
ENT 

 Anatomy Notes ( From Past Paper) 

Nasal cavity Meatuses 
Inferior Meatus  : drainage site of nasolacrimal duct , which drains tears 
Middle meatus:  drainage site of anterior Ethmoidal cell,  frontal and maxillary air sinus
superior Meatus : drainage site of spheniord air Sinuses and Posterior ethmoidal cells

Eustachian tube anatomy
 It's 2 cm long tube connecting from the anterior wall of Middle ear to posterior wall of
Nasopharynx at the end of Inferior meatus it opens by action of tensor veli Palntini and Levator
veli palntini during swallowing to equalize the Pressure and it's wider in children than adults . 

Referred otalgia: 
ear pain with normal ear examination, could be referred from many Nerves which supply the ear. 

1. Trigeminal Nerve V → Referred Pain from dental Pathologies M/c cause of Referred otalagia 
2. Glossopharyngeal Nerve IX → Referred Pain From pharyngeal cancer 
3. vagus Nerve X → Referred Pain From supraglottic tumors
4. Facial Nerve VII→ Referred Pain in bell's Palsy 
5. C2, C3 Cervical spinal Nerves →Referred Pain in cervical disc prolapse 

 The earliest sign of periform fossa tumor is Referred otalgia 
Most common site of vocal cord Nodule (singers nodule) is → Junction of anterior 1/3 and
Posterior 2/3 of vocal Cords 

pharyngeal pillors 
1. Anterior Pillor: made of Palatoglossus
2. Posterior pillor: made of Palato pharyngeals Muscle 
tonsils lie between them

Audiometry and tympanometry

Pure tone Audiometry
Normally Both air conduction and bone conduction should be lower than 25 D 



Impendence Audiometry → includes 2 components 
1. tympanometry 
2. stapedial Reflex testing → used to evaluate Retrocochlear Pathway  ( Afferent is cochlear

nerve , efferent is Facial Nerve) 

Tympanometry
measures tympanic membrane compliance, volume and Pressure 

types of Curves (Important )
1. type A : normal middle pressure, lies in Midline 
2. type B: Flat curve No tympanic membrane mobility , causes include : perforation, secretory

otitis media severe tympanosclerosis and Severe impacted  ** to differentiate if it was
Perforation. or oM look at volume if high→ perforation , low→ Otitis Media 

3. type C : Negative middle car pressure suggests eustachian tube dysfunction , either due so
adenoid hypertrophy in children or Nasopharyngeal cancer in adult this type curve doesn't lie
in the midline 

Hearing loss 



 Conductive hearing loss 
causes:  Impacted wax (M/C), Otitis Media with effusion, Tempanic Membrane perforation,
Otosclerosis of ossicles can Rarly caused by tumor like chileosteotoma and glomus tumor . 

Examination  Weber  will lateralized to affected side,  Rinne test will be Negative ( Bone> air) 

,,,,, Biotransformation of hearing : Mechanicals→ hydraulic in perilymph ,, Electromechanical in
hair cells → electrical (VIII Nerve) 

Sensorineural hearing loss : 
Causes : most common cause is Presbycusis which is deafness of old age(60-65) unique in
causing hearing loss to high frequencies , other causes include congenital Rubella syndrome
Meniers syndrome and drug induced (Aminoglycosides or Furosemide , B-blocker, Aspirin and
NSAIDS ) OR tumors like Acuostic neuroma 

Examination  : weber will lateralized to the unaffected side , Rinne test will be Positive (air>bone)

signs and symptoms 

conductive 
1. talks in a soft voice
2. Heat talks ina noisy place 
3. good discrimination scores 
4. NO tinnitus 
5. telorates high intensities 

Sensorineural 
1. talks in aloud voice
2. can't hear well in a noisy place
3. hears low Frequencies
4. can't tolerates high intensites 
5. tinnitus 

tinnitus

 complaint of noises when theres no external stimulant 

objective tinnitus 
1. Rare
2. heard by both the Patient and examiner 
3. causes could be outside the ear like palatal myoclonus or pulsatile blood Flow through

Intracranial vessels OR aneurysm , OR inside car like worms orpatent E T causing sounds
synchronous with respiration 



subjective tinnitus 
1. very common 
2. heard by Pt. only 
3. M/C cause is idiopathic 
4. other causes like ototoxicity , acaustic neuroma and Meniers disease 
5. high pitch →  inner  ear source 
6. Crockling → Middle ear source 

