Making Sense of Minor Specialities

There is no such thing as a “minor speciality” in primary care, but it is the accepted name for eyes, ears and skins that we use. We have the whole afternoon this coming week to look at these topics, and at the end we (Will and I) hope to have improved your strategy for dealing with the myriad of issues that they can raise.

Could you do 2 things before you come? First read these three articles, the first two are serious the third plainly not (but maybe the most informative?). Secondly keep an eye out for examples of “minor speciality” problems. 
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What you should do


A young man comes to you with a history of rapid onset redness in his right eye, accompanied by some watering. Physical examination shows hyperaemic conjunctiva but no preauricular node. 
What issues you should cover 
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What issues you should...

What you should do


Patients presenting with a red eye can pose a diagnostic challenge. Occasionally there is a serious risk of complications if it is treated incorrectly. A good history, with attention to pertinent negative signs, is essential. You must decide whether the condition is treatable or whether he needs referral to a specialist. 
History
Was the development of redness gradual or sudden? What are the associated symptoms? Does he have discharge (mucopurulent or stringy), itchiness, or a family history of atopy, or is it spring or summer? (All indicate an allergy.) Is there swelling or watering? Does he have photophobia? Is he experiencing ocular pain? If so, assess its quality. Scratchy, well defined pain indicates a corneal problem, whereas a dull, deeper pain usually indicates a more serious condition (such as acute angle closure glaucoma, iritis, or scleritis). Is his vision blurred? Any change in visual acuity is potentially serious. 
Examination
Your equipment should include a light source (for inspecting the pupils), a Snellen's chart (a simple visual acuity test), a funduscope, and fluorescein (to check for abrasions). Begin with a general inspection: does the patient look unwell? You must assess the entire eye area, including brows and eyelids. 
	Conditions requiring referral to an ophthalmologist 

Scleritis 

Severe pain, tenderness. Examination may show bluish red discolouration. It is associated with autoimmune illnesses, including rheumatoid arthritis. 

Uveitis 

Sudden onset pain, photophobia, blurred vision. Examination shows circumcorneal congestion, tenderness on palpation, and meiotic pupil. Tonometry will often show decreased pressure; a slit lamp examination is needed to show flare. 

Acute angle closure glaucoma 

Severe ocular pain and decreased vision, and the patient sees coloured haloes around lights. Alternatively, there may be little ocular pain but severe headache and nausea or vomiting. Examination shows a fixed, mid-dilated pupil and cloudy cornea, and tonometry shows raised intraocular pressure. 

Keratitis (infectious) 

Ocular pain, redness, decreased vision. Is often secondary to trauma or wearing of contact lenses. Examination shows a white lesion (ulcer), although slit lamp examination and fluorescein staining are needed to show herpetic ulcer. 



	


	Useful reading 

International Council of Ophthalmology. ICO international clinical guidelines: conjunctivitis (initial evaluation). 

www.icoph.org/guide/guidecon.html 

Goldberg S. Ophthalmology made ridiculously simple. 2nd ed. Miami: MedMaster, 2001 



	


Possible causes
The symptoms of blepharitis, when it is staphylococcal, are lash matting, crusting, or loss of lashes; when it is seborrhoeic there will be accompanying scalp and ear manifestations. Gland infections (a hordeolum or stye) can show as a boil-like lesion on the lid or, more chronically, rubbery non-tender swelling (chalazion) that is less responsive to compresses. Conjunctival conditions are associated with redness and discharge. Bacterial causes are characterised by purulent discharge. Sudden onset hyperaemia and preauricular node often indicate viral conjunctivitis. Allergic conjunctivitis is easily diagnosed by itchiness and a history of atopy and a particularly watery and stringy discharge. Usually both eyes are affected. 
Subconjunctival haemorrhage may be traced to a history of trauma or cough or so on, but often no cause is found. Examination shows a continuous patch of redness that isn't painful. The symptoms of episcleritis are mild irritation and photophobia, and examination shows a sector area of hyperaemia or diffuse redness in episcleral vessels. Both these conditions are self limiting. 
What you should do 
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What you should do
· Your most important task is to detect potentially serious ocular presentations for immediate referral of the patient to an ophthalmologist and treatment. Conditions requiring referral to an ophthalmologist are orbital cellulitis, hyphaema, scleritis, iritis or uveitis, acute angle closure glaucoma, and corneal abrasions (unless very superficial). 
· Use caution when prescribing steroids: you should exclude the possibility of herpetic keratitis. 
· Ocular pain and change in vision are two extremely specific warning signs of eye pathology, and unless you are absolutely certain of a benign diagnosis you must refer him for ophthalmological assessment if he has these. 


