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* Discuss differential diagnosis

 Treatment options (Evidence based management)
for primary care physicians

* When to treat and when to refer to ENT



History: Type of Discharge

Purulent

Clinical Correlation
Wax
* Normal, Reassurance




Clinical Correlation

purulent * Recurrent episodes
- Active COM

* Acute onset — AOM
 Acute otitis externa

Mucous

Blood




History: Type of Discharge

Clinical Correlation
Wax

* Indicates perforation
Sl E of the tympanic
membrane

Mucous

Blood

No mucous glands in the external
ear canal, the mucous discharge
is from the middle ear
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History: Type of Discharge

Clinical Correlation
e Trauma — ear canal

* Trauma — head injury

Purulent e Granulation tissue

associated with
Mucous chronic infection

Blood




History: Type of Discharge

Clinical Correlation
e Trauma to skull base

Purulent

Mucous

Blood




History: Other Types of Discharge

Clinical Correlation
Blood stained

e Cholesteatoma

Foul smelling

Scanty

e QOtitis externa

Pale watery e Granulomatous

conditions
(TB)




History: Associated Symptoms

]
Hearing Loss
Tinnitus

Otalgia

Vertigo

Facial Palsy




History: Associated Symptoms

N

Hearing Loss

Tinnitus

Otalgia

Vertigo

referral
Facial Palsy




| Vertigo

« Complication of
COM - labyrinthine
fistula

* Inner ear erosion by
tumour

« Complication of
AOM

Associated symptoms

| Facial Palsy

* Necrotising Otitis
externa

« Complication of
COM with
cholesteatoma

* Malighant neoplasm

« Ramsay Hunt
syndrome (herpes
zoster oticus)

« Skull base fracture




Examination & Investigations

d

Inspection: Pinna, Post Aural Special
Investigations

Palpation: Tragus, Pinna
( )
Ear Swab —
: Culture &
Ear swab and Aural toilet sensitivity
. J
. ( )
Inspection of the EAC, TM _
Audiology/
Hearing Test
Syringing of the ear is contra-indicated - J

in a patient with ear discharge




Treatment: Therapeutic agents

Topical antibiotics- aminoglycosides, quinolones

Topical antiseptics

Topical steroids

Topical antifungal agents

i

Systemic antibiotics




Treatment: Common bacterial pathogens and
effective topical antibiotic therapy

Bacteria Neomycin Polymyxin B

Fluoroquinolo
nes (Cipro &
Pseudomonas
aeruginosa

Ofloxacin)

Staphylococcus
aureus

Streptococcus
pneumoniae

Haemophilus
influenzae
Moraxella
catarrhalis

X
v
s e
X
v




Treatment: Topical Antiseptics I

Effective against P. aeruginosa, S aureus, Proteus , Candida

Ototoxic




Differential Diagnosis: COM

Active
Active Mucosal Sguamous
(Cholesteatoma)

Initial Treatment: Ototopical
Ear toilet agents

Refer ENT Definitive
(Urgent) Otalgia, treatment:
Post-auricular Tympanoplasty
tenderness +/- mastoid




INTERACTIVE CASE DISCUSSION

47 Male back from holiday last week

Right sided earache with some ear discharge getting worse
over the last 3 days

Keen swimmer swam in the sea and pool
No other significant medical history
Ear finding

Hearing muffled on right

Left ear normal

Otitis externa I




Otitis Externa :

Moisture

* Swimming
 Perspiration

* High humidity

Mechanical removal
of cerumen

Other trauma to ear
canal

Risk factors

High environmental
temperatures

Insertion of foreign
objects: Cotton
swabs, Fingernails,
Hearing aids, Ear

plugs




N\

Infective types:

Bacterial
Fungal

Initial Treatment:
Ear tollet,
Topical antibiotics &
steroids, Analgesia

Initially systemic
antibiotics not
indicated (only for
cellulitis & NEO)

Differential Diagnosis: Otitis Externa

Non- infective:

Allergy, skin
conditions, trauma

Clinical types:

Occlusive
Non-occlusive

Refer ENT: Chronic
non responsive,
Occlusive,
complicated




Differential Diagnosis: Otitis Externa

N\
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swollen EAC: Aural ‘
toilet & topical ear

drops not possible e L t

e

Insertion of Ear
wick (antibiotic,
steroid, antifungal
preparations )




Differential Diagnosis: Necrotising
_(Malignant) Otitis Externa

Suspect: Findings:

Non responsive Granulation tissue
Severe pain Exposed bone
(disproportionate), Cranial nerve palsy
Diabetic, Immunodef. (V1)

Terminology: Treatment:

Malignant Otitis Ext, Regular aural toilet,
Necrotising Otitis Topical & systemic
Ext, Skull base antibiotics,
Osteo-myelitis. Debridement




