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Multiple symptoms: Weight loss, weight gain, headache (including migraine), confusion, depression, lack of concentration, vertigo, tiredness (including chronic fatigue syndrome), hair loss, isolated vague abdominal symptoms such as bloating (which may be due to irritable bowel syndrome, or undiagnosed celiac disease)


Food intolerance: Even if “food intolerance” (e.g. to wheat) does exist as a diagnostic entity, there are no validated diagnostic allergy tests or therapies (other than avoidance)


Unrecognised/unknown syndromes: There is no good evidence that “systematic candidiasis syndrome” or “multiple chemical sensitivity syndrome” are discrete physical entities, or that they are actually due to those agents from which they derive their name. There are no validated diagnostic tests or therapies.


Non allergic substances: Some substances are simply not recognised allergens, e.g. tap water, sugar, caffeine, dental amalgam. There is no evidence that patients who consider themselves intolerant of various scents or odours (e.g. bleach, “chemical smells”, pot pourri, air freshener, perfumes) are suffering from allergy to these substances.


Unvalidated diagnostic tests: Positive results obtained by unorthodox techniques, such as electrodermal testing (e.g. the Vega test), are irrelevant to the diagnosis of food allergy and are best ignored – they do not justify referral to the allergy service. In addition, IgC antibodies to food allergens, as measured by some private laboratories, have not shown to be of diagnostic value.





Box 1: Patients in the categories below may well have an allergy but this is hardly ever detected by allergy testing. Avoidance is the usual solution.





Immunological (Type 1 hypersensitivity IgE mediated) for which allergy tests exist. Patients usually have urticaria or anaphylaxis





Non Immunological (e.g. pharmalogically mediated due to ACE inhibitors and NSAIDS) for which no tests exist. Patients may have vasculitis, purpura, or angiodema. However, clinically, it may be indistinguishable from Type 1 IgE reactions.





Types of reactions





Many allergy cases can be adequately managed in primary care. For example, advising patients to avoid cats and dogs or certain drugs or prescribing simple treatments.





However, the surge in referrals for allergy testing is complex. It partly reflects patients pressurising GPs for a referral. It also reflects the lack of clarity of some GPs on what to refer for specialist advice and when. Patients frequently attribute their symptoms to allergies either from press/magazine reports or privately available “diagnostic tests”. Many of these reports or tests have no scientific validity or evidence. (Box 1)





This guidance aims to empower GPs, using the latest evidence, to refer patients to an allergy service/clinic based on clinical need. Application of this guidance will result in more effective use of the allergy clinic and reduce waiting times for patients who really need to be seen.





Why allergy clinic referral guidance?





C1-inhibitor deficiency





Allergy to bee or wasp venom





Suspected drug allergy





Eczema and food allergy








Asthma





Rhinitis: allergic and non allergic





Urticaria and angioedema





Anaphylaxis














Evidence based guidance for Primary Care Teams





Referral to allergy clinic





1.Anaphylaxis





1.1 Was there: acute collapse + bronchospasm, pharyngeal oedema +/- hypotension, +/- flushing, urticaria, or angioedema?





1.2 If yes, send to allergy clinic for possible testing and management





1.3 May need their own supply of adrenaline for emergency use





1.4 In the acute situation, send to A&E if urgent





2. Urticaria: hives, weals, or “nettle rash”





2.1 Stop aspirin or NSAIDS unless they have been stabilised on long-term maintenance NSAID





2.2 Px oral antihistamine e.g. loratidine 10mg o.d. (prn, if symptoms are infrequent)





2.3 If necessary, double the dose of antihistamine or combine antihistamines





2.4 In pregnancy, only chlorpheniramine and cetirizine are recommended





2.5 Refer to allergy clinic only if symptoms do not respond to the above measures





The diagnosis is usually non-allergic (idiopathic urticaria/angioedema





3. Urticaria: food allergy?





A delay of >2 hours is virtually unknown for food allergy





3.1 Did symptoms occur <30 minutes of exposure to food and were symptoms consistent with IgE mediated hypersensitivity?





3.2 If yes: 


Check IgE and RAST to specific food allergen 


Advise avoidance of the likely food allergen if tests are positive


Px oral antihistamine


Px adrenaline if the risk of anaphylaxis is high


Refer to allergy clinic if anaphylaxis or diagnosis unclear








Food allergy is highly unlikely if patients have to examine what foods they have eaten the previous day in the search for a connection with their symptoms





