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DIAGNOSTIC CRITERIA 
[image: image3.png]



[image: image4.png]



[image: image5.png]


Clinical: Otalgia, aural fullness, decreased hearing (512 Hz tuning fork – lateralizes to involved ear), otoscopy-erythema, TM bulging, or fluid/pus behind TM ± air bubbles
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Main indications for oral abx's: Pain, TM erythema, fever. Presence of middle ear fluid alone – not a strict indication for antibiotic use. Abx-steroid ear drops for purulent otorrhea
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Cultures not routine (and not obtainable) until spontaneous TM rupture or myringotomy performed – cultures may be helpful in chronic draining infection resistant to multiple therapies.
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Imaging: Fine-cut temporal bone CT indicated for chronic infxn, concern for middle ear mass, retraction pocket, cholesteatoma, or if febrile, with mastoid erythema, otalgia and OM
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Complications: Common-conductive hearing loss, mastoiditis, TM perforation; Rare-labyrinthitis/vertigo, facial palsy, meningitis, Gradenigo's (abducens palsy/retroorbital pain/OM)
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COMMON PATHOGENS 
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=66" Streptococcus pneumoniae
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=67" Haemophilus influenzae
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=63" Streptococcus pyogenes (Group A)
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TREATMENT REGIMENS 
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	UNCOMPLICATED ACUTE OTITIS MEDIA-PRIMARY THERAPY 
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Amoxicillin 500mg PO tid x 7-10d
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Cefuroxime (Ceftin) 500mg PO bid x 7-14 days
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Ceftriaxone 1 gm IM (Rocephin) one injection qod x 3 doses
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Clindamycin 300mg tid x 7-10 days 
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Gatifloxacin (Tequin) 400 mg PO qd x 7-10d
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Levofloxacin (Levaquin) 500mg PO qd x 7-10d
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	UNCOMPLICATED, RECURRENT/CHRONIC OTITIS MEDIA 
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Amoxicillin / clavulanate (Augmentin) 2 gm PO BID or 875mg PO bid x 10-14 days, 
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Amoxicillin / clavulanate should be used as primary therapy for immunocompromised or diabetic patient
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Clindamycin 300mg tid x 7-10 days for pen allergy
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Referral to specialist to r/o chronic otomastoiditis or cholesteatoma in setting of chronic OM
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	ADJUNCTIVE THERAPY FOR OTITIS MEDIA 
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Nasal decongestants- pseudoephedrine 120mg + topical vasoconstrictors – oxymetazoline nasal sprays 2 puffs tid x 3-4 days only (may use OTC preparations such as Afrin, Neosynephrine, Dristan)
[image: image42.png]


Antihistamines: loratadine (Claritin) 10mg PO qd or fexofenadine (Allegra) 60mg PO bid
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NSAIDs – ibuprofen (Motrin) 400mg PO tid x 5d, celecoxib (Celebrex) 200mg PO QD x 5d, rofecoxib (Vioxx) 25mg PO QD x 5d
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For persistent infection, intractable pain, or complications listed above, referral to specialist essential. Most adults tolerate myringotomy +/- tympanostomy tube placement in clinic setting.
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Severe vertigo/facial palsy/mastoid abscess/meningitis requires tympanstomy tube placement, hospital admission, temporal bone CT, cultures / LP, intravenous antibiotics, possible surgical drainage
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IMPORTANT POINTS 
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Guidelines based on author's opinion and Current Therapy in Otolaryngology-Head and Neck Surgery (6th Edition, 1998, Gates, G., Editor)
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Topical steroid / antibiotic ear drops not helpful in acute OM unless tympanic perforation +/- otorrhea
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Otorrhea and tenderness of pinna is otitis externa, not OM, which can be managed with topicals alone; oral abx not useful unless patient diabetic, immunocompromised
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“Muffled hearing” should not be treated w/ antibiotics / decong. unless obvious otitis media present & 512 hz tuning fork test (Weber test) lateralizes to problem ear (conductive hearing loss). 
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"Muffled hearing," if acute, may represent sudden nerve deafness - an otologic emergency-requiring 60mg predisone/day and prompt referral to otologist
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Sinusitis, Acute 
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	Author: John G. Bartlett, M.D.
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DIAGNOSTIC CRITERIA 
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Clinical: purulent nasal drainage +/- maxillary or frontal pain/tenderness or decreased transillumination (PE is usually not helpful)
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Complications: orbital infection or cavernous sinus thrombosis--both very rare
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Only 0.2-10% are bacterial; cultures not useful unless taken from sinuses
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Tests: Routine case - no culture, no CT scan and no x-ray
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COMMON PATHOGENS 
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=322" Coronavirus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=323" Parainfluenza virus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=321" Rhinovirus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=67" Haemophilus influenzae
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TREATMENT REGIMENS 
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	ANTIBIOTIC--BACTERIAL INFX (SEVERE OR SX > 7 DAYS) 
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Principles: 90-99% are allergic or viral; Most - symptomatic Rx, if abx - amoxicillin
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Indications for Abx: Nasal pus + face pain or tenderness + severe sx or sx >7days - SEE ADJUNCTIVE Rx
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Preferred abx:(Cochrane Library, Am College Phy, CDC, IDSA, AHCR): amoxicillin 500mg-1g PO tid x 7-10d
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Preferred (ENT Guidelines): amoxicillin 2-3.5g/d or amoxicillin clavulanate (Augmentin) 2 gm PO or 875mg PO bid 875mg x 7-10d
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Alternatives: Clarithromycin (Biaxin) 1g PO qd or 500mg PO bid x 7-10d
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Azithromycin (Z-Pak), Doxycycline 100mg bid x 7-10d
[image: image88.png]


