
A child with chronic or recurrent rhinorrhoea – often 
referred to as the ‘snotty-nosed kid’ – is one of the most 
frequent presentations in general practice. Although nasal 

discharge is often caused by benign, self-limiting viral infections, 
persistent or recurrent nasal discharge may indicate allergic 
rhinitis, adenoid hypertrophy, chronic rhinosinusitis, an intra-
nasal foreign body or rarer conditions. This article equips GPs 
to distinguish between these possibilities, understand when to 
investigate or refer, and apply evidence-based management 
strategies to improve outcomes and minimise unnecessary 
interventions.

Epidemiology and pathophysiology
The epidemiology and pathophysiology of chronic or recurrent 
rhinorrhoea depend on the underlying cause. In children, rhin-
orrhoea often begins with overlapping viral upper respiratory 
tract infections (URTIs) and may progress to chronic rhinosinusitis 
in a subset of patients. Adenoid hypertrophy and adenoiditis may 
perpetuate nasal obstruction and impair mucociliary clearance, 
whereas allergic rhinitis contributes a via distinct inflammatory 
pathway. Other causes should be considered when the clinical 
features do not fit these common patterns.

Viral upper respiratory tract infections
Preschool-aged children typically experience six to eight URTIs 
each year, with symptoms lasting up to seven to 10 days. Overlap 
between sequential infections means ongoing rhinorrhoea is 
common and is often mistaken for chronic disease. Acute 
bacterial sinusitis may develop when symptoms persist beyond 
14 days or worsen after initial improvement. A minority (about 
5 to 13% of acute cases) progress to chronic rhinosinusitis.1

Chronic rhinosinusitis
Chronic rhinosinusitis in children is defined by 12 weeks or 
more of symptoms (nasal discharge or obstruction, cough, facial 
pain or pressure) or by mucosal findings on endoscopy or CT 
imaging. Prevalence estimates vary from 2 to 6% in general 
paediatric cohorts, with higher incidence in school-age chil-
dren.2,3 Quality of life impacts include sleep disturbance, 
sleep-disordered breathing, cough, halitosis and association 
with comorbid asthma.2,3
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KEY POINTS
•	Symptom duration helps identify the most likely underlying 

cause of recurrent or chronic rhinorrhoea in children. 
Episodes lasting up to 10 days usually reflect viral upper 
respiratory tract infection, persistence beyond 14 days or 
deterioration after initial improvement raises suspicion for 
acute bacterial sinusitis and symptoms persisting for 
12 weeks or longer suggest chronic rhinosinusitis.

•	Persistent unilateral, malodorous discharge, epistaxis, 
facial swelling or orbital or neurological signs require 
urgent assessment.

•	 Intranasal saline (e.g. via sprays or irrigation) is first-line 
treatment for most cases and can reduce symptom burden.

•	Targeted therapy is guided by the likely cause, with 
antibiotics reserved for suspected bacterial disease and 
imaging or specialist referral reserved for red-flag features 
or failure of optimal medical management.
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Adenoid hypertrophy and adenoiditis
Adenoids naturally enlarge during child-
hood (peaking at 6 to 10 years of age) and 
involute by adolescence. About one-third 
of children have clinically significant 
adenoid hypertrophy.4 Chronically 
inflamed adenoids (chronic adenoiditis) 
may harbour bacterial biofilms (e.g. Hae-
mophilus influenzae, Moraxella species, 
Streptococcus species), contributing to per-
sistent rhinorrhoea, chronic rhinosinusitis, 

otitis media with effusion and obstructive 
sleep symptoms.4 

Allergic rhinitis
Allergic rhinitis is the most common 
immunoglobulin E-mediated disease 
worldwide, with childhood onset in 
almost 50% of cases, often before 6 years 
of age.5 Prevalence in children ranges from 
10 to 30% globally. It often coexists with 
asthma and eczema (the atopic triad), and 
can impair school performance and qual-
ity of life.6 Allergic rhinitis is a type 2 
inflammatory disease; treatment aims to 
reduce inflammation and symptom 
burden.5

Other causes
Other causes of chronic or recurrent rhi-
norrhoea include anatomical anomalies 
(e.g. choanal atresia, septal deviation), an 
intranasal foreign body, rare neoplasms, 
immunodeficiency or cystic fibrosis. GPs 
should remain vigilant for red flags, dis-
cussed below, which may prompt further 
evaluation.

