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Case Presentation 
 
A 70-year-old male with hypertension, gastroesophageal reflux 
disease (GERD), and bilateral knee osteoarthritis presented 
with two years of chronic productive cough, recurring pneu-
monia, and chronic rhinosinusitis with polyps s/p three sinus 
surgeries. Patient’s recurrent acute on chronic sinusitis flares 
required steroids every 2-3 months and typically also leads to 
pneumonia and antibiotics. His first surgery was 12 years ago, 
second was 6 years ago, and last surgery was a year prior when 
he had bilateral frontal sinusotomies, total ethmoidectomies, 
maxillary antrostomies, and sphenoid sinusotomies. However, 
the sinus surgeries did not alleviate his symptoms.   
 
Typically, the patient’s symptoms included rhinorrhea, post 
nasal drip, nasal and chest congestion, and some facial pain/ 
pressure in his frontal region.  Antibiotics and steroids would 
clear up his symptoms, however the symptoms returned quickly, 
starting with cough and phlegm. Phlegm was initially clear and 
thin and progressed to thick and brown.  Nasal congestion then 
led to chest congestion, dyspnea, and patient was repeatedly 
diagnosed with pneumonia. Symptoms were associated with 
persistent anosmia. Prior treatments included antibiotics includ-
ing lavofloxacin, amoxicillin/clavulanate, and trimethoprim/ 
sulfamethoxazole, antifungals such as Amphotericin B powder, 
and short term oral prednisone during acute exacerbations.  For 
maintenance, patient was on a regimen of nasal saline rinse, 
daily intranasal steroids, and inhaled steroids. Patient was 
followed by two ENT physicians and a pulmonologist for the 
past two years. At his latest ENT visit, his PPI was also 
uptitrated to maximum dose.  
 
At our initial visit he had just completed a course of steroids and 
antibiotics and denied fevers, chills, and thick phlegm but 
continued to have his chronic symptoms of productive cough, 
rhinorrhea, nasal and chest congestion, and post nasal drip.  He 
was emotionally frustrated with his chronic illness. He stated he 
was “desperate” to get his life back and that we were his “last 
hope”.   
 
During the initial consultation, he also relayed additional 
clinical history.  He stated that he has a very active mind and 
likes to keep busy. His major stressors included his health 
condition and a major kitchen remodeling effort which had been  
“driving him nuts”.  His diet was not optimal and included 14 
alcoholic drinks per week, a lack of hydration, and a significant 
amount of dairy including cheese and ice cream.  He exercised 
rigorously including 1-2 hours of tennis, walking, and gym 
exercises daily.   

 
 
On review of systems, he had constant active right shoulder pain 
aggravated by playing tennis 6 hours per week and bilateral 
knee pain from osteoarthritis.   
 
The patient’s medication list included nasal budesonide, 
budesonide-formoterol inhaler, fluticasone nasal spray, hyper-
tonic nasal wash, omeprazole, albuterol inhaler, and valsartan. 
He also had an Amophotericin B powder and standing order for 
prednisone taper as needed.    
 
Patient’s vitals at his first visit showed an elevated blood 
pressure of 150/81, afebrile, and a pulse ox of 96%.  Pertinent 
findings included erythematous nasal turbinates, maxillary 
sinus tenderness, dry mucus membranes, and a normal respira-
tory exam. Patient had tenderness to palpation of his right 
trapezius, levator, splenius capitus, and infraspinatus muscles.  
He had full range of motion of his right shoulder with pain on 
abduction to 90 degrees as well as with internal rotation.   
 
Procedures: One month prior. 
 
Nasal endoscopy:  All sinuses are widely patent.  The sinonasal 
mucosa was minimally edematous.  No polyps, pus, or crusts 
noted.   
 
Rigid laryngoscopy: Bilateral TVF mobile without masses or 
lesions.  +PC edema 
 
Prior Image: No CT images available however prior ENT 
consult notes “On CT scan his lower sinuses have been well 
opened and antrostomies are patent, but he has obstruction of 
his bilateral frontal recesses.”  
 
Labs: Bacterial and fungal cultures negative. Acid fast culture 
negative. 
 
