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Acute epiglottitis

Acute epiglottitis

In children acute epiglottitis is of rapid onset. It tends to occur in children of 2 years of age and
over. Stridor is usually associated with drooling of saliva. The condition is caused by Haemophilus
influenzae infection, which initially causes a severe pharyngitis that extends to involve the
laryngeal inlet, causing inflamma tion and oedema. Further progression involves the whole of the
supraglottic larynx, with severe oedema of the aryepig folds and epiglottis being the most notable
component, hence the commonly used term ‘acute epiglottitis’. These children frequently require
intensive management with emergency intubation or tracheostomy followed by oxy genation,
humidification, continuous oximetry and antibiot ics. There may be associated septicaemia, so
blood cultures should be obtained. Attempted examination with a spatula into the mouth may
precipitate a respiratory ar rest and should be avoided. The incidence of acute epiglottitis has
plummeted where H. influenzae vaccination programmes are in place. Acute epiglottitis
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Acute laryngitis

Acute laryngitis

This often occurs as part of an upper respiratory tract infection in association with a cough and
pharyngitis. Usually viral, it may be localised to the larynx and it settles quickly if the voice is
rested during the acute inflammation. Steam inhalations are soothing along with mild analgesia,
but antibiotics are unnecessary . Summary box 52.13 Warning /uni25CF

Hoarseness lasting for 3-4 weeks should always be referred for an ENT opinion

Chronic laryngitis may be specific and can be caused by myco bacteria, syphilis and fungi.
Treatment is directed towards the causative organism. Non-specific laryngitis is common, the main
predisposing factors being smoking, chronic upper and lower respiratory sepsis and voice ab use.
Gastro-oesophageal reflux has been implicated as a factor in laryngitis, vocal fold nodules and
polyps, but the evidence is controversial. However, antireflux medication and proton pump
inhibitors are commonly prescribed. Diagnosis of chronic laryngitis should not be made unless the
larynx has been fully evaluated by a laryngologist. Acute laryngitis
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Adenoidectomy

Adenoid tissue can be removed alone or in conjunction with a tonsillectomy . The indications for
adenoidectomy are: /uni25CF OSA associated with postnasal obstruction; /uni25CF recurrent acute
otitis media or prolonged serous otitis me - dia, usually longer than 3 months’ duration; /uni25CF
recurrent rhinosinusitis*; /uni25CF postnasal discharge*. Operative technique With the patient
placed in a supine position with the neck in a neutral position, the adenoid tissue is removed with a
guarded curette pressed against the roof of the nasopharynx before sweeping downwards to
deliver the excised adenoid into the oropharynx ( Figures 52.18 and 52.19 ). A postnasal swab is
placed into the nasopharynx until all haemorrhage has ceased. A mirror can be used to guide the
direction of the adenoid curette. Alternatively , suction monopolar diathermy or a coblator may be
used to remove adenoid tissue. Reactionary or secondary haemorrhage during the recov - ery
period may require a nasopharyngeal pack under a further anaesthetic. This can occasionally cause
respiratory depression is required while in children and adults, and strict observation the pack is in
place.

*Relative indications
Figure 52.18 St Clair Thomson adenoid curette. Figure 52.19 Curettage of the adenoid.
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Anatomical relationships of the pharynx

