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Dear Colleagues,
The Australian Paediatric Society (APS) welcomes you to the 8th Annual APS Allergy Workshop!

Our first allergy workshop was held face to face in 2015 in a case-based format. It has evolved to
include virtual attendance in order to increase accessibility to those paediatricians and child allergy
teams restricted by on-call obligations, remoteness, cost, or family commitments.

The APS is an active participant in the National Allergy Council (NAC) initiatives to deliver quality
paediatric allergy services in rural, regional, and suburban Australia. The APS is the joint lead in
the NAC “Shared Care” initiative after being jointly awarded (with NAC) an ASCIA grant to facilitate
an allergy upskilling initiative, the Associateship of Clinical Allergy, for paediatricians and general
practitioners.

For some years, we have discussed the value of an Australia-wide Community of Practice for
general paediatricians who manage children with allergy. We are in process of creating a Paediatric
Clinal Allergy Network to centralise and share resources, learn from each other, and provide
mentoring and peer support.

We acknowledge and appreciate the very generous input of our illustrious speakers. They have
given up time and part of their weekend to increase the knowledge of those of us who work at the
regional clinical coalface.

The workshop would not be possible without our sponsors. We acknowledge and thank our Gold
Sponsors Aspen, Stallergenes-Greer, Ego Pharmaceuticals, CSL Sequirus, Nestle / Nestle Health
Sciences, Nutricia and Silver Sponsors, Viatris and Sanulac. Each virtual delegate has been supplied
with this program booklet and with a list of sponsor contacts. Please visit the sponsor displays on
site and/or read about their new products.

Again, we express our appreciation to Gary Smith, Armchair Medical, for assistance with the virtual
and recording component of the program.

Thank you also to the Organising Committee David Bannister and Mike Nowotny. We invite you
all to submit ideas, speakers (including yourselves) to continue to produce such a collegiate and
successful workshop!!

Thank you all again for committing and contributing to the 8th Annual APS Allergy Masterclass
Workshop in order to produce the best possible outcomes for children with allergy!

Az

Peter Goss
Chair APS Allergy
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"ROGRAM

Saturday 12th July 2025

9.00am Welcome and NAC update Peter Goss
9.10am Managing Fruit and Vegetable Allergy Ana Dosen
9.55am Idiopathic Anaphylaxis Paulina Alhucema

10.40am MORNING TEA

11.00am Common Child Allergy Myths Connie Katelaris
12.00am  Oral Food Challeges - How and Where? Shruti Swamy
12.20am Oral Food Challeges - the Ballarat Model Ballarat Allergy Team

12.50pm LUNCH

13.30pm  Ato Z Management of Allergic Rhinoconjunctivitis ~ Shruti Swamy

14.15pm Paediatrician / Dietician Allergy Teamwork Wendy Birks

15.05pm  AFTERNOON TEA

15.25pm  Challenging Allergy Cases Michael Nowotny
16.05pm Regional Allergy Transition David Bannister
16.35pm  Allergy Community of Practice Peter Goss

16.50pm  FINISH



Cases

4

PRESENTATION 1:
Managing fruit & vegetable allergy
Ana Dosen

CASE 1:

6 year old girl Amy with history of seasonal rhinitis
reacts to watermelon flesh, avocado and the skins
(but not flesh) of certain fruits including apples and
pears. Reaction comprises perioral urticaria and lip
and mouth itch, easily managed with antihistamine.
Negative on skin prick test to avocado, apple but
positive to birch, cypress, olive, rye grass, timothy and
cocksfoot grasses.

Can tolerate home grown strawberries but same
reaction to strawberries from the supermarket.

QUESTIONS

1. Is this Oral Allergy Syndrome?

2. Why are the skin prick tests negative?

3. Should we test the fruit skin as well as flesh
as a routine?

4. If SPT is not available, what specific IgE testing
should could be done?

5. Will these reactions disappear in time?

CASE 2:

14 year old boy Tom, known seasonal allergic rhinitis
but otherwise well, felt itchiness in the mouth and
throat on consuming watermelon. On one occasion
he ingested 3 tablespoons of watermelon and
recalled biting a watermelon seed on that occasion.
This resulted in wheeze, sensation of throat closing
and difficulty speaking for 10 minutes before
resolving but no rash, swelling or vomiting. Also
reacts to grape, avocado and dates with itchy mouth
and throat.

