Rural and Remote Health

— = —

The International Electronic Journal of Rural and Remote Health Research, Ed.uca.atii:m,

Practic

LETTER TO THE EDITOR

Necrotizing otitis externa: an often unsettling
disease 1n rural and remote Greek areas. The
crucial role of family physicians in prevention
and treatment

A Eleftheriadoul, E Ferekidisz, S Korresz, T Chalastrasl, I Yiotakisz, P Soupid0u3, K Soulantinasz, D
Kandiloros®
! Gennimatas Hospital, Athens, Greece
?Ippokration Hospital, University of Athens, Athens, Greece
'Health Center of Aegina, Greece

Submitted: 4 August 2006; Resubmitted: 28 November 2006, Published: 20 March 2007

Eleftheriadoul A, Ferekidis E, Korres S, Chalastras T, Yiotakis I, Soupidou P, Soulantinas K, Kandiloros D
Necrotizing otitis externa: an often unsettling disease in rural and remote Greek areas. The crucial role of family physicians
in prevention and treatment
Rural and Remote Health 7: 629. (Online), 2007

Available from: http://www.rrh.org.au

Dear Edltor administration or HIV'>. The disease starts in the external
auditory canal and spreads to adjacent soft tissue, cartilage

Malignant or necrotizing otitis externa, a potentially lethal and bone. Although there is often a pre-existing ofitis

. . . . . . 145
. . . . .. externa, progression to invasive disease is usually rapid™.
infection, is considered to be a complication of external » prog y rap

.. . o The pathognomonic sign is the presence of active
otitis. It occurs primarily in elderly persons who have pathog & p

diabetes mellitus or other predisposing factors such as granulation tissue in the external auditory canal at bone

. . . junction or cartilaginous portion. The diagnosis is based on
immunosuppression due to chemotherapy, steroid J J P J

clinical presentation and supported by laboratory test results
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and imaging studies’. Necrotizing otitis externa is difficult to
treat, and the mortality rate is high. Treatment includes
correction of immunosuppression when possible, local
treatment of the auditory canal, long-term systemic
antipseudomonal therapy and, in selected patients, surgery.
The excellent antipseudomonal activity of the
fluoroquinolones Ofloxacin and Ciprofloxacin has made
them the treatment of choice, although a combination of a
aminoglycoside and beta-lactam antibiotic is also very

effective”®.

At the Department of Otorhinolaringology of the University
of Athens, Greece, over a 5 year period, between January
2000 and March 2006, 21 patients were diagnosed with and
treated for malignant otitis externa. Ten patients (47.6%) had
insulin-dependent diabetes, eight patients (38.1%) had non-
insulin-dependent diabetes and two patients (9.5%) had diet-
controlled diabetes. Only one patient (4.8%) was
immunodepressed following chemotherapy. The age range
was 40 to 88 years old. (mean 63 years). Twelve of the
patients were male and nine were female. Only four of these
21 patients were from Athens. The remaining 17 patients
were residents of different Greek prefectures. Five patients
were from the suburbs of Athens, and 12 were from more
rural areas relatively distant from general hospitals
(Highland Corinthia, Arcadia). Ten of these patients were

first treated by family physicians in remote areas.

The onset of symptomatology was 6-8 weeks prior to
admission, and the symptoms were unilateral nocturnal
otalgia in all patients, unilateral otorrhea in ten patients
(47.6%), facial nerve palsy in one patient (4.8%),
perichondritis in one patient and Gradenigo’s syndrome in
one patient. Gradenigo’s syndrome is characterisized by
otorrhea, ipsilateral irritation of the trigeminal nerve and
abducent paralysis, often accompanied by osteomyelitis.
Physical examination showed typical granulation tissue on
the tympanic membrane and the external auditory meatus.
Cultures of ear discharge otorrhea revealed Pseudomonas
aeruginosa in 13 cases, Candida species in three cases,
Staphylococcus aureus in one case and negative growth in

five cases.

Imaging studies were performed in all 21 patients. A
CT scan showed bony destruction of the temporal bone in
12 cases. Unfortunately, in all cases the diagnosis was
delayed and treatment incomplete. The primary diagnosis
was incorrect in some cases: otitis media in two patients,
trigeminalgia in one patient, and dental pain in one patient.
There was a vicious cycle of infection and high blood
glucose levels in six patients. Ten of these patients were not
followed up every day or every 2 days. Broad spectrum
antibiotics, not sensitive to Pseudomonas aeruginosa were

used in four patients.

All our patients were treated for 6 to 8 weeks, depending on
bacterial sensitivity, with the following drug combinations:
Ciprofloxacin in nine cases, Ticarcillin-clavulanate
potassium with Tobramycin in seven cases and Piperacillin-
tazobactam with Tobramycin in five cases. Hyperbaric
oxygen therapy was performed in only one patient. Surgical
debridement of soft tissue and infected bone occurred in one
patient who did not respond to medical management. This
patient was suffering from Gradenigo’s syndrome and the
outcome was fatal 2 months later. Gallium citrate (67Ga)
scintigraphy was applied in five patients and indicated that
the temporal bone at the affected site had enhanced uptake of
Ga.

In conclusion, our study reveals the main cause of
necrotizing otitis externa to be delayed diagnosis and
inadequate therapy. The role of family physicians who
provide primary medical care is of great importance’,
because in some prefectures there are health centers that
serve large geographic areas. Physicians should always keep
in mind the possibility of necrotizing external otitis in
patients who complain of otalgia, particularly if they have
diabetes mellitus and external otitis resistant to standard
methods of treatment. In such cases an otolaryngologist
should be involved early in the disease course. Figure 1
contains guidelines for the management of external otitis in

immunosuppressed patients.
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Look for signs and symptoms indicating that the process extends beyond the external auditory canal.
Persistent external otitis, refractory to usual management, with severe pain especially at night, and the

presence of granulation of the external auditory meatus are typical of malignant external otitis.

Incise and drain any debris present in the external auditory canal. Irrigate the canal.

avoid the growth of resistant pathogens.

Microbacterial culture should be performed before initiating systemic antibiotic therapy. This will

suspected pseudomonas infection.

If the ear canal is obstructed, insert a wick. Prescribe a topical solution for installation every 6 to 8

hours for the next 10 days. Ophthalmic gentamycin combined with a steroid may be used for a

patients.

Treat aggressively. Use oral antibiotics (eg oral fluoroquinolones [ofloxacin and ciprofloxacin] or a

combination of beta-lactam antibiotic and aminoglycoside) for simple otitis externa in high-risk

inadequate treatment.

Treat for a prolonged period of time (eg minimum 4 weeks). Recurrences are very frequent following

Provide daily follow up for the removal of wick and remaining debris from the ear canal.

Strictly control diabetes mellitus or immunosuppressive states and conditions.

After 7 days without significant improvement, refer the patient to an otolaryngologist. Hospitalization

and intravenous antibiotic therapy will be necessary.

Figure 1: Evaluation of necrotizing otitis externa: guidelines for family physicians.
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