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Allergic rhinitis (AR) is a type 2 inflammation 
of the nasal membrane (1).  AR is characterized 
by symptoms, including nasal itching, sneezing, 

watery rhinorrhea, and nasal obstruction (2). Nasal 
obstruction depends on allergic inflammation, 
whereas itching, sneezing, and runny nose (“irritative 
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Table I. The large majority (94%) of participants 
use the ARIA classification in clinical practice. All 
participants believe that the AR prevalence was 
increasing in the last year. About 50% of patients 
referring to ENT clinics have the suspect of AR; 
in 80.5% of them, the AR diagnosis is confirmed. 
Skin prick tests and serum IgE assay are performed 
in most patients (71%). Quality of life is measured 
in about 80% of ENT clinics. However, only one 
expert considers nasal cytology in the AR workup. 
The most prevalent symptoms in AR patients are 
those “histamine-dependent” (82%), whereas 
inflammation-dependent complaints affect 71%.

Antihistamines are prescribed in 59% of AR 
patients, intranasal corticosteroids in 69%, non-
adrenergic decongestants in 88%, nasal lavage in 
88% (70.5% using hypertonic saline solution and 
23.5% isotonic one), and AIT in 22%. The 82% of 
ENT experts consult an allergist in selected cases, 
whereas 47% consult a pulmonologist in selected 
cases. About 68% of AR patients had turbinate 
hypertrophy, which requires surgery in 62% (mostly 
surgical decongestion 60% or coblation 40%).

DISCUSSION

Allergic rhinitis is a disease affecting many 
people. AR is usually classified using the ARIA 
criteria, such as considering the symptoms’ duration 
and severity. Moreover, its prevalence is unanimously 
considered increasing. Consistently, the patients 
with suspected AR represent about half of the people 
referring to ENT clinics. This outcome is relevant 
and underlines the social importance of AR in the 
healthcare scenario. ENT experts are successful 
in confirming AR diagnosis in most patients. This 
outcome could depend on professional expertise 
and proper workup. Namely, 71% of participants 
consider both cutaneous and serologic assessment of 
specific IgE. This way allows us to obtain optimal 
diagnostic performance. Quality of life is a particular 
aspect that deserves adequate attention in managing 
AR patients (11). Accordingly, three-quarters of 
ENT experts consider QoL in AR patients. Instead, 
nasal cytology is very rarely used in clinical practice. 

From a pathophysiological point of view, AR 

symptoms) are histamine-associated symptoms 
(3). AR may be classified considering the duration 
of symptoms (seasonal and perennial AR) or their 
persistency and severity (intermittent and persistent 
mild or moderate-severe AR) according to the ARIA 
(allergic rhinitis and its impact on asthma) guidelines, 
mainly concerning the rhinitis control (4). 

The diagnosis of AR is based on the demonstration 
of the production of allergen-specific IgE and the 
concordance between allergy testing and history, such 
as the symptom that occurs after the inhalation of the 
sensitizing allergen (5).  Allergen-specific IgE can be 
measured by cutaneous and/or serologic tests (6). 

The International guidelines proposed 
pharmacological treatments, mainly concerning 
antihistamines, intranasal corticosteroids, and 
allergen-specific immunotherapy (AIT), the only 
disease-modifier treatment still now (5-7). In particular, 
antihistamines are most effective on “irritative 
symptoms” (8), whereas intranasal corticosteroids 
preferably relieve nasal obstruction (9). AIT aims 
to restore immunologic tolerance toward the causal 
allergen (10). However, the practical management of 
AR patients could vary between countries. Therefore, 
a Survey evaluated the behavior of a group of 
International ear nose throat (ENT) experts managing 
AR patients in clinical practice.

MATERIALS AND METHODS

The current survey was performed using a questionnaire 
administered and completed in 17 Countries, including 
Albania, Azerbaijan, Belarus, Croatia, Germany, India, 
Iran, Iraq, Italy, Japan, Kazakhstan, Macedonia, Malaysia, 
Mexico, Moldova, Philippines, Romania, and South 
Chorea. The International Survey was performed, using a 
questionnaire, in August 2020. The questionnaire included 
20 queries, reported in detail in Table I. The analysis of 
the data was descriptive. Data were expressed as absolute 
numbers or frequency.

