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Foreword

Allergy isacommon and increesing cause of illness. It affects about 1 in 6 of the population and
there is concern amongst the public about the facilities avallable for its diagnosis and trestment
within the National Health Service. For these reasons ‘ Good Allergy Practice has been written
specificaly for providers and purchasers of dlergy services with the NHS. The document was
developed jointly by the Royd College of Physicians and the Royad College of Pathologidts,
with guidance from the British Society of Allergy and Clinicd Immunology and the British
Allergy Foundation.

The types of patient who can be helped by an dlergist are described, as are the basic facilities
required for dlergy diagnods and treatment. There is a congderable number of alergy clinics
under the NHS. These are usudly linked to specific specidties such as chest diseases, ear, nose
and throat disease, paediatrics, dermatology and gastro-enterology. Most mgjor hospitals have
fecilities for dlergy testing, and the British Society for Allergy and Clinica Immunology provides
aregularly updated ligt of dlergy dinicsin the NHS. We hope that, after reading this document,
purchasers will find the advice helpful in their choice of effective dlergy services.

Ledie Turnberg
Presdent
Royd College of Physicians



Alagtair Bdlingham
President
Royd College of Pethologists

Summary

Allergic diseases dffect at least 15% of the population and are the cause of much ill-hedth.
‘Clinica immunology and dlergy’, the term used by the Department of Hedlth in England and
Waes for this area of specidisation, is recognised as a separate specidty of medicine under the
Nationd Hedth Service. Many organbased hospita consultants (eg chest physicians) have
dlergy as a gpecid interest or subspecidty. Allergists dedl largdly with ‘itch, sneeze, cough and
wheeze and so are expertsin:

summer hayfever (seasond, dlergic, conjunctivorhinitis)

perennia rhinitis (symptoms of a* permanent cold’)

dlergic asthma (including occupationd asthma)

dlergy to stinging insects (especialy wasps and bees)

dlergy to drugs

dlergy-related skin disorders, ie urticaria, angioedema, atopic eczema and contact
dermdtitis

food dlergy and food intolerance

anagphylaxis (acute generdised dlergic reaction)

evauating the rale of dlergy in nongpecific/polysymptomatic iliness.

Children with dlergic disease should be under the overdl care of a paediatrician snce the
progression of dlergiesin children differs from that in adults.

Good alergy practice involves teamwork by doctors, nurses and dietitians. The investigation of
dlergy patients includes skin tests and chalenge procedures (eg food dlergy tests) as well as
various specidised laboratory invedtigations. Good dlinica practice by providers and the
effective use of dlergy services by purchasers should improve prognosis and cut costs of
trestment in dlergic diseese.

Introduction

This document is intended primarily for providers and purchasers of specidist dlergy services
within the NHS. It describes the services that the dlergist can offer and makes
recommendations for standards of care and good alergy practice.

Allergic diseases, particularly hayfever, dlergic asthma and atopic eczema, affect at least 15%
of the population and there is evidence that their prevaenceisincreasing. Allergic diseeses are a
mgor cause of absence from work and school. The timing of school examinations during the



grass pollen season results in Sgnificant under-achievement. Thus dlergic diseases are the cause
of muchill-hedlth and represent an important socio-economic problem.

It is now gppreciated that the identification of alergens, both in the home and workplace, and
the implementation of avoidance measures may not only improve prognos's but can gppreciably
cut the cost of drugs used to suppress symptoms.

The Roya Colleges of Physicians have recently gpproved training programmes and dlocated 12
new senior regisrar posts in dinicd immunology and dlergy (‘physcian immunologists)
approved by JPAC.! It is proposed to increase further the number of consultant physicians who
have had formd training in dlergy. Allergy dinics are often linked to particular Specidities, such
as chest diseases, ear/nose/throat disease, paediatrics, dermatology and gastroenterology, and
are under the charge of a hospita consultant with specidist qudifications. There are facilities for
dlergy testing a many of the mgor hospitas.

A regularly updated ligt of dlergy dlinicsin the NHS can be obtained from the British Society for
Allergy and Clinical Immunology (BSACI Secretariat, Membership Services, 66 Weston Park,
Thames Ditton, Surrey, KT7 OHL).

What isallergy?

Allergy is a form of exaggerated senstivity (hypersenstivity) to a substance which is ether
inhaled, swalowed, injected, or comes in contact with the skin or eye. Doctors use the term
dlergy to describe dtudions where hypersengtivity results from heightened (or ‘dtered’)
reectivity of the immune system in response to externa or ‘foreign’ substances.

