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Disclaimer

• There is no conflict of  interest pertaining to this presentation, materials, 

and/or content.

• These views reflect my own, and not the views of  the Navy. 



Objectives 

• Define food allergy, prevalence in schools

• Review differential and diagnosis of  food allergy

• Define anaphylaxis and identify its risk factors

• Discuss food allergy management in schools

• Review role of  school nurses, as pertaining to food allergy



Food Allergy

• Adverse health effect arising from a 

specific immune response

• More common in children than 

adults; 1:13

• Milk, egg, wheat, soy often resolve

• Peanut, tree nut, fish and shellfish 

likely to persist 



Food Allergy in School

• 16-18% of  school age children 

have a reaction in school

• 25% of  food-induced anaphylactic 

reactions in schools occurred 

without prior diagnosis 



Diagnosis 

• Typical symptoms occur within 

MINUTES to HOURS of  

ingestion

• Medical history and exam are KEY

• Tests for food-specific IgE

• Medically monitored food challenge 



Differential Diagnosis 

• Food Intolerance

• Oral Allergy Syndrome 

• Eczema 

• Eosinophilic Esophagitis

• Food Protein-Induced Enterocolitis 

Syndrome )FPIES



Anaphylaxis

• Severe systemic reaction that is 

rapid and may cause death

• IgE mediated  systemic release of  

mast cell and basophil mediators

• Histamine and tryptase

• Food and insect stings are most 

common triggers



Risk Factors for Fatal Food Reactions

• Allergens: Peanut, tree nuts, 

seafood

• Age: Teenagers, young adults

• Co-morbidities: Asthma

• Past Reactions are not Predictive 

• DELAYED TREATMENT WITH 

EPINEPHRINE 



Criteria for Diagnosing Anaphylaxis

• In minutes to hours after exposure to likely or known allergen:

• Two or more of  the following:

• Skin/mucosal tissue involvement  hives, itch/flush, swollen lips/tongue, uvula

• Respiratory compromise  dyspnea, wheeze/bronchospasm, stridor, hypoxemia

• Reduced blood pressure hypotonia, syncope, incontinence 

• Persistent GI symptoms  crampy abdominal pain, vomiting 

• Skin/mucosal tissue involvement AND 

• Respiratory compromise OR reduced blood pressure

• Hypotension after exposure to known allergen



Management

• Education for Strict Avoidance

• Label Reading

• Cross Contact of  Allergens 

• Medical Identification

• Action Plans

• EPINEPHRINE







Epinephrine Summary

• Should be available promptly, but within reason

• If  allowable, child may carry pending risk benefit

• Antihistamines are comfort care, but DO NOT stop anaphylaxis

• Bronchodilators should not be depended on to treat anaphylaxis 

• Argument for having unassigned dose available, pending local laws



Priorities for Managing Food Allergies

• Supervise daily management of  individual students with food allergies 

• Identify children with food allergies 

• Develop a plan to manage and reduce risk of  food allergy reactions in individual 

children

• Help students manage their own food allergies 



Priorities for Managing Food Allergies

• Prepare for and respond to emergencies

• Set up communication systems that are easy to use

• Ensure faculty can get to epinephrine auto-injectors quickly and easily

• Prepare for reactions in children without a prior history of  allergies

• Use epinephrine when needed; emergency medical services contacted immediately

• Document the response to a food allergy emergency



Priorities for Managing Food Allergies

• Provide professional development on food allergies to staff

• Provide:

• General training (signs/symptoms, how to access help)

• In-depth training for those who frequent contact with children with food allergies



Priorities for Managing Food Allergies

• Create and maintain a healthy and safe school environment

• Prevent unintended exposure to food allergens

• Develop food handling policies and procedures to prevent unintentional exposures

• Make outside groups aware of  food allergy policies when using school facilities

• Create a positive psychosocial climate
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