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Introduction

These guidelines have a number of functions:

1. For use by practice nurses in a nurse led minor illness clinic.

2. For use by practice nurses during telephone advice and triage.

Skills Required

ENT





History taking

Otitis media




History taking

Examination skills

Otitis externa




History taking

Examination skills

Sinusitis




History taking

Examination - recognition of nasal polyps

Rhinitis




History taking

Examination

Laryngitis




History taking

Examination

Common Viral Illnesses


History taking

Examination

Recognition of dehydration

Urinary Tract Infection


History taking

Diagnosis

Inflammation And



History taking

Infection of Eye Lids



Eye examination

Removal of foreign bodies

Vaginal Discharge



History taking

Inspection of vulva, vagina and cervix

Swab taking

Infectious Diseases



Distinguishing classical rashes from 'normal'

more common urticarial rashes secondary to other viral illnesses.

Common Cold

Background
Common cold is caused by rhino viruses.  Illnesses last a few days.

History
Patients are not particularly unwell.  They may complain of pyrexia, myalgia, arthralgia, headaches nasal congestion or discharge, sore throat, dry cough.  Ask about these symptoms plus smoking habit.

Examination
This is not applicable unless there are specific symptoms such as sore throat or earache (which see).

Treatment
Treatment is symptomatic with fluids, paracetamol and supportive reassurance.  

Advise about smoking habit if appropriate.

Referral
Immediate referral:

unsure of diagnosis


prominent cough productive of phlegm, especially if patient is unwell.

Other points
Bacterial infection can supervene and cause sinusitis, otitis media, laryngitis, laryngo-tracheitis, bronchitis or a lower respiratory tract infection.  More commonly this occurs in smokers.  Ear nose and throat protocols deal with most of these conditions.  

The most difficult symptom/sign to sort out is coughing.

	KEY POINTS

There is no evidence that treating an upper respiratory tract infection prevents pneumonia or shortens the infection. (Gadomski 1993)

Parents should be encouraged to give up smoking or at least not to smoke in the same environment as their children. (Thistlethwaite 1997)
	
	TREATMENT ADVICE

The common cold has no definite or simple cure, and over the counter medicines will be the first line treatment for most sufferers.

These treatments will offer symptomatic relief only whilst the immune system deals with the cure.


Cough
Background

Dry coughs occur with viral URTI's due to involvement of the laryngeal mucosa in the inflammatory process produced by the viral infection.

Chronic irritation such as smoking causes coughing and if this is associated with coughing up blood or weight loss, referral should be made.

Recurrent cough in childhood may be the only presenting symptom of asthma and enquiries about  family history and timing of symptoms (more common at night) together with a history of atopy may indicate asthma.

History
Patients will usually complain of a dry cough associated with coryzal symptoms.

Ask:

· how long the cough has been present

· are they coughing up purulent phlegm

· are they short of breath or wheezing

· do they have a recurrent or nocturnal cough

· have they had any weight loss

· do they smoke

If they have no associated features above then treat them as an upper respiratory tract infection.

Examination
Technique:  throat and ears only - see Sore throat and Otitis Media

Findings:     see Sore throat and Otitis Media

Treatment
Paracetamol for fever or associated "aches and pains"

Supportive advice regarding smoking should always be given if appropriate.

Referral
Immediate referral:
· Cough productive of purulent sputum

· patient actually unwell - especially if associated with dyspnoea

· Loss of weight

· Coughing up blood

· Unsure of diagnosis

· Suspect asthma

Routine referral:
· Recurrent nocturnal cough

· Numerous episodes of infection

Sore Mouth
Background
Many patients will come in complaining of a sore mouth.  There are many causes of a sore mouth but there are three or four which are quite obvious and which can be dealt with by the nurse.  These can roughly be divided into those problems affecting the outside of the lips and those problems affecting the inside of the mouth.  The three problems which affect the outside of the lips regularly which the nurse might encounter are: Coldsores, Stomatitis, Chapped lips.

Coldsores

These are dealt with in the guidelines of localised skin rashes.

Stomatitis

Stomatitis is inflammation and sores usually at the corner of the mouth.  These are characterised  by red inflamed fissures from the corner of the mouth down slightly on to the cheek.  They are usually no more than 2 - 3mm in length.  They crust up but as the person speaks or eats they break open.  Stomatitis is sometimes associated with iron deficiency anaemia and sometimes associated with herpetic infections or thrush infections.

Investigation

organise a full blood count


swab the corner of the mouth (specifically to see if thrush is present)

Treatment
Daktacort ointment rubbed into the sores three times a day.  A little bit is put on the tip of the finger and rubbed in.  The patient should be advised that if they get it in their mouth it tastes unpleasant.

Referral
Routine referral:


failed treatment

Chapped lips

Background
This is most commonly seen in children and is fairly obvious.  The whole of either the upper or lower lip, particularly the border between the mucus membrane in the skin and sometimes both  lips, becomes dry, red and inflamed and there is often flaking or pulling of the skin.  This is usually caused by a combination of sensitive skin and a dry wind or cold conditions.  The patient licks the  lips to stop the dryness and evaporation of this moisture dries the skin more until a vicious cycle is entered which results in this painful condition.

Treatment
Petroleum jelly or any of the proprietary chap sticks rubbed on to the junction of the skin and mucus membrane.

If the condition is particularly uncomfortable or if petroleum jelly has already been tried, 1% Hydrocortisone ointment can be rubbed in three times a day until things settle down.

Inside the mouth
There are numerous causes of discomfort inside the mouth.  The three that the nurse will deal with  are: oral thrush, mouth ulcers, herpetic gingivo-stomatitis.

Oral thrush

Background

Oral thrush most commonly occurs in young children but can also affect the elderly, those on steroid inhalers, people who have had recurrent courses of antibiotics, people whose dental hygiene is poor and occasionally those people who for one reason or another produce low levels of saliva.

Examination
The inside of the mouth is red and there are small white curdy lesions like small pieces of cottage cheese scattered on the inside of the cheeks, and in children and people using steroid spray these  are often on the tongue as well.

Treatment
Miconazole oral gel 5 ml four times daily in the mouth after food for about five minutes, children under two, 2.5ml twice daily, two to six years 5ml twice daily, over six years as for adults, or in very young children Nystatin oral suspension 1ml qid.

Mouth ulcers

Background

Almost everybody know what mouth ulcers feel and look like.  There is usually a located site of tenderness which can sometimes be far back in the oro-pharynx.

There is a red patch with a sloughy grey white ulcer in the middle of it.

Treatment
Treatment is with advice only.  They should be told to use a proprietary anti-ulcer preparation, such as Bonjela, immediately before eating and at bedtime.  There is no other treatment.

If the nurse is confident that these are short term recurrent aphthous ulcers and that on each time they occur they only last for seven to ten days, but if the frequency of recurrence and the amount of debility is such that the patient requires treatment, they can be given Adcortyl in orobase to be put on three to four times a day for as soon as the ulcer is felt for a maximum of five days.  Adcortyl in orobase is available as an over the counter preparation.

All patients should be advised that should the lesion not clear up they should return.

Referral
Routine referral

recurrent and severe aphthous ulcers


any patient who has had a mouth ulcer present for more than seven days (there is the 
possibility that this is the presentation of oral cancer).

Herpetic gingivo-stomatitis
Background
This is an infection caused by herpes virus in a patient who has not had previous contact with the herpes virus.  Because of this it is almost exclusively confined to children under the age of six.  The disease lasts about seven days.

History
The child is usually quite unwell, clingy and refusing to eat or drink.

Examination
The child looks unwell, they have bad smelling breath, massive lymphadenopathy and on examining the mouth the tongue, gums and cheeks have multiple small ulcers.

Treatment
There is not a lot you can do for these unfortunate children and their unfortunate parents. However a RCT (Amir J, Harel L, Smetana Z, and Versano I BMJ 1997;344: 1800-3) has shown the benefit of oral acyclovir started within three days of onset, shortening the duration of all clinical manifestations and the infectivity of all affected children. Acyclovir was given in a dose of 15mg per Kg 5 times per day to a maximum of 200mg per dose. The only other treatment that makes any difference is Calpol in appropriate doses for pain relief and bringing the temperature down given about half an hour before food.

Encourage the provision of soft cold food, ice cream, custard and jelly seems to go down particularly well with the children.

Parents should be advised that in future when the child comes in to contact with the herpes virus that they will just get a coldsore like everybody else.

The parents should be treated with a great deal of sympathy as it is very difficult to see your child suffer so much and not be able to offer very much in the way of support.

Sore throat
Background

The underlying cause of a sore throat cannot be predicted from history, examination or investigation with any degree of certainty.  There is no universally accepted management policy for patients presenting with sore throats.

"Sore throat" may be the presenting complaint for a number of other conditions: stomatitis, oral thrush, gingivitis (see relevant sections).

History
Patients will complain of: a sore throat, problems with swallowing, persistent sore throats may indicate underlying nasal problem.

Ask: 

· how long the sore throat has been present

· are they having any problems swallowing (including feeling there is a physical obstruction)

· did it come in suddenly or gradually

· do they have a fever

· do they have a lot of problems with sore throats

· do they smoke

In addition for children ask:

· are they off their food

· are they taking fluids

Examination
Do not examine anyone who is drooling saliva: refer them to the doctor immediately. Clearly the worry here is epiglottitis which is fortunately even more rare since the introduction of Hib immunisation.

