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PHARYNGITIS
DESCRIPTION AND ETIOLOGY

Acute inflammation of pharynx. Over 90% are viral and almost all are self‑limiting regardless of etiological agent. Beta-hemolytic strep is also usually self-limiting, however it can lead to a non-suppurative post-strep syndrome. This syndrome is believed to be secondary to anti-body cross reactions with self-antigens which can lead to rheumatic fever, glomerulonephritis, arthritis, etc.

Pathogenesis: A primary viral infection is often followed by a secondary bacterial infection.  Less often, the cause is a primary bacterial infection (i.e. beta-hemolytic streptococcus, mycoplasma pneumoniae, chlamydia pneumoniae, or others). An acute pharyngitis may also be rhinogenic and/or sinugenic, or it may be caused by physical or chemical injury, scalds, caustics, etc.

Acute Streptococcal pharyngitis and tonsillitis occurs in only 10% of children with sore throat and fever.  Untreated complications include: 

rheumatic fever, glomerulonephritis, cervical adenitis peritonsillar abscess, otitis media, cellulitis and septicemia

SYMPTOMS AND SIGNS

The hallmark symptom is a sore throat on swallowing possible radiating to the ear, with or without a feeling of dryness, heat and soreness in the pharynx. Other symptoms may include: low grade fever, chills, aching, cervical adenopathy, slight injection to severe inflammation, exudate, membranous coat, fetid breath, otalgia, and headache. Symptoms and signs of viral and bacterial infection are so similar that only a culture can definitively distinguish between the two. Lymphocytosis is more indicative of a viral infection whereas elevated neutrophils is more indicative of bacterial infection. Prodomal symptoms on acute infection may include measles, scarlet fever, and rubella. Trismus, the unwillingness to swallow saliva, may indicate a  peritonsillar abscess. 
PE AND LAB

· EENT physcial exam and vitals

· rapid Strept test and throat culture if indicated

· CBC may be helpful

DDX (ICD-9-CM 462 Acute pharyngitis, 472.1 Chronic pharyngitis)

Six distinctive types of viral etiologies, others are unlikely to be distinguishable

1. INFECTIOUS MONONUCLEOSIS:  exudative tonsillitis, generalized cervical adenopathy, fever, late childhood-adolescence Dx: palpable spleen, axillary adenopathy, > 20% atypical lymphs or positive monospot, punctate petechiae at the border of the hard and soft palates

2. HERPANGINA: ulcers 2-3 mm found on anterior pillars, soft palate and sometimes uvula there are no ulcers in the anterior mouth as in herpes simplex, FEVER present.  Caused by members of the coxsackie A group. Lasts 7-10 days, can be recurrent

3. L YMPHONODULAR PHARYNGITIS: small yellow-white nodules in sae distribution as herpangina. Caused by coxsackie A10- nodules do not ulcerate.

4. HAND, FOOT & MOUTH DISEASE: agent here is coxsackieviruses A5, A1O, & A16.  Ulcers found on tongue and oral mucosa, Vesicles which DO NOT ULCERATE are found palms, soles, and interdigital areas.

5. PHARYNGOCONJUNCTIV AL FEVER: Caused by adenovirus- fever, conjunctivitis and exudative tonsillitis

6. RUBEOLA: prodrome looks like any nonspecific viral respiratory infection EXCEPT for the presence of small white specks the size of salt granules on an erythematous base. Found on the inner aspect of lower lip and buccal mucosa

Other DDx:  blood dyscrasias (e.g. Ieukemia and Hodgkin’s disease); neoplasm; alcoholism; smoker’s throat; hiatal hernia w/ reflux; allergies; trauma

TREATMENT

TREATMENT OF STREP PHARYNGITIS POSITION PAPER

Principal Author: Clark Hansen, ND

Adopted at the 1992 AANP Annual Convention.

WHEREAS Strep Pharyngitis (Beta-hemolytic Streptococcal Infection) is a common infectious disease that is associated with an increased risk of nonsupperative poststreptococcal syndromes (rheumatic fever, and poststreptococcal glomerulonephritis) in

susceptible individuals;

WHEREAS several factors significantly increase an individual's risk of developing poststreptococcal syndromes, and the majority of such sequelae occur in individuals with a family history of rheumatic fever, a long duration of illness, other severe illnesses. a compromised immune system, crowded living conditions, and poor nutritional status;

WHEREAS throat cultures yield group A Streptococci in only 10% of individuals presenting clinically with a sore throat, and as much as 10-25% of the general population arc asymptomatic carriers of group A Streptococci, and controlled clinical trials show that clinical recovery in similar cases is similar, with or without the use of antibiotics, and antibiotic administration does not reduce incidence of poststreptococcal glomerulonephritis. and a significant decrease in the incidence of rheumatic fever began before the introduction or penicillin, due to the improvement of socioeconomic, hygienic, and nutritional factors. and penicillin fails to be effective in as much as 20% of cases, and since such antibiotic therapy is estimated to cause 1.5 deaths per 100,000 doses;

WHEREAS naturopathic physicians are well trained in the standard clinical and laboratory diagnosis of Strep pharyngitis, and have been successfully treating Strep pharyngitis with very low incidence of poststreptococcal sequelae, using various natural antibiotics, and natural immune enhancing therapies, for close to one hundred years, and the current incidence of poststreptococcal sequelae is 0.4 to 2.8% for rheumatic fever and 0.2 to 20% for glomerulonephritis;

THEREFORE LET IT BE RESOLVED that it the position of the American Association of Naturopathic Physicians that:

1. All patients with signs and symptoms suggesting Beta-hemolytic Streptococcal infection should receive a thorough evaluation including an assessment of risk factors associated with poststreptococcal syndromes, and be informed of both conventional and naturopathic treatment options and their risks if any, as well as the potential risks of sequelae to group A Strep infection.

2. The use of antibiotics should be reserved for those patients who are unresponsive to naturopathic modalities and are not making significant improvement in a timely manner (i.e. no response after one week of naturopathic therapy).

General Measures

· enhance the immune system and use natural anti-viral and anti-bacterial agents

· antibiotics should be reserved for those who do not respond to treatment within a week (or less if treating a young child), and those with a prior history of rheumatic fever or glomerulonephritis

· if the rapid strep and throat culture are negative, treat aggressively for viral pharyngitis

· if either rapid strep or throat culture are positive for Group A beta-hemolytic strep, and there is little or no response to treatment within 48 hours of the patient visit, antibiotics are added to the protocol the patient started initially

· particularly in the 5-13 year old age group, antibiotics should be added if the strep is positive

· if Group A beta-hemolytic strep is positive, the commonly prescribed antibiotic is Penicillin G or V;  erythromycin can be used in cases of penicillin allergy

· plenty of sleep & rest

· encourage fluids, mainly water

Nutrition

· eliminate simple sugars; restrict calories to 1,000 qd; increase fluid intake to 8 oz. Per hour 

· vitamin C, 1 g q 2 hours;

Experimental Study: Compared with 463 students in the control group (from the previous year), 252 students in the test group experienced an 85% decrease in reported cold/flu symptoms when prophylaxed (1,000 mg TID) and treated (1,000 mg every hour for 6 hours, then TID) with megadoses of vitamin C. (Gorton, HS et al. The effectiveness of vitamin C in preventing and relieving the symptoms of virus-induced respiratory infections. Journal of Manipulative Physiologic Therapies. 1999 Oct;22(8):530-3.)

· vitamin A, 50,000-300,000 IU qd for one week (monitor for signs of toxicity, not for use in pregnancy or someone who may be/get pregnant as high dose vitamin A may be teratogenic), 

· beta-carotene 200,000 IU qd, 

· bioflavonoids 1000mg qd, 

· Zinc, 30 mg qd.  Zinc lozenges (zinc gluconate) that use glycine as a sweetener and supply 5-10 mg of elemental zinc to allow for repeated use.
· thymus extract 120mg qd,

· colloidal silver 1 tsp QID (adults), proportionately less for children, 

· quercitin, 50o mg QID ac

Botanical Medicine

· Anti‑virals and anti‑bacterials and immune stimulating herbs:  hydrastis, echinacea, garlic, glycyrrhiza, melissa officinalis, aloe vera, astragalus membranaceus, olive leaf extract (500 mg TID-QID), calendula, gallium, sambucus, populus balsamifera, berberis vulgaris, berberis aquifolium, thymus vulgaris, commiphora, schisandra, elderberry, mullein, myrrh

· diaphoretics: achillea millefolium (1 tsp. Dried plant to 8 oz. Hot water)

· analgesic: zingiber

· Demulcents: slippery elm or marshmallow root to soothe the throat 

· FORMULAS: (Alschuler) calendula: gallium: echinacea equal parts; Sambucus infusion gargle and swallow; Populus balsamifera tincture internally

· Pharyngitis formula:  Calendula succus: Galium: Echinacea/ equal parts

· Calendula: antimicrobial, vulnerary, lymphagogue. 

· Galium:  increases catabolic waste secretions through the lymphatic system; cooling herb

· Echinacea: immunostimulatory; increases waste removal (alterative)

· Pharyngitis: Sambuccus infusion; gargled and swallowed.

· Sambuccus:  gentle circulatory stimulant; diaphoretic, anti-catarrhal, expectorant, and local anti-inflammatory actions.

· Pharyngitis/Laryngitis:  Populus balsamifera or P. trichocarpa/ Apply the oil topically or use the tincture internally.

· Populus: high in resins therefore astringent and a specific for catarrhal and inflammatory conditions of the pharynx.  Specific for Laryngitis.

· Laryngitis formula:  Salvia: Commiphora: Achillea (aa)

· Salvia:  local anti-inflammatory and local anti-ulcerative; astringent and diaphoretic

· Commiphora:  topical application brings tone to lax mucous membranes, which in the throat appear pale and spongy; relieves pain due to chronic inflammation.  Stimulant to mucous tissues therefore not well indicated in acute inflammatory phase. 

· Achillea:  azulenes, salicylates and tannins are anti-inflammatory, stypic and diaphoretic.

· Gargle &/or Local Treatments:
(1) 1/2 tsp salt to 1 cup warm water:  gargle & spit out q 2 hours

consider adding lemon juice, 30 gtts hydrastis, 30 gtts calendula, 10 gtts oil of bitter orange

(2) Commiphora molol (myrrh), Rosmarinus officianalis (rosemary), Salvia officianalis (sage), & Calendula officianalis:  (you can add 0.5 parts Oil of Bitter Orange, & decrease Calendula by  0.5 parts if bacterial, especially strep)

equal parts tincture

- adult:
60 gtts in 1/2 cup warm water, gargle & swallow, q 2 hours 

child:  30 gtts in 1/2 cup warm water, gargle & swallow q 2 hours

(3) Hydrastis (2), Echinacea (2), Phytolaca (2), Calendula (1), Baptisia (1):

- you can add 0.5 parts Oil of Bitter Orange for bacterial pharyngitis, esp strep, & decrease Phytolaca by 0.5 parts

adult:  60 gtts in 1/2 cup warm water, gargle & swallow, q 2 hours

child:  30 gtts in 1/2 cup warm water, gargle & swallow, q 2 hours

(4) lemon (1/2), honey (1 tsp), warm water (1 cup);

do not use in children under age 3

sip, gargle & swallow throughout day & night for cough

Clinical Observation: Dr. Paul Reilly, N.D., has used a Hydrastis glycerite (1tsp gargled and swallowed) followed by hydrogen peroxide (1 Tbsp gargled and not swallowed) as needed in about 40 patients. He recommends culturing for strep and doing the above treatment. If culture is positive for strep, he recommends using antibiotics. (2001)

Theoretical Discussion: A formula of Echinacea (35-45%), Commiphora (20-30%), Hydrastis (20-30%), Phytolacca (4-7%), and Stillingia (4-7%) can be used in the treatment of pharyngitis. The recommended dose of this tincture is 40-60 drops TID-QID or every 2 hours for 2 days, then decrease to QID and then to TID over a 10-day period. (Tilgner, Sharol. Herbal Medicine from the Heart of the Earth. Wise Acres Publishing, OR, 1999.)

Clinical Observation: Dr. John Hibbs, N.D., recommends the use of a gargle containing equal parts of Berberis aquifolium, Commiphora, and Calendula plus ½ ml /oz of bitter orange essential oil. Add 1-2 dropperfuls of gargle to warm water, gargle, and swallow. He recommends using this gargle 4-8 times each day. He has found this gargle, in addition to Berberine complex and Echinacea, 90-99% effective in around 200 patients with bacterial pharyngitis. (4/01)

Clinical Observation: Dr. Lise Alschuler, N.D., uses a home gargle of 1 tsp salt, 1 clove of crushed garlic, 1 tsp hydrogen peroxide, 1 pinch of cayenne, and 1 tsp honey in 2 oz of warm water for the treatment of viral pharyngitis. The directions include, shake, gargle, and spit out. Do not swallow. Do this 3-4 times, 5 times a day. She find this treatment over 85% effective if begun within 12 hours of onset of symptoms and almost 100% effective in decreasing severity of symptoms. (2/20/2001)

Review Article: This article sites a double-blind, placebo-controlled study of 160 adults with upper respiratory tract infections (URI) of no more than 3 days duration who were given 900 mg/day of Echinacea pallida root extract or placebo. The results revealed a reduced duration of URI from 13 to 9.8 days in bacterial infections and to 9.1 days in viral infections in patients taking the Echinacea compared to placebo. The clinical signs and symptoms such as pharyngitis and sinusitis improved and disappeared sooner with the Echinacea than the placebo. (Leigh, E. Echinacea pallida shortens the duration of upper respiratory tract infection. Herbal Gram. 1998 Jul 31;43:19-20.)

Experimental Double-blind Placebo-controlled Study: 27 men, women, and children with flu symptoms (rhinitis and pharyngitis) of less than 24 hours duration received either Sambucol or placebo for 3 days. There was a significant shortening of both the severity and duration of the symptoms reported in the experimental group when compared to the placebo group. In a separate portion of the study, volunteers took the same dose as those in the experimental group for the same period of time and reported no side effects. (Zakay-Rones, Z et al. Inhibition of several strains of influenza virus in vitro and reduction of symptoms by an elderberry extract (Sambucus nigra L.) during an outbreak of influenza B Panama. Journal of Alternative and Complementary Medicine. 1995;1(4):361-9.)

Physical Medicine

constitutional hydrotherapy, hyperthermia, contrast hydrotherapy to neck, salt water gargle (1 TBS salt/240 mL water TID), carrot poultice to external throat, wet sock treatment


Clinical Observation: Dr. Mark Groven, N.D., has used hyperthermia to treat over 100 patients with pharyngitis . He recommends the treatment 1-2 times per week for 2 weeks. He has found that this treatment along with internal therapies, shortens the duration of the illness and increases the effectiveness of oral medications. (2/2001)

Homeopathy

· Cases with low grade fever, pain on swallowing, raw throat – not good homeopathic cases.

· 30C X 3 – 4 doses sufficient. Recurrent, severe cases – higher potencies.

· Do not give remedy until picture is clear to avoid obcsuring the symptoms.

· Constitutional remedy may work at 12C or 30C for several doses even it only covers part of the symptom picture.

Clinical Observation: Dr. MaryAnn Ivons, N.D., R.N., recommends using Ailanthus glandulosa 30C, 3-4 pellets sublingually every 3 hours while awake for Strep throat, and to retest Strep test in 36 hours. Patient particulars of Ailanthus include: positive Strep screen, emotional plane of patient is not affected, swollen glands (submaxillary and anterior cervical), complaints of painful throat, erythematous throat, swollen tonsils (can be indurated), may or may not has pus, can have headache, mental plane is key, patient is in a state of mental dullness, just can’t think. (2001)

	REMEDY
	AILANTHUS GLANDULOSA
	APIS
	BELLADONNA
	HEPAR SULPHURIS CALCAREA

	ETIOLOGY
	Monocytic tonsillitis; malignant tonsillitis
	
	
	Advanced suppurative pharyngitis, tonsillitis

	PHYSCAL

PARTICULAR
	Severe pharygitis with tonsillitis w/ risk of sepsis; throat dark red w purple spots or ulcers; tongue dry, brown; swallowing very painful, radiates to ears; extensive sensitive cervical adenopathy; fetid breath
	Burning or stinging in throat with mucosa intense redness and glistening; inflammation < right side; swollen uvula and tonsils
	Right sided inflammation and burning; throat & tonsils bright red, angry; aphthae; “strawberry“ tongue; pain extends right to left
	Sharp pains like splinters in throat;  pain radiates to ear on swallowing; throat ulcers; copious discharge from pharyx

	GENERAL & 

MODALITIES
	Prostration, stupor w/ face congested, bloated; nauseous dizziness sitting; < sitting up in bed, < swallowing; > cold drinks; 
	< heat, hot drinks, warm room; 

> cold food and drink but not thirsty; dry heat alternating w/ chills
	< slightest touch of throat; < turning head; < motion; < swallowing (liquids); < clearing throat; < cold air; high fever, mydriasis, cold hands and feet
	< evening, night; < cold air, cold drinks or food; < yawning, stretching, clearing throat. turning head, swallowing; > warmth, warm drinks; patient must keep bundled up especially throat; < putting hand out from under bed covers

	EMOTIONAL

SYMPTOMS
	Hallucinations of small animals during high fever.
	
	
	Easily angered, abusive

	OTHER 

INDICATIONS
	
	
	Most important remedy for acute pharyngitis of rapid onset; remedy for peritonsillar abscess
	Major remedy for peritonsillar abscess


	REMEDY
	LACHESIS
	LYCOPODIUM
	MERCURIUS
	PHYTOLACCA

	ETIOLOGY
	Advanced cases with excoriation and oozing blood; diphtheria
	Diphtheria, quinsy
	Acute or recurring pharyngitis; peritonsillar abscess
	Peritonsillar abscess

	PHYSICAL 

PARTICULAR
	Left sided pharyngitis / tonsillitis; left to right; tonsils swollen, deep red or purple; uvula swollen; peritonsillar abscess; lump or constricting sensation in throat
	Right sided pharyngitis or tonsillitis or beginning right and going left; spreading from above downwards; violent intense sore throat
	Suppurative, dirty tonsils; ulcers; sensation as if apple core caught in throat; tongue coated yellow, dirty; metallic taste on tongue; tongue swollen with tooth imprints; foul breath; increased salivation < night; swollen, painful, burning cervical nodesl yellow-green muco-purulent discharge form nose
	Burnign soreness in throat, root of tongue; “ burning ball of red-hot iron” stuck in throat; dark red or purple inflammed tonsils; felling of lump on swallowing or turning head to left; throat feels full, choked; pharynx feels very dry; unable to swollow even water; tongue fiery red, feels burnt; diphtheria—gray membrane looking like dry leather; pain extends to ears on swallowing; shooting pain in ears; hard. Painful cervical glands.

	GENERAL &

MODALITIES
	< night in sleep or waking in AM;sleeps into agg. or wakens smothering; < swallowing but constant desire to swallow; < sweets, acids; < warm drinks, coughing, clearing throat; < touching throat, turning head, tight collars: > cold drinks; > for a few moments swallowing; easier to swallow solids than liquids or saliva, < heat, change of season
	< 4 to 8 PM; < warm drinks; > cold drinks
	< night, heat of bed; < heat or cold; < swallowing (empty); < coughing; night sweats lasting all night; 
	< right side; < turning head to left; < touch; < hot drinks; cannot swallow hot drinks; > cold, cold drinks; 

	EMOTIONAL

SYMPTOMS
	
	
	
	

	OTHER 

INDICATIONS
	Mild to severe sore throat
	
	Sore throat with every cold
	


COMPLICATIONS/REFERRAL GUIDELINES

· treated cases of strep pharyngitis are contagious for 24-48 hours

· untreated cases of strep pharyngitis:  communicable period is 2-3 weeks

· do not prescribe aspirin in children & adolescents under 18 yoa since it can result in Reye’s syndrome

· children between the ages of 5 to 13 are most susceptible to the sequele of strep throat, including rheumatic fever, valvular heart disease, glomerulonephritis, and arthritis;  signs and symptoms may occur 2-4 weeks after strep pharyngitis infection

· chronic pharyngitis:  investigate allergy (especially environmental), chronic sinusitis, chronic tonsillitis, oral carcinoma, leukemia, exanthematous diseases such as chicken pox, measles, and mumps

TONSILLITIS

DESCRIPTION AND ETIOLOGY 

Tonsillitis is an acute inflammation of the palatine tonsils; tonsils edematous and hyperemic.  When the eliminatory organs fail to expel, extra burden is placed on the lymphatic system. 

Pathophysiology: The most common organism is the beta-hemolytic streptococcus.  Staph, pneumococci, mixed flora, Hemophilus influenza, and E.coli are much less common.  If the symptoms worsen and multifocal symptoms occur, a generalized disorder should be suspected.  During inflammation, the tonsillar parenchyma is infiltrated with leukocytes causing small abscesses in the parenchyma and in the crypts.  In addition, a fibrinous exudate is formed and there are marked changes in the parenchyma and epithelium.

SIGNS AND SYMPTOMS

most often, purulent exudate from the crypts and a white, thin, membrane over the tonsils that does not bleed when peeled away; pain is most marked on swallowing.

PE AND LAB

· EENT physcial exam and vitals

· rapid Strept test and throat culture if indicated

· CBC may be helpful

DDX (ICD-9-CM 463 Acute tonsillitis, 474.0 Chronic tonsillitis)

· diptheria:  has a membrane that does bleed when peeled away and is dirty gray in color

· Vincent’s angina: characterized by superficial painful ulcers

· mononucleosis

TREATMENT
General Measures

· enhance the immune system and use natural anti-viral and anti-bacterial agents

· antibiotics should be reserved for those who do not respond to treatment within a week (or less if treating a young child)

Nutrition

· eliminate simple sugars; restrict calories to 1,000 qd; increase fluid intake to 8 oz. Per hour 

· vitamin C, 1 g q 2 hours;

· vitamin A, 50,000-300,000 IU qd for one week (monitor for signs of toxicity, not for use in pregnancy or someone who may be/get pregnant as high dose vitamin A may be teratogenic), 

· beta-carotene 200,000 IU qd, 

· bioflavonoids 1000mg qd, 

· zinc, 30 mg qd

· thymus extract 120mg 

· colloidal silver 1 tsp QID (adults), proportionately less for children, 

· quercitin

· Zinc lozenges that use glycine as a sweetner. It should supply 15-25 mg of elemental zinc.

· Lugol’s formula (SSKI)


Clinical Observation: Dr. Eric Jones, N.D., recommends painting the tonsils with Lugols’ formula (SSKI) in the treatment of tonsillitis. In ten years of practice, Dr. Jones has used this treatment on 15-20 patients per year with tonsillitis and has found it about 95% effective. (2/13/2001)

Botanical Medicine

Consider Agnus Castus (specific for enlarged tonsils), Black Catecchu, Cudweed, Myrrh, Poke root, Red Sage, Slippery Elm, Thuja (for enlarged nodes).  Chamomile tea plus 5 gtts poke root TID.  Consider painting Thuja over the affected area (equal parts of Thuja and glycerine).  Use a gargle of antimicrobials (bitter orange, goldenseal, myrrh)


Clinical Observation: Dr. Eric Jones, N.D., recommends a tincture of Hydrastis Canadensis (30ml), Calendula officinalis succus (10ml), Baptisa tinctoria (5ml), Gallium aparine (for kids, 5 ml), Phytolacca decantra (for adults, 5 ml) for the treatment of tonsillitis. He recommends taking ½ dropperful in 1/3 cup water, gargle and swallow 4-7 times a day. In ten years of practice, Dr. Jones has used this tincture on 15-20 patients per year with tonsillitis and has found it about 95% effective. (2/13/2001)

COMPLICATIONS/REFERRAL GUIDELINES

culture family members throats to treat carriers

PHARYNGEAL STDs

DESCRIPTION AND ETIOLOGY

Inflammation of the pharynx from STD organisms.  In pediatric patients abuse must be ruled out, however birth canal transmission has been reported.

   Pathogenesis: The most common organism is chiefly gonorrhea (GC), almost exclusively resulting from fellatio; whether organisms of non-gonococcal urethritis (Chlamydia, Ureaplasma, etc.) can colonize the oropharynx is largely unknown; pharyngeal HSV, see “Herpes”  Muloscum and Condoloma infection can manifest as warts in the oropharynx again, as above, almost exclusively from fellatio.

SYMPTOMS

sore throat, mild dysphagia; but frequently asymptomatic; consider screening swab if indicated by history

PE AND LAB

· erythematous pharynx and tonsils, mucopurulent exudate, uvula and faucial pillar edema—however, there may be no signs.

· White papular, possibly peduncular lesions in oropharynx, can include laryngeal lesions.

· pharyngeal swab culture or DNA probe; gram stain is not useful; post-treatment re-test is appropriate.

DDX (ICD-9-CM 098 Gonococcal infections)

other pharyngitis, foreign body obstruction, neoplasm

TREATMENT

General Measures

Antibiotic treatment of pharyngeal gonorrhea is probably necessary, although some have suggested that pharyngeal GC is usually self-limiting and largely non-communicable. Standard of care for antibiotic treatment (ceftriaxone, ciprofloxacin) does not include antibiotics under current Washington state ND scope of practice. Eradication is more difficult than in genital or anal infection, and test of cure is appropriate.  That said, immune stimulation and constitutional hydrotherapy have been reported to eradicate gonococcal infection.  Prayer and immune stimulation individually have resolved muluscum c. lesions in the absence of other treatment. Recommend use of condom for future prevention.

