COURSE CONTENT

The students will be able to diagnose, manage, prevent and refer for rehabilitations clients with ENT conditions.

ENT NURSING- CONTENT
· Mastoiditis

· Chronic suppurative otitis media

· Deafness

· Rhinitis

· Sinusitis

· Deviated nasal septum

· Ca. post nasal space

· Ca. larynx

· Ear syringing

· Impacted cerumen

EVALUATION

There will be a mid-module CAT Followed by end module exam on dates that will be given later.

References

· Susan, Ent nursing

· Brunner & suddath

· Med surge nursing

CONTACT

M. NYAGA- 0722930371

Prepared by Nyaga

DESCRIBE THE CLINICAL ASSESMENT OF EAR

SIGNS OF EAR DISEASE

· Pain- otalgia

· Discharge- otorthoea

· Dizziness-vertigo

· Deafness-partial or complete loss of hearing

· Tinnitus- ringing of ears

· Presbycusis- hearing loss associated with the aging process

If not mentioned ask about each one of them.

EXAMINATION EQUIPMENT

· Head mirror ( a source of light)

· Aural speculum

· Probe

· Otoscope

Exam of ear

Pinna     

· Any abnormalities in shape position e.g. bat ears preauricular sinus

· Any scar

· Skin condition

External canal tympanic membrane

Inspect after pulling pinna in a postero- lateral direction for better viewing use a speculum, insert gently- it pushes hair and soft tissues of the canal.

· Discharge

· Excessive wax

· Ulceration

· Tumors

· Bulging of ear drum

· Inflammation

· Hearing ability (function) 

· Mastoid process for swelling and tenderness

DIAGNOSIS 

Pus swab for culture and sensitivity

ASSESMENT OF NOSE

SIGNS OF NASAL DISEASE

· Nasal obstruction – bilateral or unilateral e.g in deviated septum or in rhinitis

· Rhinorrhea- nasal discharge or postnasal drip  (enquire)

· Epistaxis-nasal bleeding

· common after larygectomy 

· Hyposmia- reduce sense of smell

· Anosmia- absent sense of smell

 Occurs where air flow to the upper part of the nasal cavities is obstructed

· Headache and facial pain usually frontal headache especially in sinusitis

· Itching

· Mouth breathing

DESCRIBE EXAMINATION OF NOSE

EQUIPMENT

· Head mirror and light source

· Nasal speculum for rhinoscopy

· Tongue depressor

· Post nasal mirror           for posterior rhinoscopy

Examine nose for

· Shape, position

· Deviation of septum

· Rhinorrhea

· Epistaxis, sores

· Enlarged polyps/ turbinate

· Test for sense of smell

· Palpation of neck and cervical glands if a nasal neoplasm is suspects

· Palpate and percuss sinus for tenderness 

INVESTIGATIONS

Plain sinus x-ray can diagnose:

· Neoplasm of sinus walls

· Fracture of maxilla

· Fracture of nasal bone

· Swab for culture and sensitivity

· Mucosa thickening within sinus

Endoscopic exam i.e antroscopy of maxilla sinuses

CT scanning

DESCRIBE CLINICAL ASSESMENT OF THROAT

SIGNS OF THROAT DISEASE

· Sore throat pain- severe, mild or moderate

· Dysphagia- discomfort / difficulty in swallowing

· Hoarseness of voice (Dysphonia) indicates a lesion on vocal cords preventing their meeting along the entire length e.g  in laryngitis, tumor

· Aphonia-  paralysis of vocal cords, coughing, inability to produce voice

EQUIPMENT FOR INSPECTION

· Head mirror- inspection

· Spatula

· Postnasal mirror- posterior rrhinoscopy, also for throat exam.

Laryngoscope and laryngeal mirror allow viewing of base of tongue, epiglottis, upper hypopharynx, larynx- assessing movement of vocal cords

Palpation – for enlarged lymph nodes or other pathology

X RAY DONE

· Plain xray

· Can demonstrate soft tissue swelling

· Laryngoscopy

· CT SCAN

· Barium swallow where ca oesophagus is suspected 

· Swab for culture and sensitivity

THROAT INSPECTION

· Inflammation –glottis/ throat

· Enlarged tonsils

· Thrush

· Tonsil stones

· Any tumors

· Discharge-( postnasal drip)

RHINITIS
Rhinitis is the irritation and inflammation of the mucous membrane inside the nose

Causes

Rhinitis is caused by 

· Viruses – influenza virus 

· Bacteria –streptococcus pneumonia 

· Irritants or allergies – pollens, hay

Signs and symptoms 

· Runny nose

· Sneezing 

· Excessive nasal drainage 

· Nasal itchiness

· Headache

Types of rhinitis 

Allergic/seasonal rhinitis :

It’s the most common kind of rhinitis and is usually triggered by

· Airborne allergens such as pollen, hay fever, maize pollen. It occurs due to degranulation of mast cells in the nose hence release of histamine which triggers inflammation .

