
 

ENT Lectures 
 

Introduction to Otolaryngology 

- Pre-slides 

- Everything in Lecture Notes: ENT is required in the exam + a book called Key Topics: 

Foreign Bodies chapter. 

-  ENT is an acronym for Ear, Nose, and Throat. This is the layman’s term. The medical term is 

otorhinolaryngology. 

- Oto: ears 

- Rhino: nose 

- Laryngo: larynx 

- HNS: Head and neck surgery, maxillofacial, plastic surgery is an overlap area. 

- Base of skull surgery - Roof of the nose is the base of the anterior cranial fossa, etc. 

- A patient comes through to our clinic with epistaxis (bleeding from the nose); physical 

examination will start before history passively. History is not always necessarily preceding the 

physical examination. 

- History 

- Ear symptoms: Hearing Loss 

- hearing loss, ak.a. hearing impairment or deafness. When we say a person is 

deaf this doesn't mean that he doesn't hear me, this can be partial or complete 

deafness. other symptoms are ear pain (otalgia), discharge from the ear 

(otorrhea), tinnitus (hearing abnormal noise), vertigo (dizziness), ear itching, 

aural fullness (heaviness in the ear). 

- We have to ask the patient if its sudden or gradual, partial or complete, stable 

or progressive, constant or episodic, and unilateral or bilateral. We also have to 

tailor our treatment based on what the patient wants, what sort of occupation 

they have, etc. THe most important is bilateralism of the symptoms 

- Ear symptoms: Otalgia 

- We have to ask the normal SOCRATES associated with pain. Primary otalgia is a 

pathology in the ear, secondary is pathology outside of the ear (referred 

otalgia). Referred pain - two organs with same innervation getting the same 

symptoms. This means that we have referred otalgia. 

- REFERRED OTALGIA IS MORE COMMON THAN PRIMARY OTALGIA. 

- THE MOST COMMON CAUSE OF OTALGIA IS REFERRED OTALGIA. 

- Thus we have to know the sensory supply for the ear and the organs that they 

supply to allow us to know where to look for secondary pathologies. We will be 

able to do that in the physical examination. Upon finding an abnormal ear, this 



is primary otalgia. If the ear is normal in examination, this means that there is 

secondary otalgia. 

- Sensory innervation of the ear: 

- Vagus nerve (X) gives a branch to the external ear → Arnold’s branch of 

the vagus nerve for pain sensation. 

- Trigeminal (V) 

- V1 Opthalmic 

- V2 Maxillary 

- V3 Mandibular: this is the one that supplies the ear. 

- Glossopharyngeal (IX) gives the pharynx and might be a cause of 

referred pain in the ear. 

- C2-C3 in the cervical plexus giving us two branches, greater auricular 

nerve and lesser occipital nerve supplying the external ear. 

- Facial nerve (VII) is mainly a motor nerve (⅔ of the fibers); the rest are 

sensory. They give special taste sensation through the chordi tympani 

nerve. 

- V3: Trigemenal for sensation, pain, touch and temperature. 

- Posterior one third is glossopharyngeal (IX) for taste, pain touch 

and temperature 

- Which structures might have pathologies and may result in referred 

otalgia? 

- Oral cavity through trigeminal 

- Pharynx through glossopharyngeal 

- Nasal cavity through trigeminal 

- Dental through mandibular branch of the trigeminal 

- DENTAL IS THE MOST COMMON SITE OF ORIGIN OF 

REFERRED OTALGIA 

- TMJ through trigeminal 

- Larynx through vagus nerve (2 branches - recurrent laryngeal 

and superior laryngeal nerve) 

- Cervical disc prolapse/occipitus skin lesion through C2-C3 

- Ear Symptoms: Otorrhea 

- Colour - blood-stained or not. If it’s yellowish, bacterial infection. Greenish → 

pseudomonas aeroginosa (gram-negative bacilli) is one of the worst bacterias to 

have an infection from because it’s multi-drug resistant. 

- History of trauma: clear, serous fluid due to CSF leak or otorrhea. 

- Character - serous fluid from CSF, purulent → bacterial infection, mucoid → 

tympanic membrane perforation or rupture. 

