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In the past 10 years. allerey to natural rubber
latex (NRL) products has become widespread
within well-defined populations exposed to high
levels of rubber. Affecting health care workers to
children to housekeepers. this alleray has received
significant attention. Latex and its additives. mate-
rials widely used in the manufacturing of protec-
tive barrier and medical cquipment. as well as
everyday household objects. have been identitied
as the causative agents of various types of der-
matoses and other allergic reactions. including
more severe anaphylactic reactions. The potential
economic effects on workers™ compensation and
disability are large.

In response to the increasing incidence and
awareness of both HIV and hepatitis virus in the
late 1980s. the Centers for Discase Control man-
dated the adoption of “universal precautions.” a
standard of individual protection.! Use of personal
protective equipment, such as latex gloves. became
the standard of care. A dramatic increase in the
incidence of latex allergy among health care pro-
fessionals has mirrored the extensive adoption of
these regulations. The Occupational Safety and
Health Administration (OSHA) estimated that
more than 5.6 million American health care work-
ers use latex gloves on a regular busis resulting in
mare than 7 billion pairs of eloves consumed cuch
year.?

Latex is a milky sap tapped from the rubber tree
Hevea brasiliensis. 1t is often preserved with either
ammonia or sodium sulfate: or it is purified and
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vulcanized with  sulfui  to  make rubber.
Accelerators, such as thiurams. mercaplo com-
pounds, carbamates, and thiourcas. may be used to
decrease the production time in the manufacturing
of NRL products, including gloves. Although
gloves produced from other materials—such as
vinyl-—are available, the tactile qualitics. comfort,
barrier protection, and affordability of NRL gloves
are superior. For similar reasons. NRIL. is used not
only in glove manufacturing. but also as a con-
stituent in other medical and houschold equip-
ment.

TYPES OF ALLERGIES TO NRIL. PRODUCTS

There are three well-recognized reactions (o
NRL products: irritant contact dermatitis. allergic
contact dermatitis, and immediate-type hypersen-
sitivity reaction.

Irritant contact dermatitis results from the direct
action of chemicals found in latex or other glove
components on the skin: it is not directly mediated
by the immune system. The extent of the reaction
depends on other physical parameters. such as
duration of exposure, skin occlusion. and skin tem-
perature. Clinically. irritant contact dermatitis ini-
tally presents as erythema. pruritus. and edema.
followed by lichenified. crusted plagues on the
exposed areas.

A common reaction to NRI. products is allereic
contact dermatitis.® also known as delaved-type
hypersensitivity (type IV). and is caused by T-
cell-mediated sensitization to the constituents of
latex gloves. usually to the accelerators. Once sen-
sitized, subsequent challenges from the same aller-
een will cause an eczematous dermatitis usually
beginning within 48 to 72 hours. Clinical hall-
marks include erythema, scaling. and vesiculation
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in the acute phase and lichenification in the chron-
ic phase. Unlike an irritant contact dermatitis reac-
tion. allergic contact dermatitis directly involves
the interaction of the immune system and depends
on a person’s genetic susceptibility.*

Immediate-type hypersensitivity (tvpe 1 aller-
ey). like allergic contact dermatitis. requires previ-
ous sensitization. This reaction is the most poten-
tially dangerous reaction to NRL products. and
deaths have occurred because of anaphylaxis. On
re-exposure to the offending allergen. lgb linked
to the latex protein directly induces the release of
histamine and other chemical mediators. Clinical
presentations vary among individuals and may
include contact urticaria. burning or stinging,
sneezing. corvza. conjunctivitis. dermatitis sec-
ondary to pruritus and scratching. asthma. and.
with mucosal exposure. anaphylaxis,

TYPE IV ALLERGY: ROUTES OF EXPOSURE

Tvpe IV allergy to rubber wccelerators and
antioxidants 1s an allergic contact dermuatitis Targe-
Iy limited to the sites of direct contact of Tatex to
the skin. In the case of NRI glove allergy. skin
lestons are most commonly seen on the dorsum off
the hand. the dorsum of the metacarpal-phalungeal
joints, the thenar and hypothena surtaces. the
wrists. and the distal forearms. However it s not
uncommon to have reactions extending to arcas
adjacent to the site of NRL glove contuct und occa-
stonally to have more generalized sk imvolve:
ment.>7