Technique:
· get them to open their mouth as wide as they can

· if you cannot see the back of their mouth (including their tonsils) clearly, then use a wooden spatula to press down their tongue.  In small children this will need them to be  held firmly, sitting on their parents knee.

· with the flat of the hand feel for lymph nodes in the neck.

Findings:   inside the mouth these may include:

· a diffuse redness of the pharynx

· redness and swellings of the tonsils (with pus in the crypts),

· one sided swelling around the tonsils pushing the uvula to the other side (a quinsy), and small haemorrhages of vesicles on the palate

· lymph nodes in the neck may be swollen and tender.

Treatment
Treat all patients with advice and symptomatic treatment - free fluids, paracetamol

If symptoms have been present for less than seven days:

· if they are systemically unwell (fever and off their food) consider a delayed prescription for an antibiotic.

· If they are not systemically unwell then use only symptomatic treatment.

If symptoms have been present for more than seven days and they are not systemically unwell or if symptoms are recurrent, but for < 7 days:

· send a throat swab

· routine referral to GP

If they require treatment with an antibiotic use Phenoxymethylpenicillin for 5 days.  If they are allergic/intolerant to this then use Erythromycin for 5 days.

The prescription is issued by the nurse and signed by doctor.

Referral
Immediate referral:
· if there is a one sided swelling (indicating the possible development of a quinsy)

· if you are unsure of diagnosis

· if patient is drooling saliva

· patients with symptoms for > 7 days and systemically unwell

Routine referral:
· if the patient is having frequent attacks that are disrupting their lifestyle

· if you suspect an underlying condition, such as rhinitis

Other points
In teenagers/ young adults with a longer history, lymphadenopathy ++, and unwell ++ then consider glandular fever and do a monospot test.

In young children who are disproportionately ill consider epiglottitis; refer immediately to the doctor.

	KEY POINTS

Sore throat is one of the commonest presentations of upper respiratory illness to general practitioners, and attendance is increasing.

Prescribing antibiotics for sore throats does not reduce the extent and duration of symptoms.

Legitimation of illness is an important reason for attending the doctor. 

(Little et al 1997 March)

Sore throat is a disease that remits spontaneously, that is “cure” is not dependant upon treatment. (Del Mar & Glasziou 1997)


	
	TREATMENT ADVICE

Prescribing antibiotics enhances belief in antibiotics and intention to consult.

Satisfaction predicts duration of illness and closely relates to how well concerns are dealt with - unless patients are very ill, general practitioners should consider exploring concerns and should avoid or delay prescribing antibiotics.

(Little et al 1997 March)

To prevent one case of otitis media, 30 children and 145 adults suffering sore throat must be treated with antibiotics. (Del Mar & Glasziou 1997)

	Complications and early return resulting from no or delayed prescribing of antibiotics for sore throat are rare. Both current and previous prescribing for sore throat increase reattendance. To avoid medicalisating a self limiting illness doctors should avoid antibiotics or offer a delayed prescription for most patients with sore throat..

(Little et al 1997 August)


	
	If a general practitioner prescribed antibiotics to 100 fewer patients with throat infection in a year, thirty three fewer would believe antibiotics were effective, 25 fewer would intend to consult with the problem in the future and 10 fewer would come back within the next year.

(Bandolier 44-4 - evidence from Little et al 1997 August)


Otitis Media

Background
This term denotes inflammation in the middle ear.  It may be acute or chronic secretory.

Ear pain may come from the throat, teeth or tempero-mandibular joint.

Acute otitis media

History
Patients will complain of: earache with or without aural discharge and deafness

Ask:

· how long the earache has been present

· did it come on suddenly or gradually

· are they having any problems hearing

· do they have a fever

· do they have a lot of problems with ear infections

· have they had a discharge

For children ask:

· are they off their food

· are they taking fluids

Examination
Technique:

· hold the auroscope in your preferred hand;

· hold the pinna firmly with the other hand and pull it dorsally to straighten out the external  auditory canal.  Never introduce the speculum further than the external opening: never push it into the canal.  It often helps to steady your hand if you rest your arm on the 
patient.

· Rotate the autoscope to view the various sections of the tympanic membrane.

· sometimes your view will be obscured by wax.

Findings:  the appearance of the tympanic membrane can vary from:

· a red bulging tympanic membrane to a mild pinkness due to injection of the membrane to  increased vasculature, usually along the handle of the malleus.

· there may be pus in the ear canal (indicating a perforated tympanic membrane).

· the light reflex may or may not be present .

· there may be signs of an accompanying upper respiratory tract infection: a runny nose and  injection of the pharynx.

Treatment
Treat all patients with advice and symptomatic treatment - free fluids, paracetamol

· if their tympanic membranes are only mildly inflamed (i.e. either mild redness or increased  vasculature around the periphery and along the handle of the malleus) then use only symptomatic treatment

· otherwise treat them with an antibiotic.

If they require treatment with an antibiotic use Amoxycillin for 5 days.  If they are allergic/intolerant to this then use Erythromycin for 5 days.

The prescription is issued by the nurse and signed by doctor.

Patients should be told that if they have persisting hearing problems after 6 weeks they should consult one of the doctors.

Referral
Immediate referral:

· if you are unsure of diagnosis

· purulent discharge in a patient with previous history of perforation, ENT surgery or grommets

· tender mastoid cavity/previous mastoid surgery

Routine referral:
· perforated tympanic membrane

· if the patient is having frequent attacks that are disrupting their lifestyle

· if you suspect an underlying condition, such as rhinitis

	SUMMARY POINTS

Bacterial resistance to antimicrobials is responsible for increasing morbidity, mortality, and costs.

Evidence from randomised, placebo controlled trials that routine use of antimicrobials decreases duration and severity of symptoms and prevents complications is weak.

Treatment of otitis media differs worldwide, and careful use of antimicrobials in the Netherlands and Iceland seems to have reduced rates of resistance among organisms without compromising outcomes.

(Froom et al 1997)
	
	Antibiotics do not influence resolution of pain within 24 hours. In 80% children the pain is limited to 24hours.

Otitis media is a disease that remits spontaneously, the notion of “cure” is therefore not meaningful.

Antibiotics are associated with a near doubling of the risk of vomiting, diarrhoea and rashes.

The early use of antibiotics provides only modest benefit for acute otitis media: to prevent one child from experiencing pain by 2-7 days after presentation, 17 children must be treated with antibiotics early.

(Del Mar et al 1997)




	Dutch guidelines for the treatment of acute otitis media:

Patients  2 years and older

· Treatment of symptoms only (paracetamol with or without decongestant nose drops) for the first three days.

· Re-evaluation if symptoms (pain or fever thought to be due to acute otitis media) continue for three days. At that time the doctor may continue additional observation or give an antimicrobial (amoxycillin, or erythromycin if amoxycillin is contraindicated) for seven days.

· Special treatment for tympanic membrane perforation is not suggested unless it persists for 14 days, at which time a course of antimicrobials of suggested.

Children between the ages of 6 months and 2 years

· Management is the same as for those 2 years and older, except for a mandatory contact, (either telephone or visit) after 24hours. If there is no improvement doctors may either start antimicrobials or wait an additional 24hours.

· Referral to an ENT specialist is suggested if patients in this age group appear to be seriously ill or do not improve after 24hours of treatment with antimicrobials.

(Froom et al 1997)

	Risk factors for poor outcome: (Froom et al 1997)

Young age

· more penicillin resistant strains in those <18months

· decreased rates of bacteriological resolution or clinical resolution

· increased rates of recurrence , adenoidectomy and insertion of grommets 

Attendance at day care centres

· recurrent infection (50% higher chance)

· admission to hospital

· adenoidectomy and insertion of grommets

Other factors likely to contribute to poor recovery:

Multiple previous episodes, bottle feeding, history of ear infections in parents or siblings and use of a dummy.

	Telephone triage advice:

As most earache will resolve within 24 hours it seems reasonable to suggest to callers that  they wait 24 hours from the onset of pain before being seen in surgery. 

It is vital to ensure that the patient is otherwise well.   Ill, toxic, hot patients should be seen.

If the caller is unhappy then the patient should be seen that day.

Always safety net at the end of the consultation, leaving the door open for further contact.




Chronic secretory otitis media
While patients with chronic secretory otitis media may not necessarily present with earache, they may present with ear discomfort and may thus end up seeing the nurse; this section has therefore been left in but it should be read in conjunction with the section on Otitis  Media.

History
Patients will usually be children and complain of: deafness; earache.

Ask:

· how long the deafness has been present 

· did it come on suddenly or gradually

· do they have a fever

· do they have a lot of problems with ear infections

For children ask:

· are they off their food

· are they taking fluids

Examination
Technique:
· hold the auroscope in your preferred hand

· hold the pinna firmly in the other hand and pull it dorsally to straighten out the external  auditory canal.  Never introduce the speculum further than the external opening; never push it into the canal

· rotate the auroscope to view the various sections of the tympanic membrane

· sometimes your view will be obscured by wax.

Findings
· the appearance of the tympanic membrane is usually dull, in-drawn with a loss of the usual  pearly, shiny appearance and secretions visible on the inside of the membrane.

