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Abstract: Otitis media with effusion (OME) is one of the most typical illness in early youth. OME is characterised 

by a build-up of fluid in the center ear behind an undamaged tympanic membrane, without the signs or indications 

of intense infection. This systematic review aimed to discuss and summarize the evidence of the different treatment 

approaches of Otitis media with effusion (OME). We conducted systematic searches for randomised controlled 

trials. With no language limit, publication year or publication status restrictions from 1980 up to October 2016. 

The outcomes of our review do not support the regular usage of prescription antibiotics for children as much as 18 

years with otitis media with effusion. The biggest impacts of prescription antibiotics were seen in children dealt 

with constantly for 4 weeks and 3 months. Even when clear and pertinent advantages of prescription antibiotics 

have actually been shown, these should be stabilized versus the possible unfavorable results when making 

treatment choices. Immediate negative results of prescription antibiotics prevail and the development of bacterial 

resistance has actually been causally connected to the extensive usage of prescription antibiotics for typical 

conditions such as otitis media. though some research studies revealed total resolution of otitis media with effusion 

(OME) at 2 to 3 monthsTopical intranasal steroids might be much safer than systemic preparations due to the fact 

that the glucocorticoid is quickly deteriorated in the nasal mucosa to less active metabolites and any the same drug 

that is taken in is metabolized in the very first travel through the liver. 

Keywords: Otitis media with effusion (OME), different treatment approaches. 

1. INTRODUCTION 

Otitis media with effusion (OME) is one of the most typical illness in early youth. OME is characterised by a build-up of 

fluid in the center ear behind an undamaged tympanic membrane, without the signs or indications of intense infection 
(1)

. 

The absence of signs with OME makes it challenging to approximate its real frequency, however the point frequency of 

middle ear effusion on screening tests at ages 0 to 18 years has to do with 20% 
(2)

. OME has the very first and biggest 

frequency peak of 20% at 2 years of age and a 2nd peak of around 16% at around 5 years of age 
(3)

; around 90% of 

children have actually had OME at a long time prior to the age of 4 years 
(4)

. Otitis media with effusion is the most typical 

reason for gotten hearing loss (HL) in youth and might adversely impact language advancement 
(5,6)

. The reason the 

condition establishes doubts, however a low-grade infection, bad eustachian tube function, and adenoidal infection or 

hypertrophy have actually all been linked 
(7)

. Otitis media with effusion has an occurrence of about 20% at around the age 

of 2 years, with another peak at the age of 6 years, and frequently fixes spontaneously 
(8)

. The frequency of frequent otitis 

media might be increasing 
(9)

. 

This systematic review aimed to discuss and summarize the evidence of the different treatment approaches of Otitis media 

with effusion (OME). 

2. METHODOLOGY 

Search methods for identification of studies: 

 We conducted systematic searches for randomised controlled trials. With no language limit, publication year or 

publication status restrictions from 1980 up to October 2016.  
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Electronic searches:  

We identified published by searching the following databases from their inception: the Cochrane Ear, Nose and Throat 

Disorders Group Trials Register; the Cochrane Central Register of Controlled Trials (CENTRAL) (The Cochrane 

Library); PubMed; EMBASE; CINAHL, Abstracts; Web of Science; BIOSIS Previews; ISRCTN; ClinicalTrials.gov; 

ICTRP and Google. (MEDLINE Medical Subject Heading [MeSH] term, including all subheadings); otitis media with 

effusion (MeSH term, including all subheadings), glue ear,  OME treatmant,  We scaned the reference lists of identified 

publications for additional trials and contact trial authors if necessary. In addition, we will search PubMed, TRIPdatabase, 

NHS Evidence - ENT & Audiology, and Google to retrieve existing systematic reviews relevant to this systematic review, 

so that we can scan their reference lists for additional trials. using a similar search strategy. We also wrote to experts 

asking about knowledge of additional studies. Previous systematic reviews and references of trials identified by the search 

strategy were checked for additional relevant references. 

3. RESULTS AND DISCUSSION 

A. Antimicrobial agents in treatment of OME: 

Due to the fact that otitis media with effusion shows feasible pathogenic germs, treatment with proper prescription 

antibiotics is affordable, albeit with proof revealing just short-term advantage 
(10)

. 

