
Rhinitis

Investigations

Management

Symptoms
- Rhninorrhoea
- Blocked nose.
- Sneezing/itchy nose.

- IgE.

- Ensure no features requiring referral to ENT.

Disclaimer:
Read the disclaimer at medimaps.co.uk/disclaimer
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RHINITIS

- Conjunctivitis. - Sinusitis.

Rhinoconjuntivitis Rhinosinusitis

- Underdiagnosed, misdiagnosed, and poorly treated.
- Think of rhinitis in those with cough, poorly controlled asthma,
prolonged and frequent URTi, sleep problems. 
- Affects 26% of UK population.
- Can be classified into 3 types.

Allergic Non-allergic

Mixed

In children think about adenoids if blocked nose.
They get dry mouth as obligate mouth breathers.

- Most asthma exacerbations start in the nose with a viral URTi.
- Rhinitis increases URTI effects.

- If anosmia = think nasal polys.
- Compared to allergic rhinitis = you dont lose sense of smell.

- Non-allergic rhinitis.

- Allergy avoidance.
- Treatment as below.

- NARES (Nonallergic rhinitis with
eosinophilia syndrome)
- Treated as below.

Idiopathic/neurogenic (maybe parasympathetic
nerve dysfunction)

 - Other supporting symptoms are:
- Nasal polyp.
- Lethargy.
- Bad smell.

- See further down for management.

- Can perform both SPT and IgE. This may be useful as one can be -ve and
the other may show an allergy.
- If clear Hx of association between trigger and symptoms then do not need
to test.
- e.g. Summer time rhinitis is likely to be grass pollen, so simply need to move
to management i.e. no benefit in testing to confirm your suspicion. However,
if treatment fails, then could consider testing.
- Basic rhinits panel should include HDM, grass pollen, cat, tree pollen. This
will cover 80% of allergic rhinitis.
- Additional tests based on Hx e.g. Milk, egg in young children, mould if damp
house or late summer exacerbations, relevent animals if recurrent exposure.

- Make sure not taking oral antihistamine 5/7 before SPT,
otherwise get false negatives. As can high dose topical steroids,
high prednisolone, if tested in early disease as will only have
local sensitisation in the nasal mucosa and will not 'show' it self
on the skin.
- Can test unusual allergens if suspected.
- Only test for the suspected allergens, not a random batch.
- Immediate results.
- Positive SPT is ≥ 4mm.
- Do not perform if significant eczema, because the false positive
rate is very high. Because they are atopic and have
lots of antibodies floating around in their blood. It does
not mean they are allergic to all those postive results.
- Be aware of sensitisation (see right).

- Skin prick test (SPT).

- Useful if suffer with eczema, clear Hx of type 1 allergic response,
or if cant come off antihistamine for 5/7.
- Not affected by antihistamine.
- Only test for the suspected allergens, not a random batch.
- Results are graded: 0 = -ve, 6 = most postive
- But being 6 doesnt mean more severe reaction.
- Be aware of sensitisation (see right).
- Do not use back of hand in kids. Can use ACF. 1ml of blood can test 10 allergens.
In fact you can use heep prick or finger prick ! Use blue or orange butterfly with syringe.
Using vacutainer < 12 y not recommended as too strong suction.

- If thers is evidence of immune activity to specific allergens i.e. positive SPT
or positive IgE test, but no clinical reaction on exposure they are sensitised,
not allergic.
- So they have a little bit of antibodies in the blood which is enough to give
a 'positive' result, but not enough to cause an allergic clinical response.
- So even if positive, do not stop the 'supposed' allergen e.g. do not stop eating
peanuts, or get rid of the cat etc.
- Allergy tests are not good at distiguishing between allergy and sensitisation. Hence,
the importance of correlating Hx to test results.

Sensitisation

- Allergy focused Hx
- Examination.
- Allergy testing.

- Timing of year.
- Intermittent or chronic.
- Ask about atopy.
- Pets or previous pets.
- Damp or mould in house.
- Work environment.
- Medication e.g. aspirin, antihypertensives, NSAIDs, contraception.

- Unilateral (more likely structual issue).
- Nasal obstruction without other symptoms.
- Recurrent epistaxis.
- Nasal crusting.
- Facial pain.
- Absent sense of smell.
- Unpleasant smell.
- Predominantly posterior, mucopurulent discharge.
- Ear symptoms in adults.

