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§”·π–π”„π°“√‡µ√’¬¡µâπ©∫—∫

π‚¬∫“¬

«“√ “√ ÀŸ §Õ ®¡Ÿ°·≈–„∫Àπâ“ ‡ªìπ«“√ “√√“¬ 3 ‡¥◊Õπ ¬‘π¥’µâÕπ√—∫æ‘®“√≥“∫∑§«“¡∑—Èß®“° “¢“«‘™“‚ µ »Õ π“ ‘°

«‘∑¬“ ·≈– “¢“«‘™“Õ◊Ëπ∑’Ë¡’§«“¡ —¡æ—π∏å°—π∑“ß«‘™“°“√ ∫∑§«“¡µâπ©∫—∫Õ“®‡ªìπ¿“…“‰∑¬À√◊Õ¿“…“Õ—ß°ƒ… °Á‰¥â∑ÿ°∫∑§«“¡µâÕß

¡’∫∑§—¥¬àÕ (abstract) ∫∑§«“¡¿“…“Õ—ß°ƒ…µâÕß¡’∫∑§—¥¬àÕ∑—Èß‰∑¬·≈–Õ—ß°ƒ…æ‘¡æå·¬°Àπâ“ ‚¥¬¿“§¿“…“‰∑¬„Àâ„™â™◊ËÕ π“¡ °ÿ≈

ºŸâ‡¢’¬π‡ªìπ¿“…“‰∑¬¥â«¬

µâπ©∫—∫„Àâæ‘¡æåÀπâ“‡¥’¬«„π°√–¥“…¢π“¥ ‡Õ 4 (A4) ‡«âπ 2 √–¬–∫√√∑—¥ ·≈–§«√®—¥„Àâ¡’‡π◊ÈÕ∑’Ë«à“ß·µà≈–¢â“ß 2.5 ´¡.

∑’Ë¡ÿ¡∫π´â“¬¢Õß·µà≈–Àπâ“æ‘¡æå„ à™◊ËÕºŸâ‡¢’¬πÀ≈—° (¬°‡«âπÀπâ“·√°) ∑’Ë¡ÿ¡∫π¢«“„ à™◊ËÕ‡√◊ËÕß¬àÕ·≈–„ à‡≈¢Àπâ“°”°—∫‰«âµ√ß°≈“ß

‚¥¬„ÀâÕ¬Ÿà‡Àπ◊Õ ÿ¥¢ÕßÀπâ“æ‘¡æå

°“√‡¢’¬πµâπ©∫—∫¿“…“‰∑¬ §«√„™â¿“…“‰∑¬„Àâ¡“°∑’Ë ÿ¥„Àâ∑—∫»—æ∑å‡©æ“–§”∑’Ë‰¡à¡’§”·ª≈À√◊Õ§”‡©æ“–À√◊Õ§”∑’Ë·ª≈

·≈â«§«“¡À¡“¬Õ“®§≈“¥‡§≈◊ËÕπ „π°√≥’À≈—ßÕ“®·ª≈·≈â«¡’§”¿“…“Õ—ß°ƒ…°”°—∫„π«ß‡≈Á∫

°“√«‘®—¬∑’Ë‡ªìπ°“√∑¥≈Õß„π§πÀ√◊Õ —µ«å§«√ºà“π°“√æ‘®“√≥“¢Õß§≥–°√√¡°“√®√‘¬∏√√¡«‘®—¬¢Õß ∂“∫—ππ—ÈπÊ (À“°¡’)

‚¥¬√–∫ÿ‰«â„π‡π◊ÈÕ‡√◊ËÕß¥â«¬

≈‘¢ ‘∑∏‘Ï

µâπ©∫—∫∑’Ë àß¡“æ‘®“√≥“¬—ß«“√ “√ ÀŸ §Õ ®¡Ÿ° ·≈–„∫Àπâ“ ®–µâÕß‰¡àÕ¬Ÿà„π°“√æ‘®“√≥“¢Õß«“√ “√Õ◊Ëπ„π ¢≥–‡¥’¬«°—π

µâπ©∫—∫∑’Ë àß¡“®–ºà“π°“√Õà“π‚¥¬ºŸâ∑√ß§ÿ≥«ÿ≤‘ À“°¡’°“√«‘®“√≥åÀ√◊Õ·°â ‰¢®– àß°≈—∫‰ª„ÀâºŸâ‡¢’¬πµ√«® Õ∫·°â ‰¢Õ’°§√—ÈßÀπ÷Ëß µâπ©∫—∫

∑’Ëºà“π°“√æ‘®“√≥“„Àâ≈ßµ’æ‘¡æå∂◊Õ‡ªìπ ¡∫—µ‘¢Õß«“√ “√ ÀŸ §Õ ®¡Ÿ°·≈–„∫Àπâ“ ‰¡àÕ“®π”‰ª≈ßµ’æ‘¡æå∑’ËÕ◊Ëπ‚¥¬‰¡à‰¥â√—∫Õπÿ≠“µ

‡ªìπ≈“¬≈—°…≥åÕ—°…√®“°∑“ß∫√√≥“∏‘°“√ºŸâæ‘¡æåÀ√◊Õ √“™«‘∑¬“≈—¬‚ µ »Õ π“ ‘°·æ∑¬å·Ààßª√–‡∑»‰∑¬

µ“√“ß·ºπ¿Ÿ¡‘ √Ÿª¿“æ À√◊Õ¢âÕ§«“¡‡°‘π 100 §”∑’Ë§—¥≈Õ°¡“®“°∫∑§«“¡¢ÕßºŸâÕ◊Ëπ ®–µâÕß¡’„∫¬‘π¬Õ¡®“°ºŸâ‡¢’¬πÀ√◊Õ

ºŸâ∑√ß≈‘¢ ‘∑∏‘Ïπ—ÈπÊ ·≈–„Àâ√–∫ÿ°”°—∫‰«â„π‡π◊ÈÕ‡√◊ËÕß¥â«¬

°“√ àßµâπ©∫—∫

 àßµâπ©∫—∫√«¡∑—Èßµ“√“ß·ºπ¿Ÿ¡‘·≈–√Ÿª®”π«π 3 ™ÿ¥ ‰ª¬—ß√Õß»“ µ√“®“√¬åπ“¬·æ∑¬å¿“§¿Ÿ¡‘  ÿªî¬æ—π∏ÿ ∫√√≥“∏‘°“√

«“√ “√ ÀŸ §Õ ®¡Ÿ° ·≈–„∫Àπâ“ æ√âÕ¡®¥À¡“¬°”°—∫®“°ºŸâ‡¢’¬π‡æ◊ËÕ¢Õ„Àâæ‘®“√≥“µ’æ‘¡æå æ√âÕ¡≈“¬‡´Áπ¢ÕßºŸâ√à«¡‡¢’¬π∑ÿ°∑à“π

∑’ËÕ¬Ÿà ¿“§«‘™“‚ µ »Õ π“ ‘°«‘∑¬“

§≥–·æ∑¬»“ µ√å®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬
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µâπ©∫—∫∑’Ë àß∑“ß‰ª√…≥’¬å„Àâ≈ß∑–‡∫’¬π¥â«¬

§Õ¡æ‘«‡µÕ√å¥‘ °å (disk)

∫∑§«“¡∑’Ëºà“π°“√æ‘®“√≥“„Àâ≈ßµ’æ‘¡æå ·≈–ºà“π°“√·°â ‰¢§√—Èß ÿ¥∑â“¬·≈–ºŸâ‡¢’¬πµâÕß àß°≈—∫∑—Èßµâπ©∫—∫æ‘¡æå ®”π«π

3 ™ÿ¥ æ√âÕ¡·ºàπ¥‘ °å§Õ¡æ‘«‡µÕ√å√–∫ÿ™◊ËÕ‡√◊ËÕß¬àÕ ™◊ËÕºŸâ‡¢’¬πÀ≈—° ™π‘¥¢Õß§Õ¡æ‘«‡µÕ√å·≈–‚ª√·°√¡∑’Ë„™âæ‘¡æå (§«√„™â‡§√◊ËÕß PC
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™π‘¥¢Õß∫∑§«“¡
π‘æπ∏åµâπ©∫—∫ §«√®–‡√’¬ß≈”¥—∫‡ªìπ¢âÕÊ ‰¥â·°à∫∑π” ‡Àµÿº≈∑’Ë∑”°“√»÷°…“π’È√«¡∑—Èß«—µ∂ÿª√– ß§å «— ¥ÿ (À√◊ÕºŸâªÉ«¬)

«‘∏’°“√ º≈ ∫∑«‘®“√≥å ·≈– √ÿª
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ª√–°Õ∫¥â«¬ ∫∑π” §«“¡√Ÿâ‡°’Ë¬«°—∫‡√◊ËÕß∑’Ëπ”¡“‡¢’¬π ∫∑«‘®“√≥å·≈–‡Õ° “√Õâ“ßÕ‘ß∑’Ë§àÕπ¢â“ß∑—π ¡—¬
¬àÕ«“√ “√ Õ“®¬àÕ®“°∫∑§«“¡¿“…“µà“ßª√–‡∑» À√◊Õ¿“…“‰∑¬∑’Ëµ’æ‘¡æå‰¡àπ“ππ—° ·≈–Õ“®‡µ‘¡∫∑«‘®“√≥å¢ÕßºŸâ¬àÕÀ√◊ÕºŸâ∑√ß§ÿ≥
«ÿ≤‘¥â«¬

°“√‡µ√’¬¡µâπ©∫—∫ (manuscript)
„Àâ‡√’¬ß≈”¥—∫¥—ßπ’È
Àπâ“·√°-À—«‡√◊ËÕß (Title page)  ª√–°Õ∫¥â«¬ ™◊ËÕ‡√◊ËÕß‡µÁ¡ ™◊ËÕ‡√◊ËÕß¬àÕ ™◊ËÕ π“¡ °ÿ≈ µ”·Àπàß  ∂“∫—π¢Õß ºŸâ‡¢’¬π

∑ÿ°∑à“π ™◊ËÕ ∑’ËÕ¬Ÿà À¡“¬‡≈¢‚∑√»—æ∑å À¡“¬‡≈¢‚∑√ “√ ·≈– Email (∂â“¡’) ¢ÕßºŸâ‡¢’¬π∑’Ë®–„™â ”À√—∫µ‘¥µàÕ°—∫∫√√≥“∏‘°“√
À“°‡√◊ËÕß∑’Ë‡¢’¬π‡§¬π”‡ πÕ„π∑’Ëª√–™ÿ¡¡“°àÕπ „Àâ√–∫ÿ™◊ËÕ¢Õß°“√ª√–™ÿ¡  ∂“π∑’Ë·≈–«—π∑’Ë∑’Ëπ”‡ πÕ À“°ß“π«‘®—¬‰¥â√—∫∑ÿπ π—∫ πÿπ
‚ª√¥√–∫ÿ·À≈àß∑ÿπ

∫∑§—¥¬àÕ (Abstract) ∑—Èß¿“…“‰∑¬·≈–Õ—ß°ƒ… ‡π◊ÈÕÀ“‰¡à§«√‡°‘π 200 §” ª√–°Õ∫¥â«¬«—µ∂ÿª√– ß§å¢Õß°“√»÷°…“
«— ¥ÿ·≈–«‘∏’°“√»÷°…“ º≈°“√»÷°…“·≈–∫∑ √ÿªÕ¬à“ß —Èπ·µà‰¥â„®§«“¡

§” ”§—≠ (Key words) „µâ∫∑§—¥¬àÕ¿“§¿“…“Õ—ß°ƒ…„Àâ√–∫ÿ§” ”§—≠‰¥â ‰¡à‡°‘π 10 §” §”À√◊Õ«≈’∑’Ë„™â§«√‡ªìπ¡“µ√∞“π
‡¥’¬«°—∫ Index Medicus  ”À√—∫∫∑§—¥¬àÕ¿“§¿“…“‰∑¬ ‰¡à®”‡ªìπµâÕß¡’§” ”§—≠

‡π◊ÈÕ‡√◊ËÕß (Text) ‰¡à§«√¡’§«“¡¬“«‡°‘π 2 Àπâ“æ‘¡æå‡¢’¬πµ“¡≈”¥—∫À—«¢âÕ¥—ßπ’È
ë ∫∑π”∫Õ°‡Àµÿº≈À√◊Õ«—µ∂ÿª√– ß§å
ë «— ¥ÿÀ√◊ÕºŸâªÉ«¬«‘∏’°“√»÷°…“
ë º≈°“√»÷°…“
ë ∫∑«‘®“√≥å §«√‡πâπ°“√«‘‡§√“–Àå«‘®“√≥å„π°“√»÷°…“¢ÕßºŸâ‡¢’¬π
ë  √ÿª

°“√„™âÕ—°…√¬àÕ ∂â“‡ªìπ¿“…“Õ—ß°ƒ…„Àâ„™âµ—«„À≠à·≈–µâÕß¡’§”‡µÁ¡¡“°àÕπ„π§√—Èß·√°∑’Ë„™â ¬°‡«âπ¡“µ√«—¥∑’Ë‡ªìπ “°≈

¡“µ√«—¥ „™â√–∫∫ metric ‡∑à“π—Èπ

™◊ËÕ¬“ §«√„™â™◊ËÕ∑“ß‡§¡’ ‰¡à§«√„™â™◊ËÕ∑“ß°“√§â“

°‘µµ‘°√√¡ª√–°“» (Achnowledgement) °≈à“«∂÷ßºŸâ∑’Ë¡’ à«π™à«¬ π—∫ πÿπß“π ·µà‰¡à¡’™◊ËÕ‡ªìπºŸâ√à«¡‡¢’¬π À“°‡ªìπ
π—° ∂‘µ‘„Àâ√–∫ÿª√‘≠≠“¥â«¬

‡Õ° “√Õâ“ßÕ‘ß (References) „™â√Ÿª·∫∫ Vancouver ∑ÿ°√“¬°“√µâÕß¡’°“√„™âÕâ“ßÕ‘ß„π‡π◊ÈÕ‡√◊ËÕß‚¥¬‡√’¬ß≈”¥—∫À¡“¬‡≈¢
µ“¡°“√„™â µâÕß‰¥â√—∫°“√µ’æ‘¡æå¡“·≈â« À√◊Õ√Õ≈ßµ’æ‘¡æå„π°√≥’À≈—ß µÕπ∑â“¬„Àâ√–∫ÿ™◊ËÕ„π«“√ “√ ·≈–§”„π«ß‡≈Á∫(√Õ≈ßµ’æ‘¡æå)
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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. çthe data will be discussedé)
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.

VI



THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY
Vol. 12 No. 1 : Jan - Mar 2011

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.
OûConnor 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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Illustrations. 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
or otherwise render the individual çofficiallyunrecognisableé.

Check list. Please check each item of the followimg check-list before mailing your manuscript.
1) Letter of submission.
2) Authorsû 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
- Illustrations (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 3.5é
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 authorûs name and file name.

Authorsû 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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∫∑§—¥¬àÕ

∑’Ë¡“ : ‚√§‡«’¬π»’√…– BPPV (Benign  Paroxysmal  Positional  Vertigo)  À√◊Õ‚√§À‘πªŸπ„πÀŸ™—Èπ„π
‡§≈◊ËÕπÀ≈ÿ¥ ‡ªìπ‚√§‡«’¬π»’√…–‰¥â∫àÕ¬∑’Ë ÿ¥„π∫√√¥“‚√§‡«’¬π»’√…–∑’‡°‘¥®“°§«“¡º‘¥ª°µ‘¢Õß√–∫∫
°“√∑√ßµ—« à«πª≈“¬  °“√√—°…“‚√§π’È·µà‡¥‘¡„™â«‘∏’√—°…“‚¥¬„Àâ¬“·°âÕ“°“√‡«’¬π»’√…–‡ªìπ§√—Èß§√“«
√à«¡°—∫°“√À≈’°‡≈’Ë¬ß®“°∑à“∑’Ë®–°√–µÿâπ„Àâ‡°‘¥Õ“°“√  µàÕ¡“¡’°“√§‘¥§âπ«‘∏’°“√√—°…“¥â«¬«‘∏’  canalith
repositioning  maneuver (CRM) ÷́Ëß‰¥â√—∫°“√π‘¬¡¡“°¢÷Èπ‡√◊ËÕ¬Ê

«—µ∂ÿª√– ß§å¢Õß°“√»÷°…“§√—Èßπ’È

1. ‡æ◊ËÕ‡ª√’¬∫‡∑’¬∫º≈≈—æ∏å¢Õß°“√√—°…“‚√§‡«’¬π»’√…–  BPPV ¥â«¬«‘∏’ CRM °—∫°“√√—°…“·∫∫‡¥‘¡
∑’Ë‰¡à‰¥â„™â«‘∏’  CRM

2. ‡æ◊ËÕ»÷°…“¿“«–·∑√°´âÕπ  (complications)  ∑’Ë‡°‘¥®“°°“√√—°…“¥â«¬«‘∏’  CRM

«‘∏’°“√»÷°…“ : ºŸâªÉ«¬∑—ÈßÀ¡¥ 59 §π ∑’Ë¡’ª√–«—µ‘‡«’¬π»’√…– ·≈–¡’º≈°“√µ√«® Dix-Hallpike ‡ªìπ∫«° „πÀŸ¢â“ß„¥
¢â“ßÀπ÷Ëß ∂Ÿ°·∫àßÕÕ°‡ªìπ 2 °≈ÿà¡‚¥¬«‘∏’ ÿà¡ (randomized) ‰¥â‡ªìπºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß 30 §π ·≈–
°≈ÿà¡§«∫§ÿ¡  29 §π ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß‰¥â√—∫°“√√—°…“¥â«¬«‘∏’ CRM ¢Õß Epley ‚¥¬‰¡à¡’°“√„™â
‡§√◊ËÕß —Ëπ –‡∑◊Õπ (mastoid oscillator) À≈—ß∑” ·≈–‰¡à‰¥â¡’°“√®”°—¥°“√‡§≈◊ËÕπ‰À«¢Õß»’√…–À≈—ß
∑” ∑—Èß 2 °≈ÿà¡‰¥â√—∫„∫ª√–‡¡‘πÕ“°“√ª√–®”«—π ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡®–‰¥â√—∫°“√ª√–‡¡‘πº≈°“√√—°…“
∑ÿ° —ª¥“Àå ®π°«à“º≈°“√µ√«® Dix-Hallpike ‡ªìπ≈∫À√◊Õ®π§√∫ 4  —ª¥“Àå¢Õß°“√√—°…“

º≈≈—æ∏å : ‡¡◊ËÕ ‘Èπ ÿ¥°“√»÷°…“ (4  —ª¥“Àå) ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß„Àâº≈°“√µ√«® Dix-Hallpike ‡ªìπ≈∫ √âÕ¬≈–
93.3 „π¢≥–∑’ËºŸâªÉ«¬„π°≈ÿà¡§«∫§ÿ¡ „Àâº≈‡ªìπ≈∫‡æ’¬ß√âÕ¬≈– 55.2 ÷́Ëß·µ°µà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠
∑“ß ∂‘µ‘ (P=0.00) ¿“«–·∑√° ấÕπ∑’Ë‡°‘¥®“°°“√√—°…“¥â«¬«‘∏’ CRM æ∫‰¥â√âÕ¬≈– 6.7 ‰¥â·°à °“√À≈ÿ¥
¢ÕßÀ‘πªŸπ‡¢â“ Ÿà lateral semicircular canal 1 √“¬ ºŸâªÉ«¬ 1 √“¬¡’Õ“°“√Õ“‡®’¬π¢≥–∑” CRM

 √ÿª : «‘∏’ CRM ‡ªìπ«‘∏’√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…– BPPV ∑’Ë„Àâº≈°“√√—°…“¥’°«à“°“√√—°…“·∫∫‰¡à„™â CRM
∑—Èß„π¥â“π°“√À“¬¢ÕßÕ“°“√‡«’¬π»’√…– ·≈–¥â“π°“√√—°…“ nystagmus „ÀâÀ“¬‰ª ¿“«–·∑√° ấÕπ
æ∫‰¥âπâÕ¬‡æ’¬ß√âÕ¬≈– 6.7

°“√»÷°…“º≈°“√√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥
¥â«¬°“√®—¥À‘πªŸπ„πÀŸ™—Èπ„π„Àâ‡¢â“∑’Ë

*   °≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈°≈“ß
µ‘¥µàÕºŸâ‡¢’¬π: æ≠. °“≠®π“ ƒ∑∏‘Ï‡®√‘≠  °≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈°≈“ß °∑¡.
E-mail :  k_ritcharoen@hotmail.com

°“≠®π“ ƒ∑∏‘Ï‡®√‘≠ æ.∫.*, ∑«’‡°’¬√µ‘ ∏√√¡®“√¬°ÿ≈ æ.∫.*
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A randomized trial of the canalith repositioning for benign
paroxysmal positional vertigo
Kanjana Ritcharoen MD*, Taweekiat Thamjariyakul MD*

Abstract

Objective : To compare the effectiveness and complications of the canalith repositioning maneuver

(CRM) with the expectation treatment for benign paroxysmal positional vertigo

Materials and methods : This study was carried out at outpatient clinic, Department of ENT, Bangkok

Metropolitan Administration General Hospital, Thailand. We recruited 59 patients with a history of

positional vertigo and unilateral positional nystagmus on physical examination (Dix-Hallpike test).

Patients were randomly assigned to either the treatment group (n=30) or a control group (n=29) the

treatment group was treated with the modified Epleyûs maneuver. A mastoid oscillator was not used nor

were any post maneuver restrictions were given for patients after the maneuver both groups recorded

the daily grading of symptoms. Objective and subjective assessments were made weekly until the

Dix-Hallpike test results were negative or until 4 weeks after treatment began,

Results : The rates of effectiveness of CRM treatment and the control treatment for benign  paroxysmal

positional vertigo at 4 weeks were 93.3% and 55.2% respectively.  There was a significant difference in

the treatment outcomes of the CRM and control groups (P=0.00). Complications in the CRM group, such

as lateral canalithiasis and vomiting were observed in 6.7% of the patients

Conclusions : The CRM was more effective than the expectation treatment for benign paroxysmal

positional vertigo in both resolution of symptoms and cured nystagmus. Complications of CRM were

limited to 6.7% of patients.

Key Words : Benign Paroxysmal Positional Vertigo, Epleyûs maneuver, Canalith Repositioning Maneuver.
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°“≠®π“ ƒ∑∏‘Ï‡®√‘≠     ∑«’‡°’¬√µ‘ ∏√√¡®“√¬°ÿ≈

∫∑π”

‚√§‡«’¬π»’√…–  BPPV  (Benign  Paroxysmal

Positional Vertigo) À√◊Õ‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥À√◊Õ

‚√§‡«’¬π»’√…–¢≥–‡ª≈’Ë¬π∑à“‡ªìπ‚√§‡«’¬π»’√…–∑’Ëæ∫

‰¥â∫àÕ¬∑’Ë ÿ¥„π∫√√¥“‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°§«“¡º‘¥

ª°µ‘¢Õß√–∫∫°“√∑√ßµ—« à«πª≈“¬1  §◊Õ æ∫‰¥âª√–¡“≥

√âÕ¬≈– 17-42 ¢ÕßºŸâªÉ«¬∑’Ë¡’Õ“°“√‡«’¬π»’√…–∑—ÈßÀ¡¥2,3

ºŸâªÉ«¬®–¡’Õ“°“√‡«’¬π»’√…–À¡ÿπ‡ªìπæ—°Ê „π‡«≈“ —ÈπÊ

¡—°‰¡à‡°‘π 1 π“∑’ ¢≥–‡ª≈’Ë¬π∑à“∑“ß  ‚¥¬‡©æ“–∑à“ æ≈‘°

µ–·§ßµ—«¢≥–πÕπ ¢≥–≈â¡µ—«≈ßπÕπÀ√◊Õ≈ÿ°¢÷Èπ®“°

∑’ËπÕπ ∑à“°â¡À√◊Õ‡ß¬Àπâ“¢÷Èπ¡Õß¡’Õÿ∫—µ‘°“√≥åµ≈Õ¥™’«‘µ

ª√–¡“≥√âÕ¬≈– 2.4 ¢Õßª√–™“°√4 æ∫∫àÕ¬„π§π Ÿß

Õ“¬ÿ„π™à«ßÕ“¬ÿ 50-70 ªï5,6 ·≈–æ∫„πºŸâÀ≠‘ß¡“°°«à“

ºŸâ™“¬ª√–¡“≥  2  ‡∑à“7,8

 “‡Àµÿ¢Õß°“√‡°‘¥ BPPV ‰¥â·°à °“√‡ ◊ËÕ¡µ“¡

Õ“¬ÿ (Aging) °“√∫“¥‡®Á∫¢Õß»’√…– °“√µ‘¥‡™◊ÈÕ‰«√— 

¢ÕßÀŸ™—Èπ„π À≈—ß°“√ºà“µ—¥ÀŸÀ√◊Õºà“µ—¥Õ◊ËπÊ °“√¢“¥‡≈◊Õ¥

(Vertebrobasilar ischemia) ‚√§‰¡‡°√π

∑ƒ…Æ’∑’Ë„™âÕ∏‘∫“¬°≈‰°°“√‡°‘¥¢Õß‚√§  BPPV  ¡’

2 ∑ƒ…Æ’ §◊Õ ∑ƒ…Æ’∑’Ë 1 ∑’Ë‡√’¬°«à“ Cupulolithiasis

¢Õß  Schuknecht9  ∑’Ëæ∫«à“¡’À‘πªŸπ‡°“–Õ¬Ÿà∑’Ë  cupulae

¢Õß  posterior  semicircular  canal (PSC)  cupulae

∂Ÿ°∂à«ßµ“¡·√ß‚πâ¡∂à«ß·≈–µ“¡°“√‡§≈◊ËÕπ∑’Ë¢Õß»’√…–

∑ƒ…Æ’∑’Ë 2 §◊Õ  Canalolithiasis  ¢Õß  Parnes  ·≈–

McClure10  ´÷Ëßæ∫«à“¡’µ–°Õπ·§≈‡´’Ë¬¡§“√å∫Õ‡πµ

(µ–°ÕπÀ‘πªŸπ) ∑’Ë∫√‘‡«≥ macula ¢Õß utricle ‡§≈◊ËÕπ

À≈ÿ¥ °≈‘Èß‰ªÕ¬Ÿà„π  PSC  „π√–À«à“ß°“√∑”ºà“µ—¥  PSC

occlusion  „πºŸâªÉ«¬ BPPV  ‚√§  BPPV‡°‘¥¢÷Èπ∑’Ë  PSC

ª√–¡“≥√âÕ¬≈– 90 Õ’°√âÕ¬≈– 10 ‡°‘¥„π  SC Õ◊Ëπ Ê11-13

°“√«‘π‘®©—¬‚√§  BPPV  ¢Õß  PSC  ∑”‰¥â¥â«¬

°“√„™â Dix-Hallpike test14 „π°“√∑¥ Õ∫ ´÷Ëß®–„Àâº≈

∫«°‚¥¬‡°‘¥°“√°√–µÿ°¢Õß≈Ÿ°µ“  (nystagmus) ∑’Ë¡’

≈—°…≥–‡©æ“– §◊Õ ‡ªìπ  clockwise  rotatory  nystagmus

∂â“‡ªìπÀŸ´â“¬·≈–  counter-clockwise  rotatory

nystagmus  ∂â“‡ªìπÀŸ¢«“

∂÷ß·¡â«à“‚√§ BPPV ®–À“¬‡Õß‰¥â¿“¬„π‡«≈“

À≈“¬ —ª¥“ÀåÀ√◊ÕÀ≈“¬‡¥◊Õπ15 ·≈– 1/3 ∂÷ß 2/3 ¢Õß

ºŸâªÉ«¬®–À“¬‡Õß¿“¬„π‡«≈“  1  —ª¥“Àå  ∂÷ß  1 ‡¥◊Õπ16

·µà‡π◊ËÕß®“°‚√§π’Èæ∫¡“°„π§π ŸßÕ“¬ÿ·≈–Õ“°“√°Á¡’§«“¡

√ÿπ·√ß°√–∑∫µàÕ°“√¥”√ß™’«‘µª√–®”«—π °“√√—°…“®÷ß¡’

