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Abstract
Histamine is the primary mediator involved in the pathogenesis of allergic rhinitis and chronic idiopathic urticaria.
Platelet-activating factor (PAF) is also a mediator which plays a key role in the allergic reaction. Rupatadine is a nov-
el antihistamine of the second generation approved recently in Europe for the treatment of allergic rhinitis and
chronic idiopathic urticaria in patients aged ≥ 12 years. Rupatadine shows both antihistamine and anti-PAF effects
because it presents hybrid molecule. One unit of this molecule has high affinity to H1 receptor, and the second one
blocks the receptor for PAF. Relative potency of rupatadine is much higher than that of other second generation anti-
histamines. Rupatadine also has anti-allergic and anti-inflammatory activity. The drug blocked the release of hista-
mine from mast cells and other proinflammatory cytokines such as IL-5, IL-6, IL-8, TNF-α and GM-CSF from activating
human lymphocytes. It also blocked in vitro chemotaxis of human eosinophils to eotaxin, and neutrophils to PAF and
LTB4. Anti-allergic and anti-inflammatory activity of rupatadine results from blocking NFκβ. Clinical trials have indi-
cated that rupatadine is significantly more effective than placebo and equally effective as other antihistamines of the
second generation. Rupatadine is well tolerated, and side effects are mild and moderate, the most common ones were
headache and somnolence. The drug is safe, not cardiotoxic, does not impair psychomotor or cognitive activity.
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Histamine and histamine receptors

Histamine is one of the earliest known mediators of
allergic reactions. This mediator is stored mainly in mast
cells and basophils [1]. The activation of mast cells and
basophils in human body is primarily a result of an
immune response mediated by immunoglobulin E. The
synthesis of histamine, which is a biogenic amine with
a molecular weight 112, takes place in Golgi apparatus
from decarboxylation of L-histidine with the action of 
L-histidine decarboxylase enzyme. The metabolism of his-
tamine is bidirectional. One way is related to the action
of N-methyltransferase enzyme, which plays a major role
in the respiratory track. A smaller portion of histamine is
metabolized by diamine oxidase (DAO, histaminase).

Histamine causes clinical symptoms by acting on four
types of histamine receptors, defined as the first, second,
third and fourth type. Histamine receptors are protein
structures. The symptoms of allergic diseases caused by
histamine result from the action of this mediator on type 1
receptors (rH1). H1 receptor is composed of a single
polypeptide chain, which seven times passes through the
cell membrane leading to the formation of seven trans-

membrane domains. These domains are alternately con-
nected with extracellular and cytoplasmic loops. rH1 chain
consists of 487 amino acids, of which 205 form the intra-
cellular loop, which includes spaces for protein kinase C
(PKC). A short, carbon terminal end of the chain (COOH)
is located in the cytoplasm, while amino terminal end
(NH2) is situated in the extracytoplasmic space. The rH1
gene was cloned in 1993 [2]. In humans it is located on
the short arm of chromosome 3p 14-17 or on chromosome
3p25 [3, 4]. In the promoter region of the rH1 gene, tran-
scription factors can join, such as activating protein AP1
and AP2 and nuclear transcription factor κβ (NFκβ), which
determine the expression of rH1 as well as regulate the
activity of genes for various inflammatory mediators.

The activation of the receptor by histamine leads to
the activation of protein kinase C, which is in fact an ele-
ment of G-protein, resulting in phosphorylation of cyto-
plasmic regulatory proteins (second-order carrier infor-
mation) with the following molecular actions (see below).

Through transmembrane domains, H1 receptor binds
the agonist, that is histamine, and antagonists, which are
compounds with antihistamine activity. The amine part of
histamine interacts with domain 3 (asparagine at position
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116), while imidazole ring with domain 5, which is amino
acid lysine located at position 200 of the polypeptide chain
receptor [5, 6]. Antagonists of rH1 are bound at sites locat-
ed in domains 3, 4, and 6 [7]. Stimulation of rH1 in cells of
target organs leads to an increase, even 3-fold, of calcium
ion concentration, which is mobilized from its storage sit-
uated intracellulary and from external surface influx. Inos-
itol 1,4,5-triphosphate and 1,2-diacylglicerol play a role of
second-order carrier information and lead to the mobi-
lization of stored calcium ions. To determine the distribu-
tion as well as biological and chemical properties of rH1,
selective radioligands are used, which are binding sub-
stances to the receptor. Radioligands are usually marked
with mepyramine, chlorpheniramine, and doxepin. These
compounds readily penetrate the blood-cerebrospinal flu-
id, and thus they were applied to mark rH1 in human brain
in studies using positron emission tomography (PET) [8].

