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ABSTRACT:



A 14 years old child with the diagnosis of (PAR) was followed for one year in a primary care setting at the periphery of Makah holy city. (PAR) mini-clinic was prepared and the staffs were trained on the use of communication and education skills (CES) on (PAR) patients. The team diagnosed (PAR) depending on the presence of four cardinal symptoms which are (sneezing, nasal itching, rhinorrhea and blocked stuffy nose) plus the chronicity of the problem. The child and his parents (CHP) concerns, misbelieves plus the cost of the drugs and mite covers were the main areas of visits. (PAR) management outcomes were the clinical improvement in the child four cardinal symptoms, the triggers avoidance, the nasal spray compliance and technique and the (CHP) knowledge. These outcomes were followed in each visit which has improved a lot at the end of the year. The aim of this case report is to show the beneficial effects of using (CES) on (PAR) management outcomes. To my knowledge this is the first case report in the literature.
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INTRODUCTION
Rhinitis is inflammation of nasal mucosa which leads to four cardinal symptoms that do not seem to go away (sneezing, nasal itching, rhinorrhea and blocked stuffy nose). Rhinitis can be caused by many factors one of them is allergy.
Allergic rhinitis (AR) is the commonest allergic disease worldwide. Its prevalence is increasing (from 12% to 23% in the period 1958 to 1970 in children up to 16 years). (1)
It can be divided into two types the seasonal allergic rhinitis (SAR) where the symptoms become worse only during certain season of the year and the perennial allergic rhinitis (PAR) which is continuous throughout the year. (PAR) in Saudi is triggered mainly by indoor domestic antigens like house dust mites (HDM) and pets because the nose is the first filter. (2-6)
(PAR) is a chronic disease with a huge burden on patient's health, suffering, quality of life and productivity. (7-9) Effective (AR) management can reduce its burden. (10) 

It's well known that allergic diseases can be associated with each others.  Rhinitis has a strong association with asthma and atopic dermatitis in preschool children.(11) Individuals with concomitant (AR) and asthma complain of a higher rate of asthma attacks and more emergency room visits than others without concomitant (AR). (12)
Susceptibility of children to atopy increases if their parents or one of them are atopic. Paternal atopic respiratory disease increase the risk of IgE associated atopic dermatitis.(13) Positive atopic maternal history is associated with a higher risk of sensitization during infancy if the triggers exposure continued. (14)
Allergen avoidance is essential part of the management. (HDM) avoidance can be done by using the allergen impermeable encasings or the frequent wash of beddings in a hot water. Pets have to be removed from homes. Cockroach control can be done by using the suitable pesticide. (15)
Medical drugs used in (PAR) can be divided into two main items, intranasal steroids and oral antihistamines. Intranasal steroids are the first line of management before oral antihistamines.(16) Steroids are effective in improving nasal (PAR) symptoms. (17)
CASE HISTORY
This case report was done in a primary care setting which locate at the periphery of Makkah holy city with a catchment area of National Guard soldiers and their dependants. A National Guard health affair is one of the main health services in Saudi.
Most of the population in this area are of low educational level, poor (financial income and housings) whom need the use of the (CES) throughout the consultation process. (PAR) mini-clinic was supported with a health team which consists of a family physician (FP) and two practice nurses. They were trained on using the (CES) on (PAR) patients. 
(FPT) diagnose (PAR) depending on the presence of the four cardinal symptoms plus the chronicity of the problem. The team have decided to put a four (PAR) management outcomes which are the child clinical improvement of the four cardinal symptoms (specially the chronic nasal blockage because it was the presenting symptom), the triggers avoidance, the nasal spray compliance and technique and the (CHP) knowledge. 
In each visit the team used to check the outcomes to monitor the effect of the use of (CES) on it. The enquiry about the four cardinal symptoms has focused on its (progress, duration, frequency and severity).