  Tx  First line in Treatment of tinnitus is tinnitus Maskers ,  pharmacological therapy by TCA
antidepressant , hearing aids if the patient is also deat 

Assessment of hearing in children 
most common cause of acquired Sensorineural hearing loss in Children is  : Mumps 
BUT M/C cause in general is Heridetry 
Hearing test of choice For babies up to 24 months is ORIENTATION test and the M/C neonatal
Response is Auropalpebral Reflex (eye widening or Blinking ) 
Hearing test of choice to asses hearing in children is Auditory Brainstem Response 

Indications of screening for hearing loss 
1. Family history
2. Craniofacial Abnormalities 
3. after attack of meningitis
4. Maternal Infection by TORCH 
5. Birth weight< 1500g 
6. High serum Biliurbin >20 mg/dl
7. Hypoxia during delivery

vertigo

Vertigo is always associated with nystagmus which distinguishes it From other complaints like
dizziness , History plays 90% of the role of diagnodiagnosing vertigo 



Three important ENT causes of vertigo 

1) BPPV (M/C) 

vertigo last For Few seconds,  associated with N + V,  No hearing loss or tinnitus , Tx. by Epleys
Manuvare 

2) Monniers disease 
triad of Merriers → vertigo , tinnitus , sensineural hearing loss 
vertigo lasts for  20-30 min , hearing loss initially at low Frequency 

3) vestibular  neuritis 

Follows URTI , vertigo lasts for days >24 h., No hearing loss or tinnitus , Tx. is supportive No
antibiotic 

Otitis Media 



1) Acute otitis Media →  Peak age is 3-7 y. 
and incidence decrease with age because of : 
• decrease URTI times 

• children have shorter and wider ET compared to adults 

• adeniods in children can obstruct ET 
** 50% of deft palate Patients have recurrent OM 
** M/C Bacterial cause is st reprecoccus Pneumonia Followed by montypable H-Influenza 

stages of OM : 
1. Hyperemia  → senseof fullness with mild conductive hearing loss 
2. Exudation→  Severe earache and conductive hearing loss + fever → Best time for Tx.
3. suppuration → TM perforates So pain and fever subsides But hearing loss persist 

complication of acute OM 
1. acute Mastoditis and Middle ear effusion 
2. extra and subdural Brain abscess 
3. Meningitis → M/c intracranial complication 
4. labrynthitis 
5. Facial Nerve Palsy

Tx. → DOC is Augmentin( Amoxicillin + clavalinic acid) given for 7-10 days  , for recurrent OM
the best Tx. Myringotony and insertion of Grommet tube 

2) Otitis Media with effusion (secretary OM ) → defined as presence of Fluid in
Middle ear  
• it's the M/C cause of conductive hearing loss in children 

• the M/C of OM with effusion is→  ET dysfunction 

• ET dysfunction M/C cause  → 
1. in children →  is adeniod hypertrophy , usually Bilateral 
2. in adult → is Nasopharyngeal cancer , usually unilateral 
•  symptoms of OME 
1. Hearing loss  
2. speech delay
3. traction of the auricle 
4. earache is uncommon
Examination of OME will show → congested,  yellow and Retracted TM 

**** Retracted TM →  dull with absent cone of light , Prominent annulus , Horizontal Handle of
malleus
adults with unilateral OME next Step is Fibrooptic to Rule out Nasopharyngeal cancer

Tx.→ 
1. if cause is adenoid obstruction → adenoidectomy 



2. if it's not a adenoid enlargement Patient  should be treated Medically with decongestants
and Antihistamin and then re viewed later in 3 months, if  OME Persist then Tx. is
Myringotomy and insertion of grommet tube 

Note : - grommet tube will spontaneously Fall out with in 6 months - 2 Years without surgical
removal , M/C complication of it is tympanosclerosis 

3) chronic suppurative Otitis media →  (it's an ear that's discharging or chronic
basis due to perforated TM 
it has 2 major categories 

 → A) Tubotympanic disease : → has two types ( type I is more benign than type II ) 

type I → ( persistant perforation syndrome ) → 
• characterized by central perforation of Pars tensa of tympanic membrane  