TMP-SMX (Bactrim, Septra) 1 DS PO bid x 3-10d
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cefpodoxime (Vantin) 200mg PO bid x 7-10d
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cefuroxime axetil (Ceftin) 500mg PO bid x 7-10d
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cefprozil (Cefzil) 500mg PO bid x 7-10d
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	ANTIBIOTIC--ALTERNATIVES (MODIFIERS) 
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Modifiers=betalactam allergy, abx exposure within 4-6 wks or failure of above regimens (ENT Guidelines)
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Gatifloxacin (Tequin) 400mg PO qd x 7-10d
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Levofloxacin (Levaquin) 500mg PO qd x 7-10d
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Moxifloxacin (Avelox) 400mg PO qd x 7-10d
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Cefixime (Suprex) 400mg bid + clindamycin 300mg tid x 7-10 days
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Amox/clavulanate (Augmentin) 875mg PO bid or 500mg (generid) tid x 7-10 days
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	ADJUNCTIVE 
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Endoscopy +/- drainage by an otolaryngologist (reserved for refractory and complicated infections)
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Systemic decongestant - Pseudoephedrine 120mg + sedating antihistamine PO bid x 1-2wks (OTC preps as Actifed, Advil, Allerest, Contac, Dristan, etc) ASA, acetaminophen, or ibuprofen.
[image: image106.png]


Topical nasal spray; oxymetazoline nasal spray 2 sprays bid x 5d (OTC preps available as Afrin, Dristan, Vicks, Sinex nasal sprays)
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Allergic rhinitis: loratadine (Claritin) 10mg PO qd
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Not proven effective: vit C, inhaled steam, nasal steroids
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Intranasal fluticasone (Flonase) 2 sprays each nostril/d
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IMPORTANT POINTS 
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Most colds are complicated by viral sinusitis and do not respond to abx
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Dx is clinical - no routine x-ray, CT scan or culture
[image: image117.png]


If abx Rx - amoxicillin is usual first choice, but may need high dose (3gm/d)
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Unresponsive to abx at 72hrs - image & change abx to fluoroquinolone/amox-clavulanate (now generic)/cefixime + clind
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Guidelines based on CDC & ACP (Ann Int Med 2001;134:495,498),& ENT Guidelines (J Otolaryngol Head Neck Surg 2000;123,suppl#1, part 2)
Pharyngitis, Acute 
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	Author: John G. Bartlett, M.D.
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DIAGNOSTIC CRITERIA 
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Clinical: Pharyngeal pain +/- dysphagia, URI symptoms, cough, fever, & other constitutional sx
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PE: Red throat +/- purulent exudate (exudative tonsillitis)
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Strep pharyngitis: microbial detection w/positive rapid antigen test or pos. throat culture. Clinical criteria: fever, tonsillar exudate, no cough, & tender cervical adenopathy
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Lab/clinical detection of other treatable agents: gonococcal-throat cx for GC; influenza-rapid test or clinical(epidemic + typical sx); acute HIV-plasma HIV RNA + risk; EBV-mono spot + atypical lymphs
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COMMON PATHOGENS 
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=323" Parainfluenza virus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=123" Epstein-Barr Virus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=4" Neisseria gonorrhoeae
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TREATMENT REGIMENS 
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	STREPTOCOCCAL PHARYNGITIS 
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Principles: 90% are viral; Give pen/erythro if: 1) Pos strep Ag or 2) 3 of 4 - fever, exudate, nodes, no cough
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Preferred: Penicillin VK 250 mg PO qid or 500-1000mg PO bid x 10d or Penicillin benzathine 1.2 mil units x 1
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Alternative: Erythromycin estolate 250 mg PO qid x 10d
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Cefuroxime axetil (Ceftin) 250 mg PO bid x 5-7d
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Cefixime (Suprex) 400 mg PO qd x 5-7d
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Azithromycin (Zithromax) 500 mg PO X 5 days
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Clarithromycin (Blaxin) 500 mg PO bid x 10d
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	GONOCOCCAL PHARYNGITIS 
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Preferred (CDC-MMWR 2002;55:RR-6) Ceftriaxone 125mg IM + doxycycline 100mg PO bid x 7d
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Ciprofloxacin (Cipro) 500mg PO x 1 + doxycycline 100mg PO bid x 7d
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Azithromycin (Zithromax) 2gm PO x 1
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	MISCELLANEOUS AGENTS 
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Influenza (within 48h): Rimantadine 100mg PO bid, zanamivir (Relenza) 10mg bid inhaled, oseltamivir (Tamiflu) 75mg PO bid, ea x 5d; must start when sx < 48 hrs.
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Acute HIV: See HIV/AIDS--acute retroviral syndrome
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HSV: acyclovir (Zovirax) 400mg PO tid x 5-10d; valacyclovir (Valtrex) 1g PO bid x 5-10d; famciclovir (Famvir) 250mg PO bid x 5-10d
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Diphtheria: erythromycin 500mg PO qid x 14d; TMP-SMX 1 DS BID x 14d
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IMPORTANT POINTS 
[image: image167.png]



