
 VIII./2.: Diseases of the oropharynx

VIII./2.1.: Congenital anomalies

VIII./2.1.1.: Cleft lip-palate

Pathogenesis and symptoms: Damage during the fifth to seventh
months of development, most frequently the mother’s infection plays
a role in their development. There might be some genetic
predisposition, familial clustering, for parents with cleft palate more
often have children with the same congenital anomaly. Depending on
the seriousness of the anomaly difficulty in nursing will appear,
abnormal tubal function leads to chronic serosus otitis media, later
speech development defects.

Therapy: extremely complex treatment, it requires the combined
effort of an ear-nose-throat surgeon, an oral surgeon, sometimes a
plastic surgeon, and a speech therapist.

VIII./2.1.2.: Elongated styloid process

Pathogenesis and symptoms: It is regarded as a minor congenital
anomaly. It is often discovered when a complaint of pain associated
with certain head positions is examined, when there is no other
reason for the complaint.

Therapy: If it causes significant complaints the surgical shortening
of the styloid process can be considered.

VIII./2.2.: Acute inflammations

VIII./2.2.1.: Acute pharyngitis

Pathogenesis and symptoms: This is one of the most frequent
clusters of symptoms of which patients complain. In the
overwhelming majority of cases the disease is caused by viruses,
which often cause nasal, laryngeal, and lower airways symptoms.
Examination often finds infused, swollen pharyngeal mucosa, at
times enlarged neck lymph nodes. Sore throat, burning, scratching
feeling, globus sensation in the throat, with hoarseness, blocked nose
and coughing. It can cause temperature rise, but high fever is rare.
When complaints persist (longer than 5-7 days), the possibility of
bacterial superinfection must be considered, which are most often
caused by Streptococci, Pneumococci, Haemofilus influenzae.

Do we need to prescribe
antibiotic treatment in the
case of simple pharynx
infections?

Therapy: It evidently follows from the above that most often causal
therapy is not possible. Unfortunately family doctors and even
clinical practitioners very often would choose the wrong procedure of
immediately prescribing antibiotics for throat complaints. This
practice is all the more harmful, for on the one hand it does not
alleviate the complaints of the patients, on the other it leads to the
increase of resistant bacteria strains in possible superinfections,
which reduces treatment possibilities. Antibiotic treatment is only
advised when the bacterial origin is proven.



VIII./2.2.2.: Acute follicular tonsillitis

What is the difference
between the therapeutic
principles of acute and
chronic tonsillitis?

Pathogenesis and symptoms: It is caused most frequently by
ß-hemolitic streptococci, less frequently by pneumococci,
staphilococci, Haemophilus influenzae. Of the complaints the
following need to be highlighted: sore throat, increased pain on
swallowing which can worsen and even lead to inability to swallow,
the pain can radiate to the ears, fever, and swollen lymph node in the
neck. Examination can find hyperaemic, deep red, swollen tonsils,
covered by spot-like or confluent white purulent fur. Similar clinical
picture can often be seen in patients who had tonsillectomy and then
it is caused by the inflammation of the lymph organs in the lateral
pharyngeal clusters. Its treatment is the same as that of follicular
tonsillitis.

Therapy: Conservative treatment, medication. Generally it reacts
well to penicillin derivatives. In case of penicillin allergy we choose
antibiotics from the macrolide group (e.g. clindamycin,
azythromycin, erythromycin). In case of antibiotic resistance
ß-lactamase inhibitor antibiotics should be given in the first place
(e.g. amoxicillin-clavulanic acid). The right dosage and the right
length of time of the treatment is important to avoid eventually
serious complications, to be discussed later, for example peritonsillar
abscesses.

VIII./2.2.3.: Mononucleosis (Pfeiffer’s glandulal
fever)

What can we confuse
mononucleosis with? What
can help distinguishing
between the two?

Pathogenesis and symptoms: most probably it is caused by the
Epstein-Barr virus (EBV). It spreads by droplet infection, and that is
where its everyday name comes from: ‘Kiss disease’ Clinical
features: significant pain in the throat, at times even causing inability
to swallow, significant lymphatic swelling (neck, armpit, loin lymph
nodes), hepato- and splenomegalia, at times high fever. Physical
examination: significantly, symmetrically enlarged tonsils that are
covered by a fibrinous fur. Beside physical examination abdominal
ultra sound tests should also be done which may prove liver and
spleen enlargement. Laboratory results generally show monocytosis,
elevated liver enzyme levels. The picture seen in the pharynx can
often be confused with acute follicular tonsillitis. To distinguish one
from the other, differential diagnosis requires experience and further
tests.

