Food Allergy Facts and Statistics for the U.S.

e Food allergy is a growing public health concern.

e As many as 15 million people have food allergies. *' > > *®
o An estimated 9 million, or 4%, of adults have food allergies. % %°

o Nearly 6 million or 8% of children have food allergies with young children affected most.*

4,6,7,8

e Boys appear to develop food allergies more than girls. °

e Food allergies may be a trigger for or associated with other allergic conditions, such as atopic
dermatitis® and eosinophilic gastrointestinal diseases. *°

e Although childhood allergies to milk™?, egglz, wheat™® and soy14 generally resolve in childhood,

they appear to be resolving more slowly than in previous decades, with many children still
allergic beyond age 5 years. Allergies to peanuts, tree nuts, fish, or shellfish™ are generally
lifelong allergies.
Food Allergies are on the Rise
e The prevalence of food allergies and associated anaphylaxis appears to be on the rise. °

0 According to a study released in 2008 by the Centers for Disease Control and
Prevention about an 18% increase in food allergy was seen between 1997 and 2007. *

0 The prevalence of peanut allergy among children appears to have tripled between 1997
and 2008. *°

Top Food Allergens
¢ Eight foods account for 90% of all food-allergic reactions: milk, eggs, peanuts, tree nuts (e.g.,
walnuts, almonds, cashews, pistachios, pecans), wheat, soy, fish, and shellfish. > 7 18 19. 20.
2k 22, 23,81 Estimated prevalence®, some based on self-report, among the U.S. population:
o0 Peanut: 0.6-1.3%
o Tree nuts: 0.4-0.6%
o Fish: 0.4%

o0 Crustacean shellfish (crab, crayfish, lobster, shrimp): 1.2%

o All seafood: 0.6% in children and 2.8% in adults
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o Milk and egg: based on data within and obtained outside the United States, this rate is
likely to be 1-2% for young children and 0.2-0.4% in the general population.

Managing Food Allergies
Cooking and Cleaning

e A study showed that peanut can be cleaned from the hands of adults by using running water
and soap or commercial wipes, but not antibacterial gels alone. In addition, peanut was cleaned
easily from surfaces by using common household spray cleaners and sanitizing wipes but not
dishwashing liquid alone. #*

e Some studies have shown that most individuals with peanut and soy allergies can safely eat
highly refined oils made from these ingredients. However, cold-pressed, expeller-pressed, or
extruded oils should be avoided. Talk to your doctor about avoiding oils made from ingredients
to which you are allergic. 2> 2& 27 28, 29. 30

e Casual exposure, such as skin contact and inhalation, to peanut butter is unlikely to elicit
significant allergic reactions. 3% %

0 Note: Casual exposure presents a greater risk to young children who frequently put their
hands in their mouths. Depending on the amount of contact and the location of the
contact, these reactions are occasionally more serious. 3% %

e Food proteins released into the air from vapor or steam from foods being cooked (e.g., fish,
milk) can potentially cause allergic reactions, but this is uncommon and has been noted mainly
with fish. Reactions from vapor or steam are similar to what you would expect from pollen or
animal dander exposures, for example hay fever or asthma symptoms. & 3% 3

Conventionally Packaged Food Labels

e According to the Food Allergen Labeling and Consumer Protect Act (FALCPA) the major eight
allergens must be declared in simple terms, either in the ingredient list or via a separate allergen
statement. However, FALCPA does not regulate the use of advisory/precautionary labeling. *

0 Note: Advisory/precautionary labeling (e.g., “may contain”, “in a facility that also
processes”) is voluntary. The terms do not reflect specific risks and random products
tested for allergens have shown a range of results from none to amounts that can cause
reactions. % %

Dining Away From Home

e Eating away from home can pose a significant risk to people affected by food allergy. Research
suggests that close to half of fatal food allergy reactions are triggered by food served by a
restaurant or other food service establishment. 3" 3 %

¢ One study looking at peanut and tree nut allergy reactions in restaurants and other food
establishments found that reactions were frequently attributed to desserts, that Asian
restaurants and take-out dessert stores (bakeries, ice cream shops) were common sources of
foods that triggered reactions, and that the food establishment was often not properly notified of
a food allergy by the customer with the allergy. *°
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Travel

Research on self reported reactions occurring on commercial airlines show that reactions to
peanuts and tree nuts do occur on airlines via ingestion, contact, and inhalation. Ingestion of an
allergen remains the main concern for severe reactions. ** 4% 4

Food Allergy Reactions and Anaphylaxis

The CDC reported that food allergies result in more than 300,000 ambulatory-care visits a year
among children under the age of 18. *

o 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. *

Even small amounts of a food allergen can cause a reaction, ** % 46 47, 48, 49

Most allergic reactions to foods occurred to foods that were thought to be safe. Allergic

reactions can be attributed to a form of mislabeling or cross-contact during food preparation. *”
38, 39

Food allergy is the leading cause of anaphylaxis outside the hospital setting. *°
o Every 3 minutes a food allergy reaction sends someone to the emergency department—
that is about 200,000 emergency department visits per year, and every 6 minutes the
reaction is one of anaphylaxis. >

Teenagers and young adults with food allergies are at the highest risk of fatal food-induced
anaphylaxis. 3% 3%

Symptoms of anaphylaxis may recur after initially subsisting and experts recommend an
observation period of about 4 hours to monitor that the reaction has been resolved. ** >3

Individuals with food allergies who also have asthma may be at increased risk for severe/fatal
food allergy reactions. 3" °

Children with food allergy are 2-4 times more likely to have other related conditions such as
asthma and other allergies, compared with children without food allergies. *

It is possible to have anaphylaxis without any skin symptoms (no rash, hives). *

Failure to promptly (i.e., within minutes) treat food anaphylaxis with epinephrine is a risk factor
for fatalities. 3" ®

Food Allergy Treatment

There is no cure for food allergies. Strict avoidance of food allergens and early recognition and
management of allergic reactions to food are important measures to prevent serious health
consequences. **
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¢ Prompt administration (e.g., within minutes of symptoms of anaphylaxis) of epinephrine
(adrenaline) is crucial to successfully treating anaphylactic reactions. Epinephrine is available by
prescription in a self-injectable device (EpiPen® or Twinject® or Adrenaclick®, depending on local
availability). >

e There are a number of promising food allergy therapies under study, although none are yet
proven for general use.

Food Allergies in School

o Approximately 20-25% of epinephrine administrations in schools involve individuals whose
allergy was unknown at the time of the reaction. >

e More than 15% of school aged children with food allergies have had a reaction in school. > *®
Food allergy reactions happen in multiple locations throughout the school, and are not limited to
the cafeteria. Care must be exercised regarding bake sales, classroom parties, and snacks
outside of the cafeteria. ¥ % %
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