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Treating acute rhinitis and exacerbations of chronic rhinitis – A role for topical decongestants?
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Abstract

Acute nasal symptoms are troublesome for patients. In addition, these symptoms are encountered frequently by individuals because of common infectious diseases, especially rhinovirus, giving rise to a ‘common cold’. Acute nasal symptoms include rhinorrhoea, sneezing, nasal itch and congestion. Of these, nasal congestion is the most irritating. Because topical nasal decongestants provide rapid and dramatic relief from these symptoms, especially nasal congestion, they are frequently used and abused by patients. Guidance for indications, choice of most efficacious decongestant and recommendations for limiting side effects are thus essential to be imparted to patients by doctors.
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Introduction

Acute nasal symptoms are particularly troublesome for patients. These symptoms are encountered frequently by individuals because of common infectious diseases, not only those caused by rhinovirus but also because of other respiratory viruses, which give rise to a ‘common cold’. Acute nasal symptoms include rhinorrhoea, sneezing, nasal itch and congestion, and of these, nasal congestion is the most irritating manifestation for patients.

Because topical nasal decongestants provide rapid and dramatic relief from these symptoms, especially nasal congestion, they are frequently used and abused by patients. As such, it is essential that doctors provide guidance regarding their indications, choice of the most efficacious agents and recommendations for limited side effects.

Terminology

It is critical that acute rhinitis is diagnosed correctly and precisely. The updated International Classification of Diseases (ICD)-11, which codes for and describes common conditions of the upper respiratory tract, is useful in this regard, providing clarity on definitions of diseases1 (Figure 1). For example, non-allergic rhinitis is described as ‘an inflammation of nasal mucosa in which allergic mechanisms are not involved’. It also covers different phenotypes listed as ‘non-allergen-induced rhinitis, rhinitis of the elderly, non-allergic non-infectious rhinitis’, etc.
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The description of ‘cold’ is provided under the terminology ‘acute nasopharyngitis’ (Box 1).
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Aetiology of acute rhinitis

Many causes of persistent nasal symptoms are well described and include allergic rhinitis (AR) and vasomotor rhinitis, cystic fibrosis, primary immunodeficiency disorders (PID), primary ciliary dyskinesia, chronic infectious rhinosinusitis and structural conditions. However, underlying chronic rhinitis frequently manifests with acute exacerbations of symptoms that mimic the common causes of an acute rhinitis such as acute nasopharyngitis (Figure 2). It is very important to distinguish an exacerbation of an underlying common condition from a benign viral ‘cold’.
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History and examination are important

Any child or adult who presents to a health care provider with acute rhinitis needs to be asked some important questions and must have an appropriate examination (Box 2). Examination must also distinguish whether symptoms are of a new event or represent an exacerbation of an underlying condition.
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In the case of AR, the facial appearance of the patient is often the clue to the aetiology of acute symptoms (Figure 3). These features include dark rings beneath the eyes (allergic shiners), a nasal crease, double folds of the lower eyelids (Dennie–Morgan folds), open mouth breathing (teeth and gums show) and often allergic mannerisms (such as frequent nasal wiping). Allergic rhinitis may often present with quality of life impairment, including sleep deprivation and attention deficit disorder.2
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Treating nasal symptoms

If the nasal symptoms are caused by an underlying condition, then that condition needs to be addressed with both specific diagnosis and directed therapy. An important example is that if the patient has frequent nasal and other problems caused by a PID, then that condition needs a specific diagnosis and therapy if indicated.

As almost all acute rhinitides are troublesome, patients seek a number of over-the-counter remedies. Many of those are ineffective and have the potential to cause unwanted side effects or in fact prolong the duration of nasal congestion.

Some of the appropriate therapies for acute rhinitis, depending on aetiology, include oral and topical antihistamines, topical intranasal steroids and saline (and variants). However, the most effective agent to have rapid relief from symptoms is a topical nasal decongestant, and it is because of the immediate relief provided by this form of therapy that there is a high potential for overuse. The excessive use of topical decongestants may result in side-effects and failure to seek advice for a potential chronic underlying condition. Importantly, antibiotics (topical and systemic) are not indicated for managing acute rhinitis.3 Systemic decongestants, alone or in combination with other medications, have limited value for acute rhinitis and often have unacceptable side effects, especially in children.4 Systemic side effects include nervousness, insomnia, irritability, headache, palpitations and tachycardia. In addition, they may elevate blood pressure and intraocular pressure, and induce urinary obstruction.5

Which topical nasal decongestant?

