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Conclusions
• AERD patients are best cared for when there is close

interdisciplinary care by rhinologists and allergists.
• Patients with AERD managed at a single center have

better quality of life outcomes than those managed at
multiple institutions.

• Patients managed at a single institution are more likely
to show long-term compliance with aspirin therapy.

• Revision surgery rates are reduced in the early post-
operative period when AERD patients are managed at a
single institution.

• General otolaryngologists should identify and work
closely with AERD centers for patient referral to facilitate
optimized care.
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The single center cohort had a significantly lower
number of patients who needed to discontinue aspirin
therapy within 24 months when compared with the multi-
center group (p<0.05). Patients were also significantly less
likely to be lost to follow-up if treated at a single institution
(p<0.05). Importantly, patients treated at a single center
were significantly less likely to require revision surgery
within the 24-month observation period post-AD compared
with the multi-center cohort (3/57 patients versus 0/100
patients, p<0.05) (Figure 2).
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Figure 2: Percentage of patients requiring revision FESS.

• Aspirin exacerbated respiratory disease (AERD)
manifests with chronic rhinosinusitis (CRS) with nasal
polyposis, eosinophilic asthma, and sensitivity to non-
steroidal anti-inflammatory drugs (NSAIDs).1

• AERD treatment consists of complete functional
endoscopic sinus surgery (FESS) followed by aspirin
desensitization (AD) and long-term aspirin therapy.2

• The Sinonasal Outcomes Test (SNOT-22) is a well-
validated disease-specific quality of life (QOL) measure
for CRS.

• We sought to evaluate whether patients have superior
outcomes when the medical and surgical management of
AERD is conducted in a single center environment.

Background

Methods
A retrospective chart review of patients evaluated at the

University of Pennsylvania AERD Center was conducted.
Patients were included if they carried a diagnosis of aspirin
challenge-proven AERD and had undergone complete FESS
followed by aspirin desensitization. Demographic data
including age, sex, surgical history, and medical comorbidities
were collected.
SNOT-22 results were collected pre-operatively, post-

operatively, post operatively but pre-AD, 1-3 months post-
desensitization, 4-6 months post-desensitization, 7-12 months
post-desensitization, and 13-24 months post-desensitization.
Post-AD outcomes collected included need for revision
surgery, compliance with ongoing aspirin therapy, and duration
of follow-up. A paired two-tailed t-test was performed
comparing SNOT-22 scores of patients managed at a single
center or at multiple different institutions across timepoints.

A total of 157 patients were identified; 100 were managed at
a single center and 57 were managed at multiple institutions.
The single center cohort showed a statistically significant
improvement in SNOT-22 compared with the multi center
group at 4-6 months post-AD (p<0.05), 7-12 months post-AD
(p<0.01), and 13-24 months post-desensitization (p<0.05)
(Figure 2). There was no significant difference between the
groups at the following timepoints: pre-FESS, post-FESS/pre-
AD, and 1-3 months AD.
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Figure 1: SNOT-22 outcomes over time.