EPIDEMIOLOGY OF TYPE IV LATEXN
ALLERGY

Because the most severe latey reactions are
caused by tyvpe Tallergy. articles written in the
medical literature on type 1 allerey rar ovthumber
sticles dealing with type TV allerey B the pasto it
aus been estimated that tvpe 1IN
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forup to 82% of work-related allorae reaciions 1o
Latex alovest and up to 847 of wll vocapationathy
acquired rubber allergv.® Although these reaciions

are not lite-threatening. they acconnt oy o sianiti-

cant decrease inowork productivity and higher
corRers” compensation expenses. Tyvpe IV delined
nopersensitivity to NRL products s not cenerathy
caused by sensitivity to latex protein Reactions
oceur to chemicals used 1 the manufacture of

NRI articles including antioxidants and rubber
accelerators. Three of the major croups of ruhber
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accelerators account for most of the allergic con-
tact dermatitis to NRL gloves (ie. thiurams. carba-
mates. and mercapto compounds). One study esti-
mated that type TV occupational allergy to NRL
gloves was due to thiurams in 72% of cases. car-
bamates in 25% of cases. and mercapto com-
pounds in 3% of cases.® Cross-reactions between
thiurams and chemically related carbamates are
not uncommon.®

DIAGNOSIS OF TYPE IV ALLERGY TO NRL
PRODUCTS

The standard Tor diagnosis ot tvpe IV defaved
hyvpersensitivity to NRL products is w posttive
patch test o one or more of the chemical additives
or to a picce of the NRL product. Both stindard
patch test screening series used in the United
States contain standardized mixtures of chemicals
found in latex products. The thrurany mix 170
petrolatum) is a mixwure ol enraethvithiaram
monosultide. tetramethvithivram disuitide. ietra
cthyvlthiuram disulfide. and dipentacthvlencthie
ram disultide. The mercapto mix (27 in petrola-
wm) is oo mixture of mercaptobenzothizole.
V-cvelohexvibenzothiazyl sulfenamide. diben
sothiazyl disulfide. and morpholingy ddibens i
sole. Mercaptobenzothiazole (21 in petrotatinm s
also on the series tfor individual testing. One studs
has suggested that mercaptobenzothiazole s the
most sensitive marker for contact allergy e
mercapto compounds.” The carba iy o3 n
petrolatunn) includes 1.3-diphenyviguanidine. /e
dicthyvldithiocarbamate. and zine dibutvidithecar
hamate.

Tvpe IV Tatex allergy s a forne of delaved
hypersensitivity, Attention should be paid o the
timing of the cutancous reaction i relanon o the

time of exposure. Tvpreallv i panent wath dotaved

Ry persensitivity o fatex will evperienee yen o

heomninge 48 10 72 hours atter oxpostre Hlowove

nope TV rcactions can begin s quice e s b
after exposure or as fong a3 iy s alier onposir
When tvpe TV adlerey o Tates s spectod by
pationt should undergo patch festing to anhe

accelerators including thiuran mis s mercapte
carba min. and mercaptobenzothrzole. Phoeso s
me allergens are present on the niost wideiy used
standard patch test sereening navs Patch testing
with a thin picce of an NRI product ceg. clove:
can sometimes be helpful i confirming contuct

alferov, but it s not recommended i patients with
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suspected type [ allergy to NRL. In addition. most
standard patch test trays include the antioxidant.
black rubber para-phenylenediamine (PPD) mix.
which is responsible for contact allergy to some
black rubber objects such as the black rubber bulb
on blood pressure instruments or the bluck rubber
used to line automobile windows. The black rub-
ber PPD mix (0.6% in petrolatum) incluces N-iso-
propyl-A-phenyl-4-phenylenediamine. N-cyclo-
hexvl-N-phenyl-4-phenylenediamine. and NA-
diphenyl-4-phenylenediamine.

