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Background 

● The estimated local prevalence of adverse food reactions in young children ranged from  

4 to 8%.1,2 

● The most common food-allergic symptoms are urticaria/angioedema (~35-40%), 

delayed rash (~20-25%), gastrointestinal complaints (~20%), anaphylaxis (~15%) and 

respiratory symptoms (~2%).3 

● Seafoods are the most common local food-allergic trigger, followed by hen’s egg, 

cow’s milk and nuts.1,2   

● The management for adverse food reactions depends on the underlying etiology, such 

as IgE-mediated food allergy, eczema exacerbation, lactose intolerance, food-protein 

induced enterocolitis syndrome or celiac disease, etc.4  
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● For IgE-mediated food allergies, the mainstay approach is strict avoidance of the 

specific food triggers and use of an adrenaline autoinjector administered at the vastus 

lateralis muscle during severe reactions after accidental ingestion.4   

● Despite comprehensive and reinforced education, the incidence of anaphylaxis in Hong 

Kong steadily increased in the past decade5 while mortality due to anaphylaxis in the 

Western world remained at 100-200 patients annually6.   

● Recent advances in diagnosis of food allergy include: 

o Compelling evidence argues against measurement of food-specific IgG and IgA 

as part of the diagnostic workup for any adverse food reactions, and therefore 

this practice is strongly discouraged.7   

o On the other hand, the innovative component-resolved diagnosis (CRD) is 

gaining wider utilization, which has been helpful for identifying specific, 

causative allergens that patients need to avoid, such as the omega-5-gliadin in 

wheat for food-dependent, exercise-induced anaphylaxis,8,9  as well as the 

identification of cross-sensitization between different allergens, e.g. Ara h 8 and 

Bet v 1.10 

● Research on dietary advancement therapy, including oral immunotherapy11 and food 

ladders12 are active and promising. Recent studies on peanut oral immunotherapy have 

shown that it is safe and effective in preschoolers13-15, and especially among infants16.  

● Preventative measures include early introduction of certain allergenic foods, such as 

egg and peanut, to high-risk populations, are gaining traction as means to reduce the 

development of IgE-mediated food allergies.17,18   

 

This document will update practitioners on these novel approaches to food allergies and 

their relevance to this locality: 

 

● The Learning Early About Peanut Allergy (LEAP) study yielded revolutionary findings 

that led to a paradigm shift in the field of allergy.17   

● For patients who were at a high risk for developing peanut allergy (PA), mainly infants 

with moderate to severe atopic dermatitis or egg allergy or both, consumption of 6 

grams of peanut protein per week (approximately 4.5 teaspoons of smooth peanut 
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butter) was associated with 86.1% relative reduction in the development of PA at 5 

years old.16   

● Based on these results, many international guidelines changed their recommendations 

on the approach to peanut introduction for high-risk children and published a new 

algorithm to direct management steps according to risk factors.19,20 

● There is no protective benefit from the use of hydrolysed formula in the first year of 

life against food allergy or food sensitization.  

● Maternal exclusion of common allergens during pregnancy and/or lactation as a means 

to prevent food allergy is not recommended.  

 

The key points in accordance with recommendations from regional18 and international 

organisations19,20are summarized as follows: 

o For healthy infants: no change in current feeding guideline is recommended 

▪ Introduce complementary foods at around 6 months of age, but not 

before 4 months old with age-appropriate non-choking form; 

▪ Breastfeeding to continue alongside complementary food introduction 

until 2 year old or longer21;  

▪ There is no evidence to clearly support the younger sibling of a peanut-

allergic child is at increased risk of developing peanut allergy, though 

such infants may be at risk of developing peanut allergy secondary to 

delayed introduction of peanut.  

o For at-risk infants (i.e., healthy infants with a family history of atopy or infants 

with non-severe eczema) 

▪ No delay in introduction of allergenic foods including egg, cow’s milk, 

peanut, soy, wheat, fish and shellfish; 

▪ These allergenic foods should be introduced in a sensible manner once 

weaning has commenced. 

o For high-risk infants with severe eczema 

▪ Introduction of all allergenic foods should not be delayed; 

▪ Eczema should be aggressively controlled with use of topical 

corticosteroid to proactively achieve eczema remission and prevent 

eczema flare; 
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▪ Screening before introduction by skin prick testing or specific IgE  is 

not recommended. 

▪ In case of families’ strong preference, e.g., significant anxiety, allergy 

testing such as skin prick or specific IgE test may be considered if 

resources allowed. Nevertheless, a positive skin prick testing or specific 

IgE result only indicate sensitization but not a confirmation of the 

diagnosis of food allergy. False positive results are common in patients 

with severe eczema. 

▪ Infants with a positive skin reaction or sIgE without a clinical history of 

reaction should be offered timely supervised oral food challenges as 

early as 4 months but ideally not later than 10 months of age, preferably 

to be performed in the office of a doctor trained in recognition and 

management of allergic reactions.  

▪ Infants who had a negative skin prick testing, specific IgE or oral food 

challenge must be advised to incorporate the food into their diet 

regularly as soon as possible. 

▪ Infants who were confirmed to have food allergy should be advised strict 

avoidance and to be referred to an allergist for the consideration of early 

food immunotherapy.   
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