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Fig. |.7: Three separated ossicles: The maliaus,
Malleus
.

The three ossicles arc malleus, jneys and stapes

the oval window (Fig.
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Best Cholce Questions

average length of the external
ory canal in adults?

ms

35 ems

d.

4.0 cms

Q2. What is the approximate length of the inner

bony part in relation with the total length of
external auditory canal in adults?

3. one-third of the toral length
b, one-half of the tol length.
¢ ‘anc-fourth of the total length.
d.  two-third of the ol length,

The outer part of the external
cartilaginous. What
of this part
length?

4. one-fourth.
b. one-third,
¢.  one-half.

d. two-third.

auditory canal is
is the approximate length
relation with the canal's total

=,

Q5.

Q4. Tensor tympani is an Intratympap, .

Where is this muscle located in the middle,
2. neck of the malleus,

b. short process of the incus

. neck of the stapes

d. tip of the pyramud,

Histolog , the tympanic i
adult is made up of many layers. How e
layers are present in the pars tensa?

4 one.
b. two,
¢ three,
d. four

If you are clinically examining the e
22-year-old normal person, the color of
tympanic membrane will appear as?

2. brilliant white.

b dirty white,

¢. pearly white,

d.light gray.
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Q8.
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Q

Q

Q
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a |
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suriculotempe ;
d, greatcrauricularand 2
You are performing a surgery on the mastoid
region in a 28-year-old male patient. What is 5 ¢
the average depth from the surface at wl =
you will find the mastoid antrum?
10 min. :
b, 15mm o
¢ 20mm 0%
d. 25 mm.
- Which part (s) of the middle ear is least deep? L
epil sanum,
l\J pitympanum =
a 13. d
d: - barh epitympanum and hypotyimpanum
= 4. d
i lw:a( is :Jh‘; average length of the eustachian |-
ube in adults? 15
4. Hmm
b 16mm
€ 26 mm,
d 36mm

. Which wal] of

the middle car
tympanj'z

called ‘tegmep, vity is alsg

A anterior wyll
b, redis) wall
. Hoor,

A roof

Q15. Which of
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cloped from

Q4. The o™

-h embryomn

-saderim
ectoderm and mese lcr
endode
ectoderm, me
i vi st
the following
he midd

e

1 and mesod
i

ertm
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ructure communis

le ear cavity:

directly with t
internal auditory camal

mastoid antrum

jons

3.5 emsor | inch

Outer one third 15:¢ arnl
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middle eranial fossa
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Best Choice Questions

QL. Which frequency range is audible to a normal
person?
1 10161000 He
b. 100 to 10,000 He
€ 2010 2,000 He

fal palsy/asymmetry

d 200 20,000 Hr.
- = — . Fa
£ s Flyperacusis |

Q2. Whatis the approximate speed of sound in 2
atnormal temperature and pressure? 6. b, PR « Tinmmus
3. 77 mil r hour »  Deaffiess +  Vertigo +  Trauma or foreign body
b 77 miles per hour. + panoromlgi « Itching or irrisatan « Blecding
© 770 miles per hour =  Referred onlgra A or deformity =
d. 7700 miles per hour. . Ororrhes or discharge L el
£ i hxiian car can be civided into how, many — R Following aré the distinct types of deafness
parts for physiological purpose of hearing? S
Common sy 1. Conductive
2 twoparrs. A i
b i the patient o 2. Sensorincural
. three parss. i
T Sy 1 Deafe 5 A
c  four parts 2 Painor oulgi 4.  Non-organic
d. Bve parss, 3. Otorcheaor . g
Q4. Inwhich part of the cochlea, there is maximum 4, Tnnitus Conductive Deafness
displacement of basilar membrane when there Vertigo In conductive deafness, there is pathology in ) {i,\.
isa high frequency sound? ¢, lichingorirritation canductive pathway of the sound to the inner car. The
3. apex of cochlea. 7. Swelling or deformity: pathology may lic in the external ear or middle ear ull the
b.  basal turn of the cochlea 8 Facul paley/asymmetry: foot plate of the stpes. Typically, in conductive de -l\l|u~
¢ middle part of the cochlea. 9. Hyperacusis and autophony; the sound appears quieter but not distorted l||1~ qual i\ry
i 2 be -3 ¢ patent nears nis
d.  helicotrerna of the cochlea 10, Trauma or Foreign body: of speech is well maintiined because the patie ©
: own voice clearly. In some cases of conductive deafness
Q5. Where is the higher center of coordination and A s especially in orosclerasis, Piracusis Willisi is:also present,
12. Other symptoms like fever, nausea, vor 4 This js a phenomenon where the patient hears better in
I L 2
bt the noisy environment than the quiet and soundless one

equilibrium located?
The cammon causes of conductive deafness include:

1 cerebellum,

b. midbram. DEAFNESS
T T e 1. Impacted waxin the external auditory canal
dfiiess or hearing impairment is a common sympram -
¥mp 2. Big foreign body in the external auditory canal

. parictal lobe
rease in the ability to hear.

d. temporal lobe of ear discase. It is the

According to WHO report, 360 million people worldywide

; ]dd““bl;”p,h‘ wing loss and among these 32 mi! I are
children. Deafmess may vary i a degree si 5

ren: Deaness may vary from a degree so slightas o 5. Tumors: ¢ £ Osteoma

3. Otomycosis

4 Boil: if large enough

Q6. Which body movement causes the maximum
stimulation of the horizontal semicircular ca-

nal? cscape n 1
£Scape noy the patient 1o complere |
: 5 ; - 8. g W picte loss of hearing, Sonpe; e
rotation in honzontal So, the deafiicss may be partial or complete. According to the o Congenieal awresia and malformations
. : sev cor . . ‘ = 7 c =
b. rownon in vertical axis, .u[c;lra. most commonly used chissification of deafae S - Acute and chronic Otitis media,
. linear acceleration, & Dlows . 8. Onu e h
5 " 1s media with effusion.
d. vertical acceleration A acaring up to25dB 9. Trauma: e v
+ i 25 AUma: ear drum perforation or disloca
afiess 26-40 dB ossicle. Tty X the
* Moderate deafy
ALk deafness e 10, Oroscle
o R e ;: 55 dB i oselerasis and Yympanosclerosis,
i v iTiess 570 dB “ustachia - .
Severe deafiiess 7 nasoph : (ullj'tkdysﬁmmm ue 10 pathologies of 1
. . 119 sopharynx. fike enfaroe > .
Profound/stane deag: IdB nasoph Y fike enlarged adengids and tum,
e deafngss =91 dB Opharyny, 015 Of the

2 ogeni
12 Iatrogenic: €8 Surgical
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raaximum normal hearing threshe
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from the following?
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A parient came with the complaint of hearing
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quicter and distorted
icter but it 1s not distorte

Q4

startion occurs mainly at higher frequencies.
stand consonant’s sound.
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glise ear
impacted wax
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d of perorming voice 1
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§

Fig. 4.3. Examination of the left ear with aural
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er,
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bellar dysf

nature

s
examiner
e fr

bout 12 inches distane

'SP CXIera
ed to eliminate air conduction
Hearing Test in Children

In case of 1 ¢
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Fistula test 18 wsed in

detecting
TINtY
¢ part of t
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Sechon | - ggy

Dix-Hallpike

il e . = i ‘ : T
Eil 3 y t propetly
Tt properly
Checklist for Clinical
Examination of the Ear

| 1. Greevand introduce yourself
Explain the procedure.
Tike appropri
Rolation Test S
I g toiation esg botk the Tabyrinths are Stimyly, Expe = EXAMIRINE parep
simulancously. Therefore they have Tisle
application.

P cercbella crion tests, i :
o pn ; : Clinig| Hlluminate the part prope
rformed on a pancnt compiaming i :

head mirre

7 ~gin by inspeci : | 1. Check: facial nerve fanction:
FACIAL NERVE EXAMHAE(ZN £

lateral surface of i winkling on forehead

» mavements (dysdisdocokincsia)
nagon or finger-nose rest. As the facial nerv oug : e ekligonr
Jest for rebound phenomenon (positive). it is intimately related with the ear, Many ' c. mastoid region. S
; SeRIERS onia and reduced  car cap affece the facial nerve a al palsy, 5o 4 :
T e (pen : al nerv its intepriy : d. medial surface of the pinna
o cxamination of the facial ner s intearity pye
power). .

|
Speech {slurred s done with the ex tion of the ear (see chapter 151 e
f ane with the examination of the ear pter | e. conc
Sp (shurred speech).

external auditory meatus ‘

- Bmine externl auditory cinal by pulfing pis

i e proper direction, 18, Examine the ot ear in the s

Fig. 4.15: Method of performing Dix-halipike fest. the proper direction | | xamine the other ear in th T S
B Hold the ear speculum in a proper way, 19. Dispose the used instruments properly

Record the findings adequarely,

- Clean the external auditary canal (if v X or dis- ‘ 20,
arge is present)

21 art and say thanks
Assess character

Best Choice Questions

or perforation in pars flacci- 2. Which of the following perforation is typically

da of the tympanic membrane? associated with attico-antral type of chronic
Suppurative otitis medi
1

. marginal perforation, b
d. penipheral perforation.

4. attic perforation, 2
b central perforation, anteroinfenior central perforation
cenral kidney shaped perforation,
€ pinhole central perforation,

d. poste rostipenior marginal perforation,
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10 ba
perfarmed on a patient wh

2 = i
Caftiess in both cars, it A'J:m.u"f =
Positive in batl ears. Which of the following b
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d. uicle.
4 aero-otitis B
s micdia Q12. Tuning fork tests were performed o, 5 Kot

b- chronic stippirative oficis redi: Qi Tonina fork s il
both ears and the result of Webe;

Rinne’s regt was
Complaint of g,
it

Iareral semicircular canal

sup:

4. noise induced de

in
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e
S test

ds the right ear, 1y} d
lateralized towards the right ear hat jg the
ent and the likely possibility for th
> formed on a patient an mast ly ¥
Q6. Weber srnﬁ'!ﬁ;’-l?P:'f;U_n':‘m””“_d towards his : severe conductive deafhess iy B
ed that jtis Ia e . 3
r~m;,' S ﬂ“’;:;,',, is the likely possibility for th
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fallowing is the most likely possibility for this?
1 there is conductive deafess in the left car and

semsonnenral deafess in the right ear.

Answers with Explanations

 also called as pars Maccida perforagion

2 d atmico-antral type of CSOM is typically AS80Ciated
b, there is conductive deafhess in the nigh with Posteresuperior or atic Perforanon
sensonineuri deafpess in the left ear, 3 e through voice rest We can only assess Severity, of
<. there is condiicrrve deafivess in the right ear: deafniess
d. there is cqual conductive deafitess i both cars. 4 d
QB A child was brought to the OPD with the com- f" ;f -
Plaint of deafness since birth, Whar should be 0. 2

lateralized towards (e

diseased eqr
the minimum age of the child for the distrac-

7o)
tion test to ha performed? 8 d.
& L mondh, T
b 3 monehs

7 above and below body emperature
10, b
C. 5 months

11ia
9. 7 rmonds,

12, ¢

so fateral semicircular can Al will become vertical
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Best Cholce Question®
——— hich of the following assessmeny 1
O e At o sitay (BERy"

range tosted in stem E

most useful?
o assess uid i

ency

he middle ear

bt assess hearing threshold in infans
- toassess sems of the ossiculir ch
\suire middle ear compliar

di

Which of the following are subjectiye e “j.
jometry?
impedance and speech

rone and nmpedar
try,

erformed on A
showed an air

fi os with a
» of 40 dB in most frequencic ‘rlkj L
e conduction line What s the likels
mong the following :

1dB.

Q2 FPure tonc
ometry,
I
possibility for chis et
vand bramstem evoked resporse
Which of the following are objectiy
audiometry:
impedance and brainstem evoked re 1
dicmetry.
impedance and speech audiorrictry
pure one and impedance sudiometry
speech and brainstem evoked response aidiop,

24

ticnt has mixed deafness or 80 dB.

Speech audiometry was done on @ -o-‘;c..:‘-:.r;ll
Iady of chronjc suppurative ottis miedia wit
mild to moderste conductive hearing o
What will be the expected speech discrimin

tion score in this parient?

Which aof the following parameters cannot be
assessed by impedance audiometry?
aconsoc reile:

middie car compliance.

. £ar pressure.

d-  rype of deafness

Tympanogram was performed on a 24-year-old
male patient which showed type B tympano-
gram. What is the most likely diagnosis?

2

b

2.

&
6.
7
B
9.

Menicre's disease.
outis media with effusion

b.
¢ otoscleross:
d. presbycusss,

Q6. Tympanogram of a 20-year-male patient showed
ype A, tympanogram. What is the likely possi-
bility for this?

muddle ear effusion.

ossicular chain dislocanion

assicular chain fixation.

i

otosclerosis,

Congenita 25
Malformations o

Atresia of external auditory

partual absence

v Jawe Follow

malformations o

o failure of cor
cond branchial
preau

preauricular Sinus or Cyst
Preauricular sinus forms duc

betwe the first and se

in the auricle. External opening g

element:
is situated between the trapus an
tact, Usually no syr

1n front of
ted and
pain,
the

fuston

in;

;:.J).,-\ cyst may develop in the
are produce =pt a visible opening
However, the sinus or cyst may get inf
symptoms (Fig: 6.2). These SYmptoms are

redness and  discharge.  After treating
and sinus trace 35

complete surgical excision of the cys
needed,

Fig. 6.1 Preauricular sinus.

cacherc

d crus helix (Fig

nital malformations of

ollin’s syndrome the inner car.

ry Meatus
by non-canalization of the
63). 1t & ofien assacited
ticratia. A patient who has conductive deafiness, on
of the external auditory

15 kreated by reconstructive surgery of the

external auditory canal

Complete or Pariial Absence of Auricle
INna occurs due to failure of the
wncular wibereles. Anotia is the
pinna. This condition s treated by

apl
ple
Anomalics of the pi
development of the ax
complete absence of the
3 reconstructive surgery;

h
ricular

nptoms
the car.
produce
swelling,
infection,

Accessory Auticle
wnna 15 developed from six

As mentioned earlier, the p
cond arch, which fuuse together.

tubercles of the first and «
one of them fils o do 5o and forms the

Sometimes,

Fig. 6.2: infected preauicular sinus.
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Treatment for ¢

CONGENITAL MALFORMATIONS OF THE MIDDLE

Congenifal F n of Stapes
ongenifal Fixation of Stap
the middh

s In this eonditior
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ral Severe  fixed 1o i
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od during operanon in
amal, def

counte n
of the facial nerve

ic cavity and persistent

.

ie. Fig. 6.6: Bat ear or Lop ear.
Fig. 6.4: Accessory auricie.

Q1. Preauricular sinus results from failure
complete fusion between the bran
Which of the branchial arches ar
for this con:

of
chial arches.
© responsible

o

, firstand second branehial arch

second and th inchial drch

third and fourth branchial arch

d. firstand third branehial

Q2. Al0-year-old girl was dia
ular sinus on both sides,
for the sinug’s external op

nosed with Preavric-
Where will you look
ening?

. behind the ragus.

b. in front of crus helix

¢ in front of the ear lobule,

d. in front of

15.

Q3. A 12-year-old boy came in with
recurrent infection in his preau
on the right side. At the time
problem, the sinus was not i
should be its further manageme

a history of
ricular sinus
of presenting
nfected. What
nt?

3, exasion of the sinus wact.

b.

marsupialization of the tract

Q4

What is the other name
syndrome’

b

of both laby—

sciated,
€ar iy
deafness

1 of 18 years

e of the sinus

for “Treacher Collin's

Bing Sicbenmann dvspl A1,

Answers with Explanations

1t 1e mastly sitaated i front of the erig

magus and erus helix

surgieal excision of the

Telix
between ¢

opening and the whole
wract is the treaument.
there s 2 malfrmation of the structures. that
develops from the first arch
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s and external auditory canal. Theee o
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Foreign Body in the Ear

Forcign bodicsin the earmay be MmAe such gy,
¢ dnamimate such as bodics that are usually jop,

o

ore and ofter Fig. 7.2: Cauliflower ear or Boxer's edar.

clinical Features
History of introducing f
ay not be present. Symptom
send upon the type

h may also be pres
¢ o clots may
mjury during an atempt to remaove
patient.or others

Clinical Features of a Foreign Body in the Ear

| *  Usually children or menglly

retarded person
History of forcign body introduction
* Pamn

Deafness

Tinnirus

Reflex cough

Bleeding from ears

1ma o the ea,

2 and som

d 1o be found
ar margins (Fig
be present m the




icated
ngand Valsajva's

! during bath

1 of the ossicular chain
U trauma to the head and
f the incudostapedial joint is

rauma and moderate 1o

i B o 0 e 'n, the gmpanic membrane
ctry sk = £ au ictry and impedance andiom-
SUC changes, On PTA, there will
vith air bone gap. On impedance,
curve with normal middle
The conditon is trear-

be conductiy,
there js 4 higl pe
€ar pres
od by
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ire (type A
a ymipangp,

Fracture of the Temporal Bone

Fraceures of the temporal bone are cl;

A.  Longituding]

b.

sified into
fracture

Transverse fracture

swdinal fraceore is il t
the lang
middle

branc and the ext
Afmicss is pres
Transverse fracrure
The fractare lin
the petrous e This type
e the Labyrinth and the inte
sensorineural deafness as a result
comman in this type
The diagnosis is made on history
and' inv nons includir

has prime importance in It

the fracture. Manay

multidiscipliniry

INJURIES INVOLVING THE INN| R EAR
Fracture of the Temporal Bone v

Discussed a

Direct Trauma

Direct trauma to the labyrinth may be cauged §
sharp foreign body penetrating through the mijddle ey
causing dircct damage to the labyrinth. Direct 1

abyrinth may also be caused by bullet mnjuri
will present a history of mauma and deafness,
both.

cam
pinna after s
that can ari

A 19-year-old male patient came
traum diagnosed with

any

formation on his left pinna
location of this blood collec

h 2 deeply
ear. He had a
under gen-
cessful. What
3 removal?

d. wathin the layers

A father brought his 3.

complaint that he had inserted a ronnded be d
in his rig| l(-al!.Whntih\lw MOst common position old male patient came in with a
forimpact of such foreign bodies? history of a slap on his 1eft ear. On «
Be was found to have a perforation in his left
ear. Which type of perforation would you
expect in this case?

mination,
cartilaginous part of th

A 4-year-old boy was bronght in with a
complaint of a smooth and round foreign bods
having entered his right ear. What is the most
suitable instrument or tool for removal of this
foreign bod

crocodile force What is the most common site for dislocation
ring probe of the ossicular ch,
tlley's forceps;

tissue foreeps.

of the mcus.
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piseases of the External Ear

Oitis extera
Bails or furuncle

o Owmycosis

o Diffuse
Bullous myringis

titis externa

external ear

ST EXTERN A=
isanacute or chronic inflamm. of the
re the

~ Opitis exlentt =
?n, part of skin of the external car. Fallowing a
ole

wh I types of otitis externa;
ic

1. Boils or furuncle
2. Otomye
3 Diffusse otitls externa

518,

Bullaus myri

Seborrhaic otitis externa,

[ Ecze OLS atins extermna,
3

7. Malignant otitis externa.
8 Herpes.

Oritis externa is mostly caused by |
external ear and may occur .\cumdﬂ’\: 10 ofits media. Iy
addition, many. diseases of the skin found elsewior
the body miay produce similar fesg
Factors that predispose otitis exteriy include
the ears with contaminated objecrs,
or mauma in the external ear, swimm|
water, scalp dandruff, syringing,
allergy:

ocal fictors in the

c an
£ external ear.
crarching of
bad Instrumentation
g 1N contaminated
use of hearing aid and

Boils or Furuncle

ABoilor firnndle is the acute staphylocoecal infection of
a hair fallicle. In the external auditory canal, hair tollicles
are only present in the cartilaginous par, There can he
cither just a1 single or multiple boils in the ear. Recurrence
of boils is commaon The predisposing factors are diabetes
mellitus, general debilitating diseases scratching in the cars
ind switiming, This is 4 very painful condition becyuse
the skin i tightly adkercne 1o the underlying cartilage and
the exudage SAnnot spread in the ussue plane,

.- W
Syrmging of
v OB

ichondritis of the pinina

prom, fallowed soon by

n1s usually intense and
NN or anemp
situated 3

egravated by movement
1 pass an awral speculum. 1f the

when opening

it induces pain

month during che

< proximity of the
temparomandibular joint. Cond CUVE type of deafiiess is
present when the canal is oceluded by swelling Tender and
Palpable lymph node draining of the

present. Discharge 1
ather

Firm nodular swelljg
ussues (Fig. 8.1,

i

d en
12y Be present if the boil bursts, The
lude low grade fever, headache and
€% on prossing the tragus and the pinna
PFihe mcanal wall and the adjoining

SYmptoms ingl
laise, tender

Clinical Features of Bails in the Ear

Pain: intense

*  Deafness:if boil i big cnough.

* Discharge: if boil burss

® Fever low prade.

* Swelling: externa] auditory canal

|
Tenderness: ap magus and pinma,

Differential Diagnosis

The condition fas 1o be
Oceasionally, these

differentiated from ma. oiditis

WO conditions may coewist. 1y
mastoiditis, preceding history of otits medsa, deafness,
signs of middle car infection Onympanic membrane and
radiographic changes in the mastoid will be present. An
exostosis should not be mistken for 3 furuncle s it 15 4
pamnless, hard and Presentin the bony part of the external
a boil that is alw,

auditory canal, in contrast o

AYS present in
cartilaginous part of the capal.




Treatment of Boils in the Ear

. inst staplyho

al in glycerine wick locally.

- occasionally necded

be diffe

serna, Microscop

& onrs ¢ €
canfirm the dia

from the debris v

Treatment
Treatment co ol
y dry mopping or stction cles
and fallow-up is necess
Local application
15 cff

o ctive against both
dary bactenial infecric

= diffuse inflammaton

nfection i the lining skin of the external

n in wropical and suberopical
aterora continuons discharge
tant predisposin
c the fun 1sing this condition
Three of this fur
aspergillus albus and aspergillus favus,
also found in some eascs

is aspergilhus s are found;
aspu
Candidz albicans is

Arianon:
ilus miger,

Clinical Features
In the carly stage of the diseasc, parient complains of
Blockage or conductive
deafiess occurs when the m ass blocks the cxte rnalauditory
camal completely Sccondary ha terial infecton occurs
later on, causing pain and discharge. On examination, the
external auditory canal is found to be filled witha wetne
Fragier or blotting papger like mass (Fig. 8.2).

itching or irriztion in the cars

canal. Maostly

occur, Grm +ve bicen
ve and mixed flora can be
propartion of these or

are

USTOS Vary with the ge o

Clinical Features
Acute form of diffise otitis externa 1mg tly oy
as pain in the ear that is ageravated by mo ernert ¢
and the pinna. Discharge from the ear is injy
serotis but later becomes thick and puruleny. De
miy be present due to the acoumulation of dig hirge
epithelial debris inthe canal. Gn examination, the meg
skin is found to be inflamed, swollen, render and may |
cavered by pus or discharge (Fig. £3). Draining jymy

Iy thin

nodes may be enlarged and tender

Chronic form is comorbid With constint Hrritation
itching or discharge, On
found to be thick and edemarous.

samination, the meatal skin |

DiifElL‘nliu\ Diognosis

aficss and 3 hary n
aditory canal

cumtilaton of disch

n.
1oving the pinna

and tends

Treatment
e principle of treatmenc in
eep the ear dry, avowd
lar cleaning of the ear, insullanc I
aut comicosteroid and trears:
in condition. Systemic annb
ndition does not improve e
c drops. Systemic analgesic or NSAID
required in severe pain and inflammation

Bullous Myringitis
fis externa lemarrfig, this condition
includes inflammation of the tymyp

nd redness (

mic membrane with
8.4). As it is often see
during influenza epidemics, the causarive organism for this
condition is most probably the influcnza virus

blebs, swelling

Clinical Features

Hemarrhagie blebs are tormed on the ear drum and
adjoining deep external auditory canal. They

1Ay rupture
quickly with discha

of the hemorrhagsc fluid. Pain in the

predominant

y result fr

Symptom.

Secondary
ucing pam in the
o white scales are
The pinna, lobule and
ommaonly

greasy yello
nal auditory ¢
r sulcu:

are also

< full of dindmff

cted. Scalp 1

Treatment

cleany the scalp and ear with antidandruff
Local broad

may be

£ selenium

spectrum. antifung ketoconaz

applied in the external anditory canal and pinna.

Eczematous Ofitis Externa
Tr 15 an allergic dermaritis mvolving the skin of the
external auditory eanal and pinna. The allergy is' maostly
due o local factors causing contact dermatitis e g from
llergy because of tropical
£reams, cosmetics or from bacterial and

— e

spectacle frames, jewellry,
antibiotie drop:
fungal antigens.



1s orfarvas of housefy,

Ciinical Fealures
No
canal Jeads «

SYmptams 1

sis is complete

Treatment
Surgical treatment (meraplisty) s
deafness is present, especially
red imposs

1 imay ematoma

ndency. Ocher cat MAGGOTS IN THE EAR

auricular cart = :
welling aver the pinna
sms. Fluctuation will be

Maggots are the larva
ituracted by the foul smelling discharg
or niose and lay their egps into the ¢
and the nasal cavity: Wichin 24 hours ¢
larvacfmaggors (Fig, 8.8),

Maggots: produce severe pain,
smell and blood stained  discharge, O eXmingy
gots are seett (o be visibly crawling in the o
CXICnsive sof

o

IFTItAtion, syl i

essential 1f fuctuation
i needed to

antibivtics having broad

rred. They can be changed

ty report of the

ma

prevent 5
auditory canal. They may cause

present

ulation tisg
necrosis.

s the removal of ] magEars

Y fiemly atuched to the ey

oil) or chloroform Wit

Treatment include:
forceps as they are usuall
wall. Maggor oil (turpentine
instilled which causes asphyxia and ma; gt death, the
facilitating their removal.

spectrum &

ind sen.
is present, it should be removed
fve surgery of the pinna may
urs as a result of cartilage

ubsequently afy
pus. I cartilig
at the same rime. R STP
be necded fater, if defarmiry OCC
necrosis.
ACQUIRED STENOSIS OF EXTERNAL AUDITORY KELOID IN THE EAL_
e hAﬁAﬂi.ﬂEﬂL - overgrowth of dense fibroy
Acquired stenosis of the ternal Auditory Mearys
(EAM) js the narrowing of the meatus as aresultof excess of
fibrous (s0ft) or bony (hard) tissye. Chronic otitis éxterna
cquired stenosis of the
ternal

Keloid results from the
Terany kuldo!’.\'kumuurylru.uuH)' extends beyond
the borders of initial injury, does not regress spontaneaugy
and also tends to reform after an excision. It is differen
from 2 hypertrophic scar, which 15 a raised fibrous lesion
aver the skin sear and does not extend beyond the il

mnjury. A 'H’]Jclrmphu- Sear may also regress spontancoush
with time. On the Pinna, a keloid formation is relativeh

TISsucs,

15 f’}l‘ mosr common Gause IJJ'-‘
mearus. Other causes include Operations on the
auditory canal perichondritis, tumors, CXOSIOSIS, tralimg,
COrrosve buras and facture of the tympanic plate.

QL.

2

Q.

can oecur. Pr
calp dandruff

causative or
itis externs

by a normal sal

in the car or

What is the usual location of a boil in the ea Q4
2. outer half of the external auditary canal

ouerane-third the of external 4ud ory canal

outer two-thirds of the externz] auditory canal

inner one-third of the externa) auditory canal
What is the most usual number ofboils present
in the eaj

L one

b: two.

c. three

d, muluple

How recurrentare boils or furuncles in the ear?
4. commaon

b. uncommion

€. rare,

d. never reoccur.

1

_ __7_agslgrlaice Questions

- Why are bails
painful?

hay

skin of the

the laser
A num!
atment imeludis

fapamil

renn-

Asmimentaton,

Bail

mes confused with

nt becanse of

nal. Ag
Syringing 15 the |
rcted by ¢

or steng

1y, which are

r foll

cnlar

sk
d

skin of the external auditory canal s

an of the extern

elicate

adherent 1o the underlying

nditions
cumulanon

or furuncles of the ear very

are close to each other.

external auditory canal is miore vis_

il auditory canal is thin and

tghtly
cartilage

A 20-year-old male patient comes in OPD and

is diagnosed with a boil in his right ear. What
is the most common symptom that the patient
Presents?

1
b.

d

deafness
itching,
otorrthes
pain.




Section | - gar

Q6. An 18

Ioeat
on palpation?

Q7.

Ot extema.

bullous myringitis is common?

€ mumps

d

scarler fever

Q1L Whatis the causative
OLitis externa?

2. asperpillus,

b, candida.
e p

d. rhizopus,

yrosporon

QI2. A 68-year-old male
diabetes

patient with uncontrolfed

mellitus came with

complaints
of severe pain and blood stained Purulent
discharge from his right ear. On examination,
granulation tissues are Present in the floor of
the external auditory canal, Whar is the most
likely organism responsible for this condition?
3. beta hemolytic streptococe;

o paticnt was dis
in her left external wu

ion is the renderness m

ximum 1 pacudomonis acrugis

Q13 In which of the followin;
malignant otitis exte

ter 08 — Diseases of the External Ear

na s most o,

ich of
which
called ‘mag

I nly present
9,

Q1

who bad completed

mulnple

common fungus responsible

Q0. In shich of the following disease epidemics,

organism for seborrhoeic

ith osteanmyelitis of

Q14. A 65-year-old male patient w;

5 diagne,,
malignant o

s externa. He way ro

d. sodium chloride ir

Q6. A 22-year-old female

Patient wag g;
with wa

her right ear. Sh
that her right ear drum js pe;
the best option for remay

Aenos
e also Menting
thorated, . W
al o wax in thi g
a. dry mopping,

b. ring probe

An §-year-old boywas brought in with o
20, An

in his right ez Which of the following will be
= d for removal of maggots?
use

tient for wax removal. What should be the dir
tion of the nozzle of syringe during this proce.
dure?

]

b

Q23. What is the most common finding on cal
examination of the ear in a patient with
€. suction cleaning, otomycosis?
d. syringing . sopgy, bloting paper like material filling the
7 : . external anditory ¢anal
Q17. In h of the following condition, ‘e, - S
syringing’ is contraindicateds b, dry ear with identifiable spores in the external
auditory canal
L acompletely deaf patient, ;
¢ inflamed external auditory canal with flakes of
b.  otosclerosis :
epithelium sticking t6 its walls,
©.  perforated ear drum, d
d. oympanosclerosis

QI8 Ear syringing was performed on a 20-year<ld
female patient for removal of wax from her

right car. Which of the following is the least
likely complication?
4. facial nerve paralysis.

b:  oritis ¢

terna,

squamous debris filli
canal.

the external auditary

s M“K.-.\‘ﬁ a 10
otics for the last one month What gt il o
SE ey
Q8. A 3 id female patient was diagnosed surgical management for thix payie,,,” o b 34
8. A iS-year-old female pa g e nEa S :
with otanycosis in both ears, What is the most a debridement. ;i :
. . g tom presented by b v ) 2 <
constant and common symprom p Syringing was advised for remowval of Wax
the patien Qzl. 2 25-year-old male patient. Which of the 2
1 blood stained otorrhea . simple mistoidectony it s 16 d
! = QI5. An 18-year-old female patient Comes 3 diseilled e
0 OPD with hard and impacteq S ‘h'm = TEmperiture AL
i ears: Which of the following agen; ;. v g S 19, ¢
- itis? softening of the wax? T c 20 4
Q9. What is the other name for bullous myringitis? d rature 2
2. carbulic acid in glyeerine d %
herpes zaster orieu b uii ehldridein ¢ yringing was planned for a 18 vear-old male pa 2
3 ¢ sodium bicarbo
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g Otitis Mediq

i (AOMy
M

3 (CON) M

9P alCSOM Simple mastoidect

of CSOM M

Wigin of

fified raddical
stoidecomy

mpanatomy (OME

cholestestani
Tyinpanoplasty * | Acro-ntity

Media 15 the collective 1
1y condinions of the middle car ¢
he eustichian tube, middle car cavity, actitus,
ther mastoid air cells. Following are the
Suppurany
Acute onris medin (AOM)
Chranic otitis media: (COM)
Tishorympanic
Artico-antral
IppUrative
Ouas media with effusion,

Acro-otitis

___ACUTE OTITIS MEDIA (AOM)
Aeute otits media, previously called Acyee Suppuritive
itis Medty (ASOM) is the acute inflammation of the
lining mucous membrane of the middle ear cleft, The
type of inflammatory reaction and its progress depends
upon the virulence of the infecting onganism, age and
resistance of the patient, therapy with antibiotics, degree of
preumatization of the mastard and the previous infection.
Acute orjtis media may affect infants of any age and is

very canan in childhood. It is distinetly less common in
idults: This is due to regression of the adenoids, a reduction
i the number of upper respiratory wact infections and
custachian be dysfunction in adults, Eustachian tube in

children ts more wider, shorter and horizontally placed as

compared to adults.

Etlology
The muddle car clefi usially ge

of infection from the

dhe custachian tube

along the twibe. The

rhinosinusius, o

and faulty method of ir

enter thie

acute otitis media especially
placed.

Wide range of org
mon being sreproco
orasella catarenlis aid suphplocact, A b
acute ottis media are also viral in origin, whick, g .
invaded by bacteria :

tension of infection from nasophiaryny
I| = Through perforation or grommet )
*  Bacterial: streprococei, Pneumococe, |,
influenzae, M.catarrhalis staphylococei g

Often starts with a viral infection

Pathology

cinical Fe

clinical Features of Acule Olifis Media
Symptoms
Pairt, deaficss
adache
depend on the stage

[tially congested sympaiiic membeang
Loss of landmarks

«  Bulging of car drum

Perforation of car drum.
Fig. 7:1: Tympanic membtans at diff
eute ofils medio. A= nermal tymp
= early stoge, showing co Tion ¢
\nehandle of malieus: C=infense vasc
of 1he whole tympanic membrar
pympanic membrane due 1o pusin |

An acute infection can spread very rapidly ope
whole lining of the middle ear cleft but the symproms o
an ordered progression, suggesting successive inficti

We can divide this progression into four stages

e

oran

tarted

and

cate




lr,m;k-s ZOSMEr atieys.
Otanricular 3de

antibiotics. Antib
and sensiavi
it i the

Sensitivity pof
Y before e g
S e © starting
35 JdJl\H d acco
: cd according to
reporr. 4
b is required if pin

aleure
% pr
“mbrane

made

-3, s or pus from tic middle ¢
the pus is collected i the posterior part of the middle
incision i cascs ofacite sappurative otitis media is 1
i the p nt of the tympanic membra
(Fig. 93). The line of incision on the tympanic membran
in cases of e otins media may be

- eardrii FUPHUre, reg wral wilet is requirced

keep the ear dry. This can be followed by antibiatic
drops. Otier symptormatic treatments inelude analgesics,
sedzaon, aasal docongestants and advised. The condition
usually this treatment and perforation miy
heal. i ehe fone after

foration persists, ympanoplassy i
the acue infection has secded,

Treatment of Acute Ofitis Media

Symptomatic: rest; analgesics, sedation, nasal

decongestant.
Antibioties.

Myringotomy: if bulging ear druim

Avrral tailecand antibiotic ear drops after rupture

ofcar drurm
Tmpanoplasty: if perforation persists.

Sequelae
The infecton may stop at any stage. Healing

may be complete with recovery of normal hearing.
Sometmes, the tympanic membrane is closed by a thin
paper like membrane. On other occasions, dry or moist
perforation may remain. This may
deafness. Perforation causes recurrent
progressive destruction of the tympanic membrane and
muddle ear contents. (COM) If the condition is not treated
appropriately; complicatons may arise due to the spread of

infection to other regrons,

ome residual

ISC S
ions with

- infe

Complications
See chaprer 10,

CHRONIC OT/TIS MEDIA (COM)
Canitis Me )

squamous COM syn
sqquamous COM syn1, chrer
i
ZOM sy, tympangsclerags 1
drum or end result of surgery. g
h the clinical f
types are deser
ces in their mana
TUBOTYMPANIC TYPE of 3
virtually always a commlo oM
C 15 PEISISIEnE per

Ic is
miedia, where ¢
membrane, It is relative
anteal type. In
ds via the cu

hian ke
d tuborympanic

which spr
ty and

current infections of the middlé eqy ]
Larclefi

e
the perforation isclf, where infec,

Fig. 9.3: Myringotomy knife an
. A A Myringatorm
In ASOM (cireumferential incision mgc.:‘ﬂm"'flcu

quadrant], ““"WOI.'\IA_,,D

rral avdit
s type of disc

ous
{hie mitcot! )
sscally eellular and the
-how similar changes
The o
same causin

VSTHE ausin

psusally o
neluding B. protéts, p
clinical Features

Ther
be inermitent or |

symptc MUCOpLF
rsiste

i
present, Anging fron

re deafncss is unusual

il to ria
> Pain m,
wcuite exacerbation.

On examination, there 15 4 ceng 1 e
ape: (Fig 9.4, Discls

o1y canal, mucopurilent or pmylors
trulent ang

¢ Will be seen iy

varying size and

che external aud

B8t will confirm the pres

profuise in nature Heari

of conductive deafness

Fig, 9.4: Sublotal perforation of tha fymne

’ '@ Hympe -

brane: Middle ear is visivle frrough g ,.,pmn';r"'“'m
perforalion

Handle of
malle

membrane Promontory

W 1o eradiome the

Fig, 9.5: % 19y masiaid (ok

view] ina ¢

dical weatmeny
lute 1o improve
g with elouding of he

hry would reginive cortica)

lateral view or Lawy

958 of lubolympanic pe ot CSOM




st the middle earand
s of the surrounding
own or it
It cansists
body giant

woma or granulanons
unded by fc

sndary acqtired
jth adefect in the par
y of pre-existin

or the fosmatian ).
From the o,
aed 1o o,

] arding w this theory,
1 e formed duc to metaplasia of the mig
1 a8 a result of long standing

y: Accordi

al into the r

external auditory
Thar s why an

arat

marginal pe
d dang

tion 15 cons
Retraction - pocker e most widely. acceps
explanation of the origin of cholesteatoma is w\..\‘
starts as a retraction pocketof the ympanic membryy,
When the eustchian tbe i blocked, the tympag

0. negative middls o

membranc is retracted due
pressure Thig retriction is prominent in de p,
flaccida where the middle fibrous layer is absen |

9.7), If the reraction pocket becomes more parked 3
may be formed with a narsow nock. At this s

sac
ceumulate in the sac thus; ymblk

keratin debris 1
to escape through a narrow neck. Onee formed, o
cholesteatormatous sac will continue © grow at b

expense of any structure i its path

Clinical Features
The clinical features and bacteriology are similirw

those of the cubotympanic type. The main symptom &
reciirrent or persistent discharge from the e but it

n, purilent disch
anal. The perfora

+ Discharge: thick, scanty, purulent
anid blood staned.
Deafness: mild 1o severe; conductive or mixed.

Pain: in the presence of complications
Perforafion: attic or posterosuperior marginal
Cholesteatoma: present

Granulation nssucs: present

»  Comphications: frequent and

Diferential Diagnosis
The essential differential diagnosis is between the

two types of chronie suppurative otits media and other

discharging ears.

ennoned amms of surg
urgery to firsy make the ear securc

then 3 [ympa y m the sccond stage

Surgical Treatment of CSOM
As mentioned earlier, the amms of a surgical treaumen is
1oy make the ear dry and secure. and o Testore OT IMPIOVE the
hearing Whethee this cin be achieved or not depends on the
ature and extent of the dise

e
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Simple Musfolde:lomy
T I cortic

all the mastoid air 3
The bony meatal wall ren
n is done when the discase is limi
d air cells. Procedure only
FCSO)

Modified Radical Mastoldectomy

s done when the dise;
ear cavity and the
bony: al wall
9.10). The diseaseisc
ar. The

arc preserved o that a tympanoplasty

s ext

1astold antrum

emoved and

ed from
ssicles, which are

1d and muddlk

at the same time or later on,

corfical mastoideciomy showing
cortex of mastoid bone and
sease from oll masteid air cells,

Armow leading
Dural plate —. 1o aditus
- —— Pinna
Mastold
antrm

Sinos plave <

Mastoid tip —

e o

Radical Mastoldectomy:

Atficotamy
This

Posterlor Tympanotomy

peration, the middl

Tympanoplasty
panoplasty
nism ofthe middlecar. Reg
i cleared from the mia

may be

2. Type II: Handle of malleus ;s )
perforanon. Tympanic i Uang
over the remnant of mal or long pro

b - HI: The mcus an:

is both ane
Tympa mbrane is rec
li an stapes head dircctly (myri

perforation. bseny

apedigpen

Fig. 9.10: A = showing exlension of cholesiag,
- Oeslealgy,
Mo

from attic region to the mostoid anfrum: B=

radical masteidectomy showing removal of e ifieg.
meatal wall with formafion of one cavity (eq € by
down procedure). N0l wey

Radical

aavity

N mcicari
aralle] to the po:
j is suitable for all gy

pproac

icircular canal and
s

ire canventi

ective len:

the abave m
copic 3

ear ry

mastly don

individual) material
membrane re

tym
ndriu

teniy
from the ear lohy

eins. et
t material

poralis fasci is the most

for myringoplasey

The homograft materials (fram the other individual)
wsed for myringoplasty includes temy
cadaveric fympanic membrang, cadaver
fam, serosa ete,

ralis fasca, weins,

diira o

The graft material used for essiculi

chain
recanstriietion a afts Tike malleus, incus, scpt

cartl rtilage ere. and homograft |
ossicles. Prosthetic graft materiale are also available for
ossicular ehain reconstruction like TORP (Towl Ossicular
Replacement  Prosthesis) or PORP  (Partial Ossicular
Replacement Prosthesis)

or conch;

Complications of Max
(Mestoldeciomy)

fearure

toid and Middle Eor Surgery

WnCamI
condar

DS
up
At

tian i ¢
ven 1 oth

atment

mon. Systermic
s along with
hramnic

medical s desenbed in

OTITIS MEDLA WITH EFFUSION (OME)
The term

media with ¢f

i’ oF ‘norsupp
otitis media” i applicd to the clinical condition characterized

by the presen

¢ of non-purulent fuid in the middl

car cleft. Acute and chrome forms can

sometimes be




Chapler 09 - Olilis Media

Vposten af onte

Eflology

o chis con
erbed as erie

Tite exac etic

fulirs tuhy

dysf

paralysis of f
thie nasoph

ey Differcu £

myofallergy cither seasonal of per-
ennfal may cause chang
rnddlle ear cleft Jea

nasopharyns and — -
*  Deafness: conductive in ¢
idddle i o mityy

D:\h,’

3 = Tinniw
3 different viral inncluding
I hology
moviris ciusing nasophiaryngit and [ * - Dulland reericeed symipan Fc". ic &
dto thix formr of non-suppurative otitis | = Presence of fuid in the middl. ,

5} y \
|+ Block hian "
|

4 Unresolverd acute wtitts pedie; Actite suppurative
may not resolve completely, Aficr anit
the exucact in che middle ear may b
terile, Jeading

Tanmims \

e muddle car
This caus

amEtime

therapy,

nogram, see Fig 5,13) and lager

wted tymy

& membtane
1 this condition

tympanagram, sce Fig. 5.12)

5. Clefe

with bubble
It may Jesd (o poor: custachim tube ]

Treatment

tants
indicated if

L prophylactic anubioues. Myri
d 15 present in the middle ear.

Ir there 15 any pre
Clinical Fealures ;

hian b

adene

onduive deafiiess is the principhe feature and oficn
the only symprom of this conditon. One or both cars may
be affecred. Onset may be sudden or gradual. Changes in
the position of the head often cause, changes

Ay

this treatment

Valsalva's mancuverer and nasal
helpful. Myringe

incision in the anteromfer

the degree
of deafness, when the fluid is thin. Deafness 15 often
sciated warh cnniuss, wcluding erackling and bubbling
ses and

ler difference of pi hian

are not opened during
it drogs may be applied be
y Valsalva's mancuverer should be per
ulily during descent. 1f these measure

1
r quidrane of ghe |
membrane under operating micros
16 sensation of ud 1o the car. Vertiga and pain are ventily
eypically absenr

urized aircraft, the

Pe. Indwe]
wibe or grommer s inseried gy

\ presare in middle
prane is pushed i !
mucosal Lining

with vasculag

ful and recurre
tympanic membrane for ventilagi Rkl

3 i nd mansudagion of

id druin

i ARE war. Secondary an of the i be inserred vo prevent th
O examination, the tympanic membrane is usually (Fig. 9.12and %.13), Tvis leftin position unul y; o £ il I the fluid § 1\

dull and retraceed. Sometimes a erescentic hairline is seen  spontancously or may be removed afier six may somctiny

manth

horizonally across the tympanic membrane, which shows

fluid level i the muddle ear (Fig. 9.11), Infrequently, Treatmenl of Otitis Media with Effusion
bubbles may be soon i this flujdl. The colorof the tympanis

e panent complaing of discos

sre and pain in the

g o ¢ Faictin ar, which s followed by deafness and tanins. Deafnies
membrane depends upon effusion and may vary from pale | IrexEe i b predlyy L = I; L n type. There may be sutophony : h\. g

Jlow 1o $lity: g I Tl itk 1l |+ Swam inhalation - eonductye i SYpE i AARpoang
yelow to slary grey or even blux i tlnd 1o the middle [ haay e % lrcks sensation of Nuid in the car. Vertigo is occ wsionally present
car also varies in quanary, viscosiry and color | AN SRR HLE CACOP

On examination, the tympanic membrane i found w be
*  Mynpgowmy and grommet insertion, retracted and congested, A uid level may be soen with

Investigations S bubbles in it. If there is o hemotympanum, the wmpanic
L Pure tone andismerry: On pure tone audiometry AERO-OTINS membrane appears to be dusky blue in color

conductive hearing loss wath air bone gap of about It is also called ottic barotrauma, 2 noninfm Treatment

i 3 csi i .

040 dB especially i low frequencies will be scen inflammatory reaction produced in the lining of i Medical. Tremient. inclodes stSmPbaton wid

Tm arpe Ie will show in early stage, a reduction .

cleft as a result of negative intratympanic pressure

salva’s mancuverer, nasal decongestan drops, systemic




Chapter Summary and Key Points
Acu 1

4 i the middle-ear, pisien:

hs

When the ¢
d at th

dared with chule
amplications. Tuborymp

-antral type

€ 1o seou:
| rhen 1o pesg

ral type
: the nuddle o

| eypically 5

d by colie
id present in th
v medical tre 1t

tion of non

midd}e

v with inser

Best Choice Questions

QL

What is the age group when acute suppu
otitis media is very

common?

i, moraxella and £ oy
i PReumococes ang g

trepoc

1, stage of catarrhal inflam,

ation,

stage of mastoiditis,

Q3

CT scan was done on a 28-

. stage of suppiration,
r-old male patient d

with chronic suppurative otitis media, which
showed exteasive cholesteatoma with erosion

Q7. A 6year-old girl was diag;
of the ossicular chain. Which surgery is to be ofitis
done in this case?

stage of mibotympanitis

nosed with acuty
edia, What is the maost <ommen 5,

early symptom which the patie

0t presents?
4. deafness
b, discharge
¢ pain.
d. tinnitus
Q4 vear-old boy w.

as brought in with complain
of severe

Q8. At which part is the bulging of the tympanic
: carache along with fever since membrane maximum, in cases of acute otifiy
last night, On examination, his tympanic media?
membrane on the right side was bulging and : -
congested with pus in the middle ear. What are g ationhalt
the common organisms responsible for this b,
condition?

anterosuperior quadrant.
¢ pars flaccida,
a.. staphylocoeei, E.calj and proteus

d. posterior half:

—_—

e
d. streptococed, staphylo 23
S shildionc Q5. Wha s the most common rauge ¢, o
cscents infection in the middle car casen 0l
otitis media? Aoy,
An 5year-old boy suffering from acute sup- GLELETIEE,
purative otitis media has bulging tympanic b
membrane despite receiving adequate medical e ot
therapy for the last 5 days. What is the most ap- S
Ppropriate treatment option at this point?
: tib werapy for next 5 days Q6. What is the first stage during Progress,
= - ac edia? g
nnediate cortical mastoidectomy, acute otitis media
p oy only

Q

Q

at

Q12

iy was planned in a

year-old
[ otitis media with of
jent ©

¢ best site for inc

tich of the [ .
hich |y can lead to
aperly

csoM?

if not treated

0 ic' type of

is the incidence of ‘tubotympanic® type
T wh‘--;“ in comparison to ‘attico-antral’ typer
G50
common

common.

Whatis the incidence rate of serious intracranial
13 % 5

complications, in cases of tubotympan type
« 5

of CSOM?

€. uncommon.

d. rarc

A 25-year-old man came in with the complaint

ermittent, profuse and non-foul smelling
ischarge from his right ear for the last 7 1o §
years. Which of the following type of perforation
do you expect in such case?

1 Attic

b. central.

¢ marginal.

«

4. Diagnosi

4, total

of tubotympanic type of CSOM was

made for a 28-year-old female Patient. What is
the type of discharge in such patient?

bload stained discharge,
mucopurulenc discharge,

scanty discharge

watery discharge.

Q6. A

following s,

Q17. On examination
PAtient, an attic perforation
tissues were fi
of discharge

QI8. A3l-year-old m
with otitis medj
frequent and ¢

Q19 A 23 year-old male
with otitis media plus effusion, and was not
responding to medical treatment, Whi
following surgical procedures is required in

2year-old  gir|
botympanic
Perfor

type of

and thy

e deafny
d discharge

TECUTTENE pain

this case?

mynngoplasty

fympanoplasty.

Ympangomy

was  disgnosed
CSOM with central
drum, What is
“Xtent of desfiess in such pattent

came
ke from her fef
years. She had ceq
ear drum with ug
nose

itral perforation in her lof
nremarkable
t examinatio

urgical procedure w
in this case?

of a 30-year-ald

rund in her right car, Which type
would you expect in this cas

ale patient was diagnosed with
a and effusion. Wha
mmon problem in such case?

with

the

in with recurrent
car for the last 2

findings in the
Which of the
be required

female
with granulation

is the most

patient was diagnosed

ch of the



Answers with Explanations

complications of
suppurative Ofitis Mediq

< of transmi

s Rour

Chrane adh,

‘ ; nedia b
L ¢
Labyririthit Cerehellar b
12 d Facial Temparal obe abaces
138 - iaie Mening
14 b Extradural 4 hrombesi
ol 3 Subdural abse hual
I5. 4 asessicular necrosis is uncommon. Al absee Phatu
16. b source of infection is in mastoid air cells.
7 d Acute or < of suppurative oun . -
18 4 beyone th ear and ma r niflesy ¥
19 b mucosa (Fi amplic:

decreased dramancally new

ac
mio:

1. B
2. Ineracranial complications,

cranial complications

Fig. 10.1: Infection spreading from the middle S

Meningitis —
-

Extradural alwscess

| —— \Labyrinthits.
Fadial nerve paralysiy

Sigmoid sinus thmbasis

Mastoiditis




EXTRACRANIAL COMPLICA
olldwine

TUrItive o6 s media

e b xtracranial con

Masroid,

idhcsive

Mastaiditis
M ddites 15 the
of mastoid boy
extends beyond
cells 1o iy

inflammation of
ie. Mastoidins occurs
¢ lins cous memibrane of mastoid aif
olve underlying bonc. It may ¢
Acute mastoidius arises from acot
chironic mastoid;

Bony
when the infection

oF e
onos media while the

ICCUrS v miedia.

In severe cases of

cells is inflamm;

is collected in the air e
er pressure in the mastoid air cells and
n of the infection to the underlying bone

resulr,
rrabeculatic

of the bone occurs with loss of

process is exten ption of bone
on the literal surface and finally reaches up to the surface

and forms subperiosteal mastord whscess (Fig: 10.2). This
subperisteal
several dirceti

bscess if untreated may spread further in

li: Extends laterally to cause de struction of the periosteum
and the covering skin over the mastoid antrum ro be
discharged outside in the form of

ischarging fistula

May extend anteriorly to cause destruction of the
Posterior meatal wall and discharge in the external
auditory canal o simulate a discharging furuncle

septa

» the slicath ¢

\bseess (e
May extend into b

Spwrsali tlivess
May extend in the petrous

Tt may involy

May cxec
plications

fie Bezold's abscess.

ypomatie abscess.

Poli

5 abscess.

Clinical Featur

Clinical fearur
Severe pain behind

cnd Upon the oy
carand tendernes,

region shows same ¢
abscess is present, 2 fluctuant swelling s
the mastoid region (Fig. 10.2). Di "“"&‘ﬂlu:
mastoid region may be secn. (Fig. 10.3)
which is mare pre

cver iy

ent in children dan adygy 1

will e present in cases but varies in seyey iy gy 0
i

EREENLOF Infegr

signs will vary with the stage and

Invest

1. Pus ivity: D
auditory canal or fistula and
and drainage of the
sensitivity.

gations

or culinre and se

us from thy Eitiny
CMoved by jooic
iy

abscess s sent for culeyry i
]

2. Plain Xeray mastoid (Law'’s view): T here 45 liaziy,
3. May erode the mastoid tip at the digastric ridge to in the mastoid area because of exudate o pus m wlh-‘
Fg. 10.2: Post-aural or subperiosteal mastoid abscess, Fig. 10.3: Post-aural fistula

md it further
stic sheet wn the

abyrinthitis

Se

h cholesteatoma

Facial Nerve Paral

chap

otifis Externa

s

l. Exr

g o ; ural absce
hapter 8 for details
{sec chapter

2. Subdural

thrombosis of Internal Jugular Vein

This usually occurs. 35 3 downward ex
(hrombesis from the moid sinus, Scc
dirombosis later in this chapter

Brain absces

nsion of Meningis

vd sinus 5. g

g salin

Sigmoid sinus thrombe
Onine |

petrositis

drocephalus

en infrequently ne

It is
good antibiotics, [toceurs due to direct extens

of availability of

Extradural Abscess

ofinfection
from the middle car to the pncumatized petrous hone The

pus is collected between th
mater, 1F it is hioe drained
intracranial complication

ne and the dura
ther

IS oon lowed by
The extem

common in the p

pathology
Pathology is essentially the same as in
rastoiditis. Infection may be confined 1o the

he abscess v

reatly, It is me

sterior cranial fossa

cases of

petrous bane
tend intracranially Transmission of the infection
may also oceur downwards and cause abscess (e
behind the pharynx.

Clinical Features

3h Mast of the time, exradural abscess 1s sympromiess. It

15 discavered only at the time of mastoidectomy operation
Teisassociated with decp

eated pain, fever and tenderness

Clinlcal Features over the emporal bone. Localizing sigm and symptom are

The initial clinical features are thosé of otitis me dia. hsent
There is. severe unilateral hieadache in the temporal,
supraorbital or retro-orbital regions. This pccurs due o WeGImMent

writation of the trigeminal nerve Paralysis of the Vith
cranial nerve causes diplopia. This constitutes Gradenigo's
syudrome (discharging ear, headache and diplopia)

v

When itis discovered accidentally, during opetation §
CSOM, the necrosed bone around the tact is temove
and the abscess is drained. The surgical procedure depends
upoti the primary condition. 1 1t 1s large enough it should
be drained in association with 1 ne UTOSUTEEOn

Treatment

Treatment is essentially the same as of chromic otitis

media, Subdural Abscess

This is an extremely rare complication. bt is a serious
complication and has a poor prognosis. The pus is collected
in the subdural space, which increases the intracranial
pressure and midline shift

Chronic Adhesive Ofifis Media

As ¢ and somctimes non-
SUppurative otitis media, adhesion may form in the middle

result of suppurati
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0 or MRI 7y,

the presence of I the cerelg )y 1l g
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Treatman} CSF exar
et should be re r 1 I i Gng vein
fiatel: The tregpm, ¥ it 10 drai of th
subdural abseess and e AR e, Treatment 1
Trear i, T
ain Absc be drained i %

ofthebeln,  GHHNAGEER

ation due car infeetion

uppurative la

abscess may be
n the Temperal Lobe Abscess
Cerebellur This is more cop

rise 1o typical efini

s arc inflimmed an,

€ Signg
ure and s

ing g

sed intr nial pre.

> Ystem; aftires 1
will be the same as in cerebellar abseen ciinical Fealur: i
B S Headache and 1o 8 3 1
bs: F site of the onginal . St SRS OF by el E
M are due to chronic otitis ‘]‘-'"“ there is involvement of the g fe e F consclousness varies e i c her
K & Ispi T, e fibers r vel of € . n i T b
v T caused by acholesteatoma ~r‘f'“”-”lf hemisphere. The fibers of P ) ahility and confusion. The signs anc i al jugalar vem
onms " MCUMES g mse (o) this TACY PAsS nedr e temporal Tobe MY invgly, jncracranial pressure: and ous sinus. 1f
ches the cerebellum cither homanymous hemianapia, An e nding legip - v present. Later an, focal n
nay result from sigmoid  contralateral paralysis of the limbs, i

is affected, hemiplegia may occur,
. trequently. Sudden anset of

ade fey

lateral veniticle

- ety
iple cranial 1
c LCar

t indicares the ny

COMA s50ciaren

L e y,
PLUME Of gbece,, ing 0
Prognastic S1eTify,

This is of grave

prain abscess are produce

the other rc

nitated

Investiga:

ns and Treatment
Samie as in cercbellar abscess.

