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Skin prick testing
should generally
be carried out in
a specialist clinic.
Results need to be
interpreted in the
context of the
patient's history

snou
the diagnosis
be made?

SEASONAL ALLERGIC
RHINITIS (SAR) IS A GLOBAL
HEALTH PROBLEM AND

'AFFECTS 20% OF THE UK
population. It is the main form of rhinitis
in children whereas in adults it accounts
for about a third of cases. SAR can have
a significant impact on patients' quality
of life. It can lead to non-attendance and
underperformance at school and work
and results in substantial NHS costs. In
children, it may affect GCSE results as
the grass pollen season coincides
with exams.

SAR is a risk factor for the
development of asthma' and chronic

patients
should
be referred?
rhinosinusitis which may be difficult to
treat. As the major burden of allergic
rhinitis is on primary care, GPs play a key
role in the management of these
patients.

DIAGNOSIS
The common presenting symptoms of
SAR are a runny or blocked, itchy nose
and sneezing. Itchy red, watery eyes,
itchy ears and throat and chest wheeze
may also occur A history of atopy and
family history of rhinitis are important
risk factors. Firstborn children and
immigrants are also at increased risk.

The most common allergic triggers

iZPUarethe
evidence-based
treatment options?
are grass and tree pollens. Allergy to
fungi (moulds) and weeds is less
common. Identifying the months of the
year when an individual is symptomatic
will help define the culprit allergen, see
figure 1, p28.

SAR needs to be differentiated from
non-allergic rhinitis (NAR). The latter is a
heterogeneous group of conditions
which includes eosinophilic,
autonomic/vasomotor, drug-induced,
hormonal and food-related rhinitis as
well as that related to systemic disease
e.g. immunodeficiency or Wegener's
granulomatosis. Nasal obstruction
may be a key feature of NAR. »
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Figure 1
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INVESTIGATIONS
If there is a clear recurring seasonal
history the diagnosis may be made on
the strength of the history. Skin prick
testing is an extremely useful tool in
differentiating SAR from NAR and
defining the culprit allergen(s). It is
particularly helpful if multiple allergens
with overlapping seasons are suspected
and in identifying patients for allergen
immunotherapy.

Skin prick tests are available in
specialist allergy, immunology and ENT
clinics, and in some instances in primary
care. Skin prick tests need to be
interpreted in the context of the
patient's history as they may produce
false-positive results. Around 15% of
patients will not have symptoms on
exposure to the identified allergen. Skin
prick tests may also be uninterpretable if
the patient is on antihistamines and they
should therefore be withdrawn at least
48 hours before skin prick testing.
Topical steroids and tricyclic
antidepressants also affect results.

Specific IgE tests for suspected
allergens can be performed if skin tests
are not available. A positive igE test to
an allergen does not necessarily mean
that clinical allergy is present, it may
reflect sensitisation of the immune
system. Although, in general, specific IgE
tests have a high negative predictive
value they are less sensitive than skin
prick tests for grass pollen and moulds.̂
It is therefore advisable to refer cases
where there is a strong clinical suspicion,
but a negative IgE result to a specific
allergen, to an allergy clinic for
evaluation.

Non-conventional allergy tests e.g.
Vega testing, hair analysis, kinesiology
and specific IgG testing are not
recommended as there is insufficient
scientific evidence of efficacy, and lack
of standardisation and reproducibility.
Similarly, allergy testing by untrained
individuals is not recommended as
results need to be interpreted in the light
of the clinical history.

Sensitisation to multiple allergens has
become increasingly common so
individuals may be symptomatic across
seasons. ARIA (Allergic Rhinitis and its
impact on Asthma) has published a new
classification for rhinitis based on the
severity of symptoms, see figure 2,
below.̂  It is a useful guide to assessing
severity of rhinitis and tailoring
treatment to the patient.

TREATMENT
Allergen avoidance
This is the first step in the management
of any allergic rhinitis. Although it is
often not possible to avoid allergen
exposure completely, the allergen load
may be reduced by taking appropriate
measures, see table 1, opposite.

