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Lec1 :

Anatomy, Physiology and Immunology
of the Pharynx :

[bookmark: _GoBack]The pharynx is a tubular, fibromuscular space extending from the skull base to the inlet of the esophagus (upper esophageal sphincter). Anatomically and clinically, the pharynx consists of a nasal part (nasopharynx), an oral part (oropharynx), and a laryngeal part (hypopharynx). The entire pharynx is bounded externally by several muscle systems, which perform diverse functions and are continuous distally with the muscles of the esophageal wall.
The primary function of the pharynx and esophagus is to coordinate the act of swallowing, which is regulated by a complex interaction of various cranial nerves and peripheral muscular and connective-tissue structures located in the oral cavity, pharynx, and esophagus. The pharynx also contains the tonsillar ring, a series of lymphoepithelial organs that are important in the immune response to infection. Finally, portions of the pharynx function as a variable resonance chamber for modulating vocal sounds.

Nasopharynx, Oropharynx,
andHypopharynx

Anatomical Extent

Nasopharynx: This highest part of the pharynx extends from the bony skull base to an imaginary horizontal line at the level of the velum . It communicates with the nasal cavity via the choanae and with the middle ear via the orifice of the Eustachian tube. The nasopharynx is bounded superiorly by the floor of the sphenoid sinus and pharyngeal roof. Also in this region is the pharyngeal tonsil, which forms part of the tonsillar ring .Medial to the Eustachian tube orifice, the tubal cartilage forms a projecting lip called the torus tubarius. The concavity behind it is termed the pharyngeal recess (Rosenmuller fossa) . The nasopharynx is bounded posteriorly by the curve of the first cervical vertebra, with its overlying prevertebral cervical fascia and prevertebral musculature.

Oropharynx: The oral cavity communicates via the faucial isthmus with the oropharynx, which extends inferiorly from the lower boundary of the nasopharynx to the upper margin of the epiglottis . It is bounded anteriorly by the tongue base and lingual tonsil  and posteriorly by the second and third cervical vertebrae with their prevertebral fascia. It is bounded laterally by the faucial pillars , which flank the palatine tonsils.

Hypopharynx: The lowest pharyngeal segment is the hypopharynx, which extends from the superior border of the epiglottis to the inferior border of the cricoid cartilage plate of the larynx , where it joins with the esophagus. Lying posterior to the hypopharynx
are the third through sixth cervical vertebrae. Its anterior wall is formed by the back of the larynx, which protrudes into the hypopharynx and forms two lateral mucosal pouches (piriform sinuses), which rejoin at the level of the esophageal inlet.




Mucosal Lining
The mucosa that lines the nasopharynxconsists of several rows of ciliated epithelium. At the oropharynxthis gives way to a stratified, nonkeratinized squamous epithelium, which also lines the hypopharynx. Pharyngeal MusculatureThe muscular boundaries of the pharynx are formed by the constrictor pharyngis muscle group. The highest of these muscles, the constrictor pharyngis superior, begins at the level of the nasopharynx just below the tough, fibrous pharyngobasilar fascia, which in turn is suspended from the bony skull base. Just below the superior constrictor muscle are the overlapping constrictorpharyngis medius and inferior muscles, the latter of which joins distally with the esophageal musculature
While most of the constrictor pharyngis muscle fibers run obliquely, the lowest portions of 
anatomical weak spots in the pharyngeal wall . These weak spots are sites of predilection for the development of pulsion (Zenker) diverticula in the hypopharynx
Three additional pairs of external muscles are distributed to the pharyngeal wall and assist in controlling vertical movements of the pharynx: the stylopharyngeus, the salpingopharyngeus, and the palatopharyngeus

Neurovascular Supply
The pharynx receives its blood supply from the territory of the external carotid artery (branches of the facial artery, maxillary artery, ascending pharyngeal artery, lingual artery, and superior thyroid artery). The veins of the pharynx drain into the internal jugular vein.
The lymphatic drainage of the upper portions of the pharynx is through the retropharyngeal lymph nodes, while the lower portions drain to the parapharyngealor deep cervical nodes.

Nerve supply:The muscles and mucosa of the pharynx receive their motor and sensory innervation from the pharyngeal plexus, which in turn receives fibers from the glossopharyngeal and vagus nerves. The plexus itself is located on the outer aspect of the constrictor pharyngis medius muscle.