Nutrition

immune stimulation (avoid sugars; vitamin C TBT, vitamin A 10000–20000 IU (avoid if possiblity of pregnancy), (-carotene 100,000 IU, quercitin, zinc 60 mg)

Botanical Medicine

· A long list of historically used plants exists, but relatively easy eradication of genital symptoms may explain reported “cures,” and whether these treatments would work in the pharynx is unknown.

· immune stimulation with anti-microbial/viral activity (Reishi mushrooms, Larix arabinoglycosides, Echinacea, Garlic, Onions, Hydrastis, Melissa off., galium, sambucus, populus balsamifera, berberis vulgaris, berberis aquifolium, thymus vulgaris, commiphora, etc.).

Homeopathy

Thuja is concidered THE remedy for warts, in this case, a constitutional remedy would be indicated.

Pharyngitis with mucopurulent exudate: aconite, apis, belladonna, hepar sulph, lachesis, Iycopodium, mercurius, phytolacca

Pharmaceutical

ceftriaxone, ciprofloxacin

COMPLICATIONS/REFERRAL GUIDELINES

Systemic gonorrhea is theoretically possible, but incidence in pharyngeal GC is unknown.  Patient needs to be counseled on safe sex practices and in the need to inform partners of their possible exposure and transmission.  If lesions are present in the lower oropharynx a referal to an EENT MD is indicated to rule out laryngeal/vocal cord lesions which may be problematic with progression.

DIPHTHERIA

DESCRIPTION AND ETIOLOGY

Diphtheria is an acute contagious disease, typically pharyngeal but also other respiratory sites as well as cutaneous.

   Pathophysiology: This infection is caused by Corynebacterium diphtheriae, with a fibrinous pseudomembrane and exotoxin-caused myocardial, neural, and renal damage; occasionally asymptomatic; spread by secretions and fomites.

SYMPTOMS

brief incubation (1–4 days) and prodrome (12–24 hours); initial SX: mild sore throat, dysphagia, low grade fever, increased heart rate; N/V, chill, H/A especially in children; later SX: obstructed breathing from edema or membrane (sudden complete obstruction possible if membrane detaches).

PE AND LAB

· Membrane: usually tonsilar but possibly elsewhere in upper respiratory tract (e.g., nasopharynx)—dirty-gray, yellow-gray, or creamy; punctate or continuous, fibrinous; adherent, usually with bleeding when removed. In older children and adults, symptoms may precede membrane by several days, and occasionally no membrane is found.

· Cervical nodes enlarged; occasionally significant edema of neck(bull neck); occasionally serosanguinous nasal discharge, often unilateral.

· gram stain, special culture

DDX (ICD-9-CM 032 Diphtheria)

other pharyngitis; infectious mononucleosis; adenovirus or herpes simplex infection; Vincent’s infection; candidiasis; agranulocytosis; leukemia; and syphilis 

TREATMENT

General Measures

· Refer/hospitalize (ICU); report to health department.

· Supportive measures are important: rest (prolonged if myocarditis), nutrition, fluids; monitor respiration, heart, CNS.

· isolate and treat

· examine and culture contacts

· immunization with DTP is routine for children and all susceptible contacts.

Nutrition

immune stimulation (avoid sugars; vitamin C TBT, vitamin A 10000–20000 IU, (-carotene 100,000 IU, zinc 60 mg)

Botanical Medicine

immune stimulation (mushrooms, Larix arabinoglycosides, Echinacea, Hydrastis, etc.).

cold packs: saturated with Echinacea (tincture, liquid extract, decoction) applied directly to the throat. 

Myrrh (anti-septic) 

Homeopathy

Rubric: “Throat, Membrane”

Pharmaceutical

antitoxin early (test for hypersensitivity first); antibiotics.

COMPLICATIONS/REFERRAL GUIDELINES 

· Refer/hospitalize (ICU); report to health department.
· Possible complications include: bulbar paralysis with dysphagia, nasal regurgitation; peripheral nerve palsy; myocarditis, heart failure, sudden death; asphyxia from obstruction.

MONONUCLEOSIS

DEFINITION AND ETIOLOGY

Acute disease characterized by sore throat, fever and generalized lymphadenopathy, and splenomegaly

   Pathophysiology: viral illness caused by EBV (90%); usually spread via fecal-oral or oral-respiratory route, associated with kissing; typically develops in adolescents and young adults (15-25 years old); incubation period is 20-50 days; 70-90% shed virus within 2-6 months after infection; 20-30% shed once after 6 months, may take several weeks to subside 

SIGNS AND SYMPTOMS

malaise, fatigue, headache, fever, adenopathy, tonsillitis, splenomegaly, hepatomegaly, petechiae (palate), edema (periorbital), rash, pharyngitis, lymphadenopathy, nausea and anorexia

PE AND LAB

EENT, positive EBV titers (IgG or IgM), lymphocytosis, atypical monocytosis, elevated liver function tests, hypergammaglobulinemia, positive heterophile antibodies, thrombocytopenia, elevated bilirubin, cold agglutinins; monospot test is a useful screen

DDX (ICD-9-CM 075 Infectious mononucleosis)

CMV, toxoplasmosis, rubella, adenovirus, herpes simplex, drug side effects, streptococcal pharyngitis, viral tonsillitis, Vincent’s angina, diphtheria, viral hepatitis A and B, lymphoma or leukemia, human herpes virus 6

TREATMENT

General Measures

rest to avoid spleen rupture, avoid stress, avoid strenuous exercise

Nutrition

· whole foods diet with focus on liver and immune supporting foods

· avoid sugar, caffeine, alcohol, white flour

· add garlic to foods

· soft food diet with sore throat: drink protein shakes, fruit juices 

· Lauric acid (Monolaurin) a fatty acid that affects protein envelope of virus so it can’t get into tissues and replicate

· vitamin C, 6 gms qd as antiviral

· vitamin A, 15-5O,OOO IU BID

· zinc, 25 mg qd, with copper, 2 mg qd, as antiviral

Theoretical Discussion: It is proposed through clinical observation that intercellular adhesion molecules (ICAM-1) play a role in binding of rhinovirus to somatic cells. Interference of attachment of HRV to ICAM-1 would effectively interrupt viral infection process by blocking virus entry into the cell. It is proposed that zinc binding to the HRV coat results in competitive inhibition of HRV binding to somatic cells through ICAM-1. It is then postulated that any virus that engages in this method of attachment could be interrupted by zinc. (Novick, SG et al. How does zinc modify the common cold? Clinical observations and implications regarding mechanisms of action. Medical Hypotheses. 1996;46(3):295-302.)

· pantothenic acid, 250 mg qd TID

· beta-carotene up to 10,000/day

· vitamin E, 400-800 IU/day

Botanical Medicine

· Phytolacca tincture, l0 gtts QID (increases WBC’s).

· tincture:  Gelsemium/Eupatorium/Yarrow, 1:5:5; sig: sip 1 tsp. In 1 cup water BID 

· Chelidonium, Silybum and Hydrastis to support liver

· tincture: Ceanothus americanus (for hepatospenomegaly):Polyminia uvedilia, 1:1

· Super-Immunotone (Phytopharmica)

· Hypericum (Don Brown, ND)

· Tincture: Phytolacca (1)/ Echinacea (3)/ Astragalus (3); 30 gtt TID (Bill Mitchell, ND) 

· Formula with tropism for the lymph, antiviral, and boost the immune system

Phytolacca decencies (P. Americana) (Pokeweed)

Lomatium dissectum (Lomatium) – antiviral

Baptisia tinctoria (Wild indigo)

Melilotus officinalis (Yellow clover) – lymph

Melilotus indicus  (Yellow sweet clover) – lymph

Galium aparine (Cleavers) – lymph

Clinical observation: Dr Robin Dipasqualae, N.D., recommends putting together a formula with tropism for the lymph, antiviral, and to boost the immune system. (2001)

Homeopathy

Carbo veg, Gelsemium

Clinical Observation: 3 case studies are reported in which homeopathy was used to treat mononucleosis. Each patient was given a different remedy, they include: Gelsenium 30C TID, 1M every 6 hours (particulars are thistlessness with fever, dizziness, headache in back of head, not wanting to be around people, and apathetic); Calcarea carbonica 10M, SDSL (particulars are sweaty hands and feet, and sweat smelling of onion); Phosphorus 10M every 2 hours (particulars are desires ice cold drinks, but vomits after eating or drinking cold, and chilly). Homeopathy shortened that course of illness in all three cases. (Messer, S. Naturopathic notebook: infectious mononucleosis. Homeopathy Today. 2000 Feb;20:4-6.)

Physical Medicine

· hot compress over enlarged liver or spleen for 10 min., then cold compress for 1 min.; repeat two more times

· cold compress of rosemary tea to swollen lymph gland covered with wool

· constitutional hydrotherapy

· hyperthermia treatments

Pharmaceuticals

· antibiotics for secondary infections only

· analgesics (Tylenol( or Tylenol( with codeine)

· steroids may be indicated in certain complications only; prednisone at 40-80 mg qd, then less over 5-7 days.

COMPLICATIONS/REFERRAL GUIDELINES 

Group A beta strep infection, chronic fatigue (chronic EBV), splenic rupture, hemolytic anemia, thrombocytopenia purpura, coagulopathy, aplastic anemia, hemolytic-uremic syndrome, seizures cerebellar syndrome, coma, Guillain-Barre syndrome

ORAL CANDIDIASIS (THRUSH)

DEFINITION AND ETIOLOGY

Candida albicans is a yeast found in all individuals. Overgrowth of candida results in a wide variety of symptoms, thrush being one of these. 

    Pathophysiology: Newborns, immunocompromised patients, long-term antibiotics, corticosteroid and cytotoxic drug use, lack of digestive secretions, nutrient deficiencies and high sugar diet can all lead to the development of thrush

SIGNS AND SYMPTOMS

White, milk-curd-like patches which may be scraped off to reveal erythematous mucosa; commonly on the tongue and buccal mucosa, but can extend to palate, pharynx and tonsils; moderate pain which may prevent a child from nursing; usually no fever; patient may have dry mouth, bad breath and odd taste sensation

PE AND LAB
· EENT

· KOH prep

· Gram stain reveals Gram positive yeast forms 

· Culture on blood or Sabouraud's agar (a positive may be result of normal flora)

DDX (ICD-9-CM 112.0 Candidiasis of the mouth)
· Baby formula can mimic thrush

· Hairy leukoplakia but doesn't rub off to an erythematous base, is KOH negative, and is usually on lateral sides of  tongue

· Other yeasts can present like thrush

· Always explore reasons for immune suppression

TREATMENT

General Measures

Screen for severe immunodeficiency

Nutrition

· Avoid simple sugars, fruit juices (especially orange), dairy, peanuts, coffee, alcohol, nicotine, and over-eating and fermented foods.

Theoretical Discussion: Dietary carbohydrates play an important role in the pathogenesis of oral candidosis via several pathways. Increased concentration of sugar leads to both a proliferation of Candida and increased adherence factor. Increased Candida leads to increased acidic environment, which may cause activation of acid protease and phospholipase as well as direct cytotoxicity, all leading to inflammation of mucosal surfaces. (Samaranayake, LP et al. On the role of dietary carbohydrates in the pathogenesis of oral candidosis. FEMS Microbiology Letters. 1985;27:1-5.)

· HCl/pancreatic enzymes, 1 cap TID cc, to improve digestion and prevent yeast growth

· multivitamin/mineral formula to prevent nutritional deficiencies which predispose to yeast growth

Review article: Deficiencies of iron, folate, zinc, and vitamins A, B1, B12, C, and K, as well as a carbohydrate-rich diet may predispose patients to oral candidiasis. (Samaranayake, LP. Nutritional factors and oral candidosis. Journal of Oral Pathology. 1986 Feb;15(2):61-5.)

· caprylic acid,  1 gm TID cc, as antifungal

· liquid Nystatin gargle/swallow TID, as antifungal

· potassium sorbate in solution; gargle, don't swallow, as antifungal

Petri Dish Study: Potassium sorbate (ranging in concentration from less than 100 to greater than 400 mg/kg) was found to inhibit the growth of several yeast species, including Candida blankii, more than sodium benzoate during a three week period. (Mihyar, GF et al. Resistance of yeast flora of labaneh to potassium sorbate and sodium benzoate. Journal of Dairy Science. 1997 Oct;80(10):2304-9.)

· lactobacillus bifidus, 2 caps TID, retards candida growth

· lactobacillus acidophilus

Clinical Observation: Dr. Brad Lichtenstein, N.D., has treated over 100 patients with oral thrush due to chronic antibiotic use or as a result of immunosuppression (HIV and chemotherapy) with 100% efficacy using the following treatment: Sugar free diet, ADP (1 TID), Sacromyces boulardii (2 BID between meals), vitamin B12 IM (1 cc every week), garlic (1 raw clove BID) for a duration of 1 week. Patients experience almost complete resolution within 48 hours. (2001) 

Botanicals:

· Berberis vulgaris (tincture, 1 tsp. TID; caps, 250-500 mg TID); potent antifungal and helps to re-establish normal GI flora.

· Matricaria chamomilia (tincture, 1 tsp. TID); antifungal

Theoretical Discussion: Unable to locate any medical or herbal literature on the use of Matricaria chamomilia as an antifungal, except as a folk remedy for the treatment of colic, diarrhea, and indigestion, common symptoms in candida patients. Pizzorno and Murray list two compounds in Matricaria that are able to kill candida, chamazulene and bisabolol, but there is no medline or medscape literature on them. (Pizzorno, J and M Murray. Textbook of Natural Medicine. Bastyr University, WA, 1989.)

· Hydrastis canadensis (tincture, 1 tsp. TID; caps, 250-500 mg TID) similar to Berberis vulgaris

· Allium sativum

Animal Experiment: Garlic treatment at 2% and 4% concentrations in feed exerted a protective effect in chickens against candidiasis. In chickens with induced candidiasis, feed containing 5% garlic was successful in eliminating candida. (Prasad, G et al. Efficacy of garlic (Allium sativum) treatment against experimental candidiasis in chicks. British Veterinary Journal. 1980 Sep-Oct;136(5):448-51.)

Theoretical Discussion: The anticandida effect of garlic primarily appears to be due to its ability to oxidize thiol groups present in the essential proteins, causing inactiviation of enzymes and subsequent microbial growth inhibition. (Ghannoum, MA. Studies on the anticandidal mode of action of Allium sativa (garlic). Journal of General Microbiology. 1988;134(Pt 11):2917-24.)

· Pau d'arco (boil ½ t in 1 c water x l5 min., drink 1 c TID); antifungal

Petri Dish Study: 6 of 21 substituted 1,4-naphthoquinones (from Pau D’Arco) were found to have antifungal activity against Candida albicans at pH 7.0 in the presence of beef serum. The most active antifungal activity was seen in substituents that were a mixture of aqueous and lipid phases. (Gershon, H et al. Fungitoxicity of 1,4-naphthoquinones to Candida albicans and Trichophyton mentagrophytes. Canadian Journal of Microbiology. 1975;21:1317-21.)

· Orithrush (Ecological Formulas-CVR): antifungal solution applied topically and orally

· Oregano oil

Petri Dish: It was found that the minimum inhibitory concentration of oregano oil was < 0.1 mcg per ml and the 0.1% survival of Candida albincans occurred at a concentration of 45 mcg per ml. The minimum inhibitory concentration of caprylic acid was less than 500 mcg per ml and the 0.1% survival occurred at a concentration of 5,000 mcg per ml. Thus, the potency of oregano oil against C. albicans is more than 100 times greater than that of caprylic acid. (Stiles, JC et al. The inhibition of Candida albicans by oregano. Journal of Applied Nutrtion. 1995;47:96-102.)

· Melaleuca alternifolia

Experimental Study: 12 AIDS patients with oral candidiasis who were refractory to fluconazole were given 15 ml of a Melaleuca alternifolia oral solution 4 times daily to swish and expel for 2-4 weeks. At the 2-week evaluation, 7 of 12 patients had improved, none were cured, and 6 were unchanged. At the 4-week evaluation, 8 of 12 patients showed a response (2 cured, 6 improved), 4 were non-responders, and one had deteriorated. A mycological response was seen in 7 of 12 patients. A follow-up evaluation 2-4 weeks after therapy was discontinued revealed that neither of the 2 patients who were cured had relapsed. (Jandourek, A et al. Efficacy of melaleuca oral solution for the treatment of fluconazole refractory oral candidiasis in AIDS patients. AIDS. 1998;12(9):1033-7.)

Homeopathy:

sulfur, medorrhinum

Pharmaceuticals:

ferrustatin, Diflucan, ketocanizole, mycelex

COMPLICATIONS/REFERRAL GUIDELINES

With severe immunosuppression, thrush can lead to esophagitis, and later a full systemic infection can involve every organ system, particularly the kidney (candiduria).

ERYTHEMA MULTIFORME

DESCRIPTION AND ETIOLOGY

Erythema Multiforme (EM) is an acute hypersensitivity reaction.  It is a  self-limiting disease of skin and mucous membranes with variable severity between a few lesions, called Erythema Multiforme Hebra, and a widespread vesiculobullous form called Erythema Multiforme Major. Predominant age of occurance is in the 20’s and 30’s

SEX: M>F  (3:2)

 Pathophysiology: This was previously thought to be the same as the Steven Johnson’s syndrome (SJD), but has since been differentiated.   50% is of unknown etiology; 50% is precipitated by infection or medication.  Pathophysiology is postulated as an immune reaction and there is a possible association with Herpes virus.  Specific etiological factors have been discovered.  Of viral origin are: HSV, Coxsakie virus, Echovirus, Varicella, Mumps and Polio virus.  Of bacterial origion: Brucellosis, Borrealla burgdorfi,  Psittacosis and Histoplasmosis. Mycoplasma more specifically preceds the SJS. Trichopyton (fungal) and protozoan infections have also been known to preceed EM.  In addition, pregnancy, beer consumption, malignancy, collogen vascular disease Reiter’s syndrome, Sarcoidosis and vaccines are also known etiological factors. Any drug can cause EM, most commonly penicillin, barbiturates and sulfonamides.  SJS is seen most commonly with drugs, esp. anti-seizure medication, or radiation therapy. 

SIGNS AND SYMPTOMS

Erythema Multiforme Major involves more than 1 mucous membrane site.  Erythema Multiforme Hebra includes a pleomorphic rash and the characteristic target lesions, but no vesicles or petichiae.

Usual chief complaint is malaise followed by sudden onset of lesions on distal extremities and face.  Classic lesion is a circular target lesion with erythema surrounding central pallor (gray is necrosis often mistaken for pustule formation) or vesicle.  Lesions may vary with macules, papules, wheals or bullae.  Vesicles occur due to the separation of necrotic epidermis from dermis.   Hemorrhagic lesions of the oral mucosa may occur.  In addition to the face and throat, the rash can also occur on the palms, soles, dorsum of the hand and the extensor surfacesof the extremities.  Systemically, malaise, arthralgia or fever occur.  Systemic symptoms may be recurrent.  

Erythema Multiforme  

· skin lesions – bullous pemphigoid,  dermatitis herpetiformis

· oral lesions – allergic stomatitis, pemphigus, herpetic stomatitis

PE AND LAB

· EENT

· Blood studies may show only slight leukocytosis and increased ESR.

· Consider and R/O underlying disorders (e.g. Mycoplasma, Strep, Syphilis, other).

· Inquire about recent illnesses, infections (including herpetic) or medication use.

DDX (ICD-9-CM 695.1 erythema multiforme)

Stevens-Johnson Syndrome, Staph, scalded skin syndrome, vesicular viral xanthems (varicella), Kawasaki disease, TSS, and paraneoplastic pemphigus; target lesions and mucous membrane involvement should confirm DX
TREATMENT

General Measures
· EM is self-limiting, supportive care is primary treatment.  

· Underlying causes should be considered, infections treated and medications eliminated.  

· Severe cases may require IV hydration and in-patient care for pain and prevention of 20  infection.

· Regulate female hormonal cycle if this is a trigger 

· Support elimination and detoxification through cleansing, hydration, and the use of alteratives and tonics as indicated by constitution

Nutrition 

· Vitamin A

Clinical Observation: 9 patients with Stevens Johnson Syndrome, a severe form of erythema multiforme, were treated with topical all-trans retinoic acid ointment (0.01% and 0.1%) 1 to 3 times daily. After 2 months all patients showed clinical improvement. Squamous metaplasia secondary to goblet cell loss was reversed because vitamin A has been shown to regenerate goblet cells. (Tseng SC et al. Topical retinoids treatment for various dry-eye disorders. Ophthalmology. 1985 Jun;92(6):717-27.)

· Chronic recurrent cases may respond to antiviral and immune supportive treatments:  vitamins C and E, zinc, (-carotene,.

· Eliminate beer consumption if this is a trigger

· Use antihelminthic protocol if protozoam infection is found

· Moducare, bioflavinoids, bromelain for underlying autoimmune component (i.e. Collogen vasular disease) 

Botanical Medicine

· Immune support: Astragalus, Reishi, Echinacea

· Demulcents (Althea, Ulmus) to soothe mucous membranes 

· Calendula, avocado or  olive oil can be used topically to heal lesions

· Buepluerum, Rhemania, Glyzerhiza for underlying autoimmune component (i.e. Collogen vasular disease)

· Glycyrrhiza and Melissa inhibit HSV; also Lomatium isolate, Baptisia and Taheebo 

Physical Medicine

· compresses for erosive lesions

Pharmaceudicals

· Acyclovir is commonly prescribed due to HSV association. 

· Corticosteroid use is questionable.

COMPLICATIONS/REFERRAL GUIDELINES
RECURRENT APHTHOUS STOMATITIS

DESCRIPTION AND ETIOLOGY

Apthous ulcers, canker sores, recurrent painful, mucosal erosions- inner cheek, lips, gums, tongue, palate, pharynx.

canker sores in the inner cheek, lips, gums, tongue, palate, oral pharynx. 

   Pathophysiology:

· Suspected connection with celiac disease.

· Nutrient deficiency: Iron, vit B12, folic acid, thiamin, riboflavin, and pyroxidine.

· Allergic: foods, drugs, contact, wheat allergy, gluten.
· Uncertain etiologies. Consider stress and local trauma as precipitating factors. 
SIGNS AND SYMPTOMS

small shallow erosions with clearly defined borders, which occur singly or in crops and last 7-21 days before healing; membrane of erosion is gray to yellow surrounded with an intense red halo

PE AND LAB

EENT, Hematologic profile, Tzanck test, Serology for Syphilis

DDX (ICD-9-CM 528.2 Aphthous stomatitis)

See Oral Herpetic Stomatitis

herpes simplex, allergy, riboflavin def. (angular stomatitis), hormonal, bacterial (scarlatina), uremic/nephritic, dentures, candidiasis, traumatic ulcers, celiac disease, anemia, herpangina, hand, foot and mouth disease, nicotinic stomatitis, recurrent ulcerative stomatitis

.

TREATMENT

General Measures
· avoid toothpaste with Sodium lauryl sulfate

Experimental Study: 10 volunteer with multiple recurrent aphthous ulcers (RAU) recorded the number of ulcers during a 3 month period prior to the study during which they used regular toothpaste containing sodium lauryl sulfate (SLS). The study began with the patients used a dentifrice with 1.2% SLS for 3 months. This was followed by a dentifrice without SLS for another 3 months. Results showed a statistically significant decrease in the number of ulcers by 60% when using SLS free toothpaste. It is likely that SLS may denature the oral mucosal mucin layer which may play a role in protecting the mucosal surface and help prevent RAU. (Herlofson, BB et al. Sodium lauryl sulfate and recurrent aphthous ulcers. Acta Odontol Scand. 1994;52:257-9.)

· decrease stress

· eliminate food allergies

Clinical Observation: Dr. Lise Alschuler, N.D., estimates that she sees 5 patients a year with recurrent aphthous stomatitis. Most patients see the canker sores disappear within one week. Symptoms will stay abated as long as the food allergen is avoided. Some patients will be able to re-introduce the food on a rotation basis. This treatment will not work when the canker sores are associated with another condition such as ulcerative colitis or a B vitamin deficiency. (2001)

Experimental Study: 21 patients with recurrent aphthous ulcers underwent patch testing for food and environmental allergies. 20 patients reacted to a number of substances and were advised to avoid the allergen. 8 patients experienced no further ulcerations and 10 patients improved by 80% after being followed for up to 6 months. (Nolan, A et al. Recurrent aphthous ulceration and food sensitivity. Journal Oral Pathol Med. 1991;20:473-5.)

Nutrition

· avoid sugar, food allergies (esp. gluten wheat, rye, barley, oats, citrus, wheat, chocolate), spicy, refined carbohydrates, salty and acid foods

· increase carrots, cabbages, radishes, cucumbers, beets

· folic acid, vitamin B12, iron

Clinical Observation: In 330 patients with recurrent aphthous ulcers, 14% were found to be deficient in iron, folate, vitamin B12, or a combination of these nutrients. When these deficiencies were corrected, the majority of patients had complete remission. (Wray et al. Nutrient deficiencies in recurrent aphtae. Journal of Oral Pathology. 1978;7:418-423.)

