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ARTICLE SUMMARY

» Existing diagnostic testing is not predictive of severity or the threshold dose of clinical reactivity, and many patients still require an Oral
Food Challenge (OFC). While OFCs are very useful for making an allergy diagnosis and determining clinical reactivity, they often
cause anaphylaxis, which can increase patient anxiety. and are time and resource intensive.

- An exfensive validation was performed across 5 cohorts (all with confirmed oral food challenge results) across six different countries.
Cohorts used: BOPI, OPIA, CAFETERIA, CoFAR6, and PEPITES with specimens from Australia, UK, US, Ireland, and Germany.

This paper reports the first validated algorithm using two key peanut specific IgE epitopes to predict probabilities of reaction o
different amounts of peanut in allergic subjects and may provide a useful clinical substitute for peanut oral food challenges.

» Using the algorithm, subjects were assigned info “high’, ‘moderate’, or “low” dose reactivity groups. On average, subjects in the “high”
group were 4 fimes more likely fo tolerate a specific dose, compared fo the ‘low” group.' For example, 88% of patients in the high
dose reactivity group were able 1o folerate > 144 mg of peanut protein whereas only 29% were able to folerate the same amount in the
low dose reactivity group.?

CLINICAL CONSIDERATIONS

» The new epitope test offers more granular information fo help clinicians strafify freatment and peanut avoidance plans for their patients.

» See below for summary of clinical considerations based on threshold reactivity level.
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unlikely allergic

b

+ oral food challenge fo rule out the diagnosis of peanut allergy

HOW TO ORDER TESTING ATTEND A WEBINAR

*+ Visit allergenis.com and complete the account set up form Upcoming webinars fo learn more about the clinical ufility of
- Choose your phlebotomy preference (in-office or mobile phlebotomy)  the thresholds.

» Place your order through our online platform
« Receive the results Clinical Utility of Thresholds in Patient Management

Dr. Hugh Sampson from the Icahn

School of Medicine at Mount Sinai
order now

November 21, 2022 @ 2 pm EST ‘

Scan to register.

REFERENCES

1. Suprun M, Kearney P, Hayward C, et al. Predicting probability of tolerating discrete amounts of peanut protein in allergic children using epitope-specific IgE
antibody profiling. Allergy. 2022,004-9. doi: 10.1I11/all15477

2, Sindher SB, Long A, Chin AR, Hy A, Sempath V, Nadeau KC, Chirthrajsh RS. Food allergy, mechanisms, disgnosis and treatment: Innovation through a
multi-targeted approach. Allergy. 2022 Jun 22, doi: 10.111l/all 15418, Epub shead of print. PMID: 3573033,

Visit allergenis.com for more information or to start ordering.


https://onlinelibrary.wiley.com/action/showCampaignLink?uri=uri%3Ad6846677-b193-4f8c-887b-10aa86f8950b&url=https%3A%2F%2Fwww.allergenis.com%2Fhow-to-order%3Futm_source%3Dbannerad%26utm_medium%3DeReader%26utm_campaign%3Dallergy%2Bjournal%26utm_id%3Dseptember2022&pubDoi=10.1111/all.15371&viewOrigin=offlinePdf

'.) Check for updates

Received: 15 February 2022 | Revised: 31 March 2022 Accepted: 12 April 2022

DOI: 10.1111/all.15371

ORIGINAL ARTICLE

Rhinitis, Sinusitis and Upper Airway Disease

Comparison of rhinitis treatments using MASK-air® data and
considering the minimal important difference

Bernardo Sousa-Pinto>?2® | Holger J. Schiinemann® | Ana Sa-Sousal?3® |
Rafael José Vieira®2® | Rita Amaral>?>*® | Josep M. Anto>®”® | Ludger Klimek’® |
Wienczyslawa Czarlewskil® | Joaquim Mullol'! | Oliver Pfaar'?® | Anna Bedbrook®® |

Luisa Brussino** | Violeta Kvedariene'® | Desirée Larenas-Linnemann®®® |

Yoshitaka Okamoto!’ | Maria Teresa Ventura'® | loana Agache?® ® |

Ignacio J. Ansotegui?® | Karl C. Bergmann®?? | Sinthia Bosnic-Anticevich®® |

Jan Brozek? | G.Walter Canonica?*?®> | Victoria Cardona?*® |

Pedro Carreiro-Martins?”?® | Thomas Casale?” | Lorenzo Cecchi®®® | Tomas Chivato®! |
Derek K. Chu®*?> | Cemal Cingi®*® | Elisio M. Costa®* | Alvaro A.Cruz®®>® |

Stefano Del Giacco®® | Philippe Devillier’” | Patrik Eklund®® | Wytske J. Fokkens® |
Bilun Gemicioglu®® | Tari Haahtela®® | Juan Carlos Ivancevich*? | Zhanat Ispayeva®® |
Marek Jutel***® | Piotr Kuna®® | Igor Kaidashev? | Musa Khaitov*®® |

Helga Kraxner® | Daniel Laune®® | Brian Lipworth®® | Renaud Louis®? |

Michael Makris®® | Riccardo Monti®* | Mario Morais-Almeida®> ©® | Ralph Mésges® |
Marek Niedoszytko®” ©® | Nikolaos G. Papadopoulos®®® | Vincenzo Patella®® ® |

Nhan Pham-Thi®® | Frederico S. Regateiro®® | Sietze Reitsma®? | Philip W. Rouadi®®¢*® |
Boleslaw Samolinski®® | Aziz Sheikh® | Milan Sova®” | AnaTodo-Bom®® |

Luis Taborda-Barata®®’%’! | Sanna Toppila-Salmi*! | Joaquin Sastre’? |

loanna Tsiligianni’® | Arunas Valiulis”* | Olivier Vandenplas’”>® | Dana Wallace”® |
Susan Waserman’’ | Arzu Yorgancioglu’® | Mihaela Zidarn’?8° |

Torsten Zuberbier?>?2® | Joao A.Fonseca?*® | Jean Bousquet?!-2281

IMEDCIDS - Department of Community Medicine, Information and Health Decision Sciences, Faculty of Medicine, University of Porto, Porto, Portugal
2CINTESIS - Center for Health Technology and Services Research, University of Porto, Porto, Portugal

SRISE - Health Research Network, University of Porto, Porto, Portugal

4Department of Health Research Methods, Evidence, and Impact & Department of Medicine, McMaster University, Hamilton, ON, Canada

5ISGlobal, Barcelona Institute for Global Health, Barcelona, Spain

SIMIM (Hospital del Mar Medical Research Institute), Barcelona, Spain

7Universitat Pompeu Fabra (UPF), Barcelona, Spain

8CIBER Epidemiologia y Salud Publica (CIBERESP), Barcelona, Spain

“Department of Otolaryngology, Head and Neck Surgery, Universititsmedizin Mainz, Mainz, and Center for Rhinology and Allergology, Wiesbaden, Germany

Abbreviations: AIT, allergen immunotherapy; AR, allergic rhinitis; ARIA, Allergic Rhinitis and its Impact on Asthma; Aze-Flu, azelastine-fluticasone intranasal formulation; GDPR, general
data protection regulation; GRADE, grading of recommendations, assessment, development and evaluation; INAH, intranasal H,-antihistamine; INCS, intranasal corticosteroid; mHealth,
mobile health; MID, minimal important difference; OAH, oral H;-antihistamine; OCS, oral corticosteroid; OR, odds ratio; RCT, randomized clinical trial; VAS, visual analogue scale.

