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TOPNOTCH MEDICAL BOARD PREP OTORHINOLARYNGOLOGY SUPPLEMENT HANDOUT – Braylien W. Siy, MD-MBA and Timothy Joseph S. Uy, MD-MBA For inquiries visit www.topnotchboardprep.com.ph or email us at [email protected] OUTLINE: I. II. III. IV. V. VI. VII.



OTORHINOLARYNGOLOGY SUPPLEMENT HANDOUT Dear Doctors, This supplement handout covers the common cases and basic knowledge of otorhinolaryngology that a General Practitioner needs to know. Specific surgical techniques and guidelines are not covered. This should serve as an adjunct to the Surgery subject in the boards. When reviewing, it would be best to have an atlas to guide you with the anatomic structures being referred to or are involved in a particular disease. -Len and TJ



General Otolaryngology Sinus and Rhinology Laryngology Maxillofacial Trauma Otology Facial Nerve Disorders Head and Neck Oncology



REFERENCE: Flint, Paul W. Cummings Otolaryngology-Head & Neck Surgery. 5th ed. Philadelphia: Elsevier, 2010. DISEASE General Otolaryngology Odontogenic Infections



KEY FEATURES/ PATHOPHYSIOLOGY    







Pharyngitis Inflammation of the pharynx. Invariably affects the oropharynx in adults







  







SIGNS AND SYMPTOMS



Etiology: carious tooth or a tooth suffering from periodontal disease. Mixed bacterial flora Most common: streptococci and oral anaerobes. Most commonly implicated organisms in mixed infections are viridans streptococci, Peptococcus, Peptostreptococcus, Eubacterium, Prevotella, and Fusobacterium Usual cause of an odontogenic infection is necrosis of the pulp of a tooth, which is followed by bacterial invasion through the pulp chamber and into the deeper tissues







The most common cause in adults: viral infection that occurs as part of the common cold. Rhinovirus is the most common etiologic agent. Bacterial infection is approximately 5% to 10% in adults, 30% to 40% of cases in children. Group A beta hemolytic Streptococcus pyogenes (GABHS) for most cases of bacterial pharyngitis in adults. Sore throat from Epstein-Barr virus is found in 82% of patients with infectious mononucleosis and is the most common complaint. Candida sp. (Candida albicans) can affect



 



















 



History of tooth pain, presence or absence of fever, use of antibiotics, and any difficulty in opening the mouth or in swallowing. Indications of possibly fatal infections: respiratory impairment, difficulty in swallowing, impaired vision and/or eye movement, lethargy, and a decreased level of consciousness The cardinal signs of inflammation are present to some degree in all patients with an odontogenic infection. Their absence may indicate that the acute phase of infection is past and the infection is spreading to deeper tissues. Predominant symptom: sore throat. Other symptoms: postnasal drip and laryngopharyngeal reflux which cause irritative pharyngitis. Epiglottitis in adults commonly presents as a severe acute sore throat and odynophagia with a relatively normal oropharyngeal examination. Treatment for infectious mononucleosis: supportive care, rest, antipyretics, and analgesics. Antibiotics are indicated only for secondary bacterial infections. Steroids are indicated for complications related to impending
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TREATMENT 



  







REMARKS



Endodontic therapy or extraction of the tooth, surgical drainage of the abscess, and release of pressure to improve vascularity are all fundamental in management of odontogenic infections. Airway establishment is one of the most important considerations after admission of the patient. Fascial space involvement that can compromise the airway may be anterior, as in Ludwig's angina, or posterior, as in a deep neck infection. DOC: parenteral penicillin. Even for serious fascial space infections, including Ludwig's angina, penicillin is preferred. Large doses of up to 20 million units daily for intravenous penicillin for serious infections. Prevention of rheumatic fever is possible if antibiotic therapy is started up to 10 days after the onset of symptoms, but antibiotic treatment does not appear to affect the incidence of acute poststreptococcal glomerulonephritis.



Other bacterial pathogens: Groups C, G, and F streptococci, Arcanobacterium haemolyticum, Neisseria gonorrhea, Treponema pallidum, Chlamydia pneumonia, Mycoplasma pneumonia, Mycobacterium tuberculosis, Francisella tularensis, Corynbacterium diphtheria, Yersinia enterocolitica, Yersinia pestis, Trichomonas vaginalis Other viral pathogens: Coronavirus, Parainfluenza, Influenza types A and B, Human immunodeficiency virus, Adenovirus, Epstein-Barr virus, Herpes simplex virus types 1 and 2, Cytomegalovirus Page 1 of 15
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Deep Neck Space Infections







   



Dental infection is the most common  starting point, followed by oropharyngeal infections. Acute bacterial tonsillitis and pharyngitis  remain as leading causes in children. Methicillin-resistant Staphylococcus aureus is an increasingly common cause of deep neck space infections. Infectious and inflammatory conditions of the upper aerodigestive tract are the primary instigators of deep neck infections.  The infection may spread from its portal of entry to other regions of the neck through the lymphatic system, arterial or venous channels, or direct extension between spaces and along fascial planes.



upper airway obstruction, severe hemolytic anemia, severe thrombocytopenia, or persistent severe disease. The complex anatomic organization of the neck makes diagnosis and precise localization of deep infections difficult. Symptoms: Inflammatory symptoms such as pain, fever, swelling, and redness are common. Dysphagia, odynophagia, drooling, “hot potato” voice, hoarseness, dyspnea, trismus, and ear pain offer further clues about the location of the inflammatory process as well as its potential severity. Signs: localizing tenderness or fluctuance as well as crepitus caused by airway trauma or gas-producing organisms. Asymmetric lateral or posterior wall swelling, and/or deviation of the uvula.







