delay. Whe_l
closed by siJuplc inverting 3-0 Dexon suture :rod buried the flap fails, it is frequently on the basis of poor
beneath the lower neck incision, recipient site, rather than inadequate donor tissue.

DISCUSSION: 5. Th_is flap is mobile and can be moved iJ_all
planes without .'lpparent compromise of tissue perfus_on

The dcsi_._ of the deltopectoral skin flap is 6. It has a broad reach, being able to line
medaa]ly based in which the borders are superior, the region of the nasopharynx as well as other more
the intracl:_vicular line: inferiorly, the 5th rib (2 fi.nger- accesible intra-oral and oropharyngeal regions.
breadths b,_v_ the male nipple extending along the
apex of the :J'_t,:vior a×illary fold): raedially:. Ihe first 7. Its dependent hase favors venous out flow
4 intcr'c..._sttd:_t-_._,:,:rsat approxiJnately '2 cms. from the
sternal cd_:,.r:laterally, the entire deltoid region which 8. It has a relatively hairless and non-bulky
may be exr,amic¢', to fit the surgical defect, character.

It has been shown that the complications in the
['be ":ur_pl3izlL_vessels are: (1) the deltoid skin use of the deltopectoral flap in cervical esophagus

is perfuscd by r_,.bmert,t_smusculocutaneous 'arteries reconstruction and other head and neck procedures
fronl the tm&.'yIs.iag musculature (7-16 arteries): (2) are predominantly due to operative placement and
the _'tltall_ou_ [_rzmchcs of lhc thoracoaeromial ,artery the post-operative r/_anagement of the flap which are
whicl_ emerges from dcltopectoral sulcus: (.3) ,nedial as follows:

to the ceph:dic vein, several muscu]ocutaneous :arteries 1. Const.ructton of the pedicle either from
penetrate t]_c flap from the pectoralis maior, cn_:lrleous the tmcheostomy tie or from the passage of the
branches (_f the. I ransverse cervical and stlprascapular pedicle through a t_ght orifice to use it as a lining.
arteries; (4) the anterior thoracic perforatt_rs of the 2. Traction o| the flap which leads t__tensnon
internal mammary artery emerge in the intercostal necrosis or separation of the flap.
spaces afq_rt.,xim:,t,:15 I _.'m. from the stermm/ arm run 3. Transversely folding tip of tile l'lap to
laterally for 10-12 cms. The second perforator is the provide both lining and cover leads to ischemic necros.;s..
largest followed by the 3rd and the 4th. After ct_tering. 4. M:_iorinfection within a large dead space.
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5. Hematoma. pp. 360_365, March 1977.

6. Residual tumor on the site of flap appli- 6. ltarrison, D.,: Rehabilitation Problems Afrercation.

?_ " Fistula at the site of flap inset is potentially Phatyngogastric Anastomosis. Arch. Otolaryngo-
iogy, 104:224-246, May 1978.

dangerous.

8. Poor recipient site. 7. Harrison, D_: Surgical Management of l-Iypopha-
in our patient we did not encounter any corn- ryngeal Cancer. Arch. Otolar_vngology, 105:

plication except for infection on the bare donor area 149.}59.
on the left chest. Clo_ure of the lower pedicle stoma,
which is done oil the 2nd last stage of operation, can 8, Daniel, D. etc.: The Deltopectoral Flap: An Ana-
be performed as early as within 3 weeks. At this tomical and Hemodynamic Approach_ Plastic
time, the dissection along the lower and of the tube and Reconstructive Surgery, 55:275-281, 19'75.
can be carried out ©Mily by blunt dissection. The pro-
ximal portion of the tube is amputated and returned 9. Carpenter, R., etc.: Reconstruction After Total
to the donor _te. Caution should be taken to leave I_.:lryngectomy. Arch`Otolar),ngology, 105: 417-
a_ adequate length of the tubed flap in the region 422, July, 1979.
of the esophageal _mstomosis to effect easy closure
without compromimh_ the lumen of the esophagus. 10. Ballantyne, A. J.: Methods of Repair After Stir-

Two weeks alter the amputation of the flap, gery tbr Cancer of the Pharngcal Wall. P_s_eri-
barium swMIow w_ done and it showed a good passage cold Area, and Cervical Esophagus. The Americat_
of the contrast material through the tubed deltopec- J_,urnal_fSurger3', 12:482-485., Oct. 1971.

rural flap. the nasopstric tube was then removed 11. Frcund, R.: Principles of Head and Neck S:._rgery.
and the patient started to drink and eat like she was Appletot_ Century O'aft, 1978, pp. 238-241.
before once again.

