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Diagnóstico y manejo de la sinusitis: actitudes de los pediatras

Introducción: la sinusitis es una patología frecuente de la que desconocemos su abordaje en la práctica 
pediátrica diaria.
Material y métodos: se realiza un estudio trasversal, de ámbito nacional mediante una encuesta distri-
buida on-line a los socios de dos sociedades pediátricas en marzo de 2013. 
Resultados: se obtuvieron 994 respuestas (78% de Atención Primaria). La mayoría de profesionales 
estima una frecuencia de sinusitis de alrededor del 1% de las visitas, el 76,6% refiere diagnosticarla 
exclusivamente con criterios clínicos, y el 92% considera una asociación de síntomas que incluyen ri-
norrea persistente/purulenta (89%), dolor facial/cefalea (84%), tos prolongada o nocturna y fiebre en 
el contexto de infección respiratoria de vías altas (IRA) 54%. El 19,7% de los profesionales de primaria 
y el 33,4% de los de especializada solicitarían un estudio radiológico. Un 90% refiere utilizar antibióti-
cos con o sin otros tratamientos: amoxicilina-clavulánico (52%), seguido de amoxicilina 46% (relación 
que se invierte en especializada). 

Introduction: sinusitis is a common condition whose approach in daily pediatric practice is not well 
known.
Methods: performing a national level cross-sectional study through a survey distributed “on line” to 
members of 2 pediatric societies, in March 2013.
Results: 994 responses were obtained (78% of Primary Care). Most professionals estimated the fre-
quency of sinusitis being about 1% of the visits. 76.6% reported exclusively diagnosis with clinical 
criteria, considering (92%) an association of symptoms including persistent / purulent rhinorrhea 
(89%), facial pain / headache (84%), prolonged or nocturnal cough and fever in the context of upper 
respiratory infection (URI) (54%). Between 19.7 and 33.4% of professionals (primary / specialist) 
would request radiographs. 90% reported using antibiotics with or without other adjunctive treat-
ments, being amoxicillin-clavulanate (52%) the chosen antibiotic, followed by amoxicillin 46%.
81% of pediatricians diagnose URI in more than 30% of visits and in 85% of cases do not prescribe 
drug treatment. When the URI lasts more than 14 days, 70% of them decide to treat. The most 
widely used treatments are anti-inflammatory / analgesics (54.5%) and antibiotics (51.4%).
Conclusions: pediatricians’ knowledge and clinical practice in URI and sinusitis indicate a high level of 
compliance with the most recent clinical practice guidelines, highlighting the limited use of antibiotics 
in the URI, the clinical diagnosis of sinusitis and the empirical choice of antibiotic.
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ment of sinusitis: attitudes of the pediatricians. Rev Pediatr Aten Primaria. 2014;16:23-33.
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INTRODUCTION  

Sinusitis is defined as the inflammation of one or 

more of the paranasal sinuses1. Its aetiology is usu-

ally infectious and associated to viral respiratory 

conditions of the upper respiratory tract (URT) due 

to the continuity of the mucosa that lines the nasal 

cavity and the sinuses. Allergic conditions are the 

second leading cause. The American Academy of 

Pediatrics2 defined acute bacterial sinusitis as a bac-

terial infection of the paranasal sinuses lasting less 

than 30 days in which symptoms resolve completely.

In the last two years, several Clinical Practice 

Guidelines have been published with diagnosis 

and treatment recommendations1,3-5, but there 

are few studies6-8 allowing the evaluation of the 

knowledge and attitudes of health professionals, 

which may be due to the variability of diagnostic 

criteria and the lack of an objective and easy to do 

diagnostic test.