Differential Diagnosis: Fungal Otitis Ext

N\

Secondary condition
after treatment with
topical antibiotic
drops

Treatment:
Clotrimazole drops
1% acetic acid




Fungal Otitis Externa: Duration of treatment with

Antl Fungal drops

Treats Treats Correct Too long, may
Hyphae not Hyphae not duration be toxic
spores all spores




Differential Diagnosis: AOM with
_Perforation of tympanic membrane




Differential Diagnosis: AOM with
_Perforation of the tympanic membrane

Onset of otorrhoea
IS usually
accompanied by
relief of otalgia

Treatment:
Ear tollet,
Systemic Antibiotics
Topical antibiotics

Advice;:

Parental Smoking
Attendance at
Daycare

Common
pathogens:

S. pneumoniae
H. influenzae
M. catarrhalis

Refer ENT:

Persistent/Chronic
or Recurrent
Otorrhoea

Topical
aminoglycosides &
polymyxins in
perforated ear drum
- use with caution




Use of topical ear drops with a

perforated ear drum (Ototoxicity)

In view of reports of ototoxicity, manufacturers contra-
indicate treatment with topical aminoglycosides or
polymyxins in patients with a perforated tympanic
membrane (eardrum) or patent grommet. However,
some specialists do use these drops cautiously in the
presence of a perforation or patent grommet in patients
with chronic suppurative otitis media (section 12:1.2)
and when other measures have failed for otitis externa:
treatment should be considered only by specialists in
the following circumstance:

e drops should only be used in the presence of
obvious infection;

e ftreatment should be for no longer than 2 weeks:

e patients should be counselled on the risk of oto-
toxicity and given justification for the use of these
topical antibiotics;

e baseline audiometry should be performed, if possi-
ble, before treatment is commenced.
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Patient Information Leaflet
GB 726-8717-APIL

Genticin Eye/Ear Drops

Gentamicin

=3

2. BEFORE YOU USE GENTICIN
EYE/EAR DROPS
Do not take this medicine if you:

e Have or suspect you have a burst
ear drum, if you are being treated
for a problem with your ear.

PACKAGE LEAFLET:
INFORMATION FOR THE USER

Sofradex® Ear/Eye Drops,

Solution

framycetin sulphate 0.5% w/v _
dexamethasone (as dexamethasone sodium
metasul hobenzoate) 0.05% w/v

e o
gramicidin 0.005% w/v SANOFI 5

|
Don i = d tell your doctor if:

T are allergic (hypersensitive) t0 cetin

If you are using these drops in your ear
X You have a damaged (perforated) ear drum
o not use this medicine if any of the above a
If you are not sure, talk to your doctor,
efor@msiag Sofradex Drops.

yto
pharmacist




Use of topical ear drops with a perforated ear drum

0.3% ofloxacin otic solution — higher cure rate, less adverse events
than other topical treatments, no ototoxicity (7 RCTs, 2 non-
randomised clinical trials)

Abes G, Espallardo N, Tong M, Subramaniam KN, Hermani B,
Lasiminigrum L, Anggraeni R.

A systematic review of the effectiveness of ofloxacin otic solution for
the treatment of suppurative otitis media.

ORL J Otorhinolaryngol Relat Spec. 2003 Mar-Apr;65(2):106-16.




INTERACTIVE CASE DISCUSSION

6 year old child had grommets three months earlier

Left sided mucopurulent ear discharge over the last 4 days
No pain but has noticed diminution in hearing on the left side
Ear discharge started after a recent ‘cold’
Mum worried — has the grommet fallen out

Ear finding

Post-ventilation tube otorrhoea




Differential Diagnosis: Post-ventilation ]
tube (grommet) otorrhoea

Age > 3 years Age < 3 years

Pseudomonas S. pneumoniae

aeruginosa H. influenzae
Staph. aureus M. catarrhalis

Treatment: Refer ENT:

Ear swab, Ear Persistent/Chronic
toilet, Topical antib., or Recurrent
Systemic Antibiotics Otorrhoea

Advice: Secondary care:

Parental Smoking Further Investigtns.,
Attendance at Removal of

Daycare grommet




Differential Diagnosis: CSF Otorrhoea

Rare condition

Traumatic aetiology
(head injury, fracture
of skull base)

\

Diagnosis:
Clear, watery

otorrhoea, Recurrent
meningitis,
Beta2- transferrin




Otitis media
with
Effusion ‘

. ra



OME Care Pathway - NICE guidelines

Assess features of OME and refer for
formal assessment if necessary

Formal assessment - clinical history
and clinical examination, hearing test,
tympanometry

