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INTRODUCTION

AA
cute rhinitis is an inflammation of the nasal
lining, regardless of the cause. It affects 
children of all ages and is the most common

reason for addressing the doctor in their case. Acute rhinitis
may be a nasal manifestation of a general infection [1].
Because it is not a fatal disease, rhinitis has long been 
minimized by practitioners, although it has a high degree of
morbidity and significantly affects the quality of life of both
the children who have the disease and those who care for

them, determining high economic costs as well.
The authors aim to review the main types of acute rhini-

tis affecting infants, seeing how it is not the affliction as such
that must trigger an alarm, but the fact that after inadequate
treatment it causes complications that can range from simple
local sequelae to potentially lethal infections like meningitis. 

Classification of rhinitis differs from one guide to
another, so that the ARIA Guide (Allergic Rhinitis and
its Impact on Asthma) (World Health Organization)
divides them into allergic rhinitis [2] and non-allergic
rhinitis, the latter being subclassified by the NAR Guide
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SUMMARY

Acute rhinitis is an inflammation of the nasal lining which can
affect the new-born from the first days of life. The aetiology of
acute rhinitis consists in a variety of factors, of viral or bacterial
nature, in the physiopathology of this disease being involved some
common or predisposing factors, comprising physical agents such
as humidity, cold temperature, dry heat and sudden temperature
changes that trigger some vasomotor disturbances, collectivities
due to increased possibilities of contagion, some acute or chronic
nasal breathing disorders, physical fatigue, daily diet, metabolic
endocrine dysfunction, and last but not least, nervous stress. All
these factors disrupt local and general defence mechanisms of the
body. Without a prompt diagnosis and appropriate treatment it
may rise the risk of developing complications that can leave
sequelae and can lead to fatal outcomes. 
Key words: Acute rhinitis, infant, prompt treatment

RÉSUMÉ

La rhinite aiguë chez les enfants

La rhinite aiguë est une inflammation de la muqueuse nasale qui
peut affecter le nouveau-né dès les premiers jours de vie. 
L'étiologie de la rhinite aiguë consiste en une variété de facteurs,
de nature virale ou bactérienne, dans la physiopathologie de cette
maladie étant impliqués certains facteurs communs ou prédis-
posants , comprenant des agents physiques tels que l'humidité, les
températures froides, la chaleur sèche et les changements
brusques de température qui déclenchent certains troubles 
vasomoteurs, les collectivités en raison de l'augmentation des 
possibilités de contagion, certains troubles respiratoires aigus ou
chroniques nasaux, la fatigue physique, le régime alimentaire 
quotidien, le dysfonctionnement endocrinien métabolique, et
enfin, le stress nerveux. Tous ces facteurs perturbent les 
mécanismes locaux et généraux de défense de l'organisme. Sans
un diagnostic rapide et un traitement approprié, le risque de
développer des complications responsables de séquelles augmente
et cela peut même conduire à une issue fatale.
Mots clés: rhinite, nourrisson, un traitement rapide aiguë
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(Non-Allergic Rhinitis) according to triggering factors
into infectious, hormonal, occupational and idiopathic
rhinitis (formerly known as vasomotor rhinitis). On the
other hand, the British Society for Allergy and Clinical
Immunology has classified infectious rhinitis as a separate
category of NAR. The present article is based on this 
separate classification because infectious causes play the
predominant role in the pathology of acute rhinitis during
the first stage of childhood (fig. 1) [3].

MATERIALS AND METHODS

The aetiology of acute rhinitis consists in a variety of 
factors, of viral or bacterial nature, leading in time to 
dysfunction of ciliary activity of the nasal mucosa, with sub-
sequent development of the disease. Most commonly the
infection is caused by respiratory viruses, to which bacterial
infection is juxtaposed [4]. We can also mention some com-
mon or predisposing factors in the development of acute
rhinitis, comprising physical agents such as humidity, cold
temperature, dry heat and sudden temperature changes that
trigger some vasomotor disturbances, collectivities due to
increased possibilities of contagion, some acute or chronic
nasal breathing disorders, physical fatigue, daily diet, meta-
bolic endocrine dysfunction, and last but not least, nervous
stress. All these factors disrupt local and general defence
mechanisms of the body [5]. 

