ences (1999), 1, 47-50
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1991). Two weeks later he was clinically unchanged. CT
scanning revealed a soft tissue mass encroaching the
external canal, with erosion and osteomyelitis of skull
base (Figure 2a). He was admitted and given IV
ciprofloxacin 750 mg twice daily, ceftazidime 1 gm thrice
daily (Kimmelman and Lucente, 1989), glibenclamide 5
mg and metformin 500 mg twice daily. Seven days later
a gallium scan revealed accumulation of activity in the

affected area (Figure 3a).

In view of the extensive osteomyelitis,
discharge and previous reports of the use of HI
in this disorder, the patient was referred to
Oman Navy Base, at Wudham, for adjunctn
There he received HBO at 1.8 bars for 90 mu
for 30 days. He continued the antibiotics and ¢
medications as before. During treatment, the ez
gradually diminished and stopped complete
days.

Figure 1. Granulation tissue is seen at the junction of the cartilage and bonyexternal canal.

(a)

f 1

(b)

Figure 2(a) and 2(b). CT scans showing (a) soft tissue swelling with underlying osteomyelitis of the right petrous
before treatment; (b) Five months after completion of the hyperbaric oxygen therapy there was complete resolution o
abnormalities and marked improvement of the underlying bone.
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| freatment no localised accumulation is seen.

icharge, swelling or granulation tissue. Antibiotics
fe stopped two weeks later. Repeat CT and gallium
ns showed healing of the osteomyelitis (Figures. 2b
| 3b). He remains asymptomatic two years after
ipletion of treatment.

Discussion

The diagnostic criteria for malignant otitis externa are
etes mellitus with external otitis, granulation tissue at
Junction of cartilage and bone and Pseudomonas
iginosa. All were present 1n our patient.

i

vasive disease in malignant external otitis usually
1S at the junction of cartilage and bone in the external

L]

L The infection spreads into the temporal bone along

, torini’s fissure. The infection may spread towards
Kull base involving the jugular foramen causing
ple cranial nerve involvement, cavernous sinus
1bus and meningifis. The pattern of spread is usually
and progressive. Invasion of the central nervous
L often leads to death (Samarellou, 1992; Evans and
Han, 1994). In our patient the granulation tissue had
4 bone erosion and osteomyelitis of temporal bone,
O1ds and part of the skull base (Figure 2a). It was
SUNg to note that inspite of impending fatal
Heations, the patient’s general condition was
Bingly ¢00d, he was ambulatory and initially
g admission,

!:_..J_ ® 3. Gallium scan posterior view: (a) before treatment showin

ompletion, he was asymptomatic without evidence of

49

g localised uptake on the right: (b) Eight weeks after completing

Why diabetics are more susceptible to this particular
infection is unclear. Possibilities include diminished
polymorphonuclear chemotaxis and phagocytosis and
attenuation of neutrophil antimicrobial polypeptides by
high levels of advanced glycation end products (Schmidt,
Yan and Stern, 1995).

HBO was given as an adjunctive therapy to our
patient in view of his extensive and life threatening
osteomyelitis. The response was dramatic with rapid
reduction of the soft tissue swelling and gradual
disappearance of the purulent ear discharge. Complete
resolution of the infection was subsequently confirmed by
repeated gallium and CT scanning. We cannot however
exclude the possibility that high doses of antibiotics
would have had the same beneficial effect on their own
but we followed the advice of Davies et al. (1992) who
advocate HBO therapy in recurring or advanced cases of
malignant external otitis. Experimentally HBO is

bacteriostatic for pseudomonas and in addition it may ”
improve neutrophil function by reversing local hypoxia
thus increasing free radical production and the rate of

killing of some bacteria by phagocytosis (Timbles and
Edelsberg, 1996).

Whatever the mechanism the introduction of HBO
treatment was apparently beneficial in this clinical setting.
We would advocate its adjunctive use in patients with
resistant osteomyelitis. Furthermore diabetic patients
with an apparently simple external otitis should be treated
aggressively with antibiotics particularly if granulations
are present until culture results are available.
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