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SUMMARY

Introduction:  The allergic rhinosinusitis is one of the main chronic respiratory pathologies, for its high prevalence,

the association with asthma and sinusitis and for the impact in the quality of life of the carrier. The

carrying patients of allergic rhinosinusitis presents hyper sensibility reaction type 1, with persistent

inflammation of the nasal mucous. Nasal hyper reactivity is observed by following symptoms: nasal

dripping, itch and obstruction, that can regress spontaneously with correct treatment.

Objective: Evaluate group of patients with spontaneous complaint of allergic rhinosinusitis in city with tropical climate.

Method: The total of patients was of 45, of these had been selected 29 patients, between 10 - 35 years, with

spontaneous complaint of allergic rhinosinusitis and inflammation of the nasal mucous according to

II the Brazilian Consensus on Rhinitis.

Results: The main symptoms related for the patients: nasal Itch (96,5%), nasal obstruction (93%), sneeze (93%),

nasal dripping (82,7%), itch in pharynx (65,5%), ocular itch (62%) e tears dripping (55%). The main

findings: hypertrophy of inferior turbinate (69%), mucous pallor (65,5%) and septum deviated (41,3%).

The main allergens observed: house dust (54 %), cat skin (34,6%), dog skin (27%), tobacco (23%), lã

(19,2%), fungus (19,2%), grass (19,2%) and flowers (7%).

Conclusion: The otolaryngology manifestations of allergic rhinitis had not been different of the observed ones in literature

and the consensus. The intensity of the symptoms is that it can vary, in accordance with the ambient factors.
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INTRODUCTION

Allergic Rhinosinusitis (AR) is one of the main
chronic respiratory pathologies for its high level of
prevalence, its association with asthma and sinusitis and
for the impact in people’s quality of life (1,2,3,4). It
presents locally and is systemic to allergy. Around 15% of
world population presents symptoms related to it (1,2,4),
especially those with other allergic diseases such as
asthma and atopic dermatitis. In the South and Southeast
of Brazil, prevalence of symptoms was higher in May and
August, while in the Northeast there was no difference
regarding year months (3). Nasal symptoms presented by
Brazilian students ranged from 19.3 to 47.4% during
International Study of Asthma and Allergies in Childhood
(3).

80% (4) people with asthma can be affected by
AR. There is an association with bacterial rhinosinusitis,
allergic conjunctivitis and otitis media (inflammation of
the middle ear), and therapy for these depends on AR
proper control (1).

AR patients present hypersensitiveness reaction
type 1, with persistent inflammation of nasal mucosa.
Inflammatory cells such as eosinophils and mastocytes
and mediators as chemokines and cytokines make part of
physiopathology. Atopic patients develop Th2 with
cytokines such as IL-4, IL-5 e IL-10 (6,7,8,9,10) as standard
immune response. B-Lymphocytes from patients
previously sensitive to some allergens produce IgE
antibodies that are linked to mastocyte and basophil
surface through receptors of high connection with Fc
portion of antibodies. After a new contact, allergen is
linked to IgE, which is in the mastocyte surface, causing
their degranulation, with the release of histamine lipid-
derived substances (prostaglandin and leukotriene) and
cytokines. Eosinophils are also united to this inflammatory
area releasing cation protein with amplification of allergic
response (11).

Nasal hyper-reactivity symptoms are: runny nose,
itching and nasal obstruction, which can recede
spontaneously or under therapy (7). These symptoms are
related with exposure to some allergens, such as: home
dust, cockroach antigens, fungus, animal skin and pollen.

Persistent rhinitis is classified when symptoms
remain for more than 4 days a week or more than 4
weeks; intermittent rhinitis is when symptoms remain for
less than 4 days a week and less than 4 weeks (12).

Rhinitis can be still classified as mild, moderate and
severe according to symptoms, depending on how they

influence on sleep and daily activities (12). Physical exam
findings are not specific and comprehend mucous pallor
and hypertrophy of inferior turbinates or those ones
related to sinusitis and otitis.

Diagnosis is clinical but can involve test in order to
detect IgE either free or cell-related. Specific skin tests to
inhaling allergens are important tools to confirm allergic
rhinitis and to detect allergens involved in disease
pathogenesis, moreover planning specific immunotherapy
treatment (12). Specific IgE can also be in vitro detected
through RAST testing (radioallergosorbent).

Allergic Rhinitis therapy consists of above
environmental control, medication use that prevents
mastocytes degranulation and modulates immune response
(12). Patients submitted to corticosteroid or
immunotherapy treatment change from standard of Th2
immune response to Th1, with an increase on interferon-
gama production (9).

OBJECTIVE

To evaluate patients who complain of allergic
rhinosinusitis according to most frequent symptoms,
signs observed from videoendoscopic examination,
positive skin hypersensitiveness and association to
bronchospasms.