Figure 2

Antihistamines
Qral non-sedating antihistamines are
recommended as first-line treatment for
mild SAR and will help alleviate itching,
sneezing and eye symptoms. A meta-
analysis showed that antihistamines
improved total nasal symptom score
(TNSS) by a mean of 7% more than
placebo.** A recent randomised, double
blind placebo-controlled trial in adults
with SAR showed improvement in
Total-5 Symptom Score (sum of
rhinorrhoea, sneezing, nasal congestion
and nasal and ocular pruritus) with
levocetirizine 5 mg OD for 2 weeks
(P<0.01: n=577).̂  Higher doses e.g.
cetirizine 20 to 30 mg per day may be
necessary in moderate to severe SAR.
Topical nasal antihistamines and/or
antihistamine eye drops may also be
used but their effects are obviously
confined to the area of application and
they are usually less well tolerated than
oral treatment.

Intranasal corticosteroids
Intranasal corticosteroids should be
used in moderate to severe forms of
SAR and also in mild forms where
treatment with antihistamines has failed.
They have been shown to reduce

Ciassification of aiiergic rhinitis adapted from the ARIA 2001 guideiine'

Duration of
symptoms

Intermittent
<4 days/week
or
< 4 weeks at
a time

Persistent
>4 days/week
and
> 4 weeks at
a time

Mild
• Normal sleep
• Normal daily
activities
• No problems at
school or work
• No troublesome
symptoms

Moderate - severe
One or more of the
following:
• Disturbed sleep
• Daily activities,
sport, leisure
affected
• Problems at
school or work
• Troublesome
symptoms

thepractitioner.co.uk



Useful measures to reduce exposure to allergens
Allergen Avoidance behaviour
Polien • Avoid areas with lots of pollen e.g. parks, woods

• Avoid being outside when grass is being mowed
• Avoid going out in the middle of the day when the pollen
count is high
• Keep car windows closed and use air conditioning
• Close bedroom windows in the early evening
• Bring washed clothes in before they get coated by pollen
in the evening
• Wear wraparound sunglasses
• If possible, plan holidays by the sea or overseas during
peak pollen season
• Shower and wash hair after coming home at the end of
the day

Moulds Avoidance can be difficult
• Improve ventilation
• Reduce humidity
• Apply bleach to affected areas if indoors
• Avoid compost heaps

Table 2

Key elements of good nasal spray technique
1 Tilt the head forwards
2 Shake the nasal spray and open the cap
3 Use the right hand to spray the left nostril and vice versa
4 Point the nozzle towards the outer side of the nostril (avoid the nasal
septum)
5 Squirt the spray and repeat the same technique changing the direction
slightly
6 Repeat with the other nostril

A stepped approach for treatment of SAR

Mild intermittent Moderate to severe
Intermittent

Mild persistent Moderate to severe
persistent

Immunotherapy

Local chromone

Intranasal steroid

Oral or local non-sedating antihistamine

Allegen avoidance

symptoms of rhinitis by about 17% more
than placebo." Clinical improvement
may not be apparent for a few days, and
maximal effect occurs after two weeks.
Hence treatment should be started two
weeks before the allergen season
begins.'' Lack of response to intranasal
corticosteroids is often the result of poor
technique. It is important to give
appropriate training in the use of nasal
sprays, see table 2, below. The principle
is to target the turbinâtes and avoid the
nasal septum.

There are no major differences in
terms of efficacy between different
corticosteroid preparations
(beclometasone, budesonide,
fluticasone and mometasone) but the
systemic absorption is modest with
budesonide and high with beclometasone.

A meta-analysis of randomised double
blind placebo controlled trials evaluating
efficacy of mometasone furoate nasal
spray (MFNS) in allergic rhinitis showed
significant reduction in TNSS with MFNS
compared with placebo (p <0.00001;
n=2,998).'

Long-term growth studies in children
using fluticasone, mometasone and
budesonide (but not beclometasone)
have been reassuring.*' ''•'° Systemic
steroid absorption could increase with
use at multiple sites. Hence, it is
advisable to monitor growth in children
treated with topical steroid preparations
at different sites such as the nose, skin
and lungs."

