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Abstract:  
 

Managing ENT (Ear, Nose, and Throat) emergencies requires a multidisciplinary 

approach that integrates the expertise of various healthcare professionals including 

nurses, family medicine practitioners, psychiatrists, social workers, emergency services 

personnel, and medical administrators. Nurses play a crucial role in the initial 

assessment and stabilization of patients, providing critical support through the 

collection of medical histories and vital signs, as well as administering treatments as 

prescribed. Family medicine practitioners offer continual care and primary assessments, 

ensuring that patients receive comprehensive management of their condition. Psychiatry 

is integral to address any mental health concerns that may arise in patients experiencing 

acute ENT issues, especially in cases where anxiety or trauma is involved. Social 

workers also contribute by assessing social determinants of health and facilitating 

access to necessary resources, thus ensuring a holistic approach to emergency care. 

Emergency services serve as the frontline responders in ENT emergencies, providing 

rapid assessment and transport to appropriate care facilities. Within the emergency 

department, collaboration among multidisciplinary teams is essential for effective 

patient management. Medical administration plays a pivotal role in creating protocols 

and maintaining quality of care standards to streamline the processes involved in ENT 

emergencies. Enhanced communication channels between all participants, alongside 

http://dergipark.org.tr/en/pub/ijcesen
http://www.ijcesen.com
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efficient resource allocation, dramatically improves patient outcomes in high-stress 

situations. The collaborative efforts of these diverse professionals not only address 

acute medical issues but also ensure a supportive environment for both patients and 

their families. 

 

1. Introduction 
 

Ear, Nose, and Throat (ENT) emergencies 

represent a significant and often challenging 

component of acute medical care, accounting for a 

substantial proportion of presentations to 

emergency departments (EDs), primary care 

clinics, and urgent care centers worldwide. These 

conditions range from the common and distressing, 

such as severe epistaxis or foreign body aspiration, 

to the rare and life-threatening, including deep 

neck space infections or complicated sinusitis 

leading to orbital or intracranial complications. 

The global burden of ENT disorders is immense; 

for instance, hearing loss alone affects over 1.5 

billion people globally, many of whom may 

present acutely with complications, while chronic 

rhinosinusitis is estimated to affect up to 12% of 

the population in developed nations, a subset of 

whom will experience severe exacerbations 

requiring emergency intervention [1].  

Traditionally, the management of such 

emergencies was perceived as a linear process: 

presentation, diagnosis by a physician, and 

treatment. However, contemporary healthcare 

paradigms recognize that this model is insufficient 

for delivering holistic, efficient, and patient-

centered care. The increasing complexity of patient 

comorbidities, the rising prevalence of mental 

health conditions, and the growing emphasis on 

cost-effective healthcare delivery have made the 

siloed approach obsolete [2]. A fragmented system 

leads to delays in diagnosis, communication 

breakdowns, and ultimately, poorer clinical 

outcomes. For example, a deep neck space 

infection requires not only the surgical acumen of 

an ENT surgeon but also the rapid diagnostic 

support of radiology, the critical care management 

by emergency and anesthesia teams, the vigilant 

post-operative nursing care, and the administrative 

oversight to coordinate these resources seamlessly. 

Within this multidisciplinary framework, each 

professional domain plays a critical and distinct 

role. Nursing staff serve as the first and constant 

point of contact, performing initial triage, vital 

sign monitoring, assisting with procedures, and 

providing crucial patient education and emotional 

support. Their role in calming an anxious child 

during aural foreign body removal or in educating 

a patient on post-epistaxis care is invaluable [3]. 

The Family Medicine physician provides 

essential continuity of care, managing underlying 

conditions like hypertension or coagulopathies that 

contribute to ENT emergencies, and ensuring 

appropriate follow-up to prevent recurrence, thus 

bridging the gap between the hospital and the 

community [4]. 

