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ABSTRACT 

ENT-related diseases form a significant portion of ailments in pediatric age group. Many of them present in emergency 

clinics with acute symptoms requiring urgent management. A prospective study was carried out in the Department of 

Otorhinolaryngology, Head and Neck, SLIMS Pondicherry, between July 1, 2016 and September 30, 2017, in patients 

below 16 years of age, to determine the hospital prevalence of ENT emergencies in pediatric age group and their 

management protocol as followed in a tertiary center. Emergencies relating to ear were most common followed by 

pharyngoesophageal and nose conditions. Foreign bodies were most common among nasal and aural emergencies. Although 

mortality is low in such emergency group, morbidity may be very high at times. In management of such emergencies, 

particularly where operative intervention is required, expertise of an ENT specialist is necessary. 
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INTRODUCTION 

Emergency medicine refers to the medical 

specialty dedicated to the diagnosis and treatment of 

unforeseen illness or injury and involves the initial 

evaluation, diagnosis, treatment, and disposition of 

patients requiring urgent medical, surgical, or psychiatric 

treatment. Health-related issues of pediatric age group are 

considered to be of great importance and these also give 

us data for understanding the health-related problems and 

for assessing the health status of a community. According 

to the census report 2011, total population of Pondicherry 

is 13,541,302 out of which 2,018,905 (16.09%) belong to 

the age group of 0-6 years. [1] Children frequently suffer 

from diseases relating to ear, nose, and throat (ENT). 

Some ENT diseases like acute otitis media are more 

common in children as compared to the adults. The same 

is the case with adenoid, acute tonsillitis, acute rhinitis of 

viral origin, acute epiglottitis, and acute laryngo trachea 

bronchitis. It may be due to various factors like wider and 

horizontally placed eustachian tube, poorly developed 

immunity, malnutrition, poor hygiene, overcrowding, 

lower socioeconomic status of the family, and parental 

ignorance.[2] In addition to attending to outpatient 

department of a hospital, many children are brought by 

their parents to the emergency clinic of a hospital with 

history of ENT-related disease. All of these require 

urgent management. In Indian scenario, foreign body 

(FB) impaction in ENT region are found to be common 

emergencies and sometimes, they may produce even fatal 

outcomes [3].It should always be kept in mind that 

management of ENT emergencies is a specialized job and 

special instruments and equipments are needed to 

manage such situations.[3] 
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MATERIAL AND METHODS: 

Objective: - The study was undertaken to 

determine the hospital prevalence of emergency 

conditions in children related to ENT. The management 

protocol as followed in a tertiary center has also been 

discussed. A prospective study was conducted in the 

Department of Otorhinolaryngology, Head and Neck, 

SLIMS Pondicherry, between July 1, 2016 and 

September 30, 2017. All patients below 16 years of age 

were enrolled in the study. These patients presented to 

emergency clinics of the department with acute 

presentation. The patients were examined in detail using 

bull’s eye lamp, head mirror, otoscope, nasal speculum, 

and tongue depressor. The cases with faciomaxillary, 

orodental injuries, and epistaxis were made to lie down 

on a couch and were carefully examined under operating 

light. The cases with impacted aural FBs were examined 

under operating microscope and all esophageal FB cases 

were assessed by radiographic examination. 

The information that was included in the study 

is as follows: Male or female preponderance, Presenting 

illness, Number of cases managed on outpatient basis, 

Number of cases requiring admission, Number of cases 

requiring general anesthesia and operation theater 

facilities. All results were expressed in number and 

percentage.  

 

Table.1: Presentation of Patients with Various Types of ENT Complaints 

Type of Injury  Male Female Total  Percentage 

AOM  104  46  150  21.03  

FB nose  72  48  120  16.83 

Acute tonsillitis  58  22  80  11.22 

Abscess  40  10  50  7.01 

FB ear  52  18  70  9.81  

Epistaxis  50  18  68  9.53 

Injuries  49  11  60  8.41  

FB inhalation  25   29  54  7.57  

FB esophagus  25  21  46  6.45  

Otitis externa  10  5  15  2.10  

FB= Foreign Body; AOM= Acute Otitis Media. 