· multivitamin with high B complex

Clinical Observation: Vitamin B1 levels were measured in 70 patients with recurrent aphthous stomatitis and in 50 healthy control patients. Low vitamin B1 levels were found in 49 of the 70 patients (statistically significant) with recurrent aphthous stomatitis and in only 2 of the 50 control patients. Low levels of vitamin B1 were not associated with age, sex, or underlying disease. (Haisraeli-Shalish, M et al. Recurrent aphthous stomatitis and thiamine deficiency. Oral Surgery, Oral Medicine, Oral Pathology. 1996 Dec;82(6):634-7.)

· pantothenic acid at first sign, children 100 mg, adults 500 mg q 1-2 hours

· vitamin E topically X 15 minutes bid for pain

· lysine, 200-2000 mg qd

Experimental Study: 28 patients with recurrent aphthous stomatitis (RAU) were instructed to take 500mg of lysine daily and to increase the dose to 1000 mg every 6 hours if they developed prodromal symptoms. When compliant with the therapy, 27 of the 28 found the use of lysine to be 100% effective at preventing RAU (although 2 patients had to increase prophylactic dose to 1000 mg/day. Lysine was also found to decrease the RAU’s duration by 50%. (Wright, EF. Clinical effectiveness of lysine in treating recurrent aphthous ulcers and herpes labialis. General Dentistry. 1994 Jan/Feb;40-42.)

· ascorbic acid, bioflavonoids, quercitin, rutin, hesperidin, 600-1000 mg

Botanical Medicine
· acidophilus, swish in mouth TID

Theoretical Discussion: Relapsing aphthous stomatitis, in 86 patients, were found to be initiated by disorder of T and B immunity and nonspecific defense factors, leading to increase of the content and virulence of oral microflora, and thus stimulating the bacterial sensitization of the organism. Lactobacillus acidophilus has effects on the immune system, such as stimulating IgA and enhancing oral tolerance. When used as a rinse, it may increase local IgA, allowing for a rebalance of oral cavity flora. This may be beneficial to patients with recurrent aphthous ulcers due to an imbalance in T and B cell immunity. (Maksomovskaia, LN et al. The clinico-immunological characteristics of the course of recurrent aphthous stomatitis. Stomatologiia (Mosk). 1995;74(1):16-9.)

· Licrogel topically

Clinical Observation: Dr. Paul Reilly, N.D., has used successfully used Licrogel topically as needed in 25 patients for treatment of aphthous ulcers. (2001)

· Ointment with Glycyrrhiza SE + 1 tsp. Lomatium dissectum tincture + 10 gtts Mentha pip. Tincture

· DGL mouthwash, 200 mg DGL powder in 200 ml in warm water X 7 days

· Aloe gel topically

Experimental Placebo-controlled Study: Patients with aphthous stomatitis were treated with conventional therapy (Orabase-Plain) or a freeze-dried extract hydrogel made from the Aloe vera compound acemannan. Aloe vera hydrogel resulted in the shortest average healing time of 5.7 days, compared to 7.8 days with conventional treatment. Pure acemannan and a non-freeze dried Aloe vera hydrogel also produced significantly better healing times of 5.89 days. It was also found that the application of any of the 3 acemannan-containing products was followed by reports of substantial pain reduction within 2 minutes. (Plemnos, JM et al. Evaluation of acemannan in the treatment of recurrent aphthous stomatitis. Wounds. 1994;6(2):40-5.)

· Calendula lotion, ½ tsp. Tincture in 1 cup water

· Melissa off. Tincture

· Reference:  Encyclopedia of Herbal Medicine, Bertram. Principle Herbs: Echinacea, Myrrh, Goldenseal, Poke Toot, Thuja.  Teas:  Avens, Bistort, German Chamomile, Ground Ivy, Ladies Bedstraw, Lime Flowers (Tilia), Lovage, Calendula flowers, Marshmallow leaves,  Raspberry leaves, Red Sage, Sanicle, Slippery Ellm ( decoction), Violet leaves.  Mouthwash, tincture: Equal Parts: Myrrh, Goldenseal. Sig. 10-20 gtt in glass water , take freely. Formula:  Echinacea 2:  Myrrh 1;  Goldenseal 1;  sig: powders, 250 mg or 1/6 th tsp.  FE 115-30 gtt , tincture 1:5 1-2 tsp TID.

Clinical Observation: Dr. Paul Reilly, N.D., has used Commiphora molmol (Myrrh) gum resin topically or as a mouthwash in 12 patients for the treatment of recurrent aphthous ulcers. (2001)

· Ref. John Sherman ND: Chamomile and hydrogen peroxide gargle, Echinacea and Symphytum, Eucalyptus, Ledum Latifolium, Rhus glabra.

· Acute:  Marshmallow flowers, root, and Sage gargle. (Weiss)

· Persistent:  Bilberry gargle.  (Weiss)

· DGL, use as mouthwash, 200 mg powder in 200 ml of water for 7 days. (DB)

Experimental Study: 20 patients with aphthous ulcers were given deglycyrrhizinated licorice mouth wash. After two weeks, 15 patients experienced 50-75% improvement within one day, followed by complete healing of the ulcers by the third day. (Das, SK et al. Deglycyrrhizinated liquorice in aphthous ulcers. Journal of Associated Physicians India. 1989 Oct;37(10):647.)

· Cabasil powder locally (EJ)

· Quercetin: Stabilize mast cells, try catechin-hesperidin.

· Powdered alum topically (JB)

· Propylis

Clinical Observation: Dr. Paul Reilly, N.D., has used propylis topically as needed  in 14 patients for recurrent aphthous stomatitis. (2001)

Homeopathy

Aethusa: apthae from milk intolerance in infants

Anitimonium: canker sores

Arsenicum album: ulcers burn like fire; drink warm H2O, sips; desire cold H2O but agg. oral lesions; anguish, fear of death; sudden weakness; chilly


Baptisia: putrid smelling; OK drinking H2O, can’t eat food; tongue feels burned

Borax: very sensitive, PN noise; dread downward motion, bitter taste, increased sensitivity to acids, mouth hot and dry, red mucus, bleed to touch, mouth feels dry but saliva present, worse with salty food, cold, wet, nursing, fruit


Cantharis: vesicles cover tongue, burning mouth, throat, and pharynx


Kali chl: fetid mouth; gangrenous ulcers, gray white exudates, gangrenous ulcers


Lachesis: left side complaints; ulcers bare spots

Mercurius sol: foul metallic taste, intence salivation; increased thirst, moist mouth; spongy gums bleed; tongue


Merc cor: develops quickly; gums bleed easily; astringent taste: dysphagia

Muriatic acid: burning ulcers, bluish color

Nat mur: excoriating vesicles around the mouth

Nitric acid: painful pimples on the side of tongue

Nux vomica: small Apthous ulcers with bloody saliva

Sulpher: red lips, bitter taste, in AM, tongue white with red tip

Sulphuric Acid: ulcers bleed with touch – dark blood,tremor, weakness, very painful, petechia, worse with open air, cold drink, odor of coffee,better with hot drinks, moderate temperature, motion

Ref: The Homeopathic Emergency Guide, pp. 51-57

Clinical Observation: Dr. Maryann Ivons, N.D., has found Borax 30C to be the number one remedy in over 20 patients for the treatment of aphthous ulcers. She also uses sulphuric acid 30C. (2001)

TCM

· Liu Shen Wan

· Watermelon Frost

Allopathic:  topical anesthetic (Lidocaine), rinse mouth before meals., Orabase: mucosal protective paste, cautery. Oral Tetracycline rinse for large outbreaks, or Chorhexidine rinse, also topical and systemic corticosteroids.

COMPLICATIONS/REFERRAL GUIDELINES

ORAL HERPETIC STOMATITIS

DESCRIPTION AND ETIOLOGY

An inflammation in or around the mouth.

   Pathophysiology:  caused by herpes simplex virus infection, most often HSV I.

SIGNS AND SYMPTOMS

A pathognomonic symptom of HSV is a prodromal sensation of tingling or itchiness over the exact area where the lesions later occur (1-2 days)

Vesicles appear usually in clusters, varying in size from 0.5cm to 1.5cm, although clusters may merge together.

The vesicles appear on an erythematous base, grow larger (causing pain from pressure), break open to form ulcers, then scab over with a thin, yellowish crust. 

Healing begins after approximately 10 days, but it usually takes a full 21 days to completely resolve the lesion.

Painful lesions may be associated with malaise, fever, Iymphadenopathy.

PE AND LAB

· Examine all mucosal membranes (nose, vaginal, oral) and skin; look for signs of anemia

· Tzanck smear of lesion shows multinucleated giant cells
· Herpes simplex virus culture- only half of true positives available in 2 days; rest may take 6 days or longer to be positive; not considered as reasonable means to follow activity of recurrent disease near labor and delivery.   

· Occasionally biopsy is needed 

· Amino acid testing for arginine and lysine levels

· Note: Varicella (herpes zoster) has identical findings on Tzanck smear.

DDX (ICD-9-CM 054.2 Herpetic stomatitis)

Impetigo,herpangina, acute necrotizing ulcerative gingivitis; apthous stomatitis or other infection (Candida, Corynebacterium)

Treponema, Mycobacterium tub, Strep, gonococci, HZV, measles, infectious mono); avitaminosis

(vitamin B’s and C, iron); lichen planus, erythema multiforme, SLE, Behcet’s syndrome, and pemphigus vulgaris all present oral mucosa signs; mechanical trauma; generalized stomatitis (spicy food, alcohol, tobacco, toothpaste, lipstick, etc.)

TREATMENT

General Measures

· The main goal is to reduce stressors in your life, or to better manage the stress present in your life.  Stress reduction techniques can be helpful such as meditation, yoga, moderate exercise, etc.  Try to increase relaxation, positive mental attitude, and peace of mind.  Make sure to get sufficient sleep.

· Avoid excessive exposure to sun or UV tanning lights.
· Avoid, if possible, environmental exposure to toxic substances (solvents, tobacco smoke, tung oil containing products, etc.).
Nutrition

· Avoid known food allergies/sensitivities

· Emphasize Lysine‑rich foods (dairy, fish, seafood, chicken, turkey, eggs, organ meats, brewer’s yeast, mung bean sprouts)

· Avoid foods rich in arginine (chocolate, peanut, almonds, cashew, walnut, filbert, pecan, brazil nuts, tahini, sesame and sunflower seeds, coconut, gelatin, buckwheat); immune weakening foods (bleached white flour, simple sugar, coffee, alcohol)

· During outbreak, avoid moderately rich arginine foods (wheat, oats, barley, soy, lentils, peas, beans, hot sauces, spicy, fried, fatty, rich and salty foods, sprouts, carob, eggplant, tomato, squash)

· Avoid or significantly restrict the intake of sugar and high sugar foods.

· A multiple vitamin/mineral supplement is helpful for overall immune functioning.  Additional vitamin C, vitamin E, zinc, and beta-carotene are especially important.
· Monolaurin is a source of fatty acids which seem to keep the cell membrane fluid enough to prevent, or decrease, viral shedding.
Petri Dish Study: In the presence of lauric acid (12 carbon chain), the production of infectious vesicular stomatitis virus (VSV) was inhibited in a dose-dependent manner. The inhibitory effect was reversible with removal of the lauric acid. Other monocarboxylic acids, of shorter or longer chain lengths, were found to be less effective or had no antiviral activity. Lauric acid also had antiviral activity against HSV-1, but it was not as effective as seen against VSV. (Hornung, B et al. Lauric acid inhibits the maturation of vesicular stomatitis virus. Journal of General Virology. 1994; 75:353-61.)

· L-Iysine, 500 mg qd prophylactically, 2 g qd for active lesion

Multi-Study Analysis: Lysine has been found to antagonize herpes virus growth in vitro. At an oral dose of 1-6 grams per day, lysine may be effective in reducing severity, duration, and recurrences of herpes simplex I virus outbreaks in certain patients. (Werbach. Nutritional Influences on Illness, 2nd Edition. 1996.)

· vitamin B-3 (niacinamide; 500-1000mg QD); 

· B complex; B6, 100 mg qd 

· vitamin B-5 (250-500mg TID, at first of tingling)

Theoretical Discussion: Dr. Lise Alschuler, N.D., states that she would not use vitamin B5 for oral herpetic stomatitis. The mechanism of action of vitamin B5 is not indicated for this condition. (5/21/01)

· vitamin C 

Experimental Double-blind Study: 32 episodes of recurrent mucocutaneous herpes were treated with a cotton wool pad soaked in an ascorbic acid (Ascoxal) or placebo solution and applied for 2 minutes TID. Patients who received the ascorbic acid solution noted statistically significant fewer days with scabs and fewer occasions of worsening symptoms, and nurses noted that the scabs did not last as long and the virus cultures yielded herpes simplex less frequently as those treated with placebo. (Hovi, T. Topical treatment of recurrent mucocutaneous herpes with ascorbic acid-containing solution. Antiviral Research. 1995;27:263-70.)

· zinc (100mg BID)

Experimental Study: 30 patients with recurrent herpes simplex (HS) and post herpetic erythema multiforme (PHME) were treated with a gauze compress soaked in a lukewarm zinc sulphate solution (0.025-0.05%) placed on the HS skin lesions for 10 minutes. The HS on the oral mucous membranes were treated with zinc sulphate mouth rinses (0.01-0.025%) for 103 minutes. Treatment was administered once a day in acute infections until the lesions disappeared. Maintenance treatment was given once a week for a month and thereafter twice a month. During 16-23 months, treatment with zinc sulphate solution prevented relapses in the 25 patients with recurrent HS on the skin and oral mucous membranes. However, this treatment did not prevent the HS episodes associated with upper respiratory infections in the 5 patients with recurrent HS and PHEM. (Brody, I. Topical treatment of recurrent herpes simplex and post-herpetic erythema multiforme with low concentrations of zinc sulphate solution. British Journal of Dermatology. 1981 Feb;104(2):191-4.)

· bioflavonoids (20-30g

· Folic acid

Botanicals

· Glycyrrhetinic acid ointments: Licrogel by Scientific Botanicals and Licorice and Lysine Plus by Wise Woman Herbals


In Vitro Study: Glycyrrhetinic acid has shown antiviral activity against herpes simplex I in vitro, and therefore may be an effective treatment for herpes. There is no evidence for the effectiveness of DGL. (PDR for Herbal Medicines, 1st Edition and Natural Medicines Comprehensive Database 2000)


Clinical Observation: Dr. Lise Alschuler, N.D., uses Licrogel (Glycyrrhiza) more often than Herpalieve (Melissa). It is best to apply at prodrome, at least 6 times per day. She has found that 80% of patients using Licrogel show improvement within 3 days, and 60-70% of patients using Herpalieve show improvement within 3 days. (2001)

· Melissa officinalis: apply ointment in early symptoms: Herpalieve by PhytoPharmica

· Topical application of Eugenol

Animal and Petri Dish Study: Eugenol (4-allyl-2-methoxyphenol) is a phenol obtained form clove oil and classified as a dental analgesic. Eugenol was found to be virucidal with no toxicity in vitro. A Eugenol-acyclovir combination synergistically inhibited herpes replication in vitro. Topical application delayed development of herpes induced keratitis in a mouse model. (Benencia, F et al. In vitro and in vivo activity of eugenol on human herpesvirus. Phytotherapy Research. 2000 Nov;4(7):495-500.)

· Herbal Oral Rinse and Gargle (Lomatium, Polygonum bistorta, oil of bitter orange) by Eclectic Institute

· Herbs for nervous, endocrine, and immune system may prevent recurrences and shorten the duration of outbreaks.
· Bostrychia montagnei (red seaweed)
Petri Dish Study: In vitro examination of the antiviral properties of sulfated galactans extracted from the red seaweed Bostrychia montagnei showed activity against herpes simplex 1 and 2. Antiviral activity was not virucidal, but appeared to inhibit replication without impairing cell viability. (Duarte, MER et al. Inhibitory effect of sulfated galactans from the marine alga Bostrychia montagnei on herpes simplex virus replication in vitro. Phytomedicine. 2001 Jan;8(1):53-8.)

· Red Alaskan Dulse
Clinical Observation: Dr. Chris Meletis, N.D., reports positive clinical results with topical Red Alaskan Dulse for HSV-1, HSV-2, and herpes zoster infections. The efficacy increases when treatment begins during the prodrome. Red Alaskan Dulse can also be used for viral pharyngitis. (5/25/01)
Physical Medicine 

· Ice: apply topically to lesion, 10 minutes on then 5 min. off during prodrome

· Hydrotherapy: cool compress: wet with Hydrastis tea

Homeopathy:
Arsenicum album: burning, shooting pain < at night; crusts large, deep, bleed when removed

Borax: esp. in children

Calcarea carbonica: ulcerate easily, < open air and from water, > warm room

Carbo vegetabilis: face, chin, lips, mouth; glandular swelling, itching changed to burning when scratching

Dulcamara: moist, suppurating, oozing pale water scratched; due to cold, wet weather

Graphites: in females with scanty menses; watery, sticky fluid; ulcerates easily < indoors, warmth, motion, > outside

Hepar sulphur: very sensitive to touch, to cold air

Mercurius solubilis: burning when touched; easy bleeding; scratching changes itching to burning; < night, cold, damp weather

Natrum muriaticum: during fever; gnawing, shooting pains; itching, moist, oozing eruption; related to stress; dry, cracked lips; watery, clear d/c

Rhus tox.: malaise, sudden outbreak of many; severe burning and itching

Silica: inclined to ulcerate; very sensitive

Pharmaceutical

· Acyclovir (Zovirax) anti-retroviral ; is effective in preventing HSV outbreak from stress or fever and when taken during prodrome, otherwise acyclovir isn’t helpful during outbreak; HSV can be acyclovir‑resistant

· Vanacyclovir (Valtrex): better bioavailability orally than acyclovir, is converted to acyclovir; indicated for use only in immunocompetent.

· Penciclovir (Denavir)

COMPLICATIONS/REFERRAL GUIDELINES

Possible complications: herpes encephalitis, herpes pneumonia, aseptic meningitis, herpes viremia, gingivostomatitis

GLOSSITIS

DESCRIPTION AND ETIOLOGY

acute or chronic tongue inflammation; causes include any disease that causes vitaminosis, anemia, skin disease (aphthous lesions, pemphigus, erythema multiforme, lichen planus), poorly fitting dentures, jagged teeth, lithium tablets, sensitivity to toothpaste, mouthwash, chewing gum, alcohol, tobacco, spicy food

SIGNS AND SYMPTOMS/
Tongue of pellagra, pernicious anemia, and smoking will have red edges and tip of tongue. Late pellegra has fiery red, ulcerated, swollen tongue. Iron/B12 deficient tongue is pale and smooth. White patches are caused by leukoplakia, candidiasis, lichen planus, syphilitic mucus patch. Acute glossitis has severe rapid swelling and pain caused by trauma, burn, or infection.

PE AND LAB

EENT; lab as appropriate for DDX

DDX (ICD-9-CM 529 Glossitis)

Avitamintosis, anemia (pernicious, iron deficiency), lichen planus, erythema multiforme, aphthous lesions, Behcet's syndrome, pemphigus vulgaris, syphilis, HIV, infections, candidiasis, TB, ill-fitting dentures, burns, convulsive seizures, alchohol abuse, tobacco abuse, chemical irritants (dyes, mouth wash, toothpaste, drugs), malignancy, geographic tongue)

TREATMENT

General Measures

· Avoid irritants

· R/o and tx infx

· Analgesics as appropriate

· Dental evaluation

· Oral hygiene

· anger, avoiding conflicts, incapacity for taking in new ideas, set opinions

· Affirmation: (Inflammation) My thinking is peaceful, calm, and centered.  I am willing to change all patterns of criticism.  I love and approved of myself.; (Mouth) I welcome new ideas and new concepts and prepare them for digestion ad assimilation.  I nourish myself with love.

Nutrition

· acute glossitis: soft, bland foods; cooling foods, foods that clear heat; vitamin C foods; short alkaline fast.

· chronic glossitis: foods that nourish Yin, clear heat; B‑complex foods, especially B3; avoid: sour, spicy, salty, alcohol, coffee, caffeine, smoking

· vitamin deficiencies:

· biotin: geographic tongue, lingual papillae atrophy

· riboflavin: glossitis with magenta tongue

Experimental Placebo-controlled Double-blind Study: Children with subclinical riboflavin deficiency, in a low-income group, received either a 5 mg riboflavin supplement or a placebo daily. After one year, children receiving the riboflavin had normal or marginal riboflavin status, whereas the children receiving the placebo continued to be riboflavin deficient. Riboflavin supplementation resulted in significant improvement in the incidence of glossitis, but had no impact of angular stomatitis. (Prasad, PA et al. Functional impact of riboflavin supplementation in urban school children. Nutritional Research. 1990; 10 (3): 275-81.)

· niacin: intraoral burning; glossitis of red tip and sides, swollen red fungiform papillae

· pyridoxine: gossitis with mucosal ulceration/erosions; cheilosis

· B12: painful glossitis, beefy red atrophied tongue

· vitamin C: gingivitis, loose teeth; gums deep blue; follicular hyperkeratosis

· iron: atrophic glossitis; gingivitis; cheilosis.


Clinical Observation: There is an 80% chance that niacin or riboflavin deficiencies will be present in patients with papillary atrophy along with abnormal tongue color. (Leevy, CM et al. American Journal of Clinical Nutrition. 1964; 16: 339.)


Clinical Observation: A bald tongue, papillary atrophy, is a clue to underlying B vitamin deficiencies. (Friedman, PJ et al. The Lancet. 1977; : 1159-60.)


Experimental Study: A study of school age boys in villages surrounding Hyderabad, India were found to have deficiencies of riboflavin, pyridoxine, and thiamine, with 18.2% presenting with glossitis, and 41.3% presenting with stomatitis. After one month of supplementation of B vitamins (including 4 mg riboflavin per day and 10 mg pyridoxine per day), there was a significant reduction of glossitis, but no effect was seen on stomatitis. (Bamji, MS et al. Relationship between biochemical and clinical indices of B-vitamin deficiency. British Journal of Nutrition. 1979; 41 (3): 431-41.)


Clinical Observation: Dr. Eric Jones, N.D., recommends assessing for a vitamin B-12 deficiency prior to any therapy. He uses 1000 mcg of vitamin B-12 IM, once each week for 1-2 months. He also uses B-complex 50, 1 per day, until resolution and then uses a multivitamin and mineral for a maintenance dose. Clinical improvements should be seen over a 1-2 month period.

Botanicals

· aloe vera juice to soothe

· Atropa belladona for acute congestion and inflammation

· Aconitum napellus​ for swollen, dry, red, tingling on dorsum of tongue

· Echinacea angustifolia for antiseptic alterative

· Gelsemium sempervirens for acute stages

· Pilocarpus jaborandi for the onset of the acut condition; hot, full head with bounding pulse

· Symphytum officinale as cool tea to soothe

· Salvia off. As mouthwash.  It combines well with Tormenil and Balm of Gilead.

· Glycyrrhiza solid extract

Clinical Observation: Dr. Lise Alschuler, N.D., recommends topical Glycyrrhiza SE for glossitis with apthous-like lesions due to its anti-inflammatory and demulcent properties. Sig 1/2 tsp in 1-2 TBSP water. Swish and spit QID. Dr. Alschuler reports 90-100% efficacy in 6 patients.

· Quercitin powder


Clinical Observation: Dr. Lise Alschuler, N.D., uses quercitin poder for glossitis thought to be due to an allergic response.    Quercitin's flavenoid-induced mast cell stabalization decreases the histamine response and is also anti-inflammatory. Sig 1/2 TBSP in 1/4 cup water. Swish and swallow BID. Dr. Alschuler reports 800--90% efficacy in 6-7 patients.

Homeopathy

Apis, Belladona, Cantharis, Hydrastis canadensis, Lachesis, Muriatic acid

Physical Medicine

manipulation: check and align T6‑8, C3‑5, T10‑12

TCM and Acupuncture

After assesing and palpating, consider these diagnosis: Heart Fire Blazing; Liver Xue Xu (Blood difiency); Xue (Blood) Heat; Wind-Heat.

Point Combinations: Ht-9, PC-9 and LI- 4; CV-24 and CV-23; Kd-2 and GV-12; TW-5 snf GB-41

COMPLICATIONS/REFERRAL GUIDELINES

Acute glossitis may block the airway.

BLACK HAIRY TONGUE
DESCRIPTION AND ETIOLOGY

Black hairy tongue is hypertrophy of the filiform papillae with lack of normal desquamation. These filiform papillae form a matted layer on the dorsum of the tongue. Color varies from yellowish-white to black, depending on the stains from tobacco, medication, food and certain chromogenic bacteria.

   Pathophysiology: Etiology is unknown but a suggested microorganism of the fungi family (Candida) might be a factor secondary to antibiotic therapy. Black hairy tongue may also result from irradiation of the head and neck or chronic debilitating disorders, and habitual use of mouthwashes containing oxidizing or astringent agents such as chlorhexidine gluconate (Peridex().

