Journal of Ecohumanism

2024

Volume: 3, No: 8, pp. 13121 — 13133

ISSN: 2752-6798 (Print) | ISSN 2752-6801 (Online)
https://ecohumanism.co.uk/joe/ecohumanism
DOI: https://doi.org/10.62754/joe.v3i8.6190

Allergic Rhinitis- An Updated Review for Healthcare Professionals

Aisha Abdulaziz Sadruddien', Abdulkarim Awadh Mashan Alotaibi’, Saif Saud M. Alsulami’,
Abdul Aziz Ahmed Zuhayyan Al-Mazini, Sultan Salman Ibrahim Alobaid’, Turki Muhayya
Alotaibi’, Khaled Abdulrahman Khaled Alrowais’, Ahmed Traheeb B Alotaibi®, Salman Mahmas
F Alotaibi’, Ziad Nasser Ali Al-Qahtani'’, Homud Ali Faqih'', Faisal Tarehib Alotebe'?, Waleed
Moed Samar Almutairi’, Mugrin Mujib Awwadh Alotaibi'*

Abstract

Allergic rhinitis (AR) is an immunoglobulin E (IgE)-mediated condition characterized by nasal symptoms such as congestion, sneezing,
rhinorrhea, and itching. 1t is prevalent globally, affecting about 15% of the population, and can significantly impact quality of life,
productivity, and healthcare costs. Historically considered a localized disorder, AR is now recognized as part of a broader systemic
allergic framework. The condition is categorized into seasonal, perennial, or mixed forms. Effective management relies on identifying
triggers and applying appropriate pharmacologic and non-pharmacologic interventions. This review aims fo provide an updated
understanding of the etiology, epidemiology, diagnostic approach, and treatment strategies for AR, with a focus on practical management
Jor bealthcare professionals. A comprebensive review of current literature on allergic rhinitis, including pathophysiology, risk factors,
diagnostic approaches, and treatment options. The article discusses pharmacologic therapies (e.g., corticosteroids, antibistamines),
immunotherapy, and lifestyle modifications AR pathogenesis involves both early-phase IgE-mediated responses and late-phase
inflammatory processes. Environmental, genetic, and lifestyle factors influence AR prevalence. The condition affects different age groups,
with seasonal forms more common in children and perennial in adults. A combination of avoidance measures, pharmacotherapy
(intranasal corticosteroids, antibistamines), and allergen immmunotherapy remains central to management. Emerging treatments like
monoclonal antibodies (omalizumab) have shown promise for severe cases. Personalized management strategies are crucial, given the
variability in treatment responses.Allergic rhinitis is a common condition with substantial personal and societal impact. Effective
management involves a comprebensive approach that includes identifying and avoiding triggers, using appropriate medications, and
considering advanced therapies for severe cases. With individnalized treatment plans, healthcare professionals can optimize patient
outcomes and reduce the burden of AR.

Keywords: Allergic Rhbinitis, Pathophysiology, Treatment, Immunotherapy, Intranasal Corticosteroids, Antibistamines, Risk
Factors.

Introduction

Allergic rhinitis (AR) is an IgE-mediated atopic disorder marked by clinical manifestations such as nasal
obstruction, watery mnasal discharge, sneezing, postnasal drainage, and nasal itching. It impacts
approximately one in six individuals globally, contributing to substantial morbidity, reduced productivity,
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and elevated healthcare expenditures. Traditionally, AR was perceived as a localized condition confined to
the nasal passages. However, the emergence of the unified airway hypothesis has redefined AR as part of
a broader systemic allergic framework, linking it to other atopic disorders, including asthma and atopic
dermatitis, which share a common systemic inflammatory mechanism.[1] AR is categorized into seasonal
(intermittent) or perennial (persistent) forms, with epidemiological data indicating that roughly 20% of
cases are seasonal, 40% perennial, and 40% exhibit mixed characteristics.[2] Beyond nasal symptoms,
individuals with AR often experience concurrent allergic conjunctivitis, non-productive cough, Eustachian
tube dysfunction, and chronic sinusitis. Following diagnosis, AR management encompasses a range of
therapeutic approaches, with intranasal corticosteroids representing the cornerstone of first-line
treatment.[1]

