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PRIVATE AND CONFIDENTIAL 

A 

GRO-A 

G RO-A 

RECEIVED 0 1 11C 2009 
RECEIVED 0 (VUV 2009,.

!drectQr WEAL PANEL 

ate ttl03/i0 catch Number 

I GRO.A O 1 l t Z'.O SPAID 23 MIAR 2010 .---.-- 

GUI-%ANCE NOTES FOR APPLICATION FORM FOR FIRST STAGE EX GRATIA PAYMENT 
p00. 

TO THE APPUCANT 

Thank you for registering with the Skipton Fund. Please read these notes carefully before completing the 
form. Please also show these notes to the medical professional who you ask to complete the rest of the form 
after you have completed and signed Part 1. 

HOW TO COMPLETE THE FORM 

Page 2 of the application form must be completed by the person making the claim. In nearly all cases this will 
be you, the infected person; if such a claimant is unable to complete the first two pages of the form, they can 
be completed by a representative as long as this is made clear on the form. 

If the application is for a payment that would have been made by somebody who has died, the form asks for 
information about the dead person. 

All the rest of the form after page 2 must be completed by a medical professional, to whom you should give 
the form after you have completed and signed the first two pages. You should also give these guidance 
notes t that medical professional. 

~er Hy this medical professional should be the principal clinician treating you; this will probably be a 
clinician treating Hepatitis C. but in the case of applicants with bleeding disorders it might be a haematologist. 

If you cannot give this form to such a clinician to complete, you should take it to your General Practitioner, 
again with these guidance notes. 

If you yourself have any records of how you were infected, please give them to the medical professional who 
will be completing the remainder of the form, 

When the medical professional has completed the form, he or she should send it to the Skipton Fund where it 
will be processed. Provided that the information supplied confirms your eligibility for a payment, this will be 
made as soon as possible after the receipt of the form by the Skipton Fund. 

If you have any difficulties in understanding what you should do with this application form, please telephone 
the Skipton Fund Helpline on (0207 808 1160). In case your call has to be recorded, please be ready to leave a 
telephone number to which it will be possible to return your call. 

TO APPLY FOR SECOND STAGE EX GRATIA PAYMENT OF £25,000 
The Skipton Fund will be processing applications for the first stage ex gratia payments as a matter of priority. 
You will be able to apply for the second stage ex gratia payment at any time in the future. If you believe that 
you are eligible for this payment, please ask the Skipton Fund for the relevant application form. 
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PRIVATE AND CONFIDENTIAL 

PART 1A - TO BE COMPLETED BY OR ON BEHALF OF THE APPLICANT 
Please complete the following in block capitals: 

If you are completing this form on behalf of somebody who is unable to do it himself or herself,
supply the following information about that person. If you are claiming as the bereaved partner, 
or dependant of somebody who died after 29 August 2003, please supply the following infonria=--
about the deceased. 

Title (Mr/Ms/Mrs/other) M ( Surname GRO_A 

First name GRO-A Middle name/s I GRO-A 
._._._._._._._._._._._._._._._._._._._. :._._._._._._._._._._._._._._._._._._._. 

---•------• - .-.-.-•--.-.--•-.-.-•-.-•--.-•-.-.-.-.-.--• - 

Address I GRO-A 
.-.-.-.-.-.-.-._-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.; 

GRO-A 
~._.-.-.-._.-._.-.-.-.-. _.-.-.-.-._._._.-.-.-._._.-._..._...-.-..._.,. ._._._._._._._._._._._._._._._._._._._._._._._._._._._._. 

3tiQDP5HIIZE 

What is or was your relationship to this person? 

Post Code G RO-A 

If the infected person has died, please supply the SKIPTON FUND with a copy of the death certificate. 

PART 1 B - TO BE COMPLETED BY THE APPLICANT 

DATA PROTECTION 
Your personal information will only be used by the Skipton Fund on behalf of the Department of Health (England), 
acting for and on behalf of the Secretary of State for Health, the Scottish Ministers, the National Assembly for 
Wales and the Department of Health, Social Services and Public Safety (Northern Ireland) (together "the UK health 
administrations") to check your eligibility for a payment and to administer your application. In the event of a dispute 
as to your eligibility for payment, your information may be disclosed to the Department of Health (acting for and 
on behalf of the UK health administrations) Appeals Panel. Your information will otherwise be held in the strictest 
confidence and will not be shared with any other organisation. 
By submitting this form to a medical professional, you consent to your medical details requested in Parts 2 
being supplied to the Skipton Fund and the Department of Health (acting for and on behalf of the UK health 
administrations) for the purpose of administering your application. If your application is ultimately deemed to be. 
ineligible for the ex gratia payment your information will be deleted. If you have any questions regarding the .1
your information, please contact 0207 808 1160. 

Do you consent to the medical details requested in 'Delete as appropriate 
Parts 2, 3 and 4 being supplied to the Skipton Fund? ES O* 

If you have any records of how you (or the deceased person) were infected, please give them to the medical 
professional who will be completing the remainder of the form. 

By signing this form I declare that the information I have given on the form is correct and complete and that I have 
not previously claimed for the first stage ex-gratia payment of £20,000 from the Skipton Fund. I understand that if 
knowlingly provide false information that I may be liable for prosecution and civil recovery proceedings. I consent 
the disclosure of the information from this form to and by the Skipton Fund and the NHS Counter Fraud and Seu.' 
Management Service for the purpose of verification of this claim and the investigation, prevention, detection ano 
prosecution fund. 

I wish to apply for a £20,000.ex.9ratia.payment_.-.-.-.-.-.-._.-._._.-._._._._.-._.-__._.-

Signature of Applicant GRO-A Date 2  3

FOR SCOTTISH APPLICANTS ONLY: 
By signing this form I confirm that this claim meets the further criteria for claims emanating from Scotlanc 
section 2 of the Guidance Notes entitled "THE SKIPTON FUND - What it is and how it works". 
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14
PRIVATE AND CONFIDENTIAL 

NOTES TO THE MEDICAL PROFESSIONALS COMPLETING THIS FORM. 
Thank you for your help with this application, 

In most cases this form will concern a patient who is known to you who has been infected with 
Hepatitis C. 

The purposes of this form are 

- to confirm that the patient has been infected 

- to confirm that the infection most probably arose through NHS treatment 

If there are questions in this form relating to your patient that you cannot answer, please consult such other 
medical professionals as have treated your patient who would be able to provide such answers. 

In a few cases this form will concern a patient who had been infected with Hepatitis C but who died after 
29 August 2003. In such a case all the questions you are requested to answer refer to the deceased person. 

In a few cases this form will concern a patient who has been indirectly infected (e.g. by accidental needle 
stick) by somebody who is (or was) himself or herself infected through NHS treatment. In such a case please 
answer only parts 2A, 2B, 4B and 5. 

Please return this form, when completed, to the Skipton Fund in the freepost envelope supplied. 

Skipton Fund Limited 
Freepost NAT18555 
London 
SW1 H OBR 
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PRIVATE AND CONFIDENTIAL 

PART 1A - TO BE COMPLETED BY OR ON BEHALF OF THE APPLICANT 
Please complete the following in block capitals: 

If you are completing this form on behalf of somebody who is unable to do it himself or herself, t* 
supply the following information about that person. If you are claiming as the bereaved partner, oamn 
or dependant of somebody who died after 29 August 2003, please supply the following informat1cr 
about the deceased. 

----- ------
Title (Mr/Ms/Mrs/other) M ~. Surname GRO-A 

~- -------------------•-----•------------- -•- -------- -•-•-•- - -----•-•-•-•-•-•-.-•-• 

First name GRO-A I Middle name/s I GRO-A 
L._._._.-_._._-•-•--•----•---•---•-•-----•---•-•---- i L._._._._._._._._._._._._._._._._._._._.. 

Address GRO-A 
........................ 

GRO-A 
.-.-.-.-.....-...-.-.....-.........-.........-.........................................................-....................; 

3t zP5tbzF Post Code GRO-A 
~.....-.-...-.-.....-.-.-.-.-.- -...-.-.-.....-...-; 

What is or was your relationship to this person?

if the infected person has died, please supply the SKIPTON FUND with a copy of the death certificate. 

PART 1B - TO BE COMPLETED BY THE APPLICANT 

DATA PROTECTION 

Your personal information will only be used by the Skipton Fund on behalf of the Department of Health (England), 
acting for and on behalf of the Secretary of State for Health, the Scottish Ministers, the National Assembly for 
Wales and the Department of Health, Social Services and Public Safety (Northern Ireland) (together "the UK health -

administrations") to check your eligibility for a payment and to administer your application. In the event of a dispute 
as to your eligibility for payment, your information may be disclosed to the Department of Health (acting for and 
on behalf of the UK health administrations) Appeals Panel. Your information will otherwise be held in the strictest 
confidence and will not be shared with any other organisation. 
By submitting this form to a medical professional, you consent to your medical details requested in Parts 2 
being supplied to the Skipton Fund and the Department of Health (acting for and on behalf of the UK health 

administrations) for the purpose of administering your application. If your application is ultimately deemed to br 
ineligible for the ex gratia payment your information will be deleted. if you have any questions regarding the 
your information, please contact 0207 808 1160.

Do you consent to the medical details requested in 'Delete as approp-;:-= 

Parts 2, 3 and 4 being supplied to the Skipton Fund? ES O* 

If you have any records of how you (or the deceased person) were infected, please give them to the medical 
professional who will be completing the remainder of the form. 

By signing this form 1 declare that the information I have given on the form is correct and complete and that I hare 
not previously claimed for the first stage ex-gratia payment of £20,000 from the Skipton Fund. I understand that 
knowlingly provide false information that I may be liable for prosecution and civil recovery proceedings. I conser- 
the disclosure of the information from this form to and by the Skipton Fund and the NHS Counter Fraud and Seca 
Management Service for the purpose of verification of this claim and the investigation, prevention, detection a 
prosecution fund. 

I wish to apply for a £20,000 ex gratia payment. 

Signature of Applicant i GRO-A Date 3 O Gt 

FOR SCOTTISH APPLICANTS ONLY: 
By signing this form I confirm that this claim meets the further criteria for claims emanating from Scotland as >. 
section 2 of the Guidance Notes entitled "THE SKIPTON FUND - What it is and how it works". 
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PRIVATE AND CONFIDENTIAL 

PART 2A - TO CONFIRM T14E APPLICANT'S ELIGIBILITY FOR PAYMENT 

Has an HCV antibody test ever been posttrve? (;Y'E~ZS~09

Is the applicant currently PCR positive? YES! • 

if the applicant is currently PCR negative, is this as a result of past or 
ongoing interferon-based treatment? YES/NO' 

If the applicant is PCR negative is there radiological or pathological 
evidence that they were chronically infected after the acute phase 
(ie the first six months) of the illness had passed? 
(Relevant radiological or pathological evidence would include 
chronic-phase raised liver-function tests, previous consideration for treatment, 
liver histology or radiography, other symptoms of chronic Hepatitis C.) YES/NO' 

PLEASE PROVIDE A COPY OF MEDICAL RECORDS CONFIRMING THE ABOVE ANSWERS 

PART 2B - TO CONFIRM WHETHER INFECTION AROSE INDIRECTLY 

In your opinion, is it probable the applicant was infected as a result of 
transmission of the virus from another person who had himself/herself been 
infected through treatment with blood, blood products or tissue? YES NO* 

If YES did transmission occur as a consequence of 
• sexual intercourse? YES/NO' 
• accidental needle stick? YES/NO' 
• mother-to-baby transmission? YES/NO-
• other (please specify)? 

Please provide details of which genotype the applicant is infected with

If any of the answers in part 2B is 'YES', please ignore the rest of parts 2, 3 & 4A and go to part 48. 

PART 2C - TO CONFIRM THAT A DECEASED PERSON WOULD HAVE BEEN ELIGIBLE 
FOR PAYMENT 

Did the deceased person ever test positive for HCV antibodies? YES/NO* 

Was the deceased person PCR positive at the time of death? YES/NO* 

If either of these answers is 'yes', please complete the remainder of this form in respect of the 
deceased person. 

If at the time of death the applicant was PCR negative was 
this as a result of interferon based treatment? YESINO* 

If the infected person has or had haemophilia or any other inherited or acquired bleeding disorder, please 
go to Part 3, but ignore part 4. 

'Delete as appropriate 
4 
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PRIVATE AND CONFIDENTIAL 

PART 3 - TO BE COMPLETED ONLY IN RESPECT OF INFECTED PEOPLE, WITH 
HAEMOPHILIA OR OTHER INHERITED OR ACQUIRED BLEEDING DISORDERS 

i) Please confirm that the infected person has or is a carrier of an inherited 
or acquired bleeding disorder YESINO* 
(such as haemophilia or von Willebrand's disorder) 

ii) Were any of the following used to treat the infected person before 1 September 1991? 
(please tick where appropriate) 
Factor VIII concentrate 

❑ 

Factor IX concentrate ❑ 

Cryoprecipitate ❑ 

FEIBA ❑ 

PlasmalFFP ❑ 

Whole blood or components ❑ (components include platelets, red cells, neutrofils etc) 

Did treatment include repeated doses? YES/NO' 

Other coagulation factor concentrate ❑ 

If so which? 

a 

In which NHS hospital(s) did the infected person receive the products listed before 1 September 1991? 

iv) If none of the products listed above was used to treat the infected person before 
1 September 1991, do you believe that the infected person's Hepatitis C infection 
was caused through NHS treatment received before that date? YES/NO* 

PLEASE PROVIDE A COPY OF MEDICAL RECORDS CONFIRMING THE ABOVE ANSWERS 

If part 3 has been completed ignore part O and go straight to part i. 
4th fg 

'Delete as appropriate 

5 
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PRIVATE AND CONFIDENTIAL 

PART 4A - TO CONFIRM THAT INFECTION MOST PROBABLY AROSE THROUGH NHS 
TREATMENT. (NOT TO BE COMPLETED IN RESPECT OF PEOPLE WITH HAEMOPHILIA 
OR OTHER INHERITED OR ACQUIRED BLEEDING DISORDERS) 

i) When where and how is it believed that infection occurred? 

When? (date) ? ), o (r, 5
Where? (in what NHS hospital or other facility) ~( L I - 

l-tiw~ ;: i n - ri /O 

How? (during surgical procedures, A&E treatment, etc) Please specify. 

