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In Part 1, we discussed the etiology
and epidemiology of allergy.! This sec-
ond part will focus on the diagnosis and
treatment of allergies. Diagnosing an al-
lergy is much like detective work. The
physician gleans clues from the case his-
tory, and confirms the clinical impres-
sion by using allergy tests that help de-
termine the cause of the patient’s prob-
lems. Recent progress in understanding
the basic mechanisms of the allergic
reaction has made diagnosis, as well as
controlling the unpleasant symptoms,
somewhat easier.

Allergic complaints are among the
most common reasons patients seek the
advice of a physician in industrialized
countries. While some symptoms of al-
lergy are not difficult to detect, many
may mimic numerous other physical
problems. For this reason, the diagnosis
and treatment of allergic disorders can
sometimes challenge even the most ex-
perienced clinician. But unfortunately,
recognizing allergic disorders is often
bungled by general practitioners. As
medical detectives they are about as
competent as Inspector Clouseau of
Pink Panther fame.

Diagnosis

The first step in diagnosing allergy is
through the case history and the pa-
tient’s observations on the possible
causes of the allergy symptoms. Season-
al disorders of immediate hypersensitiv-

ity generally are not difficult to diag-
nose. However, many allergies occur
year-round. These are usuvally more dif-
ficult to diagnose than seasonal disor-
ders. For example, A. P&coud and col-
leagues, Immunology and Allergy Divi-
sion, Central Hospital, University of
Vaudois, Lausanne, Switzerland, stud-
ied 81 patients with year-round symp-
toms of asthma or rhinitis (inflammation
of the mucous membrane of the nose).
They found that in taking only case his-
tories physicians miss about 40 percent
of the allergens responsible for the
symptoms.2 However, this would vary
considerably according to the reliability
of the original history.

Fred M. Atkins and Dean D. Met-
calfe, Allergic Disease Section, Labora-
tory of Clinical Investigation, National
Institute of Allergy and Infectious Dis-
eases, National Institutes of Health
(NIH), Bethesda, Maryland, noted that
three criteria must be met for the diag-
nosis of allergy: identification of the al-
lergen; demonstration of a relationship
between exposure to the allergen and
the resulting symptoms; and discovery
of the immunologic mechanism in-
volved.3

Skin testing is the standard means of
determining the offending allergen. The
test produces a small-scale allergic reac-
tion by exposing the patient to minute
amounts of potential allergens either
scratched or injected into the epidermis,
or outer layer of the skin on the patient’s
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forearm or back. A positive reaction
produces a wheal, or whitish lump, with
a reddish circle within 15 minutes.

Skin testing, however, is not without
its drawbacks. For example, Harold S.
Nelson, Allergy-Immunology Service,
Fitzsimons Army Medical Center, Auro-
ra, Colorado, noted that skin testing re-
quires the patients’ withdrawal from
prescribed or over-the-counter antihis-
tamines that may be used in treating
their allergy symptoms, some physical
discomfort to the patient, and a remote
risk of anaphylaxis, or severe allergic
reaction.4

Provocation testing is occasionally
used if inhalant or food allergy is sus-
pected. Atkins and Metcalfe note that
one of the provocation tests, the oral
food challenge, may be used in diagnos-
ing food allergy when previous reactions
to a suspected food have not been life
threatening.3 Provocation tests require
elimination of all suspected foods for a
two-week period. If the patient is symp-
tom free, a suspected allergen is ad-
ministered to provoke a response.

