	Evidence Table 5:  Clinician Specialty Differences


	Study
	Design and 

Interventions
	Patient Population
	Outcomes Reported
	Results
	Quality Score†/Notes

	
	
	
	
	
	

	Brydon, 1993


	Design:  Prospective before-after comparison

Intervention(s):  Consultation with allergy nurse practitioner
Duration of study treatment:   

9 months prior to consultation and 9 months after

Dates:  11/90-3/91

Location:  UK

Setting:  Patients referred for consultation by general practitioners (GPs)

Type(s) of providers:  GPs, nurse practitioners


	No. of subjects at start:  53

Dropouts/withdrawals:  14

No. of subjects at end:  39

Inclusion criteria:  Referred to nurse practitioner for allergy consultation 

Exclusion criteria:  NR

Age:  Median 38 yrs

Sex:  44% female

Race:  NR


	1)  GP visits

2)  Number of prescriptions written


	1)  Of 23 patients with positive skin tests, GP visits dropped 71% (p < 0.001) after consultation with the nurse practitioner.

2)  Of 23 patients with skin positive skin tests, number of scripts dropped 39%   (p < 0.001) in the 9 months after consultation with the nurse practitioner.


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  No

Comorbidities described:  No

Diagnosis by MD:  Yes

Objectively confirmed:  Yes

Outcome measures valid:  No

Level of evidence:  4

Notes:

High dropout rate (25%).

Article implies that nurse practitioners spend more time with allergy sufferers and better educate them, resulting in better management of allergic rhinitis and decreased GP utilization.



	
	
	
	
	
	

	Camilleri, 1991


	Design:  Case series, survey

Intervention(s):  None
Duration of study treatment:   

NA

Dates:  NR

Location:  Glasgow, UK

Setting:  Rhinitis clinic

Type(s) of providers:  Otolaryngologist


	No. of subjects at start:  NR

Dropouts/withdrawals:  NR

No. of subjects at end:  60

Inclusion criteria:  Referred to otolaryngologist rhinitis clinic for the first fine; report previous failed nasal steroid treatment 

Exclusion criteria:  NR

Age:  Mean 27 years

(range 14-68 years)

Sex:  52% female

Race:  NR

80% confirmed to have allergic or

 
	1)  Duration of steroid use

2)  Mean dose per month

3)  Reported symptoms

4)  Mean standardized total course steroid dose, calculated based on equivalent budesonide dose


	1)  Mean duration 4.8 months; only 12% used nasal steroid spray for < 4 weeks

2) Mean 12 mg (range 4.3 – 30.9 mg)


56.5% used recommended dose


15% more than recommended dose


28.5% less than recommended dose

3)  Reported symptoms

Blocked


51%

Catarrh


27%

Drip


12%

Sneeze


5%

Loss of smell
5%

4) Mean 61 mg (range 2 – 228 mg); median 36 mg (equivalent to 4 spray canisters)


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  No

Comorbidities described:  No

Diagnosis by MD:  Yes

Objectively confirmed:  No

Outcome measures valid:  No

Level of evidence:  4

Notes:

 Author concluded that no more than 29% of treatment failures could be attributed to lack of patient education.




	Evidence Table 5:  Clinician Specialty Differences (continued)


	Study
	Design and 

Interventions
	Patient Population
	Outcomes Reported
	Results
	Quality Score†/Notes

	
	
	
	
	
	

	Demoly, Allaert Lecasble, et al., 2002


	Design:  Survey

Intervention(s):  None
Duration of study treatment:   

NA

Dates:  May 2000

Location:  France

Setting: General medical practices throughout France

Type(s) of providers:  GPs


	No. of subjects at start:  

3026 patients

1321 physicians

Dropouts/withdrawals:  NA

No. of subjects at end:  NA

Inclusion criteria:  First 4 patients consulting physician for intermittent allergic rhinitis during study period.

Exclusion criteria:  Patient previously enrolled in a clinical trial or another epidemiological survey.

Age:  Mean 36.5 ± 13.6 yrs

Sex:  47.5% female

Race:  NR


	1) Duration of symptoms at consultation

2) Past allergy consultation

3) Patient-reported impairments

4) Specialist consultation

5) Treatments prescribed

6) Predictors of sick leave based on multivariable analysis of patients ordered sick leave (n=137) versus not.

