INSECT STING ALLERGY ALL 13
Includes Bee, Wasp, Ant, and Other Insect Sting Allergy.

- INFORMATION REQUIRED . Any history..

All Applicants:
* Report of Medical Examination to include the following:
- Insect(s) to which allergic
- Date of last reaction
- Description of reaction to include description of angioedema and symptoms associated with respiratory or
cardiovascular comprimise.
- Severity of reaction
- Treatment to include resuscitative or life-support treatment, and immunotherapy, if required.
- Atopic history, i.e., triad of asthma, rhinitis, and chronic urticaria.
- Recommendations for follow-up over the next 3 years.
Applicants With a History of Immunotherapy:
¢ Copy of immunotherapy report to include initiation and termination dates.
If Applicable:
» Copy of skin tests, venom challenge tests, and other diagnostic test reports.
= Copy of discharge summary for all related emergency room visits and hospitalizations.

CLEARANCE CRITERIA St | G REVIEWER S

1. Local reaction only. May include local erythema (redness), edema (swelling), or ecchymosis (bruising).

2. Mild or self-limited allergic reaction. Reaction may include one or more of the following symptoms: urticaria (hives),
rash, puritis (itching), flushing, or other hypersensitivity reaction, e.g., mild Gl symptoms.

3. If reaction includes angioedema, edema does not cause airway obstruction, i.e., does not involve the neck, oropharynx
(tongue, soft palate, lips), or larynx.

4. No significant circulatory (hypotension, syncope, shock) or respiratory (wheezing, SOB) compromise.
5. No anaphylactoid reaction or anaphylaxis, i.e., severe life-threatening allergic reaction.
6. No resuscitative or life support treatment required.
7. No coexisting atopy, i.e., triad of asthma, rhinitis, and chronic urticaria.
Meets clearance criteria 1-7, AND RN CLEAR
= No, or completed course, of immunotherapy.
PCMO FOLLOW-UP
Anaphylaxis kit required.
Does not meet clearance criteria due to one or more of the following: RN DEFER
* Ongoing immunotherapy. Until immunotherapy
complete.
PCMO FOLLOW-UP
Anaphylaxis kit required.
Does not meet clearance criteria due to one or more of the following: MED ADVISOR
* Reaction includes angioedema with associated airway obstruction, Risk varies - assess based
i.e., edema involves the neck, oropharynx (tongue, soft palate, lips), on detailed history.
or larynx.
« Coexisting atopy, i.e., triad of asthma, rhinitis, and chronic urticaria.

(continued on next page)
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‘Does not meet clearance criteria due to one or more of the following: - MED ADVISOR - DEFER/MNQ

» Reaction is severe or life-threatening (anaphylactoid or anaphylaxis),
i.e., includes any of the following symptoms:
- Significant respiratory compromise (brochospasm, stidor,
dyspnea, apnea) .
- Significant cardiovascular compromise (hypotension, syncope,
shock).

- Loss of conscienceless.
* Resuscitative or life support treatment required.

DIAGNOSTIC CODES -~ - -

989.5 Bee Sting (anaphylactic shock)
989.5 Insect Bite (venomous, poisoning)

Cross Reference ICD.9.CM

NOTES AND INSTRUCTIONS FOR REVIEWERS:

Reviewers to Consider:
* None

COMMENTS: : e et s

Definitions:

= Anaphylaxis: Immediate systemic reaction caused by rapid IgE-mediated immune release of potent mediators from
tissue mast cells and peripheral blood basophils. Clinically, the term anaphylaxis is used to describe a rapidly developing
generalized reactions that may include pruritis, urticaria, angioedema (especially laryngeal edema), hypotension,
wheezing and bronchospasm, nausea, vomiting, pain, diarrhea, uterine contractions, and/or direct cardiac effects,
including arrhythmias.

* Anaphylactoid reactions: Immediate systemic reactions that are clinically similar to anaphylactic episodes but are not
caused by an IgE-mediated immune response. One of the most common mechanisms of production of anaphylactoid
reactions involves the direct (nonantigen-IgE) release of mediators from mast cells and basophils. This occurs in
reactions to drugs and biologicals, most cases of idiopathic anaphylaxis, the majority of cases of exercise-induced
anaphylaxis, and probably anaphylaxis from other physical factors, such as cold and sunlight. It may also be produced
by chemical agents capable of causing mast cell degranulation, e.g., radiocontrast material or opiates.

