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Some children treated for food allergies never tested
By Robert Reinheart
U.S. Medical Director
ImmunoDiagnostics, Thermo Fisher Scientific

Back-to-school office visits provide primary care clinicians with an opportunity to consider whether their patients could 
benefit from allergen-specific immunoglobulin E (IgE) blood testing.  Two groups of students for whom this testing may 
be indicated are those who are thought to have peanut allergy, and those who use asthma medications on a daily basis.  

PEANUT ALLERGY
The Quest Diagnostics Health Trends Report “Allergies 
Across America” revealed that “nearly one in three children 
who are tested for peanut allergy showed evidence of 
allergic sensitization,” more commonly boys in elementary 
school.1

But not all sensitized children are clinically allergic, and 
many who are labeled as being food allergic have never 
been tested.  Over-diagnosed peanut (and other food) 
allergy places a significant burden on students, parents 
and school personnel.  The National Institute of Allergy and 
Infectious Diseases (NIAID) estimates that approximately 
75% of children with self-reported food allergy are not 
actually allergic.2  School nurses observe that only 10-
15% of students who are prescribed epinephrine auto-
injectors for presumed food allergy have been evaluated by 
a specialist (Personal communication at North American 
School Nurses convention, 2013).  Recent professional and 
lay publications have highlighted the bullying and isolation 
that these students may suffer.3

Newest generation ImmunoCAP® Allergen Components 
blood testing for peanut (now  available from  DLO, a 
subsidiary of Quest Diagnostics) measures specific IgE to 

component proteins of the whole peanut.  Some patients are 
sensitized to the primary “storage proteins” (Ara h 1, 2, 3), 
placing them at higher risk for systemic reaction if exposed 
to peanuts, and making them unlikely to pass oral food 
challenge testing.4  Several large birth cohort studies have 
demonstrated sensitization to the Ara h 2 component to be 
a particularly strong predictor of clinical reactivity.4 These 
students need continued strict avoidance of peanuts, and 
epinephrine auto-injectors must be immediately available 
to them at school.

But others, who on the basis of positive whole allergen 
extract  blood or skin test results are assumed to be 
peanut allergic, are sensitized only to other “cross-reactive 
proteins” (Ara h 8, 9).4,5,6  Their primary sensitizers are 
actually pollens; they may have no, or only mild, symptoms 
when exposed to peanut.  In the large UK study, almost 
77% of sensitized children were in this latter group, and 
passed their clinician-supervised peanut challenge.7  These 
students could safely move from the “peanut-free” table to 
the unrestricted area of the cafeteria, and their parents and 
teachers could relax their hyper-vigilant surveillance.

continued on page 3
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Serum Based Allergy Diagnostics: Breaking Down Barriers
By Jason S. Sigmon, M.D.
Northwest Sinus & Allergy Clinic
Oklahoma City, OK

We have a legacy in modern healthcare whereby advances 
in medical diagnostics increase the healthcare provider’s 
ability to more efficiently manage specific disease states. 
These diagnostic advancements must include accurate, 
reliable and reproducible results as well as being easily 
accessible for patients. For these diagnostic advances to 
impact comprehensive management of specific diseases, 
therapeutic options must be equally available and 
reproducible.

It is not unusual for the combination of advances in 
diagnostics and therapeutics to change how and where 
patients are treated and frequently leads to centralization 
of disease management at the primary care level, or at 
least a shift in the relationship between the specialist and 
the primary care provider.

We don’t have to look far to see how diagnostic and 
therapeutic advances change the where and how patients 
are managed if we examine disease states such as diabetes 
and hypertension. It is clear that these disease states are 
managed much differently now versus twenty years ago 
and it is equally clear that the patient has benefited from 
these changes.

The title of this article mentions ‘barriers’ and therefore 
I think it’s appropriate for an explanation as to how 
diagnostic options for specific diseases, or lack thereof, 
may have barriers that impact patient management. In 
the example of IgE mediated or triggered diseases such as 
allergic rhinitis, atopic dermatitis and asthma we can focus 
on provocative skin testing as an example.

Traditionally, skin testing has been our best diagnostic 
option, and for accurate, reproducible and reliable results 
required specialty administration and reporting. An obvious 
geographic ‘barrier’ exists with this practice. Specialty 
care is not equally available in rural versus metropolitan 
areas. Increasingly, I have found that even within our major 
metropolitan area many limitations exist for patients to 
travel locally for skin testing diagnostics, such as time away 
from work and fuel costs.

