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Raccomandazione

La diagnosi deve essere CERTA
per evitare una sovrastima diagnostica
e un inadeguato carico assistenziale
(Forza A/livello I)

LG OMA 2010
SIPPS � > SIP
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OTITE MEDIA ACUTA
vera o falsa o immaginata?

ACUTE OTITIS MEDIA
rapid onset of signs and  symptoms of acute infection within
the middle ear, with evidence of effusion



H.influenzae

S.pneumoniae

QPIV QPIO QNIR

SPIU

PSIV

²­²~ª N=J=NO NP=J=PSPT=J=TOTP=J=NMU

How many children have cerumen obstructing
more than 50% of the ear canal?

months

Marchisio P et al, OM 2015



H.influenzae

S.pneumoniae
PPIP PRIT PRIT

M

NMM NMM VRIO VQIQ

1 - 12 13 - 36 37 - 72 73 - 108

mbapbkq±

Children with a diagnosis of AOM:
cerumen removal according to age and
specialty

p=0.0001 for each comparison
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òlor tympanic membrane (COLORE)

lther condition (ALTRO)

jobility (MOBILITA )

mosition (POSIZIONE)

iighting (LUMINOSITA ) (LATERALITA’)

bntire Surface (SUPERFICIE INTERA)

qranslucency (TRASPARENZA)

bxternal ear canal (CANALE ESTERNO LIBERO)

peal (TENUTA D ARIA) (SEVERITA’)

Kaleida PH. The COMPLETES examforotitis. Contemp. Pediatr 1997; 14: 93-101

M.Doria 2011



La diagnosi puramente otoscopica di
OMA raggiunge il maggiore grado di
affidabilit� quando condotta:
�con un otoscopio pneumatico
�corredato di una fonte luminosa
adeguata
�di uno speculum delle dimensioni
adatte e non colorato per evitare
dispersioni della pressione

(LG OMA 2010: livello E: II, forza R: A,
www.sip.it)

L utilizzo della fase pneumatica deve
essere evitato in caso di rilevante
estroflessione della membrana
timpanica o presenza di otorrea
(livello VI, forza D)



Ridurre l’incertezza diagnostica
per l’otite media

M.Doria 2011



Il futuro della diagnosi di OMA
immaginata descritta fotografata

M.Doria 2015

Otoscopio digitale
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OTITE MEDIA ACUTA - TERAPIA

Gestione dolore?

Non antibiotico  ?
Antibiotico subito?
Attesa vigile?



LG OMA 2010 - Gestione del dolore

•La gestione terapeutica dell�OMA deve prevedere una valutazione
dell�otalgia e la sua cura (forza A/Livello I)
• Il trattamento cardine dell�otalgia� rappresentato dalla
somministrazione di antidolorifici a dosaggiio adeguato per via
sistemica (paracetamolo o ibuprofene) (forza A/Livello I)
• Nei bambini oltre i 3 anni di vita� accettabile la somministrazione topica
di soluzioni analgesiche (lidocaina 2%) in soluzione acquosa, in aggiunta
alla terapia antalgica sistemica, nelle prime 24 ore dalla diagnosi di OMA
con otalgia da moderata a severa, in assenza di perforazione timpanica
(forza B/livello II).
•Alla luce dell�insufficienza dei dati disponibili,� sconsigliato l�uso di
preparati analgesici a base di estratti naturali  (forza D/livello II)



DIAGNOSI CERTA
LATERALITA� bilaterale monolaterale

SEVERITA�
SINTOMI

grave lieve grave lieve

Et� < 6 m. AB AB AB AB

Et� 6 � 24 m. AB AB AB AV

Et� > 24 m. AB AV AV AV

2010 � LG italiana - OMA non complicata *

* NO OTORREA, NO RICORRENZA RECENTE, NO COMPLICANZE

AB = antibiotico immediato AV= possibile attesa vigile



LG OMA 2010
•La vigile attesa � un�opzione, parte integrante della
strategia terapeutica dell�otite media acuta, che deve essere
valutata nel singolo caso e condivisa con i genitori (forza
A/livello I).

•La vigile attesa pu� essere applicata solo nel caso in cui
sia garantita la possibilit� di follow-up (telefonico e/o clinico)
a distanza di 48 ore (forza A/livello I).