Parapharyngeal Space
The parapharyngeal space encompasses an anatomically well- defined region with the shape of an inverted pyramid whose base is formed by the inferior surface of the petrous bone and whose apex is at the lesser horn of the hyoid bone. The parapharyngeal space is divided anatomically into two parts, the retropharyngeal space and the lateralpharyngeal space. The latter in turn is subdivided by the common connective-tissue sheath of the muscles
arising from the stylohyoid process (stylopharyngeal aponeurosis) into a prestyloid and a retrostyloid part.
The prestyloid part communicates with the parotid compartment. It contains the lateral and medial pterygoid muscles, lingual nerve, optic ganglion, and maxillary artery. Its lower part is directly adjacent to the tonsillar compartment. The retrostyloid part of the lateral pharyngeal space is traversed by neurovascular bundles made up of the internal carotid artery, internal jugular vein, and lower cranial nerves (IX–XII).
The retropharyngeal space contains smaller arterial and venous vessels and, most notably, the retropharyngeal lymph nodes that drain the nasopharynx.

Weak points in the wall of the hypopharynx
Three muscular weak points exist in the lower posterior wall of the hypopharynx. The first is the Killian triangle, located between the constrictor pharyngis inferior and the uppermost
fibers of the cricopharyngeus muscle. The second area of weakness is the KillianJamieson region between the oblique and transverse fibers of the constrictor pharyngis.
The third is the Laimer triangle, which is bounded above by the cricopharyngeus and below by the uppermost fibers
of the esophageal musculature .The Killian triangle is a particularly common site for the formation of hypopharyngeal diverticula.
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Physiology of Swallowing
Normal swallowing requires a coordinated interaction of various anatomic structures in the oral cavity, pharynx, larynx, and esophagus. From a functional standpoint, the voluntarily initiated oral phase of swallowing is distinguished from an “involuntary” pharyngeal phase and esophageal phase, which are controlled through reflex mechanisms .
During the oral phase of swallowing, food is broken down and moistened to form a bolus that is moved toward
the oropharynx. This is accomplished mainly by pressing the food against the hard palate with the tongue (➀).
The pharyngeal phase begins when the bolus comes into contact with receptors in the throat (especially on the tongue base), eliciting an involuntary swallowing
reflex (➁). The afferent impulses for this reflex travel through the glossopharyngeal and vagus nerves, while the efferent neurons that supply the pharyngeal muscles arisefromcranial nerves V3, VII, IX, X, and XII.
The extensive nerve supply highlights the complexity of swallowing as well as the potential vulnerability of this process. While the involuntary swallowing reflex is triggered during the pharyngeal phase, the velum is elevated to close off the nasopharynx➂. The larynx is also sealed off by elevation of the epiglottis ➃. This is accompanied by a reflex adduction of the vocal cords ➄, allowing the food to pass through the piriform sinuses toward the esophagus while bypassing the larynx ➅.
The esophageal phase of swallowing begins with a primary peristaltic wave, which isreflexly initiated in response to movement of the bolus through the pharynx (cranial nerves IX, X) ➆. Secondary peristalsis is additionally triggered in the esophagus by the pressure of
the bolus against the esophageal wall ➇. Through the coordinated action of these mechanisms, the bolus is transported into the stomach within 7–10 seconds.

Structure and Function of the Tonsillar Ring Anatomy

The tonsillar ring (Waldeyer’s ring) is composed of a series of lymphoepithelial “organs” called the tonsils. This tissue is structurally similar to lymph nodes but lacks afferent lymphatic vessels.
The tonsils are named for their location, consisting of a pharyngeal tonsil, the paired palatine tonsils, and the unpaired lingual tonsil at the base of the tongue. Additionally,
smaller condensations of lymphoepithelial tissue are found in the pharyngeal recess.
and in the “lateral bands” (tubopharyngeal folds) on the posteriorwall of the oropharynx and nasopharynx.The epithelium of the tonsils also varies by location. While the pharyngeal tonsil is covered mainly by multiple rows of ciliated epithelium, the palatine and lingual
tonsilsare covered by stratified, nonkeratinized squamous epithelium.

