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NGR 5003: Advanced Health Assessment & Diagnostic Reasoning

Unit Five: Otolaryngology: Head, Ears, Eyes, Nose, and Throat (HEENT):

· Basic assessment of the head, ears, eyes, nose, and throat

· Advanced assessment of the head, ears, eyes, nose, and throat 

· Assessment findings of abnormal presentations in the head, ears, eyes, nose, and throat

· Differential diagnoses of the head, ears, eyes, nose, and throat

· Advanced Clinical reasoning: A case study approach
advanced assessment of head and neck
LEARNING OBJECTIVEs
1.
Conduct a history related to the head and neck.

2.
Discuss examination techniques for the head and neck.

3.
Identify normal age and condition variations of the head and neck.

4.
Recognize findings that deviate from expected findings.

5.
Relate symptoms or clinical findings to common pathologic conditions.

Outline for Chapter 10: Head and Neck
· Together the head and neck provide the bony housing and protective cover for the brain, including the special senses of vision, hearing, smell, and taste. 

· The intrinsic musculature also permits social expression, an additional method of communication.

Anatomy and Physiology

· The skull is composed of frontal, parietal, temporal, and occipital bones.

· Facial muscles are innervated by cranial nerves V and VII.

· The neck is composed of vertebrae, ligaments, and muscles. Horizontal mobility is greatest between cervical vertebrae 4 and 5 or 5 and 6.

· The thyroid produces thyroxine and triiodothyronine.

Age- and Condition-Related Variations

· Infants. Skull sutures begin ossifying at about 6 years of age and finishes by adulthood. The posterior fontanel closes by 2 months, and the anterior fontanel closes by 24 months.

· Children and adolescents. Subtle changes in facial appearance occur throughout childhood. Nose and thyroid cartilage enlarge in males, and facial hair appears. 

· Pregnant women. The thyroid enlarges and increases the plasma clearance of iodine to produce sufficient thyroid hormones. Human chorionic gonadotropin (hCG) may cause an increase in the T4 and T3 levels. Some women develop the “mask of pregnancy.” 

· Older adults. The thyroid gland becomes fibrotic because of a decrease in thyroxine production.

Review of Related History

History of Present Illness

· Head injury. Relevant data include the nature of the accident, level of consciousness, predisposing factors, symptoms, and medications.

· Headache. Patients with headaches should describe onset, duration, location, character, severity, and pattern of pain. Related symptoms and factors such as visual or sinus conditions and treatment attempts should be addressed.

· Stiff neck. Pertinent data include signs of swelling, fever, characteristics of discomfort, causes, and treatment attempts.

· Thyroid problem. Relevant data include temperature preference, neck swelling, texture of integument, emotional status, eye appearance, and menstrual and bowel patterns.

Past Medical History

· Past medical history should include occurrence of head conditions, previous head or neck pain, medical or surgical treatments, seizure activity, or thyroid conditions.

Family History

· Data related to family members with headaches or thyroid conditions should be explored.

Personal and Social History

· Pertinent information includes risks associated with employment, stress, environmental injuries, nutrition, alcohol, and medication ingestion, including the use of street drugs.

Age- and Condition-Related Variations

· Infants. Relevant data include prenatal history and birth course, head shape and control, and any illnesses or congenital defects.

· Pregnant women. Data specific to pregnancy include weeks of gestation or postpartum, preexisting diseases, history of pregnancy-induced hypertension, and use of medications and or the use of street drugs.

· Older adults. Record data related to dizziness, weakness, or impaired balance.

Examination and Findings

	Summary of Examination—Head and Neck
Head

Inspection

· Head and facial features

· Size, shape, and symmetry

· Hair texture, color, and distribution

· Skull characteristics

· Enlargement of salivary glands

Palpate

· Feel facial bones and skull from front to back.

· Palpate the patient’s hair. noting its texture, color, and distribution.

· Palpate arteries.

Percussion

· Percuss skull for hyperparathyroidism.

Auscultation

· Listen for vascular abnormalities below the occiput, over the eyes, and over temporal region.

Measurement

· Measure infant fontanels and head circumference.

Transillumination

· Use light to visualize suspected lesions.

Neck

Inspection

· Inspect symmetry of muscles.

· Note any neck fullness.

· Note jugular vein and carotid artery distribution.

· Check for masses, skinfolds, or asymmetry.

· Evaluate motion range and strength of muscles.

Palpation

· Evaluate trachea position with thumb on each side at suprasternal notch.

· Identify hyoid bone and thyroid/cricoid.

· Palpate thyroid using anterior or posterior technique.

Auscultation

· Listen for vascular sounds, if thyroid is large.


Summary of Head and Neck Findings
	Life Cycle

Variations
	Normal

Findings
	Typical

Variations
	Findings Associated

with Disorders

	Adults
	Full range of motion is evident.

Accessory nerve (CN XI) is intact.

Trachea is midline, smooth, contender, and movable.

Thyroid lobes are small, smooth, and free of nodules.
	Right lobe of thyroid is 25% larger than left.


	Tracheal deviation suggests displacement by mass in the chest.

Grittiness of thyroid on palpation suggests thyroiditis.

	Infants and

children
	Facial features are symmetric at birth.

Anterior fontanel is 4 to 5 cm in diameter and closes by 24 months.

Posterior fontanel closes by age 2 months.
	Caput succedaneum can occur as a response to birth process.

Slight facial asymmetry may be present.

Ridge of sagittal suture may be felt.

Omohyoid muscle may be mistaken for mass.

Marked edema occurs with local infection.

Movable mass near base of tongue may be thyroglossal duct cyst.

Movable mass near neck muscle may be branchial cleft cyst.

Third fontanel is normal but may suggest Down syndrome.
	See illustrations and descriptions of facies in text (pp. 272 to 274).
Fine or coarse hair may be related to thyroid disease.

Skull depression or ridges indicate fracture. Persistent, recurrent, and severe headaches may indicate brain tumor or migraines. Torticollis results from birth injury or later trauma.

Hashimoto disease is an autoimmune disorder of thyroid.

Encephalocele is a birth defect of nervous tissue protruding through skull. Microcephaly is a small skull associated with retardation.

Webbing or short neck may be chromosomal anomalies.

Klippel-Feil anomaly suggests a fused cervical vertebrae.

Enlarged mass at base of neck suggests thyroid problem.

In children, a big skull and short neck suggest Hurler syndrome. Retrognathia is associated with fetal alcohol syndrome.

Craniosynostosis (misshapen skull) can result from premature suture union.

Unusual hair patterns may indicate a genetic disorder.

Cephalhematoma can result from birth injury.

Hydrocephalus is associated with bossing of skull, dilated veins over scalp, bulging fontanel, and enlarged head circumference.

Large ring of light (>1 to 2 cm) during transillumination indicates excess fluid or decreased brain tissue.

	Adolescents


	Head is held upright and still.

No bony sutures are felt. Arteries are pliable.

Slight hypertension occurs when swallowing.
	Psychogenic tics may be present.

Headaches associated with red wine or alcohol consumption may occur.
	Persistent, recurrent, and severe headaches may indicate brain tumor or migraines.

	Pregnant women
	Thyroid gland hypertrophies and may be palpable.

Thyroid bruit may be heard.
	Facial mask of pregnancy is common (chloasma).
	

	Older adults
	Weakness or impaired balance increases risk of falling or suffering head injury.


	Thyroid is more fibrotic and nodular.


	Bruits are associated with vascular anomaly. Hard temporal arteries are indicative of arteritis, an artery inflammation in older adults.


advanced assessment of eyes

LEARNING OBJECTIVEs

1.
Conduct a history related to the eyes and vision.

2.
Discuss examination techniques for the eyes.

3.
Identify normal age and condition variations of the eyes.

4.
Recognize findings that deviate from expected findings.

5.
Relate symptoms or clinical findings to common pathologic conditions.

Outline for Chapter 11: Eyes

Anatomy and Physiology

· The eye is the sensory organ that transmits visual stimuli to the brain for interpretation.

· The eyes are connected to the brain by the optic nerve.

External Eye

· The external eye is composed of the eyelid, conjunctiva, lacrimal gland, eye muscles, and the bony skull orbit. The orbit also contains fat, blood vessels, nerves, and connective tissue that support the eye.

· The eyelid is composed of skin, striated muscle, the tarsal plate, and conjunctiva.

· The eyelids are composed of skin, conjunctiva, and striated and smooth muscle. They distribute tears, limit light, and protect the eyes.

· The conjunctiva is a thin mucous membrane covering most of the anterior surface of the eye and eyelid. It protects the eye from foreign bodies.

· The lacrimal gland provides moisture. Tears flow over the cornea and drain into the lacrimal sac and nasal meatus.

Internal Eye

· The internal structures of the eye are composed of three separate coats. The outer wall of the eye is composed of the sclera posteriorly and the cornea anteriorly. The middle layer or uvea consists of the choroid posteriorly and the ciliary body and iris anteriorly. The inner layer of nerve fibers is the retina.

· The sclera is the dense, avascular white portion of the eye that supports the internal structure of the eye.

· The cornea constitutes the anterior sixth of the globe and is continuous with the sclera. It is optically clear, has rich sensory innervation and is avascular. It is a major part of the refractive power of the eye. The cornea contains pain receptors, separates the aqueous humor from the external environment, and permits light to travel through the lens.

· The iris contains pigment cells that produce the color of the eye. The center of the iris is the pupil, where light travels to retina. The iris controls light by dilating or contracting the pupil.

· The lens of the eye is elastic and changes its thickness to focus on images far or near.

· The retina is the sensory network of the eye. It transforms light impulses into electric impulses transmitted to the optic nerve.

· Neural impulses transmit along the optic nerve, reaching the optic cortex.

