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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should therefore be withdrawn at least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.2

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.3 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. 

Antihistamines
Oral 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.4 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).5 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

Figure 2 

Classification of allergic rhinitis adapted from the ARIA 2001 guideline3

Figure 1

Seasonal prevalence of allergens causing SAR

Duration of
symptoms

Intermittent
<4 days/week
or
< 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

Persistent
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and
≥4 weeks at 
a time
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