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treatment) need attention if these are to be used fully in
education and research. The method follows most easily
where problem-oriented medical records are in use,) since
the change of thinking in a problem-oriented approach will
have occurred already. In essence, the complex of sigIls,
symptoms, and investigations is broken down into
"problems," which may or may not be solved by clinical
diagnoses. These data are transferred in the form of a necropsy
request, from which the pathologist forms his or her own
problem list. The necropsy examination is then oriented
towards solving the problems posed-which at a basic level
may take the form of confirming or refuting clinical diagnoses
-and adding the additional perhaps unexpected findings as
further problems, whose solution may or may not be apparent.

Medical audit is most effective when errors and omissions
are brought to the attention of the clinician in such a way
that his future performance is modified. Problem-oriented
necropsies can help to close the feedback loop and monitor the
effects of audit, and their use is to be encouraged.
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Allergy to house dust mite
in childhood asthma
House dust contains many species of mites, but one in
particular, Dermatophagoides pteronyssinus, possesses par-
ticularly potent allergens.' Voorhorst et al identified it as the
major allergen responsible for house dust mite asthma in
Holland2 and subsequent work showed that this was also the
case in England.3

Opportunities for exposure to house dust mite allergen
probably occur in every household in Britain, and sensitivity
to it may be important in provoking childhood asthma.4
Characteristically, affected children develop symptoms before
the age of 6 years; they also often suffer from rhinitis and
eczema; and symptoms are frequent at night.5 Any or all of
the trigger factors for asthma, such as emotion, exercise, and
infection, may also be present and sorting out which of these
is most important may be difficult. The history obtained from
the mother will give valuable information: in house dust mite
sensitivity there is usually a clear history of wheezing after
exposure to dust created during making beds. The results of
skin tests may be helpful, and when these confirm the clinical
history there is often a good correlation with the more accurate
bronchial challenge tests.68 When there are multiple positive
results, however, the correlation may be poor. Bronchial
provocation testing is not without hazard and indeed may be
inappropriate in a child who has persistent airway narrowing;
nor should it be performed by anyone other than a specialist
physician with training and experience.
The management of childhood asthma has been greatly

helped by the newer prophylactics such as inhaled sympatho-
mimetics, disodium cromoglycate, and beclomethasone.
Nevertheless, compliance may be a problem in children, and
long-term treatment requires frequent monitoring. There is
also always the risk of unwanted effects. More specific treat-
ment retains its attractions, therefore, for those patients in
whom house dust mite is thought to be the major precipitating

factor. Two possible approaches are avoiding exposure to the
allergen and hyposensitisation.

Reducing exposure is not easy-but the spontaneous
improvement seen in children who convalesce at Davos
(where few or no mite species have been found9) and in
children who are admitted to hospital (where there are also
few mites"') shows that this approach may be successful. Major
disruption to a family's routine is scarcely worthwhile, but
simple practical measures such as vacuuming mattresses and
enclosing them in a plastic cover; regularly washing blankets
and curtains; and using synthetic materials for bedding may
reduce asthmatic attacks in mite-sensitive children."1 In
contrast, Warner4 found that such avoidance measures were
ineffective in his patients, and if there is no obvious benefit
the measures may be abandoned-though they are always
worth a trial.
The alternative specific approach is hyposensitisation.

Though this technique is of proved benefit in cases of specific
pollen sensitisation'2 reports of its value in house dust mite
sensitivity are conflicting. The British Thoracic and Tuber-
culosis Association'3 arranged a double-blind multicentre
trial of hyposensitisation with house dust extract in adult
asthmatic patients and found no advantage in its use; and
Gaddie"4 also found that a tyrosine-adsorbed D pteronyssinus
vaccine was ineffective. Nevertheless, the results of such studies
remain open to question because of the near impossibility of
controlling all the other relevant factors. Ideally the patients
selected should have allergy to house dust mite proved to be
the prime cause of their asthma, preferably by bronchial
provocation testing; and the quality of the allergen and
optimal dose regimen should be carefully chosen, though
standardisation of allergens is still a problem. Studies which
have tried to achieve this ideal have shown that some benefit
may be obtained from hyposensitisation,15 16 but we need
further confirmatory work-and hyposensitisation always
carries a risk, even though anaphylactic reactions are rare.

Faced with a child whose asthma is thought to be provoked
by exposure to house dust mites, a doctor must weigh care-
fully the benefits versus the risks of the various forms of
treatment. Regularly inhaled sympathomimetics, with or
without disodium cromoglycate, may achieve adequate
control. In combination with simple measures to avoid
excessive exposure to the house dust mite such treatment will
usually be safe and effective. We cannot yet routinely recom-
mend hyposensitisation for house dust mite sensitivity, and
we still have no safe method of identifying those patients
who are most likely to benefit or, indeed, information on
suitable dose regimens.
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