
1 
 

 
 
 

GP Handbook v8.2 
 
 

Ear Nose & Throat Surgery 
 
 

ACUTE SINUSITIS............................................................................................................................................ 3 
CLINICAL FEATURES .......................................................................................................................................... 3 
MANAGEMENT................................................................................................................................................... 3 

ALLERGIC RHINITIS....................................................................................................................................... 5 
MANAGEMENT................................................................................................................................................... 5 

AUDIOMETRY ................................................................................................................................................... 6 
PURE TONE AUDIOMETRY (PTA)...................................................................................................................... 6 
IMPEDANCE AUDIOMETRY (IA)......................................................................................................................... 6 

DEAFNESS .......................................................................................................................................................... 7 
TUNING FORK TESTS .......................................................................................................................................... 7 
SENSORINEURAL DEAFNESS .............................................................................................................................. 7 
CONDUCTIVE DEAFNESS.................................................................................................................................... 8 
SECRETORY OTITIS MEDIA (GLUE EAR) ............................................................................................................ 8 
REFER IF THE DEAFNESS IS ................................................................................................................................. 8 
OCCUPATIONAL DEAFNESS ............................................................................................................................... 8 

EARACHE & PURULENT EAR DISCHARGE........................................................................................... 10 
HISTORY & PHYSICAL EXAMINATION............................................................................................................. 10 
DIFFERENTIAL DIAGNOSES .............................................................................................................................. 10 
TREATMENT...................................................................................................................................................... 10 
OTITIS EXTERNA............................................................................................................................................... 10 
ACUTE OTITIS MEDIA (AOM)......................................................................................................................... 11 
CHRONIC OTITIS MEDIA.................................................................................................................................. 12 
MASTOIDITIS .................................................................................................................................................... 12 

BELL’S PALSY .................................................................................................................................................. 13 
SYMPTOMS........................................................................................................................................................ 13 
SIGNS ................................................................................................................................................................ 13 
INVESTIGATIONS .............................................................................................................................................. 13 
TREATMENT...................................................................................................................................................... 14 

FOREIGN BODY IN EAR............................................................................................................................... 15 
MANAGEMENT................................................................................................................................................. 15 

FOREIGN BODY IN THROAT ..................................................................................................................... 16 
FOREIGN BODY SENSATION ............................................................................................................................. 16 
GLOBUS HYSTERICUS ....................................................................................................................................... 16 



2 
 

EXAMINATION.................................................................................................................................................. 16 
MANAGEMENT................................................................................................................................................. 16 

PERFORATION OF EARDRUM................................................................................................................... 17 
TREATMENT...................................................................................................................................................... 17 

TINNITUS ......................................................................................................................................................... 18 
CAUSES ............................................................................................................................................................. 18 
PHYSICAL EXAMINATION ................................................................................................................................ 19 
INVESTIGATIONS .............................................................................................................................................. 19 
NON-SURGICAL TREATMENT .......................................................................................................................... 19 
SURGICAL ......................................................................................................................................................... 20 

OBSTRUCTIVE SLEEP APNOEA................................................................................................................. 21 
CONSEQUENCES ............................................................................................................................................... 21 
SLEEP ASSESSMENT .......................................................................................................................................... 21 
TREATMENT...................................................................................................................................................... 22 



3 
 

ACUTE SINUSITIS 
 
 
 
Acute sinusitis is common and can occur in any age group.  It frequently involves the maxillary and 
ethmoid sinuses in children, who are also prone to mucopurulent rhino-sinusitis.  The major 
causative organisms include Pneumococcus, Haemophilus influenzae, and Moraxella catarrhalis.  
Staphylococcus and anaerobes may also be involved in those with chronic and recurrent diseases. 
 
 

Clinical Features 
A history of a recent URI, facial "fullness," purulent nasal drainage, dental pain (especially with 
maxillary infection), and failure of over-the-counter preparations to resolve the symptoms are all 
predictive of sinusitis. 
 
Other clinical findings may include fever, facial headache with pain worsened with bending over, 
failure of the sinus to be transilluminated (indicating a fluid-filled sinus). 
 
Positive history and clinical findings are sufficient to treat.  Although many cases of sinusitis will 
resolve spontaneously, antibiotics in clinical mucopurulent diseases do shorten the time course and 
provide symptomatic relief. 
 
 

Management 
Investigations 

 X-ray paranasal sinuses: low sensitivity but less expensive 
 CT paranasal sinuses (coronal cuts) is the recommended imaging technique to rule out 

surgical conditions (neoplasms, smooth-walled retention cysts, abscesses…etc), and to 
document the extent of mucosal disease 

 MRI paranasal sinuses is a more expensive alternative 
 
Antibiotics 

 Traditionally, a 7-14 day course was prescribed for initial episodes 
 Recently a 3-day course combined with a topical decongestant was found to be 

effective in acute uncomplicated sinusitis. 
 For recurrent disease, 4-6 weeks of antibiotics may be needed. 

 
Other oral medications 

 A sustained-relaese and sedating antihistamine eg Dexchlorpheniramine (Rhiniramine) 
6mg hs may be all that is required to relieve the symptoms. 

 The patient may need non-sedating or mildly sedating antihistamines with or without 
decongestants during daytime. 

