
Acute Otitis Media Management 
(Excluding infants <2 months of age, and children with comorbid conditions increasing the risk of severity of AOM including immunodeficiencies, craniofacial abnormalities, or sensory deficits.) 

Developed in conjunction with the Rady Children’s Specialists of San Diego, division of Otolaryngology. 
 

 
Adapted from the AAP 2004 Diagnosis and Management of Acute Otitis Media 

 
2 months to <6 months 6 months to <2 years 2 to 5 years 6 years and older 

Uncertaini diagnosis  Pain managementii 
 Amoxicillin 80-90 

mg/kg/day ÷ BID or TIDiii 
OR 
Amoxicillin-Clavulinic Acid iv 
(Augmentin ES) 80-90 
mg/kg/day of the 
amoxicillin component ÷ BID  
x 10 days 

 Pain management and 
observation with safety netv 

 Pain management and 
observation with safety net 

 Pain management and 
observation with safety net 

 
Certain diagnosis:  
Mild to moderate 
illness (mild otalgia 
and fever <39C in the 
last 24 hours) 

 Pain management 
 Amoxicillin 80-90  

mg/kg/day ÷ BID or TID  
OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID  
x 10 days  

 Pain management 
 Amoxicillin 80-90 mg/kg/day 

÷ BID or TID  
OR 
Amox/clav1  80-90 mg/ 
kg/day ÷ BID  
x 10 days 
OR  may observe with safety 
net 

 Pain management 
 Amoxicillin 80-90 mg/kg/day 

÷ BID or TID  
OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID  
x 5 days 
OR  may observe with safety 
net 

 Pain management and 
observation with safety net 

 
Fever ≥39C, severe 
otalgia or with 
accompanying 
conjunctivitis 

 Pain management 
 Amoxicillin 80-90 

mg/kg/day ÷ BID or TID  
OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID  
x 10 days  

 Pain management 
 Amoxicillin 80-90 mg/kg/day 

÷ BID or TID  
OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID  
x 10 days  

 Pain management 
 Amoxicillin 80-90 

mg/kg/day ÷ BID or TID OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID 
x 10 days  

 Pain management 
 Amoxicillin 80-90 mg/kg/day 

÷ BID or TID  
OR 
Amox/clav1  80-90 
mg/kg/day ÷ BID  
x 5 days  

 
Children with PETs in 
place 

Despite the fact that most cases of otorrhea in children with ear tubes are not true AOM, they should be treated initially with otic drops 
(ofloxacin or ciprofloxacin with or without steroids). The suggested dose is 5 drops BID for 5-7 days.  If the child has symptoms of AOM 

(pain interfering with activity/sleep, with or without fever) they should follow the AOM guidelines as well as using the ear drops for aural 
hygiene. Cases of otorrhea that are refractory to ear drops should be evaluated by the ENT. 

 
 
Reevaluationvi 

Counsel parents to return for reevaluation in 8-12 weeks to assess for the persistence of middle ear effusions IF there are any signs or 
symptoms of hearing loss. 

 
Otolaryngology 
referrals 

Refer to otolaryngology for more than 3-4 cases of AOM in 6 months or 5-6 in a year, middle ear fluid that persists >12 weeks, concerns 
for mastoiditis or other complications, perceived need myringotomy and tube placement, refractory otorrhea in children with PETS or 

abnormal audiologic evaluation after resolution of the AOM. 
Atypical situations 

Penicillin allergic 
(anaphylaxis/urticarial) 

Levofloxacin 20 mg/kg/da6 PO div bid for children 6 months to 5 years, and 10 mg/kg (max 500 mg) qd for 5 years and older (preferably 
one hour before eating).  Macrolides and TMP/SMX not recommended due to high levels of pneumococcal resistance. 

