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Which pathogens are common in the upper •
respiratory tract including the middle ear 

Which otitis media presents with pain
•
Which otitis media presents with otorrhoea 
•
Which otitis media does not present! 
•
5 serious complications of Acute /Chronic OM 
•
Why the diagnosis of mastoiditis can be compared •
with Shaka’s war tactic 

The surface landmark of the mastoid antrum 
•
5 symptoms and signs of cholesteatoma
•
How to complete the sentence: “In SA, a child with •
a runny ear and a facial palsy has ….. Until proven 
otherwise”