Other treatments
Nasal douching: Nasal douching with
saline reduces rhinitis and can be used as
an additional therapy. It is a safe and
inexpensive treatment. An isotonic
solution (1 teaspoon of salt and a pinch
of sodium bicarbonate in 500 ml of
cooled boiled water) should be used.
The simplest way is to sniff up the
solution from cupped hands.
Alternatively, a syringe or other nasal
douching devices can be used.

Topical anticholinergics: Ipratropium
bromide nasal spray is effective in
patients whose main symptom is a
runny nose but has no effect on other
nasal symptoms. It can be used as an
additional treatment alongside
intranasal steroids.

Systemic corticosteroids: These are not
usually required in SAR but a short
course may be used in severe cases
when conventional treatment has failed
or relief is needed for a specific occasion
e.g. an exam or wedding. In adults,
prednisolone at a dose of 0.5 mg/kg »
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Seasonal allergic rhinitis (SAR) is the nnain form of
rhinitis in children whereas In adults it accounts for about
a third of cases of rhinitis. It is a risk factor for the
developnnent of asthma and chronic rhinosinusitis. The
most common allergic triggers are grass and tree pollens,
allergy to fungi (moulds) and weeds is less common.
Identifying the months of the year when an individual is
symptomatic will help define the culprit allergen.

If there is a clear recurring seasonal history the
diagnosis may be made on the strength of the history.
Skin prick tests are available in specialist clinics and are a
useful tool in differentiating SAR from non-allergic rhinitis
and defining the culpnt allergen(s). Specific IgE tests for
suspected allergens can be performed if skin tests are not
available. A positive specific IgE test to an allergen does
not necessarily mean that clinical allergy is present, it may
reflect sensitisation of the immune system. Although, in
general, specific IgE tests have a high negative predictive
value they are less sensitive than skin prick tests for grass
pollen and moulds.

Allergen avoidance is the first step in the management
of any allergic rhinitis. Oral non-sedating antihistamines
are recommended as first-line treatment for mild SAR,
higher doses may be necessary in moderate to severe
SAR. Intranasal corticosteroids should be used in
moderate to severe forms of SAR and also in mild forms
where treatment with antihistamines has failed. There are
no major differences in terms of efficacy between
different corticosteroid preparations. Long-term growth
studies in children using fluticasone, mometasone and
budesonide (but not beclometasone) have been
reassuring.

Patients should be referred to an allergy clinic: if diagnosis
is unclear; there is failure to respond to optimal
symptomatic treatment; frequent prescription of oral
corticosteroids is needed; or the impact of the condition
on daily activities warrants consideration of allergen
immunotherapy.

Allergen immunotherapy involves repeated oral or
subcutaneous administration of an allergen overa period
of three to five years with the aim of inducing tolerance to
the allergen. It can change the natural course of the
disease and potentially induce long-term remission. It is
highly effective in patients who are allergic to a single
allergen and should be considered in people in whom
optimal symptomatic treatment has failed.

Table 3
Selection criteria for immunotherapy
Inclusion criteria • Severe allergic rhinoconjunctivitis with evidence of

IgE-mediated allergy i.e. positive skin prick test or
specific IgE to appropriate allergen
• Symptoms poorly controlled on optimal symptomatic
treatment i.e. intranasal steroids plus antihistamines
• Patient is willing to accept the risk of local and
systemic reactions and
• Patient shows commitment to long-term treatment
requiring numerous visits to hospital
• Significant symptomsTo moreTHañ^óñe allergenExclusion criteria

Severe or uncontrolled asthma (FEV^ <70% predicted)
• Other comorbidities which may increase the risk of
systemic reactions or make treatment of anaphylaxis
difficult e.g. severe coronary artery disease
• Pregnancy and breast feeding are relative contra-
indications and immunotherapy is not generally
recommended during this period
• Beta-blockers and tricyclic antidepressants may
interfere with the use of adrenaline. It is recommended
that these drugs are changed to an alternative prior to
immunotherapy
• Age <5 years

for 5 days may be used. Injectable
corticosteroids are not recommended
because of their poor risk/ benefit
profile.

Chromones: Sodium cromoglycate and
nedocromil have weak benefits for
allergic rhinitis. They are generally safe
and well tolerated and may be useful in
children and adults with mild and
intermittent symptoms. Chromone eye
drops are useful in conjunctivitis as
topical therapy.