The diagnosis of clinical allergy be-
came a laboratory science soon after the
discovery in 1967 by the Ishizakas, then
of the Children’s Asthma Research Insti-
tute and Hospital, Denver, Colorado,
that immunoglobulin E (IgE) is the an-
tibody responsible for immediate hyper-
sensitivity reactions.5 In 1967, Leif Wide
and colleagues, Department of Clinical
Chemistry, University Hospital, Upp-
sala, Sweden, developed an in vitro test
for measuring allergen-specific IgE anti-
bodies.6 The test, known as the radioal-
lergosorbent (RAST) technique, soon
became common for laboratory diagno-
sis of allergies. Since its publication, the
paper has become a Citation Classic™
because, as Wide indicated, “RAST has
become extensively used as a test for
diagnosis of allergy and for quantitation
of allergen-specific IgE.”7

The RAST test measures the amount
of circulating allergen-specific IgE in the

patient’s blood serum and is an in vitro
analogue of skin testing. Small samples
of the patient’s serum and various poten-
tial allergens, incubated with radioac-
tively labeled antibodies, are put into a
gamma counter, an instrument used for
detecting the radioactivity emitted. The
radioactivity detected is an indirect mea-
sure of allergen-specific antibodies. This
is a simplified description of a complex
procedure for detecting radioactivity in
each of several fractions.

In a review of the diagnosis of immedi-
ate hypersensitivity, Bernard Hess
Booth III, Department of Medicine,
University of Mississippi, Jackson, con-
cluded that RAST testing is about as sen-
sitive as the skin-prick test.8 The RAST
also has several advantages. It requires
less of the patient’s time and is not influ-
enced by drugs used to control allergy
symptoms that the patient may be tak-
ing. And perhaps most importantly,
there is no risk of anaphylaxis.

The RAST is, however, not without
criticism. According to S. Allan Bock,
National Jewish Hospital and Research
Center, and the University of Colorado
Health Science Center, Denver, the fact
that the RAST measures circulating an-
tibodies and not those bound to effector
cells that release the chemical mediators
of allergy makes it less accurate than
skin testing.® The RAST is also signifi-
cantly more expensive than skin testing
and the results are not immediately
available,

Another laboratory method for aller-
gY testing is the enzyme-linked immuno-
sorbent assay (ELISA) developed in
1972 by E. Engvall and P. Perlmann,
then of the Department of Immunology,
Wenner-Gren Institute, University of
Stockholm, Sweden, to determine im-
munoglobulin G (IgG) concentrations. 10
This method differs from the RAST in
that it uses an enzyme label rather than a
radioactive tag for measuring IgE in
blood serum. The ELISA was later
adapted to detect IgE antibodies, and
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P.V. Subba Rao and colleagues, Depart-
ment of Biochemistry, Indian Institute
of Science, Bangalore, and National In-
stitute of Allergy and Infectious Dis-
eases, NIH, found that the ELISA has
the same potential as the RAST to iden-
tify allergen-specific IgE.!! Majid Ali
and colleagues, Holy Name Hospital,
Teaneck, New Jersey, note that the
ELISA method has several advantages
over the RAST. The ELISA has a diag-
nostic efficiency for detecting specific
IgE similar to the RAST. However, the
ELISA method does not require radio-
active material, and the laboratory in-
struments that are used generally are less
expensive. 12

In a review of controversial practices
in allergy, Michael H. Grieco, Depart-
ment of Medicine, Columbia University
College of Physicians and Surgeons, and
the R.A. Cooke Institute of Allergy, St.
Luke’s-Roosevelt Hospital Center, New
York, reported that RAST testing is
more expensive than skin testing and
does not offer proportionately greater
information for clinical diagnosis.!3 In a
study comparing RAST and skin tests,
H.A. Sampson and R. Albergo, Divi-
sions of Allergy, Immunology, Pulmo-
nary Diseases, and Dermatology, Duke
University Medical Center, Durham,
North Carolina, concluded that the
RAST test is best reserved for patients
for whom skin testing is not possible.
Such patients would include those who
cannot discontinue allergy medication,
those with skin problems that would
make skin testing difficult, and patients
who risk anaphylactic reaction with skin
testing. 14