 Limit the dose of pseudoephedrine to less than 240mg per day. 
 Steroid-containing preparations like Synbetamine are very useful, but deserve special 

attention and patient education. 
 Anti-inflammatory enzymes may be used as an adjuvant treatment. 

 
Nasal preparations 

 Decongestant nasal preparations (eg Decongest) are used as required.  Their action is 
fast, but effects short-lived. 

 Steroid nasal spray (eg Atomase, Rhinocort) is indicated in resistant cases.  It is used 
for 3-4 weeks to control symptoms and decrease recurrence.  It is not to be used “as 
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required”.  It will not show any effect for maybe a week so oral medications should be 
used for at least the first few days of commencing intranasal steroids. 

 
Non-drug treatment 

 Increased clear liquid intake 
 Steam inhalation and gentle mucus expectoration for the entire treatment course. 
 Consider ENT referral for surgical intervention if a surgical condition is discovered or 

sinusitis becomes recurrent or refractory to treatment. 
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ALLERGIC RHINITIS 
 
 
 
Patients with allergic rhinitis often have nocturnal nasal discharge or blockage, associated with sore 
throat with or without nasal symptoms in the morning.  There may be associated headache (beware 
of the presence of sinusitis).  Eye symptoms such as itchiness or even peri-orbital swelling are 
common. 
 
Physical examination is usually rather unrevealing; the throat is typically normal; commonly the 
“sore throat” the patient complains about is a result of breathing through the mouth all through the 
night (because the nose is blocked), and resolves by noon the next day; there is NO infection. 
 
 

Management 
Avoidance of allergens is the most important, yet probably most forgotten treatment.  Air filters and 
humidifiers may help alleviating symptoms in a lot of patients. 
 
Oral medications 

 A sustained-relaese and sedating antihistamine eg dexchlorpheniramine (Rhiniramine) 
6mg hs may be all that is required to relieve the symptoms. 

 The patient may need non-sedating or mildly sedating antihistamines with or without 
decongestants during daytime. 

 Limit the dose of pseudoephedrine to less than 240mg per day. 
 Steroid-containing preparations like Synbetamine can be very useful, but deserve 

special attention and patient education. 
 Last year the US FDA has approved montelukast sodium (Singulair) for the relief of 

symptoms of allergic rhinitis in adults and children six months of age and older. 
 
Nasal preparations 

 Decongestant nasal preparations (eg Decongest, Afrin) are used as required.  Their 
action is fast, but effects short-lived. 

 Steroid nasal spray (eg Atomase, Rhinocort) is indicated in resistant cases.  It is used 
for 3-4 weeks to control symptoms and decrease recurrence.  It is not to be used “as 
required”.  It may not show any effect for up to one week, and therefore oral 
medications should be used for at least the first few days of commencing intranasal 
steroids. 

 For chronic resistant cases, Rhinocort turbuhaler (budesonide 100µg/dose) puff 2 bd 
may be prescribed for treatment, while puff 1 bd may be used for long-term 
prevention. 
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AUDIOMETRY 
 
 
 
Audiometry is the measurement of hearing ability, usually with the aid of an audiometer, an 
instrument for measuring hearing sensitivity. 
 
 

Pure Tone Audiometry (PTA) 
A subjective measurement in which the audiologist uses tones of various frequencies (250Hz to 
8000Hz) and intensities (-10dB to 120dB) to measure hearing sensitivity and to define nature of 
hearing loss.  A pure tone average of –10 to 25 dBHL (decibal hearing loss) is considered normal.   
 
Air conduction 
Tested by transmission of sounds using earphones through the outer and middle ear to determine 
auditory acuity. 
 
Bone conduction 
Tested by stimulation of the inner ear by placing a bone oscillator on the mastoid bone to determine 
whether the hearing loss is due to conductive and/or sensorineural factors. 
 
Air bone gap 
The difference between a bone conduction hearing threshold and an air conduction hearing threshold 
for a given frequency in the same ear and is considered significant when it is greater than 10dB. 
 
Masking 
A technique in which noise is used in an attempt to eliminate the participation of one ear while the 
opposite ear is being tested. 
 
 

Impedance Audiometry (IA) 
An objective measurement in which a test tone is introduced into the external ear canal, and the 
sound that is reflected by the tympanic membrane is measured. 
 
Tympanograms 
A graphic recording of the middle ear acoustic impedance as a function of air pressure changes 
within the external ear canal.  It can be used to aid in the diagnosis of ossicular fixation, ossicular 
discontinuity, glue ear, tympanic perforation and Eustachian tube dysfunction. 
 
Compliance peak 
An estimate of the ambient acoustic immitance of the eardrum and the normal range is 0.3ml to 1.5ml. 
 
Reflex threshold 
A measurement of the sensation level for acoustic reflex; it identifies the presence of recruitment if the 
sensation level is <60dB. 
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DEAFNESS 
 
 
 
Impaired hearing is common in the elderly.  About 1/3 of people over 70 years old have impaired 
hearing.  Hearing aids can help those who have 35 dB hearing loss of frequencies within speech 
range. 
 
In approaching a patient with hearing impairment, nasopharyngeal carcinoma (NPC) must be 
considered, especially in Chinese patients. 
 