   











TOPNOTCH MEDICAL BOARD PREP OTORHINOLARYNGOLOGY SUPPLEMENT HANDOUT For inquiries visit www.topnotchboardprep.com.ph or email us at [email protected]



Computed tomography (CT) scans of the head and neck are a critical component in the evaluation of deep neck infection Physical examination alone can misidentify the involved space and the number of involved spaces in 70% of cases. Ultrasound will likely be applied more frequently for the diagnosis and management of deep neck space infections. Evaluation and maintenance of the airway are the first steps in management of deep neck space infections. Providing adequate fluid resuscitation helps reduce dehydration due to poor fluid intake. It also reduces the severity of anesthesia-related hypotension if given prior to surgical intervention. Deep neck infections require timely treatment with intravenous antibiotics at the time of diagnosis due to the rapidly progressive nature of these infections. Antibiotic coverage may need to be expanded in cases of otologic or sinus infection or nosocomial infections in which Pseudomonas is more common.



ANATOMY  Superficial Cervical Fascia Envelops the platysma and muscles of facial expression It incorporates the superficial musculoaponeurotic system and extends from the zygoma to the axillae, clavicles, and deltopectoral region.  Deep Cervical Fascia Divided into superficial, middle, and deep Superficial layer (investing fascia) surrounds the neck, trapezius, and sternocleidomastoid muscles; envelops the muscles of mastication and covers the submandibular gland; contributes to the lateral aspect of the carotid sheath. Middle layer (visceral fascia) is composed of two divisions- (1) muscular division which surrounds the strap muscles and (2) visceral division which surrounds buccinator, pharyngeal constrictor muscles, larynx, trachea, esophagus, thyroid, and parathyroid glands; forms the pre-tracheal fascia; contributes to the buccopharyngeal fascia and the medial aspect of the carotid sheath. Deep layer (prevertebral fascia) divides into 2 layers- (1) prevertebral layer which envelops the paraspinous muscles and cervical vertebrae; covers the scalene muscles and forms the floor of the posterior triangle; and contributes to the posterior carotid sheath (2) alar layer separates the retropharyngeal and danger spaces and covers the cervical sympathetic trunk.
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Sleep Apnea and Sleep Disorders



 



 



OSA results from collapse of the pharyngeal airway during sleep. Multifactorial but largely due to the interaction of an easily collapsible upper airway with the relaxation of the pharyngeal dilator muscles, which happens during sleep. Risk factors: Obesity, soft tissue hypertrophy, and craniofacial characteristics such as retrognathia. Adenotonsillar hypertrophy is the major cause of obstructive sleep apnea in children.



 



The most common symptoms of OSA include loud snoring, restless sleep, and daytime hypersomnolence. Other symptoms: Observed apnea, choking, or gasping episodes, morning fatigue or irritability, memory loss, decreased cognitive function, depression, personality or mood changes, decreased libido and impotence, morning and nocturnal headaches, nocturnal sweating, nocturnal enuresis
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Gold standard for diagbosis of OSA: Polysomnography (PSG). Weight loss should be recommended for all overweight patients with OSA. CPAP is effective in reducing the apnea-hypopnea index and in subjectively improving sleep quality Fluticasone has shown some success in treating OSA patients with coexistent rhinitis Modafinil is a central stimulant of postsynaptic alpha1-adrenergic receptors, which acts by promoting alertness. It is currently used for treatment of narcolepsy and idiopathic hypersomnia



