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Reference no.: CH CLIN G 112/ Aug 20/v004 

 

Pathway For Children With Allergy or Suspected Allergy 

Introduction 

To give guidance on how to identify those children who have allergy or suspected allergy. To 
outline the management of these children and young people.  
 
The management of anaphylaxis is not outlined here – Please refer to guideline CH CLIN 
G 113.  
 
To outline the process and indication for referral to paediatric allergy clinic. To outline the  
indications for prescription of adrenaline auto injectors. 

Background 

Food allergy is an adverse immune response to a food. It is extremely common with at least 
6-8% of the childhood population suffering from allergy to one or more foods. It can be 
classified into IgE-mediated and non-IgE-mediated reactions. Some reactions involve a 
mixture of both IgE and non-IgE responses and are classified as mixed IgE and non-IgE 
allergic reactions. Food allergy may be confused with food intolerance, which is a non 
immunological reaction that can be caused by enzyme deficiencies, pharmacological agents 
and naturally occurring substances. Food intolerance will not be covered in this guideline. 
The starting point for the guideline is a suspicion of allergy and the use of an allergy-focused 
clinical history to help determine whether an allergy is likely.  
 

 
Pathways leading to the Allergy service 
 
There are two main routes into specialist paediatric allergy services identified by NICE. The 
first is from primary care into the allergy clinic; the second is via the Children’s Emergency 
Department. It is important to note that up to one third of all parents report allergy to foods in 
their children but the true incidence of food allergy is much lower (6-8%). In those parents 
who cannot be reassured referral may be necessary to offer a ‘second opinion’.  
  
 
 
Diagnosis / History 
 
 
The most important part in diagnosis of allergy is the history. This requires taking an Allergy 
focused history: Please ask for occurrence of all of these symptoms. 
 

IgE mediated (acute onset) Non IgE medicated( Delayed onset) 
Skin 

 Pruritis 

 Erythema 

 Acute urticaria (localised/ generalised) 

Skin 

 Pruritis and erythema 

 Atopic eczema  
Gastrointestinal 
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 Acute angioedema (face, eyes, lips) 
Gastrointestinal 

 Angioedema of lips/tongue/palate 

 Oral pruritis 

 Colicky abdominal pain 

 Vomiting and diarhoea 
Respiratory 

 Upper respiratory (nasal itching, 
sneezing, rhinorrhoea, congestion) 

 Lower respiratory ( cough, wheeze, 
chest tightness, shortness of breath) 

 Gastrooesophageal erflux disease 

 Loose/frequent stools 

 Blood and/or mucus in stools 

 Abdominal pain 

 Infantile colic 

 Constipation 

 Food refusal or aversion 

 Peri-anal redness 

 Pallor/ tiredness 

 Faltering growth (with one or more of 
above) 

 
The timings of any reactions or symptoms need to be recorded in relation to possible 
allergen exposure. The following should also be identified: 
 
Identify allergen – food, insect/sting, animal, pollen, medication 

- ? first exposure ? previous exposure 
  - known allergen, other allergies 
 
Identify any other triggers/ co-factors -  temperature, exercise induced, intercurrent illness. 
 
Identify atopic tendency – Asthma, eczema, hayfever 
 
Identify medications – antihistamine, steroids, beta 2 antagonists, inhaled medication 
 
Identify strong family history – parents, first degree relatives with asthma, hay fever, food 
allergies, other known allergies. 
 
 
Medications and Acute Management 
 
Identify allergen and remove if possible 
 
Identify and treat anaphylaxis (see guideline CH CLIN G 113 ‘The management of 
anaphylaxis’) If no symptoms of anaphylaxis treat symptoms as appropriate: 
 
Oral antihistamines eg Chlorphenamine (as per BNFc) 
Initial dose, can be repeated up to x 4 in 24hours if required 
 
Salbutamol – 5 – 10 puffs of MDI via spacer, repeat as required in response to treatment 
 
Oral corticosteroids eg prednisolone 
 
 
 
 
A 3 day course of oral prednisolone can be considered in the following circumstances; 
-Acute exacerbation of wheeze in known asthmatics 
-Ongoing and troublesome urticaria/ angioedema 
-Ongoing symptoms not responding to regular antihistamines 
 
Urticaria/angioedema: 
If the child has no obvious trigger for their symptoms it may be possible that they have 
spontaneous urticaria/angioedema. This can be treated in the same way as above with 
regular antihistamines. Steroid-responsive urticaria and/or angioedema is relatively rare and 
should suggest a senior review to exclude other important diagnoses. All children requiring 

There is no good evidence to support routine steroid administration in allergic 
reactions. 
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repeated courses of oral steroids for possible allergic symptoms should be carefully 
evaluated by a senior clinician and referred on if symptoms persist 
 
Investigations 
 
No investigations or allergy testing is required in the acute phase or management of an 
allergic reactions, except for Tryptase levels in non food triggered anaphylaxis (see 
guideline CH CLIN G 113 ‘The management of anaphylaxis’)  
 
 
 
 
 
 
 

Criteria for referral 
 
Based on the allergy-focused clinical history, NICE recommends that referral to secondary or 
specialist care be considered in any of the following circumstances. 
  