Histamine, by stimulating the sensory receptors, caus-
es itching of the nose and sneezing, and by dilatation of
arteries and postcapillary veins within mucous membranes
and skin, is responsible for their increased permeability
and edema formation in the nasal mucosa and the occur-
rence of a watery runny nose. Histamine in skin is respon-
sible for the appearance of urticarial wheals, swelling of
the skin and subcutaneous tissue. This mediator has
a great contribution in the pathogenesis of allergic dis-
eases, mainly allergic rhinitis and urticaria and is respon-
sible for many clinical symptoms observed in the early
phase of allergic response. Histamine also increases the
secretion of proinflammatory cytokines and cell adhesion
phenomena, which is defined as non-histamine receptor-
related anti-inflammatory property. It is responsible for the
development of early (EAR) and late allergic reaction (LAR).

Model studies on antihistamines

Antihistamines are used in all allergic diseases, espe-
cially those in which histamine is directly responsible for
the observed acute symptoms. A study on antihistamines
(AH) is a multi-stage one. At each stage of the research
process, various, specific methods are applied.

Pharmacokinetic studies determine the fate of the
drug in the body at the phase of absorption (bioavailability
– AUC, maximum concentration in serum – Cmax, the time
after administration of a drug when the maximum plas-
ma concentration is reached – Tmax), distribution (vol-
ume of distribution – Vds, degree of protein binding, time
of appearance of a plateau level, or steady state), and in
the elimination phase (the mean of drug elimination from
the body, a half-life – T1/2 and clearance) as well as drug-
to-drug interactions.

The research on receptor activity includes in vitro
research, which allows to specify binding affinity to rH1,
half-time dissociation from rH1, the degree of selectivity
towards another type receptors and degree of saturation
of rH1.

In vivo pharmacodynamic studies are performed in
humans in various organs (nose, throat, skin, eyes) to
specify the size of blocking the histamine-induced reac-
tions by antihistamines [9-11].

Non-histamine receptor-related activity. Non-hista-
mine receptor-related activity of AH includes their anti-
allergic and anti-inflammatory properties. Anti-allergic
action is determined in vitro on isolated mast cells,
basophils and other cells or lung tissue sections, which
are subjected to immune and non-immune provocation,
and then the secretion of mediators and varied cytokines
is determined [12] as well as in vivo in humans, who are
subjected to provocation tests with allergen using differ-
ent models, such as a cutaneous one (skin window), nasal
mucosa, bronchi, eye conjunctiva [13, 14]. An anti-inflam-
matory property is determined:
• in vitro using Boyden chamber, in which various inflam-

matory cells are exposed to chemotactic factors and this
phenomenon is defined after application of antihista-
mines [15];

• in vivo using different organ models, from which the
material is obtained and the inflammatory cells influx,
secreted product concentration and the expression of
adhesion molecules such as intercellular adhesion mol-
ecule (ICAM-1) or vascular cell adhesion molecule
(VCAM-1) are detected on cells involved in inflammation
and in some tissue cells [16].

Antihistamines

Antihistamines were introduced in the 1940s for the
treatment of allergic diseases and thanks to their clinical
efficacy they were identified as “miraculous”. Over the
years of using these drugs, it turned out that their action
is not selective, meaning that they act on receptors other
than rH1: dopaminergic, serotonergic and cholinergic ones.
Hence, a number of side effects arose. But the most seri-
ous limitation on the use of these drugs was the fact that
they penetrate the blood brain-barrier and block 70-100%
of central rH1 located in frontal, temporal, hippocampus,
and bridge regions. Blocking of rH1 in the brain is respon-
sible for the sedative action of AH, and drugs of such prop-
erties are identified as the “first-generation AH” or “clas-
sic AH” [17, 18]. A risk of sedation is mainly observed in the
elderly. The first-generation AH in adults cause sleepiness,
impaired psychomotor reactions and lower cognitive abil-
ities. They are responsible for traffic accidents and acci-
dents when operating machinery. In children they impair
learning ability, and in rare cases cause paradoxical agi-
tation and impaired concentration. The most commonly
used first-generation AH include hydroxyzine, chlor-
pheniramine, diphenhydramine and clemastine.