However controversial, the important
new role of laboratory diagnosis of aller-
gy is reflected in the 1983 decision of the
American Board of Allergy and Immu-
nology, American Board of Pediatrics,
and American Board of Internal Medi-
cine to jointly sponsor a certification ex-
amination for internists and pediatri-
cians in diagnostic laboratory immunol-

ogy. The examination will be conducted
under the aegis of the American Board
of Medical Specialties. According to
Peter F. Kohler and colleagues, Ameri-
can Board of Allergy and Immunology,
Philadelphia, these physicians will be
concerned with the laboratory aspects of
immunology and their application to the
diagnosis and treatment of human
disease, including allergy.!5

Debate over the merit of various aller-
gy tests has been prominent in the liter-
ature in recent years. One method which
has been the subject of considerable
discussion is the cytotoxic test for non-
IgE-mediated food allergies. This test is
based on the theory that addition of an
allergen to whole blood in vitro will
cause death and disintegration of white
blood cells. A study by Phil Lieberman
and colleagues, Sections of Allergy-Im-
munology, Departments of Medicine
and Pediatrics, University of Tennessee
College of Medicine, Memphis, found
the cytotoxic test unreliable in the diag-
nosis of food allergies. 6

Since most people with allergies are
sensitive to more than one allergen,
more than one diagnostic test may be
necessary. Ali and colleagues recom-
mend a two-step approach to in vitro
diagnosis of allergies. First, patients with
suspected allergies should be tested with
a limited group of potential allergens to
identify those individuals with IgE-medi-
ated allergies. Second, a comprehensive
group of relevant regional allergens
should be used to test patients with IgE-
mediated allergies.12

Treatment

Once the cause of the allergy is identi-
fied, the best treatment is avoidance of
the allergen. This is easily accomplished
for cases of such allergens as cat or dog
dander, drugs, and foods. According to
SamiL. Bahna and Clifton T. Furukawa,
Section of Allergy and Immunology, De-
partment of Pediatrics, Louisiana State
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University School of Medicine, New Or-
leans, and University of Washington
School of Medicine, Seattle, dietary
elimination is the most effective, least
expensive, and safest means of treating
food allergy. However, its success de-
pends on proper identification of the of-
fending allergen, degree of patient com-
pliance, and proper labeling of food
contents by the manufacturer.l? Persons
with adverse reactions to food may face
difficulties in eating restaurant food,
especially those with adverse reactions
to food additives that are almost im-
possible for the diner to detect. These
adverse reactions may or may not be
based on IgE-mediated allergy.
Incidentally, adverse reaction to food
additives was first reported in a 1959 An-
nals of Allergy case study by allergist
Stephen D. Lockey, Lancaster, Penn-
sylvania.l® Monosodium  glutamate
(MSG), which is frequently used in
Chinese cooking, has been reported by
David H. Allen and Gary J. Baker, De-
partment of Thoracic Medicine, Royal
North Shore Hospital, St. Leonards,
Australia, to provoke attacks in patients
with asthma.!9 MSG produces a toxicity
reaction rather than true allergy. It is of
course the culprit in Chinese restaurant
syndrome otherwise known as Kwok's
disease.20.21 ]
Although the treatment of choice for
allergy is avoiding the suspected aller-
gen, in some cases.where this is not pos-
sible, the degree of exposure can be di-
minished. For example, a study of 20
children with house dust allergy by An-
drew B. Murray and Alexander C. Fer-
guson, Division of Allergy, Children’s
Hospital, Vancouver, British Columbia,
Canada, found: significant differences
between groups of children whose bed-
rooms were kept:dust-free and those
whose bedrooms were not. A dust-free
bedroom diminished bronchial irrita-
tion, and the authors considered it an ef-
fective means of decreasing asthma
symptoms in children with house dust or

house dust mite allergies.22 Jens Kors-
gaard, Institute of Hygiene, University
of Aarhus, and the Chest Clinic, Aarhus
Municipal Hospital, Denmark, found
that lowering the indoor humidity can
control the concentration of house dust
mites.23

