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ABSTRACT 
 

Aims: To determine the prevalence of otorhinolaryngologic diseases and the trend in the elderly 
people at the University College Hospital, Ibadan, Nigeria.   
Study Design: Retrospective study. 
Place and Duration of Study: Department of Otorhinolaryngology, University College Hospital, 
Ibadan, Oyo State, Nigeria, between July 2001 and June 2015. 
Methodology: The clinical records of 421 elderly patients [202 (48%) males; 219 (52%) females; 
age range 65 – 103 years] with ear, nose, throat, head and neck symptoms were reviewed for all 
essential data which included demographics (age and sex) and clinical diagnoses. These were 
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categorised into otologic, rhinologic, pharyngolaryngeal and face & neck cases. The results were 
presented in tabular forms and descriptive analysis performed.  
Results: The geriatrics otorhinolaryngologic cases constituted 4.1% of all the total new cases of 
otorhinolaryngologic diseases managed during the study period. Otorhinolaryngologic diagnoses 
made included otologic, rhinologic, pharyngolaryngeal and face & neck cases in 282 (67.0%), 64 
(15.2%), 62 (14.7%), and 13 (3.1%) respectively. 
Conclusion: The prevalence and trend of geriatric otorhinolaryngologic diseases in Nigeria have 
not really changed despite the increase in life expectancy. Policy makers on health should be 
aware of this information and use it in planning health care programme for the elderly persons in 
Nigeria.   
 

 
Keywords: Cerumen auris; chronic rhinosinusitis; geriatric otorhinolaryngology; Nigeria; pharyngitis; 

presbycusis. 
 
1. INTRODUCTION 
 
Ageing is a normal biological process in human 
body which may result from interaction of 
genetics with environmental factors. There are 
many biological theories of ageing which are 
grouped either into programmed theory namely 
evolutionary, telomere, reproductive and ageing 
clock or error theory namely DNA damage, 
autoimmune, accumulative waste, wear and tear, 
and free radical theories of ageing. The effect of 
ageing is more pronounced among the elderly 
and this makes them more vulnerable to medical 
and surgical diseases. Ageing is a risk factor for 
a lot of diseases [1] and many people die daily 
from age related problems worldwide [2,3]. The 
elderly may be faced with challenges such as 
bizarre presentation of illnesses, multiple 
diseases, practice of poly-pharmacy and its 
associated adverse effects as well as difficulty in 
differentiating between treatable diseases and 
ageing process. The recurrence or persistence of 
medical problems may make them develop 
depression, diminished independence and poor 
social interaction. Some of them underreport 
their health problems because of the fear of 
being labeled ‘disturbing elements’ thereby 
making statistics on geriatric diseases 
incomplete. The metabolism of drug by the liver 
is slower in the elderly than in young age [4]. 
 

The report given by United Nation in the 
document on World Population Ageing 2013 
indicated that the geriatric population increased 
from 9.2% in 1990 to 11.7% in 2013 and, this is 
being estimated to increase to 21.1% in 2050 [5]. 
In sub-Sahara Africa, the geriatric population is 
being projected to grow slightly from 4.7% in 
2005 to 5.5% in 2030 [6]. The average life 
expectancy in Nigeria rose from 36 years in 1960 
to 51.63 years for men and 53.68 for women in 
2014 [7]. Evidently, more people now attain older 

age in Nigeria due to improvement in health care 
delivery and socioeconomic development. 
However, it has not been documented whether or 
not this also translates to change in the trend of 
geriatric otorhinolaryngologic diseases in Nigeria. 
The elderly or geriatrics population constitutes 
about 5% of the entire people in Nigeria [8]. 
There is therefore a need to examine the 
otorhinolaryngologic health challenges of this 
group of people. The information obtained would 
assist the health policy makers to have a better 
health care program for the elderly that will make 
their last days satisfying. There are few studies 
on geriatrics otorhinolaryngology in Nigeria [9-14] 

but the last of them was six years ago. This study 
therefore was designed to determine the 
prevalence of otorhinolaryngologic diseases and 
the trend in the elderly people at the University 
College Hospital, Ibadan, Nigeria.   
 