§«“¡ ”§—≠

°“√√—°…“ BPPV ¡’À≈“¬«‘∏’ ‡™àπ °“√À≈’°‡≈’Ë¬ß

®“°∑à“∑’Ë®–°√–µÿâπ„Àâ‡°‘¥Õ“°“√  °“√„™â¬“·°âÕ“°“√‡«’¬π

»’√…– (antivertiginous  medications) ·µà°Áæ∫«à“°“√

„™â¬“π’È ‰¡à‰¥âº≈„π°“√√—°…“  BPPV17-19   ”À√—∫°“√

√—°…“¥â«¬°“√ºà“µ—¥ ‡™àπ singular neurectomy,

posterior canal occlusion  ®–„™â‡©æ“–„π√“¬∑’Ë¡’

Õ“°“√¡“°·≈–„™â«‘∏’Õ◊Ëπ√—°…“‰¡à‰¥âº≈20-22  „π√–¬–À≈—ß

posterior canal occlusion ‡ªìπ∑’Ëπ‘¬¡¡“°°«à“ ªí®®ÿ∫—π

°“√√—°…“  BPPV  ∑’Ë‡ªìπ∑’Ëπ‘¬¡·≈–‰¥âº≈¥’∑’Ë ÿ¥ §◊Õ  °“√

√—°…“¥â«¬«‘∏’  canalith  repositioning  maneuver

(CRM)  ́ ÷Ëß‰¥âº≈µ—Èß·µà√âÕ¬≈–  30 ∂÷ß√âÕ¬≈–  100 ¢Õß

ºŸâªÉ«¬23  °“√√—°…“¥â«¬«‘∏’  CRM  §‘¥¢÷Èπ‡ªìπ§√—Èß·√°

‚¥¬  Epley24  µàÕ¡“‰¥â¡’°“√¥—¥·ª≈ß«‘∏’°“√√—°…“  CRM

¢Õß  Epley  ‰ªÕ’°À≈“¬·∫∫  ·µà«‘∏’°“√¢Õß Epley

°Á¬—ß‡ªìπ∑’Ëπ‘¬¡¡“°°«à“«‘∏’Õ◊Ëπ  à«π«‘∏’Õ◊ËπÊ  ‡™àπ «‘∏’¢Õß

Semont25

«—µ∂ÿª√– ß§å¢Õß°“√»÷°…“§√—Èßπ’È

‡æ◊ËÕ‡ª√’¬∫‡∑’¬∫º≈°“√√—°…“ºŸâªÉ«¬‚√§  BPPV  ∑’Ë

‡°‘¥®“° PSC ∑’Ë‰¥â√—∫°“√√—°…“¥â«¬«‘∏’ CRM √à«¡°—∫¬“

‡ª√’¬∫‡∑’¬∫°—∫ºŸâªÉ«¬°≈ÿà¡∑’Ë ‰¥â√—∫¬“Õ¬à“ß‡¥’¬«  „π

√–¬–‡«≈“   4  —ª¥“Àå  πÕ°®“°π’È¬—ß¡’«—µ∂ÿª√– ß§å‡æ◊ËÕ

»÷°…“¿“«–·∑√° ấÕπ  (complication)  ∑’Ë‡°‘¥®“°°“√

√—°…“¥â«¬«‘∏’  CRM
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°“√»÷°…“º≈°“√√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥ ¥â«¬°“√®—¥À‘πªŸπ„πÀŸ™—Èπ„π„Àâ‡¢â“∑’Ë

ºŸâªÉ«¬·≈–«‘∏’°“√»÷°…“

ºŸâªÉ«¬∑’Ë‡¢â“√à«¡°“√«‘®—¬‰¥â¡“®“°  ºŸâªÉ«¬Õ“¬ÿ

20-80 ªï∑’Ë¡’Õ“°“√‡«’¬π»’√…– ∑’Ë‰¥â¡“√—∫°“√µ√«®√—°…“

∑’Ë°≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈°≈“ß µ—Èß·µà ‡¥◊Õπ

 ‘ßÀ“§¡  2553 ∂÷ß ‡¥◊Õπ°ÿ¡¿“æ—π∏å 2554 ®”π«π

59  §π ‚¥¬¡’À≈—°‡°≥±å°“√§—¥‡¢â“ §◊Õ ºŸâªÉ«¬∑ÿ°§π

‡¡◊ËÕ‰¥â√—∫°“√µ√«®¥â«¬«‘∏’  Dix-Hallpike test  ·≈â«‰¥â

º≈∫«°„πÀŸ¢â“ß„¥¢â“ßÀπ÷Ëß‡∑à“π—Èπ  ́ ÷Ëß· ¥ß«à“ºŸâªÉ«¬‡ªìπ

‚√§ BPPV ¢Õß PSC ¢ÕßÀŸ¢â“ßπ—Èπ

‡°≥±å°“√§—¥ÕÕ° §◊Õ ºŸâªÉ«¬∑’Ë¡’ªí≠À“‡√◊ËÕß°√–¥Ÿ°

§Õ  ºŸâªÉ«¬∑’Ë¡’ªí≠À“‡°’Ë¬«°—∫‚√§À—«„®·≈–À≈Õ¥‡≈◊Õ¥∑’Ë

‰¡à “¡“√∂§«∫§ÿ¡‰¥â  ºŸâªÉ«¬∑’Ë‰¡à‡µÁ¡„®‡¢â“√à«¡°“√»÷°…“

·≈–ºŸâªÉ«¬∑’Ë‰¡à “¡“√∂‡¢â“„®«‘∏’°“√√—°…“  ºŸâªÉ«¬∑—Èß

59 §π ®–‰¥â√—∫‡Õ° “√™’È·®ß¢âÕ¡Ÿ≈ ”À√—∫ºŸâ‡¢â“√à«¡

‚§√ß°“√»÷°…“·≈–‰¥â√—∫§”Õ∏‘∫“¬‡°’Ë¬«°—∫‚√§π’È‡æ‘Ë¡‡µ‘¡

‡¡◊ËÕ¡’¢âÕ ß —¬  ‚§√ß°“√»÷°…“§√—Èßπ’È ‰¥âºà“π°“√√—∫√Õß

„Àâ∑”°“√»÷°…“‰¥â®“°§≥–°√√¡°“√æ‘®“√≥“·≈–§«∫§ÿ¡

°“√«‘®—¬„π§π¢Õß°√ÿß‡∑æ¡À“π§√‡√’¬∫√âÕ¬·≈â«

ºŸâªÉ«¬∑—Èß 59 √“¬ ®–‰¥â√—∫°“√µ√«®√à“ß°“¬∑“ß

¥â“π√–∫∫ª√– “∑  (neurotological  examination)

Õ¬à“ß§√∫∂â«π  ·≈–∫“ß§π‰¥â√—∫°“√µ√«®°“√‰¥â¬‘π∂â“

¡’ªí≠À“‡√◊ËÕß°“√‰¥â¬‘π¥â«¬ ºŸâªÉ«¬∑—ÈßÀ¡¥®–∂Ÿ°·∫àß

ÕÕ°‡ªìπ 2  °≈ÿà¡  ‚¥¬„™â«‘∏’ ÿà¡  (randomly  assigned)

¥â«¬°“√„™âµ“√“ß‡≈¢ ÿà¡ (random number) ‰¥â‡ªìπºŸâ

ªÉ«¬°≈ÿà¡§«∫§ÿ¡®”π«π  29  §π  °≈ÿà¡∑¥≈Õß®”π«π

30 §π ·≈–ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ ‰¡à¡’§«“¡·µ°µà“ß∑“ß¥â“π

 ∂‘µ‘„π‡√◊ËÕß¢ÕßÕ“¬ÿ ‡æ» √–¬–‡«≈“∑’Ë‡ªìπ  ≈—°…≥–¢Õß

°“√‡«’¬π»’√…–  ÀŸ¢â“ß∑’Ë‡ªìπ¥—ßµ“√“ß∑’Ë  1

µ“√“ß∑’Ë 1    · ¥ß¢âÕ¡Ÿ≈∑—Ë«‰ª„πºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ (Clinical manifestations at initial examination)
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°“≠®π“ ƒ∑∏‘Ï‡®√‘≠     ∑«’‡°’¬√µ‘ ∏√√¡®“√¬°ÿ≈

ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß®–‰¥â√—∫°“√√—°…“¥â«¬«‘∏’  CRM  ¢Õß  Epley  ®”π«π 1 √Õ∫ À≈—ß®“°‰¥â√—∫§”Õ∏‘∫“¬

∂÷ß«‘∏’°“√√—°…“·≈–º≈¢â“ß‡§’¬ß¢Õß°“√√—°…“ °“√√—°…“¥â«¬«‘∏’ CRM ª√–°Õ∫‰ª¥â«¬ 5 ¢—ÈπµÕπ¥—ß√Ÿª∑’Ë 1-6  À≈—ß°“√

√—°…“¥â«¬«‘∏’ CRM ¢Õß Epley π’È ·≈â«ºŸâªÉ«¬‰¡à‰¥â∂Ÿ°Àâ“¡°“√‡§≈◊ËÕπ‰À«¢Õß»’√…– (post-maneuver restrictions)

·≈–‰¡à‰¥â„™â mastoid  oscil- lator À≈—ß∑” CRM „π√–À«à“ß°“√√—°…“¥â«¬«‘∏’  CRM  π’È  ¡’°“√∫—π∑÷°¿“«–·∑√° ấÕπ

∑’Ë‡°‘¥®“°°“√√—°…“¥â«¬  à«π°≈ÿà¡§«∫§ÿ¡„Àâ„™â¬“‡∑à“π—Èπ

√Ÿª∑’Ë 1 · ¥ß∑à“‡√‘Ë¡µâπ„π°“√√—°…“¥â«¬«‘∏’ CRM „ÀâºŸâ

ªÉ«¬π—Ëß∫π‡µ’¬ß ‚¥¬¬°¢“∑—Èß 2 ¢â“ß¢÷Èπ«“ß∫π‡µ’¬ß

√Ÿª∑’Ë 2 · ¥ß¢—ÈπµÕπ∑’Ë 1 ¢Õß°“√∑” CRM „πºŸâªÉ«¬∑’Ë¡’

æ¬“∏‘ ¿“æ„πÀŸ¢â“ß¢«“ „ÀâºŸâªÉ«¬∑’ËÕ¬Ÿà„π∑à“µ—Èßµâπ πÕπ≈ß

‚¥¬À—π»’√…– 45o ‰ª∑“ß¢«“ ·≈–Õ¬Ÿà„π∑à“»’√…–µ–·§ß

ÀâÕ¬µË”°«à“¢Õ∫‡µ’¬ß‡≈Á°πâÕ¬ „ÀâºŸâªÉ«¬Õ¬Ÿà„π∑à“π’Èª√–¡“≥

1-2 π“∑’ ‡æ◊ËÕ„Àâµ–°ÕπÀ‘πªŸπ (canalith) ‰À≈¡“Õ¬Ÿà®ÿ¥

µË” ÿ¥¢Õß SC

√Ÿª∑’Ë 3 · ¥ß¢—ÈπµÕπ∑’Ë 2 ¢Õß°“√∑” CRM „πºŸâªÉ«¬∑’Ë¡’

æ¬“∏‘ ¿“æ„πÀŸ¢â“ß¢«“ „ÀâºŸâ∑”§àÕ¬Ê À—π»’√…–¢ÕßºŸâªÉ«¬

‰ª∑“ß¥â“πµ√ß¢â“¡ª√–¡“≥ 90o Àà“ß®“°µ”·Àπàß‡¥‘¡

„ÀâºŸâªÉ«¬¬Ÿà„πµ”·Àπàßπ’È —°§√Ÿàª√–¡“≥ 1-2 π“∑’

√Ÿª∑’Ë 4 · ¥ß¢—ÈπµÕπ∑’Ë 3 ¢Õß°“√∑” CRM „πºŸâªÉ«¬∑’Ë¡’

æ¬“∏‘ ¿“æ„πÀŸ¢â“ß¢«“ ®“°∑à“∑’Ë 2 „ÀâºŸâªÉ«¬§àÕ¬Ê µ–·§ß

∑—Èß≈”µ—«·≈–»’√…– ‚¥¬„Àâ»’√…–Õ¬Ÿà„πµ”·Àπàß 180o ®“°

µ”·Àπàß‡¥‘¡„π∑à“∑’Ë 1 „ÀâºŸâªÉ«¬Õ¬Ÿà„π∑à“π’Èª√–¡“≥ 1-2 π“∑’
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°“√»÷°…“º≈°“√√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥ ¥â«¬°“√®—¥À‘πªŸπ„πÀŸ™—Èπ„π„Àâ‡¢â“∑’Ë

√Ÿª∑’Ë 5 · ¥ß¢—ÈπµÕπ∑’Ë 4 ¢Õß°“√∑” CRM „πºŸâªÉ«¬∑’Ë¡’

æ¬“∏‘ ¿“æ„πÀŸ¢â“ß¢«“ ®“°∑à“∑’Ë 3 „ÀâºŸâªÉ«¬≈ÿ°¢÷Èππ—Ëß

‚¥¬„ÀâºŸâªÉ«¬ÀâÕ¬¢“∑—Èß 2 ¢â“ß≈ß¢â“ß‡µ’¬ß

√Ÿª∑’Ë 6 · ¥ß¢—ÈπµÕπ∑’Ë 5 ´÷Ëß‡ªìπ¢—ÈπµÕπ ÿ¥∑â“¬¢Õß°“√

∑” CRM „πºŸâªÉ«¬∑’Ë¡’æ¬“∏‘ ¿“æ„πÀŸ¢â“ß¢«“ ®“°∑à“∑’Ë 4

À≈—ß®“°ºŸâªÉ«¬≈ÿ°¢÷Èππ—Ëß·≈â« „ÀâºŸâªÉ«¬°â¡»’√…–≈ßª√–¡“≥

20o π“πª√–¡“≥ 30 «‘π“∑’ ∂÷ß 1 π“∑’

ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡  ®–‰¥â√—∫„∫∫—π∑÷°Õ“°“√‡«’¬π
»’√…– (Õ“°“√§ß‡¥‘¡, ·¬à≈ß, ¥’¢÷Èπ ·≈–‰¡à¡’Õ“°“√) ·≈–
‰¥â√—∫¬“  cinnarizine  ‚¥¬„Àâ√—∫ª√–∑“π§√—Èß≈–  1 ‡¡Á¥
∑ÿ° 6 ™—Ë«‚¡ß ‡©æ“–‡¡◊ËÕ¡’Õ“°“√‡«’¬π»’√…– ·≈–ºŸâªÉ«¬
®–‰¥â√—∫°“√π—¥„Àâ¡“æ∫·æ∑¬å„π 1  —ª¥“ÀåµàÕ¡“ ‡æ◊ËÕ
„Àâ·æ∑¬åÕ’°Àπ÷Ëß§π∑”°“√∑¥ Õ∫  Dix-Hallpike «à“¬—ß¡’
nystagmus Õ¬ŸàÀ√◊Õ‰¡à ‚¥¬∑’Ë·æ∑¬å§ππ’È®–‰¡à√Ÿâ«à“ºŸâªÉ«¬
∑’Ë¡“√—∫°“√µ√«®‡ªìπºŸâªÉ«¬°≈ÿà¡§«∫§ÿ¡À√◊Õ°≈ÿà¡∑¥≈Õß
º≈°“√µ√«®®–∂Ÿ°∫—π∑÷°‰«â  „πºŸâªÉ«¬∑’Ë‰¡à¡’  nystagmus
·≈â«®–‰¥â√—∫„∫∫—π∑÷°Õ“°“√ ¬“·≈–„∫π—¥„Àâ¡“æ∫·æ∑¬å
„πÕ’° 3  —ª¥“Àå∂—¥‰ª  à«πºŸâªÉ«¬∑’Ë¬—ß¡’ nystagmus
Õ¬Ÿà®–∂Ÿ° àß‰ªæ∫·æ∑¬å§π·√°‚¥¬ºŸâªÉ«¬°≈ÿà¡∑¥≈Õß®–
‰¥â√—∫°“√√—°…“¥â«¬«‘∏’ CRM Õ’°§√—Èß  à«πºŸâªÉ«¬°≈ÿà¡
§«∫§ÿ¡®–‰¥â√—∫¬“Õ¬à“ß‡¥’¬«‡À¡◊Õπ‡¥‘¡  ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡
®–‰¥â√—∫°“√π—¥„Àâ¡“æ∫·æ∑¬å‡æ◊ËÕµ‘¥µ“¡º≈°“√√—°…“
Õ’°§√—Èß„π 1  —ª¥“Àå∂—¥‰ª∑”´È”‡™àππ’È ∑ÿ°§√—Èß®π§√∫  4
 —ª¥“Àå

°“√∑¥ Õ∫∑“ß ∂‘µ‘
„π°“√»÷°…“§√—Èßπ’È „™â°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈·∫∫

Student t-test  ”À√—∫‡ª√’¬∫‡∑’¬∫¢âÕ¡Ÿ≈æ◊Èπ∞“π¢Õß
ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ ‚¥¬®–∂◊Õ«à“§à“ P value ∑’Ë¡“°°«à“

0.05 · ¥ß«à“∑—Èß 2 °≈ÿà¡‰¡à¡’§«“¡·µ°µà“ß°—πÕ¬à“ß¡’

π—¬ ”§—≠∑“ß ∂‘µ‘  ”À√—∫¢âÕ¡Ÿ≈∑’Ë‡ªìπº≈°“√√—°…“¢Õß

ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ „™â°“√«‘‡§√“–Àå¥â«¬«‘∏’ Chi-squares

·≈– Fisher-exact test °“√«‘‡§√“–Àå®–∂◊Õ‡Õ“§à“

P value ∑’ËπâÕ¬°«à“ 0.05 «à“¡’§«“¡·µ°µàß°—πÕ¬à“ß¡’

π—¬ ”§—≠∑“ß ∂‘µ‘

º≈°“√»÷°…“

„π°“√µ‘¥µ“¡º≈°“√√—°…“ ºŸâªÉ«¬®–∂Ÿ°ª√–‡¡‘π

®“° 2 ¥â“π§◊Õ „π¥â“π subjective ¥Ÿ®“°°“√‡ª≈’Ë¬π·ª≈ß

¢ÕßÕ“°“√ºŸâªÉ«¬ ‚¥¬·æ∑¬å®–·π–π”„ÀâºŸâªÉ«¬∫—π∑÷°

Õ“°“√∑ÿ°«—π ‡ªìπ 3 ·∫∫§◊Õ Õ“°“√‡∑à“‡¥‘¡ À√◊Õ·¬à≈ß

Õ“°“√¥’¢÷Èπ À√◊Õ‰¡à¡’Õ“°“√‡≈¬ „π¥â“π objective ¥Ÿ

®“°°“√∑¥ Õ∫ Dix-Hallpike «à“º≈‡ªìπ≈∫ (negative)

À√◊Õ∫«° (positive)

º≈°“√»÷°…“„π —ª¥“Àå∑’Ë 1-4 ª√“°Ø«à“ ºŸâªÉ«¬

„π°≈ÿà¡∑¥≈Õß 30 §πÀ“¬®“°Õ“°“√‡«’¬π»’√…– 12 §π

(√âÕ¬≈– 40), 19 §π (√âÕ¬≈– 63.3), 20 §π (√âÕ¬≈–

66.7) ·≈– 21 §π (√âÕ¬≈– 70) µ“¡≈”¥—∫ ´÷Ëß‰¥âº≈

¡“°°«à“ºŸâªÉ«¬„π°≈ÿà¡§«∫§ÿ¡Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘

∑ÿ° —ª¥“Àå¥—ßµ“√“ß∑’Ë 2
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µ“√“ß∑’Ë 2   · ¥ß¢âÕ¡Ÿ≈°“√‡ª≈’Ë¬π·ª≈ß¢ÕßÕ“°“√®“°„∫∫—π∑÷°Õ“°“√¢ÕßºŸâªÉ«¬∑—Èß 2 °≈ÿà¡

Subjective Assessment

   º≈°“√»÷°…“„π —ª¥“Àå∑’Ë 1-4 ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß 30 §π „Àâº≈≈∫‡¡◊ËÕ∑¥ Õ∫ Dix-Hallpike test 20 §π

(√âÕ¬≈– 66.7), 23 §π (√âÕ¬≈– 76.7), 25 §π (√âÕ¬≈– 83.3), 28 §π (√âÕ¬≈–93.3) µ“¡≈”¥—∫ ÷́Ëß‰¥âº≈¡“°°«à“

ºŸâªÉ«¬„π°≈ÿà¡∑¥≈ÕßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘∑ÿ° —ª¥“Àå¥—ßµ“√“ß∑’Ë 3

µ“√“ß∑’Ë 3  · ¥ß¢âÕ¡Ÿ≈º≈°“√µ√«® Dix-Hallpike „πºŸâªÉ«¬∑—Èß 2 °≈ÿà¡

Objective Assessment

¿“«–·∑√°´âÕπ∑’Ë‡°‘¥®“°°“√√—°…“¥â«¬«‘∏’ CRM „π°“√»÷°…“§√—Èßπ’È æ∫„πºŸâªÉ«¬ 2 √“¬ (√âÕ¬≈– 6.7) „πºŸâ

ªÉ«¬√“¬Àπ÷Ëß ‡°‘¥°“√‡§≈◊ËÕπ¢ÕßÀ‘πªŸπ (otolith) ‡¢â“ Ÿà lateral semicircular canal (LSC) ·µà‡¡◊ËÕºŸâªÉ«¬‰¥â√—∫°“√

√—°…“¥â«¬«‘∏’ CRM  ”À√—∫ LSC (Barbeque maneuver) ºŸâªÉ«¬°ÁÀ“¬¥’  à«π„πºŸâªÉ«¬Õ’° 1 √“¬ ‡°‘¥Õ“°“√Õ“‡®’¬π

¡“°¢≥–∑” CRM ·µàÕ“°“√°ÁÀ“¬‰ª‡¡◊ËÕÀ¬ÿ¥∑” CRM

°“≠®π“ ƒ∑∏‘Ï‡®√‘≠     ∑«’‡°’¬√µ‘ ∏√√¡®“√¬°ÿ≈
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∫∑«‘®“√≥å
„π°“√»÷°…“§√—Èßπ’È „™â«‘∏’°“√√—°…“ BPPV ¢Õß

 PSC ¥â«¬«‘∏’ CRM ¢Õß Epley (modified) ‡π◊ËÕß®“°
‰¡à‰¥â„™â mastoid oscillator ·≈–‰¡à‰¥â„Àâ¬“„¥ Ê ‡™àπ
¬“·°âÕ“°“√‡«’¬π»’√…– °àÕπ∑” CRM „Àâ·°àºŸâªÉ«¬
(premedication) √«¡∑—Èß‰¡à‰¥â¡’°“√Àâ“¡°“√‡§≈◊ËÕπ‰À«
¢Õß»’√…– (post-maneuver restrictions) À≈—ß∑” CRM
‡π◊ËÕß®“°¡’°“√»÷°…“À≈“¬°“√»÷°…“∑’Ë· ¥ß«à“ °“√„™â
mastoid oscillator ‰¡à¡’º≈µàÕ°“√√—°…“¥â«¬«‘∏’ CRM26,27

√«¡∑—Èß¡’Õ’°À≈“¬°“√»÷°…“∑’Ë· ¥ß«à“ °“√®”°—¥°“√
‡§≈◊ËÕπ‰À«¢Õß»’√…– ‰¡à¡’§«“¡®”‡ªìπ28,29 πÕ°®“°
π’È„π°“√»÷°…“§√—Èßπ’È ‰¥â¡’°“√„Àâ¬“ cinnarizine ‡©æ“–
‡«≈“∑’Ë¡’Õ“°“√‡«’¬π»’√…– ·°àºŸâªÉ«¬¥â«¬ ‡æ◊ËÕ≈¥Õ“°“√
‡«’¬π»’√…– „Àâ·°àºŸâªÉ«¬ ·µà‰¡à‰¥â‡°Á∫¢âÕ¡Ÿ≈®”π«π¬“∑’Ë„™â
‡π◊ËÕß®“°„πÀ≈“¬°“√»÷°…“∑’Ëºà“π¡“‰¥â √ÿª«à“¬“·°â
Õ“°“√‡«’¬π»’√…–‰¡à‰¥âº≈„π°“√√—°…“‚√§ BPPV17-19

„π¥â“π®”π«π√Õ∫¢Õß°“√∑” CRM „π·µà≈–§√—Èß∑’ËºŸâªÉ«¬

¡“æ∫·æ∑¬å „π°“√»÷°…“§√—Èßπ’È∑” CRM ‡æ’¬ß 1 √Õ∫
µàÕ§√—Èß‡∑à“π—Èπ ‡π◊ËÕß®“°®”π«π√Õ∫¢Õß CRM ∑’Ë∑”„π
·µà≈–§√—Èß‰¡à¡’º≈µàÕ§«“¡ ”‡√Á®¢Õß°“√√—°…“‡™àπ°—π23

Subjective Assessment
®“°º≈°“√»÷°…“§√—Èßπ’È æ∫«à“°“√„™â«‘∏’ CRM ¢Õß

Epley (modified) ‰¥âº≈¥’ ºŸâªÉ«¬„π°≈ÿà¡∑¥≈ÕßÀ“¬
®“°Õ“°“√‡«’¬π»’√…–‡ªìπ®”π«π√âÕ¬≈– 40 „π —ª¥“Àå
∑’Ë 1 ·≈–‡æ‘Ë¡¢÷Èπ‡ªìπ√âÕ¬≈– 63.3 „π —ª¥“Àå∑’Ë 2 º≈∑’Ë
‰¥â„°≈â‡§’¬ß°—∫√“¬ß“π¢Õß ¢«—≠™π° ¬‘È¡·µâ ·≈–§≥–
30 „πªï 2003 ́ ÷Ëß¡“°°«à“º≈°“√»÷°…“¢Õß ‡ “«√  Õ—»«
«‘‡™’¬√®‘π¥“ ·≈–§≥–15 „πªï 2000 ·µà‰¥âº≈πâÕ¬°«à“
„π°“√»÷°…“Õ◊ËπÊ31-33 ¥—ßµ“√“ß∑’Ë 4  à«πº≈°“√»÷°…“
„π —ª¥“Àå∑’Ë 4 ‡∑à“°—∫√âÕ¬≈– 70 °Á‡¢â“‰¥â°—∫°“√»÷°…“
Õ◊ËπÊ15,30-32 ´÷Ëß„Àâº≈°“√√—°…“√–À«à“ß√âÕ¬≈– 47.1 ∂÷ß
√âÕ¬≈– 91.1 ¥—ßµ“√“ß∑’Ë 4

µ“√“ß∑’Ë 4  · ¥ß°“√‡ª√’¬∫‡∑’¬∫®”π«πºŸâªÉ«¬∑’ËÀ“¬®“°Õ“°“√‡«’¬π»’√…–‡ªìπ√âÕ¬≈– ®“°°“√»÷°…“Õ◊ËπÊ

             ·≈–°“√»÷°…“§√—Èßπ’È

Subjective assessment in different studies and in present study

°“√»÷°…“º≈°“√√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥ ¥â«¬°“√®—¥À‘πªŸπ„πÀŸ™—Èπ„π„Àâ‡¢â“∑’Ë
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Objective Assessment

„π°“√»÷°…“§√—Èßπ’È æ∫«à“ „π —ª¥“Àå∑’Ë 1 ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß ‡¡◊ËÕ‰¥â√—∫°“√µ√«®¥â«¬«‘∏’ Dix-Hallpike ·≈â« „Àâ

º≈≈∫ (nystagmus À“¬‰ª) ¡’√âÕ¬≈– 66.7 ´÷Ëß‰¥âº≈„°≈â‡§’¬ß°—∫°“√»÷°…“¢Õß ‡ “«√  Õ—»««‘‡™’¬√®‘π¥“ ·≈–§≥–15

·µà‰¥âº≈πâÕ¬°«à“„π°“√»÷°…“Õ◊ËπÊ12,32-34 ÷́Ëß‰¥âº≈√âÕ¬≈– 72.7 ∂÷ß√âÕ¬≈– 94 ¥—ßµ“√“ß∑’Ë 5

„π —ª¥“Àå∑’Ë 2 °“√»÷°…“§√—Èßπ’È ‰¥âº≈√âÕ¬≈– 76.7 ́ ÷Ëß¡“°°«à“°“√»÷°…“¢Õß Froehling DA.·≈–§≥–35 „πªï 2000