Skin prick tests — Histamine 5mm, grape 11mm,
watermelon flesh 0mm, watermelon seed 5mm, date
5mm, avocado 4mm rye grass 20mm olive 5mm
birch Tmm

QUESTIONS
1. Is the seed of the watermelon a significant
allergen?
2. Do seeds of other fruits trigger allergy?
3. If SPT is not available, what specific IgE testing
should could be done?

PRESENTATION 2:
‘Idiopathic’ Anaphylaxis
Paulina Alhucema

CASE 1:

A 10 year old boy Philip, had an episode, 20 minutes
after lunch, of feeling tight in his chest, with difficulty
breathing, coughing and wheezing and became pale
and drowsy. An ambulance officer administered
adrenaline which helped significantly. Philip

was taken to hospital, observed for 4 hours and
discharged fully recovered.

Lunch contained all food ingredient that Philip had
previously eaten without reaction. Philip had not been
exercising or takings NSAIDs. No previous history of
food reactions, asthma, hayfever or eczema.
Referred for assessment of possible “idiopathic
anaphylaxis”.

CASE 2.

A 15 year old girl, Tanya, with history of viral induced
asthma and allergic rhinitis, had sudden onset of
becoming unwell when she was outside in a park
with friends. She felt dizzy, weak, became pale, and
began coughing and wheezing.

The event occurred 2-3 hours after breakfast where
she ate her usual muesli with cow’s milk, toast with
vegemite and orange juice.

An ambulance officer administered adrenaline with
elimination of symptoms. Tanya then developed an
urticarial rash on her face and chest.

QUESTIONS
1. What elements of the history may assist in
determining the cause of these episodes?
2. Which investigations may be useful when cause
of anaphylaxis is unclear?
3. What are the management strategies if a
causative trigger cannot be found?
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Ryaltris'9

OLOPATADINE HYDROCHLORIDE +
MOMETASONE FUROATE MONOHYDRATE

FOR ALLERGIC RHINITIS

Australia's fastest growing prescription nasal spray

for relief from the symptoms of allergic rhinitist & @eltris®§
1 dopafade 600 micrograns
Tortsore fggat 25 micogers |
RIS (22
NASAL SPRAY
"Based on sales data to national retail pharmacy, S4 nasal corticosteroids from June 2022 to June 2024. U0 Metered Sprays ausTRIZE.

Ryaltris launched in July 2020.

To request additional resources for your clinic
and patients, scan the QR code

PBS Information: This product is not listed on the PBS.

Please refer to the full Ryaltris Product Information before prescribing, which can be accessed by scanning the QR code.

ASCIA: Australasian Society of Clinical Immunology and Allergy.
References: 1. Ryaltris Approved Product Information. 2. ASCIA, Allergic Rhinitis Clinical Update. Available at: allergy.org.au/images/stories/pospapers/ar/ASCIA_HP_ Allergic_Rhinitis_2022.pdf. Accessed July 2024.
3. Data on file. IQVIA™ National Sales Audit, Retail Pharmacy Channel, S4 nasal corticosteroids without anti-infectives [RO1A1), Volume and Value for 3 Moving Annual Totals to June 2024.

Ryaltris® is a registered trademark of Glenmark Specialty SA. Seqirus (Australia) Pty Ltd. Melbourne, Victoria, Australia. ABN 66 120 398 067. CSL Se irus
Medical Information: 1800 642 865. AU-RYAL-24-0056. Date of Preparation: July 2024. 2006582.
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PRESENTATION 3:
Common Child Allergy Myths
Prof. Connie Katelaris AM

CASE 1:

17 year old boy Michael presents with a history of a
large local reaction to a bee sting 10 years ago.
Michael was prescribed an Epipen from the ED and
his parents advised the next reaction will likely be
anaphylaxis. Michael hasn't been stung since was
told he needs and Epipen for life.

QUESTIONS
1. Has Michael been subject to an evidence-based
approach to management?
2. How do we manage Michael and are there any
tests that can be helpful?

CASE 2:

2 year old Freddie referred with an episode 8 weeks
previously with definite generalised hives for 3 days
which returned 2 days later for a 24 hour period.

No swelling. No obvious food trigger though
grandmother suggested garlic. Parents convinced
that changing both the laundry detergent and the
shampoo coincided with resolution of the rash. They
have brought the original detergent and shampoo for
testing and wish to know about low allergy brands
and whether this needs to be a life long avoidance ?

QUESTIONS
1. How common is urticaria
2. What is your approach to dispelling common
myths?