(CHP) were advised to visit the clinic as a monthly booked appointments and as a walk in basis according to their needs. Nurses used to remind (CHP) one week before the appointment by calling their mobile phones using the advantage of call and recall system in the computer of the clinic. 
Medical history showed that the child presenting complaint was the blocked stuffy nose which was continuous most of the time for a period more than five years. The rest of the cardinal symptoms ware present but intermittent. Neither asthma symptoms nor other allergic associations were present. Family history was positive because both parents have eczema since many years.

On examination the child was uncomfortable, distressed, have allergic salute crease on his nose and nasopharynx was congested. Tympanic membrane examination showed a middle ear effusion. Nasal examination showed edematous red congested mucosa, no polyps were found nor post nasal discharge. Chest and skin were clear.

In-vivo allergy skin prick test (SPT) was positive to the common domestic indoor allergens as follow: (drematophyte pteronyssinus 5 millimetres, drematophyte farinae 4 millimetres, storage mites 2 millimetres, cockroach 3 millimetres and cats 4 millimetres). 

In-vitro allergy tests were conducted in Makkah at "AL BORG" private clinical immunology laboratory. Total serum IgE was elevated up to 267 (KU/L) and specific IgE antibodies (sIgE) to the panel of common inhalant allergens were similar to (SPT). (sIgE) to the panel of common food allergens, complete blood count and absolute eosinophil count were within normal. Nasal sinus x-ray was normal.
Management started with the non pharmacological measures (the triggers avoidance) but because the clinical improvement was partial pharmacological drugs was added. After the end of the year it was clear that the use of (CES) have improved the management outcomes in this child.
INTERVENTION
The use of the (CES) on a child with (PAR)

