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moderately complex assay that was originally introduced by
MAST Immunosystems in 1983. It is a laboratory-based screening
test that measures IgE antibody to a panel of allergens. Serum is
drawn into the pipette device, and IgE antibody, if present, binds
to allergen immobilized on threads and then is detected with la-
beled anti-IgE. Because it is an established semiquantitative
screening assay that requires performance in the laboratory, it
alongwith the Thabest IgE test (MolecularMedicine Inc, Denville,
NJ) was not overviewed within the context of the article, which fo-
cused primarily on quantitative assays. There was, however, no in-
tent to exclude any technology, and thus for completeness, both the
CLAAllergy Test and the Thabest IgE Test should have beenmen-
tioned as a counterpoint to the ImmunoCAP Rapid (Phadia, Up-
psala, Sweden). One strength of the CLA Allergy Test over the
current ImmunoCAPRapid is the availability of IgE antibodymea-
surements to a greater number of allergen specificities. The Immu-
noCAP Rapid, however, was singled out in this article because it is
the first assay that involves the use of a finger prick sample of blood
and a reader that can be used by a non–laboratory-trained individ-
ual. As such, it has been positioned as a technology that can be per-
formed by unskilled employees in a primary health care office or a
patient’s home. This contrasts with the CLAAllergy test and Thab-
est IgE Test, which both require performance in a clinical labora-
tory. We thank Dr Saper for expanding the focus of our article to
ensure mention of all the semiquantitative IgE antibody assays
used in North America.
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Lack of pretreatment cost-effectiveness and
side effects of omalizumab versus prednisone/
montelukast on tolerability of immunotherapy

To the Editor:
The article ‘‘Effect of pretreatment with omalizumab on the

tolerability of immunotherapy in allergic asthma’’1 left me trou-
bled, in that there was no editorial comment or any letters to the
Editor commenting on the cost or the extensive time (13 weeks)
required for pretreatment in those patients not controlled on in-
haled corticosteroids for immunotherapy to be carried out. The
addition of montelukast and/or a brief course of prednisone is fre-
quently effective and is much less costly, and immunotherapy can
be carried out much, much sooner.

Regretfully, cost, side effects and pretreatment duration with
omalizumab were never addressed in relation to the alternatives.
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Reply

To the Editor:
Dr Rosenberg1 questions the cost effectiveness of omalizumab

as a pretreatment for immunotherapy compared with prednisone
and/or montelukast. The objective of our study was to determine
whether pretreatment with omalizumab was safe and effective in
terms of reducing the likelihood of systemic allergic reactions
associated with initiating specific allergen immunotherapy in a
population considered to be at high risk for adverse events. An
analysis of costs was not an objective of the study. Although the
question of cost is important to consider, in this complex situation
there would be multiple factors to evaluate. Besides the costs of
omalizumab pretreatment and allergen immunotherapy, there
would be the costs avoided such as those associated with treating
systemic allergic reactions and asthma exacerbations and the ben-
efits of achieving maintenance immunotherapy. Dr Rosenberg1

mentions the use of possible alternatives such as montelukast or
a brief course of prednisone. Indeed, many studies have evaluated
different premedication regimens for various types of immuno-
therapy using rush, cluster, and conventional dosing. However,
neither of these agents has been evaluated according to the objec-
tives of our study, particularly in patients with moderate-severe
allergic asthma experiencing persistent symptoms despite use of
inhaled corticosteroids. In fact, 35% of patients were pretreated
with antihistamines in our study. Post hoc analysis showed that
antihistamine pretreatment had no effect on the number of
systemic allergic reactions. Not surprising, the majority of our
study patients experienced respiratory grade 3 systemic allergic
reactions. Omalizumab had a pronounced effect on reducing these
events (6 with omalizumab pretreatment vs 24 with placebo). The
potential benefits of montelukast or a short course of prednisone
in terms of both reducing systemic allergic reactions and improv-
ing asthma control in this population are yet to be demonstrated in
the context of appropriately designed clinical trials. In contrast,
these benefits were demonstrated by omalizumab in our trial
and enabled more patients to tolerate initiating immunotherapy
and to achieve the target maintenance dose.
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