Omalizumab: An update on efficacy and safety in moderate-
to-severe allergic asthma
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ABSTRACT

Omalizumab is an anti-immunoglobulin E (anti-IgE) monoclonal antibody approved in the United States since 2003 for
treatment of moderate-to-severe allergic asthma in adults and adolescents (aged =12 years) inadequately controlled with
inhaled corticosteroids (ICSs). Current treatment guidelines recommend considering the addition of omalizumab if allergic
asthma symptoms are not adequately controlled with high-dose ICS + long-acting beta-agonist (LABA) therapy. This study
was designed to review the clinical efficacy and safety of omalizumab as established in previously published pivotal clinical trials
used to support registration in the United States, i.e., primarily including patients receiving only concomitant ICS therapy,
as well as results from the recently completed additional study, which specifically enrolled patients who were poorly controlled
despite high-dose ICS + LABA therapy = additional controllers (including oral corticosteroids [OCSs]). Summary of published
omalizumab pivotal trials and associated extension trials, plus key results from the additional study, were used. Pediatric data
(i.e., <12 years) were outside the scope of this article. Treatment with omalizumab significantly reduced asthma exacerbations
versus placebo when added to ICS therapy during both steroid-stable and steroid-reduction phases of two pivotal trials. In the
additional study, omalizumab significantly reduced asthma exacerbation rates versus placebo when added to high-dose ICS +
LABA therapy with or without other controller medications. Results from the additional clinical study further support current
asthma guideline recommendations to consider omalizumab in steps 5 or 6 for persistent allergic asthma patients whose
symptoms are not adequately controlled despite high-dose ICS + LABA therapy * additional controllers (including OCS).

(Allergy Asthma Proc 33:377-385, 2012; doi: 10.2500/aap.2012.33.3599)

Asthma remains not well controlled in many pa-
tients despite treatment with conventional ther-
apies.'” For example, in a 3-year retrospective obser-
vational study, 43% of patients actively taking at least
one asthma medication had uncontrolled asthma in the
1st year, and 73% met the criteria for uncontrolled
asthma at least once during the 3-year period.' This is
of considerable clinical concern, because suboptimally
controlled asthma places patients at greater risk for
future exacerbations,” as well as impairment in daily
activities and overall quality of life.** A greater than
twofold risk of limitations of outdoor or physical ac-
tivities and a 66% increased risk of daily activity limi-
tations were found with uncontrolled asthma in the
Real-world Evaluation of Asthma Control and Treat-
ment study.’
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In The Epidemiology and Natural History of Asthma:
Outcomes and Treatment Regimens (TENOR), a large
observational study that included nearly 5000 patients
with severe or difficult-to-control asthma, 83% of pa-
tients were found to have uncontrolled asthma and an
additional 16% showed inconsistent asthma control.”
An analysis from this study reported that very poorly
controlled asthma was associated with increased risk
for hospitalization, emergency department visit, or corti-
costeroid burst.>” Furthermore, recent exacerbations in
individuals with poorly controlled asthma were found to
be a predictor of future exacerbations.®

Although suboptimal medication adherence is a
common problem among asthma patients (with low
adherence reported for 61% in a recent claims database
study), ~30% of patients who had moderate or high
adherence to high-dose inhaled corticosteroids (ICSs)
and long-acting B-agonist (LABA) therapy in that
study had indicators of poor symptom control.” Fur-
thermore, an additional analysis from The Epidemiol-
ogy and Natural History of Asthma: Outcomes and
Treatment Regimens (TENOR) in adolescents aged 12-17
years revealed that despite the use of multiple long-term
controllers, rates of health care use remain high (Fig. 1).'°
This highlights the need for additional types of asthma
therapy for patients who remain uncontrolled on their
current medications.

