Pathway 6 to Self Care support : otitis media

This pathway suggests an approach that a practice team might take for supporting the self care of otitis media to patients registered with their practice, as part of the shift in emphasis towards support for self care and away from over-reliance on medical care.

The start

We start from a patient’s perspective. You could organise a team meeting in your practice to carry out any or all of the following:

· work through the detailed scenario observing the sort of issues and discussion that the fictional team progress through here

· discuss how your team would respond to the patient story given here

· take an example case of a patient with otitis media from your own practice (anonymising the patient’s identity in the discussion as appropriate).

If you feel that you do not know enough about the supporting the self care of otitis media for completing the problem based learning, then learn more about the range of self care options. If you are a clinician, read through the clinical summary about supporting the self care of otitis media in the second section of this pathway, before you start the problem based learning exercise.

	Mother’s story 6.1
“ Mark is four years old and has just had an ear infection. He was really poorly one night, crying with pain and burning up with a temperature. We have recently moved house, so we rang the new surgery number and were put through to an out-of-hours service. The nurse there asked lots of questions, then said to cool him down, give paracetamol and see our own doctor in the morning. I wasn’t very happy, as he has always had antibiotics straightaway from my previous doctor, but she said to get back to her if he got any worse, so I thought I would try it. To be fair, he did go off to sleep, but woke a couple more times, so we were all shattered in the morning. I rang the new doctor’s surgery as soon as it opened and said I wanted to see the doctor. They tried to persuade me to see a nurse instead, but I knew she wouldn’t be able to give Mark antibiotics, so I said I wanted to see the doctor. We had to wait until later on in the morning so I gave him a couple more doses of paracetamol, which helped with the pain and temperature. The doctor was nice and made Mark laugh with a toy while he listened to what I told him. He looked in Mark’s ears and down his throat and felt round his neck ‘Looking for swollen glands that catch the infection’, he said. He asked if Mark had been sick and I told him that his breakfast had stayed down alright. I told him Mark had always had antibiotics before and I had been worried that the out-of-hours centre hadn’t wanted to give us any. Then he gave me a lecture about not using antibiotics too much! He said I was to go on with what I was doing already and gave me a leaflet and said to come back in 3 days if Mark was no better. I was just stunned and threw the leaflet away afterwards. I thought I’ll go and see someone else in that practice tomorrow if Mark isn’t better, I’m not waiting three days. Anyway, we all had a better night although he woke a couple of times wanting a cuddle and a drink. He said he was better the next day, although I kept him off nursery for a few days in case. I suppose he’s older now and can get over things better by himself.”

(Note: the parent in this scenario has tried pain medication for Relief of symptoms and Awaiting resolution of her son’s symptoms, and she was, to some extent, Tolerating the symptoms)


	Consider Tool 10 on team building


Your project team

You might want your team to discuss alternative options for supporting the self care of otitis media as in this example to include:

· reception staff

· practice manager

· GPs

· nurse practitioner

· practice nurses 

· pharmacist

· health visitor 

· patient representative 

· practice secretary

You could use a checklist as in Table 6.1 to record who is involved and in what way. 

	Consider Tools 1, 3,4,5,6, or 8 for your team work and discussions


Team discussion considering the mother’s story 6.1

In this scenario, discussion between the fictional practice team members reveals:

· The receptionists complain that patients put a lot of pressure on them to get urgent appointments for children with ear pain, and they can understand how distressed the parents are. They do not feel that they have enough training to decide who needs to be seen.  

· The pharmacist feels that she can advise on pain relief, but is not sure how the practice manages otitis media, so tends to suggest that patients contact the surgery.

· The nurse practitioner feels that most patients see her as an inferior substitute for a doctor. Many patients are surprised that she can prescribe (as she has done the independent nurse prescribing course1) and do not understand that she has had additional training to the practice nurses with whose role they are more familiar.

· The doctors resent seeing so many children with minor conditions, especially as they often have to be fitted into otherwise full surgeries. They thought that, after nearly a year working in the practice, the nurse practitioner would be seeing most of these children, if they needed to be seen at all. 

