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Abstract. Rhinosinusitis is a common disease that is classified in acute (ARS) and chronic (CRS). The cur-
rent Survey was conducted on a sample of about 5,000 adult subjects in 5 Italian cities. A questionnaire,

containing 15 questions, was administered on the road. RS affects about 20% of the general population. The

most common diagnostic test was the skull x-ray. Antibiotics were the most frequently prescribed therapy. In
conclusion, the current Survey demonstrated that RS is a common disorder in Italy, the diagnostic work-up
is still incorrect, and the therapeutic approach does not adhere to the guidelines. Therefore, there is a need to

implement adequate information on this topic in Italy. (www.actabiomedica.it)
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Introduction

Sinusitis usually refers to inflammation localized
in the nasal sinuses and, as it is usually associated with
the inflammation of nasal mucosae, such as the rhi-
nitis, the term rhinosinusitis (RS) is considered more
correct (1). It has to be noted that RS may affect any
age.

In clinical practice, RS should be suspected in the
presence of nasal symptoms, including nasal conges-
tion and rhinorrhea, persisting for more than 7-10
days without any improvement. Noteworthy, a chron-
ological cut-off is useful to differentiate RS from the
common cold that is usually self-limiting and usually
resolves by 7-10 days (3-5). The symptoms of acute
RS (ARS) tend to resolve within 3-4 weeks; however,
if sinus inflammation persists (regardless of the medi-
cal management), it is evolving to chronic RS (CRS),
defined by a duration longer than 8-12 weeks (1,2).
Therefore, the diagnosis of RS often relies on the clini-
cal ground, including the duration of nasal symptoms,

the characteristics of nasal discharge (purulent), and
other symptoms, such as facial pain and fever. Com-
puterized tomography (CT) may be required when-
ever the suspicion of extra-sinus complications should
arise (6-9). Moreover, CT is useful to detect nasal pol-
yps in CRS patients.

According to the endoscopic and/or radiological
findings, there are two main phenotypes: CRS with
nasal polyposis (CRSWNP) and CRS without nasal
polyposis (CRSsNP).

From an epidemiological point of view, there is
evidence that CRS is frequently associated with asth-
ma, and is a frequent comorbidity in patients with im-
munodeficiency, cystic fibrosis, and aspirin intolerance
(9-11). In particular, RS frequently triggers and/or
worsens asthma (12,13).

Matsuno and colleagues reported a 36.7% preva-
lence of RS in asthmatic patients. Notably, sinus CT
abnormalities were detected in 66.3% of patients, more
frequently in moderate to severe asthma. Another
study confirmed that RS was more frequent in severe
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and steroid-dependent asthma (14-18). Consistently,
RS is more frequent in patients with poorly controlled
asthma (19). Also, RS is frequent in patients with hos-
pital admission for asthma exacerbation (20). Further,
it has been reported that about 50% of children diag-
nosed with persistent asthma presented concomitant
RS diagnosed by nasal endoscopy (21). Therefore, ac-
cording to the concept of the so-called United Air-
ways Disease, RS should be ever suspected in asth-
matic patients (22).

On the other hand, precise data about prevalence,
clinical features, and pragmatic management are lack-
ing. Therefore, an Italian Survey has been performed
aiming to describe these characteristics in clinical
practice.

Table 1. Questionnaire

Methods

The current Survey was performed using a ques-
tionnaire administered to subjects in 5 Italian cities:
Ferrara, Viterbo, Reggio Calabria, Trapani, and Cagli-
ari. The choice of these cities was made to guarantee a
homogeneous distribution among the North, Centre,
South Italy and the two major islands.

The interviewees were adults of both genders,
randomly enrolled (the interview was performed on
the road).

The questionnaire included 15 queries, reported
in detail in Table 1.

The analysis of the data was descriptive.

