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ABSTRACT

Introduction: Nasal congestion is the symptom most
commonly reported during acute and chronic rhinosinusitis.
The estimated prevalence of nasal congestion in the population
is 30%. The quality of life has been affected severely by nasal
congestion especially school, sleep, work and social life. The
efficacy of nasal decongestion has remarkable outcome in
clinical practice that led to inappropriate prescription and
excessive self-prescribed medication. Rhinitis medicamentosa
(RM) is a syndrome of rebound nasal congestion caused by
overuse or misuse of topical nasal vasoconstrictive
decongestants. RM is recorded in European Position Paper on
Rhinosinusitis and Nasal Polyps [EPOS] consensus as a
condition associated with the use of intranasal decongestants,
in which the nasal mucosa undergoes atrophy. Studies showed
that the onset of RM occurs after the use of topical
sympathomimetics for 3 to 10 days. The diagnosis of RM most
heavily relies on the history of use of a causative medication
and the physician must ask about nose spray usage to
diagnose rhinitis medicamentosa.

Method: We have conducted a descriptive cross-sectional
study in Governmental Hospitals in Tabuk (King's Khalid,
King's Fahd Specialist Hospital) in Tabuk city, Saudi Arabia.
The study included all patients who are going to attend the
Ear, Nose, and Throat (ENT) clinics during the study period
and be approached. In this study, participants who were
using nasal decongestants for more than three days,
considered to have RM.

INTRODUCTION

Nasal congestion is the symptom most commonly reported during
acute and chronic rhinosinusitis. The estimated prevalence of
nasal congestion in the population is 30%." The quality of life has
been affected severely by nasal congestion specially school,
sleep, work and social life.2 The efficacy of nasal decongestion
has remarkable outcome in clinical practice that led to
inappropriate  prescription and  excessive  self-prescribed
medication.>5 Central nervous system adverse effects consist of
headache, seizures and stroke.t Cardiovascular adverse reactions
include hypertensive crisis, tachycardia or palpitations.”8 Rhinitis
medicamentosa (RM) is a syndrome of rebound nasal congestion
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Results: Significant relation reported between participants with
rhinitis medicamentosa and age groups (P<0.05). Of total 460
participants, (20.4%) were using nasal decongestant for more
than three days (RM) and (79.6%) were not using nasal
decongestants at all or were using it for less than three days.
(43.8%) of participants who use nasal decongestants did not
know about nasal decongestants addiction.

Conclusion: In conclusion, majority of the respondents had
poor knowledge about the recommended duration for nasal
decongestants use and its complications. We need more
efforts to increase awareness and knowledge about nasal
decongestant.
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caused by overuse or misuse of topical nasal vasoconstrictive
decongestants. RM is recorded in European Position Paper on
Rhinosinusitis and Nasal Polyps [EPOS] consensus as a condition
associated with the use of intranasal decongestants, in which the
nasal mucosa undergoes atrophy.® These medications fall into two
general classes, the sympathomimetic amines, such as ephedrine
or phenylephrine (short-acting agents) and imidazoles, including
oxymetazoline and xylometazoline (long-acting agents).'0 The first
criteria for the diagnosis of RM were proposed in 1952 and
included “(1) history of prolonged nasal medication, (2) constant
nasal obstruction, and (3) poor shrinkage of nasal mucous
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membranes on examination”.!" Studies showed that the onset of
RM occurs after the use of topical sympathomimetics for 3 to 10
days.™2 It is worth noting that, the use of oxymetazoline is
recommended for 3 days.™ This is supported by a study that
shows increased nasal airway resistance after 3 days of daily or
intermittent oxymetazoline.”* However, studies by Graf and
Juto'516 showed that the onset of RM does not begin until after 10
days of use. In addition, the congestion continues to worsen from
day 10 to day 30. Those authors also found that doubling the dose
of oxymetazoline in 9 healthy volunteers for 30 days does not
increase rebound congestion.15 The diagnosis most heavily relies
on the history of use of a causative medication and the physician
must ask about nose spray usage to diagnose rhinitis
medicamentosa.16 The incidence of RM is equal in both males
and females but is more common in young and middle-aged
adults.""0 The incidence reported in ENT clinics ranges from 1%
to 7%.117.18 Out of 500 patients with nasal congestion in an allergy
clinic, 9% had RM.""8 In a survey of 119 allergists, 6.7% of the
patient population was reported to have RM.*® Patients with RM
may have snore, insomnia , dry mouth and sore throat.820 Some
authors describe patients with RM as addicted due to its
Psychological dependence and an abstinence symptoms and
signs following discontinuation of nasal decongestants.’®! The
pathophysiology of RM is idiopathic. There are various
hypotheses as to why it exists. It may be secondary to the
decreased production of endogenous sympathetic norepinephrine
through a negative feedback mechanism With a prolonged use or