Some medical centers specializing i pateh test-
ing have more extensive rubber screening pateh
test trays that include antioxidants and weeelerators
such as naphthyl compounds. thiourcas. dode-
cvlmercaptan. and monobenzylether of hydro-
quinone. For completeness. testing should also
probably be done for two antioxidants. 4.47-thio-
his(6-teri-butyl-meta-cresol) (Lowinoy 1IS30)
and butythvdroxvanisole (BHA) winen have been
reported o cause allergy to some ke examini-

tion gloves. 10

TYPE 1 ALLERGY: ROUTES OF EXPOSURE

Type I NRL allergy can be trigeerea by contadt
with Jatex antigen vid culancous. peiiitancous.
mucosal. and parenteral routes of dervery e
majority of systemic anaphylactic reacnons ceeur
after mucosal or parenteral exposure. Products that
mav contain NRL are listed in Table |

Mucosal latex exposure can occur fron -
borne powder particles. used as dry fubricant on
gloves. The powder is adsorbent and cois as i car
rier for the latex proteins in the air These particies
can be dispersed when removing ales s und cause
acrosol contamination. resulting i occuputionad

Coontact

asthma and occasionally tvpe TV alle
dermatitis. !

In addition. patients with tvpe PR adiores
can have @ cross-reaction foo cesian oo,
Avocado, potato. banuie, oyl -l i s
and papava were found o elicio wo oo sk

prick test more commonhy in tope ol e
persons s compared with both opie e
nonatopic controls. !t ATthough tostob e
patients tested did not have aehmical problen w i
food allereyv. 8 of 47 NRL-allergic panens ¢
had anaphylactic reactions o food thamma avoca-
do. tomato. or kiwir ! In addition. some tvpe
NRI-allergic patients experienced loval nritation
when working with such foods.
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Reports of intraoperative anaphylaxis have also
been described. This was recognized in the early
1990s. when anaphylactic reactions to the NRL
balloon during barium enema examinations was
reported to result in patient deaths. 'S One report
describes 15 patients with either spina bitida or
congenital urologic abnormalities who have expe-
rienced 19 episodes of intraoperative anaphylaxis:
all patients tested positive by sKin-prick test and
radioallergosorbent assay (RAST) for NRL aller-
oy.'0 Another report describes five women who
sustained intraoperative anaphylaxis—3 had a his-
tory of fruit allergy and all had known contact
urticaria to NRL. When tested with sKin-prick tests
with anesthesia, all were negative: when tested
with skin-prick tests for NRL allereen. all were
positive.'

EPIDEMIOLOGY OF TYPE I LATEXN ALLERGY

Type I NRL allergy is most commoniy recogs
nized in those who have high fevels ot exposure to
NRL products. It has been suggested that an
increased demand for latex gloves worldwide
forced a maodification in manufacturing. therehy
creating a potentially more allergenic product.

<

which may have sensitized more people in
addition. the prevalence of NRL allergy appears o
be incredasing das more physicians are recogni/zing
the condition.

For health care workers. agricultural workers.
and housekeepers. the main exposure o NRL s
through rubber gloves. Other groups at high risk
for the development of type I NRL allerey mclude
rubber industry workers. persons with hand der-
matitis. atopic patients. children with spina bifida
or urogenital abnormalities. and other patients
who need frequent surgery.?!

Several studies have been performed to osimmate
I NRIL allergy Hoewever.
obtaining an exact figure is confounded by b ek

the prevalence of tvpe

of a definitive test. Although the Food wri Drug
Administration (FDA) has approsed fowr sorm
tests for latex-specific Tek (ATaSTAT fnvnehie.
Pharmacia CAP. and HY-TEC) there o ~ull no
universally accepted standardized test o axaesy
tvpe I NRL-allergic persons. Attempts o imsess
the potential of NRI allergy in the generad poptila-
tion revealed positive antibody titers 1 .40 ol
volunteers. with 2,277 testing strongly positive for
anti-latex Tgl !