·µà°Á¬—ßπâÕ¬°«à“º≈°“√»÷°…“Õ◊ËπÊ15,32,33,36 ´÷Ëß‰¥âº≈µ—Èß·µà√âÕ¬≈– 81.8 ∂÷ß√âÕ¬≈– 96.9 ¥—ßµ“√“ß∑’Ë 5

µ“√“ß∑’Ë 5 · ¥ß°“√‡ª√’¬∫‡∑’¬∫º≈°“√µ√«® Dix-Hallpike ∑’Ë‡ªìπ≈∫„π°“√»÷°…“Õ◊ËπÊ ·≈–°“√»÷°…“§√—Èßπ’È

Objective assessment in different studies and in the present study

°“≠®π“ ƒ∑∏‘Ï‡®√‘≠     ∑«’‡°’¬√µ‘ ∏√√¡®“√¬°ÿ≈
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‡¡◊ËÕ ‘Èπ ÿ¥°“√»÷°…“„π —ª¥“Àå∑’Ë 4 ª√“°Ø«à“

ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß√âÕ¬≈– 93.3 „Àâº≈°“√∑¥ Õ∫

Dix-Hallpike ‡ªìπ≈∫ „°≈â‡§’¬ß°—∫º≈°“√»÷°…“¢Õß

‡ “«√  Õ—»««‘‡™’¬√®‘π¥“ ·≈–§≥–15 ·≈–‰¥âº≈¡“°

°«à“º≈°“√»÷°…“¢Õß Lyn ·≈–§≥–37 „πªï 1995 ·≈–

¢Õß ¢«—≠™π° ¬‘È¡·µâ ·≈–§≥–30 ·µà°Á¬—ß‰¥âº≈πâÕ¬°«à“

„π°“√»÷°…“¢Õß M. Khatri ·≈–§≥–32 „πªï 2003

´÷Ëß‰¥âº≈ Ÿß∂÷ß√âÕ¬≈– 97 ¥—ßµ“√“ß∑’Ë 5

‡π◊ËÕß®“°„π°“√»÷°…“§√—Èßπ’È ºŸâªÉ«¬„π°≈ÿà¡∑¥≈Õß

‰¥âº≈°“√√—°…“¥’°«à“„π°≈ÿà¡§«∫§ÿ¡Õ¬à“ß¡’π—¬ ”§—≠∑“ß

 ∂‘µ‘ ∑—Èß 4  —ª¥“Àå ‰¡à«à“„π¥â“πÕ“°“√‡«’¬π»’√…–∑’ËÀ“¬‰ª

(subjective assessment) À√◊Õ„π¥â“π°“√„Àâº≈°“√

∑¥ Õ∫ Dix-Hallpike ‡ªìπ≈∫ (objective assessment)

¥—ß„πµ“√“ß∑’Ë 2 ·≈– 3 ®÷ß √ÿª‰¥â«à“ CRM ‡ªìπ«‘∏’√—°…“

ºŸâªÉ«¬‚√§ BPPV ∑’Ë‰¥âº≈¥’·≈–‰¥âº≈ Ÿß∂÷ß√âÕ¬≈–93.3

„π°“√»÷°…“§√—Èßπ’È´÷Ëß°Á‡∑’¬∫‡§’¬ß‰¥â°—∫°“√»÷°…“Õ◊ËπÊ

Õ’°À≈“¬°“√»÷°…“15,30,32,37 ́ ÷Ëß„Àâº≈°“√√—°…“ Ÿß∂÷ß√âÕ¬≈–

75-97 ¥—ßµ“√“ß∑’Ë 5 πÕ°®“°®–‰¥âº≈¥’·≈â« ¬—ß‡ªìπ«‘∏’

∑’Ë∑”‰¥âßà“¬ ‰¡à‡ ’¬‡«≈“¡“° ‰¡àµâÕß‡ ’¬§à“„™â®à“¬ Ÿß

∂÷ß·¡â«à“°“√»÷°…“º≈°“√√—°…“‚√§ BPPV¥â«¬«‘∏’ CRM

 à«π„À≠à„Àâº≈°“√√—°…“¥’¡“°·µà°Á¡’°“√»÷°…“¢Õß

Blackley BW. ·≈–§≥–38 „πªï 1994 ∑’Ëæ∫«à“‰¡à¡’§«“¡

·µ°µà“ß¢Õßº≈°“√√—°…“„π°≈ÿà¡∑¥≈Õß ·≈–°≈ÿà¡§«∫§ÿ¡

„π·ßà¢Õß¿“«–·∑√°´âÕπ ®“°°“√√—°…“¥â«¬«‘∏’ CRM

°Á¬—ßæ∫‰¥âµË” ¥—ß‡™àπ„π°“√»÷°…“§√—Èßπ’Èæ∫‰¥â√âÕ¬≈– 6.7

´÷Ëß¡’§à“µË”°«à“„π°“√»÷°…“¢Õß ¢«—≠™π° ¬‘È¡·µâ ·≈–

§≥–30 ·≈–¢Õß Froehling ·≈–§≥–35 ´÷Ëßæ∫‰¥â√âÕ¬≈–

13.8 ·≈–√âÕ¬≈– 8.3 µ“¡≈”¥—∫ ¿“«–·∑√° ấÕπ∑’Ëæ∫

„π°“√»÷°…“§√—Èßπ’È ‰¥â·°à °“√‡§≈◊ËÕπÀ≈ÿ¥¢ÕßÀ‘πªŸπ

(otolith) ‡¢â“ Ÿà LSC æ∫ 1 √“¬ (√âÕ¬≈– 3.3) ÷́Ëß„°≈â

‡§’¬ß°—∫°“√»÷°…“¢Õß Herdman and Tusa39 ´÷Ëßæ∫

√âÕ¬≈– 3.5 ¿“«–·∑√° ấÕπÕ’°Àπ÷ËßÕ¬à“ß∑’Ëæ∫ §◊ÕºŸâªÉ«¬

¡’Õ“°“√Õ“‡®’¬π¡“°„π¢≥–∑” CRM æ∫ 1 √“¬

(√âÕ¬≈– 3.3) ´÷Ëß°Áæ∫„π°“√»÷°…“¢Õß Froehling ·≈–

§≥–35 ‡™àπ°—π 1 √“¬ (√âÕ¬≈– 4.2)

 √ÿª

«‘∏’°“√√—°…“ºŸâªÉ«¬ BPPV ¡’À≈“¬«‘∏’ ‚¥¬∑—Ë«‰ª

¡—°‡√‘Ë¡µâπ¥â«¬°“√„Àâ¬“·≈–√Õ„ÀâÕ“°“√¥’¢÷Èπ ·≈–À“¬

‰ª‡Õß ·µà«‘∏’π’È¡—°„™â‡«≈“π“π°«à“ºŸâªÉ«¬®–À“¬ ®“°°“√

»÷°…“§√—Èßπ’Èæ∫«à“ °“√√—°…“¥â«¬«‘∏’ CRM „Àâº≈¥’°«à“

°“√√—°…“¥â«¬¬“Õ¬à“ß‡¥’¬« πÕ°®“°®–„Àâº≈°“√√—°…“∑’Ë¥’

∑”„ÀâºŸâªÉ«¬À“¬®“°Õ“°“√‡«’¬π»’√…–‡√Á«°«à“·≈â« ¬—ß

‡ªìπ«‘∏’∑’Ë∑”‰¥âßà“¬ ‰¡àÕ—πµ√“¬ „™â‡«≈“πâÕ¬ ‰¡àµâÕß„™â

‡§√◊ËÕß¡◊Õæ‘‡»…√“§“·æß ‰¡àµâÕß¡’°“√®”°—¥°“√‡§≈◊ËÕπ‰À«

¢Õß»’√…–À≈—ß∑” (post maneuver restrictions) ·≈–

‡°‘¥¿“«–·∑√° ấÕπµË” ¥—ßπ—Èπ®÷ß·π–π”„Àâ„™â«‘∏’ CRM

‡ªìπ«‘∏’·√°„π°“√√—°…“ºŸâªÉ«¬∑ÿ°√“¬∑’Ë‰¡à¡’¢âÕÀâ“¡¢Õß

°“√∑” CRM ∑—Èßπ’È·æ∑¬åºŸâ∑”°“√√—°…“ ®–µâÕß‰¥â√—∫°“√

Ωñ°Ωπ„Àâ¥’‡ ’¬°àÕπ

°“√»÷°…“º≈°“√√—°…“ºŸâªÉ«¬‚√§‡«’¬π»’√…–∑’Ë‡°‘¥®“°‚√§À‘πªŸπ„πÀŸ™—Èπ„πÀ≈ÿ¥ ¥â«¬°“√®—¥À‘πªŸπ„πÀŸ™—Èπ„π„Àâ‡¢â“∑’Ë
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Receptive and expressive language of Thai children from birth to
36 months by using a Thai adaptation of the receptive-expressive
emergent language test (reel-3)

Patamalak Lattanan, M.Sc.,  Sumalee Dechongkit, Ph.D.Kanjalak Khantapasuntara, M.A.,  Monnipa Chutiboot, M.Sc.

ABSTRACT

This study was aimed at determining the validity and reliability of the Thai Receptive-Expressive

Emergent Language Test (REEL-3), and to investigate the language performance in receptive, expressive,

and composite language abilities of 600 typical developing Thai children aged 0 to 36 months. The

relationships between childrenûs language abilities and their age were studied. The subjects were divided

into 12 age ranges at three month intervals. They were selected from nurseries and schools in the

Bangkok Metropolitan Area, and some were referred by professionals, teachers and friends. The Thai

Receptive-Expressive Emergent Language Test consisted of 66 items in the receptive subtest and 66

items in the expressive subtest. The subjectsû language abilities were reported by their parents or

caregivers using the adapted parent questionnaire.

The results of this study indicated that The Thai Receptive-Expressive Emergent Language Test

had sufficient validity and reliability to be used as a tool for evaluating the language performance of Thai

children. Standard scores and percentile ranks for these children could be used to interpret childrenûs

language abilities. Childrenûs language abilities significantly increased with age. Older children had

significantly higher language ability scores than younger children (p<0.05). However, the receptive subtest

scores of children did not differ significantly in the three month intervals during the third year. Whereas,

the expressive subtest scores and overall language scores between children aged 31-33 months and

aged 34-36 months had no significant differences.

Key words : Receptive Language, Expressive Language, Thai Children,  Reel-3
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Introduction
Communication is the process of exchang-

ing information and ideas, needs and desires
between participants. This process involves
encoding, transmitting, and decoding intended
messages1, not only the physical production of
speech and the symbolic nature of language, but
any behavior or action conveying a message2. To
communicate, the child must advance in the
essential process of speech and language
development. Speech can be defined as a verbal
means of communication resulting from planning
and executing specific motor sequences which
require a very precise neuromuscular coordination
process.1

Language is a major vehicle of communication;
attaining it is a result of complex interactions
among cognitive, physiological, psychological and
sociological factors2. Language consists of three
dimensions: content, form, and use. Content is
the meaning or semantic of language. Form is the
shape or sound of the units, and their combination
in the message. Use is the function of language
and its relationships to everyday contexts or
pragmatics3,4. Language development proceeds
regularly when content, form, and use interact in
an orderly, harmonious way.5

Children learn language to communicate
better or to maintain better contact socially which
leads to the usage of language1. An infant learns
to recognize human voice, to differentiate speech
from nonspeech sounds, and begins to associate
meaning with the sounds heard during the first
months of life. Understanding words generally
begins with understanding those commonly
spoken, familiar people and object names or
routines. From birth to approximately 9 months,
the typically developing child's behavior is
considered

nonpurposeful and lacking in communicative
intent. At 9 months of age, the child continues to
intentionally communicate a message by using
gestures. In the first year of life, children understand
words related to people and objects that are
present in their environment. Around 12 to 18
months, the child begins to use single words to
communicate messages that had previously been
communicated nonlinguistically.

In the second year of life, the child begins to
understand words spoken without a supportive
context.  At the end of the second year, children
are beginning syntactic understanding of two-word
relations and early question comprehension
begins. By 18 to 24 months, word combinations
begin to emerge, reflecting the beginning use of
grammar6. By 2 to 3 years, children understand
two-stage commands and contrasting concepts
such as hot versus cold, stop versus go, etc., and
are able to use a simple sentence construction
with subject and verb, and love playing with words1.

Children vary in both the rate and the
sequence of language development which Wells
(1985, cited in Owens)1 suggested that individual
developmental differences are associated with
differences in intelligence; personality and learning
style; ethnicity and home language; socioeconomic
status; and birth order. The relationships of these
factors are very complex and not simply cause
and effect1.

The important modalities of communication
involve receptive and expressive language.
Receptive language or language comprehension
refers to the ability of the child to comprehend or
to understand the meaning of what is spoken,
written, or signed. Receptive language development
is associated with spoken words pertaining to
auditory perception: identification, interpretation,
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or organizing of auditory stimuli and auditory
processing skills, e.g. utilizing auditory stimuli.
Expressive language or language production is
what the child learns to use for social interaction
and to communicate more efficiently and effectively.
These communication skills develop substantially
both in form and complexity during the first three
years of life6. Comprehension preceding production
was previously believed to be a universal of
language acquisition. In contrast, the relationship
of linguistic aspects of comprehension and
production is unclearly defined, and it should no
longer be specified that comprehension always
precedes production1. Receptive and expressive
language delays are often seen in children with
language disorders. The early identification of
problems is extremely essential because language
related disorders normally need appropriate
interventions by specialists in a multidisciplinary
team. To investigate this issue, many language
tests from birth to three years of age using
parental reports have been very practical due to
childrenûs first language mostly referring to
concepts that can be found in their home
environment. Besides, the use of parental reports
excludes the need to involve children in the
testing procedures7.

To evaluate a young childûs receptive and
expressive skills, using a standardized test is
a common method8.  In Western countries, many
standardized language tests are used to study
a childûs language acquisition. The tasks
represented in a standardized test can be
divided into receptive tasks and expressive tasks6.
Receptive tasks involve the childûs ability to
respond to sounds or language tasks. Expressive
tasks involve the childûs current oral language
production tasks5.

The language tests that assess both receptive
and expressive skills from birth to three years,
such as the Infant-Toddler Language Scale by
Rosetti, 1990, can be used to assess receptive
and expressive language by using a parent
questionnaire and test protocol to gather observed,
elicited, and parent-reported information. The
Language Development Survey by Rescorla, 1989,
has a vocabulary checklist used as a screening
tool to identify children with language delays at
two years of age. The MacArthur Communication
Development Inventories by Fenson, Dale, Reznick,
Thal, Bates, Hartung, Pethick, and Reilly, 1993,
are parent report instruments used to determine
a childûs comprehension and production vocabu-
laries (including single and combined words,
gestures, imitation) using words and gestures, and
production vocabulary using word combinations8.
The Receptive-Expressive Emergent Language
Test-Third Edition evaluates infantsû and toddlersû
receptive and expressive abilities by using a
parent questionnaire5.

The Receptive-Expressive Emergent
Language Test-Third Edition (REEL-3) was first
constructed by Kenneth R. Bzoch and Richard
Leaque in 1971, and revised in 1991 and 2003.
Test development was based on relevant ideas
from theory and research within four major topics
incorporated into the REEL-3 model which are: 1)
three interactive language components, 2) the
relationship between early cognitive development
and language, 3) four stages of language devel-
opment from birth to three years, 4) receptive
and expressive process of language5. Although
the REEL test has been used as an evaluation
instrument in many studies, the results are still
inconclusive9-11.
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In Thailand, standardized tests that could be
used to evaluate infantsû and toddlersû receptive
and expressive abilities have not been available.
The REEL-3 test, a parent questionnaire, is
considered to be one of many tools which help
clinicians assess the language ability of children
in their first three years of life and it has not been
translated into Thai language. Moreover, the
researcher had official permission from Kenneth
R. Bzoch, and PRO-ED Company to adapt the
REEL-3 test for this study. Accordingly, a major
purpose of this study was to translate and adapt
the English version of the Receptive-Expressive
Emergent Language Test-Third Edition to match
Thai language and culture. This revised test was
designed to determine the receptive and expressive
abilities in Thai children from birth to 36 months.

The purpose of this study were to determine
the validity and reliability of the Thai Receptive-
Expressive Emergent Language Test (REEL-3),
to investigate the language performance in
receptive, expressive, and composite language
abilities of Thai children aged 0 to 36 months and
to determine the relationships between childrenûs
language abilities and their age levels.

Subjects and methods
This research was reviewed and approved

by Committee on Human Rights Related
Researches Involving Human Subjects, based on
the Declaration of Helsinki, Faculty of Medicine,
Ramathibodi Hospital, Mahidol University. The
protocol number was ID 11-50-28.

Subjects were divided into 2 groups. The
method would be as follows:

Subjects used in the pilot study
Subjects in the pilot study were 24 children

aged 0-36 months and their parents or caregivers,
(acted as informant), who were randomly selected

from the Childcare Center of Ramathibodi Hospi-
tal in Bangkok. They provided information on their
childrenûs receptive and expressive abilities to
examiners. Children were divided into 12 groups
according to the following age ranges: 0-3, 4-6,
7-9, 10-12, 13-15, 16-18, 19-21, 22-24, 25-27, 28-
30, 31-33, and 34-36 months. Each group of in-
formants also included parents or caregivers who
were interested in participating in the study with
consent. All participants of the pilot study were
not subjects of the actual study.

Subjects used in the actual study
The subjects in the actual study were 600

children aged 0-36 months and their parents,
caregivers or teachers (acted as informant), who
were selected from nurseries in the Bangkok
Metropolitan area. Children were divided into 12
groups according to the following age ranges:
0-3, 4-6, 7-9, 10-12, 13-15, 16-18,19-21, 22-24,
25-27, 28-30, 31-33, and 34-36 months. Each group
included 50 parents or caregivers as informants
who were interested in participating in the study.
Although these nurseries were intentionally meant
to be randomly selected in the first place, some
of them refused to cooperate when the project
started. Fortunately, the researcher located one
private nursery in the network of the Foundation
for Slum Child Care under the Royal Patronage
of H.R.H. Princess Galyani Vadhana Krom Luang
Naradhiwas Rajanagarindra. The owner of this
nursery suggested this research project. To 28
other owners of privately-run-daycare homes
located in residential area all over Bangkok
Metropolitan Area. In total, 35 schools and
nurseries participated in the actual study and they
cooperated fully. The names of these schools and
nurseries are contained in Appendix D. However,
numbers of subjects from these nurseries were
not adequate. Many children were looked after at
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home, especially during the first year of life. There-
fore, 217 informants (equivalent to 36.2 % of
subjects) who were interested in participating in
the study with consent were recommended by
professionals, friends, and parents themselves.
These informants were interviewed by telephone
and the consent forms were mailed to them to
sign and sent back to the researcher. Children
recruited in this study possessed normal hearing
and were healthy with no history of serious illness
and/or other abnormalities. Parents, caregivers or
teachers who acted as informants provided
information on their childrenûs language development
during the interviews.

Procedures

The Thai version of Receptive-Expressive
Emergent Language Test for children aged 0-36
months, which consisted of Test content:  66 items
on a receptive language subtest and 66 items on
an expressive language subtest, including a record
of scores on receptive and expressive abilities
items.

The actual study was begun after the pilot
study was completed. Parents, caregivers or teachers,
both in the pilot and the actual study who acted
as informants would be asked general
demographic information, and yes/no questions
on both subtests in a quiet environment with no
time limitation. They were interviewed either by
face-to-face communication or by telephone.
According to the test manual, the receptive
language subtest was asked first, followed by the
expressive language subtest. Each item was asked
once or twice, and could be repeated if necessary.
If informants hesitated to answer some items, the
examiner would clarify the questions, and/or ask
them to give some example of their childûs
behaviors. The researcher, as an only examiner

of this study, then interpreted the given example
and reconfirmed the informantsû responses as
çyesé or çnoé. The examiner recorded the
responses herself by circling the answer on the
record form.

The researcher was the examiner who
administered the test by herself both in the pilot
study and in the actual study. She is a
postgraduate student majoring in communication
disorders who is familiar with language tests
administration. She also had practiced using the
test prior to the main study.

Scoring
For the scoring criterion, the examiner circled

çyesé or çnoé when told by each informant. Each
çyesé response was given 1 point and each çnoé
response was given zero. Receptive language
scores were derived from a total of çyesé
responses on the Receptive Language subtest.
Expressive language scores were derived from a
total of çyesé responses on the Expressive
Language subtest. Composite scores come from
the scores of these two subtests combined into
a single composite, or an overall language ability
score5.

Results
1. Validity of the Thai Receptive-Expressive
Emergent Language Test

Qualitative evidence for content and
construct validity was used to assess the validity
of the test. For content validity, the Thai Receptive-
Expressive Emergent Language Test was evaluated
by three speech-language pathologists who had
at least 5 years experience in speech and
language test development. The content of each
item for both subtests, instructions for the test,
and scoring criteria were all evaluated. The test

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)
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was revised as recommended by the panel of speech-language pathologists. The overall Thai Receptive-
Expressive Emergent Language Test was used after the three speech-language pathologists had reached
a consensus agreement on each item and other aspects of its content.

2. Reliability Coefficients for the Thai Receptive- Expressive Emergent Language Test
The data of 132 items of both the receptive subtest and the expressive subtest of 600

subjects from the actual study was used to recalculate Cronbachûs Coefficient Alpha Formula.
The reliability values for the two subtests and the overall test are shown in Table 1.

Table 1 Reliability Coefficients for the Thai Receptive-Expressive Emergent Language Test

3. Standard Scores and Percentile Ranks
Computed from Subjectsû Scores on the Thai
Receptive-Expressive Emergent Language Test

The standard scores of language ability for
the two subtests and overall test of children in
12 age ranges were as follows:

The highest Z-scores of the receptive
language ability subtest in children aged 0-3, 4-6,
7-9, 10-12, 13-15, 16-18, 19-21, 22-24, 25-27,
28-30, 31-33 and 34-36 months were 3.34, 1.81,
1.55, 2.19, 2.86, 2.03, 1.35, 1.42, 0.74, 0.54, 0.51,and
0.33 respectively. The lowest Z-scores of childrenûs
receptive language ability, according to the age
ranges reported above, were -1.72, -2.30, -2.85,
-2.66, -1.54, -1.71, -2.26, -1.75, -1.87, -3.64, -2.48,
and -4.59 respectively.

The highest Z-scores of the expressive
language ability subtest in children aged 0-3, 4-6,

7-9, 10-12, 13-15, 16-18, 19-21, 22-24, 25-27,
28-30, 31-33 and 34-36 months were 2.58, 2.61,
2.20, 3.37, 2.50, 2.61, 1.89, 2.18, 1.41, 0.67, 0.60,
and 0.50 respectively. The lowest Z-scores of
children’s expressive language ability, according
to the age ranges reported above, were -1.94,
-2.05, -2.58, -1.77, -1.85, -1.77, -1.70, -1.76, -3.21,
-3.85, -2.97, and -2.95 respectively.

The highest Z-scores of the overall language
abilities in children aged 0-3, 4-6, 7-9, 10-12,
13-15, 16-18, 19-21, 22-24, 25-27, 28-30, 31-33
and 34-36 months were 2.58, 1.80, 1.88, 2.24, 3.09,
2.08, 1.63, 2.11, 1.37, 0.69, 0.69, and 0.56 respec-
tively. The lowest Z-scores of childrenûs overall
language abilities, according to the age ranges
reported above, were -1.87, -2.25, -2.68, -2.34,
-1.57, -1.80, -2.09, -1.83, -2.03, -3.94, -3.42, and
-3.01 respectively.
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The raw scores of language abilities on the
2 subtests and the composite test of 50 children
in twelve age ranges were calculated. The age
group means and standard deviations are shown
in Table 2 which contains the means and
standard deviations of language ability for the
two subtests and overall test in twelve age ranges.
On the Receptive Language subtest, children in
the 34-36 months age-range had the highest mean
score while children in the 0-3 age range had the
lowest mean score. The subtest scores are
related to age in that their means are larger as

the subjects grow older. On the Expressive
Language subtest, children in the 34-36 months
age range had the highest mean score while chil-
dren in the 0-3 age range had the lowest mean
score. The subtest scores are related to age in
that their means are larger as the subjects grow
older. On the overall test, children in the 34-36
months age range had the highest mean score
while children in the 0-3 age range had the
lowest mean score. The composite scores are
related to age in that their means are larger as
the subjects grow older.

Table 2   Means and Standard Deviations of Receptive Language Ability Scores for the Thai
   Receptive-Expressive Emergent Language Test for Twelve Age Ranges

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)
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4. Relationships between the Language Abilities and Subjectsû Age
The One-Sample Kolmogorov-Smirnov test was used to determine the shape of the distribution of

the subjectsû mean scores in twelve age ranges, and the results showed that they were not normally
distributed for the last three age- ranges. Therefore, the Kruskal-Wallis H Test: a nonparametric test
which uses the chi-square distribution, was performed to test if there were any relationships between
language ability and childrenûs age as contained in Table 3.

Table 3 Relationship between Language Performance of Children and Their Age

The receptive language abilities scores were significantly related to age,
x2 = 541.36, p < .05. The expressive language abilities scores were significantly related to age,
x2 = 552.16, p < .05. The composite language abilities scores were significantly related to age,
x2 = 556.50, p < .05. The result of these chi-square tests indicated that the  relationships between
language abilities and the childûs age were statistically significant at p < .05.

The results also indicated that although the language performance of children was related to the
Receptive Language and Expressive Language subtest scores, the overall test scores could be different.
Therefore, the Mann-Whitney method was used to identify the differences of which pairs were statistically
significant, and all effects are reported at a 0.05 level of significance as shown in Tables 4-6.
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Table 4 contains the Z value differences in the Receptive Language subtest scores of children in 12 age
ranges at a .05 level of significance. The analysis results showed that there were significant
differences in receptive language performance between children from different age ranges, except
between children of 25-27 months and of 28-30 months, between children of 28-30 months and of
31-33 months, between children of 31-33 months and of 34-36 months whose receptive language
abilitiesû differences were not statistically significant. This meant that older children (higher age ranges)
had significantly higher receptive language abilities than the younger children, except the receptive
language abilities of children of 28-30 months were not significantly higher than those of 25-27 months,
and the receptive language abilities of children of 31-33 months old were not significantly higher than
those of 28-30 month old children. Moreover, the receptive language abilities of children of 34-36 months old
were not significantly higher than those of 31-33 month old children.

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)
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Table 5 contains the Z value differences in the Expressive Language subtest scores of children in 12 age
ranges at a .05 level of significance. The analysis results showed that there were significant differences
in expressive language performance between children from different age ranges, except between
children of 31-33 months and of 34-36 months whose expressive language abilitiesû differences were not
statistically significant. This meant that older children (higher age ranges) had significantly higher expressive
language abilities than the younger children, except the expressive language abilities of children of 34-36
months old were not significantly higher than those of 31-33 month old children.

Table 5   Means and Z-values of Expressive Language Ability Scores of Children from 12 Age Ranges
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Table 6   Means and Z-values of Composite Language Ability Scores of Children from 12 Age Ranges

Table 6 contains the Z value differences in the Composite Language test scores of children in 12 age
ranges. The analysis also similarly demonstrated that there were significant differences at a .05 level of
significance in overall language performance between children of all age ranges, except between
children of 31-33 months and of 34-36 months whose overall language abilitiesû differences were not
statistically significant. This meant that older children (higher age ranges) had significantly higher
language performance than the younger children, except the overall language abilities of children of
34-36 months old were not significantly higher than those of 31-33 month-old children.

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)
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Discussion
1. Validity of the Thai Receptive-Expressive
Emergent Language Test

The Thai Receptive-Expressive Emergent
Language test was qualitatively validated by a
panel of three speech-language pathologists who
had at least 5 years of  experience in speech and
language test development. The content of each
item for both the receptive and expressive
language subtests, instructions for the test, and
scoring criteria were all evaluated. The test was
revised as recommended. The test was acceptable
for use in this study after a consensus agreement
on each item and other aspects of the test had
been reached.

The original REEL-3 test provides three types
of validities: content-description validity, criterion-
prediction validity, and construct-identification
validity. The content-description validity was
qualitatively and quantitatively examined. The
REEL-3 was qualitatively developed based on a
specific, contemporary model of infant and child
language development. The pool of the test items
was both rearranged and supplemented to
reflect the model. The REEL-3 test was devel-
oped to be a parent reporting instrument which
had been confirmed by clinicians and educators
who have used previous editions of the REEL.
 Moreover, parent reporting has been widely
accepted as a method in assessing infant and
toddler development5.

