
Chronic rhinosinusitis (CR) is currently considered a process of rhinosinusal 
osteomyelitis, representing a significant challenge to Otorhinolaryngologists. 
The resolution of this pathology will depend on the following factors: 1) type of 
patients; 2) precise diagnosis; 3) appropriate therapy; 4) post-treatment follow-
up.
It is important to determine the possible affections and abnormalities associated 
with CR located at the level of the airways, cilliary structure, ion transportation, 
response to infection and emotional aspect of the patient.
CR severity is related with bacterial resistance, tissue damage and functioning of 
the immune system.
Definition
It is a persistent nasosinusal mucosa disease, with signs and symptoms that re 
maintained for over 12 weeks, with structural and histological affections of naso-
sinusal mucosa and subjacent bone. As to frequency, it is a disease present in the 
whole world, with prevalence of almost 15% (37 million people) in the American 
population, and it is one of the most frequent chronic diseases. It affects evenly 
both genders, all races and age ranges, increasing the incidence with environmen-
tal factors (such as for example, pollution). Between 6 to 59% of patients with 
HIV virus develop CR. Rhinosinusitis is the 5th most frequent disease to which 
we prescribe antibiotics.
It has high morbidity, which affects school performance and the dynamics of  
children’s development, whereas in adults it reduces their productivity. Mortality 
is low and it is due to complications such as severe asthma, meningitis and  
cerebral abscesses.
Medical treatment
It is aimed at reducing mortality of sinusal disease. It includes antimicrobial,  
antiinflammatory, mucolytic and decongestant therapy, anti-allergic drugs, 
sinusal topical agents, nutritional support and other alternatives.
Antimicrobial therapy
It is directed to reducing morbidity and preventing septic complications, such 
as facial osteomyelitis, cavernous sinus thrombosis, periorbital cellulites, orbital 
abscess. It reduces local bacterial load. It may be oral (wide spectrum), parenteral 
(intramuscular or intravenous) and nasal topical. Antimicrobial therapy may be pre 
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or postoperative, based on culture and antibiogram, for a period of 4 to 6 weeks.
Criteria for selecting antimicrobial agents
Antimicrobial therapy depends on most frequent causal agents, taking into account 
the factors of microorganism resistance and drug efficacy. The possibilities are: 
beta-lactam - we should always start with beta-lactam for a period of 4 to 6 
weeks, ensuring excellent penetration in involved tissues;
macrolides - used in penicillin-allergic patients, excellent in steroid-dependent 
asthma patients;
quinolones - they have the best bone penetration and little resistance (gatifloxa-
cin, levofloxacin, moxifloxacin, ciprofloxacin). They are used in adults and ado-
lescent patients only, not in children.
Antibiotic Combinations: they are specially used in cases of patients with severe 
episodes, with complications and hospitalization to cover aerobe and anaerobe 
microorganisms. We could have the following combinations: clindamycin - qui-
nolone, metronidazole-macrolides, aminoglycosides, 3rdh generation cephalo-
sporins and others.
Antiinflammatory drugs
The preferred antiinflammatory drug is steroid (corticoid), which reduces inflam-
mation of mucosa, reduces mucin secretion and improve ostium function. It is an 
adjuvant therapy that is commonly used.
Mucolytic and decongestant drugs
In high doses, mucolytic drugs reduce viscosity of secretions, decreasing mucous 
stasis and favoring permeability of ostium. For example: ambroxol. They are  
beneficial for the treatment of rhinosinusitis.Decongestants are alpha-adrenergic 
agonists, which increase activity of the ostium and have cilium-stimulating effect. 
They facilitate drainage and ventilation, favoring tissue penetration of antibiot-
ics.
Anti-allergic drugs
They are used specially in allergic conditions. They are:
1-Anti-histaminic drugs (histamine H1 receptor antagonists); there is a large 
group of these agents.
2-Mast cell stabilizers, that prevent mediator release, such as for example sodium 
chromoglicate.