- Tympanic membrane layers: Middle fibrous layer, outer layer is stratified 

squamous, inner layer → anything but stratified squamous. ADD THE LAYERS OF 

THE EAR AND THEIR COVERING 

- Ear Symptoms: Tinnitus 
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- Objective and subjective tinnitus 

- Objective: examiner may even hear the tinnitus “ TMJ problems “ 

- 99.9% of the tinnitus is subjective; only the patient hears the tinnitus. 

- Very common symptoms, 10% of the general population have tinnitus. 

Presbycusis (presby - age related changes in hearing) due to nerves resulting in 

hearing loss. A lot of the older population like to stick the radio to their ears. 

This is so they can overcome or ignore the abnormal tinnital noise with a 

different kind of noise of their choice. Some of the 10% have tinnitus so severe 

that it is affecting their everyday function and environment. It will usually affect 

the patient more in night because it is a quiet environment. 

- Pulsatile/nonpulsatile: one of the best descriptions of tinnitus. The patient 

might hear their heartbeat, which is pulsatile tinnitus. Anything can cause 

either. With pulsatile tinnitus, we have to think of a few things to rule out. 

Anything with hearing rule may cause tinnitus. 

- Causes of pulsatile tinnitus: 

- Carotid atherosclerosis 

- In the middle ear, we have the carotid artery running 

from below, curving anterior and inferior to the middle 

ear, going inside and then curving again and then 

anastamoses with the circle of willis. This kink at the 

very beginning with atherosclerosis at that area will 

cause the change of blood flow from normal to 

turbulent flow. This change will be right beside the ear. 

- AVM, carotid aneurysm 

- Glomus Jugulare Tumour 

- The venous drainage from the brain is the superior and 

inferior sagittal sinus, to transverse, lateral, sigmoid 

sinus. At the sigmoid sinus, we have the jugular bulb, 

which is right below the middle ear. Some cells in the 

jugular bulb form a tumour resulting in venous hum and 

pulsatile tinnitus. 

- Hypertension 

- Uncontrolled HTN patients will have bilateral tinnitus 

because the blood tension will increase on the blood 

vessels. 

- Hyperdynamic circulations 

- the blood will keep being turbulent → anemia 

polycythemia vera, thyrotoxicosis, pregnancy, exercise, 

fever, thiamine deficiency, Paget’s disease of the bone 

(if it hits the temporal bone → new vascularization → 

turbulent blood flow) 

- 
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- Ear symptoms: Dizziness/Vertigo 

- What is the difference between dizziness and vertigo? 

-  Vertigo is a true rotatory movement of the patient, the things around 

him, or anything. Dizziness is a general term than encompasses vertigo 

as well. Anything may cause dizziness and/or vertigo. the inner ear 

comprises only 20% of cases of dizziness; ear is not the only cause 

behind dizziness. Hyper/hypotensive/glycemia, electrolyte imbalance 

are major causes of dizziness. tumour, MI, CVA, hemorrhage, cervical 

disc prolapse are other minor causes of dizziness. 

Hypo/hyperthyroidism, vitamin D deficiency are other causes of 

dizziness. NOT EVERY DIZZINESS → EAR CAUSE 

- Syncope, light-headedness, vertigo are kinds of dizziness. 

- A patient with dizziness or vertigo, we suspect the problem is in the ear. We ask 

the patient about the duration (excluding non-otological causes) and they 

respond with 

- Seconds and minutes especially related with changes of position → 

Benign Paroxysmal Positional Vertigo BPPV 

- Hours - 2 days → Menierre’s disease 

- Days - weeks → Labyrinthitis or vestibular neuritis 

- we have to ask about the impact on daily life → is it getting better or worse? 

This will determine how aggressive we are in the management or treatment of 

the patient. 

- Ear symptoms: Ear itching 

- Any inflammatory process in the external ear may cause itching. 

- Ear symptoms: Aural fullness 

- heaviness in the ear 

- eustachian tube: connects the nasopharynx and the middle ear 

- Functions (3) 

- Ventilation of the middle ear 

- Equalization of the pressure around the tympanic 

membrane 

- drainage of the middle ear secretions 

- The middle ear is lined by mucosa. This mucosa goes 

through the eustachian tube down to the nasopharynx. 

