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How guidelines work
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Ears 
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Newborn hearing screening 
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Prevalence of Sensorineural hearling loss (SNHL) in 
Children

 Estimates range from 1 per 1000 to 3 per 1000 
depending on the degree of hearing loss, 
making HL one of the most common birth 
defects.

 Incidence of significant HL is 10 X greater for 
infants with one or more risk factors.

Premature, neonatal infections, family 
history, etc. 

 Progressive late-onset & acquired HL in children 
is a continuing challenge.

Prevalence of significant HL is reported at 
1.8% in children 3-17 yrs.

Background
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• 1973…

• JCIH identified risk indicators such as FMHx of HL 
or congenital perinatal infections and 
recommended following children w these risk 
indicators.

• 2000…

–Formal recommendation of Universal Neonatal 
Hearing Screen before hospital discharge.

• Also promoted a system known as the 1, 3, 6 goals 
of screening.

Hearing screening guidelines
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• 1, 3, 6 goals of screening

• 1  using physiologic measure before age 1 mo to screen 
for HL

• 3  Confirmation & characterization of HL by 3 mo

• 6  Family-centered intervention by 6 mo

1, 3, 6 goals of screening
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• Have a LOW THRESHOLD to test hearing! 

• Clues:

– Risk factors: take an otologic risk 
history 

• Family history of early hearing 
loss, NICU, kernicterus, TORCH, 
meningitis, ototoxic medications, 
recurrent AOM, noise exposure, 
prior otologic surgery, head 
trauma

– Not meeting language milestones 

– Any parental concern!

• We can test children at any age. 

What about later in childhood?
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Otitis media with effusion
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• Definition = presence of fluid in the middle 
ear without signs or symptoms of acute ear 
infection 

• “occupational hazard of early childhood”

– > 90% of children develop OME prior to 
school age 

– average of 4 episodes of OME per year 

• Risk factors 
– Eustachian tube dysfunction

– URTI 

– Trisomy 21

– Cleft palate 

• Most episodes of OME resolve 
spontaneously in < 3 months 

Otitis media with effusion background
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• 30% to 40% of children have repeated OME 
episodes and 5% to 10% of episodes last  1 
year

• Consequences

– hearing loss, balance problems, poor school 
performance, behavioral problems, ear 
discomfort, recurrent AOM, reduced QOL

Otitis media with effusion background 
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Diagnosis
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Failed newborn hearing screening
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At risk children
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Screening healthy children



22

Patient education
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Treatment
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Surveillance for hearing loss
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Surgery 
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Outcome assessment
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• Key action statement 1A

– Clinicians should diagnose AOM in children who present 
with moderate to severe bulging of the TM or new onset 
of otorrhea not due to acute otitis externa

• Key action statement 1B

– Clinicians should diagnose AOM in children who present 
with mild bulging of the TM and recent (less than 48 
hours) onset of ear pain (holding, tugging, rubbing of the 
ear in a nonverbal child) or intense erythema of the TM.

• Key action statement 1C

– Clinicians should not diagnose AOM in children who do 
not have a middle ear effusion

Acute otitis media diagnosis
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• AOM = middle ear fluid + middle ear 
INFLAMMATION 

Acute otitis media diagnosis 
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• Key action statement 2 

– The management of AOM should include an 
assessment of pain. If pain is present, the clinician 
should recommend treatment to reduce pain.

Treatment - supportive 
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• Key action statements 3 A,B,C,D

Treatment - antibiotics
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• Statement 4A

– Clinicians should prescribe amoxicillin for AOM when a decision to 
treat with antibiotics has been made and the child has not received 
amoxicillin in the past 30 days or the child does not have concurrent 
purulent conjunctivitis or the child is not allergic to penicillin.

• Statement 4B

– Clinicians should prescribe an antibiotic with additional β-lactamase 
coverage for AOM when a decision to treat with antibiotics has been 
made and the child has received amoxicillin in the past 30 days or has 
concurrent purulent conjunctivitis or has a history of recurrent AOM 
unresponsive to amoxicillin

• Statement 4C

– Clinicians should reassess the patient if the caregiver reports that the 
child’s symptoms have worsened or failed to respond to the initial 
antibiotic treatment within 48 to 72 hours and determine whether a 
change in therapy is needed.

Treatment – antibiotic choice 
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Antibiotic choice
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• Statement 5A

– Clinicians should NOT prescribe prophylactic 
antibiotics to reduce the frequency of episodes of 
AOM in children with recurrent AOM.

• Statement 5B

– Clinicians may offer tympanostomy tubes for 
recurrent AOM (3 episodes in 6 months or 4 
episodes in 1 year, with 1 episode in the preceding 
6 months).

Recurrent acute otitis media
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• Statement 6A

– Clinicians should recommend pneumococcal conjugate 
vaccine to all children according to the schedule of the 
Advisory Committee on Immunization Practices, AAP, 
and AAFP

• Statement 6B

– Clinicians should recommend annual influenza vaccine 
to all children according to the schedule of the Advisory 
Committee on Immunization Practices, AAP, and AAFP

• Statement 6C

– Clinicians should encourage exclusive breastfeeding for 
at least 6 months.