T've discussed the adverse effects of
indoor pollution on human health in the
past.24 In fact, one indoor pollutant
mentioned in that essay was smoke.
Since then, new evidence indicates that
certain proteins present in tobacco
smoke may cause allergic reactions. A
recent abstract by Tova Francus and col-
leagues, Departments of Medicine and
Pathology, Cornell University Medical
College, New York, reported that one-
third of normal humans exhibit immedi-
ate cutaneous, or skin hypersensitivity
to tobacco glycoprotein.25

When the allergen cannot be avoided
entirely, drugs may be necessary to con-
trol allergy symptoms. For many people,
a combination of environmental control
and drug therapy is necessary to achieve
relief of their symptoms. And this fre-
quently involves a compromise between
the beneficial effects of the drug and
undesirable side effects. According to
Martin D. Valentine, Johns Hopkins
University School of Medicine, Balti-
more, the goal of drug therapy is to allow
the patient to function normally, since
complete elimination of symptoms may
not be possible.26

Drugs for allergies generally function
by acting at various sites in the sequence
of the allergic reaction. For example,
antihistamines block the effects of hista-
mine, a chemical mediator of the aller-
gic reaction. These drugs are the most
popular for treating allergic rhinitis, and
work well in controlling the itching and
swelling associated with allergy. They
are less effective in easing the breathing
difficulties that occur with constriction
of the bronchioles of the lungs during an
asthma attack. However, William W.
Douglas, Department of Pharmacology,

143



Yale University School of Medicine,
New Haven, indicated that in therapeu-
tic doses, all commercially available an-
tihistamines produce side effects.2? The
most troublesome side effect is sedation
or drowsiness that can interfere with
daily activity to such a degree that an ac-
cident may occur while working or driv-
ing a car. As C.B.M. Tester-Dalderup,
Workers Compensation Board, Edmon-
ton, Alberta, Canada, pointed out, the
sedative effect of antihistamines is
marked and common, occurring in 25 to
60 percent of people taking the medica-
tion.28

In newer antihistamines, such as
terfenadine, Tester-Dalderup, who is
also advisor to the Netherlands Commit-
tee for Evaluation of Medicines, report-
ed that the sedative effect is less pro-
nounced.?8 In fact, a study by M.L.
Brandon and M. Weiner, Allergy Medi-
cal Group of San Diego, Inc., Califor-
nia, found sedation in a terfenadine-
treated group similar to the placebo-
treated group.2® Despite these findings,
A_.N. Nicholson, Royal Air Force Insti-
tute of Aviation Medicine, Farnbor-
ough, Hampshire, England, noted that
the sedative effects can never be exclud-
ed in advance, and each patient must
be treated on an individual basis.30
Terfenadine is as effective as the older
antihistamines in treating symptoms of
seasonal allergic rhinitis.

While antihistamines interfere with a
major mediator of the immediate hyper-
sensitivity reaction, other mediators,
such as prostaglandins and leukotrienes,
are unaffected. Mark Ballow, Depart-
ment of Pediatrics, University of Con-
necticut Health Center, Farmington,
noted that cromolyn, a recent addition
to the list of drugs used for treating aller-
gies, acts by inhibiting the release of
mediators and is most effective by local
administration in treating asthma and
allergic rhinitis.3! Carlo Zanussi, Second
Medical Clinic, Milan University, Italy,
indicated that short-term high-dose

therapy with cromolyn administered
orally may also be effective in treating
food allergies.32 A 1978 paper by Paul D.
Buisseret, then of the Department of
Medicine, Guy’s Hospital Medical
School, London, and colleagues sug-
gested that prostaglandin-synthesis in-
hibitors, such as non-steroidal anti-in-
flammatory drugs, may benefit some pa-
tients with food intolerance.33