© 2022 European Academy of Allergy and Clinical Immunology and John Wiley & Sons Ltd.

3002 wileyonlinelibrary.com/journal/all Allergy. 2022;77:3002-3014.

85U8017 SUOWWOD 8AIe.D 3(gedldde ayy Aq pausenob ale sejole YO ‘8sn JO 3| 10j AIq1T 8UIUO 8|1 UO (SUO N IPUOD-PUE-SWLBIW0D" A8 1M Ae.q U [UO//:SdnL) SUONIPUOD pue SWid | 8y 88S *[2202/0T/2T] Uo ARiqiTauliuo A8|im ‘enued eogsi eedsoH 0ued Aq TZEST'I/TTTT'OT/I0p/W00 8| 1M ArIq1euljuo//:Sdny Wo.j pepeojumod ‘0T ‘2202 ‘S66686ET


www.wileyonlinelibrary.com/journal/all
https://orcid.org/0000-0002-1277-3401
https://orcid.org/0000-0002-9429-6863
https://orcid.org/0000-0003-1834-3055
https://orcid.org/0000-0002-0233-830X
https://orcid.org/0000-0002-2455-0192
https://orcid.org/0000-0003-4374-9639
https://orcid.org/0000-0002-5713-5331
https://orcid.org/0000-0001-7994-364X
https://orcid.org/0000-0003-2197-9767
https://orcid.org/0000-0002-0658-2449
https://orcid.org/0000-0003-3934-5092
https://orcid.org/0000-0002-7403-3871
https://orcid.org/0000-0003-4757-2156
https://orcid.org/0000-0003-4961-9640
https://orcid.org/0000-0003-1837-2980
https://orcid.org/0000-0003-1089-1911
https://orcid.org/0000-0002-4448-3468
https://orcid.org/0000-0001-5640-6446
https://orcid.org/0000-0002-5365-9568
https://orcid.org/0000-0002-4608-3310
https://orcid.org/0000-0002-1466-8875
https://orcid.org/0000-0002-0887-8796
mailto:﻿
https://orcid.org/0000-0002-4061-4766
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fall.15371&domain=pdf&date_stamp=2022-06-13

SOUSA-PINTO €T AL.

Wi LEYm

OMedical Consulting Czarlewski, Levallois, France

11Rhinology Unit & Smell Clinic, ENT Department, Hospital Clinic, Clinical & Experimental Respiratory Immunoallergy, IDIBAPS, CIBERES, University of
Barcelona, Barcelona, Spain

12Department of Otorhinolaryngology, Head and Neck Surgery, Section of Rhinology and Allergy, University Hospital Marburg, Philipps-Universitat Marburg,
Marburg, Germany

3ARIA, Montpellier, France
14Department of Medical Sciences, Allergy and Clinical Immunology Unit, University of Torino & Mauriziano Hospital, Torino, Italy

B|nstitute of Biomedical Sciences, Department of Pathology, Faculty of Medicine, Vilnius University and Institute of Clinical Medicine, Clinic of Chest Diseases
and Allergology, Faculty of Medicine, Vilnius University, Vilnius, Lithuania

16Center of Excellence in Asthma and Allergy, Médica Sur Clinical Foundation and Hospital, México City, Mexico
17Department of Otorhinolaryngology, Chiba University Hospital, Chiba, Japan

BUniversity of Bari Medical School, Unit of Geriatric Immunoallergology, Bari, Italy

¥Transylvania University Brasov, Brasov, Romania

2°Department of Allergy and Immunology, Hospital Quironsalud Bizkaia, Bilbao, Spain

U nstitute of Allergology, Charité - Universitatsmedizin Berlin, Corporate Member of Freie Universitat Berlin and Humboldt-Universitat zu Berlin, Berlin,
Germany

22Fraunhofer Institute for Translational Medicine and Pharmacology ITMP, Allergology and Immunology, Berlin, Germany

23Quality Use of Respiratory Medicine Group, Woolcock Institute of Medical Research, The University of Sydney, and Sydney Local Health District, Sydney,
NSW, Australia

2*Department of Biomedical Sciences, Humanitas University, Pieve Emanuele, Italy

25personalized Medicine, Asthma and Allergy, Humanitas Clinical and Research Center IRCCS, Rozzano, Italy

26AIIergy Section, Department of Internal Medicine, Hospital Vall d'Hebron & ARADyAL Research Network, Barcelona, Spain
27Servigo de Imunoalergologia, Hospital de Dona Esteféania, Centro Hospitalar Universitario de Lisboa Central, Lisbon, Portugal
28NOVA Medical School/Comprehensive Health Research Centre (CHRC), Lisbon, Portugal

2?Division of Allergy/Immunology, University of South Florida, Tampa, Florida, USA

39505 Allergology and Clinical Immunology, USL Toscana Centro, Prato, Italy

31School of Medicine, University CEU San Pablo, Madrid, Spain

32Department of Medicine and Health Research Methods, Evidence & Impact, McMaster University, Hamilton, ON, Canada
SSENT Department, Medical Faculty, Eskisehir Osmangazi University, Eskisehir, Turkey

34UCIBIO, REQUINTE, Faculty of Pharmacy and Competence Center on Active and Healthy Ageing of University of Porto (Porto4Ageing), Porto, Portugal
35Fundacao ProAR, Federal University of Bahia and GARD/WHO Planning Group, Salvador, Brazil

3Department of Medical Sciences and Public Health and Unit of Allergy and Clinical Immunology, University Hospital "Duilio Casula”, University of Cagliari,
Cagliari, Italy

37VIM Suresnes, UMR_0892, Pdle des Maladies des Voies Respiratoires, Hopital Foch, Université Paris-Saclay, Suresnes, France
38Department of Computing Science, Umea University, Ume&, Sweden

3Department of Otorhinolaryngology, Amsterdam University Medical Centres, Location AMC, Amsterdam, The Netherlands
40Department of Pulmonary Diseases, Istanbul University-Cerrahpasa, Cerrahpasa Faculty of Medicine, Istanbul, Turkey

