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Rhinitis



Rhinitis

ÅRhinitis is defined as an inflammatory condition affecting the mucous 
membranesof  the noseand upper respiratory system 



ÅIn clinical practice, however, the term is used broadlyto encompass a 
heterogeneous group of  nasal disorderscharacterized by periods of  
rhinorrhea (nasal discharge), pruritus (itching), sneezing, congestion, 
and postnasal drainage(postnasal drip) 



CAUSES AND CLASSIFICATIONS 



ÅNARES: NonallergicRhinitis with Eosinophilia Syndrome













Epidemiology 

ÅIncidence and prevalence rates for rhinitis are difficult to quantify
because the condition is often undiagnosed, different definitionsare 
used, and data collection methods vary

Å



Incidence

ÅAn estimated 8% of  adultsand 10% of  children in the United
States are newly diagnosed with allergic rhinitis annually



Prevalence

ÅA conservative estimate suggests that the prevalence of  allergic rhinitis is 

approximately 15% (via physician diagnosis), but it may be as high as up 

to 30% in adults(and even more children), based on self-reported nasal 

symptomsmaking it the fifth most common chronic illnessin the 

United States 



IMPACT

ÅRhinitis can lead to poor sleep, decreased work productivity, 
headacheor fatigue, irritability , and rhinitis patients are typically less 
attentive in schoolbecause of  decreased concentration, and difficulty
learning

ÅIt is estimated that 10.7 million workdays are missed because of
allergic rhinitis in the United States per year 



IMPACT

ÅAnnual direct costs(e.g., medications, office visits) are estimated to be 
$3.4 billion .

ÅAddition of  indirect costs(e.g., related to work and
school absenteeism) increases this estimate to $11 billion



ÅA patient with allergic rhinitis will visit the provider approximately three 
more timesper yearand fill nine more prescriptionsyearly compared 
to a patient without rhinitis 



PATHOPHYSIOLOGY 



PATHOPHYSIOLOGY

Åòone airway, one disease.ó 

ÅNumerous areas of  commonality with pathogenesis of  asthma

ÅRhinitis is a known risk factor for asthma



PATHOPHYSIOLOGY

ÅIgE -mediated responsethat involves threeprimary steps:
ÁSensitization

ÁEarly-phase events

ÁLate-phase events 





Risk factors 

ÅFamily historyof atopy(allergic disorders) in one or both parents

ÅFilaggrin(skin barrier protein) gene mutation

ÅElevated serum IgEgreater than 100 IU/mL before the age of 6
years

ÅHigher socioeconomic level

ÅEczema

ÅPositivereactionto allergy skin tests 



Risk factors 

ÅDiet may be a risk factor in children and adolescents 

ÅThree or more fast-food meals per week showed an increased 
incidence of allergic disorders trans fatty acids 



Triggers 

ÅCommon outdoor aeroallergens (airborne environmental allergens) 
include pollenand mold spores. 

ÅPollutants(e.g., ozone, tobacco smoke, diesel exhaust particles)



Triggers

ÅCommon indoor aeroallergensinclude those from house-dust mites
and cockroaches, mold spores, and pet dander.

ÅOccupational aeroallergensinclude wool dust, latex, resins, biologic 
enzymes, organic dusts (e.g., flour), and various chemicals (e.g., 
isocyanate, glutaraldehyde). 



Clinical Presentation of  Allergic Rhinitis











Systemic symptoms

ÅSystemic symptoms include:

ÅFatigue

ÅIrritability

ÅMalaise

ÅCognitive impairment



Complications of  allergic rhinitis 



Acute complications

ÅSinusitis 

ÅOtitis media with effusion 



Complications of  a chronic nature

ÅNasal polyps

ÅSleep apnea

ÅSinusitis

ÅHyposmia(diminished sense of smell) 



Complications of  a chronic nature

ÅAsthma:

ÅAllergic rhinitis and asthmashare a common pathology, and
allergic rhinitis has been implicated in the developmentof asthma 
and in exacerbationsof preexisting asthmain children and adults.

ÅDepression, anxiety, delayed speech development, and
facial or dental abnormalitieshave also been linked to allergic rhinitis 



Diagnosis



ÅDiagnostic criteria suggestiveof  allergic rhinitis include:

ÅNasal itching

ÅSneezing

ÅNasal congestion

ÅClear rhinorrhea

Åoccasionally a decreased sense of  smell

ÅSymptoms of  allergic conjunctivitis (itchy, watery eyes) 



ÅPersistent congestion and/or rhinorrheain response to nonallergic
triggerslike:

ÅWeather changes

ÅPerfumes/odors

ÅSmoke/fumes

Åare consistent with nonallergicrhinitis 



ÅClinicians should make the clinical diagnosis of AR when patients 
present with a history and physical examconsistentwith an allergic
causeand one or more of the following symptoms:

ÅNasal congestion

ÅRunny nose

ÅItchy nose

ÅSneezing



Treatment of Allergic Rhinitis



Treatment Goals

Å¢ƻ ǊŜŘǳŎŜ ǎȅƳǇǘƻƳǎ ŀƴŘ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ǇŀǘƛŜƴǘΩǎ functional status
and sense of well-being.