Foreign substances that provoke dlergies are dlergens. Examples include grass, weed and tree
pollens, substances present in house dust (particularly the house dust mite), fungal spores,
anima products, certain foods and drugs, and various chemica agents encountered in the home
and at work. Petients who develop common dlergies such as hayfever are caled ‘atopic’. The
atopic ate runsin families and is genetically transmitted. Atopic individuas produce increased
amounts of immunoglobulin E (IgE), atype of antibody which binds particularly avidly to mast
cdls. These cdlls are located throughout the body and rel ease histamine and other inflammeatory
agents when triggered by the dlergen. The common atopic conditions are hayfever, dlergic
(atopic) asthma and immediate (IgE-mediated) reactions to foods.

There are other conditions, which are not dependent on IgE, where @bnormad immune
responses to environmenta agents adso cause disease. Examples are certain forms of contact
dermatitis, and codliac disease. These conditions are sometimes more difficult to diagnose and
treat than the common atopic alergies and are often managed by appropriate organ speciaigts,
eg dermatologists and gastro-enterologists.



In random surveys of the population by a questionnaire, 20% had symptoms which they related
to food, but this relaionship could be confirmed in only one in five of those subsequently

tested.? In the case of food additives the discrepancy was up to 10 times greater between those
who believed themsdlves to be sengtive and those in whom the diagnosis was confirmed.® Only
a minority of those with symptoms have true food dlergy, but in others there is as yet no
evidence that the problem is associated with an dteration in the immune system. The term ‘food
intolerance’ is preferable in such cases (see below).

Many patients present to doctors with non-specific symptoms which they mistekenly believe are
due to dlergy, especidly to environmenta agents. These views are sometimes strongly held, but
dlergists who see these patients may have to explain that this interpretation is incorrect. There
are now a number of conditions to which an ‘dlergy’ labd has at times been atached including
the chronic fatigue syndrome and certain psychologica disorders.* While the management of
these problems may be difficult, treetment which is based on the diagnods of ‘dlergy’ is
inappropriate.

Which conditions can be helped by an allergist?

Allergigs and organ-based physicians with an interest in dlergy ded largely with ‘itch, sneeze,
cough and wheeze' and so are expertsin:

Summer hayfever (seasond, dlergic, conjunctivorhinitis)

Perennid rhinitis (symptoms of a‘ permanent cold’)

Allergic asthma (including occupationa asthma)

Allergy to stinging insects (especidly wasps and bees)

Allergy to drugs

Allergy-related skin disorders, ie urticaria, angioedema, atopic eczema and contact
dermatitis

Food alergy and intolerance

Anaphylaxis

Evauating the role of dlergy in nonspecific/polysymptométic iliness.

Summer hayfever

Although most hayfever can be diagnosed and managed in generd practice, the dlergist may be
particularly helpful in giving advice on the management of more severe disease epecidly when
this is complicated by other dlergic diseases such as asthma and eczema The diagnosis is
obtained from atypica seasona history and supported by a positive skin prick test. Hayfever is
largely dueto alergy to grass pollen and, to a much lesser extent, tree and weed pollen. Moulds
may occadondly cause late-summer symptoms. Although many cases of hayfever are
reasonably well controlled by new non-sedating antihistamines and topica corticosteroids,

adlergists can advise on combination therapy for those with more severe hayfever.



Severe summer hayfever rarely requires short courses of ord corticosteroids and, in some
cases, Yoecific dlergen immunotherapy (hyposengtisation or desengtisation) is recommended.
Allergen immunotherapy is of proven vaue in the trestment of

summer hayfever but the decision to treat should be made by the alergy specidist. Although
dlergen immunotherapy for summer hayfever may be used if there is associated mild pollen
asthma, it should not be used in patients with co-existent asthma which is non-seasond and
persistent.

Allergen immunotherapy must be carried out:

a by physcians with experience in thisform of trestment
(ie hospital-based dlergists);
b in carefully sdlected patients;
c using high quality standardised dlergen extracts licensed under the
provison of the UK Medicines Act and associated European Directives,
d with resuscitation facilitiesimmediately available; and
e with patients maintained under close observation for 60 minutes
after injection (and for longer if even mild symptoms or sgns of
hypersengtivity develop).

