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Allergic rhinitis is a prevalent condition and the most frequent of allergic  diseases. 
Considering that 25% of the population presents nasal and ocular symptoms and is 
skin-test positive for the D. pteronyssinus mite, almost 40 million Brazilians are 
affected by this disease1. Co-morbidities associated with rhinitis include asthma, 
sinusitis, conjunctivitis, bronchial hyper-responsivity and respiratory infections, 
besides its interference in various aspects of the quality of the person’s life 2.  The 
treatment strategy recommended for rhinitis follows a progressive step-by-step 
approach including pharmacological and non-pharmacological measures3. The 
classification of allergic rhinitis as intermittent (when symptoms occur less than 
four days per week or last under four weeks) or persistent (when symptoms occur 
more frequently),  following ARIA’s guidelines2 to resemble the classification of 
asthma, is extremely useful in selecting the standard of treatment. 
For light and intermittent forms of rhinitis, oral second-generation antihistamines 
or intranasal antihistamines may be administered alone or together with an oral 
decongestant, or antileukotriene, in any order of preference. For treatment of the 
more intense or persistent forms, topical nasal corticosteroids may also be used, 
in addition to these drugs. If rhinitis persists, the patient should be seen again in 
three to four weeks, and in case of failure of treatment it should be “stepped up.” 
If the condition improves, treatment should be continued for at least one month. In 
moderate/severe persistent rhinitis, a nasal corticoid is the first-choice treatment. 
Again, the patient should be seen after two to four weeks: if there is improvement, 
the treatment may be “stepped down” and continued for > 1 month2.  If the 
condition worsens the diagnosis and compliance with the prescription should be 
reevaluated, and dosages of nasal corticoid (if there is increased obstruction) or 
oral corticoid (for short periods of time) and associated decongestants increased.  
First-generation antihistamines are not recommended, due to their low efficacy/
safety rate.  Second-generation antihistamines are the first line of treatment, 
except in the case of severe persistent rhinitis, for which corticosteroids are 
preferred 1,2,4. Topical decongestants may be used for a maximum of ten days, and 
oral decongestants (pseudoephedrine) must be used with caution and for only a 
few days also, due to side-effects resulting from their sympathomimetic action. 
Phenylephrine is not recommended, as its efficacy has not been proven. Further 
studies are necessary to demonstrate its efficacy and safety5.
For cases with persistent symptoms, nasal topical corticoids are recommended as 
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first-line therapy, since they have been recognized as the most efficient agents. 
Some patients do not tolerate the side-effects of the drug, although other factors 
may influence their acceptance of the treatment. Sensory attributes are among 
perceived effects from the use of this medication. Perceptions of odor, taste, 
volume of the aerosol jet, drainage to the outside or to the oral pharynx, and 
the type of device (aerosol, powder, or aqueous solution) determine acceptance 
of the product. As an example, budesonide releases small volumes, and it does 
not contain any essence, chlorofluorocarbon (CFC), alcohol, or benzalkonium 
chloride (which may cause unpleasant burning or irritation of the nostrils)6. Other 
formulations of intranasal topical corticoids contain phenyl ethyl alcohol, which 
adds a floral odor, or benzalkonium chloride, a bitter-tasting preservative7.  
One of the goals in the treatment of allergic rhinitis is to use the lowest effective 
dose of intranasal corticoid and maximize compliance with the treatment with 
the smallest number of daily applications 2-4.  Two variables are determinant 
for a successful treatment, mainly for persistent symptoms, which often require 
prolonged use of the medication: preference for one formulation, and compliance 
with medical recommendations. The patient’s satisfaction is key to the success of 
the treatment. The ARIA guidelines indicate that physicians should consider the 
patient’s preference for a medication as a potential factor in compliance2. Several 
studies have shown that patients with allergic rhinitis, when comparing different 
products, are able to distinguish the sensorial attributes of intranasal sprays, as for 
example odor and taste, and they may express their preference 6-9.  Distribution of 
the medication within the nasal cavity depends on interactions among the type of 
applicator, the size of the particles, and the physical and chemical characteristics 
of the drug7. Intranasal applicators are designed to guarantee effective application 
of the drug on the mucosa, in the region of the middle meatus with minimal 
deposition in the oral pharynx, as well as to reproduce equal standards of 
application  every time and also be easy to use10.   
The following characteristics of a product may affect its acceptance and thus the 
patient’s compliance: physical appearance (solution or powder), odor and residual 
taste, irritation of the nose (sneezing) and throat, ease of administration6.  As 
the formulations of intranasal corticoid have comparable clinical efficacy, the 
sensorial attributes are important, regarding the patient’s preference and resulting 
compliance with the treatment. The more unpleasant the sensorial characteristics 
of the product, the lower the patient’s compliance with it. Compared with other 
corticoid formulations, in studies analyzing efficacy and sensorial attributes, 
budesonide has received fewer complaints regarding the strength of the spray jet, 
unpleasant odor, and feeling of liquid in the nostrils and oral pharynx8.  
The safety and tolerability of fexofenadine were evaluated in 393 children 
between the ages of six months and two years, in two placebo-controlled, 
randomized studies. There was no clinical difference between the vital signs 
and electrocardiographic data with the eight-day treatment with fexofenadine, in 
therapeutic doses. This is the first study showing the safety of fexofenadine in 
infants. The pharmacokinetics of desloratidine in children between >6 months 
and <2 years of age has shown that doses of 1.0 and 1.25 mg present an exposure 
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to desloratidine similar to that of adults receiving 5 mg. The former two drugs, 
together with cetirizine/levocetirizine, are antihistamines that may be administered 
to children above the age of six months.  
Sublingual immunotherapy (SLIT) is a form of treatment that has become more 
popular in Europe to substitute for the subcutaneous application of allergens. 
More than 550 articles have already been published around this matter, at least 15 
of them in 2008. A metanalysis, with a thorough selection of randomized, double-
blind, controlled assays, evaluated the treatment in 441 patients. There was a 
significant reduction of  symptoms and use of the medication. The administration 
of standardized allergen-extracts is quite promising for children with allergy13.
The goal of a treatment is to regain normal nasal function, using measures of 
environmental hygiene (evidence D) to suppress allergens that cause symptoms and 
using drugs with antihistaminic properties. The new generation of antihistamines 
(evidence A) are easily administered, do not cause drowsiness, and may be 
used with very young children. Topical nasal corticosteroids are efficient and 
safe drugs for the treatment of rhinitis (evidence A), without the well-known 
systemic-action difficulties of corticosteroids. The use of allergen-vaccines 
(specific immunotherapy) may result in a permanent improvement of the allergic 
process, prevent new sensitization, and avoid asthma, in patients with isolated 
allergic rhinitis. The level of recommendation is A for the sublingual and 
traditional subcutaneous immunotherapy2. 
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