Many asthma patients may have an allergic compo-
nent to their disease.'"'* According to data from
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Figure 1. Health care use by number of long-term controller med-
ications (long-term controllers included inhaled corticosteroids,
long-acting B-agonists, leukotriene modifiers, methylxanthines,
and cromolyn sodium or nedocromil). Differences in the rates of
health care use by number of long-term controllers were not sta-
tistically significant) in patients aged 12-17 years.'® (Reprinted
with permission from Chipps et al.)*

the Third National Health and Nutrition Examination
Survey, asthma is attributable to allergies in approximately
one-half of patients (56%)."* Additional data from
>1300 patients in the Asthma Clinical Research Net-
work studies suggested that aeroallergen hypersensi-
tivity occurs in up to 90-95% of patients with asthma,
regardless of disease severity.'* Furthermore, a study
conducted in an inner-city population with allergic
asthma showed that targeting the allergic component
in persistent asthma can provide a benefit beyond con-
ventional treatment for asthma control.’> Omalizumab
is an anti-immunoglobulin E (IgE) monoclonal anti-
body that inhibits binding of IgE to its high-affinity
receptor (FceRI) on the cell surface of basophils and
mast cells, thus limiting the release of allergic media-
tors from these cells. Omalizumab treatment also has
been shown to down-regulate FceRI receptor expres-
sion on basophils.'®

Omalizumab was approved by the US Food and
Drug Administration (FDA) in 2003 for the treatment
of moderate-to-severe allergic asthma in adults and
adolescents (aged =12 years) whose symptoms are
inadequately controlled with ICSs.'® This approval was
based on three pivotal clinical trials: two that did not
include patients using LABAs''® and one that in-
cluded ~45% of patients taking LABAs." This was
because the omalizumab pivotal trials were designed
and implemented at a time when LABAs were not
standard of care for asthma.

Over time, LABAs have become standard of care for
patients with asthma inadequately controlled with ICS
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therapy. The updated 2007 National Heart Lung and
Blood Institute (NHLBI) asthma treatment guidelines
describe a stepwise approach to asthma management
that includes six steps, with the addition of an LABA to
ICS therapy during steps 3 through 6. Recommenda-
tions for steps 5 and 6 include high-dose ICS + LABA
therapy (with oral corticosteroids [OCS] added at step
6) and consideration of adding omalizumab therapy
for patients with an allergic component to their
asthma.® However, there is currently a lack of clinical
evidence on which to base treatment decisions for pa-
tients continuing to exhibit poor asthma control on ICS +
LABA therapy.™

To fill in this gap in the clinical evidence, a recent
phase IIlb, randomized, controlled trial of omalizumab
was conducted as part of a postmarketing commit-
ment. This trial by Hanania et al.* investigated the
efficacy and safety of omalizumab versus placebo
added to current therapy for patients with allergic
asthma poorly controlled on high-dose ICS + LABA
(with or without additional controller medication, in-
cluding regular use of OCS). These data enrich the
omalizumab clinical trial data currently available, ex-
tending it to patients at steps 5 and 6 of the current
NHLBI treatment guidelines.

The present article is not intended to be a compre-
hensive review of the efficacy and safety of omali-
zumab, and key studies in patients =12 years of age
such as the Investigation of Omalizumab in Severe
Asthma Treatment trial*® are not included within the
scope of this article. Instead, this article is a detailed
overview of data obtained from the original pivotal
trials supporting registration in the United States (en-
rolling patients on ICS therapy, but no additional con-
troller medication),'”'? extension trials to the pivotal
trials,**** and the recently completed additional study
that fulfilled part of a postmarketing commitment.*
Pediatric data (i.e., from patients <12 years of age)
were also beyond the scope of this article.

EFFICACY OF OMALIZUMAB IN PIVOTAL
CLINICAL TRIALS

The study designs of the three pivotal clinical trials
used for FDA registration in the United States (as well
as the additional study described in the next section)
are summarized in Table 1. All were multicenter, ran-
domized, double-blind, placebo-controlled, parallel-
group trials. Study 1 (Busse et al.'”) and study 2 (Soler
et al.'®) were essentially identical in design; both ran-
domized patients 1:1 to 28 weeks of treatment with
omalizumab or placebo in addition to ICS therapy with
no other controller medications allowed. The first 16
weeks constituted a steroid-stable phase, in which all
patients continued on their baseline ICS dosage, fol-
lowed by a 12-week steroid reduction phase. Both of

September-October 2012, Vol. 33, No. 5



uonouny Areuownd
‘xs eunyise Arep
‘uoneqIdEXd [= YHIM
syuaryed jo ‘oN :Arepuodag
juenyed
1od suorjeqIadexe
JO ‘ON :Arewig

SSaUDATIORJJA Teqo[3
‘uonouny Areuournd
‘xs ewryise A[rep
‘uoreqIadeXxd [= UM
syuaned jo -opN :Arepuodeg
juoned
19d suorjeqrooexd
jo ‘oN :Arewrig