METHOD

The total sum was 45 patients for this study. 39 of
them aging from 10 to 35 years were selected. They
presented spontaneous complaint of allergic rhinosinusitis
and inflammation of the nasal mucosa or one of the
followings: nasal obstruction, hiposmia, rhinorrhea, sneezing
or itching according to II Brazilian Consensus on Rhinitis
(3).

A clinical questionnaire on pathology background
and main symptoms was applied. Preceding
bronchospasms was evaluated through a questionnaire on
medical evaluation due to respiratory complaint. It was
also performed clinical ENT exams and nasal
videoendoscopy in all patients by the same professional
(more than 5 years of experience).

Patients were submitted to skin hypersensitiveness
tests. The tested antigens were: tobacco, grass, house
dust, cat and dog skin, fungus, flowers and woolen fabric
by making use of prick testR. The test consisted of pouring
a drop of each allergen on patient’s forearm and pricking
it. Positive control was performed with histamine and
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negative one with the diluents of the chosen allergens; in
such cases, we choose the FDA allergens. Test
interpretation was done 15 minutes later through measures
of perpendicular diameter of emerged nodules. Result
was considered positive when induration occurred on
inoculation point of a tested allergen with a 3 mm
diameter or larger.

Patients who did not attend service to have their
tests done were excluded from the study, besides the
mentioned criteria. All patients signed the Free and Clear
Consent Term and the study was previously approved by
Research Ethics Committee in November, 2004, CAAE -
0022.0.057.000-04.

RESULTS

The main symptoms reported by patients, in reply
to the questionnaire were: nasal itching (96.5%), nasal
obstruction (93%), sneezing (93%), runny nose (82.7%),
itching in the pharynx (65.5%), itching eye (62%) and eye
tearing (55%) (Graphic 1).

When questioned on bronchospasms background,
14% of patients reported 1 or more occurrences, and 86%
did not report any (Graphic 2).

The main findings from external rhinoscopy
evaluation and nasal videoendoscopy were: hypertrophy
of inferior turbinate (69%) (Picture 1), mucous pallor
(65.5%), septum deviation (41.3%) and hypertrophy of
middle turbinate.

Prick test R was performed at the last stage of the
exams. Results were evaluated according to mentioned
criteria. From the patients who sought ENT department
with compatible complaints of allergic rhinosinusitis,
according to II Brazilian Consensus on Rhinitis (Graphic 3),
73% of them presented positive response on skin test,
while 27% presented negative one.

The main allergens that affected patients with
rhinitis complaints were: house dust (54 %), cat skin
(34.6%), dog skin (27%), tobacco (23%), woolen fabric
(19.2%), fungus (19.2%), hay (19.2%), flowers (7%) and
grass (7%). (Graphic 4).

DISCUSSION

Patients who complain of allergic rhinosinusitis also
present signs and symptoms that vary regarding manifestation
frequency, environment and time of year. In temperate
climate areas, for instance, patients present more intense
symptoms of nasal obstruction and coriza in severe winter
and in spring (pollination season). In tropical and equatorial
climates, the presence of humidity raises colonization by
fungus in the environment and might expose people to
more intense allergic symptoms. Symptoms can vary in
idiosyncratic manner according to temperature, environment
hygiene and to patient’s genotype.

Graphic 1.

Graphic 2.

Picture 1. Septal Deviation – black dots – septal spur next to

middle turbinate.
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This study reports symptoms with more occurrences
in patients from tropical areas, what is not so different from
symptoms occurring in temperate climate areas. However,
symptoms intensity and frequency was not the aim of this
study.

The correlation between skin sensitiveness and allergic
rhinitis complaint was 73% of patients. This agrees with the
literature that shows a 60-70% correlation. The frequency of
allergens was also similar, and house dust prevailed.

It is important to point the positive factor of tobacco
on allergic tests (23%), as it does not lead to an IgE-
mediated response, suggesting primary skin irritation and
non- positive factor of skin test. At last, it was noticed a low
frequency complaint of bronchospam symptom from
patients with allegic rhinitis (14%). This information is
important because the results from other studies were the
opposite, between 80 and 100% (4-13). This information
could be analyzed as bronchospasms represented a more
advanced and systemic disease in relation to rhinitis, then
patients who would develop bronchospams, would have
previously presented mild symptoms such as rhinitis and
dermatitis. Symptoms can vary in idiosyncratic manner
according to temperature, environment hygiene and to
patient’s genotype (12-15).

CONCLUSION

ENT manifestations of allergic rhinitis differed from
the literature and the consensus. Exam results depend on
techniques, correct interpretation and quality of equipment.
In the skin test findings, we had result alterations regarding
antigen choice and manufacturer of the studied allergens.
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Picture 2. Hypertrophy of inferior turbinate – single black dot

– nasal septum Triple black dot: Hypertrophy of inferior

turbinate, covering more than 75% of respiratory area.
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