
Food allergy in infants and children is common and an 
increasingly major public health concern. Thus, there is 
growing need for improved prevention and management 
strategies beyond the current principles of allergen avoid-

ance of the culprit foods and education on managing acute 
reactions, including anaphylaxis. This article discusses immuno-
globulin E (IgE)-mediated food allergy in infants and children, 
as well as strategies for its prevention and management.

Definition of food allergy
A food allergy arises from an aberrant and inappropriate immune 
response to a usually harmless substance (allergen) contained 
within a triggering food. The most common and well-recognised 
type of food allergy is IgE-mediated food allergy, although other 
food allergic disorders characterised by different immune mech-
anisms exist (e.g. non-IgE-mediated disorders, and mixed IgE- and 
non-IgE-mediated disorders). 

Epidemiology and aetiology of food allergy
The prevalence of food allergy is highest in infants and young 
children, reported between 8% and 17% globally.1-3 In Australia, 
around one in 10 infants (up to 12 months of age) and one in 
20 children (up to 4 years of age) are affected.3 It is unclear 
why food allergies occur or why there has been a marked increase 
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Food allergies are common and on the rise in Australia, 
particularly among infants and children. In case of 
anaphylaxis, adrenaline autoinjectors can be prescribed, 
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anaphylaxis risk and implementation of a shared care 
model with specialist input are the mainstays of 
treatment, but there are promising therapeutic options 
on the horizon.
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in food allergies over the past few decades. They are commonly 
thought to be secondary to complex interactions between genetics 
and the environment. Several predisposing factors have been 
implicated, including:
•	 a strong family history of atopy (at least two affected  

family members)4

•	 comorbid eczema5

•	 initial exposure to food via a non-gastrointestinal route 
(e.g. epicutaneous)

•	 delayed oral introduction to foods
•	 early antibiotic exposure in the neonatal period
•	 vitamin D deficiency
•	 a lack of diversity in the gut microbiome.

Common culprit foods include cow’s milk, egg, soy, wheat, 
sesame, peanuts, tree nuts, fish and shellfish (Table 1).2,4,6-12 

Cow’s milk and egg allergies tend to develop early in infancy, 
which especially contributes to the disproportionately high 
prevalence in this age group. However, most children with cow’s 
milk and egg allergies tend to outgrow their allergies by school 
age (variable rates reported between 50 and 90%).3,6,13-16 Nut and 
shellfish allergies commonly develop during school age and 
tend to persist into adulthood, with about 20% of children 
outgrowing their allergy by 16 years of age.3,7,8 The rate of 
food-related anaphylaxis hospital admissions has also been 
increasing in Australia, although the rate of fatalities remains 
unchanged.17

Pathophysiology and clinical features of  
IgE-mediated food allergy
In individuals with allergies, sensitisation arises from an initial 
exposure to a food allergen that stimulates the production of 
specific IgE antibodies by plasma cells. These IgE antibodies bind 
to tissue-residing mast cells and circulating basophils. In the 
process of immediate hypersensitivity, on re-exposure to the 
allergenic food, circulating allergens bind to and crosslink the 
surface IgE molecules on these mast cells and basophils, causing 
a cascade of signals that lead to immune activation, degranulation 
and the release of mediators (e.g. histamine, leukotrienes and 
prostaglandin). These mediators can act systemically on various 
tissues, including the skin, gastrointestinal mucosa, airway smooth 
muscle and endothelium, giving rise to the clinical manifestations 
of an allergic reaction (Box 1).

    KEY POINTS
•	The prevalence of food allergy continues to rise with 

common triggers being cow’s milk, egg, peanut, tree nuts, 
fish, shellfish, soy, sesame and wheat.

•	There is the potential for children to outgrow food allergies, 
although the age of resolution is variable and difficult to 
predict, depending on the allergenic food trigger. 

•	Early introduction and regular ingestion of allergenic foods 
reduces the risk of developing food allergies.