Some of these are illustrated in Figure 52.5 . Parapharyngeal space This potential space lies lateral
to the pharynx and is shaped like an inverted pyramid with its base at the base of the skull - and its
apex at the level of hyoid. It is divided into a prestyloid space, which contains the deep lobe of the
parotid gland, blood vessels, lymph nodes and fat tissue, and a poststyloid space (also known as
carotid space), which contains cranial nerves IX-XIl, the carotid artery , internal jugular vein, deep
cervical lymph nodes and cervical sympathetic trunk. - Infection and necrosis of the cervical lymph
nodes in the parapharyngeal space most commonly occur from infections of the tonsils or teeth
(particularly the third lower molar tooth). - As the parapharyngeal space is not anatomically
divided, infection may therefore spread from the skull base cranially to the superior mediastinum
caudally and consequently often presents a sur gical challenge. Retropharyngeal space This
potential space lies posterior to the pharynx, bounded anteriorly by the constrictor muscles and the
covering buccopharyngeal fascia and posteriorly by the prevertebral musculature and its overlying
prevertebral fascia. It contains the retropharyngeal lymph nodes, which are usually paired lateral
nodes but which are separated by a tough midline fibrous condensation that connects the
prevertebral and buccopharyngeal fascia. As with the lymphoid tissue of Waldeyer’s ring, these
nodes are more active in infancy and young children, and it is at this age that they are most likely
to be involved in infl ammatory pr ocesses, which, if severe, may a ff ect swallowing and respira
tion as a consequence of gross swelling and suppuration of the retropharyngeal space.

Tonsil Mandible Hyoid bone Thyroid cartilage Cricoid cartilage Figure 52.5 Sagittal diagram of the
upper aerodigestive tract.
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Angiography or digital subtraction vascular imaging

These techniques may be indicated if a vascular lesion such as a carotid body tumour is suspected.
Angiography may have a therapeutic role to play by facilitating embolisation of vascu - lar tumours
prior to planned surgical procedures. Magnetic resonance angiography (MRA) o ff ers excellent
resolution of vascular anatomy and is less invasive.
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Barium swallow and videofluoroscopy

Barium (or water-soluble contrast if a pharyngeal or oesoph - ageal perforation is suspected) is
used to perform dynamic videofluoroscopic studies, which record the movement of a small quantity
of radio-opaque food of various textures and allow detailed ev aluation of the oral and pharyngeal
phases of swallowing ( Figure 52.12 ).

Figure 52.10 Plain lateral radiograph showing normal anatomy. Figure 52.11 Plain radiograph
demonstrating a coin in the oesoph agus.
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Branchial cyst

A branchial cyst ( Figure 52.63 ) develops from the vestigial remnants of the second branchial cleft,
is lined by squamous epithelium and contains thick, turbid fluid. The cyst usually presents in the
upper neck in early or middle adulthood and is found at the junction of the upper third and middle
third of the sternomastoid muscle at its anterior border. It is a fluctuant swelling that may
transilluminate and is often soft in its early stages so that it may be di ffi cult to palpate. Summary
box 52.15 Diagnosis of a lump in the neck /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF
/uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF If the cyst becomes infected, it becomes
erythematous and tender and the di ff erential diagnosis is broadened. Ultrasound and fine-needle
aspiration both aid diagnosis and treatment is by complete excision, which is best undertaken
when the lesion is quiescent. It passes superficial to the hypoglossal and glossopharyngeal nerves,
but deep to the posterior belly of the digastric. These structures and the spinal accessory nerve
must be positively identified to avoid damage. In patients over 35 years of age, a high index of
suspicion for a necrotic metastatic lymph node should exist and malignancy should be excluded
before excision.

History Physical signs Size Fixation: deep/super /f i cial Site Pulsatility Shape Compressibility
Surface Transillumination Consistency Bruit
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Branchial fistula

A branchial fistula ( Figure 52.64 ) may be unilateral or bilateral and is thought to represent a
persistent second branchial cleft. The external orifice is nearly always situated in the lower third of
the neck near the anterior border of the sternoclei domastoid muscle, while the internal orifice is
located on the anterior aspect of the posterior faucial pillar just behind the tonsil. Although the
anterior aspect of the tract is easy to dissect, it may pass backwards and upwards through the
bifurcation of the common carotid artery as far as the pharyngeal constrictors. The internal aspect
of the tract may , however, end blindly at or close to the lateral pharyngeal wall, constituting a
sinus rather than a fistula. The tract is lined by ciliated columnar epithe - lium and, as such, there
may be a small amount of recurrent mucopurulent discharge onto the neck. The tract follows the
same path as a branchial cyst and requir es complete excision to avoid recurrence.

