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Abstract
Objective: This study aimed to evaluate the demographic and clinical features of pediatric 
aeroallergen sensitization and seasonal symptom patterns, focusing on pollen.
Materials and methods: This retrospective single-center study included children aged 1–18 years who 
underwent standardized skin prick testing (SPT) between January 2020 and July 2021. Patients with 
chronic or immunological disorders other than asthma, allergic rhinitis (AR), and atopic dermatitis 
(AD) were excluded. Clinical and laboratory data, including symptom profiles, family atopy history, 
eosinophil counts, and total IgE, were extracted from records. Aeroallergen panels included pollens, 
house dust mites, molds, and animal dander. Comparisons were performed between monosensi-
tized and polysensitized patients, and between those sensitized to pollen versus house dust mites.
Results: Of 2247 children tested, 2017 were eligible, and 500 (24.7%) with clinically relevant 
sensitization were analyzed (57% male; median age: 12 years, IQR: 8–15). Pollen was the most 
frequent sensitizer (78.6%), followed by house dust mites (36.6%). Within pollens, Poaceae pre-
dominated (98.1%), with Secale as the leading species (88.4%). Seasonal peaks of symptoms in 
pollen-sensitized patients occurred in May (31.8%), April (29.6%), and June (27%). Polysensitization 
was observed in 38.8%. AR was the most common diagnosis (83.2%), while asthma and AD were 
present in 36.4% and 34.0%, respectively. Pollen sensitization was significantly associated with AR 
(88% vs. 63%, p < 0.01) and sneezing (38% vs. 16%, p < 0.01), whereas house dust mite sensitization 
was more often linked with skin rashes (25.5% vs. 13%, p = 0.008). Patients with eosinophilia were 
younger, predominantly male, and more frequently diagnosed with AR (p < 0.001).
Conclusions: Pollen, particularly from the Poaceae family, was the predominant aeroallergen, 
and symptom timing matched seasonal pollen trends. Inclusion of region-specific pollens such 
as Secale in SPT panels is crucial for accurate sensitization detection and for guiding localized 
public health strategies.
© 2025 Codon Publications. Published by Codon Publications.
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Introduction

The prevalence of allergic diseases has increased dramat-
ically worldwide, particularly among children, posing sig-
nificant public health challenges. Allergic conditions such 
as asthma, allergic rhinitis (AR), and atopic dermatitis (AD) 
require a comprehensive understanding of their under-
lying contributing factors.1 Aeroallergens, including pol-
len, house dust mites, mold spores, and pet dander, are 
major triggers of allergic reactions and are recognized as 
key contributors to the global burden of allergic diseases, 
including asthma, AR, and conjunctivitis. Sensitization to 
aeroallergens plays a critical role in the development of 
airway allergic diseases in children, and is also considered 
a risk factor for conditions such as AD.2–4 Early identifica-
tion of specific aeroallergen sensitizations is essential for 
predicting disease progression and implementing cost-ef-
fective treatment strategies. Diagnostic tools such as skin 
prick testing (SPT) and serum-specific IgE measurements 
are commonly used to detect allergen sensitization.5 The 
predominant types of allergens vary depending on factors 
such as age, disease phenotype, and geographic location. 
For accurate and cost-effective diagnosis, allergen test-
ing should be tailored based on regional, age-related, 
and disease-specific characteristics.6 Therefore, there 
is a growing need for region- and age-specific studies on 
aeroallergen sensitization. This study aimed to evaluate 
the demographic and clinical characteristics of pediatric 
patients sensitized to aeroallergens and to analyze the 
seasonal variation in symptoms, with a particular focus on 
pollen sensitization. The findings are expected to provide 
region-specific insights that may guide the development of 
tailored management strategies for allergic diseases. 

Materials and Methods

Study design and data collection 

This retrospective observational study was conducted at 
a single-center tertiary Pediatric Allergy and Immunology 
Clinic. Institutional review board approval was obtained 
from the local ethics committee (Decision number: 
E-23-1220). 

The study included children under 18 years of age who 
underwent SPT for aeroallergen sensitization between 
January 2020 and July 2021. Only children with a positive 
SPT result were included to characterize the clinical man-
ifestations associated with allergen sensitization. Patients 
with chronic or immunological disorders, except for 
asthma, AR, and AD, were excluded from the study during 
the initial screening phase and were not subjected to the 
SPT. 