SIGNS AND SYMPTOMS

black matted filiform papillae on dorsum of tongue; depending on contributing factors, poor taste may or may not be present; associated systemic disturbances possible: anemia, gastric upset,

and side effects of antibiotic therapy

PE AND LAB

· oral exam (shows hypertrophy of the filiform papillae on the dorsum of the tongue, with a black coating; black stain may be seen also on the teeth especially the gingival thirds vs. the coronal third where foods generally with chewing keep the area clean

· culture and sensitivity to rule out yeast; especially if the patient is immunocompromised

DDX 

stain, GERD (gastroesophogeal reflux disease), chronic debilitating disorders, irradiation, and antibiotic therapy

TREATMENT

General Measures

brush tongue with warm wet soft bristled toothbrush daily

Nutrition

· cooked whole foods diet

· eliminate sugar, coffee, tea or caffeinated beverages, pop, dairy, or any food intolerances

· eliminate smoking, alcohol and drugs

Botanical Medicine

depending on etiology, DGL, Gentiana l., FOS, replenish proper flora, etc..

Homeopathy
Carbo-v., Chin., Merc., and Phos.

Physical Medicine

constitutional hydrotherapy with a minimum of 15 treatments preferably at least 3 times per week

TCM

eliminate tobacco, alcohol, overly sweet and greasy foods

COMPLICATIONS/REFERRAL GUIDELINES
HERPANGINA

DEFINITION AND ETIOLOGY

An acute infectious febrile disorder caused by group A coxsackie viruses and occasionally other enteroviruses and characterized by vesiculoulcerative mucosal lesions

   Pathophysiology: Infection occurs in epidemics, most commonly amoung infants and children (3 mo. – 16 yr.)  Viral etiology.

Signs and Symptoms

Sudden onset of fever with sore throat, headache, anorexia, and frequently pain in the neck, abdomen and extremities.  Vomiting and convulsions may occur in infants.  Within 2 days after onset few (usually < 12) small (1-2 mm diameter) greyish papulovesicular lesions with erythematous areolae appear, usually on the tonsillar pillars but also on the soft palate, tonsils, uvula or tongue.  In 24 hours lesions become shallow ulcers (seldom > 5mm) that heal in 1-5 days.  Other s/sx may include drooling, malaise, irritability, listlessness, coryza, diarrhea, little involvement of anterior 2/3 of mouth.

PE AND LAB

· few (usually < 12) small (1-2 mm diameter) greyish papulovesicular lesions with erythematous areolae on tonsillar pillars, soft palate, uvula or tongue.

· Or


· shallow ulcers (<6 mm) in these areas

· fever

· Diagnosis is made on the basis of symptoms and characteristic lesions, however slight leukocytosis may be seen (<50%,) and virus may be isolated from lesions

· rises in antibody titers may be investigated.

DDX (ICD-9-CM 074.0 Herpangina)

· Herpetic Stomatitis- does not occur in epidemics, characterized by larger, more persistent ulcers, involvement of anterior 2/3 of mouth.

· Recurrent Apthae

· Bednar’s Apthae- rarely occurs on the pharynx, not associated with systemic sx 

· Lymphonodular Pharyngitis- has raised, whitish to yellowish nodules

· Lichen Planus- white lacy ulcers, cutaneous lesions that are purple and pruritic

TREATMENT

General Measures

This acute condition is generally self-limiting.  Patients are generally asymptomatic by day 7.  Therefore, treatment goals are symptom relief.  Lasting immunity is acquired to the causative virus, but other coxsackie viruses may cause repeated infection.  Avoiding contact with infected individuals is the best way to prevent this condition.

Nutrition

· Vitamin A 10,000 – 100,000 iu per day depending on age

· Vitamin C (500 mg X age) qd

Botanicals
· Tea of calendula, cammomila, hydrastis and gycerrhiza.  This is soothing, antiinflammatory and antiviral.  Can be taken as warm or cool tea or in ice cubes form added pain releif.

· Salix capsules orally to reduce swelling and fever

· Tinctures of berberis spp., echinacea, hydrastis, allium, etc. may be used as antivirals, but remember that oral mucosa will be sensitive to alcohol.  Consider glycerite forms.

COMPLICATIONS/REFERRAL GUIDELINES
LINGUAL THYROID

DESCRIPTION AND ETIOLOGY

Lingual thyroid is a rare developmental anomaly. The incidence is rare – about 1/100,000 and it is more frequent in females. In most patients, onset of sx before 9 months of age is helpful to make make the DDX. Only about 1 out of 6 cases is detected during infancy because early labs can sometimes be normal.

   Pathophysiology: This disorder occurs because of the defective descent of thyroid tissue through the thyroglossal duct to its normal pretracheal position. It is the presence of thyroid tissue in the midline of the tongue base between cirumvallatae papillae and the epiglottis. The pathogenesis may be related to the presence of maternal blocking autoantibodies against the thyroid.

SIGNS AND SYMPTOMS
There will be a mass at the base of the tongue or in the oropharynx. Might cause dysphagia or dyspnea due to the oropharyngeal or upper airway obstruction, dysphonia or even hemorrhage at any time from infancy to adulthood.  Patient may present with signs and sx of hypothyroidism or hyperthyroidism. If undiscovered at infancy, most cases of ectopic thyroid tissue develop congenital hypothyroidism (cretinism) with signs of developmental delay, physically and mentally. 

PE AND LAB

· There would be an oropharyngeal mass usually located close to the hyoid bone in the oropharynx.
· Dx is confirmed by indirect laryngoscopy, fine needle aspiration with biopsy, lab tests for TSH and T4 (which both may be normal) and radiographic imaging studies such as CT, MRI and radionuclide scintography. MR may be best because it allows multiplanar imaging and provides the best soft tissue definition. Ultrasound assessment can also be done by using the midline sagittal and posterior coronal views of the floor of the mouth. 1.6% of lingual thyroids are missed by neonatal TSH screening.
DDX 

DDX includes thyroid nodule or intra-lingual thyro-glossal cyst. However, in the case of lingual thyroid it frequently represents the only source of thyroid tissue. There have been rare cases of follicular or squamous cell carcinoma arising from a lingual thyroid, so be alert to that.

TREATMENT

COMPLICATIONS/REFERRAL GUIDELINES 

Treatment is surgical pharyngotomy with an infra-hyoid approach for complete removal of the tumors followed by thyroid replacement therapy. In some cases, surgical excision may be reserved for more advanced cases of gland enlargement resulting in dyspnea, dysphagia or hemorrhage. The excised tissue may be fully or partially transplanted into the more appropriate location in the neck. Sometimes when ectopic thyroid tissue is found at an unusual location and it is found to be the only functioning thryoid tissue, it can be left alone so as to avoid surgery and thyroid replacement therapy. This situation may first present as a thyroglossal cyst. 

LEUKOPLAKIA

DESCRIPTION AND ETIOLOGY

Bilateral, often elevated, white patches of lateral borders and dorsum of the tongue that cannot be wiped away; more common in elderly; rare before 40 yr.; <5% are cancer; early oral cancer most often seen as red lesion, not white.

   Pathogenesis:  tobacco, alcohol, oral snuff, HPV, dental restorations, dental prosthetics, chronic irritation, estrogen therapy, actinic radiation, and oral sepsis

SIGNS AND SYMPTOMS

white, gray, or yellowish white, macular or plaque-like lesions that cannot be wiped away

on tongue, buccal mucosa, mandibular & maxillary alveolar ridge, palate and lower lip

PE AND LAB

· oral exam, check if lesions can be wiped away (if so, most likely Candida or aspirin burn)
· biopsy to rule out carcinoma; location important: 60% on floor of mouth are cancer, rarely so on buccal mucosa. 

· In Immune compromise patients test for EBV and HIV.  Definitive diagnosis in these patients requires the demonstration of EBV replication and HIV. 

DDX (ICD-9-CM 528.6 Leukoplakia of the oral mucosa or tongue)

traumatic or frictional keratosis, leukoedema, lichen planus, verrucous carcinoma, lupus, squamous cell carcinoma, oral hair leukoplakia, leukokeratosis nicotina palati.

Oral hairy Lekoplakia frequently observed in patients with EBV, HIV.

TREATMENT

General Measures

Depends upon diagnosis: treat the cause (see etiology above); lesions may spontaneously resolve 

Eliminate alcohol, cigarettes, chewing Tabasco; correct ill fitting dental appliances

Eliminate habitual lip biting

Nutrition

Increase Vit C foods, Vit A foods

Increase fluids

Avoid heavy protein foods, fats, meats, vinegar, shellfish, sugars, spicy foods, tobacco, and irritating foods.

Supplements: vitamin A, (-carotene, folic acid, vitamin E


Experimental Placebo-controlled Double-blind Study: 160 fishermen and women with precancerous oral lesions were given oral vitamin A (retinyl palmitate (300,00 IU/week), beta carotene (360 mg/week), or placebo for 12 months. 22 of the 42 (52%) patients taking vitamin A and 15 of the 46 (33%) patients taking beta carotene had complete remission of their lesions, compared to only 3 of the 43 (10%) patients taking placebo having complete remission of their lesions. However, 1 year after discontinuing the treatment, over 50% of the patients who experienced complete remission had recurrences of the lesions. (Sankaranarayanan, R et al. Chemoprevention of oral leukoplakia with vitamin A and beta carotene: an assessment. Oral Oncology. 1997 Jul; 33(4):231-6.)


Experimental Study: 18 patients with oral leukoplakia, treated with 90 mg of beta-carotene for 9 months, resulted in 4 complete remissions, 2 partial responses, 1 minimal response, no change in 9 patients, and 2 patients showed disease progression. (Toma, S et al. Treatment of oral leukoplakia with beta-carotene. Oncology. 1992;49:77-81.)


Clinical Observation: Dr. Paul Reilly, N.D., has found mycelized vitamin A (50,000 to 100,000 IU/day) to be efficacious in the treatment of 9 patients with oral leukoplakia. (2001)


Experimental Study: 43 patients with symptomatic leukoplakia and discomfort or dysplasia were given 400 IU of alpha-tocerpherol BID. After 24 weeks, 46% of the patients showed partial or complete clinical improvement. 23% of these patients had a disappearance of the oral lesion for 1 month or more and 23 % had a 50% or more decrease in the size of the lesion. 9 patients (21%) showed histologic improvement in degree of dysplaia, but none of the patients showed complete reversal of the dysplasia. (Benner, SE et al. Regression of oral leukplakia with alpha-Tocopherol. Journal of the National Cancer Institute. 1993;85(1):44-7.)

Botanicals  

Echinacea purpurea: Increases non-specific resistance

Eucalyptus spp: associated with syphilis and excessively secreting mucosa

Eupatorium perfoliatum

Eupatorium purpurea (extract)

Homeopathy

Aurum metallicum, carcinosin, Ferrum metalicum, Hydrastis canadiensis, Mercurius, Natrum phosphoricum, Nitricum acidum, Phosphorus, Salicylicum-acidum, Sulphur, Rhus-tox, Silica

TCM, Acupuncture and Chinese formula

After assessing the person and palpating, consider these patterns: Fire toxin and Xue yu (blood stasis)

Points to consider: LI-11, LI-4, LU-7, HT-6, CV-4, GV-9, C-3, GB-26, ST-28, 29, 44; SP-10, 6; LV-3

Chinese formula: Lithospermum 15 (patent): Fire Toxin and Xue Yu (Blood stasis), 

Ping Xiao Dan: may be given one course every six months as a preventive against cancer

COMPLICATIONS/REFERRAL GUIDELINES
ORAL ERYTHROPLAKIA

DEFINITION AND ETIOLOGY
Erythroplakia is an early carcinoma that appears as a red patch on the oral mucosa.  It is similar to the lesion leukoplakia. It can represent hyperplasia, dysplasia, or carcinoma in situ, with 90% of lesions occurring as dysplasia or carcinoma. In contrast, only 2-6% of leukoplakias are dysplasia or early invasive squamous cell carcinoma. Risk factors: Exposure of pharynx to alcohol and tobacco; diet high in butter and retinal (Merck Manual; Current Diagnosis and Treatment, Tierney; Harrison’s Principles of Internal Medicine; B.J. Cancer, 2000, Jan., 82(1), 204-207)

SIGNS AND SYMPTOMS

Lesions appear as areas of inflammation that when dry look granular and somewhat abraded.  Lesions should be dried with gauze to examine.  Two types of lesions may exist.  The first is red granular with speckled areas of white keratin or normal mucosa within or peripheral to the red area.  The lesion may also appear as a smooth, non-granular red lesion with minimal keratin.  Both types have irregularly defined borders.  Any erythematous lesion that does not respond to treatment and persists for >14 days should be considered carcinoma in situ and requires biopsy.  Sites at risk include the floor of the mouth, ventrolateral aspect of the tongue, and the soft palate complex including the uvula, soft palate proper, anterior tonsillar pillar, and lingual aspects of the retromolar trigone. (Merck)

PE AND LAB

A complete intraoral exam and palpation of the cervical area for lymphadenopathy should be included in a general physical examination, especially in patients >45 years old who smoke and use alcohol. (Merck)

DDX 

oral candidiasis, necrotizing sialometaplasia, pseudoepitheliomatous hyperplasia, median rhomboid glossitis, and vesiculoerosive inflammatory disease (Tierney)

TREATMENT

General Measures

Referral to an otolaryngologist

Nutrition

A diet rich in fruits and carotenoid-containing vegetables is protective (B.J. Cancer, 2000, Jan., 82(1), 204-207).

Supplements to consider include:

· Vitamin A (Oral Onc., 1997, July, 231-6) 

· Beta-carotene (B.J. Cancer, 2000, Jan., 82(1), 204-207)

· Vitamin C (J. Exp. Clin. Cancer Res., 1998, Dec. 17(4), 419-424; Oral Dis., 1998, June 4(2) 120-9) 

· Vitamin E (Anticancer Res., 1999, 19, 365-8)

· Spirulina fusiformis (Nutr. Cancer, 1995, 24(2), 197-202)

COMPLICATIONS/REFERRAL GUIDELINES

Referral to an otolaryngologist is necessary, as biopsy is needed to make a definitive diagnosis.  A CT should be performed to determine the extent of the disease, and if lymph nodes are involved, screening for metastasis with bone scans and chest films are indicated.  Definitive staging is done using endoscopy under anesthesia, with multiple biopsies taken to establish diagnosis, define the extent of the primary disease, and to identify other premalignant lesions. (Harrison’s)

AMALGAM TOXICITY

DESCRIPTION AND ETIOLOGY
This is a controversial topic as most dentists currently use silver amalgam, which contains mercury, silver, tin, copper and a trace amount of zinc, in filling their patient's cavities.  

   Pathogenesis: A flaw in the amalgam restoration is that the above metals are cations which weakly repulse so that there is a sustained release of mercury into the body.  The mercury in amalgam fillings is absorbed into the body via the lungs upon breathing, through the nose via blood vessels and nerve endings. The filling material can be swallowed and enter the GI tract, and finally mercury can be absorbed through the mouth by roots, bones and gums. Mercury levels in the breath are said to rise 6-15 times to levels as high as 100 micrograms per cubic meter after chewing (gum) for 10 min. Mercury accumulates in the CNS causing neurological and psychological symptoms as well as pathology of the GI tract, cardiac system, reproductive system, skin, endocrine system and immune system.

SIGNS AND SYMPTOMS
The possibilities are numerous, some of the major symptoms include: headache, fatigue, mood swings, depression, fits of anger, emotional outbursts, nervousness. Menorrhagia hypomenorrhea, dysmenorrhea, and infertility can result from mercury toxicity.  Bleeding gums and gingivitis, loose teeth, skin inflammation, joint pain, chest pain, arrhythmias, anemia, numbness and tingling of toes fingers, nose and lips, narrowing of the visual fields, hearing loss, lack of muscle coordination, fine tremors, short term memory loss, loss of sense of pain, chewing and swallowing difficulties, weight loss and anorexia may also be reported.

PE AND LAB 
· Complete neurological exam, Abdominal exam, HEENT

· CBC, Chem 23

· Hair analysis: probably the best test when chronic heavy metal exposure is suspected

· Serum mercury testing: storage of mercury in tissues may produce a false-negative result

· Hemolyzed whole blood lead: current test of choice for acute lead poisoning

· Urinalysis: positive result reveals that mercury is being excreted; low levels may indicate that the patient is retaining mercury; may be useful in monitoring detoxification

· Skin patch for mercury sensitivity: some dentists use this to assist their patient's decision making process; If their symptoms become exacerbated by the increased exposure, they may want to proceed with removal of amalgam fillings

· Mercury vapor analyzers (by Jerome company): used to test mercury levels by OSHA; can detect mercury levels in air within mouth; done before and after 10 min. of gum chewing

DDX 

· Other Heavy metal toxicity: lead, cadmium, nickel etc.

· Alcoholism

· Pernicious anemia

· Food allergies

· Enteric Candidiasis

· Carbon monoxide poisoning

· Hypoadrenalcortism

TREATMENT

General Measures
· The removal of amalgam fillings is contraindicated during pregnancy and breast feeding because of the threat of increased serum mercury levels during this procedure. 

· Removal of amalgam fillings and replacement with composite or gold fillings should be performed if possible by a dentist who follows International Academy of Oral Medicine and Toxicology protocol which minimizes exposure while removing amalgam fillings. (P.O. Box 17597, Colorado Springs, CO 80935 or see their website at www.amalgam.org).  Amalgam Removal Preparation Warming:  When the body is exposed to amalgam mercury it has on-going detoxification and healing processes.  If you have a medical condition then hormones and enzymes the body needs to heal have likely been depleted by this on-going detoxification and healing process.  So before your amalgam restorations are removed, blood testing should be performed to determined what hormones and enzymes are deficient.  Based on the blood test results, a medical doctor can evaluate what nutritional and hormonal supplements are needed to prepare the body.  After amalgams are removed the healing usually accelerates so there will be an even greater demand for the hormones and enzymes that were depleted.  So a patient with a medical condition should take nutitional and hormonal supplements before, during and after amalgam removal.

· Drink 8-8 oz. glasses of filtered water daily, especially while doing oral chelation

· Exercise regularly

Nutrition
Martin Milner, ND outlines the following treatment plan:

· Diet high in eggs and beans (high in sulfur amino acids cysteine and methionine)

· Oral chelation of heavy metals: DMSA (Chermet) is a well proven oral chelation agent; mobilizes mercury, arsenic, cadmium, nickel, lead from deeper tissues of bone, brain, liver and kidney; sig: 1 capsule daily IC; increase by 1 capsule daily until taking 2 caps IC. TID; continue this dosage for 4-8 weeks, depending on the severity of toxicity

· Amino acid supplement: acetylcysteine (Metox); sig: one cap TID between meals with DMSA; acetylcysteine an cause nausea or gastric upset; take with meal if this occurs; other symptoms are more likely due to detoxification process (lethargy, concentration impairment, fatigue, etc..); these symptoms should resolve in 7-10 days from onset of medication

· Vitamin C, 1-3 gms qd or TBT during oral chelation

· Lipotropic foods such as beets, artichoke, carrots, Taraxacum leaves, and beet greens

· Multiple vitamin with trace minerals; chromium 200 mcg, selenium 200 mcg, calcium 1000 mg (may need to purchase extra calcium); should be Fe free if no anemia

Botanical Medicine
· Garlic, 1-3 cloves qd

· Myrrh, 5-30 gtts qd

· Silybum, 70- 200 mg TID

· Chionanthus v. FE, 10-30 drops qd, for it's lipotropic, alterative and hepatotonic actions

· Cilantro

Theoretical Discussion: Cilantro (Chinese Parsley) has been shown in clinical trials and research to mobilize mercury, tin, and other toxic metals stored in the brain and spinal cord and move them rapidly out of those tissues. (Pouls, M. Oral chelation and nutrition replacement therapy for chemical and heavy metal toxicity and cardiovascular disease. Townsend Letter for Doctors and Patients. 1999 Jul:82-90.)

Homeopathy
Consider constitutional remedy after removal of amalgam fillings. (merc.)

COMPLICATIONS/REFERRAL GUIDELINES

DENTAL CARIES
DESCRIPTION AND ETIOLOGY

A result of a gradual pathologic disintegration and dissolution of tooth structure by microorganisms, with eventual involvement of the pulp. 

   Pathophysiology: An acidic environment in the mouth is the predisposing factor to carie formation. The primary pathogen in such an environment is Streptococcus mutans which is able to synthesize extracellular polysaccharides from ingested carbohydrates.  The polysaccharides allow food debris and more bacteria to adhere to the teeth, locally increasing the acidity and thus enhancing demineralization of enamel, leading to cavity formation.  When the dentin is reached, the process is irreversible and the carie must be treated, however, some reversal is possible if mineral loss is halted before the dentin is reached and new mineral is deposited. The extracellular polysaccharides produced by bacteria increase the bulk of dental plaque, facilitating bacterial proliferation and attachment to the tooth surfaces. Gum health is intimately correlated with tooth health especially near the gum line where gum recession exposes soft root surfaces which are susceptible to cavity formation.

SIGNS AND SYMPTOMS

Patients are usually unaware of the presence of caries until the lesion is well advanced. Sometimes there will be sensitivity to hot and cold and discomfort after eating sugar.  The first sign of a cavity is a white spot which may progress to a brown color.

PE AND LAB

· Oral cavity

· Clinically diagnosed by a dentist when softened enamel or dentin is detected with a sharp instrument  

· Caries appear radiolucent on x-ray.

· Consider anemia and thyroid hormone abnormalities that may play a role in decreased blood flow to teeth and gums.

DDX 
· stain
· demineralization with stain 

TREATMENT

General Measures

· Prevention requires proper daily oral hygiene at least twice a day, utilizing a soft toothbrush angled at 45 degrees into the sulcus with a short vibratory motion. Each tooth should have at least five seconds of this motion; both tongue side and cheek side. Studies have shown that mechanical instruments can remove 95% of plaque as opposed to 48% removed by hand brushing. 

· Occlusal surfaces can be kept clean with raw fruits and vegetables that also contain beneficial enzymes in addition to providing mechanical stimulation to the teeth and gums. 

· Increased blood flow to the teeth can also be accomplished with smoking cessation and gum massage.

· Flossing should be performed daily using an up and down motion hugging the medial and lateral surfaces. If back and forth motion is used the periodontal ligament can be damaged and bleeding will occur.

· Carie affected teeth need to have the decay removed and replaced with restorative material. 

· The use of two different metals in the mouth is not recommended as a battery effect may result, allowing leaching of the metals from the fillings.  

· Porcelain and composite resins with metal fillings will not cause such an effect although salivary contact with metal alone can generate currents. 

· Cavities in pregnant women should only be filled in an emergency. It is safest to have them filled in months 4-7.

Nutrition
· Proper nutrition includes a whole foods high fiber diet; reduce refined carbohydrates, excess sugar, and soft drinks.  A multiple mineral supplement containing calcium and magnesium is important for healthy strong teeth. Strontium deficiency has been linked with poor calcification of bones and teeth and an increase in dental caries.   

Clinical Observation: 90% of over 2800 patients with active dental caries, had a full and permanent recovery from their active dental caries by eating a high phosphorus diet (inclusive of seafood and animal organs) and ½ tsp of a 1:1 mixture of a high vitamin butter and cod liver oil TID. (Nutrition and Physical Degeneration: Weston Price’s Observations. 1939:293-9.)

· Vitamin E

Clinical Observation: In 19 of 24 patients, vitamin E was found to reduce tartar build up. The author recommends 50 to 600 IU of vitamin E daily. (Bertrand, FR. Vitamin E benefits. Journal of the American Dental Association. 1975;91:1136.)

· Vitamin B6

Petri Dish Study: Soluble glucan synthesis catalyzed by dextransuctase preparations from Streptococcus mutans 6715 were inhibited by pyridoxal-5-phosphate and several other pyridine analogs (pyridoxine, pyridoxamine, pyridoxamin-5-phophate, and 4-pyridoxic acid). It was found that pyridoxal-5-phosphate is a noncompetitive inhibitor of dextransucrase, and the inactivation of dextransucrase was dependent on time, P-5-P concentration, and hydrogen ion concentration. (Thaniyavarn, S et al. Pyridine analogs inhibit the glucosyltransferase of Streptococcus mutans. Infection and Immunity. 1982 Sep;37(3):1101-1111.)

· Assess salivary flow rate and buffering capacity as saliva neutralizes the acid produced by bacteria. Salivary gland health is dependent on a person’s overall health. 

· Baking soda is an excellent toothpaste because it is cleansing as well as alkalinizing. 

Experimental Study: 6 dentifrices and a distilled water control were tested for their ability to whiten teeth with intrinsic stain. Compared to baseline tooth color, all four sodium bicarbonate-based dentifrices were significantly effective in removing the yellow intrinsic tooth stain, while the water control, silica dentifrice, and dicalcium phosphate dentifrice demonstrated no significant change. (Kleber, CJ et al. Laboratory assessment of tooth whitening by sodium bicarbonate dentifrices. The Journal of Clinical Dentistry. 1998;9(3):72-5.)

· Topical fluorides have been scientifically shown to arrest decay and will prevent decay if used with discretion, however, there is much controversy surrounding the fluoride issue. 

