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Allergen-specific immunotherapy in birch- and grass-pollen-allergic

rhinitis. II. Side-effects

Background: Allergen-specific immunotherapy (IT) involves the risk of side-
effects. Different side-effect profiles have been reported for different allergens,
and it would be of great benefit to be able more precisely to predict patient- and
allergen-related risk factors.

Methods: Fifty-two patients with rhinoconjunctivitis and allergy to birch as well
as grass pollen participated in a 3-year IT study, with a baseline year followed by
2 years of treatment. During the first treatment year, the patients received
double-blinded IT with either birch (Betula verrucosa) or grass (Phleum pratense)
pollen extracts adsorbed to aluminum hydroxide. The following year, the other
allergen extract was added. Assessment of systemic reactions (SRs) was
performed, and related to patient pretreatment parameters such as seasonal
symptoms and medication requirement, skin prick test (SPT), conjunctival
provocation test (CPT), nasal provocation test (NPT), total and specific IgE,
basophil histamine release (HR), eosinophil count (EOS), eosinophil cationic
protein (ECP), and eosinophil protein X (EPX).

Results: In total, 44 and 47 patients started IT with birch- and grass-pollen
extracts, respectively. All SRs occurred during the dose-increase phase. No life-
threatening SRs were observed. There were a higher number of patients with SRs
during IT with grass pollen than IT with birch pollen, 21 vs five patients
(P<0.001), with SRs to 3.3% of grass-pollen injections compared to 0.7% of
birch-pollen injections (P <0.0001). The SRs of birch-pollen IT were mild,
consisting of rhinoconjunctivitis and oral-pharyngeal itching, whereas asthma
and urticaria episodes were observed in the grass-pollen IT. No difference was
found in sensitivity to birch and grass, when measured by SPT, CPT, NPT,
specific IgE, or HR, and no difference was found in age, duration of allergic
symptoms, prevalence of asthma, mean seasonal birch/grass symptom score, eye-
drop use, or antihistamine or prednisolone intake between the group with and
without subsequent SRs to IT. No difference was found in EOS, serum ECP, or
EPX, between the group with and without subsequent SRs to IT.

Conclusions: IT with grass-pollen extract seems to be associated with a higher
number and more severe SRs than birch-pollen IT. Neither demographic data
nor diagnostic tests of allergy such as specific IgE, HR, SPT, CPT, and NPT
could identify the patients with subsequent SRs.
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Allergen-specific immunotherapy (IT) involves the risk
of side-effects. The frequency and severity of systemic

Abbreviations. CPT: conjunctival provocation test; ECP: eosinophil
cationic protein; ELR: early local reaction; EOS: eosinophil counts; EPX:
eosinophil protein X; HR: histamine release; HR15: the lowest
concentration of extract giving 15 ng/ml of histamine or more in the
HR test; IT: allergen-specific immunotherapy; LLR: late local reaction;
MAX: maximum histamine released (ng/ml) at any concentration of
extract in HR test; NPT: nasal provocation test; PEF: peak expiratory
flow; SPT: skin prick test; SQ-U: standardized quality units; SR: systemic
reaction.

reactions (SRs) vary between studies, with SRs in
0-100% of patients (1-3). However, the risk of side-
effects in different studies is difficult to compare
because of manufactural differences in allergen stan-
dardization and potency, different dose schedules, and
differences in the recording and grading of SRs. The
frequency and severity of SRs seems to depend on
induction regimens (4-6) and disease (7, 8). The
frequency and severity of SRs might also depend on
the allergen in question. A retrospective study found
that mite and grass pollen gave equal but higher
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proportions of SRs than Parietaria and pollen-mixture
allergens (9). However, in both studies, the allergen
extracts were from different manufacturers, and the IT
schedules were not described. The frequency of patients
with SRs varied from 9.5% to 55% in grass-pollen IT,
and 28% was reported in birch-pollen IT, but studies
were not comparable with respect to standardization of
extracts and IT schedules (7, 8, 10-13).