“Iskin and Allergy Hospital, Helsinki University Hospital, University of Helsinki, Helsinki, Finland

“2Servicio de Alergia e Inmunologia, Clinica Santa Isabel, Buenos Aires, Argentina

“3president of Kazakhstan Association of Allergology and Clinical Imnmunology, Department of Allergology and Clinical Inmunology of the Kazakh National
Medical University, Almaty, Kazakhstan

“4Department of Clinical Inmunology, Wroctaw Medical University, Wroctaw, Poland

“SALL-MED Medical Research Institute, Wroctaw, Poland

“4Division of Internal Medicine, Asthma and Allergy, Barlicki University Hospital, Medical University of Lodz, Lodz, Poland
4’Poltava State Medical University, Poltava, Ukraine

“8National Research Center, Institute of Immunology, Federal Medicobiological Agency, Laboratory of Molecular Immunology, Moscow, Russia and Pirogov
Russian National Research Medical University, Moscow, Russia

“’Department of Otorhinolaryngology, Head and Neck Surgery, Semmelweis University, Budapest, Hungary
59K Yomed INNQV, Montpellier, France

15cottish Centre for Respiratory Research, Cardiovascular & Diabetes Medicine, Medical Research Institute, Ninewells Hospital, University of Dundee,
Dundee, UK

52Department of Pulmonary Medicine, CHU Sart-Tilman, and GIGA 13 Research Group, Liege, Belgium

53Allergy Unit "D Kalogeromitros", 2nd Department of Dermatology and Venereology, National & Kapodistrian University of Athens, "Attikon" University
Hospital, Athens, Greece

54Department of Cardiovascular and Thoracic Sciences, Fondazione Policlinico Universitario A Gemelli IRCCS, Universita Cattolica del Sacro Cuore, Rome, Italy

55Allergy Center, CUF Descobertas Hospital, Lisbon, Portugal

85U8017 SUOWWOD 8AIe.D 3(gedldde ayy Aq pausenob ale sejole YO ‘8sn JO 3| 10j AIq1T 8UIUO 8|1 UO (SUO N IPUOD-PUE-SWLBIW0D" A8 1M Ae.q U [UO//:SdnL) SUONIPUOD pue SWid | 8y 88S *[2202/0T/2T] Uo ARiqiTauliuo A8|im ‘enued eogsi eedsoH 0ued Aq TZEST'I/TTTT'OT/I0p/W00 8| 1M ArIq1euljuo//:Sdny Wo.j pepeojumod ‘0T ‘2202 ‘S66686ET



SOUSA-PINTO ET AL.

56IMSB, Medical Faculty, University at Cologne, and ClinCompetence Cologne GmbH, Cologne, Germany

5’Department of Allergology, Medical University of Gdansk, Gdansk, Poland

8Allergy Department, 2nd Pediatric Clinic, University of Athens, Athens, Greece

>'Division of Allergy and Clinical Immunology, Department of Medicine, Agency of Health ASL Salerno, "Santa Maria della Speranza" Hospital, Battipaglia, Italy
%OEcole Polytechnique Palaiseau, IRBA (Institut de Recherche bio-Médicale des Armées), Bretigny, France

$1Allergy and Clinical Inmunology Unit, Centro Hospitalar e Universitario de Coimbra, Coimbra and Institute of Immunology, Faculty of Medicine, University of

Coimbra, and Coimbra Institute for Clinical and Biomedical Research (iCBR), Faculty of Medicine, University of Coimbra, Coimbra, Portugal

%2Department of Otorhinolaryngology, Amsterdam University Medical Centres, AMC, Amsterdam, The Netherlands

43Department of Otolaryngology-Head and Neck Surgery, Eye and Ear University Hospital, Beirut, Lebanon

S4ENT Department, Dar Al Shifa Hospital- Salmiya, Salmiya, Kuwait

65Department of Prevention of Environmental Hazards, Allergology and Immunology, Medical University of Warsaw, Warsaw, Poland
%Usher Institute, The University of Edinburgh, Edinburgh, UK

$’Department of Pulmonary Medicine and Tuberculosis, University Hospital Brno, Brno, Czech Republic

%8Imunoalergologia, Centro Hospitalar Universitario de Coimbra and Faculty of Medicine, University of Coimbra, Coimbra, Portugal

69Facu|ty of Health Sciences, University of Beira Interior, Covilha, Portugal

7OUBIAIr - Clinical & Experimental Lung Centre, University of Beira Interior, Covilha, Portugal

71Department of Immunoallergology, Cova da Beira University Hospital Centre, Covilha, Portugal

72Fundacion Jimenez Diaz, CIBERES, Faculty of Medicine, Autonoma University of Madrid, Madrid, Spain

73Health Planning Unit, Department of Social Medicine, Faculty of Medicine, University of Crete, Greece and International Primary Care Respiratory Group

IPCRG, Aberdeen, Scotland

74Institute of Clinical Medicine and Institute of Health Sciences, Medical Faculty of Vilnius University, Vilnius, Lithuania

7>Department of Chest Medicine, Centre Hospitalier Universitaire UCL Namur, Université Catholique de Louvain, Yvoir, Belgium

7®Nova Southeastern University, Fort Lauderdale, Florida, USA

7’Department of Medicine, Clinical Inmunology and Allergy, McMaster University, Hamilton, ON, Canada

78Celal Bayar University, Department of Pulmonology, Manisa, Turkey

7?University Clinic of Respiratory and Allergic Diseases, Golnick, Slovenia

80Faculty of Medicine, University of Ljubljana, Ljubljana, Slovenia

81University Hospital Montpellier, Montpellier, France

Correspondence

Jean Bousquet, Charité -
Universitatsmedizin Berlin, Corporate
Member of Freie Universitat Berlin and
Humboldt-Universitat zu Berlin, Berlin,
Germany.

Email: jean.bousquet@orange.fr

Funding information

MASK-air® has been supported by EU
grants (POLLAR, EIT Health; Structural
and Development Funds, Twinning, EIP on
AHA and H2020) and educational grants
from Mylan-Viatris, ALK, GSK, Novartis
and Uriach

Abstract

Background: Different treatments exist for allergic rhinitis (AR), including pharmaco-
therapy and allergen immunotherapy (AIT), but they have not been compared using
direct patient data (i.e., “real-world data”). We aimed to compare AR pharmacological
treatments on (i) daily symptomes, (ii) frequency of use in co-medication, (iii) visual
analogue scales (VASs) on allergy symptom control considering the minimal important
difference (MID) and (iv) the effect of AIT.

