Dirigido a: Pedialras, Médicos de Familia, Residentes de Pediairia y
M. Familia y Prolesionales Sanitarios inlereszdos.

Sede: Aula Dr. Andreu Urra del RICOMS.
Dia y hora: hicves (salvo inauguracion miéreales). 20,30-22,3(0h

Inscripciones: Grahi'tas. on- 'nec a través del  Departamentn de
Docencic y Formmaciéon  Continueda: docencia@comsevilla. es

comp?

@ v ‘e

Aval Cientifico de la Suciedad de Pedialria de Andalucia Occidental y
Extremadura (SPAOYEX) )

Aval Cientifico de la Sociedzad Ispatiola de Pediatria Extrahospitalana y
Atencion Primaria (SEPLAP)

Aval cientitco de 'a Asaciacion Andaliza de Pediatras de Atencion
Primana (AAPAP)

Se solicitard Acreditacion a la Agencia de Calidad Sanitaria de Andalucia,

corno Actividades Formalivas (Sesiones de actualizacion) independicntes,

_ ILCURSODE ,
FORMACION CONTINUADA EN PEDIATRIA
DR. JOSE DEL POZO MACHUCA

23 e

Organizan:

Real ¢ Ilustre Colegio Oficial de Médicos de Sevilla (RICOMS)
Sociedad Espafiola de Pediatria Extrahospitalaria y Atencién Primaria
(SEPEAP)

Socicdad de Pediatria de Andalucia Occidental y Extremadura
(SPAOYEX)
Asociacidn de Pediatras de Atencidén Primaria de Andalucia
(AAPAP)

Instituto Hispalense de Pediatria (1HP)

Coordinan:

Carmen Blanco Negredo. Pediatra

Vocal de Atencion Primaria RICOMS
Dr. Alfonsa Carmona Martinez. Pediatra
Vicepresidente 1" RICOMS



i @
¢ g

-

CURSO DE FORMACION CONTINUADA EN PEDIATRIA DR. JOSE DEL POZO MACHUCA

SESION DE ACTUALIZACION : “NUEVAS EVIDENCIAS EN ORL PEDIATRICA”

Ponente: Dr. Hugo Galera Ruiz
ORL. Profesor Titular de Otorrinolaringologia. H.U. V. Macarena. Universidad de Sevilla.

Moderador: Dr. Cristobal Coronel Rodriguez
Pediatra A.P. Distrito Sanitario Sevilla. Secretario Nacional SEPEAP.

Solicitada Acreditacion a la ACSA

Jueves, 14 de diciembre de 2017 R.I.C.O.M.S.
20.30 horas. Avda. de la Borbolla, n°47
Aula Dr. Andreu Urra 41013—Sevilla



{fugo Galera Ruiz



INTRODUCCION

Medicina basada en la evidencia

e A. Cochrane (1972), D. Sacket
(1992)

e Cambio de paradigma

e Medicaciones, tecnologia,
conocimiento,...

e Metaanalisis, revisiones sistematicas
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Evidence-Based Medicine
A New Approach to Teachng the Practice of Medicine
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RECOMENDACIONES

Table 2. Guideline Definitions for Evidence-Based Statements

Statement Definition

Strong recommendation A strong recommendation means the benefits of the
recommended approach clearly exceed the harms (or
that the harms clearly exceed the benefits in the case
of a strong negative recommendation) and that the
quality of the supporting evidence is excellent (Grade
A or B).* In some clearly identified circumstances,
strong recommendations may be made based
on lesser evidence when high-quality evidence is
impossible to obtain and the anticipated benefits
strongly outweigh the harms.

ecommendation recommen n means the ts exc e
harms (or that the harms exceed the benefits in the
case of a negative recommendation), but the quality
of evidence is not as strong (Grade B or C).* In some
clearly identified circumstances, recommendations
may be made based on lesser evidence when high-
quality evidence is impossible to obtain and the
anticipated benefits outweigh the harms.

Evidence Quality

Preponderance
of Benefit or
Harm

A. Well designed RCTs or diagnostic studies
on relevant population

B. RCTs or diagnostic studies with minor
limitations; overwhelmingly consistent
evidence from observational studies

C. Observational studies (case-control and
cohort design)

D. Expert opinion, case reports, reasoning
from first principles

Balance of
Benefit and
Harm

X. Exceptional situations in which validating
studies cannot be performed and there is a
clear preponderance of benefit or harm

Option

Option An option means that either the quality of evidence
that exists is suspect (Grade D)* or that well-done
studies (Grade A, B, or C)* show little clear advantage
to one approach versus another.

No recommendation No recommendation means there is both a lack of

pertinent evidence (Grade D)* and an unclear balance
between benefits and harms.

*See Table 3 for definition of evidence grades.




Case Report
Nasopharyngeal radium irradiation: The lessons of history

y 4 LS Costems 52 avalodie a1 ScenceDient
g ,; International Journal of Pediatric Otorhinolaryngology
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- lIrradiaciones con radio del cavum (S. Crowe 1926)
« 1945-1981: 24.000 ninos con patologia adenoides
» 1958: comunicacion induccion de neoplasias malignas
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ANILLO DE WALDEYER

Lymph to upper deep cervical
anc retropharyngeal nodes

Pharyngeal tonsil

Eustachian
(Gerlach’s) Lonsil
Laterzl band

Lymphocytes
into pharynx

Palatine tonsil

Lymph to
jugulodigastric
_ ymph nodes
Lingual tonsIs

Lymph to deep cervical
ispinal accessory) lymph nodes

- |dentificacion de antigenos
- Sintesis de inmunoglobulinas
* Involucion a partir de los 7 anos




MUCOSA ASSOCIATED LYMPHOID TISSUE (MALT)
Mucosas: 400 M2
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OTITIS MEDIA (OM)

Se sabe...

e Es la principal causa de visitas al sistema sanitario,
prescripciones antibioticas y de indicacion quirurgica

e Sus complicaciones y secuelas son importantes causas de
perdida auditiva prevenible

OM secretora OM aguda OMC supurada



OM SECRETORA (OMS)

Executive Summary

Clinical Practice Guideline: Otitis Media
with Effusion Executive Summary (Update)
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OMS

Table 3. Summary of Guideline Key Action Statements.

