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• Reacció adversa als aliments: qualsevol reacció 
provocada per la ingesta, contacte o inhalació d’un 
aliment 

• Reacció al·lèrgica a aliments mediada per un mecanisme 
immunològic IgE o no IgE. 

• L’al·lèrgia a aliments és un error en el  desenvolupament 
de la tolerància oral, procés immunològic complex i poc 
conegut.

Allergy. 1995;50(8):623-35;  EAACI.Allergy 2001; 56: 813-24;J Allergy Clin Immunol.2004;113(5):832-6  

Conceptes
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Intolerància a la lactosa,..

Escombroidosi,…

Additius,…
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• Al·lèrgia a aliments IgE mediada. 

• Al·lèrgia a aliments no IgE mediada: 

• Esofagitis - gastroenteritis eosinofílica 

• Enteropatia induida per proteïnes 

• Proctocolitis induida per proteïnes 

• Malaltia celíaca. Dermatitis herpetiforme
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• Substàncies antigèniques que provoquen la reacció al·lèrgica. 
Proteines o glicoproteines. 

• Característiques diferents que condicionen clínica: 

• Termoestabilitat: resistència a a temperatures (no es 
modifiquen per cocció o congelació) 

• Resistència a proteòlisi: enzims de la digestió, o ph gàstric.

Al·lèrgens
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• Famílies d’al·lèrgens amb reaccions encreuades entre espècies 
no relacionades. Regne animal i vegetal. 

• Seqüència proteica molt conservada a l’evolució filogenètica, 
elevada homologia. 

• Poden ser antígens majors o menors. 

• Identificables per tècniques de diagnòstic molecular. 

• Funcions importants: proteines de defensa o reserva.

Panal·lèrgens
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• Proteines de reserva: 

• Superfamília de prolamines:prolamines, albúmines 2S 

• Superfamília de cupines: germines, vicilines, legumines 

• Proteines de defensa (PR): 

• Proteines PR-1, glucanases PR-2, quitinases PR-3, taumatines 
PR-5, peroxidases PR-9, PR-10, LTP, proteases, inhibidors de 
amilases, …profilines

Panal·lèrgens
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Panal·lèrgens

FAMILIA FUNCIÓN PROPIEDADES ALÉRGENOS 
REPRESENTATIVOS 

LTP 
Formación cutículas 
Defensa patógenos 

 
Resistentes a calor  y digestión 
proteíca. Reacciones de 
intensidad variable: desde 
síndrome de alergia oral (SAO) a 
reacciones sistémicas graves 
(anafilaxia) 
Relacionadas con alergia a frutas 
y vegetales en Área 
Mediterránea 
 

Melocotón      Pru p 3  

Avellana          Cor a 8 

Cacahuete      Ara h 9 

Manzana         Mal d 3 

Parietaria        Par j 2 

Artemisa         Art v 3 

Platanero        Pla a 3 

 

PROFILINAS Unión Actina  

 
Alergeno menor en múltiples 
plantas y alimentos vegetales.  
No resistencia a calor o digestión 
proteica (se toleran cocinados) 
Reacciones leves-moderadas: 
SAO lo más frecuente 
Múltiples positividades en 
pruebas cutáneas con poco 
significado clínico  

 

Abedul              Bet v 2 

Gramíneas       Phl p 1 2 

Olivo                 Ole e 2 

Melocotón       Pru p 4 

Apio                  Api g 4 

Manzana          Mal d 4 

Melón               Cuc c 2  

Plátano             Mus xp 1 

Tomate             Lyc e 1 

Avellana           Cor a 2 

Zanahoria        Dau c 4 

 

Homólogos  
Bet v 1 (PR-10) 

Proteínas relacionadas con 
patogénesis 
Funciones defensa 

No resistencia a calor o digestión 
proteica (se toleran cocinados) 
Reacciones leves-moderadas: 
SAO lo más frecuente 
Relacionadas con alergia a frutas 
y vegetales en Norte de Europa 
 

 
Abedul             Bet v 1 

Cacahuete       Ara h 8 

Soja                  Gly m 4 

Melocotón      Pru p 1 

Manzana         Mal d 1 

Avellana          Cor a 1  

Apio                 Api g 1.01 

Kiwi                  Act d 8 

Zanahoria       Dau c 1 

 

Polcalcinas 

 
Ligadoras de Calcio 
Posible función en control 
de nivel de calcio 
intracelular durante 
germinación  
 

Presentes en múltiples pólenes 
pero no en alimentos vegetales 

Abedul              Bet v 4 

Gramíneas       Phl p 7 

Taumatinas 
(PR-5) 

Funciones defensa 
(antifúngica) 

Resistentes a calor  y digestión 
proteíca. 

 

Kiwi                   Act d 2 

Manzana          Mal d 2 

Cereza              Pru av 2 

Melocotón       Pru p 2 

Ciprés               Cup a 3 

 Tabla 1: principales familias de panalergenos.  
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• Exercici físic 

• Alcohol 

• AINES 

• Menstruació, estrès, infeccions.

Cofactors
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• Prevalença a Espanya 7.4% i a Catalunya 8.7% 

• Prevalença en menors de 2 anys 47.2% 

• Des del 1992 s´ha duplicat

Epidemiologia
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Epidemiologia

Academia Europea de Alergia e 
Inmunología Clínica (EAACI)

Declaración Pública sobre 
la Alergia a los Alimentos 

y la Anafi laxia
Academia Europea de Alergia e 
Inmunología Clínica (EAACI)

Declaración Pública sobre 
la Alergia a los Alimentos 

y la Anafi laxia

• Prevalença a Europa: 17 milions de persones, 3,5 milions 
<25 anys. 

• Principal causa d’anafilaxia en nens. 
• x7 ingresos hospitalaris en <10 anys per reaccions 

al·lèrgiques greus en els últims 10 anys. 
• Europa 1/300 anafilaxi 
• USA: prevalença nens 8% i general 3-6%;  200 morts /any 

per anafilaxi
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• Més freqüent cutània: urticària, angioedema,  

• Gastrointestinals: dispepsia, vòmits,diarrea,…(rarament 
únics) 

• Sde oral al·lèrgic: picor, edema llavis,… 

• Anafilaxi: reacció ràpida, greu i generalitzada: clínica 
cutània, respiratòria, gastrointestinal, cardiovascular…

Clínica
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Manifestacions clíniques
63,5%

33,6%

24,7%
18%
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• Llet 
• Ou 
• Vegetals 

• Fruites 
• Fruites seques oleaginoses 
• Cereals 

• Marisc – Peix 
• Anisakis

Aliments al·lergènics més freqüents
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Freqüència d’aliments implicats segons 
l’edat:
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• La prevalença varia segons l’àrea geogràfica,  els costums 
alimentaris i a la palinologia de la zona. 