Questions to screen for hearing impairment 

 Do other people mumble a lot? 
 Do you find yourself frequently saying 'pardon'? 
 Does the family say the TV is too loud? 
 Do you miss hearing the doorbell or phone? 

 
 

Tuning Fork Tests 
Specific testing for sensorineural or conductive hearing loss can be done using a 512-Hz tuning fork.  
The Weber and Rinne tests are the most widely used tuning fork tests. 
 
Weber test 
The tuning fork is struck and placed on the midline of the forehead, and the patient is asked to 
indicate in which ear the sound is louder.  The sound lateralizes to the opposite ear in patients with a 
sensorineural hearing loss, but to the same side in those with a conductive hearing loss.  Patients with 
normal hearing or equal deafness in both ears hear the sound at the same level in both ears. 
 
Rinne test 
The tuning fork is placed against the mastoid process to measure the conduction of sound by bone.  
When the sound can no longer be heard, the tuning fork is placed in front of the auditory canal to test 
air conduction.  If air conduction is greater than bone conduction, hearing is normal or sensorineural 
hearing loss is present.  If bone conduction is greater than air conduction, hearing loss is conductive. 
 
 

Sensorineural Deafness 
Causes 

 The most common etiologic factors are noise induced hearing loss (NIHL), or the 
progressive loss of acuity that occurs with advancing age (presbycusis). 

 Unilateral deafness of acute onset: usually due to barotraumas - refer urgently.  There 
may also be vertigo, as the round window may be ruptured. 

 Unilateral deafness with a longer history.  Referral is less urgent, but the patient may 
have a treatable cause (eg acoustic neuroma). 

 
 
To communicate with a deaf person 

 Face the person when speaking; 
 Speak clearly without shouting (it may distort the sound and make it harder to hear). 
 Speak with lower tone (lower frequencies) as presbyacusis involves loss of hearing at 

higher frequencies. 
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Conductive Deafness 
Causes 

 Otosclerosis 
 Earwax impaction 
 Middle ear effusion 
 Chronic serous otitis media (CSOM). 

 
Management of impacted earwax 

 Syringe (warm water, 50 ml syringe, 16G Angiocath) if the wax is soft. 
 Give Waxol drops 10 hs for 3/7 and then ask the patient to return for syringing. 
 During syringing it is the total continuous water flow rather than the pressure of the 

water jet that is important.  Too high a jet pressure can damage the eardrum. 
 Refer young children, those with questionable drum conditions and those whose wax 

cannot be removed readily with syringing to an ENT surgeon for suction removal of 
earwax. 

 
 

Secretory Otitis Media (Glue Ear) 
Beware that many patient with URTI has redness and dull tympanic membrane and antibiotics are 
not indicated. 
 
Adenoidectomy improves hearing, but probably for up to 2 years. 
 
Management 

 Antibiotics covering Haemophilus influenzae, Streptococcus pneumoniae, Morasella 
catarhallis for 7-10 days. 

 Analgesics are prescribed as required. 
 Topical decongestant spray with ephedrine or steroids may benefit. 
 Follow up patient regularly to examine the ear canal. 

 
 

Refer if the Deafness is 
 persistent (> 3 months) 
 hearing loss of > 25dB (hard to hear soft sound, especially in the presence of 

background noise) 
 refractory to medical treatment 
 associated with persistent pain 

 
 

Occupational Deafness  
Noise-induced hearing loss (NIHL) is the most common type of acquired hearing loss.  It is 
irreversible, yet preventable.  The hearing impairment usually commences at 4-6 kHz but extends to 
other frequencies with continued exposure.  Screening for exposure to excessive or loud noises can be 
performed during routine health maintenance visits.  Continued counseling about the risk of hearing 
loss is warranted if the patient is exposed to damaging sounds.  Patients should be encouraged to 
avoid long-term exposure to hazardous noises and to use hearing protection when necessary. 
 
The diagnostic criteria for occupational deafness were in line with the compensation criteria made 
under the Occupational Deafness (Compensation) Ordinance.  To be eligible for compensation, 
workers have to fulfil certain disability and occupational requirements. 
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In 1997 the ordinance was amended and the criteria for compensation was relaxed to enable workers 
suffering from the minimum hearing impairment of 40 dB in both ears to receive compensation.  
Moreover, 8 more occupations have been added and the minimal employment period in 4 
occupations with daily personal noise exposure of 100 dB have been shortened to 5 years.  
Occupational deafness has accounted for more than half of the total number of occupational diseases 
each year since 1996. 
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EARACHE & PURULENT EAR DISCHARGE 
 
 
 
Most cases are due to local causes (eg infection). 
Referred pain from intra-oral lesion is possible. 
 
