Question 1

This child presents with a painful right eye, pyrexia and inability to 
move the eye on examination.  
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What is the diagnosis?

Orbital cellulitis.

Name 2 possible causative organisms.

Since invasive H. influenza infection has been all but eradicated by immunisation, S. aureus and Strep. pneumoniae are the commonest pathogens.

What is the likely source of infection?

It is usually caused by spread from the sinuses (ethmoidal or para-nasal) but may arise from local trauma (e.g. bites, foreign body) or haematological spread. 

List 3 complications.

i)
Cavernous sinus thrombosis.

ii)
Cerebral abscess.

iii)
Optic nerve compression leading to loss of vision.

Describe your management.

Patients should be admitted under joint care of paeds./ ENT/ eyes.

Antibiotics – IV flucloxacillin and metronidazole. Essential investigation is CT scan of orbit and sinuses.

Question 2
A fifty six year old woman presents to the ED complaining of extreme nausea, and an abnormal gait. Every time she tries to sit up, her symptoms get worse.

1. Give three features on clinical examination which would help to distinguish a central from a peripheral cause of her vertigo.

i) vertical nystagmus/not reduced by fixing gaze(central) vs. rotary/horizontalnystagmus (peripheral)
ii) UMN signs/cranial nerve palsies (central)
iii) cerebellar signs (central)
2. You decide that her vertigo has a peripheral cause. Give two differential diagnoses.

i) BPPV
ii) Meniere’s disease

labyrinthitis, vestibular neuronitis, schwannoma, ototoxicity, Ramsay-Hunt syndrome

3. Give the name of a diagnostic test to determine between the two of these, and describe how to carry it out.

Hallpike test – turn head 30-40 degrees in direction being tested, keep eyes open, rapidly lie down with neck hyperextended approx 20 degrees – onset nystagmus within 20-40 seconds indicates positive test
Question 3 

A homeless man presents with a dental abscess. You are concerned about developing infraorbital cellulitis 

a. What antibiotics would you give this patient and why? (2 marks)
· Cover mixed aerobic & anaerobic microbes, eg. Gp A B-haemolytic strep, step viridans, strep mutans, bacteroides, peptostreptococcus

· Amoxicillin (30% resistance)

· Co-amoxiclav

· Metronidazole

· Clindamycin

b. What anatomical spaces are involved in Ludwig’s angina (2 marks)

- submandibular and sublingual, usually bilateral

c. How can Ludwig’s angina cause airway obstruction? What anatomical factors allow this? 

· usually develops from infection roots 2nd/3rd molars

· direct access into submaxillary space

· infection spreads rapidly along facial planes

· inflammation in suprahyoid region results in elevation of tongue pushing it backwards

· contiguously spreads to involve epiglottis, sublingual, pharyngomaxillary and retropharyngeal spaces – encircles the airway

d. Give clinical features of cavernous sinus thrombosis (4 marks)
· headache

· fever

· meningism

· exophthalmos

· opthalmoplegia

· cranial nerve palsies (III, IV, VI)

· reduced GCS

Question 4
A 72 year old man presents with a painful left ear. 
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a) What risk factors would you enquire about?

· diabetes

· chemotherapy

· steroid medication

· swimmer’s ear/ chronic otitis externa

b) What are the common pathogens found?
· pseudomonas

· strep/staph

· fungi
c) Why are acetic acid ear drops used?
Acidifying the environment discourages bacterial growth

d) What clinical features would require inpatient management? What is this complication called?

Systemically unwell – fever; tenderness/swelling pinna and surrounding structures; cranial nerve involvement
Malignant otitis externa – invasion of the underlying tissues including temporal bone

e) Describe the management of an uncomplicated case. What might be required to facilitate this? What precautions are needed?

· removal debris/use wick

· topical antibiotics +/- steroids – swab for fungi,etc

· hypersensitivity reactions

· avoid ototoxic abx if perforated TM