The aim was not to assess the prevalence of sensiti-
zation in the general population, but to evaluate the clin-
ical relevance of sensitization in symptomatic children 
referred to the allergy clinic. Complete blood counts were 
performed within 1 week before or after the SPT in all 
included patients, as part of the routine allergy evalua-
tion protocol in our clinic. Patients’ data were collected 
using a standardized form filled out during clinic visits. 

This form captured demographic details, reasons for admis-
sion, clinical features, atopic family history, birth-related 
details (delivery type, gestational age, and birth weight), 
along with eosinophil counts. (Eosinophilia was defined as 
an absolute count ≥ 400 cells/mm3 or a relative percentage 
≥ 4%). 

Additionally, patients were questioned regarding the 
timing of nasal, ocular, and respiratory symptoms in rela-
tion to their pollen sensitization status. To ensure consis-
tency and data integrity, two independent researchers 
reviewed the records.

Comparisons of symptom timing were limited to 
monosensitized patients and those with polysensitization 
to pollen due to the complexity of interpreting seasonal 
symptoms in patients sensitized to multiple nonpollen 
aeroallergens.

Skin prick test

The SPT was performed on the volar surface of the fore-
arm in older children and on the back in younger children. 
A lancet was used to apply a drop of standard allergen 
extract onto the skin. After a waiting period of approxi-
mately 15 min, the diameters of the wheal and erythema 
were measured. Histamine was used as a positive control, 
and isotonic saline served as a negative control. The test 
was considered positive if the wheal diameter was ≥3 mm 
or larger than that of the negative control.4 

The allergen panel was tailored according to each 
child’s age and clinical history. For younger children, par-
ticularly those under 2 years of age, the panel was lim-
ited to the most relevant indoor allergens (e.g., house dust 
mite, mold, pet dander) based on exposure history.

Pollens tested in this study were categorized according 
to detailed taxonomic classification.7 The comprehensive 
pollen panel included Ambrosia, Artemisia, Chenopodium, 
Composite mix, Cupressus, Cynodon, Fraxinus, Gramineae, 
Grass, Olea, Parietaria, Phleum pratense, Plantago, 
Salsola, Secale, and Tree-mix in addition to pollens. Other 
important allergens were also tested, including: 

•	 House dust mites: Dermatophagoides farinae (DF) and 
Dermatophagoides pteronyssinus (DP)

•	 Storage mites
•	 Animal dander: Cat and dog epithelium
•	 Mold spores: Alternaria, Aspergillus, and Cladosporium

Allergic disease 

Allergic diseases were retrospectively diagnosed based 
on clinical records, using established diagnostic criteria: 
the GINA 2021 guidelines for asthma, Hanifin–Rajka cri-
teria for AD, and the ARIA 2019 guidelines for AR.8–10 This 
approach ensured diagnostic consistency across the study 
population. In our study, the diagnoses of asthma and AR—
particularly in younger children—were made by pediatric 
allergy specialists using a combination of clinical assess-
ment, symptom history, physical examination findings, 
and SPT results. SPT positivity alone was not used as a 
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correlation tests were used to explore the relationships 
between the variables. Statistical significance was set at 
p < 0.05.

Results

Of a total of 2247 SPTs performed during the study period, 
230 patients were excluded as they were under 1 year of 
age. Among the remaining patients, 513 (25.4%) were found 
to be sensitized to at least one aeroallergen. Thirteen of 
these 513 patients were excluded from further analysis 
because they did not report nasal, ocular, respiratory, or 
eczema-related symptoms during the clinical evaluation, 
indicating a lack of clinical relevance. Therefore, the final 
analysis included 500 patients (24.7% of the initial popula-
tion), as illustrated in Figure 1. 

Demographic Characteristics

Of the 500 patients included in the study, 57% (n = 285) 
were males, with a median age of 12 years (IQR: 8–15 years). 
At the time of presentation, 71 patients (14.2%) had asthma, 
55 (11.0%) had AR, 25 (5.0%) had food allergies, and 24 (4.8%) 
had drug allergies. By the end of the study, the overall prev-
alence of AR, asthma, and AD was 83.2% (n  = 416), 36.4% 
(n = 182), and 34.0% (n = 170), respectively, as presented in 
Table 1.

diagnostic criterion but was considered supportive when 
consistent with the clinical presentation. Despite having 
undergone SPT, a small number of children were excluded 
from the final analysis (n = 13) due to the absence of typi-
cal allergic symptoms. These tests were performed due to 
a strong family history of atopy and the presence of non-
specific symptoms that warranted allergy evaluation. Since 
these patients did not fulfill the diagnostic criteria for any 
specific allergic disease, they were excluded to maintain 
the focus on clinically relevant sensitization. Additionally, 
patients with incomplete or missing standardized data col-
lection forms were excluded from the analysis.