Prevention
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Nose
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• Key Action Statement 1

– Clinicians should make a presumptive 
diagnosis of acute bacterial sinusitis when a 
child with an acute URI presents with the 
following:

– Persistent illness, ie, nasal discharge (of any 
quality) or daytime cough or both lasting 
more than 10 days without improvement; OR

– Worsening course, ie, worsening or new 
onset of nasal discharge, daytime cough, or 
fever after initial improvement; OR

– Severe onset, ie, concurrent fever 
temperature ≥39°C/102.2°F) and purulent 
nasal discharge for at least 3 consecutive days

Diagnosis
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• Statement 2A

– Clinicians should not obtain imaging 
studies (plain films, contrast-enhanced 
computed tomography [CT], MRI, or 
ultrasonography) to distinguish acute 
bacterial sinusitis from viral URI

• Statement 2B

– Clinicians should obtain a contrast-
enhanced CT scan of the paranasal
sinuses and/or an MRI with contrast 
whenever a child is suspected of having 
orbital or central nervous system 
complications of acute bacterial 
sinusitis

Imaging 
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• Statement 3A – Severe onset or worsening course 

– The clinician should prescribe antibiotic therapy for acute 
bacterial sinusitis in children with severe onset or 
worsening course (signs, symptoms, or both)

• Statement 3B – Persistent symptoms 

– The clinician should either prescribe antibiotic therapy OR 
offer additional outpatient observation for 3 days to 
children with persistent illness (nasal discharge of any 
quality or cough or both for at least 10 days without 
evidence of improvement)

Antibiotics
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• Statement 4

– Clinicians should prescribe amoxicillin with or 
without clavulanate as first-line treatment when a 
decision has been made to initiate antibiotic 
treatment of acute bacterial sinusitis

Antibiotic choice
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• Statement 5A

– Clinicians should reassess initial management if there is 
either a caregiver report of worsening (progression of initial 
signs/symptoms or appearance of new signs/symptoms) OR 
failure to improve (lack of reduction in all presenting 
signs/symptoms) within 72 hours of initial management

• Statement 5B

– If the diagnosis of acute bacterial sinusitis is confirmed in a 
child with worsening symptoms or failure to improve in 72 
hours, then clinicians may change the antibiotic therapy for 
the child initially managed with antibiotic OR initiate 
antibiotic treatment of the child initially managed with 
observation

Reassess symptoms
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Therapy escalation
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Throat
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• Recurrent tonsillitis 

– Throat infections are a common reason to see a primary care physician 
and often result in antibiotic treatment

Background
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• Sleep disordered breathing 

– Children with SDB, compared with controls, have a significantly higher 
rate of antibiotic use, 40% more hospital visits, and an overall 
elevation of 215% in healthcare usage 

– SDB represents a spectrum of disorders ranging in severity from 
primary snoring to OSA. 

– The prevalence of OSA in the pediatric population is 1% to 4%; as 
many as 10% of children have primary snoring.

– Up to 30% to 40% of children with clinically diagnosed SDB exhibit 
behavioral problems that include enuresis, hyperactivity, aggression, 
anxiety, depression, and somatization.29 OSA is also associated with 
poor school performance and a decrease in QoL

– QoL of children with OSA is similar to children with chronic conditions 
such as asthma and juvenile rheumatoid arthritis

Background
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• Watchful waiting for recurrent throat infection

Statements 1 + 2

+ 1 of
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Statement 3
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Statement 4
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Tonsil grading
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Statement 5
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• Restricted access to PSG 

• Indications for oximetry

– SEVERE symptoms –
triage 

– Obese/syndromic/craniof
acial 

– Symptoms out of 
proportion to physical 
examination 

– (rule out OSA)

Overnight oximetry
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Statement 6
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Caregiver counseling 
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• Not discussed in guideline BUT 

• Can be extremely effective 

• Use for at least 2-3 months consecutively 

• Avamys approved in children 2 and older 

Nasal steroids 
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• Offer newborn hearing screening to every 
patient

• If you note OME, repeat exam in 3 months 
and if persistent order audiology testing

• Antibiotics for AOM if severe symptoms, 
otorrhea, or bilateral less than 2yr

• No role for prophylactic antibiotics

• 3 episodes of AOM in 6 months or 4 in 1 year 
with 1 in the previous 6 months  Tubes

Key points - ears
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• Antibiotics for acute sinusitis if severe onset, 
worsening symptoms, or persistent course 

• Refer immediately if suspect complication 

Key points – Nose 
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• Tonsillectomy indicated if > 7 infections in 1 
year, 5 infections per year for 2 years, or 3 
infections per year for 3 years 

• Trial of nasal steroids 

• Overnight oximetry helpful when indicated 

Key points - throat 
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• AAO-HNS website: www.entnet.org

Resources

http://www.entnet.org


Thank you