RESULTS

Globally, 17 ENT international experts 
participated in the survey, equally distributed along 
with the world. The results are reported in detail in 
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AR patients, even though inflammation-associated 
complaints assume an essential remark. Consequently, 
antihistamines and intranasal corticosteroids are the 
most commonly prescribed medications as they target 
AR’s pathophysiological events.

symptoms may depend on two main pathogenic 
mechanisms, such as involving mediators, 
essentially histamine, or cellular pathways of allergic 
inflammation (12,13). The expert panel believes that 
histamine-dependent symptoms are preponderant in 

Table 1 Questionnaire with answers 

QUESTION ANSWER 
Do you prefer to classify Allergic Rhinitis using 
the classical definition (Seasonal and Perennial) 
or the ARIA one (Intermittent and Persistent)? 

SAR-PAR  6% 
ARIA 94% 

Do you believe that the prevalence of AR is 
increasing in the last years? 

Yes 100% 

Which is the percentage of patients visited in 
your clinic with suspected AR? 

48.5% 

Which is the percentage of patients with 
suspected AR who have the diagnostic confirm 
of AR? 

80.5% 

Which method do you prescribe to assess 
allergen-specific IgE 

Skin prick test 29% 
Both cutaneous and serologic assay 71% 

Do you consider nasal cytology in the AR 
workup? 

No 94% 

Which are the most relevant symptoms in your 
patients? 

Histamine-dependent (Itching, Sneezing, 
Watery rhinorrhea) 82% 
Inflammation-dependent (Nasal Obstruction) 
71% 

Which is the percentage of your patients treated 
with oral antihistamines? 

59% 

Which is the percentage of your patients treated 
with intranasal corticosteroids? 

69% 

Which is the percentage of your patients treated 
with the combination of oral antihistamines plus 
intranasal corticosteroids? 

30% 

Which is the percentage of your patients treated 
with allergen-specific immunotherapy? 

22% 

Which is the percentage of your patients treated 
with decongestants? 

24% 

Do you prescribe non-adrenergic decongestants 
(e.g., natural compounds, osmotic agents)? 

88% 

Do you prescribe nasal lavage with a saline 
solution? 
 

Yes with isotonic saline 23.5%  
Yes, with hypertonic saline. 70.5%  
No 12%  

Do you consider the assessment of Quality of 
Life in AR patients? 

Yes 76.5% 

Do you consult an Allergist? 
 

Never 18% 
In selected cases, 82% 

Do you consult a Pulmonologist? 
 

Never 53% 
In selected cases, 47% 

Which is the percentage of patients with 
turbinate hypertrophy? 

68% 

Which is the percentage of patients who need 
surgery for turbinate hypertrophy? 

62% 

Which surgical technique do you prefer to treat 
turbinate hypertrophy? 

Surgical decongestion 60% 
Coblation 40% 

 

Table I. Questionnaire with answers
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were frequent comorbidities, AIT was prescribed 
for both perennial and seasonal allergens (32.69%) 
via sublingual swallow (46.15%) and subcutaneous 
(32.69%) routes. The most prescribed drugs were 
intranasal corticosteroids (86.54%) and oral H1- 
antihistamines (82.69%). 

The current survey has some limitations, 
including the cross-sectional design, the lack of a 
methodologically correct definition of the questions, 
and the answers based only on experts’ opinions. On 
the other hand, the strength of this study is based 
on the worldwide origin of participants. Further 
issues to be addressed could be the role of biologics 
in patients with AR and other allergic comorbidities 
as recently advanced (24). In conclusion, the 
current International Survey demonstrated that AR 
is a common disorder worldwide, the diagnostic 
workup is mainly based on IgE assessment, and 
the therapeutic approach is also based on non-
pharmacological remedies.  
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