[image: image168.png]



[image: image169.png]


Source: CDC guidelines (Ann Intern Med 2001;134:506&509), ACP (AIM 2001;134:506), and Bisno (NEJM 2001: 344: 205); IDSA (CID 2002;35:113)
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Main issue is Group A strep vs. other agents. Don't miss HIV (HIV RNA level), or EBV (Mono spot), or gonococci (throat culture for GC)
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Dx: Strep(Centor criteria): Hx of fever, exud. tonsillitis, no cough, tender cerv. nodes. Pt with 3-4 criteria--treat empirically; 2-3-get rapid antigen test & treat positives; 0-1-don't test or treat
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Reasons to treat: Prevent rheumatic fever (rare)& peritonsillar abscess (rare), reduce spread (usually non-contagious in 48 hrs), relieve suffering (modest benefit)
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Lab test: rapid antigen tests (80-90% sensitive & available in minutes) or throat culture (90% sensitive, but delays treatment 24-48 hrs.) No test-of-cure.
Conjunctivitis, Acute 
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	Author: Spyridon Marinopoulos, M.D.
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DIAGNOSTIC CRITERIA 
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BACTERIAL: Hx/PE: uni/bilateral redness. Thick, globular, purulent white, yellow or green d/c lid margin/eye corners. Eye stuck shut in AM. If tender preauricular LN, think GC/chlamydia
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Rapidly progressive redness, hyperpurulence, tenderness, lid edema & tender preauricular LN suggest gonococcal hyperacute bacterial conjuctivitis. Lab: pus w/ Gram neg diplococci
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VIRAL: Hx: Thin, watery/mucoserous rather than purulent discharge. +/- viral URI. Burning, sandy or gritty feeling common. PE: diffuse conjunctival injection & profuse tearing +/- preauricular LN
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Epidemic keratoconjunctivitis (EKC): highly contagious fulminant type viral conjunctivitis. Presents w/ severe foreign-body sensation & decreased visual acuity. 
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ALLERGIC: IgE response to environment allergens. Hx: B/L redness, watery d/c, itching (hallmark), worse with rubbing. PE: diffuse injection, watery/mucoserous discharge, indistinguishable from viral
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COMMON PATHOGENS 
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=61" Staphylococcus aureus
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=66" Streptococcus pneumoniae
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=67" Haemophilus influenzae
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=4" Neisseria gonorrhoeae
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 HYPERLINK "http://hopkins-abxguide.org/terminals/pathogens_terminal.cfm?id=5" Chlamydia trachomatis
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Adenovirus
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TREATMENT REGIMENS 
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	TOPICAL ANTIBIOTICS 
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COMMENT: Use for bacterial conjunctivitis. All doses while awake. Ointments may blur vision x 20 min post administration. Must use systemic abx for gonorrheal/chlamydial disease
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Trimethoprim-Polymyxin B (Polytrim) sol 1gtt q3h x 7-10d
[image: image204.png]