SUMMARY: 12. S,_,>w,J, Ccmtrorcrs)' in Otolar_vngolog3,, W.B.Sau_Mers Cb., 1980, p. .512_

Ttle reconstruction of the cervical esophagus
following cervical esopl-,agectomy for extensive hypo- 13. i_.Jtsakis, J.: Tzlt_tors of" ltead and N_ck. Wiflian-_:_
pharyr_eal carcinoma has been considered a formidable & Wilkins; 1978, p. 169.

task by many head and neck surgeons and because of 14. Wits_L J.: Operatil,e Surgery: But,...r._'c,rt:_:.
the difficulty, _ may even shy away from the I_>,_l,pp. 759-764.
operation.Thispapershows one sucheasewhichwas
reconstructedusinga deltopectoralflap.The anatomy,
hemodynamics,advsntagesand pitfallsin the useof
the deltopectoralflapwas discussed.Itwas demon-
stratedthat the procedureis really safe, easy and
practical for the otolaryngologist.
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stuObornly to a diagnosis however illogical it ma2vbe. definite therapy could be instituted or accomplished.

This case is therefore presented not so much ltowever, as initially suggested, if the condition
on acctaunt of its rarity but to show how such a comes to worse needle aspiration of the contained
_ondition can confuse even the astute clinicians, the air could be resorted to as aJl emergency measure. If
iml_rtance of interdepartmental consultations as well this fails, which is Itighly improbable intubation can
as to suggest simple treatment procedures which can be done.
be undertaken in emergency situations.

SUMMARY:
The diagnosis of the pediatric surgeon was cystic

hygroma. Certainly, a hygroma does not change in A rare case of an external laryngoccle is presented
_ize with cryh_g. The most maportant single lindin 8 to alert the practitioner to this condition so that it may
(n this particular case, being the presence of air within be considered in the diagnosis of cystic masses on
its cavity, hygronm, a form of lymphangioma, be- the lateral aspect of the neck.
comes too far-fetched as it does not contain air within
its confines. That it was ill-def'med and fluctuant
while contributory are not as important. 'BIBLIOGRAPHY

1. l...=.nliquez,Angel, M.D.. Personal Comj_unicatioJlOn the other hand, a laryngocele of the external

type, that it will explain all the observations seen in 2. Holinger, P.H. and Bown, W.T.. Conget_Jtal
this case. Essenti',dly, an air sac, it i_aturaily will contain Webs, f!ysts, Laryngoceles and other Anomalies

• air fed it from the airway itself on straning like crying of the Larynx, q['heAnnals ofOtology, Rhinolo_y
and emptying itself whenever the child is quiescent, and 1_aryngology, Vol. I_XXVI, No,. 4, Oct.
l]w value of the chest (larynx') closes on straning 1_)67, pp. 744-752.
thus building up the air pressure in the airway up to
the level of the false cords consequently transmitting 3. Yarmgton, C.T_ and I:'razer_ J.P., An Approach
it into pockets, if any, like the saccular appendix, to Internal Laryngoceles and ()ther Submt, c:oc,_d
c:tusing it to enlarge. And if allowed to continue, the Lesions o1 the Larynx, q"hc Annals of Otol_!:,y,
evagination increases in size and may eventually Pd_inology and La_'yngology, VI_ I..X_V. No. 4,
penetrate through the thyrohyoid membrane and l_p. _56-950. I)cc. 1966-
ibrm an external laryngocele, as m this case. Being

adjacent to the larynx, which in infant is a soft 4_ Buttlcr, Melvin and Goff, Willard, Inler_lal I_aryn-
structure, the same can be compressed and subse- goccle Treated with Endoscopic l!x_:isi_r; :,_n_I
quently impede or obstruct the airway. Allowing to Fulguration, "lhe Annlas of Otology, Rhinol_,_y
empty itself during periods of quiescence, it is only and Laryngology, Vol. LXIX, No. 1, M_Jrct-_
logical to assunle that it can and will dilmnish in size 1960, pp. 29-34.
thus reduce the pressure on the airway and reheve 5. Bryce, i).P. and Cranston, _I.R. Prolapse of IF,2
the obstruction. Laryngeal Ventricle, The Annals of Oloit_g_':

Rttinology and Laryngology, Vol. LXXV, N¢. 2.
The failure to confirm Finding radiographically June 1966, pp. 398-407.

is due mainly to faulty technique. Laryngography,
being of limited application is seldom done. Expe- 6. Cannalis, R.F., Laryngcal Ventricle, The Annals
rience, m most instance therefore, is wanting especially of Otology, Rhinology and Laryngology, Vol.
when working m an infant's larynx where teamwork 89, No. 2, Part 1, March-April, 1980, pp. 1%4-
between the anesthesiologist and otolaryngolo$ist is 187.

essential. Moreover, the opening of the appendix is 7. Strife, Cotton, Donegan. Seid a_d I)onb:Jr.
located in the anterior end of the ventricle so that in Internal l...aryngocele and Saccular Cysts it_
the recumbent potation, chances of introd introducing Children, The Annals of Otology, Rti_ol:,!_y
the dye into its opening is next to impossible, and l,aryngology, Vol. 89, No. 5, Parr _, Sel':t...

COMb4F_.aNTS: Oct. 1980, pp. 409-412.

