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Objectives of the lecture

« To clarify the role that anatomy and physiology plays

In the pathogenesis of sinusitis.

. * Todifferentiate the different forms of sinusitis

" e To interpret correctly the radiological findings

| * To prescribe the appropriate therapy for the patients

To get updated In surgical managements



-

=1y

Mrium

westinu e

fdidili
ek

IE

e

I
oy aal arfice o Ul

0 (IThE

— TG C

Wabea

FLidln Emmce

W E
okl En

— e

- L



EThm maxill.-present at
i birth

Sphenoid - age of 5 yrs
| Frontal - age 7-12 yrs
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Patho-mechanism of infection

Sinuses are sterile
Nose and nasopharynx > bact. & fungi

Drainage + ventillation > clearance > iM

Predisposing factors

-viral URT]I 3 mucosal oedema ) bact.
-allergic rhinitis . ostium close >~ Infect.
-anatomical ... no ventill.,no drain./

X

Dental origin, trauma...



Pathophysiology of ostium obstruction

Ventilation ¥

Change in comp. & pH
of secr. +mucosal gas
metabolism

Secretion T &
stagnate

Sec. bact. infection &
mucosal oedema

Drainage \!

Mucociliary function y
& demage



Bits & Pieces

e Most infﬁéctions Involving nose and paranasal
sinuses are VI RAL URTI.

e 6-8 times URTI annuall)( In children — 5-13%
complicated with acute bact. sinusitis

« 80 % of bact. sinusitis is the result 6f prevmus
viral URTI b



Bits & pleces

» 31 million pts in USA has sinusitis annually
* URTI- most common disease in ERs

» 2% of URTI-s develop acute bact. sinusitis
* Challenge is to differentiate between

'URTTI & allergic rhinitis & bacterial sinusitis

+ 5 billion USD spent on medical therapy

» 60 billion USD for surgical treatment
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".:j “ Acute, ( < 30 days, symptoms resolve completely)

Subacute, (30-90 days, symptoms resolve completely)
| _~ Chronic, (>90 days, eg. cough, discharge, obstruction)
Recurrent acute, (acute episodes but disease free

intervals of min 10 days)

~  Acute on chronic, (no disease free intervals)

e




Pathogens involved:

In adults:

In acute- Streptococcus pneumoniae and Haemophilus influenzae

In chronic- infecting organisms are variable, and a higher incidence of
anaerobic organisms is seen (eg, Bacteroides, Peptostreptococcus, and
Fusobacterium species).

*In children:

similar + Moraxella catarrhalis.
Staphylococcus aureus is an occasional finding.

-In systemically impaired hosts:

Candida, Aspergillus, and Phycomycetes may be the cause.

Risk factors: diabetes mellitus, cancer, hepatic disease, renal failure,

burns, extreme malnutrition, and immunosuppressive diseases.



History:

‘Presentation of sinusitis is of ten nonspecific.
‘Patients may present with a persistent cold.

*Most complaints are related to the involved sinus.
-Common complaints are nasal congestion, purulent
discharge, and facial pain with headache.

‘Pain is often exacerbated by leaning forward or any
head movement, reproducible by percussion, pressure.
‘Patients may complain of retro-orbital pain if the
ethmoid sinus is involved.

Some patients complain of dental pain or alteration in

smell.



Bits & pieces Ethm., maxill.-present at
birth

to consider in children Sphenoid - age of 5 yrs
Frontal - age 7-12 yrs
*Most URIs last 5-7 days.
-By 10 days, the URTI almost always improves.
*Most rhinoviral infections improve within 7-10 days so the complaint
of persistent or worsening symptoms may indicate a developing
bacterial sinusitis.
-Daytime cough and persistent nasal discharge.
-Facial pain and headache are rare in children.
*Occult chr. sinusitis (7-12 yrs)
- sec. disease of bronchi & lung (Sinobronchial sy).
- developmental problems & disorders
- unexplained fever
- disorders of stomach & intestine
*Mucoviscidosis , Cartagener' s sy



Physical:

‘Purulent secretions in the middle meatus

(highly predictive of maxillary sinusitis). |
-Fever is seen in fewer than 2% of individuals with

sinusitis. ¢.® o~

‘Facial tenderness to palpation or pressure is present.
*Complete opacification of sinus on (Transillumination)

IS present.



-Sinus C(Splr'a‘l'lon (gold standard bu’r I
invasive, painful, time-consuming
and not feasuble.)

-Clinical hx, signs and symptoms
(rhinoscopy, nasal endoscopy)

(Clinical dg. in uncomplicated cases °.
is enough !l)

‘Plain X-rays & Transillumination

(limited use, false neg. 40%, only
maxill. sinus can be judged,

positioning young children” s head
is difficult.)




b *persistant, chronic, recurrent symptoms
e /daytime cough, post-nasal drip, fever,
purulent discharge chronic/

*complication
*surgery

(extremely sensitive > over diagnosis !ll)

Can NOT stand alone as diagnostic evidence

W -MRI (if intracranial spread)




/Therapy

URTI- viral! & (.Allergic rhinitis-allergy!
Acute bacteriai:

antibiotics (adequate dose! & antibacterial spectral
_f culture & sensitivity)

decongeétants (topical, systemic),
antlhlstammes saline Irrigation, mucolytics,
Vitamin{C, homeopathic medicings, Zinc nasal

gel, Echinacea preps.

Recurrent ajcute & Chronic:

above + risk factors!+ predisposing| factors

Considefr ENT appointment!
)

|




AB use in USA

Acute non-complicated bacterial sinusitis
Amoxicillin 45 or 90 mg/kg/d in 2
risk factors for resistance- previous use of AB
- attandance to daycare
- age< 2 yrs

In Amoxi allergy
Cefdinir
Cefuroxime
Cefpodoxime
Clarithromycine
Azythromycine
In Penicillin resistant Streptococcus pneumoniae
Clindamycine




AB use in USA

Prev. AB, or no improvement to AB, or severe symptoms
Amoxicillin + Clavulanic acid
or
Cefdinir
Cefuroxime
Cefpodoxime
Ceftriaxone
Trimetroprim + sulfamethoxazole
No improvement for 2" AB th.
Ceftriaxone i.v.
Cefotaxime i.v. Consider ENT appointment.
In Complications
Ceftriaxone i.v.
Cefotaxime i.v.
Vancomycine
Ampicillin + Sulbactam




Complications

Soft tissue swellmg (upper eyelid-frontal, lower'-
ethmoid, cheek- maxullary) |

Orbital (periorbital oedema, phlegmone, superiosTeal-,
intraorbital abscess) |

Intracranial (epi-, subdural-, brain abscess,
cavernosus sinus frombosis, meningitis)

Osteomyelitis of frontal bone (Pott' s puffy tumor)
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EE8S

unctional ndoscopic inus urgery

*Minimal invasive surgical technique to
restore ventillation, drainage and
normal function of the paranasal
sinuses.

A



Indication of FESS

in patients in whom medlcal therapy has failed
in case of:

»chronic infective sinusitis
*acute on chronic sinusitis
‘recurrent acut infective sinusitis
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Summery

-How anatomy and physiology plays in the

pathogenesis of sinusitis.

‘Different forms of sinusitis.

‘Use of radiologic imaging.

-Recommended therapy of the different forms.

-Updates in the surgical managements.

A



Thank you



	Objectives of the lecture
	Patho-mechanism of infection
	Pathophysiology of ostium obstruction
	Bits & Pieces
	Bits & pieces
	Therapy
	AB use in USA
	AB use in USA
	Complications
	Summery
	Thank you