• associated with intermittent ear discharge with NO odor and Red middle ear mucosa   

• it has two phases →  
1. ACTIVE phase (infection) : Tx. → by gentamycine ear drops , . 
2. INACTIVE phase ( dryphase) :  Tx  → Myringoplasty can be performed (closure of

perforation)  , in the dry phase we have two options either leave the perforation or do
Myringoplasty which is indicated in cases of Recurrent otorrhea and severe hearing loss 

type II →( chronic mucosal disease) → 
• characterized by long standing infection so there is no dry phase, 

• causing large perforation and severe ulceration , 

• polyp and granulation tissue formation in the middle ear mucosa which damage ossicles and
mastoid 

• Tx. → Medical treatment is tried first. if it foils then tx is Mastondectemy 

→ B) Atticoantral Disease ( chleosleostoma) :
• Its Not Central , 

• it affects the Pars Flacida of tympanic membrane 

• Most accepted theory is Negative middle carpressure causing traction of TM and
accumulation of Keratin Debri 

• Diagnostic Modality of choice for Cholesteatoma is CT scan 

• symptoms → 
1. Otorrhea with foul swelling discharge 
2. hearing loss due to erosion of the oscillatory Chain 
3. it can extend IntracranialIy causing cerebellar abscess 
4. dizziness due to inner ear extension

Tx.→  is Radical Mastoidectomy 

Nasal Pathologies 



Epistaxis 
it's either anterior or Posterior epistaxis 

Anterior epistaxis → arise From keisselbachs plexus situated in littles area 
•  Keisselbachs Plexus is responsible for 90% of nose bleeds ** M/C cause TRAUMA 

• it's made of anastomosis between → 1) sphenopalatine artery  2) anterior ethmaidal artery  3)
superior or Labial artery From Facial artery 

• First step in management of active bleeding is ABC , Head down and pressure of the anterior
part of the Nose if it Fails anterior nasal Pack is performed 

Posterior Epistaxis → arise from woodruffs plexus , Most common cause is HTN in Elderly ,
this type can be life threatening because it's difficult to visualize and most of the blood is
swallowed . 

## Note## Failure of Medical treatment , Next Step is embolization if it Fails then surgical
ligation is done 

Nasal Polyps 
• M/C site of origin is Ethmoidal Sinuses which usually extend in to the middle meatus

•  antrochoanal Polyps arise From maxillary sinus represent 4-6% of all nasal Polyps 

• Theories of Nasal Polyps , Bornstein theory, vasomotor theory , epithelial Rupture theory ( Not
due to Chronic infection) 

• More Common in adult males, incidence increase with age

• Causes of Nasal polyps
1. Allergic Conditions ( M/C) → allergic Rhinitis , asthma 
2. Nonallergic conditions→ cystic Fibrosis , Allergic Fungal Sinusitis , churge straus syndrome 
Tx. oral and Intranasal steriods can eliminate up to 50% of polyps if fails polypectomy 
** Pt. with nasal Polyps + asthma are usually allergic to Aspirin 

Angiofibroma 
• it's a benign nasopharyngeal tumor Composed of vascular and Fibrous component it's highly

vascular 
• It typically arise in Adolescent male 12- 20 Y/O ( Neverin Female) 

• M/C site is the spheropalatine Fossa in Posterior aspect of nasal cavity 

• M/C symptom is epistaxis diagnosed by angiography OR MRI  Never biopsy 

• Treatment of choice is surgical excision → which is usually preceeded by embolization to
reduce Intraoperative bleeding which can be fatal 

Nasal Fracture 
the most Reliable Method to diagnose it is → palpation 
•  Best time for Reduction 
1. if the trauma is Fresh ( less than 3-6 h. )→ do Immediate Reduction 
2. if the patient come after 6 h. but less than 2-3 WK → do Reduction after WK 
3. if the Patient come after 3 Wk → you need to wait for 3-6 months for definitive Procedure



called septorhinoplasty

• complication of Nasal Fracture
Early 
1. septal hematoma
2. Infection
3. epistaxis
Late 
1. obstruction
2. synechiae between septum and turbinate 
3. Malunion

Rhinosinusitis 

Acute Rhinosinusitis : Inflammation of nasal and Paranasal sinuses <3 months 
• M/C Cause is viral infection by Rhinovirus 

