	Otitis media with effusion ( GLUE EAR  )


	DEFINITION 
	OME, or "glue ear", is serous or mucoid but not mucopurulent fluid in the middle ear. 

Children usually present with hearing loss and speech problems. In contrast to those with acute otitis media, children with OME do not suffer from acute ear pain, fever, or malaise. Hearing loss is usually mild and often identified when parents express concern regarding their child's behaviour, school performance, or language development.




	INCIDENCE/
PREVALENCE
	At any time, 5% of children aged 2–4 years have persistent (at least 3 months) bilateral hearing loss associated with OME. The prevalence declines considerably beyond age 6 years. 

About 80% of children aged 10 years have been affected by OME at some time in the past. OME is the most common reason for referral for surgery in children in the UK. 

Middle ear effusions also occur infrequently in adults after upper respiratory tract infection or after air travel.




	AETIOLOGY 
	Contributory factors include upper respiratory tract infection and narrow upper respiratory airways.                                                           Prospective case control studies have identified risk factors, including age 6 years or younger at first onset, daycare centre attendance, high number of siblings, low socioeconomic group, frequent upper respiratory tract infection, bottle feeding, and household smoking. Most factors are associated with about twice the risk of developing OME. 




	PROGNOSIS 
	In 5% of preschool children, OME (identified by tympanometric screening) persists for at least 1 year. 

One large cohort study ( 534 children) found that middle ear disease increased reported hearing difficulty at age 5 years (OR 1.44, 95% CI 1.18 to 1.76) and was associated with delayed language development in children up to age 10 years. 




	AIMS 
	To improve hearing and wellbeing; to avoid poor behavioural, speech, and educational development; and to prevent recurrent earache and otitis media.


	OPTION   
	
Analgesia


	One RCT found that NSAIDs and paracetamol were more effective than placebo in relieving pain. The dosing regimen for paracetamol may not have been optimal. 




	OPTION   
	
Antibiotics


	Conflicting evidence from systematic reviews. 

The more recent review found that antibiotics reduce the proportion of children still in pain at 2–7 days and reduce the risk of developing contralateral AOM. The review found that antibiotics have no effect on pain within 24 hours, and no effect on incidence of AOM or deafness at 1 month. Rates of adverse effects were higher in children on antibiotics compared with placebo. 

No clear evidence favouring a particular antibiotic. 

One systematic review and one subsequent RCT have found no evidence that antibiotics improve outcomes in children aged under 2 years with uncomplicated AOM.  




	OPTION   
	
Short versus longer courses of antibiotics


	One systematic review found greater immediate benefit but no difference in long term outcome with 10 day courses of antibiotics compared with shorter (5 day) courses. 



	OPTION   
	
Long term antibiotic treatment


	One systematic review found that long term antibiotic prophylaxis has an effect in preventing recurrences of AOM. 

However, one subsequent RCT found no significant difference between antibiotic prophylaxis and placebo. 

Insufficient evidence on which antibiotic to use, for how long, and how many episodes of AOM justify treatment.  




	OPTION   
	
Xylitol syrup and xylitol chewing gum


	Limited evidence that xylitol syrup or gum reduces the incidence of AOM. Adverse effects included abdominal discomfort. 



	OPTION   
	
Steroids


	One systematic review found no evidence of long term benefit from oral steroids in children with OME. We found no RCTs that adequately evaluated topical steroids.  




	OPTION   
	
Antihistamines and decongestants


	One systematic review found no benefit from antihistamines and decongestants versus placebo in children with OME.  




	OPTION   
	
Mucolytics


	One systematic review found that 1–3 month courses of mucolytics compared with placebo or no treatment had no significant effect on resolution of effusion. 




	OPTION   
	
Autoinflation


	One systematic review has found benefit from autoinflation using a nasal balloon, although some children may find autoinflation difficult. The value of all methods of autoinflation has not yet been adequately evaluated.  




	OPTION   
	
Surgery


	One systematic review has found that surgery (insertion of grommets, adenoidectomy, or both) results in short term hearing gain. Grommets and adenoidectomy alone were of similar effectiveness. A subsequent RCT has found that grommets and adenoidectomy combined are more effective than adenotonsillectomy or grommets either alone or combined. Three subsequent RCTs found no benefit in language development with grommets.                        No good evidence of the effects of tonsillectomy. 
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