             E.g Spicy food

· This can also be due to misuse of decongestants (medicamentosa)

· Infections;  this is caused by viral or bacterial infections

Example of viruses- rhinovirus, influenza virus

Example of bacteria- streptococcus pneumonae

· Vasomotor rhinitis- this is due to changes in blood vessels (constructing)

MANAGEMENT 

MEDICAL MANAGEMENT

This depends on the cause which is identified through history taking and physical examination.
i. Antihistamines – citrizen, chloropheniramine they inhabit the action of mast cells 

ii. Nasal decongestants e.g ephedrine

iii. Analgesics, Antipyretics to relieve pain and fever e.g ibuprofen

iv. Antibiotics- prophylactically e.g amoxacillin

NURSING MANAGEMENT 

· Patients is advised on adequate bed rest 

· Health education on

· To increase fluid intake to prevent dehydration which may be caused by excessive nasal drainage

· Drugs : educate patients on how to use the drugs and importance of completing treatment

· The patient should avoid use of tissue paper use a clean handkerchief and always use hot water to wash it.

· The patient is health educated to avoid exposure to allergens and irritant

· Patient is taught on importance of hand hygiene to prevent transmission of organisms.
COMPLICATIONS

· Enlargement of nasal polyps

· Otitis media

· Tonsillitis, sore throat

· Enlarged turbinates

· Sinusitis

· Dehydration

· Sleep apnea

· Mouth breathing

PREVENTION

Prevention Of Rhinitis
· The patient is advised to avoid exposure to allergens and irritants
· Vaccination: hemophilus influenza virus
· Proper treatment of URTI
· Avoid overuse of nasal decongestants
· Hand hygiene
· Proper dump dusting of house
SINUSITIS

Sinuses opening to nose

i. Maxillary sinuses largest in the cheek bone

ii. Frontal sinus lower center of the forehead

iii. Ethmoid sinus between the eyes at nasal bridge

iv. Sphenoid sinus in the bones behind the nasal cavity
DEFINE SINUSITIS

It is the inflammation of the lining membrane in any of the sinuses of the skull around the hose

TYPES OF SINUSITIS 

Acute sinusitis

Definition It is a short term inflammation of the membranes that line the sinuses preventing mucus from draining from the nose.

CAUSES OF ACUTE SINUSITIS 

· Viral infections e.g haemophilus influenza virus

· Bacterial infections: staphylococcus pyogens

· Fungal infections: aspergilla

· Enlarged nasal polyps and tumors

· Deviated nasal septum* review effects of DNS

SIGNS AND SYMPTOMS OF ACUTE SINUSITIS

· Nasal congestion

· Thick yellow/ green discharge from nose

· Sore throat

· Cough usually worse at night

· Headache

· Toothache

· Reduced sense of smell

· Reduced sense of taste

· Fever

· Fatigue

· Frontal headache 

· Ethmoidis =it retro orbital pain

· Sphenoiditis= central headache 

DIAGNOSIS

-Diagnosis is done through

· Proper history taking to rate out the cause

· Physical examination ENT EXAM

INVESTIGATIONS

i. Computed tomography or magnetic resonance imaging to look for inflamed sinus

ii. Nasal endoscopy to visualize any inflammation or abnormalities of sinuses

iii. Culture and sensitivity to isolate the causative organism hence giving appropriate antibiotics

MANAGEMENT

MEDICAL MANAGEMENT OF ACUTE SINUSITIS

Goal of treatment – to treat infection
Shrink the nasal mucosa
Relieve pain

i. Antibiotic therapy

    1st line amoxicillin, erythromycin

    2nd line cephalosporin e.g cefuroxime

                                                  Amoxicillin (Clavulanate)

ii. Nasal decongestants to reduce mucosal swelling hence improve drainage in the sinuses e.g ephedrine

Saline irrigation to open blocked passages

iii. Antihistamine eg cetirizine  chlopheniramine used with caution

iv. Steam inhalation

NURSING MANAGEMENT OF ACUTE SINUSITIS

· Patient is advised on adequate bed rest to ensure recovery

· Patient is encouraged to increase fluid intake to prevent dehydration

· Administration of prescribed treatment

· Antibiotics amoxacillin, erythromycin

· Antihistamines cetirizine chlopheniramine

· Antipyretics/ analgesics ibobrufen, acetaminophen

· Nasal decongestants eg. ephedrine

· Patient advised to follow recommended antibiotics regimen

· Patient is advised to take a well-balanced diet rich in proteins

· Patient is informed that incase fever persists with antibiotic therapy he/ she should seek additional care