Leukotriene receptor antagonists:
Montelukast is safe and well tolerated
but has limited efficacy for allergic
rhinitis. It may be used to treat SAR in
children and adults who cannot tolerate
oral antihistamines. In children with SAR
and asthma, it may be used to treat
asthma in those where use of inhaled
corticosteroids is not feasible.

Nasal decongestants: These drugs
may be used in patients with nasal
congestion but should only be used
briefly for <10 days to prevent rhinitis
medicamentosa.

A stepped approach to treatment of
SAR is shown in figure 3, p29.

REFERRAL TO SPECIALIST CARE
Patients should be referred to an allergy
clinic if:
• diagnosis is unclear
• there is failure to respond to optimal
symptomatic treatment
• frequent prescription of oral
corticosteroids is needed

• the impact of the condition on daily
activities warrants consideration of
allergen immunotherapy

Allergen immunotherapy
Allergen immunotherapy involves
repeated oral or subcutaneous
administration of an allergen over a
period of three to five years with the aim
of inducing tolerance to the allergen. It
can change the natural course of the
disease and potentially induce long-
term remission. It is highly effective in
patients who are allergic to a single
allergen and should be considered in
people in whom optimal symptomatic
treatment has failed. Selection criteria
are listed in table 3, above. Allergen
immunotherapy has not been evaluated
by NICE and both availability and
funding arrangements may vary across
the UK.

Subcutaneous immunotherapy (SCIT):
SCIT has been used in the UK since the
beginning of the last century but its use
was curtailed in the 1980s because
deaths from anaphylaxis, mainly in
patients with asthma, were reported.

In the past decade immunotherapy
has resurfaced as a safer option with
more standardised allergen preparations
and more stringent selection criteria.
Cochrane meta-analysis of double blind
randomised placebo controlled trials has
shown significant reduction in symptom
scores in the immunotherapy group
(p<0.00001) with relatively low risk of
severe adverse events.̂ ^

Two forms of SCIT are available for
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grass and tree pollen, a preseasonal
form and an all-year-round form. The
former is licensed in the UK and involves
administration of six doses, one to two
weeks apart, preseason for three years.
The latter is available to registered
hospitals and a typical regimen
comprises subcutaneous injections of
incremental doses of allergenic extract
on a weekly basis for the first 16 weeks
followed by maintenance injections six
weekly for a total period of three years.
Clearly, considerable commitment is
required from patients.

Adverse effects from SCIT include
local injection site reactions. There is also
a risk of systemic reactions and
anaphylaxis. Hence administration in a
hospital setting with resuscitation
facilities is recommended. Patients need
to be observed for an hour after injection.'̂

Sublingual immunotherapy (SLIT): This
also has benefits for SAR with a
systematic review showing significant
improvements in symptom score and
use of rescue medication, compared
with placebo (p<0.00001)."' A sublingual
tablet form for grass pollen is licensed in
the UK, The Scottish Medicines Consortium
did not, however, recommend its use
within Scotland because of a lack of
sufficiently robust economic analysis.
Funding constraints may therefore
apply and if prescribed, treatment is
normally initiated by hospital physicians.
The allergen extract is taken daily with
the first dose under medical supervision.
It is debated whether it should be used
continuously or preseasonally. Local oral
reactions are common with SLIT but
systemic reactions are rare. Compliance
may also be an issue. There are very few
clinical trials analysing immunotherapy
with fungal extracts and this is not
routinely used in the UK.

CONCLUSION
The prevalence of allergic rhinitis is
increasing and in addition patients may
have a wider range of allergies than in
the past. The burden of SAR should not
be underestimated and in the UK
patients suffering with allergic rhinitis
perceive their symptoms as being more
severe than their doctors grade them.'̂
Appropriate patient education,
management and referral to an allergy
clinic could help address this issue.
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Useful information

For healthcare professionals
BSACI
www.bsaci.org

For patients
Allergy UK
www.allergyuk.org

NHS choices
www.nhs.uk/livewell/Allergies/Pages/
Allergieshome.aspx

Patient UK
www.patient.co.uk
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