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Uncertain with what you 
are seeing

Not sure of legality

Concerned about harming 
patient

Not certain scope of 
practice

Infection control issues

Not certain how to select 
procedures or instruments 
that work best for different 
types of wax

HIV/HiB

Contraindications

Feel awkward

Need/use of 
informed 
consent

Can’t see well 
enough to 
remove

Others?  

Just don’t want to do it







Status:  ENT/Otolaryngologist

 Performed 
Middle/Outer Ear 
Surgery/Treatment

 Removed Wax (or had 
staff remove wax)

 Referred for 
Audiological Workup

 Referred for Hearing 
Aid Fitting



Status:  Hearing Aid 
Dispenser/Practitioner

 Began in 1940’s

 Fit Body/BTEs

 Sold Aids in home and 
office

 Dependent on Medical 
Profession for some 
referrals

 Referred Ear wax 
Problems to ENT or 
ignored Wax



Status: Audiologist

 Worked for Universities 
and Clinics

 Patients referred by 
medical staff

 Prior Medical Screening 
insured wax removal

 ENT office point of entry



Let us hope the relationship has 
changed since the 40’s...

But has it?



Scope and 
Practice

Dispensing has 
expanded:  We spend 
more time in the Ear 
Canal: 

 Public expectation

 Scope and practice 
of your profession



Procedures now involve a clear and 
clean ear canal

 Immitance
(Impedance) 
Audiometry

 Real-Ear Measurements

 Cochlear Emissions 
(OAEs)

 Ear Impressions 

 Hearing Aids

 Noise/Swim Plugs



Audiology Scope of Practice:

 American Academy of Audiology, 1991
 Academy of Dispensing Audiologists, 1991
 American Speech-Language-Hearing 

Association, 1992

 CASLPA, 2000

 Caslpo,Preferred Practice Guideline, 2005  

 Osla allows with certification

 BC combined college of Aud/Dispensing 
(2010) will allow with 4 hrs/3 years 
training



Practitioner Scope of 
Practice:

 International Hearing Society (NBC-HIS 1999) Role 
Delineation Study includes “Administer cerumen 
management in the course of examining ears, taking 
ear impressions and/or fitting of hearing instruments”.

 Does not supersede state/federal regulations. 



Practitioner Scope of 
Practice:

 Alberta’s Practitioner’s have added working in the ear 
canal as part of scope of practice.

 AHIP had introduction at conference 2007 and 
included as scope, April 2008.

 BC, 2010 combined college.



BC Renewal Options
 BC wants me to remind you that “you must be 

observed by a registrant holding Cert C who will 
confirm they have observed the skill by initializing the 
Program of Study at each skill objective”.  



The American Academy of Otolaryngology-
Head and Neck Surgery (AAO-HNS) (1998)

 ..that mechanical and/or 
chemical manipulation of the 
external auditory canal in an 
effort to remove cerumen 
should only be performed by 
our under the supervision of a 
qualified physician (MD or 
DO).  



Options in Approaching 
Cerumen

 Refer for management 
(1940’s)

 Rx Cerumenolytics and 
remove later

 Remove now

 Test first and remove



Effect of Canal Occlusion
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Role of Impacted Cerumen in Hearing loss

Subha & Raman, 
2006

Change Ears (n / %)

10 dB or less 21  / 19.3%

11-20 dB 55 / 50.5%

21-30 dB 32 / 29.4%

31 dB or greater 1 / .9%



Managing Cerumen:  Topics

 Historical Issues (that plague us 
still)

 Anatomy & Pathology

 Getting Started

 Infection Control

 Cerumen Management

 Miscellaneous 

 A Few Examples





Historical Issues:  
Illumination



Historical Issues:  
Illumination

Artificial Light

Candles-Shine through a 
Flask or Water Glass to 
Concentrate Light

Light Boxes

Water Glass

Concentrate Light with 
Concave Mirror

Mineral Oil Lamps in Late 
19th Century



Historical Issues:  
Illumination

 Sir William Wilde (1815-
1876):  Sunlight only 
choice

 Northern Aspect

 Not in Winter

 Only on Sunny Days

 11 a.m.. - 3 p.m..



Historical Issues:  
Illumination  LED/Halogen Light:

 Intense white light-color 
of daylight

 Fiber optic illumination-
an even circle of light 
close to the tip of the 
otoscope

 High intensity bulbs

 Remaining Issue:  Cost



Historical Issues: Magnification



Historical Issues:  
Magnification

 Remaining Issue: Cost



Historical Issues:  
Tools

 Aural Speculum & 
Tools:

 The aural speculum 
was invented by 
Fabricius (1560-1634), 
city surgeon at Berne

 1827-Round speculum 
developed



Cerumen Management:  
Instrumentation

 Aural Suction Unit

 Curettes

 Curettes

 Billeau Loops

 Lucae Hooks

 Aural Forceps

 Aural Irrigators

 Aural/Metal Syringe

 Aural Irrigators

 Ceruminolytics

 Over-the-Counter

 Prescription

 Home-Made



“Observations and Surgical 
Instruments”, in Latin 1641

Historical Issues:  
Identification

 Otoscopy interest since 14th 
Century 

 Physicians for centuries 
have known importance of 
appearance/condition of 
ear canal and drum