In the 1980s these drugs were replaced by more clin-
ically effective (except for relief of the itch) and safer drugs
called the “second-generation” drugs. The first second-
generation drugs, terfenadine and astemizole, have been
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withdrawn from the pharmaceutical market because of
cardiotoxicity (the promotion of polymorphic tachycardia
torsades de pointes). This action was proved to involve
only these two drugs, rather than an entire class of the
second-generation AH.

The second-generation antihistamines are character-
ized by:
• good absorption from the gastrointestinal tract and

rapid onset of action;
• long duration of action, which allows for taking one dose

per day;
• good penetration into tissues, absence of accumulation

phenomenon;
• selective and potent action on H1 peripheral receptors;
• high efficiency during prolonged treatment;
• high degree of safety.

Mechanism of action

Antihistamines compete (competitive antagonism)
with histamine about rH1, they inhibit the binding of the
mediator with these receptors in a reversible and con-
centration-dependent manner. Their receptor activity is
defined as “inverse agonism” [19]. According to this con-
cept, AH have an affinity to the inactive (constitutive)
forms of H1 receptor and thus, as inverse agonists, they
stabilize the receptor in the inactivated state. In this sit-
uation, the receptor cannot be excited despite the pres-
ence of the natural agonist, i.e. histamine.

Metabolism

In intestinal absorption and distribution of antihista-
mines two main systems are involved: P-glycoprotein 
(P-GP) and carriers of the intestinal transport system
(organic anion transporter polypeptide – OATP). Modula-
tion of P-GP or OATP due to, for example the grapefruit
juice, can alter drug absorption at the intestinal level.

P-glycoprotein, beside the degree of drug binding to
proteins and the size of passive diffusion across the blood-
brain barrier, determines the antihistamine penetration
into the central nervous system (CNS) serving as a “goal-
keeper”. This system limits the penetration of the drug
into the CNS. If the drug is characterized by a high degree
of binding with plasma proteins, lack or weak passive per-
meation through the blood-brain barrier, and at the same
time it is substrate for P-GP, then its penetration into the
CNS is much more difficult and the drug has no sedation
effect. The problem of antihistamine penetration into the
CNS is complex and depends on several factors and, there-
fore, even within the “second-generation” drugs there
may be important differences in this respect. Although it
is commonly assumed in a simplified manner  though not
quite correctly, that the “second-generation drugs are
devoid of sedation”. In addition, concomitant diseases
can change significantly the penetration of drugs into the
CNS (meningitis, age, diabetes).

Most antihistamines are metabolized by liver involv-
ing cytochrome P-450 isoenzymes, primarily CYP3A4 and
CYP2D6. Some antihistamines (terfenadine, loratadine,
ebastine) during the “first pass” liver metabolism produce
metabolites, which are the main active compounds. Such
drugs generally have a slightly delayed onset of action,
and their effectiveness depends on functional status of
the liver and interactions with CYP3A4 inhibitors.

Cetirizine, a hepatic metabolite of hydroxyzine is not
activated in liver. Fexofenadine and desloratadine behave
similarly. Rupatadine is also a ready and very active sub-
stance blocking rH1 (and not only H1, see below), and addi-
tionally during its conversion desloratadine occurs, which
may be responsible for the prolonged time of its action. The
second generation drugs include cetirizine and loratadine,
which were the earliest synthesized and incorporated into
treatment, as well as azelastine, mizolastine, ebastine, lev-
ocabastine and rupatadine. Drugs referred to as “new AH”
are terfenadine and loratadine hepatic metabolites, which
are fexofenadine and desloratadine, respectively, while lev-
ocetirizine is more active L-enantiomer of cetirizine.

