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Allergic rhinitis is a very common condition
affecting up to 40 million Americans.1 This
condition affects 10% to 30% of adults and up

to 40% of children.1 It is the cause of millions of lost
school days and reduced worker productivity as
well as diminished quality of life. The estimated
cost of allergic rhinitis is $2.7 billion (1995 dollars),
exclusive of costs associated with the frequent con-
comitant problems of asthma and sinusitis. A recent
analysis suggests even higher costs.2 Although a
detailed discussion of the disease state is beyond the
scope of this article, a few key points are important. 

. . . DISEASE STATE SUMMARY . . .

Allergic rhinitis is inflammation of the nasal
mucosa as a result of an immune response to aeroal-
lergens.1,3 Classic symptoms after exposure to
aeroallergens include sneezing, congestion, rhinor-
rhea, and nasal and ocular pruritus. Allergic rhinitis
can be seasonal (hay fever) or perennial (symptoms
all year).1,3 Patients who have perennial allergic
rhinitis often experience worsening of their condi-
tion during peak pollen season (eg, springtime).
Common aeroallergens include tree and grass
pollen (springtime), ragweed (late summer and
early fall), molds, house dust mites, cockroaches,
and household pets. Some patients also have a
runny nose and congestion not due to allergic rhini-
tis or infectious rhinitis (eg, cold virus). These clas-
sifications of rhinitis are listed in Table 1.

Allergic rhinitis is mediated by immunoglobulin
E (IgE).1,3 Symptoms of allergic rhinitis result from
a complex series of interactions among inflammato-
ry cells (eosinophils, mast cells, T lymphocytes) and
mediators (histamine, leukotrienes, prostaglandins)
after a patient is exposed to an aeroallergen. These
cells and mediators cause vasodilation, increased
vascular permeability, and mucus secretion.

Frequently, patients with allergic rhinitis also
have asthma and atopic dermatitis. The same mech-
anisms that cause airway inflammation in the lungs
(asthma) cause allergic rhinitis. There is a genetic
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predisposition to have allergic rhinitis, and a positive
family history of the disease is quite common.

A detailed patient history provides the primary
basis for the diagnosis of allergic rhinitis.1,3 For
example, patients who complain of symptoms asso-
ciated with exposure to common aeroallergens (eg,
tree and grass pollen each spring) and who have a
positive family history of allergic rhinitis likely have

this disease state. Skin testing for specific allergens
and physical examination offer further supportive
evidence. Obviously, the clinician must also rule
out other problems that can cause nasal symptoms,
including infections and other nonallergic classifi-
cations of rhinitis (Table 1).1,3 For example, of spe-
cial interest to pharmacists is the problem of rhini-
tis medicamentosa,1 the medical term for patients
who are “hooked” on topical α-adrenergic agonists
(nasal decongestant sprays) and have rebound con-
gestion. Management of rhinitis medicamentosa is
summarized in Table 2.1

Because allergic rhinitis is not a life-threatening
condition, some clinicians may not pay enough
attention to optimal management. Therefore, many
patients suffer needlessly. Allergic rhinitis not only
causes uncomfortable symptoms with a marked
reduction in quality of life, but also may cause com-
plications such as headache, sleep disturbance, and
sinusitis, which cause further discomfort and eco-
nomic loss.1 On the other hand, optimal manage-
ment usually produces gratifying results for the
patient and healthcare practitioner.

. . . ENVIRONMENTAL CONTROL . . . 

A cornerstone of the management of allergic
rhinitis is avoidance of aeroallergens.1,3 If these
allergens cannot be avoided, exposure should be
greatly minimized. In addition, several nonim-
munologic triggers can worsen symptoms of allergic
rhinitis: 

• Cigarette smoke
• Perfumes
• Cleaning fluid odors
• Sudden change in temperature
• Arising from bed in morning
• Vasodilator medications

Exposure to these nonallergic precipitating fac-
tors should be avoided or minimized as much as pos-
sible.1,3 Although this topic is beyond the scope of
this program, a few key comments are appropriate.