•	Many conditions (e.g. rashes, eczema) may be mistaken 
for food allergies, but these should be managed 
appropriately with treatments other than food avoidance.

•	Risk factors for severe anaphylaxis include the presence of 
poorly controlled asthma, allergy to multiple food triggers, 
a persisting allergy and advanced age.

•	 If an adrenaline autoinjector is prescribed for a patient at 
risk of anaphylaxis, an allergy action plan, anaphylaxis 
education and first aid training are essential and should be 
provided routinely.

•	 Immunotherapy and biologics are promising future 
treatments for the management of immunoglobulin E- 
mediated food allergies.
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Symptoms can develop quickly, gener-
ally within the first 30 minutes of exposure, 
and can occur on first oral ingestion of the 
culprit food (which is likely secondary to 
initial sensitisation via a cutaneous expo-
sure). Most allergic reactions are mild. 
Cutaneous symptoms of pruritus, urticaria 
and angioedema (particularly of the face) 
are common and, although can appear 
alarming, are considered symptoms of mild 
to moderate allergic reactions. Gastro
intestinal symptoms of nausea, abdominal 
pain and diarrhoea can also occur in mild 
to moderate allergic reactions.

Signs of severe allergic reactions (ana-
phylaxis) include respiratory and cardio-
vascular involvement (Box 1). Clinical 
manifestations may include one or more of 
the following: difficulty breathing, tongue 
swelling, throat tightness, wheezing, a 
persistent cough, a hoarse voice, loss of 
consciousness, pallor or floppiness (par-
ticularly in young children, resulting from 
hypotension). It is difficult to predict 
whether a reaction may result in anaphy-
laxis. Certain cofactors associated with 
(but not predictive of) the risk of develop-
ing anaphylaxis include:18

•	 poorly controlled asthma
•	 advanced age
•	 prior history of severe reactions
•	 upright posture
•	 exercise
•	 the amount of food ingested and,  

for some foods, how it is prepared 
(raw or lightly cooked vs well cooked).
Currently, no tests are available to help 

accurately predict the risk of anaphylaxis.
Older children with allergic rhinitis may 

develop oral allergy syndrome, also known 
as pollen food allergy syndrome, which is 
IgE-mediated and arises from allergen 
cross-reactivity between common pollens 
and certain fruits and vegetables. The clin-
ical manifestations are usually mild; local-
ised to symptoms of itching and irritation 
of the lips, mouth and throat; and do not 
evolve into anaphylaxis. These can be man-
aged conservatively with food avoidance or 
eating cooked forms of the culprit foods 
(which are usually well tolerated).

Cutaneous contact with food particles 
may result in symptoms of local irritation 
but these do not cause anaphylaxis. Parents 
often worry about their child smelling 
peanut butter, but as an oily substance, the 
protein in peanut butter does not aero-
solise, and the smell does not cause 
anaphylaxis.19 

Conditions that are confused 
with food allergy
Most cases of IgE-mediated food allergy are 
recognisable, although many other condi-
tions can be misdiagnosed as food allergy 
and inappropriately managed with food 
avoidance (Box 2). Rashes are common 
presentations in infants and children, and 

parents are often referred to an allergist 
because of concerns of IgE-mediated food 
allergy. Most presentations with rashes are 
not secondary to food allergy, and instead, 
are caused by other conditions, such as infec-
tion, inducible or spontaneous urticaria, 
perioral erythema and skin irritant contact 
reactions. Perioral contact dermatitis is com-
mon in babies and is not a food allergy.

Parents frequently report flares of 
eczema in children with the ingestion of 
certain foods and, although this is a recog-
nised phenomenon, the symptoms are 
usually delayed (hours to days), are not 
primarily IgE-mediated and are not related 
to a risk of anaphylaxis. The mainstay of 
treatment is to manage the child’s under-
lying atopic dermatitis with regular use of 
a moisturiser and appropriate use of topical 
corticosteroids. Food elimination is gener-
ally not recommended to manage eczema, 
as prolonged avoidance of foods is a risk 
factor for the development of true IgE-
mediated food allergy on re-exposure.

