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A 2-year-old boy attends the Paediatric ENT clinic with

his parents, who say that they are concerned about the

number of ear infections he has suffered in the preceding

year.

What you should cover in the history

Acute otitis media refers to inflammation of the middle

ear of rapid onset presenting with local symptoms, the

most common being earache and rubbing or tugging of

the affected ear and systemic signs such as fever, irritabil-

ity and poor sleep.1 Acute otitis media may be caused by

viral or bacterial pathogens. The commonest viral patho-

gens are Respiratory Syncytial Virus, Adenovirus and

Influenza A Virus. Three bacterial pathogens predominate

as the cause of acute otitis media – Streptococcus pneumo-

niae, Haemophilus influenzae type B and Moraxella ca-

tarrhalis.2

Acute otitis media is one of the most common infec-

tious diseases in childhood. By the age of 2 years, 70% of

all children have suffered at least one episode of acute

otitis media.3 Approximately 5–15% of children experi-

ence four or more episodes per year.4 Recurrent acute

otitis media, defined as more than four episodes in

6 months, merits referral to an Otolaryngologist. This

condition has a considerable negative impact on the qual-

ity of life of children and causes great concern to their

caregivers.5

• Has the child had those symptoms most commonly asso-

ciated with acute otitis media? i.e. earache, fever, irritab-

ility, otorrhoea, lethargy, anorexia and vomiting. It is

important to bear in mind that these lack sensitivity

and specificity for diagnosis particularly in children

under 2 years of age. Earache is the single most

important symptom.

• Has there been a preceding history of upper respiratory

symptoms including cough and rhinorrhoea? Prior to

the onset of symptoms of acute otitis media, the

child frequently has symptoms of an upper respirat-

ory tract infection. This may add weight to the diag-

nosis when the child is seen in the resolution phase

especially if the symptoms are non-specific in a very

young child.

• What was the age of the child at the time of the first epi-

sode? In the first 6 months after birth passive protec-

tion against disease is provided by placental transport

of antibodies of the IgG1 subtype. A young age at the

time of the first episode may relate to an immature or

defective immunologic status which becomes apparent

after 6 months.

• How many episodes has the child suffered in the previous

6 months?

• Are the parents concerned about the child’s hearing?

• What environmental risk factors exist? These include

passive smoking, bottle feeding, low socio-economic

group and exposure to large numbers of other children.

A meta-analysis of otitis media risk factor studies con-

firmed that child care outside the home and parental

smoking were the factors that most significantly

increased the occurrence of acute otitis media and that

breastfeeding for 3 or 6 months conferred a protective

benefit.6

• Associated nasal symptoms such as obstruction, rhinor-

rhoea and snoring may affect decisions regarding surgery

What you should cover on examination

A history is helpful in the diagnosis of recurrent acute

otitis media and the distinction between acute otitis

media and otitis media with effusion (OME) is important

but occasionally difficult to make. The examination find-

ings will depend largely on the timing of presentation to

the otolaryngology clinic.

• A fractious child with a fever is classic in the acute set-

ting. Otoscopy with a high-quality, well-illuminated

otoscope yields the typical appearances of acute otitis

media including a bulging tympanic membrane with

loss of normal landmarks, change in colour, (typically

red or yellow) and poor mobility.

• Middle ear fluid persists for a variable period of time fol-

lowing resolution of the acute symptoms, and may not

have resolved prior to the onset of a fresh infection.

• If the drum has perforated then mucopus may be visible

in the canal. The typical symptoms and signs of acute

otitis media may have resolved by perforation of the

tympanic membrane and discharge of pus.

A
1

2
M

I
N

U
T

E
C

O
N

S
U

L
T

A
T

I
O

N

� 2007 The Authors

190 Journal compilation � 2007 Blackwell Publishing Limited, Clinical Otolaryngology, 32, 190–192



• In between attacks otoscopy may well be normal.

• Look for any anatomical abnormalities of the palate,

which are known to be associated with increased sus-

ceptibility to recurrent acute otitis media. You should

also examine the nose as a possible source of infection.

• Preliminary assessment in the outpatient setting should

include tympanometry and age-appropriate hearing test-

ing.

What treatment should you offer?

• There may be some children in whom it is appropriate to

simply treat each attack as it occurs whilst waiting for

the child to grow out of the problem, but this decision

is largely dependent on the frequency of the episodes

and the burden of disease on the caregivers.