A holistic treatment plan was initiated at patient’s first visit, 
including acupuncture, trigger point therapy, Chinese nutrition, 
and mind-body practices, as well as an overall emphasis on 
stress reduction and reduction of inflammation.  Acupuncture 
utilized the following main points:  Large intestine 4 and 11, 
Liver 3, 4 and 5, Stomach 36 and 40, Spleen 6, 9, and 10, San 
Jiao 5, Gallbladder 20 and 31, Lung 5 and7, Kidney 6, Yintang, 
and Pericardium 6.  Active trigger points were found in the neck 
and right shoulder and injected with 0.1mL of lidocaine in his 
trapezius, levator, splenius capitus, and infraspinatus muscles.  
Patient was instructed to return weekly for 6-8 treatments 



 

including acupuncture, myofascial release, and trigger point 
injections.   Treatments focused on his chronic sinusitis, right 
shoulder pain, and rebalancing his system using acupuncture, 
self-care measures, and lifestyle modifications.   
 
The patient’s symptoms were mild at the time of initial consult, 
and self-care recommendations were to reduce overloading his 
body both mentally and physically.  Specifically, he was told to 
avoid playing tennis for the time being to prevent further 
aggravation to his right shoulder pain. Instead, we encouraged 
him to balance his more intensive exercises with gentle exer-
cises such as Tai Chi or walking.  Given his environmental and 
psychological stress, meditation was also recommended. A 
more optimal diet was also suggested including more water 
intake and less alcohol consumption. Specific teas were 
recommended based on Traditional Chinese medicine including 
barley, and orange peel tea. Fish oil and probiotics were also 
recommended to decrease inflammation and to improve his 
overall immune system.   
 
At his second visit he had not start his full self-care regimen but 
began hydrating more and started supplementation with fish oil.  
He stated his right shoulder pain improved immediately after 
the last needle based treatment (acupuncture and trigger point 
injections), however it was again aggravated by a tennis game.  
This realization prompted him to agree to stop playing for 2 
months. He also noticed a mild improvement in his cough and 
nasal congestion.   
 
At the third weekly visit the patient felt his right shoulder had 
improved and denied any pain except with occasional move-
ments.  His cough worsened due to a recent viral URI but denied 
fevers or rhinorrhea but felt more nasal and chest congestion. 
At this visit, we recommended additional supplements for acute 
sinusitis, which included a short course of Yin Chiao (a 
traditional Chinese herbal supplement for viral illnesses) and 
additional vitamin C.   
 
At the fourth weekly visit he continued to have cough and 
phlegm but felt the phlegm was thinner.  He also decreased his 
dairy intake as emphasized at each visit. He was cautiously 
optimistic that he had not yet required steroids or antibiotics for 
his acute exacerbation. 
 
Finally, at the fifth weekly visit he reported resolution of right 
shoulder pain. He continued to avoid playing tennis, hydrate 
more, and was taking fish oil.  His cough had improved.  Patient 
was most impressed and happy that he did not require steroids 
or antibiotics during his recent mild flare up of his rhinosinusitis.  
He had stopped the additional Chinese herbal supplement Yin 
Chiao and vitamin C. He also felt less hot in the face/ chest and 
noticed his knee pain had improved as well.  
 
Over the next few months, he continued to return every 1-2 
weeks he reported an overall improvement of his quality of life. 
He started barley tea and orange peel tea and he reduced dairy 
intake. Patient began noticing less phlegm and post nasal drip, 
with only mild nasal congestion. His taste and smell also 
improved.  Most importantly, patient denied rhinosinusitis flare 
ups requiring antibiotics and steroids. His blood pressure also 
normalized consistently. He resumed playing tennis without 

aggravating his right shoulder.  He incorporated more self care 
including heat and stretching for his musculoskeletal com-
plaints (shoulder, neck, low back pain).  He also started yoga 
and gentle walking to balance his more intense exercises and 
incorporated breathing exercises to help reduce his psycho-
social stressors. However, patient continued regular alcohol 
intake of 14 drinks per week.  
 
Discussion 
 
Chronic rhinosinusitis (CRS) is defined as an inflammatory 
disorder of the paranasal sinuses and nasal passages lasting 12 
weeks or more. It is common with a prevalence of up to 16% of 
the population.1 Although not life threatening, it has significant 
economic burden from diagnostic tests, medical and surgical 
therapies, lost or reduced school and work productivity, and a 
significant impact on the physical and emotional health of the 
patient.2 Annual U.S costs were estimated at $12.8 billion in 
2012.3   
 