2. METHODOLOGY  
 
This was a 15 year retrospective study of all 
elderly (≥ 65 years) patients managed for 
otorhinolaryngologic disease at the Department 
of Otorhinolaryngology, University College 
Hospital, Ibadan, Oyo State Nigeria.  The clinical 
record was reviewed for all the new 
otorhinolaryngologic cases managed during the 
study period with emphasis on the elderly 
persons. The diagnosis was based on clinical 
history, examination findings and investigations. 
Essential data collected from the patients’ 
medical records included age, sex, marital 
status, religion, occupation, residential area, and 
clinical diagnosis. The clinical diagnoses were 
categorised based on the affected head and 
neck region into otologic, rhinologic, 
pharyngolaryngeal and face & neck. The results 
were presented in tabular forms and descriptive 
analysis performed.  
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3. RESULTS 
 
A total of 10,268 new otorhinolaryngologic cases 
were managed during the study period but only 
421 were geriatric otorhinolaryngologic cases 
comprising 202 (48%) males and 219 (52%) 
females with a sex ratio of 1:1.1 (M: F). The age 
ranged from 65 – 103 years with mean age of 
76.7 years. The geriatric patients constituted 
4.1% of the total new cases of 
otorhinolaryngologic diseases managed during 
the study period. Two hundred and sixty eight 
(63.7%) were Muslims, 271 (64.4%) were 
retirees or pensioners, and 407 (96.7%) reside in 
urban area (Table 1). 
 

Table 1. Demographic characteristics of the 
patients 

 
Variable Frequency 

(n) 
Percentage 
(%) 

Gender 
Male 
Female 

 
202 
219 

 
48 
52 

Marital status 
Married 
Widow/widower 

 
197 
224 

 
46.8 
53.2 

Religion 
Islam 
Christianity 

 
268 
153 

 
63.7 
36.3 

Occupation 
Retirees/pensioner 
Petty trading/business 
Artisans 
House wife 
Farmers 

 
271 
61 
56 
21 
12 

 
64.4 
14.4 
13.3 
5.0 
2.9 

Residential area 
Urban dwellers 
Rural dwellers 

 
407 
14 

 
96.7 
3.3 

 
Otorhinolaryngologic diagnoses made included 
otologic cases in 282 (67.0%), rhinologic cases 
in 64 (15.2%), pharyngolaryngeal cases in 62 
(14.7 %), and face & neck cases in 13 (3.1%) 
cases. The distribution of the specific clinical 
diagnosis is shown in Table 2.  
 

4. DISCUSSION  
 
This present study showed that the elderly 
people have otorhinolaryngologic diseases and 
the trend still remains the same despite the 
reported increase in life expectancy in Nigeria 
[7]. The elderly constitutes 4.1% of patients 
managed for otorhinolaryngologic diseases in the 
study area. Previous similar studies in Nigeria 
have reported the prevalence of geriatric 
otorhinolaryngology to range from 3.64% to 6.2% 
[10,13,14]. The prevalence rate in this present 
study may be a reflection of geriatric population 

in Nigeria which was reported to be 5% of the 
Nigerian population [8]. However, the slight 
female preponderance seen in this study agrees 
with other similar studies [14] but in discordance 
to other similar studies [9,10,13]. This may be 
because women live longer or that they give 
more attention to their health than their male 
counterparts [15].  
 

Otologic cases are the commonest in this study 
and seen in 66.8% of the study population. This 
is in agreement with other similar studies in 
Nigeria where the prevalence of otologic cases 
ranged from 52.2 – 72.5% [10,13,14]. Cerumen 
auris and presbycusis were the commonest 
diagnoses in this present study accounting for 
61% of otologic cases. Cerumen auris was the 
commonest otologic case in this present study. 
This is similar to the report by Afolabi et al. [9] 
and Kayode et al. [11]. It is a treatable cause of 
conductive hearing loss in the geriatric 
population [16]. It may be caused by a 
combination of many factors which include a 
reduced number of apocrine glands due to 
ageing, anatomical nature of ear canal, ear canal 
hair, repeated self-ear cleaning and the use of 
hearing aids [17]. Removal of impacted cerumen 
improves hearing ability by about 5dB [18].  
 

