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ATIVIDADES DE DISCUSSÃO DE CASOS CLÍNICOS

PRESCRIÇÁO
NOME DO ALUNO: _______________________________________ NUSP __________

Você terminou a consulta do Sr. Antonio Silva, 56 anos, masculino, mulato, casado, pedreiro que veio com queixa de espirros frequentes, coriza e obstrução nasal, sensação de corrimento posterior em cavidade oral, cefaléia e mal estar geral que se iniciaram há 3 dias e vem se exacerbando. Ele referiu febre não aferida há 1 dia. Ao exame físico, não há dor à compressão dos seios da face, mas ele refere aumento da pressão na área quando se inclina para a frente. Refere ser atópico desde criança, mas estava sem crises há mais de 2 anos. Relaciona o início do quadro ao início de uma obra em que há muito pó.
Você discute o caso com o supervisor e ele concorda com sua suspeita clínica de rinite alérgica e provável sinusite.

Sua missão é elaborar a receita com as orientações para o Sr. Antonio.

Para auxiliar na sua tarefa, estão listadas algumas observações sobre a terapêutica medicamentosa e não-medicamentosa extraídas do “Up To Date” disponível no computador do serviço. Também há a lista de medicações disponíveis na farmácia do posto de saúde e a relação do Código Internacional de Doenças. 

O receituário padronizado do serviço acabou e seu supervisor sugeriu que você utilize uma folha em branco para elaborar a receita.
O paciente lhe pergunta se poderá trabalhar e solicita que você forneça atestado referente â consulta e, se necessário, ao período em que terá que ficar afastado.

INFORMAÇÕES EXTRAÍDAS DO “Up To Date” 
Obs:O texto foi adaptado para oferecer apenas as informações pertinentes ao caso.

Acute sinusitis and rhinosinusitis in adults
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INTRODUCTION — Acute rhinosinusitis (ARS) is defined as symptomatic inflammation of the nasal cavity and paranasal sinuses lasting less than four weeks. The term "rhinosinusitis" is preferred to "sinusitis" since inflammation of the sinuses rarely occurs without concurrent inflammation of the nasal mucosa [1].
Classification of rhinosinusitis is based on symptom duration.

Acute rhinosinusitis - symptoms for less than four weeks

Subacute rhinosinusitis - symptoms for four to twelve weeks

Chronic rhinosinusitis - persists greater than twelve weeks (figure 1).

Recurrent acute rhinosinusitis - four or more episodes of ARS per year, with interim symptom resolution [2].

Acute rhinosinusitis is further specified as acute bacterial rhinosinusitis (ABRS) or acute viral rhinosinusitis (AVRS).
The most common etiology of ARS is a viral infection associated with the common cold. Viral rhinosinusitis is complicated by acute bacterial infection in only 0.5 to 2 percent of episodes [3]. Uncomplicated AVRS typically resolves in 7 to 10 days. ABRS also is most commonly a self-limited disease, with 75 percent of cases resolving without treatment in one month. Rarely, patients with untreated bacterial disease may develop serious complications. (See "Orbital cellulitis".)
Distinguishing AVRS of colds and influenza-like illnesses from bacterial infection is a frequent challenge to the primary care clinician. Antibiotics may be indicated for ABRS, but are ineffective and not recommended for AVRS. Despite the overwhelming prevalence of a viral etiology, however, 92 percent of patients in the United Kingdom [4] and 85 to 98 percent of patients in the United States (US) [5] are prescribed an antibiotic when seen for an upper respiratory or sinus infection.

CLINICAL MANIFESTATIONS — Symptoms of acute rhinosinusitis include nasal congestion and obstruction, purulent nasal discharge, maxillary tooth discomfort, and facial pain or pressure that is worse when bending forward [12-14]. Other signs and symptoms include fever, fatigue, cough, hyposmia or anosmia, ear pressure or fullness, headache, and halitosis.

DIAGNOSIS — Clinical presentation is unfortunately of limited accuracy in distinguishing pure viral rhinosinusitis from secondary bacterial infection [16]. 

Symptom duration and progression — The diagnosis of viral rhinosinusitis is based primarily upon history of the quality, duration, and progression of symptoms. Partial or complete resolution of symptoms within seven to ten days following the onset of an upper respiratory tract infection is indicative of AVRS [2,19-23]. In comparison, the probability of identifying a bacterial infection by sinus aspiration is about 60 percent for patients with symptoms persisting beyond ten days [24].
Physical examination — Notable exam findings may include diffuse mucosal edema, narrowing of the middle meatus, inferior turbinate hypertrophy, and copious rhinorrhea or purulent discharge. Polyps or septal deviation may be noted incidentally and may indicate pre-existing anatomic risk factors for the development of ABRS. Pain localized to the sinuses when the patient is asked to bend forward may be more reliable than pain provoked by direct percussion in the diagnosis of rhinosinusitis [27].
Radiologic tests — Radiography is generally not indicated in the initial evaluation of ARS. Plain sinus films and sinus CT may show sinus fluid levels in patients with both AVRS and ABRS and cannot distinguish between viral and bacterial etiologies. 
TREATMENT — Treatment of viral rhinosinusitis aims to relieve symptoms of nasal obstruction and rhinorrhea; treatment does not shorten the clinical course of the disease. Treatment of ABRS may include antibiotics to eliminate the infection and prevent complications, although 40 to 60 percent of patients with ABRS will clear their infection spontaneously [42].

