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Hearing Loss AR TRL, R Y

* The most common form of sensorineural hearing loss is due to cochlear pathology
(sensory hearing loss).

* Causes of hearing loss in children:

Prenatal 2 maternal infections, radiation, ototoxic drug use

Natal = hypoxia, mechanical ventilation, low birth weight, prematurity, hyperbilirubinemia

Note: A baby in the NICU treated with aminoglycosides + hyperbilirubinemia carries the
A highest risk for hearing loss.)

A
2 % Postnatal + early childhood = craniofacial syndromes, infections (meningitis), head trauma,
" ) neurodegenerative disorders, parental suspicion of hearing loss, speech delay

Note: Meningitis is the most common acquired cause of SNHL in children. Otitis

Media with Effusion (OME) is the most common cause of hearing loss in children
aged 3-5 years.
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Hearing Tests in Children - Clety
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* Cannot give a response = ABR / OAE

* Can give response = PTA, play audiometry, visual reinforcement
audiometry
fouse O WL EMistian,

~. *(OAE: sounds by(©uter hair cells in cochlea, screening tool, 80-90%
specificity + sensitivity, cannot detect auditory neuropathy
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~* ABR: can detect auditory neuropathy .
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Spectrum of(Mlcro}ha Severity

Excstos
XY OX:eomi

Hearing Loss Causes

ave 109/(\?0\/\ boned Smm\s
n Mhe oo caned. -

Svze

e External ear causes: microtia, atresia, infections, tumors, exostosis,
osteoma, wax impaction, tympanosclerosis — on tympmerichy s type As

__edliosentoR unden develoged Cseicles

» Middle ear causes: congenital, infections, TM perforation, tumors,

otosclerosis, eustachian tube dysfunction « ou o cdevoid 1o, 5 = B Glomos Aympanicun
> Lyening dve o aging
* Inner ear causes: congenital, presbycusis(Characterized by bilateral high-

frequency sensorineural hearing loss with a sloping pattern on an audiogram.) , mfectlon,
meniere, noise induced trauma, tumors (vestibular schwannoma),

ototoxicity, neurogenic, iatrogenic &
Most Common s o) g TeThe Mast impodawt 4 @rﬂmwg\ej oe okl alpod
v Bminoglyosides + Gentumiein [ sheptomyein | Am e
2. Pk -oused  dnemotherpy ;G pledin % Most Common Cawse, ol CmS.'m‘mP Sensoy newvad) earfing
3. Aspwin Loss [non - bronakic ) = 1s MW — veedidony Cuse
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» Subjective: trauma, meniere, presbycusis, ototoxicity, idiopathic,
otosclerosis, acoustic neuroma, systemic disease, middle ear effusion,
chronic otitis media, psychogenic, labyrinthitis, perilympahatic fisulta

* Objective: palatal myoclonus, vascular, acute middle ear infection

d/\PO\Q//@\K bxx\l%/wl/\z‘//u—%w\ A
’ G\ (7 Moshoy D85 ¢ 513y gt
*Treatment treat underlying cause, tinnitus retraining therapy, hearing

aids for hearing loss, tinnitus maskers (white noise) is the 15t line tx
,vsurgery (labyrinthectomy)
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Acute Otitis Media

o D
* Disease of children / , suppurative infectious process of middle
ear space lasting £ 3 wks ) oo 8

* Most common causative organism =2 Strep pneumonia

-

i . Bullous myringitis is typically caused by a viral infection.

2 ¢ * Other causes: H influenzae, Moraxella catarrhalis, Staphylococcus

s

* Factors influencing AOM: Eustachian tube dysfunction,

JJQY aureus, Group A streptococcus, Mycoplasma pneumoniae

Immune

dysfunction, ineffective mucociliary clearance due to ciliary dyskinesia
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Acute Otitis Media

* Sequence: Hyperemia = Exudation = Suppuration = Resolution 2

| OME | 5 Ohtis Nedi Ghsion veans: disdrage <
= perfvarhion
* Or Hyperemia = Exudation = Suppuration % Complications
mw CSOM with perforation Sppursthion —» Aischavae, (es Crom Eome Wners SF T

N2 Cidakion —» sthonze benind T T
* Treatment: first line = amoxacillin+clavulanic acid, Do not use cold compressors
on the legs during the hyperthermic phase

} * Penicillin allergy = use macrolides or second line fluoroquinolones

* Complications: mastoiditis, chronic perforation, labyrinthitis, facial
w\ paralysis, persistent hearing loss, Petrositis, septic lateral sinus

%:; o thrombosis, epidural/subdural/brain abscesses

i * Note: intracranial complications occur primarily via direct extension. The earliest symptom of an intracranial

Vg\ & complication is usuall ,

IV %

Andony o} Middle Ear
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Acute Otitis Media
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Stage of hyperemia
Stage of exudation

Stage of suppuration —
Stage of coalescence

Stage of complication
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* Glue ear/secretory otitis media 4 N achive, nfeckion
Foduadnian ot dysfon: Resdution of-

e Causes: ETD or after AOM, Allergy is the most common cause of serous OM

« Children with palatal clefts are highly prone to secretory otitis media.