Presbycusis is the second most common otologic 
diagnosis in this study. Other similar studies 
have reported it to be the commonest otologic 
geriatric case [10,14,19]. About 60% of the 
geriatric populations in United States have at 
least 25dB compromise in hearing [16]. 
Presbycusis is an age related sensorineural 
hearing loss which results from degeneration of 
auditory hair cells, auditory neurons, and stria 
vascularis with associated cochlear conductive 
loss [20,21]. The complex interaction of cellular 
ageing with multiple factors like noise exposure, 
ototoxicity, cardiovascular disease, metabolic 
and genetic factors also contributes to this. The 
hearing loss is bilateral and symmetrical with the 
greatest loss in the high frequency. It has a down 
sloping pattern on audiogram. A number of 
studies have shown that hearing loss has a 
significant impact on perceived emotional, social, 
and communication function of elderly persons 
[22-24]. It incapacitates the affected geriatric 
patients by preventing them from understanding 
and participating in smooth communication. The 
burden of presbycusis is worsened by age 
related visual problem in them. Patients with mild 
to moderate sensorineural hearing loss are 
treated with hearing aids while those with severe 
and profound hearing loss are treated with 
cochlear implantation. 
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Table 2. Distribution of the specific geriatric otorhinolaryngologic cases 
 

Anatomic region  Specific clinical diagnosis Frequency (n) Percentage (%) 
Otologic cases  
 
 
 
 
 
 
 
 
 
 
 

Cerumen auris,  
Presbyacusis 
Foreign body 
Otomycosis 
Tinnitus  
Cervical vertigo 
Chronic suppurative otitis media 
Malignant otitis externa  
Meniere’s disease 
Benign Paroxysmal positional vertigo 
Ototoxicity 
Ear tumours 
Acoustic neuroma 
 

89 
83 
32 
17 
13 
9 
8 
7 
7 
7 
5 
3 
2 
282 

31.6 
29.4 
11.4 
6.0 
4.6 
3.2 
2.8 
2.5 
2.5 
2.5 
1.8 
1.1 
0.7 
100.0 

Rhinologic cases  
 
 

Chronic rhinosinusitis 
Spontaneous epistaxis 
Hyposmia/anosmia 
Sinonasal tumour 
 

44 
15 
4 
1 
64 

68.7 
23.4 
6.3 
1.6 
100.0 

Pharyngolaryngological 
cases  
 
 
 
 
 
 
 

Pharyngitis 
Laryngitis 
Snoring 
Globus pharyngeus 
Foreign body aspiration/ingestion 
Fish bone impaction in the tonsil 
Laryngeal tumour 
Oropharyngeal tumour 
Nasopharyngeal tumour 
 

29 
9 
7 
6 
5 
2 
2 
1 
1 
62 

46.8 
14.5 
11.3 
9.7 
8.1 
3.2 
3.2 
1.6 
1.6 
100 

Face and neck  Metastatic neck node 
Facial paresis 
Deep neck space infection 
Parotid tumour 
Goiter 
Carotid body tumor 
Pharyngeal pouch 

5 
2 
2 
1 
1 
1 
1 
13 

38.4 
15.4 
15.4 
7.7 
7.7 
7.7 
7.7 
100.0 

 
Foreign body in the ear was the third commonest 
otologic case seen in this study. People use 
cotton bud to clean the ear or scratch it 
whenever they experience itching sensation. This 
may inadvertently get dislodged into the ear 
canal and become a foreign body as seen in 
these elderly persons. Itching in the ear is a 
symptom of otomycosis which constituted 6% of 
the otologic cases in this study. Otomycosis is a 
fungal infection of the ear which may become 
florid in people with depressed immunologic 
system such as diabetes mellitus, HIV, 
malnutrition, etc [25].  
 
