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NHS

1 INTRODUCTION

1.1 Allergic rhinoconjunctivitis (AR) is the most common immunological disease in
man and significantly reduces the quality of life, interferes with both attendance
and performance at school and work™%2,

1.2 The nose is the gateway to the respiratory tract; rhinitis is associated with
symptoms in the eyes, sinuses, middle ear, the nasopharynx and lower
airways*>®’. Both AR and non-allergic rhinitis are risk factors for the
development of asthma®. Rhinitis impairs asthma control and increases its
costs’. The most importance co-morbidity is asthma: not only is rhinitis a risk
factor for subsequent asthma but 80% of asthma sufferers according to Allergic
Rhinitis and its Impact on Asthma (ARIA) have concomittant rhinitis, poor

control of which is a risk factor for asthma exacerbation°.

1.3 Rhinitis describes inflammation of the nasal mucosa but is clinically defined by
symptoms of nasal discharge, itching, sneezing, and nasal blockage or
congestion™*.

1.4 In the UK, rhinitis prevalence is 26% in adults*?>. Peak prevalence occurs
duri?g the 30s to 40s age range, with some evidence for remission during adult
life™>.

15 Occupational rhinitis, which can be allergic or non-allergic, describes
abnormalities of the nasal mucosa mediated by airborne substances in the work
environment. It is distinct from work-exacerbated rhinitis, which refers to
individuals with pre-existing rhinitis who experience an exacerbation of
symptoms due to workplace exposures. Over 300 agents can cause
occupational rhinitis, and these are the same as those which can induce
occupational asthma™.

1.6 These guidelines are the new Barts Health NHS Trust and Waltham Forest and
East London Medicines Optimisation and Commissioning Committee
(WELMOCC) guidelines for the management of adult allergic rhinitis. These
have been revised with focus on medication adherence and appropriate step
wise management. Reasons for non-adherence to preventer intranasal sprays
are both intentional and non-intentional, and clinical evidence suggests that
individual patient beliefs and lifestyle behaviours / choices are an important
determinant of adherence to medications, with reduced adherence when patient
beliefs do not align with choice of treatment. It is vital that patients intranasal
spray and drops technique is checked once prescribed.

Diagnosis of Rhinitis

2 A detailed history is required, including seasonality (pollen, moulds), indoors,
outdoors location (dust mite, the presence of house pets), work location
(occupational) and relationship to potential triggers which can impact on the
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2.1

2.2

2.3

2.4

patient’s quality of life. Symptoms of sneezing, nasal itching, itching of the palate
are more likely to lead to allergic rhinitis.

Severe nasal crusting especially high inside the nose is an unusual symptom in
rhinitis and requires further investigation.

Eye symptoms include intense itching, redness and swelling of the white of the
eye, watering, lid swelling and periorbital oedema, which can be aggravated by
eye rubbing.

The lower respiratory tract symptoms consist of wheeze and shortness of breath.
Disorders of the upper and lower respiratory tract often coexist: 80% of
asthmatics have rhinitis.

A diagnosis of allergic rhinitis is more likely when rhinitis is seasonal, or with a
family history of AR. Consider pets or other contact with animals or occupation. A
number of drugs can also aggravate rhinitis symptoms, and therefore, a drug
history should include details of the use of alpha and beta blockers and other
anti-hypertensives, aspirin and other non-steroidal anti-inflammatory drugs, oral
contraceptives as well as topical sympathomimetics.

Investigations

Once patients are referred to secondary/tertiary care a skin prick test (SPT)
should be carried out routinely to determine if the rhinitis is allergic or non-
allergic, and these have a high negative predictive value. They should be
interpreted in the light of the clinical history.

If there is a suggestive clinical history and the skin prick test results return as
negative then a serum total and specific IgE may be requested.

If there is a history suggestive of Asthma then lung function tests should be
completed.

Guideline

These guidelines will be aimed at Healthcare professionals for use in primary and
secondary care.

Page 3 of 9



Tabl
ARIAY

1. The classifications of all

[REF] Leave blank for completion centrally

NHS

Management of Allergic Rhinitis in adult patients

rhiniti rdina t

“Intermittent’means that the symptoms are present:
Less than 4 days a week
Or for less than 4 consecutive weeks

“Persistent’means that the symptoms are present:
More than 4 days a week
And for more than 4 consecutive weeks

“Mild’means that none of the following items are present:
Sleep disturbance

Impairment of daily activities, leisure and/or sport
Impairment of school or work

Symptoms present but not troublesome

....V....V..V..V

“Moderate/severe’means that one or more of the following items are present:
Sleep disturbance

Impairment of daily activities, leisure and/or sport

Impairment of school or work

Troublesome symptoms

(A) Intranasal spray and (B) nasal drops technique™

)
1.