~vv\:) \J o..c c `c 
CX ~c~ v -I-- r,~ v\c,v o C 

ii) Do any records exist of this possible occasion of infection? 
If YES, please specify and enclose a copy of the relevant records 

iii) If the date of infection cannot be proved, do you believe infection 
- occurred before 1 September 1991? 

------------------
-J GRO-C 

QcL J 

t c7s_.17._ -_-
GRO-C 

YES/ 

iv) Were any of the following used to treat the applicant before 1 September 1991? 
(please tick where appropriate) 

Intravenous immunoglobulin ❑ Plasma/FFP ❑ 

Albumin ❑ DEFIX ❑ 

Bone marrow ❑ Whole blood or components L~ 
(components include platelets, red cells, neutrofils etc) 

If so, for what purpose, and did the treatment involve repeated doses? 

b

v) Does any evidence exist of any other possible source of infection 
(e.g. treatment with other blood products or tissue, etc)? 

If YES, please specify 

r 
YES/SO 

`Delete as appropriate 

6 
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PRIVATE AND CONFIDENTIAL 

PART 4B » O'"IFR POSSIBLE SOURCES OF INFECTION 

Based on evidence or your experience, has the infected 
person been treated for intravenous drug use? 

Has the infected person ever received hospital treatment outside the UK? 

If YES, what treatment and where? 

Is there any other evidence that might affect the eligibility of 
the infected person for payment? 

If YES, please specify? 

In your view is it probable that the infected person's HCV infection was acquired 
in consequence of NHS treatment received before 1 September 1991? 

YES/ O* 

YES NO 

YES± O 

ES NO* 

`Delete as appropriate 

7 
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PRIVATE AND CONFIDENTIAL 

PART 5- TO CONFIRM THE AUTHORITY OF RESPONDENT(S) 

How long have you known the person in respect of How long have you known the person in respect of 
whom you have completed this form? whom you have completed this form? 

years months years months 

Name of Clinician i 6, nJ - r- j K Name of Clinician 

Department a L D C1 tJ ti Department 

Hospital R0) AV h•> ki7 N- Hospital 

Address CA STS Address 

-r is 

Post Code ( r b T h Post Code 

Signature of Clinician Hospital Stamp 

Clinician's 

GRO-C GMC number 
- ------------------------------, 

G RO-C 

How long have you known the person in respect of 
whom you have completed this form? 

years months 

Name of Clinician 

Department 

Hospital 

Address 

Post Code 

Signature of Clinician 

Signature of Clinician Hospital Stamp

Clinician's 
GMC number 

How long have you known the person in respect of 
whom you have completed this form? 

years months 

Name of GP (if relevant) 

Surgery 

Address 

Post Code 

Hospital Stamp Signature of GP Surgery Stamp & 

Clinician's GMC number 

GMC number 

By signing this form I confirm that the information contained within parts 2 - 5 of the form is true to the best 
of my knowledge and belief and that if I knowlingly authorise false information this may result in disciplinary 
action and I may be liable to prosecution. I consent to the disclosure of information from this form to and by 
the Skipton Fund and the NHS Counter Fraud and Security Management Service for the purpose of verification 
of this claim and for the investigation, prevention, detection and prosecution of fraud. 

Please return the completed form to the Skipton Fund in the freepost envelope supplied 

Thank you very much for your help in completing this form 
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STAGE I 

Name and address: 

GRO-A 

Shropshire 
GRO-A 

Ref No: 7479 

I hereby give consent for the Skipton Fund to transfer the data it currently holds on 
me to the NHS Business Services Authority, the new English scheme administrator, 
for the purposes of continuing financial support from I November 2017 onwards. 

Signed: 

GRO-A 

Date 

Company Limited by Guarantee. Registered Company No.: 5084964 

Registered Address: Bay Lodge, 36 Harelield Road, Uxondge, Middlesex, UB8 1 PH 
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STAGE I 

Name and address: 

G RO-A 

Shropshire_ 
G RO-A .-.-.-.-.-.-.-.-.-.-.-.-. 

Ref No: 7479 

I hereby give consent for the Skipton Fund to transfer the data it currently holds on 
me to the NHS Business Services Authority, the new English scheme administrator, 
for the purposes of continuing financial support from i November 2317 onwards. 

Signed: 
-------------- --------- - - - ----------- --------- ------------- - - - - ---, 

GRO-A 

Date: 

Company Limited by Guarantee. Registered Company No.: 5084964 

Registered Address: Bay Lodge. 36 Harefield Road, Uxbridge, Middlesex, UB81 PH 
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RECEIVED I t MAR 7017 cn RECEIV 

GRO-A 

Shropshire__.
GRO-A 

Creditor ID: 7479 

Please provide an email address in block capitals to which we will send the 
monthly or quarterly remittance advice. If you do not provide an email address 
we will send the remittance advice by post: 

GRO-A 
-------------------------------------- -

GRO-A 

Please give your preference of how you would like to receive the regular 
annual payment by ticking the appropriate box below, the payment frequency 
cannot be changed during the course of the year. If you do not tick one of 
the boxes your payment will be made monthly. 

MONTHLY (UK accounts only) QUARTERLY 

By signing this form I confirm that I was the recipient of the Skipton Fund 
Stage One payment of £20,000. I understand that the regular annual payment 
is only payable whilst I am alive and that if I have registered a joint account 
with the Skipton Fund I have made the other party aware that they must 
contact the Skipton Fund in the event of my death. It is my responsibility to 
inform the Skipton Fund of any changes to my contact details or banking 
details. 

GRO-A 

Signature ........ Date..~?~. .1.q~.~. ....... 
t-.-.-._._._._.......-.-.-.-...-.....-.-.........................-...-...... , 

Please note that if we receive your form unsigned it will need to be 
returned for signature and may result in a delay to your payment. 

Company Limited by Guarantee. Registered Company No.: 5084964 

Registered Address: Bay Lodge, 36 Harefield Road, Uxbridge, Middlesex, 0881 PH 
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Skipton Fund Stage 1 annual payment of £3,500 2016/17 in England 

BANK DETAILS FORM 
RECEIVED 21 NOV 2016 

Full name: GRO A Creditor ID (from letter): 

Please provide the details of the bank account to which you wish the regular payment to be made: 

Name(s) on Bank account: GRO-A I J

Name of Bank: LLc ts 7 
Sort Code: GRO-A 

Bank account number: GRO-A 

If the account is with a building society the roll number will also be required 

Building society roll number: 

By signing this form I confirm that I was a recipient of the Skipton Fund Stage 1 payment of £20,000. I 

understand that the regular annual payment is only payable whilst I am alive and that if I have provided a 

joint account above I have made the other party aware that they must contact the Skipton Fund in the 
event of my death. It is my responsibility to inform the Skipton Fund of any changes to my contact details or 

banking information. I also confirm that I am applying to the English scheme of support and not appealing 

the decision of the country in which my infection occurred. 

GRO-A

Signed: . .. I ............................ Date: ....~~..`.~.~..~..~lQ................... 

Please ensure that when returning this form you also enclose a form of ID and a utility bill or bank 

statement showing your name and address. Please send copies and not original documents. 

Please return the form in the freepost envelope provided to: 
Skipton Fund Ltd, Freepost NAT18555, London, SW1H OBR 

You will be sent confirmation that we have received this form and the supporting ID within two weeks of 

receipt. Due to the number of forms we expect to receive, this may take a number of days to process. 

Please do not contact us to check if we have received your documentation unless you have not received 

confirmation within two weeks of sending the form. 

You will be sent a remittance advice to inform you when the payment has been made. 
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AV G,f'1S 
Page 1 

Invoice Number 
WE 

B 1000939899.J 
P -  SALES INVOICE I Avanti Gas Ltd 

Po Box 1100 
T t44 (0) 808 208 0000 

CHESTERFIELD F +44 (0) 870 8301101 
S44 5YQ 

RECEIVED 21 NOV 2016 Islam 

D T - Fault : 0810912016 
GRO-A 

Acc. no. 008965111 

------------ ------ ------------------------ --- --- Blanket Order No 

VA7 
Description Unit Quantity ; Unit Price i Amount 

Code 

i 

_.-.__._._._._._._._._.GRO A
GRO-A_:= -__ -------------------------  

FCT
._.-._._._._._._._._._._._. 

Grouped Orders 

Oelivery 'umber 227599h'i001205356 Gei,vey date 07K)9f2016 

Propane L 871. 0 350000 300 8t;' c 

y
I 

VAT Analysis Total exci. of VAT f  304.(35 

Code Rate Amount Tax Amount
F 5 00 304 85 1524 

Total t 320.09 

Climate Change Levy Exemption 0% 

Customer information 
For Information Only if paying by Direct Debit. To contactAvanti Gas call 0808 208 0000 for Enquines or Orders 
Emergency Number only 0870 753 9999. There are other suppliers of Domestic !PG. To find out more 
contact the Liquified Petroleum Gas Association at Website www-ukipg.org or call 01926 513753 
Direct Debit Customers - Invoice for Information Only 

Company Name - Avanti Gas LTD 
Sort Code - 20-00-00 Account Number -13876012 
IBAN Number - G649 BARC 2000 0013 8760 12 
SWIFT - BARCGB22 

0~ ass 

IMPORTANT INFORMATION OVERLEAF 

VAT Rig No : 6852452? f.65 Registered in Ertt/and No - 46021 
Reg~su d 03se : Aaa ti tloe e.Unic 53.141 Cammart Yark. d9arE:Aam ka~. Duc'rnvM,x~, t3erf~yshfr, 544 5145 
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THIS P1GN. ai K ,VED FOR OPPICI&L OBSPkVATIO\4 
CVTtEt''.OEFS1 RESERV!£M.X0111 % TKrdSfWVWWII~^. I 

•T14ERE ARE NO OFFICIAL OC$ERVAllooSe 

u RECEIVED 21 NOV 2016 
GRO-A

GRO-
A 

._._._._._._._._._._._._._._._._._._._._._ 

--1or cij' 
-_T w iani 

GRO-A 

B̀RITISH CITIZEN ;GROG 
GRO-A GRO-A 57 A 

GRO-A 
-h 

➢3 IPS 

c 28 MAY /MAL 23 GRO-A 

<<««« «««««« <<_._._._._._._._._._._._._._. GRO-A _._._._._._._._._._._._._._._._._._.-._._._... 
GRO-A <<<<<<<<<<<<<<08 
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I acknowledge receipt of the £20,000 stage one Skipton Fund ex gratia 
payment.

f f~ GRO A ---------------------------; 
Creditor GRO-A 
Date. 03 .1.a. .Signet_-.-.-~-. ._._._._.............................................. ,.._._._._._._.............................. 

Please return this slip using the freepost envelope provided. 

Ww ejthe 

Company Limited by Guarantee. Registered Company No.: 5084964 Registered Address: Bay Lodge, 36 Harefield Road, Uxbridge, Middlesex, UB8 1 PH 
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Page ; of I 

Nick Fish 

Fro - ; GRO-A 

sent: 15 March 2010 1 24 

To: apply skiptonfu nd.o€g 

Suhjectc[ GRO-A 
r 

rnplicaton 7479 

Mr F ISIS. 

l:'l€cx k. you fbr your letter confirming my successful appeal. 

I wou d confirm my bank details as follows: 

• Bank 
o .Lloyds ,IS.B 

• Soru Code 
o GRO-A 

Account .N1 o: 
i GRO-A 

• Account Name:
GRO-A 

I: would be grateful if you, could acknowledge sate receipt oftl is information. 

: h a k you for your bell, 

Regards 

G RO-A 

Mice: GRO-A 

Mobilel
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GRO-A 

rosnire 

G RO-A 

12tr, March 2010 
Dear Mr GRO-A

Rey S ccessf l Sal Pond eat ? 

Pease find enclosed a letter from Professor Mark Mildred, the Chair of the 
Appear Panel. 

As you can see from the letter, your application has now been approved and 
is ready for payment. 

Please confirm in writing or by email the following details of the account to 
which you would like your payment to be made. 

1. The name of your BankISui;ding Society 
2. The account sort code 
3. The 8-digit account number 
4. The name in which this account is held 
5. The Building Society Roll Number (if applicable) 

Once these details have been confirmed we will proceed with the application 
prowess. 

Yours sincerely 

Nicholas Fish 
Scheme dministrator 
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S in Fund Appeal Panel
P0Bois 50t07 London 8 1PE OYF 

TeL €0 0 780 1160 e- .ail: appeal tdptonfuncLorg wwwskiptuufumLorg 

GRO-A 

Shrops.'tt r: 
GRO-A 

10 March 2010 

Dear r GRO-A ~._._._._._._._._._._. 

The 8kit:ton. Fund Appeals Panel was established on 1 September 2006 to determine 
appals by those refiised ex grrfia payments ot.i.t of the Fund, It is independent ,:f the 
Department of Health and of nie Sk pton Fund uself'. Its menibeiuJns3 complies an
exrurr in each of the fields of iive disease, blood services and general medical 
practice together with ai lay member and a legally qualified Chair. 

The criteria for tayrmera:c are as follov'f'x. :"br a Stage One payment of £20=,000 the 
person. concerned must have bec:_r inficted with Hepatitis C virus either directly 
through treatment with NHS Blood or blood od products bc.fbre 1 September 991 or 
indirectly by contact with such a person. For a Stage Two Aayriaen. the person 
concerned must have gone, on to develop cirrhosis or cancer of th.e liver. 

The Appeal  Panel has no power to hold oral hearings hut instead conducts a thorough 
review of all upon which the Fund made the decision to refuse payment. The Par::i : 
dues, how'ever, have the power to request additional evidence where ap propr me. The 

Panel canno4. vary the terms of entitlement  to payment established by the terms of Me 
Skipton Fund elf for example b allowing yi g payments i i o t.~  .c < C. 'ri .r:=•wr:~-, f.~3a .t;]..~,€vti .ra from .F€..;3:S:la.ra: 

given after 1 September 1991 or by allowing payments where the infection bud 
cleared spontaneously within six months or by reference to the special rules s for those 

i.r.lected by Factor VIII or Factor IX blood products. 