Rupatadine

Rupatadine is a first hybrid molecule introduced into
the therapeutics. It consists of two connected but func-
tionally distinct pharmacological subunits: one with high-
affinity to H1 receptor and the second one strongly 
blocking the receptor for PAF. This formula provides simul-
taneous blocking of both types of receptors within the
same target tissues and creates a theoretical basis for the
synergy of these two actions.

Pharmacokinetics

Rupatadine is an N-alkyl piperidine derivative. The
drug is well absorbed from the gastrointestinal tract, and
food has a minimal effect on Cmax. The maximum blood
concentration (Cmax) after single and multiple doses of
10 mg once a day is an average of 2.3 ng/ml after 0.75 to
1 h (Tmax) [20], Table 1. The half-life (T1/2) average value
in healthy volunteers is 6.2 h (4.3-14.3 h). In the elderly,
T1/2 is prolonged to 8.7 h. The drug is in 98% bound to
blood proteins. Its metabolism takes place mainly in the
liver by oxidation, hydroxylation and conjugation with
glucoronic acid, while CYP3A4 plays an important role.
The drug is mainly excreted in bile, approximately 35% is
excreted in the urine and 60% in the stool [20, 21]. One
of the less active metabolites of precursor material rupata-
dine is desloratadine, which can co-decide of its prolonged
action. Due to the participation of CYP3A4 in the metab-
olism of rupatadine, the drug should not be administered
concomitantly with inhibitors of this enzyme, such as
ketoconazole, erythromycin, and also grapefruit juice.
Azithromycin, which is also a macrolide antibiotic, does
not affect the pharmacokinetics of rupatadine.
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Rupatadine as an antihistamine

Rupatadine has a strong affinity to rH1. Research on
this indicator was performed on different models, labeled
with 3H mepyramine. Rupatadine showed similar affini-
ty to rH1 as loratadine and terfenadine on the guinea pig
cerebellum membranes [22], and on ovary cells of the Chi-
nese hamster, the dissociation constant Ki was 1.4 nM
for rupatadine and 1.6 nM for desloratadine, 9.4 nM for
levocetirizine and 40.3 nM for fexofenadine [23]. This
study indicates that rupatadine has a greater affinity to
rH1 because its Ki value is the smallest in comparison to
the other tested drugs. High affinity of the drug to rH1
means that in a comparable molar concentration (dose),
the drug effectively ensures the maintenance of the his-
tamine receptor in an inactive state (constitutive), with
relatively higher concentrations of histamine in the envi-
ronment. Rupatadine’s high affinity to rH1 was confirmed
in vitro using human umbilical vascular endothelial cells
(HUVEC) [22]. In a study conducted in the guinea pig
rupatadine showed a high selectivity for the peripheral-
ly located H1, occupying 70% of rH1 in the lungs, com-
pared with those located in the cerebellum, where it took
less than 10% of rH1 [24].

In in vitro studies on various models such as guinea
pig histamine-induced intestine [22], isolated mast cells
of animals provoked with an antigen, anti-IgE and non-
immunological stimuli [25-28] rupatadine showed sev-
eral times greater antihistamine activity than other AH
of the first- and second-generation. If the relative poten-
cy of rupatadine blocking was taken as unity, then to
induce this reaction, cetirizine required 23.7-fold higher
concentration, while other AH require many times high-
er concentrations, that is they were all weaker antago-
nists of rH1 (Table 2) [22]. In in vitro studies on guinea
pig intestine exposed to acetylcholine, serotonin and
LTD4, it was found that rupatadine does not block intes-
tine response to these substances. Rupatadine shows
no anticholinergic, and antileukotriene and antisero-
toninergic effect (although in other experiments, by sec-
ondary route, the drug may reduce production of LCT4).
Blocking of the first two systems is related to the induc-
tion of adverse effects [22].