Diagnosis and investigation of 
IgE-mediated food allergy
In the evaluation of a patient with suspected 
IgE-mediated food allergy, a detailed 
clinical history is paramount. The roles of 

IgE-MEDIATED FOOD ALLERGIES IN INFANTS AND CHILDREN  continued 

1. SIGNS AND SYMPTOMS OF  
IgE-MEDIATED FOOD ALLERGY

Mild to moderate allergic reactions
•	 Swelling of the lips, face or eyelids 

(angioedema)
•	 Hives or welts (urticaria)
•	 Tingling sensation in the mouth
•	 Acute rhinitis
•	 Vomiting, diarrhoea or abdominal pain 

(these are also signs of anaphylaxis for 
insect allergy)

Anaphylaxis or severe allergic reactions
•	 Difficulty or noisy breathing
•	 Swelling of the tongue
•	 Swelling or tightness in the throat
•	 Wheeze or persistent cough
•	 Difficulty talking or hoarse voice
•	 Persistent dizziness or collapse
•	 Pale and floppy (particularly in young 

children)

TABLE 1. PREVALENCE OF FOOD ALLERGIES TO DIFFERENT TRIGGERING FOODS2,4,6-12

Food Allergy prevalence Age group

Egg 1 in 10 Infants (younger than 12 months 
of age)

Cow’s milk 1 in 30

Peanut 1 in 40 School-aged children 

Tree nut 1 in 50 

Soy 1 in 50

Wheat 1 in 100-200

Shellfish 1 in 100

Sesame 1 in 200

Fish 1 in 500
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IgE-MEDIATED FOOD ALLERGIES IN INFANTS AND CHILDREN  continued  

allergy tests, such as skin prick testing (SPT), 
and in vitro tests, such as serum-specific 
IgE (ssIgE) testing, are ancillary and must 
be guided by and interpreted in the context 
of the patient’s specific clinical history.

Characteristic features on history tak-
ing that suggest an IgE-mediated food 
allergy include an immediate or rapid 
onset of symptoms associated with food 
ingestion, and reproducibility of the 
symptoms on exposure to the same culprit 
food. It is essential to elucidate whether 
symptoms of anaphylaxis are present 
(Box 1). A thorough history of the events 
and dietary intake preceding the reaction 
is useful, but the suspected culprit food 
may not always be apparent, and in settings 
outside the home (e.g. childcare centres, 
schools and restaurants), collateral history 
may need to be obtained.  It is also useful 
to consider food packaging labels as an 
additional source of information when 
attempting to identify the culprit food.

The nutritional, growth and develop-
ment statuses of the infant or child must 
also be evaluated, as there are potential 
complications of failure to thrive and nutri-
tional deficiency, especially in the context 
of food allergy to staple foods, such as milk, 
egg and wheat, or in cases of multiple food 
allergies.  Assessment of early infant feeding 
including breastfeeding and formula 

feeding practices, timing of solid food 
introductions and tolerance of other aller-
genic foods in the diet provide valuable 
information when formulating appropriate 
recommendations for the management of 
a child’s food allergy.

Food allergy tests can be performed to 
confirm a suspected history of an IgE-
mediated food allergy and should not be 
used in isolation to establish a diagnosis, 
as a ‘positive’ test result (or sensitisation) 
may not always indicate the presence of 
clinical allergy. Thus, if a food is already 
tolerated in the child’s diet, it should not 
be removed based on a positive test result 
alone. SPT and ssIgE testing have their 
individual advantages (Box 3).