Bacitracin-Polymyxin B (Polysporin) ophthalmic 1gtt q3-4h x 7-10d
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Sulfacetamide (Bleph-10) 10% sol 1-2gtt q2-3h x 7-10d, taper to BID with improvement. Some staph strains may be resistant
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Erythromycin ophthalmic oint 1/2-in qid inside lower lid x 5-7d. Some staph strains may be resistant
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Fluoroquinolones: Use for more serious cases, esp if suspected Pseudomonas (contact lens wearers) or corneal ulcers 
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Levofloxacin(Quixin) 0.5% sol 1-2gtt q2h x 2d then 1-2gtt qid x5d or ofloxacin(Ocuflox) 0.3% sol 1-2 gtt q2-4h x 2d then 1-2gtt qid x 5d or Cipro(Ciloxan) 0.3% sol 1-2gtt q2h x 2d then 1-2gtt q4h x 5d
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Bacitracin-Neomycin-Polymyxin B (Neosporin Ophthalmic) sol 1-2gtt q4h x 7-10d. Up to 10% pts allergic to neomycin.
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Tobramycin (Tobrex) 0.3% sol 1-2gtt q4h x 7d or gentamicin (Garamycin, Genoptic) 0.3% sol 1-2gtt q4h x 7d
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AVOID: Chloramphenicol (Chloroptic) 0.5% sol 1-2gtt 4-6x/d x 3d, use only if no other options avail. Bone marrow aplasia with prolonged/frequent use has resulted in death
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	SYSTEMIC ANTIBIOTICS 
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COMMENT: in patients with gonococcal disease, treat sexual partners & consider/treat chlamydial co-infection. Vice versa for patients w/ chlamydial conjunctivitis. Also consider/screen for other STDs
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HYPERACUTE BACTERIAL CONJUNCTIVITIS (Neisseria gonorrhoeae): Ceftriaxone 1g IM x 1 dose 
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Alternative for pen/ceph allergic patients: Spectinomycin 2g IM x 1 dose (currently unavail in US)
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ONLY IF ceph allergy & spect unavail: Norfloxacin 1200mg PO x 1 dose effective in one case series BUT Asia/Pacific Basin/Hawaii/some US (esp CA) strains FQ resistant - DO NOT USE if areas of origin
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Cipro/levo/oflox used to rx non-conj GC infxn (ref Neisseria gonorrhoeae module) but no studies re rx of GC conjunctivitis. One case report used Cipro 500mg PO bid + Cipro drops qid x 2 wk w/ success
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ADULT INCLUSION CONJUNCTIVITIS(Chlamydia trachomatis): Azithromycin 1g PO x 1 dose or doxy 100mg PO q12h or tetracycline 250mg PO q6h or erythromycin 250mg PO q6h x 14d
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	MISCELLANEOUS 
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COMMENT: There is no role for the use of steroid eye drops or antibiotic/steroid drop combinations to rx conjunctivitis in the primary care setting. Refer to Ophthalmology if contemplating use
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ALL PATIENTS WITH RED EYE: Discontinue contact lenses and resume only when eye is white and without discharge after rx completed. Discard lens case and disinfect or replace lens
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ALLERGIC CONJUNCTIVITIS:Pheniramine-Naphazoline (Naphcon-A) 1-2gtt qid PRN. May try lopatadine (Patanol) 0.1% sol 1 gtt bid or ketorolac tromethamine (Acular) 0.5% sol 1gtt qid if above not effective
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HYPERACUTE BACTERIAL CONJUNCTIVITIS: Saline lavage to clear mucopurulent debris and dilute effects of released toxins on ocular tissues. Monitor closely for possible keratitis and perforation 
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VIRAL CONJUNCTIVITIS: Instruct patient to avoid sharing personal items (towels, sheets, pillows etc.), use meticulous hand washing & avoid close personal contact for approximately 2 weeks 
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Patients with adenoviral conjunctivitis need to dispose of unclean contact lenses as adenovirus survives chemical and hydrogen peroxide disinfection
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EPIDEMIC KERATOCONJUNCTIVITIS (EKC): Refer to Ophthalmology. Highly contagious disease requiring implementation of isolation and infection control procedures 
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IMPORTANT POINTS 
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Recommendations are author’s opinion. DDx subconjunctival hemorrhage, blepharitis, eyelid disorders, scleritis, episcleritis, keratitis, pterygium, acute anterior uveitis, acute angle closure glaucoma
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Cultures not necessary for dx & rx unless recurrent, severe sx or suspected hyperacute conjunctivitis. Consider GC/Chlamydia in sexually active pts. Refer immediately
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Advise immediate contact lens discontinuation in any patient with red eye. Refer to Ophthalmology urgently if keratitis, iritis/uveitis, scleritis or angle closure glaucoma suspected by hx or PE
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Think of secondary conjunctivitis or pseudomonal, ulcerative keratitis & have low threshhold for referral in contact lens wearers. Foreign body sensation & corneal opacity on penlight exam
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Red flags pain/photophobia/decreased acuity. Refer ASAP if any of above present, worse after 1-2d of rx or no better after 7d. Exception: viral conj sx may worsen first 3-5d, reassure if no red flags
