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Introduction

Scrambled eggs on Mother’s Day

It was Mother’s Day breakfast that booted us into a new way of life. And the morning had started so well: just a couple of night-time wake-ups and a respectable 7 a.m. start from our five-month-old baby boy. Flowers (pink and yellow) delivered to the door. Cards. A cup of tea in bed. And scrambled eggs on toast.

Then, not long after, we noticed an odd rash developing on his legs: white, bumpy, like nettle stings. Within minutes the lumps had spread to his throat and chin. He was by now red in the face, crying loudly, obviously in some distress.

My husband recognized hives: he carries an EpiPen for a ridiculous list of food sensitivities that transform him into the Elephant Man when combined with vigorous exercise (that’s one for another book). We got on the phone to my sister, a doctor. She said: ‘Call an ambulance.’

So, the rest of my first Mother’s Day was spent, memorably enough, languishing in a Hackney A&E. A syringe full of antihistamine saw off the lumps and bumps but we were baffled as to what had caused this reaction when he was still solely breastfed. Was it the flowers? Pollen in the early spring air? Something in his eczema creams (we’d been battling skin rashes since he was just a few weeks old)? The paediatric team couldn’t say – just go straight back to the GP or A&E if it happens again.

Barely a month later it did, and this time the cause was blindingly obvious. I gave him his first taste of banana. Within minutes there were red splodges where the mash had touched his skin, and soon hives had spread across his face and neck. Another dash to the doctor and a request, now, for specialist referral.

We were due to go on holiday with my parents just a couple of weeks later, and the wait to see an allergy specialist on the NHS would be at least three months, we were told. ‘Try not to give him any new foods for now,’ added the GP. Other than banana, his diet had reached the giddy heights of baby rice, sweet potato and broccoli. It didn’t seem much for the next three months.

Panicked as to what might have caused it, and worried about whether the next reaction would be more serious, we booked to see an NHS consultant privately. He asked us to run through exactly what had happened on the morning of the first reaction. We blathered about pollen and flowers, skin creams, floor cleaners. He asked what we had eaten. Scrambled eggs, we said. ‘That’ll be it,’ he said. He hadn’t even eaten any, we protested, stupidly. But the results of a skin prick test confirmed it: our baby was allergic to egg. Apparently even a trace on our hands, unwittingly transferred to his poor broken skin when we were applying his creams, would have been enough to trigger the hives.

Of course, we weren’t surprised when banana threw up a positive (though who had ever heard of banana allergy?). Possibly wheat, too, though the results were borderline. Plus sesame. And peanuts.

The rest is a long and boring story, but the upshot is this: we were sent home clutching a bottle of antihistamines, a prescription for two EpiPens, three pamphlets on nut-free, wheat-free and egg-free diets, a good deal of sensible advice from the doctor and dietitian and now, ten and a half years on, here we are.

We’ve added and removed a few on the list since then: he soon developed pea, chickpea and red lentil allergies, which he later outgrew. Allergies like to keep you on your toes. Various tree nuts were a problem early on, but he has since been able to include them safely in his diet. Banana and wheat resolved, but we’re left with peanuts, egg and sesame today. I won’t bore you with the Oral Allergy Syndrome (more on that later) that generously decided to develop during the first coronavirus lockdown, but raw hazelnuts, raw carrots and nectarines are now off the menu, too.

It’s been something of a rollercoaster, that’s for sure. I’ve learned a few things along the way. Allergy isn’t straightforward. No two people are the same; no two reactions are the same. Some allergies you will outgrow; others you will not. Some new ones will pop up; others you will navigate brilliantly.

It’s also surprising how quickly you get used to this weird new way of life, where food – previously a benign source of comfort and nourishment – becomes a threat and a source of intense anxiety. Often, it’s having to explain the complexities of what we can and can’t have to other people that’s the problem.

The biggest thing, really, is trying to keep him safe from harm, bring him up aware but unafraid, and all while never, ever wanting him to feel like the funny allergic kid.
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How to explain food allergy to others (and remind yourself)

Simply put, an allergy is an abnormally high sensitivity to a certain substance, such as a food, pollen or drugs. Food allergy is also sometimes termed ‘food hypersensitivity’.

The word ‘allergy’ is derived from the Greek ‘allos’, meaning different or strange, and ‘ergon’, meaning activity. Allergies can range from the irritating runny nose and itchy eyes you get during hay fever season to potentially life-threatening reactions.

One huge frustration for families dealing with severe or chronic allergies is how easily the term is bandied about with little understanding. A common cause for confusion is when the words ‘allergy’ and ‘intolerance’ are used interchangeably. Hopefully this guide should help you unpick the vocab.


