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Presenters have nothing to disclose

Disclosures



• Name normal and abnormal exam findings for common ENT 
concerns

• Name indications for ENT referrals
• Name treatment options for common ENT conditions prior to 

placement of referral

Presentation Objectives
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• In the United States sub-specialty clinic visits account for over 50% of 
outpatient clinic visits.

• One of the leading sub-specialty clinics within that 50% is Pediatric 
Otolaryngology.

• Referring patients to a surgical sub-specialty that may not meet indication 
for surgical intervention could lead to added cost on the family and health 
care institution adding to the health care burden.

• This may also lead to an overloaded clinic and add to the delay in patient 
access to specialty care.

• Let's learn reasons for ENT referrals, treatment strategies prior to referral 
that may mitigate symptoms, and surgical indications with risks for the most 
common pediatric ENT conditions.

The Gist
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The Ear



Hearing Loss
• Conductive hearing loss
• Sensorineural hearing 

loss
• Mixed hearing loss

https://journals.sagepub.com/doi/full/10.1177/01945998211065661

Presenter
Presentation Notes
The functionality of the ear is for hearing so lets talk about that first. 
Ear function and how sound waves move through
Conductive hearing loss is the inability to transpose sound wave to the inner ear
Causes of CHL
EAC issues
Cerumen
TM issues
Middle hearing bones
ETD 
SNHL is the inability to transfer an electrical signal to the brain. 
Causes of SNHL
TORCHES/Meningitis
Noise exposure
Ototoxic drugs
Trauma

CHL can be surgically corrected for the most part and SNHL can be aided
Sudden hearing loss is an ENT urgent/emergent event not related to OM or SOM.   We have a very short window to treat with oral steroid with a SNHL to decrease inflammation and improve hearing.  



Hearing Test in Clinic
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Technique pointers:

Grasp the auricle with your thumb and forefinger of your 
non-dominant hand and pull to straighten the canal

The external auditory canal curves upward in infants so 
pull down and back to the 6 to 9 o'clock range

The external auditory canal curves downward and 
forward in children >3 years of age so pull up and back 
toward a 10 o'clock position

How to Hold an Otoscope

Presenter
Presentation Notes
Advice on looking in ears of patients with sensory issues



9

Tympanometry & Pneumatic Otoscopy

Tympanometry is an examination used to 
test the function and condition of the inner 
ear and eardrum. This is carried out by 
measuring the tympanic membrane 
movement based on varying amounts of air 
pressure introduced to the ear canal with 
machinal manipulation. 

Click thttps://www.globehealer.com/procedures/tympanometry/o add text https://obgynkey.com/teaching-visual-4/

Pneumatic Otoscopy is an examination used to 
test the function and condition of the inner ear 
and eardrum. This is done by measuring the 
tympanic membrane movement based on 
varying amounts of air pressure introduced to 
the ear canal by manual manipulation. 

Presenter
Presentation Notes
Surgical ear may cause inaccurate read. 
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• Why
o Smaller
o Horizontal
o ~ 6 years of age until adult alignment

• Treatment
o Modified Valsalva
o Otovent
o Eustachi device 
o Nasal steroid sprays

• Concern
o retraction pocket
o Hearing Loss

Eustachian Tube Dysfunction



Otitis media

• Typical pathogens
• S.pneumoniae, H.influenza, M.catar

rhalis
• Symptoms

• Otalgia, decreased po, fussy, 
ear pulling, hearing loss, fever

Suppurative Non-suppurative/serous
• Fluid that sits behind the ear 

drum due to Eustachian tube 
blockage

• DOES NOT REQUIRE AN 
ANTIBIOTIC

• Common to see after an acute 
ear infection and can last a few 
months

• Can be present when a child has 
an upper respiratory infection, 
nasal congestion, or allergies

Acute Otitis Media - Diagnosis

Presenter
Presentation Notes
Algorithm from CM, in current restructuring 
https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/acute-otitis.pdf

Treatment alogorithm
The AAP, American Academy of Family Physicians, and American Academy of Otolaryngology-Head and Neck Surgery all agree that the best tool to differentiate AOM from OME is pneumatic otoscopy. Reduced mobility of the TM or response to negative pressure on pneumatic otoscopy is pathognomonic for OME.

It is important to conduct a thorough exam of the TM, doing a full 360 looking at all the landmarks,  review landmarks on normal TM pic

https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/acute-otitis-media-aom-diagnosis.pdf
https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/acute-otitis-media-aom-diagnosis.pdf
https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/acute-otitis-media-aom-diagnosis.pdf
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Duration: 
< 2 years OR severe disease = 10 
days 
2 – 5 years of age = 7 days 
> 6 years = 5 – 7 days 

NOTE: Recent data suggests 5 
days of therapy is sufficient for 
children > 2 years with AOM of any 
severity 

First line: 
Amoxicillin 40-50 mg/kg/dose 
PO BID (max 2000mg/dose) • 
Alternative therapies: If received 
amoxicillin < 30 days prior OR 
concomitant conjunctivitis: 
Amoxicillin/clavulanate 40-50 
mg/kg/dose (amoxicillin 
component) PO BID (max 2000 
mg amoxicillin/dose) 

Treatment of Acute Suppurative Otitis 
Media
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• OME persists for more than 6 months 
in one ear or 3 months in both ears in 
association with hearing loss.

• 3 episodes of otitis media in 6 months 
or 4 episodes in 1 year with 1 episode 
in the preceding 6 months

• Structural damage to the TM, such as 
retraction pockets, tympanosclerosis, 
and cholesteatoma

• Children with craniofacial 
abnormalities and 
immunodeficiencies

• Treatment failure

ENT Referrals for PE tubes
American Academy of Pediatrics American Academy of Otolaryngology

https://journals.sagepub.com/na101/home/literatum/publisher/sage/journals/content/otoj/2022/ot
oj_166_1s/01945998211065662/20220204/images/large/10.1177_01945998211065662-
fig3.jpeg

Presenter
Presentation Notes
The American Academy of Otolaryngology Head and Neck Surgery made an update to the CPG in Feb. 2022 for Tympanostomy tubes. The main take away from this slide/algorithm is that a lot of thought and knowledge goes into the determine if a child will undergo surgical intervention for ear tubes.  As a PCP you may refer for ear tubes but that does not always mean they will undergo intervention.  Always happy to discuss though.

Why do you think patient with craniofacial abnormalities or immunodeficiencies are at a higher risk?

