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Abstract: Like in many fields of medicine, the concept of precision dosing has re-emerged in routine
practice in allergology. Only one retrospective study on French physicians’ practice has addressed this
topic so far and generated preliminary data supporting dose adaptation, mainly based on experience,
patient profile understanding and response to treatment. Both intrinsic and extrinsic factors shape
the individual immune system response to allergen immunotherapy (AIT). Herein, we focus on key
immune cells (i.e., dendritic cells, innate lymphoid cells, B and T cells, basophils and mast cells)
involved in allergic disease and its resolution to further understand the effect of AIT on the phenotype,
frequency or polarization of these cells. We strive to discriminate differences in immune responses
between responders and non-responders to AIT, and discuss the eligibility of a non/low-responder
subset for dose adaptation. A differential behavior in immune cells is clearly observed in responders,
highlighting the importance of conducting clinical trials with large cohorts of well-characterized
subjects to decipher the immune mechanism of AIT. We conclude that there is a need for designing
new clinical and mechanistic studies to support the scientific rationale of dose adaptation in the
interest of patients who do not properly respond to AIT.

Keywords: allergen immunotherapy; basophils; biomarkers; clinical response; determinants; dose
adaptation; immune response; innate lymphoid cells; precision dosing; T cells

1. Introduction

The concept of precision dosing (also known as personalized or individualized dosing),
which focuses on tailoring drug therapy to the needs of an individual, or group, informed
by pertinent intrinsic, lifestyle, and environmental factors [1], is currently experiencing
a great resurgence of interest in all fields of medicine, and particularly in allergology. At
present, allergen immunotherapy (AIT) is the only available treatment option for allergic
disorders that targets the underlying pathophysiology with a potential disease-modifying
effect [2,3]. The clinical efficacy of AIT for respiratory allergy has been documented in
randomized controlled trials for a number of allergen extracts, with the dose-response
relationship assessed in phase II-III studies to obtain the best benefit–risk ratio across a
patient population [4]. However, those results are obtained in a highly selected patient
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population, enrolled using well-defined inclusion and exclusion criteria. Moreover, adher-
ence to treatment is also strictly followed. The spectrum of patients seen by physicians
in real-life clinical settings is wider and goes beyond the ones included into randomized
trials in terms of sensitization profile, clinical phenotype, concomitant health conditions
or lifestyles. As an example, only 5.4% of asthmatic patients referring to specialists or
general practitioners met the inclusion criteria of efficacy randomized controlled trials [5].
In addition, adherence to treatment is also often suboptimal in real-life, with an impact
on treatment outcomes. Differences in clinical outcomes of patients are therefore expected
between randomized and real-life studies.

As preliminary elements, some differences were confirmed in a retrospective obser-
vational study involving allergy physicians in France [6]. In their clinical practice, nearly
80% of physicians reported adapting the dose of AIT downwards or upwards (from rarely
to often) in 20% of their patients at the end of the titration phase. Downward adjustment
was more frequent than upward adjustment, considering the majority of patients had been
treated for 2 to 3 years. During the maintenance phase, about 95% of physicians used
this dose adaptation practice in up to 19% of their patients. Dose adjustment was often
upward, sustained and more frequently performed during the second year and until the
end of treatment. The decision to adjust the dose was influenced by factors related to the
occurrence of adverse events in 90% of the cases, efficacy of the treatment in 60% of the
cases, patient sensitivity in 42% of the cases and the patient profile, including severity of
symptoms, in 30% of the cases. Hence, a dose adaptation of AIT to enable patients to benefit
from treatment, whilst maximizing safety and tolerability, appears to be common in real-life
practice. Selecting the most appropriate dose, rather than the registered standard dose, for
some patients, thus, seems crucial to tailor treatments to individual needs. Nevertheless,
this dose adjustment is essentially empirical and there is a lack of scientific evidence on the
relevance of dose adaptation from an immunological standpoint, and no biomarker has
been identified so far for dose optimization.

The aim of this review is to identify factors explaining interpatient variability in clini-
cal responses to AIT in conjunction with immunological responses, and to underpin the
potential importance of dose adaptation in treatment modalities. As a benchmark, per-
spectives on dose adaptation requirements in chronic inflammatory diseases, food allergy
and allergic asthma are discussed at first. Genetic and environmental factors possibly
accounting for observed variations in both disease severity and interpatient response vari-
ability to AIT are subsequently addressed. Finally, this review discusses hypotheses of the
dose–effect relationship between allergen concentration of therapy allergen extracts and
responses of immune cell components involved in AIT mechanisms, while providing first
perspectives on future research to characterize patient variability for the development of
personalized treatments.

2. Examples of Dose Adaptation in Inflammatory and Allergic Drugs

Choosing the most appropriate treatment according to the endo-phenotype of an
individual or a small group of patients is one of the key issues in precision medicine. Over
the past 20 years, there has been an evolution in oncology towards precision dosing ap-
proaches [1], but with little impact in other therapeutic areas. However, some existing treat-
ments, such as methotrexate, oral immunotherapy and immunomodulatory biologics, re-
quire dosage adaptations depending on patient-specific clinical and biological parameters.

2.1. Dosage Adaptation of Methotrexate in Psoriasis

Psoriasis is a multi-factorial disease, in which the onset of eruptions and worsening of
symptoms are the result of genetic predisposition, skin renewal, adaptative immune system
dysfunction and factors related to the patient’s environment (e.g., skin irritation, fatigue,
stress, sun exposure, drugs or chronic viral infection, such as human immunodeficiency
virus (HIV) infection [7]). Due to its anti-proliferative cellular effect, methotrexate (MTX) is
used to treat chronic skin inflammation present in psoriasis [8]. This treatment is prescribed
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as either tablets or a subcutaneous injection, to be taken or performed once a week. An
MTX dose varies between 7.5 and 25 mg per week (15 mg per week on average). At
low doses administered for immune-mediated chronic inflammatory diseases such as
psoriasis, MTX is rapidly absorbed, then eliminated unmetabolized via renal excretion and
reabsorption within the renal tubules with interindividual variations [9]. It is generally
accepted that the MTX dosing regimen should be adjusted to patients’ clinical response
and tolerance [10]. Depending on individual disease severity and patient tolerance, the
initial dose may be increased progressively by 2.5 mg per week. Doses above 20 mg per
week may be associated with a significant increase in toxicity, including bone marrow
suppression. Thus, after the targeted therapeutic result has been achieved, the dosage
should be gradually reduced to the lowest possible effective maintenance dose. It has also
been reported that MTX hematotoxicity and pulmonary toxicity may vary according to
the patient age [11,12]. Hence, the use of low-dose MTX as a first-line systemic therapy for
psoriasis, in consideration of interindividual variability, is a first example of dose adaptation
according to the clinical profile of patients.

2.2. Incremental Posology in Oral Immunotherapy for Food Allergy

Immunoglobulin(Ig)E-mediated food allergies are another example of highly hetero-
geneous diseases [13]. For the same allergen, eliciting doses are at a variance between
allergic patients [14,15]. For that reason, oral immunotherapy (OIT) protocols may vary
from patient to patient. The approach to food allergy immunotherapy is analogous to that
of desensitization protocols, with continued exposure to an allergen achieved through an
initial dose escalation, followed by a build-up and maintenance phase. Each dose escalation
is increased by approximately 25% to 100% of the preceding dose and is administered
under clinical observation, before continuing the new dose at the patient’s home [16]. In
some patients, dose-related adverse effects may require holding or decreasing the dosage
and, in some cases, cessation of therapy. Different dosages during the maintenance phase
have been tested for peanut OIT, mainly ranging from 300 to 4000 mg of protein [17]. The
latter also showed that modifications of the up-dosing regimen occur in a small proportion
of patients requiring dose reduction or staying at the same dose level to avoid adverse
reactions. Overall, the choice of maintenance dose is a balance between achieving clinically
relevant efficacy and not increasing the dose to levels resulting in an inacceptable frequency
of adverse events.

2.3. Adaptation of Treatment Modalities for Treating Airway Allergy and Asthma Symptoms

Individualized dosing adaptations are already being performed in clinical practice
for drugs indicated for patients suffering from allergic rhinitis or asthma. Examples are
corticosteroids, for which a meta-analysis reports considerable individual variability in
response to daily doses of inhaled corticosteroids in asthma [18], or omalizumab, a human-
ized anti-IgE monoclonal antibody indicated for patients with moderate to severe persistent
asthma, who have a positive skin test or in vitro reactivity to a perennial aeroallergen and
whose symptoms are inadequately controlled with inhaled corticosteroids. The dose and
dosing frequency of omalizumab can be determined by taking into consideration serum
baseline levels of total IgE (IU/mL) and the patient’s body weight (kg). Subcutaneous
doses administered range between 75 mg and 600 mg in 1 to 4 injections, every 2 to 4 weeks.
Total IgE levels are elevated during treatment and remain elevated for up to one year
after the discontinuation of treatment [19]. Therefore, dose adjustments cannot be based
on the evolution of total IgEs during therapy and can only be performed in the case of
significant changes in body weight. Analyses of population pharmacokinetics data suggest
that demographic characteristics, such as age, race/ethnicity, gender or the body mass
index are not relevant to drive dose adjustment decisions [20].
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3. Dose Adaptation in Respiratory Sublingual Immunotherapy
3.1. Intrinsic and Extrinsic Factors Leading to Individual Inter-Variability of the Immune Response
to Sublingual Immunotherapy

The sources of variability in human responses to pharmacological interventions, in-
cluding AIT and more specifically sublingual immunotherapy (SLIT), are starting to be
elucidated and can arise from both intrinsic (i.e., genetic predispositions, gender and age)
and extrinsic (i.e., environment, encompassing infections and conditions of exposure upon
administration, as well as microbiota composition) factors. In the following subsections, we
focus on the increasing evidence that these factors eventually shape a patient’s immunity
in conjunction to variability in response to SLIT, both in terms of efficacy and tolerability.

3.1.1. Intrinsic Characteristics

• Genetics and gender

Atopic diseases have a strong hereditary component, highlighted by family aggrega-
tion studies [21]. More than 30 genes have been associated with asthma or atopy-related
phenotypes in genome-wide association studies. Genes for allergic disorders may be cate-
gorized into four main groups based on their major functions [22]: (1) barrier layer and
defense; (2) antigen recognition and presentation; (3) immunoregulation and T helper(TH)2
differentiation; (4) effector targets. Allergic airway diseases are therefore highly heteroge-
nous diseases with patient-dependent specificities. Disease severity and how a patient’s
immune system will respond to the administered dose of SLIT might be partly driven by
genetic predisposition and gender.