following a discontinuation, the sympathetic nerves may be unable
to maintain vasoconstriction because norepinephrine release is
suppressed.!

METHODS

We have conducted a descriptive cross-sectional study in
Governmental Hospitals in Tabuk (King's Khalid, King's Fahd
Specialist Hospital) in Tabuk city, Saudi Arabia. The study was
conducted during the period from April to October 2017. Our study
included all patients who are going to attend the Ear, Nose, and
Throat (ENT) clinics during the study period and be approached.
The proportion prevalence will be calculated from that sample-
during that time.

A pre-formed anonymous self-administered questionnaire requires
information about the use of nasal decongestants, knowledge
about their side effects, and perception of rhinitis medicamentosa
will be administered to each participant. The questionnaire
responses were analyzed using the Statistical Package for the
Social Science (SPSS Inc. Chicago, IL, USA) version 20.
Categorical variables were described by frequencies and
percentages. Descriptive analysis involving Chi-square test was
used to test significance of association between categorical
variables. The level of significance was set at P< 0.05. The
research was approved by the local Research Committee of the
Faculty of Medicine, University of Tabuk. Official letters were sent
to the selected Government hospitals. Pupils were asked to give
their written consents before participation in the study.

Table 1: General characteristics of participants

Character

Less than 20 years(n (%)) (150 (32.6%))
Age From 20 to 39 years(n (%)) (262(57%))

From 40 to 59 years(n (%)) (42(9.1%))

60 years or more(n (%)) (6(1.3%))
Gender Male (n (%)) (248 (53.9%))

Female (n (%)) (212 (46.1%))
Education Elementary (n (%)) (3 (7%))

Intermediate (n (%)) (92(20%))

Secondary (n (%)) (110 (23.9%))

Graduate (n (%)) (255 (55.4%))

Table 2: Prevalence of Rhinitis medicamentosa within age groups
Age No Yes (n(%))
(n(%)) (n(%))

Less than 20 years old 126(84%) 24(16%) (150(100.0%))
From 21 to 39 years old 201(76.7%) 61(23.3% (262(100.0%))
From 41 to 59 years old 35(83.3%) 7(16.7%) (42(100.0%))
60 years old or more 4(66.7%) 2(33.3%) (6(100.0%))
Total (366(79.5%) (94(20.4%)) (460(100%))

Table 3: Relation between nasal decongestant use and knowledge about nasal decongestant addiction

Using nasal Heard about nasal decongestant addiction Total
decongestant Yes (n(%)) No (n(%))
Yes 59(56.2%) 46(43.8%) 105(100%)
No 132(37.2%) 223(62.8%) 355(100%)
Total 191(100%) 269(100%) 460(100%)
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Table 4: Comparison between knowledge about nasal decongestant addiction and who recommend its use

Nasal decongestant was

Have you ever heard about nasal decongestant addiction

recommended by Yes (n=191) No (n=269)
Doctors 131(68.6%) 89(33.1%)
Pharmacist 33(17.3%) 51(19%)
Someone they know 5(2.6%) 8(3%)
Media 12(6.3%) 80(29.7%)
No source 6(3.1%) 11(4.1%)
Do not use nasal decongestants 4(2.1%) 30(11.2%)

Table 5: Relation between knowledge of nasal decongestant addiction and
knowledge of the recommended duration of using nasal decongestants.

