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Background: Allergic rhinitis (AR) is agrowing global health problemwithconsiderable variation in the use of 

various diagnostic and management options.Some of the key action statements of the 2015 clinical practice 

guideline of AAO-HNS focused on improving accurate clinical diagnosis of AR and avoiding unnecessary 

allergy testing and sinonasal imaging. Thus, the aim of this study was to determine the prevalence, clinical 

features, x-ray findings and responses to treatment of allergic rhinitis at our institution. 

Materials And Method: This was a 10 year retrospective study from 2002 to 2011. Collated data from patients’ 

folders, in line with the aim of the study, were analysed. 

Results: The prevalence of allergic rhinitis in our study was 2.4%. Out of the 238 cases of Allergic Rhinitis seen 

within the study period,the folders available for the study were 222; 117 males and 105 females.  

The commonest symptoms included frequent sneezing – 222 ( 100% ) and bilateral nasal discharge – 210 ( 

94.6% ). Two hundred and two patients ( 91% ) were able to identify their triggers.The commonest examination 

finding was bilateral rhinorrhea –202 ( 91.0 %). 

One hundred and ninety seven patients ( 88.7% ) had Xray of the paranasal sinuses with normal findings 

observed in 75.6% ( 149 ).  

Withinthe periods of their presentations, they all had satisfactory responses to treatment. 

Conclusion: The prevalence of Allergic rhinitis in our study was 2.4%. The clinical profile of our patients is 

similar to those observed in previous works.  
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I. Introduction 
Allergic rhinitis (AR) is a common chronic disorder of the nasal mucosa induced by an 

immunoglobulin E–mediated inflammation due to exposure to allergens.

1,2,3,4,5

  The contiguity in the ciliated 

respiratory mucosal lining of the nasal cavities and paranasal sinuses makes sinusitis almost inevitable whenever 

there is rhinitis. Thus, Allergic Rhinosinusitis (ARS) can be used interchangeably with AR.

3,5 

AR/ARS is 

typically characterised by nasal congestion, watery nasal discharge, excessive sneezing and nasal itching.

1,3

Its 

prevalence varies worldwide, ranging from 0.8% to 40%;

1,3,4,5

 affecting 8.8% to 16% in the United States of 

America (USA),

4 

39.7% of school children aged 13 to 14 years and 29.6% of young adults in Nigeria.

3,4

It 

constituted 28.8 %, 40.79% and 64.5% respectively of AR cases among the rhinosinusitis cases seen at UDUTH 

(Sokoto), UCH (Ibadan) and NECC (Kaduna)

6,7,8

  It may be associated with otitis media with 

effusion,eustachian tube dysfunction,

9,10

 conjunctivitis, asthma, nasal polyps and adenoid hypertrophy.

11 

These 

associated conditions confer additional morbidity on patients,

12

 thereby impairing their quality of life.

1,2,13 

It generates $2 to $5 billion in direct health expenditures annually and responsible for as much as $2 to $4 

billion in lost productivity annually.
14

 Allergic rhinitis has a huge socioeconomic impact. Indeed, it is a growing 

global health problem
3,5,15

with considerable variations in the use of various diagnostic and management 

options.
14

These variations have been given attention in the Clinical Practice Guidelines of AAO-HNSF on 

Allergic Rhinitis.
14

The primary purpose of the Guidelines was; 

“to address quality improvement opportunities for all clinicians, in any setting, who are likely to manage 

patients with AR as well as to optimize patient care, promote effective diagnosis and therapy, and reduce 

harmful or unnecessary variations in care.”

14
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The Key Action Statements of the guidelines include;  

“STATEMENT 1. PATIENT HISTORY AND PHYSICAL EXAMINATION: Clinicians should make the 

clinical diagnosis of AR when patients present with a history and physical examination consistent with an 

allergic cause and 1 or more of the following symptoms: nasal congestion, runny nose, itchy nose, or 

sneezing.”

14

 

“statement 2. Allergy testing: 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.”

14

 

“statement 3. Imaging: Clinicians should not routinely perform sinonasal imaging in patients presenting with 

symptoms consistent with a diagnosis of AR.”

 14

 

In view of these, a retrospective review of the AR/ ARS cases managed at our centre from January 2002 to 

December 2011was carried out. The aim of the study was to determine the prevalence of allergic rhinitis, the 

clinical features, x-ray findings and responses to treatment as seen in these patients 

 

II. Materials And Method 
This study was a 10 year retrospective review of all cases clinically diagnosed of and managed for 

AR/ARS at the ENT Clinic, University of Abuja Teaching Hospital (UATH), from January 2002 to December 

2011. Information from the clinic registers were used to retrieve patients’ folders and data were collated from 

the folders in line with the aim of the study. Collated data were analysed using simple descriptive statistics was 

carried out.  

