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Otorhinolaryngology 8 Questions (___ to ___)

ENT

Question

1) A 70 year old male presents with Neck nodes. Examination revelas a Dull Typmanic Membrane, deafness and tinnitus and on evaluation Audiometry gives Curve B. The most probable diagnosis is 

a. Nasopharyngeal Carcinoma

b. Fluid in middle ear.

c. Tumor in int ear,

d. Sensorineuronal hearing loss.

Answer

a. Nasopharyngeal Carcinoma
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Discussion 

Nasopharyngeal carcinoma can cause conductive hearing loss and serous otitis media due to obstruction of Eustachian tube.

One of the cause for neck nodes is Nasopharyngeal Carcinoma

Explanation

This serous otitis media can cause B Tympanogram. Type B Tympanogram is a A flat or dome shaped graph. No change in compliance with pressure changes. Seen in middle ear fluid or thick tympanic membrane. 
Another point that favours the diagnosis is the Neck Nodes

Comments

A tympanogram shows the amount of eardrum movement (compliance), as well as the pressure at which the eardrum moves best. Because the middle ear is typically an air-filled space, the pressure in a normal middle ear should be close to room pressure (0 daPa). The shape of the tympanogram suggests how the eardrum is functioning. Normal eardrum movement is indicated on the tympanogram by a well-formed peak which occurs near room pressure.

The height of the peak indicates the amount of eardrum compliance. Pressure is measured in decaPascals (daPa) on the horizontal axis.
Tips
Data Obtained from a Tympanometer

· Estimated volume of air in front of the probe (equivalent ear canal volume [Vea])

· This volume is displayed on the tympanogram printout. The range of normal is age-dependent.

· Maximum compliance (mobility) of the middle ear system (static admittance)

· The mobility of the tympanic membrane is maximal when air pressures are equal on both sides of it.11 Static admittance is the greatest amount of acoustic energy absorbed by the middle ear system (the vertical peak of the tympanogram tracing).

· Pressure at which the middle ear system has the greatest absorption of sound energy, or mobility (tympanometric peak pressure)

· This value is an estimation of middle ear pressure and normally is around zero. It is the point on the horizontal axis (pressure axis) where the compliance is highest (the vertical peak of the tympanogram).

· Width of the tympanogram curve

· The tympanometer can be connected to a printer that will generate a tympanogram tracing and calculate these parameters, indicating whether they are outside the normal limits for adults or children. Optimal results are obtained if the physician and patient minimize movement during the test. A variation that may be more sensitive but more complicated to perform and interpret than standard tympanometry employs a sweep of tones with varying frequency (multiple-frequency tympanometry)
Question

2) Hitselbergers sign is seen in

a. Vestibular schwannoma

b. Mastoiditis 

c. Bell Palsy

d. Cholesteotoma 

Answer

a. Vestibular schwannoma
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Discussion

Involvement of Cranial Nerves Vestibulor Schwanoma caused Hypoaesthesia of post meatal wall and this is called as Hitselberger’s sign

Explanation

Self Explanatory

Comments

Please do note that some sources say that Arnol’d nerve involvement is the cause of this sign while others say that VII Nerve
Tips

The first report of an acoustic tumor recognized at autopsy was made as early as 1777 by Sandifort and the first successful operation for acoustic neuroma was performed by Sir Charles Ballance in 1894. In spite of these accomplishments, the characteristic symptoms of these tumors were not appreciated until 1917 when Harvey Cushing published his monograph.
The management of acoustic schwannomas was further advanced by the work of William House and William Hitselberger; House published the results from over 200 cases of acoustic neuroma in 1968.

Question

3) In Cochlear Implant, Electrode is placed in 

a. Round Window

b. Oval Window

c. Horizontal Semicircular Canal

d. Cochlea

Answer

d. Cochlea
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Discussion
A cochlear implant (CI) is a surgically implanted electronic device that provides a sense of sound to a person who is profoundly deaf or severely hard of hearing. The cochlear implant is often referred to as a bionic ear. Unlike hearing aids, the cochlear implant does not amplify sound, but works by directly stimulating any functioning auditory nerves inside the cochlea with electrical impulses. External components of the cochlear implant include a microphone, speech processor and transmitter which also allows an individual to adjust the sound for quality and amplification.
Explanation

For cochlear implants, Electrode is placed in

1. Promontory (Extra cochlear)

2. Inside scale tympani of cochlea (intra cochlear)

a. House 3 M device – inserted 6mm into scala tympani

b. Nucleus device Melbourne model – multichannel – 23 mm into scala tympani

3. Cochlear nerve (intra neural)

Comments

Please be careful about the choices and look out specifically for scala tympani, promontory or cochlear nerve

The discovery that electrical stimulation to the auditory system can create a perception of sound occurred around 1790, when Alessandro Volta (the developer of the electric battery) placed metal rods in his own ears and connected them to a 50-volt circuit, experiencing a jolt and hearing a noise "like a thick boiling soup". Other experiments occurred sporadically, until electrical (sound amplifying) hearing aids began to be developed in earnest in the 20th century.