COMPLICATIONS

· Meningitis

· Acute otitis media

· Chronic suppurative otitis media

· Pharyngitis

· Laryngitis

· Pneumonia

· Tonsils

PREVENTION OF ACUTE SINUSITIS

· Proper treatment of upper respiratory tract infection, deviated nasal septum, enlarged

· Early treatment of tooth infection

· Proper management of allergies and avoiding allergens

· Diet rich in protein

· Immunization against influenza

· Early diagnosis of D.N.S 

DEFINE CHRONIC SINUSITIS

Definition of chronic Sinusitis is the inflammation of the sinuses persisting more 8-12 weeks in adults, causing blockage of secretion hence stagnation of mucus on ideal medium for infection.

CAUSES OF CHRONIC SINUSITIS

i. Allergies e.g hay fever inflammation occurring blocks the sinuses

ii. Respiratory tract infections especially colds can inflame and thicken sinuses membrane, viral, bacterial , fungal 

iii. Trauma to face- fractured facial bone may cause obstruction of sinus passage

iv. Deviated nasal septum- wall between the nostrils may constrict or block sinus passage

v. Enlarged nasal polyps –this tissue growth may block the nasal sinuses

vi. Autoimmune reaction

SIGNS AND SYMPTOMS

· Impaired mucociliary clearance and ventilation

· Cough- thick discharge drip backward to nasopharynx

· Chronic hoarseness

· Chronic peri orbital headache

· Facial pain

· Fatigue

· Nasal stiffness

· Decrease in smell and sense of taste

NB: These symptoms are worse in the morning

INVESTIGATIONS

· Computed tomography – to scan the sinuses

· Magnetic resonance imaging – to rule out tumors

· Nasal endoscopy- rule out tumors

· Culture and sensitivity of nasal secretions 

MEDICAL MANGEMENT

· Antimicrobial agents: amoxacillin
Amoxacilin (Clavulanic acids)
Ampicillin      3-4 weeks
Cephalosporin- cefuroxime
· Decongestants – ephedrine

· Antihistamine – cetirizene
· Saline spray

This can be done incase medical therapy fails to correct structural deformities

SURGICAL PROCEDURE
· Excision and cauterizing enlarged polyps

· Excision and drainage of sinuses

· Removing tumors

· Correcting deviated septum

· Incase of fungal infection- excision of necrotic tissue

· Sinuplasty

HEALTH EDUCATION

· Patient to use steam bath

· Patient to increase fluid intake

· Importance of following regiments

· Patient taught on early signs of sinusitis 

· Diet rich in proteins

· Pro up in bed to ease drainage 

COMPLICATIONS

· Meningitis

· Acute otitis media

· Chronic suppurative otitis media

· Pharyngitis

· Laryngitis

· Pneumonia

· Tonsillitis

Class to discuss preventions of Sinusitis 

DEVIATED NASAL SEPTUM (DEFLECTED)
Definition:
This is the deflection of the Nasal Septum and predisposing factors from its normal course.

Causes:

Majority result from:

1. Trauma:
Either recurrent or long forgotten.

Common in boxing especially in repeated injuries, difficult deliveries (CPD)

2. Spurs:

Bony or cartilaginous outgrowths.

3. Abnormal growth pattern (developmental errors).

4. Hereditary.

5. common in Caucasians that Negros.

Clinical Features:

1. Nasal obstruction (unilateral or bilateral).

2. Headache(due to malventilation of the frontal sinus [vacuum headache]).

3. Recurrent sinus infection – due to poor sinus drainage.

4. Liability to colds.
5. On exam using Nasal speculum – deformity of nasal septum and s/s of nasal infections are observed 
Pathophysiology (causing complications):

· When the septum is deflected very much on one side, a large cavity is left on opposite nostril.  The inferior turbinate then enlarges making correction more complex.
· When deviation cause nasal obstruction on either side, the membranes become congested and edematous.  The opening from sinuses become blocked and stagnation of secretions and infection occurs, that is, colds and sinusitis which are complications of DNS.

Management:

1. In minor deviation, relieve is obtained by regular use of simple nasal douche.
2. Antibiotics to treat  infection,and antihistamines are also given
3. Moderate to severe – surgical intervention.

i. Submucous Resections (SMR):

· This is widely practiced but should be avoided in children as it may cause depression of the nasal ridge.
Procedure:

· Incision is made into mucous membrane, after raising it from the bone.

· The deflected bone and cartilage are removed with bone forceps.

