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Objectives

» Discuss food allergy prevention strategies and introduction of foods in infants
» Describe oral immunotherapy for children
» Discuss best management for children with possible medication allergy



Food allergy
and infants




The Case

» Scenario * Responses True/False
* A mother with a 6 month old * Eczema and food allergy are
comes for advice connected?
 The child has eczema  Food avoidance reduces
eczema?

* Mother wants to know what to
do about the eczema and what * Infants with eczema should have
foods could be causing it. specific antibody testing for

foods to help manage their
eczema



e Studies suggest that in infants
with severe eczema milk
sensitivity may be a component
worsening their disease.

* In the vast majority of children
food ingestion has no relation to
their skin symptoms

* However, sensitization to foods
through skin exposure is now
believed to be an important
“cause” of food allergy in infants.

What does this have to do with
food allergy?




Pitfalls and Pearls

Pitfall
* Food allergy causes eczema

* Food avoidance reduces eczema

Pearl
* Eczema increases the risk for skin-

mediated sensitization to foods.
Early introduction of foods orally
can reduce sensitization.

In children with SEVERE eczema (ie
not responding to aggressive
emollient therap&/ or medical
management and compliant)
specific foods such as milk are
implicated and skin may improve
with removal from the diet. Allergy
consult first please!



A Recent Case in My Clinic: What are her allergies?

* 17 month old with eczema (severe) since
age 4 months.

* Dr ordered blood tests at age 6 months
* Tests were repeated at 12 months

* She has never been introduced to

* eggs, milk, peanuts, sesame, tree nuts.
* She has taken other legumes, fish.

* She developed red plaques with shrimp.

* Mother feels maybe some improvement
of eczema with removal of foods from the
maternal diet.

* Eczema is treated with topical
corticosteroids and hydration creams.

e She is on soy, rice and breast milk
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The Case

Scenario

* A mother brings her 4 month old
infant for routine check up. The
child is well with mild-moderate
eczema and mother asks about
introduction of solids.

* The family history is positive for an
older sibling with peanut allergy.

e Mother wants to know about food
introduction in this child.

True/False

* Delayed introduction of allergenic
food will decrease risk of food
allergy in this child.

* Food preparation affects
allergenicity of foods.

* Do not introduce peanuts until
seen by allergist



Food introduction to infants:

When did feeding and infant become a medical

act?
The Problem

* Food allergies affect 6-10% of the
population
* Many foods may be implicated although

milk, eg§,.peanut, tree nut, sesame and
seafood/fish are more common

* Diagnosis requires either a clear history of
reaction plus a positive diagnostic test
and/or a positive oral food challenge with
objective symptoms.

* In absence of history SPT has a 30% PPV and
IgE blood tests 20%

* Previous recommendations for food
introduction in infants shown to increase
the frequency of food allergies (peanut) in
high risk infants.

. OnI?/ peanut was studied in the landmark
trial.




Prevention
strategies

with actual
supporting
evidence.

¥
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Smoking avoidance

Breastfeeding if possible for 4-6 months—low grade evidence
studies equivocal

No special diet for pregnant or lactating mother

Eczema control

Introduce foods without specific restriction as early as
possible. Best “chance” for allergy prevention occurs
early <11months and even earlier




What foods and how?

* Recommend to introduce eggs
using the egg ladder.

This ladder is intended as an educational aid and is designed with the aim of working towards inducing tolerance in those who are egg allergic.
IFAN 2015

www.ifan.ie

Egg ladder

Cracked eggshell

[ 'y )
Utensils with raw cake mixture IFAN

or raw egg ey
Processed meat/burger/sausage A
Teacakes™ Milky Way™ Mars™ Snickers™
Créme Egg™ Chewits™ L)
Hollandaise, Horseradish & Tartar sauces A4
Royal™ icing
Sorbet & Mousse
Mayonnaise/salad cream 7~
Marshmallow "~
Meringue/fresh ice-cream
Créme caramel & Créme Brulé
Scrambled egg 7~
3. ALMOST RAW "~
Omelette
French Toast L
Quiche L)
Yorkshire pudding
Fried/hardboiled egg
Cooked batter/tempura/breadcrumb L))
Dried & fresh egg pasta & egg noodle 7~
Pancake
2. LIGHTLY COOKED
A
A
Waffle biscuit
Boudoir™ & Lady's finger™ biscuits
Baked sponge/muffin/cake & biscuits L]
1. WELL COOKED "



