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Chronic rhinitis is a common and important problem in cats that may result from a number of intranasal or 
systemic disorders. Idiopathic chronic rhinosinusitis and nasal neoplasia are the most common causes of chronic 
nasal disease in cats. Nasopharyngeal polyps, fungal rhinitis, nasal foreign bodies, dental disease, and 
nasopharyngeal stenosis are less frequent, but important causes of chronic rhinitis in cats.  

 
APPROACH TO THE DIAGNOSIS OF CHRONIC NASAL DISEASE IN CATS 
 Age, breed, and lifestyle may be helpful in narrowing the list of potential causes for chronic rhinitis. Young 
to middle aged cats will not likely have neoplastic disease as opposed to older cats (>8 years of age). 
Nasopharyngeal polyps are typically seen in cats < 8 years of age. Brachycephalic breeds (e.g., Persians), cats 
coming from a high density housing situations (e.g., multicat households, poorly maintained catteries or pet stores), 
or stray and barn cats may be more likely to develop idiopathic chronic rhinosinusitis secondary to previous upper 
respiratory viral infections. Outdoor cats have a higher occurrence of nasal foreign bodies, nasal trauma, and fungal 
rhinitis. Prior vaccination history is important for the affected cat as well as other cats in the household. Vaccination 
will not prevent viral upper respiratory infection, but may diminish the severity of clinical signs. Viral infection 
should be suspected when acute upper respiratory infection is present in multiple cats within a household. The prior 
history of a cat obtained at a later age should be obtained (if possible) in regard to previous lifestyle, housing, and 
vaccination status. Many cats with prior viral upper respiratory infection will have recurrent bouts of rhinitis 
throughout their lives. Any sudden change in the nature or severity of nasal disease should prompt investigation into 
other causes for chronic rhinitis (e.g., neoplasia, fungal rhinitis). Acute onset of sneezing and nasal discharge should 
prompt investigation into nasal foreign bodies, nasal trauma, and coagulopathies. Chronic nasal discharge is more 
often associated with idiopathic chronic rhinosinusitis, neoplasia, dental disease, lymphoplasmacytic rhinitis, and 
nasopharyngeal polyps.  
 A complete blood count, chemistry profile, and urinalysis should be performed to rule out extranasal 
systemic causes for the nasal discharge (e.g., hyperviscosity syndrome, polycythemia, thrombocytopenia). A 
coagulation profile is indicated if epistaxis is present and a coagulopathy is suspected. Blood pressure should be 
determined if hypertension is suspected. Serum titer for cryptococcal antigen is a very specific and sensitive test for 
cryptococcosis and should be performed if clinical findings are suggestive of this disease. Thoracic radiographs are 
of limited value, but should be performed if pneumonia is suspected. Culturing of nasal discharge for bacterial or 
fungal organisms is not recommended as secondary bacterial contaminates are typically isolated. Deep culture 
of nasal tissue is of potential value in those patients where idiopathic chronic rhinosinusitis is suspected (see 
Idiopathic chronic rhinosinusitis below). 
 For most cats with chronic rhinitis, diagnostic imaging and endoscopic studies and nasal biopsy will be 
required to establish a diagnosis. Diagnostic imaging studies must be completed prior to endoscopic studies of the 
nose or nasal biopsy are performed. The introduction of instruments into the nose often induces hemorrhage, which 
will obscure or confuse the diagnostic imaging studies. General anesthesia is required for further evaluation of cats 
with chronic rhinitis. Prior to diagnostic imaging, the oral cavity should be carefully inspected and probed for the 
presence of masses, oronasal fistulae, or clefts in the hard or soft palate. A periodontal probe should be used to 
evaluate all teeth in the upper dental arcade, even if the teeth appear normal. This is especially important if unilateral 
chronic rhinitis is present. The probe is placed into the gingival sulcus and advanced to the depth of the periodontal 
pocket. The probe will advance into the nasal cavity or maxillary sinus in cats with chronic rhinitis secondary to 
dental disease. The soft palate should be palpated for the presence of masses (e.g., nasopharyngeal polyp) in the 
nasopharyngeal region. If a mass is palpated above the soft palate, a spay hook may be used to gently retract the soft 
palate forward for visualization of the mass. If a nasopharyngeal polyp is identified, otoscopic examination should 
be performed to detect involvement of the ear canal. In cats where nasal neoplasia is highly suspected, I perform 
retroflex nasopharyngoscopy (i.e., a flexible scope is turned 180° around the caudal margin of the soft palate to 
visualize the dorsal surface of the soft plate, nasopharyngeal region, and caudal nares) prior to diagnostic imaging 



studies as many times a mass may be visualized protruding through the caudal nares into the rostral nasopharyngeal 
region.  