Perennial rhinitis (symptoms of a ‘ permanent cold’)

Chronic symptoms of a blocked runny nose and sneezing can be very troublesome and the
cause(s) are sometimes difficult to diagnose accurately and treet. Infective, structurd and non-
dlergic causes should be excluded as wel as underlying immune deficiencies. Management is
therefore best handled by a specidis who has access to laboratory-based diagnostic
techniques.

Allergy to the house dust mite (Dermatophagoides gp.) is the most important cause of chronic
perennid dlergic rhinitis. Allergens from animds (especidly cats, dogs, horses, and in some
ingtances, mice, rats, guinea pigs, hamgers, rabbits and gerbils) are also common causes of
chronic dlergic disease. Chronic rhinitis can be due to dlergic and/or non-dlergic mechanisms
including nasd polyposis with or without aspirin intolerance. From the higtory, examination of
the nose and other investigations as gppropriate, dlergy can be diagnosed or excluded and
advice given on non-alergic causes. Where dlergens such as the house dust mite and animals
ae identified, the dlergig can give useful advice on dlergen avoidance and give
recommendations on drug management of chronic rhinitis by antihistamines, local corticosteroids
and agents which reduce excess mucous hypersecretion.

Allergic asthma (including occupational asthma)



Aghmais amongst the commonest chronic diseases in developed countries. The importance of
dlergy, paticularly dlergy to the house dust mite, in an individud case of asthma is frequently
underestimated or ignored. The dlergist or respiratory physician with an interest in dlergy can
help to identify the importance of dlergens and other triggers and so inditute avoidance
measures. The trestment of asthma in adults and children should follow the recently published
Guiddines on the management of asthma prepared by the British Thoracic Society and others,®
and the consensus statement of the International Pediatric Consensus Group.® The
recommendations of these authorities include:

minimising exposure to known environmenta triggers, including atmaospheric pollution;
approaching trestment in a stepwise manne;

ensuring compliance; and

ensuring that patients or their parents or carers understand and are actively involved in the
management of symptoms.

In addition to avoidance measures the dlergist and/or respiratory physician will use drugs for
prevention of recurrent attacks, and drugs for the relief of acute wheeze.

Occupationd asthma due to inhaation of senstisng agents occurring in the workplace is
particularly important because the condition is often missed and can be very severe. The
substances that cause occupationa asthma include low molecular weight chemicals, wood dusts,
and castor and soya bean dust. An accurate diagnosis of occupational asthma is essentid,
especidly as sufferers may be digible for industria compensation, and requires a careful history
as well as familiarity with the chemica and other substances involved and how they are used in
the workplace. The diagnodis is sometimes confirmed by finding pecific IgE to the dlergen, by
serid pesk flow monitoring at and away from work, or by the use of chdlenge facilities that are
only avallablein specidised units.

Tegting for dlergy is dso occasondly practised in occupationd hedlth units in industries where
employees may be exposed to dlergenic materid. For example skin prick tests may be carried
out using extracts of specific respiratory sengitisers.

Allergists, working with chest physicians can dso advise on the diagnosis and management of
other dlergic lung diseases induding extringc dlergic dvedlitis, dlergic bronchopulmonary
agpergilloss and other forms of pulmonary eosinophilia

Allergy to stinging insects

Allergigs have a specid role in the diagnosis and management of patients who have suffered
systemic reactions following a wasp or bee sting. Since dlergy to wasp and bee venom may
lead to generd angphylaxis and deeth, patients need to be considered for specific dlergen
immunotherapy in order to give protection againgt further ings. The decison on whether to
indtitute immunothergpy for an individud patient requires specid experience but is dependent



essentidly on the dinica hisory and the identification of specific IgE antibody. Until full
protection has been achieved patients need ingruction in the self-adminigtration of adrendine.

Allergy to drugs

Adverse reactions to drugs pose a serious and common medica problem. Generally spesking, a
precise clinica higory is the most immediate but not the only method of establishing a diagnosis
of an adverse reaction to a drug and, whether the cause is drug toxicity or dlergy, it may be
important to avoid the drug in question and others likely to cross-react.

Drug dlergy may be due not only to the active ingredient but to additives and/or colouring
agents used in the formulation. Accurate diagnoss sometimes requires chdlenge testing,
epecidly as drug dlergy is frequently overdiagnosed (examples indude dlergy to loca
anaesthetic and penicillin dlergy). Indeed, an important role of the dlergist is the confident
excluson of supposed dlergy to drugs, and therefore the avoidance of unnecessary redtrictions.
Thus, the dlergist can provide a useful service in drug dlergy diagnosis and management.

