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Nowadays, attention to the epidemic of allergic dis-
eases is shown not only by professional medical com-
munities, but also by governments around the world. In
2025, it is predicted that 400 million of individuals will
suffer from allergic asthma and 500 million from aller-
gic rhinitis [1, 2]. It may occur not only in developed
countries, but also in developing countries [3].

Traditionally, the diagnosis of allergic diseases is
based on the sequential (stage) application of a num-
ber of research methods, which include: 1) collection
of complaints and anamnesis; 2) physical examination;
3) skin tests with allergens; 4) provocative (bronchial,
nasal, conjunctival, sublingual, gastrointestinal, etc.)
tests; 5) laboratory and instrumental (general laborato-
ry methods and specific laboratory tests with allergens)
tests; 6) functional and instrumental (rhinopneumom-
etry, spirometry, peak flow measurement, endoscopy
of the nasal cavity and bronchial tree, X-Ray and
tomography of sinuses and chest organs); 7) coun-
seling patients with other specialists. In this article we
will try to summarize data and compare diagnostic
values of traditional skin prick testing, serological IgE
determination and, partially, component resolved
diagnostic methods.

The basis of modern laboratory allergy diagnostics
should be based on modern standardized and well-test-
ed methods that have an evidence base. This is especial-
ly important in such situations:

« When it is impossible to cancel antiallergic drugs
in the testing period;

o There is a pronounced hypersensitivity to allergens
and anaphylactic reactions in anamnesis;

« The patient is examined in a period of acute disease;
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« It is necessary to establish a diagnosis of allergy in
early childhood;

o There is a multiple sensitivity to allergens, and the
timing of the patient's examination is limited;

« Skin reactivity is changed, which leads to false neg-
ative and false positive results of skin testing;

« Simultaneous examination of the patient with the
use of a large number of drugs and other chemicals;

o There is a difficult differential diagnostic case;

« Examination is necessary during the period of
allergen-specific immunotherapy (ASIT);

« Remote examination of the patient.

The main tasks of the laboratory diagnosis of
allergy are:

o determination of the types of allergic reaction
(AR), the establishment of MS to Al (specific allergic
diagnosis);

« identification of the nature and extent of immune
disorders (immunodiagnostics);

« characterization of pathogenetic links typical for a
specific allergies (clinical laboratory diagnostics).

World Allergy Organization (WAO) mentions that
skin prick test (SPT) is the gold standard in detecting
IgE [4]. It provides evidence for sensitization and can
help to confirm the diagnosis of a suspected type I aller-
gy. It is minimally invasive, inexpensive, results are
immediately available and when carried out by trained
health professionals, reproducible. Since the first publi-
cation about SPT by Helmtraud Ebruster in 1959 [5],
who extensively researched this diagnostic test, it has
been used as a primary diagnostic tool to detect type I
hypersensitivity reactions. Although the principle of
SPT still largely resembles the original methods
described, a wide array of interpretations and modifica-
tions has led to diminished comparability when SPT
results are reported [6].
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SPT is indicated if a type I (immediate type) allergy
is suspected, based on the medical history and clinical
symptoms; they can identify sensitivity to inhalant,
food, drug or occupational allergens. SPTs thus provide
objective confirmation of sensitivity, whereas the rele-
vance of such sensitivity to allergens should always be
carefully interpreted in the light of the clinical history so
that appropriate advice concerning avoidance measures
can be given and, as necessary, the correct allergen(s)
prescribed for specific immunotherapy (SIT). The chief
advantage of SPT as compared to an in vitro measure-
ment of specific IgE antibodies is that the test can be
interpreted within 15 to 20 minutes after the reagent is
applied to the skin. Moreover, the test gives a visual
indication of the sensitivity which can be used in order
to impact the patient’s behavior. SPT can also be utilized
to test less common allergens, such as certain medica-
tions, and fresh fruits and vegetables where no specific
IgE antibody measurements are available.

Specific serum IgE measurement aim is at detecting
IgE in serum. The price of specific serum IgE measure-
ment is higher than skin prick test. However, it is not
influenced by antihistamine drugs, skin disease, or skin
adverse reactions [7]. The advantages of methods for
determining specific IgE (sIgE) for diagnosis of allergies
are: safety, lack of influence on the skin condition of phar-
macopoeia, independence from cooperation with the
patient (especially with children), good reproducibility,
elimination of false positive and false negative results of
skin tests, single invasiveness during blood sampling , the
possibility of remote examination of the patient.