A big meta-analysis research study 
(10)

 was consisted of in our evaluation and demostreted findings from 10 blinded, 

randomized regulated trials including 1041 children with otitis media with effusion exposed that resolution of middle ear 

effusion (MEE) was considerably most likely in the patients treated with antimicrobials than in those treated with placebo 

or those getting no treatment. The distinction was kept in mind at short-term (2- to 5-weeks) follow-up. The findings of 2 

other meta-analyses did not show a distinction in between antimicrobials and placebo with 6- to 11-week follow-up 

duration. Research studies in this larg meta-analysis research study which studied the impact of erythromycin, 

sulfisoxazole, amoxicillin, amoxicillin-clavulanate, and trimethoprim-sulfamethoxazole have actually shown clearance 

rates quicker than those of a placebo, although the distinction is hardly statistically substantial in the majority of these 

trials 
(10)

. 

B. Steroids medications for treatment of OME: 

we have actually recognized 3 placebo-controlled randomized medical trials 
(11,12,13)

, that examine the oral steroids alone 

did not enhance otitis media with effusion clearance within 2 weeks of treatment. When oral steroids are integrated with 

prescription antibiotics, the rate of clearance of middle ear effusion does not enhance compared to the rate with 

prescription antibiotics alone. A few small research studies of topical nasal steroid sprays (vs placebo) have actually 

shown less effusions at 4 and 8 weeks, along with enhanced middle ear pressure at 12 weeks. Empirical proof shows that 

these medications reveal pledge. in among these research studies (12) Children treated with a steroid utilized together 

with an antibiotic were two times as most likely to have actually enhanced resolution of their effusion as those treated 

with prescription antibiotics plus placebo in the short-term (approximately 2 weeks post-randomisation: danger ratio (RR) 

1.99; 95% self-confidence period (CI) 1.14 to 3.49). The useful impact of steroids was no longer statistically considerable 

(RR 1.44; 95% CI 0.97 to 2.13) at intermediate follow up (up to 2 months after randomisation), although the meta-

analysis just consisted of 2 research studies (231 children). Oral steroids, when utilized alone, likewise appear to have an 

advantageous result on the resolution of OME in the short-term. Utilizing a random-effects design, children who were 

treated with oral steroids were over 3 times most likely to have a better resolution of effusion than those treated with 

placebo, however the self-confidence period was broad and consisted of unity (RR 3.80; 95% CI 0.93 to 15.52) 
(12)

. 

Williamson et al 
(13)

 found that topical intranasal corticosteroids are very unlikely to be effective for treating otitis media 

with effusion.
 
 one of the double-blind, randomized, placebo-controlled trial 

(13) 
involving 207 children aged 4-11 years 

with persistent bilateral otitis media with effusion, children received either mometasone, 50 mcg in each nostril, or 

placebo spray once daily for 3 months. Tympanometric clearance in one or both ears at 1, 3, and 9 months was 40.6%, 

58.1%, and 55.6%, respectively, in the steroid group; in the placebo group, it was 44.9%, 52.3%, and 65.3%, respectively.
 
 

Four included studies 
(14,15,16,17)

 offered information on an overall of 274 patients randomized to treatment with oral steroid 

plus antibiotic vs control plus antibiotic. The chances ratio for OME continuing after short-term follow-up (≤ 2 weeks) 

was 0.32. There was substantial heterogeneity in between the research studies including prescription antibiotics plus 

steroids (P<.01). Just one of these research studies (16) reported longer-term results and supplied information for just 15 

patients. 7 contrasts throughout the study hall consisted of just one research study, so they use no brand-new details. In 

general, 7 contrasts preferred steroids, 2 preferred controls, and 1 preferred neither. The self-confidence periods were 

typically large and consisted of unity for all however 2 contrasts. 
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we identified meta-analysis carried out by Rosenfeld 1991
(18) 

of 6 randomized trials, and concluded that children getting 

oral steroids for 7 to 14 days were 3 times most likely than control topics to have both ears devoid of effusion at the end 

of treatment (95% CI 2.2 to 4.1). They likewise discovered considerable heterogeneity in between research studies. 3 of 

the research studies included treatment with oral steroid plus antibiotic (chances ratio (OR) favouring steroid plus 

antibiotic treatment 2.8; 95% CI 2.0 to 4.0) and 3 oral steroid alone (OR favouring steroids 3.7; 95% CI 2.0 to 6.7). These 

authors concluded that regardless of beneficial ORs for short-term resolution of effusions, they might not suggest making 

use of steroids for OME till more is learnt about which children are probably to obtain advantage
 (18)

. 