Rescarchers  from various  countries hawve
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Table L. Products that may contain latex™®

Medical devices
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Household and consumer products

Anesthesia, ventilator circuits. bags

Band-Aid adhesive strips

Bed protectors (washable rubber)

Blood pressure cuff. tubing

Bulb syringe

Catheters

Disposable gloves

Elastic wraps

Electrode bulbs, pads. grounding

Endotracheal tubes. airways

Gastric tubes. buttons

IV access: Injection ports, Y-sites. bags. buretrol ports.
adapters. needleless systems

OR masks. hats. shoe covers

Oxvgen masks. cannulas

Manual resuscitators

Medication vial stoppers

Penrose surgical drains

Pulse oximeters

Ready-to-use enemas

Reflex hammers

Respirators

Rubber aprons

Soft casts

Stethoscope tubing

Suction tubing

Syringes

Tapes

Tourniguets

Tubing. sheeting

Vascular stocking

(IR Operating room

cmployed numerous methodologies to estimate the
prevalence of tvpe | NRL-allergic hospital work-
crs. In one study. 104 of 342 health care workers
(30% ) were determined 1o be type T NRIL alleraic
Ciainterviews. skin-prick testing with rubber
Slove extriact, and/or measuring fatex-specitie

1
teb
antibodies. 22 Another study found 15 o 3

|
(2.0% ) hospital employees to be type TARI SHINE
cic. as confirmed by skin-prick and NRIE e
tosts.

However, resulls more consistently ~how
snge of between 6% and 7% of health care
Corkers at risk for type T NRL allergy ~*-="
Assuming more than 5.5 million United States
health care workers. 0 one may estimate that
between 330.000 (6%) and 933.000 (17¢ ) health
care emplovees are at risk for type 1 NRI -associ-
ated reactions.

Wound dressings

Art supplies (paints. glue, erasers, tfabric paints)

Automobile tires

Balloons

Balls (tennis balls. bowling balls)

Carpet backing. gym floor. basement sealant

Clothes. T-shirt appliqué. sock elastic. underwear.
sneaker soles, sandals

Condoms. contraceptive diaphragm

Crutches: Tips. axillary pads. hand arps

Dental dams. cups. bands. root canal material

Diapeis. incontinence pads. rubber pants

xpandable fabric (waistband)

Feeding nipples

Food handled with latex gloves

Handles on racquets. tools

Hot water bottles

Intant toothbrush-massager

Kitchen cleaning gloves

Kiwi. hanana. avocado. other fruits

Newsprint. advertisements. coupons dusted with lates

Pucificers

Rubber bands. bungee cords

Tovs

Water tovs and equipment (beach thongs. masks.
hathing suits. caps. scuba gear. goggles)

W heelchair cushions. tires

Zippered plastic storage bags

Agricultural workers and housekeepers also use
rubber gloves daily. Studies estimate a prevalence
of type I NRL sensitization for these groups simi-
Lar to that of hospital personnel: 20% of atopic
housckeepers had positive NRL skin-prick tests. !
whereas 186 of greenhouse workers who wore
faten vloves had symptoms ol immediate-type
by persensitivity. = There have been reports of
occupational asthma affecting plant workers
Cnolved in the manufacturing of dolls™ and surgi-
cal glovesHwith NRL.

Children with spina bifida have been shown 1o
have a high prevalence of leE-mediated hypersen-
sitivity to NRL. Mucosal absorption of ditferent
latex antigens carly in life during multiple surgical
procedures has been postulated to result in tvpe i
censitization to NRL.AS The number of operations
and a person’s history of atopy correlated with the
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presentation of type I NRL allergy in patients with
spina bifida. 3¢ In surveys of myelodysplasia clin-
ics. studies report between 0% and 22% of chil-
dren experienced type I NRL allergy compared
with 1.1 of controls. 373 Another study of 50
patients with spina bifida found 60< to have a
tvpe 1 NRL allergy as defined by history. NRL
RAST. and/or skin-prick test.?? Using the RAST
test 1o assess tvpe I NRL allergy. several studies
have reported between 34% and 65% of children
with spina bifida are positive for type I NRI. aller-
oy H0-42

Hand dermatitis and atopy have also beer “den-
fified as risk factors for NRL allerey. One study
found 60 of 306 atopic children (20.8% 1 1o have
positive tests for anti-latex 1gE. whereas oniy 1 of
303 nonatopic children (0.3%) had posiiive anti-
hodies.