[image: ]

Structure of the Palatine Tonsil
The palatine tonsil has special immunologic importance among the tissues of the tonsillar ring owing to its distinctive morphology. Its surface is invaginated by crypts—fold-like tissue indentations that are lined by porous epithelium and substantially increase the surface area of the tonsil. This arrangement facilitates contact between inspired or ingested antigens and the subepithelial lymphatic tissue.  Pharynx and Esophagus  primary follicles are formed during embryonic development and differentiate into secondary follicles after birth .the secondary follicles mainly contain B lymphocytes at various stages of differentiation, along with scattered T lymphocytes. Besides the lymph follicles, there are also extra follicular areas with B and T lymphocytes that enter the lymphatic tissue through the post capillary venules.

Functional Importance of the Tonsils
in the Immune System

The palatine tonsil in particular is considered to be an “immune organ” that plays a significant role in the defense against upper respiratory infections. By analogy with comparable lymphoepithelial tissue masses in the bronchi and intestinal tract, the lymphatic tissue in the tonsillar ring is also termed the mucosa-associated lymphatic tissue (MALT) of the upper respiratory tract. Accordingly, this tissue has the ability to mount specific immune reactions in response to various antigens. The activity of this lymphatic organ is especially pronounced during childhood, when immunologic challenges from the environment induce hyperplasia of the palatine tonsils . Following this “active phase” of immune initiation, which lasts until about 8–10 years of age, the lymphatic tonsillar tissue becomes less important as an immune organ, and there is a corresponding decline in the density of lymphocytes in all regions of the tonsils. While the tonsils become less important immunologically with ageing, the tonsillar tissue continues to perform immune functions even at an advanced age, although this should not alter the decision to remove the tonsils if a valid indication for tonsillectomy exists .While the tonsils are “learning” their immune function during childhood, extreme tonsillar hyperplasia (“kissing tonsils”) may develop, leading to functionally significant narrowing of the faucial isthmus, with eating difficulties and obstructed breathing. Especially when recumbent, these children may experience significant respiratory dysfunction, with periods of apnea. They also have an increased long-term risk of developing corpulmonale. Consequently, there should be little hesitation in recommending tonsillectomy, even in small children.


































Lec 2 + 3 :

Infections of the pharynx:


Acute Viral Pharyngitis
Etiology, symptoms: Acute viral pharyngitis, which is often caused by influenza or parainfluenza viruses, typically presents clinically with sudden onset of fever, sore throat, and headache. There may also be coughing and catarrhal symptoms (e.g., rhinitis, sinusitis).
Concomitant cervical adenopathy may also be present.

Diagnosis: The pharyngeal mucosa appears red and coated on mirror examination. If a bacterial etiology is suspected, a rapid streptococcal test can be performed

Treatment is supportive and consists mainly of analgesic agents. Cold compresses to the neck can also help to relieve pain. The patient should drink copious amounts of warm liquid to ease complaints

Chronic Pharyngitis
Etiology: Chronic pharyngitis is often a result of long term exposure to various noxious agents (nicotine, alcohol, chemicals, gaseous irritants). It can also occur as a result of chronic mouth breathing due to nasal airway obstruction (e.g., deviated septum) or as an accompanying feature of chronic sinusitis.

Symptoms: The main clinical manifestations are a dry throat sensation with frequent throat clearing and the drainage of a viscous mucus. Some patients have a dry cough and a foreign-body sensation in the pharynx.

Diagnosis: The history will often direct attention to possible noxious agents. On mirror examination, the pharyngeal mucosa appears red and “grainy” due to the hyperplasia of lymphatic tissue on the posterior pharyngeal wall (hypertrophic form: The pharyngeal mucosa may also have a smooth, shiny appearance in some cases (atrophic form). A thorough nasal examination should be performed to exclude nasal airway obstruction as the cause of chronic pharyngitis, giving particular attention to possible septal deviation or turbinate hyperplasia.

