Otitis Media/Otitis Externa Cases

1) A 60 year-old female preschool teacher presented two days ago with ear pain and a bulging tympanic membrane.  She was started on amoxicillin but now returns with worsening pain, discharge and bilateral purulent conjunctivitis.  What is the most likely organism?  What therapeutic change should be made?

H. influenza is most frequently associated with conjunctivitis-otitis syndrome and nearly 50% of these strains produce a beta-lactamase.  Multidrug resistant S. pneumoniae are occasional isolated as well.  Gram stain and culture from the discharge should be obtained to look for pleomorphic gram-negative rods.  If  no organisms are recovered then therapy with amoxicillin-clavulanate, azithromycin or a third generation cephalosporin should be initiated.  First generation cephalosporins should be avoided because of their poor middle ear fluid penetration and poor gram negative coverage.

2) An 18 year-old male active duty recruit presented to sick call one day ago with acute otitis media.  He was started on amoxicillin and given 24 hours quarters.  He returns today with decreased ear pain but reports developing persistent vomiting, gastrointestinal upset and diarrhea.  What further therapy should be initiated and why?

Amoxicillin is associated with gastrointestinal distress and is not tolerated in certain                individuals.  Amoxicillin should be discontinued and the patient should complete 6 to 9 additional days of therapy with a better tolerated antibiotic.  Amoxicillin-clavulanate, erythromycin and clarithromycin should be avoided due to their associated GI side effects.   A second/third generation cephalosporin, azithromycin or even TMP-SMX should be started.  If a gram negative bacterial enteritis is suspected, then azithromycin should be avoided.

3) A 76 year-old diabetic female presents with ear pain,, tenderness and discharge that has progressed over the past several weeks.  Exam reveals a tender 5mm necrotic ulcer with evidence of bony involvement and a facial palsy.  Lab work shows an elevated white count, ESR and blood glucose level. What is the differential diagnosis?  What is the treatment of choice?  

Given the subacute course of her disease, the associated pain and elevated WBC and ESR, the most likely diagnosis is malignant otitis externa.  Other possible etiologies include benign necrotizing otitis externa, carcinoma, and radionecrosis from progressive endarteritis obliterans due to radiation exposure.  Radionecrosis can be differentiated by taking a careful history while benign necrotizing otitis externa is usually a chronic, non-painful condition that doesn’t involve the cranial nerves.  In this instance, the most likely etiology is Pseudomonas aeruginosa.  Treatment should entail 4-6 weeks of therapy initially with piperacillin or ticarcillin combined with an aminoglycoside.  Once cultures and sensitivities are obtained, an oral regime with a fluoroquinolone can be considered.  An ENT consult should be obtained to determine the extent of osteomyelitis and need for debridement. 