1t CSE

ll the fearures of
and symptoms,

ol a

mly
coTmtantly,
= ally. CSE
most prominent symptom, which is Differential Diagnosis
g, drowsiness, confusion, lethargy,

coma. Papill
o

ema may be prese

The conditon has to be differentated fro;
| | miracTa
sure. There is high grade fever [ = Vomitng

m other

omplications and causes of mening

v piilsc

ate. The focal neurologi
are present which include atx

| Drowsiness, confusion, lethargy

<i

ntated with ather m-

Or comz, Treatment

Papilledema,

10015 often confu

The weatment of otogenic

Meningitis is primarily
% = micdical. Broad spectrum full dose of antibiotics should
High grade fever with rigors. be started fmmediately, which can be chin
Slow pulse rate. | according to the &S repore. The ¢

ed later on
sther measures ta reduce Treamment is

rily medical. Antibiotic th Py 18
| = Nominal aphasia, ihtracranial pressiire can be employed. After the meningiis ﬂ.il’[tLl“‘ll[ht' a sagulants are also giv I:.(
| X l.«\r(rh'\l.\urgcr)'Inr[|I¢pﬂm.\r\w‘IT(I’Ih].]lm]lhm\i\u(\:d removal of the dy with the
Headache f | *  Homonymous hemianopia. urgery for ofit
*  Vomirng | * Contralateral litb paralysis, Sigmoid Sinus Thrombaosis
£ |
/ *  Drowsiness, confusion, lethargy or coma: { l‘ *  Epileptic fits. This condition is now seen much less frequently  Ofific Hydracephalus
| *  Papilledema { S . e Because o herrer antibiotics. Tt is sll 2 dangerous This is exwremely rare and occurs mostly in-children
; condition, which muse be recognized as carly as possible  and youw alts. It probs becaw: 10td
High grade fever with rigors md must be tre, .
Meningitis
Slow pulse rate.

ated vigoroushy sinus thrombasis, which extends to other venous
5 : ot the 1. The
I Alfter the brain abscess, meningitis is che second m th skull, T
CeNal cEre s 5 et i =

Focal cerebellar neurolc gical sig | PR

intses of
©15 2 nse i mntracramal pressure duc to
dequate absorption of CSE by the ar wchnoid vl

BT 202090909020 kﬁin

tracranial complication of the otieis medit




Q1.

Q3.

QL

In which of the
<ations are most common?

tvpe of CSOM
ision

Qz

A 13-year-old boy was dia
abscess. Whe:

Following ear dises

W CSOM,

b pex
. terior belly of digaseric muscle
d. senocleidomastoid muscle

Bezold's abscess. What is the Tocs
this case?

b petrousapex
& posterior belly of digastric muscle,

d.  stenoclerdomasroid muscle

What is the most common intracran
cation of CSOM?

a. brain abscess,

b

d.

cxtradural abscess
meningius.

subdural abscess.

An 8-year-old male child was di

ial compli-

Chapte

ises, compli-

gnosed with Citelli’s
re is the pus located in this case?

gnosed with
n of pus in

thle 1o name a commray

- 7B_esLC_hoIce Questions

Q5. An 1B-yearold male

Patient j,
abscess

=
3 vel
ation of (;5:)::@1 b,

as a compli
mMost common site

OF abscess f,

T SCE8S Fopm e Why
asa? Tt
a. cerebellum, ;
b,

c  parietal lobe

4. wemporal lobe.

Q6.

A 25-year-old male had Bistory of o
car discharge and impaireq heariy ‘;ﬂvlml,
last 4 months. Over a periog ofluse 19 10
developed left sided hnd:"“‘“«'lllnuxg‘ fi
perform repeated move ments with Jof. hang
severe vertigo, What is the most likely ang
for this prese; on? Ty

A acute labyrindiris
b.  eerchellar abscess,
€. subdural abseess.

d. temporal lobe abscess,
Answers with Explanations

b because of cholesteatoma and Bone crosion,

4 second common is Menmgis.

d - because of close proximity.

atie, but when
ey

SyTif

auditory

~ Cone of
light

frec from
poroach is indicated when it
I.Lu.. that can r e

other benign TUMors are very rare in

1l (EACY

worma, adenonta and papilloma

esides osteor

Audit

Maost imporiant among
External

them are cer

Ceruminoma is a benign mimor of the cerummons
gland WaYs OCcurs in outer cartilaginous part of
the external auditory canal. Paticnt reports deafness and

lling, which is usually painless. Treatment is through

NOMA OF THE EXT AR

( 15 a2 malignant maor nsing from the
cpithelial lining of external wd middle ear. Different
varieties  including Squamous el capcinoma, basal el
carcino wnd adenocarcinoma may aceur, Al are relatively

Hncommon. Among them,

most frequent

Basal cell carcinoma (Rodent
frequently on the pinna than the
(Fig. 11 2). It is

squamous cell carcinoma is th

neoplasm

wleer) oceurs me

external auditry

wticularly seen in countries whet




e Iy
arog
E eXtent of

s C

r

i
g e

bland stained Th'_‘nlm:;nr
ia

scharge, carache

al pa i
i T, o tlysis, The treatmepy of thaige iy
; 255 IS Presen fumor s p, ctable In o i
e external audie = CHble I expen
1SS gy, IVer 10 reg

ds 011 congact and ¢

should ;
"ancy: Other crap;a) fierve palcie.

SIS o ey
ind afic Tdiothera,

: Spiclonof £, -t fibrogis |
S 73y be preseng i done,

inteival

HONS IS made by gy
- Routine cyrolog

malignant tumor in the
punch bigpg, g
¥ of the discharge Will often Gagcy : T

Prescace of mallenane capfe’ HOBraphy including o 0 the shengh o

scan or MRI are SEpectally usefy] 1 de o the shearh Schann

L patient with blood |

3 = arly stages of
AR b G In the ear

Ire
; whi, -
{1eiriepy, )i .-

: Gostontbiterat |
gy

€t the extensioy ihility of e tent with gradually progres:
€ Extension cranial nerve. g Slow prown. e i LN R patias
of the disease Yo Jtise lowgre ““’b-““’”“n-nmm.b!" feafness and ¢ led out first
fumor. It appears g5 frm, oy, tellgie § rinor minst be ruled oul
With the nerye spy O s syyeps 751K HHCIRng
Treatment 1t the nery, E J d out on 1S SUrfipe, It )
from the poing OF emergence of the nery, M thg
Treatment depends on the Pathology Sesion of | L ¥ meatus, Mostly, iy i Unifagery) Bl oty

discase, sit of arigin and the

8eneral condition of the  bita o
PAGENL. Sirpicy) exetsion,  radiation therapy or borh
combined employed (o traqe this condition Overall,
PIOBIIOSIS IS poor dyye 10 spread into the Iymph nodes o
eracranial extension,

1amy

CASCS are seen,

Histologically, ic consiy Sofpacked sieqyy o
ussue cells whoge nuclei are A npe
CHTor oceyrs equally in oty the sex,
incidence, usually hegyees

Feon,
d in Palisag, I
©5, with 5
5 0F 30 g 0 vear,

) GLOMUS Tumon .
Clonmus twmor resplrs from the glomys bodies, which are
Presenton the dumcul'Imef'th nternal jugular vein and
then invades the hvpurymp.mum (@lomtuss fuoulare). It may
also result fiom milar bodies lying an the Promonrory,
along the ¥mpanic branch of the ;_;hnsr:pharyu;:c-.d nerve
(Plornes Yipanicam). These are slow g WING tmors arising
from non-chromaffin paraganglionic vhcmnmrpm §
tssues and are very vascular and locally Iuvmi_\'c-. The
Brow slowly within the middie arand ean perforate the
fympanic membrane, The ”“}“Jr o SF;;‘-'-“’ 6 ik )fl“: ::.:: 3. Headache: usually dull In mntensity and probably
our cranial nerves. Facial nerve an, posterior craniz . 4 ¥ i
Jf:::'Jh;::Jw:l,u“{lJ:‘nt may occur by direct invasion of the due to dural irritation by the enlarging tum

Clinical Features

Patient repores Symptoins, which YAy wily xp
and progress of the tumor. Symptoms ||;=:‘all‘\-;ppmm”
tollowing chronological order:

L Acoustic symproms: tnclude deafiiess, tinpiny ul
infrequently vertigo. Deafniess s sens
Progressive in type,

Trigeminal SPMIpIonts: pain; tingling and tanbcy
oceur in any part supplied by the rrigeminal pery
Diminished corneal sensation and reflex also eecue




Choice Ouosh’ons

eXterna]

common

site
of the car?

for ‘basal cojy

POrts deafisess,
last year o
i ear, he has typ;, al‘rising sy
Appearance of the left Impanic Mmembran,,

Which of the following TUHOF s the most [ikety
Possibiliry?

endochondral

SR el
it Th

{ sta

may t

srmal borie
1ally causes 1

but

> cell carcinoma

: found in otosclerotic foel in
e similarity with

and

Q5 A #3-year-old male Patient repors unilateral |
Sensorineuraf deafness, tinnitys and headacl
Which of the ng audiological jn
tion is mosp helpful for diagnosis?

2. Bekesy Audiomierry,

umed

it is

yonsible for

followi

vestiga-

e t collagen fibers
gainst the type T1

b brainstern e

oked response

idiometry.

edominant symptom. In about
ny 5 with Deafness 15 the predominant I
ma 1

8% of cases, it 15 bilateral. Deafne

c

d

15 conductive in
speech audiome try.

mpanomery,

s starts insidiously and progresses slowly, Rare Iy a
= ural deafness may be present when the ibnormal
ades th

as a resul

remode proces

I cochlea, Paracusis Willisi is a phenome
rea of the otic capsule

y ilzginot ared of o

within the cartilag

non
that is frequently present in these ¢

¢ common in fernales
ls )l

than ¥ mplexion

tients e, the patient
1 noisy place. The exact mechanism
s phenomenon is un} nown

better

fair com are said 1o be

linnitus i ne

rly abwa

present in otosclerosis, Some tmes patient may

\
mplai
The clinical manifestation of (f e disease of vertigo,

I A of 20 and 30 years. I On examination,
farely starts be dafter 40 years

ore the ag

e of 104

the tympanic m mbrane is y

normal. In aboue 10% of the cases 4 Aamingo Pink tin
) regnancy all the SYmproms en through the Yympanic membrane due hyy
regnancy itself is nog the of the Promontory (Selvart='s sign) (Fig. 12.1) T
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o

o wilhl
gectorny Op2raner

Treatment

TFeatment of srosclepe

severity and type \.'\E-ﬂl'n(irro»aisr ,Tft’;;;“(h on g
; follow-up i¢ indicaed, ngg drug vl s
‘ | Hearing aid is adviced iy Other pyp iy g S
conductive deafess. | cases where surgery is mmmndgﬁk: ;»r r"h"nl"‘:‘?\
ieed b

n 10% of cases ﬂl 15 indicated when there s 1

* Vertigo
* Tiuning fc
[ = Schwarzes

*  Pacnt cuseach

Arpe aj,
| meatment was molunumz:gd b;r " g
oy operation in 19sq"y ¥ ey
footplate of stapes is remeyed and replze.y w
i

|

shaws conductive type of There are mapy modifications) 10
csent), more pronounced ac - O Stapedec fory and the aperatioy of -,,e h'%
bone conduction curve shaws ~ Performed. I this fechnique, the foors o ot
removed completely insteat 3 hoe 5 Nl 3 Py
anda prosthesis like teflon PISton s inserye lhlrnn\g,k%

lower frequencies. The
4 dip which 1s maximum ¢ 2000 Hz, called Carhart’s

Chapter Summary and Key Points

norch (Fig. 12.2). This is characreristic of otosclerosis, B} i
2. Itpedance udiomety: Te<horws reciscertcon pliancewiy (& 123and Fig. 124). The oty eng OF the i b e e e
ormal middle ear pressure (type VImpanograrm, " \known etiology CiThc o T e = .5 OETess of
i s 4 A LA Eluoride therapy may be (rieq N Cagee se of unknown etology plate of stapes and results in conductive type of deafne ss. Progy \
see Fig, 5.10)) Stapedial reflex is absent S S : Ol ey fixation of the footplate ap 3 arrécr deafness in the form of \
= = . vy ochlear atoscicrosis to stop the d"P"Smﬂnm’nm - ] 5 lixa not successful and surgery is required to correc 6
3. Radiggraphy: Tomograms and high resolution €T bone. There is no firm ""id"”""”b"’“::hnr&‘-,i ey low. Medical treaunient is
- gy * — T TEee

scan may show thickening of the footplate of stapes fluoride therapy; ery ’L.u.lx-:wvll‘) with placement L.mm
surrounded by thick bone, but in clinical practice these e s

are not very helpful for diagnosis and hence routinely
not done.,

Treatment of Otosclerosis

*  Medical
@ Fluoride therapy-controversial cfficagy.

Differential Diagnosis

The condition has 1o be differentiated from other v Surgical
causcs of conductive deaffiess, ; Squcdr:cmmysmpcdumraly [
L. Adbesive ofitis media or healed suppurative otitis media: o Hearingaid: where surgery is not possle

Brapanic membrane may show a sear.
2. Timpanosclerosis: White chalky patches will be scen on

the tympanic membrane.
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changes st

character.
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i of the nature and
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Tt in patients with otosclerosis?
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BYRINTHITIS

: = E [ the membranous
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nenos n including the brainstem, cerel
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mmon ik 1
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Vertigo:
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1. Audiometry: Pure t

2 Etiology
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N NSCIOUSTICSS
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e 1€ VETTige 5113 = gl = aindi -d durine . e
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; ey stra vascularis ; £ 5 membrine 3 i i a
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Infection may enter the labyrinth by a hematogenous 7. Local ischemia, atack. In many patients, it is precedes months endolymphatic Pressure and produce measurable 1

Viral infection

ars before any vertiginous episede occurs, Addi- Provement in hearing,
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1 varal labyrim),

hitis

Which of the follow
of vestiby]

neuronitis?
- Membranous Libyrineh
cala vesabuli

€ Vvestbular artery

d

vestibular neryve

Q3. A 30-yearold
with vestibular neuroniti
SMptom reported by the

A headache,

b. sensor ineural deafness

€. tinnims

d. vertigo

Q4. Which part of the inner
Patients of Meniere's disease?
2. bony labyrinth.

b.
€. ouc capsule,

d.

cadolympharic labyrinth

spiral ganglion,

Q5.

A hydrops of saccule,

b. hydrops of seala media
¢ hydrops of scala tympani,
d. hydrops of scala vestibuli

Q6.

Vg part is involved

What is the other name for Meniere’s disease?

Which of the following structure ruptures

Q1 \n ,,{ fd male patient came o with the
complaint of vertigo, tingj
: ., tinnit
.‘fil'nllnp SIPArment for the lase 2 dayy H. 'm!
\‘;l.‘.i-'r:"'w” ofma 7 pimilar attacks in the page
e ‘. .\ 1eved for o fe L b 3
medicines, Wh s the mogy ke o !‘l ":”’H
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b.  Menier dise
c vesabular peg itrs

male patient was disgnosed
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patient?

main

ear is affected in

in patients of Meniere’s disease due to over

distension by endolymph?
ner’s membrane.

a. Reis
b.  spiral lamina.
€. stria vascularis.
d. tectorial membrane.

Q7. In which of the following group of patients,

Meniere's disease is most common?

a. Infants.

Q.

Q1.
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Clinical Features of Presbycusls

* Age:above 60 years

+  Deafness: bilateral, symmetrical and slowly
Pprogressive

«  Difficulty in understanding speech in the
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= Recruinment is present
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Reassurance and explaning the nature of disabilivy of

presbycusis is very helpful in its managemen
and auditory training is of great help. Maoder

t. Lip reading
i hearing aid
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Lip reading,
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. low frequencie
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Q4. Which of the following drug is least likely to have an
Ototoxic effect?
A aspirin
b clurithromycin,
¢ frusernide
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Q5.
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Answers with Explanations
I External auditory cana)

atherare neural types

Ieads to difficulry in understanding speech

2 Geny ~
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Section |- Ear

terminal branches.

\
\

L Teminal
7 branches
fagalnene

Styloid progess

Parotid gland

Fig. 15.3: Checking for frowning of the forehead,

Fig, 15:2: Exfracraniol part of the facial nerve and ifs

4. Asensor Y brangi
nerve.

3. P

h which communicares with the vagus

sterior auricular nerve,

6 Nerve twthe stylohyoid and posicrior belly of digastric
muscle,

7. Five including the temporal,
Zygomatic, buccal, marginal mandibular
branch.

terminal branches,

and cervical

— CLINICAL EXAMINATION OF THE FACIAL NERVE
1. Motor Part
The motar pare of facial nerve is examined clinically by
the following tests:

3. Frowning of the forchead: Ask the patient o look upward
without tilting his head and put your thumb on
the forehead ac midline (Fig. 15.3). Compare the

horizontal creases that appear on both the sides of the

forchead.

b.  Closure of the eyes; Ask the patient to close his eyes

-

h

¢,

—

Fig, 15.5: Facial nerve Paralysis iy
right side Of I face with loge o rorcg P
SOl folg’

forcibly and try o open his

s with your thimb
ndex finger (F

e the force needed oy

the eyes on both sides,

Inspection of the nasalabial fold: Compare the nasbi
fold an two sides of the face. Fold will be absent o ks
prominent on the paralyzed side (Fig, 15.5),

Movemient of it eas

Ask the padent to-move the

nasi by taking a deep breath. Movement will be absn
on the paralyzed side,
Shourig of the teets; Ask the patient to, show his fesh
The angle of moudh will nac move on the prlys
side so e mouth will deviate towards. the ne=
paralyzed side (Fig.15,6),

Witistling rest: Ask the patient ¢

asymmetry of the mouch (Fig, 1

whistle. There willi¢
7).

Air iuflafins . the oral vestibute: Auk the patient o nlE
his mouth with air (Fig. 15.8), Titp your imkn?np'rr‘f‘"
each side of the inflaed cheeks, Air will Jeak from &
paralyzed side
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CAUSES OF FACIAL NERVE PARALYSIS
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car
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Section 1 - Eqr

Fig. 15.9: Seddan’s clossification,
A= neuroprexia with no anatomical discontinuity.
8 = cmonotmesis with disfal degenetation of the
axans

= Neuratmeasis with complete secfion of the nerve.

Prowimal side Destal side

Pathology

he facial nerve may be affected by inflammarion,
€ompression, contusion, ischemia, stretching, scctioning,
application: of excessive hear, cold and local anesthetic
drugs. Two classifications are used to describe the severity
of pathological mjury of the facial nerve. First classification
was described by Seddon in 1943, while the ather was
described by Sunderland in 1951, According to Seddon’s

classification, there are three degrees. or classes of nerve

injury (Fig. 15.9).

L. Nearaprexia (dass 1); This is a physiological block with
Ao anatomical disconanuity, It is temporary and full
recavery is expected.

Axononmesis (dass 2): In this, the axon sheath is intact
but the axon is divided. The axons distal to the

division degenerates (distal degencration), As the axon

sheath is intact, most of the fibers tend to regenerate.

Unfortunately, a degree of mismatching may occur.

3. Netirotmesis (class 3); In this type of lesion, the whole
nerve is sectioned and distal degeneration occurs.
Unless this type of lesion is accurately repaired, the
end resultis poor,

According to Sunderland's classification, there are five
degrees of nerve injury;

1. First degree: It is same as in neuraprexia,

2. Seeond degree: Tt is same as in axonotmesis, Axons are

divided but endoneurium remains intact.

Tliird degree: Axons and endoncurium are divided but

perineurium and epineuritm remain intact,

4. Fourth degree; Axons, endoneurium and perineurium
are divided but epincurium remains intact.

Fifth degree: Complete transection of the nerve with

injury to.all above structures along with epineurium.

o

3

5. Malignant ofilis externa: Facial ne

6. Malignans rumors of the ear: Thisis a mm:atﬁﬂﬁﬁﬁph

The House-Bracknisn classificaggy
gradin Systerm s widely ised 1o charqgged
facial paralysis. In this seale, grade g o 0% they ﬂqy
function, and grade VI represcigs qun B yy it
Intermediate grades vary according 1o ﬁ.:"’."“ ﬁ‘."g%
with effore. Cioy ;‘%

ns

Investigal
Different types ofelectrodisgrostie e
determine whether only nenrapresy m,::"t'aw
has occurred. It also gives certain clucy pay G588
continuity of the nerve and the progrens cEr e
reinnervation. These test inclades vy ooy

Minimal nerie excitability test: I this ¢,
ameunt of elecrrical stimulition needeg o Bl

Ty

muscle twitching is detected and il

normal side “OMPired g
2. Electromyopraphy (EMG )= In this test, el

of the resting facial muscles ape nnmdk-;?"‘ﬁ!h

i prognostic value for detecting regepepa Sk,

facial nerve. 90

3. Dleaencuranagraphy (ENoG): Thirough g
can assess percentage of degencrated n:n: oy
the ficial nerve, By,

OTOGENIC FACIAL PARALYs|s
The facial nerve is intimately related o the
distases can cause facial paralysis like: h““?
1. Aaute oriris media: Facial nerve palsy ysualk
the acute inflammation settles, S8
2. Chronic otitis media; The facial nerve is affected dye
erosion of irs eanal by cholestearoma, Initially o,
nerve is only compressed but in lung_—slﬂndingmh‘
nerve may be destroyed and the chances of recoiery
becomes poor.
Sumical operations; Surgical operations on the masis
and middle car may cause damage to the ficial nene.
The severity of injury varies greatly from slight
weakness to complete transection of the nene [f
there is complete paralysis immediately afier surry
immediate re-exploraton 15 necessary. Sometune
incomplete weakness of delayed onset may occur afisr
surgery This usually results from pressure of the i
pack and lacal edema. Tn such situations the pack must
be promptly removed and good recovery is
Herpes zoster oticus: Facial nerve may be affecied b
herpes zoster of the external ear (Ramsy H“'-‘:
syndrome). Paralysis usually develops S.Uddf-“lul'&']
often completely. High proportion of fibers ustbli
degencrates, so the recovery 15 slow.
o be involyedit
rve-may be il 5
cransal erve pabis

o

this condition along with other
Overall prognosis is poor.

hroic ©
operation

10t (Umors.

ELL'S PALSY

mon cause of fical nerve
nknown but viral miection
be the cause. Local

orum, which

© most €0

nerv

rve and its swelling in the facial

the i
sompression within the canal leading

cinieal Features

O pelyhasast
bere one

Ot s sl

A to impairment of tste. Paralysis
e hyperacusis

pympar! dius may SOMetmes ca
{petrosal ncrve often escapes paralysis
The g™ d lead 1o diminished lactimation. On
T e e partial or complete paralysis
cammton 5 Tests for tste, stapedius fiuncn

of the f
flex: by smpedance
Jicate probable site and severiry of the
rierves are normal.

wdiometry), salivition and

(itzped
mationind

Lt :
and other erania

Teaiment
At the onset of paralysis, the nature and prognosis of
be explained to the patient. Reassurance is

ey

Summ

Besides Bell's palsy, otogenic cause is the second mas
discases can
Jpl\;g]'.\ still controversial \)th.pr:lunlm» 15 good. In casc
il nerve recovery is poor. Congenita] anomaly in the

middle

Bificult worcs
* Hyperugy

1tis an

el nerve. Among them, cholesteato

audiro; tresthes)
ory hyperesthesia or abnormal increase in the sense

Chapler 15 — Facial Nerve Paralysis

recovery is expected
of the eye i done to

very imiportant especially when
Analgesic is given if there is pain. Care ¢ one to
s a3 the eye closure {s not proper due
Ardificial tears, opica
sleep

prevent corneal abras
alysis of the orbicularis oculi
ic cye ointment, covering of the cyc dunng
i t or wind during the day is required

acial muscles should

and physiotherapy o
be done regularly to prevent muscle arrophy
Full dose "oF ids (predmsolone Img/ky/day) t©
reduce mflammation is found to be effectve iEstarted carly
for 7-10 days, but its role is still controversial. Systermic
viral agent like acyclavir is alse found ro be cffectiy

i 5 { & DETVE 1S
in this condition. Surgical decompression of the 1 e
rarcly advised in cascs that do not respond o the medica

incomplete

Treatment of Bell's Palsy

*  General measurements \
® Reassurince. \
°  Analgesics for pain.
o Care of the eye: artificial tear, eye ointment e “

Physiotherapy |
*  Steroids, \
*  Anuviral agenes

L* Surgical decompression

Pragnosis

Overall prognosis of Bell's palsy is good. Complete
recovery an twa o four weeks occurs in incomplete
paralysis. Complete paralysis is also followed by full
ecovery

recavery in most of the cases, In 10-15% of cases
may be delayed for many months and final recove Y Ay
be imperfect

ary and Key Points

paralysis. A number of otopenic “

a and ear surgery are common causes. Etiology of Bell's |
\

L common cause of facial nerve

s of cholesteatoma |f management is delayed, the chances of

course of facial nerve increases the chances of \

damage during |
|

of hearing,
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A

the nature of facial nerye?

Moed motor and sec TEIOMOLOr nerve,
mxed morgr and sensory neryve
€ mived imotor, s

d

nsary and secretomotor nerve.

mixed sensory ing SECTELOmOtor nerve

Q2. Where is the location of

motor nucleus of the
facial neryer

4. Internal capsyle.

b medull,
©  midbrag,
d. pons

Q3 A 30-year-old lady was diagnosed with Bell’s
palsy on the right side. Whar will be the site of
muscle paralysis of the face in this patient?

a. lower halfof right side of the face.

b upper haifof righe side of the face,
€ engre left side of the face.
d. entire right side of the face.

Q4. Which of the following ear disease is most

commonly associated with Otogenic facial pa-

ralysis?

2. cholesteatoma.

b.  otitis media with cffusion,
€ otosclerosis.
d.  tympanosclerosis.

Q5. Which of the following is the first branch of
facial nerve?

4. chorda tympani nerve.

b. greater superficial petrosal nerve.
I
d.

nerve to stapedius.

nerve to stylohyoid.

Q6. From which of the following foramen, facial
nerve emerges from the cranium?

2. foramen rotundum.

b. internal acoustic meatus.
¢ jugular foramen.
d. stylomastoid foramen.

i in with right
-year-old male patient came in with rigl
& J?c:laefiy:'m::ial nerve paralysis,. Which of the
;.ﬂawing test will be helpful to find out the
i:valvzmem of nerve to stapedins?
brainstem evoked responsc audiometry.

electrocochleography.

a.

b.

Qs,

Qu.

Q10.

1 s with Explanatic,
e &

d  called facial nucleus,
d

B IR o

1000

~ —— BestChoice Quesfions

€ electoncuranography,
d. impedance audiomerry,
Which part of the tongu,
chorda tympani nerves

anterior ¢

]
b, anrcrior two-thirds of the to
€ middle-third

d.

NEle,
of the tongue,
posterior one-third iof e WOhgy,

A d0-year-old man came 4, e
paralysis, where the UPPer half op, facjy
escaped paralysis, What is the Faga I?“hq
ofpathology in this patienys """u.,

2. estmatemporal,

b. infranuclear.
€ intratermporal,
d. supranuclear

What is the most common CAusE of [
s acia]

paralysis?

Bell's palsy.

cholesteatoma,

b.
& mastoid surgery.

d. surgery of the parorid gland,

infranuclear, it type of paralysis,
because of bone erosion.

after emerging entersiinto the parotid glind.
contraction causcs decrease

compliance.

because of supply from bath the cerchral e
spheres,

7

= fing or lip reading Hearing ai
ecl reac F
Spece

i Air conduetion hearing dids
|2 idory i & . Hone candicthn Hsa ity .
ervation -
ch conserval i i
v SpCES . = —— —
| HEARING AID
o patients depend RING = — !
U e ‘mpm‘dlnp;n‘:n\ pmJ:n'v Teisadevice which isused & r'\n\‘phllf.\l\nn(;l‘h: R
e 20 ‘ e ud v : ¥, ferent non electnical
e e =‘“-::5--' the primary cause, audi and helps in hearing, In the past, diffe
1 Leatment o

e L
on :r communication, The

I reatment opticns arc

fte

t options available

Training
3 Spee
b Auditory traning

i seading or lip reading

Auditory bratnstem implant

d. Assistive devices

SPEECH READING OR LIP RfﬂNii_
vy high
fliculty in

It is the

the

useful in deaf’ patients' who have

frequency sensorinenral loss and have di
udersunding speech in noisy backgrounds.
process. of understanding  speech by ubivrvurg
movement of lips, facial expressions and gestures.

AUDITORY TRAINING

Auditory g is mainly required o underst;
et afier 3 cocklen mplant but it is alse used after
"Mngofhearing aid iy some individuals,

SPEE
——~—SECH ConsERvaTIoN

Many Patients wigh sudden
Blimeng Jog. their
86 Patiengs 3

———. e
O severe
ability gy monitor the;
i [riined 10 Monjtor
ProPrioceptiye feedbacl.

ny Iwmng
irown speech,

their own speech by

*  Cochlear implane

devices were used as hearing aids, They \Ilklli(‘li'.' M‘:::;h;;;
tumpets and speaking tbes. The basic mee mnl} a
these devices was to collect sound deliver it to the ;.‘ :
Mow clectrical and digital hearing aids are available e
basic mechanism of these electrical heanngaids is the same
ke, to-collect sound, amplify and deliver it to the ear.
three essential components of an clectrical hearing

I Microphone: it colleets the sonnd
2

Amplifier. this amplifics the sound
v this delivers amplified sound to

3. Receiver or speal
the ear.

Types
Hearing aids are broadly classified into 2 types:

L. Air conduction hearmg aids

2. Bone conduction hearing aids,
1. Air Conduction Hearing Aids

The sound is  delivered using normal middle ear
conductive APparatus. In mast of the cases, this type of
hearing aid s sed. According to the shape and site where
1t is placed, there are several varieties of air conduction
hiearing aids;

& Body wom ype: The main part of the hea
microphone, amplifier and Power supply is placed in
the pocket, Receiver is fitted n the ear canal and it is
connected to the maip unit through an exte

ring aid 1e

mal cord

b. Behind e Ear (BTE) fype: The hearing aid is fi
behind the ear (Fig. 16.1). Sound is delivered through
a tube which is connected tg the eqr mould placed
the auditory canal,

{5

Spectacte type: The he;

ring aid uniy is Present in gy
spectacles,



Section | - Ear

de The Ear (11 pe: The hearing aid unit is present in
an carmould, which is worn in the car.
It The Canal (ITC) fype: The enire unitis placed in the
external auditory canal (Fig. 16.2)
pletely In the Ganal (CIC): Hearing aid lics com-
pletely within the canal and is not visible from outside.

2. Bone Conduction Hearing Aids
The sound is delivered through a bone vibrator which is
pliced on the mastoid bone. Cochlea is stimulited by bone
conduction. This type is used in patients where air condc-
vion hearing aid is contra indicated, ¢.g. in patients having
discharging cars vr atresia of the external auditory canal.

Another adhvancement in the bane conducnon hearing
id is ‘Bone Anchored Hearing Aid' (BAHA) which is an
implanuble type of hearing aid. In BAHA the vibrator is
implanted surgically into the temporal bane, so the sound
15 mansmitred directly 1o cochlea through the bone.

COCHLEAR IMPLANT
————— R TRAN
Cochlear implant is 2 new development for restoration

of hearing in pacients having: severe sensory or cochlear

Fig. 18.1: Behind The Ear [BTE) type hearing aid.

having bilateral profound

Fig: 16:3;

Transmitter coil —

External Companent

hicaring loss. The fancriy "

by this device Lic. it converpy 15 Coohy

impulses wihich stimulageg ;h:uund "!::;’

implint (Fig. 163, Fig, 16,4 mdml’:-,i““":k !
16

following basic clements:
1. Mierophone: It TECEiVEs th 5 .
the speech processor, Shad g,
Speech processer: It 3y o5 ,
the miicrophone, converes 'm!o""d
1

and sends it to the Ransmige, m{? L r‘ﬁ"q |
o %
Transmiteer coil: | 2

ttra i 2
internal receiver cogl, A the i"‘hlh:\
-y
el undpe, X \
NSMittcr gy a;"l;!&“"\
Array of clectrodes: Ir is Placed ey wt
stmulates the firsy order LT r
directly. In the PAst, single :hmnc?m}e-mtmh\
but now orultiple chaniels gy ) et sty
Clerg,

Recevercoil: Iris implangeq
signals from the oy
elecrodes

available, Flazg

At present, cochlear implant is indicaeg L}
e
E iny

sensary oo
b,

Components of o Cochie, blan
A il
=i,

Chapter 16 — Auditory Rehabilitation

—eech discrinunation and cven the most Fig. 16.5: Patient with cechlear implant.
)'\u 2id is nos effcctve. Ic is most useful in
children i.c.
on of speech. Pre-
fie from cochlear implant

et mnimum benefit from

where |

g = cquist
after acq
£17S i
0eE L also gek somc
Wy deaf children

ds
,wori deafivess: Deafness has oc curred even before
deafiress

velopment of speech eg. congenial

piticu!
Pre-fingit
pormal

deafness: . Deafness has occurred after the

hin a child.

al de

Aignal el :

W":mlidc\.‘clupmrmo{ sp
nor

& Ty tiny and may fit in |
anal. These types are not visible from outside and are very popular for cosmetic reasons. Cochlcmr‘ 1
+ sound encrgy into electrical impulses and stimulates the cochlear nerve directly. Post-lingually deaf

verts :
s amum benefit from a cochlear implant.

imphant :
rpets T
pauencgets

Best Choice Questions

—
Which of the following group of patients will b. bone anchared hearing aid.

Qb get maximum benefit from a cochlear implant? ©. bone conduction type hearing aid.
o post-lingually deafadule d. cochlear implant.

b, post-lingually deaf chuld.
¢ pre-lingually deaf'adult.
d. pre-lingually deaf child. T “
i
Q1 A gS-year-old diabetic patient developed pro- 3 ;

gressively increasing hearing impairment in
the last 2 years. Pure tone audiogram showed
a bilateral moderate sensorineural hearing loss
with a slopping curve at higher frequencies.
What is the most suitable treatment option for
this patient?

3. consider cochlear implant.

b de

lop lip reading sk,
& fithearing aids in both ears.

d. leam sign language.

Q. A mother brought her 2.

year-old son wig
mmplamnhatheiscum il

pletely deafand dumb,
! response audiometry,
L any ear on Maximum

What :
or this el o 4t is the best reatment option

% behing the “ar hearing ;g
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Seclion il - Noge and Paranasal Sinuses (PNS)

el L T r——— Nose and Paranasal Sinuses (PNS)
Floor Lateral Wall

nteriorly by palatine process of the Lareral wall is bony and mainpy o P called the
maxilla and posteriarly by horizoneal plates of the palatine ethmoid and licrima] baney Op ,‘,h““d |
Bone convaltited  abinage

Floor iy formed

dal infipidibtum’. Above and == A
there 15 3 two dime nsiona)

B hig, o< e anaris supeator” which lesds ineo *  Antcrior ethmoidal artery,
are Preseng g 1 Joteral simes”, The laters] hmaidal artery.
nd inferior trbinare (g 1o .Imi"” g-calld cis called Taternl i et g
Roof SEpagy

1 illesr recess’ (above the
fo g s the brgestoral il M i oulls  Lymphatic Drainage of the Nasal Cavity
to e maxills. Three megg oo et 3 i e
chetim g el St LN : Honos s e AT o
EHnen o posterior cihimog” Sy i o o e A Py
is the most complex ang Fas gy i, w

2 Posterior e
Roofiyvery narrow

Plare of ghe etimoid ban,
el forwards and i fiyry

Bone. Posserior Ty ie sl

A0 is tainly formed by cribriform
e Anteriorly, i Slopes downmards

d by the nasal process of frofical
Pes dovnward and is forined by the

The lymphatic drainage from the anterior Part goes to
the submandibular and yipper decp servicat lymph nodes. The
Iymphatic drainage fr

ot the posterior part oF the nose gocs
3 land fi LT My idal labyrineh and frontal sinus oot the upper deep cenvical lymph nodes esther directly or
Py oFsphencid bane A o frontalsinge | it Mgy ot jor sspect. [Rtjor meatus receives the thratgh the reropharyngent lyriph nodes
18 teamteatal eomplex! and SOMprisey op “"‘4::%1"\ i i ns 5P nasolacrimal duct. Above the superior
Madtal Way gy . thelF it ey i <l F Jopenne o e e /. Nerve Supply of the Nasal Cavity
maxillary sinus ost nd fron ) & Ting, 1 1o
Medial wall of the nagal cavie, > formed by the nassl  functional critry, ghis

sening of the sph
Spium, which SEParies tc

{13
ATED repregun e the
o nasal cavides
seprum g tormed by by

- The nasil  drainage and ventilation Way of the g,
; 4 oth bany nous parts  and anterior cthmoid Sinuscy (Fig. 17,4 mn d SUp
Fig: 17.5). The carsilyminois parets mainly formed by the  middle of this arey, there is a roung gy 179y pln B 00 i
e e T By iy i s by the  alinoidalie T .o g o ethmoidy 4o Cled gt 7
Pefpendicular plae of thmoid above and behind and by in front of the bully ethmoidalig gher ; el

15ag
e vamer bone frogm below, and behind inferior’, which Iﬂ;:'l""*"uur,%
S g

The nerve supply for general sensition in the nasal
Savity is derived from the following;

jy of the Nasal Cavity
pl

1. Anterior ethmoidal nerve Itis abranch of the ophthalmic
Iy of the nasal cavity is'derived from the
spply of th

division of trigeminal nerve and supplics she anterion
xternal and internal carotid arteries. The PArt of the nasal sepium and lateral wall Gf the roo.
: ol eyl throvgiivhe Createrpalatine nerve: Itis 2 branch of maxifjary division
< e rvand stperion obfal of the trigeminal nerye through the sphenopalatine
Estat il ganglion. Tt supplies the inferor marir s Sl

the external &

called uiatts seniifuperis

Fig. 17.: Lateral woll of fhe nose ing Cadaver,

(o5 0F

Fig. 17.8: Lateral way

ey B

of Hh reth middle and inferior mearus,
e i e e
after removel of fhe midgle rurr;’:,.elr' el snteroinferior part of the n Pl Short sphemopalatine (posteromperior Jateral nasal) merve: T
osteomeatal complex, -’*"‘"‘ﬂs;m ; 5 i s abranch of the sphenopalatine ganglion and supplies
- il s atex', The arterics taking pen the posterior part of superior and sl turbinate,
ad G ‘nopalatine, prear alatne, )
: 5 lnclidc ‘phf::, Rl A 10y. % Long sphenopalotive (nasopalatine) nerves px branch from
e ibia nd anierior eihmoids ; the sphenopalatine ganglion and supplies the nasal
apetl form a pleas beneath the mucoys hain o
The verre h the sphenopalating g .
9 ugh the sphevopalatine, anterior 3 -
penbranc and drain throug Olfactory or first cranial nerve s the nerve for special
fial ! s sensc of olfaction or smell. Fibers arise from the bipalar
Tiha Nose cells in the olfictory mucpsy and pass throuph  the
ly of the
slood Suppl

cribriform plate to end in an olfactory bulb,
o from external caronid arrery.

o Sphenopalatine artery.
| 9 Greater palatine artery,

ANATOMY OF THE PARANASAL SINUSES
—— NATOA

These are air SPaces within certain bones of the skull

with the nose and following are the different
nasal sinuses:

rela

para

| & Superior labial artery:

1l R —

ng-‘ 12.7: Endoscopic view of the nasal Cavity shawing Fig. 17.9: Endoscopic view of the middlle
ﬁhe.unfeﬂurﬂ.rrbinme, middie lubmnieandnasoﬁsepfurn.

showing the osteom fal complex,

. 17.10: Blood supply of the nasal sephum showing

Fig. 17.17: Bioo
ongslomoss of arferies at Litfle's areq, 9 d supply of

the lateral wall of the nose.
Middle
Nasal e

turbina
\

f

—— Lateral intemal branch of

Extemal branch anterior ethmoldal

of anterior ethmoidal

Lateral branch of
Posterior ethmaidal

Sphenopalatine
vt by Descending
Infer LT palatine
—~_ nfer Pttt
turbinate :

Sphenuparanng

~ Lesser palatine
Greater Palatine

Greater Palating

- ST



i thin
i parts. The frongl
ocess, which further

Sphenocid Sinys
Spher
bone and |

prosent in the body of the sphenoid

PPET pant of the mas| ey

Nasal caviry i by
| Separates the masa]
ANASTOmosis of the

the seventh and

unded by the roof floor, me:
w0y of the two sides. Tinde's
AFLETIES 15 present. Frongl s
tghth pear

Best Choice Questions
Q

Q3. What is the shape of the external nose?

1. Wh l.‘hofthepﬂranzlahmnsis:bseﬂlalbinb
4. cthmoidal
b. fronal
¢  madllary.
d.  sphenoid.

Q2. Atwharage the paranasal sinuses fully develop? Q4.

4. 6months.
b. 1year
c. 10years.
d. 20 years.

Chapter Summary and Key Points

dial and hareral wajl Medial wall is
Area is present at the anteroinfe;
mus is absent at birth and starts

canviderab)y
di

1 e e

boue 7

: I
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A my

i is g 'T‘; Wiy
e,

rtical sey
siice. Tl

Phenoeth,

dal reces,
Ethmoldal Sinuses

It consises of
within the
into g

PPIOXimAtely 7 g

lateral gy of the cthm,

i i

nd posterior ¢l
EAT N5 and the g

e relatively larger o birth ang
Anirerig

extends in )

It , h,
P eells open jiy g middle ety e
% il
Posterior echmoidal celly o 1y the “,N:'r"”‘ i)
or
The Ager nati eells are the ms, i

! At
anterolateral and Mierigp 5 Mgy
€thmoidal recess, and 3iiterio el by g 1€ fige
the middle turbinate. They e focated g s Mk
boneand have laceral relation it theorbiy |, ¢ by,
nasolacrimal duct. The Opogj cell o  Htimye N

xpilcmuh i

cell is the MHOSE posicrior ethmaidal iy g hi Sy
. whi

Fosteniony to fic superolaceral g g s

thus in close Proximity
aroad arery Rarcly, it may
stusand is then called 4 €
eells, also known as j T
maxillo~ethmoidal cells

are exXtramurg]
that extend into

e inferomedial orbj|

cthmoidy|
| floar,

formed by the nasa SEPtUIT, yihich
rior part of the m.s:fscpmm‘ where the
developing during childhoog betecy |

-———

4. conical.

b. pyramidal,

€ quadrangular.
d. mangular,

What is the lining epithelium of the nasal csvig?
a. ciliated columnar epithelium,
b. cuboidal epithelium,
¢ stratified squamous epithelium.
d.  transitional epithelium.

..,5‘:
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is mainly formed by
faf the n¢
. Rov 5 I boti
at

part of the nasal septum is
aperiar

the osteomeatal complex situated in
hore 15 o3
Where b

Q8

inferio

idle mearus.

S meatis.
g A
4 sphenocthmoidal recess.

hich of the following arteries take part in the
Q@ ,E‘rmnion of Kiesselbach'’s plexus?
forma

anterior
2 greiter palatin

iar ethmoidal

henopaladine :
cater palatine, sphenopalatine; anterior
and superior labial

alatine, sphenopalatine, posterior
1l and superior fabjal.

d. lesser palating, sphenopalatine, interior
hmoidal and ascending pharyng

real.

Qi Which of the following structure is called the
‘Antrum of Highmore’

4 frontal sinus,

% cuboidy]
b ov al,
Pyramidy|

Mangy]yy

Qiz

QI3. Where

situated in the nose?

QI4. Where is the
Present in the nose?

I

What is the
sinus?

average capacity of the maxillary

is the opening of the frontal sinus

opening of the sphenoid sinus

means
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base is directed dov
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1e whole
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Protective function

Smell

sinuses

6. Na

Nasal Respiration
The nose i

most part of the respiratory
or breathing. Mouth

the uppe
tract and is the namral pathw

brearhing is not 3 natural pathway and has w0 be leamed.

A newborn baby is not able to breathe through hisfher

F mouth if there is 2 nasal obstruction. Furthermore, during
mastication of food, nasal breathing remains uninterrupted.

During quict respiration. most of the air goes through
the middle part of the nasal caviry. Airflow along the mferior
meatus and upper olfactory region is minimal during quict
respiration. During expiration, samc route is followed

by air but due 1o resistance, eddies carrents are formed
(Fig. 18.1). The amount of ar passed during breaching is
controlled through resistance offered by the anterior ends
of the inferior turbinates. The anterior ends of nferior
mrbinates can undergo changes in size, o increase or
decrease the resistance to air flow; Nasal cycle 15 a normal
phenomenon present in all individuals, where there are
alternative changes in the resistance of nasal passage on two
sides. At one time, one nasal passage 1s more patent and
working more while the other is resting.

Resonance to speech
Masal reflexes

Functions oF the paranasal

Resona

gy of the Nose ,
18 paranasal Sinuses (PNs) q

—
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Lightenip,
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inee of sound
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Fig. 18.1: Flow of air during breathin, =

nasal cavity. A = flow dunng quj Q. ’hm%_ :
fiow during quiet expiration, A _fespm‘q'g:g

Air Condifioning
Air conditioning o :
important funcrions of the nose. 1 o dame
to make the air suitable for the lungs SN:.:M e
the lung tissues. Three important fasks ‘arc GOIE
nose during air conditioning:

onc o

of the inspired ait F‘
-andits
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profective Function
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Nasal seeretion also contains enzymes and immuno-
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Nasal Refiexes

FUNCTIONS OF THE PARANASAL SINUSES

aranasal s

deseribed be

Resonance of Sound

Along wath the

manng chambers for ¢

Air Conditioning

)
Paranasal sinuses may help the nose in air condigonir
ut_ll‘u nspired air. They incresse the overall surface area
of the > :

;:1 the mucous membrane for WATTTINE, moistening and
iltering :

Lightening of the Skull

The weight of skull bones is reduced due
presence of air filled spaces in them
probably msignificant,

o the
This function 15

Thermal Insulator

2
Paranasal sinuses may

act as thermal insulao
= 2 AOTS Loy
the surrounding structures

like eyes and brain

Facial Development
Some of the faci

of air filled

unknown,

al bones grow as 4 re sult

! ol CXPansion
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Nosc i the natural pathway for breathing and mouth breathing has ta be leamed. 3,

. mptoms of Nasa
- ermaland uninterrupred. During quiet breathing, most air passcs through the miggye SY
AIr conditioning funcrioy of the nose is very

imporzant, it includes chay
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e i air temiperatiry the. Il - o
Ty tract in different ways, St:[nggl oF g SO : e dses
well developed in human beings dogs. Functions of the Farange,) Dls
e,

CHAPTER

usa protects the lower respi
as compared to lower animals .

Understood ang are sull uncerta

Best Choice Questions

- *+  Headache and facial pa *  Swelling and nasal mass
QL Which of the following structure is responsible
& nasal resistance in an adult

for maintainin,

= Change in voice tone *  Masal deformity
(rhinolaliz) . symptoms
* Disturbances of smell *  Traumaand Foreign body
male? i AR et o Gacerng

5 e o s controls the AMOUNE of 4 9 Ml *  Snorin
3 anterior end of the inferior turbinatc, 2 : U passin Epistd 5

% 2. a2 normal phyno!ogcphcnomghu =
b. anteriorend of the middle nurbinate. .
S postenorend o

postnass] dripping
fehe inferior mrbinare, 2

d- posterior end of the middle turbinare,

» nose, masopharynx or . Acute:
more of

Q2 Nasal cycle is present in:
-

wit
paenss Wit
Sal sinUses 1 - Bacterial rhinosinusitis
Pt
F mploms:
b, patients wieh allergic rhinitis.

A ruction.
iﬂl\\l i
Nt o or asal discharge.
<. patents with devi

- Viral rhinosinusiis
all normal persons.

Foreign bady,
ated nasal septum.

I - Scptal hematoma.
2 R'“"w'":"d Itehing - Septal abscess
d. patients wich rhinosinusiris. 3 -""“Z“_k:: i -~ Trauma to nose.
L P s b.  Chronic:
3 m:“ -|\-“ﬂr facial pain. Deviated nasal septum.
4 ﬁ"““_ ‘.-. voice tone (rhinolalia). - Nasal polyp,
: l‘h::i.uncs ofsmell, = Chronic rhinosinusitis.
‘S E,:}g|=:lfr from the nose and crusting. * Nasalallergy,
L Sporing. - Vasomotor rhinitis,
11, Swelling and = Enlirged adencids.
12 Nasal deformity: = Tumors of nose and PNS.
13 Eye symptoms. - Chronic granulomatous inflammations.
14 T and Forcign body: o,
15 Others like fever, hearing impairment, neck mass and

; -~ Hypertrophic turbinate,
OUgh Ctc,

Nasal synechia or adhesion,
= *  Auophic rhinits,

portant symptom of nasal ang A deiled histary is aken from the patient with nasal
Nasal obstruction may be  obstruetion regarding its:
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! m‘mngar‘- the commgn causes of naga| obstruction; * Progression,
1 Congenzg] * Severity,

. Ch&ln.nhlrmq_ . Frequcncy.
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Section (1 - Nose and Paranasal Sinuses (PNS)
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EPISTAXIS.
— B — T Seechapter 26 far dewils,
- - It may be watery,
Rhne harge f - ik
mucoid, mu t or blc s “I '\ "“I‘” Gt POSTNASA@ IPPING
disct may T e o below Athin film of mucous is p ML Over iy
of hasal dischar c b e ciliacy rivetiedt it sal
z ind due to the ciliary movement, thiy g, 5 tran
1. Wit v rhinor-  continuously towards the pharymy Posterior, "o
SR cle S har-  this ransportation of mucous'is nog poe by oy
h af the nose 15 ¢ Whenever there s an inercase i the Pmd‘;lm.ﬁ‘
G ER nasal secretion, this transportation o Moy, :“‘n 5
I noticeable as posthasal drippi Producrin. L
R cold seeretion s increased whenever there i iTitagio g
: of
nasal mucosa. Postnasal dripping is Pty O
b in acute and chronic rhinosinusigs, Because o m:m:.
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2 {ripping, there i irritation in dhe pharymy yod e
A - a5 1o clear his pharynx or throag repeatedly Palicyy
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HEADACHE AND FACIAL pay
c En 2 Heatliche fal pain may occur dyg 10 palgy
d. Ch in the nose and paranasal sinuses, Sinusits 18 0n¢ ofy,
g Do usés of headache

ImPOrEnt ¢
may also occur due

and facial paip, Headses,
10 pressure effects of 3 lesion gy
the anterior ethmoidal nerve {anterior ethmoids| ey

¥ syndrome)
th. Unilaecral foul smelling

‘.:u- il discharge 1n a child 1s
o 4 foreign body or rhinolith

lateral and blood stained
ifd age is mastly

man

SUBSELtVE ¢

b. Forcign bod
and blood s

In acute frontal sinusitis, patient Presents s
headache in the frontal region, which may be localizedoys
the affeced sinus. Headache is characteristically periody
in nature which starts from waking up in the moming
gradually increases and reaches its peak after some time |
then subsides in the afternoon as the frontal sinus ot

gradually opens due to gravity (often klw: as offie
headache). In acute maxillary uiuusltlls, the p3tiant pu:‘nn
pain in the cheek and maxillary region which m:;';:n::
to upper teeth, gums and the trm!mta[ Fgmi«hp&
with ethmoidal sinusitis presents pain which is e
over the bridge of nose, l.wrwr:cn and lircpplaﬂ:"“ LR
cyes, accompanied with frontal hc.id]ac lzn it
sphenoidal sinusitis, pres: nes headache 1
occipital or central vertex region, ol
Inn chronie rhinosinusitis, pain 18 0'?“"’”“‘“ S
heavy feeling in the head or a dull ache o

¢ Nasal trauma
d.

During history wking from
discharge, following must be noted

Severe rhinosinusitis

nt with

¢ Duranon
¢ Onset.

= Course and progression of the dischay
*  Amount of discharge

*  Character of the discharge

*  Umilateral or bilateral,

] avating and relieving fcrors.

*  Assoctated symptoms,
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2 to bulky arc spharyngeal tissues.

Enlarged palarise tonsils

Enlarged adenoids.

* Marked nasa| obstructon dye
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W0 a deviated  nasal

Macroglossia,

\unrmgv. oftenassociate dwath *slc epapneasyndrome’

more than 30 apneic attacks
Tt least 10 seconds during a 7 hour sle ep. Th
causes of sleep Pnea syndrome could be ‘obstrucrive’,
‘central’ or ‘mixed In obstructive sleep
'espiratory obstruetic
Tespiratory

In this condition, there ire
lasting for ag

apnea, there is
. ' and the patient continpes to make
eHorts to overcome this obstruction,
sleep apnea, respiratory effort
€eases mainly bee
of respiration,

In central
and consequently air
WSe of some defect in the

How
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SWELLING AND NASAL
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Nasal poryy,
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Marked deviated pasa) seprum
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Other timors of the nose ang nasopharyns

Xternal nose occurs becaus, oftraumna,
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EYE SYMPTOMS

Many discases of the nose and Paranasal sinuscs can
Produce differens SYmptoms in the eyes because of their
close Proximity and include.

could be obstructive, central or mixed,

Chapter Summary and Key Poinfs

Nasal obstrucrion and rhinorrhea are common symproms. Any
Nature of the nasa] discharge is impormant for differcntial diagnosis. In watery n
be considered for differential diagnosis. Postmasal dripping is non
Secretions. Sinusitis is one of the important cause of headact

— .
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Parangsal Sin

The palpation paranasal sinuses is done for
tendemess. Tender ae frontal sinus is tested by
Pressing the thum the foor of the frontal
below the media cnd of
Tenderness appears firse

SEOUS just
supraorbital ridge (Fig. 20.10).
over the floor 3s it is thinner
than the ancerior wall of the
maxillary sinus is tested by
anterior wall of che sinus (Fig. 20) 11). Tenderness can be
elicited on the anterior group of the ethmoidal sinuses by
Pressing over the medsal wall of the orbit just behind the
root of nose (Fig. 2 12). Palpation of the sphenoid sinus
€annot be dope.

sinus. Tenderness over the
pressing the thumb on the

Transillumination

Transilluminarion ofthic paranasal simuses is 2 quickand

reliable method of testing presence of secrctions within the
stnuses. Itis done in the dark room with the help ofa pencil
torch. In the fontal sinuses, the torch is placed on the floor
of the sinus, while in the maxillary sinus, the torch is placed

mside the mouth. Sinuses are brilliantly ransilluminaced 1

when they are normal and contain air, Presence of fAuid or

or nares and col-

Fig, 20.10: o

Ipation over the Ironig)
ness

Shg, fortay

seeretion and thickenir,
adecrease orabsence o
of adark room, transill
in clinical practice,

12 of the mucoug Membrape
frransillumination. D

st t C0 the 10
UmItion test is nat

00 FOUigefy

Cervical Lymph Nodes
The cervica| Iymph nades are
enlargement and tenderness (see chapter 33 for details)
Some of the lymphatic drainage from the Posterior iy
of the nasal cavity, nasopharynx and posterior group of
Paramasal sinuses is ro the retropharyngeal lymph nodes
wiich are not possible to palpate.

then palpateq g,

ANTERIOR RHINOSCOPY

Ancerior rhinoscopy is the method of examintion fir
the anterior part of the nasal cavity with a nasal spectium

Methed of Anterior Rhinoscopy

Nasal vestibule is opened with the help dml;.ﬂff;:‘;
asal speculum. Nasal speculum is held in the left

) ik
(Fig. 20.13) and is introduced on one side with the

r the maidiary sinus for ten

n over the ethmoidal sinuses for
olpation ove:
Folpa

uction of the speculum, the blades are
g the pressure very slowly and gently.
in the nasal caviry with a head light
examine the walls and lumen of the caviry
14). Patient's head may need 16 b rilted in
§ 19 examine various parts of the

nasal

Shuelures Visible on Anterior Rhinoscopy:

Medial wall formed by the nasal SCprum 18 examined

ation, $pur, perforation, hematoma, abscess,
ding point or growth, Condition of the nasal
sl b also examined for color, congestion, edema
o wrophy: Latera] wa] i examined for the turbinates
Theidnteror part of the inferior

M end of the: midd]e turh
SURETIOr fithigge cannot he
By of e midd]e

Inate 1s visible while
seen in ante
MEAtus is alsg v
difficult g asses;

the
rior rhinosmpy.
isible: by inferior
s SN anterigr rhinoscup\:
‘\r.'l'urm._m:\ 1I:I -\ph.unwv:!ln:qdal Tecess are pop
g o n‘“ln.wt.mnn:cd for size. calor, edema angd

"B Mucosy. Floor ofthe nas,) Cavity
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13: Melhod of holding Thudicum?’s nasal
harry

15 then inspected. while tk
10 cxaminge
nasal cavity js ex

1c raof of the nose is not possible
with anrerior rhinoscopy. The lumen of the
amined for the

presence of any secretion,
toreign body, rhinglith, polyp o

T any other mass,
Probe Test

Probe test is done in cases w
nasal eavity, This test can differe
an enlarged turbinate since 3 probe can move al| around a
polyp but noe I cases of an enlarged turbinate, In addition,
Consistency, mobiliry, atachment of 3 pedicle, sensations
and blccdmg on touch can alsg be examined using a probe
test F\)I:lhls PUrpose, Jobson Horne prabe is used First, a
Picce of comon i5 Wrapped argund the Pointed end of the
probe (Fig. 20,1 5). The probe is held in the right hand and

Is moved a[| around the swelling present in the
20.16),

here a mass is seen in the
nbiate between a polyp and

nose (Fig.