» Angioedema: Edema extending into the deep dermis and subcutaneous tissue. The lesions of angioedema are large
plaques (swollen and nonpitting), often on the eyelids, lips, palms, soles, or other parts of the face and extremities.
Clinically it is characterized by swelling of the subcutaneous or submucosal tissue but without puritis. Involvement of the
mucous membranes or the oropharynx may cause airway obstruction.

» Utlicaria (hives): Raised, erythematous areas of edema involving only the superficial part of dermis. Urticaria lesions
are typically localized, raised, swellings that are intensely itchy.

Risk of Recurrence: Major risk factors for recurrence of ariaphylaxis include a prior history of such reactions,
beta-adrenergic blocker or possibly ACE inhibitor therapy, and the multiple antibiotic sensitivity syndrome. Atopic
background may be a risk factor for venom-and latex-induced anaphylaxis and possibly anaphylactoid reactions to
radiographic contrast material but not for anaphylactic reactions to many medications.

[The diagnosis and management of anaphyiaxis. Joint Task Force on Practice Parameters, American Academy of
Allergy, Asthma and Immunology, American College of Allergy, Asthma and Immunology, and the Joint Council of
Allergy, Asthma and Immunology 1998 Aug;102(2):264 and 1998]

Symptc_ams: Evaluation of symptoms should include the upper and lower airways (evidence of edema, stridor, dyspnea,
wheezmg,‘or apnea), the cardiovascular system (hypotension or syncope), the skin (urticaria, angioedema, or flushing),
the gastrointestinal system (vomiting and diarrhea), and the state of consciousness. Signs and symptoms of potentially
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life-threatening anaphylaxis include stridor, respiratory distress, wheezing, hypotension, cardiac arrhythmia, shock,
seizures, and loss of consciousness. Such patients require immediate treatment.

Frequency of Occurrence of Signs and Symptoms of Anaphylaxis

SIGNS/SYMPTOMS PERCENT
Urticaria and angioedema 88
Upper airway edema 56
Dyspnea, wheeze 47
Flush 46
Dizziness, syncope, hypotension 33
Nausea, vomiting, diarrhea, cramping abdominal pain 30
Headache 15
Rhinitis 16
Substernal pain 6
Itch without rash 4.5
Seizure 1.5

Atopy: Atopic subjects appear to be predisposed to anaphylaxis and anaphylactoid reactions in general because they
account for an inordinate percentage of cases in random series and in series of cases of idiopathic anaphylaxis,
exercise-induced anaphylaxis, and anaphylactoid reactions to radiocontrast material. It is unclear why atopics exhibit a
heightened predisposition. It is evident that increased levels of IgE and IgE mast cell interaction (as conventionally
understood) ar not sufficient alone to account for this phenomenon. [Middleton: Allergy: Principles and Practice, 5th
ed., 1998]

Death from Anaphylaxis: Is usually due to respiratory obstruction and/or cardiovascular collapse. In patients dying from
respiratory obstruction there is edema of the airway and pulmonary hyperinflation. Upper airway edema can be found in
about 60% of deaths. Bronchial obstruction with hyperinflation of the lungs occurs in about half the cases. Bronchial
obstruction is due to a combination of spasm, submucosal edema, and secretions. When death is due to cardiovascular
collapse, there may be no postmortem findings. Myocardial damage, however, can be detected in the majority of cases.

Insect Stings: Stinging insects are members of the order Hymenoptera, which includes apids (bees), vespids (yellow
jackets, hornets, wasps) and ants. Insect stings commonly cause local (non-anaphylactic) as well as generalized skin,
respiratory, and/or vascular reactions. The self-reported prevalence of insect sting allergy is about 0.5-1.0%. About 40
deaths are attributed to insect stings each year in the United States.