The middle meatus should also be examined endoscopically

Treatment: Any agents causing the pharyngitis should be avoided. Also, an herbal product such as sage or chamomile can be used in a steam inhalation to moisten the airways. In patients with nasal airway obstruction due to septal deviation or turbinate hyperplasia, a
surgical procedure can be performed to improve complaints

Tonsillitis
Tonsillitis, or infection of the tonsils is commonly seen in ENT and in general practice. Common bacterial pathogens are B haemolytic streptococcus, pneumococcus and haemophilus influenzae. Sometimes this occurs following an initial viral infection. Treatment consists of appropriate antibiotics (e.g. penicillin), regular simple analgesia, oral fluids and bed rest.
Symptoms and signs of acute tonsillitis
· Sore throat
· Enlargement of the tonsils
· Exudate on the tonsils
· Difficulty in swallowing
· Pyrexia
· Malaise
· Bad breath
· Ear ache.
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Complications of tonsillitis
Airway obstruction: This is very rare, but may occur in tonsillitis due to glandular fever. The patient may experience severe snoring and acute sleep apnoea. This may require rapid intervention e.g. insertion of nasopharyngeal airway or intubation.
Quinsy (paratonsillar abscess): This appears as a swelling of the soft palate and tissues lateral to the tonsil, with displacement of the uvula towards the opposite side. The patient is usually toxic with fetor, trismus and drooling. Needle aspiration or incision and drainage is required, along with antibiotics which are usually administered intravenously..
Parapharyngeal abscess: This is a serious complication of tonsillitis and usually presents as a diffuse swelling in the neck. Admission is required and surgical drainage is often necessary via a neck incision. The patient will usually have an ultrasound scan first, to confirm the site and position of the abscess.
Management
[bookmark: PG101]Patients with complicated tonsillitis, and those who are unable to take enough fluid orally, will need to be admitted to hospital for rehydration, analgesia, and intravenous antibiotics. Ampicillin should be avoided if there is any question of glandular fever, because of the florid skin rash which will occur.

Treatment: The standard treatment for streptococcal
tonsillitis is a 10–14-day course of penicillin V. This
regimen should be continued for at least 7 days to
avoid late complications (see below). Macrolides or
oralcephalosporins can be used in patients allergic to
penicillin. Analgesics are also administered for pain
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Diphtheria :

Epidemiology: Diphtheria was controlled for a time by active immunization, but lately its incidence has been rising due to low vaccination numbers, especially inimmigrants from Eastern Europe, and secular fluctuations in the virulence of the toxin .All instances of the disease must be reported to health officials.

Causative organism: The causative organism is Corynebacterium diphtheriae, which is transmitted by droplet inhalation or skin-to-skin contact. The incubation period
is 1–5 days.

Pathogenesis: The bacterium produces a special endotoxin that causes epithelial cell necrosis and ulcerations.

Clinical manifestations: Two main forms are distinguished based on their clinical presentation:
• Local, benign pharyngeal diphtheria
• Primary toxic, malignant diphtheria
The disease begins with moderate fever and mild swallowing difficulties. The clinical picture becomes fully developed in approximately 24 hours, characterized by severe malaise, headache, and nausea.

Diagnosis: Mirror examination of the pharynx reveals typical grayish-yellow pseudomembranes that are firmly adherent to the tonsils and may spread to the palate and pharynx. The underlying tissue bleeds when the coatings are removed. A slightly sweet breath smell is also characteristic. The diagnosis is confirmed by the overall clinical impression, combined with smear findings.

Treatment: First, the patient should be isolated. Whenever diphtheria is suspected, even before it is confirmed by smear results, diphtheria antitoxin (200–1000 IU/kg body weight) should be administered by intravenous or intramuscular injection. Allergy to the antitoxin should be excluded (with a skin test) before it is administered .Penicillin G should also be administered.

Discharge from the hospital is contingent upon test results :three smears taken at 1-week intervals must all be negative. Two percent of patients continue to carry the bacterium and should undergo tonsillectomy.

Complications: Dangerous complications, which occur mainly in association with the primary toxic malignant form, are toxic myocarditis (which may terminate fatally in 10–14 days) and interstitial nephritis. The more severe the diphtheria, the earlier these complications may arise. Electrocardiography and urinalysis follow-ups should be continued for at least 6 weeks after the onset of the disease.


