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How do we treat chronic rhinosinusitis in asthmatic
patients?: In aspects of medical treatment
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The nose and lung are both part of the respiratory tract. Numerous studies have highlighted the fact that
the respiratory system is a single entity and the concept of “united airway disease” has become important.
When treating rhinitis, it is often necessary to assess the presence of asthma. Patients with sinusitis should
be evaluated for a possible concomitant asthma. Conversely, patients with asthma should always be
evaluated for possible nasal disease. The medications that treat nasal diseases appear to be useful in
improving control of asthma and in reducing bronchial hyperresponsiveness as well."

The natural progression of respiratory allergy commonly starts from the upper respiratory tract and later
spreads to the lower tract.” Allergic inflammation involves the whole respiratory tract, affecting the nose,
the paranasal sinuses and the bronchi. Nasal allergic inflammation results in a systemic inflammation by
soluble mediators that involve the bone marrow and, as a result, production of eosinophils.}s) In addition,
bronchial challenge may induce nasal inflammation as well as pulmonary allergic inflammation after nasal
allergen challenge.6'8)

Allergic rhinitis (AR) is frequently associated with asthma and it often precedes bronchial hyper-reactivity.
Approximately 19-38% of patients with AR have concomitant asthma and 30-80% of asthmatics have
AR A large proportion of patients with AR (up to 80% of cases) show bronchial hyperreactivity (BHR),
even though they do not present any clinical sign of lung function impairment nor of asthma.'™'” Small
airway disecase (SAD), defined as a reduction in forced expiratory flow (FEF) at 25%-75% of the
pulmonary volume and a normal spirometry, is suggested to be a marker of early inflammatory involvement
of the small airways in subjects with allergic diseases and no asthma.” FEF25-75 seems to be significantly
associated with BHR, and it has been proposed as an early marker of bronchial involvement in patients
with AR who perceive only nasal symptoms."

Rhinosinusitis is a common disease that may influence the clinical course of asthma by a variety of

mechanisms."? Symptoms include nasal congestion, nasal discharge, nasal purulence, postnasal drip, facial
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pressure, hyposmia, cough, fever, halitosis, dental pain, ear fullness, and headache. The diagnosis and
management of sinusitis are often challenging, but generally unsatisfactory.ls) It is not clear whether
rhinosinusitis is a direct trigger for asthma or if the two conditions are just manifestations of a common
underlying process. Possible explanations for the observed association of rhinosinusitis and asthma may
include the nasobronchial reflex, pharyngobronchial reflex, postnasal drainage of inflammatory mediators
from the upper to lower airway, inhalation of dry, cold air and environmental pollutants, and the “shared
pathogenesis” of rhinosinusitis and asthma.'” Current evidence suggests that rhinosinusitis without either

polyps or eosinophilic inflammation is a direct trigger for asthma, whereas rhinosinusitis with both polyps

and eosinophilic inflammation shares underlying mechanisms with asthma.'”

Intranasal steroids are widely used to control AR and chronic rhinosinusitis, especially when combined
with inhaled steroids. There are some evidences that nasal inhalation of a corticosteroid results in both
upper and lower airways deposition and effective asthma control."™"” Antibiotics treatment can be helpful in
chronic rhinosinusitis in addition to nasal saline irrigation or decongestant. Antihistamines, leukotriene

receptor antagonists, and allergen-specific immunotherapy are used in controlling symptoms of AR.
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