Questions

Possible answers

1 Do you think of suffering from rhinosinusitis?

a) Yes
b) No
¢) Ido not know

2 How do you define your rhinosinusitis?

a) Acute

b) Recurrent

¢) Chronic

d) I do not know

3 In which season are the symptoms more severe?

a) Spring
b) Summer
c¢) Autumn
d) Winter
e) Always

4 At what age did your illness begin?

a) <10 years
b) 10-20 years
c) 21-30 years
d) 31-40 years
e) 41-50 years
f) >50 years

5 What are your symptoms?

a) Nasal obstruction
b) Rhinorrhea

¢) Facial pain

d) Sneezing

e) Nasal itching

f) Headache

g) Dysosmia

h) Heavy head

i) Fever

(continued on next page)
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Table 1 (continued). Questionnaire

Questions

Possible answers

6 Who did the diagnosis perform?

a) General practitioner

b) Otorhinolaryngologist
c) Allergist

d) Homoeopathy doctor
e) Pharmacist

7 Have you ever performed tests to confirm the diagnosis?

a) Yes
b) No
¢) Ido not know

8 If yes, what?

a) Nasal endoscopy

b) RX skull

c¢) CT head

d) Nasal function testing
e) Allergy tests

f) Nasal swab culture

g) Nasal cytology

9 Do you do any therapy for your problem?

a) Yes, conventional medicine
b) Yes, homoeopathy

¢) Yes, both

d) No treatment

10 When do you use medicine?

a) During the acute phase
b) Before the acute phase
¢) Before and during the acute phase
d) During the whole year

11 Who did the therapy prescribe?

a) General practitioner

b) Otorhinolaryngologist
c) Allergist

d) Homoeopathy doctor

e) Pharmacist

12 What kind of drugs do you use?

a) Antibiotics

b) Antihistamines

¢) Systemic corticosteroids
d) Intranasal corticosteroids
e) Nasal decongestants

f) Nasal irrigation

13 Do you remember the name of the antibiotic?

14 Who did homoeopathy suggest?

a) General practitioner

b) Otorhinolaryngologist
c) Allergist

d) Homoeopathy doctor
e) Pharmacist

f) Other (friends)

Results

Globally, 4999 subjects (2923 males and 2076 fe-
males; mean age 35 years) participated in the Survey,

equally distributed along Italy.

The results are reported in Table 2 and Figures.

The 20% of the sample think to have rhinosinusi-
tis (Figure 1A); 7% suffered from acute RS, 28% from
recurrent, and 48% from CRS. Winter and the whole
year are the most frequent periods (Figure 1B).
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Table 2. Answers

Questions Possible answers

1 Do you think of suffering from rhinosinusitis? Yes 20%
No 53%
I do not know 27%

2 How do you define your rhinosinusitis? Acute 7%
Recurrent 28%
Chronic 48%
I do not know 17%

3 In which season are the symptoms more severe? Spring 16%
Summer 4%
Autumn 11%
Winter 39%
Always 30%

4 At what age did your illness begin? <10 years 3%
10-20 years 12%
21-30 years 38%
31-40 years 30%
41-50 years 12%

50 years 5%

5 What are your symptoms? Nasal obstruction 72%
Rhinorrhea 38%
Facial pain 83%
Sneezing 5%
Nasal itching 5%
Headache 77%
Dysosmia 18%
Heavy head 91%
Fever 81%

6 Who did the diagnosis perform? General practitioner 33%
Otorhinolaryngologist 42%
Allergist 14%
Homoeopathy doctor 0
Pharmacist 11%

7 Have you ever performed tests to confirm the diagnosis? Yes 21
No 71%
I do not know 8%

8 If yes, what? Nasal endoscopy 35%
RX skull 62%
CT head 13%
Nasal function testing 3%
Allergy tests 2%
Nasal swab culture 2%
Nasal cytology 0

9 Do you do any therapy for your problem? Yes, conventional medicine 74%
Yes, homoeopathy 4%
Yes, both 4%
No treatment 18%

(continued on next page)
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Table 2 (continued). Answers

Questions Possible answers

10 When do you use medicine? During the acute phase 83%
Before the acute phase 6%
Before and during the acute phase 7%
During the whole year 4%

11 Who did the therapy prescribe? General practitioner 22%
Otorhinolaryngologist 59%
Allergist 12%
Homoeopathy doctor 2%
Pharmacist 5%

12 What kind of drugs do you use? Antibiotics 63%
Antihistamines 8%
Systemic corticosteroids 19%
Intranasal corticosteroids 20%
Nasal decongestants 15%
Nasal irrigation 0

13 Do you remember the name of the antibiotic? No 100%

14 Who did homoeopathy suggest? General practitioner 0
Otorhinolaryngologist 0
Allergist 0
Homoeopathy doctor 77%
Pharmacist 0
Other (friends) 23%

15 Do you remember the name of the homoeopathic product? No 100%

Most patients had the onset of RS between 21 Discussion

and 40 years (68%), as reported in Figure 1C.