Statement

Action

Streagth

la Preumatc otoscopy
I b. Pneumatic otoscopy

2. Tympanometry

3. Faled newborn hearing
screen

42 |denciying at-risk children

4b. Evaluating at-risk children

5. Screening healthy children

6. Patient echucation

7. Wazchfl waming

8a Stercids

8b. Amtbictics

8c. Antihistamines or
9. Hearing test

10. Speech and language

I 1. Survedlance of chronic

|2a. Surgery for children
<4 y old

| 2b. Surgery for children
>4 y old
3. Outcome assessment

The dinician should documnent the prasence of middle ear effusion with

pneumaric ctoscopy when diagnosing OME In 2 child.

The dlinican should perform pncumatic otoscopy to assess for OME ina
child with otalgia. hearing loss. or both.

Clinicians should obtain tympanometry in children with suspected OME
for whom the diagnosis Is uncertain after performing (or attempting)
pheumatic otosCopYy.

Clinicans should document in the medical record counseling of parents
of infants with OME who fail 2 newborn hearing screen regarding the
importance of follow-up to ensure that hearing is normal whea OME
resolves and to exclude an underlying sensorineural hearing loss.

Clinictans should determine If 2 child with OME Is ar Iincreasad risk for
speach, anguage, or learning problems from middle ear effusion because
of baseline senscry, physical, cognitive, or bahavioral factors (Table 2).

Clinicans should evaluate at-risk children (Table 2) for OME at the time
of diagnosis of an at-risk condition and at 12 1o 18 mo of age (if
diagnased as being at risk prior to this tme).

Clinicans should not routinely screen children for OME who are not at
risk (Table 2) and do not have symproms that may be aczribuable to
OME, such as hearing difficultes, balance (vestbular) problems, poor
school performance, behavioral problems, or ear discomfort.

Clinicans showld educate Gmilies of children with OME regarding the
ratural history of OME, nerd for followeap, and thee possibile sequekae

Clinicans shou'd manage the child with OME who s not at risk with
watchful waiting for 3 mo from the date of efusion onset (if known)
or 3 mo from the date of diagnosis (if onset s unknown).

Clinicans should recommend against using intranasal steroids or
systemic steroids for treating OME

Clinicans should recommend against using systemic antbiotics for
wreating OME.
or both for treating OME.

Clinicans should cbmin an age-appropriate hearing rest if OME
persisis for 23 mo OR for OME of any duration In an at-risk child.

Clinicans should counsel families of children with bilateral OME and
documented hearing loss about the potental mmpact on speech and
language development

Clinicans should reevaluate, at 3- o é-mo intervals, children with chronic
OME uneil the effusion is no longer present, significant hearing loss is
identified, or structural abnormalities of the eardrum or middie ear
are suspected.

Clinicans should recommend tympancstomy tubes when surpery is
performed for OME in a child kess than 4 pears o, adencidectomy should
not be performed unkess 2 dstinct indication (eg, nasal obstruction,
chronic adenciditis) exists other than OME.

Clhinicans should recommend tympanostomy tubes, adencidectomy,
or both when surgery is performed for OME in a child 4 years old or oider.

When managing a child with OME, dinicians should document in the
medcal record resolution of OME, improved hearing, or improved
quality of life

Suong recormmendation
Strong recommendation

Surong recommendation

Recommendation

Recommendation (against)

Res oxmrmenchation



OTOSCOPIA NEUMATICA

e E|clinico ha de realizar otoscopia
neumatica en ninos con otalgia y/o

hipoacusia y documentar la
presencia de OME mediante este

metodo

- E. Siegle (1864)
- “Resulta sorprendente la poca utilizacion
que hace de ella el Pediatra en nuestro

medio” (SEPEAP)




TIMPANOMETRIA

e E| clinico ha de solicitar timpanometria en
pacientes pediatricos con sospecha de OME para

{7 quienes el diagndstico continue siendo incierto tras
~larealizacion de la otoscopia neumatica




TIMPANOMETRIA

informa

healthcare

Margaret Baldwin

Audiology Department, Whipps Cross
University NHS Trust, London, UK

Key Words
Impedance audiometry
Middle ear

Neonates
Tympanometry

Original Article

International Journal of Audiology 2006; 45:417 427

Choice of probe tone and classification of trace
patterns in tympanometry undertaken in early
infancy

Seleccion de la sonda de prueba y clasificacion de la
curva de timpanometria en la infancia temprana

TYMP DIAGNOSTIC
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Il Taller

de Otoscopia pediatrica:

De la teoria a la practica

Guadalajara, 28 de septiembre de 2012
16:00 -21:00 h

Aulza de formacion del Centro de Salud Manantiales
C! Julien Besteiro, 41
19004 Guacalajara

PROGRAMA

16:00-16:50 h Bienvenida y presentacion del taller. Anatomofisiologia de la audicion:
Conceptos y revision.

16:50-17:40 h Cémo realizar una otoscopia pediatrica. Bases y fundamentos.
17:40-18:20 h Ejercicios practicos de otoscopia pediatrica: otoscopia neumatica y
videotoscopia. En dos grupos de 10 asistentes.

18:30-19:10 h Otitis secretoria y exploraciéon de la audicion. Bases y fundamentos.
19:10-19:50 h Practica de timpanometria: ejercicios practicos. En dos grupos de 10
asistentes.

19:50-20:50 h. Consenso sobre otitis media aguda y otitis secretoria.

20:50-20:00 h Evaluacién y despedida del curso.