• Europa: fruita de la família Rosaceae. Segons Alergologica 
2005: 23,6% del total d’al·lèrgics a aliments.  

• Reaccions encreuades entre diferents aliments vegetals i 
pòl·lens: 20-40% pol·línics. 

• No desapareixen amb l’edat.

Al·lèrgia a aliments vegetals 
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• Ampli espectre de manifestacions clíniques immediates: 

• Per ingesta: SOA 61%, cutània 56%, anafilaxi 21%, 
gastrointestinal 19%, rinitis/asma <10% 

• Per contacte, urticària-angioedema 

• Cofactors 

• Diferències Geogràfiques: perfils de sensibilització/al·lergen implicat 
i clínica

Al·lèrgia a fruites 
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• Area mediterrània: panal·lergen més freqüent implicat és a LTP. 
Resistent a la cocció i digestió. 

• Sensibilització inicial al préssec (60% abans dels 15 anys), amb 
clínica d’urticària per contacte i/o per ingesta. Dos patrons: 

• Sensibilització única al préssec o la seva família, Prunoidea 
(albercoc, pruna, cirera). 

• Sensibilitzacions múltiples: reconeixen LTP de famílies de fruites 
més llunyanes, altres vegetals i inclús de pol·lens (artemisia o 
platanus).

Al·lèrgia a fruites 
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• Importants en la dieta mediterrània: Consum elevat i amb 
freqüència ocults 

• Panal·lèrgens: proteïnes de reserva (albúmines, legumines..) i de 
defensa (LTP), al·lèrgens termostables i resistents a digestió. 

• Risc de reaccions greus: 
• Cofactors 
• Reaccions sistèmiques per inhalació (cacauet) 

• Gran reactivitat encreuada entre els diferents fruits secs i altres 
aliments vegetals.

Al·lèrgia a fruites seques oleaginoses
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• Clínica: 

• Per inhalació de farines, pot ser malaltia ocupacional: 
rinitis i asma del forner. Al·lergen proteina de reserva. 

• Per ingesta: clínica característica anafilaxi induïda per 
exercici (i d’altres cofactors) i blat: 
• Al·lergen: omega-5-gliadina, també pot estar implicat 

LTP del blat  
• Interval entre ingesta i clínica molt variable (fins a 4 

hores)

Al·lèrgia a cereals
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• Prevalença en augment, elevat consum  
• Pot provocar reaccions al·lèrgiques greus: 

• El marisc cru, cuit i l’aigua de cocció  
• Inhalació de vapors de cocció: broncoespasme i edema de 

glotis 
• Cofactors 
• Més freqüents per crustacis 
• Panal·lergen: tropomiosina, resistent, alta homologia en 

crustacis, mol·luscs, àcars, insectes i nematodes 
• No desapareix amb l’edat

Al·lèrgia al marisc
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Al·lèrgia al peix

• Elevat consum de peix. Tercer aliment implicat en els nens. 
• Clínica més freqüent: urticària i angioedema 92%, en 14% 

clínica per inhalació de vapors de cocció, i també per contacte 
en adults. 

• Panal·lergen: parvalbúmina, principal al·lergen, termoestable i 
volàtil, present a tots els peixos en diferent quantitat i homologia 
(>blanc). 

• No desapareix amb l’edat
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▪ Incidència varia segons la geografia, punts de pesca i les 
costums de cocció 

▪ La prevalença de sensibilització a A. simplex varia segons 
estudis: 6-56%.

Alta incidència

Baixa incidència

Al·lèrgia a Anisakis
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• L’home és un hoste accidental 

• Parasita: 
• Peixos d’aigua salada 
• Cefalòpodes 
• Peixos d´aigua dolça alimentats amb 

desfets marins infestats

Anisakis: Cicle biològic
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• Ingesta de peixos o cefalòpodes crus o sotmesos a processos 
que no alteren la viabilitat de les larves 

• Associada a reacció als al·lèrgens del paràsit viu (a diferència de 
la parasitosi no al·lèrgica: anisakidosi) 

• Més freqüent adults no atòpics 

• Clínica: 

• Urticària, angioedema o anafilaxi  

• Urticària crònica o recurrent no filiada o inclús d’anafilaxi

Anisakiasi gastroal·lèrgica
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Diagnòstic d’al·lèrgia a aliments
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• Demostrar l’ associació causal amb l’aliment. 

• Demostrar el mecanisme immunològic implicat. 

    SEAIC: Comité de Reacciones Adversas a Alimentos.                                                        
Metodología diagnóstica en la alergia a alimentos. Alergol Inmunol Clin 1999;14(2):50-62

Diagnòstic d’al·lèrgia a aliments
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• Interpretació correcta de les proves amb les seves 
limitacions. Sensibilització vs  al·lèrgia. 

• Patró or: Prova de provocació oral 

• Diferenciar reaccions encreuades de cosensibilitzacions

Diagnòstic d’al·lèrgia a aliments
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• Diagnòstic precís és molt important: 

• Infradiagnòstic: risc per al pacient 

• Sobrediagnòstic: malnutrició, trastorns psicològics... 

• Important poder donar una valoració del risc.

Diagnòstic d’al·lèrgia a aliments
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• Primer nivell: 

• Anamnesi 

• Proves cutànies 

• Segon nivell: 

• Proves in vitro IgE total i específiques a aliments 

• Diagnòstic per components 

• Tercer nivell: 

• Provocació oral 

• Quart nivell: 

• Test d’activació de basòfils

Diagnòstic 
d’al·lèrgia a 

aliments
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Asthma and Clinical Immunology (SIAAIC)

Abstract 
Food allergy has an increasing prevalence in the general population and in Italy concerns 8 % of people with allergies. 
The spectrum of its clinical manifestations ranges from mild symptoms up to potentially fatal anaphylactic shock. A 
number of patients can be diagnosed easily by the use of first- and second-level procedures (history, skin tests and 
allergen specific IgE). Patients with complex presentation, such as multiple sensitizations and pollen-food syndromes, 
frequently require a third-level approach including molecular diagnostics, which enables the design of a component-
resolved sensitization profile for each patient. The use of such techniques involves specialists’ and experts’ skills on the 
issue to appropriately meet the diagnostic and therapeutic needs of patients. Particularly, educational programs for 
allergists on the use and interpretation of molecular diagnostics are needed.

