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CORRESPONDENCE

What are the benefits of medical screening and
surveillance?
To the Editor:
I read with great interest the recent article by WILKEN et al. [1].
Although the article covers most items, I have queries and
suggestions, as well as a comment. 1) The authors focus on high
molecular weight agents and propose useful steps for surveillance. However, they say little for sensitisers that are even more
common, that is low molecular weight agents for which
immunological assessment is not possible. Would the authors
suggest regular methacholine testing? We think that methacholine testing should be integrated into a surveillance programme
since it can easily be performed in the workplace; the important
issue here is comparison with a baseline value obtained preexposure. 2) When, in regards to onset of exposure, and how
frequently should surveillance take place? Our group has
convincingly shown that sensitisation to high molecular weight
agents generally occurs in the first 2 years after the onset of
exposure [2, 3], which suggests that the first surveillance should
be carried out in this interval; also, how often should surveillance
be repeated? 3) The authors say that a combination of different
tests is preferable but they should say that the most important one
is the questionnaire [4], the other means adding very little. 4) We
appreciate the distinction made by the authors between medical
screening and surveillance; however, in our region of the world,
‘‘screening’’ (in French, ‘‘dépistage’’) bears a rather negative
interpretation, particularly for trade unions that fear that
employees can be excluded from workplaces. This is the reason
that we prefer to propose medical surveillance programmes.
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From the authors:
We appreciate J-L. Malo’s comments drawing attention to the
surveillance of workers exposed to airborne allergens or irritants
and at risk of developing allergy and asthma. It identifies some
relevant gaps in the existing knowledge as presented in our recent
publication [1] and underlines the need for further research.
Our document gives an overview of the existing evidence
regarding surveillance of populations at risk of developing
occupational asthma and includes a critical evaluation of that
evidence. Indeed, the procedures and steps for surveillance in
workers exposed to low molecular weight agents have not been
addressed explicitly. In general, surveillance should include a
combination of tests, preferably administered periodically from
the start of exposure onwards. Nonspecific bronchial hyperresponsiveness (NSBHR) is suggested as a useful component of
surveillance for workers exposed to high and low molecular
weight agents [1]. In the absence of a valid test for sensitisation, as
in the case of many low molecular weight sensitisers, NSBHR will
receive a more prominent place in surveillance. However, NSBHR
testing in the workplace is a demanding fine-diagnostic tool, both
from the perspective of quality and safety [2, 3]; according to our
experience, it is rarely possible to apply NSBHR tests as part of
routine surveillance investigations in occupational health practice.
NSBHR testing is a more invasive method than, for example,
skin-prick testing (SPT), especially in a surveillance setting. Risk
stratification could be advantageous because it could reduce the
number of tests. Symptoms and NSBHR are frequently
associated but absence of NSBHR in affected workers has also
been repeatedly reported [4–8]. Furthermore, multivariate
diagnostic rules for NSBHR are lacking and need to be
developed on the basis of larger studies.
As far as we know, the optimal interval between tests of the
surveillance programme in terms of cost-effectiveness has not yet
been subject to study. Although the increased risk of sensitisation
during the first years after the onset of exposure may justify
shorter intervals during that period, other factors should also be
taken into account, such as the potency of the irritant agent to
cause work-related asthma as well as of the allergen to induce
sensitisation, individual susceptibility factors, the wide range of
latency periods (sometimes .10 yrs) and the level of exposures or
control measures. Thus, the individual workplace situation will
usually necessitate a specific surveillance programme. For more
detail, see some of the publications available on this topic [9, 10].
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We strongly encourage more detailed investigations in order to
gain more evidence for such promising approaches.
Indeed, the basis of surveillance is the questionnaire, which is
emphasised in statement 9 in our article as well as in the first
recommendation [1]. SPT or specific immunoglobulin E measurements are minimally invasive techniques, and sensitisation
to occupational high molecular weight allergens is strongly
associated with work-related allergy. A pragmatic approach is,
first, to identify sensitised subjects, followed by more burdensome tests in high-risk groups or doubtful cases [11]. The cost–
benefit for the worker is clear [12]. The relationship between test
outcome, work-related symptoms and allergy or asthma is
usually strong. Diagnostic rules that make use of multiple test
outcomes have been suggested to limit the number of workers
that needs to be subjected to these tests by risk stratification [10].
We agree with point 4 of J-L. Malo’s correspondence; for that
reason, the difference between screening and surveillance has
been stipulated, with emphasis on surveillance as a comprehensive prevention strategy.
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