The most important criterion for selecting a nasal decongestant is evidence for efficacy and safety. The imidazole group of agents such as oxymetazoline and xylometazoline, which have a proven efficacy and safety profile, best fit these requirements (Box 3).6,7,8,9,10,11,12,13,14,15,16
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Duration of use of topical decongestant

When used alone, topical nasal decongestants may produce rebound vasodilation in some patients after as little as 5-day use. As such, they should not, as a rule, be used for more than 7–10 days.6,17

One additional issue regarding safety of topical decongestants is related to the mode of delivery. Whereas metered dose sprays are safe, at least one study has documented that when using liquid solutions, an excessive volume may be delivered when the bottle is inverted, and therefore the dispenser must be kept upright.18

Patient education

A critical step in managing rhinitis is education of the patient, the public and the provider, including the pharmacist, the primary health care practitioner and even the specialist.

It may also be worthwhile to provide a patient suffering from chronic rhinitis an ‘exacerbation plan’, which provides information as to the use of a topical nasal decongestant. It should also provide instructions as to the administration of the spray. Because most of the congestion occurs at the posterior and lateral side wall of the nose, it should be directed intranasally towards the ipsilateral ear.

The key principles of an education message are listed in Box 4.
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Conclusion

Intranasal decongestants are effective in managing the troublesome symptoms of acute rhinitis, either because of a minor viral illness or an exacerbation of an underlying serious chronic condition. They do not however treat the cause, and if used over a prolonged period without further evaluation of the patient, a more important diagnosis could be missed out. Furthermore, they may cause rebound rhinitis medicamentosa.
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« ICD-11

Certain infectious or parasitic diseases
Neoplasms
Diseases of the blood or blood-forming organs
Diseases of the immune system
Endocrine, nutritional or metabolic diseases
Mental, behavioural or neurodevelopmental
disorders
Sleep-wake disorders
Diseases of the nervous system
Diseases of the visual system
Diseases of the ear or mastoid process
Diseases of the circulatory system
Diseases of the respiratory system
¥ Symptoms, signs or clinical findings of the respiratory
system
¥ Neoplasms of the respiratory system
» Developmental respiratory diseases
+ Upper respiratory tract disorders
¥ Acute nasopharyngitis
¥ Acute sinusitis
Acute adenoiditis
b Acute pharyngitis
Pharyngotonsillitis
¥ Acute tonsillitis
Acute laryngopharyngitis
¥ Acute laryngitis or tracheitis
¥ Acute obstructive laryngitis or epiglottitis
¥ Acute upper respiratory infections of multiple and
unspecified sites
+ Vasomotor or allergic rhinitis
¥ Allergic rhinitis
¥ Non-allergic rhinitis
Mixed rhinitis
Vasomotor rhinitis
Chronic rhinitis, nasopharyngitis or pharyngitis
Chronic rhinosinusitis
Certain specified disorders of nose or nasal sinuses
Chronic diseases of tonsils or adenoids
Chronic laryngitis or laryngotracheitis

vyvvwvvww

HE X

Foundation Id : http://id.who.int/icd/entity/1711769234
Allergic rhinitis

Parent(s)
* Vasomotor or allergic rhinitis

Description
Allergic rhinitis is an inflammation of nasal airway triggered by
allergens to which the affected individual has previously been
sensitized. Pathogenesis of allergic rhinitis is type | allergy on the
nasal mucosa. Antigens inhaled into sensitized nasal mucosa
bind to IgE antibodies on mast cells, which release chemical
mediators such as histamine and peptide leukotriene.
Consequently terminal of sensory neurons and vessels react to
induce sneezing, running nose, and stuffy nose (immediate phase
reaction). In late phase reaction, various chemical mediators are
produced by mast cells, cytokines are produced by Th2 and mast
cells, and chemokines are produced by epithelial cells,
endothelium of blood vessels, and fibrocytes, respectively. These
cell-derived transmitters actually induce various cell types of
inflammatory cell infiltration to nasal mucosa. Among them,
activated eosinophils is the main player of mucosal swelling and
hyperreactivity.