· The macula, or fovea, allows color perception and central vision.

Age- and Condition-Related Variations

· Infants and children. The eye forms during the first 8 weeks of gestation. Vision depends on the maturation of the nervous system. Term infants are hyperopic. Although peripheral vision is fully developed at birth, central vision develops later. By 2 to 3 weeks of age, lacrimal ducts produce tears and the infant has control of the eye muscles. By 3 to 4 months of age, binocular vision development is complete. By age 6 months, the infant can differentiate colors. Young children become less hyperopic with growth. The globe of the eye grows as the child’s head and brain grow, and adult visual acuity is achieved at about 4 years of age. 

· Pregnant women. Mild corneal edema occurs, especially in the third trimester, along with corneal thickening. Tears contain increased levels of lysozyme, making contact lenses greasy.

· Older adults. With aging, there is a progressive change in the near point of accommodation. By 45 years of age, the lens becomes more rigid and the ciliary muscle of iris becomes weaker, leading to presbyopia. Lens fibers develop throughout life, and the dense central region may cause cataract formation or a decrease in clarity of the lens.

Review of Related History

History of Present Illness

· Present problem data focus on eyelid drooping, difficulty with vision, eye pain, secretions, or medications used. Visual perception and related symptoms such as double vision should be investigated.

See Risk Factors for Cataract Formation (p. 285). 

Past Medical History

· Questions should be asked about past eye trauma, treatment and results, previous eye surgery and outcome, any chronic illnesses affecting vision, and medications used.

Family History

· Pertinent data include familial occurrence of retinoblastoma or cancer of retina, color blindness, nearsightedness, or any other condition similar to patient’s eye condition.

Personal and Social History

· Relevant data include employment, activities, allergies, medications, eye lenses, and protective device use. Exposure to irritants and activity risks should be delineated. Routine care of eyes and eye devices should be explored.

Age- and Condition-Related Variations

· Infants and children. Data pertain to neonatal course for preterm infants, placing them at risk for retrolental fibroplasia. A child’s gaze, excessive tearing, crossed eyes, responses to light, and rubbing of eyes should be reviewed. Older children may demonstrate difficulty with reaching objects or preference for sitting near front of classroom. Data on school progress should also be included in history.
· Pregnant women. Relevant data include weeks of gestation or postpartum, history of diabetes or eye disorders, ocular complications, and use of topical eye medications.

· Older adults. Data specific to older adults pertain to any changes in visual acuity, excessive tearing, blurred vision, deposits in cornea, scleral brown spots, difficulty with near work, and nocturnal eye pain.

Examination and Findings

	Summary of Examination—Eyes
Inspection

· Inspect eyebrow characteristics.

· Check orbital area.

· Inspect eyelid, eyeball, conjunctiva, iris, pupil, lens, sclerae, and lacrimal apparatus.

· Inspect eyes while conducting these eye tests:

· Peripheral vision/confrontation test

· Direct/consensual light response

· Extraocular eye muscle test

· Corneal light reflex

· Cover/uncover test

· Amsler grid test

Palpation

· Palpate eyelids.

· Palpate the eye.

Ophthalmoscope

· Inspect for red reflex.

· View cornea, lens, and retina.

· View optic disc, retinal vessels and surface, and macula/fovea centralis.

Visual Acuity Tests

· Use a Snellen chart for assessing far vision.

· Use a Rosenbaum or Jaeger card for testing near vision.


Summary of Eye Findings
	Life Cycle

Variations
	Normal

Findings
	Typical

Variations
	Findings Associated

with Disorders

	Adults
	Eye movements are smooth without sclera exposure above iris.

Conjunctiva are pink; sclerae are clear.

Cornea is clear; corneal reflex is intact.

Pupils are equal, round, and react to light.

Red reflex is present.

Discs are cream-colored, borders well-defined.

3:5 a:v ratio, no nicking, hemorrhage, or exudates noted.
	If sclera is dark and rust-colored, senile hyaline plaque may be present.

Retina pigment varies with complexion.

Disc margin color is dark if skin is dark.

Sty is caused by Staphylococcus.
	Internal eye abnormalities may include myelinated nerve fibers, papilledema, glaucomatous cupping, drusen bodies, or hemorrhages.

Pupil abnormalities may include unequal pupils and/or unilateral or bilateral pupils that do not react to light.

Visual field, muscle, and external eye problems described.

	Infants and

children
	Eyes are symmetric without lesions.

Sclera is white.

Iris is clearly visible.

Eye forms during the first 8 weeks of gestation. Vision depends on maturation of the nervous system.
	Term infants are myopic.

By 2 to 3 weeks of age, lacrimal ducts and eye muscles function.

By 1 year of age, pseudo strabismus should disappear.

By 8 months of age, infants can differentiate colors; by 9 months of age, infants can see single images.

Adult visual acuity is present by 6 years of age.
	Papilledema results from increased intracranial pressure.

Setting sun sign may be from brainstem lesions or hydrocephalus. 

Brushfield spots suggest Down syndrome or mental retardation.

 Keyhole pupil is associated with congenital anomalies.

Enlarged corneas may be a sign of congenital glaucoma.

White reflex or retinal mass suggests retinoblastoma.

Retrolental fibroplasia associated with high oxygen concentrations in the preterm infant leads to myopia, sometimes blindness.

Eyelid drooping (ptosis) may be indicative of muscle disorder.

	Adolescents
	Blink response is present.

Eyes are symmetric without gaze deviation.

Light is reflected equally on each cornea.

Lenses are transparent.

Retina has yellow or pink background.

Disc is round and cream-colored.

Disc margin is sharp.
	Trauma may lead to serious eye disorders. Protective eyewear should be worn when playing racquetball and motorcycle riding.
	Trauma from sports may lead to blindness.



	Pregnant women
	Corneal thickening and mild corneal edema occur as a result of hormonal adaptations.
	Refractory power of eye may change.

Increase in corneal epithelial pigmentation (Krukenberg spindles) may occur.
	Ptosis occurs for unknown reasons. Subconjunctival hemorrhages may occur during labor and delivery. Hypertension versus pregnancy-induced hypertension needs to be evaluated for complications.

	Older adults
	With aging, there is a progressive change in near point of accommodation.

By 45 years of age, lens becomes more rigid and ciliary muscle of iris becomes weaker.


	Drusen bodies become more yellow with aging.

Lens fibers develop throughout life, and dense central region may cause cataract formation or a decrease in clarity of the lens.
	Absence of red reflex may indicate cataract or hemorrhage.

Periorbital edema is a sign of disease.




· See Figure 11-20 (p. 293) for the six cardinal fields of gaze. 

· See Box 11-1, Test for Applying Mydriatics (p. 295).

advanced assessment of eARS, NOSE, AND THROAT

LEARNING OBJECTIVEs

Conduct a history related to the ears, nose, and throat.

2.
Discuss examination techniques for the ears, nose, and throat.

3.
Identify normal age and condition variations of the ears, nose, and throat.

4.
Recognize findings that deviate from expected findings.

5.
Relate symptoms or clinical findings to common pathologic conditions.

Outline for Chapter 12: Ears, Nose, and Throat
CHAPTER OUTLINE 

Anatomy and Physiology

Ears

· Functions of the ear include identification, localization, and interpretation of sound and maintenance of equilibrium.

· It is divided into the external, middle, and inner ear.

· The external ear is composed of cartilage covered with skin.

· The external auditory canal leads to the middle ear and is 2.5 cm long. The canal lining is protected with cerumen.

· The middle ear is an air-filled cavity in temporal bone containing ossicles that transmit sound to the inner ear. The tympanic membrane separates the external ear from the middle ear and is translucent pearly gray, permitting visualization of the middle ear.

· Middle ear pressure is equalized with atmospheric pressure by way of the eustachian tube.

· The inner ear is a curved cavity. The cochlea transmits sound to the eighth cranial nerve.

· Hearing is the interpretation of sound waves by the brain.  Sound waves go through the external auditory canal and cause the tympanic membrane to vibrate. Vibrations travel through the ossicles, oval window, cochlea, and round window. Hairs in the organ of Corti pass to the membrane of Corti, sending impulses from the eighth cranial nerve to the temporal lobe of the brain. Sound may also pass through bone to the inner ear.

Nose and Nasopharynx

· Functions of the nasal structures include air passage; odor detection; humidification, filtration, and warmth of inspired air; and resonance of laryngeal sound.

· Cartilage forms the external nose and nares. Frontal and maxillary bones form the nasal bridge. The nose floor is formed by the hard and soft palate.

· Air passes through the nares, vestibules, choanae, and nasopharynx.

· Turbinates form the lateral walls of the nose. The nasolacrimal duct drains into the inferior meatus and paranasal sinuses drain into the medial meatus.

· The sinuses are filled with air and lined with mucous membranes and cilia that move secretions. The maxillary sinuses are in the nasal cavity; the frontal sinuses are in the frontal bone; and the ethmoid sinuses are near the superior portion of the nasal cavity.

Mouth and Oropharynx

· Functions include vocalization, digestion and passage of food, and taste.

· The oral cavity contains the mouth, which houses the tongue, teeth and gums, and vestibule.

· The dorsal surface of the tongue supports the filiform papillae. The parotid (Stenson), submandibular (Wharton), and sublingual salivary glands are located in the oral cavity.

· The roots of the teeth are anchored to the alveolar ridges and the gingivae cover the roots. Adults have 32 permanent teeth.

· The oropharynx is separated from the mouth by the tonsillar pillars.

Age- and Condition-Related Variations

· Infants and children. An infant’s external auditory canal is shorter with an upward curve; the eustachian tube is wider, shorter, and more horizontal than an adult’s. At birth, the maxillary and ethmoid sinuses are small. The sphenoid sinus is present at birth and develops at puberty. The frontal sinus develops by 7 to 8 years of age. The frontal and sphenoid sinuses begin to develop at 3 years of age, but they are not fully developed until late adolescence, however, they are large enough to become infected in early childhood. 