However, these methods have drawbacks: expen-
siveness and lower sensitivity compared to skin tests,
lack of laboratories, a sufficiently long time for obtain-
ing results, the possibility of only circulating IgE fixing,
the presence of cross-reactions between inhalant and
food allergens, inability to recognize non-protein aller-
gens. In addition, the determination of the level of spe-
cific IgE is usually less sensitive than skin prick tests
with allergens, the sIgE titer is not always associated
with the severity of symptoms, the assessment of the
significance of increasing the concentration of serum
IgE depends on the research method, the type of aller-
gen, the patient's age and the nature of the disease. In
some cases, patients have false positives (due to an
increased level of total IgE, the formation of IgG-IgE
immune complexes and the generation of false IgE
binding) or false negatives (due to the production of
specific anti-IgE antibodies of the IgG class, the possibil-
ity of binding part of the total IgE level by cross-linking
allergens, binding of mast cells with sIgE until they are
detected in serum). In connection with all this, this type
of laboratory testing is not recommended to be carried
out in isolation without taking anamnesis and skin tests
with allergens.

Within the framework of the SAPALDIA survey
(Swiss study on Air Pollution and Lung Diseases in
Adults), a total of 8,344 subjects aged 18-60 years stud-
ied and the sensitivity of SPT was significantly higher
(68.4 % vs 43.9 % P < 0.001) than that of IgE to diagnose
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seasonal allergic rhinitis. In conclusion, SPT have the
best positive predictive value and the best efficiency to
diagnose respiratory atopic diseases [8]. Another study
shows poor to moderate agreement between SPT and
sIgE level when diagnosing inhalant and food allergen
sensitization in young children, which was particularly
poor for food sensitization and deteriorated with age
[8]. Kumar R. et al. showed that SPTs did not have good
agreement with serum-specific IgE in early childhood.
Both tests (SPT and specific IgE) should be used. Skin
allergenic reactivity increased with age and was tran-
sient at 1 year but associated with the occurrence of
atopic dermatitis [9].

The area under the curve (AUC) obtained with SPT
was not significantly different from that obtained with
sIgE in recent research made by Chauveau A. et al. 10,
11]. For asthma and hay fever, SPT (cutoff value at 3
mm) had a significantly higher specificity (P < 0.0001)
than sIgE (cutoff value at 0.35 IU/mL) and the specifici-
ty was not different between both tests (P=.1088).
Regarding the method chosen for SSIGE, Wood et al.
[12] showed some differences in SSIGE results according
to the method of assay. However, Herzum et al. [13]
found that the Allergy Screen panel yields reliable
results in the detection of allergic sensitization to com-
mon allergens.

However, the higher sensitivity of SSIgE detection,
previously reported in a prospective 18-month study
[14], does not alone explain why the agreement between
both tests was so poor in our study. The strength of
agreement was only substantial [15] for aeroallergens at
6 years of age and for cutoffs of 0.7 and 3.5 IU/ml. The
recent meta-analysis by Soares-Weiser et al. [16] report-
ed that very few studies have compared the tests head-
to-head in the same population over time. In their pop-
ulations of food-allergic subjects without age limits, SPT
and SSIGE were both sensitive but not specific. In the
DARC birth cohort, Kjaer et al. [17] showed that SPTs
were better correlated with a diagnosis of allergic disease
at 6 years than SSIGE. In a recent article on the
COPSAC2000 at-risk birth cohort, Schoos et al. [18]
also found a substantial disagreement between SPT and
SSIgE in early childhood with all k-coefficient under
0.60 without increasing with age.

The analysis shows that the results of the diagnostic
parameters of various tests in studies vary widely. Below
we present the data of our own research conducted by us
in patients with allergic rhinitis in 2015-2018.