The integration of Psychiatry is often overlooked 

but is vital. ENT emergencies can be both a cause 

and a consequence of psychiatric distress. Patients 

with severe tinnitus may present in a suicidal 

crisis, while those with somatic symptom disorder 

may repeatedly seek care for perceived throat 

malignancies. A psychiatric assessment can 

differentiate true organic pathology from 

psychogenic manifestations and provide critical 

management strategies [5]. Social 

Workers address the socio-economic determinants 

of health that frequently accompany ENT 

emergencies. They assist patients with 

transportation issues, navigate complex discharge 

plans, connect them with financial resources for 

medications, and intervene in cases of suspected 

self-neglect or domestic violence, which may be 

underlying factors in recurrent presentations [6]. 

The Emergency Services team, including 

emergency physicians, paramedics, and 

technicians, are responsible for the initial 

stabilization, particularly in securing a threatened 

airway—a paramount concern in conditions like 

angioedema, Ludwig's angina, or traumatic 

laryngeal injury. Their ability to perform rapid 

sequence intubation or a surgical airway can be 

life-saving [7]. Finally, Medical 

Administration provides the foundational 

structure upon which clinical care is built. They 

are responsible for developing and implementing 

clinical pathways for common ENT emergencies, 

ensuring the availability and maintenance of 

specialized equipment (e.g., flexible 

nasendoscopes, tracheostomy sets), optimizing 

patient flow to reduce wait times, and managing 

the financial and human resources required for a 

24/7 service [8]. 

The evidence supporting a team-based approach is 

robust. Studies have shown that structured 

multidisciplinary care pathways for conditions like 

peritonsillar abscess can significantly reduce time 

to incision and drainage, decrease hospital 

admission rates, and improve patient satisfaction 

scores [9]. Furthermore, the involvement of mental 

health professionals in managing chronic ENT 

conditions like refractory vertigo has been 

demonstrated to reduce the frequency of 
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emergency department visits and improve patients' 

quality of life [10]. From a systems perspective, 

effective administration and clear communication 

protocols between these diverse teams are not 

merely beneficial but essential for patient safety. 

The World Health Organization has repeatedly 

emphasized that communication failures are a 

leading root cause of sentinel events in healthcare, 

underscoring the need for structured handoffs and 

shared mental models in acute care settings [11]. 

Therefore, this research paper will undertake a 

comprehensive analysis to delineate and synthesize 

the distinct yet interconnected roles of nursing, 

family medicine, psychiatry, social work, 

emergency services, and medical administration in 

the management of ENT emergencies. It will 

explore how this collaboration functions across a 

spectrum of common and critical scenarios, 

analyze the barriers to effective teamwork, and 

propose integrative models for care. By 

synthesizing current literature and best practices, 

this research aims to provide a blueprint for a truly 

patient-centric, efficient, and resilient system 

capable of managing the complex challenges 

presented by acute otorhinolaryngological 

conditions, ultimately improving survival, 

recovery, and the overall patient experience [12]. 

 

2. The Spectrum and Epidemiology of 

Common ENT Emergencies 

Ear, Nose, and Throat (ENT) emergencies 

constitute a diverse and clinically significant 

segment of acute medical presentations, spanning a 

wide spectrum from common, high-volume 

complaints to rare, time-critical situations that pose 

an immediate threat to life. These conditions 

represent a substantial burden on healthcare 

systems globally, accounting for a notable 

percentage of all visits to emergency departments 

(EDs), urgent care centers, and primary care 

clinics. It is estimated that ENT-related complaints 

are responsible for approximately 5% to 10% of all 

ED visits in developed nations, a figure that 

underscores their pervasive nature and the critical 

need for systems capable of managing them 

efficiently [13]. The clinical presentation of these 

emergencies is profoundly linked to the complex 

and confined anatomy of the head and neck region, 

where even minor inflammation, a small foreign 

body, or limited bleeding can lead to significant 

morbidity by compromising vital functions such as 

respiration, swallowing, or hearing. Understanding 

the epidemiology and categorizing these 

emergencies by acuity and anatomical site is the 

foundational step in developing a robust, 

multidisciplinary response framework. 