Clinical assessment
The duration and pattern of rhinorrhoea 
help guide diagnosis. An illness lasting 
seven to 10 days usually indicates a viral 
URTI, whereas acute bacterial sinusitis 
should be suspected if symptoms persist 
beyond 14 days or worsen after initial 
improvement. Chronic rhinosinusitis is 
defined by symptoms lasting 12 weeks or 
more, which may be continuous or inter-
mittent, and either seasonal or perennial 
in pattern. 

The characteristics of the nasal dis-
charge also provide clues. Clear, watery 
discharge suggests allergy or viral infec-
tion, whereas purulent discharge is non-
specific and may occur with viral URTI 
or chronic rhinosinusitis; however, persis-
tent unilateral purulence raises concern 
for an intranasal foreign body. Associated 
symptoms further refine the differential: 
nasal itching, sneezing and red or watery 
eyes point toward allergic rhinitis; mouth 
breathing, snoring, sleep disturbance and 

otitis media suggest adenoid hypertro-
phy; and nocturnal cough, facial pain or 
pressure, halitosis and fatigue may be 
present in both acute and chronic bacterial 
sinusitis. 

The assessment of a child presenting 
with recurrent or chronic rhinorrhoea is 
summarised in Box 1.

Red flags
Red flag features warranting urgent 
assessment of a child with rhinorrhoea 
by an ENT surgeon, to exclude serious 
complications (such as orbital cellulitis, 
abscess, meningitis or intracranial collec-
tions) include the following:
•	 unilateral symptoms
•	 malodorous discharge
•	 epistaxis
•	 facial swelling or pain
•	 orbital signs or symptoms
•	 severe or prolonged fever
•	 acute severe headache
•	 lethargy
•	 neurological changes, including 

cranial nerve abnormalities.

Atopy and comorbidities
Asthma, eczema and a family history of 
allergy should be specifically asked about 
when taking a medical history for a child 
with chronic or recurrent rhinorrhoea, as 
these factors can identify children at 
higher risk of allergic rhinitis. Poor 
response to appropriate initial therapy, 
growth concerns and speech or hearing 
issues should also be noted, as they may 
prompt referral to an ENT specialist. 

Examination
On anterior rhinoscopy, the appearance 
of the mucosa and turbinates provides 
important diagnostic clues. Pale, boggy 
mucosa with a purplish hue (reflecting 
venous sinusoid engorgement) is charac-
teristic of allergic rhinitis, whereas erythe-
matous, swollen mucosa is more suggestive 
of infection or vasomotor rhinitis.

Clinical examination should include 
observation of nasal airflow, evaluation  
of adenoidal facies and the presence of 

ENT clinic continued 

1. CLINICAL ASSESSMENT OF A CHILD 
WITH RECURRENT OR CHRONIC 
RHINORRHOEA 

History
•	 Duration and pattern

	– symptoms lasting 10 days or less: 
typically viral URTI 

	– symptoms persist beyond 14 days or 
worsen after initial improvement: 
acute bacterial sinusitis is the more 
likely diagnosis

	– symptoms lasting 12 weeks or more: 
consistent with chronic rhinosinusitis 

	– consider whether symptoms are 
continuous or intermittent, and 
seasonal or perennial

•	 Discharge characteristics
	– clear, watery discharge: suggests 
allergic rhinitis or viral URTI

	– purulent discharge: nonspecific; may 
occur with viral URTI or chronic 
rhinosinusitis 

	– persistent unilateral purulence: 
suggests an intranasal foreign body

•	 Associated symptoms
	– nasal itch, sneezing, red or watery 
eyes: suggests allergic rhinitis

	– mouth breathing, snoring, sleep 
disturbance, recurrent acute otitis 
media, chronic otitis media with 
effusion: suggests adenoid hypertrophy

	– cough (especially nocturnal), facial 
pain or pressure, halitosis, fatigue: 
suggests bacterial sinusitis 

Examination
•	 Anterior rhinoscopy: assess the nasal 

mucosa and turbinates
	– pale, boggy mucosa (appears almost 
purple in colour due to venous 
sinusoids): suggests allergic rhinitis

	– erythematous, swollen mucosa: 
suggests infection or vasomotor 
rhinitis

Abbreviation: URTI = upper respiratory tract infection.
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any mouth breathing. Otoscopy is impor-
tant to assess for middle ear effusion. 
Inspection and palpation should also 
assess for the presence of lymphadeno
pathy or facial swelling.