Materials and methods. During this research, 88
patients with allergic rhinitis were examined by three
different methods of specific allergic diagnosis (in vivo
and in vitro). The inclusion criteria were allergic rhinitis
diagnosis (both intermittent and persistent) with proven
sensitivity to domestic allergens. SPT was carried out
according to the classical testing procedure in accord-
ance with regulatory documents with commercial
extracts of allergens (Immunolog, Vinnitsa, Ukraine).
For the test, a positive (histamine dihydrochloride solu-
tion 0.01 % - Solutio histamini dihydrochloridi 0.01 %
pro diagnostica cutanea morborum allergicorum) and
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negative (sodium chloride, disodium phosphate dodec-
ahydrate (sodium phosphate dibasic), potassium dihy-
drogen phosphate (potassium phosphate monosubent
phenol, tween 80, water for injection) controls
(Immunolog, Vinnitsa, Ukraine) were used. The follow-
ing allergen extracts were used — Dermatophagoides
farinae and Dermatophagoides pteronyssinus. SPT
results were assessed in 15 min visually using a ruler in
mm and were classified according to the existing scale as
negative, doubtful, weak (+), strong (++) and very
strong (++).

A standard medical interview and the qualification
of patient were performed during an earlier visit, and
then, 15 mL of blood for the sIgE test was collected.
Western blot testing for specific IgE levels was per-
formed using RIDA qLine test systems (R-Biopharm
AG, Darmstadt, Germany) and Euroline (Euroimmun)
system. The sIgE concentration was converted to a
nominal scale (grades) according to the following rules:
< 0.35 IU mL-1-level 0 (negative), (0.36-0.69) IU
mL-1-level 1 (boundary levels ), (0.7- 3.49) IU mL-1-lev-
el 2 (slightly elevated), (3.50-17.4) IU mL-1-level 3
(moderately elevated), (17.5-49,9) IU mL-1-level 4 (high
levels), (50-100) IU mL-1-level 5 (very high levels) and
> 100 IU mL-1-level 6 (extremely high levels).

Results. In the examined patients, the sensitization
to the allergen D. Pteronissinus was 36.4 % (32 subjects)
by the presence of specific IgE by Rida AllergyScreen,
34.1 % (30 cases) by the presence of specific IgE by
Euroline and 38.6 % (34 persons) according to the data
of skin test by a blind test method with an appropriate
allergen.

In Table 1 the results of the comparison of the deter-
mination of the specificity of the specific IgE method
Rida AllergyScreen to the D. Pteronissinus mite with the
data of skin testing by the prick test method are present-
ed. When comparing two different types of specific
allergic diagnosis by the method of establishing the cor-
relation relations of the population with D. pteronissi-
nus, the dominance of the elements of the main diagonal
is noted, which indicates a rather close coincidence of
the results of two different methods (the validity of the
coincidence of results was 86.4% - 76 cases).

The results of two different methods of specific
allergic diagnosis to determine the sensitization to the
D. pteronissinus allergy are closely identical, but there is
a certain asymmetry of the differences in the results of
skin testing by the blind test method and the determina-
tion of specific IgE blood when one test gives negative
results and the other one is positive or doubtful.

To obtain conclusions about the reliability of this
asymmetry, we conducted an in-depth statistical analysis
of the correlation of laboratory allergic and skin tests.
The results of the analysis of the consistency of the
results of two different methods of allergic diagnosis to
determine the sensitization to the D. pteronissinus mite
through the construction of the confidence interval
(Table 2) showed that the coefficient indicates a good
agreement (r = 0.740) of the findings of the two different
tests. The limits of the 95 % confidence interval (0.618-
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Table 1. Sensitization to D. Pteronissinus mites based
on skin testing and the detection of specific IgE method Rida

AllergyScreen
Specific IgE (ku/I) =
Prick test <035 |035-07 | >07 E
(negative) [ (doubtful) | (positive)

PAPULA 0 mm (NEGATIVE) 48 2 4 54
PAPULA 1-2 mm (DOUBTFUL RESULT) 0 0 0 0
PAPULA > 3mm (POSITIVE RESULT) 0 6 28 34
TOTAL 48 8 32 88

0.863) exclude 0, which indicates the accuracy of the
match. The lower limit is in the range of good coherence,
and the upper one is in the area of excellent coherence.