Treatment
Watch and wait

Referral
Immediate referral:
· if you are unsure of diagnosis

Routine referral:
· audiometry is indicated for any child whose parent is concerned about their hearing: if    < 5 years refer to health visitor, if >5 years refer to practice nurse

· if the patient is having frequent attacks that are disrupting their lifestyle 

· if you suspect an underlying condition, such as rhinitis

Other points
Swimming.  For those with a history if otitis media who have not undergone surgery, swimming is not contra indicated.  It is, however, advised that sudden pressure changes that occur  on diving  or jumping into water should be avoided until the infection has settled.  The mechanism is thought to be responsible for forcing microbes into the middle ear.  For those who have undergone surgery and have grommets in situ, then surface swimming is all right.

Flight.  Cabin pressure drops with ascent and causes gases trapped in body cavities to expand.  This may exacerbate recent middle ear disease, middle ear surgery (as well as other ENT conditions such as sinusitis).

Otitis Externa
Background
Otitis externa is inflammation of the skin lining the external auditory canal.

History
Patients will usually complain of: itch, pain, discharge, deafness

Ask:

· what symptoms they have

· how long the symptoms have been present

· did it come on suddenly or gradually

· do they have a lot of problems with ear infections

· does it hurt when they touch the ear?

Examination
Technique:

· hold the auroscope in your preferred hand

· hold the pinna firmly with the other hand and pull it dorsally to straighten out the external  auditory canal.  Never introduce the speculum further than the external opening; never push it into the canal.

· there will often be pain elicited on moving the affected pinna.

Findings:

· inflamed external auditory canal

· debris may be present as may a discharge.

Treatment
Analgesics - use paracetamol or co-codamol

Betnesol N drops qds. (second line Gentisone HC) Tell the patient that to administer the drops they should lie down  on the opposite side of the ear they are treating for 5/10 minutes after application.

Referral
Immediate referral:
· failure of previous treatment

· involvement of pinna - ear swollen and painful

· unsure of diagnosis

· a wet ear that you can't see clearly

Routine referral:
· if it has not settled within two weeks the patient should come back to see a GP.

Other points
Cotton wool should only be used with Vaseline whilst washing hair.  It should not be used to prevent drops from running out of the ear as it only serves to increase the temperature in the external auditory canal and incubate micro organisms.

Sinusitis
Background
The sinuses are air spaces located in the facial bones and are lined with mucous membrane.  They aid in filtering dust particles from the atmosphere and both warm and moist inhaled air prior to its entry into the lung. Inflammation within the cavity of the sinuses produces purulent discharge which drains into the nasal cavity via small openings.  The outlets are invariably narrowed due to oedematous mucosa and this leads to reduced drainage and pain as a result of the increased pressure.

Dental abscess may mimic pain of or cause maxillary sinusitis.

Rhinitis predisposes to sinusitis (high production of mucus with low drainage).

History
Patients will usually present complaining of facial pain overlying the frontal or maxillary sinuses.  The pain is typically worse on bending, coughing etc.  They will usually also have a raised temperature and nasal congestion.

Ask:

· what symptoms they have

· how long he symptoms have been present 

· did it come on suddenly or gradually

· do they have a lot of problems with sinusitis

· do they smoke

Examination
Technique:
· press over the frontal and maxillary sinuses.

· look up the nose using the largest auroscope speculum.

Findings:
· these will include being tender to palpation in appropriate areas

· examination of the nose with a speculum shows a hyperaemic mucosa;

· there may be a nasal polyp.

Treatment
The objectives in treatment are to relieve pain, increase drainage and treat infection.

General advice

Analgesia: use paracetamol/co-codamol/coproxamol 2 taken four times a day.

Use Amoxycillin for 10 days; if they are allergic to Amoxycillin use Erythromycin for 10 days.

Advise to stop smoking if appropriate. (reference Lindbaek M Hyortdahl P and Johnsen U BMJ 1996 ; 313:325-9 in this paper they used CAT scanning as a gold standard to confirm acute sinusitis and gave 10 days antibiotics, in other trials where shorter courses of antibiotics were used it seems likely that the diagnosis of sinusitis was less rigorous).

	Key Messages:

· Penicillin V and amoxycillin are significantly more effective than placebo in treating acute sinusitis.
· Half of the patients receiving placebo tablets felt restored or much better after 10 days.
	
	· The median duration of sinusitis with different treatment was 9 days for amoxycillin, 11 days for penicillin V, and 17 days for placebo.

· More than half of the patients receiving antibiotic treatment reported side effects but few gave severe discomfort.

(Lindbaek et al 1996)


Referral
Immediate referral:
· Unilateral blood stained discharge/obstruction (indicates possible malignancy)

· Unsure of diagnosis

Routine Referral:
· failure of previous treatment

· discovery of nasal polyp

· chronic problems

· patient wanting smoking cessation advice.

Laryngitis

Background
Inflammation of the larynx is usually caused by a viral infection.  It results in hoarseness and loss of voice and, rarely, can become secondarily infected with bacteria.

History
Patients with laryngitis complain of:

· hoarseness or even complete loss of voice

· upper respiratory tract infection symptoms

Ask:

· what symptoms they have

· how long the symptoms have been present

· did it come on suddenly or gradually

· do they have a lot of problems with laryngitis

· do they smoke

Examination
Technique:
· get them to open their mouth as wide as they can

· if you cannot see they back of their mouth (including their tonsils) clearly, then use a wooden spatula to press down their tongue.

· in small children this will need them to be held firmly, sitting on their parents knee.

· with the flat of the hand feel for lymph nodes in the neck.

Findings:
· patients may have: a normal appearing oro-pharynx,

· or a diffuse redness of the pharynx.

Treatment
If they are not coughing up purulent sputum then they should be treated with paracetamol and fluids and told to rest the voice.

Referral
Immediate referral:
· if has a cough producing purulent sputum and is unwell

· unsure of diagnosis

· failed treatment

Routine referral:
· hoarseness lasting more than 4 weeks, in particular in a smoker  needs investigation to exclude underlying cancer - soon appointment or open access.
Seasonal Allergic Rhinitis

Background
Rhinitis is the term given to the inflammation of the nasal mucosa and, in this case, is caused by allergy.  This is seasonal, usually May to August, and is commonly associated with other symptoms of allergy such as conjunctivitis.  It predisposes to acute and chronic sinusitis and the formation of nasal polyps.

History
Patients with rhinitis complain of:

· runny nose (usually a clear discharge)

· sneezing often in mornings

· nasal obstruction

· a decreased or poor sense of smell

· associated conjunctivitis

· sore throat, worse in the mornings which tends to be chronic

Ask:

· what symptoms they have

· how long the symptoms have been present and have they had this before

· did it come on suddenly or gradually

· do they have a lot of problems with rhinitis

· do they smoke

Examination
· with the largest speculum on the auroscope look into each nostril.  Do not push the speculum beyond the fleshy part of the nose.

Findings:
· pale swollen mucosa which may be mauvish

· for eye findings see allergic conjunctivitis section.

Treatment
· initial treatment is with Beclomethasone nasal spray (Beconase) with or without oral antihistamines.  Prescribe Beclomethasone nasal spray two puffs to each nostril twice daily. Beclomethasone nasal spray is very effective in this condition but it must be taken in the correct way at an adequate dose for a long enough time. 

· Advise patient to ensure that the spray reaches the nasal mucosa by aiming one of the sprays back towards the nasopharynx.  It takes 7 to 10 days to have its full effect and should be used until the beginning of August or for at least 6 weeks.

· Issue one spray on the first occasion and two at a time on subsequent occasions.

· prescribe cetirizine 10mg once daily; use for the duration of the season.

· Sodium cromoglycate nasal spray is an alternative to Beclomethasone which should be used if Beclomethasone nasal spray has had no effect in the past. The same principles and practicalities apply to this drug as apply to Beclomethasone nasal spray.

Referral
Immediate referral:

· unsure of diagnosis

· unilateral obstruction

· the possibility of a foreign body or a cancer

Routine referral:
· failure of previous treatment

· discovery of a nasal polyp

· chronic problems

Other points
Rhinitis may be secondary to chronic irritation caused by smoking or alcohol or by conditions at work.

Paronychia
Background
Paronychia is caused by an infection of the nail fold.  Many of these localised to the nail fold itself and do not actually cause cellulitis in the surrounding skin.  On the foot, and particularly on the great toe, paronychia is often associated with an in-growing toenail.  If this is the case merely treating the paronychia will not get rid of the problem.

History
Patients complaining of discomfort around the nail bed.  More severe pain and swelling may be present if the infection has spread beyond the nail fold.  Patients may have a past history of similar infections.

Examination
Technique:

inspection

Findings:
· localised area of redness with pus visible or cellulitis involving more than just the nail fold  itself.

· with a paronychia involving the great toe there may be granulation tissue and evidence of   recurrent or chronic sepsis.

Treatment
Incise a simple paronychia with the tip of a sterile needle.

Antibiotics
Antibiotics should be used when the infection has spread beyond the nail fold or has been present  for longer than five days.  Use Flucloxacillin 250mg qds for 5 days, or if allergic Erythromycin 250mg qds for five days.

Referral
Immediate referral:
· unsure of diagnosis

Routine referral:
· operative treatment of in-growing toenail (refer to GP or Chiropodist).

