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Issues and answers

The allergic rhinitis patient: 
uniting the disease, the 
clinician and the patient

Learning objectives
You will learn:

• Allergic rhinitis (AR) patients are often dissatisfied with their treatment; this leads to poorer 
control and further dissatisfaction

• Dealing with the chronic nature of AR requires regular treatment and continued GP/patient 
interaction

•  Active patient participation is needed as for all chronic diseases; ways of involving patients 
in their care are presented here

• Patients need to be informed about the causes and consequences of AR, its frequent 
association with asthma and the need to monitor and care for their entire respiratory system

• New information on how the upper and lower airways interact in united airway disease 
should underpin intensified and regular patient follow-up

• Referral of AR patients to allergy and other specialists is important in holistic care.

Introduction
The episodic nature of AR symptoms diverts the attention of patients from the need 
for ongoing treatment of their airways; although not surprised by the return of their 
AR symptoms, the patient naturally perceives either the medication efficacy or the 
healthcare provider as the primary cause of their distress.
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In the presence of 
chronic disease, 
this constant 
epithelial renewal 
leads to an 
imbalance in 
epithelial cell 
types, including 
reduced numbers 
of ciliated 
epithelial cells 
and an imbalance 
in mucus-
secreting goblet 
cells, altering 
their important 
protective 
functions

This was shown in the Project Epidemiology and Treatment of Rhinitis Allergica (PETRA) 
study. It showed that dissatisfaction with AR treatment increased with increased severity 
of AR; patients with mild AR symptoms had a better perception than those with moderate 
to severe symptoms.1 In this study, overall control was not achieved in more than 70% of 
patients. Importantly, the Allergic Rhinitis Control Test conducted among the patients led 
directly to lower Brief Illness Perception Questionnaire scores. This results in a vicious circle of 
deteriorating control and diminished patient satisfaction.

ISSUE: How can clinicians alter the perception of poor AR control and treatment?

ANSWER: Explain the concept of caring for the 
united airway, i.e. the whole respiratory system
The facts and latest research

The concept of united airway disease 
recognises the vital role of inflammation, 
whether caused by allergic or non-allergic 
mechanisms, throughout the upper and lower 
airways. In routine clinical practice, clinicians 
frequently see improvements in lower airway 
inflammation as a result of corticosteroid 
treatment of upper airway inflammation.

Other clinical experience also indicates that 
there are interactions between the upper and 
lower airways, probably due to more than 
just similarities in allergen sensitisation and 
the inflammatory interactions between the 
airways.

Interaction between upper and lower airways
There are three possible mechanisms for the 
observed association between upper and 
lower airway inflammation: (1) a decrease in 
postnasal drainage of inflammatory media-
tors from the upper to the lower airways after 

treatment, e.g. with intranasal corticosteroids; 
(2) reduction of systemic mediators dissemi-
nated by the upper airway and; (3) neural 
modulation via the nasal-bronchial reflex 
(Figure 1).2

Figure 1. Schema of mechanisms of interaction between upper and lower airway inflammation. 
Red line and dot-line indicate parasympathetic and trigeminal nerve, respectively. AR, allergic rhinitis; CNS, central nervous system;  
ECRS, eosinophilic chronic rhinosinusitis.
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Patients 
with asthma, 
particularly mild 
asthma, need to 
be warned that 
untreated AR can 
trigger severe 
exacerbations

The role of the epithelial barrier in allergy and 
asthma
Airway diseases such as AR, chronic rhi-
nosinusitis, asthma and chronic obstructive 
airway disease are characterised by a dys-
functional epithelial barrier. It is important 
to understand that the airway epithelium 
undergoes continuous but slow renewal to 
maintain its barrier function. In the presence 

of chronic disease, this constant epithelial 
renewal leads to an imbalance in epithelial 
cell types, including reduced numbers of 
ciliated epithelial cells and an imbalance in 
mucus-secreting goblet cells, altering their 
important protective functions.3

Implications for the clinician’s discussion with and education of the 
patient

The patient needs to be made aware of the 
causes of AR and its consequences for the 
rest of their lungs; of how the drainage of 
inflammatory mediators from the upper air-
way occurs and reaches deeper into the lungs 
and that ongoing treatment reduces release of 

damaging triggers that stimulate disease and 
inflammation lower in the lungs.