NINOS A RIESGO

El clinico debe identificar si ninos con OME estan a un
riesgo elevado para desarrollar trastornos del habla,
lenguaje o aprendizaje como consecuencia de la OME o

de presentar otros problemas sensoriales, fisicos,
cognitivos o comportamentales

Otras sorderas de base

Espectro autista
Retraso del habla y del lenguaje

Trastorno generalizado del desarrollo

Malformaciones craneofaciales
Sindromes con alteraciones cognitivas o del habla y lenguaje

Ceguera




e El clinico debe manejar al nino con
OMS que no este a riesgo con WW
desde el comienzo del proceso o el
diagnostico de la OMS




MEDICACIONES

e EI clinico debe recomendar no utilizar
CINs o corticoides, sistémicos en el
tratamiento de la OMS

e EIl clinico debe recomendar no utilizar
antibioticos sistémicos en el

tratamiento de la OMS

e El clinico debe recomendar no
utilizar antihistaminicos y/o
descongestionantes en el
tratamiento de la OMS




MEDICACIONES
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ARTICULO DE REVISION

Diagnoistico y tratamiento de la otitis media secretora
infantil: recomendaciones CODEPEH™

Faustino NOAez-Batalla®*, Carmen Jaudenes-Casaubén”, Jose Miguel Sequi-Canet”®,
Ana Vivanco-Allende® y Jose Zubicaray-Ugarteche®

“ Presidente de (a LODEPEH (Comision pare (a deteccion precoz de [a Npoacusia)
" Vocales de la CODEPEH

Recibido €l 5 de juliv de 2017; aceptado el 7 ce julio de 2017

e | a vacunacion antineumococica no previene
la OMS

e E|tratamiento antisecretor no mejora la OMS
en pacientes afectos de RGE




Effect of nasal balloon autoinflation in children with otitis
media with effusion in primary care: an open randomized
controlled trial

lan Williamson MD, Jane Vennik MRes, Anthony Harnden MBChB MSc, Merryn Voysey MBiostat,
Rafael Perera DPhil, Sadie Kelly PhD, Guiging Yao PhD, James Raftery PhD, David Mant MBChB MA,
Paul Little MD

(L MAJ Podeasts: anthor interview zt soundcloud.com/ocmazjpodeasts/13160K-res

See also www.cma).calookup/do/10.1503//cin) . 150527

ABSTRACT

Background: Otitis media with e*fusior is a

common problem that lacks an evidence-based
nonsurgical treatment option. We assessed the

clinical effectiveness of treatment with 2 nasal
kzlloon device in a primary care setting.

Methods: We conducted ar open, pragmatic
randemized controlled trial set in 43 fam ly prac-
tices in the United Kingdom. Children aged 4-"1

years with a recent history of ear symptoms and
ctitis media with effusion in 1 cr both ears, con-

firmed by tymoanometry, were allocated to
receive ether autoinflation 3 times dally for 1-3

morths plus usual care or usual care alone.
Clearance of middle-ear “luid at 1 and 3 months

was assessad by experts masked to allocation.

Results: Of 320 children enrolled, thcse receiv-
ing autoinflation were more likely than con-

trols to have normal tympanograms at 1 month

(87.3% [62131] v. 35.6% [4//132]; adjusted rel-
ative risk [RR] 1.36, 95% confidence interval [Cl]
0.99 to 1.88) and at 3 months (49.6% [62/125] v.
3€.3% [46/120]; adjusted RR 1.37, 95% Cl 1.03
to 1.83; number neadec to <reat = 9). ALtein-
flation produced greater improvements ir ear-
related quality of life (adjusted between-group
difference in ckange from baseline ir OMQ-“ 4
[an ear+elated measure of quality of life] score
-0.42, 95% 4 —0.563 to 0.22). Compliance was
8%% a: 1 month énd 80% at 3 months. Adverse
events were mild, infrequent and comparabdle
ketween groups.

Interpretation: Autoinflation in children aged
4-11 years with otitis media with affusion is
feasible in primary care and effective both in
clearing effusions and improving symotoms
and ear-related child and parert cuality of
life. Trial registratior: ISRCTN, No. 55208702.

Competing interests: None
declered.

This articles has been peer
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Acecpted: June 10,2015
Online: July 27, 2015
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DILATACION DE LA TROMPA DE EUSTAQUIO

 No existen estudios cientificos con la suficiente
evidencia para efecuar una recomendacion a favor
ni en contra




PRUEBA DE AUDICION

<y ® Elclinico debe obtener una prueba de audicion si

la OMS persiste >3 meses o si el nino esta a
riesgo

Audiometria
FRECUCN 2
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e El clinico debe seguir al paciente con OMS cronica
durante 3-6 meses hasta que la secrecion haya
desaparecido, no presente problemas auditivos o
no existan anormalidades estructurales del
timpano o en el oido medio
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<4 afos: DTTs y adenoidectomia
si existe hipertrofia adﬁenoidea
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ADENOIDECTOMIA

Se sabe...

e Es el tercer procedimiento quirurgico ambulatorio
mas frecuente en ninos en los EEUU tras la
Miringotomia y colocacion de DTTs y la
adenoamigdalectomia

e |ndicaciones: SAOS, obstruccion nasal, OMC,
hipertrofia adenoidea y adenoiditis cronica

e |La mayoria de las intervenciones se practican
entre los 2 y 5 anos



ADENOIDECTOMIA
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Comparison of Pediatric Adenoidectomy Techniques

Phayvanh P. Sjogren, MD ©; Andrew J. Thomas, MD; Benjamin N. Hunter, MD; James Butterfield, BS;
Craig Gale, MS; Jeremy D. Meier, MD

Objectives: Evaluate the effects of electrocautery, microdebrider, and coblation techniques on outpatient pediatric
adenoidectomy costs and complications.

Study Design: Observational retrospective cohort study.

Methods: An observational cohort study was performed in a multihospital network using a standardized accounting sys-
tem. Children < 18 years of age who underwent outpatient adenoidectomy were included from January 2008 to September
2015. Cases with additional procedures were excluded. The cohorts were divided into children who underwent electrocautery,
microdebrider, or coblator adenoidectomy. Data regarding costs, postoperative complications, and revision surgeries were
analyzed.