IT requires dedicated patients because of the time-
consuming treatment schedule. Side-effects are another
reason for dropouts. It would be of great benefit if it
was possible to determine parameters that could predict
the SRs. It seems relevant to include not only IgE-
related tests, but also markers of immunoinflammation,
since in studies of pollen allergy, including rhinitis and
asthma, the local allergic inflammatory reactions have
been reflected in the blood with regard to concentra-
tions of eosinophils (EOS), eosinophil cationic protein
(ECP), and eosinophil protein X (EPX) (14-19).

As a part of a 3-year IT study in allergic rhinitis
patients all having birch- and grass-pollen allergy, the
frequency and severity of SRs were recorded. The aim
was to compare side-effects to birch- and grass-pollen
extracts. Furthermore, we aimed to identify parameters
predictive of SRs, with focus on the diagnosis and
severity of the allergic disease, described by seasonal
symptoms and medication requirements; the outcome of
the skin prick test (SPT), conjunctival provocation test
(CPT), and nasal provocation test (NPT); and results
from blood tests such as total and specific IgE, basophil
histamine release (HR), EOS, serum ECP, and EPX.

Material and methods
Patients

Fifty-two patients (28 men and 24 women, aged 18-52
years) with a history of severe birch- and grass-pollen
allergy participated in a 3-year IT study. Seventeen of
the patients also suffered from mild to moderate asthma,
with occasional symptoms. Demographic data have
been reported (20). All patients fulfilled the criteria for
IT according to the position paper of the European
Academy of Allergology and Clinical Immunology
(EAACT) (21).

The study was approved by the local ethics committee
of Copenhagen, and written, informed consent was
obtained from all patients before admission to the study.

Extracts

The Betula verrucosa and Phleum pratense extracts for
SPT (Soluprick SQ); for CPT, NPT, and titrated SPTs
(Aquagen SQ); and for IT (Alutard SQ) were supplied
by ALK-Abello, Horsholm, Denmark. The activity of
the extracts was given in standardized quality units
(SQ-U). The content of the birch-pollen major allergen
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Bet v 1 was 12 mg per 100 000 SQ-U, and the content of
the grass-pollen major allergen Phl p 5 was 20 mg per
100000 SQ-U.

Allergy and blood testing

The CPT, NPT, and titrated SPT were performed with
extracts of B. verrucosa or P. pratense (Aquagen SQ),
diluted in isotonic saline on the day of testing. Allergen
dilutions were multiples of 10 (100, 1000, 10000, and
100000 SQ-U/ml). The CPT was performed by applying
one drop of the diluent in the conjunctival sac and then
increasing allergen concentrations every 10 min until a
positive reaction (conjunctival redness and itching)
occurred (22). The NPT was performed by instillation
of 0.1 ml of diluent in each nostril by a mechanical pump
and then increasing allergen concentrations every
10 min until two of three criteria were fulfilled: more
than five sneezes, more than 0.5 ml nasal secretion, or
more than 50% reduction in nasal peak flow (23). A
titrated SPT was performed in quadruplicate on the
volar site of the forearm with the same dilutions of
aquagen, according to the recommendations of the
EAACI (24). The area of wheal was outlined and
transferred by adhesive tape to a sheet of paper, and
determined by a SPT area scanner (25). The skin index,
defined as the SPT area of 100 000 SQ-U/ml divided by
the SPT area of histamine, was used for calculations.

Specific IgE to birch (t3) and timothy grass (g6)
was measured by the enzyme fluorescence assay
(Pharmacia CAP System, Pharmacia Diagnostics,
Uppsala, Sweden), according to the instructions of
the manufacturers.

Total serum IgE was measured by the microparticle
enzyme immunoassay on a IMx reader, according to the
manufacturer (Abbot Laboratories, IL, USA).

HR from basophil leukocytes was performed by the
glass microfibre method (Reference Laboratory,
Copenhagen, Denmark) (26). The HR was calculated
as the maximum histamine released (ng/ml) at any
allergen concentration (MAX).

The counting of EOS in blood was performed auto-
matically by the Technicon H1 peroxidase method with
a Technicon counter (Technicon Instruments Corp.,
New York, USA).

Serum levels of ECP and EPX were determined by
ELISA procedures, as described elsewhere (27).