Historical Issues:  
Identification

Gruber 1870



Roy Sullivan

Roy Sullivan

50 Willow Street

Garden City, NY  
11530-6315

www.rcsullivan.com





Anatomy & Pathology:  External Ear



Anatomy & Pathology:  Ear Canal 
Secretory System

 Ear Canal 
Secretory 
Systems

 Ceruminous-
Apocrine 
Glands

 Sebaceous 
Glands





Anatomy & Pathology:  
Cerumen Composition

 Cerotic Acid

 Cholesterol

 Hexos Bases

 Neurostaric Acid a “Bitter 
Substance”

 Acid C17H34NO2

 Substances C8H14NO2

 Argimon

 Cystine

 Histindine

 Lysine

 Protein

 Fyrosine

 Amino Acids:  Lucine, 
Esoleucine, Valine, Alanine, 
Theronine, Serive, Guitamin 
Acid, Aspiratic Acid, Glycine, 
Amino Butyric Acid

 Fatty Acids:  L-Elestearic, 
Arachidic,  Behenic, 
Ligonoceric Stearic, Cerotic, 
Erucid, Myristic and 
Palmitic.  

 Copper/Iron



Anatomy & Pathology:  
Presumed Function

 Lubrication

 Water Repellent

 Entraps Dust, Hair 
Follicles and Insects

 Bactericidal and 
Antifungal 



Bankaitis (2002)

H Aid Bacteria Fungus

1 & 2 Coag neg Staphlococcus Aperigillus flavus

3 Coag neg Stapholococcus/ 

diphtheriods

4 & 6 Coag neg Staphlococcus

5 Coag neg 

Staphlococcus/Lactobacillus

7 Enterobacter cloacae/Pseudomonas 

aeroginosa Enterococci

Candida Parapsilosis



Prevalence Rate?

 Cerumen impaction affects 

between 2 percent to 6 

percent of the general 

population in the United 

States. It apparently affects 

males and females equally.



Anatomy & Pathology:  
Cerumen Impaction By Age

Age Range
(In Years)

Impaction
Percentage

26-44 5

45-54 15

55-64 25

65-75 34

75-84 22
75-84



Anatomy & Pathology:  Incidence 
of Impaction

  Sample 
Size 

Incidence 

Children  Roche et al. (1978) 
Bricco (1985) 

224 
349 

10% 
10% 

Adults  Lebensohn (1943) 
Lebensohn (1943) 
Perry (1957) 
Hopkinson (1981) 
Foltner (1984) 
Cooper (1985) 

794 
3258 
111 
500 
100 
587 

2.5% 
8% 

17% 
4% 
9% 
5% 

Adolescents (Down 
Syndrome) 

Nudo (1965) 
Fulton & Griffin (1967) 
Brister et al. (1986) 
Crandell & Roeser (1988) 

494 
191 
88 

121 

36% 
28% 
22% 
28% 

Geriatric Population Mahoney (1987) 
Mahoney (1998) 

242 
104 

57% 
34% 

 



A & P:  Etiology of 
Ear Canal Reflexes

 Posterior Auricular branch 
of Facial (VII)

 Auriculotemporal-Branch 
of the Mandibular Decision 
of Trigeminal (V)

 Auricular Branch of the 
Vagus Nerve (X)
 External Ear

 Posterior Canal wall 



Anatomy & Pathology:  Ear 
Canal Reflexes 

Coughing

Sneezing

Gagging

Coughing

Vomiting

Fainting

Unconsciousness

Coughing

Cardiac Depression

Dizziness

Coughing



Anatomy & 
Pathology:  Slides



Normal HAIRY Earcanal





Frostbite



Contact 
Dermatitis



Cerumen



Foreign Body



Ant



Cotton Fibers 
from Q-Tip



312 Battery Tag



Dried Cerumenolytic



Haematoma



Bony Exostoses



Osteoma of Ear Canal



Otitis Externa



Retraction Pocket due to Chronic OM



Traumatic Perforation



Tympanostomy
Tube





Getting Started:  Otoscopic
Examination Observation

Outer ear/canal

Observe cerumen

Observe TM, condition

Observe landmarks

Pathology
 Congenital Abnormalities

 Infections

 Trauma & Foreign Bodies

 Neoplasm’s





Getting Started:  
Careful History

 Recent earache

 History of ear surgery

 Drainage

 Heart Problems

 Diabetes

 Aspirin

 Dizziness

 Blood Thinners

 Other possible condition 
which puts patient or you 
at risk



Review test results, if 
available Audiometric and 

Immittance data should be 
reviewed

 Conductive component 
on the audiogram

 The inability to maintain 
a hermetic seal or a type 
B tympanogram and 
high values for the 
physical volume test.



