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Preface

Dear students,

ENT, an important subject in the MBBS curriculum is a high mark fetching subject. To score good, it is not
only essential to understand the important topics, but also to be able to recall them when you need it the
most. Yes, Revision is the key to success. So, keep revising not only till you can get it right but till you can
never get it wrong.

One Touch ENT is an effort from my side which will enable the students to:

e Revise entire ENT quickly before exam

e Think clinically

e Know the approach to the diagnosis and treatment of the ENT diseases as asked in the curvent exams

o Answer all the questions including clinical questions, fact-based questions as well as image-based questions
with ease.

The salient features of this book are:

o The entire subject has been covered in a very crisp manner with the help of flowcharts and high-yield
tables to make the revision a cakewalk for students.

o Although the content is in the form of tables and flowcharts, a clinical approach has been maintained
which will help the students in doing well in the current clinical-based exam pattern.

o All PYQs of NEET and INICET have been marked as PYQ next to it.
o All the clinical images that are important have been given alongside the text.

I have left no stone unturned in making this book student friendly and exam oriented, now it's your turn
to utilize my efforts and convert it in your success.

Always remember that success is neither magical nor mysterious. Success is the natural consequence of your
consistent hard work toward your goal with infinite patience, infinite enthusiasm and infinite passion till
you reach your destination.

“Take up one idea. Make that one idea your life. Think of it, dream of it, live on that idea.
Let the brain, muscles, nerves, every part of your body, be full of that idea,
and just leave every other idea alone — this is the way to success.”

— Swami Vivekananda

With lots of love!
Manisha Sinha Budhiraja
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APPROACH TO DIAGNOSIS AND MANAGEMENT OF IMPORTANT CONDITIONS OF EXTERNAL

AUDITORY CANAL PRESENTING WITH PAIN/EAR DISCHARGE

CLINICAL PRESENTATION

Y

Y

Y

Patient comes to the OPD with
the complaint of pain in ear
increasing on jaw movements
(chewing/talking)

¢/0 Pain + Discharge + blocked
ear following trauma by itching
the ear

Elderly Immunocompromised,
with severe otalgia®® and ear
discharge.

Next step

A\
On Examination

Localized swelling in cartilage
part, tragal sign present

Next step l

On Examination

Diffuse edema of EAC, tragal
sign present

Diagnosis
Furuncle (Caused by
Staphylococcus).

Y

Management
Antibiotics, aural toilet.

Diagnosis
Diffuse OE (swimmers/

tropical ear) P¥@ (Caused by
Pseudomonas).

Next step

Y

On Examination

Granulations and discharge P¥?
in EAC

MC nerve (nr) palsy-facial palsy
PYe (q, 10, 11, 12 can be
involved late)

biopsy-no mitotic figures, 2
Teq9 bone scan-high uptake for
early diagnosis. P@

Management
Aural toilet and antibiotics.

FREQUENTLY ASKED PYQs

e MC otitis externa—Bacterial —90%.

e MC caused by—Pseudomonas.

» Repeated furuncles—investigate for

diabetes.

Diagnosis

Malignant OE P@

Infection is caused by
Pseudomonas

(Also k/a skull Base
Osteomyelitis- PY@
Infection reaches skull base
through fissures and bony
cartilaginous jn. in EAC).

Y

Management
CT scan for extent.

Management—Antibiotics against Pseudomonas and debridement. /@

Correct immunosuppression.

To see resolution—Gallium-67, Indium -111, ESR P'Q,
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6. EMBRYOLOGY AND ANATOMY OF MASTOID

IMPORTANT POINTS ON THE DEVELOPMENT OF MASTOID

Part of Develops from Developmental anomaly/
EAR Developmental significance
Mastoid Petrous and Persistent petrosqamosal 4 N

squamous part of  suture k/a Korner’s

temporal bone.”"®  septum P*? can be present Korner's
Mastoid. air cells leading to incomplete septum
except mastoid cleamy_u:e of disease F!rom " Petrous
antriow B mastoid antrum during qmmzz;(; part
(completely AT IELL, ¥ Antrum

developed at birth) Mastoid tip develops at
continue to develop 2 years of age so facial
till 18 years of age. nerve not protected before

Mastoid tip develops that. Postaural incision
f

at 2 years. 7@ before R | 1 i
2 years should be superior :
and horizontal to protect Korner's septum (Petrosquamosal sutvue)

facial nerve P2,

FREQUENTLY ASKED PYQs

Completely developed at birth

e Middle Ear, lnner Ear—Organ of Corti, Mastoid antrum
Not completely developed at birth

» Mastoid tip, EAC—bony part

IMAGE-BASED PYQ

Identify.