Symptom score and medication

Once a day, from April to August, the patients recorded
symptom score and medicine intake. The severity of
each of five symptoms (sneezing, rhinorrhea, nasal
congestion, itchy nose and/or throat, and itchy eyes) was
scored on an arbitrary scale of 0-3 (0 =no symptoms,
1 =mild, 2=moderate, and 3 =severe symptoms). The
daily use of the antihistamine acrivastine (8 mg),
antazoline-naphazoline eye-drops, and prednisolone



was registered. The birch- and grass-pollen seasons were
defined as the period including the mid-90% of total
collected pollen of birch and grass, respectively.

Patient assignment for IT

After 1 year of observation, the patients were assigned
to active IT with either birch-pollen (26 patients) or
grass-pollen extracts (26 patients) by the method of
minimization (28). Patient groups were comparable
with respect to sex, age, duration of allergy symptoms,
specific IgE, SPT, and CPT sensitivity (20).

Allergen-specific IT

During the first year of IT, the patients received double-
blinded IT with either B. verrucosa or P. pratense pollen
extracts (Alutard SQ). During the second year of IT, the
patients continued IT with their original extract and in
addition received the other extract. They were subse-
quently treated with both B. verrucosa and P. pratense
pollen extracts. The dose-increase phase of any allergen
was placed during autumn and winter outside both
pollen seasons. The clustered induction schedule is
shown in Table 1. The interval of maintenance dose
injections was gradually increased to 2 months. The
dose-increase phase of the second allergen was placed in
the interval between maintenance dose injections of the
first allergen. Only when the maintenance dose of both
allergens was reached could the two different allergens
be given on the same day. The practical administration
of IT followed European guidelines (21). Before each
injection, the physician evaluated the patient’s condi-
tion, including peak expiratory flow (PEF), with a Mini-
Wright peak flow meter (Clement Clarke International
Ltd, Harlow, UK), and assessed the suitability for IT
(21). Injections were postponed in patients with recent
infections or exacerbations of allergic symptoms
(increased need for drugs), and in patients with a

Table 1. Schedule for dose increment

Day Dose (SQ-U)
1 10
100
1000
7 2000
4000
14 6000
10000
21 10000
20000
28 30000
30000
35 50000
50000
42 100000

Side-effects of immunotherapy

reduction of 20% or more in PEF. No additional
injection was given the same day if a reduction in
pretreatment PEF of 10% or more was observed. The
patients received the injections at 30-min intervals and
stayed in the clinic for at least 30 min after the last
injection. Dose modifications were made if SRs
occurred, with either no increment, or reduction of the
dose up to four steps. Patients experiencing severe SRs,
repeated allergic rhinitis, or inconvenient, large local
reactions during cluster IT were transferred to a
schedule of one injection a week.

Assessment of side-effects

Thirty minutes after each allergen injection, the early
local reaction (ELR), i.e., the swelling at the injection
site, was measured (mean of the longest diameter and
the midpoint orthogonal diameter). Measurement of
PEF was repeated, and any signs or symptoms of SR
were recorded by the investigators. After each injection
series, the patients registered the time of onset of
rhinitis, asthma, urticaria, angioedema, or any other
symptoms. Drug consumption to alleviate symptoms
(antihistamine and/or P,-agonist) was recorded. The
late local reaction (LLR) was measured 6 h after the
last injection. If the swelling increased, the largest
swelling was registered. SRs were classified as early, i.e.,
those occurring within 30 min, and late, i.e., those
occurring 31 min to 48 h after the last injection. SRs
were graded from 2 to 4, with 2 indicating mild SRs
(rhinitis, asthma symptoms, or <25% reduction in
PEF, responding adequately to antihistamines or [3,-
agonist spray), 3 indicating non-life-threatening SRs
(urticaria, angioedema, or severe asthma with a
reduction of 25% or more in PEF, responding well to
treatment), and 4 indicating anaphylactic shock
(rapidly evoked reaction of itching, flushing, erythema,
bronchial obstruction, etc. requiring intensive treat-
ment) (21). After 1 and 2 years of IT, subcutaneous
nodules were registered, and patients were asked about
the duration of the nodules, and if and how they were
inconvenient. The patients were further asked about
unspecific symptoms related to the treatment.