Etiology

The pathogenesis of allergic rhinitis (AR) involves early and late-phase allergic responses. In the eartly phase,
AR is driven by an immunoglobulin (Ig)E-mediated reaction to inhaled allergens, which triggers
inflammation predominantly orchestrated by type 2 helper (Th2) cells.|2] This initial response occurs within
five to 15 minutes of allergen exposure, leading to the degranulation of mast cells. This process releases
pre-formed and newly synthesized mediators, including histamine, a key contributor to AR symptoms.
Histamine induces sneezing by stimulating the trigeminal nerve and promotes rhinorrhea by activating
mucous glands. Additionally, other immune mediators, such as leukotrienes and prostaglandins, contribute
to nasal congestion by acting on blood vessels. Four to six hours post-exposure, the late-phase response
begins, characterized by the release of cytokines like interleukins (IL)-4 and IL.-13 from mast cells. These
cytokines recruit eosinophils, T-lymphocytes, and basophils into the nasal mucosa, resulting in nasal edema
and persistent congestion.[3] Non-IgE-mediated mechanisms also play a role in AR, particulatly through
eosinophilic infiltration and structural changes in the nasal mucosa. This leads to nasal hyperresponsiveness,
where the mucosa becomes overly reactive to non-specific stimuli, such as tobacco smoke or cold air,
triggering symptoms like sneezing, rhinorrhea, and nasal itching.[4] Genetic predisposition is another
significant factor in AR etiology, although high-quality studies remain limited. Evidence from twin studies
indicates a 45% to 60% concordance rate in monozygotic twins, compared to approximately 25% in
dizygotic twins, highlighting a hereditary component. Furthermore, specific genetic loci on chromosomes
3 and 4 have been associated with heightened allergic responses, suggesting a genetic basis for AR
susceptibility.[5]

Epideniology

Allergic rhinitis (AR) is a widespread condition with significant global prevalence. Based on physician
diagnoses, AR affects approximately 15% of the population; however, when considering self-reported nasal
symptoms, this prevalence rises to an estimated 30%. The condition typically peaks during the second to
fourth decades of life, after which its incidence gradually declines.[6] In the pediatric population, AR is one
of the most common chronic disorders, with substantial implications for childhood health and
development. Data from the International Study for Asthma and Allergies in Childhood (ISAAC) reveal
that 14.6% of children aged 13 to 14 years and 8.5% of those aged 6 to 7 years exhibit symptoms of
rhinoconjunctivitis associated with AR.[7] Seasonal allergic rhinitis appears to be more prevalent among
children, while chronic or perennial rhinitis is more commonly observed in adults.[8]

The burden of AR extends beyond individual health, significantly impacting societal and economic
domains. A 2018 systematic review highlighted that 3.6% of adults missed work due to AR, while 36%
experienced reduced work performance. Economic analyses indicate that indirect costs, particularly those
related to lost productivity, constitute the majority of the financial burden associated with AR.[9] These
findings underscore the importance of effective management and prevention strategies to mitigate the
socioeconomic impact of this condition. Several risk factors have been identified for the development of
AR. These include a family history of atopy, male sex, the presence of allergen-specific IgE, a serum IgE
level exceeding 100 IU/mL before the age of 6, and higher socioeconomic status.[5] Eatly-life exposures
also play a critical role in shaping AR risk. For instance, studies have shown that children introduced to
foods or formula at an eatly age, as well as those exposed to heavy cigarette smoke during their first year
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of life, are at a higher risk of developing AR.|2] While recent research has explored the potential link
between environmental pollution and AR, no significant correlation has been established to date.

Interestingly, certain factors may confer protection against the development of AR. The role of
breastfeeding remains a topic of debate, with no conclusive evidence demonstrating its protective effect
against AR. Nonetheless, breastfeeding is widely recommended due to its numerous other health benefits
and absence of associated harms. Similarly, pet avoidance in childhood has not been shown to prevent AR;
in fact, early exposure to pets may promote immune tolerance and reduce the risk of allergic sensitization.
Another intriguing phenomenon is the "farm effect," which suggests that eatly-life exposute to farm
environments may protect against the development of allergies. A meta-analysis of eight studies found that
individuals who lived on a farm during their first year of life had a 40% lower risk of developing AR and
other allergic conditions.[10] In summary, AR is a highly prevalent condition with a substantial impact on
both individual health and societal resources. Its epidemiology varies across age groups, with distinct
patterns observed in children and adults. While several risk factors contribute to its development, emerging
evidence highlights the potential protective effects of eatly-life exposures, such as farm living and pet

ownership. Further research is needed to elucidate these relationships and inform preventive strategies to
reduce the global burden of AR.

History and Physical

A comprehensive and detailed history is a critical component in the evaluation of allergic rhinitis (AR).
Clinicians should focus on identitying the types of symptoms, their timing, duration, frequency, potential
triggers, exacerbating or alleviating factors, and any seasonal patterns.[10] Patients with intermittent or
seasonal AR typically present with symptoms such as sneezing, rhinorrhea, and watery eyes. In contrast,
those with chronic AR often report persistent complaints like postnasal drip, chronic nasal congestion, and
nasal obstruction.[8] A family history of AR or a personal history of asthma is commonly observed in
these patients. Individuals with intermittent AR may identify specific triggers, including exposure to pollens,
animal dander, mold, humidity, perfumes, tobacco smoke, or certain materials like flooring and
upholstery.[11]