It is generally accepted that genetics of respiratory allergic diseases are multifacto-
rial and depend on multiple genes and genetic variants, including genes regulating TH1
and TH2 differentiation and IgE production, genes modulating innate immunity and the
inflammation process, or genes improving T-cell adhesion. Likewise, it could be hypothe-
sized that variances across individuals in response to AIT partly stem from several gene
polymorphisms. However, deciphering the genetic determinants of a patient’s response to
AIT requires strong evidence from both independently replicated studies for association
and linkage, and related functional changes. Replicated population studies and functional
genomics investigation remaining uncertain, genetic studies will be challenging and costly
to undertake for pharmacogenetics to be used in routine clinical practice.

The development of high-throughput technologies, low-cost gene chip and next-
generation DNA sequencing could help handle and analyze vast amounts of patient genetic
data in the coming years. Functional studies and system biology approaches will undoubt-
edly be necessary to fully grasp allergic patient phenotypic heterogeneities, underlying
endotypes and AIT molecular mechanisms, and eventually unleash personalized prescrip-
tion of AIT.

Sex-dependent differences in reactivity towards AIT probably depend on several
mechanisms involving both genetic and hormonal factors. In fact, gender is a clinical
marker that can be used to capture the significant heterogeneity in patient response to
certain treatments.

Differential patterns of cytokine production by gender were seen in adults, with higher
IL-13 and IL-10, and lower IL-5 in males, for example [23]. Alternatively, specific IgG4
levels after house dust mite (HDM) AIT were not significantly different between males and
females at any time points [24]. With regards to hormones, a study in asthma animal models
has shown that estrogen increases, and testosterone decreases TH2-mediated inflammation,
and that sex hormones affect cytokine expression and antigen presentation by dendritic cells
(DCs), as well as mast cell degranulation [25]. Premenstrual status was listed as a potential
SLIT-specific risk factor for anaphylaxis, requiring investigation in prospective clinical
studies [26]. Depending on these risk factors, dose reduction or treatment interruption
may be required for patients. Hormones are, thus, expected to have a significant role
in explaining immune differences between patients, but this role has not yet been fully
explored and could be further investigated to understand gender specificities.
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• Age

The age of a patient may have an impact on the patient’s response to AIT at three levels:
altered immune response to the administered dose, adherence to treatment and presence of
co-morbidities. Patients’ immune mechanisms evolve with age, showing similarities at both
ends of the age spectrum, as neonates and elderly individuals have elevated susceptibility
to various pathogens relative to adults. Neonates’ immune system is skewed toward
mounting tolerogenic responses essential for tissue homeostasis, as an encounter of a
barrage of new pathogens requires broad and rapid immune protection [27], while the
immune system weakens in elderly individuals, partly due to atrophy of the thymus [28],
defect in T-cell priming, cellular senescence or exhaustion. As an example of immune
dysregulation in elderly individuals, DCs secrete enhanced levels of pro-inflammatory
cytokines, which are not regulated, as the secretion of anti-inflammatory cytokine IL-10
is impaired [29]. Interestingly, some studies highlighted that elderly patients successfully
respond to grass or HDM AIT for allergic rhinitis [30–33], and that a long-term effect of
SLIT to either grass pollen or HDM was also observed in these patients. In addition, specific
IgG4 levels were significantly increased after AIT, similarly to what is observed in younger
individuals. A limitation of these studies is the small number of patients enrolled and the
lack of functional assays to assess the blocking activities of antibodies in the sera. We cannot
exclude that the production of blocking allergen-specific IgG antibodies is in turn altered
for some patients. Further trials are needed to confirm these preliminary results, along
with state-of-the-art mechanistic studies, including the frail elderly, to further understand
how they can benefit from AIT dose adaptation. While waiting for this, elderly patients
are likely to require careful individualized assessment of AIT risk/benefit ratio, and hence
partly dosing regimens, considering the more frequent occurrence of co-morbidities and
the consequent need of a daily-based multidrug regimen.

3.1.2. Extrinsic Characteristics

• Infections

It is well established that allergic airway diseases are associated with an increased risk
in infections [34]. In asthma, rhinoviruses are the major cause of asthma exacerbations,
and the deficient production of interferon (IFN)-λ by rhinovirus in asthmatic primary
bronchial epithelial cells and alveolar macrophages is highly correlated with clinical illness
severity [35]. Although little is known about the potential influence of respiratory viral
infections on AIT, oropharyngeal infections have been listed as potential SLIT-specific risk
factors for anaphylaxis [26]. Viruses may interfere with the patient’s immune mechanisms.
Hence, HIV infection has been regarded to be a relative contraindication for AIT. HIV
invades various immune cells (e.g., CD4+ T cells and monocytes), resulting in a decline
in CD4+ T cell numbers below a critical level, and the loss of cell-mediated immunity.
Becoming progressively more susceptible to infections, individuals may have unpredictable
responses to AIT. Therefore, for patients with acquired immunodeficiencies, AIT should be
performed on an individual basis, depending on the patient’s conditions [36]. Concomitant
cytomegalovirus infection may also worsen allergic symptoms through the activation of
peculiar conventional DCs located in the airway mucosa, enhancing the allergenic potential
of otherwise poorly allergenic environmental protein antigens [37]. Lastly, viral proteins
may interfere with major histocompatibility complex (MHC)-II antigen processing and
presentation pathway [38]. Altogether, this host–pathogen interplay is still not yet fully
understood and implications on AIT would require additional studies, with the aim to
properly address the need of individuals suffering from diverse viral infections.

• Conditions of exposure upon AIT administration

Patient’s environmental exposures (i.e., to pollen and air pollutants, with which
interactions with the human body may interfere with a patient’s immune system) are
likely to impact AIT outcomes. In-season dosage adjustment for pollen subcutaneous
immunotherapy (SCIT) remains controversial. Some studies showed that systemic reactions
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(SRs) did not appear to be associated with days of peak pollen counts during mountain
cedar pollen seasons, while others found that lowering doses during pollen seasons in
very sensitized patients, with high positive skin test results, reduced SRs of all severity
grades [39,40]. By contrast, SRs are extremely rare with SLIT, rendering the consequent
need of in-season dosage adjustment less likely to occur. Air pollutants can induce oxidative
stress and promote epigenetic modifications with increased gene promoter methylation,
leading to immune dysregulation [41]. In asthma, ambient air pollution exposure may
worsen symptoms, at least in part, by an epigenetic decrease in FOXP3 expression and
impaired T regulatory (Treg) cell-mediated suppression of TH2 responses [42]. The impact
of dose adaptation for AIT has not been tested so far in asthma situations, but it certainly
highlights the importance of better phenotyping of patients undergoing AIT.

• Microbiota composition

Microbiota plays an essential role in the homeostasis and regulation of the immune
system, and is consequently likely to affect the reactivity of patients to AIT due to the
immunomodulating effects of intestinal microbiota. Many factors imbalance microbiota,
such as antibiotic uptake [43], infections [44], stress [45] or the diet [46]. The intestinal
microbiota is mainly composed of four bacterial phyla: Actinobacteria, Bacteroidetes, Fir-
micutes and Proteobacteria. Bacteroidetes, Firmicutes and Proteobacteria are also prevalent
in the lung, and Actinobacteria and Firmicutes in the nose microbiota [47]. Since the gut
microbiota impacts the function of T cells and other immune cell subsets, both within
the gut-associated lymphoid tissue and beyond, microbiota-derived signals have been
shown to have broad roles in the regulation of several diseases and in their treatments,
and possibly in the response to AIT [48]. Moreover, microbiota-derived short-chain fatty
acids (SCFAs), such as acetate, propionate and butyrate, are important energy sources
for colonic cells and bacterial communities, and strengthen the gut barrier integrity by
regulating the proteins involved in epithelial tight junctions and ensuring appropriate
gut permeability [49]. In cancer immunotherapy, major advances have been made in the
past years to understand the contribution of microbiota composition to set up successful
treatment [50]. As an example, a study highlighted that gut microbiota enriched with
Faecalibacterium and other Firmicutes is associated with a beneficial clinical response to
ipilimumab in metastatic melanoma patients [51].

It can be hypothesized that bacterial strains can also modulate the effects of AIT.
Specifically, activities of immune cells, including DCs, mast cells, ILCs, Breg cells and
Treg cells involved in AIT mechanisms, are modulated via epigenetic modifications by
microbiota metabolites. For instance, probiotic (Lactobacillus rhamnosus GG) or vitamin D
supplementation can enhance both the clinical and immunological effects of grass SLIT
in the treatment of allergic rhinitis in children, via modulation of the cytokine microen-
vironment and higher CD4+CD25+Foxp3+ induction. Of note is an increase in Foxp3
cell induction, that was independently associated with a better clinical effect of SLIT in
children [52]. Nevertheless, many early clinical trials of probiotics against different forms
of allergies found in the literature have yielded inconsistent results [53], probably reflecting
the inherent complexity of allergic disorders and significant influence of patient immune
specificities. Thus, major research efforts will be essential in the future to close this current
knowledge gap and to ensure personalized dosage schemes for efficient disease-modifying
treatment of allergic patients.

Furthermore, there is increasing evidence that mast cell functions can be modulated by
commensal, symbiotic and pathogenic microorganisms, as well [47]. Microorganisms may
influence mast cells activation via direct interaction or via secreted metabolites, such as
SCFAs. As an example, some Lactobacillus strains inhibited IgE-mediated mast cell degran-
ulation and subsequent late-phase reactions involving mast cells via a TLR2-dependent
mechanism, with FcεRIα downregulation [54].

Altogether, there is substantial evidence suggesting that both patient-specific character-
istics and external exposome are responsible for the patient’s immune system customization.
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The impact on individual patients’ response to AIT has not yet been deeply studied and
will require further investigation.

3.2. Differential Behavior of Immune Responses According to Clinical Responses during AIT

The purpose of AIT and SLIT is to introduce an appropriate quantity of the allergen to
re-orientate the immune system towards a tolerogenic response with long-lasting effects,
without triggering adverse effects. Immune tolerance induction mechanisms, following
allergen administration, have been well-documented in both animal and human studies.
The sublingual route is considered a privileged site for inducing allergen-specific tolerance
due to the peculiar biology of sublingual/oral immune cells. After administration under
the tongue, allergen uptake by immune innate cells occurs throughout the oral cavity.
Antigen-presenting cells, in particular CD207+ Langerhans cells, present in the epithe-
lium, and macrophages located in the lamina propria exhibit a tolerogenic phenotype
(e.g., production of IL-10, TGF-β and indoleamine 2,3-dioxygenase), and are prepro-
grammed to direct adaptive immune responses towards tolerance via an induction of
regulatory T cells producing IL-10 [55–59]. In addition, oral tissues contain few pro-
inflammatory cells, such as mast cells and eosinophils located in the submucosal tissues,
which explains the excellent safety profile of the sublingual route [26,60].