Recently, a Consensus Document on the aetiology, 

diagnosis, and treatment of sinusitis has been de-

veloped, with the collaboration of the Sociedad 

Española de Infectología Pediátrica (Spanish Soci-

ety of Paediatric Infectology, SEIP), the Asociación 

Española de Pediatría de Atención Primaria (Span-

ish Association of Primary Care Paediatrics, AEPap), 

the Sociedad Española de Pediatría Extrahospital-

aria y Atención Primaria (Spanish Society of Out-

of-Hospital and Primary Care Paediatrics, SEPEAP) 

and the Sociedad de Otorrinolaringología (Society 

of Otorhinolaryngology, SEORL PCF)9, some of 

whose conclusions were presented at the Con-

greso Nacional de la Asociación Española de Pedi-

atría (National Congress of the Spanish Associa-

tion of Paediatrics, AEP). We thought that it would 

be of interest to learn about the clinical practice of 

Spanish paediatricians in regards to this disease 

prior to the diffusion of the Consensus.

 

MATERIALS AND METHODS

We performed a nationwide cross-sectional multi-

centre study by means of an online questionnaire 

designed for this purpose, which was addressed to 

paediatricians and distributed by email to all 

members of the two paediatric societies (AEP and 

AEPap) and through the mailing list of the PEDIAP. 

We designed the questionnaire using Google 

Docs®. Its questions (Annex 1) are geared to ex-

plore the knowledge and attitudes of Spanish pae-

diatricians in relation to colds involving the upper 

respiratory tract (their frequency, symptoms, and 

treatment) and sinusitis (its frequency, symptoms, 

diagnosis, treatment, and complications). Some 

questions were single-answer, most were multi-

ple-answer, and one was open-ended. The prelimi-

nary information of the questionnaire specified 

that only professionals who provide care for sinus-

itis in their regular practise should respond to it. 

We also gathered data for the following variables: 

work setting, specialty, years of experience, and 

number of patients seen per day. Participation was 

anonymous and voluntary.

The survey was distributed in March 2013. At the 

time, the number of AEP members was 9036, of 

whom 6215 were Primary Care (PC) paediatricians. 

The number of members of the AEPap was 3287, 
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Palabras clave: 
 Sinusitis  

 Infección respiratoria 
de vías altas  

 Antibióticos  
 Radiología  
 Amoxicilina  
 Amoxicilina-

clavulánico

Un 81% de los pediatras refiere diagnosticar IRA en más del 30% de las visitas, y en el 85% de los 
casos no prescriben tratamiento farmacológico. Ante una sintomatología catarral prolongada más de 
14 días, un 70% decidiría tratar. Los tratamientos más utilizados serían antiinflamatorios/analgésicos 
en el 54,5% de los casos, y antibióticos en el 51,4%.
Conclusiones: las respuestas de los pediatras sobre conocimientos y práctica clínica en IRA y sinusitis 
indican un alto nivel de adecuación a las Guías más recientes, destacando la escasa utilización de anti-
bióticos en las IRA, el diagnóstico eminentemente clínico de la sinusitis y la elección empírica de anti-
bióticos en la misma. 
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most of whom worked in PC. The members of the 

AEPap can also be members of the AEP. The target 

population addressed by the survey were the 6215 

PC paediatricians, as well as a small percentage of 

hospital-based paediatricians who provide care for 

sinusitis cases in their clinical practice. There are 

probably fewer than 7000 in total. Using other 

survey-based studies in our environment as a ref-

erence10, we deemed that the sample size needed 

to be able to estimate the attitudes of paediatri-

cians in regards to URTI and sinusitis with less 

than 5% error, a 50% level of heterogeneity, and a 

95% confidence interval (95% CI), assuming the 

target population of paediatricians was 7000, was 

of 365 responses.

Since the study did not include any patient data 

and the responses were anonymous and voluntary, 

we did not think it necessary to seek approval by 

an Ethics Board. The authors of the study have 

been the only individuals with access to the re-

sults, which were gathered exclusively for their 

statistical use.

RESULTS

We obtained 994 responses. Paediatricians ac-

counted for 98% of respondents (the remaining 2% 

were general practitioners or family physicians), 

78% of whom worked in a PC setting. Out of all 

respondents, 77% had more than 10 years of expe-

rience, and half of those more than 20. Almost 

50% were seeing between 20 and 30 patients each 

day, and 73% saw between 20 and 40 patients 

(Table 1).

