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Abstract—Background: Peanut allergies affect 1.5% of
hildren. The majority of reactions to peanuts are mild, but
eanut allergy is also the most common cause of fatal
naphylactic reactions to food. Case Report: The purpose
f this case report was to describe a 1-year old boy who
eveloped difficulty breathing after eating a peanut food
roduct. The boy was taken immediately by his mother to
n Emergency Department, exhibiting severe respiratory
istress. After speaking to the child’s mother, the emer-
ency physician (EP) realized that the wheezing was due to
peanut food allergy. The child’s respiratory symptoms

esponded within 10 min to bronchodilatator inhalation.
he EP gave the mother educational information regarding

he management of asthma and the proper use of metered
ose inhalers with spacer devices. The EP referred the child
o a clinical allergist who specializes in the management of
ood allergies. The diagnosis was made by skin prick testing
s well as in vitro measurement of peanut-specific immuno-
lobulin E. Conclusion: The allergist explained that the main-
tay of management of peanut allergy is avoidance of the
llergenic food. Patient education involved teaching the
other to avoid high-risk situations such as dinner with fam-

ly members who are not informed about the child’s allergy to
eanuts, encouraging the child to wear a Medic Alert Bracelet,
nd teaching the family and child to recognize early symptoms
f allergic reactions and to manage an anaphylactic reaction,
ncluding the use of self-injectable epinephrine, as well as
ctivating emergency services. © 2008 Elsevier Inc.
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INTRODUCTION

n 2000, our team of scientists and physicians reported
he dangers of cornstarch on examination and surgical
loves that could cause a severe allergic reaction (1). We
ound that health care workers are at high risk for this
llergy due to occupational exposure to cornstarch on
atex. In this article, we discuss in detail the treatment
nd prevention of latex allergies in the hospital setting.

In the present article, we report the case of a child
ith a potentially life-threatening reaction to peanuts
ho was treated successfully by an Emergency Physi-

ian (EP) with the help of a clinical allergist and immu-
ologist. Furthermore, we discuss the management and
revention of peanut allergies as well as research ad-
ances that will hopefully suppress or eliminate the al-
ergic reaction to peanuts. This article includes three
arts: 1) an overview of the frequency and life-threatening
onsequences of peanut allergies; 2) A case report of

child with a potentially life-threatening reaction to
eanuts who was treated successfully by an EP with the

cember 2007;
14 De



h
d
p
t

l
a
a
i
n
s
c
f
2
n
c
i
m
a

W
s
c
g
m
s
i
b
t
p
a
o
s
t
a
v
t
r
1
s
r
s
E
m
m
m
o
f
s
t
a

m
r
t
e
m
t
C
t
p
p
f
v
a

a
f
s
c
l
d
m
e
a
p
b

h
i
p
A
r
m
s
I
a
e
l

t
w
p
p
p
a
g

D
r
n

2 R. F. Edlich et al.

ARTICLE  IN  PRESS
elp of a clinical allergist and immunologist; and 3) a
iscussion of research advances in the management of
eanut allergies that hopefully will suppress or eliminate
he allergic reaction to peanuts.

Peanut allergies affect 1.5% of children. Peanut al-
ergy also has an early onset that can precipitate severe
llergic reactions (2,3). Tree nut allergies are common
nd persistent (4–6). Allergy to cashew nuts is increas-
ngly recognized in clinical practice (7). Management of
ut allergy should include a risk assessment to provide
pecific avoidance advice as well as emergency medical
are (8). Factors that might influence the severity of
uture reactions include the following: 1) age of patient,
) severity of worst reaction to date, and 3) the amount of
ut that caused the reaction (9). The type of nut that
aused the worst reaction to date may also indicate an
ncreased risk. The majority of reactions to peanuts are
ild, but peanut allergy is also the most common of fatal

naphylactic reactions to food (9).

CASE REPORT

hile shopping in a grocery store with her 1-year-old
on, a mother was offered samples of a new food product
ontaining peanuts. Not realizing that her son was aller-
ic to peanuts, she put the peanut food sample in his
outh. Her son began to cry a few minutes after con-

uming the food. He then developed redness and swell-
ng in his cheeks that was associated with some difficulty
reathing. It was fortuitous that a nurse was shopping in
he same grocery store and recognized immediately the
otentially severe allergic reaction. She took the mother
nd child to an Emergency Department (ED) that was
nly two blocks from the grocery store. The child was
een and examined by an EP, who quickly recognized
hat the child exhibited wheezing that was confirmed by
uscultation of the child’s chest. The child had stable
ital signs and no evidence of cardiovascular symp-
oms or cutaneous findings that suggested an allergic
eaction. His respiratory symptoms responded within
0 min to bronchodilatator administration (albuterol
ulfate [PROVENTIL® HFA; Schering-Plough Corpo-
ation, Kenilworth, NJ]; 2.5 mg was diluted with 0.9%
aline to a final volume of 3 mL) and nebulization. The
P gave the mother education information regarding the
anagement of respiratory symptoms and proper use of
etered dose inhalers with spacer devices. Because the
other informed the EP that the respiratory symptoms

ccurred immediately after eating a peanut, the EP re-
erred the mother and child to a clinical allergist in the
ame hospital. The mother took her son immediately to
he allergist, who specializes in the management of food

llergies (10). b
Skin prick testing was performed by the skin prick test
ethod using commercial extract (Hollister-Steri Labo-

atories, LLC, Spokane, WA) (11). In this child’s case,
he skin prick test wheal diameter was 8 mm. Sporik
t al. reported a skin prick test wheal diameter of � 8
m to be 100% specific in predicting positive challenges

o peanut allergies in children attending an Allergy
linic in Melbourne, Australia (12). Skin prick testing of

he patient was combined with in vitro measurement of
eanut-specific immunoglobulin E (IgE). The child had a
eanut-specific IgE level of 15 kU/L. Sampson and Ho
ound that this specific IgE level had a � 95% predicted
alue for a positive challenge in a study of children with
topic dermatitis (13).

