
The term ‘inflammatory airway
disease’ is not often used in the
literature, although it is now uni-
versally accepted that the aller-
gic diseases of the respiratory
tract, i.e. asthma and allergic
rhinitis, are inflammatory in
nature. The process of inflam-
mation in these conditions is
almost identical in both the
lower and upper respiratory

tracts, and although the pathophysiological process is
well described for an allergen trigger mechanism, aller-
gy is not the universal aetiological factor in all patients.
Therefore the term allergy or allergic airway disease is
not absolutely correct, and a better unifying concept
may be inflammatory airway disease. However, just as
allergy may underestimate the pathology, inflammation
may be too widely accommodating. Nevertheless,
because clinical expression and treatment are very sim-
ilar, irrespective of the cause of inflammation, the latter
term is appropriate in the context of cost-effective and
quality-of-life interventions.
For some time the emphasis in asthma has been on
inflammation. In fact, in reactive airway disease, asth-
ma and inflammation are now almost synonymous.
Inflammation is that process resulting from the com-
plex interaction of inflammatory blood cells and their
successors (macrophages, mast cells, eosinophils, lym-
phocytes, neutrophils and platelets), inflammatory
mediators (leukotrienes, eosinophil proteins, histamine
and a host of others) and the messengers of informa-
tion between cells (the cytokines).1,2 Even the cells of
the airway (epithelial cells) and capillaries (endothelial
cells) are actively involved in this process and not just
innocent bystanders to the activity around them.3

Emphasis on the process in the airways has allowed
clinicians to focus their treatment on overcoming and
preventing such inflammation,
and not just treating the conse-
quence of bronchospasm, i.e.
disease treatment and not only
symptom control, hence the
interest and activity in anti-
inflammatory development.
Through better understanding of
asthma’s inflammatory patho-
physiology, and making use of
the educational tools available in
South Africa, patients need not
receive inferior care. The quality
of life of patients is a primary
objective, since asthma can be
well controlled.
Allergic rhinitis, also called hay
fever, is an allergic condition
that affects the nose and its
communicating mucous mem-
branes in the four paired sinus
cavities (maxillary, ethmoid,
frontal and sphenoid), and the
middle ear (via the eustachian
tube). The principal pathological

features are mucosal swelling and production of abnor-
mally copious amounts of (often tenacious) mucus. The
defining clinical features are a blocked nose, rhinorrhoea
(forwards – runny nose, and backwards – postnasal
drip), sneezing and itching. As the ‘blockage’ and
‘mucus hypersecretion’ affect the ears and sinuses,
these sites are commonly identified as the source of the
patient’s problem. Patients are recurrently diagnosed
and treated for these complications rather than being
managed for the primary and underlying problem.
Allergic rhinitis is often called chronic sinus, chronic
postnasal drip, infected postnasal drip or nasal catarrh,
and practitioners and patients often incorrectly regard it
as a trivial disease. All too frequently parents will men-
tion that many family members have similar symptoms
but get by with over-the-counter decongestants plus a
box of tissues.  
Allergic rhinitis is a condition that carries a significant
morbidity, especially in children. Well-described compli-
cations are recurrent sinusitis, recurrent otitis media
leading to ‘glue ears’, chronic mouth breathing with
resultant dental malocclusion and ‘long-face syndrome’,
and a disturbed sleep pattern which produces somno-
lence, resulting in poor attention and poor performance
at school.4 Allergic rhinitis is perhaps the commonest
chronic condition affecting children. It also results in fre-
quent medical consultations, frequent prescriptions and
resultant cost implications. Therefore inappropriately
treated allergic rhinitis can be a costly condition.
Allergic and other forms of chronic rhinitis produce
effects on quality of life through both the direct symp-
toms (rhinorrhoea, blocked nose, itching, sneezing and
anosmia) and complications (infective sinusitis, otitis
media with effusion, sleep disturbance and disordered
facial growth). The South African Allergic Rhinitis Working
Group has published guidelines on diagnosis and man-
agement of allergic rhinitis,5 aiming to ‘detrivialise’ the
symptoms and complications of a ‘mere runny nose’.
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Fig. 1. Quality of life scores on the SF-36 questionnaire in the normal population
(controls), patients with rhinitis, and patients with asthma.8

GUEST EDITORIAL
WHAT IS THE FUTURE OF INFLAMMATORY

AIRWAY DISEASE IN SOUTH AFRICA?



174 Current Allergy & Clinical Immunology, November 2003 Vol 16, No. 4

Numerous measures exist for determining the severity
of rhinitis. These include nasal symptom severity, rhino-
manometry, cytology and nasal hyperactivity,6,7 the last
three seldom being used. Evidence is now available
that questions the relationship between these conven-
tional clinical markers of nasal inflammation and
patient-perceived quality of life.8,9 The reason is the
mental translation that individual patients make in inter-
preting symptoms and their impact on daily activity. By
means of a generic health profile (SF-36) Bousquet et
al.8 have shown that patients with perennial rhinitis may
be more troubled by symptoms than patients with asth-
ma (Fig. 1). The symptoms that disturb patients with
rhinitis include local nasal symptoms such as a blocked
or runny nose, but more importantly, quality of life is
disturbed by poor sleep and daytime lethargy.
It is not known why allergy and related diseases such
as rhinitis, asthma and eczema are on the increase, and
a number of theories exist, including those concerned
with changes in hygiene, environment, diet and diag-
nostic categorisation.10 However these conditions are
common and becoming increasingly so. The ultimate
solution lies in curing or preventing the expression of
these diseases, and this is not yet possible. What can
be achieved today, however, is selection of therapy that
improves the quality of life of patients with rhinitis and
asthma. Careful assessment of the range of therapeutic
options as well as the complications will allow rational
selection of cost-effective therapy for what are
commonly life-long conditions.
All too often a proposal for a new insight into disease
management (including the diseases of asthma and
allergic rhinitis) focuses on either cost of a therapeutic
modality or improvement in health-related quality of
life, usually not both.11 In changing mind-sets, espe-
cially those of health-care funders, it is becoming
essential to combine both these outcome assess-
ments in order to justify a truly meaningful therapeutic
principle. A need exists to change the classic triad of
health provision (involving doctor, patient and third
party funder), moving from the traditional paradigm to a
more modern process (Fig. 2), with the major end
points now being education, cost-effectiveness and
health-related quality of life. Some would refer to this
as disease management, which is one of several popu-
lation-based approaches to medical care currently used
in managed care circles. It is offered as a new strategy
for controlling medical costs.12

In general, in the field of inflammatory airway disease a
window of opportunity now exists for addressing the
principles of disease management, managed health
care, cost-effective care and health-related quality of life. 
The following articles are presented as discussion on
this topic, from an eloquent exposé of the nose by
John Steer, through discussion on the merits of the link
between upper and lower airway inflammation, to dis-
cussion on investigating this disease by Maria Ramsey.
Enjoy the ride!

Robin J Green
Paediatric Pulmonologist, Johannesburg, South Africa
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Fig. 2. Traditional and modern arrangement of health care
provision in South Africa.13