Tolerance and response thresholds for SLIT might differ from patient to patient, thus
justifying the need for different daily doses during the escalation and maintenance phases.
In this section, we strive to analyze differential behavior of key cellular (i.e., innate lymphoid
cells (ILCs), DCs, B and Tregs, basophils and mast cells), as wells as antibody (i.e., IgE, IgG2
and IgG4) responses, according to the clinical response during AIT.

Eosinophils are also involved in the physiopathology of allergic reaction and in its reso-
lution following SLIT [61]. Interestingly, reduced levels of eosinophilia have been observed
in the airways of animals allergic to birch pollen or house dust mite after SLIT [62–64]. Simi-
larly, human studies also demonstrated a statistically significant reduced nasal eosinophilia,
fractional exhaled nitric oxide (an index of eosinophilic airway inflammation) or nasal
eosinophil cationic protein levels in subjects allergic to pollens (birch, cedar, cypress) or
house dust mites, undergoing SLIT [65,66].

The final aim of this analysis is to identify the most eligible individuals for dose
adaptation, based on immune characteristics. Figure 1 depicted below describes mecha-
nisms of allergic inflammation during natural allergen exposure, along with our hypothesis
that a gradient of allergen concentration (dose adaptation) is needed to trigger key innate
and adaptive immune cells involved in immunological tolerance, according to the patient
threshold reactivity.

3.2.1. Allergen Presentation Capacity of DCs and DC Polarization in the Context of AIT

DCs are a phenotypically and functionally heterogeneous leucocyte population, play-
ing a key role in antigen/allergen uptake. Their capacity to critically activate/polarize
T cells may vary from individual to individual, according to human leukocyte antigen
polymorphisms or aging, for instance [67–69]. Currently, there are limited data on the
concentrations and release time of allergens by the sublingual route for an optimal targeting
of the allergen to mucosal DCs. As demonstrated by Allam et al. in an ex vivo SLIT model
using human oral mucosal biopsies [57], the kinetic of grass pollen allergen, Phl p 5, uptake
by oral human Langerhans cells (oLCs) is dose-dependent up to a point of saturation.
Moreover, an allergen binding by oLCs enforces the production of tolerogenic cytokines
(i.e., IL-10, TGF-β1) and induces TGF-β1 and IL-10-producing T cells. The latter study,
thus, suggests a correlation between the allergen concentration and the strength of the
tolerogenic response. From these preliminary data, we may hypothesize that there is an
interest for a dose adaptation approach according to varying numbers of oLCs at a local
site [70,71] as well as individual sensitivity thresholds of oLCs activation [57].
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logical and clinical tolerance (in case of precision dosing during AIT)—Figure adapted from [3] with
permission from Elsevier. Stars represent a given allergen. Breg, Regulatory B cell; DC, Dendritic cell;
CCL, Chemokine ligand; CD, Cluster of differentiation; CTLA-4, Cytotoxic T-lymphocyte-associated
protein 4; FcεRI, Type I Fcε receptor; IFN-γ, Interferon γ; Ig, Immunoglobulin; IgE-FAB, IgE-facilitated
allergen binding; IL, Interleukin, ILC2, Group 2 innate lymphoid cell; iTR35, IL-35-producing Treg;
PC, Plasma cell; PD-L1, Programmed death-ligand 1; TGF-β, Transforming growth factor β; TH, T
helper; TR1, Type 1 Treg; Treg, Regulatory T cell; TSLP, Thymic stromal lymphopoietin.

Polarization of DCs is also indicative of the patient clinical responses to AIT. Molec-
ular markers associated with polarized DCs have been recently identified. In particular,
complement component 1 (C1Q), CATC, GILZ, F13A, FKBP5, stabilin-1 (STAB1), and
FcγRIII have been associated with tolerogenic regulatory DCs (DCregs), whereas CD141,
GATA-3, OX40 ligand and receptor-interacting serine/threonine-protein kinase 4 (RIPK4)
were associated with type 2 proallergic DCs (DC2s) [72,73], reviewed in [74]. Following
a 4-month grass pollen SLIT, DC2-associated markers (i.e., CD141, GATA3, OX40 ligand
and RIPK4) were downregulated concomitantly with an upregulation of DCreg-associated
markers, including C1Q, FcγRIIIA, in the blood of clinical high responders, as opposed
to low responders [72,73]. As such, these results suggest that molecular changes at the
level of DCs could represent an early signature indicative of the subsequent orientation
of adaptive immune responses during immunotherapy [72,73]. They also showed the
heterogeneity of innate immune response (difference in DC polarization), in grass pollen
allergic patients receiving the same therapy. The latter highlights the importance of DCs in
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driving the clinical response and strongly suggests that patients’ variability in DC polar-
ization is associated with their clinical responses, which is in line with a very recent paper
addressing polarization changes between LCs and DC2s in a murine epicutaneous AIT
model [75]. Together, both studies analyzing allergen presentation capacity of DCs and
DC polarization provide converging arguments that an optimal dose is required to achieve
sufficient allergen uptake to initiate tolerogenic adaptive immune responses.

3.2.2. Innate Lymphoid Cells (ILCs) in the AIT Mechanism

ILCs are a family of innate response effectors that lack antigen-specific receptors,
involved in the initiation and regulation of inflammation, mainly through early cytokine
secretions [2]. In intimate contact with the epithelial cells of the respiratory and intesti-
nal mucosa, they are in the front line to respond rapidly to any disturbances in the
environment [76]. ILCs main designated subtypes are ILC1, ILC2 and ILC3, with com-
parable cytokine profiles to TH1, TH2 and TH17 subsets, respectively [2]. ILC2s are mainly
positioned at the barrier surfaces of the skin, airway and intestinal mucosa, and can promote
inflammation in response to IL-33, IL-25 and thymic stromal lymphopoietin (TSLP). Several
studies have delineated critical roles of ILC2s in allergic diseases, asthma severity and in
virus-induced asthma exacerbations [2,77]. For example, increased ILC2 frequencies in the
blood were seen during the grass pollen season only in patients sensitized to grass pollen
allergens, but not in those unsensitized to grass pollen allergens or nonallergic control
patients [78]. An increased number of the circulating CCR10+ILC2 subset was specifically
found in patients with asthma, likely reflecting a higher propensity of this subset to expand
before homing to the inflamed lower airways. Alternatively, IL10-producing KLRG1+
ILC2s have been identified as a regulatory ILC subset (ILC10). During AIT, both ILC2s
and ILC10s are rebalanced. Grass pollen AIT was able to suppress seasonal increases of
ILC2s [78,79], while ILC10s are concomitantly increased in patients’ blood and correlate
with clinical symptom improvement [80], reviewed in [3]. In line with the data from grass
pollen AIT, the response to HDM AIT negatively correlated with ILC2 frequencies [81],
and specifically, a study demonstrated that the frequencies of ILC2s are only decreased
in AIT responder patients, as opposed to non-responders [82]. The latter brings the first
element, showing the crucial roles of ILC subsets in immune regulation in favor of fur-
ther documenting the impact of AIT on these cells. It is also in agreement with a recent
study showing that AIT induces changes in the innate immune status by reestablishing a
composition and frequencies of cells (mostly ILCs), similar to those observed in healthy
individuals [83]. Inter-individual variability in the ILC response to AIT may account for
dose adjustment requirements to establish allergen tolerance in some patients.

3.2.3. T and B Regulatory (reg) Subsets and AIT

As observed for tolerogenic innate immune responses (i.e., DCregs and ILC10s),
production of IL-10 as a result of AIT has predominantly been associated with the adaptive
immune compartment, particularly Treg cells [84–86] and Breg cells [87–89]. The increase in
Treg cells, following AIT, is closely associated with clinical efficacy [3], concomitantly with
a decrease in allergen-specific TH2 cells [90]. In addition, reduced methylation of the CpG
site within the FOXP3 gene locus of Treg cells, thereby upregulating FOXP3 expression
and suppressive function of Treg cells, has been observed following SLIT [3]. A recent
study denoted that efficacy of grass pollen SLIT can be underscored by IL-35-induced
regulatory T (iTR35) cells. Levels of IL-35 and frequencies of iTR35 cells were increased
in SLIT patients and non-allergic individuals, when compared with that of patients with
grass pollen allergy [91]. Moreover, a defect in iTR35 cells is associated with an increase
in disease severity [92]. Regarding Breg responses, high ratios of circulating Breg/Th17,
following grass pollen SCIT, correlate significantly with clinical improvement after three
years [93]. In agreement with these data, another study showed that HDM SCIT results in
elevated frequencies of IgA- and IgG4- expressing Der p 1-specific B cells, plasmablasts and
IL-10+ Breg cells in AIT clinical responders only [94]. Nevertheless, such observations must
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also be put into the perspective of the effector cell number, function and/or magnitude of
response, which may be different in patients at the start of AIT [95] and may impact its
effect. Thus, according to the levels/frequencies of effector cells of each patient, different
AIT dosages could be beneficial.

3.2.4. The Role of Humoral Responses for Reducing Basophils and Mast Cell Threshold
Sensitivity during AIT

Both mast cells and basophils expressing high-affinity receptors for the Fc fragment
of IgE (FcεRI) are activated upon IgE binding, resulting in the degranulation and release
of inflammatory mediators. The mode of action of AIT includes the production of vary-
ing antibody isotypes by B-cells subsequently involved in the inhibition of migration of
eosinophils, basophils and mast cells to tissues, and the release of their mediators [96].
Mechanistically, SLIT induces allergen-specific IgG1, IgG4 and IgA, both locally and sys-
tematically [3]. They inhibit the formation of allergen-IgE complexes by competing with
IgE for allergen binding, thereby impeding the cross-linking of FcεRI on mast cells and
basophils, and hence inhibiting degranulation and histamine release. The optimal aller-
gen concentration for basophil activation, thus, varies significantly among patients [97].
Studies highlighted suppression of basophil histamine release after AIT [98] and demon-
strated that birch or grass immunotherapy-induced IgG antibodies are associated with a
significant reduction in basophil allergen threshold sensitivity, with a moderate effect on
basophil reactivity [99,100]. Several studies reported that the reduction in basophil allergen
sensitivity after AIT is due to serological allergen blocking/binding factors, competing
with the cell-bound sIgE for allergen [101]. We may postulate that in patients with high
basophil and mast cell activity, higher IgG4 (or other blocking antibodies) levels might
be needed to impede the cross-linking of allergen-IgE complexes on FcεRI on mast cells
and basophils. These patients might require higher maintenance doses to induce allergen
tolerance. Further studies are needed to show whether changes in basophil activity are of
clinical relevance in inhalant allergen immunotherapy.