The results of the statistical estimation of the null
hypothesis of the lack of agreement between the results
of two different methods of specific allergic diagnosis
for the determination of sensitization to the mite D.
Pteronissinus are given in Table 3.

The hypothesis is rejected both in one-sided and
bilateral tests, which testifies to the true consistency of
both allergic tests. Thus, there is a good degree of agree-
ment between the results of the skin testing of

D. Pteronissinus allergens and the detection of spe-
cific IgE by the Rida AllergyScreen method.

In Table 4 the results of the comparison of the deter-
mination of the presence of specific IgE to the

D. pteronissinus mite according to the Euroline
method with the data of skin testing by the blind test

Table 2. Results of statistical estimation of the consistency
of the results on the results of skin testing and the detection of
specific IgE by the Rida AllergyScreen method to determine the
sensitization to the allergen D. Pteronissinus

Kappa coefficient 0,740
Asymptotic error kappa 0,063
Lower border 95% confidence interval (v/var) 0,615
Upper border 95% confidence interval 0,851

method are presented. When comparing two different
types of specific allergic diagnosis by the method of estab-
lishing correlation relations of the suffering to D. ptero-
nissinus, a moderate dominance of the elements of the
main diagonal is noted, indicating an average coincidence
of the results of two different methods (the validity of the
results was 61.4 % — 54 cases).

The results of two different methods of specific allergic
diagnosis for the determination of sensitization to the D. pter-
onissinus allergen are in part identical, but a certain asymme-
try of the differences in the results of skin testing by the blind

Tab]le 3. Results of ‘null hypothesis’ checking between the
results of skin testing and Rida AllergyScreen to D. Pteronissinus

Asymptotic error kappa H,, Vvar,(k) 0,0721

V4 7,7944
One-way test Pr>Z < 0,0001
Two-way test Pr>|Z| < 0,0001
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Table 4. Sensitization to D. Pteronissinus mites based on skin
tests and detection of specific IgE method Euroline

Specific IgE (ku/I

Specific IgE (ku/l) e ElE ) Total

; <035 0,35-0,7 <035 0,35-0,7
< 0,35 (negative) " g / ,

(negative) | (doubtful) | (negative) | (doubtful)

Specific IgE 36 8 10 54
(ku/l)
<035 0 0 0 0
(negative)
Specific IgE 8 8 18 34
(ku/1)
<035 44 16 28 88
(negative)

test method and the determination of specific IgE blood is
noted when one test gives negative results and the other one
is positive or questionable.

To obtain conclusions about the reliability of this asym-
metry, we conducted an in-depth statistical analysis of the
correlation of laboratory allergic and skin tests. The results of
the analysis of the consistency of the results of two different
methods of allergic diagnosis for the determination of sensiti-
zation to the D. pteronissinus mite through the construction
of the confidence interval (Table 5) showed that the coeffi-
cient indicates a satisfactory agreement (r = 0,322) of the
findings of the two different tests. The limits of the 95 %
confidence interval (0.168-0.461) exclude 0, which indicates
the accuracy of the correspondence. The lower limit lies in the
range of poor consistency, and the upper one - in the area of
moderate coherence.

Results of the statistical estimation of the null hypothe-
sis of the lack of agreement between the results of two differ-
ent methods of specific allergic diagnosis for the determina-
tion of sensitization to the tick D. Pteronissinus are shown
in Table 6.

Table 5. Results of statistical estimation of the consistency
of results on the results of skin testing and the detection of
specific IgE by the Euroline method for the determination

of sensitization to the allergen D. Pteronissinus

Kappa coefficient 0,322
Asymptotic error kappa 0,077
Lower border 95 % confidence interval 0,168
Upper border 95 % confidence interval 0,461

Table 6. Results of ‘null hypothesis’ checking between the results
of skin testing and Euroline to D. Pteronissinus

Asymptotic error kappa Il \/VGI’O(K) 0,152
V4 7,7944
One-way test Pr>Z < 0,001
Two-way test Pr > |Z| < 0,001

The hypothesis is rejected both by one-sided, and by two-way
testing, which testifies the consistency of tests with each other.

That is, between the data of skin testing with allergens D.
Pteronissinusta detection of specific IgE by Euroline, there is a
satisfactory degree of consistency between the results of studies.

