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though it might be justified if the test was available on an ad hoc
basis for the few patients in whom a previous decision has been
made that prescribing would be based solely on the outcome of the
test. This would result in little use and be uneconomical for the
average group practice because of quantity and shelf life.

.In the treatment of uncomplicated sore throat our priorities
must include reducing overall prescribing rates and avoiding
indiscriminate use of broad spectrum antibiotics. Despite recent
reports of isolated outbreaks ofcomplicated streptococcal infections
from the United States27 28 there is good evidence from studies in the
United Kingdom that antibiotics have a limited role in preventing
glomerulonephritis and rheumatic fever.29 30
While improvements in the sensitivity of rapid antigen tests

would be valuable to doctors who seek diagnostic precision, clinical
assessment based on a combination of symptoms and signs remains
an acceptable alternative.

We thank the participating general practitioners and practice nurses;
Mr Ian Rogers of Abbott Diagnostics Ltd; and the Wessex Regional Health
Authority for financial support.
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Survey of general practitioners' treatment of the discharging ear
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Abstract

The prescribing habits of all (401) general practitioners in the
North Staffordshire health district for the treatment of otorrhoea
was ascertained by questionnaire; 301 (75%) responded. Of
those, 198 (66%) would not give topical treatment when the
tympanic membrane was perforated. Only 41 (14%) would give
topical treatment in cases of discharging grommets. Although
there is a theoretical risk of ototoxicity to aminoglycosides in
topical preparations, this is the most effective medical treatment
and is the standard teaching advocated in specialist textbooks
and practised by otolaryngologists.
The results of the survey suggest that there is undue concern

about possible ototoxicity and a degree of confusion in the
management of this common clinical condition.
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Introduction

Both the general practitioner and the otolaryngologist commonly
see and treat patients with a discharging ear. This condition occurs
in, for example, otitis externa, active chronic suppurative otitis
media with a perforated tympanic membrane, and cases of infected
grommets.
The standard medical treatment recommended by all recognised

textbooks of otolaryngology is adequate aural toilet and periodically
instilling a topical preparation containing an antibiotic and steroid
solution.' 2 The use of systemic antibiotics is invariably ineffective as
chronic infection results in fibrosis, so preventing adequate con-
centrations of antibiotic reaching the site of disease.3
The otolaryngologist who is confronted with a case of otorrhoea

secondary to a tympanic membrane defect and infection will follow
the guidelines laid down in the standard textbooks. The treatment
includes instilling a topical preparation, despite the theoretical risks
to the inner ear from the use of potentially ototoxic aminoglycosides
in the solution.4
The number of requests that we have received from general

practitioners asking for advice about the most effective method of
treating otorrhoea suggested there was some confusion about the
correct management.
We therefore decided to find out how a population of general

practitioners treated the discharging ear and what were the attitudes
that influenced treatment.
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Methods and results

Questionnaires were posted to all general practitioners (n=401) in the
North Staffordshire health district; 301 (75%) replied. Questions included
the type of treatment given, whether topical, systemic, or a combination of
both, and the specific preparation prescribed. General practitioners were
asked if they would use a topical preparation in patients who also had a
perforation or infected grommets.
Of the 301 doctors who responded, 214 (71%) said they would treat the

condition with a combination of systemic antibiotics and topical prepara-
tions. Topical preparations were used by 29 (10%) and systemic antibiotics
alone by 57 (19%). Amoxycillin (150) and ampicillin (31) were the most
commonly prescribed antibiotics, cotrimoxazole (24) being the next popular.
The topical preparation containing polymyxin, neomycin and hydro-
cortisone was prescribed by 175 of doctors followed in frequency by
triamcinolone, neomycin, and benzocaine by 41.
A total of 198 (66%) general practitioners would not prescribe topical

treatment when there was a perforation, and 101 (33%) would. In cases of
infected grommets 256 (85%) would not give topical treatment compared
with 41 (14%) who would; 226 (75%) were concerned by the possibility of
ototoxicity of topical treatment when there was a perforation.

Discussion

A large proportion-three fourths-of general practitioners
participated in the survey, and there is nothing to suggest that the
results are not representative of most practices throughout Britain.
It seems that the management of the discharging ear in general
practice is very different from the treatment advocated by the
standard textbooks on the subject.
Only a third of the doctors were prepared to use ear drops when

there was also a perforation and even fewer (14%) in cases of a
discharge due to an infected ear with a grommet in situ. Of the 191
who would not prescribe topical treatment when there was a
perforation, 154 (80%) were concerned about ototoxicity. And of
the 250 who did not treat cases ofdischarging grommets with topical
preparations, 204 (82%) were concerned about ototoxicity.