Another class of drugs used in treating
allergies is the corticosteroids. These are
anti-inflammatory agents that also have
immunosuppressive effects. Cortico-
steroids can be applied to the skin in
cases of allergic dermatitis; inhaled for
asthma, the pulmonary expression of al-
lergy; or taken orally for allergic derma-
titis and asthma. However, Lieberman
and W.W. Taylor, Section of Allergy-
Immunology, University of Tennessee
College of Medicine, noted that cortico-
steroid therapy is not without risk of
serious side effects, and before they are
used for treating asthma, other forms of
therapy should be tried.34 The most
common untoward effects of the corti-
costeroids are related weight gain and
fluid retention. Kenneth P. Mathews,
Department of Internal Medicine, Uni-
versity of Michigan Medical School,
Ann Arbor, indicated that side effects
are related to the dose, route of adminis-
tration, and duration of therapy. And
their use for short periods, especially
during the pollen season, can, in fact, be
beneficial.35

Newer corticosteroids, such as beclo-
methasone diproprionate dispensed as a
nasal spray, are even more effective in
controlling symptoms and are without
major adverse effects. A 12-week study
by Peter Small and colleagues, Depart-
ments of Medicine and Otolaryngology,
Jewish General Hospital, McGill
University, Montreal, Canada, com-
pared the effects of beclomethasone di-
proprionate with a placebo in patients
with year-round rhinitis. They found no
difference between the treated and con-
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trol group in incidence of side effects.
And 63 percent of the beclomethasone
diproprionate-treated patients achieved
total or significant control of nasal symp-
toms.36

Sympathomimetic preparations are
also used to control allergy symptoms.
These drugs, frequently used as aerosol
sprays, constrict the nasal mucosa and
when administered to the lung help re-
lieve obstruction. However, in two fre-
quently cited papers, Frank E. Speizer
and colleagues, then of the Medical Re-
search Council’s Statistical Research
Unit, and University College Hospital
Medical School, London, reported an
association between increased deaths
from asthma in Great Britain and exces-
sive use of pressurized spray containers
of isoproterenol.37.38 Isoproterenol is
one of the sympathomimetic prepara-
tions. In a Citation Classic commentary,
Speizer, now at the Department of
Medicine, Harvard Medical School,
Boston, noted, “Because of these
results, the Committee on Safety and
Drugs, in 1967,...issued a warning to all
physicians in Great Britain on the poten-
tial hazards of pressurized aerosol sym-
pathomimetic preparations.”3?

When environmental control and
drug therapy fail, immunotherapy is
often beneficial for some allergies. Im-
munotherapy, or allergy shots, consists
of injections of gradually -increasing
amounts of allergen in an attempt to
reduce the patient’s ‘sensitivity. This
method obviousiy depends on accurate
identification of the. offending allergen
and works best in- cases of airborne
allergens and insect venom. Howard
Melam, Department of Medicine,
Northwestern  University  Medical
School, Chicago, Ilinois, indicated that
allergy shots are not recommended for
allergy to food.40 Recent research by J.
L. Ohman and colleagues, Allergy Labo-
ratory, Veterans Administration Qutpa-
tient Clinic and Department of Medi-
cine, Tufts University School of Medi-

cine, Boston, suggests immunotherapy
may be useful in treating selected
asthmatics who are allergic to domestic
cats.4! Immunotherapy was first used by
L. Noon, at the Department of Thera-
peutic Inoculation, St. Mary’s Hospital,
London, who in 1911 treated pollen-sen-
sitive patients with injections of extracts
of grass pollen.42 Only recently, how-
ever, has insight been gained into the
mechanisms by which immunotherapy
acts.

Immunotherapy alters the immuno-
logic reactions that occur in allergy so
there is less response on reexposure to
the allergen. Philip S. Norman, Clinical
Immunology Division, Good Samaritan
Hospital, Baltimore, indicated that im-
munotherapy works by inhibiting hista-
mine release from basophils, a type of
white blood cell, and by stimulating the
production of IgG to the allergen.43 The
IgG antibody may function as a blocking
antibody, presumably by combining
with the allergen and preventing the
reaction of IgE with effector cells that
produce the chemical mediators of the
allergic reaction.