The first direct stimulation of an acoustic nerve with an electrode was performed in the 1950s by the French-Algerian surgeons André Djourno and Charles Eyriès. They placed wires on nerves exposed during an operation, and reported that the patient heard sounds like "a roulette wheel" and "a cricket" when a current was applied.
Tips
On October 5, 2005, the first of 3 recipients was implanted with a totally implantable cochlear implant (TIKI sic) in Melbourne, Australia. This was part of a research project conducted by Cochlear Ltd. and the University of Melbourne Department of Otolaryngology under the umbrella of CRC HEAR to be the first cochlear implant system capable of functioning for sustained periods with no external components. The system is capable of providing hearing via TIKI in standalone mode (invisible hearing), or via an external sound processor. Although these recipients continue to use their devices successfully today, it will be many years before a commercial product becomes available.
Question

4) Surgery for Bilateral external canal atresia with microtia is done at

a. 1 year / < 1 year

b. Delayed till 6 yrs / 5 to 7 years

c. Puberty

d. Adult

Answer

??
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Congenital Atresia, the absence of the external ear canal, is a birth defect which is almost always accompanied by abnormalities of both the middle ear bones in various degrees, as well as the external ear. When it occurs in both the newborn's ears, the pediatrician must readily refer the child to both a facial plastic surgeon and an ear surgeon, as well as an audiologic team.

The degree of hearing loss brought about by the atresia must be evaluated immediately. If both ears are affected, early hearing aid fitting is called for. Using a bone type of hearing aid which bypasses the obstruction, vibration on the bone allows for normal development of speech in the child. Congenital Microtia, also a birth defect, is an abnormal condition in the growth of the external ear. These are classified by degree. They can vary from minor abnormalities of the helical ear folds to a marked absence of ear development. The presence of a small tag of skin and cartilage may be the only indication of an external ear.
Explanation

Repair of congenital microtia requires the coordinated efforts of both facial

plastic surgeon and ear surgeon. Reconstruction of the microtic ear is usually

delayed until the child is four to five years old. At that age, cartilage from

the rib is used to reconstruct the external ear. Several operations may be

necessary. The ear surgeon will usually delay reconstruction of the external

auditory canal, (i.e. correction of the atresia), until the initial phases of

the microtia repair are completed.

Comments

This is a web reference. 
Tips

Question

5) Which of the following is not a diagnostic feature for Allergic fungal sinusitis

a. CT shows hyperdense  / Hyperechoic mass
b. Orbital Extension / orbital penetration 

c. Allergic Reaction / Type 1 hypersensitivity

d. Steroids are used in Management
Answer
b. Orbital Extension
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Allergic fungal sinusitis

· Allergic reaction

· Presents with Sinu nasal polyposis and mucin

· Mucin contains eosinophils, Charcot-Leyden crystals and fungal hyphae

· There is no invasion of the sinus mucosa with fungus

· More than one sinus involved on one or both sides

· CT – mucosal thickening with hyperdense area

· Expansion of the sinus or bone erosion due to pressure, but no fungal invasion

· Treatment – 
· Rndoscopic surgical clearance of sinuses with provision of drainage and ventilation. 
· Pre and post operative steroids are indicated
Explanation
Self Explanatory

Comments

Invasion, intracranial and intraorbital extensions are seen in Chronic invasive sinusitis which is treated by Surgical removal of the involved bone and soft tissue followed by Amphotericin B 2-3 gm followed by intraconazole for 12 months.
Tips

· Fulminant fungal sinusitis is an acute condition that occurs in immunocompromised  individuals. Mucur and Aspergillus are responsible

· Fungal ball is an implantation of fungus into an other wise healthy sinus which on CT shows a hyperdense area with no evidence of bone erosion or expansion Maxillary sinus is commonly involved  followed by sphenoid, ethmoid and frontal sinuses. Treatment is surgical removal and adequate draiage. No anti fungal therapy is needed
Question

6) A 30 year old professional single comes with History of hoarseness & reflux for 6 months. On examination, Vocal Cord nodule is present in the junction of anterior and middle 1/3rd junction. Least appropriate is 

a. Direct laryngoscopic biopsy to rule out CA 

b. Cordectomy 

c. Speech therapy with PPI 

d. Immediate microscopic excision / laryngomicroscopic excision

e. CO2 laser

Answer

b. Cordectomy
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Vocal nodules

· Also called as Singers nodes or Screamer's nodule and Teacher's nodule. 
· At the junction of anterior 1/3rd and middle 1/3rd – This is the area of maximum vibration

