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Summary

//; this study, 129 patients (38 male, 91 female; mean
age:34.6 years) with allergic rhinoconjunctivitis (AR) were di-
agnosed with clinical features, evaluation oftotal and spesific
IgE levels in sera, positive skin prick test and positive con-

Junctival provocation test were given specific immunotherapy
(SIT) for 3 years. We re-evaluated all patients with skin prick
test and serum total and specific IgE levels after SIT.
Additionally, we determined symptom scores for each patient
before and after from SIT. We found that 78 of the patients
(59.5 %) were sensitive to grass pollens, 38 of the patients (29

"/,,) were sensitive to house dusts and 15 of the patients (11.5 %)

were sensitive to herb pollens. We aimed to evaluated cause of
Jfailure in patients with AR who were given SIT for three years
but had been unsuccessful.

In 43 of 129 patients, hypersensitivity reactions to new
allergens were detected that were not determined in the begin-
ning of SIT. There were no expected reduction in neither symp-
tom scores nor in the need of antihistaminic usage during SIT
in these patients. We ascertained hypersensitivity to herb mix
allergens in 22 patients (51 %), tree mix allergens in 16 pa-
tients (37.2 %), D. fdrinae and pteronyssinus in 11 patients
(25.5 %), animal dendars in 7 patients (16.2 %), grass mix al-
lergens in 2 patients (4.6 %) and mould allergens in one pa-
tients (2.3 %).

As a result, we emphasize that ifthere is no expected cli-
nical improvement we should consider hypersensitivity to
other allergens in AR patients who received SIT.
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Bu ¢alismada klinik (kellikleri, serum total ve spesifik
IgE seviyeleri, pozitifcilt prick testi ve pozitif konjuktival pro-
vokasyon testi (KPT) ile allerjik rinokonjuktivit (AR) tanisi
konulan 129 hastaya (38 erkek, 91 kadin; ortalama yas: 34.6
yil) 3 yil boyunca spesifik iinmiinoterapi (SIT) uygulandi. SIT
sonrast tiim hastalar: cilt prick testi ve serum total and spesi-
fik IgE seviyeleri ile yeniden degerlendirdik. Ayrica her bir
hasta i¢in SIT oncesi ve sonrasinda semptom skorlarini be-
lirledik. SIT baslangicinda 78 hastada (% 59.5) grass polen-
lere, 38 hastada (% 29) ev tozlarina ve 15 has/ada (% 11.5)
herb polenlere karst hassasiyet saptandr. Calismada SIT' ye
umulan cevabr vermeyen hasta/ardaki yetersiz cevabin neden-
lerinin  arastirilmast  amaglandi.

SIT' hin baslangicinda saptanmayan yeni allerjenlere
karst  hassasiyet gelisgimi 129 hastanin  43'iinde saptandi. Bu
hasta/arda SIT esnasinda ne semptom skorunda ne de antihis-
taminik kullaniminda umulan azalma yoktu. Bu hastalarin 22'
sinde (% 51) herb miks allerjenlere, 16'sinda (% 37.2) tree
miks allerjenlere, 11'inde (% 25.5) D. farinae and pteroiyssi-
ntis ullerjenlerine, 7'sinde (% 16.2) hayvan tiiylerine, 2'sinde
(% 4.6) grass miks allerjenlere ve bir hastada (% 2.3) mould
allerjenlere karsi hassaiyet saptandi.

Sonug olarak SIT uygulanan AR’ li hastalarda, eger umu-
lan  klinik  diizelme  goriilmiiyorsa  diger allerjenlere  karsi

hipersensitivite ~ gelisimi  diistiniilmelidir.