Food intolerance

The key thing to know about a food intolerance is that, unlike a food allergy, it does not involve the immune system. Symptoms typically occur slowly, after eating significant amounts of a particular food, and usually because the body has trouble processing that food effectively. Because there is often no diagnostic test for food intolerance, and because symptoms can be varied and may present longer after eating than with food allergy, they can take time to diagnose.

While symptoms are not as potentially dangerous as food allergy reactions, they can be debilitating and distressing. Symptoms include bloating, diarrhoea, nausea or vomiting. Other signs include fatigue, eczema or joint pains.

Many food intolerances involve the digestive system. For example, lactose intolerance is a condition where the body can’t digest lactose, a sugar found in cow’s milk. Foods high in histamine, such as wine and cheese, can also be culprits, while wheat intolerance – or wheat sensitivity – may be an issue for some.



Food allergy

Our immune system works by protecting us from invading organisms that can cause illness. If you have an allergy, your immune system mistakes an otherwise harmless substance as an invader. This substance, usually a small protein within a certain food, is called an ‘allergen’.

What most of us understand to be food allergy is known as IgE-mediated food allergy, in which the immune system overreacts to the allergen by producing Immunoglobulin E (IgE) antibodies. These travel to cells that release histamine and other chemicals, causing an allergic reaction.1

Symptoms of food allergy usually occur within 30 minutes of eating and may involve tingling or itching in the lips, tongue, mouth or throat. There may also be runny or itchy eyes and sneezing, as well as abdominal pain, nausea or vomiting, swelling of the lips, face or eyes (known as ‘angioedema’) and sometimes – not always – a nettle-type rash known as hives or urticaria. Other rare and more serious symptoms may include swelling of the throat, difficulty breathing, wheezing, chest tightness or breathlessness – termed ‘anaphylaxis’ or an ‘anaphylactic reaction’.

Just to complicate things a little further, there is another type of food allergy that also involves the immune system (making it distinct from an ‘intolerance’) but that isn’t caused by IgE antibodies. This is known as non-IgE-mediated food allergy. These sorts of reactions are caused by other cells in the immune system and can take up to several hours – even two days – to develop. As a result, this type of allergy is harder to diagnose. Symptoms can occur over a longer period, such as eczema, diarrhoea, constipation and, in more severe cases, growth problems.

People can have either IgE-mediated or non-IgE-mediated food allergies, and some may experience symptoms from both types. Remember, too, that allergies are not one size fits all. A reaction can cause different symptoms in different people and even different symptoms in the same person each time it occurs: an egg allergy, say, can cause an itchy rash on one occasion and vomiting on the next.

To complicate things further still (gah, that’s the thing about food allergies!), symptoms of an allergic reaction may be the same as the symptoms of some non-allergic conditions. For example, hives or swelling are not always due to allergies – they may, for instance, be caused by viral or bacterial infections or side effects from some medicines – so proper diagnosis of their cause is vital to get the right treatment.


People with an intolerance can usually eat small amounts of the food to which they are intolerant. In contrast, allergic reactions to foods usually occur quickly and can be life-threatening. People with allergies to foods usually react to small amounts of the food.

‘The distinction between allergies and intolerance is important because it changes the advice given. Unfortunately, food allergies and intolerances are often confused, which can result in risky behaviour if you have a severe allergy, and needlessly strict avoidance if you have an intolerance.’ – Dr Tariq El-Shanawany, Consultant Clinical Immunologist 2





What’s atopy?

This is a word you’ll probably hear a fair bit. If someone is ‘atopic’ it means they are genetically predisposed to allergic disease. This may include hay fever, asthma, eczema and food allergy. It tends to run in families, although having a parent with a food allergy, or asthma, for instance, doesn’t mean a child will automatically also go on to develop these conditions.

However, an Isle of Wight study3 found atopic disease to be more common in children with one or more atopic parent, and that a family history of atopy was the ‘single most important risk factor for atopy in the children’.



Other food-related reactions


Oral Allergy Syndrome (OAS)

This is related to pollen, usually birch pollen, and is also sometimes known as ‘Pollen Food Syndrome’.

A person who suffers from OAS will experience immediate allergic symptoms in the lips, mouth and throat when they eat certain raw fruits, vegetables and/or nuts. Most commonly these will take the form of itching or tingling, although there may be some swelling. There may also be redness, tummy pain, sneezing, or runny eyes or nose. Most people with OAS will only experience mild to moderate symptoms and it is rare to experience more serious reactions.

It can, however, be difficult to differentiate between the symptoms of OAS and food allergy, so it is important to seek medical advice for confirmation of any diagnosis.

