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v" Diagnostic Testing:

Diagnosis requires objective evidence of mucosal disease, usually with rhinoscopy and nasal
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v" The goals of medical therapy for acute and chronic rhinosinusitis are to-
* Control infection = e g2 oake 15l
* Reduce tissue edema
* JFacilitate drainage
* Achieve and maintain patency of the sinus ostia L |
* Limit antibiotic treatment to those who may benefit 2\ a\ FEATA RN

* Break the pathologic cycle that leads to chronic sinusitis

lreatment:
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/" Acute rhinosinusitis:

,__'] Symptomatic treatment is the mainstay of therapy.

* Management of nonbacterial rhinosinusitis (for symptomatic relxef) ConaStio RN Su <o

5] Nasal decongestant spray (use no more than 3 —9@266;“}5 ) ; e auold poutsd /[ tolern®
»| Oral decongestants may also aid in nasal/sinus patency _

> Irrigation of nasal cavity with saline & steam inhalation (increase mucosal moisture)

5w,p\—oMJJ Suppufh& F""&Lé Uor P

*  Acute|bacterial rhinosinusitis;

- » Decongestants & antihistamines: not recommended (can dry mucosa & disturb clearance of

mucosal secretions)

24 :
> Intranasal saline irrigation https://y outu. oe/xodtPleoUZU D VLt Csvtg B

LE Mucolytics (eg, guaifenesin) may be used to decrease the viscosity of nasal secretions
D)

> Intranasal corticosteroids: recommended only for patients with a history of allergic rhinitis.
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| ) ‘?AO’HNSI‘ guidelines: watchful waiting, without antibiotics (amoxicillin), unjess SymMPE——
/ fail to improve within 7 days.

her ] { £ t, without watchful o
._112&\ guidelines support amoxicillin-clavulanate as ﬁrst-lmc lrcqtmen s . s s 2

waiting. @zg&—mst’ncéﬂt’ﬁ@ b 3ed Wedr“‘}’?g’ At vack eriad

_— e > 10 days) orf
* Empiric antibiotic therapy is indicated only for severe persistent symptoms (—JA/VL

/ failure of'symptomaticjhe@gy@ rckeried &;ﬁ;}\pwé \;P'Jd V=

- tibiotics are
/ - = First-line therapy: amoxicillin-clavulanate (875 mg/ 125 mg PO q12h). No other an
I recommended as first-line for initial empirical therapy.

|
ofloxacin) may t‘we used as : k}ej

- Doxycycline or a respiratory fluoroquinolone (e.g., moxifloxacin, lev i)

— ’ . . . gx,‘a“‘\/\.’
‘alternative therapy in case of B-laclam allergy_pwm&ﬂl_fﬂﬂ'—l& (e

therapy (high rates of resistance).

/ | « TMP-SMX & macrolides: not recommended for empiric

stance).

« (Cephalosporins are no longer recommended as monotherapy (variable rates of resi et
' J\s)s 2 cs b (a0 Sl\uﬁmbunU\ 60)()"(_’5\{9@‘0 Q{’JP' i‘ié
| .m:e.} : ' ! l_,Ls.;l’,u '«/a,.SJJM Sqia\(ue.,h c;w@lbbil,»e (fU ] ’,
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High-dose amoxicillin-clavulanate

7 20 [Hwice Jeu ly / Ugm ‘ba-/da.y

Regions of high endemic r

: : o » /Q
severe infection: systemic toxicity with fever of >39°C >sephic shed /sgptaCes
attendance at daycare |

age less than 2 or greater than 65 years
recent hospitalization

antibiotic use within the last month

VYV VYV YVYVYVY|

Immunocom
>

is preferred in the following situations:

: : - . eumoniae
ates (210%) of invasive penicillin-nonsusceptible S. pn

promised persons. _. _(.. ; '
Yegedowced R~ WJ! \ - *

The duration of therapy (acute bacterial rhinosinusitis) is 10- to 14-day antibiotic courses 1n
children. For adults, the recommended duration is only 5 to 7 days.