: POSTERIOR RﬂN_Og;Q’Y
7Th|> 15 the SXamination of the
Cavity and the nasopharynx, The are;

Posterior pary of nasal
through 5 mirror called

A1S Vi

1stalized ingjre thy
A posterior rhiy

OSCOPY mirpoy’

SOy




Method of Posterlor Rhinoscopy

The patient sie

open the mouds, W

i the lefi hand th
Postertor rhinascopy TmirTe

Penand wirmed from irs m;

The warmed mirror i ¢

back of'the Jof Paim. The mirror
Upwards slidine over the
Behing the wnuly. The p

his nose, which opens the i

Palate down and forward 15
and the

afat

ssed (Fig. 20,17)

ed |

d

enr

Posterior end of nasa
tilting the mirror in different di

rections. Some patients
have extremely sensitve

pharynx so a posterior rhinoscopy
15 very difficult. In such cases a spray of 10% xylocaine

in the oropharynx helps-to retraces the gag reflex and the
PXamination may become casy,

Structures Visible on Posterior Rhinoscopy
Structures which are visible on posterior thinoseopy
are the posterior border ofnasal septum, the posterior nares,
posterior ends of the turbimates and the masophiarynx. In
the roof of the nasopharyny, adenotds may be seen while

cxamuner and is asked o
igue depressor, hicld
A
cld 10 the right hand like 2
ace to prevent misting

T its temiperature on the
then inroduced, facing
pressor and i passed
asked o breathe through
asopharymix by bringing the soft
*ar10us parts of the nasopharyny
cavity are eamined by

in the lateral wall of the nase,

ofthe custachian tube are se

:::amax, shits lige lhcnpch;

FUNCTIONAL EXAMINATION

sential functions of the Fose, smell and o)
pateney for respiration must be checked.

Smell

The sense of smell can be tested by asking the parey
toidentify the smell ofa soltiion or asubstnce held by,
the nostils while keeping che eyes closed, Ech side of he
nose is. tested individually by closing the nosl of e

otherside (Fig. 20.18),

Nasal Patency

Patency of the nasal passage is checked by holdig
cold metallic tongue depressor below: the nostils (fig
20.19). The patient 15 asked to brmrh.c normally :Ihwﬁ
the nose. During expiration, misr&ngv-\nll oceuron h:;l:d
tongue depressor. Paténcy of both :ldgs can be Clw
um‘nlurmm&ly and compared by observing the mist
each nosml. A mirror can be used in place of 3 WEE

depressor.
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nt. then thy

stly

NASAL ENDOSCOPY

— " ENT. ol < now equipped with the

=pgpmr ol e EPY copy, It evaluates the nasil mucosa

R e
iy 6 and pasal path

er 3 flexiblc
Jpe, but 2

% erior - Rigid nasal
Fherople preferable and superior Rigid na
i end Jiameter ranging from 2.7 to 4.0 mm
"i.l,..l-up- + from 0 to 70°, Nasal endoscopy
i c o
i 07 oc in PrE-OPErative, POSt-Operarive
s ment of sinonasal pathelogie
Al fonc under local anesthesia by nsing either 10%

jone
Jois e
<pray o T :
Shci: it in the form of xylometazoline

> the procedure. It is mostly done

ey 53
4 HOE PO
Jesdadjusted accorel
upie position. The

ion on an examination chair with patient’s

eding to the need but it can also be done
h miner usually performs three
scope through each nasa] caviry.

L

el passes of th

st Pass

irst pass; 3 O-degree endoscope is Passed

of the nasal cavity 1l dhe nasopharyny
long the floor and inferior trbinace i
re nasopharym along with the eustachian
bpening and fossa of Rosenmuller are examined in

$econd Pass
Buing the second P
lidgije

o same endascope i passed
e he and. inferjor

‘ E 0 examine
Mrclnl.‘w.rlln\d t:r‘lﬂ\:::\,[iu middle meays along with the
- ‘ 050, The SCope is then passed
iy \lejxum-lly o the niddle turbinage
h:”mh!“mm idal recess angd Opening

15 then roggeq laterally

turbinare

¥ and p

for
1enocthm fi
of the

under

Tl seope

Fig. 20.21: me

the middle turbinate
bulla ¢thmoidalis and

Third Pass

Third pass i

endoscope ¢y
olfactory clef

checking nosal patency

thod of perferming a Colti

o

examing

[

examine the yy

S ustally performed

other difficyy

cy with o

ICinate

ith

areas

a }il..m._‘._;“

ke

l\l(?\ ‘€SS,
the mfundibulum (Fig. 17.9).

the



Checkiist for Clinical
XQmination of the Ear

Introdice. Yourself

Procedure

Explain the
T

© IPPIOpate consc
Sitin o
11 Proper position

Expose the Xamining

6, Iy,
Mingee R
the ely with 3 head light or

head nirror

rt prog

= Begin by inpeerion of
L External ngse
b Fronal region
[ f\‘TrqH;n

an and eyes,

d. Ethmosd,

| S Anterior nares vestibule of the nose
fEiteate
[ e the nose by clevating the tip with 2 thamb.
| Palpae the following regions

2. Bridec of the nose

b, Nasay bone
Frontal sines

| .

L—ﬁ____l_‘_____;

Best Choice Questions

QL A_zo-}'rahold male patient came in the OPD
With the complaint of 3 nasal deformity. On
clinical €xamination, the external nose of this
Patient should be inspected from:

A above and below:

b. front. above and below:
€. front, latcral and abowve.
d. right and left latcral.

Q2. Septal surgery was performed on a 21-year-old
female patient who later on developed a saddle
nose deformity. Which part of the external nose
is involved in such deformity?

lower one-third of the external nose.

a.
b. middle one-third of the external nose.
¢. upper one-third of the external nose.
d. upper two-thirds of the external nose

Q3. An 18-year-old female patient came in with a
boil in the nose. What is the best method of ex-
armination of the nasal vestibule for this patient?

| 4. Maxillary sings [

11

15,
16.
L

Ethmoidal sinus.

ervical lymph nodes,
( Qb jirer

it

W L

Perform anterior rh\l:mru,u;

3. Hold the nasal speculigy inape
b. Inroduce the nasal speculiyy, c“rrrr ; ,
< Perform a probe tese (iF grows, “pf“y. h
Perform i transillumination reg "ESeny,
Perform a posterior thinasenpy-

Explain the procedure, ‘

palp
(L

| alf
o

) )
b. Hold the mirror preciscly in e
Q)

¢ Warm the mirror, € by
d. Check the heared mirrgr for irs i,

the back of your palm, m"h‘lur[w
. Askthe patent to breag 1e Ihruughh i

i

£ Introduce the mirrop correcdy, T

| 1

Perform functional CXaMmination 9fthe o, while
5 [

3. Check the nasal patency, | & e

ofthe.

b. Check forsense of smell,
€ Perform Cottle's rest ‘

Perform a nasal endascopy (in selected cype, - i
is available), RS, g | b

para?
ar

 ation of t
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Anzwers with Explanations.
from all sides for shape

1
1 saddle deformiry:

“tures are
elinieal

following two str
on o ‘probe test’ durin

o the
red

he nose?

chmpidal §

P 2

hoanal and |
turbinat i b

d
i d

d inferior
feric

el enlr ;
or turbinate . .
4 enlirped inferior turb S
hie parsnasal sinuses was done 6. d by asccasing it accach
o af the pa ?
ion e old male patient d  scen in cases of sinusicis
e e 7
atioh o ot from this examinatio
will e get fr ol

ot

- ming a clinical examination of the
erformi “old fernale patient, palpation
’:‘.‘,.li sinuses was done. Which of the

is not possible to palpate?

P

on 4 2
pardi
asal sinus
or ethmoidal

T

Record the findings adequarely,
R the ex 2 W
€Wrap the exposed part and say thanks. ypharyngeal mass was suspected in a
) A ""s‘,.paid male patient who had a nasal
B tion. Which of the following clinical

ng tp of the nose with 5 thumb,

b. byele
€. by Killian's nasal speculym,
d. by Thudicum's nasal speculum, ]
Anterior rhinoscopy was performed o 4 d
25-year-old male patient in OPD, Which of
the following structure is not visible on this

examination?

a. floor of the nosc.

b. inferior turbinate,
c. middle turbinate.

d. superior turbinate.
Anterior rhinoscopy was performed on 3
30-year-old male patient which showed &
smooth, round and shiny mass in the ’i‘@r
nasal cavity, Which of the following cliicl
test is now mandatory to perform?

4. patency test.

b. probe test.
¢. swab for culture and scasityity.
d.  test for sense of smell.

5
pasopharynx:

truct g e -
eb\m"{ is used for examination of the
e .-

asal speculum,

nation with K E
Thudicum’s nasal speculiim.

i
examininan wi

patency test

steriot dhinoscopy,
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Congenital Malformqy;
21 of the Nose and PNS

N Clonge

Htal chagny)

* A,

Atery

Dermgy,

——— CONGENIA
Cong

may be ar
L
of svernr

oceur ity

vered with
F000 births and if o,
¥ an

Clinic gy Features
Tt depends ag g

of one oy both sides of the pose
Unilateral paey obstruction which

death may ocenr unmcdinely after birh Asphyxaa is
relieved when the mouth i opeacd and recurs again when
the mouth is closed. A child has difficulty in sucking as

is present. If the child survives, mouth breathing develops
and in such cases, the child remains symiptom froc bur has
problem during feeding: Later on, Gilure 1o develop sense
of smell and taste occurs.

nosis
Dra'?'he diagnosis of choanal atresia can be made and

confirmed by:

* Other

Aplasia of the sinuses

Bifid nyone

—AL CHOANAL ATRESIA =

. due o

Atresia

degree of severiry and involvemnent
F Unilazcral atresia causes
A1 may not be noticed for
1Y 3 Umcs, 3 pnilaters] atresia is diagnosed
discharge from che nose

On

ongenital anomalies of “"f"""-""ﬂne‘*
"h’:'ﬂplmuumk

L Nl Pty e A ey,
depressor) ora mirrnr i
shows reduecd or no coy

4 mcgge

pliced helmnllrm"

ndensatign

A soft catherer i Passe

which vall not pass beyond e
1Ose M case of complere atresia,

3. Dy tst: Few drops of eof,
Ut inm the nose and dhe
presence of that dye. Tn complete chons).
dye will not reach into the Hsophanymy,

- Nusal endoscopy: Endosean,

will confirm the presen,

(Fig. 21.1)

faging studies: A radiopague dye js inistilfed

nose and plain X-ray is tkey with 3 IamnI_n,‘a-*

nose. Thic will show presence uf:hmzu!m'n

SCan is now a preferred method 1o, dclinakmmra

thickness of the obstruction (Fig.2132),

2 Cualeter test

o

Trectment
In emergeney cases immediately afrer bink, ;
tracheostomy may be needed in bi]:::n!wmpi:u chun
atresia, but it should be avoided 1f possible. A mouh g
may provide a good oral airway. Use of McGoom g
or endowracheal intubation are other aptions in cmengny
situation with bilateral complete choanal atresia. | A
1s treated by surgical or laser excision through endoscoes

tran | or through palaal approas

ATRESIA AND STENOSIS OF THE ANTERIOR HARES
These are much more rare conditions mmplli'
choanal atresia. Arresia is caused by the non-ﬂﬂih;
af an cpithelial plug berween the median and il;r’ﬂlu
processes, Stenosis is the narrowing of the antei e
In atresia. a web like partition is present bm:ﬂ i
vestibule and nasal cavity proper. It may bx firs
or bilaeral. The main presenting. complain

120

Chapler 2] =

d in bilateral cases, loss of sense of smell is

tion is treated by surgery with excision of

CYST AND SINUS

is formed in the line of fusion of the
s in the developing embryo while 4 SIS 15
med duve 0 incomplete fusion. These are usually found
e masal region bue rarely. it may oceur
s of fusion (Fig. 213), In 2 dermoid cyst,
ent on the bridge of the nose wh
Sewery small. In 1 larger dermoid cyst,
8 0o may. occur, A
1

Olhe
*—Ellj'@ir%glm ANOMALIES OF ThE NOSE

‘ AME extremiely rape 4y
TRE e g Mentiong | here. - i

Fig 21.3; sietioss dermoid cyst

s
Cangenilal Malformations of the Nose and PN

21.4: Bifid nose.

Aplasia of the Sinuses
This oceurs dy,
SInus is mostly

\re of pneumatzation. Frontal
ed but sphenoid and maallary sinus
may be involved. No Treatment is required in these cascs.

Bifid Nose

A deep cleftor ETvove is present in the midline of the
nosc mving an *PPeanince of a bifid nose (Fig. 21.4)

Hypoplasia of the Maxilig
Hyperplasiq of the Maxilla
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o
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m bodi
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¢ Rhinolith

FRACTURE 1th honzontal (Jaravdy fractire)
fearure of o nd is a1 F the nasal sepram along with
Ve fas thran, actur, fethmond (Fig. 22.3)
Q% According : ,\‘-u‘ ; the mos 1 racture in htimian 3 s type. the cthmoid labyrinth is
2 ng 10 the Sructures, whyy 15 the magt el nic i e of ather bore GE the
mOR type Of Congenital choanal atpois i st

d. There is mark
banes which arc pushed un,
h an apparent wid
(telecanthus)

i

depression of the nasal
the fronal bones and
B of space between the

lved in
clocity trauma, ¢
ith the nose. Following

2 and fracrures:

el sl
< o myolved o
I s of nasal rraur

Q. wh, is the mg;

choanal atresia?

i b

e €0 F19. 22.2: Class (| nasal bone fracture
passanlt

5t common IYPe of congeniral

ther accidents,

fraeture lassified into three types

In this type, distal thin part of the
1 dtresiy

tured, which may be depressed or

This type of fracture oceurs due
plete atresia

Jspls
fom the front
o the nasal septurm (

d s assc

tated with vertical fraceure
et fracture) (Fig. 22,1y

ure: In this type, alo with fracture of
fracture of the froneal Process of
1 abso oecurs. This type of fracture is due o 2
i velocity trauma from the lage

1

nal side (Fig

kg 221: Cioss [ nasal bone fracture.




s
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Chapler 22
Plain, Xy : 2.8 (Water's
U0 Xeray of o - o i vy Rg. 225 Fi9. 228 Tear drep sign on plain Xaray PNS

o Bone froc hauma, ; T 9 22

Fig. 2.9 Tear dro

i it g
Clinicqy Features e L s of Le Forl's fractures PIS (eomnaihieny
o s = - m—
Patien, MY Presens daely  afer traum; - el
SPecially i, * Crepitus over the nasy) bong,
N3, panieng g 4

NI cnough, In mincr degrees
e the mnitia) injup, nd may |« Od T sactated injurie

. Y O the hose and peeyy | ——— O i \ o

. Y occur immediaeely Treatment i -~ Z

wed by swelling and Reduction of ghe nasil bope Factipe £ ) 4

ding region. Paig Imay the patiene reports: the l’r.fdurr Hnmy, toly gy, N1 {

of ¢y,

10t be yepy Vere bur g ndemess s mmarked hh‘c\lllly before loe) swelling, If g, Patient . ‘. b
fron the S or sty of YA¥Ing sevenity may aceyr period of tme, when the edem ang Welling o Y, * o \
ll'lll'ln'dr.ur])' Afier raum, Nasal obstruction will develop reduction of fracture js difficyly and jp LHL | \
when there g T 0 e sl septim €ausing s Wtempred. Correetiay of the pasy| bone r,-mu","ﬂla o Tioelt
fracture, dislocation ;g Bemaom formagon, v cases is then tried laer o when the “"‘"i’-‘lcandw" el i
Ather injyy, c als y subsides, suitably afier 1040 14 dayy. Rfdllrunm%
displaced nasal bope fracture s |.Iium: h"“‘“"”"-lunnr{:

s of nag| AU, 3 cerchrospina] fragments with the help of Wajs) AR forcen, 5 _ = . e
fuid Jeq) (CSF thinoertyes) Ty occur due 1o 2 dyra r:{u M itisalso possible 1o COTIeCt nasal sepe| qu::ns:amm I (Grerine fracture): The fracture line runs or other urh;ml—: unmud_;u eng f'\' Tul ;\n l:::“1:;LJ1;IC|jP|;|_
the roof of the Thiime On:hmmfc\.mmum-n. CTepitus over with Ashe's forceps. If the septal fracryre is nop s | Le Mrh tloor of the nasal cavity and the maxillary rusu]:nng- In tecthing an, rnn:n_ttt;\‘u. o ‘)(ﬁny i
the nagy) bone wap be presene N case of 3 fracture. replace, then 3 seproplasty will be Tequired, -‘\fmrr.dum. shove I'[’ ‘;m.-; Iinc involves the lower part of the aasal Typical “eqr :Imp sign” is c\ha}iﬂ,. omn LP .17 .ml(r, Lk

O el et A e e -4f ”“:‘l n, maxillary antrum and the prerygoid places. scan ‘f:‘lf 0 this hernarion of the orbital conte: 8. 22
anESﬂgaﬁons e 226) ; “F‘F-mh' In'this type, the fracture line runs from the and 22 g) I el
Radiology: ply Xorzy of the nasal bone in Paecral v Prophylactic :m:lni:mnc is ‘::q::;d cspecially iy gy Fil;"” the maillary sinus to r-hc nn’rqurbm?llr-n‘..rglu:  The b\jdy .ll.ldl pn_.JL:s?-_:\ L;:r ) d.w ?fg::::r UE(:::
Will show nacy) bone fraceure (ry 224}, Clinically, it is ~ of an external open: wound, w10 the roof of the nose, Fracture line wvolves the  consimre the lateral m; m“_l depresse ; ‘ :
: analgesics are also required o ref : » floor of the orbi;. “¥gomaic bone is gilled the Tripod fracture' because the

i i al s cance. ose; lacrimal bone,
of litrle value bue has 5 £t miedico-leps| Significance il > 100t of the nose,
& = €ases of malunion, when the PAHCTIE FEpOrt the prfiey meollary sinus and prerygoid plaes, bone breaks at three plac,

5. Basic reatmeny of all these

CT sean s helpful jq complicated cases cspecially to s SR 5 b ¢ h gl

delincare other fractures iy the magllofici regon. Three  atlater ""(g';;:’:ﬁgﬂi;‘: ;:";2;; l:u:n!. and'nlll B 5 L this type of fracture, there s complete  fractures is Teduction and fixation of the bony fragments
> ~ 3 : Correc i i . = =

dimensiona] CT Feconstruction is h-mmmg Vvery popular ::,‘.uwmin (sce chaprer 23), dsconmcetion n{ E'ILA ﬁuful sl\; l-t T“"-:qfn:mj fhh; h.]“,-

and valuable in <ases of fcial trayms (hig. 225, ofshull Fracture ling rypg at the leve| of the ase o FOREIGN BODIES o IN THE NOSE

sullinvolving the rooq of the nose, the ethmo-frong]
the superior orbital fissure, lateral wall of For 1n bodies in the nose are much more ommon in

" GHich i bieea e
The midface is the part which !:uh iee % fronto-zypamaic and lcmpnru-zygom:mc children apg mentally retardeq Persons, Tr may enter the
supraorbital nidge and the il J s and prerypoid Plates nose through gne of the Following TOlites:

d Laeral mile
/ naso-maxillary complex an i ‘ r .
the central naso. 24 £ the contral idiace & Foactiyre L. Through the anterior nares: This is the MOSt commay,
maxillary complex. Fractures of the it of 1, o

= 2YR9matic Bone or Leforp's type 11 or type route for Mtroducrion ni‘forcign bodies.

ARl Le Fots ot |
conventionally classified ‘"“’"’mf;;:"d.: .wi Wty OPically ko g o

FRACTURE OF THE MIDFAGE

Jusicrioy

Clinical features of nasal raumag
*  Maybe presen diately or aficr
*  Deformity of the external nose,
= Edema, ecchymosis or bruises.

9f the arbiga] floor may oceyy along wig,

*  Pain and tenderness. In the alveolar fracture, fracture i e T MY Hernin he """}'"‘ Ol fractipe”. The 2 Thmugh the posterior nares: Foreign body may entey
g are agath i _ e T " 5 2 o
upper alveolar process, Le Fore's fractures - Mol g n €n0phihaf s Inf ¢ maxillary gipn,,c through the POSterior fareg rarely like entering of food
almos, Iy, £

*  Bleeding.
= Nasal obstruction.

into three types (Fig. 22.7): HOr recys Muscle O Vomitys duringvumiting,
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Sa

10t be visih)e
cdema of i,
e umpacted

inferior turbinare

stion and
forcign bodies
I seprum and

Most of the
fween the na;

Invesrigalrons

Radioly, in lateral and

X

: of the ne
A0leToposterior view may show presence of 2 radiopaque
foreign body (Fiz. 22 10). Soft
112 cases of madiolucent £

tissue shadow may be seen

=

Treatment

In Very young and i Mcooperative children with de
seated forcign bodies gencral anesthesia is suitable for the
femaval. Method of remon 2l depends on the nature af the
foreign body: Flattened forcien body like a piece of paper

can be removed by a pair of crocodile f reeps. Irregular
and round foreign body removal must not be tried with
forceps, as they will push the foreign body further decp
nside, These types of foreimn bodies are removed by a
round hook or probe (3sin ear, Fig. 7.4). The Instrument
18 passed behind the foreign body and dragged forward
Rarcly, a larger foreign body Iying decp in
pushed into the nasopharynx and

along the floor.
the nasal caviry
removed through the mouth,

can be

- |
i g e |
: |
metallic: g, screw; batrery el I‘
nOn-meel) I, chalk picce I‘
Complications
1 i (%
CnmcaJF,qu@; If ty toreign: body g o emgyg
Patient s, COanely with 3 hisary  unnoticed for few dape’ il
o o body Oficn. parict reporrs. — edema with supepsiy ifectign; 1!
: I 2
e hiswary g Y mwroduction, mther repors renmains o for 3 long

Plain. Xy

i
howing radiopagua farar

C ealey
geeur over it leading tq. rhingjit Form,
i

foreign body i che 1082 may slipy I ni,
€ Ty,

spontancously and gets Mpaceed loye, in

th
trace, dcrag,
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___RHINOLITH
Rhiuelith iy swope f TN
A rhinolith is formed by deposition
agnesium salts over 4 nucleus of forei
nucleus could be ogenous like ap Unnoticed
which has been Present for 5 long tirne O e
a blood clot or Mispissated nasa SCCretion, Oy,
of time, the rhinalith Increases in Size dyje toc
deposition of sales. A large rhinalidy EXETIS progy
the nasal septum and lateral yea) of the noge. e gy
its necrosis, Rhinolith s ustally hard anq Erayidh
black in color and SOMeEtimes may be multiple,

Clinical Features

Patient presents a unilatera| obstruction nd
discharge from the nose: The dischare s mugd
mucopurulent, mostly foul smelling and sometine;
stained, On examination, rhinolith will be wisible 1
nasal cavity. When touched with Pprobe, it appears hinl
and gritty in consistency.

Investigations s
Radiology: Plain X-ray of the nose (lateral \Jc‘,.&lcﬂ‘” : i

view) will show presence of the m(.impaqm‘ m;%uluu:

in the nasal cavity (Fig. 22.11). Radiopacity of the 1

is due to presence of calcium salts.

SF

of
of base ¢

Fskull

of the

ith tearing
plate is an

auma to the cribrif

wse like in a SMR tion, septoplasty,
tomy and Functional Endoscapic Sinus
ESS)

Destructive lesions of the nose involviy

aterior cranial fossa may canse 7 S

malfe

Congenieal

cranial fossa associated

use, where CSF rhinorrhes

ithout any known

EUTS SPOntanco! patholagy

Clinical Features

Ptient p

wsenis dribbling of cleq

watery flujd

trom

sed by bend;
Bsometimes thy

I Stral

o ing (Fig
only |'-\.-n_w|tm;c'unlpl.um It
vatery thinorrheg ofan 3]

s confissed yyiih

erg]

4l origany ¢ 3
it Other 150ciated SYMPoms of nas |l diseases
teng MNas; HyqT e
.:\ I\\m..[.\uL POstnas,| drmlmlg CIc, are
s eondingg hsvmrumu\ P

Meningiry May super-

fpuin Presengg

5and symiprome u:'u:umn‘-lll\
gitis,

after

andlerchief
Atains mucous
rchief If this
to stand

il secretions
high
1. which can

SF has

confirm the

These tests are

nee of CSE

pres The nasal char checked for
glucose and B-p transferring array (3 Protein present
CSF, pe ilymph tueous and vireous humor), s

Presence will confipm the diagnosis of CSF rhinorrhea
CT sean: High re
d coronal view ¢ lemonstrate sige

T

lution €T scan js ¢ me in both axi:

and size of the

Nasal en It is helpful in localizing the

site of leak. Tl localization of CSF leak is done by
Heetng a colored dye -‘Hmnu‘un_l through a lumbay
PUNCtUre intrachecally, and
nose thrg

losce

checking its leak mto the

12 nasal endoscopy

Treatment
Initially, o
ks stop s

ical treatment can be tried ang many of

"Ntancously. Medical tre atment ingludes
prophylacric antibiones 1o
Patient in
the noge cking must be

th 51t will lead 1o meningitis, If the |
for few weeks, surgical g s

the

PTevent meningitis,
position and
and straning, Nasa| p
-S¢ Cases,

putting the

1 SEMi-sitting woiding blaw me of

woided in

< persists
: atment iy employed Previousty
Tepair of the dupy Mmater was daope
graft through Intracraniy|
endon;

by placing 4
APProach. But ey
al approach, is used for freating CSy
Site of the [eas, 15 identifieq by ¢

endosg

|||Hmw|‘h\
Mjecting 5 ¢




dnnking. p;.

oral cavity which may be p

in children and mentally reg
8ets impacted. A child with u
body or rhinalith and must
and in such cases_o
nose, CSF leak my
andkerchicfwhile in CSE leak
Iead to men;

—_ ORO-ANTRAL FiSTULA

anrd fistuly g5 4 communicat
oral cavity ang the maxillaey, intrum. The
neral fsouly are

This i the o
ral fistuly. T
lar border oF upper
13). This ¢

fistuly is fon
Aveo Jaw after tooth e

€U mostly afie

he Toof

removal of broken toath ¢
2. Caldivell Lyc's
sublabial ine;
down und
3, Matiop,

fUmor of the pry)

WIS attem

s Thisoperation is
TSi0n,

o incision
form a fispyl,

Erosion of bane by 4

form an abnq rmaf
Penesrating injuries: Penerrag
bullet may form 2 i
the maxii]ary antr

fommunication

Clinicai Feotures

Regurgitan

oA,

2T may occur from ¢

Fracture of the nasal bone

cd through the

extmaction of the firse

which may penctrae
s Fistula may oceyr when
i

dane thraugh

iod masillary antrum may

'S imurics. like from 2
ctween the oral caviry and

0% with the comp’
Mmucosa over it is stirche
urs chrough the nose during

opening in the
arulent or mucopurulent in

may heal by restitchin

Chapter Summary and Key Points

£ most common among all £
rded persons. Vegetative ora h
nilateral, foul smelling and
be considered first. Sometin
P<n surgical approach by lateral rhinatomy
st be excluded firse. On 2 handkerchief test, nas

ictures of the body: Foreign bod
yEroscopic foreign body swells
blood stained discharge, indicates
rhinolith is difficult g ren
is needed. In cases of clear w
al discharge after dryin,
| packing must be avoided

—— .

= 1t remains soft after drying. Nasa

. A Ayear-old man came in the
complaint of clear Wwatery
his right nose for Jagt 5 days,
with be
Common cayge of such condi
i

b ]

18 fHic accident, a 22

rear-old male
ed fracture of the nasal bone,
tassify such a fracture?

ad tr
frer a £
A dent PF
il you
¢s Land I fragrure

s 1, 1T andl 110

al

o L I and I fracture

cfor = =
b 2 hild was brought in with the
\.!—,u‘""""j,f 7 1 foul smelling and
SR S e
7 ained

nose
of the nasal bone.
sfibroma

HaryTige

; boy was admitted in the haspital
e e entry in his
ago. The child was very agpressive
nose 4 hours ¢ continuously, 5o it was decided
TS anesthesia,

ve the f 2 :
to n-mp‘jle most suitable anesthesia in this
What is

case?

A d-year-

5 generdl
b ocal

Be ol

A 16-year-old boy was diagnosed with a large

nd impacted rhinolith in his right nasal cavity.
:k hada historyofremoval ofa rhinolith under
general anesthesia that was not successful,

Now, what option is available for removal of

this rhinolith?

4 hateral maa

tomy.

1l thinotomy,

naxillectomy,

4 micdial rhinatormy,

OPD with
rhinorrheg from
which increased
What is the most
tion?

nding and srra'ming.

Ofip
“ongenital defect iy the anterigr Cranial fossy

Ny of |
SPontaneg,

the nose., extending Ntracrania|ly,.

-ii'l\' E‘IHSYS‘
ANLrior ghy i) base,

U orwithgye
Ty g e

Best Choice Questions

‘o-antral
cause

w

Chapter 22 — injuries Involving the Nose and PNS

Cal 1 Eu

s Operation

smor of the oral caviry,

imjuirics.

st upper molar ooth

Answers with Explanatio

toavoid manma 1o ¢

her Structures.
though rarely required

fractures and nasal surgical Trauma,

IS TOOt pr:

year-old male patient was diagnosed with
stuls. What is the most common
: i e
©of this condition in such a patient?

yects i the floor of the sinus.



CHAPTER

3 Nasal Septal Diseaseg

Deviated naeal wepram

Complicyg,

Etislogy Indications Rhinoplaey, o

= BpesofDNs Contraindications * Sepalhemy [+ i
*  Effects of deviggion Procedure of SMR =

Clenical featurncs = Procedy
Treamnent

Post-operitive care

DEViATED NASAL sePTum
Deviation of the m2sal seprum (DNS) s, extremely
Common but in most
Symproms are prod

It Is not severe enough
only in some cases.

Eficlogy
The impor
developaient of;
!

cal factors responsible for
sal seprum are:

Tiatuma: Many cases of deviated nasal seprum are duc
fo dircet traum

4 10 the nose resulting in fracture of
23.1). This trauma is frequently:
and fracture o other parts of

the nasa) seprum (Fig.

N

Developmental disturiugries
can disturb
result i jrs

There are many factors which
the development of the nasal septum and
deviation. Abnormal Intrauterine posture
results in compression of the nose and ‘upper jaw

Fig. 23.1: Types of nasal carfiiage frociures. A = edge
foedge angulation: 8 = angulation with overap:C =
bowing of edges: D = duplication of edges.

b

Septal surgery

Types of DNS

Sepal abicags |‘

ire of septoplasty " Sepul perfoyy

When the cony

RFEssion forceg 4pa
sides,

IE may cause dm-uuun_ ]:::;;Tm“ﬂﬂ\w
PAFHLIRILIOn, Tauma may oceys 10 the m:nm, ‘
most exposed part of the face. Sibes hnx%
of the child will further accentiare o B
dislocation, During Primary angd tcond; i,
further growrh of the palate Otcurs, oy
uniequal growth benween the palge and by, ‘fkrr,
buckling of the nasal = of

CPHIn may OCEr fy )
reason, DNS is comy i

TN i cases n(“m Ay

palate. ik
3. Race and hereditary: The incidence ofa e
SEPIUM. s more  comm

0N among “‘-Bl.l
Caucasians, In addition, Many membeye of the

family may be affecred by this conditing,
4+ Spate occupying lesion: Any growihi or SPACere
push. the stpy

lesion in one nasal cavity may
resulting in fts deviation .2 nasal polyp.

iy
g

Deviation or deflection may imvolve U}ﬂymg\"ﬂ‘
one or both. Deviation may be:
Simpieor'C’ shaped: Where the seprum s cunved o
side. This is usually present in the cartilaginous i
that side, Where the septum is concave, thenasl am
1s wider which leads to compensatory hyperaopl
the inferior turbinate on that side (ﬁg.z!l_ﬁj_:.
Sigmoid or 'S’ shaped: A double bend is present ';:
shaped manner. ‘S’ shaped curvc-mly_bc pxgm
vertical or anteroposterior plane (Fig. 232C).
. shell B
Spur It is an isolated and sharp aﬂﬁ‘;‘ﬁi;dwl*
projection of the nasal septum mm-gtefiﬂﬂ""‘*
Juncuon of cartilage and bone along the: i

sent in cases of frauma where
prese :
i fractured segments resules in
5 Tt may also oceur due to
hematoma (Fig. 232 E)

g’ The lower border

dlage is displaced from its median
car
- rs into.onc of the nostril (Fig

I septal distocation
Apterior €7

1d proj

posion 3

gects of Deviofion

= 1 ffects functions of the
 the nasal s¢

ation © Hh L

S e deviagon

paseind T ‘J"‘ is present either due to deviation of the

Ajsal obstrti .dﬂ' ta compensatary ertrophy of the
m o due [

wa“"..ur on the other side, Due w deviation of
inferior furtd o

L 5, normal flow of air current through the nose
de -EF“_”JJ 45 a restle oF this, drying of the localized
irbe 2

2 yoceur which leads to crusting. Separation of
frcosd 13

cosal ulceration and bleeding, Drying
dhe Crust CIUISES MUCOS = ying
(’d,u mucosa may occur over @ large area and this Josg
;,me:(lm mucous film results o reduced resistanee to
lecuion. Deviation may also cause localized constriction
wihe sl cxvity, According to Bemonflis phe
wher air passes through a' constriction, there 15
cneginve pressure distal to constriction.
e causes an edema of the
fanher nasal obstrucrion

EHOntenon,
4 creation
This negative
mucosa and leads 1o
Deviation of the septum may
Podiee pressure effects on the | Ul of the nose and
fstltin paip,

ateral wal
Clincol Featyres

Nasal obsery, tion
Piteres having 2 deviy
49 be iy or
YO the e Iatioy
9l gy, Tedigy

is the Prime

Presenting complaint jp
ted nasy)

Septum. Nasq] obstruction
d:pcnding On' type and
. AS mentioned carlier, deviaged

nose (Fig. 232 D). 3

o5 the Tesistance g infection g

TR i i
i \mUSI[IQ may o
¥ oceur Epwmxm IS present
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8. 23.3: Antstior or caudal dislacalion of nosal
$=RIUM on Ihe lelf side

d crusting. Bleeding from the nose may

M vessels over the scpral spur. Headache may
Beeur as a result of sinusitis or due (o pressure effecis on
the lateral wall, Loss of smell m 1y occur in cases where

nts the airto reach the olfictory as
nasal

Severe
*cptum deviation may be associated with
mal deformity of the nose
the nose and sinuses

Recurrent infections of
may spread to cause mfection in the
pharynx, Ly and middle ear.

On eXamination
during
n the
because

scpral deviation is quite - obvious
antenior rhinoscopy (Fig. 23 4). Sepul deviation
of nasal valve canses the greatest obstruction
this is the narrowest area of the
ophy of inferior turbinate is also vi

nasal’ cavity.

Hyperrre sible on the

'Ees ncluding: drying, edema, congestion and crusting

are also yisible

Nasal obstruction.
*  Rhimosinusitis
*  Epistaxis:
* Headache.
* Lossofsmell.
*  Externgl deformiry,
*  Infecrions ot'nulghhonring area.
* Inferior wurbinage hypunruphy
*  Mucosal changes.
Treatment

Minor degrees of dey
o symptoms Tequire
cases where deviated I

ited’ nasal Septum,
N0 treatment. Surpery

nasal septum Produces

Producing
15 required in
SYmptoms

-



Fig. 3.4
m‘?, 3-”" Antedor fhinoscopy s 'owing deviated ho.
*ERtum Wiy Eanvexity on the lefi tge

Fig. 235 SMR operg
glevation of fhe |he
bolh the sides.

lon 4

SEPTAL SURGERY
e
@l procedures are described for the rear

Two sy g

fmentof DG
1

OF Mucoperiosteum, S R can p,
Anesthesia but genery] Anesthesj, ;o Preg < g,
in anxious Patients, females an g Noncag ok bty

=
b Submycars Resection (SMR). Local ancsthesia is applicd by Pﬂckin:)?ﬁ::" p';:\-:
2 5 = Nylocaine with adrcm[u_n; f‘nr 20 t03g iy Wit
SFiopiuy, causes local Vasoconstrictian, which e g,
SMR was the classicar operation for DNS in aduis during surgery and pralongs the aﬂiunm':?m Mﬂm“
At one fime by, 1OW septoplasty is the preferred choice. reducing irs absorption. The Patient jg k:p"ﬂw-nnn!.
‘S('PiOPhsr)'(m bcpen'um:ud in children h.winga deviated posinon with the head end of the table iy WMI
Masal septiym Producing marked Symptoms. Xylocaine with adrenaline s infiltrageq m*:,' Lo
which produces » plane of cleavage betwien i ey,
fndfoaﬁuns and mucoperichondriur, and furrhe, rever,
L. SMR o sepeoplasty is indicated in cases of deviated

during surgery, ‘C? or "L shaped
nasal sepeuy Producing symproms including nasal iicous membrane of the copyey side
obstrucrion Tecurrent infecrion, pressure, headache
and epistaxgs.
2. When DNs & causing external deformity of the nose,
4 septoplasty can e done alone or in combination with
Thin oplasty (sepro- rhinaplasry),

3. Asan 2Pproach to pituitary fbssa for hypaphysectomy
(transsepra] Tanssphenoidal hypophysectomy),

on that side. Incision js done on the Cartilage
the first incision and mucoperichondriy| 1lap i o, §
on the other side (Fig. 23.5), Muroprri“nm‘ flipisgy
elevated over the bone Posteriorly ang inferiogy by
deviated portion of the cartilage and hope along yih
Spuris removed, A strip of cartilage g Preseryed shnga,
caudal and dorsal border of the septugy o Mingiy fy
shape of the external nose (Fig, 23.6), Excessive oy
removed along the dorsal border will ruzu!tium{dkﬁp
deformity. of the external nose, [n the same w:y,,‘{lg,
cartilage is removed along the caudal border, i
she coluniella will occur. After removal of. the cartlige nl
bone, bath the mucoperichondrial faps are uited wi
each other. Stitching with catgut is dane over the e
incision. Nose is packed for 24 to 48 hours with 1 ibka
gauze soaked in antiseptic o‘mnjncnt, glove finger puka
other nasal packing materials (Fig. 23.7).

removing the deflecred se prum.

Coniraindications
Both Operations are contraindicated duringa-cul_r upper
Tespiratory trace infection. Other relative :om}'amd.lcauons
are uncontrolled diabertes, hypertension, bJCCdIFgI?ISD[dK{T’S
and other systemic infections. SMR is contraindicated in
Patients below 17 years of age.

Procedure of SMR ’ 1
i 1 Ies. It consists of remova

It is only performed in adu - ‘
£ the deﬂcr):fz part and spur of eicher bune_ or ran{iagc
f':etwccn the two coverings of mucoperichondrium

132 B

Procedure of Septoplasty ol
Septoplasty is a cuns:n.’atinm] scg:i niilg:?pﬂ“ A

most of the cartilage is retained andhs g4

repositioned in the midline. Septoplasty
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disgram of nosal sepitum

I SME and part

17 years, where SMR operation
e mowth of'a

el

o interference with th
; o done in adults in place of
r complicagons

e ue

¢ e s
P proplasty s al

o
ot

jeo T
days

ccause
£a septoph
It is mosl

ol K
oy
" pracedure @

ceS:

ty is similar to SMR with only
done under general anesthesia
al anesthesia. The incision of

e which is donc along the caudal
different, wi

nd is called “Freer’s’ or Hhemi-

Fig. 23.8). The mucoperichondsial
g Jly on one side. This flap on the mh“—r xtujn
NS o S £
\hpisf"“‘d that the nutrition of the cartilage (which is
i IREACT SO 12 pndrium) is not affected. Attachment
I richon

ith vomer and perpendicular plate
coperiosteal flap over these
evated and correction of the
done by removing the maillary crest and
pony scpIm "_'u” s‘épmj cartilage is then manenvererd
ol 'c.‘i‘{'iip;»5|11(zzw in the midline: In septoplasty,
L complications of SMR can be prevented
i "'f;i«d.-...:..‘ saddle nose deformity, columellar
[ike septl. peTtoranon,

parated. M

o cic

Post-Operalive Core
isgiven Nothing Per Orally (NPO) for 4 o 6
ry is done under general anesthesia, Shorger
NPO s required i surgery is done under local anesthesys,
Faicntiskept supine with his head in an Upw;

dfierheis fully Conscious and recoy

ers from the effects of

tenl anesthesiz. A soft diet is advised for few days o

MAMZE active masticario, and analgesicg are

:_;ﬁ;n forabout 3 yweel: Nasal pack i femoved afier 24 ¢
SO0, After pack TEmoval, reeular cleani ‘

» reguls ing of the ngg

Bdme bg masal i l., t ]L nose
} 5 ine g

b, i solution.

5 .
Preveay drying of the naga] 4? u'\:;'l 2
Ko 52 S 1f used are
edafier 1), bidays,

. Antibiotics

Miicosy. Splin

Fig. 23.7: Two types ol nasal pocking after septal

surgery

Fig. 23.8: Inclsions Tor nasal septal surgery.

Kilian% ingsion”

Freers incision

Septal Surgery
NPO: 466 hours in cases of G/A. \
Position: supine with the head end up. ‘
Soft diet. ‘
Antibiotic and analgesic.

Removal of Pack: afier 24 (g 48 hours
Cleaning of the nose: nasal douching, ‘
Application of tapi
Removyal of splins

cal lubricant in the nose. \

* 1 placed afier 10 o 14 days. "‘

Ccmplications

1.

Anesthetic complications. Complications both for
general anesthegia Gan occur like,

cardiac failure, cerebral hypoxia ete.

Bleeding: Profuse hlccdmg may oceur
or pushnpemtivcly after remeyg)
the nose jg needed if the e,
TOt stop by athe

local and
xylocaine TOXICGy,

during surgery
of pack. Repacking

R OF
cdmg 1S profuse

nd does
T measures
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B Retraction of colttnmella: It ocenrs when eartilage dlong the
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Hirgeny. s reared by o revision surgery
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Somietimes, dug
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o remoaoval
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Complications of Septal Surgery

*  Anesthetic: G/A or [/A
¢ Bleeding.

*  Sepral hematoma/abscess.

tormed on the lateral wall

witha septoplasey,
2. N

fanip: Rhinoplasty performed o cormy

) hurnpis called, ‘redue tian thinoplasey’,

Sudle s deformiy: Rivinoplasty:performed
saddle nose deformiry as called “Augmentay
plasty’, Saddle nase deformity can involye only the g
tlaginous part or both cartilagmnons and bny punsg
the external nose, A graft is placed to augment lhrll‘.
which ymay be.a cartilige graft {costal, septal or condd
tartilage) or g fiee boue graft (iliac crest).

4 Nasal tip deformity; Operation to lengthen o \Zﬂﬂ
5 . - i
the nasal dp is required to.correct deformities ldi
cleft lip or palate

i

dar collapse: In this condinon, mr. alag ",J-‘\:nlﬂI.::x
mward on mspiration in a v.ﬂ_w.' Jgkt p-\f :mm“-
nasal obstruction. This type of (ll‘fjf”l‘::: f

by prosthietic devices or by cartilage gt

Nial g

Surgical: seproplasty,
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thie
L

ning of the
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TUSES Necroyis of the cptal cartilage because
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i Perichondrium, Necrosis of the eptal carnlage ma
Ie N supranp depression or sadd nose de
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. SEPTAL ABSCESS
Itisthe

lection ofpus under ghe mucopenchondrium
of the nag

CPUM. 10 majoriey of cases eptal absce
DEEUrS as 3 tesult of 4 condary infection of cpal
hematama Spontancoy septal abscess may sometim
form dug 1o ¢y

ension of infection in the g

al furuneulosi
low measles

nd may fol

searlet fever and typhoid fever

Clinical Features

Masal obstruction whicl s blateral and  ofien
complete, is present With severe and throbbing pain in o,
hose. Pever 45 4lko Present and distinguish hscess firg
septal hemarey,

On Examination, gkin of the external fos m
red and swollen Anterioy thinoscopy will how sny
bilateral gy, lling of iy nasal septum, T
dull, PUrplish in cojqr, Softand flucryition . i |

he draming lymph nodes (submandibyg e i
enlarged angd tendey
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8ical incigioy, A tn i pening che Feevions sup- Clinical fe ds
Abigts e ‘I“!["';?ﬂdrsensiuww- Spates L whistling sound !;“;fi.’: "°’“‘"""::‘:z.m’\1
imcdiately which be chanped - = uced g, o g
after g re ort B €an be change ng. Larger perforations L l
Py m}; rﬂ(;fcuh'urc and SEnsnvity Pack is removed dai= n:fai «L{miﬁn 5. When :h{: ;:[si And ng,?t
SHMUTton of pug is draineg por few days epistaxis. Drying and erusiing ajeg o cSI, II::;::'
camDﬁCaﬁons nasal infections, In syphilis, the pe, m'?fw"_wnh‘
Neero, o TSt ally present in the bony Part of the mm:"}""'h.
S15 of the sepea cqpr 3 i ab- Py
SCESS s moe Pl aartilage ocenrs often if an ab.

e Rined early Nccrasis of the sepral cartilage

4 ‘ead 1o supragi, depression, saddle nose deformity or
?cpta.l Perforation. Extension of the infection may lead
Meningitis and CAVEFIOUS Sinus thrombosis, buit these com-

Plications are rare nowadays becayse of better antibiotics,

SEPTAL PERFORATION
Etiology

L Traumaric perforation:

Clinical Features of Septal Perforaticy,

*  Dependson size and site,
Whistling sound in small Perforation,
*  Dryingand cruseing,

* Epistaxis.
Recurrent infection,

This is the most common ype of  Invesfigations
septal perforation. Operations of the nasal seprum like
SMR’s may lead to septal perforation (Fig. 23.13), if
thereisa mucoperichondrial tear on both sides oppositc
to cach other. Repeated cautery of the nasal seprum,

tight anterior nasal packing and penetrating injurics
of the nose can also fead to septal perforation, Nosc
picking to remove crusts from the nose is another cause
of septal perforation. Traumatic perforation is also seen
in snuff takers and chromium plarters. Occasionally, the
scprum is deliberately perforated to wear ormaments.
Puathological perforation: Many dmc‘asc-s affecting the
nose may causc septal perforation. Ir mcl_ud:s septal
hematoma, abscess, syphilis, ll'ubcrc'uiusns. Jf:prc_nsy,

Wegener's gmnulomZ_M! @rczgn bedies, rhinolith

and occasionally a nag

Investigations required to find ouc the Gl f
perforation include test for tuberculosis, leprog: Sy
ctc. Biopsy around the margins may be diapnasic

Treatment
The specific diseases cnusingpamoinsiq}pnﬁam-
should be treated accordingly. Septal pﬂfmﬂmm
no symptom needs no treatment. Smaller perfiooe
€an be closed surgically by putting mucosl s L
perforations are difficult to close slxrglﬂl?}c In_ﬂﬂ;';
symptoms are produced due 1o rrusung Wf!ld'wl
prevented by instilling 25% glucose lnﬂwl
applying antiseptic ointment. Use of pisepr)
another option for treating symptomatic scpal |
(Fig 23.14).
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d. middle urbinate on the right side.

. Ad3year-old male patient came in OPD with

complaint of fever, pain and swelling of the
noie. On examination, there was bilatera]
mooth bulging on the nasal septum and jt
Was very tender on touch, What is the most
common cause for this?

septal adhesion,

septal deviation,

scptal hematomg,
sepral SpUr

lul'm‘)'(‘al'-olcl Male pati
Berstion, Wiy, 1o 120 3 planned SR
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UTgery in this e will used for
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Chapter Summary and Key Points

SCPUUTH 5 VEry comimon in adults but it prodisces sympoms in fow cases. Deviaton of the

IF €urrencs through the node and produ
SYMPoms are present. SMR and
Hedted in paic e bolour the S GF 19 veais 5 at oLl

1 in midline Many complications o FSMR ean be avoidc
ined as carly a5 possible o aveid necrosis of the septal car

jectian on the dorsum of the nose which could o

placed in the nasal eavity after surgery to prevent adhesion formation between

Best Choice Questions

Chapter 23 - Nasal Sepial Diseases

5 various sympioms.
sty are ewo surgical

seprop

by a scproplasty. Sepeal
which results in

ther be bony or cartilagineus.

b, hemi-transfixation Incision.
€ Killians incision

d. Weber Fergouson’s incision,
Q5. SMR was planned for a 28-year-old female
Patient who had a deviated mnasal septum.
Which part of the septum will be left behind
in this case?
4. cenrral part of septal cartilage
b. lower Partof the perpendic ular plate of ethmoid.
€. strip of sepral cartilape along
d. the entire vomer bone.

the dorsal border

Q6. Sepmplasr.y was planned for 3 patient with
deviated nasal septum. Which strength solution
of Xylocaine will be used for infiltration during
surgery?

1 2% solutan.

b. 5% solution.

€. 7% solution

d. 109 solution

(o). Septoplasty was done on a 30-year-old male
Patient. After how long, will the nasal
be removed for this patient?

4 46 hours,

b. 24 48 hours.
€ 34 days,

d. 54 days,

packing
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) ) . (= u.mullmmp.
Q ;i 28 year-o!d’ femaje Patient wae undergoing d- supratip depression
MR “Peration, Duringsurgo:y. she developed L
a CSF rhin,

orthea, What ;, the

m such Patients?

A cribrifory Plate of the cthmoid,
b foor Of the frong] sinus;

€ roofofi, sphenoid sinis,

el

YPPEr part of the laming PapyTacea.

Qll A 26-year-old fema
nose deﬁm-nity after the SMR
Which are, of'the s

bone o cartilage had hegy done
in this ype nf‘defurmity’
A Cenera| part of the septal Cartilage.

peqwndjcui’arpiarc Of the ethmoid.

Sepral cartilage along the dopsa) border.
vomer bone along the floor.
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d.

that time ¢,

a.

© prevent such complication?

doing surgery under general anesthesia,

b. giving NSAIDs drugs Post-aperatively.

c.

d

giving Prophylactic antibiotics after surgery:

- putting splinrs afier surgery.

Most common
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VESTIBULWS.
Vestibuditis iy sed dermatins of the skin of
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While cleaning nasal discharge.
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Treatment of Viral Rhinosinys

ISt stage of Sifis

Local blood Mainly SYmptomatic,
Mucosy js reduced ang the mucog; *  Bed rest.
ZPPCArs pale. The,. 15 SEVEre imritation i the nase with
Hring sen<arion and sne,

1 Antihisamine. for rhi
CZIng. The sens,
altered o ay be | )

ST Northey g Tritag
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Swollen.: Thars IS profise thinorrhes wit varying
degree of nasal obstrucjon and fever. This stage lases Complications
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diminish ang after

d the
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Clinical Features

Clinical featisres depend on the stage or'dism?r‘ During

about 5 o 10 days complete recov-
CIy takes place.

ACUTE RHINOSINUSITIS ASSOCIA]
INFLUENZA
(o e e i masal obsirucr ‘ L Influenzal rhinosinusitis OCCUrs. in. associion
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i o infl dernic. Influenza A vimss s
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|
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Clinical Features

The elinical featurcs of acute
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in the discase

bacterial rhinasinusitis
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Investigations
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22l discharge in sycy oo
a

Profuse and blood eqined

b. SEANEY and yelloy
€ rthick and foul gny, Hing.
d. Watery and thin

2 PNS was ordered for a
t who had nasg]
nd postnasa] dripping. W,

most helpful in th
Patient?

a MCroposterior view;

b. Secipofront] view,

€ ecCipitomental view,
d.

;uLvmcmmcmc;} View
Q9. Plain X-ray PNS (Warer
0 a 20-year-old m,
Paranasal sinyges Which of
IS Most difficuly g assess on this view?
3 ethmoidal sinys

b froni Sinus;
& maxlliry sings
d.

sphenoidal sinys

complaints of thick mucop-
urulent nasa] discharge, postnasal dripping,
nasal obstruction and headache for last 8 to 10
days. What are the common bacteria causing
this illness?
4. moraxella and pseudomonas,
b.  proteus and hemophilus.
€. staphylococci and SIEPLococcr.
d. streprococei and Ppneumococc,

Q11 Proof puncture or antral washout was planned

for a 25-year-old male patient. Which uf. th:
following structure is drained in this operation?
4. ethmoidal sinus.
b. frontal sinus,
¢ maxillary sinus.
d. sphenoid sinus.

was disgnosed
char; cteristic

Answers wilh E"Plﬂnong
ng

year-old
_ sal obstruction, nas I
discharg, 7

hair follieles are only Present p,
! cre

troneal ang _‘phtﬂuj'd Sy,
ey

5 view) was adyised
ale patient for assessing the
fthe following sinus

oni
4 ases of the

Granulomatous invasive * Tuberduloss
Chinosmusits fungal simusitis ~ Syphlic ‘.
) GO ceipe or antral ¥ o Funglballormycooma L g ‘
. P r-“l‘l’,w Ly - ic Fungal Sinusitis CF s
- pdwelld c Sinus

Endoscap

* Rhinids sicca

ONIC RHINOSINUSITIS

h

i o S
S e
e D
: ;i ,"“LH ptoimia sy be redticeds
serween !

palholegy

f the cases of Feihle
Mast ok HIE ¢ infection to resolve. [t may follow single
the acute Infee

acute rhinosinusios. In (i:mnu. infec—
tion and healing occurs simule
om 2 hypertrophic change to one of an
nay be found in the sinus mucos Edema
i Is present ranging from shight rimkrnm_ut
sis. On the basis of presence and absence of
c runesinusitis is now classified as:

hronic rhinosinusitis are due (o

fiee of

i
oty E¥

lzonic thinosinusitis without polyposis
2 Chronic thinosinusitis with polyposis,

Chra nfiltration is present
uilh glandular hypertrophy. The surface epithelium may
o desqy  fregeneration, ulceration or metapla-

4 The g re usually mived and nclude streprococ-
wee, B, protens and anaerobes

inflimmatory cellular

Clnlca| Feqjures
The o]

LT rhir

inica]

res of chropic

rhinosinusitis are
10SINUSits by

t of lesser degree, Nasa]

Inflammatory

= Atrophicrhinitis
= Primary atrophic rhinitie

Sccondary atrophic rhinitis

* Rhinitis casedsa

CHAPTER

25

*  Rhinoscleroma
. W
Midline lethal granuloma

gener’s granulomatosis

discharge and post nasal dripping is nsu illy presentin uu\\lﬂ
of the cases. Nasal obstruction of varying degrec is also
present. Headache is present when there is nb&-tr.urnﬂn.“l
the drainage or during acute exacerbation of the ‘“&“m“ﬁ
It is often described as a2 heavy feeling in the head or a du!
ache over the sinuses Hyposm

ANOSIA OF sometimes

& i esare ally
acosmua may occur. Constitational disturbances are usu by
mild and include malaise, mental apathy and anorexia

Investigations

1. Nasal endoscopy: Detailed examination of the nasal
especially middle mearus under local anesth ia

TPOTANt in a paticnt of chronic rhinosinusitis.

eavi

isver

2. Plain Xeray of the paranasal sinuses will show mucasal

thickening, polyposis or opacity in the affected sinus
3. CT san: 1t is now
nvestig

considered as a mandatory

AHON N 3 patient of chronic rhinosinusitis with
thin cus preferably in all three planes (axal, coronal
and sagictal), It will clearly show condition of all the
Paranasal sinuses and nasal cavity (Fig. 25.1 )

4. Nasal secretions Jor eulture
mucopurulent secretion
meatus through nasal
culture and Sensitivity

and sensitivity: Purulent or
collected from the middle
cndoscopy, should be sent for

Treatment

Medical reatment of chronic
SAme as for aciige sinusitis,
Ofic, nasal demngesmm

rhinosinusins 18 the
It includes appropri

ate anuby
» antihistamine,

mucolytyc agents




Fig. 2577¢
3 N nose -
Palienter o e Gnd PS (co;

3 anal view) of
I thinosinusitis /

CT s
Shrong

nd steams inbalagon.
PIESEnt, should be tre
in note seyere

by medie) Teatmeny.
CI5es is 1
Surgica] Procedure
f:lc discase. With the advene of endoscopic sins Strgery;
2l the paranagl sinyges o approached and treated e,
>copically. Conventiona) surgical procedures (o approach
d(ﬂ‘nrm:pamnnai SInuses are srely used now.

