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ORAL CAVITY, OROPHARYNX, AND LARYNX

Inspection
Palpation
Tests
INSPECTION: 

     Oral Cavity: Inspection and palpation of the oral structures require: (a) a good light source, either a hand-held flashlight or floor lamp; (b) a tongue blade for retracting soft tissue; (c) gauze squares to assist in tongue inspection; and (d) gloves for palpation of oral structures. The patient is seated at eye level with the examiner with a good light source at hand.  If the patient seems uncomfortable during this routine examination and the oral inspection is highly indicated (suspicion of oral cancer, ETOH or tobacco abuse), have the patient hyperextend the neck over the back of a chair and exam the oral cavity from behind.  The steps of inspection are as follows: 

(1) With the patient's mouth slightly open, lips are inspected for color, lesions, and bleeding.  Note the corners of the mouth for integrity of mucosal junctions.

(2) With the patient's mouth opened wide, the oral cavity is assessed with a light shone back toward the throat.  Note the dorsal surface of the tongue, the soft and hard palates, and the medial gingival surfaces.

· Angioedema is a diffuse, nonpitting, tense swelling of the dermis and subcutaneous tissue that develops rapidly which is usually 

allergic although it does not itch.
· Gingivitis presents with mild erythema, edema, and swollen interdental papillae hyperplasia. Gingivitis and periodontitis is more 

severe in many AIDS patients. 
· Lead poisoning may present with a bluish black line along the gums.
· Pyorrhea presents with frank pus around exposed and carious roots of a few remaining teeth. 
· Halitosis is foul breath caused by anaerobic oral bacteria, necrotic epithelium, and decaying food particles.  It commonly 

accompanies moderate to severe gingivitis and some gastric conditions.
· Periodontitis is inflammation of the bony layer.
· Addison's disease may present with dark spots on the gingiva in light-skinned persons but this may be normal in dark-pigmented
persons.
· Recurrent intraoral herpes presents with tiny vesicles, often on an erythematous base which quickly rupture and often coalesce to 

make painful, ragged, shallow ulcers. Herpes favors hard palate and alveolar ridges and disappears w/o scarring over several days 


to 2 weeks.
· Aphthous stomatitis begins as a flat discoloration w/o vesicles and grows pale and necrotic centrally, and ultimately resolves.  The 


condition favors the oral vestibule and lesions (often larger than herpes) are solitary or sparse.

· Atrophic glossitis presents with a shiny red "beefy tongue" that is not inflamed. Many nutritional deficiencies can cause the lesion (B2, B3, B6, B12, folate, or iron).

· Migratory atrophic glossitis (geographic tongue), an idiopathic conditions that presents with island-like sharpness of localized, 

transient patches of epithelial atrophy.
· Cancer of the tongue is the second most common cancer of the mouth (second only to lip cancer) and occurs most commonly on 

the side of the tongue or less frequently on the base. Persistent nodules, ulcers or induration should be biopsied.
· Koplik's spots are an early sign of measles (Rubeola) that present as small white specks that resemble grains of salt on a red
background on the buccal mucosa near the first and second molars.  The rash of measles will appear within a day.
· Crohn's disease may present with an oral mucosa that has the same fissured, cobblestoned appearance of the diseased bowel 


both clinically and histologically.  Cheilitis (edema and inflammation of the lip) or oral aphthae can accompany or precede intestinal 


manifestations.

· Angular cheilosis denotes cracking, atrophy, and irritation of the outer corners of the mouth and is associated with nutritional 


deficiencies, immune deficits, ill-fitting dentures, or saliva degradation.  Candida is a common sequellae and similar changes occur 


with syphilis.

(3) Using the tongue blade, examine each quadrant of the buccal mucosa and gingiva. Note the general condition of the teeth.  Is there enamel decay or other evidence of poor dental care? Are there breaks in any mucosal surface? Are there exudates? Offer denture wearers a paper towel and ask the patient to remove them to examine the mucosa underneath.

· Cavities are defects in the structure of a tooth, usually on the bite surface but sometimes elsewhere on the tooth. They are typically irregular and may be accompanied by discoloration, plaque and discoloration.