Tinnitus, although reported as a clinical diagnosis 
in 4.6% elderly persons in this study, could be a 
manifestation of ear, metabolic, cardiovascular 
diseases and ototoxicity. Geriatric patients are 
usually on medications for multiple disorders. 
This may result in ototoxicity, an adverse 

reaction of multiple drugs taken by this 
population for various comorbid diseases, seen 
in 1.8% of the otologic cases. Some adverse 
drug reactions like insomnia, dizziness, 
depression, and loss of balance may mimic effect 
of ageing. 
 
Ear infections such as chronic suppurative otitis 
media and malignant otitis externa (MOE) were 
found in 2.8% and 2.5% elderly patients 
respectively. The risk of MOE is increased in 
those with depressed body immunity like poorly 
controlled diabetes, HIV infection, malnutrition, 
etc. It is usually caused by Pseudomonas 
aeruginosa and rapid spread to involve both soft 
and bony tissues in the petro-temporal region 
[26]. MOE used to be very fatal but due to 
improvement in health services and therapy, the 
incidence of death from it has considerably 
reduced. 
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Balance disorders constituted 9.6% of the 
otologic cases seen in the elderly and they are 
cervical vertigo, Meniere’s disease, and benign 
paroxysmal positional vertigo. The balance 
disorders make the elderly persons more prone 
to falls with attendant body injuries [27,28].  
 
About 30 – 50% of geriatric patients in a year fall 
at least once. This number increases to 80% 
after age 80 [29]. Balance disorder may be due 
to age related decline in both vestibular sensory 
and ganglion cells. There is loss of hair cells in 
the ampulla, reduced number of vestibular nerve 
axons and loss of neurons in the vestibular nuclei 
[30-35]. It may also be due to the following 
factors like Parkinson’s disease, brain tumours, 
visual impairment, multiple medications, 
metabolic and cardiovascular disease which are 
associated with ageing.  
 
Rhinologic cases are the second commonest in 
this study and seen in 15.2% of the elderly 
population. Previous similar studies in Nigeria 
had reported the prevalence of rhinologic cases 
in elderly persons to be between 16.6 and 18.5% 
[10,13,14]. The effects of ageing in the nose 
include structural, hormonal, mucosal, olfactory 
and neural changes [36]. A decline of cell and 
humoral mediated immunity has been noted with 
ageing (immunosenescence) [34]. There is 
degeneration of mucus secreting cells and 
reduction in the effectiveness of the mucociliary 
system in the elderly [35]. This results in 
symptoms of postnasal drip, nasal discharge, 
sneezing and gustatory rhinitis [36]. 
Rhinosinusitis constituted 68.7% of rhinologic 
cases and the third otorhinolaryngologic disease 
in this present study. Previous similar studies 
had reported it to be the sixth most common 
chronic condition of the elderly [37]. Underlying 
chronic disease and poor nutrition increase the 
risk of rhinosinusitis in this group. Epistaxis is 
relatively common in the geriatric patient and 
atherosclerotic changes commonly seen in them 
contribute to its severity [35]. The use of 
anticoagulants, NSAIDs, co-morbid disease and 
sinonasal malignancies are risk factors for 
epistaxis. One of the elderly persons in this study 
was managed for sinonasal tumour.  
 
Histologic analysis of the olfactory area revealed 
an increase in the number of patches of 
respiratory epithelium in the geriatric population. 
This may represent a loss of primary olfactory 
receptor neurons [38]. Age is one of the most 
important determinants of olfactory function and 
olfaction sensitivity has been shown to decrease 

with age [39]. Only 4 (6.3%) elderly persons with 
rhinologic cases had hyposmia / anosmia in this 
study. More than 50% of geriatrics with ages 
above 80 years has olfactory dysfunction [40]. It 
is difficult to make a distinction between olfactory 
changes that result from ageing process and that 
from rhinologic disease that occurs in them [33]. 
 