Otitis Media with Effusion

* Hearing loss/ear fullness/tinnitus Even it Me Guetion stk Noened T Lo
; s ONn exam: normal/bulging/retracted TM,ﬂoubeing behind TM op d‘f}‘f Sysoric
IS v 0 s
s » » Management: watchful waiting for 3 months on nasal steroid spray e
5 fi and antihistamine, if not resolving or if there is speech delay then
o >~ myringotomy with grommet tube insertion is done +/-
@;},/Pvadenoidectomy. % OME 15 The Mogt Commm
7 . . . . -
* Balloon dilation of the ET is also an option owst C‘Z’W*“a;‘:% ey
Ya) A Y1es -
Conenmel oe = Venhlbobion Sube w0 felh s

éi‘fhnc M/C Cose of OME 18 e dlgsBon



Chronic Otitis Media
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Cholesteatoma: Definite diagnosis is done by
Otoscopy.

Chronic otitis media

'

= Mucosal disease

o

(chronic suppurative
otitis media)

NVIVELYS
EPLIINVE
Discharge
Perforation
4~Granulations
#~Polyp
Cholesteatoma
Complications
Audiogram

I
CTnactives

(permanent (adhesive otitis
perforation) media)

= Tubotympanic ope

Profuse, mucoid, odourless
Central

Uncommon

Pale

Absent

Rare

Mild to moderate conductive deafness

!

Squamosal disease
l

| }

Retraction pockets (in pars Active
tensa or pars flaccida or (cholesteatoma
also called atelectatic ear) with discharge)

Atticoantral orpe = Mwlestaudona

Scanty, purulent, foul smelling squompsu
Attic or marginal RTINS

<Common —
d and fleshy

,_B'ES_e_nt locL cnde Seedoma %\Ouo\,kj veweede,
Common

E Conductive or mixed deafness]

L Yavasion.



)ﬂ/\eoﬁ
NO |\

Chronic Otitis Media

ol
Eustachian tube obstruction V& Ovuasuve
N e M‘AOUL cas Basal cell hyperplasia Cholesteatoma
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Persistent negative pressure in middle ear ~Ave to  Eosachan tse Ays. 1z

.
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Attic or posterosuperior retraction pocket
I\ ’\’\/\CCM\/) NO. 2
Metaplasia of Primary acquired Proliferation of e
’ —> +—— N : 2 %
middle ear mucosa cholesteatoma basal layer ~ “\prpasio <<% 7
‘ Epithelial e
\ ﬂ“’\t, b(/&d cone
Subclinical infections Cell Epmlehalmgm e
of middle ear B A s "
Repeated infection Acute necrotizing ;-' i
through perforation otitis media
Large central or wwer €av’ Ba ﬂoraﬁoni
marginal perforation Ml le P N
l Eav Squamous metaplasia
R e w N #
Metaplasia of Epithelial migration : W \\W\D\“S‘“ _
middle ear mucosa through perforation s MG o Q é’/‘,\}g
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holesteatoma With tholesteatoma
' !

i : i i S :
Traumatic TM perforation: The management of a recent dry, et poriomin Dry perforation | (eoWU or CWD procedure with &
traumatic rupture is watchful observation and protecting the ear l without tympanoplasty
against water (no immediate antibiotics or repair).
° i i . i i i « TopicAl antimicrobials
Complications: Intracranial comp!lFatlons can occur through Al oniEtils o Uebiod Sk
vascular channels, local osteomyelitis, or skull fractures, but NOT * Pre€autions %
from congenital defects. l 1! ,PW Aalestesdomen
9 0 \i‘ Persistent discharge Dry perforation
AN .
: L . \ NO ' S declang(
* C}«xo\gﬁ\-mbm S a chyneed, JAO\.@Y\OE;\S Q\ AN . l l ‘(— Q Faked iy e
- ympanoplasty Myringoplasty o0 maOMp 2mis, ) o
do on T ey — >3 Rane. €T . ’S with or without or i ‘
e do 0 ey - e 9 sy | oy S e gt
Wit igh Rosuliion £ A111S Segriced Exarminahion ~=>RI0
Canal wall up procedure 4—)¥\-> Canal wall down procedure Aroeekuron
Meatus Normal appearance Widely open meatus communicating with mastoid
Dependence Does not require routine cleaning Dependence on doctor for cleaning mastoid cavity once ¢ CoM 4 NO \W\SUL’&, £€4kum5__p M\{ ﬂ(ﬂ OPLC{S@
or twice a year
Recurrence or residual disease  High rate of recurrent or residual Low rate of recurrence or residual disease and thus a ,
cholesteatoma safe procedure X CDU ‘{» WQZ\' @@‘(CUQANO(\ ——BFKl‘N\Q(A‘(\D@\C&\’Q
Second look surgery Requires second look surgery after 6 months Not required J — SN XM
or 5o to rule out cholesteatoma
Patients limitations No limitation. Patient allowed swimming Swimming can lead to infection of mastoid cavity and it W(ﬂ\& JcO\\ﬁQ’\@ /\/\qs\/blﬁﬂ‘om\\j
Is thus curtailed Lo | \
Auditory rehabilitation Easy to wear a hearing aid if needed Problems in fitting a hearing aid due to large meatus Ag Wi@& A m\C,VdO\vJ \i’ W%XN&-