Warts & Verrucas
Background
Warts and verrucas are very common.  They are a self limiting condition in that if they are asymptomatic they do not require any treatment.  Verrucas are just viral warts which because of their position in the weight bearing surface grow inwards rather than outwards.  Most people require treatment for warts because of the unsightliness.  Most people request treatment for verrucas because they believe they need treating to stop the spread of infection in swimming baths.  There is little evidence that treatment to verrucas makes a great deal of difference and there seem little logic to banning people with verrucas from swimming baths but not banning those with warts from swimming baths.  It has been our practice to suggest to the patients as such regulations are illogical they should be ignored.  Verrucas require treatment if they are on a pressure point and are causing discomfort.

History
Ask how long the wart/verruca has been present and what problems it is causing (appearance, discomfort).

Examination

Technique:
examine the wart/verruca to confirm the diagnosis

Treatment
The preferred option for treatment is "masterly inactivity".

If the wart/verruca is causing discomfort and requires treatment then it should be explained that treatment is associated with a considerable amount of nuisance and possibly discomfort.  They should balance this up against the problems caused.

If treatment is required, all should be treated with Salactol paint applied to the wart or the verruca and covered with a plaster.  After 24 hours the plaster is taken off and the white bits are rubbed  with either a pumice stone or emery board.  This action is repeated daily for up to 6 months.  The nurse should ask the patient to mask healthy skin with Vaseline and should also tell the patient that it may be cheaper to purchase this than to pay a prescription charge.

	Bandolier 31-4:

300 patients, single freeze produced 38% cure rate.

Double freeze 45% cure rate (Not statistically significant)

When hand and plantar warts were analysed separately there was no difference for hand warts i.e. double freezing was no more effective but for plantar warts the cure rate was 50% with double freezing compared to 29% with single freezing.(statistically significant)

More frequent treatment of warts leads to a quicker cure but not a greater rate of cure.
	
	


Head lice

Background

Most patients present complaining of head lice.  The patient is usually a child and they are usually brought in by an anxious and slightly embarrassed parent.

History
is of a child that has been itchy for a number of days or weeks and the parent has usually seen either the adult louse or the egg cases,  which look like grains of sugar stuck to the hairs close to the roots.  There is often a history of contact and there is frequently a history of previous infestation.

Examination 
Check the hair at the nape of the neck and round the back of the ears looking for signs of the adult louse but you are most likely to find the egg cases.

Treatment
should initially be by Permethrin 1% cream rinse, also known as Lyclear, applied to clean damp hair.  It is left on for 10 minutes, rinsed and dried.  Repeat after seven days.

	KEY MESSAGES

· Although treatments abound, the prevalence of head lice remains high and epidemics occur regularly despite all efforts at control.

· Of 8 different compounds evaluated only permethrin 1% cream rinse showed efficacy in more than two studies with a lower 95% confidence limit of cure rate above 90%.
	
	· Only for permethrin has sufficient evidence been published to show efficacy: less expensive treatments such as malathion and carbaryl need more evidence of efficacy, while lindane and the natural pyrethrines are not sufficiently effective to justify their use.

(Vander Stichele et al 1995)

(Bandolier [20-6])


Rashes
Background
Many local and generalised rashes present in open access.  It is impossible to provide a comprehensive protocol for rashes.  This protocol identifies those which might be appropriately  managed by the nurse in open access.

Rashes can be split into three groups:

· Generalised - involving most of the body and limbs, plus or minus the face.

· Localised - involving one small part of the body, e.g. one foot or both feet, just around 
the neck.

· Isolated - involving one or two small patches, e.g. ringworm or impetigo.

Generalised Rashes

The nurse can give advice and treatment on generalised allergic reactions including sunburn, urticaria, those rashes associated with viral infections, and scabies.

Sunburn

Background
Although everybody knows what sunburn is it is difficult to define it clinically.  However, anybody who presents to the doctor with sunburn is likely to have a relatively significant and painful burn of the skin.  Unless there is evidence of full thickness burns and the patient is quite unwell the problem can be managed relatively simply with over the counter preparations.

History
Pain, itching, redness and blistering following sun exposure.

Examination

Technique:
· inspect the affected area of skin

· Findings:
· desquamation

· redness

· mild oedema

· blisters

Treatment
Advice on anti-sun creams.  If major suggest 1% Hydrocortisone either as OTC preparation or as prescription if appropriate. For areas with a thicker cuticle e.g. the back and shoulders, beclomethasone 1:4 ointment may be more appropriate.

Analgesia - Paracetamol

Referral
Immediate referral
· if patient systemically unwell

Other points
All patients should be warned about the danger of sun exposure and potential risk of skin cancers in the future.

Urticaria
Urticaria is an allergic rash that appears similar to the rash from nettle stings.  They are itchy and come and go.  There is usually little point in trying to identify the allergen in the acute situation.

Examination
The characteristic appearance is a red weal with a raised white centre.  These can be small (when they are often known as hives) or larger.

Treatment
Cetirizine 10mg twice daily for adults, correspondingly lower dose for children, or if they are particularly itchy Chlorpheniramine 4mg tid (as long as the patients isn't bothered  about possible sedation).

Viral Rashes

Non specific viral rashes can affect all or most of the body.  They are more common in children and young adults and are usually not particularly unwell with the rash.  The rash is usually only  mildly itchy or not itchy at all, is red and beneath the surface of the skin causing no obvious lumps palpable on the skin.  Information on incubation periods of acute viral illnesses (like chicken pox)  are discussed below.

Treatment
Advice and reassurance that this will fade within the next 24 hours.

There should be no particular advice given for the patients to isolate themselves, although it is probably a wise idea for them not to come into contact with large numbers of the community or immuno-compromised patients.

Infectious Diseases
The relevant information is found in "Immunisation against infectious disease", HMSO 1992 edition.  All chapters are relevant.

	
	Common Incubation Periods


	Infectivity periods

	Chicken pox


	10 - 21 days
	Until 1 week after appearance of rash or 4 days after last blister crusts

	Hepatitis A

	15 - 40 days

	7 days

	Measles
	12 - 14 days
	7 days from appearance of rash

	Meningococcal Meningitis

	2 days - prolonged
	For 3 days from starting antibacterials

	Mumps

	14 - 28 days

	9 days after the onset of swelling

	Polio


	5 - 21 days
	Until stools are negative

	Rubella-like
	14 - 19 days

	7 days from onset of rash

	Pertussis
	7 - 21 days
	From 7 days after exposure  to 21 days after the onset of  paroxysmal cough


Scabies

Background
Scabies is difficult to diagnose as many things which look like scabies are not.  Most doctors treat them as if they were!  Scabies is an extremely itchy skin rash which can affect the body except on  the head.  Often the webs between the fingers are the most severely affected.  There is often a history of exposure, e.g. working in a nursing home with an outbreak of scabies.  The predominant lesion is excoriation's.  

Occasionally small vesicles will be seen and some may have a telltale "track", a small subcutaneous burrow linking two vesicles.

Treatment
Malathion, Lindane or Permethrin in water based solutions applied to all areas of the skin from the neck down (including the genitals and under the tips of the nails).  In children of two years and under the neck and scalp should also be treated.  DESPITE TRADITION THIS SHOULD NOT BE APPLIED AFTER A BATH.  The solution is left on for 24 hours and can be washed off.  All members of the family should be treated.  Eradication is completed with a single course of treatment but the itching may take up to six weeks to settle.

Patients should be advised that:-

· They are no longer infectious once the treatment has been put on.

· Just because they continue to itch for six weeks it doesn't mean that the treatment has failed.

· This does not mean that they are dirty or unclean.

· That all family members and all close contacts should be treated.

· There is no need to change or burn bedding and clothing.

Referral
Immediate referral:
· The history or examination is  not typical.

· The patient has already had treatment which has failed.

Localised rashes
Localised rashes are those confined to one part of the body.  Those that can be dealt with by the nurse include athlete's foot and crutch, contact dermatitis of hands, neck and ears and obvious areas like under the watch band or bra strap catch, herpes labialis (cold sores) and shingles.

Tinea: Athlete's foot and crutch

Background
Tinea is a fungal infection of the feet or the groin area.

History
An itchy rash which starts as a small spot and gradually spreads with the edge raised and slightly red.  On the feet the skin will often weep but this rarely happens in the groin.  The itching tends to be worse at night.  There is often a history of similar events in the past.

Examination
Tinea cruris (athlete's crutch) has an absolutely typical appearance with a spreading edge, with the centre at the "lisk" and the edge red and scaly.  Impression is of a map.  

There is nothing else that looks like it.

Athlete's foot: the skin usually looks white, wrinkled and macerated.  Athlete's foot should not be diagnosed unless there is involvement of the fourth to fifth inter-digital web.  Occasionally athlete's foot can be so severe that it causes vesicles and weeping of the foot.  Cases like this should be referred to the doctor.

Children and young adults can present with a dry, scaly or flaky rash of the feet which does not involve the inter-digital webs.  This is not athlete's foot.  It is juvenile plantar dermatitis (see contact dermatitis for further details). 

Treatment
Topical anti-fungals. Clotrimazole and miconazole are first line treatments for tinea infections, Terbinafine cream may be used in difficult cases. It should be used twice daily to the affected parts for at least two weeks after everything has cleared up.