DIAGNOSIS OF TYPE I LATEX ALLERGY

The suspected NRL-allergic patient should be
carefully guestioned regarding symptons tempo-
rally related to exposure to purported NRI agents.
Specifically. the diagnosis of NRL allergy ~should
he suspected in high-risk patients and Wanyvoene
who has @ history of urticaria or angiocdeni o the
lips when inflating balloons: itching. burnig. or
urticaria when donning latex gloves: history of
adverse reactions to barium enemi examinations:
or urticaria or other systemic symptomis oceuring
after exposure to other latex devices fespecialhy
during medical or surgical procedures) The tem-
poral presence of s1gns or symptoms of NRI. adler-
oy during or shortly after exposure should alert
physicians to the possibility of type I NRI wlieray.
Patients can be screened with a RAST 1o detect
latex-specific IgE. If the RAST 1s positive tres lolh
antibodies are detected). no further tesuny ~houtd
he done. I negative (because RASTS iy fave o
fulse-necative rate of > 30% ). a "user test

H7ing
A latex glove moa supervised setting piad fe pet
formed. first with one finger. then an entire hand
If still negative. a skin-prick test should be done
with eluted latex protein in solution. A stindard
latex allergen extract for sKin testing i niot curs
rently available in the United States. Lo tosts and
skin-prick tests should be performed iy setting
with life support equipment available becuie ana-
phylactic reactions can occur. The presence of @
wheal at the test site indicates NRIL hypersensitiy
ity when compared with positive and negative con-
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trols. This test must be performed under close and
experienced supervision because anaphylactic
reactions in response to a skin-prick test have been
reported #4351t should be noted that RASTSs per-
formed soon after anaphylaxis or a severe allergic
reaction may show a false-negative result because
of consumption of Igk.

TREATMENT AND PREVENTION OF LATEN
ALLERGY

rritant contact dermatitis to NRL gloves is
mostly due to moisture. heat. and friction under
the glove. Studies have shown that use of a soft.
breathable glove liner (eg. cotton linersy under
NRIL gloves can help minimize this problem.
Other useful measures include reducing exposure
1o other irritants. using minimally irritating skin
cleansers. and treatment with topical cortico
Jeroids. For persons with irritant dermatitis
caused by clothing. soft lining and other measires
(o reduce triction are helpful. Although imitant
dermatitis to rubber cannot always be eliminated.
measures such as these will often help o minimize
the problem enough to be successful tor the
patient.

In contrast. many problems with tvpe 1N alferay
{0 NRL gloves can be entirely climinated. Putch
testing should be done to identify the specific rub-
ber accelerator or antioxidant causing the patient's
problem. Once identified. the patient can often use
Alternative rubber articles that utilize differentrub
ber manufacturing chemicals. For oxample.
patient with a contact allergy to thiurams will ofien
he able to tolerate latex made with mercapto com
pounds. That is. persons with type 1V allergy o
NRI can often continue to use NRI materials it
thev are carefully chosen. Refercnce articles are
now available that list the specific acceleraton
used in the manufacture of difterent brands o
latex gloves. 40 Corticosteroids (opical and s
remic) are the mamstay of treatiment.

Al tvpe I NRI -allergic patients should b e
cated regarding the identification and avordance
NRI products in the home and in the workplac
At 1 minimum. nonlatex glove alternatives shouhd
he provided to health care workers who have tvpe
I reactions to NRL. and low-allergen. powderired
oloves. if tolerated. should be worn by other health
care workers at that worksite. Estimates of the tvpe

I latex allergen content of medical eloves and

other rubber objects can be found in the Hera-
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ture.#7 Patients with type I NRL allergy are treated
with antihistamines and bronchodilators for respi-
ratory svmptoms, When type I reactions present as
dermatitis secondary to scratching. topical steroids
are useful.