· The health visitor is unsure about how the practice manages otitis media. She thinks advising parents about minor illnesses is part of her job, but she is not based in the surgery and very overloaded by an impossible workload as she is also covering another surgery, while that health visitor is off sick.

· The patient representative feels people have too little information, so that they are not in a position to help themselves, or take sensible decisions about medication. 

· The practice manager is concerned about the pressure on the appointments for doctors and the reluctance of patients to be advised or treated by the nurse practitioner instead.

· It emerges that the reception staff are unsure about the expertise of the nurse practitioner and were reluctant to persuade people to see her when they were unsure of what she could do.

	Consider any of the Tools 2,3,4,5, 6,7,8,9, or 11 for your action planning


What you do next might include:

· Arrange a meeting for the members of the project team to look at ways that people can be educated about otitis media, preventing or reducing its effects and self care plans. 

· The project team agree to use the patient information leaflet from Prodigy2 proactively, providing copies for parents to take away at the baby clinic and in the general waiting area. The practice secretary will convert the leaflet into a poster with a supply of the leaflets in a container below the poster. The patient representative agrees that the leaflet is suitable, but feels most people will not take one unless they have recent experience of a child with earache. The pharmacist will also have a supply of the same leaflet so that there is consistency of advice.

· The doctors and nurse practitioner agree to use the Prodigy leaflet, together with information on antibiotics (Table 6.2) to explain about otitis media during a consultation, and encourage the parent or carer to take them away to read later. 

· The doctors and nurse practitioner all agree that they will try to abide by a previous practice agreement to offer a delayed prescription to be collected 72 hours after first presentation with symptoms. They try to draw up a list of exceptions to the policy, but finally agree that there will always be some exceptions. The pharmacist has copies of the information about antibiotics and the policy of delayed prescriptions. The pharmacist also has copies of the general leaflet about avoiding overuse of antibiotics3 that she already uses.

· The practice manager will arrange for the receptionists to have training on working through the NHS Direct flow chart with parents when they telephone for an appointment. She will arrange for a copy of the flow chart (and others in use in the practice) to be in folders next to the three computer stations that handle appointments. 

· The reception staff will contact the nurse practitioner for advice, or put the parent or carer through to the nurse practitioner, if there are any difficulties. The nurse practitioner will give a talk about her training and competency at a general practice meeting, so that all staff are knowledgeable about it. 

· The nurse practitioner and practice secretary will prepare a poster display for the patients’ waiting room about the role of the nurse practitioner and the additional training she has had.

· The patient representative arranges for the nurse practitioner to talk to the patient group about her training and experience.

· The health visitor agrees to draw attention to the leaflets and poster, but feels she does not have time to do anything else.

· The pharmacist is interested in applying for funding to set up a minor ailments facility.4 She has room on the premises and the practice team working on this self care project see this as a great benefit to the patients and the practice. She and the practice manager will draw up a business plan and approach the primary care trust for support.5
	Consider either Tool 8 or 11 for determining resources and skill needs


What extra resources might this require

· Time for meetings and for training.

· Protected time for the practice manager to arrange meetings and training, monitor and support the introduction of the changes. Support from the practice manager for printing leaflets.

· Nurse practitioner time to run education sessions about her role and for her and the practice secretary to prepare a poster display. 

· Protected time for the receptionists to learn how to use the NHS Direct flow chart with role play and feedback.

· The pharmacist needs protected time and funds for patient education and to liaise with the practice when necessary. More time and funds will be needed if a minor ailments scheme can be established. 
· Time (and possibly training) for staff to implement, monitor and audit the shift in emphasis to support self care, focusing on otitis media at first.

· Additional staffing hours may be needed initially. This will be achieved by modifying the workload of existing staff, extending their hours or employing additional staff.  

	Either of Tools 19 and 20 will help to monitor progress


The outcomes might include:

· Better understanding of the self care of otitis media and less anxiety on the part of parents and carers (PART)(
· Better understanding by patients and reception staff of the way to determine if an appointment is required; fewer inappropriate appointments made (PART)

· Reductions in the use of antibiotics (ART)

· Greater use of the pharmacist and nurse practitioner for advice and support for self care of minor illnesses (PART)

	Consider Tools 19 or 20 for reviewing outcomes


How would you demonstrate that you have achieved your outcomes? 