MacEwen’s/ Spine of
Suprameatal triangle Henle
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13. STEPWISE APPROACH WHEN PATIENT PRESENTS WITH ONLY HEARING LOSS
WITH INTACT TM—NO PAIN/DISCHARGE

STEPWISE APPROACH WHEN PATIENT PRESENTS WITH ONLY HEARING LOSS
WITH INTACT TM—NO PAIN/DISCHARGE

Next step

Tuning Fork Test (TFT)

To find out whether the site of involvement (s Middle ear or
inner ear.

Next step

Pure Tone Audiometry (PTA)

To confirm whether the site of involvement is Middle ear or
inner ear and to find the exact degree of hearing loss.

y Y
Conductive Hearing Loss (CHL) Sensorineural Hearing Loss (SNHL)
Next step Next step
Y 4
Tympanometry I ' The following test to find out if defect
Since uptil TM is normal and patient | is Cochlear/Retrocochlear.
had CHL so defect is in Middle ear. |
Cochlear pathology Retrocochlear pathology
Recruitment, i.e. abnormal growth of  Present Absent
loudness (ABLB test)
SISl scove, i.e., ability to identify short 70-100% 0-20%
increments (1 dB) of sound
Acoustic reflex threshold Decreased due to recruitment  Increased
Tone decay (nerve fatigue) Absent Present
Acoustic reflex decay (nerve fatigue) Absent Present
OAEs Absent Present
BERA (best test) Delayed wave |, but remaining  Only wave [ is present, rest
waves normal are absent or affected

Speech discrimination score (SDS) or  Reduced. Rollover phenomenon  Very poor. Rollover
word discrimination score absent phenomenon present
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16. IMPEDANCE AUDIOMETRY (IA)

Components of IA and its Use When to do Tympanometry
Impedance Audiometry consists of — When patient presents with Only Hearing Loss with
Tympanometry + Stapedial reflex. 7@ intact TM— no pain/ discharge and test shows CHL
! . ) (TFT-bc>ac, Weber's—same side, PTA— AB gap + BC
Use — To find the condition of ME if TM normal) indicating the defect to be in the middle ear.
is intact and the patient has CHL.?¥?
. Next Step |
~ Tympanometry to rule out and find out the defect in

middle ear, e.g9., SOM, Ossicular discontinuity, otosclerosis.

o=y |

ko " ALL YOU NEED TO KNOW
ABOUT TYMPANOMETRY
L A
Tympanometer
Y Y
Important PYQs to Result and interpretation of Tympanometry
remember about : :
Tympanometry Diagnosis based on Tympanometry graph

. e Type of Tympa- | Finding Interpretation/Diagnosis
PYQ
e It is an Objective test. nogram

* Frequency of tone given 3
by probe in adults — 226 A Normal compliance  Normal ear
and normal ME pr

or 220 HzP®Q

e Tympanometry measures As Rgduced compliance  Otosclerosis/ e
compliance (TM mobility) with normal ME pr  Tympanosclerosis
and Middle ear pressure Ad Increased compliance Ossicular Discontinuity P¥@
(ET function) P@ with normal ME pr
o [t is the Best investigation B/Dome reduced compliance  Serous Otitis Media P¥?
for  Eustachian  tube and negative ME pr
function. 7@ 4 normal compliance  Early ET obstruction P¥@
Aleo Eriow: and negative ME pr
Other tests for Eustachian Flat No curve ™ per‘for'aﬁon, fluid
tube function. completely filling middle
Valsalva, Politzer, Toynbee, Sars
Frenzel, ET Catheterization 8

Compliance

Middle ear pressure (ET function)
\ _

Tympanometry graph
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19. OTITIS MEDIA WITH EFFUSION (OME)/SEROUS OTITIS MEDIA (SOM)/GLUE EAR

Clinical Presentation
History

Child with B/L, hearing
loss P¥@ (painless,
fluctuating), speech delay
with h/o snoring, nasal
obstruction.

A

On Examination ' Tests

Next | 1M intact but dull, retracted, Nt | TFT and PTA—CHL
SteP | can be bluish, fluid level, SteP » Best Inv for confirmation—

| bubbles are seen.P¥@ Tympanometry —

Type—B P2 curve.