• M/C cause of Bacterial Rhinosinusitis is streptococcus Pneumonia 

complications of Bacterial RS 
1. orbital cellulitis or abscess manily due to ethmoiditis 
2. Osteomyelitis : in frontal bone in adults or maxillary Bone in children 
3. mucocde: cystin Sinus due to ostia obs

Chronic Rhinosinusitis : last for morethan 3 Months , 

types include 

• chronic Atrophic RS →  
More common in Young Females , characterized by diffuse atrophy of M.M of nose and sinuses
leading to wide nasal cavity Filled with crust From  Recurrent epistaxis , along with anosmia and
bad smell   Tx.  is lubricants and Pealing of Crusts

• chronic hypertrophic RS → 
has many etiologies but Allergic  Rhinitis is the M/c , allergic Rhinitis is IgE mediated and the M/
C airallergen is House dust Mites , clinically the nose is congested, Red with swollen turbinates
Tx. → First step is avoidance of allergen , First line drug is antihistamine , topical steroid OR Na+
Cromoglycate

othercauses of hypertrophic RS
1. Rhinotica medicanosa → drug induced From chronic use and withdrawal of local

decongestant 
2. vasomotor Rhinitis → induced by imbalance between sympathetic and parasympathetic

stimulation  Tx. by damaging viedion nerve which carries both symp. and Parasymp.



stimulation to nose

Tonsillitis and pharyngitis.

Types of acute tonsilIitis 

1) Acute Follicular tonsillitis : More common in children, crypts filled with pus 
2) Acute Parenchymtous tonsillitis  : More common in adults can extend to Midline Forming
kissing tonsils 

causative agent →  M/c cause of tonsillitis is viral ,  M/C Bacterial etiology is Group A Beta
hemolytic streptococci 

complication of Bacterial tonsillitis 

1)  peritonsillar abscess 
2) parapharyngeal abscess
3) Retropharyngeal abscess   
4) acute Otitis Media 
5) Rheumatic Fever 
6) poststreptococcal glumerulonephritis

1)  peritonsillar abscess  (quinsy)  → abscess situated between the tonslles capsule and lateral
pharyngeal wall , occurs 2 Weeks after tonsillitis with dysphagia high spiking Fever and Hot
Potato voice  

Treatment  → Admission , Drainage, IV antibiotics 

2)  parapharyngeal abscess → abscess situated between Sternodeidomastoid Laterally and
pharyngeal constrictors Medially 
** this space is Dangerous with a lot of vital structures like carotid sheath , First step is CT scan
to differentiate it From other parapharyngeal swalling 

Treatment → IV antibiotics Followed by incision and drainage by external approach 
complications →   IGV thrombosis, Carotid Rupture , injury to lower Cranial N. , spticemia, and
mediastinitis

Indications For tonsillectomy 

1) Recurrent of acute tonsillitis ( > 5-6 attacks in 2 consequitive years ) 
2) peritonsillor abscess 
3) Hypertrophy causing Mechanical airway obstruction 
4) suspicion of Malignancy 
5) if its a cause of obstructive sleep apnea 



Tracheostomy and Stridor 

types of stridor 
1. Inspiratory stridor → happens with supraglottic causes like laryngomalcia and croup 
2. Biphasic Stridor → happens with glottic or subglottic lesions like → laryngeal web or bilateral

vocal cord paralysis 
3. Expiratory Stridor → happens with lesions of the thoracic trocheor bronchi like in Foreign

body Aspiration or trocheomalacia
NOTE Glottic tumor rarely cause Strider because glottis is wide 

causes of Stridor
A) congenital Couses  
1. laryngomalacia , Responsible for90% of cases Congenital stridor (M/C) , caused by

shortening of ayrepiglottis folds and omega shaped epiglottis, Resolved spontaneously in
2-3 months , MOX in 2Yr 

2. subglottis stenosis 
3. laryngeal webs 
4. Bilateral vocal card paralysis 
5. in 2+3+4 biphasic stridor 

B) aquired causes 
 febrile causes 

1. croup 
2. epiglottisis
3. laryngitis

afebrile 
1. trauma 
2. F. B aspiration
3. laryngeal edema
4. subglottic 
5. tumors laryngospasm

tracheostomy → placed between 2nd and 3rd tracheal rings 
Indications 
1. obstructing mass in larynx 
2. Bilateral paralysis of vocal cord abductors
3. Respiratory Failure
4. Aspiration due to Paralysis of laryngeal and pharyngeal muscles 