 Flowchart showing key action statements and process of care the American Academy of otolaryngology
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PE Tubes

Presenter
Presentation Notes
PE tubes stand for pressure equalization tubes.  Their main job is to equalize the ear pressure in the middle ear space so the hearing process can start appropriately.  If you remember back to the hearing slide and the main purpose of the ear is to hear.  
Ear tube surgery is a common ENT surgery.  In the pediatric world we use gas anesthesia to put the kiddo off to sleep. And then this happens......
The surgery it self last ~5 minutes or less.  We place them in the anterior/inferior quadrant of the TM.  (discuss anterior vs posterior, inferior vs superior) You may wonder why of the American Academy of Otolaryngology's criteria for ear tubes so strict.  Because, just like every surgery there are risks and with every foreign substance put in the body there are risks.  
Risk and benefits of ear tubes
Foreign substance
TM perforations
Cholesteatoma
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PE tube Otorrhea

Presenter
Presentation Notes
It is a common misconception that PE tubes prevent ear infections.  Ear infections can still  happen, PE tubes just gives you a different way to treat them. 
Presents when a child has an ear infection and has PE tubes in place or has a ruptured tympanic membrane. 
Different from a diagnoses of otitis externa. OE has pain and EAC swelling typically without surgical hx. 

If seen in clinic treat with antibiotic ear drops and good aural hygiene
 
It is important to know patient surgical history.
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• Aural hygiene
• Antibiotic ear drops BID X 7 

days
• Oral antibiotics hold low yield 

to resolution
• If no resolution in 7 days with 

treatment f/u with ENT

Treatment of PE Tube Otorrhea

Presenter
Presentation Notes
Know your patients surgical hx.  And this is not an OE
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Otitis Externa

https://world.dan.org/health-medicine/health-resources/diseases-conditions/swimmers-ear-otitis-externa/



Otomycosis 

• Superficial fungal infection of the ear canal.
• The most common symptoms are earache, itchiness, and discharge.
• During the examination, a reddish ear canal can be seen due to the inflammation 

but also whitish debris, discharge, and the fungal material itself including the 
hyphae with or without spores.

• The principal causative organisms are candida and Aspergillus.
• Gray black debris 
• White fluffy debris like a cotton ball

Presenter
Presentation Notes
The EACs may itch.  Other causes of EAC itching are common allergies. 
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Cholesteatoma

19

https://www.nejm.org/doi/full/10.1056/nejmicm0911270
https://www.aapc.com/blog/32674-icd-10-cm-coding-
cholesteatoma/
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Teething

Reflux

TMJ

Pharyngitis

Otitis media

Otalgia

Presenter
Presentation Notes
Teens less likely to ear infections.  TMJ typical cause agent.  Treat with Ibuprofen, DDS may do mouth guard, no gum chewing, and no sitting with pressure on the jaw.



A child usually puts the object in their ear themselves, but occasionally 
a bug will fly into the ear canal

PCP, ED, or Urgent Care refers to ENT if unable to remove foreign 
body

We usually see the child within a few days with a few exceptions that 
need to be seen the same day for removal (battery/magnet)

Ear Foreign Body 
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The Nose

https://www.spectrumhealthlakeland.org/lakeland-ear-
nose-and-throat/ent-health-library/Content/90/P02027/

Presenter
Presentation Notes

Infancy- early childhood  the external nose is mostly cartilaginous
Between ages 2-5 years there is gradual enlargement of nasal bones
Adolescence there is more growth of nasal bones and there is near adult proportions with cartilage and bone by late teen years

Talk about adenoids and turbinate
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Congestion

• Enlarged adenoids
• Allergic rhinitis
• Rhinosinusitis

• Chronic vs acute
• Turbinate hypertrophy
• Nasal FB
• Septal deviation
• Nasal polyp

• Nasal steroids
• Oral antihistamines
• Sinus rinses
• Surgical intervention

• Adenoidectomy
• FESS

Multiple Causes Treatment options

Presenter
Presentation Notes


20-40% of all ENT referrals are for nasal congestion
"In pediatrics, half our job is managing parental expectations. Before we talk about what's wrong, we have to define what’s right."
As we think about kids noses and nasal congestion-- 
It is developmentally normal for children to experience 6–10 URIs per year. 
It is also normal for kids to have nasal turbinates when you look up their nose- those belong there.  We will talk in a bit about when they are too big. 

Congestion & Treatment
Congestion is a symptom
Many causes from allergic rhinitis and enlarged adenoids to septal deviations and the classic nasal foreign body (the 'one-sided stinky nose').
Our toolkit ranges from conservative (nasal steroids and sinus rinses) to surgical (adenoidectomy or FESS). The decision for surgery often hinges on how much the anatomy is interfering with the child's quality of life and sleep.

"Nasal polyps are not just 'extra' turbinate tissue. In a pediatric patient under age 12, a nasal polyp is a Cystic Fibrosis workup until proven otherwise. It is a mandatory screening that can change a child's life."
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• Mouth breathing
• Open mouth posture
• Halitosis
• Snoring without pausing 

and gasping
• Chronic rhinitis
• Hyponasal voice

Adenoid Hypertrophy

https://ent-surgery.com.au/the-adenoid-and-adenoidectomy/

Presenter
Presentation Notes
Adenoid hypertrophy
Adenoids live in the very back of the nose. 
Signs and symptoms of adenoid hypertrophy
Mouth Breathing & Open Mouth Posture: We often call this the 'adenoid facies.' When the nasopharynx is chronically blocked, the body finds the path of least resistance. Look for that habitual open-mouth posture even when the child is focused or playing.
Halitosis (Bad Breath):
This isn't a dental hygiene issue—it’s a physics issue. Mouth breathing dries out the oral mucosa, leading to bacterial overgrowth and that classic 'morning breath' that lasts all day.

Snoring-  These kids may not have the 'scary' pauses in breathing, but they are working hard to breathe all night. It’s noisy, turbulent airflow because the 'back door' of the nose is shut
Chronic rhinitis—no breaks in URIs
Hyponasal voice- They sound like they have a permanent cold. This is 'muffled' speech because they’ve lost the nasal resonance that gives our voice its natural tone

Management: 
Before we call the surgeon, we optimize the environment. Nasal steroids (like Flonase) and saline rinses are our first-line tools to shrink any reactive inflammation of the adenoid tissue."
Adenoidectomy-  surgeon shaves the adenoid tissue- leaving small amount of adenoid tissue.  Post op recovery is 2-5 days as inflammation resolves. 