Antihistamine activity of rupatadine has been demon-
strated on volunteers using two research models. Patients
with seasonal allergic rhinitis (SAR) underwent allergen
challenge in the Vienna chamber (Vienna Challenge
Chamber) and the drug significantly blocked SAR symp-
toms showing rapid onset of action [29]. In healthy vol-
unteers, rupatadine used in single doses ranging from
10 mg to 40 mg as well as in doses of 20 mg and 40 mg
for 7 days significantly inhibited the wheal and erythema
caused by intradermal injection of histamine [30]. In the
skin test model, the equivalent doses that cause similar
histamine-induced wheal blocking were 80 mg for rupata-
dine and 25 mg for hydroxyzine. 

Rupatadine as a platelet-activating factor inhibitor 

Platelet-activating factor (PAF) belongs to the inflam-
matory mediators secreted by many cells such as
eosinophils, mast cells, basophils, platelets, neutrophils
and alveolar macrophages after activation of immune
stimuli [31]. This mediator is involved in the pathogene-
sis of allergic diseases causing constriction and hyper-
activity of bronchi, increased vascular permeability and
eosinophils chemotaxis. It is detected in urticarial and

Table 2. The concentration of antihistamines expressed in
nM causing 50% inhibition (IC50 – inhibition concentration)
of guinea pig histamine-induced intestine contraction [22]

Antihistamine IC50 nM (95% CI) Relative potency *

Rupatadine 3.8 (3.1–4.6) 1

Chlorpheniramine 6.1 (4.6–8.0) 1.6

Ketotifen 21 (12–38) 5.5

Cetirizine 90 (58–140) 23.7

Clemastine 231 (136–391) 60.8

Hydroxyzine 276 (199–382) 72.6

Loratadine 286 (170–480) 75.3

Diphenhydramine 321 (212–485) 84.5

Terfenadine 362 (258–508) 95.3

*The concentration required to achieve an effect equivalent to the rupatadine
action 

Table 1. Pharmacokinetics of rupatadine as an example of
antihistamine used to eliminate short-term allergic symp-
toms and for chronic administration. On the basis of the
Product Characteristics and [25]

Parameter After a single dose After repeated 
(10 mg) administration administration

Cmax [ng/ml] 2.6 3.8

Tmax [h] 0.8 0.75-1.0

AUC0-24 h [ng/ml] 7.6 8.4

Protein binding [%] 98.5-99.0

The effect of the Minimal for drug and metabolites. 
food intake                   Main active ingredient – an increase 

of AUC of 23%

Metabolism Considerable hepatic metabolism 

Elimination half-life 4.6 5.9
T1/2 [h]

Cmax/AUC Linearity in the dose 
range 10-40 mg

Route of elimination 60.9% in the feces, 
34.6% in the urine

The effect of age                Without clinical significance

Abbreviations in the text
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psoriatic skin lesions, but it is not present in healthy skin.
Platelet-activating factor administered intradermally pro-
duces a wheal/erythema [32]. This model is used to test
anti-PAF activity of various chemical compounds. In stud-
ies using radioligand for PAF receptors performed on rab-
bit platelet membranes, rupatadine replaced selective
strong antagonist WEB-2086 in the binding with this
receptor. Rupatadine showed significant activity against
PAF (as stated at concentrations corresponding to thera-
peutic concentrations), which is only slightly smaller than
the model strong PAF receptor blockers, such as ginkolide
B [22]. In terms of anti-PAF action, rupatadine showed
greater activity than loratadine, cetirizine and fexofena-
dine [22]. Rupatadine activity against PAF has been
demonstrated in various research models, such as bron-
choconstriction induced by PAF [22], or cutaneous wheal
induced by PAF in dogs [33], in which rupatadine showed
greater activity than loratadine, cetirizine and levo-
cabastine. Using an animal model (dog), rupatadine
demonstrated peak activity after 4 h, and this was main-
tained, depending on the dose used for 1 h to 48 h [33].
The skin model, equal to achieving erythema after admin-
istration of PAF, was used in healthy subjects. Rupatadine
blocked erythema, while the dose of 80 mg worked much
better than the 10 mg dose as regards the erythema
blocked area and length of action [34]. Rupatadine activ-
ity against PAF was also studied in healthy volunteers ex
vivo in the platelet aggregation test [34]. Oral single dos-
es of 40 mg to 80 mg were subject to individual assess-
ment. Also in this test, the maximal blocking activity 
of rupatadine was demonstrated after 4 h, and ceased
after 24 h.

