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Foreword

Individuals with asthma may have asthma that is
less responsive or even non-responsive to treat-
ment. The World Allergy Organization has recog-
nized that difficult to control asthma is difficult
most likely because of comorbidities. Comorbidit-
ies are coexisting conditions that interact and
influence the management of asthma resulting in
poor control. They will vary both with age and
clinical context. Comorbidities may confuse the
diagnosis and actually worsen either one or both
the diseases. They many make treatment and
adherence difficult.

The list of comorbidities includes:
• rhinosinusitis
• gastroesophageal reflux disease
• vocal cord dysfunction
• obesity
• osteopenia and osteoporosis
• psychological problems
• sleep apnea
• pregnancy
• chronic obstructive pulmonary disease with

asthma
• smoking cessation
• bronchiectasis
• allergic bronchopulmonary aspergillosis
• infection, and 
• cystic fibrosis.

Research has found the factors that are signifi-
cantly associated with frequent exacerbations. They
include

• severe nasal sinus disease (OR 3.7)
• gastroesophageal reflux disease (OR 4.9)
• recurrent respiratory infections (OR 6.9)
• psychological dysfunctioning (depression) (OR

10.8), and
• obstructive sleep apnea (OR 3.4)

Severe nasal sinus disease and psychological
dysfunctioning were also independently associated
factors for frequent exacerbations with adjusted
OR of 5.5 and 1 respectively. The researchers found
that all patients with frequent exacerbations had 1
of these 5 comorbidities and more than half had 3
of the 5. They concluded that these comorbid
factors are easy to detect and treatable.

Asthma is a treatable disease but treatment can
be hampered by coexisting conditions. Thus
comorbidities must be considered, particularly in
difficult to control asthma or where there are
frequent exacerbations. Having a diagnosis of
asthma is often a prelude to a journey of discovery
to find the most suitable treatment for that particu-
lar individual and to recognize and treat all coexist-
ing conditions that interfere and complicate treat-
ment.

The most common comorbidities of asthma as
listed in the National Institute of Health Expert
Panel Report 3 on Guidelines for the Diagnosis and
Management of Asthma are discussed here for the
benefit of Asthma Educators and health care
professionals in the field of respiratory disease.

References:
Ledford DK, Lockey RF. Asthma and comorbidities.
Curr Opin Allergy Clin Immunol. 2013 Feb;13(1):78-86.
doi: 10.1097/ACI.0b013e32835c16b6.

ten Brinke A, Sterk PJ, et al. Risk factors of frequent
exacerbations in difficult-to-treat asthma. Eur Respir J.
2005 Nov;26(5):812-8.

National Asthma Education and Prevention Program
Expert Panel Report 3: Guidelines for the Diagnosis and
Management of Asthma. 2007; Bethesda, MD National
Heart, Lung, and Blood Institute





Associated Conditions of Asthma 7

Rhinitis

Asthma tends to worry health care professionals
more than rhinitis. Attention is most often paid to
the symptoms of asthma to the neglect of those of
rhinitis. Rhinitis is a disease of the upper airway
and asthma a disease of the lower airways. Poor or
non-existent management of rhinitis leads to
increased problems with asthma. There is research
indicating that a similar immunopathology exists
between the upper and lower airways in allergic
patients1-3 in that inflammation of the upper air-
ways contributes to the hyperresponsiveness and
symptoms in the lower airways.4 There may also be
common non-inflammatory mechanisms that
reinforce the link between nose and lung. More
importantly, it has been found that treating rhinitis
often improves both the symptoms of asthma and
pulmonary function.5, 6

Rhinitis is the most common chronic disease.7

It affects anywhere from 15 to 40%9-11 of the popu-
lation in North America, and from 5 to 50% world-
wide.8 Between 30 % and 50% of patients with
rhinitis have non-allergic triggers. These statistics
may be an underestimation since many people with
this disease do not seek medical care.10

Rhinitis can be allergic or non-allergic. Allergic
rhinitis can be intermittent or persistent. Chronic
non-allergic rhinitis can be classified into nine
different subtypes including drug-induced (aspirin,
non-steroid anti-inflammatories and other medica-
tions), gustatory, hormonal, infectious, atrophic,
senile, nonallergic with eosinophilia syndrome,
occupational, and nonallergic rhinopathy. Foods,
viral infections, physical, hormonal, emotional and
chemical factors may also result in rhinitis. It may
also be idiopathic.12,13 

Symptoms
The symptoms of rhinitis include rhinorrhea, nasal
congestion, sneezing, pruritus of the ears, nose and
throat, and non-nasal symptoms of headache,

thirst and disturbed sleep.14-17 A watery runny nose
by itself is suggestive of allergic rhinitis but a water
nose with any one of the following symptoms –
sneezing, obstruction, nasal itching or conjuncti-
vitis – leads to a diagnosis of allergic rhinitis.12

Allergic rhinitis (AR) has been defined by the
World Health Organization as a :symptomatic
disorder of the nose induced afer allergen exposure
by an Ig-E mediated inflammation”. Based on time
of exposure to the allergen, allergic rhinitis can be
subdivided into perennial, seasonal or occupational
disease.” Occupational rhinitis tends to precede or
accompany the development of asthma.

AR affects 20% to 40% of the population in
North America. Among children the prevalence is
up to 40%,18 while with adolescents the prevalence
is 30%9 to 50%.8 Among patients with asthma, the
percentages are much higher. They range from
58%14 to 70%8 though a study in France found that
out of 850 patients with asthma, 78% had allergic
rhinitis.15 Other studies have found it even higher
at 85%10, 19 At a conservative estimate AR occurs in
over 500 million people worldwide and in over 100
million in Europe and North America.12

 The incidence of exercise induced asthma is
about 40% in patients with AR.20

Classification
The World Health Organization Initiative on
Allergic Rhinitis and its Impact on Asthma (ARIA)
has changed the classification of seasonal and
perennial allergic rhinitis to intermittent and
persistent allergic rhinitis, the latter with subcate-
gories of mild, moderate and severe depending on
both the severity of symptoms and impact on the
quality of life. See Table 1.12, 21

Quality of Life with AR 
AR has a considerable effect on quality of life. It is
the cause of illness and disability (ARIA-2014)It


