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Information for Authors

THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY invites submission of clinical and
experimental papers. Cultural and historical topics pertinent to otolaryngology and related fields are also
publishable. Original articles are welcome from any part of the world and should be sent to the Editor. They
will be reviewed and either accepted for publication or returned. Authors should look carefully through these
notes and some articles in the Journal as guides. If these are followed, fewer problems will arise and the
publication of their articles will be facilitated. Manuscripts should be prepared as described in the following
instructions and addressed to :

Assoc. Prof. Pakpoom Supiyaphun, M.D.
Editor
THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY
Department of Otolaryngology, Faculty of Medicine,

Chulalongkorn University, Pathumwun, Bangkok 10330, Thailand.

Three copies of the manuscript and illustrations should be submitted. THAI JOURNAL OF OTOLARYNGOLOGY
HEAD AND NECK SURGERY will not include any article which does not conform to the following standard
requirements.

The intructions conform to the Uniform Requirements for Manuscripts submitted to Biomedical Journals
(Ann Int Med 1982;96:766-70.)

Preparation of manuscript. Type manuscript on white bond paper, 22 x 28 cm. with margins of at least
2.5 cm. Use double spacing thoughout, including title page, abstract, text, acknowledgments, references,
tables, and legends for illutrations.Begin each of the following sections on separate pages:title page,abstract
and key words, text, acknowledgement, references, individual tables, and legends. Number pages consecu-
tively, beginning with the title page. Type the page number in the upper middle of each page.

Title page. The title page should contain (1) the title of the article, which should be concise but informative;
(2) a short running head or footline of no more than 40 characters (count lettera and spaces) placed at the
foot of the title page and identified; (3) first name,middle initial, and last name of each author (s), with highest
academic degree (s); (4) name of department (s) and institution (s) to which the work should be attributed:;
(5) disclaimers, if any; (6) name and address of author reponsible for correspondence regarding the
manuscript; (7) name and address of author to whom requests for reprints should be addressed, or
statement that reprints wil not be available from the author; (8) the source (s) of support in the form of
grants, equipment, drugs,or all of these.

Abstract. An informative abstract of not more than 200 words in both languages must accompany each
manuscript; it should be suitable for use by abstracting journals and include data on the problem, method
and meterials, results, conclusion. Emphasize new and important aspects of the study or observations. Use
only approved abbreviation, Uninformative abstracts (e.g. “the data will be discussed”)

are unacceptable.

Key words. Below the abstract, provide no more than ten key words or short phrases that may be
published with the abstract and that will assist indexers in cross- indexing your articles. Use terms from
the Medical Subject Headings list from Index Medicus whenever possible.
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Introduction. Acquaint the readers with the problem and with the findings of others. Quote the most
pertinent papers. It is not necessary to include all the background literature. State clearly the nature and
purpose of the work.

Materials and Methods. Explain clearly yet concisely your clinical, technical or experimental procedures.
Previously published method should be cited only in appropriate references.

Results. Describe your findings without comment. Include a concise textual description of the date
presented in tables, charts and figures.

Discussion. Comment on your results and relate them to those of other authors. Define their significance
for experimental research or clinical practice. Arguments must be well founded.

References. Number references consecutively in the order in which they are first mentioned in the text.
Identify references in text, tables, and legends by arabic numerals (Vancouver reference). References
cited only in tables or in legends to figures should be numberd according to a sequence established by
the first identification in the text of the particular table or illustration.

Use the form of references adopted by the US National library of Medicine and used in Index Medicus.
The titles of journals should be abbreviated according to the style used in Index Medicus. Personal
communications,unpublished data or articles published without peer review, including materials appearing in
programs of meeting or in organizational publications,should not be included. Authors are responsible for
the accuracy of their references. Format and punctuation is shown in the following examples.

1) Standard journal article (list all authors when six or less; when seven or more , list only first three and add
et al.).

Sutherland DE, Simmons RL, Howard RJ, and Najarian JS. Intracapsular technique of transplant
nephrectomy. Surg Gynecol Obstet 1978;146:951-2.

2) Corporate author

International Streering Committee of Medical Editors. Uniform requirements for manuscripts submitted
to biomedical journal. Br Med J 1979;1:532-5.

O’Connor M, Woodford FP. Writing Scientific Papers in English ,an ELSE-Ciba Foundation Guide for
Authors. London; Pitmen Medical, 1978.

3) Chapter in book

Parks AG. The rectum. In Sabiston DC, ed. Davis- Christopher Textbook of Surgery, 10 th ed.
Philadelphia: WB Saunders, 1972;989-1002.

Table. Tables should be self-explanatory and should supplement, not duplicated, the text. Since the purpose of a
table is to compare and classify related, the data should be logically organized. Type each table on a separate sheet;
remember to double space. Do not submit tables as photographs. Number tables consecutively and supply a brief
title for each. Give each column a short or abbreviated heading. Place explanatory matter in footnotes, not in the
heading. Explain in footnotes, all nonstandard abbreviations that are used in each table. Omit international horizontal

and vertical rules.
Cite each table in the text in consecutive order.

If you use data from another published or unpublished source , obtain permission and acknowledge fully.
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lllustrations. Use only those illustrations that clarify and increase understanding of the text. All illustrations must be
numbered and cited in the text. Three glossy print photographs of each illustration should be submitted. The
following information should be typed on a gummed label and affixed to the back of each illustration: figure number,
title of manuscript, name of senior author, and arrow indication top. Original drawings, graphs, charts, and lettering
should be done on illustration board or high grade white drawing paper by an experienced medical illustrator.
Typewritten of freehand lettering is not acceptable.

Legends for illustrations. Type legends for illustrations double spaced, starting on a separate page with arabic
numerals corresponding to the illustrations. When symbols, arrows, numbers, or letters are used to identify parts of
the illustration, identify and explain each clearly in legend. Explain internal scale and identify method of staining in

photomicrographs.

