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KEY POINTS

� Both SCIT and SLIT are of proven effectiveness in the treatment of allergic rhinitis and
allergic asthma with some evidence that both are helpful in selected patients with atopic
dermatitis.

� Both SCIT and SLIT modify the underlying immune process resulting in persisting benefits
after cessation of treatment.

� The lesser frequency and severity of systemic reactions allows SLIT to be home adminis-
tered after the first dose.

� SCIT but not SLIT has been demonstrated to be effective using mixtures of multiple, un-
related allergen extracts.

� Although good comparative studies are lacking, available evidence suggests superior
short-term efficacy with SCIT.
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INTRODUCTION

Allergy immunotherapy (AIT) was introduced more than a century ago by Leonard
Noon as a treatment of allergic rhinitis caused by grass pollen.1 The subcutaneous in-
jection of increasing and eventually maintenance doses of various seasonal and
perennial allergens (subcutaneous immunotherapy [SCIT]) came into widespread
use for the treatment of allergic rhinitis, allergic asthma, and allergic sensitization to
insect venoms. Although of proved efficacy in allergic rhinitis,2 allergic bronchial
asthma,3 and Hymenoptera venom sensitivity,4 the use of SCIT for allergic rhinitis
and allergic asthma has been limited by the long course of treatment requiring
numerous visits to physicians’ offices, by cost, and to some extent by the possibility
of local and systemic reactions to the injections. As a result, alternative methods of AIT
have been investigated that aim to avoid these SCIT drawbacks by greatly shortening
the course of treatment, allowing home administration, or both. Alternatives under
active investigation include administering the extract in a limited number of injections
intralymphatically, applying the extracts incorporated in a patch (epicutaneously), or
treating with modified extracts that are hypoallergenic so that a few large doses are
sufficient for a course of treatment.5 The one alternative approach that has been stud-
ied the most and is now an accepted clinical practice is to administer the extract as a
liquid or a rapidly dissolving tablet (sublingual immunotherapy [SLIT]).
SCIT and SLIT are directed at modifying immune response to the allergen to which

the patient is sensitized and therefore the responses to treatment with these two ap-
proaches sharemany features (Box 1). Both have been shown to be effective for allergic
rhinitis and allergic asthma and with some support for use in selected patients with
atopic dermatitis.6 There are defined effective doses for most standardized extracts
for SCIT, for the SLIT tablets, and liquid ragweed. The sequence of immunologic

Box 1

Shared and differing attributes of SCIT and SLIT

Shared

1. Effective treatment of allergic rhinitis and allergic asthma, with some support for use in
selected patients with atopic dermatitis.

2. Defined optimal doses for standardized liquid extracts (SCIT) and SLIT tablets.

3. Underlying immunologic response
a. Early induction of regulatory T cells.
b. Later immunodeviation from a predominant Th2 to a Th1 response to the administered

allergen.
c. Suppression of Th17 responses.

4. Evidence for disease modification
a. Reduction of additional sensitization in monosensitized patients.
b. Reduction in the development of asthma in patients with allergic rhinitis.
c. Persisting benefit after stopping an effective course of treatment.

Differing

1. Frequency and severity of systemic reactions (favors SLIT).

2. Clinical efficacy with Hymenoptera venom (favors SCIT) and for food allergy (favors SLIT).

3. Lack of defined optimal doses for SLIT liquids (favors SCIT).

4. Proven effectiveness of multiple allergen mixes with SCIT but not SLIT (favors SCIT).

5. Clinical efficacy (currently available studies favor SCIT).
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