In children this syndrome can develop over time, often in later primary or teenage years. It is frequently preceded by the development of hay fever symptoms, and that’s because OAS is a ‘cross reactive’ condition. The person is usually allergic to one or more pollen, whose proteins are similar to those in certain raw fresh fruit, vegetables and nuts. The immune system mistakes the food for pollen, sparking a reaction – even in food they have eaten without a hitch all their life.

In the UK, the biggest culprit is silver birch pollen, which tends to cause symptoms between March and May. Sometimes grass pollen can trigger OAS – or both together.

The most common foods affecting those with OAS are raw fruits (for example, apples, apricots, pears, cherries, kiwi, mango, plums, peaches, nectarines and tomatoes) and raw vegetables (for example, carrots and celery). A number of other plant foods may occasionally cause the condition, including raw or stir-fried legumes, such as mangetout, beansprouts and raw peas. The nuts usually involved in pollen food syndrome are hazelnut, almond and walnut.

If you experience an itchy mouth after eating the same type of food, make sure you see your GP or allergy specialist. With OAS you should avoid the raw food. Often these same foods can be tolerated when cooked or processed: cooked carrot or apple; peach yoghurts; tinned fruit and roasted hazelnuts may all provoke no symptoms.

An OAS reaction can be eased by washing your mouth out and with a dose of antihistamine. Be cautious when trying new foods and begin with small amounts.


Our story

Allergies have the uncanny knack of striking when you least expect them. We were trundling uneventfully along during the first lockdown of 2020 – as many of us remarked at the time, being an allergy parent is an awful lot like living in a pandemic. Washing hands, cleaning surfaces, staying vigilant, avoiding the thing that might make you ill, feeling like you’re missing out on fun stuff … and realising that life is a balance of carefully judged risks.

Things were actually easier on the allergy front: no need to cart the EpiPen to school and back or deal with unexpected parties or trips away. No restaurant meals to navigate, or family gatherings.

We were eating a perfectly normal lunch on a spring day in the garden; one we’d had many times before – wraps with carrot salad – when my son started coming out in blotches and complaining of an itchy tongue. Obviously, I panicked – had I given him wraps with a ‘may contain sesame’ warning? Had a bird dropped a peanut out of the sky and on to his plate? (Half joking – it did cross my mind.) We whisked his food away, poor kid, and gave him antihistamine.

Then, the next time we had carrot the same thing happened. He’d developed hay fever symptoms the year before: sneezing and snuffling in the park. His doctor confirmed it sounded like OAS.

A few weeks later, driving along a remote country lane somewhere around the back of Devon (but of course, where else would a new allergy choose to strike?), I handed over a pot of chopped nectarine for the kids to snack on, when he said his throat felt itchy and ‘like it has a lump in it’. I doled out the antihistamine with shaky hands, and we diverted to the nearest hospital car park – thankfully close by – until the symptoms died away. His allergist confirmed OAS again: nectarines are another common culprit. Raw hazelnuts were also added to the list, and now we’re just hoping we can keep it at that. I think it’s a case of ‘watch this space’.





Latex Food Syndrome

There is another ‘cross reactive’ syndrome that affects some people who are allergic to latex. It’s less common than OAS, and more likely to occur in people who come into regular contact with latex, such as healthcare workers or those that have undergone multiple surgical procedures. The foods implicated include avocado, banana, kiwi and chestnut, and symptoms are often similar to those described for pollen-related reactions.



FPIES (Food Protein-Induced Enterocolitis Syndrome)

FPIES is a type of food allergy that affects the gastrointestinal tract, and mainly affects infants – somewhere around one in 300. Classic symptoms are repeated vomiting within two to four hours of trying a new food, sometimes with diarrhoea and dehydration, causing lethargy and change in body temperature and blood pressure.

Symptoms may not be as immediate as IgE food allergies, and, unlike IgE food allergies, they will not show up on standard allergy tests. In infants, FPIES reactions are most often caused by cow’s milk protein and grains such as rice and oats. In older children and adults the condition is rare, but can be triggered by fish or shellfish.

A diagnosis would need to be made by a doctor examining the patient’s history. Management is fairly straightforward: avoid the food, and the condition usually resolves in time, typically by around the age of three. Specialist input from a dietitian or doctor is advised to supervise reintroduction of the food, however. Visit <fpiesuk.org> for more information.



Coeliac disease

Coeliac disease is commonly described as an autoimmune disease where the body attacks its own cells, although most immunologists and allergists would argue that it is a non-IgE mediated allergy to gluten – this is because there are no symptoms in the absence of the trigger (gluten).