During the physical examination, several characteristic findings may be observed. Patients may exhibit
mouth breathing, frequent sniffling, or throat clearing. A transverse nasal crease above the tip of the nose,
often seen in children due to repeated tubbing of the nose (the "allergic salute"), and datk citcles under the
eyes, known as allergic shiners, are also common. Anterior rhinoscopy typically reveals swollen nasal mucosa
with thin, clear secretions. The inferior turbinates may appear bluish, and cobblestoning of the nasal
mucosa, indicative of chronic inflammation, may be present. Whenever feasible, an internal endoscopic
examination of the nasal cavity should be performed to assess nasal polyps or structural abnormalities that
could contribute to symptoms. Pneumatic otoscopy is useful for evaluating eustachian tube dysfunction, a
frequent finding in AR patients due to the interconnected nature of the upper airways. Palpation of the
sinuses may elicit tenderness, particularly in patients with chronic symptoms, suggesting possible sinus
involvement. Additionally, clinicians should carefully examine patients for signs of comorbid conditions
such as asthma or atopic dermatitis, as these often coexist with AR. Patients should also be questioned
about aspirin sensitivity, as this can be associated with more severe or complex cases of AR, particularly in
those with nasal polyps and asthma.[11] In summary, a thorough history and physical examination are
essential for accurately diagnosing AR and identifying associated conditions or complications. Attention to
specific symptoms, triggers, and physical findings can guide appropriate management and improve patient
outcomes.

Evaluation

Allergic rhinitis is largely a clinical diagnosis made based on a thorough history and physical. A positive
response to empiric treatment with a nasal glucocorticoid can support the diagnosis. A formal diagnosis is
possible with either serum testing for allergen-specific IgE or allergy skin testing [6]. As stated by the
American Academy of Otolaryngology guidelines, allergy testing should be reserved for patients who are
unresponsive to empiric treatment or require the identification of a specific allergen to target therapy [1].
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Serum testing does not require trained technicians, and the patient does not need to stop taking
antihistamines in advance. Intradermal allergy testing requires a trained professional, but results are available
immediately. In patients with seasonal symptoms, testing should be performed during the peak symptoms
season to best identify specific triggers [6]. Skin testing is known to have slightly superior sensitivity to
serum testing and is more cost-effective. Contraindications to skin allergy testing include patients with
uncontrolled or severe asthma, unstable cardiovascular disease, pregnancy, and/or concurrent beta-blocker
therapy. H2-receptor antagonists, tricyclic antidepressants, and anti-IgE monoclonal antibody omalizumab
can interfere with allergy skin test response; therefore, cessation is advisable before testing [10].
Radiographic imaging is not routinely recommended for the diagnosis of AR and is primarily used to rule
out other conditions, such as rhinosinusitis [10].

Treatment | Management

The management of allergic rhinitis (AR) begins with avoidance strategies, particulatly for those with
seasonal symptoms. Although avoiding allergens may not always be practical, it is encouraged as a primary
method of symptom control. Avoidance of dust mites, animal dander, and specific types of upholstery can
help mitigate exposure, though such measures often require substantial lifestyle changes that may not be
acceptable to all patients. In cases where removing a pet is not feasible, isolating the pet to a specific room
can reduce dander exposure. However, even with the pet removed from the environment, it can take up to
20 weeks to fully eliminate cat dander from the home. Additional strategies such as allergen-impermeable
bedding covers, washing sheets in hot water, and using vacuum cleaners equipped with high-efficiency
particulate air (HEPA) filters can further reduce allergens and alleviate symptoms [5].

Pharmacological treatment options are varied and depend on the severity of symptoms. Common
therapeutic agents include antihistamines, intranasal steroids, leukotriene receptor antagonists (LTRAs), and
immunotherapy. Intranasal corticosteroids are considered first-line treatment for AR, either as
monotherapy or in combination with oral antihistamines for patients with mild, moderate, or severe
symptoms. Numerous studies have demonstrated that intranasal corticosteroids are supetior to
antihistamines in reducing nasal inflammation and improving mucosal pathology. These corticosteroids
help manage symptoms by targeting inflammation directly in the nasal passages, with agents such as
beclomethasone, budesonide, fluticasone propionate, mometasone furoate, and triamcinolone acetonide
being commonly used in the United States. Correct administration of these sprays is vital for optimal
efficacy and to minimize side effects. Patients should be instructed on proper technique to avoid
complications. The tip of the spray should be directed laterally towards the eye to prevent direct contact
with the nasal septum. Common side effects include nasal irritation and epistaxis, both of which can be
minimized by proper technique [11]. Systemic steroids, both oral and injectable, have been shown to
alleviate symptoms of AR; however, their use is not recommended for routine treatment due to their
significant systemic side effects [10].