By 3 months of age, infants drool from increased salivation. Deciduous teeth appear from 6 to 24 months of age.

Permanent teeth begin forming in the jaw by 6 months, ending around 14 to 15 years of age in most races. The third molar erupts around 18 years of age in whites.

· Pregnant women. Estrogen causes vascularity of the upper respiratory tract. Capillaries of the nose, pharynx, and eustachian tubes engorge. There is proliferation of gum connective tissue. Laryngeal changes occur as a result of hormones.

· Older adults. After 50 years of age, hearing deteriorates from hair cell degeneration in the organ of Corti and the cochlea.

Conductive hearing loss occurs when the stapes in the oval window fixates; the cerumen becomes dry, occluding the auditory canal; and the tympanic membrane becomes translucent and sclerotic.

The auricle and the nose enlarge from cartilage formation. Soft tissues of the mouth change, and gingival tissue becomes less elastic. Older adults may have an altered motor function of the tongue.

Saliva may decrease as a result of disease or medication; smell and taste sensations also decrease. After 45 years of age, papillae on the lateral edges of the tongue atrophy and taste perception decreases. Gingival recession occurs with age and teeth darken.

Review of Related History

History of Present Illness

· Dizziness or vertigo. The onset, duration, description, and symptoms related to attacks should be listed. Ask patient to describe any related sensation, head movement, nausea, hearing symptoms, or unsteadiness.

· Earache. Onset and duration should be explored, along with any signs of pain, fever, discharge, respiratory infection, swimming or trauma data, ear cleaning habits, and any associated symptoms, such as vertigo, and medications.

· Hearing loss. Data relevant to hearing loss include gradual or slow onset, information, sound and speech perception, and type of assistance used, such as a hearing aid, a repeated history of cerumen impaction, and a history of ototoxic medication use.

· Nasal discharge. The characteristics of discharge (e.g., amount and odor) and related symptoms (e.g., sneezing, itching, or tenderness) should be described.

· Snoring. Pertinent data include snoring pattern and daytime sleepiness.

· Nosebleed. Ask patient about frequency, treatment patterns, and predisposing factors (e.g., respiratory infection or tenderness over sinus).

· Dental problems. Relevant data include pain from chewing, change in eating habits, denture fit, signs of irritation, malocclusion, and previous dental work.

· Mouth lesions. Duration, pain, and factors prompting onset (e.g., stress, fatigue, or tobacco use) should be listed. Note variations in tongue character: swelling, size change, color, coating, ulceration, and difficulty moving the tongue.  Note lesions any place else on the body (e.g., vagina, urethra, anus), and current medications including mouth rinses.

· Sinus pain. The following areas should be assessed for fever, malaise, cough, headache, maxillary toothache, eye pain; nasal congestion, colored nasal discharge; pain, including tenderness or pressure over sinuses (pain increases when bending forward); and medications (symptoms change with decongestant use).

· Sore throat. Ask patient to describe any pain from swallowing, associated symptoms (e.g., cough or hoarseness), and exposure to environmental irritants or infection.

· Difficulty swallowing. Determine what types of food or drink pose a problem to swallowing. Identify what the patient feels at the time of difficulty. Ask whether patient has a problem with aspiration or with liquids coming out of the nose.

Past Medical History

· Patients should be assessed for past history of related systemic diseases (e.g., diabetes); childhood ear problems; or any incidence of nose, sinus, or throat problems.

Family History

· Data should be collected on family members with a history of hearing problems, Ménière disease, allergies, or hereditary renal disease.

Personal and Social History

· Patients should be questioned about their exposure to hearing hazards and their use of protective devices.

· Nutritional habits (especially sugar intake), oral care patterns, and use of tobacco, alcohol, cocaine, and ototoxic and nasal medications should be delineated.

Age- and Condition-Related Variations

· Infants and children. The prenatal and neonatal course should be recorded, especially data on maternal infection and drug abuse. Infant prematurity, hyperbilirubinemia, infection, and congenital defects should also be noted.

Specific areas to explore include the following: eating and dental habits, risks related to playing with small objects, behaviors suggesting hearing loss, exposure to secondary tobacco smoke, and whether the infant is breast-fed or has been in a daycare.

· Pregnant women. Relevant data include weeks of gestation or postpartum, presence of problem before conception, pattern of dental care, and other associated signs and symptoms.

· Older adults. Data specific to older adults include hearing loss, problems with self-care, tooth deterioration, and medications affecting salivation.

See Risk Factors: Hearing Loss (p. 326) and Risk Factors: Oral Cancer (p. 327).
Examination and Findings

	Summary of Examination—Ears, Nose, and Throat
Ears

Inspection

· Inspect auricles, mastoid areas, auditory meatus characteristics, and alignment.

· Using otoscope, inspect auditory canal and tympanic membrane for color and landmarks.

· Smell for odors.

Palpation

· Assess auricles, mastoid area, and auditory meatus.

Hearing Tests

· Acuity may be tested by using whispered voice and ticking watch tests.

· Compare hearing by bone conduction with that by air conduction by performing the Weber test, Rinne test, and Schwabach test.

· Assess equilibrium with the Romberg test.

Nose

Inspection

· Inspect color, size, structure, and position.

· Assess nares for size and any discharge.

· Use nasal speculum to view cavity, septum and middle meatus, and turbinate details.

Palpation

· Palpate nose ridge and soft tissues.

· Occlude each naris for patency and smell.

Sinuses

Inspection

· Inspect and palpate frontal and maxillary sinus.

Percussion

· Tap lightly over the sinus areas.

Transillumination

· Perform when sinus tenderness is present or infection is suspected.

Mouth

Inspection

· Assess lips for symmetry, color, and surface characteristics.

· Inspect teeth for occlusion and mucosa and gum characteristics.

· Assess oral cavity, tongue, mouth, and floor.

· Inspect hard palate and uvula.

· Assess oropharynx.

Palpation

· Palpate the gums, tongue, and floor of the mouth for abnormalities.


Summary of Ears, Nose, and Throat Findings
	Life Cycle

Variations
	Normal 

Findings
	Typical 

Variations
	Findings Associated 

with Disorders

	Adults
	Nasal hair is present in vestibule.

Auricle of ear is same color as facial skin.

Tympanic membrane is translucent with bony landmarks and cone of light apparent.

Lips and gums pink and smooth.
	Darwin tubercle, a thickening of the helix, is normal.

Geographic tongue is a pattern of irregular papillae lengths.

Torus palatinus may be present on hard palate.

Yellow film on pharynx is typical of postnasal drip.
	Deep mouth fissures may suggest riboflavin deficiency.

Pallor suggests anemia.

Cyanosis suggests poor oxygenation.

Bleeding or swollen gums suggest periodontal problem.

Ulcer, nodule, or white patches on tongue may be cancer.

Palate nodule not at midline may indicate tumor.

No movement of soft palate indicates a glossopharyngeal or vagal nerve paralysis.

	Infants and

children


	Preterm infant’s ears are less firm and resist recoil.

Infant’s external auditory canal is short and curved upward.

Eustachian tube is wide, short, and more horizontal in childhood.

As child grows, auditory canal becomes S-shaped.

Newborns are obligatory nose breathers.

Adenoidal salute is present in some children.

Wide variation exists in sinus development.

Infant has a strong suck, with tongue pushing upward.

Gag reflex is present.

Newborn mouth is pink and moist.

Gums are smooth and edentulous.

Deciduous teeth appear between 6 and 24 months of age.
	Preauricular skin tag is remnant of first branchial cleft.

Natal teeth and Epstein pearls may be present.
	Mucoid discharge may be rhinitis. Bilateral purulent discharge suggests infection.

Unilateral, greenish, and malodorous discharge suggests foreign body. Flaring is seen with respiratory distress; narrowed nares may be from obstruction. Choanal atresia is a life-threatening obstruction of posterior nares.

Red bulge near tonsil suggests peritonsillar abscess.

Grayish membrane is seen with diphtheria. Newborn white adherent mouth patches suggest thrush (Candida).

Mouth and oropharynx abnormalities include

Peutz-Jeghers syndrome, tonsillitis, and peritonsillar and retropharyngeal abscess.

Macroglossia is seen with congenital defects.

Large tongue may be from hypothyroidism. Special procedure must be followed if epiglottitis is suspected. Cleft lip and palate are congenital anomalies.

Speech tone and volume shifts suggest hearing loss.

Abnormalities of the ear include otitis externa and media, cholesteatoma, mastoiditis, otosclerosis, Ménière disease, hearing loss, and labyrinthitis. Low-set auricle may be a chromosomal aberration.

Small, broad, short, or saddle-shaped nose suggests a congenital anomaly.

	Adolescents
	Nose is straight; nasal septum is aligned.

Mucosa is pink and moist.

Child breathes without noise or difficulty.

No sinus swelling or tenderness is present.
	Use of sugar, tobacco, cocaine, and nasal medication should be explored.
	

	Pregnant women
	Estrogen causes vascularity of the upper respiratory tract.

Capillaries of nose, pharynx, and eustachian tubes engorge. There is proliferation of gum connective tissue.
	Gum hypertrophy develops during pregnancy and resolves by 2 months postpartum.

Nose and pharynx engorge, causing nasal stuffiness.

During pregnancy,

eustachian tubes engorge, causing ear fullness.
	

	Older adults
	After 50 years of age, hearing deteriorates from hair cell degeneration in organ of Corti and cochlea.

After 45 years of age, papillae on lateral edges of tongue atrophy and taste perception decreases.