Getting Started, 
Refer for the 
following conditions:

 Temporal Bone fracture

 Retraction of ear drum

 Otitis Externa

 Otitis Media

 Perforation

 Cancer

 Tumor

 Unidentifiable Foreign 
Objects



Possible  
Contraindications

Perforated TM (limits use of water/drops)

Drainage, discharge, rash/active ear disease

Hematoma in ear canal

Surgical modification of the canal wall

Diabetic patient

Bleeding disorders

Pending legal proceedings

Patient unable to sit still for removal 
(age/attitude)



Getting Started, Continued
Infection Control-Hygiene-JP

 Hand Washing

 Sterile Towels

 Clean Working Surfaces

 Sterile Instruments

 Accessible running water, 
liquid soap, plastic lined 
garbage containers, etc.



Historical Overview

Plague>Microscope>HIV>SARS>Ebola



Infection Control:  Risks

 Personnel Health

 Patient’s Health

 Practices’ Health

 Legal (Malpractice)

 Regulatory



Definition of an Infection Control 
Program

An organized effort to 
manage one’s 
environment in order 
to minimize exposure 
to pathogenic 
microbes the can 
make you or your 
patient sick.  



Goal of an Infection Control Program

Reduce the number of 
pathogens in the 
environment to a level 
where the normal 
resistance mechanism 
of the body may take 
over and prevent 
infection.  



Infection Control:  
Definitions

 Pathogenic -Vs-
Opportunistic

 Pathogenic:  No other 
purpose than to make 
individual sick

 Opportunistic:  Lives 
with us but given 
opportunity can make 
individual or others sick



Infection Control

 Route of Transmission:  
Pathway

 Eyes/Nose/Mouth                            

 Ears:  TM very porous 
membrane



Infection Control Steps

 Written Plan

 Exposure Classification

 Vaccinations

 Training, yearly

 Post Exposure 
Management

 Material Safety Data 
Sheet (MSD)



Infection Prevention and Control 
Guidelines for Audiology

 Canadian Alliance of Regulators of 
Speech-Language Pathologists and 
Audiologists (CAR)

 The Canadian Association of 
Speech-Language Pathologists and 
Audiologists (CASLPA)

 Canadian Academy of Audiologists 
(CAA)

 Canadian Council of University 
Programs in Communication 
Sciences and Disorders (CCUP)

 Patti-Jo Sullivan, AuD. Chair (AB)
 Jennifer Henley, AuD. (AB)
 Marianne McCormick, AuD. (BC)
 Jillian Mills, AuD. (ON)
 Ann Marie Newroth, M.Sc. (BC)
 Julie Purdy, Ph.D. (ON)



Core Competencies
 Understands basic 

microbiology and how 
infections can be transmitted 
in health care settings

 Understands transmission 
based precautions

 Understands the activities of 
routine practices/standard 
precautions

 Understand the importance 
of hand hygiene/hand 
washing

 Knows, selects and 
demonstrates appropriate 
Personal Protective 
Equipment for their jobs

 Appreciates the difference 
between clean, disinfected 
and sterile items



Core Competencies, Cont.  
 Recognizes that reusable 

equipment that has been in 
direct contact with a patient 
should be cleaned and 
reprocessed before using in 
the care of another patient  

 Demonstrates critical 
assessment skills related to 
exposure to infectious agents, 
awareness to local outbreaks 
and use of infectious disease 
protocols

 Understands the role of 
vaccines in preventing 
certain infections

 Knows the infectious 
conditions that require 
absence form work or work 
restrictions



Exposure Groups

Aids Virus (HIV) Wide range of opportunistic 

infections causing malaise, hearing 

disorders, systemic infection, death

Asperigillus Fungus Cutaneous infection

Candida Fungus Cutaneous disease of skin, nails, 

systemic infection, meningitis, 

endocarditis, pulmonary infection

Chicken pox Virus Conjunctivitis, shingles, 

encephalitis

Coag neg

staphylococcus

Bacterium Folliculitis, furnucles, boils, 

carbuncles, bacteria, endocarditis, 

pneumonia, osteomyelitis



Exposure Groups, Cont.

Common Cold Virus Cough, occasional low-grade fever, 

malaise

Cytomegalovirus Virus Mild flu-like symptoms, moderate to 

severe generalized infection, liver or 

spleen damage, SN hearing loss, 

visual impairment, cognitive 

dysfunction

Hepatitis B (HBV) Virus Flu-like symptoms, jaundice, liver, 

liver damage, death

Herpes Simplex Virus Herpetic conjunctivitis, pain, 

discomfort, inflammation of digits

Herpes Zoster Virus Painful vesicular eruptions, discomfort



Exposure Groups, cont.  

Influenza Virus Respitory infection, fever, chills, 

headache, cough, sore throat

Otitis Externa Bacterium, 

fungus

Itchy, dry ear canal skin, redness, 

edema, pain

Pseduomonas

aeruginosa

Bactirium Endocarditis, chronic otitis

externa, pulmonary infectons, eye 

infections

SARS Prion Fever, headache, body aches, 

discomfort, cough, respiratory 

distress, death



Exposure Groups, cont.