and mastoid cavity which sometimes gets infected dusravg
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/ - Deovarse necueing) l
(\) Intratemporal complications: Petrositis (Gradenigo syndrome), Facial
paralysis, Labyrinthitis

- Dov\o'S Capa) wirexe, 60 nerue Puss 'ﬁ'\v&u@h:
Ladpducens)

(2 Intracranial complications: Lateral sinus thrombosis, Meningitis,

Intracranial abscess Y
(D Severe ojm\ﬂfng o diehongye.
.
ot Resduing with
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External Ear Conditions o M e
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» Congenital disorders: Anotia, Microtia, Atresia of EAC, Accessory L
auricle, Auricular tags/Bat ears) Pre-auricular sinus/ cyst Cpnphcen°

. . . . . . -ﬁ X\/\ﬁ/\l\gva
* Acquired disorders: Auricular hematoma, Perichondritis, Cauliflower

ear, Keloids, Herpes Zoster oticus, exostosis, osteoma, malignancy
(squamous cell, basal)cell, melanoma) \
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2. celohhs or Skin = %W Pogens:

External Ear Infections

* Perichondritis (trauma, ear piercing,(l1V abx,incision and drainage for abscess)
* Herpes zoster oticus (varicella zoster, Ramsay Hunt, acyclovir, steroids, corneal

protection) n |
@ | ks & BrysiplS —o . PYopesS
* Otitis Externa ; E% @ b caae £ Enysip Shvep . preg)

Acute Localized otitis externa (Furuncle @ heat, analgesia, abx, incision and
drainage, icthammol on glycerin wick “~——

o< Acute diffuse otitis externa: humidity pseudomonasystaph aureus, oral and topical abx
vo' .. with topical steroid

@r
Chronic otitis externa: >2 months, long term topical steroid/antibiotic cream, surgery as
\/‘M » last resort

L.~ Otomycosig;: aspergilly; wl , immunosuppression, aural toileting, keep ears dry,
topical antifunga
vokv iy — D
'A;cwns = Malignant otitis externa: pseudomonas, DM, immunocompromised, psteomyelitis] ~ - ?Jiik
v technicium 99m scan, gallium scan, CT, abx for 3-4 months, glucose and pain control g
; A QfJJ\ v * O=) QDfm o@ anh p&dawunaﬁ—e @uﬂ{umdaw
\o D o g \ W2 .) ) N o)
Bowg Brsion D) o\ N @&wmxe, « %OP\CEL/\‘— C)@YEOW\ oQ‘(D\DSl OK/EDK, E@ QPYbQ( Xcatn



Vertigo

 VVestibular causes: BPPV, Vestibular neuritis, Meniere disease, Herpes
zoster oticus (Ramsay Hunt ), Labyrinthine concussion, Perilymphatic
fistula, Semicircular canal dehiscence, Cogan's syndrome, Recurrent
vestibulopathy, Acoustic neuroma, Drug induced ( aminoglycosides),
Otitis media, labyrinthitis, Cholesteatoma, Postsurgical

e Central causes: Migrainous vertigo, Brainstem ischemia, Cerebellar
infarction and hemorrhage, Chiari malformation, Multiple sclerosis
Episodic ataxia type 2

e Other causes of non specific dizziness: Cardiovascular, DM,
hypothyroidisim, dyslipidemia, vitamin deficiencies, malnutrition,
alcohol, psychogenic,...
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* Positional test: I§< Hallpike for @ disorder or otolith

* Corrective maneuvers: Epley, Brandt Daroff, Semont

* Nystagmus:

Peripheral = latency period, fatiguable, less than 1 min

Central = no latency, non fatiguable, more than 1 min

fast phase is away from affected side in peripheral
vertigo. e

—

* Visual fixation (frenzel lenses): suppresses peripheral lesion
nystagmus not central.