• Parents should be reassured that in the primary care set-

ting the diagnosis of acute otitis media in a child does

not require immediate recourse to antibiotic therapy.

Adequate analgesia and a ‘wait and see’ approach is

reasonable in the first 48–72 h for children aged

18 months or older. Children under 18 months of age

should receive antibiotics. If an antibiotic is to be pre-

scribed, the conventional 5 day course is recommended

at dosage levels indicated in the British National For-

mulary. A Cochrane review of duration of treatment

found that 5 days of antibiotic is an effective treatment

of uncomplicated ear infections in children.7 A more

recent Cochrane Review of 10 trials concluded that

antibiotics shortened the duration of acute otitis

media.8

• The use of decongestants and antihistamines, alone or in

combination, is not recommended given the lack of

benefit and the increased risk of adverse side effects.

Likewise, there is no evidence to support the use of

mucolytics.

• In the management of recurrent acute otitis media gen-

eral practitioners usually prescribe repeated courses of

antibiotics for each new infection as it presents. We

usually see the child with recurrent acute otitis media

at this stage and favour a 6 week long course of once

daily Amoxicillin at an age and weight appropriate

dose. We review the child 2 weeks following comple-

tion of the antibiotic course. From a meta-analysis of

21 studies up until 1993, Williams et al.9 concluded

that antibiotic treatment had a beneficial but limited

effect on recurrent acute otitis media.

• If ‘breakthrough’ infections occur during the antibiotic

phase or there is further recurrent acute otitis media upon

completion of the antibiotic prophylaxis, we advocate

immunological screening for serum immunoglobulin (Ig)

G level (including IgG2 subclass) and measurement of

antibody titres to Tetanus, Pneumococcus and Haemo-

philus. Agammaglobulinemia, or hypogammaglobuline-

mia is rare among these children and may need

specialised referral, but a deficient response to pneumo-

coccus and haemophilus is more common. Immune

defects that occur include deficient or lowered IgA or

decreased levels of one or more IgG subclass, in partic-

ular IgG2. The specific antibody response to bacterial

capsular polysaccharides is often disturbed.10 These find-

ings may help give direction to the treatment of children

with recurrent acute otitis media. We would also send

any discharge for culture and sensitivity tests.

• If immunological testing proves normal and there are no

further episodes of infection then we would review the

child in 3 months.

• If the immunological tests are normal but the child con-

tinues to have episodes of acute otitis media then we

would offer antibiotic prophylaxis and myringotomy

and ventilation tube insertion. Rosenfeld’s meta-analy-

sis of five randomised controlled trials reports that

trans-tympanic ventilation tube insertion is effective in

reducing the frequency of attacks of acute otitis media

in children with recurrent disease.11

• If the immunological testing confirms deficiency or

reduced levels of immunoglobulin or deficiency in spe-

cific antibody response, we would prescribe a further

6 week course of antibiotic prophylaxis with amoxicil-

lin and give booster immunisations with 7-valent Pneu-

mococcal polysaccharide conjugate vaccine (PCV7)

and/or Haemophilus influenzae type b (HIb) vaccine.

Use of the conjugate pneumococcal vaccine appears to

reduce the overall frequency of acute otitis media by

approximately 8% in infants and toddlers.12 Immu-

nised children with recurrent acute otitis media also

experience a 24% reduction in the need for grommet

insertion.13

• Adenoidectomy remains controversial. Adenoidectomy

may benefit the middle ear by removing a source of

infection from the nasopharynx and has been shown to

be beneficial in children over 3 years of age with per-

sistent OME.14 In contrast, there is much less evidence

of the efficacy of adenoidectomy in preventing recur-

rent acute otitis media. It does not significantly reduce

the incidence of acute otitis media in children who are

3 years old or younger and who receive ventilation

tubes.15 We perform adenoidectomy in all children

over the age of 3 years undergoing ventilation tube

insertion for recurrent acute otitis media.

• In a small minority of cases, the episodes of recurrent

acute otitis media are very frequent or have an abnormal

course despite long-term antibiotic prophylaxis, ventila-

tion tube insertion, adenoidectomy (in children over
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3 years) and booster immunisation. In these cases, we

would consider cortical mastoidectomy and myringoto-

my with ventilation tube insertion, although there is no

good published evidence to support this practice.

It is clear that more evidence-based studies of the man-

agement of recurrent acute otitis media in children are

required. In the meantime, the short-term objectives

should continue to include efforts to reduce pain, pyrexia

and parental anxiety along with the long-term objective of

preventing complications.
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