[bookmark: PG102]Glandular fever
Glandular Fever is also known as infectious mononucleosis or Epstein-Barr virus infection. It is common in teenagers and young adults. Patients with glandular fever may present a similar picture to patients with acute bacterial tonsillitis, but with a slightly longer history of symptoms. Diagnosis relies upon a positive monospot or Paul-Bunnell blood test, but early in the course of the disease this test can still show up negative.
Signs and symptoms
· Sore throat
· Pyrexia
· Cervical lymphadenopathy
· White slough on tonsils
· Petechial haemorrhages on the palate
· Marked widespread lymphadenopathy
· Hepatosplenomegaly.
Treatment
This is a self limiting condition for which there is no cure as such. Treatment is largely supportive with painkillers, although patients may appreciate a short course of corticosteroids to decrease swelling. IV fluids may be necessary if they cannot drink enough.
Complications
Patients should be advised to refrain from contact sports for six weeks because of the risk of a ruptured spleen. This can lead to life threatening internal bleeding.
[bookmark: PG103]
[image: ]



Tonsillectomy
This is one of the most commonly performed operations. Patients usually stay in hospital for one night, so that bleeding may be recognized and treated appropriately. Tonsils are removed by dissection under general anaesthetic. Haemostasis is achieved with diathermy or ties.

Tonsillectomy is very painful and regular simple analgesia is always required afterwards. Patients should be advised that referred pain to the ear is common. Until the tonsillar fossae are completely healed, eating is very uncomfortable. The traditional jelly and ice cream has now been replaced with crisps, biscuits, and toast, since chewing and swallowing after tonsillectomy is very important for recovery and in helping to prevent infection.
In the immediate postoperative period the tonsillar fossae become coated with a white exudate, which can be mistaken as a sign of infection.

Indications for tonsillectomy
1- Absolute indications for surgery
· Suspected malignancy
· Children with OSA (obstructive sleep apnoea)
· As part of another procedure such as UPP for snoring.
2- Relative indications for surgery
· Recurrent acute tonsillitis
· 3 attacks per year for 3 years or
· 5 attacks in any one year
· More than one quinsy.
Big tonsils which are asymptomatic need not be removed.
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Complications
Postoperative haemorrhage is a serious complication for between 5-15% of patients after a tonsillectomy.
A reactive haemorrhage can occur in the first few hours after the operation, this will frequently necessitate a return trip to the operating theatre.
A secondary haemorrhage can occur any time within two weeks of the operation. 
[bookmark: PG105]
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Adenoidal enlargement
The adenoid is a collection of loose lymphoid tissue found in the space at the back of the nose. The Eustachian tubes open immediately lateral to the adenoids. Enlargement of the adenoids is very common, especially in children. It may happen as a result of repeated upper respiratory tract infections which occur in children due to their poorly developed immune systems.
Signs and symptoms
· Nasal obstruction
· Nasal quality to the voice
· Mouth breathing which may interfere with eating
· A Runny nose
· Snoring
· Obstructive sleep apnoea syndrome (OSAS)
· Blockage of the eustachian tube.
A diagnosis of adenoidal enlargement is usually suspected from the history. Using a mirror or an endoscopic nasal examination will confirm the diagnosis.
The glue ear which arises as a result of poor eustachian tube function may cause hearing impairment. Adenoiditis or infection of the adenoid, may allow ascending infections to reach the middle ear via the eustachian tube.
Treatment
An adenoidectomy is performed under a general anaesthetic. The adenoids are usually removed using suction diathermy or curettage.
Complications
Haemorrhage (primary, reactionary, and secondary): These are serious complications of an adenoidectomy, but this is less common than with a tonsillectomy. The procedure is frequently carried out safely as a day case.
Nasal regurgitation: The soft palate acts as a flap valve and separates the nasal and the oral cavity. If the adenoid is removed in patients who have even a minor palatal abnormality, it can have major effects on speech and swallowing. Palatal incompetence can occur in these patients resulting in nasal regurgitation of liquids and nasal escape during speech. Assessment of the palate should form part of the routine ENT examination before such an operation, in order to avoid this complication.
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Lec 4:

Tumours of the pharynx:

-Tumours of the Nasopharynx :
Benign Tumors
Juvenile Angiofibroma
Epidemiology: Benign tumors of the nasopharynx are rare. The most common of these is juvenile angiofibroma, which accounts for less than 0.05% of all ear, nose, and throat (ENT) tumors and occurs exclusively in boys 10–18 years of age 

Symptoms: Typical symptoms are obstructed nasal breathing, recurrent epistaxis, headache, impaired Eustachian tube ventilation with middle ear effusion, and conductive hearing loss due to obstruction of the eustachian tube orifice.