Surgical Treatment for Maxillary Sinusitis
Conwmlcn.:!ll\' n cases of chronic maxillary sinusitis,
nouc.spondir:g to medjcal treatnient, repeared aniraf twashout
Was done. Removal oFpus and rewained secretions from the
2naum helps the mucosa o Fevert to normal
Caldwell fuc's OPErAnon s 2 more radical surgery where
maxllary antrum, is reached through jis anterolateral wall
by a sublabiz) !acision. In this operation PUS or retained
Secredon is drained, diseased mucosa is removed and an
Openiing is made in the Inferior meatus for the drainage of
Sccretion. Endoscopic sinus SUrgery 15 now the treatment
of choice in chronic maxillary sinus. Uncinate process
s removed firse (Uncincctomy), natral ostium of the
maxillary sinys js visualized and then it widened o drain
secretions from the stnus. Maxillary sinus can be examined
through the ostium by using 30°, 45° or 70° telescope,

Surgical Treatment for Frontal Sinusitis

C.'onven:ionaﬂy in cases of fromual sinusitis Irepliination

of the sinus through its floor was done to drain pus and
retained sceretion, as in cases of acute frontal sinusitis,
In severe cases a more radical approach was required by
Performing Howarth’s operation, where floor of the frontal
sinus was opened and the disease was cleared from the
frontal sinus. The frontal sinus can also be approached by
asreoplastic flap operation, where anterior wall of the frontal
sinus is opened by reflecting it as an osteoplastic flap. All

a Fig. 252 Melhod

Inferior turbinate,

of sUbmuyg
] “Wh

these sadical operations on e fronty|
0w and endoscopic sinue gy
Fronal sinus can
the middle mears and clearan e of th,
from the sings and l}onmnasa! duc[r
uncifiectomy, frontal recess iy Pproacheg
the fronul sinus is secn. All the disease 1

cleared endoscopically b

siny,

Surglcal Treatment for Ethme

In cases of cthmoidal sinusiis,
to clear the discase from cthimoj
three approaches for ethmaidecror,

idal Slnusipiy
rrh::lm'dmﬂ,, :

s
il i o
1Y Wete gy o
. Intranasal cthmoidectomy,
2. Trans-aneral M‘hmcida:c(ﬂnly.
3 B

Clearance of the discase from the cthmoig o

(ethmoidectomy) s now possible thraugl; mdﬂhh
sinus surgery, where il the cthimaidal g cells :m:
approached endoscopically through the fose,

ernal r:rhmu\'dcrmm):

Surgical Treatment for Sphenoidal Sinusitis
Sphenoidectomy is done to clear the disease fromy
sphenoid sinus, Sphenoid sinus js reached theough
anterior wall by wansseptal or external =mmuim,,m
approach. With the advent of endascopic sinus Surgery
sphenoid sinus is now approached and disease is cleed
endoscopically through the nasal route,

Surgical Treatment Hyperirophied Inferior
Turbinate
Inferior curbinate reduction can be performed by
various techniques that resect, displace or demas
the volume of the turbinate. Following are the vine
techniques or procedures:
1. Electric  cantery: Multiple: linear surfice bums ¢
produced, parallel to the lengeh of inferior

Chapler 25 — Chronic Inflammatory Diseases of the Nose and PNS

Fig. 25:4: Mathod of performing anfral washout under

1 showing site of punciure
locol anesthasiain an adult pafient

mcams and inferior murbinate is visualized with head light
and nasal speculum. L i trocar and cannula s used.
for puncruring the maxilkary antrum. The medial wall of
the maxillary antrum is puncturcd in the inferior meatus
464 point 1.5t /2 cm behind ithe anterior end' of inferior
turbinate. The trocar and cannula is directed towards the
After picrcing

diathermy or thermal
polar diathermy

olar o7

nop

lincar submu-
r diathermy (Fig

(SMD}
NONopPo

e &

ane T

ve for reducing the s
= = £ ipsilateral tragus 6r outer canthus of the ey,

rior turbinate through farther. The
for turk i the trocaris removed-and cannula is advanced farther. The
1c remon: 3 :
SRS MU ts irigated with normal saline at body tEmperature
done with cryo-probe - L 20 ml syringe- or Hagoinson's synnge (Fig. 25.3

1an s continued 6l the remarned fluid
end the cannula is removed and nose is
ding

and 25.4). Irr
is cleared. In th
Packed for few hours ifthere is sigmificant bl

whi

c turbinate
preserved.
e Thisisverycffective  Complications
sene hypertrophy. L. Anesthetic complications

anesthesia used

It depends upon the type of

Bleeding: Profuse bleeding may occur due to trauma to
nasal mucosa and wrbinate.

r complications of this procedure

= post-operative. crusting and 3

ge, Orbital injury: The rocar and cannula may enter into
the orbit through the roof of the sinus, if 1tis entered
with 2 grear force. Sometimes roof of the sinus is

dehiscent and fluid Ay enter into the orbit leading to

reduction: Radio-frequency

bmucesal tissue destr uction

ice

r on, thus reducing the size of the orbital cellulins.
. Cheek injury: Trocar and cannula may enter into soft
tissues of the cheek and leads to the swelling of cheek
viw”’ﬂ“”r“ms"_oﬂ___ 5, Damage 1 Plerygopalatine fossa: Trocar and cannula
This is 3 surgical procedure for irrigation or wash may enter into the Pleryeopalatine fossa through its

aofthe maallary antrum Maxillary sinus js punctured
Iwall i the inferior meatus id the sinus

Posterior wall and, can damage the internal maxillary
Artery or the ganglion,
Air embolism: Thys 15
fatal.

gl it e

1 ]

6 # fare complication but may b
15 mastly

ieral anesthesia s

done under loga]
reserve for children
SRR patienrs. 41, *ylocaine pack with adrenaline

i i e e CALDWELL Lug's OPERATION

St s R -m adﬁ]“ :iu;n 20 mn::n: This is the OPeration of opening the maxillary :m_llmn

Bt N itisidone  (hpgygot s ; - : i

i |<I\|| ancsthesiy whereas Patient lies supine with fi & \s anierolater] wall. After fl‘-'ﬂ“"l_u the disease
U rised wher, gencral Tom the

SINUS, an opening i made in the media] w Wl of

nesthesia is yyep, {
1s used. Inferior the sinus ingy the inferior meatus |

antrostomy)

.




Fig. 25.5 Cala
einy sion oo c’s o siiai s A
MEiliSey i, " showing apening

Hon 15
d endotrac
her na

anésthesia
1031 sube. The position af the patient
%l srgeries e, the parient ic kepr
cid cnd raised. A sublshiyl, horizont

millimecres by

done mosdly in genera]

SUPINE wwith

v the gingivo-labial
Xtends from the Jareral Incigor (o the

The incision ¢

second molar oo, Mucoperiosteum flap is raised from
the canine fisgy Opening is' mad¢ in the canine fossa by
DL G and hammer °r a drill machine (Fig. 25.5),
Disease is clegred rom the maxillary anerum, Ar the end

e ROMY A B e i 1L

Rasal caviry i Packed for 24 to 48 hoyre.
IS sutched wihy cargur.

Antrum and the
Sublabialincision

Cnmpﬁcaﬁans

I Ancsthetic complications.

2. Profise bleeding.

3. Damage o the nfraorbial nerve leading to anesthes
of the cheek.
4 Damage 1o the dental nerves.
3. Danuge o the mnfenor twrbinare.
. Damage 15 the nasolacrimal duct.

Oro-antral sublabia] fistula due o non-healing of the
wound.

FUNCTIONAL ENDOSCOPIC SINUS SURGERY (FESS)
——=TUNA

of

development in many aspects

Endoscopic nasal and snus surgery is the result
of medicine. Most

iImportanr is undcrsl.‘mdlng of the narural sinus clearance

by mucoci iary

sinus

transport system. Funcrional rudascopiq
surgery has gain popularity in the management of

sinonasal disease because ofits minimal invasiveness,
Without damaging the normal tissues one can remove
diseased mucosa, polyp, or a growth from the nose and

sinuses.

ta improyve drainage, The instruments !pr FESS :':'l.cruc'f::
rigid fiber-opric endoscopes with telescopic lenses (07, 307,

- The natural ostium of the sinuses can be enlarged

i L
portant and common complications-of endosople
surgery;

t 150 70,
for precise
advintag

ictodclrider: g o

T
ed Sy ot
S OF funictiona) e, 8

"’_j"(-u'n:-
;Sy'ih‘;’l
1665 mititinally inyggiye "8,

1 B,
doscopia

2 Hospital stay 15 shorg

b Normal phys

most widely
endoseopic  sinu stirgory
Messerklinger  which,
approach of the sintsey, g
anesthesia or genera]
of the disease and cong
surgery depends upon

the gy,
the discase. The bogie p!mum:xt:,“” S
only the diseased mucog; leaving fp =58 iy iy
aud iealdy miscosa Fram the peet el g oy
infiltration of xylacaine with m,cmh"“ﬂu,rg Mr‘;"‘
removal of uncinate process (uncingeger 1 ey .l"
of the infundibilum, Natural Ottt o,y ) ang OB
35 identified and tis widzned rg i ]

Mprove g, M':\h
cthmoidal cells are. cleared (ani

opening the bulla cthmoidagy

{bule,
cthmoidectomy (clearance of by, et B
is then performed by OPENIng the 1 iy
and cleaning of the (mumlsmmm;u;,m i‘d::lh, LI
sinusotomy). Opening and dcanlllguﬁlm sp;“n-:ter
is usuilly done at the cng (sphenaid sinmo,nmﬂ""ﬂm.
Indications
Endoscopic

sinus SUrgery is useq for
7 i gy
following conditions: i of

L. Chronic sinusits,

2. Nasal polyp.
Small growth of the nose or 1s0phiaryry.

4. Nasal adhesions,

5. CSF rhinorrhea.

6. Fungal sinusitis.

7. Mucocaele.

8. Foreign body removal.

9. Control of epistaxis,

10. Deviated nasal sepeum,

I Hypertrophied inferior or middle wrbinage.
12. Enlarged adenoids.

13. Choeanal atresia,

14. Dacryocystir

Complications : ‘
Beside anesthetic complications follavnngﬁ_‘lk’

d PNS
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naoICOpIc sinus surmery tejs.

g atoIma.
grhia! € 1d hematon

arbiti! ahscess

Jutias
{ ic nerve.
the opt! i

fial rectuis muscle and diplopia
medi

I
il €€
orbi

b

4 bt

1l cechymaosis, :
jcations. [tincludes

picrantal €0TPY

CSF leak

meningits

bscess:
praitt b3 et
- il hemarrhage

jjury to nasolacrimal duct.

smia ar hyposmia

FUNGAL SINUSITIS

By fir the greatest advances in the last decade as well
e 1y afcontroversy in head and neck mycosis
sifeg 2

hure revolved around fungal sinusitis Although fungal
afisnon of the nose and. paranasal sinuses is observed

mmonly but its incidence is incre. ising, Py Tously
dee nfecuons are usually seen in individyals who are
Emmocompromised  but recently the occurrence  of
gl sinusitis has increased in the Mmunocompetent
Jopulition as el Many different species of fungj are
Tound 10 involye imong
alternaria, avnlaria ang rhi:upm-,
The fungs| fections of the
s ate. brosdly cl;
Meay' g

nose
assified into o
Ho-iuagipet fangal

and parangsy|
istinet cntities;
Slnusitis. Invagiye

hod of performing funclional endo-
rgeny.

Tan individuals who are
tenzed

fungal sinusitis is commonly s

diabetics or immunocompromised and is char

or

by its invasiveness, rapid onset and. tissac destrucnon.
Non-invasive fungal sinusids is commonly seen in

i Zus re ar
. muRecompetent individuals where fungys remains on

the surface. Each of this varicty is further subclassified as
follows, sa that there are five recogmized forms, eaeh with
wn pathophysiology and clinical presentation:

it
L Invasive fungal sinusiis:

1. Acute fulminant invasive fungal sinsitis

2. Chronic invasive or non-granulomatous inyasive
fungal sinusis.

3. anulomatons mvasive fungal sinusins
IL Non-invasive fungal sinusis.

4 Allergic Fungal Sinusitis (AFS)

5. Fungal ball or mycetoma,
1. Acute Fulminant invasive Fungal Sinusitis

le s less than four weeks in duration and occurs
n

Common causative

mucor and rhizopus. It hay
If not recognized carly and treated
surgical debridement and systemic
medications (amphorer icin=B),

IMmunecompromised Paticnts
fungal specics are aspergillus,
a very high mortality
ageressively by radica]
mtravenous antifunga|

2, Chronic Invasive or Non-Granulomatous
Invasive Fungal Sinusitis

It is commonly found in pauents with diabetes

mellitus, a5 in diabetes, cell mediated immune response

is deficient and granuloma formation TeqUITEs an intact

cell mediated reésponse. These fungi invade muc 0sa of
the sinuses and nvolve the underlying bones o cause
s erosion. Aspergillus is the MOSt common organism
responsible for this condition. Treatmen is radical s
debridemen, With remoyal of
along with SYStemic antifungy|

surgcal
all debris from the
therapy,

SIMUSes

ST




~Nose gng Paranasal Sinuses (PNS)
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and PNS
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and the nasal Mcos,

152 three decades allergic fungal sinmsi (AFS)
Teasingly defined, Ir i
SECHON o gorg

eved o be an
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ntal fungi in an Treatment rk in hat, Bacilh of 1w
mmuno-¢p, o liagnios; or AF rlar fil :
e Smipetent The diagnostic criteria for AFS Removal of the cnist is Best achie andslar fi ing. Treatment
Welude presence o ghe tallowing five characteristics dotichasily eved ¥
: g ; ouehes. It loosen the. ey and re Moyey u g
+ TypeIgieE mediated) hype SEnsitivity to fngi nasal secretions, 25% elucose in “‘Wmm-d‘ .km,m‘
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SR 5 & e - iy, ¢ ac
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- Eosinaphill; muan or allergic mucin, withoi funga] i I ety o C areas
invasion into Sinus g S T Rle measures ha lﬂ.incr"pnn“k_r ,,_‘ I cormim endomic arcas
o FARS - SSUE, remains the most re activity and blood supply, Tt incuge) i T eEdidi < are distinguished
indicator of AR = of the world £
-~ Ator oF AF. mouth, hormonal therapy (e tradiol or g ey y affect males. In
3 Posiove fungy) stam on culture of sinus content, oo systemically), placeng] eXtract i
removed at'the time of s gery.
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£ Al
0 syere, oy
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icated for e

serepromyein (against Klebsielly g
Cavsarive fune

Surgical tréatment s ing

e nose from the 1. Atrophic stage
from failure of the 2. Tumefective or granulornatous stage
n its secretion inspissates and 2

are aspergillus, bipolaris and curvilar

15 mostly associated with nasal polypi
There is no mva,

This condirio
and asthma

3

to medical treatment, Differans Sirgic oy Ao lshismE ety This condiion

si0n of sinus mucosa by the described; In Yourng’s operation ey b hust;,lfm”' bris and granulation fssues  WEGENER'S Gm@ﬂﬂﬁis

fungus The malosay of treatment s polypectomy and for 6 months which reverrs the miucsy g fl‘th< = i‘;l.—liI”II'l‘l}' it
Aeration of the sipyses either by conventional TURIYOT 1 Teauitien can be narrowed by injecrigy, Urltﬂm\wt} T EIELE . GRS s s wtoimmune disease of wnknown
endoscopic sinus surgery “mic steroids are helpful es- submucosally. Moistening of the n3sal ey P [N TUBI -7” e e »

pecially in the post-operative period. atempted by diverting parotid or Stenson’s diicy gy, |LE ilosis i the

Tl antibady
i y Occurin T : y
m.H-\‘ tuberculous patient. The antcrior F
12 rc

: y the anterior ends of the

antrum
ATROPHIC RHINITIS

Itisa chro; inflammation with atrophy and !Im_nuu:g
of the nasal mucosa. It occurs a5 a resule of periarterial fibrosis

< of the antneutrophil cytoplasmic
CA)  assoctated  vasculitic disorders.
nmarily, it involves the upper
nd kdneys. The

iliary tuberetilosis or by fing

Secondary Afrophic Rhinifis

nd lower respiratory tracts

Patient oficn presents persistent nasal
vinferior part of the nasal obstruction and sometimes blood stained nasal discharge
Destruction of the nasal mucosa andmuphicchm;. lved. In the initial stages, 3 Nasalexaminagonwill A thickening of the nasal mucosa
and endarteritis of the terminal arterioles. Tiwo clinical types in the nasal cavity oceurs secondary 1o/ some i | oo atc com
of atrophic rhiniris are described. it

ma s present. Ule

© syphilis, leprosy, litpus, wxcivge B poahicd rubercul
surgical removal of the inferior turbinates, deviaed gy

septum, long-standing sinusitis and radiotherspy

ton may follow  with ylcer

of the nasal seprum may oceur
2 Primary atrophic rhinitis.

80n and crust formation. The clinical features
b. Secondary atrophic rhinitis.

to atraphic rhinitis. Cyioplasmic antineutrophil

. are similar
rforatior

cer tests for tuberculosis, biopsy of the lesion

Mic anabody (c-ANC A) directed against PR3
This ated by antituberculous e ¢he Most specific diagnostic test while somc patients
nose. The clinical features and management are the s : ascs of tuberculosis, SYPTess. permuclear-saining ANICA (P-ANCA) specific
i as for primary atrophic rhinitis. for myeloperoxidase. Biopsy of the nasal granulation waill
Friiany Alrophic Khinkis SYPHILIS show the presence of epithelioid necrotzing eranulomata,
The exact cause is unknown but several ﬂ]c‘lurf have RHINITIS MEDICAMENTOSA o ';ﬁrjmtr:m—_‘m;ml pr s
7 rance . hironic B . €an ocen con -
b ek ad‘\;:“d o rj;;; ;‘I‘W:- Rhinius medicamentosa is subser of drgindisd
- G cal. Various organ E
rhinosinusitis after 4 long interva B

and focal vasculitis. The condition is
o et ® foms of syphilis. The pasal SCPUm is most  'Teated by giving: high doses of s
icrhinitis. These hinitis, characterized by nasal congestion emmuny ivlved b frera] wal e may alse  results in rapid
- fi the patients with atrophic rhinitis, i . Y vasoconsTime i x
S Dola e G 4 he causative agents. It mainly due to the overn et tted. Ulceration and destruction
organisms are also presumed o be the ca o d dications like an intranasal dc:nngcsunl o n the pge:
S Tebstella ozaenae (Perez bacillus), diphtheroid an sl | el e R A VR .“mnl e
baciades Jon fo ss may also be @ cause of e pf intranasal ‘c bound congestion et ey
P wafgaris. Autoimmune proce decongestant is followed by re o of the decongen | ||"|;”U|m‘
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S leading to more it of i 45 i
atrophic rhinitis. ” B ) ; gt
g sl gl :Ij“dd [?.n:hr gympmms are confined to the nose and consi!
i . . : ads 3
mous gland of the nasal cavity occurs, This Je.
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ystemic steroids which
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T control.
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distur,
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erust formation,
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Q1. A 155 i
S nass );e.‘n‘-old Eirl came vwigp, the complaint of
Enm? ulfﬂrucnon and recurrepy Epistaxis, On
Hation, hoth nag,) Cavities were ful] of

foul smep;, - L
Whicl, U'-‘r ::EE E,E:L:"nh :wd_o nasal cavities,
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‘FESS’is the abbreviation for:

4. faster endoscopic sinus surgery.

b, field enhanced sinus surgery:

¢ froneal endoscopic simple su rgery.

d. functional endoscopic sinus surgery.

2. Caldwell Luc's opcration.
b. Howarth’s operation.

¢ latera] rhinotomy.
Caldwell Luc’s operation was planned for s

d. Young's operation,
Q4. Which of the following part of nasal cavity Q8. : W 1
is most commonly affected by rhinitis sicca, JQ-year-oldmaIepnuent.W:hlchnﬁhnﬁ:!hm
where drying and crusting is maximum? incision will be used for this operation?
4. anterior third of the nasal cavity. a. gingival vertical ulclsioﬂ. i
b. lower third of the nasal cavity. b, subgingival horizonal incision.
€. sublabial horizontal incision.

posterior third of the nasal cavity, in
d.  sublabial vertical incision.

7
upper third of the nasal cavity.

d.




CHAPTER

6 Epistaxis

Etiolagy

5 Hos

Epistasis means b
isas

leeding
"MPIom and nop 3 ¢
may oee

from inside the nose Epista

sease and is fairly common,
Urin any age group,

Eficlog)y

The following arc comman Causes af ¢
1.

ISEAXIS
HMiopathic: When the cse of epistaxis is 1

Talma, road traffic accidents. i

junes o nose,
foreign bodics and hard blowing

of the nose.
Acute infections: c.g. common cold, diphth
and acute thinosinusitis.

o i

d.  Chronic infections: All chronic infections, which
lead to drying and crust formarion may cause
epistads e.p. amrophic rhinitis, berculosis, gran-
ufoma etc.
€. Septal perforation.
£ Deviated nasal sepeum.
B
h.

Surgical operations of the nose.
Maggots and leaches in the nose.

i Neoplasms of the nose and nasopharynx like

nasopharyngeal angiofibroma, hemangioma and
malignant timors.

3. General causes:

a. Hypertension.

b. Bleeding disorders like hemophilia, [Jlrumbg.»-
; cytopenia, Christmas disease, lenkemia, aplastic
anemia etc.
Atmospheric conditions like very hot weather and
high alttudes.

(=%

i PR ey artery

lateral msal wall-waodrufis

b pephenopalitne arery
b
4

N ing
o N eeding ;
s —= = e Pl ane =
; = Treatmens .
Pathiology *  Firstaid measures
Clinical

¢ in any age grovp, Bleeding varics
pital management s el o lethal blecding. Blood
= © o theAnerior ares (anterior cpistaxis)
. e el (posterior
B il maiith ors sl
A I Reried e e AT
i tops spantaneously

Delayed m
Tig

frc

bacl

s d

Liver discases cig, cirry
L It

deficiency,

mes
Osis Hsing,

rlnm"xr%\

aedl
istaxis, bleedi

€. Chronic nephritis,

en there is large amount of
3 i i sent a hypovolumic shock
£ Acuteinfections like measl.:glcmch Tay preser
fevererc. ﬂput“
g Drug

g anticoagulang drugs.

R Sali
uinine. Paigy res o ]
= unknown. 4 ] 2 o epistaas, especially from the Lictles
< Local canres: R, £ rolled by asking the patient ta pinch his
TS . al 5 = e ith forwa clina
2 Congenital cauiscs: . g Osler's disease. In Osler's o1 8 B0 . upright position with forward u:dlmmun
- ¥ = : = . ue an g a e en 3 &
disease, prominene telangiectasis are present in the Bleeding may occur from Y site fyy o d sit i1 s, The mouth 1s kept open and patient
<. p 121 P s : M in g 1 o 15 minues hrough it An ice or cold
nose, face and mouth, cascs, cpistixis occurs from the Lige, orci g MO 00 P TR ke quictly € irough i, e “ ‘|
is situg in the anteroinferior g 1 Eomueted 10 the bridge of nose an forehead
b Trauma: This is ghe most common local cause 5 Sitvated i FASOR the " g plicd to the bridg
of epistds. Jp MAY occur as a result of fingernail

where the atastomosis of four Blood vl i
called Wieselbach's plevus” (Fig. 17.8), The

flex vasoconstriction (]
a reflex v

26.1). Sill if

rter p prod if it is severe, the patient should be

the anterior ethmoidal, sepual branch of ;‘H;h:zr”[rm ;ij; continties or

sphenopalatine and greater palatine ahieste m:hu, Sifedioa

is exposed to the drying effects of inspired g, nl;m et

fngernail trauma, There is another Vasculyy fospltol Manad trol bleeding from the nose
situated posteriorly in the lateral wal] of the noge el The precise method !_EL‘cnn ;m;mc e
nferior tarbinate, known s che Moo’ plsin T [ ggnson th sveriy of fesnee ik
is the most common site for posterior h]ccding_'ﬂkw Jueass of mild 10 moderate anteri eeding e
sites of bleeding include, above the middle turbine

the ethmoidal vessels, below the midd]e turbine fr,
branches of the sphenopalatine artery and the nasophin,
Venous bleeding may occur especially from the g
columellar vein which runs vertically juse beliind e
columella. Bleeding from small vessels and ap
also ocour, which is usually diffused.

Fig. 26, 1: st old measures in epistaxis.
. 26.1:

Sites of Epistaxis

Medial wall or septum:
= Liutle's area-Kiesselbach’s plexus.

*  Behind columella-retro columellar
Lateral wall:

*  Above the middle turbinat
ethmordal arteries.
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site of blcedin, ble, chemieal cauterization or ele Tic

cd. The commonly tiscd materials for

rEation are a sibver nitrate stick or solution
enc acid solution

In caies of severe bleedinig or where no clear bleeding
POUNE & visible, anterior nasal packing is done. Pafien: o
admitted in the hospital, the infraveramns fine js manamed
nd bload loss during episcaxis should be assessed. In
severe Joss, blood transfusion may be needed. Vil signs
OBNOring: is ‘cssential., Procoagulants. like trnaaeaic
2e1d may have some rolc and can b tricd, Pasiers: must be
sedated and prophylactic antibioties should be started.
Anterior. nasal packing is done with
soaked in Bismuth Iodoform P
any antise,

2 ribbon gauze
araffin: Paste (BIBP) or
X In an adult patient
about one metre ribbon
king each nasal cavity. The ribbon
Eauze 15 inserted and placed in the nasal cavity in layers
starting from the floor (Fig: 26.2). The entire nasal VITY 15
Packed aghtly on both the sides 1o £XErt pressure and stop
bleeding. Most of the anterior epistaxis stops by anterior

nasal packing The pack is remonyed] usually after 48 o 72
hors.

Plic ointment e pol
Approximare

of average buily,

Sometimes blecding is not stor
pPacking. ‘especially in
Posterior nasal packi
the nasopharynyx is
There are different
The simplest one i with
special balloon catheter i P

Pped by anterior nasal
Postenior epistads. In such cases,
is required. In posterior nasal
packed

packing,
along with the nasal cavity,
s of posterior

assed from each nostril inta
the nasopharynx and its balloon is inflated with normal

saline (Fig. 263 A). Afer nflation of the balloon, anterior
nasal packing is done in the usual way with a ribbon
Biuze as deseribed above. In another method, a double
balloon catheter js used (Fig. 26.3 B). First balloon is for
the nasopharynx while the second 15 for nasal cavity, thus
anterior nasal packing with ribbon ZAUZe is not required.

Hg._26.2 Method of anterior
cavity s packed with aribb

nasal pocking. NMasal
showing the point of start,

ON gauze in layers. Arrow
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OME Cage,

I SEvere cases of episis o

P MmEasures, other procedires like i‘nfnmmllna

arecrial embolization may e Needeq STl \Eb"lh‘

i done according 0 the gie ar g Heriy oy
T tding oo TR

sponsible for (he Ty By gy
can be I 3 The oot iy

f cpistayis o, & Fiey ey
i . - artery, maallary artery, sphenopapye Hery Wi
o bl and posterior cthmoidal ameger E-ndnc ey Sty
U § . sphenopalatine artery ligation 15 , . *Copie lr::”“‘v

Bgate chis artery endoscopically pcl, it e, e g
through sphenopalatine foramen, -\ Bers gy 4
o < olip e

: S

bleeding vessels can be dope

o sels can be done une, g I0rgqce 1 OF

bl (angiography), where pelform, Polyviny J‘ﬂm{ iy

A picce ur” method of paseerioy. Uasal packing is wigy  0°Ads arc njected into the Sy Pmri: o ol ;’I'
S e e sill 7% this uses blockage i the gy 1068 an g

% : =

ed wach it 7 hen a soft rubber catheter is
<tril and broughr aur through the
% 1w threads of the pack are tio with

| First aid Measures:
Pinching of the nose,
Sitting upright with forward linatigy,

e e hr‘;'lr:tpr)simmsaf pack is then introduced through = & ;:D" S [
e pulled and pers. T259Pharynx and both the threndy | Hospita TR

Pora ;‘k ted in !runlj of d":, columells to keep the *  Chemical or electric cautery.

R DE ;] ",l 115 place. The third 5511: thread remains & ‘
putth tl -. w hu—j;. 15 sed later on for remaval of the

e ; 2 ’-l Pack Anterior nacy) Packing is then done in the
isual way as described above. Most POsterior epistaas arc
oPped by chis method. Pack js remoe afier 48w 72 | =
hours, 5

X and coming out through .

Anterior nasal packing,
*  Posterior nasal packing.
*  Maintain IV line.

Blood loss assessment and replacement.
Coagulant therapy e.g. tranaxemic acid, ‘
*  Prophylactic antibiotic,

Delayed Management:
* Investgauon to find the canse of bleeding.

Delayed Management

; A._!'rer the acure phase is over. the patient must be
nvestigated for the cause of epistaxis and it should be
treated accordingly, If hypertension is the cause, blood

*  Treatment of the canse:

Pressure should be controlled. After removal of the nasal *  Nasal endoscopy or examination under anestheg,
Pack, a bleeder may be visible in the antcrior part of the and cauterization/ligation.
nose which ein be cautenized by dientical cantery (using a Al AR

silver nitrare or trichloroacetic acid solution), eleciric cautery

Chapter Summary and Key Points

Majority of bleeding from the nose occurs from the Lictle’s area, Many cases of epistaxis are idiopathic. Bleefine

i for sl
g ing i : bleedi where bleeding does not stap by anterior
staps by anterior nasal packing in most cases. In posterior k:,;:fnmbe e

king, posterior nasal packing is done. Posterior nasal pac fing ¢ witha . e
gﬁf:z":ci Once the p.fticm became stable, cause of the epistaxis should be investigated and treated according}

and uncontrolled epistaxis, arterial ligation or arterial embolization may be required.
severe
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Best Choice Questions

— { common site for cpistaxis?
¢ mos
the

bimate

what of th 5
a ol le turbinate
3 L 2.
B : 5
e 1 anan :
d WE { boy presented a complaint of s
-;l-“‘; = recurrent rpiua:i‘_ of an
"  moCe v, What will you advise him
S g ‘“I" ~ during an acute episode at
jdioP? ) foedling €
stof
L up
inder the shoulders
1 inclinatic
inclination.
" acked i
¢ ¢ the following part is pac ed in
h ol She
| whic al packing:
s yr adsa
& jaterio £ of the naso}

e nasal cavity.

salcavity

liale of the T

came to the ER with
- Anterior nasal

oy A2 f se o

% mn@.Tmr“I:’ done immediately in ER and the

packing “WW,. What is the most appropriate

gl e { after which nasal packing will be

marn

i e period
time P £ ent?
mved in this patient?
n

325 liours

5 Anterior nasal packing was advised to a 20-year-

& old girl who presented compliant of severe
emergency (ER). What materia] is
most suitable for packing in such a patient?

3 conom.

Answers with

from the Linle's area.

PrOper pressure in the nasal cavity
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Pathogenesis
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Adtivation of
effectnr cells

| [ Mot dinical symptoms
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= Sneezing {vastutas engorgemant
= Runoynote andedema)

gz with symptoms of
@es of other areas like
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S¥YmMptoms related aller
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the pharynx s and ¢

On eamination of the nose, nasal mucac appears to be
metimes bluish in color. Masal cavicy
* full of watery and thin sectetions. Turbinates
Ity the inferior are swe len and hype rirophied (Fig,
2)- Sometimes nasal polypi may be Ppresent

ARIA (Allergc Rhinitis and igs |
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(mild
273

swollen, and s

mpact on Asthma)
UMNS according to its duration
nt) and severiey
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. there

Fthe symptoms

ere) for treatmeny purposes (Fig.
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Interminent and me

Two forms: seasonal and perennial,
*  Watery thinorrhes.
®  Sneezing,
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*  Nasa| obstruction,
*  Hyposmia or anosmia,
* Mucosa: pale, swollen or bluish.
*  Inferior turbingge. hyptnrnphy‘
*  Polyp formation: Sometimes, \
= ;\g(:; and symproms of allergy in other parts of the |
ody.




6.

Following aré the trearment options for allergic
rhinits;

difficult and sometines impossible to avoid, It may

include remaoval of pets from houses, avoidance of

specific foods, removal of ca

covering of pillows and martress with specific anti-
allergic sheets, change of work place etc.

2. Antthistamive: These have been the main mode of

treatment for nrny Vi

nasal allergy 1s associated with chronic rhinosmusits
or nasal polyposis
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Letkotriene inlibitors: As the leukotricne js oy

cause symptoms of nasal allergy, drugs whih jnks
the function of leukotriene may be used to relos
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fotally. Best results arc obuained, if the allergy is
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Best Choice Questions

1. A 22-year-old girl prcs?me'd ex:e:::cl-
2 sueeﬂn’g. watery rhinorrhea, xlrhln:ga:::onraﬂ
obstruction whenever she come m ot
with house dust. Which type D{f.lype::cn 3
reaction is occurring in this patient? Q3.

a.  type I hypersensitivity 'L'.](U.(‘IL

b. type IT hypersensitvity reaction.
¢. type HI hypersensitivity reaction,
d. type IV hypersensinvity reaction.

i Wi d to an
Q2. A 12-year-old atopic boy was expose Msc;iﬁ:
inhalation antigen for the first time in : h_.
Which type of antibodies will be ﬁ)rmed;n this

hoy, that will later produce nasal allergy?

a g

b IgE
c. IgG
d. M. -
A 12-year-old girl was expme_d toan mhaln::'
antigen that produced _spcuf'fr IgE m:_ o<
body. On which of the following type R
thi ’;gE antibody will be fixed so that ity
is
duces nasal allergy later on?
2. eosinophils.
b. lymphocytes.
¢ mastcells.

d. neutrophils,
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( A%-year-old male patient presented eXAL‘EsSiVE
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fom exposure to house dust. Which of the
Dllowing turbinate will typically appear
enlirged onanterior thinoscopy in this patient?
& infenor mrbinate,

b middle turbinage,
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Answers with Explanations

ISE mediared.

xuhscqn:m!y €auses mast cell degranulation.
so antihistamine js helpful.

sometimes bluish,
high count in nasal smear.
seasonal or perennial.

€ases nasal obstruction,
as condition is 1gE mediated,

Teduces secretions and sneezing.
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Clinical Features

Nasal polypi may arise at any tme afeer the g 4
2 years but it is unusual to appear before the md
years. If a polypoidal mass is present below the g 43
years, possibility of a meningococle or encephulk o
cystic fibrosis must be borne in mind. Nasl uhmh :
is often the first presenting symptom, which s &
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nasal allergy like watery 'hmunhﬁﬁndsmd,,mid
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Headache is often present i
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% crtelorism. Sometmes W 5
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present (Fig. 28.1 and 28.2) i pasl A
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zllunmupv_

*  Rhinolalia ¢}

Chapler 28 - Nasg) Falyp

Reduced nasy) Patcney

Investigations

s

Inng

? studies: Phin Xoravs of
Ater’s view) will show
especially

he paranasal sinuses
wxxent of the discase,
Y nvolvement of the masillary sinus, CT
scan of the nose and PINS in axial, sagittal and coronal
Planes will provide far more dn._-‘m-)snc nformation
regarding extent of the disease (Flé-_, 28.3)

Diagnastic psal endoscopy: Tt may be carried out pre-

operatively to assess the ongin and extent of the disease
(Fig. 28,4y

Investigations for nasal alle
cases of nasal allergy (se
kupumuluqy' Afer surgical remoy:
for h!alup‘!(huiug\‘l IF allerpic fun
Pected, part of the specimen,
saline for fungal styipy
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e chapter 27 for details),
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Secion Nose. and Paranasal Sinuses (PNS)
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& with granular surf
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Treatmens
Ear}

¥ Mucosa] changes during the development of

T 1o normal by antihisamine and topical
# Mot of the cases oF ethmerd] polyp need
? OF surgery in these cas, is to remove the
for proper drain-
sinuscs. There arc dif-
ods for removal of polypi and its
€ severity and extent of the disease,
8es available 4 recurrence etc,
Now eng
SUperior thap

CCtion depends op th
facili

OSCopi

€ SINUs surgery is considered as far
conve;

nrional surgical procedures in cases of
B Pty i g T surgery and has
Bained pop ularity in the management of sinonasal diseases
(See chaprer 25). Through the endoscope, nasal polypi can
= F=Mmoved and the ethimoidal air cells along with arher
mvolved sinpses are cleared through the nasal route.
The other conventional surgical procedures used to
reat ethmoida) polypi are:
L Intranasat Polypeciomy: When the patient present for
the first time, 4 simple intranasal polyp:::rsumy is dﬁnccl
(Fig. 285) and post operatively allergy is controlle
Accordingly, - ’
2 Enfzm.—::ﬁie:mmy; Extensive and recurrent P‘BJ}iPI Vm:c:
more radical surgery 1o clear the ct]‘lmmd? sinuses
alongwith other sinuses in the form of cthmoidectomy.

Fig. 28.5: Mutfiple ethmoidal polypi after infranasal
surgical remoyal.

Three types SF ethmoidectopy, by
bed oy
o Hutranasal elhmoideciony: T

o
reached through the npge. All al
especially the posterior g, "‘lﬂ:u?::t"'ni:g,';':‘: 3
this route -ﬂt"lh iy

i Trans-antraf (‘f’mwﬁu‘r:-‘umy. The ey m‘l
reached thraugh the "‘W"Myaum,m‘d“ 0 o
is indicated when the ]|y, Singy Thi; "
and filled with polypi, Mailyy ».n.,"-"‘um
Caldwell hie's approachy and qhe ﬂhn: s %M‘\u
approached through the Medi] walf icly| ‘!\I.L'
Anterior ethmoidal el Are difiey), n:r e g
this approach, Cley u\,"""\_

i Extemal ethmoidectomy; The eehmpidy "

through an external fngigian Mgy, My
canthus of the eye, Al the oy oy © the o
through diis approach by displacing i 1 4
Because of the obvious SEAr on the Bees uth\
endoscopic sinus surgery, EXteryg) “‘11"1‘:.:4“““”‘&
rarely performed now, i,

Surgical Treatment of Ethmoidq) Polyp

Endoscopic sinns surgery.
Intranasal polypectomy,

*  BEthmoidectomy:
o Intranasal.
o Trans-antral.
o External.

ANTROCHOANALPOLYP
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and prolapsed through the ostim.u of
middle meatus. Initially, it hangs in the

2llary gy,
the sinyy il e
nasi| Cafiy n

Fig. 28.6: Antrochoanal polyp visible in 1he groptier.
Ynx.
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I
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o which 15 71 hyponasality (Rhinolalia Clausa).
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.
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Differential o lagnosis

Antrochoanal ol
hypertrophied inferior e
i attached with the |

P has o be diff Ten
binate and other neapla urbinate
teral wall, pink hard to firm aog
sensitive o toieh. Common nesplasm that has to be
differentiated s inverqed papilloma or nasopharynges)
Angiafibroma. Inverted papillomy mostly occurs after the
g2 of 40 years while 3 nasepharyngeal angjofibroma i¢

SOMIMON in teenige males and recpsig profise cpistixis
is the usual symptom

Treatment

Antrochoanal Polyp is treated

by surgical emival
Now endoscapic sinns sy ECTY 15 the preferred choice
of mweatment for an antrochoanal polyp. ¢ mventionally
intranasal polypectomy is ysed

s. but complete
polyp from maaillary antrum is difficult by

28.9). Polyp is removed b
s antral part as well, 1Eshe aneeal part 15
not removed during polypectomy, recur Tence is common.,
Recurrent anmochoanal polyp is treated by Cildwell Luc's
Operation. In young patients where the dentition 18 not
completed, a Caldwell luc's operay,

and a simple Intranasal pu'\“mclmny

removal of the
this approach { 2
ofsmare to remove

y pulling ype

On 13 contraindicared
1s advised only,

Fig. 28.8: CT scan (Axial ‘and

corenal view showing
anfrochoanal polyp.




Surgical Trealment of Anfrochoanal Polyp
/

| = Endoscopic sinus surgery

Inuanisal polypectomy
L= Caldwent

operation.

Fig. 28.9: Anfrachoanal pa|

polypeciomy. 7B re“"“’eqh .
Yin,

Chapter Summary and Key Points

ire much more commen than the antrocho s
actor in the formation of cchmoidal polypi. Ethimoidal
which 15 mostly

now the preferred method of treatment.

Twvo distinctive clinical types of nasal polyp are described: the 4

ingle and unilateral. Anrrochoanal polyp arises from the masilla,

Difficult words
.

* Tele

Hypertelorism: abnormal distance between two paired organs.

rochoanal and ethmoida]
X al polyni |
. Nasal allergy is supposcd 1o be the pey E“"“mda\m
polypt are mostly biateal and maulipl i, onee e Sl
10 gy g O
= Hoann,
¥ antum, g g
= iy iy,
——

camthps: Increased distance berween medial canthi of the eye. Syn. canthal hypertelorism,

Best Choice Questions

Qi

What is the incidence of ethmoidal polyp among
all the cases of nasal polyp?

a. 30%.

b.  50%.
c. 70%.
d.  90%.

Q2. A 45-year-old male patient presented with a poly-
poidal mass in the right nasal cavity and diag-
nosed clinically as a case of antrochoanal polyp.
Which of the following should be considered in
the differential diagnosis in this case?
a.  allergic fungal sinusiris.
b. dermoid cyst.

¢. inverted papilloma.

squamous papilloma;

Q3. A 36-year-old male patient Teparted 5 bif,

Q4.

ethmoidal nasal polypi. He also hagd himlw
asthma and hypersensitivity with some A6}
Which of the following drug is mey ]Jﬁ
responsible for this association?

a. aspirin
b. frusemide.

¢ penicillin,

d. quinine.

Which of the following fungal infection of th
nose and paranasal sinuses presents as biliinl
multiple nasal polypi?

acute fulminant fungal sinusitis.

b. allergic fungal sinusitis.

c. fungal mycetomma. N

d. granulomatous invasive fungal sinusivs

: ol

o tient presented with ex.
ethmoidal nasal polypi. She .
somc change in her vaice.
saracter of her voice?

old fe
o yEnr

ent came in OPD with
al nasal obstruction
examination he has
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ment was advised to a 36-year-old
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sinusitis:

funé?  send the specimen for fungal cul-

[ dt
sed B z .
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¢ alte: L
e
'
o ot i
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g sodi

se-year-ald boy Pr:!uul}tmi unilaltrral nasal
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palyp- d before making the diagnosis of

s excluded
sl polyp?

4 aphasiaof

s sinus thrombosis.

(. Whatis the origin of antrochoanal polyp?
noidal sinus
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Al polypi. aspirin fiype
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= 15 ab
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Benign tumaor

Angiofit

Squamons papill

Inverted papil

*  Ostcoma

* Chordoma

*  Hemangiona

*  Ossifying fibrom
* Fibrous dysplasia
*  Amecloblastoma
* Neuorofibroma
.

Meningoma
Malignant umors
Nasopharyngral carcinoma
Squamous ccll carcinoma
Adenocarcinoma
Adenoid cystc carcinom
Olfactory neuroblastoma
Rhabdomyosarcoma
Fibrosarcoma.
Lymphoma.
Chondrosarcoma.
Malignant melanoma
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by cautery or cryo surgery. Af ey
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1y be sy

arts "
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TRANSITIONAL CELL PAPILLOM,

This is also called ‘inered Popilloma’ o gy -
Histologically, the deep invasion of the <prlh:lmm:
scroma rather han on the surfce s ypi)of e
and that is why it is called an mverted F‘P‘“mﬁn‘_‘:'
There is a male preponderance of 5:1 ang M3y presery
age but found most commonly in fifth decade, vy
found unilaterally arising from the Tateral wal) There s,
tendency to undergo malignant change in hout Xy 5
of the cases. Clinically, it presents as red OF Brayish mag
similar to a nasal polyp. Recurrence lﬁ'rrcnﬁomp:,,;m
intranasal removal is very common. Therefore, it s ps
by a wide surgical excision through' the L g
approach or sometmes by medial maxillectomy ooens

Fig. 29.1: Histopathology of inverted poplioma.
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lar component may v

elitim lined spac

‘ vemairts koo, altibuh
e ol STEE L opoRed die sric 6F or o
i f dispute. Previously, it
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. Now. X T
Lk re of Jateral wall of the nose close to
m
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rameh.

ses from thy

pasopharynx, paranasal sinuses and
ty, Nase

ne foss1

zeal angiofibroma is a benign tumor bur
v -u and destroys the adjoining strucrures

« invast : ser

ts origin near the sphenopalatine foramen

& %2 Fotien! of nosopharyngeal angiofibroma
:rufr:s-; nfhe leff nasal cavity.

fossa and
nter intg
Assures. Tx
tenor cranial fossa,

L it enters
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ciated with
Due
onductive hearing
Extension of

1 B
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0 obstruction of
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oum
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Investigations

Besides bascline }

icmatological and biochemical

v ,\C!IC |
ing studies: Plain Xoravs o the nasopharynx (lateral
view) and paranasal sinuses (oc apitomental view)
will show the Presence of soft nssue mass. CT scan
1s particularly helpful 1o find tent of the tamor,
In addition, CT s€an with commast enhaneement
will show the vascularity of the ramor. Magmeric
Resonance Imaging (MR} is also helpful especially to
see Sxension of soff tissue tmor mio the cranium,
orbitor infraemporal fossa.

Fig. 29.3: Patient with extensive angiofibroma causing
cheek sweling.
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bolization, after

done prior to surgery: In super selective emb oll?!m s

St - ifferent feeding vessels
angiography, embolization of the different feeding

Fig. 29.4: Pre and post-=mboization angiography in a

Y 15 perfo, ey
vion, 4 il
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Nyl O 1 3 e
s pater, e ncidence among g o
simes bigher thin m odher pae of g U
common sumor it PAsan gy HAS gl
of Mongoloxd onin. 1t 2 '3 oY gy ny
rsles shan in Cmalss. The incidens | TR el it
end of seeond decade and 1 iy

ade and then stays ata plate

Eticlogy
The etiology of msnphanumn[
obscure. As mentioncd above the

incidg,
Chinese people even if they migry s ':’:t ”'m-.,
A susceptible genetic COnstitLtian ‘:"‘fly Ph,,: E"""hun'
some environpie: . oFs are cqually :‘ W
Epstein Bare Virus ) 15 said it be closely ., mp’“‘h
a causative factor for nasopharynge,| cnm“hr:‘k‘"‘td

Epstein Barr Virus, 2 variety of inhaleg iy
have becn proposed as the Causative factor,
aigarctte smoking, houschold Smoke, fiy,

fumes and chemicals, Chinese herbal
certain metals like arsenic, chromiym,
mgestant, salted smoked fish hag be:
imporrant etiological fictor,

| cofactors

g e

Pathology

According to the WHO classific
types are recognized which includ
non-keratinizing carcinoma and undifferentiarsg iy
All the various grades of squamous cal] it
described. The term lympho-epitheliona is e 10 ey,
non-keratinizing and undifferentiated n“qpi'“'\mw
carcinoma in which numerous iymphoq‘m 1% foun

among the tumor cells: Tt has nochzranens.l.:: i
feature. The lesion may appear s ul‘cm\wn, infiltrate
or proliferanve polypoidal in nature. The mast Comme

A0, three

el
s g

site of origin of these tamors is foss of Rownmaflr i

Palient with nasopharyn fibroma. lateral wall of the nasopharynx. From here, they cansre)
geal angio
ea)

in many directions. Regional lymph node messuss o

very commen because of rich lymphatic channels in
nasopharynx.

Clinical Features

i tich
Most patients have multiple symptoms, shiih 3

10 tensd
imsidious in onset. The s;qnploms;ge )“:-lﬁdmnhﬂ
metastasis (60%), nose (40%), ear ( Gl
(20%). It has a higher tendency fulicav:,}fwy::m i
The first palpable lymph ncd;cci:iﬂ
jugulodigastric and upper .dsep e
o toms. include ul:su:ruc!:m‘r:.:ll isc i g
:hﬂﬁlalia clausa. The otological sym|

o The 8

Jian tubes and include ¢

keull

“ing

Any

o
ding 2 to the bones, lings, liver snd
y ot

hy.
Jenopat o
mpi bseructiom, discharge, cpistaxs,

will show the prescnce of
ion and bone crosion. CT

mass: l'(lef r detecting bone erosion and
helpful tor €c

+ ymor. MRI is helpful especially in
n of the &

anial

| nerve involvement or intracramal
ne

c ccted.

W f'the rumor 1 SUSPEC1ed 5
n e sential to find the histopathological

¢ is e3se

ected cases of nasopharyngeal car
<pe ases

: shvious growth in the nasopharynx,
1o ob 4 s
5 assa of Rosenmuller can be taken un-

fram the f0
endoscopIc VIEW.

) (ENAC); FNAC from

¢ is indicated in cases with neck node

is the treaument of choice for naso-
eal carcinoma. Because of the close proximity to
'ug_ Ise bones and its early invelver

alink i these cascs. Neck nodes, can be
I

ent, surgery has
treated by radi-
ied radical neck dissection. Chemuthempy has

0 supplement radiotherapy in advance tumaors
Meenicland disunt metastasis.

CARCINOMA OF THE NOSE AND PARANASAL
e SINUSES
wt—j\": _.; of the naga] ity and paranasal sinyses is
! Nw\\i’mun With very Poor prognosis, Fonun:m:fy.
: A rare and ¢ st " = 2
ry i gy constitute less thap 19, of all

Chabler 29 - Neogiasia ot the Nose, Nasopharynx and PNS

Etlology

Like most of o
t etiolog

< other malignancics. of the
9T, A number of faetors hav
associated with
n hard wood g

5 tunkn

< been
Peaple
Ty, mckel refining,
of mustard gas have
A of the noseand NS,
©n35al cavity and sinuses are known

particular type
ant and among i, ,
crons,

this carcinems.
ITitre indusy
manufacruring

“m higher incidence of careieon
AOCATCING M in th,

Pathology

The most common histologseal t¥pe is the squamons cell
rarcinoma, whic| mabout 80% of the cases, Mext
noma followed by adenoid cystic
. The primary site of Ongn s ot always possible
1o determine becaise mvolverment of other sinuses oy
thie time of firse Presentanon. The majonty of these tumors
(about 60% from the muxdllary anoum, abour

%) originate
vty and the Temaming 10%

30% arise in the nasa) % from
the cthmoid sinuses. Primary fronl soa sphenoid mmors

are very rare,
Palpable corvieal lymph node memmswasis is prese
abaut 15% of cases at the time of first Presentation.

ne in

Classification and Stages
For the classification and staging
and paranael sinuses,
classification. Different
different systems of o

of carcinoma of nose
there is no uniy raally aceepted
fesearch workers have suggested
Tassifications, Among these, Ohgreen’s
dassification and Ladderman’s chassification are st

popular. More Tecent, American. Joint Commitee on Cancer
(AJCC) classification is newy used more popularly,

Clinical Features

The dlinical Presentanon
depends on the primary site, the
spread. Carcinoma of the maxillary sinus may remain silent
for a long time EVIng vague symptoms of sinusitis, Nasal
CaVILy tumor occurs with nasal obstruction, nasal discharge
(often blaod stained) and epistaxis. Ethmoidal tumors

i asal symptoms but later on with,
0 extension appear like Proprosis,
2. Late cases of maxillary sinus
mptoms depending onits direction of
ment of different structures. Regional
mcommon and oceurs in lage stages of

of each particular case
direction and extent of its

orbital symptoms dye ¢
epiphora and diplopi
cﬂrcmnrna Present SY
spread and inyolyer
nodal metastasis is
the disease. Distany

't Metastasis to other part of the body is

also rare,

Investigations

L. Imaging studies: Plain X-rays and o scans are helpfi)
to find out

the site of orign, extent of the disease and
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1 malignant in the nose

which occurs mostly in adolescent males
- rcal removal of this tamor is the tre
1 patients of nasopharyng
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rs. Majority of these BUMOrs originate
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My (or radical clesraeg
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~
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Best Choice Questions

Q1. What is the most common site of origin of a
nasopharyngeal angiofibroma?

1. foramenc

b.  posterior wall of the nasopharynx.

¢. roof of the nasop}

men

d. sphen spalatine f

Q2. Whatis the othername for ‘inverted papilloma'?
&. anwoochoanal polyp.
b. common wart
€. squamous papilloma
d. ransitional papilloma
Q3. In which of the following demographic group,
an ‘inverted papilloma’ is most commonly
seen?
a. female child.
b. male around puberty.
c. middle age female.

d. old age male.

Q4.

=

d.
d.
d
d

In which of the following d""“gﬁphic
a ‘nasopharyngeal angiofibroms' Tt By,
monly seen? % cop.

a.  middle age female,
b. middle age male.
¢. teenage female,

d. reenage male,

Answers with Expl

males after 50 years.

exclusively seen in males.
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and Pharynx

—— SoftPilate

Anatomy of the A f:g;%rﬁ:"j}2“3;?::;:;"_‘3:';3;0?@";;
30 Oral Cavity and Ph“’Ynx . S .

o Unila
———— Anterios

— Middle nustiate

= — ~—— Falatine
. 5 \‘\\ Tonst ——— Palatine tongi
*  Developmeny ¢ Nasopharynx Wlls of gy Bltaryy 3 Posterior
| * Anaomy of ghe ¢ Feavity = Oropharynx | * Tonsilsang adenngg, Pharpgeal —— Nandible
* Anatomy of'the pharymx ¢ Lanmgopharynx (hypopharyns) ;"jl“ur ~ Hyoidbone
B N S A Foiglohti
\\ | ———— Lowsrlip ——— Vocal cords
= — Tnchea
_ DEVELOPMENT Tongue develops from . by, —— Eaphagus
During gy carly stiges of fetal development, six o lateral fberclcs and the hﬂmhnn:hw o R
Bharyugeat arches appesr on the lateral aspect of the head,  Tubercilum impar fuses ity iy
These Micse

latery) ey
- * A 4
nchysnal srehes forn, nidges and furrows in  form anterior two-thirds of he Ongye T
the overlying cctodern

s ) netie consists. of a mass of muscles coy. Oropharynx
2 and endoderm of the pharynx.  the first pharyngeal arch. Ty hypnbmnchiai Er:' iy ng membrane; which is lined by strai This is middle Pt oFthe pharym and o e s
The cetodermal furrows. . the branchial clefes while arises from the second and third b I e A With the oral iy, 2teniorly. Its 100 is formed by the
the endodernial furrows form, e phanmgeal pouches (Fig.  Forms the posterior one-third 26 the gy, 10h i $OM palate. An imagnyry borizonal finc ac e fevel of
200). Exch areh bus ies o nor supply. The pharynx hypabranchial eminence and g Sberculup j, iy s
develops from the anterior end of the primitive forogur. At s a median diverticulumn

impy he extrinsic muscles include pene  the tp of
1, which extende d Uiy The

SPIglotms separare, the

oropharynx fram the

; ¥ Wit styloglossus and PJ]"“?gi\abS\_J‘-_T‘hr laryngopharyny Second and thirq cervical verebrae are
=Bl month, the foregut ends blindly  form the thyroid gland. The nbix_tcramd 1 = {3 Jﬁ.l“éc superior longitudinal, inferior  in posterior rehition to the Oropharyix Later] wall of the
ar the buccopharyngeal membrane. This membrane scon ghe thyroglossal duct forms e foramey ey, n‘ﬂ' r; “_d T umpbaryn:.{ £9nLINS palatine tonsils between the anterior
Tuptures and the smodeum (primitive mouth) bec'onl'lcs mamhb:le develops. in :llg firse Pharynge| e ,, il ve an! and posterigr Pillars of the fances. Posterior third of the
Cenunuous wirh the pharynx. Stomodeum or prmitive  Meckel's cartilage on each side, which flase. "‘“ﬂiuﬁ! g

Mouth is the space, which exists between the frontonasal

MY OF THE PHARYNX tongue forms the lower part
ANATOMVOF TRE FHARTNA R
2 roughly funnel-shaped fibromuscular rube
a5 fr ; rj,mrl‘]:;:u: ;‘ZZd passage. Inadules, it LOryngopharyny (H‘nﬂophurynx)
extends from lips ta (he part of the X : 3 T -
. Oral ;_Ilg;miuues puslvrioﬁy et m‘:’“” i B “rr: s in length and extends from the base It opens anteriorly inw rhe
i SR | e iio 12 ol of sixth cervical vertebra. It is broadest slopping larynges o1
i “(:' its lower end is the narrowest part of oropharynx by an
nd 4

Y A0 Imaginary horizana) line at the tip of the
we tract, where it is continuous with the epiglottis. Tnferig,
igestive tTact, E

Process above and the first pharyngeal arch below and
Lateral. The portion of mouth, which originaces from the
Stomodeum, i lined by an cctoderm. The epithelium of
the hard pajace, <cheek lips, cnamel of the teeth, p.afo_ttd (Fig. 30.2). It has the following regions:

gland and submandibular gland are ccrodermal in origin. 1 Tefores e i boun,dary oftheord

The bucmph:ryngﬁl membrane breaks down so carly that : lis\the i o ouile "

1tis difticult to say where the ectoderm and endoderm meer. 2. Féstibuie: Tt is ¢ e region, € the oo

¥ and gums. It is formed laterally by the cheek Moy

3. Gums: This surround the weth and cover the e

of its anterior wall,

ANATOMY OF THE ORa( CAViTy

rly, it is CONGNUOLS with the esophagus
g 303). The pharynx opens in front, into  at the level of lowe

nlnmh and larynx from above downwards and js and 6% ce,
Fig. 30.1: Pharyngeal arches, pouches and branchial

e i b discs and prevergepy muscles are in its posterior relation.
and lower alveolar ridges. 'H;T"‘ HYPDIﬂ‘FYHK SONSISts of three parys, VIZ. pyriform fossa
cleftsin an embryo, Retromolar trigone: It is a eriangular area of mie | | Mucpharus Postericoid region and Posterior pharyngeal wall Laterally
i cwf;fng the anterior surface of the ascending mmud. | Oroplaryn- on cach side pyriform fossae are present, which are two
i mandible. Through this area, vesn'bulc_uflln:rmoulh I Leyngopharynx or hypopharynx. shallow Pyramidal shaped foseie bounded larerally by
Lz communicates with the oral cavity proper behind e thyroid cartilage and medially by aryepiglottic folds
h | last molar tooth. I Kekegharynx Valleculae are pajreq shallow recesses lying between base of
dryngeq f of the oral anny 9
: late forms the roof
pouch 5. Palate: Hard pa

S anteriorly into the nasa] cavity It is baunded  the fongue and cpiglottis. In the
e base of skull and belgw: by the saft palate. The  fold separates 1y
(180pharym are e roo, floor, posterior and  latenlly i is bounded by the lateral

Soft palate hies in the pharynx and fohnns a partition
between the nasopharynx and the oropharynx

isa beteen
6. Floor of the month: It is a crescent shaped area

Pharyngy ~epiglottic
Roof s formed by the base of skull while the f‘old. Poz*tcnmid Teglon is the part of hypopharynx which
. s and under surface of the wﬂiz riebra lies behing the posterior wall. Lower  lies behind the cricoid cartilage,
Copila the lower gum ; ct is present il TG ofihe cusgychia :
Opening of the submandibular du ]P s hian tube is iy ageq 1n the latera] yya;
Tuberculum arh mfc rior part on either side of the freni mu e ] s Nosopharyne onsils or adenoids  Walls of the Pharynx

- i 7. Tougue: Anterior two-thirds of the ongue i el oy sl 2 the junction of e roof and

6% arch . Tougue:

all o ehe

s The pha 15 2 fibromuscul, be and is
: ! ekl i : pharynx uscular tube and s .
in the oral cavity while posterior one-th “pharyn

ade up
of four layers:




Nembrane lines the Wwhale

5 préserie in
hypopharynx
SqUAMOLS, epithe,

Iitim,
Present

the

the fuges

The free medial
SUETIGY

pithelivn i,
ice. Cry

sUrfacedy oo
1035015 cry

IPIA idigng o -ty

eSterypt. lying near HPPCT pole oo EHAp

from the sy

, nasoph

LAY Oropharyng ang hypophanmy It ex,
< itis continuous with the gy

nds from the base ofsieull 1 |

Phagus. Tonsils g adenoids are collection of the \
€ lymphoid Sssties have only ¢fipent Bymphatic channels |
N 10n drin e the j

pharyme Boly of thes,
lal lymphoid

: : i e ciferent channels
ral surface of the tong) 1o COVereg py e eeter

which separates it frony e Superic

of the palag
the pharyn called a5 Yongiier bedl®

guladip
or L'O[I\!”'l(

Thisisan
latera]

Incomplete ¢
And postarior wai] be

Otincctive
tween the

\P OF two muscular cous,
Ayer. Externa) |

is fo

Ted by three copge
nam,

cly SUperior,

T or coat

pharynx
and anferior constrictor

YET Or coat is formed
salpingopharyngeus ang
4 B HeCopharyngea]  fascia-
covers the ouray surfa,
Pharym,

This is a thin layer of fascia and
ice of canstrictor muscles of the

TONSILS AND ADENOIDS
adenoids are the
tssues situared submucusa]l)‘
Part of the Waldeyer's ong. L
of the Waldeyer's ring,
channels by

Tonsils and collection of lymphoid
in the pharynx and are
ike other lymphoid tissucs
they only have ¢fferent lymphatic
tNo afferenc channels,
Palatine tonsils Or more commonly called ‘mnsi!&' are
almaond shaped masses of the lymiphoid u’ssue: I I”ﬁ;“,‘h;
Ornph:ll’}"lu; between the anterior and posterior pillars of

Fig. 30.4: Constricter muscles of the pharynx and its
relationship.

