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by Maria T. Peña, MD

T
he AAO-HNSF published a clin-
ical consensus statement (CCS) 
on pediatric chronic rhinosinus-
itis (PCRS) in October 2014, 
which was designed to promote 
improved patient care, reduce 

inappropriate variations in care, and educate 
and empower clinicians and patients on the 
optimal management of PCRS.1

How and why was this CCS developed?
The AAO-HNSF Guidelines Task Force reviewed 
and selected PCRS for CCS development as 
PCRS is a clinical problem frequently encoun-
tered by otolaryngologists and is associated with 
a significant influence on quality of life, but with 
limited evidence-based research to guide clinical 
management.2 An expert panel of nine fellow-
ship-trained pediatric otolaryngologists and rhinol-
ogists was convened by the AAO-HNSF to create 
the CCS using a modified Delphi survey method. 
The latter is a systematic approach to achieving 
consensus among a panel of topic experts through 
multiple anonymous surveys.3 

Panel members completed an initial quali-
tative survey on clinical aspects and definition 
of PCRS followed by two Delphi surveys. The 
survey results were discussed in detail with all 
the members of the panel via teleconference 
to determine which items reached consensus. 
The panel narrowed the scope of the target 
population to patients 6 months to 18 years of 
age without craniofacial syndromes or relative 
immunodeficiency. The target audience for the 
statement was otolaryngologists. The findings 
of this consensus group are stated as opinions 
or suggestions, not as recommendations.

What was the criterion for consensus?
The criterion for consensus is summarized 
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in the table below1,4,5 and was established a 
priori with reference to previous CCSs.4,5

Strong  
consensus

Statements achieving 
a mean score of 8.0 or 
higher with no outliers*

Consensus Statements achieving 
a mean score of 7.0 or 
higher and having no 
more than 1 outlier*

Near consensus Statements achieving a 
mean score or 6.50 or 
higher and having no 
more than 2 outliers*

No consensus Statements that did not 
meet the criteria of con-
sensus or near consensus

*Outliers were defined as any rating two or more Likert 
points from the mean.1,4,5

How was PCRS defined?
The consensus definition of PCRS is the 
presence of two or more of the following 
symptoms: purulent rhinorrhea, nasal obstruc-
tion, facial pressure/pain or cough for at least 
90 days of continuous duration, and either 
endoscopic signs of mucosal edema, purulent 
drainage, or nasal polyposis and/or CT scan 
changes consistent with mucosal changes in 
the ostiomeatal complex and/or sinuses.1

What is maximal medical  
management for PCRS?
Extended courses of antibiotics have been 
recommended for PCRS compared with acute 
uncomplicated pediatric sinusitis, but the opti-
mal duration of therapy remains unclear. The 
consensus panel agreed that 20 consecutive days 
of antibiotic management may produce a better 
response than 10 days of antibiotic therapy. In 
patients who do not respond initially, culture di-
rected antibiotic therapy may improve outcomes. 

The panel also agreed that daily nasal sa-
line irrigations6 and intranasal steroid use with 
or without antibiotic7 are useful adjunctive 
therapies for PCRS. Nasal saline is effective 
at clearing the mucus and the nasal steroid 
spray is effective in relieving the congestion 
and rhinitis. Since the literature currently does 
not support a significant relationship between 
PCRS and gastroesophageal reflux (GERD), 
there was no consensus regarding the impact 
of GERD on the pathophysiology of PCRS. 
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There was consensus that empiric therapy for 
GERD is not beneficial.

What is the role of adenoidectomy  
in the management of PCRS?
Adenoidectomy has been shown to decrease the 
load of nasopharyngeal pathogens associated 
with PCRS.8,9 Additionally, adenoidectomy is 
clinically effective in the treatment of children 
with PCRS based on a meta analysis of eight 
PCRS studies.10 Given this evidence, there was 
consensus that adenoidectomy is an appropriate 
initial surgical intervention in children with CRS 
from 6 to 12 years of age and strong consensus 
for patients younger than six. 

The panel also agreed that adenoidectomy 
can have a beneficial therapeutic effect indepen-
dent of endoscopic sinus surgery (ESS). The 
ability of the adenoid to serve as a bacterial reser-
voir for the development of PCRS is not related 
to the size of the adenoid, so lateral plain films 

are not recommended to evaluate the adenoid in 
PCRS. Tonsillectomy without adenoidectomy is 
not useful in the treatment of PCRS.

What other surgical therapies may be 
considered after medical management, 
adenoidectomy, or both have failed?
Endoscopic Sinus Surgery (ESS) has been 
shown to be a safe and effective therapy for 
PCRS in patients who have failed maximal 
medical management11,12 and patients undergo-
ing ESS have more severe disease compared 
to those managed with antibiotics or adenoid-
ectomy.11 Due to this and other supporting 
evidence, there was consensus that ESS is 
effective for managing PCRS and is best per-
formed when medical therapy, adenoidectomy, 
or both, have not been successful. 

There was strong consensus that im-
age-guided ESS was helpful for cases where 
anatomical landmarks may be distorted due 

to extensive nasal polyps or previous sin-
onasal surgery and that a CT scan of the para-
nasal sinuses is indicated prior to ESS. There 
was not convincing evidence that clinically 
relevant long-term facial growth is impaired 
after ESS. 

Balloon catheter sinuplasty (BCS), per-
formed endoscopically with a balloon over 
a guide-wire, recently has been developed 
and used for PCRS management and was re-
viewed by the panel. No consensus could be 
reached about the efficacy of BCS for PCRS 
with the current evidence. 

In contrast to post-ESS treatment paradigm 
of CRS in adults, post-operative debridement 
after ESS for PCRS is not essential for treatment 
success in children. There was no consensus for 
turbinoplasty as there 
have been no clinical 
studies evaluating its 
benefit in PCRS. 
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