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INTRODUCTION

T IS NO LONGER necessary, as it was at one time, to explain why
I there should be specialists in internal medicine and specialists
in pediatrics. These fields have developed so steadily and so ex-
tensively that it is not now possible for any one individual to be
thoroughly versed in both. However, it is still true that many al-
lergists who are internists, and this includes younger as well as
older physicians, feel that there is no such thing, properly speaking,
as pediatric allergy, and point with pride to the large number of
children in their practices, particularly those who flock in all day
Saturday for their injections of pollen or house dust extract or vac-
cine. However, a close examination of the makeup of such practices,
as regards pediatrics, reveals that most of these patients are afflicted
with typical pollinosis or typical bronchial asthma. The treatment
of this is not essentially different in children, at least beyond the
age of two or three years, from adults. In fact, the internist-allergist
can generally treat these patients more successfully than their coun-
terparts in adult life because they present fewer complications. Also,
at this age, the tendency to spontaneous recovery is greater than in
any other period of life. It may, therefore, be desirable to point
out some of the essential differences between the nature of the al-
lergy dealt with by the pediatrician and that by the internist.

First of all we have come to realize that the great majority of
allergic children can be recognized very early in life. This is the
time when the pediatrician, who is skilled in the diagnosis and
treatment of diseases in infancy and childhood, can detect the first
evidences of allergic disease. He should then take whatever steps
may be necessary for its relief or modification. We are, for example,
only just beginning to realize the great variety of manifestations
of allergy which result from our present-day method of feeding
practically all newborn infants. Cow’s milk is fed instead of human
breast milk or other feedings. Only the pediatrician is in a position
to deal with this problem.

Another important duty of the pediatrician is the prophylaxis
of allergic disease. No one in the world works harder to eliminate
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the difficulties in practice which are the source of his livelihood
than does the pediatrician. The pediatrician immunizes his patients
routinely against all discases in which immunization is practical.
The pediatric allergist does everything he can to see that the child
is raised in an environment and on a diet which inhibits the de-
velopment of allergic disease. In marked contrast to this is the fact
that most of today’s adults (except those who were in the service)
have never been immunized against tetanus by means of toxoid.
Such immunization is of fundamental importance to all individuals
and especially those with allergy.

Recent developments in the field of the prophylaxis of allergic
disease in the newborn (to be discussed later in this book) are
particularly concerned with the feeding of the newborn infant. The
technical difficulties involved are such that this should be managed
only by a physician who has had a good training in pediatrics and is
particularly interested in newborn infants. This phase of pediatric
allergy has no counterpart in the practice of the internist-allergist.

Diagnosis of bronchial asthma is much more difficult in infancy
and childhood than it is in adult life because of congenital stridor
and other congenital anomalies which may produce wheezing simu-
lating asthma. On the other hand, the internist-allergist has a special
problem with dyspnea of cardiac origin, certain industrial diseases
such as silicosis, neoplastic diseases, and the degenerative diseases
of advancing age.

The pediatric allergist is confronted not only with the problem
of dosages of various medications in proportion to the weight and
age of the child, but also with the paradox that such a patient may,
when treated by the injection of allergenic extracts, require a dose
many times larger than many an adult who has the same disease.
If the allergic child becomes acutely ill the pediatrician has a special
problem because of the lower bodily reserves of infancy and child-
hood.

This material represents the amplification of a series of lectures
given in part to the medical students, and more particularly to the
pediatric house staff of the Strong Memorial and Genesee Hospitals.
It originated when a course in pediatric allergy was established at
the University of Rochester School of Medicine and Dentistry in
1931. For the three years previous to this writing, outlines of the
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lectures were mimeographed. This became such a difficult and time-
consuming task that it was felt advisable to assemble the material
and publish it in book form. No attempt has been made to write a
complete textbook on allergy, but enough references are included
so that the various phases of this subject may be studied in detail by
consulting the original literature and standard textbooks of pediat-
rics, allergy, dermatology, and allied sciences. This book presup-
poses on the part of its readers a reasonable knowledge of general
pediatrics. For those who wish to enter pediatric allergy, it assumes
a preliminary knowledge of the subject as may be learned by work-
ing in an adult allergy clinic, or an allergy clinic dealing with both
adults and children, and staffed by a competent internist-allergist
and pediatrician-allergist. For this reason, this text does not go into
detail concerning phases of theory and practice of allergy which are
essentially the same in adults as in children, except in certain in-
stances where this seemed desirable for the sake of clarity or em-
phasis.

One of the most interesting facets of pediatric allergy is that it
has developed within the span of the life and practice of many men
now living, i.e., it is a young specialty. In fact, it is so young that as
a specialty it is sadly neglected in many of the medical schools of
this country. Some department heads look upon it as scarcely more
scientific than witchcraft.

