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Translating tertiary care to primary care 



This is an extreme way of 

experiencing another unité.. 







But 40% of my follow ups in my GI 

clinic were food mediated disease 





History 

















Conclusion 1 

History is the most important 

aspect of the history. This can be 

achieved even in a car park. 



It was clear that an ñorgan specific 

clinicò was an outmoded approach 

Â Time to evolve: 



Do you need funding ? 

Â This clinical service was designed to move 

children out of an organ specific clinical service 

to an atopic service 

Â The aim was to reduce the burden in other 

clinical areas 

Answer: No, although it would be 

appreciated! 



Who was going to be referred 

Â Food allergy 

Â Failure to thrive 

Â Immediate or delayed food reactions 

Â Infantile eczema 

Â Sideways referral for respiratory clinic (next 

door) 



What impact does this have on 

other clinics 

Â Emptied out my 

gastro clinic 

ÂMoved all the IgE 

immediate into a 

single clinic 

Â Struggle to meet the 

18 week wait 
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What is the effect on patient care? 

Â To see the infantile eczema in < 3 weeks 

Â Early introduction of hydrolysate feeds 

Â Prevents disparity in care between consultants 

Â A uniform approach to: 

ÃEpipens 

ÃRectal bleeding 

ÃUse of nutrition in childhood eczema 

ÃEarly recognition of enteropathy from infant formulae 

ÃStrategies in allergy prevention 



What changes have been introduced into patient 

care? 



Example -Infantile colic ï evidence 

to practice 
Â Should she carry the child 

more? 
Ã One RCT (66 infants) ï no 

difference 

Â Should she reduce 
stimulation 
Ã One RCT (42 infants)- 

beneficial effect 

Â Cranial osteopathy 
Ã No data 

Â Crib vibrator/ car ride 
stimulation/infant 
massage 
Ã One RCT ï no difference 

 

Â Simethicone (infacol) vs 
placebo 
Ã 3 RCTôs ï no good 

evidence, and not likely to 
be new evidence 
forthcoming 

 

Â Caesin hydrolysate 
Ã Anecdotally, very effective 

for select cases  

Ã But who will benefit? ï 
those from atopic families 

Ã RCT 122 infants, active 
diet (low allergic) had a 
beneficial effect on crying 

 

 

http://dtb.bmj.com/dtb






Reduction in investigations 

ÂOver 25% of referrals after consultation 

are not related to food allergy and thus the 

clinic has prevented unnecessary food 

avoidance 

ÂUrticaria 

ÂPreventing IgE mediated testing in non IgE 

mediated disease 



The one stop clinic ï theory to practice 

Consultant review,  

Emergency protocol 

Discuss prognosis 

Organise oral challenge 

Diagnostic testing Dietetic review 

History and  

examination 

Outpatient experience= 1 hours 

Start here 





Who do you need in a clinic 

ÂYou 

ÂA dietician 

ÂAccess to respiratory or GI interest 

ÂSkin prick testing 

ÂBlood testing (CAP FEIA) 

ÂOral challenge facilities (not same day) 

ÂA PC with colour printer 



Can this be found in a polyclinic? 

ÂYou   

ÂA dietician ï elimination diets 

ÂAccess to respiratory or GI interest 

ÂSkin prick testing 

ÂBlood testing (CAP FEIA) 

ÂOral challenge facilities (not same day) 

ÂA PC with colour printer 



You must spend time learning how 

to interpret the tests 



Who should do you skin prick 

tests? 

To start with,  

perhaps it should be youé. 



Role of dietician 

Â If the principle treatment modality is 

avoidance, then the dietician is the 

therapeutic tool! 

ÂDieticians can see and review patients of 

their choice and fit into the allergy clinics 

as required. 



 A managed approach to allergy care ï 

reduction in accidental exposure 



Creating emergency protocols: 