Eating gluten, a protein in wheat, rye and barley, causes the body to destroy and damage the lining of the small intestine and can sometimes cause symptoms in other parts of the body. Common symptoms include bloating, diarrhoea, nausea, constipation, tiredness and weight loss. Visit <coeliac.org.uk> for more information.



EoE (Eosinophilic Oesophagitis)

Less common than these other conditions is eosinophilic (pronounced ee-oh-sin-oh-fil-ik) oesophagitis, which affects around one in 10,000 people. Often misdiagnosed because symptoms can mimic more common diseases, they affect the gut and are identified by the elevated presence of a type of inflammatory white blood cell called an eosinophil. They are often found in those with a family history of allergic diseases such as hay fever, asthma or eczema. The body wants to attack a substance – for example, an allergy-triggering food – and releases a variety of toxins.

Symptoms depend on age but are usually related to difficulty in getting food down the oesophagus (the tube going from mouth to stomach). Food might feel like it’s travelling down slowly or getting stuck.

People with EoE may experience stomach pain after eating, and vomiting. The causes are not fully understood but certain foods can trigger EoE, including mainly milk, egg, wheat and soy. It is a chronic disorder that needs a referral to an EoE expert allergist and gastroenterologist for diagnosis and management. Visit <gutscharity.org.uk> for more information.




Common causes of allergy

A number of different allergens are responsible for allergic reactions – from pollen to dust, food, insect stings, animal dander, mould, medication and latex.

Up to one in 12 children suffer from a food allergy, with the most frequent including:


•    Egg

•    Peanuts and tree nuts

•    Milk

•    Seeds

•    Fish.




Cow’s milk allergy

One of the more common allergies among children, milk allergy will usually become apparent in infancy. It may also be known as Cow’s Milk Protein Allergy, or CMPA. More often than not it is outgrown in early childhood, on average by the age of five.

Children may have an immediate IgE-mediated allergy – with symptoms including rash, swelling, itching and difficulty breathing. Or, they may have a delayed non-IgE allergy, occurring between two to 72 hours after consumption and where symptoms include abdominal cramps, diarrhoea or frequent discoloured or frothy stools with mucus streaks of blood. Some children suffer from a mix of the two. Delayed onset non-IgE allergy is often outgrown sooner than IgE-mediated allergy to milk.

It can be very hard to differentiate between non-IgE milk allergy and other common childhood conditions, such as eczema, reflux, colic or constipation. Indeed, there have been concerns in recent years about the possible ‘overdiagnosis’ of cow’s milk allergy, with perfectly normal symptoms potentially being over-interpreted.

A useful clue is the milk a child is being fed. Babies on formula milk who have severe symptoms of colic or reflux might have CMPA, but this is very unlikely in a breastfed baby, since they are not being fed milk protein other than minute quantities from the mother’s diet. Only around 0.5 per cent of infants (one in 200) react to the cow’s milk protein found in maternal breastmilk.

The British Society for Allergy & Clinical Immunology (BSACI) has produced guidance on the diagnosis of milk allergy, available via its website <https://www.bsaci.org/wp-content/uploads/2021/01/Summary-of-BSACI-Milk-Allergy-Guidelines-for-PC-FINAL-.pdf>.

There are no tests for delayed allergy, so these infants will require a supervised elimination diet under the care of a doctor or dietitian.

If you suspect CMPA, please visit your GP to discuss your concerns. It may be helpful to keep a diary of symptoms to take to your doctor:


•    What are they?

•    How old was your child when they first developed?

•    How quickly do they develop after feeding?

•    How often do they happen?



Consider taking photographs or videos of your infant feeding and of their skin, if and when it flares up.

If you decide to go dairy free while breastfeeding, you probably don’t need to avoid dairy in baked foods. Ask a dietitian for advice to ensure you are getting enough calcium. If you are formula feeding, you may be recommended a hypoallergenic infant formula – available on prescription. Lactose-free milk is not suitable as it still contains the milk proteins that cause allergic reactions.

Hypoallergenic formulas contain cow’s milk proteins that have been ‘extensively hydrolysed’ or broken down. These are well tolerated by infants with CMPA but are not usually needed after the age of one.

Those with more severe symptoms, or who cannot tolerate hypoallergenic formula, may be prescribed an amino acid formula, which does not contain cow’s milk proteins. These infants should be referred to their local paediatric allergy service for proper assessment. Amino acid formula is also not usually needed after the age of one.

Soy milks are not suitable before the age of six months, and rice milks are not advised before the age of four and a half, but other plant-based milks such as oat, almond or coconut may be appropriate cow’s milk substitutes for your child after the age of one. Your dietitian should advise you on which milk substitutes are suitable, but they should be fortified with calcium wherever possible.