Methods: We assessed the MASK-air® app data (May 2015-December 2020) by
users self-reporting AR (16-90years). We compared eight AR medication schemes on
reported VAS of allergy symptoms, clustering data by the patient and controlling for
confounding factors. We compared (i) allergy symptoms between patients with and
without AIT and (ii) different drug classes used in co-medication.

Results: We analysed 269,837 days from 10,860 users. Most days (52.7%) involved
medication use. Median VAS levels were significantly higher in co-medication than
in monotherapy (including the fixed combination azelastine-fluticasone) schemes.
In adjusted models, azelastine-fluticasone was associated with lower average VAS
global allergy symptoms than all other medication schemes, while the contrary was
observed for oral corticosteroids. AIT was associated with a decrease in allergy symp-
toms in some medication schemes. A difference larger than the MID compared to no

treatment was observed for oral steroids. Azelastine-fluticasone was the drug class
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with the lowest chance of being used in co-medication (adjusted OR = 0.75; 95%
Cl =0.71-0.80).

Conclusion: Median VAS levels were higher in co-medication than in monotherapy.
Patients with more severe symptoms report a higher treatment, which is currently not

reflected in guidelines.

KEYWORDS
allergen immunotherapy, allergic rhinitis, co-medication, multivariable mixed-effects model,

real-world data

——{ Study design

A . «Different
EEluEsLe Data collection medication
@ @] ﬁ] @ [ml May 2015 December 2020 schemes
@@ ﬁ]ﬁ] @ @ medicglt(i)on use Medication use
MASK-air® 52.7% of days
data 47.3% of days
Elaz el n=10 860
no AIT AIT
= = — —————————
E ¢ ie Be
3 9 58 °5
@ Qg 3 o g
< =
s Ha S5 <3
s e 3 §3 difference  §
3 o2 82 >MID 82
= EL = o =%
S
@Qi & & ?;O:‘Q' &\ K & & E S
& g e J o) §F & §@ ¢
& R J L@ P&
S & &N SRS
¥ S N oot o )
(&) NG == No medication < X
(@)
== Any OCS

GRAPHICAL ABSTRACT

Median VAS levels for allergy symptoms are significantly higher in co-medication than in monotherapy schemes. Aze-Flu is associated with
lower average VAS allergy symptoms and with lower chances of being used in co-medication than all other medication schemes. A difference
larger than MID is observed for the comparison between oral steroids vs. no medication. AlT is associated with a decrease in VAS allergy

symptoms on days with no medication or with medication.

Abbreviations: AlT, allegen immunotherapy; Aze-Flu, Azelastine-Fluticasone; INCS, intranasal corticosteroids; INHS, intranasal antihistamines;
MID, minimal important difference; OAH, oral antihistamines; OCS, oral corticosteroids; VAS, visual analogue scale

1 | INTRODUCTION

In allergic rhinitis (AR) patients, the most frequently used med-
ications include oral H,-antihistamines (OAHs), intranasal H,-
antihistamines (INAHs), ocular H,-antihistamines, intranasal
corticosteroids (INCSs) and azelastine-fluticasone (Aze-Flu; a
fixed intranasal formulation of an INAH and an INCS).* Some stud-
ies have attempted to rank AR medications based on their effi-
cacy,2 but data that mitigate concerns about indirectness that are
common to randomized clinical trials (RCTs) are required. Mobile
health (mHealth) apps such as MASK-air® can collect large vol-
umes of direct patient data (often known as “real-world data”),
offering new insights into AR management.3’6 Three MASK-air®
direct patient data cross-sectional studies have provided novel
information on medication use and disease control in the every-
day life of AR patients.*> These studies found that AR control (as-
sessed using visual analogue scales (VASs)) was similar for days

under no treatment and for days under monotherapy with INCS
or Aze-Flu. On the other hand, monotherapy with OAHs and the
use of multiple treatments (co-medication) were associated with
worse disease control. However, these studies did not cluster ob-
servations by patients and adjust for relevant potential confound-
ers. In addition, the minimal important difference (MID) for VAS
was not considered.

Addressing these gaps would strengthen the incorporation
of results of large-scale direct patient data observational studies
alongside RCTs and additive studies (e.g., allergen chamber studies
assessing the speed of onset of medications”®) into guidelines so
that the revised next-generation Allergic Rhinitis and its Impact on
Asthma (ARIA) guidelines will use direct patient data instead of a
consensus.’

This study aimed to assess medication schemes for monother-
apy, co-medication and/or allergen immunotherapy (AIT) comparing
(by means of multivariate mixed-effects models) whether VASs were
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different across medication schemes, in particular considering the
MID for VAS global allergy symptoms. We hypothesized that co-
medication schemes or oral corticosteroid (OCS) use could be as-
sociated with a higher VAS than the remaining medication schemes
(possibly with these differences in VASs being higher than the MID
for VAS. This may enable physicians to be informed for their daily
practice, and guideline developers to propose novel ARIA guidelines
for AR treatment using a Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) approach including direct pa-
tient data.

2 | METHODS
2.1 | Design of the study

We performed a cross-sectional observational study of the dif-
ferent medication schemes reported in MASK-air®. We compared
different medication classes on VAS levels and their frequency
of use in co-medication, applying models clustered at the pa-
tient level and adjusted for comorbidities, baseline severity and
symptoms, the month of the year and use of AIT. Following a pre-
defined plan, the main endpoint analyzed differences between
treatments in VAS global allergy symptoms. Such differences were
assessed considering the MID on that VAS. Secondary outcomes
included (i) the comparison of VAS global allergy symptoms from
patients under AIT or not, (ii) the comparison of VASs assessing
individual AR symptoms (rhinitis, conjunctivitis) and the impact
of AR on work and (iii) the comparison of the frequency of drug
classes used in co-medication. All analyses were performed using
the full MASK-air® dataset. Sensitivity analyses were performed

during the first 2 weeks of reporting.

2.2 | Setting and participants

MASK-air® has been freely available since 2015 and is used in
28 countries (www.mask-air.com) via the Apple App and Google
Play Stores.® In this study, we included the daily monitoring data
from 25 different countries in users aged 16-90years with self-
reported AR from May 21, 2015 to December 6, 2020 according
to methods previously described.>!° There were no exclusion
criteria.

2.3 | Ethics

MASK-air® has a CE1 marking. It follows the General Data
Protection Regulation (GDPR).!! All data are anonymized (including
data related to geolocation) using k-anonymity.'? The database has
been approved by the Commission Nationale de I'Informatique et des
Libertés. An independent Review Board approval was not required
since the study is observational, and all users agree in the terms of
use to having their data analyzed.

2.4 | Datasources and variables
241 | MASK-air®

MASK-air® includes a daily monitoring questionnaire, with five
mandatory questions assessing the impact of AR by means of VASs
scaled from O to 100 (Table S1). In addition, users are asked to input
their daily medications using a regularly-updated scroll list that con-
tains all country-specific prescribed and over-the-counter medica-
tions (the International Nonproprietary Names classification is used
for drug nomenclature®). This allows for the medications to be clus-
tered in groups (e.g., OAH and INCS).