Next step

Diagnosis

Otitis Media with Effusion
OME/Serous Otitis Media
SOM/ Glue ear P@

FREQUENTLY ASKED
PYQs

MC cause of SOM in
children—Adenoid
hypertrophy. F¥?

In Adults with U/L
SOM evaluate for—
Nasopharyngeal
carcinoma. FYQ
Sequelae of SOM—
retraction pocket
and primary
cholesteatoma. P

Next step

SEROUS OTITIS MEDIA

Management

1% - medical (3 months) F¥@
{
No benefit — surgical mgt 7@

Myringotomy +grommet/ventilation tube +
adenoidectomy. PrQ

*  Quadrant for myringotomy —
Anteroinferior. P¥@

* Shape—Radial 7*?

Anteroinferior
myringotomy with

o Preferred grommet is Short term <6 months grommet
duration. P@
o It gets extruded by its own.P¥@ i G =
Remember: Myringotomy never Vs
done in Posterosuperior quad. @ g ]
L Myringotome

IMAGE-BASED PYQs

ldentify.

Ans. 1. SOM, 2. Grommet in Al quad, 3. Myringotome




27. PHYSIOLOGY OF VESTIBULAR SYSTEM

EAR

THINGS TO KNOW ABOUT NYSTAGMUS OF PERIPHERAL ORIGIN IN A PATIENT OF VERTIGO

Latency 7@

Fatigability

Duration PR

Direction P2
Optic fixation Y@
Torsion with horizontal/vertical ©™@ Present P

Present P¥@

Differences between Peripheral and Central Nystagmus

| Peripheral nystagnus Central nystagmus

Limited (1.5 min—2min) F*@

Present
Fixed P?

Nystagmus disappears PY?

Absent P7@

Not Limited P"?

Absent

Changing "?

Nystagmus does NOT disappear P¥®

Pure horizontal/Pure Vertical/Pure
tortional P™@

Frenzel goggles—to
remove optic fixation
and magnify patient's

eyes

v

A4

Inner Ear

Due to
involvement

of

Vertical
canal (PSC,
ssc)Pra

Horizontal
SCCER

Complete
involvement
of labyrinth
(hypo-
active) 72

Nystagmus Type in Different Conditions of

Seen in which

Type of
conditions

Peripheral
origin Nys-
tagmus seen

Vertical Posterior and
nystagmus supevrior canal
with BPPV, Superior
Torsion. FY@ SCC dehiscence.
Horizontal Horizontal SCC,

nystagmus "¢ BPPV.

Horizontal Vestibular neuritis
ny'stagmus (Complete

with destruction of ves-
Torsion. PR

tibular nerve) P2,
purulent labyrin -
thitis, late stages

of Meniere’s.

Direction of Peripheral Origin Nystagmus

Direction of Nystagmus is—direction of fast
component PY@ —fixed —toward more active side

Type of Seen in which | Direction of
lesion condition nystagmus

Hyperactive BPPVF™®

lesion of active side —
labyrinth P¥@ i.e., Toward the
involved ear.”Y?

Hypoactive  Vestibular Toward more

lesion of neuritis, active side —

labyrinth % purulent ie., Toward the
labyrinthitis. normal ear. P¥?
PYQ

Toward more

For example:

e In right

PSC BPPV—vertical nystagmus

toward right.
e Right vestibular neuritis—Horizontal
nystagmus to left (active) side.

Q. A patient is found to have acute vertigo and horizontal nystagmus with the slow component toward
the left. In which of the following conditions would you see this finding?

A. Posterior canal BPPV
C. Right hypoactive labyrinth

Ans: D. Left hypoactive labyrinth

B. Superior canal BPPV
D. Left hypoactive labyrinth
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11. ANATOMY OF PARANASAL SINUSES

o Absent at birth. » Most pneumatized at birth.
o Last to completely develop. » Largest.
o Last to be seen on X-ray. o Also K/a Antrum of Highmore.
e Superiormost sinus. e Shape of maxillary sinus—pyramidal; base—lateral wall of nose.
o Opens in middle meatus. » Apex—toward zygoma.
* Floor velated to 2nd premolar and 1st molar (extraction can
lead to oroantral fistula).

A A

PARANASAL SINUSES

Nose as well as all sinuses lined by respiratory epithelium
i.e., ciliated columnar epithelium like nasal cavity.?*@

' ' l

PYQs ON PYQs ON PYQs ON SPHENOID SINUS
ANTERIOR ETHMOIDS POSTERIOR ETHMOIDS . .
e Present in—body of sphenoid.