Further investigations
Further investigations, undertaken by an 
ENT surgeon, may include nasal endos-
copy to directly visualise the adenoids and 
middle meatus. Imaging studies such as 
CT or MRI should be reserved for cases 
where medical therapy has failed or when 
red-flag features are present.

Management principles
The management of chronic or recurrent 
rhinorrhoea is best approached stepwise, 
starting with low-risk measures that 
improve comfort and mucociliary clear-
ance, followed by targeted therapy based 
on the most likely diagnosis. Antibiotics 
and imaging should be reserved for chil-
dren with features suggesting bacterial 

infection or complications, with clear 
safety-net advice and follow up if symp-
toms persist or worsen. 

Case vignettes illustrating the assess-
ment and management of recurrent or 
chronic rhinorrhoea due to a range of 
underlying causes are presented in Box 2.

Symptomatic relief
Intranasal saline is a cornerstone therapy 
for rhinorrhoea of most aetiologies, and 
may be in the form of nasal drops, sprays 
or irrigation several times daily. For 
younger children, bulb suction after saline 
drops can assist. Saline is effective in 
reducing discharge and improving com-
fort, and may also reduce the need for 
additional pharmacotherapy.7

Analgesia or antipyretics (paracetamol 
or ibuprofen) should be offered as needed. 
Unless specifically prescribed by an ENT 
surgeon, over-the-counter topical nasal 
decongestants should be avoided in chil-
dren younger than 6 years of age.

Pharmacotherapy
Allergic rhinitis
Nonsedating, second-generation oral anti-
histamines can be used for immediate 
symptom relief in cases of chronic or 
recurrent rhinorrhoea caused by allergic 
rhinitis. Intranasal corticosteroids, such 
as fluticasone or mometasone, are first-
line therapy for moderate to severe allergic 
rhinitis in children aged 2 years or older, 
with evidence of reduced inflammation 
and improved nasal patency. The best 
technique for administering an intranasal 
spray is detailed in Box 3, and involves 
tilting the head forward and aiming the 
nozzle slightly away from the midline.8 In 
moderate to severe disease, particularly 
in adolescents, combination therapy with 
an intranasal antihistamine plus an intra-
nasal corticosteroid may be considered. 
All pharmacotherapy should be used in 
conjunction with allergen avoidance of 
common allergens (e.g. pet dander, pollen, 
house dust mite, mould), if the child has 
been identified as being sensitised to these 
allergens on skin or serum immunoglob-
ulin E testing.

2. CASE VIGNETTES: PAEDIATRIC RECURRENT OR CHRONIC RHINORRHOEA 

Case 1. Overlapping viral URTIs 
A 4-year-old child who attends childcare presents with 10 days of clear-to-yellow nasal 
discharge and mild cough, with no fever after the third day. The eyes are clear and there is 
no history of atopy. Management includes saline irrigation four times daily, bulb suction, 
hydration and paracetamol as needed. Over the next three days, symptoms gradually 
resolve and antibiotics are not required.

Case 2. Allergic rhinitis in a school-aged child
An 8-year-old child presents in spring with sneezing fits, itchy eyes and clear rhinorrhoea, 
with seasonal exacerbations. The child’s mother has asthma. Initial management includes 
allergen avoidance (e.g. dust mite mattress and pillow covers, reducing indoor humidity), a 
daily second-generation oral antihistamine and an intranasal corticosteroid for persistent 
symptoms. At three months, symptoms have improved significantly. Referral is not required.

Case 3. Adenoid-driven chronic rhinosinusitis
A 5-year-old child presents with six weeks of chronic green nasal discharge, nightly 
snoring, mouth breathing and episodes of otitis media. After two weeks of saline irrigation 
and daily intranasal corticosteroid, symptoms persist. Referral to an ENT specialist is 
arranged; nasendoscopy shows hypertrophied adenoids. The child undergoes 
adenoidectomy, resulting in resolution of rhinorrhoea and improved sleep.

Case 4. Chronic rhinosinusitis requiring further intervention
A 10-year-old child presents with four months of nasal obstruction, purulent discharge, 
postnasal drip, daytime fatigue and cough. Symptoms persist despite 12 weeks of medical 
therapy, including antibiotics, saline irrigation and intranasal corticosteroids. CT shows 
sinus opacification, indicating fluid-filled sinuses consistent with chronic rhinosinusitis.  
The child undergoes adenoidectomy, with marked symptomatic and quality-of-life 
improvement.

Abbreviation: URTI = upper respiratory tract infection.