Staphylococcus aureus Bacterium Boils, carbuncles, bacteremia, 

pneumonia, osteomyelitis

Streptococcal infection Bacterium Pneumonia, suppurative

inflammation, endocarditic, kidney 

problems

Tuberculosis Bacterium Persistent dry cough, chronic lung 

infection, malaise, weakness, loss 

of weight, fever chills, night 

sweats



Infection Control

 Mode of Transmission

 Contact

 Direct:  Shake Hand

 Indirect:  Pen

 Droplet:  Speaker 3-4 ft area

 Vehicle

 Blood or body substance

 Water

 Food

 Airborne:  Floating in air

 Vector Bourne:  Tick/Animal



Contact:  Direct

 Close physical contact such as 
kissing, touching, sexual 
contact or contact with oral 
secretions.  Cannot live long 
outside of the body.

 Examples are common cold, 
conjunctivitis (pinkeye), 
herpes simplex (cold sores), 
influenza, mononucleosis.   



Direct:  Indirect Contact

 The host has transmitted the disease to a secondary 
surface:  door knobs, handrails, tables, chairs, 
washroom surfaces, computers, office supplies and 
toys. 

 Some organisms can survive on the secondary 
surfaces for long 

periods of time.

 Example:  HBV  



Contact:  Droplets

 Droplets transmitted to eye, nose 
or mouth when the infected 
person coughs, sneezes or talks.

 Typically not propelled further 
than 1 meter and settle out of the 
air quickly.

 Examples:  SARS, Measles.  



Vehicle Transmission
 Transmitted via food/water or 

body substances.

 Examples:  Contaminated blood 
transfusion (typically 3rd world 
countries where HBV or HIV can 
be transmitted) or salmonella.    

http://gwincorporated.liveonatt.com/gwincTemp/bypass/Bad-Water.jpg


Airborne 
Transmission

 Evaporated droplets or dust 

particles that contain microbes can remain suspended 
in the air or blown about for long periods of time.  

 Must be able to survive outside of the body and be 
resistant to drying.

 Examples:  Influenza, whooping cough, pneumonia, 
tuberculosis, measles, chickenpox.  



Vectorborne Transmission

 Animals or insects carry the disease and are capable of 
transmitting to the human from another source (dogs, 
flies, mites, fleas).

 Examples:  West nile virus, malaria and yellow fever or 
lyme disease.  

http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg
http://www.uhh.hawaii.edu/studentaffairs/nse/images/joe-mosquito.jpg


Standard Precautions/Routine Practices

 Hand hygiene

 Risk assessment related to client symptoms, 
care and service delivery

 Risk reduction strategies such as promoting use 
of respiratory etiquette, client accommodation, 
use of personal protective equipment

 Environmental cleaning, disinfection and 
sterilization 

 Laundry and waste management

 Sharps injury prevention and post exposure 
management

 Healthy workplace practices to include 
education, immunizations and when to stay 
home from work



Cleaning

 Physical removal of foreign 
matter that removes but does 
not kill micoorganism
accomplished via water, 
detergents and mechanical 
action.

 Cleaning is required before 
any device may be 
decontaminated, disinfected 
or sterilized.



Disinfectants

Inactivation of disease-
producing microorganism 
and the reduction in the 
number of viable 
microorganisms.  Does not 
destroy all bacterial spores.  
Used only on inanimate 
objects with antiseptics used 
on living tissue.  (Alcohol) 
Level depends on to what 
extend the microbes are 
eliminated.  



Disinfection

 High Level Disinfection 
(HLD):  the level of 
disinfection required when 
processing semi-critical 
medical equipment.  
Destroys vegetative bacteria, 
mycobacteria, fungi and 
enveloped (lipid) and non-
enveloped (non-lipid) 
viruses but not bacterial 
spores.  

 Low Level Disinfection 
(LDL):  the level used 
when processing non-
critical medical equipment 
and some environmental 
surfaces.  Will not kill 
mycobacteria or bacteral
spores.  



Sterilization

The level of processing 
required when processing 
critical medical 
equipment.  Destroys all 
forms of microbial life 
including bacteria, 
viruses, spores and fungi. 
(Autoclave, 
Glutaraldehyde 7.5%)



Spaulding Classification

Category Level of Processing Examples

Critical:  Items that enter 
sterile tissue including 
the vascular system.

Cleaning followed by 
sterilization.

Generally not used in our 
field.

Semi-Critical:  Items that 
come in contact with 
non-intact skin or 
mucous membranes but 
do not penetrate them. 

Items that come in 
contact with cerumen.  

Sterilization or 
disposal/single use is 
preferred.  

Cleaning followed by 
High Level Disinfection 
(HLD) as a minimum. 

Any item entering the ear 
canal:  Insert earphone, 
impedance probe tips, 
curettes and other 
cerumen equipment, 
otoscope tips, probe 
tubes.  

Non-Critical:  Items that 
contact only the intact 
skin or do not touch the 
client.

Cleaning following by 
Low Level Disinfection 
(LDL).

Insert earphones 
(exclusive of foam tip), 
bone oscillator, patient 
response button, 
listening stethoscope.  



Caslpo Practice Standards
 Adopted in early October of this year

 Will supersede the high level disinfectant and require 
sterilization or disposal for all items entering the ear 
canal…



Infection Control: 
Universal Precautions 
Topics

 Universal Precautions Topics

 Personal Protective 
Equipment/Barriers

 Disinfection of Touch & Splash 
Surfaces

 Sterilization of Critical Instruments

 Infectious Waste Discard Carefully

 Preventive Measures to Reduce 
Disease Transmission



Personal Protective Equipment

 Must be used when 
there is a risk of 
coming in contact 
with non-intact skin, 
mucous membranes 
or body fluids. 

