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Introduction

The current HIN1 influenza pandemic has heightewemreness of the health benefits of
influenza vaccination. Because the H1N1 vaccirexpected to contain egg antigen
(concentration unknown at this time), persons sithpected egg allergy are instructed to
check with their physicians before receiving H1Nitaination. Previous experience with
seasonal influenza vaccines (which also containaegigen) suggests that many people
with diagnosed or suspected egg allergy can recefleznza vaccination safely, if
precautions are followed. This paper offers guigamt the evaluation of the patient with
suspected egg allergy who needs H1N1 vaccinatimhpatlines precautionary measures
that can enhance the safe administration of vaccine

Evaluation with medical history, egg and vaccine skin testing

Persons with a history of suspected egg allergywammlhave an indication for HIN1
vaccination should first be evaluated by a spestiaii food and vaccine allergy. The
evaluation begins with a detailed history to assiesdikelihood that the patient has an
anaphylactic sensitivity to egg. If the clinicastary is consistent with anaphylaxis from
egg allergy, then (prick) skin testing for egg @le or specific in vitro IgE antibody
testing for egg allergy is indicated. Skin testigreferred because of superior
sensitivity, faster results and lower cost.

Skin testing should also be performed with the Hisdcine itself. Based on experience
with seasonal influenza vaccines, a prick test Wwithstrength vaccine is appropriate for
most patients (with appropriate positive and negatontrol skin tests). Those with a
history of life-threatening anaphylaxis can betfiested with diluted vaccine. If the prick
skin tests are negative, the patient should undetgadermal skin testing with a 1:100
dilution of the vaccine.

The operating characteristics (ie “false negatmed “false positive” rates) of HLIN1 skin
testing in the diagnosis of vaccine allergy is umkn. Experience with seasonal
influenza skin testing suggests that the irritesponse rate (ie "false positive” rate) is
about 15%.



If skin tests are negative

If the skin testing or specific in vitro IgE antitytesting for egg allergy are negative and
the skin test to HIN1 vaccine is negative, thedole of the vaccine can be
administered. However, because the predictive valli€LN1 skin testing has not been
studied, it is recommended in this situation thatltH1N1 vaccine be administered in a
clinical setting prepared to manage anaphylaxise®a should be observed for at least
30 minutes after vaccine administration.

If skin tests are positive

If the skin testing or specific in vitro IgE antithyptesting for egg allergy are positive or if
the skin test to the HLN1 vaccine itself is pogiii may still be possible to administer
the vaccine safely for many patients. Experiendé sg@asonal influenza vaccine suggests
that patients with egg allergy can be vaccinatéelg# the content of egg protein in the
vaccine is 1.2 micrograms/ml or less. Studies ssigidpat when the content of egg
protein in the vaccine is not known, systemic reast (none fatal) to influenza vaccine
administered to patients with known egg allergyeadep in 0-40% of patients. Because
the egg protein content of this year's HIN1 vacesnenknown, it is recommended that a
graded dose protocol be used if the HIN1 vaccirglisinistered to a patient with
positive skin tests to the vaccine. One exampkuch a graded dose protocol (full dose
volume 0.5 ml) is shown below.

Administer at 15-minute intervals

0.05ml 1:10 dilution
0.05 ml full-strength
0.1 ml full-strength
0.15 ml full-strength
0.2ml full-strength

For children under 3 years, the full-dose volume.& ml, so a modified protocol should
be used.

Anaphylaxis and even death from allergic reacttonseasonal influenza vaccine have
been reported. Thus, if skin tests to egg or thHilaccine are positive, the vaccine
should be administered in a clinical setting eqatpf® assess and manage anaphylaxis.
The patient should be observed for at least 30 tesafter the last dose. The decision to
administer the HLN1 vaccine in a patient with gasiskin tests (to egg or to vaccine)
should be made after careful consideration of rasks benefits, and with patient consent.

Second vaccine dosing

There may be significant lot-to-lot variability @gg protein content of the HLN1 vaccine.
Thus, it is prudent to proceed with vaccine skatitg, and graded dosing (if positive)

for subsequent doses of vaccine. A more consee/apyproach is to proceed with graded
dosing and not repeat the vaccine skin testing.



Patients with suspected influenza vaccine aller gy without egg allergy
Patients with a history of possible anaphylaxiprevious influenza vaccination (without
a clinical history of egg allergy) should proceethvekin testing to egg and the HIN1

vaccine itself.
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