2.
3.

[}

Patients

adherence to therapy should be established before stepping up therapy.

. Squirt once or twice (2 different o0 X |

Shake bottle well

Look down

Using right hand for left nostril put
nozzle just inside nose aiming towards
outside wall

&7,

directions <=+ ) | /

. Change hands and repeat for other side

. Breathe in gently through the nose

. Do not sniff

/\i&‘g\'é& g
=S —g\[\‘,\%\ N J

must demonstrate their nasal spray technique regularly and

x
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Table 2 showing pharmacotherapy effects on individual rhinitis symptoms
adapted from BSACI guidelines 2017

Drug class Sneezing Rhinorrhoea Nasal Nasal  Eye symptoms
Obstruction itching

Oral Antihistamines i — + A —
Intranasal o P . P A
antihistamines
Ocular antihistamines

None None None None +++
Intranasal +++ +++ ++ ++ ++
corticosteroids
Intranasal steroids +++ +++ +++ +++ +++
and antihistamines
Intranasal Decongestants None None +4+++ None None
Leukotriene receptor None + ++ None ++

antagonist

These are the available treatments and their effects upon individual symptoms.
Key Pharmacotherapy benefit on patients- + mild benefit ++ moderate benefit
+++severe benefit

Allergen avoidan n If-car
Allergen avoidance clearly works in seasonal allergic rhinitis. Hayfever sufferers are
symptom-free outside the pollen season. All patients should take practical
measures to avoid excessive exposure to pollen and other allergens by:
o Keeping windows and doors shut especially when the pollen count is high
e Avoid cutting grass, large grassy places and camping
e Showering and washing hair after being outdoors, especially after going to
the countryside
o Keeping car windows closed and buying a pollen filter for the air vents in
the car
Encourage self-care if symptoms are mild. Many antihistamines, nasal sprays and
eye drops are available over the counter (OTC).
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Treatment of Allergic Rhinitis for adult patients in primary care

Oral Antihistamines
Cetirizine 10mg OD (P) or Loratidine 10mg OD (P) or
Fexofenadine (POM)120mg-180mg OD up to BD* (more
than OD unlicensed dose)
Intranasal Antihistamines
Azelastine (Rhinolast®) (POM) 140micrograms/dose
0.1% 1 spray into both nostrils BD
lar m 1l iliser
Sodium cromoglicate 2% (P) 1-2 drops into each eye up
to QDS
Ocular antihistamine
Olopatadine (Opatanol®)(POM) 1mg/mi
One drop into each eye BD up to 4 months use
Ocular antihistamine + vasoconstrictor
Xylometazoline / Antazoline (Otrivine Antistin®) (P)
0.5%/0.05% 1 drop into each eye 2-3 times a day for 7
days maximum

-

1

Intranasal corti [O]
Mometasone furoate (POM) 50mcg/sp. 100mcg
(2sp) into both nostrils OD up to 200 mcg (4sp)

into both nostrils OD
Fluticasone PROPIONATE (P) 50mcg/sp.
100mcg (2sp) into both nostrils OD up to 100mcg
(2sp) into both nostrils BD
Avamys® (Fluticasone FUROATE) (POM)
27.5mcg/sp 55mcg (2sp) into both nostrils OD.

Written by: Bijal Gandhi, Specialist Respiratory and Allergy Pharmacist
Reviewed by: Dr Runa Ali (Consultant Respiratory Physician & Allergist
Approved by: Draft format
Review Date: Draft format
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Consider trial of saline irrigation.

There is a small beneficial effect
in symptom reduction and may
reduce the amount of
harmacotherapy needed.

k p py J

~\

Key

Mcg- micrograms
Sp- sprays

OD- daily

BD- twice daily
TDS- three times
daily

QDS- four times
daily

Intranasal
corticosteroids

+ Intranasal
antihistamine

Dymista®
(POM)(Azelastine
/Fluticasone
propionate
137mcg
/50mcg/spray 1sp
into both nostrils
BD.