"Adenoids are the 'gatekeepers' of the Eustachian tube." Mention that hypertrophy doesn't just cause congestion; it can be the root cause of chronic ear infections or persistent middle ear effusions because the tissue physically blocks the Eustachian tube's ability to drain.
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Common
Body’s immune response to 
allergen in the air

Antihistamine
Inhaled nasal steroids
Saline nasal rinses
Allergy testing 

Allergic rhinitis

Presenter
Presentation Notes
Allergic rhinitis isn't just a 'stuffy nose'; it’s a systemic immune overreaction. It affects up to 40% of children, making it one of the most common chronic conditions we see in the pediatric ENT world
When you see those 'allergic shiners' (dark circles under the eyes) or the 'allergic salute' (the crease across the bridge of the nose from upward rubbing), you’re looking at a patient whose body is in a constant state of inflammatory defense.
Management: 
We have two main levers to pull here. Antihistamines are our 'rescue' or 'dry up' meds—they tackle the immediate itching, sneezing, and runny nose. Inhaled nasal steroids, on the other hand, are the 'fire extinguishers.' They treat the underlying inflammation."
Remember that Nasal steroids take days to weeks to reach full effect. Patients often stop them too early because they don't get 'instant' relief like they do with an oral antihistamine. We have to coach them to stay the course.
Irrigation & Investigation (Saline & Testing)
Saline nasal rinses are the most underrated tool in our kit. They physically wash the allergens—pollen, pet dander, dust—off the nasal mucosa before the immune system can even react. It’s a mechanical solution to a biological problem.
If environmental management and first-line meds aren't working, that's when we pivot to and send to our allergy colleagues. 
*** Allergic Rhinitis and Adenoid Hypertrophy often coexist. If you treat the allergies but the child is still a loud snorer, the adenoids are likely the primary obstruction. Conversely, if you remove the adenoids but don't treat the allergies, the child will still feel 'congested' due to mucosal swelling.
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Normal Sinus Development 

https://slideplayer.com/slide/16138070/

Presenter
Presentation Notes
2. Sinus Development: "The Age Gatekeeper"
You can't have a problem in a place that doesn't exist yet.
Ethmoid & Maxillary: "These are our 'day one' sinuses—present at birth and ready for trouble early on.
Frontal: "We don't typically see frontal sinusitis until around age 7. If a toddler has forehead pain, look elsewhere.
Sphenoid: "This is the 'adolescent' sinus. It’s deep and doesn't fully join the party until the teen years."
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• Common cold
• Blow nose
• Saline rinses
• Humidification
• If > 14 days treat with 

antibiotic

• 4-fold issue
• Prolonged antibiotic course
• Sinus rinses
• Inhaled nasal steroids
• Antihistamine

Rhinosinusitis 
Acute vs subacute (>14 days) Chronic (> 3 months of disease)

Presenter
Presentation Notes
In the first 2 weeks, we are predominantly in the world of the Common Cold. Most likely viral. 
 We want to keep things moving. We’re talking about blowing the nose, saline rinses to clear debris, and humidification to prevent the mucus from becoming a stagnant 'plug'."
The Antibiotic Threshold: "The 'Magic Number' is 14. If we hit Day 14 and the child is not improving—or if they have 'double-sickened'—that is our clinical trigger to pivot from supportive care to an antibiotic course."
3. Chronic Rhinosinusitis (> 3 Months)
Once we cross the 3-month mark, we aren't just dealing with a 'lingering cold.' We are dealing with a chronic inflammatory state.
The 4-Fold Issue: Chronic sinusitis is often a '4-fold issue'—it’s a mix of anatomy, persistent bacteria/biofilms, allergies, and sometimes even environmental triggers. It's rarely just one thing.
Treatment here is a marathon, not a sprint. We use a prolonged antibiotic course (often 3 weeks or more), and we lean heavily on inhaled nasal steroids and antihistamines to settle the 'fire' in the lining of the nose.
COPPS: (Note: COPPS usually refers to a symptom-scoring tool for pediatric chronic sinusitis) "We use standardized tools like COPPS to track how these symptoms are actually impacting the child’s quality of life over time."
4. The biggest mistake we make in primary care is treating 'yellow snot' on Day 3 with Augmentin. We have to give the anatomy a chance to work. Sinus rinses are arguably more important than the prescription pad in those first 10 days because they restore the natural mucociliary clearance.




Pediatric Sinus Rinse
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•Laryngitis
 Difficulty breathing, fever, coughing up blood

•Dacryocystitis
 eye drainage and fever

•Orbital cellulitis/abscess
 painful eye movement, bulging eye, vision changes

•Cavernous sinus thrombosis
 Headaches, eye swelling/bulging, vision change

•Meningitis, subdural abscess, brain abscess
 Headaches, fever, change in LOC, Sz, N/V, vision change

•Frontal bone osteomyelitis
 Localized bone pain, fever, malaise

Complications from chronic rhinosinusitis

Presenter
Presentation Notes
Red Flags for complications
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Children are notorious for putting 
foreign objects into their nose!

We usually see these children in ENT 
clinic the same day for removal of 
foreign body

A child with unilateral foul-
smelling nasal drainage has a nasal 
foreign body

Nose Foreign body

Presenter
Presentation Notes
patient should go to ED, batteries and magnets are emergent
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Turbinate Hypertrophy

Presenter
Presentation Notes
While adenoids are the  back of the nose, turbinate hypertrophy is the front. These are the fleshy structures on the side walls of the nose that act as the HVAC system—warming and filtering air—but when they overreact, they shut down the airway.
Can cause chronic congestion
2. The most common driver of this hypertrophy is Allergic Rhinitis. The turbinates are essentially the front lines of the immune system in the nose. If they are constantly bombarded by allergens, they stay in a permanent state of 'inflation'.
3. If we have optimized nasal steroids and controlled the allergies, but the child is still struggling to breathe through their nose, that’s when we discuss turbinate reduction surgery. We physically debulk that tissue to open the airway—often done in conjunction with an adenoidectomy.




Conservative at the time of active bleeding
Topical vasoconstrictor – 2-3 sprays on each side
Pinch for 10 minutes without stopping – Entire SOFT part of the nose
Repeat

Prevention at home
Moisture therapy
Humidifier
Saline mist or Ayr Gel
Vaseline
Mupirocin BID X 7 days

Epistaxis & Treatment

Presenter
Presentation Notes
Epistaxis is perhaps the most 'dramatic' common problem in pediatrics. Statistically, about 60% of people will have at least one nosebleed in their lifetime, but in children, it peaks between ages 2 and 10. While it looks like a lot of blood to a parent, it is almost always a benign, localized event at Kiesselbach’s Plexus—the 'nasal crossroads' where five arteries meet right at the front of the septum."
2. Active Bleeding: The "Mechanical" Fix
Topical Vasoconstrictors: "When a child comes in actively bleeding, we don't start with a referral; we start with chemistry. A few sprays of a topical vasoconstrictor (like Afrin) can quickly shrink those vessels."
The "Soft Part" Rule: "This is the most important education you can give: Location matters. Most people pinch the bridge of the nose (the bone), which does nothing. You must pinch the entire soft part of the nose. It’s a physical seal that requires 10 minutes of uninterrupted pressure. No peeking!"
3. Prevention: The "Moisture" Strategy
The Script: "The nose is like a garden; if the soil gets too dry, it cracks. Our goal for home prevention is 'Maximum Moisture.'
The Toolkit: We recommend humidifiers at night and a 'nasal emollient'—like Ayr Gel, Vaseline, or even Mupirocin (Bactroban).
The Mupirocin Pearl: We use Mupirocin twice a day for a week not just for its antibiotic properties, but because it’s a thick, heavy ointment that stays put and allows the raw, irritated vessel to heal underneath a protective barrier."

