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ssues 1n Primary Care Practice

' Indications for allergy immunotherapy

echanism of action



ndications for Immunotherapy

Bffective for: Not indicated for:

Allergic = Atopic dermatitis

1noconjunctivitis = Food allergy

ergic asthma = Chronic urticaria

" Angioedema



Allergic Rhinoconjunctivitis

High disease burden-- 5-22% of population

Medications often fail to control sx (in up to 40%
of patients)



AIT for Allergic Asthma

Improves asthma symptoms
mproves PFT's

otects against bronchial challenge

eases medication requirements

equal to inhaled steroids, but has
of long term efficacy



tinging Insect Hypersensitivity

Venom AIT effective for reducing risk of
anaphylactic reactions

ings lead to life-threatening reactions in
-0.8% of children and 3% of adults

ted 40 deaths/year

cal reactions to stings have not
vn to benefit from AIT



| Mechanism of Action of AIT

Shift from allergic T-lymphocyte (TH2)
response to “non-allergic”” TH1 response

TH1 response causes increased production
IgG4 which blocks IgE

Seasonal increase in IgE is blunted

nereased I[L-10 suppresses mast cells/eos



AIT Dosing

Allergens for mixtures selected by testing
® Build-up phase

= 1000-10,000 times less potent than maintenance dose

® Frequency of injections and dosing advances depend
the patient and the protocol

enance phase
ilnal dose reached , and injections occur every 2-6
weeks
SNQlinical response can take 1 year
SEDuration of t ierapy from 3-5 years

SRUSh™ or “cluster” schedules



Patient Selection for AIT

Positive immediate hypersensitivity skin test
results

rum-specific IgE test results

ontrolled symptoms despite medications and

ce to medications
01d long term medications

ctions after insect sting



Contraindications to AIT

Medical conditions that reduce the patient’s
ability to survive a serious allergic reaction

= Heart disease, beta blockers

Poorly controlled asthma FEV 1< 70%



munotherapy in General Practice

The pretferred location for administration is the prescribing
physician’s office, especially for high risk patients

AIT should be 1nitiated and monitored by an allergist



2eview Health Status Before
Injections

Current asthma symptoms, ?measurement of PEF
Current allergy symptoms and medication use
New medications (beta blockers, ACE-I)
Pelayed reactions to previous injections
@ompliance with injection schedule

illness (fever), pregnancy

@uinsultation with allergist as needed



Patient Responsibility

Patient must wait 20-30 minutes 1n office

Those with prior systemic or delayed
reactions should wait longer



Immunotherapy Safety

Incidence of tatalities has not changed much 1n the
last 30 years in the US

__________



ocal Reactions Are Common



Systemic Reactions

= [ncidence of systemic reactions ranges from
0.05% to 3.2% per injection

B Risk factors include:

= Dosing errors

—d

INew vials
lbiijections during the allergy season



'Recognition of Systemic
Reactions

Most reactions occur 1n 20-30 minutes of vaccine

[Late phase (8-12 hrs) reactions possible



mptoms of Systemic Reactions

Any allergic symptom that occurs at a
location other than the site of the injection

" Chest congestion or wheezing

= Angioedema-swelling of lips,tongue, nose, or throat
Urticaria, 1itching, rash at any other site

dominal cramping, nausea, vomiting
-headedness, headache

y _of impending doom, decrease in level of



AIT 1n the PCP Oftfice

' Preparedness plan in each office



reparedness of the PCP Office

Established medical protocols and treatment
records posted

Stock and maintain equipment/supplies

leration of drills tailored to assess skills,
e, nd preparedness of office staff



Stethoscope, BP cuff .

Tourniquet, large bore
needles, IV set-up =

eous epinephrine =

Recommended Equipment

Diphenhydramine
(oral and 1njection)

Albuterol nebulized

?

Glucagon
7?1V corticosteroids

5 -

IV Vasopressors
AED



Initial Assessment of
Anaphylaxis

Level of consciousness

Hemodynamic stability



Immediate Intervention

Assess ABC’s

Administer epinephrine ASAP! There 1s no
contraindication

Fatalities usually result from delayed

Subsequent care based on response to epinephrine



Epinephrine

1:1000 dilution, 0.3 mg. dose administered IM or
SQ g5 minutes as needed to control BP and other
Symptoms

® Tourniquet above 1njection site

e



IM vs. SQ Epinephrine

Both routes of injection appear in the
literature

injections into the thigh have been
orted to provide more rapid absorption
1gher plasma levels than IM or SQ
ns into the arm.

irectly comparing different routes
een done



Interventions continued...

| Establish/maintain airway
Give O2/check pulse ox



Summary/Questions

= No mention of ACLS certification in
literature, but staff and physicians must be

Preparedness drills may be helpful at each
ttice

Ing of protocols and treatment logs to
1Zz€ confusion

mplowe need ETT or AED?



The Future of AIT

Being studied for food allergies, atopic
dermatitis, and other, less standardized
lergens (dog, mold)

stigational studies

dose sublingual IT

therapy (omalizumab) given with
AIT

ine delivery systems



Increase administration satety

Detailed 1nstructions from allergist

Develop own step by step process for giving
1njections



Patient History

20 yr old male
PMH: ASTHMA

eds: Singular, Albuterol
inhaler

Began injections 09/13/2005
Only one injection at
allergist office

1. Trees, grass, weeds
2. Mites, cat, dog,
mold

Per allergist instructions:

Peak flow before and after
injections
Range: mid to high
600’s

First late dose on 01/05/06

Reduced due to late reaction
03/16/2006

Dose dropped to 0.1 (had
received 0.2 on 03/09)

Peak flow 690/ 750

c/o itching at site 03/30/06,
next injection began needle
change

04/14/2006
Systemic
Reaction

Peak flow before: 720




Allergy Injection given

Patient returns c/o\

outh feeling “funny’
SOB, had his inhaler
In hand

J




Patient brought to exam room
: O

Inhaler used
Lungs assessed, clear
Given benedryl 50mg pg
Face becomes flushed

\ )




Ep1 0.3 cc given left arm

4 N

Ratient feels better but
Still c/o SOB
Flushing subsides

J




atient begins to feel “funny’ again

Complains of
hroat swelling, itchin
hroat feeling smalle
acial flushing return




Epi repeated

atient lying on exa
table, slow verbal
esponse, eyes closed




What we learned

Treat with ep1 at first sign of reaction
Documentation after incident was difficult
IFreatment protocol for sustained reaction

INeed for drill for all staft, including
Receptionist (responsible for calling for

.

ambulance, 91 1/security)
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