An earlier study by Norman and col-
leagues compared immunotherapy and
placebo effects in treating patients with
ragweed allergy during the pollen sea-
son. They found significant differences
between the two groups, and conclud-
ed that immunotherapy is effective in
modifying symptoms.44 Inmunotherapy
rarely cures allergy, but significant
improvement in symptoms may be
achieved. However, as Roy Patterson
and colleagues, Department of Medi-
cine, Northwestern University Medical
School, Chicago, pointed out, to
achieve beneficial effects immunother-
apy generally takes six months to one
year, and maximal benefit may require
as long as three years of therapy.45

A new type of immunotherapy uses al-
lergen modified by polymerization, or
the binding together of two or more mol-
ecules. This method reduces the risk of
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anaphylactic reaction to the allergen by
slowing its absorption into the body. A
clinica! trial of this modified extract car-
ried out by Leslie C. Grammer and col-
leagues, Section of Allergy-Immunol-
ogy, also at Northwestern University,
found polymerized grass allergen to be
safe and effective in reducing symp-
toms. 46

When traditional methods of allergy
treatment fail to provide adequate relief,
allergy sufferers may turn to nontradi-
tional medical practices. A study by
Judith Moore and colleagues, South-
ampton University and the Centre for
the Study of Alternative Therapies,
Southampton, England, found the ma-
jority of people seeking nontraditional
medical treatment first tried convention-
al medicine.4” Among physicians who
treat allergies in a nontraditional way are
the clinical ecologists. According to Iris
R. Bell, Langley Porter Psychiatric Insti-
tute, University of California, San Fran-
cisco, School of Medicine, clinical ecol-
ogy differs from traditional allergy in
that it treats allergy-like symptoms that
may or may not be IgE-mediated. Clini-
cal ecology draws from toxicology as
well as immunology.48

“Clinical ecologists,” according to
Metcalfe, “do not generally treat pa-
tients with standard allergies. In general,
they are not looking at asthmatics, rhini-
tis, and food allergies that cause hives.
Clinical ecologists tend to see patients
who go to traditional physicians and
don’t get their problems treated in what
they believe to be a successful way. Of-
ten these people may not have allergies.
Their complaints involve headaches,
arthralgias, abdominal bloating, ten-
sion, and fatigue. There are a lot of dis-
eases in this differential diagnosis.
Somewhere along the line these people
become convinced that it’s due to some-
thing in their environment. The clinical
ecologists have focused on this group of
individuals.”49 Many ' traditional aller-

gists would not consider these as true
allergy.

Like traditional allergists, clinical
ecologists generally emphasize identifi-
cation and elimination of the offending
substance. However, the diseases treat-
ed and methods clinical ecologists use to
identify and treat allergy-like symptoms
are sometimes questioned by traditional
allergists due to lack of controlled stud-
ies. One of their most controversial
methods is provocation-neutralization
testing. With this technique, allergies
are diagnosed by assessing the ability of
a substance to produce symptoms rather
than just induce a wheal as in skin test-
ing. Carlton H. Lee, St. Joseph, Mis-
souri, and colleagues describe the test as
consisting of a series of dilutions of po-
tential allergen placed under the tongue
or skin.50 Only one dilution of a single
substance is used at a time. Clinical
ecologists claim that this method deter-
mines which substance produces symp-
toms, and the proper dilution of that
substance for neutralizing the symp-
toms. Lee and colleagues note that cer-
tain dilutions of the allergen provoke
symptoms while other dilutions relieve
mild versions of symptoms.50 Treatment
may involve long-term therapy with
neutralizing dilutions, although some
patients experience immediate relief of
symptoms. Food and inhalant allergies
can be tested and treated with this
method.