(b) Figure 52.63 Right branchial cyst: anterior (a) and oblique (b) views.
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CLINICAL ANATOMY AND PHYSIOLOGY The pharynx

The pharynx is a fibromuscular tube forming the upper part of the respiratory and digestive
passages. It extends from the base of the skull to the level of the sixth cervical vertebra at the
lower border of the cricoid cartilage, where it becomes continuous with the oesophagus. It is
divided into three parts: the nasopharynx, oropharynx and hypopharynx ( Figure 52.1 Nasopharynx
The nasopharynx lies anterior to the first cervical vertebra. The adenoids, which constitute the
superior component of Waldeyer’s ring, are situated at the junction of the roof and posterior wall of
the nasopharynx. Waldeyer’s ring is a ring of lymphoid tissue comprising, in addition to the
adenoids, the palatine and lingual tonsils of the oropharynx. It is situated at the entry to the air and
food passages and is constantly exposed to new inspired or ingested antigenic stimuli. Accordingly
, itis an important part of the mucosa-associated lymphoid tissue (MALT), which processes
antigens and presents them to T-helper cells and B cells ( Figure 52.2 ), thereby facilitating a first-
line immune response mechanism, which is particularly important in childhood. The tissue of
Waldeyer’s ring under goes physiological hypertrophy during early childhood as the child is
exposed to increasing amounts of antigenic stimuli, and there is often a similar hypertrophy of the
cervical lymph nodes. The Eustachian tubes, leading fr om the middle ear cleft, open into the
posterosuperior aspect of the lateral wall. Dorsal and superior to the openings, bounded anteriorly
by a ridge Heinrich Wilhelm Gottfried Waldeyer-Hartz , 1836-1921, Professor of Pathological
Anatomy , Berlin, Germany . Bartolomeo Eustachio (Eustachius) , 1513-1574, appointed physician
to the Pope in 1547, and Professor of Anatomy , Rome, Italy , in 1549. Johann Christian
Rosenmtiller , 1771-1820, Professor of Anatomy and Surgery , Leipzig, Germany . ). formed by the
salpingopharyngeus muscle, are the fossae of Rosenmuller, a common site for the development of
naso - pharyngeal carcinoma ( Figure 52.3 ). Oropharynx - This is bounded superiorly by the soft
palate, inferiorly by the lingual surface of the epiglottis and anteriorly by the anterior faucial pillars
and the circumvallate papillae of the tongue. The palatine tonsils are situated in the lateral wall
between the anterior and posterior pillars of the fauces. The lateral wall, and in particular the
tonsil, takes its blood supply from the facial artery , which may be closely related to the lower pole,

The aetiology, natural history and management of « squamous cell carcinoma of the upper
aerodigestive tract Nasopharynx Oropharynx Hypopharynx Figure 52.1 The component parts of the
pharynx.

and laterally a plexus of paratonsillar veins, which may be the source of significant venous bleeding
following tonsillectomy .



Adenoids Lymphoid tissu around the Tonsillar Eustachian tube lymph nodes Glands of the jugular
chain Faucial tonsils Lingual tonsil Submaxillary lymph nodes Submental lymph nodes Figure 52.2
Waldeyer’s ring. Figure 52.3 Endoscopic view of the left nasopharynx. ET, Eustachian tube; FOR,
fossa of Rosenmulller.
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CLINICAL EXAMINATION Pharynx and larynx