Anti-allergic and anti-inflammatory activity

Rupatadine, like all other second-generation AH,
beside research relating to the assessment of antihista-
mine and anti-PAF activity, has been widely tested to
determine its anti-inflammatory and anti-allergic action.
The blocking of degranulation of mast cells isolated from
the dog skin was determined to assess anti-allergic activ-
ity of rupatadine. The drug blocked the release of hista-
mine from these cells, subject to immunological and non-
immunological provocation [26-28]. Rupatadine, beside
histamine, also blocked the release of other mediators
such as leukotriene C4 (LTC4), tumor necrosis factor α
(TNF-α) from mast cells obtained from the rat peritoneal,
dog skin and the line of human mast cell [28, 35].

The next phase of studies included an assessment of
the impact of rupatadine on cells involved in allergic
inflammation. The drug blocked in vitro chemotaxis of
human eosinophils to eotaxin [36], neutrophils to PAF and
LTB4 [37]. The degree of rupatadine activity depended on
the applied dose and was greater than the activity of cet-
irizine, fexofenadine, mizolastine and loratadine [38].
Rupatadine blocked secretion of several proinflammato-

ry cytokines such as IL-5, IL-6, IL-8, TNF-α and GM-CSF
from activated human lymphocytes [39]. Rupatadine
blocked release of cytokine IL-6 and IL-8 from the HUVEC
activated by histamine [40]. The activity of rupatadine
was greater than that of desloratadine, levocetirizine and
fexofenadine [40]. Anti-inflammatory activity of rupata-
dine was also demonstrated in guinea pig ovalbumin-
sensitized bronchi. The drug blocked the eosinophils influx
in BAL fluid [41]. Nuclear factor κβ, which determines the
production of proinflammatory cytokines, is involved in
the inflammatory response. Rupatadine on HUVEC line
and on human alveoli, which were exposed to histamine,
blocked the increase of NFκβ activity. The blocking of NFκβ
activity was associated with reduced production of proin-
flammatory cytokines IL-6 and IL-8 [40]. Based on these
studies it can be stated that in addition to antihistaminic
activity rupatadine also has anti-allergic and anti-inflam-
matory action that results from blocking NFκβ. These char-
acteristics may be responsible for clinical efficacy, partic-
ularly in relation to chronic allergy (urticaria, chronic
rhinitis).

Clinical efficacy

Studies on pharmacokinetics, antihistamine activity,
anti-PAF, as well as anti-inflammatory and anti-allergic
action using different models in vivo and in vitro are an
extremely important first phase of the study on the anti-
histamine drug. But the best method of assessing the
drug is to perform a clinical double-blind, randomized,
placebo-controlled trial. Based on clinical studies that eval-
uated the clinical efficacy of different doses of rupata-
dine, researcher and patient preferences as well as safe-
ty, it was found that the dose of 10 mg administered once
daily should be considered as basic for adults [42, 43].