 

History & Physical Examination 
 Duration and nature of pain 
 Minor trauma 
 Hearing loss 
 Discharge 
 Fever 

 
 Signs of local pathologies 
 Tragus sign, mastoid tenderness 
 Tympanic membrane 
 Colour and mobility of drum, fluid inside middle ear 
 Hearing loss 

 
 

Differential Diagnoses 
 Otitis externa 
 Infection of meatus skin after minor trauma 
 Swimmer ear – bacteria or fungal 
 Sometimes associated with chronic otitis media 
 Furunculosis 

 
 

Treatment 
 Aural toilet 
 Analgesics 
 Systemic antibiotics – must cover Pseudomonas if associated with earring 
 Antibiotic eardrops are of limited use 

 
 

Otitis Externa 
Presentation 
Itchiness, pain, discharge, conductive deafness 
 
Common organisms 
Pseudomonas, E coli, Staphylococcus aureus 
 
Management 
Oral antibiotics is the mainstay of treatment.  Antibiotic eardrops may be used if an intact drum is 
confirmed with auriscopy.  Analgesics are prescribed as required. 
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A good proportion of patients complaining of itchy ears actually suffer from eczematous skin of the 
external auditory canal, with or without concurrent otitis externa.  In these cases steroid eardrops (eg 
Dextracin), and steroid cream (eg Uniflex) may be used. 
 
 

Acute Otitis Media (AOM) 
Acute (suppurative) otitis media is a common cause of fever in children. 
 
Organisms 

Streptococcus pneumoniae 
Haemophilus influenzae 
Moraxella catarrhalis 
Group A streptococcus 
Staphylococcus aureus 

 
Symptoms 

Fever 
Earache 
Conductive deafness +/- discharge 

 
Signs 

Early: congested and loss of light reflex of eardrum 
Late: bulging eardrum 
Perforation with purulent discharge 

 
Treatment 

Symtpomatic medications 
Antibiotic eardrops are of limited use 
Refer ENT (for myrinotomy) if the patient is unresponsive to treatment 
Systemic antibiotics: controversial 

 
Controversy over the use of antibiotics in AOM 
There is controversy about the need for antibiotics, particularly in children older than 6 months of age 
with uncomplicated AOM.  Our recommendation is to prescribe a short course of antibiotics for 
children who are at risk for complications (eg when the child is in obvious, severe pain and the 
eardrum is red and bulging).  We advise analgesics in children without such risks, adding antibiotics 
only when symptoms persist.  Otherwise, we wait to see if the infection resolves on its own within a 
couple of days. 
 
Data indicate that only about 1/3 of children with AOM actually need antibiotics; one review of 27 
studies in fact found that antibiotics benefited only 11% of children with AOM and 17% of those with 
AOM with effusion (OME).  One study reported that 80% of children are cured by 2 weeks without 
any treatment at all; antibiotics cure about 95%. 
 
Of major concern for physicians and the public is the emergence of mutated bacterial strains that have 
become resistant to common antibiotics.  Studies report that more than half of Streptococcus 
pneumoniae is resistant to many standard antibiotics.  Children at highest risk for developing resistant 
bacteria are those who have failed previous treatments, have had numerous previous antibiotic 
prescriptions, or received low doses of antibiotics over a prolonged period.  Bacterial-resistant rates 
are also highest in winter months, when infection rates are also highest. 
 
For children who need antibiotics, amoxicillin (Ospamox) or amoxicillin-clavulanate (Augmentin) is 
the first choice.  Trimethoprim-sulfamethoxazole (Co-Trimoxazole) is useful for patients allergic to 
penicillin (beware of sulfur drug allergy).  If such treatments fail, clarithromycin (Klacid) may be 
considered. 
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Oral antibiotics can often be given for 5-7 days in children over 2 years old.  A full 10-day course, 
however, may be indicated for very young children and for those with complications such as a 
perforated eardrum, facial abnormalities, or impaired immune systems.  In one study, for example, a 
single injection of ceftriaxone (Broadced) cured or improved ear infection in 92.5% of children. 
 
Earaches usually resolve within 8-24 hours after taking an antibiotic, although about 10% of children 
who are treated do not respond.  If the ear infection is not cured or does not improve within 48 hours 
of taking the last dose, the child should be re-examined.  In many cases in which the response to an 
antibiotic is incomplete, a virus is often present.  In other cases, the bacteria may be resistant to the 
antibiotic.  Those who are unresponsive to treatment should be referred to an ENT surgeon for 
further management. 
 
 

Chronic Otitis Media 
Recurrent or persistent infection of the middle ears.  Complications include: 

 Abscess formation 
 Mastoiditis 
 Bacterial labyrinthitis 
 Facial nerve palsy 
 Intracranial complications: meningitis, brain abscess 

 
Chronic secretory otitis media (CSOM) 
CSOM is the condition of persistent fluid in the middle ears.  This generally leads to discomfort in the 
ears, a mild conductive hearing loss, balance disorders, and eventually speech delay, if untreated.  
This should be treated with a decongestant (eg pseudoephedrine) and may require an antibiotic.  
Amoxycillin (Ospamox) is the first choice in non-allergic individuals, with Trimethoprim + 
Sulphamethoxazole (Co-Trimoxazole) reserved for penicillin allergic individuals.  Persistent fluid 
should be treated with progressively broader spectrum antibiotics such as ceftibuten (Cedax), 
amoxycillin + clavulanate (Augmentin) or azithromycin (Zithromax).  Myringotomy tubes should be 
considered when at least 3 different antibiotics, including a broad spectrum choice, have been tried 
for at least 2 weeks each, and middle ear fluid persists. 
 