In order to succeed on on appeal the appellant must :.a ti.sf Ai.e Panel that it is 
probable, that is more likely than not, that the in tdc:tirm with Hepatitis C was indeed 
caused either  , . r i . throughtreanncrtt with S blood or u --, r

September  '; 99 t c?€ uidi-ect y by c t y~ person who Srder I f c, lttatc.; ~. Bti a 1">:<rsi,." rY i . mat.: Sty ti'fe~:irt1. .1.~:~ €.. 
to br satisfied ttr:-t this is the case tale Pat el :-il :'ay  ̀ "t.i€:.a.la.r <at.t,~nttr,i the 
treatment records of the person concerned. 

Your appeal was considered by the Panel at its meeting yesterday. The Panel 
reviewed the entire file of papers held by the S.k ton Fund in connection with your 
appeal and has also reviewed the additional  inthri a`iczi supplied i'c £ > .i. puree-se of
the a Fnu.—d' 

'ri3:: < p,,x'2 i:a3aet <:̂ y:3zn9; ct 13g t w rkp; rmm t s3f .i:.aiii: is indn, nd t rof die iklptun FFt^:d. 
S"ty me b' n :iFr.".: €'ccssz:s ar ;`:I, =9i :i-e: , :<.. lti€s.i3tr n' Oc, D 33 3 Dr t3a33'8: alic.:a. to ir, . ' 3x'ay 
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As a result of these, considerations we i 'i. e satin h d that i ti.i...e 'S,, than not that 
your in ection. r eJicci from C(L.„ "i°ISi , l lf a'e. e enit and ai, € 1 

£ 
;l 3' allow yolcr 

appeal 

If you co.n.sider that we >a ve .side a mistake of lies' or in the manner x. _; nlcia we 
have de it with veer ap ei J, you should take legal a, vice as Soon asp k about 
be pos 

i.r 

Slayuf .f.s .in : the. H. TL Court to conduct a- Judicial Review of our dei, ion. 
Ile l:.-liali. Court will not, however, generally review Inc merits of the real =<.s 
opposed to the process by which. it was eond.ucmd, 

GRO-C 

Mark Mildred 
Chair of Appeal Panel 
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Nick Piss 

From: ;eion Fur, 2ebsite [apmIY ,  cz  
Sent.: 08 Sent :rtmb<;r 2009 19:59 
To: app y kiptoriturid,c) 
Subject: Onne reg stratiOrt system .. new re *ton 

... .. .. .... ... ..... • 'i ce. r: . >F: •r r..°J:'. ~' ,.. : -T£: 'v E'.zz .....0 .. c:.,,. ., ,%: .. ,. ., .. ... ,. .<. "v. ~: .. a' . r ~...~.§ ~. ~,. v....r.s., :. n ......., ....., ......... ac~. . 3 ~. 
.. ~ 

Mr 

";,: t•~z^.znr: ; ; I G RO-A

:•-•-•-•-•-•-•-•-•-•-•- 
~_._._._._._._._._._._. 

- 

-------------------------------------s.a, t.. • • : GRO-A 

G RO-A 

3;as.....^t k•..wy ..v:cz GRO-A

. ._._._._._._ _._. GRO_A_._._._._._._._._._._., 

GRO-A 

GRO-A E'.:. [; . t_._._._._._._.__._._._._._._._._._i 

~_._._._._._._._.. 

;; y .I s 

GRO-A 

.caxz^ '. .d : • ':r. - 
GRO-A 

•z::... .i.£:S:£nq nz<?C. .4?: , £. . N- ..Lt":he 14: Eit. eree 

_._._._._._._._._._._._ _ _..._._._ ... ... 

31 GRO-A 

Doh:h GRO-A1.957
& u~r ; it regi t.e.r ;d iJ .l c 1hr p .de I k al} i Aut iorlt  For a ► further 
infortu ti ° ate sho l€I co t ct the Patient Dats ~ A s <

,  A : 
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GRO-A 

ShrpshireL.__GRO_A 

fear Mr .GRO-A 

R: l tors Pure o Irl GRO-A 

fease accept this latter as confirmation that you wish to lodge an appeal against the 
fund in respect to your application. 

As you do not accept our decision on the outcome of your ap iicatior., your case wi ll 
be referred to the Independent Appeal Panel, wh ch is chaired by an experienced 
layer and consists of a haernatolo ist, a heoatolo fist, a general practitioner and a 
lay person. The Appeal Pare` was established by the Department of Health and has 
been considering cases since 3`d October 2006. 

Gases are dealt w sith in wr it.ng and it is not an c pt,on for applicants to attend tne 

meetings in person. the cases are r evie, ed . _e order that the appeal request was 
iOOeiUd. Copes of all the 6-formation we t .  ie regarding each race or be 
distrilAuted to the panel for their consideration in advance and then a decor, rill be 
reached at thereat meetng. If any further er intorrnadon is needed the :panel wd 
arrange fora written request to be sent to the relevant parson. 

The date of the next meeting of the Appeal Panel has been set for Tuesday 9rr, 

March. Please submit any further information that to aTe Time 22 
February to ensure that the panel members have irre. to TA. convoer ere t._,
meeting. This shoul '1 ho sent to Sly€ ton Fund Appals at Ide above aoarOSS. YOU 
will be written to within 5 working days of the meeting dar: :; ma . of the 
outcome of your appeal; if further information IS 00000 00,a:T e the panel 
members bers to reach a decision then a request °y i U be sent nstead. 

Finally please find enclosed a copy of the press release reladny tL _, ._ cpcnntmant
of ire Appeal Panel members {Please note that Dr John Omnass as beer:

by Dr Norman Gourlav, The other four panel members dma drorn assessee _, ,. 
app .,rnte,,d until 31 August 2012, If you require a copy cc U re crass cT = e , ,

acm t 
the appointment of Dr Gourlay then please contact the r 
w l be sent as and when it is received  `. : ;: the d eyvar ,:r ur . at floaT

Yours sincerely 

Nicholas Fish 
Scheme Administrator 
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GRO-A 

GRO-A 

tame'  
Office GRO-A 

JAN 2Q 1
S i. ;, Fund ? irnled 

London 
S° t l ; CBR 

For the attentionof Nicholas Fish 

Dear Mr Flah 

GRO-A Application No 747 

, for

 to your t },.c£ On cd  •c`.`nbnr :3 F9 dedrung 11€ , 3pocant a£> h.c the zru 
payr ,en one to lack of 'Znfoabo a.;n confirm n€rg lknmi i won treated w t ; F ;S na1,,""s:, d >_ ...: ..... 
products prior to Septanther € 991, 

3 wouldnow e i:ds d&'dsion I c be reviewed by the indep4rt(Jent, appe. 

be grateful if you could arrange this for me on my behalf, 

In support of my app e,r l t en one the ic'lovving information: 

lntorma Irma as previour:fy sub n it:ted: 
The Fupro 9 fundd E f;4 ltir; Form duly completed my me end the 
the Princess Roya Hrnp;t , Telt,: rd, raver seeing lily Ha af. o €"; w enaia , t: 

A latter from ray Consultant and Hepatitis C Scrcnnin3 Nurse w€ t€amn € ,. 

vesliqations on my behalf, and that in t Lei€ opinion there are r;;, ,: 1€ =.: €. i 
evident which would have lead to me beiuç; crkm ed by t:he Heperuc.

A copy of a fetter from University Hospih =t , _ Plo onane Pa; Con€firrr€s that the 
records of my opera dons rls carded out i s North 1...M E 

s Pave been destroyed. . 

A copy of a letter from my current GP, which ccn°err<s f1-•at from the records available ':c 
him and to the best of this knowledge J have rot had any o1.her surgical procedures 
since the above dates. 

a:

Date From 
F June 1`w74 Mr J. Potter Consultant ENT 

Surgeon 
21 October '1974 Mr J. Potter Consultant ENI 

Surgeon 
November 1974 Mr J. Patter Cons€ ft.a.nt E T 

Surgeon 

Or H:tit,;Tr Yantrun 

Dr H McGr<anthin 

Dr H M(",Gr nthin 
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f8 December € be M.S. Duthie so€  € an i 

K 9 F'3 eta i 1',t'rar €i 
15 January 1976 P.S. Pointon Consultant 

Pad iotherao!-Mt 

Additional Information supped in support of my appeal

Mr j, Potter Corsuttant ENT 

Sur eon 
Mr J. Potter C.<onsuit€ant ENT 
Surgeon 

A corm of records
r  

Christie 
st. R r Q r ~s:` €'°''' 33'f~L C%~~ i)r'::~~w from the ,''r<i x.:e P"lw

}

~
,

n'~~~E7t~~ ~>'~r".a':"EC
[

~tt?'::`a"tP,: ; ~:.8~~~~:~:r ~'1~.~'l

y them. lease note that am 
ad ed they have no records gain€  back beyond 1975 . 

Date From TO 

29 September M. D. DuthieCon€suiiar:t Mr J, Potter Consultant ENT 
1975 5 Radiotherapist Surgeon 
15 Qr,;l: he€' 1975 R.S. Pointon consultant Mr J, Potter Consultant ENT 

Radiotherapist Surgeon 
18 December MD. Duthie Consultant Mr J. Patter Consultant ENT 
1975 Radiotherapist Surgeon 
15 January 1976 AS, Pointon Consultant Mr J. Potter Consultant ENT 

Radiotherapist Surgeon 

A medical apinfrn provided by Mr Derek Skinner P. .C.S. (Pd.t: P.t .S.t "€E : s, 

Consultant ENT Surgeon, as to the high probability for the need of blood when 
surgically removing a natal r:at aary°lrfaa l arrg r'rit:aror €r . 

A copy of a letter from my mother and father,  GRO-A i confirming that l 
had a blood transfusion: during my operations. 

A copy of a `etter Iron € y br:fitr GRO-A oontir€r ing that l had a blood 
transfusion during my operations. 

A copy cf a lerler from my brother.[ GRO-A ;] confirming that l had a. blood 
-.-.-.-.-.-.-.-.-.-.-.- 

1ransfu ,;orr during my operations.. 

A copy of the following articles i have managed to obtain from research on the 
internet en which I have highlighted the references to the b rre€; loss and the need for 
blood transfusions during surgery for the removal rct this type of tu.€m€oun 

`.rti <ie Tdie 
ii,;:t L  t % y€ peal Angiofibroorta with Cavernous Sinus Involvement. 

for n' r000 u Jo 
M edline Plus duve€rile Anglofibroma. 
UPMC- Minimally Invasive Brain Surgery Conditions and Treatment 
Angiofibonra iJuvenil€a Nast-€pharyngea': Ar{ iof€bromat Overview, 
DM10 Saylor College of Medicine Juvenile Nasophxas oN f irocmo 

by darner es 0. Fordice. September 1993. 
Aanoya.€;om -• Surgery of Nasophar~}•'ngeal Angioflbro€na 

=':'s <, a n have been given for rha my apnli ,`ral:icn ceing dTc Ned a4 that T,Il i€"t frrii; tl 'r~ 

and ercords fiat I have supplied to date do not confirm that I received any NHS blood or 
cl xxi products ucts prior to September 1991. 

From my telephone conversation with you. I understand that you are happy that the evidence 
I xerr re coed to date confirms I have acquired the Hep ati'us C virus and tha: I also 
a; ; , . 'os, =.t :'Ai procedures in 1974 and 1.9Th. What at l € ee o now to be a i •i t r 

"'9'r Eristr to is that it was probable that I received blood or blood products during these 
operritim.... and that it was not just a possibility. 
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€E o ; ... th th. s ;od received during the oper kns underact m 

1974 anr I t7 tm the rrmsys..; ? `P <::ae1 Pharyngeal Angioiibroma are the only occe ne 
a in my lif~ te date. ~, ween  -: been infected by the Hepatitis C vir€;s, By was or 

no  rmadoe " w tic :attar from my Consultant and Hepatitis C Screening Nurse states 
that they cannot wee any other risk factors which could have lace to my infection, and the 
le' i:er from my GF aiso confirms that they have no records of any other op rat€on€s 1 may 
hoe er3sormea :.m w I ris date" , weedalso like to cor€ftrrs that I have €rm € seen a drug 
user of an = sor, norrec . eus or ott orwde, 

If necessary I am prepared ,^ give a 'Statutory Undertaking' to the effect that I was given 
NHS blood or blood products during these operations and that this is the only time that I 
could have been infected with t he Hepaititis 0 virus. 

In April 1974 1 was taken to casualty at North Lon€adate Hosoitai, Barrow rrow --in- Furness ~ ith en 
rip€staxis, which was originally believed to be caused by a t€b'or to of rot any great 
sig" it oa€ ce. 

l=ollowi€ g a severe reoccurrence of the epistaxi s I was readmitted to North Lonedale Hospital 
where the Consultant E,N.T surgeon, Mr J. Potter FRC,S, determined that I had a nasal 
char rngeal agrr <.,tibrc rrsa. This was subsequently surgically removed. I received NHS blond 
or blood pren.as e both prior to and following the surgery. Following the surgery I was. 
referred to An.  €sti t-lospl l ant Radium Inst€turn. Manchester, as €€#y consult:ant ..d 

a,::z?d mi 5: Ak. st the core II` _ re r,. 1 ths' ll ,e'3€ dr ,° C a.,. _€: .....__." was let 

wtnr'i ,n€e, After a lot of sdograpnic fr" ... -̀ i,i c7`" £.'1 work this ore :'ol carried out. 

In the October ; Cove bee€' of 1975 again experienced a severe reoccsrrrrre;e ci The 

epistaxis and following a consultation with a ENT Consultant in Birmingham ((where I was at 
college) it was n::: - t€r€ ed that the tumour had €re ,,>; ur ed tsr is common with this type e 
tumour). I was agan  admitted to North Lonedelo. Ideontal, where I v.,,. rred; ;a 
blood drip is scantor the blood loss I had been ex.per encing from the eeprtteaA. x

ag ti, . a r,ai..et r. ,:>€r'€r>ved `:Sr tumour following which I continued to receive NHS Coon o 
blood praci.sore. En owing the surgery I was again referred to the Chris ie Hospital are;. 
Radium iesthete, Manchester, for possible radiotherapy. But in the event this again was not 
"ors crrre£t a wise =sore e of acton to f€sl ow. 

The nature a; thin rare tumour is that it is composed mainly of blood vas.. an,: : 
blends e:sn:nr s taopsy or manlp€uietion€. I understand from Mn Derek _ 
iEd. , F.RC.S.En :1.;. Consultant ENT Surgeon, and the articles I her' =€Y 
€'rte rnet that the current method of dealing with this type of tumour is to embo_ ;: t error t€, 
the s;ur, lse rc:rreonsi to reduce brsod. loss. However even this procedure cannot guarantee 
that: a blood t:rune union will not be required. 