SPT is a useful and safe point-of-care test 
performed by specialist allergy services. It 
has high sensitivity but poor specificity and 
thus is not an ideal screening test given the 
potential for false-positive results.20 Addi-
tionally, higher rates of false-negative results 
occur  in infants younger than 12 months 
of age, as their skin may be less reactive.

ssIgE testing is more readily available in 
the primary care setting. It measures 
food-specific antibodies present in a patient’s 
serum (expressed in kUA/L). It has compa-
rable sensitivity and specificity to those of 
SPT and, similarly, should be used judiciously 
and in consideration of the clinical history.20 
Mixed food panel testing should be avoided, 
as a positive result in a panel may not clearly 
confirm the culprit food and, instead, may 
lead to patients avoiding multiple foods 
unnecessarily. Both SPT and ssIgE testing 
inform the likelihood of an IgE-mediated 
food allergy but do not predict the severity 
of a reaction or risk of anaphylaxis.

Component-resolved diagnostics (CRD) 
is a newer in vitro assay measuring IgE levels 
in response to a purified or recombinant 
allergen found specifically within the food, 
as opposed to ssIgE testing, which tests 
against the crude extract of the food and 
may contain many allergens. The benefits 
of CRD have yet to be fully validated, and 
it is a costly test and hence not implemented 
routinely in practice. Screening tests with 
CRD panels are not recommended.

The gold-standard test for IgE-mediated 
food allergy is the oral food challenge 
(OFC). Indications for performing OFCs 
include to:
•	 confirm an initial diagnosis when a 

food is highly suspected to have 
caused a reaction, but allergy testing 
may be equivocal or negative

•	 allow for the expansion of a diet  
when several foods are under 
suspicion based on the clinical 
history or positive allergy test results

•	 evaluate foods that were removed from 
the diet or not introduced at all based 
primarily on positive allergy test results

•	 assess the resolution of a food allergy.
Because of the risk of reactions, OFCs 

must always be performed by experienced 
clinicians in a medically supervised set-
ting with resuscitation equipment readily 
available.

Lastly, healthcare professionals must 
be wary of the multitude of unproven and 
nonevidence-based methods of allergy 
testing (e.g. kinesiology, iridology, Vega 
testing, IgG food antibody testing), which 
can result in adverse outcomes, such as 
dangerous dietary restrictions, delayed 

2. CONDITIONS THAT MIMIC  
IgE-MEDIATED FOOD ALLERGY

Gastrointestinal symptoms
•	 Food intolerance
•	 Infection or toxicity

Respiratory symptoms
•	 Aeroallergen sensitivity (allergic rhinitis 

or asthma)

Cutaneous symptoms*
•	 Acute eczema exacerbation
•	 Perioral erythema and irritant contact 

reactions
•	 Urticaria and angioedema associated 

with:
	– viral infection
	– chronic inducible or spontaneous 
urticaria

* Cutaneous exposure to food particles does not cause 
anaphylaxis.

3. ADVANTAGES OF SKIN PRICK AND 
ssIgE TESTING FOR FOOD ALLERGY

Skin prick testing
•	 Avoids venepuncture, particularly in 

children
•	 Fast turnaround for interpretation of 

test results
•	 Results are visible on the skin and 

compelling
•	 Slightly better sensitivity than ssIgE
•	 Can test against freshly prepared foods
•	 No interference from high total IgE levels

ssIgE
•	 Widely available in all medical settings
•	 Can be performed when there is 

extensive skin disease
•	 Can be performed when patient has 

taken antihistamines (which can 
interfere with skin prick testing)

•	 Subject to laboratory quality control 
and standardisation

Abbreviations: IgE = immunoglobulin E;  
ssIgE = serum-specific immunoglobulin E.
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access to appropriate testing and treatment 
and negative psychological impacts (e.g. 
anxiety and disordered eating).21

Preventing food allergies
Within the past decade, there has been a 
paradigm shift towards the recommenda-
tion of earlier introduction and subsequent 
regular ingestion of common allergenic 
foods in infants’ diets to prevent IgE- 
mediated food allergies.  Several observa-
tional studies and randomised controlled 
trials have examined this approach, with 
the strongest evidence suggesting the early 
introduction of peanut and well-cooked 
egg has a relative risk reduction of about 
80% in infants at high risk of developing 
food allergies.22-24 Based on this emerging 
evidence, the Australasian Society of 
Clinical Immunology and Allergy devised 
consensus guidelines for infant feeding 
and allergy prevention (Box 4).25,26 To date, 
there are no reported cases of fatality 
following peanut ingestion among infants 
younger than 1 year of age.