Since AVRS is expected to resolve within ten days, and ABRS may also resolve spontaneously within the first ten days, patients who present with fewer than ten days of symptoms in general should be managed with supportive care [43]. 

Analgesics such as nonsteroidal anti-inflammatories and acetaminophen are recommended for pain relief.

Mechanical irrigation with buffered, hypertonic saline may reduce the need for pain medication and improve overall patient comfort, particularly in patients with frequent sinus infections (table 2) [2,44]. In another study, however, hypertonic saline spray administered three times daily was not superior to normal saline spray or no spray in improving the nasal symptom scores or day of resolution in patients with acute rhinosinusitis [45]. 

Topical glucocorticoids (corticosteroids) have been shown to be beneficial as monotherapy for AVRS [46]. A randomized trial of mometasone furoate 200 mg twice daily was superior to placebo and to amoxicillin in 981 subjects without ABRS, with symptom relief reported following two to three days of use.

Topical decongestants, such as oxymetazoline, have been shown to significantly reduce edema, but should be used sparingly (no more than three consecutive days) to avoid rebound congestion [47]. When compared to systemic decongestants, topical therapy appears to be as effective, if not more effective, and has the advantage of fewer side effects [2,48].

Oral decongestants are frequently used to reduce edema and facilitate aeration and drainage. Consistent reports on their efficacy are lacking, however. Some [49,50], but not all [51], studies have demonstrated improved patency of the nasal airway and sinus ostia. One randomized trial compared several decongestants (ephedrine sulfate 25 mg, pseudoephedrine HCL 60 mg, phenylephrine HCL 10 mg, and phenylpropanolamine HCL 25 mg) with placebo; only ephedrine was superior to placebo in this trial [52]. When eustachian tube dysfunction is a significant confounding factor, a short course (3 to 5 days) of oral decongestants may be warranted. Oral decongestants should be used with caution in patients with cardiovascular disease, hypertension, or benign prostate hypertrophy due to systemic adverse effects with oral alpha adrenergic preparations [53].

Antihistamines are frequently prescribed for symptom relief due to their drying effects; however, there are no studies investigating their efficacy for this indication [2]. Additionally, over-drying of the mucosa may lead to further discomfort. Use in nonatopic patients should thus be limited to avoid potential side effects at the expense of little potential therapeutic benefit.

INFORMAÇÕES AO PACIENTE

Patient information: Sinusitis in adults (The Basics)

Written by the doctors and editors at UpToDate 

What is sinusitis? — Sinusitis is a condition that can cause a stuffy nose, pain in the face, and yellow or green discharge (mucus) from the nose. The sinuses are hollow areas in the bones of the face (figure 1). They have a thin lining that normally makes a small amount of mucus. When this lining gets infected, it swells and makes extra mucus. This causes symptoms. 

Sinusitis can occur when a person gets sick with a cold. The germs causing the cold can also infect the sinuses. Many times, a person feels like his or her cold is getting better. But then he or she gets sinusitis and begins to feel sick again.

Should I see a doctor or nurse? — See your doctor or nurse if your symptoms last more than 7 days, or if your symptoms get better at first but then get worse.

Sometimes, sinusitis can lead to serious problems. See your doctor or nurse right away (do not wait 7 days) if you have:

Fever higher than 102.5°F (39.2°C)

Sudden and severe pain in the face and head

Trouble seeing or seeing double

Trouble thinking clearly

Swelling or redness around one or both eyes

Trouble breathing or a stiff neck

What if my symptoms do not get better? — If your symptoms do not get better, talk with your doctor or nurse. He or she might order tests to figure out why you still have symptoms. 
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CID 10 - J01    Sinusite aguda 

CID 10 - J01.0    Sinusite maxilar aguda 

CID 10 - J01.1    Sinusite frontal aguda 

CID 10 - J01.2    Sinusite etmoidal aguda 

CID 10 - J01.3    Sinusite esfenoidal aguda 

CID 10 - J01.4    Pansinusite aguda 

CID 10 - J01.8    Outras sinusites agudas 

CID 10 - J01.9    Sinusite aguda não especificada
LISTA DE MEDICAMENTOS QUE PODEM SER RELATIVOS AO CASO DISPONÍVEIS NO POSTO DE SAÚDE

ANALGÉSICOS E ANTIPIRÉTICOS 
Ácido acetilsalícilico Comprimidos: 100mg, 300mg e 500mg 

Paracetamol (Acetaminofeno) 
Comprimidos: 500mg 

Diclofenac

Comprimidos entéricos: 50mg (de sal sódico)

Ibuprofeno

Comprimidos: 200mg e 400mg

BRONCODILATADORES E ANTIASMÁTICOS 
Aminofilina 
Comprimidos retard: 225mg 

Salbutamol 
Aerossole: 0,1mg/inalação (200 doses em inalador especial) 1 inalação <> 0,1mg 

Xarope: 0,04% (de sulfato) - 5ml <> 2mg 

ANTITUSSICOS E EXPECTORANTES
Bromexina 
Xarope: 0,8 mg/ml de (de cloridrato), fr. 200 ml. 

ANTI-HISTAMÍNICOS 
Clorfeniramine 
Comprimidos: 4mg (de maleato) 

Prometazina 
Comprimidos: 25mg 

APLICACÃO NASAL 
Cloreto de sódio 
Solução Nasal: 0,9% 

Dimetindeno e fenilefrina 
Gel nasal e gotas nasais: ( maleato de dimetindeno 0,025% , fenilefrina 0,250%) 

Fenilefrina 
Solução nasal: 0,25% e 0,5% (de cloridrato) 
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