Frequent or long-lasting courses of oral steroids are associated with essential unfavorable impacts, duplicated brief 

courses of prednisolone (mean of 4 courses in a year) in children with asthma were revealed to be safe and not associated 

with any enduring impacts on bone metabolic process or mineralisation or adrenal function 
(19)

. The National Institutes of 

Health (NIH) 
(20)

 in the United States recommends that children who have actually not had chickenpox and occasionally 

take oral corticosteroids need to get the varicella vaccine after they have actually been steroid-free for a minimum of one 

month 
(20)

. 

C. Surgical treatment of OME: 

In the United States, surgical treatments are common interventions for persistent or recurrent OME, includeing mostly  

myringotomy, adenoidectomy, and tubes.  

Seven RCTs studies 
(21-27)

 supplied proof worrying distinctions in medical results comparing tubes (by style, products, 

size), insertion strategies, or topical prophylaxis treatments by comparing ears in the very same child. Length of tube 

retention was longer in tubes that makers determined as "long-lasting tubes." Particularly, Goode T-tubes and Paparella 

tubes were kept longer than Shah and Shepard tubes. Since of sporadic information, variety of contrasts, and irregular 

findings, the proof is inadequate for contrasts of other style functions or for medical results. 

comparing Tympanostomy Tubes with Myringotomy or no surgical intervention: 

10 RCTs research studies (28-37) compared tubes with either myringotomy or no surgery 

Tube positioning reduced the time with middle ear effusion by 32% in contrast with careful waiting or postponed 

treatment at 1 year after surgery (high SOE). Relative to a combined contrast group of careful waiting or myringotomy, 

tubes decreased effusion by 13% through 2 years after surgery (moderate SOE). Proof was inadequate for longer follow-

up. 

Tubes enhanced hearing in the short-term: approximately 9 months after surgery in contrast with careful waiting (3-- 6 

months: 8.8 dB; 6-- 9 months: 4.2 dB) (high SOE); approximately 6 months after surgery in contrast with either careful 

waiting or myringotomy (4-- 6 months: 10 dB) (high SOE). Afterwards, the distinctions in hearing ended up being 

attenuated and were not statistically substantial at 7 to 12 months compared to careful waiting or myringotomy (low SOE) 

or at 12 to 18 months compared to simply careful waiting (low SOE). Proof was inadequate for longer period and for 

other scientific results. 

One RCT (38) compared 2 various treatments for myringotomy (radiofrequency myringotomy with and without 

mitomycin C) on both middle ear and hearing results. A lot of people in each arm got adenoidectomy (73% and 67%, 

respectively). Evidence was insufficient for concluding superiority of either procedure concerning OME effusion or 

hearing outcomes. 

4. CONCLUSION 

The outcomes of our review do not support the regular usage of prescription antibiotics for children as much as 18 years 

with otitis media with effusion. The biggest impacts of prescription antibiotics were seen in children dealt with constantly 

for 4 weeks and 3 months. Even when clear and pertinent advantages of prescription antibiotics have actually been shown, 

these should be stabilized versus the possible unfavorable results when making treatment choices. Immediate negative 

results of prescription antibiotics prevail and the development of bacterial resistance has actually been causally connected 

to the extensive usage of prescription antibiotics for typical conditions such as otitis media. though some research studies 

revealed total resolution of otitis media with effusion (OME) at 2 to 3 monthsTopical intranasal steroids might be much 

safer than systemic preparations due to the fact that the glucocorticoid is quickly deteriorated in the nasal mucosa to less 

active metabolites and any the same drug that is taken in is metabolized in the very first travel through the liver. Systemic 

negative results are, for that reason, less most likely, while the wanted anti-inflammatory impacts might be comparable. 

Systemic steroids might be able to acquire access to the middle ear, while topical nasal steroids would not be anticipated 

to reach the middle ear however might regulate eustachian tube function. 
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