In recent years, several commercially 
available food protein powders have been 
marketed for early allergen introduction in 
infants for the purpose of allergy prevention. 
These products often contain combinations 
of different food proteins, tailored for the 
convenience of exposure to multiple aller-
genic foods simultaneously. However, these 
are not usually recommended in Australia, 
as the protein content and proportion of 
each allergenic food may not be well-defined, 
and if an allergic reaction occurs, it is then 
difficult to identify the probable culprit.

Management of IgE-mediated 
food allergy
Principles of management
A shared-care model is recommended for 
the management of IgE-mediated food 
allergy in infants and young children.  The 
main principles of management are to:
•	 identify the culprit food causing  

the allergy 
•	 educate the patient or parent on 

allergen avoidance
•	 assess the risk for anaphylaxis, or 

presence of previous anaphylaxis, and 
provide patients with an appropriate 
safety net, allergy anaphylaxis action 
plan and adrenaline autoinjector.

When to refer
Referral to a specialist for IgE-mediated 
food allergy assessment should be sought 
for children who have a history of suspected 
anaphylaxis; children who are at an 
increased risk of anaphylaxis (e.g. comorbid 
asthma); infants and very young children 
when there are important implications for 
growth, development and nutrition; infants 
and children in whom the diagnosis or 
suspected food is uncertain; and children 
who have multiple food allergies.

Dietary management
Avoidance of the culprit food is the main-
stay of treatment.  Infants and young chil-
dren are at particular risk of failure to thrive 
and nutritional deficiency, particularly if 
staple foods are avoided; thus, they should 
be monitored closely with specialist support 
and advice from a dietitian. Some children 
with cow’s milk and egg allergies can tol-
erate these foods in baked goods, and if 
regularly consumed, may lead to faster 
resolution of the allergy.27-29 However, if the 
child has not consumed baked cow’s milk 
or egg previously, this approach should 
only be considered under specialist medical 
advice.

Supportive management of 
anaphylaxis and adrenaline 
autoinjector prescribing
For children at risk of anaphylaxis, adren-
aline autoinjectors are prescribed and 
anaphylaxis action plans are provided, 
along with routine patient education 
(Figures 1a and b).30 The principles of ana-
phylaxis education include teaching parents 
and patients about:
•	 recognising signs and symptoms of 

anaphylaxis
•	 understanding that adrenaline is the 

first-line treatment for anaphylaxis
•	 how to use an adrenaline autoinjector 

(with practical advice and practice) 

and phoning an ambulance 
immediately afterwards

•	 remembering to always carry or have 
ready access in different situations to 
an in-date adrenaline autoinjector 
and an anaphylaxis action plan  
(e.g. at school, on holidays or while 
travelling).
An initial authority PBS prescription of 

adrenaline autoinjectors (quantity of two) 
can only be given by an allergy and immu-
nology specialist or by an emergency doctor 
when patients are discharged from the 

IgE-MEDIATED FOOD ALLERGIES IN INFANTS AND CHILDREN  continued  

4. AUSTRALASIAN SOCIETY OF 
CLINICAL IMMUNOLOGY AND 
ALLERGY GUIDELINES FOR INFANT 
FEEDING AND ALLERGY PREVENTION

Breastfeeding and infant formula
•	 Breastfeeding is recommended until at 

least 6 months of age
•	 If the child is not breastfed, a standard 

cow’s milk-based infant formula is 
recommended

•	 Hydrolysed (partially or extensively) 
infant formulas are not recommended 
for the prevention of allergic disease