· The mucosa is allowed to fall back in place and is held back in place by and held there by a tight packing dipped in liquid petrolatum to facilitate removal in 24 – 36 hours.

Side Effects:
· Tip of nose deformity (callumela) retraction.

· Depression on ridge of nose.

· Septal Hematoma .
· Abcess.

· Septal perforation.

· Persistent deviation due to inadequate surgery (recurrence).

ii. Septolasty:
· This is septal repositioning.  

· The major part of the cartilaginous septum is repositioned and not removed.
Advantage:

· There will be no risk of above side effects as in SMR.

Preoperative Management:

· No specific local preparation – surgeon may request for a vasoconstriction preparation (bilateral nasal packs placed in lignocain 4% and adrenaline 1:1000 in equal quantities then in this case take pulse every 15 minutes until the patient goes to theatre.

· Shaving of nasal hair (vibrissae) using a fine scissor.
· General pre-op care.

· Antibiotics after culture and sensitivity.

Nursing care (PTC Nasal Pack):

Position:

· Upright position to ease drainage and lessen oedema.

· Observation

· Antibiotics/Analgesic.

· Start mobilization day after operation unless otherwise indicated.

· Ambulate.

· Regular, thorough oral care as patient has mouth breathing and anosmia ( DO mouth wash not toilet).
· Well balanced attractive diet with nourishing fluids (Anosmia may reduce sense of taste).

· Diet – soft in the first 2 days to minimize active mastication (may lead to bleeding).

·  Increase fluid intake.

· Apply nasal bolster to prevent any blood or serous fluid trickling through pack onto face.

· Change nasal bolster PRN NB;  It causes drinking problems ,so use straw.

· If oedema occurs causing obstruction of nasolacrimal duct and paranasal sinuse causing overflow of tears, bathe eyes  regulary.
· Removal of pack as per doctors instructions .Compare with notes how many packs on each nostril (use tilleys nasal forceps).

· Patient rests in bed 1 hour after this – observe bleeding, no blowing nose.  Give tissue to wipe any discharge. If bleeding occurs,flex neck forward,no pinching of nose .Ice packs can be applied on fore head and call for help.
Discharge and home care:

Educate Patient on following
·  They may experience anosmia and naso obstruction for 2-3/52.

· Diet – well balanced increase fluid intake and protein
· Not to blow nose but wipe.

· Goes home 2 days after pack removal

· Comply with treatment e.g. nasal drops and inhalations.

· Avoid overcrowding to prevent URTI.

· T.C.A to ENT clinic as per  instructions .Patient  followed for 6/52.

· Patient should rest

MASTOIDITIS

Definition:

· Inflammation of the mastoid air cells and mastoid bone occurring (resulting) from an infection of the middle ear.

Clinical Features:

· Pain and tenderness behind the ear (preceeds OM)

· Discharge from middle ear.

· Swelling of the mastoid.

· Fever.

· Headache.
· Increasing deafness.

· Patient sick looking

· In infants, the bony outer wall of the mastoid process is thin and may rupture – abscess beneath skin
Predisposing Factors:

· Virulent infections of ear.

· Immunosuppression
· Inadequate treatment of otitis media
· Great cellularity of mastoid.

Diagnosis:

· History.

· Physical exam

· ENT exam – reveals CSOM.

· Blood for WBC – raised.

· Xray – loss of mastoid cell outline.

· Pus swab C/S.

· CT scan and MRI

Medical Management:

· As per meningitis, e.g. chloramphenicol 500mgs Qid x 10-14 days.

· Give appropriate antibiotic when C/S results are back.

· Analgesics, - Antipyretics, - Myringotomy (surgical).
Surgical Management (Mastoidectomy):

· Indicated where there is persistent tenderness, fever, headache and discharge from ear, despite medical management.
i. Cortical Mastoidectomy (SCHWARTZE operation):

· It is commonly done in acute mastoiditis.

· A post auricular incision is done and mastoid process exposed, all the cells together with antrum are opened.  Debris, pus and granulations are removed with the formation of a large cavity: wound is closed and a small drainage tube is left for a few days to drain the mastoid antrum and cell.
ii. Radical Mastoidectomy:

· Indications – where disease has progressed far with severe deafness, with possibility of intracranial complications.  Chronic suppurative otitis media.

· Discharge may persist after surgery but patient is safe though usually very deaf.

Procedure:

· Mastoid antrum and middle ear are made into one cavity that drains into the enlarged meatus.

· Two ossicles, apart of the external auditory canal being removed.

· The cavity is curetted and made smooth and all loose pieces of bone are washed out, avoiding dislocation of stapes as infection may travel from there into the Labyrinth.