(pamorre sem SO

JUSI_JIP IO suonedIpawr euwyjse Ioyjo

Jo asn 3sop DAD-JAAd 2[qeureisns

3samo] pue ‘ogaderd 10 YINO X3

poZITwopueI U0 paulejurew) UoIsuaixa

PUI[g-a[qnop M-Fg (xs eurnpse

JO SUTUISIOM IO UOT}ENUIFUODSIP

[[un M g A19A9 3SOp durfaseq Jo

%S 49 1 DID-dag) @seyd uononpax

pro1sys m-zT {(9sop DAD-dad

aurjeseq 03 pappe ogaderd 10 VINO)

aseyd s[qess-proiays YM-91 “(asop
dag a1qes) sseyd ur-uni ym-9 0} -f

(pamore sem ST

JUSISHJIP IO SUOTEDIPaW BUIjse Iayjo

JO asn 2sop DAD-JdAd 2[qeureisns

3s9MO[ pue ‘ogaderd 10 YINO X3

pazTwopuel UO paulejureur) UoIsuaixa

puI[q-3[qnop M- ‘(xs euwryise

JO 3UTUISIOM IO UOHENUNUODSIP

[[un ym g A19A9 3sop aur[aseq jo

%S 49 1 DdD-dag) @seyd uononpar

-pro1ays JM-g[ {(9s0p DID-dAd

aurfeseq 03 pappe ogaded 10 YINO)

aseyd o[qe)s-proIals yM-971 {(asop
DAD-dad d[qels) dseyd ur-uni ym-9 o} -f

Apn3s urewr
oy} Surmp pamorre
SUOTJEDTPaW BUIjSe
1930 ou ‘paorpaid

%08 = PU®B %0¥=<
TATA ‘(yusreambo

1 10 DID-dad Aep
/3m 0021-00S) SOI
dydsop onpewoydwids
eunyjse drdIare

‘1K 6/~1 pade ‘96 =

papnpx

asn yqy ‘paorpaxd
%08 = PUB %07<
TAT] ‘(3usreambo

SIT 10 DID-dAd

Aep /3 0$8-0T¥) SOI
aydsap onpewroyduufs
euryjse drdise

‘2K G/—¢1 paSe ‘Geg = u

u

UOTSUIIXd

putg-arqnop ‘rerry dnos3d
-[orrered “Isyusonmux
“pafonuod-oqgaderd

‘pur[q-9[qnop ‘pazruopuey

UOISU2}Xd

purg-a[qnop ‘et dnoid
-errered “rayusdnmun
“par[oxuod-ogadeld

‘pur[q-o[qnop ‘pazIuopuLy

o 17 12 Tyng
pue . ‘[v 2 I9]0S
:z Apmas

o 1V 39 1o1UR]
pue hH.NE 19 9ssng
.1 Aprug

sjurog pug

uoneIN(J/SWIY JUdUIjear],

sjuanyeJ

ugsa(q

Apmig

(Apm3s reuonIppe pue uonensidar y(J 1oy syer rejoard) spern resturp qewnzijewo A3y jo uondiosaq 1 9[qel

379

Allergy and Asthma Proceedings



‘Juaugvaly = xj ‘swopdwihs = xs ‘quuunzippuio = YINQO ‘4smoSv-g Surjov-8uop = Yy {pro4ajsongiod pajpyur = SO ‘s T u1 awnjoa Aiojpidxa padiof
= 'Aqq ‘woyvagstunupyy Sniq puv poo] = Y4 ‘uogivooionifoiopyo = DD ‘ajpuordoidip auosvyjouio)paq = J(qq ‘41wuno3sangy afiq o Appndy vuyisy = 10V

©O10V) 21 jo Lypenb
Paje[a1-euryjjse ‘9100S XS
eUIISe [0} UI dur[aseq
woxj a3ue :Arepuodag
porad jusunesn
NM-8F 9y} 1240 Juanyed
12d suoneqreoexa
JO "ON :Arewrr

uonouny

Areuowrnd ‘21008

XS BUIJJSE ‘SUOI}RGIddRXd
PUIISY :A1RpU0dag

M ZE I9)Je 3sop

aUOSEDTIN[J UT dur[aseq
woxy 1 9, :Arewrniy

VdV1/SDI 01 pappe ogadeld 10
VINO WM porrad jusurjear) ym-g§ 03
[T pazrwopues ‘oseyd ur-uni ym-y 03 -7