[ symptoms persist or worsen after 48 to 72 hours of appropriate antibi'otic therapy, then the
patient should be reevaluated and alternative antibiotics should be considered.
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Acute Sinusitis for Adult and Pediatric Patients Aigorithm y
' S Signs/symptoms lasting < 4 weeks Risk for Resistance . .
:lh?,:,&d::::m;:f: i A * Purlent nasal discharge - . . | *—Afltends daycare ‘fes\s\!(u(fjx‘ g
« 5 pm,?me S = Nasal congestion * Age S 2years or 2 65 years @(\QS& AB»
M catamhalis *  Fadal pain: | * —Recent-hospitalization = (i (‘v (&DS&
» H infuenza « Toothache ' _ * -Aatibiotic use within the 7 R)
* Fever Bk . -ast month
J/ : 's _Ilmmunocorpromised
Yes : ' ‘Sign and symptoms of sinus_itis: : > No
b 1&"\4-\5\’-”& c)(\'\»@/“ (‘J\ s
Dac}eﬁql //\mf Symptoms lasting 2 10 days without > No . >1 - Likely viral. Cansider other etiologies
improvement with OTC products . : \L
* Severe symptoms > 3-4 days
* Worsening symptoms or “double - J—MC—JM
sickening” *  NSAIDs/APAP
: ' - Steam inhalation, saline irrigation
» Oral: Pseudoephedrine (adults only)
* Topical: Phenylephrine, oxymetazoline
Yes >  Likely bacterial
y
JTA? DP),/I ) \S“" Risk for resistance or failed initial therapy 210 ay= Without Improyement
W l"\-4 l \L
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N\ \
Yes No
Augmentin® (High dose)

e Adults: 2,000 mg/125 mg BID

e Peds*: 90 mg/kg/day in 2 divided doses
Levofloxacin A

e« Adults: 750 mg QD

e« Peds*: 10-20 mg/kg QD

Clindamycin plus 3™ generation

e Peds”: clindamycin: 30-40 mg/kg/day divided
q 8 hours plus cefdinir 14 mg/kg daily

Plus symptomatic treatment

« Peds*: 45 mg/kg/day in 2 divided doses

‘Doxycycline
‘Levofloxacin

First Line e }

Augmentin® (Amoxicillin/clavulanate)
o Adults: 875 mg/125 mg BID

Beta lactam allergy
. Adults: 100 mg BID

e Adults:750mgQD
e Peds*: 10-20 mg/kg QD

noszl‘:i Sl{r\nupitg[réfgfﬁgjn;n / b PCJVL

*Maximum pediatric dose:
Do not exceed adult dose - s

Duration of therapy

Adults: 5-7 days
Pediatrics: 10-14 days

If no clinical response after 3-
-5 days on antibiotics consider
alternative therapy, resistant
3 . . Fal A
pathogens, or etiologies (SIS

Reference: Chow et al. IDSA Clinical Practice Guideline for Acute Bacterial Rhinosinusitis in Children and Adults Clin Infect
Dis 2012; 54:e72
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v" Chronic rhinosinusitis:
* Treatment usually includes topical and/ or systemic glucocorticoids.

* The role of antimicrobial agents is unclear. If they are used, amoxicillin-clavulanate is the
first-line treatment, with clindamycin for penicillin-allergic patients.
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‘ ﬁ_fl__tiplq;}csﬂand Doses for Acute Bacterlal Rhinosinusitis In Adults -
Antiblotic B T ™
initial Empirical Therapy o T
Amoxicillin-dlavulanate - Augmentin® 500 mg/125 mg orally three times daily, or 875 mg/ First line

— . 125 mq orally twice dally o=
Amoxicillin-clavulanate Augmentin’ 2,000 mg/125 mg orally twice dally Second lln.e
Doxycycline 100 mg orally twice dally or 200 mg orally once daily Second line
B-Lactam Allergy
Doxycycline 100 mg orally twice dally or 200 mg orally once daily
Levofioxacin Levaquin® 500 mg orally once dally
Moxifloxacin Avelox” 400 mg orally once dally
Risk for Antiblotic Resistance or Falled initial Therapy
Amoxicillin-cdlavulanate Augmentin” 2,000 mg/125 mg orally twice daily
Levofioxacin Levaqdlf;‘ 500 mg orally once dally
Moxifloxacin Avelox” )

400 mg orally once dally
Severe Infection Requiring Hospltalization

Ampicillin-sulbactam ‘Unasyn™ 1.5-3 g IV every 6 hours -

Levofloxacin “ Levaquin® 500 mg orally once dally

Moxificxacin Avelox 400 mg orally once daily

Ceftriaxone Rocephin’ 1-2g IV every 12-24 hours

Cefotaxime Claforan® 2gIVevery 4-6 hours ;
Data from Reference 15.

