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Consider IgE Testing to Identify Asthma Triggers
B Y  PAT R I C E  W E N D L I N G

Chicago Bureau

WA S H I N G T O N —  Allergen-specific im-
munoglobulin E testing is an effective tool
for accurately diagnosing atopic triggers in
patients with asthma, but it is underused
in the United States, Dr. Leonard Fromer
said at the annual meeting of the Ameri-
can Academy of Family Physicians.

Only 1 in 20 (5%) asthmatics in the U.S.
is tested for triggers, he added. 

Primary care physicians manage the
majority of patients with mild to moder-

ate asthma. In about 70%-90% of children
and 60% of adults with asthma, the disease
is atopic. But too often, the emphasis is on
what medications to prescribe and not on
identifying allergen exposures, said Dr.
Fromer, professor of family medicine at
the University of California, Los Angeles.

The shortcomings of skin-prick testing
do not apply to blood-based IgE testing, be-
cause the test is looking only for the pres-
ence of the IgE antibody. Newer generation
IgE tests such as Phadia’s ImmunoCAP
system allow for accurate testing in children
as young as 6 months old, he said.

Some study findings have shown IgE
testing to have sensitivity and specificity
similar to that of skin-prick testing ( J. Al-
lergy Clin. Immunol. 1999;103:773-9).
Moreover, there is a significant degree of
variability in the way skin tests are per-
formed, interpreted, and documented
(Ann. Allergy Asthma Immunol.
2006;96:19-23), Dr. Fromer said.

There are more than 300 available
reagents when ordering an IgE test. The
respiratory panel is most important in

young children and adults because by 3
years of age, respiratory allergens start to
dominate, Dr. Fromer said.

The United States is divided into 19 re-
gions, depending on the climate and promi-
nent triggers, and these divisions are used
by reference laboratories to create region-
specific respiratory panels with the most
common molds, dust mites, and pollens in
the area where your patient lives or works.

Testing requires 2 mL of blood for chil-
dren and 4 mL for adults, with results typ-

ically available in 48 hours. Negative re-
sults can occur even when symptoms sug-
gest an allergic response. When this oc-
curs, one should go with the patient
history, Dr. Fromer said, emphasizing the
importance of clinical history in driving
the diagnosis.

Evidence also suggests that knowing a
patient’s psychosocial situation could help
primary care physicians treat patients with
asthma (Intl. Prim. Care Respir. J.
2006;15:278-85). ■

Too often, the
emphasis is on
what medications
to prescribe and
not on identifying
allergen
exposures.

DR. FROMER

Auto Titration
Improves CPAP
Adherence
S A LT L A K E C I T Y —  Automatically
titrated continuous positive airway pres-
sure appears to be an effective option for
the management of obstructive sleep ap-
nea in patients who fail to adhere to the
standard of manually titrated CPAP.

Of 57 patients who were poorly com-
pliant (defined in this study as using CPAP
for 2-4 hours during a study night) or
noncompliant (defined as using CPAP for
less than 2 hours during a study night),
72% were compliant with auto-CPAP, Vin-
cenza E. Castronovo, Ph.D., reported at
the annual meeting of the Associated Pro-
fessional Sleep Societies.

The patients were a subgroup of 509
consecutive patients with severe obstruc-
tive sleep apnea who underwent one full
night of polysomnography with manual
CPAP titration, and who were noncom-
pliant during that night. These patients re-
ceived the auto-CPAP treatment one night
after receiving the manual titration CPAP,
and used it for a mean of 6.7 hours with
an average pressure of 8.4 cm H2O and a
90th centile pressure of 10.2 cm H2O, said
Dr. Castronovo of the University Vita-
Salute San Raffaele, Milan.

—Sharon Worcester