2.4.2 | Selection of medications

For the assessment and comparison of VASs, we considered eight
medication schemes based on ARIA and US Practice Parameters
(for monotherapy) and on a mixed hypothesis- and data-driven
classification (for co-medication, as there is no classification for co-
medication): (i) sole use of OAH or INAH, (ii) sole use of INCS, (iii)
sole use of Aze-Flu, (iv) use of INCS + OAH, (v) use of Aze-Flu +
other medications, (vi) use of INCS + OAH +other medications, (vii)
use of OCS and (viii) any other AR medication/scheme. In addition,
we compared (i) OAH, (i) INAH, (iii) INCS, (iv) Aze-Flu, (v) OCS and
(vi) other rhinitis drugs on their use in co-medication.

To follow the patients' perspectives more closely, monotherapy
was defined as days when only one single drug formulation for AR
was reported, even with more than one active compound>*> (e.g.,
nasal Aze-Flu contains two drugs but, as it is a fixed combination,
it was considered as monotherapy). Co-medication was defined
as days with two or more medications/drug formulations for AR.

Asthma medications were not considered in co-medication.

2.5 | Size of the study

In this study, data from all registered users were included. No sample

size calculation was performed.

2.6 | Biases

There are potential information biases related to the self-reported na-
ture of data collection. Potential selection biases might be introduced
because app users are not representative of all patients with AR (e.g.,
possible overrepresentation of users suffering from moderate-to-
severe AR,’ or overrepresentation of patients with clinically diagnosed
AR using prescribed medications rather than over-the-counter medi-
cations). It is not known whether users fill in the MASK-air® daily mon-
itoring questionnaire before or after treatment for a given day. Due to
the size of each sample, we did not differentiate between sublingual
and subcutaneous AIT. Finally, we included data from 2020, with the
COVID-19 pandemic possibly having affected patient behaviour.
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2.7 | Analysis of the data
2.71 | Missing data

When responding to the MASK-air® daily monitoring questionnaire, no

2(6.1;6.4) [<0.001]
(8.1;8.8) [<0.001]
5(3.2;3.8) [<0.001]
8.1(7.7:8.5) [<0.001]

7.9 (7.7:8.1) [<0.001]

questions can be skipped and data are saved to the dataset only after the

2.2(1.9;2.5) [<0.001]
1.5(1.1;1.9) [<0.001]
15.0 (14.1;15.9) [<0.001]°

8.5

final answer. This precludes any missing data within each questionnaire.

Average difference in VAS®

(95% CI)

2.7.2 | Analyses of the data

7 (0-20)
16 (5-35)
16 (5-37)
12 (4-27)
13 (4-28)
17 (6-38)
16 (5-31)
20 (9-37)
40 (21-59)
37 (15-64)

Categorical variables were described using absolute and relative fre-

Median VAS
(P25-P75)

quencies, while continuous variables were described using medians
and quartiles. For each medication scheme, we assessed the distri-

bution of VAS global allergy symptoms.

(15.5)

14

We applied multivariable linear mixed-effects models,™ model-

2462 (1.9)
6664 (4.7)
2116 (5.3)
666 (2.9)
267 (2.1)
1309 (5.5)
634 (2.9)
803 (4.4)
336 (13.7)

34

ling the association between VASs and medication schemes. In such

VAS275

models, random effects accounted for the users and their coun-
try (with users being tested within countries) and for the month of
the year (crossed random effect in relation to users and countries).

In other words, we clustered observations by the user, country and

7469 (5.9)
15,634 (11.0)
4562 (11.5)
1694 (7.5)
1101 (8.6)
2805 (11.9)
2170(9.8)
2159 (11.9)
622 (25.3)
47 (21.4)

month. In addition, in those models, we adjusted for the following co-

VAS 50-74

variates: AIT use, the occurrence of asthma, baseline number of do-
mains (among sleep, daily activities, work and functionality) impacted
by AR as reported by the patient, baseline number of AR symptoms
reported by the patient, patient's age and gender, baseline VAS values

and the number of reported days (this latter adjustment was necessary

5325 (283.6)
3305 (25.9)
6701 (28.4)
939 (38.2)
71(32.3)

6590 (29.7)
6227 (34.4)

as there was an imbalance in the number of days reported between

VAS 20-49
23,117 (18.1)
38,930 (27.4)
11,004 (27.7)

the users who were treated or not treated with AIT). Random slopes
were not included. These models allowed us to compute the adjusted
average differences in VAS for each medication scheme compared to

no treatment. Sensitivity analyses were performed restricted to data (i)

415 (16.9)
62(28.2)

from users providing at least 15 days of MASK-air® data (to deal with

55,837 (43.8)
61,794 (43.4)
17,035 (42.9)
11,073 (49.0)
5903 (46.3)
9953 (42.2)
9789 (44.1)
7374 (40.7)

VAS 1-19

poor app compliance) and (ii) prior to 2020 (to assess if there were rel-
evant differences when considering only data prior to the COVID-19
pandemic). Sub-analyses were also performed for (i) VAS on nose

symptoms, on eye symptoms and on the impact of AR on work as de-

145 (5.9)
6(2.7)

pendent variables and (ii) days when users were under treatment with
AIT vs. days without AIT.
We applied multivariable mixed-effects logistic regression models*

0
38,680 (30.3)
19,250 (13.5)

5019 (12.6)
3819 (16.9)
2179 (17.1)
2832 (12.0)
3021 (13.6)
1548 (8.5)

VAS

to quantify the use of each drug class in co-medication. Such models
displayed a similar structure and set of covariates to the aforementioned

linear mixed-effects models. That is, we clustered observations by the

N days (%)
Total

user, country and month, and adjusted for AIT use, the occurrence of

127,565
142,272
39,736
22,577
12,755
23,600
22,204
18,111
2457
220

asthma, baseline number of domains impacted by AR, baseline number
of AR symptoms as well as patients' age and gender. Exponentials of
correlation coefficients were interpreted as odds ratio (OR).
Differences in VAS global allergy symptoms were interpreted
considering the MID for such VASs, which we purposely determined
in this study. The MID for VAS global allergy symptoms was deter-
mined based on distribution-based methods - we considered the

INCS + OAH +other

Any OCS
Others

MID to correspond to 0.5 x standard deviation of the baseline obser-

No treatment
Any treatment
OAH or INAH
INCS+OAH

AzeFlu+other

INCS
AzeFlu
Abbreviations: AzeFlu, Azelastine-Fluticasone intranasal formulation; Cl, confidence interval; INAH, intranasal antihistamines; INCS, intranasal corticosteroids; OAH, oral antihistamines; OCS, oral

TABLE 1 Visual analogue scale (VAS) on global allergy symptoms by medication scheme
corticosteroids.

aAdjusted comparisons between each medication scheme vs. no treatment.

bDifference higher than the minimal important difference.
‘Insufficient sample size for analysis to be performed.

vations.'®> Based on such an approach, we estimated an MID of 11
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(out of 100) points for VAS global allergy symptoms (as the standard
deviation of baseline observations was 22). We used the term “MID”
instead of “minimal clinically important difference”, as some authors
posit that the difference is more important to the patient than to the
clinician.®

Estimated effect sizes were presented alongside 95% confidence in-
tervals and two-sided p-values. The multiplicity of tests was accounted
for using the Bonferroni correction. All analyses were performed using

software R (version 4.0.0), with Ime4 and ImerTest packages.