Penicillin allergic (not a 
type 1 hypersensitivity 
reaction) 
 

Cefdinir (14 mg/kg per day in 1 or 2 doses), Cefpodoxime (10 mg/kg per day, once daily), 
or Cefuroxime (30 mg/kg per day in 2 divided doses) x 5-10 days, or Levofloxacin 20 mg/kg/da6 PO div bid for children 6 months to 5 

years, and 10 mg/kg (max 500 mg) qd for 5 years and older (preferably one hour before eating) 

Unable to tolerate oral 
antibiotics  IM Ceftriaxone 50 mg/kg as a single dose 

Therapeutic failure - 
Observation High-dose amoxicillin-clavulanate 

 
Therapeutic failure -
amox-clav 
 

Cefdinir (14 mg/kg per day in 1 or 2 doses), Cefpodoxime (10 mg/kg per day, once daily), 
or Cefuroxime (30 mg/kg per day in 2 divided doses) x 5-10 days, or Levofloxacin 20 mg/kg/da6 PO div bid for children 6 months to 5 

years, and 10 mg/kg (max 500 mg) qd for 5 years and older (preferably one hour before eating) 

Therapeutic failure - 
cefdinir, cefpodoxime, 
cefuroxime or single-
dose ceftriaxone 

IM Ceftriaxone 50 mg/kg QD x 3 days 

Therapeutic failure - 
IM ceftriaxone  Otolaryngology referral is recommended 
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i A certain diagnosis of otitis media requires ALL of the following: 
• Rapid onset (recent and generally abrupt) 
• Middle ear effusion (bulging TM, decrease mobility of TM, air fluid level, or otorrhea) 
• Signs and symptoms of inflammation (erythema of TM, distinct otalgia interfering with activities/sleep 

ii Prolonged or prophylactic antibiotics, steroids, antihistamines, decongestants are no longer recommended in the management of AOM. Topical analgesics may be used if there is certainty that 
the TM is intact, 

iii Unless penicillin allergic or has been on amoxicillin in the last month  
iv The introduction of pneumococcal vaccines has changed the microbiology of AOM to the point that roughly a quarter of infections are now resistant to amoxicillin. We believe that current, high-
quality data on beta-lactamase producing pathogens causing acute otitis media in an otherwise healthy, immunized child are insufficient to make a clear statement on the preference of amoxicillin 
over amox/clav.  While amoxicillin has a more narrow spectrum and is better tolerated than amox/clav, if 60-70% of otitis is caused by Haemophilus now, and 30-40% of strains are beta-
lactamase positive, then roughly 2-3 out every 10 children with otitis will not respond to amoxicillin alone.  Practitioners may chose to use either amoxicillin or amox/clav to treat acute bacterial 
otitis media, based on how risk of failure is viewed for a particular child, and for a particular family. These recommendations may change as more data are published.  
v The observation option requires access to follow-up evaluation and antimicrobial therapy if symptoms persist or worsen. A safety net prescription can be written for the family to hold—

to be used within 5 days of the office visit only. 
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Guidance from Dr. Bradley, RCH Infectious Disease 

Acute Otitis Media: 
My patient failed amoxicillin, why 
should I choose augmentin instead 
of cefdinir? 

In 2004, we had pneumococcus as the most common pathogen (about 60%, with 40% H. flu)… so amox would get 
all but ampR H flu, which is why it was first choice.  There was and currently is no better oral therapy for 
pneumococcus than amoxicillin, and for relatively resistant strains, high dose amox (75-80 mg/kg/day) still works. 
Cefdinir is not as good against pneumococcus as amoxicillin.  There is a misconception that since ceftriaxone is 
active against penR strains, that all 3rd gen cephalosporins are more active than penicillins... not true! 

The Amox/clav, of course, provides added coverage for ampR Hflu.  Cefdinir gives you great coverage for H flu, 
including ampR strains,  with adequate coverage for pneumococcus.  

Since Prevnar13, pneumococcal otitis caused by vaccine strains has decreased. Many believe that most otitis now 
is caused by Hflu, not pneumococcus, and that that amox/clav needs to be first line.  The amox in amox/clav is still 
a better pneumococcal agent than cefdinir for penR strains.  However, penR strains have decreased since Prevnar 
13, but with no antibiotics being studied for otitis, we have virtually NO new data during the past 6-8 years on the 
current pathogens that cause otitis! 

Overall, the past coverage with amox/clav was better than with cefdinir (mostly due to the better pneumococcal 
coverage in amox/clav), but the difference in microbiologic outcomes between the two antibiotics currently with 
most strains of pneumococcus now being susceptible to penicillin (and therefore cefdinir), is likely to be much 
smaller than in the past. 

My patient failed amoxicillin, why 
should I choose augmentin instead 
of cefdinir? 

