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Abstract

Objective. Allergic rhinitis (AR) is one of the most common
diseases affecting adults. It is the most common chronic dis-
ease in children in the United States today and the fifth most
common chronic disease in the United States overall. AR is
estimated to affect nearly | in every 6 Americans and gener-
ates $2 to $5 billion in direct health expenditures annually. It
can impair quality of life and, through loss of work and school
attendance, is responsible for as much as $2 to $4 billion in
lost productivity annually. Not surprisingly, myriad diagnos-
tic tests and treatments are used in managing this disorder,
yet there is considerable variation in their use. This clinical
practice guideline was undertaken to optimize the care of
patients with AR by addressing quality improvement opportu-
nities through an evaluation of the available evidence and an
assessment of the harm-benefit balance of various diagnostic
and management options.

Purpose. The primary purpose of this guideline is to address
quality improvement opportunities for all clinicians, in any set-
ting, who are likely to manage patients with AR as well as to
optimize patient care, promote effective diagnosis and thera-
Py and reduce harmful or unnecessary variations in care.The
guideline is intended to be applicable for both pediatric and
adult patients with AR. Children under the age of 2 years were
excluded from the clinical practice guideline because rhinitis
in this population may be different than in older patients and
is not informed by the same evidence base. The guideline is
intended to focus on a limited number of quality improvement
opportunities deemed most important by the working group
and is not intended to be a comprehensive reference for diag-
nosing and managing AR. The recommendations outlined in the

guideline are not intended to represent the standard of care for
patient management, nor are the recommendations intended
to limit treatment or care provided to individual patients.

Action Statements. The development group made a strong rec-
ommendation that clinicians recommend intranasal steroids
for patients with a clinical diagnosis of AR whose symptoms
affect their quality of life. The development group also made
a strong recommendation that clinicians recommend oral
second-generation/less sedating antihistamines for patients
with AR and primary complaints of sneezing and itching. The
panel made the following recommendations: (1) Clinicians
should make the clinical diagnosis of AR when patients pres-
ent with a history and physical examination consistent with an
allergic cause and | or more of the following symptoms: nasal
congestion, runny nose, itchy nose, or sneezing. Findings of AR
consistent with an allergic cause include, but are not limited
to, clear rhinorrhea, nasal congestion, pale discoloration of the
nasal mucosa, and red and watery eyes. (2) Clinicians should
perform and interpret, or refer to a clinician who can perform
and interpret, specific IgE (skin or blood) allergy testing for
patients with a clinical diagnosis of AR who do not respond
to empiric treatment, or when the diagnosis is uncertain, or
when knowledge of the specific causative allergen is needed
to target therapy. (3) Clinicians should assess patients with
a clinical diagnosis of AR for, and document in the medical
record, the presence of associated conditions such as asthma,
atopic dermatitis, sleep-disordered breathing, conjunctivitis,
rhinosinusitis, and otitis media. (4) Clinicians should offer, or
refer to a clinician who can offer, immunotherapy (sublingual
or subcutaneous) for patients with AR who have inadequate
response to symptoms with pharmacologic therapy with or
without environmental controls.

The panel recommended against (1) clinicians routinely perform-
ing sinonasal imaging in patients presenting with symptoms
consistent with a diagnosis of AR and (2) clinicians offering
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oral leukotriene receptor antagonists as primary therapy for
patients with AR.

The panel group made the following options: (1) Clinicians
may advise avoidance of known allergens or may advise en-
vironmental controls (ie, removal of pets; the use of air fil-
tration systems, bed covers, and acaricides [chemical agents
formulated to kill dust mites]) in patients with AR who have
identified allergens that correlate with clinical symptoms. (2)
Clinicians may offer intranasal antihistamines for patients with
seasonal, perennial, or episodic AR. (3) Clinicians may offer
combination pharmacologic therapy in patients with AR who
have inadequate response to pharmacologic monotherapy. (4)
Clinicians may offer, or refer to a surgeon who can offer, infe-
rior turbinate reduction in patients with AR with nasal airway
obstruction and enlarged inferior turbinates who have failed
medical management. (5) Clinicians may offer acupuncture, or
refer to a clinician who can offer acupuncture, for patients
with AR who are interested in nonpharmacologic therapy. The
development group provided no recommendation regarding
the use of herbal therapy for patients with AR.
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Introduction

Allergic rhinitis (AR) is one of the most common diseases
affecting adults.’ It is the most common chronic disease in
children in the United States today” and is the fifth most com-
mon chronic disease in the United States overall.® AR is esti-
mated to affect nearly 1 in every 6 Americans and generates
$2 to $5 billion in direct health expenditures annually.*’ [t can
impair quality of life and, through loss of work and school

attendance, is responsible for as much as $2 to $4 billion in
lost productivity annually.** Not surprisingly, myriad diag-
nostic tests and treatments are used in managing patients with
this disorder, yet there is considerable variation in their use.
This clinical practice guideline was undertaken to optimize
the care of patients with AR by addressing quality improve-
ment opportunities through an evaluation of the available
evidence and an assessment of the harm-benefit balance of
various diagnostic and management options.

For the purpose of this guideline, AR is defined as an
immunoglobulin E (IgE)-mediated inflammatory response of
the nasal mucous membranes after exposure to inhaled aller-
gens. Symptoms include rhinorrhea (anterior or post nasal
drip), nasal congestion, nasal itching, and sneezing. AR can be
seasonal or perennial, with symptoms being intermittent or
persistent. Table | summarizes the common terms used for
this guideline.

Defining Allergic Rhinitis

AR is an inflammatory, [gE-mediated disease characterized
by nasal congestion, rhinorrhea (nasal drainage), sneezing,
and/or nasal itching. It can also be defined as inflammation of
the inside lining of the nose that occurs when a person inhales
something he or she is allergic to, such as animal dander or
pollen; examples of the symptoms of AR are sneezing, stuffy
nose, runny nose, post nasal drip, and itchy nose.

AR may be classified by (1) the temporal pattern of exposure
to a triggering allergen, such as seasonal (eg, pollens), perennial/
year-round (eg, dust mites), or episodic (environmental from
exposures not normally encountered in the patient’s environment,
eg, visiting a home with pets); (2) frequency of symptoms; and
(3) severity of symptoms. Classifying AR in this manner may
assist in choosing the most appropriate treatment strategies for an
individual patient.

In the United States, AR has traditionally been viewed as
either seasonal or perennial, and this is the classification sys-
tem that the Food and Drug Administration (FDA) uses when
approving new medications for AR. However, it is recognized
that this classification system has limitations, as the length of
the aeroallergen pollen season is dependent on geographic
location and climatic conditions. When the pollen season is
year-round, as in tropical locations, it can be very difficult
based on history to distinguish allergic symptoms provoked
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