The child or young person has:  

     faltering growth in combination with one or more of the gastrointestinal 

symptoms described in signs and symptoms of possible food allergy 
     not responded to a single-allergen elimination diet 
     had one or more acute systemic reactions 
     had one or more severe delayed reactions 
     confirmed IgE-mediated food allergy and concurrent asthma 
     significant atopic eczema where multiple or cross-reactive food allergies are 

suspected by the parent or carer. 
OR there is:  

     persisting parental suspicion of food allergy (especially in children or young 

people with difficult or perplexing symptoms) despite a lack of supporting 
history 

     strong clinical suspicion of IgE-mediated food allergy but allergy test results 

are negative or the allergen is not easily identified 
     clinical suspicion of multiple food allergies. 

 
 
 
 
 
 
Referrals from Children’s Emergency Department 
It is appropriate for the following children to have referrals made from CED to paediatric 
allergy clinic: (this can be done before discharge) 
 

 All children who present with anaphylaxis  

 Children who have been prescribed an adrenaline auto injector (AAI). The criteria for 
AAI prescription is further on in this guideline. 

 
 

Children should not be subjected to blanket Specific IgE testing looking for a possible 
cause of their symptoms if it is not easily identifiable. Children can be referred to the 
paediatric allergy clinic for Skin Prick Tests +/- Specific IgE tests if this is required to help 
make a diagnosis. 
 

All children who fit the above criteria should see their GP after discharge and ask for a 
referral to paediatric allergy clinic. This should also be communicated in the discharge 
letter. 
 

https://web.nhs.net/owa/redir.aspx?C=Z5imj64gDEqZ7ZFhUhsBUKgghHLa5s9ILo4OGeyxtvF2ajlN0eKRNj5apof4MS9sRvW4Aexx92Y.&URL=http%3a%2f%2fpathways.nice.org.uk%2fpathways%2ffood-allergy-in-children-and-young-people%2ffood-allergy-in-children-and-young-people-overview%23supporting-information-container-supporting-information-signs-and-symptoms-of-possible-food-allergy
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Discharge advice and follow up 
 
When observations are stable and the patient has shown a good response to treatment and 
if there were no signs of anaphylaxis, the patient may be discharged home with advice on 
the following: 

-Regular anti histamines for up to 3 days. Seek review if symptoms persist beyond 
this. 
-Avoid known allergen. 
-Prophylactic anti histamines if known exposure is unavoidable. 
-Patient information leaflets are available for many allergies including egg, milk and 
nut allergies. These contain further sources of information for the parents. Good 
quality patient information for many different food types can also be obtained from 
www.allergyuk.org/food-allergy-menu/food-allergy and Anaphylaxis Campaign 
website. 

 
Personal management plans: 
 
All children with known allergies should have a written personal management plan available 

in order to aid prompt treatment in the event of exposure to the allergen or onset of 

symptoms. Personal management plans for those children with IgE mediated allergy can be 

accessed at: 

http://www.bsaci.org/about/pag-allergy-action-plans-for-children 

 
For infants and children with Cows Milk Protein Allergy, please see guideline CH Clin  G 97 
Management of Paediatric Cows Milk Protein Allergy for advice on how to manage this 
specifically, for advice on choice of appropriate formula and the medical follow up that may 
be needed. 
 
Prescription of Adrenaline Auto Injectors “AAI”( eg JEXT/ Epipen) 
 
All children who have had anaphylaxis should be prescribed AAI before discharge with 
training in how and when to use them. 
The following guidance on other indications for AAI prescription is taken from EAACI 
(european academy allergy and clinical immunology)  
 
Absolute indications: 

 Previous anaphylaxis triggered by food, latex or aeroallergens 

 Exercise-induced anaphylaxis 

 Idiopathic anaphylaxis 

 Co-existing unstable or moderate to severe, persistent asthma and symptoms of IgE 
mediated allergy 

 Venom allergy in children with more than cutaneous/mucosal systemic reactions. 
 
Relative indications : 
Possible food allergy and 2 or more of following risk factors: 

 Mild-to-moderate allergic reaction to peanut and/or tree nut 

 Older age > 12yrs 

 Patient is often/ frequently remote from medical help 

 Allergic reaction to very small amounts/ traces 

 Asthma 
 

 Patients fulfilling the above criteria should have an Adrenaline Auto Injector 
(AAI) prescribed.  They should be discussed with a senior before discharge 
and prescription of AAI. 
 

http://www.allergyuk.org/food-allergy-menu/food-allergy
http://www.bsaci.org/about/pag-allergy-action-plans-for-children
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Current advice on how many AAI should be prescribed varies across the country. It is safest 
for children and young people to always have access to 2 AAI so should carry one at all 
times and a second one can be kept in places that the child spends the majority of their time 
(eg Home, school). The following patients should always have 2 adrenaline auto injectors  
prescribed and should carry 2 at all times: 
 

 Co-existing unstable or moderate to severe asthma  

 Lack of rapid access to medical assistance to manage an episode of anaphylaxis due 
to geographical or language barriers 

 Previous near fatal anaphylaxis 
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