Dix-Hallpike maneuver for positional nystagmus

Latent penod
before onset of
positional
nystagmus

Duration of
Nnystagmus

Fatiguability

Direction of
nystagmus

Intensity of vertigo

Peripheral
disorder

2 to 20 seconds

Less than 1 minute

Fatiguing with
repetition

Only one type, usually
hornizontal/rotatory

Severe

Central
disorder

None

Greater than 1
minute

Nonfatiguing
May change
direction with a

given head position

Less severe,
sometimes none
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Acute Rhinosinusitis

* Definition: an inflammation of the mucosal lining of the nasal passage
and paranasal sinuses

* Most common causative organism? Rhinovirus) M0 G O@““‘SMQ

57 Q/’f * Other causes? Adenovirus, Strep pneumo, H. influenza, M. catarrhalis,
' Staph aureus [ Mok Common Buckrial

O ! M

* Which virus is associated with both Acute RS + conjunctivitis?

Ade nOVi Fus e Rel &yes 4(— Sreesswe Leavivadkion

* Sinuses most commonly involved in descending order? M>E>F>S Soveroid
+% AOM—BM vacmo(\(m Moo Thhmoid-

# Zhino Sinumns — RMino NXruS-




Acute Rhinosinusitis % Dnedpr OR
% \MU{@\[ L=t ML\!‘@W\OTY\\

[} [ . . /\M(\C)\/
* Major and minor criteria of symptoms of
RS? Table 2. Conventional Criteria for the Diagnosis of Sinusitis
. . . Based on the Presence of at Least 2 Major or 1 Major and =22
* Bacterial vs viral RS? 1. worsening Minor Symgtoms ' '
symptoms after initial improvement 2. - — S——
perS|Stent Sym ptoms >10days e Purulent anterior nasal discharge e Headache
3' hl h rade fever o P:::ulgnteor discolored posterior nasal oE:rnzasn:, pressure, of
. g g . L. NO NET’:D FU‘/ v 7 M , o(t:as:I c?)ngestiono:obsumtion o:-i:litosis
* Diagnosis is clinical 5, im0 grpemiad pdeds. Facal congostion o fllness =D o
e rFacial pamn or pressure e LOU
= |s surgery indicated? Only in cases of o Hypoamia or ancermia «Fenbi tfor subacute o
S . . i . . - —
- mooms COMplications (orbital, intracranial, bony  Jfewdiorscue snusiis oniy = Fatiguie
.+t & and chronic complications like blindness, Q”""""’“"e"“““"“"
L abscess, decreased visual acuity) W
C O,O\ ] (\Of
awte ﬁfl)inoﬁ'nvs ths % @\(5\3@{\/\‘\' Ly pPloms oV Crevioated Symptoms v 54\- N
£ Corplicchel - F‘F‘M 'nrhed \m@mvcmm“* =

1S ndgedhon for S Move tewn \O cles



Acute Rhinosinusitis

* Chandler Classification of Orbital Complications:

1. Preseptal cellulitis ess Seveve

2. Orbital cellulitis

3. Preseptal abscess | TV

4. Orbital abscess MIC awse of @ureus Sinos
> Mk B 7 s

5.

Cavernous sinus thrombosis: 80% fatal, ethmoiditis, coag +ve s
aureus, spiking fever)CN 6 first affected followed by 2,3 4, treated
with cephalosporin and metronidazole + anticoagulants

K Tbres Ouos n Covmrmons Saws are 0N 23,4 VN (6
J

LY FE b oY



Acute Rhinosinusitis

(e Most commgn\\/ihtracranial complication: subdural abscess

e Other intracranial complications: intracerebral abscess, epidural-dural
abscess, meningitis, cavernous sinus thrombosis, sagittal sinus
thrombosis

* Most common source of brain abscess: frontal sinus

“K BY@L\\/) AN(ESS —b E@nﬁd LNUS

EV2 CQ\\R‘NB\/L@N> 1IN )Yh@mb()SlS_g Erhmoud SNUS



Chronic Rhinosinusitis

* An inflammatory condition involving the paranasal sinuses and linings
of the nasal passages that lasts 12 weeks or longer.

* The diagnosis requires objective evidence of mucosal inflammation.

*(CRS is aqroliferative process with remarkable thickening of the

mucosa and lamina propria " maaznv%o(; Muiosa oo (T 31 e Do

 2/3 are without nasal polyposis (association with asthma+aspirin
intolerance)

* 1/3 with nasal polyposis

anbecherenad @)Lj 15 as%a'adnﬂ
odth - Do Lnusts

£ Aleny 40\05:(7&4%;& G;D;QUS




Chronic Rhinosinusitis

e Infective and Non infective

* Infective (non specific 955. pneumonia, Specific 2 TB, syphilis

¢ NOn |nfeCt|Ve: L= Not e Hypia. MU oggmism S22 Unpnic ,Jﬁ’/_uigt; N

in chvonic, Rnino Stausid.