Keywords: Food allergy diagnosis, Skin prick test, Molecular allergens, Molecular-based diagnosis, Challenge test, 
Basophil activation test
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and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/
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Background
Food Allergy (FA) is an increasingly recognized problem 
in relation to its prevalence in the general population. In 
Italy, it corresponds to 8  % of all patients with allergies 
[1–3] and the broad spectrum of its clinical manifesta-
tions, ranging from mild symptoms up to potentially fatal 
anaphylactic shock (Table 1). FA significantly affects the 
quality of life of patients and their families [4]. In adults, 
FA may persist from childhood or may develop at an 
older age. In the latter case, once established, FA is main-
tained throughout life, while paediatric FA frequently 
disappears during adolescence. FA may be responsible for 
signs and symptoms that occur shortly after consumption 
of the culprit food (from a few minutes to a few hours). 
The earlier they arise, the more serious they are. At times, 
symptoms appear after physical exercise (food dependent 
exercise induced anaphylaxis, FDEIA) and the ingestion 

(about 3 h before) of a specific food, which is safely eaten 
in the absence of exercise [5].

FA most commonly affects the skin (atopic dermatitis, 
urticaria, angioedema, eczema and various skin rashes) 
[6, 7]. Frequently, gastrointestinal manifestations are 
associated with cutaneous symptoms. The gut is rarely 
the only organ affected by food allergy. Symptoms range 
from dyspepsia and meteorism to colic, diarrhoea (rarely 
constipation), vomiting, gastroesophageal reflux, up to 
the most complex malabsorption syndromes, generally 
due to the infiltration of inflammatory cells in the gastro-
intestinal mucosa [8–10]. In some cases, mainly in pol-
len-allergic patients sensitive to molecules homologous 
to those contained in specific foods, symptoms appear 
in the form of itching and burning of the oral mucosa, 
papules or vesicles in the mouth, swelling of the lips and 
difficulty in swallowing, being defined as oral allergy syn-
drome [11]. Rhinitis, conjunctivitis, asthma and laryngeal 
edema are all possible FA manifestations independent 
from sensitization to inhalant allergens [12].

Each year 4–5/100,000 patients experience an anaphy-
lactic shock, with a cumulative risk equal to 0.5–2 % [13]. 
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• L'anamnesi es la part més important en el diagnòstic i en 
la sospita clínica d’al·lèrgia a un aliment.

L’anamnesi
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Descripció dels símptomes i la seva durada 

Relació temporal amb la ingesta 

Aliment i la seva elaboració: cru, cuit, pelat…. 

Cofactors associats: Exercici, AINES, alcohol,... 

Tolerància o evitació posterior d’aliments del mateix grup. 

Reaccions similars prèvies 

Tractament administrat

Dades a l’anamnesi
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• Proves cutànies  

• Prick test (extractes comercials): 

• Alta reproductibilitat 

• Alta sensibilitat 

• Alt valor predicitiu negatiu >90% (en extractes amb proteïnes estables). 

• Prick-by-prick (aliments en fresc), pot ser útil en els alments amb 
proteïnes làbils, com vegetals. Alt valor predictiu negatiu.

Proves cutànies
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• Limitació: contingut de l’extracte comercial, mescla heterogènia 
de proteines al·lergèniques i no allergèniques, glicoproteines i 
carbohidrats, poden degradar-se si són làbils. 

• No sempre estandaritzats. 

• Baixa especificitat i valor predictiu positiu. 

• Prova positiva indica sensibilització però no sempre al·lèrgia.

Proves cutànies
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more precise assessment of the ingestion risk of the sus-
pected food [33].

Prick +  prick (P +  P) P +  P is performed with fresh 
food, in particular vegetables, when the commercial 
extract is negative (or unavailable) but the clinical his-
tory is suggestive. When the food is solid, the technique 
involves firstly puncturing the fresh food (some allergens 
are located just under the skin of the fruit) and then the 
patient’s skin with a lancet according to the SPT standard 
procedure [34]. When the food is liquid, the technique is 
the same as in SPT.

P +  P has a good diagnostic reliability [35] with high 
predictive negative values. In the case of a positive result, 
it must be always taken into account that some foods are 
rich in histamine and lectins and can produce false posi-
tives. Obviously, the use of skin P + P with fresh food is 
not entirely risk-free and highly sensitive subjects may 
suffer systemic adverse reactions [36].

Atopy patch test (APT)
The APT is performed through the same technique used 
for common patch testing to identify the responsible 
hapten in contact dermatitis, and is aimed at assessing 
the delayed cell-mediated hypersensitivity to foods that 
may especially occur in children with atopic dermatitis or 
gastrointestinal reactions to foods. In 2010, the APT was 

considered an emerging test, like BAT and MBD [37], but 
subsequent studies did not confirm its diagnostic role to 
be as important as the other two techniques.

Second-level methods
In vitro assays for total serum IgE (tIgE) and specific IgE (sIgE) 
to foods
Like SPT and P + P, in vitro tests only certify a sensitiza-
tion and the interpretation of results is the allergist’s task. 
Thus, measuring tIgE may be useful in grading allergy 
conditions, but only when used in combination with 
other tests. Indeed, tIgE alone has no predictive value in 
relation to the diagnosis of FA. The assay of sIgE for food 
extracts is a second-level test in the view of costs. Thus, it 
should be requested only after skin tests. However, it may 
still be exceptionally considered a first-level test in those 
conditions in which SPT cannot be performed (e.g. very 
young paediatric patients, concomitant antihistamine 
therapy or skin alterations, risk of systemic reactions). 
Importantly, an in vivo test is able to detect the biological 
effects (revealed by wheal, redness, itching, etc.) caused 
by the presence of sIgE bound to skin mast cells, while 
the serum test only detects the presence of circulating 
IgE specific to a particular allergen. It is therefore possi-
ble that the results of the two tests are different [38].