Patients with asthma, particularly mild 
asthma, need to be warned that untreated AR 
can trigger severe exacerbations. 

ISSUE: How to explain the chronic nature of the disease and improve treatment 
adherence, according to latest real-world experience and expert guidance 

When explaining to patients the need for 
ongoing intranasal corticosteroid therapy, it 
is useful to use the concept of climate change, 

which is affecting and extending ‘allergy 
seasons’.

The facts

ALERT: Climate change almost certainly will influence aeroallergen exposure 
seasonally and temporally throughout the southern hemisphere. Clinical increases 
in aeroallergen-associated illness, pollinosis, AR and asthma can be anticipated 
– the Southern Hemisphere Consortium on Global Climate Change and Pollen 
Aeroallergens, 2021.4

Anecdotal evidence from the Western Cape, 
as reported by local pharmacists, points to 
an extended allergy season. Traditionally, use 
of AR products was confined to high pollen 
or grass seed seasons, but increased usage 
is being seen outside these narrow confines. 
Climate change, increased temperatures and 
severe winds lifting dust and particles, as well 

as pollution, may all be at the heart of this 
change.

A time series graph illustrates one aspect of 
this change showing the increasing tempera-
ture in Cape Town and other southern cities 
over the past 30 years (Figure 2).4  

http://www.denovomedica.com
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AR predisposes 
people to more 
frequent sinus 
infections; 
as previously 
discussed, in AR 
sufferers with 
comorbid asthma, 
it can lead to 
exacerbations 
and make control 
more difficult

AR is not a trivial condition
AR predisposes people to more frequent 
sinus infections; as previously discussed, in 
AR sufferers with comorbid asthma, it can 
lead to exacerbations and make control more 
difficult.

A very recent treatment algorithm from 
the European Forum for Research and 
Education in Allergy and Airway Diseases 
(EUFOREA), compiled for the COVID-19 
era, is useful to the clinician, as it provides 
practical recognisable therapy and indicates 
when specialist referral is recommended 
(Figure 3).5

The primary care, first-line approach is to 
prescribe a topical intranasal steroid and a 
topical antihistamine. These medications are 
available as a single fixed combination, which 
can help to improve convenience and adher-
ence, as well as drug delivery.

A recent study of more than 9 000 patients 
in the Mobile Airways Sentinel Network 
(MASK) study, using a patient-completed 
electronic allergy diary, has shown that when 
AR symptoms are uncontrolled, patients 
increase the number of medications they use 
daily in an attempt to gain control.6 

This behavioural disconnection between 
the real-world action of patients aimed at 
short-term control and that of the physician’s 
approach of prescribing long-term treatment 
needs to be addressed in shared decision-
making discussions. Providing a topical 
antihistamine and topical intranasal steroid 
is useful for patients’ real-world intervention; 
it also optimises the fast action of a topical 
antihistamine with the slower-onset anti-
inflammatory effect of the topical steroid. 

Figure 2. Time series of highest recorded temperature for three locations in the southern hemisphere: Cape Town, 
South Africa; Buenos Aires, Argentina; and Bathurst, New South Wales, Australia. The number next to the location 
is the increase in maximum temperature (Tmax) recorded between 1990 and 2018.4 
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Treatment principles to discuss with your patient
Firstly, adherence to regular intranasal corti-
costeroid controlling therapy is essential for 
better outcomes. Using the climate change 
concept as additional motivation may be 
useful. It is important to explain that regular 
usage is important as intranasal corticosteroid 
therapy normalises the structure and function 
of the nasal epithelium and does not adversely 
affect clearance of mucus from the airways. 

Secondly, patients need to be helped to more 
accurately assess and treat their AR symp-
toms, particularly nasal congestion. 

In essence, as the clinician, you are appealing 
to the patient to be actively involved in their 
disease management just as they would be for 
all other chronic diseases, such as hyperten-
sion, diabetes and arthritis.

Thirdly, patients need to be shown the correct 
technique of administering their intranasal 
corticosteroid to ensure symptom control. This 
is critical to achieve accurate medication deliv-
ery. Preference should be given to products 
with clear messaging on how to use the inhaler 
(in printed format and as an online resource).