In developing the Thai REEL test, tests of
quantitative content-validity, criterion-prediction
validity, and construct-identification validity were
not conducted because the Thai REEL test was
translated from the original REEL-3 test which
had various types of satisfactory validity. Therefore,
the Thai REEL was assumed to also have high

validity since it was translated from the original
test which had high levels of validity. Moreover,
the Thai REEL test was also well developed
through the use of forward back translation, and
was qualitatively validated by a panel of experienced
speech-language pathologists. In addition, the
original test was widely used by some research-
ers9, 11. A comparison of the content-validity of
the original REEL-3 test and the Thai REEL test
showed that the Thai REEL test had correspond-
ing sufficient validity on both subtests and on the
overall test. In accord with Bzoch et al.5, it might
be reasonable to conclude that the Thai Recep-
tive-Expressive Emergent Language Test had
sufficient validity to be used for assessing the
communication ability of Thai children.

2. Reliability Coefficients for the Thai Recep-
tive-Expressive Emergent Language Test

The data of 132 items of both the receptive
subtest and the expressive subtest of 600
subjects from a main study were repeatedly
computed by using Cronbachûs Coefficient
Alpha. The reliability coefficients of the Thai REEL
test were very close to the coefficients found in a
pilot study which described as follows:  Receptive
Language subtest = 0.98, Expressive Language
subtest = 0.98, the overall test = 0.99 (see Table
1). The analysis showed a considerably high level
of reliability for the adapted test. According to
Anastasi and Urbina (1997, cited in Bzoch et al.)5,
the reliability coefficients associated with the testûs
scores should approximate or exceed 0.80 which
is an acceptable level for most authorities in
distinguishing between reliable and nonreliable
tests. The Thai Receptive-Expressive Emergent
Language Test had a very high level of reliability
on both subtests and the overall test and thus
was acceptable for use in this study.
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To investigate content sampling reliability of
the original REEL-3 test, the test developers used
Cronbachûs Coefficient Alpha method (and its
associated standard error of measurement).
Coefficient alphas for the subtests and the
composite were calculated at 23 age intervals
using data from a normative sample. The mean
coefficients for the Receptive Language subtest
was 0.92, for the Expressive Language subtest
was 0.93, and for the Language Ability composite
equals to 0.93. The level of these coefficients
shows that the REEL-3 had a high level of
reliability5.

The coefficient alphas of the original REEL-
3 test indicated very high reliability. The original
test was widely used by some researchers9,11. A
comparison of reliability coefficients between the
original REEL-3 test and the Thai REEL test
showed that the Thai REEL had corresponding
high reliability (the coefficient for the Receptive
Language subtest was 0.98, for the Expressive
Language subtest was 0.98, and for the overall
test was 0.99), which corresponds to the results
of Bzoch et al.5. The reason that the Thai REEL
yielded such a high level of reliability was due to
its being translated from the original test with
high reliability, the translation process had been
done carefully, and followed by a thorough analy-
sis and revision by a panel of speech-language
pathologists.  Thus, it might be reasonable to
conclude that the Thai Receptive-Expressive
Emergent Language Test had sufficient reliability
to be used as a tool for assessing the communi-
cation performance of Thai children.

3. Standard Scores and Percentile Ranks
Computed from Subjectsû Scores on the Thai
Receptive-Expressive Emergent Language Test

Raw scores of the 600 children in this study
were converted to standard scores (Z-scores) and

percentile ranks. The results represented the
progression of these standard scores and
percentile ranks in three-month age intervals for
these 600 subjects. Nevertheless, the original
REEL-3 converted its composite scores to
çlanguage ability scoresé by using a procedure
for pooling variances, but the standard scores of
the present study were not converted. The
results of the present study were similar to those
of Puntong12; Baker et al.9 and Jocelyn, Penko,
& Rode11,  in that the older subjects had higher
scores than the younger subjects on the Receptive
Language subtest, Expressive Language subtest
and the overall test (see Table 2).

However, for this study, the receptive
language scores of children in the third year of
life were only slightly different. In addition, the
expressive language scores and the composite
language scores of children aged 31-33 months
and aged 34-36 months were also slightly
different (see Table 2). This may be caused by
large changes in the world knowledge of both
parents and children within this decade. Parents
and caregivers pay more attentive care to their
childrenûs language development through daily
routines, interactive play, book reading, educational
television programs, and social and cultural
activities. Children obtain information through these
experiences that support their language development.
The more stimulation children get, the better they
develop their language performance.

Means and standard deviations were also
calculated from the raw scores of the 600
children in the present study (see table 2). The
criteria of three month intervals and 12 age ranges
in the present study were different from a study
of the original REEL-3 test which had 23 age
ranges: one month intervals for the first year, two
month intervals for the second year, and three

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)



38
«“√ “√ ÀŸ §Õ ®¡Ÿ° ·≈–„∫Àπâ“

ªï∑’Ë 12 ©∫—∫∑’Ë 1 : ¡°√“§¡ - ¡’π“§¡ 2554

month intervals for the third year. Thus, the mean
scores of childrenûs language performance on the
two studies were possibly compared only in the
third year (an age range of 25-27 months, 28-30
months, 31-33 months, and 34-36 months).
The mean scores of the Receptive subtest,
Expressive subtest and the overall test for present
study were higher than those of the original REEL-3.

There are some reasons that may explain
the higher mean scores of the language perfor-
mance of Thai children in their third year of life.
First, the distribution of the subjects in this study
was not normal due to not being able to use
random sampling of subjects. Second, the
methodology of the present study was different
from the study of the original REEL-3 test. For
example, the administration of the test in this
study was done by the researcher herself, while
the REEL-3 tests were distributed to clinicians all
over the U.S.A. for testing. Third, the difference in
language structure and culture may account for
the language performance of Thai children in this
study.

4. Relationships between the Language Abili-
ties and Subjectsû Age

The present study found relationships
between the language performance (receptive
language, expressive language, and the overall
language abilities) and their age (see Table 3).
The results of this study were concurrent with
Carrow13; Fluharty14; Puntong12; Baker et al.9;
Jocelyn, Penko, & Rode11; Bzoch et al.5. Older
childrenûs receptive language, expressive language
and overall language abilities of were significantly
higher than those of younger children. On the
other hand, the language abilities of children
generally increase when children gain more
maturity and experience.  However, there were

some exceptions that will be described as
follows.

In the present study, the receptive language
abilities of children aged 25-27 months and
children aged 28-30 months were not significantly
different. The receptive language abilities of
children aged 28-30 months and of children aged
31-33 months did not differ significantly. Also,
the receptive scores of children aged 31-33 months
and children aged 34-36 months were not
significantly different (see Table 4). Further, the
expressive language abilities and the overall
language ability of children aged 31-33 months
did not have significant differences from children
aged 34-36 months (see Tables 5, 6). This can be
interpreted that language per formance,
particularly receptive abilities in the third year of
life of children in this study, might reach a
plateau, which is similar to the findings of Hart15.
Hart found that 40 children in her study had
reached their ceiling on their common knowledge
words. Thus, a plateau of approximately 10 nouns
differed from the MacArther Communicative
Development Inventory (CDI) per 100 utterances
was found in all quartiles following the age of 25
months15.

Another reason is that language performance
of children in the third year of life was not signifi-
cantly different may be influenced by the age
interval criterion in this study. Carrow found that
the auditory comprehension ability of younger
children significantly increased at each six month
interval13. The subjectsû age ranges in the present
study were divided into 3 month intervals. Significant
differences in language ability of younger
children are expected when using a larger age
interval.

Tomasello agreed with the hypothesis that
children gradually develop their construction of
abstract linguistic categories and schemas over

Patamalak Lattanan,  Sumalee Dechongkit,  Kanjalak Khantapasuntara,  Monnipa Chutiboot, M.Sc.
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many months, and even years of ontogeny16. The
data of the present study supports this idea that
the receptive abilities of children in the third year
of life may gradually develop. In addition, the
expressive ability and the overall language ability
of children in this study may also gradually
develop from two and a half years old onward.

Children also enter the stage of syntactic
development early in the third year of life. Since
the REEL-3 test was translated from English into
the Thai language, the difference of syntactic
construction of the two languages may influence
the subjectsû language performance in present
study. For example, one item on the expressive
subtest questions çDoes your child generally
refer to more than one thing by adding an çsé as
in dogs or catsé. When it was translated, the çsé
(morphological aspect) is not used to identify plural
in Thai language, but the word representing
plurality (semantic aspect) is attached instead.
Thus the difference in language structure between
the English and Thai languages may affect the
language performance of the subjects.

In summary, the Thai Receptive-Expressive
Emergent Language Test may be most useful for
children aged 0-24 months. Similar to the finding
of Rome-Falnders & Cronk (1998, cited in Hohm
et al.)17, the stability of the original REEL test has
been verified from 9 months to 2 years of age17.
Further study is needed to determine if these
results apply to the adapted Thai version.

In conclusion, the Thai Receptive-Expressive
Emergent Language Test was found to have

sufficient validity and reliability to be an assessment
tool for this study. The standard scores of
language ability for the two subtests and overall
test of children in 12 age ranges were reported.

Statistically significant relationships were
found between receptive language, expressive
language, and the overall language performance
relative to childrenûs age. On the other hand,
childrenûs language abilities increase with age.
Childrenûs receptive language, expressive language,
and overall language scores of older children were
significantly higher than younger children during
their first and second year at three month
intervals. However, their receptive language
abilities during the third year, between children
aged 25-27 months and 28-30 months, 28-30
months and 31-33 months, 31-33 months and
34-36 months, were not significantly different. In
addition, the expressive language and the overall
language abilities between children aged 31-33
months and 34-36 months were not significantly
different.

For further study, the age intervals should
be divided according to the original REEL-3 test,
that is, one month intervals for the first year, two
month intervals for the second year, and three
month intervals in the third year. It is also necessary
to more accurately and directly determine the
effects of gender, birth order and socio-economic
status that affect the language performance of
young Thai children. The language abilities of
typical developing children from other parts of
Thailand should be included in order to obtain
a standard norm for the Thai REEL test.

Receptive and expressive language of Thai children from birth to

36 months by using a Thai adaptation of the receptive-expressive emergent language test (reel-3)
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Molecular Resonance  Versus   Monopolar Diathermy   Tonsillectomy:
A Clinical Trial

Suwiwan noknu  MD .Chonticha  jantivas MD.

Objective :
To compare perioperative and postoperative outcomes between molecular resonance and monopolar
diathermy tonsillectomy

Methods :
This non-randomized, single-blinded clinical trial was performed from March 2008 to March 2010. Sixty
patients were divided into two groups (30 each, Molecular resonance (MR) and Monopolar diathermy
(MD) tonsillectomy. The outcomes included the duration of operation, intraoperative/postoperative bleeding,
difficulty of operation, surgeonûs satisfaction of an instrument, mean postoperative pain which expressed
on 10 visual analog scale, median postoperative amount of analgesic drugs, mean duration of  first
postoperative soft / regular diet intake, mean weight  loss and wound healing during first week. They
were compared between the 2 groups.

Results :
The surgeons reported MR tonsillectomy was significantly 2.2 folds more difficult than MD tonsillectomy
[RR2.2 (95% CI:1.22-4.06); p= 0.004].They reported that the MD instruments was more satisfied than MR
group. MD tonsillectomy group [RR0.65 (MR/MD) (95% CI: 0.43-0.98);p=0.032]. The healing process in
MR group has less granulated reaction [RR0.24 (95%CI:0.06-1.04;p=0.032]. There was no statistically
significant difference in operative time, intraoperative bleeding, mean postoperative pain scores, postop-
erative use of analgesic drugs, the duration of first postoperative soft / regular diet intake and the weight
loss  during first week.

Conclusion :
Monopolar diathermy tonsillectomy was statistically significant easier and favorable instrument than new
technique; Molecular resonance tonsillectomy resulted in less granulation during wound healing.
No statistically significant difference in operative time, intra-post operative bleeding, pain scores and
weight loss.

Keyword: Molecular resonance, Monopolar diathermy, Tonsillectomy, intraoperative bleeding, postoperative
pain

 ÿ«‘«√√≥ π°ÀπŸ,  ™≈∏‘™“  ®—π∑‘«“ πå
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∫∑π”

°“√ºà“µ—¥∑Õπ´‘≈‡ªìπ°“√ºà“µ—¥∑’Ë°√–∑”∫àÕ¬§‘¥

‡ªìπ√âÕ¬≈– 20 ¢Õß°“√ºà“µ—¥∑“ß‚ µ »Õ π“ ‘°∑—ÈßÀ¡¥1

°“√ºà“µ—¥∑Õπ´‘≈‡√‘Ë¡¡“µ—Èß·µà 2000 ªï∑’Ë·≈â«‚¥¬

Cornelius Celsus ‚¥¬„™â‡≈Á∫¡◊Õ2 À≈—ß®“°π—Èπ‡√‘Ë¡

¡’°“√ æ—≤π“ºà“µ—¥∑Õπ´‘≈„πµâπ»µ«√√…∑’Ë 20 ‚¥¬

Worthington3  ·≈– Waugh4  ‚¥¬°“√„™â cold

dissection  à«π°“√„™â‡§√◊ËÕß®’È ‰øøÑ“ electrical

diathermy ‡√‘Ë¡¡’√“¬ß“π°“√„™â„πªï æ». 2511 ‚¥¬

Ramington-Hobbs5  πÕ°®“°π’È°Á¡’°“√æ—≤π“„™â

‡§√◊ËÕß¡◊Õ„π°“√ºà“µ—¥∑Õπ´‘≈Õ’°¡“°¡“¬‡™àπ Guillotine6

snare  laser7  microbipolar cautery8  ultrasonic9

coblator10  microdebriders11  bipolar radiofrequency12

thermal welding13  ·≈– molecular resonance (MR)14

Õ¬à“ß‰√°Áµ“¡æ∫«à“ monopolar diathermy (MD)

‡ªìπ«‘∏’°“√ºà“µ—¥∑’Ë‰¥â√—∫§«“¡π‘¬¡·æ√àÀ≈“¬®“°·æ∑¬å

ÀŸ §Õ ®¡Ÿ°15,16,17  ‡π◊ËÕß®“°¢âÕ‰¥â‡ª√’¬∫∑’Ëºà“µ—¥‰¥âßà“¬

√«¥‡√Á« ‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥πâÕ¬  §à“„™â®à“¬∂Ÿ° ·≈–·æ∑¬å

§ÿâπ™‘π°—∫‡§√◊ËÕß¡◊Õ ·µà¡’°“√»÷°…“∑’Ë‡ª√’¬∫‡∑’¬∫§–·ππ

§«“¡ª«¥‡©≈’Ë¬À≈—ßºà“µ—¥æ∫«à“ MD ¡’§–·ππ§«“¡ª«¥

‡©≈’Ë¬À≈—ßºà“µ—¥∑’Ë¡“°°«à“·∫∫ cold dissection ‡π◊ËÕß®“°

‡™◊ËÕ«à“§«“¡√âÕπ∑’Ë¡’Õÿ≥À¿Ÿ¡‘ Ÿß∂÷ß 400-600 Õß»“

‡´≈‡ ’́¬  ∑”„Àâ¡’°“√∑”≈“¬‡π◊ÈÕ‡¬◊ÈÕ¢â“ß‡§’¬ß¡“°·≈–

∑”„Àâ‡°‘¥Õ“°“√ª«¥¡“°°«à“15,16  ¢≥–∑’Ë°“√»÷°…“¢Õß

Wexler ‡ª√’¬∫‡∑’¬∫°“√ºà“µ—¥ MD °—∫°“√ºà“µ—¥·∫∫

cold dissection „πºŸâªÉ«¬‡¥Á°æ∫§«“¡·µ°µà“ß¢Õß

§–·ππ§«“¡ª«¥‡©≈’Ë¬À≈—ßºà“µ—¥‡æ’¬ß‡≈Á°πâÕ¬‡∑à“π—Èπ17

Molecular resonance (MR) ‡ªìπ‡§√◊ËÕß¡◊Õ„À¡à∑’Ë¡“

„™â„π°“√ºà“µ—¥‚¥¬„™â§≈◊ËπÕ‘‡≈Á°µ√Õπ§«“¡∂’Ë Ÿß‡¢â“‰ª

∑”≈“¬·¢π√–À«à“ß‚¡‡≈°ÿ≈·≈–‡°‘¥§«“¡√âÕπ‡æ’¬ß 40

Õß»“‡´≈‡´’¬   ºà“π∑“ßª≈“¬¢Õß bipolar forceps

∑”„Àâ¡’º≈‡ ’¬µàÕ‡π◊ÈÕ‡¬◊ËÕ¢â“ß‡§’¬ßπâÕ¬°«à“ „π°“√ºà“µ—¥

®–¡’°“√ Ÿ≠‡ ’¬‡≈◊Õ¥πâÕ¬ „™â‡«≈“„π°“√ºà“µ—¥√«¥‡√Á«

·≈–§–·ππ§«“¡ª«¥‡©≈’Ë¬À≈—ßºà“µ—¥πâÕ¬°«à“ coblation

πÕ°®“°π’È “¡“√∂„™âÕÿª°√≥å bipolar forceps18

´È”‰¥â∂÷ß 550-580 §√—Èß∑”„Àâ§à“„™â®à“¬µàÕºŸâªÉ«¬Àπ÷Ëß√“¬

Õ¬Ÿà∑’Ë 30-40 ∫“∑ „°≈â‡§’¬ß°—∫°“√„™â MD µà“ß®“°

coblator, microdebrider, bipolar radiofrequency ·≈–

thermal welding ∑’Ë¡’§à“„™â®à“¬mkÕÿª°√≥å∑’Ë‡æ‘Ë¡¢÷Èπ¡“°

‡π◊ËÕß®“°„™âºà“µ—¥´È”‰¥âπâÕ¬§√—Èß ·≈–¡’º≈°“√»÷°…“æ∫

«à“«‘∏’°“√ºà“µ—¥¢â“ßµâπ¡’º≈Õ“°“√ª«¥À≈—ßºà“µ—¥πâÕ¬

„°≈â‡§’¬ßÀ√◊Õ‰¡à·µ°µà“ß®“°«‘∏’ cold dissection20,21,22,23

·µà°Á¡’∫“ß°“√»÷°…“∑’Ëæ∫«à“§–·ππ§«“¡ª«¥‡©≈’Ë¬À≈—ß

ºà“µ—¥‚¥¬«‘∏’ MR ‰¡àπâÕ¬°«à“«‘∏’ cold dissection24,25,26

´÷Ëß«‘∏’ cold dissection ‡ªìπ∑’Ë¬Õ¡√—∫«à“¡’§–·ππ

§«“¡ª«¥‡©≈’Ë¬À≈—ßºà“µ—¥πâÕ¬ ·µà¡’°“√‡ ’¬‡≈◊Õ¥¢≥–

ºà“µ—¥ ·≈–„™â‡«≈“„π°“√ºà“µ—¥¡“°°«à“«‘∏’Õ◊Ëπ  ®“°°“√

 ◊∫§âπ¢âÕ¡Ÿ≈ºŸâ‡¢’¬πæ∫«à“¬—ß‰¡à¡’°“√»÷°…“º≈°“√ºà“µ—¥

‡ª√’¬∫‡∑’¬∫√–À«à“ß°“√ºà“µ—¥‚¥¬«‘∏’ MR ·≈–°“√

ºà“µ—¥‚¥¬«‘∏’ MD ∑’Ë‡ªìπ«‘∏’À≈—°∑’Ë„™âºà“µ—¥∑Õπ´‘≈„π‚√ß

æ¬“∫“≈À“¥„À≠à

«—µ∂ÿª√– ß§å°“√»÷°…“

‡æ◊ËÕ»÷°…“‡ª√’¬∫‡∑’¬∫º≈¢≥–ºà“µ—¥·≈–¿“«–

À≈—ßºà“µ—¥√–À«à“ß°“√ºà“µ—¥∑Õπ ‘́≈¥â«¬«‘∏’ Molecular

resonance ·≈–«‘∏’ Monopolar diathermy

«— ¥ÿ·≈–«‘∏’°“√

·π«∑“ß°“√»÷°…“‰¥âºà“π§«“¡‡ÀÁπ™Õ∫¢Õß

§≥–°√√¡°“√®√‘¬∏√√¡°“√»÷°…“«‘®—¬„π¡πÿ…¬å

‚√ßæ¬“∫“≈À“¥„À≠à  ª√–™“°√∑’Ë»÷°…“‡ªìπºŸâªÉ«¬∑’Ë¡“

√—∫°“√µ√«®∑’Ë §≈‘π‘° ÀŸ §Õ ®¡Ÿ° ‚√ßæ¬“∫“≈À“¥„À≠à

∑’Ë¡’¢âÕ∫àß™’È„π°“√ºà“µ—¥∑Õπ´‘≈·≈–¬‘π¬Õ¡‡¢â“√à«¡°“√

«‘®—¬ ‚¥¬‡°Á∫¢âÕ¡Ÿ≈µ—Èß·µà‡¥◊Õπ¡’π“§¡ 2551 ∂÷ß‡¥◊Õπ

¡’π“§¡ 2553 ®”π«π 60 √“¬ ‚¥¬¡’¢âÕ∫àß™’È„π°“√

ºà“µ—¥∑Õπ´‘≈¥—ßπ’È 1.chronic hypertrophic tonsillitis

2.obstructive sleep apnea 3.Quinsy 4.tonsillolith

ºŸâªÉ«¬∑ÿ°√“¬µâÕß “¡“√∂µ‘¥µàÕ‰¥â∑“ß‚∑√»—æ∑åµ≈Õ¥

7 «—π ‚¥¬æ¬“∫“≈ºŸâ™à«¬«‘®—¬®–‚∑√»—æ∑å∂“¡√–¥—∫

§«“¡ª«¥ ‚¥¬„™â visual analog scale (VAS) ∑’Ë¡’§–·ππ

0-10  0= ‰¡àª«¥ §–·ππ¡“°¢÷Èπµ“¡Õ“°“√ª«¥ 10  =

°“√»÷°…“‡ª√’¬∫‡∑’¬∫º≈°“√ºà“µ—¥∑Õπ´‘≈¥â«¬«‘∏’ Molecular resonance ·≈–«‘∏’ Monopolar diathermy
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ª«¥¡“°∑’Ë ÿ¥  ®”π«π§√—Èß∑’Ë√—∫ª√–∑“π¬“·°âª«¥  Õ“À“√

∑’Ë√—∫ª√–∑“π„π·µà≈–«—π  °“√¡’‡≈◊Õ¥ÕÕ°®“°·º≈ºà“µ—¥

°“√·∫àß°≈ÿà¡«‘∏’°“√ºà“µ—¥¡’¢âÕ®”°—¥µ√ß‡§√◊ËÕß¡◊Õºà“µ—¥

®÷ß„™â«‘∏’ºà“µ—¥‚¥¬«‘∏’ MR „π™à«ß‡«≈“∑’Ë “¡“√∂¬◊¡

‡§√◊ËÕß¡◊Õ‰¥â ·≈–ºà“µ—¥‚¥¬«‘∏’ MD °√≥’‰¡à “¡“√∂¬◊¡

‡§√◊ËÕß¡◊Õ‚¥¬·∫àßºŸâªÉ«¬‡∑à“°—π„π·µà≈–°≈ÿà¡ §◊Õ 30 √“¬

ºŸâªÉ«¬·≈–æ¬“∫“≈ºŸâ™à«¬«‘®—¬µà“ß‰¡à∑√“∫«‘∏’°“√ºà“µ—¥∑’Ë

‰¥â√—∫ °“√«—¥º≈ ºŸâªÉ«¬®–‰¥â√—∫°“√™—ËßπÈ”Àπ—°∑»π‘¬¡

 Õßµ”·Àπàß (Àπà«¬‡ªìπ°‘‚≈°√—¡) ‡§√◊ËÕß‡¥’¬«°—π∑’Ë·ºπ°

ºŸâªÉ«¬πÕ°  Õß§√—Èß§◊Õ„π«—π°àÕπºà“µ—¥ 1 «—π·≈–„π«—π

∑’Ë 8 À≈—ß°“√ºà“µ—¥ ºŸâªÉ«¬®–∂Ÿ°§—¥ÕÕ°®“°°“√»÷°…“

À“°µ‘¥µàÕ∑“ß‚∑√»—æ∑å‰¡à‰¥â ·≈–‰¡à “¡“√∂∫Õ°§–·ππ

Õ“°“√ª«¥‰¥â ‡√‘Ë¡√—∫ºŸâªÉ«¬∑’Ë¡’Õ“¬ÿ10 ªï¢÷Èπ‰ª ‰¡à¡’‚√§

‡≈◊Õ¥ ‚√§√à«¡ ‡™àπ‡∫“À«“π §«“¡¥—π‚≈À‘µ Ÿß ‚√§À—«„®

À√◊Õ ß —¬«à“®–‡ªìπ‚√§¡–‡√ÁßµàÕ¡∑Õπ ‘́≈ °“√ºà“µ—¥∑”

‚¥¬·æ∑¬åÀŸ §Õ ®¡Ÿ°∑’Ë¡’ª√– ∫°“√≥å°“√ºà“µ—¥ 10 ªï

¢÷Èπ‰ª  2 §π ·≈–‚∑√»—æ∑å Õ∫∂“¡Õ“°“√¢ÕßºŸâªÉ«¬

‚¥¬æ¬“∫“≈ºŸâ™à«¬«‘®—¬Àπ÷Ëß§π °“√∑”ºà“µ—¥„πºŸâªÉ«¬

∑ÿ°√“¬„™â«‘∏’«“ß¬“ ≈∫ ·≈–©’¥¬“™“‡©æ“–∑’Ë¥â«¬

xylocain º ¡  adrenaline 1:10000  10 ml.‰¥â√—∫¬“

·°âª«¥§◊Õ paracetamal ¢π“¥ 10 mg/kg „π‡¥Á°

À√◊Õ 1 °√—¡ „πºŸâ„À≠à„π·µà≈–¡◊ÈÕ·≈– Õ∫∂“¡ª√‘¡“≥

‡ªìπ®”π«π§√—Èß∑’Ë√—∫ª√–∑“π  ∑ÿ°√“¬‰¥â√—∫¬“ªØ‘™’«π–

§◊Õ Amoxicillin  80 ¡‘≈≈‘°√—¡µàÕ°‘‚≈°√—¡µàÕ«—π·∫àß„Àâ

3 ‡«≈“„π‡¥Á° „πºŸâ„À≠à„Àâ 750 ¡‘≈≈‘°√—¡ ·∫àß„Àâ 3 ‡«≈“

·≈–À“°·æâ Amoxicillin ®–„Àâ Erytromycin ·∑π

∫—π∑÷°√–¬–‡«≈“„π°“√ºà“µ—¥ ‡ªìππ“∑’ ‚¥¬„Àâæ¬“∫“≈

™à«¬ºà“µ—¥‡ªìπºŸâ®—∫‡«≈“ µ—Èß·µà‡√‘Ë¡ºà“µ—¥®π ‘Èπ ÿ¥°“√

ºà“µ—¥ ·æ∑¬åª√–‡¡‘π°“√‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥ ‚¥¬·∫àß

‡ªìπ 0 = ‰¡à‡ ’¬‡≈◊Õ¥‡≈¬ 1 = ‡ ’¬‡≈◊Õ¥‡≈Á°πâÕ¬Àâ“¡

‡≈◊Õ¥‚¥¬°“√®’È  2 = ‡ ’¬‡≈◊Õ¥¡“°µâÕß‡¬Á∫ºŸ°‡ âπ‡≈◊Õ¥

·æ∑¬å°√Õ°¢âÕ¡Ÿ≈§«“¡¬“°ßà“¬„π°“√„™â‡§√◊ËÕß¡◊Õ ·∫àß

‡ªìπ1 = ßà“¬  2 = ª“π°≈“ß 3 = ¬ÿàß¬“° ·æ∑¬åª√–‡¡‘π

§«“¡æ÷ßæÕ„®‚¥¬·∫àß‡ªìπ 1 = ‰¡à™Õ∫  2 = ‡©¬Ê  3 =

™Õ∫   «‘∏’°“√ºà“µ—¥ MD ∑”‚¥¬‡§√◊ËÕß electrocautery

unit (ERBE model Erbotom ICC 300 H  Germany)

