


Case Report 
AN OVERLOOKED CASE OF PEDIATRIC CHRONIC MASTOIDITIS PRESENTING WITH SUBTOTAL PERFORATION: A CASE REPORT
Abstract:
Chronic mastoiditis is rare in children due to early treatment of otitis media. We report a 13-year-old female with chronic suppurative otitis media, mastoid sclerosis, and subtotal tympanic membrane perforation presenting with persistent ear discharge. Audiometry showed mild hearing loss, and CT revealed mastoid sclerosis. Preoperative findings of hypokalemia and ECG changes posed anesthetic challenges. She underwent right cortical mastoidectomy with tympanoplasty. This case underscores the importance of timely diagnosis in pediatric otitis media, the role of multidisciplinary care, and the contributions of clinical pharmacists in perioperative management.
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Introduction
Chronic suppurative otitis media (CSOM) remains a major cause of preventable hearing loss worldwide, particularly in developing countries¹². In children, early recognition and management usually prevent progression to mastoiditis. Mastoid sclerosis with subtotal perforation in this age group is rarely reported and represents delayed disease progression³⁴. Perioperative electrolyte and cardiac assessment are vital, as untreated disturbances can increase anesthetic risks⁵. Tympanoplasty in children carries variable success rates due to Eustachian tube dysfunction and recurrent infections⁶. We report a case of pediatric chronic mastoiditis with unique perioperative considerations and highlight the role of clinical pharmacists in ensuring patient safety.
Case Presentation
A 13-year-old female presented with right ear pus discharge for three months. The discharge was intermittent and associated with episodes of upper respiratory tract infection, relieved temporarily with medications. There was no history of tinnitus, ear fullness, nasal obstruction, recurrent sneezing, or significant hearing loss. Past history revealed similar episodes in childhood. Menstrual history was normal. No comorbid illnesses or surgeries were reported.

General Examination: Patient was conscious, oriented, afebrile, with stable vitals (PR 79 bpm, BP 130/70 mmHg, SpO₂ 98%, RR 18/min). No pallor, icterus, cyanosis, pedal edema, or lymphadenopathy.

ENT Examination: Right ear showed subtotal tympanic membrane perforation with mastoid tenderness; facial bone intact. Left ear, nose, throat, paranasal sinuses, and neck were clinically normal.
Laboratory Investigations (Table 1)
This table summarizes the baseline hematological, biochemical, and electrolyte parameters chronic mastoiditis.
Table 1. Laboratory investigation results of the patient

	Test
	Result
	Reference Range
	Interpretation

	WBC
	13 × 10³/µL
	4–11 × 10³/µL
	Mild leukocytosis

	Hemoglobin
	12 g/dL
	12–16 g/dL
	Normal

	Platelets
	401 × 10³/µL
	150–400 × 10³/µL
	Slightly elevated

	Na⁺
	137 mEq/L
	135–145
	Normal

	K⁺
	3.2 mEq/L
	3.5–5.0
	Low (Hypokalemia)

	Cl⁻
	110 mEq/L
	98–107
	Mildly elevated

	Bilirubin (Total)
	0.44 mg/dL
	0.2–1.2
	Normal

	ALP
	173 IU/L
	44–147
	Mildly elevated

	RBS
	93 mg/dL
	70–140
	Normal

	Serology
	Non-reactive
	-
	Negative



CT scan of the temporal bone showed sclerosis of the right mastoid air cells and chronic mastoiditis, with intact facial bones and normal inner ear structures. Pure tone audiometry revealed mild conductive hearing loss in the right ear (31.6 dBHL) and minimal loss in the left ear (21.6 dBHL). Laboratory investigations (Table 1) showed leucocytosis (WBC: 13 × 10⁹/L), mild hypokalaemia (K⁺: 3.2 mEq/L), and normal liver and renal function tests. ECG findings revealed sinus arrhythmia, short PR interval, and T-wave inversion in leads V1–V2, which posed anesthetic concerns.
The patient was planned for right cortical mastoidectomy with tympanoplasty. Pre-operative and post-operative medications (Table 2) included antibiotics, antihistamines, analgesics, gastroprotective, and topical otic drops. The patient tolerated the surgery well, with close monitoring of electrolyte correction and cardiac rhythm.
Pre-operative management: Hypokalemia corrected with oral potassium supplements; ECG monitored. Patient assessed and cleared for anesthesia.
Treatment Plan (Table 2)

This table details the pharmacological management including antibiotics, analgesics, antihistamines, gastroprotective, and ear drops prescribed during perioperative care.
Table 2. Pre-operative and post-operative medications administered
	Medication
	Dose
	Frequency
	Indication

	Cap. Amoxicillin
	200 mg
	1–1–1
	Infection control

	Tab. Cetirizine
	10 mg
	0–0–1
	Allergic rhinitis relief

	Tab. Paracetamol
	500 mg
	TDS
	Analgesic/antipyretic

	Tab. BCT (B-complex)
	1 tab
	OD
	Nutritional support

	Tab. Ranitidine
	150 mg
	BD
	Gastric protection

	Ofloxacin + Dexamethasone ear drops
	3 drops
	TDS
	Local infection/inflammation



Surgical Procedure: Right cortical mastoidectomy with tympanoplasty under general anesthesia. Intraoperative findings confirmed sclerosed mastoid cells and subtotal perforation. Tympanoplasty was performed using temporalis fascia graft. No intraoperative complications noted.

Post-operative management: Continued antibiotics, analgesics, gastric protection, and ear precautions. The patient was counseled regarding ear hygiene and follow-up for graft uptake and audiological improvement.
Discussion
This case demonstrates an overlooked pediatric chronic mastoiditis that progressed to mastoid sclerosis and subtotal tympanic membrane perforation. Pediatric mastoidectomy is less frequently reported due to early intervention in acute otitis media⁷.

The uniqueness of this case lies in:
- Pediatric age with mastoid sclerosis: A rare delayed presentation⁸.
- Subtotal perforation: Associated with higher risk of hearing impairment and recurrence⁹.
- ECG abnormalities and hypokalemia: Increased perioperative risks, highlighting the importance of preoperative optimization¹⁰¹¹.
- Surgical management: Cortical mastoidectomy with tympanoplasty is challenging in children due to smaller anatomy and higher risk of graft failure¹².
- Public health aspect: Delay in ENT referral after recurrent childhood infections may contribute to chronic mastoiditis¹³.

Pharmacists played a key role in optimizing medications, preventing drug interactions, correcting electrolytes, and ensuring safe perioperative management¹⁴–¹⁶.
Conclusion
This case emphasizes the need for early recognition and timely treatment of pediatric otitis media to prevent complications such as mastoid sclerosis and subtotal perforation. Preoperative detection and correction of electrolyte abnormalities and ECG changes are crucial to reduce surgical risk. A multidisciplinary team approach, including the active involvement of clinical pharmacists, enhances patient safety and improves surgical outcomes. This case also underlines the importance of community awareness, routine screening for childhood ear infections, and preventive measures to avoid long-term sequelae.
Pharmacist’s Role
- Reviewed patient’s medication history and ensured rational antibiotic selection.
- Monitored potassium correction and advised on safe perioperative supplementation.
- Prevented ototoxicity by avoiding aminoglycosides in topical therapy.
- Counseled patient and family regarding medication adherence, post-operative ear care, and follow-up.
- Coordinated with ENT surgeon and anesthetist to optimize perioperative safety.
Consent and Ethical Considerations
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