With serum IgE diagnostics the geographical barrier to 
accurate diagnosis is overcome. Regardless of the patient’s 
geography, healthcare providers can determine their 
patient’s specific IgE sensitivities guiding appropriate 
pharmacotherapy utilization and environmental or dietary 
avoidance.

Now that this geographic and efficiency barrier to IgE 
diagnosis has been overcome with serum specific testing, 

primary care healthcare providers and specialists are able 
to more efficiently manage these diseases. Fortunately, 
advances in pharmacotherapy have paralleled these 
diagnostic advances allowing primary care healthcare 
providers to more comprehensively manage these diseases. 
These advances include not only pharmacotherapy, but 
specific immunotherapy as well.

While efficient and safe application of specific 
immunotherapy desensitization at the primary care level is 
a process that is currently still evolving, the implications 
of this advance as well as the sub-lingual delivery of 
immunotherapy is truly leading to a paradigm shift in how 
IgE diseases are managed. And as our legacy supports in 
other disease states, the patient is the one who ultimately 
benefits.

Childhood allergies can lead to worse problems as the child gets older. 
An allergy could progress to asthma. This is known as the “allergy 
march.” Some people think treatment can stop the allergy march. 
Even if it can’t, treatment can help the child feel better more often.
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PERSISTENT ASTHMA
Back-to-school also brings a predictable mid-September 
spike in emergency department visits for acute 
exacerbations of asthma.  Largely attributable to new 
viruses encountered as students again congregate, the 
risk of hospitalization increases nearly 20-fold if they have 
been exposed to allergens and acquire a viral infection.8  
Up to 90% of asthmatic children are sensitized to one or 
more allergic triggers.9  The synergistic effect of allergen 
exposure/sensitization and viral exposure/infection 
pushes these patients beyond their symptom threshold.

While the viral exposures may be impossible to avoid, the 
allergen exposures can be reduced if the individual patient’s 
triggers are correctly identified.  The National Heart, 
Lung and Blood Institute (NHLBI) recommends blood or 
skin testing to detect sensitization to (especially indoor) 
allergens, for all persistent asthmatics.10   Persistent 
asthmatics include all patients who use medication daily 
to (attempt to) control symptoms; these might include 
inhaled corticosteroids (and/or long-acting beta-agonists), 
leukotriene antagonists, and also (over-use of) short-acting 
beta-agonist rescue inhalers.  

The ImmunoCAP Specific-IgE regional respiratory profile 
available from DLO can accurately detect sensitization to 
all of the relevant allergic triggers of asthma.  House dust 
mites, pet danders, molds, cockroaches and mice are most 
important; pollens (e.g., ragweed) and foods also play a 
role for some asthmatics.  Once the patient’s trigger(s) 
have been identified, the clinician can educate the family 
regarding measures that can be taken to reduce exposure 
to the allergen(s).  Examples of such measures include:  
using mite-proof bedding covers, keeping pets out of the 
patient’s bedroom, environmental dehumidification to 
reduce molds/mites, pest eradication, etc.

The multi-site Inner-
City Asthma Study11 
randomly assigned 
937 children ages 
5 to 11 years with 
allergic sensitization 
and asthma to 
targeted allergen 
exposure reductions, 
based on allergy 
test results,  or to no 
intervention.11 Children 
whose families 
received education 
and remediation 
for specific allergen 
exposures experienced 
21.3 fewer days per year with asthma symptoms, a 
statistically significant reduction of 19.5% over children 
in the control group (P<0.001).11 Over a two-year period, 
targeted allergen reduction resulted in 34 fewer days 
of wheezing, an effect similar to treatment with inhaled 
corticosteroids.11 Patients in the intervention group also 
had 13.6% fewer unscheduled office visits and fewer 
emergency department visits than patients in the control 
group.11  The concept of a “safe sleep zone” grew from the 
success of targeted environmental controls in reducing 
asthma morbidity.
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To learn more about ImmunoCAP, 
contact your DLO representative.