Antihistamines are another critical class of drugs used in the treatment of AR. First-generation
antihistamines, such as diphenhydramine, chlorpheniramine, and hydroxyzine, are effective but carry
notable side effects, including sedation due to their ability to cross the blood-brain barrier. These agents
can also cause dry mouth, urinary retention, constipation, and tachycardia due to their action on muscarinic
receptors. In contrast, second-generation antihistamines, including fexofenadine, loratadine, desloratadine,
and cetirizine, are more selective for H1 receptors, less sedating, and have longer half-lives ranging from 12
to 24 hours. Among second-generation antihistamines, fexofenadine is the least sedating, while cetirizine
has the most potential for sedation. Despite these differences, there is no clear evidence that one second-
generation antihistamine is superior to others in terms of efficacy and safety [5]. Intranasal antihistamines,
such as azelastine, are another option for AR. These medications provide a rapid onset of action and are
often more effective than oral antihistamines in relieving nasal symptoms. Intranasal antihistamines can be
used as first- or second-line treatments and can be combined with intranasal corticosteroids for a synergistic
effect, enhancing symptom control. This combination approach can be particulatly effective in managing
the more severe symptoms of AR [10]. Overall, a combination of avoidance measures and pharmacological
therapies, tailored to the individual’s symptoms and triggers, forms the cornerstone of AR management.
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Although treatment may be symptom-based, it is essential to monitor and adjust therapy as needed to
achieve optimal patient outcomes.

Leukotriene receptor antagonists (LTRAs), such as montelukast and zafirlukast, can be beneficial in the
treatment of allergic rhinitis (AR). However, their efficacy is generally less than that of intranasal
corticosteroids [13]. LTRAs are often utilized in combination therapy for patients with severe or refractory
symptoms who do not respond adequately to other treatment options. While they may offer symptom relief,
they are not considered first-line agents for the management of AR. In patients who do not achieve
adequate symptom control through avoidance measures and pharmacotherapy, allergen immunotherapy is
a treatment option. Immunotherapy can be delivered in the form of subcutaneous immunotherapy (SCIT)
or sublingual immunotherapy (SLIT), both of which are effective in inducing long-term remission of AR
symptoms. Typically, these therapies involve weekly incremental doses for 6 to 8 months, followed by
maintenance doses over 3 to 5 years. Immunotherapy often provides a prolonged, protective effect, and in
many cases, therapy can be discontinued after achieving sufficient symptom control [1].

Oral decongestants, such as pseudoephedrine, are useful for temporarily relieving nasal congestion
associated with AR. However, their use is limited due to their side-effect profile, including increased blood
pressure, insomnia, and nervousness. Because of these potential side effects, oral decongestants are not
recommended for extended daily use. Intranasal decongestants, such as xylometazoline, are alpha-agonists
that produce vasoconstriction in the nasal tissue, leading to reduced congestion. However, prolonged use
of intranasal decongestants can result in rebound congestion, known as rhinitis medicamentosa, making it
critical to limit their use to no more than a week [10]. Sodium cromoglycate (Cromolyn) is another
pharmacological option that effectively reduces symptoms such as sneezing, rhinorrhea, and nasal pruritus.
It is a reasonable option for patients with mild to moderate symptoms and can be used as an adjunct to
other therapies. For patients with more severe symptoms or nasal polyposis, surgical intervention may be
required. Surgery is typically reserved for cases where there is intractable nasal obstruction due to inferior
turbinate hypertrophy, nasal polyps, or chronic sinus disease that does not respond to medical treatments

[5].

For pregnant patients experiencing symptoms of AR, budesonide is the only FDA-approved intranasal
corticosteroid considered safe for use during pregnancy [1]. Monoclonal antibody therapy with omalizumab
has shown efficacy in patients with AR, especially those with concomitant asthma. Omalizumab works by
binding to IgE antibodies, reducing their ability to trigger allergic reactions. However, the high cost
associated with omalizumab limits its widespread use, making it a more appropriate option for patients with
severe, persistent symptoms that are unresponsive to other treatments [14]. Nasal saline is another
adjunctive treatment, often used in combination with other therapies. Isotonic saline solutions are more
beneficial in adults for nasal irrigation, while hypertonic saline solutions have been shown to be more
effective in pediatric patients. Nasal saline helps to clear mucus and allergens from the nasal passages,
providing symptom relief without significant side effects [10]. In conclusion, the management of AR
requires a comprehensive approach that includes avoidance strategies, pharmacological treatment, and in
some cases, immunotherapy or surgery. Given the variability in patient responses to different treatments,
personalized management plans are essential to achieve optimal outcomes.

Differential Diagnosis

The differential diagnosis for allergic rhinitis (AR) includes several other conditions that can cause similar
symptoms. Distinguishing between these conditions is important for appropriate management.

o Vasomotor Rhinitis: This form of noninflammatory rhinitis is triggered by environmental factors
such as changes in temperature, humidity, or exposure to odors. Unlike AR, vasomotor rhinitis
does not involve an allergic response but can cause similar symptoms, such as nasal congestion and
rhinorrhea [10].

o Infections Rhinitis: Viral or bacterial infections, most commonly seen in children, can present
symptoms similar to AR. However, infectious rhinitis typically resolves with the resolution of the
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underlying infection and may be associated with other signs of systemic illness, such as fever or
malaise [6].