Upper respiratory tract infection (URTI)

Of all paediatricians, 81% reported diagnosing 

URTI in over 30% of the visits, and the majority 

(85%) did not prescribe medication for this condi-

tion (Table 2). However, when the cold symptoms 

lasted more than 14 days, with or without associ-

ated symptoms, up to 70% of paediatricians chose 

to treat the illness (Figure 1). The most frequently 

used treatments were anti-inflammatory or anal-

gesic drugs, alone or in combination with other 

medication, by 54.5% of physicians, followed by 

antimicrobials alone or in combination with other 

medication, used by 24% and 51% of respondents, 

respectively (Figure 2). 

Sinusitis

A majority of paediatricians, 69%, diagnosed si-

nusitis in 1% of the visits (Table 2). Over 92% of 

them did it based on a combination of symptoms, 

of which the most frequently considered for diag-

nosis were persistent or purulent rhinorrhoea 

(89.5%) and facial pain/headache (84.6%). 

Persistent or night-time cough and fever in the 

context of URTI are taken into account by 54% of 

paediatricians (Figure 3).

Of all respondents, 76.6% (79.71% of PC paediatri-

cians and 65.58% of paediatric specialists) report-

ed diagnosing on the basis of clinical criteria alone, 

while radiology, alone or in combination with oth-

er resources, was used by 22.7% (19.76% of PC pae-

diatricians vs. 33.48% of paediatric specialists). 

One percent reported referring patients to 

Otorhinolaryngology (ORL) (Figure 4).
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Table 1. Data of the professionals who answered  
the questionnaire
Data of the professionals who answered 

the questionnaire  (N=994)
%

Specialty
Pediatras 98
Médicos de familia 2

Work setting
Primary Care 78
Hospital 22

Years of clinical experience
<5 12
6-10 11
11-20 26
21-30 30
>30 21

Number of patients seen per day
<20 19
21-30 47
31-40 26
>40 8
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As for treatment, 78.26% of respondents would pre-

scribe two or more drugs. Antibiotics, alone or in com-

bination with other drugs, would be used by 90% 

(18% would use it as the only treatment) (Figure 5), 

with amoxicillin-clavulanate being the most fre-

quently used treatment (52%), followed by amoxicil-

lin, used by 46% of respondents (Figure 6). The choice 

of amoxicillin is more frequent among PC paediatri-

cians (50.57%) than among paediatric specialists 

(30.23%), while amoxicillin-clavulanate is more fre-

quently chosen by specialists (68.37%) than by PC 

paediatricians (47.24%). Other prescribed treatments 

include nasal irrigation with saline solution (59%), 

anti-inflammatory/analgesic drugs (55.5%), and na-

sal corticosteroids (29%). Nebulised medication is rec-

ommended by 11% (Figure 5).

The respondents reported suspecting complica-

tions when there is persistent fever and poor gen-

eral status (92.75%), altered ocular motility 

(79.47%), proptosis (79.37%), focal neurologic 

signs (72.54%), and evidence of intracranial hyper-

tension (61.46%).

They made urgent referrals to the hospital if com-

plications were suspected (70.72%) or did routine 

referrals to ORL (34.40) or the hospital (29.27%) in 

case of therapeutic failure. Only 0.5% referred eve-

ry case to ORL.

The symptoms reported as being suggestive of 

non-infectious aetiology were unilateral rhinor-

rhoea (81.2%), nasal congestion, watery eyes, 

sneezing, and watery rhinorrhoea (75%), headache 

Table 2. Estimated frequency of upper respiratory tract infections and sinusitis
URTI Sinusitis

Frequency (%visits) % responses (% visits) % responses
I don’t usually see these patients 4 1 69

20 14 2 21
30 40 5 9

>40 41 10 1
Treatment Yes 15 – –

No 85 – –

URTI: upper respiratory tract infection.