 

Mastoiditis 
 Extension of infection from middle ear into mastoid air cells 
 Tenderness, redness and swelling over mastoid process 
 Admission for parental antibiotics and further investigation 
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BELL’S PALSY 
 
 
Bell palsy is one of the most common neurologic disorders affecting approximately 1 person in 65 in a 
lifetime.  The incidence is about 23 cases per 100,000 persons. Keeping in mind that Bell palsy is a 
diagnosis of exclusion is imperative.  Other disease states or conditions that present with facial palsies 
are often misdiagnosed as idiopathic. 
 
Patients with Bell’s palsy frequently present to the Accident & Emergency Department before seeing 
any other doctors.  Patients often fear they have had a stroke or have a tumor and that their distorted 
facial appearance will be permanent. 
 
Role of the first attending doctor 

 Exclude other causes of facial paralysis 
 Initiate appropriate treatment 
 Protect the eye 
 Arrange appropriate medical follow-up 

 
 

Symptoms 
 Idiopathic, abrupt, unilateral, peripheral facial paresis or paralysis 
 Postauricular pains: 50% of patients experience pain in the mastoid region 
 Tear flow: 2/3 of patients complain about tear flow resulted from reduced function of 

the orbicularis oculi in transporting the tears (the production of tears is not accelerated) 
 Altered taste: 4/5 of patients show a reduced sense of taste 
 Dry eyes 
 Hyperacusis: impaired tolerance to typical levels of noise due to an increased 

irritability to the sensory neural mechanism 
 
 

Signs 
Findings of facial paralysis are easily recognizable on physical examination.  A careful, complete 
examination excludes other possible causes of facial paralysis. 
 
Remember that weakness and/or paralysis from involvement of the facial nerve manifests as 
weakness of the entire face (upper and lower) on the affected side.  Focus attention on the voluntary 
movement of the upper part of the face on the affected side. 
 
In upper motor neuron lesions such as a cortical stroke (above the facial nucleus in the pons), the 
upper 1/3 of the face is spared while the lower 2/3 are paralyzed because the orbicularis, frontalis, 
and corrugator muscles are innervated bilaterally. 
 
Test other cranial nerves; their examination results should be normal. 
 
Tympanic membranes should not be inflamed; presence of infection raises possibility of complicated 
otitis media. 
 
Pregnancy: Bell palsy is uncommon in pregnancy; however, the prognosis is significantly worse in 
pregnant women with Bell palsy than among nonpregnant women with palsy. 
 
 

Investigations 
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No specific laboratory tests exist to confirm the diagnosis of Bell palsy.  Clinical setting determines 
tests that may be of value.  Other potential causes in the differential diagnosis may be confirmed or 
suspected based on diagnostic laboratory tests. 
 
MRI: to exclude intracranial lesions of the temporal bone, brain, parotid gland, or other structures, or 
to evaluate for multiple sclerosis (the course of the facial nerve through the intratemporal and 
extratemporal regions from the brain to the facial muscles and glands can be followed on MRI) 
 
Electromyography (EMG) and nerve conduction tests produce a graphic readout of the electrical 
currents displayed by stimulating the facial nerve and recording the excitability of the facial muscles 
it supplies.  Comparison to the contralateral side helps determine the extent of nerve injury and has 
prognostic implications.  
 
 

Treatment 
Steroids 
Treatment of Bell’s palsy with steroids remains controversial.  In TY we lean more toward using 
steroids as a means to optimize outcomes.  Once the decision to use steroids is made, the consensus is 
to start immediately. 

 Prednisolone 1mg/kg/day for 5-7 days, then tailing off in 5-7 days 
 
Antiviral agents 
Although there is insufficient research evaluating the efficacy of antiviral medicines in Bell’s palsy, 
most experts believe in a viral etiology. 

 Acyclovir (Danovir) 800mg 5x/day for 7 days, or 
 Famciclovir (Famvir) 500mg tds for 7 days, or 
 Valacyclovir (Valtrex) 1,000mg tds for 7 days 

 
Eye care 
The eyes are frequently unprotected in patients with Bell’s palsy.  This leaves the eyes at risk for 
corneal drying and foreign body exposure.  Manage with artificial tear, lubricants, and eye protection 
(glasses or shields). 
 
Physiotherapy 
Electric stimulation of the affected side of the face may provide symptomatic relief or even speed up 
recovery. 
 
Surgery 
Surgical intervention to decompress the facial nerve is recommended occasionally for patients with 
Bell’s palsy. Patients with a poor prognosis identified by facial nerve testing or persistent paralysis 
may also benefit from plastic surgery. 
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FOREIGN BODY IN EAR 
 
 
 
In adults, the most common foreign body inside the external ear canal is a fallen off tip of cotton wool 
bud used to clean ear canal.  Beads are common in kids.  Insects can cause severe pain and the patient 
usually presents at night time. 
 
 

Management 
 Attempt removal only for superficial foreign body in co-operative patient. 
 Optimal lighting is of paramount important. 
 Instrument: blunt angled probe/hook/loop, crocodile forceps for tissue paper or cotton 

wool bud tip. 
 Syringing may be required (but beware of possible swelling of the foreign body). 