Symptoms vary depending on the stages of evolution of
the disease, so that in its early stage the clinical picture is
dominated by dryness of the nasal fossae due to the initial
vasoconstriction, with a more or less moderate general state,
fatigue and loss of appetite. This is followed by the sensation
of nasal obstruction overlapped by sneezing and then watery
rhinorrhoea [6]. Rhinorrhoea can alter its appearance, later
becoming seromucous, then mucopurulent, and then puru-
lent, as a consequence of nasal congestion. At this stage one
may also experience changes at the level of the conjunctival
mucosa, dental pain, coughing, and halitosis. The end stage
of the disease consists in remission of the symptoms described

above, with significant diminishing of rhinorrhoea and nasal
obstruction [1, 7].

Acute rhinites of the infant are divided from an infec-
tious point of view into: common acute rhinitis of the infant
and purulent acute rhinitis, the latter being comprised of the
following entities: gonococcal rhinitis, purulent rhinitis,
acute streptococcal rhinitis of the newborn, pneumococcal
rhinitis of the newborn, diphtheritic rhinitis, early congeni-
tal syphilitic rhinitis, rhinitis due to influenza virus [8].

Common acute rhinitis of the infant is the most fre-
quently encountered condition in newborns. It is character-
ized by nasal obstruction with dyspnoea and polypnoea,
accompanied by compensatory oral breathing. The general
condition is altered, with feverish state of characteristically
39-40⁰ temperature, rhinorrhoea, predominantly nocturnal
agitation and sometimes seizures. 

Acute gonococcal rhinitis occurs by contamination of
the newborn with the vulvovaginal gonococcal infection of
the mother, and presents with complete nasal obstruction,
initially watery rhinorrhoea that quickly becomes purulent,
viscous and in large quantities. The general state is altered
due to respiratory obstruction, and eating disorders occur,
which can lead to athrepsia [9].

Purulent rhinitis is caused by nasal lining infection with
Staphylococcus aureus. Symptoms include nasal obstruction,
clear rhinorrhoea, citrine, forming thick and adherent false
membranes located at the level of the nostrils and upper lip,
from where they can extend beyond the nasal alar groove,
towards the cheek. Rhinorrhoea may suffer changes, becom-
ing haemorrhagic and thus demonstrating the ulcerative
character of the disease. 

Pneumococcal rhinitis of the newborn is very rare and
caused by pneumococcus bacteria in precarious hygiene con-
ditions of the newborn, or in the event of an epidemic with
this germ.

Acute streptococcal rhinitis of the newborn is similar
to staphylococcal rhinitis, being caused by haemolytic
streptococcus. 

Diphtheritic rhinitis is also known as pseudomembra-

Figure 1 - Classification of 
etiologies of rhinitis in childhood.
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nous rhinitis, the disease actually including a microbial
association consisting in staphylococci, streptococci, and
pseudodiphteritic pneumococci [10]. 

Syphilitic rhinitis is a very rare entity due to prophy-
lactic measures of early detection, as well as to specific
treatment of syphilis with penicillin, which has led to the
disappearance of the disease [11]. 

Rhinitis due to influenza virus presents a brutal onset
with high 40⁰ temperature, nasal obstruction, hyperaemia
and oedema of the nasal mucosa. 

DISCUSSIONS

Because symptoms are often nonspecific, a clear differen-
tiation in terms of clinical and paraclinical features must be
performed as early and accurately as possible in order to
establish an appropriate treatment, in the absence of which
some complications that present a high morbidity may arise. 