3.2.5. Coordinated Immune Responses as a Novel Finding for Patient Stratification

Nevertheless, humoral surrogate markers of AIT efficacy have been investigated
for decades, and serum IgE and IgG4 levels have been analyzed in large cohorts of pa-
tients following AIT. However, no humoral marker has been shown to correlate to clinical
response [3,102]. The recent findings that grass pollen-specific serum IgG2, as well as
frequencies of IgG2+ memory B cells, are up-regulated after 3 years of AIT created a new
interest in allergen-specific serum IgG2 as a marker of AIT efficacy [103]. Moreover, a recent
study assessing serum IgE, IgG2 and IgG4 levels highlighted that coordinated IgE/IgG2
response strongly correlated only in high versus low responders [104]. The latter highlights
that a single marker is not sufficient to discriminate a clinical benefit, but that multiple
markers are needed. This differential behavior in various markers of the immune response
between patients is the foundation for further investigation in that direction. Other anti-
body subtypes, such as IgA, also raise a growing interest as discriminating markers between
SCIT and SLIT. Recent data especially showed that SLIT induces higher allergen specific
IgA1/2 levels locally and systemically than SCIT, in addition to IgG [3,105]. Whether these
markers could be used as candidate biomarkers should be investigated in the future in
large cohorts of well-characterized subjects.

As a conclusion of this section, we can deduce that studies of the mechanisms under-
lying the clinical response to AIT indicate that tolerance is induced and maintained by
a complex interplay between innate, adaptive, and humoral immune responses. Recent
studies highlight that coordinated humoral responses are preferably observed in high
responders, but not in low or non-responders. Thus, there is an urgent interest to further
decipher immune response in these patients, assuming that for a subset of them, dose
adaptation either by lowering or increasing the allergen concentration may be the answer
to improve AIT efficacy and/or tolerability.
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4. Conclusions and Perspectives

In this review, we have clearly discussed that a combination of environmental, metabolic
and genetic factors acts as a determinant of the patients’ immune status, which may evolve
throughout the life. The consequence is that immune changes seen during AIT are at variance
between individuals and that immune compartments (i.e., innate and adaptive immunity) are
likely to respond differently. Main types of immune cells (i.e., DCs, ILCs, B and T cells, mast
cells, basophils), as well as immune humoral markers (i.e., IgE, IgG2 and IgG4), have been
analyzed in relation to AIT clinical responses. Altogether, pro-allergenic type 2 immunity is
downregulated, while tolerogenic responses are increased following AIT which is particularly
interesting in studies allowing patient stratifications according to their clinical responses. For
subsets of individuals who experience or fear side-effects, or do not clinically respond to AIT
standard posology, it is becoming increasingly obvious in the current allergology practice that
dose adjustment might be an option, either by lowering or increasing the dose, both during
the escalation and maintenance phase. The latter is in line with a recent study describing the
daily routine of allergologists. Further prospective clinical and/or real-life studies are now
needed to better assess the impact of dose adaptation on the clinical response to AIT at the
patient level, using valid or accepted tools by allergologists, e.g., combined symptom and
medication score and total nasal symptom score in randomized clinical trials.

New innovative research studies are further needed to assess and validate the dose–
response effect on the patient’s innate and adaptive immune responses, and are thus
crucial to generate evidence supporting the practice of dose adaptation of AIT. For instance,
prospective clinical studies where patients could be exposed to increasing doses of a
clinically relevant allergen in an allergen challenge chamber, until the threshold of symptom
onset is reached, would be an interesting approach to confirm interpatient variability and
continue to decipher the underlying mechanisms of dose adjustment of AIT. Building on the
development of both omics approaches (e.g., metabolomics, metagenomics, transcriptomics
and proteomics) and environmental monitoring technologies, these studies will unleash
the discovery of biomarkers fitting patients’ response profiles. Future challenges will
therefore be to link the immune mechanisms of the response to AIT to easily identifiable
clinical patient profiles, while developing tools to get access to patient-specific information
in a timely manner to guide drug dosing. From there, it will be possible to implement
personalized approaches to allergy care to ensure optimal patient benefit.

Author Contributions: Literature review, writing—original draft preparation, writing—review and
editing, A.M., J.-F.N., D.C., M.V., T.H., L.C., S.S., L.M. and M.H.S. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was funded by STALLERGENES-GREER.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analyzed in this review. Data sharing is
not applicable to this article.

Acknowledgments: Editorial assistance, administrative and technical support was provided by J.
Cognet-Sicé, employee of Stallergenes-Greer.

Conflicts of Interest: A.M. has received personal fees and non-financial support from Astra Zeneca,
Chiesi, GSK, Menarini, Novartis, Sanofi, and Stallergenes-Greer. D.C. reports consulting services
for ALK-Abelló and Stallergenes-Greer, and has received speaker honoraria from these companies.
L.C. reports ad hoc consulting services for ALK-Abelló and Stallergenes-Greer. M.H.S has received
research grants from Allergy Therapeutics, Angany Inc, Immune Tolerance Network, Laboratorios
LETI, Medical Research Council, Revolo Biotherapeutics, Stallergenes-Greer, consulting fees from
Bristol Myers Squibb and lecture fees from Allergy Therapeutics and Laboratorios LETI. S.S. and L.M.
are employees of Stallergenes-Greer. J.F.N, M.V. and T.H. have no conflict of interest to declare.



J. Pers. Med. 2023, 13, 324 12 of 16

References
1. Darwich, A.S.; Polasek, T.M.; Aronson, J.K.; Ogungbenro, K.; Wright, D.F.; Achour, B.; Reny, J.-L.; Daali, Y.; Eiermann, B.;

Cook, J.; et al. Model-Informed Precision Dosing: Background, Requirements, Validation, Implementation, and Forward Trajec-
tory of Individualizing Drug Therapy. Annu. Rev. Pharmacol. Toxicol. 2021, 61, 225–245. [CrossRef] [PubMed]

2. Kucuksezer, U.C.; Ozdemir, C.; Cevhertas, L.; Ogulur, I.; Akdis, M.; Akdis, C.A. Mechanisms of allergen-specific immunotherapy
and allergen tolerance. Allergol. Int. 2020, 69, 549–560. [CrossRef] [PubMed]

3. Shamji, M.H.; Layhadi, J.A.; Sharif, H.; Penagos, M.; Durham, S.R. Immunological Responses and Biomarkers for Allergen-Specific
Immunotherapy Against Inhaled Allergens. J. Allergy Clin. Immunol. Pract. 2021, 9, 1769–1778. [CrossRef]

4. Demoly, P.; Calderón, M.A. Dosing and efficacy in specific immunotherapy. Allergy 2011, 66, 38–40. [CrossRef]
5. Herland, K.; Akselsen, J.-P.; Skjønsberg, O.H.; Bjermer, L. How representative are clinical study patients with asthma or COPD for

a larger “real life” population of patients with obstructive lung disease? Respir. Med. 2005, 99, 11–19. [CrossRef]
6. Thétis-Soulié, M.; Hosotte, M.; Grozelier, I.; Baillez, C.; Scurati, S.; Mercier, V. The MaDo real-life study of dose adjustment of

allergen immunotherapy liquid formulations in an indication of respiratory allergic disease: Reasons, practices, and outcomes.
Front. Allergy 2022, 3, 971155. [CrossRef]

7. Vidal. Quelles Sont les Causes du Psoriasis? Available online: https://www.vidal.fr/maladies/peau-cheveux-ongles/psoriasis/
causes.html (accessed on 31 January 2023).

8. Grpso, F.P. Lettre d’information Patient pour le Traitement du Psoriasis par Méthotrexate. Available online: http://grpso.org/
upload/fiche/5540-Lettre-dinformation-patient-pour-le-traitement-du-psoriasis-par-methotrexate.pdf (accessed on 31 January
2023).

9. Schmiegelow, K. Advances in individual prediction of methotrexate toxicity: A review. Br. J. Haematol. 2009, 146, 489–503.
[CrossRef] [PubMed]

10. Menting, S.; Dekker, P.; Limpens, J.; Hooft, L.; Spuls, P. Methotrexate Dosing Regimen for Plaque-type Psoriasis: A Systematic
Review of the Use of Test-dose, Start-dose, Dosing Scheme, Dose Adjustments, Maximum Dose and Folic Acid Supplementation.
Acta Dermato-Venereol. 2016, 96, 23–28. [CrossRef]

11. Hamed, K.M.; Dighriri, I.M.; Baomar, A.F.; Alharthy, B.T.; Alenazi, F.E.; Alali, G.H.; Alenazy, R.H.; Alhumaidi, N.T.; Alhulayfi,
D.H.; Alotaibi, Y.B.; et al. Overview of Methotrexate Toxicity: A Comprehensive Literature Review. Cureus 2022, 14, e29518.
[CrossRef] [PubMed]

12. Hoekstra, M.; Van Ede, A.E.; Haagsma, C.J.; Laar, M.A.F.J.V.D.; Huizinga, T.W.J.; Kruijsen, M.W.M.; Laan, R.F.J.M. Factors
associated with toxicity, final dose, and efficacy of methotrexate in patients with rheumatoid arthritis. Ann. Rheum. Dis. 2003, 62,
423–426. [CrossRef]

13. Corriger, J.; Bittencourt, M.D.C. Médecine personnalisée et allergies alimentaires. Rev. Française D’allergologie 2020, 60, 8S10–8S14.
[CrossRef]

14. Houben, G.F.; Baumert, J.L.; Blom, W.M.; Kruizinga, A.G.; Meima, M.Y.; Remington, B.C.; Wheeler, M.W.; Westerhout, J.;
Taylor, S.L. Full range of population Eliciting Dose values for 14 priority allergenic foods and recommendations for use in risk
characterization. Food Chem. Toxicol. 2020, 146, 111831. [CrossRef] [PubMed]

15. Remington, B.C.; Westerhout, J.; Meima, M.Y.; Blom, W.M.; Kruizinga, A.G.; Wheeler, M.W.; Taylor, S.L.; Houben, G.F.; Baumert,
J.L. Updated population minimal eliciting dose distributions for use in risk assessment of 14 priority food allergens. Food Chem.
Toxicol. 2020, 139, 111259. [CrossRef]

16. Kim, E.H.; Burks, A.W. Food allergy immunotherapy: Oral immunotherapy and epicutaneous immunotherapy. Allergy 2020, 75,
1337–1346. [CrossRef] [PubMed]

17. Barshow, S.M.; Kulis, M.D.; Burks, A.W.; Kim, E.H. Mechanisms of oral immunotherapy. Clin. Exp. Allergy 2021, 51, 527–535.
[CrossRef]

18. Masoli, M.; Weatherall, M.; Holt, S.; Beasley, R. Clinical dose-response relationship of fluticasone propionate in adults with
asthma. Thorax 2004, 59, 16–20.