Results: A total of 1,065 cases of adenoidectomy were performed with electrocautery (34.9%), microdebrider (26.1%),
and coblation (39.0%). There was an increased after direct cost associated with the microdebrider, $833 (standard deviation
[SD] $363) and the coblator, $797 (SD $262) compared to the electrocautery, $597 (SD $361) (P < 0.0001). There was a
greater overall operating room (OR) time associated with use of the microdebrider (mean 28.7, SD 11.0 minutes) compared
with both the electrocautery (mean 24.7, SD 8.1 minutes) and coblator (mean 26.2, SD 9.8 minutes) (P < 0.0001). No signifi-
cant difference was found with regard to complication rates. The incidence of repeat adenoidectomies was significantly
greater for microdebrider (9.7%) compared to electrocautery (2.7%; P = 0.0002) and coblator (5.3%; P = 0.0336)
techniques.

Conclusion: These results suggest that adenoidectomy with electrocautery is sigm'f-imntly less expensive than microde-
brider and coblator, with no differences in complication rates or surgical times among the techniques. Microdebrider adenoi-
dectomy was associated with a longer overall OR time and a higher rate of adenoid regrowth, requiring revision surgery.

Key Words: Adenoidectomy, time, cost, complications.

Level of Evidence: 4.

Laryngoscope, 00:000-000, 2017

- El curetaje con electrocaustia es la tecnica mas

coste efectiva




DRENAJES TRANSTIMPANICOS (DTTs)
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DTTs

Indicaciones i

.. * OME cronica bilateral con

problemas auditivos

e OME cronica sintomatica uni o
bilateral que incluye alteraciones
del equilibrio, pobre desarrollo
escolar, problemas
comportamentales, malestar de
oido y disminucion de la calidad de
vida

OMA de repeticion sobre OME

cronica




DTTs

Supuracion

e |ncidencia: 1 episodio (52%), recidivante (12%) y
persistente (4%)

e Factores predictores: edad joven, OMAR, hermanos
mayores, IRTSR

El clinico debe prescribir gotas antibioticas topicas
solamente, sin antibidticos sistémicos, para ninos

afectos de supuracion aguda no complicada a través
de la timpanostomia




e El clinico no debe recomendar precauciones ni
profilaxis rutinaria para el bano como tapones

para los oidos, bandas protectoras, evitar nadar
0 deportes acuaticos para ninos intervenidos de

DTTs
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Quinolone Ear Drops After Tympanostomy Tubes
and the Risk of Eardrum Perforation: A Retrospective
Cohort Study

Adel Alrwisan,'” Patrick J. Antonelli,’ and Almut G. Winterstein'*

‘Pharmaceutical Outcomes and Policy, College of Phamracy, University of Florida, Ganeswille; “Saudi Food and Drug Authority, Rryach, Sauch Arabia; “Department of Otolaryngology. College of
Medcire, and ‘Degariment of Ecsdemiology. College of Public Health and Health Professions and Colllege of Mediane, Unmersity of Flonda, Ganeswille

Background. This study investigated whether quinolone ear drops, with or without corticosteroids, increase the risk of perfora-
tion requiring tympanoplasty following tympanostomy tube (TT) placement in children.

Methods. This was a retrospective cohort study using Medicaid encounter and pharmacy billing data from 29 US states between
1999 and 2006. Children <18 years old without predisposing factors for perforation during a 6-month look-back period entered the
cohort after TT placement and first dispensing of antibiotic ear drops. Included ear drops were quinolones (ofloxacin, ciprofloxacin
plus hydrocortisone, or ciprofloxacin plus dexamethasone) or neomycin plus hydrocortisone. Children were followed until end of
2006, end of Medicaid enrollment, or occurrence of study outcome. A Cox regression model, adjusted for age, sex, race/ethnicity,
initial TT indication, reinsertion of TT, adenoidectomy, and number of ear drop prescriptions was used to compare the rate of per-
foration between quinolone and neomycin plus hydrocortisone ear drop-exposed children. Perforation was defined by its diagnosis
code followed by a tympanoplasty code.

Results. A total of 96 595 children entered the study cohort. Patients exposed to quinolone ear drops had a higher risk of per-
foration, with an adjusted hazard ratio of 1.61 (95% confidence interval [CI], 1.15-2.26). The adjusted hazard ratios were 1.49 (95%
Cl, 1.05-2.09) for ofloxacin, 1.94 (95% CI, 1.32-2.85) for ciprofloxacin plus hydrocortisone, and 2.00 (95% CI, 1.18-3.41) for cipro-
floxacin plus dexamethasone.

Conclusions. Exposure of children with TT to quinolone ear drops is associated with increased risk of perforations requiring
tympanoplasty, which appears to be further exaggerated by corticosteroids. Clinicians should consider the risk of perforation and
counsel patients/families accordingly when prescribing quinolone ear drops.

Keywords. tympanic membrane; perforation; tympanostomy tube; quinolone.

- La exposicion a gotas ATBs topicas con quinolonas

esta asociada a un mayor riesgo de perforaciones
timpanicas que requieren timpanoplastia
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CLINICAL PRACTICE GUIDELINE

The Diagnosis and Management of Acute Otitis Media

abstract e
[his evidence-hasad clinical prachice guideling I8 a revision of the 2004
acute otmhis media (ADM) gudeling from the Amencan Academy of Pe-
diatrics (AAF) anc American Academy of Family Physicians. it provides
recommendations to primary care clinicians for the management of
chilcren from 6 months through 12 years of age with uncomplicated
ADM.

In 2009, the MP convened a8 committee composed of primary care
physicians and experts in the fields of pediatrics, fami'y practice, cto-
laryngology, epidemiology, infectious disesse, emergency medicine,
and gudeline methodology. The subcommittee partnered with the
Agency for Hea'thcare Research and Quality and the Southern Califor-
nia Evidence-Based Practice Center to develop a comprehensive review
of the new |iterature related to AOM since the init:al evidence report of
2000. The resulting evidence report and other sources of cata were
used to formulste the practice guideline recommendations.