AAP AOM 2013



2015



Occurrence and mean duration of symptoms in
469 children (< 3 yrs) with parental suspicion of

AOM
Symptomsa Occurrence n (%) P Mean

durationb
P

AOM (N=237) Non-AOM (N=232)

Child’s verbal
expression
of ear pain

44 (19) 31 (13) 0.124 1.1 0.427

Ear-rubbing 165 (70) 180 (78) 0.050 2.4 0.318

Fever 102 (43) 81 (35) 0.071 2.1 0.234

Cough 187 (79) 172 (74) 0.223 6.2 0.377

Conjunctivitis 44 (19) 33 (14) 0.204 3.5 0.193

Vomiting 3 (1) 5 (2) 0.500 0.5 0.304

Diarrhoea 31 (13) 22 (10) 0.219 2.6 0.861
Symptoms (occurrence 0.5<P<0.945): parentally reported ear pain; irritability; excessive crying; restless
sleep; less playful or active; poor appetite; rhinitis; nasal congestion; hoarse voice; mucus vomiting

Laine et al. Pediatrics 2010; 125;e1154-e1161. DOI: 10.1542 :

aSymptoms where P≤0.5 for occurrence compared  between AOM vs non-AOM; bDuration of each symptom among those
children who had the symptom
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Parents may be unable to assess ear pain and only a
minority of children < 3 yrs are able to express pain



Resolution of ear pain
recorded in diary by parents and children



Resolution of objective symptoms
recorded in diary by parents



In delayed Ab group:
prolonged resolution of fever,
ear pain, poor appetite and
decreased activity, but not
ear rubbing, irritability,
restless sleep or excessive
crying.
Parents of children missed
more work days (mean 2.1
versus 1.2 days, P = 0.03).



* Fattori di rischio: et� < 3 anni, frequenza di day -care, fratelli in
day-care, recente (< 1 mese) terapia antibiotica

Caratteristiche
Episodio

Raccomandata Alternativa

Sintomilievi
Nootorrea
Noricorrenza
NofattoriR

Amoxicillina
50 mg/kg/die in 2
-3 dosi

Cefaclor
40 � 50 mg/kg/diein 2
dosi

Sintomigravi
Otorrea
Ricorrenza
FattoriR*

Amoxicillina +
acidoclavulanico
80-90° mg/kg/die
in2 -.3dosi

Cefuroximeaxetil
30mg/kg/diein2dosi
Cefpodoximeproxetil
8mg/kg/diein2dosi

LG  OMA 2010



Infection 2013; 41: 629
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1. Vergison, et al. Lancet Infect Dis 2010;10:195� 203.
2. 2. Tully, et al. J Pediatr 1995;126:S105� 111.3. Dunais, et al. Pediatr Infect Dis J 2003;22:589� 592.

Recurrent AOM (3 AOM/6 m. or 4 AOM/12 m.) -
Evidence-based  AOM prevention

Breast feeding (exclusive for 6
months reduces 10 to 30%) 1 Avoid supine breast feeding2

Avoid passive smoking1

Avoid use of pacifiers beyond 6
months of age (-29%)1

Limit day care attendance
(exposure to children <2 y3

Lower infections and carriage
rates in children with  child-
minder vs day care groups3

Lower infections and carriage
rates in children with  child-
minder vs day care groups3

Avoid push and pull bottles



Occurrence of AOM (�1 episodes) during the  6 -months study
period: all children
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p =  0.004

EFFICACY 33,8%

Marchisio P et al, PIDJ 2009



given  in the first months of life



Reduction in all cause otitis media related visits after
PCV10 (Synflorix) introduction in children 2-23 mo in Brazil

p~°²­°§I=£²=~ªK=fpmmaI=e·¢£°~ ~¢I=f¬¢§~I=NMJNQ=j~°¡¦=OMNP=E®­±²£°F



birth to 6 years birth to 2 years



16 studies of long-term antibiotic use (review
published in 2006, updated in 2010)

prevention  of 1.5 episodes of AOM per year,
reducing in half the number of AOM episodes
during the period of treatment

PROFILASSI ANTIBIOTICA
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Reduction
32% (p=0.03)



Questionnaire: 840 children < 5 yrs with RAOM - 2007-2008

Marchisio P et al, Intern J Immunopathol Pharmacol 2011;24:441-449

Homeopathy 46%, Herbal products 28%,
homeopathy plus herbal products  26 %



Is CAM effective in the treatment or
prevention of acute otitis media?

a) Homepathy NO
b) Echinacea NO
c) Osteopathy NO
d) Propolis YES (29%) in

uncomplicated AOM
a) Xylitol YES (9%) (only if frequent

and prolonged in older children)



�Bacteria adhere
on nasopharynx

�Bacterial entry to
middle ear via
eustachian tube

�Bacterial replication
in the middle ear

To develop AOM

�S.pneumoniae H.influenzae
�M.catarrhalis S.pyogenes

BACK TO BASIC



Riduzione  = 25,6%



100 bambini arruolati
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S.salivarius Placebo

Proporzione di bambini con ricorrenza di
otite media acuta in 6 mesi

p =0.076
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LG OMA 2010
SIPPS SIP

LG OMA 2016
di tutte le Società pediatriche

Un auspicio che
pu� realizzarsi con
uno sforzo comune



Grazie per
l�attenzione Never look for the

extraordinary, but, on the
contrary, concentrate on the
more prevalent and common
diseases, and try to cure
them;
These are the diseases you
will most frequently encounter
in your practice�

Emile M�ni�re
Deuxi�me Congr�s
Otologique Internationale
Milan 1880





Giornate di infettivologia
pediatrica
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