Patients should be advised to wash each morning and pat the affected parts dry.  

Change damp and sweaty underwear or socks twice a day and keep the affected parts as cool and dry as possible.  Anti-fungal powders have no advantage over simple baby powders in keeping  these areas dry.  Patients should be warned that recurrence is likely and can be treated when it occurs, as above.

Referral
Immediate referral:
· Diagnosis is unclear

· Previous failed treatment

· Skin weeping or vesicles

· Involvement of toenails

Dermatitis: contact and eyelid

Background
Contact dermatitis is an itchy inflammation of the skin caused by contact with an allergen.  The commonest are allergies to metal (bra catch, watch strap, earrings, necklace) or to detergents (hands).  It is worth noting that people develop an allergy to something that they may previously have been in contact with the thing for several problem free years.  Eyelid dermatitis presents as itchy eyelids.

Examination
The skin can be dry and flaky or macerated and weepy but tends to occur in the distribution of the contact.

Treatment
Stop contact with any identifiable allergens, wear rubber gloves and avoid washing hands for detergent contacts to the hands or avoid earrings, watch strap etc. or if this is not possible paint  catches with nail varnish and repeat every few weeks for metal allergy.

Hydrocortisone 1% ointment for dry scaly rashes, cream for wet and weeping rashes.

Eyelid dermatitis - treat with 0.5% Hydrocortisone ointment.

Referral
Immediate referral:

· If infection is suspected

· If they have already used Hydrocortisone

· If diagnosis is in doubt

· If medical, legal or industrial claim likely.

Juvenile plantar dermatitis

Background
Juvenile plantar dermatitis is a special kind of contact dermatitis involving the feet, usually in children and young adults.  This is an allergy caused by sweating in modern shoes.  Nobody knows what the allergy is actually to.

Examination 
The soles of the feet and the tips of the toes are usually shiny, flaky and red.  The inter-digital webs should be examined.  If they are clear the diagnosis is likely to be juvenile plantar dermatitis.  If they are involved the diagnosis is not juvenile plantar dermatitis but athlete's foot.

Treatment
Advise that the foot is kept dry as much as possible.  When the person comes in from school or work they should take their shoes and socks off, put the shoes somewhere to dry and either put on new socks and new shoes for the evening or pad round in their bare feet.  It is not infectious and cannot be passed to other members of the family.  If it is particularly itchy or uncomfortable Hydrocortisone ointment can be applied at night.

Cold sores
Most cold sores occur as crusty lesions, especially around the mouth and nose.  There is nothing  that can be done to treat the established cold sores.  Where cold sores are recurrent some people feel they are helped by Acyclovir (Zovirax) cream.  As a Practice we remain to be convinced this is a useful treatment so we do not prescribe it.  

Patients may like to purchase it but they should be informed that it is not for treatment of established cold sores and is unproved as a treatment for prevention.

Treatment
Advice only.

Referral
Urgent referral

· Supra-infection suspected

· Patient is unwell (consider HIV)

· If lesion near eyes.

Shingles

Shingles is easy to diagnose but hard to treat.

History and examination
There is often a prodromal viral illness of two to three days with the patient feeling unwell, hot and achy.  The rash then occurs as a crop of small blisters, sometimes blood filled, turning into scabs in the distribution of one or two adjacent nerve roots.  

It is frequently accompanied by severe shooting pains.

Treatment
The rash itself requires simple or no treatment.  Coverage of the rash should be for comfort only.  Treatment is designed to alleviate pain and decrease the chances of post herpetic neuralgia.  the most effective treatment for this is tricyclic antidepressants, either Amitriptyline or Imipramine, started at 25mg at night increasing to 50mg after five days.  The dose should be started at 10mg if the patients is particularly frail.

Post herpetic neuralgia is an unlikely occurrence with patients under the age of 50.  

Therefore treatment should be with simple analgesics, e.g. Paracetamol, if the patient is under 50 and not in severe pain.

There is little evidence that Acyclovir tablets make any difference.

Referral
Urgent referral

· If the patient is over 50

· If the patients is in significant pain

· If the rash is involving the eye

· If the patient is immuno-suppressed or on treatment such as steroids, or has a past history of carcinoma or leukaemia.

Isolated rashes
There are a variety of isolated lesions which can occur.  The three most common which the nurse can deal with are: molluscum contagiosum; ringworm; impetigo.

Molluscum contagiosum

Molluscum is a viral infection that manifests itself as asymptomatic small pearl-like spots with a red base and a small dimple at the centre of the spot.

Treatment is by pricking each with a cocktail stick dipped in Phenol.  Most children will not tolerate this as it is uncomfortable.  Discussions should take place with the child, as well as the parents, as the perspectives on the need for treatment are often different.  Parents and children should be advised that they resolve spontaneously usually within a year.  They are mildly infectious.

Ringworm

Ringworm is a fungal infection of the skin.  The patches start as a small itchy spot which spreads over a period of weeks in a roughly circular or oval shape.  The edge is often slightly raised and scaly, while the skin inside is often normal looking or sometimes paler than normal.  The itching is often worse at night.  There is often multiple patches but the distribution should not be symmetrical (symmetrical rashes are often discoid eczema which looks similar but should be referred to the doctor).

Treatment
Skin scraping (to confirm the diagnosis)

Clotrimazole apply twice daily for at least two weeks after cure.

Referral
Urgent referral

· If diagnosis is in doubt

· If the lesions are symmetrical

· If they are more than 10 lesions

Impetigo

Impetigo is a staphylococcal infection of the skin.  It is highly infectious and tends to occur mainly in children and the lesions are characteristic with golden coloured crusts which occasionally weep.  There are often 4 - 5 lesions at different stages of development and they can be close together or spread all over.  They spread rapidly and can coalesce.

Treatment
Hygiene measures - as the lesions are highly infectious children should have separate towels and should not be at school until they have been treated for at least a couple of days.

If there are less than 5 lesions they can be treated with Fusidic acid ointment applied three times a day to each lesion.

If there are more than 5 lesions or patient unwell, treatment should be with  Flucloxacillin 250mg qds for 5 days, or if allergic Erythromycin in the same dose.

Diarrhoea and Vomiting
The nurse practitioner should only see children aged over 6 years and adults aged less than 75 years.

Background
Acute attacks of diarrhoea are one of the most commonest complaints encountered in general practice.  Most are transient, lasting from a few hours up to a week.  They are mostly infectious in origin caused mainly by enteropathic viruses and a few bacteria.  

Vomiting, colicky abdominal pain or fever may accompany an attack.

Some attacks are caused by drugs, especially broad spectrum antibiotics.  Food poisoning often affects more than one person.

Diarrhoea in children is often associated with general illnesses such as respiratory infections, otitis media or urinary tract infection, but the gastrointestinal infection, in  particular viral gastro-enteritis, is also very common.

Diarrhoea can be a presenting feature of a number of other conditions including cancer of the large bowel, diverticulitis, dietary problems, ischaemic colitis, inflammatory bowel disease, malabsorption syndromes, laxative abuse and can even be a presentation of constipation.

History
Patients will usually complain of diarrhoea and /or vomiting and abdominal pain.

Enquire about:

· duration of symptoms

· frequency and nature of diarrhoea/or vomiting

· pattern of normal bowel habit?

· abdominal pain

· presence of blood?

· other affected individuals

· recent use of antibiotics?

· recent foreign travel?

· occupation (do they handle food) - adults only

Examination
In all cases -  assess hydration status especially if the patient is ill.

Rectal examination in elderly to exclude faecal impaction.

Investigation
This is important in a minority of cases only.  Send one stool sample for culture and sensitivity:

· food handler

· persistent diarrhoea (not settling after one week)

· recurrent diarrhoea (more than three times in three months)

· In the case of diarrhoea following foreign travel persisting for more than one week send one stool sample for ova, cysts and parasites.

If stool samples are sent patients should be told to telephone the surgery after one week to check the result.

Treatment
If simple viral infection suspected, give appropriate advice as below:

Increase fluid intake for 24 hours ( using clear fluids such as flat lemonade).

Diarrhoea usually resolves in 24 hours and bland foods can then be introduced progressively over the next 36 hours.

Normal feeding should be re-introduced gradually.

Anti-diarrhoeal agents should not be used in children.

They should only be used in adults if the frequency of bowel movement is unacceptable (or if the colicky abdominal pain prevents adequate rest or sleep).

If anti-diarrhoeals are needed use Loperamide.

Referral
Immediate referral:

· Severe illness with prostration and signs of dehydration.

· Severe abdominal pain (suspect retrocaecal appendicitis or other diagnosed conditions)

· Fresh blood - melaena

· Diarrhoea causing moderate or severe dehydration

· Unsure of diagnosis

· Immunosuppressed patients (cytotoxic drugs or steroids)

· Generally small children aged 6 - 10 years should be given advice on fluids etc., but offered a review after 24 hours with referral unless the parents are happy.

Routine referral:
· All patients with negative stool samples who re-present and are still symptomatic.

Threadworms

Background
Threadworms are a source of irritation and embarrassment rather than any significant morbidity.  The parent is often embarrassed.

History
Patients are usually young children and will present in one of two ways.  The most common presentation is the parent bringing the child to see you having seen threadworms.  The other possible presentation is that of a child with an extremely irritable and itchy anus which tends to be worse at night.  Under these circumstances it is probably worth treating.  If the child is asymptomatic and the parent is not too embarrassed or upset there is no need to treat the threadworms.  However most parents prefer them treated.