This is part of a series of occasional articles on common problems in primary care 
The series is edited by general practitioners Ann McPherson and Deborah Waller (ann.mcpherson@dphpc.ox.ac.uk [image: image11.png]


) 
Childhood eczema 
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What you should do


A 9 month old infant presents with his mother with a three month history of dry, red, itchy rash, initially on the face and extensor surfaces of limbs but now affecting flexor surfaces too. 
What issues you should cover 
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What issues you should...

What you should do


· Is this really eczema? (see box). 
· What impact are symptoms having? 
· Is the baby distressed by itching? Is this keeping him awake, and what is the effect on the family? 
· What have they tried? 
Eczema is a visible, distressing condition, and parents may already have received an abundance of conflicting advice. They may have tried over the counter preparations, dietary exclusions, or alternative therapies. 
What you should do 
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What you should do
Confirm the diagnosis by thorough examination and exclude secondary infection. 
Drug treatment—Prescribe an emollient in sufficient quantities. (Infants require 250 g per week, to be applied twice daily.) Advise that several different products may be tried before the most suitable is found. In general, greasy ointments are preferable for dry skin or at night, and creams are preferable for inflamed areas and during the day. Prescribe a bath additive or soap substitute, or both. Because the skin is very inflamed, prescribe a mild topical steroid (such as hydrocortisone 1% ointment). Emphasise that this is for short term, intermittent use and should be avoided near the eyes. Once daily administration, rather than twice daily, is recommended as a first step. There is no evidence for prescribing combinations of topical steroids and antimicrobials over steroids alone. Exudate or crusting suggests secondary bacterial infection, and topical antibiotics should be started, with consideration of local resistance. Systemic antibiotics may be needed in more severe cases or if topical treatment is ineffective. Consider swabs if adequate antimicrobial therapy seems ineffective. Herpetic vesicles suggest the rare but dangerous condition of eczema herpeticum, which should be referred urgently by phone. If sleep disruption is a problem, consider short term treatment with an antihistamine, such as hydroxyzine. Evening primrose oil is ineffective in eczema. 
	Diagnostic criteria for atopic eczema 

Must have itchy skin condition (or report of scratching or rubbing in a child), plus three or more of the following: 

· History of itchiness of flexor surfaces or around the neck (or the cheeks in children under 4 years)

· Visible flexural eczema (or eczema affecting the cheeks or forehead and outer limbs in children under 4 years)

· History of asthma or hay fever (or history of atopic disease in a first degree relative in children under 4 years)

· General dry skin in the past year

· Onset in the first two years of life (not always diagnostic in children under 4 years)



	


	Useful reading 

www.eczema.org—National Eczema Society, which also provides leaflets 

British National Formulary (www.bnf.org)—advice on emollients (section 13.2) and on the potency of different steroid preparations (section 13.4) 

McHenry P, Williams H, Bingham E. Fortnightly review: management of atopic eczema. BMJ 1995;310: 843-7.[Abstract/Free Full Text] 

Hoare C, Li Wan Po A, Williams H. Systematic review of treatments for atopic eczema. Health and Technology Assessment 2000;4: 1-191. 

Smethurst D, Macfarlane S. Atopic eczema. Clinical Evidence 2003;9: 1785-803. 