8. M,_ghtader and Arena, Laryngocele, Tl_e Annals'.Fhe case presented belongs to the external type
ol Otology, Rhinology and Laryngology, Vofas it has penetrated through the thyrohyoid mem-
LXXIV, No. 4, Dec. 1965, pp. 1079-10S4.

brane. Diagnosis may be verified by laminogram or
iEhainx-ray of the neck• demonstrating air within the 9. l'aparella, Michael and Shumrick, Don_ud, Oto-
_c. SmaU asymptomatic type need no therapy but laryngology, Vol. 3, Head and Nec;_, second
symptomatic and infected ones require removal by edition, 1980, pp__2504-2505.
excision via a lateral pharyngotomy approach where
the sac is identified and dissected to its origin. Un- 10. Adams, Boies and Papar.ella, Fundamentals of
fortunately, due mainly to lack of logistics, the Otolaryngology, fifth edition, 1979, pp. 562,
patient was brought home by her parents before any 517.
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ThePhil. riding_on tile lower lip. The central It)wet wcth v_'cr¢Jourof Oto.
[lead& Neck loose and deviated outward.

Surgery 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

LINGUAL EPIDERMOID CYST 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 tlie 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

Rodolfo P. Nonato, M.D.* incision was made. The incision was so placed that as
Rene S. Tuazon, M.D.* much of the mobile part of the tongue could be spared.
Gil M. Vicente, M.D.** 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

Lingual dermoid cysts, though rare, have been recog-
was placed on the tongue.razed as early as 1778. Although relatively simple to

Surgical Pathology Report -, The gross specimen con-
manage, neglected cases are occasion-,dly seen that not sisted of a pinkish, globular, doughy tissue measuring
only challenge the mettle of the specialist but so vividly 9 x8x6 cm. The anterior aspect was covered withmanifests tile cruelty of ignorance to an innocent child.

mucosa while the posterior aspect was occupied by a
well-encapsulated cyst. The cyst contained yellowish

CASE RFTORT pasty material as well as brownish fluid.

E.S., a b-year old female from Sarnar was admitted to Microscopically, sections showed a cyst lined with
the Philippine General Hospital on July 12, 1983 for a compressed squam9us epithelium and Idled with frag-
protruding tongue rnass, mented keratin. No skin appendages nor connective

tissue derivatives were noted.
Past Medical History - ]'he past medical history was

essentially non-contributory. The patient was b,_rn full- The final pathologic diagnosis was "Epidermoid
term, the first of three siblings. There was no similar Cyst".

illness in Lhefamily. Post-Operative Course - A nasogastric feeding tube
Current i]]nes_';- Illness dates back to a few days was inserted and removed on the third day. The patient

after birth when the parents noted that the patient had was started on a soft diet and was discharged on the
a diffusely enlarged tongue. No feeding nor breathing sixth post-operative day, but or{ regular follow-up.

difficulties were noted despite gradual enlargement of A denim consult was made regarding the lower den-
the tongue. At '-2years of age, a local physician was con- tition problem. It was the dentist's opinion that the de-
sulted and surgery was advised. However, the parents formed permanent lower teeth could no longer be saved.
were told to watt till the child was 7 years old so flint It was agreed that the plan of using a head-chin ap-
she could tolc,ate the surgery better, pliance to correct the mandibular deformity would be

No further medical consultation was nlade. The beneficial.

tongue mass contintted to enlarge and began to protrude
associated with slight difficulty in vocalization and DISCUSSION
drooling ot saliva.

Dermoid cysts are diagnosed more commoldy in tile
Physical t!xamination -- On admission, examination testes and ovaries, but may be found anywhere in the

revealed a pinkish, smooth, doughy, non-tender body at an embryologic fusion point. New and Erich,
9 x 8 x 6 cm lesion on the nlidline anterior a';pect of in a series of 1,493 dermoid cysts, found 103 cases
the tongue with areas of exfoliation. The mass was (6.9%) in the head and neck. Of these head aJad neck
protruding out of the oral vestibule, its ventral surface cases, 23.3% were found in the floor of the mouth or

an overall incidence of only 1.6%.

*Formerly Chief Residents, Dept. of Otolaryngology, UPCM- When found in the oral cavity, dem_aoid cysts are
PGHtlealth SciencesCenter. usually in the anterior portion of the floor of the mouth.

**Formerly Senior Resident, DeFt. of ()torhinolaryngology Very rare Iorms have been found on the dorsunr of theUPCM-PG,I{ fiealthSciences('.enter
tongue and palate.
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Many attempts have been made to classify lingual easily cnucleated by blunt dissection. The surgical ap-
dermoids with regards to gross description .....by post- proach varies intramurally or ext_aorally. The mtraoral
tion, by attachments, by relation to adjacent muscu- approach is preferred ff_r cysts lying between finegenio-
latule..Batsakis recognizes Colp's classification that hyoid muscle and the oral mucous membrane, The extra-
dermoid cysts of the floor of tlie mouth present in oral approach is suggested for cysts lying between d_.e
either sublingual or subntental position. It was Meyer, geniohyoid and mylohyoid muscles.
however, who proposed an overall classification for these

cysts. SUMMARY

Epidermoi, t O'st. Epithelial-lined cavities surrounded
by a capsule without skin appendages. A review of lingual dermoid cysts has been presented

together with a report of a probable congenita! epider-
[_,rmoid _'st. A cyst with similar lining epithelium mold cyst. Review of literature has shown that a true

but wHh skin appendages such as sebaceous and/or sweat dermoid cyst in the floor of the mouth of infants is a
glands, hair and hair follicles, rare occurrence.