To evaluate such a difference between the results of two
systems for the determination of specific IgE to D.
Pteronissinus by Rida AllergyScreen and Euroline, we con-
ducted a comparative analysis according to the Blend-Altman
charts. The comparison results are shown in Fig. 1

First, the systematic error of measurement results is
-1.27ku / 1, which indicates the presence of a systematic differ-
ence. In this case, the distribution graph corresponds to the
type of graphs of the absolute systematic error. Secondly, the
standard deviation of the differences was 5.2, which is signifi-
cantly compared with the values themselves. Thirdly, there is a
certain dependence of the difference in measurements on the

Bland-Altman Plot comparing Euroimmun with AllergyScreen

----]+95%CL (10.84)

+1.96SD (8.934)
-—--] 95%CL (7.024)

+95%

|- S E OB

L ———1+95%CL (-9.563)

-1.96SD (-11.47)
- ~~—1-95%CL (-13.38)

15
10
5
5 o o
€
£ 0 0o
g .
= Bo
5 5
C
] o
£ -10 °
g
<
c 15
[
2
g o
o -20
5
£
a -25 =
-30

-5 0 5 10 15 20 25

30 35 40 45

Mean of AllergyScreen and Euroimmun

Figure 1. Bland - Altman plot to determine the specific IgE to D. Pteronissinus methods Rida AllergyScreen and Euroline
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number of specific IgE in the blood, as with the increase in the
numerical values of the signs the number of discrepancies
increases. In addition, some of the values do not fit into the
confidence interval of + 95 %.

Thus, the results of two systems for determining the spe-
cific IgE to D. Pteronissinus by Rida AllergyScreen and
Euroline have a systematic difference in rates (-1.27 kU / 1).
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DIAGNOSTIC VALUE OF METHODS FOR SENSITIZATION DETERMINATION IN PEOPLE WITH ALLERGIC RHINITIS
(Review of literature and own data)
A. Ye. Bogomolov

Abstract

Objective was to review the literature on the diagnostic value of various methods for determining sensitization in patients with
allergies, to study the parameters of the specificity and sensitivity of skin testing and laboratory determination of specific IgE.

Materials and methods. 88 patients with allergic rhinitis were examined by three different methods of specific allergic diagnosis (in
vivo and in vitro) in accordance with the guidelines of the ethics committee of the National Pirogov memorial medical university, all were
beyond the acute period. The inclusion criteria were allergic rhinitis diagnosis (both intermittent and persistent) with proven sensitivity
to domestic allergens. Skin prick test was carried out according to the classical testing procedure in accordance with regulatory documents
with commercial extracts of allergens.

Western blot testing for specific IgE levels was performed using RIDA qLine test systems (R-Biopharm AG, Darmstadt, Germany)
and Euroline (Euroimmun). The sIgE concentration was converted to a nominal scale (grades) according to the following rules: < 0.35 TU
mL-1-level 0 (negative), (0.36-0.69) IU mL-1-level 1 (boundary levels ), (0.7-3.49) IU mL-1-level 2 (slightly elevated), (3.50-17.4) IU mL-
1-level 3 (moderately elevated), (17.5-49,9) IU mL-1-level 4 (high levels), (50-100) IU mL-1-level 5 (very high levels) and > 100 ITU mL-
1-level 6 (extremely high levels).

Results and discussion. The results of two systems for determining the specific IgE to D. Pteronissinus by Rida AllergyScreen and
Euroline have a systematic difference in rates (-1.27 kU / 1).

Between the data of skin testing with D. Pteronissinus allergens and detection of specific IgE by the Rida AllergyScreen method, there
is good agreement between the results, there is satisfactory agreement between the results of the research between the data of skin testing
with allergens D. Pteronissinus and the detection of specific IgE by the Euroline method.