Introduction of solids
•	 Solids can be introduced at around  

6 months of age but not before  
4 months, and preferably while 
breastfeeding

•	 Common allergenic foods (including 
cow’s milk, cooked eggs, peanuts, 
nuts, wheat and fish) should be 
introduced in the first year of life

•	 Only introduce one new common food 
allergen at each meal, so that the 
culprit food can be identified if there is 
an allergic reaction

•	 If a food is tolerated, continue to include 
this regularly in the infant’s diet (twice 
weekly)

•	 It is not recommended to smear food on 
the skin to identify possible food allergies

Other advice
•	 Smoking during pregnancy or in the 

presence of children is to be avoided
•	 Exclusion of any foods (including foods 

considered to be highly allergenic) from 
the maternal diet during pregnancy or 
breastfeeding is not recommended, as 
this approach has not been shown to 
prevent allergies

MedicineToday   ❙   MARCH 2024, VOLUME 25, NUMBER 3    17
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2024. https://medicinetoday.com.au/mt/march-2024



hospital with a first episode of ana­
phylaxis. Two devices are available in 
Australia: Epipen and Anapen (Figures 
2a and b).31 Education and training 
specific to the device prescribed should 
be provided. Instructions on the use 
of  each adrenaline autoinjector are 
shown in Figure 3.31 GPs can prescribe 

adrenaline autoinjectors for continuing 
treatment, as listed on the PBS (dosing 
guidelines are presented in Table 2), 
and  maintain current anaphylaxis 
action plans.31 Action plans do not 
expire; however, they should be reviewed 
regularly by a clinician or nurse 
practitioner. 

Figure 1a. Australasian Society of Clinical Immunology and Allergy action plan for allergic reactions.30

Reproduced with permission from Australasian Society of Clinical Immunology and Allergy (ASCIA). ASCIA action plans and 
first aid plans for anaphylaxis. Sydney: ASCIA; 2023. Available online at: https://www.allergy.org.au/hp/anaphylaxis/ascia-
action-plan-for-anaphylaxis.
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Shared care model for people  
with an allergy
The shared care project was introduced 
in 2023 and is funded by the Australian 
Government after a scoping project con-
ducted by the National Allergy Strategy 
in 2019. The project aims to improve 
access to care for people with an allergy. 

A key component is to provide better sup-
port, education and specialist access for 
GPs who remain welcome to provide 
input.

Future treatments
There continues to be abundant research 
on the role of immunotherapy in reducing 

the burden of food allergy (noting that 
immunotherapy is not curative). The pri-
mary aims of immunotherapy are desen-
sitisation (i.e. ability to tolerate the allergen 
during treatment) and potentially sus-
tained unresponsiveness (i.e. ability to 
tolerate the allergen after discontinuing 
immunotherapy). There is emerging evi-
dence that oral immunotherapy may be 
effective for desensitisation, specifically 
for peanut, egg and cow’s milk allergies, 
with only the peanut allergen showing the 
potential for sustained unresponsiveness 
thus far, particularly in infants and young 
children.32,33 Other routes of administra-
tion (sublingual, epicutaneous, subcuta-
neous and intradermal) are being 
investigated. Most studies reveal frequent 
mild to moderate reactions and, thus, the 
safety of immunotherapy is not yet vali-
dated. The decision to undertake oral 
immunotherapy off-label outside a clinical 
trial must be preceded by a discussion  

Figures 2a and b. Adrenaline autoinjector 
devices available in Australia include Epipen  
(a, top) and Anapen (b, bottom).31

Reproduced with permission from Australasian Society of 
Clinical Immunology and Allergy (ASCIA). How to give an 
adrenaline injector. Sydney: ASCIA; 2024. Available online at:  
https://www.allergy.org.au/hp/anaphylaxis/how-to-give-
injector.