Patient confidentiality. Where illustrations must include recognizable individuals, living or dead and of whatever
age,great care muts be taken to ensure that consent for publication has been given. If identifiable features are not
essential to the illustration, please indicate where the illustraion can be cropped. In cases where consent has not
been obtained and recognisable features may appear.it will be necessary to retouch the illustration to mask the eyes

|n

or otherwise render the individual “officiallyunrecognisable”.

Check list. Please check each item of the followimg check-list before mailing your manuscript.
1) Letter of submission.
2) Authors’ Declaration. (for article written in English only)
3) Three copies of manuscript arranged in the following order:

- Title page [title, running head,author (s) with highest academic degree (s), department (s) or
institution (s), disclaimer, name (s) and address (es) for correspond ence and reprints, source (s)
of support]

- Abstract and Key words

- Text (introduction, materials and methods, results, discussion)

- References listed consecutively

- Tables

- lllustrations (properly labeled)

- Legends for illutrations.

4) Statistical review.
5) Supplementary material (e.g. permission to reproduce published material).

Computer disks. Once the article is accepted, the authors must subnit the revised manuscript in the form of 3.5”
computer disk accompanying the hard copy. Specify what software was used, including version, eg, word perfect
6.1. Specify what computer was used (IBM, Macintosh) 1 st author’'s name and file name.

Authors’ Declaration. All manuscripts must be accompanied by the following statement, signed by each author: in
consideration of THAI JOURNAL OF OTOLARYNGOOLOGY HEAD AND NECK SURGERY taking action in reviewing
and editing my (our ) submission, the undesigned author(s) hereby transfers, assigns, or otherwise conveys all
copyright ownership to THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY in the event that the
same work be published by THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY. The author (s)
warrants that the articles is original, is not under consideration by any other journal and has not previously been
published. Furthermore, he (they) warrant (s) that all investigations reported in his (their) publication were conducted
in conformity with the Recommendations from the Declaration of Helsinki and the International Guiding Principles
for Biomedical Research Involving Animals (Signed)
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TEOAE and DPOAE in normal-hearing patients with tinnitus

Lalintip Eardchouy, MD, Permsarp Isipradit, MD

Background

Objective

Design

Setting

Patients and Methods :

Results

Conclusion

Tinnitus in the normal-hearing patients may result from the dysfunction of

The hair cells in the inner ears, but not severe enough to cause the hearing loss.

Using the TEOAE and DPOAE to evaluate the function of hair cells in

normal-hearing patients with tinnitus
Cross-sectional analytic study

The Out Patient Department of Otolaryngology Department, King Chulalongkorn
Memorial Hospital from October 1, 2008 to November 30, 2009

Twenty two normal-hearing patients with tinnitus and 18 normal age-and
sex-match volunteers were recruited in the study. The normal-hearing
should be confirmed by audiogram in all frequencies tested (500-8,000 Hz),
tympanometry, and stapedial reflex testing. Then, the TEOAE and DPOAE
were used to evaluate the function of hair cells in all 22 patients (with tinnitus)

and 18 normal volunteers.

Abnormal TEOAE was detected in both normal-hearing patients with tinnitus
and normal volunteers of 81.25% and 30.56% respectively (p=0.0001).
Abnormal DPOAE was also detected in the patients and normal volunteer of

75% and 50% respectively (p=0.034)

The patient with tinnitus even the hearing is normal may be caused by the
dysfunction of the hair cells in the inner ear. The abnormality is statistically,

significant when comparing with the normal individuals.

Key words : Tinnitus, TEOAE, DPOAE, Hair Cell, Inner Ear
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Surgical Treatment of Obstructive Sleep—Disordered Breathing :

Siriraj’s Experience

Thunchai Thanasumpun, M.D.*, Paraya Assanasen, M.D.** t,

Prayuth Tunsuriyawong, M.D.**, Weerachai Tantinikorn, M.D.***

Abstract

Objective : To study types and outcome of surgical treatment of patients who had obstructive sleep-
disordered breathing (OSDB) in Department of Otorhinolaryngology, Faculty of Medicine Siriraj Hospital,
Mahidol University.

Materials and Methods : Retrospective study of the patients who had OSDB and underwent surgical
treatment during January 2002 to May 2005 at Siriraj Hospital was performed. Demographic data were
collected including age, sex, body weight, height, body mass index (BMI). Types of surgery included
radiofrequency volumetric tissue reduction, radiofrequency-assisted uvulopalatoplasty, laser-assisted
uvulopalatoplasty, adenotonsillectomy and uvulopalatopharyngoplasty (UPPP). Surgical outcomes were
measured by several parameters such as bed partners’ satisfaction of decrease in snoring sound,
improvement of patients’ concerned symptoms, Epworth sleepiness score (ESS) and, in some cases,
polysomnographic parameters.

Results : There were 73 patients, age ranged from 2 to 61 years with the mean age of 35 years. There
were 46 male (63%) and 27 female (37%). Mean body weight, height, BMI, ESS score were 72.9 kg,
163.9 cm, 26.3 kg/m2, and 10.1, respectively. Preoperative polysomnography was done in 25 cases
(34.2%) who were classified as mild (24%), moderate (48%), severe (28%) obstructive sleep apnea
syndrome. Postoperative polysomnography was done in only 7 cases. The most common surgical
procedure was UPPP (64.4 %). Overall success rate of surgical treatment was 79.5%.

Conclusion : Surgery was an alternative treatment with high success rate and UPPP was the most
common operation performed.

Key words : Obstructive sleep-disordered breathing, surgical treatment.