Hyoid bone
Middle constrictor

Infesior constrictor

Cricopharyngeus
Esophagus

Figg 30 5
two hurdm a
" anyy,

e tonsi] 4 from the
ey,

has two poles, upper ang lower and
and posterior,

Arerial supply of
arterics:

ity
Tonsill

ar branch of the facial Artery,
Tiery,
artery,

Tvigs from avcelldingr\h-lfyﬂgg-u]
Venous drainage of the tonsi| £06s 4,
Flexus of veins. Paratonsillar, et Ties
lengeh of its bed just oucsig,
vein, which causes Profuse
Operation.

1.
2 Twigs from greater palarine «
3 Twigs from dorsal linggual
4 artery

th
Slong 'T,’:":_w
= ‘h“tfﬂpmlt. Thi; \\lT‘
ICIMOTThy; e
5= ‘“""’“mw
Lymphatic drainage of the onsil is jng, the
igastric lymph node. This node is sitliated juo, g g‘!’ﬂd,
behind the angle of mandible and js Popularly l:,-,.,“::d
‘tonsillar lymph node’. 2
Aderioids are the colleotion of lymphoig BSsuey 4 I
between the roof and upper PArt of the pﬂmﬁ“‘hﬂ :r
the nasopharyns. Ttis a single midliie Struchyre, Firinig
in shape. The free surface has 110 Connective gy, L
as i palating tonsils. Tm—l surfa-(e 15 Covered with
columnar epithelium. It is ynr::blr_ N size ang Feprecu
after puberty. On palpation, its consistency is ke , B
waorms'. Its lymphatic drainage is inta the “'"“Fh"}ﬂw
lymph nodes.

Fig. 80.5: Schemalic diagram showing o seciian
fhréugh the palatine tonsil.

Soft plate
Capsule of the tonsk
Crypta magna
Superior conslricir mude
Para-tonsillar vein

Tomsil
Tosillar artery

Lingualtonsi

i1 shape of the pharynx in an
e rough S

s the

yale?

otk

Jength of the pharyax in an aduly
e leng

adest part of the pharynx in
e is the broadest p
Were
Jts?
adu! |
|ower enl.
. mudd?

o lower end

ca
ypper cnd "
is the level for the lower limit of the
fhat 15
“:;nmx in adults?
i ahi
4 cervical vertebra,

ertebra.

ericbra.

Lower end of the eustachian tube opens in the
nasopharynx. Inwhich wall of the nasopharyny,
this opening is situated?

=

anterior wal [,

I wall.

Tior wall,

B Where are the Palatine tonsils Present?
f h,‘;ﬁp.'ur)m,
b 5opharyny,
ol Cavity,

¢ O10pha .

e lymphonodes. |

Q7. What i the corre.

sPonding level of vertebrae,
whe
a

*ehypopharyn lies tn a nosmmal adult person?
Hhand Sth cervieal verrehes
Sth and 6th cervic

b.

(A

al veriehn

3rd, 4th and Sy cervical vertebra,

Ath, Sthand 6y cemvical verrebrm

d.

Q8. In how many pargs, hypopharynx is further
subdivided in human beings?
i twWo parts

b.

threc pares
four pars,
d. five parts.
Q9. Which structure fo,

Tms the medial wall of the
Pyriform fossa?

- aryepiglotric fold,

b: aryrenoid cartilages

€. glosso-cpiglortic fold.
d.

lamina of thyroid cartilape

Q10. How many layers are present in the wall of the
pharynx in adults?

L two layers.

b, three layers,

€. four layers.

d. five layers,
QI1. What is the rou,

an adult male?
almond shaped.
lemon shaped,
mango shaped,
d. walnut shaped,

gh shape of palatine tonsils in

&

C

QI12. Which of the following artery gives “Tonsillar

artery’ to the palatine tonsils?

2 ascending pharyngeal artery,

b, dorsal lingual artery,
¢ facial artery,
d

greater palatine artery,
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Q13; Which ofthe follay,
drainage frop, the

Higulo,

ing node recoivey hmphatie

Palatine tangiys

1 ‘amohyoid lymph o

ASIE Bmph o

SHIC lymph pod,
9 Supraciayic ular benph nods

Q4. How 1y

Yy adenoids
<hilgz

ArC Present in 4 normal
a one,
b rwo

< four

9 mulgple

Answers with Exp!ung

fion,
broader end

funnelshiped

lower Border

POSKEHOr kimit oF ol ity 1y At
rm:r-p.““.

PYFiform fossq,

PostEricoid argy
pharyngeal wall,

Pt

called wonsillar Tymph node,

itis a midline single structure,

o

Taste

Specch

| cavity and pharynx are as
oral eavi

of the

bepithelial ymphoid tissues.

o0 Of
nctior
e i

PIRATION .. =
e take part in the formation
ct. The pharynx lies between the
yiic and_ forms, the feipitaroty
fary

i by an

inated movemnents of muscles of

> ‘m.-j.‘-mpimgua. The act of swallowing

str:m:y. There is no patse or gp

ind once the first stage is initiated,
bly follows. The three stages are:

DEGLUTITION

Tood is carried to the storma,

the first and volyrfary: stage. Closure of
s assoclated with cessation of respiration.
he muscles of floor of mouth oceurs which
on of the tongue and pushes je against the
P This movement cagises the food bolus to be pushed
Shals iy the oropharynx, Soft palage closes the
i BUTgitate into the nose.
s S to close the fayeial
Somyg - .
od into the oral caviy.
cond, r'nw{m:i(rry and reflex
N OROgh rhcurup]mrynxan
* Sophanys, o ahte .
£ Palate s rajce,

that faod canno re
uscle alsg contrac
Ervent any vetym of fo
vl

il tage i the g,
ied o

Stage,
d hypupharynx
d to close the

siology of the
gl cavity and Pharyny
or

31

Protective function of

Salivanion

subcpithelial lymphoid tissues

nasopharyn 1.
15 closed wath cessation of
the constrictor musc
ericopharyngeal

Esophageal stage 5
5 carmied by peristaly
esophags

Deglutition is a reflex act =xcept for the inmation of

the firse stage. The ce 15 sivated in the medulla, close
1o the vagus nuclegs.

YT 15 abo mised angd the

Tyngeal inley
ontraction of
he food through relaxed

espiratian.
les pushes
sphincrer

the third and reflec <tage. Food
S Movement of the muscles of

TASTE
—— = e

Taste is one of the ‘mporant fanetons of mouth and
pharyme Tasre buds are

SEnsanons are

SWeet, sour, salt and bitter.
he fifth primary taste sensaty
S SAVOTY Or meaty,

Taste sensations fro
1s carried through the
POstenior one-third of
glussupharyngml nerve:

Umami is
on and itis

usually described 2

manterior two-thirds of

the tongue
chorda tymp:

an nerve while from

the tongue is cartied through the

SPEECH
Articulation of speech and vocal resonance are the two
important funcrigns of mouth

and pharynx: The mouth
and pharynx along with the nose ACT as resonating cavities,
which modify the hasic laryngeal sound, The pharynx, soft
palate, tongue

and lips all Play & part in articulation of the
VATOus sounds to produce speech.

SALIVATION

ecretion of three large paired salivary

Qus minor salivary glands. Salivation is a
on and stimulation of the Parasympathetic
C4uses an increase in salivary secretions,

Saliva is the g
glands and numer,
reflex phenomen,
RErvVous system




Abour | liere of saliva js
Saliva Cantains
Of sturch.
ineluding
in 24 hay,

n enzyme
It also contains
IzA antibodies,
¥ hotrs is fron the sy
SeCreton is stimy|

——— LYMPHOID TISSUES
The colle,

Respiration
only, hypuph
‘i\\m“owing is
the salivary g,
Parotid glind s

Section I - Oral Cavily and Pharynx

secreted in 24 hours in adules:
phyalin, which causes hydrolysis
certain bactericidal subsances
About 70% ofthe saliva secretion
mandibular gland. Parond gland
ated only during food intake

PROTECTIVE FuncTion OF SUBEPITHELIAL

fon of subepithelial lymphoid tissues at the
SHface ofairand food passage has a protective function

Chapter Summary and Key Points

and deglutition are two imporant fanctions of the pharyme. The nasopharyny
arynx in :fmgrunﬂnn and oropharynx in both respiration and deglutitian, P,
voluntary while the next nwo stages are involuntary. In 24 hours, abot one |
ands. Among thss, the submandibular gland is responsible for about 70%
ccretion is scrous in narure and stimulated only during food intake.

against the
tissues of
increases with

arg@nisms engery

o unl puberyy, At i

diminish and regress in size. These by ey

in the formanon of lymphocyyes i :“'“P"Oiuhz&

help in acquining IMMmuniry Aairey ti}

the mouth and nose, Thee Binpheg
anon of infection Shitering. ) N

outh and nose. They are Situated o

entrance of air and food Passage.

is Hivolyed

TS stage o

Best Choice Questions

divided?
4. WO stages.
b, three stges.

c. four stages.
d.  multiple stages.

Q2. What are the characteristics of oral stage dur-

ing the act of swallowing?

a. itis firstand voluntary stage.

b. itis first and involuntry stage.
€. itis second and voluntary stage.
d. itis second and involuntary stage.

i itu-
Q3. Where is the center for swallowing reflex si

ated?

a.  medulla.
b.. midbrain.
C.  pons.
d. thalamus.

4. How many primary taste sensations are present
Q4.

in human beings?

a. three.
b. four.
c. five
d. six

Q1. In how many stages, the act of swallowing is

Q5. Which of the following
sensation from anterior
tongue?

nerve
TWo-thirg o g

ﬂl'de“%
i

a. facial nerve.
b. hypoglossal nerve.
c. lingual nerve.
d. vagus nerve.
Q6. What is the amount of secretions from 4,

submandibular gland in 24 hours, in By
adults?

a.  30% of the total salivary secretions,
b. 50% of the rotal salivary secretions.
¢, 70% of the total salivary secretions,
d. 90% of the total salivary sccrenons.

Answers with Explan

1. b ol pharyngeal and esophageal.
2 a only this stage is yoluntary.
3. b close o vagus nucleus.,
4. b sweet,sour, salt and birter. iy
5- 2 through the chorda fympani pErs:
(3=

toms of Orql

haryngeal Diseqsesg

Rhinolalia hE

*  Abnormal appearance .
A = Trismus .
sphagia
5 ce
., dy Vd = Mouth ulcer * Foreign bopy
3 2
al G *  Buming sensation in the mouth | « Nasal regurpinrion
o[ dyspias e Elilivme S, -
S Halirosis ® Neck mass or swelling
of = *  Feeling of lump in the throat * Earache and deafncss
of B5te .
4 pharyngeal discase may present 20 Acuge ang chronic pharyngis
et ol and 'r\|.1u.w - symptomis: 15 the most comman cause
patte™* the foll0 i adules
P o 1 the throat :
3. Quinsy

s
7 e
plcer.
| Mot ulee
o eensation in the mo

3 Becd

# harthria

i Neck mass or swelling,

t. Pharyngeal diphihesia.
5. Retropharyngeal abscess.

6. Parapharyngeal abscess

Glandular fever,

Vincenr's angina

9. Agranulocytasis,

10. Leukemia

11. Use of obaeco, alc ohol and smoking
12, Acid reflux

13. Burns and €OTosive injury.

14. Foreign body abrasion.

15. Oral and pharyngeal malignangics,
16 Ulms‘nplurmgml neuralga,

Denailed history dbout the pain or
be obrained, ncluding 1¢'s:

1 Ohthers |1k arache and deafness. 1 3
Iration
* Onset,
—  SORE lﬁﬁg&l_ B, *  Progress
Skt S
: -Jﬁ titisthe most common Symptom ufph,\ryugeai *  Severity,
;‘:ﬂ: K11 pain, discomfore op somenmes irritation Ct
B g *  Character.
¢ UlPlﬂdlng on s Jumlmn‘ sore throat may B
‘ . Following are the common causes of  * Aggravating and relieving factars,
L - *  Associated Symiptoms,
. Wll'l\( 1 -
By o OI5htS. In children e tonsillitis =

FOmon ¢ayg of's

ore throap.

Effect of deglutition. Pain that

swallowing is called odynophagia,

CHAPTER

Chronic pharyngitis
of chronic sore throat in

sore throat should

oceurs during the act o




Buccqy Dysphagia

Buceaj 4 results from
ol phage of
Sue. palage cq,
OMmon e,

3 lesion] which affects the
swallowing. Discas
ause this type of dys
1 are as followi

s of the

<. short palate and paralysis

Sis of
Immokb;lipy Of the tongue ¢ ¢ malignancy,

. Dimmnjshey salivation, fike radianion mucositis.

3. Ol CACinom;,

Submuin g, fibrosis.

Pharyngeq| Dysphagin

When the dysphagia is due 1o disturbance in the
¥ngeal or second phasc m‘,,\\-_dlmnng_
Pharyngea] dysphagia are

phar-
Common causes of

12 Enlarged ronsils
2

Malignancies of the oropharym
3. Palata] defe

4. P2 ralysis of the constrictor muscles,

5. Pharyngeal web (Plummer-Vinson's syndrome).

6. Parapharyngeal tumors. _

7. Globus hystericus. A diagnosis of globus hystericus

or psychological dysphagia should be made only .ll!l;‘{'
the patient has been fully investigated and organic
Pathology is excluded.

8. Immobility of the larynx

9. Ludwig’s angina.

Esophageal Dysphagia . s
i - isturbance
When the dysphagiz is duc © dl]&: Has
esophageal or third stage of swallowing. Fo
€Ommon causes:
1. Strictures and atresia of esophagus.

[}

. Esophagitis. o
Achlasia and diffuse spasm of esophagus.
Foreign body in the esophagus. : e ~
S COITOSIVES an 5
Trauma to esophagus c.g.

tation. f
S : agus. A
Tumors of the esoph Pl
- ic pressure on the esophagus by medias
7. Extrins

T4ass OF Mmassive goiter.

8 Hiatus hernia.

& W

u

The history taking in o

Patieng 0
dysphagia must inelude

" Severity and chiracter, B, for &
Dysphagia for solids 15 Miainly b “Mdopg
Y beeyg, oy
wbstruction, while Lfys;m,w o e of

iy
b !

e
neuromuseular disorders lie 7 tig,” y
siy Sarg,

i
h

= Continuous or inge TMitteny Ty
= Aggravating and rc|||:\'||1g|‘_,(‘“n‘
. '\\sn;lal’t\]h\'ﬂ\pm!ns,

The choice nfinvnngﬂlionx in 5 Pati,
gH are determined by (hy cliiicg| ﬁnd;:m"""' i
evaluation by Xy, o baritm S“nﬂaw-g! Jﬂiﬂ\%‘
vital. Endoscopy is mandatery i, Every e Porg, AU
agnosis is in douhr, € wh e
Odynophugiu

Odynophagia is a SYmptom whey there iy
swallowing, It occurs dye 0 painfy| OFal yng d""“x
pathologies like ulcers, Yuinsy, r‘.lmph‘%g’::hrmm
acute tonsillitis and cpiglotntis eqc. ih‘ih

creased or

Xerosfomia

It is 2 condirtion where there is drynecs of the
due to reduction in salivary secretipn. Keroston, oy
cause dysphagia, as the lubricant elfect of calivy it iy
causes of xerostomia may he:
L Lesions of the salivary plands,
2. Interruption in the central SECIeTory. pathway iy g,

salivary glands. .
3. Mouth breathing due to nasal obstriction,
4. Radiotherapy. :
5. Certain drugs e.g anticholinergic drugs.
6. Psychiatric disturbances.
7. Sjogren’s syndrome.
8. Diabetes mellitus.
9. Renal failure.

Ptyalism

Itis a condition when Lh:r.t' is excessive fow ofalr
The canses of ptyalism include:
1. Mouth ulcers.

2. Poor oral hygiene.

i ing denfure:
3. Irritation in the mouth due ill-firting
;

o
m

remc

3 Rlinol:!

pinolalia Aperta

n
18} s in

NCiges

L Bl
iz Wenoids,

T

rhanes
unable

52 also called Ty

ot Properly Pronounce the |a

nxand esophigis
b, phiry

w therr own saliv, 6.

w of salivy

Lt is not
aliva but an obstruction

rverted taste. Lesions may
n s of taste buds, central

he chords tympani,

o the facial or chords

tongue.

thrush.

wval of tongue,

2 condition ‘when there is change in
& 2 condiic

voice due to disturbances in the
orms are described:

0 called ‘nasal voice!, results from
e nasopharyngeal sphincter and
ose. [t ocetirs in:

tal vojge’ results from
and the nasopharyny Thers
this type becayge ot’[hcuhs:rucnun,
p tters ‘M and
Ethinolaliy clausa are:

1€ nose

Sammon coig
Nasal palypi

Deviated nacal sep

Nasal or nacopharyppeg erowily
Choana) atresia,

By AB
Patiencs oy,

0

an

and
This type of
welling, growth, coating of
Pahite, bifid wvils

ey may include any o
the tongue, fsula, ulees clefe

__ TRISMus
4 15 the inability 1 open g
3MC MINy Guses of trismus,
Emporomandibylyy jointg,
mandible, oral cayipy,

1
The causcs may be o the
Around the joint, muscles,
Otopharyny, external auditory canal
discases fife tetanus
ind common  cagses of tismus 1 the
eropharymx include

I. Quinsy,

OF eVen systemie The imporant

onal cavity and

2. Dennl abscegs
3. Ulcerative lesions of the mouth
4. Submucays fibrosis

o

Trauma and fractures.

6. Oral cancer.

—__—— Umoiminice
See chapter 35 for doraile

—BURNING SENSATION IN ThHE MOUTH

Burning SEnsation
complaint. It js mostly

n the mouth is 5 VErY common
SEEN N patients with:

l. Onl submucous fibrosis.

2. Stomarins,
3. Glossits
4. Vitamin deficiencies,
5. lmmunulngmnl disorders,
Excessive yse of spicy faod or irritants,
Geographic tongue or fissured tonguc,

Mouth ulcers,

oG

HALITOSIS =
Halitosis or bad breath from the mouth, if it remaing tor
along time, j5 mainly due to some Pathology. Bad breath
May occur for a brief fime after cating some Specific type of
food. The following are COMMOn cause of halirosis:

L. Poororal or dental hygiene.




Vi

bady: in the th

d stress

___couc
nt problem in di

L. Post-nasal dripping

Allergic pharyngitis.
3. Smoking. :
4. Elongated uvula
5. Mouth breathing.
6. Dry and hot weather.
7. Ga stro-Esophageal Reflux Disorder (GERD).
8. Pharyngeal diverticulumn.
9. Use of ACE inhibitor drugs.

BLEEDING
Sometimes, the patient may come with the complaine
of bleeding from the mouth. The blceding may be from
the oral cavity, gum, oropharynx, hypopharynx or even
nose and nasopharynx. Hematemesis is the vomirting out
of blood and in most cases, it is from the esophagus or the
stomach.

INEErMItEnt, Non=pai

ses of the Jarynx,
s but it may be present in many

An mgested fore
of the tongue,

places usually,

AECES My get lodgeg
ying. In adults,
accidentally or in ps

. Prychode oo
Common furgig,

are comns, fish bone, meqy bal
safety pin and needle pre.

commit suj

— NASAL REGURgyy

During swallowing, the son pale o
pharynx, so the food do, 10t 20 aboye.
can cause nasal regurgitation of h p-
during eating and swallowing, T g
I Palatal paralysis,

ATION

2. Palatal perforation.
3. Short palate
4. Cleft palate
5. Oro-antral fstula,

= NECK MASS OR SWELLING
See chapter 54 for details,

EARACHE AND DEAFNESS
ty

cal aral

&

Cleft palate.
Palatal paraly
Enlarged adenoids.

Enlarged tonsils. -
Recurrent tonsillitis and pharyngies,

Ollmoy ¢,

y and the orophany oy
cause earache and deafness. Earache mostly resuls
common sénsory innervation (sce chapter 3). Deifiy
due to disturbance in the custachian tube function,sid
results in conductive type of deafness. Common o

are:

it amé with the complatns o
 PAUED lowing and the consultang
in A e has some problem in the
P ase of swallowing. Which of
P ondition is the most Tikely

+ry was performed on a patient and
ovely, he complained of loss of taste
tively,

g S > 5
¢ postOPE e anterior two thirds of the
Jensstions ne side. Which of the following
g on O

e

< most likely done on this patient?
ry W g

hild came with the complaint of some
i ge in the character of his voice and his
;?{::i g physician told him t_la;u this is called
tinolalia aperta. Which of the following
condition is the most likely possibility for this
gype of voice change?
nal nasal polypi

al arre:

Eirache ma,

e —— |

i‘ait_(:jglce Questions




Et{orsigns ofing nmanon

Bleer s tnspacied or color ehange,

lough, Ele.
Ueb Blecding. pranutagon e
ke rounded, oval, irregulir e i
ik

ulee
- Jleor 13 €

cribed in detil, wher

Pal,
it adjacent ancas Sholon

| o vith i
il ¢ arc cxarnined +
Exterqg) SXminarigg

5 Palpation f the ory

Palpation

sether it & help ofinde
.

Examingg;

i
% 0l Exviey s done with the
R
I cavity

ofthe oral cavigy,

. base ofthe yleer, decper
- ding 1y th alpated £
Tnsie % g Tt Pipated for indurarion
and U’UPII."-\”\ Palpatian OFthe Taryng = I\:-mw. ‘”:“ wpical € ”, i 33.1) $oft tissues, 1n addition,
Examination Of the ulier ”“':‘-‘"“" oF cervical lympsp, ¢ m:“‘]“" Tt o usually found duriryg heafing the uleer ang Shrrounding
2 i Cllug
ludln-rrhn: Lo i
NEOSCOM
Lo o LOSCOpy *  Bamination ofthe swelling E ¢ margin is typieally seen in syphiliric INDIRECT AHYNGDSCQP\‘
T T | oul i —— = O —=
— e uleers § oscopry of the Laryx and
—— en in wherculous uleer. c larynx and
It inciyges - i 15 5 ¥ Examined y through 2 micrer
S@Mmination of e cavi ically see basal ce cate &
larynx ang g xternyyon OF the ol cavity, pharyny, alsa asked 1o prorr e the Rl 5 e sl provude he
BPEctofneck and fce. that moves on i pru:m-”“glw 1 a0 indes '_"‘" $ © Picce uang the thum}
--lun([!,“"gl‘]_";m- < typically present in squameogs e m:‘ ;“[s_'” £ nd- A laryngeal mirror s
Moy t el = Iram surface ent forging
T e BAMNATON  xhmanon g AL ey i s B . g 1 S © prevent Coging
4bent jg EXmined b, STTHNg in frone of che cxaminer === OROFH'&RYNX Alip ;
With proper Mluminarioy,

» £ head light or head pyjomns oo b daled
Xternga| Aspect 2

0 with the mior
0 open his m

- Pasent i adked the through
margins of the vlcer. 59 that the sof o, 3
= = LT Uth ang nf types of margi < soft pal ated 1o close
] Ofthe following regions re examined: ;ﬂ}i UI;?J'.!hm‘)nxr;h then fnspecieq ot ang o o oroeeal mitor & mirodiiced g
L . 2 clp of tongue depregyg, " i = Ot bk L
Lirs Both upper ang joun lips are inspected for any e anpressot Al regiop o the | B Sowe gy is further
€olor chanpe. swelling vesicl. i % L TIRMIYOX are examinad serially jn ards (g 33.3) Insegior of the
oo e 8 vestclés) uléers ergr soars, vestibule, gums. eeh pillars, tongi] ing larynx and by o
clefi lip g Each lip hag 5 er skin lined. surface 3 > ONSs, pogger : ) P *mined by tilting the Mirror
P 113s an outer skin Jine striace wall, palate, dorsum of Wngue, unde. h | Punched aut I differene direction. Mobiliey of g
and inner Mucasal surface with 3 very nilion bord, - 1 Ger iy ok ey of the vocal ' cords i
: : avermilion border. and foor of the month. Mucogs 1 i = checked by asking the patieny 10 say Hag' and By Indirect
2 ﬂ‘f(L\T.’J’ul}' regian: Maxillary Tegion is inspected because change, Pigmentation, ulceration, Vesicles, ) P Inderimined ¥TEOSCOPY permi SQminition of iy, urﬁquwn\;
- B ik : G Y : Undermine: ] 3 : yhX
the diseases invelving the upper jaw may haye clinical  raised patchics, swelling and grosuep o o E—r hyPophary 2ng hrynx The strucmges visible through
SIENS on the externa| “spects. This region is inspected  parotid duce 13 S€€N Opposite the secong UPBST gl ¢ - indirece laryngoscopy nclude base of the tongue, hoth
for the condition of ski, color cliange, swelling etc. in vesubule of the mouth. Tongue i e gt . Aol vtlleculac, glosso-cpiglarge fold, epiglorts, aryeprglomic
; . natural position and then the poe ” i i folds, Ve Y e
3 Mandibular regior S ek LT, = s noids, flse vocal e true vocal cords,
2 ) the tongue and its movement is checked i, all iy, subglottic region, u;
4. Subm:mr."i!zrr,’arrzg;'au. This region is nspected especially i

3 Floor of the mouth and under gyrgee oF tangy
forany swelling examined by asking the PAtient 1o cleyyge the g,
fongue depressor may be used for Tetmacting the targ
for examination of floor of the mouth, Flmrnfdnm‘]i

S fossae, pm«nmi’d
== -l | Everted {Flg, 333 A 33,4)

5. Larpme External Inspection of the larynx is donc
for signs of inflammation over the skin, swelling,

Method of performing w’ndirecrlaryngcxopy,
widening of the larymx and change in contour of z

i Fig. 333: 5 il -
i o 5 SRR 9 - Struct
is examined for the opening of the submandibulr iy, Ey:sl'a\\ng fight andleft side relationship. scopy. fuctures visiple thraugh indirect lanmgo-
laryngeal strucrures. Movement of the larynx during sublingual folds and Iirnu!um of the tongic. B
swa]!owing Is also seen. Patient is asked to take a deep tonsils are mspecFed for .sm:. syr?cﬁtgnmﬂam:‘t —
breath and stridor is looked for. He is then asked 1o presence of pus in the crypts, ul , grow

quickly count the number to assess the voice and air
reservoir of the patient. Due 1o a gap in the glcmc
closure, there will be an air leak and patient will not
be able to count longer. He is then asked to cE)ughhm
assess the glottic closure and also for any swelling that
appears on coughing (laryngocele). o
Neck: Examination of the d}mu is not comp]clm :fnr:’
the neck is examined by Jnssucfrlon .lr:i[]\;lmpg :Ig;d
i i5 inspected for any swei
= :HS smffe' r;-:z-ci(k;:, ';’);;_cm is asked tc).sw.;llow z‘o
My i s on deglutition. He is
assess any swelling that move

bulging, Pillars ar¢ seen for congestion, whjfh ocm!\z‘
cases of chronic tonsill, Muverr!mt n!’gor} pi‘km'nl,
uvnla are checked by asking the patient (o say Aal .LN?
is a midline structure and its position is chlcjlmdnaﬂr\::u
pharyngeal wall is inspected for lymphoid nodd
postnasal dripping.

EXAMINATION OF THE ULCER =
1 2
An uleer if present in the m_*.ti m‘“’;cr:itf ‘.’Arn o
neck region, it should be c;fannr;d 1:11 ;ﬁunl
usually examined by inspection and paip:

Glossa-epiglotic folg

Vallecufa

— Epiglottis

Pyriform
fossa

False
vocal cord

Argtenoid True vocal cord

Posterigr pharyngeal wal) Tracheal rings



ridl hypephoninE ¥
farynx @

N Pyriform
fossa

SALPATION OF THE ORAL CAVITY
— patholosy like swelli
¢ must be [

he floor of the
ted bimianua

arowth or ulcer

If a 5 :
gt in the onl cavi!

mouth an
preser

fex finger. 5

an is palps

palpation
ohiced externally
\:wdc the mouth under EJ“
mouth is palpated (Fig- JJ- 2
4 Ferennate bety : :
d;:z;;.z;;-“:hu(l from that nfu]bm.mdxiﬁul’.w;
Submandibular ymph node is »upcm(;.\‘
ond muscle and is difficult to palpate in the
o s

it hand is pla

index finger of the £

. This

imporgant 1o
submandib
lymph node.
ta the myl
floor of matith.

PALPATION OF THE LARYNX I

anm d from th ide for laryn

S : od from the outside for 5
i pﬂpmon:uur of laryngeal skeleton. When

crepitus and normal ¢ sl SEeeh
rh;-PJ]erm' is moved from side to side, Jizmnnf,‘; L
‘1) Tl und 15 produce:
el laryrgedl erepitus. This so :
Bl ; - the pharynxand prevertebral

Fthe larynx ov
movement of the larynx KL prE =
e, Any pathology in the postcricoid region liks
muscles. Any p: i e

tumor or foreign body may cause fixation of the
thus [aryngeal crepitus will be lost.

PALPATION OF CERVICAL LYMPH NODES

in

5t

5 mandatory

Palpation of all the cervical lymph l]ud. : i
the examination of the throat. Palpation is done by

inding behind the patient, who is sitting on (!].L' stoal
(Fig. 33.6). Muscles of the neck are relaxed by asking the

patient to flexand bend his neck. Cervical lymph nodes are

conventionally cla

Supel

ified into superficial and deep nodes.
ubmental, submandibular,

riicial group includes

parotid, postauricular and occipital lymph nodes. Deep

group
posteri

includes lymph nodes in the anterior trangle,
or triangle of neck and supraclavicular region. In

1981, the Memorial Sloan-Kettering Hospital published

ar region, Jeft hand is
he night submandibular reg .

be palpated with the

d

Tnn bimanual

sgae and the floor of the
g xamination is very
n che swelling of the

should be examined individually
includes inspection, palpation and auscultation,

Inspection

33.5: Mathod of pey

o,
& fiact of mouth af

bi
9 30
- "

mu%

lesels for lymph nodes in the |
are now widely used (

head yng

Fig.33.7). s Nk v

oy,
Level It Submengl and ’ubmal.m?;‘ »m,%\h;n
Level I Upper jugular EToup inrl:di' Op,
around the UPPCF one-ghig i g e
vein. '""-"mJ,.‘ il
LevelIl: - Middle jogulargroyy o o -
around. the midgy, oneagi gy g,
Jugularveiy, o ("“WII
Level IV Lower Jugnlar Eroup Tneludy
around the lower one-thirg gy P
vein. "h“’"mg
Level Vi Posterior triangle ETOUD iy, g
of the posterior triap, & 3 O
nodes, A Pl
Level VI: :’\mcrlor D:;mpnrlnlr.lll Eroup (\1srm\w
include lymph nodes SHITOURing ghe, 1
visceral structures, Bty
Level VIT:

Upper anterior medise

il group o
Iymph nodes below P inclag

Suprasternal nog
EXAMINATION OF THE SWELLING

I swelling is present in head and ne

ok g
Examination ofy syl

The swelling is inspected for:

Site; The exact location of the sweUipghdmb_&
usually in relaton with the mawmrnlthnimm
bony prominences and triangles nftlhe Tice 3
Number: Most of the neck swellings m»:n
number bue multple swellings :u': 1|sncvl; L
Size: It can be estimated apprﬂmﬂ3wi);w“a o
should be measured with a measunios
two perpendicular dimensions.

& cervical lymph nodes
wation el th
4 P¥

» swelling is usually described
ometrical form like spherical,

15 of the swelling are sxamined
margl

ply demarcated or diffuse and re
ic sharply d€

The condition
mnspected for color
scar mark, sinus, opening,
ation eic

interior or lateral aspect of neck
novement during deglutition and
rotrusion. In addivion, patient is asked
Ar-,\- increase in size of the swelling

it

o Julsatke
over

rising from a vascular tissue of
Swelling artsing from: a &

mjor artery may appear pulsatile:

sated to confirm the observations
i rding size, shape, number, margins

irface of the swelling. Tn addition, it is palpated for:

si The swelling is pressed gently to élicit

wderness which is observed by secing the

CXpressions.

patient’s

Timperare: The temperature of the swelling

paring emperature of jrs
ne by pu
ingand the

15
surrounding
g the back of the i Dger tips
skin of the surrounding areq,
(onsisiency: The consistency
Siessed by pre

of the
ssing the swelling, A |
findings from the
din differe
e

swelling 45

Arge spectrum
ard 1o soft consister
0t cases, by
escribed hyrd,
is sually foun
£ The fluid )

1cy
Ut typically three
frm and soft, The
1d in malign
ed cysts

fency

ancy or
are typically soft

Figa3.7:

h
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Levels of tha o vical lymiph nodes

4
Laryn

but sometimes fligg 1
IS consistency firm o
typically soft in consiste,
Yymph nodes because o
Fluctuation;
hands on
swelling

Present under tension giving
sometimes. hard. Lipoma i
0y Swelling arising from the
nflammation are usually firm
It is clicited by putting
cither sides of the swelling and pressing the

with one finger and feeling the bounce on

side finger (Fig, 12.7). If there is fluid in the
Pressing and can be felt on the
ng, In 3 large swelling, a fluid
Y fapping the swelling with a
PEssure wave on the other side.

fingers of both

g. itwill move on
other side of the swell;
thrill can be elicited
finger and feeling the
Reducibility: The
and does “not. appear
reducible, Tn peck,
with coughing, so p:
Compressibility:
Pressure but ‘\’p,
compressible.

lump which disappears on pressure
spontancowsly is called 3
a laryngocele appears or inc reases
atient should be asked 1o cough,
When the swellin
A devye!
Vaseular ty

g disappears on
lops spontancously is called

mors and malformations are
characteristic ally compressible

Maobility of the swelling,

directions perpendicy)
underlying

It must be checked in two
AT to cach other. Fudty o the
Structures is a typical feature of malignaney:
Swelling nsing from the structure like an artery, vein
OF nerve is mobile i the direction perpendicular to it
caurse bur not mahjle in direction along its length, 1f
4 swelling is lying superficial 1o 2 muscle, its mobility
must be checked in both conditions of muscle
relaxation and contraction,

Mobility of the skin oV
Pinching the skin over the swelling, thus origin of the
swelling can be cvaluated whether it js deep to skin o
ansing within the layers of the skin or subcutancony
ussues, Malignang swelling arising deep 10 the skin
and subcutaneoys ussue, due to its invasion in the
surrounding area, can cause fixity to the skin,

1 ideally be dong
torch directing lipht

er swelling. It is assessed by

Transillumination: It should m a dark
room, with a penei

from gn




Chapter 33 - Clinical Examination of the Throat and Neck

Best Chjit_e Questions

h ang
P
Yy ey iy

ting in ENT OPD, the
posting g
student to examine

Inspect bath ve. Pécron, ;
o Dm,)“l ,...nl;

pi
pthes

di - Inspece undersrye
¢ o

F il o,

e Inspect floor of he o)
. the | 10- Perforin indirect Jar g0, :
4 e <ol =
| n Evphin dic procedun, B v [3r-toorh. &
[ b Holdihemimor g { upper PP !
< Holdthe tongue o righy 5 ing indirect laryngoscopy, the
7 ongue with A Bauge hany formiog d before the procedure, &
: [ W the o Fleceby o, WA s warming? b &
; f | for this wa "
: [ Chockehs mirpoy fons gl | g paticnt
2 Sy 5
: i £ Resssure the pagien, |hh“"" |
= | WA ane will o g . TR
Checklist for Clinical Examination o B Atk the pations n ; i, o reflex
o ot [ Sl reathe Heoug, rument
. B g, e L
h. Introdice the BTG S i wasasked toperform indirect
| L Putthe mirror o g0 T sl sy 28 =
B soh pans 2 2 s e
l Ay puaxu\m,h i 0 = ascOPY -UI:s does the student have to give
Fush ! ction
: ~ it struc A i pcdure?
[ Record the findings sy What 000 during this proce
o epa
U1 Palpate the following regions. | BB e
: : e th
|2 Swelling growto; ey g | f
& present) "= Oral ey | b
| b Bi . 3
) b.  Bimanual palpation of the floor of mopyy,
> o i
| ¢ Laryngeal crepicus. i ¢ ine indirect laryngoscopy the
et forming ) ;
d. Cervical lymph nodes Wil performiig 7 Heey for asscasing
heck 1 | YTUPh Hodes, Pt is advised to say j £
b G ek it oD [ 12, Bxarine the e ords mobili HiihE RN
: | 2. Bxamine the swelling (it present) P ol cords mobility, What is the P
¢. Mandibular region | | 2. Inspection. cal cords during this?
vocal ¢
b, Palpation. 3, cadaveric position

J. Submandibular region ey
d position.

b, fully abdue

I‘ Pl \I Auscultation,
| £ Neck | 13- Rewrap the exposed part and say dhanks, J icied position.
R s i dian position

(i3 On examination of a 35 rear-old lady, Iaryl—ngc,
I crepitus was found to be present. What is the
most likely possibility in this patient?
1 foreign body in the hypopharyn.
b. fracture of the laryngeal cartilages.
¢ normal larynx and hypopharyix.

4. postericord tumor.

(U During clinical examination of a 60-year-old
male patient, he is found to have multiple
Palpable lymph nodes at Jevel V. Which group
of lymph nodes are palpable in this patient?

L anenor compartmient Broup.
u B

lower jugular group.




Congenital Mqlformqfig
Of the Oral Cavity gy s
harynx

he tongue, which may cyue
AMnétimes bleerding

Cision

i these conding
Befor,
ST be e,

iverdculum fils & descend
tand i formed within (e
oid) Tt may pres

Clef iy and pajage <

et ! Microglossia e Chapter Summary ang ke, Foints
, oOnS Of the o Aglossia * itigaaig, P kg sarions of the mauth, pharyne and ey
Macroglossia o Bifid wongue R gy A

Ot ol the anomalics neeq surgical |
o5

¥ i
his ponEt Fo Al
moval of the ing

= Iq_;‘ts#gnf AND PALATE
1ip or o e

1yroid or accessory
Macroglossia

e S polaic tnay occur independently or The tonguc is bigse 1 =
Palitine proc . IR palate resplps from failure of the  acromegaly EREtnism ang gy, 1o Hmgi 59 g
ek A€ Processes 1o . With each other and with the tongue. Phanggy, = = :
“}(J: Septum, Iy maybe partia) Orcomplete, Inferior border iy 1+ from failure of fusion of two
f r o -
Fhe exposed, Cleft lip resules from Microglossia it lip r";_:“m the names of these process
ce . 7 " Whe
llary process with the median The torigue is smaller i ige gl Clesses )
i : & 341). It may he unilateral or bilyent " R s
Somplete of Partial. Cleft lip may be associated with - PROCES  Drocess
the clef; palate. Bl Aglossia i slar Jl'\ﬁ.g
8 A . g sal process
Signs and « 3 ¥ . There s complegs absence o thi h
clefi & d symproms produced by the cleft lip and condition is extremely rare, © Sl d palatine process,
teo Palate depend’on e degree of the cleft. In minor i c 1y process 3
SEETEES Of cleft, no s toms are produced and patient d o
ma .. - ymp_ ! P Bifid Tongue ame for ‘tongue tie'?
¥ Present wirh fosmetic problems. In severe degrees i the other na
, : - i
of cleft palate, Fegurgitation of food ©ccurs into the nose. It aceurs due to filure of fusioy of the o, @ wm[‘ -
Eustachian tbe dysfunction Hay occuras aresult of cleft  twbereles of the first arch. irg 4 aglosst -
X - i akyloglossia
Palate, whicp, leads 1o ear Symiptoms. Treatment of cleft lip o ankylo
and palate js reconstrucuve surger y Tongue Tie or Ankyloglossig !
It is a condition where the tongue i Attacheq i, d
- MALFORMATIONS OF THETONGUE ﬂuu; ur:h? motth by’_nt.;lhm f;:\ulum (g 24y 7
7__‘1‘;—;, T 7 ; esults in limitation o € tongue Hiovermen
A number of congenital malformations oceur in the  re Hcofthin s o l!m‘dm
: i res B -
tongue related with js 5 e and shape. It includes: ity

Pitient s gy

Fig. 34.2: Tongue fie.
Fig. 34.1: Cleft iip.




£ A1 painful while
cers and syphilige
ers while aphihyg

Fs i0€ase of recurren;

liseases. ‘A mentioncd

and

n conditions may cause
: ey
- H‘"F“ simplex *  Angular stomatitis Ed Aphrj"-ma Ul
.‘. *  Herpes zoser *  Vincent's stomariis fid rl\:t;uw.apmh“
| * Herpangim = Tuberculosis adiition Mtlcosiy;,
| 3 Y.
| Fand, fosrang mouth disease *  Syphilis Hehen phanyye
Candidiasis * Beheet's Syndrome =

mill Vesicles ape

Geographic g the oral mucays

— often associated with
- ;nrurmn afte prmu]-y herpes
b ccurrence usually
. . Skin Disorders: T R s
Stonatitis is 5 collective name fior milamnatory d4sc:|scs 6, : s5.0) Topieal et e
Ofthe oral mueops membrane. Inflammatory lesions of the 4. Bullous PeMmphegnid. 3
: o By avaricty of causcs, which may Luptis e themarasis.
oral mucesa are produced by avariety 4 pUs eryi
be local or SYStemic. As the skin and mucons membran are o i maliiformgs.
bath epithelial surfaces, many diseases of the skin also n!l? T 7 e Disorders, ER = _3
the oral nucons membrane, As a resyle ufiuﬂ:mlm.’\u(;:. - : —= T
“ e fc ed. A, Anemia, o
loss of epithelial tisstes may occur and ulcers are JunmJ 3 Sin e
i o -
Following are the €OMMon causes of stomaritis and routh b Leukemia,
ulcers;

e skin [so affect the mucosa of the oral
an also 3

demarcation line in the midline
jemarca %
Ll lymph nodes. is commaon
cervic 4
hould be started early.

& '\granuln(ym

sl
1. Infections:

d. Thrombocyrapenic PUrpury.
¢ Hemophilia and Ch

2. Herpes simplex.
b. Herpes zoster.

Stmas disease,

8. Endocrine Disorders,
ity dpsfunciion: ERPANGINA
€. Herpangina. a lluujrnr}"d!"\ﬂlh( ion 2 H_l'f.‘k"‘ s, Children are mosth
d. Hand, foot and mouth diseasc. b, Addison’s disease, el ( .‘,..‘ il i
Candidiasis €. Parathyroid dysfuncrion, “pere muliple
& Candidiasis. ;
£ Vincent's stomatitis.

rs. No specific treatmeng
d. Diaberes,

il wvula and o
iamin Depy ies;
g Tuberculosis. 9, Vitamin Deficiencie

h.  Syphilis,

e
I itamin B12 deficiency,
2. Traumatic; b. Vitamin

Folic acid def ficiency,

4. Denture stomatitis.
b. Chemical burn.
¢. Thermal burn,

3. Benign Oral Ulceration

. Vitamin C deficiency,
10. Allergy: ,
a.  Lipstick and deneal material,
b, Food allergy.
11. Drugs: :
4. Local: e.g. mouth washes, wothpaste
b. Systemic. ‘ N
12. Radiotherapy: Radiation mucositis. .
. Ri ; 3
During history taking rm'rf,}:ﬁm:l;&
fallowing point must be specifically
(s
*  Duration.
*  Onset.

4. Aphthous ulcer,
A

c.  Major aphthae.

4. Immune Disorders:
a.  Behcer's syndrome.

b.  Lichen planus.

c. AIDS
5. Necoplasms:

a. Malignant tumors.

T

erpetiform ulcer,

Chapler ag _ Stomaiyg and Moy, Ulcears

__Hanp Foor

Motth
K feet Mo e

fommon in

e Ol candidiagg,

s |5 P by
How curd fixe

m
Commonly ko
candida effan, 1
Patche

T3 gl g
1 the moyuen soft

T formed on th
y

irfy

g irfac, OUS membrane
8 350). Tetemnens N clderly bervons
debilitated ney, o and M UNocompy
Patlents, diaheye HIV jhq + ehemathera
Imadiation ang g, taking SENIM, antivioticy o
(oMicOstErOids, Wher g PATERes are rybheg o
4% an erythermaous TINCOR. The diagnasys 1

GKing 3 swab fromy e Ol Caviey, which shoms Presenc,
fungal hyp)

SHective, bt e the dhm\'.\nug‘
Topical clatrimazgle

S¥atermic ntifung| fike

I chronic fype
Plagues are Pres
from leukoplaiy T mic kesions canngy be wiped
mll’. S:r:\pmgnflhu lesion wil) show the PIESENCe of fungug
whi

éen undcnmnuampu“l’]m 15al0 treated by topical
STHIE Antfung,| agentg

ANGULAR STOMATITIS
Angular S0maring o, angular

cheilins is ghe condition
gle of the moeuth (Fig.
110 viamin ang other nutritional
+ especially iboflavin and other vitumiy B
complex. Itis ofien 50ciated with o) candidiasis,

Fig. 35,2: oy thrush,




_____VINCENT'S sTomaTiris
This condition is similar 1o Vincent's angina and
mvelves dhe interdennal papillas and tmargins of the
Eingivac (sce chapter 36). The causarive organisms are the
seme Le. double infection with fiusiforms bacilli and Pincmp'e
spirochetes. Clinical features and treatment ie the same as in
Vincenr's angina,

TUBERCULOSIS
A primary tuberculous lesion in the oral caviry is ex-
tremely rare, However, in advanced pulmonary tubercu-
losis, lesions may be
tongue.

seen in the mouth especially on the

SYPHILIS
Syphilitic lesions in the oral cavity may be present in any
of the three stages of syphilis. It is also rare nowadays,

BEHCET'S SYNDROME
It consists of a triad including anterior uveitis, genital
ulceration and mouth uleers. The appearance of oral ulcer
is very similar to major aphthac.

APHTHOUS ULCER

In this condition, superficial small recurrent ulcers
form on the mucosa of the oral cavity. Inner s;rfn:!r‘:
of the lips, buccal mucoss, floor of the _mouth ‘.miS sr:am
palate are mostly involved. The underlying cause i
exactly known, but several factors havg been sL;]ggccm_t-
The eriological factors suggested are -Vll'JI, psy;lszfdcrsj
vitamin deficicncy, hormonal and autoimmune ;_essmmr
Most of the patients belong to c]cn-cal, sc}mlpr:ts iops

and professional groups, when period of stre:
exacerbation, "
Initially, small vesicles are fc?mledfa:;ic :‘m‘r; :l;r:r;rt:’om
of the mucosa occurs. ;Thzjif: ]:jveasloughing L

pinhead to 2 to 3 cms. The

with marked areq of

Hyperemi, (Fi
are painful and recyrs

- 35,
ENCEi5 Commgp ) The

N ul,
Treamment of aphthayg Ulcer i
oral hygiene and g Hnderlying Cange . 5 ayy,
of steroid paste s very effective, 1o,
local anesthetic AgENt oy \;,i,,g e
Viamin or other o] deficiency o
be corrected by giving UPplemen;s.

MAJOR APHTHAE
—

I major rlphlim
several centimeters in masximy; B

LTE
™M dizme, TH

€

may persist for a long time upt any o, il
resolution, fibrosis may oceur, Chnm“}, :hknnd;rh
may mimic malignant ulcers apq it Congy

: 5 vy 4 i
differentiate. In long standing cases. hif-‘PsYsD;u\!ﬁh:"“’
to exclude malignancy, dye

RADIATION MUCosins
Radiation therapy in the head and neck TERitn py
S

cause changes in the oral mucosy and the term el
‘radiation mucesitis’ (Fig. 35.5). The effecrs of “dmtnn
are direct and indirect. Thcdirc:ll‘ﬂ-\:cum(lwdcwdm
in mitosis and proliferation of the normal cells iy
cells may undergo degeneration. The indiecy effyy
due to damage to the small blood vessels \ﬂdi!lgm!mj
ischemia, Multiple uleers may form in the m?W cny T
mouth becomes dry because of thf: reduction i e
production. The condition usu_ally improves a the
passes. Treatment includes maintenance of oral hyges
and use of lubricants.

ORAL LICHEN PLANUS
Oral Lichen Planus is a.timl::mi'm“m
disorder and it is a T-cell m:dl:dﬂ 1 i
in which an autotoxic CD_8_+ ! Eﬁﬁm s
oral epithelium. The spwﬁlc" {n:sg;cm s
reaction is unknown. The lesio

196 B

o
g

55 ot

5o

d

agros

il T

in the

Jiagnosi

e

5. A BUScol mucosg

palai=

| Tie 35.6). Semetimes, erythema
(Fig 35

may be present. Most of the oral

promatic with complaint of
puith. Adult females are mope

1 history of other autoimmune
b prescntation and ppedence
i aolo I
o ekclude malianani: The
I and symptomatic with topica
\esional corticosteroid. Tn recalcitrant

iz and

& - modulation drugs, antmetabolites

£ '”“,, be used like cyclosparine,

W dc Jf"‘s: are and dapsone. Predisposing
nethotresd

or sharp tecth, dental prosthesis etc.