 Types of PPE

 Gloves

 Eye Protection

 Masks

 Protective Clothing



Gloves should be worn in the HA dispensing 
environment during procedures:

 if ear drainage, blood, sores or lesions (on the scalp) are evident

 handling earmolds or hearing aids directly from the patient

 the removal or handling of earmold impressions

 performance of cerumen management

 cleaning or disinfecting instruments contaminated with cerumen 

 environments where additional precautions have been identified

 handling dirty laundry or waste materials

 cleaning up spills of body fluids or when disinfecting a contaminated area

 when dealing with immuno-compromised clients



Masks, Eye Protection & Gowns
Disposable (fit tested 

N95) masks should be 
used if there is a risk of 
splatter or splash of 
potentially infectious 
materials or when 
airborne precautions are 
indicated:

 Known airborne 
infection such as TB, 
chickenpox, measles;

 There is a health alert 
that requires the use 
of fit-test mask

Gowns should be worn if 
there is a chance of 
contaminating clothing.  



Glove Protocol

 Prior to putting on gloves, bandages (band-aids) are to 
be placed on open sores or cuts.

 Appropriately sized examination gloves that fit tightly, 
like a second skin, are to be used during necessary 
procedures.

 If gloves become torn or perforated in any way during 
the application, dispose of the damaged gloves and 
replace  with new undamaged ones.  



Remove or change gloves 
when:

 moving between dirty and clean procedures, even on 
the same client (following cerumen management and 
moving on with audiometry

 after contact with contaminated items

 gloves should be removed immediately after 
completion of the procedure at point of use and 
before touching clean environmental surfaces.  



Removal of Gloves

 With both hands gloved, grab the 
outside of the one glove at the top of 
the wrist.

 Peel of this first glove, peeling away 
from the body and from the wrist to 
fingertips turning the glove inside 
out.

 Hold the glove you just removed in 
the gloved hand.

 With the ungloved hand, peel of the 
second glove by inserting your fingers 
inside the glove at the top of the 
wrist.

 Turn the second glove inside out 
while tilting it away from the body, 
leaving the first glove inside the 
second.

 Dispose of the gloves in the 
appropriate waste container.

 Wash hands.  



Hand Hygiene

 Before and after direct client care

 Between dirty/clean activities with the same client

(after cerumen removal and before the audiogram)

 Immediately after touching body fluids or any contaminated items in 
the immediate environment

 Immediately after removing personal protective equipment such as 
gloves

 Prior to and after eating or smoking

 Prior to and after the application of cosmetics, lip balm or adjustment to 
the contact lenses

 After handling money or other items that may be contaminated

 After personal body functions such as using the toilet or blowing one’s 
nose

 Immediately if skin is contaminated and or injury occurs

 At the end of one’s workday  



Hand Rub Technique

 Can be used if the hands are 
not visibly soiled and should 
contain a minimum of 60% 
ethanol.

 Technique:  

 Remove jewelry

 Apply 1-2 full pumps into 
one palm. 

 Spread product over all 
surfaces of hands, 
concentrating on the finger 
tips, between fingers, back of 
hands and base of thumbs

 Rub hands until the product is 
dry.  This will take 15-20 
seconds if an adequate 
amount of product is used.  
The entire technique should 
take 20-30 seconds in total.  



Hand Washing-Water

 Turn off taps with paper 
towel, if available

 Use lotion as soaps, 
antimicrobial agents and 
extra hand washing can be 
hard on the hands.  

 Must be used if the hands 
are visibly soiled.  

 Technique:  
 Remove all jewelry

 Wet hands with warm water

 Apply soap

 Vigorously rub all aspects of 
your hands for a minimum of 
15 seconds, paying particular 
attention to the finger tips, 
between the fingers, backs of 
hands and base of the thumbs.  
Rinse and dry hands 
thoroughly by blotting gently 
so as not to damage the skin



Risk Assessment

 Include questions regarding 
coughs, fevers, rashes, 
diarrhea and eye infections 
as part of treatment.

 Questions can include 
recent exposure to 
infectious diseases and 
travel

If you/your child have 
symptoms of fever and 
cough, diarrhea, rash 
or untreated eye 
infections within 24 
hours of your 
appointment, please let 
this office know before 
the scheduled 
appointment. Visits can 
be rescheduled due to 
illness.  



Respiratory Etiquette

 Providing public with helpful 
respiratory information not a 
new idea… 



Respiratory Etiquette

 Cover nose/mouth when 
coughing/sneezing-cough 
into elbow or sleeve.  Do not 
use your hand.  

 Use tissues to contain 
respiratory secretions and 
dispose of them in nearest 
waste receptacle. 

 Perform hand hygiene 
after having contact with 
respiratory secretions.  



Sterilization Methods

 Steam Autoclave
 Dry Heat Oven
 Chemical Vapor 

Sterilization
 Ethylene Oxide Sterilize
 Chemical Sterilant 

 Glutaraldehyde (Cidex)
 Hydrogen Peroxide 

(7.5%)



Using Chemical Sterilants

Use solution labeled for 
sterilization.    