Diagnosis: The typical endoscopic appearance is that of a well-circumscribed, vascularized mass with superficial vascular markings, situated in the nasopharynx or posterior part of the nasal cavity. If there is clinical suspicion of an angiofibroma, a biopsy should not be performed due to the risk of heavy bleeding. The primary workup should include MRI or CT, which can accurately define tumor extension into surrounding structures . Digital subtraction angiography (DSA) is useful for identifying tumor-feeding vessels 

Treatment: The treatment of choice is surgical removal of the tumor. Preoperative embolization of the feeding vessels (usually the maxillary artery) should be performed to reduce the intensity of intraoperative bleeding

Malignant Tumors:

Epidemiology: Carcinomas of squamous-cell origin account for the great majority of malignant nasopharyngeal tumors. A basic distinction is drawn between

squamous cell carcinomas and lymphoepithelial carcinomas
(Schmincke tumor).
Much less common tumors of this region are adenocarcinoma, adenoid cystic carcinoma, malignant melanoma, sarcoma, lymphoma, and plasmacytoma.

Etiology: The Epstein–Barr virus (EBV) appears to have a key role in the etiology of undifferentiated lymphoepithelial carcinoma.

Symptoms: Early symptoms of nasopharyngeal malignancies are unilateral conductive hearing loss with middle ear effusion. Any persistent middle ear effusion of long duration in an adult patient with no prior history of middle ear disease is suspicious for a tumor and should be investigated accordingly. Cervical lymph-node metastasis, usually involving the
nodes at the mandibular angle, is another common initial finding. Features of advanced disease include nasal airway obstruction, recurrent epistaxis, headaches, and cranial nerve palsies.
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Diagnosis: The primary study is endoscopy of the nasopharynx .Nasopharyngeal malignancies can have a variety of appearances ranging from a smooth, well-circumscribed tumor surface to mucosal ulcerations.
Some of these tumors are initially submucosal and are easily missed at endoscopy.

Otomicroscopy reveals unilateral tympanic membrane retraction and a middle ear effusion as a result of impaired eustachian tube ventilation. Given the EBV association of many nasopharyngeal cancers, the

EBV antibody titer should be determined (this shows an elevated IgA, contrasting with the elevated IgM/IgG that is found in infectious mononucleosis). MRI or CT is useful for defining tumor extent 

Treatment: The treatment of choice for most nasopharyngeal carcinomas is primary high-voltage radiotherapy, because most of these tumors are very radiosensitive and the unfavorable tumor location and rapid invasion of the skull base preclude curative surgery in
many cases.


-Tumours of the oropharynx :

Tonsillar tumours
Benign tumours are very rare. But tonsillar stones (tonsiliths) with surrounding ulceration, mucus retention cysts, herpes simplex or giant aphthous ulcers, may mimic the more common malignant tumours of the tonsil. These tumours are becoming increasingly common, and unusually, are now being found in younger patients and in non-smokers.

Squamous cell carcinoma (SCC)
This is the commonest tumour of the tonsil. It tends to occur in middle-aged and elderly people, but in recent years tonsillar SCC has become more frequent in patients under the age of 40. Many of these patients are also unusual candidates for SCC because they are non-smokers and non-drinkers.
Signs and symptoms
· Pain in the throat
· Referred otalgia
· Ulcer on the tonsil
· Lump in the neck.
As the tumour grows it may affect the patient's ability to swallow and it may lead to an alteration in the voice—this is known as ‘hot potato speech’.
Diagnosis is usually confirmed with a biopsy taken at the time of the staging pan endoscopy. Fine needle aspiration of any neck mass is also necessary. Imaging usually entails CT and/or a MRI scan. It is important to exclude any bronchogenic synchronous tumour with a chest X-ray and/or a chest CT scan and bronchoscopy where necessary.
Treatment
Decisions about treatment should be made in a multidisciplinary clinic, taking into account the size and stage of the primary tumour, the presence of nodal metastasize, the patient's general medical status and the patient's wishes.