· The meatus is enlarged and packed with ribbon gauze soaked in ‘Bipp’, Bismuth, Iodoform and Paraffin paste.
iii. Modified Radical Mastoidectomy:

· In this surgery, an attempt is made to conserve as much of the ear drum and ossicles as possible.
Complications of Mastoiditis:

· Meningitis

· Facial palsy on the affected side and squint.

· Osteomyelitis of mastoid process.

· Other complications of middle ear infections e.g epidural abscess, brain abscess, thrombosis of sigmoid sinus, C.S.O.M (if cause was acute).

NB:

· After mastoidectomy – hearing improves because many times tympanoplasty is done (restoration of middle ear conductivity, using temporal fascia i.e. a sheath of connective tissue from temporal region (side of head or vein graft).
Pre-op Care (General Preo care +):

· Treat all infections by use of antibiotics after culture and sensitivity
· Clean post auricular site with antiseptics.

· Clipping of hair about 3cm away from incision site.

· Shaving of hair around the incision site done in theatre.

· Blood for HB, UEC, full hemogramme
· Xrays and other investigations e.g. audiogram should accompany patient.
· Jelly (Ky) applied to the hair line in the operative room to keep hairs off the operation site.

Postop Care:

· Position – Lateral with operated ear upper most initially when pain is less, follow surgeon’s instructions on position and mobilization.
· Analgesics
· Antibiotics

· Oral fluids – when anaesthetic effects wear out.

· Change of mastoid dressing in 4th – 5th day.

· Removal of sutures (4th-5th day)

· Drain as per instructions – (may be left after ROS)
· Watch for complications like 
- Facial nerve palsy (7th nerve)






- Sepsis- loss of hearing, oozing

· Vital signs
· Hemorrhage on operated site, hematoma – when removing drain and report.

· Ear pack if present may remain for several weeks - thus use cotton wool on entrance of canal and change PRN.

Signs of 7th Cranio Damage:

· Asymmetrical facial movement.

· Upper eyelid may refuse to close on one side.

· Change of sense of taste – bitter taste.
CAUSES:

· Haematoma – cause pressure on nerve.

· Pressure from pack.

· Damage during surgery.

· edema

Side Effects of Middle Ear Surgery:

1.Nausea and vomiting due to the nearness (position) of vestibular apparatus.
2.Vertigo – due to position of semicircular canals.  treatment – assist in slow change of position.

3.Damage to 7th cranial nerve

· Advice on Discharge – Post Ear Surgery:

· TCA to clinic (ENT)

· Drug compliance.

· Avoid water in ear (cover/plug ear with cotton wool smeared with Vaseline when bathing).

· Report any prulent, bloody, offensive discharge.

· Sneeze with mouth open and blow nose gently one side at a time, to prevent atmospheric pressure changes.

-Avoid travelling in aeroplanes, under ground train.

-This may affect position of graft.

· No swimming of water sports.
· Avoid over crowding to prevent URTI which may go to middle ear.

· Do not drive if vertigo is present.

· Advice on well balance diet high in protein for wound healing
· Advice on adequate rest to aid recovery.
· Well ventilated room

CANCER OF LARYNX

Causes and Predisposing Factors:

· Cigarette smoking.

· Alcohol.

· Industrial exposure (irritants).

· Chronic laryngitis.

· Vocal straining e.g. musician.

· Nutritional deficiencies .Lack of riboflavin.

· Family predisposition
· Gender(common in males)
· Age>50yrs.

· Race(common in the African American)

Affects:

· Glottis

· Supraglottis

· Subglottis.

Types:

· Extrinsic – occurring on any other part of larynx other than vocal cords.
· Intrinsic – occurring on the vocal cords.

Clinical Manifestation:

· Hoarseness – occurs early in instrinsic carcinoma.
· Pain and burning in the throat when drinking hot liquids or citrus juices.

· Later a lump may be felt on neck.

· Dysphagia, dyspnea.

· Foul breath.

· Enlarged cervical node.

· Weight loss and poor appetite.

· Ear pain (radiated pain) may be suggestive of metastasis.

Diagnosis:

· History.

· Physical exam – include throat exam, palpation of lymph nodes of neck (metastasis)

· Direct  laryngoscopy to:
-Assess mobility of vocal cords – if normal movement is limited, growth may affect muscle and other tissues of even airway.

· Biopsy for histology.
· CT scan.

· Laryngography.

· X-ray to evaluate metastasis to chest and TB.to  determine mode of management
Management:

Depends on extent and type.

Radiation Therapy:

· Indicated when only one cord is affected and was normally mobile.

· Response is good but a few may later require laryngectomy.