CASE 3:

14 year old Linda has several year history of
significant nose congestion, eye itch and sneezing
fits after waking in the morning but allergy tests are
negative to house dust mite, mould and there are no
pets in the house. The parents have been told that
with negative tests, this scenario cannot be allergy.

QUESTIONS
1. What is the approach to investigation and
management?

PRESENTATION 4:
Oral Food Challenges
Dr Shruti Swamy

CASE 1:

4-year-old girl Taylor experienced anaphylaxis to 1
teaspoon well-cooked scrambled eggs at 7 month of
age requiring adrenaline. Initial SPT egg white 8mm
(sslgE 8KU/I) at 9 months of age when first seen.
Tolerated baked egg home challenge following 24
month review when SPT 5mm (ssIgE 2KU/I). Now SPT
egg white 3mm. Otherwise well, no asthma. Parents
competent and keen to challenge cooked egg?

QUESTIONS
1. Would you challenge cooked egg yet?
2. If so, where — home / vicinity of health service/
medically supervised?

CASE 2.

13 year old boy Jack with IgE mediated cashew
anaphylaxis noted to be sensitized to peanut (SPT
10mm) when first seen at 12 months of age. No
exposure to peanut ever.

SPT has dropped to 2mm and Ara H2 0.03 KU/L. But
ss IgE very high 3TKU/I. Otherwise well, no asthma.
Parents competent and keen to challenge peanut.

QUESTIONS
1. Would you challenge peanut on these results?
2. If so, where — home / vicinity of health service/
medically supervised?

PRESENTATION 4 (PART 2):
Oral Food Challenges - Ballarat Model

Dr Nelu Jayawardena, Mandy Wilson, Lauren
Malone and Sarah Baker

Different regions of Australia have different resources,
different support structure and differing personnel with
a variable skill set Those delivering health services in
those regions share a common desire to provide local
children with the best service possible for their region. In
regional paediatrics, we have much to learn from each
other, where a trail has been blazed and how a local
team has faced and overcome challenges to deliver a
best practice service. Lets hear how Ballarat have done
that with Oral Food Challenges!
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Daily relief and management of the symptoms
of mild to moderate eczema

QV Dermcare Eczema Daily

QV Dermcare Eczema Daily Wash and Cream are clinically tested
emollient products that are scientifically formulated to help improve skin
hydration, reduce associated itch and help repair the skin barrier in mild
to moderate eczema.! They contain a number of rigorously researched
ingredients that work together to help manage the symptoms of
mild to moderate eczema, including:

» Glycerin - Ceramides EOP and NP -« L-lactic acid « Nicotinamide

THERAPEUTIC
MEDICAL DEVICE

CLINICALLY TESTED'

&o
&o FOR MILD

TO MODERATE

DERMCARE ECZEMA

DERMCARE

Mild eczema Moderate eczema

8 50/0 of eczema users experienced
less tlares, irritation & itch

S % @ & MW 50

SUITABLE FOR USE ~ SUITABLEFORUSE =~ FRAGRANCE-FREE DERMATOLOGICALLY AUSTRALIAN CARING FOR
ON CHILDREN ON FACE AND BODY  PRESERVATIVE-FREE TESTED MADE & OWNED 50 YEARS
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PRESENTATION 5:

A to Z Management of Allergic
Rhinoconjunctivitis

Dr Shruti Swamy

CASE 1:

13 year old girl Eva presents with 5 year history

of constant sniffing and nasal congestion, early
morning sneezing and frequent nose rubbing. Hates
being the snotty girl in class. Tried many brands
antihistamine without effect. Nasonex helped but
told she should not use not for more than 6 weeks.
Pet cat sleeps in her room. On e large soft toy in bed
given by grandmother. Symptoms sometimes resolve
completely on holiday.

QUESTIONS
1. What is your approach to investigation and
management?

CASE 2:

8 year old Mark, from mid NSW, presents with
severe hay fever — missed 5 days of school last
year with swollen eyes and severe eye and nose
itch with constant runny nose between October and
December. Tried 5 different types of antihistamine
with maximum dose according to packet. Has had
antihistamine eye drops and Montelukast. Hates
nose spray and no allergy blood tests because fear
of needles.

QUESTIONS
1. What is your approach to investigation and
management?