Heard about nasal

Know the recommended duration of nasal decongestant use

decongestant addiction Yes n=192
Yes 135(70.3%)
No 57(29.7%)

No n=268 Total
56(20.9%) 191
212(79.1%) 269

RESULTS

Table 1 shows general characteristics of the participants.
Participants classified to four categories according to age: Less
than 20 years, from 20 to 39 years, from 40 to 59, and 60 years or
more. The majority were university graduates and (55.4%), and
the age group from 20 to 39 (57%).

Table 2 shows significant relation between participants with rhinitis
medicamentosa and age groups (P<0.05). Of total 460
participants, (20.4%) were using nasal decongestant for more
than three days (RM) and (79.6%) were not using nasal
decongestants at all or were using it for less than three days. Of
the participants who aged twenty years or below (<20 year), (16%)
of them were having rhinitis medicamentosa. And for participants
who aged twenty one to thirty nine (21-39 year), about (23.3%) of
them reported to have RM. For age group (41-59 year), about
(16.7%) of them have RM. And whom age were sixty year or more
(60 or more) reported (33.3%) to have RM.

Table 3 shows significant relation between the use of nasal
decongestants currently and the knowledge about nasal
decongestants addiction. (%56.2) of participants who were using
nasal decongestants now know about nasal decongestants
addiction, while (43.8%) of those who use nasal decongestants
now did not know about nasal decongestants addiction. From the
participants whom were not using nasal decongestants now,
(37.2%) know about nasal decongestants addiction, and whom did
not know about nasal decongestants addiction were higher (62.8).
Table 4 shows the prevalence of participants sources that make
the them know about and use of nasal decongestants and a
significant relation between these sources and heard about nasal
decongestants addiction. Participants answered that their use of
nasal decongestants was recommended by doctor (47.8%),
pharmacist (18.3%), someone they know (2.8%), media (20%), or
no source (3.7%). Participants who know about nasal
decongestants addiction were (41.5%), and those who do not
know about nasal decongestants addiction were (58.5).
Participants who know about nasal decongestants addiction and
their use of nasal decongestants recommended by doctor were
(68.6%), pharmacist (17.3%), someone they know (2.6%), media
(6.3%), no source (3.1%), and those who do not use nasal
decongestants but know about nasal decongestants addiction
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were (2.1%). Participants who do not know about nasal
decongestants addiction and their use of nasal decongestants
were recommended by doctor were (33.1%), pharmacist (19%),
someone they know (3%), media (29.7%), no source (4.1%), and
those who do not use nasal decongestants and do not know about
nasal decongestants addiction were (11.2%).

Table 5 shows significant relation between the knowledge about
nasal decongestants addiction and the recommended duration of
nasal decongestant use. (70.3%) of participant who know the
recommended duration of nasal decongestant use heard about
nasal decongestant addiction while (79.1%) of participant who do
not know the recommended duration of nasal decongestant use
never heard about nasal decongestant addiction.