Nowadays, quantitative methods with extracts have 
levels of sensitivity (and negative predictive values) com-
parable to APT, with high specificity and positive pre-
dictive value [37]. The test is suitable to detect the IgE 
specific for a given allergen, in a quantitative way, in a 
range between 0.10 and 100 kU/L. As for the SPT reac-
tion diameter, specific IgE levels exceeding a certain 
value (“diagnostic cut-off”) showed a predictive value of 
95 % for a symptomatic allergy [32, 39] (Table 5). Thus, 
in the presence of a compatible clinical history, sIgE can 
confirm the diagnosis of FA without requiring further 
challenge tests. However, the predictive values vary from 
one study to another. The results are influenced by many 
variables such as the patient’s age, duration of food aller-
gen avoidance at the time of testing, selection of patients 

Table 3 Technical procedure for SPT

Apply one drop for each allergen extract to be tested, maintaining a minimum distance of 3 cm between drops on the volar part of the patient’s fore-
arm (5 cm from wrist and 3 cm from the antecubital fossa)

Apply pressure, through a sterile, disposable lancet, to each single allergen, pricking to a depth of 1 mm for each drop, perpendicular to the skin’s 
surface

Hold for about 3 s with moderate pressure without moving the hand or turning to avoid bleeding

Carefully remove the allergen solution with blotting paper

 The same procedure is to be followed to test histamine (10 mg/ml) as a positive control and physiological glycerine as a negative control

Reading of the results: after 15 min from the performance of the test

Interpretation of the test: a positive result is defined by the appearance of a wheal of at least 3 mm in average diameter. Responses to histamine and 
the negative control should be carefully considered. The latter verifies that the patient does not suffer from dermographism and the former demon-
strates a “normal response” to histamine (with no negative interference from drugs or other conditions, such as hypo-reactivity of the skin)

Table 4 Native or recombinant molecules available for SPT

Molecule Source

Lactalbumin Cow’s milk

Beta-lactoglobulin Cow’s milk

Casein Cow’s milk

Ovalbumin Egg white

Ovomucoid Egg white

LTP (Pru p 3) Peach

Profilin (Pho d 2) Palm tree

PR10 (Mal d 1) Apple (not available in Italy)

• Bateria amb extractes aliments complerts, més freqüents. 

• Afegir altres aliments sospitosos. 

• Actualment possibilitat d’afegir extractes d’al·lergens moleculars:

Proves cutànies

tropomiosina de gamba
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• Proves in vitro: IgE específiques sèriques: RAST o CAP. Tècniques 
quantitatives 0,1 -100 kU/L. 

• Proves de segona línia, utilitat en associació amb les proves 
cutànies. 

• Primera línia en cas de: pacients de risc per reaccions molt greus 
(anafilaxi), pacients amb dermografisme, o tractats amb medicació 
que altera proves cutànies.  

• Prova més cara 

• Alta sensibilitat.

Proves in vitro
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• La sensibilitat i especificitat de la prova cutània i la IgE específica 
sèrica varia segons l’aliment. 

• En general tant la prova cutània com la IgE específica sèrica són 
proves sensibles però no específiques. 

• En alguns aliments s’ha descrit un nivell, “diagnostic cut-off”, que 
determina un valor predictiu positiu del 95% d’al·lèrgia simptomàtica. 

Diagnòstic d´al·lèrgia a aliments
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Abstract

Background: We investigated the accuracy of tests used to diagnose food allergy.
Methods: Skin prick tests (SPT), specific-IgE (sIgE), component-resolved diagno-

sis and the atopy patch test (APT) were compared with the reference standard of

double-blind placebo-controlled food challenge. Seven databases were searched

and international experts were contacted. Two reviewers independently identified

studies, extracted data, and used QUADAS-2 to assess risk of bias. Where possi-

ble, meta-analysis was undertaken.
Results: Twenty-four (2831 participants) studies were included. For cows’ milk

allergy, the pooled sensitivities were 53% (95% CI 33–72), 88% (95 % CI 76–94),
and 87% (95% CI 75–94), and specificities were 88% (95% CI 76–95), 68%

(95% CI 56–77), and 48% (95% CI 36–59) for APT, SPT, and sIgE, respectively.

For egg, pooled sensitivities were 92% (95% CI 80–97) and 93% (95% CI 82–
98), and specificities were 58% (95% CI 49–67) and 49% (40–58%) for skin prick

tests and specific–IgE. For wheat, pooled sensitivities were 73% (95% CI 56–85)
and 83% (95% CI 69–92), and specificities were 73% (95% CI 48–89) and 43%

(95% CI 20–69%) for SPT and sIgE. For soy, pooled sensitivities were 55%

(95% CI 33–75) and 83% (95% CI 64–93), and specificities were 68% (95% CI

52–80) and 38% (95% CI 24–54) for SPT and sIgE. For peanut, pooled sensitivi-

ties were 95% (95% CI 88–98) and 96% (95% CI 92–98), and specificities were

61% (95% CI 47–74), and 59% (95% CI 45–72) for SPT and sIgE.
Conclusions: The evidence base is limited and weak and is therefore difficult to

interpret. Overall, SPT and sIgE appear sensitive although not specific for diag-

nosing IgE-mediated food allergy.

Allergy 69 (2014) 76–86 © 2013 John Wiley & Sons A/S. Published by John Wiley & Sons Ltd76

conducted in Europe. Twenty-two studies were cohort studies
and two were case–control studies. The majority (n = 21)
included infants or children under 18 years of age. At the study
entry, all participants in six studies had atopic eczema/dermati-
tis. Eight studies reported data on more than one target food.
Most studies were judged to be at high or unclear risk of bias
in all domains except flow and timing. Applicability concerns
were judged as high mainly in the index test domain because in
18 studies, there was prior testing with SPT and/or specific-IgE
when a diagnosis of food allergy was suspected. Further details
are available in the online supplement.

Main findings

Table 2 shows summary results for each target food where
meta-analysis was possible.

Cow’s milk
Figure S2 shows the pairs of sensitivity and specificity from
each study, including the cutoffs used, for APT (three stud-
ies), SPT (six studies), and specific-IgE (six studies). The sum-
mary sensitivity and specificity of APT were 53% (95% CI
33–72) and 88% (76–95%). For SPT and specific-IgE, the
summary sensitivities were 88% (76–94%) and 87% (75–
94%), and specificities were 68% (56–77%) and 48% (36–
59%), respectively. Although there was some between-study
heterogeneity, the summary estimates suggest that specific-
IgE detects on average the same number of cases per 100
people with cow’s milk allergy as SPT, but gives on average
20 additional false-positive diagnoses for every 100 people
without the allergy (P < 0.01).

Hen’s egg

Figure S3 shows the pairs of sensitivity and specificity from
each study for APT (one study), SPT (five studies), and spe-
cific-IgE (five studies) at the different cutoffs reported. The
sensitivity and specificity of APT in the single study were
41% (32–50%) and 88% (77–95%). For SPT and specific-

IgE, the summary sensitivities were 92% (80–97%) and 93%
(82–98%), and specificities were 58% (49–67%) and 49%
(40–58%), respectively. No significant differences in sensitiv-
ity and/or specificity were observed when SPT was compared
to specific-IgE (Table 2).