Statistics

Treatment groups were compared by the chi-square test
of independence in 2 by 2 tables and by the two-tailed
Mann-Whitney U-test. Statistical analyses were per-
formed with the SPSS for Windows, Version 6.0 (SPSS,
Inc., Chicago, IL, USA). Probability (P) values of less
than 0.05 were considered statistically significant.

Results
Patients and allergen-specific IT

Three patients dropped out after assignment but before
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IT, leaving 49 patients for I'T (26 birch IT, 23 grass IT).
The patient flow is visualized in Fig. 1. Forty-seven
patients (26 birch IT and 21 grass IT) completed the
first season of IT. Two patients (8.7%) of the grass IT
group left the study due to side-effects, compared to one
patient (3.8%) of the birch IT group (P=0.48). Patient
no. 1 of the grass IT group experienced mild asthma
with a peak flow reduction from 550 to 500 after the
first injection of 10 SQ-U and wished to stop treatment.
Patient 2 repeatedly experienced urticaria after IT, and
was excluded (at 40 000 SQ-U). The patient of the birch
IT group was excluded after the first year of IT due to
side-effects consisting of several subcutaneous nodules
with a maximum diameter of 3 cm. Four patients (one
birch IT, three grass IT) did not start the second year of
IT for reasons not related to side-effects of the
treatment. Forty-two patients (24 birch IT and 18
grass IT) started I'T with the second allergen. During the
second year of IT, one patient, with grass IT during the
first year, was excluded during the dose-increase phase
of birch IT (at 40000 SQ-U), because of pregnancy. In
total, 44 patients started IT with birch (birch group),
and 47 patients started IT with grass (grass group), with
43 and 45 reaching the maintenance dose, respectively.

The total number of injections was 1159 in the birch
group, and 1241 in the grass group. The median number
of injections for the patients reaching the maintenance
dose was 14 (range 12-19) in the birch group, and 15
(range 14-26) in the grass group (P=0.001). Five
patients in the birch group reached the maintenance
dose ahead of schedule with intentional change in the
dose-increase schedule to reach the maintenance dose
before the season. In the birch group, four patients were
transferred to conventional IT during the dose-increase
phase because of SRs, in contrast to 11 receiving grass
IT (P=0.059). Three grass patients experienced SRs at
the conventional IT (one patient who was excluded
because of repeated urticaria; one patient with atopic
dermatitis who repeatedly developed macules at pre-
disposed sites, but continued IT with no SRs during
maintenance dose; and one patient with one episode of
mild rhinitis). Six patients in the grass group were
transferred to conventional IT because of inconvenient,
large local reactions, as opposed to none in the birch
group (P=0.015).

1 personal
1 side-effect

group 1 26 birch @ ........ L @
1 personal
2 side-effects
1 pregnancy 1 pregnancy
2 personal 1 compliance 1 pregnancy
group 2 [26— ——23] 18T
grass
1992 1993 1994

Figure 1. Study flowchart 1992-94. Number of remaining
patients at beginning and end of each year for groups 1 and 2.
Reason for dropouts described for each year. Straight line:
baseline year; broken line: birch IT; dotted line: grass IT.
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Table 2. Number and distribution of systemic reactions (SRs)

Birch IT Grass IT P value*

Uu+Q 0 1
U+A 0 2
U+RC 0 1
U (only) 0 4
U (total) 0 8 0.005
1+Q 0 1
|+RC 0 1
|+ 0AS 0 2
| (only) 0 4
| (total) 0 8 0.005
A+RC 0 1
A (only) 0 3
A (total) 0 6 <0.005
RC + 0AS 1 0
RC (only) 3 8
RC (total) 4 " <0.01
OAS (only) 4 1
OAS (total) 5 3 NS
Rash® 0 10
Facial erythema 0 2
SR (total) 8 41

Early SR 1 6

Late SR 7 35
Grading of SR (2/3/4) 8/0/0 31/10/0 <0.0001

U: urticaria; A: asthma; RC: rhinoconjunctivitis;

|: itching without urticaria; Q: angioedema of lips and face;

OAS: oral allergy syndrome, i.e., oral-pharyngeal itching.