3- Anti-leukotriene: they attenuate the infiltration of inflammatory cells, by 
blockage of leukotriene receptors, such as: pranlukast, montelukast, zafirlukast
Nasal topical agents
Decongestants: we should not forget the rebound effect; they should be used 
with caution to prevent medication-related rhinitis. Examples: oxymetazoline,  
nafazoline, tetrahydrazoline, etc.
Anti-histaminic agents: they prevent degradation of mast cells. For example:  
azelastin, levocabastin.
Steroids (corticoids): together with antibiotics, they are essential for the treat-
ment of CR; they have minimal systemic side effects when not used for a long time. 
Examples: mometasone, fluticasone, budesonide, triamcinolone, beclomethasone, 
etc.
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Nasal lavage: solutions prepared with saline solution.
Irrigation: solutions of antibiotics with different pressures, such as Water Pik®, 
Pretz® solutions.
Sprays, for example, sterile sea water.
Nebulization: Sinu-neb® aerosol (antibiotic solution), or nebulization with steam 
to make secretions get more fluid.
Ointments: steroidal or non-steroidal antibiotics, such as amphotericin and oth-
ers.
Nutritional support
Gastro-duodenal protection diet, indicated medication and anti-reflux mea-
sures. Vitamin A, favors aerobiose and enhances IgA; vitamins C and E prevent  
damage to cell membrane.Dairy products may increase airway secretion in some 
children, similarly to dyes and preservatives in industrialized foods.
Other alternatives
Physical exercise: improves nasal ventilation by sympathetic-mimetic effect 
increasing mucocilliary flow.
Holistic Therapy: includes homeopathic drugs, medicinal herbs and aromathera-
py.
Interleukins: Used in highly resistant bacterial infections and in tumor cases when 
the inflammatory component is severe, as well as in rhinosinusitis associated with 
other pathologies.
Intrasinusal Bone Marrow: In CR, mucosal pathogenesis has been well studied, 
but not the pathogenesis of the adjacent bone. Some studies with human bone 
marrow osteoclasts cultivated in ethmoid sinus osteoblasts showed they are use-
ful for bone remodeling and reabsorption of sinusal system.
Surgical treatment
Indicated in patients with CR refractory to appropriate medical treatment and in 
recurrent cases of sinusal drainage obstruction. The surgery should be limited 
to ostiomeatal complex, in which we drain the anterior, maxillary and frontal  
ethmoid, which frequently prevents radical mucosal removal. We should always 
consider posterior rhinosinusitis (posterior ethmoid and sphenoid), which have 
significant repercussions in the lower airways, in which we should equally per-
form release of physiological drainage. However, surgical treatment of CR should 
combine structural surgery, such as adenoidectomy, septoplasty, and reduction 
of turbinate size, and these surgeries are normally conservative in children. In 
sinusal infectious complication, the surgery should always follow clinical and 
drug management and parenteral approach; functional endoscopic surgery should 
be minimally invasive, preserving nasal physiology as much as possible.
Combined treatment
It should include: antibiotics to reduce bacterial load, eradicate the infection and 
prevent complications; the use of steroids is directed to reducing the inflamma-
tion and the pathology caused by it; the surgery is directed to improving drainage 
and restoring functioning that depends on structural affections. Medical treatment 
should be pre and postoperative in all cases.
Preventive treatment
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In CR approach, prevention is extremely important, starting from information 
and instructions given to patients concerning environmental control especially in 
atopical patients. We can also consider the possibility of specific immunotherapy. 
As to vaccines, we have pneumococcus, H. influenzae and syncytial respiratory 
virus (the most used ones. 
Immunotherapy is useful for the control of allergy and prevention of recurrences 
in patients with allergic factor in CR etiology. It stimulates the antibodies that 
block IgE, reduces release of basophile histamine, incrementing suppressing T 
cells, reducing cytokine-lymphocyte response. It is used in patients that have 
difficulty to control the environment and present significant side effects with the 
medication. It is directed to modulation of allergic response in the long-run of the 
allergic symptomatology.
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