* Bangkok Metropolitan Administration Medical College and Vajira Hospital

** Department of Otorhinolaryngology. Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand
*** Bumrungrad International Hospital
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Introduction

Snoring is seen as an initial end of spectrum
of obstructive sleep-disordered breathing (OSDB).
It can lead to a terminal end, obstructive sleep
apnea syndrome (OSAS). OSDB is a common
illness that affects at least 30% of adult population
and OSAS is usually found in 2-4% of middle
aged adults.1 Approximately, 25% of men and
15% of women snore habitually.” If OSDB is left
untreated, it can result in impaired quality of life,
loss of productivity and associated medical
conditions such as hypertension, stroke, and
coronary artery disease.** Upper airway obstruction
from OSDB can occur at multiple sites such as
nose, nasopharynx, oropharynx, and hypopharynx.
Complete evaluation of OSDB by physical
examination and special investigation is very helpful
to indicate possible site(s) of upper airway
obstruction and select the optimal treatment.
Polysomnography is the gold standard for
diagnosis and defines the severity of OSAS.°®
Treatment comprises of non-surgical and surgical
treatment. When non-surgical treatment fails,
surgical treatment is an alternative. The aim
of surgical treatment of OSDB is to enlarge the
size of upper airway and restore its patency
during sleep. Precise identification of the level
of upper airway obstruction is essential for
accurate planning and selection of the surgical
procedures.

The purpose of the present study was to
evaluate types and outcome of surgical treatment
of OSDB in Department of Otorhinolaryngology,
Faculty of Medicine Siriraj Hospital, Mahidol

University.

Material and method

Retrospective study of the patients who had
OSDB and underwent surgical treatment by or
under the supervision of authors between Janu-
ary 2002 and May 2005 at Siriraj Hospital was
performed. Rigid and flexible endoscopy with
Muller’'s maneuver was done to identify possible
site (s) of upper airway obstruction especially at
retropalatal and retrolingual areas. Every patient
was suggested to have polysomnography
performed. Demographic data were collected such
as age, sex, body weight, height, body mass
index (BMI) and presenting symptoms. After the
diagnosis of OSDB was made, patients were
initially treated with conservative treatment such
as intranasal steroids, weight reduction if patients
were overweight or obese, avoidance of supine
position during sleeping if their problem was
positional, avoidance of alcohol or sedative
before bedtime and use of the nasal continuous
positive airway pressure. The patients who did
not respond or could not tolerate the conservative
treatments were informed about the possible
benefits and risks of the surgical procedures.
Informed consent was signed by the patients who

selected surgical treatment.

Types of surgery included radiofrequency
volumetric tissue reduction (RFVTR), radiofre-
quency-assisted uvulopalatoplasty (RAUP),
laser-assisted uvulopalatoplasty (LAUP) and
uvulopalatopharyngoplasty (UPPP). Surgical
outcomes were measured by patients’ symptoms,
Epworth sleepiness scale (ESS), and in some
cases, polysomnographic parameters. Data was
calculated and statistically analyzed by SPSS
(version 11.5; SPSS Inc, Chicago, IL, USA).
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Results

There were 73 patients. Forty-six were male
(63%) and 27 were female (37%).
from 2 to 61 years with the mean age of 35 years
and standard deviation (SD) of 17.8. Body weight
ranged from 15 to 139 kg with the mean of 72.9
kg (SD = 16.6). Height ranged from 138 to 180
cm with the mean of 163.9 cm (SD = 10). BMI
ranged from 18.5 to 42.9 kg/m2 with the mean of
26.3 kg/m2 (SD = 4.2).

Age ranged

The most common presenting symptom was
snoring (82.2%), followed by chronic nasal ca-
tarrh with snoring (11%) and chronic tonsillitis
with snoring (4.1%). Hypersomnolence was mea-

sured by ESS in 32 of 73 patients. ESS ranged
from 1 to 19 with the mean of 10.1 (SD = 5.8).
ESS lower than 9 was found in 14 cases (43.8%)
and ESS higher than 9 was found in 18 cases
(56.2%). Unfortunately, postoperative ESS was
recorded in only 20 cases. Fifteen cases had
better ESS and 3 cases had worse ESS and 2
cases had the same ESS, compared with preop-
erative ESS.

Possible sites of upper airway obstruction
were classified into 3 subgroups according to
number of the site (s) of obstruction (Figure 1).
First subgroup included patients

Figure 1: Percentages of patients who had possible site (s) of upper airway obstruction as
shown on the X-axis (1st subgroup = 1 site, 2" subgroup = 2 sites, 3™ subgroup = 3 sites) (N = nose,
NP = nasopharynx, OP = oropharynx, HP = hypopharynx).
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who had 1 possible site of obstruction. There
were 15 patients (21%) in this subgroup and the
oropharynx was the most common site of
obstruction. Second subgroup included patients
who had 2 possible sites of obstruction.
Forty-four cases (60%) were in this subgroup.

Nose and oropharynx were the most common

locations found. Third subgroup included patients

who had 3 possible sites of obstruction. There
were 14 cases (19%) in this subgroup. Nose,
nasopharynx and oropharynx were the most
common location found. Taken together, the most
common possible site of obstruction was the
oropharynx, followed by nose and nasopharynx

(Figure 2).

Figure 2 : Percentages of patients who had abnormal anatomy or pathologies as shown on

the X-axis which possibly cause upper airway obstruction (DNS = deviated nasal septum, BOT = base

of tongue).

70 5
60 -~ _
- —
R
=
2 50 A (i T
R
=
[ = Y ) ]
gy -
= 40 o
n
=¥ X W—
2 30 -
oy
5
2 204
L
A~
185
05 0 o o aslS! o c < 0 G
B & > Z'a Zg 2, = & “5 g«
s 2 oo S B ) = o = M =9
= 2 rs =] & &8, = — T & = =]
&2 22 3= ° = 5 o )
& g&E 2 @ 2 ©E
= = - = 2
= = I ®
Nose Nasopharynx Oropharynx Hypopharynx



94

15 15 v A ayn uazlunih
Uil 11 afuil 3 : nngnAN-fusneu 2553

Surgical Treatment of Obstructive Sleep-Disordered Breathing: Siriraj’s Experience

According to apnea-hypopnea index and
lowest oxygen saturation, severity of OSAS was
divided into 3 categories.’ Preoperative
polysomnography was done in 25 cases (Table
1). Six cases (24%) were mild, 12 cases (48%)
were moderate and 7 cases (28%) were severe.
Unfortunately, postoperative polysomnography was
done in only 7 cases. Comparison between pre-
operative and postoperative polysomnography of

7 cases showed that 3 cases were better, 2 cases

were worse, and 2 cases did not change after

surgery.