Combination
intranasal spray
to improve
adherence.

Treatment
failure- check
dose,
concordance
and technique.

If not
consider
referral to
Barts Health
for

of

controlled then

Allergy Service
consideration

immunotherapy
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TREATMENT OF RHINITIS

Avoid
» Sedating antihistamines
» Depot corticosteroids
« Chronic use of decongestants or
systemically bioavailable intra-
nasal steroids (INS) (e.g.
dexamethasone, betamethasone)

Check for asthma and treat

. . - New polyps - History suggestive of allergy ?
s -Nasal cfusting. || (gelatinous, insensitive) {ttching; sneezing, (ﬁryiée?éc:g’égmﬁ
giee g - Unilateral symptoms conjunctivitis) 2 Z ?
secretions - nasal deformity and signs -Positive Skin prick test (SPT) rash, malaise, etc.
or radioallergosorbent test
v (RAST)
INFECTIVE
RHINITIS/SINUSITIS v
FOLLOW
ALLERGIC
RHINTIS
GUIDELINES
A 4

4 -
- | REFER TO ALLERGY CLINIC |
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Treatment of Allergic Rhinitis for adult patients in

Referral

made to
Barts )
Health

Allergy

Service

Written by: Bijal Gandhi, Specialist Respiratory and Allergy Pharmacist
Reviewed by: Dr Runa Ali (Consultant Respiratory Physician & Allergist
Approved by: Draft format
Review Date: Draft format
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Watery Rhinorrhoea
Add ipratropium (Rinatec®)

(POM) nasal spray
2 sp BD to TDS to both nostrils

Query infection/
structural problem,
surgical referral.

If Nasal Congestion present
Add an intranasal decongestant
for 5 days.
Xylometazoline (Octrivine®
congestion relief) 0.1% nasal
spray one application into both
nostrils 1 to 3 times daily

| -

If patient is asthmatic
Add a 6 week trial of
Leukotriene receptor

antagonist
Oral Montelukast (POM)
10mg OD

Short course of
rescue steroids
Prednisolone
30mg daily for 3-7
days.

NHS

secondary/tertiary care

Consider
immunotherapy to
the appropriate
allergen

Immunotherapy treatment options: consider 1% line subcutaneous options or 2™ line sublingual
therapy. They are effective for both seasonal and perennial rhinitis confirmed after a positive skin
prick test, +/-sIgE if skin prick test inconclusive. Only be prescribed by an allergy specialist in
secondaryl/tertiary care.

Kenalog injection: depot steroids should not be prescribed for hay fever. Evidence of safety is
lacking and there is a significant risk of prolonged side-effects (e.g. osteoporosis) which cannot be
mitigated by withdrawal of the drug.




[REF] Leave blank for completion centrally

NHS

The costs of (POM) medications recommended to treat Allergic Rhinitis

Medication Cost per 28 day use Medication Cost per 28 day use at adult

at adult dose- Drug dose- Drug Tariff April 2019*°

Tariff April 2019'°

Intranasal Corticosteroids

Oral antihistamines

Mometasone furorate 50mcg/spray 140 dose £1.36 initial dosing
Fexofenadine 120mg tablets (POM) £1.65 initial dosing pack (POM) (NB prescribe generically)
Fexofenadine 180mg tablets (POM) £2.65 initial dosing
Leukotriene Receptor Antagonist Avamys (Fluticasone Furoate) 27.5mcg/spray £6.01 initial dosing
Montelukast 10mg tablets (POM) £1.17 120 dose pack. (POM) (NB prescribe by brand

as cheaper than generic)

Ocular antihistamine

Intranasal Corticosteroids and Intranasal antihistamine

Olopatadine (Opatanol®)1mg/ml 5ml £4.68
pack size (POM) Dymista (fluticasone propionate 50mcg and £13.81 initial dosing
azelastine 137mg/spray) 120 dose pack (POM)

Ocular antihistamine + vasoconstrictor

Otrivine Antistin (P) 0.5%/0.05% eye £3.35 Intranasal antihistamine

drops 10mls Rhinolast (Azelastine 140micrograms per £7.49 initial dosing
actuation) 22mls dose pack (POM)

Intranasal decongestant

Xylometazoline 0.1% Spray one application into £210
both nostrils 1 to 3 times daily '
Ipratropium bromide 21microrgams/dose nasal £6.54

spray (Rinatec) (POM)
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