 

III. Results 
Within the study period, a total of 9,996 patients were seen at the clinic. Chronicrhinosinusitiswas 

managed in 804 patients, with 238 Allergic Rhinitis cases clinically diagnosed and managed within the study 

period. The prevalence of Allergic rhinitis in this study was 2.4%, while accounting for 29.6% of chronic 

rhinosinusitis. But those with relevant data for the study were 222; 117 males and 105 females - M : F of  1.1 : 

1.The age of the patient ranged from 5 to 74 years, with a mean age of 29.4 years. Table 1, below outlines the 

age distribution with most cases seen in thethird and fourth decades of life respectively while a steady decline 

was progressively noted from the fifth decade of life. 

Seasonal presentations were described in 115 patients ( 51.8% ) while 107 patients ( 42.8% ) had Perrenial 

presentations, with seasonal exacerbation. 

 

Table 1: Age Distribution 
AGE  NUMBER PERCENTAGE 

1 – 10  17 7.7% 

11 – 20  30 13.5% 

21 – 30  73 32.9% 

31 – 40  64 28.8% 

41 – 50  25 11.3% 

51 – 60  9 4.1% 

61 – 70  3 1.3% 

71 AND ABOVE 1 0.4% 

TOTAL 222 100% 

 

Table 2: Symptoms Profile 
SYMPTOMS Number  Percentage  Percentage  

Frequent/ Excessive Sneezing 222 100% 

Rhinorrhea 210 94.6% 

Nasal Congestion/ Blockage 189 85.1% 

Itching (Nose, Eyes, Ears ,Throat)  181 81.5%  

Hyposmia 158 71.2% 

Post Nasal Drip 98 44.1% 

Snoring/ Mouth breathing 56 25.2% 

Throat hawking 43 19.4% 

Recurrent sorethroat/ throat pain 38 17.1% 

Facial aches/ pain/(cheek, eye/ periorbital ) 32 14.4% 

Eye redness 32 14.4% 

Headache 32 14.4% 

Feeling of FB in the throat 24 10.8% 

Hearing loss 23 10.4% 
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Epistaxis 16 7.2% 

Otalgia 15 6.8% 

Halitosis 9 4.1% 

Tinnitus 8 3.6% 

 

Figure1: Most Common Symptom 

 
 

Table 3: Identified Triggers  ( N= 202) 
Identified Allergens Numbers Percentages 

Dust  118 58.4% 

Cold Environment 55 27.2% 

Smoke 54 26.7% 

Perfumes  37 18.3% 

Gloves  6 3.0% 

Grasses  4 2.0% 

Pepper 3 1.5% 

Pollen  2 1.0% 

 

Table 2 describes the spectrum of symptoms that were seen in the patients while Figure 1 emphasises 

the most common symptoms. The most common triggers/ aggravators of symptoms (possible allergens ) were 

dust, cold environments, smoke, perfumes; as outlined in Table 3.  A family history of allergic rhinitis and 

asthma were found in 38 (17.1 % ) and 21 ( 9.5% ) patients respectively.Findings at first presentation and X-ray 

findings are presented in tables 4 and 5 respectively. 

 

Table 4: Findings At First Presentation 
Signs  Number  Percentage  

Rhinorrhea ( bilateral ) 202 91.0% 

Cobble Stoning – PPW 167 75.2% 

Inf. Turb. Engorgement ( bilateral ) 158 71.2% 

Post Nasal Discharge  83 37.4% 

Polyps 28 12.6% 

Tonsillomegally 22 9.9% 

Dull   TM/ TM Retraction     

Bulging TM 

21 

7 

9.5% 

4.1% 

 

The bilateral rhinorrhea was watery in 131 ( 64.9% ),  mucoid in 36 ( 17.8% ), mucopurulent in 21 ( 

10.4% ) and not qualified in 14 ( 8.1% ) cases.One hundred and ninety seven patients ( 88.7% ) had Xray of the 

paranasal sinuses with clear sinuses observed in 75.6%  ( 149 ) of them. There was bilateral inferior turbinates 

engorgement in 140 ( 71.1% ) patients, Findings in the maxillary, frontal and ethmoid sinuses were bilateral in 

four patients. Features of Pansinutitis were seen in 14 patients. All the patients with opacity of the ethmoid air 

cells had polyps. Air Fluid Level (AFL) in the maxillary antri was bilateral in two patients and unilateral in 

seven patients; five on the right and two on the left. 
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Table 5; X-Ray Findings ( N = 48 ) 
X-Ray Findings Maxillary  Frontal Ethmoid Sphenoid 

Haziness  11  

( 22.9% ) 

13  

 ( 27.1% ) 

   10  

( 20.8% )  

8  

(17%) 

Opacity  11  

( 22.9% ) 

8  

( 0.17% ) 

    15 

(31.25%)  

6 

(12.5%) 

Mucosal 

thickening  

26  

(54.2% ) 

-  - 

 

Treatment modalities were medical and surgical. Responses to treatments were satisfactory in all the 

cases. Symptoms had completely resolved in all the patients that had medical treatments by the third week of 

their treatment. Thirty three patients (14.87%) had surgical procedures. The follow-up period following each 

presentation of these patients ranges between one and six weeks. 

 

IV. Discussion 

Globally the prevalence of allergic rhinosinusitis ranges from 0.8% - 40%.