Treatment options include:
· Radiotherapy alone
· Chemoradiotherapy
· Trans oral laser surgery
· En-bloc surgical excision—this removes the primary and the affected nodes from the neck. It will often be necessary to reconstruct the surgical defect to allow for adequate speech and swallowing afterwards. This will often take the form of free tissue transfer such as a radial forearm free flap.
Lymphoma
This is the second most common tonsil tumour.
Signs and symptoms
· Enlargement of one of the tonsils
· Lymphadenopathy in the neck—may be large
· Mucosal ulceration—less common than in SCC.
[bookmark: PG107]
Investigations
· Fine needle aspiration cytology may suggest lymphoma, but it rarely confirms the diagnosis. It is often necessary to perform an excision biopsy of one of the nodes.
· Staging is necessary with CT scanning of the neck chest, abdomen, and pelvis. Further surgical intervention is not required other than to secure a threatened airway.
Treatment
[bookmark: PG108]Usually consists of chemotherapy and/or radiotherapy.
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-Tumors of Hypopharynx:
Benign Tumors
Benign tumors of the hypopharynx are considered ararity. They may present clinically with dysphagia, regurgitation,or retrosternal pain. The diagnosis is establishedwith an incisional biopsy taken endoscopically under general endotracheal anesthesia. Treatment consists of surgical removal, depending on the tumor size.

Plummer-Vinson syndrome :It is a pre malignant .Most common in nonsmoking Scandinavian women characterized by iron deficiency anemia , dysphagia associated with postcricoid web and angular cheilitis . There is increased incidence of oral leukoplakia and s.c.c( 10% ). Treatment with iron will improve the anemia but will not reverse the mucosal changes .

Malignant Tumors

The hypopharynx is divided into 3 parts :
1- Postcricoid
2- Pyriform fossae 
3- Posterior pharyngeal wall

Histologically, almost all of these tumors are squamous cell carcinomas. As with oral and oropharyngeal carcinomas, there is an etiologic link to chronic alcohol and nicotine abuse.


Symptoms: Most malignant tumors of the hypopharynxare diagnosed at an advanced stage because earlier lesions do not produce symptoms. Initial complaints tend to be nonspecific, depending on tumor size and location, and consist of dysphagia and a fetid breath odor. Later there may bepain radiating to the ear. Hoarseness and possible
dyspnea signify tumor extension to the larynx.

In many cases, cervical lymph-node metastasis is noted as the earliest sign of disease.

Diagnosis: Besides the mirror examination or indirect laryngoscopy, the diagnostic workup
should include endoscopic examination under general  endotracheal anesthesia, as this is the best way to evaluate tumor extent. A biopsy can also be taken in the same sitting for histologic confirmation. Additionally,sectional imaging modalities can help to define the tumor size and check for involvement of adjacent structures while also evaluating the cervical lymphnode status 

Treatment: Treatment depends on tumor size but usually consists of local surgical excision with a concomitant neck dissection Many malignant tumors of the hypopharynx have already spread to the larynx, making it necessary to perform a laryngectomy in the same sitting. The tissue defect is closed primarily whenever possible. This cannot be done with extensive hypopharyngeal resections due to the high risk of stricture formation, and larger defects should be reconstructed by means of a free jejunum transfer with microvascular anastomosis. Surgery  should be followed by radiation to the tumor site
andlymphatics.Alternative treatments for advanced hypopharyngeal cancers are primary radiotherapy and combined radiation and chemotherapy.
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339-342 A quinsy This is a complication of acute tonsillitis in which
a peritonsillar abscess forms. The symptoms may be extremely severe
with absolute dysphagia, pain referred to the ear and trismus. There
is malaise, fever and marked swelling of the tonsillar lymph node.
Examination shows the signs of acute tonsillitis with medial displace-
ment of the tonsil to the midline.

If the abscess is pointing, incision at the site marked releases the
pus. Since the advent of antibiotics the need for incision of quinsies is
less. High doses of intramuscular penicillin for five days is the treat-
ment and should be followed by a further five-day course of oral
penicillin. A large tonsil with medial displacement persists with inad-
cquate treatment and represents a chronic quinsy in which recurrence
of an acute episode is common. A throat swab of the pus is taken at
the time of diagnosis and the result may later require the penicillin to
be changed to another antibiotic.