PRESENTATION 6:
Paediatrician/Dietician Allergy
Teamwork

Wendy Birks

CASE 1:

3-year-old boy, Harry, with known IgE peanut allergy,
has an episode of acute urticaria, lip swelling and
vomiting at a birthday party after consuming food
that was donated by all parents attending the party.
Harry was not being observed when he raided the

food table. Harry can tolerate egg, almond, pine nut
and sesame. Foods that could have been consumed
include Woolworth hummus, homemade honey joys,
Nutella in Aldi meringue, Safeway banana bread and
home-made baklava.

QUESTIONS

1. What potential allergens could be contained in
these foods?

2. How do we determine on history of previous
food ingestion whether the trigger may be
peanut or another food?

3. What is the best approach to empower parents
to gain knowledge of foods t o be avoided after
an allergen is identified?

CASE 2:

A 7-month-old baby, Mia, is referred with a history
of infant distress with screaming from 3 weeks of
age, with frequent 8/day watery green mucousy
stools with flecks of blood whilst being breast fed.
Had been a 36-week gestation baby who was fed a
combination of Nan Supreme and breast milk from
birth.

HCP suggested the problem might be a lactose
intolerance so at 3 months, mother (Sarah) advised
to remove dairy products and complimentary feed
with lactose free formula (Aptamil Gold Lactose free).
Mia's temperament improved but still with some
blood, so soy and wheat removed from mother's
diet and stools became formed and temperament
improved.

When solids, including eggs, wheat, lactose

free yogurt and cheese introduced, the gut and
temperament issues returned. Sarah wanted to
breast feed until 12 months but is very confused
about what she should and should not eat and has
searched the internet and found 12 food elimination
diets. Sarah is feeling very guilty. Mia is growing well
but sleeps poorly waking frequently.

QUESTIONS
1. Did the formula given in the nursery contribute to
Mia’s issues?
2. Why did the lactose free formula help but relapse
of symptoms on lactose free yogurt?
3. How do we assist Sara’s nutritional state?
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STALLERGENES /= GREER

Life beyond allergy

Registered allergen immunotherapy treatment
solutions for allergic rhinitis patients

P~ N A 8! /o sl
= | tair @ | Oralair @ | Alustal &
: % &

Allergen profile D. pter & D. far 5 grasses incl. ryegrass Same as ACTAIR® & ORALAIR®
Recommended dose 300IR (optimal dose)' 300 IR (optimal dose)* 8 IR (max. dose)°
TGA registration Approved for >5 years Approved for >5 years Approved for >5 years

Similar in children vs adults Similar in children vs adults Similar in children vs adults
Safety profile (mostly local reactions in the (mostly local reactions in the (mostly local reactions,
first few days and weeks)* first few days and weeks)* generally well-tolerated)*®

Early “short-term”

k As early as 2 months" As early as 1 month* Supportive evidence
improvements

for improvements
as early as 2 months**’
& long-term benefits
within 3 years*®®

As few as As few as
12 treatment months 18 treatment months
(1 year perennial AIT)' (3 years pre/co-seasonal AIT)®

Lasting “long-term”
benefits

Evidence supporting the safety & efficacy of IR-standardized SCIT from controlled studies & realworld studies is
reviewed by Keating et al 2015°, with specific supporting evidence for ALUSTAL HDM and ALUSTAL 5G.

Efficacy for allergic rhinitis symptom or combined symptom/medication scores); lasting benefits refer to benefits
lasting >1 year after AIT cessation, as per the EAACI definition of long-term AIT benefits.

References 1. Klimek et al. Allergen immunotherapy in house dust mite-associated allergic rhinitis: efficacy of the 300 IR mite tablet. Allergo J Int (2023) 32:10-17 2. Worm M et al. Safety of 300IR house dust
mite sublingual tablet from pooled clinical trial and post-marketing data. World Allergy Organ J. 2024; 17(7): 100924. 3. Okamoto et al. Efficacy of house dust mite sublingual tablet'in the treatment of allergic
rhinoconjunctivitis: A randomized trial in a pediatric population. Pediatr Allergy Immunol. 2019;30:66-73. 4. Klimek et al. Update about Oralair® as a treatment for grass pollen allergic rhinitis. Hum Vaccin Immunother.
202218(5):2066424. 5. Didier et al. Prolonged efficacy of the 300IR 5-grass pollen tablet up to 2 years after treatment cessation, as measured by a recommended daily combined score. Clini. Transl. Allergy 2015; 5:12
6. Keating et al. Allergen extract suspension for subcutaneous injection (Alustal®; Phostal®): a guide to its use for allergen-specific immunotherapy. Drugs Ther Perspect 2015; 31, 175-182. 7. Valero et al. Efficacy of
subcutaneous house dust mite immunotherapy in patients with moderate to severe allergic rhinitis. Inmunotherapy. 2022; 14(9): 683-694. 8. Sablayrolles et al. Grass pollen immunotherapy in children: Any symptoms
3 years after stopping the treatment? [French] Revue francaise d’allergologie 2012; 52: 311-316 9. Roberts et al. EAACI Guidelines on Allergen Immunotherapy: Allergic rhinoconjunctivitis. Allergy. 2018;73:765-798.