In 2004, we had pneumococcus as the most common pathogen (about 60%, with 40% H. flu)… so amox would get 
all but ampR H flu, which is why it was first choice.  There was and currently is no better oral therapy for 
pneumococcus than amoxicillin, and for relatively resistant strains, high dose amox (75-80 mg/kg/day) still works. 
Cefdinir is not as good against pneumococcus as amoxicillin.  There is a misconception that since ceftriaxone is 
active against penR strains, that all 3rd gen cephalosporins are more active than penicillins.. not true! 

The Amox/clav, of course, provides added coverage for ampR Hflu.  Cefdinir gives you great coverage for H flu, 
including ampR strains,  with adequate coverage for pneumococcus.  

Since Prevnar13, pneumococcal otitis caused by vaccine strains has decreased. Many believe that most otitis now 
is caused by Hflu, not pneumococcus, and that that amox/clav needs to be first line.  The amox in amox/clav is still 
a better pneumococcal agent than cefdinir for penR strains.  However, penR strains have decreased since Prevnar 
13, but with no antibiotics being studied for otitis, we have virtually NO new data during the past 6-8 years on the 
current pathogens that cause otitis! 

Overall, the past coverage with amox/clav was better than with cefdinir (mostly due to the better pneumococcal 
coverage in amox/clav), but the difference in microbiologic outcomes between the two antibiotics currently with 
most strains of pneumococcus now being susceptible to penicillin (and therefore cefdinir), is likely to be much 
smaller than in the past. 

I get calls from the pharmacy that 
90 mg/kg/day amox is SO high? 
What is too high? 

If needed, one can easily and safely push the dose to 100 mg/kg/day. In fact there are data from Paris using 150 
mg/kg/day that was safe, but these high doses are not recommended.  

Can I push the dose higher for 
cefdinir to work better? 

No, there are no safety data about using doses higher than 14 mg/kg/day for cefdinir.  It should be OK, but there 
are just no good data to know what risks one is taking when increasing the dose. 

What about the RCHN Acute Otitis 
Media Guideline listing 
levofloxacin as an option? Will my 
patients develop tendon problems? 

There is no evidence that cartilage injury or tendon problems develop in children given a single treatment course, 
based on published long-term follow-up studies and it is safe and appropriate to use according to the guideline.  
For adults with comorbid conditions, particularly older adults receiving treatment with corticosteroids, tendon 
rupture has occurred and there is a ‘Black Box’ warning on all fluoroquinolone labels based on adult safety 
concerns. 

Can we use azithromycin to treat 
otitis? 

Azithromycin may be used for acute otitis media but ONLY WHEN other options are not appropriate, recognizing 
the 30-40% resistance of macrolides for pneumococcus. 

Community Acquired Pneumonia 
(CAP): 

There is an RCHN Pneumonia clinical practice guideline.   Note: H flu (nontypeable strains) are not pathogens for 
community-acquired pneumonia in otherwise healthy children.  You do not need H Flu coverage, only 
pneumococcal coverage, for over 90% of pediatric CAP. Amoxicillin 90 mg/kg/day div BID will typically provide 
excellent coverage for currently isolated strains of pneumococcus.  

Sinusitis: There is NOT currently an RCHN sinusitis clinical practice guideline. Pathogens are the same as those for otitis 
media. 

Diagnosis can be tricky. Once you decide to treat, follow same antimicrobial guidelines as for otitis media. Typically 
will need to treat for 14 days since it can take that long for mucosal swelling to resolve with subsequent aeration of 
the sinusitis.  

Streptococcal Pharyngitis: 

Administrator
Cross-Out

Administrator
Cross-Out

Administrator
Cross-Out
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Can we treat with once daily 
dosing? 

Yes, amoxicillin at 50 mg/kg DAILY should be sufficient for most mild to moderate strep pharyngitis. 
 For severe disease with the potential for tonsillar crypt abscesses, you may need 90mg/kg/day div BID as a

more appropriate dose, but comparative studies with different doses of amoxicillin have not been
undertaken.

 For treatment failures, could assume some contribution of oral anaerobes (not yet substantiated), but
there are data to support augmentin or clindamycin for penicillin failures.

 If severely PCN allergic, ok to use azithromycin but would need to be at 12 mg/kg/day EACH DAY x 5 days,
which is the FDA-approved dose for streptococcal pharyngitis.