Observational Study: In 10,004 5-year old children, tooth decay was found to positively correlate with socioeconomic deprivation and negatively correlated with water fluoridation. There was a 43% reduction in decay in the fluoridated areas. (Jones, CM et al. The relationship between water fluoridation and socioeconomic deprivation on tooth decay in 5-year-old children. British Dental Journal. 1999 Apr 24;186(8):397-400.)

Botanical Medicine

Green Tea- polyphenols, especially EGCG inhibit the growth of Strep. Mutans and other bacteria associated with cavity formation

Animal and Petri Dish Experiment: Crude tea polyphenolic compounds (from Camellia sinensis leaf, and called Sunphenon), were found to inhibit the attachment of Streptococcus mutans to saliva-coated hydroxyapetide discs. Rats infected with S. mutans were found to have significantly lower mean caries scores when fed a diet containing more than 0.05% Sunphenon or when receiving drinking water containing 0.05 or 0.1% of Sunphenon. (Otake, S. Anticaries effects of polyphenolic compounds form Japanese green tea. Caries Research. 1991;25:438-43.)

Echinacea- detoxifies oral bacteria and prevents infection 

Thyme- antiseptic, “Thymol” is an antibacterial derivative of thyme found in Listerine 

Myrrh- antiseptic 

Sanguinarine (benzophenathradine- a derivative from bloodroot)- decreases ability of bacteria to attach to teeth and gums; retards acid-producing ability of bacteria

Experimental Placebo-controlled Double-blind Crossover Study: 15 healthy young adults were instructed to rinse twice a day with a chlohexidine, sanguinarine (0.03%), or a saline rinse. Each rinse was used for 1 week separated by 3-week intervals. After 12 weeks, there was no significant reduction in total bacterial count compared to placebo. Chlorhexidine was found to significantly reduce salivary levels of S. mutans and S. salivarius. (Hoover, JN et al. Efficacy of chlorhexidine and sanguinarine mouthrinses on selected salivary microflora. Journal of Canadian Dental Association. 1990 Apr;56(4):325-7.)

Tea Tree Oil- antiseptic, antifungal

Cranberry

Petri Dish Study: A high molecular weight cranberry constituent at a dose of 0.6-2.5 mg/ml reversed coaggregation (bacterial adhesion of interspecies adhesion), therefore altering subgingival microbiota and resulting in conservative control of gingival and periodontal diseases. (Weiss, EI et al. Inhibinting interspecies coaggregation of plaque bacteria with a cranberry juice constituent. Journal of American Dental Association. 1998 Dec;129(12):1719-23.)

Homeopathy

Ant.c., Bell., Bor., Fl-ac., Merc., Nac-c., Plb., Sep., and Staph..

COMPLICATIONS/REFERRAL GUIDELINES

GINGIVITIS

DESCRIPTION AND ETIOLOGY  

In general gingivitis there is inflammation of the gingiva characterized by swelling, redness, a change of normal contours, exudate & bleeding.  Most common during puberty, menstruation, pregnancy & oral contraceptive use. Acute necrotizing ulcerative gingivitis is a noncontagious infection caused by bacillus and spirochete destroying the interdental papilla, margin & gingiva.  Acute necrotizing ulcerative gingivitis is often triggered by poor oral hygiene with physical & emotional stress, poor nutrition and lack of sleep. Gingivitis may be an early sign of systemic conditions i.e. heavy metal exposure, primary HSV, AIDS, hypovitaminosis, leukopenic disorders, blood diseases, allergic reaction, diabetes mellitus

   Pathophysiology:. Most important factor: Poor oral hygiene leading to plague accumulation; Physical & emotional stress, nutritional deficiency, smokers; Anaerobic rods (spirochetes, & gram (-) bacteria.; Other factors include local dental misalignment or faulty dental restorations can predispose an individual to develop of plague, food impaction & dental calculus.

SIGNS & SYMPTOMS:
· Acute necrotizing ulcerative gingivitis: abrupt onset, acute pain & bleeding gingiva, salivation, offensive smell (fetor oris), difficult to swallow or talk.  The ulceration are commonly found on the margin of the gingiva and the interdental papillae which usually appear as punched-out lesions.  Ulcers often have a grayish covering and are friable.  Bucal and tonsil lesions are rare.  

· Simple gingivitis: swelling of the gum, red band around the neck of the teeth, bleeding easily w/ brushing or flossing, painless, can be chronic or progress to periodental disease.

· Pregnancy gingivitis: mild inflammation, heperplasia of the interdental papillae (begins in 1st trimester). Pregnancy tumor (pedunculated gingival growth in the interdental papillae) presents with soft reddish masses.  Pregnancy tumor grows rapidly and remains static.

· Desquamative gingivitis: often presents during menopause with deep red, painful and bleeds easily.

· Diabetes mellitis: uncontrolled DM predisposes an individual to acute gingivitis & abscess.  

· Scurvy: pts with scurvy typically presents with infalmed, friable, hyperplastic and engorged gingiva.  Petechia and ecchymosis are also often seen in the bucal mucosa.

PE AND LAB   

Observation of the mucosa with particular attention to the margin & interdental gingiva of the pre/molars.  In acute necrotizing ulcerative gingivitis the punched-out lesions on the gingiva friable grayish covering, odor and spontaneous bleeding is pathonomonic.   

DDX 
periapical abscess or Gum boil (tender teeth), Recession of the Gums (retracted Gums), Periodonitis (purulent Gums), Vincent Stomatitis (inflamed Gum, necrotizing ulcerative stomatitis), scurvy (swollen Gums), gingival hyperplasia (Gum overshadowing the teeth)Epulis (non-tender mass in Gums), Granuloma (firm, non-tender mass), Lead and Bismuth lines (Blue line ~1mm from gingival margine).

TREATMENT

General Measures 

General gum health calls for good Oral hygiene.  Twice daily removal of plaque with dental floss & tooth brush  and routine cleaning by a dentist every 3-6 months are essential measures.  Other preventative measures include: correcting mal-align bite, bruxism, electrogalvanism (dissimilar metals in mouth causing current flow), mouth breathing (dries out tissues), Mercury/Silver fillings, Hormonal imbalances, OCP, Stress, drugs, tobacco, alcohol, systemic causes (crhons, leukemia, vascular, clotting disorders), nutritional deficiency of vitamin A, Bs, C and A.  

Acute necrotizing ulcerative gingivitis: oral hygiene, adequate nutrition, high fluid intake & rest.  Avoid irritation i.e. spicy food or smoking.  Rinse mouth with 1.5% peroxide solution may help first few days.

Control stress levels

Experimental Placebo-controlled Double-blind Crossover Study: 26 medical student volunteers taking a major examination were compared to 26 students not taking the exam. 6 exam subjects and 1 control student developed gingivitis at the site of teeth that were healthy at baseline, 4 weeks prior to the exam. (Deinzer, R et al. Increase in gingival inflammation under academic stress. Journal of Clinical Periodontology. 1998 May;25(5):431-3.)

Nutrition

Vit. C 2-4g/day

Clinical Observation: 12,419 adults estimated their dietary vitamin C intake and were retrospectively analyzed to determine their risk for periodontal disease. A diet high in vitamin C showed a "weak, but statistically significant, relationship to periodontal disease in current and former smokers." A relationship between reduced dietary vitamin C and increased risk for periodontal disease for the overall population was also seen. (Nishida, M et al. Dietary vitamin C and the risk for periodontal disease. Journal of Periodontology. 2000 Aug;71(8):1215-23.)

Vit. E 200-400 iu/day
Beta-carotenes 100,000iu/day 

Selenium 200 mcg/day

Experimental Study: 8 children with Spielmeyer-Sjogren’s disease received a daily oral dose of sodium selenite (0.075-0.1 mg/kg body weight). With yearly measurements, after 6 years no difference in the caries incidence or the prevalence of gingivitis between the treatment group and a matched control group was shown. (Saxen, L et al. Occurrence of caries and periodontal disease in selenium-treated patients with Spielmeyer-Sjogren’s disease. Scandinavian Journal of Dental Research. 1983 Oct;91(5):356-9.)

Zinc picolinate 15mg/day

Experimental Placebo-controlled Double-blind Study: 99 patients were given a dentifrice containing 0.76% sodium monofluorophosphate in a silica base with or without 2% zinc citrate. Examination of supraginigval plaque and gingivitis at 3 and 6 months showed that those using the zinc citrate dentifrice has significant reduction in both plaque and gingivitis compared to the control dentifrice group. (Williams et al. Efficacy of a dentifrice containing zinc citrate for the control of plaque and gingivitis. Compendum of Continuing Education in Dentistry. 1998;19(2 suppl):4-15.)

Copper

Folic acid 2mg/day

Experimental Placebo-controlled Double-blind Study: 60 patients with greater than 20 teeth, visible gingival inflammation around greater than 6 teeth, no complicated medical history, and not wearing dentures were randomly selected to receive placebo or folate mouthwash (5 ml containing 5 mg of folate) BID for 4 weeks. Significant improvements were seen in color changes and bleeding sites in comparison to controls. The level of dietary folate did not correlate with changes in inflammation in experimental subjects. (Pack, AR. Folate mouthwash: effects on established gingivitis in periodontal patients. Journal of Clinical Periodontology. 1984 Oct;11(9):619-28.)

Mixed bioflavonoids 500mg tid

Fish oil

Experimental Placebo-controlled Double-blind Study: 37 healthy volunteers practiced intensive oral hygiene for 14 days, then abstained from brushing their teeth for 21 days. 18 of the subjects then received fish oil (30% n-3 PUFA) and 19 received placebo (olive oil containing 1% n-3 PUFA) at a dose of 6 grams, 3 times, for 8 days. The treated group had a significant reduction of the gingival index, but no significant differences were found between the groups. Although not significant, biopsy results in 10 volunteers, showed a higher levels of EPA, DHA, and DPA and a lower level of AA, PGE2, and LTB4 in the treated group compared to the placebo group. (Campan, P et al. Pilot study on n-3 polyunsaturated fatty acids in the treatment of human experimental gingivitis. Journal of Clinical Periodontology. 1997 Dec;24(12):907-913.)

Mouth wash: 25ml of 5% zinc: 0.1% folic acid soln bid.

Hydrogen peroxide rinse (1.5% solution) for a few days


Experimental Double-blind Study: 20 patients with mild or moderate gingivities were divided into four groups. Two of the groups recieved a 0.4% zinc sulphate and 0.15% triclosan (antibiotics) mouthrinse with different ethanol and humectant contents. The other two groups received either a chlorhexidine or negative control mouthrinse. The patients used their mouthrinse BID after toothbrushing for three weeks. The study found the mouthrinse with zinc sulphate and triclosan to significantly resuce gingival bleeding, compared with the control mouthrinse, although it did not significantly reduce gingival redness. The chlorhexidine mouthrinse was more effective in reducing gingival redness and ginvival bleeding that the test substance and the zinc and triclosan mouthrinse. (Schaeken, MJM et al. The effect of mouthrinses containing zinc and triclosan on plaque accumulation and development of gingivitis in a 3-week clinical test. Journal of Clinical Peridontology. 1994;21:360-4.)

Support gum tissue & stimulate healing: CoQ 10, Folic acid, Vitamin K1, Vitamin B6, and Vitamin A


Experimental Placebo-controlled Double-blind Study: 8 subjects were administered 25 mg of CoQ10 BID and 10 matching controls were given a placebo for 3 weeks. 8 of the 8 subjects recieving CoQ10  were "clinically improved" based on decreased pocket depth, periodantal health, calculus, and plaque scores. 3 of the 10 recieving the placebo also were "clinically improved." (Wilkinson, EG et al. Bioenergetics in clinical medicine, VI, Adjunctive treatment of periodontal disease with coenzyme Q10. Research Communications in Chemical Pathology and Pharmacology.   1976 Aug; 14 (4): 715-9.)


Experimental Studies and Theoretical Discussion: Studies suggest that coenzyme Q10 supplementation (oral and topical ) may be beneficial to those with periodontal disease and/or gingivitis. (Nakamura, R et al. Deficiency of CoQ10 in gingival of patients with periodontal disease. Int J Vitam Nutr Res. 1973;43:84-92. Hanioka, T et al. Effect of topical application of CoQ10 on adult periodontitis. Mol Aspects Med. 1994; 15(suppl):S241-48. Folkers, K et al. Bioenergetics in clinical medicine X, survey of adjunctive use of CoQ10 with oral therapy in treating periodontal disease. Journal of Medicine. 1977;8(5):333-48. Folkers, K et al. Biomedical and clinical aspects of CoQ10, volume 1. Amsterdam: Elsevier/N. Holland Biomedical Press, 1988, 294-311. Folkers, K et al. Biomedical and clinical aspects of CoQ10, volume 3. Amsterdam: Elsevier/N. Holland Biomedical Press, 1981, 109-125.)

Botanicals

Anti-microbial: Propolis extract, Eucalyptol oil, citrus seed extract, Myrrh oil mouth wash, Gotu-Kola extract, Echinacea, Chaparral extract, Pau D’Arco extract, Goldenseal, Red thyme oil, Tea tree oil

Astringent: Lemon grass extract

Analgesic: Chamomile extract

Other Botanicals: Baptisia tinctoria, Camellia sinensis, Myrica cerifera, Quercus alba, Salvia officinalis, Sanguinaria Canadensis, Aloe vera, Calendula, Spearmint oil


Experimental Placebo-controlled Crossover Study: 13 subjects with good oral hygiene underwent 4 test phases lasting 2 weeks, with a two week period between each phase. The phases included a sanguinaria rinse at 300mcg/ml, a sanguinaria rinse at 150 mcg/ml, a sanguinaria (300 mcg/ml) and zinc chloride (0.2% ZnCl) rinse, and a placebo. The study found the sanguinaria extract at 300 mcg/ml to be significantly better that the sanguinaria rinse at 150 mcg/ml at effectively improving the plaque and gingival index scores. The sanguinaria and zinc rinse showed a statistically insignificant improvement over the sanguinaria extract alone. (Southard, GL et al. The relationship of sanguinaria extract concentration and zinc ion to plaque and gingivitis. Journal of Clinical Periodontology. 1987; 14: 315-9.)


Experimental Placebo-controlled Double-blind Study: 120 patients with gingival inflammation were divided into four groups. Group 1 received a dentifrice (containing  0.0075% sanguinaria extract (SaE) and 2.0% zinc chloride (ZnCl)) in a decalcium phosphate base plus an oral rinse (containing 0.03% SaE and 0.2% ZnCl). Group 2 received identical products without SaE and ZnCl. Group 3 received a dentifrice (containing 0.8% monofluorophosphate, 0.075% SaE and 0.2% ZnCl) in a silica base plus an oral rinse (containing 0.03% SaE and 0.2% ZnCl). Group 4 received products identical to group 3, but without the SaE and ZnCl. After six months the groups receiving SaE and ZnCl (1 and 3) showed significantly lower plaques scores, gingival inflammation, and gingival bleeding than the placebo groups (2 and 4). (Kopczzyk, RA et al. Clinical and microbiological effects of a sanguinaria-containing mouthrinse and dentifrice with and without fluoride during 6 months of use. Journal of Peridontology. 1191 Oct; 62(10):617-22.


Clinical Observation: Dr. Marleen Haverty, N.D., L.Ac., recommends using a formula containing Commiphora molmol (15 ml), Hydrastis (7.5 ml), Calendula (7.5 ml), and Capsicum (1 dropperful) at a dose of 1-2 dropperfuls in a small amount of warm water, swish for 1 minute and then spit out. Commiphora and Hydrastis are antimicrobial, Calendula is healing to epithelial tissue, and Capsicum increases circulation to the area. (2001)


Clinical Observation: Dr. Morgaine Hager, N.D., recommends a botanical irrigation solution for gum disease, to prevent bacterial and fungal overgrowth, to heal tissues, and to prevent long-term complications of periodontal disease. The solution includes Hydrastis Canadensis, Comophora molmol, Calendula officinalis, and Tea tree oil. She recommends using 1 tsp of the tincture (shaken well before using) in a cup of water and using an irrigator, on its lowest setting, irrigate the oral mucosa. Dr. Hager has used this therapy successfully on over 100 patients. (2001)

Homeopathy

	Arnica m.
	Bleeding accompanied by bruised, sore & painful gums

	Arsenicum a.
	Unhealthy bleeding gum

	China
	Bleeding gum

	Ferrum phos
	Poor gum tone or gums which bleed after brushing

	Hypericum
	Tender gums 

	Kali chloricum
	Acute ulcerative tissue

	Kali phos
	Friable & receding gums

	Hepar s.
	Suppuration or chronic abscesses

	Mercurius
	Acute ulcerative w/ metallic taste & caoted tongue

	Nux v.
	Swollen pain gums w/ excessive stimulants

	Phos. 
	Swollen & friable gums w/ overproduction of saliva


COMPLICATIONS/REFERRAL GUIDELINES
ROOT CANAL

(Endodontic treatment)

DESCRIPTION AND ETIOLOGY

Root canal is a common dental procedure for the past 50 years.  It is designed to reduce pain and to extend the life of a neural or a vascular diseased or damaged tooth.  About 24 million root canals are performed annually.   

POSITION OF THE AMERICAN DENTAL ASSOCIATION 

1. Root canal fillings are safe.

2. The Focal Theory of Infection does not apply as related to endodontically treated teeth.

3. As early as 1938, Cecil and Angevine reported in the Annals of Internal Medicine that endodontically treated teeth did not produce systemic illnesses.

4. Microbes do remain in the dentinal tubules of endodontically treated teeth, but pose no health hazard.

5. Endodontically treated teeth do not contribute to the formation of NICO (jaw bone cavitations).

POSITION OF ANTI-ROOT CANAL ADVOCATES

1. Root canal fillings may not be safe.

2. Focal infections as a result of bacteria still in teeth treated with root canals may be     the cause of many systemic diseases.

3. Dr. Weston Price, along with 60 of the Nation's leading scientists, while working for     the ADA, were convinced that endodontically treated teeth DID produce such     systemic diseases as kidney and heart diseases, arthritis, pregnancy complications,     endocarditis, and other systemic diseases.

4. Microbes in the dentinal tubules DO pose a health problem.

5. Endodontic therapy may cause NICO (jaw bone cavity) formation, which is often misdiagnosed as trigeminal neuralgia.

   Pathophysiology: Root canal disease & damage can be caused by the following factors: 1) Poor oral hygiene & excessive simple carbohydrate ingestion predisposing to periodontal disease which lead to infection of the pulp.  2) Bacteria from a deep cavity can enter the pulp and cause infection. 3) The tooth or jaw trauma causing altered neurovascular supply.  4) Subtle tooth fracture exposing the pulp to bacteria normally found in the mouth.   5) Structural mal-alignment of the teeth creates a breeding ground for bacteria.  6) Gum disease can often precede tooth decay.  I.e. chronic gingivitis, gum retraction, gingiva abscess... 7) Previous root canal procedures.  8) Drugs (antidepressant) predispose an individual to tooth decays by decreasing salivation.  9) Pesticide (toxic dioxin) contamination has been observed to cause tooth decay in children.  10) A higher fluoride was not found to help poor children dental health as reported in J. Clinical Pediatrics (Nov. 1991).  The researchers found that "children, who lived in a fluoridated community, had 11 times the odds of developing fluorosis...." 12) Lastly, researchers on both sides of this controversy agree that there are bacterial growth within the dentin tubule that stay alive after root canal procedures.

SIGNS & SYMPTOMS 

Sensitive or painful tooth that is worse with eating cold/hot food, sugary food or drink.

PE AND LAB

frank erosion, plaque, discoloration or dental carries in the crown or around the gum line.  

DDX 

TREATMENT

 General Measures

· In children & infants who are bottle fed, care should be taken to rinse or wipe their teeth with a warm wash cloth.  Water should be given after milk or juice.  Parents are recommended to start flossing & brushing their children’s teeth as early on as possible.
· Calcon AM & PM: Developed by Rudof Steiner (anthroposophical doctor) for the proper development of teeth and bones. Calcon encourages the assimilation of calcium and other minerals
Nutrition

· Reduce or eliminate sweets and simple carbohydrate food, even bread.  In addition, acidic food should be limited since it leeches out minerals from the teeth. Thus brushing and flossing after each meal is essential.  And bi-annual dental cleaning is highly recommended.
· Vitamin K inhibits bacteria in the mouth from forming acids.  It may be as potent as flouride with far fewer side effects.  Vitamin K is also essential in the formation of "osteocalcin," a protein that attracts and helps build calcium into bone and teeth. 
Botanical Medicine 
· Recent research indicates that green tea can kill the bacteria that cause tooth decay. Extracts from the green tea were found to inhibit or kill 21 different strains of bacteria. The researchers concluded that some variety of polyphenol contained in the tea was responsible for inhibiting the bacterial growth..
· Teething problems in young children: Chamomilla radix 3X has a calming, pain relieving effect. If pain first occurs in the evening, a dropper of chamomile flower tea can be more effective.
COMPLICATIONS/REFERRAL GUIDELINES
PERIODONTAL DISEASE

DESCRIPTION AND ETIOLOGY

Inflammation of the periodontum which comprises the periodontal ligament, gingiva, alveolar bone, and the cementum.  Periodontal disease is usually first diagnosed > 35 years old.  

   Pathophysiology: The etiology of periodontal disease is similar to gingivitis, but in periodontitis, the presence of specific organisms in the plaque may be more important than the total amount of plaque.  Poor oral hygiene, poor nutrition, and faulty occlusion may contribute to disease progression.  Systemic diseases that predispose patients to periodontitis include diabetes mellitus (especially Type I), Down’s syndrome, Papillon-Lefevre syndrome, Crohn’s disease, neutropenia, agranulocytosis, lazy leukocyte syndrome, hypogammaglonulinemia, Chedial-Higashi symdrome, hypophosphatasia, and acrodynia.

SIGNS AND SYMPTOMS

Periodontitis usually begins with gingivitis.  Abundant calculus deposits beneath the gingival margin are characteristic. The gingivae progressively lose their attachment to the teeth, and bone loss begins so that the periodontal pockets deepen, allowing greater numbers of anaerobic bacteria to thrive.  Inflammatory signs are redness, swelling, abnormal gingival and bone contours, exudate and bleeding.  With progressive bone loss, teeth may loosen and migrate.

PE AND LAB

Examination of the oral cavity may reveal loosened teeth, possible recession of gingiva following bone loss, and tooth migration in later stages. Pain is absent unless acute infection forms an abscess of the periodontal pocket.  Also possible are red and swollen gums, purulent exudate, bleeding upon probing, foul breath, and sensitivity to hot and cold. 

Periodontists, dentists, and dental hygienists may probe the depth of the sulcus surrounding each tooth to determine its’ depth. Generally, depths greater than six millimeters with x-rays showing bone loss confirm periodontal disease.

Dental x-rays are required to determine extent of damage and disease severity.  Cultures are not necessary.

DDX 

Gingivitis, periodontal disease/periodontitis, and acute necrotizing ulcerative gingivitis (ANUG), pernicious anemia.

TREATMENT

General Measures

· Daily brushing with dilution of hydrogen peroxide (3%) in water (ratio 1:1), Water-Pik delivery. 

· Flossing daily (avoid flossing with petrochemicals – waxed dental floss)

· Professional dental cleaning

· Remove mercury/silver amalgams (in refractory cases in which hypersensitivity to mercury is demonstrated). 

· Treatment of endocrine or immune deficiency, if applicable

Nutrition

· Whole foods diet, eliminate sugar, refined carbohydrates.

· Folic acid 0.1% mouthwash daily.  Swallow after using. (r/o pernicious anemia first)

Experimental Placebo-controlled Double-blind Study: 30 dental students and auxiliary personnel (between the ages of 21 and 32) were given a folic acid solution or placebo to rinse with 5 cc of for 5 minutes after breakfast and before bed. The study revealed a significant reduction in gingival inflammation with folic acid compared to placebo. (Vogel, RI et al. The effect of topical application of folic acid on gingival health. Journal of Oral Medicine. 1978 Jan-Mar;33(1):20-2.)

· Calcium ascorbate brushed lightly into gums once daily after folic acid mouthwash. 

· Vitamin C – 3-5 grams/day

Review Article: Vitamin C helps prevent and treat periodontal disease by increasing gingival proline and hydroxyproline content, increasing collagen producing fibroblasts, increasing mucopolysaccharide synthesis, reducing subsequent bacterial invasion, decreasing gingival bleeding, enhancing WBC formation, and increasing epithelial attachments. Therapeutic dose is suggested at 250 mg QID. (Fantana, M. Vitamin C (ascorbic acid): clinical implications for oral health – a literature review. Compend Contin Educ Dent. 1994;15:916-29.)

· Coenzyme Q10 – 30 mg bid po (Gaby’s nutritional protocols) 150 mg/d (Nutrition from Marz)

Experimental Placebo-controlled Double-blind Study: 18 patients with periodontal disease received either coenzyme Q10 (25 mg, twice daily) or placebo for 3 weeks. All 8 patients receiving CoQ10 improved (assessed in terms of pocket depth, purulent exudates, tooth mobility, gingival swelling, bleeding, redness, pain, and itching and by evaluation of intro-oral photographs) compared to only 3 of 10 patients in the placebo group. (Wilkinson, EG et al. Bioenergetics in clinical medicine. VI. Adjucntive treatment of periodontal disease with coenzyme Q10. Research Communications in Chemical Pathology and Pharmacology. 1976 Aug;14(4):715-9.)