The epidemiology of ENT emergencies reveals 

distinct patterns across different age groups and 

geographic regions. In pediatric populations, 

foreign body ingestion or aspiration is exceedingly 

common. The American Academy of Pediatrics 

reports that over 80,000 children under the age of 

14 are treated in EDs annually for foreign body 

incidents in the aerodigestive tract, with coins, 

toys, and food items like nuts and seeds being the 

most frequent culprits [14]. Similarly, acute otitis 

media (AOM), while often managed in primary 

care, can present as an emergency when 

complications such as mastoiditis or tympanic 

membrane rupture occur. In adults, the most 

frequent ENT emergency is epistaxis, or 

nosebleeds. The majority are anterior bleeds and 

are self-limiting or easily controlled, but posterior 

epistaxis, more common in the elderly and those 

with comorbidities, often requires specialized 

intervention and has an incidence of up to 10 per 

10,000 emergency department visits [15]. Other 

high-volume presentations include acute 

pharyngotonsillitis, with a subset progressing to 

peritonsillar abscess (Quinsy), which has an 

estimated incidence of 30-40 cases per 100,000 

person-years [16]. The burden of these conditions 

is not merely clinical but also economic, leading to 

significant healthcare expenditures related to ED 

visits, procedures, and hospital admissions. 

A useful framework for understanding the scope of 

ENT emergencies is to categorize them by their 

potential for rapid clinical deterioration. At one 

end of the spectrum lie the Urgent but Non-Critical 

Conditions. These are high-frequency 

presentations that cause significant patient distress 

and require prompt management but are unlikely 

to immediately threaten life. This category 

includes uncomplicated acute otitis externa, 

sudden sensorineural hearing loss (SSNHL), 

benign paroxysmal positional vertigo (BPPV), and 

simple nasal fractures. While not immediately life-

threatening, mismanagement can lead to long-term 

sequelae; for instance, SSNHL is considered a 

otologic emergency because delay in treatment 

beyond a critical window of 48-72 hours with 

corticosteroids can permanently compromise 

hearing recovery [17]. 

The middle of the spectrum is occupied by Semi-

Urgent Conditions with Potential for 

Complications. These are situations that, while 

often stable at presentation, harbor the risk of 

progressing to severe morbidity if not adequately 

addressed. The quintessential example is the deep 

neck space infection (DNSI), such as a 

parapharyngeal or retropharyngeal abscess. Often 

stemming from an odontogenic or oropharyngeal 

source, DNSIs can insidiously progress to airway 
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obstruction, mediastinitis, or septic shock. Their 

incidence, though lower than peritonsillar 

abscesses, carries a mortality rate of 1-2%, 

primarily due to these devastating complications 

[18]. Other conditions in this category include 

complicated sinusitis with orbital or intracranial 

extension, Ludwig's Angina (a bilateral cellulitis of 

the submandibular space), and caustic ingestion 

injuries, where the full extent of tissue damage 

may not be immediately apparent. 

At the most critical end of the spectrum are the 

True Life-Threatening Emergencies. These 

conditions demand immediate diagnosis and 

intervention to prevent death, primarily from 

airway obstruction or catastrophic hemorrhage. 

The foremost concern in any ENT emergency is a 

compromised airway. This can occur with 

dramatic speed in conditions such as angioedema, 

epiglottitis (though less common post-

Haemophilus influenzae type B vaccination), 

traumatic laryngeal fracture, or an expanding 

hematoma in the neck following surgery or trauma. 

The management of these cases is a race against 

time, requiring advanced airway skills and often 

surgical intervention. Another critical emergency 

is uncontrollable hemorrhage, typically from a 

posterior epistaxis or from vascular erosion in 

advanced head and neck cancers. These patients 

can present in hemorrhagic shock and require a 

coordinated response involving resuscitation, 

procedural intervention, and potentially 

interventional radiology [19]. 