µ—Èß°”≈—ß 40 watts   monopolar forceps ‡√‘Ë¡µ—¥®“°

anterior pillar  superior pole ‡¢â“µ“¡ external

capsule plane ®π∂÷ß inferior  pole ∑—Èß Õß¢â“ß  à«π

°“√ºà“µ—¥«‘∏’ MR  „™â‡§√◊ËÕß Quantum molecular

resonance (MX 90 Telea Engineering, Vicenza, Italy)

‚¥¬µ—Èß§à“ resonance ∑’Ë 40  ºà“π∑“ß bipolar forceps

·≈–∑”°“√ºà“µ—¥‡À¡◊Õπ«‘∏’ MD À≈—ßºà“µ—¥«—π·√°

·æ∑¬åª√–‡¡‘π§–·ππ§«“¡ª«¥„πµÕπ‡™â“µ“¡ VAS

°“√√—∫ª√–∑“π¬“·°âª«¥„π«—π·√°„Àâ∑ÿ° 4 ™—Ë«‚¡ß

¬°‡«âπ‡«≈“À≈—∫ À≈—ß®“°π—Èπ„Àâµ“¡∑’Ë√–∫ÿ¢â“ßµâπ·µà

®”π«π§√—Èßµ“¡§«“¡µâÕß°“√¢ÕßºŸâªÉ«¬Àà“ß°—πÕ¬à“ßπâÕ¬

4 ™—Ë«‚¡ß Õ“°“√∫«¡¢Õß≈‘Èπ‰°à ·∫àß‡ªìπ 0 = ‰¡à∫«¡

1 = ∫«¡‡≈Á°πâÕ¬  2 = ∫«¡¡“°°«à“ Õß‡∑à“   Õ∫∂“¡

°“√√—∫ª√–∑“πÕ“À“√  ‚¥¬°“√∫—π∑÷°°“√√—∫ª√–∑“π

®–„Àâ‡¢’¬πµ—«‡≈¢«—π∑’ËÀ≈—ßºà“µ—¥∑’Ë‡√‘Ë¡√—∫ª√–∑“π‰¥â«—π

·√°·¬°√–À«à“ßÕ“À“√ÕàÕπ·≈–Õ“À“√∑—Ë«‰ª √«¡∑—Èß

®“°°“√ Õ∫∂“¡√“¬«—π  ‚¥¬π—∫«—π∑’Ë “¡“√∂√—∫

ª√–∑“π¡“°°«à“  5 §”¢÷Èπ‰ªµàÕ¡◊ÈÕ  ºŸâªÉ«¬∑ÿ°√“¬®–√—∫

‰«â„π‚√ßæ¬“∫“≈À≈—ßºà“µ—¥Àπ÷Ëß«—π À≈—ß®“°π—Èπ‡¡◊ËÕºŸâ

ªÉ«¬°≈—∫∫â“π ºŸâ™à«¬«‘®—¬®–‚∑√»—æ∑å Õ∫∂“¡∑ÿ°«—π™à«ß

‡«≈“ 15-16  π“Ãî°“  „π«—π∑’Ë 8 À≈—ßºà“µ—¥π—¥ºŸâªÉ«¬

¡“æ∫·æ∑¬å ®–‰¥â√—∫°“√ª√–‡¡‘ππÈ”Àπ—° §–·ππ§«“¡ª«¥

°“√∫«¡¢Õß≈‘Èπ‰°à °“√¡’‡≈◊Õ¥ÕÕ° °“√√—∫ª√–∑“πÕ“À“√

≈—°…≥–·º≈ºà“µ—¥‚¥¬∫—π∑÷°‡ªìπ 1 = whitish patch 2

= granulation 3 = normal mucosa

°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈∑“ß ∂‘µ‘

«‘‡§√“–Àå¢âÕ¡Ÿ≈æ◊Èπ∞“π¥â«¬§à“§«“¡‡©≈’Ë¬ §à“°≈“ß

§«“¡∂’Ë√âÕ¬≈– ‚¥¬„™â  SPSS version 11 ‡ª√’¬∫‡∑’¬∫

‚¥¬„™â chi 2, independence t- test ·≈–Wilcoxon

rank sum test   °√≥’°“√°√–®“¬¢âÕ¡Ÿ≈‰¡à‡ªìπª°µ‘

¬Õ¡√—∫§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘∑’Ë p< 0.05

º≈¢Õß°“√»÷°…“

1. ¢âÕ¡Ÿ≈æ◊Èπ∞“π

°≈ÿà¡µ—«Õ¬à“ß¡’Õ“¬ÿ‡©≈’Ë¬„°≈â‡§’¬ß°—π§◊Õ 29.6

 ÿ«‘«√√≥ π°ÀπŸ,  ™≈∏‘™“  ®—π∑‘«“ πå
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(SD 9.66) „π°≈ÿà¡ MD·≈– 29.0 (SD 11.55) „π°≈ÿà¡

MR·≈–¡’‡æ»À≠‘ß√âÕ¬≈– 60 ‡∑à“°—π∑—Èß Õß°≈ÿà¡ πÈ”Àπ—°

„π°≈ÿà¡ MD §àÕπ¢â“ß¡“°°«à“  ª√–¡“≥§à“°≈“ß∑’Ë  66

°‘‚≈°√—¡ (πâÕ¬∑’Ë ÿ¥ 43 °‘‚≈°√—¡ -  ¡“°∑’Ë ÿ¥ 115 °‘‚≈°√—¡ )

·≈–¡“°°«à“√âÕ¬≈– 53.3 ¡’πÈ”Àπ—°¡“°°«à“  60 °‘‚≈°√—¡

¢≥–∑’Ë°≈ÿà¡ MR ¡’πÈ”Àπ—°πâÕ¬°«à“ 60 °«à“√âÕ¬≈– 53

·µà§«“¡·µ°µà“ß¢ÕßπÈ”Àπ—°°àÕπºà“µ—¥‰¡à¡’π—¬ ”§—≠

∑“ß ∂‘µ‘ (p=0.606) ¢âÕ∫àß™’È „π°“√ºà“µ—¥ à«π„À≠à

‡ªìπ°“√Õ—°‡ ∫‡√◊ÈÕ√—ß √âÕ¬≈– 73 ·≈–°≈ÿà¡ MR ¡’¢âÕ

∫àß™’È à«π„À≠à‡ªìπ°“√Õ—°‡ ∫‡√◊ÈÕ√—ß√âÕ¬≈– 80 ¡“°°«à“

Õ’°°≈ÿà¡   ·µà§«“¡·µ°µà“ß¢Õß¢âÕ∫àß™’È„π°“√ºà“µ—¥‰¡à¡’

π—¬ ”§—≠∑“ß ∂‘µ‘ (p=0.243) ¢π“¥¢ÕßµàÕ¡∑Õπ´‘≈

∑—Èß Õß°≈ÿà¡æÕÊ°—π§◊Õ¡’¢π“¥‚µ√–¥—∫ 3 ¢÷Èπ‰ª°«à“√âÕ¬

≈– 60  §«“¡·µ°µà“ß¢Õß¢π“¥¢ÕßµàÕ¡∑Õπ´‘≈

¥—ß°≈à“«‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p=0.826) (µ“√“ß∑’Ë 1)

µ“√“ß∑’Ë 1 ‡ª√’¬∫‡∑’¬∫≈—°…≥–¢Õß°≈ÿà¡µ—«Õ¬à“ß„π°≈ÿà¡∑’Ë‰¥â√—∫°“√ºà“µ—¥·∫∫ Monopolar diathermy(MD) ·≈–

Molecular resonance (MR)

°“√»÷°…“‡ª√’¬∫‡∑’¬∫º≈°“√ºà“µ—¥∑Õπ´‘≈¥â«¬«‘∏’ Molecular resonance ·≈–«‘∏’ Monopolar diathermy
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2. ¢âÕ¡Ÿ≈¢≥–ºà“µ—¥

µ—«·ª√∑’Ë»÷°…“¢≥–ºà“µ—¥‰¥â·°à √–¬–‡«≈“∑’Ë„™â

„π°“√ºà“µ—¥  °“√‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥  §«“¡¬“°/ ßà“¬

¢Õß°“√ºà“µ—¥  §«“¡æ÷ßæÕ„®„π‡§√◊ËÕß¡◊Õ∑’Ë„™âºà“µ—¥

¢Õß·æ∑¬å  æ∫«à“√–¬–‡«≈“∑’Ë„™â„π°“√ºà“µ—¥¢Õß«‘∏’ MD

 à«π„À≠à¡“°°«à“ 15 π“∑’ √âÕ¬≈– 60 §à“°≈“ß∑’Ë 17.5

π“∑’ πâÕ¬ ÿ¥ 8 π“∑’ ·≈–π“π ÿ¥ 45 π“∑’ ¢≥–∑’Ë«‘∏’

MR §à“°≈“ß∑’Ë 15 π“∑’ πâÕ¬ ÿ¥ 10 π“∑’ π“π ÿ¥ 50

π“∑’ ·µà§«“¡·µ°µà“ß‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p=0.976)

°“√‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥æ∫«à“«‘∏’ MR  à«π„À≠à

®–‰¡à‡ ’¬‡≈◊Õ¥ (°«à“√âÕ¬≈– 70) ¢≥–∑’Ë«‘∏’ MD ¡’°“√

‡ ’¬‡≈◊Õ¥πâÕ¬∂÷ß¡“°√âÕ¬≈– 43.3 ·µàæ∫«à“°“√ºà“µ—¥

∑—Èß Õß«‘∏’¡’°“√‡ ’¬‡≈◊Õ¥¡“°®πµâÕß‡¬Á∫ºŸ°À≈Õ¥‡≈◊Õ¥

‡∑à“°—π§◊Õ«‘∏’≈– 4 §π §‘¥‡ªìπ√âÕ¬≈– 13.3 Õ¬à“ß‰√

°Áµ“¡§«“¡·µ°µà“ß¢Õß°“√‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥‰¡à¡’π—¬

 ”§—≠∑“ß ∂‘µ‘ (p=0.176)

§«“¡¬“°ßà“¬¢Õß°“√°“√ºà“µ—¥æ∫«à“«‘∏’ MR

¡’§«“¡¬“°„π°“√ºà“µ—¥¡“°°«à“ ∂÷ß√âÕ¬≈– 66.7 §‘¥‡ªìπ

2.22 ‡∑à“¢Õß°“√ºà“µ—¥«‘∏’ MD ‚¥¬¡’§«“¡·µ°µà“ß

Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ [RR2.22 (95%CI: 1.22-4.06);

p= 0.004] (µ“√“ß∑’Ë2, 3)

µ“√“ß∑’Ë 2 : ‡ª√’¬∫‡∑’¬∫º≈°“√ºà“µ—¥·∫∫ Monopolar diathermy(MD) ·≈– Molecular resonance (MR)

 ÿ«‘«√√≥ π°ÀπŸ,  ™≈∏‘™“  ®—π∑‘«“ πå
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§«“¡æÕ„®„π‡§√◊ËÕß¡◊Õ∑’Ë„™âºà“µ—¥¢Õß·æ∑¬åæ∫«à“·æ∑¬åæÕ„®«‘∏’ MD √âÕ¬≈– 76.7 §‘¥‡ªìπ 0.65 ‡∑à“¢Õß«‘∏’ MR
‚¥¬¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ [RR0.65 (95%CI: 0.43-0.98); p= 0.032]  (µ“√“ß∑’Ë 2,3)

3. ¢âÕ¡Ÿ≈À≈—ßºà“µ—¥
       §–·ππ§«“¡ª«¥‡©≈’Ë¬À≈—ßºà“µ—¥ µ“¡ 10 visual analog scale „π«—π∑’Ë 1 À≈—ßºà“µ—¥¥â«¬«‘∏’ MD ‡∑à“°—∫

5.1§–·ππ (SD 2.15) ¢≥–∑’Ë«‘∏’ MR ‡∑à“°—∫ 4.8§–·ππ (SD 2.92) ·≈–¡’·π«‚πâ¡≈¥≈ß®π¡’§à“‡©≈’Ë¬§–·ππ§«“¡
ª«¥®“°°“√ºà“µ—¥¥â«¬«‘∏’ MD ∑’Ë 2.7§–·ππ (SD 2.26) „π«—π∑’Ë 8 ¢≥–∑’Ë«‘∏’ MR ‡∑à“°—∫ 2.4§–·ππ (SD 1.85)
·µà§«“¡·µ°µà“ß¥—ß°≈à“«‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (√Ÿª∑’Ë 1)

§à“°≈“ß¢Õß®”π«π§√—Èß¢Õß¬“·°âª«¥∑’Ë„™âÀ≈—ßºà“µ—¥æ∫«à“ à«π„À≠àºŸâªÉ«¬¡’°“√„™â¬“·°âª«¥À≈—ß°“√ºà“µ—¥
·µ°µà“ß°—π‡≈Á°πâÕ¬ ·µà‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ §◊Õ¡’§à“°≈“ß®”π«π∑’Ë„™â„π«—π·√°∑’Ë  6 §√—Èß µË” ÿ¥ 2 §√—Èß  Ÿß ÿ¥ 6 §√—Èß
‚¥¬«‘∏’ MD µË” ÿ¥ 4 §√—Èß‚¥¬«‘∏’ MR ·≈–¡’·π«‚πâ¡¢Õß®”π«π°“√‰¥â¬“·°âª«¥‚¥¬«‘∏’ MR ∑’Ë¡“°°«à“Õ¬à“ß¡’π—¬
 ”§—≠∑“ß ∂‘µ‘‡©æ“–«—π∑’Ë 3 (p = 0.020; Wilcoxon rank sum test) (√Ÿª∑’Ë 1)

°√“ø∑’Ë 1  °√“ø· ¥ß Median pain score ·≈–ª√‘¡“≥¬“·°âª«¥∑’ËµâÕß„™âµàÕ«—π ‡ª√’¬∫‡∑’¬∫ MD vs MR µ—Èß·µà

Day1-8 (P value >0.05)

µ“√“ß∑’Ë 3 ‡ª√’¬∫‡∑’¬∫ RR ·≈– RD ¢Õß°“√√—°…“·∫∫Monopolar diathermy(MD) ·≈– Molecular resonance

(MR)

°“√»÷°…“‡ª√’¬∫‡∑’¬∫º≈°“√ºà“µ—¥∑Õπ´‘≈¥â«¬«‘∏’ Molecular resonance ·≈–«‘∏’ Monopolar diathermy
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°“√‡°‘¥‡≈◊Õ¥ÕÕ°À≈—ßºà“µ—¥æ∫«à“ à«π„À≠à‰¡à¡’‡≈◊Õ¥ÕÕ° ·¬°µ“¡«—π‡ª√’¬∫‡∑’¬∫·≈â«‰¡à¡’§«“¡·µ°µà“ßÕ¬à“ß¡’
π—¬ ”§—≠∑“ß ∂‘µ‘ ∑—Èß Õß«‘∏’¡’°“√‡°‘¥‡≈◊Õ¥ÕÕ°∑’ËµâÕßÀâ“¡‡≈◊Õ¥„πÀâÕßºà“µ—¥Õ¬à“ß≈–Àπ÷Ëß§π§‘¥‡ªìπ√âÕ¬≈– 3.3 ·≈–
‡°‘¥À≈—ß«—π∑’Ë 4 À√◊Õ 5 (√Ÿª∑’Ë 2)

«—π∑’ËºŸâªÉ«¬‡√‘Ë¡√—∫ª√–∑“πÕ“À“√ÕàÕπ ®–¡’‰¥â

µ—Èß·µà«—π∑’Ë 1 ∂÷ß«—π∑’Ë 9 ·µà§à“°≈“ß‡ªìπ«—π∑’Ë 2 ∑—Èß Õß«‘∏’

‰¡à¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘  à«π°“√

√—∫ª√–∑“πÕ“À“√∏√√¡¥“¡’§à“‡©≈’Ë¬∑’Ë«—π∑’Ë 7 (MD) ·≈–

«—π∑’Ë 9 (MR) À¡“¬∂÷ß°“√∑’Ë¬—ß‰¡à‡√‘Ë¡√—∫ª√–∑“π‡≈¬

„π«—π∑’Ë 8  §à“‡©≈’Ë¬¢ÕßπÈ”Àπ—°∑’Ë≈¥≈ß„π —ª¥“Àå·√°

∑—Èß  Õß°≈ÿà¡ ‡∑à“°—∫ 2.13 °‘‚≈°√—¡ (SD 0.33) „π«‘∏’

MD ·≈–‡∑à“°—∫ 2.15 °‘‚≈°√—¡ (SD 0.26) „π«‘∏’ MR

§«“¡·µ°µà“ß‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p = 0.970

 independent t-test) (µ“√“ß∑’Ë 2)

°“√À“¬¢Õß·º≈„π —ª¥“Àå·√° ·∫àß‡ªìπ°“√∫«

¢Õß≈‘Èπ‰°à·≈–≈—°…≥–¢Õß·º≈ æ∫«à“‰¡à¡’§«“¡·µ°

µà“ß¢Õß°“√∫«¡¢Õß≈‘Èπ‰°à „π«—π∑’Ë 8 À≈—ßºà“µ—¥‰¡à¡’π—¬

 ”§—≠∑“ß ∂‘µ‘ §◊Õ¡’°“√∫«¡¢Õß≈‘Èπ‰°à¡“°°«à“ Õß‡∑à“

∂÷ß√âÕ¬≈– 53 ∑—Èß Õß«‘∏’ (p = 0.931) ·µà¡’§«“¡·µ°

µà“ß¢Õß≈—°…≥–·º≈À≈—ßºà“µ—¥∑’Ë‡ªìπ granulation Õ¬à“ß

¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p = 0.032 ; chi 2 test ) §◊Õæ∫

°“√‡°‘¥ granulation√âÕ¬≈– 27.6 „π«‘∏’ MD ¢≥–∑’Ë«‘∏’

MR æ∫‡æ’¬ß 2 §πÀ√◊Õ√âÕ¬≈– 6.7 (µ“√“ß∑’Ë 2,3)

°√“ø 2 · ¥ß°“√‡°‘¥ Bleeding ‡ª√’¬∫‡∑’¬∫√–À«à“ß MD Vs MR µ—Èß·µà Day1-8(P value>0.05)

 ÿ«‘«√√≥ π°ÀπŸ,  ™≈∏‘™“  ®—π∑‘«“ πå
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∫∑«‘®“√≥å

°“√»÷°…“§√—Èßπ’È ‰¥â·∫àß°≈ÿà¡ºŸâªÉ«¬‚¥¬Õ“»—¬™à«ß

‡«≈“∑’Ë¡’‡§√◊ËÕß¡◊Õºà“µ—¥ Quantum molecular

resonance ´÷Ëß‰¥â√—∫°“√Õπÿ‡§√“–Àå„Àâ¬◊¡®“°∫√‘…—∑

‡§√◊ËÕß¡◊Õ·æ∑¬å ·≈–À“°™à«ß∑’Ë‰¡à¡’‡§√◊ËÕß¡◊Õ¥—ß°≈à“«

®–„™â‡§√◊ËÕß electrocautery unit ERBE model Erbotom

ICC 300 H  Germanyºà“µ—¥ ‚¥¬·∫àßºŸâªÉ«¬‡∑à“°—π„π

·µà≈–°≈ÿà¡ §◊Õ 30 √“¬  ®÷ß‰¡à‡ªìπ°“√·∫àß‚¥¬°“√ ÿà¡

·∫∫Õ‘ √– Õ¬à“ß‰√°Áµ“¡ºŸâªÉ«¬·≈–æ¬“∫“≈ºŸâ™à«¬«‘®—¬

µà“ß‰¡à∑√“∫«‘∏’°“√ºà“µ—¥∑’Ë ‰¥â√—∫ ®“°°“√‡ª√’¬∫‡∑’¬∫

¢âÕ¡Ÿ≈æ◊Èπ∞“π¢Õß∑—Èß Õß°≈ÿà¡æ∫«à“ Õ“¬ÿ‡©≈’Ë¬∑—Èß Õß

°≈ÿà¡¡’§«“¡„°≈â‡§’¬ß°—π  ∑—Èß Õß°≈ÿà¡¡’°“√·∫àß‡æ»∑’Ë

‡∑à“°—πæÕ¥’   à«ππÈ”Àπ—°°≈ÿà¡ MD ¡“°°«à“‡≈Á°πâÕ¬ ¢âÕ

∫àß™’È „π°“√ºà“µ—¥ à«π„À≠à∑—Èß Õß«‘∏’‡ªìπ°“√Õ—°‡ ∫

‡√◊ÈÕ√—ß·≈–¢π“¥∑Õπ´‘≈¡“°°«à“√–¥—∫ 3 ‚¥¬ √ÿª·≈â«

‰¡à¡’§«“¡·µ°µà“ß¢Õß¢âÕ¡Ÿ≈æ◊Èπ∞“πµ“¡π—¬ ”§—≠¢Õß

 ∂‘µ‘

º≈°“√»÷°…“‡ª√’¬∫‡∑’¬∫µ—«·ª√¢≥–ºà“µ—¥æ∫

«à“√–¬–‡«≈“∑’Ë„™â„π°“√ºà“µ—¥«‘∏’ MR πâÕ¬°«à“«‘∏’ MD

‡≈Á°πâÕ¬∑—Èß∑’Ë«‘∏’ MR ‡ªìπ«‘∏’„À¡à À“°·æ∑¬å„™â‡«≈“„π

°“√Ωñ°Ωπ·≈–æ—≤π“∑—°…– ·≈–ª√– ∫°“√≥å Õ“®„™â

‡«≈“„π°“√ºà“µ—¥πâÕ¬≈ß°«à“π’ÈÕ’° Õ¬à“ß‰√°Áµ“¡∑—Èß Õß

«‘∏’µà“ß°Á„™â‡«≈“„π°“√ºà“µ—¥πâÕ¬‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°—∫«‘∏’

cold dissection(CD)24 ‡π◊ËÕß®“°«‘∏’°“√ºà“µ—¥ CD

¡’°“√‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥¡“°°«à“  ·≈–µâÕßºŸ°À√◊Õ

‡¬Á∫ºŸ°À≈Õ¥‡≈◊Õ¥ ¢≥–∑’Ë«‘∏’ MR ¡’Õ—µ√“°“√‡ ’¬‡≈◊Õ¥

πâÕ¬°«à“∑ÿ°«‘∏’ ‡π◊ËÕß®“°∑—Èß«‘∏’ MD ·≈– MR  “¡“√∂

Àâ“¡‡≈◊Õ¥‰¥âßà“¬„πÕ—π‡«≈“√«¥‡√Á« ·≈–¡’Õ—µ√“°“√‡ ’¬

‡≈◊Õ¥¡“° ÷́Ëß®–µâÕß‡¬Á∫ºŸ°À≈Õ¥‡≈◊Õ¥‡∑à“°—π§◊Õ√âÕ¬≈–

13.3

§«“¡¬“°/ßà“¬¢Õß°“√°“√ºà“µ—¥æ∫«à“«‘∏’ MR

¡’§«“¡¬“°„π°“√ºà“µ—¥¡“°°«à“ §‘¥‡ªìπ 2.22 ‡∑à“¢Õß

°“√ºà“µ—¥«‘∏’ MD [RR(95%CI: 1.22-4.06)  ;p= 0.004]

¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘  ∑—Èßπ’Èπà“®–

‡°‘¥®“°°“√∑’Ë‰¡à§ÿâπ‡§¬°—∫‡§√◊ËÕß¡◊Õ™π‘¥„À¡à¢Õß·æ∑¬å

®÷ßµâÕßÕ“»—¬‡«≈“ °“√Ωñ°Ωπ∑—°…– ·≈–¡’º≈ —¡æ—π∏å°—∫

§«“¡æÕ„®„π‡§√◊ËÕß¡◊Õ∑’Ë„™âºà“µ—¥¢Õß·æ∑¬åæ∫«à“·æ∑¬å

æÕ„®«‘∏’ MD √âÕ¬≈– 76.7 §‘¥‡ªìπ 0.65 ‡∑à“¢Õß«‘∏’ MR

[RR(95%CI: 0.43-0.98) ; p= 0.032]  ] ¡’§«“¡·µ°

µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘  ®—¥«à“«‘∏’ºà“µ—¥ MD ¡’¢âÕ

‰¥â‡ª√’¬∫‡π◊ËÕß®“°‡ªìπ‡§√◊ËÕß¡◊Õ∑’Ë·æ∑¬å§ÿâπ‡§¬·≈–ßà“¬

µàÕ°“√Àâ“¡‡≈◊Õ¥„π‡«≈“‡¥’¬«°—π

º≈°“√»÷°…“æ∫«à“§–·ππ§«“¡ª«¥‡©≈’Ë¬À≈—ß

ºà“µ—¥ 1 «—π (µ“¡ 10 visual analog scale) „π°“√

ºà“µ—¥∑—Èß Õß«‘∏’‰¡à·µ°µà“ß ·≈–§–·ππ§«“¡ª«¥‡©≈’Ë¬

„π 2 «—π·√°‚¥¬«‘∏’ MD ®–¡“°°«à“‡≈Á°πâÕ¬À≈—ß®“°

π—Èπ°≈—∫‡ªìππâÕ¬°«à“  Õ¬à“ß‰√°Áµ“¡§«“¡·µ°µà“ßπ’È ‰¡à¡’

π—¬ ”§—≠∑“ß ∂‘µ‘ ≈—°…≥–°“√≈¥≈ß‰¡à‰¥â‡ªìπ‡ âπµ√ß

·≈–¡’°“√‡æ‘Ë¡¢÷Èπ¢Õß§à“‡©≈’Ë¬§–·ππ§«“¡ª«¥‡≈Á°πâÕ¬

„π«—π∑’Ë 6 À≈—ßºà“µ—¥ Õ∏‘∫“¬®“°°“√À≈ÿ¥≈Õ°¢Õß·º≈

eschar ∑”„Àâ —¡º— °—∫°≈â“¡‡π◊ÈÕ·≈–ª≈“¬ª√– “∑

µà“ß°—∫≈—°…≥–°“√≈¥≈ß¢Õß§–·ππ§«“¡ª«¥‡©≈’Ë¬

À≈—ßºà“µ—¥«‘∏’ MR ∑’Ë¡’°“√≈¥≈ß‡ªìπ‡ âπµ√ß ´÷ËßÕ∏‘∫“¬

‰¥â®“°°“√ºà“µ—¥∑’ËÕÿ≥À¿Ÿ¡‘πâÕ¬°«à“ 50 Õß»“‡´≈‡ ’́¬ 

∑”„Àâ≈¥°“√‡°‘¥·º≈ eschar ∑”„Àâ°≈‰°°“√‡°‘¥Õ“°“√

ª«¥≈¥≈ßÕ¬à“ßµàÕ‡π◊ËÕß14   —¡æ—π∏å°—∫≈—°…≥–°“√À“¬

¢Õß·º≈À≈—ßºà“µ—¥«‘∏’ MR ∑’Ëæ∫«à“‡°‘¥ granulation

πâÕ¬°«à“Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ p = 0.032  ·≈–À“°

æ‘®“√≥“§à“°≈“ß§–·ππ§«“¡ª«¥À≈—ßºà“µ—¥«‘∏’ MR

°≈—∫æ∫«à“≈¥≈ß™â“°«à“«‘∏’ MD „π™à«ß 3 «—π·√° Õ¥§≈âÕß

°—∫§à“°≈“ß¢Õß®”π«π§√—Èß∑’Ë√—∫ª√–∑“π¬“·°âª«¥∑’Ë¡’

§«“¡·µ°µà“ß„π«—π∑’Ë 2 ·≈– 3 p = 0.020  ·µà‰¡à·µ°

µà“ß°—πÀ≈—ß«—π∑’Ë 4 ®÷ßÕ∏‘∫“¬‰¥â«à“°“√ºà“µ—¥∑—Èß Õß«‘∏’¡’

§«“¡·µ°µà“ß°—π‡æ’¬ß‡≈Á°πâÕ¬ ∑”„Àâ°“√‡ª√’¬∫‡∑’¬∫

§–·ππ§«“¡ª«¥‡©≈’Ë¬‰¡à·µ°µà“ß°—π¡“°π—°

§à“‡©≈’Ë¬«—π∑’ËºŸâªÉ«¬‡√‘Ë¡√—∫ª√–∑“πÕ“À“√ÕàÕπ

À≈—ßºà“µ—¥  ·≈–°“√√—∫ª√–∑“πÕ“À“√∏√√¡¥“„π∑—Èß 2

°≈ÿà¡ ¡’§«“¡·µ°µà“ß·µà‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘  ∑—Èßπ’È¬—ß

