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body Iodine‑131 scan. The patient was hence offered 
palliative external beam radiotherapy to the tumor bed 
in the PNS and the manubrium sterni. She continues to 
live with disseminated disease for the past 6 months on 
suppressive doses of thyroxin.

Follicular carcinoma is the second most common 
thyroid cancer, accounting for 15-20% of all thyroid 
gland malignancies. Distant metastasis, although 
relatively uncommon, has been known to occur more 
commonly to the lungs and bone. Radioactive iodine 
therapy is considered to be the first line of treatment 
for distant metastasis from thyroid carcinomas that 
concentrate radioiodine. External irradiation should 
be considered when the cancer is unresectable and in 
the palliation of bony, spinal, and brain metastasis.[5] 
It is occasionally used as adjunctive therapy in the 
management of patients with advanced thyroid cancers 
and in recurrent tumors that do not concentrate 
radioiodine.[5]

Metastases to the PNS usually respond poorly to 
treatment and usually have a poor prognosis.[3] This 
report highlights the importance of suspecting metastases 
as a differential diagnosis of vascular tumors in the PNS 
in patients with a previous history of malignancy.

Arvind Krishnamurthy, 
Vijayalakshmi Ramshankar

Department of Surgical Oncology, Cancer Institute (WIA), 
Chennai, Tamil Nadu, India 

E‑mail: drarvindkrishnamurthy@yahoo.co.in

References

1.	 Prescher A, Brors D. Metastases to the paranasal sinuses: Case report 
and review of the literature. Laryngorhinootologie 2001;80:583‑94.

2.	 Duque‑Fisher CS, Casiano R, Vélez‑Hoyos A, Londoño‑Bustamente AF. 
Metastasis to the sinonasal region. Acta Otorrinolaringol Esp 
2009;60:428‑31.

3.	 Altman KW, Mirza N, Philippe L. Metastatic follicular thyroid carcinoma 
to the paranasal sinuses: A  case report and review. J  Laryngol Otol 
1997;111:647‑51.

4.	 Nikitakis  NG, Polymeri  A, Polymeris  A, Sklavounou  A. Metastatic 
papillary thyroid carcinoma to the maxilla: Case report and literature 
review. Head Neck Pathol 2012;6:216‑23.

5.	 Brierley J, Sherman E. The role of external beam radiation and targeted 
therapy in thyroid cancer. Semin Radiat Oncol 2012;22:254‑62.

Access this article online

Quick Response Code:
Website:  
www.njms.in

DOI:  
10.4103/0975-5950.117809

Practical draining 
technique using Foley  
catheter for maxillofacial  
spatial infections
Sir,
Surgical exploration of involved spaces and 
maximum pressure reduction of pus‑filled spaces are 
main steps of abscess treatment.[1] Accurate placement of 
drains in the involved compartments provides effective 
drainage and fast resolution of the spatial infections. The 
general purpose of the Foley catheter is to drain urine 
but it may serve as a very effective abscess drain.

It could be used both as a passive or active drain. 
The rigidity and diameter of a Foley catheter poses 
advantages over Penrose drains, which allows placement 
and directing the drain into desired facial planes 
without any collapse and folding of its tip.[2] The Foley 
catheter allows monitoring of the draining process 
with computed tomography (CT), magnetic resonance 
imaging (MRI), and ultrasonography [Figure 1]. In some 
catheter models, a thin wire is integrated along the long 
axis of the catheter for easier radiological identification. 
This gives the chance to visualize the exact position of 
the catheter in situ.

The most common sizes are 10 F (3.3 mm) to 28 F (9.3 mm). 
We prefer mostly 14 F or 16 F sizes for abscess draining. 
After aseptic skin cleansing, the skin is incised with no. 11 
blade and blunt dissection is performed with a curved 
clamp until pus‑filled space is entered. The Foley catheter 
is advanced with the clamp through the dissected space 
and secured to skin with 3/0 silk suture. The space is 

Figure 1: CT showing the localization of Foley catheters in situ
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irrigated with a sterile saline and aspirated back with 
negative pressure [Figure 2]. Most of irrigating saline 
drains along the catheter through skin incision.

The advantage of Foley catheter in abscess drainage is for 
deep space infections that allow effective irrigation even 
in spaces difficult to irrigate when Penrose drains are 
used.[3] With daily irrigation, the bacterial concentration 
is diluted and resolution of infection is accelerated with 
this technique.[4]

To our knowledge, Foley catheter as a drain for fascial 
space infection has not been reported. They are practical 
and cheap as an abscess drain for fascial space infections.
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Figure 2: Irrigation through Foley catheters
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Positive outcomes of 
naso alveolar moulding 
in bilateral cleft lip and 
palate patient
Sir,
Cleft lip and palate (CLP) presents with an array of 
problems like feeding difficulty, speech defects, facial 
deformities, along with psychosocial stigma.[1] The 
treatment of CLP has moved from being completely 
surgical to presurgical interventions to improve the 
cosmetic and functional results. Pre‑surgical orthopedics 
or NAM has aided significantly in this direction. NAM 
is the nonsurgical, passive method of bringing the gum 
and lip together by redirecting the forces of natural 
growth. It also allows for the correction of the flattened 
nose prior to surgery and facilitates nose repair at the 
time of lip repair.[2] The theory of presurgical NAM is 
based on Matsuo’s research that the nasal cartilage is still 
developing and subjected to repositioning within the first 
6 weeks of life. He found that the nostril on the side of the 
cleft could be shaped more symmetrical to the non‑cleft 
side by reshaping the alar cartilages in the unilateral CLP 
patient.[3] Matsuo described that, for the first 28 days after 
the child is born; the child’s blood contains traces of the 
maternal hormone estrogens. This makes the bones and 
cartilage of the child flexible, thereby ensuring that the 
skeleton does not suffer any damage during delivery.[4] 
We discuss a case of bilateral cleft lip, alveolus and palate 
with a marked cleft nose deformity in a newly born infant 
showing favorable response to NAM.

A newly born infant with complete bilateral cleft lip, 
alveolus and palate [Figure 1] presented with wide 
alar base with severe deficiency of the alveolar soft and 
hard tissue along with flattened nose therefore NAM 
was planned as a preliminary treatment in this case. 
A NAM appliance was then fabricated and a nasal stent 
composed of 0.032 inch diameter stainless steel wire 
with a hard acrylic resin moulding bulb on the top was 
added to aid in elongation of columella and improved 
nasal tip projection. The moulding plate was modified 
on weekly basis by adjustments to the wire to increase 
the angle, to increase the amount of force delivered to 
the nasal segment [Figure 2]. The duration of NAM in 
this case was approximately 6 weeks following which 
primary lip repair was done. At the completion of NAM, 
the convexity in the alar base, elevation in the nasal 
tip cartilage and proximity of the lip segments at rest 
with significant closure of the alveolar cleft gap can be 
appreciated at the age of 4 years [Figure 3].
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