ISSUE: How to deal with troublesome nasal congestion and blockage

For the clinician, diagnosis of nasal con-
gestion requires evaluation of the possible 
causes; rhinitis and rhinosinusitis are the 
most commonly implicated causes (Table 1).7 

A detailed patient history with physical exam-
ination is the foundation of the diagnosis 
when faced with the problem of congestion.

Figure 3. Treatment algorithm for AR as proposed by EUFOREA, taking into account the reality of patient phenotypes and existing 
international guidelines, www.euforea.org. Treatments suggested are possible during the COVID-19 pandemic, with the exception of systemic 
corticosteroids, which should be avoided as they have side effects and may be immunosuppressive. 

Two or more nasal symptoms 
suggestive of AR

• Difficult-to-treat AR
• Failure of previous treatment 

(step 1)

• Severe AR 
defined by uncontrolled 
symptoms despite previous 
treatment and after 
confirmation of diagnosis, 
medication adherence, 
comorbidities managed

• Failure of previous treatment 
(step 2)

• AR patient aiming for 
sustained effects

Patient education on disease and therapy adherence

Avoid irritants and allergens | Saline nasal sprays/douching

Nasal corticosteroid
and/or

Antihistamine (anti-H1) 
oral non-sedating 

or

nasal
Fixed nasal corticosteroid + 

nasal anti-H1
>

Nasal corticosteroid
=

Combination nasal 
corticosteroid + oral anti-H1

Allergen immunotherapy  
(moderate-severe AR)

and/or

Oral corticosteroid 
(short course)

and/or

Surgery 
(severe nasal obstruction)

and/or

Add-on therapies (*)

Allergen immunotherapy  
(AR due to i.e. pollen or house dust mite)

PATIEN
T PARTICIPATIO

N
 TREATM

EN
T PLAN

(*) Add-on therapies
• Isolated watery rhinorrhoea: Ipratropium
• Rhinorrhoea in asthmatics: Leukotriene receptor antagonist
• Ocular itch/skin rash: Oral non-sedating anti-H1
• Ocular symptoms: Intra-ocular anti-H1 or Cromones
• Sudden onset nasal blockage: nasal/oral decongestant ≤7 days

Confirm diagnosis

Check medication adherence
Evaluate comorbidities

Re-evaluate diagnosis

Uncontrolled

Uncontrolled

VAS ≥5

VAS ≥5

Allergic rhinitis
clinical presentation

FIRST LINE CARE
Pharmacy – General practitioner

SPECIALIST CARE
Specialist

http://www.denovomedica.com
http://www.euforea.org
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Table 1. Differential diagnosis of nasal congestion7

Duration Other typical symptoms

Rhinitis

Infectious rhinitis

Viral <10 days Sneezing, watery rhinorrhoea, sore throat

Bacterial >10 days Purulent discharge, facial pain

Other infectious agents >10 days

AR

Intermittent <4 days/week For all AR: Sneezing, watery rhinorrhoea, itch, eye symptoms, 
lower airway symptoms

Persistent <4 weeks/year
>4 days/week
>4 weeks/year

Occupational rhinitis As AR

Allergic Usually less when away from 
workplace

Usually mainly nasal blockage, rhinorrhoea
Often rhinosinusitis symptoms

Non-allergic

Drug induced Sometimes difficult to make relation, 
can be chronic. History!

Other rhinitis symptoms

Hormonal Sometimes difficult to make relation, 
can be chronic. History!

Other rhinitis symptoms

Other causes of rhinitis
NARES, irritants, food, emotions

Sometimes difficult to make relation, 
can be chronic. History!

Often significant hyperreactivity

Idiopathic (also called vasomotor) Chronic, no cause found Mainly nasal blockage, sometimes clear history of hyperreactivity

Rhinosinusitis

Acute viral <10 days Sneezing, watery rhinorrhoea, sore throat, facial pain

Acute nonviral rhinosinusitis >10 days or acute onset and increased 
symptoms after 5 days <12 weeks

Purulent discharge/postnasal drip, facial pain, fever

Chronic rhinosinusitis >12 weeks

Without nasal polyps Purulent discharge/postnasal drip, facial pain

With nasal polyps Purulent discharge/postnasal drip, loss of smell

Mechanical factors

Deviated septum Chronic Often one side more

Adenoidal hypertrophy Chronic in children Rhinorrhoea, snoring, open-mouth breathing