· Zinc picolinate – 30 mg/day po & 5% solution as a mouth wash 2x/day

· Vitamin E – 400-800 IU/day

Negative Experimental Placebo-controlled Double-blind Study: 48adult patients without evidence of chronic dental neglect were selected to receive topical 5% vitamin E gel (delivering 800 mg of (-tocopherol), a placebo gel, or chlorhexidine. After 6 weeks, no significant effects upon plaque or gingivitis were obtained in the placebo or vitamin E group. Use of the 0.12% chlorhexidine was found to significantly reduce plaque. (Cohen, RE et al. Effect of vitamin E gel, placebo gel and chlorhexidine on periodontal disease. Clinical Preventive Dentistry. 1991 Sep/Oct; 13(5):20-4.)

· Seleniun – 400 mcg/day

· Vitamin A – (deficiency known to predispose to periodontal disease)

· Quercetin – 500 mg tid

Botanical Medicine

Oral rinse of Myrrh, or Hydrastis and Echinacea

Physical Medicine

Contrast application on face

COMPLICATIONS/REFERRAL GUIDELINES
BRUXISM

DESCRIPTION AND ETIOLOGY

Bruxism, or bruxomania, is the medical term for tooth grinding or clenching the teeth. This most often occurs while asleep, so the patient may be unaware of it, but family members may notice. Chronic tooth grinding can result in loosened teeth, damage to supporting bones in the jaw, receding gums, changes in tooth alignment, and TMJ syndrome.

Pathophysiology


Bruxism can develop if the teeth are sensitive to hot and cold. Stress, allergies, and nutritional deficiencies are often the cause of bruxism, which can also involve blood sugar levels. Bruxism has also been associated with pinworm infections.

SIGNS AND SYMPTOMS

· Wearing down of teeth surfaces and crowns

· Loosened teeth

· Receding gums

· Misalignment of teeth

· Pain in jaw muscles, joints, and discs

· Pain with chewing

· Headaches

PE AND LAB

· Visual inspection of teeth, gums, jaw, and associated structures

· Consider hair analysis to determine mineral imbalances

DDX

· Temporomandibular joint syndrome

· Pinworms or parasitic infection

TREATMENT

General Measures

· Hypoglycemic diet

· Avoid alcohol – often exacerbates problem

· Avoid refined foods, chemicals and preservatives, saturated fats, and dairy (except yogurt, kefir, and raw cheese)

· Avoid sweets within six hours of going to sleep

· Decrease stress

· Dentists often prescribe night guard/splint to protect teeth at night – it can prevent tooth damage

· Treat pinworms if applicable

Nutrition

· Calcium (1500-2000 mg/day) – often effective for treating involuntary movement of muscles, deficiency linked to tooth grinding

· Magnesium (750 mg/day) – deficiency linked to tooth grinding

· Pantothenic acid (500 mg BID) – reduces stress

· Vitamin B complex (100 mg BID) – used for high stress and nerve function

· Chromium (200-400 mcg/day) – helps normalize blood sugar, hypoglycemia linked to bruxism

· L-Tyrosine (as directed) – amino acid that helps reduce stress

· Melatonin (as directed) – aids sleep, may reduce toot-grinding, avoid in persons under 30, not for long-term use

· Zinc (50 mg/day) – helps immune system and reduces stress

Homeopathy

· Belladona

Physical Medicine

· Biofeedback

COMPLICATIONS AND REFERRALS

Graft Versus Host Disease And Oral Mucusitis
DESCRIPTION AND ETIOLOGY

Graph Versus Host Disease (GVHD), is a reaction between the host and the tissue grafted, in which immunologically competent donor T cells react against antigens in an immunologically depressed recipient.  This is a major problem in allogeneic transplantation, most often after bone marrow transplantation.  Blood transfusions containing viable lymphocytes, with an immunosupressed recipient have also resulted in GVHD.  Oral mucositis is an early indication, and supports the diagnosis of, GVHD.

SIGNS AND SYMPTOMS

Oral manifestations include thinning of the mucosal lining, and its’ inability to function as a protective barrier. Irritation of the tongue rubbing against the teeth can be painful. Changes in salivary gland function may cause xerostomia, tooth decay, and oral irritation leading to ulceration of the mucosa and possible infection and bleeding. Fever, exfoliative dermatitis, vomiting and diarrhea are additional indications of GVHD.  

PE AND LAB

CBC – most commonly occurs with low white blood cell count secondary to bone marrow transplant

oral clinical evaluation showing thin highly vascular mucosa with areas of active hemorrhage and local irritation; possible sloughing of the mucosal lining; fever may or may not be present; culture to rule out bacterial, fungal and viral infection, especially in immunocompromised ; biopsy may be required to rule out CMV

DDX 

oral mucositis, GVHD, side effects of chemotherapy and irradiation; overlying infections: Herpes simplex (HSV), cytomegelovirus (CMV), Candida, and possibly Aspergillus.

TREATMENT

General Measures

· gentle brushing with an extremely soft toothbrush to keep oral flora decreased

· oral saline rinses with 1 teaspoon of salt to one liter of water, swished and spit; the longer the saline is in contact with the mucosal tissues the more hydrated and comfortable the tissues will become. 

· therapeutics to increase white blood cell count if appropriate

· treat GI inflammation.  If left uncontrolled, multiple nutrient deficiencies are created that exacerbate the condition.

Nutrition

· Glutamine

Experimental Study: 21 patients, with metastatic breast cancer, receiving Paclitaxel and Melphalan, and preparing for an autologous peripheral blood stem-cell transplant received a glutamine mouthwash or no therapy. The mouthwash consisted of 4 g of glutamine which was to be swished and swallow every 4 hours around the clock for a total of 24 g per day of glutamine. The glutamine group had fewer days of mucositis, a lower maximum grade of mucositis, and fewer days of morphine pain relief than the control group. (Cockerham, M et al. Oral glutamine for the prevention of oral mucositis associated with high-dose Pacletaxel and Melphalan for autologous bone marrow transplantation. Annuals of Pharmacotherapy. 2000 Mar;34(3):300-3.)

Pharmaceutical Remedies

· topical anesthetics, such as dyclone or viscous xylocaine, may be used to numb the tissues 

dexamethasone, an adrenocortical steroid, to control GVHD

COMPLICATIONS/REFERRAL GUIDELINES

BURNING MOUTH SYNDROME

   (Stomatodynia or Glossodynia)

DESCRIPTION AND ETIOLOGY

A syndrome, not a disease entity; pain and burning originating from the lips and oral cavity; seven to one occurrence in females versus males (primarily postmenopausal women) 

   Pathophysiology: etiology is unknown, but syndrome has been linked to a lack of iron, B vitamins, zinc, iron and folic acid; some studies report higher incidences of other oral disease in BMS subjects, spontaneous remission in half to two thirds of BMS patients in seen in 6-7 years

SIGNS AND SYMPTOMS

Persistent burning, tingling, numb, hot and occasionally scalding pain of unknown etiology with no mucosal lesions in any part of the oral mucosa, usually the tongue and lips. Involvement is usually bilateral and pain intensity can be severe, often comparable to a toothache. Some individuals experience disgeusia (phantom taste), xerostomia, increased thirst, abnormal taste changes (sour, bitter, salty, sweet, metallic), or sleep disturbance in correlation to BMS. Most common affected areas are the tongue, especially the tip and anterior two thirds, followed by the hard palate, lips, and edentulous alveolar ridges. Less common are the buccal mucosa, oropharynx, and floor of the mouth. Often the mucosa and tongue appear normal on physical exam. Constant burning is related to allergic reactions to denture material. Often patients cannot tolerate hot, spicy, or hard (e.g., chips) foods. Mucosa may be pale with concurrent iron, folic acid or B12 deficiencies or red and inflamed with B-vit deficiency secondary to alcohol consumption. Patients may also experience irritability, depression, and a decreased desire to socialize. There is a high comorbidity with psychiatric conditions and an increased perception of stress.

Subtypes:

Type 1: Burning is absent on waking but will appear as the day progresses, being most severe in the evening. Prevalence of 35 % linked to nutritional deficiencies.



Type 2: Daily constant burning. 55% of patients, with a high percentage suffering from chronic anxiety.

Type 3: Intermittent burning only on some days. 10% of patients. This type has been linked to food allergy and in a recent study emotional instability was reported to be a precipitating factor.

PE AND LAB

· HEENT with cranial nerve assessment with particular attention to signs of oral dryness (pooling and expression of saliva from four major salivary ducts.

· Zinc tally

· CBC and Chem Panel with fasting glucose, serum B12, and folate. More extensive testing may be needed to rule out elevated glucose or deficiency states.

· ANA

· Oral mucosal skin scraping with culture looking at colony forming units/ml of whole saliva and KOH prep

· CT/MRI in recalcitrant cases, especially if unilateral to rule out cysts and tumors in base of tongue

· Heavy metal analysis

DDX (ICD-9-CM 528.0 Stomatitis)

Tongue muscle hyperactivity, oral candidiasis, salivary gland hypofunction and Sjogren’s syndrome, denture-related causes, periodontal disease, hematinic deficiency states (iron, B vitamins, or folate deficiency), allergic reactions or reactions related to chemical irritants, medication side effects, bacterial infection, heavy metal toxicity (mercury fillings), peripheral neuropathy (various causes), benign migratory glossitis (geographic tongue) or lichen planus, undiagnosed or poorly controlled diabetes mellitus, menopausal symptoms, psychological conditions (depression, anxiety, conversion reaction), mucositis from chemotherapy or radiation treatment, local malignancy, central pathology or referred pain

TREATMENT
General Measures 

· Address any underlying illness or deficiencies

· Improve oral hydration and hygiene, avoid tobacco and alcohol use.

· Break oral habits: chronically sucking on tongue, lips, or cheeks. May need behavioral therapy by placing plastic stents over upper and lower teeth to reduce tongue trauma and remind patient to rest the tongue.

· Take dentures out at night. Many patients with new dentures may feel self-conscious and wear them at night.

· Eliminate food allergies. Some patients respond well to elimination of tannis, coffee, and alcohol.

· Commonly used therapies include: antifungals, antibacterials, corticosteroids, analgesics, sialagogues, vitamin and mineral supplements, hormone replacement, benzodiazepenes, antidepressants, and antihistamines

· Local anesthetics can make the burning worse

Nutrition

· In one study, hot and spicy foods helped with about a third of the subjects, probably due to capsaicin depleting Substance P and decreasing transmission of pain signals

· Alpha-lipoic acid 200-600 mg/day for neural protection and as a mitochondrial antioxidant. Dr. Alan Gaby, M.D., suggests using thiamin or B complex at 10-100 mg/day when administering alpha-lipoic acid.

Experimental Study: 42 patients with BMS and no clinical or laboratory evidence of organic oral disease, were divided into 2 matched groups. The test group was given alpha-lipoic acid (ALA) 600 mg/day for 20 days, followed by 200 mg/day for 10 days. The control group was given cellulose starch 100 mg/day as placebo for 30 days. Significant improvements in symptomatology was seen in up to 2/3 of patients taking ALA and in 15% of the placebo group. (Femiano et al. Burning mouth syndrome: controlled open trial of the efficacy of alpha-lipoic acid on symptomatology. Oral Diseases. 2000;6:274-7.)

Theoretical Discussion: Dr. Ruth Adele, N.D., recommends focussion on GI health and integrity due to the correlation between mucous membranes in the mouth and nutritional deficiencies causing symptomatology. She suggests using DGL, probiotics, digestive enzymes, detoxification, B-complex vitamins, antioxidants, and adrenal support for the treatment of BMS. (2/3/2001)

· 85% resolution with B-vitamin supplementation (There is no research to support this therapy, however, if the cause is a B-vitamin deficiency, this treatment would be effective.)

Counseling

Cognitive therapy: especially beneficial in recalcitrant cases. Psychotherapy is also indicated in some cases.


Experimental Study: 30 patients with resistant BMS were randomly divided a cognitive therapy group and an attention/placebo group. A significant reduction in BMS intensity (measured using a visual analogue scale) directly after cognitive therapy was completed and a further reduction was seen at a 6-month follow-up. The control group showed no improvement. (Bergdahl, L et al. Cognitive therapy in the treatment of patients with resistant burning mouth syndrome: a controlled study. Journal of Oral Pathol Med. 1995 May;24(5):213-5.)

Botanical Medicine

· Kava-kava
· Zingiber officinalis: Dr. Bill Mitchell, N.D., reports Zingiber to have GABA binding actions (Plant Medicine, 2000)
Homeopathy

There are many specific rubrics for the mouth and specific sensations. The key is to gather all the information with precise and detailed information as to time of day, aggravating and ameliorating factors, and the onset.

Rubrics:


Mouth: pain; burning



Burning at night: merc, nit-ac, sulph



Burning in morning: arum-t, cupr-s, kali-c, lob-c, sulph



Burning extending to lips, gums, palate: various rubrics


Mouth: pain; sore: arum-t, merc, merc-c, nat-m, phos

COMPLICATIONS/REFERRAL GUIDELINES

· denture allergy and mechanical irritation are probably best referred to a dentist

· if diagnosis reveals systemic disease (such as diabetes mellitus), referral for proper medication may be necessary

DYSPHAGIA 

DESCRIPTION AND ETIOLOGY

Difficulty swallowing, the sensation of food stuck in the throat.  The three major types of dysphagia can be categorized as transfer, transit, and obstructive.  

   Pathophysiology: Transfer dysphagia refers to a pathologic alteration of the neuromotor mechanism of the oropharyngeal phase of swallowing.  Transit dysphagia is classically represented by achalasia (absence of peristalsis with hypertonicity and  incomplete relaxation of LES in response to a swallow).  Obstructive dysphagia is caused by mechanical narrowing or stenosis in the pharynx or esophagus or at the esophagogastric junction.

Risk factors:  Smoking, recurrent or chronic GERD, medications (ex/ quinine, potassium chloride, tetracyclin, NSAIDS), poor dentition, ill-functioning dentures, excessive alcohol comsumption, achalasia, esophageal cancer.

SIGNS AND SYMPTOMS
Oropharyngeal dysphasia:  difficulty initiating swallowing, inability to move food into the esophagus, chocking or aspiration during swallowing, coughing during swallowing, regurgitation of liquid through the nose, aspiration with swallowing, weak voice or ‘wet so8nding voice’ during or after eating, weight loss.

Esophageal dysphagia:  pressure sensation in mid-chest, sensation of food stuck in the esophagus, retrosternal fullness after swallowing, weight loss, chest pain and other GERD symptoms, extended period of time required for eating.

LAB AND PE

determine precisely where sxs are felt; whether sxs appear with solids, liquids, or both; if sxs are intermittent or progressive.  Also question patient about length of time spent eating.  For infants/children, observe sucking and eating practices.  Check for esophagial patency or inflammation, airway function, pulmonary function, nutritional status, cardiac disease, evidence of aspiration pneumonia, and sxs of heart burn. 

*X-ray (barium) and endoscopy may demonstrate carcinoma and rings.

*Esophageal manometrics indicates LES relaxation capacity.

*Other lab tests or imaging as necessary to R/O underlying pathology:

DDX (ICD-9-CM 787.2 Disorders of Digestive System)

Cardiac chest pain

Globus hystericus

TREATMENT

General Measures

Optimize nutrition

Treat the underlying cause.

Esophageal carcinoma:  excellent prognosis; most are benign; malignancy in <5% of cases; refer for primary treatment; adjunctive Naturopathic support

Lower esophageal rings:  improve mastication, possibly resection

Achalasia:  treat for GERD; Sanguinaria may help to relax sphincter

Botanicals

Licorice(Glycyrriza glabra):  anti-inflammatory, anti-spasmodic, and analgesic specific for GI tract.

Slipppery elm (Ulmus fulva): demulcent (decrase irritation and promotes healing).

Valerian (Valeriana officinalis): bitter, sedative esp. in patients with anxiety/depression and poor digestion.

Wild yam (Dioscorea villosa):  anti-spasmodic, anti-inflammatory esp. with fatigue from long term stress and maldigestion. 

St. John’s wort (Hypericum perforatum): analgesic, anti-depressant historically used to tx adhesions.

Skullcap (Scutellaria lateriflora): anti-spasmodic, sedative, nervine, esp. with disturbed sleep.

Linden flowers (Tilea europea):  anti-spasmodic, mild diuretic, gentle bitter, esp. with dyspepsia.

Homeopathic remedies
Baptesia -  for patients who can only swallow liquids and gag on the smallest amount of solids; esp. with red inflammed throat that is relatively pain free.

Baryta carbonica- for huge tonsils that make difficult to swallow even liquids; esp. with shyness.

Carbo vegetabilis- for bloating and indigestion that is worse from lying down; esp. with flatulence and fatigue.

Ignatia imara- for “lump in the throat,” back spasms, spasmodic cough; esp. when sxs appear after grieving.

Lachesis- for difficulty swallowing, intolerance to touch around the throat, and tight clothes. 

Pharmaceudical Remedies 

Drug therapies for spasms:  nitrates, anticholinergics, calcium channel blockers, sedatives/antidepressants, smooth muscle relaxants.

Drug therapies for esophagitis:  H2-blockers, proton pump inhibitors, prokinetic agents. 

COMPLICATIONS/REFERRAL GUIDELINES
APHONIA 

DESCRIPTION AND ETIOLOGY

The inability to produce speech sounds from larynx; not caused by a brain lesion

   Pathophysiology: etiologies include disease or misuse of vocal chords, pressure on recurrent laryngeal nerve, or functional causes due to psychiatric reasons

SIGNS AND SYMPTOMS
loss of voice, possibly accompanied by pain and burning throat with unproductive cough; erythema and edema of larynx is common; HX of laryngitis or vocal misuse; change from normal voice and aphonia may be seen in vocal polyps; any enlarged masses in local area may interfere with function of recurrent laryngeal nerve (aortic aneurysm, mediastinal tumor, mitral stenosis)
PE AND LAB

visualization of larynx will indicate most causes of aphonia.  

DDX 
Psychiatric aphonia: elicits a sharp normal cough

R/O hypothyroidism

TREATMENT

General Measures

treat underlying pathology; vocal chord rest and exercises to minimize irritation from overuse.

Botanicals

Chronic laryngitis soothed by Stillingia, Cajuput, Serenoa, Eryngium.

Pharmaceudical Remedies

Drug therapies for spasms:  nitrates, anticholinergics, calcium channel blockers, sedatives/antidepressants, smooth muscle relaxants.

Drug therapies for esophagitis:  H2-blockers, proton pump inhibitors, prokinetic agents. 

COMPLICATIONS/REFERRAL GUIDELINES 

MUMPS

DESCRIPTION AND ETIOLOGY

An acute, contagious viral disease that causes painful enlargement of the salivary or parotid glands. The mumps are caused by the paramysovirus. Children between the ages of 2 and 12 are most commonly infected, but the infection can occur in other age groups. In older people, other organs may become involved including the testes, CNS, pancrease, prostate, breasts, and others. Only 4,000 cases were reported in the US in 1991. 90% of adults are sero-positive even without history

   Pathophysiology: The mumps are caused by the paramyxovirus, which is spread from person to person by saliva droplets or direct contact with articles that have been contaminated with infected saliva. Local epidemics occur in kindergartens and schools.  The incubation period is 20 + 10 days.  Following infection, it is likely that immunity is present.

SIGNS AND SYMPTOMS

unilateral or bilateral parotid pain & swelling, fever, redness at Stensen’s duct

face pain, neck or temporomandibular area swelling, headache, sore throat

complications: orchitis (20% of postpubertal men), thyroiditis, mastitis, arthritis, pancreatitis, oophritits, aseptic-meningitis

PE AND LAB

EENT exam, showing swollen glands

Virus can be isolated from the throat, CSF, and occasionally the urine; WBC count may be normal, slight leukopenia, or lymphocytosis; serum amylase may be elevated

DDX (ICD-9-CM 072.9 Mumps)

suppurative parotitis, salivary gland tumor, salivary calculus, Mukulicz’s syndrome, drug enlargement, calculus in Stenson’s duct, Strep throat, diptheria, poor hygiene, diabetes, cirrhosis, bulimia, Sjogren’s syndrome
TREATMENT

General Measures

Bed rest

Soft foods

Extra fluids

Nutrition

vitamin A, vitamin C, zinc, general immune support; eat soft foods, avoid sour/acidic foods 
Botanical Medicine

Phytolacca, Rhus tox, Lomatium, Echinacea

Homeopathy

Pilocarpine, Mercurius, Pulsatilla, Carbo veg, Abrotanum, Parotidium, Apis, Belladonna, Bryonia

Pharmaceutical Remedies

Corticosteroids may diminish pain & swelling in acute orchitis.

Acetaminophen - for pain relief (do not give to children with suspected viral illness because of the risk for Reye’s syndrome)

Physical Medicine

Ice or heat to affected neck area

Warm salt water gargles

Carrot poultice, ice packs over ovaries or testes (orchitis),

COMPLICATIONS/REFERRAL GUIDELINES

Treatment is symptomatic, complications also treated symptomatically. Permanent damage is seen in less than 0.1%.

Complications: orchitis, thyroiditis, mastitis, arthritis, pancreatitis, oophritits, aseptic-meningitis

Meningitis or encephalitis may present 10 days after first systems of illness.  Aseptic meningitis is typically mild, but meningo-encephalitis may lead to seizures, paralysis, hydrocephalus or, in 2% cases, death.

Orchitis is common in post pubertal boys (30%) with fertility impaired in 13% but sterility is rare.  Oophritis is seen in 7% of post pubertal females with no decreased fertility.

Unilateral deafness occurs in 1/15,000, but may not be permanent.

SUBMANDIBULAR GLAND INFLAMMATION

DESCRIPTION AND ETIOLOGY

An acute or chronic swelling of the submandibular glands.  

   Pathophysiology: May be associated with infection, dehydration, or neoplastic change. Submandibular and minor gland neoplasms account for approximately 14% of all salivary gland neoplasms.  Neoplasms most commonly occur in the parotid glands (85%) and about 1% arise in the sublingual glands.  Most salivary gland neoplasms (75-80%) are benign, slow-growing, movable, painless, usually solitary nodules beneath normal skin or mucosa.  Occasionally when cystic, they are firm.  The most common is benign pleomorphic adenoma which is a mixed tumor, occuring primarily in women older than 40 years of age.  Malignant salivary gland neoplasms (20-25%) are characterized by rapid growth or a sudden growth spurt.  They are firm, nodular, usually fixed to adjacent tissue, and often have a poorly defined periphery.  Pain and neural involvement are common.  Eventually the overlying skin may become ulcerated. 

SIGNS AND SYMPTOMS

Increased pain and/or swelling with eating or after meals

Tenderness and erythema at the duct opening

Benign neoplasms may be movable, painless, solitary nodules, or occasionally cystic and firm.

Malignant neoplasms may be firm, nodular, and fixed with a poorly defined periphery.

PE AND LAB

· Palpate the cervical lymph nodes and submandibular region.  The submandibular gland is located deep to the mandible.  Feel for the gland as the patient presses their tongue against the roof of the mouth.  The gland should be distinguished from the submandibular nodes.  The nodes are normally round or ovoid, smooth, and smaller than the gland.  The gland is larger and has a lobulated, slightly irregular surface.

· Visualize the oral mucosa, submandibular ducts, and the oropharynx
· Culture discharge
· U/S or CT scan; Salivary gland scan

· Refer to oncologist for diagnostic studies

DDX

Sialodenitis; Sialolithiasis; Sjogren's syndrome; Submandibular space infection (abscess); Sarcoidosis; DM; Vitamin deficiencies; Alcoholism; Submandibular gland neoplasm
TREATMENT

General Measures

Dependent upon underlying diagnosis 

Hydration

Immune support

Constitutional treatment for underlying disease.

Surgery for neoplasm - Reoccurance rate is high when excision is incomplete.

Nicotinamide

Animal Experiment: 22 non-obese, diabetic mice (aged 27 +/- 3 days old) received either subcutaneous nicotinamide injections (0.5 mg/g weight, 5% solution) daily for 86 days, or a normal saline injection (0.01ml/g weight) daily for 87 days.  After 113 days, the mice were killed. 91% of the saline group had submandibulitis while only 36% of the nicotinamide group had submadibulitis. The prevelance of anti-salivary duct antibodies was higher in the nicotinamide injected group. (Yamada, K. Nicotinamide prevents lymphocytic infiltration in submandibular glands but not the appearance of anti-salivary duct antibodies in non-obese diabetic mice. Research Communication in Chemical Pathology and Pharmacology. 1985 Oct; 50(1):83-91.)
Botanical Medicine

Sialogogues (Bitter herbs, Lemon, Cayenne, Ginger, Licorice, Tamarind, Turkey rhubarb root);

Physical Medicine

Warm compresses; Contrast Hydrotherapy;  Massage the gland; 

COMPLICATIONS/REFERRAL GUIDELINES 
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LEUKEMIA

(oropharyngeal manifestations)

DESCRIPTION AND ETIOLOGY

This is common in all types of acute and chronic forms of leukemia, particularly monocytic leukemia.