3 | RESULTS
3.1 | Demographic characteristics of the patients

We analyzed 269,837days from 10,860 users (mean age+SD:
38.2+13.8years). There were 177,067 (55.8%) observations from
women. A total of 142,272 days (52.7%) involved the use of at least
one medication (Figure S1 and Table S2).

3.2 | Frequency of medication use

Days with single medication involved OAH or INAH (39,736 days;
14.7%), INCS (22,577 days; 8.4%) or Aze-Flu (12,755days; 4.7%).
Days with co-medication involved INCS + OAH (23,600days; 8.7%),
INCS + OAH + other medication (18,111 days; 6.7%) and Aze-Flu +
other medication (22,204 days; 8.2%) (Table 1).

3.3 | VAS global allergy symptoms in the full
data set

3.3.1 | Median levels

The lowest median VAS levels (7/100) were found for days without
any treatment, followed by days under INCS (12/100) or Aze-Flu
(13/100) (Table 1). The highest median levels were found for OCS
(40/100) and INCS + OAH +other (20/100) (Table 1).

3.3.2 | Adjusted models

In adjusted models, Aze-Flu and INCS displayed the lowest average
difference in VAS when compared to no treatment (Table 1). The
highest average difference was found for OCS, being the only differ-
ence higher than the MID (Table 1).

In addition, Aze-Flu was associated with lower adjusted average
VAS global allergy symptoms than all other medication schemes
(even though without significant differences when compared to
INCS). These differences were higher than the MID in comparison
to OCS (Table 2). OCS was associated with higher adjusted average
VAS global allergy symptoms than all other medication schemes.

Similar results were obtained in sensitivity analyses restricted to
MASK-air® users providing at least 15days of data or to data prior
to 2020 (Table S3).

3.3.3 | Comparisons considering allergen
immunotherapy

Allergen immunotherapy was associated with a decrease in VAS
global allergy symptoms both for days on which no treatment was
used (average adjusted difference = -2.2; 95% Cl = -3.4; -1.0) and
for days with medication use (average adjusted difference consider-
ing medication of any type = -1.5; 95% Cl = -2.6; -0.4) (Table 3;
Figure S2). AIT did not associate with VAS differences higher than
the MID.

3.4 | VAS onindividual symptoms and work in the
full data set

For VAS nose, VAS eyes and VAS work, results were similar to those
of VAS global allergy symptoms (Figure 1; Table S4). The lowest av-
erage differences in VAS were observed for Aze-Flu and INCS, while
the highest were observed for INCS + OAH (alone or with additional
medications) and OCS.

3.5 | Frequency of co-medication among different
drug classes in the full data set

Table 4 displays the chances that each medication class has of hav-
ing been used in co-medication when compared to the remaining
classes. The higher the OR, the higher the chances that this medi-
cation class was used in co-medication. Aze-Flu was the drug class
with the lowest chances of being used in co-medication (OR = 0.75;
95% Cl = 0.71-0.80; i.e., MP-AzeFlu was associated with a 25%
decrease in the odds of being used in co-medication), followed
by OAH (OR = 0.78; 95% Cl = 0.75-0.81), INCS (OR = 0.90; 95%
Cl = 0.86-0.93), other rhinitis drugs (OR = 1.40; 95% Cl = 1.33-
1.48), INAH (OR = 2.41; 95% Cl = 2.07-2.81) and OCS (OR = 7.26;
95% Cl = 5.86-9.01).

3.6 | VAS global allergy symptoms in the first
2weeks of reporting

The same ranking order was found for analyses restricted to day 1 or
days 2-15 of MASK-air® use (Figure S3 and Table S5). However, for
all medication schemes, median VAS global allergy symptom levels
were substantially lower for days 2-15 than for day 1. The number
of days with VAS 250/100 was also lower for days 2-15 than for day
1, although results differed depending on the drug classes (Table S5,
Figures 2 and S4). From the best to the worst control, we identified
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(i) no medication, (ii) monotherapy with INCS or Aze-Flu, (iii) Aze-Flu
co-medication, (iv) OAH monotherapy and INCS co-medication and
(v) OCS.

We observed that the differences in median VAS global allergy
symptoms (when compared to “no treatment”) were lower than the
MID for INCS, Aze-Flu and Aze-Flu + other medication for all days.
On the other hand, OAH, INCS comedication and OCS had a differ-
ence higher than the MID for 7-15days. However, these are unad-

justed differences.

4 | DISCUSSION

This study follows the results of previous MASK-air® studies
showing differences between monotherapy and co-medication.®™
However, this is the first study to rank treatments using direct
patient data from a real-life setting for AR, considering multiple
treatments and AIT and adjusting for confounding factors using mul-
tivariable mixed-effects models.

The MASK-air® project follows a stepwise approach with con-
tinuous iterations using previous and novel data. All studies have
brought novel data and interpretation. In this study, there is a new
analysis using a multivariable mixed-effects model, allowing to con-
trol for several parameters of clinical relevance. Some findings are
consistent with previous studies, but new findings have been iden-
tified (Table Sé). Consistent findings with those of previous stud-
ies include the identification that AR control was better on days of
monotherapy with INCS or Aze-Flu, worse on days of monotherapy
with OAH, and the worst on co-medication days.*> We confirmed
that, except for OCS, monotherapy schemes were associated with

lower VASs on global and specific AR symptoms than co-medication
schemes. In particular, Aze-Flu was found to be the treatment asso-
ciated with the lowest VASs and with the lowest chances of being
used in co-medication. We have also confirmed that Aze-Flu is more
often used alone than INCS.*> While OAHs were also frequently
used in monotherapy, this may be associated with the fact that OAHs
are frequently used in patients with mild AR in whom they may be
sufficiently effective (Table Sé).