· Feedback (informal and formal) from parents and carers about their knowledge and understanding about otitis media, and confidence in managing the condition (PART)

· Comparison of appointment rates for doctors, pharmacist, and nurse practitioner for otitis media before and after the project (PART)

· Comparison of rates of prescription of antibiotics for otitis media before and after the project. Find a way of identifying delayed prescriptions separately and record if it has been collected, or the number of antibiotic prescriptions will be incorrect.

Significant event audit of any failures to identify the necessity for medical input or complaints from parents or carers (PART). 

· Table 6.1 Role and responsibilities check list 

For each task tick the box for each team member who has a role or responsibility – then note your role and responsibilities for the task
Completed by______________________________________________

	               Task
	Project team member
	What are the roles and 

responsibilities?

	
	Pharmacist


	Nurse practitioner
	Health visitor
	Patient representative
	Reception team
	GP
	Practice manager


	Practice secretary
	PCT
	

	Provision of information on self care  (PART)
	(
	(
	(
	(
	(
	(
	(
	(
	
	verbal and written information can be supplied to support the self care of otitis media  

	Appropriate use of staff skills for supporting self care
	(
	(
	(
	(
	(
	(
	(
	(
	(
	Parents and carers learn who is competent to give advice and do not insist on seeing the GP. Reception staff know who to ask if there are queries. 

	Significant event audit
	(
	(
	(
	(
	(
	(
	(
	(
	
	Any complaint or adverse outcome is examined.


	Audits of monitoring appointment  data, medication, etc.
	(
	(
	
	
	(
	(
	(
	(
	
	Collection of data and discussion of the comparison of before and after the project. Discussion and implementation of action for any change.


	Task 5-add
	
	
	
	
	
	
	
	
	
	


Part 2 Involvement of patients, parents and carers in supported self care for otitis media

Team members involved in clinical care might want to read all the sections in Part 2. Non-clinical team members might concentrate on section 3 on supporting self care, as well as looking at section 4 on options for treatment, section 5 on prevention and section 6 on setting up a structured programme. Everyone should be aware of the information in section 7 to prevent inappropriate self care.

1. How big is the problem?

Acute otitis media is an infection of the middle ear. Three-quarters of cases will be in children under the age of ten years and one in four children will have an episode of otitis media. The peak incidence is between three and six years of age.6
Chronic otitis media with fluid in the middle ear (‘glue ear’) occurs in about 3 in 100 children between the ages of six to eight years old and may affect hearing and the development of the child. 

2. Diagnosis

The history of acute otitis media usually includes symptoms of an upper respiratory tract infection (fever, runny nose, anorexia or vomiting, disturbed sleep and irritability) with earache, or earache relieved by a discharge from the ear. When examined, the patient usually has signs of an upper respiratory tract infection and a bulging ear drum that is red or yellow. A discharge of pus can obscure the ear drum if perforation of the drum has occurred. An acute infection usually clears up in a few days, but chronic otitis media with fluid may persist for several weeks and reduce hearing. Most children have fairly short-lived episodes of fluid with normal hearing between attacks.

Otitis media with effusion (fluid) often has no symptoms, or may be associated with intermittent pain from the increased pressure in the middle ear. A small number of children have persisting problems with fluid, affecting their hearing, speech development and learning. Behavioural problems may occasionally occur because of the loss of hearing. The obstruction of the Eustachian tube causes the drum to be altered in appearance, often pulled in or with a fold. The drum may look off-white, yellow, bluish or opaque and it moves poorly. Testing the hearing (audiology) is best performed in a specially designed environment with correct equipment. If the parent or school have questioned the level of hearing, refer for audiology in the community clinic or hospital, unless you have the correct facilities and trained staff.