· Root caries occur below the gum line, usually in association with profuse gingivitis.

· Candida stomatitis presents with a white curdy membrane on the tongue, palate, buccal mucosa, or floor of the mouth.  This material can be scraped off with a tongue blade, leaving raw, bleeding mucosa beneath.  Precipitants include false teeth, antibiotic induced floral changes, radiotherapy, ETOH, tobacco or cocaine abuse. This is also a common finding with HIV infection.  A less common variant with flat red lesions without visible exudate (atrophic oral Candidiasis), is common beneath ill-fitting dentures.
· Leukoplakia, some early cancers and hairy leukoplakia presents with white lesions which do NOT scrape off. Leukoplakia is a whitish-gray roughening and thickening of the mucosa, most commonly on the lateral border of the tongue (the dorsum of the tongue is rarely involved) which may include upward-extending points (hairy).  Hairy leukoplakia is due to EBV infection and found in AIDS patients.

· Oral cancers usually present with red lesions (although invasive squamous cell carcinoma of the mouth is white). Other "classic" signs of cancer of the mouth include ulceration, induration, and an exophytic mass (occur late and carry an ominous prognoses). In high risk patients (ETOH and tobacco abusers and persons w/previous upper GI tract cancers) with red lesions that fail to clear within 2 weeks of conservative therapy should be referred for biopsy.

· Kaposi's sarcoma of the mouth is a non-epithelial cancer that forms red to red-blue to purple intraoral nodules, macules, and patches commonly on the gingiva and palate but can occur anywhere on the mouth associated with AIDS.  This malignancy can be multicentric (skin involvement) and can be treated with chemotherapy.

· Solar cheilosis is a premalignant dry roughening on the lips.
· Fordyce spots are benign ectopic sebaceous glands that present as a sprinkling of yellow or yellow-white dots on the buccal mucosa (compare to Koplik’s spots).  
· Bulimia and anorexia patients may present with erosions of the posterior surface of the teeth but spare the fillings.
· Torus palatinus (fairly common in adults) is a midline bony growth in the hard palate that varies in size and variation and is benign.
· Torus mandibulares are rounded bony, benign  protuberances that grow from the inner surface of the mandible.


With the light cast centrally, ask the patient to elevate the tongue toward the roof of the mouth. Note the color and vasculature of the undersurface.  Observe for ulcers or patches of discoloration here and on the exposed floor of the mouth.


CN X - palatal elevation: A branch of the vagus nerve is responsible for elevation of the soft palate.  Ask the patient to say "haaaat" loud and long: observe the symmetry of palatal elevation.


CN XII - tongue protrusion: The paired hypoglossal nerves  allow protrusion of the tongue anteriorly along the midline.  Ask the patient to stick the tongue straight out.  Inspect for lateral deviation, as well as for tremor or visible asymmetry.

· In CNX paralysis, the soft palate fails to rise on the affected side and the uvula deviates to the OPPOSITE side. 

· In a unilateral CN XII lesion the tongue will deviate to the SAME side. Hemiatrophy or fasciculation will support the neurological lesion.  Mechanical factors such as loss of dentition may, however, displace a tongue without denervation.  To confirm Dx, ask the patient to push the tongue forcefully against your finger, through the cheek.   Asymmetry reveals a CN XII lesion. Persons with history of oral resection, neck dissection, and local radiation may develop damage to the glossal muscle and its nerve.

· Giant cell arteritis may present with a blanching tongue.  To accentuate blanching in the screen for peripheral arterial insufficiency, ask the patient to thrust the tongue forward repetitively or to talk at length. 

     Oropharynx: The adult oropharynx is an artificial division of the posterior portion of the oral cavity that is bounded anteriorly by the tonsillar pillars, inferiorly by the base of the tongue, posteriorly by the pharynx, and superiorly by the soft palate and nasopharynx.  With a light shone posteriorly, the patient is asked to say "haaatt," in order to elevate the soft palate and contract the oropharyngeal muscles.  The exposure of the pharynx can be increased by asking the patient to increase volume and emphasis on the "aaaa" of hat for a full 5 seconds.  