7 i i : ) )
... Atrophic = females/klebsiella/trauma/iatrogenic/anosmia/nasal
> : . L |
nypesn ObStrU CtIO (@ %u\‘jﬁw\(\;u fom e P“hew{’j Excessive, Resecton °L e foroinedes - Relahed o foad ~uamly spic»jwa

o omosrmAaa

;’L”;\w.f_Hypertrophic - Non-allergic rhinitis (rhinitis medicamentosa, gustatory
s rhinitis, hormonal rhinitis, senile rhinitis, vasomotor) % swsic use ol sl drorgeshnds Cliphe Blocke)

" « ene b el 4o agiey More Tron A ?rcswi(ooﬁ_j)wbd L Mare Ahom | week)
~ost Allergic rhinitis é/Type 1 hypersensitivity/1st phase sensitization/2nd
Comron phase degranulation of mast cell with re-exposure/investigations (skin prick,

form ol RAST, IgE level, eosinophils, nasal challenge test)/ AR Tx / Desensitization —- e Mot
T \A Etetive

chrent Nowed Sterotd, s it
. . M 1 LY OT % Jnfq@d-me
Rrino SinusinS Ceg Ly Most spebie dest g o e
b oe) O SRt 4 Risk ot sheck. o e o ot clvag
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Chronic Rhinosinusitis cveiding e W&W%w@\*
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* Risk factors: Local (DNS,neoplasm, LPR, fareign body), systemic (AR,
asthma, AERD, CF, Vasculitis); oIIutantA/ initis medicamentosa,
Q infections ﬁspm Gt Pespivolir) i -

—> CKU\C\@\C/

S

* Most common causative organisms: S. Aureus., S. Pneumonia., M.
Catarhalis., H. Influenza., P. Aerogenosa

* Bacteria = Osteitis, biofilm, superantigen formation

* CRS with nasal polyps less prevalent than without nasal polyps but
associated with asthma

bt | Baby vt Nessal Pokyp—» rink o chc b



Chronic Rhinosinusitis
(D (D

* Polyps can be: idiopathic unilateral or bilateral, antrochoanal -
(noneosinophilic cyst like polyp from maxillary sinus), eosinophilic
polyps with asthma or AERD, systemic (CF+ churg strauss syndrome)

* CRS diagnosis = 2 or more cardinal symptoms of RS + documentation
of mucosal inflammation or mucopurulent discharge or nasal polyps
+/- sinus CT findings suggestive of CRS (Mo Mickenim)

* Samter’s triad: asthma/atopy , nasal polyps, aspirin sensitivity

- - I\
= s ol B AMters EY
Remember as

SANter’s

NASal polyp ﬁ @

v v v & Ny
ASpirin sensitivity %ﬁ



Chronic Rhinosinusitis

* Medical treatment of CRS is as effective as endoscopic sinus surgery,
combined with topical nasal steroids, both in polypoid &
nonpolypoidal CRS

* Indications for corticosteroids in rhinosinusitis: @pied Ceresbod
Acute rhinosinusitis

Prophylactic treatment of acute recurrent rhinosinusitis
Chronic rhinosinusitis without NP

Chronic rhinosinusitis with NP

Postoperative treatment of chronic rhinosinusitis with or without NP.



Chronic Rhinosinusitis

* Med Tx for CRS = Nasal steroids, antihistamine, nasal irrigation,
decongestant, oral steroid, antileukotrienes

2. Cases only
e ~
nased Rninh's
palyp Meclicawmentzio

* Complications > Mucoceles are chronic, slowly expanding lesions in
any of the sinuses that may result in bony erosion and subsequent
extension beyond the sinus. If the mucocele becomes secondarily

infected and the contents purulent, it is described a yocoeB




Epistaxis

2 age peaks (less than 10 and more than 50)
* Benign, self limiting, spontaneous, or recurrent

* Blood supply of the septum = ICA and ECA

A
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gpove (Kiesselbach’s plexus)
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* |CA = Ophthalmic artery + anterior and posterior ethmoid arteries

* ECA =2 Internal maxillary (greater palatine and sphenopalatine) and
e Fe

facial artery
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Epistaxis
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* Anterior epistaxis = 90% / children / kiesselbach’s plexus / bleeding

from nostrils

—= Posterior epistaxis 2 10% / eldery / woodruff’s plexus / bleeding into
throat (hemopty5|s/hemate£pe5|s) / g&plratlon / airway compromise

 Causes -2 idiopathic, local (trauma mflammatlon tumor, incorrect
use of nasal sprays), systemic (coagulopathies, AVM, HTN, Cardiovasc)

T s hereditzuy
> B\CC&T@ Tﬂb /n/\f/ ’W/\m —B RF%k OK'\' a&Pi{bL’{/lO\/\ Hereditary Hemorrhagic Telangiectasia (HHT), or Osler-Weber- '\/\GVV\Q)W/\/\D\ﬂ(C/

. Rendu syndrome, is an autosomal dominant genetic disorder (1
Cg) i\ in 5,000 people) causing abnormal blood vessel connections ’\DL\
<€’ A“/‘W&j YW ‘%\J (arteriovenous ma Iformations, or AVMs) . The primary symptom O\MMSLM
is frequent nosebleeds (epistaxis), along with mucocutaneous
telan gectases whi ch can lead to iron-deficiency