Regular follow-up is required for

1 Mlg!:ltTr;’

condition with unknown etiology and

vecur in up ta 3% of the general
- asymptomatic but sometimes

may complaiin of increased sensitivity to hot and
iy (0

Tal s

YIOptomatic treatm,
—

jcal presentation isan arcaof erythemna,
of the filiform papillae of the tongue,

it of stomatig

Chapter Surnmary and Key Points

mouth ulcers are produced b

Y a variety of local and Systemic c.
4 to rule out malignancy,

Specific trearment

Chapte, 35— Stomatitis and Mouth Ulcers

P19 354 Ligar Planus o fhas buceg| Mucosg

Fig. 35.7: Geographie tongua.

surrounded by 4 Serp
(Fig. 357), Spontan
Teturn of normg] e
that may

18nous, white, hyperkeratotic border
EOUS. resolution of the lesion with
hitectyre May occur at one place and
Teappear at the other site. This ACUVitY may wax
.m(_i Wane aver time, and Ppaticnts are occasionally free of
lesions. Diagnosis js nanly clinical and Ixinnpndml(vgy 18
rarcly required As most of the Patients are asympromatic.,

O treatment 15 required. In sympromaric patients, topical
steroids,  topicg] ang

systemic anuhistamines, topical
fetinoid and cyelosporine can be used,

duses. In cases of non|

healing uleers,
al Variety 1s given, according

of individy to the cause in

d mouth ulc
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' 4, CHAPTER
——Best Cholce Questions matory

A 28yourarg | dy

' anEE
: came “im‘ the history of 7 1 lﬂfl ses of fhe PhClI'ynx 36
:Z?ﬁ%?fﬂ’;.,'.'El’?,‘;;;i’;li'ﬂiw."I','L‘J"' e g Disea

HTence after a primary herpes?
10% oF

b, 3% of the ol cases

509

s - * Oremegalovirus ingecrion
d. 709 of the total ¢ 5

* Chronic pharyngigs

Syphilie

ryngts

Q2. A 35iyearoig male

i jiphtheria = £ . Leprasy
. cal diP! *  Chronic specific Waryngiy ;
Patient came in the OpPp e T e Others
= : s 5 - e ereulosis -
with coemplaine of creamy  yellowish white nucléosis
last 5 t0 7 days, Which

Plimmer vinssnrs oy drome
oo S

rsually Wohe i rewersiieno the throa
be nvolved with the

it dysphagia and high
= Of examination, fher . marked con
phary,

t is not. of
¢ candid;

tinuses but cl
albicans

The infection of hypopharyrs

follicles on the posterios
& na and ongestion of
d. mucormycosis

2 including sofy pjace. wvily and
anal cavity is alsg seeq

¢ ly
ayngzal wall mag; e

Q3. A2%.yearola male patient has history of recur.
rentaphthous ulcers in the oral cavity,What are

] y Cervical Wmphadenapathy s alao
in cold Present, Cliy cally, it is diff W to differennage between
5 ple with lowered viral and bacteria] Pharyngmeis Viral inf
the characteristic APpearance of such ulcers?
-2 1
Painless and 1-2 1y,

SHONS are wsually
nfection of the nose and

bactera] nfection 15 very
Sspecially in o Tegion,

used synonymously  mild and Accompanicd i,

1 D] sinuiey Soeonitne
C\llhl'\luﬂ

b painicssand pinhead 10 2.3 cms.
€ painful and pinhead to 2-3 cms,
d.  painful and Pinhead to

mm.

d inflimmation of the entire Clinical Features of Acute Pharyng
4. W i 3 r an oral thrush?
Q4. hat is the other name for an ora

? sually caused by bet
ik ,':'::Ijilln]z‘rz\::‘d'orm: Mild |
secondary bacterial *  Discomfort in the throge. ‘
4-  aphthous yleer denovirus, rhinovirys ®  Lowgnde feyer, ‘ll
b herpengia ommon bacteria involved are bety A
€. major aphthae. us, :w_:nhcmlT‘Il‘;.‘-(t‘w'i“srrll'('pz[zacrli.:::s; G h’mphadcnupa:hy ‘
d.  moniliasis. "'UP—I"I“.:(,‘;‘ of |r.=|-‘.l:|-':‘. scarle *  Congestign Sfpharyngeal mucos, \
Q5 A 35-year-old man was clinically E‘.’"D—“‘g‘ lar Fever, influcnza, typhoid .u:ui :ann.l\ _u‘rw Severe |
with oral thrush and the patch was rnbi:ecF oi T Al mucosa m".:" predispose ; Piifish the ot s |
for examination. Whar will happen when such r gestion of corrosives, abrasions . D\_h'phagm, |
a patch is rubbed off? * Earache, |
bleeding will occur, *  High grade fever,
b. iewill leave an erythematous mucosa. } smay oceur with varying s verity from mild *  Cervical lymplmdcncnpmhy,
¢ itwill not be removed. matureand the clinieal features depend on g5 *  Malaise headach,
e osa will be normal. St o mild pharyngieis, there js discomfort in the — ﬁ
d. underlying muc 3 il k wallawing with low-grade foyer and
Q6. A 45-year-old male ps[i.cn.f camef_f:si?:DW;a( Referred o |7\;.41“|7m3y E_,L- present in Invesliguikons
was diagnosed with md';“ttll?i? :)::diﬁon? itis, O SXamination of the Pharyny, Complete blaod picture will show A115¢ in total whire
is the etiological factor o
/s,

SUOn. of the Pharynges| mucosa,  cq] count. In bacteriq) pharyngitis, there will be 4 marked
M3 of the sof Palate (Fig, 36.1y, increase jn neutrophils. Culryre of

pathy s tally o isolate the
i .

minent. There growth sy,

1. prolonged exposure to sun
xp E 5
b. radiation exposure during plain radiography

a throat swah may
€ausative organism, Failure to et any bacreriy)

2ECSES 3 viral ctiology,

Present in milg cases, I

SYmptoms ar more pr
¥ % arn.
radiation exposure during CT sc

1. radiotherapy in head and neck region.
d. r:




wyilimia and acute cireyls,
3 £ Pharyngeal diph gy, : ally appea
B0, 364 ac i Bhanmng al=] Phtheny &

tary fajl-
W Woels
paralysis ofthe soft pataye

T 33 3 pterne
¥ Epstein’ Bary, yin,
nd rarely seen duny,
sl

Caused
adulss.

liva of the Infecred §
Id be started as early

o ndividualy
COnBCE off 4. MOUh 25 Secury i Kissing
possi- The o OF this dice o snally fiy e
produced by the exotoigs 1 The dige
; eria on clinical groyn

< discase iy
] )I-rmrnnlrnunnl!uclu:\r(‘,
€ FEPOMt Of thraat swab,

E vends on the severiry and in-
comins ‘““”h_,,‘m, 20,000 to 120,000
s ThedossIREE o8 Systemic pen

€ 10 seven
i incre

BCCrized by
118 in the blagg

Clinical Featyrey

There 5
maliise, any,
o varying
enlarge

3 prodram,
TExI, Tave-,
o Severity Ty
Ment of

A Period of oy g

Erade fever, heae
enery 6 hours

nd in sensiti
used. Laryrus may be

De‘ﬁerenna! Diagnosis
This

& m

X festation 15 the
ervical lymp
bur it could be white, ve)
ondition

N nodes; whick ars panful
x_ml tender (thae 15 why the condition ig called elandular
Tfever), Thig bymphadenoga iy PEINSTS for several manthe
low o dark The Phinymge) o BT are vanable e Wtnally congested and
. d with other  attached o die mucosy ang Jeaves 3 iy, o, fry V“T\:r:“"imm“ ind s TSt Sp Tl Y Sccurs
has 10 be differenriated iy removed. Afer remoneg ot e Iﬂcn|h.-,bu”""tm|" : 11 30% of cases and hepatnmegly i jom, o cases. Skin
Catice, e 5 = chapter 32), Distinerion b . i S e, o y acute ul SOMENMCs occyr e ecially if iallin is misg) nk:
AUSES Of acute sor throat (see chiapee s difficult, Vil quiickly. The diphehierss s aleg gy - iy, an Bl a2 Prescribed for dwr\ Y ampialin is i akerily
between 5 viral and bacreria] pharyngitis L cvere  ©X0LOxIN, which may cyje MYOCIrd 3 ““'\mﬁ" i) Tl iafaries is caused by e
Nfections e £Onmon under five years of age, less seve | peripheral neuritis ! Sphuig sl spirochetes. It 1s
and leukocpiosic = not much marked, Acute pharyngeal ] illi and Vin nacrobic streposace. Clinical Features of Infectioys Mononucleosis
: Stai pheheria, fever is not i eatures jwith secandary ] .
szlp:lhr.rd!_q ZHMJ be ¢ \Lrud;f d!n dmu ia. Throat swab s Clinical Featyr ; with adults and middj . pmdro.n:|<>mntnm\,4 0.7 days
g Adc but there marked toxacmia. = anynx includip ala aree : )
é; & ut there s i Omrfunn\‘ nending palatine Ongfe facrors are carious o * Cemvical lympy odes enlireemen;,
Bignosne, affected but the infecrion MY Spregq s d over crowding. This dise
nasopharynx and nasal Cavity: Batjen, Tesens o poor dict ar
Complicolr‘ons throat and low-grade fever, Toxaemi, i ;
X Ll ildren.
Complications are common, especially in chil
There js extension

panent looks very

.
il On exany;

uring World War 1 (Trerdls manudy)
ops during
of infection from the pharynx leading

Fever: low grade,
ort 1117
o acute orirjs Mmed;a,

membranc will be see

*  Sore thrag
* Splecnomegly,
Boon the o, 5 . *  Hepayg negal
Fealures ed he throat Patomegaly,
7 : g s jeal Fealt Jen with marked pain in ¢ : A :
» inflamimation of the larya, w0 pal i s e breath |+ Skin rashes: i aripiciin, i given
o o sencralize e, i vallowimg is pa - . T
/Br res tract infection. General : 5 2 * Pitticy : Iso high grade fever. Op
mgmﬂ. m.d Lo himory 1a, nephritis, endocarditis, Juguladigastric lymph nodes. Som:umcs‘ SErvig) ‘m‘_" ¢ 15 also high pr
comphr:arrons melde wpu:m.n_u:l. P = nodes’ Enlargement produces 5 ﬂ]lﬂmftl‘mtic P
Pericarditis et pyyr all are relatively rare. B ek
appearduce’.
Treatment

brane is seen covering the tonsils,
¢y membr i

d easily. On removal nr’umnlmug mvesﬂguﬁuns
S Cervical

General meastires include bed n‘S; il S Anb i
; 0 i tetc.
8z 1sepHc rgles, softand liquid ¢ 2
: mflcm.“fm“pnfsﬂ L ted, Oral antibiotic Sl T
15 given if bacterial infection is suspect Sy
againse streptococci should be started immedia ¥
can be changed larer

tipyretic, warm

- L. Blood piety e e
especially the onsillar lymph nodes are 1s confirmed by
Sore throat. .

cells in the |

diagniosis of;
finding

nfectious mononucleosis
typically large monenuclear

blood. There 5 2 nise of weal white cell
count in the blood
X 5 2 Serological gosts: Paal Bupyelt fest and Monospor fest are
iEe 8 SEyEre tmema: msp‘ga\laﬂ‘i uken and a smear is prepared which she WS usually positive in the first week of disease and show
& 2 able. bist asme 2
on after a C/S report is availa *  Presence of false membranc. Sl id Vincent's spirochetes, the presence of antibodies
¢ Cervical lymphadenopathy,
PHARYNGEAL DIPHTHERIA T *  Myocarditis, nephritis, neuritis. Wil Dlagnosis TI'EG_Imen!
. | infection caused by a gram ¢ Metnicl Diag 5 > 1 There is no SPecific treatmeny apart from SYmptomatic
It is a Pharyngeal infe effler bacillus : onis to be differentiared with other causes e 8 5 ) !
: = . iphtheriae or Klehs-Loe laanoss 2 - freatment ncluding pegy. analgesics, antipyretic and warm
bacillis Corynebacterium diplithe markedly  Diagn by the presence of chine esors throat cspecially Pharyngeal diphtheria, acute o y
4 incidence of diphtheria has fallen 1 ; : is is wsually made by the prese i saline pargles, Antibiotics play ng Part in the treatmen
(KLB). The incidence of dip ia. Diphtheria Diagnos: is usually of lowgndeos | i ane] quinsy R COntEifdl e fe Al
immunization against diphtheria, Dipl iod istic false membrane. Fever e : Ampicilliy i contraindicated in thig condition, as it wy
fune m.1ssdunr;i infections and the incubation P””d :crliﬂtrhm 101°F with weak and d“Pr‘;P:"'d.m,m Produce skin rashes, [y SEVere cases, steroids may be given
sprcads by droplee Children are particularly affected,  pore the swab will show the pres Tedimen) 10 bring symptomaric relicf,
IS IWo 1o seven days. Children are p pulse. Throat sw B Sy
< five years. T ety includes systemic antibiorics from the pen-
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especially between the & baci BB long iy Metronidazole, o] antiseptic CYIDMEGALOV'IRL\S INFECTION
.:tl:l UHII‘{\:[ Te T
ations = Fowﬁﬂﬂ‘ } £ anfpyretic and other sy, OFtive treap-
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Contributing Factors in Chronic Pharyngitis |
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Excessive alcohol use.
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Mouth breathing
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* Dryand du
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al pollution,
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[ Cnrm.wmph,xgczl Reflux Disorder (GERDY),
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Lowered r

Clinic

al Types
The following

clinical types of chronic nonspecific
Pharyngiris are recognized

b Catarhal- In this rype,

there is chronic congestion uf
the Pharyngeal mucosa with or without edema. The
Uvla may appear enlarged and elongated o
2 Hyperrophic or granular- There is hypcnrop:u} Om:i;l]
Iymphoid follicles present in the posterior ]:: l.‘l.l.’y e
wall. Small nodules of lymphoid follicles are scatte

3 ¢ posterior
all over &IVing a granular appearance of the p

Later on, it may lead to tuberculous cervi,
Phﬂf')’ugt.d yeldieany athy and manifest clinically,

z e cosa is thin

Atroplic: In this type, the pharyngeal ;1““ S
. SO

and atrophic and j appears dﬁf with so;

Mucous on its surface. This type 1s usi

ally associated  pi
with atrophic rhinitis.

Clinical Features
There
throat,

] irritation in the

IS continuous discomforr or irritaton i ik
more marked in the morn ”;h
i c

sensation in the Lhro;ul:md th
to swallow or clear his throat.
: whin;

throat causes constnt dry h_A RJ 2
dily. On examination,

which s usually
There js foreign body 2
Patient has a constanr desire
Irritation in the

cough. Tiring of the voice occ:

Ie

1
subniucosal
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some cases. The route of spread is most :

o T;':c Acid-Fast Bacilli (AFB) are present mﬂum
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Treatment
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treated accordingly, Lacal nfection j, . e o,
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Questions

A 16-year-old boy presented with acute phar-
yngitis. What is the most common microorgan-
ism responsible for this condition?

Q1.

4. adeno v

b, hemophilus

€. pneumococ

d. streprococcus

Q2. Complete blood picture was advised in a
20-year-old male patient who presented acute
bacterial pharyngitis. What will be the finding
on this investigation?

a.  decrease in basophil count.
b. decrease in total white cell count.
¢. inerease in lymphocyte count.

d. increase in neurrophil count.

Q3. ?3;8-;.:-;"‘-“';1‘1 I'enrlx:le Patient
omplaint of dysphagia for solig

to 3 mun‘(hs. On examination (sh:u:dmlml
be anemic with koilonychia, Bhr:mw"’
for hemoglobin and iron studies " sy
the following finding would yoy gy Wik
patient? Pty
a.  megaloblastic anemia,
b. raised iron binding capacity,

“ame wigy g

c. raised mean corpuscular hemoglobin,
d. raised serum iron level.

Q4. A 5-year-old boy was brought in ER with o=
plaints of sore throat and fever for lst m
days. On examination there was a yellwis
membrane over the tonsils and orophiry
His temperature was 100°F and pulse vai 14
per minute, Throat swab was sent for micr
organisms. Which of the following orgisus
the report would you expeet?
2. beta hemolytic streptococet.

b, gram-ve fusiform bacilli.

ich ‘pharyngeal

age group in w

'y io most common?
)" s 1

* i
T
) i ER and clinically
year-old 817 from pharyngeal
-8 L sty P
a what complications can occur if

ntitoxin is not given immediately?
is and muscle paraly
lecerolyte imbalance:

oria

on .,|'ph=ll’}"‘ge"“ diphtheria was made
T s ;

iagn® ear-old girl who came with some
T ”g"(," clinical examination. Wh 3
"‘T\ :mng finding is typically suggestive of this
follo

condition?

malt

enopathy:

er the tonsils.

ately rapid pulse

o A t%year-old male patient presented cervical

4 ;}whadmvj‘i‘li‘)' throat with
aperficial vlceration in the pharynx, His
ENT consultant suspected him to be a case of
infectious mononucleosis so Paul Bunnel] test
and Monospot test were advised, What is the
time dl{rzﬁllll when these tests will become
positive?

and  sore

i [stwe the disease.
8 20d week of the disease.
c of the disease.

eek of the disease,

Present

© SOrynebacteriyy

rful

adle

xoton

with
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involved, different clinical

CHAPTER

7 Diseases of the Tonsi)g

*  Acute ronsillits
Recurrent or chronic ronsillics

Tonsillecromy

Proced!

Palatine tonsils are pre-

in the lateral wall of the
aropharynx and ns

lled ‘fonsillitic’. It
chronic wonsillits,

lammation is

is classified into acute,

current and

ACUTE TONSILLITIS
Acute litisis the acute infection of palatne tonsi
Acute tonsilfiris is the acute
It frequently involves school
also affected. It may occur
of the

Is.
ing children but adults are
an ;pxdrmrc form. In most
ion may be primary; which is fol-
lowed by secondary bacterial ntl'rﬂiun Beta hemolytic strep-

fococens is-the most common infect e

b L e e
,Tr’;,’{;;t;;"_mh local infections in 7L}‘f|.‘ nose and paranasal
sinuses arc common predisposing factors.

< viral inf?

1g organism, the other

il it

Pathology

SEruc f tonsils

eV and structures of
epe g on the severtry an of u :
Al forms of acute tonsillits are

recognized:

1

he infection
A 7 B

Acute catarrhal or supe s 'I, fexon
is superficial involving only the covering m Lo
. : fection i re of generalize

membrane and the infection is part of ge

Fig. 37.1: Acute follicular fonsilitis.

Indications

Contraindicatons

ure

pharyngitis

ansy

Comp IEatiog,

associated w <hills
mon which may b
o the middfe ey

{ of infecno:

© SPT be. The other constiturional
jsrachian headache, weakness eie. are 1lon
1 dyache, hea
arked
e may be coated with pooy

JaLON are present over the
r pharyngeal wai
| on severity and stge of
ol r wonsillitis, yellow spors
seute: € juc ta presence of pus in the
A Pt T
L s membranaus

Ilic
ol

r tonsillar lymph nodes are
Bt o
2. Acue follicaar sl e infecy, gl bl
tonsils, which are fileg with it.{EqudSPrcnd, iag e
(Fig: 37.1). This leads 1o g0 chapg. 0k iy
PPEarNCe 35 Opening of e oyt are i ey
) ,-Imu-p.umrh_)-nnunmremiﬁh‘r ST Tinfee < W‘M — :
the underlying lymphoid SSties “Id:; Tk, (hro pnn\‘!""‘"'”"w‘"h'
of the lymphoid follicles, The tansil, “""h., ty OF
uniformly. Sl SR
4. Aaite nembramons fonsillifis: Thig i a L
advanced stage where the Cxudaging fmm!demn ing
coalesces giving the i

false membrane on the o
These types are not alway:
merge. The infection to the
i.e. fugnlodigastic or tonsillar |
its cnlargement and tendernes

Clinical Fealtures

Clinical features vary

Sore throat and difficulty or

fever and malaise are the

Fig. 37.2: Acute membranaus tonsilltis,

4PPearance of 4 Wi

with SCVEIty of the inficygy
pain during Wn"uwiugu\u,
predominan: SYmptoms, ey,

et
il (Fig 375" " e,

onsils.
s or over the to
e CryPIS OF

sin O stric lymph nodes.
o iy g 0B ugulodigasric lymph no
draining Cervicy] I:"'“Ph:i: -
ymph node el qu"ﬂ‘ :
s. 4 .hﬂ:liﬂmiugnam

[litis must be differentiated from the other
ronsiflitis M

sore throat. The important causes are:
cuee b

{ Glndulir fever.
4 Quinsy
§ Repbaryngedl or paripharyngeal abscess,
{ e eiglotiis

arlt fever.

Tedment
ke, appropriate and broad s;

e e immediately. As mose of the infections
0 sreptococe,  antibiatics like penicillin or

PecTum antibiotics

Mcln e the drug of choice. Analgesic angd
MR e paraceryp ) 15 given According to the age
S, Gy measures include bed rest, soft dier,

Ly TR Antisepri i
3 tic ]
L7 Te0and achy) g AR e

Chapler 37 - Diseases of the Tonsils
Cnmphcqhnm
The EOMPHGRGNL of 1oy tonsillitis are uncormpan
ause of effective and bogq Spectrim ang.
g

Following are yp,e SOMPicitons 3nd sequee of
Acute tonsilling:

L. Recurrens oF ¢

UHIC Tonsiflitis:
TIY NOE reso} ©

chronic tongifliie
Bollicles ore of
micro-absces:

Aute amel
Smpletely and 1oy
Infection

of tonsillins
recurTent or

the lmphoid
in the form

E smmal|

ses,

2.5 i

= Quinsy: Quinsy OF peritonsifly, abscess iy accur
where the abscess ig

PTEsént in bed of the tonsils
9utSide its capsyle

3. Retropharyngea) and paraphuryng,a| abicess: Tt oeeurs
dise 1o the spread | Finfection in Tetropharyngeal and
PAphanmge] spac,

4 Avute oritis media It oocurs due to spread oF infection in
the middle oqr cleft through the fustachian tube

5. Rheumatic fevers 1, 9CENTS i tonsillitis. due to ber
hemolytic Streprocaccal infection There may be 3
latent pericd of about sixwwee s. The jointsare affected
by antibodies Produced againsg the Streplococe.

6. Acute _\‘l\?inrmﬁmlrpi:mb It alse occurs due 10 cross-
Feacting antibodics againse the streprocace

7. Subacure bacterial endocarditis: [ may occur especially in
Patents with valvular heare discase,

8. Seplicacryia,

9,

Cervical abszecs:

Due ta suppuration of jugulodigastric
lymph node.

RECURRENT OR CHR:
Recurrent or chronie
complication of acure ¢
and young aduls. Smy abscesses are formed within
the core of the ton:

sils, which are surrounded by fibros
ussues. The MICroorgnisms are Present within these
micro-abscesses and are nateradicate

ed by antibiogic therapy,
as the antbiotic cannot reach in proper concentration. The
fibrous tissues surrounding the abscesses are avascular and
Prevent the antibiotic 1o reach these abscesses: Whenever
the local condition favors these TICrooTEANnisms to grow, it
felinical symproms, Chronic infections

sinuses and teeth may also act as predisposing factors
in chronic tonsilligs,

ONIC TONSILLITIS
fomsillitis securs mosy o

onsillits. Itis mastly s¢
nall micre-

ommonly asa
cenin children

Pathology

Three clinical forms a
Appearance of the ropsils:
1. Folli

e recogmized depending an




i as
: mcs may, e
| 1 respiration. This 6P
: wang and re R
’ 41 in children berwe
| ¢ chroric

e o ec

Janpeom

he scv
oy of amacks depend on \1. =y
ronsillos,  symproms T
1 ith frequent acute cxXaccrtd
year w oq

< throat, pain onswallow
There may be irritation 1o
e and foul breath.
h cough, bad taste and

oat with chromic cough. : i bl
e lymph nodes arc cularged, paipable an
seric ympl bl
e On exmination wnsils may show vary ns
e res depending on the pachological type: In

< of features, depe ELLEED
e  oeils arc cnlarged and congested
tonsils are shrun
sted and anterior pillar is

sore throat

wronic
Hout the
thearmekpaticarhas sor
nd bodyache.

fever, malatse

an

parenchymatous ope
whilé in fibroid tpe
). Pillars are conge:

specifically involved

Differential Diagnosis d -
Chronic tonsillits is to be differentiated fr n‘m < w'r::::-
pharyngins. In chronic tansillis, the p.ﬂhaiug is p\‘\lj i
the onsils with obvious elinical signs. I chronic phi e
gitis, prominent lymphoid follicles may be present in

posterior pharyngeal wall.

Ceomplicafions
Complicatians are same as 0 acuie tonsillits

Fig, 37.3: Patient of chronic fonsilifis with enlarged
tonsils.

Treatment

Trearment during the ac e atgyel
consillins. When the attacks e Frey

wonsih NGErtere with Swallowing i
8| g
sursical remaval oF the tomsily iy g PCECh gp ¢ Ehl

O o)
e i o
ICateq r’rmr-f:fr\h mﬁ’i
_TONSILLECTG My %

Indications

1. Recurrent wnsillitis: Tonsifjoe

oy
there are seven attacks in g, m"r i "d‘mm
year. for 6w consecutive yegpd o1 OF fiye angy ey
for three consecutive years O ey by
Y i

2. Chronic tonsillitis: Wheg the 5
ous and not responding 1o '“:di):;;mmm it

I .
Enlarged tonsils inteifering oy oMo, 0
fion or speech. el

: " re

4 Quingy: As peritonsilla gheer, E
PPEVEnt its récurretice, tanl]
one attack of quinsy usually o

2Y e
:_‘nnmy % m‘ji(:n Sy
et 4106
5. Forbiopsy: In unilaterally crilargeq 1o Wm >
with suspicion of neapasm, tonsi]], el ang ey
histopathological cxamination, Oy is i

= 5 lee
6. After pharyngeal djphlheria. 8 preven;
¥ Carrye,
7. When a complication 1s Present as = st
tonsillitis e.g. rheumatic fever, plone, “;llt ufdlmm,
endocarditis. 2 i

8. ‘Tonsillar stones and cysts,

9. Asan approach ta the s Ctures

it
sopharyngeal nerve and styloid me,;: bed fie e

Confraindications

1. During the acute attack or

ACUE TeSPiratry o -
= wi
fection. S

2, Uncontrolled clotting or blee:

ng disorders,
3. Children under three years of age,

Fig. 37.4: Patient in Rose's posifion with mouth gog
opplied.
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ially. /
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55 \ched (Fig-37.5). Pedicle can be Complications
thermy or scissors after applying 4 ey
ig. 37.6). Tonsillar bed 1s oihiage

cated on
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« with silk suture A

i
hermy o Tylr
ethods for removal of tonsils
s LASE
nsillectomy.
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Fig. 37,
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“Perative Care
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won theatre

In minor
i

1t may be manag
2 few hours

- blecder

24 hours ull 14
2 is completed

rwards

non of the

is created by giving proj
ration in the hospital. In
o not respanding
ed and the pillars are
esthesiz and the pack is
condinion s scetled.

Occurs on the operation table.
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Pathology

FPeritonsillar abscess ustially follows an e gy

of tonsillitis but rarcly it may arjse de-novo, The Tt
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Fig. 379 Bisoram showing the ste of Incision
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*  Referred Earache.
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Tender ang Palpable cery eal Iymph nodes, |

Differentiq) Diagnosis

This condition is 1

be differen;
sillifis, Parapharyp,

lated from acpe ton-
al abscess,

Beoplasms. of the tonsils

and Ferophanymgey) abscess.
Treatment

In the carly stape of cellulitis (Peritonsilling
CONServatiyve Medica| freatment may fure the infection.
Systemic broad Spectrum

antibiotics through Parenteral
be starred Immediagely, Anal,

BESIC and angj-
nflimmargp, drugs 3re also given along with antiseptic
gargle and bed rest

When

A considerable swelling is PTEsEnt or if the
» INCision ang drain
there is g Tesponse
0 48 houys, Incision

pus
8BS IS Tequired, Alsg when
with conservative TeAMment within 24
and drainage i done, The Patient sigs
Upright apq the incision IS given at the poing of maximum
bulge ahgye the upper Pole of the tonsil or at the Point of
Junction of ryg lines, one dray, base of yyyl,
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then 3 sinys
bore needle

IS pointing
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SpIration cap 415 be tried firg
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L. A 17-yearold female patient presented acute Q3. o ——
tonsillitis for last 3 days. What is the most 08 il Birl suffereq frgy, ot
common bacterial microorganism for this A PI ation she developeg g “"“ n
conditi op tiple jointy, Wh‘n:uh i

OOTganism responsib, W51 [
€ for this ¢, iy
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1. hemolytic stroptococeus,

b, hemophilus influnzac

¢, moraxella catarrhalis,

1. pneumococcus

A 11-year-old boy came with the complaint of
pain in the throat and fever. On examination,
both tonsils showed congestion with pus in the
erypts. What is the most likely diagnosis?

acute catarrhal tonsillitis.
acute follicular tonsillitis

acute membranous ronsillits.

)

acute parenchymatous tonsillits.

1. beta hemolyric SUCplicoccny

b, hemophilus influgnzsc
€. moraxella catarrhalis
d. staphylococcus aurcus

4. A 39-year-old male patient was planged gy
lum:llermmy to approach a craniil oy
in the tonsillar bed. Which of the fillova
cranial nerve can be approached through s
operation?
3. glossopharyngeal ticrve
b.  hypoglossal nerve
¢ lingual nerve
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Pathology
«  Clinical Features +  Treamment

« Investgations

! and hiypertrophied nasopharyn-

al ronsils, sufficient w produce symproms. Nasopharyn-

al consil is present in the nasopharynx at the juncrion of
its roof and posterior wall. This is composed of verrical
ges of the lymphoid tissues; separated by deep clefeand
PICSent ag

rid
covered by ciliated columnar epichelium. Tt is
birth, show physiological enlargement and starts to atro.
phy ar puberny: Flypermrophy sufficient o produce symip-

s of three to

ms occur mose commonly berween the

seven years

Pathelogy
Inflammatory changes occur in rhe nasopharyngeal
tonsils as a resulr of only infection or infection in associa—
tion with rhinorhinitis, and tonsillitis, Recurrent artacks of
sinusitis or tonsillitis may cause chronic adenoid infection
leading to its hypermrophy: Allergy of the upper respiratory
tract may also contribute to the enlargement of adenoids.
The symptoms of adenoids enlargement are produced due
to respiratory obstruction and blockage of the eustachian

tube.

Clinical Features

Signs and symptoms depend on the relative size of
adenoids wich that of the nasopharynx. Enlarged adenoids
al, aural and generalized disturbances.

may causc na

Nasal Feafures
Nasal obstruction is the most common symptom and
leads to mouth breathing and obstructive skep apnea.
Nasal discharge is also present partly due o obstruction
in the drainage of normal secretions into the ln.\suphnrynx
t infections. Epistaxas SOTI]'.‘[I]I.IES
may occur during the acure phase of nfection. The vo::i'

becomes toneless and looses nasal character due © :}11:1
(buccal voice or rhinolalia n':m_m)l, Breat! l::lg
d nostrils. Persistent 1 531
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Generalized Features

Nasal obstruiction, mouth breathing 2nd s
lead to mental dullness and apathy. Nocturg| e
2 s,

Fig. 38.1: Patient with adenoid focies
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perential Diagnosis :
Flarged adenoids must  be
L‘i‘:f«‘ of nasal ebstrisetion like congenital choanal
o, deflceted nasal septum, forcign h.ufi‘,- in the nose,
sl palyp and nasal allergy. Some conditions of the oral
ity may predispose to mouth breathing in children like
sowded teeth, marrow upper jaw and high arched palate;

differentiated  with

her

fig,38.2, wray soft tissues nasopharyn (lateral view|
sowing enlarged adeneids causing an  ainway
ogstruction.
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cnt may be helpfil in ot
b N Cane dhcre the
< not marked. This includes wse of 1
.umhm.um <

tant and systemi
Y tent nasal allergy,
ien the symptoms a d and niot relicved by
surgical removal of the entarged
s indicated fadenoidectomy). 1 oitis media with
108 is present. myringowomy msertion of grommet
may be done along with adenoidectomy,

nark

Ve measures,

____ADENOID)
_ Aderioidettomy 15 the operanion for removal of adenords
Ity be performed alone or combined with tonstilectomy
In such cases, adenoids are removed first followed by 4
ronsillectomy, which provides mare time for hemostsis in
the masopharymx.

Adenoidectomy is indicated in cases of hypermrophicd
adencids  causing  significant symproms  and  where
symptoms fail to resolve after conservative measures,
Contmaindications for adenoidectomy are:
infection,

1. Duringacutc upper respiritory trac

2. Bleeding or clotting disorders

3. Clefi palate.

4. Other medical problems where surgery br anesthiesia
is contraindicated.

Procedure

Adenoidectomy is done under general anesthesia with
oral endotracheal intubation: The patent lies supine with
head extended by placing a sand bag under the shoulders
(Rose’s position, see Fig. 37.2). The mouth is opened by
insernng a Boyle Davis mouth gag, Adenoids are remaved
by inserting an adenoid currcte through the mouth and
with sweeping movement of the currette, adenoids are
shaved off (Fig. 38.4 and 3835). Hemostasis is achicved

Fig. EB.‘:!: Nosal endoscopy showing enlarged
adenoids ebshucting the choana on right sice.




« for sametime. Bleeders

by a duthermy if it is

T nmes in profus;
¢ bleeder is not visible, the
24 o 48 hours (postenior nasal

1y 1s another method where
crodebnider or shaver

Post-operafive Care

Patient is kept in lateral position until he is fully
coniscious and recovered from anesthosia: Patient st
be observed for blecding from the nose ‘or mouth, Vil

signs including

piranon, BP and termperature
are checked ar n vals. The patient is kept NPO
(Nothing Per Orally) for four six hours and after that liquid
dict and i
from soft to solid food. Oral hygiene is maint
regular mouthwash and gargles with some topical antiseptic

- cream are advised. Diet is gradually

solunion. A suitable antbiotc and proper analgesics are
prescribed for a week. Adenoidectomy is now pul:n_uml
on a day care basis and the patent is discharged from
hospital on the same cvening.

Complications :

1. Hemorrhage: It is one of the important complications
and is usually seen in immediate post-operative pc_r:.cd‘
Mouth and nose may be full of blood, but a rising

ity

the mouth ang pl
gums, tecth,
of the
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Injury to oral cavity and pharynx.

Injury to eustachian tube.
Palatal injury.
Complications of aesthesia

Chapter Summary and Key Points

1o the nose, ear and generalized disturbances. Enlarged a
of the adenoids is indicated £ it is causing severc symp

simultaneously:

ied nasopharyn !
Adenoids are the enlarged and hyp,_-nruph!td msopdcﬁaids are often associated with chro
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4 E x (lateral view) was
in X-ray nasopharynx .( !

:‘:: on an S-year-old girl, which showed
:.ul,- enlarged adenoids. What will be the
£ : s

picsl voice of this patient?

al voice.

i
B e

¢ fiotpotato voice.

seVoice,

d nasal voice.

(i ATyear-old boy presented bilateral deafiess.
After evaluation, he was diagnosed with

enlarged adenoids. What is the typical type of
deafness in this patient? 2

L conductive,
b functional,
£ mived

4 sensoring tiral.

I. d
2 ¢
3 b
4.3
5 a
6. a
7o (]
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e ateral wall of the nasopharynx L open mou
d lateral h
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e AT Jdtﬂf‘lds with bilateral otitis media h
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o (w0 YEATS: will be done

b in this patient along with
adenoidectomy?

a mastoidectomy
b. myringoplasty
¢. ‘myringotomy

d ympanotomy

due 1o msal obstrucnon
voice looses nasal ressnance called rhinolilia clausa
due to custachian tube blockage

mynngotomy with grommet insertion,
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[GNANT CONDITIONS
AUD ===

1 white paich or plaque an the

) rase ) (Fig- 39.3). Hiswlogically,

dhe 1
s are presnt

1]
e
o "”T rions of hyperkeratasis, parakeratosis
L \bid
=8 Db
Ranutla

B eous ©

P hosis
e gt
remalignane conditians :

{id to severe.
Retention cyst (mucoce

Er Phrgpyy
i

i
i 1 ly present on buecal and gingival
Leukoplakia il e o dre DMLk as lips, palate, tongue and
"r”"ﬂ‘““lmu‘h"”““w\.\ W-Jw:-:h*“m aleo be involved. The incidence

: ot !

\ this lenkoplikic patch varice
CYSTS

|l cases miy show malignane change. In
ol change, every leukoplakic
opsicd, Smoking is considered to be
ical factors. Malignant change

d females

Ranula

Ranula s a retention cyst in the
arising from the mucous gland,
sublingual salivary
floor of the

fAoor of the mouth
the submandibular ang
inds or their ducts. It is present in the
moith on onc side of the f
push the congue upwards. Two types are d

They may 5
niucasa,

n apy, d
Y par
ssym 0 the vyl PATC o

AYMptomatic fy, | o

him and may
ribed:

especially

K l.:\;(‘.ﬁnm
farger oo 3 " ar follow-
- Snpte rml: The retention cyst is limited w the floor of ™ Fele dysphiugsy 12‘1: o P, e o 0 sion ot progressive lesions are to be excised
mouth (Fig, 39.1), possible, athenyige decapping o 2 e ey | e st b done afier & Other
2. Phinging type: The cyst may extend into the tssues ofthe a2 =T e dony Tlagt [Ty o atry ] b Frgirg
neck and may present externally in the submental or e Gyt s
submandibular region,

Only aboyt

Qo
ks = 0f the g Ahroplakia
g 2 mouth, The g
In the floor of mouth, a soft cystic swelling usuall O The n-:""} may be siblin, nr‘d oty 4
Bluish in color is present, IT the ranul ;

a is small, comple e

ationship wigh g
surgical excision may be possible. How

Fimplakia is a red parch or plagque on the mucoy
fjlepl
j

e, just similar 10 2 leukoplakia. Erythroplakia b
c mbranes i
ever i most eas YSUIS present in the ﬂmr‘:fnt m ‘dh ":.‘.h h potential for malignant change. It should be
5 e 455, Submg; Otith 3 B 3| il Fthe specime: ¢
surgical excision is not possible because the walls are ver Y. mylohyoid ]r"‘“'-“ dermoig 5t | slelyescised and histopathology of the specimen should
= i i Y isele
thin instead a ‘marstipialization (decapping) is done i.e. %

and g

raof chin. It is treated by a sup,

of the ranula is removed and the remaining inner wall s
stitched with oral mucosa.

Cysti S
2 Subinegyy Jedone after excision

Bical exe tsion,

ool Submucous Fibrosis

[t.1s a chronic and insidious disease involving the
wal ity and sometimmes the pharynx. It is characterized
s in the submucosal layer, It is 3 premalignant
aedinon but the incidence of malignant change is still

Fig. 39.1: Simple ronula,

Fig. 39.2;

Mucocoegls, involving the lower iy

fig. 39.3: Leukoplakia at the left lateral margin of tha
Tongue.

It is off
fermales of lower socio-cconomic class. This
prevalent in our part of the world.

unknown and. contraversial cn in young

Sc i very

Pathology

The exactenologyisunknawn, MNearly inall cases, there
i history of chewing chalia (heetle nud either alone or with
n and twhacco. Dietary deficiencies including vitamin B
iplex, vimin A, iron, zinc and other minerals are also
thought to be an etiological factor. The basie change in this
condition is a deposition of excessive fibroclastic tssues
in the lamina propria. The overlying mucoss may show
epithelial arophy and sometimes vesicle formation. In 11\5
later stages, fibrosis is very marked especially over the soft
palate, faucial pillars and buc

I mucosa

Clinical Features

Initially, patient may complain of buming sensition in
the mouth and is unable to take spicy food. Tiny vesicles
may develop repeatedly ¢
Later on, thick sheers of
cati

pecially on the buccal muctsa.

ibrous tissues may occupy the
hard palate, soft palate, wvula, pillars, inner surface
of the cheek and sometimes the posterior phary L wall
At this stage, paticat has restricted mouth opening (Fig
39.4). In severe eases, patient is u
and 1t is very difficult to take food

le to open the mouth

Treatment

No speeific rearment is available for this condition.

management lies in its prevention by Stoppi
tonsumption of beetle nut. Steroids in the form of tap
gelorin cuon and systemic injections may be of some help
toprevent more fibrosis. Topical injection of hyaluronidase
enzyme with steroid is also used in these. cases, Patients
should be encouraged w perform jaw opening exercises
by placing wooden sricks in between the teeth Dictary
deficiencics should be corrected with vicimin supplements
Surgical excision of the fibrous b ands and covering of the

The

Fig, 39.4: Oral submucous fibro:

sis with restricted mouth
opening,
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Clinical ®aturey
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\ examination, ther
Plaiy of months. On exami e

is TR Poich {, 1y e the 158 0 b, rounded and bluish color b, o and ulceraive
e B I shze dygprin X i e Cide of e Hony o " Pedunculated
Treatment of Oral Submucous Fibrosis Sl ”‘::H:X"l(\[ll\n\h‘ e fony ﬂ’n A :”‘ng;:c;m' js the treatment of choice in
@ Sympromatic treatment 3 s £ alor €k
X

ofexciting factor like beéetle nuc,

50 called decapp;

sbmandibular gland
meeroid: topical or systemic Treatment y of subma

nidase injection topical | ‘;\l"fl\'\.‘\ll\(\lmll\‘ the phay hat if the st common site for leukoplakia 1 a
7 HIE pharyy T

Jaw opening excrcise | open sy ¥ with excision , & the oral cavity? 4 b
¢ Correcton of dietary deficiencies. ;1"3 ‘r‘lll;':‘:’" “: e : 4 bocel 3.«
geal myotg him; i
suric
Surgical exeision with flaps, | wall and angerior Wall OF the ¢ hard palate,
f = CO, laser excision. popularly known 26 Dohlia, I tangue.
L 3 — specially designed sfuucdvndos(.;m {i-year-old male patient had a lesion in
i wohlmmﬁlmrc:h L ¢ ::.a 1):!' cavity for which surgery was advised.
PHARYNGEAL POUCH g and resulng Puattefied of surgery but afier sometirme
e - ——  come by using liser (& ame with malignant change in this Tesion
This condition is also called as ‘Z, nker's r.l'wm.nﬁum and sapler pun (éndoscopic Stapler assisred What is the most likely Possibility for the
or ‘hypopharyngeal diverticulum'. The mnferior constrictor tomy). b e 2

muscle of the pharynx has two parts, thyropharyngeus enythroplakia

and cricopharyngeus. There is a potential gap between o

these two parts called Killian’s dehiscence’. The mucous §
i 3 re berween the two cken planss

membrane in this situation may bulge berween the tweo :

parts of the inferior constrictor when the rrimph.‘lnnjgcusA e o
sphincter contracts prematurely during the sc(‘unfiislig:
of deglutition. A pharyngeal pouch is thus ﬁl?”‘-['ﬁf;i)
rcsuh-'ot' this neuromuscular incoordination (ng, :”“nf
Food collects in this small pouch causing Fnlff’gn!n;; i
the pouch. When the pouch gets to a CL’I'L'RIT ,sil,l,,tul:L e
line with the esophagus and food goes dm..f( xnd L
further increases its size and causes it to expand

the esophagus leading to dysphagia.
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CHAPTER

NEOPL SVJAO_FTHECRkAlCAVITY
oral_cavity is classified 35 benign
and malignant. Majonity of the tumors in the oral cavity
arc malignant. Benign tumors may ‘arise either fmnj:
the epithelial nssues or underlying connective tissues
Efummon benign tumors are papilloma, adenoma
fibroma, hemangioma and lymphangioma. Among d“_:
malignant tumors, squamous cell carcinoma an‘c;:hnl’_i
for abour 95% of the cases. The rest being salivary gland
tumors, lymphoma and melanoma. i 5

Neoplasia of

Papilloma

Squamous papilloma is common in the oral cavity and
commonly occurs as a discrete and pedunculated swelling.
Human Papilloma Virus (HPV-6 and 11) is usually
associated with this lesion. Most of them appear on the
soft palate, hard palate, uvula, tonguc and lips. Majority are
less than 1 cm in size and white in color. It is treated by a
surgical excision. Histopathology is essential after removal

of the lesion.

Adenoma
This is a rare tumor that occurs commonly on the
palate. Treatment is a surgical excision.

Fibroma
Fibroma is not uncommon in the oral cavity. It can
occur anywhere in the oral or oropharyngeal mucosa
but most frequently found on the buccal mucosa. It l!;l
smooth, mucosa covered, pcdun:u]ated or sessnlr; :Amd soft
to firm in consistency. Itis treated by surgical excision.
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*  Benign:

@ Papilloma.
o Adenoma.
o Fibroma,
o Hemangioma, |
o Lymphangiona. ‘
e Ameloblastoma,
e Torus palatinug/mandibulans.
Malignant:
o Squamous cell carcinoma.
o Verrucous carcinoma,
o Adenoid cystic cancmoma. |
o Adenocarcmoma.
o Lymphoma.
o Melanoma.
Sarcoma.

T, (oral)  Tumor invades adjacent structy
cal bone, into decp tongue musculature, max-

corti-

a : so-thirds of the
aglom : For two-t Tty o RiE
o gm aolves the "“:r e completely illary sinus) or <kin of face
I D.,:.:u csions can e ‘}“‘r;urwh”": tongue, surgical T (oral)  Tumor invides masticator space. ptervesd
‘.‘,_\-.d‘!._L.m\-ui\-cml‘“l';‘ plates, or skull base or cncases the nternal
2 eult (Fig 40.2): carotid artery
i
P
carcinoma
ot e | squamous cell careinoma vanes Reglonafftuele s (hi)
T|.¢nmdm=:1?l ﬁnx':‘unu for 2% of all cancers.  Sec chapter 49 for detils.
UK, i G : hi
v 17  ofal cancer in our regiof 1s very high. -
e inciden<e © responsible for this higher incidence  pigiant Metastasis (M)
pioped BT (PR i (beede mu) and obacty (L o el
e conSUMPHO binations, The other factors are smoking.

gifferent com hol use, The role of dictary

g and alco 2 3 i
il d:»‘::fgl(zuly Jmown bur deficiency of vitamin B %iugmg
Wf?: el other antioxidants may be responsible.  Suge 0 TN, M,
o 2 dchaite male preponderance with L peak 3g=  Sroee TN M,
edence of 50 to 60 years. Stage [T T, N, M,
S 1 TN MzT NM
B e shcetion tage NME T, y
According o the American Joint Committee on Stage IVA T Ny MOT, [N M,
Cancer (AJCC), the T staging of oral cancer is according  Stage IVB Ty, N, MOTT, | NUMy
o the size of tumor. Stge IVC T L L
Himary Tumor (T) Clinical Features
T, Unabl F - -
T‘ Nm i “S“_‘pnm’w sunor: The chinical features of oral cancer depends on the site
T, _omdrncf of primary tumor. of origin and the stage of tumoer and vanes accordingly.
v Carcinoma in situ, The lesion may be exophytic, uleerative or infilrative. The
I Tumor is < 2 cmin greatest dimension. common site of occurrence is the buccal mucosa, tongue,
i Tumor > 2 cm and < 4 em in preédtest hl.rul palate, hpst upper alveolus, lower alveolus and floor
. dimension. of the mouth (Fig. 40.3, 40.4 and 40.5).
Thumor > 4 ¢m in greatest dimension, In carcinoma of the tongue, the usual site is: the

L) Priary wmor invading cortical bone, inferior 2673l margin and tip of the tongue. In infiltrative type,
J[lvwhr nerve, floor of mouth, or skin of the the movement of the tongue may be restricted, The
66 (€4 nose or chiny patient may complain of difficulty in eating, speaking

and swallowing, If the regional lymph node metastasis is

present, the patient may come with a painless lumpin the
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sabvary Gland Tumors

On examinarion morphology, site and extent of the
lesion is assessed, Movement of the tongue should be
assessed for its fixation in tongue lesions. On palpation,  Treatment

Seechapter 52 for details.

Squamous Cell Carcinoma

Che S oEan * i
. n TUMORS OF THE NASOPHARYNX The common site of origin is the tonsilalingual sn!nu?
the deep infiltration of the tumor can be assessed, Ditferent modaligies of treatment lapiter 29 for d nd the sonsilsel (e 40.9). Tt may also ik from she soft
5 £ £ AUMENE are availble o e o X e - 2
Palpation of the regional lymph nodes should be done in ing surgical excision, Juser therapy, n:i:l-:llr:.‘!;‘ ‘I:M e Filaie ol pewiTog pharyngeal vill and posterioe one-
i h Chem

2 case . o e Ty : = third of the 1 O 58 appes 2, the ay be
CVETY Case to assess nodal metastasis. therapy or df"mbi:nnunl Of these. The choice o oy TUMORS OF THE OROPHARYNX ulnpl:’vt:inu u‘l’::L:;n% ::T:u];ff;lr Tf:cwpt:‘\‘z‘.':'.ﬁ;'\':ﬂfl
treatment depends on the site of aumor, extosio, s 5 Pty ‘ Fal S
Investigations the disea c.hfsmp.:(lmlogy grnemlfund;::::l:;]f::m: Orpharyn s the middle part of the pharynx and  of differentiation melude well-differentiated, modetately
y I 4y ; Eagas and the cilities available, Surpery is e “Rr““‘" s behind the oral cavity (Fig. 30.2). 15 roof 16 formed  differentiated and poorly differenta remoma,
The aim of uvestigations in these cases is first, £ “HDIE, SUrgeny 18 usually the v by the soft palate. Posterior one-third of

the tongue
Bt flogr and the lateral wall 15 formed by tonsil
0 pillars, Posterip) ies the posterior pharyniped] wall
Both benign and 1y BNt thmors: can accur i the
opharyny. Malignant tumors are ;
b o Ben
Hile o o
enom;,

of choice in most cases if the mmaor is rescruble mf
reconstruction of the resectable part s posible. Sl
superficial lesion can be treated by luser therapy

histological diagnosis and then to assess the extension
and metastasis of the cumor. Biopsy of the lesion can
be done under local or general anesthesia. In general
anesthesia, assessment of the primary tumor and palpation
of the regional lymph node can be done more accurarely.
Radiological imaging like plain X-rays, orthopantomogram,
CT scan and MRI can be done to stage the tumor

Clinical Features

This depends on the site of onigin, extent and the type
of tumor. A persistent sore throatofien mild in character 18
the usual complaint, Difficuley in swillowing and refered
&rache is also common, Sometimes, the patient TepOrts
enlarged cervical lymph nodes due 1o metastasis. Bleeding
from the mouth and change of voice are late features.

far more common than
BN tumors can nise from the epithelial
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+ fibroma, hemangiona, neurilimmormy ctcl

Vemucous Carcinoma g

It is a variant of squamous cell c.|mnrmll‘;n-’ :

P g
characteristic warty or papillary appearance Uil
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DEVELOFPMENT OF THE LARYNX
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the fourth and sixth branchial arches ‘

he skeletal element is m,

eminence 2

i G
pharynx. This subsequently stpLu':nE:‘ 4“-@ Sl
1 ¥ o become the

laryngotracheal twhe. The larynx develops from the cranial
end of this tube, bounded by the caudal end of the
hypobranchial eminence and fourth and sixth branchial
arches. The epiglottis develops from the caudal end of
hypobranchial eminence (fourth branchial arch). The
thyroid caralage also develops from the fourth branchial
arch. The cricoid, arytencids and cormiculate carrilages
develop from the sixth branchial arch. All the intrinsic
muscles of the larynx develop from the sixth branchial
arch excepr cricothyroid, which develops from the fourth
branchial areh. The development of the larynx starts in the
fourth week and by the end of cighth week most features

of the adult larynx are identifiable.

DIMENSIONS OF THE LARYNX :
There is 2 marked difference in the dimensions of the
larynx between adult males and females. There is a little
difference in size of larynx in boys and girls undl after
puberty when the anteroposterior diameter in the males

almost doubles. The infantile larynx is both absolutely
and relatively smaller than the adult and its [umen is
disproportionatcly narrow: It is f'unm:]-sh_npcd ,ﬂnd F]lc
narrowest part is at the junction of subglottic region with
the trachea. Laryngeal cartilages in children are soft and
ally in the subglottis is very lax.
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Comiculate cartilnges are two small conical fibroclastic
arthyes, which articulate with the apex of arytenoid
cmbge. They art sitated in the pesterior part of the
inepiglottic folds.

Cupciformn cartilages are twa small elongated flakes of
fbmelistic cartilages: placed one in cach margin of the
anepiglottic fold. The importance of this small cartilage is
it ittends 1o thicken the aryepiglottic fold.

MUSCLES OF THE LARYNX

Muscles of the larynx may be grouped into ‘extrin-

L‘__————.——

— Anatomy of the Larynx and Trachea

413 Movements and pasition of he vocal cords
abduction: B = adduction: C = closure of the \

posterior glotfic chink

of the larynx are suprahyoid muscles, which include mylo-

hyoid, stylohyoid, geniohyoid, digastric, stylopharyn
salpingopharyngeus and palatopharyngeus muscles
depressors of the larynx are intrahyoid ‘muscles, which in-
clude sternothyroid, sternohyord, thyrohyoid and omoly-

oid muscles

The intrinsic muscles of the larynx are grouped inte:
Those that open and close the glows (abductors and
adductors) (Fig. 41.3). It includes the laeral cricaar-
ytenoid, posterior cricoarytenod, transverse arytenoid

1

and obligue arytenod
Those that control the tension of vecal cords, It
includes thyroarytenoid, vocalis and cricothyroid

ra

muscles.

includes the aryepiglorticus and thyroepiglotticus.

i il 5 =
e, which artach the larynx @ the neighbouring 3. Those that alter the shape of the laryngeal mlet, It

fMéctures and “ntrinsic muscles’, which move the various
: n { 5
F‘-"]'l‘lkrs of the larynx, The extrinsic muscles are again

ped into elevators and depressors of the larynx. Elevators
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and median thyrohyoid igament, thyrohyoeid membrane,
cricotracheal ligament and hyocpiglottic ligament.

arymx o the hyoid

CAVITY OF THE LARYNX

The whole of the internal surface of the larynx is lined
by a mucous membranc. It is loosely arached o the walls
of the larynx except over the posterior surface of the epi-
glottis, corniculate and cuneiform cartilages and vocal liga-
ments. Most of the mucous membrane is lined by ciliated

columnar cpithelium. Stratified squamous epithelium s
ce of the supra hyoid epiglot-

present over the anterior
tis, margins on the posterior surface of epiglottis and over
true vocal cords. Transitional epithclium 1s present \v§1‘-ru
the stratified squamous and ciliated columnar epithelium
meets. Mucous glands are frecly distributed through out
the mucous membrane.
The opening of the

is known as Taryugeal inlet’.
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larynx superiorly into the pharynx
It is bounded anteriorly and
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111;('ri|r'yr('nold region (Fig. 41.2). . P
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LYMPHATIC DRAINAGE OF THE LARYHYX
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The vocal cords are the complete. atenfhed sepm
the supraglottic and subglottic lymphatic dnig, T,
subepithelial space of the glattic region contains miniml
no lympharic drainage, That is why the gloric cutnonz
metastasizes to the regional lymph node very i, The
lymphatic drainage of the ;upmglr-t.uc TCgIon Aot
the superior laryngeal vessels and drain imo the ypa
ervical lymph nodes. The lymphatic dringe
very complex and drims i &
ericheal lymph podes

decp © ph n
the subglottic region 1s
prelaryngeal, pretracheal and para

NERVE SUPPLY OF THE LARYNX :
e

The larynx 15 supplied by two hm:hw
the superiar Juryngeal and 1 i

A
nerves: The superior In_;yngn] mrn:-.:.vffmg oo
abave the voaal cords with >cn$0:ﬂ3¥wd s RO
: Tic
pathetic and motor supply © ¢

ot iy
he linTt

nerve, namely

Chapter 41 —

« the larynx below the vocal
i nerve supply. Te also

aof the laryms except the

supplic
ynd A2

brano-Abroc 2
e the larynx of a male and fer

nt Adam
snately narrow. Cavicy of

re the complete watershe

apple. nfantile liyn

- mcmbmnovl-lbrm:;lr(iingimvu-. box
s

pane front of the cervical vertebrae. What
n

sent? i
I e lovel against W

hich it is situated in adult

ertebrac,

2d and 3rd € crvical

ond, rd and 4th cervical vertebrae.
oud; Jrdar

4ud 4thand 5th eervical vertebrac

{ 4, Sthand

1 6th cervical vertebrac.

4 The larynx develops from different branchial
yrches, What is the arch from which the thyroid
crtilage develops?

o thrd branchial arch.

h branchial arch.

fihbranchial arch.

4 whibranchial arch

1l Cricoid, anytenoid and corniculate cartilages
utthe different cartilages of the larynx. From
vhich arch, do these cartilages develop?

b third branetial arch,
]

€ fif

th branchial arch,

Bbranchial arch,

d g y
0th branehia arely.

v

tilaginous bax situated in front of the 4ih,

5 minimal or no lymphatic channel, so metast

Anatomy of the Larynx and Tracheq

oliside and

wo layers, on
wyersare joined with ¢

rhy

frox
s drain in the
o the

Prewwache:
erve supply of the
recurrent bary

1 nodes,

al nerve and

5th and 6th cervical
rior diamecter is doubl,
1 absolutely and relatively

! smiebiae. There

le. Anteropo
X i

|.. j naller than the
aryrx is divided into three regions;
scparating the lymphatic drainay

the supraglottis, |
i . \
of the supragloms and |

sis in glottic carcinoma is late. |
\ |

= Best Choice Questions

Q4.

11{3611 males, there is a prominence in midline
of the neck called the Adam's apple. Which
structure is responsible for this prominence?

1. cricoid carnlage

b. 'hyoid bone

¢ thyrowd carnl;

d. thyroid gland

Q5. Most of the cartilages forming the laryngotra-
cheo-bronchial tree are not complete rings.
Which of the following is the only cartilage in
the form of a complete ring?

A anytenoid cartilage
b. cncod cartilage.

€. thyroid cartilage

cartilage

Q6. The arytenoid cartilage is a paired cartilage
of the larynx. What is the rough shape of this
cartilage in adults?

a. cubical.
b. pyramidal.
¢. recangular,

d. spherical.
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nd arytenc

d thyroi

d. thyroid and carniculace ¢

uscle is responsible for maintaining

Q8. Whi

tension in the

ocal cord?

a lareral cricoarytencid

o cricoarytenoid.

poste
cnoid.

e, thyroar

d, transverse arytenaid

2ts of larynx are grouped
Which of the follow-

Q9.

sic type

trinsic and
ing ligament is an ‘intrinsic’ ligame:

4. conuselastcus.
ament

b. hyocpiglotic i
& lateral thyrohy

I ligament

d. thyrohyoid ligiment

Q10. Ifthe larynx is cut in a coronal plane, a space is
present between the true and false vocal cords.
What is the name of this space?

=al ventricle.

e laryng
d. pre-epiglottic space:

Q11. Squamous cell carcinoma can spread in the
regional lymph node causing nodal metastasis.
In which of the following carcinoma, nodal
metastasis is usually late?

glottic careinoma.

b. subglottic carcinon
¢ supraglotic carcinoma.
d, rransglottie carcinoma.

Q12. Which of the following muscle is innervated by

the superior laryngeal nerve?
a. cricothyroid.

b. lateral cricoarytenoid.
enoid.

¢. posterior cricoary
d. transverse arytenoid.
. . 5
Q13. What is the length of trachea in an adult male?
2 100 11.5ems.
b, [2to [3.5ems

c. 14t 15.5¢cms.

d. 16to 17.7 cms.
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siologY of the Larynx

= Phonavon

« TFeation of the chest

uncon "
ot B0 edpiratory
A .
5 PHONATION
o into Ll
sy can be grouged In« — ; T
sl the 2y Phonaton develops later in the evolution of the laryr
1rid the ability w speak, makes the himan being most dis-

sished among other species. The voice is produced by
odified by selective amplifi-
The function of the

ct.

 respirony

yibrating vocal cords and 1s
wating chambers
sund, varying enly in intensicy

ywel

e

vocal cords is to produce s
and piteh. The pirch is controlled by the chan

fopi1c), S— , ’ x

gespIRATORY FUNCE=S— s ol rension of the vocal cords, The intensity of voi

— respiraterny ‘:_"; “sion of the  conmolled by the amonnt of air escaping through the glot-
I s and is directly proporional 1o the force of air blast.

1 importa
hanism of
re. This movement

reof ©
s ar
the lungs 15 respiration by

4 part in the mec

P x
- Jttic apert =
N:J‘“‘ et control of the medullary FIXATION OF THE CHEST
i< direc : : B— o e
i accentuted by hypercapeis ‘“—“, sibular folds approsimate when anempts are made
ising an increase in deptit and rate ‘d 1o raise the mtra-abdominal pressure through contraction
ongrols the ack of abdominal muscles s in defecanion, micturition,

the larynx also <

cgulating the CO, retention. parturition or weight lifting Laryngeal closure twaps the air
nd ensures that the force of contraction 1s devoted

\bdominal pressure and 15 not dissipated

. In this Wa%
i bady b

alance of the

in lung

‘most important funcuion of the

= s 15 the !
:‘:rllur one todevelop phylogenetically. Several oth-

N OF THE LOW,ERE&E}@Y—TEC—!- 10 raise TR
mymxand by ascent of diaphragm. The vocal cords are also called

into action during pulling & tope against resistance or 10
climbing, After toral laryngectomy (where the entire larynx

AnisITS are invalved, which include:
geal infer: Duning the second phase
| inlet closes by approxi=

is removed), patient experiences problems and difficulties

during these actiines

of swallowing y1ig
sation of the aryepiglottic folds with the epiglotts
and aryrenoid cartil The epiglottis lics aver the

dased inlet. Surgical removal of the epiglotts results in

compromised protection but adequate function is even-
nally achieved by other protective mechanisms,

Chsnre of the glottis: Approximation of bath the true and
false vocal cords occur with closure of the laryngeal

inlec during swallowing.
Gesation of respiration: Cessation of respiration occurs

dunng the second phase of degluntion by a reflex

mechanism.

Cangh reflexc+ 1 any particle enters the larynx or trachea,
tongh reflex will be initiated. Coughing as a result

dislodees the particles. J




er respiratory tract is the mo:
€ s

Protect
reign body in

ta the lower Tespiratorny £

ech 35, product

nt methods, wi

then

Q1. The larynx has many import
human beings. What is the most importan
vital function of the larynx?