Systemic reactions to stings are differentiated from local reactions (e.g., swelling of the area around the sting site in
which the signs and syptoms are contiguous with the sting site) and toxic reactions, which occur after multiple stings.
Toxic reactions may appear identical to anaphylaxis, but are produced by vasoactive compounds in the venom itself,
rather than by compounds released in response to IgE activity. Delayed reactions (>4 hours post-sting) may include a
serum sickness-like syndrome, Guillain-Barre syndrome, glomerulonephritis, or myocarditis. The pathophysiology of
most delayed reactions is unclear. In adults with a history of insect sting anaphylaxis, the risk of anaphylaxis with future
stings is 30-60%, suggesting that hypersensitivity can be lost.

Diagnosis: is by clinical history and demonstration of venom-specific IgE antibodies. Skin testing is preferred over
in vitro tests because it is more sensitive. Lyophilized preparations are available for testing for honeybee, wasp, yellow
jacket, yellow hornet, and white-faced hornet venoms. Whole body extracts are available for testing fire ant and
sweatbee sensitivity. Diagnostic studies are not indicated for large local reactions because there is no evidence that
these reactions are predictive of later systemic reactions. [Nicklas et al. 1998]

Fire Ants: Based on physician surveys, 2-4% of individual have serious systemic anaphylactic reactions to stings by
imported fire ants, and 17-56% have large local reactions. Large local reactions may evolve into a second phase of
pruritic erythema induration 6-24 hours later.

Reduviid Bug: The reduviid bug (Triatoma spp.) is a nocturnal blood-sucking arthoropd found in the southwest U.S. and in
other parts of the world. From serologic studies, the prevalence of IgE-mediated sensitivity is about 6% in areas where
the insects are found. Both anaphylactic and local reactions occur, in response to salivary gland antigens deposited in
the bite. Other insect bites may also cause a range of allergic reactions. Skin testing is used to confirm the diagnosis of
reduviid bug allergy, and subsequent reactions have been prevented by allergen immunotherapy. [Nicklas et al. 1998]
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Management:

* Venom Immunotherapy : Venom immunotherapy is indicated in adults who have experienced a systemic reaction to an
insect sting and who have positive skin test responses to one or more insects. Treatment is recommended for 3-5 years,
after which the risk of anaphylaxis is estimated at 8-14% . Guidelines for the safe cesstion of venom immunotherapy are
still developing. Conversion from two positive skin tests to a negative result is an agreed upon criteria for stopping
therapy. Rounghly 20% of individuals convert to a negative skin test after 3-5 years of therapy. [American Journal of
Emergency Medicine, Vol. 14, No. 4, July 1996]

¢ Venom Immunotherapy for Fire Ants: Whole body immunotherapy for fire ants consists of weekly subcutaneous
injections, which may continue over a period of years. In patients who discontinued therapy after 2-19 years, 76% still
had skin test sensitivity, but 94% had no reaction on receiving a sting.

* Anaphylaxis and Immunotherapy: Venom immunotherapy is generally well-tolerated. Approximately 6% of patients
have treatment-related allergic reactions to the venom. The reactions tend to be mild and develop soon after initiation of
treatment. Severe anaphylactic reactions to skin testing and allergen immunotherapy are rare, but do occur. Ina
national survey of allergists covering the period 1985-98, no deaths related to skin testing and 17 deaths related to
allergy immunotherapy were reported. Sting-sensitive individuals who do not receive venom immunotherapy should
receive instruction on avoidance and use of use of epinephrine emergency kits.

Literature review and abstract available.
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life-threatening anaphylaxis include stridor, respiratory distress, wheezing, hypotension, cardiac arrhythmia, shock,
seizures, and loss of consciousness. Such patients require immediate treatment.

