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Learning Objectives

Upon completion of this learning activity, participants should be able to:

1. Identify clinical scenarios requiring oral food challenges (OFCs).

2. Perform OFCs in their practice setting.

3. Interpret OFC results and provide patients and their families with appropriate 

dietary guidance.
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• OFCs: medically supervised feeding test 

• Types: open, single-blind, double-blind placebo-controlled food 

challenges (DBPCFC)

• Only 1/3 of suspected culprit foods are confirmed allergens during 

DBPCFC

Introduction



1. Gold standard for diagnosis of food allergy, especially when history 

and SPT/sIgE testing are inconclusive

2. Assess tolerance, resolution, desensitization, remission

3. Determine threshold for allergic reaction
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Indications



Patient Selection & Other Considerations

• Importance of food in the family’s diet

• Nutritional value of food

• Likelihood of incorporating food in diet after OFC

• Social burden of avoidance

• Quality of life implications

• Low risk for FA but patient/family too nervous to try highly allergenic food at home 

and there is a clear benefit (eg, FA prevention)



Bird et al., J Allergy Clin Immunol, 2020

What scenarios might you consider challenging patients with 
serum IgE and/or SPT results that suggest 95% likelihood of a 
positive OFC?



Contraindications

• Uncontrolled asthma, atopic dermatitis, and/or allergic rhinitis

• Recent severe reaction

• Active infection



High-Risk OFC Patients

• History of severe reactions/anaphylaxis

• Asthma (regardless of severity)

• Very low threshold (ie, reactive to trace amounts)

• Allergen being challenged -> milk, peanut, tree nuts, fish, shellfish

 Foods frequently associated with fatal/near-fatal reactions

• Difficult vascular access

• Treatment with beta-blockers or ACE inhibitors

UPDATE from AAAAI-EAACI PRACTALL Guidelines:

Mitigate risks using step-wise dosing protocols tailored to patient-

specific IgE levels and history of anaphylaxis



Patient Preparation Pre-OFC

• Optimize allergic co-morbidities

• Hold medications that may interfere with outcome of OFC (eg, 

antihistamines)

• Fast 4 hours before OFC, light meal 2 hours prior okay for young 

children

• Informed consent: review risks (anaphylaxis), potential benefits 

(improvement in quality of life, reduction in anxiety, expand diet, 

nutritional gains), alternatives (continue avoidance)



Informed Consent Template

Bird et al., J Allergy Clin Immunol, 2020



Infant OFC

Bird et al., J Allergy Clin Immunol, 2020



Timing for discontinuation of commonly used antihistamines

Bird et al., J Allergy Clin Immunol, 2020

Sampson et al., Pediatr Allergy Immunol, 2024

Medication class Medication name Approximated

recommended last dose 

(# days)

Oral antihistamines Diphenhydramine 2-5

Hydroxyzine 5-8

Cetirizine 3-5

Desloratadine 7

Fexofenadine 2-5

Levocetirizine Unknown

Loratadine 3-7

Famotidine (H2 blocker) 0-2

Intranasal antihistamines Azelastine 2

Olopatadine Unknown



Office Preparation Pre-OFC

• Immediate access to emergency medications

• Resuscitation equipment / code cart, pulse oximeter, sphygmomanometer, nasal 

cannula

• Train personnel to carry out in office emergency action plan

Cetirizine: 1mg/ml PO liquid

Diphenhydramine: 12.5mg/5ml PO liquid

Epinephrine: 1 mg/ml, 1:1000 for IM injection, IM auto-injector, intranasal device

Ondansetron: 2mg/1ml IV/IM, orally disintegrating tablets 4mg per tablet

Prednisolone Oral Solution: 60mg/20ml PO liquid

Albuterol nebulizer: 2.5mg/3ml normal saline; nebulizer machine, tubing, mask

Supplemental oxygen

Emergency Medications to Stock for OFC



Sample flow sheet

Nowak-Wegrzyn et al., J Allergy Clin Immunol, 2009



OFC Procedure
1. Baseline patient examination and verbal/written consent

2. Food is given in several incremental doses at 15-minute intervals over 1 hour

3. Patient is evaluated for any allergic symptoms before each dose

4. For objective symptoms or prolonged subjective symptoms, feeding is stopped 

and reaction treated

5. Patient is observed for 2 hours after finishing the serving of food if tolerated or for 

at least 2 hours after resolution of allergic symptoms

Bird et al., J Allergy Clin Immunol, 2020



UPDATE from AAAAI-EAACI PRACTALL Guidelines:

• Intervals between doses should be every 20-30 minute intervals between semi-

logarithmic incremental doses

• When mild objective or subjective symptoms occur:

1. Stop the challenge

2. Wait longer for next dose

3. Repeat dose Sampson et al., Pediatr Allergy Immunol, 2024



Age-specific portion sizes for common food allergens

Bird et al., J Allergy Clin Immunol Pract, 2020

Sampson et al., Pediatr Allergy Immunol, 2024



Stopping Criteria for OFC

Bird et al., J Allergy Clin Immunol, 2020



Variations in Clinical Reactivity

Sampson et al., Pediatr Allergy Immunol, 2024



Stopping Criteria for OFC

Sampson et al., Pediatr Allergy Immunol, 2024

UPDATE from AAAAI-EAACI PRACTALL Guidelines



Stopping Criteria for OFC

Sampson et al., Pediatr Allergy Immunol, 2024



Management of Anaphylaxis



Post-Challenge Observation

 1-2 hours if no reaction

 Up to 4 hours if symptoms occurred

 Overnight observation for severe systemic reactions requiring extensive treatment

Bird et al., J Allergy Clin Immunol, 2020



Recommendations after positive OFC

Bird et al., J Allergy Clin Immunol, 2020



Emerging approach

Ishibashi et al. Curr Opin Allergy Clin Immunol, 2024

Oriel et al. J Allergy Clin Immunol Pract, 2023

• Subthreshold consumption following positive OFC -> requires further research



Recommendations after negative OFC

Bird et al., J Allergy Clin Immunol, 2020



Recommendations for infant OFC

Bird et al., J Allergy Clin Immunol, 2020



Conclusions

• OFCs are time-intensive procedures but essential for accurate 

diagnosis and management of FA

• Requires careful selection of patients and families

• Medical team offering OFC must be able to manage anaphylaxis 

quickly and effectively

• Discuss and individualize post-challenge care plans, irrespective of 

outcome (ie, positive or negative OFC)



Questions?

Email

roxanne.oriel@mssm.edu