Before examination of the pharynx, the oral cavity should be examined with the aid of a good light
and tongue depressors. Historically , a reflecting mirror on the head was used as a source of
examination light. However, a headband-mounted fibreoptic light source is widely available and
more commonly used. Either option permits the use of both hands to hold instruments. Inspection
should include the buccal mucosa and lips, the palate, the tongue and floor of the mouth, all
surfaces of the teeth and gums, the salivary ductal orifices, opening and closing of the mouth and
dental occlusion. Patients should be asked to elevate the tongue to the roof of the mouth - and
protrude the tongue towards both the right and the left. Grasping the protruded tongue with a
gauze aids the exam - ination. Intraoral palpation may be required gently using one Level Il Level llI
Level IV Level V Level VI |

Stell & Maran’s textbook of head and neck

combined with extraoral bimanual palpation of the submental and submandibular lymph nodes and
salivary glands to aid the characterisation and/or localisation of any swelling detected. Following
examination of the oral cavity , the oropharynx is then inspected with the tongue depressor placed
firmly onto the tongue base to depress it inferiorly . Care must be taken to, if possible, avoid pr
ovoking a gag reflex. The anterior and pos terior faucial pillars, the tonsil, retromolar trigone and
poste rior pharyngeal wall should all be inspected for colour changes, ulceration, mass lesions,
mucopus, foreign bodies and swell ings. Pain and trismus as a consequence of pharyngolaryngeal
or neck pathology may add to the di ffi culty of the examination but are significant clinical findings
in their own right. While angled mirrors and a headlight may be used in expert hands, moder n
flexible fibreoptic endoscopes passed through the nose, with or without topical anaesthesia, allow
high- quality examination of the entire nasopharynx, oropharynx, larynx and often the
hypopharynx in almost every patient. Moreover, a camera attached to the endoscope permits the
taking of high-quality photographs to record and present pertinent clinical findings. A rigid 0°
fibreoptic endoscope (Hopkins’ rod) is often used in preference to inspect the nasal cavities and
nasopharynx. CLINICAL EXAMINATION Pharynx and larynx
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Cervical lymphadenitis

Cervical lymphadenitis

Cervical lymphadenitis is common owing to infection or inflammation in the oral and nasal cavities,
pharynx, larynx, ear, scalp and face. Acute lymphadenitis The a ff ected lymph nodes are enlarged
and tender, and there may be varying degrees of general constitutional disturbance such as
pyrexia, anorexia and general malaise. The treatment Wilhelm Friedrich von Ludwig , 1790-1865,
Professor of Surgery and Midwifery , Tubingen, Germany . for example tonsillitis or a dental
abscess. Chronic lymphadenitis Chronic, painless lymphadenopathy may be caused by TB in -
young children or adults or be secondary to malignant disease, most commonly from a squamous
cell carcinoma in older individuals. Lymphoma and/or HIV infection may also be present in the
cervical nodes. Summary box 52.16 - Causes of cervical lymphadenopathy /uni25CF /uni25CF
/uni25CF /uni25CF /uni25CF - /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF - /uni25CF /uni25CF
/uni25CF /uni25CF /uni25CF -

In /f_| ammatory Reactive hyperplasia Infective Viral For example, infectious mononucleosis, HIV
Bacterial Streptococcus, Staphylococcus Actinomycosis TB Brucellosis Protozoan Toxoplasmosis
Neoplastic Malignant Primary (e.g. lymphoma) Secondary (e.g. squamous cell carcinoma) Known
primary Occult primary
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Chronic retropharyngeal
abscess

Chronic retropharyngeal abscess

This condition is now rare and is most commonly the result of an extension of tuberculosis (TB) of
the cervical spine, which has spread through the anterior longitudinal ligament to reach the
prevertebral space. In addition to the pharyngeal

Figure 52.29 Axial computed
tomography scan of the neck
demon

strating right parapharyngeal abscess.