Spirator
3, in the blood

passa

b. control of

production of sound

d.  protection of lawer pespiratory tract

Q2. There are nany components of human speech
which are performed by different body parts.
What is the function of the larynx in this
relation?

determination and resonance of sound

a. pich
b. production and articulation of sound
. pmrlu(rion.ud pitch determination of sound.

d. resonance and articulation of sound.

was performed on a
for extensive carcino-
roblems which
use of removal

Q3. Total laryngectomy
55-year- 1d male patient
ma of the larymx. What are the pi
this patient will experience beca
of the larynx?

deep breathing,

feeation and deglutition.
and micturition.

weight hifting and micturition.

b. expiraton, de:
C jnsp:r;ariisn, deep breathing
d. micturition, defecation and weight lifting.
¢ functions of the larynx is
f the voice. Which of the
Is this function?

glottic aperture.

Q4. One of the importan
pitch determination o
following factor control

:.cnpinglhmugh

2. amountof
nating chambers.

b, changes in the rcs
force and length of
1d tension of

c expiration.

d. length

the vocal cord

s eyen after removal of
v of sound by the

Best Choice Questions

neek

i

[a) Hioarseness-
a7 Sidor
+ Dyspred

o paninthe

Heoarseness 15 d
sl from an abnorm.

jnpeniodicity, and int

palhophysiology

shonld be abl
have proper size
In Tesponse [0 an Al
with these fmcrion

thevocal cords may
fibrosis and part

—

a, bleedin

toms of Laryn!

Jaryngeal regon:

ingorblood smmed sputun.

__ HOARSENESS.

For normal production of vou
to approximate properly with
1 stiffiess and have an ability 1o vibrate -

1. Congemtal

« Bleed
spurum from the

n or

« Caugh
«  Meckmass

ks in du

¢ imporant 3
an few

Hoarse

sre o mOst UIIP
A eangeal. die Dysprc? | .
2 without seridor 4 be present  raton) or chronic {(more i duration) m
mon Symptems are T AR
rom The canses of scute ess are

qined spotumm £

& or blood ¢
P 3 a3 A
body, dysphaga and - Acure inflammation

fmass, foreig
Acute lanymgus

eal pisecses b. Acure laryngotrac heobronchins
] Laryngeal diphtheria

2. Trauma

acal abuse

| b, Forcign body in the lary

|
Inhalanion of irritant fumes

d. Cutthroat
[ntubation and other instrumentanon

.
£ External injury w larynx
3. Sudden alysis of vocal cords.

After thyroidectomy.

d as roughness of voIce, which re-
ithin the larymx with variation

ity wi

cnsity of consecutive sotnd w b, Trauma to recurrent larynge al nerve

¢ Other neurological conditions like CVA

4. Laryngeal edema due to allergy

the vocal cords 5. Functonal c.g psychosomatic, hysteria.

ach other, : £
T The causes of chronic hoarseness are

colimn. Any condition thatinterferes

s may cause hoarseness. Loss of ap- a. Laryngeal web

proximation may be seen in vocal cord paralysis, fixation b, Congenital lanymgeal paralysis
of ericoarytencid joint or any lesion present between the (o B s
cords, prevenung its approxamiation. Size and suffness of 5 SSRESIAER IR Ao

chanige due to paralysis, ederna, tumor, Chronic Inflammation.

surgical excision. Cords are unable w A Chronic laryngitis.

sibrate properly in ryi
presence of an edema, congestion, sub. b
e ston, sub- . Laryngeal wuberculos
BCOS: ge, nodule, polyp or tumor. L
" . Orther chro;
nic inflammations e
2 .- syphilis.
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Trauma

Intubation granu

cord polyp
Sometime

i
General det

riliny.

Myxedema

Functional dysphoni

aly

Acrome

6. Convalescence from severe iflness.

Management
1. FHisory: Mode of ¢
imporant. Any hoar
require

=t and duration

thorough

three we
tnvestigation and the malignancy s
especially in patients above forty ye
complaints, smoking

first,
Patient's

upation, Ass0cia

s, previous surgeries, vocal abuse

sus history of pulmonary tuberculosis should be

noted to find the cause
amination of the larynx by indirect
scopy is very helpful

2. Examination: E
laryngoscopy or flexible laryn
ixamination of the neck, oral cavity, nose and chest

must be done thoroughly.
sical investi-
Direct laryn-

3. [Investigations: Laboratory and radiolog
gations should be done accordingly
goscopic examination and biopsy is required if any

lesion or graowth is present.

STRIDOR

Stridor 15 noisy breathing produced by the turbulent
1x and trachea,

airflow through the narrow lumen of
When stridor is present, complete respiratory obstruction
rapidly supervene and miay require emergency

ity
spiratory or

tracheastomy. Stridor may be inspiratory
biphasic in type. Laryngeal stridor is mostly inspiratory
ions of the

in type. Expiratory stridor is produced by le
thoracie trachea and main bronchi. Biphasic stridol
in inspiration and expiration is mostly due to sul

both
lottic

and cervical tracheal lesions,

Efiology
Causes of Stridor in Children

. Congenital causes

Cal

663l papill g

1lric
e

Uses of Stridg,
7 Tin Ag,
Infl nmatory, s
tubercyy

B Derg Ulosjs
e

g, Acute ang o

hranie

Traumg, Mgt

reign body,
b In} 4
saling irritn, -

It fime,

€ Laryn,

J il injuries
9. Cut throar,
Intuk

0N grany]e iMma,

Subglotiie Stenosis

B Voeul cords paraiyg
Tumors of the larynyx

Allergy Gausing ang;
C

Oneiric

ympre; g
REsssion ””")“‘wmrhu from;
G i

1. Goiter,

b Carcinoma of thyroid

€. Mediastinal tumogs

Management

I

History: UL‘[.H]C&V history taking s Hpartg
ing the mode of onset, duration, rebition u fd
cyanotic spells, foreign body ingestion wd 5;17,‘
k. Stridor in children should not be s
laryngomalacia without thorough vt

Examiration: Whether stridor is inspiratary ey
or biphasic, indicates the probable sitc ofimeae
Stridor is always assoctated with respinsay e
Thorough examination of the Ly a2
; &, neckand chest must be done, et
5 A, P

cavity, ne v
of the throat m cases of i

Chapler 43 - Symploms of Laryngeal Diseases

{ sudden Fespiratory arrest

¢
on A

e key investgs
fatridor. Ra-

\Xeray, CT sc

boratary invest

TE
i Other

and relieving fac

hoarse

ted symproms lik dysprica

Qccupation and nature of the job

d
fumer

eeacheal causes
o 2 due 1o laryngeal and

wich strador

symptom and oc-
The important and

| gurics and cut throat

Many diseases of the larynx are ass!

3. Mesenchymal neoplasia anising from the

NECK MASS

ne
common

chapter

5 are
al carcinoma.

gocele

larym

FOREIGNBODY. . -

See chapter 46 for details

i che larynx -
‘ | cubercalosis. GIA —
T Dysphagia may occur due o discasss of the lryix
S fition to discases of the oral cavity, pharynx and
OD STAINED SPUTUM FROMTHE  in addition to diseases of d
eroING OR BLOO L X csophagus (sce chapter 32 for detils), Dysphagia in the
o faryngeal disease occurs due to close association with the
& may spread

frequent symptoms. The

bleeding from the lapynx are:

spman G

ok
Carcinoma of th
£ the larynx

larytx

1 Hemangonia O
geal tuberculosis.

{ Lanyn :
| Laiyngenl injurics. ;
s o biody in the larynx, i\
: 2
COUGH 3
ionin the laryn, coughwill 4,
s produced to clear the irritant. There are many discases g
ofthe laryroe which cause cough, but the important ones ¢
} ;
are

Acute aryngiris
Acute Jaryngotracheobronchiris.

Chranic laryngas,

Laryngeal tuberculosis.
Foreign body in the larynx or trachea

Trauma to the Jaryns,

‘ In tmmry taking from 4 patient with complaint of
wigh, following points are IMpPOTTant to note
Buration. Acute or chronic in nature.

hypopharynx and upper esoph:
from the larymx o these arcas. "'\\1\11;‘"!“\\,7Elm\\."r_ll\]‘.
attacks may occur during swallowing because of impropet
closure of the laynx and spillover of the food espeially

liquid occurs within the larynx. Commen. causes ot

=

15, the disea:

ryngeal diseases are

agia due to
careinoma

al injury

Laryngeal taberculosis

Acute cpiglotins.

Tracheoesophageal fistula,

Vocal cord paralysis.

Foreign body in the lanynx or rachea




complaint
patholog

What is the m
in this patient?

55t probable site of

2 lanmnx

b.  nasopharynx

oral cavity,

d. oropharynx

Q2. A 35 year old fem
with the compla

le primary teacher comes
it of hoarscness for last few
months which is usually worst after rety

: rning
from the school with no other significant
complaint. What is the most probable d agnosis

in this case

a. intubation granuloma

e voeal cord paralysis

d. wvocal nodules,

Q3. An I8-year-old male patient had a road traffic

accidentand presented supraglottichematoma,
He also had noisy breathing or stridor. What is
the likely character of stridor in this patient?

on inspirition only,

b.  on expiration only.

€. sometumes on inspiration and sometimes on ex-
piration.

d. on deep expiration only.

Q4. A 45-year-old male patient comes with the
complaint of inspiratory stridor. What is the
most probable site of pathology in this patient?

a.  hypopharynx.
b. larynx.

¢. main bronchus.

d.

trachea.

Q5. A

~yea
comp Microlary

Fiber-Optic Direet
Lirmngoscopy (FODLY

: birth,
nvestigariny,
|

&  Post-operit

Vo Caomplications
P/ histop,
e Path|

logy,

When
to0 examine the laryn |
overhangir
3 Toc

rion af inside of
cope. Direct

idirect | laryngoscepy i nnsuccesiful
d. 3 sualiz e essfol

operly, because of a

s a direct :
throughan ene

£ later i

reflex.

firm the

SCOpY.

4, Hidden areas of the

and lanmx can

be exarmined by dire

diff by indirect laryngoscopy like
antenior commissure, venmicles, ba ‘

scopy, which are

e to cxamine

D LAFVNGQSEO?Y
ooy is performed with
oo types aFrigid diree

of epigl
subglomic region. lower part of the pynik
and floor of the vallecula.

m fossa

¢ interior oy,

o P snierior. cOMMIsSUre Gyp g -
i, yilable V2. BUCHOTCE sed for ex
e A -‘e.-\lmlmr ommissire type i used 'I"" % T 2
| oype 441 and big T &
el B “he laryns and hypapharyix (Fig + B. Therapeuti

i panl type of laryngoscope 1s used ;

Removal of foreign bodies from the larynx and
ve through the larynx into %

hypopharynx

b
142), while

1 bronchosc

ldren W Pass A

16 L
Jeickes 2. Removal of benign laryngeal lesions like vocal

nodules, papillama, polyp and cyst
jadications

A Diagnostict

1, Whe indirect laryngoscopy is not passible because

ofnon-cooperation of patient e.g; in infants, young
chikdren and anxious adult patients.

3. Treamment of congenital anomalies like cangenital
web and timors,

4. For endoscopic treatment of laryngeal stenosis,
intubation granuloma and vocal cord parabysis.

Fig. 4.1 Anterior commissure fype of direct laryngo- Fig. 44.2: Anterior commissure type of direct larynge-
cope. scope with ches! support for fixation,



Procedure

Direct laryr

hology g
v ealled o,

done o
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extension ¢

is pliced
scope is
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capy is
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For perfor
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" laryngoscope can be fix
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| Fig: 44.3). After the completian of the requircd

mh.mm. wnd the o

s cxarmined for any inji

UC comp)|
Mblicationg

.umpm .
= 5 the
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Microlaryngoscopy

Sl

An oper ope with an objective lens af 400 'ﬂ'::‘.'“ 103 toath
mm focal leng th r scope to see and clen body of 1y,
Fig. 44.3: Laryngoscope in position and stabilized b
the chest support. y: Fig. 44.5; Flexible

Fig. 44.4: Method of performing microlaryngoscopy.

Fig. 44.6; Method of
laryngascopy (FODL).

pedormlng ﬂbér‘GpN:EElEn

jed siteior from other site afinjury

1 joint by forceful man

Direct Lln
r of the larynx &

s tisee (Fige 44.3)

ot
ac |\|» interio This

sscopE

hn\(\wu'\l,
i 1arymgascopy 1
Operating MCTos
Flexible lanyTiEo
essiment of

agion of the laynx
is 1o exa

one

2l copy 15
0500pY’
A e Ase

trar 1o
rdered his regis!
ENT consultant @ on a 2B-year-

I As ect laryngoscopy
; "ﬁ!ﬂ:‘c ;:ﬁ:‘:nr Which instrument is used for
old ma
7
this pUrPOset

=

What is the main us

flexible laryngoscope
Furyngeal mirror.

nl_-;d laryngoscope.

4 shding panc] laryngoscope-

o of ‘sliding panel’ type of
direct laryngoscope?

3, endoscopic reatment of laryngeal stenosis.

b, passing bronchoscope n children.

¢, performing i ricrolaryngoscopy in adults.

d. removal of foreign body from the laryno.

0 oo e

Microlaryngoscopy was planned for a 40-year-
old female patient for removal of the vocal
nodules. Which of the following objective lens
is used in the operating microscope for thi
purpose?

a, 175 mm.

b 250 mm.
c. 300 mm.
d. 400 mm,

pe can be tsed to sce ifiteri
mainly perfo
fthe vocal cords for mability 1s more accurate with fexible lanyngoscopy ,

med o

Chapter 44 - Direct Laryngoscopy

a (10% xylocame
¢ posinon or normal
seape can be

o see and ¢

type because of
incubation. Some
annel, through which

Ther
cll

cope
Y as

\
s dircct laryngoscope, |
1t s done under 1ocal |

mune the by

Q4.

il
2

Best Choijn:L()uesﬁons

While performing house job in the ENT de-
partment, you re

ed 2 40-year-old male pa-
tient from the operation theatre after direct la-
ryngoscopy under eral anesthesia. For how
long will you keep this patient NPO (Nil Per
Orally)?

a. 1lhour

b. 2 hours

c. 6 hours,

d. 12 hours

A 42-year-old male patient came with the com-

plaint of lmarse-nes.l in voice. What is the best
hod for of the vocal

cords among the following available tools?

a. fleable laryngoscopy.

b. indirect laryngoscopy

¢ laryngoscopy with anterior commussure type la-
Tyngoscope.

d. microlaryngoscopy.

Answers with Explanations

b.

b dircetly to pass bronchoscope is diffieult.

a8 itis done under local anesthesia, vocal cords are
not paralyzed.
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result of this, the laryngeal inlet s cute liryngits. cinkee! . with the size of web. Hosrseness  Clinical Features i
Jit- The by ts Hined with Jax and l O ith 3 weak ery in almast all cases. Usilateral voeal curd parabysis auscs & WEak ry 1)

thick mu edges of this cruciform laryngeal inlet Treatment N severe caces, which may b infanes. Bilateral paralysis wall produce b] \{ln:l \r“

arc suck n cach inspiration Stridor disap spnca oni excrrion, Direct laryngoscopy  respiratory distress. Cyanasis may occur in bilateral cases.

Pears as the o), - iwhich may be whitc or pink, thin or very

Treatment \

he

the second and

d grome, o
years of life, 1, m;‘:«ul‘.hm
iy o

only reassurance ang i i
expliining j e
Plaining jts 1y, In unilateral cases, compensation may occur rom ¢

r severe unilateral

cord and no treatment s needed. Fo

Clinical
Stridor isusually the only sympiom. [tappears aorsoon  required. Rarcly in'sevees a1 i 08
after birth. It s mainly inspiratory in phase and croakingin ~ but it should be avaid S tracheosgn R roni =
B e 0ided 38 far as poggpye b restment is required in small webs, which may  cases and bilateral cases, surgical intervention is required.
aielybeleft untl the larynis has stopped growing. Tn cases
where the web is thin, it can be excised endoscopically CONGENITAL CYST AND TUMOR

and sleep. Smdor may reduce spontaneously with periods
= & CON
of quiet breathing intermitently. Voice and ery of the child = ——wamc_sﬁl Weg
Congenial laryngeat el consiss of; it Congenital cyst of the larynx occurs as developmental

are unchanged and normal: Ronchi are present somenmes Betvs
g in berween the two vocal cords
- IS abways Preenia e

wih icto-scissors or with CO, LASER. In severe cases,
e :i the '”“hb ‘h“‘":v}‘d lanyngofissure $ “"r‘"“' anomalies in the venmicle and saceule. They project into
nclieostomy: tiay be needed i emergency to relieve 4
Ieasiomy : FEEE B the laryngeal lumen and produce dysphonia and stridor
in proportion to the size. These are rreated surgically by
direct microlaryngeal surgery.
LARYNGEAL ATRESIA 2
; _ : Congenitl  wmors  include  lemangioma  and
tisin fact 2 web filling whole of the lanmx Tt is  lymphangioma. These are usually found in subglottic Tegion
mostcomirion in the subglottic region and represents the  or on voeal cords and can be treated by CO. 1 Lar
osis (complete closure). It is incompatible ones may Tequire open surgical removal = -

at the bases of lungs.
dyspuca in severe c.

Fig. 45.1 Laryngomalacio. Fg. 422 Layngemolacia nols the anaga fusy
epiglottis and cruciferm laryngeal inlaf

ultimate in sge

Chapter Summary and Key Points

Laryngomalacia is an exaggerated infantile type of
alves spontaneously as the child grows. Tr.
i cry of the child is normal whil

rynx and stride
Jialati stri lnrlxsdum ally the only complaint. The condition
Woided as far as possibl,
- : . Tn lays T ;
ahways present. yngomalacia, voice
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Difficult words

QL. A l0-maonth osed
Laryr

ap

with

Ance

ryngoscopy

d. shorr and narrow

ear-old

child

was diagnosed

child with
What is the likely shape of the
epiglotris in such g ?
1 besh
b deltash
¢ gamma
d. omega shape
Q3. Direct Iaryngoscopy was done on i child
with complaint of stridor

laryngomalaci

What will be the
laryngeal inlet

1 this patient?

1. circular
b, eruciform
¢. oblong
d, oval
Q4. Laryngoscopy was performed on a one-year-
old boy who was clinically diagnosed with
laryngomalacia. What will be the appearance

of the mucous membrane of larynx in this
patient?

4. lax and chick,
b. thm and atrophic
¢ thinand shiny

d. ught and dhck.

Q5. A b6-month-old girl was diagnosed with

laryngomalacia. What is the main presenting
complaint in such a patient?

a.  dyspnea on sleeping.
b. expiratory stridor.
c. hoarseness

d. inspiratory stridor.

nd diagnosed with
shape of

Answers with Explanclions

R

o=

Q7. A 6-mongy,

235] Choice Qussh‘ons

ofracheal Trauma

podies

S

-old g,
Birl g
i B,

o ought
T Stridoy o, it
cxes.. e

anchial

| racheobt

~ald
plaint boy
Direct
show the important ciuse
cords, } 1ts and other trauma, Majority
membrane; 0 thy
2l o
A Anterio Ui
B o Elorrig : e road fraff nts and
- inferig : y 5
i 1T PATOF the plon:, . bulet injuries, w;m-.u. cut
iddle pare o plorts due to mjury depend an
A posterior parg ap o ctores 12 s resulting from blunt
POSISTION part of e 1y - o st L anges resulting
: s, of trat aryngeal or may
Q8. Differentig] diagnigs £1,
4 of
cor 3 aryn, y
= ﬁmml laryngeal ey, - Bzrdn..a...,, i
& 6-tonth-old boy, 1y ade fgi
PoIint in hij. 2 tch of gy g
story s gt U ol
laryngomalacia? I fivge o
A dysphea on exe,
7 TEION 1 presen ; [ pathological changes may occur
anly, BTESDtin oy of pathalogical chang;

b

b.

a
d.
b
&

4 asvocal cords and its mobilityare norml

o

¢ extent depend on

.\uulprn,wl:icmmm].#mmhm verity of trauma. Blunt or compressed

gl
voice is hoarse in liryng

milaciy s iyl 1
voice is normal in Liyngommatyis

e Hematoma may form in any
[ the larynx, especially the supraglotis and
shylotric aea

£ Franue o the daryugeal cantilages: The thyroid and ericoid
anlige may be involved, Thyroid cartilage is more
e
s

laterally curved.

ly imvolved becavse it is more exposed to
In addition, calcification and  ossification
st carly in the thyroid carilage and as a result its
meiiy 5 lost. A fracture of the ericoid cartilage is
elyabways Bl beeause of the swulhngui'r.ubgkbmr
ondition resolves spontincously g

P of the lryoid bope It

s iwgm.‘,w_,,_n},,
Thalr gy

may occur mn SOME cases,

Due to laryngeal and tracheat inju-

B ind collect in the soft ussues of neck,
} ’ 1

. 110 Severe cascs in the abdomen

Procedure
Post-operative care
o Complications
+  Pharyngeal and esophageal

foreign bodies

Esophagoscopy

n(f'-‘s’is and Aerodigestive

Procedure

Post-operative carc

Complications

5. Perichondrnitis: This results from secondary bacterial in-

fection following of trauma

6. Adhesions and steviosis: This may occur as a complica-
tion of acute trauma, if it is Tot trea
properly,

ed or diagnosed

Clinical Fealures

The symptoms are mainly because of interference
in respiratory passage. It depends an the nature of injury,
severity and -site of

ima. Dyspriea is sudden in onset
and may be very marked with eyanosis. Change of voice is
trequently present. Painand tendemness s varable depending
on the rauma. Hemoptysis and dysply

sometimes. On clinical examination, b

2 may be present

ause of presence

of fractured fragments of laryngeal cartilages or hyoid
bong kling sensation is present. Extermal swelling due
1o emphysema or hematoma with external bruises may be
seen. On indirect laryngoscopy swelling due to submucosal
hematoma or edema may be noted: Schacfer Classification is

ustially wsed for grading purpose and it provides a useful
framewaork for cvaluating an

ute laryngeal injury.

Clinical Features of Laryngotracheal Trauma

*  Dyspnea.

*  Cyanosis.

*  Change of voice.

*  Painin the neck.

* Henoptysis

*  Dysphagia.

*  Crepiws over fracture site.
B

External swelling: emphysema or hematoma

Submucosal hematoma or edem:
e e S S

|




o

Diagnesis

pend
¢ trearmient like

Treatment of Laryngofracheal Trauma
| = Maintenance of the

sirway,

Trachcostomy:

= Prophylactc antibiotic

i

Systemic ster

Inmavenous fluids

Masogastric intubation

Surgical weatment: exploration, repair, reducion

and fixation.

LARYNGOTRACHEAL STENOSIS

_ Laryngotachieal stenosis may oceur as a ¢
of acute laryngeal mjuries. In the developed countries

road traffic idene most important cause nJ"
laryngotracheal stenosis. Other important ¢
prolonged endorracheal intubation, high tracheostomy,
partial laryngectomy and chronic granu lomatous (hsmw:
involving the larynx and trachea. Stenosis may occurar any
place in the larynx or adjoining trachea.

mplication

the

ises include

Pathology

Stenosis may occur in supraglots, subglottis or
upper tracheal region separately or may involve more
than one region. Supraglottic stenosis usually results from
organization of the submucous hematoma. Glottic stenosis
may occur due to the web formation at the antérior part
of vocal cords or due to fixation of arytenoid. Subglot
stenosis may result from injury to the cricoid cartilage.
The cricoid cartilage is the only complete ring in the entire
respiratory tract and its integrity is essential for no[maf
patency. If cricoid cardilage is damaged, narrowing of the
lumen and stenosis results. Upper part of the trachea may
be involved in subglottic stenosis.
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and sympron:
ough and dysprea
v

BRONCHOSCQOPY
Two typ
Rigid bronchsse

scopy procedures arc used

S peantt
iicoss
et Emphy
allapse

i

Symy af act 1
2. Flexible fib
In ENT practic

the trachea «
bl

opuic bronchascopy

an body from
£ bronchoscopy 15
s manly used for

rthe removal of
|

ke whistlé hus.

i e for somet
o Atelact
hie lumen. In part:

1y develop

sl
rory react
cly obstructs T
sema M

Birect [apy,, al

mphy

nostic

1 therapentic. For therapeunic purpase, remaral of fore

body from the taches and bronchus is the main indica-
stic purpose, rigid bronchostopy is rarcly

‘ Treatment scen Gn 4 phin ra

cially

tion. For dr
performed now

| Overall

Prognos.
ly i the et

Sbglateic iy .

0

ahstrucaon

p

on o g mpl
" ind bronchitic changes

Procedure
Bronchoscopy 18 pert

where 3 smiall lamen size endotracheal whe s preferred

Patient lies in supine position with flexion at the cerical

rmed under peneral ancsthesia

i lamynigal foreign body, the Heimld's
S be lfe swiss Tt of this
gislodge laryngeal fore dy by
"0 below: The person performing  this
e patient and places his arm

ent
fulss
may, be

. principle
% done sy ; verwebrie and extension of head at atanw-occipital joint
€an be excised Stirgy

ATy Ienoid §

bady

This brings the laryngotracheal mas in line with the oral
aas (Fig 463). Bronchoscope s held in the right hand
and introduced through the meuth into the laryme In

approach. In

i ation,
Pasition. I «yp,

stirgical excision of
SEVEre cases, ex

<t stands behind th :
lower chest and epigastric region (Fig.
he gives a sudden thrust

Blottic
the scarreg

XEISION of thie
- Thol
PEANASIOmOsis is dope. .

mnfants and young children, direct inmoduction of the

S With both of his arms,
S uprards and backwards below the spigastriun
- abdamen and as a resule air escapes

body
ap

bronchascope 1s difficult. so first, a direct layngoscopy 15
performed wath shiding panel direct laryngoscope. Vocal

This coppresses 1 1
bunthelungs ani causes dislodgment of the forcign

Jfants or small children are held upside down and a

cords are seen and bronchoscope s ntroduced through
the laryn the bronchoscope,

LARYNGEAL AND TRAGHEQ
BOD|
fareign bod

g through' e moyy
larynx and get lodged
Bronchus on' the nigh

After muoducy

goscope

BRONCH|
e Es AL FORéey

Laryng;
bodies enterir

Fg 46.1; Ploin Xray chest showing radicpogue
farmigr body in the: left main bronchus.

ort o Fig. 46 2: Heimlich’s maneuverer.
s Iﬁnw.‘
i the tmhc:mmmnj'mm
t sicle s involved more thn e
side, because the right bronehus is wider and sxeein e
with the trachea. Very rarcly Toreign body miy v
up in the glottic or subglotae region Shins Krenfule
like paper pins and glass picces may et impucid h
larynx. Foreign bodies like plastic toys (whistef peed
chalia (beetle nut), peanuts, artificil seeth, ubpes
needles ete. usually get impacted in the boeehi

Clinical Features A
It depends on the site of impacts s?znldg:rd
foreign body: In laryngeal foreign Todies; T




with the foreign body

Post-O e Core
The pacicnt is kepe Nil Per Orally (NPO) 1

six hours. Initialk r four 1o

he is kept in-a lateral positian so 4
: blood or se CHons into the o
respiratory tract. He should be observed for iny re.
distress, stridor, eyaniosis or blood stained sputim

prevent aspiration

er
spifatory

Complicalions
1. Anesthetic complications.

2. Injury to structures in the mouth

i . teeth, pharynx and

3. Laryngeal edema.

4. Hypoxia during the procedure.

5. Bleeding,
6. Latyngeal spasm.

PHARYNGEAL AND ESOPHAGEAL FOREIGN BODIES
Foreign body {mipact in the pharynx and esophagus is
quite common. In the pharynx, an ingested foreign body
may lodge in the tonsil, base of the wngue, vallecula and
pyriform fossa. In these places, usually sharp objects like
fish bones and needles are impacted, The most common
site of 1mpact for ingested foreign body is at or above
the cricopharyngeus sphincter. The site of impact of the
foreign body depends mainly on its size and shape.

Children are most commonly the victims, as they have
the tendency to put different objects in the mouth. These

Tegion on jng

Investigations

foreign body, especially if it is radiopague
46.5). Plain Xerays are taken in literal, amery
obligue views. Non-opaque forcign by may be vy
ized on Xeray barium swallow: i

Treatment

Impacted foreign body should be removed s e s
possible. In most cases, remaval is possible M:W
endascope (esophagoscopy). In cases of sharp reghed
which penerrateds through the wall of the sopliass &

Clinical Featyr,

Radiography is Very important and hel

— Laryngolr

showing 2
el el paosiericoid

jodged ©!

ack !
i Dloce)
an?

Trachez

In such cases; C

body

; ot possible.
o remove the for

e
Oreign

ESOPHAGO

DS procedures are uscd:

|
Ppas

esophage

Jc fiber-optIc

" pENT PO

Esophg 25 of Pharyng, " b csoph
o Sedl Foreign gogfy 0! ng e hr-opt
P Brious history ot may o o PP
i 1;
0 O discomporg iy . Y othip
Dysphag = froy || pdeations :
P [ | P s of rgad sophagoscopy are bath disgnestie
it 5 .
Dyspoca or hosrsepe i [ | i tenpeutic: For therapeutic purpose, removal of
:hcalmn.pm%n‘ : “hifngj,r,ugsll«»m J«mh«*s from the pharynx and esophagus is the main
Pooling of salivy, | [ S fordigmoncc pzpose, rigid csophagoscapy is
e ey performed now.
FB may be yisible on indircet |
; Yy
Localized tenderness. P ] pocedure

Rigl esophagoscopy -is performed. under gencral
mothesis with endotracheal tubation. Panent lies in
sition with flexion at the cervical vertebrac

1 sy
il evension of head. ar the atlanto-oceipital joing
Bepliigoscope is held m the righe hand and introduced
dmagh the mouth after lubricating i, It is intraduced
fither by keeping it in the midline and the struetsires
i identificd like base of the tongue and epiglotis, The
ope s then passed behind the epiglotts dll the upper
Opthgeal sphinctér. Sustined pressure with the scope
#minined on the cricopharyngeaus sphineter which
r\xsm opening. Now the scope is fisrther advanced into
suirt:lfi:-p?;i‘r F\[.{:mj body if present is r:'l[luvtd‘ll&mg
e i'h ke ;n:cudl!u forceps. In case of Jarge
: ¥, esophagoscope is also withdrawn along with

Ipfi 1 f
Fi 4t
st il

acheal Trauma. Stenosis and

Fig. 46.5;
vigw) shawing a far
cricophanynx

Post-Operative Care

six hours, He is bbse
esoph:
esophag

odies

aerodigestive Foreign B

; et (anteropastanor
pigin X-ray neck and che Eﬂmdged atthe

sign body (@ coin|

Onlly (NPO) for four o
symprom ot
of

The patient is kept Nl Per
ved for any sign and sy
Al perforanon post-operatively. The feawres
al perforation are, chest pain. uI\(nc_\b\:'L_lr region
he neck or chest, foyer and
Jlowed and if thete is no

pain, susgical emphysema in ¢
dyspnca. Inizially, water sips are
problem then soft dict can be allowed

Complications
1. Anestheric complications.
2 Tmiury 1o structures in the mauth, lips, weth, pharyx

and larynx
Esophageal perforation. :
Hypinda during the procedure by compression of the

("

4

trachea

Bleeding.




Q1.

After a road traffic acci

suffered severe injury ¢

)y

1 his neck. He
mediately shifted to the hospit

could reach, he died. What is th
cause afde

di

old man

wais im-
al but before he
Most comman

th in such patient

from major neck

Treatdient

injury to vag

respiratory obstruction

al cord injury

~old son with the
a J d ingested a coin tweo hourg
4g0. Afier the incident, he was complaty

difficulty in swallowing. Wha
site of impact of foreign

er brovght his 4-y
complaint that he b

s & of
tis the most likely
body :

e, esopha

d. oropharyny
Q3. A 30-year-old man came to the ER with the
complaint that during lunch, a fish bone got
Jodgrff in his throat. What is the most commg

npact of such foreign bod
floor of the mouth.

b gurms

¢ soft palate.,
d. ronsil.

Q4. A surgeon performed an esophagoscopy and

removed a lodged meat bolus from the esopl

agus. Wh

is the most common age group for

impact of such foreign body? 5 i
a.  Infant
b. children. T
¢. young adult d
d. old person.
6. ¢

Q5. An 8-year-old boy was brought with Ehc‘ com-
plaint that he had ingested some foreign body
which was lodged in his throat. Which of the 7. d

following sign on clinical examination is most
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Q7.

people who use thelr
ity production. Te 15
ode’, Small nodular
al cord on both

o Wi
hy straining or £

frue Ve

or one-third and posterior

Metalfic )

£ peanur Jogy g

i | patholody cots this condition is seen, in SINEELS,
Plastic whisya 4o e T O erc. Tt s also seen in mothers of

4 apts CE LIS R » 1o the

Larymgorrsy | jren who shout 2 lot and people alking to

a Js-n.n.um]ia Lol ol sometimes squéeze their voic

SR ady a5 g cqppy fiesc |.~1m” henmtania i forrmed at the point of

b T andertayg,, i Fyocal cords. Due to repeated straining,

Teatment, Whicy, aceofwocal cot

Iy responsible goy.
a

and forms nodular thicken-

Such com
EXCISOn of v, nodule

bilateral, grayish white in calor and at
~thirds

f uncion of anteriar one -third and posterior tw
iz
b, flexible L\[y’nguw(‘()py_ & (Fig 47.1).
c. um'ml.\rym_pm opy. lcal Feotures
= y Einleal F >
. prolonged endoracheat k

ntlsarig The predominant symptormn is hoarseness, It may appear

quie suddenly afier one episade of strain or may appear

Answers with Explanations

 47.1: Vocal nodulss.
most blimnt neck waum ¢ R 2L

cheal injury

at1ses Laryngea) gy

NArFOWest part,

Epiglattis

meat is not chewed properly because of i
teeth and poor muscle power

it means there i3 obstruction lowee dosm ey
v 1s not going down,

vegetative foreign body causes micnse il
(Ory reaction
endotracheal tube should moc be ot for
han 72 hours,

Differential diagnosis

CHAPTER

Climical £

ature |

Diagnosts

Treatment

slowly and insi
Vo l
optic laryngoscopy, nodules are seen on the voeal cords
bilaterally and symmetrically

isly aver a period of weeks and months

| fatigue is present. In indirect laryngoscopy or fiber-

renfial Diagnosis

This condition has 1o be differentiated from vther causes
of chronic hoarsen 43y,

s (see chapte

Treatment

Voice rest is essential and sometimes. may cure
odules, Well-formed nodules are to be
removed through direct laryngoscapy under an operating
microscope (micro-laryngeal surgery) by precise remoy
without damage to the vocal cords, Vocal nodules can also
be removed by laser

the patient

recent and small

Speech therapy is essential to educate
out voice production

LARYNGOGCELE

eleisa bulbous air containing expansion of the
laryngeal ventricle and the saceule. It is mostly unilateral
but sometime a bilateral laryngocele may oceur, Expiration

nst resistance enconrages the formation of laryngocele
becnrs in glass blowers and trumperers. [t is classified
into the tollowing types

laryr

1. Internal

2. External
3. Combined internal and external or muxed

Liternal. laryngocele is confined to the interior of the
laryngeal framework. It

1 present under the mucosa of
anynga-epiglotic fold and enters the
Externial laryngocele enlar

vallecula and ph

rpi!‘ﬂﬁlllc space.

il'nul‘l-‘l:ill:lswu{:in\:{lstdc the 1‘:|n,‘l|gu:\l framework by Passing

e {l,:?. n;:r[mn_ot the thyrohyoid membran anid

e cek. In combined or mixed type, features
el and externg) laryngocele are present

pre-
s and herniares




o matory
"'r g ,ﬂfld;'; es of the Larynx

i

Acure cpiglottitis +  ‘Tuberculosis.of the larynx
. Laryngeal diphtheria »  Perichondrins of the laryrx

achitis | ® Chronic lapmgius

R g m:m:mf”‘”hm

the vocal cords. Sticky secretions may be seen in the larynx:
Inflammation of other areas of upper respiratory tract may

GITIS | [‘_’LDE'LS—_—)
fammation of the laryn- also be present.

/?r_:"l rficial
embrant
i Clinical Fealures of Acute Laryngitis in Adults
Hoarseness or change of voice

part of generalized

s either excised

MASUPi ey
i ernal and o
L and combineg

< Vet o

ieralanmngoscopy), While the cx  the pecy,

o by

o g
h

Voeal nodules or singer’s o
s or singer’s nodes are seen in e,
o the anterior one-third and sk CPI WHO ise their yoig
or and posterior twa-th £ I
sion of the nodules using i =thirds of the m Nodul, o 5
; s using microlaryngoscopy, [ UE Vocal copg, 1 are # Jie-occurs cither :
e FER g  Laryng, s, gl 06 2 s a localized -
L I'ventricle and saccule Py "?rlfurrlelsl|7|llhuu$'urb‘|"“"\|l' B o Pty | s MR mafiction. o8 i i 'mlc‘f;\- s Eainondicumibrtinalie ipom
= = = —_— A Conajn;, il respirate 1 infection but sccondary,
e g ansigy ¥ it is primarly 2 yiral mF sent sufforing. from * Cough: mostly dry and rrating.
— - § 3 S cur. Patie! s o 7 . ¥
» — ction (AY, GCCUr.
Best Choice Quest | infection MY i 15 prone to develop | o Generalized symptoms: fever, malaisc and headache.
— =" estions — pharyngicis or 7 his condition
== 5 well. Bacteria responsible for ¢ "; = = »  Dyspnea: mostly absent.
ections like g \

ry tract in
* Larynx: congested and edematous.

philus influcnzae,

 upper TCSpirato

cci, pReUmocnccl, hemg
Smoking, vocal abuse, inhalauon
L

d trauma due to

Q1. Which of the following condition is also called
= Suckysccretions m the laryme \

as ‘Singer's node’?

co
caarrhalis ete:
fumes and’ gases, localize

th i
1 muszllkelyappzmnr of]
£ ofthjy

2. laryngeal papilloma.
b. voeal cord granuloma & bileriland b 1, it :
R, b Biltteral and grayigk i o 2 faon o endoscopic cxamination are all predisposing
d.  wocal nodule. & unilateral and grayish w!wmm : i —
i Bt . lar This is a viral infection and the condition usually re-
Ted in ol fafhology solves in a few days. Voice rest is essential with steam in-
halation and general rest. Antpyrene, anti-inflammatory

There are various stages and degrees of inflammation.
nitial stage, the mucosa is congested and reddened. i A
iy & 5 and cough suppressantare needed for symptomatic relief.

Q2. A 45-year-old primary school teacher reported Q4. A 42
jg-rad}uauy progressing hoarseness of voice for L dmib:;?ar’o]ll'.l male patient pryeyg
3§ ] swellin, i3 B in
ast | year. On laryngoscopy, bilateral nodular O clisiral o G on the right sig, ofbisnyg | Elerm follows soon and the whole lanmgeal mucosa is 5y % : Ao
ﬂ:llel!.!ul“lgS are seen on e e ol rarde s “:;l-mmm"‘ L_hn il ey e ol e Systermic antbiotic is given i cases of infective origin and
at is the most likely lacation of thls Tasice s o u,mg ‘ndldlnl'fn'iﬂﬂﬂgrﬁg e may cover the entire laryngeal surfice. Due 1o SOMSRMEs a5 prophylaxis to prevent secondary bacterial
ul e most likely Professioasfity | ekmacfthe vocal cords, the voice will become hoarseand ~ fection.

miewre cases even loss of voice may accur,
Treatment of Acute Laryngitis in Adulis

2
on the true vocal cord? patient?

2. glass blower,
b. leather worker.

Cinical Features
The signs and. symproms of the UPPEr respiratory

*  Voice rest.
*  Steam inhalation with Tine. Benzoin Co.

a. close to anterior commissure.

b. close to posterior commissure.

c. junction of anterior one-third and posterior c. singer.
two-thirds. o ltesiher m'ug;“”“ "ﬂ;‘! be present before invalvement of the
i , : i Chay :
d. junction of middle one-third and posterior one- thrne||:g:[°||::‘1::,,;hm;“ncss|w'“r:: present with *  Genenl. rest.,
- | P and vocal cords. Discomforg . :
third. :f‘:;:mu is common and even pain may be present Anti-inflammatory and antipyretc drugs,
cises. An imitating and dry cough is present, * Cough suppressant,

Dyspnea s mostly absent in adults. Generalized SYmproms

M‘:’;\'cr.,malmc and headache are all present. ACU
0 indirect laryngoscopic examination th TELARYNGS I <
e = : HILDREN
Acute lanyngins in children is a more serious condition

8 found to be reddened and edematous, induding .,
an in

also called screamer’s nodes.
site of maximum impact.

Q3. A 40-year-old female school teacher came
in OPD with the complaint of gradually 2
progressing hoarseness of voice for last 2 years.

Direct laryngoscopy was performed which
showed a nodular lesion on the true vocal
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1ts and young children when there is involvement of * Intavenous i, | O lfective againit: hermophilas influenzas with dyspnea and cyanosis. Other general
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discharge
et Diagnosis

Duagnosis is established by identfying the diphtheria
mism n the swab wken from the membrane, The
swab s.very difficult to obain if only larynx is invalved
n such cases laryngoscopy is needed to obtain 4 sampl

The condition 15 g Wated  from  acu

hryncn§R“:hmhr\»nrhm dcute liryngits and forcion
body of the FESpiratory tract.

Clinical Features

Clinical features are similar t acute laryngitis in
children but the condition is much more severe and
aggressive, There is dry and eroupy cough with hu.J.r.wrf e5S
and difficulty in respiration. Dyspnea and cyinosis is often

very mtarked with high-grade fever. Exudation is thick
and tenacious and when it dries crust may form, which is
characteristic in this condition.
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Other factors which predispose to this condiri include
excessive smoking, occupational pollution, dust or irrigap,
fumes, excessive alcohol intake, GERD and infection in

the tonsils, sinuses or teeth

Pathology
Hy

of the larynxc
of the
evert in the
may result from increased activity of the mucous glands
Myuwsitis of the intrins laryngeal museles may
Different types are recognized and described according
to the laryngeal appearances. Three types of laryngeal

eremia and congestion of

mucous membrane

pecially of the vocal cords is present. Ederms

miucous membrane may also be present sometimes

absence of hyperemia. Excessive thick secrprio

oceur

Appearances are significant
Hyperemiar In this type, the cords are congested and
stiffened n appearance. In severe cases, the cords are
deep red in color and appear round
Hypertrophe: In this type, there is thickening of tissues

of the vocal cords, ventricular bands, arytenoids, inter-
irytenoid space and sometimes subglottic region

Lidematous (Reinke's edema): In this type, the true cords

re swollen and pale

The important diagnostic point in chronic laryngitis is

thar all these changes are bilateral and symmetrical.
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Chapter Summary and Key Points

Acute liyngitis in children is mare serious and aggressive than i adults, Acute laryngot
1s children. 15 an ageressive and emergency condition and the child has to be admited

has decreased during recent years in Pakistan due o effective
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a the hispital. Incidence of laryngeal diphthe
manszation against diphtheria. Laryngeal tuberculosis is nearly always secondary to pulmonary tuberculosis, where
mgeal imvelveniient is mainly sputogenic in origin. Incidence of laryngeal tubereulosis has also decreased in recent

e because of early diagnosis and effective treatment of pu Imonary tuberculosis
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FIBROMA Like most of the other maligr 1S,

Mostofthese tumors resolteither from
of a submucosal hematoma or are of inflammatory origin
and thus they are not wue neoplasms. Rarely, a laryngeal
neurofibroma 15 seen in generalized neurofibromarosis.
The usual

endoscopic removal under an operating microscope.

Stripping of the kerarotie I
AN microscope: throuph 4
surgical procedy

is unknown. A number of possible
been described.

organization
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factors have

Supking 15 considered as the most important etiological
fiewr, The nisk 15 directly proportional to the number of
tgarettes smoked per duration of smoking and use
sfhlter, Tobacco in other forms like hukka, berr, tobacco
dicwnsg cuc. also has the same effect. Alcohol consumprion
sanother important causative factor especially i western
funiries, Other factors, which are associared with the

E on, Constant sy
detect early malignant chanee

symptom is hoarsenes

and is trcated by

CHONDROMA MALIGNANT TUMORS

This is a rare laryngeal tumor. Generally it arises
from the cricoid cartilage but sometimes may arise from
other cartilages of the larynx. Hoarseness is caused by
encroachment of tumor in the laryngeal lumen, which
may be followed by dyspnea in later stages. It is removed

by open surgi

Majority of the malignant néoplsms of liym o
squamons cell carcinoma. Other malig oplis e
which include both cpithelial and mesenchyml o
tumars, Among the cpithelial origin are adcooanmo
basal cell carcinoma, and adénoid cystic carcinoma ke
ricous carcinoma, a variant of squamons cell i
makes up a small proportion of all Jaryngeal \nmn:‘\
Morphologically, it has 4 warty Jppcmnrrl.r;i-“‘i“ :
rare and overall progosis is good: Among & ¥

meng incidence of laryngeal carcinoma include
e ul pollution, vocal abuse, radiation to the
neck and oecypational SXposUIE (o asbestos and cerrn
et meals. In childhood laryngeal cxcinbm radiation
i‘:'_‘“PNhnﬁ. 33 mabignant change may occur in Juvenile
2l papillomatosis treated with radiation,

| procedures.

Fafhology
HEMANGIOMA

The squarmous celf carcinoma develops nag only fr
om

This tumor should be regarded as a n:affﬂrn?a[xrn
.nd not a neoplasm. Hoarseness and hemoptysis are the
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mal origin are lymphoms, fibrosarcorma, Chiondioa ™

etc.
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involvement, lary
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3. Subglotric

Transglottic

Glotnc carcinoma comprises about 76% of ol cascs
and rises from the true voaal cords (Fig. 49.2). Ant
halfof the i
posterior half Supraglottic carcinoma arise
of the supraglotms
anise from the subglottic region are subglottic carcinomata,

or

cal cord is more commonly involved than the

from any part
s, Those that

nd comprises about 19

these are uncommon and comprise about 1 0 5% of the

total cases. Transglottic carcinomata are glottic lesions that
invade both the supra
larynx. These tumors have decp extension, which cross
the laryngeal venmicle vertically to invalve two or more
anatomical areas

ottic and subglottic regions of the

Microscopically, squamous cell carcinoma is classified
Tto;

1. Well differentiated carcinoma,
2. Moderately diff
3. Poorly differentia

rentiated carcinoma.

d carcinoma

This histological Bra
tical than that described
carcinoma is ¢}

ling system is simpler and prac-
by Broader's where squamons cell
assified into four grades:

1. Grade I: more than 75% cells are differentiaed.

2 Grade T 51-75%, cells are differentiated

3 Grade 111 26-50%,

cells are differentiated
+ Grade IV jess than

25% cells are differentiated
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2. Lymphafic Spread

Carcinoma c ad through the lymphatic channels

As the glottic aréa has minimal

 the incidence of regional

to the regional lymph

ymph node

lymphatic drain:
involvement in these tumors is very low: Supraglottic and
different lymphatic drainage, these
ional lymph nodes accordingly:

gions hav

subglorric r
tumors can. spread ©

size, degree of differentiation,

jous factors like site,
margins and invasiveness of the tumor
1al lymph nodes.

nature of tmor,

determine the metasasis o

3. Hematogenous Spread

The tumor spreads through the blood into distant
ons (distant merasmsis). Lung is the most common Site
for distant metastasis followed by liver, bones, kidneys and

brain.

Classification and Staging
TINM system of cld sification takes into cf:_nmdr:'.:nncu
the characteristics of the primary tumor (T), regional
Iymph nodes (N) and distant metastasis (M). Following1s
the AJCC classification and staging system.
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The clinical Features of laryngeal cancers are not
et from those of any space occupying lesions of
layieand depend on the site and extent of the lesion
otic carcinoma usually presents itself early when the
onis small. The earliest symptom of glottic carcinoma
s progressive and unremitting hoarsencss, As the glotte
ksonincreasesand encroaches to otherarcas, ivwill give rise
#ather symptoms. Dryspnca and stridor develop late when
e mor is extensive, obliterating the respiratory passage.
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3. Histopathology: Histopathological examimation of the
specimen obsained by bropsy will confirm the diagno-
sis, in addinon to histological grading

4. Fitie Needle Aspiration Cytology (FNAC): Itisvery help-
ful in diagnosing regional lymph node metastasis when
paticnt presents neck swelling

Treatment

Fallowing are the treatment modalities available for
treating carcinoma of the laryme
1. Surgery.
2. Raduuon therapy.
3. Chemotherapy.

4. Laser therapy.

Surgery
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Chemoltherapy
Chemotherapy has. become an integral component

to manage carcinoma; although in realistic term it is

predominantly a palliative therapy. Chemotherapy prior

to surgery in locally advanced tmor is given to produce
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chemotherapy can be combined with radiation therapy in
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Laser Therapy
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2. Tracheoesophageal fistula with voice prosthss

i
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Advantages:
s Costeffective.
o Noprosthesis required.

Mo electromagnetic device required.
s Noaspiration of food or saliva
+ Mo additional surgery required.

Disadvantages or shortcomings:
* Difficultand ame-consuming o learn,
®  DNeeds spectalized training,

Paticrit can speak anly short sentences.

I'rulfhecesophngeul Fistula with Volce Prosthesis
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Chapler 49 - Neoplasia of the Larynx
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Q3.

Q4.

Jtll male " came with the
“l' hoarseness of voice for last 3 ta
b 3

a single
was scen the larynx. What is the

or this type of lesion?

parient

QL A 20-y
complaint

4 months. direct laryngoscopy
papillos Y v

mostusual site of or

Tl 1
half of the true vocal cord

loric fold

ttic region

I which of the following demographic group

solitary papilloma of the larynx is most com-

mon?

a adulr female

b. adultma
e. femnale child
d. malc child.
In which of the following age group, multiple
papillomatosis of the larynx is the most com=
mon?
a. children.
b. adolescents
c. adults.

d. middle aged persons

A 4-year-old boy presented gradually progress-
ing hoarseness of voice and dyspnea. Direct la-
ryngoscopy was done which showed multiple
papilloma in the larynx. Which of the follow-
ing virus is considered as an etiological factor

of this condition?

a,. EBV.

b.

.

d

,.  ECHO virus.
HIV.
HPV.

Qs.

Q6.

Q7.

Q8.

e,
‘
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b subglottic region.
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d. true

vacal cord.

A 54-year-old male patient hag ;
true vocal cord on the rig),u;d: :

[opn(l.luk\gy showed squamous c‘,ﬁ‘"rhf‘"hz"
What is the most common site ofm?rmh‘
type of tumor? L

Browth on g,

anterior cominissure,

a.
b. anterior half of the vocal cord

€. POSTETION COMMISSHTE,

=

posterior. half of the vocal cord.

A 6l-year-old male patient was dingoosed
with squamous cell carcinoma of the lazt
involving the right vocal cord and supraghos
with fixed vocal cords. He also has 2 nng:
ipsilateral lymph node of less than Jam ¥

no distant metastasis, What s the elinical XV
stagingafmmorin this patient?

a. TN, M,
b, T,N, M,
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T argery he was advised for esophageal speech to

S e his voice, What s the main disadyantsgs
oF this method?
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sl advanced stage carcinoma.
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4 d oman papilloma virus type band 1L

¢ in larynx, malignant mmers are mere COMIMON
d about76%
b.

glottic carcinoma.
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d. late supraglottic carcinoma.
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QU3. A consultant advised fine needle aspiration cy- 2%
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tology to a 59-year-old male patient of larynge- 0. b
alcarcinoma, What is the most common role of 1, d.
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= 2. ¢ laseris go ea ficial lesio
2. todercctadyanced vocal cord lesion. 13. d. - il L’Iﬂy ‘Tnd Supcn“- \‘I\ iy
b todetect distan i i
(L it bone metastasts.
14. b needs s fvor
bk e 2 s some method for restoration of voice.
P . 2 upper esophageal sphincrey
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speech.

QI4. Total laryngectomy was done to treat an ad-
vanced laryngeal carcinoma in a 60-year-old
rflalu.pauenl. ‘What will be the effect on pa-
tient's voice after this operation? F

1
itakes 3 long time to become normal
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pILATERAL RECURRENT LARYNGEAL NERVE
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~This £ vocal cord paralysi
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UNILATERAL SUPERIOR LARYNGEAL MERVE
T earAbSS
Only. the encothyroid muscle with supraglottic anes-
thesia on one side will be present, Isolated involvernent of
superior laryngeal nerve is uncommon and often unno-
ticed. There will be loss of tension in the voeal cord and
voice will be weak and low pitched with no problem in

the airway.
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o m;;l:mpc. adducton of one vocal cord is not possible
d lies n the cadaveric position. Thyroid surgery
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Sechon IV — Larynx and Trachea

cal nerve is

or bila

Whick of the following cranial nerve gives re.
aryngeal nerve?

Q1

current

4. arcessory nerve.

b. glossopharyngeal nerve

minal nerve.

d. vagus nerve.
Superior laryngeal nerve supplics only one in-
trinsic muscle of the larynx. What is the name
of'that muscle?

Q2.

a. cricothyroid,
b, lateral cricoaryrenoid.

. oblique arytenoid,

d. thyroarytenoid,

Q3. The courses of right and left recurrent laryn-
geal nerves are different. What is the struc-
ture around which the left recurrent laryngeal
nerve loops?

a.  aoruc arch.

b. common carotid artery.
¢ pulmonary vein.

d. subclavian artery.

A 60-year-old male patient was diagnosed as

a case of bronchogenic carcinoma, presenting

with vocal cord paralysis. Which of the follow-

ing nerve is most likely involved in this case?

a. left recurrent laryngeal nerve.
b. left superior laryngeal nerve.
right main crunk of vagus nerve.

Q4.

C.
d. right recurrent laryngeal nerve.

Q5. Type I thyroplasty was advised to a 28-year-o'ld
female patient who had laryngeal paralysis.
What is the most likely type of laryngeal paral-

ysis in this patient?

bilateral abductor paralysis.

a.
bilateral adductor paralysis.

b.

ted invalye
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ment =
nd head filt-chin @ Indications

vy A
‘ wahzusm

a

hft
eopharyngEal ARV
Endnnd:hc:l intubaton

Jhmstrachcal jer ventilation

AIRWAY MANAGEMENT —
— magement in cmergency is often required
i has an airway obstruction because of

patient ]
e iieal action within a Bimited time frame s
a

o such siruation, Hlealthcare workers must be
pblcto rapidly assess the patientand nlsasum:lmne_ou-,]y
o ment appropriate intervention. The gpal &5 ©
T iee mygenasion and ventilation while minimizing
the ik of complications such as aspiration, Fellowing are
i options that can be tried 10 restore ainways depending
sgon the different clinical situations,

| Jawshrustand head tle-chin liff maneuverer.

gl

3 Oropharyngeal airway.
Laryngeal mask airway:

i
|, Endotracheal intubation.
5 Trnstracheal jeeventil;

i Thechcastomy

fg.5L1: A: Head fill-chin it maneuverer: B:
fiust maneuverer, i e

o Types of wacheostomy
Types of racheostomy: tubes

o Openative procedure

7. Mini trachcostomy:

= Post-operative care |
o Complications

Mini wracheestomy |
Percutaneous Trachcestormy

(PCT) |

8. Percntancous tracheostomy.

Jaw Thrust and Head Tilt-Chin Lift Maneuverer
Jaw thrist and head eil-chin lift mancuverers are done
in cmergency o relieve airway obstruction cau \Cd,b"' the base
oftonguc. The operator stands at the head end of the patient
and tilts the head by placing one hand at the forehead and
ather hand at the chin. Then, fingers of both handsare placed
under the mandible and it 1s pushed upward so that lower
incisors are at 2 higher level than upper incisors (Fig. 51.1).

Oropharyngeal Airway
Oropharyngeal airway is also used when the tongue is
falling back and causing an airway obstruction (Fig. 51.2).
It displaces the wngue and soft tissues anteriorly, thus
relieves abstruction. Aficr inserting oropharyngeal airway,
ventilation can be done with a face mask or Ambo bag.

Fig. 51.2: A: Oropharyngeal girway: B:
ulmuynﬂerinserﬂonlr? mouth. R




1l as in emergency situa-
ed with ancsthenst’s la
ff is inflated

scope

and tube §

fransfracheal Jet

This meth to mini-tracheostomy where

) the cricothyroid membrane

airway is establish
A wide bore

iy

and also kx t
INra=venous-ca for this purpose. Neck
is palpated and ne is idenufied.

The catheter attached with yringe is introduced n

the midline, directed caudally through the ericothyroid
membrane into the amrway: Correce posion is confirmed
when the air bubbles come by pulling the syringe plunger.
Needle is removed and the catheter is placed artached
with high pressure OXygen tubing (Fig- 51.5). 100% oxygen
ic delivered in intermittent bursts at the rate of 20 bursts/

minute and pressurc of 50 PSI in adulrs.
TRACHEOSTOMY

ration where a hole i5 made in the

Tracheostomy 1s an ope
2 stoma on the skin surface,

trachea and is converted into
then a tube is inserted.

5.

To Relieve Ajrw
. Y Obshrucpiay

-

A tracheo
1 performey
e fo,
* the |
al

To relicy

nway ob,
¥ obstruction

16 perform bronchis o)
oilet

Tease dead spage

artificial Ventilation

Aselect
lective procedure
Aure i major e,

Co

ngenital:
4 Bilateral choanal ayre
b.  Laryngeal web or cys;

€. Upper tracheal steng:
15 o

Trauma:

cesophageal anomalies

a. La

yngeal injuries
b. Cutthroat
{= JF

yigeal foreign bodies,

d. Corrost

wallowing,

Infeetion:

a.  Acute epiglotttis,

b. Acute laryngotracheobronchitis

¢. Laryngeal diphthenia

d. Ludwig's angina.

