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Abstract  

A subtype of eosinophilic chronic rhinosinusitis (CRS), allergic fungal sinusitis (AFS) is 

distinguished by type I hypersensitivity, nasal polyposis, eosinophilic mucus, characteristic 

computed tomography scan findings, and the presence of fungus on surgical specimens without 

tissue invasion. Given the relatively early age of onset and the challenge of controlling AFS with 

commercially available treatment regimens, this refractory subtype of CRS is of particular 

relevance to the pediatric community. AFS diagnosis almost always necessitates surgical surgery. 

One of the cornerstones of the pediatric AFS treatment paradigm is postoperative adjuvant 

medicinal therapy. 
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Introduction 

A hypersensitivity reaction to fungi in the sinus cavity is known as allergic fungal rhinosinusitis 

(AFRS). Surgery is necessary for 5–10% of persons with chronic sinusitis [1]. The current 

diagnostic criteria were proposed by Bent and Kuhn, who reported a case series of 15 cases [2].  

The majority of AFRS cases occur in high-humidity regions worldwide, according to the disease's 

geographic distribution pattern [3-5]. The majority of patients first exhibit headaches, anosmia, 

nasal discharge, and progressive nasal blockage [6]. In addition to the disease's slow progression, 

patients may have facial dysmorphic traits such telecanthus and proptosis [3], which can ultimately 

result in diplopia, cuts in the visual field, and acute vision loss [6–9]. In addition, some have 
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complained that even after several surgeries and years of medication, their nasal problems return 

[10]. 

Both medicinal and surgical treatments are used to treat AFRS. The gold standard of care, adjuvant 

therapy, comes after surgery. In addition to immunotherapy, adjuvant therapy includes topical and 

oral steroids [11]. 

In addition to determining the different clinical symptoms, radiological findings, medicinal and 

surgical management, and outcomes of children with AFRS, this study sought to ascertain how 

young children and teenagers differ in presentation and prognosis. 

A difficult and fascinating subset of individuals with sinonasal diseases is the pediatric population. 

Their smaller nasal architecture poses a special challenge for endoscopic sinonasal procedures, 

and some of their sinuses are not fully formed depending on their age. 

 

Classification of CRS 

A collection of conditions known as rhinosinusitis are defined by concomitant infection and 

inflammatory processes that impact the nasal passages and the adjacent paranasal sinuses.4. The 

classification of rhinosinusitis has always been based on the length of symptoms.  

Acute (>4 weeks), subacute (4–12 weeks), and chronic (>12 weeks, with or without acute 

exacerbations) are the three categories of the schema.  

By symptom pattern, acute rhinosinusitis can be further classified as follows: ~ Acute bacterial 

rhinosinusitis, which is defined by symptoms that persist for 10 days or longer after the onset of 

upper respiratory symptoms or that worsen within 10 days of the initial improvement, a condition 

known as double-worsening ~ Acute viral rhinosinusitis.  

Recurrent acute rhinosinusitis is the term used when there are four or more episodes of acute 

bacterial rhinosinusitis in a year without ongoing intervening symptoms [5]. 

Despite the temporal scheme's simplicity and clinical application, categorization  

Recurrent acute rhinosinusitis is the term used when there are four or more episodes of acute 

bacterial rhinosinusitis in a year without ongoing intervening symptoms [5]. 

Despite the temporal scheme's simplicity and clinical application, categorization  

aimed at directing clinical research have been detailed and consist of:  

Infectious causes  

Issues  

Markers of inflammation  

Findings from radiography  

endoscopic results.  

More patient subclassification and treatment modality comparison are made possible by these 

increasingly complicated systems, which is crucial for the CRS population.  

 

Clinical Diagnosis of Chronic Rhinosinusitis 

sinuses in the paranasal region that last 12 weeks or more [4]. Clinical features of this diverse and 

complex disease process include purulent discharge, polyps, and polypoid mucosa that are 

indicative of inflammation. Visual confirmation of these characteristics is not a necessary 

requirement, even though nasal endoscopy is advised and may reveal mucosal abnormalities of the 

middle meatus or sphenoethmoid recess.  
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The  

 

Because so many medical specialists are involved in these individuals' treatment, the diagnosis is 

still clinical [2]. Children are frequently more difficult to diagnose clinically, and radiographic 

scans are only performed on patients who are being considered for surgery, not for diagnostic 

purposes. There is evidence that rhinosinusitis is an independent risk factor for the development 

of recurrent cough with wheezing, and that recurrent cough is a persistent sign and symptom of 

rhinosinusitis in children. 