 

3. The Pivotal Role of Nursing:  

The initial nursing encounter, often occurring at 

triage, sets the trajectory for the entire patient 

journey. In a busy emergency department, the 

nurse must rapidly discern the subtle signs of a 

true airway emergency amidst a sea of less critical 

sore throats and earaches. This requires a 

sophisticated understanding of ENT pathology. 

For instance, a patient with a peritonsillar abscess 

may present with trismus (inability to open the 

mouth) and a "hot potato" voice, while a patient 

with an evolving deep neck space infection may 

have subtle neck swelling and pain on neck 

extension. The nurse's initial assessment of the 

patient's airway, breathing, and circulation 

(ABCs), along with vital signs, is paramount. The 

presence of stridor, drooling, tachypnea, or 

hypoxia immediately elevates the triage acuity and 

triggers a rapid response [21]. Furthermore, 

nursing assessment includes a focused history, 

identifying key details such as the duration of 

symptoms, mechanism of injury in cases of 

trauma, the nature of a foreign body if aspirated or 

ingested, and any pre-existing conditions like 

bleeding diatheses or immunosuppression that 

could complicate management. This rapid, targeted 

data collection is the first and one of the most 

critical filters in the patient safety net. 

Once the patient is situated in a treatment area, the 

nurse's role expands to include both independent 

interventions and vital assistance with specialized 

procedures. For a significant number of ENT 

emergencies, nurses are trained to perform 

definitive first-line treatments. The most common 

example is the management of anterior epistaxis. 

Using proper personal protective equipment, the 

nurse can instruct the patient on proper 

compression techniques, administer topical 

vasoconstrictors such as oxymetazoline, and 

successfully place an anterior nasal pack or a nasal 

tampon. Studies have shown that protocols 

empowering nurses to manage uncomplicated 

epistaxis can significantly reduce time to treatment 

and emergency department length of stay [22]. 

Similarly, nurses are often responsible for 

performing aural irrigation for cerumen impaction, 

a frequent and often painfully symptomatic 

presentation. This procedure requires precision and 

knowledge of contraindications, such as a history 

of tympanic membrane perforation or prior ear 

surgery. In cases of acute otitis externa, the nurse's 

role in performing aural toileting—meticulously 

cleaning the external auditory canal under 

microscopy or direct vision to facilitate topical 

medication penetration—is a cornerstone of 

effective treatment [23]. 

During more complex procedures performed by 

physicians, the nurse transforms into an expert 

assistant and patient guardian. Whether it is for an 

incision and drainage of a peritonsillar abscess, a 

flexible nasendoscopy, or a foreign body removal 

from the ear or nose, the nurse ensures the 

procedure is performed smoothly and safely. This 

involves preparing the necessary equipment, 

administering prescribed pre-procedural 

medications (e.g., analgesics, anxiolytics), 

monitoring the patient's vital signs and comfort 

level throughout the procedure, and anticipating 

the physician's needs. Perhaps most importantly, 

the nurse provides constant reassurance to the 

patient, who is often awake, anxious, and in a 

vulnerable position. For a child undergoing nasal 

foreign body removal, the nurse's ability to provide 

distraction and comfort can be the difference 

between a quick, successful procedure and a 

traumatic, failed attempt requiring sedation [24]. 