Following thorough oral and nasopharyngeal examination, skull radiographs or preferably nasal computed 
tomography should be performed. Imaging studies must be performed while the cat is anesthetized and before 
performing any invasive procedures within the nasal cavities. Radiography may greatly underestimate the extent or 
severity of disease due to overlying structures, low contrast resolution, and complexity of nasal anatomy. For these 
reasons, computed tomography is preferred for evaluation of the sinonasal cavities and surrounding structures in cats 
with chronic rhinitis. The only exception is if dental disease is suspected following detailed examination of dental 
structures. High detailed dental films will offer superior information in regards to tooth roots and surrounding boney 
structures. 

Rhinoscopy is often of limited value because of the specialized equipment required and the small size of 
the nasal passages in cats. The rostral and middle regions of the nasal cavity may be evaluated using a small rigid 
scope. Only the very rostral region of the nasal cavity may be evaluated using a small diameter otoscope cone. The 
nasopharyngeal region can readily be evaluated with the use of a small diameter flexible endoscope. The scope is 
advanced orally to the caudal margin of the soft palate and then the tip is turned 180° to visualize the area above the 
soft palate and caudal nares. Alternatively, a spay hook may be used to carefully pull the caudal margin of the soft 
palate forward and downward and a dental mirror with aid of a light source (e.g., otoscope light, pen light) is used to 
view the nasopharyngeal region. Following evaluation of the nose, nasal biopsy is required for definitive diagnosis. 
Nasal flushing may be done if foreign material is suspected to be present within the nose. 
 
COMMON CAUSES OF CHRONIC NASAL DISEASE IN CATS 
Idiopathic chronic rhinosinusitis 
 Chronic rhinosinusitis is an extremely significant cause of chronic rhinitis, representing one of the two 
most common causes of sneezing and nasal discharge in cats. Chronic rhinosinusitis may follow severe acute upper 
respiratory tract infection, particularly in kittens or adults cats exposed to an infected cat. Acute upper respiratory 
tract disease is presumed to be caused by infection with feline herpesvirus type 1, feline calicivirus, Chlamydia felis, 
or some combination of these agents. Although viral (especially feline herpesvirus type 1) or Chlamydia infection is 
often implicated as the initiating cause of acute rhinitis, the pathogenesis of idiopathic chronic rhinitis is unknown 
and it is uncertain whether acute rhinitis is related to the chronic syndrome. Even though cats with idiopathic chronic 
rhinosinusitis have similar clinical signs, the disease syndrome appears heterogenous among the population perhaps 
due to individual susceptibility to microbial pathogens, genetic characteristics of the inflammatory response, and 
environmental factors (e.g., stress) having a role in the development of clinical signs. The relative importance of 
previous or concurrent viral or bacterial infection (or both) and the complex interrelationship of viral or bacterial 
organisms involved in the disease process when combined with the individual uniqueness of the inherent 
inflammatory response may be important factors in the genesis of the chronic rhinitis. A thorough understanding of 
these characteristics would likely facilitate treatment recommendations for patients so affected. 