In 73 patients, surgery was performed on 2
possible sites of obstruction in 44 patients (60.3%)
which comprised of nose and oropharynx in 26
patients (35.6%), nasopharynx and oropharynx
in 18 patients (24.7%). Twenty-nine patients
(39.7%) underwent surgery for one possible site
of obstruction which all were oropharynx. The
surgical procedures were shown in figure 3. The
most common surgical procedure was UPPP, fol-

lowed by RFVTR of soft palate.

Table 1 : Preoperative polysomnographic data in 25 patients (AHI = apnea-hypopnea index and

LSAT = lowest oxygen saturation).

Parameters Minimum Maximum Standard
Deviation
AHI 3.2 102 31.9 274
LSAT (%) 53 98 816 9.1
Sleep efficiency 44 97 70.7 14




THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY

Vol. 11 No. 3 : July - Sept. 2010

95

Thunchai Thanasumpun, Paraya Assanasen, Prayuth Tunsuriyawong, Weerachai Tantinikorn,

Figure 3 :

Percentages of patients who had the type of operation specified on the X-axis

(RF = radiofrequency, BOT = base of tongue, LAUP = laser-assisted uvulopalatoplasty, RAUP =

radiofrequency-assisted uvulopalatoplasty, UPPP = uvulopalatopharyngoplasty).
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The patients were followed 1 to 26 months
postoperatively (mean + SD = 4 + 1 months).
Treatment outcomes were subjectively assessed
by the patients and/or their bed partners. The
authors did not choose polysomnographic
parameters to be the treatment outcome because
of limited number of postoperative polysomno-

graphy performed.

“Improvement” was arbitrarily defined by
bed partners’ satisfaction of significant decrease
in snoring sound and the patients reported
significant improvement of concerned presenting

symptoms 6 weeks postoperatively.
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“Partial improvement” was arbitrarily defined
by bed partners’ satisfaction of partial decrease
in snoring sound and the patients reported
partial improvement of concerned presenting

symptoms 6 weeks postoperatively.

“No improvement” was arbitrarily defined
by bed partners’ dissatisfaction of snoring sound
and the patients reported no improvement of

concerned presenting symptoms.

In the present study, 58 patients (79.5%)
were classified as “improvement” and 15 patients
(20.5%) were classified as “partial improvement”.

None of patients reported “no improvement”.
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In “partial improvement” group ,12 patients underwent additional procedures (Table 2) and, finally,
were classified as “improvement”, 2 patients were improved after medical treatment of chronic rhinitis

and 1 patient lost the follow-up.

There was no airway obstruction after the operation. Complication from surgical procedures was
found in 9 cases (12.3 %). There were palatal ulcer in 5 cases (6.8 %), posterior pharyngeal wall ulcer in 2

cases (2.7 %), ulcer of tongue base in 1 case (1.4 %) and necrosis of inferior turbinate in 1 case (1.4 %).

Table 2 : Additional surgical procedure (s) performed in 12 patients who had “partial improvement”
after the first surgery (RF = radiofrequency, BOT = base of tongue, RAUP = radiofrequency-assisted

uvulopalatoplasty, UPPP = uvulopalatopharyngoplasty).

Operation Additional Operation
1. RF-palate RF-palate
2. RF-palate UPPP + RF-nose + RF-palate
3. UPPP + adenoidectomy RF-nose + RF-BOT
4. UPPP + RF-palate + RF-BOT RF-nose
5. RAUP + RF-palate + RF-BOT UPPP + RF-palate

6. UPPP + RF-nose + RF-palate + RF-BOT RF-nose + RF-palate + RF-BOT
7. UPPP + RF-nose + RF-palate + RF-BOT RF-palate + RF-BOT

8. UPPP + RF-nose + RF-palate + RF-BOT RF-palate + RF-BOT

9. UPPP + RF-nose + RF-palate + RF-BOT RF-nose + RF-palate + RF-BOT
10.UPPP + RF-nose + RF-palate + RF-BOT RF-nose + RF-palate + RF-BOT
11.RF-nose + RF-palate + RF-BOT +

septoturbinoplasty RAUP
12.RF-nose + RF-palate + RF-BOT +

septoturbinoplasty RAUP
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Discussion

In the present study, the authors preliminarily
report the types and outcome of the surgical
treatment of the patients with OSDB in Department
of Otorhinolaryngology, Faculty of Medicine Siriraj
Hospital, Mahidol University. UPPP was the most
common surgical procedure performed and overall

success rate of surgical treatment was pretty high.

The patients with OSDB were found in all
age groups. In children, adenotonsillar hypertrophy
was the most common cause of OSDB whereas,
in adult, disproportion of upper airway anatomy
was frequently found especially in oropharynx.
The majority of patients presented with snoring

which disturbed the bed partners.

In agreement with the previous study’,
the authors’ data showed the higher prevalence
of OSDB in male. Many studies demonstrated
that BMI was found to be higher in patients with
OSDB compared with the control group®® and
the mean BMI of the authors’ patients was 26.3

kg/m2 which was classified as “obesity”.

ESS was developed by Johns.” It is a tool
to measure hypersomnolence score. ESS lower
than 7 is defined as normal and ESS between 7
and 8 is defined as borderline, and finally, ESS
equal or more than 9 suggests an OSAS. The
authors’ data showed that 18 patients (56.2%)
had ESS equal or more than 9. Surgical treatment

improved ESS in 15 of 20 patients (75 %).

Points of upper airway obstruction in

patients with OSDB are usually multilevel.

The majority of the authors’ patients (60%) had
2 possible sites of obstruction (Figure 1).
Regardless of number of possible sites of
obstruction, the most common level of obstruction
was oropharynx (Figure 2). Abnormalities of uvula
was the most common problem, followed by those
of tonsil, tonsillar pillar, tongue base and palate.
Chronic rhinitis and deviated nasal septum were
also found to be the possible causes of nasal
obstruction while the hypopharynx was the least

common possible site of the obstruction (Figure 2).