- Prevents reflux of nasopharyngeal contents 

- By closing. The levator vili pallatini and tensor vili 

pallatini muscles will constrict. Salpingo 

- Tensor villi is supplied by the mandibular nerve from 

the trigiminal but levator villi and sulpingopharengeous 

are supplied by the pharyngeal plexus mainly from the 

pharyngeal branch of the vagus 
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- With eustachian tube dysfunction, the ventilation in the middle ear will 

decrease, the pressure will thereby decrease as well through the 

resorption of air. Thus, it will have a relative negative pressure resulting 

a retracted tympanic membrane. the patient who gets that will feel 

aural fullness. When we go down in the plane, this will reverse and the 

ear will ‘pop’. 

- Nasal symptoms: General 

- We have to stress asking about the unilateral/bilateral causes. Bilateral → 

function problems such as inflammation. Unilateral might be mass (polyp), 

fracture, foreign body. 

- We have to ask the patient if it’s continuous or intermittent. If continuous, this 

might mean it’s an anatomical problem. 

- Nasal symptoms: Sleep apnea, snoring, mouth breathing, etc. 

- sleep apnea - cessation of breathing for at least 10 seconds 

- We can divide it according to 

- Obstructive 

- At the nasal cavity, nasopharynx, oral cavity, 

oropharynx 

- Central 

- Respiratory center in the brainstem, especially in 

prolonged congested patients 

- Mixed 

- Snoring - Stertor is snoring when awake 

- Partial obstruction. The level of obstruction will be supralaryngeal. if it 

was complete obstruction, we would get apnea and no air would come 

out. 

- A partial obstruction at larynx or trachea, the patient will get stridor 

- Rhinorrhea - Nasal discharge 

- Colour, uni/bilateral, unilateral serous (CSF rhinorrhea and leak), 

character (serous → viral rhinosinusitis or allergy), purulent (bacterial), 

mucoid (allergy) 

- Sneezing probably due to any inflammatory condition 

- Lining epithelium for the mucosa → ciliated pseudostratified columnar 

epithelium. This mucous through ciliary movement is pushed into the 

oropharynx. The amount of mucous production daily is 500 - 1500 ml. 

- Sometimes the nerve endings in the pharynx (GERD reflux) will cause 

increased sensitivity to the nerve endings that the patient will get 

annoyed with even the normal production of mucous. 

- Headache 

- The patient will feel pain right where the sinuses are affected. sphenoid 

→ parietal or occipital pain. facial → facial headache. second premolar 
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iddle 

and first two molars’ roots go into the floor of the maxillary sinus → 

with a dental pathology, this will cause sinusitis. 

- Epistaxis - bleeding from the nose 

- Unilateral vs. bilateral 

- have to ask about the symptoms of anemia 

- bleeding from other orifices 

- drugs: anticoagulant, antiplatelets. 

- history of trauma 

- Nasal deformity 

- Too big or small nose 

- Change in smell sensation 

- Temporal lobe of the brain is responsible for smell sensation. The 

pathology might thus be central, like temporal lobe seizures, CVA, 

tumours, hemorrhages all in the area of the temporal lobe. 

- Olfactory nerve (I) might have a pathology. 

- hyposmia is the reduction in the ability to smell in the patient. 

- anosmia - total loss of smell sensation in the patient. 

- dysosmia - abnormal smell sensation 

1) parosmia: smell an orange like a banana. Smell 

something like another 

2) cacosmia: Smell something that is bad when there’s a 

normal smell. “caca”smia (I died a little inside putting this in the 

notes). Chronic rhinosinusitis might result in cacosmia. 

 
§Lectures 

§Physical Examination 

§Ear examination 

oReview anatomy 

§External auditory canal is around 1 inch. The outer one third is cartilaginous. The inner two thirds are 

bone. The outer one third has hair follicles; inner two thirds with no hair. The outer one third has 

seromenous (check) glands (ear wax) and the inner two thirds with no glands. 

§The middle ear cavity has three ossicles: malleus, incus and stapes. A part of the malleus is stuck to the 

tympanic membrane and it is called the handle of the malleus. The smallest bone in the body is the 

stapes. The stapes is also the most complete ring. The largest and most lateral is the malleus. The stapes 

is stuck to the m ear, called Foot plate of the stapes. This plate articulates with the oval window. 

§The Eustachian tube connects the middle ear to the nasopharynx. 

§Temporal, zygomatic, buccal, marginal mandibular, cervical are the branches of the facial nerve. 

§Chorda tympani, a branch from the facial nerve, innervates the taste in the anterior two-thirds of the 

tongue. 

§Tensor tympani muscle and stapedius muscle with innervation from trigeminal and facial respectively. 