The focus of this practice guideline is the appropriate diagnosis and
intial treatment of a child presenting with AOM. The guideline provides
a specdic, sthingent definiion of ADM. It addresses pain management,
initial obscrvation versus antibiotic treatment, appropriate choices of
antibiotic agents, and preventive Measurcs. T alse addresses recur
rent AOM, which was not included in the 2004 guideline. Decisions were
made on the basie of 3 systematic gradng of the quality of avidence
and benefit-harm relationships.

The practice guideline underwent comprehensive peer review before
formal approval by the AAP.

This clinical practice guideline is not intended as a sole source of guid-
ance in the manzgement of children with ADM. Rather, it is intended to
assist primary care clinicians by providing a framework for dinical
decision-making. 't is not intended fo ~eplace clinical judgment or es-
tablish a protocol for all children with this condition. These recommend-
ahons may not provide the only approphate approach o the
management of this problem. Pediafrics 20135151 2964—£999
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Diagnostico

e El clinico debe diagnosticar OMA en ninos con
abombamiento moderado severo de la
membrana timpanica o supuracion que no es
debida a otitis externa

El clinico debe diagnosticar OMA en ninos con
abombamiento leve y otalgia de <48 horas u
manipulaciones del oido en el lactante

El clinico no debe diagnosticar OMA en ninos
gue no presentan secrecion en el oido medio




OM AGUDA (OMA)

Analgesia

e El manejo de la OMA debe incluir una valoracion
del dolor y si este se encuentra presente, el

clinico debe ofrecer tratamiento para reducirlo
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OM AGUDA (OMA)

Antibioterapia

e El clinico debe prescribir antibioterapia en
% hinos >6 meses con OMA severa

El clinico debe prescribir antibioterapia en ninos
entre 6 meses y 23 meses de edad con OMA
bilateral

El clinico debe prescribir antibioterapia u ofrecer
observacion con seguimiento estrecho en ninos
con OMA no-severa unilateral y establecer las
pautas para le mismo de manera consensuada
con los padres




OM AGUDA (OMA)

Antibioterapia

e FE| clinico debe prescribir amoxicilina si esta indicada la
antibioterapia y no la ha recibido en los ultimos 30 dias,

no as alérgico o no presenta conjuntivitis

e EJ clinico debe prescribir antibiotico con cobertura
adicional para beta-lactamasas cuando el nino ha sido

tratado con amoxicilina en los ultimos 30 dias, presenta
conjuntivos o OMAR

e E| clinico debe revaluar al paciente si el cuidador
refiere que ha no ha mejorado o ha empeorado tras

48-72 horas de tratamiento
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Prevencion

El clinico debe recomendar la vacunacion
contra el neumococo a todos los ninos de
acuerdo al calendario vacunas reglamentario

El clinico debe recomendar la vacunacion anual
contra el v. influenza segun el “Advisory
Commitee on Immunization Practices AAP and

AAFP

El clinico debe recomendar lactancia materna
durante al menos 6 meses

El clinico debe recomendar la evitacion a la
exposicion del humo del tabaco




OTITIS MEDIA

Impacto de las GPCs

R OJ. LU

AEn
L

4 : ~ . ' . R P " ~ 9
: J O VAT No arg N 10
Z Acta Oforrinolaringologica Espariola

)

.\l \_\I‘\l (ALY www.clscvicr.caotorrino

ARTICULO DE REVISION

Diagnoistico y tratamiento de la otitis media secretora
infantil: recomendaciones CODEPEH*

Faustino Nanez-Batalla®*, Carmen Jaudenes-Casaubon®, Jose Miguel Sequi-Canet®,
Ana Vivanco-Allende® y Jose Zubicaray-Ugarteche®

¢ Presicente de [a CODEPEH (Comision para la deteccitn preccz ce la hipoacusia)
° Vocales de (a CODEPEH

Redibido el 5 de julio de 2017; aceptado el 7 ce julio de 2017

« Escasa utilizacion de otoscopia
neumatica

- Escasa peticion de pruebas audiologicas

« Sobreprescripcion antibidtica

- Educacion medica continuada



OTITIS MEDIA

State of the Art Review

Panel 7: Otitis Media: Treatment and
Complications
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OMA DE REPETICION

Se sabe...

EVITAR EXPOSICION A FACTORES DE RIESGO:
guarderias, exposicion al humo del tabaco

Lactancia materna

Inmunoprofilaxis activa mediante vacunacion
contra neumococo Y virus influenza

No son efectivos los ttos. ATBs prolongados



OM CRONICA SUPURADA

Se sabe...

e ;Es posible nadar en piscinas clorinadas? ECC

e |La cirugia esta indicada en ninos para el cierre de
la perforacion si no lo hace por si sola tras 6-12
meses

e Eltratamiento quirurgico de eleccion es la
timpanoplastia



OTITIS MEDIA

Complicaciones

State of the Art Review

Panel 7: Otitis Media: Treatment and
Complications

Anne G. M. Schilder, MD, PhD"?, Tal Marom, MD°,

Mahmood F. Bhutta, DPhil, FRCS®,
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Marie Gisselsson-Solén, MD, PhD’, Amanda ). Hall, PhD®,

Paola Marchisio, MD?, Aino Ruochola, MD, PhD'®,
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- Mastoiditis
- Complicaciones intracraneales
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MASTOIDITIS AGUDA

e Inflamacion del periostio de la

mastoides y celdillas aereas

e | aincidencia no ha variado

e E|tto. previo con ATB parece no
eliminar el riesgo de desarrollar
mastoiditis




e Con respecto al manejo)
hay un cambio de
tendencia hacia el abordaje
no quirurgico y con ATB iv
+/- miringotomia y
colocacion de DTT y/o
aguja aspiracion del
absceso subperiostico



MASTOIDITIS
AGUDA
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What Is the Best Practice for Acute Mastoiditis in Children?