Although polysomnography is the gold
standard for diagnosis and measurement of
severity of OSDB, preoperative polysomnography
was performed in only 25 cases (34.2%)
probably because of the long waiting lists of sleep
test for adult. Additionally, pediatric patients who
had obvious apnea did not need the sleep test.
The majority of the authors’ patients then

underwent the operations without sleep test.

Surgery is an alternative treatment of OSDB.
UPPP was introduced by Fujita et al.11 in 1981
to diminish the excessive soft tissue in oropharynx.
It was the most common operation performed in
the authors’ study (64.4%) since the majority
of possible site of obstruction in the authors’
patients was oropharynx. Other surgical proce-
dures performed were RFVTR, LAUP, RAUP,
adenotonsillectomy. Majority of the patients
(79.5%) who underwent surgery improved
their OSDB status, although 15 cases (20.5%)

were partially improved and needed additional
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procedures. The most common additional
operation was RFVTR, resulting in “improvement”.
There might be multiple levels of obstruction which

were inadequately treated by the first operation .

Although objective parameters such as
polysomnographic parameters are preferable to
measure the outcome of surgical treatments,
postoperative polysomnography was done in only
7 cases which was the limitation of the authors’

study.

The majority of UPPP studies showed
short-term improvement in snoring, ranging from
76-95%."*" The LAUP revealed success rate of
snoring relief ranged from 77-85%.'*"° RAUP was
introduced for primary snoring by Wedman and
Miljeteig in 2002."° Lim et al."” compared RAUP
with LAUP in 44 patients and reported
short-term results with success rate of 83% and
85% respectively. The advantages of RAUP over
LAUP were postoperative pain and complications
with significantly lower in RAUP subgroup."”
Meta-analysis of pediatric patients with OSAS
estimated the treatment success of adenotonsill-
ectomy around 66.3%."° In the authors’ series,
overall subjective success rate was 79.5% and all
patients had some benefits from the surgical

treatment.

Postoperative complication was found in 9
cases of the authors’ patients, mostly from RFVTR.
Afterward, thermal burn from RFVTR healed

spontaneously within 2 weeks.

The authors’ study had some limitations
such as limited number of patients, retrospective
data collection, and no objective measurement
of outcomes. Further studies are needed to
objectively confirm the high success rate of sur-

gical treatment of OSDB.
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Comparison of Peak Nasal Inspiratory Flow with Active Anterior
Rhinomanometry and Acoustic Rhinometry to detect the changes of
nasal patency

Thanarath Imsuwansri, MD, M.L.Kornkiat Snidvongs, MD

ABSTRACT

Background

The nasal patency can be assessed by a measurement of various parameters including peak
inspiratory flow, nasal conductance, minimal cross sectional area and nasal volume. These parameters
are measured by three different instruments including peak nasal inspiratory flow (PNIF), active anterior
rhinomanometry (AAR) and acoustic rhinometry (AR). There is no consensus which instrument is the

most sensitive to detect the changes of nasal patency.

Methods

The nasal patency were measured in 27 healthy subjects with PNIF, AAR and AR at baseline,
after 0.05% oxymethazoline nasal spray and after 300g histamine nasal spray. The changes of each
parameter between the state of nasal decongestion and congestion were calculated. The ability to detect

the changes of each instrument was compared using repeated ANOVA.

Results

At baseline, nasal decongestion and congestion, the means of peak inspiratory flow were
104.25, 110 and 83.51 It /min respectively. The means of nasal volume were 7.83, 9.14 and 7.48 ml
respectively. The means of nasal conductance were 2.45, 3.20 and 2.09 cm®/s. Pa. The mean difference
of the percentage change between AR and AAR was 48.04 (95%CI: 11.51-84.57) which means the AR
detected a higher range of the change of its parameter than the AAR (p=0.012). Compared with the PNIF,
both AR and AAR were not significantly different in detection of the changes of nasal patency (p= 0.927,
0.063 respectively).

Conclusion
The AR is more sensitive to detect the changes of nasal patency than the AAR. There are no

significant differences when the PNIF is compared with both the AR and the AAR.
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AVAMYS - in an advanced easy to use,
patient friendly device!

Patient friendly, gentle spray'

half the little a consistent no smell,
volume of drip down amount minimal or
other INS*2 throat/nose! each time' no aftertaste!

Short nozzle comfortable for patients'

Easy to use with side actuation®
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AVAMYS NASAL SPRAY

Fluticasone furoate 27.5 mecg per spray Effects on Ability to Drive and Use Machines

Indications: Based on the pharmacology of fluticasone furcate and other

Treatment of the nasal symptoms and ocular symptoms of seasonal allergic
rhinitis.

Treatment of the nasal symptoms of seasonal and perennial allergic rhinitis.

Dosage and Administration: Administration by the intranasal route only.
Adults/Adolescents (12 years and older) The recommended starting
dosage is two sprays (27.5 meg./spray) in each nostril once dally (total daily
dose, 110 meg.) The maintenance dosage Is one spray In each nostril once
daily (total daily dose, 55 meg. )

Children (2 to 11 years) The recommended starting dosage Is one spray
(27.5 meg.fspray) In each nostril once daily (total daily dose, 55 meg.)
Patient who not adequately responding fo 55 meg./day may use two sprays
in each nostril once daily (total daily dose, 110 meg.) Once symptoms are
controlled, dose reduction to one spray in each nostril once daily (total dally
dose, 55 mcg.) is recommended. Onset of action has been observed as
early as 8 hours after initial administration, It may take several days of
treatment to achieve maximum benefit. An absence of an immediate effect
should be explained to the patient.

Children (age <2 years) No data to recommend In children age <2 years.
Elderly: No dosage adjustment required,

Renal impairment: No dosage adjustment required.