EpiPen® (300 microgram)

EpiPen® Junior (150 microgram)

Anapen® (500 microgram)

Anapen® Jr (150 microgram)

Anapen® (300 microgram)

Figure 1b. Australasian Society of Clinical Immunology and Allergy action plan for anaphylaxis.30

Reproduced with permission from Australasian Society of Clinical Immunology and Allergy (ASCIA). ASCIA action plans and 
first aid plans for anaphylaxis. Sydney: ASCIA; 2023. Available online at: https://www.allergy.org.au/hp/anaphylaxis/ascia-
action-plan-for-anaphylaxis.
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MedicineToday   ❙   MARCH 2024, VOLUME 25, NUMBER 3    19
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2024. https://medicinetoday.com.au/mt/march-2024

https://www.allergy.org.au/hp/anaphylaxis/how-to-give-injector
https://www.allergy.org.au/hp/anaphylaxis/how-to-give-injector
https://www.allergy.org.au/hp/anaphylaxis/ascia-action-plan-for-anaphylaxis
https://www.allergy.org.au/hp/anaphylaxis/ascia-action-plan-for-anaphylaxis


regarding the risks and benefits and documented informed 
consent by the parent or guardian. The treatment must then be 
administered strictly under close supervision of an experienced 
clinical immunologist or allergist who has the benefit of regular 
peer review. A proven diagnosis of food allergy must be made 
before starting therapy and should not be based solely on the 
presence of specific IgE antibody levels. Carers and children 
(if age appropriate) should understand that this is potentially a 
lifelong undertaking. Unpublished methods with unproven 
outcomes and the lack of adequate carer education around 
managing anaphylaxis are potential problems and should be 
flagged with patients and carers before oral immunotherapy is 
commenced.  

MT_UTM_AU-18507-002301 BREZTRI_273x102mm_v1_02_FA2 OL.indd   1MT_UTM_AU-18507-002301 BREZTRI_273x102mm_v1_02_FA2 OL.indd   1 24/1/2024   1:32 pm24/1/2024   1:32 pm

Figure 3. How to give adrenaline injectors.31

Follow the Australasian Society of Clinical Immunology and Allergy (ASCIA) action plan or first 
aid plan for anaphylaxis. Provide ambulance with the used injector and the time it was given.
Reproduced with permission from Australasian Society of Clinical Immunology and  
Allergy (ASCIA). How to give an adrenaline injector. Sydney: ASCIA; 2024. Available online at: 
https://www.allergy.org.au/hp/anaphylaxis/how-to-give-injector.

© ASCIA 2022  ASCIA is the peak professional body of clinical immunology/allergy specialists in Australia and New Zealand. 
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and hold for 3 seconds.

REMOVE Anapen®

Anapen® EpiPen®

1

2

3

Hold leg still and PLACE 
ORANGE END against 

outer mid-thigh (with or 
without clothing)

PUSH DOWN HARD until a 
click is heard or felt and 

hold in place for 3 seconds
REMOVE EpiPen®

Form fist around EpiPen®

and PULL OFF BLUE 
SAFETY RELEASE

Follow the ASCIA Action Plan or First Aid Plan for Anaphylaxis.
Provide ambulance with the used injector and the time it was given.
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There is an increasing interest in biolog-
ics, especially omalizumab (anti-IgE 
monoclonal antibody), as a therapeutic 
option for food allergy, either in combina-
tion with immunotherapy or alone.32,34,35 
Too few studies have been published to draw 
conclusions on the efficacy of biologics and 
the drugs are expensive; however, they are 
becoming a promising area of research for 
IgE-mediated food allergy treatment. A 
peptide vaccine for peanut allergy is also 
in clinical trials.36

