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EDITORIAL

“Whodunnit” in rhinology

Rhinology is an interesting medical specialty to work in. Pa-

tients generally have a limited number of complaints, but their 

conditions vary widely. This makes a good rhinologist some-

what like a good detective. Trouble with nasal breathing, trou-

ble with smell, trouble with rhinorrhoea, feeling facial fullness, 

creation of crusts, and epistaxis are the witnesses testifying to a 

large variety of patterns and diagnoses. 

For a physician, to diag-Nose also means choosing what is nor-

mal and what is (s)not. This issue of Rhinology will add to your 

knowledge of ‘normal’. The paper of Mori et al. provides insight 

into normal olfactory development in childhood and how it is 

stimulated by regular conversation about odours and olfaction. 

Also, the normality of the nasal cycle, or better: the normality 

of having a mixed pattern in your nasal cycle is described by 

Lindemann et al., adding knowledge to the comprehensive 

review on this matter (1).

In case of disease, there is also a ‘normal’ to be described: the 

natural course of the disease and how certain complaints will 

develop. This issue contains a number of interesting papers in 

that respect. In COVID-19 patients, Boscolo-Rizzo et al. found 

long-term psychophysical olfactory, gustatory, and chemesthe-

sis impairment. It shows that the sudden onset anosmia syn-

drome as first sign of a COVID-19 infection (2), has long-lasting 

sequelae (which is an unfortunate ‘normal’ to define). Likewise, 

Pagella et al. show how a sudden symptom as epistaxis can 

have long-lasting influence on the quality of life in patients 

with hereditary haemorrhagic telangiectasia. 

It is also good to know the usual MO (modus operandi) of a 

disease so that you can more easily recognize the suspect at 

hand. For a number of important suspects of the past two 

years, such as chronic rhinitis, chronic rhinosinusitis (CRS) and 

COVID-19, the editors of Rhinology have written an update on 

the most important development for this issue of Rhinology.

If crimes are left unchecked, society would suffer greatly. In the 

same analogy, to leave a disease like CRS ‘unchecked’ would 

DOI:10.4193/Rhin21.806

also infer a great burden to society. Not only in terms of costs 
(3,4), but also in terms of additional health care consumption: 

Phillips et al. show in this issue that patient-reported disease 

control is a valid measure of disease burden. In another paper 

they help us interpret the SNOT-22 questionnaire further by 

showing that for medically managed CRS the minimal clinically 

relevant difference is 12 points. This information provides us 

with further tools to define CRS control and burden.

As such, the rhinologist-detective should listen carefully to the 

witnesses (patient history), survey the available evidence (nasal 

endoscopy, laboratory and imaging data, etc.) and point out 

the suspect (diagnosis). We then should ‘convict’ the suspect 

to the proper measures, i.e., treatment. Just like a punishment 

should be proportional to the crime, so should the treatment 

be proportional to the severity of the disease. 

Much debate is ongoing on the place of biological treatment 

in CRS. Given the current pricing, biologicals should only be 

considered in those failing other treatment options (5-7). For 

omalizumab, this principle can also be applied for patients with 

allergic rhinitis, as is now shown by Tsabouri et al. in a systema-

tic review.

Dear colleagues, dear rhinologists, on behalf of the editorial 

board I wish you happy hunting with this issue!

Sietze Reitsma, Associate Editor

Amsterdam, the Netherlands

References 
1.	 Pendolino A, Lund VJ, Nardello E, Ottaviano 

G. The nasal cycle: a comprehensive review. 
Rhinology online. 2018; 1: 67-76.

2.	 Gane SB, Kelly C, Hopkins C. Isolated sud-
den onset anosmia in COVID-19 infec-
tion. A novel syndrome? Rhinology. 
2020;58(3):299-301.

3.	 Lourijsen ES, Fokkens WJ, Reitsma S. Direct 
and indirect costs of adult patients with 
chronic rhinosinusitis with nasal polyps. 
Rhinology. 2020;58(3):213-7.

4.	 Wahid NW, Smith R, Clark A, Salam M, 
Philpott CM. The socioeconomic cost of 
chronic rhinosinusitis study. Rhinology. 
2020 Apr 1;58(2):112-125. 

5.	 Fokkens WJ, Lund VJ, Hopkins C, Hellings 
PW, Kern R, Reitsma S, et al. European 
Position Paper on Rhinosinusitis and Nasal 
Polyps 2020. Rhinology. 2020;58(Suppl 
S29):1-464.

6.	 Bacher t  C,  Han JK ,  Wagenmann M, 
Hosemann W, Lee SE, Backer V, et al. 
EUFOREA expert board meeting on uncon-

trolled severe chronic rhinosinusitis with 
nasal polyps (CRSwNP) and biologics: 
Definitions and management. J Allergy Clin 
Immunol. 2021;147(1):29-36.

7.	 Scangas GA, Wu AW, Ting JY, Metson 
R,  Walgama E,  Shr ime MG, H iggins 
TS. Cost Utility Analysis of Dupilumab 
Versus Endoscopic Sinus Surgery for 
Chronic Rhinosinusitis With Nasal Polyps. 
Laryngoscope. 2021 Jan;131(1):E26-E33.