Opens in middle meatus s Open in—superior meatus o Drains in—sphenoethmoidal

anterior ethimoidal cells are as » Posterior ethmoidal Cell— recess.

follows: Onaodi Cell. o Related to—optic nerve

» Bulla ethmoidalis — Most » Onodi cell is in relation to and Pituitary—related to
prominent. sphenoid sinus. superior wall; ICA related to

* Agger nasi - Anterior most. And is closely related to lateral wall.

* Hallers cells > In velation to | |e Optic nerve and * Most common Sphenoid
floor of orbit (lnﬁz‘aorbital)/ o [CA. sinus Pneumatization—sellar
roof of max sinus. (pneumatization below and

posterior to sella turcica).
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IMPORTANT CT IMAGES OF PARANASAL SINUSESPY®

CT—coronal cut arrow showing CT—Sagittal cut —agger nasi (a) CT—coronal cut arrow showing
Haller cell " agger nasi
Arrow showing:

O — Orbit AL e riordethmoid FS — Frontal sinus
MS — Maxillary sinus PE — Posterior ethmoid MS — Maxillary sinus
S — Sphenoid sinus
CT—coronal cut: 1. Onodi cell,

2. Optic nerve, 3. Internal Carotid artery
: )
Superior turbinate
Middle turbinate
Inferior turbinate
Vestibule »
L A

Agger nasi (a) cell Y2



NOSE

IMPORTANT DIFFERENCES BETWEEN ORBITAL COMPLICATIONS
AND CAVERNOUS SINUS THROMBOSIS

Orbital cellulitis Cavernous sinus thrombosis

Presents with gradual onset of unilateral—eyelid ~ Abrupt onset of fever with associated chills and
edema, conjunctival chemosis, proptosis, restricted  rigor. 7@
ocular movements, ophthalmoplegia. @

Ophthalmoplegia (3, 4, & together) First nerve involved is 6th. F?
Then 3, 4.
Unilateral Unilateral chemosis, proptosis, restricted ocular

movements progresses to B/L involvement. P&

Absent Trigeminal paresthesia + nt

Orbital cellulitis of left eye Cavernous sinus thrombosis— B/L

CHRONIC COMPLICATIONS OF SINUSITIS

\ 4

e Mucocele PY@ — Cystic swelling in the superomedial quadrant of orbit Pyocele
pushing orbit downward, forward (nonaxial proptosis), laterally Due to secondary
e MC seen in — Frontal sinus P¥® infection of mucocele.

Mucocele of Frontal Sinus (FS) — can also follow trauma
(latrogenic, e.g., FESS or noniatrogenic leading to
stenosis obstruction of frontal sinus drainage.)
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MANAGEMENT OF NASAL POLYPS

Surgical Medical
» In Allergic Fungal Sinusitis (AFS) and AC polyp * In rest the first line of management is
the first line of management is FESS. Y@ medical with topical steroids, saline nasal
e Postoperative oral and local steroids are given spray and management of the underlying
in AFS.PY& systemic condition. P¥@
* No role of steroids in AC polyp. P2  If not benefitting — FESS.PY@
Note
Chances of recurrence of nasal polyps which follow systemic condition is very high. In recurrent nasal
poyps management remains same.

CONDITIONS WHICH MIMIC POLYP/LOOKS LIKE POLYP

CONDITIONS WHICH MIMIC POLYP /LOOKS LIKE POLYPEA

In elderly In a child All age groups

¢ Inverted papilloma/ » Meningoencephalocele | |« Concha bullosa®@ — It s
carcinoma. @ B ! preumatized turbinate (MC seen in

* Any elderly with * Polypoidal compressible, middle turbinate ™?).
elderly—Nasal transilluminant, mass in | | * Probe test P*@ is done to
obstruction +blood tinged the nostril of an infant. | differentiate it from polyp —
nasal discharge with * Furstenberg test +ve. A turbinate bleeds and pains on
polypoidal mass from probing but a polyp does not bleed
middle meatal area, | or pain on probing ©*?.
biopsy should be taken to A probe can be passed all around a polyp
rule out tumor P¥a. | 7 | but not all around turbinate.

CT showing B/L concha bullosa Endoscopic appearance Concha bullosa
of middle turbinate PY2(*) of polyp #*?