Angphylaxis of unknown origin requires specidist investigations and is sometimes found to be
drug- related.

Allergy and the skin

In many centres dlergists work together with dermatologists giving advice on the investigations
and management of certain skin disorders where dlergic mechanisms may play a role. For
example, atopic eczema often occurs with other atopic manifestations such as dlergic rhinitis
and aghma In these gtuations dinicd dlergigs may be paticulaly helpful in the overdl
management of the atopic diathesis. Digtary

factors are often important in exacerbation of atopic eczema in infants and young children.
Clinicd dlergists working with paediatricians and paediatric dititians can give advice on dietary
elimination, for instance where cows milk or egg are suspected to be important triggers.
Contact with the house dugt mite and with animals may also aggravete atopic eczemain certain
individuas. Patients with urticaria and/or angioedema can be referred to the clinica dlergist or
dermatolog st where alergic or immunologica factors (eg, C1 esterase inhibitor deficiency) need
to be identified. Expert advice is often required for the short- and long-term management of
severe angioedema, especidly when thereis larynged involvement.

Many cases of contact dermatitis are dlergic, dthough the distinction between dlergy and
irritation can be difficult. Depending on the centre, dlergists and/or dermatologists can inditute
appropriate diagnostic procedures, ie, carry out patch tests, give advice on

dlergen avoidance, and indtitute trestment with drugs.



Food allergy and food intolerance

Food dlergy is one of the most controversid subjects in the practice of dlergy. This has arisen
because of lack of a universa agreement on definitions and diagnogtic criteria. Many adverse
reactions do not involve the immune system and are therefore not dlergic in the classcd sense.
For this reason the more embracing term ‘food intolerance is preferred in cases where the
mechanism is uncertain. The various forms of food intolerance and alergy were classfied in the
Roya College of Physicians report entitled Allergy: conventiona and dternative concepts.’

Food dlergy involving IgE, ie the immediate and sometimes violent reactions to nuts, eggs, milk
and shdlfish, should be managed by the dlergist. The foods involved are identified from the
clinical history and confirmed by skin prick testing or the detection of alergenspecific IgE in the
serum. The management is advice on avoidance, and the trestment of acute severe reactions.
Acute generalised dlergic reaction (angphylaxis) of obscure origin is sometimes caused by food.
Allergigs may advise on the use of adrendine for sdf-injection, given in the same way as for
angphylactic reactions to insect gings. It is particularly important that food alergy is not
diagnosed without clear and strong indications, Snce needless dietary restrictions may not only
disupt the patient’s life and cause manutrition but can aso serioudy affect the whole family.
Food challenges should not be performed in patients who have a clear cut clinica history of
immediate or acute dlergic (anagphylactic) reactions. However, in other patients where food
hypersenstivity is suspected, the history may be less clear and sometimes vague.

More rigorous investigations are thus required and, depending on the centre involved, referrd to
an adlergist might be gppropriate. Often diagnostic exclusion diets are needed, followed by the
re-introduction of foods whilst symptoms are monitored (eg by diary card or pesk expiratory
flow rate). Investigations such as the placebo-controlled, double-blind food chalenge may dso
be indicated, which in rare ingances, may involve hospita admisson.

More common are the wide variety of non-dlergic food intolerance reactions to foods affecting
certain susceptible individuas. Examples include some ‘irritable bowd’ symptoms (notably in
lactase deficiency), food-induced migraine, reactions to sulphites or nitrites and others as
outlined in the Royd College of Physicians report.” Here the dlergist can be particularly helpful
in establishing that symptoms are indeed food induced and are not caused by psychologica
factors?

Anaphylaxis

Anaphylaxis (an acute severe generdised dlergic reaction) is a life-threstening condition. There
is currently considerable concern regarding anagphylactic reactions in association with certain
foods, paticularly peanuts. The dlergist will be able to contribute, not only by making the
diagnosis and excluding other causes of sudden loss of consciousness (for example, cardiac
arhythmias or vasovaga attacks), but by educating the patients, and by educating other
physicians in the correct management of these patients. In some ingtances, the cause of the



anaphylactic attack (eg bee or wasp stings, certain foods and drugs) will be clear from the
hisory and investigations. However, there will be a group of individuals who have angphylaxis,
for which a specific cause cannot be identified. The reason for such unexplained and serious
attacks may not become apparent until a later date and these individuals need to be followed
up, sometimes for a consderable period of time. In the presence of a good history and an
obvious provoking factor, avoidance is the best policy. For dl patients, including those in whom
atrigger factor cannot be clearly defined, advice should be given on emergency trestment, ie the
correct use of adrenaline by sdf-adminidration. Regigration in organisations such as Medic-
Alert isaso advised.