NECK SPACES  Many of the compartments openly communicate with each other  Some spaces are contiguous with distant regions of the body  Organized by their location Face (buccal, canine, masticator, parotid) Suprahyoid neck (peritonsillar, submandibular, sublingual, parapharyngeal) Infrahyoid neck (anterior visceral) Length of the neck (retropharyngeal, danger, prevertebral, carotid) DEFINITION OF TERMS  Apnea- a cessation of airflow for at least 10 seconds  Hypopnea- a reduction in airflow (≥30%) at least 10 seconds with ≥4% oxyhemoglobin desaturation OR reduction in airflow (≥50%) at least 10 seconds with ≥3% oxyhemoglobin desaturation or an electroencephalogram (EEG) arousal  Respiratory effort-related arousal (RERA)- Sequence of breaths for at least 10 seconds with increasing respiratory effort or flattening of the nasal pressure waveform leading to an arousal from sleep when the sequence of breaths does not meet the criteria for an apnea or a hypopnea  Obstructive- Continued thoracoabdominal effort in the setting of partial or complete airflow cessation  Central- The lack of thoracoabdominal effort in the setting of partial or complete airflow cessation  Mixed- A respiratory event with both obstructive and central features. Mixed events generally begin as central events and end with thoracoabdominal effort without airflow
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Most common otolaryngologic emergency Most common etiology is idiopathic, followed by primary neoplasms and traumatic or iatrogenic ETIOLOGY Local  Idiopathic  Trauma: Nose picking, foreign body, Nasal oxygen, Nasal fracture  Inflammatory/infectious: viral rhinosinusitis, allergic rhinosinusitis, bacterial rhinosinusitis, granulomatous diseases, environmental irritants  Primary neoplasm: hemangional, hemangiopericytoma, nasal papilloma, pyogenic granuloma, angiofribroma, carcinoma  Structural: septal deformity, septal perforation  Drugs: topical nasal steroids, cocaine abuse General/ Systemic causes  Hypertension  Arteriosclerosis  Platelet deficiencies, dysfunction  Leukemia  Hereditary hemorrhagic telangiectasia  Organ failure
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The philosophy of management for epistaxis: (1) establish the site of bleeding, (2) stop the bleeding, and (3) treat the cause. Endoscopic bipolar diathermy treats most cases of epistaxis. If a bleeding point cannot be found, ideally the nose is packed with an absorbable hemostatic agent that produces minimal mucosal trauma. Endoscopic sphenopalatine artery ligation (ESPAL) has replaced the need for posterior nasal packs, other than in an emergency situation to control profuse bleeding. Persistent posterior epistaxis can be controlled by percutaneous embolization of bleeding arteries.



RELEVANT ANATOMY  Terminal branches of the external and internal carotid arteries supply the mucosa of the nasal cavity, with frequent anastomosis between these systems.  Various anastomoses on the ipsilateral side between the internal and external carotid systems exist as well as crossover to the contralateral side.  The terminal branches of the external carotid artery that supply the nasal cavity are the facial artery and the internal maxillary artery.  The internal carotid artery supplies the nasal mucosa via the ethmoidal branches of the ophthalmic artery.  The anterior nasal septum is the site of a plexus of vessels called Little's or Kiesselbach's area, which is supplied by both systems.  The majority of posterior idiopathic bleeds are from the septum, usually from the septal branch of the sphenopalatine artery.  The branching pattern of the sphenopalatine artery is complex—most commonly there are two or three branches medial to the crista ethmoidalis, sometimes even more.
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Benign Tumors of the Sinonasal Tract



    







Pathogenesis depends on defining specific types of rhinosinusitis: acute bacterial rhinosinusitis (ABRS), chronic rhinosinusitis (CRS), and acute exacerbation of chronic rhinosinusitis (AECRS). Although acute rhinosinusitis usually is the result of a viral infection, ABRS occurs primarily because of Streptococcus pneumoniae, Haemophilus influenzae, Moraxella catarrhalis, or Staphylococcus aureus. Invasive fungal rhinosinusitis is an aggressive, life-threatening infection that occurs in immune-compromised individuals and is caused most often by Mucormycosis and Aspergillus.



Most common benign tumor of sinonasal tract: Osteoma Second most common: inverted papilloma Inverted papilloma is the most common surgical indication for benign tumors of the sinonasal tract. Osteomas more frequently involve the frontal sinus. Juvenile angiofibroma is a benign lesion histologically characterized by vascular endothelium–lined spaces embedded in a fibrous stroma that typically affects young male adolescents. It is considered more of a vascular malformation than a tumor Lobular capillary hemangioma is a rapidly growing lesion characterized by a proliferation of capillaries arranged in lobules and separated by a loose connective tissue stroma, often infiltrated by inflammatory cells.



Major Signs/Symptoms  Facial pain/pressure  Facial congestion/fullness  Nasal obstruction/blockage  Nasal discharge/purulence  Hyposmia/anosmia  Purulence on nasal examination  Fever Minor Signs/Symptoms  Headache  Fever (nonacute rhinosinusitis)  Halitosis  Fatigue  Dental pain  Cough  Ear pain/pressure/fullness 



 







 



Unilateral nasal obstruction is the  most common symptom in patients with either benign or malignant tumors of the sinonasal tract.  Osteomas are associated with frontal headache in the absence of any other nasal complaint Unilateral nasal obstruction and  epistaxis are the most common heralding symptoms of small to intermediate-size juvenile angiofibromas. Lobular capillary hemangioma appears at endoscopy as a red to purple mass, not larger than 1 cm, associated with epistaxis.
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Supportive therapy for viral rhinosinusitis Appropriate antibacterial and/or antifungal treatment