Novel findings were observed in this study. We found that AIT
was associated with lower AR VAS' in untreated days, but that, for
treated days, such an association was only observed in days under
treatment with OAH/INAH or INCS. Since the sample size did not
allow us to perform separate analyses assessing SLIT and SCIT, it
is not possible to determine whether specific AIT schemes can be
associated with improvements in days under treatment with other
medication schemes. In this study, we also observed that, although
patients receiving Aze-Flu are likely to have more severe AR than
those treated with INCS,*® VAS levels of Aze-Flu monotherapy days
are lower for all symptoms and work impact than those of INCS.
The same applies to co-medication. We also found that VAS eyes
were lower in Aze-Flu monotherapy and co-medication than in INCS
monotherapy and co-medication, respectively. This confirms the
RCTs® but shows that the effect was observed both as monother-
apy and co-medication. MIDs are patient-derived scores that reflect
changes in a clinical intervention that is meaningful for the patient.?°
In this study, as suggested, a close collaboration between statisti-
cians and clinicians was used to determine the MID for VAS global. A
major finding of the current study is that differences in VAS associ-
ated with INCS or Aze-Flu (monotherapy or with co-medication) use
are lower than the MID when compared to no treatment, whereas

TABLE 2 Adjusted average differences in visual analogue scale (VAS) on global allergy symptoms (95% confidence intervals) [p-values] by

medication scheme

AzeFlu INCS OAH or INAH AzeFlu +other INCS + OAH INCS + OAH + other
INCS 0.8 (-0.1;1.6) -
[0.070]*
OAH or INAH 4.1(3.3;4.9) 4.2(3.5;4.8) =
[<0.001] [<0.001]
AzeFlu+other 5.1(4.5;5.8) 0.7 (0;1.5) 0.9 (0.3;1.5) -
[<0.001] [0.060] [0.002]
INCS+OAH 6.5 (5.3;7.6) 6.3(5.8;6.7) 3.9 (3.4;4.4) 2.7 (1.9;3.5) =
[<0.001] [<0.001] [<0.001] [<0.001]
INCS + OAH +other 5.7 (5.1;6.3) 7.5(6.9;8.2) 5.9 (5.3;6.5) 4.0(2.8;5.1) -0.2(-1.0;0.7) -
[<0.001] [<0.001] [<0.001] [<0.001] [0.690]
Any OCS 13.5(11.8;15.2) 10.7 (9.4;12.0) 10.4 (0.8;11.9) 9.7 (8.3;,11.2) 5.8 (4.4;7.2) 5.4 (4.0;6.7) [<0.001]
[<0.001]° [<0.001] [<0.001] [<0.001] [<0.001]

Note: The table presents results on the comparisons between medication schemes listed in each row vs. those listed in each column.

Abbreviations: AzeFlu, Azelastine-Fluticasone intranasal formulation; INAH, intranasal antihistamines; INCS, intranasal corticosteroids; OAH, oral

antihistamines; OCS, oral corticosteroids.

?Interpretation (for illustrative purposes): INCS was associated with an adjusted average VAS of 0.8 points more than AzeFlu (95% confidence
interval = -0.1;1.6; p-value = .070). On the other hand, AzeFlu was associated with an adjusted average VAS of 0.8 points less than INCS (95%

confidence interval = -1.6;0.1; p-value = .070).
bDifference higher than the minimal important difference.

85U8017 SUOWWOD 8AIe.D 3(gedldde ayy Aq pausenob ale sejole YO ‘8sn JO 3| 10j AIq1T 8UIUO 8|1 UO (SUO N IPUOD-PUE-SWLBIW0D" A8 1M Ae.q U [UO//:SdnL) SUONIPUOD pue SWid | 8y 88S *[2202/0T/2T] Uo ARiqiTauliuo A8|im ‘enued eogsi eedsoH 0ued Aq TZEST'I/TTTT'OT/I0p/W00 8| 1M ArIq1euljuo//:Sdny Wo.j pepeojumod ‘0T ‘2202 ‘S66686ET



-2.2 (-3.4;1.0) [<.001]
-1.5 (-2.6;-0.4) [.006]
-1.8(-3.4;-0.1) [.041]
-2.6 (-4.8;-0.4) [.021]
-1.4(-4.9;2.0) [415]
-1.2(-3.6:1.1) [.298]
-0.7 (-3.7;2.2) [.614]
-2.4(-5.3;0.5) [.110]

Difference in AIT use - Average
b

difference in VAS (95% Cl) [p-value]

Average difference in VAS® (95%

Cl) [p-value]

8(0-23)

Median VAS
17 (6-38)

(P25-P75)

Days with no AIT
84,078

N days

Average difference in VAS? (95%

Cl) [p-value]

5(0-16)

Median VAS
13 (4-29)

(P25-P75)

Days under treatment with AIT

N days
43,499
38,714
9921

TABLE 3 Visual analogue scale (VAS) on global allergy symptoms by medication scheme for days under treatment with allergen immunotherapy (AIT) and days with no AIT
No treatment

SOUSA-PINTO ET AL.

for all other schemes, differences were higher than the MID for at
least 7 days. These, however, concern unadjusted differences. When
considering results from mixed-effects models, clustering observa-
tions by the patient and adjusting for baseline variables, we only ob-
serve differences higher than the MID when comparing OCS vs. no
treatment or OCS vs. Aze-Flu.

41 | Strengths and limitations

Interpretation of these results should consider the limitations of this
study. Due to its cross-sectional nature, it is not possible to establish
causality or directionality. The best way to analyze MASK-air® data
has been carefully assessed by MASK-air methodologists. Initially,
it was expected that patients would use the app regularly, and that

longitudinal analyses could be done with large volumes of data.

(2.7;3.5) [<.001]
7.9 (7.4;8.4) [<.001]

However, most patients use the app for a short period of time and

6.2 (6.0;6.4) [<.001]
8.0(7.7:8.2) [<0.001]
1.8 (1.4;2.2) [<.001]

1.5 (1.0;1.9) [<.001]

8.9 (8.59.4) [<.001]
21.2(19.3;23.1) [<.001]°

intermittently,?! so that longitudinal analyses can only be performed
4

3.1

considering short periods of time and with smaller amounts of data.
Thus, in MASK-air, we used a cross-sectional approach, taking days as
the unit of analysis instead of patients (although patients were used

to cluster reporting days). This approach has been applied in many

(6-41)
13 (4-28)

studies.®>>222% On account of the cross-sectional nature of MASK-

6(5-34)
(9-39)

1
20
43 (25-62)

13 (4-31)
19 (7-41)

18

air® data, it was not possible to determine whether MASK-air® pa-
tients mostly report VAS indicating the severity/control of their AR

symptoms (i) prior to medication use or (ii) after medication use (i.e.,

103,564
29,816
16,218
9698
16,869
16,553
13,287

2063

we are not able to know if medication associated with better AR con-
trol displayed such association because they were used for milder
symptoms or because they were more effective). A proper assess-
ment of the effectiveness of the different drug classes and medica-
tion schemes would require patients to report VAS both prior to and
after medication use. To partly overcome these limitations, we (i) not
only assessed differences in VAS but also evaluated the frequency

with which each drug class was used in co-medication (patients tend

(2.6;3.5) [<.001]
1.5(0.9;2.2) [<.001]
7.3(6.7;7.8) [<.001]

(3.8;4.9) [<.001]

8.5(7.9;9.0) [<.001]

to use co-medication when feeling worse, as observed in previous

6.3 (6.1;6.6) [<.001]
b

7.8 (7.4;8.1) [<.001]

studies; therefore, co-medication may be an indirect marker of worse

3.1
4.3

AR control as it suggests that the severity of AR symptoms was such
that patients were prompted to use more than one medication) and
(i) adjusted for patients' baseline VAS and domains impaired by AR
(as a proxy of AR severity).