Figure 1. Reasons leading to drug prescription in upper respiratory tract infections
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that wakes the patient at night (71.8%) and abnor-

mal pulmonary auscultation (51.7%).

DISCUSSION

We present the results of a nationwide survey con-

ducted mainly among PC paediatricians, which 

showed that in cases of protracted cold symptoms 

lasting over 14 days, 70% of paediatricians pre-

scribed pharmacological treatment. Sinusitis was 

suspected in about 1% of all visits, and 76.6% of 

sinusitis cases were diagnosed on the basis of clin-

ical criteria alone. Antibiotics were prescribed in 

nearly 90% of the cases, alone or in combination 

with other therapies. The most frequently used an-

Figure 2. Type of drugs prescribed in upper respiratory tract infections
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Figure 3. Symptoms taken into consideration for the diagnosis of sinusitis
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tibiotic agent was amoxicillin-clavulanate. 

Although there were some deviations, these data 

showed a great degree of adherence to the most 

recent Clinical Practise Guidelines.1,3,4,9

It is hard to know the prevalence of sinusitis for vari-

ous reasons. As for the definition of the illness, ac-

cording to the International Classification of Primary 

Care (ICPC) (included in the software used in many 

autonomous communities) it consists of “purulent 

nasal/post-nasal discharge, or previous medically 

treated episodes of sinusitis, plus tenderness over 

one/more sinuses, or deep-seated aching facial pain 

aggravated by dependency of head, or opacity on 

transillumination; or imaging evidence of sinusitis; 

or pus obtained from the sinus”. This definition is in 

clear contrast with the most recent recommenda-

tions for the diagnosis and use of complimentary 

tests and incorporated to a large extent in everyday 

clinical practise. The second challenge is the lack of 

proper documentation in medical records, as some-

times symptoms are documented, such as rhinor-

rhoea, persistent rhinorrhoea, or persistent cough, 

as opposed to processes, or else an early diagnosis, 

such as acute respiratory infection, remains un-

Figure 4. Method used to diagnose sinusitis

ORL: Otorhinolaryngology.
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Figure 5. Treatments prescribed for sinusitis
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changed even when the course of the disease shows 

that there is a different entity at work. We thought it 

would be interesting to open the survey on the man-

agement of sinusitis with data pertaining to URTIs, 

as both processes are closely related and in most 

cases the symptoms can correspond to either, so 

that they can only be differentiated by duration and 

severity criteria.

It is estimated that children have between 6 and 8 

viral infections of the upper respiratory tract a year, 

of which 5% to 13%2 can be complicated by a bac-

terial superinfection of the paranasal sinuses. 

Thus, sinusitis was reported in 6.5% of URTIs in 

healthy children one to ten years of age11 and in 

8% of children 6 to 35 months of age, with the 

peak incidence (10%) occurring in the second year 

of life12. In the United States, yearly rates of about 

11 to 14 visits per 1000 children under 18 years of 

age have been reported, with 13 for the 0-5 age 

group, 9 for the 6 to 11 year group, and 15 for chil-

dren ages 12 to 17 years.7 The reported rate in 

Europe ranges from 2 to 18 visits for every 1000 in 

children ages 0 to 17 years, with a lower incidence 

in the younger ages5. According to the data of the 

survey, most paediatricians (90%) see 10-20 cases 

of sinusitis for each 1000 visits (69% saw 10 cases), 

a figure that is quite consistent with those men-

tioned above and with the figure reported in a 

morbidity study conducted in PC paediatric offices 

in Asturias, which reported a diagnosis of sinusitis 

in 2.1% of the episodes of respiratory disease, 

which themselves amounted to 44.8% of all docu-

mented visits.13 

At present, the recommendation for the diagnosis 

of sinusitis in all the Clinical Practise Guidelines1,3-5 

and the recently published Spanish Consensus 

Document9 is that it must be made on the basis of 

clinical criteria in any of these three patterns: cold 

symptoms lasting over 10 days without improve-

ment, symptoms that worsen after 6-7 days after 

having started to improve, or symptoms with an 

unusually severe onset with fever and purulent 

rhinorrhoea lasting more than 3-4 days. The key 

symptoms that are taken into account to diagnose 

sinusitis are rhinorrhoea and cough for the first 

pattern, and rhinorrhoea, cough, and the resur-

gence of fever for the second. These are also the 

symptoms, grouped into various combinations, 

reported in our survey: the most frequent ones 

were persistent/purulent rhinorrhoea (89%) and 

Figure 6. Antibiotics prescribed for sinusitis
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facial pain/headache (84%). Very few paediatri-