- Use largest attachment.
- Turbinate = sensitive to touch, pink, attached laterally.
- Polyp = insensitive to touch, grey, not attached laterally,
looks like a pealed grape.

- Antihistamine. - Antihistmine
AND
- Steroid nose spray.

- Dymista nose spray 2s OD both nostrils
(ENT consultant clinic letter states can use
2s BD both nostrils for 3/12)

- Rhinatec (ipratropium) nose spray - Montelukast. - Xylometazoline 0.1% nasal spray for 1/52 max.

- Cetirizine.
OR
- Loratadine.

- Clinical improvement takes few days. The longer it is used the more
benefit it has. 15/7 = 30% improvement, 30/7 = 30%, 60/7 = 60%.
- Use one's listed at bottom of chart as less systemic absorption.
- Can use nasal decongestant at the same time for 1-2/52 to unblock the
nose which will allow the steroid spray to get in and work better. Rarely
4/52 if really bad, as the steroid limits rebound congestion risk.
- Use high dose initially to get control of symptoms. Then reduce to
lowest effective dose.
- Can use continuously if needed (forever, if chronic trigger).
- Use one with low systemic absorption (three listed below).
- Once daily preparation may improve compliance.
- Warn about bitter taste, and to perservere else will not improve their
symptoms.
- Direct them to video of proper technique = search on Youtube 'ENT
steroid nose spray'. If nose bleed see far left.
- No evidence switch to different steroid nose spray is any better i.e. simply
move to next step (Dymista).
- Ensure compliance. One bottle usually designed to last 1/12.

- Sodium cromoglicate
OR
- Nedocromil

- Azelastine.
OR
- Olopatidine.

- Flixonase nasules initially
OR
- Betnesol drops initially

- Stop steroid nose spray.
- Start dymista (steroid and antihistamine).
- No guidance about continuing or stopping oral antihistamine.

Fluticasone furoate (Avamys)
 
≥ 6 yr 
Dose: 1s OD into each nostril
Max: 2s OD into each nostril

Fluticasone propionate (Flixonase)
 
4 - 11 yr
Dose: 1s OD into each nostril
Max: 1s BD into each nostril
 
≥ 12 yr
Dose: 2s OD into each nostril
Max: 2s BD into each nostril.

Mometasone (Nasonex)
 
6 - 11 yr
Dose: 1s OD into each nostril.
 
≥ 12 yr 
Dose: 2s OD into each nostril
Max: 4s OD into each nostril

Mometasone (Nasonex):
 
≥ 18 yr
Dose: 2s OD into each nostril for 6/52, if fails then 2s BD into
each nostril for 6/52.
If fails use alternative.

- If fails consider need for referral to ENT.

- Prednisolone PO 15 - 20mg od for 5/7.
- Do not use depo injections.
- Continue local treatment.

Flixonase nasules:
 
≥ 16 yr
Dose: 200 mcg (6 drops) OD-BD into each nostril for
4-6/52.
If fails use alternative.

- Olopatidine.
≥ 3 yr
Dose: 1d BD into each eye for max 4/12.

- Rhinatec (ipratropium) nose spray
≥ 12 yr
Dose:  2s BD-TDS into each nostril

- Azelastine.
≥ 4 yr
Dose: 1d BD-QDS into each eye.

- Nedocromil.
≥ 6 yr
Dose: 1d BD-QDS into each eye for max 3/12.

- Sodium cromoglycate
Child (no age in BNF)
Dose: 1d QDS into each eye.

- Nasal douching.

- Easiest to use a propriety preparation e.g. Sterimar.

??? clarify details of these???

Allergic rhinitis.}

HI, 
 
If patients get some blood-stained discharge whilst using an INS I usually check that they
are applying the spray correctly first of all,  ensuring they are spraying it back a laterally
rather than at the nasal septum. I sometimes try asking them to apply Neseptin or Bactroban
cream to the nasal mucosa as this can help if the bleeding is due to a bit of vestibulitis.
If the situation is troublesome then they should stop the INS until things clear up, then
try again, being careful with application. 
 