Anahtar Kelimeler: Allerjik rinokonjuktivit.
Spesifik imnmiinoterapi
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Allergy is usually considered to be an im-
munologic dysfunction leading to a severe local in-
flammatory response or to more serious systemic
effects. Such effects are brought about by contact
with allergens which, during prior exposure of the
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patient, have induced particular elevated specific
immune responses, in most cases, of the IgE iso-
type (1). Allergic rhinoconjunctivitis (AR) is char-
acterized by nasal irritation, sneezing, lacrimation,
itching, conjunctival hyperemia and rhinorhea fol-
lowing exposure to the relevant allergen (2,3).

Specific immunotherapy (SIT) has been wide-
ly used to treat immediate hipersensitivity type re-
actions that known to be primarily mediated by al-
lergen specific IgE antibodies, such as allergic
rhinoconjunctivitis, asthma and severe reactions to
insect stings (4-6). An early classic evaluation of
the efficacy of SIT was reported by Lowell and
Franklin in 1963 (7). Multipl studies by various in-
vestigators have demonstrated decreased symptoms
resulting from SIT, however, the effect of SIT is not
clear on immune system (8).

In most instances, correctly performed specific
allergen immunotherapy is a safe and effective
therapeutic modality. It is easy to administer and in
most patients is well tolerated. Some patients do
not respond to SIT. Cause of this may be incorrect
diagnosis, insufficient treatment and development
or aggravation of other allergies (6,8-12).

In this study, we aim to evaluate why therapy
was unsuccessful in some patients with AR who
has been applied SIT.

Materials and Methods

In this study, 129 patients with AR were diag-
nosed with personal and family history, physical
examination, positive skin prick test, positive con-
junctival provocation test and in vitro tests such as
scrum levels of total and specific IgE antibodies
were admitted. Ninety-one patients (70.5%) were
female and 38 patients were men (29.5%) with
mean age were 34.6 + 7.8 years (mean = SD) (range
19-56).

3 Hep / ml (histairrine equivalent prick /ml)
allergen dose was used for prick test and allergens
that the patients are sensitive were determined.
Skin prick tests were read at 15 min. The reactions
were graded as follows : + corresponding to a reac-
tion of one-fourth the histamine standard, ++ reac-
tion half the size, +++ equal to, and ++++ twice as
large as the wheal of the histamine standard (10
mg/ml). Reactions > ++ were regarded as positive.
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The allergens used for skin prick test and conjunc-
tival provocation test were provided by ALK . We
found hypersensitivite to grass pollens in 76 pa-
tients (58.9%), to dermatophagoides pteronyssinus
and dermatophagoides farinae in 38 patients
(29.5%) and to herb pollens in 15 patients (11.6%).
Each patients were sensitive only one allergen and
have not another disease.

Hyposensitization was started with weekly in-
jections and the allergen dose was increased as
rapidly as possible until a maximal tolerated dose
was reached (maximal dose: 100.000 SQU
(Standart Quantification Unite)/ ml). The patients
were applied SIT with allutard antigens of A L K for
three years and were re-evaluated with skin prick
test after three years.

Symptom score (SS) was evaluated with fol-
lowing criteria; rhinorhea, nasal obstruction, sneez-
ing and itching at nose and palate. Each symptom
were graded as; 0: no symptom, 1+ : mild, 2+ :
moderate, 3+ : severe symptom. Total symptom
scores were calculated in each patient before and
after SIT. Less than 50 % decreases in SS were ac-
cepted as good clinical response to SIT.

Serum specific and total IgE levels were deter-
mined by fluoroimmunoassay (using FEIA Kkit,
Pharmacia C A P system).

Statistical analyses were performed by student
T test.

Results

In the beginning of the SIT, we found that 76
of the patients (58.9%) were sensitive to grass pol-
lens, 38 of the patients (29.5 %) were sensitive to
D. pteronyssinus and D. farinae and 15 of the pa-
tients (11.6%) were sensitive to herb pollens.

The symptom score was evaluated before and
three years after SIT in every patient. A decrease
more than 50% in symptom score was accepted as
positive response to therapy. According to that, 95
of patients (73.6%) responded to therapy, where as
34 (26.4%) did not.