® Patient with atopic dermatitis who repeatedly developed 1-5-mm-long macules at
predisposed sites, 3-6 h after injections.

* Pvalues were derived by chi-square test.

Side-effects

The number of SRs was small (2% of total injections),
and the majority (79.6%) of the SRs were mild (grade 2)
reactions, with no life-threatening (grade 4) reactions
observed. However, a difference in the number and
profile of SRs was observed between birch and grass IT
(Table 2). SRs occurred after 0.7% of birch-extract
injections, and 3.3% of grass-extract injections
(P<0.0001), with eight SRs after birch IT and 41
after grass IT. All SRs after birch IT were mild (grade 2)
reactions, consisting of rhinoconjunctivitis and oral-
pharyngeal itching (oral allergy syndrome [OAS]). The
SRs after grass IT were mostly mild (grade 2) reactions,
but 10 SRs (24%) were graded as 3. The difference in
severity of SRs between birch and grass IT was
significant (P <0.0001). There were six episodes of
asthma and eight episodes of urticaria after grass IT, as
opposed to none after birch IT (P <0.05 and P=0.005).
The difference in severity of the SRs between birch and
grass IT was reflected in the number of dose reductions
caused by SRs, with eight and 25 dose reductions in the
birch and grass groups, respectively (P =0.005).

There was a difference in the number of patients with
SRs, with five (11%) and 21 (45%) patients in the birch
and grass groups, respectively (P<0.001). Seven
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Figure 2. Number of patients with SRs during dose-increase
phase (patients who reached maintenance dose 100000 SQ-U).
White bar, birch IT; filled bar, grass IT. Two grass IT patients,
with one and four SRs, respectively, and one birch IT patient
with two SRs, did not reach maintenance dose, and are not
presented in figure.

patients were responsible for the 10 grade 3 reactions
seen after grass IT. In the birch group, the maximum
number of SRs per patient was three, as opposed to 10 in
the grass group (P<0.01) (Fig. 2). No patients in the
birch group experienced asthma or urticaria, whereas, in
the grass group, 29% of the patients had asthma, and
29% had urticaria (P <0.05).

All SRs occurred during the dose-increase phase.
Most of the SRs occurred at the lower concentrations,
with more than 80% of the SRs occurring before a
cumulated daily dose of 30000 SQ-U (Fig. 3).

The time interval from the last injection to onset of
mild grade 2 SRs, such as OAS and rhinoconjunctivitis,
ranged from 5 min to 24 h. The 10 grade 3 SRs after
grass IT, involving eight episodes of urticaria (one with
concomitant angioedema of the lips and face, two with
concomitant asthma, and one with concomitant rhini-
tis), one episode of angioedema of the face, and one
episode of asthma, occurred after 1-2 h. Seventy-two
percent of the grade 2 reactions were treated (64% with
antihistamine alone, 8% with B,-agonist alone). All 10

Side-effects of immunotherapy

grade 3 reactions were treated, six by antihistamine
alone and four by combinations of antihistamine,
B>-agonist, and prednisolone.

When comparing the LLRs after equal doses, irre-
spective of the number of injections given on the same
day, the LLRs were significantly smaller in the birch
group at all IT stages (P <0.0001-0.03). This was reflect-
ed by three and 34 dose modifications caused by incon-
venient, large LLRs, for the birch and grass groups,
respectively (P <0.0001). There were 100 LLRs greater
than 8 cm in the grass group, as opposed to 16 in the
birch group (P <0.0001). In six of these 116 LLRs (5%),
injections at the next visit resulted in SRs. Ten percent of
the SRs were preceded by a LLR greater than 8§ cm, and
in 6% of the SRs a LLR greater than 8 cm developed
after the injection causing the SR (all grass) (NS).

Unspecific symptoms after I'T were frequent with 48%
of the patients complaining of tiredness (occasionally:
45%,; frequently: 30%; always: 25%). Occasional head-
ache was seen in 12%, and occasional malaise in 5%.