As 'KDE-, ..: .:.r a,iEi; ;, underwent in 1974 and 1975 were prior a thr;u : ; of emobolization 

tn ?g€.,...: s highly probable mat that I would have needed odtransfusions to oou€rrter 
l:;r blood lass during the surgery g have a recollection of b©tra told that I had 8 units of 

o>55 s rs, . , one of the: operrrtir. st, lhi is co , rored by Mr, f,: 1r~ h > letter and the 
attach€rd arl:icrnn, Of particular interest E'er the article e€"tr tled The e t t rnbolizatic€> of 
Juvenile Angio ihroma° dated October 1979, which make reference „`,  as aysrage blood loss
being reduced  orr r r1 in nonembolized patients nt € ,,. , < €';bol ed patients.
would Aso, r" far You to the article 'B MC Baylor i re edicir€e Juveniie 

a otrhary .e An .tiofhbroma by James 0. Es'  r: ,a In this a d€cle 1 
pa/Cent art to 1 under went aurwge€°fir for the .,. l er. All of then . .had 
the tumour er bolizard prior to surgery however 6 of t€^ , . ::r` Il >r ; 1 =:.'act transtus:orse, 
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1 be Have that the ntrmaticai have now supplied proves beyond doubt that durirg the 
operations 1 underwent in 1-374 and 197h for the removal of a Nasa PhaynaaPharyngeal 
A lofibro,na t wo >ld have received the NHS bred or bkod products, whh has now leed 
to my Hepatibu C info:=c € >a, end that reference to your own medical exert5 will confirm that 
t ris is the <,%.€,s;;. 

E"; ̀ =  ' tkE c.-f ,. 
€`f i' -,: peeve  to no" I"`as Stat to contact me 

GRO-A 
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Nicholas Fish 
Skipton Fund 
PO Box 5015107 
London 
SWI HOYS 

Dear Mr Fish 

ReH 

GRO-A 

5hnoohire. 
GRO-A .-.-.-.-.-.-.-.-.-...: 

Unit No: 
NHS Number 
DOB: 
Reference 
Appointment 

Tel: 01952 641222 

20 November, 2009 

GRO-A 

19111/09 

We have been unable to track down any information regarding this gentleman's blood transfusions in the 
1970's as the hospital has been closed and it appears all records were destroyed. This gentleman has 
no other risk factors at all and I would be grateful for your action on his claim now the appropriate 
amendments have been made to the Skipton fund forni, 

Thanking you in anticipation. 

Yours sincerely 

GRO-C 

Sister S Taylor 
Hepatitis C Screening Nurse 

G RO-C 

Trust we site: www.sath nh3.uic 
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CHnlST1E HtSPi`1' tl. and l-ttl l RADIUM !hlST1Tt 

Ho3pitlNo 4 urnamn_.-.-.-.-.-._., T. ia(CAgmex.----•--.-.-.-
GRO ` GRO-A 

M.P. M.5.tr4.0.. OntoIRegiStrataon 
-A GRO-A M S 75 

- N.H,S. Na . 
GRO-A 

Age 
8 

Maiden Name Atacc ai Birth Rriigian 
7 3 L i.vrsx tao©1' c of a 

~__ __ •_ _•_•_•_•-._•-•_.-•-•_.-•-•_._.-•-.__GRO _A- __.. _ .. W _ ~~ . ~•_._._•_._._•_ 

Occvpatiort Husband's Occupat%an fathers Occupation 

$tudont itxwu~ l stn r. 
c.t' 

3r. k f~xoGraxath

Rcsponaibk R~ladvos

Referred by (Consultant) (Hospital) sot. No. 
.'otter North :'.enc:d le } pit1 3993tJ.

Primary Site R.. or L. Type New Healed Residual Recurrent Metastatic , . 

Cat lGP[QStS_. A m ':3 5:,: rhs x& t1 , f~ r. tz .__i ~i£r► stage., '~ x ,_:. Code 

Amended by__  . V r...~_ _. _.__ _ . w .. .. .. .__ Date :3mende&w._.._......
• 

._...:_....:_... 
Date of first symptom: First signor symptorn: 'Mood Grcup 

• Date of first Yisit to G.P. Date of first visit to Hospital 

.H(strry 

ii'g

r~ 

i::w J LI+33' s~3.ti..tl.~.':1 LZtzi> .1..i S .:Lir% U z i.i iJ.t .ir~,VSLLd,Cu{il'ii;...  

?i t seen by Mr. potter 29. ..74. as e:zergen y ac:mit,sicm beoatase of epic  taxes for three weeks.
• t Quaid to have h'4 three ree volypoit antis se V in the ra nt oho> nn . Biopay . taker. p . ai . f .broz e.` 

• After 2UL 24.1O.7 ,hoa,ea a bi- lobu1ate 1 tumour arisiug from the sees a site on 19.11 .74.. 
Ptl tinca.:,ed and rrogulr smooth tumour rercoved fray the tapper eiige of the right;aer,enrld »r 
.alr r ;?IaJ v of the prz],atine . I'e.th below. ;oopt on i .U. e t reee:atly ha.* hec1 further .. 

• ep`a.staxes, i aca.a1 sviellln remlrana. Slr. Potter now refers for X in case 4 ,:.tiont lets: 
severe ha.etrorrh,-.Free amen lie i3 ti.wa; frctt hone. 

Examination 
1V )/( , enellenta. :icy ttzoar- visible .roa, orala xz ion. A i t :Ur—vay blocked. «i'eolli ig 
of right : heo?e as ds.n,cz^2,arareri. rrty :tram ii1'i.o !-at left sv'arz? l.av none. . 

ifVo tig1L40n5 

External X•Ray 
29 7/ h^re €are auon::•al c os i:.re ent in the :Left ntrur , the other sirnuse•;s rT{;pear zataxz;zt. .`: 

External Patti. 

•18/i•1,171,./ zmi,le i n:3ocne (or ; ccuiof"Ibrona) or vascul.^r fi.brona —  alia nalee for .t) ' it 
rhovrs a o.iycsarata in± iltretion suparfioiaally ,wail this p rtiou3:x sootioxr, iii devoid of"a~ucous 

Proposed treatment iaetabx}xaa 
noulcl be saaSi.EaSQL°lt;" ?S))on'b•''i.neot'+s re tT,.r ession o oon, '7io i soe'et r sonb1e in view' 

era, re ert is 6t1t9r e to give ;ti.tT &s a pm irtive pr000tituro. Thta to be done ids -soon a e 
po sidle in v -iev oP i;..`;mxata atudie• bat he is at at rosicleatia-1. +oourso next week. ii~a.Z regtx e 

rt? oxxt tilts rz:l-i.©CTa.O.h,, on ttcldY ss3...:n to Christie. 
Oif+ce Instruction Clinical 'i"riai Respanstbic Consul ant 

i)/'.? 'irL 1 i f; for XT in Criar(?e 1 r. LSO . l an C}11 or tits .`)00f •L'`I+er v/ o/75 as . pou;3:tb).e...•, . 
Ft..i i_-_,   USirl>sE. 

tarfsr1 gas Corsi. Cade w 

It

•
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UASOEHARYNCEAL ANOO IRROMA WITH CAVERNOUS SINUS INVOLVEMENT 1611212009 12-11, -. 

NASOPHAIttYNGEAL ANGIOFIBROMA WITH CAVERNOUS SINUS 
INVOLVEMENT 
An Unusual Presentation 

Dinaz K Irani*, Makarand V Damle"*,Hachi T Hathiram**, N 1, Hiranadani**** 
*Lecturer; **Senior Resident; ' Associate Professor; ' *l,Ion. Professor, Department of 
Otorhinolaryngology, TN Medical College and S'.t'L Nair Ch. Hospital, lumbar 400 008. 

INTRODUCTION 

Juvenile nasopharyngeal angiofibroma (JNA) is an uncommon benign vascular tumour occurring 
almost exclusively in pre-pubescent or pubescent males. The triad of epistaxis, nasal obstruction and 
the presence of a nasopharyngeal mass strongly indicates an angiofibronna, especially when seen in an 
adolescent male. It accounts for less than 0.05% of head and neck tumours (Waldman et al, 1981). Its 
incidence has been stated to be as low as one in 50,000 otolaryngological new patients.La intracranial 
extension has been observed in 20-30% patients with JN.A. ' 'I 

It is a benign tumour and is locally aggressive eroding adjacent bone and growing through natural 
foramina and fissures thus gaining an easy access into the cranium and the infratempora.l. region. The 
intracranial extension is either through erosion of the sphenoid sinus through the sella medial to the 
carotid artery and lateral to the pituitary gland or via erosion of the greater wing of sphenoid through 
the middle cranial fossa anterior to the foramen lacerum and lateral to the cavernous sinus and carotid 
artery. 

In this paper we report our experience of an unusual presentation of a huge JNA with intracranial 
extension into the middle cranial fossa, which encroached the cavernous sinus. We treated it surgically 
by the conventional combined lateral rhinotomy and transpalatal approaches. The entire tumour 
including the intracranial extent was removed without opening the cranium. 

CASE REPORT 

A 17 year ol.d boy was referred to us with chief complaints of right-sided nasal obstruction, repeated 
episodes of epistaxis and a nasal twang since a period of 1 year. The patient was alright 1 year back 
when he started experiencing a right-sided nasal obstruction which was gradually increasing. He also 
complained of repeated episodes of epistaxis, which increased to 1.0-1.5 ml of fresh blood daily. The. 
epistaxis was controlled by the patient by lying in the supine position. There was no headache, 
vomiting, diplopia or any ether symptoms suggestive of raised intracranial tension or involvement of 
the cavernous sinus. The patient occasionally complained of bleeding from the mouth. 

On general examination, the patient was anaemic, There was widening of the bridge of the nose. 
Anterior rhinoscopy showed purulent discharge in the right nasal cavity and a huge reddish lobulated 
mass seen extending into the oropharynx behind the palate for about 2 cm. 

Haematological investigations of the patient were as follows 

ftaernoglobin 6 gm%, PCs' 42 gnm`%'U, MVC 65 fl., MCH 25 pg., MCHC 25%, BUN 15 rng%, Serum 
creatinine 0.5 mgr', Serum Na 133 mEq/L, Serum K 3.5 mliq/L, ESR 9 mm at the end of the Serum Ca 9 
mg% 

ttp://ww.bhi.arg;j'urnal/200042D4act00/c e622htrn Piq I r,
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662 ROBERSON ET AL. AJR133, October t979 

TABLE 1, Embelizatlon procedures and Results 

vwna BuPdY 
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~ 
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k1}brne( 

-- -._.-_.... 
Aeetx+dE¢fy In[ettna€ 

vssaa€ 
EinUPHIMf 

o  .:t t5ae! 
ewaa tr* 
aF 8utgtlly 

MrAelt ry Pharyrgrel O&CO d (+w. emboli) Aker 
Artery Arta Arery EmMllxetlon 

Silastic [3)-
1. Bilateral . . . Left Left internal 750 ml 

maxillary (36) 
2, Left Left internal 500 ml 

maxillary (32) 
3. Bilateral Right internal 500 ml 

maxillary (40) 
4. Right . . , Right internal No surgery 

maxillary (50) 
Geltoam: 
5: 

First admission Right . . _ . . . No embolization 2,500 ml (no emboik 
zation) 

Second adrnisslor; 
First attempt Right Right Right Right ascending 250 ml 

pharyngeal (11): 
right internal 
maxillary (6) 

Second attempt . . . . . No emb lization 
Third attempt Right No embolizatlon 

6. Bilateral Bilateral Left Left internal No surgery 
maxillary (14); 
right anterior 
pharyngeal (10); 
left anterior 
pharyngeal (5) 

T. Left Left, right Left Left anterior 1.700 ml 
pharyngeal (20); 
left internal 
maxillary (55) 

$, 
First admission (no arteriogram) 2,250 ml (no emboli-

zation) 
Second admission Left Lett Left internal 1,100 nil(pastemboll-

maxillary (t 8) z ation) 
9. Rigtrt Right internal 500 ml 

maxillary (18); 
right anterior 
phsryngeal(10) 

10. Right . . Right internal 500 ml 
maxallaryr (50 

1 1 _ Right Right internal 400-450 ml 
maxillary (30) 

12. Right, Left Bilateral Right internal 1,200 ml 
maxillary (21) 

13. Left Lett Left Left internal No surgery 
maxillary (20): 
left anterior 

pharyngeal (7) 
14. 

First attempt . Right . . . . . Right internal 500 ml 
maxillary (10) 

Second attempt Right , . . , Right internal No surgery 

maxillary (40) 

Left Left Left Left internal 1,600 ml 
maxillary (32) 

N.ry!e ^-^ Wo!' QS iP bOld fsra type +s.d rst pr*y.
• f"ro7 Atens Mears: cer+fer hospoiJ. 
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.1 O,75 Ad ,i.tted to Ward :7 

.l,O.75 Seen with !G. >': Obviously a . very, extensive lesion but has been successfully 
treated by cryosurgery in the past. At the present, boy is having. no.. 
epistaxis and is really symptom free. To irradiate thin would mean a very 
large volume of tissue to be treated end do not think this justified at this 

age. Discussed with Mr Potter and a coed that patient should go home,

continue with his. studies, . ad that Mr Potter will follow him up at Barrow 
and refer him back, if neceasery. NOT TREATED.. BNSUITABIZ. RSP/mjj_, 

.10.75 X-RA'f REPORT. S.T.V. Neck, Post Nasal space,.Sinuses with Tomes, and Base of 
Skull with Stereos; There is a large homogeneous soft tissue mass in the 
right choa.nal region with a well defined rounded border jutting about 1 - to 
2 ems. beyond the hard palate into the naso pharynx. The mass also protrudeq 
forwai°d into and is blocking most of the right nasal cavity. In addition 
there is evidence of invasion into the ethmoidal sinuses on the right and tht 
is associated destruction of bone in the antero-ethmoidal boundary. The othe 
sinuses appear normal. Chests The lung fields are clear and no lesion is se 
in the bone ediastisun, heart or diaphragms. JPB/rar (Discussed with B) 

OJ.1U.751 Di.echa.rged home. 

18.12.75 

5.1.76. 

