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LARYNGOSCOPY

ortotac Laryngoscopy is the method of examining the larynx from above by direct

vision. It should always be preceded by an inspection of the exterior of
the larynx in the neck, and of the movements on deglutition, when the
larynx normally moves upwards. The larynx moves downwards on

inspiration in laryngeal stenosis and is immobile in tracheal stenosis.
Palpation of the larynx in the neck will disclose any broadening and
tenderness that may indicate perichondritis of the thyroid cartilage.

Indications

Diagnosis-The commonest symptom of laryngeal disease is hoarseness
or change in the normal voice, and if this persists for more than two weeks
after medical treatment the larynx must be examined. Other indications
include stridor and examination of the movements of the vocal cords in
patients before thyroidectomy. In patients with dysphagia exam nation of
the larynx may disclose a postcricoid carcinoma, and earache may be a

result of referred pain from a carcinoma in the laryngeal area.

Treatment-Simple lesions such as cysts and vocal-cord nodules may be
removed with special instruments by using the method of direct laryngo-
scopy, and biopsy of a suspicious lesion in the larynx is an important
procedure. It must be remembered that treatment of early carcinoma of
the vocal cords is curative.

Contraindications to larygoscopv-Contraindications are few, but
the procedure cannot be performed in acute inflammations of the throat
that give rise to trismus-for example, a peritonsillar abscess. Direct
laryngoscopy is inadvisable in acute epiglottitis, as it could lead to a spread
of inflamtory oedema to the glottis.
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Indirect laryngoscopy
BRITISH MEDICAL JOURNAL 1 MARCH 1980

517. Cocaine oIv tion
-or *

Amethocaine lozenge

This is the method of examining the larynx from above with a laryngeal
mirror. It is a simple procedure that is within the capabilities of every
doctor who is willing to practise, and should be performed more often
than it is.

Instruments-A laryngeal mirror or mirrors and a spirit lamp, or hot
water if a spirit lamp is not available; gauze swabs for holding the tongue;
and a light source, which may be a battery-operated head lamp or a head
mirror using reflected light that may come from an electric bulb or a good
torch.
Procedure-The patient is seated in front of the examiner, who sits at

about the same height. The light is directed on to the lips of the patient,
who is asked to open his mouth and protrude his tongue as far as possible.
The tongue is grasped between the thumb and middle fingers of the
examiner's left hand through the gauze swab. It is important not to pull
the tongue too far forward or the frenum will impinge on the lower teeth
and cause pain. The index finger of the left hand is rested on the upper
teeth to steady the hand.
The mirror is warmed over the spirit lamp, the flame being directed on

to the glass surface. After the temperature has been tested on the
examiner's cheek the mirror, held in the right hand, is introduced into
the mouth and placed at the back of the uvula without touching the
tongue, as this would smear the surface of the mirror. Steady pressure is
maintained on the soft palate, and the light is directed on to the mirror.
A reflection of the interior of the larynx will be seen, and the various
structures may be examined in sequence by tilting the mirror.

The base of the tongue, epiglottis, valleculae, aryepiglottic folds, false
cords, true cords, and upper tracheal rings can all be seen in turn. The
mobility of the cords can be tested by asking the patient to say "ee,"
when the glottis should close. The mirror may have to be removed and
warmed again and the examination repeated before the full information is
obtained.

Difficulties of indirect laryngoscopy-Some patients have an overactive
"gag" reflex, and examination is difficult unless the soft palate is sprayed
with an anaesthetic solution such as 5% cocaine or an amethocaine lozenge
is sucked before the examination. It is difficult to examine children by
indirect laryngoscopy, but sometimes the larynx may be seen by placing
the mirror almost horizontally against the hard palate instead of the soft
palate, so that the gag reflex is not excited. The anterior commissure of
the larynx is the most difficult part to see, and complete emination of
the piriform fossae is not possible by indirect laryngoscopy.

It should be remembered that the structures of the larynx are seen in a
mirror, so that the anterior part points away from the examiner and the
right-hand structures are seen on the left.
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Direct laryngoscopy

In direct laryngoscopy the larynx is looked at from above through a tube
with an integral light source; there is no distortion or shortening of the
structures, as occurs when a mirror is used, and the image is not reversed.

-Surgical instruments may be passed down the laryngoscope and limited
*surgery carried out, and accurate biopsy is possible. It is the method of

choice in chidren.

Contraindications-Contraindications are few and would include injuries
and disease of the cervical spine; severe trismus; and appreciable laryngeal
obstruction., when a tracheostomy should be done first.

Method-Under general anaesthesia with a hard, narrow-bore catheter
inserted through the mouth into the trachea the patient rests on his back
with his head flexed against his neck and his teeth protected by a guard.
When the muscles are relaxed the laryngoscope is inserted, and the
structures in the vicinity of the larynx and the larynx itself are inspected so
that all the structures are seen. The laryngoscope can be fixed in position

*by suspension attachments to the chest of the ptetor the head of the
* operating table., allowing the surgeon two hands to perform endolaryngeal

surgery.

Microlaryngoscopy-This method was first described by Kleinsasser in
1968. A special wide laryngoscope is used, held in position by a suspension

bsystem. The larynx is examined with the Zeiss operating microscope,
* which gives a mgiedbinocular view of the larynx. Fine instruments are

available for accurate surgical treatment of such lesions as polyps, singers'

1' ~~nodes, etc, and accurate biopsy of suspicious lesions is possible. This is
now the method of choice for treating lesions of the larynx endoscopically.

Complications of direct laryMgoscopv-These are few and include damageto the teeth and laceration of the lips and pharyngeal wall.

Mr Philip H Beales, MB, FRCsED, is a consultant and Dr M J Al-Khaled, MB, DLO, a
registrar in the ear, nose, and throat department, Royal Infirmary, Doncaster.
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