Pharyngolaryngeal cases constitute 14.7% of the 
geriatric otorhinolaryngologic cases. The 
inflammation of the pharynx and larynx mucosa 
accounted for 61.3% cases. Pharyngitis, 
laryngitis and globus pharyngeus could be 
manifestations of gastroesophageal reflux 
disease [41]. Globus pharyngeus seen in 9.7% 
pharyngolaryngeal cases has also been 
associated with cervical osteophyte, an age 
related degenerative neck bone condition. 
Correct identification of the cause of the laryngitis 
and pharyngitis with appropriate treatment will 
bring about cure. The geriatric population is more 
likely to develop dysphagia from diseases than 
from the ageing process alone [42]. Pharyngitis, 
globus pharyngeus, esophageal foreign bodies 
as well as cancer of the oropharynx and 
nasopharynx may cause pathologic dysphagia. 
Treatment of these diseases would improve 
swallowing. Snoring constituted 11.3% of 
pharyngolaryngeal cases seen in this study. The 
decrease in pharyngeal muscular strength and 
tone with age predispose the elderly persons to 
snoring [43]. Snoring can affect sleep. A change 
in sleep duration occurs as part of the ageing 
process [44]. The duration and need for sleep 
reduces with age. There is increased difficulty in 
falling asleep (sleep latency) and greater 
difficulty in staying asleep (sleep efficiency) 
resulting in multiple short naps. The proportion of 
co-morbid medical conditions affecting sleep also 
increases with age. They include depression, 
arthritis, gastroesophageal reflux, prostate 
hypertrophy in men, as well as renal and 
pulmonary disorders [45]. With age, there is an 
increase in pharyngeal swallow delay, a 
decrease in the duration of swallow, decreased 
cricopharyngeal swallowing, and decreased 
peristaltic amplitude and velocity [46]. This would 
result in dysphagia. The reduced facial muscle 
strength due to ageing in the elderly persons 
may cause poor cup drinking, decrease 
masticatory strength and lingual pressure which 
drive pharyngeal swallowing. The speed of 
swallowing gradually slows down after age 45 
with a significant difference between individuals 
below 45 versus 70 years of age [47]. Many of 
these changes are subtle and slowly progressive, 
allowing the geriatric population to adapt to 
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compensatory mechanisms. Cerebrovascular 
accident (CVA) and Parkinson’s disease, 
commonly seen in the elderly persons are 
neurologic causes of dysphagia [44].  
 
Laryngitis and laryngeal tumour may manifest as 
voice disorders. The voice loses its range, power 
and strength with an increasing age [48]. It then 
becomes difficult to distinguish the male and 
female voice. With ageing, the frequency of the 
male voice tends to increase and that of the 
female tends to decrease. Pathologically, the 
change in voice in the elderly may be caused by 
any or combination of laryngopharyngeal reflux, 
thoracic and pulmonary disorders, drops in 
thyroid hormone, menopause and andropause.  
 
In this present study, 14 (3.3%) elderly persons 
had cancers of the head and neck region. It has 
been reported that more than half of all cancer 
patients are of ages 65 years and above at the 
time of diagnosis [49]. The risk for developing 
head and neck malignancy is increased in the 
elderly by factors like long duration of smoking, 
alcohol intake and exposure to carcinogens. 
However, they are known to tolerate the 
management of cancer in the early stage more 
than in the advanced disease stage.  
 
There were only two elderly persons in the study 
that had facial paresis secondary to previous 
parotid surgeries. The change in facial 
appearance in the elderly may also result from 
ageing. There is loss of skin elasticity and 
volume due to atrophy of the dermis. The loss of 
adipose tissue in the face leads to gaunt 
appearance, thinning of the lips, hollowing of 
cheeks and orbits with creping of the eyelid skin. 
Over the years, repetitive crinkling of expression 
or laugh lines causes permanent creases on the 
face. Gravity’s downward pull of the soft tissues 
of the face causes wrinkling. Over exposure to 
ultraviolet light from the sun is the cause of the 
majority of the damage associated with the 
ageing face [50].  
 
5. CONCLUSION  
 
The prevalence and trend of geriatric 
otorhinolaryngologic diseases in Nigeria have not 
really changed despite the increase in life 
expectancy. Policy makers on health should be 
aware of this information and use it to provide 
quality health care program for the elderly 
persons in Nigeria.   
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