19. Lowe, P.J.; Renard, D. Omalizumab decreases IgE production in patients with allergic (IgE-mediated) asthma; PKPD analysis of a
biomarker, total IgE. Br. J. Clin. Pharmacol. 2011, 72, 306–320. [CrossRef] [PubMed]

20. Lowe, P.J.; Tannenbaum, S.; Gautier, A.; Jimenez, P. Relationship between omalizumab pharmacokinetics, IgE pharmacodynamics
and symptoms in patients with severe persistent allergic (IgE-mediated) asthma. Br. J. Clin. Pharmacol. 2009, 68, 61–76. [CrossRef]

21. Grabenhenrich, L.B.; Gough, H.; Reich, A.; Eckers, N.; Zepp, F.; Nitsche, O.; Forster, J.; Schuster, A.; Schramm, D.; Bauer, C.-P.; et al.
Early-life determinants of asthma from birth to age 20 years: A German birth cohort study. J. Allergy Clin. Immunol. 2014, 133,
979–988. [CrossRef]

22. Meng, J.-F.; Rosenwasser, L.J. Unraveling the Genetic Basis of Asthma and Allergic Diseases. Allergy Asthma Immunol. Res. 2010, 2,
215–227. [CrossRef]

23. Halonen, M.; Lohman, I.C.; Stern, D.A.; Spangenberg, A.; Anderson, D.; Mobley, S.; Ciano, K.; Peck, M.; Wright, A.L. Th1/Th2
Patterns and Balance in Cytokine Production in the Parents and Infants of a Large Birth Cohort. J. Immunol. 2009, 182, 3285–3293.
[CrossRef]

24. Lai, X.; Li, J.; Xiao, X.; Liu, E.; Zhang, C.; Wang, H.; Gjesing, B.; Zhong, N.; Spangfort, M.D. Specific IgG4 Production during
House Dust Mite Immunotherapy among Age, Gender and Allergic Disease Populations. Int. Arch. Allergy Immunol. 2013, 160,
37–46. [CrossRef]

http://doi.org/10.1146/annurev-pharmtox-033020-113257
http://www.ncbi.nlm.nih.gov/pubmed/33035445
http://doi.org/10.1016/j.alit.2020.08.002
http://www.ncbi.nlm.nih.gov/pubmed/32900655
http://doi.org/10.1016/j.jaip.2021.03.029
http://doi.org/10.1111/j.1398-9995.2011.02631.x
http://doi.org/10.1016/j.rmed.2004.03.026
http://doi.org/10.3389/falgy.2022.971155
https://www.vidal.fr/maladies/peau-cheveux-ongles/psoriasis/causes.html
https://www.vidal.fr/maladies/peau-cheveux-ongles/psoriasis/causes.html
http://grpso.org/upload/fiche/5540-Lettre-dinformation-patient-pour-le-traitement-du-psoriasis-par-methotrexate.pdf
http://grpso.org/upload/fiche/5540-Lettre-dinformation-patient-pour-le-traitement-du-psoriasis-par-methotrexate.pdf
http://doi.org/10.1111/j.1365-2141.2009.07765.x
http://www.ncbi.nlm.nih.gov/pubmed/19538530
http://doi.org/10.2340/00015555-2081
http://doi.org/10.7759/cureus.29518
http://www.ncbi.nlm.nih.gov/pubmed/36312688
http://doi.org/10.1136/ard.62.5.423
http://doi.org/10.1016/S1877-0320(20)30480-2
http://doi.org/10.1016/j.fct.2020.111831
http://www.ncbi.nlm.nih.gov/pubmed/33166672
http://doi.org/10.1016/j.fct.2020.111259
http://doi.org/10.1111/all.14220
http://www.ncbi.nlm.nih.gov/pubmed/32034781
http://doi.org/10.1111/cea.13824
http://doi.org/10.1111/j.1365-2125.2011.03962.x
http://www.ncbi.nlm.nih.gov/pubmed/21392073
http://doi.org/10.1111/j.1365-2125.2009.03401.x
http://doi.org/10.1016/j.jaci.2013.11.035
http://doi.org/10.4168/aair.2010.2.4.215
http://doi.org/10.4049/jimmunol.0711996
http://doi.org/10.1159/000339239


J. Pers. Med. 2023, 13, 324 13 of 16

25. Fuseini, H.; Newcomb, D.C. Mechanisms Driving Gender Differences in Asthma. Curr. Allergy Asthma Rep. 2017, 17, 19. [CrossRef]
[PubMed]

26. Calderón, M.A.; Simons, F.E.R.; Malling, H.-J.; Lockey, R.F.; Moingeon, P.; Demoly, P. Sublingual allergen immunotherapy: Mode
of action and its relationship with the safety profile. Allergy 2012, 67, 302–311. [CrossRef] [PubMed]

27. Srinivasan, J.; Lancaster, J.N.; Singarapu, N.; Hale, L.P.; Ehrlich, L.I.R.; Richie, E.R. Age-Related Changes in Thymic Central
Tolerance. Front. Immunol. 2021, 12, 676236. [CrossRef] [PubMed]

28. Cepeda, S.; Hester, A.K.; Yangming, X.; Kraig, E.B.; Griffith, A.V. Age-associated changes in central T cell tolerance induction. J.
Immunol. 2019, 202 (Suppl. 1), 115.25. [CrossRef]

29. Agrawal, A.; Agrawal, S.; Gupta, S. Role of Dendritic Cells in Inflammation and Loss of Tolerance in the Elderly. Front. Immunol.
2017, 8, 896. [CrossRef]

30. Bozek, A.; Cudak, A.; Canonica, G.W. Long-term efficacy of injected allergen immunotherapy for treatment of grass pollen allergy
in elderly patients with allergic rhinitis. Allergy Asthma Proc. Off. J. Reg. State Allergy Soc. 2020, 41, 271–277. [CrossRef]

31. Bozek, A.; Ignasiak, B.; Filipowska, B.; Jarzab, J. House dust mite sublingual immunotherapy: A double-blind, placebo-controlled
study in elderly patients with allergic rhinitis. Clin. Exp. Allergy 2013, 43, 242–248. [CrossRef]

32. Bozek, A.; Kolodziejczyk, K.; Warkocka-Szoltysek, B.; Jarzab, J. Grass Pollen Sublingual Immunotherapy: A Double-Blind,
Placebo-Controlled Study in Elderly Patients with Seasonal Allergic Rhinitis. Am. J. Rhinol. Allergy 2014, 28, 423–427. [CrossRef]

33. Bozek, A.; Starczewska-Dymek, L.; Jarzab, J. Prolonged effect of allergen sublingual immunotherapy for house dust mites in
elderly patients. Ann. Allergy Asthma Immunol. 2017, 119, 77–82. [CrossRef]

34. Klimek, L.; Jutel, M.; Akdis, C.; Bousquet, J.; Akdis, M.; Bachert, C.; Agache, I.; Ansotegui, I.; Bedbrook, A.; Bosnic-
Anticevich, S.; et al. Handling of allergen immunotherapy in the COVID-19 pandemic: An ARIA-EAACI statement. Allergy 2020,
75, 1546–1554. [CrossRef] [PubMed]

35. Contoli, M.; Message, S.D.; Laza-Stanca, V.; Edwards, M.R.; Wark, P.; Bartlett, N.; Kebadze, T.; Mallia, P.; Stanciu, L.A.;
Parker, H.L.; et al. Role of deficient type III interferon-λ production in asthma exacerbations. Nat. Med. 2006, 12, 1023–1026.
[CrossRef] [PubMed]

36. Pitsios, C.; Demoly, P.; Bilò, M.B.; van Wijk, R.G.; Pfaar, O.; Sturm, G.J.; del Rio, P.R.; Tsoumani, M.; Gawlik, R.;
Paraskevopoulos, G.; et al. Clinical contraindications to allergen immunotherapy: An EAACI position paper. Allergy
2015, 70, 897–909. [CrossRef] [PubMed]

37. Reuter, S.; Lemmermann, N.A.W.; Maxeiner, J.; Podlech, J.; Beckert, H.; Freitag, K.; Teschner, D.; Ries, F.; Taube, C.; Buhl, R.; et al.
Coincident airway exposure to low-potency allergen and cytomegalovirus sensitizes for allergic airway disease by viral activation
of migratory dendritic cells. PLoS Pathog. 2019, 15, e1007595. [CrossRef]

38. Forsyth, K.S.; Eisenlohr, L.C. Giving CD4+ T cells the slip: Viral interference with MHC class II-restricted antigen processing and
presentation. Curr. Opin. Immunol. 2016, 40, 123–129. [CrossRef] [PubMed]

39. Larenas-Linnemann, D.E.; Epstein, T.; Ponda, P.; Bernstein, D.; Williams, P.; Creticos, P. Gaps in allergen immunotherapy
administration and subcutaneous allergen immunotherapy dose adjustment schedules: Need for prospective data. Ann. Allergy,
Asthma Immunol. 2020, 125, 505–506. [CrossRef]

40. Leung, T.F. In-season Dosage Adjustment for Pollen Subcutaneous Immunotherapy: The Controversy Continues. J. Allergy Clin.
Immunol. Pract. 2017, 5, 1440–1441. [CrossRef]

41. Cecchi, L.; D’Amato, G.; Annesi-Maesano, I. External exposome and allergic respiratory and skin diseases. J. Allergy Clin. Immunol.
2018, 141, 846–857. [CrossRef] [PubMed]

42. Nadeau, K.; McDonald-Hyman, C.; Noth, E.M.; Pratt, B.; Hammond, S.K.; Balmes, J.; Tager, I. Ambient air pollution impairs
regulatory T-cell function in asthma. J. Allergy Clin. Immunol. 2010, 126, 845–852. [CrossRef]

