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Introduction
The osteopathic approach to treating otitis media (OM)
has traditionally utilized osteopathic manipulative
treatment (OMT) primarily and appropriate adjunct
measures secondarily (pharmacotherapy, nutrition,
lifestyle, etc.). This has been based on sound anatomicphysiologic models and clinical experience applying
osteopathic insight.
Background
OM is the most common reason for prescribing antibiotics
to pediatric patients. The number of office visits has
increased out of proportion to the increase in population.
With the increase in prescriptions, a great deal of
controversy has surfaced surrounding prudent treatment of
this problem. Recently, concern about overprescribing
antibiotics has been a lively topic for discussion especially
with little change in outcome for all forms of OM from
most prescribing habits.
In addition, there is great concern about antibiotic resistant
strains of common pathogens and the contribution to this
problem from frequent prescribing.1
Types of OM
OM has been classified into several general types, acute
otitis media (AOM) and otitis media with effusion (OME)
being the most common:
AOM is defined as the presence of fluid in the middle ear
in association with signs or symptoms of acute local or
systemic illness. Accompanying signs and symptoms may
be specific for AOM, such as otalgia or otorrhea; or
nonspecific, such as fever.2
It is one of the most prevalent diseases in early childhood
and the most common infection for which antibiotics are
prescribed in the US, accounting for more than 13 million
prescriptions in the year 2000.3
50% of children have at least one episode of AOM by age
7,4 and 50% of all cases of AOM end up developing
middle ear effusion (MEE).5
OME is defined as the presence of fluid in the middle ear
in the absence of signs or symptoms of acute infection.
OME occurs in about 90% of children before school age,
most often between 6 months and 4 years old (with
pathology present in 80% of the individuals’ ears).6 It has
a prevalence of up to 30%, and a cumulative incidence of
80% at the age of four years.7
By 1 year old more than 50% of children will experience

OME; by age 2 years this will increase to more than 60%.
Most episodes resolve spontaneously by 3 months,
however 30%-40% of children have recurrent OME with
5%-10% of these episodes lasting 1 year or longer.8
OME may occur spontaneously because of poor
Eustachian tube function or as an inflammatory response
following AOM.8
Some children may go on to develop chronic OM,
language delays and behavioral problems.7
Osteopathic Causation
Osteopathy in the Cranial Field (OCF) has posited that
healthy function of the human ear is dependent on the
inherent physiologic mobility of the temporal bones within
the cranial mechanism and the relationship to all other
anatomic structures to which they are connected, directly
or indirectly.
Pharmacotherapy
AOM
AOM accounts for 60% of the antibiotics written for
children.1
Studies have demonstrated that when treating non-severe
AOM with antibiotics there is small or no benefit when
compared to doing nothing.1 9 10 11
In addition, there was no difference in:
• Parent satisfaction
• Days of work or school missed
• Visits to doctors' offices or emergency rooms
• Number of phone calls
• Recurrence rate by day 30
• Clinical examination of the children's eardrums at
day 30.1 12
Regarding antibiotic treatment for AOM, meta-analyses
report that 15 to 17 children need to be treated (NNT=17)
in order to eliminate otalgia in 1 child, 2 to 7 days after
initial presentation to the physician.3
Another study reported 1 in 7 patients would suffer some
side effect from antibiotic treatment.13
OME
Prescribing antibiotics for OME is not effective treatment

according to numerous studies and reviews. 8

12 14 15

Prophylactic treatment with antibiotics has been used for
this problem in the past, however there is no evidence to
support its effectiveness.16 17 18
There is also insufficient evidence to support the use of
decongestants, antihistamines or corticosteroids in OME.19
20 21