NOSE

IMPORTANT PYQs ON TUMORS OF NOSE

Ohngren’s line: (maginary line passing from medial canthus to angle of mandible dividing maxillary sinus
into upper (suprastructure) and lower (infrastructure) part.

Ohngren’s Classification: Suprastructure has worse prognosis than infrastructure.
» Incisions/Approaches for maxillectomy: Weber Fergusson, lateral rhinotomy (Moure’s incision), midfacial

degloving approach.

Important Images:

o Esthesioneuroblastoma P¥@ /olfactory neuroblastoma is a highly vascular, tumor of olfactory mucosa F*@
with rare LN metastasis appears as cherry red polypoidal mass.

* MC carcinoma of Ext nose @ — BCC — Also K/a— rodent ulcer.
* MC carcinoma of Nasal cavity ?"@ — SCC — Also K/a— nose pickers Carcinoma.

i \

Medial canthus N\
of eye .

N C

Infrastructure 2 Suprastructu re
Maxillary sinus E _

\

' Rhmospondlos:s
Sporangium filled with sporangiospores

Histopathology of inverted papilloma

Inverted papilloma-CT PY?
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19. ARTERIAL SUPPLY OF NOSE AND EPISTAXIS

ARTERIAL SUPPLY OF NOSE @2

Y \J

Internal carotid Pr@ External carotid

A J Y

Ophthalmic artery P v

Y

] Maxillary P¥@ Facial
Y Y Y 4
Posterior Anterior v v S“Pe"""; labial
; idal Pr@ Septal branch
ethmoidal ethmoidal Sphenopalatine Greater pt n
(Main artery) P¥@ palatine
> Kiesselbach's plexus on Little's area on ”
anteroinferior part of septum F?
4 . 2
Anterior
ethimoidal .
Posterior A Little's
ethmoidal :
artery
Posterior Anterior
Sphenopalatine  Greater Superior
artery palatine labial artery
artery (septal branch)
N A

Arterial supply of nose
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IMPORTANT PYQs ON EPISTAXIS

» MC site of epistaxis in children and young—Little’s area.
» Location of Littles area—Al part of septum.
» Arterial Plexus in Little’s area is K/a—Kiesselbach's plexus.
* Artery of epistaxis - Sphenopalatine artery.
» MC cause of anterior and posterior epistaxis — Sphenopalatine artery.
= Ligation site of Sphenopalatine artery—at Sphenopalatine foramen 1 cm behind middle turbinate.
» Artery not contributing to Kiesselbach’s plexus—Posterior ethmoidal.
» Which artery is never ligated to control epistaxis—Internal carotid.
»  Woodruff's plexus —location—behind inferior turbinate.
= Artery injured during FESS resulting in orbital hematoma—Anterior ethmoidal.
» Incision for ligation of ethmoidal artery—Lynch Howarth incision.
» MC cause of epistaxis in adults—idiopathic.
» MC cause of epistaxis in Children—Trauwma.
» Recurrent epistaxis in young male—Angiofibroma.
*» Foreign body in children presentation—MC presentation — unilateral foul smelling nasal discharge.

STEPS FOR MANAGEMENT OF EPISTAXIS PYa
Check ABC/Vitals

a

Hippocratic technique/trotter's method
(with Oxymetazoline if available)

J
Identify source and Local chemical
(silver nitrate)/bipolar electro cautery

\

Anterior nasal pack
(All nasal packing admitted and
antibiotic coverage)

A )
" . , hod . Local chemical
Hippocratic/trotter's metho Posterior nasal pack isllzer wibratelbivolar eletya
4 cautery
Ligation
h - p
Sonda de foley
S | ' >
All nasal packing adwitted and antibiotic coverage Posterior nasal pack with

foley’s catheter
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IMAGE-BASED PYQs

ldentify.

1. Hypertrophied adenoid on endoscopy

2. X-ray nose and nasopharynx lateval view (Dodd/crescent sign —ve), A — Adenoid
3. Adenoidectomy by blind curettage in Rose's position

4. Adenoidectomy by microdebrider under endoscopic visualization

ALSO KNOW

» Passavant’s ridge is formed by superior constrictor and palatopharyngeus. *7?

