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workplace. The clinical picture reflects
this process:
•Typically, the disease has a short
latency with symptoms developing
between 6 and 36 months after
employment in a new job
•The latency is important; symptoms
that develop immediately after new
employment are seldom those of
occupational asthma – and more
probably of the work-exacerbated type
•Rhinitis is common; indeed in those
working in an environment with
airborne proteins (bakers, animal
workers, food processors) the absence
of rhinitis effectively rules out
occupational asthma
•When they are present, the
symptoms of rhinitis commonly
precede those of asthma. In the early
stages of their disease, patients with
occupational asthma will often
complain that they have developed
hay fever or say that ‘ever since 
I started this job I’ve had a cold.’
• In occupational asthma, symptoms
(including nasal symptoms) improve
away from work. In the early stages 
of the disease this improvement is
rapid — overnight. However, as time
passes, with continuing exposure to
the causative agent, the rate of
improvement slows and symptoms
resolve only after several days or even
weeks away from work. Eventually
there may be no improvement at all
•Because the disease is reflective of a
hypersensitivity, once it is established
symptoms are provoked by even very
small exposures at work; herein lies 
the chief difficulty in managing
occupational asthma
•Once the disease is established,
patients tend to have more or less
persistent bronchial hyperreactivity.
Many will then find that their
symptoms begin to be provoked by a
wide variety of irritant exposures both
at and away from work; this is a
common source of diagnostic error
and confusion with work-exacerbated
asthma. It is also the reason why many
patients with occupational asthma
will, usually wrongly, attribute their
symptoms to workplace agents that
have a powerful odour. 

Bearing these features in mind, it is
good practice to enquire into the
employment of every working-age
adult with asthma, or rhinitis, and
particularly in those presenting with
new symptoms or with symptoms that
have become more difficult than usual
to manage. An appropriate question
should be included in each asthma
review to accommodate changes in

Distinguishing occupational from
work-exacerbated asthma can be
difficult but it is important since the
two have very different clinical,
occupational and legal implications.

COMMON CULPRITS
Around 400 separate agents
encountered at work have been
reported as causes of occupational
asthma.  Fortunately, most cases
recognised in the UK arise from just a
dozen of these, listed in box 1, above.
Clinicians who look after people with
asthma should have such a list to hand
but it is important to bear in mind that
it is not exhaustive.

There is little doubt that occupational
asthma is underrecognised. There are
several reasons for this:
•The disease often develops in young
people who are otherwise fit. They
may not recognise their symptoms as
anything out of the ordinary, or may
confuse them with other more
common ailments such as hay fever 
or a cold
•People who have symptoms that
they relate to their work may not wish
to raise them with a doctor for fear of
losing their employment or may
simply accept them as part of the job
•Doctors in both primary and
secondary care are notoriously poor at
recognising occupational asthma

In an Oxfordshire general practice
with 9,000 registered patients, there
were 346 adults of working age with
asthma. Around half of these, 182, 
had adult-onset disease, a third of
whom were working in a job with a
high risk of occupational asthma.

Box 1

Occupations and exposures that carry a high risk for occupational asthma
High-risk jobs
Baking

Motor vehicle repair
Industrial foam manufacture
Work with animals
Electronic soldering
Hairdressing
Healthcare and other jobs 
where latex gloves are used
Food processing

Woodwork
Other chemical processing
Metal turning
Welding

Seven (4%) were recognised as having
occupational asthma, a figure which
probably underestimates the true
proportion by about a half. 

The authors of this study remarked
that ‘the diversity of employment in
our study area makes it difficult for the
GP to remember every possible
association.’2

ASSESSING PATIENTS
It is sensible to consider occupational
and work-exacerbated asthma in
every working adult who has asthma
or who presents with suggestive
symptoms. The same is true for those
with rhinitis since this is a common
accompaniment and precursor of
occupational asthma, see figure 2, p17. 

While the  risks — and thus the prior
probability — of disease are greater in
those with high-risk occupations it is
worthwhile carrying out a simple
screen of everyone in work.

Occupational asthma almost always
arises from an immediate-type
hypersensitivity allergic reaction to a
respiratory sensitising agent in the

Relevant exposures
Flour(s)
Enzymes in ‘improver’ or ‘concentrate’
Two-pack spray paints (diisocyanate)
Diisocyanate
Animal proteins (research, veterinary)
Colophony flux
Bleaching powder (persulphate salts)
Latex proteins from powdered gloves

Seafood proteins
Flour
Enzymes
Spices etc
Tropical wood dusts (obeche, iroko, sapele etc)
Certain glues and metals, amines
Metal working fluid
Stainless steel fume (chrome)

‘Those who are
in work should
routinely be
asked whether
their symptoms
improve when
not at work’