(paurejurewraq pnod

UOTONPAI 3SOP SO IOYIOYM PIsSIsse

SY99M F [eul ‘XS eUIISE JO SUIUIISIOM

IO UOnenNuUuOodSIp [Qun M 71

105 yMm g A1aas Kep /3 oGz Aq 1 asop

auoseonnpy) aseyd uononpar proigls

NM-9T ‘(asop auoseonnyy pazruurdo

03 pappe ogaoeld 10 YIAQ) aseyd

9[qeIs-proId)s yMm-971 ‘(uonezrurdo
auoseonnpy) aseyd ur-uni ym-Q[ 03 -9

pajorpaxd
%08= PUe %0y=<
'AHA ‘suonedrpawx
IS[[OIJUOD ISFO
MOyIM 10 M (pIq
31l g1 [oI19)0UILIOf IO
“piq 81 (g ‘[orv3RWITeS
‘quareamba 10 Aep
/97 0001 ‘Quosednn(y)
vav + SOI 2sop
-y31y uo paqonuUodUN
eunyjse dr3iaqe

1K G/—¢1 pasde {pg8 = u

aurpeseq je 'AFq uo

paseq suoIsnPxa ou
‘asn Yy IMoyHMm

IO J}IM ‘TOIIu0d

XS 10§ (uoseoynyy jo
Kep /37 0001=) SOI

asop-ySry Surrmbaz

eunypjse dr3Io[e

1K G/—¢1 pase ‘9%7 = u

retx3 dnoi3

-[orrered “rayusonnur

‘paf[oryuod-oqaoerd
‘PUIg-9[qnOp ‘pazIwopuey

< ‘v 32 eTueUCH
:Aprys TeuonIppy

e dnoi3

-[orrered “reyusonmua

“parjoruod-ogaoerd
"PUIq-9[qnOp ‘pazIuopuey

o 17 32 9¥e3[0H
¢ Apmig

sjurog pug

UoneIN(J/SULTY JUSUIJedL],

sjuaneg

ugrsa(q Apmg

panunuo) T d[qef

September-October 2012, Vol. 33, No. 5

380



these core studies were followed by 24-week, double-
blind extension studies that maintained patients on
their randomized treatment (omalizumab or placebo)
and the lowest sustainable ICS dose but allowed use of
other asthma medications if needed.***

As shown in Table 2, both of these trials showed
significant reductions in the number of exacerbations
per patient, even as the steroid dose was lowered
(study 1, steroid-stable phase, omalizumab 0.28, pla-
cebo 0.54 [p = 0.006]; steroid-reduction phase, omali-
zumab 0.39, placebo 0.66 [p = 0.003]; study 2, steroid-
stable phase, omalizumab 0.28, placebo 0.66 [p <
0.001], steroid-reduction phase, omalizumab 0.36, pla-
cebo 0.75 [p < 0.001]) and percentages of patients with
one or more exacerbation with omalizumab treatment
versus placebo during both steroid-stable and steroid-
reduction phases.'”'® Further supporting efficacy mea-
sures for omalizumab versus placebo in study 1 in-
cluded significantly improved daily asthma symptom
scores after week 4 (Fig. 2; p < 0.05) and increased
mean forced expiratory volume in 1 second (FEV,)
from baseline to week 16 (from 68.2 to 72.53% of pre-
dicted in the omalizumab group, versus 67.7 to 69.1%
of predicted in the placebo group).'” The clinical rele-
vance of the treatment-associated differences in FEV;
and asthma symptoms is unknown. The 24-week, dou-
ble-blind extension studies of each of these trials both
indicated that omalizumab continued to reduce the
number of exacerbations and percentages of patients
experiencing exacerbations versus placebo at 1 year of
treatment (Table 2).24?