· Seen in

· Teachers, Actors, Vendors or Pop singers
· Females are most likely to develop nodules.
· A vocal fold nodule reduces or obstructs the ability of the vocal folds to create the rapid changes in air pressure which generate human speech. Symptoms include hoarseness of speech, painful speech production, frequent vocal breaks and reduced vocal range. 
· Treatment

· Conservatively

· Educating in proper use of voice

· Children – usually they disappear

· Adult long standing nodes/ large nodules – surgery may be needed

· Excised with precision under operating microscope avoiding any trauma to underlying vocal ligament 
· Speech therapy

Explanation

Reflux is treated with PPI. The usual treatment is rest and proper use of voice. If at all surgery is performed, it is removal of nodes and not removal of cords. Biopsy is also done to rule out Malignancy
Comments

Good preventive practices include:

· Properly using the voice to eliminate strain

· Avoiding screaming and loud talking

· Speaking in a normal range that is comfortable

· Not whispering or speaking at a higher or lower pitch than is natural

· Releasing neck tension by gently tipping the head forward and to each side while keeping the shoulders down.
Tips

· The CO2 laser can be passed through the glass of the operating microscope, allowing for very accurate placement of the laser beam on the vocal cords. This method of tissue removal is much more precise than surgical scissors, and results in less bleeding and inflammation to the surrounding tissues. 
 Question

7) A 30 year old male patient presented with non-progressive dysphagia for solid and liquids. Finding in Barium Swallow will be 

a. Dilatation with Narrowing / Dilated esophagus with narrowed rat tailed lowe ends

b.  ??
c.  ??

d.  ??

Answer

a. Dilatation with Narrowing
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Discussion. 

The term achalasia is of Greek derivation and literally means “failure or lack of relaxation.” Although this condition was originally described by Willis in 1674, the term was first coined by Hurst in 1915 as a reference to the failure of the LES in this disease to relax normally with swallowing. The name achalasia focuses on the distal sphincter, but the condition involves the entire esophageal body.

Explanation

The classic triad of presenting symptoms in achalasia includes dysphagia, regurgitation, and weight loss. Low retrosternal hesitancy or sticking of both solid food and liquids is typical, but the dysphagia is occasionally localized to the suprasternal notch. Stress or the ingestion of cold liquids may aggravate the symptoms. Patients with achalasia eat slowly, use large volumes of water to wash food into the stomach, and may contort their bodies, twisting the upper torso and elevating the chin and extending the neck, or may walk about the room in an effort to force down food. As more water is swallowed, the weight of the fluid column in the esophagus increases, along with the sensation of retrosternal fullness, until the LES is forced open, and sudden relief is felt as the esophagus empties. Retrosternal pain on swallowing (odynophagia) is not characteristic of achalasia but may occur in the early stages of the disease. Effortless regurgitation after eating, particularly on bending forward or reclining, is usually not associated with a sour taste of the undigested food in contrast to acid regurgitation in gastroesophageal reflux. With marked esophageal dilatation, eructation of foul-smelling stagnating intraesophageal contents may occur. Weight loss may be appreciable and is common.

The radiographic appearance of achalasia varies with the extent of the disease, with the barium esophagogram showing mild dilation in the early stages and massive dilation, tortuosity, and a sigmoid shape in the later stages. Retained intraesophageal contents are typically seen. Peristalsis is disordered in the early stages and totally lacking in the later stages. The roentgenographic hallmark of achalasia on barium swallow examination is the distal bird-beak taper of the esophagogastric junction. The characteristic appearance of a double mediastinal stripe throughout the length of the chest on a posteroanterior view of the standard chest roentgenogram and a posterior mediastinal air-fluid level on a lateral view in a patient with typical symptoms are diagnostic of achalasia

Comments

The etiology of achalasia is unknown, but the characteristic clinical, radiographic, and manometric findings have occurred following a variety of situations, including severe emotional stress, major physical trauma, Chagas' disease in South America, and drastic weight reduction in some markedly obese dieting patients.

Tips

A number of distal esophageal operations were used in the early 1900s to treat achalasia, but the origin of the currently used esophagomyotomy is credited to Heller. The operation initially described by Heller consisted of two cardioesophagomyotomies, one on either side of the distal esophagus, performed transabdominally. 
Tips

Zaaijer modified the operation to a single esophageal incision,  and Ellis and associates established the merits of transthoracic esophagomyotomy in the treatment of achalasia. 