Frequency of Occurrence of Signs and Symptoms of Anaphylaxis

SIGNS/SYMPTOMS PERCENT
Urticaria and angioedema 88
Upper airway edema 56
Dyspnea, wheeze 47
Flush 46
Dizziness, syncope, hypotension 33
Nausea, vomiting, diarrhea, cramping abdominal pain 30
Headache 15
Rhinitis 16
Substernal pain 6
Itch without rash 4.5
Seizure 1.5

Atopy: Atopic subjects appear to be predisposed to anaphylaxis and anaphylactoid reactions in general because they
account for an inordinate percentage of cases in random series and in series of cases of idiopathic anaphylaxis,
exercise-induced anaphylaxis, and anaphylactoid reactions to radiocontrast material. It is unclear why atopics exhibit a
heightened predisposition. It is evident that increased levels of IgE and IgE mast cell interaction (as conventionally
understood) ar not sufficient alone to account for this phenomenon. [Middleton: Allergy: Principles and Practice, 5th
ed., 1998]

Death from Anaphylaxis: Is usually due to respiratory obstruction and/or cardiovascular collapse. In patients dying from
respiratory obstruction there is edema of the airway and pulmonary hyperinflation. Upper airway edema can be found in
about 60% of deaths. Bronchial obstruction with hyperinflation of the lungs occurs in about half the cases. Bronchial
obstruction is due to a combination of spasm, submucosal edema, and secretions. When death is due to cardiovascular
collapse, there may be no postmortem findings. Myocardial damage, however, can be detected in the majority of cases.

Insect Stings: Stinging insects are members of the order Hymenoptera, which includes apids (bees), vespids (yellow
jackets, hornets, wasps) and ants. Insect stings commonly cause local (non-anaphylactic) as well as generalized skin,
respiratory, and/or vascular reactions. The self-reported prevalence of insect sting allergy is about 0.5-1.0%. About 40
deaths are attributed to insect stings each year in the United States.

Systemic reactions to stings are differentiated from local reactions (e.g., swelling of the area around the sting site in
which the signs and syptoms are contiguous with the sting site) and toxic reactions, which occur after multiple stings.
Toxic reactions may appear identical to anaphylaxis, but are produced by vasoactive compounds in the venom itself,
rather than by compounds released in response to IgE activity. Delayed reactions (>4 hours post-sting) may include a
serum sickness-like syndrome, Guillain-Barre syndrome, glomerulonephritis, or myocarditis. The pathophysiology of
most delayed reactions is unclear. In adults with a history of insect sting anaphylaxis, the risk of anaphylaxis with future
stings is 30-60%, suggesting that hypersensitivity can be lost.

Diagnosis: is by clinical history and demonstration of venom-specific IgE antibodies. Skin testing is preferred over
in vitro tests because it is more sensitive. Lyophilized preparations are available for testing for honeybee, wasp, yellow
jacket, yellow hornet, and white-faced hornet venoms. Whole body extracts are available for testing fire ant and
sweatbee sensitivity. Diagnostic studies are not indicated for large local reactions because there is no evidence that
these reactions are predictive of later systemic reactions. [Nicklas et al. 1998]

Fire Ants: Based on physician surveys, 2-4% of individual have serious systemic anaphylactic reactions to stings by
imported fire ants, and 17-56% have large local reactions. Large local reactions may evolve into a second phase of
pruritic erythema induration 6-24 hours later.

Reduviid Bug: The reduviid bug ( Triatoma spp.) is a nocturnal blood-sucking arthoropd found in the southwest U.S. and in
other parts of the world. From serologic studies, the prevalence of IgE-mediated sensitivity is about 6% in areas where
the insects are found. Both anaphylactic and local reactions occur, in response to salivary gland antigens deposited in
the bite. Other insect bites may also cause a range of allergic reactions. Skin testing is used to confirm the diagnosis of
reduviid bug allergy, and subsequent reactions have been prevented by allergen immunotherapy. [Nicklas et al. 1998]
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Management:

* Venom Immunotherapy : Venom immunotherapy is indicated in adults who have experienced a systemic reaction to an
insect sting and who have positive skin test responses to one or more insects. Treatment is recommended for 3-5 years,
after which the risk of anaphylaxis is estimated at 8-14% . Guidelines for the safe cesstion of venom immunotherapy are
still developing. Conversion from two positive skin tests to a negative result is an agreed upon criteria for stopping
therapy. Rounghly 20% of individuals convert to a negative skin test after 3-5 years of therapy. [American Journal of
Emergency Medicine, Vol. 14, No. 4, July 1996]

* Venom Immunotherapy for Fire Ants: Whole body immunotherapy for fire ants consists of weekly subcutaneous
injections, which may continue over a period of years. In patients who discontinued therapy after 2-19 years, 76% still
had skin test sensitivity, but 94% had no reaction on receiving a sting.

