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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.12

Two forms of SCIT are available for

Table 3
Selection criteria for immunotherapy
Inclusion criteria

Exclusion 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 symptoms to more than one allergen
•Severe or uncontrolled asthma (FEV

1
<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
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Seasonal allergic rhinitis (SAR) is the main 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
development 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 culprit 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 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.