43. Kim, D.H.; Han, K.; Kim, S.W. Effects of Antibiotics on the Development of Asthma and Other Allergic Diseases in Children and
Adolescents. Allergy, Asthma Immunol. Res. 2018, 10, 457–465. [CrossRef] [PubMed]

44. Li, N.; Ma, W.-T.; Pang, M.; Fan, Q.-L.; Hua, J.-L. The Commensal Microbiota and Viral Infection: A Comprehensive Review.
Front. Immunol. 2019, 10, 1551. [CrossRef]

45. Madison, A.; Kiecolt-Glaser, J.K. Stress, depression, diet, and the gut microbiota: Human–bacteria interactions at the core of
psychoneuroimmunology and nutrition. Curr. Opin. Behav. Sci. 2019, 28, 105–110. [CrossRef]

46. Singh, R.K.; Chang, H.-W.; Yan, D.; Lee, K.M.; Ucmak, D.; Wong, K.; Abrouk, M.; Farahnik, B.; Nakamura, M.; Zhu, T.H.; et al.
Influence of diet on the gut microbiome and implications for human health. J. Transl. Med. 2017, 15, 73. [CrossRef] [PubMed]

47. Untersmayr, E.; Bax, H.J.; Bergmann, C.; Bianchini, R.; Cozen, W.; Gould, H.J.; Hartmann, K.; Josephs, D.H.; Levi-Schaffer,
F.; Penichet, M.L.; et al. AllergoOncology: Microbiota in allergy and cancer—A European Academy for Allergy and Clinical
Immunology position paper. Allergy 2019, 74, 1037–1051. [CrossRef] [PubMed]

48. Smolinska, S.; Groeger, D.; O’Mahony, L. Biology of the Microbiome 1. Gastroenterol. Clin. N. Am. 2017, 46, 19–35. [CrossRef]
[PubMed]

49. Morrison, D.J.; Preston, T. Formation of short chain fatty acids by the gut microbiota and their impact on human metabolism. Gut
Microbes 2016, 7, 189–200. [CrossRef] [PubMed]

50. Ting, N.L.-N.; Lau, H.C.-H.; Yu, J. Cancer pharmacomicrobiomics: Targeting microbiota to optimise cancer therapy outcomes.
Gut 2022, 71, 1412–1425. [CrossRef] [PubMed]

http://doi.org/10.1007/s11882-017-0686-1
http://www.ncbi.nlm.nih.gov/pubmed/28332107
http://doi.org/10.1111/j.1398-9995.2011.02761.x
http://www.ncbi.nlm.nih.gov/pubmed/22150126
http://doi.org/10.3389/fimmu.2021.676236
http://www.ncbi.nlm.nih.gov/pubmed/33968086
http://doi.org/10.4049/jimmunol.202.Supp.115.25
http://doi.org/10.3389/fimmu.2017.00896
http://doi.org/10.2500/aap.2020.41.200035
http://doi.org/10.1111/cea.12039
http://doi.org/10.2500/ajra.2014.28.4091
http://doi.org/10.1016/j.anai.2017.05.012
http://doi.org/10.1111/all.14336
http://www.ncbi.nlm.nih.gov/pubmed/32329930
http://doi.org/10.1038/nm1462
http://www.ncbi.nlm.nih.gov/pubmed/16906156
http://doi.org/10.1111/all.12638
http://www.ncbi.nlm.nih.gov/pubmed/25913519
http://doi.org/10.1371/journal.ppat.1007595
http://doi.org/10.1016/j.coi.2016.03.003
http://www.ncbi.nlm.nih.gov/pubmed/27115617
http://doi.org/10.1016/j.anai.2020.07.015
http://doi.org/10.1016/j.jaip.2017.05.023
http://doi.org/10.1016/j.jaci.2018.01.016
http://www.ncbi.nlm.nih.gov/pubmed/29519451
http://doi.org/10.1016/j.jaci.2010.08.008
http://doi.org/10.4168/aair.2018.10.5.457
http://www.ncbi.nlm.nih.gov/pubmed/30088366
http://doi.org/10.3389/fimmu.2019.01551
http://doi.org/10.1016/j.cobeha.2019.01.011
http://doi.org/10.1186/s12967-017-1175-y
http://www.ncbi.nlm.nih.gov/pubmed/28388917
http://doi.org/10.1111/all.13718
http://www.ncbi.nlm.nih.gov/pubmed/30636005
http://doi.org/10.1016/j.gtc.2016.09.004
http://www.ncbi.nlm.nih.gov/pubmed/28164850
http://doi.org/10.1080/19490976.2015.1134082
http://www.ncbi.nlm.nih.gov/pubmed/26963409
http://doi.org/10.1136/gutjnl-2021-326264
http://www.ncbi.nlm.nih.gov/pubmed/35277453


J. Pers. Med. 2023, 13, 324 14 of 16

51. Chaput, N.; Lepage, P.; Coutzac, C.; Soularue, E.; Le Roux, K.; Monot, C.; Boselli, L.; Routier, E.; Cassard, L.; Collins, M.; et al.
Baseline gut microbiota predicts clinical response and colitis in metastatic melanoma patients treated with ipilimumab. Ann.
Oncol. 2017, 28, 1368–1379. [CrossRef]

52. Jerzynska, J.; Stelmach, W.; Balcerak, J.; Woicka-Kolejwa, K.; Rychlik, B.; Blauz, A.; Wachulec, M.; Stelmach, P.; Majak, P.; Stelmach,
I. Effect of Lactobacillus rhamnosus GG and vitamin D supplementation on the immunologic effectiveness of grass-specific
sublingual immunotherapy in children with allergy. Allergy Asthma Proc. 2016, 37, 324–334. [CrossRef] [PubMed]

53. de Azevedo, M.; Innocentin, S.; Dorella, F.; Rocha, C.; Mariat, D.; Pontes, D.; Miyoshi, A.; Azevedo, V.; Langella, P.; Chatel, J.-M.
Immunotherapy of allergic diseases using probiotics or recombinant probiotics. J. Appl. Microbiol. 2013, 115, 319–333. [CrossRef]

54. Kawahara, T. Inhibitory effect of heat-killed Lactobacillus strain on immunoglobulin E-mediated degranulation and late-phase
immune reactions of mouse bone marrow-derived mast cells. Anim. Sci. J. 2010, 81, 714–721. [CrossRef] [PubMed]

55. Allam, J.-P.; Duan, Y.; Winter, J.; Stojanovski, G.; Fronhoffs, F.; Wenghoefer, M.; Bieber, T.; Peng, W.-M.; Novak, N. Tolerogenic T
cells, Th1/Th17 cytokines and TLR2/TLR4 expressing dendritic cells predominate the microenvironment within distinct oral
mucosal sites. Allergy 2011, 66, 532–539. [CrossRef]

56. Allam, J.-P.; Novak, N.; Fuchs, C.; Asen, S.; Bergé, S.; Appel, T.; Geiger, E.; Kochan, J.P.; Bieber, T. Characterization of dendritic
cells from human oral mucosa: A new Langerhans’ cell type with high constitutive FcεRI expression. J. Allergy Clin. Immunol.
2003, 112, 141–148. [CrossRef]

57. Allam, J.-P.; Würtzen, P.A.; Reinartz, M.; Winter, J.; Vrtala, S.; Chen, K.-W.; Valenta, R.; Wenghoefer, M.; Appel, T.; Gros, E.;
et al. Phl p 5 resorption in human oral mucosa leads to dose-dependent and time-dependent allergen binding by oral mucosal
Langerhans cells, attenuates their maturation, and enhances their migratory and TGF-β1 and IL-10–producing properties. J.
Allergy Clin. Immunol. 2010, 126, 638–645. [CrossRef] [PubMed]

58. Mascarell, L.; Lombardi, V.; Louise, A.; Saint-Lu, N.; Chabre, H.; Moussu, H.; Betbeder, D.; Balazuc, A.-M.; Van Overtvelt, L.;
Moingeon, P. Oral dendritic cells mediate antigen-specific tolerance by stimulating TH1 and regulatory CD4+ T cells. J. Allergy
Clin. Immunol. 2008, 122, 603–609. [CrossRef]

59. Mascarell, L.; Saint-Lu, N.; Moussu, H.; Zimmer, A.; Louise, A.; Lone, Y.; Ladant, D.; Leclerc, C.; Tourdot, S.; Van Overtvelt, L.; et al.
Oral macrophage-like cells play a key role in tolerance induction following sublingual immunotherapy of asthmatic mice. Mucosal
Immunol. 2011, 4, 638–647. [CrossRef]

60. Mascarell, L.; Lombardi, V.; Zimmer, A.; Louise, A.; Tourdot, S.; Van Overtvelt, L.; Moingeon, P. Mapping of the lingual immune
system reveals the presence of both regulatory and effector CD4+T cells. Clin. Exp. Allergy 2009, 39, 1910–1919. [CrossRef]
[PubMed]

61. Gazi, U.; Bahceciler, N.N. Immune mechanisms induced by sublingual immunotherapy in allergic respiratory diseases. Clin. Exp.
Immunol. 2022, 209, 262–269. [CrossRef]

62. Hagner, S.; Rask, C.; Brimnes, J.; Andersen, P.S.; Raifer, H.; Renz, H.; Garn, H. House Dust Mite-Specific Sublingual Immunother-
apy Prevents the Development of Allergic Inflammation in a Mouse Model of Experimental Asthma. Int. Arch. Allergy Immunol.
2016, 170, 22–34. [CrossRef] [PubMed]

63. Kaminuma, O.; Suzuki, K.; Mori, A. Effect of Sublingual Immunotherapy on Antigen-Induced Bronchial and Nasal Inflammation
in Mice. Int. Arch. Allergy Immunol. 2010, 152, 75–78. [CrossRef]

64. Tourdot, S.; Airouche, S.; Berjont, N.; Moussu, H.; Betbeder, D.; Nony, E.; Floch, V.B.-L.; Baron-Bodo, V.; Mascarell, L.; Moingeon,
P. Efficacy of sublingual vectorized recombinant Bet v 1a in a mouse model of birch pollen allergic asthma. Vaccine 2013, 31,
2628–2637. [CrossRef] [PubMed]