o Cerehrospinal Fluid (CSF) Leak: A CSF leak may present as clear, watery nasal discharge that is
refractory to treatment. If suspected, this diagnosis warrants further investigation, such as imaging
studies, to rule out any cranial or spinal abnormalities [10].

o Non-Allergic Rhinitis with Eosinophilia Syndrome (NARES): In NARES, eosinophils infiltrate the nasal
mucosa without an allergic trigger. Patients with NARES may experience symptoms similar to AR,
but skin prick tests and serum IgE levels will be negative for allergens, helping to differentiate it
from AR [2].

o Chemical Rhinitis: Exposure to chemicals in the workplace, household chemicals, or even certain
leisure activities can cause rhinitis-like symptoms. Symptoms of chemical rhinitis often resolve after
the offending chemical is removed from the environment, unlike AR, which persists despite such
changes [10].

o Rbinitis of Pregnancy and Hormonal Rhbinitis: Pregnancy-related hormonal changes can lead to rhinitis,
particulatly in the second and third trimesters. The symptoms are similar to AR, but the condition
typically resolves after delivery, making it important to consider the patient’s reproductive status

[6].

o Drug-Indnced Rhinitis: Certain medications, such as nonsteroidal anti-inflammatory drugs (NSAIDs),
ACE inhibitors, nasal decongestants, and even cocaine, can induce rhinitis symptoms. These drugs
can cause nasal congestion, rhinorrhea, and sneezing, and discontinuing the offending medication
may resolve the symptoms [10].

o Autoimmune, Granunlomatons, and Vasculitic Rhinitis: Conditions such as granulomatosis with
polyangiitis, sarcoidosis, and other autoimmune or granulomatous diseases can present with
rhinitis-like symptoms. These conditions are often associated with systemic signs such as skin
lesions, joint involvement, or organ-specific symptoms that may help differentiate them from AR

[6].

o Nasal Polyposis: Nasal polyps can cause chronic nasal obstruction and rhinorrhea, which can mimic
the symptoms of AR. However, polyps are usually associated with more persistent, severe
symptoms and may require imaging or endoscopy for diagnosis [2].

o Nasopharyngeal Neoplasm: Though less common, nasopharyngeal tumors can present with nasal
obstruction, rhinorrhea, and epistaxis. A thorough evaluation, including imaging studies and
biopsy, is needed to rule out this serious condition [10].

o Sickle Cell Anemia: In children, particularly those with a history of well-controlled asthma and nasal
polyposis, sickle cell anemia should be considered. Sweat chloride testing is an appropriate next
step to rule out cystic fibrosis, a condition that may also present similar symptoms, such as nasal
polyps and respiratory symptoms [6].

In children under the age of 2 years, it is also important to assess for congenital causes of nasal obstruction,
such as choanal atresia or undetlying immunodeficiencies, which can manifest with similar nasal symptoms
[2]. A thorough clinical history, physical examination, and appropriate diagnostic testing are essential for
accurately diagnosing AR and distinguishing it from other conditions with similar presentations.
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Pertinent Studies and Ongoing Trials

Recent studies have provided significant insights into the management and treatment of allergic rhinitis
(AR), with intranasal corticosteroids standing out as the most effective first-line therapy. In comparison to
topical and oral antihistamines, intranasal corticosteroids have demonstrated superior efficacy in alleviating
common AR symptoms such as sneezing, rhinorrhea, nasal pruritis, and nasal blockage. Due to these
benefits, intranasal corticosteroids are now widely recommended as the first-choice treatment for AR
patients [15]. In addition to corticosteroids, immunotherapy has garnered substantial support in the
literature as a disease-modifying treatment for both AR and allergic asthma. Immunotherapy, which involves
gradually exposing patients to increasing doses of allergens to desensitize the immune system, is considered
the only intervention known to alter the course of allergic diseases. Studies consistently highlight its
effectiveness in reducing symptoms and enhancing quality of life for patients with AR. The treatment is
typically administered through either subcutaneous or sublingual routes, both of which have shown long-
term benefits [16].

Despite these advances, new treatment modalities are continuously being explored. One area of active
research is Anti-H3 and H4 antihistamines, which aim to block histamine receptors involved in
inflammatory pathways associated with AR. However, these agents have not yet received regulatory
approval, and their clinical utility remains under investigation. Preliminary data suggests they could provide
a novel approach for patients who are refractory to conventional therapies. Another promising development
is the use of Roflumilast, a phosphodiesterase-4 (PDE4) inhibitor. Originally approved for chronic
obstructive pulmonary disease (COPD), Roflumilast has shown potential in a small study to improve AR
symptoms. Although the results are encouraging, further studies are necessary to confirm these findings
and determine the optimal patient population for this therapy.

