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EARS

Ear pain
In adults, usually otitis externa and in children, otitis media.

Otitis media – amoxicillin good first choice antibiotics- delayed good idea as often viral.  

- recurrent OM, consider 3 months of prophylactic trimethoprim at 1-2mg/kg , as for UTIs.

Otitis externa – explore cause – usually loss of wax related-  cotton buds, ‘power showering’ inside ears, washing inside ears, drying inside ears etc 

- Otomize can’t get down small holes so use drops aminoglycoside +/- steroid.  If grommet or known perforated TM use ciprofloxacin eye drops but clearly state on prescription to use in ears.   If inadvertently use aminoglycoside when then find had perf, unlikely to do damage if used short term.  Despite microbiology reports ciprofloxacin topically nearly always clears Pseudomonas as sensitivity testing based on oral doses. 
Cholesteatoma
Usually starts in childhood due to interference with the normal skin migration on TM.  Bulging area of TM, collection of dead skin cells which can look brown and be infected with granulomas.   Can be difficult tp see with an otoscope, if in doubt refer a persistently discharging ear (over months) – can be routine referral.    Beware ‘wax’ near TM.

Foreign Body
Only get one chance at removal without a GA- ‘urgent’ referral rather than ‘on the day phone call’ unless ?corrosive object eg batteries

Sudden onset deafness

If sensorineural emergency referral/admission – rare.  Use Rinne/Weber tests.  Can check Weber without tuning fork just by asking patient to hum – if conductive loss sounds louder in ‘deaf’ ear, if sensorineural, can’t hear in that ear.

Perforated TMs

If not healed in 6-8 weeks, refer
Nasal obstruction

Sodium cromoglycate may help in ‘old man’s drip’

NOSE
Looking in noses

1. look horizontally using otoscope – neutral position and lift tip of nose
2. What do you see – inferior turbinate and a little of middle 

3. polyps do not have sensation – prod them to distinguish 

Epistaxis
Important to watch how they squeeze their nose and teach them the correct technique

If recurrent in children, then Naseptin (beware has peanut oil base) or bactroban.
If does not settle and old enough to allow cautery –try.  Use xylocaine spray on cotton wool and leave for 15 minutes. Cauterise for 10-15sec in one area and do multiple spots along vessel.
In elderly adults beware amount of blood lost, may need admission. 
Fractured nose
If needs reduction under GA, refer by phoning ward as needs doing 7-14 days post injury.

THROAT

Fish bones

If patient feels it laterally, may be in tonsil and possible to remove in surgery if can be seen.

Quinsy

Bacterial so needs antibiotics either co-amoxiclav or amoxicillin + metronidazole.   In remote areas can drain using local anaesthetic and syringe + needle.

Sinusitis 
If pain and green pus – co-amoxiclav /erythromycin/clarithromycin – amoxicillin doesn’t work!
Anosmia post URTI – either ‘conductive’ ie blockage or ‘sensorineural’ – olfactory mucosa can be damaged temporarily or permanently by infection. Try topical steroids as will help former and no treatment except time (if lucky) for latter.   If no improvement by 3 months, recovery unlikely.
Do talk to anosmic patients about safety at home – smoke/gas detectors.
Tonsillectomy- 

Official indication 5 attacks/year for 2 years but use common sense. Possible sleep apnoea in children from large tonsils/adenoids – refer for surgery