Foreign body



1. M/c presentation of nasal foreign body i s unilateral foul Smelling discharge 
2. M/C site of throat F.B is valleculae which is a depression between the Base of tounge and

epiglottis However Fish bones are commonly seen on tonsils 
3. M /C site of pharyngeal or esophageal F.B is at level of cricopharyugous 
4. physiological narrow areas of airways , tracheal bifurcation , Aortic arch, Left Pulmonary

artery which arches over left bronchus 

Tx → in complete airway obstruction do hellmich manalver but it's contraindicated in Partial
airway obstraction 
• cricothyrotomy is contraindicated in children due to increase of subglottic stenosis 

• the most fatal complication of F.B is Mediastinitis

ENT malignancy 

1) Nasopharyngeal carcinoma 
• m/c typeis SCC in patiens older than age of 60

• M/C Site is Fossa of Rosen muller situated in posterosuperior part of lateral wall of
nasopharynx 

• SCC  has2 Types → 1. Keratinized     2. unkeratinized ( Favorable, more Radiosensitive ) 

• has a large correlation with EBV infection 

• the M/C present ing symptoms is hearing loss due to OME 

• Tumor spread 
local spread

• lateraly → to parapharyngeal space 

• superiorly → to sphenoid and cavernous sinus

• inferiorly → to soft palate 
lymph node Mets 

• since nasopharynx is a midline highly lymphatic Structure 80% of cases will mets to cervical
lymph nodes Bilateraly

Tx :- Mainstay of treatment is Radiotherapy

2) oral cavity cancer 
• main etiology is smoking and alcohol 1/3 of Patient develop a second primary tumor 

• M/C presentation is L. N Mets 

• M/c type is SCC 

• 2nd M/C is lymphoma 
A) tonsilar SCC → the M/C site of SCC , presents as ulcerated tonsil unilaterally 50% of Patients
will have L. N involvement must do tonsilectomy and send for H.F 

B) Baseof the tonuge SCC → its the 2nd m/c site, characterized by Late Presentation since the
tumor spreads quickly to involve the whole tongue through contraction of genioglossus muscle,



it can spread to pre epiglottis space 
NOTE → the tongue may look normal in this type of cancer and malignancy can onlybe
detected by deep palpation of the tongue 

3) tumor of laryngopharynx
A) pyriform fossa tumor (M/c) → causes hoarseness due to inveron and Fixating on the vocal
cords 70% of causes  will have  palpable L.N , Main presentation is with referred otolagia 
main stay of Tx. is surgery (partial or total pharyngealomy with total laryngectomy Because the
tumor is Resistant to Radiation 

B) postcricoid area tumor (40 %) → Usually extends. down to cervical esophagus through
submucosal spread causing dysphagia , 20% will have palpable L.N
M/c in young Females 
Tx.→ small tumors can be vodiated other wise Tx. is surgery 

4) tumor of larynx 
A) supraglottis tumors 
• the area above the vocal cord 

• this area has very Rich lymphatics so its mets early to deep cervical LN 

B) Glottic tumors 
• area with in  1 cm of vocal cord

• hasgood prognosis because it Presents early with hoarseness and glotticarer has low
lymphatic so lymphatic spread is Rare 

C) subglottic tumors 
• area below the vocal cord 

• tumors in this area cause Stridor because i t's narrow

• LN Mets to paratracheal mediastinal L. N 

TNM classification 
1. T1 → confined to one area with normal mobility of vocalcords ( glottis, supra OR subglottis )
2. T2 → Confined to two areas with normal V.C mobility , Ex→ glottic tumor extending to sub or

supraglottis
3. T3 → confined to the larynx with Fixation of V.C 
4. T4 → extralaryngeal spread 

NOTE → involvement of paraglottic space is a bad sign because tumor can spread easily to all
laryngeal compartments

Done by Ali Khrisat 
Written by Renad Alawamleh 



Neck Masses 
 
Neck masses can be divided into two main types: Psuedo and True masses.  
  Psuedo masses include cervical ribs, elongated styloid processes, prominent 
process of atlas, and carotid bodies.  

True neck masses are either developmental (layngocele, diverticula), 
congenital (midline or lateral) or acquired (trauma, neoplasia, and inflammation).  