In the realm of immunotherapy, researchers are exploring novel administration routes, such as the direct
injection of allergens into lymph nodes. Eatly studies indicate that this method induces a significantly
stronger allergen-specific immune response (up to ten times higher) compared to traditional methods,
which may lead to improved efficacy and a better safety profile. This approach is still in the experimental
stages, but it represents an exciting direction for future treatment strategies. Additionally, Dapilumab, a fully
humanized monoclonal antibody that inhibits 1I.-4 and IL.-13 signaling pathways, has shown promise in
recent clinical trials. In a randomized, double-blind, placebo-controlled study, Dapilumab significantly
improved nasal symptoms associated with AR. The drug works by targeting the key cytokines involved in
the inflammatory process, providing a targeted approach to managing AR symptoms. Ongoing studies will
help clarify its long-term efficacy and safety in broader patient populations [16]. These emerging therapies
highlight the evolving landscape of AR treatment. While traditional treatments such as intranasal
corticosteroids and immunotherapy remain effective, novel approaches such as new antihistamines, PDE4
inhibitors, lymph node injections, and monoclonal antibodies are beginning to offer promising alternatives
for patients with moderate to severe AR. Clinical trials will continue to refine these therapies, and their
potential to enhance patient outcomes in AR treatment is significant.

Prognosis

Allergic rhinitis (AR) is often considered a chronic condition with varying degrees of severity over time.
The prevalence of AR tends to peak during adolescence and generally decreases with advancing age. This
trend suggests that many patients may experience symptom relief as they age, possibly due to changes in
the immune system or other environmental factors. Longitudinal studies support this observation. A
notable 23-year follow-up study found that 54.9% of patients reported an improvement in symptoms, with
41.6% becoming symptom-free over time. Furthermore, patients who experienced the onset of AR at a
younger age were more likely to show significant improvement as they aged, indicating a potential
correlation between age of onset and long-term prognosis [17]. The severity of AR can fluctuate over time
and is influenced by various factors, including environmental conditions, geographic location, and seasonal
allergens. For instance, patients residing in areas with high levels of airborne pollen may experience
exacerbated symptoms during specific seasons, such as spring or summer, when allergens are most
prevalent. This seasonal variation contributes to the intermittent nature of AR symptoms, with patients

13127


https://ecohumanism.co.uk/joe/ecohumanism
https://doi.org/10.62754/joe.v3i8.6190

Journal of Ecohumanism

2024

Volume: 3, No: 8, pp. 13121 — 13133

ISSN: 2752-6798 (Print) | ISSN 2752-6801 (Online)
https://ecohumanism.co.uk/joe/ecohumanism
DOI: https://doi.org/10.62754/joe.v3i8.6190

experiencing periods of exacerbation followed by periods of relative symptom relief. Treatment
interventions, such as allergen immunotherapy, have shown promising results in improving long-term
symptom control. In a study examining the long-term effects of grass allergy immunotherapy,
approximately 50% of patients experienced significant improvement in symptoms, with benefits persisting
for up to three years after the therapy had been discontinued [18]. This suggests that allergen
immunotherapy can provide lasting relief and may even modify the course of the disease for some patients,
offering a degree of long-term symptom control. While AR remains a chronic condition for many
individuals, the prognosis is generally favorable, particularly with appropriate management strategies.
Patients who receive effective treatment, including allergen avoidance, pharmacotherapy, or
immunotherapy, are more likely to experience improved symptoms and quality of life over time. Moreover,
as research continues to uncover new therapeutic options, patients may have access to more personalized
and effective treatments, further enhancing long-term outcomes.

Complications

Chronic rhinosinusitis (CRS) is a significant complication of allergic rhinitis (AR), despite being a distinct
condition. CRS is characterized by prolonged nasal inflammation, with symptoms such as nasal congestion,
discharge, and sinus pressure, lasting for more than three months. One of the hallmark features of chronic
rhinosinusitis is the presence of nasal polyps, which form due to persistent inflammation of the paranasal
sinus mucosa. Nasal polyps ate typically bilateral and benign, though they can lead to significant discomfort
and obstruction. In rare cases, unilateral nasal polyps can signal underlying malignancy and should be
further investigated. The overall incidence of nasal polyps in the general population is approximately 4%,
with males being more commonly affected. Treatment options for nasal polyps include topical steroids and
saline irrigation, though surgical intervention may be necessary for patients who do not respond to medical
management [1]. Sensitization to allergens in AR can also lead to immunological changes in the adenoids,
potentially causing adenoid hypertrophy. This can contribute to further nasal obstruction and exacerbate
symptoms of AR. Additionally, eustachian tube dysfunction (ETD) is frequently observed in patients with
AR, causing symptoms such as ear fullness, otalgia (ear pain), and ear popping. Eustachian tube dysfunction
may also lead to complications such as otitis media with effusion, resulting in fluid accumulation in the
middle ear and increased susceptibility to infections.