3. BEST-PRACTICE INTRANASAL 
SPRAY TECHNIQUE8 

Current evidence suggests the most 
effective intranasal spray technique 
includes:

•	 tilting the head forward (about 45 
degrees). Tilting the head back can 
cause the medicine to flow through the 
nose into the throat, where it may be 
swallowed and absorbed into the 
gastrointestinal tract

•	 aiming the nozzle slightly away from the 
midline, avoiding contact with the nasal 
septum. There are several reasons for 
aiming the spray laterally:

	– it may increase deposition on areas 
that are often the most inflamed (the 
middle and inferior turbinates and 
the middle meatus)

	– it may improve distribution within the 
nasal cavity, as the lateral nasal wall 
contains a higher concentration of 
ciliated cells

	– avoiding the septum may reduce the 
risk of epistaxis 
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Referral for immunotherapy should be 
considered if symptoms persist despite 
three to six months of optimal medical 
therapy.5,7

Acute bacterial sinusitis
Most presentations of acute rhinosinusitis 
are viral in nature, and about 80% resolve 
spontaneously or improve within two 
weeks. Antibiotics may be considered 
when there is purulent nasal discharge 
persisting for more than 14 days, sinus 
tenderness, fever or clinical deterioration 
after initial improvement.

The first-line antibiotic of choice is 
amoxicillin (15 mg/kg per dose [to a 
maximum of 500 mg] three times daily 

for 10 days [reassess at five days]). In cases 
of recent amoxicillin exposure or treat-
ment failure, amoxicillin/clavulanic acid 
(22.5 mg/kg per dose [to a maximum of 
875 mg amoxicillin component] twice 
daily for five days) should be used instead.9 
Culture-directed therapy is recom-
mended if infection persists despite 
medical treatment.10

Chronic rhinosinusitis
Initial medical management of chronic 
rhinosinusitis involves intranasal saline 
and intranasal corticosteroids, both 
administered for a minimum of six weeks, 
together with allergen minimisation.9 
Additionally, an extended antibiotic 

course (typically 20 days or longer) 
may be considered, targeting common 
pathogens.2,3,10

Surgical options
Adenoidectomy is recommended when 
adenoidal hypertrophy contributes to 
chronic rhinosinusitis or nasal obstruc-
tion, and symptoms are severe or persist 
despite appropriate conservative and 
medical management. Studies estimate 
that about 70% of children with chronic 
rhinosinusitis have symptom resolution 
following the procedure.11 For children 
older than 6 to 7 years of age who have 
persistent disease after adenoidectomy 
or who demonstrate significant sinus 

TABLE. CAUSES AND MANAGEMENT PATHWAYS OF RECURRENT OR CHRONIC RHINORRHOEA IN CHILDREN 

Probable 
cause

Clinical clues GP-led management Referral indications

Viral URTI •	 Symptoms lasting ≤10 days
•	 Clear, purulent or mixed nasal 

discharge
•	 Mild or no systemic signs

•	 Saline irrigation and bulb suction, if needed 
•	 Maintain adequate hydration
•	 Antipyretics
•	 Watchful waiting

•	 Symptoms persist ≥14 days without 
improvement or worsen after initial 
improvement 

•	 Red-flag features develop

Acute bacterial 
sinusitis

•	 Persistent (≥14 days) or 
worsening symptoms

•	 Purulent rhinorrhoea

•	 Saline irrigation
•	 Amoxicillin (e.g. 15 mg/kg per dose three 

times daily for 10 days)

•	 No improvement after treatment 
•	 Recurrent episodes

Allergic rhinitis •	 Clear nasal discharge
•	 Sneezing
•	 Itchy eyes
•	 Seasonal or perennial pattern

•	 Allergen avoidance
•	 Saline irrigation
•	 Nonsedating, second-generation oral 

antihistamines
•	 Intranasal corticosteroids (children aged 

≥2 years of age)

•	 Persistent symptoms for ≥3 months 
despite optimal medical therapy

•	 Comorbid asthma

Adenoid 
hypertrophy/
adenoiditis

•	 Chronic, bilateral nasal 
discharge

•	 Mouth breathing or snoring
•	 Recurrent acute otitis media or 

chronic otitis media with effusion 

•	 Trial of saline irrigation plus intranasal 
corticosteroid trial (2–3 months)

