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Announcements:  The peer tutoring Cranial Nerve Review was postponed until September 27, 2000 (Wed.) at 7:00pm.

Dr. Cordero is an Assistant Professor of Otolaryngology, Dept. of Surgery.  His lecture was in the form of case presentations.  He wanted us to deduce the problem given the results of certain tests.  We asked him to e-mail us his presentation, but he was unable to, thus no pictures were available.  He may be contacted by e-mail at: surjc@ttuhsc.edu

I.  Case 1:  21 year old unrestrained male driver was involved in a motor vehicle accident.  He was alert, but complained of  violent vertigo upon presentation to ER.  


A. What do you think may be going on?

1. Probably something with his inner ear

2. Possibly a carotid occlusion which would affect flow to the brain, causing vertigo

B. Results of physical examination:


    1. Left ear has some debris and blood 


    2. Can’t see tympanic membrane, but it may be lacerated

    3. Laceration of roof of ear canal

    4. Blood behind tympanic membrane (hemotympani) of R. ear

    5. *Weber test radiates to left ear (sound is picked up in left ear)

    6. Mastoid is discolored (bilateral sign), indicates temporal or mastoid bone is fractured

    7. Severe waves of nausea w/ any change in head position

    8. Nonpulsatile (not due to blood vessels) ringing of the ear

    9. No facial asymmetry

   10. Remaining head and neck exam shows nothing

C. Further diagnostics:


     1. CT scan of head (temporal bones and skull base) to make sure brain OK


         a. CT scan shows a lateral fracture across lateral temporal bone

     2. Audiogram - hearing test to test for damage to auditory canal

a. (CT scan showed a previous, healed mallus/incus fracture)

 3. C-spine X-rays 

D. Medical Management

                    1. Worry about autoria-csf (brain fluid coming out of nose via eustacian tube and ear)

          a. Test if it is brain fluid by dripping fluid on paper

2. Conservative treatment recommended - head elevation, stool softeners, bed rest

      3. With acute vestibulopathy, use vestibular suppressants

      4. Hemotympani will go away by itself in 30-90 days

      5. With perforation of inner ear, worry about squame getting into middle ear

                         a. Ear has four layers: outside skin


 
    2 inside fibrous layers, radial and circumferential

   

    inner mucosa


 E. Surgical Management


      1.  Make sure stapes is not dislocated (dislocated stapes leads to periodic hearing loss)


      2.  If there is a facial nerve injury, treat as per protocol


      3.  Possible neurological complications include 


           a. Epidural or subdural hematoma


           b. Hydrocephalus


           c. Internal bleeding


      4.  Check for temporal bone fractures: can be Longitudinal or Transverse

 F. Longitudinal (Horizontal) Fracture findings

     1. Longitudinal - occurs 80% of time


      2. Fracture lies parallel to long axis of temporal bone

     3. Most of the time inner ear is pared


      4. External canal usually has laceration


      5. Usually result of a lateral blow


      6. Nerve injury at some ganglia (tape/lecturer was inaudible)


      7. Hearing loss-60% of time due to conductive loss

          a. *Weber test-use a 12 hertz tuning fork, strike it and have patient bite on tuning fork and tell where they hear  



the sound: tests bone conduction hearing.  

          b. Then put tuning fork to side of ear to see if patient can hear the tuning fork: tests air conduction hearing.

II. Case 2:  A 17 year old fell off the back of a fast moving truck.  He comes to ER with blood coming out of his ear. Face 

has weakness on right.  Can only hear out of left ear.

A. What do you think may be going on?

1. Temporal bone injury to right ear

2. Facial nerve injury to right ear

B. CT Scan Results


     1. Temporal bone fracture resulting in hearing loss to right ear


     2. Transverse fracture going through auditory canal


     3. Probably has some hemotympani

C. Transverse (Vertical) fracture findings

1. Decreased hearing or hearing loss

 
         a. 95% sensorineural because fracture is where nerve enters auditory canal

2. Frequency of Transverse fracture is 20%

    a. More likely to see other type


     3. Fracture line is perpendicular to bone axis

III. Case 3:  54 year old male has a 6 month history of snoring, possible sleep apnea , difficulty with speech at times.

A. Physical Examination:


     1. Tongue deviates to one side


     2. One side of soft palate is weaker than the other


     3. Apparent that one side is paralyzed 


     4. Something at the skull base is affecting both the tongue and soft palate nerves


     5. Jugular foramen is probably involved also


     6. Hypoglossal nerve damage below the foramen because both tongue and soft palate 


         are affected


B. CT Scan results


     1. Huge mass arising from posterior pharyngeal wall/area 


     2. Possible causes of the mass are congenital, or due to infectious processes

C. Angiogram Results


    1. Vascular legion somewhere in carotid area going up into skull base

    2. Glomus vagale

a. Congenital malformation

b. Extra growth of vasculature around carotid bifurcation that goes all the way up to the skull base


         c.    Compression of nerve due to its growth results in weakness of tongue and palate

D. Dr. Cordero presented figures at this point


1. Figure 1. Parapharyngeal space is an inverted triangle

a. Anything behind styloid process is nervous

b. Anything in front is vascular


     2.    Figure 2. Figure displayed masseter muscle (muscle of mastication, innervated by V3)


            a. Medial pterygoid muscle attaches to lateral pterygoid plate (medial side)


            b. Lateral pterygoind muscle attaches to lateral pterygoid plate (lateral side)


            c. Parotid mass can also be present with similar presentation

   d. It (the mass) grows from parotid itself down through canal into posterior pharyngeal wall

i. Results in a dumbbell shape

IV. Case 4:  61 year old male with a left neck mass for the past 4 months

A. Dr. Cordero presented figures displaying:

1. Ramus of the mandible

2. Parotid mass is visible, but mass presented here is abnormal

a. Mass goes through parapharyngeal space (similar to patient in case 3)

3. Patient has an undifferentiated sarcoma

a. Involves skull base, posterior pharyngeal wall, lingual nerve

b. Result: patient complains he doesn’t feel that side of his tongue and has no taste on that side either

c.    Explanation: Chordae tympani, which travels with lingual nerve to carry sensation and specialized taste      

       to anterior 1/3 of tongue, is also affected

V. Case 5: 16 year old was assaulted by “friends”, and has a black eye on the right. Nose appears deviated to one side because zygomatic bone is depressed over 1 cm on the right side, can only open mouth 1 cm.

A. CT scan of head

                    1. Reveals zygomatic arch on 1 side is completely depressed, other side is normal


      2. Zygomatic bone goes right into his maxillary sinus on 1 side 

             3. Zygomatic bone depression compresses coronoid process 

a. Coronoid process is where temporalis is attached – that’s why it hurts to open mouth

        i. Temporalis is responsible for opening mouth

                         ii. Pain when it is used

B. Treatment recommendation

1. Send patient to orthopedic surgeon to fix facial symmetry

a. If problem is not fixed, won’t be able to open mouth because of problem with coronoid process where temporalis is attached 