As is the case with asthma, patients with allergic
rhinitis should pay special attention to the bedroom
in terms of environmental control. Because many
patients are allergic to house dust mites, covering
mattresses and pillows with plastic covers is impor-
tant. Newer products “breathe” better and are more
acceptable to patients. Hardwood floors are prefer-
able to carpet, which is a source of house dust

. . . CPE . . .

Table 1. Classification of Rhinitis

*Skin tests are negative for allergens, but eosinophils are pre-
sent on nasal smear.
†Skin tests are negative for allergens, and eosinophils are not
present on nasal smear.
Source: Reference 1.

■ Allergic rhinitis
Seasonal (hay fever)
Perennial

■ Nonallergic rhinitis
Nonallergic rhinitis with eosinophilia*
Vasomotor†

■ Infectious rhinitis

Table 2. Management of Rhinitis Medicamentosa

*Source: Reference 1. 
†These suggestions were given to the authors by community
pharmacists who have tried these techniques, which are
innocuous and seem to help. They have not been proven
effective. 

Standard approach*
1. Stop use of topical nasal decongestants

2. Initiate therapy with intranasal corticosteroids (suggest
aqueous sprays)

Adjunctive suggestions that may help†

■ Taper nasal decongestants by diluting with saline
■ Taper, using phenylephrine 1% to 1/2% to 1/4%
■ Use nasal saline irrigation (ie, marketed saline 

nasal sprays)
■ Try oral decongestants
■ Try Breathe Rite strips
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mites.Upholstered furniture should not be used in
bedrooms. Patients who are allergic to the house-
hold pet(s) should minimize exposure, but especial-
ly in the bedroom (eg, the cat should not be in the
house and certainly should not sleep in the bed-
room). Bathrooms should have mold eliminated
with careful cleaning. Attention to other indoor and
outdoor allergens is critical to optimal management
of allergic rhinitis. 

. . . DRUG TREATMENT FOR ALLERGIC RHINITIS . . .

Therapeutic Plan
Beyond the basic principle of environmental

control, the therapeutic plan for allergic rhinitis is
summarized in Table 3.1,3 For completeness, we
also have included the treatment plan for vasomo-
tor rhinitis and nonallergic rhinitis with eosinophil-
ia (Table 4). Because a single agent (eg, intranasal
corticosteroid) may provide optimal therapy for
some patients most of the time, a stepped care
approach is important in terms of costs and patient
convenience as well as adherence to therapy. In
patients with seasonal allergies, it is important to
stress that therapy should be initiated before the
onset of tree and grass pollen in the springtime and
ragweed or other allergens in late summer.1

Anticipating the need for dosage adjustments or
addition of medications for patients who have
perennial rhinitis but whose symptoms worsen at
peak pollen season can be helpful. 

Antihistamines and
Antihistamines/Decongestants

By antagonizing histamine-H1 receptors, antihis-
tamines help prevent symptoms associated with
allergic rhinitis. Although antihistamines also may
help relieve rhinorrhea, sneezing, and pruritus,
they are more effective as prophylactic agents.
Because antihistamines are not effective for nasal
congestion, many patients have a better response to
therapy when a decongestant (eg, combination
product) is added. Antihistamines are generally
safe, but the primary concern with older antihista-
mines is that they are sedating; for example,
diphenhydramine is more likely to cause a greater
degree of drowsiness than chlorpheniramine. Table
5 lists examples of sedating antihistamines and
combination antihistamine/decongestant products.
The most common complaint with oral deconges-
tants is central nervous system stimulation (eg, ner-
vousness), and some patients may not tolerate this

treatment. Because a discussion of dosing and side
effects of each antihistamine and decongestant is
beyond the scope of this article, the reader is
referred to textbooks and reviews on this sub-
ject.1,3,5 Azelastine is an H1 receptor blocker that is
available as a nasal spray (Astelin®, Wallace

. . .  DRUG THERAPY OF ALLERGIC RHINITIS . . .