At the end of the day, designated 
covered containers holding 
contaminated instruments are 
brought to the hazard area by 
designated personnel who are 
wearing gloves.  Remove fumes are 
strong so the area must have good 
ventilation.

Clean debris from instruments 
prior to immersion using paper 
towels.

Using gloves, carefully place in the 
cold sterilant solution (make sure 
clean and fresh), making sure all 
are submerged in the solution.

Cover the tray and soak according 
to the manufacturer’s directions 
(usually for a minimum of 10 
hours/overnight).

 Remove gloves, wash hands.  
 In the morning, put on a pair of 

gloves and rinse instruments in the 
sink. Rinse off in sterile water 
before using or with tap water and 
then use a disinfection spray.

 Allow to air dry.



Non-Critical Equipment

 Items used in direct patient 
care should be disinfected 
(LDL) between patients:  

 Otoscope (not tips)

 Earphones & headbands

 Bone oscillators 

 Patient response buttons

 Splash surfaces. 



Clinical Environment

Practice 
Considerations

What to Use Recommendations

▪ Floors

▪ Sinks

▪ Desks or countertops

▪ Storage shelves and 

bins

▪ Telephones, 

computers, credit card 

reader

▪ Washrooms (public 

and staff)

▪ Fitting/repair rooms

▪ Sound suites

▪ Toys used for 

assessment

Cleaning usually involves soap 

and water, detergents or 

enzymatic agents to physically 

remove soil, dust or foreign 

material.

Low Level Disinfection: 

Quartenary Ammonium 

Compounds, or Iodophores, or 

3% Hydrogen Peroxide, or 

Diluted Bleach (5mls bleach/500 

mls water).

Plush toys and reading 

materials (e.g. magazines, 

books) which are handled and 

cannot be laundered, should be 

discarded.

▪ Daily and when visibly soiled

▪ Clean high traffic areas more frequently 

(e.g., reception counter, chair in sound 

suite)

▪ Keep shelves and bins tidy and clean, 

dust free

▪ Following use or prior to use if suspected 

contamination

▪ Care must be taken to ensure residues 

from the cleaning process itself (e.g., 

detergents, solvents, etc.) are also 

removed from equipment.

▪ Consider laminating paper material used 

by patient/clients repeatedly during 

intervention so that it can be wiped with 

disinfectant.)



Using a  Disinfectant Spray

 At the conclusion of patient appointment prior to vacating 
the room, spray all work surfaces with hospital grade 
disinfectant and wipe with a  paper towel.

 Following cleaning re-spray with same disinfectant spray.

 Leave the surface wet for the time specified on the label. 

 Wipe the surfaces dry



Material Safety Data Sheet

 Information on 
what to do if 
chemical is used 
inappropriately



MSD

Eye Contact Flush with water 15 minutes

Keep eyes open while rinsing

If irritation persists, consult a specialist

Ingestion Do not induce vomiting, call physician or poison 

control center

Inhalation Move to fresh air

If experiencing difficulty breathing, seek medical 

attention

Skin Contact Rinse with plenty of water

Remove contaminated clothing and wash before re-

use



Dispose of Infectious 
Waste

Waste divided into 3 types:  general, 
Biomedical and pathological

 Most waste fine to dispose of in 
regular ways

 If contaminated with excessive 
cerumen, place in a separate 
impermeable bag and placed in 
regular trash

 If contaminated with blood, placed in 
bags labeled for biohazard waste and 
disposed of by a waste hauler licensed 
for medical waste disposal



Infection Control 
Requirements

 Written Plan

 Exposure Classification

 HBV Vaccination

 Training, yearly

 Post Exposure Management

 Material Safety Data Sheet (MSD)







Cerumen Management:  
Historic Remedies

Steam

Goat/Cow Urine

Ear Candles/cones (from 
2500 BC)



Reported Benefits of 
Candling

 relieve sinus pressure and pain 
 cleanse the ear canal 
 improve hearing 
 assist lymphatic circulation 
 regulate pressure 
 purify the mind 
 strengthen the brain 
 relieve pain and fever associated with a 

ruptured eardrum 
 cure swimmer's ear and other ear 

infections 
 relieve earaches 
 act as an alternative to "tubes put in 

your ears" 
 sharpen the senses of smell, taste, and 

color perception 
 cure Meniere's syndrome

 stabilize emotions 
 stop tinnitus (ringing in the ears) help 

TMJ pain and stiffness 
 relieve vertigo 
 fortify the central nervous system 
 clear the eyes, 
 purify the blood, 
 act as an anti-inflammatory, antiseptic, 

or antibiotic 
 aid sinusitis 
 release blocked energy 
 reduce stress and tension 
 cure auricular zona (a herpes zoster 

infection of the ear) 
 open and align the chakras 
 open the spiritual centers and cleanse 

the auric bodies. 



Ear 
Candli
ng



Multiple Choice 
Question

 Which of the following 
procedures is MOST likely 
to remove wax from the 
ear?