8.1.76 

.x.76 

6,1.76 

9. 1 .`76 

'has aeon by a radVLoth.erapist in Birmingham as an emergency as he was 
blecdin in Noven;ber. Then seer. by 3t 1r Dalton, MT Surgeon at Birmingham 
who thought that further surgery was indicated but that XtIT, although 
it .necy have a place eventually, was not indicated than. Patient was 
anxious to have surgery dons nearer home and therefore referred to 
Mr Potter, On 28.11.75 palate was split and the naso pharyn= eal portion 
of tho tumour was removed entirely. There Vwas howwver a portion going. 
through the pterygo maxillary fissure into the cheek which could not be 
felt out through the naso pharynx. Mr Potter referred him today for opiri 
as to whether XRT to cheek should now be considered. No pain. No bleedin 
very swollen right cheek. Discuss with. BSP then lettcxs. !D3D/ 
Discussed with PP. Not very happy about giving XRT but might be worthwhi 
admitting patient for further radiological o_:anination and then consider 
when in ithether should give 'tl%,,atment. IP WI 11TC , ae rs *January, for RSP. 
Notes to RSP u admission to arrane appropriate ra'a.o :aphs. CsdC HODS.

Admitted { 'yard 7. 

There Is a large extension -th of gh the ptetygoid mandibular fossa into the ri. 
cheek. I a;¢ not at all sat .sfi.ed that there is growth in the right cheek. 
There are some adhesions which bleed very easily. Still uid be unhappy 
to Irradiate this boy. RSP to discuss wit'hANBD NWG/PsSP/j am
Not at all anxious to irradiate this boy and would prefer. further surgery 
Discharge home.Letter Mr.?otter. RSP/jarn NOT 'fRZAT D. SURGICAL. 
X-RAY REPO . Sinuses (.including Ilypocycloidal Tomography). P.N.S. (includiri 
Lateral Tomography & Stereo Skull Base Views) There can be no doubt that the 
large mass noted previously in the right P.N.S. has diminished in size to sue 
an extent that it is now hardly demonstrable in the lateral and basal views c 
this area. The posterior cuts of tho hypecycloidal tomography still d.enonatr 
;residual shadowing high in the nasal cavity and, if anything, there is rather 
more mucoEsal opacity of the posterior aspect Of the right maxillary sinus now 
All in all, it could well be that what we tag ore eratly seeing is residual sof 
tie,aae thicicenin~r as a xecuit of previous "CI 3r' eerie  sially since I cannot now 

define' a mass similar in 'contour `let alone size; of he type previously 
1denenstrated. BE/rar 

11..}isciihi'-r,r-d. 'Tot treated. 3urgicnl. jic 

ama e ; 

to 



NASOPHARYNGFAL AN(.IOFIRROMA WITH CAVERNOUS SINUS INVOLVEMENT 16/ 1Z/2009 12:4 

On radiographic investigations the X-ray chest was normal. the X-ray paranasal sinuses Water's and 
Cal.dwell's view showed haziness in the right nasal cavity and right maxillary sinus without bony 
destruction. The X-ray nasopharynx revealed a mass occupying the entire nasal cavity, nasopharynx 
and upper part of the oropharynx. 

The contrast CI' scan axial and coronal views revealed a large well defined moderately enhancing 
nasopharyngeal mass extending into the right nasal cavity with widening of the pterygopalatine fossa 
laterally, into the sphenoid sinus, right optic canal and middle cranial fossa encroaching on the 
posterior and medial aspect of the right cavernous sinus superiorly and into the oropharynx inferiorly 
(Figs '1 a,b,c). 

The diagnosis of JNA with intracranial extension (Cavernous sinus) was made and the patient was 
advised surgery - combined lateral rhinotorny with transpalatal approach. Pre-operatively 5 units of 
blood were transfused to the patient to bring the haemoglobin to 11 gm%; general anaesthesia was 
given. The right external carotid artery was ligated. A lateral rhin.atomy and transpalatal incisions were 
taken. Tile lateral rhinotomy incision was extended sublabially. The flaps were elevated and the 
maxillary antrum was opened and inspected. The medial wall of the maxilla, especially the 
anterosuperior part was removed partially to expose the tumour which was then inspected and it was 
gently dissected out by finger dissection and gentle traction from. all its anterior and superior 
attachments including infratemporal, nasopharyngeal and lastly the intracranial part was removed by 
guarded traction and dissection. Brisk bleeding from the venous plexus of the right cavernous sinus 
ensued but was controlled with gentle pressure applied over gelatin sponge, reinforced with moistened 
cottonoids. After removal of the intracranial part the defect in the periosteum and medial wall of the 
right cavernous sinus was seen.. 

Fig.ta Contrast CT scan axial view showing a large well defined 
moderately enhancing mass involving the right nasal cavity 
nasopharynx, pterygopalatine fossa and infratemporal fossa 

Fig.1b Contrast C:T scan coronal view showing a large well defined 
moderately enhancing mass involving the nasopharynx,infratemporal 

i:ttp:; rwwcv,I~hj,orgliourna{/2D00_4204_oct40tcase 627..htm page' 2 cr 
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averaging nearly 2,400 ml. After embolization, the average 
blood loss at surgery was about 800 ml. In seven cases, 
500 ml or less was lost at surgery. 

Discussion 

The concept of therapeutic emboiization of lesions of the 
head and neck can be traced to as early as 1930 when 
Brooks (7] reported embolization of a carotid-cavernous 
fistula. The first embolization of an intracerebral lesion, an 
arteriovenous malformation, was reported in 1960 by Leus-
senhop and Spence [8]. This stimulated the exploration of 
embolization in the management of intracranial lesions 
deemed surgically untreatable. However, extraaxial vascular 
lesions of the head, neck, and spinal cord constitute the 

Majority of therapeutic interventional procedures. Juvenile 
angiofibroma presents an ideal situation for embolization, 
but reports of embolization of this lesion are scant [3-5, 9-

13]. 
Several excellent articles discuss the pathologic, clinical, 

and radiographic (including angiographic) aspects of juve-
nile angiofibroma [2, 12, 14, 15], The angiographic findings 
are sufficiently characteristic to provide a tentative diagnosis 
and provide assistance in planning surgical therapy. 

The primary indication for preoperative embolization is to 
reduce intraoperative blood loss, in two of our patients, 
blood loss before embelization averaged nearly 2,400 ml. 
The overall average intraoperative blood loss after emboli-
zation in our series was about 800 mi. Similar conclusions 
were drawn by Pletcher et al. [4] in Gelfoem embolization of 
seven cases. 

No permanent complications of therapeutic embolizations 
occurred in our series. The dreaded complication that must 
be prevented is escape of emboli into the intracranial cir--
culetion [9]. In no case in this series was there any evidence 
of intracerebral 

isehemla. 

Developmental variations of the branches of the external 
carotid arterial tree, notably ophthalmic artery origin from 
the middle meningeal artery and communications between 
the posterior division of the ascending pharyngeal artery 

with the vertebral artery, must be excluded before emboli-
zation. The occipital artery may communicate directly with 
the vertebral artery at the level of the posterior arch of the 
first cervical vertebra, the so-called proatlantal artery. 

Although the superficial temporal artery was embolized. 
in all our cases the Profuse arterial supply to the scalp 

prevented any necrosis (16]. Pain in the scalp, noted in 
about one-third of the patients, was attributed to transient 
ischemia. The pain may be sufficient to require narcotic 
analgesia, but always for only a brief period, with remission 
after 1-3 days. Low-grade fever was noted within 48 hr 

after embolization in three patients, but blood cultures were 
negative and temperature elevation was ascribed to tissue 
ischemia in each case. 

Aoggiography establishes the diagnosis of juvenile angio-

fibroma, although the clinical features are usually sufficient 
to suggest the diagnosis. Tomography, preferably pluridi-
rectional, is important to define the extent of the lesion. 
Embolization was shown in these 15 cases to be of major 
benefit as a presurgical adjunct. 
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NASOPHARYNGEAL ANGOOF€BROMA WITH CAVERNOUS SINUS INVOLVEMENT 

fossa and extending into the sphenoid sinus and middle cranial fossa 

16/12!2009 124u: 

Fig.lc Contrast CT scan coronal view showing the enhancing mass 
involving the right cavernous sinus, 

No CSF leak was found. No attempt was made to repair the defect. Simultaneously through the 
transpalatal incision removal of the nasopharyngeal attachments of the tumour was done by finger 
dissection. 

Inspite of ligation of the right external carotid artery, the patient bled profusely and we had to transfuse 
3 pints of blood and 2 pints of fresh frozen plasma intraoperatively and 2 pints of blood in the 
immediate post-operative period. Anterior nasal packing was done and the incisions were sutured. The 
pack was removed in the operation theatre after 72 hours under general anaesthesia and we 
encountered no active bleeding. 

The gross appearance.s of the tumour was a round, nodular, nonencapsulated pink mass which 
measured 8 cin x 4 cm in dimension. Histopathological examination revealed fibrous connective tissue 
with endothelium lined/spaces confirming the diagnosis of angiofibroma (Figs. 2 and 3). 

DISCUSSION 

Juvenile nasopharyngeaI angiofibroma (JNA) is a locally aggressive benign vascular tumour. It affects 
mainly adolescent males and the diagnosis is often made at a relatively late stage, after the patients 
have had symptoms for several months. The typical initial symptoms include nasal obstruction, 
epistaxis, pain, nasal discharge and hearing impainnent. j4j 

The diagnosis and assessment of tumour extension are made on the basis of clinical symptoms and 
radiographic investigations, including computed tomography (CT) and angiography. 

A staging system similar to that proposed for cancer by the American Joint Committee has been 
suggested by the Chandler et at in 1984. According to this classification, in Stage I tumour is confined to 
the nasopharynx and in Stage 11 tumour extends into the nasal cavity and/or sphenoid sinus. In Stage 
III tumour extends into one or more of the followings: maxillary antrum, ethmoid sinus, 
pterygomaxillary and infratemporal fossae, orbit and/or cheek. Tumour extension intracranialIy is 
stage IV. 

Treatment modalities include pre-operative arterial embolizationj and Surgery, jUj In cases with 
intracranial extension of the tumour which occurs in 10% to 20°/x7 different modalities of treatment have 
been tried such as i.r.radiationti or intracranial surgery. . 

Tumours invading the cavernous sinus have generally been considered inoperable because of the high 
likelihood of bleeding from, the cavernous venous plexus, or potential injury to the internal carotid 

http:ifwww.bhj.orc3fjournalf2000._4104._vctDOtcase,621.htm Page 3 c,f 
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juvenile angiofibroma 

Juvenile angiofibroma is a noncancerous growth of the back of the nose 
or upper throat. 

Causes 

Juvenile angiofibroma is not very common. it is usually found in 
adolescent boys. The tgmor contains many blood vessels, spreads within 
the area in which it started (locally i v 'v , and can cause bone 

iage. 

Symptoms 

• Difficulty brgathinc through the nose 
• Easy bruising 
• Frequent or repeated nosebleeds 
• Hearing loss 
• Nasal discharge, usually bloody 
• Prolonged bleedrn 
• Stuffy nose 

Exams and Tests 

The doctor may see the angiofibroma when examining the upper throat. 

Tests that may be done include: 

• Arterioaram to see the blood supply to the growth 
• ..L 5 an of the head 

MRl scan of the head

Biopsy is generally not recommended due to the high risk of bleeding. 

Treatment 

Treatment is required if the angiofibroma is growing larger, blocking 
the airways, or causing repeated nosebleeds. in some cases, no 
treatment is necessary. 

Surgery may be needed to remove the tumor. Removal is often difficult 
because the tumor is not enclosed and may have spread deeply to other 
areas. 

A procedure called embolization may be done to prevent the tumor from 
bleeding. The procedure may correct the nosebleeds by itself, or it may 
be followed by surgery to remove the tumor. 

Outlook (Prognosis) 

Although not cancerous, angiofibromas may continue to grow. Same 
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NASOPHARYNGEAL ANGIOFIIROMA WITH CAVERNOUS SINUS INVOLVEMENT 16/1212009 12:4 

artery or one of the crania] nerves.idl In addition, surgical defects in the dura surrounding the 
cavernous sinus can be difficult to repair, leading to the possibility of an uncontrollable cerebrospinal 
fluid leak. 9 Based largely on these concerns, most surgeons addressing the treatment of intracranial 
angiofibrolnas have advocated either non-surgical treatment or incomplete resection of tumour 
involving this structure. Ii 

The unusual and interesting finding in our case are that inspite of being a large and extensive JNA the 
patient had no symptoms of intracranial and/or cavernous sinus involvement. Since the tumour is 
benign, encapsulated and extraduraI it was dissected out by gentle traction and finger dissection by 
combined transpalatal and lateral rhinotomy approach. 

The advantage of this approach is that it is less morbid than intracranial surgery which involves 
traction on the cerebrum with risk of anaesthesia and other complications of intracranial surgery. 
Therefore we recommend it for JNA with intracranial extension in selected cases. 

Fig.3 Micropf 
4{l. 

ACKNOWLEDGEMENT 

(Hand E)x 

We are grateful to Dean, Dr. (Mrs) NA Kshirsagar for allowing us to publish this paper. 

REFERENCES 

1 . Chandler JR, Goulding R, Moscowitz L, et al. Nasopharyn.geal angiofibrolnas : Staging and 
Management. Annals of Otology Rhinology Laryngology 1984; 93:323-2{?. 

2. Jafek BW, _Krekori.an FA, Kirsch WM, Wood RP. Juvenile nasopharyngeal angiofibroma: 
Management of intracranial extension. Otolaryngology 1979; 2: 119-28. 

http;//www,bhj,org/journal; 2000_42Q4 octUVr`zase 521,htnr Page 4 of 

SKIP0000088_0041 



luvenile anylofibroma: Med€inellus Medical Encyclopedia 

may disappear on their own. 

[611212009 1'. ' 

It is common for the tumor to return after surgery. 

Possible Complications 

• 

s Pressure on the brain (rare) 
• Spread of the tumor to the nose, sinuses, and other structures 

When to Contact a Medical Professional 

Call your health care provider if you often have nosebleeds. 

Prevention 

There is no known way to prevent this condition. 

Alternative Names 

Nasal tumor; Angiofibroma - juvenile; Benign nasal tumor 
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NORTH LONSDALE HOSPITAL 
(BARROW & PURNtSS rii OSP1TA1., MANAGEMENT GOMMLiTS,E! 

