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Identifying Information
Initials: G.M.
Age: 4y/o
Sex: Male
Race: African American
Subjective Data
CC (chief complaint): Pain in the right ear
HPI: G.M., a 4-year-old African American patient, presents accompanied by her mother with complaints of ear pain. The child claimed that a bug had crawled into his ear while playing. However, his mother does not believe a bug has caused the pain because no fluttering sounds in the child’s ear neither are there signs of ear blockage. According to G.M.’s mother, the child has been feverish and irritable for the past three days. His mother also reports noting an unusual awkwardness and some discharge from the ear today. He denies nausea, vomiting, diarrhea, or ill contacts. 
Current Medications: G.M. is not taking any prescription, over-the-counter, or herbal medications.
Allergies: No known allergies to medications, food, or the environment
Past medical history: G.M. was born at 40 weeks of gestation through normal spontaneous vaginal delivery. He has met all the age-appropriate developmental milestones with no history of hospitalizations. G.M. is up-to-date for all age-appropriate CDC-recommended vaccines.
Family History: Her mother (29 years) is healthy with no acute or chronic medical conditions, while his father (33 years) has a history of asthma. History of other first-line relatives is unremarkable. 
Personal and Social history: G.M. attends full-day childcare a mile away from home. The family lives in a three-bedroom house and owns a dog. His father is a computer programmer while the mother works as a police officer. G.M. takes home-prepared meals, with adequate fruits and vegetables. His sleeping patterns have largely been normal until four days ago.
ROS:
General: Fever reported; denies changes in weight or malaise
HEENT: No reports of headaches or remarkable changes in vision. Earache and mild discharge from the ears reported, denies tinnitus or loss of hearing. No reports of nasal congestion, discharge, or sore throat. 
Skin: Denies lesions or rashes
Respiratory: No reports of labored breathing, shortness of breath, coughing, or wheezing
Cardiovascular: No reports of palpitations, chest pain, edema, or cyanosis
Gastrointestinal: No reports of abdominal pain, nausea, vomiting, diarrhea, changes in bowel habits, or diarrhea
Neurological: No reports of dizziness, headaches, tingling feeling, or numbness. Vertigo in the form of an unusual awkwardness reported
Musculoskeletal: No reports of joint or muscle pain, stiffness, redness, or tenderness
Hematologic: No reports of easy bruising, easy bleeding, or anemia
Lymphatics: No reports of lymphadenopathy 
Endocrine: No reports of changes in water intake, sweating, or urination
Objective Date
Physical exam: 
Vital signs: Weight – 40lbs; Height – 43in; T – 101.2ºF; RR – 18; HR – 83  
General: Patient appears well nourished with no sign of acute distress
HEENT: The patient’s head is normocephalic with no signs of trauma. His pupils are equal, round, and reactive to light and accommodation with no signs of conjunctival injection or discharge; extraocular movements are intact. Pearly grey tympanic membrane with visible bony landmarks and light reflect in the left ear. Bulging right TM without visible bony landmarks on the left ear, TM slightly erythematous with reduced light reflect and mild yellow discharge in the middle ear, mild pain on mastoid bone on palpation. Nares patent, no nasal discharge or blockage. Mucous membranes pink and moist, no tonsillar inflammation or oral lesions noted. Neck supple, no cervical lymphadenopathy
Respiratory: Symmetric chest expansion with no retractions. Clear lung sounds to auscultation, no rales, wheezes, or rhonchi detected
Cardiovascular: RRR, distinct S1S2, no bruits or murmurs to auscultation
Gastrointestinal: Abdomen soft, non-tender, and non-distended with normoactive bowel sounds in all quadrants upon auscultation. No palpable masses or hepatosplenomegaly 
Neuromusculoskeletal: Full range of motion in all extremities, no motor, focal, or sensory deficits observed. 