•	 Manage coexisting allergy

•	 Persistent symptoms despite 
conservative and medical management

•	 Sleep-disordered breathing
•	 Recurrent otitis media 
•	 Poor quality of life

Chronic 
rhinosinusitis

•	 Nasal discharge or obstruction 
lasting ≥12 weeks

•	 Cough, or facial pain or pressure

•	 Prolonged saline irrigation plus intranasal 
corticosteroids

•	 Consider an extended antibiotic course

•	 Failure of medical management
•	 Endoscopic or CT findings
•	 Complicated disease

Intranasal 
foreign body 

•	 Unilateral nasal discharge 
(purulent or epistaxis)

•	 Foul odour
•	 Nasal blockage

•	 Careful nasal examination 
•	 Remove suspected foreign body if it is 

easily accessible, the right tools are 
available and the GP has experience  
doing so

•	 Refer to ENT if removal is 
unsuccessful, the foreign body is 
not easily visualised or the foreign 
body is complex (e.g. paired magnets, 
impacted, penetrating, hooked)

•	 Urgent ENT or paediatric assessment, 
if failed removal of button battery, 
bleeding or airway issues

Abbreviation: URTI = upper respiratory tract infection.

ENT clinic continued 
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pathology, functional endoscopic sinus 
surgery may be considered, with success 
rates for the former procedure between 
82 and 100% in appropriately selected 
patients.3,4,11 

Safety netting and parental advice
Parents should be reassured that most viral 
URTIs resolve within seven to 10 days, 
with longer duration often resulting from 
overlapping infections, and that purulent 
nasal discharge alone does not necessarily 
indicate bacterial infection. Routine anti-
biotics are not required for viral or allergic 
cases of rhinorrhoea and may cause 
adverse effects; they should be reserved for 
suspected bacterial disease. 

Families should be educated about the 
red flags associated with rhinorrhoea (as 
listed above), which require prompt 
re-evaluation. Daily nasal care should be 
encouraged, including intranasal saline 
(e.g. sprays or irrigation), as should ade-
quate hydration and rest, environmental 
and allergen control and maintaining a 
smoke-free home. 

Expectations should be set that if symp-
toms improve within two to three weeks 
after a trial of saline and (where appro-
priate) intranasal corticosteroids, these 
measures should be continued under 
observation of the child’s GP; if there is 
no improvement or symptoms worsen, 
follow up with their GP is necessary.

When to refer
For children with chronic or recurrent 
rhinorrhoea, referral to an ENT specialist 
is recommended when red-flag features 
are present.  Referral is also indicated for 
persistent chronic rhinosinusitis (symp-
toms for longer than 12 weeks) despite 
optimal medical therapy; suspected ana-
tomical abnormalities; nasal polyps or 
masses; sleep-disordered breathing or 
growth concerns related to adenoid 
hypertrophy; and cases with associated 
recurrent otitis media, hearing loss or 
language delay. 

Additionally, children with refractory 
allergic rhinitis despite at least three 

to six months of optimal intranasal cor-
ticosteroid therapy and allergen avoidance 
should be considered for immunotherapy 
or review by an allergist. Further infor-
mation for GPs on referral for allergic 
rhinitis can be found in the Australasian 
Society of Clinical Immunology and 
Allergy’s Allergic Rhinitis Clinical Update 
and The Royal Children’s Hospital Mel-
bourne’s guidance on primary care liaison 
for allergic rhinitis and hay fever.

The causes, initial management and 
referral indications for recurrent or 
chronic rhinorrhoea in children are sum-
marised in the Table.

Conclusion
Most cases of paediatric chronic or recur-
rent rhinorrhoea are due to overlapping 
viral URTIs and resolve within 14 days, 
whereas persistent nasal discharge beyond 
12 weeks suggests possible chronic rhino
sinusitis. In young children, adenoid 
hypertrophy is a common driver (often 
associated with bacterial biofilms), and 
allergic rhinitis is prevalent and may 
coexist. 

Management should begin with intra-
nasal saline sprays or irrigation, nasal 
hygiene, allergen avoidance where needed 
and appropriate pharmacotherapy, includ-
ing antihistamines and intranasal corti-
costeroids, with antibiotics used only 
when clearly indicated. Adenoidectomy 
remains the key surgical treatment for 
adenoid-driven chronic rhinosinusitis in 
younger children, whereas functional 
endoscopic sinus surgery is an effective 
option for older children who fail medical 
therapy. 

Clinicians should recognise and act on 
red-flag features, and follow an evidence- 
based, stepwise approach to reduce unnec-
essary antibiotic use and reinforce referral 
thresholds.�   MT
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