» Incomplete closure of nasopharyngeal isthmus — Velopharyngeal insufficiency (VPI). Voice in VPI—
rhinolalia aperta/hypernasality.

e Any obstruction of nose/nasopharynx — Rhinolalia clausa. P2

o Child with adenoid hypertrophy with Eustachian tube obstruction has future risk of primary acquired
cholesteatoma. Y@

o Thornwaldt’s bursa PY@ /pharyngeal bursa represents the persistence of embryonic communication
between the roof of primitive pharynx and notochord. It presents as a blind sac at the junction
of the roof and posterior wall of nasopharynx in the midline. It can present as a nasopharyngeal
cyst P¥@ or abscess leading to postnasal drip and occipital headache. It is managed by excision or
marsupialization ©72.




PHARYNX

PATIENT PRESENTS WITH FEVER, SORE THROAT, ODYNOPHAGIA + MEMBRANE OVER TONSIL

PATIENT PRESENTS WITH FEVER, SORE THROAT, ODYNOPHAGIA + MEMBRANE OVER TONSIL

Y

Y

Y

Y

Vincent’s angina/ Acute
necrotizing ulcerative
gingivitis/Trench mouth P*@

Y

Clinical Presentation

Sore throat, odynophagia,
fever

Infectious mononucleosis
Glandular fever

Diphtheria

Y

Y

Clinical Presentation

» Adolescent

* Subacute presentation,
malaise, headache, severe
sore throat, odynophagia,
high fever.

Clinical Presentation

e Severe sore throat,
odynophagia, high fever,
toxic look.

e No h/o immunization PY?.

Y

Y

b4

On Examination

s Tonsils enlarged, congested
with purulent exudates/
Pseudomembrane.

» Poor oral hygiene, gingivitis.

On Examination

o Tonsils enlarged, congested
with purulent exudates/
pseudomembrane 4.

* Enlarged tender [ymph
nodes.

» Petechiae on soft palate.
» Hoagland sign
¢ Splenomegaly, hepatomegaly.

On Examination

» Enlarged, congested tonsils
with purulent exudates and

* Pseudomembrane (dirty
gray, bleeds on removal,
extending beyond tonsils) FYQ

o Bull neck, enlarged tender
l[ymph nodes

e Myocarditis

* Palatal palsy (peripheral
neuritis).

v

A4

Investigations Investigations Investigations
Throat swab Atypical lymphocytosis, Paul- Microscopy
Bunnel/monospot test. Throat swab—club-shaped
gram-positive rods, culture.
Y A4 Y
Management Management Management

Symptomatic, antibiotics
against

Spirochete Borrelia vincentii,
F. fusiformis —
(gram-negative anaerobe) P"@
oral hygiene, penicillin,
metronidazole.

Caused by EBV
Symptomatic, avoid ampicillin
(will lead to rash).

» Diphtheria antitoxin against
exotoxin after sensitivity
testing

e Antibiotics (Beta-lactam,
macrolide).
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Infectious mononucleosis (Glandular fever)

Enlarged tender lymph nodes of (M Pseudomembrane Atypical lymphocytosis

IMAGE-BASED PYQs

ldentify.

Diphtheria

Ans. 1. Bull neck; 2. Pseudomembrane

CAUSES OF
PSEUDOMEMBRANE ON IMAGE-BASED PYQs

TONSIL— AL VITAMIN D dentify.
(MNEMONIC)
- 1. - 2
e Agranulocytosis
o Leukemia
e Vincent’s angina or
Trench mouth
e Infectious mononucleosis
e  Trauma
o Aphthous ulcers
e Moniliasis (candidiasis) Ans.
o Infections of throat 1. Vincent’s angina/Acute necrotizing ulcerative gingivitis/ Trench mouth
* Neoplasia 2. Moniliasis (candidiasis)/Oral thrush (Caused by— Candida,
» Diphtheria Predisposing factor —lmmunosuppression, due to steroid inhaler)
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e Acute infection
o Bleeding diathesis

» Velopharyngeal insufficiency
e Polio epidemics —virus aggregated in
l[ymphoid tissue —gets access into blood.

Contraindication for Tonsillectomy P@

A

Postoperative Care

¢ Place patient in Recovery/Coma Position —
Best protection from airway occlusion or
aspiration of fluids into the lungs.

o Watch for bleeding—swallowing, vitals —
pulse, BP, respivation monitoring.

A

3

TONSILLECTOMY — IMPORTANT POINTS TO REMEMBER

Y

5-6 days.

e MC C/C following Sx—hemorrhage
» Primary—during Sx
» Reactionary—after Sx to 24 hrs
= Secondary (secondary to infection)—
24 hrs to 10 days, most commonly at

Complications Following Tonsillectomy #*?