* Anaphylaxis and Immunotherapy: Venom immunotherapy is generally well-tolerated. Approximately 6% of patients
have treatment-related allergic reactions to the venom. The reactions tend to be mild and develop soon after initiation of
treatment. Severe anaphylactic reactions to skin testing and allergen immunotherapy are rare, but do occur. In a
national survey of allergists covering the period 1985-98, no deaths related to skin testing and 17 deaths related to
allergy immunotherapy were reported. Sting-sensitive individuals who do not receive venom immunotherapy should
receive instruction on avoidance and use of use of epinephrine emergency kits.

Literature review and abstract available.
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Includes Latex, Radiocontrast Material, Vaccine, and Other Allergy.

All Applicants:
* Report of Medical Examination to include the following:
- Substance(s) to which allergic
- Date of last reaction
- Description of reaction to include description of angioedema and symptoms associated with respiratory or
cardiovascular comprimise.
- Severity of reaction
- Treatment to include resuscitative or life-support treatment if required.
- Atopic history, i.e., triad of asthma, rhinitis, and chronic urticaria.
- Recommendations for follow-up over the next 3 years.
If Applicable:
* Copy of skin tests, challenge tests, and other diagnostic test reports.
* Copy of discharge summary for all related emergency room visits and hospitalizations.

CLEARANCE CRITERIA

REVIEWER: GUIDANCE -

1. Mild or self-limited allergic reaction. Reaction may include one or more of the following symptoms: urticaria (hives),
rash, puritis (itching), flushing, or other hypersensitivity reaction, e.g., mild Gl symptoms.

2. If reaction includes angioedema, edema does not cause airway obstruction, i.e., does not involve the neck, oropharynx|
(tongue, soft palate, lips), or larynx.

3. No significant circulatory (hypotension, syncope, shock) or respiratory (wheezing, SOB) compromise.

4. No anaphylactoid reaction or anaphylaxis, i.e., severe life-threatening allergic reaction.

5. No resuscitative or life support treatment required.

6. No coexisting atopy, i.e., triad of chronic asthma, rhinitis, and urticaria.

Meets clearance criteria 1-6, AND RN ‘ CLEAR

* Allergy: Latex. PCMO FOLLOW-UP

Avoid use of latex (latex free products, e.g., gloves
and condoms, required).

Anaphylaxis kit required.
Meets clearance criteria 1-6, AND RN CLEAR
 Allergy: Radiocontrast Material. PCMO FOLLOW-UP
Avoid radiocontrast material.
Meets clearance criteria 1-6, AND MED ADVISOR R
* Allergy: Vaccine. Risk varies - assess based
on detailed history.
PCMO FOLLOW-UP
Avoid specific vaccine.
Meets clearance criteria 1-6, AND MED ADVISOR
= Allergy: Other Substance. Risk varies - assess based
on detailed history.
Does not meet clearance criteria due to one or more of the following: MED ADVISOR
* Reaction includes angioedema with associated airway obstruction, Risk varies - assess based
i.e., edema involves the neck, oropharynx (tongue, soft palate, lips), on detailed history.
or larynx.

» Coexisting atopy, i.e., triad of chronic asthma, rhinitis, and urticaria.
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Does not meet clearance criteria due to one or more of the following: MED ADVISOR - DEFER/MNQ

+ Reaction is severe or life-threatening (anaphylactoid or anaphylaxis),
i.e., includes any of the following symptoms:

s Significant respiratory compromise (brochospasm, stidor,
dyspnea, apnea) .
- Significant cardiovascular compromise (hypotension, syncope,
shock).
- Loss of conscienceless.

» Resuscitative or life support treatment required.

'DIAGNOSTIC CODE

995.2 Radiocontrast Material (allergic reaction)
995 Latex Allergy
995 Vaccine Allergy

Cross Reference 1CD.9.CM

-NOTES AND INSTRUCTIONS FOR REVIEWER!