Actair’, Oralair’ and Alustal are not funded by the PBS.

Please visit Stallergenes Greer trade stand for a copy of Actair’, Oralair’ or Alustal’ product information

Stallergenes Australia Pty Ltd t/a Stallergenes Greer. ABN 17 151 366 540 Suite 2408, 4 Daydream St, Warriewood, NSW 2102 | Phone: 1800 824 166 |
Email: allergyaustralia@stallergenesgreer.com. Phone 0800 824 166. Stallergenes and ACTAIR', ORALAIR" & ALUSTAL are registered trademarks of Stallergenes SAS. STA-ANZ-17062025 | June 2025
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PRESENTATION 7:
Challenging Allergy Cases
Dr Michael Nowotny

CASE 1:

Emily, age 16, presents with a 2-year history of
recurrent erythematous rash with possible lower lip
swelling, stomach cramps, and a choking sensation
previously attributed to anaphylaxis. Suspected
triggers include green cabbage, red cabbage,
vegetable oil, and chipotle aioli.

Emily presented to ED x 3 with throat tightness,
subjective breathing difficulties and nausea. She
received adrenaline on two occasions due to her
“known” cabbage allergy. She had previously been
given adrenaline at home on one of these occasions.
Emily’'s symptoms typically resolve within 45 minutes
of taking Loratadine. Recent allergy testing has
revealed no sensitisation to these substances.

QUESTIONS
1. What further history may assist and should we
consider to be the differential diagnosis?
2. Are there any other investigations that may
assist?
3. What is your management plan?

CASE 2:

15 year old girl Zoe, referred to Paediatric Consultant
Immunologist and Allergist from experienced
Paediatrician allergist with persisting chronic
spontaneous urticaria from October 2024, associated
abdominal and back pain, very painful feet and hands
and allergic rhino-conjunctivitis- ryegrass sensitized.
Management with high dose antihistamine and
steroids ineffective.

QUESTIONS
1. When expected control not attained, what should
be our next line of investigation?
2. What other Differential Diagnoses should be
considered?
3. What did the Consultant do and what response
was there?

PRESENTATION 8:
Regional Allergy Transition
David Bannister

CASE 1:
18 year old girl (Michelle), Year 12 attends with her
mother. Last seen 3 years ago. Problems include:
1. Peanut allergy from 1 year of age, walnut from
2 year
2. Anaphylaxis to cashew at 3 years of age
requiring adrenaline and hospitalisation. Has
Epipen.
Michelle has avoided all nuts since. No accidental
exposures since age 3 years. Asthma from 4 years of
age. On ICS preventer. (Flixotide). Still has occasional
bouts of asthma triggered by colds. Seasonal
hayfever from12-13 years of age controlled with
antihistamines and nasal steroids over the pollen
season. Eczema for the first two years and still
has sensitive skin (dry and itchy) controlled with
intermittent topical moisturiser.
Examination. Normal growth. Chest clear. Skin
dry but no eczema. Mild swelling of nasal mucosa
consistent with rhinitis.
SPT. Histamine 10mg/ml 5mm. Neg control O Peanut
15mm Cashew 12mm. Pistachio 14mm. Walnut
10mm. Pecan 8mm. HDM (DF) 1T0mm. Rye grass
T5mm.

QUESTIONS MICHELLE & HER MOTHER ASK

1. What follow up should she have once she leaves
school?

2. She wants to go to University and live away from
home. How easy is it to get into an adult allergist
close to where she will be living?

3. What kind of information does she need to take
with her?

4. Does she still need to continue with the Epipen
and who can provide them for her?

5. Will she ever grow out of her food allergies?

6. We have heard about desensitisation to foods.
Can she be desensitised in the future?
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BREASTFEEDING IS BEST FOR BABIES

v, 7 The FIRST and ONLY amino acid-based
infant formula in Australia with

= Alfamino two Human Milk Oligosaccharides
(HMOs*) - 2’FL and LNnT

m 1
e
e
S
5 51;% Infant Formula ﬁ
- Amino-acid based
) - powder
“hﬁ For severe allersy E
iy and/or foc: ¥
; intoleranc e . . H H
b " A Growing evidence that the inclusion of
] HMOs* in infant formula may:t14
4009€ F e Support the gut microbiota

ﬁ@ @gg;;ggw @wunnﬂ | e Reduce the incidence of associated infections

w e Reduce associated medication use.