Teratoma. An epithelial-lined cavity mixed with The neglected case just reported is a most salient
tissues (bone, miracle, glands) from all three germinal argument on the importance of adequate intraoral
layers, examination at birth and the proper timing of surgical

11,e most accepted theory on the pathogenesis of intervention.
lingual dermoid cysts is that epithelial debris or rests
arc entrapped during the midline closure of the bilateral BIBLIOGRAPHY

•first and second branchial arches to form the body of
the tongue and floor of the mouth. Entrapped cells l.towell, W,E. and Stein, H. Sublingual dcrmoid cyst
during this filsion (fourth to sixth week of life)are toti- in infant: report of a case. J Oral Surg 30:437 June
potential blastomeres hence, any or all threeggrm la_er 1972_

derivatives may be found in dermoid cysts. Studies m Smolansky, S.J,. and Cardinal, J.P, Lingual dermoid
chick and cat embryos support this theory. Other hypo- cysts_ ENT J 58:11 June 1979.
rh_cses being offered are ectodermal differentiation of

Gold, BD. and Sheinkopf, D.E. Dcrmoid, epider...,_t_itipotential cells which were pinched off at die time
mold, and teratomatous cysts of the tongue and the

t_f closure of the anteriol neuropore and traumatic floor of the mouth. J Oral Surg 32:107 Feb 1974oimplantation during uterine developinent.
Batsakis, John G. Tumors of the Head and Neck,

Clinically, dermoid cysts are uncomn_only seen at 2nd ed_ The Williams and Wilkins Co., Baltimore. 1979.
birth or infancy. Gold et al remarked that congenital
epidermoid cysts of the anterior h',df of the tongue S_cll, P_M. and Maran, A.G.D, ilcad az_d Neck Sur-
arc "extremely rare". The tnajority of dermoid cysts gery, 2rid ed. William Heinemann Medical Bt._,ks Ltd.,
__ the floor of the mouth occur in young adults, before London, 1978.
the age of 35, l_his is m contradistinction to dermoid
cysts in other regions. There is no sex predilection.

Lingual dermoids are usually several centhneters
m size when initially seen. they are doughy to rubbery,
and are usually idled with a yellowish cheesy material
delived l_om the cyst wall. Pitting may be evident.

The usual presenting symptom is a slowly enlarging
intraolal swelling m the floor of the moufl_, klsually
fotmd above the mylohyoid, the cyst may penetrate the
mu,_.le and mamfest as an extraoral swelling --.a g_adual
development of a "'double chin" appearance. Difficulty
in speech and swallowing also occur.

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

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

l?_tment is complete surgical removal. The cyst is
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1
rhe_fl. 1959 al the age of 12 for a two year history of episodic
Iou_ of Oto. epistaxis associated with left sided nasal obstruction.
H_ad& Neck -File pre-operative impression was juvenile nasophar_w
Surgery geal angiofibroma. On January 1959 he underwent

_,, transpalatal excision of a left nasopharyngeal mass.
Sections of the tumor on microscopy were described as
cords of fibrous tissue composed of spindle shaped cells

SARCOMATOUS DEGENERATION IN A and nuclei with plenty of collagen fibers. A portion of
the section showed clumps of chronic iMlamrnatoryNASOPH ARYNGEAL ANG IOFIBROM A
cells. There were also larger empty cavernous vascular
channels. This was reported as nasopharyngcal, 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

Jan Eero G. Lopez, M.D.* the same as that of the fist specimen. Post-operatively.
Romeo L. Villarta, Jr. M.D.* the patient received radiation therapy (13,500 rads) for' residual tumor.
Rene S. Tuazon, M.D.* The patient remained asymptomatic for 19 years_

t:dilberto Jose, M,D,** In 1978, at the age of 31 there was recurrence of
epistaxis. Transpalatal excision of the mass was done

I._cnjamin Canlas, M..I).*** on January 1978. Tumor was removed from the
Adclaida D. Cruz, M,i).*** nasopharynx, left maxillary antrum and pterygoid

[rnesto de Veyra. M D *** 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 patient was sub-
jected to post operative radiation of 3,500 fads.

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.

Introducti_m: Tile microscopic findings were the same as tile other

.luvcnilc lia_opharyngcal angiohbroma is aa un+ biopsy specimens in 1959 and 1978.
cotum,:m ne,,pla.sm that occurs ahnost exclusively In 1980, there was recurrencc of the left rnalar
z non_. adt+lc_ct:m ,hales. It's biologic bclutviot, r is prominence with proptosis of the left orbit. He was
associated with potentially life-threatening hemorrhage, readmitted for the filth time and underwent total
local invasiolt and extension into contiguous structures, maxillectomy with orbital exenteration on August