æ∫§à“‡©≈’Ë¬¢ÕßπÈ”Àπ—°µ—«∑’Ë≈¥≈ß„π —ª¥“Àå·√°‰¡à·µ°

µà“ß°—π§◊Õª√–¡“≥ 2 °‘‚≈°√—¡  Õ¥√—∫°—∫§–·ππ°“√ª«¥

°“√»÷°…“‡ª√’¬∫‡∑’¬∫º≈°“√ºà“µ—¥∑Õπ´‘≈¥â«¬«‘∏’ Molecular resonance ·≈–«‘∏’ Monopolar diathermy
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°“√√—∫ª√–∑“π¬“·°âª«¥ °“√√—∫ª√–∑“πÕ“À“√ ∑’Ë‰¡à¡’

º≈·µ°µà“ß°—π∑ÿ°Õ¬à“ß

°“√‡°‘¥‡≈◊Õ¥ÕÕ°À≈—ßºà“µ—¥æ∫«à“‰¡à·µ°µà“ß°—π

∑—Èß Õß«‘∏’§◊Õ¡’Õ—µ√“°“√‡°‘¥‡≈◊Õ¥ÕÕ°∑’ËµâÕß√—∫°≈—∫‡¢â“

¡“Àâ“¡‡≈◊Õ¥À≈—ß«—π∑’Ë 4-5 «‘∏’≈–Àπ÷Ëß§π§‘¥‡ªìπ√âÕ¬≈– 3.3

´÷Ëß‡°‘¥πâÕ¬‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°—∫°“√»÷°…“¢Õß M SW Lee

∑’Ë¡’§à“‡©≈’Ë¬°“√‡°‘¥‡≈◊Õ¥ÕÕ°¿“¬À≈—ßºà“µ—¥ CD Õ¬Ÿà∑’Ë

√âÕ¬≈– 1-16 ·≈–°“√ºà“µ—¥¥â«¬ bipolar diathermy

¡’Õ—µ√“°“√‡°‘¥‡≈◊Õ¥ÕÕ°À≈—ßºà“µ—¥∑’Ë√âÕ¬≈– 9.2

 √ÿª

º≈°“√»÷°…“‡ª√’¬∫‡∑’¬∫°“√ºà“µ—¥æ∫«à“°“√

ºà“µ—¥¥â«¬«‘∏’ MR ¡’§«“¡„°≈â‡§’¬ß°—∫°“√ºà“µ—¥«‘∏’ MD

·æ∑¬å¬—ßµâÕßÕ“»—¬‡«≈“„π°“√∑”§«“¡§ÿâπ‡§¬°—∫‡§√◊ËÕß

¡◊Õ MR ‡æ◊ËÕ„Àâ‡°‘¥∑—°…–∑’Ë¥’¢÷Èπ ·≈–°“√»÷°…“‡æ‘Ë¡„π à«π

¢Õß·º≈ºà“µ—¥∑’Ë¡’°“√‡°‘¥ granulation πâÕ¬°«à“

°‘µµ‘°√√¡ª√–°“»

¢Õ¢Õ∫§ÿ≥·æ∑¬åÀ≠‘ßÀ∑—¬∑‘æ¬å ∏√√¡«‘√‘¬°ÿ≈

„π°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈∑“ß ∂‘µ‘ ·≈–Àâ“ßÀÿâπ à«π®”°—¥

‚´π‘§ ‰∫‚Õ‡¡¥  „π°“√Õπÿ‡§√“–Àå‡§√◊ËÕß Telea Electronic

Engineering √ÿàπ Quantum ENT „π°“√ºà“µ—¥
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√“¬ß“πºŸâªÉ«¬ 1 √“¬∑’Ë¡’ª√– “∑ÀŸ‡ ◊ËÕ¡‡©’¬∫æ≈—π·≈–‡«’¬π»’√…–À≈—ß‰¥â√—∫°“√§’∫‡ÀÁ∫∑’Ë°—¥∫√‘‡«≥‡¬◊ËÕ·°â«ÀŸ

ºŸâªÉ«¬‡√‘Ë¡¡’Õ“°“√‡«’¬π»’√…–∫â“πÀ¡ÿπ·≈–ÀŸÕ◊ÈÕÀ≈—ß®“°§’∫‡ÀÁ∫ÕÕ°®“°ÀŸ 8 ™—Ë«‚¡ß ·≈–À“¬‡ªìπª°µ‘„π 6  —ª¥“Àå

À≈—ß®“°‰¥â√—∫¬“ prednisolone, cinnarizine, B complex

Acute Cochleovestibulopathy Post Ear Tick Removal: A Case Report
Wichan  Jongprasartsuk, MD

Abstract

A case of sudden sensorineural hearing loss (SSNHL) with vertigo was reported. A tick was

removed from her tympanic membrane. Eight hours later she developed SSNHL and vertigo that

resolved within six weeks after treatment with prednisolone, cinnarizine, B complex. The author believes

that it is the consequence of the tickûs toxin causing the SSNHL.

Keywords : Tick, Ear, Sudden sensorineural hearing loss, vertigo, labyrinthitis
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∫∑π”

ºŸâªÉ«¬∑’Ë¡“¥â«¬Õ“°“√ SSNHL √à«¡°—∫ vertigo

·≈– nystagmus ‡æ’¬ß¢â“ß‡¥’¬« Õ“®‡°‘¥®“° vascular

cause, labyrinthitis, autoimmune inner ear disease,

inner ear trauma ·≈–Õ◊ËπÊ ∑’ËÀ“ “‡Àµÿ‰¡àæ∫ „π

√“¬ß“ππ’ÈºŸâ‡¢’¬ππ”‡ πÕºŸâªÉ«¬√“¬·√°∑’Ë¡’Õ“°“√¢Õß

inner ear dysfunction ∑’Ë‡™◊ËÕ«à“¡’ “‡Àµÿ∑’Ë‡°’Ë¬«¢âÕß°—∫

‡ÀÁ∫„π™àÕßÀŸ

√“¬ß“πºŸâªÉ«¬

ºŸâªÉ«¬À≠‘ß‰∑¬§Ÿà Õ“¬ÿ 40 Õ“™’æ∑”‰√à ¡’ ‚√§

ª√–®”µ—«§«“¡¥—π‚≈À‘µ Ÿß ‰¢¡—π„π‡≈◊Õ¥ Ÿß «‘π‘®©—¬¡“

1 ‡¥◊Õπ „™â¬“ª√–®”µ—«‡ªìπ Losartan, Carvedilol,

Amlodipine, ASA (81mg), Simvastatin ¡’ª√–«—µ‘

ª«¥ÀŸ¢â“ß´â“¬ 1 «—π ‰ªµ√«®∑’Ë§≈‘π‘° ·æ∑¬å«‘π‘®©—¬«à“

¡’‡ÀÁ∫„π™àÕßÀŸ ·≈–‰¥â§’∫‡ÀÁ∫ÕÕ° ·≈–„Àâ¬“ Dicloxacillin

(250mg), chloramphenicol ear drop, paracetamol

(500mg) À≈—ß®“°π—Èπ 8 ™—Ë«‚¡ß ¢≥–∑’ËºŸâªÉ«¬°”≈—ßπÕπ

À≈—∫ ¡’Õ“°“√‡«’¬π»’√…–∫â“πÀ¡ÿπÕ¬à“ß‡©’¬∫æ≈—π

Õ“‡®’¬π ÀŸ¢â“ß´â“¬Õ◊ÈÕ‰¥â√—∫°“√«‘π‘®‚√§‡∫◊ÈÕßµâπ«à“‡ªìπ

°≈ÿà¡Õ“°“√ ª√– “∑√—∫øíß‡ ’¬ß‡ ◊ËÕ¡Õ¬à“ß©—∫æ≈—π

sudden sensoneural hearing loss (SSNHL) ´÷Ëß

ª√–«—µ‘„πÕ¥’µ ‰¡à‡§¬¡’Õ“°“√‡«’¬π»’√…–∫â“πÀ¡ÿπ À√◊Õ

ÀŸÕ◊ÈÕ ¡“°àÕπ ‰¡à¡’ª√–«—µ‘¥◊Ë¡ ÿ√“À√◊Õ Ÿ∫∫ÿÀ√’Ë °“√µ√«®

√à“ß°“¬ ºŸâªÉ«¬√Ÿâ ÷°µ—«¥’ §«“¡¥—π‚≈À‘µ 120/80 ¡¡.ª√Õ∑

™’æ®√ 76 §√—ÈßµàÕπ“∑’ À“¬„® 20 §√—ÈßµàÕπ“∑’ Õÿ≥À¿Ÿ¡‘

36.8 Õß»“‡´≈‡ ’́¬  °“√µ√«®ÀŸæ∫«à“ ÀŸ´â“¬¡’°âÕπ

‡≈◊Õ¥·ÀâßÊ (blood clot) µ‘¥Õ¬Ÿà∫π‡¬◊ËÕ·°â«ÀŸ (√Ÿª∑’Ë 1)

ÀŸ¢«“ª√°µ‘ °“√µ√«®√–∫∫°“√∑√ßµ—«æ∫«à“¡’ spontane-

ous unidirectional right-beat horizontal and

counterclockwise-rotatory nystagmus √–¥—∫∑’Ë 3

√Ÿª∑’Ë 1 ≈—°…≥–‡¬◊ËÕ·°â«ÀŸ´â“¬ ÷́Ëß¡’°âÕπ‡≈◊Õ¥·Àâßµ‘¥Õ¬Ÿà

°“√µ√«®∑“√ß√–∫∫ª√– “∑ ¡Õßµà“ßÊ ‰¥â·°à

°≈â“¡‡π◊ÈÕ√Õ∫≈Ÿ°µ“ ‡ âπª√– “∑‡ø‡™’¬≈ ª√°µ‘

°“√∑”ß“π¢Õß ¡Õß à«π cerebellum ª°µ‘ √–∫∫

°≈â“¡‡π◊ÈÕ∑—Ë«‰ª √–∫∫À—«„® ªÕ¥ ∑—ÈßÀ¡¥ª°µ‘ Head

impulse test ‰¥âº≈ positive corrective saccade

°“√µ√«®∑“ßÀâÕßªØ‘∫—µ‘°“√‰¥âº≈¥—ßπ’È CBC :Hb

12 gm%, Hct 40% ,WBC 7, 900, Plt 286,000, FBS

77 mg%,  Triglyceride 98 mg%, Cholesterol 199

mg%, HDL 44 mg%, LDL 150 mg%. BUN  9.2 ,Cr

0.69,  Sodium 134 mEq/L , potassium 3.6 mEq/L,

chloride 101 mEq/L, TCO2 21 mEq/L °“√µ√«®

pure tone audiogram :æ∫«à“¡’°“√ Ÿ≠‡ ’¬°“√‰¥â¬‘π

·∫∫√–∫∫ª√– “∑‡ ◊ËÕ¡Õ¬à“ß√ÿπ·√ß¢ÕßÀŸ́ â“¬ (severe

sensorineural hearing loss) ‚¥¬¡’ pure-tone

average = 87 dB
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«‘™“≠  ®ßª√– “∏πå ÿ¢

°“√¥”‡π‘π‚√§

ºŸâªÉ«¬‡¢â“√—°…“„π‚√ßæ¬“∫“≈ ·≈–‰¥â¬“ dimen-

hydrinate intravenous ‡æ◊ËÕ≈¥Õ“°“√‡«’¬π»’√…–

‰¥â√—∫¬“ prednisolone 1mg/kg/day 10 days

´÷Ëß‡ªìπ¬“¡“µ√∞“π„π°“√√—°…“°≈ÿà¡Õ“°“√ SSNHL

πÕ°®“°π—Èπ„Àâ¬“ cinnarizine 75 mg/day ́ ÷ß¡’ƒ∑∏‘‡ªìπ

peripheral vasodilator ·≈–„Àâ ‰«µ“¡‘π B complex

‡æ◊ËÕ‡æ‘Ë¡§«“¡À«—ß„π°“√øóôπµ—«¢Õß√–∫∫ª√– “∑

„π 2 «—π·√° ºŸâªÉ«¬¬—ß‡«’¬π»’√…–∫â“πÀ¡ÿπ ‡ªìπ¡“°

‡«≈“≈◊¡µ“ À√◊Õ‡§≈◊ËÕπ‰À«»’√…– Õ“‡®’¬πÀ≈“¬§√—Èß µàÕ

¡“„π«—π∑’Ë 4 Õ“°“√‡«’¬π»’√…–≈¥≈ß ¬—ß¡’§≈◊Ëπ‰ â ‰¡à¡’

Õ“‡®’¬π ÀŸ´â“¬¬—ßÕ◊ÈÕ ≈ÿ°‡¥‘π∑√ßµ—«‰¥â „π«—π∑’Ë 6 ºŸâªÉ«¬

‡√‘Ë¡∑”°“√∫√‘À“√·∫∫ Cawthorne   ·≈–‰¥â√—∫Õπÿ≠“µ

„Àâ°≈—∫∫â“π‰¥â À≈—ß®“°√—°…“„π‚√ßæ¬“∫“≈ 7 «—π

°“√µ‘¥µ“¡ºŸâªÉ«¬

3  —ª¥“ÀåµàÕ¡“ ºŸâªÉ«¬¬—ß¡’Õ“°“√ÀŸÕ◊ÈÕ¢â“ß ấ“¬

¡’‡ ’¬ß¥—ß„πÀŸ´â“¬‡À¡◊Õπ‡ ’¬ß·¡≈ß√âÕß ‰¡à ‡®Á∫ÀŸ

‰¡à¡’Õ“°“√‡«’¬π»’√…– °“√µ√«®ÀŸ ¢â“ß´â“¬¬—ß¡’°âÕπ

‡≈◊Õ¥¢π“¥‡≈Á°≈ß ·≈–¡’µÿà¡(nodule)  ’¢“«¢π“¥‡≈Á°Ê

(√Ÿª∑’Ë 2) °“√µ√«®√–∫∫°“√∑√ßµ—« ‰¡àæ∫ nystagmus

·≈â« √–∫∫ª√– “∑ °≈â“¡‡π◊ÈÕµà“ßÊª√°µ‘ ºŸâªÉ«¬‰¥â√—∫

‡©æ“–¬“‰«µ“¡‘π‡∑à“π—Èπ

√Ÿª∑’Ë 2 ≈—°…≥–‡¬◊ËÕ·°â«ÀŸ∑’Ë 3  —ª¥“Àå

„π 6  —ª¥“ÀåµàÕ¡“ºŸâªÉ«¬‰¡à¡’Õ“°“√ÀŸÕ◊ÈÕ ‰¡à¡’‡ ’¬ß¥—ß„πÀŸ

‰¡àª«¥ÀŸ ·≈–‰¡à‡«’¬π»’√…–°“√µ√«®ÀŸ ¢â“ß´â“¬ª√°µ‘

‡¬◊ËÕ·°â«ÀŸ‰¡à∑–≈ÿ (√Ÿª∑’Ë 3) °“√µ√«®√–∫∫ª√– “∑ °≈â“¡

‡π◊ÈÕµà“ßÊ ª√°µ‘ º≈µ√«®°“√‰¥â¬‘πª°µ‘

√Ÿª∑’Ë 3 ≈—°…≥–‡¬◊ËÕ·°â«ÀŸ∑’Ë 6  —ª¥“Àå

«‘®“√≥å

ºŸâªÉ«¬∑’Ë¡’Õ“°“√·∫∫ selective loss of cochlear

or vestibular function ¡—°‡°‘¥®“° virus(1)  à«πºŸâ∑’Ë∑’

Õ“°“√∑—Èß cochlear and vestibular loss  Õ“®‡°‘¥®“°

vascular, inflammation, trauma, toxin vascular

cause ∑’Ë¡—°æ∫‡ªìπ “‡Àµÿ¢Õß hearing loss and

vertigo Õ“®‡°‘¥®“° migraine, transient ischemic

attack, ischemic or hemorrhagic stroke(2) „π°√≥’

∑’Ë‡°‘¥®“° ischemic stroke ¡—°‡°‘¥®“° infarction

¢Õß°â“π ¡Õß∫√‘‡«≥∑’Ë‡≈’È¬ß‚¥¬À≈Õ¥‡≈◊Õ¥ anterior

inferior cerebellar artery (AICA) À√◊Õ posterior

inferior cerebellar artery ( PICA ) Lee ·≈–

§≥–‰¥â∑∫∑«πºŸâªÉ«¬ AICA infarction 82 √“¬ æ∫«à“

¡’°“√ Ÿ≠‡ ’¬∑—Èß 2 √–∫∫ (auditory ·≈– vestibular

function) ∂÷ß√âÕ¬≈– 60   Ÿ≠‡ ’¬‡©æ“–√–∫∫ vestibular

√âÕ¬≈– 5 ·≈–  Ÿ≠‡ ’¬‡©æ“–√–∫∫ cochlear √âÕ¬≈–

4(1) „πÕ’°√“¬ß“πÀπ÷Ëß¢Õß Lee ·≈–§≥–√“¬ß“πºŸâªÉ«¬

12 √“¬∑’Ë¡’ AICA infarction æ∫«à“ºŸâªÉ«¬¡’ vertigo
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√âÕ¬≈– 100,  sensorineural hearing loss √âÕ¬≈– 92

‚¥¬ hearing loss Õ“®‡ªìπ·∫∫ cochlear À√◊Õ

retrocochlear °Á ‰¥â ·≈–Õ“°“√¢Õß labyrinthine

infarction Õ“®‡°‘¥‡ªìπÕ“°“√π”°àÕπ∑’ËºŸâªÉ«¬®–¡’

Õ“°“√∑“ß central nervous system ‡™àπ cerebellar

sign À√◊Õ brainstem sign µ“¡¡“‡™àπ diplopia,

decrease facial sensation, facial palsy, dysarthria

,limb ataxia ́ ÷ËßÕ“®‡°‘¥µ“¡¡“„π 1 «—π ®π∂÷ß 2 ‡¥◊Õπ(3)

Inflammation ¢Õß inner ear Õ“®‡°‘¥®“°°“√

µ‘¥‡™◊ÈÕ virus, bacteria ·≈–«—≥‚√§ ‡™àπ Mumps

virus, Herpes simplex, Varicella zoster, Measles

(rubeola)  virus, Neisseria meningitides, strepto-

coccus suis ·≈– Cryptococcus neoformans ‡ªìπµâπ
(4-5) æ∫«à“°“√‡°‘¥¿“«–¢Õßª√– “∑ÀŸ‡ ◊ËÕ¡®“°‚√§ oti-

tis media æ∫πâÕ¬°«à“√âÕ¬≈– 5 ‚¥¬‡™◊ËÕ«à“‡°‘¥®“°°“√∑’Ë

inflammatory mediators À√◊Õ bacterial molecules

‡™àπ endotoxin À√◊Õ exotoxin ´÷¡ºà“π round

window ‡¢â“‰ª„π inner ear, perilymph ´÷Ëß®–∑”„Àâ

‡°‘¥æ¬“∏‘ ¿“æ„π cochlea Õ¬à“ß∂“«√ ‡æ√“–¡’°“√

 Ÿ≠‡ ’¬ hair cell ‰ª‡ªìπ®”π«π¡“°(4) ‚¥¬‡©æ“–„π

°≈ÿà¡∑’Ë‡ªìπ Streptococcus suis labyrinthitis ¡’°“√

 Ÿ≠‡ ’¬°“√‰¥â¬‘π·∫∫∂“«√√âÕ¬≈– 73(6)  πÕ°®“°π’È¬—ß¡’

 “‡ÀµÿÕ◊ËπÊ ¢Õß SSNHL Õ’° ‡™àπ autoimmune

disease(7)

ºŸâªÉ«¬∑’Ë¡’‡ÀÁ∫‡¢â“ÀŸ ¡’√“¬ß“π‰¡à¡“°„πª√–‡∑»‰∑¬

‡™àπ ®√—≈ °—ß π“√—°…å ·≈–§≥–(8),  ÿ¿—∑√  ÿ®√‘µ(9),

«√‘»√“ ¿—°¥’‰∑¬(10) √“¬ß“πºŸâªÉ«¬ 1 √“¬ °àÕπÀπâ“π’È

ºŸâ‡¢’¬π‰¥â√“¬ß“πºŸâªÉ«¬‡ÀÁ∫‡¢â“ÀŸ 54 √“¬(18) ‚¥¬ºŸâªÉ«¬

 à«π„À≠à‡ªìπ‡¥Á°Õ“¬ÿ 0 - 5 ªï (√âÕ¬≈– 61) ºŸâÀ≠‘ß

(√âÕ¬≈– 63) ºŸâªÉ«¬ºŸâ „À≠à à«π„À≠à¡’Õ“™’æ∑”‰√à

(√âÕ¬≈– 62) ·≈–æ∫«à“‡ÀÁ∫∑’Ë‡¢â“ÀŸºŸâªÉ«¬‡ªìπ‡ÀÁ∫„π °ÿ≈

Hyalomma ´÷Ëß‡ªìπ‡ÀÁ∫™π‘¥ three-host tick ∑’Ëæ∫

µ—«°≈“ß«—¬ (nymph) „π —µ«åªÉ“‡≈’È¬ß≈Ÿ°¥â«¬π¡·≈–π°

¢π“¥‡≈Á°  à«πµ—«‡µÁ¡«—¬ (adult) æ∫„π —µ«å‡§’È¬«‡Õ◊ÈÕß

¥—ßπ—Èπ®÷ß Õ¥§≈âÕß°—∫Õ“™’æ¢ÕßºŸâªÉ«¬∑’Ë à«π„À≠à∑”‰√à

¢â“«‚æ¥ ·≈–πà“®–µ‘¥‡ÀÁ∫¡“®“°„π‰√àÀ√◊Õ„πªÉ“

‡π◊ËÕß®“°‡ÀÁ∫‡ªìπæ“À–π”‚√§À≈“¬™π‘¥ºà“π∑“ß

πÈ”≈“¬¢Õß‡ÀÁ∫ ºŸâªÉ«¬∑’Ë∂Ÿ°‡ÀÁ∫°—¥®÷ß¡’§«“¡‡ ’Ë¬ßµàÕ‚√§

∑’Ë‡°‘¥®“°‡™◊ÈÕ‰«√—  ‚ª√‚µ —́« √‘§‡§µ‡´’¬ ·∫§∑’‡√’¬ ·≈–

‚√§Õ—¡æ“µ¢Õß√–∫∫ª√– “∑®“° “√æ‘…„ππÈ”≈“¬‡ÀÁ∫

(tick paralysis) „πµà“ßª√–‡∑»¡—°¡’√“¬ß“π‚√§∑’Ë‡°‘¥

®“°‡ÀÁ∫°—¥ ‡™àπ encephalitis, relapsing fever, Rocky

mountain spotted fever, Colorado spotted fever,

Crimean-Congo haemorrhagic fever, Lyme disease,

tick paralysis, isolated facial paralysis  ”À√—∫„π

ª√–‡∑»‰∑¬¬—ß‰¡à¡’√“¬ß“π‚√§‡À≈à“π’È ¬°‡«âπ isolated

facial paralysis ¡’ 1 √“¬ß“π(12) ·≈–ºŸâ‡¢’¬πæ∫ºŸâªÉ«¬

1 √“¬ ·µà‰¡à‰¥âµ’æ‘¡æå

°“√∑’Ë‡ÀÁ∫°—¥∑’Ë‡¬◊ËÕ·°â«ÀŸ ∑”„Àâ¡’§«“¡¬“°≈”∫“°

·≈–¡’§«“¡‡ ’Ë¬ß¡“°¢÷Èπ„π°“√§’∫‡ÀÁ∫ÕÕ° „πµà“ßª√–‡∑»

π‘¬¡§’∫ÕÕ°‚¥¬°“√«“ß¬“ ≈∫(13) À√◊Õ„™â°≈’‡´Õ√’π

À¬Õ¥ÀŸ‡æ◊ËÕ„Àâ‡ÀÁ∫µ“¬°àÕπ·≈â«®÷ß§’∫ÕÕ°¿“¬À≈—ß(14)

Õ¬à“ß‰√°Á¥’¡’°“√»÷°…“æ∫«à“πÈ”¬“∑“ß°“√·æ∑¬åÀ≈“¬

™π‘¥∑’Ë„™âÀ¬Õ¥ÀŸ‰¡à “¡“√∂¶à“µ—«‡ÀÁ∫‰¥â(15)

¿“«–·∑√° ấÕπ¢Õß°“√§’∫‡ÀÁ∫∑’Ë°—¥‡¬◊ËÕ·°â«ÀŸ¡’

√“¬ß“π‡¬◊ËÕ·°â«ÀŸ ∑–≈ÿ∂“«√À≈“¬√“¬(14,16) ºŸâ‡¢’¬π

‡§¬√“¬ß“π§’∫‡ÀÁ∫∑’Ë°—¥‡¬◊ËÕ·°â«ÀŸ„π ºŸâªÉ«¬ 5 √“¬

‰¡àæ∫«à“‡°‘¥¿“«–·∑√° ấÕπ  ”À√—∫ºŸâªÉ«¬√“¬π’È®“°

°“√µ√«®ÀŸæ∫«à“¡’ blood clot ∑’Ë∫√‘‡«≥ posterior

¢Õß‡¬◊ËÕ·°â«ÀŸ · ¥ß«à“µ”·Àπàß∑’Ë‡ÀÁ∫°—¥Õ¬Ÿà∑’Ë à«π

posterior ¢Õß‡¬◊ËÕ·°â«ÀŸ ´÷Ëß‡¡◊ËÕ¡’°“√§’∫‡ÀÁ∫ÕÕ° ¡—°¡’

°“√©’°¢“¥¢Õß epithelium  à«π∑’Ë mouthpart ¢Õß‡ÀÁ∫

ΩíßÕ¬Ÿàµ‘¥ÕÕ°¡“¥â«¬ ·≈–Õ“®‡°‘¥°“√°√–®“¬¢ÕßπÈ”≈“¬

‡ÀÁ∫·≈–‡™◊ÈÕ‚√§À√◊Õ toxin ∑’ËÕ¬Ÿà„ππÈ”≈“¬‡ÀÁ∫ºà“π‡¢â“

 ŸàÀŸ™—Èπ°≈“ßºà“π∫“¥·º≈∑’Ë squamous epithelium
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«‘™“≠  ®ßª√– “∏πå ÿ¢

À≈ÿ¥ÕÕ°‰ª À√◊Õ°“√∑’Ë‡¬◊ËÕ·°â«ÀŸ∑–≈ÿ Õ’°∑—Èß à«π posterior

¢Õß‡¬◊ËÕ·°â«ÀŸ „°≈â°—∫µ”·Àπàß¢Õß round window ·≈–

oval window ®÷ß‡ªìπ‰ª‰¥â∑’Ë toxin ®“°‡ÀÁ∫®–´÷¡‡¢â“„π

inner ear „π‡«≈“‰¡à°’Ë™—Ë«‚¡ßµàÕ¡“ ·≈–∑”„Àâ‡°‘¥Õ“°“√

acute cochleovestibulopathy ¥—ß„πºŸâªÉ«¬√“¬π’È

Neurotoxin „ππÈ”≈“¬‡ÀÁ∫ªí®®ÿ∫—π¬—ß‰¡à∑√“∫

§ÿ≥ ¡∫—µ‘∑“ß™’«‡§¡’ ‡∑à“∑’Ë¡’°“√»÷°…“æ∫«à“¡’‡ÀÁ∫ “¬æ—π∏ÿå

Ixodes holocyclus, I. cornuatus, I. hirsti, Derma-

centor andersoni, Dernacentor variabilis ∑’Ë

 “¡“√∂∑”„Àâ‡°‘¥¿“«– tick paralysis ·≈–‡™◊ËÕ«à“ tick

neurotoxin ÕÕ°ƒ∑∏‘Ï‡À¡◊Õπ botulinum toxin ‚¥¬¬—∫¬—Èß

°“√À≈—Ëß¢Õß acetylcholine ∑’Ë neuromuscular

junction(16,17)