The third pivotal study by Holgate et al.' had a few
key differences in design from studies 1 and 2 (Table
1). This study enrolled fewer total patients (n = 246),
used fluticasone rather than beclomethasone dipropi-
onate (chlorofluorocarbon) as the concomitant ICS
therapy, used a longer run-in phase (6-10 weeks) to
optimize the fluticasone dose (1000-2000 ug/day) to
maintain symptom control before randomization, had
no exclusions based on FEV; at baseline, and had a
treatment phase (with patients randomized to the ad-
dition of omalizumab or placebo) that spanned 32
weeks rather than 28 weeks (16 weeks of steroid-stable
phase and 16 weeks of steroid-reduction phase). Fi-
nally, patients using LABA therapy at baseline were
included in this study (49.2% of patients in the omali-
zumab group and 43.3% of patients in the placebo
group) and were allowed to continue LABA use during
the treatment period."”” This study was designed to
evaluate a reduction in ICS use with a secondary end
point to evaluate reduction in exacerbations. Patients
treated with omalizumab had a lower number of
asthma exacerbation episodes per patient compared
with placebo, although these differences were not sta-
tistically significant (Table 2). The absence of an effect
to significantly reduce exacerbations was not unex-
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pected given the anticipated low rate of asthma exac-
erbations in patients optimized on high doses of in-
haled fluticasone and that the study was powered to
detect a reduction in ICS use and not to detect a reduc-
tion in exacerbations.

In all three of the studies described previously, a
reduction in asthma exacerbations was not observed in
patients treated with omalizumab who had FEV; >
80% at time of randomization. Reductions in exacerba-
tions were not seen in patients who required OCS as
maintenance therapy.'®

EFFICACY OF OMALIZUMAB IN ADDITION TO
HIGH-DOSE ICS + LABA THERAPY:
ADDITIONAL STUDY

The recently completed additional™ study was a
large (n = 848), randomized, double-blind, placebo-
controlled, multicenter, clinical trial undertaken to
evaluate the efficacy and safety of adding omalizumab
to high-dose ICS + LABA therapy (with or without
other controller medications) in patients with moder-
ate-to-severe allergic asthma (Table 1). The treatment
period was 48 weeks, spanning the entire viral/aller-
gen season, and the primary end point was the rate of
exacerbations per patient over this 48-week period.
Patients were stratified into three subgroups based on
concomitant asthma therapy; no dosage modifications
were permitted during the study: subgroup 1 (37% of
patients, n = 310), high-dose ICS + LABA (with no
additional controller medication) + omalizumab (or
placebo); subgroup 2 (46% of patients, n = 394), high-
dose ICS + LABA + at least one additional controller
medication (excluding OCS) + omalizumab (or pla-
cebo); and subgroup 3 (17% of patients, n = 144),
high-dose ICS + LABA + chronically administered
OCS + omalizumab (or placebo).

Figure 3 shows the primary end point of the addi-
tional trial, the rate of exacerbations over the 48-week
treatment period. The overall result showed that
omalizumab significantly reduced the rate of asthma
exacerbations compared with placebo (p = 0.006) in
patients treated with high-dose ICS + LABA therapy
with or without other controller medications, for a 25%
relative reduction in exacerbations associated with
omalizumab treatment (exacerbation rate ratio for
omalizumab/placebo: 0.75, 95% confidence interval,
0.61-0.92).

Patients treated with omalizumab in subgroups 1
and 2 experienced significantly lower exacerbation
rates versus placebo, with a 34% relative reduction in
exacerbations associated with omalizumab treatment
in the M1 subgroup (p = 0.033) and a 28% relative
reduction in exacerbations in the M2 subgroup (p =
0.036). Subgroup 3, in which patients were receiving
regular stable doses of OCS in addition to high-dose

122
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Total Rate Rate Ratio
Subgroups n Ratio 95% Cl) (95% Cl)
Baseline Asthma
Medication Strata
M1 310 0.66 (0.44, 0.97) e
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Figure 4. Subgroup analysis of exacerbation rates from the EXTRA 48-week, randomized, controlled trial, based on baseline asthma
medication. M1 = inhaled corticosteroids (ICS) + long-acting B-agonists (LABA; with no additional controller medications); M2 = ICS +
LABA + at least one additional controller medication (excluding oral corticosteroids [OCSs]); M3 = ICS + LABA + stable doses of OCS.
Rate ratio = omalizumab/placebo exacerbation rates over the 48-week treatment period; CI = confidence interval.

zumab (Fig. 4). In a 32-week stucly26 in which clinically
appropriate changes in OCS dose were permitted, im-
provements in efficacy measurements were observed
in omalizumab-treated patients, irrespective of
changes in OCS dose over the duration of the study.