5980. lntra-operatively, the surgeon noted extensionand at times with recurrences. Spontaneous regression
is viewed wilh ._kcpticism by rlosl authorities. A/thougt, of the tumor into the left orbit and apex, left ptery-
surb,ical extir0atJon is generally reg.'_rded as Ihe treat- gold area, and base of the skull_ Microscopicalb the
merit o{"clt,_hgc.. 'adiat c n had hccn recomnlelrdcd by excised tumor displayed marked cellularity, '[he angio-
scv,qa] a t_th_,_sht the past as liw primary rnodality (:)1- inatous portion showed no atypicality. However. the
,_s aJa acljur_..ivc mode of treatment. There had bccn fibrous stroma consisted of pleomorphic, atypic_, inl-

s,_vcr;d .:a_;..', '[_+rts in totcig, litctalurc of a ::,:.lrcolna- rnature fibrocytes wifll large nuclei, displaying hyper-
trot'.; fo_-m.,.,i .mgiolibromt_. Wt' w,mld likt: to report chromasia and occasional mitoses. The hislologic
a case., proi_+tbl._the first i, h_cal literature of sarcv- diagnosis was angiofibroma with hypercellularit_
m',ltt)u_;dt:__:cv_crati,m ill a nasopllaryni-'.cal arlgiolibft.,)llla+ Several months later, ill 1!)81, the patitmt was

:-eadmitted Ior the 6Ih time for bleeding from the left

Case Rel)ort: orbit and extension of the growth into the left middle
cranial fossa. Hc underwent craniotomy for palliative

'l IIc l_:tttccJt was ,I-_4 _,c:trs old l,ilipino male _r]lt:} extirpation of tile tumor. The patient, however, suc-
was adtililt.'.' ill!mr the I.)epl ,fl I!.N.l'. of the ill'.... - cumbcd two weeks post-operatively to masswe septi-
P.(-;.IIM.C, (._r _;ix times _et'ausu of recurrent and cenfia. ]lie specimen grossly and microscopicaJ]y
recah:JtrarH :tJat'i_.,(ibrotaa. lit', was first admitted k_st resembled an angiofibroma in it's basic architecturzd

pattern. Microscopically, there was a fibrous stroma
*l:,,rH'mly _;t,,i,,r Residt,nts,Dt'pt. ol Otol:lryngoh,l:_+ LI'CM- with vascular channels. On closer scrutiny, the angio-

P(]tl ]l,:.ahl _t.'i,:l,ccs("t'nlcr matous portion was unremarkable. The fibrous com-
**Assist:ml I'l,_l+.._>_r, t)t:pl., of O1_ aryl_th.)gy, t.IP('M-I'GII ponent was definitely highly cellular. -fhe constituent

llealth _ti,- ...... (,.nlcr cells were fairly ilalmattlre d splaying nlarkc'd pleo-
+'*lrom lilt I_,i:t, c,t Patholo,,__, L'P(?,M-./'(;H flcah.h S(:icnccs

Cenler ntorphism, l.argo vesicular nuclei could be readily
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appreciated, In some parts multinucleated giant cells with large hyperchromatic nuclei with mitoses. The
with mitoses could be noted. These portions resembled specimen in the 6th operation showed a highly celJulaJ"
fibrosarcoma, The histologic diagnosis, verified by fibrous component displaying pleomorphism arid
three senior consultant pathologists of the U.P. College atypicality with large, vesicular and hyperchromatic
of Medicine was angiofibroma with sarcomatous nuclei with mitoses. In some portions of the spccimen,
degeneration, there were large bizarre multinuclcated gim_t cells

and mitoses. These findings are consistent with sarco-
DISCUSSION: matous degeneration not unlike the case reported

by Batsakis. Thus, this case fulfills the criteria laid
Angtofibroma is a relatively rare, histologically down by Cahan to document induction of sarcoma.

benign but clinically malignant tumor with a predilec-
tion tot the nasopharynxes of adolescent males/Most SUMMARY:
authorities deny the existence of a sarcomatous form A case of angiofibroma treated with surge_3'
of angiofibroma. However, there had been several and radiation over a span of 13 years has been pro-
reports to the contrary. Batsakis et al reported in sented. Areas of sarcomatous degeneration were idcrr
1955 a case of fibrosarcoma arising from an anglo- tiffed in the specimen last excised in 19_ql. Using
tibroma 10 months after extensive radiotherapy Cahan's criteria we have classified this case a_ sarco-
(9.000 Rads).2 Hormia and Koshinken in 1969 report- matous ,'cgcncralion ill an angiofibroma post-radio..
ed a case of angiofibroma which had metastases to therapy. While there are still those whc_ m:O' opt tt9
the regional lymph nodes and bone marrow.6Gisselson treat this ncwgrowth with radiation we feel Olat
et al described a case in which sarcomatous degenera- surgery should bc the treatment of choice. Radiation
tion occurred in an angiofibroma after a benign course should be reserved for surgically inacccs:_ible l_:siort_.
of 21 years.5 Other reports include those of Figi and In prc,_cnl.ing this l)apcr wc would like to ,mderscor_
Davis, and Handousa et al.4 ThLs case resembles in the possibility of inducing malignant degeneration iiq
some respects the case report of Batsakis et al. an otherwi.,c benign le_ion.