65. La Grutta, S.; Arena, A.; D’Anneo, W.R.; Gammeri, E.; Leonardi, S.; Trimarchi, A.; Platania, D.; La Rosa, M. Evaluation of
the antiinflammatory and clinical effects of sublingual immunotherapy with carbamylated allergoid in allergic asthma with
or without rhinitis. A 12-month perspective randomized, controlled, trial. Eur. Ann. Allergy Clin. Immunol. 2007, 39, 40–44.
[PubMed]

66. Marogna, M.; Spadolini, I.; Massolo, A.; Canonica, G.W.; Passalacqua, G. Clinical, functional, and immunologic effects of
sublingual immunotherapy in birch pollinosis: A 3-year randomized controlled study. J. Allergy Clin. Immunol. 2005, 115,
1184–1188. [CrossRef]

67. Chougnet, C.A.; Thacker, R.I.; Shehata, H.M.; Hennies, C.M.; Lehn, M.A.; Lages, C.S.; Janssen, E.M. Loss of Phagocytic and
Antigen Cross-Presenting Capacity in Aging Dendritic Cells Is Associated with Mitochondrial Dysfunction. J. Immunol. 2015, 195,
2624–2632. [CrossRef] [PubMed]

68. Pereira, L.F.; de Souza, A.P.D.; Borges, T.J.; Bonorino, C. Impaired in vivo CD4+ T cell expansion and differentiation in aged mice
is not solely due to T cell defects: Decreased stimulation by aged dendritic cells. Mech. Ageing Dev. 2011, 132, 187–194. [CrossRef]
[PubMed]

69. Wong, C.; Goldstein, D.R. Impact of aging on antigen presentation cell function of dendritic cells. Curr. Opin. Immunol. 2013, 25,
535–541. [CrossRef] [PubMed]

70. Allam, J.-P.; Stojanovski, G.; Friedrichs, N.; Peng, W.; Bieber, T.; Wenzel, J.; Novak, N. Distribution of Langerhans cells and mast
cells within the human oral mucosa: New application sites of allergens in sublingual immunotherapy? Allergy 2008, 63, 720–727.
[CrossRef] [PubMed]

http://doi.org/10.1093/annonc/mdx108
http://doi.org/10.2500/aap.2016.37.3958
http://www.ncbi.nlm.nih.gov/pubmed/27401319
http://doi.org/10.1111/jam.12174
http://doi.org/10.1111/j.1740-0929.2010.00788.x
http://www.ncbi.nlm.nih.gov/pubmed/21108693
http://doi.org/10.1111/j.1398-9995.2010.02510.x
http://doi.org/10.1067/mai.2003.1607
http://doi.org/10.1016/j.jaci.2010.04.039
http://www.ncbi.nlm.nih.gov/pubmed/20584546
http://doi.org/10.1016/j.jaci.2008.06.034
http://doi.org/10.1038/mi.2011.28
http://doi.org/10.1111/j.1365-2222.2009.03337.x
http://www.ncbi.nlm.nih.gov/pubmed/19694757
http://doi.org/10.1093/cei/uxac075
http://doi.org/10.1159/000446155
http://www.ncbi.nlm.nih.gov/pubmed/27287860
http://doi.org/10.1159/000312129
http://doi.org/10.1016/j.vaccine.2013.03.041
http://www.ncbi.nlm.nih.gov/pubmed/23583462
http://www.ncbi.nlm.nih.gov/pubmed/17441414
http://doi.org/10.1016/j.jaci.2005.02.031
http://doi.org/10.4049/jimmunol.1501006
http://www.ncbi.nlm.nih.gov/pubmed/26246142
http://doi.org/10.1016/j.mad.2011.03.005
http://www.ncbi.nlm.nih.gov/pubmed/21453718
http://doi.org/10.1016/j.coi.2013.05.016
http://www.ncbi.nlm.nih.gov/pubmed/23806201
http://doi.org/10.1111/j.1398-9995.2007.01611.x
http://www.ncbi.nlm.nih.gov/pubmed/18445186


J. Pers. Med. 2023, 13, 324 15 of 16

71. Mascarell, L.; Rak, S.; Worm, M.; Mélac, M.; Soulie, S.; Lescaille, G.; Lemoine, F.; Jospin, F.; Paul, S.; Caplier, L.; et al. Charac-
terization of oral immune cells in birch pollen-allergic patients: Impact of the oral allergy syndrome and sublingual allergen
immunotherapy on antigen-presenting cells. Allergy 2015, 70, 408–419. [CrossRef] [PubMed]

72. Gueguen, C.; Bouley, J.; Moussu, H.; Luce, S.; Duchateau, M.; Chamot-Rooke, J.; Pallardy, M.; Lombardi, V.; Nony, E.;
Baron-Bodo, V.; et al. Changes in markers associated with dendritic cells driving the differentiation of either TH2 cells or
regulatory T cells correlate with clinical benefit during allergen immunotherapy. J. Allergy Clin. Immunol. 2016, 137, 545–558.
[CrossRef] [PubMed]

73. Zimmer, A.; Bouley, J.; Le Mignon, M.; Pliquet, E.; Horiot, S.; Turfkruyer, M.; Baron-Bodo, V.; Horak, F.; Nony, E.; Louise, A.; et al.
A regulatory dendritic cell signature correlates with the clinical efficacy of allergen-specific sublingual immunotherapy. J. Allergy
Clin. Immunol. 2012, 129, 1020–1030. [CrossRef] [PubMed]

74. Shamji, M.H.; Durham, S.R. Mechanisms of allergen immunotherapy for inhaled allergens and predictive biomarkers. J. Allergy
Clin. Immunol. 2017, 140, 1485–1498. [CrossRef] [PubMed]

75. Laoubi, L.; Lacoffrette, M.; Valsesia, S.; Lenief, V.; Guironnet-Paquet, A.; Mosnier, A.; Dubois, G.; Cartier, A.; Monti, L.;
Marvel, J.; et al. Epicutaneous allergen immunotherapy induces a profound and selective modulation in skin dendritic-cell
subsets. J. Allergy Clin. Immunol. 2022, 150, 1194–1208. [CrossRef] [PubMed]

76. Cherrier, M. Les cellules lymphoïdes innées. De nouveaux acteurs de la réponse immune mucosale. (Innate lymphoid cells: New
players of the mucosal immune response). Médecine/Sciences 2014, 30, 280–288. [CrossRef] [PubMed]

77. Beuraud, C.; Lombardi, V.; Luce, S.; Horiot, S.; Naline, E.; Neukirch, C.; Airouche, S.; Perchet, T.; Golub, R.; Devillier, P.; et al. CCR
10 + ILC 2s with ILC 1-like properties exhibit a protective function in severe allergic asthma. Allergy 2019, 74, 933–943. [CrossRef]

78. Lombardi, V.; Beuraud, C.; Neukirch, C.; Moussu, H.; Morizur, L.; Horiot, S.; Luce, S.; Wambre, E.; Linsley, P.; Chollet-
Martin, S.; et al. Circulating innate lymphoid cells are differentially regulated in allergic and nonallergic subjects. J. Allergy Clin.
Immunol. 2016, 138, 305–308. [CrossRef]

79. Lao-Araya, M.; Steveling, E.H.; Scadding, G.W.; Durham, S.R.; Shamji, M.H. Seasonal increases in peripheral innate lymphoid
type 2 cells are inhibited by subcutaneous grass pollen immunotherapy. J. Allergy Clin. Immunol. 2014, 134, 1193–1195. [CrossRef]

80. Golebski, K.; Layhadi, J.A.; Sahiner, U.; Steveling-Klein, E.H.; Lenormand, M.M.; Li, R.C.; Bal, S.M.; Heesters, B.A.; Vilà-Nadal, G.;
Hunewald, O.; et al. Induction of IL-10-producing type 2 innate lymphoid cells by allergen immunotherapy is associated with
clinical response. Immunity 2021, 54, 291–307. [CrossRef]

81. Panda, S.K.; Colonna, M. Innate Lymphoid Cells in Mucosal Immunity. Front. Immunol. 2019, 10, 861. [CrossRef]
82. Mitthamsiri, W.; Pradubpongsa, P.; Sangasapaviliya, A.; Boonpiyathad, T. Decreased CRTH2 Expression and Response to Allergen

Re-stimulation on Innate Lymphoid Cells in Patients With Allergen-Specific Immunotherapy. Allergy Asthma Immunol. Res. 2018,
10, 662–674. [CrossRef]

83. Eljaszewicz, A.; Ruchti, F.; Radzikowska, U.; Globinska, A.; Boonpiyathad, T.; Gschwend, A.; Morita, H.; Helbling, A.; Arasi, S.;
Kahlert, H.; et al. Trained immunity and tolerance in innate lymphoid cells, monocytes, and dendritic cells during allergen-specific
immunotherapy. J. Allergy Clin. Immunol. 2021, 147, 1865–1877. [CrossRef] [PubMed]

84. Bohle, B.; Kinaciyan, T.; Gerstmayr, M.; Radakovics, A.; Jahn-Schmid, B.; Ebner, C. Sublingual immunotherapy induces IL-10–
producing T regulatory cells, allergen-specific T-cell tolerance, and immune deviation. J. Allergy Clin. Immunol. 2007, 120, 707–713.
[CrossRef]

85. Rolland, J.M.; Gardner, L.; O’Hehir, R. Functional regulatory T cells and allergen immunotherapy. Curr. Opin. Allergy Clin.
Immunol. 2010, 10, 559–566. [CrossRef] [PubMed]

86. Scadding, G.W.; Shamji, M.H.; Jacobson, M.R.; Lee, D.I.; Wilson, D.; Lima, M.T.; Pitkin, L.; Pilette, C.; Nouri-Aria, K.; Durham,
S.R. Sublingual grass pollen immunotherapy is associated with increases in sublingual Foxp3-expressing cells and elevated
allergen-specific immunoglobulin G4, immunoglobulin A and serum inhibitory activity for immunoglobulin E-facilitated allergen
binding to B cells. Clin. Exp. Allergy J. Br. Soc. Allergy Clin. Immunol. 2010, 40, 598–606. [CrossRef]

87. Rosser, E.C.; Mauri, C. Regulatory B Cells: Origin, Phenotype, and Function. Immunity 2015, 42, 607–612. [CrossRef] [PubMed]
88. van de Veen, W.; Stanic, B.; Wirz, O.F.; Jansen, K.; Globinska, A.; Akdis, M. Role of regulatory B cells in immune tolerance to

allergens and beyond. J. Allergy Clin. Immunol. 2016, 138, 654–665. [CrossRef] [PubMed]
89. van de Veen, W.; Stanic, B.; Yaman, G.; Wawrzyniak, M.; Söllner, S.; Akdis, D.G.; Rückert, B.; Akdis, C.A.; Akdis, M. IgG4

production is confined to human IL-10–producing regulatory B cells that suppress antigen-specific immune responses. J. Allergy
Clin. Immunol. 2013, 131, 1204–1212. [CrossRef]