DEFINITION OF TERMS  Acute bacterial rhinosinusitis has been defined as sudden in onset and with duration of less than 4 weeks.  Chronic rhinosinusitis is a group of disorders characterized by inflammation of the mucosa of the nose and paranasal sinuses of at least 12 consecutive weeks’ duration.  Acute exacerbation of chronic rhinosinusitis is used to describe an acute flare-up in a patient with CRS



Assessment: endoscopy, imaging studies, and, if required, histologic examination to establish an accurate diagnosis. Key point for successful removal of inverted papilloma is resection along the subperiosteal plane with drilling of the bone underlying the diseased mucosa. Surgery is the treatment of choice for lobular capillary hemangioma, and radical resection can be performed through an endoscopic approach even in large lesions
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Vocal nodules, laryngeal polyps, mucosal hemorrhage, intracordal cysts, mucosal bridges, glottic sulci Two most common risks: high intrinsic tendency to use the voice (talkativeness, extroversion) and a high extrinsic “opportunity or necessity” to use the voice (driven by occupation, family needs, social activities, and avocations) Vocal Nodule



Vocal Fold Hemorrhage and a Unilateral (Hemorrhagic vocal Fold Polyp)



  



 







Symptoms: loss of high soft singing, increased day-to-day variability of singing voice capabilities, phonatory onset delays, reduced vocal endurance, and a sense of increased effort.



General Management Options:  Hydration  Sinonasal Management  Management of Acid Reflux Laryngopharyngitis  Relative vocal rest  Laryngeal instillations for mucosal inflammationmono-p-chlorophenol, topical anesthetics, mild vasoconstrictors



Lesions of proven chronicity Occur mostly in persons that are almost always vocal overdoers Pathophysiology- vibration that is too forceful or prolonged causes localized vascular congestion with edema at the midportion of the meSmbranous (vibratory) portion of the vocal folds, where shearing and collisional forces are greatest. Long-term voice abuse leads to some hyalinization of Reinke's potential space and, in a subset of cases, some thickening of the overlying epithelium.



 



Shearing forces acting on capillaries within the mucosa during extreme vocal exertion Extravasation of blood from a deeper capillary may lead to focal accumulation of blood causes significantly more and longer-lasting hoarseness and may be the precursor of a hemorrhagic polyp



 



   



 



Intracordal Cysts



   



Most prominent finding is a history of vocal overuse Classified as either mucus retention or epidermoid inclusion Mucus retention (ductal) cysts arise when the duct of a mucus gland becomes plugged and retains glandular secretions Epidermoid cysts contain accumulated keratin.
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RELEVANT ANATOMY  Medially to laterally, the membranous vocal fold is made up of squamous epithelium, Reinke's potential space (superficial layer of the lamina propria), the vocal ligament (elastin and collagen fibers), and the thyroarytenoid muscle.  Perichondrium and thyroid cartilage provide the lateral boundary of the vocal fold



Signs and symptoms: Chronic hoarseness or repeated episodes of acute hoarseness. More sensitive symptoms: loss of the ability to sing high notes softly; delayed phonatory onset; increased breathiness, roughness, and harshness; reduced vocal endurance; a sensation of increased effort for singning; a need for longer warm-ups; day-to-day variability of vocal capabilities Bilaterally occurring Medical management: good laryngeal lubrication through general hydration; treatment of allergy and reflux when present Behavioral: speech or voice therapy for vocal overdoer Surgical: when nodules of whatever size persist and the voice remains unacceptably impaired after adequate trial of therapy (generally a minimum of 3 months). Removal using microdissection techniques Abrupt onset of hoarseness during extreme vocal effort Laryngeal examination demonstrates a largely unilateral lesion in the node position, a contact reaction—or nodule if the person is a vocal over-doer-—on the fold opposite the polyp Medical treatment: the intake of anticoagulant medications (e.g., aspirin, nonsteroidal antiinflammatory drugs, warfarin) should be stopped. Surgical: Evacuation of blood through a tiny incision in a recent large hemorrhage that looks like a blood. A long-standing polyp—whether hemorrhagic or end-stage and pale—should be trimmed away superficially at the time the spot coagulations take place Excellent prognosis for full return of vocal functioning after precision surgery. Mucus retention cysts often originate just below the free margin of the fold with significant medial projection from the fold Medical treatment: General supportive measures Behavioral: Voice therapy is more appropriate for persons with epidermoid cysts and often is not needed in those with the mucus retention variety Surgery: Patients with large mucus retention cysts and no history of voice abuse may be scheduled for surgery promptly
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Maxillofacial Trauma Injuries of the facial skeleton The management is sometimes thought of as “facial orthopedics” -







Most common cause of chronic laryngitis is reflux. Most common cause of acute laryngitis in the general population is viral, as part of an upper respiratory infection. Vocal abuse, misuse, and overuse can contribute to phonotrauma. This may result in vocal fold hemorrhage and edema in addition to incurring changes at the molecular level







Wide array of symptoms which may be closely associated with acute respiratory tract infection







Voice rest, steroids, and other medications. Anecdotally, however, voice rest is quite useful to reduce further acute injury, particularly if there is a hemorrhagic component to the laryngeal injury.