The beginnings of clinical allergy go back to the observations of
von Behring on reactions to antitoxin (later termed anaphylactic
reactions) first used by him in the treatment of diphtheria. Some
years later in 1906, von Pirquet (6) devised the term “allergy” to
describe altered states of reactivity, and Schick (7), in 1913, de-
veloped the cutaneous test for susceptibility to diphtheria. However,
clinical allergy, in the sense in which the word is now understood,
really got its start when Schloss (8), in 1912, introduced the cutane-
ous scratch test with foods as a practical clinical procedure. This
was closely followed by the development of the intradermal test
by Cooke in 1915, as discussed by Aaron Brown (1), and other
fundamental work by Walker (9) starting in 1916. Through the
work of these investigators skin testing, as a diagnostic procedure
for what are now known as the allergic diseases, was firmly estab-
lished on a practical basis.
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As in the case of the other sub-specialties in pediatrics, the pediat-
ric allergy clinic developed out of the general pediatric clinic. As
nearly as can be ascertained, the first pediatric allergy clinic was
established under the direction of Dr. Edward Scott O’Keefe at the
Massachussets General Hospital in January of 1918. The first pub-
lication from this clinic was by Dr. O’Keefe (4) and appeared in
November of 1920. Dr. M. Murray Peshkin established a pediatric
allergy clinic as part of Dr. William L. Rost’s general pediatric
clinic at Mt. Sinai Hospital in 1919. This grew so rapidly that in
1926 it became an autonomous unit under the same direction. The
date of its first paper (5) was 1922, and in the years which followed,
publications by Dr. Peshkin and the physicians trained by him
covered almost all phases of allergy in children. So well was this
work done that these papers still stand as authoritative documents
in their field.

In 1920, Dr. Lewis Webb Hill assumed charge of a pediatric
allergy clinic at Children’s Hospital in Boston for a brief period of
two years, and, in 1929, started a clinic for eczema in children.
This led to his publishing a succession of papers which have con-
tributed brilliantly to our knowledge, still pathetically incomplete,
of this very difficult subject. During the same period, Edward S.
O’Keefe and W. Ray Shannon made important contributions, and
Bret Ratner began publishing a series of papers dealing with fun-
damental theoretical and practical problems in this field. Thus, the
specialty of pediatric allergy was born.

With the growth of various boards of specialization, it was natural
for a board to be established for the certification of allergists. The
first to be so certified were internists who were obliged to hold the
certificate of the American Board of Internal Medicine. Dr. Robert
A. Cooke, the dean of American allergists, and a man who was
more responsible than any other one individual for setting up the
high standards required for such certification, announced this at a
meeting of the then Society for the Study of Asthma and Allied
Conditions at Atlantic City, New Jersey, May 2, 1942. At that
time, I had the privilege of bringing up the problem of certification
of pediatric allergists (3). Attention was called to the fact that it
had been repeatedly pointed out in the meetings of the Society that
the great majority of allergic symptoms begin at a time when the
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patient is normally under the care of a pediatrician; that the pedia-
trician is, therefore, logically the allergist of the future, and that.
as time went on and interest in pediatric allergy increased, the
internists and other specialists might eventually deal mainly with
the end products of neglected opportunities in pediatric allergy. Dr.
Cooke urged that the pediatricians should bring pressure upon the
American Board of Pediatrics to consider certification for the pedia-
trician allergist similar to that then being granted to internists by
the American Board of Internal Medicine. However, the American
Board of Pediatrics, for a long time, had very little interest in this,
but, in 1945, almost entirely as a result of the efforts of Dr. Bret
Ratner, this Board did announce certification in the sub-specialty of
pediatric allergy (2). For its Advisory Committee on Allergy it
named the same committee as the American Board of Internal
Medicine with the addition of Dr. Oscar Schloss, a particularly
fitting tribute to the pediatrician who initiated the clinical study
of pediatric allergy. It was not, however, until October 1, 1946,
that the first group of twelve pediatricians interested in allergy were
certified on their records without examination by this board. In
the order certified, these were: Dr. Oscar M. Schloss; Dr. Lewis
Webb Hill; Dr. William P. Buffum; Dr. Bret Ratner; Dr. Jerome
Glaser; Dr. Joseph H. Fries; Dr. John E. Gundy; Dr. Arthur J.
Horesh; Dr. Samuel J. Levin; Dr. W. Ambrose McGee; Dr. Ben-
jamin Zohn, and Dr. Orlando L. Ross.