3. Self care advice and support – take PART

The aims of self care are to encourage people to:

P    Prevent the condition developing

A    Await resolution of the symptoms

R    Use self care skills for Relief of symptoms

T     Learn to Tolerate symptoms that do not resolve or cannot be reasonably

        alleviated.

Think of the range of advice and guidance about self care you might promote and support to patients who consult about otitis media. See Box 6.1.

	Box B.1 Range of self care advice and support you can give to parents or carers

P   Prevention

It is impossible to prevent all infections that can lead to otitis media. Hand washing and careful disposal of tissues used to wipe noses only reduces the number of viruses and bacteria transferred from one infected person to others. Sneezing, talking, sharing drinking cups, close contact, are all part of normal childhood life.

Some factors have been shown to influence the number of infections: 

· Smoke puts children more at risk, so do not smoke near your child or let anyone else do so.

· Reduce contact with other people who have colds and infections if possible, e.g. by not letting adults kiss children when they have a cold.

· Breast-feeding, even for a few weeks, seems to reduce the number of ear infections children have.

· If you choose to bottle-feed, make sure the baby is fed in an upright position. Lying down when feeding seems to increase the risk of ear infections

· Children who use dummies seem to have more ear infections than those who do not.

· If your child has an allergy, e.g. to animal hair, aerosols or pollen, try to avoid exposure as some research suggests such allergies are linked to ear infections.

You might give parents an advice sheet or use the one from Best Treatments.7

Prevention of further attacks is difficult. If many attacks occur, it may be worth thinking about xylitol syrup or chewing gum as well as the factors listed above.

A  Await resolution
First, check the diagnosis. The flow chart that appears on the website for NHS Direct (www.nhsdirect.nhs.uk ) is helpful in taking people through what serious conditions  they should exclude before awaiting resolution.. Symptoms of upper respiratory tract infections and otitis media usually clear up within a few days. Immediate treatment with antibiotics does not reduce symptoms in the first 24 hours, so it is worth trying to avoid the side effects of antibiotics. You might want to give the information in Table 6.2, so that parents and carers can join in the decision making about treatment.

Table 6.2 For and against using antibiotics in acute otitis media6
For

Against

A meta-analysis of trials showed that antibiotics did not reduce pain in the first 24 hours. At 2-7 days, only 14% of children had pain in the control group not taking antibiotics.

Antibiotics nearly doubled the risk of vomiting, diarrhoea and skin rash. 

Treating with antibiotics cuts down the risk of more serious spread of infection.

To cure one child with an antibiotic the doctor needs to treat seven. That is, six out of seven children do not need or do not respond to an antibiotic. All seven have to be treated, as it is impossible to tell which child will respond at the outset.

Use of antibiotics reduces the risk of pain, after 2-7 days, by 40%.

In order to achieve this for one child, 17 children need to be given antibiotics at the outset. (As only 14% still have pain at this stage, anyway.)

Further attacks are just as likely to happen even after antibiotics.

Using an antibiotic makes it less likely that an infection will develop in the other ear.

17 children need to be treated before one infection in the other ear is prevented.

There is no evidence that using an antibiotic makes a child less likely to be deaf a month or three months after an infection.

We are increasingly aware that unnecessary use of antibiotics can increase the risk of resistance. 

R Relieve symptoms
Relief of pain (and reduction of temperature) with paracetamol or ibuprofen at doses appropriate for the age of the child will help. 

T Tolerance

Symptoms of acute otitis media usually subside rapidly. If deafness persists, it is worth seeking medical help in case otitis media with effusion (fluid) is present.  




4. Treatment

Acute otitis media

The mainstay of treatment for acute otitis media is to relieve the pain (and reduce the temperature) with paracetamol and/or ibuprofen in appropriate doses for the age.

The use of antibiotics varies widely between individuals and countries. Table 6.2 gives some of the arguments for and against the use of antibiotics.6

SIGN recommends that children diagnosed with acute otitis media should not be prescribed antibiotics routinely.6 An alternative strategy SIGN suggests is delayed antibiotic treatment, where a prescription for antibiotics can be collected after 72 hours if the child has not improved. In one trial most parents found this approach satisfactory and only 24% collected a delayed prescription.6 The strategy resulted in a 76% reduction in antibiotic use. A five day course of antibiotics is sufficient for uncomplicated acute otitis media.  