Most (90%) neck masses are inflammatory, and most (90%) neoplastic neck 
masses are metastatic.  
 

 
 
How to approach a neck mass: 
 
History: 
 

Ask about the age, gender, and occupation. Ask about history of trauma, 
smoking, alcohol, spicy foods, illicit drugs, and radiation exposure.  
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Physical Exam: 
 

Remember the physical exam of any lump. Examine for site, size, shape, 
consistency, temperature, color, edges, boundaries, progression, mobility and 
tenderness. 
 

Inflammatory masses develop suddenly, are rubbery, and tender. 
Benign neoplasms develop gradually, are firm, and nontender. 
Malignant neoplasms develop suddenly, are hard, and nontender.  
 
You must perform a complete and thorough ENT exam.  
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Investigations and workup:  
 

Basic principles for any investigation are that the investigation should be 
effective (both sensitive and specific), cost effective, and as little invasive as 
possible.  
 

Its worth revising the 
lymphatic drainage of the head and 
neck. There are two main groups, 
superficial and deep.  

Superficial groups are the 
submental, submandibular, 
tonsillar, parotid, preauricular, 
posterior auricular, occipital, 
posterior cervical and superficial 
cervical.  

Deep groups can be divided 
into upper, middle and lower 
cervical.  
 

 
Other classifications divide the lymph nodes of the head and neck into 6 

levels, as shown below.  
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Congenital Neck Masses – Midline and Lateral 
 
Midline Congenital Neck Masses 
 
1-  Thyroglossal Duct Cyst: 

 
  They appear in the 1st  to 2nd decades of life. Their position is variable, and 
could be either suprahyoid, prehyoid, or infrahyoid. Diagnosis is clinical, they 
are compressible, non-tender, and move up and down with swallowing. The 
cyst may become inflamed, in which case it will be tender. Although the 
diagnosis is clinical, thyroid investigations like a thyroid scan is a must, as this 
remnant tissue may be the only thyroid tissue present. The cyst is asymptomatic 
but may necessitate removal if it becomes symptomatic or for cosmetic reasons. 
The operation for its removal is the Sistrunk operation, which involves the 
surgical resection of the central portion of the hyoid bone along with a wide 
core of tissue from the midline area between the hyoid and foramen cecum. 
After resection, the tissue must be sent for histopathology.  

 
2-  Dermoid cyst: 

 
  Dermoid cysts are ectodermic tissue that have been arrested. There are 3 
types:  
1- Epidermoid, which holds cheesy material 
2- True Epidermoid, which holds skin appendages 
3- Teratoid, which has all 3 layers; ecto, meso, and endoderm.  
Dermoid cysts are midline masses, but can be found off the midline in 10% of 
cases. They present in children 1-2 years old. They are movable from side to 
side but not up and down. They are hard and nontender, and their treatment is 
excisional biopsy, which, like all masses, be sent for histopathology.  

 
Lateral Congenital Neck Masses 
 
1-  Cystic Hygroma: 

 
  Cystic Hygromas are a type of lymphanigioma, or congenital abnormalities 
in lymphatic channels. These abnormal dilatations can be cystic 9most 
commonly in the neck), cavernous, or simple/capillary.  
They are non tender masses with ill defined edges. They are soft, irregular, 
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compressible, and mostly located in the posterior triangle of the neck. If found 
anteriorly and large in size, they may compress the trachea or esophagus. They 
are mostly seen in the 1st decade of life, and their treatment is excisional biopsy 
and histopathology. 
 

2-  Branchial Cyst: 
 
  The first branchial arch gives the trigeminal nerve and the muscles of 
mastication. The second arch gives the facial nerve and the muscles of 
expression.  
The first branchial cleft gives the external auditory meatus. The 2nd to 5th clefts 
give the sinus of His, which is found medial to the sternocleidomastoid muscle. 
This sinus is normally obliterated but may persist as a branichal cyst. 
Branchial cysts are lateral congenital neck masses. They appear in the 2nd 
decade of life mostly but may appear at any age. They are usually found 
opposed to the angle of the jaw but can be found anywhere from the tragus of 
the ear to the sternum. The most typical site is medial to the anterior border of 
the sternocleidomastoid muscle, between the upper 1/3 and the lower 2/3.  
They are cystic in consistency, non tender and connected to the deep 
oropharynx. So if it becomes inflamed, it may turn into an abscess.  
Branchial cysts are lined by repiratory epithelium, and therefore are affected by 
upper respiratory tract infections (URTI).  
Treatment involves surgical excision and biopsy, but care must be taken to 
avoid damage to the hypoglossal nerve and the internal and external carotid 
arteries.  