Soft tissue of mouth changes and gingival tissue becomes less elastic.
	In older persons, nasal mucosa is drier and glistens less. Men have more hair in vestibule.

Older adults may experience sclerotic changes in tympanic membrane and conductive hearing loss.
	Older adults may have presbycusis caused by changes in inner ear or nerve. Xerostomia may be caused by disease or drugs.


· See Table 12-1: Tympanic Membrane Signs and Associated Conditions (p. 333); Table 12-2: Interpretation of Tuning Fork Tests (p. 334); Table 12-3: Classes of Malocclusion (p. 339); Table 12-4: Oral Manifestations of HIV Infection (p. 342); and Table 12-6: Differentiating Between Otitis Externa, Acute Otitis Media, and Middle Ear Effusion (p. 353).

· See Functional Assessment: Ears, Nose, and Throat (p. 351). 

· See cultural differences discussed in the Physical Variations boxes (pp. 322, 329, 332, 337, 338, 342, 354, and 357).

Mosby items and derived items © 2006, 2003, 1999, 1995, 1991, 1987 by Mosby, Inc. an affiliate of Elsevier Inc
Course Lecture Content:
Otolaryngology: Head, Ears, Eyes, Nose, and Throat (HEENT):

· Advanced assessment of the head, ears, eyes, nose, and throat

· Assessment findings of abnormal presentations in the head, ears, eyes, nose, and throat

· Differential diagnoses of the head, ears, eyes, nose, and throat
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NGR 5003: Advanced Health Assessment & Diagnostic Reasoning

· Advanced Assessment of the Head and Neck

· Anatomy and Physiology:

· Skull comprised of 7 bones (2 frontal; 2 temporal; 2 parietal; 1 occipital)

· Facial muscles innervated by CN V and VII

· Temporal artery main artery of face

· Salivary glands include parotid, submandibular, and sublingual

· Posterior triangle of neck: trapezius( SCM( clavicle; contain posterior cervical lymph nodes

· Anterior triangle: SCM( mandible( midline (hyoid/cartilage/trachea/thyroid/anterior cervical nodes)

· Thryoid w/ butterfly configuration

· Ossification of sutures occurs at about age 6; posterior fontanel close at 2 months; anterior fontanel at 2 years

· With adequate iodine, thyroid shouldn’t change in morphology during pregnancy; HcG increases free T4 and T3; TSH minimally decreased; be alert for signs of hyperthyroid (wt. loss, tachycardia, diarrhea, heat intolerance, exophthalmia)

· T4 production decreases in older age, a result from fibrosis of gland

· Advanced Assessment of the Head and Neck

· Posterior and Anterior Triangles

· Advanced Assessment of the Head and Neck

· Review of Related Hx:

· Head injury: Observer’s acct; state of consciousness after injury (immediately/5 min. post); duration of unconsciousness, combative, confused, alert/dazed; GCS

· Predisposing factors: Epilepsy, hypoglycemia,   poor vision, light-headedness, syncope

· Associated symptoms: Head/neck pain, laceration, altered LOC, tenderness, change in breathing pattern, diplopia, DC from nose, ears, N/V, incontinence, ability to move all EXTs, current Rx

· HA: Onset (early AM, mid day, PM) or abrupt

· Duration: Minutes, hours, days, weeks, aborted by Rx/sleep, resolves spontaneously, clustering, HA-free details/times

· Location: Entire head, unilateral, specific site (neck, sinuses, subocular/band around head)

· Character: Throbbing, boring, pounding, shocklike, dull, etc.

· Pain rating (1-10)

· Visual symptoms: scotoma, hemianopsia, visual distortions, lacrimation

· Pattern: Worse at certain times of day; episodes closer/further apart

· Change in LOC w/ increased pain

· Associated symptoms: N/V/D; photophobia, visual disturbance, difficulty falling asleep, lacrimation, nasal DC, tinnitus, paresthesias, mobility impairment

· Precipitating Factors: Fever, fatigue, stress, food, prolonged fasting, ETOH, seasonal allergies, menses, oral contraceptives

· Efforts to treat: Rx, sleep

· Rx: Anticonvulsants, antiarrhythmics, beta blockers, Ca-channel blockers, SSRI, antidepressants, NSAIDs, narcotics, caffeine-containing meds, alternative Tx

· Advanced Assessment of the Head and Neck
· Cervical Pain: Neck injury or strain, head injury, edema, fever (bac/viral infection), limitation of movt, painful movt, relieved by movt, cramping, radiation to arms, shoulders, hands, down back; unilateral vision/hearing loss; efforts to Tx (heat, pain Rx, PT); Rx (script/non-script/alternative)

· Thyroid Problems: Change in temp. preference, wearing more/less clothing; swelling in neck, dysphagia, erythema, pain to palpation, difficulty buttoning shirt, pain w/ extension of neck; change in texture of hair/skin, increased pigmentation; change in emotional stability, inc/dec energy, irritability, nervousness, lethargy, apathy; exophthalmia, periorbital puffiness, blurred/diplopia; tachycardia/palpitations; change in menses/bowel habits; Rx (thyroid meds, script/non-script/alternative)

· Past Medical Hx: Head trauma, subdural hematomas, recent LP; radiation Tx around neck, HA/migraine/vascular; epilepsy; thyroid dysfunction/surgery

· Family Hx: HA (type, character, similarity to pt. s/s); thyroid problems
· Advanced Assessment of the Head and Neck

· Personal/ Social Hx: Employment w/ risk of injury (use of helmets/exposure to toxins); stress, tension, demands at home/work/school; potential for injury (sports, seat belts/safety); nutrition (recent wt. gain/loss, food intolerance, eating habits; use of ETOH/drugs

· Infants:

· Prenatal Hx: Mother’s use of drugs/ETOH, treatment of hypothyroidism

· Birth Hx: Birth order (1st born more likely w/ torticollis); vaginal or C-delivery, presentation, difficulty of delivery, Bell’s palsy, molding

· Unusual Cephalic Morphology: Bulging/flattening, preterm infant, preferred head position at rest; quality of head control

· Acute Illness: V/D, fever, nuchal rigidity, irritability, 

· Congenital Anomalies: Meningomyelocele, encephalitis, microcephaly, hydrocephaly, results of screening for neonatal hypothyroidism

· Pregnant Women:

· Weeks of gestation/postpartum

· Presence of preexisting illness (hypo/hyperthyroid); ingestion of iodine or use of antithyroid Rx (Tapazole®); Hx of PIH

· Use of street drugs/ETOH

· Current Rx

· Older Adults:

· Dizziness w/ head/neck movt

· Weakness or impaired balance; increased risk of falling/head injury

· Advanced Assessment of the Head and Neck

· Examination and Findings: Head

· Inspection: 

· Begins at start of interview

· Head should be upright and still (jerking/bobbing w/ tremor); nodding—esp. w/ pulse w/ aortic insufficiency

· Shortening of SCM (torticollis) and sensory deficit seen w/ unilateral head tilting

· Inspect skull for size, shape, and symmetry; part the hair in the frontal/occipital regions inspecting for lesions, scabs, tenderness, parasites, nits, or scaliness; not pattern of hair losses

· Facial features (lids, brows, palpebral fissures, nasolabial folds, mouth) should be assessed for symmetry and shape with rest, movt., and expression (CN V/VII)

· Suspect facial nerve paralysis when an entire side of face is affected; weakness of facial nerve when lower half of face affected; only mouth, suspect peripheral trigeminal nerve paralysis

· Tics can be physiologic or psychogenic

· Note change in shape of face or unusual features (edema, coarsened featured, expohthalmia, hirsutism, blank expression, pallor/pigment)

· Advanced Assessment of the Head and Neck

· Palpation:

· Skull is palpated lightly in a rotary fashion from front-to-back; should be smooth and symmetric; fusion sites not palpable > 6 mos

· Note tenderness, swelling, depressions; induration/depression could be Fx

· Palpate hair noting texture, color, and distribution; coarse, brittle, splitting hair indicative of hypothyroid; fine, silky hair inidicative of hyperthyroid

· Palpate temporal artery and note thickening, hardness, or tenderness; note 2+ stroke

· Palpate TMJ; assess for crepitus, dislocation, disarticulation

· Palpate symmetry in salivary glands, note if fixed or movable; soft, hard, or tender;  express gland; hard gland may indicate bac/viral infec or ductal stone obstruction; discrete nodule may be cyst, tumor (benign/malignant)

· Percussion: Low-pitch tone could be hypoparathyroidism

· Auscultation: Auscultate for bruits over orbits, temporal/occipital regions

· Advanced Assessment of the Head and Neck

· Examination and Findings: Neck

· Inspection:

· Inspect with head in slight hyperextenstion & swallowing

· Assess for symmetry of SCM and trapezius muscles

· Note midline trachea, anterior/posterior triangle landmarks; fullness of neck, noting masses, webbing, skinfolds, shortness, asymmetry

· Note JVD or prominent carotids

· Webbing, excess posterior cervical skin, short neck associated w/ chromosomal anomalies (trisomy 21)

· Ridge in omohyoid muscle often mistaken for mass

· Marked edema in neck associated with infection

· Fully inspect ROM (flex/extend, rotate, laterally turn neck); should be smooth, painless, w/o dizziness; Assess CN XI (shrug shoulders)

· Palpation:

· Palpate trachea in midline using thumbs on each side—down; distance between trachea and SCM should be equal on both sides; if not, suspect mass

· Hyoid, cricoid, and thyroid cartilage should be smooth, nontender; tracheal tugging (pulling w/ pulse—thumb under thyroid) indicates aortic aneurysm

· Advanced Assessment of the Head and Neck

· Examination and Findings: Thyroid

· Begin by having pt. gently extend neck; ask pt. to swallow and observe for gland (assess for symmetry/contour)