TEL. SARROW 24ZOI 

BARROW-IN-FURNESS, 

LANCASH i RE. 

JP/Pl/D/'74139934.A J t " April, 1974. 

Dr. R. H. A. ICIcGranthy.n, 
11 Duke Street, 
Ask am-in-Farness . 

Dear Dr. •McGranthin, 

re; GRO-A !57.), 

GRO-A

This rsan was admitted on 23rd April, via the 
Casualty Department, with an epistaxis. This settled 
with bed rest and packing and he was discharged horn- on 
29th April. His hv.emaglohin. was 13.4 grass. . 

Examination of the nose showed no obvious 
b"ee'd:ing point butthere was some swelling in the post-
nasal space which I was not sure was due to the presence 
of a blood clot or a possible tumour. I am going to have 
another look at him next week and if the swelling is 
still evident, will get him in for an examination under 
an,ee s thesia. 

Yours sincerely, 

GRO-C 

J. Potter, F.R.C.S. 

I 
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NAS©PHARYNGEAL ANGIOhBROMA WITH CAVERNOUS SINUS INVOLVEMENT" E6112/2009 l24: 

3. Cummings BJ, Blend K Keane T, et al. Primary radiation therapy for juvenile nasopharyngral 
angiofibroma. Laryngoscope 19,94; 94: 1599-605. 

4. Jacobsson M, Petruson B, Svendsen P. et al. Juvenile nasopharyngeal angiofibroma : A report of 
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Ranked among America's Best Hospitals 2009 U.S. News & World Report Honor Roll 
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Angiofibroma is a benign nasal cavity tumor that almost excusively affects adolescent boys. It also may be 
referred to as juvenile nasopharyngeal angiofibroma (JNA). 

The age range for this disease is 7 to 19 years old, with most patients being diagnosed between 10 and 19 years 
old. Juvenile nasopharyngeal angiofibroma is the most common benign tumor of the nasopharynx, but has a 
relatively low incidence and accounts for only 0.5 percent of all head and neck tumors. Though benign, it often acts 
in a malignant manner by eroding into the surrounding sinuses, orbit, or cranial vault. 

The preferred surgical treatment at UPMC for angiofibroma is the Endoscopic Endonasal Approach (EEA) to 
love the tumor. This innovative, minimally invasive technique uses the nose and nasal cavities as natural 

corridors to access hard-to-reach or previously inoperable tumors. EEA offers the benefits of no incisions to heat, 
no disfigurement to the patient, and a faster recovery time. If complementary treatments such as radiation therapy 
and chemotherapy are needed, those therapies can begin soon after surgery. 

• View diagnosis of this condition ))

The doctor will perform a physical exam and ask about any symptoms. The most common symptoms are nasal 
obstruction, epistaxis (nose bleeding) and rhinorrhea (runny nose), 

Patients also may develop facial deformities or abnormalities, including: 

• cheek swelling 
• drooping eyelids 
• bulging eyes 
• cranial nerve palsies 

H^ ring loss may result from obstruction of the Eustachian tube_ Double vision or blindness may result from 
pi. sure on the optic nerves and chiasm if there is erosion into the cranial cavity. Rarely, patients with a JNA ma 
suffer anosmia — the loss of the sense of smell. 

On physical exam, a pale, smooth mass may be visible inside the nasopharynx. Because the tumor is composed of 
blood vessels without a muscular coat, a biopsy could lead to extensive bleeding and generally is not performed. 

An MRI or CT scan of the head and facial bones confirms the clinical diagnosis and shows the extension of the 
tumor. 

• View treatment for this condition » 

Treatments 

Treatment options include: 

Surgery 

Juvenile angiofibromas are treated most often by surgery. These tumors can be reached directly by using the 
Endoscopic Endonasal Approach (EEA). This state-of-the-art, minimally invasive surgical procedure uses the 
nose as a natural corridor to reach these lesions, without any incisions in the face or head. 

ii Itp:;tE~ra;nsurgery.upmc.corn conditions-and-treatrnentsf angiofibrorna.aspx Page 
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NORTH LONSOALE HOSPITAL 
(BARROW & FURNESS HOSPITAL. MANAGEMENT commmT'EE; 

TEL. 13ARROW 24201 

r' ,,N.T. DEPARTMENT BARROW-IN-FURNESS, 

LANCASH ERE. 

JP/PL/,0/399.  A ; rd June, 1974-, 

Dr. R. F. A. aoGrenthin, 
11, Duke Street, 
k.skam-in-B`urness . 

Dear .Dr. MMaeGranthin, 

re GRO

GRO-A 

This boy was admitted in April with an epistaxis 
which settled with packing and bed rest. There was no 
obvious bleeding point but he did. have polypoidal excretions 
in the right posterior names. I got him in for biopsy of 
these. This showed it was a fibroma and had possibly arisen 
from the posterior end of the inferior turbinate and was 
not therefore of any great significance. 

He has had no further bleeding since his discharge 
home and I belie ̀ e he is on antit;.istam±nes Par his hay-fever. 

I have not arranged io see him again but would be 
pleased to do so if necessary. 

Yours sincerely, 

GRO-C 

J. Potter, F.R.C.S. 

m 
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~r J Potter 
C~' naraltant ET 'Sur x1 

'North Lonzcam.e Hospital 
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Dear }ir Potte 

MR G RO-A 
--- - ----------------------------------------- - - 
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our iacerely 

1i si '1'1114 

-Co ia1tnt Radiot arapint 

Cp tea 
Dr R0 4cOranthin 
U Duke treet 

Lance 
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Glenn H, Roberson'. 2 Therapeutic embolization of Juvenile angiotibromea was p~rforn ed to 15 toys, aged 

Ann C. Price' 
12-18 years, 11 of whom subsequently uruferwent surgery. intreoperative blood loss 

James M. Davis' was reduced from an average of Z400 ml in non rnbolized patients to 800 ml after 

Amar Gulatif. ^ 
embofization. Anglography is of value to confirm the diagnosis prior to excision and to 

delineate the extent of the tumor. Embolization may be performed at the tams sitting 
as a presurgical adjunct or possibly as a definitive or palliative therapeutic method. 
The embolization procedure is discussed in detail, emphasizing techniques and poten-
tial hazards of such procedures. 

Juvenile nasopharyngeal angiofibroma is a benign, highly vascular hamartoma 
that arises from the nasopharynx almost exclusively in adolescent males. Al-
though histologically benign, the tumor is locally invasive and has a predilection 
to recur if not completely removed, The most common initial symptoms are 
epistaxis and nasal obstruction. Biopsy is hazardous due to the danger of 
massive hemorrhage, Reported modes of therapy include surgery, radiation, 
cryotherapy, electrocoagulation, hormonal therapy, embolization, and injection 
of sclerosing agents, as well as observation in the hope of spontaneous regres-
sion [11. Surgical removal is currently the most widely accepted mode of therapy, 
but this may be accompanied by significant hemorrhage, often greater than 
2,000 mi. 

Angiography before treatment is indicated to define the extent of the lesion, 
the amount of vascularity, and the nature of the feeding vessels. In defining the 
margins of the tumor, assessment of intracranial extent is of particular importance 
since surgery then presents additional hazards [1]. The angiographic features 
are characteristic, and a preoperative diagnosis is usually possible prior to biopsy 

Received June 20, t eTs; accepted after revi-
elon Juste 6 f 97O. [2]. In addition, preoperative embolization of the tumor aids in diminishing blood 

Depar meet ol Radiology, Massachuseffs 
loss at surgery, thereby allowing for more complete excision [3, 4]. We describe 

General Hospital, Boston, MA 02114. the angiographic findings in 15 patients and discuss the results of preoperative 
2 Present address' Department of Radiology, embolization. 

Albany Medical Center Hospital. Albany, NY 
12208. Address reprint requests to 0, H. fibber-
see. Materials and Methods 

' Department of Radiology, Albany Medica€ 
center Hospital, Albany, NY 12208 Radiographic evaluation begins with plain films of the nesopharynx and paranasal 

`Present address; Department of Radiology, sinuses, and often shows a sizable nasopharyngeal mass in the lateral view. Tomography. 
George Waattineton University Medical Center, 
Washington, D,C. Z0052. preferably pluridirectional, is usually necessary to delineate the lesion in the frontal view 

A„ n 132;as7-se3, 0ctobsr 1074 and to define extension into the pterygomaxillary space and the paranasal sinuses (fig. 1). 
0361-803X17911334-0657 $00.00 Radiographic findings include expansion of the pterygoiid maxillary fissure with anterior 

c*, American Roentgen Ray Society displacement of the posterior wail of the maxillary arttrurn and posterior displacement of 
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~angiofibroma I Diagnosis and treatment Options I UPMC - Minimally invasive Brain Surgery I€112/2009 11:e` . 

An angiogram, which is an imaging test that uses x-rays to view blood vessels that have been injected with a 
contrasting dye, may be performed prior to surgery to allow for embolization of the tumor. Embolization involves 
cutting off the blood supply of the tumor and significantly reduces blood loss during surgery. 

Radiation Therapy 

Radiation therapy may be used for patients with tumors that have extended into the cranial cavity, whose tumors 
can't be reached safely by surgery, or who have tumor recurrences. 

Chemotherapy 

Hormonal flutamide, which blocks testosterone receptors, has been shown to reduce tumor size effectively, The use 
of this medication is restricted to those enrolled in clinical trials. 

• to Back to overview of this condition 

Contact Us 1-877-986-9862 

• Home 

@ Copyright 2009 UPMC 

f+".ip:f(brainsurge+y,upmc.comlcar;diCions Arad-[reatrraer+85iangiofihr®ra.aspx Page 2' t 
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NORTH LONSOALE HOSPITAL 
(C'UMMA AREA HEALTH AUTHORfYY, SOUTH WES? CUMARSA 4tSTRtCTg 

Y®F. DARROW 24.201 (STD. c Z29) 

E. NJ DEPARTMENT 4ARROW N-FURNESS. 
_ CUMIBRIA, 

LAI4 2.1D. 
'th Cc  l r t  m 1 74. '"

1r. 1,tr~xr^rte 44ir, 
ii Yak Street 
Aj] C.L..—ir.' .̂FY.Zrea 

J r Drs 
9?C/1 

wrY~L:lir, 

GRO-A j 7) 
GRO-A 

Further to ry setter of 1 F:th }, vex=ter. a uwra 3< . or, 
of this boy' 3 nasei yrhanynx uvri ax7ed th at he has a P.. r7I 

~.,.J .. =,.3"i; _, i`J_C7T: 2:. arid?. thouh `:;P 2 . th is 

pOt'er dia'; l lethal tumour ; it e ould be Lealt dth. z ar fo1sg 
to get him it for is re ova? in a feya weeps. 

Tours eiro re .y, 

GRO-C 

T r:,i tx .._, .;.. 
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Mr Derek W. Skinner, F R.c.s (Ed.j, F.R.c.s.(Eng.). 
Consultant ENT Surgeon 

The Apley Clinic, The Shropshire Nuffield Hospital. 
The Princess Royal Hospital, Longden Road, 
Telford, TF6 6TF. Shrewsbury, SY3 9DP, 

11952.273001 (Appointments) 

t 

y 0174$-282500 (Appointments) 

Home Tel:  _ _ _ _ (Fax: _ -.-.-.-GRO=G-'-.-.-.-J 

EMail: dwskinnerC ,._. GRo-c_._; 

To Whom It May Concern, 

101 January 2010 

Dear Sir, 
?ate of 
G RO-A 

r.. 

I would like to confirm the following details concerning ! GRO _As past medical history. 

These details have been provided b, i discussingLGRO-A 's past medical history with '.GRO-AY and also 
from data given to me by GRO-A l including several letters/records taken from past surviving medical 
records. Original medical records have been destroyed following the closure of North Lonsdale Hospital 

A letter dated 15/1/1976 from Dr R.S. Pointon, Christie Hospital, Withington; 
a letter dated 29/4/1974 from Mr J. Potter, Consultant ENT Surgeon, North Lonsdale Hospital 
a letter dated 316,11974 from Mr 3. Potter, Consultant ENT Surgeon, North Lonsdale Hospital; 
a letter dated 28/1011974 from Mr J. Potter, North Lonsdale Hospital; 
a letter dated 16`1.211975 from Dr M.B. Duthie, Christie Hospital, Withington: 
a discharge letter dated November 1.974 for hospital admission at South West Cumbria District (North 
Lansdale Hospital); 
Medical record details and letters from the Christie Hospital, registered from 26/911975 to discharge on 
9(111976. 

I understand thatGRO -A has been diagnosed as Hepatitis C and that a possible source for the hepatitis 
C has been considered, I would confirm that GRO-A ;had a diagnosis of a nasopharyngeal juvenile 
Angiofibroma and this diagnosis was made in 1974 following a history of recurrent severe epistaxes. 

Examination at that time confirmed the possibility of the nasopharyngeal juvenile Angiofibrorna and Mr 
G_RO_Asubsequently underwent x-rays at that time (no imaging by CT or MRI was invented at that timc), 

by way of definition of this lesion and for planning for surgery. This type of lesion is a very highly 
vascular lesion which has a very marked reputation for causing presenting symptoms related to profuse 
bleeding in children and in young adults. The main treatment for nasopharyngeal Angiofibroma 

involves excision of the lesion and sometimes consideration for radiotherapy. Because of the degree of 
vascularity of the lesion, present treatment in 2009 would normally include embolization using 
interventional radiology to achieve a significant reduction in the blood supply to the tumour, prior to 
considering surgery for removal. Despite this, the treatment for this lesion would be highly likely to 
cause significant bleeding during the surgical procedure. It is noted however, that this lesion was 
excised in 1974 and subsequently required further excision at a second operation twelve months later in 
December 1975. 1 would therefore expect that no radiological procedure would have been undertaken 
to specifically reduce the vascularity of this lesion in 1974 or 1975, and therefore one would expect 
considerable bleeding at the time of surgery both in 1974 and in 1975, It would therefore seem very 
highly probable indeed, that; GRO-A jwould have required at least one or more blood transfusions at or 
around the time of both of these operations. 
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the pterygoid plates in all cases except one. The sphenoid sinus 
was 

involved in seven of the 1 5 cases. 
Angiographic features are consistent, typically marked hypertro-

phy and increase in the number of arteries without beading, seg-
mental narrowing, dilation or aneurysm formation. The circulation is 
rapid through the hamartoma with early appearance of larger ve-
nous channels. The vascularity is relatively homogeneous and 
prominent, with the hypervascular periphery of the lesion distin-
guishing the lesion from concomitant fluid rgtentloo. within rT ass% 
sinuses (figs. 2 and 3). 