Jiron Chesney, NO; Angela Black, MT); Danmiel Choo, MT)

ACUTE MASTOIDITIS

- . v "
suspected uncomplicated subperiosteal
intracranial abscess
complication
| o
o ? o
imaging ——(-) * b %
' —_
‘ myringotomy* + myringotomy* +
myringotomy* + IV antibiotics drainage +
simple mastoidectomy? + | IV antibiotics
IV antibiotics |
' ' . v -
good poor poor good
response’ response’ response’ response? =
| | | &
. )
simple -
mastoidectomy
' ¥ ) y |Xg
CURE-DISCHARGE* r-ii
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COMP. INTRACRANEALES

e El absceso cerebral es la mas
frecuente (1/1.000.000/ano)

e TAC es aconsejable en mastoiditis
aguda que no remite en 48-72 horas

e Enlatrombosis del seno lateral es
aconsejable la anticoagulacion
siempre gue no existan
contraindicaciones para ello
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Alta prescripcion






INMUNOMODULACION
BACTERIANA

ACTUALES ESTRATEGIAS PARA COMBATIR INFECCIONES

1) ATAQUE AL MICROORGANISMO: ANTIBIOTICOS
2) AYUDA AL SISTEMA INMUNE: INMUNIZACION
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REVIEWS OF INFECTIOUS DISEASES « VOL. 11, NUMBER 6 » NOVEMBER-DECEMBER 1989
© 1989 by The University of Chicago. All rights reserved. 0162-0886/89/1106-0034$02.00

Vaccination Against Enteric Bacterial Diseases

David Hone* and Jim Hackett From the Department of Microbiology, University of
Adelaide; and Enterovax Limited, North Terrace,
Adelaide, Australia

We review evidence that the systemic and mucosal immune systems of the body are com-
partmentalized. The development of immunity against an antigen at one mucosal surface
may lead to the appearance of that immunity at other mucosal surfaces. In order to attain
good protective immunity against a bacterial enteropathogen, it may be necessary to in-
duce such immunity through the mucosal immune system of the gut. Earlier attempts
to elicit protective immunity against bacterial enteropathogens by parenteral vaccination
are reviewed. The modern approach involves oral administration of antigen. Such anti-
gen may consist of killed bacteria or — more effectively — live, attenuated bacteria bearing
antigens of interest. Such bacteria may be enteropathogens attenuated by mutation, ei-
ther general or site-directed, or hybrid strains in which a bacterial carrier expresses an
antigenic determinant of interest from cloned DNA. While good progress has been made
in the comprehension of the requirements for effective vaccination against enteropatho-
genic bacteria, future work will produce more effective carrier strains than are currently
available.
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MEMORIA INMUNE

INMUNIDAD INNATA ENTRENADA

Reconoce patrones

Respuesta mas rapida y eficaz




MEMORIA DE LA INMUNIDAD INNATA

NK and NKT cells
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LA CELULA DENDRITICA

.

Dendritic cell




LA CELULA DENDRITICA

T lymphocytes

Dendritic cell




BACTERIAS

Fimbrias (F)

Capsula (K)

LPS (O)

Membrana celular Flagelos (H)

Produccion de toxinas




BACTERIAS

ACTIVACION DEL SISTEMA INMUNE

Lisados bacterianos Bacterias inactivadas
Soluble microbial components Dead microorganisms Viable microorganisms (e Pathogens ‘
, . . + Virulence :
factors
o

: - Vita-PAMP
; PAMP  Vita- PAMP PAMP _ ARSI ” q
;Pathdgenic
: Dead :
4, . microorganism 4 p , Vuable '

microorganism
&) 2 X

4 , 4 microorganism . I
PAMP 2 PAMP Pattern recognition '
! * Recognition of PAMPs and
vita-PAMPs

* Production of pro-inflammatory
cytokines (such as IL-6,

IL-12 and TNF)

* NLRP3 inflammasome activation
(which induces IL-1 production
and pyroptosis)

* Increased IFNJ production

Direct and indirect effects of

virulence

» Virulence factors (such as toxins,
effector proteins and secretion |
systems)

« Cell death and barrier disruption

attern recognition

* Recognition of PAMPs and
vita-PAMPs

¥Production of pro-inflammatory
cytokines (such as IL-6,
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nition * NLRP3 inflammasome activation
oc m;ﬂon { PAMP; / (which induces IL-1 production

pro-irfla;nméfory / _~and pyroptosis)
such asAL-6, IL-42 ard TNF) ) /] » Increased IFNJ production

Level of inflammatory response —»

Level‘of microbial threat —»

Blander et al.; Nat Rev Immunol (2012)



MUCOSA ORAL

ANergy N AL T 0 © X8 The Anthors
Jowrval complation © 208 Bactwell Munkogaand

OO0 DO TR i 20T 00810 s

Original article

Distribution of Langerhans cells and mast cells within the

human oral mucosa: new application sites of allergens ALTA D E N SI DAD D E

in sublingual immunotherapy?
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SPRAY

- Alcanza mayor area de mucosa oral
- Mayor captacion por las células presentadoras
de antigeno

DROPS SPRAY




SPRAY



APLICACION

EFECTO SEGUN LAS DISTINTAS LOCALIZACIONES
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Table 1. Comparative anatomic dissemination of the mucosal SIgA antibody response after

different routes of immunization

Upper respiratory
Lower respiratory
Stomach
Small intestine
Colon
Rectum

Genital tract
Blood

e
e

+/+++

Sublingual Nasal Oral
e -
+ to +++ -

- +/+++

- e
- +
- +
e -
e -

Curuburu et al. Vaccine, 2007;

Czerkinsky et al. Human Vaccines, 2011



COMPOSICION

MV130

e Bacterias enteras inactivadas

v Staphylococcus aureus (15%)
v Staphylococcus epidermidis (15%)
v Streptococcus pneumoniae (60%)

v Klebsiella pneumoniae (4%)
v Moraxella catarrhalis (3%)
v Haemophilus influenza (3%)

* Administracion perlingual <

* Excipientes



ESTUDIOS IN VITRO

Hipotesis
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ESTUDIOS IN VITRO

Hipotesis
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Immunomodulation and immune therapies