 
Insects inside the auditory canal 

 If alive can cause intense irritation and noise 
 Kill with olive oil drops first 
 Removal by syringing or with forceps 
 Check tympanic membrane after removal 
 Antibiotics eardrops if eardrum perforated or inflammation present 
 Failed removal – refer to ENT or A&E 
 General anaesthesia with microscopic aids may be required for deep-seated foreign 

body and uncooperative patient 
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FOREIGN BODY IN THROAT 
 
 
 

Foreign Body Sensation 
Ask patient to point out exact site is very useful to locate the side but not the level, this information 
usually indicates whether the foreign body can be retrieved with direct laryngoscopy. 
 
 

Globus Hystericus 
Globus hystericus is the subjective sensation of a lump in the throat in which no specific aetiology or 
physiologic mechanism can be established.  Some studies suggest that elevated cricopharyngeal 
(upper esophageal sphincter) pressures or abnormal hypopharyngeal motility exists during the time 
of symptoms.  The sensation may result from GERD or from frequent swallowing and drying of the 
throat associated with anxiety or other emotional states.  Although not associated with a specific 
psychiatric disorder or stress factors, globus may be a symptom of mood disorders. 
 
 

Examination 
 Anaesthetise throat with spray/lozenges. 
 Removal under direct or indirect laryngoscopy. 
 Fiberoptic nasopharyngoscopy may offer a better view. 
 X-ray neck (soft tissue lateral view) – radioopaque foreign body, pre-vertebral soft 

tissue thickness (retropharyngeal abscess), surgical emphysema (oesophageal 
perforation). 

 
 

Management 
 If the foreign body is identified, remove with forceps. 
 Advice patient to try drink cold water only after the effect of local anaesthetic wears off 

(usually after 2 hours). 
 If the foreign body is not found and the likelihood of an oesophageal foreign body is 

high, the patient should be advised of the need for rigid or flexible oesophagoscopy. 
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PERFORATION OF EARDRUM 
 
 
 
May be due to injury by sharp object, a slap, or explosive injury. 
 
Points to note 

 Document size, position, shape and edge of perforation 
 Look out for deafness 
 Severe perforation – rule out associated injury to ossicles or inner ear 
 Examine facial nerve function 
 Look out for basal skull fracture 
 Most uncomplicated perforation will heal spontaneously within 4-6 weeks 
 Large defect may require myringoplasty 

 
 

Treatment 
With active bleeding 

 Aural packing with sofratulle 
 Systemic antibiotics 
 Rule out fracture base of skull 
 May need early ENT referral 
 May require hospital admission 

 
Without active bleeding 

 Strict non interference locally 
 Keep ear dry and clean (ear drops not required) 
 Systemic antibiotics and analgesics 
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TINNITUS 
 
 
 
Tinnitus is an unwanted auditory perception of internal origin, usually subjective, and very rarely 
heard by others.  Affecting up to 10% of the general population, it is most prevalent between 40 and 
70 years of age, has a roughly equal prevalence in men and women, and occasionally can occur in 
children. 
 
The severity of tinnitus varies from an occasional awareness of a noise (eg ringing, hissing, buzzing, 
roaring, clicking, or rough sounds) in one or both ears, to an unbearable sound that drives some 
persons to contemplate suicide.  Many people experience tinnitus after exposure to a gunshot or a 
loud concert with modern amplification.  This type of tinnitus can be annoying, but it usually resolves 
in a matter of hours. 
 
As very little is known about the causes of tinnitus, results of treatment have been disappointing.  
Frequently, therapy that is helpful to one person is not helpful to the next.  Thus, many have adopted 
the outlook that tinnitus is a chronic or psychological disease and is managed and not cured, and the 
emphasis should be on helping each patient cope with what is likely to be a chronic problem. 
 
Tinnitus may originate at any location along the auditory pathway from the cochlear nucleus to the 
auditory cortex. 
 
Red flags 

 Pulsatile tinnitus 
 Unilateral tinnitus 
 Tinnitus associated with other unilateral otologic symptoms 

 
 

Causes 
Subjective tinnitus 
Subjective tinnitus, which is more common, is heard only by the patient.  Most cases of subjective 
tinnitus result from the same conditions that cause hearing loss (conductive and sensorineural). 
 

 Conductive: earwax impaction, swelling of the external auditory canal from otitis 
externa, tympanic membrane perforation, middle ear fluid, otosclerosis 

 Sensorineural: noise-induced hearing loss (NIHL), presbycusis 
 
Meniere’s disease (excessive accumulation of endolymph in the membranous labyrinth) is a diagnosis 
of exclusion that is characterized by recurrent episodes of vertigo, unilateral tinnitus, and hearing 
loss.  In Meniere’s disease tinnitus characteristically affects a person in 2 ways: between attacks it is a 
ringing noise, while during an attack it is a roaring noise.  Over time, the hearing loss and tinnitus 
may become permanent.  Please note that Meniere’s disease is a grossly over-diagnosed condition. 
 
Acoustic neuroma, an uncommon, benign tumour, arises from the Schwann cells covering the 
vestibular branch of the eighth cranial nerve.  The vestibular nerve is destroyed so slowly by the 
acoustic neuroma that vestibular symptoms, such as dizziness or vertigo, may be minimal or 
transient.  The first symptom is usually continuous unilateral tinnitus, and may be present for months 
or years before hearing loss or vertigo is noticed. 
 