A quinsy is extremely rare in children and is also rarely bilateral.
Complications are uncommon, but bleeding from a quinsy is an im-
portant and serious sign: it is due to erosion by the peritonsillar pus of
one of the adjacent vessels—either one of the tonsillar arteries or the
internal carotid artery (bleeding quinsy). Quinsies not infrequently
occur in those who have suffered previous episodes of acute ton-
sillitis. Tonsillectomy, which is indicated after a quinsy, is delayed
four to six weeks until the acute phase has passed. Vascular fibrous
tissue found lateral to the tonsil after a quinsy makes tonsillectomy
technically difficult and some advocate tonsillectomy at the time of
the acute quinsy (quinsy tonsillectomy).
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330,331 Simulated tonsil enlargement A tonsil may appear to be
enlarged by medial displacement from a parapharyngeal swelling and
careful examination of the fauces ensures that the correct diagnosis is
made. It is possible to biopsy a normal tonsil and realise later that
medial displacement is simulating enlargement. In this case (330) the
parapharyngeal mass is an internal carotid aneurysm: the initial dia-
gnosis in Casualty was a quinsy—a dangerous error if followed by
incision. Other more common parapharyngeal swellings are tumours
of the deep lobe of the parotid gland, (331), chemodectomas, neuro-
fibromata and enlargement of the parapharyngeal lymph nodes.




image8.jpeg
343-346 Infectious mononucleosis This should be suspected if a sore
throat and malaise persist despite antibiotic treatment, and a white cell
analysis and Paul-Bunnell are indicated. A white membrane covering
one or both tonsils is characteristic and helpful in diagnosis. Hyper-
sensitivity to ampicillin is increased in infectious mononucleosis and
the antibiotic should be avoided: a severe urticaria follows its use.
The positive Paul-Bunnell blood test is diagnostic of infectious mono-
nucleosis, and atypical mononuclear white cells are increased on the
blood film.
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355 Tonsils after removal to
demonstrate the lingual pole
(arrow) The pole must be inclu-
ded at tonsillectomy. A tonsil re-
mnant may be left inadvertently
at this site and give rise to further
infection. Tonsils do not ‘re-
grow’. Adenoid tissue, however,
is not possible to enucleate and
remove in toto; it may recur, par-
ticularly when removed before 4
years of age.
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354 The tonsillar fossae following tonsillectomy These arc covered
with a white/yellow membrane for about ten days until the fossae are
epithelialised.
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6 Secondary infection 0C ot in the tonsillar fossa is an
important postoperative finding and almost certainly indicate:
ondary infection. This occurs between the third and tenth d
associated with an increase in the pain, and bleeding. The blee

scanty and settles when antibiotics control the secondary in-
fection. Severe delayed bleeding after tonsillectomy may occur, how-
and the finding of a blood clot in a tonsillar fossa must not be
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327 Lateral X-ray of tonsils The tonsils and adenoids show on lateral
X-ray and the soft tissue shadow helps in assessing the degree of
obstruction that the lymphoid tissue may be causin
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Symptoms of carcinoma of nasopharynx

ar
Deafness due to
secretory otitis media

Pain

Eye
Proptosis due to direct
spread to orbit
Diplopia due to involve-|
ment of VIth nerve

Nasal
Obstruction
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Neurological
Facial pain or
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to involvement
of Vth nerve

Neck
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328 Unilateral tonsil enlargement A tonsil can be described as ‘large’

when compared with the other tonsil. A conspicuously large tonsil in

the absence of acute inflammation is an important finding suggesting

either a chronic quinsy or a lymphosarcoma. A persistent and con-

spicuously large tonsil, therefore, should be removed for histology.
329

329 A palate and tonsil carcinoma This presents as an indurated
ulcer rather than a diffuse enlargement, and causes pain and otalgia.
The biopsy is taken from the ulcer margin. The five-year survival
following radiotherapy is about 20 per cent.
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a The axial CTscan demonstrates a mass that is completely fill-
ing the right hypopharynx. The arrows point to an ipsilateral
lymph-node metastasis below the sternocleidomastoid mus-
cle.

b The surgical specimen includes a posteriorly incised larynx,
which has been resected along with the left piriform sinus.
The left piriform sinus has been completely obliterated by an
extensive squamous cell carcinoma infitrating the larynx.
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(laryngeal vestibule)
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(blue), oropharynx (yellow), and
hypopharynx (green) shown in
midsagittal section.
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a Oral phase b Pharyngeal phase
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