W N Gor Ly Ghawd & Ser I a—3
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VLP HU ‘u Levofloxacin

TABLE 126-2 _l_&_n_gbﬂlgglbc; and Doses for Acute Bacterlal Rh__[noslnusltls in Chlidren

Clindamycin plus cefixime or Cleocin®, Suprax®, Vantin®

cefpodoxime
Levofloxacin Levaquin®
severe Infection Requiring Hospitallzation
Ampicllin-sulbactam Unasyn®
Ceftrlaxone Rocephin®
Cefotaxime Claforan®
Levaquin®

Antiblotic Brand Name Dose Comments -
Inittal Emplrical Therapy :
Amoxicllin-clavulanate Augmentin® 45 mq/kg/day orally twice dally First line
Amoxicillin-davulanate Augmentin® 90 mgrkg/day orally twice dally Second line
p-Lactam Allergy
Clindamycin pius cefixime or Cleocln' Suprax®, Vantin® Clindamycin (3040 mg/kg/day orally three times Non-type 1 allergy
_cg_ifp_o_dgx_lr_n_g Z o 3@4{3" O Dot \HS dally) plus cefixime (8 mg/kg/day orally twice daily)
59 cL’f Sor G A RHS | 7 Vlfj or cefpodoxime (10 mg/kg/day orally twice dally)
- Levofioxacin Levaquin® 10-20 mg/kg/day orally every 12-24 hours Type 1 allergy
Risk for Antiblotic Reslstance or Falled Initial Therapy =
Amoxidllin-clavulanate Augmentin® 90 mg/kg/day orally twice dally

Clindamycin (30-40 mg/kg/day orally three times
dally) plus cefixime (8 mg/kg/day orally twice dally)
or cefpodoxime (10 mg/kg/day orally twice daily)

10-20 mg/kg/day orally every 12-24 hours

200-400 mg/kg/day IV every 6 hours
50 mg/kg/day IV every 12 hours
100-200 mg/kg/day IV every 6 hours
10-20 mg/kg/da)[_l\_l_:;ery 12-24 hours

JJ! =
Data from Reference 15.

5 ,Paﬂ-e-me“"‘

FE—

SRR

CamScanner = Ligd d>gwaall


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

| okWs  wedlo \%roiiww c(_ ~B) é,,q oMM wedia I

1
/ )CCD\"\\; S webia Wit E’?LLS‘ ou dt‘l‘Piﬂ a3 0’@-”/ ?—‘Jd'z—"
| ' OME) (w3 ) o601 o 74V P ™
(e Conpisrps Aang , g ]
FUppLTe = it '] wZel (B0 ag)0 AR ) Cole I\ &

D] 1 L]
| Acute Otitis Media

General Principles:

Quter ear Middle ear Inner ear

v" Otitis media: an inflammation

of the middle ear -

‘| v Bacteria: > 70- 90% of cases, e
—_— £ ustachian
common: S. pneumoniae, ,' < (i) tive

| H.Influenzae, M. catarrhalis Ear canal

o, Inflammation EEEEES

v Usually follows a viral URT . ...
that impairs the mucociliary

apparatus & causes Eustachian

tube dysfunction in the middle ez
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Children tend to be more susceptible to otitis media than adults because the anatomy of their

Eustachian tube is sharter and more horizontal, facilitating bacterial entry into the middle ear.

—
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Diagnosis: - OTITIS MEDIA 4

-«

.« . ) PULLING AT
v Clinical Presentation: EARS - Y BORDEENT DRAMACE
) : —_— AFTER TYMPANIC
* _Acute onset of otalgia (ear pain)

} MEMBRANE RUPTURES
-

* For parents of young children, irritability 4 z:.-:__., CAPPETITE

and tugging on the ear are often the first clues
that a child has acute otitis media.

