ek ¢l o] 9 &3] A
A15d  A2E 2004 O N[O

o]&

1354250 Age] Yefd FRUNAA 24 A48
830 o AAZ

HFBNS T R FHAAEY olu AT AT A
A7F - 1A% - o) HH

= Abstract =

Revaluation of Reflux Finding Score(RFS) in Laryngopharyngeal Reflux(LPR)

Kee Hwan Kwon, MD, Jae Ho Ban, MD and Kyung Chul Lee, MD
Department of otolaryngology, Kangbuk Samsung Hospital, School of Medicine, Sungkyunkwan University, Seoul, Korea

Background and Objectives : In general, ambulatory 24-hour pH monitoring is considered the current gold standard for lary-
ngopharyngeal reflux(LPR). There is no validated instrument whose purpose is to document the physical finding and severity of
laryngopharyngeal reflux. The purposes of this study are to revaluate the validity and reliability of the reflux finding score(RFS)
and to quantify laryngoscopic findings using reflux finding score.

Material and Methods : Thirty-three LPR patients confirmed by dual-probe pH monitoring and thirty patients of control were
selected. The RFS was documented for each patient with telescopic laryngoscopy before treatment. For test-retest intraobserver
reliability assessment, a blinded laryngologists determined the RFS on two separate occasions. To evaluate interobserver relia-
bility assessment, the RFS was determined by two different blinded laryngologists.

Results : The mean age of the cohort with pH-documented LPR was 45.8 years and the mean RFS was 11.4. The mean age of
control subjects was 52 years and the mean RFS was 5.4. The mean RFS for laryngologist no.1 was 10.8 at the initial screening
and 10.9 at the repeat evaluation. The mean RFS for laryngologist no.2 was 11.1 at the intial test and 10.9 at the repeat evaluation.
The correlation coefficient for interobserver variability was 0.93 and intraobserver variability was 0.94.

Conclusion : The RFS demonstrates excellent inter-and intraobserver reproducibility and is helpful for quantifying laryngeal
finding in LPR. We can be 95% certain that an individual with a RFS greater than 7 has LPR.

KEY WORDS : Laryngopharyngeal reflux - Reflux finding score.
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Fig. 1. Comparison of pseudosulcus versus true sulcus. A : True
sulcus vocalis of the right vocal fold(arow). Notice that the
sulcus is present in the midportion of the striking zone and stops
at the vocal process of the arytenoids. B : Bilateral pseudosulcus
(arrow). Notice the subgloftic edema extends past the vocal
process all the way to the posterior larynx.

Fig. 2. Ventricular obiiteration. A :
Open laryngeal ventricles. Note the
sharp ventricular bands and the
open space between the true and
false vocal folds. B : Partial ventri-
cular obliteration. Note the ventri-
cular space is reduced and the
false fold edge is indistinct. C :
Complete ventricular obliteration.
Both the true and false vocal folds
are swollen, thus obliterating the
ventricles.
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Fig. 3. Comparison of Laryngeal erythema of arythenoids versus
diffuse hyperemia. A : Isclated erythema of arythenoids. B :
Diffuse laryngeadl erythema.
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Fig. 4. Vocal fold edema. A : Mild vocal fold edema. B : Moderate vocal fold edema. C : Severe vocal fold edema. Sessile
changes are noted. D . Polypoid degeneration of the true false folds.

Fig. 7. Laryngedal granuloma and thick mucus. A @ Laryngeal
granuloma(arrow) can be seen. B : Thick laryngeal mucus(ar-
row} can be seen.
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Fig. 5. Diffuse laryngeal edema. A
Mild diffuse laryngeal edema. B :
Moderate diffuse laryngeal ede-
ma. C : Severe diffuse laryngeal
edema.

Fig. 6. Posterior commissure hyper-
trophy. A : Mild posterior commis-
sure hypertrophy. Mustache-like
appearance of the posterior com-
missure. B : Moderate posterior
commissure hypertrophy. Posterior
commissure Mucosa is swollen eno-
ugh to create a straight line across
the back of the larynx. C : Severe
§ posterior commissure hypertrophy.
There Is bulging of the posterior
larynx info the airway.
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Tabie 1. Refiux finding score (RFS)

Reflux finding score (RFS)

O=absent
2=present
2=partial
4=complete
2=arytenoids only
4=diffuse
1=mild
2=moderate
3=severe
4=polypoid
1=mild
2=moderate
3=severe
4=obstructing
1=mild
2=moderate
3=severe
4=obstructing
O=absent
2=present
O=absent
2=present

Subglottic edema
Ventricular obliteration
Erythema/huperemia

Vocal cord edema

Diffuse laryngeal edema

Posterior commissure hyperirophy

Granuloma/granulation fissue

Thick endolaryngedal mucus

Table 2. Mean reflux finding score of LPR* and control group

LPR group Control group
Laryngologists (N=33) (N=30)
mean RFS mean RFS
No. | st 11.3(99-12.7) 5.4(4.7-6.1)
' 2nd 11.0(9.6—12.4) 53(4.5-6.1)
No. 2 1st 11.1(9.5-12.6) 58(4.8-6.8)
2nd 11.2(9.8-12.7) 5.2(4.3-6.0)

* 1 LPR : laryngopharyngedal reflux

&
T o

A A5 HAGE 2, Hughk 8 18
AR (EEAAE1.9) 0193, AHAR] 5 H%F
H ke 9, 183l BEEAsE 538 (EFHA+2.2)
o2 Uity T WA A A A HA] AFF
Foad A4 HA 2, HugS 9 18y 7
(FFRAE2.7) 012, APAR B¢ ARG 3
Hughe 9 183 HFE 528 (EFHA+E23) 02
ERGTH Table 2).

JAFFAFF At ¢ 2 AR A A
& AAATE 0.93, AR Flojd Al E 0.94
o]t
AFFAFFTAA 870 3ol oXE A HA HARRE
B9 BEIFFO) 72.7%, FFAAN 72.7%, T+

81.8%, FFHE 69.7%, ANAZTTRE 818%, ¥
Hu|] 78.8%, %olE 3.0%, FFU AAxA 12.1%
RS, F AR AR A ARsHREo] 69.7%,
FAHY 81.8%, FFLA 84.8%, TFHE 66.6%, A

’ oo
ﬂ,UIJB‘

F”_IRO

[00]
i

Ry
o

kei==A=]3

{otvkummje

Table 3. Prevalence of reflux findings between observers in LPR*
group

N~ Laryngologist  Laryngologist
Reflux findings ryNg 1 9 ryNg. 209
Subglottic edema 28(727%  23(69.7%)
(Pseudosutcus)
Ventricular obliteration 28(84.8%) 27(81.8%)
Erythema 27(81.8%) 28(84.8%)
Vocal cord edema 23(69.7%) 22(66.6%)
Diffuse laryngeal edema 28(81.8%) 26(78.8%)
Posterior commissure 26(78.8%) 05 (75.8%)
hyperirophy
Granuloma 1( 3.0%) 1( 3.0%)
Thick endolaryngeal mucus 4(12.1%) 4(12.1%)

* . LPR : laryngopharyngeai reflux
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