 
Developmental Masses – Laryngocele and Diverticula 
 
1-  Laryngocele: 
 

Increased intralaryngeal pressure causes an outpouching from the anterior 
laryngeal ventricle, resulting in a laryngeal saccule. It is a shallow space with 
mucous secreting glands. Risk factors include saxophone players and glassblowers.  
Symptoms include hoarseness of voice, stridor, and cough.  
Signs include a mass swelling. 
Diagnosis is by an AP X-ray with Valsalva maneuver. Other methods include 
nasopharyngeal endoscopy.  
Treatment is excisional biopsy if symptomatic, but may be left as is if incidental 
and asymptomatic.  
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2-  Diverticulum: 
  An outpouching caused by dehiscence and weak muscular layers. Other 
causes include neuromuscular incoordination resulting in a weakness and bulge 
on swallowing.  
 
There are 3 phases: 
1- Floor of pouch in alignment with pharyngeal wall.  
2-  Floor not aligned but still visible.  
3- Floor not aligned and not visible.  
 
Symptoms include dysphagia, foul breath (halitosis), regurgitation, weight loss, 
feeling of foreign body and food sticking, and chronic cough.  
Diagnosis is by barium swallow. 
Treatment is by surgical excision and repair, or by stapling and closing the 
entrance.  

 
Acquired masses – Traumatic, Inflammatory, and Neoplastic 
 
1-  Trauma: 

  Mostly hematomas, especially after surgery on neck. This could be due to 
failure to ligate a certain blood vessel. Treatment is by incision and drainage.  
 

2-   Inflammatory: - Acute and Chronic 
 
Acute inflammatory conditions of the neck: 
Ex. Lymphadenitis, sialoadenitis, deep fascial space.  
More common in younge and mid age groups.  
There are 22 deep fascial spaces in the neck, of which the parapharyngeal is the 
largest. Inflammation results in cellulitis or abscesses in these spaces.  
 
Chronic inflammatory conditions of the neck: 
 
They could be specific or non specific.  
Specific conditions include TB, sarcoidosis, and syphilis.  
These lesions are nontender, harder and more matted, and take a long time to 
develop.  
Non specific conditions include hyperplasia and sialoadenitis.  
These lesions are usually tender, rubbery in consistency and very short in 
duration.  
Treatment depends on the cause: 
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If viral, supportive care. 
If bacterial, antibiotics. 
If abscess, incision and drainage. (I&D) 
If specific cause, specific treatment. 

 
Neoplastic masses – Benign and Malignant.  
 
Benign – Lipomas, carotid body tumors 
 
1-  Lipomas: 

Most common benign tumors of the neck. They are of fatty origin, well defined, 
oval, not fixed, soft, and have regular margins.  
Treatment is by excisional biopsy.  
 

2-  Carotid Body Tumors: 
They arise from Schwann cells (paraganglionic), mostly unilateral and at the 
carotid bifurcation. This site also houses the chemo and baroreceptors of the 
body, which regulate blood pressure and ventilation. Therefore, these tumors 
can have systemic manifestations.  
Carotid body tumors are seen in people who live in hypoxic areas. 
They have a rubbery consistency, nontender, and have a transmitted pulsation 
(from the carotid). 
Treatment is by gentle dissection and excision.  

 
Malignant masses – Primary and Secondary.  
 
1-   Primary malignant masses: (10%) 

The most common primary malignant masses in the neck are lymphomas, then 
squamous cell carcinomas, then sarcomas, and finally the least common are 
melanomas.  
 

2-   Secondary malignant masses: (90%) 
They are the most common malignant neck masses.  
They are divided based on the source of the primary, whether it is above the 
clavicle (this is the case in 90%) or below the clavicle (10%). 
 
Sources from above the clavicle from most common to least common are: 
Nasopharynx, tonsil, base of tongue, pyriform fossa, and the supraglottic 
region.  
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Sources from below the clavicle from most common to least common are:  
Breast, lung (Pancoast), liver, stomach (Virchow’s), and prostate. 
These usually appear at a later, more terminally ill stage.  
 