Question
8) Diffuse esophageal spasm is best diagnosed by

a. Endoscopy

b. Manometry 

c. Barium Swallow

d. Barium Meal

e. CT Scan

Answer

b.  Manometry
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Discussion.
Diffuse esophageal spasm is a poorly understood and equally poorly treated hypermotility disorder in which patients experience chest pain and/or dysphagia as a result of repetitive, simultaneous, high-amplitude esophageal contractions. The etiology of DES is unknown. The patient with DES is typically anxious and complains of chest pain inconsistently related to eating, exertion, and position. The character of the chest pain may mimic that of angina pectoris due to coronary artery disease, often being described as squeezing, oppressive, retrosternal pressure that has a variable intensity and radiates toward the jaw, down the arms, and frequently straight through to the intrascapular region of the back. Symptoms are often greatest during periods of emotional stress, but the occasional association of dysphagia with the chest pain suggests an esophageal rather than a cardiac abnormality. Although patients may experience slow emptying of the esophagus, obstructive symptoms are uncommon, and regurgitation of food is unusual. Many patients, however, experience regurgitation of intraesophageal saliva (phlegm or foam) during bouts of the esophageal colic. Ingestion of cold liquids or foods may aggravate DES, as can gastroesophageal reflux. Most patients with DES, however, do not have associated gastroesophageal reflux. A history of irritable bowel syndrome, pylorospasm, spastic colon, or other functional gastrointestinal complaints is common; and gallstones, peptic ulcer disease, and pancreatitis can all trigger DES.

Explanation

Although diagnosed with esophageal manometry, DES is typically characterized by intermittent episodes of spasm, and unless the patient is experiencing spasm at the time of the manometric study, just as with the barium esophagogram, the results may be entirely normal. (Sabiston). The classic findings are

· Barium Swallow – segmented esophageal spasms giving a rosary bead or cork screw type of esophagus

· Manometry – normal relaxation of sphinter on swallowing

Comments

The classic manometric criteria of DES are simultaneous, multiphasic, repetitive, often high-amplitude contractions that occur after a swallow and spontaneously in the smooth muscle portion of the esophagus. Occasional progressive peristalsis may be seen but is most often present in the upper third of the esophagus. UES and LES resting pressures and relaxation with swallowing are usually normal, although a hypertensive LES with sustained contractions after swallowing may be seen. When standard manometry fails to demonstrate DES, evocative maneuvers using ice water or hydrochloric acid intraesophageal infusions or the administration of bethanechol, pentagastrin, or ergonovine may induce the motility disorder. The diagnostic hallmark of DES is the correlation of subjective complaints with objective evidence of spasm on manometric tracings

Tips

Manometric Criteria of Primary Esophageal Motility Disorders


 

Normal


 

1. LES pressure 15–25 mm. Hg (never > 45 mm. Hg) with normal relaxation with swallowing

 

2. Mean amplitude of distal esophageal peristaltic wave 30–100 mm. Hg (never > 190 mm. Hg)

 

3. Simultaneous contractions occurring after < 10% of wet swallows

 

4. Monophasic waveforms (with not more than two peaks)

 

5. Duration of distal esophageal peristaltic wave: 2–6 seconds

 

6. No repetitive contractions

 

  Primary Motility Disorders


 

  Achalasia


 

      1.
Aperistalsis in esophageal body

 

      2.
Partial or absent LES relaxation with swallowing

 

      3.
LES pressure normal or > 45 mm. Hg

 

      4.
Intraesophageal basal pressure > intragastric

 

  Diffuse Esophageal Spasm (DES)


 

      1.
Simultaneous (nonperistaltic) contractions

 

  
a.
Repetitive (at least three peaks)
 

  
b.
Increased duration (> 6 seconds)
 

      2.
Spontaneous contractions

 

      3.
Intermittent normal peristalsis

 

      4.
Contractions may be of increased amplitude

 

Nutcracker Esophagus


 

      1.
Mean peristaltic amplitude (10 wet swallows) in distal esophagus > 180 mm. Hg. The nutcracker or super-squeeze esophagus is a hypermotility disorder characterized by extremely high-amplitude (up to 225 to 430 mm. Hg) progressive peristaltic contractions, often of prolonged duration. Symptoms of chest pain, dysphagia, and odynophagia are like those of DES, and treatment considerations are simila 

      2.
Increased duration of contractions (> 6 seconds) frequent

 

      3.
Normal peristaltic sequences

 

Hypertensive LES


 

      1.
LES pressures > 45 mm. Hg but with normal relaxation

 

      2.
Normal esophageal peristalsis

 

Nonspecific Esophageal Motility Disorders


 

      1.
No or decreased amplitude of peristalsis

 

  
a.
Normal LES pressure
 

  
b.
Normal LES relaxation
 

      2.
Abnormal peristalsis, including any of the following:

 

  
a.
Abnormal waveforms
 

  
b.
Isolated simultaneous contractions
 

  
c.
Isolated spontaneous contractions
 

  
d.
Normal peristalsis sequence maintained
 

  
e.
LES normal
 

Vigorous Achalasia


 

      1.
Repetitive simultaneous contractions in body of esophagus (as with DES)
 

      2.
Partial or absent LES relaxation (as with achalasia)

 