Evaluating the role of allergy in non-specific/polysymptomatic iliness

Allergigts can provide an important service in evauding the role of dlergy in the cause of non-
specific or polysymptomatic illnesses. In addition, the generd practitioner or purchaser may face
a request for referra to a specidist by a patient who has a large number of poorly defined
symptoms or by a patient who is convinced that symptoms are related to an underlying ‘dlergic’
process, often given mideading titles such as multiple chemicad sengtivities, environmentd illness,
or totd dlergy syndrome. In some ingtances a reationship (ie between caffeine and headaches)
can be established but often dlergy can be effectively excluded and non-dlergic causes of

symptoms have to be consdered. For example, some patients may ‘sometize, that is
experience psychologicad distress which leads to physicd symptoms for which they seek
medical advice. Some may have recognisable disorders such as depression but have been

resstant to seeking, or accepting, psychiaric help. These patients require early diagnoss,

sympathetic and tactful handling and the inditution of appropriate trestment and/or referrd to a
psychiatrist to avoid unnecessary and costly prolonged alergy consultations and dlergy tests#

Paediatric allergy

Allergic diseases are particularly important in children, and paediatricians should dways be
involved in the diagnosis and management of children referred for specidist care. However,
dthough paediatricians have dlergy as part of their generd training, they may in individud cases
decide to consult with, or refer achild to, an adult dlergy specidist. The progression of dlergies
in children differs from those in adults, eg food dlergies and insect venom angphylaxis. Drug
trestments are different for children both in dosage and side effects. The inherent dangers of
unnecessary dietary regtriction for treatment of some types of adlergic diseases are far greater in
children because of disturbances in nutrition and growth, and expert paediatric dietetic advice is
usudly required. Techniques for cardiopulmonary resuscitation after anaphylaxis are not the
same asthose in adults.

There appears to be widespread public misunderstanding about the contribution of dlergies to
diverse children’s diseases such as hyperactivity, other forms of behavioura disorder, recurrent



abdomina pain and chronic heedaches. It is essentid that such children are seen by
paediatricians within the framework of a comprehensive children’ s department.

Facilities and staff required
1 Allergy specialists

There is, as in any specidty, an overlap between dlergy and other organ specidties. Hospitd-
based dlergy specidigs within the NHS will usudly be of consultant gtatus and have
appropriate specidty training and experience. They will ether be ‘physcian immunologists, ie
trained in the newly recognised specidty of dlinica immunology and alergy, or be organ based
specidids with an interest in dlergy. There is a need for a least one specidid in dinica

immunology and dlergy for every three hedth digtricts (or approximately 750,000 population or
one commission).! Hedth digtricts that do not have a physician immunologist should have an
organ-based specidigt with an interest in dlergy.

2 Outpatient facilities

Hogpitals should have designated areas for adult and paediatric dlergy clinics organised by
appropriately trained steff.

Allergy conaultations are often very time-consuming and therefore a wel organised
appointments system is needed. An average consultation time for a new patient should be a
leest 30 minutes. For follow-up vigts it is recommended that no doctor should see more
than four patients in an hour. There must be sufficient weekly outpatient sessons to alow
consultants to cover the workload. Patients should be seen, or have their cases discussed
with, the consultant at the firgt visit and on regular occasions when follow-up attendance is
needed. Allergy clinics provide opportunities for training, usualy & senior registrar, but
occasondly at registrar leve.

Fecilities are required for skin testing, spirometry (including pesk flow measurements),
supervison of apatient’sinhaer technique, the provision of asthma education and advice on
the avoidance of dlergens, ingruction in sdf-adminigration of adrendine, and facilities for
alergen injection immunotherapy with an appropriate observation area.

Note: With dlergen injection immunotherapy there must be immediate access to
resuscitative fadilities, and patients should be observed for 60 minutes (longer if even mild
symptoms of hypersengtivity reactions develop).

Where gppropriate, facilities should aso be avallable for patients to have a chest xray at
the time of the dinic vist and for the radiographic film to be avallable for the consultation.

