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otitis media (OM) : 2 main categories
 1.suppurative /acute otitis media (AOM)

 2.nonsuppurative or secretory OM, or otitis media with effusion (OME)

 middle-ear effusion (MEE): is a feature of both AOM and of OME and is an expression of the 

underlying middle-ear mucosal inflammation.

 MEE : conductive hearing loss (CHL) :ranging from none to as much as 50 dB of hearing loss



incidence
 The peak incidence and prevalence of OM is during the   1st 2 yr of life. 

 More than 80% of children experience at least one episode of OM by the age of 3 yr. 

 OM is a leading reason for

 physician visits and for use of antibiotics and figures importantly in the differential diagnosis of fever. 

 Accurate visualization of the tympanic membrane (TM) and middle-ear space may be difficult 
because of anatomy, patient cooperation, or blockage by cerumen, both underdiagnosis and 
overdiagnosis occur.









EPIDEMIOLOGY

 Several factors affect the occurrence of OM, including 

 age, gender, race, genetic background, socioeconomic status, breast milk feeding, degree of exposure 
to tobacco smoke, degree of exposure to other children, presence or absence of respiratory allergy, 
season of the year, and pneumococcal vaccination status.

 Children with certain types of

 immune deficiencies 

 congenital craniofacial anomalies (cleft palate)

 are particularly prone to OM.



ETIOLOGY of Acute Otitis Media

 Three pathogens predominate in AOM:

Streptococcus pneumoniae

nontypeable Haemophilus influenzae

Moraxella catarrhalis .

13-valent  pneumococcal conjugate vaccine has  reduced the prevalence of    

S. pneumoniae as a cause of AOM.

 Less common pathogens include group A streptococcus, Staphylococcus aureus , and Gram-negative 
organisms. 

 Gram-negative organisms and S. aureus are found most commonly in neonates and very young 
infants who are hospitalized



ETIOLOGY of Acute Otitis Media

 Evidence of respiratory viruses also may be found in middle-ear exudates of children with AOM, 
either alone or, more commonly, in association with pathogenic bacteria. 

 Of these viruses, rhinovirus and respiratory syncytial virus are found most often. 

 AOM is a known complication of bronchiolitis.



CLINICAL MANIFESTATIONS

 Symptoms of AOM are variable, especially in infants and young children.

 In young children, evidence of ear pain may be manifested by irritability or a change in sleeping or 
eating habits and occasionally, holding or tugging at the ear. Pulling at the ear alone has a low 
sensitivity and specificity.

 Fever may also be present and may occasionally be the only sign.

 Rupture of the TM with purulent otorrhea is uncommon.

 Symptoms associated with upper respiratory tract infections also occur; occasionally there may be no
symptoms, the disease having been discovered at a routine health examination.



EXAMINATION OF THE TYMPANIC MEMBRANE ,Otoscopy

 Two types of otoscope heads are available:

 surgical, and diagnostic or pneumatic. 

 Examination of the ear in young children is a relatively invasive procedure that is often met 
with lack of cooperation by the patient.

 A speculum pushed too far forward and placed in this area often causes skin abrasion and 
pain. 

 Learning to perform pneumatic otoscopy is a critical skill in being able to assess a child’s ear 
and in making an accurate diagnosis of AOM.

 Parental cleaning of cerumen with cotton-tipped swabs often worsens cerumen impaction 
by pushing cerumen deeper into the canal, compacting it. 

 If the TM is obscured by cerumen, the cerumen should be removed.





AOM instead of OME
 To support a diagnosis of AOM instead of OME in a child with MEE, distinct fullness or bulging of the 

TM may be present, with or without accompanying erythema, or by ear pain. 

 Unless intense, erythema alone is insufficient because erythema, without other abnormalities, may 
result from crying or vascular flushing.

 In AOM, the malleus may be obscured and the TM may resemble a bagel without a hole but with a 
central depression. Bullous myringitis is a physical manifestation.





Conjunctivitis-Associated Otitis Media

 Simultaneous appearance of purulent and erythematous conjunctivitis with an ipsilateral OM is a 
well-recognized presentation, caused by nontypeable H. influenzae in most children. 

 Topical ocular antibiotics are ineffective.



Tympanometry
 Tympanometry is a simple, rapid, atraumatic test that, when performed correctly, offers objective 

evidence of the presence or absence of MEE.

 Anything tending to stiffen the TM, such as TM scarring or middle-ear fluid, reduces the TM 
compliance, which is recorded as a flattening of the curve of the tympanogram.

 Tympanograms may be grouped into 1 of 3 categories



PREVENTION
 Avoiding exposure to individuals with respiratory infection;

 Appropriate vaccination strategies against pneumococci and influenzae; 

 Avoiding environmental tobacco smoke; 

 Breast milk feeding.



Treat ment

 For younger patients, <2 yr of age, treat all confirmed diagnoses of AOM.

 In patients, <6 mo of age, even presumed episodes of AOM should be treated.

 In children between 6 and 24 mo of age who have a questionable diagnosis of OM 
but severe disease, defined as temperature of >39°C, significant otalgia, or toxic 
appearance, antibiotic therapy is also recommended.

 Children between 6 and 24 mo of age with a questionable diagnosis and nonsevere
disease can be observed for a period of 2-3 days with close follow-up.

 Treatment for longer than 10 days may be required for children who are very 
young or are having severe episodes or whose previous experience with OM has 
been problematic.







Treat ment
 Clarithromycin and azithromycin have only limited activity. 

 Clindamycin is active against most strains of S. pneumoniae, but is not active against 
nontypeable H. influenzae or M. catarrhalis.

 Cefixime, trimethoprim-sulfamethoxazole, and erythromycin-sulfisoxazole have significant 
lack of effectiveness .

 Antimicrobial prophylaxis clearly outweigh potential benefits.

 Corticosteroids, antihistamine-decongestant ,topical intranasal steroid sprays and mucolytic 
agents no longer recommended for treatment of OME and are contraindicated for OME 

treatment.



Follow-up
 Follow-up within days is advisable in the young infant with a severe episode or in a child of any age 

with continuing pain.

 Follow-up within 2 wk is appropriate for the infant or young child who has been having frequent 
recurrences. At that point, the TM is not likely to have returned to normal, but substantial 
improvement in its appearance should be evident. 

 In the child with only a sporadic episode of AOM and prompt symptomatic improvement, follow-up 1 
mo after initial examination is early enough, or in older children, no follow-up may be necessary



Myringotomy and Insertion of Tympanostomy
Tubes
 When AOM is recurrent, despite appropriate medical therapy, consideration of surgical management 

of AOM with tympanostomy tube insertion is warranted, it in reduce the rate of AOM .

 When a patient experiences three episodes of AOM in a 6-mo period, or four episodes in a 12-mo 
period with one episode in the preceding 6 mo, potential surgical management of the child’s AOM 
should be discussed with the parents