Another therapy espoused by clinical
ecologists is the rotation diet described
by allergist Theron G. Randolph and
Ralph W. Moss in their book, An Alter-
native Approach to Allergies.51 The
rotation diet involves eating the offend-
ing foods only once every four to five
days or eliminating them completely for
three to six months. According to Bell,
the principle of rotation is that tolerated
foods will not be eaten too frequently
and thus, new sensitivities will be avoid-
ed. As tolerance for offending foods re-
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turns, the foods may be worked into a
rotating schedule of once every four to
five days without causing a sensitivity re-
action.532 (p. 48)

Many clinical ecology patients, in
order to avoid the causes of their aller-
gies, particularly chemical allergies, are
instructed to dramatically change their
living and work environments. Accord-
ing to clinical ecologist William J. Rea,
Environmental Health Center, Dallas,
avoiding the cause of the symptoms
results in significant improvement in the
patient’s health.33

Many patients treated by clinical ecol-
ogists organize their life around their ill-
ness. Some live in an environment virtu-
ally free of the synthetic materials to
which they are deemed allergic. In dis-
cussing the medical subculture of clini-
cal ecology, Carroll M. Brodsky, De-
partment of Psychiatry, University of
California, San Francisco, School of
Medicine, pointed out that traditional
medicine has not adequately dealt with
these problem patients.>4 Brodsky clear-
ly raises an important issue.

In some cultures allergies are treated
with a mixture of western and traditional
medicine. For example, Douglas E.
Johnstone and Joseph E. Ghory, De-
partments of Pediatrics, School of Medi-
cine and Dentistry, University of Roch-
ester, New York, and University of Cin-
cinnati, Ohio, reported that asthmatic
children at the allergy clinic of the
Children’s Hospital, Shanghai, are given
bronchodilators and treated with herbal
medicine and acupuncture.35 An illus-
tration of the efficacy of acupuncture is
found in a study :of asthmatic patients
treated with acupuncture and isoproter-
enol by Donald P.-Tashkin and col-
leagues, UCLA Acupuncture Project
and Departments of Medicine, Anes-
thesiology, Pediatrics, Psychology, and
Epidemiology, UCLA Schools of Medi-
cine and Public Health. They found that
acupuncture partially reverses the symp-

toms of experimentally induced bron-
chospasm.56

No matter how allergies are handled,
the fact that the tendency is inherited in-
dicates that they extend far back in
human history. Since allergies presum-
ably leave no traces on skeletal remains,
we can only speculate about their adap-
tive advantage in evolution. T.A.E.
Platts-Mills, Division of Allergy and
Clinical Immunology, University of Vir-
ginia, Richmond, suggested that they
may have been advantageous in stimu-
lating local immunity in an environment,
such as that of early man, where parasit-
ic worm infestation was endemic.57

Various medical associations special-
izing in the research and treatment of
allergies offer information on allergy to
physicians and the general public. Some
of these groups are listed in Table 1.
Their membership generally includes
physicians concerned with the diagnosis
and treatment of allergies. Many hold
annual meetings and continuing educa-
tion seminars. Some sponsor a journal
reflecting the interests of the society's

" membership. For example, Annals of

Allergy, first published in 1943, is spon-
sored by the American College of Aller-
gists. The Journal of Allergy and Clinical
Immunology is the official publication of
the American Academy of Allergy and
Immunology. This journal, which began
publication in 1929 under the name Jour-
nal of Allergy, was the first devoted to
the clinical aspects of allergy.

It is always possible to abuse analo-
gies, but medicine, like the human body,
has its own built-in powers of resistance
to attack by foreigners. By this I mean
resistance to new ideas that challenge
long-established doctrines or dogma, or
as it is fashionable to say these days—
paradigms. Just as Pasteur encountered
resistance to his ideas, as did the early
immunologists, so have the pioneers in
allergy research. However, there have
been too many clinicians who have been

147



Table 1: A selected list of organizations providing
education, information, treatment, standards,
certification, and research in allergies and clinical
immunology.