The support of an dlergy clinic nurse is strongly recommended. Nurses with appropriate
training can sometimes assig in obtaining an dlergy history. They can dso perform skin tests



and give effective advice on environmenta control (eg on minimising exposure to the house
dust mite).

The sarvices of qudified adult and paediatric dietitians should dso be available, especidly in
clinics which ded with many cases of food dlergy. Diditians give detaled advice on
excluson diets, commonly milk and milk products, egg, wheat and other foods as indicated
by the history and investigations. They also assess the adequacy of diets that patients have
used at their own or other’s ingigation and advise on the reintroduction of foods that have
been withdrawn from the diet with minimd indication of intolerance, or which may now be
tolerated. Advice is dso given on diets that reduce colourants, additives or sdicylates when
indicated.

Specid facilities a regiond centres should include facilities for measurement of non-specific
bronchid hyperresponsveness (for example by means of inhaation) and chalenge chambers
for use with occupationa agents (and occasiondly common aerodlergens).

3 Skin prick tests

A diagnosis of dlergy is based first and foremost on a careful clinica higtory. Skin tests should
be used to support (or otherwise) a diagnosis of dlergy. The skin prick test is the method of
choice for the diagnosis of immediatetype hypersengtivity. In generd, alergy testing by
intradermd injection is not recommended, athough it is sometimes used in venom dlergy
diagnoss. Skin test solutions must be standardised (biologica standardisation is the most
reliable) and should have a UK product licence. There are a number of recognised skin prick
test solutions which are required to confirm or exclude atopy, and to identify the offending
dlergens. Inthe UK nearly dl aopic subjects will give a positive reaction to an extract of one or
more of the following:

grass pollen;
treepollen;

house dust mite; and
cat and dog.

These are the commonest dlergensin dlergic rhinitis and dlergic asthma

A pogtive (higamine 10 mg/ml) and negative (diluent) control must aways be included when
performing skin prick tests. A postive reaction is usudly regarded as being 2 mm or grester
than the negetive control.

Other skin test solutions can be used less frequently, ie when suggested by the clinical history.
These include moulds (eg Alternaria, Cladosporium), weeds, certain foods (eg egg, milk, some
nuts, fish and shellfish, where skin test solutions are known to have an established vaue),
gtinging insects (eg bee and wasp venom), drugs (eg penicillin derivatives, anaesthetic agents)
and other animds (eg horse, hamster).



4 Patch tests

Most cases of contact dermatitis are irritant dermatitis but up to 40% are due to cell-mediated
dlergy, and the sengtising agent can be identified by patch testing. Though ostensibly smple, this
procedure requires a comprehensve knowledge of the different chemica dlergens to which
patients are exposed in specific work and leisure activities, as wdl as the nature of cross-
reecting chemicals. Interpretation of dlergic versus irritant reactions and the gppraisa of the
significance of patch test results can be difficult even for dinicians experienced in this technique.

Allergists or dermatologists can best advise on avoidance and the appropriate topica and/or
systemic trestment.

5 Food allergy tests

Facilities should be available for open excluson and reintroduction of food for alergy diagnoss
as well as double-blind, placebo-controlled tests to identify or disprove food intolerance by
giving suspected foods in disguised forms. For this purpose some pharmacies at goecidist
centres sock foodsuffs contained in specid capsules, with placebo controls of smilar
appearance.

6 Laboratory investigations

Allergists should have access to routine haematology and biochemistry services as well as to
certain immunologica tests. If immunology tests are not available a each didtrict generd hospita
then facilities should exig to refer them to an gppropriate regiond immunology centre with
consultant (or equivalent) immunologist advice and CPA (UK) Ltd accreditation.

The most commonly used serologica dlergy tests are measurements of total and specific IgE
antibodies to dlergens relevant to the patient’'s symptoms. A normd totd IgE level does not
exclude a diagnosis of dlergy. Requests for such tests must include a summary of the patient’s
symptoms since these tests are rdlatively expensive and are often unnecessary. They are useful:

when patients have been taking antihistamines which suppress the skin test reaction;

in patients with skin disease which is S0 extensve that skin tests are difficult to perform or
where there is dermographism;

where the results of skin tests are equivoca or where there is a history of angphylaxis.

A postive specific IgE antibody test indicates a level of biologicad senstivity to the appropriate
dlergen, which may persst in the absence of symptoms. Therefore, as with skin tests, the results
must be interpreted in the context of the patient’s history.

