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Introduction

Allergic rhinitis (AR) 1s a symptomatic chronic inflammatory condition of the nasal mucosa
triggered by IgE-mediated hypersensitivity reactions to allergens. It affects up to 40% of children
and is often under diagnosed and undertreated. This parameter provides a structured clinical

approach for pediatricians in India to diagnose and manage AR effectively.



1. Clinical Diagnosis of Allergic Rhinitis

A. Symptoms and Signs

Category Clinical Features
Paroxysmal sneezing, clear  bilateral
Nasal thinorrhea, nasal congestion/block, nasal
itching
Ocular Watery eyes, conjunctival injection
Systemic Fatigue, irritability, sleep disturbance
S Allergic salute (upward nose rubbing), allergic
gape (mouth breathing)
Allergic shiners, Dennie-Morgan lines, pale
Physical Signs hypertrophied turbinates, transverse nasal

crease

These hallmark features guide the clinical suspicion and initial diagnosis of AR.

I1. Diagnostic Algorithm

1. Clinical Suspicion

o History: seasonal/perennial symptoms, family history of atopy

o Symptoms: sneezing, itching, rhinorrhea, nasal block

o Signs: Allergic shiners, crease, mouth breathing

2. Rule Out Differentials

o Consider non-allergic rhinitis, adenoid hypertrophy, sinusitis, foreign body in

unilateral discharge

3. Use of Visual Analog Scale (VAS)

o A 10-cm scale from 0 (no symptoms) to 10 (worst symptoms) to assess severity

4. Optional Investigations (especially in persistent/severe or atypical cases)




o Skin prick testing or serum-specific IgE
o Nasal cytology (if available)

o Imaging (rarely needed unless complications suspected)

III. Classification of AR Severity

Severity Criteria

Mild Normal sleep, daily activities unaffected
Moderate-Severe Disturbed sleep, impaired school/activities
Duration Definition

Intermittent <4 days/week or <4 consecutive weeks
Persistent >4 days/week and >4 consecutive weeks

2 or more symptoms suggestive of allergic rhinitis > 1 hour far most of the days
+/- supportive evidence for allergy*
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*SUPPORTIVE EVIDENCE OF ALLERGY
* Nasal smear eosinophils >5/HPF
* Allergen specific IgE testing ( either skin prick test or Invitro specific IgE for
specific antigen test)




IV. Management Algorithm

Step 1: Non-Pharmacologic Measures (First-line for all patients)

Trigger |Avoidance Measures

Dust mites||Allergen-proof covers, frequent washing of bedding
IPOH ens |Keep windows closed, limit outdoor exposure

|Pets Limit indoor exposure, avoid pet bedding contact
.Irritants Smoke-free home, avoid incense sticks

e Saline Nasal Irrigation: Adjunctive option; use only sterile/distilled water; safe in older

children.

Step 2: Pharmacologic Therapy Based on Severity

INTRANASAL ORAL/NASAL LTRA IPRATROPIUM NASAL
STEROID ANTIHISTAMINE DECONGESTANT

RHINORRHEA 4+ ++ + +4++

SNEEZING 4+ LI +

ITCHING F4++ e +

NOSE BLOCKAGE 44+ q ++ +++

EYE SYMPTOMS ++ S ++

Mild Intermittent

e Oral antihistamines (2nd generation preferred e.g.. cetirizine, loratadine)

o Leukotriene receptor antagonist (optional)



Moderate-Severe Intermittent OR Mild Persistent

e Add Intranasal corticosteroids (INS)

Moderate-Severe Persistent

Educate on correct spray technique

Preferred agents: fluticasone, mometasone, budesonide

e INS + oral antihistamines + leukotriene receptor antagonist

e Continue treatment for 3—12 months; reassess periodically
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- Effective against
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- Low systemic
absorption, safe
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NOTE: right technique to use intranasal steroid

septum

this

Step 3: Allergen Immunotherapy

Indicated mn:

e Children >5 years

Confirmed allergen sensitivity

Inadequate control with pharmacotherapy

Preference for sublingual immunotherapy (SLIT) due to safety profile

Duration: 3-5 years

Step 4: Surgical Options (For select refractory cases)

¢ Adenoidectomy
e Turbinoplasty

¢ Endoscopic sinus surgery (if chronic sinusitis)

V. Follow-Up and Monitoring



Component Recommendations
Every 4-6 weeks using Visual Analog Score
Symptom Reassessment
(VAS)
Medication Tapering Titrate INS to lowest effective dose
Long-term INS Use Safe for 3—12 months; reassess annually
Comorbidity Screening Asthma, sinusitis, OSA at every visit
VAS
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- A 10-cm scale used to subjectively assess symptom severity (0 = no symptoms; 10 = severe

symptoms).

VI. Complications to Monitor
Primary

¢ Asthma exacerbation
e Chronic rhinosinusitis
e Otitis media with effusion

e Obstructive sleep apnea (OSA)

Secondary




o Dental malocclusion (due to chronic mouth breathing)
e learning or attention deficits

e Decreased quality of life

VII. Education and Counseling

e Educate families about chronic nature, importance of compliance, and environmental
control.
e Address parental concerns about steroid use—emphasize safety of INS.

o Encourage smoke-free environments and discourage indoor pollution.

Flowchart: Algorithmic Management of Pediatric Allergic Rhinitis

Clinical suspicion - Evaluate symptoms & signs
1

Rule out other causes — Confirm with VAS + investigations
l

Classify (Intermittent/Persistent + Severity)

1

Non-pharmacoclogic therapy (allergen avoidance + saline
irrigation)
1
| Mild | Moderate-Severe
Antihistamines - INS + Antihistamines + LTRA
l 1
Good control? Good control?
| Yes | No

Continue 3-12 mo Consider Immunotherapy (age >5)



l {

Annual Review Surgical options 1f refractory

1

Monitor for comorbidities and complications

VIIL. Practical Tips for Intranasal Steroid Use

e Blow nose before use

e Lean head slightly forward

e Spray directed away from septum
e Avoid sniffing forcefully

¢ Rinse nozzle after each use

Conclusion

Allergic rhimitis 1 children requires a holistic, stepwise approach combining environmental
control, pharmacologic therapy, immunotherapy when indicated, and regular follow-up.
Pediatricians should tailor treatment based on symptom severity and duration, while ensuring

family education to optimize long-term outcomes.
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