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record in children over six months of
age, this tends to be our first choice,
usually once daily. 
Nasal sprays: Children with persistent
symptoms despite first-line treatment
require a nasal steroid spray, in addition,
to reduce their chronic nasal congestion.

Nasal sprays containing a
combination of nasal steroid and
antihistamine (azelastine hydrochloride
and fluticasone propionate) have
recently received a licence for patients
from 12 years of age and data on their
effectiveness is very encouraging.

Parents often ask whether steroid
use may risk limiting their child’s
growth potential. Whereas intramuscular
and oral corticosteroids are established
as risk factors for growth limitation,
long-term follow-up studies with nasal
sprays such as once daily fluticasone
furoate, mometasone, beclometasone
and budesonide show no impact on
growth, making these the best choice. 

Decongestants are known to cause
vasoconstriction of the nasal blood
vessels thereby decreasing nasal
congestion. However, their use should
be limited to three to five days at a time
because of the rebound congestion
effect (rhinitis medicamentosa) which
follows longer regular use.8

This patient’s eye symptoms may
best be controlled using an eye drop
preparation such as olopatadine
although nasal sprays also have a
positive effect on conjunctival symptoms.

Indications for immunotherapy
Where continuing deterioration
presents a challenge and allergic
symptoms remain uncontrolled,
patients should be referred to a
specialist allergy service to be
considered  for immunotherapy.

CASE TWO
A 13-year-old boy comes with his
father to your practice, describing
symptoms of nasal blockage, itchy
eyes and coughing. He has stopped
playing cricket in the summer and is
starting to take the bus to school
rather than cycle because he can no
longer see when making his way
through the local park. His morning
antihistamine chlorphenamine did not
seem to be working and so he had
stopped taking it.

He was previously prescribed a
salbutamol inhaler for viral-induced
exacerbation of asthma, however
stopped using his beclometasone
because he felt it afforded no benefit.
He currently coughs when running
around and uses his salbutamol three »

Table 4

Standardised advice for dust avoidance in accordance
with the British Society for Allergy and Clinical
Immunology
These recommendations progress from easy measures to
more involved steps, which should be applied to the household
where possible. Subjects may respond at differing levels of
avoidance.

Step 1: Reduction of dampness
• Open windows and ventilation in kitchens and bathrooms
after cooking and bathing
• Avoid drying clothes indoors
• Air bedding before remaking beds
• Run central heating a few degrees lower

Step 2: Prevent dust build up
• Use enclosed storage for clothes
• Restrict areas where dust may settle, e.g. cabinets and
wardrobes
• Regularly wipe surfaces where dust settles with a damp
cloth
• Regularly wipe window blinds
• Vacuum soft furnishings and carpets, replacing collection
bags regularly
• Vacuum mattresses every two weeks

Step 3: High temperature washing
• Choose fabrics which sustain washing at 60ᵒC which will
kill dust mites
• Wash bedding fabrics at 60ᵒC every two weeks 
• Wash curtains at 60ᵒC

Step 4: Bedding and soft toys
• Replace pillows with new ones every six months
• Replace blankets with duvets made of synthetic material
• Cover all dust sensitised child’s mattresses, duvets and
pillows with microporous membrane covers and wipe clean
when bedding changed
• Reduce number of soft toys around bed area
• Put soft toys in freezer once per month for six hours to kill
dust mites

Step 5: Carpets
• Replace carpets with linoleum/vinyl flooring or cork/wood
boards without cracks
• Choose short pile synthetic carpets
• Wash rugs at 60ᵒC

Step 6: High efficiency vacuum cleaners
• Consider buying a high efficiency vacuum cleaner for
floors, carpets, soft toys and furnishings

Step 7: Replace home furnishings
• Replace woven seat covers and material sofas with cane,
canvas and leather-like covers

to four times on an average schoolday.
He requests repeat prescription for
the salbutamol every two months over
the summer season.

On examination, he mouth breathes
during the consultation and has
swollen red nasal turbinates with mucus
on nasal inspection, see figure 2, p14.
He has no added sounds on his chest
today, although his peak flow is on the
low side for his athletic build. His
father wishes him to have allergen
immunotherapy to cure his allergies,
which he had received as a child
himself, because he was hoping to
compete for the county cricket side.

Discussion points
Antihistamines: Many children take
sporadic chlorphenamine because of
its ease of availability over the counter.
However, it remains a poor choice
beyond the nursery years because of
its sedating effect in children who
often already have sleep disturbance.
In this case, a regular nonsedating
antihistamine should be instituted
along with a nasal steroid spray
because of the extent of his symptoms.
Inhaler technique: This young man
has a history of poorly controlled
asthma and requires an assessment of
his inhaler technique. Beclometasone,
at least 200 µg/day, is likely to be
required for adequate asthma control,
and should be prescribed alongside
salbutamol and a spacer device. The
difference in technique required for
nasal and inhaled steroid devices
should be carefully explained, see
figure 4, opposite. 
Immunotherapy: Insufficient
improvement in AR symptoms with
long-acting antihistamines and
regular nasal steroid application
necessitates referral to a specialist
centre, especially where asthma is
causing further impact. By gauging 
his response to therapy around the

‘Sublingual
immunotherapy
is a relatively
new development
with proven
efficacy 
and a good
safety profile’