swelling seen intraorally , there may be fullness behind the sternocleidomastoid muscle on one
side. In contrast to an acute retropharyngeal abscess, this condition occurs almost solely in adults.
Radiology usually shows evidence of bone destruction and loss of the normal curvature of the
cervical spine. The spine may be quite unstable and undue manipulation may precipitate a
neurological event. In contrast to an acute abscess, a chronic retropharyngeal abscess must not be
opened into the mouth, as such a proce dure may lead to secondary infection. Drainage of the
abscess may not be necessar y if suitable treatment of the underlying TB disease is instituted. If it
is necessary , drainage should be carried out through a cervical incision anterior to the sterno
cleidomastoid muscle with an approac h anterior and medial to the carotid sheath to enter the
retropharyngeal space. The cavity is opened and suctioned dry after taking biopsy material.
Occasionally , surgery is requir ed to decompress or stabilise the spinal cord if there is a
progressive neurological deficit.

Figure 52.30 Infectious mononucleosis.
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Chronic tonsillitis

Chronic tonsillitis

Chronic tonsillitis usually results from repeated attacks of acute tonsillitis in which the tonsils
become progressively damaged by inflammatory processes and provide a reservoir for infective
organisms. Tonsillectomy The indications for a tonsillectomy are either diagnostic, ther apeutic or
for surgical access. Recurrent acute tonsillitis is the most common relative indication for
tonsillectomy in children and adolescents, although it is important that these attacks are well
documented, frequent and do not simply constitute a minor viral sor e throat. Chronic tonsillitis
more frequently a ff ects young adults, in whom it is important to establish that chronic mouth
breathing secondary to nasal obstruction is not the main problem rather than the tonsils
themselves. Tonsillectomies are occasionally performed as a means to gain surgical access to the
parapharyngeal space laterally in the oropharynx or to access an elongated styloid process.
Absolute indications for tonsillectomy are when the size of the tonsils is contributing to airway
obstruction or a malignancy of the tonsils is suspected ( Table 52.1 ). Ideally , the procedure should
be undertaken when the ton sils are not acutely infected, and it is important to discuss fac tors that
may increase the tendency to bleed. Blood transfusion is rarely required, but it is normal practice
to type and screen blood for cross-match in children under 15 /uniO0AO kg in weight. /uni25CF
/uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF B - Dissection
tonsillectomy is carried out under general anaes - thesia. The mucosa of the anterior faucial pillar is
incised and the tonsil capsule identified. Using blunt dissection, the tonsil is separated from its bed
until only a small inferior pedicle is left ( Figure 52.27 ). It is then separated from the lingual tonsil.
A - tonsil swab is placed in the tonsillar bed and pressure applied for some minutes, following w
hich bleeding points may be controlled by ligature or by bipolar diathermy . (Coblation and laser
dissection is commonly used in the resource-rich world in an attempt to reduce postoperative pain
and bleeding.) Following surgery , the patient is kept under close obser - vation for any systemic or
local evidence of bleeding, with regular pulse and blood pressure measurements and observa - tion
to monitor whether the patient is swallowing excessively ( Figure 52.28 ). Postopera tively ,
patients are encouraged to eat normally and take regular oral analgesics. Patients are allowed
home on the same or following day and are warned that they may experience otalgia as a result of
referred pain from the glossopharyngeal nerve and that secondary haemorrhage may occur up to
10 days following the surgery . - Haemorrhage is the most common complication in the -
immediate postoperative period. Local pressure may help in mild cases, but reactionary
haemorrhage usually requires return to theatre f or definitive treatment, particularly in

Absolute Sleep apnoea, chronic respiratory tract obstruction, cor pulmonale Suspected tonsillar
malignancy Relative Documented recurrent acute tonsillitis Chronic tonsillitis Peritonsillar abscess
(quinsy) Tonsillar asymmetry Tonsillitis resulting in febrile convulsions Diphtheria carriers Systemic
disease caused by -haemolytic Streptococcus (nephritis, rheumatic fever) Figure 52.27 Removal of
the tonsils.