Statistical analysis 

Data were analyzed using the Statistical Package for the 
SPSS software, version 25.0. Pearson’s chi-square (χ2) and 
Fisher’s χ2 tests were used for qualitative data. Descriptive 
statistical methods (frequency, percentage, mean, stan-
dard deviation, median, and min-max) were used to 
summarize the data. Normal distribution was assessed 
using the Kolmogorov–Smirnov and Shapiro–Wilk tests. 
Quantitative data with normal distribution were analyzed 
using the Independent Samples t-test and repeated mea-
sures analysis of variance (ANOVA) to compare repeated 
measurements. The Mann–Whitney U and Friedman tests 
were used for non-normally distributed data and repeated 
measurements, respectively. Pearson or Spearman’s rho 

Figure 1  Flowchart of patient selection.
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28.3%. Compared to pollen, house dust mites, and animal 
dander, mold sensitization was less frequently observed in 
the study population. Among the mold species, Alternaria 
was the most commonly identified allergen (n = 44, 88%). 
Notably, no mold sensitization was observed in children 
aged 0–24 months. 

Polysensitization

Polysensitization was identified in 38.8% (n = 194) of the 
patients, indicating that a substantial proportion of the 
study population was sensitized to multiple allergens, as 
presented in Table 1.

Comparison of patients with and without 
eosinophilia 

Patients with eosinophilia were significantly younger 
(p  <  0.001) and predominantly males (p < 0.001). 
Eosinophilia was also more prevalent among patients diag-
nosed with AR (p = 0.001), as summarized in Table 2. 

Comparison of monosensitized and polysensitized 
patients

Polysensitized patients had significantly higher total IgE 
levels compared to monosensitized patients (p < 0.001). 
The median age was the same in both groups; however, 
age variability was significantly higher in the polysensitized 
group than in the monosensitized group (p = 0.045), as pre-
sented in Table 3. No significant differences were observed 
between the two groups in terms of sex distribution, prev-
alence of atopic diseases, and eosinophilia levels.

Comparison of patients sensitized only to house 
dust and only to pollen

A diagnosis of AR (88% vs 63%; p < 0.01) and sneezing symp-
toms (38% vs 16%; p < 0.01) were significantly more common 
in the pollen-sensitized group. Conversely, eczematous 
symptoms were observed more frequently in the house 
dust mite–sensitized group (25.5% vs 13%; p = 0.008). No 
significant differences were found between the two groups 
in terms of gender, age, family history of atopy, or asthma 
frequency, as presented in Table 4.

Comparison between patients according to 
diagnosis 

Patients were categorized into three groups: asthma only, 
AR only, and asthma with AR. Sensitization to house dust 
mites was significantly more common in the asthma-only 
group (57.6%, p = 0.001), whereas pollen sensitization was 
significantly more prevalent in the AR-only group (85.7%, 
p  = 0.012). No significant differences were identified 
between the groups in terms of gender, age, or sensitiza-
tion to molds and animal dander, as presented in Table 5.

Symptoms and aeroallergen sensitization

The predominant symptoms leading to admissions were 
sneezing (n = 155, 31%) and dyspnea (n = 147, 29.4%). 
Sensitization to pollen was the most prevalent (n = 393, 
78.6%), followed by house dust mites (n = 183, 36.6%), as 
presented in Table 1. Among pollens, secale was the most 
frequently identified (n = 351, 88.4%), while artemisia was 
the least common (n = 7, 1.7%), as illustrated in Figure 2. 

Aeroallergen-specific findings

Among house dust mites, DP was the most commonly 
detected allergen. However, DF sensitization was more 
prevalent in children aged 61–144 months, with a rate of 

Table 1  Demographic and clinical characteristics of the 
patients.