Hepatic impairment: No dosage adjustment is required in mild to
moderate hepatic impairment. There are no data in patients with severe
hepatic impairment.

Contraindications: in patients with hypersensitvity to any of the
Ingredients of AVAMYS.

Wamings and Precautions

Fluticasone furoate undergoes extensive first-pass metabolism by the liver
enzyme CYP3A4, therefore the pharmacokinetics of fluticasone furoate in
patients with severe liver disease may be altered. co-administration with
rtonavir is not recommended because of the potential risk of increased
systemic exposure to fluticasone furoate.

Interactions

Fluticasone furoate is rapidly cleared by extensive first pass metabolism
mediated by the cytochrome P450 3A4. The enzyme induction and inhibition
data suggest that there is no tl ical basls for anticipati taboli
interactions between fluticasone furcate and the cymchmme P450 mediated
metabolism of other compounds at clinically relevant intranasal doses.
Therefore, no clinical studies have been conducted to Investigate
interactions of fiuticasone furoate on other drugs.

Pregnancy and Lactation

There are not adequate data regarding the use of AVAMYS during
pregnancy and lactation in humans. AVAMYS should be used in pregnancy
only if the benefits to the mother outweigh the potential risks to the foetus.
Fertility: There are no data in humans.

Pregnancy: Following intranasal administration of fluticasone
furoate at the maximum recommended human dose (110 meglday), plasma
fluticasone furoate concentrations were typically non-guantifiable and
therefore potential for reproductive toxicity is expected to be very low.
Lactation: The excretion of fluticasone furoate into human breast
milk has not been investigated.

administered steroids, there is no reason to expect an affect on ability to
drive or to operate machinery with AVAMYS.

Adverse Reactions

Respiratory, thoracic and mediastinal disorders

Very common: Epistaxis

Common: Nasal ulcaration
Immunn system disorders
Rare: Hypersensitivity reactions including anaphylaxis,

angmedema rash, and urticaria
Overdose

Symptoms and Signs
In a bioavailability study, intranasal doses of up to 24 times the
recommended daily adult dose were studied over three days with no

adverse systemic effects observed
Treatment: Acute overdose is unlikely to require any therapy other
than observation.

Pre<clinical Safety Data

Carcinogenesis, mutagenesis There were no treatment-related increases in
the incidence of tumours in 2 year Inhalation studies In rats and mice.
Fluticasone furoate was not genotoxic in vitro or in vivo.

Reproductive toxicology

The potential for reproductive toxicity was assessed in animals by Inhalation
administration to ensure high systemic exposure to fluticasone furcate.
There were no effects on mating performance or fertility of male or female
rats. In rats, developmental Imddly was confined to an increased incidence
of incompletely ossified stermabrae In assoclation with lower fostal weight,
High doses in rabbits induced abortion. These findings are typical following
systemic exposure o potent corticosteroids. There were no major skeletal
or visceral abnommalities in either rats or rabbits, and no effect on pre- or
post-natal development in rats.

Animal toxicology and/or pha

Findings in general toxicology studies were similar to those observed with
other glucocorticoids and are not considered to be clinically relevant to
intranasal use of fluticasone furoate

Storage Store below 30°C. Do not refrigerate or freeze. )
Instructions for Use/Handling  Once the device has been primed
(approximately 6 sprays) each spray delivers 27.5 meg. of active substance
fluticasone furoate. Re-priming Is only necassary If the cap is left off for 5
days or the nasal spray has not been used for 30 days or more.

Full Prescribing Information is available on request.

Please read the full prescribing information prior fo administration,
avallable from GlaxoSmithKline (Thailand) Ltd.

12th Floor Wave Place, 55 Wireless road, Lumpini,

Patumwan, Bangkok 10330, Thailand

Abbreviated prescribing information prepared from version number IP1 02

Tsmaumuss@aniudyuengns
snsBeatfussyraiuazengnsiniuLn
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Treatment of submandibular space infection in
Chiangrai Prachanukroh Hospital
Chuan Cheepcharoenrat, MD
Abstract

Background : Submandibular space infection is the infection of the potential space of the submandibular
area. The proper management are intravenous antimicrobial and also incision and drain whenever

abscesses are identified.

Objectives : To study the natural history of submandibular space infection, bacteriology and the apprpriate

antibiotics.

Design and methods : This study is a retrospectively review of the medial records of the in-patients
diagnosed as having submandibular space infection in Chiangrai Prachanukroh Hospital between

October 2006 and February 2010.

Results : There were 157 patients, male 57.3%, female 42.7%, with the mean age of 49.09 years. The
patients were treated with intravenous antibiotics with or without incision and drainage. The rate of I/D
was 66.9%, the available recorded specimens for culture were 53.5%, in which yielded bacteria growth

of 19.1%. Most of the bacteria founded was Streptococcus viridians.

The intravenous antibiotics used in these patients are PGS 29%, clindamycin plus ceftriaxone 15%
and PGS plus metronidazole 15%. The most shortest duration of hospitalization was for the PGS group

which was statistically significant when compared to the clindamycin plus ceftrizole group.

Conclusion : The author strongly believes that PGS in high dosage is still beneficial for submandibular

space infection especially from dental in origin because of its effectiveness and low cost.
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n133n1l3A submandibular space infection  [ulsomenaifeosieysssinTIzf

a3 1w avdnsuziiluzesdilielsa submandibular space infection

anvauzialy U

a"'lmufg’ﬂ'wﬁ'owm 157
SWA (%) 28 90 (57.3)

VTN 67(42.7)
-01g (@) 2eeny 1-87

bR 49.09
- SunutudsfiBaionisaunssiiodinsunissnenlulsemwenuia () 5.31
- Sunwduedslunisusulssmeuia (Ju) 7.11
- Al lulsanealasais () 10584.18
- Suufleidiilse o)

un 76 (48.4)

ST 7o\ V! 16 (10.2)