Treatment
Treatment should be for all the family and should consist of Mebendazole.  Prescribe a 30ml bottle  and everybody in the family over the age of two years should receive 5ml.  Any children under the age of five years should be given Piperazine at the dose specified in the BNF for the appropriate age group.  Any Mebendazole left over can be given as a repeat 5ml dose to the index case two weeks later.

Advice should be given to all members of the family to brush their nails first thing in the morning and also after opening their bowels.

Urinary tract infection in women

Background
Symptoms of urinary tract infection are commonly presented in general practice.  Not all symptoms occur and it is believed that 80% of urinary tract infections are asymptomatic.  The most common organism to cause urinary tract infections is E coli - most common in women.

History
Patients present complaining of any combination of frequency, dysuria, urgency, strangury, abdominal discomfort, loin pain and rigors.

Examine the urine and dip for Blood, nitrites and leukocytes.

Treatment
Trimethoprim for 3 days; 200mg twice daily.

In pregnancy and second line use cephalexin 250mg qds

Send an MSU

Advise an increased fluid intake.

Referral
Immediate referral:  patients who are/have

· abdominal or loin pain

· systematically unwell, e.g. rigors, vomiting

· pregnant

· pre-pubertal

· failure of appropriate antibiotic

Routine referral:
· recurrent attacks (having sent urine for C+S)

Other points
Urethral syndrome.  Trauma to the urethra during sexual intercourse can give rise to dysuria and frequency.

Vulvitis and vaginal discharge can also cause symptoms which mimic those of urinary tract infection (see vaginal discharge).

	Bandolier [15-7]:

Trimethoprim is an appropriate first choice treatment.



Dobbs & Fleming 1987:

	
	sensitivity
	specificity
	positive predictive value
	negative predictive value

	Symptoms
	
	
	
	

	frequency
	83%
	45%
	37%
	87%

	nocturia
	64%
	64%
	42%
	82%

	dysuria
	70%
	60%
	41%
	84%

	urgency
	43%
	76%
	41%
	84%

	Haematuria
	14%
	95%
	52%
	74%

	offensive urine
	22%
	89%
	44%
	74%

	nausea
	9%
	81%
	15%
	69%

	
	
	
	
	

	History
	
	
	
	

	Previous UTI
	57%
	60%
	36%
	78%

	Short history
	79%
	38%
	34%
	82%

	Previous IVP
	15%
	94%
	50%
	74%

	
	
	
	
	

	Dipstick
	
	
	
	

	Protein
	41%
	85%
	52%
	78%

	blood
	69%
	74%
	51%
	86%

	nitrite
	54%
	97%
	87%
	84%


EYE CONDITIONS

Inflammation or infection of eyelids

Painful red eye

Background
A number of conditions affecting the eyelids can be treated by the practice nurse.  These include styes, chalazions (tarsal cysts) and blepharitis.  Styes are infections at the lash base; chalazions (meibomian or tarsal cysts) are infections of the meibomian glands, are often chronic and may need incision and curettage; blepharitis is a generalised infection in the margin of the eyelids.  It may be secondary to seborrhoeic dermatitis and dandruff and should be treated with Nizoral shampoo.

The causes of the painful red eye are set out below.  The practice nurse will deal with cases  of conjunctivitis and simple trauma including 'arc eye'.  There will be a need to recognise other  conditions so that suitable referral will be made; all cases of painful red eye should be urgently referred to the GP.

Conjunctivitis is the most common cause of the red eye and is due to inflammation of the conjunctival lining of the outer eye.  It may be caused by infection or allergic reaction.  Infection is due to viruses, bacteria or chlamydia.  Certain features may distinguish the different types although with the exception of chlamydia the treatment is the same.

Iritis is the inflammation of the inner eye.  It is painful due to spasm of the ciliary muscles and there is a circumcorneal injection (see below).  It is sometimes secondary to exogenous infection but it is mostly endogenous and of unknown aetiology.  It may be recurrent and is associated with auto immune disorders in some individuals, such as rheumatoid arthritis and ankylosing spondylitis.

Acute glaucoma: sudden increases in pressure in the eye cause oedema of the cornea and inflammation.  The increased pressure is due to blockage of the drainage of aqueous humour from the outer chamber.  It may be secondary to underlying disease but most have no overt cause.  It is rare before middle age and there is often a family history.  Chronic or simple glaucoma does not present with a painful red eye.

Keratitis is the term given to inflammation within the cornea and manifests as corneal ulceration.  These may be small punctate ulcers usually caused by staphylococcal infection spreading from the conjunctiva or larger central ulcers.  Central ulcers are usually caused by herpes simplex virus  and due to their characteristic appearance are known as 'dendritic ulcers'.  Cases of 'arc eye' or 'snow  blindness' are punctate ulcers which occur secondarily to ultraviolet damage or welding flashes.

History
The above conditions can be differentiated largely by using a systemic approach to history  taking  and examination.  The main symptoms of eye problems are:-

· decreased vision

· pain or itch/discomfort

· photophobia

· discharge

· inflammation/redness

· associated with features of systemic illness
Examination

None of the above signs or symptoms should be missed if a systemic approach to the examination  of the eye is carried out.

Technique:
· this should always begin with the assessment of visual acuity corrected for any refractive error.  If the patient wears spectacles and does not have them, a pin hole can be used to  correct refractive errors (illumination of the chart helps in these cases).

· Examination then moves on to the lids which may be everted to look for signs of inflammation, chronic irritation or foreign bodies.

· The conjunctiva is inspected remembering to look at the palpebral conjunctiva lining both  lids

· The cornea is inspected and stained with fluorescein to highlight any areas of ulceration.

· The iris is inspected for signs of irregularity which denote inflammation or perforation.

Findings:
infection at the lash base - stye
red swelling on the palpebral conjunctiva - meibomian cyst
generalised infection in the margin of the eyelids - blepharitis
red conjunctiva with, itching or grittiness but no pain - conjunctivitis
· purulent discharge; unilateral or bilateral - bacterial

· watery/mucoid discharge;  usually bilateral, associated hayfever - viral or allergic.

Treatment
· Styes: only need treatment if recurrent (more than 3 times a year).  If there is an associated conjunctivitis they should be treated with Chloramphenicol eye ointment.

· Meibomian cysts: in the acute stage they are treated with Chloramphenicol eye ointment and curettage can be offered six months after the inflammatory period if they are persistent.

· Blepharitis: treat with Chloramphenicol ointment.

· Conjunctivitis: Infective - Chloramphenicol eye drops/ointment. Allergic - Cromoglycate eye drops/ointment/- Cetirizine if allergic rhinitis symptoms associated.

In general, antibiotic drops need to be given frequently for the first 24 hours (2 hourly for the first  24 hours and then 6 hourly thereafter).  Ointment should be used four times daily.

Bacterial conjunctivitis is very infectious and hygiene measures should be taken to prevent or limit its spread in the home.

Referral
Immediate referral:
· any patient presenting with pain (rather than grittiness), decreased visual acuity, photophobia, associated systemic illness

· doubt about diagnosis

· failed treatment

· suspected foreign body

· suspected corneal abrasion

Routine referral:
· persistent meibomian cysts for curettage.
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Vaginal Candidiasis (thrush)

Background
Thrush is caused by yeast like organism - candida albicans.  Candida is naturally present in the vagina and bowel.  The acidity of the vagina usually prevents yeasts and other harmful organisms from multiplying, when the pH balance of the vagina is upset candida takes hold.  It does not always produce a discharge but is usually very itchy and makes the genital area inflamed and sore.

History
Patients will usually complain of genital itch with or without thick curdy white vaginal discharge.

Ask about:

· itch

· discharge - nature, consistency, colour, smell

· recent use of antibiotics

· use of bubble bath

Examination
Technique:
· examination of the vulva and vagina using a speculum

· when there is a history of recurrent thrush which has been documented with swabs the nurse can use discretion as to whether examination and swabs are necessary.

Findings:
· red and inflamed vagina and vulva often with characteristic white patches

· white discharge

Investigations
· send swabs if recurrent or not typical of candida

· check urine glucose in women with recurrent thrush.

Treatment
Clotrimazole pessaries 200mg nocte for three nights

Advise:

· avoid wearing tights and tight trousers

· wear all cotton briefs

· avoid bubble baths, perfumed soaps, strong washing powders on underclothes and vaginal  deodorants.

Referral
Immediate referral:
· suspicion of genital herpes

Routine referral:
· a patient with frequent recurrence (more than four times a year).

Vaginal discharge

Background
Vaginal discharge accounts for approximately 7% of all GP consultations.  It may be physiological or pathological.

Physiological discharge - comprises secretions of the Bartholin's gland and the endocervix with cells shed from the vaginal walls.  These secretions are affected by hormonal changes during the menstrual cycle.  Cervical ectropions, the intra uterine contraceptive device and the combined oral contraceptive may increase physiological discharge.  The pre-pubertal and post menopausal vagina, as they are not well oestrogenised are more prone to infection.

Pathological discharge - In women of reproductive age, pathological discharge is usually caused  by infection and causative organisms may or may not be sexually transmitted.