§Tegmen tympani splits the roof of the middle ear. 

dr. mohammed Barqawi  
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§Cochlea and vestibular apparatus for hearing and balance respectively. The cochlea is two and a half 

turns. The cochlear or auditory nerve comes out of the cochlea. The vestibular apparatus is divided into 

vestibule and semicircular canals. The vestibular has urticle and saccule. Out of these canals, we get the 

vestibular nerve which joins the cochlear. The vestibulocochlear nerve passes the CP angle and goes to 

the pons. 

§The inner ear has two types of fluid: perilymph, which is high in sodium low in potassium like ECF. The 

endolymph is like ICF, which is high in potassium low in sodium. 

oWe have to clean our hands and wear the headlight with every single examination, especially for the 

OSCE. We have to ask the patient about which ear the patient has pathology. This will allow us to know 

the normal background anatomy of the patient. This will also allow me to start with the ear that has no 

pain and establish rapport with the patient. 

oInspection: We look for ear deformities. The helix, anti-helix, tragus, anti-tragus, lobule and cocha. 

§We have protruding or bat ears, which is a cosmetic deformity. We can correct that through otoplasty. 

§Microtia: small ear. Anotia: the pinna would not be present. 

§Aural atresia: the external auditory meatus would be closed off. 

§Sinus/pit: preauricular or postauricular sinus or pit. The difference between sinus and fistula – 

abnormal communication between two epithelial surfaces.The sinus – communication between an 

epithelial surface and a blind cavity. 

§Accessory auricles(?) – any skin tag or cartilage that is “extra”. 

§Cauliflower ear (also called Wrestler’s Ear) – occurs after trauma followe d by auricular hematoma. 

·Cartilage is an avascular structure. It gets its perfusion from perichondrium. With trauma, there will be 

spacing between them, ischemia, and necrosis. Thus we have to do incision and evacuation of the 

hematoma.    

·Th  e patient will come with a swelling and we will feel it tense. We will enter with a needle aspiration, if 

blood, it’s positive. To prevent recollection, we have to cover with a gauze and compress with a bandage 

to prevent further damage. 

·The hematoma might become an abscess as well and create further problems. 

§We look for signs of inflammation, such as redness, swelling, or discharge, ulceration, hypo or 

hyperpigmentation. 

§Scars: post-auricular scar from surgery. End-aural scar will be present obliquely in the preauricular 

surface. With tympanic membrane perforation, we have to repair that through tympanoplasty or 
 

myringoplasty (myringo = tympanic membrane). We use fascia, periosteum, veins, etc. But we mostly 

use facia and/or cartilage (most popular two types of treatment). 

·Tragal scar – evidence of using the tragus for previous repair. 

oPalpation: 

§We move the pinna and see if we have auricular tenderness, press on the tragus and see if we have 

tragal tenderness. This might be a sign of otitis externa. 

§We also palpate the mastoid bone. If tendernesss, sign of mastoiditis. 

§Fistula Test (perilympathic fistula): we press on the tragus, close the canal for 10 seconds, then sudden 

release. Positive test is if the patient had nystagmus, or the patient told you they felt dizzy afterwards. 

·Nystagmus: rapid, oscillatory, involuntary movement of the eye 

oPercussion: 
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§Percuss the mastoid for mastoid tenderness. 

oOtoscope: 

§We always have to choose the right ear piece for the right patient. It isn’t universal for everyone. We 

use the biggest but most appropriate ear piece for each patient. An adult = big, pediatric = small. Adult 

with otitis media = small. 

§Pneumatic otoscope: checks the mobility of the tympanic membrane as well as doing the otoscopy. 

When we press, the tympanic membrane should go medially. 

§We always have to examine the patient with the right ear pathology with our right hand. 

§We have to grab the otoscope like a pen. 

§We should pull the pinna upwards, backward, outwards, to straighten the canal. This is for adults. 

§Pediatrics -> just backwards. 

§Neonates -> backwards and inwards. 

§Is the external auditory canal adequately patent or is it narrow? We have mention any signs of 

inflammation, discharge (with its own classifications as well), skin lesions, masses, foreign bodies, 

tumours, neoplasms. 

§We look at the tympanic membrane, comment on its normal or abnormal structure. 