Epistaxis Management
210 Pnis Yemedymamially Unstube —s ABC XRCM%M‘MV il

1. Tamponade: pressure on septum for 10 min, ice packs, topical
decongestant

2. If persistent and visible source of bleeding, cauterize with silver
nitrate (chemical cautery) or electrocautery

3. If persistent and source of bleeding not clear, ballooning or foley’s
catheter posterior pack with anterior pack

4. |If persistent after the above measures and removal of packs,
surgery (ligation of arteries or surgery i.e. septodermoplasty)

5. If still intractable, embolization
**Hemodynamic stability and ABCs are first line in management.



AT HOME
TREATMENT

* PINCH

TIP of NOSE

with TWO FINGERS
for 15-2.0 MINS

* SIT UP

* SLIGHTLY
LEAN FORWARD
and TILT HEAD
FORWARD

IF BLEEDING
CONTINVES

.

(OSMOSIS.org

TOPICAL
NASAL SPRAYS

IN CASE of: HOSPITAL SETTING
¥ NGN_STOP BLEEDNG TREATMENT

NASAL
PACKING

* INSERT
GAVZE-LIKE
MATERIAL or
NASAL TAMPON
in NASAL CAVITY

v |

* MEDICATION
doesn't WORK

* POSTERIOR
EPISTAXIS

* VASOCONSTRICTIVE )
* LOCAL ANESTHETICS
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Nasal Trauma

* Consequences: epistaxis, fracture of nasal bone, fracture and
dislocation of septum, septal hematoma

* Types of fractures: 1) Only nasal bone 2) 2 bones due to lateral
trauma 3) ethmoid, skull base, orbit, mandible

, * Xray is enough
°@f: 1) type 3 fracture 2) CSF leak 3) multiple facial fractures

* Trauma: reduce fracture within 1 hour of injury, or wait 1 week for
edema to subside then fix fracture, or surgery (septorhinoplasty) if
trauma was months ago

* Complications: septal dislocation + septal hematoma —> septal
abscess = septal perforation/saddle nose deformity



Foreign Bodies in Nose

- Connat be seen on 2
* Organic material = inflammatory reaction

* Inorganic/inert material 2 no inflammation

* FB in nose - risk of aspiration
e Common in children and usually visible on anterior rhinoscopy

* Presentation: parents witnessing insertion of FB, nasal discharge, foul
odor, epistaxis, nasal obstruction, moutbreathing

* Magnets and disc batteries = septal perforation +/- saddle nose
deformity +/- inferior turbinate necrosis +/- nasal meatal stenosis +/-

collapse of alar cartilage
P 55 M ke Remoed Tmmeidly



Most Common Things -

* Most common type of rhinosinusitis overall is Viral rhinosinusitis

* Most common cause of acute viral RS is rhinovirus

* Most common cause of acute bacterial rhinosinusitis is strep. Pneumonia

* Most common type of chronic rhinosinusitis is allergic rhinosinusitis

* Most common symptom of viral rhinosinusitis is watery discharge

* Most important part of the treatment of acute rhinosinusitis is PAINKILLERS
* Most common complication of rhinosinusitis is orbital complications

* Most common intra-cranial complication of rhinosinusitis is subdural abscess
* Most specific test for allergic rhinitis is nasal challenge test

* Most effective treatment for allergic rhinitis is desensitization



Throat



Tubal Tubal
tonsil tonsil

[ )

-+~ (Palatine) A Palatinej
.. | tonsil tonsil

Tonsils and Adenoid

* Waldeyer’s ring: Adenoid, tubal tonsil, palatlne tonsils, lingual tonsils
* Pharyngitis: most common cause of sore throat

« Common causes are respiratory viruses rhinovirus, influenza,
adenovirus, coronavirus, and parainfluenza

* Streptococcus is the most common bacterial cause.
 Tonsillitis causes are like pharyngitis

* Acute tonS|II|t|s- § eWus oesn’t improve with
abx, infectious mononucleosis, rash, Iymp adenopathy,

hepatosplenomegaly, also scarlet fever diptheria, Vincent angina),

5@nchymat‘us*\\




Tonsillitis Complications

* Most common complication: Peritonsillar abscess (o_!uinsy): high fever, > W‘f‘%’m*
trismus, drooling, hot potato, enlarged jugulodigastric node, incision and  * fremer

drainage, abx N o N
Buckgond S 0 85 Aot e A0V

* Airway obstruction. o lonodifs —s thing b Rrtovsilor dogss

e Otitis media.

e Parapharyngeal abscess (abx, drainage, thrombosis of internal jugular vein,
carotid artery rupture, injury to CN 9-12, mediastinitis, septicemia)

* Retropharyngeal abscess.
* Rheumatic fever.
* Glomerulonephritis.