Fractures must be classified: frontal, skull base, naso-orbital-ethmoid, orbital wall, zygomatic, maxillary, and mandible.







Numerous classification systems have been suggested for the upper face, but they offer little to the planning of the treatment approach. Mandibular (Lower third) fractures are for the most part classified by the anatomic region in which they occur and by their severity. Severity typically includes simple, comminuted, or avulsive (bone loss). Le Fort classification scheme for the Middle Third of the face







Generally accepted that because most maxillofacial injuries are considered contaminated due to communication with the nose, sinuses, and/or oral cavity Antibiotic treatment should be initiated at the time the patient initially presents. Upper third is often accessed via a coronal incision Middle third bones are accessed from above via a coronal incision, centrally through orbital incisions, and from below transorally via sublabial transmucosal approaches to whatever extent is possible, minimizing use of transcutaneous approaches. Mandible is approached transmucosally whenever possible. Repair must overcome tension forces during mastication. Proper restoration of occlusion is key to reduction of tooth-bearing bones Rigid fixation allows for anatomic repair and early restoration of function, but requires precise repositioning and adherence to technical principles.











  











Le Fort I



Le Fort II



Le Fort III
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 “horizontal maxillary fracture”  Above the level of the maxillary dentition, separating the alveoli and teeth from the remaining craniofacial skeleton  Crosses the nasal septum  Posteriorly it completes the fractures through the posterior maxillary walls and pterygoid plates  “pyramidal fracture”  Starts one side at the zygomaticomaxillary buttress, crosses the face in a superomedial direction, fracturing the inferior orbital rim and orbital floor, traverses the medial orbit, crosses the midline at the nasal root or through the nasal bones, and then travels inferolaterally across the contralateral side of the facial skeleton  Like the Le Fort I, it fractures the nasal septum, the posterior maxillary walls, and the pterygoid plates.  “complete craniofacial separation”  At the level of the skull base, separating the zygomas from the temporal bones and frontal bones, crossing the lateral orbits and medial orbits, and reaching the midline at the nasofrontal junction  Also fractures the nasal septum and the pterygoid plates.
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Malignant Otitis Externa - aka necrotizing otitis externa











Inflammatory (typically infectious) disorder of the external ear canal. Abrogation of the hydrophobic ceruminous coating which exposes the underlying epithelium to water and other contaminants, leading to edema and excoriation of the epithelial layer. These violations of the epithelium allow for bacterial infection. Fungal infections of the external canal are generally considered to be opportunistic, occurring after treatment of bacterial infection Malignant or necrotizing otitis externa is a life-threatening infection that requires a high index of suspicion and proper selection of radiographic and nuclear studies for prompt diagnosis An aggressive and potentially fatal infection originating in the external canal, with progressive spread along the soft tissues and bone of the skull base, ultimately involving intracranial structures Most cases are caused by P. aeruginosa followed by S. aureus.



















 



Pain is a common symptom associated with bacterial infection, which may be severe and is exacerbated by manipulation of the auricle or the tragus. Itching may be experienced in early bacterial infections, and in fungal infections and in all forms of chronic otitis externa. Aural fullness and decreased hearing may be experienced in any case of otitis externa resulting in accumulation of debris in the ear canal. Otorrhea is more common in bacterial infections.







Long-standing otalgia, which can be severe, and otorrhea. The hallmark finding: granulation tissue protruding through the floor of the ear canal at the bony-cartilaginous junction







 



 







Chronic Otitis Media with Choleastatoma



 



Cholesteatomas are epidermal inclusion cysts of the middle ear or mastoid There are four basic theories of the pathogenesis of acquired aural cholesteatoma: (1) invagination of the tympanic membrane (retraction pocket cholesteatoma), (2) basal cell hyperplasia, (3) epithelial ingrowth through a perforation (the migration theory), and (4) squamous metaplasia of middle ear epithelium











Some cholesteatomas are  asymptomatic, whereas others become infected and rapidly cause bone destruction  Symptoms: Slowly progressive conductive hearing loss, chronic otitis with purulent otorrhea  
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Meticulous debridement of the ear canal is a crucial first step in managing all infections Most cases of external otitis should be managed with topical medications Infections that have spread beyond the confines of the ear canal skin require culture-directed systemic antibiotics



High-resolution computed tomography (CT) scans will show small cortical erosion of the tympanic bone and is a useful first-line test. Administration of antipseudomonal antibiotics is the cornerstone of treatment. In more advanced stages, parenteral antibiotics may be indicated initially, with discharge of the patient home on oral fluoroquinolones. Total duration of treatment is typically 6 weeks, or as indicated by the results of radiologic studies and clinical response. The diagnosis of cholesteatoma is made on otoscopic examination, including endoscopic and microscopic evaluation or surgical exploration. High-resolution CT is useful for operative planning and is recommended for all revision mastoid operations. Cholesteatoma can be eradicated from the temporal bone only by surgical resection Goals of surgery are to eradicate disease and manage complications and, secondarily, to reconstruct the middle ear.