After the first year of IT, subcutaneous nodules were
present in 80% of birch IT patients, and 86% of the
grass IT patients (NS), with no statistical difference in
the number of subcutaneous nodules between groups
(birch IT: mean 2, range 0-13; grass I'T: mean 1.4, range
0-5). During the second year, patients were treated with
both birch and grass, and it was not possible to
distinguish between nodules occurring from birch or
grass during this year, as the injections were given
randomly in both arms. After the first year of IT, a
difference in the number of patients with inconvenient
itching and swelling of nodules occurred (60% of the
birch-treated patients, as opposed to 14% of the grass-
treated patients) (P<0.001). However, the symptoms
were mainly occasional (76% of the patients had
occasional, 19% frequent, and 5% constant symptoms).
The itching and swelling of nodules was initiated mainly
by mechanical stimulation, but some patients developed
itching and swelling during the pollen season, when
allergic rhinitis symptoms were present, and after
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Figure 3. Number of SRs according to responsible cumulated
dose on same day. White bar, birch IT; filled bar, grass IT.
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Table 3. Clinical and paraclinical data of patients without and with side-effects to immunotherapy

Patients with no side-effects (no. 27) Patients with side-effects (no. 22)
Median (range) Median (range) P value

Age (years) 26 (18-52) 27 (20-41) 0.52
Duration of allergy (years) 18 (5-30) 15.5 (5-33) 0.42
Asthma (a/b/c) (No.) 18/4/5 15/3/4 0.99
Birch seasonal

Symptom score 3.63 (0.53-10.29) 3.38 (0.67-8.90) 0.42

Antihistamine intake 1.12 (0.11-2.53) 0.25 (0-1.83) 0.66

Eye-drop use 0.48 (0-3.8) 0.39 (0-3) 0.61
Grass seasonal

Symptom score 5.00 (1.09-10.78) 5.78 (1.75-10.08) 021

Antihistamine intake 1.12 (0.11-2.53) 1.41 (0.15-2.81) 0.49

Eye-drop use 0.66 (0-5.10) 0.76 (0-3.19) 1.00
Birch SPT index 1.97 (0.45-10.7) 2.06 (0.26-5.48) 0.53
Grass SPT index 2.65 (0.89-14.7) 3.13 (0.96-8.40) 0.34
Birch CPT  (d/e/f/g/h) (No.) 0/2/14/11/0 2/0/14/6/0 0.29
Grass CPT  (d/e/f/g/h) (No.) 0/2/22/3/0 1/2/16/3/0 0.90
Birch NPT  (d/e/f/g/h) (No.) 1/2/12/11/2 0/1/8/11/2 0.77
Grass NPT (d/e/f/g/h) (No.) 0/3/19/5/1 2/1/15/4/0 0.81
Total IgE (kU/ml) 259 (20-8408) 130.5 (32-1275) 0.31
Birch-specific IgE (kU/I) 9.29 (1.27-85.9) 9.52 (0.74-57.9) 0.67
Grass-specific IgE (kU/I) 22 (2.01-143) 12.8 (1.46-120) 0.33
Birch histamine release (ng/ml) 43 (13-115) 40 (0-119) 0.65
Grass histamine release (ng/ml) 41 (15-103) 39 (9-109) 0.69
Eosinophils (10%/ml) 0.16 (0.05-0.51) 0.23 (0.07-0.62) 0.56
ECP (ng/ml) 9.0 (0.8-36) 9.3 (1.6-42) 0.80
EPX (ng/ml) 23 (2.3-97.5) 215 (9.0-61.5) 0.79

(a/b/c) =(none/allergen contact only/with or without allergen contact).
(d/e/f/g/h)=(not done/10%/10%/10%/>10° SQ-U/ml).

subsequent IT injections. The duration of the nodules
varied among the patients, but there was no difference
between the groups. After 2 years of IT, the nodules
were present for less than a month in 19%, 1-3 months
in 35%, 3-6 months in 11%, and more than 6 months in
35% of the patients.

The results from pretreatment birch- and grass-
specific SPT, CPT, NPT, IgE, and HR, as well as total
IgE, EOS, and serum ECP and EPX, were similar in the
group with, and the group without SRs to IT (Table 3).
Furthermore, these groups did not differ with respect to
age, duration of allergic symptoms, and prevalence of
asthma, or in seasonal means of birch/grass symptom
score, eye-drop use, and antihistamine intake (Table 3).
No correlation was found between the number of SRs
and the above-mentioned parameters for either birch or
grass, except that the number of eosinophils correlated
to the number of side-effects to grass IT (Table 4).