· Palpate LIGHTLY for size, shape, configuration, consistency, tenderness, nodules; palpate posteriorly while the pt. drinks water

· If palpable, lobes should be small, smooth, and nodule free

· Coarse tissue implies inflammation; characterize nodules as smooth or irregular; soft/hard; enlarged tender thyroid may be thyroiditis; assess for bruits

· Advanced Assessment of the Head and Neck

· Infants; Children, Pregnant Women:

· Measure head circumference

· Inspect head from all angles, assessing for symmetry and shape; note bulges/swelling

· Assess for caput succedaneum (SQ edema over the presenting part of head during delivery); dissipates in a few days

· Cephalhematoma results in blood collection at suture lines and does NOT appear right after delivery (unlike CS, above)

· Bossing (bulging) in frontal areas associated w/ rickets/ prematurity; other bulging could be masses/defects; dilated veins could inidcate inc ICP

· Uterine positioning can cause some transient facial asymmetry

· Assess infant’s head for tremor, jerking, inability to move head one way

· Neck appears short during infancy and lengthens by 3-4 years; assess for edema, distended veins, pulsations, webbing, excess posterior cervical skin; cystic mass high in neck may be thyroglossal duct or branchial cleft cyst

· Clavicular mass, changing size w/ resp, suggests hygroma; nuchal rigidity could be meningeal irritation 
· Advanced Assessment of the Head and Neck

· Molding of the head is distressing but only temporary—from delivery

· Suture lines feel ridgelike until 6 months of age

· Mastoid fontannel, between ant/post fontannel, could indicate trisomy 21

· Measure fontanels anteroposteriorly and laterally); anterior should not be > 4-5 cm if < 6 mos; smaller > 6 mos, until closing 18-24 mos

· Fontanels should be free of bulging; bulge + pulse = inc ICP/infec; not 100% diagnostic

· Snapping sensation to palpation above/behind ears indicates craniotabes, associated w/ rickets and hydrocephalus; palpable thud over trachea could be foreign body

· Goiter in the newborn could cause respiratory distress

· Transillumination indicated for infants w/ suspected intracranial lesions; begin at medial region of frontal area, inching back; should be < 2cm; <1cm at occiput; > these indicates fluid or decreased brain tissue

· Percuss skull after fontanel closure; cracked-pot sound (Macewen Sign) indicates inc. ICP

· Bruits common until 5 years

· Thyroid may become palpable in pregnancy; goiter not normal

· Older Adults: Eyes appear sunken with soft bulges underneath; evaluate ROM slowly and not more dense, fibrotic feel to thyroid

· Differential Diagnoses of the Head: HA


· Abnormal Presentations of the Head and Neck

· Facies: Condition of face indicative of systemic illness; not subtle
· 
Cushing

Myxedema

         Graves’

· Abnormal Presentations of the Head and Neck

· Facies (ctd.)

· 

SLE

  L Facial Palsy
     Early/Late Acromegaly
· Abnormal Presentations of the Head and Neck

· Facies (ctd.)

· 
Craniofacial
       Down


Hurler

· 
dysostosis
     syndrome

syndrome

· Abnormal Presentations of the Head and Neck

· Facies (Ctd.)

· 
FAS             Treacher-Collins  Apert Syndrome      Crouzon Syndrome

· Abnormal Presentations of the Head and Neck
· Thyroglossal duct cyst; branchial cleft cyst (discussed w/ salivary glands)

· Torticollis: Wryneck, often from delivery injury; head is tilted and twisted forward at SCM; occurs in adults due to trauma, Rx, muscle spasm, viral infection

· Parotid Tumor: Need to be treated due to facial nerve damage potential

· 


    Torticollis

         Parotid Tumor

· Abnormal Presentations of the Head and Neck

· Thyroid: 

· Hyper/Hypothyroidism

· Myxedema

· Graves’ Disease

· Hashimoto Disease

· Infants: 

· Encephalocele (nervous tissue collects through a defect in the skull)

· Microcephaly: Miniaturized facial features caused by small skull; MR common

· Craniosynostosis: Premature union of cranial sutures misshapes skull; MR not common

· Differential Diagnoses of the Thyroid
__________________________________________________________________

· Advanced Assessment of the Eye

· Anatomy and Physiology:

· EOM (4 rectus and 2 oblique) innervated by CN III/IV/VI

· External Eye:

· Eyelids: distributes tears over eyes, limits light, and protects

· Conjunctiva: protects anterior eye surface

· Lacrimal gland: temporal region of lid; moistens eyes

· EOM: rectus/obliques

· Internal Eye:

· Sclera: avascular whites of eyes; provide structure

· Cornea: highly sensory; continuous w/ sclera; refractive

· Uvea: iris (disc providing color), cilia (produced A/V humor) , choroids (oxygen-carrying layer to retina)

· Lens: transparent covering; changes thickness, allowing focusing

· Retina: sensory network of the eye; transforms light to electric impulse, sending to optic nerve, tract, and radiation to visual cerebral cortex

· Infants, Children, Pregnant Women, Older Adults:

· Eyes form @ 8th week gestation; infection/insult could malform; vision dependent on neurological development

· Infants hyperopic; 20/400; adult visual acuity by age 4

· Hormonal changes of pregnancy results in hypersensitivity, lysozyme increases, giving eye a greasy feeling, affecting contact lens wearers; mild corneal thickening and edema in 3rd trimester blurs vision; spontaneous subconjunctival hemorrhage common

· Presbyopia begins > 45 as lens becomes rigid and ciliary function weakens; older fibers compress centrally, forming cataracts

· Advanced Assessment of the Eye

·      Anatomy of Eye


    EOMs

· Advanced Assessment of the Eye

· Review of Related Hx:

· Hx of Present Illness:

· Eyelids: ptosis of the lids interfering w/ vision (when started) growths or masses; pruritis

· Difficulty in vision: uni/bilat; corrected by lenses; near/distant vision, central/peripheral affected; transient/ sustained; cataracts (surgical Tx); adequcy of color vision; halos around lights; diplopia (w/ one or both eyes open)

· Pain: associated w/ visual loss; in or around the eye; superficial/deep; insidious or abrupt onset; burning, itching, nonspecific gritty sensation

· Secretions: color (clear/yellow); consistency (watery/purulent); duration; tearing; decreased tearing w/ gritty feeling; conjunctival erythema

· Rx: Eye gtss/ointment; ATBx, saline, mydriatics, glaucoma Tx, antioxidant Tx/MVN (prevent mac degeneration), steroids (hasten cataracts), all Rx/non-Rx/complementary Rx

· Past Medical Hx:

· Trauma to eyes (whole eye, structures, supporting structures) events surrounding trauma, Tx and results

· Surgeries: condition requiring surgery, laser correction, date of surgery, outcome

· Chronic illness: glaucoma, DM, atherosclerotic cardiovascular dz, HTN, thyroid dysfunction, collagen vascular dz, HIV, inflammatory bowel dz

· Rx: Steroids, plaquenil, antihistamines, antidepressants, antipsychotics, antidysrhythmics, beta blockers
· Advanced Assessment of the Eye

· Family Hx:

· Retinoblastoma, CA of the retina 

· Condition similar to pt.’s: glaucoma, mac degeneration, CM, HTN, other dz which impacts eyes

· Color blindness, cataract formation, retinal detachment, retinitis pigmentosa, allergies affecting eyes

· Myopia, hyperopia, strabismus, amblyopia

· Social Hx:

· Employment: exposure to toxins, gases, foreign bodies, dangerous machinery; Use of protective devices at work

· Activities: sports that could endanger eye (squash, racquetball, fencing, motorcycling, soccer)

· Allergies: types, seasonal, complete symptom Hx

· Corrective lenses: types, how long worn, what last changed, adequacy of vision, methods of cleaning/storage (contacts), procedure for removal, date of last exam

· Smoking Hx (risk for cataracts, glaucoma, macular degeneration)

· Advanced Assessment of the Eye

· Infants and Children: Preterm (resuscitated, vent/oxygen used, given Dx of retinopathy of prematurity, birth wt. relational to gestational age, sepsis, ICH, CP); failure of infant to gaze at objects, failure to blink with threatening movt/blink at bright lights; white dot in retinal area of photos, poor light reflection; excessive tearing/ DC; strabismus some or all of time (frequency, occurs when fatigued, stressed—associated w/ blinking/squinting/nystagmus); excessive running of eye(s), frequent hordeola, inability to reach/pick-up small objects, night vision difficulty; requests to sit in front of classroom, poor school performance not explained by intellect

· Pregnant Women: Weeks gestation/postpartum; PIH/DM (dx associated w/ ocular problems); use of topical eye ointments (could cross placental barrier); symptoms indicative of PIH (diplopia, scotoma, blurred vision, amaurosis)

· Older Adults: Visual acuity (decrease in central vision, use of dim/bright light to increase acuity, complaints of glare); excess tearing/DC, dry eyes; scleral brown spots; difficulty performing near tasks; noctural eye pain (sign of subacute angle closure/ glaucoma)
· Advanced Assessment of the Eye

· Examination and Findings:

· Visual Testing:

· CN II

· Position pt. 20 feet from Snellan chart; test w/o corrective lenses 1st—test OD/OS/OU—compare w/ other eye; smallest line completely read is acuity (mix-up order of items)

· 20/200 = pt. can read at 20 feet what “normal” vision sees at 200; smaller the fraction, worse acuity; pinhole r/o refractory

· Rosenbaum Pocket Screener—have pt. read smallest line to assess myopia

· Peripheral vision assessed using confrontation test: cover opposite eye of pt. and move fingers centrally—have pt. report when seen (should match yours); test nasal, temporal, superior, inferior field

· External Examination:

· Start at appendages (brows, surrounding tissues) move inward

· Inspect eyebrows for size, extension, and texture of hair; non-extension beyond temporal canthus could be hypothyroid; inspect orbital edema, sagging tissues below orbit; periorbital edema is ALWAYS abnormal (thyroid, allergies, renal disease); deposits of yellow lipids around periorbital tissues could indicate lips metabolism problem (xanthelasma)

· Inspect lids for fasiculations/tremors (hyperthyroid); lashes curve out on upper lid/ in on lower lid; assess for flakiness, crusting, erythema, edema; lid droops over pupil/iris = ptosis (paresis of CN III; weak levator muscle) lid turned away from eye is ectropion—could result in excess tearing (puncta pushed forward—cannot collect lacrimal secretions); lid turned inward is entropion—feels like foreign body sensation—increases risk for infec r/t corneal/conjunctival irritation; hordelum (sty) usually caused by staph; crusting on lids could indicate blepharitis (bac infection, seborrhea, rosacea, allergy; inability to fully close lids (logophthalmos) may cause drying and relate to thyroid, CN VII palsy, ptosis

· Advanced Assessment of the Eye

· Palpate lids for nodules; firm orbit may indicate glaucoma, hyperthyroid, retrobulbar tumor

· Conjunctive are inapparent, clear, and free of erythema; pt. looks up while you pull lid down; assess for erythema/ exudate  (cobblestoning = allergic or infectious conjunctivitis, bright red blood pooling w/ surrounding healthy tissue indicates subconjunctival hemorrhage); abnormal growth of conjunctive to cornea is pterygium, could interefere with vision is crosses pupil

· Evert lid on cotton-tipped applicator, assess for FB

· Cornea should be translucent with even light distribution when shined; clinking to cotton wisp assess CN V (decreases response could be herpes); arcus senile = lipid -- ring around cornea (< 40—assess for hyperlipidemia)

· Iris color should be same bilat; if not, assess for tumors, trauma, glaucoma Rx)

· Test pupils for consensual light reflex; swinging flashlight test assesses for retinal disease– shine light in one eye and rapidly swing to other eye– pupil should dilate and then quickly constrict as light enters other eye; accomodation often absent in syphilis or DM; assess size of pupils (should be 2mm, < is miosis caused by opioids/antigluacoma Rx; mydriasis if > 6mm, caused by coma, DM, ETOH, uremia, epilepsy, trauma)
· Advanced Assessment of the Eye

· Inspect lens for transparency and = distribution of light

· Inspect sclera for jaundice and for presence of senile hyaline plaque (normal gray discoloration due to aging)

· Assess lacrimal apparatus for enlargement—inspect tempral aspect of upper lid, evert if firm (seen in tumors, lymphoid infiltration, sarcoid Dz, and Sjogren syndrome)

· EOM:

· Controlled by CN III, IV, and VI

· Assess through all 6 cardinal eye gazes, ensure pt. doesn’t move head

· Assess for nystagmus

· Assess presence of sclera above iris moving finger from ceiling to floor; this lid lag could indicate thyroid eye Dz

· Test for corneal light reflex by shining light 30 cm in distance; pt. concentrates on distant object, observe for convergence of eyes

· Cover test: pt. focuses on an object, cover one eye with index card, remove card and assess if covered eye is focused on object (if not, esotropia—refer to ophthalmologist)

· External Eye Abnormalities

· Acute Purulent Conjunctivits

Subconjunctival Hemorrhage



· 

        Pterygium   



Circus Senilis

· Episcleritis: Inflammation of superficial layer of sclera—purplish elevation caused by Crohn’s, RA, or autoimmunity

· Corneal Ulcers: Erosions caused by bacteria/viral infec 

· Band Keratopathy: Deposition of Ca+ in superficial cornea—passes through cornea (seen in syphilis, hyperparathyroidism)

· Corneal Abrasion

· 
Slit lamp exam of the injured area may reveal diffuse corneal edema and epithelial disruption. 

· EOM Abnormalities

· Strabismus: Impairment in one of the EOMs or its nerve supply (paralytic) or intraocular pathology (non-paralytic—fails cover test) producing poor vision (infantile cataracts/retinoblastoma)
· Advanced Assessment of the Eye

· Ophthalmoscopic Examination:

· Inspect optic disc, arteries, veins, and retina

· Your R eye examines the pt.’s R eye (L:L)

· Start 12” away w/ lens on 0, move in medially, look for red reflex from retina

· Fundus (retina) background appears as yellow or reddish-pink background

· Move slowly and assess blood vessels next; if myopic, use - (red) lens, if hyperopic, use + (black)—should branch from optic disc—follow vessels, noting venous pulsations (normal), crossing of arterioles and venules

· Move into disc– should be yellow (darker in darker-skinned people) w/ sharp and defined borders; describe disc in clock format (ex—tortuosity of blood vessels at 2 o’clock)

· Fovea centralis (macula) should be 2 disc diameters temporal to the disc—pt. looks directly at light, should be an absence of blood vessels

· Advanced Assessment of the Eye

· Retinal Structures

· Advanced Assessment of the Eye

· Infants:

· Difficult due to tight shutting/crying; assess for symmetry of eyes (small or asymmetrical size) and eye structures (lids for swelling, epicanthal folds, and position—draw imaginary line from medial to outer canthus, if outer above medial, mongolian slant, if below, antimongolian slant), EOMs, presence of light reflex

· Prominent epicanthal folds in non-Asians consistent w/ trisomy 21

· Sunsetting sign is normally present in newborns (quickly place infant from upright to supine position and assess for exposure of sclera above iris; if present in infants, suspect hydrocephalus or brainstem lesion

· Look for wide-spacing between eyes (hypertelorism)—associated w/ MR or craniofacial defects

· Pseudostrabismus occurs with prominent epicanthal folds (Asians/Native Americans) disappears by age 1 (real strabismus seen with asymmetric light reflex)

· Enlarged corneas may be a sign of congenital glaucoma

· Any redness, hemorrhage, DC or granular appearance of lids may indicate infec, allergy, or trauma

· Keyhole (coloboma) pupil often seen with congenital anomalies 

· Brushfield spots (white specks around circumference of iris) strongly indicates trisomy 21

· Ophthalmoscopic exam deferred to ophthalmologist until 6 mos; interruption of red reflex may indicate congenital cataracts, retinoblastoma, or serious pathology

· Advanced Assessment of the Eye

· Children:

· Test using Snellan E game at age 3

· Assess by watching the child stack, build, and place one object inside of another; 

· 3 (< 20/50); 4 (< 20/40); 5 (<20/30); 6 (20/20)

· 2 line difference between eyes may indicate amblyopia

· Pregnant Women:

· Retinal exam can help differentiate between chronic/PIH

· Tortuosity, angiosclerosis, hemorrhage, exudate in chronic HTN

· PIH indicated by segmental arteriolar narrowing w/ wet, glistening appearance (edema); DO NOT PROVIDE MYDRIATICS!!!

· Eye Abnormalities: Retinal

· Myelinated Retinal Nerve Fibers:

· White area w/ soft, ill-defined peripheral margins, usually continuous w/ optic disc

· Absence of pigment, feathery margins, full visual fields differentiates this from chorioretinitis

· Nerve fiber layer is on the innermost surface of the retina and vessels lie deeper in the retina

· Myelinated nerve fibers obscure areas of blood vessels, particularly inferiorly

· NO PHYSIOLOGIC SIGNIFICANCE

· Eye Abnormalities: Retinal

· Papilledema

· Central vessels are pushed forward; veins are markedly dilated; venous pulsations not visible and cannot be induced by pressure on globe; venous hemorrhages may occur

· Loss of definition of the optic disc margin, first obscuring superiorly and inferiorly, then nasally and temporally; initially vision not affected

· Etiology: 

· 
Increased ICP
· Eye Abnormalities: Retinal

· Glaucomatous Optic Nerve Head Cupping:

· Physiologic disc margins are raised with a lowered central area in which vessels may disappear over the edge of the disc; look for asymmetry in cupping between  OD: OS

· Increased intraocular pressure leads to loss of nerve fibers with death of ganglion cells; impairment of the blood supply ultimately leads to optic nerve atrophy, making optic disc much whiter

· Etiology: Increased intraocular pressure: Glaucoma (assess IOP w/ Tonometer)

· Eye Abnormalities: Retinal

· Cotton Wool Spot:

· Ill-defined, yellow areas caused by infarction of the nerve layer of the retina

· Etiology: Vessel destruction r/t HTN and DM

· Eye Abnormalities: Retinal

· Drusen Bodies: Small, discrete spots that are more yellow than retina—caused by possible macular degeneration with possible spillage of fluid in macular area

· Amsler grid used to confirm drusen bodies
· Eye Abnormalities: Retinal

· Retinal Hemorrhages:

· Leakage of blood from microaneurism, HTN, glaucoma, or DM-related damage; suspect abuse if in infant/child

· Eye Abnormalities: Retinal

· Optic Atrophy: Results from death of nerve fibers and myelin sheaths; loss of central and/or peripheral vision—disc appears stark white

· Eye Abnormalities: Retinal

· Diabetic Retinopathy: Dot hemorrhages or microaneurysms w/ hard (lipid deposit)/soft exudates (nerve layer infarction)

· Eye Abnormalities: Retinal

· Lipemia Retinalis: Vessels become pure white as a result of triglycerides > 20000 mg/dl

· Eye Abnormalities: Retinal

· Retinitis Pigmentosa: Autosomal condition causing night blindness and loss of peripheral vision; waxy pallor (A) and bone spicule pigmentation (B) results

· CMV Infection: “Pizza pie” appearance to retina; hemorrhage, exudates, necrosis (HIV)
· Eye Abnormalities: Retinal