7) Patient assessment of information/ education needs/ plans


	1) Current episode 19.6 ± 40.4 days

2) Past history

None
15.3%

55.5% identified allergen

42.2% had previous allergy testing

44% previously treated

3) Patient –reported impairments

79.2% Occupational impairment

91.8% impaired ADL

4) Consultation of specialist for 10.3%


78.8% allergologist


23.2% ENT specialist


11.8% pulmonologist

5) Treatments prescribed

Oral antihistamines 

92.4%

Topical corticosteroids
45.2%

Antiallergic eyedrops
32.2%

Topical antihistamines
16.8%

Local vasoconstrictors
8.7%

Systemic corticosteroid
11.7%

Two or more meds 

74.4%

Sick leave ordered in 4.6% for 5.7 ± 4.8d

6) Predictors of ordering sick leave 

1st episode p<0.001)

impaired work p<0.001

impaired personal life p<0.02

sleeping difficulty p<0.05

7) 79% considered information form physician adequate and easy to understand


58.2% wanted more advice



94.6% from family doctor



13.3% books and magazines



11.6% pharmacist

54.7% completely adherent to treatment


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  No

Comorbidities described:  No

Diagnosis by MD:  Yes

Objectively confirmed:  No

Outcome measures valid:  No

Level of evidence:  4

Notes:



	
	
	
	
	
	

	Francillon, Burnand, Frei, et al., 1995


	Design:  Survey

Intervention(s):  NA

Duration of study treatment:   

NA

Dates:  6-8/92

Location:  Switzerland

Setting:  Allergy clinics

Type(s) of providers:  GP, allergist


	No. of subjects at start:  NR

Dropouts/withdrawals:  NR

No. of subjects at end:  126

Inclusion criteria:  Referral to clinic and willingness to complete survey

Exclusion criteria:  Chief complaint related primarily to asthma or allergic conditions other than hay fever

Age:  Adults (age > 16)

Sex:  50% female

Race:  Italian and French


	1)  Hay fever score

2)  Reason for referral


	1)  Hay fever scores not associated with socioprofessional status, referral pattern, age, sex, duration of symptoms or geographic locations.

2)  30% referred by a physician.  Reason for referral because of patients  reported symptom severity (63%), or they were looking for a specialist skill (37%).  Of those looking for a specialist, 24% wanted optimal treatment, 23% wanted a specific and accurate diagnosis.


	Quality Scoring: 

Population similar:  Not adequately described

Intervention(s) described:  Not applicable

Comorbidities described:  Yes

Diagnosis by MD:  Yes

Objectively confirmed:  No

Outcome measures valid:  No

Level of evidence:  4

Note:  No data on whether specialist care offers benefits to patients with allergic rhinitis


	Evidence Table 5:  Clinician Specialty Differences (continued)


	Study
	Design and 

Interventions
	Patient Population
	Outcomes Reported
	Results
	Quality Score†/Notes

	
	
	
	
	
	

	Gani, Pozzi, Crivellaro, et al., 2001


	Design:  RCT

Intervention(s):  Patient education adjunct to nasal glucocorticoid spray.

1) written drug information from manufacturer (package insert)

2) training on use of nasal spray and simplified written information

3) detailed lesson on nature of disease

All patients received regular therapy with mometasone furoate nasal spray (2 puffs per nostril q.i.d. = 200 mcg/d)

Dates:  NR

Location:  Genoa, Italy

Setting:  Allergy clinic

Type(s) of providers:  Allergists


	No. of subjects at start:  101

Dropouts/withdrawals:  6

No. of subjects at end:  95

Inclusion criteria: 2 year history of SAR solely due to pollens; positive skin test; positive RAST. Referred to nurse practitioner for allergy consultation 

Exclusion criteria:  Sensitization to cat dander, mites or mold; anatomical abnormalities of upper respiratory airways; previous or ongoing SIT; chronic systemic corticosteroid treatment.