SUMMARY OF OMALIZUMAB SAFETY
INFORMATION

As detailed in the omalizumab prescribing informa-
tion, use of this medication is associated with the fol-
lowing warnings and precautions'®:

¢ Anaphylaxis. In premarketing clinical trials, the fre-
quency of anaphylaxis attributed to omalizumab
was 0.1%. In postmarketing spontaneous reports,
the frequency of anaphylaxis attributed to omali-
zumab was estimated to be at least 0.2% based on an
estimated exposure of ~57,300 patients from June
2003 through December 2006. Anaphylaxis has oc-
curred as early as after the first dose of omalizumab,
but has also occurred beyond 1 year after beginning
treatment. Signs and symptoms in reported cases
have included bronchospasm, hypotension, syn-
cope, urticaria, and/or angioedema of the throat or
tongue; some of these events have been life-threat-
ening. Therefore, omalizumab should only be ad-
ministered in a health care setting by providers pre-
pared to manage potentially life-threatening
anaphylaxis.

¢ Malignancy. Malignant neoplasms were observed in
20 of 4127 (0.5%) omalizumab-treated patients com-
pared with 5 of 2236 (0.2%) control patients in a
previous analysis of clinical studies (2003). The ob-
served malignancies in omalizumab-treated patients
were a variety of types: breast, nonmelanoma skin,
prostate, melanoma, parotid malignancies occurring
more than once, and five other types occurring once
each. The majority of patients were observed for <1
year. More recently, pooled data from 67 phase I-IV
clinical trials were used to examine the incidence of
malignancy in omalizumab-treated patients. In a
prespecified primary analysis evaluating data from
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32 randomized, double-blind, placebo-controlled tri-
als, primary malignancies were identified in 14 of
4254 (0.3%) omalizumab-treated patients and 11 of
3178 (0.3%) placebo-treated patients.”” Incidence
rates per 1000 patient-years of observation time for
omalizumab- and placebo-treated patients were 4.14
and 4.45%, respectively.”” These data suggest no
association between omalizumab treatment and risk
of malignancy. The impact of longer exposure to
omalizumab or its use in patients at higher risk for
malignancy is under investigation; a long-term, on-
going, prospective study focusing primarily on the
safety of omalizumab in patients with moderate-to-
severe asthma (an epidemiologic study of xolair
[omalizumab]: evaluating clinical effectiveness and
long-term safety in patients with moderate to severe
asthma [EXCELS] study) will provide further safety
information when completed.”

Adverse events (AEs) occurring more frequently in
omalizumab-treated patients than those receiving pla-
cebo in pooled asthma studies are shown in Table 3,
the most common of which were pain (7% omali-
zumab; 5% placebo) and arthralgia (8% omalizumab;
6% placebo).*®

In study 1, the overall incidence of AEs between the
omalizumab and placebo groups was similar (89.2%
versus 89.1%, respectively). Seven omalizumab pa-
tients (2.6%) and six placebo patients (2.3%) experi-
enced serious AEs (excluding asthma exacerbations).
Three patients (one on omalizumab and two on pla-
cebo) had serious asthma exacerbations that required
hospitalization. One death (caused by cardiac arrest)
occurred in a patient receiving placebo. No serious AEs
were considered drug related. Four (1.5%) patients in
the omalizumab group reported urticaria compared
with eight (3.1%) in the placebo group. Injection site
reactions were reported in a similar percentage of in-
jections in the omalizumab (8.6%) and placebo (6.5%)
groups.'”

There was a similar incidence in overall AEs between
the omalizumab and placebo groups in study 2. A total
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Table 3 AEs occurring in =1% of patients and
more frequently in those receiving omalizumab
than placebo in four pooled asthma studies'®

AE Omalizumab, Placebo,
n=738(% n=717 (%)

Body as a whole

Pain 7 5

Fatigue 3 2
Musculoskeletal system

Arthralgia 8 6

Fracture 2 1

Leg pain 4 2

Arm pain 2 1
Nervous system

Dizziness 3 2
Skin and appendages

Pruritus 2 1

Dermatitis 2 1
Special senses

Earache 2 1

AEs = adverse events.

of nine (3.3%) patients on omalizumab and three (1.1%)
patients on placebo experienced serious AEs (not in-
cluding asthma exacerbations). No patients in the
omalizumab group experienced asthma exacerbations
resulting in hospitalization, whereas six (2.2%) patients
in the placebo group did. Seven patients (five on pla-
cebo) experienced urticaria that was not considered
severe.'® A total of 11.8% of omalizumab injections and
7.7% of placebo injections were associated with local
injection site symptoms; bruising was found to be the
most frequent injection site event in both groups.®