Ototoxic medications or substances are another common cause of bilateral tinnitus.  While the 
classical ototoxic agents like gentamycin and frusemide are well known to even medical students, 
literature has shown that many commonly used medications like NSAIDs and tetracyclines may also 
be ototoxic.  Ototoxic drugs should be used with particular caution in patients who have risk factors 
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that predispose them to ototoxicity, including extremes of age, renal or hepatic impairment, 
pregnancy, or history of hearing loss or noise exposure. 
 
Neurological disorders or head trauma are implicated in 5-10% of patients reporting tinnitus.  These 
conditions include skull fracture, closed head injury, whiplash injury, and multiple sclerosis.  
Temporomandibular joint disorder has been associated with vertigo and tinnitus, although the exact 
mechanism is unclear. 
 
Various metabolic abnormalities may be associated with tinnitus.  These abnormalities include 
hypothyroidism, hyperthyroidism, hyperlipidemia, anemia, and vitamin B12 or zinc deficiency.   
 
Many patients with tinnitus exhibit signs of psychological disorders.  Although tinnitus may be a 
contributing factor to the development of mood disorders, the common association of tinnitus and 
anxiety-depression may be the result when patients with sleep disturbances focus and dwell on their 
tinnitus more than patients who are without an underlying mood disorder. 
 
Objective tinnitus 
Objective tinnitus can be heard through a stethoscope placed over head and neck structures near the 
patient’s ear.  A typical GP may never encounter one case of objective tinnitus throughout their entire 
career.  The causes include vascular abnormalities, neurological diseases, or Eustachian tube 
dysfunction. 
 
 

Physical Examination 
 The external canal and tympanic membrane should be inspected for signs of cerumen 

impaction, perforation, or infection. 
 The cranial nerves should be examined for evidence of brain-stem damage or hearing 

loss. 
 Auscultation over the neck, periauricular area, orbits, and mastoid should be 

performed. 
 
 

Investigations 

Audiometry 
All patients with tinnitus should have an audiometric assessment, because the subjective complaint 
usually correlates poorly with actual acoustic properties.  Pure tone testing primarily tests the 
function of the peripheral portion of the hearing apparatus.  Tympanometry helps to identify 
previously undetected middle ear effusions, changes in tympanic membrane stiffness caused by a 
patulous eustachian tube, or myoclonus of the stapedial muscle or the muscles of the palate.  Other 
audiologic measurements of tinnitus may provide useful information as to whether the tinnitus can 
be masked by an external noise (ie masking therapy). 
 
Blood tests 
Thyroid function tests, CBP, and lipid profile should be obtained if the patient has any suggestion of a 
medical abnormality. 
 
MRI (contrast optional) 
In patients with nonpulsatile (continuous) tinnitus, MRI of the IAM (internal auditory meatus) can 
exclude intracranial causes including acoustic neuroma. 
 
 

Non-Surgical Treatment 
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Medications 
Anti-depressants (including SSRI and SNRI) helps in the treatment of tinnitus for the 80% of patients 
who endure related depression.  My physicians have used benzodiazepines to treat tinnitus.  The 
theory has been that this is an anxiety disorder and the benzodiazepines should help.  Unfortunately, 
the effect of benzodiazepines on tinnitus is usually disappointing. 
 
Electrical stimulation 

 Continuous electrical stimulation of the inner ear using cochlear implants 
 Repetitive transcranial magnetic stimulation (rTMS) 

 
Tinnitus maskers 
These devices resemble hearing aids and fit either behind or in the ear.  Tinnitus maskers create and 
deliver constant low-level white noise to the ear(s) of the patient.  This device is recommended for 
patients with normal or near-normal hearing who are disturbed by the tinnitus.  Patients should be 
advised to wear the device during their waking hours (successful wearers tend to wear the device 
even while sleeping).  Many people are bothered most by tinnitus at bedtime.  In these cases, a 
bedside clock or radio may serve as a useful masker.  Such instruments fill the ambient silence with 
low-level noise that masks tinnitus.  An obvious problem with maskers is that it may interfere with 
hearing and communication. 
 
Hearing aids 
"If this tinnitus would stop, I could hear better!" is a common comment from patients with mild or 
moderate hearing loss.  Patients often perceive no hearing loss and think that their tinnitus alone 
interferes with hearing.  Improvement in the overall situation can be achieved by directing attention 
to the underlying problem of hearing loss.  Success at treating tinnitus with hearing aids is about 50%. 
 
Tinnitus feedback retraining 
White noise or a derivative of the patient's tinnitus that is chosen during a diagnostic session is 
programmed into a special hearing aid and worn in the ear.  Up to 82% of patients treated with this 
method showed improvement in their subjective tinnitus. 
 
Biofeedback and counselling 
The patient is taught to relax and is encouraged to relate his state of relaxation to the stress of living 
and the gradual reduction of the tinnitus.  Therapy may require weekly sessions over several months 
to demonstrate improvement. Up to 80% of patients find some relief of their symptoms, and 20% of 
patients may find total relief in this therapy. 
 
