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Abstract:

Inflammatory processes affecting nasal and bronchial mucosa are
similar in nature. Flares of allergic rhinitis may precipitate additional
asthma attacks and aggravate the underlying asthma symptoms. Allergic
rhinitis is regarded as a risk factor for the development of asthma,

especially in the presence of bronchial hyperresponsiveness.

Patients with underlying allergic rhinitis are three times more likely
to develop asthma when compared with normal subjects. The presence of
bronchial inflammation in non-asthmatic patients with seasonal allergic

rhinitis is well established.

We therefore conducted a study on 60 children to examine whether
those with allergic rhinitis without known underlying asthma have
impaired spirometry. We compared them with those having allergic rhinitis
and asthma, also with others having asthma only. The effect of treatment

on spirometric parameters was shown after 3 months.
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INTRODUCTION

Inflammatory processes affecting nasal and bronchial mucosa
are similar in nature (Kessel et al, 2008). Flares of allergic rhinitis
may precipitate additional asthma attacks and aggravate the
underlying asthma symptoms (Guerra et al., 2002). Allergic rhinitis
is regarded as a risk factor for the development of asthma, especially
in the presence of bronchial hyperresponsiveness (BHR) (Van Bever
et al, 2002).

Patients with underlying allergic rhinitis are three times more
likely to develop asthma when compared with normal subjects
(Guerra et al, 2002) .Children who develop rhinitis within the first
year of life are twice more likely to develop asthma than children who
develop rhinitis later in life (Settipane et al,1994). The presence of
bronchial inflammation in non-asthmatic patients with seasonal
allergic rhinitis is well established (Kelly et al, 2003).

The majority of patients with asthma present with seasonal or
perennial allergic symptoms and up to 40% of patients with allergic
rhinitis also have asthma (Settipane et al, 1994). The impact of
concomitant allergic rhinitis and asthma on the quality of life is
noteworthy. Such patients frequently complain of sleep disturbances
(79% of children and adults), avoid participation in leisure activities
and sports (75% of children and adults), and report poor
concentration in school (73% of children) and disruptions in their

social engagements (51% of children) (Pawanker, 2004).



Aim of work:

The aim of this work is to study any abnormality in pulmonary
function tests in patients with allergic rhinitis, and to compare between
pulmonary function changes before and after treatment in a) allergic
rhinitis alone, b) allergic rhinitis associated with bronchial asthma and

¢) bronchial asthma alone.