The most common symptoms are the heavy head
(91%), facial pain (83%), fever (81%), headache (77%),
nasal obstruction (72%), and rhinorrhea (68%), as re-
ported in Figure 1D. The diagnosis was made most fre-
quently by the ORL specialist (42%), the GP (33%),
the allergist (14%), and the pharmacist (11%). Twen-
ty-one % performed a test to confirm the diagnosis.
The most common tests were: RX skull (62%), nasal
endoscopy (62%), and CT head (13%), as reported in
Figure 2A.

Seventy-four % took conventional therapy, 4%
homoeopathy, and 4% both; 18% did not take any
medicine. Most patients used medicines during the
acute phase (83%). The kind of medicine is reported
in Figure 2B: antibiotics were used in 63% of subjects
and corticosteroids in about 20%.

Homoeopathy was prescribed exclusively by the
homoeopathy doctor or suggested by friends.

Rhinosinusitis is a common disease that is classi-
fied in acute (ARS) and chronic (CRS). ARS follows
usually acute upper respiratory infections, the mainly
common cold. However, epidemiological data are very
few about Italy.

CRS is a chronic inflaimmation of the sinus.
From an epidemiological point of view, it is estimated
that CRS affects 5%-12% of the general population
worldwide (23-26). The European Position Paper on
Rhinosinusitis and Nasal Polyps (EPOS) proposed a
statement about CRS diagnosis that is clinically based
on symptoms supported by signs of mucosal inflamma-
tion found on imaging or with nasal endoscopy (27). It
has been recently reported that the prevalence of clini-
cally based CRS ranged between 3% and 6.4% (28,29).
CRS is classically divided into a phenotype with and
without nasal polyps. Using patient questionnaires to
measure the prevalence of CRSwNP yielded estimates
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Figure 1. A = Distribution of the classification of Rhinosinusitis; B = Distribution of the seasons when RS occurred; C = Distribu-
tion of the age at the onset of RS; D = Distribution of the most common symptoms of RS
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Figure 2. A = The most common test used to confirm the RS diagnosis; B = The most common medicines used to treat RS
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of 2.1% (France) to 4.3% (Finland) in Europe and
1.1% in China (30). CRSwNP comprises a heteroge-
neous group of patients who differ for coexisting asth-
ma, allergy, NSAID-exacerbated respiratory disease
(N-ERD), smoking, age of onset, and disease severity
(31-34). Asthma affects 30%-70% of the CRSwINP
patients (35,36). Conversely, the presence of nasal pol-
yps is associated with the severity of asthma, regard-
less of smoking status ranging from 10%-30% in mild
asthma to 70%-90% in severe asthma (37,38).

Based on this background, the current Survey
was conducted in 5 Italian cities enrolling about 5,000
adult subjects. The results are interesting as it was con-
ducted on the general population, so the outcomes can
mirror the situation that may occur in clinical practice.

Firstly, the rough prevalence is about 20%, in-
cluding both ARS and CRS. The winter is the most
common season for RS occurrence.

The distribution of the frequency of symptoms and
signs is consistent with the clinical diagnostic criteria
proposed by the EPOS. However, the most interesting
data concerned the pragmatic approach performed by
physicians. From a diagnostic point of view, the diag-
nosis is made primarily by ORL specialists. However,
a skull x-ray is the most requested diagnostic test. This
result is impressive and underlines the lack of updated
knowledge about diagnostic criteria by Italian doctors.

From a therapeutic point of view, antibiotics are
the main pharmacological class prescribed for RS,
probably for ARS. Corticosteroids, both topical and
systemic, are relatively underused: also, in this case, it
could depend on the ignorance of the guidelines.

Globally, the scenario that appears from this Sur-
vey is rather unsatisfying and highlights the need for
adequate information for the medical class.

The current Survey has some limitations, includ-
ing the cross-sectional design, the lack of a methodo-
logically correct definition of the questions, and the
answers based only on patients’ impressions. On the
other hand, the strength of this study is based on the
high number of participants and the conduction on the
general population.

In conclusion, the current Survey demonstrated
that RS is a common disorder in Italy, the diagnos-
tic work-up is still incorrect, and the therapeutic ap-
proach does not adhere to the guidelines. Therefore,

there is a need to implement adequate information on
this topic in Italy.
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