Foreign bodies (Sub)acute, usually children Purely one side, history, endoscopy necessary

Choanal atresia One side can stay unnoticed Also, chronic rhinorrhoea on one side

Other rarer causes

Tumours

Benign

Malignant Usually, longer history but not always Mostly unilateral, bleeding: if suspected, ENT referral 

Granulomas

Wegener’s granulomatosis Usually, longer history but not always Systemic signs of disease

Sarcoid Usually, longer history but not always
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Diagnosis of AR is based on history, exami-
nation and tests. The patient must be exam-
ined.7 This useful clinical algorithm provides 

guidance on the process along with a list of 
worrisome symptoms and signs as red flags to 
guide referral (Figure 4).

Discuss the appropriate use of topical 
decongestants in AR nasal blockage to reduce this 
troublesome symptom
In your discussion with your patient, it is 
important to stress that topical decongestants 
should not be used for longer than 5–7 days. 

It is useful to use a simple congestion scale 

(Figure 5), so that the patient can score their 
symptoms and discuss with you how and 
when they should treat with topical decon-
gestants (short-term only) and use additional 
doses of the intranasal steroid.7

The EUFOREA treatment algorithm 
points to the short-term value of nasal/oral 
decongestants to relieve sudden-onset nasal 

blockage in AR patients. These agents pro-
vide rapid relief. 

Detailed patient history

Nasal blockage/decongestion
Discharge
Sense of smell
Facial pain and headache
Itchiness

Sneezing
Eye symptoms
Seasonality and triggers of symptoms
Current medications

PHYSICAL: 
Analysis of obstruction
(e.g. breathing onto cold metal plate)

Please mark the line to indicate how troublesome you find your nasal symptoms to be.

 0 3

 Not troublesome Most troublesome

Presence of worrisome symptoms and signs

Eye swollen/red eyelids
Displaced globe
Double vision
Ophthalmoplegia
Reduced visual acuity

Severe unilateral or bilateral frontal 
headache
Frontal swelling
Signs of meningitis or focal 
neurological signs

Unilateral symptoms
Bleeding
Crusting
Cacosmia

Trial of medication Refer to ENT specialist

Treatment failure

Refer to ENT or allergy specialist 
depending on the symptom complex

Figure 4. Diagnostic algorithm for nasal congestion7

Figure 5. Visual analogue scale for assessment of symptom severity

No Yes

http://www.denovomedica.com
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Oxymetazoline, a widely used intranasal 
decongestant, offers fast symptom relief  and 
was shown in a recent double-blind study to 
provide clinically meaningful and statistically 
significant relief  for up to 12 hours after a 
single dose.8 

In a short-term study in AR patients using 
either a combination treatment of fluticasone 
and oxymetazoline, provided as individual 
agents in separate devices, or monotherapy 
with fluticasone, better results were obtained 
in respect of nasal congestion relief  and 
overall reduction of nasal symptoms with 
the combination treatment. This combined 
approach is indicative of the value of using 

individually formulated products. Any ‘remix’ 
of these two individual therapies, i.e. com-
bining of the two agents into a single device, 
should be avoided.9 

NOTE: This review has not attempted to 
include a full discussion of the value of aller-
gen avoidance or allergen immunotherapy 
in the treatment of AR. These strategies are 
valuable and important as described in the 
EUFOREA treatment algorithm. More infor-
mation is available in the deNovo Medica 
accredited report entitled ‘Cold/flu or allergic 
rhinitis? No sneezing matter’. https://www.
denovomedica.com/modules/cold-flu-or-aller-
gic-rhinitis-no-sneezing-matter/ 

Key learnings

• There are three possible mechanisms for the observed association between upper and lower airway 
inflammation

• In the presence of chronic airway disease, constant epithelial renewal leads to an imbalance in epithelial 
cell types, altering important protective functions

• Untreated AR can trigger severe asthma exacerbations and predisposes people to more frequent sinus 
infections

• Evidence points to an extended allergy season across the Southern Hemisphere

• The stepwise EUFOREA treatment algorithm for AR takes into account the reality of patient phenotypes.
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