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OMALIZUMAB AS A THERAPEUTIC
ALTERNATIVE FOR CHRONIC URTICARIA

To the Editor: We read the review by Morgan and Khan about
therapeutic alternatives for chronic urticaria! and would like to
report the response to omalizumab in 2 patients with urticarial
vasculitis and discuss recent case reports published about the
utility of omalizumab in different forms of chronic urticaria.

Omalizumab is a recombinant humanized monoclonal anti-IgE
antibody approved for the treatment of moderate to severe per-
sistent asthma by binding to the C3 domain of the heavy chain of
IgE.? Omalizumab has been shown to produce immune-modulat-
ing effects beyond IgE and its receptors, including effects on
peripheral eosinophils by induction of their apoptosis and T-
lymphocyte function with down-regulation of the cytokines in-
terleukin 2 and interleukin 13.> The effects on inflammation in
other conditions such as urticaria, including cold urticaria,*
chronic urticaria,’ cholinergic urticaria,® and idiopathic angioede-
ma,” have been described. We present 2 cases of severe, recurrent
normocomplementemic urticarial vasculitis with low serum IgE
levels that resolved soon after the initiation of omalizumab
therapy.

Patient 1 is a 60-year-old woman with a diagnosis of normo-
complementemic urticarial vasculitis made 5 years earlier. Labora-
tory data were within normal limits. IgE levels were also normal
(47.4 XU/L; reference range, 0—180 kU/L). She was treated with
different antihistamines and a combination of hydroxychloro-
quine, leukotriene receptor antagonist, methotrexate, cyclosporine,
monthly immunoglobulins, and corticosteroid without response. In
this situation, 300 mg of subcutaneous omalizumab was adminis-
tered. After the first injection skin lesions cleared up completely, the
patient has remained free of symptoms for more than 16 weeks; she
has tolerated tapering of her oral steroids and continues taking
antihistamines.

Patient 2 is a 30-year-old woman with a diagnosis of urticarial
vasculitis made 3 years earlier. Her IgE level was 58.6 kU/L
(reference range, 0—180 kU/L). She was also treated with differ-
ent antihistamines and a combination of hydroxychloroquine,
leukotriene receptor antagonist, methotrexate, cyclosporine,
monthly immunoglobulins, and corticosteroid without response.
Despite this, the patient has had multiple visits to the emergency
department for relapses of her condition and has received high
doses of corticosteroids. In this situation, 300 mg of subcutane-
ous omalizumab was given. After the first injection skin lesions
cleared up completely, the patient has remained free of symptoms
for more than 12 weeks; she has tolerated tapering of her oral
steroids and continues taking antihistamines.

In conclusion, we think that in the case of refractory urticaria
omalizumab might be considered a therapeutic option.
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COMMERCIAL AIRLINES AND FOOD ALLERGY
To the Editor: Regarding the article entitled “Allergic Reactions to
Peanuts, Tree Nuts, and Seeds Aboard Commercial Airliners,”!
please allow me to clarify 2 pieces of information mentioned by the
authors, one concerning the Americans With Disabilities Act (ADA)
and the other concerning domestic airline policies protecting food
allergic passengers.

Although it is true that domestic air carriers cannot discriminate
against passengers with disabilities, the mandate stems not from the
ADA but rather from the Air Carrier Access Act (ACAA). A
precursor to the ADA 1is section 504 of the Rehabilitation Act of
1973, which prohibits discrimination against individuals with dis-
abilities by any program or activity that receives federal funds. In
1986, the US Supreme Court held that commercial air carriers were
not subject to the antidiscrimination requirements set forth under
section 504 because they do not receive federal financial assistance.?
In response to the US Supreme Court decision, the US Congress
passed the ACAA in 1986 to provide a legal cause of action against
domestic air carriers that discriminate against passengers on the
basis of disability. The ADA was not created by the US Congress
until 1990. Its purpose was to expand the prohibition on disability
discrimination to employment venues, public programs and services,
and private services and facilities. Airlines are expressly exempted
from the ADA.

The claim that few domestic carriers have policies protecting
food allergic passengers is slightly misleading. Most major domestic
airlines have adopted policies to accommodate peanut allergic pas-
sengers, and many of these policies are posted on the airline Web
sites. Many airlines have stopped serving individual packages of
peanuts. Some will serve a nonpeanut snack (such as pretzels) to all
passengers on advance request. Others may create a peanut-free
“buffer zone” around a peanut allergic passenger. Some will allow
a peanut allergic individual to preboard the aircraft and inspect his
or her seating area for peanut residue. Some will make an announce-
ment on board the aircraft asking fellow passengers to refrain from
eating peanuts they may have brought on board with them. How-
ever, peanut allergic passengers often complain about inconsistent
application of these policies.
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