LETTERS

Pre-emptive screening for
peanut allergy before peanut
ingestion in infants is not
standard of care

We read with interest the article by
Kalaichandran and colleagues! about
early introduction of allergenic solids. We
appreciate this focus, as it has been
shown that early introduction of both
peanut and cooked egg significantly
reduce the risk of peanut and egg allergy,
respectively.?

Our main concern is with point no. 4,
which recommends that infants with risk
factors see a specialist for skin-prick or
specific immunoglobulin E testing before
peanut introduction. We appreciate that
in the Learning Early About Peanut
(LEAP) study, pre-emptive screening
before peanut ingestion was routine for
all high-risk infants who participated.?
Although this approach was a require-
ment of the research protocol, it is not
yet established as a standard of care. The
recent Canadian Paediatric Society prac-
tice point on food allergy prevention*
makes no mention of pre-emptive
screening before peanut introduction.
This recommendation is also not present
in guidance endorsed by the Australian®
or British® national allergy societies.

The most important barriers to wide-
spread adoption of pre-emptive allergen
testing are the lack of feasibility outside
of research, false-positive results and the
heavy burden related to overtesting and
overdiagnosis. An Australian study esti-
mated that pre-emptive screening of all
infants potentially considered “high risk”
for peanut allergy would result in screen-
ing 16% of the infant population while
still missing 23% of peanut allergy cases.”
A Canadian survey that we performed
noted that most allergists, pediatricians
and family physicians do not suggest pre-
emptive testing before peanut introduc-
tion and that most allergists are not com-
fortable following up on moderately
positive allergy testing.®® Concerns have
also been raised that pre-emptive testing
may result in a “screening creep” and

inadvertently result in delaying peanut
introduction.®

Substantial systemic barriers exist for
carrying out oral food challenges, as we
recently described in the first Canadian
study of implementing oral food chal-
lenges.!! Paradoxically, infants with no
history of peanut ingestion but positive
skin-prick tests (i.e., high potential for
false-positives) who are never offered
oral food challenges will be placed at
increased risk of developing peanut
allergy resulting from prolonged peanut
avoidance. Other infants with positive
skin-prick tests placed on long waitlists
for infant oral food challenges could
completely bypass the window of oppor-
tunity for primary prevention, again
increasing risk.

Although Kalaichandran and col-
leagues suggested specific amounts of
peanut ingestion,’ to date there are
inconclusive data regarding the exact
amount and periodicity of peanut pro-
tein ingestion required to prevent pea-
nut allergy. The LEAP study used a proto-
col of 6 g of peanut protein per week
distributed over 3 or more meals,? but
this has never been replicated, and to
date, no study has tested whether a
smaller amount would give the same
protection. Current Canadian guidance
recommends feeding peanut a few times
a week once introduced, if well toler-
ated, but does not specify exact amount
or frequency, as that remains unknown.*

We believe the recent Canadian Pae-
diatric Society practice point on food
introduction strikes a more appropriate
balance of what is known and what is
feasible in a Canadian context, and we
discourage any messages that promote
blanket pre-emptive screening for any
risk category. The key simple message
for health care providers and parents is
to introduce peanut and other common
allergens at around 6 months but not
before 4 months of age, at home (espe-
cially if a child is atopic or has a family
history of allergies), and to keep these
foods in the diet on a regular basis if
well tolerated.*
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