 

Table.2: Various Types of Injuries 

Type of Injury  Male Female Total  Percentage 

Lip laceration and 

abrasion of 

maxillary region  

28  12  40  66.6  

Buccal mucosa 

laceration  

3  2  5   8.3  

Palatal laceration  3  1  4  6.6  

Tongue laceration  4  2  6  10.0  

Alveolar injury  2  0  2  3.3  

Pinna laceration  2  1  3   5.0  

Total  42  18  60  

 

RESULTS: 

A total of 713 patients were examined during 

this time period. Among these, 485 were males (68%) 

and 228 were females (32%). So, there is an overall male 

preponderance. Two hundred thirty-five cases (32.94%) 

presented with complaints relating to ear. Two hundred 

thirty cases (32.25%) presented with pharyngoesophageal 

complaints. One hundred eighty-eight cases (26.36 %) 

presented with nose complaints Sixty cases (8.42%) 

presented with other complaints that included injuries. 

From table 1, it is clear that highest number of cases 

presented with AOM, followed by FB NOSE. Among the 

pharyngoesophageal emergencies, the most common was 

acute tonsillitis followed by FB inhalation and FB 

esophagus. Nasal FBs included plastic beads, pieces of 

paper, color pencils, pieces of chalk, cereals, grams, 

seeds of orange, and pieces of rubber. Aural FBs 

included plastic beads, foils of chocolates, insects, and 

rice grains. Among the esophageal FBs include coins, 

safety pins, plastic pieces, bone chip, fish bone. From 

table 2, it can be seen that most common form of injury 

was lip laceration and abrasion of maxillary region 

(66.66%). 

Lip lac. = Lip laceration and abrasion of 

maxillary region; b.m.lac = Buccal mucosa laceration; 

p.lac = Palatal laceration; t.lac = Tongue laceration; 
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alv.inj. = Alveolar injury; pinna lac. = Pinna laceration 

All aural, nasal and pharyngeal FBs were removed under 

direct vision using good light source. Twenty-five cases 

(35.71%) of aural FB and all forty-six cases (100%) of 

esophageal FB required removal under general anesthesia 

in operation theatre using operating microscope and 

esophagoscope, respectively. Also, all fifty cases (100%) 

of foreign body inhalation required removal under 

general anaesthesia using bronchoscope. So, a total of 

125 cases (17.53%) were managed in the operation 

theatre under general anesthesia. All injuries were 

repaired carefully. Epistaxis was treated using 

hemocoagulase solution, xylometazoline nasal drops and 

chemical cauterisation (trichloroacetic acid, silver 

nitrate). Out of 68 cases of epistaxis, 25 cases (36.76%) 

required chemical cauterisation. Out of 50 cases of 

Abscess, incision and drainage was done in 36 cases 

(72%), other 14 cases (28%) were given i.v. antibiotics. 

Cases presenting with acute infection were treated 

conservatively. No complication was observed in patients 

treated during this period. 