·Normal: semi-transparent, grey-pearly colour, intact, normal position (not retracted nor bulging), 

presence of cone of light, presence of handle of malleus, mobile tympanic membrane through Valsalva 

maneuver 

oCone of light: anteroinferior quadrant. 

oHandle of malleus: backwards and downwards 

oValsalva: have the patient close their nose and mouth and try to “breathe” 

oTympanic membrane is made up of pars flaccida, e.g. attic (upper small part with two layers, missing 

the fibrous layer), and pars tensa (lower larger part). With Eustachian tube dysfunction, pars attica 

moves easier. When it retracts, it’s called retraction pocket. Cholesteatoma occurs with the 

keratinization of pars attica when it gets retracted; presence of squamous epithelia in the middle ear 

(Google this and add to notes). 

§Impacted wax – wax closes off the view of the meatus completely. 

§Tympanic membrane perforation 

·Site, size (if less than ¼ of tympanic is small sized, if ¼ - ½ medium, more than ½ large), wet/dry 

(depending on presence of secretions), marginal or central 

§Myringotomy – hole in the tympanic membrane, we put a device called ventilation tool for ear 

effusions. 

oTuning fork tests: At least 256 forks, even better is the 512 

§Rinne Test: We grab the tuning fork with the stem. We hit the olecranon process or patella. We go in 

lateral to the ear by one inch, at the mastoid process. Air conduction louder -> positive (? Check). We 

have to do it at three positions behind the ear, at the pinna, then at the tragus. 

§Weber Test: Any midline ear prominence then we ask which side is louder. Again, with the stem to the 

bone.If both are heard equally, centralized. If one side is more, then it is lateralized to [that side]. If the 

patient can’t hear any side, it’s called indifferent. 
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§These examinations are not called normal or abnormal, they’re called positive or negative and 

centralized/lateralized. Don’t use any other terminology. 

oFree field hearing test: talk to the patient and see what the intensity of their hearing is. 

oFacial nerve: Ask the patient to elevate their eyebrows, and have them look at the examiner’s finger 

from up to down. Then close your eyes tightly and don’t let me open them. Show me your teeth (look at 

angles of the mouth for drooping), whistle, and blow out your cheeks. Ask the patient to grimace for 

symmetry, then ask the patient for taste. 

oNasopharynx examination: (check) 

§Hearing loss: 

oConductive hearing loss: pathology in the external/middle ear. 

oSensory hearing loss: pathology inner ear, nerve, brainstem. 

§Nose Examination: 

oAnatomy 

§Nasolacrimal duct connects the inferior meatus to nasolacrimal sac. It is the only structure that 

connects to the inferior meatus. 

§Maxillary sinus, frontal sinus and anterior ethmoidal air cells connect to the middle meatus. 
 

§Superior meatus – p osterior ethmoids 

  §Sphenoethmoidal recess – sphenoid sinus 

§Osteomeatal complex (OMC) is the part of the 

important. 

§Ciliated pseudostratified columnar is the lining epithelium. 

that connects the sinuses. This is 

§Base of the tongue is the posterior 1/3 of the tongue. Floor of the mouth is inferior to the tongue. 

§The distance is 7-8 cm between the anterior aspect of the nose to the posterior. 

oInspection: 

§Front, lateral, and behind the patient for any nasal deformities. Comment if the patient is a mouth- 

breather. Comment if the patient has epiphora (hyperlacrimation). Comment if the patient has allergic 

salute (transverse skin crease superior to the nose holes). Comment if the patient has allergic shiners 

(black spots around the eye). Comment on scars (lateral rhinotomy scars for example). Lift the tip of the 

nose and look at the transverse columellar scar and anterior dislocation of the nasal septum. 

oPalpation: 

§palpate the nose and look for localized tenderness or crepitus, emphysema, any fracture lines, etc. 

§palpate the sinuses 

oPercussion: tenderness on the sinuses. 

oAnterior rhinoscopy: 

§Look at the nose from anteriorly using a nasal speculum. Here, we use the Thudichum’s speculum. We 

examine both sites using our left hand. We go in the nose closed, we go out of the nose open. 

§Five things: 

·Nasal septum: is it straight or deviated? If deviated, to which side? Which is wider cavity as well? Intact 

or perforated? 

·Turbinates: mesotrophic (normal size), hypertrophic or atrophic? 

middle meatus 
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o 

·Mucosa: Normally pink in colour. Pale mucosa -> allergic rhinosinusitis.Red -> erythematous 

inflammatory mucosa. 

