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Editorial

Introduction

Rhinitis is a very frequent condition and it has been 
estimated that up to 40% of the population suffers from the 
nasal symptoms of rhinitis at some time during their life. 
Allergic rhinitis (AR) is the most frequent type (70%-80%), 
although this can vary depending on the geographical area. 
Worldwide, the prevalence of rhinitis varies from one country 
to another (5% to 40%). The prevalence in Spain is 21.5%. 
One out of 5 children and adults has been considered to suffer 
from this condition [1-3].

In recent years, AR has become increasingly relevant due 
to its effect on quality of life, productivity at school and work, 
the socioeconomic burden it generates, and its coexistence with 
other clinical manifestations such as asthma, conjunctivitis, 
otitis, rhinosinusitis, and nasal polyps [1-3].

Classifi cation of AR

AR has been traditionally classified as perennial or 
seasonal, depending on the kind of allergen responsible for 
the symptoms [4,5]. However, this classifi cation is no longer 
satisfactory for a health care setting, because patients are 
becoming increasingly sensitized to different allergens, and 
pollens and molds can trigger seasonal symptoms in some 
patients [6,7].

The ARIA document (Allergic Rhinitis and its Impact on 
Asthma) [3], published in 2001, classifi ed AR according to its 
duration as “intermittent” or “persistent.” It also introduced a 
classifi cation of severity depending on its impact on quality 
of life (disturbing symptoms, impairments in daily life, 
impairments in work and school performance, sleep disorders), 
defi ning rhinitis as mild when patients do not suffer from any 
of these 4 items, and moderate-severe when patients suffer 
from at least 1 of them.

The classifi cations of duration and severity were based 
on empirical criteria that required validation. In recent years, 
the classifi cation of duration has been validated in different 
national and international studies [8-12].

The classifi cation of severity has traditionally been used 
to stratify patients from a clinical, epidemiological, and 
diagnostic perspective, and thus facilitate better therapeutic 
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management. An example can be seen in the Global Initiative 
for Asthma (GINA) [13], where the authors classify severity 
as mild, moderate, or severe based on clinical and pulmonary 
function criteria. This classifi cation is used to defi ne and follow 
up therapeutic strategies in daily clinical practice, in clinical 
trials, and in epidemiological studies.

April 2008 saw the publication of the ARIA guidelines 
update [14], which maintained the outlines of the 2001 
classifi cation. With regard to classifi cation of AR, 3 new studies 
suggest differentiating between mild, moderate, and severe 
AR [15-17], although these suggestions, as commented on in 
the ARIA guidelines, make the classifi cation more complex, 
do not modify current therapeutic options, and do not provide 
improvements for the patient.

Some studies have analyzed the prevalence of mild and 
moderate-severe rhinitis in different population samples, 
and found that 69% of patients with rhinitis who attend an 
otorhinolaryngology or allergy clinic and 90% of the patients 
who attend a primary care center are classifi ed as moderate-
severe [6,10-12]. This high percentage of patients classifi ed 
as moderate-severe could indicate wide variability in terms of 
disease severity. It would be useful to differentiate this group 
of patients in order to have a more homogeneous sample 
for epidemiological and clinical studies, and to develop 
a therapeutic strategy [3,6,19,20]. Because of the need to 
differentiate between the different degrees of severity, new 
criteria have been established that allow rhinitis to be classifi ed 
as mild, moderate, or severe [6,15-18]. This differentiation 
would enable us to defi ne new strategies for therapy and 
follow-up, both in clinical practice and in clinical trials.

Bousquet et al [6] consider that the term moderate-severe 
should be replaced by severe, thus classifying severity as mild 
or severe.

Bousquet et al [17] suggest the use of a visual analog 
scale to classify the severity of AR, considering it mild when 
it is less than 5 and severe when it is greater than 6 although, 
surprisingly, there is no classifi cation when the score is between 
5 and 6.

Using the percentage disproportion observed in the 
classifi cation of AR severity due to the high frequency of 
patients classifi ed as moderate-severe (89.3%), Van Hoecke et 
al [15] propose a new empirical model to classify moderate-
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severe rhinitis, by eliminating the “disturbing symptoms” item 
and combining in only 1 item the impairments in daily life, 
work, and school. In this model, severity would be classifi ed 
into 3 groups: mild, when the patient does not suffer from 
any item; moderate, when the patient suffers from the new 
combined item or from the “sleep disorders” item; and severe, 
when the patient suffers from both items. The application 
of these criteria in a population sample of 804 subjects 
with AR results in 20.5% of patients with mild AR, 45.9% 
with moderate AR, and 33.6% with severe AR. Signifi cant 
differences between the 3 groups were found in most symptom 
scores, in the diagnostic methods (skin tests), referral criteria, 
and in the drugs used for treatment (mainly corticosteroids 
and antihistamines).

Valero et al [18] have published new criteria to classify 
AR. They show the following: (1) There is wide heterogeneity 
in the score for symptoms and impairment in the quality of 
life in subjects with AR classifi ed as moderate-severe; (2) All 
the items used to differentiate between mild and moderate-
severe AR carry equal weight, thus making it impossible to 
establish the difference between moderate and severe based on 
the number of items suffered; and (3) Statistically signifi cant 
differences and a greater magnitude of the effect on the 
intensity of symptoms and on the impairment in quality of life 
are observed when AR patients are classifi ed as moderate if 
they suffer from 1, 2, or 3 items, and as severe if they suffer 
from all 4 items.

These 2 studies are very similar with regard to the basis of 
their classifi cation. In the classifi cation proposed by Valero et 
al [18] it would not be necessary to modify the items as they 
now stand in the ARIA document. We believe that this is very 
important, given the document’s wide readership. Despite 
the high prevalence of “disturbing symptoms” (95%), the 
least discriminating of the 4 items, ARIA considers that it 
should not be eliminated because it enables mild rhinitis to 
be differentiated easily.

The latest ARIA classifi cation of AR is innovative in its 
approach to duration of symptoms and quality of life in the 
assessment of severity. Nevertheless, some questions have 
yet to be resolved:

a) Is it really necessary to differentiate patients classifi ed 
as moderate-severe?

b) Given that the classifi cation must be performed in 
patients who are not under treatment, how should we classify 
rhinitis in patients who are under treatment?

c) Can the classifi cation of AR as seasonal or perennial be 
totally substituted by the new classifi cation of intermittent or 
persistent, or could these be complementary classifi cations, 
as discussed in a recent publication by the British Society of 
Allergy and Clinical Immunology [21]?

d) The group classifi ed as persistent is heterogeneous 
and could be subclassifi ed according to the duration of the 
symptoms. Therefore, as far as severity is concerned, is it the 
same to suffer symptoms for 6, 24, or 36 weeks?

e) For purposes of follow-up, especially with patients 
already under treatment, would it be more appropriate to 
introduce the concept “control” of the disease instead of the 
classifi cation of duration and severity?

Epidemiological and clinical studies are necessary to 

answer these questions in order to precisely defi ne the most 
suitable way to classify and treat patients with AR.
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