In study 3, the omalizumab and placebo groups had
similar incidence of overall AEs (76.2% versus 82.5%,
respectively). One patient in the omalizumab group
(0.8%) and five in the placebo group (4.2%) experi-
enced serious AEs, none of which were considered
drug related. Urticaria was experienced during the
study in one patient receiving omalizumab and three
receiving placebo. Local bruising was the most com-
mon local injection site symptom with 20.4% of omali-
zumab injections and 10.3% of placebo injections asso-
ciated with injection site reactions.™

In the additional trial, the incidence of AEs was
similar in the omalizumab and placebo groups (80.4%
versus 79.5%, respectively). In addition, serious AEs
were similar between the two groups (9.3% versus
10.5%). Three deaths occurred during this study, all in
the placebo group, with one death considered treat-
ment emergent because it occurred during the study.
The rate of urticaria was similar between the omali-
zumab and placebo groups (9 patients [2.1%] versus 13
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patients [3.1%]). Injection site reactions occurred with 5
(1.2%) omalizumab injections and 13 (3.1%) placebo
injections.*

Across studies, the incidence of AEs and serious AEs
were similar for omalizumab-treated and placebo
groups.'”~'*?*> However, patients taking placebo were
more likely to experience serious asthma exacerba-
tions requiring hospitalization.'”'® Urticaria was ex-
perienced by fewer patients treated with omali-
zumab than placebo.'”'%?? Injection site reactions
were more common with omalizumab than placebo
in some studies.'” 1?2

Recently, concerns over cardiovascular safety have
arisen based on an interim analysis of the EXCELS
long-term, observational, safety study with omali-
zumab.®* After an increased number of cardiovascu-
lar and cerebrovascular events in asthmatic patients on
omalizumab treatment compared with asthmatic pa-
tients on control treatment, the FDA posted an early
communication informing the public about this find-
ing. Changes to the United States prescribing informa-
tion were not recommended and patients were not
advised to stop taking omalizumab. The full extent of
any proposed risk of cardiovascular and cerebrovascu-
lar events with omalizumab treatment will be further
elucidated once the full results of the EXCELS long-
term safety study are available, later in 2012.

CONCLUSIONS

As an anti-immunoglobulin E monoclonal antibody,
omalizumab acts by a unique mechanism of action and
is currently the only anti-immunoglobulin E therapy
approved by the FDA for treatment of moderate-to-
severe allergic asthma in patients aged =12 years. Un-
like other asthma controller medications that must be
taken daily, omalizumab is administered as a subcuta-
neous injection given once every 2 or 4 weeks depend-
ing on required dosing based on bodyweight and pre-
treatment total IgE levels. Although the appropriate
omalizumab dose is determined from a dosing table
based on bodyweight and initial IgE level, continuous
IgE testing during therapy is unnecessary. Total IgE
levels (which include IgE bound to omalizumab) re-
main elevated during and up to 1 year after discontin-
uation of treatment with omalizumab, such that retest-
ing IgE levels during omalizumab therapy can not be
used as a guide for dose determination. Doses can be
adjusted based on significant changes in bodyweight.'®

Based on the three pivotal trials reviewed in this
article," ™" the approved indication for omalizumab is
for the treatment of moderate-to-severe allergic asthma
inadequately controlled with ICS therapy.'® Omali-
zumab is not indicated for the treatment of other aller-
gic conditions, the relief of acute bronchospasm or
status asthmaticus, or for use in pediatric patients <12
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years of age. The current NHLBI 2007 guidelines rec-
ommend considering the addition of omalizumab ther-
apy in patients at the more severe end of the spectrum,
requiring treatment at steps 5 and 6 (high-dose ICS +
LABA =+ additional controller medications),?® and this
is mostly where omalizumab is preferred as a treat-
ment option in clinical practice today. Thus, the re-
cently completed additional study provides important
efficacy and safety information in patients with more
severe asthma to supplement existing omalizumab
clinical trial data. This study showed that omalizumab
significantly reduces the rate of asthma exacerbations
versus placebo over a 48-week treatment period when
added to high-dose ICS + LABA therapy (with or
without additional controller medications, including
0OCS), confirming the NHLBI guideline recommenda-
tion to consider omalizumab as an additional therapy
for asthma patients (aged =12 years) requiring steps 5
or 6 therapy.
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