Oklahoma Rx Tracking System Aims To Halt “Silent Cancer” 
By Mark Woodward
Public Information and Education Officer 
Oklahoma Bureau of Narcotics

It’s not ugly like the interior of a typical meth home.  It 
doesn’t generate the violence of a street corner dope deal 
gone badly.  So rarely will you see it making headlines or 
featured on the 6:00  news.  But prescription drug abuse is 
a “silent cancer” killing more Oklahomans than any other 
drug category.  And over the past decade, it has rapidly 
become the largest drug problem in the United States.1  

In 2013, the Center for Disease Control (CDC) ranked 
Oklahoma #1 in opioid painkiller abuse, and #5 in opioid 
deaths.1 At the Oklahoma Bureau of Narcotics (OBN), our 
analysts review roughly 70 autopsy reports each month on 
Oklahoma drug-related deaths.  Of those, only about 20 
percent are tied to illegal “street” narcotics.  Approximately 
80 percent involve prescription drug overdoses.  When you 
break down the numbers, there is an estimated 300,000 
to 400,000 Oklahomans non-medically using prescription 
drugs at any given time.  Of those, approximately 80,000 
would be classified as having a full-blown addiction to 
pharmaceutical medication.1 (this is according to treatment 
professional in Oklahoma based on their patients---no 
specific document to site)

Prescription drug abuse is certainly nothing new.  In 1990, 
OBN pioneered the nation’s first electronic prescription 
drug monitoring (PMP) program aimed at people involved 
in so-called “doctor shopping”.   The project was called 
OSTAR or Oklahoma Schedule Two Abuse Reduction system.  
It targeted people who would visit multiple doctors and 
emergency rooms seeking prescriptions that they would 
have filled at numerous pharmacies in order to avoid 
detection.  OSTAR provided a way of tracking doctor 

shoppers through an electronic paper trail left behind by 
those scamming to obtain Schedule II drugs like Percocet 
and Demerol.  At the time, OSTAR was seen as a major 
breakthrough in the use of electronic equipment to fight Rx 
abuse, replacing the often tiresome and tedious method of 
triplicate prescription regulation.  Over time, many other 
states adopted their own version of OSTAR. 

But as years passed, new drugs emerged that would become 
more sought after by drug seekers, including Hydrocodone 
(Lortab or Vicodin) which is currently the most abused 
prescription drug in the United States.2 (this is based on 
OBN Prescription Monitoring Program data, as well as data 
from the U.S. Drug Enforcement Administration tracked by 
companies that supply each state with hydrocodone)  And 
the fact that Hydrocodone was placed as a Schedule III 
CDS, allowing it to fly under the OSTAR radar, made it even 
more attractive.  So in 2004 OBN asked, and was granted 
permission from the Oklahoma legislature to expand the 
OBN PMP system to begin collecting prescription data on 
Schedules III, IV and V.  

Under the OBN PMP system, doctors, pharmacies and law 
enforcement are, with a unique password and user I.D., 
able to access an on-line database where all controlled 
prescription information is stored.  If, for example, an 
E.R. doctor is suspicious of a patient’s request for Lortab 
at 2:00 a.m., the doctor can log into the PMP to look up 
that patient’s prescription history and determine whether 
this is a legitimate pain patient or someone visiting 
multiple medical facilities frequently to obtain controlled 
drugs.  A pharmacist can query the system to verify if a 
script they’ve just been handed has been forged, stolen 
or altered.  And law enforcement can access the PMP for 
substantiating evidence in an open fraud investigation, 
acquiring information in a matter of seconds. In 2013, the 
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“Nearly half of the roughly 40,000 
drug overdose deaths in 2010 
involved pain medications, such as 
hydrocodone and oxycodone.

Approximately 2.1 million people 
are dependent upon or abusing 
opioid pain medications”

Quest Diagnostics (2014)



OBN PMP system became the nation’s only Real-Time 
system, logging prescriptions into the system the moment 
they are filled at a pharmacy.  

The PMP system isn’t necessarily designed to catch and 
arrest patients for prescription fraud.  It can be used by 
medical professionals as an intervention tool.  If a physician 
identifies someone failing to disclose visiting multiple 
doctors and obtaining pain medication, the physician can 
notify law enforcement, simply deny the patient’s request 
based on the PMP data, and/or offer referral to treatment 
resources.  Currently, use of the OBN PMP system prior 
to prescribing is voluntary by physicians.  However, OBN 
encourages utilization of the PMP and works with medical 
professionals to provide training on the use and benefits of 
the PMP system for halting prescription fraud and lowering 
deaths.  

Many of Oklahoma’s prescription drug deaths have been 
tied to prescription fraud.  However, some deaths are the 
result of taking medication from home medicine cabinets 
of friends or relatives.  OBN strongly warns patients to 
safeguard their medication in the home and safely dispose 
the drugs if they are no longer needed.  Often, teenagers 
or relatives with a drug addiction will take pills out of the 

home and trade or sell them on the streets or in schools. 
Some opioid pain pills can sell for as much as $20 - $60 
per tablet.  When our agency receives calls from Oklahoma 
schools about drugs confiscated on campus, eight out of 
ten of those instances don’t involve street drugs, but rather 
mom and dad’s pain pills or grandma’s Xanax that the kids 
have taken right out of their own home medicine cabinet — 
a practice teens refer to as “pharming”.  