Synonyms
« allergic rhinitis, cause unspecified

Source: World Health Organisation. International Coding of Diseases [homepage on the Internet]. 2018 [cited 2019 Oct 12]. Available from: http://id.who.int/icd/entity/1971756453
ICD-11, International Classification of Diseases-11.

FIGURE 1:

International Classification of Diseases-11.
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PID, primary immunodeficiency disorders; PCD, primary ciliary dyskinesia.
FIGURE 2: Aetiology of acute rhinitis symptoms.
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BOX 1: International Classification of Diseases-11. Definition of acute
nasopharyngitis.!

Acute nasopharyngitis

Upper respiratory tract disorders

Infections caused by rhinovirus

Other and unspecified diseases of the respiratory system

Description

A disease of the upper respiratory tract caused by infection with rhinovirus and
other viruses. This disease is characterised by pharyngitis, running nose, stuffy
nose or cough. Transmission is by inhalation of infected respiratory secretions or
direct contact.

Additional information

Common cold (also known as nasopharyngitis, rhinopharyngitis, acute coryza or
simply ‘cold’) is a viral infection of the upper respiratory track, which affects
primarily the nose. The meaning of the nasopharynx is the same as the epipharynx;
however, the term nasopharyngitis is generally used when epipharyngitis extends
to the nose, pharynx and larynx. Ninety per cent of ‘colds’ are caused by viral
infections, whilst the remaining 10% are caused by occasional bacterial or
mycoplasma infections. Patients with nasopharyngitis present with cough,
pharyngeal pain and running or stuffy nose as local symptoms, and increasing
fever, general fatigue and headache as general symptoms. These symptoms
usually resolve in 7-10 days, with some symptoms lasting for up to 3 weeks.

Source: World Health Organisation. International Coding of Diseases [homepage on the
Internet]. 2018 [cited 2019 Oct 12]. Available from: http://id.who.int/icd/entity/1971756453
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BOX 2: A thorough history and examination for acute rhinitis.

History includes:

Duration

Predominant symptoms

Associated pathologies (e.g. cough, wheezing, conjunctivitis)
Recurrent symptoms — how frequent?

Triggering phenomena

Sick household contacts

Sinister symptoms (e.g. epistaxis, mass, weight loss)

Examination must include:
The face

The nasal mucosa

The throat

The tympanic membranes
Sinus tenderness

The conjunctivae

The chest
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BOX 3: The ideal topical nasal decongestant should have the following properties.

« Aquick onset of action. In a prospective, double-blind, placebo-controlled
clinical trial, oxymetazoline-metered nose spray (0.05 %) demonstrated
a statistically significant 2-day reduction in the duration of acute rhinitis
versus physiological saline, with a mean onset of action in 25 5.7

A prolonged duration of action, preferably up to 12 h.¢

Belongs to the imidazoline group, regarded as the safest class of nasal
decongestants.6

Be safe and legal for use in athletes in competitive sports.®

Be safe to be used for patients of all age groups.?

Preferably have some in vitro anti-inflammatory properties.

A shown efficacy in vasomotor rhinitis.**
21

An added decongestant effect when combined with nasal steroids.

* Proof of reduction in nasal congestion.!

s, seconds: h. hours.
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BOX 4: Key educational messages in treating rhinitis.

« Blocked and runny noses have a cause.

Topical decongestants treat the symptoms, not the cause.

Topical decongestants are very effective in treating the symptoms, but should
not be used for more than a week to 10 days.

If nasal symptoms go on beyond a week, the topical decongestant should be
stopped and the patient should consult a doctor who should identify and treat
the cause.

Do not make use of topical decongestants that are mixed into solutions with
antibiotics and corticosteroids.

Avoid oral decongestants either alone or in combination with other medication.
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