Y

4

Steps for Management of Hemo

Re-exploration under GA — clot
(for clipping action of superior co

rrhage P¥?

removal
nstrictor)

— pressure with vasocontrictor — cautery —

ligate.

IMAGE-BASED PYQs

ldentify.

oL N
A A

Ans.

2. Coblation wand

3. Microdebrider

2

4

fﬁil
=

3

\

1. Mollison's tonsil dissector and anterior pillar retractor
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11. RETROPHARYNGEAL SPACE/SPACE OF GILLETTE

Transverse Cut Section at the Level of Tonsil

L Alar fascia
Peritonsillar abscess

d

Unilateral paramedian bulge of
posterior pharyngeal wall

s

- N
; X Yo e
Poststyloid \ Vertebra Prevertebral space
Spwariment >‘ & - Prevertebral fascia
Location OC‘KHR—— = ’;@Wb— Alar fascia
o Between the Styloid process in . |1 Retropharyngeal space
buccopharyngeal PagaPradugel e —— Buccopharyngeal
fascia anteriorly ¥ .ace space
and alar fascia Pharyngobasilar
posteriorly. P¥@ fascia forming
» From base of skull cag %u{e of tons.‘ff Mandible
to T, P Medial pterygoid Masseter
» Has nodes of
Rouviere. F¥@ A .
A - - y ' T ks
ACUTE RETROPHARYNGEAL ABSCESS—
IMPORTANT POINTS TO REMEMBER
Y Y Y
Clinical Presentation Examination Finding Management
Dysphagia, stridor and torticollis. 2 * Unilateral paramedian bulge of PPW. o IV antibiotics
a o X-ray—increased prevertebral o Intraoral |
Retropharyngeal shadow, Reversal of cervical lordosis and D
abscess and air-fluid level.
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3. METHODS OF EXAMINING THE LARYNX

METHODS OF EXAMINING THE LARYNX

Y

Y

Y

Endoscopy with or without stroboscope
(visualization of mucosal wave in slow
motion to differentiate lesions and site of
involvement). PY@

Indirect laryngoscopy P¥@

Direct laryngoscopy P*@

\ 4
Flexible endoscopy

A\

Rigid Endoscopy

Tips of different
angles (70, 90)

TVC

Appearance of larynx

Posterior
commissure

Epiglottis

Boyce position F¥/
Chevalier Jackson/Barking
dog/sniffing morning
air—Flexion at cervical
spine and extension at
atlanto—occipital joint.

T

Epiglottis

TVC

Posterior
commissure

Appearance of larynx



LARYNX

4. CONDITIONS OF LARYNX PRESENTING WITH HOARSENESS

CONDITIONS OF LARYNX PRESENTING WITH HOARSENESS

Y

Y

Y

Y

Clinical History

A teacher/singer/person

with tiredness of voice and
hoarseness P*@ /o voice
abuse.

Next step
Y

with voice abuse P'@ presents |

Clinical History

¢/0 Hoarseness P'@, after a
sudden episode of voice

abuse PYQ.

l Next step

Clinical History

¢/0 Hoarseness following
surgery (GA—intubation) or
with h/o Laryngopharyngeal
reflux or voice abuse.

Next step

\J

Examination Finding

O/E —Bilaterally symmetrical
<3 mm and sessile junction of
anterior 1/3vd and posterior
2/35rd R,

Examination Fl'ndr'ng

O/E—Solitary swelling at
the junction of anterior
1/3rd and posterior

2/3rd. B8

Examination Finding

U/L or B/L nodular
masses, at the vocal process
(posterior 1/3 of TVC) of
arytenoids.

Voice rest and speech
therapy.

Diagnosis Diagnosis
[
e Vocal nodule Vocal polyp
* Teacher’s, singer's nodule |
Y Y
Management Management

Excised by microlaryngeal

surgery (MLS).

ALSO KNOW

impairment of voice.

used interchangeably.

» Hoarseness is rough/harsh quality of voice.
e Dysphonia is difficulty in speaking or any

o The term hoarseness and dysphonia can be

Diagnosis

Arytenoid granuloma P@

o If following Voice abuse then
k/a—Contact ulcer/Contact
pachydermia. F¥?

o If following Laryngopharyngeal
reflux. Then k/a—Peptic
granuloma.

e If following Trauma by Intubation
then k/a— Intubation granuloma.