The patient should have nothing by mouth the day of angiography 
or embolization. For premedication, 100 mg of secobarbital is given 
intramuscularly about 30 min before commencement of the proce-
dure. Local anesthesia usually suffices, but on occasion, general 
anesthesia has been necessary for patients with emotional stress 
or instability. It is advisable to have an intravenous line in place in 
order to administer medication as required. Two methods of em-
bolization were used in our series. The first method uses large (9 or 

AJR_133, October 1979 

Fig. 1.—Case 6. Plurldirertionai 1c-

mogrs;tty in frontal (A) and sagittat (g) 
views. Huge right-midline nasopharyn-
geat mass (arrows). with extension into 
sphenoid sinus. Right selective external 
maxillary angiography before (C) and 
alter (D) emb oliizaticn show vascularity 
and ppstembolization results. 

10 French) Teflon catheters via direct approach, combined with 
Silastic spheres (Heger-Schulte Corp., Santa Barbara, Cal,) accord-
irig to techniques originated by Hilat [5, 6). This method was used 

on the first four cases, which were previously described t3]. The 
second embolization technique, gelatin foam pledgets via trans-
femoral catheter approach, was used in the Other 11 cases (12 
embolization procedures). Using the Seldinger technique, a 5 
French catheter ($D RPX065) is selectively positioned in the exler-

nat carotid branch to be, etnbgtized. 
Gelatin foam (Geifoam. Upjohn Co. , Kalamazoo, Mich.) is com-

mercially available in sterile pads commonly used for surgical 
procedures. The pad is cut into strips several centimeters long and 
2-3 mm in diameter. The long strips are cut into segments 3-5 mm 
long and compressed by rolling each fragment between the thumb; 
and index finger. obtaining a final dimension of 1 ;r 3-4 mm. A 

single gelatin foam pledget is then placed in the tip of a 5 ml saline-
filled syringe and the embolus is then gently flushed into the 
catheter. As the embolus passes through the catheter, resistance 
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Disclaimer: The information contained within the Grand Rounds Archive is intended 
for use by doctors and other health care professionals These documents were 
prepared by resident physicians for presentation and discussion at a conference 
held at Baylor College of Medicine in Houston, Texas. No guarantees are made 
with respect to accuracy or timeliness of this material. This material should not be 
used as a basis for treatment decisions, and is not a substitute tar professional 
consultation and/or peer-reviewed medical literature. 

Juven€le nasopharyngeat angiofibroma (JNA) is a histolcgica'ly benign yet locally 
aggressive vascular head and neck tumor. JNA affects almost exclusively 
adolescent boys, but has been reported in women and elderly patients on rare 
occasions. JNA is an uncommon tumor, with reported incidence between I in 5000 
"and I in 60,000 otolaryngology patients. it is estimated to account for only 0,5% of 
A head and neck neoplasms. but is nevertheless considered the most common 
benign neoplasm of the nasopharynx. 

The histogenesis and pathogenesis of JNA are unclear. Popular theories include 
abnormal growth of embryonal chondrocartilage, testosterone acting on a 
harnartomatous ridus of inferior turbinate tissue mislocated in the nasopharynx, 
and tumor growth from normal nasopharyngeal fibrovascular stroma. Other 
suggested etiologies include trauma, inflammation, infection, allergy, and heredity. 

The site of origin of JNA is usually broadbased; on the posterolateral wall of the 
nasal cavity, where the sphenoidal process of the palatine bone meets the 
horizontal ala of the vomer and the root of the pterygoid process of the sphenoid. 
This area forms the superior aspect of the sphenopatatine foramen, and the 
posterior aspect of the middle turbinate_ From its origin, tumor spreads into the 
nasal cavity and nasopharynx, displacing the soft palate inferiorly and sometimes 
becoming visible through the mouth. At the same time, the tumor extends laterally 
through the sphenopalatine foramen into the pterygomaxillary fossa. From there 
the JNA exerts pressure on the surrounding bony walls. Anteriorly, it pushes 
forward the posterior wall of the maxillary sinus, creating the classic "antral bowing 

in" visible by x-ray. Posteriorly, it disrupts the root of the pterygoid plates 
.:,uperiorly, tumor expands into the orbit via the inferior orbital fissure, continuing 
eventually into the superior orbital fissure and middle cranial fossa. As tumor 
squeezes through the superior fissure, it widens the fissure's lower lateral margin, 
another sign commonly seen radiographically. With further lateral expansion, the 
tumor will pass through the pterygomaxillary fissure into the infratemporal fossa, 
often creating a bulging of the cheek if it reaches the temporal fossa, the tumor 
can create a bulge above the zygoma. The ultimate danger of unchecked growth 
by JNA is intracranial extension. The tumor Peaches the cranial vault through three 
paths. The two lateral paths are through the superior orbital fissure and directly 
through the greater wing of the sphenoid bone from the pterygomaxillary and 
infratemporal fossae. These paths bring JNA up lateral to the carotid artery and 
cavernous sinus. The medial path, which can br ng tumor into contact with the 
pituitary and optic chiasm, leads directly through the sphenoid sinus and sells 
turcica, medial to the carotid and cavernous sinus. Tumor in this area can be 
extremely difficult or impossible to resect without unacceptable morbidity. 
Fortunately, this pathway is less common than the lateral pathways. 

Grossly, the JNA is a lobulated, firm, non-encapsulated mass, usually pink-gray or 
purple-red. The tumor base may be sessile or pedunculated, but the tumor often 
has numerous secondary attachments, complicating resection in continuity. 

itty:irw 'w.bcm. dutotolgrndig239.i1tfri Page. l 
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CUMBRIA AREA HEALTH AUTHORITY 

SOUTH WEST CUMBRIA DISTRICT 

Dear Dr.

Your PatienC . GRO-A 

of..... GRO-A 

was discharged from ................1~,~ F~r?Y"............... 

The Diagnosis waL.....

Yreatment has been ....... . ..f

l

..Q ``:..........'

~'c 

.. ...x..41 ..................... 

1( C'' ' Furthertreitmentn eskary ............. ......._......... . 

Remarks .........................................................:..... ........ 

............................................... non r 

Signed. , .......I.. 

Will 
A further letter follow as soon as possible. 

will not 

Copy to M.0iH. if under lb yedrs. 
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GRO-A 'himself, is aware of blood transfusions that occurred at that time. Equally,1 GRO-A is also 
aware that considerable operative measures were taken to reduce bleeding in this period and this 
included packing of the nasal fossa anteriorly and also packing the nasal fossa and nasopharyrtx 
posteriorly.' GRO-A is aware that after the main operation in 1974 and in 1975, that he subsequently 
required a general anaesthetic for removal of the packing some two to three days following the main 
operation. These packs were specifically inserted to reduce the postoperative bleeding, which would 
have been very highly likely. 

The correspondence from the Christie Hospital suggests consideration was taken for radiotherapy as an 
adjunctive procedure to prevent further bleeding, however the radiotherapy did not take place due to the 
possible late consequences of malignant changes in the nasopharynx in later life induced by the 
radiotherapy to a large volume of tissue, the surgery had also reduced the bleeding. 

I understand that all records from North Lonsdale Hospital have now been destroyed and thus it is 
difficult to corroborate the above details other than through the letters/records available as above. 
However, treatment of such a tumour in 1974 would almost certainly have required blood transfusion at 
some stage and the details outlined above would therefore be in keeping with this prospect. I trust the 
information is of help to you. Should you have any further questions or concerns regarding the above, I 
would be happy to answer them in further detail. 

With kind regards, 

Yours sincerely, 

GRO-C 

Derek W. Skinner, FRCS, 
Consultant ENT Surgeon. 

cc 

GRO-A 

Shropshire, I GRO-A 
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AJP:133, October 1975 

Fig. 2.—Case 7. Left ascending pha-
ryngeal injections before (A) and after 
(a) embolization. Posterior wall of max-
illary sinus displaced anteriorly (arrows). 
Distal external caaotid angiograms be-
lore (C) and after ID) embolization show 
desired result. 

C D 

is appreciable and, as the embolus exits through the catheter tip, 
extreme caution must be exercised to avoid a rapid injection when 

the rosistanoe is abruptly released. Injection at a rate exceeding 
the flow of the artery would result in reflux into proximal arterial 

trunks and intracranial embolization could occur; this, of course, is 

imperative to avoid. 
forming the proper curse at the catheter lip is important to 

facilitate selective positioning of the catheter In general, it is 
desirable to have minimal catheter Curve since acute catheter 

curves are difficult to manipulate in small caliber vessels, such as 
the external carotid artery and its branches. The taper of the 
catheter tip should be minimal in order to permit passage of emboli, 

ft may be necessary to use a catheter with an acute curve to enter 
either the common carotid or the external carotid trunk and then to 
exchange the original catheter with a simple curve catheter using 
a 250 cm exchange wire 

Maintenance of flow around the catheter assures peripheral 

passage of the emboli; therefore use of large catheters and wedging 

is undesirable, Likewise, arterial spasm around the catheter 
impedes peripheral passage of emboli and should be avoided. 
Spasm may be treated by direct intraarterial infusion of diluted 
Xylocaine or diazepam. 

The catheter tip is advanced as close to the lesion as possible, 
usually in the distal external carotid artery at the level of the 
bifurcation into the superficial temporal artery and internal masetary 
artery. Proper catheter position is essential to prevent retlux into 
the internal carotid artery and avoid the danger of a stroke, When 
the catheter is in the proper position, the injected emboli lodge in 
the proximal superficial temporal and middle meningeal arteries 
early in the procedure with the rest of the emboli entering the 
angiofibroma due to increased caliber and flow of the internal 
maxillary trunk. 

Embotization of the internal maxillary component is the initial step 
in each case, continuing until the internal maxillary component 

appears occluded. As the vascular bed is progressively obliterated, 
reduction in the rate and volume of flow requires a concomitant 
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luvenile NasopharEngeal Anaiofibroma 16i1212009 113 

Microscopically, the tumor is composed of thin-walled vessels of varying caliber in 
a mature connective tissue stroma. The vessels typically have a single endothelial 
cell lining without a muscularis layer, which probably explains the tumor's 
propensity for hemorrhage. 

The diagnosis of JNA is based on history, physical exam, and radiographic studies. 
The differential must include other benign and malignant lesions of the 
nasopharynx; among these are choanal polyp, angiornatous polyp, chordoma, 
nasopharyngeal carcinoma, rhabdom+yosarcoma, nasopharyngeal cyst, and 
pyogenic granuloma. Biopsy of these tumors is generally condemned as both 
unnecessary and hazardous. The average age at onset of symptoms is 14 or 18 
years, depending on the series quoted. A typical age range is between 7 and 21 
years. Patients are almost always male. 

The most common presenting symptoms are nasal obstruction and epistaxis. 
Symptoms have usual ly been present for several months before the patient is 
seen. Other less common symptoms include diplopia, blindness, hearing loss, otitis 
media, rhinorrhea, anosmia, nasal speech, noisy sleep, mouth breathing, eye pain, 
and headache. 

On exam, virtually all patients will have a nasopharyngeal mass, usually pink-to-
purple and nodular. Other signs which may be evident include proptosis, palatal 
' ulge, or swelling of the cheek or over the zygoma. As discussed, proptosis and 
,aural facial swelling are ominous indications of extensive tumor spread. 
+Unfortunately, symptoms are a relatively late development in the growth of JNA; at 
the time of presentation most patients will have tumor extension well beyond the 
nasopharynx. 

JNA has several characteristic radiographic features. CT scanning is currently the 
mainstay of diagnosis for JNA. Recent articles have explored the merits of MRI, 
and some authors consider MRI superior to CT in delineating the margins of tumor 
and in revealing tumor vascularity_ Anterior bowing of the posterior wall of the 
maxillary sinus, the "antral bowing" sign, can be seen in most JNA patients. Other 
commonly seen radiographic changes include widening of the inferolateral aspect 
of the superior orbital fissure, distortion of the roots of the pterygoid plates, erosion 
of the hard palate, erosion of the medial wall of the maxillary sinus, and 
displacement of the nasal septum. Of course, the tumor itself will be evident as a 
soft tissue mass extending into these bony areas. The tumor has a characteristic 
angiographie appearance in the arterial phase of excessive numbers of dilated, 
tortuous vessels. In the capillary phase, a homogenous, dense stain is seen. The 
predominant blood supply of most JNA's is the ipsilateral internal maxillary artery. 
As it grows, the tumor may parasitize bilateral arterial supply from any nearby 

xssel. Therefore, bilateral internal and external carotid arteriography is indicated 
Sri most patients. In patients who have had previous attempts at surgical resection 
or who have had previous external carotid ligation, supply from as far away as the 
vertebrals and thyrocervical vessels has been demonstrated. Arterial embolization 
has been shown both to decrease intraoperative hemorrhage and to lower rates of 
tumor recurrence in JNA. Several materials have been tried over the years, 
including non-  absorbable Silastic spheres, Gelfoam, dura mater, and polyvinyl 
alcohol particles. Absorbable Gelfoam was used at The Methodist Hospital several 
years ago, but nor -absorbable polyvinyl alcohol particles are now preferred. 

Tumor staging has long been considered an important framework within which to 
evaluate the efficacy of therapy. Sessions et at from Baylor devised the first staging 
system for JNA in 1981, based on CT findings. Today, intracranial extension is the 
criterion most commonly used to divide patients into prognostic and therapeutic 
groups. 

The two primary therapeutic modalities for JNA over the years have been surgery 
and radiotherapy. Several adjunctive measures have been tried, including 
embolization, hormonal therapy. and chemotherapy. The main concerns with 
radiotherapy, which is delivered by external beam, are malignancies in the 
irradiated field and the danger of inhibiting normal facial growth in younger 
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Mr & .Mrs GRO-A --

GRO-A 

.Lanes
GRO-A _._._._._._._._._._._._._.I 

To Whom It May Conc um., 

We wish to confirm that our S_ 0_n, 1 GRO-A was admitted into GRO-A 
Hospital,: GRO-A `in both 1974 and again in 1975 where he had. 