To find out more, speak to us today or visit nestlehealthscience.com.au

*Structurally identical to those found in breast milk. fStudies based on formula-fed infants with and without Cow’s Milk Protein Allergy.

REFERENCES: 1. Gold et al. 2022 Nutrients May 30;14(11):229. 2. Vandenplas et al. 2022. Nutrients. Jan 26;14(3):530. 3. Puccio, G. et al. JPGN 2017; 64: 624-631. 4. Berger, B.
et al. 2020; 11(2): e03196-19.

IMPORTANT NOTICE: Breast milk is best for babies and provides ideal nutrition. Good maternal nutrition is important for the preparation and maintenance of breastfeeding.
Introducing partial bottle feeding could negatively affect breastfeeding and reversing a decision not to breastfeed is difficult. Professional advice should be followed on infant
feeding. Infant formula should be prepared and used exactly as directed or it could pose a health hazard. The preparation requirements and weekly cost of providing infant formula
until 12 months of age should be considered before making a decision to formula feed. Mothers should be encouraged to continue breastfeeding even when their infants have cow’s
milk protein allergy. If a decision to use an infant formula for special dietary use is taken, it must be used under medical supervision.

ALFAMINO® is an infant formula product for special dietary use and must be used under medical supervision. It is not suitable for general use.
Information for healthcare professional use only.

Alula:

Alula Allergy has been specially
formulated to support formula-fed babies
with cows’ milk protein allergy or who
are unable to tolerate cows’ milk. It is
suitable for babies who need to avoid
dairy products and does not contain fish,
sesame, soy or nut ingredients.
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P!g?t?'bgsed formulation

E 00% fice protein source

\

SANULAC ‘ éCARE[,ne www.meandmychild.com.au

Specialised Infant Formid
g0l

with you at every step AU: 1800 552 229 or visit: alula.com.au

ADivision of (LACTALIS ) NZ: 0800 552 229 o visit: alula.co.nz

IMPORTANT NOTICE: BREAST MILK IS BEST FOR BABIES. BEFORE YOU DECIDE TO USE THIS PRODUCT, CONSULT YOUR DOCTOR OR HEALTH WORKER FOR ADVICE
For formula-fed infants. For healthcare professional use only. Use under medical supervision.
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SMITH-MAGENIS
SYNDROME*

*Visit PBS website for full details

TSLENYTO significantly improves total sleep time, sleep latency and externalising
behaviour vs placebo (p<0.05) in children and adolescents aged 2-18 years
with Autism Spectrum Disorder or Smith-Magenis Syndrome and insomnia.

SLENYTO is indicated for the treatment of insomnia l;@ésc‘éi;ﬂém

s

N ‘ , ESHPTIONON Y Mgy 4 ﬁsggmgmn'LY/MEDICINE
in children and adolescents aged 2-18 with Autism E}eﬁyto o fj Sl@ﬂyt&
Spectrum Disorder (ASD) andjor Smith-Magenis Syndrome, i - ° ’
where sleep hygiene measures have been insufficient! e o
PBS Information: Authority required for treatment of insomnia in patients with @
Smith-Magenis Syndrome. See PBS website for full details of restricted benefit.
Before prescribing, please review Product Information available D L
at www.aspenpharma.com.au/products or via the QR code. @

References: 1. Slenyto Product Information. 2. Gringras et al. J Am Acad Child Adolesc Psychiatry 2017; 56(11): 948-957. 3. Maras et al.
J Child Adolesc Psychopharmacology 2018; 28 (10);699-710. 4. Schroder, et al. J Autism Devel Disorders 2019; 49:3218-3230.

All sales and marketing requests to: Aspen Pharmacare Pty Ltd, St Leonards NSW 2065. Tel: +61 2 8436 8300
@ aS pe n Email: aspen@aspenpharmacare.com.au Web: www.aspenpharma.com.au. Trademarks are owned by or licensed to the Aspen group
AUSTRALIA of companies. © 2024 Aspen group of companies or its licensor. All rights reserved. FD24795 AU-MEL-082024-AF085732
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