Allergic rhinitis 

Rupatadine efficacy was assessed in seasonal and
chronic allergic rhinitis (seasonal allergic rhinitis – SAR,
chronic allergic rhinitis – CAR). It is estimated that at least
50% of the symptoms of allergic rhinitis (AR) result from
the action of histamine. Efficacy of rupatadine was eval-
uated in comparison to placebo [43], cetirizine [44], lorata-
dine [34, 45], ebastine [46], desloratadine [21] and levo-
cetirizine [47]. All these drugs have clinical efficacy which
was wellproven in large clinical trials [48]. Studies sug-
gesting clinical efficacy are often experimental. Patients
undergo nasal allergen challenge or provocation in the
“Vienna chamber”. These studies have shown that rupata-
dine reduces allergen-induced resistance in the nose mea-
sured by acoustic rhinomanometry [49], and also reduces
nasal and ocular symptoms induced by allergen provo-
cation in the Vienna chamber [29]. In comparative clini-
cal trials, rupatadine was applied for 2-4 weeks at a dose
of 10 mg or 20 mg once daily in patients with SAR. Ten
milligrams of rupatadine acted like 10 mg of ebastine [46],
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10 mg of loratadine and 10 mg of cetirizine [34, 44, 45]. It
was found that rupatadine should be administrated at
a dose of 10 mg and not 20 mg, and moreover 10 mg 
of rupatadine is a better choice than loratadine [45]. 
In a 2-week single-center parallel-group non placebo-con-
trolled comparative study with 10 mg of rupatadine dai-
ly and 10 mg levocetirizine daily on 60 patients with SAR,
it was found that the overall symptom severity improve-
ment was significantly higher in the group receiving
rupatadine [47]. The same was related to the quality of
life estimated in a questionnaire (Rhinoconjunctivitis
Quality of Life Questionnaire – RQLQ), and also only in
case of rupatadine, a significant reduction of total
immunoglobulin E level and the number of eosinophils in
the blood was observed. In 2001, ARIA (Allergic Rhinitis
and its Impact on Asthma) report was published, accord-
ing to which there are two forms of AR: intermittent and
persistent or chronic [50]. Following this classification,
a study in which 543 patients with chronic rhinitis used
placebo or rupatadine of 10 mg/day and cetirizine 10 mg/
day for 12 weeks was performed [51]. Both drugs acted
significantly better than placebo, but with greater effica-
cy of rupatadine than cetirizine. Similar results were
obtained by other authors treating patients with CAR for
1 year [52]. Rupatadine proved to be an effective drug in
improving the clinical course of AR and positively influ-
encing patients’ quality of life. The same results were
obtained in studies conducted on Spanish patients with
AR, whose severity was assessed according to the ARIA
report [53].

Urticaria

According to the recommendations presented in 2009
in the EAACI/GA2LEN/EDF report (European Academy
Allergology and Clinical Immunology – EAACI, Global Aller-
gy and Asthma European Network – GA2LEN, European
Dermatology Forum – EDF), antihistamines are the first
choice in the treatment of urticaria. The report recom-
mends the use of second-generation drugs [54], which
should lead to complete control of clinical symptoms. The
same statement that AH which have hypnotic action are
dangerous to patients, can be found in the GALEN report
of 2010 [55].

Efficacy of rupatadine was determined in a number
of studies involving several hundred patients with idio-
pathic urticaria. A study which evaluated the efficacy of
doses of 5 mg, 10 mg and 20 mg showed that a dose of
5 mg does not decrease significantly the severity of
urticaria, in comparison to placebo [56]. Rupatadine at
doses of 10 mg and 20 mg used for 6 weeks significant-
ly reduced the pruritus and severity of urticarial wheals.
This effect appeared in the first week of treatment and
persisted throughout the study. The quality of life
assessed by the Dermatology Life Quality Index (DLQI)
has also improved [56]. Rupatadine at a dose of 20 mg
was more effective in controlling urticaria symptoms than

10 mg [56, 57]. What is more, rupatadine at a dose of
20 mg once daily also proved to be an effective drug for
the treatment of acquired cold urticaria [58].

In all clinical trials performed on patients with idio-
pathic urticaria or AR, rupatadine turned out to be a drug
rapidly disclosing its beneficial effects.

Safety and tolerability

Antihistamines are usually administrated for many
weeks and even months, that is why their safety associ-
ated with their use is just as important as clinical effec-
tiveness. Second-generation AH were thoroughly assessed
using different research methods, especially in regard to
their impact on the heart and CNS [48]. In clinical stud-
ies, tolerance of rupatadine was evaluated in compari-
son to placebo. In a large group consisting of 2025
patients treated with rupatadine compared to 1315
patients receiving placebo, it turned out that the drug was
well tolerated, and side effects were mild and moderate,
and included: somnolence (9.5% vs. 3.4% for placebo),
headache (6.8% vs. 5.6%) and fatigue (3.3% vs. 2.0%),
while general weakness, mouth dryness and dizziness
occurred in 1.5%, 1.2%, 1.0% of patients treated with
rupatadine, respectively, and in no-one from the placebo
group [47]. Rupatadine was similarly well tolerated as oth-
er AH of the second generation, such as loratadine, ebas-
tine and cetirizine [34, 44-46]. Safety of treatment with
rupatadine over 1 year in EMEA (European Agency for the
Evaluation of Medicinal Products) and ICH (Internation-
al Conference on Requirements for Registration of Phar-
maceuticals for Human Use) reports showed a good medi-
um-term tolerability of this drug [52, 59, 60]. The most
common, though rarely observed, side effects were
headache and somnolence.