(ERRTIERER 7 (4.5)
- ai’ﬂmuﬁ;iﬂaﬂﬁlﬁ%’ﬂﬂﬁiﬂﬂﬁﬂitﬂﬁﬂwuaa (%) 105 (66.9)

Qﬂaﬂ\lﬁ%’un'ﬁmﬁm:mwum U 105 AU (Fpaz 66.9) lEvhnswnzide 84 au (3auay 53.5)

wuinlasuiula 30 Au (Sowar 19.1) lasnuibeneviug 34 feg1d U Gram — positive 25 fatne

U Gram — negative 9 fptig Wandu wlve L \Biangu Streptococcus species I1UIU 16 AIDENY

Toenfui®a Streptococcus viridans 810l A U 8 AIpEN9(AN519912)

a199di 2 u asdeiiwulugilialsn submandibular space infection (34 #apE)

Gram - positive I Gram- negative Mkl
N=25 N=
Streptococcus viridans 8 Klebsiella pneumoniae 3
Streptococcus gr. D 4 Klebsiella oxytoca 1
Non Hemolytic Streptococcus 1 Escherichia coli 1
Streptococcus not gr. AB,D 2 EsBL+ Escherichia coli 1
Streptococcus gr. A 1 Acinetobacter baumannii 1
Corynebacterium spp. 2 Serratia marcescens 1
Staphylococcus epidermidis 5 Enterobacter cloacae 1
Staphylococcus aureus 1
Bacillus spp. 1
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B FuenliFaus 2 17n

W e jaur 2 9ls

{LGTHGT LR Bl

W ruenlfioue sola

{3 submandibular space infection fififluy 76 Au #¥uen PGS iissniaied 28 au l5ueN
clindamycin 333U ceftriaxone 91uau 8 AU WuF Srza luMsuBUlsewELNaT B lES U clindamycin
99N ceftriaxone uwundwﬁﬂwﬁiﬁ%’um PGS ateiiiy @ 6 loe e 81y sreznaianiienms

qunsziadnsumssnsniulsanenuna lsadszddn uazmsmdnseunevuss lfiansuanssatedite dame 7

(MN31973)
a1519f 3 wWisuiisunslden penicillin G high dose (PGS) W&z clindamycin + ceftriaxone
Tunguioius
oty PGS high dose Clindamycin+ ceftriaxone P-value
N =28 N=8

VAT (%) 39.29 75 0.074 £
91 @ SD) 48.11% 22,17 52,25 + 19.70 0.619 1
FUzAWaWlTIWEILE (T + 5.07 + 3.58 8.75 + 1.98 0.001
sD)
dlganelulsaweruas (U £SD) 6350.07 + 5153.98 12612.13 + 7414.26 0.052 t
ST MIING M 3.82 + 2,28 7.38 £ 7.09 0.203
NN UM e
Tulssweruna (Fus SD)
LA (%) 0 12.5 0.222 £
TsalanuiFoss (%) 3.57 25 0.118 £
MIEAAD 18D (%) 57.14 75 0.441 £

§ = Pearson Chi-Square
T = t-test
£ = Fisher's Exact test
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clindamycin 994NU ceftriaxone UM 16 AU WU szﬂznm‘[umsuauiwwmmamaov;iﬂaﬂﬁ\léﬁ’um
clindamycin 328y ceftriaxone wunNgwildsue PGS ageidy “dwnme 67 lan e oy szos
naisuiamsaunssiadnsumsins lulsmeia Tsadsednd wazmsidassuierues liaNwan

1 =

fNREWNNTY AN DR (AN519N4)

A15197 4 Wipsuifisunsldien penicilin G high dose(PGS) way Clindamycin + ceftriaxone

Tungagihefiulsin
fauals PGS high dose Clindamycin+ ceftriaxone P-value
N=17 N =16
LW (%) 52.94 56.25 0.849 §
8¢l @ +SD ) 47.59 + 18.03 48.56 + 24.73 0.899 T
EoeawawlIINeILIE (1w = SD) 4.76 £3.03 7.88 £+ 3.44 0.010 T

anltawlulsaneuia (ww £ SD) 6276.82 + 4241.48 11145.44 + 8586.07 0.053 1
Jeuza S uilanms 5.65 + 3.28 5.25 + 4.34 0.770 t
UMM NE

Tulsawenuia (0 £ SD)

LA (%) 5.88 12.5 0.506 £
Tsalanusads (%) 5.88 0 1.000 £
MItda 18D (%) 70.59 68.75 0.909 §

§ = Pearson Chi-Square
T = t-test

£ = Fisher's Exact test
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Result of Gastric Pull-up in Hypopharyngeal and
Esophageal Carcinoma
Kanchana Kungsadarnwirun, M.D.
Abstract

PROBLEM/ BACKGROUND : Buddhachinaraj hospital is promoted by the Ministry of Public Health to
be the excellent center of cancer for the lower part of northern provinces. Otolaryngologists take
responsibility in treatment of head and neck cancers. With their expertise, the patients are treated to cure
and/or to have the good quality of life. Hypopharyngeal and esophageal carcinoma are oftenly
presented in the advanced stages, the appropriate choice for repair the defects following total

pharyngolaryngoesophagectomy is the gastric pull-up.

OBJECTIVE : To evaluate the outcome of gastric pull-up in reconstruction of the hypopharynx and

esophagus following resection for carcinoma.
RESEARCH DESIGN : Retrospective descriptive study.

SETTING : Department of Otolaryngology, Buddhachinaraj Hospital,Phitsanulok
PATIENTS AND METHODS: Nine patients underwent total pharyngolaryngoesophagectomy with gastric
pull-up between 2002-2010. The data included the operative complications, survival rate, and quality of

life after surgery. The relationship between pathology and survival rate is tested by Fisher exact test.

RESULTS : Seven from 9 patients had operative complications. These were innominate artery fistula in
1 case (died at the second postoperative week), pharyngocutaneous fistula (2 cases), hypothyroidism
(4 cases) and hypoparathyroidism (2 cases). Four patients died from recurrent tumor at 6-9 months
later (average 7 months). Four patients are still alive, 3 of them can effectively communicate via the
esophago-gastric speech. Only one patient denied to train esophago-gastric speech. No relationship

between the survival rate and pathology is observed.