Shortly after Roentgen's discovery in 1895, BIBLIOGRAPIIY

X-rays were used by physicians for the treatment of I. \_lc, M.. Ilil4it_l_otharrl. N.. ll_Lv,)s..__ _i :_i:
various malignant and benign diseases. Leukemia after I(:,di:tl,,_, ll_duce..l SarctJma _d Boil..:. (-a_],_:,.'.
radiation exposure has been well documented shlce it -'. :1{)_7-1099,N_. 1971.
was first noted m 1911. Shortly afterwards, malignant

2_ i_:,lsakis, .J.. Klopp, C., Newman, W.: Vi0rosa_..tumors were reported among physicists exposed to
ionizing radiation as well as among radiologists and _:_>maArising itl a Juvenile Nasophary,ag,:_:dAngi(...
uranium ore workers. Duffy and Fitzgerald in 1950 Ji!_ro.,_L Foll.win_', Extensive Radiolher:l[)3'. Am.
first called attention to the late 'effects of early __L_,g.Zl:Tbt). 1955,
radiation for benign disease by the reported "minien- 3_ l_tsaki:;, J.G_: Tt,mors of the Ilead and Nc_k: ..
demJc'" of thyroid cancer, Over the years, hundreds Clinical and Path_logic Considerations. 2nd Ed..
of epidenuologic and single case reports have appeared Baltimore/London, Williams and Wilsins, 1980.
describing cases of radiation-induced neoplasia.7, 8, 9 4. Figi. F., Davis, R,: The Management of Nasopha..
It is agreed that radiation levels as low as 3,000 rads ry_geal Angiofibromas, Laryngoscope 60:794-
can provoke maligmmt changes or growths.10 S 14, Aug. 1950.

Cuban defined the. criteria by which radiation
induction of malignant sarcoma of bone may be 5. Gisselson, L., Lingren, M., Stenram, U.: Sarco-
determined. These criteria have also been applied to matous Transformation of a Juvenile Nasopha-
identify radiation induced malignancies elsewhere in ryngeal Angiofibroma. Acta Path Microbiol
the body: 1 Scrand 42:305-312, 1958.

1. microscopic or X-ray evidence of non- 6. Hormia, M., Koshinken, O.: Metastasizing Naso-
malignancy in the initial lesion; pharyngeal Angiofibroma: Ca_ Report. Arch_

2. .presence of a newly lormed sarcoma in Otolrayngol, 89:523, 1969.

the irradiated field; 7. Hutchison, G.: Late Neoplastic Changes Follow_
.3. relatively long asymptomatic latent period ing Medical Irradiation. Radiology 105:645-

(Modtfied by Allen to encompass 3-5 years); 652. Dec. 1972.
and

4. histologic proof of the new lesion. 8. Modan, I1., Mart, H., Baidatz, D., et al: Radiation
Induced Head and Neck Turpors. The Lancet.

In this case, the initial histologic picture was 23 Feb. 1974.
that of angiofibroma. After a latency period of 23 9. Southwick, i.t.: Radiation-Associatted llead and
years after the initial radiation (3,500 Rads), and Neck Tttmors. Am. Journal of Surgery, 134:438,
two years after the second radiation (3,500 Rads), Oct. 19'77.
the tumor was documented to exhibit malignant
features. The specimen in the 5th operation showed 10. ltickey, R.C.: Past Irradiation Neopla_ia: A
marked cellularity with pleomorphic, atypical cells Symposium. Current Problems in Cancer', 3:6

Dec. 1978.
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1he Phil. (known as suffocatioN). A supply of oxygen is
3ou_of Ore. essential to the organ of cortiHead & Neck '
Surgery 1:1--Bacterial meningitis is an infection 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-

THE HIGH RISK LIST FOR DEAFNESS lovirus, rubella, herpes, toxoplasmosis, and
AN EXC ER PT syphillis.

D-Defects of the bead or neck like craniofacial

abnormalities cleft palate, and abnomvalities
or the pinna

E-Elevated bilirubin exceeding indications for
exchange transfusion,

F--Family history of child.hood hearing impair-
Nelly R. Ledesinli, MA 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 neorfatal course is at in-
creased risk for deafness. These factors are only seen as a

list and the importance of each individual factor is
]'here is .J high incidence of false positives and overlooked. The information is the essential part of not

f'.dse ne?.ativ'c. ",_'suits in a mass behavior',d screening for only the initial infant screening but also the audiological
r,ewborn b:_v.i.,._',.Duc to th.is reason the L).S..joint follow-up and or medical hi_tory of any age patient.
committee cm )ic%,OOl-n hearing screening recomrnended Within these categories lies a wealth of inibrmation that
a more pr;,cticzd and eco]lomical rnethod of identifying can aid the audiologist, speech-language pathologist,

infants with l_t:alqn_ loss. This idea brought about a otolaryngologist, obstetrician in the identification and
high risk. list of a sm_dl number of categories that would management of a patient.
identify a _'.disfa_toj'y number of hearing inlpaired

infm_ts. 'l'hesc categories have been referred t_ as SUMMARY
A B C D ' S of deafness (Downs arid Silver, 1072)

S_lch ',,s TABLE 1 is a reference sttmmary of the risk factors
1. Afft:clcd Family .... The presence of any t"orm and their common effect on the hearing n_cchanism.

of hc.ar.ing loss in a family member. However, this categorization is merely a guideline and

2_ Bilirt,bitl Levels Hypcrbilirubinemia, referred each risk factor should be viewed as any human being
to as .latmdice, is a condition where there is an is viewed-unique, variable, and with endless possibilites.excesdve am(mill of bilirubin in the blood th:lt
can b,.' neuro-toxic to the infant a[ certain

conccnlra/ion_ Arly free or indirect COllCelltl;,l..
tion is jud!,ed Io be potenlially toxic .............................................