Advantages Canal wall-up - Physiologic position of tympanic membrane - Enough middle ear space - No mastoid cavity problem



Disadvantages Canal wall-up - Residual and recurrent cholesteatoma may occur - Incomplete exteriorization of facial recess - Second-stage operation often required Page 8 of 15
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Tympanosclerosis



  







Otitis Media vs. Otitis Media with effusion: Unlike acute otitis media, otitis media with effusion does not necessarily present with initial pain. Acute otitis media is often preceded by a viral infection of the upper respiratory tract. Initial symptom is otalgia. Fever is usually present during the first 24 hours. Perforation of the tympanic membrane is manifested by aural discharge and an improvement or resolution of otalgia. OME refers to an inflammatory effusion BEHIND an intact tympanic membrane that is not associated with acute otologic symptoms or systemic signs. The major symptom is hearing loss. A consequence of resolved otitis media or trauma Acellular hyalin and calcified deposits accumulate within the tympanic membrane and the submucosa of the middle ear Often leads to conductive hearing loss caused by ossicular fixation



Conservative Treatment: Removal of entrapped keratin, Irrigation with 1:1:1 distilled white vinegar, distilled water, and 70% isopropyl alcohol for stabilization  Surgical: Atticotomy- transcanal, simple mastoidectomy, canal wall-up procedure with or without facial recess approach, canal wall-down procedure-radical or modified mastoidectomy  Complications: Hearing loss- conductive, sensorineural, mixed type Labyrinthine fistula- mainly horizontal semicircular canal, rarely cochlea Facial nerve paralysis- acute or chronic Intracranial infections Brain hernia or cerebrospinal fluid leakage 



Tympanosclerotic plaques within the tympanic membrane appear as a semicircular crescent or horseshoeshaped white plaque within the tympanic membrane
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Canal wall-down - Residual cholesteatoma easily found on ff up evaluation - Recurrent cholesteatoma rare - Total exteriorization of facial recess



Canal wall-down - Mastoid cavity problem often - Middle ear shallow and difficult to reconstruct - Position of pinna may be altered



Often leads to conductive hearing loss caused by ossicular fixation. Tympanoplasty and ossicular reconstruction (stapedectomy and total ossicular reconstruction) can be performed
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Benign Paroxysmal Positional Vertigo



   



Objective tinnitus arises from vascular or  muscular sources. source , with a pulsatile quality  Subjective tinnitus is not audible to an observer The two most common types of hearing loss associated with tinnitus are noise-induced hearing loss (NIHL) and presbycusis.



Most common peripheral vestibular disorder In most cases of BPPV, no specific etiologic disorder can be identified Most common known cause was closed head injury, followed by vestibular neuritis Canalithiasis of the posterior semicircular canal is the most frequent cause of BPPV.











 



Perception of sound without an external stimulus/source Severe debilitating tinnitus is frequently associated with depression, anxiety, and other mood disorders



Treatment Strategies:  Auditory deprivation and Neural plasticity  Acoustic stimulation  Ambient stimulation- use of supplemental environmental sound  Personal listening device- flash memory music players  Total masking therapy- use of sound with spectral characteristics and sufficient volume to render the tinnitus inaudible.  Acoustic desensitization  Cognitive behavioral therapy for tinnitus



Hallmark: brief spells (lasting seconds) of often severe vertigo that are experienced after specific movements of the head Head movements triggering symptoms: rolling over in bed and extreme posterior extension of the head as if looking under a sink Symptoms occur suddenly and last on the order of seconds but never in excess of a minute Observing the classic eye movements in association with the Dix-Hallpike maneuver



 



First-line therapy for BPPV is organized around repositioning maneuvers Epley Maneuver for posterior BPPV - The patient's head is turned to the right at the beginning of the canalith repositioning maneuver. - Patient is brought into the supine position with the head extended below the level of the gurney. - The head is moved approximately 180 degrees to the left while keeping the neck extended with the head below the level of the gurney. - The patient's head is further rotated to the left by rolling onto the left side until the patient is face down. - Patient is brought back to the upright position



Dix-Hallpike maneuver- The patient is positioned supine on an examination table with the head extending over the edge. The patient is lowered with the head supported and turned 45 degrees to one side. The eyes are carefully observed. If no abnormal eye movements are seen, the patient is returned to the upright position. The maneuver is repeated with the head turned in the opposite direction and finally with the head extended supine.



- pattern of response consists of the following: (1) The nystagmus is a combined vertical up-beating and rotary (torsional) component beating toward the downward eye (2) A latency of onset of nystagmus (seconds) is common. (3) Duration of nystagmus is short (less than 1 minute). (4) Vertiginous symptoms are invariably associated. (5) The nystagmus disappears with repeated testing (i.e., it is fatigable). (6) Symptoms often recur with the nystagmus in the opposite direction on return of the head to the upright position TOPNOTCH MEDICAL BOARD PREP OTORHINOLARYNGOLOGY SUPPLEMENT HANDOUT For inquiries visit www.topnotchboardprep.com.ph or email us at [email protected]
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“idiopathic endolymphatic hydrops” Pathologic basis: distortion of the membranous labyrinth. The hallmark of this distortion is endolymphatic hydrops Inadequate absorption of endolymph by the endolymphatic sac that changes in the anatomy of the membranous labyrinth as a consequence of the overaccumulation of endolymph.