Clinical features Values 

Age (month) (Median (IQR)) 144 (96–180)
Gender (male), n (%) 285 (57)
Family atopy, n (%) 329 (65.8)
At presentation atopic disease, n (%) 165 (33)
Allergic rhinitis, n (%)   55 (11)
Asthma, n (%)   71 (14.2)
Atopic dermatitis, n (%) -
Food allergy, n (%)   25 (5)
Drug allergy, n (%)   24 (4.8)
Presenting complaints
Sneezing, n (%) 155 (31)
Dyspnea, n (%) 147 (29.4)
Skin rash, n (%)   83 (16.6)
Cough, n (%)   61 (12.2)
Nasal congestion, n (%)   59 (11.8)
Nasal obstruction, n (%)   56 (11.2)
Itching of skin, n (%)   51 (10.2)
Itching of eye, n (%)   41 (8.2)
Discharge of eye, n (%)   33 (6.6)
Nasal itching, n (%)   29 (5.8)
Redness of eye, n (%)   26 (5.2)
Eczema, n (%)     4 (0.8)
Final diagnosis of patients, n (%)
Allergic rhinoconjunctivitis, n (%) 416 (83.2)
Asthma, n (%) 182 (36.4)
Atopic dermatitis, n (%) 170 (34)
Total IgE, (IU/ mL) (Median (IQR)) 210 (79–520)
EO % (Median (IQR)     3.7 (2–7)
EO (/mm3) (Median (IQR)) 260 (120–470)
Frequency of aeroallergens, n(%)
Pollen, n (%) 393 (78.6)
House dust mite, n (%) 183 (36.6)
Pet dander, n (%) 111 (22.2)
Mold, n (%)   50 (10)
Polysensitization, n (%) 194 (38.8)
Monosensitization, n (%) 306 (61.2)

EO: Eosinophil; IQR: Interquartile range. 
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Figure 2  Pollen atopy distribution.

Table 2  Comparison of the clinical characteristics of 
patients with and without eosinophilia.

 Eosinophilia+ 
(n:245)

Eosinophilia- 
(n:236)

P

Age (month), 
(median (IQR))

132 (96–168) 156 (108–192) < 0.001

Gender (male), 
n (%)

163 (81) 114 (38.2) < 0.001

Allergic disease
Allergic rhinitis, 
n (%)

221 (90) 180 (76.2) 0.001

Asthma, n (%) 106 (43.2)   76 (40.6) 0.705
Atopic dermatitis,  
n (%)

  78 (28)   87 (36.8) 0.198

Family atopy, n 
(%)

  159 (64.8) 160 (67.7) 0.361

Type of birth 
(CS), n (%)

  97 (39.5)   86 (36.4) 0.500

Time of birth 
(preterm), n (%)

  29 (11.8)   36 (15.2) 0.264

Polysensitized, 
n (%)

103 (42)   87 (36.8) 0.320

CS: Cesarean section; IQR: Interquartile range. 

Table 3  Comparison of the clinical characteristics of 
patients with and without eosinophilia.

 Polysensitized 
(n:194)

Monosensitized 
(n:306)

P

Age (month), 
(median (IQR))

144 (108–192) 144 (96–180) 0.045

Gender (male), 
n (%)

115 (59.2) 170 (55.5) 0.937

Allergic disease
Allergic 
rhinitis, n (%)

168 (86.5) 247 (80.7) 0.699

Asthma, n (%) 106 (54.6) 115 (37.5) 0.050
Atopic 
dermatitis, 
n (%)

  69 (35.5) 101 (33) 0.899

Total IgE, (IU/
mL) (median 
(IQR))

281 (104–610) 161.5 (56–452) <0.001

EO (%), 
(median (IQR))

    4 (2–6.25)     3.1 (2–7) 0.580

EO (/mm³), 
(median (IQR))

300 (120–482) 240(117–462) 0.573

Family atopy, 
n (%)

136 (70.1)   193 (63) 0.471

EO: Eosinophil; IQR: Interquartile range. 
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higher numbers in August and September, as illustrated in 
Figure 3.

This analysis reflects the distribution of complaints 
across different months for patients with monosensitiza-
tion, without establishing direct causality between sensiti-
zation and reported symptoms.

Discussion 

In our study, we evaluated children presenting to our 
allergy clinic diagnosed with aeroallergen sensitization 
using standardized SPT. Among the identified sensitiza-
tions, pollen was the most prevalent aeroallergen, and AR 
was the leading clinical presentation. An analysis of the 
monthly distribution of symptoms in these patients showed 
that pollen-related complaints were consistently common, 
with a notable peak in May.

During the study period, sensitization to at least 
one aeroallergen was detected in 24.7% of the children 
(n = 500/2017) who underwent SPT. Previous studies have 
reported a wide range of sensitization rates, varying from 
29.3 to 66.1%.11–15 These discrepancies are likely attrib-
utable to variations in climate, geography, and patient 
characteristics. 