Feline herpesvirus type 1 is estimated to account for the majority of cases of acute severe upper respiratory 
disease in cats, although calicivirus may be more prevalent in some populations. Feline herpesvirus type 1 is 
possibly an important pathogen for initiating chronic rhinitis. Experimental infection of germ-free cats with feline 
herpesvirus type 1 can cause severe upper respiratory disease in the absence of microbial flora. In the natural cat 
population, it is likely that the interrelationship between herpesvirus type 1 and various bacterial organisms is an 
important factor affecting the severity and duration of upper respiratory disease. Clinical signs of chronic 
rhinosinusitis may be perpetuated by chronic or recurrent bacterial infection within the nasal cavities and paranasal 
sinuses, an exuberant inflammatory response to the presence of bacteria or virus, permanent destruction of nasal 
epithelium and boney turbinates following acute viral cytolysis during a bout of acute severe rhinitis, or cumulative 
destruction of nasal epithelium and boney turbinates following chronic reactivation of virus from the trigeminal 
ganglia into nasal tissue. The role any one or combination of microbial agents plays in the pathogenesis of chronic 
rhinosinusitis is ultimately not understood. Identification of bacterial or viral organisms via culture, antibody titers, 
or molecular techniques does not imply that the organism or organisms found are responsible for the clinical signs. 
In summary, a complex progression of microbial, physiological, anatomical, and immunological interactions are 
likely responsible for development of chronic rhinosinusitis. 

Idiopathic chronic rhinosinusitis may be seen in cats of any age, although younger cats are most often 
afflicted. Affected cats with this disease syndrome typically have a recurrent history of chronic intermittent or 
progressive sneezing, stertor, and nasal discharge. The nasal discharge is usually copious, bilateral, and 
mucopurulent to purulent, although occasionally the discharge can be unilateral or intermittently contain blood. 
Systemic or ocular disease is generally not present. Older cats may develop anorexia due to loss of smell, which may 



exacerbate other underlying disease conditions (i.e., chronic renal failure, liver, or gastrointestinal disease). Physical 
examination findings are generally unremarkable other than abnormalities confined to the upper respiratory tract. 
The dental arcade (e.g., gingivitis, tooth root abscessation, oronasal fistula), hard palate (e.g., neoplasia, oronasal 
fistula), soft palate (e.g., nasopharyngeal mass or polyp), and regional lymph nodes (e.g., lymphadenopathy) are all 
structures that should be carefully evaluated. A fundic examination is recommended if Cryptococcosis is suspected.  

Diagnostic studies should be undertaken once it is established that chronic refractory rhinosinusitis is 
present so that other treatable conditions may be excluded and to further characterize the disease present. A 
complete health profile with serology for feline leukemia virus and feline immunodeficiency virus is essential to 
assess systemic health. Titers for Bartonella henselae are recommended as this chronic disease is frequently a 
complicating factor in cats with chronic rhinosinusitis. This should be followed by general anesthesia for a thorough 
oral examination and skull radiographs or computed tomography. The nasal passages, paranasal sinuses, and 
tympanic bulla are often involved in the disease process. The intra-oral radiographic view achieved using dental 
radiographic film often provides sufficient detail of both nasal cavities, although subtle changes in turbinate 
structures and distinction of soft tissue densities may be difficult to discern. Imaging will generally show variable 
turbinate lysis and increased fluid density within the nasal cavities. Because the frontal sinuses are small in cats, 
frontal sinus projections can miss disease within these structures. In general, computed tomography provides better 
localization of lesions and determination of extent of disease within the nasal cavity, paranasal sinuses, and 
tympanic bulla than do radiographs. Findings often seen with computed tomography include soft tissue opacification 
of the nasal cavity and frontal or sphenopalatine sinuses, lysis of nasal and frontal bones, turbinate destruction, and 
asymmetry of the cribriform plate. Computed tomography is also superior for differentiation of neoplastic and 
fungal diseases.  