OME confirmed — Active observation for
3 months — reassess

Persistent OME with hearing loss 25-30
dB or greater/if less than 25dB then
impact on child’s development,
education

Surgical intervention —ventilation
tubes/grommets (not adenoids unless
otherwise indicated)

Non Surgical management —
Autoinflation, Hearing aids

DO NOT offer- antibiotics, decongestants,

antihistamines, steroids, homeopathy,
cranial osteopathy, ........massage

Care pathway 1. Children with suspected OME

Information provision: Give verbal and written information to parents/carers and children on
nature and effects of OME.

u

‘ Concerns from parents/carers or professionals )

N2

Assess features suggestive of OME and refer for formal assessment if necessary

* Hearing difficulty * Repeated ear infections * Recurrent upper respiratory

« Indistinct speech or or earache tract infections or frequent
delayed language * Poor educational nasal obstruction
development progress « Behavioural problems

\)

* Less frequently, balance
difficulties, tinnitus,
intolerance of loud sounds

TR

Formal assessment

* Clinical history (focus on poor
listening skills, indistinct
speech or delayed language
development, inattention and
behaviour problems, hearing

fluctuation, recurrent ear
infections or upper respiratory
tract infections, balance
problems and clumsiness,
educational progress)

« Clinical examination (focus
on otoscopy, general upper
respiratory health, general
development)

* Hearing testing (use tests
appropriate for child’s
developmental stage)

« Tympanometry

R

N2

OME confirmed Consider co-existing causes of hearing loss 1 Manage
(sensorineural, permanent conductive and non-organic)

Active observation for 3 months

* Confirm persistence of bilateral OME and hearing loss over 3 months ~ » Offer autoinflation for children likely to cooperate

 Advise on educational and behavioural strategies to minimise
impact of hearing loss

;

¢ Reassess after 3 months

N2

Persistent bilateral OME with Persistent bilateral OME with hearing loss OME
a hearing level in better ear less than 25-30 dBHL and significant resolves

EQ

of 25-30 dBHL or worse impact on child’s developmental, social or
confirmed over 3 months educational status

[
\J/ b

Non-surgical interventions
* Give information about benefits and risks of treatment

Surgical interventions

* Give information about benefits and risks of treatment

* Insert ventilation tubes « Offer hearing aids as an alternative to surgery where

« Do not use adjuvant adenoidectomy in absence of surgery is contraindicated or not acceptable

persistent and/or frequent upper respiratory tract symptoms * Do not offer the following for OME: antibiotics,
antihistamines, decongestants, steroids, homeopathy,

\J/ cranial osteopathy, acupuncture, dietary modification,

immunostimulants, massage

‘ Follow up and reassess hearing

NICE clinical guideline 60 Quick reference guide

5




OME - NICE Referral Guidelines

Primary care

» The role of primary care is to
detect, diagnose, observe
(watchful waiting), counsel and
advise.

» Parents, carers and teachers may
be helped with advice on
communication and coping
strategies.

» In children with persistent effusion,
nothing worthwhile is gained by
prescribing an antibiotic,
decongestant or antihistamine.

» Parents should be informed that

exposure to cigarette smoke
worsens the outlook.

Specialist services

These are in a position to:

m clarify the diagnosis and advise
on management alternatives

m undertake hearing assessment

m assess the need for, and
undertake, surgical intervention

m provide speech and language
assessment and therapy

m co-ordinate care for children
with additional problems, such as
cleft palate.



When to refer ? Referral Guidelines — NICE

\3

Referral for an ENT opinion is advised if:

WY the otoscopic features are atypical and
accompanied by a foul-smelling discharge suggestive
of cholesteatoma

WS they have excessive hearing loss suggestive of
additional sensori-neural deafness

@ they have proven hearing loss plus difficulties with
speech, language, cognition or behaviour

W they have proven hearing loss plus a second
disability, such as Down’s syndrome

W they have proven hearing loss together with
frequent episodes of acute otitis media

@ they have proven persistent hearing loss detected
on two occasions separated by 3 months or more)




Otitis media with effusion (OME, glue ear)
(CKS guidelines — last revised 2016)

Management guidelines
=== Consider an earlier/urgent referral if:

e 1. Severe Hearing loss
e 2. Child’s development affected.
e 3. Syndromal child : Down's syndrome, cleft palate

e 4. Unilateral otitis media in an adult RED FLAG: ?Post
Nasal Space Mass Refer to ENT




How to manage a child with grommets

\J

Normal school activities, holiday activities
and swimming

Avoid immersing the child's head in soapy
water.

Follow up & hearing test

Prognosis:

Grommets usually stop functioning after
an average of 10 months, and a third to
half of the children who have grommets
will need reinsertion within 5 years.
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