Milks from other mammals – goats, for example – are not recommended as they share similar proteins to cow’s milk. There is some suggestion that donkey and camel milk are less likely to cause symptoms but you should discuss this with your specialist first (also, I can’t vouch for the palatability of camel milk on cornflakes!).

Young children with cow’s milk allergy may be advised to carry out a hospital supervised baked milk ‘challenge’ (see Chapter 3) to see if they can tolerate this. There is no ‘hard and fast rule’ as to what age this may take place, although it is generally over the age of one.

For children with non-IgE milk allergy, there is a plan called the ‘milk ladder’ that progresses through various steps to, eventually, milk in its non-baked form. This should only be attempted under medical guidance.

Milk has to be declared as an ingredient in food, but watch out for less obvious sources such as breads and pastries, pasta, sauces, desserts, sweets and chocolates, lemon curd, chocolate spreads, ready meals, hot chocolate, soups, salad creams and mayo. Check every label.


An elimination diet to diagnose cow’s milk allergy should be carried out under the guidance of a GP, a registered dietitian or an allergy clinic. It involves removing cow’s milk from a child’s diet for two to four weeks and then reintroducing it. The idea is to see whether symptoms get better and return when the milk is reintroduced. The same can be tried for a breastfeeding mother, although most children with milk allergy can be safely breastfed without the mother needing to restrict her diet.

Even if symptoms improve, cow’s milk may then be gradually reintroduced over a period of one week. This is because symptoms may resolve spontaneously and not be linked to cow’s milk at all. Without reintroduction, a child may be wrongly labelled as milk allergic.

Allergy specialist dietitian Carina Venter explains: ‘We have no other ‘test’ to diagnose delayed type food allergies, other than elimination and reintroduction. The reintroduction phase may be concerning for families but the upside is we will ensure that we are only avoiding foods that are triggering symptoms.’




How much calcium does my child need?

‘One cup of milk contains about 300mg of calcium, so that is usually what I aim for in an equivalent. It is also important to aim for a milk with added Vitamin D and Iodine. For Vitamin D, I aim for 3ug [micrograms] or more per cup and for Iodine, I just choose any that is fortified, as very few are.’ – Carina Venter RD, allergy specialist dietitian

The British Nutrition Foundation guidelines recommend the following milligrams per day of calcium:




	0–12 months
	525mg per day



	1–3 years
	350mg per day



	4–6 years
	450mg per day



	7–10 years
	550mg per day





Males




	11–18 years
	1000mg per day





Females




	11–18 years
	800mg per day





Source: nutrition.org.uk




Egg allergy

Egg allergy is very much the commonest food allergy, especially if you include the significant number of children who are allergic only to runny egg but tolerate cooked forms. With this in mind, up to ten per cent of babies can be classified as having an egg allergy, even though some may never have a reaction due to not eating runny egg before the allergy resolves.

It often presents before the age of one and, while it can persist into teenage years and, far less commonly, adulthood, it has a very good chance of being outgrown. In fact, around 80 per cent of egg allergy resolves during early childhood – some as early as two years, and the average by age seven.

It is the food allergy most commonly associated with eczema and can cause a variety of symptoms: your child may have an immediate IgE-mediated allergy, with swelling, hives, an itchy mouth, as well as abdominal pain, vomiting, breathing difficulties and asthma. Occasionally symptoms may be delayed, and centre on gut problems including reflux, diarrhoea and constipation – but this is less common than with milk.

Egg allergy may be outgrown gradually, with well-baked egg often the first food tolerated (for example a carefully prescribed amount in a muffin) – moving on to less well-cooked egg, such as boiled egg, later.

As with milk, there is an ‘egg ladder’ of steps that would normally be followed. Your GP or dietitian may supervise, but if previous reactions have been severe, or there are multiple food allergies or additional ongoing issues with asthma or eczema, then this is best done under the supervision of a specialist allergy doctor, dietitian or nurse.

Generally, a hen’s egg allergy means avoiding eggs from ducks, geese, quail and other birds too.

In foods, egg must be declared as an ingredient. As well as baked goods such as cakes, biscuits and breads, you may find it in patisserie, ice creams and desserts, sauces such as tartare sauce, mayonnaise or horseradish, in certain cheeses (e.g. Manchego or Grana Padano), as a fining agent in some wines (where it must be declared above certain amounts in wines from 2012 vintage onwards), in Royal Icing, fresh pastas, pancakes and sweets including jellies, marshmallows, Creme Egg, Chewits and nougat, and even in stocks and gravies. The key message is: check every label every time.