Effects on the heart

Cardiotoxic action of terfenadine and astemizole pre-
sents as QT prolongation and arrhythmia in the form of
the so-called “twisting of the points” (torsades de pointes)
and ventricular fibrillation. Concomitant use of macrolide
antibiotics, ketoconazole or fluoxetine especially easily
led to this action. The arrhythmias were caused by block-
ing cardiac potassium channels (Ikr) [61]. Therefore, ter-
fenadine and astemizole were withdrawn from treatment,
and other AH underwent thorough research as reagrds
their effects on potassium channels and ECG. It turned
out that other AH in doses used and even many times
higher did not block the Ikr channels [61]. Rupatadine was
also subject to detailed studies on its effects on the heart.
Studies performed in animals did not reveal that very high
doses of 30 mg/kg administered intravenously and 
100 mg/kg administrated orally have changed ECG or
physical activity [62]. In vitro studies showed that for
blocking the gene (HERG, ether-a-go-go gene) responsi-
ble for human cloned potassium channel hKv1.5, con-
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centration of rupatadine needed would be 2000 times
greater than that achieved in human serum. In studies
conducted on 6450 people, young and elderly of both sex-
es, who used rupatadine for 2-4 weeks at doses ranging
from 2.5 mg to 80 mg, there was no significant effect on
the QT interval, regardless of whether the subjects
received the drug on an empty stomach or after a meal,
with alcohol, with erythromycin or with ketoconazole [34].
In the cross-over study strictly scheduled in accordance
with the ICH guidelines, conducted on 160 healthy vol-
unteers who used rupatadine at doses of 10 mg and
100 mg (that is 10-fold greater than the standard dose),
the heart rate-corrected QT interval has not changed sig-
nificantly, stated as a dangerous extension [63], in con-
trast to the positive control group using a model sub-
stance.

Effects on the central nervous system

Consensus Group on New Generation Antihistamines
(CONGA) recommends that the AH used in the treatment
of allergic diseases be devoid of sedation [64]. The con-
cept of “sedation” means a set of subjective symptoms,
such as propensity to fall asleep, decreased psychomotor
performance, which consists of reduced alertness and
ability to concentrate, and also reduced ability to memo-
rize. To evaluate the sedative effect of AH many different
tests are used [48], including quality of life questionnaires.
Rupatadine used in animals at doses up to 100 mg/kg
administered orally had no effect on EEG and motor activ-
ity [22, 24]. In humans, doses of 10 mg and 20 mg did not
worsen the psychomotor activity. In turn, the dose of
80 mg resulted in changes, such as 25 mg of hydroxyzine
[65]. Rupatadine at a 10 mg dose had no negative impact
on the drive test [66].

It may be stated that rupatadine is a second-genera-
tion antihistamine to be used once daily at a basic dose
of 10 mg. The drug has highly predictable pharmacoki-
netics, and its bioavailability is not substantially affected
by either food (though the concomitant consumption of
grapefruit juice is not recommended) or other drugs
metabolized in the liver, with the involvement of CYP3A4.
Beside a strong antihistamine effect, the drug is addi-
tionally an effective PAF antagonist, what increases its anti-
allergic activity and perhaps determines the anti-inflam-
matory action. The latter last activity measured by decline
in the influx of inflammatory cells to the organ affected by
allergic inflammation as well as a decrease of peripheral
eosinophilia and the reduction in IgE levels deserves spe-
cial attention and further in-depth studies. The drug very
quickly controls periodic symptoms of allergic rhinitis and
is highly effective in the long-term treatment of chronic
rhinitis and urticaria. The drug is safe, not cardiotoxic, does
not impair psychomotor or cognitive activity, and does not
reduce the concentration. The drug in recommended dos-
es is approved for use for drivers without restrictions.
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