Reviewers to Consider:

» Screening nurses should document intolerance to substance or hypersensitivity reaction, e.g., mild Gl symptoms,
on problem list if applicable.

 COMMENTS:

Definitions:

» Anaphylaxis: Immediate systemic reaction caused by rapid |gE-mediated immune release of potent mediators from
tissue mast cells and peripheral blood basophils. Clinically, the term anaphylaxis is used to describe a rapidly developing
generalized reactions that may include pruritis, urticaria, angioedema (especially laryngeal edema), hypotension,
wheezing and bronchospasm, nausea, vomiting, pain, diarrhea, uterine contractions, and/or direct cardiac effects,
including arrhythmias.

= Anaphylactoid reactions: Immediate systemic reactions that are clinically similar to anaphylactic episodes but are not
caused by an IgE-mediated immune response. One of the most common mechanisms of production of anaphylactoid
reactions involves the direct (nonantigen-IgE) release of mediators from mast cells and basophils. This occurs in
reactions to drugs and biologicals, most cases of idiopathic anaphylaxis, the majority of cases of exercise-induced
anaphylaxis, and probably anaphylaxis from other physical factors, such as cold and sunlight. It may also be produced
by chemical agents capable of causing mast cell degranulation, e.g., radiocontrast material or opiates.

« Angioedema: Edema extending into the deep dermis and subcutaneous tissue. The lesions of angioedema are large
plaques (swollen and nonpitting), often on the eyelids, lips, palms, soles, or other parts of the face and extremities.
Clinically it is characterized by swelling of the subcutaneous or submucosal tissue but without puritis. Involvement of the
mucous membranes or the oropharynx may cause airway obstruction.

* Urticaria (hives): Raised, erythematous areas of edema involving only the superficial part of dermis. Urticaria lesions
are typically localized, raised, swellings that are intensely itchy.

Risk of Recurrence: Major risk factors for recurrence of anaphylaxis include a prior history of such reactions,
beta-adrenergic blocker or possibly ACE inhibitor therapy, and the multiple antibiotic sensitivity syndrome. Atopic
background may be a risk factor for venom-and latex-induced anaphylaxis and possibly anaphylactoid reactions to
radiographic contrast material but not for anaphylactic reactions to many medications.

[The diagnosis and management of anaphylaxis. Joint Task Force on Practice Parameters, American Academy of

Allergy, Asthma and Immunclogy, American College of Allergy, Asthma and Immunology, and the Joint Council of
Allergy, Asthma and Immunology 1998 Aug;102(2):264 and 1998]
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Symptoms: Evaluation of symptoms should include the upper and lower airways (evidence of edema, stridor, dyspnea,
wheezing, or apnea), the cardiovascular system (hypotension or syncope), the skin (urticaria, angioedema, or flushing),
the gastrointestinal system (vomiting and diarrhea), and the state of consciousness. Signs and symptoms of potentially
life-threatening anaphylaxis include stridor, respiratory distress, wheezing, hypotension, cardiac arrhythmia, shock,
seizures, and loss of consciousness. Such patients require immediate treatment.

Frequency of Occurrence of Signs and Symptoms of Anaphylaxis

SIGNS/SYMPTOMS PERCENT
Urticaria and angioedema 88
Upper airway edema _ 56
Dyspnea, wheeze 47
Flush 46
Dizziness, syncope, hypotension 33
Nausea, vomiting, diarrhea, cramping abdominal pain 30
Headache 15
Rhinitis 16
Substernal pain 6
Itch without rash 4.5
Seizure f T

Atopy: Atopic subjects appear to be predisposed to anaphylaxis and anaphylactoid reactions in general because they
account for an inordinate percentage of cases in random series and in series of cases of idiopathic anaphylaxis,
exercise-induced anaphylaxis, and anaphylactoid reactions to radiocontrast material. It is unclear why atopics exhibit a
heightened predisposition. It is evident that increased levels of IgE and IgE mast cell interaction (as conventionally
understood) ar not sufficient alone to account for this phenomenon. [Middleton: Allergy: Principles and Practice, 5th
ed.,1998]

Death from Anaphylaxis: Is usually due to respiratory obstruction and/or cardiovascular collapse. In patients dying from
respiratory obstruction there is edema of the airway and pulmonary hyperinflation. Upper airway edema can be found in
about 60% of deaths. Bronchial obstruction with hyperinflation of the lungs occurs in about half the cases. Bronchial
obstruction is due to a combination of spasm, submucosal edema, and secretions. When death is due to cardiovascular
collapse, there may be no postmortem findings. Myocardial damage, however, can be detected in the majority of cases.