Malignant masses of the neck are hard, nontender, and rapidly enlarging. Some 
risk factors include advanced age, smoking, and alcohol.  
 
Investigation: 
 
If you see a rapid enlarging, nontender mass, do fine needle aspiration (FNA). 
This procedure is safe, quick, cheap, and decreases the risk of 
seeding/showering (unlike open biopsy).  
 
The FNA is then sent to histopathology. 
 
1-If negative, do it again to confirm. If negative twice, do an open biopsy and 
neck dissection after having obtained consent from the patient. Then send a 
frozen section to histopathology. If the frozen section is positive, proceed with 
neck dissection. If negative, this is safe. 
 
2-If positive, i.e. cancer cells seen, look for the site of origin (the primary). This 
can be done by several ways, but the first way is by nasopharyngeal endoscopy, 
looking at the most common sites. If the primary is seen, it is biopsied, and then 
we proceed with the treatment of both the primary and the secondary.  
If the primary could not be found, then we do a blind biopsy from the highly 
suspicious areas. If negative, keep following up the patient closely for five 
years.  
 
Treatment: 
There are 3 main treatment options: 
1- No treatment done 
2- Curative treatment 
3- Palliative treatment 
 
We can use three main treatment modalities: 
1- Surgery 
2- Chemotherapy 
3- Radiotherapy 
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There are three main factors that dictate treatment: 
1- Patient factors – age, health status, preference 
2- Disease factors – type, stage, level of differentiation 
3- Physician factors – experience, skill, resources, literature review and EBM  
 
The most important prognostic factor is the amount of lymph node metastasis.  
 
General principles of treatment: 
1- Treat in a highly specialized center  
2- Proper counselling before treatment 
3- teamwork by multidisciplinary teams 
4- if young patient, go for surgery (chemo and radiotherapy can cause cancer 
later on in life) 
5- if older patient, surgery is more morbid so go for chemo and radiotherapy.  
6- if stage 1&2, use single modality treatment 
7- if later stages, use a multimodality approach 
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blood transfusion if necessary with careful monitoring of the 
hemodynamic stability and if the bleeding didn’t stop then the patient 
may need an urgent surgical arrest of post-tonsillectomy bleed. 

3)   Secondary bleeding: - is usually due to an infection Treatment is to give 
antibiotics and it will stop spontaneously once the infection will resolve. 

B) Infection 

C) Temporo-mandibular joint injury 

D) Dental injury 

E) Injury to the palate, uvula, pillars or any other soft tissue structure 

F) Remnant of the tonsils 

Pharyngitis 

More than 70% of the cases of phayngitis are viral. 

Viral and bacterial pharyngitis will present with dysphagia , orodnyphagia and 
fever. 

Irritative pharyngitis will present with milder symptoms. 

 

 

 

Pharyngitis

Acute

Infectious

Viral Bacterial

Irritative

Due  to  gas  or  
fumes  

inhalation

Chronic

From  above

Post-‐nasal  
drip

From  below  

GERD

From  the  
front

Smokes,  cold  
air  etc.
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Adenoids  

Adenoids are a collection of lymphoid tissue on the roof and posterior wall of 
the oropharynx. It is 
considered a part of 
waldeyer ring. 

 

 

 

 

Symptoms: 

1)  Nasal obstruction à mouth breathing , snoring , sleep apnea, chronic 
simple rhinosinusitis 

2)  Obstruction of Eustachian tubeà -ve pressure in the middle ear àwill 
cause an increase in the secretions causing secretory otitis media which 
will result in conductive hearing loss. 

Treatment  

Adenoidectomy: 

Indications: 

1)   Sleep apnea 
2)  Recurrent otitis media 
3)   Secretory otitis media 
4)  Chronic rhinosinusitis 
5)  Nasal obstruction 

Contraindications: same as tonsillectomy 

Complications: 

1)  Eustachian tube stenosis :- remove the stenosis 
2)  Bleeding :- requires posterior packing 
3)   Infection 
4)   Soft palate damage 
5)   Spinal inury 

Adenoid  faciesà  

1)   Mouth  breathing  
2)   Long  incisors  
3)   High  arched  palate  
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