1,3,4,5,15,26

 Our study revealed 

a prevalence of  2.4%, perhaps because it is a retrospective and hospital-based study, true prevalence may be 

higher. Yadav et al in a hospital-based study of 1075 allergic rhinitis patients got an incidence of 3.19% over 

one year.

16

The study by Pefura-Yone et al, with a prevalence of 11.4%, was a cross-sectional, community-based 

study of 2,304 participants among adults aged 19 years and above in Yaounde, the Capital City of Cameroon, 

within a five-month period. Another cross-sectional, community-based study by Desalu et al, with a prevalence 

of 29.6%, had733 participants aged between 18 and 45 years in the city of Ilorin, Nigeria, within a seven-month 

period. Allergic rhinitis constituted 29.6% of chronic rhinosinusitis in this study. This is similar to the finding of 

Iseh et al who reported 28.8%, while Fasunla and Nwaorgu and Mainasara et al reported 40.79% and 64.5% 

respectively of AR cases among the rhinosinusitis cases they studied.

6,7,8 

A slight male preponderance was noticed in our study. This  agrees with some of the previous 

works.

4,18,19

Yadav et al opines that the male preponderance was possibly due to work place related allergens and 

stress.

16 

In this study allergic rhinitis was most prevalent in the third and fourth decades of life. This is similar to 

the findings of Desalu et al, Yadav et al and Mgbor and Mgbor

4,16,20

The mean age is similar to the findings of 

Desalu et al and Ibekwe and Ibekwe.

4,17 

The spectrum of symptoms seen in this study is as documented in the 

literatures.

1,3,7,15,16,21

Yadav et al alluded to the findings of Malmberg who observed that the maximum number of 

patients showed a seasonal relationship of AR.

16

In this study, symptoms were described as being seasonal in 

51.8%  while 42.8% had Perennial presentations with seasonal exacerbations. Dust  ( 58.4% ) and cold 

environment    (27.2%) were the leading triggers or aggravators of symptoms found in this study. This agrees 

with Yadav et al, Desalu et al (dust – highest).

4,16 

We did not record any allergy to food unlike Yadav et al who 

reported 3.9%.

4 

We found a coexistence of asthma with allergic rhinitis 8.1% while Yadav et al, Ibekwe and 

Ibekwe and Deb et al documented 11%, 13.5% and 50.2% respectively. Desalu et al opines that individuals with 

allergic rhinitis were 6 times as likely to develop asthma as those without.

4 

Family history of allergic rhinitis and 

asthma were found to be 17.1 % and 9.5% patients respectively in our study, while Ibekwe and Ibekwe found a 

56.8% of positive family history of atopy.

17 

Typical of the nasal discharge of allergy, the bilateral rhinorrhea 

was watery in 64.9%. This is consistent with previous works.

1-8 

In this study, 28 patients ( 12.6% ) had clinical 

features of OME, 8 (3.6%) of whom were in the first decade of life; Kreiner-Moller et al and Ashok and 

Meghna showed a strong association between AR and OME, in children

9,10

However, Souter et al suggested a 

limited effect of allergy in the pathogenesis of OME, in 6 – 7 years

22

 

The imaging of choice in the management of rhinosinusitis is the CT Scan of the paranasal 

sinuses

6,7,10,23

 This was not available in our centre during the period reviewed. X rays of the Paranasal sinuses 

were usually requested in all cases of chronic rhinosinusitis 
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The maxillary sinus was the most involved while sphenoid was the least involved; This is in agreement with 

what is profoundly established in the literature

6,20,23-25

 

Skin tests, immunological tests, and nasal smears have proven to be useful laboratory tools in the diagnosis of 

AR.

25

Skin prick test (SPT) is considered to be the gold standard in the diagnosis of allergy.

17

However, while 

Ibekwe and Ibekwe reported 77% of allergic rhinitis patients with positive SPT, only  23.7% of the 76 AR cases 

studied by Mgbor and Mgbor had positive SPT. Ibekwe and Ibekwe found house dust mite as the commonest 

aeroallergen, while house dust mite and house dust were the most common reported by Mgbor and Mgbor. Both 

alluded to previous works in Nigeria with the same findings.

17,20

 

 

None of the skin/ immunologic tests was done in this study. The diagnosis of AR in our study was 

strictly based on clinical features and all the patients responded satisfactorily to medications. This approach is 

the focus of the first two key action statements of the Clinical Practice Guideline ( of AAO-HNSF ) on Allergic 

Rhinitis.

14

Medical and Surgical treatments were offered to our patients as  appropriate. Following each 

presentation of the patients, they all had satisfactory responses to treatments within one to three weeks of their 

treatment.  

 

V. Conclusion 
The prevalence of allergic rhinitis / rhinosinusitis in our study was low. Our clinical features and 

radiological findings were similar to what had been documented in previous works. Majority of the x-ray 

findings revealed clear paranasal sinuses. No allergy testing was done in all the patients and the responses to the 

treatments offered were satisfactory. It is worthy to note that it appears there is no national prevalence of allergic 

rhinitis in Nigeria. There is a need for multicentre / multiregional studies and possibly a Clinical Practice 

Guideline that will be realistic and appropriate for our environment. 
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