Table 4. Treatments of Choice for
Nonallergic/Noninfectious Rhinitis

*Source: Reference 1.
†Source: Reference 4.

Nonallergic rhinitis with eosinophilia (NARES)*

■ Intranasal corticosteroids are agents of choice
■ Antihistamines may be tried 

Vasomotor rhinitis†

■ Intranasal ipratropium is the agent of choice
■ Antihistamines may be tried

Table 3. Stepped Care Drug Treatment of Allergic
Rhinitis*

*Environmental control should be a basic part of long-term
management for all patients with allergic rhinitis (see the text
and references 1 and 3); patient education is essential for each
aspect of management.
†Consider use of intranasal cromolyn in those with mild disease.

1. Antihistamine or antihistamine/decongestant

■ If concomitant intranasal corticosteroid is used, 
consider inexpensive sedating agent at
bedtime only

2. Intranasal corticosteroid (also acceptable [may be 
preferred] as step 1)†

■ Use lowest effective dose
■ Emphasize to patient need for daily use

3. Intranasal ipratropium (if control is still not optimal or 
patient cannot use other prescription)

4. One-week course of systemic corticosteroid for severe
exacerbations only

5. Referral to allergist for possible specific immunotherapy
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Laboratories, Cranbury, NJ). This agent is effective
topically not only as an antihistamine, but also has
some anti-inflammatory properties.6,7

Newer antihistamines (eg, loratadine, fexofena-
dine, astemizole) are effective and nonsedating, but
expensive. Concerns regarding the potential of
terfenadine to cause fatal cardiac arrhythmias
prompted its removal from the market.
Unfortunately, astemizole also had this potential,
and the “black box” warning for this agent was
expanded in 1998, with subsequent withdrawal
from the market in the summer of 1999. Because
some patients may have received a several-month
supply of astemizole before its withdrawal, patients
should be alerted, and it would be prudent for phar-
macists to continue to screen for factors listed in
the black box warning should patients persist in
taking astemizole over the next few weeks or
months before their supply is exhausted. In recom-
mended doses, loratadine offers safer nonsedating
antihistamine therapy without concerns for prolon-
gation of the QTc interval and possible torsades de
pointes. Although fexofenadine also offers safer
nonsedating antihistamine therapy, a very recent
case report demonstrated prolongation of the QT

interval and life-threatening arrhythmias associated
with use of this agent.8

For many years, the traditional first step in treat-
ing allergic rhinitis has been antihistamines or anti-
histamines plus an oral decongestant. Indeed, this is
very efficacious therapy for many patients and
offers convenient oral treatment. Additionally,
many patients can self-medicate with nonprescrip-
tion products. Since the mid-1990s, clinical
researchers have been challenging the notion that
antihistamines are an automatic first step in man-
aging allergic rhinitis. The authors of a recent
review of randomized controlled trials concluded
that based on efficacy, safety, and cost effectiveness,
intranasal corticosteroids should be first-line thera-
py rather than antihistamines.9 (See “Intranasal
Corticosteroids,” below). Comparing the costs of
nonsedating antihistamines with those of intranasal
corticosteroids reveals that antihistamines are more
expensive.9 Obviously, scholars will continue to
debate this issue, but it is clearly acceptable to use
either class of drugs as step 1, depending on the spe-
cific patient being treated. 

Intranasal Corticosteroids
By reducing the migration of inflammatory cells

(eg, eosinophils) to the nasal mucosa and by reduc-
ing the formation and release of inflammatory
mediators, intranasal corticosteroids are highly effi-
cacious in treating allergic rhinitis.1,3,9 Table 6 lists
available intranasal corticosteroids. Each of these
agents is efficacious in managing allergic rhinitis in
recommended doses. The biggest challenge to ensur-
ing efficacy is to educate patients that adherence to
daily use is essential.

Although there are potency and bioavailability
differences among these agents, major differences
in efficacy or adverse effects have not been firmly
established. Mometasone is the newest agent to be
released in the United States, and its use in allergic
rhinitis has been recently reviewed.10 As previous-
ly mentioned, intranasal corticosteroids may be
used as step 1 agents or as treatment for patients
who fail to achieve optimal results with antihista-
mine/decongestant therapy.