Wheat

Figure S4 shows the pairs of sensitivity and specificity from
each study for APT (one study), SPT (five studies), and spe-
cific-IgE (five studies) at the different cutoffs reported. The
sensitivity of APT was 26% (16–40%) and specificity was
89% (82–94%) in the single study. For SPT and specific-IgE,
the summary sensitivities were 73% (56–85%) and 83% (69–
92%), and specificities were 73% (48–89%) and 43% (20–
69%), respectively. There was a significant difference in speci-
ficity (P < 0.01) with SPT having a higher specificity than
specific-IgE (Table 2). The results suggest that specific-IgE
detects on average 11 more cases of every 100 people with
wheat allergy than SPT, but gives on average 31 additional
false-positive diagnoses for every 100 people without the
allergy.

Soy

Figure S5 shows the sensitivities and specificities for studies
that evaluated APT (one study), SPT (four studies), and spe-
cific-IgE (three studies) at the different cutoffs reported. The
single study of APT reported a sensitivity of 24% (12–41%)
and specificity of 86% (79–91%). For SPT and specific-IgE,
the summary sensitivities were 73% (56–85%) and 83% (69–
92%), and specificities were 73% (48–89%) and 43% (20–
69%), respectively. Significant differences in sensitivity and
specificity were observed with specific-IgE having a higher
sensitivity than SPT (P = 0.01) but lower specificity
(P < 0.01; Table 2). The summary estimates suggest that spe-
cific-IgE detects on average 28 more cases of every 100 peo-
ple with soy allergy than SPT, but gives on average 30
additional false-positive diagnoses for every 100 people with-
out the allergy.

•Prospective, including 
cross-sectional studies

•Retrospective, including 
case-control studies

Study designs

•Any age (presenting with 
suspected food allergy 
caused by cow's milk, 
hen's egg, wheat, soy, 
peanut, tree nut, fish, or 
shellfish)

Participants
•Atopy patch tests
•Skin prick tests
•Specific IgEs
•Component-specific-IgEs

Index tests

•DBPCFC in at least 50% 
of the included 
participants

Reference
Standard 

Figure 1 Study designs, participants, index tests, and reference standard eligible for this review.
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Prick test IgE específica sèrica

Sensibilitat Especificitat Sensibilitat Especificitat

LLET 88% 68% 87% 48%

OU 92% 58% 93% 49%

BLAT 73% 73% 83% 43%

SOJA 73% 73% 83% 43%

CACAUET 95% 61% 96% 59%
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• IgE específica sèrica front a components d’al·lèrgens obtinguts de 
fonts al·lergèniques (purificats o natius) o per producció per 
tecnologia Recombinant DNA. Poden ser útils per: 

• Diferenciar cosensibilitzacions. 

• Identificar reaccions encreuades (panal·lergens).  

• Diferenciar sensibilització d’al·lèrgia. 

• Valorar gravetat.

Proves in vitro: diagnòstic per components
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• Determinacions úniques, ImmunoCap: quantitatives. 

• Determinacions múltiples: ImmunoCap ISAC (Immuno-Sorbent Allergen Chip) 
per multiplexat, qualitativa, inclou 112 determinacions de neumoal·lèrgens, 
aliments, latex i verins. 

• Utilitat: Pacients complexes. Polisensibilitzats. Reaccions pol·lens i 
aliments. Petita mostra de sang. 

• Inconvenient: Cost, clarament superat si s’han de fer múltiples 
determinacions.

Proves in vitro: diagnòstic per components
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PR-10 proteína, Bet v 1 homóloga
n  Proteína lábil al calor, los alimentos cocinados son tolerados con frecuencia
n  Asociados frecuentemente con síntomas locales como el Síndrome de Alergia Oral (SAO)
n  Asociados frecuentemente con las reacciones alérgicas a frutas y vegetales en el Norte de Europa 

LTP (non-specific Lipid Transfer Protein, nsLTP) 
n  Proteína estable al calor y la digestión, puede dar reacciones cuando se encuentra  
 en alimentos cocinados
n  Asociado frecuentemente con reacciones sistémicas y muy severas cuando se asocia al SAO
n  Asociado frecuentemente con las reacciones alérgicas a frutas y vegetales en el Sur de Europa

Profilina
n  Raramente asociado con síntomas clínicos pero pudiendo ser causa demostrable de reacciones   
 severas en un pequeño número de pacientes

Proteína de almacenaje
n Proteína que se encuentra en las semillas sirviendo como materia prima durante el crecimiento de  
 una nueva planta
n A menudo proteínas estables y resistentes al calor causando también reacciones en los  
 alimentos cocinados

CCD
n  Marcador de sensibilización a la reactividad cruzada de los componentes de los carbohidratos
n  Raramente asociado con síntomas clínicos pero pudiendo ser causa demostrable de reacciones   
 severas en un pequeño número de pacientes

Tropomyosina
n Proteína localizada en las fibras musculares
n Marcador de reactividad cruzada entre crustáceos, ácaros y cucaracha

Parvalbumina
n Uno de los mayores alérgenos del pescado
n Marcador de reactividad cruzada entre diferentes especies de pescado y anfibios
n Proteína estable al calor y la digestión causando reacciones también con alimentos cocinados

Albumina sérica
n Una proteína común presente en diferentes fluidos biológicos y sólidos por ejemplo, leche y carne  
 de vaca, huevos y pollo
n Reactividad cruzada entre albúminas de diferentes especies animales, por ejemplo,  
 entre gato y perro y gato y cerdo

ImmunoCAP® Componentes Alérgicos
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• Consisteix en l’administració pregressiva de l’aliment, 
iniciant amb dosis baixes i monitoritzant els símptomes. 

• Patró or 

• Diagnòstic de certesa 

• Medi hospitalari  

• Pot ser: oberta, simple cec o doble cec 

• Cal signar consentiment informat

Prova provocació oral 
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• Possibles indicacions: 

• Identificar l’aliment responsable. 

• Monitoritzar tolerància en alguns casos d’història d’al·lèrgia. 

• Ampliar dieta en pacients amb múltiples restriccions. 

• Establir la tolerància a aliments amb reactivitat encreuada. 

• Determinar aliments causants de símptomes en patologies 
cròniques com la dermatitis atòpica o la esofagitis eosinofílica.

Prova provocació oral 
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• Contraindicacions: 

• Causa clara. 