ÅTreatment is individualizedto provide optimal symptomatic relief 
and/or control 



General Treatment Approach

ÅAllergic rhinitis is treated in three steps: 
ÁAllergen avoidance

ÁPharmacotherapy

ÁImmunotherapy 



ÅPatient education

ÅPatient educationis an important part of  all three steps, especially
regarding continuous allergen avoidanceand the administration of  
nonprescription medications



ÅWhen to start pharmacotherapy?

ÅBecause allergen avoidance alonetypically is not sufficientto provide 
complete relief of allergic rhinitis, targeted therapy with single-entity 
drugsis usually initiated 



ÅNonprescriptiontherapy with:

ÅIntranasal corticosteroids (INCS)

ÅAntihistamines

ÅDecongestants

Åusually can control most symptoms



NonpharmacologicTherapy



Allergen avoidance 

ÅReducing the mite population lowering the household
humidity to less than 40%, applying acaricides, and reducing mite-
harboring dustby removing carpets, upholstered furniture, stuffed 
animals, and bookshelvesfrom the patientõs bedroom and other rooms if 
possible 



ÅMite populations in bedding are reduced by encasing the mattress, box 
springs, and pillows with mite-impermeable materials

ÅBedding that can not be encasedshould be washedat least weeklyin 
hot (131°F [55°C]) water.

ÅBedding that can not be encased or launderedshould be discarded 



Outdoor mold spores 

ÅOutdoor mold spores are prevalent in late summerand fall, especially on 
calm, clear, dry days



ÅAvoidingactivities that disturb decaying plant material(e.g., raking
leaves) lessens exposure to outdoor mold 



ÇIndoor mold exposure is minimized by:

ÅLowering household humidity

ÅRemoving houseplants

ÅVentingfood preparation areas and bathrooms

ÅRepairingdamp basements or crawl spaces

ÅFrequently applying fungicideto obviously moldy areas 



ÅCat-derived allergens(the Feld1 family of proteins, secreted through 
sebaceous glands in the skin) are small and light, and they stay 
airborne for several hours. 

ÅCat allergenscan be found in the home months after the cat is 
removed. Although unproven, weekly cat bathsmay reduce the 
allergen load 



ÅCockroachesare a major source of urban allergens; their saliva, feces, 
and body partsall have been implicated.

ÅTo eliminate cockroaches, patients should be encouraged to:

Åkeep kitchen areas clean

Åkeep stored food tightly sealed

ÅTreat infested areas with baits or pesticides 



ÅPollutants(e.g., ozone, diesel fumes) 

ÅPatients whose allergies are triggered by air pollutants should be 
aware of the air quality index (AQI), (a measure of five major air 
pollutants per 24 hours) and should plan outdoor activities when the 
AQI is low



ÅWeekly vacuuming of carpets, drapes, and upholsterywith a HEPA 
filterςequipped vacuum cleaner



ÅNasal wetting agents (e.g., saline, propylene, polyethylene glycol 
sprays, gels) or nasal irrigation with warm saline (isotonic or 
hypertonic) delivered using a syringe or Neti pot may relieve nasal 
mucosal irritation and dryness



ÅOnly distilled, sterile, or boiled tap watershould be used to
prepare nasal irrigation solutions 



Pharmacologic Therapy









ÅINCS, antihistamines, and mast cell stabilizersshould be used 
regularlyrather than episodically 



ÅWith these products, patients should start taking the medication at 
least 1 week before symptomstypically appear or as soon as possible
before expected allergen exposures 



ÅLength of therapywith those medications should be individualized
according to duration and severity of symptoms, pattern of allergen
exposure (episodic or continuous), and geographic location 



INCS

ÅINCS has been shown to be the most effectivetreatment for most 
symptomsof  allergic rhinitis (itching, rhinitis, sneezing, and congestion)



ÅUntil 2013, INCS were available only by prescription, but four 
nonprescriptionintranasal preparations are now offered:
ÅBudesonide,

ÅFluticasone furoate

ÅFluticasone propionate

ÅTriamcinolone acetonide