The nurse's vigilant monitoring for complications, 

such as vasovagal reactions during nasal packing 

or laryngospasm during endoscopy, is a key 

component of patient safety. 
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Therapeutic communication and patient education 

represent another critical pillar of the nursing role 

in ENT emergencies. The acute onset of symptoms 

like sudden hearing loss, severe vertigo, or a 

choking sensation induces significant anxiety and 

fear. The nurse, as the healthcare professional 

spending the most continuous time with the 

patient, is uniquely positioned to alleviate this 

distress. By providing clear, simple explanations 

about the diagnosis and planned procedures, the 

nurse can demystify the experience and empower 

the patient. Effective communication is not a 

passive skill; it is an active intervention that builds 

trust and cooperation. For example, explaining the 

sensation a patient will feel during nasal packing 

can prevent them from reflexively pulling it out, 

and calmly coaching a panicked patient through an 

episode of brisk epistaxis can help stabilize their 

blood pressure and reduce bleeding [25]. 

Finally, the role of the nurse extends to discharge 

planning and care coordination. Once the 

immediate emergency is resolved, the nurse is 

responsible for ensuring the patient and their 

family understand the follow-up plan. This 

includes providing verbal and written instructions 

on medication administration (e.g., how to 

correctly use nasal sprays or antibiotic ear drops), 

recognizing signs of complications that warrant a 

return visit, and scheduling necessary follow-up 

appointments with an ENT specialist or primary 

care provider. For patients discharged with nasal 

packing in place, detailed instructions on when and 

how it will be removed are essential to prevent 

complications like toxic shock syndrome [26]. The 

nurse also acts as the communication hub, relaying 

key information between the emergency physician, 

the consulting otolaryngologist, the primary care 

provider, and ancillary staff. This coordination is 

vital for maintaining continuity of care and 

preventing patients from getting lost in the system 

after their acute episode. In conclusion, the nursing 

role in ENT emergencies is multifaceted and 

pivotal. It seamlessly blends advanced clinical 

judgment with technical skill, empathetic 

communication, and meticulous coordination. 

They are the first to assess, the constant caregivers 

during intervention, and the final link ensuring a 

safe transition out of the emergency department, 

making their contribution fundamental to the 

success of the entire multidisciplinary team. 

 

4. Family Medicine and Primary Care:  

The gatekeeping function of primary care is the 

first and most fundamental filter in the healthcare 

system. A substantial proportion of ENT 

complaints are initially presented to a family 

doctor or general practitioner. The primary care 

physician's ability to accurately diagnose and 

manage common conditions in an outpatient 

setting is critical to preventing unnecessary 

emergency department overcrowding and directing 

resources to the most critical cases. For instance, 

the vast majority of cases of acute otitis media, 

uncomplicated pharyngitis, and mild epistaxis can 

be effectively managed in the primary care office. 

This requires not only diagnostic acumen but also 

proficiency in core ENT procedures. The ability to 

perform otoscopy to accurately diagnose a red, 

bulging tympanic membrane, to use a nasal 

speculum and light source to identify an anterior 

bleeding vessel, or to perform a simple ear lavage 

for cerumen impaction, are essential skills in the 

primary care toolkit [31]. By resolving these issues 

efficiently, the family physician alleviates the 

burden on hospital-based services. Moreover, they 

play a vital role in identifying which patients 

require urgent specialty referral. Recognizing the 

signs of a peritonsillar abscess versus severe 

pharyngitis, or suspecting a deep neck space 

infection based on subtle neck findings, allows for 

a timely and direct referral to the emergency 

department or an otolaryngologist, potentially 

averting a catastrophic outcome [32]. 

Beyond initial gatekeeping, the most profound 

contribution of family medicine lies in its 

longitudinal relationship with the patient. This 

continuity of care provides a unique, holistic 

perspective that is often absent in a single ED 

encounter. The family physician has access to the 

patient's full medical history, social context, and 

baseline health status, which are invaluable in 

managing ENT emergencies. When a patient 

presents to the ED with recurrent, severe epistaxis, 

the emergency physician will focus on immediate 

control. However, it is the primary care provider 

who, upon follow-up, will review the patient's 

medication list for anticoagulants like warfarin or 

antiplatelets like clopidogrel, manage uncontrolled 

hypertension identified as a contributing factor, 

and screen for potential underlying coagulopathies 

or nasopharyngeal pathologies [33]. This 

comprehensive review and long-term management 

strategy are essential for preventing recurrence. 