cians (7.7%) mentioned a single symptom as a ba-

sis for a suspected diagnosis of sinusitis. In this 

regard, we should note that while headache could 

be the only symptom in some patients (sphenoidi-

tis), both headache and facial pain in isolation of 

any other symptoms are not usually indicative of 

sinusitis.14 In another study done by means of an 

online survey of United States paediatricians, 

which we cannot use to make an exact compari-

son with our data because the possible answers 

had different categories, the clinical feature most 

frequently considered important was persistent 

duration of symptoms, as reported by 93% of the 

paediatricians, followed by purulent rhinorrhoea 

for 55%, nasal congestion for 43%, and headache 

and night-time cough for 32% and 29%, respec-

tively.6 Among paediatricians 95% reported they 

were less likely to make the diagnosis if the symp-

toms were improving. The issue of improvement, 

or the absence thereof, is considered very impor-

tant by the Guidelines when it comes to diagnos-

ing a bacterial infection.4

According to our survey, only 22% of paediatricians 

would do a radiological study for the purposes of 

diagnosis, which would be more frequent in spe-

cialists than in PC doctors, in accordance with the 

recommendation of not doing radiological studies 

in uncomplicated, non-severe, non-recurrent sinus-

itis or in patients without underlying disease15 cur-

rently included in all Clinical Practise Guidelines1,3-5 

and the Spanish Consensus Document,9 and which 

contrasts with the aforementioned United States 

study, in which over half the paediatricians sur-

veyed reported requesting, at least occasionally, a 

computerised tomography scan (58%) or a radiog-

raphy of the sinus (40%), and 70% reported re-

questing one of these two radiology tests, to aid in 

the diagnosis of non-severe sinusitis.6

In our survey, paediatricians reported prescribing 

antibiotics in 90% of the cases, in 18% as the sole 

treatment, a figure consistent with those previ-

ously published (82% and 92%) in the context of 

PC and hospital emergency services,7,16 with data 

collected from medical records (82%)7 and online 

surveying, in which 95% reported treatment with 

antibiotics either frequently or very frequently.6

Antibiotic prescription for the treatment of sinusi-

tis is a generalised yet controversial practise, as si-

nusitis is a self-limiting disease with high rates of 

spontaneous resolution.17 There are few studies 

comparing the results of placebo and antibiotic 

administration.11,18-20 Furthermore, these studies 

include a small number of cases and the inclusion 

criteria, that is, the definition of a case, as well as 

criteria for improvement and/or resolution, and 

the type and dosage of antibiotic used, are not 

consistent. There are two meta-analytical studies, 

one of which concludes that antibiotic treatment 

at the studied doses does not show benefits in 

children with acute sinusitis,21 while the second 

concludes that the efficacy of antibiotic treatment, 

with an odds ratio of 2 (95% CI 1.16 to 3.47) is not 

supported by strong evidence, and that the diag-

nostic and inclusion criteria need to improve.22

As for which antibiotic agent is used, the literature 

describes a significant percentage of inappropriate 

prescription in 42% of ambulatory visits8 and in 

22% of hospital paediatric emergency services16. 

