2018 AAFP FMX Needs Assessment
Body System: Pediatrics
Session Topic: Diagnosis and Treatment of Food Allergies in Children and Adolescents
Educational Format
Faculty Expertise Required
Expertise in the field of study. Experience teaching in the
field of study is desired. Preferred experience with audience
Interactive
response systems (ARS). Utilizing polling questions and
REQUIRED
Lecture
engaging the learners in Q&A during the final 15 minutes of
the session are required.
Expertise teaching highly interactive, small group learning
environments. Case-based, with experience developing and
Problemteaching case scenarios for simulation labs preferred. Other
Based
workshop-oriented designs may be accommodated. A typical
OPTIONAL
Learning
PBL room is set for 50-100 participants, with 7-8 each per
(PBL)
round table. Please describe your interest and plan for
teaching a PBL on your proposal form.
Learning Objective(s) that will
close the gap and meet the need
1.
Differentiate between food
Knowledge and practice
allergy versus food intolerance.
gaps differentiating
2.
Identify available diagnostic
between food allergy
testing modalities for food
versus food intolerance
allergy.
Knowledge and practice
3. Counsel patients and families on
gaps identifying available
methods to reduce risk of acute
diagnostic testing
allergic response, including the
modalities for food allergy
use of food challenges.
Knowledge and practice
4. Identify prevention strategies
gaps counseling patients
surrounding the timing and
and families on methods to
introduction of solid and high risk
reduce risk of acute allergic
foods for children.
response, including the use
5.
Educate patients with egg
of food challenges.
allergies, and their families on the
Knowledge and practice
evidence based recommendations
gaps identifying prevention
for routine immunizations.
strategies surrounding the
timing and introduction of
solid and high risk foods
for children.
Knowledge and practice
gaps counseling patients
about egg allergies, and
their families on the
evidence based
recommendations for
routine immunizations.

Professional Practice Gap










Outcome Being
Measured
Learners will submit
written commitment
to change statements
on the session
evaluation,
indicating how they
plan to implement
presented practice
recommendations.

ACGME Core Competencies Addressed (select all that apply)
©AAFP. All rights reserved. This document contains confidential and/or proprietary information which may not be
reproduced or transmitted without the express written consent of AAFP.
Last modified 7-24-17

2018 AAFP FMX Needs Assessment
X Medical Knowledge
X Interpersonal and Communication Skills
Professionalism

Patient Care
Practice-Based Learning and Improvement
Systems-Based Practice

Faculty Instructional Goals
Faculty play a vital role in assisting the AAFP to achieve its mission by providing highquality, innovative education for physicians, residents and medical students that will
encompass the art, science, evidence and socio-economics of family medicine and to support
the pursuit of lifelong learning. By achieving the instructional goals provided, faculty will
facilitate the application of new knowledge and skills gained by learners to practice, so that
they may optimize care provided to their patients.
 Provide up to 3 evidence-based recommended practice changes that can be
immediately implemented, at the conclusion of the session; including SORT taxonomy
& reference citations
 Facilitate learner engagement during the session
 Address related practice barriers to foster optimal patient management
 Provide recommended journal resources and tools, during the session, from the
American Family Physician (AFP), Family Practice Management (FPM), and
Familydoctor.org patient resources; those listed in the References section below are a
good place to start
o Visit http://www.aafp.org/journals for additional resources
o Visit http://familydoctor.org for patient education and resources
 Provide recommendations for differentiating between food allergy versus food
intolerance
 Provide recommendations for identifying available diagnostic testing modalities for
food allergy
 Provide strategies and resources for counseling patients and families on methods to
reduce risk of acute allergic response, including the use of food challenges.
 Provide recommendations for identifying prevention strategies surrounding the timing
and introduction of solid and high risk foods for children.
 Provide strategies and resources for educating patients with egg allergies, and their
families on the evidence based recommendations for routine immunizations.
*Note – the scope of this topic is to include new oral treatments available and new guidelines on
peanut allergy/food allergies
Needs Assessment
Key findings from Centers for Disease Control and Prevention (CDC) study suggest that food
allergy among U.S. children is on the rise:1
 In 2007, approximately 3 million children under age 18 years (3.9%) were reported to
have a food or digestive allergy in the previous 12 months.
 From 1997 to 2007, the prevalence of reported food allergy increased 18% among
children under age 18 years.
 Children with food allergy are two to four times more likely to have other related
conditions such as asthma and other allergies, compared with children without food
allergies.
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From 2004 to 2006, there were approximately 9,500 hospital discharges per year with a
diagnosis related to food allergy among children under age 18 years.

