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Food “allergy” is often used, 
at least by the public, in ref-
erence to undesirable symp-

toms that develop following eating. 
Children frequently are labeled as 
food allergic by parents or by health-
care providers based on the medical 
history, allergy skin testing, or in 
vitro testing. While these diagnostic 
tools are very helpful for screening, 
they are rarely defi nitive. 

Because food allergy has no 
pathognomonic or unique symp-
toms, a differential diagnosis is es-
sential. In some patients, the food 
may not be involved at all. Even 
when the symptoms are defi nitely 
food related, the mechanism may 
not be immunologic. To avoid the 
task of sorting out the underlying 
mechanism, the general term “intol-
erance” is often used; this is nonspe-
cifi c, although well accepted in the 
case of lactose intolerance. 

Misdiagnosis of food allergy can 
result in negative consequences. 
Overdiagnosis leads not only to un-
necessary dietary eliminations that 
might cause undernutrition or mal-
nutrition but also to overlooking the 
real cause of the child’s symptoms. 
On the other hand, underdiagnosis 

might lead to prescription of inef-
fective medications, subjecting the 
patient to unnecessary diagnostic 
procedures, perpetuation of symp-
toms, family frustrations, and fi nan-
cial burden.

At present, the most urgent need 
in the area of food allergy is the 
development of safe, effective im-
munotherapy methods. Unlike the 
case with aeroallergens, trials of 

injection immunotherapy with food 
extracts were associated with a high 
risk.1,2 Some degrees of effi cacy 
have been reported by a few stud-
ies using certain protocols for oral 
or sublingual immunotherapy.3,4 
Several therapeutic modalities have 
been used in experimental animals 
and have shown interesting fi nd-
ings.5-7 Also, a few recent studies in 
humans showed results that promise 
of potential therapeutic modalities, 
such as humanized anti-IgE,8 probi-
otics,9 and certain anti-cytokines.10 

Because food allergy and intol-

erances are commonly encountered 
in pediatric practice, I elected for 
this issue of Pediatric Annals to be 
a mini-book comprising six articles 
prepared by expert authors. It pro-
vides practical information on the 
diagnosis, manifestations, and man-
agement of these disorders.

The fi rst article focuses on the 
diagnosis of food allergy. It em-
phasizes the importance of obtain-

ing specifi c clues from the medical 
history and of understanding the 
interpretation and limitations of the 
currently available diagnostic tests. 
It also underscores the fact that posi-
tive allergy skin tests and circulating 
specifi c IgE antibodies merely indi-
cate IgE sensitization that may or 
may not be clinically relevant. Also 
“false” negative tests, assuming they 
are properly done, indicate that IgE 
antibodies are not detected in the 
tested tissue (epidermis or serum) 
while they may be abundant in the 
shock organ (eg, the gastrointestinal 
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or respiratory tracts). In the majority of patients, 
verifi cation of the causative food requires appropri-
ately conducted food challenge testing.

The second, third, and fourth articles deal with 
the common manifestations. Dr. Assa’ad presents 
the gastrointestinal manifestations, including the 
newly evolving group of eosinophilic disorders. 
She also provides information for differentiating 
cow milk protein allergy from the more common 
and benign lactose intolerance. 

On the cutaneous manifestations, Dr. Fasano 
highlights the strong relationship between food 
allergy and atopic dermatitis, both of which have 
their peak of onset during infancy. In these pa-
tients, the identifi cation and strict avoidance of the 
offending foods are very rewarding. 

Food allergy frequently is overlooked as a cause 
of respiratory allergies in children. Dr. El-Gamal 
and Dr. Hossny provide a comprehensive review 
on the subject. Food-induced asthma should be 
suspected in children whose asthma is poorly con-
trolled, particularly in those with atopic dermatitis. 
They also alert us to think of milk-induced chronic 
pulmonary disease (Heiner syndrome). They and 
other authors refer to exquisitely sensitive patients 
who react to the ingestion of minute quantities of 
hidden food or through exposure by inhalation or 
skin contact.

A separate article addresses the controversial 
area of food or food additives in causing behavior 
disorders. It provides balanced information in the 
form of summaries of the studies that suggest or 
contradict such a relationship. Appropriately con-
trolled studies on this area are very diffi cult to de-
sign or carry out. Even the best published studies 
have some limitations. The information available 
so far suggests, at best, a possible weak link be-
tween hyperactivity in some children and foods or 
additives. Such a possible link seems to be much 
less than what is being sometimes portrayed by the 
media or believed by some parents.

The issue concludes with the dietary manage-
ment of food allergy. Drs. Fiocchi and Martelli em-
phasize strict elimination of the offending foods for 
a faster attainment of tolerance. For highly allergic 
children, self-administered epinephrine should be 
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readily available. The majority of 
fatal cases occurred from accidental 
exposure to hidden foods. 

In some patients, the intake of 
small quantities of food that do not 
cause symptoms may cause perpetu-
ation of the hypersensitivity state. 
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