Peanuts and nuts

* Introduce early (4-6 months)

* Can use peanuts crushed and mixed
into apple sauce-start with %
peanut and increase as tolerated.

e Same strategy may be used for tree
nuts and sesame

* Avoid peanut and nut butters
initially as allergen bioavailability is
increased in these forms

« DO NOT RUB ON SKIN FIRST \\;




The Case

Scenario True/false

* 9 month old given peanut butter ¢ This child has demonstrated an
for the first time allergy to peanut

* Within 15 minutes develops * An epipen should be prescribed
perioral hives e 1/5 children outgrow allergy

* Symptoms resolve without over time so parents can try to
intervention give peanuts again in 2 years

* No other treatments available



Oral Immunotherapy for foods

Pearl Pitfall
e Oral immunotherapy or desensitizationis ¢ Older children (>age 2 years) at increased
currently under investigation for children risk for anaphylaxis

with food allergies.

* Risks include anaphylaxis and significant TIRTE : -
: » Possibility of complete success (ie cure) is
symptoms occur in most older children about 20-40% in children studied (older

* Many very young children tolerate slow than age 6 years)
introduction of allergenic foods into the * In most children (>80%) increased of

diet even with a history of perioral hives tolerant thresholds are achieved after 12
and positive tests. months

* Any attempt to desensitize should be
e Parental compliance is required done under supervision of an allergist and
resuscitation equipment should be
available



Case outcome

Pearl Pitfall

e Oral desensitization is offered * Threshold is increased
and child begins at % peanut « Not known if “a cure” has been
crushed in apple sauce. achieved

* 6 months later tolerating peanut | pgcitive test suggests still
butter on toast. sensitized.

 Skin test remains positive * Long term prognosis-not known



Summary

* Complex foods should be
introduced early.

* Begin with what is in the child’s
environment

* Format of food for introduction
may be important

* Early sensitized children may be
desensitized more easily

e Rapid diagnosis is essential



in children

& /a



The Case

Scenario

* 4 year old presents with pruritic
skin rash on her trunk on day
7/10 of amoxicillin for OM.

* Diagnosed with allergy to
penicillin and antibiotic changed
to biaxin.

* The next day the rash is worse
and she is told to avoid biaxin

True/False

* This child is likely to has an
allergy to amoxicillin but not
penicillin

* Multiple antibiotic allergies can
occur

* Avoidance is an important part
of management and she should
have a medic alert bracelet for
these allergies



Al
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ergles to
tibiotics

10-20% of hospitalized patients have “allergy
to penicillin” on their chart

In large cohort studies, B-lactam allergy
designation increases the risk for adverse
events in hospitalized patients

When patients are evaluated for allergy 75-
98% of those with “penicillin allergy”
tolerate penicillin and other B-lactams.

Patients with a history or “diagnosis” of
antibiotic allergy should be reassessed as
there is a very high rate of “false” diagnoses.



Allergies to medications in children

Pearl

* The most common cause of rash in
children is an acute infectious
illness

* |n a study where all comers were
challenged with amoxicillin >90%
of children had negative challenges

e Rashes often worsen over the first
few days

Pitfall

* Many children treated with
amoxicillin will have rashes

* Very few children with rash have an
allergy to amoxicillin-most of those
have delayed-type reactions-not
lgE-mediated that are specific to
the medication used.

 Patients still requiring antibiotics
should be warned that the rash
may continue or worsen.



How to
diagnose
allergies to

amoxicillin/
penicillin in
children

Oral provocation test is the
gold standard test.

Children are given a small
dose of amoxicillin followed
by a large dose.

* No immediate reaction (within 1-4

hrs) suggest no IgE-mediated
allergy to penicillin or amoxicillin

Many children with delayed
onset symptoms will likely
out-grow reactions over
time and should be
reassessed in 2-3 years.

Skin testing and serum IgE
testing are inaccurate

Delayed onset rash can
occur and is believed to be
antibiotic specific (not
related to the entire family)

Although still under study-
similar results are expected
for other antibiotics




What about Adults?

* Data suggests that>90% of patients with a “diagnosis” of penicillin allergy are negative on objective
testing.

* There is an important initiative to “delabel” most of these patients.

* A notation of penicillin allergy on patient charts’ has been shown to result in >morbidity, prolonged
hospitalizations and longer recoveries in cohort and case control studies.

e This is NOT a benign diagnosis
* Refer to allergy for assessment.

 What about other “cross-reacting” drugs?
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