We also use cetirizine 10mg QDS for urticaria, where there is evidence of dose-dependent
benefit. I'm not convinced of any benefit from higher doses in allergic rhinitis - i don't think
there are any studies of this. The highest I would try is 10mg cetirizine bd or equivalent. 
 
If the child has an active URTI at the time then it is difficult to judge. If they come back
having recovered and the nasal mucosa is still very inflammed, then it may be worth a try.
If they have frequent URTIs and/or ear symptoms then I would try an INS, even if they
generally don't complain of rhinitis outside of infections. 
 
best wishes

- Nasaolarimal
reflex, hence, nasal
allergen makes eyes
water.

- Giving sedative antihistamine make
grades at school drop even further.

- "I've never had a pt that I've not been able
to control with medication. Make sure pt is
taking medication regularly, correctly and
at sufficient dose. It's exceptionally rare to
need laser turbinectomy". ENT consultant.
- May consider immunotherapy.

- Only 10-30% bacterial i.e. usually viral.

- Douching (3x/day).
- Abx.
- Steroid nose spray.
- Antihistamine.
- Montelukast.

- No Abx for post viral acute rhinosinusitis.
- Doesn't make sense and could create
a biofilm in nose which then prevents
Abx from working in the future for actual
bacterial infections.
- Sterimar or Sinus Rinse (NeilMed).
- Use before steroid nose spray to clear
nasal passages, hence, works better. 

- Definition:
 
- Blockage/obstruction./congestion
OR
- Discharge or post nasal drip
 
AND
 
- At least 1 of following:
- Facial pain or pressure.
- Hyposmia/anosmia/cacosmia.
- Cough.

- Acute rhinosinusitis = acute onset and symptoms <4/52.
 
- Chronic rhinosinusitis = consecutive symptoms >12/52.
- Can have acute on chronic flares.
- Can be with or without polyps.
 
- Subacute rhinosinusitis = symptoms 4-12/52.
 
- Recurrent acute rhinosinusitis = >4 episodes / yr.

- Supports bacterial rather than viral
if 3 of following:
- Fever.
- Double sickening.
- Unilateral discharge.
- Severe pain.
- ↑ CRP/ESR.

- Consider CT to help ENT.- Refer ENT if fails.

Note: May only be able to see
with nasal endoscope.

Acute post viral acute rhinosinusitis

Symptoms

Management

- No Abx.
- Douching (3x/day).
- Steroid nose spray.

Chronic rhinosinusitisIf signs it has turned 'bacterial'.

- Abx.
- Douching (3x/day).
- Steroid nose spray.

- Get osteitis i.e. bone get's inflammed.
- Hence, 7/7 Abx not enough to penetrate.
- Issue 2-3/52 course.
 
- Amoxicillin 1st line, if allergic doxycyline.
- If fails Clarithromycin (has antiinflammatory effect).
- If rapid recurrence after first treatment, Rx 3-6/52
Abx low dose (e.g. clarithromycin 250mg BD).

Environment

- Anti dust mite pillow or protector.
- After 2y 1/3 of the wt of pillow is from
dustmite poo.

Allergen immunotherapy if:
- Allergic rhinitis and systemic reactions to wasp bee venom.
- Failed other treatments.
- IgE mediated.
- Can't treat mould allergy.
- Can't treat for animal allergy.

- Is it a hypertrophied turbinate or a polyp?
- Polyps look like peeled grapes.
- Polyps are insensitive if touched cf hypertrophied turbinate.
 
- Ensure use proper technique i.e. head hanging off edge of bed and instil drops.
- Keep in that position for 2 min.
- Then switch to standard dose preparation i.e. with lower systemic absorption.
- Can be removed if very big, but almost always come back.
- Need to stay on teatment (steroid nose spray) to avoid them coming back.
- Acute treatment 4-6/52 steroid drops.
- Note: Betnesol has highest systemic absorption and is equivalent to 5mg oral prednisolone.
- If pt will not comply with above technique due to taking longer than squirting a spray,
use preparations and doses as below.

any 2 of following
for > 1hr per day

may have additional symptoms

known as known as

mild moderate / severe

if fails after 4/52

watery rhinorrhoea catarrh and asthmatic blockage

significant eye symptoms

if fails

polyps
Instant relief required

e.g. exam, wedding, job interview etc.

MEDIMAPS.CO.UK   |  7TH JUNE 2022