In pre-menarcheal girls - threadworm infestation, intra-vaginal foreign bodies or sexually transmitted diseases can cause pathological discharge.

In post- menopausal women atrophic vaginitis predisposes to trichomonas infection and bacterial  vaginitis.

History
Patients will complain of a vaginal discharge.  The history should establish the likelihood of pathological discharge.  Ask about:

· the nature of the discharge (colour, smell)

· associated symptoms e.g. itch

· abdominal pain

· associated with periods

· sexual contacts

· inter-menstrual or post-coital bleeding

Examination
Technique:
Pelvic examination with palpitation of vaginal nodes and inspection of the genitalia for evidence of vulvitis, warts, infestation or ulcers.

Speculum examination with high vaginal swabs taken for trichomonas and candidiasis and endocervical swabs for gonorrhoea and chlamydia (in sexually active women).

Findings:
· off white discharge with offensive fishy odour.

· vulvitis may be present

· vaginitis not usually a feature (bacterial vaginosis)

· yellow/green foul smelling, frothy discharge worse after a period with additional punctate  mucosal haemorrhage of cervix (vaginitis)

· strawberry cervix (trichomonas vaginalis)

· cheesy curdy discharge (thrush).

Treatment
If patients can wait for the results of swabs then wait and treat on the basis of these.

If blind treatment is needed then use clinical judgement as to the most likely causal organism.

If atrophic vaginitis present then use Vagifem pessaries 25mcg twice weekly until seen by a GP.

Assessment of vaginal discharge
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	Normal cervix?

Normal vaginal mucosa?
	 normal discharge?
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	cervical ectropion?
	
	
	Consider:

Trichomonas Vaginalis

Anaerobe infection,
	OR if white discharge consider Candida
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	If mild, reassure and or otherwise offer cryotherapy


	
	Grey discharge?


	
	
	When assessing vaginal discharge:

Observe and describe what you see and record in the notes
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	Consider anerobic vaginosis

(Gardnerella)
	
	
	Probably normal, (physiological discharge)
	
	
	Take swabs: HVS (Charcoal)

Two cervical swabs, one Charcoal one Chlamydia

if any suspicion do urethral and rectal swabs

	
	Do cervical swab for chlamydia and Gonococcus
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reassure

Discuss physiology, elicit anxieties, advise on use of vaginal douches, deodorants etc.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Referral
Immediate referral:

· prescription required (practice nurse writes script for doctor to sign)

· pregnancy

· pre-pubertal

· warts or ulcers

· pain on pelvic examination

· systemic features pyrexia etc.

· diagnosis uncertain

Routine referral:
· atrophic vaginitis (post menopausal)

Other points
Avoid douches, bubble bath etc.  Wear all cotton underwear and stockings rather than tights.  Other causes of vaginal discharge include gonorrhoea and chlamydia.  These normally present with features of abdominal pain suggesting PID.  Herpes simplex causes ulceration of the genitalia and cervix and in 90% of cases there is an offensive purulent discharge.

Repeat prescription of combined oral contraceptive

Background
History
· check for problems with pill; specifically cycle control and pill taking

· ensure adequate knowledge about missed pills.  Advise leaflets in pill packs and 7 day rule

· check smear status, rubella titre, smoking status

· check FP1001

Examination
Technique:
Check BP

Findings:
BP> 140/90 - arrange BP X 2 and then review within the normal system.

Treatment
Issue 6/12 supply

Advise them to use the practice nurse

Referral
Immediate referral:
· focal migraine or raised severity/frequency migraine

· first ever migraine

· possibility of a deep vein thrombosis; calf pain, swelling of one leg.

Routine referral:

In the following instances give advice, one months treatment and refer to the practice family planning clinic or a routine surgery

· > 35 years and smoker

· if a change of pill is needed or requested

· or other risk factor

· inter menstrual bleeding

Other points
See P196 Guillebaud for significant symptoms in pill users.

Postcoital contraception

History
The history should cover the following points:

· the 1st day of the last menstrual period (check that this was normal; have a high index of  suspicion about possible pregnancy)

· normal cycle length

· the number of hours since unprotected intercourse occurred

· that there was no other act of unprotected intercourse more than 72 hours previously in   this cycle

· contra indications; pregnancy; past DVT; current focal migraine attack.

Treatment
Advise:

· failure rate is 1-5%

· vomiting; advise patient to contact for extra tablets if vomits within 3 hours of taking either  dose

· next period; early 62%, on time 22%, 2-6 days late 16%

· contraception must be used until next period

· give leaflet on emergency contraception and general contraceptive leaflet

· the risks to a pregnancy if fails likely to be very low and less than conceiving whilst taking  combined pill - but unproved

· future contraception - what do they intend to do?

· advise appointment with family planning clinic before next period

· advise to consult if unexplained low abdominal pain or heavy bleeding

· advise to consult if next period unusually light or missed.

· Issue PC4; two tablets straight away, two 12 hours later.

Referral
Immediate referral:
· request for PC4 in same cycle

Routine referral:
· has requested PC4 three times in past year

Other points
IUCD  as an emergency contraceptive can be inserted up to 5 days after most likely date of ovulation; can be used if more than one episode of unprotected intercourse in this cycle.

Further information
Contraception (your questions answered) John Guillebaud P369

P380 explains when PC4 is necessary for missed combined oral contraceptive

P282 explains when PC4 necessary with overdue injectable contraceptive

P388 repeat PC4 in same cycle (refer to doctor).

Repeat HRT prescribing

History

Symptom check: Flushes, Mood, aches etc.

Check cycle: should only bleed when reduces from Progesterone and Oestrogen to Oestrogen alone (usually 3 - 4th tablet in new pack).

Check smear done in last 3 years

In women on unopposed Oestrogen check only for treatment side effects.

Ask about problems

Examination
Technique:  Check BP & weight.

Treatment
· check that patient is performing breast awareness/self examination

· educate re;  mammogram and record when last performed

· issue 6 months treatment

Health Promotion

· smoking

· exercise

Referral
Routine referral:
· if irregular bleeding; in meantime check compliance (especially with Progesterone), issue  two months treatment and ask them to keep a menstrual diary

· if BP raised issue three months treatment and then treat as for raised BP

· if aged over 60

· if used HRT for more than ten years at any age

· if used HRT for between five and ten years and aged 55 or more

Commencing HRT.

As above, plus:

Vaginal examination by Doctor & Breast examination.

Drugs

The following is a quick reference table for most drugs mentioned in the guidelines.

· if there are any uncertainties about drug dosages refer to the most up to date version of the British National Formulary (BNF)

· enquire about previous allergy/intolerance before giving any drug.

	drug
	Dosage

	
	0-2 years
	1-5 years
	6-12years
	up to 10 years
	Adult

	Amoxycillin
	
	
	
	125mg tds
	250mg tds

	Beclomethasone diproprionate (beconase)
	
	
	2 sprays each nostril bd
	
	2 sprays each nostril bd

	Betnesol N ear drops
	
	
	
	
	2-3 drops qds

	cerumol ear drops
	
	
	
	
	5 drops nocte

	cetirizine
	
	
	
	
	

	erythromycin
	125mg qds
	125mg qds
	250-500mg qds
	
	250-500mg qds

	mebendazole
	do not use
	100mg once
	100mg once
	100mg once
	100mg once

	metronidazole
	
	
	
	
	400mg bd

	paracetamol
	
	120-250mg 4-6 hourly
	500mg 4-6 hourly
	
	0.5-1G 4-6 hourly

	penicillin V
	
	125mg qds
	250mg qds
	
	500mg qds

	piperazine
	see BNF
	2/3 sachet, repeat after 14 days
	1 sachet, repeat after 14 days
	
	1 sachet, repeat after 14 days

	sodium chromoglycate
	
	
	
	
	1 dose each eye qds


BACK PAIN

Background

The evidence is that back pain is becoming a bigger problem - not that there is evidence of changing pathology, but rather due to changed attitudes and expectations. This trend has been particularly noticeable since the mid 1980’s. The total number of days in Britain for back incapacity obtained through sickness and invalidity benefit has risen dramatically in recent years:-

	Year
	Total number of days (million)

	1955
	8

	1965
	14

	1975
	20

	1985
	35

	1991/2
	81


(Bandolier [19-1]

Management: The Royal College of General Practitioners guidelines (1996)

Key Patient information Points:

Simple Backache:


Give positive messages

· There is nothing to worry about.
· Backache is very common
· No sign of any serious damage or disease.
· Full recovery in days or weeks - but may vary
· Activity is helpful, too much rest is not.
· Hurting does not mean harm
Nerve Root Pain

Give guarded positive messages

· No cause for alarm. No sign of disease.
· Conservative treatment should suffice - but may take a month or two.
· Full recovery expected - but recurrence possible.

Possible serious spinal pathology

Avoid negative messages

· Some tests are needed to make a diagnosis.

· Often these tests are negative.

· The specialist will advise on the best treatment.

Rest or activity avoidance until the appointment to see the specialist.