• Risc de reacció greu: anafilaxi prèvia, reacció amb el prick test, 
resultat positiu previ a al·lèrgens amb possible reacció greu. 

• Risc d’administració d’adrenalina. 

• Betabloquejants, IECAs. 

• Embaràs.

Prova provocació oral 
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• Canvi del fenotip dels basòfils en incubar la sang total del 
pacient amb l’al·lergen. 

• Utilitat: en reaccions IgE i no IgE mediades. 

• Imita la reacció que es dona in vivo. 

• Encara no es por utilitzar de rutina, pendent de validació i 
només a l’abast d’alguns laboratoris.

Test d’activació de basòfils
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Fig. 1 Flow chart for the diagnosis of food allergy
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Guidelines for the use and interpretation 
of diagnostic methods in adult food allergy
Donatella Macchia1, Giovanni Melioli2, Valerio Pravettoni3, Eleonora Nucera4, Marta Piantanida3, 
Marco Caminati5*, Corrado Campochiaro6, Mona-Rita Yacoub6, Domenico Schiavino4, Roberto Paganelli7, 
Mario Di Gioacchino8 and On behalf of the Food Allergy Study Group (ATI) of the Italian Society of Allergy, 
Asthma and Clinical Immunology (SIAAIC)

Abstract 
Food allergy has an increasing prevalence in the general population and in Italy concerns 8 % of people with allergies. 
The spectrum of its clinical manifestations ranges from mild symptoms up to potentially fatal anaphylactic shock. A 
number of patients can be diagnosed easily by the use of first- and second-level procedures (history, skin tests and 
allergen specific IgE). Patients with complex presentation, such as multiple sensitizations and pollen-food syndromes, 
frequently require a third-level approach including molecular diagnostics, which enables the design of a component-
resolved sensitization profile for each patient. The use of such techniques involves specialists’ and experts’ skills on the 
issue to appropriately meet the diagnostic and therapeutic needs of patients. Particularly, educational programs for 
allergists on the use and interpretation of molecular diagnostics are needed.

Keywords: Food allergy diagnosis, Skin prick test, Molecular allergens, Molecular-based diagnosis, Challenge test, 
Basophil activation test

© 2015 Macchia et al. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License 
(http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, 
provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, 
and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/
publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Background
Food Allergy (FA) is an increasingly recognized problem 
in relation to its prevalence in the general population. In 
Italy, it corresponds to 8  % of all patients with allergies 
[1–3] and the broad spectrum of its clinical manifesta-
tions, ranging from mild symptoms up to potentially fatal 
anaphylactic shock (Table 1). FA significantly affects the 
quality of life of patients and their families [4]. In adults, 
FA may persist from childhood or may develop at an 
older age. In the latter case, once established, FA is main-
tained throughout life, while paediatric FA frequently 
disappears during adolescence. FA may be responsible for 
signs and symptoms that occur shortly after consumption 
of the culprit food (from a few minutes to a few hours). 
The earlier they arise, the more serious they are. At times, 
symptoms appear after physical exercise (food dependent 
exercise induced anaphylaxis, FDEIA) and the ingestion 

(about 3 h before) of a specific food, which is safely eaten 
in the absence of exercise [5].

FA most commonly affects the skin (atopic dermatitis, 
urticaria, angioedema, eczema and various skin rashes) 
[6, 7]. Frequently, gastrointestinal manifestations are 
associated with cutaneous symptoms. The gut is rarely 
the only organ affected by food allergy. Symptoms range 
from dyspepsia and meteorism to colic, diarrhoea (rarely 
constipation), vomiting, gastroesophageal reflux, up to 
the most complex malabsorption syndromes, generally 
due to the infiltration of inflammatory cells in the gastro-
intestinal mucosa [8–10]. In some cases, mainly in pol-
len-allergic patients sensitive to molecules homologous 
to those contained in specific foods, symptoms appear 
in the form of itching and burning of the oral mucosa, 
papules or vesicles in the mouth, swelling of the lips and 
difficulty in swallowing, being defined as oral allergy syn-
drome [11]. Rhinitis, conjunctivitis, asthma and laryngeal 
edema are all possible FA manifestations independent 
from sensitization to inhalant allergens [12].

Each year 4–5/100,000 patients experience an anaphy-
lactic shock, with a cumulative risk equal to 0.5–2 % [13]. 
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Background
Food Allergy (FA) is an increasingly recognized problem 
in relation to its prevalence in the general population. In 
Italy, it corresponds to 8  % of all patients with allergies 
[1–3] and the broad spectrum of its clinical manifesta-
tions, ranging from mild symptoms up to potentially fatal 
anaphylactic shock (Table 1). FA significantly affects the 
quality of life of patients and their families [4]. In adults, 
FA may persist from childhood or may develop at an 
older age. In the latter case, once established, FA is main-
tained throughout life, while paediatric FA frequently 
disappears during adolescence. FA may be responsible for 
signs and symptoms that occur shortly after consumption 
of the culprit food (from a few minutes to a few hours). 
The earlier they arise, the more serious they are. At times, 
symptoms appear after physical exercise (food dependent 
exercise induced anaphylaxis, FDEIA) and the ingestion 

(about 3 h before) of a specific food, which is safely eaten 
in the absence of exercise [5].

FA most commonly affects the skin (atopic dermatitis, 
urticaria, angioedema, eczema and various skin rashes) 
[6, 7]. Frequently, gastrointestinal manifestations are 
associated with cutaneous symptoms. The gut is rarely 
the only organ affected by food allergy. Symptoms range 
from dyspepsia and meteorism to colic, diarrhoea (rarely 
constipation), vomiting, gastroesophageal reflux, up to 
the most complex malabsorption syndromes, generally 
due to the infiltration of inflammatory cells in the gastro-
intestinal mucosa [8–10]. In some cases, mainly in pol-
len-allergic patients sensitive to molecules homologous 
to those contained in specific foods, symptoms appear 
in the form of itching and burning of the oral mucosa, 
papules or vesicles in the mouth, swelling of the lips and 
difficulty in swallowing, being defined as oral allergy syn-
drome [11]. Rhinitis, conjunctivitis, asthma and laryngeal 
edema are all possible FA manifestations independent 
from sensitization to inhalant allergens [12].

Each year 4–5/100,000 patients experience an anaphy-
lactic shock, with a cumulative risk equal to 0.5–2 % [13]. 
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• Existeixen mètodes no validats ni acceptats. 

• Utilitzats per a diferents malalties. 

• Falsos diagnòstics i augmenta la confusió entre els pacients.