Communication skills used were the verbal and non verbal skills, asking open ended questions, sympathic listening, showing a full interest to hear, using eye to eye contact, asking about (ideas, beliefs, concerns and expectations), facilitating sharing, advising management options and ensuring acceptance. 
Education skills used were five. First, to deliver a "little but often" information in each consultation to build up the (CHP) knowledge gradually. Second, to recap (CHP) knowledge in each visit. Third, the flexibility in changing the messages according to (CHP) intelligence, motivation and educational level. Fourth, the practicality of the messages (what to do? When to take drugs? When to ask medical advice? Fifth, the specificity of messages in an easy, clear and understandable language. Pamphlets and educational resources were given according to needs in each visit. (18)
The team started to use the (CES) from the first visit onwards. First consultation was given 30 minutes while follow up visits were given 15 minutes. Longer consultation time can give a better care. (19)
(CHP) were educated about the measures of (HDM) avoidance. The main educational area was how to remove the (HDM) from the (mattresses, carpets, duvets, pillows, and upholstered furniture). Counselling was done between two ways, the occlusive covers use or the regular boiling of bedding's in a hot water.(20) Encasing of mattresses and pillows can give a long-term reduction in the (HDM) level for up to six months. (21)
On a later date, parents visited the clinic said that mite covers are too expensive for them and interested to hear more about the second alternative way because its cheap. The team educated them to boil the beddings in a hot water with added detergent to be followed by sun exposure afterwards.(22) they were educated to do this boiling regularly.
(FPT) shared with (CHP) the other less effective ways of (HDM) avoidance. High efficiency particulate air (HEPA) filters uses appear to be insufficient as a substitute to the standard avoidance measures.(23) Acaricidal wash and physical barriers reduce (HDM) in beddings to some extent but in spite of that the (HDM) level continue to be high.(24) Chemical measures seem to be ineffective.(25) Dehumidifiers and behavioural changes have a minor role in (HDM) avoidance.(26)
Parents were educated that the cockroach is an important trigger to previous wheeze.(27) Cockroach allergy should be considered in atopics with respiratory symptoms and the sensitivity to it can start early life in many young inner-city children.(28,29) Counselling was done about cats removal from the home or at least its avoidance. Early exposure to cats can lead to a higher risk of IgE sensitization to it.(30,31)
After several visits the child symptoms were improved only partially and the (FP) decided to add the medical drugs. (FP) prescribed the budesonide (Rhinocort Aqua®) nasal spray 64 microgram at a dose of 2 sprays into each nostril once daily in the morning which can be decreased to 1 spray when control is achieved.(32)
The child was educated on the correct technique of using nasal spray. It was explained to (CHP) that the long-term use of intranasal budesonide for 1-2 years have no effect on growth but have only a minor local side effects like local dryness and irritation of nose and throat.
The second prescribed drug was desloratadine (Neoclarityn®) which was prescribed at a dose of 5 mg tablet once daily. It was clarified to (CHP) that this drug is non sedating, safe and can give a rapid improvement of (PAR) symptoms. (33)
(CHP) visited the clinic said that they have stopped their child steroid nasal spray because they expected a quick improvement and feel its useless. (FPT) clarified that steroid nasal sprays need a time to become effective and they have to continue it even if the child starts to improve. 
In several visits the child technique of using nasal spray was wrong. In each visit the team used to re-check and re-educate the child about the correct technique tell it was corrected. Correct drugs use with added patient education and follow up program can lead to good improvement in (PAR). (34)
Parents have a misbelieve that nasal spray can cause addiction and visited to ask about an alternative drug. They were reassured that nasal sprays are not related to addiction. Health professionals have to address the unvoiced patient's agenda by encouraging them to discuss all the issues related to improve the outcome.(35,36)
In one visit (CHP) were concerned that desloratadine (Neoclarityn®) may affect heart. They hear from their community that this drug isn’t safe. (FPT) reassured them that most of (SGAs) are safe and well tolerated inspite there is a little possibility of cardiac side effect. It was clarified that the safety of this drug meet the criteria of antihistamines in the (European Academy of Allergology and Clinical Immunology - EAACI) and the (Allergic Rhinitis and its Impact of Asthma - ARIA).(37)
The mother visited later because she was concerned that desloratadine (Neoclarityn®) may cause excessive sleep to her son. (FPT) explained to her the minimal sedation caused by (SGAs) when compared to (FGAs), but because she was anxious this drug was changed to levocetirizine hydrochloride (Xyzal®) tablet at a dose of 5 mg once daily which is effective and well tolerated in (PAR) patients.(38)
(SGAs) cost was another area of parental concern because they visited to ask about a cheap alternative. (FPT) clarified that (FGAs) are cheap but can impair cognition and school academic performance.(23) Levocetirizine hydrochloride (Xyzal®) was changed to chlorphenamine maleate (Priton®) tablets at a dose of 4 mg six hourly.  
In other visit parents was concerned mainly about their child rhinorrhea. (FP)  added ipratropium bromide (Rinatec®) 42 microgram nasal spray at a dose of two nasal sprays into each nostril 2-3 times daily which is considered to be safe and effective in rhinorrhea of (PAR).(39)
Parents visited to ask about sodium cromoglycate (Rynacrom®) because their local pharmacist advised them to use it. The pharmacist prescribed this drug as an aqueous nasal spray at a dose of one spray into each nostril 2-4 times daily. The team clarified that this drug is effective when used as a supplement to other drugs but its problem is the compliance issue because it needs eight weeks to reach to the clinical effect. (40,41) 
Mother visited to ask about saline and vapour nasal irrigation because her local herbal doctor advised her to use it. The team explained that herbs evidence is scarce in comparison to the medical drugs given in (PAR) management. Wetting agents like polyethylene glycol and saline give some improvement in (PAR) management. (42)     
DISCUSSION
Recent articles showed that good communication skills may enhance patient's satisfaction and it's a central element in individual's (health, well-being, emotions, cognitive, and social functioning).(43) That’s why one article suggested adding these skills to the curriculum of the final-year medical schools.(44) Patients value the (personal, attentive and listening doctor) whom they feel he is not at hurry during the consultation and feel these factors are more important than the actual number of minutes given to them inside the clinic.(45)
Communication skills use throughout the consultation process can affect the cues coming from the patients. One recent article clarified that emotional distress of the patients can increase their cues while the physician partnership in terms of (open-ended inquiry, active listening and handling of emotions) can reduce the cues frequency.(46)
Making a shared decision with the patients during the consultation process is a major challenge. Unfortunately this skill is valued less than other skills because it increases the time needed for the consultation process.(47-49) This skill must to be a high priority at all levels of medical care and health professionals must to practice it because it increases the patient's satisfaction.(50,51)
Compliance can be improved if the health professionals clarify the critical recommendations and make the contact with the physician easier.(52) Recent article suggest that the percentage of mistakes in practicing spray technique by the nursing personnel was high and they must have an adequate training in order to correctly instruct the patients. (53)
Comparative studies between steroid nasal sprays found that patient's prefer budesonide over beclomethasone because lower budesonide daily dose can give the same effect as a higher beclomethasone daily dose.(54) But other articles found that fluticasone propionate aqueous nasal spray is more effective than budesonide reservoir powder device. (55,56)
Comparative studies between steroids and antihistamines found that budesonide can give a better (PAR) control than cetirizine and a better nasal symptoms control than terfenadine.(57,58) Intranasal budesonide aqueous suspension is more effective than azelastine nasal spray.(59)
Comparative studies between (SGAs) found that cetirizine has the fastest, most powerful action and is safe to be used in infants.(60,61) One article found that levocetirizine is superior to loratadine in improving (PAR) symptoms.(62) Another article found that desloratadine and levocetirizine have a comparable effect on nasal symptoms.(63)
Desloratadine have anti-inflammatory action in some articles. Two recent studies found that desloratadine have some anti-inflammatory effects in vitro which may contribute to its clinical efficacy in allergic diseases but this issue need a further studies.(64,65)
CONCLUSION