Research Article

Human dendritic cells activated with MV130 induce
Thl, Th17 and IL-10 responses via RIPK2 and MyD88

signalling pathways

Cristina Cirauqui’, Cristina Benito-Villalvilla’, Silvia Sdnchez-Ramon??,
Sofia Sirvent!, Carmen M. Diez-Rivero*, Laura Conejero’, Paola Brandi®,
Lourdes Herndndez-Cillero®°, Juliana Lucia Ochoa?,
Beatriz Pérez-Villamil®, David Sancho®, José Luis Subiza
and Oscar Palomares!
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RESULTADOS
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Research Article

Human dendritic cells activated with MV130 induce
Th1, Th17 and IL-10 responses via RIPK2 and MyD88
signalling pathways
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RESULTADOS

@ Proteccion contra
atégenos intracelulares
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MV130 induce la diferenciacion del linfocito T a Th1, Th17 y T regulador




Chinical & Experimental Inmunology

The Journal of Translational Inmunolagy

Clinical and Experimental Immunology

ORIGINAL ARTICLE d0i:10.1111/].1365-2249.2011.04320.X

Sublingual therapeutic immunization with a polyvalent bacterial
preparation in patients with recurrent respiratory infections:
immunomodulatory effect on antigen-specific memory CD4*

T cells and impact on clinical outcome

D. Alecsandru, L. Valor,

S. Sanchez-Raman, J. Gil, ]. Carbone,
J. Navarro, J. J. Rodriguez,

C. Rodriguez-Sainz and

E. Fernandez-Cruz

Clinical Immunalogy Unit, Immunology
Department, Hospital General Universitario
Gregorie Marafion, Departamento de
Microbiologia I, Universidad Compluiense de

Madrid, Spain

Summary

Recurrent respiratory tract infections (RR1'ls) are common clinical condi-
tions in individuals with alterations ol the immune [unction. A prospeclive

open pilot study in a cohort of patients with RRTIs has been performed to
assess whether sublingual immunization with a polyvalent bacterial vaccine
could exert an immunomodulatory effect on the antigen-specific immuno-

logical responses and have an impact on the clinical outcome. Seventeen

patients with RRTIs were recruited. An oral polyvalent bacterial preparation
(Bactek®) was administered to all patients daily for 6 months. Immunological
assessment was performed at baseline and at the end of immunization. Immu-
nological measurements included: T cell-specilic proliferations of CD3°CD4*

and CD37CD&" to Bactek® antigens, total immunoglobulin Ievels, antibodics
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Respuesta clinica a MV130

PACIENTE DIAGNOSTICO CLINICA

1 Inf Resp Recurrentes Neumonia

2 Hipogamma leve + Inf Resp Recurrentes Faringoamigdalitis rec.+Bronquitis

3 Inf Resp Recurrentes Faringoamigdalitis severas rec.

4 Conectivopatia indiferenciada.Inf Resp Rec. Neumonia

) Inf Resp Recurrentes Bronquitis recurrentes.

6 Def Selectiva IgA. Inf. Resp. Recurrentes Faringitis rec.

7 Inf. Vias Resp. Recurrentes Otitis rec. Sinusitis rec.

8 Def. Sel IgG4. Inf. Vias Resp. Rec. Neumonia

9 Inf. Vias Resp. Recurrentes Faringoamigdalitis recurrente

10 EPOC. Hipogamma leve Faringitis+Reagudizaciones frecuentes
Neumonia

11 Hipogamma leve + Inf Resp Recurrentes Bronquitis recurrente

12 Inf. Vias Resp. Recurrentes. Bronquiectasias |Faringoamigdalitis
Neumonia

13 Inf Vias Resp Altas Rec Bronquitis. Otitis. Sinusitis.

14 Tiroiditis Autoinmune. Inf. Vias Resp Rec. Faringoamigdalitis

15 Def. Sel IgG4. Inf. Vias Resp. Rec. Faringoamigdalitis rec. Otitis rec.

16 Hipogamma leve + Inf Resp Recurrentes Bronquitis recurrente

17 Inf Vias Resp Altas Rec Faringoamigdalitis rec.

Herpes labial y nasal recurrente
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Respuesta clinica a MV130

PACIENTE DIAGNOSTICO CLINICA

1 Inf Resp Recurrentes Neumonia

2 Hipogamma leve + Inf Resp Recurrentes Faringoamigdalitis rec.+Bronquitis

3 Inf Resp Recurrentes Faringoamigdalitis severas rec.

4 Conectivopatia indiferenciada.Inf Resp Rec. Neumonia

) Inf Resp Recurrentes Bronquitis recurrentes.

6 Def Selectiva IgA. Inf. Resp. Recurrentes Faringitis rec.

7 Inf. Vias Resp. Recurrentes Otitis rec. Sinusitis rec.

8 Def. Sel IgG4. Inf. Vias Resp. Rec. Neumonia

9 Inf. Vias Resp. Recurrentes Faringoamigdalitis recurrente

10 EPOC. Hipogamma leve Faringitis+Reagudizaciones frecuentes
Neumonia

11 Hipogamma leve + Inf Resp Recurrentes Bronquitis recurrente

12 Inf. Vias Resp. Recurrentes. Bronquiectasias |Faringoamigdalitis
Neumonia

13 Inf Vias Resp Altas Rec Bronquitis. Otitis. Sinusitis.

14 Tiroiditis Autoinmune. Inf. Vias Resp Rec. Faringoamigdalitis

15 Def. Sel IgG4. Inf. Vias Resp. Rec. Faringoamigdalitis rec. Otitis rec.

16 Hipogamma leve + Inf Resp Recurrentes Bronquitis recurrente

17 Inf Vias Resp Altas Rec Faringoamigdalitis rec.

Herpes labial y nasal recurrente
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Sublingual therapeutic immunotherapy with a polyvalent bacterial prepara-

tion in preschool children with recurrent respiratory tract infections g;-,-;,._',,Fe
| Pel tecake
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Randomized, double blind, placebo-controlled study (EudraCT No. 2012-002450- 24) (ClinicalTrials.gov NCT01734811)

AlIM:
To assess the efficacy of immunotherapy with selected inactivated bacterial strains through the sublingual
route in the prevention of wheezing attacks (WA) in infants and preschool children.