Similarly, for a patient with recurrent vertigo, the 

ED manages the acute episode, but the primary 

care physician conducts the ongoing differential 

diagnosis, differentiating between Benign 

Paroxysmal Positional Vertigo (BPPV), which can 

often be treated in-office with canalith 

repositioning maneuvers, from Meniere's disease 

or vestibular migraines, which require long-term 

lifestyle and pharmacological management [34]. 
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The management of comorbidities is arguably the 

primary care physician's most significant impact 

on the epidemiology of ENT emergencies. A 

multitude of systemic conditions directly 

predispose patients to acute otorhinolaryngological 

issues. Uncontrolled hypertension is a well-

established risk factor for posterior epistaxis. 

Diabetes mellitus can lead to more severe and 

complicated presentations of otitis externa, 

including the life-threatening malignant otitis 

externa. Immunosuppression, whether from 

disease or medication, increases susceptibility to 

severe and unusual sinus and neck infections [35]. 

The family physician's ongoing efforts to optimize 

the management of these chronic conditions—

through medication adherence counseling, lifestyle 

modification, and regular monitoring—constitute a 

primary prevention strategy for certain ENT 

emergencies. For example, a patient with well-

controlled hypertension is far less likely to 

experience a severe spontaneous nosebleed. 

Furthermore, the primary care provider is central 

to managing the iatrogenic causes of ENT 

problems. They monitor patients on 

anticoagulation therapy, balancing the risk of 

thromboembolism with the risk of bleeding, and 

they manage the side effects of medications that 

can cause rhinitis or pharyngitis [36]. 

The collaborative interface between primary and 

secondary care is a critical juncture that requires 

active management. Effective communication 

between the family physician and the emergency 

department or otolaryngology specialist is 

paramount for seamless care transitions. The 

primary care provider's referral letter or post-

discharge summary should contain a concise 

summary of the patient's relevant history, current 

medications, and the specific reason for referral. 

Conversely, the emergency department has a 

responsibility to provide a clear discharge 

summary to the primary care physician, outlining 

the diagnosis, procedures performed, medications 

administered or prescribed, and specific follow-up 

instructions [37]. The breakdown of this 

communication loop is a common cause of 

medical errors and delayed follow-up. The 

implementation of shared electronic health records 

has significantly improved this information 

exchange, but deliberate effort is still required to 

ensure the primary care provider is looped back 

into the patient's care pathway after an emergency 

visit [38]. 

In the realm of patient education and health 

literacy, the family physician speaks with a trusted 

voice. They are uniquely positioned to reinforce 

the discharge instructions given in the ED. For a 

patient who has been treated for a nasal foreign 

body, the primary care provider can discuss child 

safety and prevention. For a patient recovering 

from a complicated ear infection, they can explain 

the importance of completing the antibiotic course 

and keeping follow-up appointments. This 

reinforcement in a familiar, less stressful 

environment improves adherence and 

understanding [39]. Looking forward, the model of 

integrated care is evolving. There is a growing 

movement towards co-locating ENT specialists 

within primary care centers or establishing 

dedicated "ENT hotlines" for primary care 

providers to consult with specialists directly. These 

models have shown promise in improving access, 

streamlining referrals, and enhancing the 

knowledge and confidence of primary care 

physicians in managing a broader range of ENT 

conditions, ultimately leading to a more efficient 

and patient-centered system [40].  

 

5. Differentiating Distress from Disorder in 

ENT Presentations 

Firstly, it is a normal human response to 

experience significant anxiety, panic, or even 

terror during an acute ENT emergency. The 

sudden onset of symptoms that threaten 

fundamental functions—such as the sensation of 

suffocation in upper airway obstruction, the 

vertigo and nausea of acute vestibular dysfunction, 

or the sight of profuse bleeding from epistaxis—

can trigger a powerful stress response. This 

psychological distress is not a separate disorder but 

a direct consequence of the medical event. 

