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Editorial
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Asthma is a potentially serious disease that is growing in prevalence in most developed countries.1 One of the factors that might
have prompted this trend is the greater number of cases of asthma
that develop in adults.2 In addition to a possible allergic origin, as
occurs in childhood asthma, epidemiological studies indicate that
occupational exposure may be the cause of up to 25% of all cases
of adult-onset asthma.3 Asthma caused by exposure to a specific
substance in the workplace is known as occupational asthma (OA),
while pre-existing or concomitant asthma which is intensified by
stimuli present in the workplace is known as work-exacerbated
asthma (WEA). OA can be further subclassified as immunological
and non-immunological, depending on the mechanisms causing
the disease.2 Immunological OA requires time for sensitization to
the causative agent to develop, while non-immunological OA refers
to patients whose asthma is caused by irritants, the most obvious example of which is reactive airway dysfunction syndrome or
RADS.4 RADS is caused by a single or multiple exposure to high
doses of an irritant. In general, there is no latency period, since
symptoms appear within 24 h after exposure. The term “workrelated asthma” (WRA) has been around for many years, but
interest in this entity has been growing in the last decade. This
term includes both OA and WEA.
Although it has been estimated that OA is the most prevalent chronic occupational disease in many countries, and that
WEA may account for 21% of cases of asthma among the working population,5,6 the diagnosis, prognosis and treatment of this
disease are complex and controversial.7 For a correct diagnosis,
a high degree of suspicion is necessary, and the patient should
be asked about the temporal relationship between symptoms and
work. It is unsurprising, then, that a recent study performed in
primary care centers in Catalonia found that WRA is underdiagnosed, a situation exacerbated by the fact that many workers are
unaware that their job may cause their disease or make it worse.8 In
Spain, underdiagnosis means that WRA often remains undetected
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and undiagnosed as such by the specialized departments of the
occupational health system, the risk prevention units of companies,
and the Workplace Accident and Occupational Diseases Insurance
area of the Spanish Social Security (MATEPSS), and ends up being
diagnosed and treated as a common illness within the primary care
network.8
A recent study suggests that OA and WEA can be distinguished
by certain functional and biological differences, although the methods most commonly used for diagnosing WRA do not always
expose these differences.9 Taking into account the general agreement that a patient with a previous diagnosis of asthma may
develop OA, and that the concomitant onset of asthma associated with work does not rule out that it is a WEA, it appears
that the specific provocation testing is the only method capable
of clearly differentiating between both entities.10 One of the recommendations of a recent European Respiratory Society (ERS) task
force was that this test must always be done if there are doubts
regarding an OA diagnosis established using the conventional
methods.11
Diagnosing and differentiating correctly between these diseases
is of great importance. For one thing, it can help advance knowledge of the causes and mechanisms involved, leading to better
treatment and prevention. Moreover, this is a disease in which
an incorrect diagnosis may have important socioeconomic consequences for both the patient and society, and the correct diagnosis
of WRA reduces associated costs dramatically.12 We have already
mentioned the study by Vila-Rigat et al.,8 conducted in a primary
care setting, which suggested that among the asthma cases monitored in primary care centers of the National Health System, 33%
show an association between the disease and the workplace; in
18%, this association originates from the job itself, and in 15% it
is aggravated by conditions in the workplace. In WRA, economic
compensation is a critical topic, and varies widely among European countries. In Spain, Royal Decree (RD) 1299/2006 of November
10, 2006 (modified on December 19, 2015) lists the occupational
diseases recognized by the Social Security system, and establishes
criteria for classification and registration. In this list, OA appears
in group 4, which includes substances with high molecular weight
(generally proteins) and low molecular weight (generally chemicals). However, while OA is recognized as an occupational disease,
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the same is not true of WEA, even though when correctly diagnosed
it can be recognized as a workplace accident.
Clearly, then, in our opinion, all professionals treating asthmatics must be made aware of the importance of determining if the
disease is work-related or not. If it is, patients should be referred
to centers where a clear diagnosis of either OA or WEA can be
made. Databases featuring correctly diagnosed patients will help
us further our knowledge of the physiopathological mechanisms
involved in both entities, seek out therapeutic targets, establish
the best treatments, and promote preventive measures. Right now,
the critical (and legal) decision of whether or not to remove a
patient from the workplace after diagnosis of OA or WEA remains
unclear from a medical perspective, despite the recommendation
that workers with OA be removed. If respiratory disease originating in the workplace, including WRA, were notifiable, as is the case
in some countries, the health and safety of many workers might
improve considerably.
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