Findings from a more recent study (2009-1010), suggest that food allergies among children are
even more common:2
 8% (among 38,480 children in the study) have a food allergy
o Approximately 6% aged 0-2 years have a food allergy
o About 9% aged 3-5 years have a food allergy
o Nearly 8% aged 6-10 years have a food allergy
o Approximately 8% aged 11-13 years have a food allergy
o More than 8.5% aged 14-18 years have a food allergy
 38.7% of food allergic children have a history of severe reactions
 30.4% of food allergic children have multiple food allergies
 Of food allergic children, peanut is the most prevalent allergen, followed by milk and
then shellfish
 In 2012, 5.6% or 4.1 million children reported food allergies in the past 12 months.
Practice Gaps
Data from a recent American Academy of Family Physicians (AAFP) CME Needs Assessment
survey indicate that family physicians have statistically significant and meaningful knowledge
and practice gaps in the medical skill necessary to provide optimal care for patients with food
intolerance/allergies.3
Food allergy is often a very difficult diagnosis in primary care, with some studies suggesting that
only 10% of those who believe they have food allergy can be proven to have one.1,4,5
Patients with suspected food allergies are commonly seen in clinical practice. Although up to
15% of parents believe their children have food allergies, these allergies have only been
confirmed in 1 to 3% of all Americans. Multiple studies demonstrate that 50 to 90% of selfreported food allergies are not actually allergies. Diagnosis can include food challenge,
elimination diets, skin tests and/or lab tests, and can be confusing. Family physicians must be
able to separate true food allergies from food intolerance, food dislikes, and other conditions that
mimic food allergy. The National Institute of Allergy and Infectious Diseases (NIAID)
sponsored an expert panel to generate a standardized approach to the evaluation, diagnosis and
management of food allergies.5
Accurate identification of food allergies is important as unnecessary food avoidance can result in
inadequate nutrient intake and growth deficits.6 Elimination diets may be necessary to prevent
potentially life-threatening food allergic reactions.7 Allergen elimination can also ease chronic
symptoms, such as atopic dermatitis, when a food is proven to trigger symptoms. However,
removing a food with proven sensitivity to treat chronic symptoms may increase the risk of an
acute reaction upon reintroduction or accidental ingestion.8 Oral food challenges have been
shown to increase the reactive threshold and improve quality of life, and represent a shift in
clinical approach.7,9 Additionally, patients frequently believe that a known egg allergy
disqualifies them from participating in preventative immunizations for numerous diseases.
Measles, mumps, rubella, varicella and influenza are all vaccines that may be given to patients
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with a history of egg allergy. At the same time, vaccines for rabies and yellow fever should not
be given to certain patients with egg allergy unless an allergy evaluation is performed first.5
There is considerable interest in approaches to reduce the risk of developing food allergy.
Evidence based recommendations for primary prevention of food allergy include a wide range of
antenatal, perinatal, neonatal and childhood strategies have been identified and evaluated.10
Guidelines are available, but evidence shows their implementation is suboptimal.11 Recent
guideline updates from a variety of organizations including the American Academy of Allergy,
Asthma, and Immunology; American Academy of Pediatrics; American College of Allergy,
Asthma, and Immunology, Australasian Society of Clinical Immunology; European Academy of
Allergy and Clinical Immunology; Israel Association of Allergy and Clinical Immunology;
Japanese Society For Allergology; Society for Pediatric Dermatology; and World Allergy
Organization address a reversal of previous recommendations to abstain from introducing
peanuts to high risk infants until after 5 years of age. The evidence supporting this change
indicates that infants first consuming peanut products beginning at 4 months of age had an 80%
risk reduction for developing peanut allergy compared to children who avoided peanut products
until 5 years of age.12,13 This guideline changes is a significant one that will require much patient
education and guidance to reverse the common thinking among American parents.12
In an effort to reduce allergy development, studies have also looked at solid food introduction as
early as 4 month (a change from the previous 6 month recommendations.14,15 The evidence has
led to recommendations from the American Academy of Pediatrics and the American Academy
of Allergy, Asthma, and Immunology to start solid foods around four to six months of age.15
With the significant shifts in recommendations, family physicians require continuing medical
education to provide clarification of the newest evidence and accepted guidelines to provide
appropriate medical care and teaching to patients and families in their practice.
Physicians may improve their care of pediatric patients with allergies by engaging in continuing
medical education that provides practical integration of current evidence-based guidelines and
recommendations into their standards of care, including, but not limited to the following:4,5,16
 Immunoglobulin E testing with skin-prick or radioallergosorbent test is appropriate if
clinical suspicion for food allergy is high.
 Patients (or caregivers of patients) with known or suspected anaphylactic food allergies
should carry injectable epinephrine and be instructed on how to use it.
 Although there is no evidence to support the use of hydrolyzed formula over
breastfeeding, there is some evidence that hydrolyzed formulas reduce infant and
childhood allergies compared with cow's milk-based formulas.
 Food containing peanuts should be introduced into the diet of infants four to six months
of age who have severe eczema and/or egg allergy.
 Peanut-specific immunoglobulin E should be measured or a skin prick test performed
before introducing peanuts in high-risk groups.
 If an infant has mild to moderate eczema, foods with peanuts can be given at
approximately six months of age.
 A thorough medical history supplemented by oral food challenge tests should be used to
establish a diagnosis of food allergy.
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When food challenge tests are unavailable, or when the food allergy has resulted in
anaphylaxis, a diagnosis should be based on a definitive history and absence of symptoms
when the causative food is eliminated from the diet.
Skin prick tests and tests measuring total serum immunoglobulin E (IgE) or allergenspecific serum IgE levels are not sufficient to make a diagnosis of food allergy.
Influenza vaccine (not the live attenuated type) can be given to patients with egg allergies
whose reactions are limited to urticaria.
All patients with a history of food allergy–induced anaphylaxis should be given and
taught how to use an epinephrine autoinjector and encouraged to wear medical alert
jewelry and carry an anaphylaxis wallet card.

These recommendations are provided only as assistance for physicians making clinical decisions
regarding the care of their patients. As such, they cannot substitute for the individual judgment
brought to each clinical situation by the patient's family physician. As with all clinical reference
resources, they reflect the best understanding of the science of medicine at the time of
publication, but they should be used with the clear understanding that continued research may
result in new knowledge and recommendations. These recommendations are only one element in
the complex process of improving the health of America. To be effective, the recommendations
must be implemented. As such, physicians require continuing medical education to assist them
with making decisions about specific clinical considerations.
Resources: Evidence-Based Practice Recommendations/Guidelines/Performance Measures
 Food Allergies: Detection and Management4
 Summary of the NIAID-Sponsored Food Allergy Guidelines5
 Addendum guidelines for the prevention of peanut allergy in the United States: Report of
the National Institute of Allergy and Infectious Diseases16
 Familydoctor.org – Food Allergies (patient education)17
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