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ABSTRACT 
Background:An IgE-mediated inflammation of the membranes lining the nose causes allergic rhinitis, a symptomatic 

condition of the nose that develops following exposure to allergens. The present study was conducted to compare 
olopatadine hydrochloride and rupatadine fumarate in seasonal allergic rhinitis. Materials & Methods: 80 patients of 
allergic rhinitis were divided into 2 groups of 40 each. Group I patients received olopatadine 10 mg once daily orally for two 
weeks and group II patients received rupatadine 10 mg once daily orally for two weeks. Assessment of serum 
Immunoglobulin E (IgE) level, total nasal symptom score (TNSS) and Rhinoconjunctivitis quality of life questionnaire 
(RQLQ) scoring was done. Results: Group I had 22 males and 18 females and group II had 17 males and 23 females. The 
mean duration of suffering was 15.2months in group I and 13.7 in group II. Total leucocyte count was 9484.2 in group I and 
8642.4 in group II. DC Neutrophil 63.6% in group I and 64.3% in group II. DC Eosinophil was 7.6% in group I and 7.5% in 

group II. Absolute eosinophil count was 701.2cells per microlitre in group I and 698.3cells per microlitre in group II and 
IgElevel was 342.1IU/ml in group I and 325.9IU/ml in group II. The mean total nasal symptom score (TNSS) was 16.8 in 
group I and 14.3 in group II. The mean rhinoconjunctivitisquality of life questionnaire (RQLQ) was 3.8 in group I and 3.2 in 
group II. The difference was significant (P< 0.05). Conclusion: Because of its superior efficacy and safety profile, 
lopatadine is a preferable option for treating seasonal allergic rhinitis when compared to rupatadine. 
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INTRODUCTION 

An IgE-mediated inflammation of the membranes 

lining the nose causes allergic rhinitis, a symptomatic 

condition of the nose that develops following 

exposure to allergens. The four main symptoms of this 

symptomatic disease are anterior or posterior 

rhinorrhoea, sneezing, nasal itching, and nasal 

congestion, according to the clinical definition.1 The 

symptoms of allergic rhinorrhea include disturbed 

sleep, exhaustion, depression, and compromised 

cognitive function, all of which lower productivity 

and quality of life.2 Together with these conditions, 
children may also have dental malocclusions and 

facial deformities, conjunctivitis, postnasal drip, 

Eustachian tube dysfunction, otitis media, and 

sinusitis.3 The following are common outdoor 

allergens: molds and pollens; occupational triggers: 

latex; tobacco smoke; automotive exhaust: ozone, 

oxides of nitrogen, and sulphur dioxide; household 

allergens: mites, domestic animals, insects, or plants.4 

Dual blockers are two new generation H1-receptor 

antagonists, olopatadine and rupatadine. Olopatadine 

hydrochloride is a selective antagonist of the 

histamine H1 receptor that inhibits PAF as well as the 

production of inflammatory lipid mediators from 

human polymorphonuclear leucocytes and 

eosinophils, including leukotriene and thromboxane.5 

In double-blind clinical trials, olopatadine proved to 
be very helpful in treating allergic rhinitis, chronic 

urticaria, and conjunctivitis.6 Treatment with 

olopatadine is said to significantly reduce nasal 

blockage compared to other medications in the same 
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class. It has also been demonstrated that rupatadine 

fumarate, a long-acting, selective, non-sedating oral 

histamine H1-receptor antagonist, exhibits PAF 

antagonist action. It can be used to treat chronic 

idiopathic urticaria (CIU), PAR, and SAR.7The 
present study was conducted to compare Olopatadine 

hydrochloride and rupatadine fumaratein seasonal 

allergic rhinitis. 

 

MATERIALS & METHODS 

The present study comprised of 80 patients of allergic 

rhinitis of both genders. All patients were informed 

regarding the study and written consent was obtained.  

Demographic data such as name, age, gender etc. was 

recorded. Patients were divided into 2 groups of 40 

each. Group I patients received olopatadine 10 mg 

once daily orally for two weeks and group II patients 

received rupatadine 10 mg once daily orally for two 
weeks. Clinical improvement was assessed in terms of 

change in total and differential count of leucocytes, 

serum Immunoglobulin E (IgE) level, total nasal 

symptom score (TNSS) and 

Rhinoconjunctivitisquality of life questionnaire 

(RQLQ) scoring. Results of the study were assessed 

statistically. P value less than 0.05 was considered 

significant. 

 

RESULTS 

Table I Distribution of patients 

Groups Group I Group II 

Drug olopatadine 10 mg rupatadine 10 mg 

M:F 22:18 17:23 

Table I shows that group I had 22 males and 18 females and group II had 17 males and 23 females.  