Surgical treatment
Several types of surgical procedures have been
implemented to treat and prevent different forms of OM.
Adenoidectomy, as the first surgical treatment of children
aged 10 to 24 months with recurrent acute otitis media, is
not effective in preventing further episodes.8 22 23 24 It
cannot be recommended as the primary method of
prophylaxis.
Prompt insertion of tympanostomy tubes with persistent
middle ear effusion did not improve developmental
outcomes in children up to 9 to 11 years of age.25 Though
there may be possible short term improvement in
symptoms, tympanostomy tubes have not been shown to
make a difference in hearing in long term use.20
Tympanostomy tubes significantly increase the cost of
treatment and studies indicate that they are overused.18 26 27
Complications from OM
Proponents of antimicrobial therapy often state that
complications such as mastoiditis, loss in language
development, and reinfection, are significantly reduced
with early prescribing, however studies have not
demonstrated this to be true.
The incidence of mastoiditis is not significantly different
between children who do and do not receive antibiotic
treatment for AOM.1, 28, 29, 30
Hearing loss from OME is not the major factor with
concomitant loss in language development and skills.31 It
has been shown that parenting is a much greater factor
than anything else. 20
Administering antibiotics does not reduce recurrence of
OM.1
Complications from tympanostomy tubes include
perforation, scarring, infection, and early or delayed
expulsion of tubes.18
Watchful Waiting
In the Netherlands, Sweden, and the state of New York,
watchful waiting (WW) is an official policy. In many other
areas it is recommended that parents of children diagnosed
with AOM be taught to wait 48-72 hours before seeking
treatment or prescribing antibiotics.32
WW both with and without a prescription were often well
accepted and reduced antibiotic use without compromising
parental satisfaction. 1 33, 34 35
Osteopathic Treatment

OM has traditionally been successfully treated using
osteopathic methodology since the beginning of the
profession.
It involves the use of specifically administered gentle
perceptive OMT to restore uninhibited symmetrical
physiologic inherent motion. In addition, it will improve
venous and lymphatic drainage, enhance arterial blood
supply and stimulate the body’s own inherent healing
process. 36
This methodology has proven extremely safe for young
children, especially for prevention. There are no adverse
effects that have been reported in the literature for young
children after approximately 70 years of application of
Osteopathy in the Cranial Field. In fact, parents often
report a general increase in health and well-being of their
children.
Clinical experience (with documented cases) has
demonstrated that OMT can effectively treat both AOM
and OME.
Pilot studies have documented that there is therapeutic
benefit implementing osteopathic treatment in cases of
otitis media.33 37 ,In addition, there are sound anatomicphysiologic models explaining the effectiveness of
osteopathy in the cranial field.38 35, 39 , 40 41 42 43
Preventive Measures
The following have been shown to be effective in
decreasing the incidence of OM:

• Eliminating food allergens 44 45
• Reducing or eliminating pacifier use46
• Nursing for at least the first 11 months of life47
Though there are no published studies yet on the
effectiveness of OMT in preventing OM, the previously
mentioned anatomic-physiologic mechanisms allow OMT
to be used for prevention as well as for treatment of otitis
media.
Conclusion
As:
Antimicrobial therapy has been shown to provide
little benefit in the treatment of AOM and OME…
And as tympanostomy tubes, use of decongestants,
antihistamines, or corticosteroids have demonstrated
very limited benefit in the treatment of AOM and
OME…
And as there is little to no difference in clinical
outcome between WW for 72 hours and prescribing
antibiotics for AOM…
And as OMT has proven to be clinically beneficial for
treating otitis media and is the osteopathic
approach…
It is the position of the Cranial Academy that:

Osteopathic treatment utilizing the principles of OCF
should be the initial treatment in most forms of otitis
media and included in the treatment of all forms of
otitis media.
Patient education along with safe and proven
preventive measures should be implemented
whenever possible.
Antimicrobial treatment should be used in AOM only
as an adjunct measure in patients who fail to respond
adequately to osteopathic treatment after 72 hours, are
high risk, or at the discretion of the physician with
regard to clinical circumstances.
Tympanostomy tubes, decongestants, antihistamines,
and corticosteroids should be used only under
compelling clinical circumstances.
Children should be screened in the nursery for
somatic dysfunction of the head that can contribute to
or cause future cases of OM.
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