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CHAPTER 4. 

OTORRHOEA 
 

 

Discharge from the ear (otorrhoea) is one of the 
prime features of true ear disease, along with 
pain, deafness, tinnitus and dizziness. Whist 
numerous problems may cause discharge, the 
origins of the individual problem may be judged 
from the evident cause (e.g. longstanding similar 
problems), the presence of other prime features 
(pain or deafness), or other relevant factors that 
may be present (e.g. URTI, recent trauma). As 
with other medical conditions, a methodical history 
and examination generally provide the likely 
cause. 

 

1. HISTORY 
 

The pattern of onset of the discharge, plus evident 
initiation factors should be clarified. Discharge 
after a URTI and fever in a child suggests AOM, 
whereas lesser soggy matter after a swim in a 
waterhole or other suspect conditions favours an 
EAC origin. 

 

The duration or frequency of events may be 
relevant. Single shorter term events generally 
include external canal issues. Intermittent but 
frequent events in a child may favour AOM, but 
may be relted COM if in an adult. Chronic 
discharge may favour deep-seated lingering 
infection such as chronic myringitis, 
cholesteatoma or mastoiditis.  

  

       

Figure 1: Chronic mucoid otorrhoea. A perforated 
drum and associated chronic mastoiditis are the 
likely culprits. 

 

Aggravating or relieving factors may be present, 
Watery scanty discharge after chronic pruritis may 
suggest self-trauma by rubbing or scratching. 
Profuse serous discharge from the pinna itself, 
then resolution after cessation of ear drops may 
be related to the elimination of topical allergy. 
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Figure 2: Profuse serous otorrhoea, erythema and 
weeping pinna skin point to allergy (iodine packs 
after ear surgery). 

 

Any associated aspects, particularly prime ear 
symptoms may strongly suggest the pattern of the 
situation on hand: 

 

The nature of any pain often helps evaluate the 
cause of discharge. Excruciating pain with acute 
tenderness suggests golden staph infections. 
Shorter-term pain after a respiratory infection 
suggests an acute middle ear infection. Pain 
complicating a long-term foul discharge is 
ominous for more serious middle ear disease. 

 

Discharge of all varieties incurs gurgling or moist 
tinnitus sounds, but middle ear problems tend to 
popping or crackling, particularly when air is 
forced into the ear. If the drum is perforated, air 
escape may be heard. 

 

Hearing loss may occur from discharge from 
within the external canal, but will clear when the 
canal debris is removed. Middle ear disease will 
cause greater loss, persisting despite clearing. 

 

When associated with discharge, dizziness is 
more ominous, particularly if severe. Herpes 
zoster infection, causing mild discharge from 
vesicles in the conchal bowl, also causes facial 
palsy and viral labyrinthitis with profound 
deafness. Cholesteatoma produces a triplicate of 
severe vertigo, tinnitus, and deafness when the 
cyst of skin has eroded into the inner ear. 

 

Other aspects may shed light on the cause of the 
discharge. Recent water sports in soiled water 
may indicate external ear infection. An upper 

respiratory infection commonly precedes acute 
middle ear infection. Profuse discharge in an 
infant is also suggestive of this origin. Direct 
trauma may be noted before a bloodstained 
otorrhoea.  

 

       

Figure 3: Bloodstained profuse otorrhoea in a 
child after URTI: AOM. 

 

2.EXAMINATION 
 

The amount of discharge will give the pattern of 
disease. Profuse watery/bloodstained loss from 
within the ear, especially in a young child, 
suggests acute middle ear infection. Conversely, 
a profuse serous ooze from the pinna itself may 
indicate allergy. Scanty purulent moisture, when 
the ear is extremely painful or tender, is found in 
furunculosis – a small boil in the ear due to 
staphylococcal (golden staph) infections 
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Figure 4: Semisolid layered debris typical of 
aspergillus otomycoses. An accompanying dirty, 
discoloured appearance is characteristic. 

 

• The consistency is also suggestive.  
• Semisolid “blotting paper” debris is found 

in fungal diseases  
• Others vary from hard wax with 

surrounding semisolid matter (bacterial) to 
watery CSF after a head injury.  

• Fluid that is mucoid (stringy) in nature 
originates in the middle ear; the EAC has 
no goblet cells. 

• If this is chronic and pulsatile, suspect  
mastoiditis. 

• Coloured debris is typical of some 
conditions: green (pseudomonal), black or 
yellow (aspergillus species), clear, watery 
(CSF, after head trauma). 

 

 

     

Figure 5: Green mushy debris in the EAC. 
Pseudomona pyocyneaus otitis externa. 

 

Other aspects may be present 
Middle ear infections characteristically produce 
more copious, thicker mucoid secretions which 
may be unrelenting if chronic mastoid infections 
are present. Foul-smelling or bloodstained 
discharge of this nature are more of concern; 
these may indicate deeper-seated problems such 

as cholesteatoma (an infected cyst of skin in the 
middle ear). Surgery is frequently needed in these 
cases.  

 

      

Figure 6: Foul otorrhoea, sometimes 
bloodstained, commonly indicates cholesteatoma. 
Attic polyp present. 

 

Itch associated with blockage and discharge is 
commonly due to fungal infections that are best 
treated at a specialist level. 

 

      

Figure 7: Mixed aspergillus otomycosis, with 
typical yellow and brown spores evident. 
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3. MANAGEMENT 
 

All cases of discharge from the ear are optimally 
managed by cleaning, to both aid diagnosis and 
also remove soiled debris that will perpetuate any 
infection. A clear view of the drum is frequently 
essential to permit appropriate treatment. Avoid 
syringing if there is any uncertainty as flushing 
infected fluid through a covert drum perforation 
risks substantial exacerbation of middle ear 
disease. 

 

4. TROUBLESHOOTING 
 

• Foul, bloody discharge: Suspect 
cholesteatoma or chronic drum 
perforation. 

• Mucoid otorrhoea originates from the 
middle ear 

• Persistent itch: fungal infection likely – 
this does not respond to antibiotics. 

• Failed conservative treatment: suspect a 
fungal infection. 

• Dirty/black/discoloured discharge: 
probable fungus. 

• Confirmed fungal problems: specialist 
suction toilet may be needed. 

• Pain from a fungal infection: possible 
drum perforation (common). 

• Severe pain, malaise: staphylococcal 
infection. 

• Weeping pinna, reddened, itch: possible 
allergy. 

• Infant with discharge: probable middle 
ear infection. 

• Discharge from granulations deep in the 
canal: possible cholesteatoma – specialist 
care required. 
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