SIERRA NEVADA MEDICAL ASSOCIATES, INC. (IPA)

UTILIZATION GUIDELINES

PRIMARY CARE MANAGEMENT GUIDELINES

ALLERGY, ASTHMA, AND IMMUNOLOGY

The Primary Care Physician should:

1. Perform a history and PE on the potentially allergic patient.  Make use of appropriate environmental control measures.

2. Differentiate various forms of rhinitis and rhinoconjunctivitis, including seasonal and perennial forms.  Treat with appropriate environmental control measures, antihistamines, decongestants, nasal steroids, and nasal anticholinergics.  Occasional short bursts of systemic steroids may be indicated in allergic rhinitis, eosinophilic rhinitis, and nasal polyposis.

a) Consider referral to allergist if:

i) moderately severe symptoms not well controlled with above measures

ii) problematic nasal polyps, chronic sinusitis, and/or poorly controlled asthma

iii) symptoms interfere with sleep, school, work performance or social/sport activities

iv) requires frequent or prolonged use of systemic steroids and/or antibiotics

v) aspirin sensitivity

vi) need to identify of inhalant or food allergens and/or initiate immunotherapy

vii) need for fiberoptic rhinolaryngoscopy (to evaluate for polyps, adenoidal hypertrophy, other structural problems, and chronic sinusitis

viii) question of immunodeficiency

3. Evaluate and manage urticaria.

a) Acute urticaria should be considered for allergy referral for:


i) certain cases of medication , food, or insect allergies

ii) accompanying  anaphylaxis, especially if continued exposure to the offending allergen

b) Chronic urticaria (recurring for longer than 6 weeks) should be consider for allergy referral if:

i) poor control and/or continued interference in the patient’s activities

ii) need for multiple medications to achieve control or significant side effects from Rx

iii) frequent or regular need for systemic steroids

iv) accompanied by significant angioedema or anaphylaxis

v) potentially life threatening problem such as cold urticaria

vi) allergy testing to determine offending allergen

4. Consider allergy referral for anaphylaxis of unknown etiology and recurrent anaphylaxis.

5. Refer to allergist for systemic reaction to insect sting.

6. Evaluate wheezing and differentiate obstructive lung disease from other causes of wheezing.  Distinguish asthma from other forms of obstructive lung disease.

7. Evaluate asthma with history, physical examination and measurement to lung function (PEFR and/or spirometry).  Identify historical trigger factors, initiate appropriate environmental control measures and provide patient/family education.   Identify psychosocial factors that might interfere with obtaining control.  Initiate comprehensive pharmacologic therapy to reverse and prevent airway inflammation and narrowing.  PCP may need to help develop a team approach to the management of asthma which includes the patient, the family and various health care specialists, including the PCP, the allergy-asthma specialist, pulmonologist, emergency room physician, pharmacists, specialized nurses,  case managers, and at times, social workers, psychiatrists, psychologists, and teachers.

a) Consider referral to an allergist for asthma:

i) if the diagnosis of asthma is in doubt

ii) when co-existing illnesses and/or their treatment complicate the management of asthma.

a) e.g., sinusitis, nasal polyps, allergic bronchopulmonary aspergillosis (APBA), severe rhinitis, aspirin sensitivity, latex allergy

iii) if there is excessive lability of pulmonary function, e.g. highly variable peak flow rates.

iv) when poor control interferes with the patient’s quality of life, including work or school performance, physical activities, and sleep.

v) when, in spite of regular use of  anti-inflammatory medications, there remains a need for frequent use of a beta agonist.

vi) if unstable asthma results in frequent adjustments of therapy, use of multiple medications in a long-term basis, frequent bursts of oral corticosteroids or daily oral corticosteroids on long term basis.

vii) for identification of allergens or other environmental factors causing the patient’s  disease.

viii) for consideration of allergen immunotherapy.

ix) when the patient needs intensive education in the role of allergens and other environmental factors.

x) when preventive measures need to be considered for the high-risk, predisposed infant with a family history of asthma or atopy.

xi) when the patient has poor self-management ability or when family dynamics interfere with patient care and/or there is a need for further family education about asthma.

xii) sudden and/or severe attacks of asthma, especially if respiratory failure, near-death episodes, and/or seizures occur in the asthmatic with high utilization of medical services, especially the emergency room.

b) Refer to the allergist for skin testing for inhalant allergies and institution of immunotherapy unless the PCP has had formal training in these procedures.

8. Administer immunotherapy injections as prescribed by an allergist consultant.  The PCP must be present at the time of the allergy injections, and must have appropriate equipment and trained staff who can recognize and treat an acute life threatening anaphylactic reaction.  Nurse practitioners and physician assistants must be ACLS certified if they supervise allergy shot administration.  

9. Evaluate and treat food allergy.

a) Consider allergy referral for:

i) clarification of offending food, food induced anaphylaxis, difficult diet arrangements, egg induced anaphylaxis in children needing immunizations (measles, influenza, mumps, oral polio), moderate to severe atopic dermatitis, and prevention of food allergy in high risk infants.

10. Primary immunodeficiencies should be referred for immunology evaluation.  

11. Evaluate and treat atopic dermatitis.  Consider allergy referral for evaluation of food allergies which might aggravate the atopic dermatitis and in those children with accompanying asthma and allergic rhinitis, especially if poorly controlled.
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