The so-called milk and egg ladders are ‘reintroduction’ plans, with steps of increasing tolerance. This is possible because, unlike other allergens, the proteins for milk and egg alter or ‘break down’ when cooked, and may be better tolerated when well baked.

If and when to start on the ladder should be an individual decision discussed in concert with your doctor or dietitian. Children who have severe or multiple allergies, or other troublesome allergic problems such as asthma or eczema, should not attempt this unless under specialist supervision. In IgE-mediated food allergy, they should not be attempted if skin prick or blood tests show no significant improvement since diagnosis. The ladder should also only be attempted when the child is well and thriving – and not within six months of a significant reaction.

BSACI allergy guidelines (see bsaci.org) note that children with mild egg allergy can often tolerate ‘extensively heated egg products’ such as cake. It may be useful to know whether they have achieved tolerance by school age as it means accidental exposure is less of a concern and avoidance becomes less onerous.

As egg allergy frequently resolves in stages, children who tolerate well-cooked egg may still react to raw or undercooked egg. Similarly, the milk ladder should be approached with great caution, and after seeking medical advice.

There is no good evidence that the ladder helps to increase tolerance, so this is not a reason to embark upon it. It is useful when an allergy is suspected to have been outgrown, and to allow the child to open up his or her diet and therefore avoid the need for greater vigilance.

Your doctor or nurse should be able to provide you with a written milk or egg ladder. You can find the BSACI-recommended milk ladder at <https://www.bsaci.org/guidelines/bsaci-guidelines/cows-milk-allergy/> and egg ladder at <https://www.bsaci.org/guidelines/bsaci-guidelines/egg-allergy-2021/>.





Tree nut allergy

Tree nuts are distinct from peanuts, which are actually a legume. They are in a different botanical category and include almonds, hazelnuts, walnuts, cashew nuts, pecans, Brazil nuts, pistachios and macadamia. If you are allergic to these nuts you should also avoid oil containing them. Despite having the word ‘nut’ in their name, coconut, chestnut, pine nut and nutmeg are not regarded as tree nuts.

There can be some cross reactivity between tree nuts – for example both cashew and pistachio share a similar botanical make-up and these allergies may go hand-in-hand; ditto pecans and walnuts.

If allergic to tree nuts generally, watch out for nuts and nut oils in toiletries and cosmetics. They may be listed by their Latin names, as follows:


Almond: Prunus dulcis (sweet) or Prunus amara (bitter) (also Prunus amygdalus)

Brazil: Bertholletia excelsa

Cashew: Anacardium occidentale

Hazelnut: Corylus rostrata, Corylus americana or Corylus avellana

Macadamia: Macadamia ternifolia or Macadamia integrifolia

Pecan: Carya illinoinensis

Pistachio: Pistacia vera or Pistacia manshurica

Walnut: Juglans regia or Juglans nigra



It used to be the case that anyone with an allergy to a particular tree nut or to peanut would be advised to avoid all nuts. This is no longer believed to be appropriate – latest research suggests that allergies are unlikely to extend to all tree nuts. The Pronuts study4 found that children with one nut allergy can, on average, safely eat nine other nut types. Avoidance of all can significantly limit the diet and choices, and may even lead to decreased tolerance, meaning that a patient may end up developing an allergy to a tree nut they have unnecessarily excluded.

This is something to discuss with your doctor, who may recommend a hospital supervised oral food challenge to rule out allergy, allowing you to include more tree nuts in your diet (see Chapter 3).

Paediatric allergy consultant Dr Robert Boyle notes: ‘Avoiding nuts you are allergic to does not usually place too many restrictions on the diet, but if you avoid all nuts it can become a significant burden for the young person with food allergy and their carers. My practice is to support young people with food allergy to confirm which nuts they are allergic to, and to safely try out the other nuts to give confidence about them.’


What about shea nut?

Shea nut is a commonly used ingredient in chocolates and cosmetics, and raises a lot of questions among those with nut allergy. Studies show that shea nut butter does not generally pose a risk to allergic consumers, including those with tree nut or peanut allergies. Meanwhile, when used in confectionery and cosmetics it is highly refined and therefore unlikely to include any protein residues – the allergenic component.

It may be sensible to avoid the use of shea nut products on broken or eczema-prone skin, given the potential risks of ‘sensitization’ shown with other foods, such as peanut. The theory is that if you introduce an allergen through the skin before you’ve eaten it, this can raise the chance of developing an allergy (see Chapter 5).





Peanut allergy

Possibly the most ‘famous’ allergy, peanuts are not a nut but a legume – closely linked to other legumes such as lentils, soya beans, chickpeas and peas (they all grow in pods).