SUMMARY : The gastric pull-up reconstruction is safe, effective procedure with a low morbidity and
mortality. It shows an excellent long term functional results for patients even with extensive carcinoma of

the hypopharynx and esophagus.
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{ ' \\ : triameinolone acefonide

Aqueous
J Nasal Spray
+ ’ Now approved Noses Prefer... No
] ' - for the children E
re » of age and older"

1t of Allergic Rhinitis’ % “

¢ Now approved for the childern 2 years of age and older !

& Thixotropic property : Reduce drainage of Drug from the
Nose to the Throat 2 i

& Rapid onset of action within 12-16 hours 2

& Potent corticosteroids with once daily dosing 2

¢ Low incidence of nasal irritation 2

& Evidence supported TAA exhibited good safety and 3
tolerability profile for 1 year 3 | NasanMAQ

al Spray
* Odourless N:sspensmn

OV

triameinolon acetonide i

Easy to use:

~licrograms/dose

12 years and over: 2 sprays in each nostril once daily.
Once symptoms are controlled: 1 spray in each nostril
o asal route
once daily. L -

6 to 12 years: 1 spray in each nostril once daily.
Twice this dose may be used if severe symptoms. Al = sig;;g;:‘z"lﬁi:xszuf‘ne L
But once symptoms are controlled, maintain on the ‘ o
lowest effective dose.

2 to 5years: 1 spray in each nostril once daily.

NASACORT® AQ Abbreviated Prescribing Information 1. NAME AND PRESENTATION: Bottles of NASACORr AQ contain 16.5 g of suspension of nasal spray. Each actuation delivers 55 |jg. triamcinolone acetonide. 2. THERAPEUTIC INDICATIONS: Treatment of
symptoms of seasonal and perennial allergic rhinitis in adults and children over 2 years of age. 3. POSOLOGY AND METHOD OF ADMINISTRATION: NASACORT® AQ is for nasal use only. 12 years and over: 2 sprays in each nostril once daily. Once symptoms are
confrolled: 1 spray in each nostril once daily. 6 to 12 years: 1 spray in each nostril once daily. Twice this dose may be used if severe symptoms. But once symptoms are confrolled, maintain on the lowest effective dose. 2 to 5 years: 1 spray in each nostril once
daily, under 2 years of age: not recommended 4. CONTRA-INDICATIONS: Hypersensitivity fo the active substance or to any of the excipients. 5. SPECIAL WARNINGS AND PRECAUTIONS FOR USE: f there is any reason to suppose that adrenal function is impaired,
care must be faken while transferring patients from systemic steroid freatment fo NASACORT AQ. It should be used with caution until healing when recent nasal septal ulcers, nasal surgery or frauma. If higher than recommended doses being needed then
systemic corficosteroid cover should be considered during periods of siress or elective surgery. 6. DRUG INTERACTIONS: No interaction known. 7. PREGNANCY AND LACTATION: Should not be administered during pregnancy or lactation unless the therapeutic
benefit fo the mother is considered fo outweigh the potential risk fo the fetus/baby. 8. UNDESIRABLE EFFECTS: The most common are involved the mucous membranes of the nose and throat such as pharyngitis, epistaxis, cough. See full leaflet for others adverse
events. 9. OVERDOSAGE: Some gastrointestinal upset may be experienced if taken orally. 10. PHARMACOLOGICAL PROPERTIES: ATC code: R 01 AD. Always refer to the full Pl before prescribing.
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1. Prescribing information_Nasacort AQ

2. Settipane G, Korenblat PE, Winder J, et.al., Triamcinolone acetonide Aqueous nasal spray in patients with seasonal ragweed allergic rhinitis: a placebo-contfrolled, double-blind study., Clin Ther. 1995 Mar-Apr; 17(2):252-63.

3. Weber R, Garcia J, Farugi R, et.al., Safety and clinical relief over 1 year with triamcinelone acetonide hydroflucroalkane-134a nasal aerosol in patients with perennial allergic rhinitis., Allergy Asthma Proc. 2006 May-Jun;27(3):243-7.

Study design & Statistic summary
2. Randomized, ploceb&confrolled double-blind study to compare the efficacy and safety of once-daily administration.of 220 micrograms/d of TAA Aqueous for 1 week, followed by either 220 micrograms/d or.110 micrograms/d for an additional 2 weeks,
with that of placebo in 429 patients with seasonal allergic rhinitis. Patients recorded the severity of symptoms (nasalstuffiness, discharge, sneezing, nasal index [the sum of the first three variables], nasal itching, and eye sympfoms] on daily diary, cards.. In-
summary, during the first week of therapy, TAA Aqueous 220 rmcrograms/d sfgmf ﬁyreducsd nasal sympfoms. During the last 2 weeks of therapy, the 110 micrograms/d regimen of TAA Aqueous was effeetive as continued e[apyfor most. pcheﬁe, Both
: At

. 396 patients aged 12-69 years with PAR enrolled 1-year, n-label stud eg, OD for 2 weeks before adjusting their dose fo 440 or 110 meg OD as needed to control symptoms. Doses were standardized t

the 110 mlcrcprams/d and 220 micrograms/d regimens,of TAA Aqueous p? AF intly better relief of nasal symptoms than did placebo
Y.
months. Mean patient and physician scores of sy, [W%‘ef showed slgnlf‘canf alﬁ?m week 2 (visit 3) through, al visit. Long-term administration of TAA-HFA, 440 meg;, exhibited a good safety and folerability pi
0 :

complete symptom relief as rate d by patients a
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Further information available on request a

sanofi-aventis (Thailand) Ltd.
87/2 CRC Tower 24th Floor, All Seasons Pl
Wireless Road, Lumpini, Pathumwan, Bangkek 10330, Thail

Tel:66(0)2264 9999 Fax:66(0) 2264 9997
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