	


Preventive treatment—Emphasise commonsense approaches such as avoiding soap, biological washing detergents, shampoo, or bubble baths; keeping nails short; and avoiding wool or nylon clothing (advise cotton instead). Some parents may wish to reduce environmental allergens such as house dust mite and pet dander, although there is insufficient evidence at present to recommend this. Food allergy is a relatively uncommon cause of atopic eczema, occurring in perhaps 10% of infants. Egg and milk are the commonest allergens and should be considered if severe eczema persists despite adequate treatment, in which case dietetic advice should be sought. Eczema alone is not a reason to avoid vaccination. 
Follow-up—Acknowledge parental concerns. To prevent flare-ups, encourage continuation of emollients even when eczema has cleared. Reassure the parent that hydrocortisone 1% is a weak steroid and advise that intermittent use will probably be necessary. Advise that treatment cannot cure but should improve symptoms. About 75% of children outgrow their eczema by their early teens. Encourage re-attendance, to ensure adequate explanation and education; it is essential if regular topical steroids are required. Involvement of a member of the primary care team such as a health visitor or practice nurse with appropriate training in dermatology would be useful. Give written information. Referral to dermatology at first presentation is probably unnecessary unless there is diagnostic uncertainty or treatment failure or if the impact of the eczema is severe. 


This is part of a series of occasional articles on common problems in primary care 
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) 
Adventures in otology 

Druin Burch
Iasked my medical colleagues, but they were unsympathetic. I asked the ward nurses but they said they hadn't done the training course in ear syringing. I went to the emergency department where the kind sister speculatively gouged at the wax with a sharp surgical instrument until I yelped and the blood started to trickle out. I went back to my physician colleagues and asked them again. They looked nervous and shuffled away.

It was on a coach that the educational aspects of my affliction first appeared. I had fallen asleep against the glass window and woke in alarm, trying to remember which way round Rinne's and Weber's tests went. Mentally I waved a tuning fork in the air in front of me and put it to my imaginary forehead. It was no use. I still could not remember. But, with my head resting on the window of the coach, I knew that I was experiencing one or other of them. The engine's vibrations went directly to my deaf ear. What relief—it was conductive deafness after all. (Until that moment the spectre of a malignant disease had never occurred to me but, sleepy as I was, my mental capacities were sufficient for a bit of retrospective hypochondria.)

Soon I took my next inadvertent steps into the world of otological tests. As a medical student I had read about putting water of different temperatures into ears in order to diagnose death reliably, but as a doctor it was not a technique I had ever attempted. (My confirmation of death rests largely on a polite enquiry to the possible corpse.) But my time had come to experience the caloric tests in all their glory. I sequestered myself in a bathroom and unwrapped my sterile syringe. Full of optimism I filled it from the tap and vigorously squirted. In alarming fashion the explosion of water began in the area of my ear and then cascaded downwards, covering my shirt and trousers. I gave my ear a vicious tug and tried to aim the syringe a little better, almost impaling my eardrum as a result. A few refills, a few more squirts, and suddenly the room was spinning alarmingly. The world had begun to suffer from nystagmus. Desperate and stubborn, feeling too young to spend the rest of my life in the hushed silence of deafness, I continued to fill up my syringe and to squirt. The water from the tap gradually went from cold to hot. The room started to spin in the other direction. The nurses, who had seen me furtively enter the toilet with a large syringe, now witnessed me stumble out again in drenched disarray. Unable to walk straight—but as deaf as ever—I made my ataxic way back along the ward.



Click to enlarge image

A week later I cornered a friendly ear-nose-throat colleague and begged a professional favour. I was strangely gratified at his horror over the impacted contents of my ear—it is satisfying when one manages to impress a doctor with the extremity of one's condition. A half-hour of painful suction and my hearing returned. It vanished again a week later with the abrupt early morning onset of excruciating otitis externa. This time the ear-nose-throat surgeon on-call was not one I knew and so I bleeped him nervously. In full English fashion I opened with an apology and followed by playing down my symptoms. It took a physician friend yelling in the background (“He can't sleep for the pain!”) to get him to agree to see me that Sunday afternoon. I lay there awkwardly in the treatment room, hoping my cardiac arrest bleep wouldn't go off. He leaned forward disdainfully to peer into my ear. “Bloody hell!” he exclaimed, growing interested all of a sudden. If a crash call came while he was suctioning out the pus, I didn't hear it.