While the Guidelines recommend amoxicillin or 

amoxicillin-clavulanate as first-line treatment and 

discourage or condone with strong reservations 

and in very specific cases the use of macrolides,9 

these drugs are used in up to 18% of cases, a figure 

that is not justified given the rates of penicillin al-

lergy. We should note that in contrast to these 

published data, the intention to prescribe reported 

in our survey adheres to the recommendations al-

most completely, as it corresponds to amoxicillin 

and amoxicillin-clavulanate, with minimal pre-

scription of cephalosporins and macrolides, and no 

prescription of quinolones. These figures are simi-

lar to those obtained in the United States survey.6 

It could be that the use of amoxicillin-clavulanate 

exceeds the recommendations, at least in relation 

to the Spanish Consensus Document.9 

The higher frequency of radiological examination 

requests and of the use of amoxicillin-clavulanate 

reported by paediatric specialists could be associ-

ated to the care, at this level, of patients with poor 
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progression in whom a first course of treatment has 

failed, or patients with suspected complications.

When it came to adjuvant therapies, the most 

used would be, along with anti-inflammatory and 

analgesic drugs, physiological saline solution for 

nasal washes (60%) and nasal corticosteroids 

(30%), which are the treatments that seem to have 

demonstrated a certain efficacy in the recent lit-

erature.23,24 We should also note that the respond-

ents demonstrated competent knowledge of both 

the symptoms suggestive of complications, a cir-

cumstance that would determine urgent referral 

to the hospital, and the symptoms that suggest a 

non-infectious aetiology.

It is interesting to note the influence that the opin-

ion of parents has in the diagnostic and therapeu-

tic decisions of paediatricians. This was manifest-

ed both in our survey, where 4% admitted to 

treating URTIs with drugs as a result of family pres-

sure, and in the United States survey, in which 13% 

agreed that they were more likely to diagnose si-

nusitis if they thought parents expected the diag-

nosis, and 16% that they were more likely to treat 

it with an antibiotic if they thought parents ex-

pected this kind of therapy.6

This study has some limitations. Firstly, this is a 

survey, that is, it does not reflect the reality of clin-

ical practise but theoretical opinions about it, with 

answers that involve the subjective assessment of 

the provider of his practise; the questions do not 

address specific clinical scenarios, but are ques-

tions about clinical practise in general terms. 

Second of all, the number of responses we ob-

tained was relatively high, but we cannot be cer-

tain that our sample represents the overall popula-

tion of Spanish paediatricians. In Spain there has 

been a very recent experience, the ABES study10, 

where they obtained 1214 responses and with a 

broader population, as it was addressed to all 

Spanish paediatricians, of any specialty, members 

of the AEP, over 9000 at the time, while our survey 

was only addressed to providers that cared for pa-

tients with these conditions. Considering that of 

the 9036 paediatricians member of the AEP 6215 

are PC paediatricians, the level of care at which 

most cases of this pathology are treated, the pro-

portion of responses is greater than the one 

achieved in the ABES study.10 The study may be bi-

ased due to its characteristics and to the fact that 

the paediatricians that responded may be profes-

sionals used to sharing experiences and opinions 

with other colleagues, so they have joined mailing 

lists, and could have a greater motivation not only 

to answer the questionnaire but also to keep their 

knowledge updated.

In short, we can conclude that the survey addressed 

to Spanish paediatricians about hteir knowledge 

and clinical management of two conditions, URTI 

and sinusitis, suggests a high degree of adherence 

to the most recent Clinical Practise Guidelines and 

to the Spanish Consensus Document published 

later on, underscoring the scarce use of prescribed 

antibiotics in URTIs, the diagnosis based on clinical 

criteria and not radiology of sinusitis, and the anti-

biotics chosen to treat the latter. Nevertheless, we 

believe that the recent publication of the Consensus 

could contribute even more to the appropriate di-

agnosis and treatment of patients with sinusitis in 

clinical practise, something that could and should 

be studied in the near future.
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Annex 1. Survey questions
 1.  Work setting: Primary Care / Hospital

 2.  Specialty of the prescriber: Paediatrician / Family physician

 3.  Years of clinical experience: Less than 5 / 6-10 / 11-20 / 21-30 / Over 30

 4.  Do you usually treat upper respiratory tract infections with medication? Yes / No

 5.  In which cases do you treat CURT? (multiple answer): When there is a greenish nasal discharge / When associated with 
fever / Never / If the symptoms persist (>14 days) / If there is pressure from the family

