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CASE 1
An eight-month-old girl is brought to
the surgery with a history of an acute
reaction after having a mouthful of
scrambled egg. She had previously
tolerated cake made with eggs. 

Within a few minutes of eating the
egg she developed swollen lips and
had hives on her face and chest. She
was taken by ambulance to hospital
from where she was discharged after
being given oral chlorphenamine. 

She has had a background of
eczema since four months of age.

Diagnosis
The NICE guideline on food allergy in
children divides symptoms into 
IgE- and non IgE-mediated responses
according to the system affected, see
table 2, above.

With the presence of a clear history
of urticaria and lip swelling, this is a
typical history for an IgE-mediated
allergic response, especially as it
occurred immediately after exposure
to a common food allergen which had
not been tolerated in the plain form in
the past. In the case of egg allergy, it is
common for children to tolerate well
cooked egg, as in this case, as the
cooking process denatures the
allergenic proteins.4 These children
can be advised to eat baked egg but
avoid plain/uncooked forms. 

The recent NICE guideline advises
that where an immediate type allergic
reaction is suspected on clinical
history, allergy testing should be
performed to confirm the diagnosis.
This could involve either skin prick
testing or specific IgE blood tests
(previously known as RAST). Both
tests can help confirm a food allergy.3

However, the results must be interpreted
in the context of the clinical history. 

Table 3

Indications for prescribing adrenaline auto-injectors6

Absolute indications
• Previous anaphylactic reaction
• History of asthma

Management
The mainstay of management is
allergen avoidance, which requires
education and advice from a
registered dietician. The child and
carers also need to know how to
recognise and treat any future allergic
reactions. This child is at risk of having
further reactions, the severity of which
cannot be accurately predicted and
thus there should be a written
emergency plan in place. The plan
should include advice to take a 
fast-acting antihistamine,6 e.g.
chlorphenamine if any accidental
exposure and reactions occur.

IgE-mediated reactions are
unpredictable but some children seem
to be at particular risk of having severe
reactions. Where there is a history of
anaphylactic reaction or ongoing
asthma, adrenaline auto-injectors
should be prescribed as these are the
major risk factors for future severe
reactions. 

Nut allergy, which is known to cause
the majority of anaphylactic reactions,
living far away from medical help and
high parental anxiety are all relative
indications for adrenaline auto-injector
prescription, see table 3, below. When
prescribed, it is advisable that children
have two devices to hand at all times6

Although the size of the allergy test
response indicates the probability of
allergy being present, it does not relate
to the severity of reactions that may
occur. 

It may also be important to test for
other foods that may be a problem so,
for example, in this case, testing for
allergy to peanut would be advisable
as 20-30% of children who are allergic
to egg also have peanut allergy.5

In this case, the skin test response to
egg was 4 mm. In the context of the
history of clinical reactivity, this
confirms egg allergy. The peanut skin
prick test was 8 mm – large enough to
suggest strongly (>95% positive
predictive value3) allergy to peanut so
a presumptive diagnosis could be
made without any clear history of
previous exposure. This child should
therefore also be told to avoid peanut
indefinitely unless future skin prick
tests are negative and the child is
shown to have outgrown the allergy.

Alternative methods currently
marketed commercially for use in the
diagnosis of allergy have no scientific
validity. These include IgG testing,
Vega testing and kinesiology. The
NICE guideline is quite explicit that
these have no place in allergy
diagnosis.

Table 2
Clinical signs of food allergy
System
Skin

Gastrointestinal

Respiratory

IgE-mediated
Pruritus
Erythema
Acute urticaria
Acute angioedema
Oral pruritus/swelling
Nausea/vomiting
Colicky abdominal pain
Sneezing
Itchy nose
Rhinorrhoea
Wheeze
Cough

Non IgE-mediated
Pruritus
Erythema
Atopic eczema

Gastro-oesophageal reflux
Diarrhoea/loose stools
Blood +/- mucus in stools
Abdominal pain
Infantile colic
Constipation
Perianal erythema
Faltering growth
Food aversion/refusal

Relative indications
• Nut allergy
• Living far away from a medical
centre
• Allergic reactions to very small
quantities/airborne foods
• Adolescent patients
• Parental anxiety

Adapted from NICE CG116: Food allergy in children and young people

‘Where there is 
a history of
anaphylactic
reaction or
ongoing asthma,
adrenaline 
auto-injectors
should be
prescribed’