Conclusion
Rates of food allergy among infants and 
children in Australia are at an unprece-
dented high. Although extremely rare, 
there is the potential risk of severe and fatal 
anaphylaxis among individuals with food 
allergies; thus, patients and their parents 
or carers must remain vigilant during 
management. Additionally, there is a sig-
nificant disease burden on health-related 
quality of life, which is important for 
clinicians to address. These issues are 
increasingly and frequently seen in primary 
care settings and, thus, it is vital for healthcare 
providers to remain well-informed of 
current evidence-based practice to support 
patients with food allergies and their 
parents and families. Allergen avoidance, 
assessment and management of the 
anaphylaxis risk and implementation of a 
shared care model with specialist input are 

the mainstays of treatment, but there are 
promising therapeutic options on the 
horizon. Some useful resources for GPs 
are presented in Box 5.�   MT
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Is the following statement true or 
false? ‘No tests are currently available 
to  accurately predict the risk of 
anaphylaxis.’

Review your knowledge of this topic and 
complete 1.5 CPD hours by taking part 
in MedicineToday’s Online CPD Journal 
Program. Log in to 
www.medicinetoday.com.au/cpd
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TABLE 2. DOSING GUIDELINES AND AUTOINJECTOR DEVICES FOR ADRENALINE31*

Setting Adrenaline dose (administered 
intramuscularly into the lateral thigh)

Devices

Tertiary or emergency 
healthcare

10 mcg/kg = 0.01 mL/kg of 1:1000 to a 
maximum of 0.5 mL 

Not available

Community For children weighing 7.5 to 20 kg:
150 mcg autoinjector

Epipen Junior
Anapen Junior

For children weighing >20 kg and adults:
300 mcg autoinjector

Epipen
Anapen 300

For adults weighing >50 kg (generally not 
applicable in most cases for children):
300 mcg autoinjector
500 mcg autoinjector

Epipen
Anapen 300
Anapen 500

* Doses can be repeated after 5 minutes if no improvement is observed (relevant if the patient is carrying a second 
adrenaline autoinjector).

IgE-MEDIATED FOOD ALLERGIES IN INFANTS AND CHILDREN  continued  

5. RESOURCES FOR GPS

Australasian Society of Clinical 
Immunology and Allergy (ASCIA):  
https://www.allergy.org.au/ 
•	 ASCIA is the peak medical body of clinical

immunologists and allergists. The ASCIA 
website provides evidence-based 
guidelines and position papers for health 
professionals, patient and carer 
information, allergy and anaphylaxis 
action plans and e-training modules

Allergy and Anaphylaxis Australia (AAA): 
https://allergyfacts.org.au/ 
•	 AAA is a consumer-based, not for profit 

organisation with various resources for 
patients and health professionals. AAA 
works in partnership with ASCIA as part of 
the National Allergy Council

The Sydney Children’s Hospital Network 
(SCHN):  
https://www.schn.health.nsw.gov.au/ 
•	 SCHN provides various factsheets for 

parents and carers regarding allergen 
avoidance and testing

NSW Anaphylaxis education program 
(NSWAEP):  
https://www.schn.health.nsw.gov.au/
find-a-service/health-medical-services/
anaphylaxis-education/ 
•	 NSWAEP is based at The Children’s 

Hospital at Westmead NSW and 
provides anaphylaxis first-aid training 
and resources for patients, families, 
early education centres and schools 
(within NSW) and health professionals

National Allergy Council (NAC):  
https://nationalallergycouncil.org.au/ 
•	 The National Allergy Council is a 

progression of the National Allergy
Strategy and remains a partnership 
between ASCIA and AAA

National Allergy Centre of Excellence 
(NACE):  
https://www.nace.org.au/ 
•	 NACE is Australia’s peak allergy research

body. The NACE website provides a 
directory of current allergy studies for 
interested individuals and families

National Allergy Strategy Food Allergy 
Prevention Project ‘Nip allergies in the bub’:  
https://preventallergies.org.au/ 
•	 This is an ASCIA initiative to provide

information and resources for parents 
and carers regarding infant feeding, 
introducing solids and optimising eczema 
outcomes for allergy prevention
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