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He rubs his nose throughout the
consultation and on examination he
has mild facial eczema, allergic shiners,
Morgan Denny’s folds and visible nasal
crease, see figure 1, p13. He speaks 

Table 3

Distinguishing seasonal from perennial aeroallergen exposure
Type of AR
Seasonal

Perennial

Aeroallergen
Trees
Grasses
Dust mite

Mould spores

Domestic animals

Time of year
Spring (March–June)
Summer (April–September)
All year (symptoms may be
worse in winter)
All year (symptoms may be
worse in winter)
All year (symptoms may be
worse in winter)

Box 1

Classification of allergic rhinitis according to ARIA guidelines4

Intermittent symptoms
• < 4 days a week or
• < 4 weeks

Persistent symptoms
• ≥4 days a week and
• ≥4 weeks

Mild symptoms
• Normal sleep
• Normal daily activities,
sports and leisure
• Normal schoolday
• No troublesome symptoms

Moderate/severe symptoms
One or more of:
• Abnormal sleep
• Impairment of daily
activities, sports and leisure
• Problems at school
• Troublesome symptoms

Box 2

Stepwise management of allergic rhinitis adapted from ARIA guidelines4

Consider
immunotherapy

Symptom
severity

Leukotriene receptor
antagonist e.g. montelukast

Intranasal corticosteroid 

Allergen avoidance and oral nonsedating
antihistamine e.g. cetirizine, desloratadine

hospital admissions for wheeze.6

Temporal patterns of rhinitis
exacerbation give clues as to the most
important aeroallergens implicated, see
table 3, below.Seasonal AR, or hayfever,
occurs when levels of allergens (tree
pollens, grass pollens, weeds or fungi)
are elevated. In the UK, tree pollen
allergy predominates throughout the
spring, whereas those affected by grass
pollen allergy may find their symptoms
increasing over the summer months. 

In contrast, perennial AR symptoms
are the result of exposure to house
dust mites, animals and moulds.
Children who are allergic to these often
find the winter more troublesome as
they spend more time indoors and the
central heating regularly disperses
these household allergens.

Advice on avoidance will depend on
specific triggers, see table 4, p17. 
It is important to note that children with
perennial and fluctuating symptoms
may well be allergic to both pollens
and dust mite allergens, demonstrating
acute on chronic exacerbations over the
warmer months.

CASE ONE
An eight-year-old boy is brought into
your surgery by his mother, describing
alternating nasal discharge and
congestion even between viral upper
respiratory tract infections. 

The symptoms are particularly
troublesome over the winter, in warm
environments and in the evenings, with
constant nasal congestion, tickling
cough and rubbing of his eyes and skin.
He often sneezes repeatedly on
waking. 

You note that you have previously
prescribed a salbutamol inhaler when
he was unwell with a viral upper
respiratory tract infection. On further
questioning, his mother reports that he
does not cough or get short of breath

outside the house. However, his nose
streams clear fluid when he visits his
grandparents’ house and his symptoms
were particularly marked during a
recent stay in a hotel. 

‘Dust mite
sensitisation is
also an early
hallmark of
developing other
allergic disorders,
especially 
later asthma’