A significant number of patients with AR also have concurrent asthma, with studies suggesting that 10 to
40% of AR patients experience asthma symptoms. The association is particularly strong in patients with
moderate to severe persistent rhinitis. AR is considered an independent risk factor for the development of
asthma, especially when AR is diagnosed in infancy. This connection highlights the need for careful
monitoring and management of both conditions to improve overall respiratory health. In addition to
asthma, other complications of AR can include persistent cough, which may be related to postnasal drip,
and eosinophilic esophagitis, a condition in which inflammation occurs in the esophagus, potentially
exacerbated by allergic responses. The relationship between AR and eosinophilic esophagitis is still being
investigated, and more research is required to fully understand the connection and its clinical significance
[10]. Allergen desensitization through allergy shots (immunotherapy) is another treatment option that can
potentially lead to severe complications. Although immunotherapy is effective for many patients, it carries
the risk of acute exacerbations of rhinitis or asthma. In rare cases, patients may progress to anaphylaxis, a
life-threatening allergic reaction. Due to this risk, it is crucial that healthcare providers administering allergen
desensitization be well-prepared to recognize and manage severe reactions. Clinics should be equipped with
emergency medications, particulatly epinephrine, and appropriate airway management tools to handle such
situations effectively [19][20].

Consultations
Allergic rhinitis (AR) is primarily diagnosed and managed by primary care physicians (PCPs) or general
practitioners. However, if patients do not respond to standard treatments, they may require referral to a

specialist. Allergists and otolaryngologists (ENTSs), especially those with expertise in allergies, are the most
common specialists consulted. This referral typically happens when:
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e Patients are candidates for immunotherapy.
e Traditional therapies fail to provide relief.

e There are physical findings that warrant specialized attention, such as multiple nasal polyps in a
child, which may indicate a more setious condition like cystic fibrosis.

e  Unilateral nasal discharge or bloody discharge is present, suggesting potential malignancy.
e There are concerns about a cerebrospinal fluid (CSF) leak, which could be causing rhinorrhea.

In these cases, urgent referral to an ENT specialist is recommended to rule out setious conditions and
initiate further investigations [21].

Deterrence and Patient Education

Patients with AR often underestimate the severity of their condition, resulting in delayed or inadequate
treatment. It's essential to adequately control AR due to its established link to asthma. Pootly controlled
rhinitis often correlates with poor asthma management, making eatly intervention crucial. The following
strategies can help improve patient outcomes:

o Patient compliance with prescribed treatments is critical. A lack of adherence to medication regimens
can hinder symptom control and quality of life.

o Education on Treatment. Providing educational materials about AR is fundamental for empowering
patients. These materials should include information on the symptoms, triggers, and treatment
options for AR.

o Nasal Spray Technigues: Correct use of nasal sprays is vital for effective treatment. Patients should
be instructed on proper administration—spraying the medication just inside the nostril while
aiming toward the outer wall. It’s important for patients not to take a deep breath or sniff hard
after spraying, as this can reduce the drug's effectiveness and cause irtitation [15].

o Avoidance Of Allergens: While allergen avoidance is crucial, it requires significant effort and can be
challenging. Educating patients on the importance of minimizing exposure to known triggers such
as pollen, pet dander, or dust mites is important, even though it may be a ime-consuming task

[23].
Enbancing Healthcare Team Outcomes

The ecology of medical care model highlights that only a small proportion of patients actively seck medical
attention for their AR symptoms. Most patients are managed by their PCP or nurse practitioners. However,
it is important to equip patients with information on self-management and guidance on when to contact
their PCP for further evaluation or adjustments to their treatment plan. This model emphasizes the
involvement of various healthcare professionals in managing AR:

o Community Pharmacists and nurse practitioners can play a crucial role in educating patients, offering
guidance on over-the-counter treatments, and assisting with medication management.

o Referral To Specialists: 1f patients fail traditional treatments or require immunotherapy, a referral to
allergists or ENT specialists is necessary for more specialized care.
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o Co-management. Once a treatment plan is established, PCPs, nurse practitioners, and allergy
specialists should work together to monitor patient progress and adjust therapies as needed. If

symptoms persist or worsen, further evaluations are necessary.

Collaboration between PCPs, pediatricians, allergists, and ENT specialists is key to optimizing patient care.
Additionally, involving specialty-trained ENT nurses and other clinicians can enhance the management of
AR, especially when symptoms are difficult to control or associated with complex complications [21]. The
successful management of AR requires a team-based approach, where each member brings their expertise
to improve patient outcomes.

Role of Healtheare Providers in Allergic Rbinitis

Healthcare providers play a crucial role in the diagnosis, management, and prevention of allergic rhinitis
(AR). Given its prevalence and impact on patients' quality of life, healthcare providers must offer a
comprehensive, patient-centered approach to effectively manage the condition. Their role spans multiple
areas, from early detection and accurate diagnosis to personalized treatment and ongoing patient education.

Diagnosis and Assessment

The first step in managing AR is an accurate diagnosis. Healthcare providers must differentiate AR from
other conditions with similar symptoms, such as viral infections or sinusitis. Diagnosis begins with a
thorough patient history, including symptom onset, frequency, and severity. A physical examination,
focusing on nasal passages and sinuses, is crucial to identifying signs such as nasal polyps, clear discharge,
and mucosal swelling. In some cases, allergy testing, either through skin prick tests or serum IgE
measurement, is necessary to confirm specific allergens that trigger symptoms. It is essential for healthcare
providers to recognize that AR may coexist with other allergic conditions, such as asthma or atopic
dermatitis. Thus, a comprehensive approach is necessary, addressing not only nasal symptoms but also any
systemic manifestations of allergic disease.