Common to all these rhinites is the fact that infection of
the upper airways can occur very early on, even during the
passage of the foetus through the maternal genital tract.
Thus, in citrine purulent rhinitis symptoms occur 3-7 days
after birth, a period similar to acute streptococcal rhinitis, all
these infections occurring in the first week after birth, with
the following variations: gonococcal rhinitis occurs in the
first 24-48 hours of life, while purulent and streptococcal
rhinitis develop between the 3rd and 7th day after birth.
Syphilitic rhinitis has an insidious onset, occurring usually
between the second and fifth weeks of life. 

Most acute rhinites, regardless of aetiology, are characteri-
zed by impaired general condition and high temperature of 39-
40⁰, which determines a state of agitation and difficulties in
feeding. 

Common acute rhinitis of the infant develops during the
first 1-2 weeks of life, being more severe than in adults, pre-
senting high risks of developing secondary complications
such as bronchopneumopathy, acute otitis, retropharyngeal
abscess, cervical adenitis. Digestive disorders may occur due
to mucopiophagy, acute conjunctivitis, or acute lymphocytic
serous meningitis. Treatment must be administered quickly
and will focus mainly on regaining nasal breathing, by reliev-
ing obstruction. Because of the risk of superinfection par-
enteral antibiotics will be associated with symptomatic treat-
ment. 

Gonococcal rhinitis, although a rare clinical entity today
due to effective prophylactic measures, can lead to local com-
plications such as ulceration and necrosis of the nasal lining
and of the osteocartilaginous substrate, as well as to severe
toxic complications that can lead to exitus. Antibiotic treat-
ment will be mandatorily established according to the antibi-
ogram, due to increased resistance to antibiotics of Neisseria
diplococci.

Purulent rhinitis and acute streptococcal rhinitis of the
newborn show a similar clinical picture and can also lead to
ulceration of the nasal lining and toxic-septic clinical picture,
which is why bacteriological examination of nasal secretion
identifies the etiologic agent. Treatment addresses nasal
obstruction and rhinorrhoea, while general treatment will be

established according to the antibiogram.
Pneumococcal rhinitis of the newborn, although rare,

should be treated properly, according to the antibiogram,
after having previously detected the germ through bacterial
culture, to prevent complications of the respiratory tract and
especially pneumococcal meningitis.

True diphtheritic rhinitis is encountered in older children
and shows specific symptoms, the newborn presenting with-
out exception only pseudomembranous rhinitis, caused by
germs from the pseudodiphteritic category, and presenting
mild symptoms and evolution.

Another rare pathological entity is represented by
syphilitic rhinitis, which due to prophylactic measures of
early detection has become a topic remembered today only so
that its existence be known. In terms of symptoms, the onset
is insidious, with progressive nasal obstruction and initially
serous rhinorrhoea, which becomes sero-purulent, sometimes
presenting even haemorrhagic streaks. Rhinoscopy examina-
tion allows viewing the intensely hyperaemic nasal mucosa
covered with ulcerations, after initial removal of blackish
crusts. The existence of concurrent syphilis manifestations
on the skin and mucous membranes can guide diagnosis, and
serology tests of both the foetus and the mother confirm the
diagnosis. Complications range from adenoiditis to laterocer-
vical adenopathies, and even to fatal complications due to
suppurated meningitis. Treatment is specific, by immediate
administration of penicillin.

Rhinitis due to influenza virus, unlike other forms of
acute rhinitis, presents an epidemic feature. The child may
present episodes of epistaxis in high quantity and of recurrent
nature. This subtype of acute rhinitis shows an increased ten-
dency to complications of the neighbouring areas, such as
sinusitis, phlyctenular meningitis, acute otitis. Treatment is
local and aimed at nasal patency, while antibiotics are effec-
tive not on the influenza virus itself, but in preventing bac-
terial superinfection.

CONCLUSIONS

Of all diseases encountered in infants and toddlers, rhini-
tis is the most frequent pathology. Although it is considered
in most cases a common condition, there are clinical forms
with unpredictable evolution, which is why prompt diagno-
sis and appropriate treatment reduce the risk of developing
complications that can leave sequelae and can lead to fatal
outcomes by meningitis, toxic syndrome or laryngospasm.
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