 A.  a Massage;

 B.  a Facial;

 C.  Ear Candling?  



Wax on TM, post 
Candling



1 Week post wax 
removal



Laryngescope October 1996

 122 ENTs polled:  21 
reported having had at 
least one case with 
trauma following 
candling.

 In a sample of 8 
subjects, none had less 
wax following candling 
and some had added 
wax.



“Don’t listen: ear 
candling is 
dangerous, and 
has no proven 
medical 
benefits”.



“Ear candles are dangerous to 
health when used in the manner, 
or with the frequency or duration 
prescribed, recommended or 
suggested in the labeling.  FDA 
considers these devices to be 
dangerous because the use of a 
lit candle in proximity to the face 
carries a significant risk of 
potentially severe burns to the 
skin/hair, ear canal, tympanic 
membrane, and middle ear 
structures.  “



“There is nothing that setting 
your ear on fire is going to 
cure.”

-Dr. Rick Fox, ENT 



Cerumen 
Management:  
Possible Risks

Injury to earcanal and 
subsequent infection

Perforation of TM

Exacerbation of Chronic 
Middle Ear Effusion

Dizziness

Pain and Discomfort during 
procedure



Tinnitus

 Vysata, Kuceran, Prochazka, Kukal, & 
Pazdera (2007):  9 patients with 
unilateral tinnitus and cerumen.  
Tinnitus went away within 30 
minutes of cerumen removal.

 Folmer & Shi (2004) .46% of patients 
list cerumen removal as triggering 
force of chronic tinnitus.  

 Irrigation, curette, suction by 
ENT/Family Practice or nurses



Effect of cerumen impaction on hearing and cognifitve
functions in Japanese older adults with cognitive impairment

 METHODS:
 Pure tone audiometry (PTA) and the Mini-Mental State 

Examination (MMSE) were administered to participants 
before and after cerumen removal.

 CONCLUSION:
 Hearing improved significantly after cerumen removal. A 

significant cognitive improvement was additionally 
observed after cerumen removal with age adjustment. 
Thus, the present results suggest routine ear canal 
examinations might benefit elderly individuals with 
memory disorders.

 Geriatr Gerontol Int. 2014 Apr;14 Suppl 2:56-61. doi: 
10.1111/ggi.12251

https://www.ncbi.nlm.nih.gov/pubmed/24650066


Possible Outcomes….



TM Perforation following Electric Irrigation



The good news is… seldom long-
lasting repercussions…



Cerumen Management:  
Precautions

 Explain the Procedure to the Patient.  Obtain 
Informed Consent

 Arrange for medical assistance, if needed

 Be prepared for bleeding

 Know what to do if emergency arises

 Do not forcibly remove cerumen to prevent 
laceration/injury of the earcanal skin lining

 Stay in the cartilaginous section of the ear canal



Cerumen Management:  Ear Canal 
Anatomy

Outer Section       Cartilaginous Section       Bony Section 
very flexible                   moderately flexible                  not flexible

low sensitivity                     mild sensitivity                       high sensitivity

Chester Z. Pirzanski



Informed Consent
Cerumen Management

Informed Consent Form

2/1/01
In order for testing scheduled for today or the hearing aid evaluation scheduled for 
today to continue, it is necessary to remove the excess wax or cerumen in my ear.  I 
understand that such removal is voluntary and can be halted at any time by me or 
the audiologist removing the cerumen.   

I have currently or have had in the past any of the following (check all that apply):
_____  a.  Earache;    
_____  b.  History of ear surgery;
_____  c.  Ear Drainage;
_____  d.  Heart problems;
_____  e.  Use of blood thinner;
_____  f.   Daily use of aspirin;
_____  g.  Temporal bone fracture;
_____  h.  External or middle ear; infections
_____  i.   Hole [Perforation] of the Eardrum;
_____  j.   Diabetes;
_____  k.  Any other condition placing either of us at risk if exposed to blood.
I consent to the removal of cerumen in my ear  by my audiologist.
_____________________________ ______________________________
Audiologist's Signature  Date Customer's Signature      Date



Cerumen Management:  
Precautions, Continued

Follow guidelines 
established by the employer, 
insurance polices or 
regulatory board

Document the procedure 
and outcomes



Physical 
Positioning

 Patient and Clinician 
comfortably seated, 
clinician slightly 
elevated

 Grasp patient’s helix 
with finger/thumb pull 
up and back

 Inspect the Earcanal



Physical Setup



Physical Positioning: 
Bracing



Physical Positioning: 
Bracing



Light Sources

Head Mirror

Head Light

Binocular Microscope

Goggles/Glasses

Operating Microscope

Aural Specula

Otoscopes



Head 
Mirror

 3 1/2 Diameter with Central aperture of 3/4 
inch in diameter.  Concave mirror 
concentrates light at 7 1/2 inches

 Intensified/Focused

 Needs good light at source



Electric Head Lights



Portable Binocular 
Microscope



Curette with Binocular 
Microscope



Goggles/Glasses



Operating 
Microscope



Aural Specula: Metallic & 
Plastic

 Size

 Material

 Color

 Reflection 
Color



Speculum w/ 
Curette



Kleenscoop

Welch Allyn otoscope 
tip with scoop 
attachment



Otoscopes

 Parts of an Otoscope
 Handle
 Head
 Speculum

 Otoscopy Devices
 Conventional Otoscope
 Hotchkiss Otoscope
 Electric Otoscope
 Pneumatic Otoscope
 Operating Otoscope
 Video Otoscope