Age:  Mean 30 yrs

Sex:  39% female

Race:  NR

32 patients also had mild asthma and were stratified into 3 treatment groups


	1) Compliance rate

2) Nasal symptoms

3) Ocular symptoms

4)
Respiratory symptoms (cough, wheezing, tightness)

4) Drug consumption for symptom control


	1) Dropout/noncompliance rate





A
B
C

Dropouts

4
0
2

Noncompliant
9
3
4

Total


13
3
6

P=0.001 (A vs. B+C)

2)  Nasal symptoms

Group A
62.6 ± 51

Group B
64.7 ± 50

Group C
54.1 ± 62

P=NS

3) Ocular symptoms

Group A
51.3 ± 52.8

Group B
46.0 ± 52

Group C
42.6 ± 55

P=0.02

4) Respiratory symptoms

Group A
16.2 ± 24

Group B
11.7 ± 20

Group C
6.0 ± 15

P=0.02 (A vs. C)

1) Drug consumption for sx control

Oral antihistamines (tablets taken)

Group A
8.3 ± 15

Group B
4 ± 11.3

Group C
1.3 ± 6.1

P=0.08 (A vs. C)

6) Inhaled albuterol (at least one dose)

Group A
6 (23.8%)

Group B
2 (5.7%)

Group C
0

P=0.05 (A vs. B+C); P=0.005 (A vs. C)

7) Any drug (at least one dose)

Group A
13 (50%)

Group B
12 (34%)

Group C
5  (14.7%)

P=0.02 (A vs. B+C); P=0.003 (A vs. C)


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  Yes

Comorbidities described:  Yes

Diagnosis by MD:  Yes

Objectively confirmed:  Yes

Outcome measures valid:  No

Level of evidence:  2b

Randomized: Yes

Allocation concealed : Not described

Double-blind: No

Blinding adequate: NA

Dropouts described: Yes

Intention-to-treat: No

Notes:



	
	
	
	
	
	

	Lane, Pine, and Pillsbury, 2001


	Design:  Case series

Intervention(s):  Allergy skin testing by intradermal skin end point titration (SET) with a panel of aeroallergens diluted serially in 5-fold decreasing concentrations of the following antigens:  Epidermals, mold mix, Trichophyton, Candida, and Epidermophyton species, cotton, house dust mixture (w/o mite antigens, mite (Der f 1), ragweed, weed mix, grass mix, tree mix, and fescue.

Duration of study treatment:   

NA

Dates:  1979-1999

Location:  Chapel Hill, NC

Setting:  Allergy clinic at academic medical center

Type(s) of providers: Otolaryngologist, allergy nurses


	No. of subjects at start:  3,329

Dropouts/withdrawals:  NR

No. of subjects at end:  NA

Inclusion criteria:  Referral to clinic for allergy skin testing

Exclusion criteria:  None

Age:  45.2 ( 14.5 years

Sex:  58% female

Race:  NR


	1)  Positive skin test responses, defined as 3 or more 2+ reactions or 1 or more 3+ reactions

2)  Proportion of patients with positive skin test response who underwent immunotherapy

3)  Self-rated effectiveness of immunotherapy 

4)  Proportion of current IT patients who underwent nasal or sinus surgery


	1)  2,653 (79.7%) had positive skin test responses. 

2)  2,008 (75.7%) patients underwent immunotherapy

3)  Among patients undergoing immunotherapy, improvement was 3.9 on a 1- to 5-point scale.  Patients with no improvement in nasal congestion symptoms had an average rating of 3.57, significantly lower than all patients (p = 0.015).

4)  A survey of 275 patients currently undergoing immunotherapy showed that 84 (30.5%) had a history of nasal or sinus surgery, either before IT (35.6%), after IT (57.8%) or during IT (6%).   Nasal congestion was the symptom most often reported to be improved with surgery (74.3%). Surgical procedures (131 procedures in 72 patients) included septoplasty (59 patients), reduction of inferior turbinates (38 patients) or endoscopic sinus surgery (34 patients), with 54% of patients having more than one procedure. The most frequent combination was septoplasty and reduction of inferior turbinates (n = 18). Mean self-reported effectiveness of IT was not significantly different between patients who had and had not undergone surgery.