Tonsillectomy

L. . N\ ,
* Indications: @bsolute = failure to thrlve,‘ malignancy

9 6 weeks after 2nd quinsy, recurrent tonsillitis, tonsillar
hypertrophy, tonsilolith

‘@: tonsillar remnants, bleeding, infection
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Adenoid

* Size peaks at 6 yrs, then atrophies until 16 yrs.
e Obstruction of nasal airway and eustachian tube

* Treatment is nasal steroid, nasal irrigation, abx if needed, surgery if
OSA or if chronic otitis media with effusion, CRS in children, recurrent
or failure of medical therapy for adenoid hypertrophy)
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Stridor

* Congenital: Laryngomalacia(most common cause of inspiratory
sounds in infants in general), Vocal cord paralysis, Subglottic stenosis,
Laryngeal webs, Hemangiomas and Lymphangiomas, Vascular causes,
e.g. double aortic arch, Laryngeal Cysts.

* Acquired: Neoplastic, inflammation, trauma
* Laryngomalacia = self limiting, resolves in 1 year of age

* VC paralysis = CNS abnormality, biphasic stridor, improves with lying
on affected side down if unilateral

 Subglottic stenosis = congenital, idiopathic, autoimmune, trauma,
prolonged intubation, GERD

 Laryngeal web = biphasic stridor,



Stridor

* Acute epiglottitis 2 sorethroat, drooling of saliva, hot potato voice,
thumb print sign, IV abx, IV steroids, nebulizer with adrenaline

co =» Acute tracheolaryngobronchitis = 6m-2yrs, parainfluenza virus,
steeple sign

 Acute laryngitis =2 self limiting, viral, URTI, less than 12 yr

* Tracheostomy =2 elective, 2M-3rd tracheal rings, long term

* Cricothyroidotomy = emergent, cricothyroid membrane, short term
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Most Common Things

ﬁ Ear [Ulness Moy e aASN OP‘
. E:Speﬂalhj &"(; okl oo 4{;510/)0}(6\/
* Most common site of nasopharyngeal CA = Fossa of rossenmuller

* Most common site of hypopharyngeal CA = pyriform fossa

* Most common site of laryngeal cancer = glottis

* Most common symptom at time of diagnosis of nasopharyngeal CA -
neck lump



Neck Masses & Head/Neck Oncology

*Neck Masses: The Thyroglossal duct cyst is the most common congenital neck mass (located midline).
Dermoid cysts are also midline, rubbery, and movable from side to side. Carotid body tumors are highly
vascular; do NOT biopsy them—diagnosis is by angiography.

eSpecific Tumors: For the Parotid gland, Mucoepidermoid carcinoma has the best prognosis. Angiofibromas
present as recurrent intractable epistaxis in adolescent males, are diagnosed by angiography, and treated
with surgery.

eNasopharyngeal Carcinoma (NPC): First/most common presentation is a neck mass (cervical
lymphadenopathy). It can cause unilateral OME in adults. The most common cranial nerve palsy is the
Abducens nerve (CN VI).

eLaryngeal Cancer: Vocal cord tumors have the best prognosis. Earliest sign of glottic tumors is hoarseness.
Earliest sign of supraglottic/pyriform tumors is dysphagia and referred otalgia. T1b staging involves both
vocal cords; T2 extends to the subglottic area.

eSquamous Cell Carcinoma (SCC) Hidden Primaries: If an FNA of a neck mass shows metastatic SCC, hidden
primary sites include the tonsils, base of tongue, and pyriform fossa (Vocal cords are NOT considered
"hidden" because they present early). The next step is pan-endoscopy. (Note: FNA is preferred over open
biopsy for neck masses due to safety ).

eEsophageal Issues: Fish bones are the most common esophageal foreign body, and mediastinitis is the most
fatal complication. GERD affects the posterior larynx (not anterior) and is a risk factor for laryngeal carcinoma.



< 5@;} O(ﬁ\;‘m &f’fwfg\ X
Neck Triangles

* Anterior: submental, submandibular, carotid, muscular triangle
* Posterior: supraclavicular, occipital

AN TERIOR
NECK

POSTERIOR-
NECK D

C u@IANRIBULATL A
{-< &wﬁag s ‘j\mt))

g

o St TAL &
P /\ W L g T e
C T L Charlie Sheen P
m: \r‘w&t/% AEe S
o SCJL X Sulctavina BV Oraagas .
2,',5.:;j'f" & Mudcutat A\ are) i
g b g
N._\.;,l\)



Lymph Node Groups in the Neck e o= o s o st

Submental
Submandibular
Upper jugular (anterior)

Upper jugular (posterior)
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Mid jugular
Lower jugular
Medial supraclavicular

Upper posterior triangle
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Lower posterior triangle

Lateral supraclavicular
Anterior cervical
Retro-pharyngeal
Retro-styloid

Parotid
Anterolateral Radical / Modified Radical Extended Bucco-facial
Retro-auricular
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Figure 2: Common types of neck dissection Geeiial
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Question 1 22 ol —b logarue

> 2 Montns — Gwomwet

* 5 year old patient with a history of URTI 2 weeks ago presented to the
clinic with his parents complaining of decreased hearing. Examination
is unremarkable other than some bubbling noted behind the
tympanic membrane. What is expected tympanogram type and what

is the the most appropriate next step? \ -
A. Type B, myringotomy with grommet tube insertion O 2
@ Type B, give nasal treatment and observe %Uﬁ\ﬂ
@. Type C, myringotomy with grommet tube insertion
D. Type C, give nasal treatment and observe
E. None of the above



Question 2

* What is the most common causative agent of acute rhinosinusitis?