The mainstay of management of the patient’s peanut
llergy focused on prevention by avoidance of allergenic
ood. This avoidance of allergenic foods required exten-
ive education of the parents, family members, and their
aregivers about the proper reading of packaged food
abels. New labeling legislation that came into effect
uring the past year in the United States and Europe has
ade this task simpler by mandating clear labeling and

nforcing ingredients statements on packaged food labels
nd declaring information related to the presence of
ossible allergenic residues from processing other foods
y the same food manufacturing company (14).

Patient education also involved teaching to avoid
igh-risk situations such as dinner with uninformed fam-
ly members or friends who do not know about the boy’s
eanut allergy, encouraging this child to wear a Medic
lert Bracelet, and teaching the family and the child to

ecognize early symptoms of allergic reactions and to
anage an anaphylactic reaction, including the use of

elf-injectable epinephrine with an Epinephrine Auto-
njector (EpiPen®; Dey L.P., Napa, CA), as well as
ctivating emergency services (15). A good resource for
ducational materials is the Food Allergy and Anaphy-
axis Network in the United States.

Due to the development of respiratory symptoms
hat were thought to be related to peanuts, the child
as given a monoclonal antibody against IgE, ap-
roved for use in patients with moderate-to-severe
ersistent allergic respiratory symptoms. This therapy
roved to be useful as adjuvant to allergen avoidance
nd may prove to be helpful against other food aller-
ies in the same individual.

DISCUSSION

espite educational efforts to prevent peanut allergic
eaction, significant reactions continue to occur. Fortu-
ately, various therapies for IgE-mediated allergies are

eing explored and will be used either in conjunction
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ith allergen avoidance or to replace it altogether. These
nclude the following therapies: 1) anti-IgE therapy, 2)
mmunotherapy, and 3) traditional Chinese herbal med-
cine. The pharmacological purposes of the anti-IgE ther-
py are to neutralize IgE and to inhibit its production to
ttenuate type I hypersensitivity reactions (16). The ther-
py is based on humanized IgG1 antibodies that bind to
ree IgE and to membrane-bound IgE on B cells, but not
o IgE bound by the high-affinity IgE.Fc receptors on
asophils and mast cells or by the low-affinity IgE.Fc
eceptors on B cells. After nearly 20 years since their use
egan, therapeutic anti-IgE antibodies (anti-IgE) have
een studied in about 30 Phase II and III clinical trials
ith many allergy indications, and a lead antibody, oma-

izumab, has been approved for treating patients (12
ears and older) with moderate-to-severe allergic
sthma. Anti-IgE has confirmed the roles of IgE in the
athogenesis of asthma and helped define the concept
allergic asthma” in clinical practice. It has been shown
o be safe and efficacious in treating pediatric allergic
sthma and treating allergic rhinitis and is being inves-
igated for treating peanut allergy, atopic dermatitis, la-
ex allergy, and others. It has potential for use in com-
ination with specific and rush immunotherapy for
ncreased safety and efficacy. Anti-IgE thus seems to
rovide a prophylactic and therapeutic option for mod-
rate to severe cases of many allergic diseases and con-
itions in which IgE plays a significant role.

Given the high incidence of systemic reactions using
tandard subcutaneous immunotherapy for IgE-mediated
eanut allergy, oral immunotherapy has been investi-
ated as an alternative over the past few years, with
ariable results. Recent investigations have been encour-
ging, demonstrating its safety and efficacy in increasing
olerance to the food allergies. A randomized, double-
lind placebo-controlled study using the sublingual ad-
inistration of hazelnut extract demonstrated effective-

ess with minimal systemic reactions (17).
More randomized studies on oral immunotherapy are

eeded to determine the optimal starting and mainte-
ance doses and titration schedules that would provide
n efficacious and safe therapy in the shortest period of
ime. Long-term efficacy has yet to be determined.

In 2001, a Chinese herbal formula, food allergy herbal
ormula I, containing a mixture of 11 herbs believed to
ontain anti-allergenic properties, was tested in a murine
odel of peanut anaphylaxis, and was found to block

eanut-induced anaphylaxis and reduce peanut-specific
gE levels and systemic T helper type II cytokines (18).

ore recently, a more simplified formula, food allergy
erbal formula II, containing nine of the original 11
erbs, was tested in the same murine model, and was
ound to be equally safe and effective (19). Clinical trials

sing this formula in patients with peanut allergy must be

1

nitiated to test its safety and efficacy in humans. Al-
hough the past few years have been marked by major
esearch advances in potential therapies, the mainstay of
herapy for IgE-mediated food allergy remains avoidance
f the offending foods.

CONCLUSIONS

t is important to emphasize that one-third of the patients
llergic to peanuts have allergies to other tree nuts and
hould be tested for allergies to all types of tree nuts (20).
hildren under 5 years of age who are allergic to peanuts

hould avoid all nuts, as they may develop sensitivity to
hem. Children from families with histories of allergies
nd atopy, or those who exhibit milk or egg allergies
arly in life, should avoid peanuts at a young age. In
ddition, it has been well documented that there is a low
ncidence of referral of children to allergists for compre-
ensive care (21). Finally, it is important that prescrip-
ions for self-injectable epinephrine be given to all pa-
ients presenting to EDs with anaphylactic reactions to
ood.
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