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Practice Guidelines for Nutrition in Pregnancy and Infant Feeding Related to the Prevention of
Atopic Disease among Infants

Summary of Evidence and Practice Guidelines for
Registered Dietitians and Public Health Nurses of
the Leeds, Grenville, and Lanark District Health Unit

The following practice guidelines focus specifically on the guidelines for food inclusion/exclusion during
pregnancy and lactation, as well as the timing of the introduction of complementary foods for infants at
low and high risk of allergic disease with the goal of the prevention of food allergies in infants.

When an infant’s “allergic risk” is referred to, there are two levels of risk to consider (1):

Low Risk means:
¢ Neither parent and no brothers or sisters have asthma or eczema or allergies (food, dust, pollen,

High Risk means:

e One or both parents or siblings (considered 1* degree relatives) have asthma or eczema or
allergies (food, dust, pollen, cats, etc.....)

Guidelines for Nutrition in Pregnancy and Lactation

¢ No food restrictions recommended for women during pregnancy or lactation, other than a
mother’s own food allergies, regardless of allergenic risk of the fetus/infant (1, 2, 3).

e Studies generally have not supported a protective effect of a maternal exclusion diet (including
the exclusion of cow’s milk and eggs) during pregnancy on the development of atopic disease in
infants (2, 3)

e Even if the infant’s biological father is allergic to specific foods, there is no need for the mother to
avoid those foods to which the father is allergic.

Guidelines for the Introduction of Complementary Foods for Infants at LOW or HIGH Risk of Food
Allergies (1, 2)
e Exclusive breastfeeding for 6 months
e After 6 months of age, no solid food restrictions.
o There is little risk to introducing foods after the age of 6 months, including those foods that
are commonly allergenic.
o Therefore, the following foods are safe to introduce after the age of 6 months — grains,
vegetables, fruit, meat (beef, poultry, fish), meat alternatives, egg yolk, egg white, cow’s
milk products, soy, goat’s milk, sesame, peanut, nuts, shellfish/seafood.

Although foods such as peanuts and other nuts are considered safe after six months of age for allergy
reasons, caution needs to be used to prevent choking. Hard, small and round, smooth and sticky
solid foods can block a young child's airway. From a choking perspective, the following foods are not
safe for infants and children under 4 years of age: popcorn, hard candies, gum, cough drops, raisins,
peanuts or other nuts, sunflower seeds, fish with bones, and snacks using toothpicks or skewers (6).

Regardless of allergy risk, honey should still be delayed until after 1 year of age to avoid risk of infant
botulism infection (4)
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Guidelines for the Feeding of Infant Formula for Infants at HIGH Risk of Food Allergies (1, 2)

¢ Ininfants who are not exclusively breastfed for 6 months:
o Extensively hydrolyzed formula, compared with formulas made with intact cow’s milk

proteins, may delay some allergic symptoms.
o There is moderate evidence that partially hydrolyzed formulas have an advantage over
formulas made with intact cow’s milk protein in delaying allergic symptoms to recommend

their use.
o There is no convincing evidence for the use of soy-based formula for the purpose of

allergy prevention.

Extensively hydrolyzed formulas include brand names such as Ross Alimentum, Mead Johnson
Pregestimil and Mead Johnson Nutramigen.

Partially Hydrolyzed formulas include brand names such as Nestle Good Start (regular and with added
omega-3 fatty acids).
Guidelines for Introducing Solid Foods to the Infant with Diagnosed Food Allergies

If any infant begins to show signs of allergy, a physician or nurse practitioner needs to be consulted.
When signs of allergy appear, there may be recommendations for the delay of certain foods in addition to

what is above (1).
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Background

Guidelines for nutrition in pregnancy and breastfeeding, as well as the introduction of solids, needs
specific attention when it comes to affecting the risk of allergic disease among infants. Previous
guidelines outlined separate recommendations for the introduction of complementary foods to infants
based on their status as low or high allergy risk (5, 6). More recent research has pointed
recommendations in a different direction.