Despite its reputation, peanut is not inherently more ‘dangerous’ than other nuts. Some people claim they cause more severe reactions than other foods, but in reality their prominence as a cause of severe reactions reflects the fact that peanut allergy is the commonest food allergy at the age when more severe reactions tend to occur: i.e. adolescence and early adulthood. Peanut may also be known by a range of other names – groundnut, monkey nut, beer nut, cacahuete, earthnut, goober nut or madelonas.

It is estimated that around two per cent, or one in 50, children is allergic to peanut in the UK. It tends to persist, although approximately one in five will outgrow their peanut allergy, usually during childhood.

Children with peanut allergy may have a slightly increased risk of allergy to sesame or lupin (a legume found in flour or seed form, and increasingly commonly in gluten-free foods), but this is something to discuss with your doctor. If your child has already been eating sesame and lupin with no issues then there is no need to cut them out.

In toiletries, some medicines and cosmetics, peanut may be listed by its Latin name, Arachis hypogaea.



Sesame allergy

It is possible to be allergic to any seeds, but sesame is the most common culprit. The incidence of sesame seed allergy appears to have risen fairly steeply over the past 20 years, possibly linked to its growing use, and is estimated to affect something like one in 100 people.

Unfortunately, it tends to persist in 80 per cent of cases. Everyone has their bugbear but I find sesame possibly the trickiest allergy to deal with – simply because those dastardly little buggers get everywhere. Freshly baked bread is out of bounds for us, because nestling alongside the lovely crusty baguettes and chewy bagels are sesame-scattered varieties.

Tahini and sesame oil are increasingly common. Find me a kids’ party in north London that doesn’t include hummus. And the ‘electrostatic’ nature of the seeds means they can cling to charged surfaces – so in food production, when sesame seeds are present, cross contamination is a real issue. Hence the warnings across so many baked supermarket goods.

There is some suggestion that whole sesame seeds may be better tolerated than when sesame is broken down into oils and pastes – possibly because they pass unbroken through the digestive system. Talk this through with your doctor. Studies are ongoing to determine whether it is possible to tolerate a few stray seeds, which could potentially open up new possibilities to those living with the allergy. Most children with sesame allergy can tolerate other seeds, but discuss this too with your doctor before trying them.

In toiletries look for the Latin Sesamum indicum, and in foods, while sesame has to be declared as an ingredient, remember to look out for tahini, halva and sesame oils.



Soya allergy

Soya allergy is less common in the UK compared to milk, egg, peanut, tree nut and fish allergies. There are limited stats but some estimates place soya allergy as affecting something like four in 1,000 children. Around one in ten children allergic to cow’s milk will also react to soy although very often this allergy is outgrown.

As with milk and egg allergies, an allergy to soya may be immediate (IgE) or delayed (non-IgE). Soya is a legume (the soybean) but it doesn’t usually follow that someone with a soya allergy will also be allergic to other legumes.

Soya can be tricky to avoid – it is contained in as many as 60 per cent of manufactured foods. Look out, for example, for foods such as edamame, miso, tofu, tempeh, soy flour, soy, Teriyaki and Worcestershire sauces and oil.

It may be found in a wide variety of products from cakes and chocolates to breads, processed foods and ready meals. Most people with soya allergy can tolerate soya lecithin, an emulsifier that contains very little soya protein, but discuss this with your doctor first. Both soya and soya lecithin have to be highlighted as an ingredient under allergy labelling laws.


Fun facts

In the UK, specific food allergies are often seen among communities that commonly eat those foods – for example fish allergy may be more common in Polish, West Indian or Bangladeshi and Bengali families; lentil allergy may be more prevalent in Indian families.

Meanwhile, kiwi allergy has been well studied and clearly began a few years after kiwi exports to the UK started in the 1980s. A similar pattern is likely with peanut, which was introduced to the UK by American soldiers around the time of the Second World War.





Legume allergy

There are suggestions – although currently limited data – that allergies to certain legumes are rising. It is more common to be allergic to chickpea, lentil and pea than to other beans such as string beans, kidney beans, black beans and so on. It’s possible to be allergic to just one type of lentil, too – red lentil rather than green, for instance.

While there is a botanical link between peanuts and other legumes such as beans, lentils, chickpeas and peas, only about five per cent of children with peanut allergy will also react to any of these. There is no need to assume an allergy to any of these just because your child has a peanut allergy, but of course if they have shown symptoms when eating them, you should seek the advice of your doctor.

Another legume that can be potent as an allergen is lupin, most often found in processed foods, and in gluten-free breads and pastas.