3. Ctmgc.il;li Rtibella Syndrome or C'RS .................................. r-,,_tv:J...........IJottt Coml'Ooft Mmrilfmattlc,ml of |learllM Lore

Ruhelia a_ anytime during pregnancy and ................... -Vo.7-s;_g.7..,_iX_7_-u_7.--_7..7-t_-_-..............
sornetim0s hearing loss is the only symplom. ,_l_.kE.,tor *,¢... ,_.._ : :',t.r,a_._,.l:

4. Defects of the Ears, Nose and Throat . a ...............................:ti,,e: : ..... _...... [....... :
malformed or absent Pinna, Cleft Palat.e or _,_y_a, , • m_a.a,_to_a
Lip, any abnormalities of the first arch, and BmcterielMenlngitie + + .'i_**_4_-olbtmd'Io_" + .I Moat mtt,Pm found

other anatomic abnomv, dity of the otorhiao- Syphllb �+S_,,_._otouna
Rubella* + + Protkmnd

laryngezd system, c_v, . Mild 4Nofouund

Ittarp_* �?_ ?
5. Small at 13irth .... infants weighing less that, t_u,,ru,_

15) t__ra,rnsat t)irth have greater risks of N_t. . _ + _aa.e,oro_,a
I(lev_t_J illli_bln �+,_ Jdild4_ffo untl

h0;ll ]1117 dcl'ects. FluitLly III|tory* ¢ + ¢ Mlid _1_ _k)tttnd

In I':5_1_ Ihc Amhoh)gy Staff at Ire l.hfiw'l-_ily _1' I,,wBl,thweight + + Idodtntt_'.'_rotomn,2

t"olora< ? rcvb;c.d lhe list above to include the t[..._. "Fhet°facl°nlmaYo]thlbltlzr°lll_w_h_lPrtnllmndid'*°uldbof°l_wedmd_lY'
.......... . .....................................................................

joint c,>rnmitlcc c>ll ilewborlt he,alhng It)81 position
statement. The :-cvised A B C D ' S of deafness are ;is
Ibllows,

A-Asphyxia, which is a condith)n where lhere

is a lack of oxygen (anoxia) and an increased
carb_m dioxide tension itl the b odd and tissues
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t)nce _ child is _demified _ "At Ri_" m_d fl_e
mmal screening is ac_mpiiihed, further testing is
indicated for those who fail the _creening,. Follow-up is
b5 far the most difficult pan of"any scree,ung program
nut without ret_rvttion it is the most important aspect
_ta_cn:ening program is to be successful.

A mmhntm, follow-up _chedule Ihould include
repeat testing at .ix montl_ of age. At this time the
Audiol0gizt _o_d decide to test further oI to diic-
continue follow-up bated on the partica_ar type of
testing done, aa,d the _esults. In cases of possible
progres_w logs (.see Table I) automalic tympanograms
_md serial audiograrn_ ll_ould be done _very few months
tmtiI _peech and language _ills are<a_propriate,.

Lastly. although the high risk list cannot identify
every came of hearing los,, it is the baltic tool lp infant
icreenJngand early identification. An underit_mdi_ of
each factor and the manifestations tts exl_lbtts ¢atmsthe
Ia_ of the audiologiit and aids m the diagaom of
manag lea in ¢hlldre,n,
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THE PHILIPPINE BOARD OF OTOLARYNGOLOGY-
HEAD & NECK SURGERY

ANNOUNCEMENT

The next certifying examination (written and oral) in
Otolaryngology will be given October 1983. Inquiries may
be made through Dr. Mariano Caparas c/o Dept of Otolaryn-
gology, Ward 3, Philippine General Hospital, Taft Avenue,
Manila.



The I_L and nape. This lasted for a few minutes to an hour and
Jouf of Oto. was spontaneously relieved by rest. The conditionHead& Neck
guzsery pers/sted 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

A CASE THAT MIMICS NASOPHARYNGEAL hearing on the right ear was not as keen as before, This
CARCINOMA* hearing prob!em 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

WUfredo Z, Pinano, M,D.** drink, liquid would drip from the right angle of the
mouth. He also had difficulty discerning the taste of

Eusebio E. Llamas, M j).*** 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

Introduction: in the throat, occasionally while eating, he would choke.
His voice was also noted to have a nasal quality. On the