A. Strep pneumoniae \& R ecked Aot
B. Staph aureus e MG Batkria)
C. H.Influenza e i -
G Avo-
Rhinovirus .

E. Adenovirus



Question 3

* Choose the correct order of the classification of orbital complications in
ascending order according to severity

1: Orbital cellulitis<)

Pﬁg"aom\d/ﬁubperiosteal abscess”
3: Cavernous sinus thrombosis© ’)ij
4: Preseptal cellulitis~ 3 /%3
5: Orbital Abscessx h
A. 1,2,3,4,5
B. 2,3,45% <O”J
C. 4,1,3,5% ava

4,1,2,5,3 ™ N
51,2,4,3

m (@



Question 4

* Which of the following viral infections may result in SNHL?
. Measles
. Mumps
. Rubella

A

B

C

D. HIV

@ All of the above

MO Common (onsree
of I — MW



Question 5

* Which of the following viral infections may result in /C\U\I;?

/ W

@ Measles L

B. Mumps e
Loas

C. Rubella

D. HIV

E. All of the above

2 Megdes —» Oosderss — Covdichee AH_



Question 6

* 1 month old was brought to the clinic for hearing tests due to family
history of hearing loss so a battery of tests was done. OAE test was

unremarkable, but ABR was abnormal. What is most likely affected?
TN L T

External ear

Middle eaz/\% FAC — OUevCElS ok cneclee
Cochlea

EKELU&% C

Brainstem and cortex”

More than one of the above + ARR —s Nl Draidlem

.m@.ﬁPUP
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* 35 year old patient presented to the clinic complaining of hearing
loss. Examination of the ear is unremarkable, tympanogram is
unremarkable, PTA is abnormal, OAE is normal, ABR is normal. What
is the most likely type of hearing loss?

Conductive hearin%Joss
> tymprnogam unlildy) bo Novimeh

Sensorineural hearing loss
L ARR Novmed

Mixed hearing loss
Non organic hearing loss

5&@@94}?

Central hearing loss
Lo ARR. Nofvad



Question 8

* What is the most common causative organism of furunculosis?

A. Strep pneumonia
B. Hinfluenza
C. Moraxella catarrhalis

@ Staph aureus
E. None of the above



Question 9

 What is the best and most effective treatment of allergic rhinitis?
Allergen avoidance

Topical steroid

Oral steroid

. Antihistamine

m o0 WP

None of the above



Question 10

e 25 year old male patient presented to the ER with epistaxis, all of the
following are part of the blood supply of the anterior septum EXCEPT:

A. Anterior ethmoid artery”
B. Superior labial artery”
C
D.

. Greater palatine artery.”
Sphenopalatine artery/
@ None of the above



Question 11
ABC

* 51 year old female Mm/ with epistaxis. On
y

exam, the patient is-hypotensive 2ndtachycardic and there is no
visible point of bleeding on the septum of the nose. What is the most
appropriate next step?

A. Vaseline nasal pack
B. Posterior balloon with anterior packing
C. Ligation of sphenopalatine artery
D. Embolization
@ IV fluids and compression of the nose



Question 12
Ao

* 12 year old complains of right ear pain and fever since 3 days. Patient
was given antibiotic and analgesia as well as nasal sprays for his runny
nose by another doctor but he presented to your clinic complaining of

severe pain not improving with analgesia, what is an appropriate form
of analgesia for his otalgia?

A. Cold compresses — tever

ﬂ ivievesh. ) '\A?—o.g’ Q@ heeet in oM Moy war K.
Dry heat ° as  prin Kiler

C. Olive oil drops— for wax
D. Oral steroid . 0¥ Gien fuc OM ¥ Soge | or o 4inket TN

E. More than one of the above No Rile of piad Aox
w piad Aox £ Seoid May help in Coise a& S)V\ae J6R 4



Question 13

* 10 year old female patient complains of spiking fever, neck pain,
severe otalgia, dizziness and ear discharge since 5 days not improving

on antibiotics. What is the most probable diagnosis? J
A. Mastoiditis _ c@ﬁphm&w@
B. Meningitis

@ Lateral Sinus Thrombosis
D. Epidural Abscess
E. None of the above
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