· Choroidal Nevus: Pigmented lesions of the choroid beneath retina—assess for melanoma

· Retinoblastoma: Affects infants < 2; CA of retina—be suspicious when white replaces red reflex A) before Tx; B) after Tx

· Retinopathy of Prematurity: Vessels straightened and pulled temporally; leads to retinal detachment, blindness, and glaucoma

____________________________________________________________________

· Advanced Assessment: ENT

· Anatomy and Physiology:

· Ears and Hearing:

· External ear includes auricle (pinna) and canal (protected by cerumen)

· Middle ear includes ossicles (malleus, incus, stapes) which transmit sound from TM to inner ear; TM is translucent, permitting visualization of middle ear cavity malleus (light reflex); separated from oropharynx via eustachian tube (equalizes pressure when swallowing, yawning, sneezing)

· Inner ear is labyrinth, consisting of vestibule, semicircular canals (both maintain balance), and cochlea (transmits sound to CN VIII via endolymph and Organ of Corti)
· Advanced Assessment: ENT

· Nose, Nasopharynx, and Sinuses:

· Frontal/ maxillary bones form bridge of nose

· Floor of nose formed by soft palate; roof by frontal and sphenoid

· Cavities of nose lined by turbinates, called vestibules

· Kiesselbach’s plexus—small patch of arteries on anterior septum—frequent site of epistaxis

· Paranasal sinuses: air-filled, paired extensions of the nasal cavities in the skull; only maxillary and frontal accessible for exam

· Mouth and Oropharynx:

· Oral cavity divided by mouth and vestibule (space between teeth and buccal mucosa)

· Adults with 32 teeth

· Advanced Assessment: ENT

· Infants, Pregnant Women, and Older Adults:

· Insult during the 1st trimester most detrimental to hearing development

· Eustachian tube is shorter in children (pull pinna down), making children more susceptible to infection from nasopharyngeal secretions

· Sinuses fully developed by adolescence; but large enough for possible infection in childhood

· Eruption of permanent teeth occurs at 6 and is completed by 14-15

· Increased estrogen of pregnancy causes engorgement of the capillaries of the nose, pharynx, and eustachian tube, which leads to nasal stuffiness, decreased olfaction, epistaxis, fullness in ears, impaired hearing; laryngeal vocalization changes also occur

· Hearing deteriorates w/ degeneration of organ of Corti (stria vascularis, which secrete endolymph begin to die) > 50 and from bone deposition on ossicles (sensorineural loss w/ high frequency loss 1st then lower)

· Olfaction begins to decline after 60 due to death of neurons; taste after 50 due to dec salivation and taste bud cells

· Nose, lips and cheeks become more prominent due to continued cartilage growth; tongue and detention changes lead to diet changes

· Advanced Assessment: ENT

· Review of Related Hx:

· Hx of Present Illness:

· Vertigo/Dizziness: time of onset (time of day), duration of attacks, circumstance of the attacks, past attacks; description (to and from rotary movt—room moving around pt. or pt. rotating); change of sensation with turning over in bed or head turning (any position better); associated symptoms (N/V, presence/absence of tinnitus, hearing loss, diplopia, or sensation of fullness in ear); unsteadiness, loss of balance, falling; Rx (ototoxic agents—aminoglycosides, gentamicin, streptomycin, SSA, ethacrynic acid, Lasix®-- Na+ retaining meds such as corticosteroids, other Rx/nonRx, complementary Tx)

· Earache: onset, duration, pain, fever, DC (waxy, serous, mucoid, purulent, sanginous), association with pressure (diving/flying); concurrent URI, frequent swimming, trauma to the head, related c/o mouth, teeth, sinuses, throat, TMJ; associated symptoms (reduced hearing, tinnitus, vertigo); methods of ear cleaning/ problems w/ cerumen impaction; Rx (ATBx, ear gtts (acetic acid, Auraglan, topical steroids, cerumen softeners)

· Hearing loss: (1 or both ears); onset (may indicate vascular disruption), over a few hrs or days (may indicate viral infec), slow/gradual; repeated Hx of cerumen impaction; Quality (hears best on telephone, in quiet or noisy environment; all sounds reduced or particular ones garbled; inability to discriminate words, soft or loud speech better; articulation of speech sounds); management (hearing aids– when worn, battery change frequency, lip reading, sign language used); ototoxic Rx (see above)

· Advanced Assessment: ENT

· Nasal DC: Character (watery, mucoid, purulent, crusty bloody); odor, amt., duration, uni/bilater; associated symptoms (sneezing, congestion, pruritis, habitual sniffing, nasal obstruction, mouth breathing, halitosis, conjunctival burning/pruritis); seasonality of symptoms: allergy or concurrent URI, frequency of occurrence; tenderness of sinuses, PND, daytime cough, face pain/HA; Rx (nose gtts or sprays, antihistamines, decongestants, complementary Tx)

· Snoring: Change in snoring pattern, c/o snoring loudness by partner, periods of apnea; daytime fatigue (associated w/ OSA); Rx (non/script; complementary Tx)

· Epistaxis: Frequency, amt., nasal obstruction, Tx, difficulty of Tx, difficulty in bleeding control); predisposing factors (concurrent URI, dry heat, nose picking, forceful blowing, trauma, allergies); site of bleeding (uni/bilateral, alternating sides); Rx (non/script/complementary Tx)

· Dental Problems: Pain (w/ chewing, localized to tooth or entire jaw, severity, interference w/ eating, foods non longer eaten, tooth grinding—assoc. w/ TMJ problems) swollen or bleeding gums, mouth ulcers, tooth loss; dentures or appliances (snugness of fit, areas of irritation, length of time worn daily); malocclusion (difficulty chewing, extractions, previous orthodontic work); Rx (phenytoin, cyclosporine, Ca+ channel blockers, mouth rinses)

· Advanced Assessment: ENT

· Mouth lesions: intermittent or constant, duration, painful pr painless, excessive dryness, halitosis; associated w/ stress, foods, fatigue, tobacco use, ETOG, dentures; variations in tongue character (swelling, geography, size, colors, coating, ulceration, difficulty moving tongue); lesions on other body parts (vagina, urethra, anus); Rx (mouth rinses)

· Sinus pain: fever, malaise, HA maxillary toothache, eye pain; nasal congestion, colored nasal DC; pain (tenderness or pressure over sinuses, pain increases when bending forward); Rx (change in symptoms w/ use of decongestants)

· Sore throat: pain w/ swallowing, associated w/ URI, exposure to strept. or gonorrhea, PND, mouth breathing, fever; exposure to dry heat, smoke, fumes; hoarseness of voice (overuse, GERD, clearing throat frequently); Rx (ATBx, non-Rx lozenges/sprays)

· Difficulty swallowing: solids, liquids, both; tightness (“catching””), substernal fullness, regurgitation; drooling; asp. when swallowing; swallowed liquids coming out of nose
· Advanced Assessment: ENT

· Past Medical Hx: systemic Dz (HTN, CV Dz, DM, nephritis, bleeding disorders, GI Dz, reflux esophagitis); ear (frequent ear problems during childhood—surgery, labyrithitis, ATBx use, dosage and duration) nose (trauma, surgery, chronic epistaxis); throat (frequent strept. infec, tonsillectomy, adenectomy)

· Family Hx: Hearing problems/loss, Meniere Dz; allergies; heridtary renal Dz

· Personal and Social Hx: environmental hazards (exposure to loud, continuous noise—factory, airport, playing in a band—types of protective hearing devices used (assoc. w/ hearing loss); nutrition (excessive sugar intake, foods eaten (assoc. w/ caries); oral care patterns (tooth brushing and flossing, last visit to DMD, current condition of teeth—braces, bridges, crowns, mouth guard use); tobacco use (pipe, cigarettes, cigars, smokeless, amt./# of pack-years—assoc. w/ oral CA); ETOH, intranasal use of cocaine

· Infants and Children: prenatal (infections during preg, irradiation, ETOH and drugs abuse, HTN, Rh compatibility, DM); prematurity (birth wt. < 150g, anoxia, ototoxic ATBx); erythroblastosis (bilirubin > 20mg/100 ml serum); infection (meningitis, encephalitis, chronic otitis media, unilateral mumps, congential syphilis); breast-feeding (tobacco exposure, childcare—associated w/ otitis media); congenital defect (cleft palate, craniofacial abnormality, snoring); playing with small objects (FB in nose/ear); behaviors indicating hearing loss (no reaction to loud noises, no babbling > 4 mos of age, no speech/communication > 15 mos); dental care (fluroide, goes to sleep w/ bottle/juice; age of teeth eruption w/ # of teeth present/pacifier use)

· Pregnant Women: Weeks of gestation/postpartum; presence of eymptoms before pregnancy; acompanying symptoms assoc w/ pathology; pattern of dental care; exposure to infection

· Older Adults: Hearing loss interfering w/ daily life; physical disability interfeering w/ oral care, problems operating hearing aid; deterioration of teeth/extractions/difficulty chewing;dry mouth (xerostomia); Rx (decreasing salivation, anticholinergics, diuretics, anti-HTNive, antihistamines, antispasmodics, antidepressants, tranquilizers, ototoxic agents
· Advanced Assessment: ENT

· Ears and Hearing: 

· External Ear:

· Inspect auricles and medial surfaces for size, shape, symmetry, landmarks, color, and head position

· Assess moles, cysts, lesions VERY closely for CA

· Blue auricles = cyanosis; excessive erythema/pallor = vasomotor instability

· Tophi—small uric acid crystals = gout; cauliflower ear w/ blunt trauma/necrosis

· Draw imaginary line from canthus to occiput; auricle at or above line

· Assess any DC: purulent indicates infec or FB; sanginous otorrhea consistent w/ posterior basilar skull Fx