Partial Laryngectomy:

· Indicated in early stages of intrinsic ca (vocal cords only) – 80% cure.

-Thyroid cartilage of larynx is plit in the middle of the neck and the portion of vocal cord involved is removed.
· Sometimes tracheostomy is done to allow healing and later removed (few days).

Supraglottic Laryngectomy:

· Indicated for certain extrinsic tumours.  After adequate resection sufficient normal larynx is left so that cord remain intact, maintaining their function.

Total Laryngectomy:

· Indicated for extrinsic carcinoma
· Entire larynx removed i.e. thyroid cartilage, vocal cords, epiglottis.

· A permanent tracheostomy is left in place to prevent food aspiration as the larynx that provides protective sphincter is no longer present.
NB:  This can also be done together with:

· Laryngoplasty:  This enables patient to have almost a normal and far superior speech to esophageal speech.
· Teleradiotherapy:  Treatment where source of therapeutic agent is at a distance from body.

-Indicated where there is metastasis.

-Good palliation is achieved, often but cure is rare.

CHRONIC OTITISMEDIA C.S.O.M

Definition:

It is the chronic infection and suppuration of the middle ear.  The pain and fever are usually absent (usually mixed infections exist).

Predisposing Causes:

1. If acute infection was not treated early.

2. If dosage of antibiotics was inadequate.

3. Antibiotics stopped too soon.
4. Presence of nasal and pharyngeal sepsis.

5. Immunosuppression e.g. malnutrition, anaemia.

6. When acute infection was particularly virulent.

7. Where persistent mouth breathing exists e.g. in sinusitis.

8. Cholesteatoma–seen as a white mass behind turbinate due to accumulation of pus, debris, out growth to middle ear.
Types of Chronic Otitis Media:

Mucosal Type of Infection (Tubotympanic):
· Discharge of pus from one or both ears for more than 2 weeks following untreated or unresdued acute otitis media with a central perforation of ear drum (pars tensa) – discharge is copious (a lot).

S/S:

· Prulent discharge from ear for more than 2 weeks – not foul smelling.

· Impaired hearing.

· A central perforation of the ear drum on otoscopic exam –( pars tensa)
· Dry perforation treated with Myringoplasty, tympanoplasty.

Management:

As an out patient:

1. Take pus swab for culture and sensitivity.

2. Give appropriate antibiotics as per C/S and as per laid out schedule.

3. Dry ear with wicking – leave wick for 1-2 minutes (to absorb discharge) – remove and clean with a clean wick (aural toilet).

· If it’s a child, teach mother how to do it 4 times daily and before instilling ear drops.

· Instill local antibiotics if prescribed e.g. chloramphenical ear drops 5%.

· No swimming until ear is dry.

· Weekly assessment in the clinic.

Refer if:

· There are signs of mastoiditis.

· No improvement after 4 weeks.

· If patient needs reconstructive surgery e.g. tympanoplasty of myringoplasty.

Atticoantral (Bony Type of Infection):

· In this case the ossicles, mastoid, air cells and bony walls of the tympanic cavity e.g attic, antral, aditus etc are infected.  

· Serious complications arise in this type and recurrences occur with pain and pyrexia.

· Perforation is postero superior (pars flaccida).

· Part of tympanic membrane involving bony annulus.
SIGNS AND SYMPTOMS:

· Foul smelling discharge.

· Hearing impairement.

· Marginal perforation with cholesteatoma i.e. accumulation of keratotic debris which eventually invade the attic region, destroying ossicles and surrounding bones by pressure.

Management
Depends on age, general condition, extent of damage.

1. Mastoidectomy:

-where there is mastoiditis.

-Bone is drilled and unhealthy mucosa removed – middle ear structures are untouched.

-Further aim – to fashion a smooth mastoid cavity so that there is no possibility of squamous epithelium re-accumulation.

-This is achieved by removing some of the middle ear ossicles that might be partially destroyed by disease.

2. Tympanoplasty:

· Done after removal of disease.  Best done after, as a 2nd operation after allowing ear to settle down and form new healthy epithelium.  This may include:
· Myringoplasty (use a connective tiisue graft) i.e. reconstruction of ear drum.

· Ossiculoplatsy (use bone graft or synthetic material)
Thus tympanoplasty (both together).

Complications of Middle Ear Surgery:

· Destruction of 7th cranial nerve (facial) –Caused by haematoma, swelling, damage during surgery & edema.
· Nausea and vomiting (due to position of vestibular apparatus).

· Vertigo.

· Pain.

· Tinnitus.

· Haematoma formation.

Complications of Otitis Media:

· Mastoiditis.

· Meningitis.

· Extradura abscess.

· Brain abscess (celebellum, superior temporal lobe).
· Subdural abscess.