Actividad dietética 2008;12:76-80. Document de grup de treball al·lèrgia a aliments, SCAIC. 
EAACI. http://www.eaaci.org/patients/diagnosis-and-treatment/non-validated-tests.html

Tècniques de diagnòstic    
no validades en al·lèrgia alimentària

http://www.eaaci.org/patients/diagnosis-and-treatment/non-validated-tests.html
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• Proves in vitro: 

• Proves citotòxiques: Alcatest i altres. Incuben 
cèl·lules amb extractes d’aliments. 

• Proves IgG específica front aliments: IADM,… 

• Proves in vivo: kinesiologia aplicada, bioresonància, 
tests electrodèrmics….

Proves no validades
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Tractament al·lèrgia a aliments
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• Educació del pacient:  

• Dieta d’evitació. Cofactors. 

• Tractament de la reacció: 

• Antihistamínics +/- corticoides 

• Autoinjectors d’adrenalina: Anafilaxi

Tractament



Tap de seguretat

Agulla protegida
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Pla d’actuació

• Pla d’actuació per escrit  
• Família. 
• Escola. 
• Entorn laboral.

Identificació de al·lèrgia:  
braçalet o targeta.

PLAN DE ACTUACIÓN ANTE UNA ANAFILAXIA EN CENTROS EDUCATIVOS

Alumno/a:

Edad:           Peso:

Centro escolar: 

Curso:

Padre/Madre/
Representante:

Teléfono de aviso:

Profesor/a tutor/a:  

Lugar de medicación:

FOTO 

Alérgico/a a:

Asmático/a:   NO     SI (Riesgo alto a reacciones graves)

2º PASO: SI SOSPECHA DE 
ANAFILAXIA, AVISE AL 061 ó 
AL 112 Y SIGA INSTRUCCIONES

1. NO DEJE NUNCA SOLO AL NIÑO/ADOLESCENTE.
2. Llame a Urgencias (Tel.: 061 ó 112) y comunique que se trata de una anafilaxia.
3. Llame a los padres o a los tutores legales.
4. Aunque no pueda contactar con los padres o con el representante legal, no 
dude en administrarle la medicación (deber de socorro) siguiendo instrucciones 
del 061 ó del 112.

1 2 3
1. Coja la pluma autoinyectable 
de adrenalina con la mano 
dominante (la que usa para 
escribir), el dedo gordo debe 
quedar cerrando al resto, y 
nunca apoyado en los extremos.

2. Con la otra mano, quite el 
tapón de seguridad (amarillo 
o azul según la adrenalina).

3. Coloque el extremo negro o 
naranja del inyector en la parte 
externa del muslo y sujételo en 
ángulo recto.

4 5 6

4. Presione el extremo 
negro o naranja del inyector 
enérgicamente hasta que 
note el clic que confirma que 
ha empezado la inyección. 
Manténgalo presionado 10 
segundos.

5. Masajee la zona de 
inyección durante 10 
segundos.

6. Llame al 061 ó al 112, diga 
“anafilaxia”, solicite atención 
médica inmediata.

1er PASO: EVALUAR Y TRATAR

Ronchas o habones en la cara, enrojecimiento, picor en boca o en labios.

Hinchazón de: labios, párpados, manos u otra parte del cuerpo.

Dolor abdominal, náuseas, vómitos o diarreas.

Picor de ojos o de nariz, estornudos frecuentes, mucosidad abundante, ojos rojos o lagrimeo.

Opresión en garganta, voz ronca o afónica, tos repetitiva.

Respiración dificultosa, voz entrecortada, tos seca repetitiva, ahogo, pitos, piel o labios azulados.

Palidez, pulso débil, pérdida de conocimiento, mareo, sensación de muerte inminente.

El especialista debe rellenar esta hoja

¡achís!

¡achís!

1

2

3

4

5

6

7

ADMINISTRAR ADRENALINA AUTOINYECTABLE: 0,15/150-0,30/300

ADMINISTRAR ADRENALINA AUTOINYECTABLE: 0,15/150-0,30/300

ADMINISTRAR ADRENALINA AUTOINYECTABLE: 0,15/150-0,30/300
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¡cof!

¡cof!
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Tractament anafilaxi
  “Se debe potenciar la prescripción de adrenalina en 

pacientes con riesgo de anafilaxia. Sería beneficioso 
adoptar un abordaje armonizado que requeriría que los 
autoinyectores de adrenalina estuviesen disponibles en 
todos los espacios públicos de la UE.”*

*Declaració pública sobre la al.lèrgia als aliments i l’ anafilaxi
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Novetats en el tractament 
al·lèrgia a aliments
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Modificado de Nowak-Sampson, JACI 2011

Altres opcions terapèutiques
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Clinical reviews in allergy and immunology

Series editors: Donald Y. M. Leung, MD, PhD, and Dennis K. Ledford, MD

Food allergen immunotherapy: Current status and
prospects for the future

Robert A. Wood, MD Baltimore, Md

Food allergy is a common condition for which the only currently
approved treatments are avoidance of the allergenic food and
administration of emergency medications on accidental
exposure. Over the past 10 years, significant advances have been
made in the field of food immunotherapy, including oral
immunotherapy, sublingual immunotherapy, and, more
recently, epicutaneous immunotherapy. Each of these
approaches are intended to induce some level of desensitization
with chronic or repeated exposure to the allergenic food protein,
although the risks and potential benefits of each treatment differ
significantly. Although new data are emerging at a rapid pace
and progress has been substantial, a number of important issues

need to be addressed before introduction of these therapies into
clinical practice. Furthermore, it is entirely possible that
advances in this field will render these current approaches
obsolete over the next 20 to 30 years as new and better therapies
are developed. (J Allergy Clin Immunol 2016;137:973-82.)

Key words: Food allergy, peanut allergy, egg allergy, milk allergy,
immunotherapy, oral immunotherapy, sublingual immunotherapy,
epicutaneous immunotherapy, omalizumab

Discuss this article on the JACI Journal Club blog: www.jaci-
online.blogspot.com.

Food allergy (FA) is very common, affecting up to 8% of young
children and 3% to 6%of the entire US population,1-4 and its prev-
alence appears to have increased significantly over the past 15 to
20 years.4,5 The only currently approved treatments for FA are
avoidance and administration of emergency medications on acci-
dental exposure. Although many young children with FA will
develop natural tolerance over time, for many, it persists into
adolescence and adulthood, including most with peanut and tree
nut allergy and important subsets of patients with milk and egg
allergy.1,3,6,7 FA causes significant impairment in quality of
life8 and can lead to nutritional deficiencies9 and, even with
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Abbreviations used
DBPC: Double-blind, placebo-controlled
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FDA: US Food and Drug Administration
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SLIT: Sublingual immunotherapy
SU: Sustained unresponsiveness

meticulous avoidance, frequent and potentially life-threatening
reactions.10,11 Given the prevalence of FA and its associated mor-
bidities, safe and effective therapies are highly desirable.