Diagnostic results:
None indicated
Assessment
Primary and Differential Diagnoses 
Acute Otitis Media: AOM is a common childhood infection and a frequent reason for consultations in primary care. The development of AOM is linked to the structural and functional impairment of the Eustachian tube (Gotcsik, 2021). Conventionally, the condition involved middle ear effusion, with ear pain (otalgia), bulging TMs, and otorrhea (ear drainage) as the most common presentations (Abbot et al., 2023). Acute perforation of the TMs leads to several other specific signs, including vertigo, hearing loss, tinnitus, and nystagmus. While common, fever is considered a nonspecific symptom of AOM (Gotcsik et al., 2021). In infants and children, the inability to verbalize complaints make the diagnosis challenging. However, children with AOM often have poor appetites, difficulties sleeping, irritability, and frequently tag their ears (Jamal et al., 2022). Consistently, the physical examination revealed a bulging and erythematous TM in the right ear and discharge, with reports of ear pain, difficulties sleeping, fever, and irritability. 
Otitis Media with Effusion: OME or chronic otitis media is considered a complicated presentation of otitis media. Conventionally, OME present with liquid in the middle ear, although patients have intact TMs and do not report any symptoms (Jamal et al., 2022; Restuti et al., 2022). However, the condition can be differentiated by the observation of effusion in the middle ear at assessments three months apart. In this regard, the rapid onset of symptoms of acute inflammation rules out this diagnosis.
Cholesteatoma: The condition involve lesions arising within pneumatized parts of the temporal bone and could include the middle ear, mastoid, or both (Castle, 2018). In many cases, patients present with ear drainage, hearing loss, sensation of ear fullness, odor from the ears, and dizziness (Pachpande & Singh, 2022). Patients also have a history of ear infection before the diagnosis. Cholesteatoma occurs as a cystic structure associated with the accumulation of squamous debris and desquamated keratin (Castle, 2018). The absence of a history of ear infection and cysts rules out this diagnosis.
Acute Mastoiditis: The condition is usually a complication of otitis media. Its diagnosis is primarily based on clinical signs, including postauricular erythema, swelling, tenderness, and frontward auricular protrusion (Shrestha et al., 2021). In addition, the condition often results in difficulties in hearing, swelling behind the ear, throbbing, and pus from the ear. The absence of these symptoms and the rapid onset of symptoms without earlier diagnosis of OM rules out this diagnosis,
Plan
While AOM can resolve spontaneously within two weeks, antibiotic therapy is necessary to prevent its progression to chronic OM. In the backdrop of antibiotic resistance, limiting antibiotic usage or initial withholding is recommended, with symptoms resolving in 24 hours for up to 61% (Gotcsik, 2021). However, withholding antibiotic therapy would not be used for the patient considering the likelihood of progression,
Pharmacological interventions: 
· Start Augmentin 25 mg/kg every 12 hours for five days: Augmentin (combination of amoxicillin and clavulanic acid) is recommended to broaden antimicrobial coverage and prevent the recurrence of the disease (Jamal et al., 2022). 
· Administer Tylenol 5 mg q4-6Hr PRN: Supportive care and symptomatic treatment are critical considering that many patients complain of otalgia (Gotcsik, 2021). Oral analgesics such as acetaminophen (Tylenol) would address the pain and fever.   
Non-pharmacological interventions:
· Non-pharmacological intervention are currently indicated for the patient. Osteopathic Manipulative Treatment (OMT) would have been considered in case this was a recurrent case of AOM (Winger et al., 2020). 
Patient education:
· The parent is advised to observe changes in symptoms over the next 24-48 hours after the initiation of therapy. The failure of symptoms to resolve within the period could indicate treatment failure and the need for further assessment or change of medication (Gotcsik, 2021).
· The child is advised to avoid inserting objects into his ear. In addition, the parent is encouraged to ensure the child does not have access to objects that could easily be jammed into the ear. 
Follow-up:
· The patient should be brought back for check-up in case the symptoms do not dissipate in 48 hours. 
· The parent is given emergency contacts to reach the provider
· Telephone follow-up will be conducted in five days
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