For persons who need o avoid NRL. review arti-
cles can be found in the medical literature histing
alternatives that can be safely used ™ Tt is important
to emphasize that synthetic rubber gloves are
acceptable for persons with type I NRL allergyve
however. these gloves still may contain substiances
that can induce a type IV allergic reaction. Most
persons with tvpe 1V NRL glove allergy can tind
alternative NRL gloves that use accelerators 1o
which they are not allergic. However. there will be
some persons who will be unable to find suitable
NRL alternative gloves or even nonlatex gloves
because they contain additives to which the person
is alleroie. For these individuals. vinyl gloves may
he wn acceptable substitute for many nonsterile pro
cedures. However. several studies have show tha
vim D gloves may leak more readily than NRL
aloves and mayv not always provide an acceptabic
harrier tor exposure to blood and bodily fluids "~
Double-cloving with vinyl gloves nuy provide
areater protection during the perforimunce of
mucosal examinations (eg. oral. rectal. vaginai
Thermoplastic elastomer gloves are more expensive
but have been found to provide a barrier that i~ ax
effective as NRL gloves for high-risk exposure.™

The epidemic of HIV has also made it necessan
to provide society with a means of safe sexual von
tact. Contact allergy to latex condoms has beconie
4 sienificant problem. Natural-membrane con
doms provide an alternative: however. they will
not prevent the spread of disease.™ Persons with
npe IV allergy to NRL can often find alternatinve
condoms that do not contain the acceleraion o
which they are allergic.? The previous!y men
Soned articles that provide latex alternatives
se hielpial Recentlye polvuarethane condoris

Noth en and women have become vt

Wil proevide protecuon for mdividuals rinebio e

nse ltes condoms ot

RECONMMENDATIONS
The American Academy of Dermatology stiony
stggests implementation of the followime mes
sures directed at reducing the incidence of fatex
refuted aflerev.

Lo Every pre-placement imterview for sobs tha
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require exposure to NRL products should
include inqguiries into an employee’s history
with NRIL. products. Suspected NRL-allergic
persons should be offered the option of further
diagnostic testing. The history should pay care-
ful attention to risk factors, symptoms. and the
distribution of cutancous lestons. Persons with
svstemic symptoms and other noncutancous
symptoms should first be offered type Fallergy
testing. Likewise. individuals with skin fesions
that oceur within 24 hours of exposure to NRL
should inttially be offered type 1 allergy test-
ine. Those dividuals with skin Tesions that
aecur more than 24 hours after exposure 1o
NRiC should first be offered type TV allergy
testing. Because some persons will expericnce
more than one type of reaction. it is prudent to
test evervone with symptoms for both types of
allorgy o NRL products.

A medical and dental facthities should offer
Lo sade emvironments for patients with NRE
allerey Hospitalized patients should have histo-
ries that include questions on history ot NRL
alierev. Al patients who have undergone or will

recutre multiple surgical procedures. such as
st with spina bifidas and patients with o

to suvgestive of NRL allergy should be
crered procedures inalatex-sale environment.

fr wddition. charts and bedsides should indicate
the allereic status of the patient in the hospital,
onecessary. prophylactic medications. includ-
e nonsedating antihistamines and systemie
corticosteroids, may be indicated for severely

alle

¢ patients. However. these do not guaran-

oo that an anaphyvlactic reaction will not oceur.
fex-sale environment means the following:
;e one in the area should wear NRL aloves

sohneavder:s 12) only nonfatex gloves should be

o directly examine the patient: (3) all

L hgects that routinely divectly or indirecthy
St contact with Mucosia. nonintwet shir.

ol bodily spaces feg. catheters, med

coers. endotracheal tubesy should be

for made tatex-sale tegs by covermen

Jucts made of diy melded NRT deg.

v ehuar tires. ool handlesy do norneed o be
ronevad from the areas 1 direct contact with

i ohjedts s routine. precautions should be
taber oo minimize direct exposure by covering
the abject or body part exposed te. having the

putient wear nonlatex gloves while wheeling
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self in wheelchair): and (5) much like diabetic
or low-fat diets. hospital dietary services should
have latex-safe meals that lack food known to
cross-react with antibodies to NRL. All hospi-
tals should also have latex-safe equipment carts
available. 1t possible. hospitals should have one
operating room that is always latex-safe. It thix
is not possible. surgery on latex-allergic patients
should be scheduled as the first procedure of the
day so that latex-allergens cannot build up in the
cnvironment.
All type T NRL-allergic patients should be edu-