Immunotherapy relies on the delivery of increasing doses of
specific allergens over time with the goal of developing desen-
sitization and eventual tolerance. Although the exact mechanisms
underlying allergen immunotherapy are still not fully understood,
it is known to induce allergen-specific regulatory T cells, which
suppress TH2 responses. This response is coupled with increases
in levels of allergen-specific IgG4 antibodies and reductions in
mast cell and basophil activation and mediator release.12-15

Over the past century, immunotherapy has been successfully
used to treat asthma, allergic rhinitis, and venom hypersensitivity.
Published case reports of immunotherapy for FA date back to at
least the 1940s,16-20 but the first randomized placebo-controlled
study was not published until 2005.21 In the 1990s, an attempt
to use subcutaneous immunotherapy (SCIT) for peanut allergy re-
sulted in an unacceptably high rate of systemic reactions, such
that this approach was largely abandoned.22 Therefore subse-
quent studies have focused on alternative routes of delivery or
potential modification of allergenic proteins in an effort to induce
tolerance while at the same time reducing risk. Here we will
review the current status of oral immunotherapy (OIT), sublin-
gual immunotherapy (SLIT), and epicutaneous immunotherapy
(EPIT), as well as other novel approaches for the potential
treatment of the patient with persistent FA.

OIT
OIT is accomplished by mixing the allergenic food into a

vehicle and ingesting it in gradually increasing doses. Protocols
have varied considerably with regard to dosing and the type of
food used, with some using commercially available foods
(eg, liquid milk) and others using specifically prepared products
(eg, defatted peanut flour). Although these therapies can essen-
tially be purchased in the grocery store, most OIT research has
been and should be conducted with US Food and Drug
Administration (FDA) oversight, which requires Investigational
New Drug status with FDA-regulated standards and safeguards.
For example, allergenic proteins must be identified and quanti-
fied, and the product must be shown to be free of microbial
contaminants.

Although the details vary considerably, most OIT protocols
include an initial dose escalation, followed by a gradual dose
build-up and a prolongedmaintenance phase (Fig 1).13,23,24 Initial
dose escalation is typically conducted on a single day, beginning
with an extremely small dose that is rapidly increased (eg, starting
with 0.1 mg of the food protein and increasing in doubling doses

to a maximum of 10 to 25 mg).25-27 The intent of the initial esca-
lation is to begin and remain at subthreshold levels and identify a
safe starting dose for home administration. In the build-up phase
dose escalations, which vary in increments from 25% to 100% in
different protocols, are typically conducted under a physician’s
supervision every 1 to 2 weeks, with daily home doses in between
until the target maintenance dose is achieved. Studies also differ
markedly in both the maintenance dose and duration of treatment,
with doses ranging from 300 to 4000 mg and durations ranging
from months to years. Tables I to III25-41 show some of the vari-
ability in study design in terms of maintenance dosing, duration
of therapy, and outcomes.

Efficacy of OIT
Although individual responses vary considerably, OIT will

induce significant desensitization in most patients who are able to
tolerate the therapy.25-30,42,43 Desensitization is defined as a tem-
porary increase in the threshold for reactivity in which mainte-
nance of the desensitized state requires continued exposure to
prevent the recurrence of reactivity. In some trials subjects who
are successfully desensitized will then discontinue treatment,
typically for 4 to 8 weeks, after which another oral food challenge
(OFC) is performed to determine whether they have sustained un-
responsiveness (SU), which is defined as no increase in reactivity
after this period of avoidance. Although initial studies used the
term tolerance rather than SU, that term has largely been aban-
doned because it clearly overestimates the potential of these ther-
apies, with even SU not seen in a majority of treated
subjects.26,28,30,31,43-46 This lack of sustained protection has
important implications for the future of food immunotherapy
and reinforces the experimental nature of this treatment. Further-
more, there are a paucity of long-term follow-up studies, and
those that have been done indicate that even patients who appear
to be completely desensitized can lose protection over time.44

Immunologic changes with OIT
The keymechanisms bywhichOIT induces desensitization and

potentially longer-term protection are still under investigation.
Early immunologic changes include an increase in food-specific
IgG4 levels and decreased basophil and mast cell responsiveness,
with decreased skin test responses and basophil activation seen in
the first few months of treatment.26,28,29,45 Allergen-specific IgE
levels increase initially and then gradually decrease, and some
studies have shown that OIT alters the binding pattern of antigen
to IgE, possibly through changes in the diversity of epitope recog-
nition or altered antigen affinity.47 After 6 to 12 months, there ap-
pears to be a shift away from TH2 cytokine production toward a
TH1 profile.29 Immune suppression by regulatory T cells and
clonal anergy occur later in the course of OIT, including increased
function of antigen-specific CD41CD251 forkhead box protein
P3–positive regulatory T cells.42,45 Finally, consistent with the
potentially transient clinical efficacy of OIT, it has also been
shown that many of these immunologic changes are transient,
even while receiving maintenance therapy.45

Representative OIT trials
Peanut OIT. For further information on peanut OIT, see

Table I.
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• “Immunoteràpia oral”(inducció de tolerància oral): cacauet, llet i ou. 
Immunoteràpia sublingual: avellana, préssec, cacauet. Vacuna sublingual 
comercialitzada de préssec. 

• Estudis que demostren que la immunoteràpia sublingual i oral indueixen 
desensibilització. 

• La inmunoteràpia oral te un major risc d’efectes secundaris. 

• La desensibilització és transitòria en la majoria de pacients. 

• 10-20% no toleren la immunoteràpia oral. 

• Es produeixen canvis immunològics però no tenim un marcador de predicció de 
resposta.
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• Malaltia amb elevada prevalença en diferents edats de la vida 

• Importància d’un diagnòstic acurat.  

• El diagnòstic d’al·lèrgia alimentària s’estableix : 
• La història clínica 
• Les proves diagnòstiques validades 

• Avenços en tècniques de diagnòstic molecular per components 

• Tractament 
• Dietes d’evitació  
• Altres opcions de tractament en pacients seleccionats: 

• Inducció de tolerància oral i anticossos monoclonals 
• Vacunes sublinguals

Resum


