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Abstract
Acute otitis externa (AOE), or diffuse inflammation of the external ear canal, causes a range of symptoms, including otalgia,
otorrhoea, hearing loss and itching. Despite AOE being common, with a 12-month prevalence of approximately 1%, there is a
paucity of evidence-based treatment guidelines. This contributes to a wide variation in its management, especially in general
practice. In particular, there appears to be confusion over the roles of topical and oral antibiotics, as well as concerns about
ototoxicity and the emergence of microbial resistance potentially caused by topical preparations. This article reviews the current
evidence-based treatment of AOE.

Introduction

Table I: Recommendations for the treatment of acute otitis externa6

Acute otitis externa (AOE), or diffuse inflammation of the
external ear canal, causes a range of symptoms including otalgia,
otorrhoea, hearing loss and itching.1 Usually, there is an optimal
level of cerumen in the external auditory canal which provides
a protective lipid film to the ear canal skin, lowers the pH and
contains lysozymes, thereby creating an unfavourable chemical
and mechanical barrier to infection.2

Diffuse acute otitis externa should be distinguished from other causes
of otalgia, otorrhoea and inflammation of the ear canal.
The patient with diffuse acute otitis externa should be assessed for
factors that modify management (non-intact tympanic membrane,
tympanostomy tube, diabetes, an immunocompromised state and
prior radiotherapy).
Topical preparations should be used for initial therapy for diffuse,
uncomplicated acute otitis externa. Systemic antimicrobial therapy
should not be used unless there is extension outside of the ear canal
or the presence of specific host factors, which indicate a need for
systemic therapy.

Therefore, risk factors for AOE include those that affect this
milieu in some way, such as trauma and foreign bodies, including
cotton buds, in the ear canal; skin conditions, such as eczema
and psoriasis and other immunocompromising conditions,
including diabetes.3 Ear irrigation with water to remove wax
and frequent swimming also disturb the protective lipid film
in the canal, while residual water provides an ideal warm and
humid environment for the pathogenic organisms, particularly
Pseudomonas aeruginosa, commonly found in acute diffuse
externa otitis or “swimmer’s ear.” Not surprisingly, the risk of AOE
is five times greater in swimmers than that in non-swimmers.2

The choice of topical antimicrobial therapy of diffuse acute otitis
externa should be based on efficacy, low incidence of adverse events,
and likelihood of adherence to therapy and cost.
Clinicians should inform patients how to administer the topical
drops, and when the ear canal is obstructed, the delivery of topical
preparations should be enhanced by aural toilet, placing a wick, or
both.
The clinician should prescribe a non-ototoxic topical preparation
when the patient has a tympanostomy tube or known perforation of
the tympanic membrane.

Despite AOE being common, with a 12-month prevalence
of approximately 1%,4 there is a paucity of evidence-based
treatment guidelines. This contributes to a wide variation in
its management, especially in general practice.1,5 In particular,
there appears to be confusion over the roles of topical and
oral antibiotics,1 as well as concerns about ototoxicity and the
emergence of microbial resistance potentially caused by topical
preparations. These fears were somewhat allayed by a survey of
31 000 patients presenting to their general practitioners in which
it was demonstrated that topical eardrops containing steroid
alone or steroid plus antibiotics were associated with a decrease
in disease persistence, while oral antibiotics were linked to an
increase in disease persistence.4 An association was not found
between the use of eardrops and recurrent disease, but a definite
increase in the incidence of recurrent disease was demonstrated
if treatment was carried out using oral antibiotics.
www.tandfonline.com/ojfp

If the patient fails to respond to the initial therapeutic option within
48–72 hours, the clinician should reassess him or her to confirm the
diagnosis of diffuse AOE and to exclude other causes of illness.

Evidence-based clinical practice guidelines6 emphasise the
importance of topical eardrops, rather than systemic antibiotics,
for the treatment of uncomplicated AOE. There is also a strong
recommendation for an assessment of pain, and prescribing
analgesic treatment based on its severity. Other important
recommendations are highlighted in Table I.
AOE is usually treated empirically, without the need for prior
culture.3 First-line topical agents include antimicrobial agents,
such as ciprofloxacin, gentamycin, neomycin, framycetin and
polymixin B, as well as agents that lower the pH, including
6
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most acidifying and antiseptic agents, used either alone or in
combination with topical corticosteroids, such as dexamethasone
or betamethasone.7 It has been shown that eardrops containing
corticosteroids are more effective than acetic acid eardrops, and
that corticosteroid combined with either acetic acid or antibiotic
eardrops are equally effective in a primary care setting.8 However,
with the notable exception of ciprofloxacin and corticosteroids,
all of these are potentially ototoxic, and should therefore be
avoided in the presence of perforated eardrums, tympanostomy
tubes or when the eardrum cannot be clearly visualised.7

should be considered to be treatment failures and alternative
management advised.3
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