Malignant lymphomas may present as a primary succeeding days, he noted his tongue to have weakened
malignancy in the head and neck. Lymphomas are and he felt as if it was shortened. With the progression
usually classified according to whether they are of the above symptoms, the. patient sought consultation
Hodgkin's or non-Hodgkin's lymphoma. Hodgkin's at the STUH-CD and was subsequently admitted.
lymphoma is characterized by the presence of the
morphologic feature, the Reed-Steinberg giant cell. Past History:
Non-Hodgkin's lymphomas take the form of a cohesive

The patient had PTB in 1979. Medications were
tumorous lesion composed mainly of lymphocytes and taken for two months. He had osiris media of the R ear

rarely histiocytic cell types, and cataract of the R eye in 1980.
Hodgkin's lymphomas maybe classified into four

types: (1) lymphocytic predominance, (2)nodular Pertinent PhysicalFindings:
sclerosis, (3) mixed cellularity, and (4) lymphocytic
depletion. Previous perforation at the posterior inferior

quadrant with secondary membrane in the
Non-Hodgkin's lymphomas could be divided into R ear

two: (1) reticulum cell sarcoma and (2) iymphosarcoma. Palpate cervical lymph nodes in both anterior
Reticulum cell sarcomas are lymphomas that arise from and posterior triangles, as well as in the supra-
mesenchymal cells such as the reticular cells of the clavicular area
bone marrow and microglia of the central nervous Diminished breath sounds over the R lung field
system. Lymphosarcomas morphologically would show
a typical lymphocytes undergoing active mitosis re- Neurologic Examination:

placing connective tissue and obscuring distinct out- Cerebrum - patient is alert, oriented to 3 spheres,
lines, good memory for recent and remote events

History: Cerebellum - he can do FNT' APST, HKST
(finger to nose test, alternate pronation-supina-

Our patient is a 50 year old male, farmer, from tion test, heel to knee to shin test) involve-
iloilo who was admitted at the UST Hospital because ment are all on the fight.
of difficulty of swallowing. Cranial Nerve

A month prior to admission, the patient started Trigeminal - diminished sensation over R half
to experience a dull pain over the back of the right ear of the face;weak masseter; absertt R cornealreflex

Abducens - weakness of the R lateral rectus
*3rdPrize Facial - peripheral facial paralysis

**Former Resident, Dept. of E.N.T., U.S.T, Faculty of Auditory- mixed hearing lossMedicineand Surgery
**'Chairman,Dept. of E.N.T., U.S.T, Faculty of Medicine Glossopharyngeal - sluggish gall reflex

and Surgery Spinal Accessory -- atrophy of the R sterno-
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cleidom_toid and tral_zius mulw._ tumor composed of a diffuse monotonous proliferation
Hypogloulal - atrophy of the R half of the of lymphoblasts and large, atypical lymphocytes, with

tongue vesicular nuclei and prominent nucleoli. The are
frequent mitoses, many of which are bizarre. These

Laboratory Examinations: lymphoma cells inf'dtrate into the nasophazynx and
adjacent salivary gland tissue and into the bony tissue of

•The CBC is essentlally notanal.
The ESR is elevated at 50 nun/hr, the middle and posterior cranial fossae.
The CSF is e_y normal. The histologlc diagnosis is Malignant Lymphoma,
The chest X-ray re_d fibmcalcific densities of Diffuse, Lymphocytic, and Wen-Differentiated.

the R apex.
The skull X-ray is suggestive of increased intra- Going back to our case, there were some pitfalls

cranial pressure. A parasellar mass, however, in the diagnosis. The negative nasopharyngeal biopsies
could not be totally ruled out. on several occasions should have alarmed the cliacian

Nasop_ biopsies were done 4x which of other conditions that would simulate a nasopharyn-
revealed chronic inflammation, geal carcinoma. According to Paparella,et al, 5-10096 of

R cervical lymph node biopsy revealed anglo- nasopharyngeal malignancies are malignant lymphomas.
follicular hyperplasia. Our patient did not manifest any single episode of

Cranial CT Scan showed an enhancing R large epistaxis. This may connote that the tumor lacks
mmphatyngeal mags lesion, with extensive mucosal ulceration.
destruction of the sphenoid, R temporal,
petrous ud basal occiput with bead intra. We therefore hope, that with this presentation,
cranial extemion, we should always consider other possibilities when con-

fronted with a mass in the nasopharynx.
The ¢oune ia the ward waa a progre_on of the

above signs and symptoms with the patient dying on
the 71st hospital day from cardio-respiratory arre_.

Discussion:

Our 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 rhino_opy, documented by skull x-ray and
CT scan eroding the structures of the right base of
the brain, one catmzt help but give primary considera-
tion to a metastatic leaion from a contigt/ous structure,
_hat is, the nasophap/nx. Diagnosis of a nasopharyngeal
carcinoma is in order. Distant structures that cam give
metastatic lesions In the base of the skull are the
lungs, breast, thyroid, gastrointestinal and genito-urinary
tracts. Infdtrative lesions such as reticulosis, leukemia,
and muRiple 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 areas. It is most prominent in the infra-
auricular region where it measures 6 centimeters in its
widest diameter. On dissection, the mass which is

grayish-white, fhm 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
era, tat fossae with lifting bf the skull bones.

Microsections of the soft tissue mass disclosed a
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