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Rhinitis

A symptom complex including two or more of :

• Nasal itching

• Sneezing

• Rhinorrhea

• Nasal blockage



Allergic Rhinitis

• A global health problem 

• The commonest immunological disorder in man!

• IgE- mediated

• Caused by sensitization to inhaled allergens

• A prevalence of 20-30% in children

• In children, may reduce quality of life!



AR may 

affect contiguous organs such as sinuses, ears and chest and cause :

• Sleep problems

• Reduced school/work performance

• Family difficulties

• Decreased involvement in outdoor activities.



AR 

• Predisposes to asthma

• Reduces the control of concurrent childhood asthma

• Increasing likelihood of

➢hospitalization, 

➢physician visits, 

➢asthma drug costs

➢use of short-acting beta agonists

➢use of oral corticosteroids



Upsurge in AR in the past 50 year 

• Increased incidence due to changes in: 

❑ Environment

❑ Diet 

❑Microbiome 



Natural history of allergic rhinitis

• The incidence of allergic sensitization and allergic (mostly seasonal) 
rhinitis is very low in the first two years. 

• Data suggest that very few infants and toddlers develop allergic-type 
symptoms during any pollen season before the third year of life.

• 2 years of environmental allergen exposure seem to be needed 
before allergic sensitization can be observed by specific serum IgE
measurement.

• The percentage of new cases with seasonal AR increases between the 
ages of 3 and 12 years at a constant rate of ~2% per year.



Risk factors

• Family history of atopy

• Female gender

• IgE > 100 before age 6

• Early life exposures

• Maternal smoking

• Heavy exposure to indoor allergens

• Particulate air pollution

• C/S in children with parental history of allergies

• Elevated anticockroach and antimouse IgE between the age 2 and 3

• Reduced diversity of the intestinal microbiota

• ≥ 3 rhinorrhea episode in the first year of life→ AR in 7 ys of old



Decreased risk

• Increased number of siblings

• Grass pollen counts

• Farm environment

• Mediterranean diet



AR Etiology & Classification



Pathogenesis



Diagnosis

• AR is diagnosed by:

- a detailed history 

- supported by examination of the patient as a whole

- examination of the nose

- allergen-specific IgE.



History

• The frequency of common colds in childhood means that AR may be 
misdiagnosed or ignored!

• Where and when nasal symptoms occur

• Exacerbating factors

• Relieving factors

• Other symptoms particularly those of asthma, eczema, ENT problems and 
food allergy 

• Any effects on sleep and quality of life

• A history or family history of allergic disease and/or immune problems

• A review of treatments taken and their efficacy



• Accompanying eye symptoms in more than 60% of children

• Often poorly recognized as allergic 

• Between one and two thirds of them have severe persistent 
symptoms, affecting their daily life.









Clinical Manifestations





AR Comorbidities 

• Many have eczema in infancy.

• About half of the patients with severe persistent AR have wheezing 
episodes. 

• In young children, as in adults, a progression from rhinitis to wheezing 
can be frequently found and underlies the importance of treating 
both sides of allergic inflammation to achieve disease control.

• Rhinitis in childhood is a strong predictor for adolescent-

and adult-onset asthma. 



Differential Diagnosis Algorithm



Lab tests

• Skin tests

- Inexpensive

- Sensitive 

- Minimal risk and discomfort

• Serum immunoassays for sIgE

- Dermatographism or extensive dermatitis

- Mast cell interfering medications

- High risk for anaphylaxis

- No optimal cooperation



Treatment

• Mild, intermittent ( primarily rhinorrhea or sneezing): 

- Non-sedating oral or topical intranasal antihistamine – as needed

• Significant component of nasal congestion:

- Intranasal steroid, antihistamine-decongestant pill, intranasal 
antihistamine

• Persistent symptoms, particularly congestion: 

- Intranasal steroids regularly



• Moderate to severe symptoms: Intranasal steroid

- Reevaluation after 2 weeks to assess response to therapy

➢ excellent response: considering anticipated exposures and treating 
them accordingly

➢Partial response: identifying residual complains and targeting them 
with specific medications

✓Significant eye symptoms: intraocular antihistamine as needed

✓Significant eye redness: referral to ophthalmologist

✓Residual nasal congestion: addition of an intranasal antihistamine



✓Persistent rhinorrhea: ipratropium bromide

• No improvement after maximal medical therapy: 

- Reconsidering the diagnosis

- Sinus CT

- Nasal endoscopy

• Refractory allergic rhinitis unresponsive to the foregoing treatments

- Allergen Immunotherapy







References

• Allergic Rhinitis in Childhood and the New EUPHOREA Algorythm

Frontiers in Allergy 2021

• Current Treatment Strategies for seasonal Allergic Rhinitis 

Clinical & Molecular Allergy  2022

• Middleton Textbook of Allergy    9th Edition

• Nelson Textbook of Pediatrics    21st Edition




	Slide 1: Allergic Rhinitis
	Slide 2
	Slide 3: Rhinitis
	Slide 4: Allergic Rhinitis
	Slide 5: AR may 
	Slide 6: AR 
	Slide 7: Upsurge in AR in the past 50 year  
	Slide 8: Natural history of allergic rhinitis
	Slide 9: Risk factors
	Slide 10: Decreased risk
	Slide 11: AR Etiology & Classification
	Slide 12: Pathogenesis
	Slide 13: Diagnosis
	Slide 14: History
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19: Clinical Manifestations
	Slide 20
	Slide 21: AR Comorbidities 
	Slide 22: Differential Diagnosis Algorithm
	Slide 23: Lab tests
	Slide 24: Treatment
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29: References
	Slide 30