Although usual doses of intranasal cortico-
steroids are low and quite safe, concerns regarding
possible temporary growth suppression when these
agents are used in children continue to receive
attention by researchers.1 In 1998, the FDA recom-
mended that height be monitored regularly in chil-
dren receiving intranasal corticosteroids. In addi-
tion, the lowest possible effective dose should be

Table 5. Examples of Sedating Antihistamines and
Combination Antihistamine/Decongestant Products

Sedating
Brompheniramine

Cetirizine

Chlorpheniramine

Clemastine

Dexbrompheniramine

Diphenhydramine

Hydroxyzine

Triprolidine

Combination

Nonprescription

Brompheniramine-phenylpropanolamine 
(Dimetapp Extentabs)

Dexbrompheniramine-pseudoephedrine (Drixoral)

Triprolidine-pseudoephedrine (Actifed)

Chlorpheniramine-pseudoephedrine
(Comtrex Maximum Strength)

Prescription/nonsedating

Loratadine-pseudoephedrine (Claritin D)
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used along with careful attention to other standard
management (eg, environmental control).1 Certainly,
many children and adults require both intranasal
and oral inhalation corticosteroids for rhinitis and
concomitant asthma. These patients are still fre-
quently in a safe dosage range, and benefits usually
outweigh risks.

Craig et al11 recently reported that nasal conges-
tion secondary to allergic rhinitis caused sleep dis-
turbance and daytime fatigue. In a double-blind,
placebo-controlled trial, intranasal corticosteroid
therapy (flunisolide) decreased nasal congestion and
subjectively improved sleep.11

Intranasal Cromolyn
Cromolyn is a prophylactic agent that inhibits

release of mediators from mast cells.1,3 Consistent
with its use as an oral inhalation agent in asthma
therapy, it has modest anti-inflammatory effects. It
should be used strictly on a regular schedule, and
education of patients regarding this point is essential
for a good response to its use. Because of its excel-
lent safety record, intranasal cromolyn was convert-
ed to nonprescription status in the mid-1990s. For
patients who are not good candidates for nonpre-
scription antihistamines/decongestants because of
side effects, intranasal cromolyn is a helpful agent.
The primary disadvantage is that 4 doses per day
may be required for optimal response.

Intranasal Ipratropium
Ipratropium is an anticholinergic drug that is

effective in reducing rhinorrhea in patients with
allergic rhinitis. In addition, it helps relieve nasal
secretions associated with viral rhinitis. Because
overactivity of the parasympathetic nervous system
is at least part of the mechanism of vasomotor
rhinitis, ipratropium is the drug of choice for this
condition.1,4 Intranasal ipratropium is usually well
tolerated, but blood-tinged nasal mucus, nose-
bleeds, and nasal dryness have been reported in
fewer than 10% of patients.4

Other Therapies
Leukotriene modifiers have received much

attention for the treatment of asthma, and they
appear to have value in the management of allergic
rhinitis. Because leukotrienes are important inflam-
matory mediators in allergic rhinitis,1 it is logical
that leukotriene receptor antagonists (eg, mon-
telukast, zafirlukast) or 5-lipoxygenase inhibitors
(zileuton) would be beneficial in treatment of this
disease.12 Trials to date have been recently summa-

rized,12 and further long-term studies may establish
a role for these agents. Response to leukotriene
antagonists has been rapid, with relief of symptoms
similar to that achieved with antihistamines; and
the combination of leukotriene antagonists and
antihistamines is superior to either drug class
alone.12 Patients with concomitant asthma who
begin therapy with these agents should be moni-
tored for improvement in allergic rhinitis.

Specific immunotherapy (“allergy shots”) has
been used for decades in the management of allergic
rhinitis. Subcutaneous injection of aqueous extracts
of allergens results in production of “blocking anti-
bodies” (IgG), decreased production of IgE, or both.1

Although helpful in some patients, this form of ther-
apy is inconvenient and costly, and carries the rare
risk of anaphylaxis.3 Patients should stay in the clin-
ician’s office for 20 to 30 minutes after receiving an
injection, so that if anaphylaxis occurs, treatment is
immediately available. 