Vaccines:

= Anaphylactic reactions to vaccines are rare, and are attributed to egg proteins found in certain vaccines, and to other
components (e.g., hydrolyzed gelatin, sorbitol, neomycin) in other vaccines.

= Current measles and mumps vaccines are produced in chick embryo fibroblast cultures which contain minute amounts
of proteins that cross-react with eggs. Most reactions appear to be due to other components, e.g., gelatin or neomycin.
» Yellow fever and influenza vaccines are produced in embryonated eggs and contain more egg protein than do measles
and mumps vaccines, raising concerns about giving these vaccines to individuals who have a history of anaphylaxis due
to eggs. On rare occasions, these vaccines may induce immediate allergic reactions, including anaphylaxis. Skin
testing with yellow fever vaccines is recommended before administration to individuals with history of systemic
anaphylactic symptoms after egg ingestion (generalized urticaria, hypotension, and/or manifestations of upper or lower
airway obstruction). If the skin test is negative, the vaccine can be given. If it is positive, a desensitization protocol may
be tried, though there is disagreement among experts about whether this is necessary. Skin testing with influenza
vaccine has been used in children with a history of severe anaphylactic reactions to eggs. However, the recommendation
is not to vaccinate such children, in view of the need for annual vaccination and the potential risk. (No comparable
information on adult influenza vaccination was found in the material reviewed.) [Nicklas et al. 1998]

* RabAvert vaccines for rabies also is contraindicated in individuals allergic to egg and egg protein. [Nicklas et al. 1998]

Latex: Latex sensitivity has emerged as a problem over the last several decades, with increased used of latex products,
which number in the thousands. Health care workers and others with occupational exposure to latex are at higher risk of
reactions than the general public, although the condition can develop in anyone, particularly atopic individuals.

Exposure to latex may be by direct contact, parenteral administration, or aerosol (e.g., from powdered latex gloves
when latex components are absorbed onto cornstarch powder particles, which are then inhaled). Mucosal contact and
parenteral administration pose the greatest risk for anaphylaxis and can cause life-threatening reactions in individuals
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with previous mild cutaneous or respiratory reactions. Patients with diagnosed latex allergy by history or skin testing
should wear a medical identification bracelet, carry a medical identification card, or both. Patients may alsc be instructed
to carry epinephrine and antihistamines for self-administration.

Skin prick tests should be considered for patients who are at risk or have a history suggestive of latex sensitivity. All
individuals with identified latex sensitivity should have all medical/surgical/dental procedures performed in a
latex-controlled environment, which is defined as an environment in which no latex gloves or accessories (catheters,
adhesives, tourniquets, and anesthesia equipment) come into contact with the patient. [Nickias et al. 1998]

Radiographic contrast material (RCM): Radiographic contrast material that is used extensively in radiologic
examinations, induces adverse reactions of all types in about 5-8% of individuals, including some anaphylactoid
reactions. Life-threatening reactions occur in <0.1% with conventional (high osmolality) RCM. The risk of a second
anaphylactoid reaction is estimated at 16-44%, if no precautions are taken. Newer (low osmolality) agents appear to
reduce the risk of anaphylactoid reactions to about 1/5 of those with conventional agents. Patients who have had an
anaphylactoid reaction to RCM should avoid these materials, if possible. If their use is necessary, the patient may be
pretreated (usually with oral glucocorticosteroids, H1 and H2 antihistamines, and other medications such as ephedrine),
and low osmolar RCM should be used. [Nickias et al. 1998]

Literature review available.
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