
differentiating benign from malig-
nant, whereas a positive FNAB can
also indicate histologic type, and
therefore differentiate between small
cell and non-small cell lung cancers.
In addition, PET is generally only
available in larger tertiary care centres.

Recommendations

We believe that FNAB has no role
in the management of the suspicious
solitary lung mass in patients who are
willing surgical candidates. In such
cases, the outcome of the biopsy is ir-
relevant, as thoracotomy will be un-
dertaken regardless, given the high
false-negative rate. One concern is
that the surgeon may be operating on
patients with small cell lung cancer. In
such cases, however, surgery plays an
important role as part of a multidisci-
plinary approach to the disease.5

FNAB should be used for the fol-
lowing:

• patients who are medically unfit
and could not tolerate surgery

• patients who refuse surgery
• patients with advanced disease (lo-

cal or metastatic).
In these instances, FNAB may pro-

vide a diagnosis and thus allow insti-
tution of appropriate therapy. Biopsy
of centrally located lesions less than 1
cm in diameter is unlikely to be suc-
cessful and is associated with a higher
complication rate.
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Clinical signs and symptoms of mandibular fractures include facial asymmetry and swelling, trismus and limitation of
mandibular movement, malocclusion, lengthening of the face, paresthesias of the lower lip and chin due to injury to
the inferior alveolar nerve, and ecchymosis of the floor of the mouth.

Consistent clinical signs and symptoms of malar or zygomatic complex fractures (tripod fractures) include ecchy-
mosis and edema and numbness of the anterior cheek due to injury to the infraorbital nerve. Depending on the de-
gree of displacement, other possible signs and symptoms include flattening of the cheek, infraorbital rim step defect,
and decreased extraocular muscle function. Unilateral malar fractures do not produce malocclusion or facial length-
ening. Trismus or limitation of mandibular movement may be caused by pressure on the coronoid process of the
mandible by the zygoma as well as by swelling in the temporal region.

629  C    630  A    631  A    632  C
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