Other laboratory tests which are sometimes required as part of an dlergy service include serum
immunoglobulin leveds (IgG, 1gG subdasses, 1gA, IgM); complement andyses including



immunochemica and functional measurements of the C1 esterase inhibitor; 1gG antibodies (for
example, precipitin tests) to funga and avian products and other rdlevant materid for use in the
diagnosis of extringc dlergic avedlitis. Very occasondly specidist tests may be gppropriate, eg
lymphocyte transformation for drug and venom alergy, measurements of urinary and plasma
mediators such as hisiamine.

Specific allergen injection immunother apy (hyposensitisation)

A Working Party of the British Society for Allergy and Clinicd Immunology has recently
considered the current status of dlergen immunotherapy in detail.8 A modified summary of their
recommendationsis as follows:

1 Specific dlergen injection immunothergpy (IT) should be used on aroutine basis

2 Specific dlergen immunotherapy should be undertaken using only high qudity
dandardised alergen extracts licensed under the provison of the UK Mealicines
Act and associated European Directives.

3 Specific dlergen immunotherapy should be adminisered only by doctors with
experience and training in immunotherapy ether in hospitals, or in specidised  dinics

Adrendine should dways be immediately available and there should be easy access to

resuscitetive facilities. Attendant saff should betrained in resuscitative techniques.

4 Petients should be kept under close supervison for the firs 60 minutes after each
injection. This period should be extended if the patient has any generdised
symptoms however mild. A severe or prolonged adverse reaction may necesstate
hospitd admisson.

5 Severe generdised reactions are to be recorded and reported to the Committee for
Safety of Medicines, with accurate details on the product(s) used, the indications
for use, the nature, evidence of severity and timing of the reaction(s), treetment and

response.

6 Specific dlergen immunothergpy can be used in mild pollen ashma but is not
recommended for the treatment of current, ongoing perennid asthma Since
hypersendtivity to wasp and bee venoms can be life-threatening in some patients,
in these gStuations asthma is not an absolute contra-indication. Immunotherapy is
not recommended in non-dlergic rhinitis, non-alergic asthma, atopic dermatitis, chronic

urticaria, food hypersengtivity or drug and chemical hypersenstivities.

7 Whole body extracts of ginging insects, alergen extracts prepared from foods,
feathers, synthetic materids, bacteria extracts, gums and glues, enzymes and



occupationd dlergens should not be used. Vaccines prepared from multiple,
unrelated alergens are not recommended.

8 Extracts prepared from mould spores, animad danders, the house dust mite
(Dermatophagoides spp.) and locusts are also not recommended for use at present.

9 All dlergy extracts (for skin tesing as wdl as immunotherapy) should be
biologicdly standardised and doctors should avoid changes from products of one
company to another during the course of tresatment.

10 These recommendations should be regularly revised and modified, as necessary,
inthelight of new information.

Unconventional (‘alternative') allergy

There are a number of practitioners who routindy use unconventiond approaches to the
diagnosis and trestment of dlergy. Allergy, particularly ‘dternative dlergy,” is a popular subject
with the media Unfortunately many members of the public and even doctors themselves are
often uncertain as to what forms of diagnoss and trestmernt have been validated by objective
sudies. Until the methods of diagnosis and trestment used by ‘dternaive dlergists have been
evauated by reputable, randomised, double-blind placebo-controlled trids, they cannot be
accepted into routine clinicd practice. This is particularly important sSnce symptoms in chronic
dlergic disease are known to fluctuate over time and can often improve when treated with
placebo. The more prominent of the methods of dternative dlergists have been assessed in
detall and the conclusions published in a Roya College of Physicians report.”

Although contralled dlinicd trids of homoeopathy and enzyme- potentiated desengtisation in
hayfever, and of hypnoss and acupuncture in the treetment of asthma have shown margind
benefit, these observations need to be confirmed by large-scae trids before they can be
generdly accepted as being efficacious. These methods will need to be compared with
conventiond forms of treatment before their use is recommended in the management of dlergic
diseases. Thus, only trestments of proven efficacy should be used.