_ 

- --- 

--------- 

two operations for the removal of a tumour from his right hand nasal cavity. During 
and after these operations he had to have blood transfusions to replace the loss of his 
own blood, 
The surgeon who performed the operation in both cases was Surgeon John. Potter 
(now deceased). 

Yours sincerely 

GRO-A (Father) 

GRO-A 

G RO-A (Mother) 

GRO-A 

L. -.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.-.v 
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reduction of the rate at which emboli and saline are injected to 
prevent reflux into the intracranial circulation. 

Arterial pressure progressively forces emboli into the periphery 

of the tumor so that in time, parts of the vascular bed, initially 
occluded, become reopacitied. A delay of t5-30 min permits 
peripheral packing of emboli and facilitates more thorough emboti-
zation. During this period other vessels (such as the ipsilateral 
ascending pharyngeal) that supply the tumor may be angiographf-
catty evaluated and embelized it indicated, Sequential fluoroscopy 
and angiopraphy provide accurate monitoring of the success of 

embolizatiorr. The catheter is then returned to the distal external 

carotid for further embolization as the gelatin foam that was initially 

injected has become packed mere peripherally into the lesion. 
For unilateral lesions, embolization of the internal maxillary artery 

and ascending pharyngeal artery completes the case For those 
lesions crossing the midline, angiography of the contralaterat inter-
nal maxillary and ascending pharyngeal arteries was performed 

followed by embolization. 
A critical juncture in the procedure is determining the end point. 

at which time further embolization is unnecessary or inadvisable. 
Once the vascular bed is obliterated and emboli accumulate within 
the supplying vessel, additional embolization is not efficacious. 
Usually after 20-40 emboli have been introduced, perfusion is 
reduced by 90%-95% and the procedure is terminated. 

Case Material 

Juvenile artgiofibroma was studied in 15 patients over a 
r 

year period; tour of these were previously reported [3]. All 

the patients were boys, aged 12-18 years. Nasopharyngeat 

mass, nasal obstruction, difficulty breathing, and epistaxis 
were the most common reasons for admission, Symptom 
duration varied from I month to 4 years. 

Representative Came Report 

Case 5 

M. E., an t8-year old boy, was admitted to Massachusetts Eye 
and Ear Infirmary with a 6 month history of difficulty breathing 

Fig. 3.—ease 8. Lateral distal exter-
nal carotid angiograms, Wide extent of 
highly vascular hamartoma (A) and oblif-
eratfon of most of abnormal vascular bed 
after embolization (8). Lesion was recur-
tent, having been previously resected 
with placement of radon seeds (arrows). 

through his nose, bifrontal headaches, and epistaxis. He had been 

operated on for 'polyps " at an outside hospital 6 months prior to 
this admission. The surgery was accompanied by massive bleeding 
that required 3 weeks of additional hospitalization. 

On admission, sinus films demonstrated polypoid thickening of 
the mucosa in the right maxillary antrum and a mass in the naso-
pharynx, A selective transfemcrral bilateral external carotid arterio-
gram demonstrated a large vascular nasopharyngeal tumor located 
mainly to the right of midline, consistent with a juvenile angiofi-

broma. The mass was supplied almost exclusively from the right 

internal maxillary branches. tl extended from the posterior naso-
pharynx as tar forward as the posterior wall of the right maxillary 

sinus, which was displaced forward superiorly at least as high as 
the floor of the sphenoid sinus and interiorly as far as the posterior 
part of the hard palate. 

The patient was subsequently discharged on sti€bestrol IS mg 
daily for 2 weeks and returned for removal of the tumor, which 

consisted of temporary ligation of the right external carotid and a 

combined transanirai and transpa€atal excision with cryosurgery. 
Estimated blood toss was 2,500 ml. 

He was admitted nearly 1½ years later with a 6 month history of 

recurrent epistaxis. Polytomography of the sinuses demonstrated a 
obulated right posterior nasopharyngeal mass with extension into 
the sphenoid sinus, right maxillary antrum. and possibly the right 

ethmoid air cells Transfernoral bilateral internal carotid, external 

carotid, and ascending pharyngeal arfertography demonstrated re-

current angiofibroma supplied primarily from the right ascending 
pharyngeal artery (figs. 4A and 48) and also by branches of the 

internal maxillary artery on the right (fig 4C)_ Additional supply was 
trvm the right ophthalmic artery. After arteriography, the catheter 
war, positioned in the right ascending pharyngeal artery, and t f 

gelatin loam fragments were introduced with subsequent oblitera-

tion of flow to the tumor. The catheter was then positioned in the 
distal external carotid artery on the right just at its bifurcation and 
there was subsequent partial occlusion of the superficial temporal 

and middle meningeal arteries after introduction of t 7 gelatin foam 

fragments. The distal stem of the internal maxillary artery was also 
occluded (fig. 4D). After embolization, the patient underwent sur-

gery for resection of a recurrent tumor via a medial maxillecfomy 
approach ft day after angiography). Estimated blood loss was 
250 ml. 

He was admitted for a fifth time nearly 3 years after initial 
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patients. Cummings found that, although symptomatic relief is fast, regression of 
tumor with radiation is slow. In his study, 50% of patients treated with primary 
radiotherapy had visible tumor in the nasopharynx or nasal cavity 12 months after 
treatment. Fifty percent of patients who had visible tumor at two years suffered 
eventual recurrence. Most recurrences after radiotherapy have been blamed on 
geographic misses, but some authors have blamed inadequate dosing. The proper 
dosage of radiotherapy is debated. Cummings of a! declared 30 Gy for three 
weeks adequate for tumor control, and found no greater control at higher dosages. 
Economou et at from UCLA found doses of more that 36 Gy to be required for 
adequate tumor control. Some have suggested 30 to 35 Gy for moderately-sized 
tumors, with larger doses for extensive tumors. McGahan et at from Baylor 
recommend primary irradiation for intracranial tumor using 40 to 46 Gy with 180 
cGy fractions. 

Most authors prefer surgical treatment in all patients with extracranial disease, and 
reserve radiation for "unresectable" intracranial tumors or as post-operative 
adjunctive therapy when residual tumor has to be left behind. Concerns with 
surgical management include intro-operative death secondary to exsanguination, 
tumor recurrence, and intro-operative injury to vital structures during attempted 
resection. In the literature, tumor control rates with a single surgical procedure 
generally range from 70% to 90%. 

Many surgical approaches have been used against JNA. The decision regarding 
approach is usually made after reviewing radiographic studies to assess tumor 
extent, blood supply, and presence or absence of intracranial extension. Midfacial 
degloving provides good exposure to the target area with excellent cosmesis. 
Techniques have been combined as necessary to provide full exposure for most 
tumors. In the case of JNA with extreme lateral extension, a transzygomatic 
infratemporal approach has been used. Intracranial JNA is estimated to occur in 
20% to 25% of cases. Operative complication, recurrence, and mortality are all 
closely linked to intracranial extension. Invasion lateral to the cavernous sinus is 
generally considered resectable, while invasion of the sinus itself or medial 
penetration, with involvement of chiasm and/or pituitary, is generally deemed 
unresectable and treated with rad`€otherapy. 

Twenty male patients with JNA were seen at The Methodist Hospital between 1981 
and 1993. The average age was 14.65, and ages ranged from 9 to 21 years. 
Sixteen patients underwent surgery, and four received radiation therapy. Eighteen 
patients were treated primarily, and two were transferred from outside institutions 
after unsuccessful treatment. Seven patients presented with epistaxis and 
obstruction respectively, and five patients presented with these two symptoms 
together. One patient presented with rhinorrhea. The most common tumor stage 

ling the Sessions staging system was 2B. All patients underwent arteriogram; 
surgical candidates were embotized, with Gelfoam in the early part of the series, 
and with PVA for the latter patients. Several different approaches were used; 
midfacial degloving is the most popular approach currently. All irradiated patients 
received 46 Gy dosing. There were five recurrences: four surgical, one 
radiotherapy. Recurrences came with virtually every surgical approach, equally with 
both kinds of embolic materials, and with both early and late stage patients. 
Average estimated intraoperative blood loss was about one liter, with six patients 
requiring transfusions. 

Our experience at Baylor suggests that most extracranial tumors can be controlled 
in one procedure with a carefully planned approach, but that recurrences can occur 
at all tumor stages. Likewise, most intracranial tumors can be controlled with 40 to 
46 Gy of radiotherapy with low morbidity. 

Case Presentations 

Case I 

A 9-year-old boy presented to the otolaryngology service with a history of several 
months of nasal congestion and a one-month history of occasional epistaxis. On 

r,up:r,wrvw.bcm,edu(vto;grand/92393,htmd Page i' i 

SKIP0000088_0062 



UNIVERSITY HOSPITAL MANAGEMENT COMMITTEE OF SOUTH MANCHESTER 
Group secretary: A. H. Keates, !wl-B.E., F-C.f.S., F.H.A. 

CHRISTIE HOSPITAL & HOLT RADIUM INSTITUTE, 
WITHINGTON, 

talephone. 

O -.4 8123 

lour 39934A 
.P//jj/75/b178 

15 J& a 1976 

E , 

t 

A 

tl is C i s : 4 A Y 

is 

D 4 

is 'o 

GRO-C 
._._ 

.
 :.-.-.... -.------------

MANCHESTER, 
M20 9BX 

SKIP0000088_0063 



G RO-A 

i._._._._._._._._._._._._._._._._._._._._._._._. 

If ,
f  • 

I wish to confirm that. my brother! GRO-A was admitted to GRO-A 

Hospital in -.-__.-.-.-.-.- GRO-A ---Ain the years 1974 and 1975, where he 
underwent two operations for the removal of a tumour from his right hand 
nasal cavity. During these operations he was given blood transfusions to 
replace the associated loss of blood. The surgeon was Mr J Potter now 
deceased. 

Fours sincerely 
GRO-A 

G RO-A 
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Fig. 4 -----Case 5. A and B. Right se-
lective ascending Ohatynpeai inrectiona, 
lateral view. Early arterial phase (A), ar-
terial supply. (Ant °- anterior?. Early ve-
nous filling and dense blush l 1. C and 
0. Right selective external carotid angio• 
grams. C, Arterial supply from internal 
maxillary artery branches, 0, Pastern-
bolization Occlusion at internal maxillary 
stem (arrow), 

A 

hospitalization because of bilemporal headaches and pain behind 
the eyes and in the back of the head. Transfemoral bilateral external 
and right internal carotid arteriography demonstrated a small 
amount of residual juvenile angiofibroma on the right side within the 
pterygomaxillary fissure. There was no evidence of intracranial 
extension. Repeat selective right external carotid, right internal 
carotid, and left common carotid arteriograptly 14 months later 
demonstrated enlargement of the residual tumor with involvement 

of the lower halt of the sphenoid sinus and lateral extension into the 
region of the pterygomaxillary fissure. The main blood supply was 
from the internal maxillary artery on the right. No intracranial exten-
sion was demonstrated. The ascending pharyngeal artery was not 
selectively catheterized. 

Results 

The results of 16 embolic procedures on 15 patients are 
summarized in table 1. In case 14, the lesion recurred after 

i

adiation therapy, embolization, and surgery. A second em-
bolization and surgical resection were performed. The rest 
of the patients have not required reernbolization or further 
surgery, although the resection was subtotal in several 
cases. 

The arterial supply to the tumors consisted of the internal 
maxillary artery, which supplied the angiofibroma in every 

case in this series, and the ascending pharyngeal artery, 
which was the major feeding vessel in five of the 15 patients, 

Embolizatian was performed at the same time as initial 
angiography in the last nine embolic procedures, Of the 16 
embolization procedures. 11 consisted of unilateral internal 
maxillary embolization, four of unilateral internal maxillary 
plus ascending pharyngeal embolization, and one of bilat-
eral internal maxillary and ascending pharyngeal emboliza-
lion. 

Operative blood loss before embolization was significant, 

r
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examination the patient had a large fleshy mass completely filling the 
nasopharynx. CT scanning on the day prior to admission revealed a 
nasopharyngeal soft tissue mass with extension into the paranasal sinuses and 
bony destruction. Bilateral internal and external carotid arteriograms showed 
primary feeding vessels from pterygomaxillary branches of the right internal 
maxillary artery, with no significant contributions from the right internal carotid or 
from the left carotid system. The patient had polyvinyl alcohol particle embolization 
of the right internal maxillary feeders, and on the next day underwent resection of 
tumor through a right lateral rhinotomy approach, Estimated blood loss was 1250 
cc, and the patient received one unit of packed red blood cells. He tolerated the 
procedure very well and was discharged on the sixth post-operative day. 

Case 2 

A 20-year-old white man presented to the otolaryngology service with recurrent 
epistaxis and nasal obstruction. He had been diagnosed in 11986 with juveni le 
nasopharyngeal angiofibroma (JNA) with intracranial extension, and had been 
treated at that time with 4600 cGy of radiotherapy. He had an excellent clinical 
response with resolution of his symptoms, and subsequently had been 
asymptomatic until a few months prior to this cl inic visit. Examination revealed a 
nasopharyngeal mass, and CT scanning of the head and sinuses revealed a soft 
tissue mass occupying the nasopharynx, left maxillary sinus, spheroid sinus, and 
`eft pterygcniaxillary fossa. Bilateral external and left internal carotid arteriography 
,evealed that the primary feeding vessels to the tumor were branches from the left 
internal maxillary artery, with small contributions from a branch of the cavernous 
segment of the left internal carotid artery and the right interna maxillary artery. 
Bilateral embolization of the nternal maxillary feeding vessels was performed using 
polyvinyl alcohol, and on the next day the patient underwent resection of tumor via 
a midfacial degloving approach. Estimated blood lass was 500 cc. The patient 
tolerated the procedure very well, required no transfusions, and was discharged 
home on the sixth postoperative day. 
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To Whom It May Concern, 

I wish to inform you that my brother ,[......•.. G RO-A _._! was admitted into L GROA 
-GRO-A i Hospital, GRO-A in both 1974 and again in 1975. On 
both occasions he had operations for the removal of a tumour from his right hand 
nasal cavity. I can confirm that during and after these operations he had to have blood 
transfusions to replace the loss of his own blood. 

The surgeon who performed the operation in both cases was Surgeon John Potter 
(now deceased). 

Yours sincerely 

GRO-A 
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