Therapy: There is no causal therapy. As symptomatic treatment
analgesics, antiphlogistic drugs, if necessary intravenous fluid
supplement is administered. To prevent eventual superinfection
antibiotics may be given. (e.g. penicillin). Ampicillin should be
avoided as it may cause extensive exanthema. In case of significant
splenomegalia to avoid eventual spleen rupture any kind of physical
straining is contra-indicated.

VIII./2.2.4.: Plaut-Vincent angina

Pathogenesis and symptoms: Generally unilateral, deep ulcerating
follicular tonsillitis caused by spirochaeta and fuzobacteria.



Significant unilateral throat ache, with ipsilateral lymph node
hypertrophy.

Therapy: For mild lesions local treatment, for more pronounced
disease antibiotics containing penicillin. In case of penicillin allergy
medication should be chosen from the macrolide group.

VIII./2.3.: Chronic inflammations

VIII./2.3.1.: Chronic tonsillitis, chronically
recidivating tonsillitis

A group, ß-haemolising streptococci-caused clinical picture, in
which due to the obstruction of the tonsillar crypts the pathogens are
trapped in the tonsils causing their chronic inflammation. Physical
examination finds cicatrized fixed tonsils, pressing the peritonsillar
tissues thin pus and detritus may emerge. Blood test shows elevated
antistreptolysintiter levels (AST or ASO). As a reaction
dermatological symptoms may appear, such as hair loss, exanthema,
inflammation of the joints, glomerulonephritis, in the worst cases
endocarditis, which in unfortunate cases may lead to death.

Therapy: Lasting success cannot be expected of conservative
medicinal treatment. This disease can be best cured by tonsillectomy
in local or general anaesthesia. The greatest danger of the first 1-2
week period after tonsillectomy is the incidental afterbleeding.

VIII./2.3.2.: Chronic pharyngitis

Pathogenesis and symptoms: This is not a homogeneous group of
diseases. Several reasons may lead to the diagnosis: protracted
mostly viral infection, chronic irritation, clinical pictures of for some
reason reduced salivation, carcinophobia. More and more often reflux
is found to be in the background of throat complaints.

Therapy: There is no uniform principle of treatment. If possible the
triggering cause must be found and treatment follows accordingly.

VIII./2.4.: Clinical pictures with complications

VIII./2.4.1.: Peritonsillitis, peritonsillar abscess

Pathogenesis and symptoms: This disease is caused by gynogenic
bacteria, which generally is the result of the wrong choice of
antibiotics, or not finding the right dosage, or the best length of
treatment time. Typically after acute tonsillitis, after a temporary
improvement, suddenly the patient experiences relapse, most
frequently with high fever, inability to swallow and lump in the
throat speech. Examination shows unilateral, consular and soft palate
hyperaemic asymmetry. In an advanced case on the apex of the bulge
spontaneous abscess bursting can be seen. Through the peritonsillar
spaces as the abscess is sinking mediastinitis can also develop, which
counts as an extremely serious complication.



What is to be done in the
case of peritonsillar
abscess?

Therapy: Within a short time after diagnosing the peritonsillar
abscess the abscess must be opened. Along with intravenous
antibiotic treatment in the case of inability of swallowing intravenous
administration of fluid and pain relief are needed. For opening the
abscess two major possibilities are given: opening under local
anaesthesia and daily widening, and in minimum 4-6 weeks the
removal of the tonsils. (á froid tonsillectomy). The other possibility is
to do the tonsillectomy at the same time as opening the abscess. (á
chaud). If the abscess is not opened at the right time and mediastinitis
develops intensive therapeutic treatment is needed and even with the
most careful treatment the lethal outcome has high probability.

VIII./2.4.2.: Tonsillogenic sepsis

Pathogenesis and symptoms: A disease of equal reason and course
as described above, when the bacteria that cause the abscess get into
the blood stream and cause general infection. Extremely grave but
fortunately rare clinical picture.

Therapy: Massive antibiotic treatment, in an intensive care unit and
removal of the abscess.