A group of individuas who practise ‘environmenta medicine’ who cdl themselves ‘clinicd
ecologigs bdieve in disorders varioudy termed ‘multiple chemicd sengtivity’, ‘environmenta
illness, ‘chemicd hypersengtivity syndrome or ‘totd alergy syndrome. Diagnogtic testing
makes use of the neutralisation provocation test (the Miller technique) and, based on the results,
trestment involves the adminigration of many food extracts or other substances (‘ neutralisation
vaccines ), given by injections or by sublingua drops. Petients are sometimes segregated in
environmental control units. Current data on the relationship between polysymptomatic illness
and exposure to chemicas do not dlow multiple chemica sengtivity to be regarded as a distinct
clinica entity. Furthermore, the dams of clinica ecologists have been thoroughly evauated and



found to be of no proven vaue by many authorities, induding the Royd College of Physdians’
and the American Council on Science and Hedth.®

Alternative dlergists dso use other diagnogtic tests such as leucocytotoxic tests, hair analyss,
Vega testing, applied kinesology, and the auricular cardiac reflex method. These have no place
in the diagnogis of dlergy.’

Treatments have aso been based on the diagnosis of candida hypersensitivity

syndrome, and dlergy to mercury or dental amalgam. There is no valid evidence to support this
approach or to support the claim that the chronic (post-vird) faigue syndrome or myagic
encephaomydlitis are the result of, or are exacerbated by, dlergy, candida infection or dietary
factors.

During the past decade scientists have achieved outstanding success in increasing our
understanding of dlergic discase @ the molecular, cdlular and clinicd leves and these
achievements have been trandated into improved methods of diagnoss and trestment. All
treatments, whether ‘conventiona’ or ‘dternative must be assessed rigoroudy before being
recommended to, or provided for, patients.

What isa good allergy clinic? Guidance for purchasers

When contracting for dlergy services purchasers should sttisfy themselves that dlergy clinics
have appropriate expertise in the area of alergy concerned, with adequate staff and facilities,
and that they comply asfollows:

1 The person in charge of an dlergy dinic should be of consultant satus and have
had approved higher medicd training in an dlergy-relaed fidd, ie be a specidist
in dinicd immunology with appropriste dlergy training, or an organbased
oecidig with an interest in dlergy.

2 There should be adequate support saff which would normdly include an dlergy
clinic nurse and access to a qudified dietitian.

3 There should be facilities for skin testing and access to an approved
laboratory for investigations such as measurements of specific IgE antibodies and
other immunologica tests as gppropriate.

4 Allergy dinics which offer dlergen injection immunctherapy should
follow the guidelines outlined on pages 15-16.

5 Allergy dinics should use methods of diagnoss and trestment of proven efficacy.
Clinics which use methods of diagnoss and trestment outlined in the section on
‘dternative’ dlergy are specificaly not recommended.



Refer ences

1 Physician immunologist: future role and manpower needs. Report by Royd College
of Physcians Committee on Clinica Immunology. Clinical and  Experimenta Immunology
1987; 70:664-675.

2 Y oung E, Stoneham MD, Petruckevitch A, Barton J, RonaR. A population study
of food intolerance. Lancet 1994; 343:1127-1130.

3 Young E, Patd S, Stoneham M, Rona R, Wilkinson JD. The prevaence of
reactions to food additivesin a survey population. Journd of the Roya College of
Physicians (Lond) 1987; 21:241-247.

4 Howard LM, Wessdly S. The psychology of multiple dlergy. British Medicad  Journd
1993; 307:747—748.

5 Guideines on the management of asthma. Statement by the British Thoracic

Society, the British Paediatric Association, the Research Urit of the Royd College
of Physcians of London, the King's Fund Centre, the Nationd Asthma Campaign, the Roya
College of Generd Practitionersin Asthma Group, the British Association of Accident and
Emergency Medicine, and the British  Paediatric Respiratory Group. Thorax 1993; 48

(2 Supplement):S1-24.

6 Warner JO, Gotz M, Landau LI, Levison H, Milner AO, Petersen S, Silverman M.
Management of asthma: a consensus statement. Archives of Diseasesin
Childhood 1989; 64:1065-1079; and International Pediatric Consensus Group.

Aghma afollowup statement from an International Consensus Group. Archives
of Diseasesin Childhood 1992; 67:240—-248.

7 Allergy: conventiond and aternative concepts. Report by Roya College of
Physcians Committee on Clinical Immunology and Allergy. London: RCP. April
1992.

8 Allergen immunotherapy. Postion paper by the British Society of Allergy and  Clinicd
Immunology. Clinica and Experimenta Allergy 1993; 23:Supplement 3.

9 Baret S (ed). Multiple chemicd sengtivity. Report by American Council on Science
and Health. New Y ork; February 1994.