 



Triad of hearing loss, tinnitus, and vertigo Acute attacks are superimposed on a gradual deterioration in sensorineural hearing in the involved ear, typically in the low frequencies initially. Vertigo



Deafness



Tinnitus



-



Recurrent 20 min to 24 hours (+) nystagmus Nasesea and vomiting during spells is common No neurologic symptoms Fluctuates Sensorineural Progressive, usually unilateral Variable, often lowpitched Usually unilateral Subjective



 Therapy of Meniere's disease is aimed at the reduction of its associated symptoms  Almost all proven therapies are directed at relieving vertigo, which usually is the most distressing symptom.  Dietary modification and diuretics- to reduce endolymph volume by fluid removal or reduced production  Vasodilators
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Bell’s Palsy



  







Ramsay Hunt Syndrome



 







Abrupt, idiopathic facial paralysis Bell's palsy is a diagnosis of exclusion Proposed causes of Bell's palsy: microcirculatory failure of the vasa nervorum, viral infection, ischemic neuropathy, and autoimmune reactions. Viral hypothesis has been the most widely accepted. However, no virus has ever been consistently isolated from the serum of patients with Bell's palsy.







Symptomatology: (1) paralysis or paresis of all muscle groups of one side of the face; (2) sudden onset; (3) absence of signs of central nervous system (CNS) disease; and (4) absence of signs of ear or cerebellopontine angle disease.



 



Mainstay of treatment: corticosteroids When facial paralysis occurs in the setting of chronic otitis media (suppurative or cholesteatoma), the first line of treatment is to resolve the ear disease; subsequent recovery from the facial paralysis is the usual outcome in this setting.



Herpes zoster facial paralysis Associated with Varizella Zoster Virus infection (and the presence of skin vesicles on the pinna, retroauricular area, face, or mouth. Reactivation of the latent virus







Causes more severe symptoms and patients are at higher risk for the development of complete nerve degeneration







Management of patients with herpes zoster, including cephalic zoster, consists of systemic corticosteroids Antiviral agent acyclovir also is recommended to treat herpes zoster facial paralysis.
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Basal Cell Adenoma



 



Canalicular Adenomas







Papillary Cystadenoma Lymphomatosum—



   



Salivary GlandsMalignant Neoplasms







 



aka Benign Mixed Tumors Most common neoplasm of the salivary gland Possess both epitheliod and connective tissue components The risk of malignant transformation in pleomorphic adenoma is 1.5% within the first 5 years of diagnosis but increases to 10% if observed for more than 15 years. Occur in the parotid gland and minor salivary glands of the upper lip Slow-growing, asymptomatic mass



  



Benign neoplasms of predominately oral minor salivary glands, the upper lip being the most common site. Warthin's Tumors Second most common benign salivary gland neoplasm behind pleomorphic adenoma. Found almost exclusively in the parotid gland. Associated with cigarette smoking, which may be due to irritation of ductal epithelium by tobacco smoke, which initiates tumorigenesis.







Malignant neoplasms of the major and minor salivary glands are rare, comprising approximately 3% of all head and neck malignancies. Vast majority occurs in the parotid gland and the fewest in the sublingual gland. Diverse and heterogeneous, their behavior and resulting clinical management are highly dependent on their histologic type















 







Painless, slow-growing masses Solitary, firm, round tumors Major salivary glands have a capsule, although varying in thickness and completeness, whereas pleomorphic adenomas of the minor salivary glands are usually nonencapsulated.







Well-circumscribed, solid tumor with a graywhite to pink-brown cut surface. Parotid basal cell adenomas are characteristically encapsulated, whereas those of minor salivary gland origin may lack a capsule. Asymptomatic, slowly enlarging mass.











Benign salivary gland tumors should be excised completely with an adequate margin to avoid local recurrences. Generally tumors in the parotid gland are removed with an adequate cuff of surrounding normal tissue, and the facial nerve is dissected and carefully preserved. The extent of dissection of the facial nerve and the amount of parotid tissue resection depend on the size, location, and histology of the tumor. Larger tumors of the superficial lobe, however, usually require a complete superficial parotidectomy. Deep lobe tumors require a total parotidectomy, with facial nerve preservation. If the tumor originates from a minor salivary gland, the tumor and a cuff of normal tissue should be excised.



Asymptomatic, slow-growing mass often in the superficial lobe of the parotid gland at the angle of the mandible. Few patients will present with swelling, pain, and other inflammatory changes, which may be secondary to an immunologic response of the lymphoid element Spheric or ovoid masses that are encapsulated with a smooth or lobulated surface.