, PosTALRICUL ARG &
CLINICAL PRESENTATION [RISXSIHNERTE] ¢ ceavicr Lvmes SRR
S ENLARGEMENT— [
General : \ sy
* Cases of acute otitis media often follow viral upper
_fespiratory tract infections. Nonverbal children with A 2
ear pain might hold, rub, or tug theirear.ln[agt‘s._'—;s A AV SV
might cry, be irritable, or have difficulty sleeping.

/
Jaaaaasny

Signs and Symptoms _ . i "
* . Bulging of the tympanic membrane -2 C)\Q¢‘\C.m,l.{ Lo ;«q,u o
* Otorrhea-- K . .’v‘y PR N
* Otalgia (considered to be moderate or severe if pain s Srant ;\\\\\G 5 %}..‘
lasts at least 48 hours) - s ' (Avenmareny)
= Fever {considered to be severe if temperature is smn
39°C[1022°F] or higher)

~
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Normal middle ear Otitis media

C Pl Ponis

v’ Diagnostic Testing;
* Middle ear effusion identified based on
Pneumatic otoscopy and/or tympanometry & either:

1) moderate-to-severe bulging of the
TM or new onset otorrhea or

v Y
Ear deum Auditory bones Infected fAluid

2) mild bulging of the tympanic membrane and Frsenian e .
onset of ear pain within the last 48 hours or intense '
erythema of the tympanic membrane.
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v Consider] primaéx

v .
( ReCOmmended; pneumococcal conjugate vaccine & annual influenza vaccine to all children
VI PIRTE M5t GsBr anvig eedic )t Bt flS>
ly when the diagnosis is certain.
en. Ul yexl\s OkMis wedind) Coz e 1S,
)

reventi .s .
p ntion of acute otitis media through the use of bacterial and viral vaccines.

/ . . .
The ce.nFrafl ermple IS to administer antibiotics quick
Amoxicillin is the mainstay of therapy for most childr

Exceptions include: children who have received amoxicillin in the last 30 days, have concurrent
{[— purulent conjunctivitis, or have a history of recurrent infection unresponsive to amoxicillin.

v" These patients should receive amoxicillin-clavulanate instead of amoxicillin.

@

v’ The therapeutic strategy should be changed if complications develop or if symEtc>€rn)s fail to

resolve within 3 days. \eas 8 ZW“P i shpdlyy Ls g
5 )L § ogein 450 (S0 D eaw 00 BIRE A 12 T
HotwQlemza  widt )3 Jackonose D (D NP

Z—H/\eb"upfu}fc ﬁ—MQ;GY
Qe lw sAd aall AB_JI CZ/,LJI Do Qal ) 151 ™ (D/‘\A}\' blo\ic | | |
v 4 a1 ST Lala AB ) 2\ s Gt W0 @) va}ckfa/u/m/%% (dose Follow ap,

5 0,73 Il oot 12 ilo Ao o) oo S i) %W“.Q*é"‘“fé
A8 b s rlicsle

F v SQhart-conree treatment (5-7 davs) is not recommended in children vounger than 2 vears of age. ‘ I
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v Short-course treatment (5-7 days) i

1S not recommended in children younger than 2 years of age.

€ who have mild-to-moderate acute otitis media, a 5- to 7-day

—

v’ In children at least 6 years of ag
treatment course may be used.

-~

v [Recurrent acute otitis\media s dofi
_year, with one episode in the preceding 6 months.
W [ RN
, u@/ Recurrent episodes are of concern because children younger than 3 years of age are at high risk -
"‘} for hearing loss and language and learning disabilities

VIR 5 aal| | rs{ﬁ;
v" Clinicians should not prescnbe antibiotics as

prophylaxis against recurrent episodes, but they may offer
tympanostomy tubes (T tubes).

onths or four eplges in 1

Temporary
ear tube

- Temporary
v’ Antibiotics do not reduce pain in the first 24 hrs so car tube inserted
acetaminophen and 1buprofen to reduce pam
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