Once diagnostic imaging procedures are completed, the nasal cavity and nasopharyngeal region should be 
evaluated as completely as possible. The nasopharyngeal region and caudal nares can be evaluated with a flexible 
endoscope retroflexed around the caudal margin of the soft palate. Alternatively, the soft palate can be retracted 
cranially with a spay hook and a dental mirror is passed into the oropharynx to observe the nasopharyngeal region. 
Careful observation should be made for mass lesions projecting through the caudal nares or for masses or foreign 
bodes within the nasopharynx. Rostral rhinoscopy can be  performed with either a small flexible endoscope or rigid 
arthroscopic equipment. Cats with idiopathic chronic rhinitis have mild to severe hyperemia of nasal mucosa, 
moderate to large amounts of mucoid to purulent discharge between turbinates, and varying severity of turbinate 
destruction (although in some cats the turbinates may be normal). The degree of observed abnormalities may vary 
between each side of the nasal cavity. It must be understood that the appearance of the nasal cavity does not 
necessarily reflect on the presence or absence of underlying pathology. Histopathology is of critical importance and 
both sides of the nose should be biopsied. There may be considerable discordance between visualized abnormalities 
and those detected histologically. Cats with relatively normal appearing nasal tissue may have moderate to severe 
histological inflammation. Histopathology findings may include moderate to severe neutrophilic, lymphocytic, or 
pleiocellular inflammation with epithelial ulceration, turbinate destruction and remodeling, fibrosis, necrosis, and 
glandular hyperplasia. Histologic changes may be predominately unilateral rather than bilateral. Nasal biopsy 
samples or material cultivated from deep nasal aspiration should also be submitted for microbial culture and 
sensitivity. Aerobic, anaerobic, and Mycoplasma cultures should be requested. Following visualization of the nasal 
cavity and collection of biopsy materials, the nasal cavities should be suctioned and flushed with copious amounts of 
warm isotonic solution to remove secretions and provide temporary improvement in clinical signs. When flushing 
fluids within the nasal cavity, the tip of the nose should be pointed downward and the oropharynx packed with gauze 
to prevent aspiration of the lavage solution and nasal secretions into the trachea. 

Cats with idiopathic chronic rhinosinusitis frequently prove to be very refractory to treatment. Broad 
spectrum antibiotics are often used for treatment of secondary bacterial colonization or infection within the nasal 
and paranasal sinus cavities. Recent work has disclosed that potentially pathogenic bacteria and a wider variety of 
bacterial species are isolated from cats with idiopathic chronic rhinitis than from cats without disease. Mycoplasma 
spp and anaerobic bacteria were only isolated from cats with idiopathic chronic rhinosinusitis. Antibiotic therapy 
should be determined from culture of nasal biopsy material or  specimens collected from a deep nasal flush. 
Antibiotics recommended include doxycycline, clindamycin, amoxicillin-clavulanic acid, cefpodoxime, 
marbofloxacin, and azithromycin. Cats with idiopathic chronic rhinitis demonstrating an initial response to antibiotic 
therapy should have treatment continued for 6-8 weeks or longer. Antiviral therapy is not routinely recommended as 
the role of active viral infection in cats with idiopathic chronic rhinosinusitis is not established. Positive proof  has 
not been established regarding a primary role for feline herpesvirus type 1 in this disease syndrome. However, it is 
likely that feline herpesvirus type 1 may play a role in the disease of certain cats. Lysine (500 mg PO q12h) therapy 
may benefit some cats. Lysine replaces arginine in viral proteins rendering them nonfunctional and thereby reducing 



viral replication. For those cats demonstrating response to lysine, therapy may be continued indefinitely as it is safe 
to use in young or older cats. The role of immunosuppressant agents in management of idiopathic chronic 
rhinosinusitis is poorly understood. Glucocorticoids could exacerbate viral infection, cause recrudescence of viral 
shedding, or suppress immune response to bacterial infection. Piroxicam is a non-steroidal antiinflammatory agent 
that can ameliorate clinical signs in some cats with idiopathic chronic rhinosinusitis. Piroxicam is generally well 
tolerated at a dose of 0.3 mg/kg orally daily or every other day. Side effects may include anorexia, diarrhea, or 
vomiting. Piroxicam may also be combined with antibiotic therapy. Moisturization of nasal secretions promotes 
sneezing and evacuation of mucous from the nasal cavity. Some cats will tolerate the instillation of saline drops 
within the nasal cavity. Finally, there are no clinical studies with evidence to support the use of immune simulators 
(e.g., interferon) in the management of this disease.  

In summary, the prognosis for cats with idiopathic chronic rhinosinusitis is extremely guarded. The chronic 
nasal discharge and sneezing are very difficult to control, and once controlled is achieve it is often temporary with 
recurrence expected. A number of surgical techniques have been described but are attended with generally 
disappointing results and not initially recommended. However, frontal sinus ablation can be effective in controlling 
clinical signs, although sneezing and nasal discharge will not be resolved with this procedure. Frontal sinus ablation 
is technically difficult to perform and an especially troubling potentially complication of this procedure is persistent 
anorexia due to loss of smell. 