. The "10-Minute" Pressure Rule
 The golden rule of epistaxis is 10 minutes of uninterrupted pressure. We have to coach parents that 'uninterrupted' means no peeking. Every time they let go to see if it has stopped, they break the forming clot and the 10-minute clock restarts."
If a bleed lasts longer than 20–30 minutes despite two rounds of proper, firm, continuous pressure and the use of a topical vasoconstrictor, that is an ER-level event. At that point, mechanical pressure isn't enough, and they likely need professional cautery or packing.
2. When to Screen for a Bleeding Disorder
As PNPs, we have to decide who gets a CBC and a Coag panel. We aren't just looking for the nosebleed; we’re looking for a pattern of systemic 'leakiness'."
The "30-Minute" Marker: "If a child regularly has nosebleeds that last longer than 30 minutes, that is a primary red flag for a qualitative platelet issue or a clotting factor deficiency.
Family History & Systemic Signs: "Ask about the family. Is there a history of Von Willebrand Disease? Also, look beyond the nose: Does the child have easy bruising in non-bony areas? Do their gums bleed excessively during dental cleanings? Do they have a history of heavy menstrual cycles in older girls?"
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In office – chemical cautery
OR- Electrical cautery

Indications for Nasal Cautery 
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This Photo by Unknown Author is licensed under CC BY-SA-NC

https://www.tamingthesru.com/blog/2020/2/2/minor-care-series-management-of-epistaxis
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
https://creativecommons.org/licenses/by-nc-sa/3.0/
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A benign vascular tumor that appears in the nasal cavity
Symptoms include unilateral nasal obstructions and epistaxis
Adolescent males
ENT for nasal endoscopy

Juvenile angiofibroma
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Common causes: allergic rhinitis or 
cystic fibrosis

Nasal Polyps 

Presenter
Presentation Notes
A nasal polyp in a child under the age of 12 is a Cystic Fibrosis (CF) workup until proven otherwise."
While polyps are common in adults with chronic allergies, they are statistically rare in young children. If you see one, your brain should immediately bypass 'allergies' and go straight to CF. Even if the newborn screen was negative, a polyp in a pre-adolescent is a mandatory red flag that requires a sweat chloride test.
2.When you’re looking through your otoscope, how do you know it’s a polyp and not just a swollen turbinate?
Appearance: Polyps are typically translucent, yellowish, or grayish—they look like peeled, glistening grapes.
Mobility: Unlike turbinates, which are fleshy and fixed to the side wall, polyps are often mobile and relatively insensitive to touch. If you poke it and the patient doesn't flinch, it's likely a polyp."





• Look inside the nose, not just at the 
nose

• If septal hematoma concerns, consult 
ENT asap

• If external deformity concerns, ENT 
within 5-7 days (closed reduction of 
nose needs to happen within the first 
10 days)

Nasal Trauma

https://www.jpeds.com/article/S0022-3476(25)00488-3/fulltext
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The Oropharynx

https://paulyoungmd.com/tonsillitis/

Presenter
Presentation Notes
AKA the mouth!
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Big Tonsils – Oh NO! 
Signs of Sleep Disordered Breathing
• Snoring WITH pausing and gasping
• Daytime fatigue
• Enuresis
• Dysphagia
• Restless sleep
• Mouth breathing 

with chronic nasal congestion
• Behavior issue

• Often thought to have ADHD
• Anger and aggression

Presenter
Presentation Notes
A good oral exam is part of every visit.  If a kiddo opens their mouth and you are like "WOOO"  those are huge there a few a questions you are going to want to ask the family.  You want to see if these enlarged tonsils are causes sleep disorder of breathing.  This is parent report of sleep apnea.  You must have a sleep study to diagnose OSA. 

Tonsil grading
Tonsils and adenoids are cousins.  If tonsils are big we think adenoid tissue is enlarged as well and we have to address nasal congestion as well (we will talk about this later). 
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Give parental reassurance
Try medical therapy
Refer to sleep clinic
Order a sleep study
Watch and wait – Big tonsils 
stay if no symptoms
Refer to ENT 

Include parents on the decision 
making.
What's wrong with just taking 
them out?

Recovery – 2 weeks 
Postop complications – pain, 
dehydration, and bleeding
Expense

What Can You Do?

Presenter
Presentation Notes
When tonsil hypertrophy cause problems, any of the above mentioned positives there are interventions and recommendations you can make prior to surgcial recommendations. 
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ENT-Clinical Practice Guidelines
Preop for complex 
medical problems

Obesity, Down syndrome, 
craniofacial anomalies, neuro
muscular diseases, sickle 
cell, MPS, bleeding disorders

Discordance between history and 
exam

AAP- Recommendations
Ideally All Kids need sleep study

Sleep Study and/or Sleep Clinic Referral

Presenter
Presentation Notes
How does a sleep study work, quick run down
For children is important to have the child undergo a sleep study that reads pediatric sleep studies. 
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Children With Obesity and SDB

Set realistic expectations
46% of unselected obese 
children undergoing 
polysomnography had OSA
55% of morbidly obese 
children undergoing bariatric 
surgery had evidence of OSA.

Tonsils and adenoids usually 
are large
Fat in pharynx, base of tongue
Chest wall and abdominal 
visceral fat
May have altered 
ventilatory responses

Presenter
Presentation Notes

Children with hypotonia or low tone (Down syndrome, CP, Bechwith Wedermans (misspeld)
If severe will start CPAP prior to surgery
Need post op sleep study to confirm they have improved, in kids on CPAP may be able to reduce CPAP setting
If surgery “cures”  OSA will come back within a year as fat deposits in the pharynx
Must lose weight
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• Less than 3 years old considered higher risk for surgery – may wish 
to try medical therapy first

• More common to order sleep study before considering surgery 
(especially the < 2-year-old)

• Young child association with laryngomalacia-ask about snoring since 
birth

What About the Very Young Snorer



When To Send to ENT for Tonsil 
Hypertrophy
When the story fits the physical exam and parents are requesting 
surgery
If the parents are unsure of what they want to do

After medical therapy has failed

After positive sleep study

Presenter
Presentation Notes
So with all this discussion about tonsil hypertrophy and concerns for sleep disorder of breathing when would one actually send to ENT for surgical consideration.  