·Masses: Polyps, neoplasm, foreign body, clot, rhinolith. We do suction to differentiate the po lyp from 

mucous. The polyp has yellow-greyish colour. The polyp is shiny, the turbinate isn’t. The polyp is soft to 

the touch, turbinate is hard. The polyp has no nerve endings -> insensate. The polyp has a stalk while the 

turbinate doesn’t. The polyp most commonly isn’t bloody, if so, we have to determine if there’s a 

neoplasm. 

·Discharge: Colour, where? Character, amount, etc. 

oNasal patency test: 

§Metallic testing with vapourization upon breathing. If on the right side there’s more condensation, this 

means the right is more open. 

§We can also bring little cotton pieces that move upon exhaling out. 

oPosterior rhinoscopy: 

§Looking at the nasopharynx through a mirror. We put a long mirror through the oral cavity. We have to 

do warming of the mirror and depress the tongue. 

oNasal endoscopy: There’s rigid and flexible nasoscopy. 

Lamina papyracea divides the ethmoid and the orbit. It’s oblique to the orbit. 

§Throat Exam: 

oLips 

§Cleft lip, ulcers, masses, lesions 

oTeeth 

§Cavitations, dental carries, teeth cap, filling, braces, dentures for upper and lower teeth 

oGingiva 

§Masses, ulcers, lesions 

oBuccal mucosa 

§Parotid duct (Stinson) opposite to the upper second molar tooth. 

oTongue 

§Macroglossia, fasciculations, motility of the tongue, geographic, glossitis 

oFloor of mouth 

§Submandibular ducts (Warthon’s duct – lateral to the lingual frenulum), frenulum 

oPalate 

§Cleft palate, ulcers, masses, lesions 

oUvula 

§Bifid or not. 30% of bifid uvula have submucous cleft palate -> Eustachian tube dysfunction. 

oTonsils 

§Anterior pillar and posterior (palapharyngeal and palatoglossal pillars). Ulcers, masses, lesions. The 

tonsil if they are large or small. Presence of crypts and they are preserved -> no tonsillitis. Pus, follicles, 

lesions. 

 
oPosterior pharyngeal wall 

§Ulcers, masses, lesions, postnasal drip or discharge. 

dr. mohammed Barqawi  

2018-09-29 13:56:28 

-------------------------------------------- 

turbinate  

dr. mohammed Barqawi  
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oLarynx 

§Indirect laryngoscopy 

·Warm the mirror and go through the oral cavity. Pull the tongue forward and point the mirror down. 

Ask the patient to make a sound to see the vibration of the vocal cords. Vocal cords with phonation go 

through adduction. At inspiration, they go through abduction. With adduction, there is turbulent air 

flow. Articulation of speech is through the tongue, buccal, mouth, lips, etc. 

·Hyponasal speech: when a person has a flu or sneezing. This is because the nose or the sinuses is less 

than usual, if more than usual -> hypernasal speech. This is similar in the cleft palate patients. 

·False vocal cords are at a higher level than true vocal cords. 

§Neck exam 

oScars, masses, striae, lesions, hyperpigmentation 

oPalpation 

§Mass, I have to test it. I also have to test thyroid and lymph node groups. 

oPercussion 

§Mass 

oAuscultation 

§Mass or goiter 

oConsistency, tenderness, fixed or mobile, attached to underlying structures, pulsations, 

transilluminations, fluctuance. 

oLymph nodes 

§Submental -> submandibular -> upper anterocervical, middle anterocervical, lower anterocervical -> 

posterior border of cervicals -> pre-auricular -> post-auricular -> suboccipital 

§Cranial nerve examination 

oAdd this 
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Foreign bodies in otolaryngology : 

 

the most affected by foreign bodies are pediatrics at the age of 1 year; because they develop 

pincer grip which allows them to hold things and put them in their mouth 

mentally challenged patients are also at a high risk. 

 

 

*foreign bodies of the ent are divided according to: 

1-site : ear, nose, larynx, pharynx and esophagus 

2-size: small. Medium, large 

3-consistency: soft, hard, rubbery 

4-shape: sharp, smooth surfaces 

5-organic or inorganic 

6-animate or in-animate 

 

**organic foreign bodies include: anything )عضوي( 

rubber, wood, paper, vegetables. 

They tend to be more symptomatic and have a higher risk of complications; we need to be 

more aggressive in treating them than with inorganic. 