It’s incredibly frustrating for families of children with legume allergy that all of these foods are being used in increasing quantities in so-called ‘free from’ food manufacture. When our son was younger and allergic to wheat, egg, nuts, chickpeas, peas and lentils we found it virtually impossible to track down safe bread for him; at that time I think there was only one brand available in any of the supermarkets. Legumes are also used extensively, unsurprisingly, in vegan products.

There is also a tendency among non-allergic people to underplay the risks of something as seemingly benign sounding as a ‘pea allergy’. Yet it is perfectly possible to have as severe a reaction to peas, or any other legume, as it is to milk, for example, or nuts.

Legumes other than lupin are not (yet) included in the list of 14 major allergens that food businesses have to emphasize by law, making avoidance that bit harder and reading labels vital (as it always is).



Other allergies

There are, of course, many more foods that children may be allergic to, some more commonly than others.

Fish allergy is frequently seen in children. Often, those with an allergy to one type of fish (cod, for example, or salmon) will also react to others as their proteins are similar. There is no evidence to suggest any associated increased risk of shellfish allergy.

Banana may present in infancy but is often outgrown by the age of two or three, and wheat allergy (as opposed to coeliac disease or wheat intolerance) may be seen in infants and pre-school children but is also often outgrown. There are, however, instances of persistent wheat allergy, usually along with rye, barley and oats.

Kiwi is another allergy believed to be on the increase. On occasion, allergies to banana or kiwi can be related to latex allergy, as can melon, avocado, chestnuts, pineapple, potato, papaya and passion fruit, but this is less common.

Sometimes, certain acidic fruits may aggravate the skin and cause a red rash around the mouth when eaten – such as strawberries or tomatoes and tomato-based sauces. However, if localized and not accompanied by any other symptoms, this is unlikely to be an allergy.

__________________

1   British Society for Allergy & Clinical Immunology. See: <https://www.bsaci.org/patients/frequently-asked-questions/>

2   ‘Sense About Science: Making Sense of Allergies’. See: <https://archive.senseaboutscience.org/data/files/resources/189/Making-Sense-of-Allergies.pdf>

3   ‘The prevalence of and risk factors for atopy in early childhood: a whole population birth cohort study’, Tariq et al, The Journal of Allergy & Clinical Immunology, 1998. See: <https://www.jacionline.org/article/S0091-6749(98)70164-2/fulltext>

4   ‘Defining challenge-proven coexistent nut and sesame seed allergy: a prospective multicentre European study’, Brough et al, Journal of Allergy & Clinical Immunology, 2019. See: <https://www.jacionline.org/article/S0091-6749(19)31409-5/fulltext>
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How to recognize and treat an allergic reaction

The most important tool in your allergy management toolkit (medicine aside, of course) is knowledge: being able to recognize the signs and symptoms of allergic reactions, and to know when and how to treat them. Similarly, helping your child to develop their own awareness and understanding of their allergy will pave their path to independence. Here goes for a rundown:


What is anaphylaxis?

‘Anaphylaxis’ (pronounced ana – fil – ax – is) comes from the Ancient Greek ‘ana’, meaning ‘against’ and ‘phylaxis’, meaning ‘protection’. It is a severe and often sudden allergic reaction. Reactions usually begin within minutes and escalate but can rarely occur up to two to three hours later. It is potentially life-threatening and requires an immediate emergency response.

Common food triggers include milk, peanuts, tree nuts, egg, shellfish and sesame – although they are by no means isolated to the so-called ‘Top 14’ allergens (of which more later). Despite peanut being the most ‘high profile’ allergen, cow’s milk is increasingly identified as a trigger for severe anaphylaxis, particularly in children.

Anaphylaxis can also be caused by drugs, wasp or bee stings and latex. In some rarer cases the cause is not known, which is termed ‘idiopathic anaphylaxis’.

Despite the high profile of food-related anaphylaxis, only 30 per cent of UK hospital admissions due to anaphylaxis since 1998 are linked to food (others include drugs and insect stings) – and, while hospitalizations have increased, food-related fatalities have decreased over that time.



How do I know if my child is having an anaphylactic reaction?

As a general rule, a reaction that affects the airways, breathing or circulation is classed as a












































How might a young child describe a reaction?

















Could my child react to airborne allergens?










I’ve heard people say their child is allergic to contact … is that something I need to worry about?









How do I treat an allergic reaction?


Treatment of a mild to moderate reaction





















Treatment of anaphylaxis


















































FAQs


Is adrenaline harmful or dangerous?





Is it true that each subsequent allergic reaction will be worse than the last?





Can anything make an allergic reaction worse?














How many AAIs should I carry?













Which AAI should I have, and which size?























What should happen after I give adrenaline?




















What happens if I lose my allergy medication?
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