 

Table II Comparison of parameters 

Parameters Group I Group II P value 

Duration of suffering (months) 15.2 13.7 0.91 

Total leucocyte count 9484.2 8642.4 0.48 

DC Neutrophil (%) 63.6 64.3 0.91 

DC Eosinophil (% 7.6 7.5 0.94 

Absolute eosinophil count (cells per microlitre) 701.2 698.3 0.73 

IgE (IU/ml) 342.1 325.9 0.09 

Table II shows that mean duration of suffering was 

15.2monthsin group I and 13.7 in group II. Total 

leucocyte count was 9484.2in group I and 8642.4in 

group II. DC Neutrophil 63.6% in group I and 64.3% 

in group II. DC Eosinophil was 7.6% in group I and 

7.5% in group II. Absolute eosinophil count was 

701.2 cells per microlitrein group I and 698.3cells per 

microlitre in group II and IgE level was 342.1IU/mlin 

group I and 325.9IU/ml in group II.  

 

Table III Comparison of TNSS and RQLQscore in both groups 

Parameters Group I Group II P value 

TNSS 16.8 14.3 0.18 

RQLQ 3.8 3.2 0.27 

Table III shows that mean total nasal symptom score 

(TNSS) was 16.8 in group I and 14.3 in group II. The 

mean rhinoconjunctivitisquality of life 

questionnaire(RQLQ) was 3.8 in group I and 3.2 in 

group II. The difference was significant (P< 0.05). 

 

Graph I Comparison of TNSS and RQLQ score in both groups 
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DISCUSSION 

Allergic rhinitis is defined as symptoms of sneezing, 

nasal pruritus, airflow obstruction, and mostly clear 

nasal discharge caused by IgE-mediated reactions 

against inhaled allergens and involving mucosal 
inflammation driven by type 2 helper T (Th2) 

cells.8The WHO estimates that 400 million people 

worldwide suffer from allergic rhinitis, with a 

frequency of 10% to 32% among adults in the Asia 

Pacific area.9 In India, there are very few community-

based studies that assess the burden and risk factors of 

allergic rhinitis, despite the high prevalence. The 

majority of asthmatics also have rhinitis.10 Asthma 

risk is greatly increased by seasonal or perennial 

allergic rhinitis; up to 40% of individuals with allergic 

rhinitis have or will develop asthma.5. Allergy rhinitis 

is often preceded by atopic eczema.11 Most people 
who have allergic rhinitis also typically have allergic 

conjunctivitis. The variables influencing the specific 

atopic disease that a person may acquire as well as the 

causes of why some people just have rhinitis while 

others have both.12,13The present study was conducted 

to compare Olopatadine hydrochloride and rupatadine 

fumarate in seasonal allergic rhinitis. 

We found that group I has 22 males and 18 females 

and group II had 17 males and 23 females. Maiti et 

al14compared the efficacy and safety of olopatadine 

and rupatadine in seasonal allergic rhinitis (SAR). 70 
patients were recruited and were randomized to two 

treatment groups and received the respective drugs for 

2 weeks. Both the drugs significantly reduced the 

differential count (P<0.001) and absolute eosinophil 

count (P<0.001), but olopatadine was found to be 

superior. In olopatadinegroup, there was significantly 

higher reduction in serum IgE (P=0.01), TNSS 

(P<0.001) and RQLQ score(P=0.015) than that of 

rupatadine. Incidence of adverse effects was found to 

be less in olopatadine groupwhen compared with 

rupatadine group. 

We observed that the mean duration of suffering was 
15.2months in group I and 13.7 in group II. Total 

leucocyte count was 9484.2 in group I and 8642.4 in 

group II. DC Neutrophil 63.6% in group I and 64.3% 

in group II. DC Eosinophil was 7.6% in group I and 

7.5% in group II. Absolute eosinophil count was 

701.2 cells per microlitre in group I and 698.3cells 

per microlitre in group II and IgElevel was 

342.1IU/ml in group I and 325.9IU/ml in group II.  

We found that mean total nasal symptom score 

(TNSS) was 16.8 in group I and 14.3 in group II. The 

mean rhinoconjunctivitisquality of life questionnaire 
(RQLQ) was 3.8 in group I and 3.2 in group II. 

Martínez-Cócera et al15 in their study 249 patients 

were randomised to receive rupatadine 10 mg once 

daily (127 patients) or cetirizine 10 mg (122 patients) 

for two weeks.The mTDSS was 0.7 for both treatment 

groups (intention to treat analysis). In the 

investigator's global evaluation of efficacy at the 

seventh day, 93.3% and 83.7% patients in the 

rupatadine and cetirizine groups, respectively, showed 

some or great improvement (p = 0.022). In the per 

protocol analysis (n = 181), runny nose at the seventh 

day of treatment was absent or mild in 81.1% of 

patients in the rupatadine group and in 68.6% of 

patients in the cetirizine group (p = 0.029). In any 
case statistical significance was not maintained at the 

second week. Overall, all treatments were well 

tolerated. Adverse events (AEs) were similar in both 

treatment groups, i.e. headache, somnolence and 

fatigue/asthenia as the most often reported. 

Somnolence was reported in 9.6% and 8.5% of 

patients treated with rupatadine or cetirizine, 

respectively. The most reported AEs (67%) were mild 

in intensity. Our results suggest that rupatadine 10 mg 

may be a valuable and safe alternative for the 

symptomatic treatment of SAR. 

 

CONCLUSION 

Authors found that because of its superior efficacy 

and safety profile, lopatadine is a preferable option for 

treating seasonal allergic rhinitis when compared to 

rupatadine. 
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