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EDITORIAL

Diagnosing allergy in primary care: are the history
and clinical examination sufficient?

Diagnostic testing is often crucial to securing
a diagnosis, but it must be undertaken in a
considered manner since there are time and
cost implications and—particularly if invasive—the
risk of adverse events. Allergic diseases are
a common and increasing problem in Western
societies [1], the commonest manifestations of
which are dermatological and respiratory in nature,
usually of mild or moderate severity. Less common
problems include food, drug and insect venom
allergy, which can be associated with severe or life-
threatening symptoms.

In contrast to the conclusions reached by
Ahlstedt and Murray in this month’s Primary Care
Respiratory Journal [2], there is good evidence
that the majority of patients presenting in primary
care with suspected allergic disorders can be
managed without formal identification of the
specific allergen trigger. This is a function of three
factors: first, the pre-test likelihood of correctly
diagnosing or excluding an allergic disorder is high
if appropriate clinical questions are asked [3];
second, existing common therapeutic options for
managing allergic problems are relatively safe;
and third, there is insufficient evidence from
randomised controlled trials to support current
approaches which attempt to avoid aero-allergen
exposure [4—6]. The position is more complex
for the smaller numbers of patients who exhibit
more serious potentially life-threatening systemic
allergic reactions in response to food, drug and
venom exposure.

Rhinitis is one of the most common
manifestations of allergic disease [7], and
treatment is rarely allergen-specific, the most
effective treatment being a combination of anti-
histamine and topical anti-inflammatory drugs

[8]. The probability of rhinitis symptoms being
allergic in nature is significantly increased if
symptoms are triggered by animals or pollen, or
if the patient has a personal history or a family
history of allergy [3]. The need for a diagnostic test
should therefore depend on whether or not the
identification of an allergen trigger will influence
the treatment decision. Given the challenges in
avoiding exposure to these allergen triggers, there
is in most individuals little merit in identifying
the underlying allergenic trigger. Empirical
treatment is therefore justified as an initial step
for rhinitis patients with a convincing history of
allergy.

In contrast, if allergen avoidance is both
effective and possible (as in the case of food or
drug allergy) or an allergen-specific treatment such
as immunotherapy [9,10] is being considered, then
identification of the specific allergen trigger is
essential; although again, accurate history taking
is of primary importance in establishing the role of
allergy and interpreting test results. The medical
history, related to the nature and timing of the
symptoms, trigger factors, and evidence of personal
and family history of allergic disease, should
guide the need for, and choice of, diagnostic test
[3].

In community settings, both skin prick tests and
blood tests are available to identify IgE-mediated
disease, although neither is commonly used. In
food allergy, diagnostic cut-off levels for skin prick
tests and specific IgE tests have been developed
[11,12] and are usefully discussed by Ahlstedt
and Murray [2]. These cut-offs can be used to
predict the likelihood of developing symptoms on
exposure and may obviate the need for costly
and time-consuming food challenges. There is a
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relatively good correlation between skin prick
tests and blood tests [13], and so the choice of
test is likely to be based on the nature of the
symptoms, safety, availability of extracts, costs,
and operator expertise in the interpretation of
results.

Skin prick tests are simple (although relatively
time-consuming) and results are visible and
available immediately. Safety still appears to be
a major concern, although the procedure is well
tolerated by patients and by nurses performing
the tests in primary care [14], and anaphylaxis
following skin prick tests to common aero-allergens
has not been reported [15]. Skin prick tests
for foods are less reliable than those for aero-
allergens, resulting in a high rate of false positives
[16]. Skin prick tests for foods, drugs and insect
venom carry a risk of systemic reactions [15]
and should only be performed by staff who are
trained to recognise and treat them promptly and
efficiently.

Measurement of allergen-specific IgE (sIgE)
antibodies present in the serum is an alternative
and comparably reliable way of diagnosing atopy
when skin prick tests are not available [17].
They are a particularly useful test for allergens
which carry the risk of adverse reactions if
used as a skin prick test (e.g. food allergens,
venom, penicillin). Specific IgE testing can usually
be arranged via the local biochemistry/pathology
laboratory. Requesting a total IgE level is not a
reliable indicator of atopic status and cannot be
used diagnostically.

In terms of cost, skin prick tests appear to
be the cheaper option, although the comparative
costs of skin prick test solutions/sterile lancets
and sIgE blood tests should take into account a
number of factors including the number of allergens
needed, the longevity and stability of the test
solutions, the cost per test, (including nurse time
for skin prick testing), and the cost and availability
of phlebotomy services. Specific IgE blood tests
become more cost-effective compared to skin prick
tests when testing for allergens such as foods,
venoms or drugs which are used less frequently and
which substantially increase the skin prick testing
cost per test.

In summary, empirical treatment using evidence-
based guidelines appears to be justified as an initial
step for most patients with a convincing history of
eczema, rhinitis and asthma in whom aero-allergen
triggered disease is suspected. In the majority of
such cases, diagnostic investigation will be reserved
for those in whom there is genuine diagnostic
uncertainty, where possibly inappropriate allergen
avoidance regimens are being tried, or in whom

immunotherapy is being considered. Sensitivity to
foods, drugs, occupational allergens and insect
venom can often be identified from the clinical
history, but the diagnosis should be confirmed by
an objective measurement of sIgE if avoidance
measures are possible or an allergen-specific
treatment is available. Identification of sIgE should
precede referral for a specialist allergy opinion in
patients in whom there is diagnostic uncertainty
or those for whom allergen-specific therapy
is being considered, as well as those patients
who have potentially life-threatening symptoms,
or—particularly in children—concomitant food
allergy and asthma.
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