4.1 Is the patient on an ACE inhibitor? If so, discontinue and reassess after 3 months





4.2 If angiodema but no urticaria, check complement component C4. Values>0.15g/I virtually excludes C1-inhibitor deficiency





4.3 Refer to allergy clinic if swelling involved the tongue or throat/respiratory tract, and patient was not on an ACE inhibitor





No need for referral if it only happened while on an ACE inhibitor





If allergic, ocular symptoms may be the main feature





5.1 Is it seasonal or episodic, and coincides with exposure to pollens and animal danders?





5.2 Investigate with total IgE and RAST to airborne allergens





5.3 If yes, advise avoidance of the likely allergen





5.4 In allergic rhinitis use:


Topical steroid spray + topical/oral antihistamine


If rhinorrhoea, +topical ipratropium bromide


For eye symptoms, use topical antihistamine, +/- cromoglycate





5.5 Failure to respond to regular topical nasal steroids  and antihistamines- refer for further evaluation. If unsettled, has the patient got the time and energy to stick though an allergen desensitisation programme? [Excludes: patients on b-blockers or ACE-inhibitor, or poorly controlled asthmatics on long-term steroids]





5.6 If yes, refer to allergy clinic





Desensitisation treatment is only given in the allergy clinic, and at set times during the week





Allergen desensitisation involves a 3-year course of s.c. injections (weekly for the first 15 weeks, then monthly or pre-seasonal treatment for 3 years





Patients must wait at the clinic for 1 hour after each injection for observation





There is a small risk of fatal anaphylaxis





Because of its risks, desensitisation is not offered as a “lifestyle” treatment where the allergen could reasonably be avoided without having a devastating effect on the patient’s daily activities or employment.





5.Rhinitis: allergic?





4. Angiodema: soft tissue swelling (with or without urticaria)





There is no need to measure C1-inhibitor in general practice





12.1 If the patient has:


Unexplained episodic angioedema +/- abdominal pain


A family history of the above (or of known hereditary angioedema)





AND





Complement component C4 is <0.15g/I, then





Refer to allergy clinic to exclude C1-inhibitor deficiency





12. C1-inhibitor deficiency








11.3 If there is a need, send blood for circulating specific IgE (“RAST”) against bee and wasp venom. If undetectable, the patient is at very low risk of an allergy
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11.1 Was there: respiratory symptoms or systematic generalised urticaria, angioedema, bronchospassm or anaphylaxis following a bee or wasp sting? If yes, see 1.1








11. Allergy to bee or wasp venom





There is no additional benefit from referral to the allergy clinic








10.4 Use paracetemol for pain relief





NSAIDs are not likely to be the cause of symptoms in patients who are stabilised on long-term maintenance treatment





10.2 If vasculitic or purpuric rashes, the diagnosis is purely clinical, there is no diagnostic test, avoidance of the drug is advised, and alternatives sought





10.3 Alternatively, is the patient really prepared to risk a direct drug challenge at the allergy clinic? Usually safer for patients to simply avoid the drug





Aspirin see 2.1


NSAIDS see 2.1


ACE inhibitors see 4.1





Antibiotics e.g. penicillin, cotrimoxazole





10.1 The main causes are:








10. Suspected drug allergy





Tests are not that reliable e.g. there may be positive skin prick tests +/- circulating IgE to dietary antigens, but patients know they can tolerate them. Investigations may be helpful in children





Refer to the allergy clinic for the investigation of drug-induced anaphylaxis particularly for antibiotics and general anaesthetics.





9. Eczema: possible food allergy?





9.1 If yes, see 3.1





8.1 If yes, advise avoidance of the likely allergen





8.2 If cause of contact dermatitis is unclear, refer to the dermatology clinic for skin patch testing





Eczema: contact eczema/dermatitis?





Allergic challenges and desensitisation therapy at an allergy clinic is not recommended due to clinical safety problems





7.1 See BTS guidance





7.2 Refer to respiratory clinic if your team cannot control the patient’s asthma





7. Asthma





6.2 If yes, Px steroid drops for 2-3 weeks (given in the “lying down, head back position”), + maintenance with a steroid spray





6.3 If any obstructive symptoms persist, refer to ENT for polypectomy





6. Rhinitis: non allergic nasal polyps?





6.1 Does the patient have nasal polyps?





11.2 Referral to the allergy clinic is not required if:





The reaction to stings is local (even if intense)


Patients want “screening”, because they have other allergies


Another family member is allergic to bee or wasp venom








