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MANAGEMENT OPTIONS
The patient with occupational asthma
faces a difficult dilemma. Continuing
exposure will almost certainly result in
persisting symptoms that will become
increasingly difficult to manage
pharmacologically with the risk that in
time they will become irreversible. The
avoidance of exposure usually requires
a change in job, an unwelcome
prospect for most people. Decisions
do not need to be made immediately
and offering a period for reflection and
adjustment, of up to 2-3 months, is a
kindness. 

In most cases the decisions are
effectively made by the employer,
assuming that they are made aware of
the diagnosis. If the organisation is
large — and sympathetic — then
redeployment may be offered. This is
seldom possible in small firms and
impossible, of course, for those who
are self-employed. Where there is one,
liaison with the relevant occupational
health service is strongly recommended
and usually very helpful.

Some patients, often those who
work for themselves or those who do
not wish their employers to know of
their diagnosis, may choose to
continue in the same work. They need
to know the risk that this entails and to
be offered suitable advice in relation 
to protection at work and the
appropriate use of standard asthma
and allergy treatments. Specific
immunotherapy is not used for
occupational allergies in the UK.

FOLLOW-UP
Patients with occupational asthma
who subsequently, in one way or
another, avoid exposure should be
followed up to assess any consequent
improvement in their disease and to
adjust any treatment they are taking.
This may take up to two years but is a

Useful information 

British Occupational Health Research
Foundation
Free guidance on all aspects of
occupational asthma; and on broader
topics related to asthma and employment
www.bohrf.org.uk

Lungs at Work
Department of Occupational and
Environmental Medicine at Royal
Brompton Hospital, London: 
clinical advice, referrals, training 
www.lungsatwork.org.uk

Occupational lung disease specialists
List of UK respiratory specialists with an
interest in occupational lung diseases 
www.hsl.gov.uk/centres-of-
excellence/centre-for-workplace-
health/gords/contact-information.aspx
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Occupational asthma is induced de novo by an airborne  
agent encountered in the workplace. The risk of
occupational asthma is greater in those with a prior atopic
history. Work-exacerbated asthma is the provocation of
pre-existing, or coincidental, disease by one or more
irritant exposures at work. Distinguishing occupational
from work-exacerbated asthma can be difficult but it is
important since the two have very different clinical,
occupational and legal implications.

Occupational asthma is underrecognised, 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 hay fever or a cold. It is
sensible to consider occupational and work-exacerbated
asthma in every working adult who has asthma or who
presents with suggestive symptoms such as rhinitis.

Occupational asthma almost always arises from an
immediate-type hypersensitivity reaction to a respiratory
sensitising agent in the workplace. The disease has a short
latency with symptoms developing 6 to 36 months after
employment in a new job. Rhinitis is common and in those
working in an environment with airborne proteins the
absence of rhinitis effectively rules out occupational asthma.
In occupational asthma, symptoms (including nasal
symptoms) improve away from work. Once the disease is
established symptoms are provoked by even very small
exposures at work and begin to be provoked by a wide
variety of irritant exposures both at, and away from, work.

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
symptoms that have become more difficult to manage.
Patients should routinely be asked whether their
symptoms improve when they are not at work.

Most patients with occupational asthma have to change 
their work because continuing exposure to the causative
agent carries a significant risk of developing intractable
disease. Reductions in exposure that are sufficient to
eliminate symptoms and airway inflammation are rarely
attainable. The diagnosis carries important statutory and
legal implications for an employer. The BTS recommends
that every patient in whom the diagnosis is suspected
should be referred to a respiratory specialist with an
interest in occupational lung disease. Investigations will
include immunological tests of specific sensitisation and
functional tests of an asthma-work relationship, usually
through serial measurement of peak flow.

Patients with occupational asthma who subsequently 
avoid exposure should be followed up to assess any consequent
improvement in their disease and to adjust any treatment.
Some may choose to continue in the same work and need
to know the risk that this entails and be offered suitable
advice in relation to protection at work and the appropriate
use of standard asthma and allergy treatments. 

process that can generally be done in
primary care.  

In most cases an optimistic
prognosis can be offered; indeed
many patients feel enormously better
once they are no longer exposed to
the cause of their symptoms. 

Those who choose to continue in
exposure need regular review with the
opportunity to reconsider their
decision.

Employees with occupational
asthma, whether or not they remain in
(the same) employment, are eligible
to make a claim for Industrial Injuries
Disablement Benefit. The benefit is
not available to the self-employed.
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‘Liaison with 
the relevant
occupational
health service 
is strongly
recommended
and usually 
very helpful’