Standard Otoscope:  
Handle, Adapter & Head



 Working 
“through” the 
otoscope head 
of a standard 
otoscope



Hotchkiss Otoscope 
w/Battery Pack/Adapter



Hotchkiss Otoscope



Pneumatic Otoscope



Operating 
Otoscope

 With different 
speculum 
diameters can 
work “through” 
or to the side of 
the speculum



A.C.-Powered (Wall 
Mounted) Otoscope



Video Otoscopes

 Advantages to using VO

 Improved Otoscopy

 Increases patient 
involvement

 Improved identification 
of disease process

 Identify changes in ear 
pathology over time

 Documentation to 
reduce malpractice 
claims



Video Otoscope 
Head



Welch Allyn Macroview



Rational & Methods:  Management Flow Chart

Start

Ear Canal Inspection

Impaction?

Otological &

Medical history

Contra-

indications?

Instruments Suction Irrigation

Precautions

Is softening

Required?

Extraction

Evaluation

Complications

?

Is Cerumen

Removed?

Test

Medica

l

Facility

Soften Cerumen

15-45 min 3-5 days

Is cerumen

soft?

YES

YES

NO

NO

Select Procedure/s

YES

NO
YES

NO

NO

YES

YES

NO



Recheck if you 
recommend a 
home remedy…



Cerumen Management:  
Instrumentation

 Aural Suction Unit

 Curettes

 Curettes

 Billeau Loops

 Lucae Hooks

 Aural Forceps

 Aural Irrigators

 Aural/Metal Syringe

 Aural Irrigators

 Ceruminolytics

 Over-the-Counter

 Prescription

 Home-Made



Aspirator w/Baron & 
Ferguson-Frazier Suction Tips



Average SPL as a function of pressure and 
tip size inserted ½ of the way into the 
canal

60
80

100

9
cm

35
cm

62
cm

Size 7
Size 5
Size 3

Ear Canal Suctioning in Audiology Today:   September/October 2007



Noise Levels for Aural 
Suction

 Varies based upon unit, depth of insertion, degree of 
suction and size of the probe tip.

 Peak levels can reach 140 dB(A)

 Even 115 dB(A) for 2 minutes gives 427% of NIOSH (1% 
at risk) and 13% of dose for OSHA (23% at risk)



Disposable loops w/pen light

 Pen lights can be 
obtained with 
halogen lighting or 
standard lighting and 
wire or fishline loops 
can be purchased to 
be used with existing 
tools.  



Lighted Ear Curette 
(Bionix)



Lighted Ear Curette 
w/Magnification 
(Bionix



Buck Ear Curettes 



Shapleigh Ear Curettes



Billeau Ear Loops (Sizes 1-3)



Aural Forceps:  
Alligator (l) & 
Cupped (r)



“Do not forcibly remove 
cerumen…”



Lucae Ear Hooks (Two 
Sizes)



Lucae Ear Hook



Lucea Ear Hook



Bionix  Curettes

Bionix Disposable 
Curettes



Sullivan VO Attachment

 Disposable 
curette 
modified to 
attach to end 
of the VO

 Straight or 
bent



Curette attached 
to VO head



Aural Irrigation



Aural Irrigation:  Ear Syringe 
w/Plunger, Basin &  Cannula



Ear Syringe



Waterpik



Waterpik Irrigation



Bionix Waterpik



OtoClear Tips



OtoClear Tip Instructions



OtoClear Tips



Emesis Basin



Water Temperature



Welch Allyn Earwash System

 Tap water based-connects to facet

 Temperature monitor

 Disposable tips



Ear Wash Procedure



Commercially Available 
Ceruminolytics

 Carbamide Peroxide 6.5% & 
Glycerine

 Audiologist’s Choice  

 Auro Ear Drops

 Bausch & Lomb

 Debrox

 Murine Ear Drops

 Triethanolamine Polypeptide 
Oleatecondensate

 Cerumenex Drops



Home-Made 
Cerumenolytic Mixes

 Carbon Peroxide & 
Glycerin

 Hydrogen Peroxide  
Baby/Mineral Oil

 Olive Oil

 Distilled Water

 Sodium bicarbonate

 Colex Liquid (Get from 
Pharmacist)



Anything really 
will work…



EARigate





Bleeding…

Decongestant Nasal 
spray:  0.1% 
Xylometazoline 
Hydrochloride.



Oaktree Products Contact 
Information

Oaktree Products:  

2134 Heather Glen Drive; 
Chesterfield, MO  63017-
5022; 

1-800-347-1960

www.oaktreeproducts.com



Roy Sullivan

Roy Sullivan

50 Willow Street

Garden City, NY  11530-
6315

www.rcsullivan.com





What have we learned???



Example 1



Example 2



Example 3



Example 4



Example 5



Example 6



Example 7



Example 8



Email:  jpurdy@rchsd.org


