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appropriate administration and
continuous use. To obtain maximum
benefit in children with established
seasonal symptoms it is important to
commence intranasal steroids 
2-4 weeks before the pollen season. 

Beclomethasone intranasal spray is
generally avoided as there is 44%
systemic absorption and a potential
impact on growth rate.12 

No growth retardation has been
observed in children treated with
fluticasone or mometasone, both of
which have 0.5% systemic absorption
and they are generally well tolerated.14
There are combination nasal sprays
containing a steroid and an
antihistamine (fluticasone propionate
and azelastine hydrochloride), licensed
for use in 12 year olds, which have
improved response rates.15 Nose
bleeds are a common side effect of
nasal spray administration and a small »

Table 3

Advice on avoidance measures 

Pollen

Reduce indoor pollen
•Keep windows closed
•Shower and wash your hair 
once you arrive home
•Change clothing on arriving home
•Avoid air drying laundry 
outside when pollen count is high

Reduce exposure when outside
•Apply a barrier balm in the nose 
and under the eyes to trap any pollen 
•Wear wraparound sunglasses

Note: Check the pollen count at 
metoffice.gov.uk 

House dust mite

Reducing dampness
•Open windows and ventilation
in kitchen and bathroom 
•Avoid drying clothes indoors
•Run central heating a few
degrees lower 
• If possible, use a dehumidifier
to keep humidity at 30-50% 

Reducing dust
•Damp-wipe surfaces weekly 
•Vacuum carpets and
upholstery twice a week
• If possible remove carpeting
from the bedroom 

Soft toys
•Wash soft toys at 60ºC. If not
possible then place in freezer for
at least 12 hours and then wash
at recommended temperature 

Bedding
•Air bedding before remaking
beds
•Wash bedding weekly at 60ºC 
•Replace pillows with new ones
every 6 months 
•Avoid sleeping in the bottom
bunk bed 
•Use house dust mite
impermeable covers for
mattresses and bedding

Pet dander

Indoor exposure
•Pets must be kept
outside the bedroom 
•Do not allow pets to 
sit on beds, sofas and
cushions
•Remove carpeting from
the bedroom
•Wash pet bedding
regularly on a hot wash
•Wash the child’s
bedding and any soft toys
regularly on a hot wash
•Wash hands after
touching a pet 
•Wash and groom pet
regularly

Outdoor exposure
•Avoid contact with
causative animals 
• If exposure is likely, 
take a non-sedating
antihistamine beforehand

percentage of children complain of a
bad taste. It is important that children
and parents are taught the
appropriate nasal spray technique 
to ensure optimum drug delivery. 
An illustrated guide on good nasal
spray technique can be found at:
www.bsaci.org/Guidelines/SOPs
Oral leukotriene antagonists: Oral
leukotriene antagonists (e.g. montelukast)
can be effective but are not superior to
intranasal steroids. They may work well
in a small percentage of patients with
asthma. Montelukast is licensed in
children who have seasonal allergic
rhinitis and asthma.
Nasal decongestants: These agents
relieve a blocked nose through
vasoconstriction. Evidence shows
optimal benefit when used with
antihistamines. Treatment with nasal
decongestants should always be
limited to a few days owing to a risk 

SPTs have a high negative predictive
value. Some studies in children have
shown that there is a small group
where SPT tests are negative despite 
a strong clinical history of seasonal
allergic rhinitis. However, nasal
provocation tests were positive for the
suspected allergen in these cases.10,11

MANAGEMENT
A holistic approach is necessary to
manage allergic rhinitis effectively. 
This involves education, preventative
measures, accurate diagnosis,
pharmacological treatment and, when
appropriate, desensitisation which may
require referral to an allergy centre.

The key to any management plan is
patient education. The patient and
parents should understand the
importance of symptom control as
adherence is pivotal. (For helpful online
resources see the Useful information
box, p15.) 

Avoidance 
Outdoor allergens such as pollens are
difficult to avoid but avoidance of
indoor allergens is easier. There are a
number of strategies to reduce
exposure, see table 3, right. 

Pharmacotherapy 
Overall, allergen avoidance is difficult
and symptoms can persist despite best
efforts. It is important to follow a
stepwise approach to treatment to
help alleviate symptoms and strict
adherence is advised, see table 4, p14. 

The following therapies are used in
the management of allergic rhinitis:12
Antihistamines: Oral antihistamines 
are considered as first-line treatment.
They can significantly improve quality
of life and rhinitis symptom scores.12

Topical eye-drop preparations 
such as olopatadine can be helpful 
in persistent eye symptoms. 

It is preferable to avoid 
first-generation antihistamines 
(e.g. chlorphenamine) because of 
their sedative effect.13 Long-acting, 
non-sedating antihistamines such 
as cetirizine and loratadine should 
be considered in the first instance.
Generally, it is important to emphasise
that children should take their
antihistamines regularly in order to
prevent exacerbation of allergic rhinitis.
However, in less persistent cases they
can be taken as required. 
Intranasal corticosteroids: These are
effective and safe. Corticosteroids may
take a couple of days to start having an
effect, around two weeks to achieve
optimum efficacy, and require