younger patients. Under general anaesthesia, it may be possible to identify a bleeding spot, but
often a more generalised ooze is observed and suturing of the tonsil bed combined with the
application of haemostatic gauze and bipolar diathermy is often more successful than attempted
placement of ligatures. Late haemorrhage is sometimes secondary to infection and patients are
usually started on broad-spectrum intrave nous antibiotics. Any residual clot in the tonsil fossa
should be removed and regular gargling with a dilute solution of h ydrogen peroxide may be
beneficial. Significant or persistent bleeding may requir e a further general anaesthetic and hae
mostasis, which may require diathermy and/or undersewing of the granulating, sloughy tonsil
fossa. Postoperative tonsillar haemorrhage is still a serious and life-thr eatening complication and
should not be underestimated, particularly in the younger patient. Summary box 52.6
Complications of tonsillectomy /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF

Figure 52.28 Positioning of the patient after tonsillectomy. Haemorrhage (immediate or late)
Infection Pain/otalgia Postoperative airway obstruction Velopharyngeal insuf /f_i ciency Injury to
oral cavity and oropharyngeal structures
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Clinical features

Clinical features

The cysts almost always arise in the midline but, when they are adjacent to the thyroid cartilage,
they may lie slightly to one side of the midline. Classically , the cyst moves upwards on swallowing
and with tongue protrusion, but this can also occur with other midline cysts such as dermoid cysts,
as it merely - indicates attachment to the hyoid bone. Thyroglossal cysts may become infected and
rupture onto the skin of the neck, presenting as a discharging sinus. Although they often occur in
children, they may also present in adults, even as late as the sixth or sev enth decade of life (
Figure 52.66 ). Clinical features
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Complications of tracheostomy

The intraoperative, early and late postoperative complications of tracheostomy are listed in Table
52.2 . /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF /uni25CF
/uni25CF /uni25CF - /uni25CF /uni25CF -

TABLE 52.2 Tracheostomy: complications. Intraoperative Haemorrhage complications Injury to
paratracheal structures, particularly the carotid artery, recurrent laryngeal nerve and oesophagus
Damage to the trachea Early Apnoea caused by a fall in the P CO 2 postoperative Haemorrhage
complications Subcutaneous emphysema, pneumomediastinum and pneumothorax Accidental
extubation, anterior displacement of the tube, obstruction of the tube lumen and tip occlusion
against the tracheal wall Infection Swallowing dysfunction Late Dif /f_i cult decannulation
postoperative Tracheocutaneous /f i stula complications Tracheo-oesophageal /f i stula,
tracheoinnominate artery /f i stula with severe haemorrhage Tracheal stenosis P CO , partial
pressure of carbon dioxide. 2
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Computed tomography scanning

Computed tomography (CT) scanning provides high- resolution imaging of disease in the pharynx,
larynx and neck. Intravenous contrast given at the same time as the CT scan (dynamic scanning)
further improves the demonstration of disease in these areas ( Figure 52.13 ).

Figure 52.12 Static image grab from a video /f_| uoroscopy sequence showing liquid barium in the
upper pharynx in a normal swallow. Figure 52.13 Axial computed tomography scan through the
neck and larynx at the level of the glottis.
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Cricothyroidotomy