As we discussed early, a tonsillectomy is a big deal surgery.  long recovery process and bleeding, remember we touched on the surgical risks!



No single element of the patient’s history or physical examination reliably confirms or excludes GABHS pharyngitis
Common symptoms of strep throat:
• Acute onset of symptoms
• Sore throat
• Temperature greater than 100.4                                               
• Tonsil enlargement and exudates
• Cervical adenopathy
• Lack of cough
Commonly do not include:
• Cough
• Runny nose
• Hoarseness
• Conjunctivitis (pink eye)

Recurrent Tonsillitis

Presenter
Presentation Notes
Remember!!!
Always best to swab.  Don't forget about mono and the duration
Antibiotic of choice for strep is Amoxil



Duration: 10 days
First line: 

Amoxicillin 50 mg/kg/dose PO qDay (max 1000mg/day)
Penicillin G benzathine IM

<27 kg: 600,000 Units X 1 dose
>27 kg: 1,2 million Units X 1 dose

Penicillin VK
<27 kg: 250 mg PO BID –TID 
>27 kg: 500 mg PO BID – TID

Mild PCN allergy – consider allergy testing
Cephalexin 20-25 mg/kg/dose PO BID (max 500 mg/dose)

Severe PCN allergy
Clindamycin 7 mg/kg/dose PO TID (max 300 mg/dose)
Azithromycin 12 mg/kg/dose PO qDay (max 500 mg/dose) X 5 days

Note: this is not recommended unless patient has a severe PCN and cephalosporin allergy.  Resistance is well known, and treatment 
failure may occur. 

Group A Strep Treatment



When To Send to ENT For Tonsillitis

7 or more throat 
infections (viral 
or bacterial) in 

one year

5 or more 
infections per 
year for the 

past two years

3 or more 
infections per 
year for the 

past three years

Presenter
Presentation Notes
Paradise criteria.  
Tonsillectomy does not cure strep throats.
Briefly touch on strep carreriers
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• Calcified material that forms in the crevices of the tonsils, usually 
made up of bacteria, food debris, and dead cells

• May cause throat pain and halitosis
• May treat with good oral hygiene and/or water pick extraction

Tonsil Stones
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Tonsillectomy Choices

• Sore throat post op
• Decrease risk of bleeding 

(<1%)
• Quicker recovery by a few 

days
• 2-3% risk of tonsil tissue 

regrowth

• Sore throat post op
• Risk of bleeding 2-3%
• Recovery can take 7-14 days
• No chance of tonsil tissue 

regrowth
• Best for recurrent strep

Intracapsular Tonsillectomy Extracapsular Tonsillectomy

48
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Surgical Risks and Recovery for 
Tonsillectomy

2-week recovery process
1st week out of activity and school

2nd week back to school, no activity 
2 weeks of soft diet

Risks
Uncontrolled pain
Dehydration
Bleeding
• Secondary surgery to stop bleeding
• Blood transfusions
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Ankyloglossia

A shortened thickened lingual 
frenulum that may cause reduced 
tongue mobility

https://www.entkidsadults.com/what-is-a-tongue-tie-ankyloglossia/

Presenter
Presentation Notes
HPI questions:  Are they breast feeding (CM does combo visits with ENT and lactation), are they having difficulty with breast feeding, have they been seen by Lactation or Occupational Therapy, have they been able to bottle feed, how much (oz or min) are they taking and how frequently, can they suck on a pacifier well, what is the shape of the tongue when the baby tries to stick it out of their mouth, is the baby able to stick their tongue out past their gum line or their lip, any family history of tongue tie.
Good exam:  Tight lingual frenulum, heart shaped tip of the tongue (more dramatic tongue tie), can attempt to use a gloved finger to sweep under the tongue to feel the lingual frenulum if patient not lifting tongue or cooperating, should not be able to lift tongue to roof of mouth or stick tongue out past gum or lip (these would be indicators they do not have a tongue tie or significant tongue tie), unable to suck on a pacifier without assistance.
TREATMENT: Frenulectomy is first line treatment. If the baby is able to lift tongue to roof of mouth, stick tongue out past gum line or past the lip, most likely do not need the frenulectomy, but will be based on provider discretion. 
OUTCOMES: No way to predict if Frenulectomy done or not done in infancy will have any effect on speech in the future. 
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Ankyloglossia Older Children

Ankyloglossia does not typically affect 
speech
Speech Path consult prior to frenotomy 
for older children with speech concerns
Ankyloglossia may cause 
social/mechanical issues
Some older children with social 
mechanical issues benefit
No maximum age
No preferred technique in older kids

Presenter
Presentation Notes
NIPA
Statement that reached consensus



Airway

Anatomical Differences
•Larynx Position: Higher in the neck (C3-C4 vs C4-C5).
•Epiglottis: Floppy, omega-shaped (Ω), and more 
horizontal.
•Tongue Size: Proportionally larger; common source of 
obstruction.
•Narrowest Point: Cricoid ring (subglottis) rather than the 
glottis.

Presenter
Presentation Notes
When we look at the pediatric airway, the most important thing to remember is that it’s not just a smaller version of an adult’s—it is an entirely different shape. These anatomical quirks are exactly why a little bit of swelling in a baby becomes a clinical emergency much faster than it does in a teenager. 
1: Larynx Position (Higher & Anterior):
"First, the larynx sits higher and more anterior, at the level of C3-C4. Because of this, infants are obligate nasal breathers—the epiglottis actually makes contact with the soft palate. This is why a simple cold or a stuffy nose in a 2-month-old looks like a respiratory crisis; they haven't quite learned to 'bypass' and breathe through their mouths effectively yet."
 2: The Epiglottis (Omega-shaped):
"Second, look at the shape of the epiglottis. It’s that classic Omega-shape (Ω). It’s floppy and horizontal. This is the anatomical root of laryngomalacia, which we’ll see on the scope later. When they take that deep, agitated breath, this floppy tissue gets sucked into the airway opening."
3: The Tongue (Large for Mouth):
"Third, the tongue is proportionally huge relative to the oral cavity. In your daily practice, this is your #1 source of physical airway obstruction. When a child is sleeping or has decreased tone, that tongue falls back and acts like a literal plug."
 4: The Cricoid Ring (The Fixed Narrowest Point):
"Finally—and most importantly for your triage—the narrowest point is the Cricoid ring (the subglottis). Unlike the vocal cords, which can move, this ring is a complete 360-degree circle of cartilage. It is non-expandable. If there is 1mm of edema inside this fixed ring, the air has nowhere to go. This is why 'croup' is so much louder than 'sore throat'—the air is being squeezed through a fixed straw."
5: Vocal cords- Notice the vocal cords right in the middle. We often think of them just for talking, but as the 'Gatekeepers' between the upper and lower airway, they have three specific jobs we need to understand
Protection (The Gatekeeper): This is their most vital job. They snap shut to protect the lungs from aspiration. If the cords don't close properly, everything the child swallows goes 'down the wrong pipe.'
Respiration (The Airway): They have to pull wide apart (abduct) to let air in. This is why paralysis is so dangerous—if they're stuck in the middle, the airway is physically blocked.
Phonation (The Voice): Finally, they vibrate to create sound. In pediatrics, a hoarse voice or a weak cry isn't just an ENT issue; it’s a clinical sign that one of the other two jobs might be at risk."
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Inspiratory
Usually Supraglottic or Glottic. Think Laryngomalacia or vocal cord 

