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symptomatology, guided by allergy
testing, alongside nonsedating
antihistamines such as cetirizine or
loratadine. Continued symptoms
should be treated with regular intranasal
steroid spray. Anti-leukotrienes should
be considered early in children
presenting with multi-trigger wheeze.4

A holistic unified airway approach in
allergic respiratory disease optimises
both AR and asthma outcomes.
Asthma admission rates in children
with hayfever increase with higher
pollen counts.5 However, appropriate
rhinitis treatment with nasal steroids
or antihistamines can reduce 
the number of visits to A&E and

Table 2

Differential diagnoses for upper respiratory tract complaints in children, in likely order of increasing age of child
Differential
Tonsillar hypertrophy
Foreign body in young child

Glue ear
Acute/chronic rhino-sinusitis

Allergic rhinitis

Multi-trigger wheeze = asthma

Nasal polyps

Obstructive sleep apnoea

Septal deviation

History
Snoring, nasal speech
History or accessibility to small objects

Hearing loss, perforation
Purulent discharge, headache, posterior
discharge/drip/cough
Nasal blockage with itchy eyes, sneezing
and coughing, worsening with
environmental triggers
Coughing or difficulty in breathing in the
evenings/mornings, on exertion, in cold air
or allergen exposure
Nasal congestion with possible loss of
sense of smell, cystic fibrosis or aspirin
hypersensitivity
Snoring with episodes of apnoea, wakeful
nights, sleeping in day
Likely history of trauma

and other immune mediators which
result in immediate itching, sneezing
and mucus production. These early
phase mediators recruit eosinophils
and T-cells to the nasal mucosa,
resulting in swelling and nasal
engorgement.3

The Allergic Rhinitis and its Impact
on Asthma (ARIA) guidelines propose
a stepwise approach to the management
of AR.4 Guidance was developed to
determine patients’ severity of AR, and
algorithms designed (see box 1 and
box 2, p15). 

More specifically, allergen avoidance
measures should be instituted
according to seasonal or perennial

assocation with itchy eyes and clear
nasal discharge. 

Upper airway symptoms may be
caused by a multitude of inflammatory
and obstructive disorders, many of
which may present alongside AR in
children, see table 2, below. To manage
these symptoms optimally, the correct
cause or balance of factors must be
identified.

ATOPY
Atopy, a predisposition to allergy, 
is inherited. The immune systems 
of atopic children manufacture
immunoglobulin E (IgE) capable of
recognising specific allergens. 
In children with AR, IgE specific to
inhaled allergens is bound to the
surface of mast cells and basophils.
When exposed to the relevant
environmental allergen, these IgE
molecules cross link and cause the cell
to degranulate, releasing histamine

FIGURE 2
Pale swollen inferior turbinate with a narrowing of the nasal airway

‘A holistic unified
airway approach 
in allergic
respiratory
disease optimises
both allergic
rhinitis and
asthma outcomes’

Signs
Mouth breathing, hypertrophy/kissing tonsils
Visualise. To remove: parent blows through
other nostril with closed glottis
Middle ear effusion
Tender sinuses, purulent discharge, responds
to antibiotics
Mouth breathing, allergic salute, nasal crease,
allergic shiners, Morgan Denny’s folds, red
nasal turbinates, responds to nasal steroids
Wheeze on auscultation, poor peak flow or
air entry

Polyps (pale, mobile, boggy and insensible)
and possible signs of cystic fibrosis (weight
loss, chesty cough and salty sweat)
No specific signs

Deviated septum or cherry haematoma
(check patency)