Since 2011, OBN has installed 165 drug take-back boxes in 
police and sheriff’s department lobbies for communities to 
safely dispose of old, expired, unused home medication.  
At least one OBN box can be found in all 77 Oklahoma 
counties.  Over the past three years, nearly 62,000 pounds 
of medication have been collected in the OBN take-back 
boxes.  Covanta Energy in Tulsa has partnered with OBN 
to incinerate the drugs and Covanta converts the waste 
material into clean energy at  no cost to OBN or the State 
of Oklahoma.  The OBN PMP system and OBN drug take-
back box program are seen as small steps toward halting 
this “silent cancer” of prescription drug fraud and abuse 
that is having a huge, devastating impact on Oklahoma 
lives, families and communities.
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1. U.S. Department of Health and Human Services, Behavioral Health Corrdinating 
Committee, Prescription Drug Abuse Subcommittee. (2013). Addressing Prescription 
Drug Abuse in the United States. Washington, D.C. 

2. Substance Abuse and Mental Health Services Administration (2010). Results from the 
2009 National Survey on Drug Use and Health. Retrieved from http://oas.samhsa.gov/
NSDUH/2k9NSDUH/2k9Results.htm. Accessed October 5, 2012

3. Quest Diagnostics. (2014) Health TrendsTM Prescription Drug Monitoring Report 
2014. Retrieved from http://www.questdiagnostics.com/dms/Documents/health-
trends/2014_health_trends_prescription_drug_misuse.pdf

Photograph provided by and reproduced with 
permission from the Oklahoma Bureau of Narcotics

Quest Diagnostics maintains the largest private 
clinical laboratory database in the United States. 
Consisting of de-identified data on nearly two 
billion patient encounters since 2000, the 
database provides laboratory information on 
the vast majority of conditions and diseases 
affecting Americans. Quest Diagnostics Health 
Trends reports are designed to identify and 
track disease and wellness benchmarks to 
inform patients, healthcare professionals, and 
policymakers about the current status of the 
nation’s health. 

Contact your DLO sales  
representative for more information.
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Managing Risk with Prescription Drug Monitoring presented at 
OOA CME Conference
On Friday, August 8, Leland McClure III, MSci, PhD, 
D-ABFT, who is Director of Toxicology and LC-MS/MS 
for Quest Diagnostics and Diplomat of the American 
Board of Forensic Toxicology, presented “Managing Risk 
with Prescription Drug Monitoring” at the summer CME 
Conference for the Oklahoma Osteopathic Association in 
Sulphur, OK.  Dr. McClure’s presentation addressed the 

ever-growing problems of prescription drug misuse and 
highlighted the new Quest Diagnostics Health Trends 
Report titled Prescription Drug Misuse in America: Diagnostic 
Insights into Managing the Drug Epidemic. The speaker also 
offered solutions for managing patients.  The presentation 
was very well-received and ran an extra 30 minutes due to 
questions from the audience.  

Opioid Drug Use – United States
• Americans represent 4.6% of the world’s population
• Americans consume 80% of the global opioid supply
• Americans consume 99% of the global hydrocodone supply
Manchikanti L, et al; Therapeutic Use, Abuse, and Nonmedical Use of Opioids: 
A Ten-Year Perspective.; Pain Physician 2010 Sep-Oct; 13(5):410-35.

Drug Dose Determination
“There is no scientifically validated relationship between the amount of drug taken and urine drug concentration.  Therefore, 
UDT cannot indicate the amount of drug taken, when the last dose was administered, or the source of that drug.”

Gourlay, ‘Urine Drug Testing in Clinical Practice’ 4th Edition, 2010. 

Most patient drug tests are inconsistent with expectations
• The majority of patients tested misused their prescription medications (55%)
• Many patients took different drugs or combined drugs without physician oversight 
• A large number of patients test Negative for drugs expected in their specimen
• Inconsistent results have declined by 8% since 2011
• 5 states improved 10.7%, nearly 2.5 times higher than the average decline of 4.4% for all other states combined, in the 

46-state study.
• Anyone is at risk of misuse
• Misuse > 50%:  Medicaid, Medicare, Private Payer
• 6.6% tested positive for heroin metabolite (6-MAM) were negative for morphine
• Patients positive for misusing more than one drug were four times more likely to 

show evidence of specimen tampering
Quest Diagnostics Health Trends, Prescription Drug Monitoring Report 2013

For more information on the content from Dr. McClure’s presentation, or to learn 
more about Quest/DLO’s prescription drug management 
program, please contact your sales representative.

