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1 Oral Tolerance Induction (OTI) is the only RCT-proven effective intervention for preventing childhood food 

2 allergy.(1, 2) OTI to peanut is highly effective in a high-risk population with an 81% relative risk ration 

3 (RRR) to peanut allergy .(3) OTI also reduced egg allergy in the general population in a per protocol 

4 analysis.(1)  These published RCT findings have changed practice and many governmental and allergy 

5 societies now recommend introducing peanut in infancy; some suggest that other foods, such as well-

6 cooked egg, are also introduced. Only National Institute of Allergy and Infectious Diseases (NIAID) stratify 

7 their recommendations according to food allergy (FA) risk level.  

8 In countries where food allergy is a public health concern, choosing which infants should undergo OTI, at 

9 what age, to which foods, and under which circumstances is critical for successful OTI prevention. Infants 

10 with moderate to severe eczema are at increased risk of food allergy but infants with no or mild eczema 

11 contribute the most cases at a population level; the Health Nuts study found 28% of children with one FA 

12 had no current or past medical history of eczema. (4)  Risk of food sensitisation or food allergy increases 

13 with age (5) suggesting the window of opportunity for OTI is both small and likely diminishes during the 

14 first year of life. Oral tolerance induction from 4 months of age, is safe for nutrition, growth and general 

15 child health (6) when completed using allergenic foods in a form often consumed by the family (NB egg 

16 must be well-cooked). Commencing multiple food OTI at 4 months of age has no detrimental effect on 

17 established breastfeeding.(6,7)  All children may adopt a diverse weaning diet (8), including allergenic 

18 foods such as well-cooked egg and peanut, as soon as weaning commences. High-risk children may start 

19 weaning and actively include peanut and well-cooked egg as soon as developmentally ready, usually at 

20 about 4 months of age (Fig 1). 

21 A dosing regimen of approximately 2g/week of peanut and well-cooked egg in early infancy is more 

22 effective in inducing oral tolerance than later introduction.(9) A lower dosing regimen has not been 

23 shown to be effective in preventing allergy in children who are not already sensitised to the allergen at 

24 commencement of OIT (see reference 9 for in-depth discussion) but, importantly, does not increase 

25 allergy risk above that of children who introduce allergenic foods in later infancy.(7) There are limited 

26 data regarding the efficacy of OTI to other allergenic foods, or the dose required.(1) All infants could 

27 therefore aim to consume at least 2g of peanut protein and well-cooked egg per week; parents of high-

28 risk infants should give peanut more diligently aiming for the LEAP Study regimen of 2g of peanut protein 

29 3 times per week. Given the protective benefit observed for peanut and well-cooked egg, it is reasonable 

30 for all weaning infants to additionally incorporate similar quantities  of other common and nutritious food 

31 allergens; cow’s milk (e.g. as yoghurt), wheat, fish and sesame. A
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32 Whether children should undergo allergy testing and/or have their first feed of peanut under medical 

33 supervision is contested. This cautious approach, potentially requiring large numbers of children to access 

34 specialist allergy care with associated cost and feasibility implications (10), must be balanced against the 

35 risks of severe allergic reaction, particularly as most allergic reactions occur on first known oral exposure 

36 (11). There were no cases of anaphylaxis during the first complementary food introduction of any of the 

37 allergens investigated in LEAP and, notably, EAT for which oral food challenges (OFC) were conducted 

38 regardless of SPT results in the early introduction group (3,7). However,  anaphylaxis has been described 

39 during peanut introduction outside of the research setting (12) and has also occurred in trials of OTI, 

40 which used pasteurised whole egg powder (13, 14, 15, 16, 17). Children with no food allergy risk factors 

41 do not require testing prior to, or medical supervision during, their first consumption of peanut, well-

42 cooked egg or other common food allergens (Figure 1). In the absence of clinical trials to the contrary, we 

43 recommend children with moderate to severe eczema or with an existing food allergy undergo allergy 

44 testing +/- OFC at a specialist allergy centre (18). Where rapid access to allergy services is not available, 

45 these children should undergo SpIgE through their GP or paediatrician and, if ≥0.35kU/L, will require 

46 referral for OFC (Figure 1). If negative (<0.35kU/L) the food may be introduced at home with the following 

47 precautionary measures for the first feeding: child is well; parent is aware of the signs of IgE mediated 

48 reaction, has access to medical support if required and age-appropriate form of the food is given 

49 incrementally. 
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High risk infant

(Moderate or severe eczema or IgE mediated food allergy)?

Aim to wean once developmentally ready,

at 4-6 months; promote dietary diversity,
including allergenic foods such as peanut and egg

Rapid access to specialist allergy service

(able to be reviewed around before or around
4 months of age. If rapid access to allergist

is unavailable, assessment by GP/Paediatrician

Parental concern re-introducing 

peanut/allergenic foods
SPT/SpIgE negative

Home introduction
Community support

with home introduction
+ –

Oral Food Challenge

(refer to specialist center 
where necessary)

SPT/SpIgE positive

Yes No

NoYes

Figure 1_Fisher

Home introduction of allergenic foods. 

Facilitate introduction though one
or more of: educational support; 

health care practitioner support;

or supervised introduction.

Recommend 2g of peanut

and egg at least weekly
and promote dietary diversity

Avoid
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