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Health-care personnel (HCP) are susceptible to skin and respiratory 
occupational problems. Powdered latex gloves have been identified as a 
major source of occupational allergenic exposure because they contain 
water-soluble proteins responsible for antigenic sensitization. While latex 
gloves have proven to be effective in preventing the transmission of 
infectious diseases to HCP, increased use of latex gloves since the 1980’s 
has corresponded to an increase in the number of reported cases of latex 
sensitivity. Reactions to latex range from contact dermatitis to anaphylactic 
shock. Low-powder, powder-free, and non-latex gloves provide 
alternatives to protect HCP from occupational latex exposure and are 
an important mechanism for establishing a latex-safe environment. 
 
DIS Comment:  The following is from the Guidelines for Infection Control in Dental Health-Care 
Settings—2003 which also provides an excellent review of contact dermatitis and latex allergy. 
The American Dental Association (ADA) began investigating the prevalence of type I latex 
hypersensitivity among dental health-care personnel (DHCP) at the ADA annual meeting in 1994. 
In 1994 and 1995, approximately 2,000 dentists, hygienists, and assistants volunteered for skin-
prick testing. Data demonstrated that 6.2% of those tested were positive for type I latex 
hypersensitivity.1  Data from the subsequent 5 years of this ongoing cross-sectional study 
indicated a decline in prevalence from 8.5% to 4.3%.2 This downward trend is similar to that 
reported by other studies and might be related to use of latex gloves with lower allergen content.3-

5 
Natural rubber latex proteins responsible for latex allergy are attached to glove powder. When 
powdered latex gloves are worn, more latex protein reaches the skin. In addition, when powdered 
latex gloves are donned or removed, latex 
protein/powder particles become aerosolized and 
can be inhaled, contacting mucous membranes.6 
As a result, allergic patients and DHCP can 
experience cutaneous, respiratory, and 
conjunctival symptoms related to latex protein 
exposure. DHCP can become sensitized to latex 
protein with repeated exposure.7-11 Work areas 
where only powder-free, low-allergen latex gloves 
are used demonstrate low or undetectable 
amounts of latex allergy-causing proteins12-14 and 
fewer symptoms among HCP related to natural 
rubber latex allergy. Because of the role of glove 
powder in exposure to latex protein, the National 
Institute for Occupational Safety and Health 
(NIOSH) recommends that if latex gloves are 
chosen, HCP should be provided with reduced 
protein, powder-free gloves.15 Nonlatex (e.g., 
nitrile or vinyl) powder-free and low-protein gloves 
are also available. 16,17 
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Irritant contact dermatitis: the development of dry, 
itchy, irritated areas on the skin, which can result from 
frequent handwashing and gloving as well as exposure to 
chemicals. This condition is not an allergic reaction.  
Allergic contact dermatitis: a type IV or delayed- 
hypersensitivity reaction resulting from contact with a 
chemical allergen (e.g., poison ivy, certain components 
of patient care gloves, methacrylates, glutaraldehydes), 
generally localized to the contact area. Reactions occur 
slowly over 12-48 hours.  
Latex allergy: a type I or immediate anaphylactic 
hypersensitivity reaction to the proteins found in natural 
rubber latex, usually a more serious systemic allergic 
reaction, usually beginning within minutes of exposure 
but sometimes occurring hours later and producing 
varied symptoms.  



among Dental Professionals, 1996–2001. Journal of Dental Research, 82 (Special Issue): #1718.  
3. Saary MJ, Kanani A, Alghadeer H, Holness DL, Tarlo SM. Changes in rates of natural rubber latex 
sensitivity among dental school students and staff members after changes in latex gloves. J Allergy Clin 
Immunol 2002;109:131–5.  
4. Hunt LW, Kelkar P, Reed CE, Yunginger JW. Management of occupational allergy to natural rubber 
latex in a medical center: the importance of quantitative latex allergen measurement and objective follow-
up. J Allergy Clin Immunol 2002; 110(suppl 2):S96–106.  
5. Turjanmaa K, Kanto M, Kautiainen H, Reunala T, Palosuo T. Long-term outcome of 160 adult patients 
with natural rubber latex allergy. J Allergy Clin Immunol 2002; 110(suppl 2):S70–4.  
6. Heilman DK, Jones RT, Swanson MC, Yunginger JW. A prospective, controlled study showing that 
rubber gloves are the major contributor to latex aeroallergen levels in the operating room. J Allergy Clin 
Immunol 1996;98:325–30.  
7. Baur X, Jager D. Airborne antigens from latex gloves. Lancet 1990;335:912.  
8. Turjanmaa K, Reunala T, Alenius H, Brummer-Korvenkontio H, Palosuo T. Allergens in latex surgical 
gloves and glove powder. Lancet 1990;336:1588.  
9. Baur X, Chen Z, Allmers H. Can a threshold limit value for natural rubber latex airborne allergens be 
defined? J Allergy Clin Immunol 1998;101:24–7.  
10. Trape M, Schenck P, Warren A. Latex gloves use and symptoms in health care workers 1 year after 
implementaion of a policy restricting the use of powdered gloves. Am J Infec Control 2000;28:352–8.  
11. Allmers H, Brehler R, Chen Z, Raulf-Heimsoth M, Fels H, Baur X. Reduction of latex aeroallergens 
and latex-specific IgE antibodies in sensitized workers after removal of powdered natural rubber latex 
gloves in a hospital. Allergy Clin Immunol 1998;102:841–6.  
12. Tarlo SM, Sussman G, Contala A, Swanson MC. Control of airborne latex by use of powder-free latex 
gloves. J Allergy Clin Immunol 1994;93:985–9.  
13. Swanson MC, Bubak ME, Hunt LW, Yunginger JW, Warner MA, Reed CE. Quantification of 
occupational latex aeroallergens in a medical center. J Allergy Clin Immunol 1994;94:445–551.  
14. Hermesch CB, Spackman GK, Dodge WW, Salazar A. Effect of powder-free latex examination glove 
use on airborne powder levels in a dental school clinic. J Dent Educ 1999;63:814–20.  
15. Miller CH. Infection control strategies for the dental office [Chapter 29]. In: Ciancio SG, ed. ADA guide 
to dental therapeutics. 2nd ed. Chicago, IL: ADA Publishing, 2000:543–58.  
16. American Dental Association Council on Scientific Affairs. The dental team and latex hypersensitivity. 
J Am Dent Assoc 1999;130:257–64.  
17. CDC. National Institute for Occupational Safety and Health. NIOSH Alert: preventing allergic reactions 
to natural rubber latex in the workplace. Cincinnati, OH: US Department of Health and Human Services, 
Public Health Service, CDC, National Institute for Occupational Safety and Health, 1997.  
 