Académie Europ€enne d'Allergologie et
d'Immunologie Clinique

52 Blvd. de la Cambre

B-1050 Bruxelles

Belgium

Allergy Information Association
25 Poynter Drive, Room 7
Weston, Ontario

Canada M9R K8

American Academy of Allergy and Immunology
611 E. Wells Street
Milwaukee, WI 53202

American Academy of Otolaryngic Allergy
1101 Vermont Avenue, NW

Suite 302

Washington, DC 20005

American Allergy Association
P.O. Box 7273
Menlo Park, CA 94026

American Association for Clinical Immunology
and Allergy

P.O. Box 912, DTS

Omaha, NE 68101

American Association of Certified Allergists
800 E. Northwest Hwy., Suite 101
Mt. Prospect, IL 60056

American College of Allergists
800 E. Northwest Hwy., Suite 101
Mt. Prospect, IL 60056

American Osteopathic College of Allergy and
Immunology

8044 W. Vernor

Detroit, MI 48209

Association for the Care of Asthma
P.O. Box 568

Spring Valley Rd.

Ossining, NY 10562

Asthma and Allergy Foundation of America
1302 18th Street, NW, Suite 303
Washington, DC 20036

British Society for Allergy and Clinical
Immunology

Wythenshawe Hospital

Manchester, M13 9PT

England

Histamine Research Society of North America
Department of Pharmacology

Cornell University Medical College

1300 York Avenue

New York, NY 10021

International Association of Allergology and
Clinical Immunology

611 E. Wells Street

Milwaukee, WI 53202

International Correspondence Society of Allergists
5811 Outlook Drive
Shawnee Mission, KS 66202

National Institute of Allergy and Infectious
Diseases

National Institutes of Health, Bldg. 31

9000 Rockville Pike

Bethesda, MD 20205

Sociedad Mexicana de Alergia e Inmunologia
A.C.

Fuento Emperador 6

Tecamachalco, México 10, D.F.

Societd Italiana di Allergologia ¢ Immunologia
Clinica

Policlinico Umberto 1

Viale del Policlinico

1-00100 Roma

Italy

Société Frangaise d'Allergologie
1 Rue du Val-de-Grice

F-75005

Paris

France

Society for Clinical Ecology
P.O. Box 16106
Denver, CO 80216

unprepared to do the hard scientific
work necessary to support their the-
ories. It has only been in recent years,
with the parallel growth in the field of
immunology, that heretical notions like
an allergy-behavioral connection have
become an area of increasing research
interest. While this essay does not
primarily concern behavioral manifesta-
tions of allergy, it is relevant to point out
the recent observation by James F.
Jones, Department of Pediatrics, Na-
tional Jewish Hospital, Denver, and col-
leagues, Departments of Pediatrics,"
Pathology, Medical and Molecular
Biology, University of Arizona College
of Medicine, Tucson, that certain forms
of depression may in fact be the conse-
quence of the Epstein-Barr virus, now
known to be the culprit in mononucleo-
sis.58 Another study of chronic Epstein-
Barr virus infection by Steven E. Straus,
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NIH, and colleagues, however, attrib-
utes the depression to the chronicity of
the illness,39 rather than directly to the
virus. The fact that Jones and colleagues
found that a large number of these peo-
ple have IgE-mediated allergic disease
makes this all the more intriguing.60
The third part of this essay will discuss
in detail what we know about the behav-
ioral manifestations of allergy and the
need for additional research in such
areas as psychoimmunoiogy. It will also

include a discussion of core research
papers dealing with allergies and their
behavioral consequences.

* * * * *

My thanks to Cecelia Fiscus and Linda
LaRue for their help in the preparation
of thisessay. Thanks also to the manyre-
viewers, most of them cited above, who
helped increase the accuracy of this

essay.
©1985 1St
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