While acute rhinosinusitis is typically infectious in origin, 
causes of CRS are thought to be more multifactorial.   Environ-
mental, anatomical, and a host of lifestyle and comorbidity 
factors may contribute to the chronic inflammation in CRS.2 
Clinical manifestation of CRS typically starts as a nonspecific 
upper respiratory infection or acute sinusitis which then fails to 
resolve and results in persistent symptoms.  The four cardinal 
symptoms of CRS include anterior and/or posterior nasal 
mucopurulent drainage, nasal obstruction, nasal blockage or 
congestion, facial pain/pressure and/or fullness, and reduction 
or loss of sense of smell. Associated symptoms include cough, 
sleep disturbance, ear pain or pressure, dizziness, halitosis, 
dental pain, nasal or throat irritation. Anterior or posterior nasal 
drainage of CRS is typically white or light yellow interspersed 
with thick yellow, green, or brown mucus during recurrent 
acute episodes or flares.  It can significantly decrease the overall 
quality of life with reports of lower quality of life scores for 
social functioning as well as physical and overall health 
compared with the general population, similar to patients with 
chronic lung or heart disease.4 For diagnosis, two of the four 
cardinal signs/symptoms are required as well as objective 
evidence of mucosal inflammation through imaging or direct 
visualization.   
 
Typical management of CRS includes therapies aimed at 
reducing symptoms and improving quality of life and not at 
“curing” the disease.  First line treatments include saline washes 
and sprays, intranasal and systemic glucocorticoids, antibiotics, 
and antileukotrine agents.  Most therapies in CRS have not been 
validated in randomized trials,5 and several meta-analyses 
concluded that evidence supporting most therapies are low 
quality, further emphasizing the need for more rigorous 
research in this disorder.6-11 Outcomes with conventional 
allopathic treatment of CRS are variable, with frequent relap-
ses12 causing significant frustration. Dissatisfaction with con-
ventional medicine has pushed patients toward complementary 
and alternative medicine (CAM) therapies, which despite 
insufficient evidence, is used either instead of or in combination 
with conventional therapies.13    
 



 

Integrative medicine is often characterized by a holistic ap-
proach to the management of chronic disease and enhancing the 
body’s self-healing mechanisms. Since the risk factors of 
chronic diseases such CRS is often multifactorial, a holistic 
multifaceted approach of acupuncture, dietary supplements, and 
lifestyle modifications rooted in TCM as well as CAM therapies 
such as yoga, supplements, and mindfulness, can all be utilized 
to address the systemic imbalances in a patient.    
 
Use of acupuncture in the United States has increased in recent 
years,14 and the benefits of this therapy has slowly become more 
accepted by Western practitioners. Although the exact 
mechanism of action of acupuncture is still unclear, there is 
significant use in patients with chronic inflammatory diseases, 
including CRS,15 with postulated benefits in its anti-
inflammatory effects.16   
 
There are few large cohort or randomized controlled trials on 
acupuncture for the treatment of chronic rhinosinusitis. 
However preliminary data from prospective studies of acupunc-
ture as an adjunctive treatment for CRS is promising.17-18  
   
Dietary modifications are a large component of TCM and are 
often incorporated to treat illnesses. Research on diet modifi-
cations aimed at reducing systemic levels of inflammation, may 
reduce inflammation of the sinonasal mucosa, as an adjunctive 
therapy for refractory CRS.19 In TCM, orange peel and barley 
tea are both traditionally recommended for rhinorrhea and 
congestion.  TCM also recommends a reduction of “heating” or 
inflammatory foods such as sweets, dairy, fried foods, and 
alcohol. Dietary supplementation with polyunsaturated fatty 
acids such as fish oil has been shown to improve asthma 
symptoms in adults as well as CRS in children mainly through 
anti-inflammatory properties.20,21 Although studies have not 
found probiotics to be effective in improving quality of life in 
patients with inflammatory CRS, it may be reasonable to 
suggest probiotics in patients with frequent antibiotics use to 
optimize the gut microbiome. Finally, vitamin C can also be 
added for its anti-inflammatory and antioxidant effects for CRS 
during acute exacerbations.22   
 
Lifestyle modifications focused on minimizing inflammation 
should be considered as part of a holistic self-care plan.  Sleep 
disturbance and psychosocial stress has been shown to increase 
inflammation in the body23-25 and as such, mindfulness-based 
practices such as yoga, tai chi, or meditation should be sug-
gested.  In TCM, physical overloading can exhaust the body and 
deplete it of vital energy to heal and fight infections. Therefore, 
physicians should advise against excessive exercise and correct 
the imbalance between activity and rest when patients are ill and 
symptomatic. 
   
Conclusion 
 
Chronic rhinosinusitis can be both physically and psycho-
logically challenging and frustrating for patients to live with 
and for physicians to treat.  Current practice guidelines focus 
primarily on pharmacotherapy. We report a successful case 
utilizing a comprehensive, integrative approach to treatment 
including acupuncture, TCM nutrition and diet, dietary 
supplements, stress reduction and other lifestyle modifications 

as adjunctive therapies in managing a patient with chronic 
rhinosinusitis.   
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