     To examine the tonsils, use a tongue depressor to press the lateral aspect of the posterior tongue (avoid pressure on the base of the tongue which elicits the gag reflex) to view the tonsillar cleft.  Use a second tongue depressor following the buccal mucosa  and apply gentle medial pressure on anterior pillar to bring the tonsil into view.  Attempt to express material from any visible crypts. In adults, tonsils should be devoid of significant adenoidal tissue. Retained tissue may be pitted with visible crypts but should not be purulent or reddened and should not have prominent surface vessels. Follow with palpation of the tonsillar, submandibular and submental lymph nodes.

     The posterior pharynx is usually smooth, glistening and pink.  Subepithelial elevations present on the posterior pharyngeal wall usually indicate lymphoid hyperplasia secondary to a recent local viral infection.

   Ask the patient to phonate various sounds if the voice sounds strange or there is a known problem with the larynx or innervation. Record hoarseness, grittiness or a throaty quality, or difficulty with high-frequency sounds such as "ai" in the word "hail". The interpretation of phonation and laryngeal difficulty is best made during direct observation of the larynx with a mirror.

· Tonsillitis usually presents with purulent exudate from the crypts and a white, thin, membrane over the tonsils that does not bleed when peeled away; pain is most marked on swallowing.
· Pharyngitis may present with purulent exudate and erythema.  Consider diphtheria (now rare) if a membrane is seen on the palate and pharynx and refer immediately.
· Multiple telangiectasia seen on the palate and pharynx without diffuse erythema may signify cirrhosis or a hereditary condition.
· A viral URI may present with elevations of the posterior pharyngeal mucosa (adenoids) which should disappear as the infection clears.


· Sinusitis or infection of the non-visible nasopharynx may present with purulent discharge draining down the posterior pharyngeal wall.
· Pharyngeal cancers usually present similarly to oral cancers with red lesions, ulceration, induration, and exophytic masses in high risk patients (ETOH and tobacco abusers and persons w/previous upper GI tract cancers).  Patients with these red lesions that fail to clear within 2 weeks of conservative therapy should be referred for biopsy.

PALPATION 
     Oral Cavity: Don gloves and with the nondominant hand, grasp the tongue in a 2X2 gauze square and move it laterally in order to inspect its lateral surfaces.  The steps of palpation are as follows:

(1) With the examining fingers gloved, the tongue is palpated for lumps, irregularities, or tenderness.

(2) The patient is asked to elevate the tongue toward the roof of the mouth, and the floor of the mouth in order to palpate for masses or tenderness.

(3) The index finger is passed along each gingival and palatal margin, seeking masses or tenderness previously undetected.

· Oral Cancers can often appears under the tongue
TESTS

     Oropharynx:

CN IX and X: The Gag reflex - A sensory branch of CNX serves the posterior pharynx; motor branches of IX and X are responsible for the muscular contraction of each side of the pharynx.  The combined integrity of the two branches may be tested by using a cotton-tipped applicator to touch each side of the posterior pharyngeal wall and observing for a symmetrical contraction. Gag reflexes are commonly absent without disease.


Observe the ease of swallowing water if the patient complains of deglutition (swallowing) which depends on CN IX and X. Record whether any regurgitation or choking follows swallowing.


If the patient complains of dysphagia primarily for solids, have them chew a suitable solid (i.e., a slice of apple) in your presence.  A rough screen of the neural and muscular components and esophageal patency can be achieved by placing the diaphragm of the stethoscope on the skin over the stomach with the patient seated.  Time the elapsed seconds from the time the patient is asked to swallow a sip of water held in the mouth until the unmistakable gastric rumbling that signifies the arrival of the liquid bolus in the stomach. A >10 second lag should indicate marked dysfunction (normals are still being established). 


Taste may be tested by applying substances that represent the four taste qualities of sweet, salty, sour, and bitter in increasing concentrations. 

· A unilateral lesion to CNX will result in failure of one side of the palate to elevate. the uvula will be pulled toward the intact side.
· Hoarseness can occur with any lesion of CNX, especially if bilateral.  Recurrent laryngeal nerve paresis can occur in lung 


cancer, hypothyroidism or from psychogenic causes.
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