Acute Bacterial Rhinosinusitis (ABRS)

What is ABRS?
ARBS is a bacterial infection of the nasal mucosa and the sinuses. It usually occurs as a complication of AVRS but may present in individuals who suffer from chronic allergic rhinitis, mechanical obstruction of the nose or conditions such as cystic fibrosis. 

What causes ABRS?
It usually starts with a viral infection of the nasal cavity. This leads to inflammation causing mucus secretion and constriction of the nasal passages. The resulting poor drainage of mucus from the sinuses leads to bacterial growth and infection (bugs love poorly draining cavities).
The SHaMs upper respiratory tract bugs are the most common pathogens in ABRS. 
Strep Pneumoniae
H. Influenzae
Moraxella Catarrhalis.

   
How do you differentiate it from Acute Viral Rhinosinusitis (AVRS)?	
An important clinical question of course, since one group will respond to antibiotics and the other wont. A recent 2014 study showed that 50% of patient with ARS have + bacterial culture growth. As such people with ARVS have the potential to complicate to ABRS. In fact anywhere from 2 to 5 % do. So suspect ABRS in patients who present with a prolonged course of a sinuis illness and/or increasing severity of sinus symptoms. The 2011 Canadian Guidlines covering this topic suggest incorporating this idea into their criteria for diagnosis of ABRS. URTI like prodrome (fever, congestion, cough) then (according to 2011 Canadian Guidelines) 7 or more days with 2 of:
P: facial Pain, Pressure or Fullness
O: nasal Obstruction
D: discolored or purulent nasal Discharge (although some evidence that pus does not increase the likelhood ratio of ABRS published in 2014)
S: changes in Smell (hyposmia, anosmia, loss of taste) 
Other signs and symptoms that are supportive of ABRS over AVRS are maxillary toothache (and tenderness on tapping the maxillary teeth), poor response to antihistamines or decongestants, unilateral sinus pain (you can percuss the sinuses to check), pus in the nose (can use an otoscope) and an abnormal transillumination test. All of the above have a likelyhood ratio of around 2. And around 6 if all 4 are present. 
THE ONE THING THAT SEEMS TO BE MOST SUPPORTIVE OF ABRS IS DURATION OF SYMPTOMS OF MORE THAN 7-10 DAYS.

What are some of the Big Badnesses that require urgent management?
A sinus infection can extend to the orbit, the skin and intercranially. So you need to be vigilant for Orbital Cellulitis, Preseptal Cellulitis, Meningitis, and Intracranial abbesses. The Big Badness as such include
Pain on ocular motion, limited ocular motion, affected visual acuity, blindness
Erythema and warmth of facial skin					
Altered mental status, Jolt accentuation
ALWAYS CONSIDER A QUICK EXAM OF THE RANGE OF MOTION OF THE EYES. In general people with orbital cellulits should be sent to the ER for prompt IV antibiotics and opthamology consultation. Up to 10% of patients, even when treated may become blind. Pt with preseptal cellulits should be started on IV antibiotics as well and if they respond well can be sent home on oral treatment.

Is there any role to imaging in ABRS?
For clinical care, the radiograph will correctly classify 4 of 5 patients with sinusitis. However it will not differentiate bacterial from viral sinusitis so xray results must be put into clinical context. So if you have easy access to an xray (if you are an ER doc) it will help diagnose sinusitis. BUT IT IS NOT NECESSARY FOR DIAGNOSIS.

How do you treat ABRS?
FLUSH THE MUCUS
Saline Rinses BID to TID
Intranasal Corticosteroids (Nasonex 2 puffs BID each nostril x 7-14 days BEST EVIDENCE tho most likely other INCS work)

If no improvement in 72 hours, or severe presentation

KILL THE BUGS
Antibiotics NNT 15 (faster resolution)
in general treatment should be 5 to 10 days (some evidence both durations equally effective but get ready to argue with the pharmacists)

1st Line
Amoxicillin 500 mg po TID
2nd Line (if no improvement in 72 hours)
Clavulin 875 mg po BID 
Clarithromycin 500 mg po BID
TMP/SMX DS 1 tab BID
3rd Line
Levofloxacin 500 mg PO OD
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