In 43 of 129 patients (33.3%), hypersensitivity
reactions were established to new allergens that
were not determined in the beginning of SIT.
Twenty eight of these patients were female and 17
patients were male (mean age = SD: 323 + 6.1
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years). According to sex and age, there was no sta-
tistical difference between patients responded and
who did not respond to SIT (p>0.05).

There were no expected reduction in neither
symptom scores nor in the need of antihistamine
usage during SIT in these patients. Although SS
was decreased more than 50% in 9 AR patients
(6.9%), we determined hypersensitivity reactions to
new allergens in these patients. In 5 of 43 patients
(11.6%), hypersensitivity reactions to allergens
were established for more than one antigen. In the
end of the SIT, we determined new hypersensitivi-
ty reactions to; herbs mix allergens in 22 patients
(51%), tree mix allergens in 16 patients (37.2%), D.
farinac and ptcronyssinus in 11 patients (25.5%),
animal dendars in 7 patients (16.2%), grasses mix
in 2 patients (4.6%), mould allergens in one pa-
tients (2.3%).

Discussion

Inhaleted allergens are important factors in the
etiology and provacation of allergic rhinoconjunc-
tivitis. It is a matter of debate why some of the peo-
ple living in the same region have Type I hypersen-
sitivity reaction and why some have not. In this as-
pect, genetic and enviromental factors are both in-
volved (4,5,13,14). Allergy is common disease
which have a high prevalence in most human popu-
lations and show a clear familial aggregation (1,13).

Since Noon's report in 1911 (15), SIT has been
widely accepted as a specific treatment for allergic
diseases such as allergic rhinoconjunctivitis, asthma
and severe reactions to insect stings and has been
shown to be clinically effective in numerous con-
trolled trials (5,8,16-19). Allergen immunotherapy
is effective only in IgE-mediated allergic diseases.
Such therapy consist of injecting increasing
amounts of the offending allergens to the patient
to bring about reduced sensitivity to the allergens
(4,6,9). While the exact mechanism by which SIT
causes this reduction in symptoms is unclear, many
immunologic changes has been documented to oc-
cur in patients receiving this therapy. Several possi-
bilities have been proposed, including altered regu-
lation of IgE synthesis, production of specific [gG4
as blocking antibodies, decreasing of degranulation
in mast and basofil cells as a result to allergen and

T Klin J Med Res 1998. 16

SENTURK"i al,

stimulation of T lymphocytes that can suprcss pro-
duction of IgE (6,20-23).

SIT is relatively easy to administer and in the
majority of patients it is well tolerated. The SIT
usually relieve symptoms of the patients who are
candidate for this therapy, however, it does not nec-
essarily result in cure (4-6).

SIT is a long-term treatment and optimal
length of treatment is unknown. Usually a treat-
ment period of at least 3 to 5 years is recommend-
ed. Treatment may be unsuccesful because of in-
correct diagnosis, insufficient allergen dosage, and
the development or aggravation of other allergies.
In addition, a proportion of patients do not respond
to immunotherapy. In general, patients with multi-
ple unrelated sensitivities, e.g. to pollens, dust
mites, animal danders, and moulds, have more se-
vere or more complex disease and do less well on
this form of therapy (6).

Therefore, patients who have only one allergen
hypersensitivity were included to this study. We
evaluated symptom scores and need of antihista-
minic usage in each patient along three years, and
repeated skin prick test at the end of the treatment.
We specially determined development of new aller-
gen hypersensitivity in patients who do not respond
to SIT. We thought that the cause of unsuccessful
treatment is development of new allergen hyper-
sensitivity in some patients with AR.

In our study, 73.4% of patients were success-
fully treated with the SIT. This result is in correla-
tion with other studies in literature (5,7,24,25).
Consequently, SIT is an effective and safe thera-
peutic method in AR therapy. However, if there is
no expected clinical recovery in AR patients who
applied SIT, we should consider hypersensitivity to
other new allergens.
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