Management

e Speech therapy
*  Reflux management

o Excision following by Botulinum toxin
injection in the thyroarytenoid muscle.
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13. ACUTE INFECTIONS OF LARYNX

ACUTE INFECTIONS OF LARYNX

A

Epiglottitis [ Croup/Laryngo-Tracheo-Bronchitis
MC Caused by Streptococcus P¥2. Caused by parainfluenza virus. P¥@

\J o S i ]
Clinical History Clinical History
* 2-8 yrs e & months-3yrs, boys>girls. P¥@
» Acute onset fever, inspiratory stridor e Presents with running nose, cold, fever,
» Odynophagia (drooling of saliva) *¥@ malaise, Gradual onset, prodromal
o Normal/muffled cry symptoms present.
» Prefers leaning forward/tripod position o l-iom'rseness, bﬂ"’ffnﬂ s'eal Hl'<e cough,
* Stridor Increases in supine and decreases in inspiratory or biphasic stridor. *¥@

prone. P¥a e Mainly involves—subglottis. P¥@

v v
Examination Finding Examination
Pharyngeal examination—Contraindicated in X-ray STN AP view —Steeple sign P¥®/
children P¥@ Pencil tip sign.

e Adults—I/L, FOL
o X-ray soft tissue neck lateral view —
Thumb sign. PY@ |

=
)

™

v
Tripod positio Thumb si
R ! - Management P¥@
Y e Steroids (main management)
Management & o Adrenaline nebulization, humidification,
hydration.

e Secure airway by—Intubation (first step)
IV antibiotics (main mgt) Pr@

e Steroids

o Parenteral fluids

o Adrenaline nebulization.




ONE Touch «
)
ENT

Salient Features o

+ Theory—A concise form of text covered in just 190 pages and most important points to remember are given from the examination
point of view. The textis designed in accordance with the recent CBME and NEXT exam curriculum.

High Yield Tables—Frequently asked Topics and clinical correlations are tabulated for ease of learning and more visual impact for
long-term memory.

Clinical Images and Illustrations—Clinical Images and Illustrations are given in the form of Images, Figures, Flowcharts, Tables,
etc.along with their descriptions.

Previous Year Qs—Important Topics/Qs have been highlighted in-between the text giving a quick glance over the important topics
from exam point of view—questions have been asked from the respective topicin previous year examination.

Recent Questions—Last 3 years' exam question papers up to July 2023 are provided to develop anidea about the trend of questions
and also to know about the recently asked topics.

About the Author .

Manisha Sinha Budhiraja, mBas, Ms (ENT), DNB (ENT) is an eminent ENT surgeon and alumnus of the prestigious Lady

Hardinge Medical College (LHMC), New Delhi. She holds an MS in ENT from the esteemed Safdarjung Hospital, Delhi University. Jgd

She is also a Diplomate of National Board (DNB, ENT). She has worked in the departments of ENT at Safdarjung Hospital and

Acharya Shri Bhikshu Govt. Hospital, Delhi.

The author has been teaching ENT for the past 17 years now all across India and is one of the best faculty members. She has an

immense command over the subject. A prominent faculty member recognized for her ability to make the subject easy and interesting to
learn, has also conducted numerous teaching programmes on the subject matter devoting over 15,000 hours and still counting. An expert
ENT clinical and surgeon, she has been associated with reputed private hospitals, apart from practicing at her own ENT clinic. She is also
benefitting the students through her Facebook group www.facebook.com/groups/manishasachin/

About the Editor o

Sachin Budhiraja, mBBs, MD is an astute of medicine. He did his MBBS from the renowned University College of Medical
Sciences (UCMS, Delhi) and MD (Medicine) from the esteemed Safdarjung Hospital, Delhi University. His passion of teaching in
spite ofhis busy schedule has made many difficult topics of medicine easy to grasp. He has been teaching medicine for the past
15yearsnowacross India.

ISBN: 978-93-90619-97-9

4819/XI, Prahlad Street, 24 Ansari Road, Daryaganj, New Delhi 110 002, India

E-mail: feedback@cbspd.com, Website: www.cbspd.com

New Delhi | Bengaluru | Chennai | Kochi | Kolkata | Lucknow | Mumbai

Hyderabad | Jharkhand | Nagpur | Patna | Pune | Uttarakhand 9178939016199

CBS Publishers & Distributors Pvt. Ltd. “ m ‘
79