Management and Treatment

Once diagnosed, healthcare providers are responsible for developing an individualized treatment plan for
patients. Pharmacologic treatments are the cornerstone of AR management, with corticosteroids and
antihistamines being the most commonly prescribed medications. Intranasal corticosteroids (INS) are
considered the first-line treatment due to their efficacy in reducing inflammation and controlling symptoms.
They work by decreasing the immune response to allergens and alleviating nasal congestion and rhinorrhea.
Antihistamines, both systemic and intranasal, are often used to control symptoms like sneezing and itching,
Healthcare providers should also educate patients on the proper use of these medications, especially
corticosteroids, to ensure adherence and maximize their effectiveness. This includes demonstrating the
correct technique for using nasal sprays, as improper use can reduce their efficacy. In addition to
pharmacologic treatments, immunotherapy is another important option, particularly for patients with
moderate to severe symptoms or those who do not respond adequately to medications. Allergen-specific
immunotherapy (allergy shots) or sublingual immunotherapy (SLIT) gradually desensitizes the immune
system to specific allergens, leading to long-term symptom relief. Healthcare providers must assess the
patient’s suitability for immunotherapy, considering their medical history, the severity of symptoms, and
their willingness to undergo a long-term treatment. Non-pharmacologic interventions also form an
essential part of managing AR. Healthcare providers should encourage patients to identify and avoid
potential environmental triggers, such as pollen, dust mites, or pet dander. This can involve practical advice
on creating allergen-free environments, such as using air purifiers, washing bedding regularly, and avoiding
outdoor activities during high pollen seasons. Lifestyle modifications, such as maintaining a healthy diet and
managing stress, may also play a supportive role in symptom control.
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Patient Education and Support

Equally important is the role of healthcare providers in patient education. Many patients are unawatre of
the potential long-term effects of uncontrolled AR, such as sleep disturbances, poor academic or work
performance, and an increased risk of developing asthma. Healthcare providers must inform patients about
the chronic nature of AR and the importance of consistent management. Regular follow-up appointments
are necessary to assess treatment effectiveness, adjust medications, and address any side effects.
Furthermore, providing emotional and psychological support is crucial, as AR can significantly impact a
patient's well-being, especially when symptoms are persistent ot sevete. In conclusion, healthcare providers
are central to the effective management of allergic rhinitis. From accurate diagnosis to tailored treatment
plans and patient education, their role is multifaceted and critical in improving patient outcomes. Through
a combination of pharmacologic and non-pharmacologic interventions, alongside ongoing support,
healthcare providers can help patients manage the condition, reduce its impact on daily life, and prevent
long-term complications.

Conclusion

Allergic rhinitis (AR) is a prevalent condition that imposes a significant burden on both individuals and
healthcare systems. It is increasingly recognized as part of a broader allergic syndrome, often coexisting
with other atopic diseases such as asthma and atopic dermatitis. The pathophysiology of AR involves
complex immune responses, with both early-phase IgE-mediated reactions and a subsequent late-phase
inflammatory response contributing to the characteristic nasal symptoms. These responses are triggered by
a wide range of environmental allergens, which vary by geography, climate, and individual susceptibility.
The clinical presentation of AR can range from intermittent, seasonal symptoms to persistent, chronic
discomfort, affecting all age groups, though with different patterns in children and adults. In children,
seasonal AR is more common, while in adults, perennial forms dominate. This variance underscores the
need for precise diagnostic approaches that include a detailed patient history and physical examination,
complemented by allergen-specific testing when necessary. While not routinely required, testing can help
pinpoint specific allergens and tailor treatment strategies accordingly. The management of AR is
multifaceted, involving both non-pharmacologic and pharmacologic interventions. Non-pharmacologic
strategies include allergen avoidance measures, though they are not always feasible or effective for all
patients. Pharmacologic treatments, particularly intranasal corticosteroids, are first-line therapies, with
antihistamines, leukotriene receptor antagonists (LTRAs), and immunotherapy serving as adjuncts in more
severe cases. Advances in biologic therapies, such as omalizumab, have expanded the treatment arsenal for
patients with persistent or severe symptoms. However, the high cost and limited access to such therapies
highlight the need for a cost-effective, patient-centered approach. For effective treatment, healthcare
professionals must tailor therapies based on symptom severity and response to previous treatments.
Combining pharmacologic treatments with lifestyle adjustments offers the best outcomes. As AR is a
chronic condition, ongoing management, monitoring, and adjustment are critical in reducing symptom
burden and improving patient quality of life. Further research into genetic and environmental factors, as
well as new therapeutic approaches, will continue to shape the future management of allergic rhinitis.
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