Definition of wheezing attack:
An acute wheezing attack was defined as an episode of progressively worsening short-ness of breath,
coughing, wheezing and retraction, or any combination that lasted at least 6 hours without chest radiographic

abnormalities
Table 1. Demographical data.

Primary endpoint: All Active Placebo
n 121 62 58

- Reduction of WA during the twelve months of the study. Age (median) months 24 24 24

Secondary endpoints: Percentiles 25-75% 17.0-200  17.3-28.0 17.0-29.0

- Reduction of symptoms and medication intake during Range (months) 6.0-350  11.0-35.0 6.0-35.0

WA. Boys 70 37 33

- Reduced duration of WA. Girls o1 23 26

Treatment Follow-up
months -
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RESULTS

Wheezing attacks Duration of wheezing attacks Medication during wheezing attacks Symptams during wheering attacks
9 500 180
& 450 —
i 7 25% w0 o 52%
. 6 350 120
23 W m
4 = 80
200
¢ 3 150 0
2 100 an
J 0 n 0
®lacebo Active Placebe Active Plarehs Active laceto Active
Placebuy Aclive P Placzbo Aclive P Flacehn Achive P Placrha Active P
Medlan 5 3 «0.00CL Mzcdion d & UAEES ) Median 456 169 <0001 Medion 1bd gu u.oul
Perrentiles 25-700% 3070 2040 Prresnfiles 25-7%% G010 2095 Percenbil=s 25-75%  20505-7265A2 43031165 Prremnfiles 25-7%% 97 3-25973 1951747

Safety: there was no side effect related to active treatment.
Side effects happened in 11 patients both in placebo and active group: mouth sores, vomiting, urticaria and
convulsive crisis (1 patient from the placebo group).

CONCLUSIONS

Immunostimulation with these selected inactivated strains of bacteria is safe and can
be successfully used in infants and preschool children in order to prevent recurrent
wheezing attacks.




BACTEK B

INICIACION

(2x)
DEL DIA 1 AL 30

1 Frasco de 6 mL (10"9 B/mL)
Cada pulsacion dispensa 0,1 mL
Dos pulsaciones diarias.

Duracion del tratamiento (1 frasco):
1 mes.

PAUTA CONVENCIONAL
Dosis maxima

P

(2x) (2¢)
DELDIA30ALG60  DEL DIAG0AL 90
\ \‘.

2 Frascos de 6 mL (109 B/mL)
Cada pulsacion dispensa 0,1 mL
Dos pulsaciones diarias.

Duracion del tratamiento (2 frascos):
2 meses.

COMPOSICION
Bacterias

COMPOSICION

Moraxella catarrhalis
Klebsiella pneumoniae
Staphylococcus aureus
Haemophilus influenzae
Streptococcus pneumoniae
Staphylococcus epidermidis




e Efecto Inmunoestimulante
e Seguro (bacterias inactivadas)
e Rapidez de accion (desde el inicio del tto)
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The role of adenotonsillectomy in the
treatment of primary nocturnal enuresis
in children: A systematic review

Kyle Jeffrey Lehmann ', Ralph Nelson ', Dawn MacLellan,

Peter Anderson, Rodrigo L.P. Romao
Summary

Introduction

Primary nocturnal enures’s (PNE) s a challenging condi-
tion for physicians, patients and families. Although the
etiolegy remains unclear, sleep-disordered breathing
(SDB) and sleep apnea have been suggested to play an
important role. Recent research has suggested a potential
therapeutic benefit of adenotonsillectomy (TEA) and
surgical management of upper airway cbstruction in the
treatment of PNE.

Objective

The aim was to conduct a systematic review of relevant
literature to determine the effectiveness of TRA in
treating children aged 219 years with PNE.

Study design

This was a systematic review using a comprehensive
electronic search sirategy that Included Pubmed, Embase,
CINAHL, Cochrane Library, conference proceedings, and
the gray literature up to July 2015. We included all studies
of children aged 2-19 years with PNE and SDE who un-
derwent TEA. The primary outcome was resolution of PNE
following surgery. Observational studies and randomized
trials were reviewed. Risk of bias assessment and meta-
analyses of included studies were perfermed.

Results

We screened 3254 ctations; following title and abstract
screening, 42studies were selected for full-text screening by
two independent reviewers. We included 18 studies (890
patienrts) in our final analyss. All studies were observational
and oaly one InCluded a control group. Meta-analysis of
proportions of all (18) studies revesled a pooled complete
resolution rate of 51X (43-60%), with significant heteroge-
nelty among studies (IF = 82.2%). Partial resolution was seen
in 20% (14-27%), with similar heterogeneity to the complete
resolution group. Sensitivity analysis Including onty studies
with 2 low risk of bias and with patients >5 years (n = 244
patierts) yielded a complete resolution rate of 435 (36-49%)
with minimal heterogeneity (F = 0%; figure).

Conclusion

In our systematic review, TRA resulted in improvement of
noctumal enuresis in more than 60% of patients, with
complete resolution rates n excess of S0%. Findings were
persistent on meta-analysis focused only on studies
including older patients (>5 years) and those with short
follow-up after surgery (<3 months), which imply a higher
Cure rate than would be expected based on natural history
alone, The limitations of this review include the lack of
controlled trials, the overall qualty of the evidence
reviewed and the heterogeneity between included
studies. The role for systematic investigation and treat-
ment of sleep disorders In patients with PNE should be
scrutinized further, since 2 near 50X complete resolution
rate for PNE may be expected with TRA in some settings.

- La enuresis nocturna mejora en un 60% de los

hinos adenoamigdalectomizados para el
tratamiento del SAHS
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