Inorganic:  

the most serious is batteries; because there’s probability of leakage of the battery chemicals. 

 

**animate:  

alive. 

Insects. 

When dealing with insects we should always try to kill it before removing it using mineral 

oil or alcohol, in order to minimize the complications of its removal. 

 

 

*after the removal of a foreign body one must reexamine to exclude complications and 

presence of a second foreign body. 

25% of patients who have a foreign body tend to have another one. 

 

*usually there’s low threshold to use general anesthesia in pediatrics. 

 

 

 



foreign bodies of the ear: 
 

symptoms : 

 

it may be asymptomatic 

aural fullness  

conductive hearing loss and tinnitus 

otalgia 

bleeding 

otorrhea as a result of infection 

 

signs: 

*inspection: 

visualization of the FB 

signs of inflammation 

auricular and tragal tenderness otitis externa 

*percussion negative 

*otoscopy: 

wax on FB 

narrowin of the canal 

redness 

 

complications: 

1-otitis externa 

2-tympanic membrane perforation 

3-otitis media 

4-bleeding and laceration of the canal 

 

management: 

the FB should be removed using forceps, ear syringe, or a hook. 

 

The choice should be made on the nature of the FB, consistency and site. 

 

-a soft FB is removed easier than hard ones. 

 

-ear syringe should be avoided in: 

organic FB because they possess hygroscopic features 

sharp FB  

batteries-leakage of chem. 

Large objects lying superficial to the external ear canal isthmus because there is a danger of 

wedging them in that area. 



 

foreign bodies of the nose: 
 

symptoms: 

 

1-nasal obstruction (sleep apnea and mouth breathing) 

2-rhinorrhea (mucoid-mucopurulent) 

3-excoriated skin (unilateral) 

4-epistaxis 

5-csf leak  

6-headache 

 

Signs: 

 

rhinorrhea, mouth breathing, 

epiphora: hyperlacrimation when the FB is on the inferior turbinate 

septal perforation. 

 

Complications: 

 

1-septal perforation 

2- septal hematoma 

3-epistaxis 

4-laceration 

5-aspiration. 

6-rhinolithisasis 

 

management: 

depends also on the nature of FB, size and consistency 

we can use a hook or Foley’s catheter. 

the FB is removed from above of the (against the floor) to achieve the least tenderness and 

damage. 

 

Foreign bodies in throat (pharynx) 

- One of the common foreign bodies in pharynx is Fish bone , it can stick in any pit 

(tonsils, base of the tongue, vallecula, pyriform sinus) 

- Possible symptoms 

o Dysphagia, odynophagia, sore throat, SOB if big foreign body, bleeding per 

mouth, otalgia due to referred pain from glossopharyngeal nerve. 



- Depending on it site and situation we can decide if it needs local anesthesia, or GA 

- One of possible complication is retropharyngeal abscess (causing sore throat, 

dysphagia, odynophagia, SOB, fever, neck rigidity ) 

o Management: local anesthesia and aspirate by a needle, if it was pus then it 

is abscess, here do an incision and drain it , or we can get a CT scan, or 

lateral neck soft tissue X ray where I find expanded soft tissue in front of 

vertebrae 

o Give him a broad spectrum antibiotic  

- Other complication include bleeding, infection. 

 

Foreign bodies in larynx 

- Symptoms 

o Dysphonia, stridor, SOB, airway obstruction, hemoptysis, cough  

- We should do direct or indirect laryngoscopy 

- Stridor occur in partial obstruction,  

- if pt can’t speak or take a breath and rapping his hand around his neck he may be 

having a complete obstruction on the larynx, first ask someone to call 911, then do 

Heimlich maneuver (stand behind pt, do a fist under xiphesternum, then push 

upward and backward to increase intra-abdominal pressure to push diaphragm 

upward so air is compressed to get out of lungs and push the foreign body away) 

o if the pt has partial obstruction DON’T DO Heimlich maneuver, because it 

may turn into complete obstruction, send him to emergency room 

o if you were alone and couldn’t call 911, go to a table corner and push your 

xiphesternum against it  

o if the pt was infant, but him in a prone position, and hit him on his back , 

then look at his mouth if you could see the foreign body take it out with 

your finger 

o if an adult pt entered in a coma after an airway obstruction, you should do 

cricothyroidectomy (just between thyroid cartilage and cricoid cartilage in 

the midline) and put any tube you have (cannula, pen, straw…)  

 the layers you cut here are skin, subcutaneous tissue, cricothyroid 

membrane 

 in tracheostomy the layers are skin, subcutaneous tissue, platysma, 

strap muscles, thyroid then trachea, so trachea is always deeper than 

what you think  

 

foreign bodies in esophagus  

the normal narrowing sites of the esophagus:  