]

cated regarding identification and avoidance of

NRL products in the home and in the work-
pluace. A list of potentially cross-reacting foods
should be provided to the patient. Thesc
paticnts should also wear medic-alert bracelets
to avoid inadvertent exposure during medical
emergencies. and they should carry an epi-
nephrine injection device (Epi-pen) i case
such exposure oceurs.

40 Al medical and dental facilities are encour-
aged 10 exclusively use powder-free gloves
with Jow NRL antigen levels. For example. 1t
has been shown that replacing high-allereen
NRL vloves with low-allergen alternatives
an operating room can decrease the level of
NRL aeroallergen by more than 10-fold tihe
effect of powder vs powder-free gloves wis not
examined in this study).”>’ It should be empha-
sized that “hypoallergenic gloves™ may not be
safe for either latex-allergic or rubber acceler-
ator—allergic patients. “Hypoallergenic gloves”
may mean that they do not contain any glove
powder or may not contain one of a myriad ot
rubber accelerators. For this reason. on Sept.

1997, the FDA published a rule. requiring
manufacturers to remove the hypoallergenic
clam from the labeling of any device that con-

ins NRL. effective Sept. 30, 1998,

b .»\H medical facthtes ,\lmuld constder sy
Len-sade operating rooms for traunia surgen
becuuse proper screening of these pationts
not wsually feasible. Similarly. emergences
roonts should be latex-siafe with property pre
pared latex-safe crash carts.

. A medical facilities should be encouraged 1
provide vinvl or other non-latex gloves toi

veneral physical examinations. especially for

all mcosal examinations (eg. oral. vagmal.
rectal .
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7. Because most serious reactions result from
mucosal exposure to latex antigens. all food
preparation services (eg. hospital cafeterias.
food processing plants, restaurants) should be
encouraged to use only nonlatex gloves to pre-
pare food.

8. Health care tacilities should be encouraged to
develop a multdisciplinary latex allergy com-
mittee to address the following issues: educa-
tional programs for employees. procedures
relating to occupational latex allergy (eg. reas-
sienment of severely allergic employees. work-
man's compensation issues). policies ot evalu-
ating and managing latex-allergic patients. and
plans for high-risk areas such as emergency
rooms and operating suites,

FUTURE GOALS

In today’s modern world. NRL is ubiquitous. A
brict olance at the products listed in Table |
demonstrates that hundreds of everyday goods.
particularly those used in the health care environ-
ment. use NRL in manufacturing.

Iliminating the use of NRL. therefore. is not a
viable option. However, the scope of the NRIL-
allergic population warrants several improvements
i the manutacturing and use of NRL products in
the  workplace.  Manufacturers  are  already
rescarching and producing disposable gloves with
low allergen levels: manufacturers of other NRL-
containing products must follow this trend. Latex-
free substitutes must be made available to patients
and emplovees. In addition. manufacturers should
he required to adopt a uniform cautionary state-
ment on the labeling ot all devices that contain
NRI. On Sept. 30, 1997, the FDA published its
Libeling requirements for all medical deviees that
comtain NRL. The FDA has also published draft

cuidance Tor manufacturers of NRL - medical
cvices that wish o make claims in the product
fobehine about the reduced potential of type IV
PApersensiin

Finallv, there needs o be progress i the
nicthodoiogies used o identify the type TNRLE-
alercic paticnt. We need a standardized skin-test
cnirel to assess tvpe I NRL-allergic patients.
Once NRI-alleraie patients and NRL-contaming
eod wnd Droe Adinnistation: Guidinee on the contentand forma

cfprenu ”l\u rotfication P10 k] submissions for testing for skin

Sisiization to chemicals i fatex products Dratt document taued

Tl INCpey
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products are uniformly identified. health care
providers can begin to control this NRL allergy
“epidemic.”
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