 

Epidemiology of Allergic Fungal Sinusitis 

Epidemiologic data on AFS are few, and particularly more so for children.  

However, in Uzbekistan, between 7% and 12% of people with chronic rhinosinusitis who have 

sinus surgery have AFS [15,16]. Furthermore, there seems to be a distinct global distribution 

pattern with a concentration in temperate regions.  

The majority of AFS cases occur in teenagers and young adults, with a mean diagnosis age of 21.9 

years. Despite varying reports, the male-to-female (M/F) ratio of AFS is roughly equal when taking 

into consideration the various age ranges of illness in both sexes.  

When comparing children and adults, there can be an age-related variation in the M/F ratio. In 

contrast, the average age at diagnosis was 36 years, and the M/F ratio was 1:1.4, indicating a 

female predominance in the adult population.  

 

Management of Allergic Fungal Sinusitis 

AFS is treated with both medicinal and surgical methods. A paradigm shift brought about by 

growing knowledge of the disease's pathophysiology and its connection to the eosinophilic 

inflammatory cascade has resulted in medicinal treatments that target inflammation suppression 

rather than the removal of fungal infections. When it comes to sinusitis, medical therapy is not just 

a first line of treatment that leads to surgery; rather, it is a concurrent and adjuvant measure used 

to improve the outcomes of surgery and lengthen the time without symptoms.  

Since almost all patients with AFS will need some kind of surgical therapy, functional endoscopic 

sinus surgery is the preferred technique in this patient population. 

In order to preserve the sinonasal mucociliary system, management should prioritize tissue 

preservation removal and alleviation of mechanical impediments. It is also crucial to clear the 

sinus contents, which usually contain large amounts of thick allergic mucus and/or fungal debris. 

These should be sent for histopathologic examination to check for the presence of eosinophils and 

fungal elements. Every attempt should be made to safely reduce any residual disease because the 

retention of cells containing allergic mucin seems to be a risk factor for an early return.  

These patients require careful preoperative planning and surgical management because osseous 

expansion and erosion frequently obliterate bony boundaries and alter normal sinonasal 

architecture, increasing the risk of iatrogenic damage to nearby structures. Guidance for images is 

essential for anatomic confirmation and orientation.  

 

Conclusion 

Its high frequency and the variety of disease manifestations, CRS in the pediatric population 

continues to be a highly significant field. To manage each disease appropriately, it is essential to 
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comprehend the classification schema. The distinction between ECRS, which has an elevated Th-

2 response, and NECRS, which is defined by overexpression of the Th-1 pathway, is the most 

helpful clinical one.  

An extreme inflammatory reaction to environmental fungal antigens characterizes AFS, a 

refractory variant of ECRS. Even though the pathogenic mechanisms causing this disorder remain 

mostly unknown, a thorough history and physical examination, along with a full awareness of the 

disease's risk factors, can frequently lead to an early diagnosis during childhood. Clinically, this 

helps direct the choice to seek medical and surgical treatments, as well as computed tomography 

scans, which may offer early symptom relief. 

In order to restore the mucociliary function of the uninvolved sinonasal mucosa, the surgical 

treatment aims to remove the physical obstruction of the sinus outflow tracts, debride the sinuses 

of polyps and debris, and keep the sinuses open. When doing so, extreme caution must be used to 

prevent triggering iatrogenic harm to the structures encircling the sinonasal airspaces, especially 

in light of the condition's notable anatomic abnormalities. In this sense, image guidance is a useful 

tool that ought to be applied consistently throughout these processes.  

Medical treatments are still a helpful supplement to surgery. Research suggests that topical and 

oral corticosteroids may be useful in managing the underlying inflammatory process. Due to the 

dangers that come with using steroids  

Due to their decreased systemic bioavailability, children should not undergo prolonged systemic 

courses; instead, an early switch to 640 Thorp et al. topical regimens is recommended. The strong 

Th-2 response that underlies the illness process will probably be immunomodulated as additional 

study identifies the underlying pathogenic processes of AFS.  
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