Common especially in young children who tend 

to insert FBs when they are playing or when they get 

bored.[2] In one previous study carried out by ED 

Kitcher in 2007,[11] the peak age incidence was 

observed in 0-9 years of age. [4] The range of FBs is 

extensive including food particles, vegetable matter, and 

inorganic objects like paper, plastic beads, chalks and 

coins (in esophagus). Aural and nasal FBs are mostly of 

inanimate type.[3] Coin is a common FB that gets 

impacted in esophagus and it is particularly common in 

children.[3] In our study, aural and nasal FBs were both 

inanimate and animate and most common esophageal FB 

was a coin (66.66%). It was observed that all nasal FBs 

could be removed using FB hook or Tilley’s forceps. Out 

of 70 cases of aural FBs, 25 cases (35.71%) required 

general anesthesia for removal. Skill of an ENT specialist 

is very necessary for removal of aural FB because 

unskilled removal of aural FBs may injure eardrum, 

ossicles, or even facial nerve.[3] In one study carried out 

by Mackle et al,[4] it was found that although 65% of 

nasal FBs can be removed in emergency clinics, but it 

was not so in the case of aural FBs, 96% of which 

required removal under anesthesia and skill of an ENT 

surgeon.[4] In our study, 35.71% of aural FBs required 

operation theatre facilities and general anesthesia for 

their removal. All esophageal FBs need urgent 

esophagoscopy and removal under general anesthesia. 

Esophagoscopy is a difficult procedure, especially when 

tried by unskilled person. Fatal accident can occur by 

slightest trauma due to thinness of esophageal wall.[3] 

All inhalational fbs need (54 cases) urgent bronchoscopy 

and removal under general anaesthesia. Bronchoscopy is 

very dangerous procedure. Most common injury that was 

found in our study was laceration of lip and abrasion of 

maxillary region (66.6%), and highest incidence was 

observed in the age group of school-going children (6 

years and above). In a previous study conducted by Khan 

[5] on ENT injuries in children, highest incidence was 

observed in the age group of 10-15 years with a male 

preponderance.It was probably due to more outdoor 

activities on the part of males. Most common etiology 

was self-fall (32%) and nasal bone fracture was the most 

common type of injury. [5] 

Acute otitis media is common in children, and it 

is due to the wider and more horizontally-oriented 

eustachian tube in this age group resulting in 

translocation of infection from the pharynx to the 

tympanic cavity. It accounts for one-third of the 

pathology seen in the first 5-year life. These children will 

present with fever and otalgia; therefore, otoscopy is 

highly recommended to commence early treatment and 

prevent the lifelong sequel of impairment of hearing and 

speech acquisition. [7-26] ENT injuries in children can 

give rise to facial deformities and in the long run, it can 

create functional, cosmetic, and psychological problems. 

In developing countries like India, most of the deaths 

below 5 years of age is due to communicable diseases, 

respiratory infection, and diarrhea and very few are due 

to injuries. [6] Injuries occurring in children are not 

uncommon. They are an avoidable cause of disability. 

With the increase in the incidence of insurgent terror 

attacks on communities in our region, injuries of various 

kinds have been recorded, and unfortunately, children are 

not spared in these events as is seen in the present study. 

The majority of those affected do not make it to the 

hospital alive. 

 But injuries should always be treated well as it 

is an avoidable cause of disability. [7-15] Acute infection 

of various sites in ENT is one of the commonest causes 

of emergencies in children. In our study, the cases that 

were found are acute otitis media (AOM), otitis externa, 

acute tonsillitis, and acute parotitis. Among these, AOM 

was a presenting illness in highest number of cases. The 

incidence was more or less same in all groups as far as 

our study is concerned. AOM is common in infants due 

to wider and horizontally placed Eustachian tube and it 

comprises of one third of problems seen in the pediatric 

practice during first 5 years of life. [8,26] It is 

recommended that there is a need for otosopic 

examination of all pyretic children as the resultant 

hearing loss due to acute suppurative otitis media is 

related to difficulties in language acquisition in children 

below 2 years of age. It also affects literacy and school 

achievements.  

 

CONCLUSION 

ENT emergencies in pediatric age group are not 

uncommon. Mortality is low, but a numbers of 

complications may arise that may include perforation of 
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drum, aspiration, airway obstruction, and long-term 

complication like nasal and facial deformity. Therefore, 

proper management of ENT emergencies is of utmost 

importance. Most common ENT emergency in pediatric 

age group is FBs that can be removed and patients can be 

disposed on outpatient basis. As operative intervention is 

required in a significant number of ENT emergencies, 

expertise of an ENT specialist is necessary in 

management of these cases. 
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