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ABSTRACT

Local allergic rhinitis is a new phenotype of
rhinitis. The purpose of this review is to discuss
the aetiopathophysiology and clinical picture
that underlies this form of rhinitis that is typically
associated with non-atopic non-allergic rhinitis
subjects.

INTRODUCTION

Allergic rhinitis is an IgE-mediated inflammatory
response of the nasal mucosa after allergen exposure
characterised by symptoms that include nasal
obstruction, rhinorrhoea, itching and sneezing. The
diagnosis is based on a thorough history, clinical
examination, and positive skin-prick testing (SPT) or
serum specific IgE (sIgE) antibodies to aero-allergens.

In non-allergic rhinitis (NAR), an allergic cause has been
ruled out after negative SPT and the absence of sIgE
antibodies to aeroallergens. Many subjects previously
diagnosed with NAR, when challenged, developed
typical local nasal allergic symptoms, with production of
slgE."? It is hypothesised that allergic T-helper cell type
2 (Th2) disease pathways could be present in the nasal
mucosa of patients with ‘non-allergic rhinitis’, despite
the absence of systemic atopic responses. The term
entopy has been proposed to describe this concept of
localised allergic responses in the absence of systemic
atopy.>®

LOCAL IgE RESPONSES IN NASAL MUCOSAL

SURFACES

Huggins and Borstoff,® in 1975, showed that subjects
with clinical histories suggestive of house-dust mite
allergy, when challenged nasally with Dermatophagoides
pteronyssinus, developed typical nasal symptoms and
slgE in nasal secretions, despite having negative SPT
and slgE ('local entopy paradigm’). Subsequent studies
on patients with idiopathic rhinitis showed that a large
proportion of these subjects shared a localised Th2,
IgE-mediated cellular immunopathogenesis similar to
allergic rhinitis subjects. Nasal biopsy studies show
increased numbers of IgE cells, eosinophils, mast cells
and T cells in both idiopathic rhinitis and allergic rhinitis
groups when compared to healthy controls.”® Sensi
et al."® proposed that systemic IgE-levels in subjects
with allergic rhinitis result from surplus nasal mucosa-
produced IgE from B-lymphocytes that enter the
systemic circulation.

DIAGNOSIS OF LOCAL ALLERGIC DISEASE IN
NON-ATOPIC PATIENTS

As sensitised non-atopic patients express the same
allergic-type physiologicalresponsestonasal provocation
as subjects with allergic rhinitis, the diagnosis is clinical
and not difficult to make.

The history includes complaints of intermittent
(seasonal) or constant (perennial) nasal itching,
sneezing, discharge and blockage of varying degrees.
On examination, anterior and posterior rhinoscopy
show congested (‘boggy’), blue-grey inferior and middle
turbinates with increased vascularity and excessive
watery secretions. In longstanding cases, mucosal
disease can be visualised endoscopically in the middle
meatus of the nose.

Nasal provocation testing and rhinometry in
sensitised non-atopic individuals express identical
allergic-type physiological responses to those of
allergic rhinitis patients, characterised by nasal itching,
sneezing, discharge and blockage with impaired
airflow as measured objectively."""'?  Diagnostic
measurement of local slgE and other mediators of
tissue inflammation (interleukin-1p (IL-1p), IL-8, tumour
necrosis factor (TNF), eosinophil cationic protein (ECP)
and tryptase) is reported to be more sensitive than
serological detection, provided appropriate sampling
methods are followed to avoid false-negative results
due to dilutional effects.’” Newer polyurethane
foam sampling techniques have been shown to be
superior to nasal Iava%;e, as no dilution of inflammatory
proteins took place.’ Flow cytometry studies of
nasal lavage after allergen challenge in sensitised
non-atopic patients showed active involvement of
eosinophils and basophils, and T- and B-lymphocyte
profiling pointed to a localised CD4+ Th2-IgE-mediated
cellular immunopathogenesis.! Immunohistochemical
studies by Powe et al'® on patients with idiopathic
rhinitis showed increased numbers of mast cells and
eosinophils, underscoring the importance of these
effector cells in the pathophysiology of non-allergic
idiopathic rhinitis.