DISCUSSION

To the best of our knowledge, there is no much data and
insufficient studies done regarding the knowledge and perception
of the proper use of nasal decongestants and recommended
duration to use it and the associated side effects and
complications. Nasal decongestants are commonly used
medication for common cold and for allergic rhinitis with
congestion and although they are safe for most patients, but there
are some precautions and essential knowledge that are needed to
be considered by users.?223 A study done on students of Gulf
Medical University, Ajiman showed that most of the respondents
evaluated themselves to have low or little knowledge with regard
to nasal decongestants and the results were consistent with a
study from Brazil.#25 RM occurs at a similar rate in men and
women but is more common in young and middle-aged adults. 02
This study reported that the highest incidence of rhinitis
medicamentosa was among age groups more 60 years
(33.3%)and those who were 21-39 years old (23.3%). Another
study reported RM at age groups 10-20 years and 40-50 years
and accounted for (35%) and (35%)respectively.?” Other results
reported RM in otolaryngology clinics ranges from 1% to 7%.17.18.26
This study showed that the physicians were the main health
professionals reported as having provided patients with guidance
on how to use this medication, and similar finding reported
in study done in Ajman.?> Having correct knowledge about
the recommended duration for use of the nasal decongestant is
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important to prevent overuse of these drugs.?® Extended use of
nasal decongestants can increase probability of associated side
effects. Rebound congestion is one of the complications for
extended use of the decongestants.?® In our study those who
know the recommended duration for nasal decongestant use was
41.7%.

In conclusion, majority of the respondents had poor knowledge
about the recommended duration for nasal decongestants use
and its complications. We need more efforts to increase
awareness and knowledge about nasal decongestant.

REFERENCES

1. Akerlund A, Millgvist E, Oberg D, et al. Prevalence of upper and
lower airway symptoms: the Sk::vde population-based study. Acta
Otolaryngol 2006;126:483-8.

2. Bousquet J, Duchateau J, Pignat JC, et al. Improvement of
quality of life by treatment with cetirizine in patients with perennial
allergic rhinitis as determined by a French version of the SF-36
questionnaire. J Allergy Clin Immunol 1996;98:309—16.

3. Eccles R, Martensson K, Chen SC. Effects of intranasal
xylometazoline, alone or in combination with ipratropium, in
patients with common cold. Curr Med Res Opin 2010;26:889—99.
4. Alvarez-Pitti J, Rodriguez-Varela A, Morales-Carpi C, et al.
Naphazoline intoxication in children.EurJ Pediatr2006;165:815—86.
5. Fukushima H, Norimoto K, Seki T, et al. Acute pulmonary
edema associated with naphazoline ingestion. Clin Toxicol (Phila)
2008;46:254—6.

6. Costantino G, Ceriani E, Sandrone G, et al. Ischemic stroke in a
man with naphazoline abuse. Am J Emerg Med 2007;25:983.

7. Claudet |, Fries F. Danger des vasoconstricteurs chez le
nourrisson, a propos dune observation. Arch Pediatr
1997;4:538—41.

8. Wenzel S, Laux G, Sagowski C, et al. Naphazoline intoxication:
course and therapy. Laryngorhinootologie 2003;82:105—38.

9. Fokkens WJ, Lund VJ, Mullol J; European Position Paper on
Rhinosinusitis and Nasal Polyps group.European Position Paper
on Rhinosinusitis and Nasal Polyps 2007 Rhinol Suppl.
2007;(20):1-136.

10. Toohill RJ, Lehman RH, Grosssman TW, Belson TP. Rhinitis
medicamentosa. Laryngoscope. 1981;91(10):1614-21.

11. Walker JS. Rhinitis medicamentosa. J Allergy. 1952; 23:183-6.
12. Akerlund A, Bende M. Sustained Use of Xylometazoline Nose
Drops Aggravates Vasomotor Rhinitis. American J of Rhinology.
1991; 5:157-60.

13. Bralow L. Vicks Sinex. 58th ed. Montvale, NJ: Thomson PDR;
2004.

14. Morris S, Eccles R, Martez SJ, Riker DK, Witek TJ. An
evaluation of nasal response following different treatment regimes
of oxymetazoline with reference to rebound congestion. Am J
Rhinol. 1997; 11:109-15.

15. Graf P, Juto JE. Sustained use of xylometazoline nasal spray
shortens the decongestive response and induces rebound
swelling. Rhinology. 1995; 33:14-7.