You may review the new Quest Health Trends Report at 
http://www.questdiagnostics.com/dms/Documents/health-
trends/2014_health_trends_prescription_drug_misuse.pdf

or scan this QR code to download to your smart phone.

Following are some highlights of the presentation:
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Screening for Nonviral 
Sexually Transmitted 
Infections in Adolescents and 
Young Adults
Excerpt from PEDIATRICS®, OFFICIAL JOUNAL OF THE AMERICAN 
ACADEMY OF PEDIATRICS, Vol 134; No 1, July 2014, ISSN: 0031-4005

Prevalence rates of many sexually transmitted infections 
(STIs) are highest among adolescents.  If nonviral STIs 
are detected early, they can be treated, transmissions to 
others can be eliminated, and sequelae can be averted.  
The US Preventive Services Task Force and the Centers 
for Disease Control and Prevention have published 
chlamydia, gonorrhea, and syphilis screening guidelines 
that recommend screening those at risk on the basis of 
epidemiologic and clinical outcomes data.  The policy 
statement specifically focuses on these curable, nonviral 
STIs and reviews the evidence for nonviral STI screening 
in adolescents, communicates the value of screening, 
and outlines recommendations for routine nonviral STI 
screening of adolescents.  Pediatrics 2014; 134:e302-e311 

Ask your DLO sales 
representative for a reprint 
of this policy statement, 
or scan this QR code 
with your smart phone to 
download.

DEA: Pain Drug Tramadol Now a Controlled Substance
The Drug Enforcement Administration (DEA) has officially declared tramadol as a Class IV 
substance, including its salts, isomers, and salts of isomers. This new scheduling will go into effect 
August 18, 2014.

Tramadol is a centrally acting opioid analgesic that was initially approved in 1995 under the brand 
name Ultram (Janssen). It is a racemic mixture, where the (+) enantiomer is involved with binding 
to the mu opioid receptor and inhibition of reuptake of serotonin, while the (-) enantiomer is 
responsible for preventing the reuptake of norepinephrine.

Controlled Substance Schedules
In September 2010, the DEA was presented with a 
scientific and medical evaluation, along with a scheduling 
recommendation. After assessment of tramadol’s abuse 
potential, legitimate medical use, and dependence liability 
the Assistant Secretary of the HHS recommended that 
tramadol be scheduled as a Class IV substance. The final 
decision was supported by the following factors:

• Tramadol has a low potential for abuse relative to the 
drugs or substances in schedule III. The abuse potential 
of tramadol is comparable to the schedule IV controlled 
substance propoxyphene

• Tramadol has a currently accepted medical use in 
treatment in the U.S. Tramadol and other tramadol-
containing products are approved for marketing by the 

FDA to manage moderate to moderately severe pain

• Abuse of tramadol may lead to limited physical 
dependence or psychological dependence relative to the 
drugs or other substances in schedule III

As of the effective date, manufacturers will be required to 
print “C-IV” on the labeling of commercial containers of 
tramadol.

For more information visit DEA.gov.

Retrieved from Monthly Prescribing Reference website: http://www.
empr.com/dea-pain-drug-tramadol-now-a-controlled-substance/
article/360424/
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Online Education Presentations Now Available
Is It Truly an Allergy? Making the Differential Diagnosis
Inderpal Randhawa, MD discusses the prevalence of allergic diseases in the US and how diagnostic 
testing can help clinicians make an accurate diagnosis of allergic and non-allergic conditions to guide 
appropriate therapeutic interventions. Contains a number of case studies. 

http://www.education.questdiagnostics.com/

Cytochrome P450 Genotyping for Pain Management Medications
Leland McClure, MSci, PhD, discusses how variations in DNA coding of the cytochrome P450 family of 
enzymes can affect the rate and extent of drug metabolism and influence a patient’s response to pain 
management medications – critical information for healthcare providers prescribing opioids to their 
patients for pain management. 

http://education.questdiagnostics.com/presentations   

Vaginitis: Is it that Simple to Diagnose?
 Dr. Dale Schwab helps the viewer to understand the Vaginal Microbiome Diversity and the complexities 
of diagnosing vaginitis and cervicitis as well as discuss how to diagnose occult CT/GC infections in 
women with vaginitis.   http://www.education.questdiagnostics.com/

Education Center

Free CME Webinar