The use of (CES) can improve the management outcomes of (PAR) because it's a chronic disease which needs a special care. (PAR) mini-clinic with a trained personnel's in (CES) is the key factor for this issue. I am documenting this case report for the first time in the literature.
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الملخص العربى
الحالة هنا هي طفل عمرة أربعة عشر عاما مصاب بحساسية الأنف المزمنة تمت متابعته في مركز صحي يقع علي ضاحية مكة المكرمة وهي منطقة سكانها أصحاب دخل محدود وتعليم متوسط ومنازل قديمة حيث يحتاج هذا النوع من المرضي لمهارات تواصل وتوعية صحية أكثر من غيرهم. وقد تم تخصيص عيادة مستقلة لهذه الحالة مع تدريب الفريق العامل فيها علي كيفية استعمال مهارات التواصل والتوعية الصحية لمرضي حساسية الأنف المزمن حيث استمرت متابعة الحالة مدة عام كامل استعمل خلالها الفريق الطبي المهارات المذكورة خلال كل زيارة. وقد تم تشخيص إصابة الطفل بهذا المرض اعتمادا علي وجود الأعراض الأربعة الرئيسية لحساسية الأنف المزمن وهي (العطاس المتكرر, انسداد الأنف المزمن, حكة الأنف, وسيلان الأنف) بالإضافة إلي استمرار هذه الأعراض لفترة زمنية طويلة وهي خمسة أعوام في هذه الحالة. وتم كذلك تحديد أربعة أهداف محددة يتم تقييم تحسن الحالة عليها وهي تحسن الأعراض الأربعة الرئيسية لحساسية الأنف المزمنة المذكورة بالإضافة إلي تنفيذ الطفل ووالديه لخطة تجنب المهيجات، واستعمال الطفل لبخاخ الأنف بشكل صحيح والانتظام عليه، وتحسن معلومات الطفل ووالديه حول المرض، كما تمت متابعة هذه الأهداف في كل زيارة. أما أسباب الزيارات الأكثر تكررا فكانت (مخاوف الطفل ووالديه, اعتقاداتهم الخاطئة, التكلفة المالية للأدوية وغطاء عثة الغبار). وبعد انتهاء العام الذي تمت خلاله متابعة الحالة أدي استخدام المهارات المذكورة إلي تحسن الأهداف الأربعة المذكورة.

الغرض من هذه الحالة هو توضيح مدي التأثير الايجابي لاستعمال مهارات التواصل والتوعية الصحية علي تحسن حالات حساسية الأنف المزمنة.
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