 

Surgical 
Patients with unilateral or pulsatile tinnitus are more likely to have serious underlying disease and 
typically merit referral to an ENT surgeon.  Typical lesions amenable to surgery include those caused 
by glomus tumors, acoustic neuromas, venous hum, Méniere’s disease, and otosclerosis. 
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OBSTRUCTIVE SLEEP APNOEA 
 
 
 
Obstructive sleep apnoea (OSA) is defined as recurrent episodes of complete or partial upper airway 
obstruction during sleep leading to sleep fragmentation.  In practice, it can be defined as an 
apnoea/hypopnoea index (AHI) of 5 or more plus hypersomnolence.  In the US it affects 4% of man 
and 2% of women of working age.  AT least 50% of patients with OSA are obese. 
 
Upper airways resistance syndrome (UARS) occurs when airflow in the pharynx is limited by partial 
collapse, in the absence of apnoeas.  There is usually no oxygen desaturation, but airflow limitation 
my still be sufficient to disrupt sleep, resulting in daytime sleepiness. 
 
 

Consequences 
The most important consequence of OSA is daytime somnolence (around 20% of road traffic accidents 
in the US are aused by drivers falling asleep at the wheel), but many patients are also affected by 
concentration problems, irritability, relationship difficulties and cognitive dysfunction. 
 
Somnolence is correlated with the degree of sleep fragmentation, not the extent of hypoxaemia.  A 
meta-analysis has criticized previous reviews for suggesting that OSA is a risk factor for 
cardiovascular and cerebrovascular disease, and a cause of premature mortality.  In the meantime, the 
main indication for treating OSA is daytime sleepiness, although in patients with established 
ischaemic heart disease, difficult hypertension and nocturnal dysrrhythmias it seems sensible to have 
a low threshold to treat OSA. 
 
 

Sleep Assessment 
Snoring per se is not an indication for a sleep study.  However, the presence of snoring with at least 
one other symptom, such as hypersomnolence, nocturnal choking, poor sleep quality or apnoeas 
during sleep witnessed by a partner, is a good indication for referral. 
 
Full study or limited tests? 
Full polysomnography (EEG, EOG, EMG, oximetry, oronasal airflow, respiratory effort and snoring) 
has long been considered the gold-standard investigation, but recently it has been shown that more 
limited monitoring of respiratory variables is sufficient or an accurate diagnosis.  Full 
polysomnography is now reserved for patients with equivocal results from limited studies, and for 
whom a non-respiratory sleep disorder is suspected, such as narcolepsy or periodic leg movement 
syndrome. 
 
Oximetry alone is not suitable as a screening tool as it produces too many false negatives (eg in 
patients with UARS), and an excess of false positives (eg in COAD patients who experience nocturnal 
desaturatio but do not have apnoeas). 
 
Although home sleep assessment is an attractive proposition for the patient, the benefit of 
convenience has to be balanced with the drawback of greater data loss (about 20%). 
 
The indices 

 Apnoea Index (AI): The number in of cessation of airflow for 10 seconds or more 
associated with continued respiratory effort per hour. 

 Hypopnoea Index (HI): The number in of reduction in airflow for 10 seconds or more 
associated with continued respiratory effort per hour. 
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 Apnoea/Hypopnoea Index (AHI): The number of apnoeas and hypopnoeas per hour 
of sleep.  Normal AHI is < 5.  In severe cases of OSA, AHI may be > 30. 

 
 

Treatment 
General measures include: 

 weight loss 
 smoking cessation 
 reduction in alcohol intake before bed 
 avoidance of nocturnal sedation 

 
ENT opinion 

 Snoring is caused by vibration of the soft tissue of the pharynx, and airway collapse 
during apnoeas occurs at the velopharyngeal, oropharyngeal or hypopharyngeal level. 

 Nasal pathology such as rhinitis, deviated nasal septum or enlarged turbinates will 
increase upper airway resistance, and therefore exacerbate the tendency for the 
pharynx to collapse in OSA. 

 Upper airway surgery may be useful in a limited group with mild OSA, 
velopharyngeal collapse and large tonsils, but these patients need to be first identified 
with upper airway sleep endoscopy (which is carried out under general anaesthesia). 

 Sleep endoscopy is contraindicated in severe OSA. 
 
Nasal Continuous Positive Airway Pressure therapy (CPAP) 

 CPAP is for OSA of all degrees of severity. 
 The CPAP equipment consists of a silicone mask placed over the nose.  The mask is 

connected via a flexible tubing to a simple compressor, which sits at the bedside and 
delivers air, depending on the type of machine, at a constant or variable pressures of 
around 5 to 15 cm H2O. 

 When CPAP is used effectively daytime sleepiness resolves almost immediately. 
 CPAP titration is necessary for finding the right pressure levels for the patient. 
 Nasal symptoms such as rhinitis are not uncommon, and can be helped by 

humidification or nasal steroids. 
 
Mandibular Advancement Splint (MAS) 

 This tailor-made device is worn by the patient during sleep.  It fits over the upper and 
lower teeth, and lifts forward the mandible, thus increasing the cross-sectional area of 
the pharynx. 

 MAS is indicated in mild OSA, UARS and severe snoring. 
 MAS is contraindicated in edentulous patients, in children with growing dentition, or 

in patients with temporomandibular joint problems or untreated severe periodontal 
disease. 

 
 