For instance, Guan et al.11 reported a high sensitiza-
tion rate of 66.1%, which may be related to elevated ambi-
ent aeroallergen levels and the warm and humid climate 
in their study region. In contrast, studies by Akcakaya 
et al.12 and Sevgi et al.,15 including only asthmatic patients, 
reported sensitization rates of 61 and 57%, respectively, 
likely reflecting the higher atopic burden in this specific 
population. A study by Cicek et al.,14 conducted in a region 
with air quality and patient demographics comparable to 
those of our study, reported an aeroallergen sensitization 
rate of 29.31%, which was consistent with our findings. 
The predominant sensitizing aeroallergens vary across 
studies, depending on regional differences, methodologies, 
and study populations. House dust mites were previously 
reported as the most common aeroallergens in the Indian 
population.16 In a recent study, mold was identified as the 
most prevalent aeroallergen in children under 4 years of 
age, whereas pollen was the leading aeroallergen in chil-
dren above 4 years of age. Additionally, the same study 

Table 4  Comparison of the clinical characteristics of 
patients with house dust atopy only and pollen atopy only.

House dust 
(n:90)

Pollen (n:300) P

Age (month), 
(median (IQR))

132 (84–192) 144 (108–180) 0.195

Gender (male), 
n (%)

  45 (50) 175 (58.3) 0.183

Allergic disease
Allergic rhinitis, 
n (%)

  57 (63.3) 264 (88) < 0.001

Asthma, n (%)   38 (42.2)   93 (31) 0.057
Atopic dermatitis, 
n (%)

  78 (86.6)   87 (29) 0.198

Family atopy, n (%)   52 (57.7) 202 (67.3) 0.102
Symptoms on admission
Sneeze, n (%)   15 (16) 115 (38) < 0.001
Shortness of 
breath, n (%)

  29 (32)   73 (24) 0.171

Nasal congestion, 
n (%)

    4 (4.4)   46 (15.3) 0.060

Skin rash, n (%)   23 (25.5)   39 (13) 0.008
Cough, n (%)   12 (13.3)   36 (12) 0.710
Eye discharge, n 
(%)

    1 (1.1)   25 (8.3) 0.014

Eye redness, n (%)     0 21 -
Nasal itching, n (%)     1 (1.1)   21 (7) -

IQR: Interquartile range. 

Table 5  Comparison of patients according to diagnosis.

Asthma (n = 26) AR (n = 260) Both Asthma and AR (n = 156) P

Gender (male), n (%)   15 (57.6) 140 (53.8)   96 (61.5) 0.307
Family atopy, n (%)   16 (61.5) 171 (65.7) 114 (73) 0.229
House dust mite atopy, n (%)   15 (57.6)   68 (26.1)   69 (44.2) 0.001
Pet dander atopy, n (%)     8 (30.7)   60 (23)   37 (23.7) 0.680
Mold atopy, n (%)     3 (11.5)   21 (8)   24 (15.3) -
Pollen atopy, n (%)   17 (65.3) 223 (85.7) 122 (78.2) 0.012
Total IgE, (IU/mL) (median (IQR)) 312 (78.7–1062) 198 (70–455) 264 (93–557) 0.131
Age (month), (median (IQR)) 120 (105–192) 144 (108–192) 144 (96–180) 0.323
EO %, (median (IQR))     3 (1–6.25)     4 (2–7)     4 (1.9–7) 0.306
EO (/mm3) (median (IQR)) 210 (107.7–445) 290 (130–520) 280 (120–490) 0.646

AR: Allergic rhinitis; EO: Eosinophil; IQR: Interquartile range.

Seasonal and monthly comparisons 

When analyzing complaints by month, it was observed 
that no patients had monosensitization to Plantaginaceae, 
Urticaceae, Asteraceae, or tree pollens. The highest num-
ber of complaints was observed in patients with mono-
sensitization to Poaceae, particularly in May, April, and 
June, which correspond to the spring and early summer 
months. Patients with monosensitization to Amaranthaceae 
reported complaints across different months, with slightly 
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that house dust mite allergy, a major indoor aeroallergen, 
was more common among patients with asthma, which is 
consistent with our findings.23 

Another study involving children with respiratory aller-
gies also found house dust mite sensitization to be signifi-
cantly more common in patients with asthma, supporting 
our findings.11

Polysensitization, along with the high prevalence of 
monosensitization to aeroallergens, is a notable finding in 
our study and highlights the complexity of managing aller-
gic diseases in children. In our study, 38.8% of patients 
(n = 194) were polysensitized. This rate is higher than the 
17.6% reported by Kim et al.18 in a 10-year study conducted 
in Korea, but lower than the 58.9% reported by Wang 
et al.24 in a study from China. These variations in polysen-
sitization prevalence may be attributed to regional differ-
ences, study populations, and methodological variations in 
the data collection. 