¢âÕ§‘¥‡ÀÁπ

°“√§’∫‡ÀÁ∫∑’Ë°—¥‡¬◊ËÕ·°â«ÀŸ Õ“®µâÕß„™â«‘∏’∑’Ëª≈Õ¥¿—¬

°«à“ ‡™àπ°“√„™âπÈ”¬“À¬Õ¥ÀŸ ‡æ◊ËÕ„Àâ‡ÀÁ∫µ“¬°àÕπ À√◊Õ

„™â«‘∏’∑’Ë Iwasaki ·≈–§≥–(19) √“¬ß“π‚¥¬«“ß¬“ ≈∫

·≈–„™â«‘∏’‡®“–∑âÕß¢Õß‡ÀÁ∫‚¥¬°“√„™â°≈âÕß àÕß¢¬“¬

(microscope) ¥Ÿ¥πÈ”„π™àÕß∑âÕß‡ÀÁ∫ÕÕ°®πÀ¡¥ ·≈–

√Õ‡«≈“Õ’° “¡«—π„Àâ‡ÀÁ∫µ“¬ ®÷ß§’∫‡Õ“‡ÀÁ∫ÕÕ° ÷́Ëßπà“

®–™à«¬ªÑÕß°—π°“√‡°‘¥¿“«–·∑√° ấÕπ‰¥â

 √ÿª

√“¬ß“ππ’Èπ”‡ πÕºŸâªÉ«¬ 1 √“¬∑’Ë¡’Õ“°“√‡«’¬πÀ¡ÿπ

·≈–ª√– “∑ÀŸ‡ ◊ËÕ¡‡©’¬∫æ≈—π À≈—ß°“√§’∫‡ÀÁ∫∑’Ë°—¥‡¬◊ËÕ

·°â«ÀŸÕÕ° 8 ™—Ë«‚¡ß ®“°°“√µ√«®√à“ß°“¬æ∫«à“∑—Èß≈—°…≥–

¢Õß nystagmus, Head impulse test ∫àß™’È ‰ª∑“ß

peripheral vestibulopathy ‡™◊ËÕ«à“ “‡Àµÿπà“®–‡°‘¥®“°

°≈‰°¢Õß Tick toxin labyrinthitis ·≈–ºŸâªÉ«¬À“¬‡ªìπ

ª°µ‘„π 6  —ª¥“ÀåÀ≈—ß‰¥â√—∫°“√√—°…“¥â«¬ prednisolone,

cinnarizine, B complex ®“°°“√ ◊∫§âπ«“√ “√∑“ß

°“√·æ∑¬å‰¡àæ∫√“¬ß“πÕ◊Ëπ∑’Ë¡’ºŸâªÉ«¬„π≈—°…≥–π’È
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∫∑§—¥¬àÕ

«—µ∂ÿª√– ß§å : ‡æ◊ËÕ»÷°…“º≈°“√≈¥ª√‘¡“µ√¢Õß solitary thyroid nodule ¥â«¬ŒÕ√å‚¡π levothyroxine

√Ÿª·∫∫°“√«‘®—¬ : Prospective double-blind, control clinical study

°≈ÿà¡µ—«Õ¬à“ß : ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬‡ªìπ solitary thyroid nodule ‚¥¬°≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈

µ“° ‘π „π√–¬–‡«≈“ 1 ªï µ—Èß·µà‡¥◊Õπæƒ»®‘°“¬π æ.». 2552 ∂÷ß‡¥◊Õπæƒ»®‘°“¬π æ.». 2553

«‘∏’¥”‡π‘π°“√«‘®—¬ : ºŸâªÉ«¬ 65 √“¬ ÷́Ëß‰¥â∑” FNA ·≈â«‰¡àæ∫¢âÕ ß —¬«à“®–‡ªìπ‚√§¡–‡√Áß¢ÕßµàÕ¡∏—¬√Õ¬¥å ‰¥â√—∫°“√·∫àß‡ªìπ

2 °≈ÿà¡¥â«¬«‘∏’ ÿà¡ ‡ªìπ°≈ÿà¡√—°…“ 33 √“¬ (À≠‘ß 30 √“¬, ™“¬ 3 √“¬) ‰¥â√—∫¬“ levothyroxine

125-200 µg µàÕ«—π ·≈–°≈ÿà¡§«∫§ÿ¡ 32 √“¬ (À≠‘ß 29 √“¬, ™“¬ 3 √“¬) ‰¥â√—∫¬“À≈Õ° 2 ‡¡Á¥

µàÕ«—π „π√–¬–‡«≈“ 6 ‡¥◊Õπ «—¥°“√‡ª≈’Ë¬π·ª≈ßª√‘¡“µ√¢Õß thyroid nodule ¥â«¬ ultrasound 3 §√—Èß

§◊Õ°àÕπ„Àâ°“√√—°…“ ∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ ·≈–∑’Ë√–¬–‡«≈“ 6 ‡¥◊Õπµ“¡≈”¥—∫

µ—««—¥∑’Ë ”§—≠ : °“√‡ª≈’Ë¬π·ª≈ßª√‘¡“µ√¢Õß thyroid nodule

º≈°“√«‘®—¬ : ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ °àÕπ„Àâ°“√√—°…“ ‡ª√’¬∫‡∑’¬∫Õ“¬ÿ πÈ”Àπ—° §«“¡¥—π‚≈À‘µ ™’æ®√ thyroid function

·≈–ª√‘¡“µ√¢Õß nodule æ∫«à“‰¡à¡’§«“¡·µ°µà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘  à«π∑’Ë√–¬–‡«≈“ 3

‡¥◊Õπ·≈– 6 ‡¥◊Õπ πÈ”Àπ—° §«“¡¥—π‚≈À‘µ ™’æ®√‰¡à¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠ ·µà thyroid

function ¡’§«“¡·µ°µà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠ (p=0.00) ‚¥¬°≈ÿà¡√—°…“¡’§à“ FT3 ·≈– FT4

 Ÿß°«à“§à“ª°µ‘ ·≈– TSH ¡’§à“µË”°«à“ª°µ‘∑ÿ°√“¬  à«πª√‘¡“µ√¢Õß nodule æ∫«à“ °≈ÿà¡√—°…“·≈–

°≈ÿà¡§«∫§ÿ¡‰¡à¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ ·≈–∑’Ë 6 ‡¥◊Õπ ·µà∂â“‡ª√’¬∫

‡∑’¬∫º≈°“√√—°…“ºŸâªÉ«¬¿“¬„π°≈ÿà¡‡¥’¬«°—π æ∫«à“ ª√‘¡“µ√¢Õß nodule ≈¥≈ß∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ

∑—Èß 2 °≈ÿà¡‡¡◊ËÕ‡∑’¬∫°—∫°àÕπ°“√√—°…“ (p=0.012 „π°≈ÿà¡√—°…“ ·≈– p=0.135 „π°≈ÿà¡§«∫§ÿ¡)

´÷Ëßπà“®–‡ªìπº≈¡“®“°°“√∑” FNA ∑’Ë¥Ÿ¥‰¥â¢Õß‡À≈«®“° nodule „πºŸâªÉ«¬∫“ß√“¬  „π¢≥–∑’Ë√–¬–

‡«≈“ 6 ‡¥◊Õπ ª√‘¡“µ√¢Õß nodule „π°≈ÿà¡√—°…“≈¥≈ß‡≈Á°πâÕ¬ °≈ÿà¡§«∫§ÿ¡°≈—∫‡æ‘Ë¡¢÷Èπ ·µà‰¡à¡’

π—¬ ”§—≠ „π·ßà°“√µÕ∫ πÕßµàÕ°“√√—°…“‚¥¬æ‘®“√≥“°“√≈¥≈ß¢Õßª√‘¡“µ√¡“°°«à“À√◊Õ‡∑à“°—∫

√âÕ¬≈– 50 æ∫«à“ °≈ÿà¡√—°…“¡’°“√µÕ∫ πÕßµàÕ°“√√—°…“√âÕ¬≈– 33.33 (11 „π 33 √“¬) ·≈–°≈ÿà¡

§«∫§ÿ¡√âÕ¬≈– 21.9 (7 „π 32 √“¬) ÷́Ëß§«“¡·µ°µà“ßπ’È ‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p=0.382)

 √ÿª : °“√√—°…“ºŸâªÉ«¬ solitary thyroid nodule ¥â«¬«‘∏’ thyroid suppressive therapy ‚¥¬„™â¬“

levothyroxine ‡æ◊ËÕ°¥ŒÕ√å‚¡π TSH „Àâ¡’§à“µË”°«à“ª°µ‘ ‡æ◊ËÕ≈¥ª√‘¡“µ√¢Õß nodule ≈ß¡“°°«à“

À√◊Õ‡∑à“°—∫√âÕ¬≈– 50 ‡¡◊ËÕ‡∑’¬∫°—∫¬“À≈Õ°„π√–¬–‡«≈“ 6 ‡¥◊Õπ ¡’§«“¡·µ°µà“ß·µà‰¡à¡’π—¬ ”§—≠

∑“ß ∂‘µ‘

™«≈‘µ ‡»«µ√—µπ‡ ∂’¬√, æ.∫.

º≈°“√√—°…“ solitary thyroid nodule ¥â«¬ŒÕ√å‚¡π levothyroxine
„π‚√ßæ¬“∫“≈µ“° ‘π

°≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈µ“° ‘π ∂ππ ¡‡¥Á®‡®â“æ√–¬“ §≈Õß “π °∑¡.
µ‘¥µàÕºŸâ‡¢’¬π:  πæ.™«≈‘µ ‡»«µ√—µπ‡ ∂’¬√ ‚√ßæ¬“∫“≈µ“° ‘π °∑¡.  e-mail: sawetlit@truemail.co.th
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º≈°“√√—°…“ solitary thyroid nodule ¥â«¬ŒÕ√å‚¡π levothyroxine „π‚√ßæ¬“∫“≈µ“° ‘π

Chawalit  Sawetratanastien, MD.

Results of Levothyroxine Suppressive Therapy in Solitary Thyroid Nodule
in Taksin Hospital

Abstract

Objective : To determine the outcome of levothyroxine in reducing the volume of solitary thyroid nodule.

Study design: Prospective double-blind, controlled clinical study.

Subjects : patients with clinically palpable solitary thyroid nodule in Department of Ear Nose Throat,

Taksin Hospital, BMA, from November 2009 to November 2010.

Methods: Sixty five patients whose FNA findings not suggestive of thyroid malignancy, were randomized

into two groups; 1) treatment group (33 patients, females: males = 30:3) received levothyroxine 125-200

µg/day 2) the control group (32 patients, females: males = 29:3) received placebo 2 tab/day, for 6

months. Volume of thyroid nodule was measured by the ultrasound: before treatment, at 3 months and

at 6 months post treatment.

Main outcome measures Changes of thyroid nodule volume.

Results : Before treatment, patients in both had no statistical difference in age, body weight, blood

pressure, pulse, thyroid function and thyroid nodule volume. At 3 months and 6 months, body weight,

blood pressure and pulse still had no statistical difference. But thyroid functions were significantly

different between the 2 groups (p=0). In the treatment group, FT3 and FT4 were higher than normal but

TSH was lower than normal however in controlled group, there was any changes in thyroid function.

Volume of thyroid nodule in both groups was not significantly different at 3 months and at 6 months.

When compared within the group, the nodule was reduced at 3 months in both groups (p=0.012 in the

treatment group, p=0.135 in the control group). It might be due to the aspiration of the fluid from nodule

during FNA procedure in some patients. At 6 months, nodule volume in the treatment group in signifi-

cantly decreased, however, in the control group it slightly increased. In the aspect of response of

suppressive therapy, in which the nodule volume reduction up to 50% or more, there was hot statistically

different between 2 groups, 33.33% in treatment compared to 21.9% (7 in 32) in the controlled group

(p=0.382).

Conclusion : Management of patients with solitary thyroid nodule by çsuppressive thyroid therapyé,

using levothyroxine to suppress TSH, did not significantly reduce the nodule volume compared with the

placebo within 6 months of therapy.

Keywords : solitary thyroid nodule, thyroid suppressive therapy, Levothyroxine, thyroid.
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™«≈‘µ ‡»«µ√—µπ‡ ∂’¬√

∫∑π”

Thyroid nodules ‡ªìπ‚√§∑’Ëæ∫‰¥âª√–¡“≥√âÕ¬≈–

4-7 ¢Õßª√–™“°√∑—Ë«‰ª æ∫„πºŸâÀ≠‘ß¡“°°«à“ºŸâ™“¬

 à«π„À≠à‡ªìπ‡π◊ÈÕßÕ°™π‘¥‰¡àÕ—πµ√“¬ ‡™◊ËÕ°—π«à“ TSH

(thyroid stimulating hormone), local growth

factors ·≈– intrinsic cellular heterogeneity ¢Õß

thyroid cells ‡ªìπ “‡Àµÿ¢Õß°“√æ—≤π“„Àâ‡°‘¥‡ªìπ

thyroid nodule1

T3 (triiodothyronine) ·≈– T4 (tetraiodothy-

ronineÀ√◊Õthyroxine) ‡ªìπŒÕ√å‚¡π∑’Ë √â“ß®“°µàÕ¡

‰∑√Õ¬¥å ‰¥â√—∫°“√°√–µÿâπ®“°ŒÕ√å‚¡πTSH ´÷ËßÀ≈—Ëß®“°

®“°µàÕ¡„µâ ¡Õß „π∑“ß°≈—∫°—π T3·≈–T4 „π¢π“¥ Ÿß

 “¡“√∂¬—∫¬—Èß°“√À≈—Ëß¢Õß TSH ‰¥â ‡™◊ËÕ°—π«à“ TSH ‡ªìπ

ŒÕ√å‚¡π ”§—≠„π°“√°√–µÿâπ°“√‡®√‘≠‡µ‘∫‚µ¢Õß thyroid

nodule ¥—ßπ—Èπ°“√„Àâ T3 À√◊Õ T4 „π¢π“¥∑’Ë ŸßæÕ∑’Ë®–

°¥°“√À≈—Ëß TSH „ÀâµË”°«à“§à“ª°µ‘ (0.27µIU/ml) ®–

 “¡“√∂¬—∫¬—Èß°“√‡æ‘Ë¡¢π“¥¢Õß thyroid nodule

‰¥â ‡√’¬°°“√√—°…“π’È«à“ çthyroid suppressive therapyé

‚¥¬„™â levothyroxine (LT4, L-thyroxine, tetraiodo-

L-thyronine, synthetic T4 ) ÷́Ëß‡ªìπ synthetic form

¢Õß T4 ‡ªìπ¬“√—°…“„πªí®®ÿ∫—π

‚¥¬∑—Ë«‰ªºŸâªÉ«¬√âÕ¬≈– 20 °âÕπ thyroid nodule

¡’ª√‘¡“µ√≈¥≈ß‰¥â‡Õß ¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 502

·≈–¢âÕ¡Ÿ≈π’È‡ªìπ∑’Ë¬Õ¡√—∫°—π„π°“√√—°…“«à“ °“√µÕ∫

 πÕßµàÕ°“√√—°…“ (response of suppressive therapy)

§◊Õ ª√‘¡“µ√¢Õß nodule ≈¥≈ß¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬

≈– 50

º≈¢Õß levothyroxine „π°“√≈¥¢π“¥¢Õß

nodule π—Èπ ¬—ß§ß¡’¢âÕ∂°‡∂’¬ß°—πÕ¬Ÿà¡“° °“√«‘®—¬„π

√–¬–·√°  π—∫ πÿπº≈¢Õß°“√√—°…“ thyroid nodule

¥â«¬ levothyroxine3,4,5 ·µà‡ªìπ°“√«‘®—¬∑’Ë‰¡à¡’°≈ÿà¡§«∫§ÿ¡

·≈–‰¡à‡ªìπ°“√ ÿà¡ (nonrandomized uncontrolled trials)

µàÕ¡“‡¡◊ËÕ¡’°“√«‘®—¬·∫∫ prospective randomized

controlled trials °≈—∫‰¥âº≈ √ÿª∑’Ë·µ°µà“ß°—π‰ª ∫“ß

°“√«‘®—¬ π—∫ πÿπ«à“ levothyroxine ¡’ª√– ‘∑∏‘¿“æ„π

°“√≈¥¢π“¥¢Õß thyroid nodules ‰¥âÕ¬à“ß¡’π—¬ ”§—≠

‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°—∫°≈ÿà¡§«∫§ÿ¡6,7,8,9,10 ·µà¡’Õ’°À≈“¬°“√

«‘®—¬‰¥âº≈«à“ levothyroxine ‰¡à “¡“√∂≈¥¢π“¥¢Õß

thyroid nodules ‰¥â 2,11,12,13,14,15,16  Õ’°∑—Èß°“√‰¥â√—∫

levothyroxine „π√–¬–¬“« Õ“®¡’º≈¢â“ß‡§’¬ßµàÕ

°√–¥Ÿ°17,18,19 ·≈–À—«„®20,21 ®÷ß‡ªìπ¢âÕ§«√√–«—ß„π°“√

√—°…“ thyroid nodule ¥â«¬ levothyroxine „π√–¬–¬“«

®“°§«“¡¢—¥·¬âßπ’È ºŸâ«‘®—¬®÷ßµâÕß°“√»÷°…“«à“ °“√

√—°…“¥â«¬¬“ levothyroxine „πºŸâªÉ«¬ thyroid nodules

π—Èπ ®–¡’º≈∑”„Àâ¢π“¥·≈–ª√‘¡“µ√¢Õß nodules ≈¥

≈ß‰¥âÀ√◊Õ‰¡à

√Ÿª·∫∫°“√«‘®—¬

Prospective double-blind, control clinical study

°≈ÿà¡µ—«Õ¬à“ß

ºŸâªÉ«¬∑ÿ°√“¬∑’Ë ‰¥â√—∫°“√«‘π‘®©—¬‡ªìπ solitary

thyroid nodule ‚¥¬°≈ÿà¡ß“π‚ µ »Õ π“ ‘° ‚√ßæ¬“∫“≈

µ“° ‘π „π√–¬–‡«≈“ 1 ªï µ—Èß·µà‡¥◊Õπæƒ»®‘°“¬π

æ.». 2552 ∂÷ß‡¥◊Õπæƒ»®‘°“¬π æ.». 2553 ‚¥¬¡’‡°≥±å

§—¥‡¢â“·≈–‡°≥±å§—¥≈Õ°„π°“√«‘®—¬ ¥—ßπ’È

‡°≥±å°“√§—¥‡¢â“

1. µ√«®√à“ß°“¬¥â«¬°“√§≈” æ∫‡ªìπ thyroid

nodule °âÕπ‡¥’¬«

2. º≈°“√µ√«® FNA ‡ªìπ benign thyroid nodule

3. ‰¡à‡§¬‰¥â√—∫°“√√—°…“¥â«¬¬“ levothyroxine

¡“°àÕπ

4. ‰¡à¡’ª√–«—µ‘°“√·æâ levethyroxine

5. º≈°“√µ√«® thyroid function (FT3, FT4,

TSH) Õ¬Ÿà„π‡°≥±åª°µ‘
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‡°≥±å°“√§—¥ÕÕ°

1. º≈°“√µ√«® FNA  ß —¬ À√◊Õ‡™◊ËÕ¡—Ëπ«à“‡ªìπ

malignancy

2. ¡’ª√–«—µ‘°“√ºà“µ—¥‰∑√Õ¬¥å¡“°àÕπ

3. ‡§¬¡’ª√–«—µ‘µàÕ¡‰∑√Õ¬¥åÕ—°‡ ∫

4. ‡§¬‰¥â√—∫°“√©“¬√—ß ’∫√‘‡«≥≈”§Õ

5. µ—Èß§√√¿å

‡°≥±åÀ¬ÿ¥

1. √–À«à“ß°“√√—°…“ ¡’Õ“°“√¢Õß hyperthyroidism

®π¡’º≈µàÕ°‘®«—µ√ª√–®”«—π ·¡âª√—∫≈¥¢π“¥

¬“ levothyroxine ®π‡À≈◊Õ 100 µg /«—π ·≈â«

2. ¡’Õ“°“√·æâ¬“ levothyroxine

3. √–À«à“ß°“√√—°…“ ∂â“°âÕπ‚µ¢÷Èπ°«à“‡¥‘¡ ‰¥â

√—∫°“√‡®“– FNA È́” æ∫«à“  ß —¬‡ªìπ¡–‡√Áß

4. ºŸâªÉ«¬¢ÕÀ¬ÿ¥°“√√—°…“ °àÕπ§√∫ 6 ‡¥◊Õπ

π‘¬“¡µ—«·ª√

Solitary thyroid nodule À¡“¬∂÷ß ºŸâªÉ«¬∑’Ë¡’°âÕπ

¢ÕßµàÕ¡‰∑√Õ¬¥å°âÕπ‡¥’¬«®“°°“√µ√«®√à“ß°“¬¥â«¬

°“√§≈” √«¡∂÷ß°√≥’∑’Ëµ√«®¥â«¬ ultrasound æ∫°âÕπ

¢π“¥‡≈Á°Õ◊ËπÊ ´÷Ëßµ√«®√à“ß°“¬¥â«¬°“√§≈”‰¡àæ∫ ·≈–

‡ªìπ benign ®“°°“√µ√«®¥â«¬ fine needle aspiration

Thyroid function À¡“¬∂÷ß °“√µ√«®À“√–¥—∫

ŒÕ√å‚¡π FT3 (freeT3), FT4 (freeT4), ·≈– TSH „π

´’√—Ë¡¢ÕßºŸâªÉ«¬¥â«¬«‘∏’ immunochemoluminometric

assays ‚¥¬§à“ª°µ‘¢Õß FT3 = 2.00-4.40 pg/ml, FT4

= 0.93-1.70 ng/dl, TSH = 0.27-4.20 µIU/ml

Fine needle Aspiration (FNA) À¡“¬∂÷ß °“√

‡®“–¥Ÿ¥®“°°âÕπ nodule ¥â«¬‡¢Á¡¢π“¥‡≈Á° (‡∫Õ√å 21

À√◊Õ 23) π”¢Õß‡À≈«À√◊Õ‡π◊ÈÕ‡¬◊ËÕ∑’Ë¥Ÿ¥‰¥â ªÑ“¬∫π·ºàπ

 ‰≈¥å ·™à„π·Õ≈°ÕŒÕ≈å 95% ·≈â« àßµ√«®∑“ß cytology

Thyroid suppressive therapy À¡“¬∂÷ß °“√

‰¥â√—∫¬“ levothyroxine „π¢π“¥ Ÿß (¡“°°«à“ 2.5 µg/kg

µàÕ«—π) æÕ∑’Ë®–°¥ŒÕ√å‚¡π TSH „ÀâµË”°«à“ 0.27 µIU/ml

°≈ÿà¡√—°…“ (treatment group) §◊Õ °≈ÿà¡ºŸâªÉ«¬∑’Ë

®–‰¥â√—∫¬“®√‘ß„π°“√√—°…“ §◊Õ levothyroxine ‡ªìπ¬“

‡¡Á¥ ¢π“¥‡¡Á¥≈– 0.1 mg (100 µg)

°≈ÿà¡§«∫§ÿ¡ (control group) §◊Õ °≈ÿà¡ºŸâªÉ«¬∑’Ë

®–‰¥â√—∫¬“À≈Õ° (placebo) „π°“√√—°…“ ‡æ◊ËÕ‡ª√’¬∫

‡∑’¬∫º≈¢Õß°“√‰¥â√—∫¬“°—∫°“√‰¡à‰¥â√—∫¬“ ‚¥¬‡¿ —™°√

‡ªìπºŸâ‡µ√’¬¡¬“À≈Õ° ÷́Ëß∑”®“°·ªÑßÕ—¥„Àâ‡ªìπ‡¡Á¥∑’Ë¡’

√Ÿª√à“ß·≈–¢π“¥„°≈â‡§’¬ß°—∫¬“®√‘ß ‰¡à¡’Õ—πµ√“¬·≈–

‰¡à¡’º≈∑“ß‡¿ —™«‘∑¬“

¢π“¥¢Õß nodule (size of nodule) À¡“¬∂÷ß

°“√«—¥¢π“¥¢Õß nodule ¥â«¬ ultrasound ‚¥¬√—ß ’·æ∑¬å

‚¥¬«—¥„π 3 ¡‘µ‘ §◊Õ  antero-posterior (AP À√◊Õ §«“¡

≈÷°) , width (§«“¡°«â“ß„π·π«πÕπ) ·≈– length (§«“¡

¬“«„π·π«µ—Èß) „πÀπà«¬ ‡´πµ‘‡¡µ√ (cm) ∑’Ë§«“¡

≈–‡Õ’¬¥¢Õß∑»π‘¬¡ 2 µ”·Àπàß

ª√‘¡“µ√¢Õß nodule (volume of nodule) À¡“¬

∂÷ß ª√‘¡“µ√¢Õß nodule ÷́Ëß‰¥â®“°°“√§”π«≥¥â«¬ Ÿµ√

The spherical ellipsoid formula = ¶ / 6 x AP(cm)

width(cm) x length(cm) x ¡’Àπà«¬‡ªìπ ¡‘≈≈‘≈‘µ√(ml)

°“√µÕ∫ πÕßµàÕ°“√√—°…“ (response of

suppressive therapy) À¡“¬∂÷ß °“√µÕ∫ πÕßµàÕ°“√

√—°…“¥â«¬¬“‚¥¬§”π«≥°“√‡ª≈’Ë¬π·ª≈ß¢Õßª√‘¡“µ√

¢Õß nodule ‚¥¬

µÕ∫ πÕßµàÕ°“√√—°…“ (response) À¡“¬∂÷ß

ª√‘¡“µ√¢Õß nodule ≈¥≈ß¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 50

(volume reduction ≥ 50 %)

µÕ∫ πÕßµàÕ°“√√—°…“∫“ß à«π (partial

response) À¡“¬∂÷ß ª√‘¡“µ√¢Õß nodule ≈¥≈ßπâÕ¬

°«à“√âÕ¬≈– 50 ·µà¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈–20 (20 %

≤ volume reduction < 50 %)

‰¡àµÕ∫ πÕßµàÕ°“√√—°…“ (no response) À¡“¬

∂÷ß ª√‘¡“µ√¢Õß nodule ≈¥≈ßπâÕ¬°«à“√âÕ¬≈– 20

(volume reduction < 20 %)

º≈°“√√—°…“ solitary thyroid nodule ¥â«¬ŒÕ√å‚¡π levothyroxine „π‚√ßæ¬“∫“≈µ“° ‘π
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«‘∏’¥”‡π‘π°“√«‘®—¬

À≈—ß®“°‰¥â√—∫Õπÿ¡—µ‘®“°§≥–°√√¡°“√æ‘®“√≥“

·≈–§«∫§ÿ¡°“√«‘®—¬„π§π¢Õß°√ÿß‡∑æ¡À“π§√·≈–‰¥â

√—∫§«“¡¬‘π¬Õ¡®“°ºŸâªÉ«¬‡æ◊ËÕ‡¢â“√à«¡‚§√ß°“√«‘®—¬·≈â«

ºŸâªÉ«¬∑ÿ°√“¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬‡ªìπ solitary thyroid

nodule ®–‰¥â√—∫°“√µ√«®√à“ß°“¬ «—¥™’æ®√ §«“¡¥—π

‚≈À‘µ ™—ËßπÈ”Àπ—° µ√«®§≈◊ËπÀ—«„® (°√≥’Õ“¬ÿ¡“°°«à“ 40 ªï)

‡®“–‡≈◊Õ¥µ√«® thyroid function (FT3, FT4, TSH)