issues.
Biphasic

Usually Subglottic. Think Stenosis, Croup, or Hemangiomas.
Expiratory

Usually Tracheal or Bronchial. Think Tracheomalacia or Foreign 
Body.

Decoding Stridor

Presenter
Presentation Notes
Stridor is simply the sound of turbulent airflow through a narrowed airway. It's helpful to stop and try to understand the timing of the noise—whether it's on the way in, the way out, or both—it can help you think through where the problem is coming from. 
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Most cases self-resolve over 12-
18 months
When to refer to ENT

Failure to thrive
Prolonged feeding
Blue spells
Hospitalizations/frequent ED visits
Parental Anxiety
Confirmation

Laryngomalacia

Presenter
Presentation Notes
Laryngomalacia is the 'bread and butter' of infant stridor. It’s essentially a 'floppy' airway, likely due to hypotonia. The classic history you’ll hear in the clinic is a baby who was quiet at birth but developed noisy breathing within the first two weeks. It typically gets worse before it gets better, peaking around 6 months and usually resolving by 18 months as they gain muscle tone and start moving
Laryngomalacia is the most common cause of stridor in infants. Inspiratory stridor is caused by collapse of supraglottic larynx structures, which creates a narrowed airway and turbulent airflow. Most likely related to hypotonia of airway structures. Intermittent inspiratory stridor usually develops within the first 2 weeks of life and continues to worsen before it slowly starts to improve. Stridor from congenital laryngomalacia can last anywhere from 12-18 months of age and is usually resolved in most patients. Once infants start to become mobile (crawling, walking) hypotonia of the airway starts to improve. 

When these parents come in, you will want to ask: 
When did it start?' 
what does the noise sound like
 what makes it better (laying prone)
 what makes it worse (usually worse with feedings, agitation, illness or excitement
Do they have any blue spells, ED visits or hospitalizations related to stridor 
Any pneumonia
How is their feeding  (how much they take, how long it takes them to complete feed, how often they eat)
 weight at birth vs current weight (appropriate weight gain on growth chart).

On exam: Look for that inspiratory stridor and retractions. If you can, watch them bottle or breastfeed—are they struggling to breathe and swallow at the same time? 
If you send them to us for a scope, we’re looking for that classic omega-shaped epiglottis and short folds that collapse inward during inhalation.
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Medical Management for 
Laryngomalacia

Reflux management
Encourage parents to keep child upright for 30 minutes after feeds.
Important notes:

When the child is very young, it is important to follow-up frequently, in order to 
monitor growth and potential threatening airway problems.
Indications for surgical intervention are failure to thrive and apnea/cyanosis 
events.

Presenter
Presentation Notes
Often times all these kids need in monitoring. We often use anti-reflux therapy, though the evidence is mixed. 
Here is your referral checklist:
Weight Gain: If they are dropping off the growth curve (FTT), they are spending too many calories just trying to breathe.
Work of Breathing: Significant retractions or 'blue spells' (cyanosis).
Life Impact: Frequent ER visits or parental anxiety that needs specialist confirmation.
Most of these kids just need time, but for the severe cases, a Supraglottoplasty is life-changing—it clears the obstruction so they can finally sleep and grow."
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Hoarse voice, nodules
Vocal abuse

Vocal cord paralysis
Many causes

Vocal Cord Disorders

https://adams-voice.com/blog/vocal-anatomy

Presenter
Presentation Notes
Vocal Cord Nodules (The "Screamers")
Cause: Vocal abuse/overuse (chronic yelling, loud talking).
Pathology: Like "callouses" on the cords.
Management: Voice hygiene and speech therapy. No surgery.
Vocal Cord Paralysis (The "Gatekeeper" Failure)
Key History: Cardiac surgery (PDA, TEF repair), birth trauma (forceps), or NICU stays.
Neurological Red Flag: If no surgical history, consider Chiari Malformation (requires MRI).
Symptoms: Weak/breathy cry, inspiratory or biphasic stridor, and feeding difficulties (aspiration).



Vocal cord nodules are due to vocal abuse.  Think about callous on your hands,  no surgical intervention, rest. 

VC paralysis
Cardiac surgery hx
Chiari malformation 

Vocal cord paresis or paralysis, which is a common cause of inspiratory or biphasic stridor, can be a common complication of birth trauma (forceps use at delivery), thoracic disease or surgical procedures (PDA, Interrupted Aortic Arch, TEF repair, Thyroidectomy), central or peripheral neurologic disease, or unknown causes. In thoracic procedures specifically, the right recurrent laryngeal nerve passes around the ductus arteriosus and can be easily injured during repairs. In cases of concern for neurologic involvement, those patients should all get MRI to rule out Chiari malformation or other intracranial cause that could lead to brainstem compression. 
PERTINENT INFORMATION TO KNOW: Do they have stridor (inspiratory or biphasic), hoarse cry or weak cry, dysphagia concerns, requiring O2, how many intubations, how many days intubated, when were they extubated, what is their normal O2 saturation range (cardiac babies). Cardiac and birth hx
EXAM FINDINGS: Inspiratory or biphasic stridor, retractions, difficult with feeds
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Recurrent Croup 
Defined by >2 episodes per year

Common Causes:
• Viral (MOST common)
• Subglottic stenosis
• Laryngomalacia
• GERD
• Airway lesion
• Spasmodic/allergic croup

Red Flags:
• Age < 6 months or > 3 years
• Stridor between illness
• Poor response to standard therapy
• Recurrent ED visits/hospitalizations
• Feeding difficulty/poor growth

