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Table 1 illustrates the diagnosis documented _-“
compared to the number of patients who said the

diagnosis of occupational asthma

Tables 2 & 3 document the results of OASYS 1I1° and bronchia
challenge testing in relation to a diagnosis of OA.

Table 4 documents which patients were reported to the SWORD - Ul 4 .

reporting scheme ; 3 Conclusions

Table 5 shows physician documented symptoms compared to self & - ' [ 4 (34%) | The diagnostic process for occupational asthma varies
reported symptoms widely between centres within the UK

Table 1 — Physician/Patient Agreement of Diagnosis
The presence of a positive OASYS |1° chart (work effect

Location ofi Study: Table 4 - Reported to SWORD index >2._50) was not consistently used as a definition to
Centres in the UK make a diagnosis of OA

Similarly bronchial responsiveness was not always used
when making a diagnosis of OA

Whilst patient physician agreement was reasonable in this
study, certain patients may misinterpret information supplied
to them, with potential adverse medical, financial and medico
legal consequences.

National diagnostic criteria and standards of care are
required for the diagnosis and management occupational
asthma