In this study, we did not consider asthma medication, which may

13(3-29)
10 (4-24)
2(3-22)
13 (4-31)
16 (6-27)
20 (9-33)
27 (11-45)

possibly have some influence on AR symptoms according to the one-

1

airway one-disease hypothesis. Nevertheless, we believe the even-
tual effect of asthma medication to be non-differential across AR

medication groups.

6360
3058
6732
5652
4825
395

There are also limitations in the way AIT is reported. The MASK-
air® questionnaire does not differentiate between products, and
we did not perform separate analyses for AIT types, as there is a
relatively low number of days for some AIT types (e.g., sublingual
AIT with tablets) for many medication classes. We were also not
able to consider indirect evidence when comparing the different

medication classes, given a possible violation of the transitivity

Any treatment
OAH or INAH
INCS + OAH
AzeFlu+other
INCS + OAH +other
Any OCS

INCS
AzeFlu
Abbreviations: AzeFlu, Azelastine-Fluticasone intranasal formulation; Cl, confidence interval; INAH, intranasal antihistamines; INCS, intranasal corticosteroids; OAH, oral antihistamines; OCS, oral

corticosteroids.
3Comparisons between each medication scheme vs. no treatment.

bInsufficient sample size for analysis to be performed.
‘Difference higher than the minimal important difference.

assumption.
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FIGURE 1 Median visual analogue 40 1
scale (VAS) levels for global allergy 35 4
symptoms, nose symptoms, eye symptoms
and impact of allergic rhinitis on work. _ 304
c
INAH, intranasal antihistamines; INCS, £ 55
intranasal corticosteroids; INCS+INAH, E
Azelastine-Fluticasone; OAH, oral g 201
antihistamines; OCS, oral corticosteroids 5 15
>
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TABLE 4 Chances that each medication class is used in co-
medication compared to the remaining medication classes

OR (95% ClI) [p-value]

AzeFlu 0.75(0.71-0.80) [<.001]
OAH 0.78 (0.75-0.81) [<.001]
INCS 0.90 (0.86-0.93) [<.001]
Other rhinitis drugs 1.40 (1.33-1.48) [<.001]
INAH 2.41(2.07-2.81) [<.001]
OCS 7.26 (5.86-9.01) [<.001]

Abbreviations: AzeFlu, Azelastine-Fluticasone intranasal formulation;
Cl, confidence interval; INAH, intranasal antihistamines; INCS,
intranasal corticosteroids; OAH, oral antihistamines; OCS, oral
corticosteroids; OR, odds ratio that each medication class is used in co-
medication when compared to the remaining medication classes.

Another limitation concerns the possibility of information biases,
as MASK-air® information is self-reported. This is particularly rele-
vant when registering medication. For instance, there may be errors
in medication reporting or, due to how medication use is registered
in MASK-air® (on a scroll list that differs across countries), medica-
tion bought in countries different from the one the user lives in may
frequently end up not being reported. Finally, there is the possibility
of selection biases, as there may be an overrepresentation of young
adults, patients more concerned about their health and patients who
are better treated. We do not have any information on the patients’
ease of access to health care, which may be a factor conditioning
drug and AIT choices. Despite such concerns, we observed that the
seasonality of reported symptoms and of reported medication pat-
terns in MASK-air® may not be dissimilar to those of the general
population. In addition, the higher VAS levels on day 1 suggest that,
despite relatively low median VAS levels, MASK-air® users are not
necessarily patients with mild rhinitis.

This study also has important strengths. While some residual
confounding may occur, we performed adjusted analyses con-
sidering relevant clinical and demographical variables. We built
multivariable mixed-effects models so as to cluster observations
by patients and adjust associations for several variables, to try

to reduce confounding and to take into account differences in

M OAH or INAH

INCS

INCS + OAH
W INCS + OAH + other
[ INCS + INAH
M INCS + INAH + other
mOCS

Nose Eye Work
VAS

the number of reported days. Such an approach differentiates
this study from others using MASK-air® data. In addition, results
were obtained following the analysis of a large volume of direct
patient data, with the structure of MASK-air® precluding the ex-
istence of missing data within each daily questionnaire response.
Analyzed data were obtained using a very simple daily assess-
ment tool (VAS) on a mobile phone. Finally, MASK-air® VASs have
been assessed on their validity, intra-rater and test-retest reli-
ability and responsiveness,25 while the VAS cutoffs used concern
those of ARIA classes,?® which have been used in several previous
studies.

5 | CONCLUSIONS

This unique study will impact guidelines. The major gap in guidelines
is that of how the patients behave in real life. This study enables, for
the first time, the development of big-data-driven, digitally-enabled,
patient-centred next-generation guidelines embedding informa-
tion from direct patient data on monotherapy, co-medication and
AIT into GRADE-based evidence synthesis and guidance (e.g., ARIA,
Practice Parameters) including the MID, so as to devise recommen-
dations which are simultaneously effective and capable of being
followed by patients and clinicians. One of the major outcomes of
MASK-air® raises the hypothesis that the efficacy of medications
cannot be appreciated using medications or AIT alone, but needs a
global evaluation. Four types of studies are now needed, including
(i) studies combining direct patient data with allergen and pollution
exposure to check whether the patterns found in the present study
are confirmed during seasons associated with a high risk of AR wors-
ening, (ii) adequately powered AIT studies testing different allergens
and modes of administration, (iii) studies using unsupervised learn-
ing approaches to assess patterns of medication use in relation to
the AR phenotype (intermittent vs. persistent disease and severity),
as well as patterns of multimorbidity (patients with single or several
allergic respiratory diseases can react differently) and (iv) confirma-
tory studies with sufficiently powered RCTs. While this approach is
being followed for AR, it may be adapted and applied for asthma and
other chronic diseases.
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