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The diagnosis of pediatric sinusitis
Chang-Keun Kim, M.D.

Department of Pediatrics, Asthma and Allergy Center,
Inje University Sanggye Paik Hospital, Seoul, Korea

Although most clinicians now agree that sinusitis can afflict children of all ages, appropriate diag-
nosis remain controversial. Sinusitis is one of the most challenging diagnoses for a clinician, because
there is a lack of validated diagnostic criteria for acute rhinosinusitis. Symptoms generally include
nasal congestion, purulent nasal discharge, and cough .The physical examination is often unsuccessful
in confirming the diagnosis. If purulent discharge is seen oozing from the middle meatus, the diag-
nosis of acute rhinosinusitis is almost certain. Purulent drainage may also be seen in the posterior
pharynx and accompanied by halitosis. Absence of light by transillumination may indicate acute
rhinosinusitis. Imaging studies are not necessary to confirm the diagnosis of sinusitis in children
younger than 6 years and should be used sparingly in children older than 6 years. Sinus radiographs
still have several advantages over CT scanning including the relatively low cost and the ability to
obtain films without the use of sedation in younger children. Positive findings of sinusitis on plain
film include air—fluid levels, complete opacification, or mucosal thickening greater then 4 mm. The CT
scan however, is significantly more sensitive then plain films in detecting these abnormalities. Al-
though recovery of bacteria from a sinus aspiration is considered reference standard for diagnosis in
pediatric rhinosinusitis, its routine used by pediatricians is not practical and therefore is not
recommended. (Korean J Pediatr 2007;50:323-327)
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Fig. 1. Anatomy of the paranasal sinuses (adapted from Wald
ER et al. Acute and chronic sinusitis: Diagnosis and manage-—
ment. Pediatr Rev 1985;7:150-7).
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Table 1. Conditions Predisposing to Pediatric Rhinosinusitis

Infectious
Viral upper respiratory infection
Dental infection
Inflammatory
Allergic rhinitis
Nonallergic rhinitis
Allergic fungal sinusitis
Gastroesophageal reflux disease (GERD)
Anatomic
Nasal foreign body
Septal deviation
Adenoidal hypertrophy
Concha bullosa
Nasal polyps
Nasogastric/nasotracheal tube
Cleft palate
Systemic disease
Cystic fibrosis
Primary ciliary dyskinesia
Kartagener’'s syndrome
Primary immunodeficiency
IgA deficiency
IgG deficiency
Secondary immunodeficiency
HIV infection
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4. E0ZX MM (transillumination)
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5. ZH|ZH (anterior rhinoscopy)
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6. H|LHA|ZH (nasal endoscopy)

A RUEGS Anesn ARshen R PAbol
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Fig. 2. Nasal endoscopy from the maxillary sinus. Careful in-
spection with angled endoscopes shows mucus recirculation,
which is confirmed by suctioning the mucus and revealing a
bridge of tissue (arrow).
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Fig. 3. Both maxillary sinusitis. Sinus radiography shows air-
fluid levels in both maxillary sinus (arrows) (provided by the
department of Radiology, Inje University Sanggye Paik Hospital).

- 325 -



gkom Hgo] AAER MHo] HAgeE el ok 2t
Age Rty F2E LS F e H, 9% AEE 9
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20ke] CT 979] 97%°14 Fuledl =% Wspyb #aEd
the BRaw o?. 3 72AM AVEES @ &ole] CT
godell A Fuls el Mkl Wiyl QI oleigk Azjet ]
&, AR AR AR mEe o vEEEy Py
Aol CT GFE ol gshs e =l oAzt ek weps
CT 94e AL o & g WEHE 2ug5g, Gzl ¥
Nl RulEY, SEd ARJE welHE Gy wesde] A

Fig. 4. A 5-year-old boy with right maxillary and anterior
ethmoid sinusitis. Coronal CT shows complete opacification of
the sinuses and the right osteomeatal unit (asterisk) (adapted
from Reid JR et al. Complications of pediatric paranasal sinusitis.
Pediatr Radiol 2004:34;,933-42).
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virus, parainfluenza viruses®} 2 Hlolg]x FHdo = A2}
o, 10-149 Foll= 23 At el LAsch 54 Hu|Ed
o WAEE MO 2 Streptococcus pneumoniae’t 714 &
™, Hemophilus influenza, Moraxella catarrhalis, beta—he-
molytic streptococci 50 ATH. M. catarrhalis$t H. influ-
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Fig. 5. Microbiologic study of chronic sinusitis in children
(adapted from Choi YC et al. Korean J Otolaryngol Head Neck
Surg 2000;43:391-5).

- 326 -



a% g4 el o E@ Wamelnt Y. Aed A yus
F2 WAAES We HIV 2 #xeld & 5 gloy o=
7174 R FulEdS s A el FAd Wee SR &
= A, $eute] 4% Choi 57V <lshd 502 v B
Hlsd e Foto]l FHlE FA o WY HAIAM Strepto-
coccus pneumoniae, Hemophilus influenza, Moraxella

catarrhalis7V 242+ 32%, 20%, 10% AR, a-hemolytic
streptococcus”t 28%, coagulase negative Staphylococcus”t

8%, Staphylococcus aureus’t 6% L% AH(Fig. 5).
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