Discussion

In this study, the number of patients with SRs, and the
number of, and the severity of, SRs were significantly
higher in the patients treated with grass IT than birch
IT, with identical dose schedules.

Different potency of the birch- and grass-pollen
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extracts is the most likely explanation. The LLRs were
greater in patients treated with grass extract; further-
more, the SPT index was greater for grass (P=0.001),
and the sensitivity of the NPT to grass was higher
(P=0.01) than to birch.

One could argue that the difference in SRs was caused
by a difference in the severity of clinical birch- and grass-
pollen allergic rhinitis symptoms. In fact, during the
initial observation period, the patients had a higher

Table 4. Correlation coefficients and (P values) of relationship between number of birch
IT/grass IT side-effects per patient and clinical and paraclinical data

Number of birch Number of grass

IT side-effects IT side-effects

Age (years) 0.11 (0.50) —0.08 (0.62)
Duration of allergy (years) —0.20 (0.20) —0.25(0.09
Birch or grass seasonal symptom score 0.08 (0.60) 0.12 (0.44)
Antihistamine intake —0.04 (0.79 —0.12 (0.47)
Eye-drop use 0.12 (0.44) —0.06 (0.71)
Birch or grass SPT index —0.04 (0.87) 0.07 (0.64)
Birch or grass CPT —0.05 (0.74) 0.19 (0.20)
Birch or grass NPT —0.05 (0.76) —0.09 (0.56)
Total IgE (kU/ml) —0.07 (0.66) 0.01 (0.97)
Birch- or grass-specific IgE (kU/I) 0.01 (0.97) —0.11 (0.48
Birch or grass HR (ng/ml) 0.15 (0.32) —0.01 (0.94)

Eosinophils (10%/ml) —0.11(0.47) 0.41 (0.005)
ECP (ng/ml) —0.12 (0.43) —0.03 (0.82)
EPX (ng/ml) —0.06 (0.73) —0.03 (0.83)




seasonal mean symptom score in the grass-pollen season
than in the birch-pollen season (medians 5.4 and 3.4;
P <0.001). However, differences in duration of pollen
seasons and in pollen load might explain this finding
(20). Furthermore, no difference in mean birch- and
grass-seasonal symptom score was found between the
groups with and without side-effects.

Neither in vivo nor in vitro test parameters could
predict SRs in our patients. We found a correlation
between the number of grass IT-induced SRs per
patient and the concentration of eosinophils in the
blood. This finding was not observed for birch IT, and
there was no difference in concentration of eosinophils
in the groups with and without SRs, bringing into
question the relevance. In a previous study, a correla-
tion was found between side-effects and results from the
NPT, but not the SPT (13). Two mite studies found the
SPT to be predictive of SRs (29, 30). Differences in
sample size may explain the conflicting results. The
clinical status of the patients (age, duration of allergic
symptoms, and asthma) gave no relevant information
either. This is in accordance with one study, which
found no relationship to age (31). Other studies did find
asthma to be a predictive factor for SRs. In an IT study
with 256 asthma patients and 179 rhinoconjunctivitis
patients, 21 of 25 patients with SRs were asthmatic (7).
In a study on asthma patients, the pulmonary function
before I'T had a predictive value for the onset of asthma
symptoms during IT, since 73% of the patients with a
FEV; of <80% of predicted values developed asthma,
as compared with 13% with a FEV; above this
threshold limit (30). The lack of predictive effect of
asthma in our study could have occurred because of the
low frequency, the mild asthma symptoms, and the
pretreatment asthma monitoring.

Delayed skin reactions greater than 8 cm after IT
with Alutard SQ extracts did not seem to predict SRs at
the next visit, and SRs were not followed by great
LLRs. The missing predictive value of LLRs to SRs was
in accordance with other studies (13, 29, 32, 33).