THERAPEUTIC MANAGEMENT OF LOCAL
ALLERGY IN NON-ATOPIC PATIENTS

Local treatment of the nose, the target organ, makes
common sense. Topical corticosteroids are effective,
generally safe and address all of the four main
symptoms of allergic rhinitis as well as NAR (congestion,
rhinorrhoea,  sneezing, post-nasal  discharge).’®
Antihistamines work in a percentage of NAR patients
as they suppress symptoms arising from IgE-dependent
as well as IgE-independent mast-cell activation.'® As
IgE could be an independent sensitiser of mast cells
and basophils, monoclonal anti-IgE antibodies can be
of value to address nasal and resultant bronchial hyper-
responsiveness.'’

LONG-TERM FUTURE PROSPECTS

It is generally accepted that there is a definite
relationship between local mucosal IgE-production with
expression of allergic disease in atopic subjects. There
is however no consensus regarding the underlying
aetiopathophysiology of local mucosal allergic
responses in non-atopic ‘non-allergic’ rhinitis patients
and further studies in this regard will have to be done.
Rondén et al.'® showed that 24% of patients with NAR
underwent de novo sensitisation to aero-allergens as
demonstrated by SPT and/or slgE and concluded that
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local allergic rhinitis (entopy) may evolve into systemic
allergy (atopy).

CONCLUSIONS

The term entopy describes a local mucosal allergic type
response in non-atopics and this new entity shares
clinical symptoms, nasal production of slgE, and a Th2
nasal inflammatory pattern with classic allergic rhinitis.
This entity furthermore supports the idea that localised
allergy and atopy can occur independently and that this
response could also apply to other mucosal sites, as well
as the skin.
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The MedicAlert Foundation is a non-profit
emergency medical information and identification
organisation founded in 1956; headquartered in
the United States it has international affiliates
in nine countries. The MedicAlert South Africa
headquarters are located in Cape Town and has a
partnership with ER24. Their mission is to protect
and save lives.

Asatrusted third-party custodian of comprehensive
personal health information, Medic-Alert provides
a complete life-saving system built around a
repository of health information that enables
members to manage their personal health
records while maintaining security, privacy and
confidentiality. The Medic-Alert repository can
connect to and provide critical medical information
between patients, providers  and  first
responders 24 hours a day anywhere in the world.

Speedy and efficient medical care, especially
in emergency situations, is essential to
saving lives. Emergency Medical Services,
paramedics, nurses, doctors and other health
professionals are often forced to take critical
decisions under difficult circumstances and in
most cases without access to all the information
they would like to have.

For a MedicAlert member wearing a Medic-
Alert identification emblem, one call could save a
life! In an emergency it may be just as vital to know
who the next of kin is as it it to know the medical
details .

Each MedicAlert product carries the instantly
recognisable international emblem of the Medic-

ZEOMedicAlert

Foundation of Southern Africa
SPEAKING FOR PEOPLE WHO CANNOT SPEAK FOR THEMSELVES

Alert Foundation, with the reverse side engraved
with basic vital medical information, such as
allergies and chronic conditions.

Also engraved on the reverse side is the
24-hour telephone hotline number which
emergency personnel can call to obtain
more  detailed medical information by
quoting the wearer’s unique confidential
membership number.

There are 200 plus medical conditions and allergies
(25 of them chronic). All health professionals
should advise their patients of the importance of
wearing an identification emblem at all times. It
is in the interest of the patients and the medical
profession as a whole.

Wearing one of MedicAlert’s identification
emblems is a life-saving start for all people who :

4 have any type of hidden medical condition
4 have an allergy

¢have had any type of implant - pace-
maker, heart valve, organ transplant, joint
replacement, etc.

4 take regular medication

¢ would like their
recorded

blood group to be

4 have a living will or wish to be an organ/body
donor

4 simply want someone else to know if they have
been involved in an accident.

For more information visit www.medicalert.co.za
or phone 0861112979.
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