   Pathophysiology: Proliferation and accumulation of abnormal immature blood cell progenitors with an unknown cause.  Risk factors include genetic and chromosomal abnormalities, radiation exposure, immunodeficiency states, chemical and drug exposure, preleukemia and cigarette smoking.
SIGNS AND SYMPTOMS

local gingival that is bleeding, engorged, edematous, painful, enlargement and necrosis; petechiae and ulceration of the oral mucosa may be present; oral mucosal pallor
PE AND LAB

inspection of the oral mucosa and pharynx
CBC; Chem-23
DDX (ICD-9-CM 204 Leukemia)

· periodontitis; periodontal disease

· agranulocytosis: may have extensive ulcerations of the gingivae, buccal mucosa, lips, soft palate, pharynx and tonsils

· thrombocytopenia: may have multiple petechiae, ecchymosis and bleeding gingivae

· Plummer-Vinson syndrome: mucous membranes of the oral cavity, including the papillae of the tongue, are atrophic
TREATMENT

General Measures

Primary tx from oncologist

Assess overall health status (liver, heart and kidney)

Avoid aspirin products

Follow weight closely

Nutrition

Ensure optimal nutrition

Glutamine

Experimental Placebo-controlled Double-blind Study: 58 bone marrow transplant patients receiving total parenteral nutrition (TPN) were given 30 grams of glutamine or placebo daily. While there was a trend toward decreased median length of hospital stay and median number of days of TPN in the group receiving glutamine, there was no significant differences between the groups in nutritional status or overall patient outcome. (Coghlin Dickson, TM et al. Effect of oral glutamine supplementation during bone marrow transplantation. Journal of Parenteral Enteral Nutrition. 2000 Mar-Apr;24(2):61-6.)

Botanical Medicine

· swish and swallow:

1 tsp. Goldenseal root or Berberis powder

1 tsp. Myrrh powder

1 tsp. Comfrey root powder

1/8 tsp. Cayenne pepper

1 pint distilled water

mix together the ingredients, bring to a boil and let simmer 10 minutes, steep 10 minutes, strain and cool; gargle PRN (once an hour in acute cases); add ½ oz. Vodka or brandy to prolong shelf life; keep in refrigerator; recipe makes 16 oz.; gargle is soothing to mucosa, antiseptic, and stimulates circulation in the throat, thus promoting healing of mucosa
· bleeding from the mouth: Capsella bursa-pastoris (Shepherd’s Purse)

COMPLICATIONS/REFERRAL GUIDELINES

prevention of infection

ABSCESS

(peritonsilar, pharyngeal, parotid)

DESCRIPTION AND ETIOLOGY
localized collection of pus in tissues, organs, or confined spaces, with disintegration or displacement of tissue

   Pathophysiology:

Peritonsilar, or Quinsy:  involves tissue between tonsilar capsule and superior pharyngeal constrictor muscles; etiology includes group A Strep and Anaerobes (e.g. bacteroides); rare in children, more common in young adults.

Parapharyngeal:  located between muscles of pharynx and deep (prevertebral) cervical fascia; suppuration of a parapharyngeal lymph node lateral to the superior pharyngeal constrictor (close to the carotid sheath), secondary to pharyngitis or tonsillitis

Retropharyngeal:  involves lymph nodes in wall of pharynx; etiology of pharyngeal infections include dental infections, pharyngitis, tonsillitis, lymphadenitis, trauma with penetration, foreign body aspiration and jugular IV; usually secondary to (-hemolytic streptococcus; most common in infants or young children, secondary to suppurative retropharyngeal lymph nodes.

Parotid:  involves parotid gland. Sialadenitis = infection of the parotid gland; etiology includes ductal obstruction, S. aureus, dehydration and immunocompromise
SIGNS AND SYMPTOMS
Quinsy:  sore throat, odynophagia, uvula edematous and displaced to opposite side, med. deviation of soft palate, earache, hot potato voice, trismus, drooling, malaise and fever; head held towards side of abscess; complications include deep neck and mediastinal infection, aspiration and pneumonia

Parapharyngeal:  spiking fever, rigors, neck rigidity and pain, paresthesias, trismus (chronic contraction of the muscles of mastication - hallmark of peritonsilar abscess), dysphagia, odynophagia, aphasia, drooling, malaise; progresses to neck mass (anterior cervical triangle is markedly swollen; displaced tongue can obstruct airway

Retropharyngeal:  non-discrete neck mass, fever, malaise, dysphagia, lymphadenopathy, most common in pediatric population

Parotid:  gland enlargement, tenderness and erythema, pain with eating, mucopurulent discharge from duct; most common in elderly, dehydrated, Sjogrens

PE AND LAB

· CBC, ESR, culture and sensitivity, if possible

· Quinsy is confirmed by needle (No. 19 or 21) aspiration of pus from peritoneal fold, just superior and medial to upper tonsilar pole; insert only up to 1 cm as internal carotid is just posterior and deep to fossa.

· CT and introral ultrasound may be helpful in distinguishing abscesses from cellulitis.

· Retropharyngeal abscess is confirmed with lateral neck x-ray or axial CT.

· Parapharyngeal abscess is confirmed with leukocytosis, anemia, and contrast CT.

· Parotid abscess is confirmed with CT.

DDX 

· acute tonsillitis (peritonsilar cellulitis rather than trismus)

· jugular vein thrombosis (diffuse swollen neck, tenderness, malaise, fever)

· mononucleosis (mild nonspecific URI, sore throat, fever, lymphadenopathy, fatigue)

· TB (painless swollen nodes; overlying skin usually indurated and brown; sinus tracts may be open in skin)

· toxoplasmosis (cold SX, varies from asymptomatic to mildly tender post triangle adenopathy; usually unilateral enlarged nodes without suppuration or fistulae)

· diphtheric pharyngitis
· perforation of the posterior pharyngeal wall caused by foreign object
TREATMENT

General Measures 

avoid treatments that encourage internal absorption of abscess; better to drain or support expulsion.   Follow infection closely; refer immediately if increased progression of infection or signs of complication.

Peritonsilar Abscess
· Unresponsive cases may require aspiration and follow up, or if severe, incision and  drainage plus IV antibiotics—Penicillin G, 1 million units q 4 hrs for 4 doses, followed by Penicillin V, 250 mg q 6 hrs p.o. for 12 days.

· Adequate drainage is essential.  Avoid more drastic measures by encouraging expulsion with frequent hot herbal gargles and hydration

· Rudolf Weiss Herbal Medicine, p 124 recommends hot gargle of Arnica mixed 1 teaspoon in glass of water, q ½ hr. 

· Felter & Lloyd King’s American Dispensatory p 338 recommends alternating Aconite with Belladonna q ½ hr.  Also, p 1473, mix 10-30 gtts Phytolacca in 4 oz water, gargle and swallow 1 tsp q 1-3 hrs.

· antimicrobials (e.g., Echinacea, Hydrastis, Allium, Salvia, Myrrh)

· alteratives and blood support (e.g., Echinacea, Arctium, Allium, Rubus)

· gargle (e.g., Hydrastis, Arnica, Salvia or Matricaria; Althea as demulcent)

· Verbascum fomentation or tea is anti-inflammatory and mucous membrane soother

· Gotu Kola for sore throat and tonsillitis, also Aconite, Geranium

· eliminate dietary immune suppressers (sugar, allergens)

· colon cleansing

· immune support (Allium, Echinacea, Panax, Astragalus)

· Chinese Herbs for Fire Toxin:  Platycodon, Arctium, Minor Bupleurum formula (Xie Chai Hu Tang) plus Coptis and Scutellaria (Huang Lian Jie Du Tang), Scute and Cimicifuga.

· Homeopathy: consider—Acon, Baryta carb, Bry, Calc sulph, Hep sulph, Lach, Lyc, Psor, Sang.

Para/Retropharyngeal Abscess

· incision and drainage (parapharyngeal through cervical, not pharyngeal, incision; retropharyngeal through posterior pharyngeal wall

· progressive and severe cases require endotracheal intubation to maintain airway

· Antibiotics: 

· parapharyngeal abscess usually given penicillin G, 150,000 u/kg/day, IV in 4 equal doses (for a child) followed by Penicillin G or V, 250 mg orally q 6 hours to complete 12 days to therapy;

· retropharyngeal abscess usually given Penicillin G, 150,000 u/kg/day, IV in 6 equal doses for 3-4 days, plus orally for 14 days

· antimicrobials (Echinacea, Commiphora, Salvia)

· Matricaria and hydrogen peroxide gargle

· Matricaria and Salvia fomentation

· Gelsemium and Phytolacca for pharyngitis

· Trifolium and Calendula gargle

· constitutional supportive care

· vitamins C and A and zinc for infection

· refer for dental evaluation

 Parotid Abscess
· warm compresses, Trigonella foenumgraecum (fenugreek) poultice

· Trichosanthes leirilowii poultice

· Massage to improve drainage.

· Smilax, Glycyrrhiza, Arctuim, Rumex to support blood filtration

· Iris versicolor as sialagogue and anti-inflammatory

· treat Staph infection with Berberis, Lomatium, Astragalus, Carduus

· hydration and nourishment as indicated

COMPLICATIONS/REFERRAL GUIDELINES

Follow infection closely; refer immediately if increased progression of infection or signs of complication.  Pharyngeal infections are considered deep neck infections and a potential emergency.  Life threatening complications exist due to potential extension to chest, airway obstruction, mediastinitis, jugular vein thrombosis and septic emboli.

ALLERGIC EDEMA

OF THE PHARYNX AND LARYNX

DESCRIPTION AND ETIOLOGY

Part of a generalized edematous allergic response involving the lips, tongue and other hypopharyngeal tissues. Self-limited course of 1-7 days.

   Pathophysiology:  Possible etiologies include: foods (especially nuts, fruit, eggs, seafood), medications. 
SIGNS AND SYMPTOMS

sore throat, dyspnea, acute hoarseness; possible high, shaky voice or a very soft voice if not mounting adequate respiratory force
PE AND LAB

· visualize the oropharynx; dyspnea is an indication for laryngoscopy; listen to lungs, examine skin and lymph nodes
· soft tissue X-ray of the neck and chest

· with positive family HX and recurrent edematous episodes run a c‑1-esterase level to r/o hereditary angioneurotic edema
· WBC diff. (note eosinophils)

DDX 

angioneurotic edema; viral infection; injury during intubation or dental surgery; nephritis; hereditary deficiency of c‑1-esterase inhibitor of activated complement (hereditary angioneurotic edema); subglottic edema from viral layngotracheal bronchitis (croup); acute epiglottitis
TREATMENT

General Measures
Dependent on cause; if food or medication, remove the offending agent.

Acute/respiratory distress: Epinephrine 1:1000 0.3 ml sc
Oral antihistamine, glucocorticoids, tracheostomy, oxygen

Nutrition

· HMC plus

· Bromelain

· Vitamin C

· Quercetin

Botanicals

· Glycyrrhiza

Theoretical Discussion: Dr. Lise Alschuler, N.D., states that she would not use glycyrrhiza for the treatment of allergic edema of the pharynx and larynx. Glycyrrhiza prolongs the half-life of cortisol. In an acute inflammatory condition, cortisol is already high and therefore prolonging its life would not be helpful. (5/21/01)

· Dioscorea

· Andrographis paniculata

Animal Experiment: Rats sensitized to egg albumin and a histamine releasing compound were given andrographolides or disodium cromoglycate after being exposed to egg albumin or the histamine releasing compound. Andrographolides and disodium cromoglycate prevented mast cell degranulation. The main advantage of Andrographolides is that it is effective orally, while disodium cromoglycate is poorly absorbed. (Gupta, PP et al. Antiallergic activity of andrographolides isolated from Andrographis paniculata. Pharmaceutical Biology. 1998 Jan 31;36(1):72-4.)

Homepathic remedies

	Tongue inflammation
	Apis
	fiery, red tongue, swollen, mouth & tongue red, shining & puffy, <heat, > cold

	
	Crotalis C 
	scarlet tongue, paralysis of tongue, burning & pricking at tip, saliva is thick, viscid, difficult speech

	
	Crotalis H
	tongue very red, swollen, protruded tongue, which goes to right, bloody or frothy saliva, tight or constricted feeling, difficulty swallowing solids

	Laryngitis
	Aconite
	inflammation of larynx, trachea, high fever, sudden onset, hoarse voice

	
	Antimonium crud
	in singers, rough voice from overuse, violent spasms in larynx

	
	Argentum nitr
	chronic laryngitis of singer’s inflammation of larynx, sensation of splinter in throat, strangulated sensation, vain efforts to swallow

	
	Bromium
	inflammation of larynx and trachea, throat feels raw, dry cough with hoarseness, decreased expectoration, voice weak, soft, cannot speak clearly, laryngeal constriction, painful to touch, danger of suffocation from mucous accumulation

	
	Carbo veg
	inflammation of larynx, trachea, loss of voice in evening or on exertion, cough with burning in the chest, never recovered from a previous illness, dusky face

	
	Causticum
	inflamm of larynx, loss of voice from exposure to cold, from overuse, sudden loss, chronic hoarseness after acute illness, intensely sympathetic, sad

	
	Kali bic
	inflamm of larynx, profuse, yellow, thick, gelatinous, sticky mucous, chilly

	
	Phosphorus
	inflamm of larynx, larynx very painful, cannot talk due to pain, craves cold drinks, thirsty

	Pharyngitis
	Aconite
	dry mucous membranes, sudden onset, thirsty, much anxiety, restless, red throat, esp after exposure to cold, dry wind

	
	Ailanthus
	throat is swollen, swollen tonsils, swelling of neck, parotid, submaxillary and thyroid, neck feels tender, stiff neck

	
	Apis
	edema, uvula hangs down like a bag, throat is fiery red & puffy, constrictions, fiery red margin around a leathery membrane

	
	Belladonna
	throat & tongue are bright red, constricted, cannot drink water, redness is < on right side, spasms in throat

	
	Guaiacum
	tonsils are dry and hot, acute tonsillitis, unclean odor from body

	
	Hepar sulf
	tonsils that supporate, fish bone sensation in throat, very sensitive to cold, very sensitive to all impressions, chilly

	
	Lac caninum
	pain moves left to right, glazed & shiny throat, stiffness of neck and tongue

	
	Lachesis
	pain is worse with slightest pressure, throat is very sensitive,  > swallowing solids, < liquids, pain is aggravated by hot drinks, pain travels to ear

	
	Lycopodium
	dry with no thirst, begins on right and travels left, foul odor of mouth

	
	Mercurius cor
	red, swollen, painful, intense inflammation, painful to swallow, pain is mostly postnasal with sharp pain to ears, burning pain, > slight external pressure

	
	Merc Iod Flav
	only right side, tongue has thick yellow base, constant inclination to swallow

	
	Merc Iod Rub
	worse left tonsil, dark red faces

	
	Mercurius
	thirsty, desires cold drinks, inflammation difficult swallowing after pus has formed, foul breath, great thirst with moist tongue

	
	Phytolacca
	pain at root of tongue that travels to ear, throat is dark red-blue, < drinking, throat feels rough & narrow, hot swollen tonsils, red tip of tongue


Kruzel, Thomas; The Homeopathic Emergency Guide, pp 56, 203-206, 292-298.

· Apis, Urticaria, etc

· Desensitization mix

COMPLICATIONS/NOTES/REFERRAL GUIDELINES

· refer to ER if dyspnea or stridor

· if no dyspnea or stridor, refer to otolaryngologist

BENIGN MASSES OF THE NASOPHARYNX

DESCRIPTION AND ETIOLOGY

Benign masses of the nasopharynx include nasopharyngeal angiofibroma, choanal polyps, teratomas (usually seen shortly after birth as obstructive upper airway masses), mixed tumors, adenomas, chondromas, and cysts. Nasopharyngeal angiofibroma (juvenile angiofibroma) is a fairly uncommon highly vascular neoplasm predominately in adolescent males and may be an endocrine related mass.  It is locally destructive and commonly erodes the base of the skull.

   Pathophysiology: various

SIGNS AND SYMPTOMS

nasal obstruction, rhinorrhea (especially unilateral), epistaxis, hyponasal voice, cranial nerve palsy, hearing loss secondary to serous OM, facial pain, palpable neck mass; palatal or cheek fullness and exopthalmos may be present; some or all of these should alert the physician to the possibility of a nasopharyngeal mass
PE AND LAB

· visualize mass in nasopharynx
· If nasopharyngeal angiofibroma is highly suspect, DO NOT biopsy due to its highly vascular nature.  It is diagnosed by plain films which show a ‘bowing” of the posterior wall of the maxillary sinus, carotid arteriographic appearance is diagnostic of a vascular tumor; CT scan shows the mass well.

DDX 

· nasopharyngeal carcinoma

· nasal polyps

· glossitis

· tonsillitis

· pharyngitis

· rhinitis
TREATMENT

General Measures

Surgical removal of a benign mass is the treatment of choice to restore airway, reduce risk of infection in the nasopharynx, and to reduce the risk of erosion into the cranium.

Naturopathic treatments would include means to reduce complications following surgery or pre-surgery treatments; ie. Increasing antioxidant intake, proper diet (avoiding fat, sugar, coffee, nitrates, smoked/cured meas, food colorings, stimulants), increase organic vegetables, fruits, olive oil, garlic/onions, falx meal/oil, fluids (water).

COMPLICATIONS/REFERRAL GUIDELINES

MALIGNANT NEOPLASMS OF THE NASOPHARYNX

DESCRIPTION AND ETIOLOGY

Nasopharyngeal malignancies account for about 2% of all malignancies in Caucasians and up to 15% in the Southern Chinese population.  Male to Female ratio is about 3:1.  No familial tendency has been established.  Most patients in the US are 50-70 years old.  70% of patients have a high antibody titer to EBV.  85% of these malignant neoplasms are epidermoid carcinomas with the remaining being lymphomas, adenocarcinomas, plasmacytomas, melanomas, and sarcomas.  No association has been made between environmental risk factors (diet, inhalants, ethnic customs, etc.) and anaplastic carcinoma.

   Pathophysiology: not known

SIGNS AND SYMPTOMS

50% of cases present with metastatic cervical nodes as a chief complaint.  Nasal symptoms-purulent or bloody rhinorrhea, posterior epistaxis, nasal obstruction.  Eustachian tube obstruction by edema or tumor results in hearing loss secondary to serous OM.  An adult with unilateral serous OM should be suspected of having nasopharyngeal cancer.  Ophthalmoplegia, pain, diplopia, or decreased corneal reflex may occur.  Metastasis to the jugular foramen nodes may involve the 9th through 12th cranial nerves.  Due to the rich lymphatic supply and late symptomatology, 60-80% of patients will already have cervical metastasis on admission to the hospital.

PE AND LAB

Direct or indirect nasopharyngoscopy, Complete neurologic exam, Radiological evaluation of the base of the skull, transnasal or transoral biopsy
DDX 

benign masses of the nasopharynx, rhinitis, serous OM, cranial nerve neuropathy (possible space occupying lesion in the cranium), pharyngitis, tonsillitis

TREATMENT

General Measures

Primary treatment is radiation therapy directed to the nasopharynx and both sides of the neck.  30-60% of patients may have repeated radiation due to tumor recurrence.  Persistent cervical lymph nodes may require dissection after radiation therapy.  With this treatment approach the 5-year survival rate is 30-35% for all stages of disease.

Nutrition

· Vitamins: A-25000 IU/day, C-4-10 grams/day or TBT (vitamin C may interfere with radiation therapy), E-400-1200 IU/day

· Minerals and other:  Selenium-200-400 micrograms/day, Zinc-50 mg/day, Copper-6 mg/day, CoQ10-300-400 mg/day, Arginine-30 grams/day for about two months, Methionine-250 mg/day, Cysteine-500 mg-1 gram/day, Glutathione-500 mg-1 gram/day, EPO-2-4 grams/day and EPA-3-10 grams/day in divided doses.

· Avoid: foods high in sugars, highly processed foods, high fat diet (try to get 20% calories from fat), fried foods, alcohol, nicotine, caffeine (at least decrease).  

· Increase: Fiber (25-30 grams/day), exercise, dark leafy greens, colored vegetables,  fluids (water, vegetable juices, herbal teas).

Observational Study: In a case-control study, the dietary intake of fiber based on a food questionnaire of 2872 patients was investigated. A statistically significant inverse relationship was found between fiber intake and the incidence of oral, pharyngeal, and esophageal cancer. (Soler, M et al. Fiber intake and the risk of oral, pharyngeal, and esophageal cancer. International Journal of Cancer. 2001 Jan;91:283-7.)

Botanical Medicine

· Consider some or all of the herbs in the Hoxsey formula:  Glycyrrhiza glabra, Trifolium pratense, Arctium lappa, Stillingia sylvatica, Berberis aquifolium, Phytolacca decandra, Rhamnus purshiana, Xanthoxyllum americanum, Rhamnus frangula/catharticus.

· Green tea, -46 cups QID

· Liver support; SAT 2 caps TID, Lipotrepin 2 caps TID

· Supplements to protect against side effects of conventional cancer treatments and support the body; antioxidnats (E, A, C, etc.), fractionated citrus pectin to prevent metastases

· Diet to support immune system and selectively starve tumor cells; decrease fat, sugar, coffee, nitrates, stimulants, increase vegetables, fruits, olive oil, garlic/onions, flax meal/oil, fluids (water); eat organic, non-antibiotic or hormone fed meats

Physical medicine

· colon hydrotherapy

· constitutional hydrotherapy

· wet sheet pack, massage

COMPLICATIONS/REFERRAL GUIDELINES 

NOTES

There are many ways to approach cancer; this is by no means a complete list.  Think about supporting the immune system, detox, adequate caloric intake/nutrition, etc.

LARYNGOTRACHEOBRONCHITIS (CROUP)

DESCRIPTION AND ETIOLOGY

an acute viral inflammation of the upper and lower respiratory tracts associated with inspiratory stridor; subglottic swelling and respiratory distress that is pronounced on inspiration 

   Pathophysiology: often caused by especially type 1 Parainfluenza viruses (generally occurs in autumn), less common respiratory syncytial virus (RSV) and influenza A and B viruses (these 3 generally occur in winter and spring); followed by adeno-, entero-, rhino-, measles, and Mycoplasma pneumoniae virion.  Effects primarily children aged 6 months to 3 years old.

SIGNS & SYMPTOMS

usually preceded by a URI; barking and often spasmodic cough and hoarseness, especially at night.  Tachypnea  and inspiratory retractions common. Inflammation of larynx, trachea, bronchi, bronchioles, and lung parenchyma.  Subglottic obstruction caused by swelling and exudate.  Dyspnea occurs, and as child tires, hypercapnia results.  If bronchioles obstructed, atelectesis may occur concurrently.  Fever present in 50%

PE AND LAB
prolonged inspiration and harsh inspiratory stridor on auscultation, often with some expiratory rhonchi and wheezes/rales; breath sounds may be diminished with atelectasis; leukocytosis with increased polymorphonuclear cells may be present initially, with a subsequent shift to leukopenia and lymphocytosis; hyposemia is present in about 80% of patients; X-ray may shows subepiglottic narrowing.  With lung parenchyma involvement aterial blood gases show hypoxemia with or without hypercapnia

DDX (ICD-9-CM 464.20 Acute; 464.21 With obstruction; 476.1 Catarrhal, chronic, atrophic)

· epiglottitis

· bacterial tracheitis

· foreign body

· diptheria

· retropharyngeal abscess

TREATMENTS

General Measures

May need intubation if severe.  Be prepared!
for mild cases, supportive treatment, cold-steam vaporizer, humidifier, rest, and hydration; hospitalization if hypoxemia is suspected because incubation equipment and special trained personnel maybe needed

Nutrition
· vitamin A, 200,000 IU qd for three dd; 50,000 IU qd for one week after sxs resolve

· vitamin E, 400 - 600 IU qd
· vitamin C, 1-6 g qd minimum all the way to bowel tolerance
· zinc,  50 mg qd c 5 mg copper
Botanical Medicine

Trifolium pratense, Sticta pulmonaria, Allium sativum, Verbascum thapsus, Althea officianalis, Lomatium dissectum, Osha, Tussilago farfara, Eriodictyon californicum, Hypericum perforatum, Glycerrhiza glabra, Drosera rotundifolia. 

Clinical Observation: Dr. Eric Jones, N.D., has treated approximately 12 patients with croup using a formula containing Drosera rotundifolia. He likes to use a formula containing Drosera (10ml): Lobelia (5ml): Aconite (3ml): Stillingia (4ml): Prunus (6ml): Glycerine (2ml) at  a dose of ½ tsp QID for children younger than 10 and 1 tsp QID for children over 10. (2001)

Animal Experiment: Pharmacologic mode of action of Drosera rotundifolia was found to be due to 1,4 naphtoquinone and plumbagin. Plumbagin was found to have an antiphlogistic effect in vitro through the inhibition of prostaglandin synthesis and an antimicrobial and cytostatic effect. (The PDR for Herbal Medicine, 2nd Edition. 740-1.)

