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DIAGNOSIS
Current guidelines state that the
diagnosis of allergic rhinitis can usually
be made on the basis of the patient’s
history and examination alone. Further
details about symptoms, and the
influence of seasonal variation, indoor
or outdoor location and geographical
location can also help inform diagnosis.
Questions should be asked regarding
timing and severity of symptoms,
alleviating factors and other symptoms
of atopy (e.g. asthma).  

Software for mobile devices which
patients can directly interact with is
currently in development and may aid
assessment, diagnosis and
management of rhinitis in the future.
Such software will also embed data on
air pollution and pollen count.8

Examination and investigations 
There are several signs that can
support the diagnosis of allergic
rhinitis:  
•Allergic salute gesture, i.e. wiping the
nose upwards with palms/fingers, see
figure 1, p11 
•A horizontal nasal crease formed by
frequent rubbing of the nose
•Mouth breathing
•Allergic shiners – darker lower eyelids
caused by chronic congestion
• Impaired nasal airflow – assessed by
observing unequal misting over a cold
metal spatula placed under the nostrils 
•Normal or bulky and pale inferior or
middle turbinates

Anterior rhinoscopy will enable
examination of part of the endonasal
cavity. 

Skin prick tests (SPTs) and serum
immunoassay are useful in identifying
the allergen-specific IgE but are not
necessary in a primary care setting to
make a clinical diagnosis. SPTs are
useful in the context of the clinical
history to help determine if the
symptoms of rhinitis are allergic or 
non-allergic and when to target
pharmacotherapy. 

Around 15% of people with positive
SPT results do not develop symptoms
on exposure to the tested allergen9 but

Table 2

Distinguishing seasonal from perennial aeroallergen exposure in 
allergic rhinitis (AR)

Type of AR
Seasonal

Perennial

Aeroallergen
Tree pollen
Grass pollen

Dust mite
Mould spores
Domestic animals

Time of year
February–June
May-August

All year 
All year 
All year

Table 1

Classification of allergic rhinitis according to ARIA guidelines7

Intermittent symptoms
• < 4 days a week or
• < 4 weeks

Persistent symptoms
• ≥4 days a week and
• ≥4 weeks

Mild symptoms
• Normal sleep
• Normal daily activities,
sports and leisure
• Normal school performance
• No troublesome symptoms

Moderate/severe symptoms
One or more of:
• Sleep disturbance
• Impairment of daily
activities, sports and leisure
• Impaired school
performance
• Troublesome symptoms

SYMPTOMS
It is important to ask about asthma
symptoms in patients with allergic
rhinitis and vice versa. The Allergic
Rhinitis and its Impact on Asthma
(ARIA) guidelines recommend
algorithms to categorise patients’
symptoms, see table 1, below.7

There are two distinct groups of
allergic rhinitis, perennial and seasonal,
see table 2, below. Perennial allergens
include house dust mite, pet dander
and mould spores, and seasonal
allergens include grass and tree pollen.
Some children may be affected by
both groups of allergens and present
with acute on chronic exacerbations

during spring and summer.
Some patients with seasonal allergic

rhinitis can develop pollen food
syndrome (also known as oral allergy
syndrome) due to the cross-reactivity
of protein components in pollen with
certain fruits and nuts. Patients
typically have symptoms such as oral
tingling and itching when they eat 
raw fruit but they are able to tolerate
cooked/baked food. 

The symptoms of allergic rhinitis 
may overlap with other conditions.
Upper respiratory symptoms can be
commonly associated with infective
and obstructive causes. It is important
to assess what form of treatment has
been trialled and the resulting response. 

Persistent mucopurulent discharge
suggests infectious rhinosinusitis.
Rhinitis symptoms which are not
responsive to treatment or explained
by infectious causes should be further
investigated. Possible causes include
hormonal, neurogenic or vasomotor
dysfunction or may be secondary to
triggers such as irritant exposure 
(e.g. smoking) or gastro-oesophageal
reflux.

‘It is important 
to ask about 
asthma symptoms 
in patients with
allergic rhinitis 
and vice versa’

‘Skin prick tests and
serum immunoassay
are not necessary 
in order to make 
a clinical diagnosis 
in primary care’