· Palpate auricles/mastoid for tendeeness, edema, or nodules

· Otoscopic Examination:

· Select largest comfortable speculum; tilt pt. head towards opposite shoulder, pull pinna gently (< 2) and gently insert—inspect to TM, noting DC, scaling, erythrema, lesions, FB, cerumen

· Should appear pink w/ minimal cerumen, hair to outer 3rd of canal; inspec TM for landmarks (ossicles), color (pearly gray), contour (conical w/ concavity at umbo), and perforation; umbo, handle of malleus, and light reflex are expected; further assess if light reflex distorted—no fluttering w/ use of pneumatic attachment in perforation/tympanostomy tubes

· Abnormal Presentations: TM

· Cerumen Impaction
Bulging TM
Perf TM

·       Healed Perf TM

Tympanostomy Tube

· Advanced Assessment: ENT

· Hearing Evaluation:

· Whisper (softly—exhale 1st) combo of letters/ # (A, 2, D) 1-2 feet away from pt; ask pt to repeat (assess AD/AS/AU)

· Advanced Assessment: ENT

· Nose, Nasopharynx, and Sinuses

· External Nose:

· Inspect nose for deviation, shape, color, size, and symmetry; columella should be directly midline; assess DC for character (watery, mucoid, purulent, crusty, or bloody); bilat watery DC w/ sneezing = allergies; rhinorrhea s/p trauma could be cribiform plate of anterior basilar skull Fx; bilateral mucoid and purulent DC consistent w/ URI; unilateral foul-smelling green DC consistent w/ FB

· Nasal structures should feel firm and stable to palpation

· Nasal Cavity:

· Careful to not let speculum touch septum (painful); inspect for color, DC, masses, lesions, and edema of turbinates; inspect septum for alignment, perforation, bleeding, and crusting—color should be deep pink; bluish gray, edematous, boggy turbinates = allergy; asymmetry in posterior nasal cavities could indiate deviation of septum

· Sinuses: Swelling, tenderness (tap) or pain indicates infec/obs

· Abnormal Presentations: Nose

·            Nasal Polyp


Septal Deviation

· Mouth and Oropharynx:

· Lips:

· W/ closed, inspect and palpate for symmetry, color, edema, and surface abnormality; assess vermillion border for lesions; dry, cracked lips (cheilitis) caused by wind chapping/dehydration; deep fissures at corners of mouth (cheiliosis) could indicate riboflavin deficiency; edema may be caused by infection; angioedema may indicate allergy; lesions, plaques, vesicles, nodules, and ulcerations may be infec, irradiation, or skin CA

· Pallor assoc w/ anemia; circumoral pallor assoc w/ scarlet fever; bluish purple lips are cyanotic; cherry red assoc w/ CO poisoning

· Buccal Mucosa, Teeth, and Gums:

· Test CN VII by having the pt clench jaw; mucous membranes of the mouth should be pink, smooth, moist; assess Stensen duct for small stones/exudate—red spot indicated mumps; deeply pigmented mucosa may indicate endorcine pathology—thickened white patch that won’t clear may be leukoplakia (pre-CA); palpate gloves for lesions, induration, thickening, or masses; enlargement occurs w/ dilantin, pregnancy, puberty, leukemia

· Advanced Assessment: ENT

· Oral Cavity:

· Inspect tongue—have pt. extend tongue and inspect for deviation, tremor, and limitation of movt; tongue should be midline without fasiculations—deviation to one side indicates atrophy/ CN XII impairment; geographic tongue w/ superficial denuded circles or irregular areas exposing papillae; smooth red w/ slick appearance = B12 deficiency; use gauze and assess both sides of the tongue, assess for lumps, modules, or ulcerations

· Any ulcer, nodule, or thickened white patch on lat/vent surface suggestive of CA; torus palatinus normal; push down tongue w/ depressor and have pt say “ah”—assess for symmetry in movt (CN IX/X)

· Assess peritonsilar areas for abscess; yellowish mucoid film to orpharynx indicates PND, grayish membrane w/ diphtheria; gag assesses CN IX and X

· Abnormal Presentations: Oral Cavity

· L Hypoglossal Paralysis

· Oropharyngeal Abnormalities

· Advanced Assessment: ENT

· Additional Procedures: Romberg Test and Nylen-Barany Test (supine pt. w/ head hyperextended– have pt. turn head to one side and assess for nystagmus)

· An opaque or dull response to transillumination indicates secretion filling or underdevelopment

· Advanced Assessment: ENT

· Infants:

· Ears: 

· Poorly shaped/auricles below imaginary line indicates renal/congenital disorder

· Premature auricles may be flattened with limited incurving of upper auricle

· Newborn’s auditory canal often obstructed by vernix; expect TM to be dull, pink, or red (grays after 1 month of life); assess infant’s response to loud noise/clapping

· Nose and Sinuses:

· Only minimal movt of nares w/ breathing; saddle-shaped, short small nose may indicate congenital anomaly; clear fluid in nose normal if infant crying; if suspect occlusion, pass catheter into choana (opening in back of nose), assess patency

· Mouth:

· Lips should have no cleft; circumoral cyanosis shortly after birth normal; don’t use depressor to examine mouth; scrape white patching for candidiasis vs. milk deposit; frequent secretion pooling should alert for esophageal atresia; excessive drooling > 12 mos should be investigated for neuro deficit; macroglossia is assoc w/ congenital hypothyroid; narrow, flat palate roof or high-arched palate is assoc w/ congenital anomaly—interferes w/ feeding; assess sucking reflex
· Abnormal Presentations: Infants’ Mouth

· Advanced Assessment: ENT

· Children:

· Postpone otoscopic/oral exam last

· Place child on parent’s lap– parent holds hands down and holds tilted head backwards 
· Advanced Assessment: ENT

· Ears:

· Pull pinna down and back to visualize TM; erythema expected if child has been crying (use pneumatic device—no movt. w/ disease); assess reaction to noisemakers out of child’s view; Webber/Rhinne > 3-4 years

· Nose and Sinuses:

· Transverse crease at juncture of cartilage and bone of nose could be from repeated upward wiping

· Maxillary sinuses palpated by 4 years; frontal > 5-6

· Mouth:

· Flattened edges on teeth may indicate bruxism (grinding)

· Multiple brown areas or caries on upper/lower incisors may be “baby bottle syndrome”; gray black teeth may be pulp decay or Fe therapy; TCN leads to mottling; Koplik spots, white specks w/ a red back on buccal mucosa is rubeola (w/ fever, coryza, and cough)

· Pregnant Women: 

· Erythema in nose and pharynx of preg woman normal from inc vascularization of resp tract w/ inc secretion of mucus (estrogen); epistaxis can occur; TM may have inc vacularity, be retracted, or bulging w/ serous fluid; gums may be reddened, swollen, and spongy; inc URI/sinusitis also common

· Advanced Assessment: ENT

· Older Adults:

· Ears and Hearing:

· Assess opening for mold/ irritation from hearing aids

· Landmarks on TM more pronounced due to sclerosis

· Presbycusis (sensorineural loss w/ age)

· Conductive loss w/ otosclerosis and cerumen impaction

· Nose:

· Nasal mucosa may be dryer, less glistening, w/ inc wiry hair in vestibule

· Mouth:

· Buccal mucosa is thinner, less vascular, less shiny; tongue may be fissured w/ varicose veins on ventral surface; Xerostomia—dry mouth caused by Rx, RA, scleroderma, polymyositis, or Sjogren Syndrome

· Differential Dx: Ears
· Abnormal Presentations: Ears

· Acute Otitis Media: Abrupt s/s of middle ear inflammation & middle ear effusion; erythema of TM; distinct otalgia interfering w/ sleep/normal activity

· Cholesteatoma: White, greasy flakes of debris in posterior-superior middle ear; foul-smelling DC; progressive hearing loss, sesnation of fullness, tinnitus, vertigo

· Otosclerosis: Irregular ossification of in bony labyrinth—can lead to mixed loss

· Meneiere Dz: Sensorineural loss w/ severe attacks of vertigo, tinnitus, and loss

· Labyrithitis: Usually accompanies w/ URI; could be w/ otitis media/meningitis

· Abnormal Presentations: Nose, Sinuses, Oropharynx

· Sinusitis: May be from viral infec, URI, dental infec, allergies, structural defect; URI that worsens over 5 days, persists > 10 days, more sever than typical URI; strongest predictor is 1) maxillary TA; 2) purulent nasal DC; 3) dull transillumination; 4) poor response to decongestants; 5) colored nasal DC

· Cocaine Abuse: scabs on nasal mucosa; decreased perceptions of taste/smell; septal perforation

· Tonsillitis: Inflammation of tonsils typically from strept. Symptoms are sore throat, referred pain to ears, dysphagia, fever, fetid breath, malaise

· Peritonsillar Abscess: Dysphagia, drooling, severe sore throat w/ pain radiating to ear, muffled voice, malaise, and fever

· Abnormal Presentations: Nose, Sinuses, Oropharynx

· Oral CA: Typically presents w/ ulcerative lesion that won’t heal , white or pigmented; painless at 1st then painful w/ ulceration (assess cervical nodes)

· Sleep apnea: Muscles of naso/oropharynx relax during sleep w/ severe snoring and breathing pauses; obese w/  excessive daytime fatigue and AM HAs

· Abnormal Presentations: Infants/ Children

· Cleft Palate/Lip: Congenital malformation—maxillary bones do not fuse– long-term problems include hearing loss, otitis media, dysarticula, feeding problems, cosmetic defects

· Retropharyngeal Abscess: PEDIATRIC EMERGENCY; infec of retropharyngeal nodes, edema w/ communication—RESP DISTRESS
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