Tumnors:

2. Malignancies of larynx, pharyms Tongu, et
pland et

b. Benign mmors: ¢§ papilloma

Bilateral vocal cord palsy:

a. After thyroidectomy:

b, Bulbar palsy.

Fixation in heumatoid arthritis:

m nmnchm\ Tollet |
chial toilet and protection of tachees
O ocour in eeniml depression ol res=
neurological problems. It inc Tudes:
far sceidents

1 Decr2gse pead Space
stomy reduces the dead sp
ractand thus improves respiratory efficacy:

. occupied by up-

ratary ¢

1 Assist Artificial Ventilation

Whenever artificial ventilation is profonged for more
i T2 hows, it s advisable to perform a tracheostomy
than an ¢ndotracheal intubation.

Factive Procedures in Major Head and Neck
Sugeries

[n_)l] major head and neck surgeres, it is advisable
W perform elective preoperative tracheostomy: [t serves
the purposc of maintining the airway during and after
sugery and also protects the: lower l\:.ﬁpll’.\lol\: mact from
bemorrhage and blood aspiranon.

Iypes of Tracheostomy

:,‘l:r‘::::(lrr.carh‘f-fr;mr}-- Trachcostomy is performed as a

m\-.(]‘mj.l ;:lu ure. Th 15 usually done in general

gy ;‘ ut can be performed in local anesthesia

i a trachcostomy done as a safery measure in
Jor head and neck surgeries
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Emergency
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Types of Tracheostomy Tubes
ubes arc available,
rllic tubes
metal-

Different types of wachcostomy
which include both metallic and soft non-me
Chevalier Jackson or Fuller rracheostomy tubes are
lic tubes and consist of an inner and outer tube (Fig. 51.6)-
The advantge of inner wbe is that it can be removed for
cleaning purposes without disturbing the outer tube: A
phonanon hole 1s present in this tube, so patent can speak
by putting his finger on the outer opening of rracheastomy
m_b« '_F_ln.‘ main dissdvantige of metallic be s the absence
of cuff, that is why blood can mickle down in the rachea
.Eltrl ::;?0?‘\11;([“::::; rr\:n:inunn therapy, r?diugmphy.
sca ot be performed with memllic
tube m position

Portex and Shulle

s trachcostomy rtubes are soft

non-me s av;
n-metathe tubes available with or without cuff, with or

Types of Tracheostomy Tubes

Menallic or Non-metallic
*  Cuffed or Un-cuffed

w i
_nh or without Fenestration (Phonation hols
Single lumen or double lumen X




- essurc neerost
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alation in chit

ile

without phonadon hole and with or without inner tube
(Fig. 51.7 and 51.8). If the cuff'1s mflated, it prevents trick-
ling down of blood and other secretions into the trachea
and bronchi.

Operative Procedure

Trachcostomy can be performed in general as well as

in local anesthesia depending on the situation. The patient

is positioned supine with a sand bag under the shoulder

and neck extended. so the tachea is pulled upward and
becomes more superficial. A horizonial incision is given two
fingers abave the sternum. A vertical skin incision 1s used

in emergency cases extending from the cricoid cartilage to
just above the suprasternal notch. The strap muscles are
retracted and thyroid isthmus is divided in midline. The
rings of trachea are identified and an incision 1s made either
between third and fourth or beoween second and third
tracheal rings and an opening is made. The appropriatc
size of trachcostomy tube is inserted and the wound is
closed (Fig. 51.9 and 51.10). High trachcostomy involving
first tracheal ring should be avoided as this may causc
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Past-operative Care
After tracheostomy, constant atennion & q
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understand the care of mracheostomy should b
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MINI TRACHEOSTOMY _
2 also called as ‘cricodtyrotamy
o FESIOTE abstructed
tracheos-

oo or
This procedurc is also <al
done in cmergency
no time for proper
It is a life saving progedure

yngotormy”. It

when there
life of 2 paticnL.
hyroid membrane s cut
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the respiratory tract.
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es, 2 small incision is given
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on the skin. Decp to this is cricothyroid membrane which
en1; the airway and a small bored tracheostomy
1y mbe is not available, then

is cur o o
tube is inserted. If machcosto
anything like handle of scalpel is placed in such a way
ent. Once condition of the patient

that airway remains pa
stabil

s, trachcostomy is performed in the usual way as
described before and the cricothyrotomy wound 1s closed.

PERCUTANEOUS TRACHEOSTOMY (PCT)

r‘ci(n[:\_lwnl.li Tracheostomy (PCT) has been described
decades before 1t gained acceprance in the mid 80's as an
to sandard tracheostomy. In this techni i
! & Y. S que, first
3 guide wire is introduced pereu neously into the trachea
and then dilators of progre ;
through this guide wire 502
when the hole
(Fig.-51.11)
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Best Choice Questions

A 40-year-old male patient is planned for a
major oral cancer surgery and a preoperative
elective tracheostomy. Which of the following
incision will be used in this patient? i
at the level of cricothyroid

a. honzonm! mci
membrane

b. horizontal incision two fingers above the

suprasternal notch

c. vertical incision from cricoid cartilage ©

suprasternal notch.
st eracheal

vertical ineision from hyoid bone to

o

rng.
What is the maximum time duration after which
tracheostomy in any patient should be closed?
7 days.

2 weel

a

b.

c. 10 weeks.

d.

no time limit.

Q3.

Q4

Tl—nclmoswmy was performed j
n emg

for airway reliefin 3 35-year-old Fen), o
e patient

and shifted 1. i
pos‘it'mn wilfb‘i‘:::?::;m:d:j‘.’::“ e
’)ahﬂl!t? d rﬂ”hu
4. COoma position.

b. left lateral position.

c. supine with head end raised.

d. supine with sand bag under the shoulfen

Tracheostomy was performed on a comfocd
patient in ICU, who was on artificial rep
ration, What is the usual time dumi:ol,ﬁl
change of tracheostomy tubg in this patiest
afier every 6 hours.

onalternate days.

whenever required:

a.
b.
e

d.

never change.

Chapler

erformed on 3 4)-year-old
s P ouble lumen tube with
Lo ) wrms mserted. What i e
rand 060 of such
3 omy tibe 1§ ot IE
fion is easicT

e ramschcos
£ reined secre
casier during SUTEETY:
ch is not affected

tant adyised percutaneous tra-
patient. Which type of patient

N cosul
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gy in 8
" ¢ suitable for P
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o m B
} o
& peotte
e
cheost

o=

e conventional tracheostamy is

& W

panientin ICU.
ad traffic accident in emergency.
and neck sur-

comAtosE

paients of
fents UNGCTEOINg Major head

gerY
Add-year-ald male patient had a planned elec-
|ive tracheostomy. During surgery, what is the
{deal place for opening the airway?

immediately below cricaid cartilage.
berween first and second tracheal rings.

1 third and fourth tracheal rings.

o

4 any visible tracheal ring.
(4 Decanulation was planned for a 35-year-old
male patient who was on ventilator for last 12
days. What is the minimum time duration for

corking the tracheostomy tube before removal
in this patient?

a1 hour.

b. 2 hours.
¢ 6 hours
d. 24 hours.

Q. ;:Lﬁrr I!:c!:leos(umy operation, a 35-year-old
fema !e patient developed perichondritis of the
ericoid cartilage. What could be the most com
mon reason for this? ‘
antibiotic and anti-inflam
hatory d Vas.
prescribed after surgery. S

-

high trachcostomy was performied.

regular suction: cl r
e cleaning of the tul S
s s be was not

d :
the tracheostony wbe has displaced accidentally.

0w oo
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Q10. A 50-year-old mal
with respiratory dis!
ing doctor
cheostomy.
is made durin,

b,

=

d

C A,

o o oap

ment and Trocheoslurﬂv

o the ER
Attend-
i Lra-

male patient came X
tress and cyanosis.
smmediately performed mini-t
In which part of the airway incision

g this prux::duu-?

cricoid carnlage:
cricothyroid membrane.
cricotracheal ligament-

thyrohyoid membranc.

Answers wilh Explanations

berween two stemocle idommastoid muscles

tracheostorny may be permancat.

inner tube can be removed, washed and reinserred-
where shifting of paticnt to OT is difficult.

if patient has no respiratory distress for 24 hours.

cricothyroid membrane is cut horizentally.
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of utme sl

discases

5. The fallowing are
Tanial nerves.

Thigeminal
Abducene

7. Facial

8  Vestbulocochlear

9. Glossopharyngeal

10. Vagus

11. Accessory

12. Hypoglassal

_OLFACTORY NERVE
olfactory. nerve is the Firse rramal_\;r:c
and its function is olfaction or smell. The olfac tory
system represents onc of the oldest sensory modalities
in the phylogenetic history of mammals, The olfactory
epithelium lies on the roofof the nosc and adjoining medial
and lateral wall of the nose. The olfactory receptors are
The small unmyelinated axans
ombine to form thin filiments
and enter

 The

actually bipolar neurons,

of these bipolar neurons ¢
which traverse the cribriform plate of the ethmoid
the olfactory bulb, These first order axons form synapses
in the olfactory bulb with the second order neurons. The
axons of the second order neuron from the olfactory tract
which send impulses to the olfactory cortex in the brain,

Smell Test
Examination for the sense of smell is already described

in chapter 20,

OPTIC NERVE
The optic nerve is the second cranial nerve _mci_ its
function is vision. During ENT clinical examination
assessment of the vision is important as many diseases x_af
the paranasal sinuses can alter vision by affecting the optic

nerve or the orbital contents.
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Colour Vision
Colour vision js assessed b
o is by Ishibiara's churg
assessed by asking the patient tp idrunﬁvdxm::i'c::

Pupillary Light Refex

The pupillary light refles should alsg o
is constriction of both the Pupils in respone 1o b
light put in one eye (direct and consensul pipilly
reflex). It is a reflex where the afferent is cmed by s
optic nerve and efferent is carried by the mulufn:l
nerve. Intace pupillary light reflexshows mﬂ?mlmdum
second and third cranial nerves. Ask mrpzu:m;m
a distance and bring a light from a torch from ¢ ”
i i il and ook for constriced
side to in front of one pupilandlo ;

il i figr. 52.1), If the optic ene
pupil in both eyes ( g o
on one side, then it will cause abse "
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e refles of ide.
o lght £5 ‘il will be prescnt on the other side
flex il
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Fig. 52.3: A

he Cranial Nerves

aminafion of

Chacking fof Y=

ctions of extra-gcuier muscles.

Left Eye

Right Eye
Superior

nferior s

o<
OTOR, TROCHLEAR AND ABDUCENT o)
pcuto NERVE s i i
— - wochiearand abducent nerves are the iy
otor, noclilears o ;
e outh cranial nerves respecively, All are ) s e
(s sy the extra-ocular muscles. The oculomotor i nectis | F
oo 167755 10 wera-ocular muscles except lateral -
e opplics A L1 i Brovides st | e I
e blique. In addition, it also provides Al s st d
Recs.

jperior o

ent or parasympathetic supply to the intrinsic
‘nuscles and motor supply to the levator palpabrac

s The trochlear nerve gives motor supply 1o the

e blique mascle while the abducent nerve i motor

perior O o
U:;gr\u[mn of the latéral rectus musele.
([

Similarly, if the lightreflex is checked on the other u;c, tl:ﬁi
direct reflex will be present but consensual light reflexowi

be absent.

£ye Movement
The eye movement 15 checked to assess integrity of

TRIGEMINAL NERVE

Jlthese three nerves together. Sit in front of the patient,
pot your index inger at 1 distance of abouta foot and ask
the paticnt to see and follow your finger with his cyes
without moving his head. Classically, the finger is moved
i ' pattern and the ¢ye mavement is checked (fig,
322). The different extra ocular muscles required for each
Inovement are shown in fig. 52.3. The convergence of the
ejes s checked by moving the index finger from a distance
towards the nose of the patient.

Plosis
The function of the levator palpeby

#ussed by checking the ptosis in each eye.

SUpErions is

Puplilary Light Reflex

I addition, innervation to the intrinsic scular muscle
1 checked by pupillary light reflex as mentioned before,
INthe efferent arm of this reflex are (oculomotor nerve)
1 damaged, then direct light reflex will be absent, and the
“onsensual light reflex will be presention the affected side.

Bame suggests, it has three di
and mandibular. It is the largest and most complex among

The mrigeminal nerve is the fifth cramal nerve and as the
sions; ophthalmic, maxillary

all the cranial nerves. It is a mixed nerve with both s 50Ty

and motor components, The SENSOTY INnervaton is to

the skin of the whole fice and head, CONJUNCHIVA, cornea,
mucosa of the paranasal sinuses, nasal and oral cavity, dura
mater etc. The morar component supplies muscles of
joasnanon including masseter, temporalis, medial and
::ﬁ?:,?.i;ﬁ:f‘,.,‘" additon, it also slupp]i‘cs.m anterior

» mylohyoid, tensor vel palatini and tensor

Ympani muscles.

Sensory Component
LT € f
mmc\; himslnry component of the rgeminal nerve iy
o dlw:rl;r:cckrmlg skin sensations in the area of 4] th‘
o0 of the nerve. Agk the .
v IE PRUENL to close his
. th the help ofy CORON wisp toycly on the skin u}
Alize the arey




mandit
< prick

clench his tweth and palpate
muscles for contr;

masseter and temporalis
Also ask the patient to open the
stance against i, If the I
 are paralyzed on one side, then th
to-the effected side on mouth opening,

ion,
1and without re:

Dterygoid
e jaw will deviate

FACIAL NERVE
‘The facial nerve is the seventh cranial nerve and It &
a mixed nerve contains motor, sensory-and secreto-motor
fibres. The clinical examination of the facial nerve is
already described in chapter 15.

VESTIBULOCOCHLEAR NERVE

The vestibulo-cochlear nerve is the eight cranial norve

and it has two components; vestibular and cochlear. The
ing and balar

detailed elinical examnation of both hea

described in chapeer 4.

GLOSSOPHARYNGEAL NERVE
eal nerve is the ninth eranial nerve
.'Uld SeCreto-motor nerve.

The glossopharyng
and it is a mixed motor, sensory

cd

nafion of the Cran
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Taste Sensation Chapter Summary and Key P

fanial nérves is of Uitmost impartance in oto-rhino-laryngology as so many discases can
ne or more cranial nerves. The olficiory nerve is the first cranial nerve and olfaction or smell represents one |
Jfthe oldest sensory modalities in the phylogenete history of mammals. The opnie nerve is the second cranial nerve i
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clinical examin
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mastly g e i,

ation, el gy
B s, As the arbiml contents are Tvolved, assesement of oculamotor, trochlear and abducent nerves becomes |
e VAGUS NERy important, Tigerninal is the fifth cranial merves and it i the main sensary supply of the face and motor supply © the |
———— 2 RlYE ‘numlus of mastication, Facial nerve is mainly involved in the diseases of the ear and parond gland, Vestibulo-cochlear

i

The vagus nerye 15 the 1
mainly 2 motor nerye with
The motor suppl
and intrinsic mus
is very litde

nerve carries the special sensation of hearing and balance. Glosso-pharyngeal nerve is the main sensory supply to the
| pharyre and posterior tongue. The vagus nerve is the wenth cranial nerve and it is the main motor supply is to muscle
of the pharynx, palate and intrmsic museles of the larynx. The accessory nerve is the eleventh eranial nerve and itis a
purely motor nerve to trapezius and sternocleidomastoid muscles. The hypoglessal nierve is the twelfth and last eranial
erveand it is the mator nerve to the intrnsic and extrinsic muscles of the tongue

mall s,

cles of the lyng Sensery il
i \\.::II: gencral sensation 1o, the g, g h'\‘-
of the tympanic membrane, Posterion wall .‘i‘\\,hfnb:vlu:
auditory canal and dura mater of the m((::lu.rc:a-u:\]-rkl

%, kg

Palatal Movement

The contraction of the palatal muscles & ehced
by asking the patient to open the mout and sty b
Normally the movement on bath the sides sbost &
symmetrical, Paralysis of the vagus on one side w2tk
no movement of the palate on the respectveside.
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ot Which ©

Moror part of the t

by checking

Q3. A 30-year-old man was assessed for pupillary
light reflex. It showed absence of both direcs
and consensual reflex on the right side aud

tact direct and consensual reflex on the left
side. Which of the nerve has pathology

T oculomotor

tic

slomotar

cht opric

ht trochlear

Q4.

Which nerve car
Gag reflex:

s the afferent part of the

4. Accessory
b, Glos:
¢.  Hypoglossal
d. Trigeminal
c.  Vagus

spharyrigeal

. Which nerve carries the efferent part of the
Gag reflex?

a. Accessory
b. Glossopharyngeal
¢.  Hypoglossal

d. Trigeminal

e. Vagus

Best Choice Questio,

ot snd

eminal nerve is assessed

15 the

phary, e A
harynx; pajare,

; = and laryy,
Wihen T

PPose
the other sie,

o paronias

and
‘ or submucosal glands. The minor
- he mcoss
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| salivary glands are ectodermal in
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ngue
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. lobe by the main branches of the facial nerve. Tt has
R e T
ict/is 5 e long
phand and passes o

e rises from the anterior
ol r the masseter muscle.
fthen wasms around its anterior. Border and. pierces the
stor muscle 10 open in vestibule of the mouth at the
fsecond upper molar tonth,

e

Snbwmandibular gland is 3 mixed gland with both serous
and miucous secretions. It is also divided into two lobes,
perficial and decp. Superficial part of the gland lies in
tedigrstric triangle of the neck, while the deep part of the
ghnd les dezp to the mylohyoid muscle. Submandibular
ifoet passes through the deep part lying above the lingual
mnicand opensiin the floor of the mouth at either side of
fremalun of the tongue.,

Sublingual salivary

aland s the smalless with mixed
Kvits and mucous alveoli, It lies in the floor of the
wicte it prodisees the syl
e submandibular duct

mouth
blingual fold. Trs duct drains into

i SAlleCALC ULus

Stotic formation €an oc
Alivary pland s
thelia) debris, mu,

cur in the dict or within the
result of caleium deposion on any epi-
COUS OF organic matrix. Stone formation

143 . \
——— - Bacterialparouus = Adenoid cystic careinom I\
o salivary >
gL + Neoplsia of the salivary gland . Mucocpidermoid

¢ Plcomorphic adenoma
= Warthin's tumar

carcingma |

0 subs b ict (90%) as

h common in the submandibular duce (!

is much ¢ r ShmE S

vared 1o the parotid duct. Ther ;n: 1‘\‘&m\ A

rmore incidence of stane fc on in submandibular duct

x -nce of stone format

pore incidence o gy

S Trmn'ilh lar secretion is mainly mucous and % “h

Submandibular = c ,k .

compared 1o serous and thin sccrenon ot the pum‘\c ? dr
2 the cal X . submandibular se-

1 addition the calcium content of the subm:

is higher.

rgasons for

€

The stanes of parotid gland are usually of low |J.=n:-|(5[F
and ndiclucent while the submandibular stones are @
high density and rads

paque

Clinical Features
The patient typically complains of pain and swelling

af the gland durng a meal especially on taking ewrus food.
\\W“\'I"t; remains for few minutes to hours or sometimes
to few days. The gland is painful and tender when it

is swollen and pain subsides as the swelling reduces

This imermittent swelling and pain oceurs because of
obsuuction to the salivary out flow. Sometimes, the stone
may dislodge spontaneously and relieves the SYmptoms.

Investigations

Plain Xeray: Majorty of the stones are radiopaque,
therefore they are visible on plin Xeray. To demon-
strte stone in the submandibular ar sublingual duct,
Pphin Xray Hoor of the mouth (occulusal view) is rec-
ommended (Fig. 53.1).

2. Sialography: A radiopague dye is injected into the
glmnd'.s duct through a cannula and Xerays are taken
(Fig:-532). The entire duct system becomes visible
and radiolucent srones Appearas a filing defect

3

Li{muuuugmphy; Ulrasound of the

show the enlargement of the gland
it

4 CTsaim or MRI: It is soy
help in diagnosis.

salivary gland can
as well as caleylyg

metimes needed angd 15 of great
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connective 1 rder

These patients are often upser by dryness ofthe mouth,

cerophthalimia

It any associated s clis

Secondary § ndrome; a triad of

ma, xXerostomia and connective

ophthal-
hich in

tissue dis

s

haif of the cases is rheumaroid arhritis, 30% of the paticnts

have involvement of the parotid 1d in the form of re-

CUrrent parotiris
On laboratory investigations, there will be raised
ESR, positive RA facror, positive Anrinuclear Antibodies
(ANA), pasitve Ribonucler Antibodies (SS-A and S5-B)
and raised immunoglobulins levels. Definitive diagnosis
is made on histopathology by taking a sublabial biopsy of
glands. Treaunent of the condition is mainly

minor salivary
symptomatic.

VIRAL PAROTITIS

Viral parotitis is one of the common infectious diseases
of childhood. Itis' mostly caused by the mumps virus ‘-\'ll[t‘]-]
is a paramyxovirus and usually affects children under 15

Chere s gy

* Pung parotid region,

Fevier: high prae.
Trismus.
[ General mabaise,

*  Parorid gland enlarged 5 tendey

Pry mouth,

- Ao duer q
| tid duic Lopening swollen ind conpgsi
Investigations
Diagriosis of viral parotitis s usually e clnal
history and examination. There will be riref s
cell count with predominance of lymphoeyte on bl

AT s o othe

picture. Viral anabody nter
can be measured and found 1o be raised

Complications

Mumps infecron can canse cpidichymo- sl
gk

creatitis, encephalitis and sersorineur 1l b

BACTERIALPAROTITIS

yseenin

i

nacrobes and sometirmes mived

ause

very similar 1o viral parotitis
y presenton orie side in contrast
stly affecrs bilaerally (Fig. 53.4)
wrial parotitis, abscess formation with
frank pus
Fluctuiation on abscess farmation is ot

5 of bact

occur within the substance

prominent du
ibscess may bu

us
¢ through the capsuli and exte
aus fissucs and parapharyngeal s
he mouth, pus may be sec
from the parotid duct on pressing the gland.

CEMULON of

Investigations

On blaod picture, there will be ra
ount with predominance of new
aulfure and sensig

al white cell
ophils. Pus is sent fr
ity. Pus is. obained cither f

m the
Pirotd duct or during incisicn and drainage of the pus

Treatment

It the initial stage of the mflammation; broad Spec-

UM pare;
”"\IFJN nteral antbione shonld be started unmediately

which

be changed later on weonding o the (5 report

hould also be mven

in different

rest of the
In the p
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When th
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vacuate the pus
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NEOPLASIA OF THE SALIVARY GLAND
ough the co ncl mor varies
in general

meidence of salivary
mraphical remons, these tUmors
Approcamately 80% of all salivary
| 10% n the submandibular and

h th

mors

Acom

ted in the paroti
10% in sublingual and minor salivary
1d t of the tumors (about 807
eTeas in subms nd, 60% are benig
nant tmor arc

nd, m¢

idibular

In minor silivary glands, mals
nmon than benign wmeor: Lattle is known about
gy of salivary gland tamors but exposure to
is considered as an important etiological fctor
andls
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Epithelial Meoplasia

leomorphic adenoma

MWarthin's ur

& Omncocytoma

d. Adenama.

Mesenchymal Neoplasia
. Hemangioma
b Lymphangioma

¢ Neurofibroma

Malignant Neoplasiq
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C Adenoid eystie Carcinoma,
i y s den
Mu, Pidermaid Carcinomg

e r\nLLnnc.rz‘m:ul\.l.

d. Acini cell gy

M
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various patterns. It is surrounde

- Cystic Spaces
formed in response to expansion of tum ol
: ickness and tirnor
ina lobulated or pseudopod pat-
tern. Thae is why removal of the tumor through ies capsule
may lead to recurrence thus it is treated by remos
superficial lobe. It is usually 2
with a slight fe

of compressed parotid tissue varies in t

: Clinie
may extend into th al Fealures
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Facial nerve pa
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frealment
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; e 015 el i
;\Ju:m with or without |1rcxl‘|\'.|[|rm“fL.'J\m‘f’W.
dan ' of fi
coplasts of submandibubr ghndar ey
removal of the gland. A e

This is also called *adenolymphoma’ or ‘papillary cyst
adenoma lymphomatosurn', This tumor is primarily seen
in males ofold age (between fifth and seventh decade). It
sionally bilateral and often more than one tumor is

ghind
Bt are: treg oy i

IS OCC

found in one gland. Histologically, it is made up ofareas of

Chapter Summary and Key Points

Viral parotitis is one of the

~ommon infectious discase of chi S ¢ e
| L non infectious disease of childhood. One cpisode of mumps gives nsc ||\\u-¢\l.u‘

If immunity. Mumps can give rise 1o some serious complications like pancreatitis, epididymo-orchitis, enceplalins i
| sensorincural hearing loss, Stone formaton is miuch more commen in submandibular than parotid ducts 0% ol te
and visible in plain radiography. Benign tumors are much more (omﬂmnmmnuh_aml

salivary stones are radiopague

| in major salivary glands. Pleomorphic adenoma the most common benign tumor of salivary gland. Ann:gu‘.—;
| g 3

malignant variety, adenoid eystic carcinonia is the most cOMMON.

pifficult words
Any agent that stimulates the flow fo saliva

i i L
like lemon juice, chewing gum ot parasympathoi

o Sialogog
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der. What i
diagnostic T

Jand and its duct
eland and its duct
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tient pres ented Wi

g female P2 2
ik 4 and connective t

A0 2, xerostomi
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sord et

s syndrome

| vinlpaced

ar-old feraale patient with xerophthal-
and connective tissue disor-
and definitive
2

n?

A H-ye:

a, xerostomia .
is the most important
+ for this cond|

. A factar.

Han (oMGETal

. orth

o R facior

d. - sublabial biopsy:
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a

What is the incubation period of mumps vi rus?
| week.

4-5 weeks.

67 weeks

A 40-year-old female patient with a swelling in
the ri

ht parotid gland which on fine needle
spiration came to be malignant. What is the

most likely possibility among the following?

gt

b,

i

adenocarcinoma;
adenoid cystic carcinoma.
Iymphoma.

d. mucoepidermoid carcinoma.

Which of the following antibiotic is secreted in

salivary secretions?

i
b

d,

amoxicillin.
eephradine.
chindamyein.

erythromycin.

chapte!

1 53 - Dised

Questions
i lasia
he incidence of benign BEOP as
e s ¢ !
i “:l‘;-nglzhc all parotid gland tumers
a
2. 20%
b, 40%.
[ 60%.
d. 80%

Q8. A do-year=
left parotid glan
increasing in $iZ€:
cyrology:
What 15
the type of tum

Q9. What is

noma of the parotid

with .
ars which is sio¥
dle aspiration

n.

1d male patient
gland for last6 e
On fine nee
ed to be 8 BE
cly possibility

it appear
the most Tiks
ar?

1 neurofibromi.

b. oncocytoma

pleomerphic adenom

d. Warthin's famor

hic ad-
age group when pleomorp 3
e pgl-‘nd is most commonly

scen?
L children bevween 4 o 10 yea
9 years.

TS

b, teenagers between 11101
" between third and fourth decades

3. bewween fifth and sixth decades.

Q1b, In which of the fallowing demographic group

Wonthin's fumor of the salivary gland ls most
commonly seen?

a adalescent females

b adolescent males.

¢ females between 35-50 years.

4. old age male patients

Answers with Explanations

1

<k
4
7

c. about 90%

d
b

b

30 commonly used m salvary pland infections
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¢ channels usually

welling with the superior thyroid
e cervical, with middle thyroid
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0 UFF ieal and with inferior

middle d .
‘o lower deep ceTvictl supraclavicula,
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aryngeal lymph nades

OF THETHYROID GLAND.

- ¢ the thyroid gland meludes

o itself and all the signs of hyper
©yroidism i Test of the body. The thyraid gland is
o sizc and niodularity: An enlarged thyroid gland
o Gaiter.T cis no direct relationship of the

Fthe thyroid gland, a patient with huge
ay be wthyroid, hypothyroid or hyperthyroid
o en of the thyroid gland includes mspection,
" sulration and percussion

mination

the

o the thyroid gland is done in sitting
of the patient and examining from the

o is barcly visible, Inspect the thyroid region
i sk parient o swallow a sip of water and observe the
F ciaeric of the gland, IF there is a swelling or
sacrized enlasgemen of the thyroid gland, then note
Jfpoints on Inspection as mentioned in chapter 33 (under
e hesdin of Examination. of the swelling). In a midline
sk cling which moves on deglutition, patient is asked
1 ptrude the tongue and upward movement of the

i

fg. 54.2: Palpation of the thyroid gland from behind.

!oglcﬁ:l duct cyst

. serformed i
ik J’”“h‘-"-m‘ assess rz[rn:\cnm\ ExTEnSan.
L..u: both arms straight sideways

. side of the T for more
! ready nacrowed BY

s poted which 15

F',,mm with huge goner ¢
The patienr i asked to clev
50 both arms are

than one MINUIE The thorad When the arms are
the retrasternal extension of the nen

fi 8 y 'L'“‘l\‘llu.'ll
elovated, thoracic mletis further n.\rtu\»;li!:])yl‘:u\."b.m_’d o
. ol
Ll e T d
the clavicles and causes @ oy
the major veins at the thorcie inler. Te leads ©© c:!'\g\é FieR
e rouis and diladon of the weins in the head 3AREE

goiter

region (Pembertan’s SIEn)

palpation
The palpation of the diyroid gland is also dond o
e Frapt and back of the patient Sipation from the back 1
Hiome by sranding behind the patent and punting both hands
o the anterior and Jateral 3SPECY of the neck and asking
e Normal sized thyroid

the patient ta swallow (Fig > ) x
Any change in the

with normal texture is barely palpable
dize, copsistency OF TEXTE of the gland. make it palpable:
e tedimus is palpated dnd shen hands are moved
Interally ro palpate both lobes o the <ides. 1 any swelling
or enlargement of the thyroid gland is present. it should
be palpated from the front and all points as mentianed in
chapter 33 must be noted Modularity within the gland
st be noted in generalized enfargement of the thyroid.

“The wachea should be assessed for any deviation by the
thyroid swelling, Put your mdex and ning finger respectively
on each sternal cnd of the clavicle and with your middle
finger feel the trachea by mowving your finger above
dowmwards from cricoid cartilage to the upper border of the
sternum (Fig. 34.3)

Auscultation

Enlarged thyroid ghnd or swelli i
2 g ing within it must be
ansculrred with the bell side of the stethoscope putting

over it (Fig 54.4). Abnormally, -
et bn:“- v. increased blood flow in the

Fig. 54.3: Examination for fracheal deviation.
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General Exeming

Dz a ollo
L wanunation, following ar
h port 15 {0 as the fi i

assess the al thyroid
ot unctional thyro;d
*  Behaw 1
: padent Anxicty and agitation is secn
hyperthyroidism while dull and ,—: T
e ind slow behavior is secn

in hypothyroidism.
+ Bu the paticne P Eye
Built of the patienc: Patient is lean in Jong standing
hyperthyroidism while obese in hyp o :
I esc in hypothyroidism “xophil
Y ~xaphthalmos: |
it s

e 3 the anje, .
eyesand it 15 seen i Anterior displ,

Emen g,

* Puise Sess the A L
= ,:; rj,“- .—\5i.c the radial pulse for rate and rhythm
S rapid m > 1y ] ; Ly
= Ttm-:w J}:\fp:rt:;rmd:\lr.‘d(uc”y{ ardia) and slow *  Lid retraction: Thi Sin d"m’“":‘%-ﬁlﬁ]
n nyp yroidism (bradycardia). In thyrotoxicosi I :
s ¥ 5 pupil and the cye lid Pl ke
d and it s seeq i

pulsc is irregular and rapid due to atrial fibrillation. Graves' discase (Fig, 54
A ¢ (Fig. 54.0),

Lid lag: Check for [j
lid lag by

Follow your finger. Fire E(bb :hng 1he. g
the patient in midline much ‘ljuéb‘: (f:g"m ™
suddenly move your finger down, e
R I dOWNWards and chery

e eye movement. If lid lag is preseny, the
will be lagging behind the eye movemen ﬁ,:w.::
and upper sclera will be seen as well,
Eye DEmente Check the eye novement bymasg
your finger in H shaped mansier in frontofthe it
Eye movement is restricted in Graves' disei dek
deposition of abnormal connecti issps e
and around extravcular muscles.

Hands
* Feel t_l::- skin of the patient’s hand with your hand.
Sweating is seen in hyperthyroidism while the hands
are dry in hypothyroidism.
= Inspect the palm for erythema which 1s scen on thenar
and hypothenar eminences in hyperthyroidism.
«  Thyroid acropachy: It is the overgrowth of phalangeal
bone and is seen in patients of Graves® disease.
Fine tremors: Ask the patient to spread the fingers and
put both hands outstretched and straight in front with
palm facing downwards. Keep a piece of paper on the Face and Head —
fingers and observe for fine tremors which is seen in . face and head for sweatiog

hyperthyroidism.

Inspect the ‘
ism) or dryness (hypothyroidism):

's thy—
PR d sdes Hashimoto's &
6. Autpimmune
raiditis, pOSPATTUT
is (De Querval

scen 0
n'ﬂh\dems)-

i chyrandit o
it +ral and bacterid
o cluding SL=VITR
s tiyroid T Infectious thyroiditis including PO
< other term I8 BIyIoi nt
gerna: THE 0 lied depasition of ke SRR
g it due fO i the preabial region 8 Granulomarovs 45
i !\»! scase, Press o ‘Filroneor Ricels diyrolottis
qvei! discase ess k 9
4 Graet! e and abserve o BAN- 30, e
, for 4
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e 4 T Mult G 5 a €
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sk the pagient (0 Tisc HOMm the chair " eribing a oy cntarged 1y and i
‘ il 2 ~fnodularity (Fiz-54 = and 54.8)- Wor de.
i the ommen endocrine

miultiple areas

. for support- Patent ¥
(hout band support il prosimal myopathy e st -d]: s o e
’ e e jerk and ankle o G0 e Sodme deficiency 5 oficn (6 S

Jon 1l Check
1 ced in hyperthyroidism and

o il be cogEEn
in hypothyroidis = =
7 e ot kno!
i ogy of multnodular goIter 15 1
e is decreased

areas there
which in turn sumulates
terior prouitary gland.

OfER _ cacty. In iodine deficicnt
Gaber s the 1M used to describe enlargement of farmation of ‘h‘m-‘r‘{;;{ll:::::tfw o
Gt it comprises a ariey of conditions Secnion of mare TS from the amirior UD€
e By B fied into toe and nontoxe, diffuse or TSH in wm samulates the g of: thy c
e b e The following are the  tissues Tnitilly, there = iffuse hyperplasia that later on is
it . : follawed by colloid storage. where the follicles of vanous
p » nodular appearance. These

adalsr and s A
s, etinlogical factors that can cause enlargement of
o roid gland: sizes are present, giving n 8
& iy Eallels are morphologically and functionally identcal to
| F' : i normal thyraid tissues. Genetic mflucnces also plays 2 role
1 Escessive nsc of goitrogen: t15a substance that causes in formation of the multnodular goiter.
calsrgement of the thyroid gland c.g. cabbage, mape— ok ~ > L
The growth of thyroid rissucs continue and somenmes
areas of increased functioning may progress o hyperthy-
roidism or toae MNG. Sometimes multinodular goiter
may harbor occult malignancy, although true incidence has

been disputed.

seed cIC
&imulition of TSH by pituimry tumors, pituitary
thyroid hormone resistance, and thyroid-stimulating

immunoglobulins.
Inborn errors of metabolism causing defects in brosyr-
thesis of thyroid hormones. '

Fig. 54.8: Thyroid gland affer fi i it
% hyroid i
patient with 5 idectomy in a

Fig. 54.7: Patient with mulfinodular goiter.
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aracterized by Clinical Features
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o iria, The behavior of Flurthle ecll s the pavient, relatives or 2 physician o)
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of a thyroid nodule
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Surgical: Ty,
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has a minor role in evaluation of a thyroid nodule. A
contrast agent (gadolinium) can be used during MRI

6.

Seruim thryroglobulin: Serum thyroglobulin level is used
m follow-up cases of thyroid cancers after surgery and
it is raised In cases of tumor recurrence

Serum caleitonin: It is done in cases where medullary

carcinoma of the thyroid is suspccn'd.

caton, there

T treated {.;I
© teared |,
ative

patho)
‘f‘lmkn‘

a0t discage
o o
T Wi Rout neck diss

trized |
lating

o circul
thyroid-
activate

ating ll\\de stimu)|
stimulating immyy,

the thyrorg,
and thus causes the gla

Clinical Features

The clinical features of Graves' discase are 1
hyperthyroidism and thyrotoxicosis on multp
of the body. It includes weight loss, m.m e
increased appetite, heat mwlerance, resle
irritability, insomnia, palpitation, incresed bes
increased swearing, wartn and moist skin, incrrased b
movements, menstrual irregularity, fine tremon =

changes (ophthalmopathy) and skin chunges (dermepal
are very unique in Graves disease and are nof pooest
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Whichof the following vessel gives the superior
(hyroid artery?
1d artery.

external car
facial arcery

favian arery

hyrocervical erunk.

d

What is the weight of a normal thyroid gland in
an adult male?

15 to 25 grams.
b. 500 to 60 grams

3 to 100 grams.
d. 120 10 150 grams.
Lobectomy was planned for a 35-year-old
woman who presented with a solitary thyroid
nodule in the right lobe. Which of the following
structure is at most risk for damage during
surgery?
1 external carotid anery
b esophagus
€ recurrent Liyngeal nerve

d. ags nceve

Best Choice Quesfions

Q4

i-ihyroglobulin
: are

- treatment o

e

h Pr\MﬂYL\i“'e‘Y i

woman W
e for last 4 years, On

creasing thyroid swelling

v i -]
examination, it was found to imvolv nhr:denlnr1
s of nodulari-
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ty. Her thyroid function tests were wi
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¢ mulune
Ricdel’s

A 42-year-old male patient was diagnosed
with a multinodular goiter. What is the most
sensitive and specific sernm test for assessment
of his thyroid functional status whether he is
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of the anterior triangle of the neck are; anterior boarder
of sternocleidomastoid muscle laterally, inferiof boarder of
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CAUSES OF NECK MASS
Following are

and common causes of
ling according to the site of origin and

the important
neck mass or swe

etiology: 1

1. Thyroid swellings: (see chaprer 53 for details).
2. Salivary gland swellings: (see chapter 52 for details).
Lymph node swellings:

b.

acute lymphadenitis e.g. bacterial, viral. D

chronic granulomatous lymphadenitis e.g tuber-
culosis, sarcoidosis etc.

and fag,| d
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INVESTIGATIONS
Investigation depends
and  clinical examination,

o the g

from a cystic mass. In addution, the size sitcand emr
can be assessed accurately: Tissue ofouigin .. ymph
node or thyroid gland or salivary gland ot can ke
assessed by this investigation.

Fine needle aspiration eptology: It can’ difersutate
inflammatory mass from a rlzupM mash ader
benign or malignant, It can be perfortned sy ned
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3. Muodified radical peck dicsection. This is the Operation
for removal of all ipsilateral lymph nodes from level
I'w level V (as in radica)  dissection) but wich

preservation of any or al non-lymphatic structure
(sternoclcidomastoid muscle, internal jugular vein or
spinal aceessory nerve),

4. Selective neck dissection: This is the opération for remaval
of selective groups of lymph nodes. Tt is further
classified into following four sub-types:

&, Stupraonolyoid neck dissection (anterolateral  neck
dissection): This is the operation for removal of
lymph nodes from level 1 to level 111 along wich
subnandibular salivary gland,

ion

Posterolateral neek: dissection: This is the ape
for removal of lymph nodes from hvvrl‘” o
level 'V along with occipital and postauricular
(rearoauricular) group.

¢ Lawergl neck dissection; This is the operation for
remaval of lymph nodes from level II to level

only. o

d.  Anterior neck dissection: This is the OPL'J'JUUTI .“.T
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vical sinus theory.
3 Thymoplaryngeal duct theory
4 Inclusion theory,
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d by stratified squamone
and  contains

staw colored  fluid

rol crystals; In 80% of cases; the wall. of the
“outaths mphoid tissues, Mal
than females (raio of 32)

with
cyst
e slightly more afficred
+ The peak age inaidence for
cystis third decade. Majority are
ssical upper lateral neck b some are alse

prtimu 1 lower neck, parotid and POSterior tnangle of the
fieck, #

S0mctimes, there i ncomplete
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fission of the arches and
d. This sinus opens usually along the
Memastoid muscle ar ghe Junction of
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Chapter 55 = Neck M

+ BC = branchial cyst
hicll &S rety
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55.7: Branchial fistula fract after injecting
Fig. 55.7:
radiopogue dys.

its middle and lower third (Fig: 55.6). Rarely, a complete
fistula running between the skin and. the pharyngeal
Mucosa ean result. Internal opening of this fstila is usually
Presentinto the oropharynx in the area of tonsillar fossa.

The branchial sinus and fistula can be demonstrated
ndiographically by the mjection of radiopaque dye (Fig,
55.7). The treatment is complete surgical excisian of the
€yst, sinus or fistula.
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s

Lateral pterygoid muscle
b, measatic lymph node.
€. parapharyngeal abscess, | Node of Rouiere

d. tuberculous lymphadenepathy:

Q4. A 30-year-old male patient came with neck |
swelling. On examination, there were multiple J
and discrete swellings in the posterior triangle
of the neck. What is the most appropriate first |

investigation in this case?

a. CT scan.

Parotid gland
Maso-phatynx

Stylaid process

b, fine needle aspiration cytology.
€. Mantoux rest.
d. MRI scan.

Retropharyngeal space
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| Many potential spaces are present in the fascial tssues of the neck. Among them three are important | . terre Wi i -‘PL:CE and loss of cervical eurya-
)l retropharyngeal, parapharyngeal and submandibular space. Pus may collectin any of these spaces. T dliniailvar ‘ i ‘21‘7’“_“"’” boy was brought to emergency in this case:“ © most appropriate treatment
of retropharyngeal abscess are described i.c. acute and chronic, Acute type 18 mostly caused by pus fnmationm e | fi :i)hww'h 'h; ';’Dml:}l“f‘““d‘_’:rh'gzh grade fever, A adeis J-mi 2
; ce : agia ane cxami- '
| retropharyngeal lymph nodes in children. Sometimes penetrating foreign bodies through the posterior phanyagel vl D:lgm gl‘w fics :;p;“ggmlrl:i‘;zmc:! hal drainage perform. immediate incision and
{ - g 3 s 9 or =
| may cause acute retropharyngeal abscess. Chronic rrtl:o]f’!l-'lﬂ'ﬂlil'"] abscess is tuberculous in namre. Lodwes | ymgeal wall, What will be the most ‘I’P'“:ﬂi:: be admit and put he;
occurs mostly as a result of extension of dental root infection. first investigation in this case? tmmediately, * on artificial respiration
bz 4 blood complete picture. & immediately perform endotr;
b, throatswab for culrure and sensigvirg d sarn mtravenous acheal intubarion

Difficult words
e Squawk: Cha

L
¢ Xeray chest (PA view). hours, ntbIotcs and yay for 48

-teristic voice of a duck.

d. Xeray neck (lateral view).
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5. a  fascia covenin, r muscles of the pha
& apexat hyoid '
§ < palsics of list four cranial nerves
9 e like pleomorphic adenoma, adenoid cystic car-
cinoma, mucoepidermoid carcinoma comprise
abour 50% of all parapharyngeal space tumors
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may be needed
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« Clinical usc €

principle a0 T
Types of Laser g~

nigue
aciceT ?,m for ‘Light Amplificaion by the
* In 1960, the frstlaser was
« ruby crystal. In 1917, Einsteio
i radiation can be produced
from a higher encrgy level ©0.3
1, thus releasing a photon of energy
atoms

pinciple @

! b of this photan will be same for all
ment or molecule. For this o accur, the
¢ be stimulated by some external encrgy,
elecron to go from lower ENETgy level to
ergy level, In this sumulated state of atorm,
5 can o back 1o its original low cnergy level
i spontancous release of photon. If this releascd
oscn strikes anccher stimulated ot high energy similar
| B . another photon will be released, ravellimg in the
s the previous photon. Thus, lasers arc

radiitions with ‘specific wavelength,

MmAgNeac

clect:

‘ depending on the type of material from which itis emitied

|

|ike carbondioxide, argon, ruby etes

All currently available medical hiser devices work in
similar fashion. An optical resonating chamber has a fully
reflective mirtarat one end and a partially reflective mirror
2t the other end. Laser medium is present in this chamber
which & stimulated with clectrical energy, resnlting in
emission of photons. These photons escape from the
partially reflective mirror as laser light.

Effects of laser on the tissues are duc w local
absorption of encrgy and subsequent production of heat
in the tissucs. Penetration of the laser 1n1o nssues depend
on its wavelength and total energy delivered. Total energy
is dependent on power intensity of the beamand duration
ofexposure.

Types of Laser

There are many sypes of lasers but-only few are for
medical use (sec table). Depending on their hazardousness,
lascrs are classified into class 1 to class TV Class Tis
Laser or laser system that cannot under normal operating

ENT Surgeres
Lasers i ER T

conditions produce
hazard not
from diffuse reflection

1. €0, laser; This 1s the most widely used laser in E

«  Safery Measures for Laser

Surgery

class IV can produc
lar reflcetion, but also
ssers belong

2 hazard while

+ only from direct or specy

Mast of the medical ¥
aution.

< TV and their usc fequire eXtremnie ¢

Commeon Types of Lasers

Argon laser.

- CO,laser

= KTP liser.

= Excimer laser

+  Diode 640 lascr.

+  Diode B05-980 laser.
»  NdYAG laser

Erb-YAG laser.
Combo laser (Nd-YAG + CO,).
Ho-YAG laser.

Lasers for ENT Surgeries

Commonly used lasers in ENT surgenies aret

surgeries. It preduces hght in the far infrared range,
wavelength being 10,600 nm. [t 35 invisible to the
human eye, so it is provided with a low power helium-
neon laser carned coaxally to act as-a sighting beam
1t energy is strongly absorbed by any water containing
tissue regardless of pigmentation. Its effect 15 also
extremely localized.

Dio =

iode 805980 laser: This type of laser is now bee

mcreasingly used. 1 & AL
i llz y used. It can be used with the optical Abers

yitem. o non-contact mode it causes ¢ \BYit [
the tissuesand in contict mod : s
knife node, it can be used as a hot

3. Amon laser: This
; type of L .
green light of w.wrlcu;('h :‘;;_gmdllus il

14 nm, Is energy is
Pigmented tissues |

& - tke
mainly used for Coagulinion of

small blood vessels
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1. Laryngeal web, cyst.
2. Laryngeal stenosis . O Propercvacuation of the o
= 3. Prowcs, ok
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2 only ¥
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4. Protection of patients: '

7. Recurrent laryngeal papilloniatosis.
2 all exposed parts must be covereg
red

soaked towels and packs,

8. Keratosis, leukoplakia b
ale

9, Bilateral recurrent nerve palsy.

s must be covered with saline soaked
e

10. Phonosurgery.

11. Laryngeal cancer.

Chapter Summary and Key Points

n by the Sumulated Emission of Radiation'. Effects of iseroa e |
of heat in the tissues, Most of the medical eers |

| LASER is an acronym for ‘Light Amplificatior
.1‘ tissues are due to local absorption of energy and subsequent production
Commonly

[ e

belong to class IV and their use require extreéme cauton. i
itions are being treated with different types oflasersin ENT

| argon, Nd-YAG and KTP lasers. Now more and more cond
{ .
It should be remembered that laser is justa Lwﬂ);_,
S

| pracuce.

used lasers in ENT surgeries arc €0, dlo ‘ ‘

Q.

preseated subglottic St8
dotracheal intubation
Laser is best for treating

Choice Questions
=5 old man
Jonged en
OWLNE

Best

Q7. A 30-year-
sis after proic
u'hnbo(du-mll

rizy Tevel this patient?

Jaser’ 18

- condition
. the following <o
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las(iﬁmliil(ufuurgn‘up\:Iﬂ:u!dlrlg
which of the
extreme caution

jusness. I
medical use belong? 3, d sbsarbis ceTEY
class1 4. b
b 5 d itisinflammable
class IIL 6 b beam is thus requi
7. b

d. clsIV

old male patient had a planned CO,

A 20-year-
for his laryngeal complaint. What

Jaser surE
is used to cover the patient’s eyes during the
surgery for protection?

2 dry 1owels.
b, plasses

metallic dises.

aked pads

Which of the following type of laser is most
commonly used in ENT practice?

2

b. GG
KTE

d. Nd-YAG.

Which of the following anesthetic agent is
contraindicated for use during laser surgery?

a. chloraform

b. enflourane.

c. halothane.

d. nitrous made

What is the characteristic aj
laser light? i i

. itis blue green in color.
b, itisinvisible.
€ itis orange in color.

d. 1iswhite in calor,
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X-ray Paranasal Sinuses

Plain

masal bone

s

(Laeeral view)

Plain X-Ray Mastoid

There are many views

n X-ray which are tsed
in clinical practice ro see changes in the temporal bone but
che

commonly used and important are ‘obfigue

lateral
vien The others are

ver's view (ablique
postcro-anterior view), submentovertical view, Towne's
view (half axial view), peror
vic

al view, jugular foramen

w etc

Since the temporal bones are symmetrically placed on
both sides, a true latcral view results in superimposition of
the two sides. Therefore

o prevent this supe

imposition,
the skull or incident rays is tilced ar an an.

e in oblique
eral view. This view allows assessment of degree of
preumatzation of the mastoid, the state of lr‘msl-uccnu‘
of the air cells and position of the sigmoid sinus and irs
relation to the tegmen tympani (Fig. 58.1).

Fig. 58.1: Plain X-ray of the masfoid, lateral viey
showing well pneumnatized mastoid
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Fig. 58.4; Plain X-ray neck (laferal view) showing
nonmal sinrciures of the neck.
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Radiopaque E both laweral and anteroposterior

i 6.5). In case of acute epiglottitis, the

diew (Fig. 46.4 and 4
:::r:llii‘%*m;hwns will be visible on lateral view as thumb

(thumb sign, sce Fig: 482).

Plain X-Ray Floor of the Mouth

Plain X-ray of floor of the moukfh (occulusal view) ls.
done for detectng radiopaque stones in the submundibiular
or sublingual duct (Fig- 52.1).

Sialography

Injection of radiopaque contrast medium  into
Stenson's or Wharton's duct to demonstrate the ductal
system is stll in use to investigate the diseases of the
parotid and submandibular salivary gland. Before the
contrast medium 1s injected, plain films are obtamned o
demonstrate any radiopague caleuli or ealetfication within
the gland. Sialography s more commonly done for the
submandibular gland than for the parotid gland (Fig. 57.5

Fig. 58.5: Sialography of fhe lef submandibular gland
showing normal ductal system.

bmandibular sialogram
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Q1. A 28-year-old male patient came with the
complaint of discharge from the right ear for
last five years. Which of the following view
for plain X-ray mastoid region would be most

beneficial?

a Law's view:

b. Stenver'svicw.

¢ submentovertical view.

d. Towne's view.

Q

o

A father brought his 3-year-old son with the
complaint that he had inserted a small lithium
battery cell in his nose 2 hours ago. Which of
the following view for plain Xoray would you
recommend in this case?

. ANCroposIeror VICWw.

b, lateral view.

€. submentovertical view.

d. Warer's vicw.

Q3.

A mother brought her 7-year-old son with the
complaint of mouth breathing, snoring, repeat-
ed earache and nocturnal enuresis, Which of the
following X-ray would you recommend?

a. Xy floor of the mouth (occulusal view),

b, Xeray mastoid (Law's view).

c.  Xeray nasopharynx (lateral view).

d. Xoray PNS (Water's view).

A f:uJ:e]r hrn:ght his 9-year-old son with the
complaint of rapidly progressing respirato

% 5 124
distress, stridor, dysphagia and high grade fe-

:&i\;ifnrrlasl{onu day. Which of the following ra-
ogical investigatis
et gation would be most helpful

3. Xeray chest (PA view),
b, X

T3y nasopharynx (lateral view),
€ Xeray neck (lateral view),
d. Xeray PNS (Water's view)
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probe (Jobsan Home Probe)

This probe has many uses n ENT, It is used for
ariaeat 5 5
deanin, o the exiernal auditory canal and performing a
‘probe test’. The rounded i i ;
7 ng end is used for re ¢
foteign body from the & ¥ A
y ar and nose while t i d =IE
‘ his sel- i
e ol fe ool his: llrn-ummgmhmld retractor is used i
screning of discharge aperations of the mastoid and I e
) | nd ear. It is used for retrac
the skin and fascia during surgery. SRR
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Mastoid Curre
Mastaid currette 15 used to remove and clear the
i cd mastoid air cells, granulation tssues and

cholesteatoma during mastoidectonmy.

Laryngeal Mirtor (Indirect Laryn,
The siem of this mirror 15 strajal
posterior thinoscopy mirror, This

indirect laryngoscopy (see chapter 33),

If-_r;.

oy, Nasal Speculum (Kilian Nasal

self-Refaining

905y M)

STght i conirag 1
15 used for petformine
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d for anterior nasal p

Tilley foi 5 15 USE
s 2lso used in surgical

L. polypectony ete

acking. It

operations like SMR, seproplasty;

Nasal Polypectomy Forceps (Watson William
Polypi Forceps)
This forceps is used i nasal

polypectomy to remave
polypi
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This scissor is used o cot the inferior w din SMR operation 10 cut nasal carsilage 15 any
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wurbincctomy operation. It can also be used in SMR and s o osovl

the nasal bane

eration to cut nasal

ptal cartilage

epi
udhesions can also be cut by this scissor



Tonsil Holding Forceps (Danis

Tonsil holding forceps
operation to hold the tonsil
forceps.,

I

Browne Forceps)

used i tonsillectomy
15 very similar to Luc's

Mollison Anterior piij
Dissector

This
0 tonsilicciomy
adenoidectomy operations 1o retract the pilliry 1ng

palate, The other end is used for tonsil dissection

ar Retractor wity Ten:

INstrument i used

-
(&

onsil Arfery Forceps (Ne: Tonsil Arter
ansil Arfery Forceps (Negus 10 sil Artery
-yrved Tonsil Arie

urve

I ryfarceps. Itisused in tonsillector

curved It can

bleeding point before ligation

ch the b €
ol ¢ before cutting and

0 :
be used 1o catch the ronsil pedicl

n, if 2 snare is not used.

Tansil Snare (Eves Tonsil Snare)

It 15 3 curnng type of snare and used in tonsillectomy
operatien to cut the tonsil pedicle. First, it crushes the
artery and then it cuts the pedicle, so there is no bleeding
from the tonsillar artery:

¢ or Knot Tier)
3 operation

apsilleciomy OPSEL

| inits place €

uction
pharyngeal Suction Nozzle (Yankauer S
al
Tube)
Phary
fr wral cavity and pl ¢
or blood from the aral €3 g R iy

ed to suck secretions
.} suiction nozzle is used

bt harynx. It is used in
consillectomy, adenoidectomy an
oral caviry and pharynx

Adencidectomy Curretie (St. Clair Thomson
Adencid Currette)

Adenoidectomy currette is used in
Openation to femove the adenoid
guard, which prevents shppage

adenoidectomy
ussues. It is fited with 2
of the adenoid tissues,
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Bronchosc ope

This 1s a rigid type « bronchoscope and used o

form bronchoscopy (see chapter 46). At the end, h

are present which helps in aeration of the Opf

bronchoscope is inserted into the main bronchus on one

side. Separate channels for anesthesia
are present,

per-
oles

wosite lung if

zases and aspiration

e (Double Ended Maxiliary Sinug

ker)

This ball probe is used in Funcrional Engge
Surgery (FESS). It is used 1o identify th
astium and to manipulaze

ezl sin g
other structures,

Rosen's Round/Circular Knife

Rosen's. round/circular knife is used for making
incision in the external auditory canal for raising the
ympanomeatal flap (Rosen’s incision). This incision is
tsed for many surgerics of the middle ear like wanscanal
myringoplasty/tympanoplasty, stpedectomy/stapedotomy,
exploratory tympanotomy etc

Oto-endoscope

This 15 oto-endoscope zera degree (00) and used in
endoscopic ear surgery. Its length is shorter than n wsal
endoscope. Usual length is 10 om.
L7 mm.

nd usual diameter is




Tefion Stapes Piston

It is used as prosthesis in stapedotomy operation for
orasclerosis. Its diameter varies from 0.4 to 0.8 mm. In Tef
lon stapes piston, crimping is not required (self-crimping).

fabilit

secch e

perure. The
{ling, wbe

ng
diameter S

any
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Myringotomy Knife (Myringolom )]

f see Fig 93

pirect Laryngescope (Antefior Commissure Type)

\ See Fig, 44,1, 442 and 443

Tracheostomy Tubes
See Fig. 51.1,51.2and 51.3.

Goode's 'T' Tube
Good

T tube is tised for drar
ment of otitis media with effusion ar’rc:
The main advantage of this rube 15 th
extrusion rate is much less than Shepard's grommes, 1
is used in cases where long term placement s require
in recurrent otitis media with effusion i

trea
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4t spontang
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