1- upper esophageal sphincter (cricopharengeous) 

2- lower esophageal sphincter  

3- at the site of crossing of the left main bronchus  

4- at the crossing of the aortic arch 

The narrowest of them all is: the upper esophageal sphincter  

So if the foreign body was smooth and passed the upper esophageal sphincter it will go 

down  

Sometimes the foreign body gets stuck in abnormal spaces (not the narrowing’s) like if 

there is stricture or fibrosis or achalasia or external compression or tumor  

We call the foreign body in the esophagus: foreign body ingestion or swallow  

We call the foreign body in the airway: foreign body aspiration or inhalation 

Possible foreign body in the esophagus:  

The most common in adults is bolus of food 

The most common in pediatrics is coins  

Symptoms: 

Dysphagia, retrosternal pain and discomfort, regurgitation, hematemesis, 

drooling of saliva – because he can’t swallow his own saliva 

how to diagnose? Esophagoscopy , diagnostic and therapeutic  

but if the foreign body was a bolus of food , we encourage the patient to drink fizzy drinks 

like pepsi or Fanta because they stimulate peristalsis  

or we can give the patient benzodiazepines like diazepam because it causes relaxation of 

the smooth muscles of the esophagus  

however, if the foreign body was not food – a needle for example – we don’t do that, we go 

to the esophagoscopy immediately because we don’t want this to go down to the stomach 

unlike the bolus of food  

* there is flexible and rigid esophagoscope , we use the rigid because it gives us more room 

for working  

 



Possible complications of esophageal foreign bodies:  

Esophageal perforation, ulceration, stricture, …  

Perforation: can cause mediastinitis , this is a very lethal and serious disease  

So we don’t want to come into this stage, so if a patient had esophageal perforation, we 

should give him prophylactic antibiotics, and put NG tube but under direct vision in order 

not to enter the perforation itself, to decompress the stomach , and we keep the patient 

NPO and on TPN and we wait for a week , if the patient developed the signs of 

mediastinitis like fever, leukocytosis, looking ill , shortness of breath ,…. 

Sometimes the perforation may heal alone , that’s why we go for conservative treatment 

first and wait, if not , we repair it surgically  

Foreign bodies in the tracheobronchial tree:  

Foreign body aspiration or inhalation  

It is more common to go to the right main bronchus because it is more perpendicular and 

shorter and wider , this is true if the aspiration or inhalation happened at upright position, 

i.e : the person is standing or setting , and this is true after the age of 4  

If the patient was in upright position, the foreign body will go to the lower segments of the 

lung , but if he was in supine position, it will go the posterior segments whether upper or 

lower lobes  

The symptoms are more severe  when the foreign body is in the trachea because it causes 

complete obstruction, unlike the bronchi where there is another one which can 

compensate  

Symptoms:  

It may be asymptomatic  

SOB, cough, choking, pneumonia, … 

If the foreign body went down to the bronchus, it may cause complete obstruction and this 

will lead to atelectasis , or maybe it obstruct a whole lobe and lead to collapse and shifting 

to the ipsilateral side 

If it caused partial obstruction, it permits the air to enter and entrap it ,  emphysema will 

develop and hyperinflation, and shifting to the contralateral side 

Complications: atelectasis, collapse, pneumothorax, hyperinflation, pneumonia,… 



If the family of the patient were very sure that the patient aspirated a foreign bod, the 

diagnostic and therapeutic method is bronchoscopy  

Bronchoscopy is also rigid or flexible, we use the rigid , we reach to the secondary bronchi, 

however, the flexible can reach the tertiary bronchi but the side working channel is small  

*** NORMAL CHEST X-RAY DOES NOT RULE OUT FOREIGN BODY 

ASPIRATION OR INHALATION *** 

 

 

 تعاهدنا على الزمن : الوفاء، الجمال، الوقفة، ....

 

: ٌزن عداسً، احمد مطارنة، عبدالله بنً ملحم تفرٌغ الراجون رحمة ربهم  