Key words: skin prick testing, allergy, western-blotting, IgE.
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JUATHOCTUYECKAA HEHHOCTb METOJOB OIIPENEIEHNA CEHCUBUWIN3ATIMN'Y TN C AJUTEPTTMECKVIM PUHUTOM
(O630p MuTEpaTYpBI U COGCTBEHHBIE TAHHDIE)
A. E. Bozomonos
Pesiome

Ilenpro MccnenoBaHysA 6LIIO TPOBECTH 0630D IUTEPATYPHI IO TEMATHKE AUATHOCTUYECKOI IIeHHOCTY Pa3TMYHBIX METOJIOB OIpefie-
JIEHVIsI CEHCUOVMIN3AIY Y TIALIMEHTOB C ajlIepryie, M3y4NTh IIapaMeTPhl CHEIMIIHOCTY M YyBCTBUTETBHOCTY KOKHOTO TeCTUPOBAHMA
1 1abopaToOpHOTO onpenienenus crnenynyeckoro IgE.

Matepuansl 1 MeTOABL. B Xopie vccnenoBanya 88 MalMEHTOB C a/UIEPIMYECKUM PUHUTOM ObIIN 00C/IeIOBAHbI TPEMSA Pa3IMIHBIMUI
MeTOaMy CIeNMpUIecKols ayIeprirdeckoi AMarHocTuky (in vivo 1 in vitro) B COOTBETCTBYMM C PEKOMEHJJALIAMY KOMUTETA II0 STHKe
BUHHMIIKOTO HAIMOHATLHOTO MENULMHCKOTO YHMBepcuTeTa MMeHM IIMporosa, ImpudeM Bce OHM OBbUIM BHE OCTPOTO II€pHOJA.
Kpurepusamu BKIIOYeHNA ObIIM AMArHO3 a/UIEPIUYECKOro pUHNTA (KaK MHTEPMUTTUPYIOIETO, TaK M IIePCUCTUPYIOILIETo) C JOKa3aHHOI
YyBCTBUTEIBHOCTDIO K JJOMAIIHMM ajjiepreHaM. IIpuk-TecT MpoBOAM/ICA MO KIACCUYeCKOi METOfYIKE TECTMPOBAHMA B COOTBETCTBUM C
HOPMATMBHBIMM JOKyMEHTaMI C KOMMePYeCKMMM 9KCTPAKTAMM a/l/IePreHOB.

BecTepH-670TTUHT f1 ompefenenus ypoHeit IgE npoBopmnu ¢ ucnonpsoBanueM tect-cucteM RIDA qLine (R-Biopharm AG,
Hapmiurant, Tepmanus) u Euroline (Euroimmun). Konuenrpaumio sIgE nepeBofuin B HOMMHAIbHYIO IIKa/y (OLIEHKM) B COOTBETCTBUM
co cnepyromumu npasmwiamu: < 0,35 ME mi-1-yposens 0 (orpuuarensusit), (0,36-0,69 ME) mi-1-ypoBenb 1 (rpaHM4HBIE YPOBHMN),
(0,7-3,49) IU mL-1-level 2 (cnerka nmosbleHHbI), (3,50-17,4) IU mL-1-level 3 (ymepeHHO moBbIIIeHHbI), (17,5-49, 9) IU mL-1-level 4
(BbIcokue ypoBHM), (50-100) ME M1-1-ypoBHs 5 (04eHb BbicoKMe YpoBHY) 1 > 100 ME Mi1-1-ypoBHs 6 (04eHDb BBICOKME YPOBHN).

Pesynbrarel M o6cyxaenne. PesynbrarThl AByX cucreM onpenenenus creuneudeckoro IgE x D. Pteronissinus 1o paHHbsM Rida
AllergyScreen n Euroline umeroT cucTeMaTideckyio pasHuiy B pesynprarax (-1,27 kE/m).

Mex@y HaHHBIMM KOXKHOTO TeCTMpOBaHMA C amiepreHamu D. Pteronmissinus v ompenenenueM crenygudeckoro IgE meromom Rida
AllergyScreen, cymiecTByeT Xopolllee COITIacKie MEXK/y Pe3y/IbTaTaMy, CYLeCTBYeT YIOBIeTBOPUTEIBHOE COITIACHe MEX]LY Pe3y/IbTaTaMy VICCIIe-
JIOBaHIA MeX]Iy JAHHBIMM KO>KHOTO TeCTMPOBaHNA ¢ ajulepreHamu D. Pteronissinus n onpenienenvie cienygudeckoro IgE o Meropy Euroline.