When to Refer to ENT:
• More than 3 episodes per year
• Any red flag present
• Suspected structural abnormality
• Persistent/biphasic stridor

Evolving  Understanding
• Increasing recognition of airway reactivity phenotype in 

recurrent croup 
• Growing data suggests a role of inhaled corticosteroids
(kids without red flag sx and otherwise healthy)

Presenter
Presentation Notes
When a child has croup over and over, parents—and providers—get nervous that something is structurally 'wrong.' But let's start with some reassurance: in otherwise healthy kids with no red flags, we only find a significant anatomic lesion about 5–15% of the time."
The Script: "Most of these kids simply have a 'reactive airway phenotype.' Their bodies just react to standard viruses with that classic subglottic swelling."
2. Defining "Recurrent" vs. "Normal"
The Script: "We define 'recurrent' as more than two episodes per year. While viral infections are the overwhelming cause, we have to keep a broad differential. Are we looking at GERD causing laryngeal irritation? Is it spasmodic croup, which hits suddenly at night without a fever? Or is there an underlying subglottic stenosis that makes the airway inherently narrower?"
3. The Red Flags: When the "5-15%" Matters
The Hook: "These are the points that should make your 'clinical ears' perk up. This is where we stop thinking 'reactive' and start thinking 'structural'."
Age Extremes: "If they are under 6 months or over 3 years old and having their first bouts of croup, that’s not the typical developmental window."
Stridor Between Illness: "This is the big one. If a child has stridor when they are perfectly healthy and happy, that isn't a virus—that’s an obstruction. They need an ENT evaluation."
Standard Therapy Failure: "If they aren't responding to the usual dose of Decadron or if they are bouncing back to the ED repeatedly, they’ve earned a closer look."
4. Evolving Understanding: The New Toolkit
The Script: "Our understanding of these kids is changing. We are seeing a crossover between croup and asthma. For those 'otherwise healthy' kids without red flags who just keep getting croup, we are finding success with inhaled corticosteroids to dampen that airway reactivity before it turns into a midnight ED visit."
�
Clinical Pearl for the Audience:
"The Feeding Connection:" "Don't forget to ask about feeding. If a child has recurrent croup and feeding difficulties or poor growth, you aren't just looking at a respiratory issue; you’re likely looking at a coordination or structural issue like laryngomalacia or reflux that requires an ENT's scope."




Things to know
• Size and type of patient’s tracheostomy tube
• Do they have a “go bag”
• Does the family know CPR and how to change/care for the trach tube

Tracheostomy tube
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Presenter
Presentation Notes
Let's talk briefly about trachs. Think of a tracheostomy as a 'Bypass.' If the the upper airway is blocked by stenosis or a small jaw, or if the lungs need a permanent ventilator due to neurologic issues, we create an alternate entrance. It changes the anatomy from a long, complex pipe to a short, direct one."
2. The "Go-Bag" (The #1 Safety Question):
It's important to verify family have a spare trach of the same size and one that is half-a-size smaller. If that trach comes out and the stoma starts to close, that smaller tube is the only thing that will save the airway until they get to the ER."
3. Key things to pay attention to w these kids-
Skin: Look around the stoma. Is there breakdown or granulation tissue?
Mucus: What does it look like? Thick, green, or bloody mucus in a trach kid is often the first sign of a looming respiratory infection.
Competency: Ask the caregivers, 'When was your last CPR refresher?' Trach safety is 10% equipment and 90% caregiver readiness."
Trach kids can be intimidating, but if you know their equipment and their baseline, you are their best advocate 








Neck

https://elliottelford.com/neck-anatomy/

Presenter
Presentation Notes

The neck is comples—in ENT we often times see kids with concerns for neck masses. 

Neck masses can be congenital or acquired. Congenital neck masses such as Brachial Cleft Cyst, Thyroglossal Duct Cyst, Lymphatic Malformations, Teratoma, Dermoid Cyst, and Hemangiomas can become acutely infected. Acquired neck masses are those that are typically infectious in nature and can include Viral Lymphadenopathy, Bacterial Lymphadenopathy, Fungal Infection, Sialadenitis, and others. Etiology of the neck mass can vary depending on location, age, and growth pattern. 

As you see this kids- it is helpful to remember that 
 Geography: The Rule of Location
Midline: Primarily congenital (Thyroglossal Duct Cyst, Dermoid).
Lateral (Anterior/Posterior): Reactive nodes, Branchial Cleft Cysts, Lymphadenitis.
Supraclavicular: The "Never-Ignore" Zone. High pre-test probability for malignancy (Lymphoma).
Submandibular: Salivary glands, dental infections, or nodes.
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How long has it been there?

Has it grown or decreased in size?

Is there any erythema and discomfort?

Hx of trauma.

Hx of foreign travel.

Exposure to cat, chicken, and rabbit.

Hx of recent URI.

Report of dysphagia.

Hx of exposures to TB, tick bites, well water, and 
unpasteurized cheese.

Hx of fevers, night sweats, chills, and rapid 
weight loss.

Note level of where neck mass is located

Size of mass

Fluctuant vs firm

Tender to touch vs not

Erythema or discoloration

Evidence of drainage

Get an US

What To Do When Your Patient Has a 
Mass!

Obtain HPI Exam and imaging

Presenter
Presentation Notes
When you see a child with concerns for a neck mass—as always taking a good hx is KEY. 
 *How long has the neck mass been present?
* does it fluctuate in size, skin color changes over the mass, pain or tenderness with palpation, 
any trauma to that area of the neck, any drainage from the mass, 
recent travel outside of the US, 
cats at home- scratches from cats, exposure to tuberculosis, exposure to tick bites, exposure to well water, exposure to unpasteurized cheese, 
do they live in a rural area and have contact with farm animals, 
any dysphagia or vocal changes, any swallowing changes or drooling, any stridor, 
signs of infections such as fever, URI, 
erythema over the mass,
 any weight loss or night sweats recently.


Most neck masses you’ll see are just reactive lymphadenopathy. If the node is soft, mobile, and under 1 centimeter,  watch it for 4 to 6 weeks. It’s common for these to stick around long after a viral URI has cleared, but as long as it isn't growing, observation is the gold standard.
2. If the node is unilateral, red, and tender—think bacterial lymphadenitis (usually Staph or Strep).
The Action: Start a 10-to-14-day course of antibiotics (like Augmentin or Cephalexin).
The Follow-up: You need to see that child back in 48 to 72 hours. If it isn't improving, or if it becomes fluctuant, they may need an ultrasound to look for an abscess.