 6.  With which drugs? (multiple answer): Mucolytics or antitussives /  Antibiotics / Anti-inflammatory and analgesic drugs / 
Nothing

 7.  Do you usually treat coughs? Yes / No

 8.  In which cases do you treat coughs? (open-ended question.)

 9.  With which kind of drugs? (multiple answer): Antitussives / Antihistamines / Antibiotics / Mucolytics.

10.  How many patients do you usually see in your practise each day? Fewer than 20 / 21-30 / 31-40 / Over 40

11.  How frequently do you diagnose CURT in your practise? 20% of visits / 30% of visits / 40% of visits / 50% of visits

12.  How frequently do you diagnose sinusitis in your practise? 1% of visits / 2% of visits / 5% of visits / 10% of visits

13.  How do you diagnose it? (multiple answer): Clinical criteria / Sinus radiography / Referral to ORL

14.  Which clinical features make you suspect sinusitis? (multiple answer): Persistent or night-time cough / Facial pain or 
headache / Persistent and purulent rhinorrhoea / Fever in the context of persistent CURT / Other symptoms (specify)

15.  Which treatments do you give? (multiple answer): Analgesics and anti-inflammatory drugs /  nasal washes with 
physiological saline / Nebulised mucolytics, antibiotics, and corticosteroids / Oral antibiotics / Nasal corticosteroids

16.  If you prescribe antibiotics, which is usually your first choice? Amoxicillin / Amoxicillin-clavulanate / Macrolides / 
Cephalosporins / Quinolones

17.  In sinusitis, which features would make you suspect complications? (multiple answer): Proptosis / Restricted eye motility / 
Evidence of cranial hypertension / Neurologic focal signs / Persistent fever / general poor status

18.  In which cases do you suspect other, non-infectious aetiologies? (multiple answer): Unilateral rhinorrhoea / Nasal 
congestion, watery eyes, sneezing, and watery rhinorrhoea / Abnormal lung auscultation / Headache that wakes patient at 
night / Other (specify)

19.  In which cases do you consider referring a child whom you have diagnosed with sinusitis? (multiple answer): Urgent 
referral to hospital if complications are suspected / Routine referral to ORL if symptoms remain after a first round of oral 
antibiotics / Always to ORL / Consultation with hospital if symptoms persist following empiric antibiotic treatment to 
confirm diagnosis, or in case of treatment failure 

CURT: cold of the upper respiratory tract; ORL: Otorhinolaryngology.



Corrección de errores

En el artículo “Sánchez Ruiz-Cabello FJ, Ortiz González LC, Grupo PrevInfad. Síndrome de la muerte súbita 
del lactante (parte 1). Factores de riesgo. Rev Pediatr Aten Primaria. 2013;15:361-70.” se han producido los 
siguientes errores: 
•  Respecto a la diferencia en las tasas de mortalidad de SMSL en Australia, que aparecen en el texto (pág. 362, 

columna derecha, párrafo 4) y en la tabla 1 (pág. 363) y que podrían inducir a confusión, ha de aclararse que 
corresponden a diferentes años (se adjuntan referencias bibliográficas).

     Dichas diferencias pueden explicarse por la drástica caída de las cifras de mortalidad por SMSL a lo largo de las 
últimas décadas, debida en parte, posiblemente, a las distintas definiciones de SMSL usadas y a las medidas 
preventivas aplicadas, principalmente la posición supina al dormir.

•  Así mismo, en la página 366 (columna izquierda, párrafo 3), donde dice: “En estos estudios, la OR para el riesgo 
de SMSL de la postura en decúbito supino respecto al prono oscila entre 2,3 y 13,126”, debe decir: “En estos 
estudios, la OR para el riesgo de SMSL de la postura en decúbito prono respecto al supino oscila entre 2,3 y 
13,126”.