A comparison of the months in which symptoms were 
reported revealed that pollen-related complaints were 
most frequent in May (31.8%), April (29.6%), and June (27%). 
Among the monosensitized patients, the Poaceae family 
was associated with the highest rate of complaints (98.1%, 
n = 156) (data not shown). In this family, Secale pollen was 
identified in a significant proportion of patients. These 
findings align with the seasonal distribution of aeroaller-
gens in Ankara, where Poaceae pollens dominate during 
spring and early summer. Our study had several limita-
tions. First, as a retrospective study, it relies on histori-
cal data, which may introduce certain biases; however, the 
large sample size enhances the reliability of our findings. 
Second, disease severity was not quantitatively assessed 
and correlated with the degree of sensitization. Future 
studies incorporating severity scores or symptom burden 
assessments may provide a more comprehensive under-
standing of clinical relevance. Lastly, although we docu-
mented symptom timing and sensitization patterns, we did 

suggested that outdoor allergens become more dominant 
than indoor allergens after the age of 12 years.17 In our 
study, pollens were the most frequently detected aeroaller-
gens, followed by house dust mites and mold. The median 
age of our study population was 12 years, which may have 
influenced these findings. Similarly, a study conducted in 
Korea investigating 10-year trends in aeroallergen sensiti-
zation showed an increase in pollen sensitization rates over 
time, accompanied by a decrease in sensitization to house 
dust mites and molds.18 

Environmental factors, such as air pollution and global 
warming, have been implicated in increasing pollen con-
centrations and associated sensitization rates,19–21 which 
could also explain our results.

Moreover, humidity levels in our study region may have 
contributed to the observed patterns. Studies conducted in 
the same region have reported that mold spores are more 
frequently observed in high-humidity regions and less prev-
alent in drier regions such as Ankara, which has a continen-
tal climate and is distant from the sea.22 This climate may 
favor pollen production while limiting the proliferation of 
house dust mites.12,15 

The type of predominant aeroallergen may vary depend-
ing on specific atopic diseases, such as AR or asthma. Bian 
et al. reported that the sensitization rates for tree pollen, 
weed pollen, mold, animal dander, and dust mites were 
higher in patients with asthma than in those with AR.17 

Similarly, in our study, house dust mite sensitization was 
significantly more frequent in patients with asthma only, 
whereas pollen sensitization was more common in patients 
with AR only. In another study conducted among Chinese 
preschool children with AR, symptom scores were higher 
in children sensitized to pollen compared to those sensi-
tized to mites or not sensitized to pollen. This study also 
highlighted that pollen sensitization was closely associated 
with nasal and conjunctival symptoms. Similarly, a study 
conducted in children with respiratory allergies reported 

Figure 3  Monthly complaints of patients with monosensitization to pollen families (n = 214).
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not establish a direct causal relationship between sensiti-
zation and reported symptoms. To minimize confounding 
factors in assessing causality between sensitization and 
symptoms, we excluded patients with cosensitization to 
nonpollen aeroallergens, such as house dust mites, molds, 
animal dander, and cockroaches. Our analysis focused 
solely on patients with pollen sensitization, and they were 
further categorized based on pollen families. Within this 
framework, we evaluated symptom timing in patients with 
monosensitization to a single pollen family to establish a 
clear association between pollen exposure and symptom 
onset. Although this approach cannot definitively estab-
lish causality, it provides a more focused perspective on 
the potential relationship between pollen sensitization and 
reported symptoms.

In conclusion, pollen was found to be the most com-
mon aeroallergen in this large patient population study in 
Ankara, located in the Central Anatolia region. The Poaceae 
family contains the most common pollen. It is essential 
to include at least one pollen group, such as secale from 
the Poaceae family, in the skin test panel for the Central 
Anatolia region, to ensure accurate allergen detection. 
Identifying the most prevalent region-specific allergens 
is crucial for cost-effective and appropriate public health 
interventions.
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