· Deafness.

· Lateral sinus thrombosis – pus through mastoid cells form a perisinus abscess and thrombosis takes place in lateral sinuses.  If untreated becomes infected and cause matastatic abscess.
· Facial paralysis.

· Petrositis – inflammation of petrous portion.

Prevention:

· Proper PX of all URTI, e.g. sinusitis, tonsilliti, & measles.

· Well balanced diet to raise resistance.

· Avoid forceful blowing of the nose.

· Immunization against H. influenza Bacteria (HIB), measles.

· Early and proper treatment of all suspected cases with appropriate antibiotics.

· Use protective gear for swimmers and divers.

· Avoid putting sharp objects in the ear.

· Early removal of FB in ear.

· Avoid over crowding.

· Regular ear checkups.

Ca. OF THE POST NASAL SPACE
Pathophysiology:

Definition:
· A small tumour or malignant ulcer in the roof of Nasopharynx infiltrates deeply invading the 5th and 6th cranial nerves.

· Matastasis to the uppermost deep cervical nodes occurs early and may be bilateral.
PREDISPOSING FACTORS
· Industrial exposure
· Smoking

· Genetic

· Gender(common in males)

· Race(common in Japan and S.Africa.

· Idiopathic.

Clinical Picture:

a) Enlarged cervical nodes (sometimes).

b) Diplopia.

c) Nasal obstruction.

d) Epistaxis.

e) Conductive deafness – due to involvement of Eustachian tube.

f) Other cranial nerves may be involved: 2nd, 3rd, 5th, 6th, 9th, 11th and 12th.

g) Blocked ears

h) Hyposmia

i) Post nasal drip.

Investigations:

i. EUA

ii. Biobsy for histology (EUA and Biopsy)

iii. Posterior Rhinoscopy using Post Nasal minor.

iv. CTscan

v. MRI

vi. Plain Xray.

Treatment:

· Radiotherapy

· Chemotherapy

· Surgery

· Palliative care

PREVENTION

· Avoid smoking

· Avoid industrial exposure

· Early diagnosis & treatment

Prognosis:

· Poor

EXCESSIVE WAX OR (CERUMEN)

It may become impacted causing:

a) Oltagia (earache)

b) Difficult in hearing.

NB:
Ceruminous glands of exterial meatus produce cerumen which may become impacted if in excess or if it accumulates.
Management(impacted cerumen)
1. Wax may be softened by instilling a few drops of warmed glycerine, acetic acid solution or NaHCO3.

Ceruminolytic agents are also available in chemists e.g. Waxosol, cerumol etc.

2. After softening, the wax may be removed by ENT specialist with a cerumen spoon.

3. Irrigation -ear syringing may be done if removal fails but as a last resort because:

· It is messy.

· Can cause vertigo if temperature of lotion is high or low than room temperature.

· Can macerate skin – otitis media.

· May cause discomfort.

· Can cause contamination of middle ear if tympanic membrane is perforated.

Indications of Ear Syringing:

· Removal of impacted cerumen – when manual removal is not possible.

· Removal of some foreign bodies e.g. insects if removal by aural forcep has failed.

· To facilitate surgery on external ear.

Contraindications:

· History of recent discharge from ear.

· Eardrum perforation.

· Unsoftened wax (use ceruminolytic agents first).

Procedure:

Requirements:

· Haggison syringe.

· Head lamp – mirror to reflect light from a lamp.

· Normal saline, NaHCO3 solution or tap water sterile water in a jug with measures.
· Towel and mackintoshes to protect patient.

· Lotion thermometer (lotion should be at 38oc).

· Kidney dish to receive dirty water.

· Aural forcep.

·  Cotton wool in gallipot to wipe the ear dry after syringing – to prevent otitis media which may be caused by stagnation.

Method:

After ensuring that the patient has not perforation and had no discharge recently – and that wax has softened:
1. Patient sits with the ear to be treated towards the nurse.
2. Patient holds receiver close against the cheek under the ear.

3. Nurse fixes mackintosh and towel over patient’s shoulder.

4. Nurse puts on head lamp or head mirror ensuring lighting and visibility to ear.

5. Washes and dries hands.

6. Attaches syringe to nozzle.

7. Fill syringe with lotion and expels air.

8. With one hand she draws the pinnae upwards and slightly backwards to straighten the external meatus.

9. With the other hand, holds syringe and directs the lotion 1st along loof of canal then along floor – gently.

10. Examines ear for remains of wax.

11. Drying ear gently with cotton wool with loose tuft of cotton wool with the tip of aural forcep.
12. Clears the trolley, washes instruments and sterilizes as necessary.