·≈–µ√«®¥â«¬ ultrasound ∑’ËµàÕ¡‰∑√Õ¬¥å ‡æ◊ËÕ«—¥

¢π“¥¢Õß nodule ·≈â«®÷ß∑” FNA ‡¡◊ËÕºà“π‡°≥±å°“√

§—¥‡≈◊Õ° ®–·∫àßºŸâªÉ«¬‡ªìπ 2 °≈ÿà¡ ‚¥¬«‘∏’ ÿà¡·∫∫‡ªìπ

∫≈ÁÕ° µ“¡°≈ÿà¡Õ“¬ÿ §◊Õ πâÕ¬°«à“ 30 ªï, 31-40 ªï,

41-50 ªï, 51-60 ªï ·≈–¡“°°«à“ 60 ªï ·≈â« ÿà¡‡≈◊Õ°

°“√√—°…“®“°µ“√“ß‡≈¢ ÿà¡ ·∫àß‡ªìπ°≈ÿà¡√—°…“ ·≈– °≈ÿà¡

§«∫§ÿ¡ ‚¥¬ºŸâªÉ«¬ ·æ∑¬å √—ß ’·æ∑¬å ‰¡à∑√“∫«à“ºŸâªÉ«¬

°≈ÿà¡„¥‰¥â√—∫¬“®√‘ßÀ√◊Õ¬“À≈Õ° ‚¥¬‰¥â√—∫¬“„π¢π“¥

«—π≈– 2 ‡¡Á¥ µÕπ‡™â“ π—¥µ√«®µ‘¥µ“¡Õ“°“√∑’Ë√–¬–‡«≈“

1 ‡¥◊Õπ 3 ‡¥◊Õπ ·≈– 6 ‡¥◊Õπ ∑ÿ°§√—Èß∑’Ëπ—¥µ√«®®–«—¥

™’æ®√ §«“¡¥—π‚≈À‘µ ™—ËßπÈ”Àπ—°  Õ∫∂“¡Õ“°“√

·∑√° ấÕπ ®–ª√—∫≈¥¬“≈ß‡¡◊ËÕ¡’Õ“°“√§≈â“¬ hyperthy-

roidism ‡™àπ ¡◊Õ —Ëπ „® —Ëπ ™’æ®√¡“°°«à“ 100 §√—Èß/

π“∑’  à«π°“√‡®“–‡≈◊Õ¥µ√«® thyroid function ·≈–

µ√«®¥â«¬ ultrasound ®–°√–∑”‡©æ“–°“√π—¥µ√«®∑’Ë

√–¬–‡«≈“ 3 ‡¥◊Õπ·≈– 6 ‡¥◊Õπ

°√≥’∑’Ë¡’Õ“°“√ hyperthyroidism ®–ª√—∫≈¥¬“

§√—Èß≈– 1/4-1/2 ‡¡Á¥ ∂â“≈¥¬“≈ß®π‡À≈◊Õ 1 ‡¡Á¥µàÕ«—π

·≈â« ¬—ß¡’Õ“°“√®–„ÀâºŸâªÉ«¬À¬ÿ¥¬“ ·≈–§—¥ÕÕ°®“°

‚§√ß°“√ À√◊ÕºŸâªÉ«¬√“¬„¥¡’¢π“¥¢Õß nodule‚µ¢÷Èπ¡“°

®–∑” FNA ́ È”Õ’°§√—Èß ∂â“º≈¬—ß‰¡à ß —¬«à“‡ªìπ¡–‡√Áß ®–

„ÀâºŸâªÉ«¬µ—¥ ‘π„®¥â«¬µπ‡Õß«à“®–°‘π¬“µàÕ‰ªÀ√◊Õ‡ª≈’Ë¬π

°“√√—°…“‡ªìπ°“√ºà“µ—¥  ·µà∂â“º≈ ß —¬‡ªìπ¡–‡√Áß ®–„Àâ

À¬ÿ¥¬“ ·≈–·π–π”„Àâ√—°…“¥â«¬°“√ºà“µ—¥

°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈∑“ß ∂‘µ‘

°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈„™â ‚ª√·°√¡ ∂‘µ‘ ‚¥¬¢âÕ¡Ÿ≈

∑—Ë«‰ª‡™àπ ‡æ» Õ“¬ÿ πÈ”Àπ—° §«“¡¥—π‚≈À‘µ ™’æ®√ „™â

 ∂‘µ‘‡™‘ßæ√√≥π“ π”‡ πÕ‡ªìπ §à“‡©≈’Ë¬·≈–§à“‡∫’Ë¬ß

‡∫π¡“µ√∞“π  à«π°“√‡ª√’¬∫‡∑’¬∫§«“¡·µ°µà“ß¢ÕßºŸâ

ªÉ«¬°àÕπ·≈–À≈—ß°“√√—°…“ ‡™àπ πÈ”Àπ—° §«“¡¥—π‚≈À‘µ

™’æ®√ thyroid function ·≈–ª√‘¡“µ√¢Õß nodule

√–À«à“ß°≈ÿà¡√—°…“°—∫°≈ÿà¡§«∫§ÿ¡„™â ∂‘µ‘ unpaired

Student t test  à«π°“√‡ª√’¬∫‡∑’¬∫§«“¡·µ°µà“ß

¢Õß°“√√—°…“¢ÕßºŸâªÉ«¬¿“¬„π°≈ÿà¡‡¥’¬«°—π „™â ∂‘µ‘

paired Student t test ·≈–°“√‡ª√’¬∫‡∑’¬∫°“√µÕ∫

 πÕßµàÕ°“√√—°…“‚¥¬¥Ÿ°“√‡ª≈’Ë¬π·ª≈ßª√‘¡“µ√¢Õß

nodule °àÕπ·≈–À≈—ß‰¥â√—∫°“√√—°…“ §‘¥‡ªìπ√âÕ¬≈–

¢Õß®”π«πºŸâªÉ«¬∑’ËµÕ∫ πÕßµàÕ°“√√—°…“ ‡ª√’¬∫‡∑’¬∫

§«“¡ —¡æ—π∏å¥â«¬ Chi-square test

º≈°“√«‘®—¬

¡’ºŸâªÉ«¬µ“¡‡°≥±å§—¥‡¢â“®”π«π 78 √“¬ ·∫àßºŸâ

ªÉ«¬‡ªìπ 2 °≈ÿà¡¥â«¬«‘∏’ ÿà¡  ‡ªìπ°≈ÿà¡√—°…“ 39 √“¬ ·≈–

°≈ÿà¡§«∫§ÿ¡ 39 √“¬ ¬â“¬‰ª√—°…“∑’Ë‚√ßæ¬“∫“≈Õ◊Ëπ 2 √“¬

°‘π¬“‰¡à ¡Ë”‡ ¡Õ 1 √“¬ ·≈–¢“¥°“√µ‘¥µàÕ 10 √“¬

®÷ß‡À≈◊ÕºŸâªÉ«¬∑’Ë‰¥â√—∫¬“§√∫ 6 ‡¥◊Õπ®”π«π 65 √“¬ ‡ªìπ°

≈ÿà¡√—°…“ 33 √“¬ ·≈–°≈ÿà¡§«∫§ÿ¡ 32 √“¬  à«π„À≠à

‡ªìπ‡æ»À≠‘ß (À≠‘ß 59 √“¬, ™“¬ 6 √“¬) Õ“¬ÿ‡©≈’Ë¬

45.49 ªï (µË” ÿ¥ 22 ªï,  Ÿß ÿ¥ 78 ªï, §à“‡∫’Ë¬ß‡∫π¡“µ√∞“π

13.15) ºŸâªÉ«¬∑ÿ°√“¬¡’‡æ’¬ß 1 nodule ®“°°“√§≈” ·µà

®“°°“√µ√«®¥â«¬ ultrasound æ∫ nodules Õ◊Ëπ∑’Ë§≈”

‰¡àæ∫®”π«π 42 √“¬ ‚¥¬¡’®”π«π nodules ∑’Ë§≈”‰¡à

‰¥âµ—Èß·µà 1 ∂÷ß 6 nodules ¥—ßµ“√“ß∑’Ë 1

™«≈‘µ ‡»«µ√—µπ‡ ∂’¬√
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ºŸâªÉ«¬„π°≈ÿà¡§«∫§ÿ¡∑ÿ°√“¬√—∫ª√–∑“π¬“À≈Õ° 2 ‡¡Á¥µàÕ«—πµ≈Õ¥√–¬–‡«≈“ 6 ‡¥◊Õπ  à«πºŸâªÉ«¬°≈ÿà¡√—°…“
√—∫ª√–∑“π¬“µ—Èß·µà 1.25-2 ‡¡Á¥µàÕ«—π ºŸâªÉ«¬∑ÿ°√“¬∑πµàÕ°“√√—°…“‰¥â¥’ · ¥ß°“√‡ª√’¬∫‡∑’¬∫º≈°“√√—°…“¢ÕßºŸâªÉ«¬
∑—Èß 2 °≈ÿà¡∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ ·≈– ∑’Ë 6 ‡¥◊Õπµ“¡≈”¥—∫ ¥—ßµ“√“ß∑’Ë 2
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‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ æ∫«à“ πÈ”Àπ—°

§«“¡¥—π‚≈À‘µ ™’æ®√‰¡à¡’§«“¡·µ°µà“ß°—πÕ¬à“ß¡’π—¬

 ”§—≠∑’Ë 3 ‡¥◊Õπ ·≈–∑’Ë 6 ‡¥◊Õπ ·µà thyroid function

¡’§«“¡·µ°µà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠ ‚¥¬°≈ÿà¡√—°…“¡’§à“

FT3 ·≈– FT4  Ÿß°«à“§à“ª°µ‘∑ÿ°√“¬ ·≈– TSH ¡’§à“

µË”°«à“ª°µ‘∑ÿ°√“¬ „π à«π¢Õßª√‘¡“µ√¢Õß nodule π—Èπ

æ∫«à“ °≈ÿà¡√—°…“·≈–°≈ÿà¡§«∫§ÿ¡‰¡à¡’§«“¡·µ°µà“ß

Õ¬à“ß¡’π—¬ ”§—≠ ∑—Èß∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ ·≈– 6 ‡¥◊Õπ

∫àß™’È«à“ levothyroxine ¡’º≈µàÕ°“√≈¥ª√‘¡“µ√¢Õß

nodule ‰¡à·µ°µà“ß®“°¬“À≈Õ°„π√–¬–‡«≈“ 6 ‡¥◊Õπ

‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°“√‡ª≈’Ë¬π·ª≈ßª√‘¡“µ√¢Õß

nodule „πºŸâªÉ«¬¿“¬„π°≈ÿà¡‡¥’¬«°—π¥â«¬ paired

Student t test ¥—ß· ¥ß„πµ“√“ß∑’Ë 3 °≈—∫æ∫«à“ª√‘¡“µ√

¢Õß nodule ≈¥≈ß∑’Ë√–¬–‡«≈“ 3 ‡¥◊Õπ‡¡◊ËÕ‡∑’¬∫°—∫°àÕπ

°“√√—°…“∑—Èß 2 °≈ÿà¡ ‚¥¬°≈ÿà¡√—°…“≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠

(p=0.012) °≈ÿà¡§«∫§ÿ¡≈¥≈ßÕ¬à“ß‰¡à¡’π—¬ ”§—≠ ‡¡◊ËÕ

‡ª√’¬∫‡∑’¬∫°“√‡ª≈’Ë¬π·ª≈ßª√‘¡“µ√¢Õß nodule

∑’Ë√–¬–‡«≈“ 6 ‡¥◊Õπ‡∑’¬∫°—∫∑’Ë 3 ‡¥◊Õπ æ∫«à“°≈ÿà¡√—°…“

¡’ª√‘¡“µ√≈¥≈ß‡≈Á°πâÕ¬Õ¬à“ß‰¡à¡’π—¬ ”§—≠ °≈ÿà¡§«∫§ÿ¡

°≈—∫‡æ‘Ë¡¢÷Èπ·µà‰¡à¡’π—¬ ”§—≠ ·≈–‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫∑’Ë 6

‡¥◊Õπ°—∫°àÕπ°“√√—°…“ æ∫«à“ °≈ÿà¡√—°…“¡’ª√‘¡“µ√≈¥

≈ß≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠(p=0.032)  à«π°≈ÿà¡§«∫§ÿ¡°Á

≈¥≈ß·µà‰¡à¡’¡’π—¬ ”§—≠

∑—Èßπ’Èª√‘¡“µ√∑’Ë≈¥≈ß„π√–¬– 3 ‡¥◊ÕπÕ“®‡π◊ËÕß¡“

®“°°“√∑” FNA ∑’Ë¥Ÿ¥‰¥â¢Õß‡À≈«®“° nodule „πºŸâªÉ«¬

∫“ß√“¬ ®÷ßæ‘®“√≥“‡©æ“–ºŸâªÉ«¬∑’Ë FNA ‰¡à‰¥â¢Õß‡À≈«

¥—ßµ“√“ß∑’Ë 4 æ∫«à“ª√‘¡“µ√ nodule ∑’Ë 3 ‡¥◊Õπ‡¡◊ËÕ

‡∑’¬∫°—∫°àÕπ°“√√—°…“≈¥≈ß‡≈Á°πâÕ¬Õ¬à“ß‰¡à¡’π—¬

 ”§—≠∑—Èß 2 °≈ÿà¡ ‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫∑’Ë 6 ‡¥◊Õπ°—∫∑’Ë 3 ‡¥◊Õπ

æ∫«à“ª√‘¡“µ√‡æ‘Ë¡¢÷Èπ‡≈Á°πâÕ¬Õ¬à“ß‰¡à¡’¡’π—¬ ”§—≠∑—Èß

2 °≈ÿà¡ ·≈–‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫∑’Ë 6 ‡¥◊Õπ°—∫°àÕπ°“√√—°…“

°≈ÿà¡√—°…“¡’ª√‘¡“µ√≈¥≈ßÕ¬à“ß‰¡à¡’¡’π—¬ ”§—≠ °≈ÿà¡

§«∫§ÿ¡‡æ‘Ë¡¢÷ÈπÕ¬à“ß‰¡à¡’¡’π—¬ ”§—≠ ·µà‡¡◊ËÕæ‘®“√≥“

‡©æ“–ºŸâªÉ«¬∑’Ë FNA ‰¥â¢Õß‡À≈« æ∫«à“ª√‘¡“µ√

nodule ∑—Èß 2 °≈ÿà¡≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠∑’Ë 3 ‡¥◊Õπ

‡¡◊ËÕ‡∑’¬∫°—∫°àÕπ°“√√—°…“ (p=0.001 „π°≈ÿà¡√—°…“ ·≈–

p=0.006 „π°≈ÿà¡§«∫§ÿ¡) ≈¥≈ßÕ¬à“ß‰¡à¡’π—¬ ”§—≠∑’Ë

6 ‡¥◊Õπ‡¡◊ËÕ‡∑’¬∫°—∫ 3 ‡¥◊Õπ ·µà≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠

∑’Ë 6 ‡¥◊Õπ‡¡◊ËÕ‡∑’¬∫°—∫°àÕπ°“√√—°…“ (p=0.008

„π°≈ÿà¡√—°…“ ·≈– p=0.008 „π°≈ÿà¡§«∫§ÿ¡) ®÷ß √ÿª‰¥â

«à“ ª√‘¡“µ√ nodule ∑’Ë≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠∑’Ë 3 ‡¥◊Õπ

‡ªìπº≈¡“®“°°“√¥Ÿ¥¢Õß‡À≈«ÕÕ°®“° nodule
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‡¡◊ËÕæ‘®“√≥“„π·ßà°“√µÕ∫ πÕßµàÕ°“√√—°…“

√–À«à“ß°≈ÿà¡√—°…“°—∫°≈ÿà¡§«∫§ÿ¡ ‚¥¬ª√‘¡“µ√≈¥≈ß

¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 50 ∑’Ë√–¬–‡«≈“ 6 ‡¥◊Õπ

‡¡◊ËÕ‡∑’¬∫°—∫°àÕπ°“√√—°…“ æ∫«à“°≈ÿà¡√—°…“µÕ∫ πÕß

µàÕ°“√√—°…“√âÕ¬≈– 33.3 (11 „π 33 §π) °≈ÿà¡§«∫§ÿ¡

µÕ∫ πÕß√âÕ¬≈– 21.9 (7 „π 32 §π) ´÷Ëß‰¡à¡’§«“¡

·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ ¥—ßµ“√“ß∑’Ë 5 ·≈–

‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°“√µÕ∫ πÕßµàÕ°“√√—°…“„π°≈ÿà¡∑’Ë FNA

‰¡à‰¥â¢Õß‡À≈« °—∫ FNA ‰¥â¢Õß‡À≈« °Á‰¡à¡’§«“¡·µ°

µà“ßÕ¬à“ß¡’π—¬ ”§—≠√–À«à“ß°≈ÿà¡√—°…“°—∫°≈ÿà¡§«∫§ÿ¡

¥—ßµ“√“ß∑’Ë 6 ·≈– 7
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 √ÿª‰¥â«à“ °“√µÕ∫ πÕßµàÕ°“√√—°…“¢Õß levothyroxine ¡’º≈∑’Ë‰¡à·µ°µà“ß®“°¬“À≈Õ°∑’Ë√–¬–‡«≈“ 6 ‡¥◊Õπ
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«‘®“√≥å

°“√√—°…“ thyroid nodules ¥â«¬«‘∏’ thyroid

suppressive therapy ‚¥¬„ÀâŒÕ√å‚¡π levothyroxine

‡æ◊ËÕ≈¥ª√‘¡“µ√¢Õß nodules ¬—ß§ß¡’§«“¡¢—¥·¬âß°—πÕ¬Ÿà

·¡â«à“®–‡ªìπ°“√«‘®—¬·∫∫ prospective randomized

controlled trials °Áµ“¡ ·≈–¡’π‘¬“¡°“√µÕ∫ πÕßµàÕ

°“√√—°…“‡À¡◊Õπ°—π§◊Õ ª√‘¡“µ√¢Õß nodule ≈¥≈ß

¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 50 ¡’°“√„™â ultrasound

«—¥¢π“¥¢Õß nodule ÷́Ëß¡’§«“¡·¡àπ¬”„π°“√§”π«≥

ª√‘¡“µ√ ·µàº≈∑’Ë‰¥â°≈—∫¢—¥·¬âß°—π ‡π◊ËÕß®“°¡’§«“¡

·µ°µà“ß°—π„π√“¬≈–‡Õ’¬¥¢Õßµ—«·ª√µà“ßÊ ‡™àπ ∫“ß°“√

«‘®—¬‡≈◊Õ° nodule ‡©æ“– solid6 À√◊Õ  à«π„À≠à‡ªìπ

solid11,12,15  ·µà∫“ß°“√«‘®—¬¡’ nodule  à«π„À≠à mixed

solid-cystic2,16 ´÷Ëß‚¥¬∑—Ë«‰ª‡™◊ËÕ°—π«à“ solid nodule

®–µÕ∫ πÕßµàÕ levothyroxine ¡“°°«à“ cystic

nodule22 À√◊Õ∫“ßß“π«‘®—¬√«¡ nodule ∑ÿ°™π‘¥®“°

°“√∑” thyroid scintigraphy2 ·µàÀ≈“¬ß“π«‘®—¬®–

‡≈◊Õ°‡©æ“–∑’Ë‡ªìπ cold nodule

¡’À≈“¬ß“π«‘®—¬∑’Ë „™â«‘∏’ meta-analysis ‚¥¬

√«∫√«¡ß“π«‘®—¬¢ÕßºŸâÕ◊Ëπ¡“∑”°“√«‘‡§√“–Àåº≈¢Õß

°“√√—°…“ ‡™àπ Zelmanovitz et al.(1998)15   √ÿªß“π

«‘®—¬¢Õßµπ‡Õß∑’Ë»÷°…“„π√–¬–‡«≈“ 1 ªï«à“ levothyroxine

¡’º≈µàÕ°“√≈¥ª√‘¡“µ√¢Õß nodule ‰¡à·µ°µà“ß®“°¬“

À≈Õ° ·µà‡¡◊ËÕπ”°“√«‘®—¬Õ◊Ëπ∑’Ë‡§¬∑”¡“°àÕπÀπâ“π’È 2,6,7,11,12,13

√à«¡°—∫º≈°“√«‘®—¬¢Õßµπ‡Õß «‘‡§√“–Àå¥â«¬«‘∏’ cumu-

lative meta-analysis °≈—∫æ∫«à“ levothyroxine

¡’ª√– ‘∑∏‘¿“æ„π°“√≈¥ª√‘¡“µ√·≈–ªÑÕß°—π°“√‚µ¢Õß

nodule‰¥â  à«π Castro et  al. (2002) 23  „™â«‘∏’  meta-

analysis ‚¥¬√«∫√«¡º≈ß“π°“√«‘®—¬∑’Ëºà“π¡“ 2,6,11,12,16

·≈–√«¡°“√«‘®—¬¢Õß Zelmanovitz et al.15 ‡¢â“¡“

«‘‡§√“–Àå¥â«¬ æ∫«à“ ºŸâªÉ«¬∑’Ë‰¥â√—∫ levothyroxine µÕ∫

 πÕßµàÕ°“√√—°…“¡“°°«à“¬“À≈Õ° ·µà‰¡à∂÷ß√–¥—∫π—¬

 ”§—≠  à«π Sdato MT (2005)23 »÷°…“ 9 ß“π«‘®—¬∑’Ë

‡ªìπrandomized trials ¥â«¬«‘∏’ meta-analysis ‡™àπ°—π

 √ÿª«à“ levothyroxine ≈¥ª√‘¡“µ√¢Õß nodule ‰¥â

¡“°°«à“¬“À≈Õ°Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘

 à«πº≈°“√»÷°…“§√—Èßπ’Èæ∫«à“ levothyroxine

‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°—∫¬“À≈Õ° „Àâº≈„π°“√√—°…“ thyroid

nodule ‰¡à·µ°µà“ß°—π„π√–¬–‡«≈“ 6 ‡¥◊Õπ  à«π„π·ßà

¢Õß°“√µÕ∫ πÕßµàÕ°“√√—°…“π—Èπ µÕ∫ πÕßµàÕ°“√

√—°…“√âÕ¬≈– 33.3 ́ ÷Ëßß“π«‘®—¬Õ◊Ëπ∑’Ë √ÿª«à“ levothyroxine

‰¥âº≈¥’°«à“¬“À≈Õ° ¡’°“√µÕ∫ πÕßµàÕ°“√√—°…“

√âÕ¬≈– 26.6-58.86,7,8,10 „π¢≥–∑’Ëß“π«‘®—¬∑’Ë √ÿª«à“

levothyroxine ‰¥âº≈‰¡à·µ°µà“ß®“°¬“À≈Õ° ¡’°“√

µÕ∫ πÕßµàÕ°“√√—°…“√âÕ¬≈– 14.3-28.62,11,12,13,14,15,16

®–‡ÀÁπ‰¥â«à“ ∑ÿ°ß“π «‘®—¬¡’ºŸâªÉ«¬‡æ’¬ß à«ππâÕ¬∑’Ëª√‘¡“µ√

≈¥≈ß¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 50 À≈—ß‰¥â√—∫¬“

levothyroxine ·≈–∂â“æ‘®“√≥“„π°≈ÿà¡∑’Ë‰¥â√—∫¬“À≈Õ°

¡’°“√µÕ∫ πÕßµàÕ°“√√—°…“√âÕ¬≈– 0-20

°“√»÷°…“§√—Èßπ’È¡’¢âÕ®”°—¥À≈“¬ª√–°“√ ‡™àπ (1)

®”π«πµ—«Õ¬à“ß¡’‰¡à¡“°π—° §◊Õ 65 √“¬ ·µàß“π«‘®—¬

µà“ßÊ∑’Ë°≈à“«¡“¢â“ßµâπ °Á¡’®”π«πµ—«Õ¬à“ß‰¡à¡“°‡™àπ°—π

§◊Õ 40-62 √“¬ 2,7,9,10,11,13,15,16  ·µà∫“ßß“π«‘®—¬°Á¡’®”π«π

µ—«Õ¬à“ß¡“° §◊Õ 80-123 √“¬6,8,12,14 (2) √–¬–‡«≈“„π

°“√µ‘¥µ“¡°“√√—°…“‡æ’¬ß 6 ‡¥◊Õπ ́ ÷Ëßß“π«‘®—¬°àÕπÀπâ“π’È

¡’√–¬–‡«≈“µ—Èß·µà 6 ‡¥◊Õπ2,10 ∂÷ß 12 ‡¥◊Õπ6,7,9,11,12,15,16

∫“ßß“π«‘®—¬π“π 18-24 ‡¥◊Õπ8,13 ¡’ß“π«‘®—¬™‘Èπ‡¥’¬«∑’Ë

¡’√–¬–‡«≈“√—°…“·≈–µ‘¥µ“¡º≈π“π∂÷ß 5 ªï14 (3)

‰¡à “¡“√∂∑” thyroid scintigraphy ‡æ◊ËÕ·¬° cold °—∫

hot nodule ‰¥â (4) ‰¡àÕ“®ª√–‡¡‘π√âÕ¬≈–¢Õß¢Õß‡À≈«

„π nodule ¥â«¬ ultrasound ‰¥âÕ¬à“ß·¡àπ¬” ®÷ßµâÕß√«¡

nodule ∑ÿ°™π‘¥„π°“√«‘®—¬§√—Èßπ’È

ºŸâªÉ«¬∑’Ë¡“¥â«¬Õ“°“√¢Õß solitary thyroid

nodule ®“°°“√µ√«®√à“ß°“¬¥â«¬°“√§≈”  ¡§«√∑’Ë®–

∑” ultrasound ∑ÿ°√“¬ ‡æ◊ËÕ∑√“∫¢π“¥∑’Ë·πàπÕπ∑’Ë®–

„™â„π°“√µ‘¥µ“¡º≈°“√√—°…“ ·≈–¬—ß∑√“∫¥â«¬«à“ ¬—ß¡’
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nodules ∑’Ë§≈”‰¡à‰¥âÕ’°À√◊Õ‰¡à ‡π◊ËÕß®“°°“√æ‘®“√≥“

ºà“µ—¥ºŸâªÉ«¬∑’Ë‡ªìπ solitary thyroid nodule ¥â«¬«‘∏’

unilateral thyroid lobectomy ®“°°“√µ√«®√à“ß°“¬

‡æ’¬ßÕ¬à“ß‡¥’¬«‚¥¬‰¡à‰¥â∑” ultrasound ¡“°àÕπ Õ“®‡ªìπ

°“√ºà“µ—¥∑’Ë‰¡à‡æ’¬ßæÕ∂â“¡’ nodules ¢π“¥‡≈Á°Õ◊ËπÊÕ’°

„πµàÕ¡‰∑√Õ¬¥å°≈’∫µ√ß¢â“¡

πÕ°®“°π’È  ¡§«√∑” FNA „πºŸâªÉ«¬∑ÿ°√“¬∑’Ë¡’

thyroid nodules ‡æ◊ËÕ§âπÀ“«à“ ‡ªìπ¡–‡√ÁßÀ√◊Õ‰¡à ·≈–

„π°√≥’∑’Ë FNA ‡®“–‰¥â¢Õß‡À≈«„π nodule ¬—ß™à«¬„Àâ

nodule ¡’¢π“¥‡≈Á°≈ß‰¥â

 √ÿª

®“°°“√»÷°…“§√—Èßπ’Èæ∫«à“ °“√√—°…“ºŸâªÉ«¬ thyroid

nodule ¥â«¬«‘∏’ thyroid suppressive therapy ‚¥¬

„™â¬“ levothyroxine ‡æ◊ËÕ°¥ŒÕ√å‚¡π TSH „Àâ¡’§à“µË”

°«à“ª°µ‘ º≈„π°“√≈¥ª√‘¡“µ√¢Õß nodule‰¡à¡’§«“¡

·µ°µà“ßÕ¬à“ß¡’π—¬ ”§—≠‡¡◊ËÕ‡∑’¬∫°—∫¬“À≈Õ°„π√–¬–

‡«≈“ 6 ‡¥◊Õπ ºŸâªÉ«¬∑’ËµÕ∫ πÕßµàÕ°“√√—°…“‚¥¬

ª√‘¡“µ√¢Õß nodule ≈¥≈ß¡“°°«à“À√◊Õ‡∑à“°—∫√âÕ¬≈– 50

„π°≈ÿà¡√—°…“‡∑à“°—∫√âÕ¬≈– 33.33 „π°≈ÿà¡§«∫§ÿ¡

‡∑à“°—∫√âÕ¬≈– 21.9 ´÷Ëß‰¡à¡’§«“¡·µ°µà“ßÕ¬à“ß¡’π—¬

 ”§—≠∑“ß ∂‘µ‘

°‘µµ‘°√√¡ª√–°“»

¢Õ¢Õ∫§ÿ≥ §≥–Õ“®“√¬å ∂“∫—πæ—≤π“°“√

 “∏“√≥ ÿ¢Õ“‡´’¬π ¡À“«‘∑¬“≈—¬¡À‘¥≈ ∑’Ë„Àâ§«“¡√Ÿâ

æ◊Èπ∞“π„π°“√∑”«‘®—¬∑“ß “∏“√≥ ÿ¢ ·≈–¢Õ¢Õ∫§ÿ≥

»“ µ√“®“√¬å (æ‘‡»…) π“¬·æ∑¬å¡“π‘µ »√’ª√–‚¡∑¬å

∑’Ë™à«¬„Àâ§”·π–π”«‘∏’‡¢’¬π∫∑§«“¡«‘®—¬
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