However, it can profoundly influence the clinical 

encounter. A panicked patient may be unable to 

provide a coherent history, tolerate a physical 

exam, or cooperate with a life-saving procedure 

like nasendoscopy or nasal packing. The role of 

the healthcare team, particularly nursing and 

emergency physicians, is to recognize this distress 

and intervene therapeutically. Techniques such as 

calm and clear communication, explaining each 

step of the procedure beforehand, and providing a 

sense of control can significantly reduce anxiety. 

In some cases, the judicious use of short-acting 

anxiolytics may be necessary to safely proceed 

with diagnosis and treatment [41]. Failure to 

address this acute distress can transform a 

straightforward medical intervention into a 

traumatic experience for the patient. 

The second, and more diagnostically challenging, 

scenario involves patients whose primary 

pathology is a psychiatric condition, but whose 

presenting complaints are somatic symptoms 

referable to the ENT region. This is the realm of 

functional disorders and somatic symptom 
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disorder. A classic example is Globus 

Pharyngeus, the persistent sensation of a lump or 

foreign body in the throat in the absence of any 

physical findings on examination or investigation. 

While reflux must be ruled out, Globus is highly 

correlated with anxiety and mood disorders, often 

acting as a somatic manifestation of emotional 

distress or suppressed feelings [42]. 

Similarly, psychogenic hearing loss or non-

epileptic seizures presenting as "pseudo-vertigo" 

can mimic organic disease. These patients are not 

malingering; they genuinely experience the 

symptom, but its origin is psychopathological. 

Differentiating these from true otologic 

emergencies like sudden sensorineural hearing loss 

or vestibular neuritis is critical, as the treatment—

cognitive-behavioral therapy and psychiatric care 

versus high-dose corticosteroids—is entirely 

different. Otolaryngologists may find "positive" 

signs of functional disorders, such as a normal 

stagedial reflex on tympanometry in a patient 

claiming profound deafness, or a normal caloric 

test in a patient with constant vertigo [43]. 

Another profound intersection is seen in conditions 

like tinnitus. While often having an organic basis, 

the severity of the distress it causes is not directly 

correlated with the loudness or pitch of the 

perceived sound. Instead, it is mediated by the 

patient's psychological response. Tinnitus can 

trigger or exacerbate anxiety, depression, and 

insomnia, leading to a vicious cycle where distress 

amplifies the perception of tinnitus, which in turn 

increases distress. For a subset of patients, the 

tinnitus becomes so debilitating that they present 

in a suicidal crisis, constituting a true psychiatric 

emergency [44]. In such cases, the ENT 

physician's role is to rule out serious underlying 

pathology and manage any hearing loss, but the 

cornerstone of management becomes Tinnitus 

Retraining Therapy (TRT) or specialized 

Cognitive Behavioral Therapy (CBT), delivered by 

mental health professionals [45]. Furthermore, 

patients with severe Body Dysmorphic Disorder 

(BDD) may repeatedly seek rhinoplasty or 

otoplasty for perceived deformities that are 

minimal or non-existent to the objective observer. 

Performing surgery on these patients is 

contraindicated and often leads to profound 

dissatisfaction and litigation, as the underlying 

psychological distress remains unaddressed [46]. 

The third scenario involves patients with pre-

existing, severe mental illness whose ENT care is 

complicated by their psychiatric condition. 

Patients with schizophrenia or severe bipolar 

disorder may have delusions related to their ENT 

system (e.g., believing a device has been implanted 

in their ear) or may neglect their self-care, leading 

to advanced, neglected infections. Those with 

substance use disorders may present with related 

complications, such as cocaine-induced septal 

perforations or recurrent epistaxis. Furthermore, 

the side effects of psychotropic medications can 

directly cause ENT issues; for example, 

antipsychotics and antidepressants can cause 

xerostomia (dry mouth), which predisposes to oral 

infections and difficulty swallowing, while some 

mood stabilizers can cause tinnitus [47]. Managing 

an acute ENT emergency in this population 

requires sensitivity to their mental state, 

collaboration with their psychiatric team, and 

careful consideration of how their medications and 

condition might interact with proposed treatments. 