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  Not applicable

Comorbidities described:  No

Diagnosis by MD:  Yes

Objectively confirmed:  Yes

Outcome measures valid:  No

Level of evidence:  4



	
	
	
	
	
	

	Scadding, Richards, and Price, 2000


	Design:  Population-based survey

Intervention(s):  NA

Duration of study treatment:   

NA

Dates:  Grass pollen season

Location:  Southern England

Setting:  Community

Type(s) of providers:  NA


	No. of subjects at start:  NR

Dropouts/withdrawals:  NR

No. of subjects at end:  2139

Inclusion criteria:  Adults listed in the UK electoral register followed by telephone contact; screening criteria not listed

Exclusion criteria:  NR

Age:  16-65+ years

Sex:  42% M, 58% F

Race:  NR


	1)  Consultation distribution

2)  Prevalence of seasonal allergic rhinitis

3)  Symptoms

4)  Satisfaction with treatment


	1)  GPs were the main point  of contact for education and treatment:

54% of patients consulted GPs

27% consulted pharmacists

7% a health food consultant

2% a specialist

2)  Prevalence of seasonal allergic rhinitis:

15% overall

23% 16-34 age group

13% 35-54 age group

8% 55+ age group

3)  Symptoms (seasonal allergic rhinitis [SAR] vs. perennial allergic rhinitis [PAR]):

Symptom


SAR

PAR
Sneezing


78%

65%

Runny nose


64%

59%

Itchy eyes


52%

31%

Watery eyes

42%

33%

Itchy nose


41%

38%

Headache


25%

41%

Wheeze


15%

25%

Blocked nose

37%

46%

Blocked sinuses
37%

21%

Sore nose 


18%

10%

4)  Satisfaction with treatment:

Level of

Satisfaction

All

SAR
PAR
Very 


32%
17%
34%

Reasonably

28%
36%
27%

Some


14%
18%
12%

Not



  3%
10%
  2%

Not applicable
24%
19%
25%


	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  Not applicable

Comorbidities described:  Yes

Diagnosis by MD:  No

Objectively confirmed:  Not applicable

Outcome measures valid:  No

Level of evidence:  1b

Note:  Does not really provide any information between health care providers other than the aforementioned distribution regarding consultation.



	
	
	
	
	
	

	White, Smith, Baker, et al., 1998


	Design:  Postal survey (cohort)

Intervention(s):  

1)  Nonsedating antihistamine

2)  Steroid nasal spray

Duration of study treatment:   

NR

Dates:  1994-95

Location:  UK

Setting:  Patients selected from GP practices

Type(s) of providers:  GPs


	No. of subjects at start:  846

Dropouts/withdrawals:  219

No. of subjects at end:  627  (74.1%)

Inclusion criteria:  Identified as having been prescribed a non-sedating antihistamine and a nasal steroid spray by GP

Exclusion criteria:  NR

Age:  32.8 years ( 13.3

Sex:  54.9% female

Race:  NR


	1)  Usage pattern of the antihistamine and steroid spray by the patient in relation to overall control of symptoms


	1)  54% of patients reported partial or poor control of their symptoms.

69.4% of these were not taking their meds appropriately.

30.6% of patients were taking their meds appropriately, but did not have full control of their symptoms.

At least 15% of the 54% of patients would be suitable for immunotherapy by a specialist.

 
	Quality Scoring: 

Population similar:  Yes

Intervention(s) described:  No

Comorbidities described:  No

Diagnosis by MD:  Yes

Objectively confirmed:  No

Outcome measures valid:  No

Level of evidence:  2b

Note:  The article indicates that 54% of the patients seen at the GP clinics are partially/poorly controlled with the medication and dosing regimen they were using.  The authors suggest that better control of the symptoms would be achieved with referral to a specialist for immunotherapy but offer no data to support this conclusion.  




† Quality scoring criteria were as follows:

Population similar:  Was the study population described and reasonably similar to an adult working US population? (Yes [described and similar], No [described, but not similar], Not adequately described)

Intervention(s) described:  Were the intervention protocols referenced or described in sufficient detail to replicate? (Yes, No)
Comorbidities described:  Was the presence of comorbid asthma (or other upper respiratory conditions) described in the study population? (Yes, No)
Diagnosis by MD:  Was the diagnosis of allergic rhinitis based on physician diagnosis? (Yes, No, Not applicable [asthma patients only])
Objectively confirmed:  If physician-diagnosed, was the diagnosis supported by objective evidence of allergy (e.g., skin prick or serum IgE antibody testing)? (Yes, No, Not applicable)
Outcome measures valid:  Were the main outcomes of interest to us measured in a way that has been demonstrated empirically to be valid and reliable (e.g., using a standardized scale such the RQLQ or SF-36)? (Yes, No, Not adequately described)
Level of evidence:  Based on Oxford Center for Evidence-Based Medicine Levels of Evidence (1a, 1b, 1c, 2a, 2b, 2c, 3a, 3b, 4, 5)
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