 
Neoplasia 

Nasal neoplasia and idiopathic chronic rhinosinusitis are the most common causes of chronic rhinitis in 
cats. Although there are exceptions, neoplasia is of greatest concern in cats > 8 years of age. Nasal lymphoma is 
most common with various carcinomas occasionally seen and other neoplasms encountered much less frequently. 
Many cats with severe lymphoplasmacytic rhinitis progress to develop nasal lymphoma. It is likely that at time of 
initial diagnosis, the lymphoma is either in a preneoplastic or early neoplastic stage of disease. 
Immunohistochemical staining for B-cell and T-cell markers should be requested in cats with severe 
lymphoplasmacytic inflammation to rule out lymphoma.  

 
Lymphoplasmacytic rhinitis 
 Lymphoplasmacytic rhinitis is a relatively uncommon disease of unknown etiology in cats. These cats 
generally do not have a history of a preceding acute episode of feline upper respiratory tract infection. The evolution 
of the disease is progressive with minimal signs of nasal disease early on. Lymphoplasmacytic rhinitis should only 
be considered when all other causes for the chronic rhinitis are excluded. Lymphoplasmacytic inflammation may 
accompany other diseases, especially neoplasia. If the clinical findings are highly suggestive of neoplasia, the 
diagnosis of lymphoplasmacytic rhinitis should be highly provisional and repeat biopsies or rhinotomy be strongly 
entertained. Severe lymphoplasmacytic inflammation may be associated with lymphoma or progress to lymphoma. 
Immunohistochemical staining for B-cell and T-cell markers should be requested in cats with severe 
lymphoplasmacytic inflammation to rule out lymphoma. 
 
Fungal rhinitis 
 Fungal rhinitis is an uncommon cause of chronic rhinitis in cats, although in some geographic areas the 
disease is seen frequently. Nasal cryptococcosis is most common and nasal aspergillosis is only occasionally 
encountered. Facial deformity of the rostral aspect of the nose is often striking in cats with cryptococcosis. 
Occasionally granulomatous tissue may be seen projecting through the external nares. The clinical signs of 
cryptococcosis are obstructive rhinitis with mucopurulent nasal discharge. Mucopurulent conjunctivitis may develop 
in some cats. Cytology can be highly diagnostic for nasal cryptococcosis. Fresh material from granulomatous lesions 
within the nose are gently smeared on a slide and stained with India ink. Cryptococcus spp. organisms are 
recognized as a thick, encapsulated round to oval yeast.  
 Nasal aspergillosis is rare in cats. The clinical signs are initially copious unilateral mucopurulent nasal 
discharge. Bilateral mucopurulent nasal discharge can be seen later in disease. Intermittent bleeding is not 
uncommon. Nasal pain is often present. Anorexia and depression may develop as the disease progresses, especially 
with frontal sinus involvement or with destruction of maxillary bones. Extensive turbinate destruction is present. 
The extent of destruction and determination of sinus or maxillary bone involvement is best demonstrated with 
computed tomography. The diagnosis of aspergillosis is made by direct observation of fungal plaques, identification 
of fungal elements in biopsy specimens or direct cytology obtained from affected tissue, or positive fungal culture of 
affected tissue.  
 