90. Pfaar, O.; Agache, I.; de Blay, F.; Bonini, S.; Chaker, A.M.; Durham, S.R.; Gawlik, R.; Hellings, P.W.; Jutel, M.; Kleine-Tebbe, J.; et al.
Perspectives in allergen immunotherapy: 2019 and beyond. Allergy 2019, 74 (Suppl. 108), 3–25. [CrossRef] [PubMed]

91. Shamji, M.H.; Layhadi, J.A.; Achkova, D.; Kouser, L.; Perera-Webb, A.; Couto-Francisco, N.C.; Parkin, R.V.; Matsuoka, T.;
Scadding, G.; Ashton-Rickardt, P.G.; et al. Role of IL-35 in sublingual allergen immunotherapy. J. Allergy Clin. Immunol. 2019, 143,
1131–1142. [CrossRef]

92. Wang, W.; Wei, C.; Cheng, Z.; Yang, J. Aberrant Th2 Immune Responses Are Associated with a Reduced Frequency of IL-35-
Induced Regulatory T Cells after Allergen Exposure in Patients with Allergic Asthma. Allergy Asthma Immunol. Res. 2020, 12,
1029–1045. [CrossRef]

http://doi.org/10.1111/all.12576
http://www.ncbi.nlm.nih.gov/pubmed/25631199
http://doi.org/10.1016/j.jaci.2015.09.015
http://www.ncbi.nlm.nih.gov/pubmed/26522402
http://doi.org/10.1016/j.jaci.2012.02.014
http://www.ncbi.nlm.nih.gov/pubmed/22464673
http://doi.org/10.1016/j.jaci.2017.10.010
http://www.ncbi.nlm.nih.gov/pubmed/29221580
http://doi.org/10.1016/j.jaci.2022.05.025
http://www.ncbi.nlm.nih.gov/pubmed/35779666
http://doi.org/10.1051/medsci/20143003016
http://www.ncbi.nlm.nih.gov/pubmed/24685219
http://doi.org/10.1111/all.13679
http://doi.org/10.1016/j.jaci.2015.12.1325
http://doi.org/10.1016/j.jaci.2014.07.029
http://doi.org/10.1016/j.immuni.2020.12.013
http://doi.org/10.3389/fimmu.2019.00861
http://doi.org/10.4168/aair.2018.10.6.662
http://doi.org/10.1016/j.jaci.2020.08.042
http://www.ncbi.nlm.nih.gov/pubmed/33039478
http://doi.org/10.1016/j.jaci.2007.06.013
http://doi.org/10.1097/ACI.0b013e32833ff2b2
http://www.ncbi.nlm.nih.gov/pubmed/20859202
http://doi.org/10.1111/j.1365-2222.2010.03462.x
http://doi.org/10.1016/j.immuni.2015.04.005
http://www.ncbi.nlm.nih.gov/pubmed/25902480
http://doi.org/10.1016/j.jaci.2016.07.006
http://www.ncbi.nlm.nih.gov/pubmed/27596706
http://doi.org/10.1016/j.jaci.2013.01.014
http://doi.org/10.1111/all.14077
http://www.ncbi.nlm.nih.gov/pubmed/31872476
http://doi.org/10.1016/j.jaci.2018.06.041
http://doi.org/10.4168/aair.2020.12.6.1029


J. Pers. Med. 2023, 13, 324 16 of 16

93. Zissler, U.M.; Jakwerth, C.A.; Guerth, F.M.; Pechtold, L.; Aguilar-Pimentel, J.A.; Dietz, K.; Suttner, K.; Piontek, G.; Haller, B.;
Hajdu, Z.; et al. Early IL-10 producing B-cells and coinciding Th/Tr17 shifts during three year grass-pollen AIT. Ebiomedicine
2018, 36, 475–488. [CrossRef] [PubMed]

94. Boonpiyathad, T.; van de Veen, W.; Wirz, O.; Sokolowska, M.; Rückert, B.; Tan, G.; Sangasapaviliya, A.; Pradubpongsa, P.;
Fuengthong, R.; Thantiworasit, P.; et al. Role of Der p 1–specific B cells in immune tolerance during 2 years of house dust
mite–specific immunotherapy. J. Allergy Clin. Immunol. 2019, 143, 1077–1086. [CrossRef] [PubMed]

95. Grifoni, A.; Antunes, R.D.S.; Westernberg, L.; Pham, J.; Birrueta, G.; Peters, B.; Sette, A.; Schulten, V. Characterization and epitope
identification of the T cell response in non-allergic individuals exposed to mouse allergen. World Allergy Organ. J. 2019, 12, 100026.
[CrossRef] [PubMed]

96. Akdis, C.A.; Akdis, M. Mechanisms of allergen-specific immunotherapy and immune tolerance to allergens. World Allergy Organ.
J. 2015, 8, 17. [CrossRef]

97. Santos, A.F.; Alpan, O.; Hoffmann, H. Basophil activation test: Mechanisms and considerations for use in clinical trials and
clinical practice. Allergy 2021, 76, 2420–2432. [CrossRef] [PubMed]

98. Kepley, C.L.; Cambier, J.; Morel, P.; Lujan, D.; Ortega, E.; Wilson, B.S.; Oliver, J.M. Negative regulation of FcεRI signaling by
FcγRII costimulation in human blood basophils. J. Allergy Clin. Immunol. 2000, 106, 337–348. [CrossRef] [PubMed]

99. Lalek, N.; Kosnik, M.; Silar, M.; Korosec, P. Immunoglobulin G-dependent changes in basophil allergen threshold sensitivity
during birch pollen immunotherapy. Clin. Exp. Allergy 2010, 40, 1186–1193. [CrossRef]

100. Shamji, M.H.; Layhadi, J.A.; Scadding, G.W.; Cheung, D.K.; Calderon, M.A.; Turka, L.A.; Phippard, D.; Durham, S.R. Basophil
expression of diamine oxidase: A novel biomarker of allergen immunotherapy response. J. Allergy Clin. Immunol. 2015, 135,
913–921. [CrossRef]

101. Hoffmann, H.J.; Santos, A.F.; Mayorga, C.; Nopp, A.; Eberlein, B.; Ferrer, M.; Rouzaire, P.; Ebo, D.G.; Sabato, V.; Sanz, M.L.; et al.
The clinical utility of basophil activation testing in diagnosis and monitoring of allergic disease. Allergy 2015, 70, 1393–1405.
[CrossRef]

102. Shamji, M.H.; Kappen, J.H.; Akdis, M.; Jensen-Jarolim, E.; Knol, E.F.; Kleine-Tebbe, J.; Bohle, B.; Chaker, A.M.; Till, S.J.; Valenta, R.;
et al. Biomarkers for monitoring clinical efficacy of allergen immunotherapy for allergic rhinoconjunctivitis and allergic asthma:
An EAACI Position Paper. Allergy 2017, 72, 1156–1173. [CrossRef]

103. Heeringa, J.J.; McKenzie, C.I.; Varese, N.; Hew, M.; Bakx, A.T.C.M.; Aui, P.M.; Rolland, J.M.; O’Hehir, R.E.; Zelm, M.C. Induction
of IgG 2 and IgG 4 B-cell memory following sublingual immunotherapy for ryegrass pollen allergy. Allergy 2020, 75, 1121–1132.
[CrossRef] [PubMed]

104. Bordas-Le Floch, V.; Berjont, N.; Batard, T.; Varese, N.; O’Hehir, R.E.; Canonica, W.G.; Zelm, M.C.; Mascarell, L. Coordinated IgG2
and IgE responses as a marker of allergen immunotherapy efficacy. Allergy 2021, 77, 1263–1273. [CrossRef] [PubMed]

105. Shamji, M.H.; Valenta, R.; Jardetzky, T.; Verhasselt, V.; Durham, S.R.; Würtzen, P.A.; van Neerven, R.J. The role of allergen-specific
IgE, IgG and IgA in allergic disease. Allergy 2021, 76, 3627–3641. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1016/j.ebiom.2018.09.016
http://www.ncbi.nlm.nih.gov/pubmed/30318182
http://doi.org/10.1016/j.jaci.2018.10.061
http://www.ncbi.nlm.nih.gov/pubmed/30529452
http://doi.org/10.1016/j.waojou.2019.100026
http://www.ncbi.nlm.nih.gov/pubmed/31044023
http://doi.org/10.1186/s40413-015-0063-2
http://doi.org/10.1111/all.14747
http://www.ncbi.nlm.nih.gov/pubmed/33475181
http://doi.org/10.1067/mai.2000.107931
http://www.ncbi.nlm.nih.gov/pubmed/10932079
http://doi.org/10.1111/j.1365-2222.2010.03524.x
http://doi.org/10.1016/j.jaci.2014.09.049
http://doi.org/10.1111/all.12698
http://doi.org/10.1111/all.13138
http://doi.org/10.1111/all.14073
http://www.ncbi.nlm.nih.gov/pubmed/31587307
http://doi.org/10.1111/all.15107
http://www.ncbi.nlm.nih.gov/pubmed/34551124
http://doi.org/10.1111/all.14908
http://www.ncbi.nlm.nih.gov/pubmed/33999439

	Introduction 
	Examples of Dose Adaptation in Inflammatory and Allergic Drugs 
	Dosage Adaptation of Methotrexate in Psoriasis 
	Incremental Posology in Oral Immunotherapy for Food Allergy 
	Adaptation of Treatment Modalities for Treating Airway Allergy and Asthma Symptoms 

	Dose Adaptation in Respiratory Sublingual Immunotherapy 
	Intrinsic and Extrinsic Factors Leading to Individual Inter-Variability of the Immune Response to Sublingual Immunotherapy 
	Intrinsic Characteristics 
	Extrinsic Characteristics 

	Differential Behavior of Immune Responses According to Clinical Responses during AIT 
	Allergen Presentation Capacity of DCs and DC Polarization in the Context of AIT 
	Innate Lymphoid Cells (ILCs) in the AIT Mechanism 
	T and B Regulatory (reg) Subsets and AIT 
	The Role of Humoral Responses for Reducing Basophils and Mast Cell Threshold Sensitivity during AIT 
	Coordinated Immune Responses as a Novel Finding for Patient Stratification 


	Conclusions and Perspectives 
	References