Physical Medicine
· Constitutional/contrast hydro; hot fomentation

· hot foot bath; mentholated rub to chest

· steam inhalation

Homeopathy

· Aconite – used initially in the acute cases of croup, most useful on first day of attack, when coughing occurs after exposure to dry cold air and wind, when child wakes from the first part of sleep with a dry, barky cough, cough worse with inspiration and drinking, stridor and suffocative coughing causing the child to cling to parents, no mucous present with expectoration

· Spongia – dry, barking cough, decribed as a seal’s bark or a saw cutting through wood, noisy, whistling stridor, child awakens with fright and suffocative cough, worse at midnight or just after and with cold air or drinks, better with eating, drinking (warm), nursing, and sitting upright with head bent forward

· Hepar sulphur – croup coming up in the night (2-4 am or toward morning), worse being uncovered, becoming cold, cold air, and cold drinks, better when throwing head backwards, expectorant is thick rattling mucous

· Drosera – dry cough, vomiting with cough

· Rumex – cough triggered by inspiration, cold air, and when child is undressed

· Phosphorus – hard, hacking, painful cough causing the child to hold his chest, worse with cold air and inspiration

Clinical Observation: Dr. John Bastyr’s homeopathic protocol for croup began with Aconite, then Spongia, and then Hepar sulph. (Bastyr, J. Notes on Natural Therapeutics of Lectures from Dr. Bastyr. 1977.)

Clinical Observation: Dr. Bill Mitchell, N.D., has very successfully used phosphorus 6X or 12X (see above for indications) in combination with a botanical formula of Baptisia (1), Grindelia (1), and Glycyrrhiza (2) in over 100 patients with croup. The botanicals are used at a dose of 30 drops every hour until resolution. (2001)

Clinical Observation: Dr. Dechent, N.D., has used Spongia, Drosera, and Rumex is cases of croup based on the indications listed above. (2001)

COMPLICATIONS/REFERRAL GUIDELINES

EPIGLOTTITIS

DESCRIPTION AND ETIOLOGY

Rapidly progressive infection and inflammation of the epiglottis and surrounding tissues (vallecula, aryepiglottic folds and arytenoids) that may lead to sudden respiratory obstruction and death.  Most common 3-7 years of age. 

 Pathophysiology: Before widespread vaccination, H. influenzae type b was the most common cause. Currently, causal organisms include S. pneumoniae, S. aureus, nontypable H. influenzae, H. parainfluenzae, and -hemolytic streptococci (Merck).  According to Grifith’s, caused by H. influenzae in children, H. influenzae and Strep group A in adults.

SIGNS AND SYMPTOMS

Onset is usually acute and fulminant. Sore throat, hoarseness, high fever, dysphagia, drooling, dyspnea, tachypnea, inspiratory stridor, Tripod position (sitting propped up on hands with head forward and tounge out), respiratory distress, inspiratory retractions, breath sounds diminished bilaterally, rhonchi, and pharynx inflamed.

PE AND LAB

· Visualization of epiglottis with tongue depressor is contraindicated due to danger of sudden, fatal airway obstruction.  

· Controlled visualization of epiglottis in operating room with intubation  is diagnostic.  

· Neck radiographs are contraindicated if epiglottis is suspected, due to airway obstruction.

· Blood culture (positive in >90%)

Differentiating  epiglottits from croup

Epiglottitis




Croup
· Onset acute and fulminant


Onset acute

· Barking cough uncommon


Barking cough characteristic

· Epiglottis markedly edematous

Epiglottis may be edematous

and cherry red

DDX (ICD-9-CM 464.30 without obstruction; 464.31 with obstruction)

· Viral croup

· Bacterial tracheitis (pseudomembranous croup)

· Diphtheria (in unimmunized patient)

· Sepsis

· Aspirated foreign body

· Peritonsilar abscess

· Petropharyngeal abscess

TREATMENT

General Measures

Medical emergency.  Immediate hospitalization for intubation and antibiotic therapy (IV Cefotaxime/ceftriaxone) if epiglottitis is suspected clinically.

COMPLICATIONS/REFERRAL GUIDELINES

Hospitalize duriing acute illness. Complications include: pneumonia, meningitis, cervical adenitis, septic arthritis, pericarditis, cellulitis, septic shock, pneumothorax, pneumomediastrinum, death from asphyxiation.

SJOGREN’S SYNDROME

(Mouth symptoms)

DESCRIPTION AND ETIOLOGY

An autoimmune disorder causing decreased function and progressive destruction of the salivary and lacrimal glands.  Etiology is unknown.  It occurs as an isolated disorder (primary form). also known as Sicca syndrome, or more often in association with another autoimmune disease (secondary form) including rheumatoid arthritis, SLE, polymyositis, scleroderma, vasculitis, mixed connective tissue disease, or thyroiditis.  Other exocrine glands, including those lining the respiratory, gastrointestinal and vagina may also be involved.

   Pathophysiology: The decrease in tears and saliva is the result of lymphocytic infiltration and fibrosis of the lacrimal and salivary glands. Tissue damage may be mediated by cytotoxic T cells or by autoantibodies.  Anti-SS-A and anti-SS-B are the two most common autoantibodies.

SIGNS AND SYMPTOMS

90% of patients with Sjogrens are women between 40-60 yo.  Dry eyes (see also keratoconjunctivitis sicca), mouth (xerostomia), nose, pharynx, bronchi, vulva, and vagina due to exocrine gland atrophy;  photophobia, inhibited chewing and swallowing, tooth decay, salivary duct calculi formation, loss of taste and smell, gastroesophageal reflux, oral candidiasis, symmetric arthritis &/or arthralgia, lung infections, GI tract atrophy, hepatobiliary and pacreatic disease, fibrinous pericarditis, vasculitis, parotid enlargement, splenomegaly, lymphadenopathy, Raynaud’s phenonmena, fever, fatigue, dyspareunia.

DDX (ICD-9-CM 710.2 Sjogren's syndrome)
short-term or chronically administered drugs (antidepressants, anticholinergics, neuroleptics, clonidine, diuretics), viral and bacterial infection (especially mumps), dehydration, psychogenic causes, granulomatous diseases (sarcoid, TB, leprosy), amyloidosis, HIV, graft-vs-host disease, cystic fibrosis, diabetes mellitus

PE AND LAB

Eye exam (visual acuity, external inspection, inspect cornea and iris), mouth, joints, and other exams as indicated; 

slit-lamp examination
Schirmer’s test for tear production and adequacy

Tear break-up time with Flourescein stain

Rose bengal staining

Positive autoantibodies anti-to/SS-A and anti-La/SS-B

Rheumatoid factor +, ESR elevation in >70% of cases

LE cell prep

UA yielding proteinuria

CBC yielding leukopenia and eosinophilia 

Lashley cups to quantify saliva production

Weigh dry sponge placed on tongue to quantify saliva production

Secretory sialography examines salivary duct anatomy

Scintigraphy to quantify salivary flow rates

Biopsy of salivary gland demonstrating lymphocytic infiltration

TREATMENT

General Measures

Regular dental hygiene, increase humidity is environments of home and work, swim goggles to prevent eye moisture loss, plenty of rest and sleep for fatigue

Topicals:  artificial saliva preparations, artificial tear preparations (Refresh Plus, Genteal, Tears Naturale) and lubricant opthalmic ointments at night, boric acid eye solution, Similasin 

Increased oral fluid intake

Pilocarpine for xerostomia

Biofeedback

Minor surgery to insert plugs in tear drainage ducts

Nutrition:  Reduce sugar intake for frequent infections, eliminate food allergies, lemon as mucolytic for inspissated secretions, 25,000 IU Vit. A or cod liver oil, salmon or black current EFA, and zinc for eye health

Topical mycostatin, Orithrush, Capricin for oral candidiasis

Clincal Observation: Dr. Alan Gaby, M.D., recommends vitamin A drops to the eye, NAC (200 mg TID), a combination of vitamin B6 (50mg), vitamin C (2g), and EPO (3g) taken once daily, and proper hydration for the treamtment of Sjogren’s syndrome. (2001)

Experimental Placebo-controlled Double-blind Crossover Study: 26 patients with Sjogren’s syndrome were randomly selected to receive 200 mg of NAC granules TID or placebo for four weeks, followed by a four week crossover period. After treatment with NAC, patients reported improvements in ocular soreness (p < 0.004), ocular irritability (p < 0.006), halitosis (p < 0.033), and daytime thirst (p < 0.033) compared to baseline reports. Neither the NAC or placebo improved Schirmer test results. (Walters, MT et al. A double-blind, cross-over, study of oral N-Acetylcysteine in Sjogren’s syndrome. Scandinavian Journal of Rheumatology. 1986; Suppl. 61:253-8.)

Review Article: Patients with Sjogren’s syndrome were found to have abnormalities of erythrocyte EFA levels. Controlled trials with evening primrose oil (a source of gamma-linolenic acid) gave positive results in both primary Sjogren’s syndrome and systemic sclerosis. (Horrobin, DF. Essential fatty acid and prostaglandin metabolism in Sjogren’s syndrome, systemic sclerosis and rheumoatoid arthritis. Scandinavian Journal of Rheumatology. 1986; Suppl. 61:242-5.)

Botanical Medicine:  Althea, xanthoxyllum, ulmus, okra tea or tinctures and mucilagenous agents, consider Thorne Moducare to re-balance immune function

Homeopathy

Tissue salts:  Nat mur 6X 4 pellets BID-QID for sx of blisters on eyes, granular feel of eyes, red eyes, itching and irritated eyelids, loss of smell from dry posterior nares and sinusitis, arthritis

Physical Medicine
Saline nasal douche

Constitutional hydrotherapy, homeopathy, acupuncture

COMPLICATIONS/REFERRAL GUIDELINES DESCRIPTION AND ETIOLOGY

VOCAL CORD POLYPS/NODULES
DESCRIPTION AND ETIOLOGY

   Pathophysiology:  Vocal Cord Polyps: lesions develop from voice abuse, chronic laryngeal allergic reactions and chronic inhalation of irritants such as industrial fumes and cigarette smoke; formed by circulation impediment, thrombosis, exudation, and edema of the lamina propria of the mucous membrane due to inflammation; there is secondary atrophy of the the cord epithelium.

Vocal Cord Nodules: lesions are caused by chronic voice abuse such as yelling or shouting or using an unnaturally low fundamental frequency; leads to friction or dash of the vocal cords against each other; there is circumscribed hyperplasia or hyperkeratinization and secondary hyaline-degeneration in the lamina propria of the cord.

SIGNS AND SYMPTOMS
Vocal Cord Polyps: chronic edema in the lamina propria of the true vocal cord and result in raspy hoarseness and a crackling voice; chronic cough

Vocal Cord Nodules: condensations of hyaline connective tissue in the lamina propria at the junction of the anterior one-third and the posterior two third of the free edges of the true vocal cords; hoarseness; and a breathy voice quality

PE AND LAB
inspect the oral cavity and pharynx for redness or exudate; palpate the neck for masses, the cervical lymph nodes and the thyroid for enlargement; respiratory exam

DDX 

· laryngeal cancer

· vocal cord cancer

· laryngitis

· tracheal trauma

· vocal cord paralysis

TREATMENT

General Measures

Avoid voice abuse

Voice therapy/Voice training

Reciprocal inhibition

Vocal intensity controller

Nutrition
· (-carotene, 15,000 IU qd

· vitamin A, 25,000 IU qd 

· vitamin C, 5000-10,000 mg qd daily divided dose

· vitamin E,  400-800 IU qd

Theoretical Discussion: No medical literature was found regarding the use of beta-carotene, vitamin A, vitamin C, or vitamin E in the treatment of vocal cord polyps or nodules on PubMed, IBIS, or other alternative medicine sites. (3/2001)

Botanical Medicine

Althea, Glycyrrhiza, Ulmus, Stillingia sylvatica

Theoretical Discussion: No medical literature was found regarding the use of botanicals in the treatment of vocal cord polyps or nodules on PubMed, IBIS, or other alternative medicine sites. (3/2001)

Homeopathy

lach., thuj., berb.

Physical Medicine

contrast hydrotherapy

COMPLICATIONS/REFERRAL GUIDELINES 

May want to refer for microsurgery, CO2 laser surgery, or phonomicrosurgery

LARYNGITIS

DESCRIPTION AND ETIOLOGY

Acute or chronic inflammation of the mucosa of the larynx (the voice box) usually secondary to influenza virus

   Pathophysiology: most common during epidemics of individual viruses, and in late fall, winter, and early spring; caused by infections (bacteria/yeast, viral-most common), excessive use of voice (screaming, rage), and reflux; Types: catarrhal, membranous, atrophic, hemorrhagic, and hypertrophic; associated with viral URI, bronchitis, pneumonia, influenza, pertussis, measles, diphtheria, smoking, allergies, laryngeal malignancy, vocal cord nodules

SIGNS AND SYMPTOMS

Most prominent symptom is an unnatural change of voice; can cause aphonia (loss of voice), hoarseness, throat tickling sensation, rawness, constant urge to clear throat; may be associated with fever, malaise, dysphagia, pain, coughing, dyspnea, laryngeal edema, erythema of mucous membrane, regional swelling lymph nodes

Chronic laryngitis may take the form of small, bilateral vocal nodules or large polyps at the junction of the anterior and middle third of the vocal cords, as a result of long standing inflammation.

PE AND LABS

HEENT – visualization of pharynx, palpation of nodes, indirect laryngoscopy

CBC may show lymphocytosis

Culture, imaging, biopsy

DDX (ICD-9-CM 464.0 Acute; 476.0 chronic)

croup (a barking cough), measles (Koplik's spot), diphtheria, vocal nodules, laryngeal malignancy, bronchitis, URI, pneumonia, allergies, epiglottis (acute respiratory distress, drooling, leaning forward w/ neck hyperextended), trauma, glottic stenosis, hypothyroidism, GERD, lung malignancy, pulmonary disease (Wegener’s granulomatosis, sarcoidosis), neurologic disease (stroke, Eaton-Lambert syndrome, myasthenia gravis)

acute:  URI, bronchitis, pneumonia, influenza, pertussis, measles, diphtheria

chronic:  allergy, chronic rhinitis/sinusitis, voice abuse, smoking, alcohol abuse, chronic exposure to irritants or dust.

TREATMENT

General Measures

· treat the cause

· voice rest (wispering is harder on the vocal cords than speaking)

· lots of warm fluids throughout the day

· remove possible food allergies, especially in pediatric cases

· avoid smoking and alcohol

Nutrition

calcium/magnesium, 400 mg TID

Botanicals

· viral laryngitis - tincture of Althea:Acacia:Arisaema, equal parts, sig:  5-10 gtts TID PRN

· tiger balm steam inhalations

· antivirals when appropriate

· demulcents

· propolis (Throat mist, Wise Woman Herbals, Viracon, Vital Nutrients)

Clinical Observation: Dr. Lise Alschuler, N.D., recommends the use of propolis in the treatment of laryngitis. (2001)

· carrot poultice – 1 medium carrot, grated, wrapped in cheese cloth, and placed on throat

Clinical Observation: Dr. John Sherman, N.D., recommends the use of a carrot poultice for the treatment of laryngitis. (2001)

Physical Medicine

Hydration with room temperature water, cold water constricts vocal cords

Steam inhalations

Gargling – has shown to be ineffective in the treatment of laryngitis

Experimental Study: X-ray studies of 15 men and women after gargling with meglumine diatrizoate showed the fluid never reached the larynx. Garling also increased throat irritation. (Feder, RJ. Gargling no help for laryngitis. Nutrition Health Review. 1990 Oct 31;56:10.)

Homeopathy

Rubrics


Larynx and Trachea: Voice; lost


Larynx and Trachea: Voice; hoarseness

Consider: Arg-m, Arg-n, Arum-t, Brom, Caus, Gels, Hep-s, Kali-bi, Mang, Phos, Rhus-t, Sel

Acute remedies: aconite, hepar sulph, phosphorus, carb veg, belladonna

COMPLICATIONS/REFERRAL GUIDELINES

LARYNGOCELE

DESCRIPTION AND ETIOLOGY
Air-filled evaginations of the mucous membrane of the laryngeal ventricle.  Internal laryngoceles cause hoarseness and airway obstruction by displacing false vocal cords.  External laryngoceles protrude through the thyrohyoid membrane, resulting in a neck mass.  Laryngoceles have a higher incidence in musicians who play wind instruments.  Because they can become infected or filled with mucoid fluid, proper management of laryngoceles is necessary. 

   Pathophysiology: A congenital or acquired expansion of the laryngeal saccule.

SIGNS AND SYMPTOMS
Internal laryngocele: hoarseness, airway obstruction

External laryngocele: neck mass, enlarged by Valsalva maneuver.

PE AND LAB
Valsalva maneuver (or blowing nose) will induce an air-filled swelling of the neck that is resonant to percussion.  CT scans show smooth, ovoid, low-density masses.

DDX 
· hygroma

· carotid body tumor

· branchial cyst

· Zenker’s diverticulum

cavernous hemangioma 

TREATMENT

General Measures
Excision

Use immune supportive and antibacterial protocols as necessary

Avoid excessive use of wind instruments

COMPLICATIONS/REFERRAL GUIDELINES

NECK ABSCESSES

DESCRIPTION AND ETIOLOGY

The deep cervical fascia completely envelopes the neck, extending from the nuchal line of the skull and the cervical spine and wraps around to attach to the hyoid bone and the clavicle.


Pathophysiology: Abscesses can arise from infection in the tonsils or pharynx, but mostly commonly arise from dental, otologic, nasal, and salivary origins. Streptococcus species are the most common etiologic agent, but Staph aureus, H. influenae and anaerobes are also significant pathogens. There are five types of neck abscesses:  pharyngomaxillary, retropharyngeal, submandibular, parotid, and masticator space infections.

SIGNS AND SYMPTOMS

Pharyngomaxillary abscesses arise in the space bound by the hyoid bone, the temporal bone, and the mandible.  The pharnygomaxillary space can be divided into two space by the styloid process, the anterior lateral pharyngeal space and the posterior lateral pharyngeal space.  The anterior compartment infection will present with soft-tissue swelling with unilateral trimus, induration and swelling along the angle of the jaw, bulging of the palantine tonsil Patient will have a history of infection of the pharynx and tonsils, URI or dental infection. Initial manifestations include fever, sore throat, and pain on swallowing (odynophagia).  Posterior compartment infections present without localizing signs such as trimus and are related to complications involving the neurovascular structures it is close to.  Complications include carotid artery rupture and suppurative jugular venous thrombosis.

Retropharyngeal abscesses occur in the region deep to the posterior pharyngeal wall. Sites of origin include the nose, sinuses, and adenoids/nasopharynx. These abscesses are usually seen in children younger than 4 years, and when seen in adults, the physician should consider tuberculosis or neoplasm. Early signs and symptoms include the refusal of food followed by fever and respiratory obstruction. Later signs are neck extension and tilting of head toward the side of less involvement.  In adults sypmtoms include fever, sore throat, dysphagia, noisy breathing and dyspnea. The infection may spread into the mediastinum by a space that is open from the skull to the diaphragm.

Submandibular abscesses involve the anatomic space bounded by the floor of the mouth and the deep cervical fascia between the mandible and the hyoid bone. Most follow dental infections or a tooth extraction. There may be skin redness and fluctance or mouth and tongue swelling. The tongue may be sufficiently displaced posteriorly to obstruct the airway.  Ludwig’s angina is a bilateral, brawny ceellulitis of the soft tissue of this space.

Parotid abscesses may follow acute parotitis in postoperative, dehydrated, or debilitated patients. There is pain, warmth, and swelling over the parotid gland.

Masticator space infections result from the infection of an impacted third molar. There is trismus and swelling over the angle of the mandible

PE AND LAB

· examination of the area

· CBC with differential to determine if infection is present. 

· Retropharyngeal: lateral neck radiograph, CT, in adults, culture for tuberculosis 

· Submandibular: X-ray to determine the degree of soft tissue swelling and airway obstruction

· Parotid: gram stain of discharge from the Stenson's duct

DDX

As above

TREATMENT

General Measures

Immune supportive and antibacterial protocols. 

Refer and consultation with an otolaryngologist
Pharmaceutical Remedies

· Pharyngomaxillary:  IV antibiotics and drainage through an incision below the angle of the mandible

· Retropharyngeal: IV antibiotics, incision and drainage, and tracheotomy if there is airway obstruction

· Submandibular:  IV antibiotics and incision and drainage

· Parotid:  IV antibiotics, hydration, sialogogues, low-dose radiotherapy and incision and drainage

· Masticator space infections - IV antibiotics and incision and drainage

COMPLICATIONS/REFERRAL GUIDELINES

With retropharyngeal abscess in an adult, suspect TB. Involvement of the internal jugular vein within the carotid sheath causes shaking, chills, fever, and bacteremia. Erosion of the internal, external, or common carotid arteries can cause profuse hemorrhage.  Some malignancies may mimic or cause retrophyngeal abscess symptoms
NECK NEOPLASMS

DESCRIPTION AND ETIOLOGY

In the head and neck, 90% of cancers are squamous cell carcinoma.  Melanomas, lymphomas, and sarcomas make up the other 10%. The average age of the patients with head and neck cancers is 59 years. Those with sarcomas or cancers of the salivary gland, thyroid, or paranasal sinuses are usually less than 59 years old. Those with squamous cell carcinoma of the oral-cavity, pharynx, and larynx are generally over 59 years old.

Pathophysiology: The most common cancer of the upper respiratory tract and the alimentary tract is squamous cell carcinoma of the larynx, followed by that of palatine tonsils and hypopharynx. About 85% of patients with cancer of the head or neck have a history of ethanol and tobacco consumption. Other causes of oral cavity cancer include poor hygiene, ill-fitting dental appliances, snuff and chewing tobacco. EBV plays a role in the pathogenesis of nasopharyngeal cancer.  Nasopharyngeal carcinoma is more common in ethnic Chinese. Patients who were treated with small doses of radiation 20 or more years ago (for acne, facial hair, enlarged thymus, hypertrophic tonsils and adenoids) are predisposed to thyroid and salivary cancers.

SIGNS AND SYMPTOMS

Palpable mass or ulcerated lesion with edema or pain; chronic sore throat or pain in an area the patient cannot fully describe; chronic hoarseness

PE AND LAB

· HEENT with palpation, range of motion, and nerve function

· varies as to type; biopsy is diagnostic

DDX

infection, congenital and neoplastic masses such as lymphoma, thyroid neoplasms, salivary gland neoplasms, vascular neoplasms, neurogenic neoplasms, metastatic tumors 

TREATMENT

General measures

refer to oncologist for evaluation

Naturopathic
adjunctive cancer protocols

COMPLICATIONS/REFERRAL GUIDELINES
· Any preauricular mass needs to be removed.

· Any salivary gland tumors must be treated surgically because they cannot be biopsied due to possible damage of CN VII; the affected gland is removed entirely.

MEDULLARY THYROID CARCINOMA

DESCRIPTION AND ETIOLOGY

A proliferation of the parafollicular cells which secrete excess calcitonin. The tumors arise sporadically in about 80% of cases. The sporadic form usually originates in one lobe and peaks during the fifth and sixth decades of life. The remaining tumors are familial, and frequently occur bilaterally during the second and third decades of life. One-third of medullary carcinomas involve MED (multiple endocrine neoplasia type II or III). Medullary carcinoma accounts for 7% of thyroid cancers. Amyloid deposits from the calcitonin molecules may be detected.

SIGNS AND SYMPTOMS

Swelling in the neck region, dysphagia, hoarseness, or cough. Occasional cases may present with symptoms related to excess serotonin or ACTH.

PE AND LAB

· Palpation of the thyroid indicated a solid mass, fixed to the surrounding structures

· Lymph nodes may be enlarged, especially the cervical and mediastinal nodes

· Serum calcitonin

· CEA (carcinoembryonic antigen)

· ACTH, Serotonin (if related to MEN)

· X-ray/CT to look for metastases to the lungs, liver, bones

· Isotopic scan will identify a “cold” nodules

DDX

· Papillary carcinoma

· Follicular carcinoma

· Anaplastic carcinoma

TREATMENT

General Measures

· Total thyroidectomy and parathyroidectomy if hyperparathyroid present

· Chemotherapy and radiation if a nodule is not identifiable

Nutrition

· Avoid refined sugars

· Vitamin C

· Flavonoids

· Liver support

· Pancreatic enzymes

· Detoxification diet

Botanicals

· Glycyrrhiza glabra (root)

· Trifolium pratense (flower)

· Rhamnus prushiana (bark)

· Smilax officinalis (root)

· Arctium lappa (root)

· Rhamnus frangula (bark)

· Berberis aquifolium (root)

· Echinacea spp. (root)

· Phytolacca decandra (root)

· Stillingia sylvatica (root)

· Zanthoxylum americanum (bark)

Clinical Observation: Dr. Dirk Powell, N.D., recommends combining all of the above botanicals in the form of cut herbs and using them as a decoction in the amount of 16oz per day for the treatment of medullary thyroid carcinoma. (2001)

Homeopathy

· Cobra

· Lachesis

· Phytolacca

Clinical Observation: Dr. Dirk Powell, N.D., recommends the use of homeopathic Cobra, Lachesis, and Phytolacca in the treatment of medullary thyroid carcinoma. (2001)

Pharmaceuticals

Hormone replacement to suppress TSH and the thyroid gland

Prevention

Serum calcitonin screening for the family of a patient with medullary thyroid carcinoma

