
Acute Otitis Media

General Principles: 

 Otitis media: an inflammation 

of the middle ear

 Bacteria: > 70- 90% of cases, 

common: S. pneumoniae, 

H. Influenzae, M. catarrhalis 

 Usually follows a viral URI 

that impairs the mucociliary

apparatus & causes Eustachian 

tube dysfunction in the middle ear.                           



Children tend to be more susceptible to otitis media than adults because the anatomy of their 

Eustachian tube is shorter and more horizontal, facilitating bacterial entry into the middle ear.                            



Diagnosis: 

 Clinical Presentation:

• Acute onset of otalgia (ear pain)

• For parents of young children, irritability 

and tugging on the ear are often the first clues 

that a child has acute otitis media.



 Diagnostic Testing:

• Middle ear effusion identified based on 

Pneumatic otoscopy and/or tympanometry & either:

1) moderate-to-severe bulging of the 

TM or  new onset otorrhea or

2)   mild bulging of the tympanic membrane and 

onset of ear pain within the last 48 hours or intense 

erythema of the tympanic membrane.



Treatment: 

 Consider primary prevention of acute otitis media through the use of bacterial and viral vaccines.

 Recommended: pneumococcal conjugate vaccine & annual influenza vaccine to all children

 The central principle is to administer antibiotics quickly when the diagnosis is certain. 

Amoxicillin is the mainstay of therapy for most children. 

 Exceptions include: children who have received amoxicillin in the last 30 days, have concurrent 

purulent conjunctivitis, or have a history of recurrent infection unresponsive to amoxicillin.

 These patients should receive amoxicillin-clavulanate instead of amoxicillin. 

 The therapeutic strategy should be changed if complications develop or if symptoms fail to 

resolve within 3 days. 



 Short-course treatment (5-7 days) is not recommended in children younger than 2 years of age. 

 In children at least 6 years of age who have mild-to-moderate acute otitis media, a 5- to 7-day 

treatment course may be used. 

 Recurrent acute otitis media is defined as at least three episodes in 6 months or four episodes in 1 

year, with one episode in the preceding 6 months. 

 Recurrent episodes are of concern because children younger than 3 years of age are at high risk 

for hearing loss and language and learning disabilities. 

 Clinicians should not prescribe antibiotics as 

prophylaxis against recurrent episodes, but they may offer 

tympanostomy tubes (T tubes).

 Antibiotics do not reduce pain in the first 24 hrs so 

acetaminophen and ibuprofen to reduce pain.
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 Therapeutic strategy based on:

• Severe signs & symptoms           Uni or bilateral & ≥ 6 months               Antibiotic

• Mild signs & symptoms              Bilateral & 6-23 months                       Antibiotic

• Mild signs & symptoms              Unilateral & 6-23 months                     Watchful waiting

• Mild signs & symptoms              Uni or bilateral & > 2 years                  Watchful waiting

 Watchful waiting based on joint decision-making with the parents  