Nasopharyngeal polyps 
 Nasopharyngeal polyps and, less frequently, naso-nasal polyps occur predominately in young cats or 
kittens. Nasopharyngeal polyps usually arise form the middle ear and grow down the eustachian tube to the 
nasopharyngeal region. Polyps occasionally may be visible in the external ear canal. Clinical signs are caused by 
direct obstruction of either the oropharynx or nasopharynx. Chronic rhinitis develops secondary to polyps within the 
nasopharyngeal region due to secondary bacterial overgrowth due to the lack of clearance of nasal secretions. 
Clinical signs observed in the early stage of disease include stertorous respiration (snuffling sound), gagging, and 
minimal sneezing or nasal discharge. As the polyps attain greater size, obstructive breathing and increased nasal 
discharge with sneezing are seen.  These signs may be indistinguishable from those of idiopathic chronic rhinitis, 
especially in a young cat with a prior history of acute upper respiratory infection. For this reason, any cat with 
chronic rhinitis (especially those of young age) should be carefully evaluated for the presence of polyps. 
 The diagnosis of nasopharyngeal polyp is relatively straight forward. Oropharyngeal examination and 
palpation of the area above the soft palate for a mass or direct visualization of the nasopharyngeal region is 
diagnostic. Once the diagnosis of nasopharyngeal poly is made, skull radiographs (obtained with the cat under 
general anesthesia) or computed tomography of the bulla region should be performed. Careful evaluation of the 
osseous and tympanic bulla and petrous temporal bones is essential for evidence of middle ear inflammation or 
infections characterized by osseous bulla thickening, soft tissue densities within the tympanic cavity, or sclerosis of 
the petrous temporal bone. Radiographic evidence of middle ear inflammation or infection may not always be 
present, whereas computed tomography offers enhanced discrimination of middle ear involvement.  

Nasopharyngeal polyps may be removed by traction avulsion, however recurrence is common. Bulla 
osteotomy is definitely indicated and should be performed in cats with radiography or tomographic evidence of 
middle ear involvement is present. It has been advocated that bulla osteotomy should always be performed on the 
side of polyp origin, even without radiographic changes without the osseous bulla. For polyps with recurrence 
following traction avulsion, bulla osteotomy on the side of polyp origin should always be recommended to allow for 
removal of the origin of the polyp. 

 
Foreign body rhinitis 
 Nasal or nasopharyngeal foreign bodies are infrequent in cats and are usually due to blades of grass lodged 
within the nasal cavity. Seeds and grass awns are less frequently encountered. Clinical signs associated with foreign 
bodies within the nasopharyngeal region are often peracute with coughing, gagging, and hard swallowing response 
usually observed. With time, stertorous respiration, phonation changes, nasal discharge, and sneeze may develop 
with nasopharyngeal foreign bodies. Clinical signs associated with foreign bodies confined within the nasal passages 
may be acute or chronic and often consists solely of sneezing and nasal discharge. Cats having nasal foreign bodies 
not immediately expelled from the nose will develop progressively increasing nasal discharge, often attended by 
occasional hemorrhage. Severe granuloma tissue response may occur with long-term foreign bodies. Foreign bodies 
usually wind up within the nasal cavity by entry through the caudal nares. Foreign material is ingested and then 
either gagged or vomited, inadvertently transferring the foreign material into the nasopharynx and then through the 
caudal nares into the caudal nasal cavity.  

Grass blades and similar material can usually be removed under direct examination of the nasopharynx or 
nasal cavities. Retroflex nasopharyngoscopy is diagnostic for nasopharyngeal foreign bodies. Alternatively, a spay 
hook may be used to retract the soft palate forward (with or without the aid of a dental mirror) to observed the 
nasopharyngeal region. Flushing the nose with copious amounts of warm saline may dislodge smaller particles (e.g., 
seeds) within the nasal cavity. The nose should be directed downward and the caudal oropharynx should be packed 
with gauze to prevent aspiration of saline and nasal secretions into the trachea. Rhinotomy may be required for 
longstanding cases with excessive granulation tissue or foreign bodies resistant to direct removal (e.g., grass awns). 

 
Nasopharyngeal stenosis 
 Nasopharyngeal stenosis is a rare complication of acute upper respiratory tract infections or following 
episodes of severe vomiting (e.g., aspiration rhinitis). Initially progressively worsening stertor is present with 
absence of nasal discharge. With severe stenosis, nasal discharge and extreme difficulty with nasal breathing is 
observed. Retroflex nasopharyngoscopy will often reveal circumferential stricturing or narrowing of a focal region 
of the nasopharynx. Early stenosis may be managed by stretching the affected region followed by corticosteroid 
therapy to reduce scar tissue and reformation of the stricture. Recurrence unfortunately is very common 
necessitating extensive surgical techniques to remove the stenotic region. 