Symptoms range from indolent asymptomatic masses to rapidly growing painful masses with progressive facial nerve paralysis. Magnetic resonance imaging (MRI) is the radiologic modality most often recommended to assess salivary gland neoplasms if there are no contraindications.
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Primarily treated surgically when resectable Surgical: parotidectomy Adjuvant radiotherapy Chemotherapy is limited to palliative treatment of locally advanced unresectable, recurrent, and metastatic disease.
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and, quite often, their grade Mucoepidermoid carcinoma is the most common salivary gland malignancy. The majority of cases occur in the major salivary glands.







In general, benign epithelial neoplasms and low-grade malignancies have low T1-weighted and high T2-weighted signal intensities. High-grade carcinomas tend to have low-tointermediate signal intensities on both T1-weighted and T2-weighted imaging.



Malignant Neoplasm of the Nasopharynx Angiofibroma



  



Usually in adolescent males (10 to 25 years) Lcoally infiltrative and has wide-based attachment to its surrounding related anatomy Slow-growing vascular tumor in the area of the sphenopalatine foramen



   



Nasopharyngeal Carcinoma



 



It is common in certain ethnic groups, with the highest incidence in southern China, Hong Kong, and southeast Asia. 3 main factors associated: genetic, environmental, and EBV



  



 



Sessile, lobulated, rubbery dark red to tan gray mass that can be large in size. Unencapsulated and composed of an admixture of vascular tissue and fibrous stroma Presents with nasal obstruction (usually unilateral), epistaxis, blood-stained sputum, and serous otitis media Duration of symptoms is long and often mild and innocuous Most common presentation: presence of a neck lump (due to metastatic disease in the cervical lymph nodes) The nodal metastasis is usually located in the superior aspect of the neck, corresponding to high level V and level II. The next most common presenting symptom or signs is that of blood-stained saliva or sputum Examination of the nasopharyn usually reveals an exophytic mass that may occupy the whole postnasal space WHO Classification of Nasopharyngeal Carcinoma
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Primary treatment: surgical extirpation



 



Treated by radiation Stage I and II NPC are treated by radiation only Stage III and stage IV patients are treated by concurrent chemotherapy and radiation Stage IV with locally advanced disease may be better controlled by neoadjuvant cisplatin followed by chemoradiation. Indications for surgical treatment of NPC are currently for local and regional recurrences
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Papillary Carcinoma



   



Follicular Carcinoma



  



Anaplastic Carcinoma



  



Medullary Thyroid Carcinoma



  



Most common form of thyroid malignancy Women > men 2:1s Spontaneous occurrence from history of lowdose radiation exposure Can be calssified based on size and extent of primary lesion: occult, intrathyroid, and extrathyroid Only 10% of thyroid malignanciess Mean age of 50 years Women> men 3:1



 



Firm, white, and encapsulateds Lesions arise from thyyroid follicular cells and contain papillary structures



  



  



One of the most aggressive malignancies, with few patients surviving 6 months beyond initial presentation Affect patients 60 to 70 years old Women > men 3:2







Arise from parafollicular C cells and may secrete calcitonin, carcinoembryonic antigen (CEA), histaminidases, prostaglandins, and serotonin Represent approximately 5% of all thyroid carcinomas May manifest along with papillary thyroid carcinoma because related mutations in RET are present in both disease







  



 



Solitary, encapsulated lesions Small follicular arrays or solid sheets of cells Degree of capsular invasion is important for progonsis



Areas of necrosis and macroscopic invasion of surrounding tissues, often with lymph node involvement. Sheets of cells with marked heterogeneity are present Patients have a long-standing neck mass that enlarges rapidly This sudden change is often accompanied by pain, dysphonia, dysphagia, and dyspnea. Intermediate behavior between well-differentiated thyroid cancers and anaplastic carcinomas. Neck mass associated with palpable cervical lymphadenopathy (≤20%) Local pain is more common and may be associated with dysphagia, dyspnea, or dysphonia
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Total thyroidectoly Monitoring of thyroiglobulin levels which should remain undetectable Generally with good prognosis







Patients diagnosed with a follicular lesion by FNAC should have a thyroid lobectomy with isthmectomy  Frozen sections should be analyzed to confirm gross evidence of adjacent cervical lymphadenopathy. A total thyroidectomy is recommended if carcinoma is identified.  Patients with minimally invasive follicular cancer have a very good prognosis, and the initial thyroid lobectomy may be sufficient treatment  Management of anaplastic carcinoma is extremely difficult, requiring a multidisciplinary approach  Surgical debulking for palliation  Initial therapy should ensure airway protection with a tracheostomy and nutritional support.  Poor prognosis: 2 to 6 months median survival  Measurement of secreted calcitonin is for the diagnosis and postsurgical surveillance  Measure CEA  Total thyroidectomy is the treatment of choice  Patients with familial MTC or MEN II should have the entire gland removed, even in the absence of a palpable mass  Initial surgical management should include bilateral central compartment neck dissection.
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