SIGN does not recommend decongestants or antihistamines and no benefit has been found from instilling oil into the ear. Clinical Evidence8 concludes that myringotomy (making a hole in the ear drum to let out the fluid) is likely to be ineffective or harmful.

Otitis media with effusion

SIGN concludes that the evidence for treatments in this condition is confusing and contradictory.6 Most treatments, antibiotics, decongestants, antihistamines, mucolytics, and steroids (oral or intranasal), appear to make no difference. Trials of autoinflation suggest some benefit but young children find the technique difficult.

Clinical Evidence9  suggests that the benefits and harms of ventilation tubes (often known as grommets), with or without removal of the adenoids, are unclear. Some trials showed improvement in hearing, others no improvement in language comprehension or speech. There was some risk of scarring of the drum with loss of flexibility.

5. Prevention of further attacks

Clinical Evidence 8 suggests that xylitol, a natural sweetener that prevents bacteria growing, can reduce the number of repeat attacks if used in chewing gum or syrup (lozenges did not work). Some children had abdominal discomfort and discontinued its use. Keeping up a regime of five times a day might prove difficult. 

Long term antibiotics may reduce recurrent attacks but at the costs of adverse reactions.8 
6. Set up a structured programme

The main lesson from the guidelines and evidence is that children with acute otitis media recover quickly. The pain and distress can be moderated by paracetamol and/or ibuprofen, but some level of symptoms has to be tolerated for a few days.

Decide on a practice policy for antibiotics, ensure that your local pharmacists are aware of the policy, and provide information for parents and carers about the natural course of acute otitis media.

Similarly, a practice guideline about the management of otitis media with effusion will help to manage the condition in a consistent way. If parents, carers and sufferers are clear about the management strategy they will not feel that it is necessary to attend so frequently, expecting rapid resolution.

7. Conditions that are not suitable for self care

The information in the NHS Direct interactive guide pages can lead a parent or carer through the pathways of deciding if other, more serious conditions have been excluded.10 Information about other conditions is summarised below.

Seriously ill child

If the child is very unwell, sleepy or confused, has a very high temperature and headache as well as earache and vomiting, a general overwhelming infection may be present, such as early meningitis or septicaemia. The parent or carer should contact the emergency service on 999. Other symptoms or signs such as a stiff neck, a rash or dislike of the light tend to occur later in the illness and should not be awaited. Leg pain, skin pallor or mottling with cold hands and feet may be more reliable early signs of an overwhelming infection.11 

Rash

If the child has a rash as well as earache, fever, runny nose, anorexia or vomiting, disturbed sleep and irritability, suggest they contact NHS Direct.

Injury to the ear 

Children often put things into their ears and these may cause damage and pain. Parents should ring NHS Direct for advice if they suspect pain from an injury to the ear.

Pain not relieved or worsening

If the ear pain has not been relieved by paracetamol and/or ibuprofen in the doses recommended, parents or carers should ask the advice of the pharmacist, nurse practitioner or contact NHS Direct.

Ear pain in adults

Causes in adults are more varied than in children. Referred pain from the external ear canal, from the teeth, gums or joint of the jaw can cause pain that appears to be in the middle ear. Persisting pain should prompt investigations and/or referral.

Discharge

Discharge from the ear canal may be due to perforation of the ear drum by the pressure from the infected material in the middle ear. The perforation relieves the pain. Discharge may also occur because of infection of the lining of the ear canal leading to the drum (otitis externa), a boil or a weeping eczema of the skin in the ear canal. Advise the patient, parent or carer to have the ear examined by a health professional. 

Mastoiditis 

A foul smelling discharge present for more than ten days together with a swelling behind the ear and downward displacement of the pinna  (earlobe) may indicate an infection in the mastoid air cells. The patient should consult a health professional.
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( Prevent the condition, Await resolution, Use self care skills for the Relief of symptoms, Learn to Tolerate symptoms.
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