All SRs occurred during the dose-increase phase,
bringing into question the present cluster induction
schedule more than the actual size of the maintenance
dose. As IT is a time-consuming treatment, an IT
schedule with few injections during the dose-increase
phase would be preferable. At the same time, we need a
treatment with no or few side-effects. An aggressive
schedule implies a higher risk of side-effects, and
consequently more dose modifications (5). In this
study, 45% of grass IT patients experienced side-effects,
compared to 9.5% in a study where the same grass-
pollen extract and maintenance dose were used but with
a conventional one injection per visit (15 injections)
schedule (11). However, mild grade 2 reactions such as
rhinoconjunctivitis might not have been registered,
narrowing the difference in side-effects between the
studies (15% vs 9.5%). In placebo-controlled studies,

Side-effects of immunotherapy

side-effects such as rhinitis and urticaria have been
observed at placebo injections (34, 35). The present
study was not placebo controlled, and consequently the
frequencies of side-effects caused by allergen injection
might have been lower. Still, this did not influence the
observed difference in side-effects between birch and
grass IT.

The majority of SRs were mild, with a high
proportion of rhinoconjunctivitis as sole symptom.
These reactions were self-treated by antihistamines if
needed. We saw no anaphylactic reactions, but 24% (10)
of SRs to grass-pollen IT were grade 3 reactions with
asthma, angioedema, and urticaria, which all occurred
1-2 h after the patients had left the clinic. Most of these
SRs were self-treated with antihistamines at home, and
the patients did not contact the clinic. But on three
occasions, the patients returned to the clinic, and on one
occasion, the patient visited the local emergency clinic
to be treated with a combination of antihistamine, [3,-
agonist, and prednisolone. The late grade 3 SRs of this
study with an Alutard induction schedule emphasize the
need for careful instruction of the patients.

Most of the grade 3 reactions comprised urticaria,
and might have been avoided if the patients had been
pretreated with antihistamines, as antihistamine pre-
medication in one placebo-controlled study has been
shown to reduce IT-induced urticaria (33). Further
placebo-controlled studies of antihistamine premedica-
tion, however, are still needed before premedication
with antihistamines should be recommended as a
routine procedure. The optimum for grass-pollen
extracts might be a conventional dose-increase schedule
to reduce side-effects to an acceptable level. Further
comparison of different dose-increase schedules for
grass IT are needed. The cluster schedule with only
seven visits was acceptable for the birch-pollen extract.

The LLRs were larger, and the dose modifications
because of inconvenient LLRs were higher when
patients were treated with grass IT than with birch
IT. However, there was no difference in the number of
patients with subcutaneous nodules, and the number of
subcutaneous nodules, between the two extracts. It has
previously been shown that the frequencies of patients
with subcutaneous nodules is proportionate to the
quantity of aluminum in the extracts (13). That study
found 60% of patients with subcutaneous nodules, in
contrast to approximately 90% in the present study,
with the same amount of aluminum. In the present
study, patients were actively asked about the nodules by
questionnaires, and the arms of the patients were
palpated. This could explain the difference. Only 50% of
the patients with nodules felt inconvenience, mostly
occasional, and the majority of nodules were transient;
however, other adjuvants with no long-term accumula-
tion might help to reduce local side-effects further.

In summary, all side-effects in this clustered Alutard
IT study occurred during the dose-increase phase, and
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the vast majority were mild reactions. The profile of
side-effects, however, differed with the allergen extract
applied. With a 7-week, clustered, updosing regimen,
grass-pollen IT seemed to be associated with a higher
number, and more severe, side-effects than that of
birch-pollen IT. In order to reduce side-effects during
grass-pollen IT, alternative measures, such as a lower
dosing, more time-consuming conventional schedule,
might be applied. The number of side-effects in the
present study was probably influenced by the meticu-
lous questioning and monitoring performed. However,
this could not explain the difference between the
grass- and birch-pollen extracts. It would be of great
benefit to be able to find patient-related factors that

could predict side-effects in IT. Diagnostic tests for
allergy such as specific Ig, HR, SPT, CPT, and NPT
are no help for this purpose. The age, duration of
allergy symptoms, and asthma status of the patients
gave no information either, nor did inflammatory
markers such as ECP, EPX, and eosinophil counts.
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