Cricothyroidotomy

Cricothyroidotomy has the advantages of speed and ease, requiring minimal equipment and
surgical expertise, and has great value in the emergency setting when conditions are not optimal
to perform a tracheostomy . Cricothyroidotomy is performed through the cricothyroid membrane,
which is a fibroelastic condensation connecting the thyroid cartilage to the cricoid cartilage. The
cricothyroid artery and vein, the pyramidal lobe of the thyr oid gland and lymph nodes may overlie
the membrane. The membrane should be identified precisely before undertaking the proce - dure
to avoid injury to adjacent structures; the patient’s neck is extended and the area between the
prominence of the thyroid cartilage and the cricoid cartilage below is palpated with the index finger
of the free hand and, if necessary , the ‘laryngeal handshake technique’ can be used to define the
membrane - ( Figure 52.49 ). Cricothyroidotomy can be performed using the scalpel or cannulae.
The scalpel-bougie tube technique is the fastest and most reliable method of securing the airway;
a number 10 blade, a bougie and a 6-mm cu ff ed endotracheal tube are needed to perform this,
with the patient r eceiving 100% oxy - device, gen and full neuromuscular blockade. A vertical skin
incision is recommended with dissection rapidly carried down to the cricothyroid membrane. A 1-
cm transverse incision is made through the membrane immedia tely above the cricoid carti - lage
and the scalpel twisted through a right angle to gain access to the airway . If available, an artery
forceps, bougie, dilator or tracheal hook will improv e the aperture and insertion of an - ).

Figure 52.48 Transtracheal needle introduction.

available tube ( Figures 52.50 and 52.51 ). The endotracheal tube allows ventilation using
conventional low-pressure equip ment. Cannula cricothyroidotomy can be performed with a
narrow-bore (internal diameter = 2 /uni00A0 mm) or wide-bore (internal diameter = 4 /uniO0AO
mm) cannula to facilitate oxygenation. Specialist equipment is available f or this, but both
techniques are asso ciated with kinking of the cannula and complications, such as device
displacement and barotrauma. As soon as practicably possible, the cricothyroidotomy should be
converted to a tracheostomy . Although there is debate about the frequency of subglottic stenosis
following this procedure, there is general agr eement that it is much increased if any long-term
ventilation is undertaken via even a modestly size tracheostomy tube through the cricothyroid
membrane.

Figure 52.49 Laryngeal handshake technique as described in the Dif /f_i cult Airway Society (DAS)
2015 guidelines. grasp the top of the larynx (the greater cornu of the hyoid bone) and roll it from
side to side. The bony and cartilaginous cage of the larynx is a cone, which connects to the
trachea. (b) The /f_i ngers and thumb slide down over the thyroid laminae. cricoid cartilage, with
the index /f_i nger palpating the cricothyroid membrane. (Reproduced with permission from Dr
handshake technique in locating the cricothyroid membrane: a non-randomised comparative study.
Figure 52.50 Incision in a cricothyroidotomy. (a) The index /f i nger and thumb (c) The middle /f i



nger and thumb rest on the ew T, McCaul CL. Laryngeal Br J Anaesth 2018; 121 (5): P1173-8.)
Figure 52.51 Insertion of a tube after cricothyroidotomy.
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Cystic hygroma

Cystic hygroma

Cystic hygromas ( Figure 52.65 ) usually present in the neonate or in early infancy , and
occasionally may present at birth and be so large as to obstruct labour. The cysts are filled with
clear lymph and lined by a single layer of epithelium with a mosaic appearance. Swelling usually
occurs in the neck and may involve the face, submandibular region, tongue and floor of the mouth.
The swelling may be bilateral and is soft and partially compressible, visibly increasing in size when
the child coughs or cries. The characteristic that distinguishes it from all other neck swellings is
that it is brilliantly transilluminant. The cheek, axilla, groin and mediastinum are other less frequent
sites for a cystic hygroma. The behaviour of cystic hygromas during infancy is unpre dictable.
Sometimes the cyst expands rapidly and occasionally respiratory di ffi culty ensues, requiring
immediate aspiration and even occasionally a tracheostomy . The cyst may become infected.
Definitiv e treatment involving complete excision of the cyst at an early stage is best if possible.
Injection of a sclerosing agent is an alternative strategy and may reduce the size of the cyst;
however, they are commonly multicystic and therefore complete resolution is a challenge.

(b) (c) Figure 52.64 (a) Plain radiograph with radio-opaque dye in the /f_i stula tract. (b) Probing of
the /f_i stula tract. (c) Excision of the /f i stula tract. Figure 52.65 Cystic hygroma.
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