16. Mabry.RL.Rhinitis medicamentosa:the forgotten factor in nasal
obstruction .South med J.1982 Jul.75(7):817-9.

17. Black MJ, Remsen KA. Rhinitis medicamentosa. Can Med
Assoc J. 1980; 122:881-4.

197|Page

Int J Med Res Prof.2018 Jan; 4(1); 194-97.

18. Stride RO. Nasal decongestant therapy. Br J Clin Pract. 1967;
21:541.

19. Fleece L, Mizes JS, Jolly PA. Rhinitis Medicamentosa. Journal
of Investigational Allergology and Clinical Immunolology. 2006;
Vol. 16(3): 148-155.

20. Gorenberg D. Rhinitis medicamentosa. West J Med.
1979;131:313-4

21. Snow SS, Logan TP, Hollender MH. Nasal spray addiction and
psychosis: a case report. Br J Psychiatry. 1980; 136:297-9

22. S| Sharif, M Al-Shagra, H Hajjar, A Shamout, and L Wess.
Patterns Of Drug Prescribing In A Hospital In Dubai, United Arab
Emirates Libyan J Med. 2008; 3(1): 10-12

23. Aena-Cagnani CE, Canonica GW, Zaky Helal M, Gémez RM,
Compalati E, Zernotti ME, Sanchez-Borges M, Morato Castro FF,
Murrieta Aguttes M, Lépez-Garcia A, Tadros FA; ISMAR Study
Group. The international survey on the management of allergic
rhinitis by physicians and patients (ISMAR). World Allergy Organ
J. 2015 Mar 20;8(1):10.

24. Gill SN, Al Sallom JM1, Adamu NS, Ferej RA, Alagheband Z,
Mustapha H, Al-Sharbatti S, Jing M, Annie S. Assessment of the
Utilization Pattern and Related Knowledge of Nasal
Decongestants among University Students in Ajman, UAE. Gulf
Medical Journal. ASM 2015;4(S1):S36-S44.

25. Lenz D, Cardoso KS, Bitti ACR, Andrade UT. Evaluation of the
use of topic nasal decongestants in university students from
health sciences courses. Braz. J. Pharm. 2011 Dec ;47(4).

26. Graf P. Rhinitis medicamentosa: a review of causes and
treatment. Treat Respir Med. 2005; 4:21-9.

27. Amer SA. Incidence of rhinitis medicamentosa among patients
using nasal decongestants. Tikrit Journal of Pharmaceutical
Sciences 2011 7(1):68.

28. Mortuaire G, de Gabory L, Frangois M, Massé G, Bloch F,
Brion N, et al. Rebound congestion and rhinitis medicamentosa:
nasal decongestants in clinical practice. Critical review of the
literature by a medical panel. Eur Ann Otorhinolaryngol Head
Neck Dis. 2013 Jun;130(3):137-44.

Source of Support: Nil.
Conflict of Interest: None Declared.

Copyright: © the author(s) and publisher. I[JMRP is an official
publication of Ibn Sina Academy of Medieval Medicine &
Sciences, registered in 2001 under Indian Trusts Act, 1882.

This is an open access article distributed under the terms of the
Creative Commons Attribution Non-commercial License, which
permits unrestricted non-commercial use, distribution, and
reproduction in any medium, provided the original work is properly
cited.

Cite this article as: Fawaz Hassan Alamri, Waleed Essam Saleh,
Saleh Hammad Alhawiti, Muhannad Nasser Alanazi, Saeed Ali
Alkhozym, Tarig H Merghani. Knowledge and Perception of
Rhinitis Medicamentosa among ENT Clinic Attendants in the
Tertiary-Level Government Hospitals In Tabuk, Saudi Arabia. Int J
Med Res Prof. 2018 Jan; 4(1):194-97.
DOI:10.21276/ijmrp.2018.4.1.038

www.ijmrp.com