The next step occurred in 1948 when a section on pediatric
allergy was organized at the Atlantic City meeting of the American
Academy of Pediatrics with Dr. Bert Ratner as its first chairman.
Here again, a fitting tribute was paid to a pediatrician who was
and is one of the leaders in the development of this specialty and in
the teaching of it to others. Meantime, pediatricians were being
examined for certification in the sub-specialty of allergy by a group
heavily weighted with internists. The incongruity as well as the
impracticality of this was soon manifest, and, in 1952, a Sub-
Specialty Board of Pediatric Allergy consisting of pediatric allergists
was organized by the American Board of Pediatrics. The Chairman
was Dr. William P. Buffum of Providence, Rhode Island, a pediatri-
cian distinguished for his work in asthma of early infancy, with an
unquestioned reputation for fairness and ability as an organizer. In
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addition, few men are so well beloved for their fine personal quali-
ties as is Dr. Buffum by his fellow pediatricians. The following were
appointed to assist him: Dr. William C. Deamer; Dr. Jerome Glaser;
Dr. James C. Overall; Dr. Bret Ratner, and Dr. Albert V. Stoesser.
Under this board the first examinations by pediatric ailergists for
pediatricians desiring certification in the sub-specialty of allergy
were held in various cities under the auspices of monitors just prior
to the meeting of the American Academy of Pediatrics in Chicago
in October, 1952. With this event, pediatric allergy as a specialty
may be said to have come of age, although it still has a struggle
ahead to gain the recognition it deserves in academic and other
circles.

In conclusion, I should like particularly to express my indebted-
ness to Dr. Samuel W. Clausen, late Professor of Pediatrics at the
University of Rochester School of Medicine and Dentistry through
whose cooperation I was able to start a pediatric allergy clinic there
in 1931; to Dr. Stearns S. Bullen and Dr. Louis B. Baldwin (now of
Phoenix, Arizona) in whose Adult Allergy Clinic I worked for a
number of years before and after the Pediatric Allergy Clinic was
started; to Dr. Lewis Webb Hill and Dr. Bret Ratner whose round
tables and seminars in pediatric allergy under the auspices of Ameri-
can Academy of Pediatrics have done so much to make the subject
of allergy interesting to pediatricians and to such internist-allergists
as the late Dr. Aaron Brown, and to Drs. Robert A. Cooke, M. Mur-
ray Peshkin, George Piness, Milton B. Cohen, and Matthew Walzer
who, in various ways, have encouraged and supported my work. I
should also like to acknowledge my great obligation to Drs. Marion
B. Sulzberger and Rudolf L. Bear for their kindness in helping me
with numerous problems which have arisen in the course of study-
ing the various allergic skin diseases in children. Dr. George L.
Engel was most helpful in criticizing the chapter on psychosomatics
although our points of view do not necessarily coincide.

My thanks are also due to Mrs. Olga S. Nell, librarian of the
Rochester Academy of Medicine for much help in tracking down
references, and to Mr. Louis J. Moskowitz and Mr. Maurice Liber-
man who gave advice on many pharmacological problems. I would
also be remiss if in these acknowledgments I failed to express my
appreciation to Mr. Manuel D. Goldman, friend, neighbor and
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attorney for many years whose kindly understanding and complete
competence has saved so much time for these writings by lifting
from my shoulders many non-medical burdens.

I am also much indebted to the Ciba Company for providing
without cost all of the electrotypes except one for the colored illus-
trations. The originals of these were made for the most part in the
School of Medical Photography of the Rochester General Hospital
under the direction of Dr. Milton G. Bohrod, M.D., Chief of Labora-
tories, and Mr. John Beiter, F.B.P.A., Chief Photographer and some
by Mr. Merwyn C. Orser, Chief Photographer of the Strong Memo-
rial Hospital. I also gratefully acknowledge my indebtedness to Mr.
Charles C Thomas and to Dr. Max Samter for their invitation to
write this book, and for their patience and help with the many prob-
lems which arose in the preparation of the manuscript. Without the
invaluable help and cooperation of my office manager, Miss Hazel
Eck, and my chief technician, Miss Virginia A. Croston, this work
could never have been accomplished.

Lastly, I should like to express my thanks to the exceedingly
well-trained young pediatricians who have worked with me as fel-
lows in pediatric allergy: Dr. Harold I. Lecks of Philadelphia; Dr.
Sheldon C. Siegel of Los Angeles; Dr. Maximilian Berkowitz of
Haifa, Israel; Dr. Bing C. Lee of Taiwan (Formosa); Dr. Joseph L.
Aponte of San Juan, Puerto Rico; Dr. Mary S. Boyden, of Lawrence,
Kansas, and Drs. Douglas E. Johnstone and Marilyn F. Smelzer,
of Rochester, N.Y. Their skepticism and constant questioning has
done much to help me keep my feet on the ground in the study of
this challenging and exciting subject of allergy in children.

With these acknowledgments and the feeling that this work could
have been beiter done by older and wiser men in this field, with all
humility I turn this book over to those interested in allergy in chil-
dren.

JEROME GLASER, M.D.
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