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Case Study: Infectious Mononucleosis
Patient Information: “S.J. is a 26-year-old, Caucasian Male” 
History of Present Illness: “Patient is a 26-year-old male brought in accompanied with sibling complaining of left ear pain, states started two days ago and is increasing in severity. Patient was at the clinic in the past two weeks and states he stopped taking his antibiotic after day 3 of course due to him feeling better. Patient is now back because the pain is back again. Pain is described as 9/10 on numeric pain scale, associated with headache, no throat ache no fever. Pain is aggravated by eating or chewing. Patient states short term relief was found by taking Tylenol affording resolution of his pain for short period of time. 
Allergies: Patient denies any food or drug allergies
Past Medical History: Patient denied any previous hospitalization
Surgical History: Patient denies any previous surgery
Family History: Family history is non-contributory
Social History: S.J. is unemployed, admits to occasional alcohol use and smoking, denies  illicit drug use.
Sexual History: Patient denies sexual activity.
Review of Systems: 
Constitutional: (-) for fever, weakness, fatigue. Denies weight loss, n/v.
HEENT  (+) headache, no vertigo, dizziness or lightheadedness, no blurring of vision, no double vision, no tearing, (-) sore throat, dysphagia, hoarseness, no ringing in the ears, (+) ear pain bilaterally, worst with swallowing, no neck pain
Skin: Warm to touch, skin is intact, no signs of rash, itching or pruritus.
Cardiovascular: Patient denies chest pain or SOB. 
Respiratory: Patient denies SOB, negative for respiratory distress.
GI: Patient denies n/v and denies significant weight loss
Neurological: No seizure, fainting, or weakness, normal speech, memory and motor coordination intact.
Hematologic:  No anemia, (-) easy bruisability, no bleeding disorders.
Psychiatric:  No depression, anxiety, mood and affect appropriate, (-) sleep disturbance 
Musculoskeletal:  Patient denies body aches
Endocrine:  Negative for thirst, cold or heat intolerance, no dysuria, nocturia, or frequency of micturation.
PHYSICAL EXAMINATION:
General: Patient is alert, awake and oriented, no acute distress.
Vital signs BP: 102/66 mmHg laying down; T: 98.0 degrees Fahrenheit; RR: 18 breaths/min; HR: 71 beats/min HT: 5’8wt:172lb

Skin:  Normal in appearance, warm to touch, nails pink without clubbing.
Head:  Scalp normal, no lesions, no mass, no tenderness, hair is evenly distributed.
Eyes:  Pupils equally round, reactive to light and accommodation, sclera and conjunctiva normal. Normal vessels without hemorrhage on fundoscopic examination.
Ears:  Outer ear without lesions, skin intact, same color as face, tympanic canals erythema, eardrum flat, translucent and pearly gray in color.
Nose/Sinuses:  Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/Throat:  Tongue & lips normal in color, moist pharyngeal walls pink
Neck:  Supple, no JVP, negative for carotid artery bruits.
Heart:  NSR on EKG monitor, S1 and S2 normal, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and Back:  Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs:  Symmetric expansion on inspection, respiratory effort even and unlabored without use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, clear breath sounds.
Abdomen:  Abdomen is non- distended, soft, no tenderness on palpation, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities:  Moves all, no discoloration, or cyanosis, no clubbing or edema, good pulses with regular rhythm.
Neurological:  Patient is alert and oriented to person place time and situation, cranial nerves II -XII intact, motor, strength, and  sensory examination of the upper and lower extremities is normal, symmetrical and normal reflexes bilaterally in both extremities, gait normal.
Genitalia:  Normal penis, no scrotal masses, or swelling noted.
Assessment
Primary Diagnosis
Otitis media do not benefit from antibiotic treatment. Therefore the physician needs to differentiate between AOM from normal middle ear status. The difference will help in avoiding the redundant use of antibiotics that results in massive effects of medication. Unnecessary antibiotics also cause the growth of antimicrobial resistance. The use of a pneumatic otoscope identifies the signs of fluid buildup and ear infection. Other test includes hearing test done to kids with fluids in either ear for 90 days. Lastly, the tympathy test measures eardrum response to variations in pressure inside the ear. The last test is tympanocentesis that is carried out to remove fluid found behind the eardrum. The blood test is carried if there is a presence of immune problems symptoms. 
Pathophysiology 
	The primary factor in middle ear infection is Eustachian tube dysfunction (ETD). The mucociliary system constitutes the mucosa located at the end of the Eustachian tube. Interference by edema to mucosa helps the direct extension of infectious processes in the middle of the ear nasopharynx causing otitis media. Esophageal matter regurgitated into the middle ear through the Eustachian tube and nasopharynx creates a mechanical disturbance resulting in ear inflammation. Several factors play a significant role in AOM: the immature immune system, infection of respiratory mucosa, and development adjustments of ET.specific viral infection results in inflammatory responses and abnormal host immune in ET mucosa and the microbial invasion of the middle part of the ear. Inflammatory response and host immune defend themselves by producing fluid in the middle ear. However, there is insufficient evidence that links the interaction between specific viruses and pathogenic bacteria located in AOM.in different cases, the evidence suggests that such interactions lead to severe diseases (Krueger et al., 2017).
Differential Diagnosis
Whether in children or adults, differentiating unilateral otitis media with effusion is essential. In most cases, such an entity is considered a nasopharyngeal mass unless proven differently. Also, it is crucial to fully evaluate a potential nasopharyngeal mass in patients with OME with effusion. At the primary level, flexible nasopharyngoscopy should be undertaken. Furthermore, biopsies and imaging studies may be designated. Another challenge includes failure to recognize potential delays in language development and hearing loss in children. Several conditions must be followed when evaluating patients with this illness.
· Middle ear function
· Eustachian tube function
· Patulous Eustachian tube
· Reconstructive surgery for cleft palate
· Eustachian tube, middle ear inflammation
PLAN
Diagnostic
Diagnostic for acute otitis media include specific symptoms such as acute onset and middle ear effusion. Other criteria are air-fluid level behind the middle ear and absent or limited mobility of membrane. Persistent critical otitis media diagnostic criteria include continuous features such as ear infection during antibiotic medication and relapse within 30 days of treatment protection. Otitis media with effusion diagnostic criteria of symptoms such as constant fluid behind the intact tympanic (Venugopal, 2015).
Medical Treatment
Augmentin 875mg-125mg tab 1 tab by mouth every 12 hours 
Ibuprofen 600mg tab 1 tab by mouth 3 times daily with food
Education/Home Remedies 
There are several home remedies for otitis media that a patient can try. However, none of these remedies should replace traditional treatment or doctors’ visits. An outer ear infection can be treated with swimmer’s ear drops, warm or cold compresses, and basil oil. Wash your toys and hands frequently to reduce the chances of getting a respiratory infection. Also, individuals should get pneumococcal and seasonal flu vaccines. Avoid bottle-feeding infants but rather breastfeed them (Hay, 2014).
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