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llergic disease is a prevalent problem that affects
approximately 20-25% of the population.’?
Diagnosis of this disease process is based on
clinical evaluation and quantitative in vitro

or in vivo testing necessary before initiating immuno-
therapy.® In addition to allergen avoidance and pharma-
cotherapy, additional treatment options include sub—
cutaneous immunotherapy. This option has been shown
to be effective in multiple randomized controlled trials
in patients with allergic disease.” * Clinically relevant
allergen identification and documentation of IgE-mediated
disease is necessary prior to starting subcutaneous
immunotherapy. Consideration for immunotherapy is
based on the severity and duration of disease and
response to or tolerance to medical therapy.?

The decision to begin allergy immunotherapy might
depend on number of factors, including but not limited
to: patient preference, adherence, medication require-
ments, response to avoidance measures, adverse effects
of medications, coexisting allergic rhinitis and asthma,
and possible prevention of asthma in patients with
allergic rhinitis. Additionally, the level of sensitivity
will determine the starting dose for safe and effective
therapy. °

Individual results may vary; however. On average,
duration of therapy is usually 3-5 years for adequate
immunologic response.® "9 A physician or provider

Immunotherapy (SCIT)

llergen Immunotherapy

must evaluate patients periodically during therapy, to
determine safety and efficacy, monitor adverse reactions,
and make appropriate adjustment to therapy, especially
during the escalation phase. Though extremely rare, the
risks for serious potentially life-threatening responses
exist.'® Patients need to be counseled on the potential
risks and benefits of immunotherapy with informed
consent."
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Note: American Academy of Otolaryngic Allergy’s (AAOA) Clinical Care Statements attempt to assist otolaryngic allergists by sharing summaries of recommended therapies
and practices from current medical literature. They do not attempt to define a quality of care for legal malpractice proceedings. They should not be taken as recommending
for or against a particular company’s products. The Statements are not meant for patients to use in treating themselves or making decisions about their care. Advances

constantly occur in medicine, and some advances will doubtless occur faster than these Statements can be updated. Otolaryngic allergists will want to keep abreast of the

most recent medical literature in deciding the best course for treating their patients.
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