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Table 4 (Continued)


Table 4:  Comments from Technical Expert Panel on Potential Key Questions 

	Potential Key Questions 
	Comments/Notes

	1. 
	What is the relative risk of developing OME in the child who has food or inhalant allergies compared to the child without food or inhalant allergies?
	· Difficult to obtain evidence

· Doesn’t seem to have adequate research base

· Assumed to be a minor player, but there could be a surprise here

	2.
	What is the natural history for various types of OME?
	

	3.
	What is the long-term level of speech and language development in infants and preschool children with untreated OME?  What are the high risk groups?
	· Evidence incomplete

· Several new prospective studies are available

· This is probably the most important single question for justifying surgical intervention

· Available results inconsistent and/or contradictory.  No definitive answers yet available

	4.
	What are the accuracy of various diagnostic methods?
	· Combine with 6 and 20

· Probably not much data there

· Add binocular micro-tympanoscopy, MRI, and quantitative tympanometry to the list of methods of diagnosing OME. Binocular micro-tympanoscopy, which I do to every patient that I assess in the clinic, is using the surgical "operating" microscope to view each tympanic membrane. I think MRI should be the "gold standard" (see Swarts JD et al.: In vivo observation with magnetic resonance imaging of middle ear effusion in response to experimental underpressures. Ann Otol Rhinol Laryngol 104:522-528, 1995). To diagnose OME by looking at the tympanic membrane is traditional, but provides only a look at the "window on the middle ear".  To use fluid found at myringotomy as the "gold standard" assumes that either (1) no inhalational general anesthetic has been given to the patient, or (2) there is no effect of inhalational general anesthetic on the finding of fluid in that part of the mesotympanum when the myringotomy is done.  Since practically, inhalational general anesthetic is usually administered to patients getting myringotomy in the US in 1999, I'm not comfortable with this first assumption.  From clinical experience, I've very uncomfortable with the second assumption.  MRI also affords an opportunity to measure the volume of the middle ear system (I'm including mastoid, mesotympanum, epitympanum and all the spaces normally containing "gas" in this definition of the middle ear system); smallness of volume of the middle ear system is a well-documented correlate of severity of otitis media condition, and also a correlate of the severity of the anatomic eustachian and skull base differences of otitis media.) [The MRI data would also help, I think, in answering "Potential Key Question # 2.] Quantitative tympanometry is a promising technique.  ANSI mandated that all new tympanometers (as of 1996, as I recall) provide quantitative information.  Such quantitative information, [DeChicchis & Todd, unpublished data] to date show advantages over the qualitative A-B-C Jerger classification.

	5.
	When should conservative treatment (non-surgical) be considered a failure?
	· Unclear question

· Very broad category

· Unclearly written.  What is the conservative treatment

· No definitive information on which to base an answer

	6.
	What is the evidence on effectiveness of various diagnostic instruments in deciding on intervention for OME?
	· Same as 4

· Combine with #4 and #20

	7.
	What is the evidence regarding level of hearing decrease and whether unilateral or bilateral hearing decrease is an indication for intervention?
	· Minimal evidence

· Combine with 8

· Pairs with question 3

· No definitive information on which to base an answer

	8.
	What is the effectiveness of the use of hearing levels to decide on intervention for OME?
	· Same as 7

· Combine with 7

	9.
	Are antibiotics more effective than placebo in treating OME?
	· Is this still an issue?

· Is this still an issue?  Has it been addressed with meta-analysis already?

· Let’s see if there is any new data out there

	10.
	Are steroids more effective than placebo in treating OME?
	· There wasn’t enough data during the original panel.  Is there now?

	11.
	Do antibiotics add an incremental benefit to steroids in treating OME?
	· This area showed some potential promise last time

· Should be “Do steroids add an incremental benefit to antibiotics”

	12.
	Are interventions for allergies (food or inhalant) more effective than placebo in treating OME?
	· Minimal evidence

· Inadequate research base

	13.
	Are antihistamines and/or decongestants more effective than placebo in treating OME?
	· If used need to indicate if there is a presence or absence of allergies

· Still an issue?  Addressed in last OME guidelines

	14.
	Are tympanostomy tubes more effective than other interventions in treating OME?
	· Good to test the current recommendation to see if they still have validity

· Answers might vary depending on outcome measures

	15.
	Is adenoidectomy more effective than other interventions in treating OME of greater-than 3 months duration?
	· Need to indicate in what age group and if  used combine with myringotomy

· The key is age of patient.  Are there studies for younger children?

· Answers might vary depending on outcome measures

· Though I think adenoidectomy has some benefit to some patients in helping the resolution of their otitis media, none of the purported mechanisms make any sense to me.  One purported mechanism is to decrease the "cesspool" of the nasopharynx; but, cystic fibrosis patients, who typically have the worse cesspools of any nasopharynges, have (on average) less otitis problems than the general population.  Another purported mechanism is removing the mass of lymphoid tissue in the nasopharynx; but, I don't know of any data that size of adenoid tissue correlates with either the occurrence or severity of otitis media.  Indeed, in my experience with a population who have one of the highest rates of otitis of any population, adenoid tissue is usually scant.  I'd love to know the explanation by which adenoidectomy improves the course of otitis media in some children.  (I suspect the explanation is scarring in the adenoid bed, that stabilizes the posterior lamina of the eustachian cartilage.  If this is indeed the explanation, then it is one of the rare occasions that surgery benefits a patient by inducing scarring.)

	16.
	Is tonsillectomy more effective than other interventions in treating OME of greater-than 3 months duration?
	· Still an issue?

	17.
	Is myringotomy more effective than other interventions in treating OME of greater-than 3 months duration?
	· Still an issue

	18.
	Are alternative or complementary therapies more effective than other interventions in treating OME of greater-than 3 months duration?
	· Minimal evidence

· Inadequate research base?

· Probably  won’t find much, but the public will be clamoring for it

	19.
	Are prophylactic antibiotics more effective than other interventions in treating OME?
	· Still an issue

	20.
	What is the effectiveness of monitoring by pneumatic otoscopy, tympanometry, acoustic reflectometry with spectral gradient, and otoacoustic emissions to decide on intervention for OME?
	· Similar to 6 combined

· Combine with #6 and #4

· Add binocular micro-tympanoscopy, MRI, and quantitative tympanometry to the list of methods of diagnosing OME.  See my comments about "Potential Key Question" 4.



	
	Epidemiology
	· The material on epidemiology thus far circulated omits mention of a key factor in predisposing infants and children to otitis media, namely, low socioeconomic status.  For data and a discussion, see our report in Pediatrics 1997;99:318-333.

	
	Definition of AOM
	· I disagree with the definition of AOM as stated in your recent Definition section.  As stated, the definition would call for a diagnosis of AOM in a child with middle-ear effusion and rapid onset of either irritability or fever.  On the one hand, some infants with AOM have none of the 4 listed signs or symptoms, and the diagnosis is made on the basis of specific tympanic membrane findings--bulging and/or marked erythema--in addition to findings of middle-ear effusion.  On the other hand, some infants with only OME rather than AOM present with rapid onset of fever and/or irritability that may be due the underlying viral respiratory tract infection. If such patients are assumed to have AOM, much unnecessary antibiotic will be prescribed.  The point to be made is that diagnosis should not be linked to either the presence or the absence of signs or symptoms such as fever and irritability that are nonspecific.  Ear pain, on the other hand, is reasonably specific.  This issue was discussed in Commentary in Pediatrics 1995;96:712-715.
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