Although there is a theoretical risk of ototoxicity when an
aminoglycoside is used and there is a perforation, the cases that do
occur excite enough interest for them to be yeported separately.5
Prescribing information is available to general practitioners from
various sources including the British National Formulary and the
Monthly Index of Medical Specialities. At present each provides
conflicting advice. The first states that, "Aminoglycosides and
polymyxins are potentially ototoxic when used topically in the ear,

and are contra-indicated if the oval or round window membranes are
known or suspected to be perforated."6 We suspected that many
readers were confusing the reference to the oval and round window
membrane, a perforation of which is rarely seen in general clinical
practice, with the tympanic membrane. The Joint Formulary
Committee accepted that this was misleading and the sentence
would be revised (personal communication). The text, however,
continues, "If the eardrum is not intact it is probably unwise to use
an aminoglycoside in the ear."6 We also suggested that this too
should be amended to concur with the advice given in MIMS,
which states, "Topical aminoglycosides carry a slight risk of
inducing hearing loss, but this should be weighed against potential
hearing loss from chronic infection."7
We emphasise that before any topical preparation is applied the

ear canal should be thoroughly cleaned of debris and discharge as it
is useless to pour drops down the ear canal and expect them to come
into contact with the inflamed middle ear mucosa. The trend among
otologists is to use one of the many topical preparations containing
an antibiotic, fungicide, and, of greatest importance, an anti-
inflammatory steroid. These preparations have tended to replace
iodine and boric acid powder, which has been in use for many years.
The findings of the survey highlight the confusion in the

management of this common condition and suggest that a high pro-
portion of doctors are unduly concerned about potential ototoxicity
when the discharging ear also has a perforation and thus withhold
topical treatment.

We thank all those medical practitioners in the North Staffordshire health
district who participated in the survey.
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ONE HUNDRED YEARS AGO

The proposal of the Chancellor of the Exchequer to impose new duties on
horses and vehicles naturally provokes opposition. Taxes which increase the
expense of locomotion are not only irksome to those who have to pay them,
but they increase the cost of articles-especially heavy ones-which have to
be moved from one locality to another. The answer to objections to the
proposed new taxes is that the maintenance of roads necessarily involves
expenses, which have to be defrayed from some source, and that it is fair that
those who use and wear out the roads should contribute to some portion of
the cost of their repair. Such an answer is weighty, and it seems impossible to
deny that in principle the proposed taxes are fair enough, though their
incidence, unless modified, seems likely to be unequal. Many different
interests have made themselves heard, each with the object ofshowing that it
is entitled to some relief or exemption, and at present the question as to what
exemptions, if any, are to be allowed is still undetermined. We notice,
however, with satisfaction that Mr. Goschen seems disposed to view
favourably the claims of professional men; and that two classes, namely,
country clergymen and doctors, on whom the proposed taxes would press
heavily, seem to have a chance of obtaining relief.

It has been rightly urged on their behalf that they use horses not for
pleasure, but as a part of the outfit necessary for carrying on their profession,
and that a tax on such things is unfair. It is admitted on all hands that things
necessarily used in a trade or business should, if possible, be exempt from
taxation, and, as regards carts and horses, Mr. Goschen has from the first
proposed that those used for farm purposes, though usually heavy, and
therefore destructive to the roads, should be untaxed. The case for the

county doctor seems at least as strong. There his vehicle is used to convey not
goods but himself, but he is required to travel for the benefit ofother people,
and his carriage, being light, does not cause very much wear and tear to the
roads. Most practitioners, if they had their choice, would probably prefer to
be visited by their patients in a consulting-room rather than to be obliged to
drive long distances, often in bad weather, to see them at their own homes.
No one, as far as we are aware, has disputed, or can dispute, that carriages

so used by professional men are not generally used for pleasure, and few
would object to their claim to partial, if not total, exemption from the
proposed taxes. We are glad to be able to point to a precedent which shows
that such claims are legally recognised as valid. By the Income Tax Act of
1853, in assessing the duty chargeable in respect of any public office or
employment, "the expenses of travelling in the performance of the duties
thereof, and of keeping and maintaining a horse to enable" the person
chargeable "to perform the same," are to be deducted before the income
chargeable is ascertained. It is, therefore, clear that in some cases locomotion
is considered by law as a matter of expense, to be deducted before a man's
earnings are ascertained. In fact, and in the public estimation, a doctor's
carriage is generally as much a part of his professional outfit as his
instruments or his library. According to modern economical science, taxes
should not be imposed on such things, and we venture to hope that Mr.
Goschen will be able to carry out his half expressed intention, and to give to
struggling professional men the exemption which they need, and which, on
principle, they ought to have.

(British MedicalJournal 1888;i:71 1)
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