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ACUTE OTITIS MEDIA 
AOM, Bacterial Otitis Media 
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AOM 
Pathogenesis 

 URTI infection  
 Nasal inflammation, disruption of 
the ciliary cleaning action 
 Accumulation of nasal exudate 
 Pathogen contamination 
 Sneezing, tubal insufflation 
 Middle ear contamination   
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AOM pathogens. The great majority of pathogens are 
sensitive to amoxycillin/clavulanic acid, which is thus the 

first line management.    ©  Bruce Black MD                                         

 
          



AOM 
Symptoms 

 Pain, often acute 
 Discharge, if the drum ruptures 
 Deafness as exudate fills the ear 
 Tinnitus (adults), inflammation, 
external noise masked out. 
 Vertigo: not common  
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Early acute bacterial otitis media (AOM). Bacterial 
 infection secondary to a URTI has soiled the middle ear. 

Inflammation and a purulent effusion are developing.     ©  Bruce Black MD                                         

 
          



Pus under pressure distending the drum. Pneumococcus, 
H. influenzea and moraxella are the main culprits. 
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Extreme drum distension, pain, distress. In an adult, 
consider an acute myringotomy to relieve pain. 
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A large serous bleb covering the posterior aspect of the 
drum. 

   ©  Bruce Black MD                                         

 
          



Perforated AOM. Generally a tiny pinhole defect is present, 
healing rapidly over a few days. 
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Audiology is not commonly undertaken during AOM, as the 
situation remains fluid. A moderate conductive loss and 

Type B tympanograms are typical.    ©  Bruce Black MD                                         

 
          



AOM  
Management 

 Use of antibiotics controversial. 
 A bacterial infection. 
 Common complications in sites where 
antibiotics are denied (indigenous etc.) 
 Complications can be major and 

                                  permanent. 
 Medico-legal issues.  
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AOM 
Management schedule 

   ©  Bruce Black MD                                         

 
          



Complications of AOM. 1. Permanent drum perforation. 2. 
Facial palsy. 3. Mastoiditis. 4. Petrositis. 5. Meningitis.  

6. Bacterial labyrinthitis.    ©  Bruce Black MD                                         

 
          



Acute drum perforation after AOM. The otorrhoea is 
mucoid, which discerns the discharge from otitis externa, as 

the EAC has no goblet cells.    ©  Bruce Black MD                                         

 
          



A large post-AOM perforation, probably due to a more 
virulent agent such as beta-haemolytic streptococcus.  
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Unilateral protruding auricle, left ear. Mastoidtitis. Manage 
with intensive IV antibiotic therapy, drain surgically if 

response is not prompt.    ©  Bruce Black MD                                         

 
          



Detail of the same case showing the characteristic fluctuant 
swelling due to a subperiosteal abscess. 
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Acute mastoiditis, right ear. Diffuse swelling of the right side 
of the head. The middle ear cleft is opaque. 
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Gradenigo’s Syndrome. Left otalgia, deafness and lateral 
rectus palsy due to left petrositis complicating AOM. 
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Facial palsy secondary to AOM. Treat vigorously with 
antibiotics and steroids, drain with a grommet if not 

perforated    ©  Bruce Black MD                                         

 
          



Right SND secondary to bacterial labyrinthitis complicating 
AOM. Possible risk of labyrinthitis ossificans obliterating the 

cochlear spiral, preventing CI, if indicated.    ©  Bruce Black MD                                         

 
          



Post-meningitic labyrinthitis ossificans on the left (20 to 
AOM). Cochlear spiral severely occluded. CI on the right, 
but the prognosis in the non-operated ear would be poor.    ©  Bruce Black MD                                         

 
          



SUMMARY 
 

  A common bacterial infection 
  Causes pain, deafness and 

        discomfort 
  Capable of serious complications 
  Treat as with any infection  
  Complications are rife where 

        treatment is not provided  
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