	DIAGNOSTIC TRIAGE
	PRINCIPAL RECOMMENDATIONS
	EVIDENCE

	Diagnostic triage is the differential diagnosis between:

· Simple backache (non-specific low back pain

· Nerve root pain

· Possible serious spinal pathology
	Assessment

· Carry out diagnostic triage (see left)

· X rays are not routinely indicated in simple backache.
· Consider psychosocial factors
	*   Diagnostic triage forms the basis for referral, investigation and management

*   Royal college of radiologist’s Guidelines

*** Psychosocial factors play an important role in low back pain and disability and influence the patients response to treatment and rehabilitation

	Simple Backache: specialist referral not required

· Presentation 20-55 years

· Lumbosacral, buttocks and thighs

· “Mechanical” pain

Patient well 

Nerve root pain: specialist referral not generally required within the first 4 weeks, provided resolving
	Drug therapy

· Prescribe analgesics at regular intervals, not prn

· Start with paracetamol. If inadequate substitute NSAIDs and then paracetamol-weak opioid compound. Finally consider adding a short course of muscle relaxant (e.g. diazepam or baclofen)

· avoid narcotics if possible
	**  paracetamol effectively reduces acute low back pain

*** NSAIDs effectively reduce simple backache. Ibuprofen and diclofenac have lower risks of GI complications.

**  Paracetamol-weak opioid compounds are effective when NSAIDs or paracetamol alone are inadequate.

*** Muscle relaxants effectively reduce acute back pain

	· Unilateral leg pain worse than low back pain

· Radiates to foot or toes

· Numbness & paraesthesia in same distribution

· SLR reproduces leg pain

· Localised neurological signs
	Bed Rest

· Do not recommend or use bed rest as a treatment for simple back pain

· Some patients may be confined to bed for a few days as a consequence of their pain but this should not be considered a treatment.
	*** Bed rest for 2-7 days is worse than placebo or ordinary activity and is not as effective as alternative treatments for relief of pain, rate of recovery, return to daily activities and work.

	Red flags for possible serious spinal pathology: prompt referral (less than 4 weeks)

· Presentation under the age of 20 or onset over 55

· Non-mechanical pain

· Thoracic pain

· Past history - carcinoma, steroids, HIV

· Unwell, weight loss

· Widespread neurology

· Structural deformity
	Advice on staying active

· Advise patients to stay as active as possible and to continue normal daily activities.

· Advise patients to increase their physical activities progressively over a few days or weeks

· If a patient is working, then advice to stay at work or return as soon as possible is probably beneficial.
	*** Advice to continue ordinary activity can give equivalent or faster symptomatic recovery from the acute attack and lead to less chronic disability and less time off work.

	Cauda equina syndrome: immediate referral

· Sphincter disturbance

· Gait disturbance

· Saddle anaesthesia
	Manipulation

· Consider manipulative treatment within the first 6 weeks for patients who need additional help with pain relief or who are failing to return to normal activities.
	*** Within the first 6 weeks of onset, manipulation can provide short-term improvement in pain and activity levels and higher patient satisfaction.

**  The evidence is inconclusive that manipulation produces significant improvement in chronic low back pain

**  The risks of manipulation are very low in skilled hands.

	The evidence is weighted as follows:

*** Generally consistent finding in a majority of acceptable studies

**Either based on a single acceptable study, or a weak or inconsistent finding in some of multiple acceptable studies.

* Limited scientific evidence, which does not meet all the criteria of “acceptable” studies.
	Back exercises:

· Patients who have not returned to ordinary activities and work by 6 weeks should be referred for reactivation / rehabilitation 
	*** It is doubtful that specific back exercises produce clinically significant improvement in acute low back pain.

**  There is some evidence that exercise programmes and physical reconditioning can improve pain and functional levels in patients with chronic low back pain, and theoretical arguments for starting this by 6 weeks.
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Telephone Triage

Step One: Assessment and data collection

Listen ACTIVELY and INTENTLY

The overall objective in telephone triage is to DESCRIBE rather than DIAGNOSE, though obviously most often these terms will be describing the same thing.

Use the practice guidelines and the information in them to help you collect data, most often if you listen actively the patient will give you most if the information that you need, if they do not try to use OPEN rather than CLOSED QUESTIONS.

Use the generic advice following to help you with the process of assessment and data collection.

Global assessment:

	S
	everity
	Quantitative or qualitative severity of symptoms.

Compound symptoms or a complex of symptoms which represent a classic picture.

	A
	ge
	Below the age of 6 months

Above the age of 55

Female between the ages of 12 and 55

Males over 35

	V
	eracity
	Second or third party caller

Speaks no English

Aphasic or confused elderly

Drugged or confused state

	E
	motional state
	Anxiety or Denial

Previous Psychiatric History

Severe reaction to current illness

	D
	ebilitation

istance


	Clients with chronic disease

Clients living at great distance or travelling at peak traffic time


Primary Questions

	S
	ymptoms and associated symptoms
	Pulse

Temperature

Recent blood pressure

	C
	haracteristics

ourse
	Qualitative and quantitative descriptors of severity

	H
	istory of symptoms in past
	Are the symptoms better, worse, or the same? 

Effect on daily routine

	O
	nset
	When did it start?

How long has it existed?

Gradual or sudden?

	L
	ocation
	Precise location?

Radiation?

Localised / Diffuse?



	A
	ggravating factors
	What? (food, medication, activity, position) makes it worse?

	R
	ecent injury, infection, illness, or ingestion.
	Recent communicable illness or exposure? Injury or ingestion? (ask for time frames)


Secondary Questions

	P
	regnancy status / breast feeeding
	All sexually active women between the ages of 12 and50. Ask “Are you sexually active? What method of birth control do you use and have you used it consistently?”

	A
	llergies
	Food

Chemicals

Drugs

Pollen

	M
	edications
	Current over the counter, birth control pills, recreational drugs, alcohol, vitamins (e.g. megadoses of B vitamins can cause alarming side effects)

	P
	revious health
	Chronic illness

Surgery

Family history of disease

eating disorders



	E
	motional status
	(Relates to previous rather than present emotional state)

Recent (job, family, relationship) emotional stress

	R
	ecent injury, infection, illness or ingestion
	Recent communicable illness or exposure? Injury or ingestion?

(ask for time frames)


Use SCHOLAR and PAMPER before referring to guidelines:

1 a quick way to establish urgency.

2 It pinpoints the correct specific guideline when clients present with multiple or conflicting symptoms.

3 It incorporates many of the same questions as specified protocols, ultimately saving time.

4 It serves as a generic protocol when no protocol exists.

The aims of our practice based telephone triage service include;

· Helping patients to manage self limiting conditions themselves removing the need to consult in surgery.

· Using consensus, evidence based guidelines to manage common illnesses.

· Using the telephone to prioritise patient care so that patients are seen with appropriate haste, and in optimum conditions, (e.g. patients with urinary symptoms can be asked to bring a fresh urine sample, and patients can be given initial management advice and its efficacy can be assessed when the patient is seen.)

There should be no pressure on the professional performing triage to keep the patient out of surgery or deny them a home visit at all costs, the agreed outcome of the telephone consultation should be just that, an agreement for management of the patient between the caller and the professional triaging. 

Step 2:
Having listened and made the initial telephone assessment the triager should move on to discussing a working diagnosis with the caller. Then an intervention can be agreed.

If the working diagnosis is included in the minor illness guidelines then management advice is readily available and in many instances telephone self help advice will be appropriate. If in doubt a consultation can be offered or in any case a safety net statement should always be made.

Throughout the consultation remember the basic rules of communication:

· Ask open ended question (unless you think there is a dire emergency and you wish to take control and need hard facts to make an immediate decision on emergency intervention.)

· Use CLARIFICATION, or summarising to ensure that you and the caller are hearing the same message: “You are telling me …….” Or “Would you like to tell me what you are going to do for your child’s temperature?”

· Ask about health beliefs or concerns: “What worries you about your ….?”

· At the end of the interview it is a good idea to summarise what you have agreed and make a final safety net statement including some kind of time scale.

If you have difficulty or are worried, share your concerns with some one else in the team.

There is always opportunity for follow up calls and in many instances these will be appreciated by the patient and seen as an expression of concern and interest.

A telephone consultation form has been developed to assist in the recording of information and further audit of the triage process. It is intended that the nursing assessment should include the type of information from the global patient assessment, scholar and pamper have been included in their entirety to allow use as appropriate.

TELEPHONE CONSULTATION FORM

	Name
	
	
	dob
	

	Telephone
	
	date
	
	time
	

	Main Complaint
	
	
	
	

	
	
	
	
	
	

	Nursing assessment
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Symptoms & associated symptoms


	
	
	
	

	Characteristics

Course

	
	
	
	

	History of symptoms in past

	
	
	
	

	Onset

	
	
	
	

	Location

	
	
	
	

	Aggravating factors

	
	
	
	

	Recent injury, infection, illness or ingestion

	
	
	
	

	Pregnancy status / breast feeding

	
	
	
	

	Allergies

	
	
	
	

	Medications

	
	
	
	

	Previous health

	
	
	
	

	Emotional status


	
	
	
	

	Recent injury, infection, illness or ingestion
	
	
	
	

	Interventions / advice
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Request for:
	Outcome
	

	Advice
	Doc consultn
	nurse consult
	Advice
	Doc constn
	nurse constn

	Visit doc
	visit dn
	
	visit doc
	visit nurse
	


Reference:

Telephone Triage; Theory, Practice, and protocol Development Sheila Quilter Wheeler with Judith H. Windt .  Delmar Publishers inc.
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