The practical integration of psychiatry into the 

ENT emergency setting can take several forms. 

The ideal model is having consultation-liaison 

(C-L) psychiatry services readily available for 

emergency consultations. A C-L psychiatrist can 

perform a rapid assessment in the ED, assist with 

differential diagnosis, manage acute agitation or 

suicidality, and facilitate appropriate referral to 

outpatient mental health services [48]. In settings 

where immediate psychiatric consultation is not 

available, training for ENT and emergency staff in 

basic mental health first aid is invaluable. This 

includes skills in de-escalating an agitated patient, 

conducting a non-judgmental suicide risk 

assessment, and knowing when and how to make 

an urgent psychiatric referral [49]. For outpatient 

follow-up, establishing collaborative care 

pathways between ENT clinics and psychology or 

psychiatry departments is highly effective. For 

instance, a "one-stop" clinic for chronic tinnitus 

where patients are seen by both an 

audiologist/ENT and a psychologist in the same 

visit has been shown to significantly improve 

outcomes and patient satisfaction [50]. 

 

6. Conclusion 

The effective management of Ear, Nose, and 

Throat (ENT) emergencies is a complex and 

dynamic challenge that extends far beyond the 

technical expertise of a single specialist. This 

research has systematically demonstrated that 

optimal patient outcomes are not solely the product 

of a correct diagnosis or a skillfully performed 

procedure, but are fundamentally dependent on a 

deeply integrated, multidisciplinary approach. The 

intricate anatomy of the head and neck, the 

profound impact of these emergencies on vital 

functions and psychological well-being, and the 

frequent interplay with underlying systemic and 

socio-economic factors all demand a collaborative 

model of care. From the common presentation of 
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epistaxis to the life-threatening scenario of a 

compromised airway, the evidence consistently 

shows that a siloed approach is insufficient and 

that the synergy between diverse professional 

domains is the cornerstone of modern, patient-

centered emergency medicine. 

The analysis confirms the critical and distinct roles 

each discipline plays in a cohesive 

system. Nursing emerges as the pivotal constant, 

providing the essential bridge from triage and 

emotional support to bedside intervention and 

patient education. Family Medicine serves as the 

longitudinal guardian of health, managing 

comorbidities, preventing recurrences, and 

ensuring continuity of care that bridges the 

hospital and the community. The integration 

of Psychiatry is revealed as indispensable for 

differentiating organic pathology from 

psychogenic manifestations and for addressing the 

significant psychological distress that both causes 

and results from ENT crises. Social 

Work addresses the crucial socio-economic 

determinants that underpin health, ensuring that 

discharge plans are safe and sustainable and that 

barriers to ongoing care are dismantled. 

The Emergency Services team provides the rapid, 

life-saving interventions required for acute 

stabilization, particularly in securing a threatened 

airway. Finally, Medical 

Administration orchestrates the entire system, 

developing pathways, allocating resources, and 

creating the infrastructure for efficiency and 

safety. 

The overarching theme that unites these roles is 

that of communication and shared purpose. The 

most well-resourced system will fail without clear 

protocols for handoffs, collaborative decision-

making, and mutual respect among the various 

specialties. The patient's journey through an ENT 

emergency must be a seamless continuum, not a 

series of disconnected encounters. Furthermore, 

this model is not static; it must evolve by 

embracing new technologies, such as point-of-care 

ultrasound for abscess detection or telemedicine 

for post-discharge follow-up, and by continuously 

refining clinical pathways based on outcome data 

and patient feedback. 
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