KiroueBble cn0Ba: IpUK-TECT, a/UIEPIus, UMMYHOOIOTTHHT, IgE.
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IIATHOCTUYHA IIITHHICTh METO/IIB BUSHAYEHHS CEHCUBUII3AIII V OCIB 3 ATEPTTYHIM PMHITOM
(Ornsp niteparypu Ta BaacHi gaHi)
A. E. bozomonos
Pestome

Merto10 FOCTiPKeH s 6Y/I0 IIPOBECTH OLJIAf IiTepaTypy 3a TEMATUKOIO JIarHOCTUYHOI IIIHHOCT] Pi3HMX METOAIB BU3HAYEHHS CEeHCH-
6imisarii y manieHTiB 3 ajlepri€io, BUBYNTY IapaMeTpy CeudivHOCT] i IyTIMBOCTI MIKIPHOTO TeCTYBAaHH i Ta6OPaTOPHOTO BUSHAUECHHS
crienndivnoro IgE.

Marepianu ta merogy. B xoni gocnimkenna 88 mauieHTiB 3 aneprivHuM puHiTOM OY/IM 06CTEXEH] TPbOMA Pi3HMMU METOfIAMM CIIe-
1udivHoi anepriynoi giarnocTuku (in vivo Ta in vitro) BifmoBigHO A0 pexoMeHpallill KOMiTeTy 3 eTMKM BiHHMIIbKOTO HalliOHa/IBHOTO
MeUYHOro yHiBepcurery imeHi ITuporosa, mpudomy Bci BoHM 6ymu mosa rocrporo mepiogy. Kpurepismy BKIIOUeHHs Oyau AiarHo3
aJIepriqyHOrO PUHITY (K IHTEPMITYI0UOTr0, TaK i EPCUCTYI0YOT0) 3 JOBEAEHOK YyTINBICTIO 1O ITOOYTOBUX ajepreHiB. [IpuK-TecT npoBo-
IMBCA 32 KJTACMYHOK METOJMKOIO TeCTyBaHHSA BiMTOBiJHO 10 HOPMAaTUBHUX JOKYMEHTIB 3 KOMEPLiIHMMM €KCTpaKTaMMI a/IepreHis.

BecrepH-6710T A5 BusHaveHHs piBHiB IgE npoBognnn 3 BukopucraHuaM tect-cucteM RIDA gLine (R-Biopharm AG, JapMmtanr,
Himeuunna) i Euroline (Euroimmun). Konuenrpauito sIgE nepeBoannu B HoMiHanIbHY MKajy (OLiHKY) BiANIOBiHO IO HACTYIHMX IIpa-
But: < 0,35 MO wmi-1-piBens 0 (neratusumit), (0,36-0,69 MO) mn-1-piBens 1 (rpanmusi pisHi), (0,7-3,49) IU mL-1-level 2 (3merka
nigBuiennii), (3,50-17,4) IU mL-1-level 3 (momipHo migBuinennit), (17,5-49,9) IU mL-1-level 4 (Bucoxi piBi), (50-100) MO mn-1-pis-
HA 5 (myxe Bucoki piBHi) i > 100 MO mi1-1-piBHA 6 (Iy>ke BUCOKI piBHi).

PesynbTatt Ta 06roBopeHH:A. Pesynbratu mBOX cucreM BM3HadeHHsA creuudivnoro IgE mo D. Pteronissinus 3a manumu Rida
AllergyScreen i Euroline MaioTh cucTeMaTn4Hy pisHuUIIO B pesynbrarax (-1,27 xE/m).

Mix JaHMMU IIKiPHOTO TeCTyBaHHA 3 anepreHamu D. Pteronissinus i BusHadeHHAM crenydivnoro IgE merogom Rida AllergyScreen,
iCHy€e rapHa 3rofia M)k pe3y/lbTaTaMy, iCHy€ 3alOBiIbHIIL 3TO/ly MK pe3y/lIbTaTaMy JOC/TiPKEHHA MK JaHUMU IIKipHOTO TeCTyBaHHA 3
aneprenamu D. Pteronissinus i BusHayeHHA crierpudivnoro IgE 3a merogom Euroline.

Kmo4oBi croBa: npuk-Tect, anepris, imyno6morusr, IgE.
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