. . . TREATMENT OF ALLERGIC RHINITIS 
AND QUALITY OF LIFE . . .

Although allergic rhinitis is not a life-threatening
illness, it does have a negative impact on a patient’s
quality of life if it is not optimally managed.
Intranasal corticosteroids and antihistamines have
been demonstrated to improve quality of life in
patients with allergic rhinitis.11,13 Although numer-
ous studies have shown that therapies are efficacious
in markedly reducing symptoms and indirectly have

. . .  DRUG THERAPY OF ALLERGIC RHINITIS . . .

Table 6. Intranasal Corticosteroids

*Available as a hand pump mist and as a metered-
dose inhaler.
†Available as a metered-dose inhaler only.
‡Available as a hand pump mist.

■ Beclomethasone*

■ Budesonide†

■ Flunisolide‡

■ Fluticasone‡

■ Mometasone‡

■ Triamcinolone* 
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shown improved quality of life, current and future
studies will increasingly have formal quality-of-life
measures. Frequently cited for her work on quali-
ty of life in asthma patients, Juniper14 recently
reported on quality-of-life instruments for allergic
rhinitis. The Rhinoconjunctivitis Quality of Life
Questionnaire14 was developed with versions for adults,
teens, and children. Juniper reported that the high-
est-scoring problems among 89 patients included
continually having to blow the nose, rub the nose
and eyes, and carry tissues. In addition, patients
were bothered by tiredness, poor concentration,
thirst, and sleep impairments.14

. . . ROLE OF THE PHARMACIST . . .

Perhaps for the majority of pharmacists, patient
education is the way in which they most frequently
impact patients. Teaching patients about allergic
rhinitis and its long-term management, including
environmental control and medications, is essential
for optimal response. For nonprescription or pre-
scription therapies to give the most beneficial
effects, pharmacists need to counsel patients. The
boxed material presents a case study of a patient
who would benefit from such counseling. 

Of particular importance is that patients under-
stand nasal inflammation and that anti-inflammatory
agents are not supposed to work quickly like
intranasal α-adrenergic agonists (nasal deconges-
tants). Failure to absolutely stress this point and the
need for daily prophylactic use often results in sub-
optimal response or complete lack of response. In
patients who are not receiving intranasal cortico-
steroids but who still have allergic rhinitis, an
important role for the pharmacist is educating them
regarding this potential therapy, as well as suggest-
ing it to the prescribing clinician.

Appropriate treatment of allergic rhinitis patients
who have concomitant asthma is required to
achieve optimal outcomes.1,15 Despite nonprescrip-
tion labeling indicating concerns about use of anti-
histamines in asthma patients, these agents are
helpful in asthma in that they help control rhinitis.
Unfortunately, pharmacists in the Chicago, Illinois,
area were evaluated a few years ago and most told
patients with asthma not to take antihistamines.16

Another example of a concomitant disease state
that may require counseling from the pharmacist is
hypertension. Because some studies have shown
that oral decongestants can cause increases in blood
pressure, patients with hypertension should be

advised to use oral decongestants with caution.17,18

If a patient is taking nonprescription oral deconges-
tants, the patient’s physician should be aware of that
fact, and the patient’s blood pressure should be mon-
itored to ensure that there are no clinically signifi-
cant increases. It appears that phenylpropanolamine
results in greater increases in blood pressure than
does phenylephrine.17 

Avoiding or appropriately managing clinically sig-
nificant drug interactions is obviously an extremely
important niche for pharmacists. Although terfena-
dine is no longer available, a report regarding its use
earlier in the 1990s points out potentially life-
threatening problems when pharmacists are not vig-
ilant regarding drug interactions. Pharmacists in the
Washington, DC, area were surveyed regarding the
prescription of terfenadine and erythromycin.19

Although roughly 60% of community pharmacists
refused to fill the prescriptions, 40% filled them
without questioning the fact that a potentially life-
threatening arrhythmia could occur. We certainly
hope pharmacists would perform much better if a
similar trial was conducted in 1999 or 2000 regard-
ing other clinically significant drug interactions.