TERMINOLOGY(S)
Myringotomy:

· Opening up of eardrum (usually when bulging with pus).

Myringoplasty:

· Repair of perforated eardrum.  Reconstruction is done using a connective tissue graft.

Tympanoplasty:

· An operation to restore conductivity of the middle ear.  It involves myringoplasty and ossiculoplasty.
Ossiculoplasty:

· Replacement of diseased ossicles by synthetic material or bone graft.
Myringitis:

· Inflammation of eardrum.
References:

i. ENT Nursing by Sussana

ii. Diseases of ENT by Foxen

iii. Medical Surgical Nursing

DEAFNESS
Definition:

· It is inability to hear.

Types:

1. Conductive deafness.

2. Sensorineural (perceptive) deafness.

3. Combined hearing loss – this is a combination of conductive and perceptive.

4. Psychogenic hearing loss – (Non-organic).  There is no detectable structural changes in the hearing mechanisms.
Causes:

Conductive:

· Wax in excess.

· AOM (acute).
· COM (chronic otitis media)
· Meatal infections/tumour

· FB (Foreign body)
· Injured tympanic membrane

· Tumours (meatus, middle ear) – rare.

· Nasopharyngeal tumours.

Sensory Neural (perceptive):
· Senile deafness (presbycusis).

· Thrombosis of cochlea vessels.

· Infections e.g. measles, mumbs, influenza, meningitis etc.

· Congenital (maternal rubella hereditary deafness, birth injuries).

· A coustic trauma (head injury, sudden blast e.g. bomb, jet engines).

· Drugs e.g. quinine, streptomycin.

Presbycusis – progressive hearing loss in old age.

Investigations:

1. Tuning fork test (webers, rinnes test,absolute bone conduction)
2. Audiogram – using audiometer – chart as audiographic.

· Ensure sound proof room.

· Sound produced electrically (each ear separately)

3. Auditory acquity – one ear closed patient 1-2ft away from examiner (whispers) or ticking clock used.
4. Otoscopic examination.

Management:

Will depend on cause of deafness.

1. If eardrum is perforated – tympanoplasty – (involves myringoplasty and ossiculoplasty.  All diseased tissues are removed), to restore conductivity of ear.
2. Myringoplasty – repair of perforated eardrum.

3. Hearing aids – in cochlea dysfunction (perceptive) Is also rehabilitation.

4. Lip reading and sign language to help patient communicate thus rehabilitation.

Assessment of Hearing Ability:
i. The ear should be examined by:

ii. Inspection

iii. Palpation

iv. Exam of external and middle ear (by auroscope or otoscopically) with enough light.

I. Auditory Acquity:

· One ear tested at a time to estimate patient’s hearing ability to hear a whisper or ticking of a clock from a distance of about 2ft.
· The other ear is closed by the palm of the hand.

· The room should be quiet and patient repeats what examiner has said.

II. Audiogram (by use of audiometer):

· Types of audiograms:

a) Pure tone audiometry (musical tones)

b) Speech audiometry (spoken word).

· A head phone is used on patient while audiometer which is electronic generates tones as patient signals after hearing them.

· The volume and frequency readings are recorded and threshold of hearing for each test charted inform of audiogram (graphic)

III. Tuning Fork Tests:

a) Rinnes Test:

· The tuning fork is struck and held close to the meatus – until patient signals that it can no longer be heard.

· Immediately its base is applied firmly to the mastoid process.  If then the patient cannot hear it, he has a normal or positive rinne, sound being heard better by air conduction than bone conduction.

i. AC > BC

· The deafness is sensorineural (perceptive).

ii. If BC > AC = Negative rinnes test.

· Deafness is conductive (external meatus, eardrum, middle ear ossicles not conducting).

b) Webers Test (NB – often unreliable):

· The base of the fork is held on the vertex and the patient is asked in which ear he can hear the sound.

· In conductive deafness sound is referred to the deaf ear (because cochlea will be undisturbed by noise in the room and can concentrate on the fork noise).

· In sensorineural deafness, sound is referred to the better ear (in this case the normal middle ear mechanism amplifies the sound in the room and occupy the attention of the cochlear).
c) Absolute Bone Conduction:
· A comparison is made between the perceptive mechanism of the patient and examiner.

· The ear under test is occluded by pressure on the tragus (small promince of ear.

· The base of fork applied to the mastoid process.

· The patient signals when sound disappears.  The examiner with one of his ears occluded immediately applies it on his mastoid.  If he can still hear the note, the patient has a degree of sensorinueral deafness.

Prevention of deafness:Students to discuss.
Rehabilitation

- Lip reading





- Sign Language





- Schools for deaf





- Hearing aids