3. The "4-Week Rule" (When to Refer)
"This is your biggest takeaway: Persistent is not the same as Malignant, but persistence requires a workup.
If a mass is still present or enlarging after 4 weeks of observation or a full course of antibiotics, it’s time to move.
Step 1: Order an Ultrasound. It’s cheap, no radiation, and tells us if it's cystic (congenital) or solid (neoplastic/inflammatory).
Step 2: Send to ENT
4. Finally, skip the algorithm and refer immediately if you see:
A Supraclavicular mass (highest risk for Lymphoma).
A Fixed or hard mass that doesn't move.
Systemic 'B' symptoms: Unexplained weight loss, night sweats, or fevers.



PERTINENT INFORMATION TO KNOW: How long has the neck mass been present, does it fluctuate in size, skin color changes over the mass, pain or tenderness with palpation, any trauma to that area of the neck, any drainage from the mass, recent travel outside of the US, cats at home- scratches from cats, exposure to tuberculosis, exposure to tick bites, exposure to well water, exposure to unpasteurized cheese, do they live in a rural area and have contact with farm animals, any dysphagia or vocal changes, any swallowing changes or drooling, any stridor, signs of infections such as fever, URI, or erythema over the mass, any weight loss or night sweats recently.

EXAM FINDINGS: Neck mass or lesion unilaterally or bilaterally, swelling of the neck around mass, firmness of neck mass is common in infectious processes, at times can feel fluctuance in the center of a neck mass if infectious in nature, erythema over the neck mass, tenderness to palpation (with mycobacteria TB, there will be no tenderness), poor neck range of motion. Ultrasound is used often as well- best at differentiating cystic vs solid. 
TREATMENT: With infectious neck masses, IV antibiotics x24-48 hours (up to 72 hours) or surgical intervention will be determined based on clinical picture and imaging. If surgical intervention required, most patients come back from the OR with a drain in place to allow fluid to continue draining. In cases of Mycobacteria TB neck mass we tend to avoid surgical intervention to prevent the spread of the infection to other parts of the neck. These will usually start draining on their own. If Bartonella is diagnosed, treat with antibiotics. If concerns for malignant neck mass, then excisional or incisional lymph node biopsy is done and Hem/Onc treats based on results. 





Neck Mass Differential 
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Presenter
Presentation Notes
Location is Key: Midline = Congenital (TGDC). Lateral = Reactive/Infectious. Supraclavicular = Malignancy until proven otherwise.
The 'Movable' Test: Reactive nodes are usually "shotty" (like small rubber BBs) and mobile. Fixed, matted, or rock-hard masses are red flags.
Viral vs. Bacterial: Viral nodes are usually bilateral and soft. Bacterial nodes are usually unilateral, >2cm, and angry-looking.
The PNP Pearl: Always check the "neighbors." Check the scalp for cradle cap/infections and the mouth for dental caries. Often, a neck node is just a "downstream" sign of an "upstream" problem.
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Common Syndromes with ENT Diagnoses

Apert Syndrome Crouzon Syndrome

Mandibulofacial 
Dysostoses
• Nager Syndrome
• Treacher Collins Syndrome

OculoAuricularVertebral 
Spectrum
• Goldenhar Syndrome
• Craniofacial Microsomia Pfeiffer Syndrome

Pierre Robin Sequence Stickler Syndrome VACTERL 22 q Deletion

Presenter
Presentation Notes
Big picture of the very busy slide.  Most syndromes have some associated ENT complexity.  



Cleft Lip and Cleft Palate

https://www.cdc.gov/ncbddd/birthdefects/cleftlip.html

Presenter
Presentation Notes
Ear issues due to minimal palatal movement
VPI
No adenoidectomy



Acute suppurative/nonsuppurative
otitis media

Recurrent strep tonsillitis Tonsil hypertrophy/snoring Epistaxis

Interventions prior to 
referral

Ensure vaccination status
Smoking cessation
Monitor nonsuppurative otitis media
Family reassurance
Strict diagnostic criteria for suppurative otitis media
Obtain audiogram or tympanograms

Treat positive strep infection 
with antibiotics
Monitor number of infections 
to meet Paradise criteria.
Encourage supportive care 
while acutely ill

If medically complex, severe obesity 
consider obtaining a sleep study
Initiate nasal steroid spray and 
montelukast

Education on pinch at the nares during bleeding
Humidification in sleeping area at least 3 foot or closer to 
sleep space
Saline or petroleum jelly BID to inside both sides of nose
Mupirocin ointment twice a day for 7-10 days inside both 
sides on nose

Criteria to refer to ENT 3 or more well-documented episodes of AOM in a 6-
month time
4 well-documented AOM in a 12-month time frame
Presence of serous otitis media for >3 months
Hearing loss associated with otitis media
Speech delay
Febrile seizures with acute suppurative otitis media
History of tympanic membrane ruptures

Paradise criteria has been met 
for number of infections
Antibiotic limitations due 
to allergies
History of peritonsillar abscess
PFAPA

Tonsil hypertrophy with signs and 
symptoms of sleep disordered 
breathing, consider starting medications 
at time of referral

Failed medical management
Known bleeding disorder such as hemophilia or 
von Willebrand
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• https://publications.aap.org/pediatrics/article/131/3/e964/30912/The-Diagnosis-and-Management-of-Acute-Otitis-Media

• Otolaryngology Head and Neck Surgery. Volume: 160 issue: 1suppl, page(s): S1-S42

• J Pediatr Surg. 2006 Sep;41(9):1598-600.

• Executive Summary of Clinical Practice Guideline on Tympanostomy Tubes in Children (Update),Richard M. Rosenfeld, MD, MPH, MBA, David E. Tunkel, MD, Seth R. 
Schwartz, MD, MPH, … First Published February 9, 2022 Research Article. https://doi.org/10.1177/01945998211065661

• Otitis Media: To Treat, To Refer, To Do Nothing: A Review for the Practitioner, Pediatr Rev (2015) 36 (11): 480–488.,https://doi.org/10.1542/pir.36.11.480

• entnet.org

• Otolaryngology–Head and Neck Surgery 2020, Vol. 162(5) 597–611

• https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/acute-
otitis.

• Pediatric Otolaryngology Head and Neck Surgery, Sanjay R. Parikh 2014

• Anti-inflammatory therapy outcomes for mild OSA in children.Kheirandish-Gozal L, Bhattacharjee R, Bandla HP, Gozal D Chest. 2014 Jul;146(1):88-95d text

• Montelukast and Nasal Corticosteroids to Treat Pediatric Obstructive Sleep Apnea: A Systematic Review and Meta-analysis. Liming et al. Vol.160 issue: 4, page(s): 594-
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