Some patients prefer the gentle delivery of hand
pump nasal sprays over intranasal metered-dose
inhalers, and pharmacists can help ensure that
patients receive such products. Pharmacists can

. . .  CPE . . .

■ CASE STUDY

Z.A. is a 20-year-old college student with child-
hood-onset perennial allergic rhinitis and mild,
persistent asthma. She is sensitive to numerous
common aeroallergens, her symptoms are worse
seasonally, and she also has exacerbation of
symptoms with exposure to perfume and envi-
ronmental smoke. She has been self-medicating
with chlorpheniramine on an as-needed basis,
but complains that it makes her drowsy and she
is still symptomatic. Z.A. states that she also had
a prescription for intranasal beclomethasone in
the past, but that it did not help. For her asth-
ma, Z.A.’s therapy has just been changed from
nedocromil to montelukast. She also has
albuterol in a metered-dose inhaler, which she
uses as needed, typically 3 times per week and
before exercise. Z.A. has no other chronic med-
ical problems except asthma.
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also assist patients in selecting nonprescription
products that suit them best (eg, taste, sugar or alco-
hol content). Finally, once efficacy and safety con-
siderations are addressed, pharmacists can help
ensure that individual patients receive the most
cost-effective therapy via formulary review.

In conclusion, pharmacists can help improve the
care of patients with allergic rhinitis. Educating
patients about preventive drug therapy and mini-
mizing exposure to triggers can be helpful. Working
with patients and other health professionals to
ensure optimal drug therapy is important.
Preventing adverse effects and drug interactions as
well as reducing the overall cost of care are other
key roles for pharmacists.
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Instructions

After reading the article “Drug Therapy of Allergic
Rhinitis,” select the best answer to each of the following
questions. 

CONTINUING PHARMACY EDUCATION

1. How many million people in the United States are
estimated to have allergic rhinitis?

a) 30
b) 14 
c) 40
d) 22 

2. What term best describes the primary pathophysio-
logic problem in allergic rhinitis?

a) fibrosis
b) hyperreactivity 
c) infection
d) inflammation

3. Estimated costs associated with allergic rhinitis are:
a) $2.7 billion
b) $900 million
c) $4.5 billion
d) $750 million

4. Rhinitis medicamentosa is caused by:
a) topical decongestants
b) intranasal corticosteroids
c) intranasal ipratropium
d) topical antihistamines

5. Which agent is best for nonallergic rhinitis with
eosinophilia?

a) intranasal ipratropium
b) antihistamines
c) intranasal cromolyn
d) intranasal corticosteroids

6. What single factor is most important in the diagnosis
of allergic rhinitis?

a) skin tests
b) physical exam
c) eosinophilia
d) history

7. Based on cost and efficacy, current literature sug-
gests that which class of drugs may be preferable
overall to nonsedating antihistamines as step 1 therapy
of allergic rhinitis?

a) intranasal cromolyn
b) intranasal corticosteroids
c) intranasal ipratropium 
d) leukotriene modifiers 

(CPE QUESTIONS CONTINUED ON FOLLOWING PAGE)
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Please circle your answers:

1. a b c d 6. a b c d 11. a b c d 16. a b c d 

2. a b c d 7. a b c d 12. a b c d 17. a b c d

3. a b c d 8. a b c d 13. a b c d 18. a b c d 

4. a b c d 9. a b c d 14. a b c d 19. a b c d

5. a b c d 10. a b c d 15. a b c d 20. a b c d
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8. Which antihistamine was recently described in a
case report to possibly cause QT interval prolongation
and ventricular arrhythmias?

a) chlorpheniramine 
b) loratadine 
c) fexofenadine
d) hydroxyzine

9. Which of these triggers of symptoms is nonallergic?
a) household pets 
b) house dust mites 
c) cigarette smoke
d) ragweed

