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Food-related symptoms are common in the ®rst years of life, and food
allergy should be diagnosed using an elimination challenge test. We
surveyed Finnish hospital-based pediatricians using a self-completion
questionnaire to ascertain the current clinical practice: 24 of the 25
pediatricians (representing 24 of 25 hospitals) so approached gave
evaluable responses. Food allergies were diagnosed using a clinical
elimination challenge test in patients with suspected allergy to cow's milk
or cereals (wheat, rye, barley, oats). Of the 24 departments, four reported
that they performed challenge in all patients before diagnosis was
con®rmed, and 14 performed challenge in most patients before diagnosis
was con®rmed. The duration of the challenge varied from 0.5 to 7 days
(median 4 days). A 1-week challenge was used in eight hospitals. The
double-blind placebo-controlled challenge was used in seven of the
hospitals, and in none routinely. Altogether, 16 of the respondents
agreed that there is a need to establish clinical guidelines for the diagnosis
of food allergy. In conclusion, despite a long tradition of medical
education on the subject of food allergy, practices vary for its diagnosis.
There is therefore a requirement for appropriate clinical guidelines.
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Food allergy or suspicion thereof is a common
problem in pediatrics, where it is estimated that
up to 30% of children are suspected of having
food-related allergic symptoms (1). Only in the
case of cow's milk allergy is the epidemiology
relatively well de®ned, where it is known that
< 3% of patients are diagnosed with the condition
within the ®rst few years of life (2,3). The
dif®culties in de®ning epidemiology stem from
problems in diagnosing food allergy. Varying
diagnostic protocols have been published (4±6).
Even the double-blind placebo-controlled food
challenge that is considered the gold standard is
actually not standardized.

In Finland, two recent publications outline a set
of guidelines for the diagnostic procedure (7,8),
endorsed also by the Finnish Paediatric Associ-
ation. For several years, pediatricians who care
for children with allergies and asthma have had
annual meetings, with topics such as diagnosis
and treatment of food allergy. With this in mind,
we wanted to ascertain whether the diagnosis of
food allergy by Finnish pediatricians is uniform
throughout the country. For this purpose, we

mailed a self-completion questionnaire to hospi-
tal-based pediatricians.

Materials and methods

Pediatricians with a special interest in allergies
(and asthma) were identi®ed using lists of
members of the Finnish Paediatric Association
and a list from the Finnish National Asthma
Programme. Altogether 25 pediatricians (repre-
senting 25 hospital-based Pediatric Departments)
were sent a self-completion questionnaire and,
after a second mailing, 24 replies were received
and are included in this study. The study popu-
lation was selected to evaluate the practices of
those responsible for the clinical practice in their
hospital district and who, because of this respon-
sibility, lecture others.

The questionnaire was developed specially for
the present study by the authors (all board-
certi®ed pediatric allergists). The questionnaire
comprised 39 questions, including background
information on the clinic itself and speci®c
questions on the number of food challenges
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performed (in 1 year), the duration of the
challenges, use of skin-prick testing and measure-
ment of speci®c immunoglobulin E (IgE), and use
of patch testing. The respondents were also asked
whether the testing was carried out by a derma-
tologist or a pediatrician, as it was suspected that
this may vary. We were primarily interested in
cow's milk and cereal challenges, and speci®c
questions regarding challenges to these foods were
included, whereas only a general question on
other food challenges was included. We also
included a question on the occurence of anaphy-
lactic reactions. Finally, the respondents were
asked to rate their agreement or disagreement
with some statements: how well known the
diagnostic practice was in their hospital; how
good co-operation was with primary care in
taking care of these patients; and whether they
thought it advisable that a guideline be put out on
the actual practice of challenges. Responses were
given according to the following scale: agree
completely, agree partly, dif®cult to say, disagree
partly, disagree completely.

The Finnish Health Care system has been
recently reviewed (9). Basically, there exists a
communal system that provides for primary level
care, and a hospital system providing for specia-
lized, secondary-level health care, for example
Pediatric and Dermatologic Clinics. In addition,
the country is divided into ®ve University
Hospital districts, each providing secondary
care locally, and tertiary care for a population
of < 1 000 000, altogether covering the entire
population. The country is divided into 450 cities,
towns, and townships, and most have indepen-
dent communal health care centers. Side-by-side
there exists an extensive private sector.

Results

Altogether 25 questionnaires were mailed, and 24
answers with usable data were received. The 24
Pediatric Departments covered 93.2% of the child
population in Finland (956 592 children under the
age of 16 in 1997). The number of pediatricians in
each clinic varied between two and 36 (median six)
operating in out-patient clinics, and there were 0±
6 wards (median 2) in each clinic, with altogether
0±180 beds (median 25).

All Pediatric Departments provided data on the
number of new referrals, which totalled <3500 per
month. Of these referrals, 40% were made because
of asthma or other allergic symptoms and 9%
because of symptoms suggestive of food allergy.

Skin-prick testing and measurement of serum-
speci®c IgE (radioallergosorbent test; RAST)
were performed by all departments. Skin testing

was carried out at 11 Pediatric clinics only, at 10
Dermatologic clinics only, and in both in two
cases. In addition, 18 clinics used skin patch
testing (6) for basic foods, either routinely or as
required. The patch testing was performed by
Dermatology clinics in 16 hospitals.

