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Symptoms of Pediatric Sinusitis:

Cough, halitosis, mouth-breathing
Fever =100°F
Purulent nasal discharge (anferior shinoscopy)
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There are many pitfalls in accurarely diagnosing
acute bacterial sinusits, one being overlaps with oth-
&r upper respirstory wact dizgnoses (allergies, viral
infections, idiepathic rhinitis, fungal disease, neo-
plastic processes). The disgnosts of sinusiris is often
presumpiive and reatment is empirical, which pre-

rare.*% Many factors may predisposs an individual
to sinusids (Tabla 1. Racent evidenca shows that
viral upper respiratory tract infections (URTIs) and
pharyngeal colonization with group A smeptococci
predispose children to acute bacterial sinusitis ¥ Tt
may be appropriate to selact sntibiotics that are also
effective agamst group A sweptococci, because Sirgp-
tococcus pyogenes mav be a concurrent infection in
15% to 20% of children ¥

The maxillary, fronral, ethmoeid, and sphenoid si-
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kified on the basis of duration of
atomic lpcation. Acute simusitis
bz a5 4 weeks 12 Subacute sinns-
moderats symptoms that are pres-
ks, Chronic sinusids persists for
ks and often has a pathophysiol-
b that of acute sinnsitis. 1 Chronic
an ongoing inflammation charac-

Ethmoid cells,

ter for Health Statistics anmual sury
1 in 5 Americans has symptoms related to sipus dis-
exse and nasal allergizs bur does not sesk medical
attention.!” Because many individuals do not seek
medical help for this condition, the acmal number of |
individuals affected may be mnch higher Those who
seek freatment account for an estimated 16 million
office visits pervear. %% More than $2 billion is spent
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