10. Which drug is best for vasomotor rhinitis?
a) antihistamines
b) intranasal corticosteroids
c) intranasal cromolyn 
d) intranasal ipratropium

11. Which cell is most important in the pathophysiology
of allergic rhinitis?

a) basophil 
b) eosinophil
c) neutrophil 
d) macrophage 

12. Perhaps the most important role for pharmacists in
improving the care of allergic rhinitis patients is:

a) patient education
b) formulary decisions
c) cost containment 
d) monitoring for adverse effects 

13. Which antihistamine is available as an intranasal
product?

a) diphenhydramine
b) triprolidine
c) azelastine
d) astemizole

14. Which of the following over-the-counter products
is most appropriate to recommend for hypertensive
patients with allergic rhinitis?

a) Actifed
b) Nasalcrom
c) Dimetapp Extentabs
d) Drixoral

15. H.B. complains to you of clear nasal discharge,
itchy, watery eyes, and sneezing after gardening. 
H.B. probably has:

a) nonallergic rhinitis with eosinophilia
b) vasomotor rhinitis
c) common cold
d) allergic rhinitis

CPE PROGRAM EVALUATION

The University of Tennessee College of Pharmacy would like to have your opinion. Please fill out the questionnaire below,
tear off along the dotted line, and mail along with your CPE test form. We thank you for your evaluation, which is most helpful.

Please circle your answers:

My pharmacy practice setting is: Independent Chain Hospital Consultant

The objectives of the lesson were achieved: Yes No

The quality of presentation of the material was: Excellent Good Fair Poor

The information presented will be useful to me Strongly Mildly Mildly Strongly
in my practice. agree agree disagree disagree

How long did it take you to read
the material and respond to the
Continuing Education questions:
(Please specify the number of hours.)
_________

Please send this evaluation, along with your answer sheet and $15 check
payable to University of Tennessee, to:

Glen E. Farr, PharmD
University of Tennessee College of Pharmacy
600 Henley Street, Suite 213
Knoxville, TN 37902

(CPE QUESTIONS CONTINUED ON FOLLOWING PAGE)



1200 THE AMERICAN JOURNAL OF MANAGED CARE SEPTEMBER 1999

. . . CPE QUIZ . . .

16. Upon further questioning, you learn that H.B. is a
truck driver. Which product would be LEAST desirable
to recommend for H.B.?

a) Contac Non-Drowsy 
b) Comtrex Maximum Strength
c) Chlor-Trimeton
d) Benadryl Allergy

17. In addition to discontinuing intranasal deconges-
tants, what therapy should be started concurrently for
rhinitis medicamentosa?

a) antihistamines
b) intranasal ipratropium
c) intranasal cromolyn
d) intranasal corticosteroids

Note to Participants: Questions 18-20 are taken from
the case study (see box).

18. Z.A. tells the pharmacist that her intranasal corti-
costeroid does not work well. What question should
the pharmacist ask?

a) “Have you ever considered asking your doctor
for another therapy?”

b) “How have you been using the beclomethasone?”
c) “How long have you had asthma?”
d) “Were you having an adverse reaction to the

beclomethasone?”

19. What intervention is essential here from the
pharmacist?

a) call Z.A.’s physician and explain that the
beclomethasone is not working for her— rec-
ommend a switch to cromolyn

b) tell Z.A. to please talk with her physician
c) Urge Z.A. to use the intranasal beclomethasone

every day without missing any doses and
explain why strict adherence is necessary

d) tell Z.A. that her beclomethasone is not working
well because of an interaction with 
chlorpheniramine

20. What other intervention from the pharmacist is
important here? 

a) “Montelukast may help your allergic rhinitis as
well as your asthma—be sure to take it every
night.”

b) “For chlorpheniramine to work, use it every day;
the drowsiness may wear off.”

c) “Because you have asthma, you should not use
antihistamines anyway.”

d) “Discontinue beclomethasone and start 
ipratropium.”

(CPE questions continued from previous page)


