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Table 1. Otitis Media Definitions and Epidemiology

Otitis type Definition Comment

Myringitis Erythema of the tympanic membrane, Most often vird but may be seen in early
without MEE; similar appearance stages of AOM or during resolution;
occurs from dilation of tympanic does not require antibiotic treatment

membrane vessels when crying
during otoscopy

AOM MEE with rgpid onset of one or more Most frequent diagnosis made by pediatricians;
of the following : otalgia, ear pulling, affects about 50% of children by age 1 year,
otorrhea, fever, irritability, anorexia, 65% by age 2 years, and 70% by age 3
vomiting, or diarrhea years

OME MEE without signs or symptoms of Occurs in both healthy children and following
acute infection; chronic OME implies an episode of AOM; 15% prevaence with
duration longer than 2 to 3 months seasonal veriations

AOM : acute otitis media, OME : otitis media with effusion
Table from Rosenfdd RM. An evidence-based gpproach to treating otitis media. Pediatr Clin North Am
1996;43:1165-81
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Table 2. Dutch Guidelines for Treatment of Acute Otitis Media

Patients = 2 years old
A. Symptomatic treatment only(acetaminophen with or without decongestant nose drops) for the first 3
day
B. Re-evauation if symptoms(i.e., pain, fever, etc, due to AOM) persist for 3 day
At that time, the doctor may continue additional observation or prescribe an antibiotic(amoxicillin or
erychromycin if amoxicillin is contraindicated) for 7 days
C. Soeciad treatment for spontaneous tympanic-membrane perforation not suggested unless it persists for
> 14 days, at which time a course of antibiotic thergpy is recommended
Patients aged of 6 months to 2 years
A. Management is the same as for chose 2 years and older, except for a mandatory contact(either by
telephone or office visit) after 24 hours. If no improvement, doctors may start antibiotics or wait
an additiond 24 hours
B. Referral to an otolaryngologist suggested if patients in this age group gopear to be seriously ill or
do not improve after 24 hours with antibiotics

Table from Rutka J, Lekagul S. No therapy :use, abuse, efficacy, and morbidity-the European versus the
Third-World experience. J Otolaryngol 1998;27(5)2:43-8
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Table 3. Recommendations for Antimicrobial Therapy of Acute Otitis Media(AOM)

First-line therapy
Uncomplicated AOM
Amoxicillin(standard or high dose [80 to 90 mgkg per day])
Uncomplicated AOM in patients allergic to penicillin
Cefprozil, cefuroxime axetil, cefpodoxime proxetil, azithromycin, or clarithromycin
Second-line thergpy’
Amoxicillin/clavulanate, cefuroxime axetil, cefprozil, cefpodoxime proxetil, or ceftriaxone®
Third-line thergpy®
Tympanocentesis and therapy based on culture and susceptibility results

"No clinical data support increased efficacy of high-dose amoxicillin compared with standard dosing

' For clinical trestment failure after 3 days of amoxicillin

*Given intramuscularly; reserve for severe infections or patients in whom noncompliance is expected

* For clinical treatment failure after second-line therapy

Table from Aronovitz GH. Antimicrobial therapy of acute otitis media: review of treatment recommenda-
tions. Clin Ther 2000;22:29-39
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