Food allergies were diagnosed using a clinical
elimination challenge test in patients with sus-
pected allergy to cow's milk or cereals (wheat, rye,
barley, oats). Of the 24 departments, four
performed the challenge testing before diagnosis
was con®rmed in all patients, 14 departments
carried out challenge on most patients, and four
departments usually carried out challenge. Any
other foods, including egg and ®sh, were formally
challenged only rarely. The challenge procedure
was performed when the child on elimination
clearly improved, and was otherwise healthy. The
challenge was started in hospital, in 15 depart-
ments in the out-patient unit, and was continued
by the parents at home when no symptoms
recurred during the ®rst hours of the challenge,
i.e. while still in hospital. A formal symptom diary
was used by 16 departments during the prolonged
challenge at home, while in the remainder an
informal note was added to the patient's ®les. The
duration of the challenge varied signi®cantly,
from 0.5 to 7 days, with a median of 4 days. A
1-week challenge was used in eight hospitals. The
double-blind placebo-controlled food challenge
was used in only seven of the hospitals, and in
these not routinely.

Altogether 2848 food challenges were reported
to have been performed, of which 994 were
positive (34.9%). Of these challenges, 2047 were
cow's milk challenges. We also inquired about
serious reactions: 36 were reported, nine of which
were anaphylactic. The remainder of the chal-
lenges were cereal challenges, mostly with wheat.
There were no serious or anaphylactic reactions
during the cereal challenges.

The respondents evaluated the current practices
in their individual hospitals as follows. Most
(n520) considered that the diagnostic procedure
was well known at their hospital, and 16 thought
that the co-operation between the primary health
care and the specialist clinic was good, though
only four rated the co-operation as excellent.
Interestingly, 16 of 24 (67%) respondents agreed
completely that a guideline for the whole country
was needed, and an additional four of 24 agreed in
part.

Discussion

The present study reports the ®rst assessment ever
of the diagnostic practices of food allergy in

Diagnosis of food allergy in Finland

247



Finland in the pediatric age-group. Despite
several literature searches, no such reports from
any other country could be identi®ed.

Some methodological comments are necessary.
The self-completion questionnaire was read and
evaluated beforehand by all authors, but not
validated or piloted. As the idea to study this
matter originated in the Section of Allergy and
Immunology of the Finnish Paediatric Associ-
ation, the Dermatology clinics were not included
in the survey. According to several responses,
dermatologists do, however, take care of a
sizeable proportion of the patients. The speci®c
®gures are not available in this study. We wanted
to include Pediatric Units with a favorable
attitude towards allergic diseases, and therefore
recruited the study population from amongst
those who had nominated an asthma-responsible
pediatrician, as suggested in the National Asthma
Programme (10). The selected departments do,
however, provide secondary health care for the
majority of the child population in the country.
Neither private practices nor pediatricians work-
ing in primary care were included in this survey,
which had as its primary objective the evaluation
of practices of the pediatricians responsible for
diagnostic practices in their respective districts.

According to the present survey, severe or
anaphylactic reactions are rare, suggesting that, as
diagnostic procedures, the cow' milk challenge
and especially the cereal challenge, are relatively
safe. As not all suspected foods can be challenged
in a hospital setting, the everyday practice of
instructing parents to try out foods at home after a
period of elimination seems justi®ed. Guidelines
need to be established for selection of patients
suitable for home challenge. However, the fact
that anaphylactic reactions were reported under-
lines the importance of appropriate emergency
skills and equipment when commencing a food
challenge in the clinic setting. The present survey
does not provide information on the epidemiol-
ogy of anaphylaxis, but after a register has been
set up, such data may be available in the near
future.

The double-blind method of challenge, which
has been shown to be more reliable for parents as
well as pediatricians (11) is not commonly used.
This is understandable, as the double-blind
method takes twice as long to perform and is
not standardized. Some hospitals use the more
cumbersome double-blind method, but only in
specially selected patients. The present results
indicate that an open challenge is adequate for
clinical practice, as the proportion of positive
challenges is even smaller than that observed in
the previous study (11). The smaller proportion of

positive challenges reported in this study may be
related to the retrospective nature of the ques-
tionnaire and to the fact that food challenges
other than cow's milk challenges were included.
The exact numbers reported may not be accurate,
because the respondents in most cases gave
approximations of the numbers of patients so
treated. Again, the proportion of negative chal-
lenges substantiates the need to perform a
challenge test and not to rely solely on history
and laboratory testing when diagnosing allergy to
nutritionally important foods.

In conclusion, the present study shows that
food allergy to basic foods is diagnosed in a
variable manner throughout the country. How-
ever, similarities also exist, and provide a basis on
which more uniform methods can be developed.
Standardization proposals have been previously
published (12). As the quality of medical practices
gains importance, well thought out (preferably
evidence-based) guidelines become increasingly
valued. There is a need to develop commonly
agreed guidelines to standardize the diagnostic
work-up of suspected allergy to basic foods, such
as cow's milk and cereals. This need was echoed
by the majority of the respondents.
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