The American Academy of Pediatrics (AAP) released a clinical report in January 2008 (2), which reviews
the nutritional options during pregnancy, lactation, and the first year of life that may affect the
development of atopic disease in early life. Atopic diseases include Atopic eczema (dermatitis), food
allergy, asthma, and allergic rhinitis. Some of the conclusions of that report include:
e The documented benefits of nutritional intervention that may prevent or delay the onset of atopic
disease are largely limited to infants at high risk of developing allergy.
e Current evidence does not support a major role for maternal dietary restrictions during pregnancy
or lactation.
e Few studies have examined the timing of the introduction of complementary foods as an
independent risk factor for atopic disease in breastfed or formula-fed infants.
e There is evidence that breastfeeding for at least 4 months, compared with feeding formula made
with intact cow’s milk protein, can prevent or delay the occurrence of some allergic symptoms.
e There is no current convincing evidence that delaying the introduction of solid foods beyond 4 to
6 months of age has a significant protective effect on the development of atopic disease
regardless of whether an infant is fed cow’s milk protein formula or human milk. This includes the
introduction of foods that are considered to be highly allergic such as fish, eggs, and foods
containing peanut protein
e Forinfants after 4 to 6 months of age, there is insufficient data to support a protective effect of
any dietary intervention on the development of atopic disease.

Following the release of the report from the AAP, the European Society of Pediatric Gastroenterology,
Hepatology, and Nutrition (ESPGHAN) Committee on Nutrition (7) released a medical position paper in
January 2008, which summarizes the evidence for health effects of complementary foods. In general,
the paper states that the evidence for delaying or avoiding the introduction of allergenic foods to prevent
or delay the development of allergy is not persuasive. Some of the conclusions of this report include:
e Exclusive or full breastfeeding for 6 months is a desirable goal
e The term “complementary feeding” should embrace all solid foods and liquids other than
breastmilk or infant formula
e Avoidance or delayed introduction of potentially allergenic foods, such as fish and eggs, has not
been convincingly shown to reduce allergies, either in infants considered at risk for the
development of allergy or those not considered to be at risk

Two other papers that support the above recommendations of the AAP and ESPGHAN include
documents from EuroPrevall (8) and the European Academy of Allergology and Clinical Immunology
(EAACI) (9).

In Canada, there is currently no consensus statement to guide the practice of health professionals when
it comes to the prevention of allergic disease in infants. Health Canada (10) has identified nine priority
food allergens which include peanuts, tree nuts, sesame seeds, milk, eggs, seafood, soy, wheat, and
sulfites (a food additive). In addition, a number of individual research sources and professional bodies in
Canada (such as Dietitians of Canada) have begun to provide some direction to health care practitioners
in Canada that, while not a consensus, can outline nutrition recommendations based on current
evidence. Those sources are cited throughout the document.
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It is important to remember that the lack of conclusive evidence does not indicate that a particular clinical
approach is either approved or disproved. Rather, it indicates that further research is needed to clarify
whether there is a positive or negative effect on atopy outcome (2). Considering these limitations, the
information and recommendations are subject to change at any time as new research is
completed, and practice guidelines are updated.

Current infant feeding guidelines endorsed by Health Canada and the Canadian Pediatric Society
recommend exclusive breastfeeding for the first 6 months of life (11). Therefore, while it is understood
that the protective effect of breastfeeding in terms of allergic disease is most well documented as it
relates to the first 4 months of life, infant feeding recommendations for infants at low or high risk of
allergy will focus on exclusive breastfeeding for the first 6 months so to encourage this practice among
families. In addition, the focus of this document is on the prevention of atopic disease rather than the
treatment of atopic disease or food allergy in infancy.

Understanding Allergenic “Risk”
When an infant’s “allergic risk” is referred to, there are two levels of risk to consider (1):

Low Risk means:
¢ Neither parent and no brothers or sisters have asthma or eczema or allergies (food, dust, pollen,
cats, etc.....)

High Risk means:
e One or both parents or siblings (considered 1* degree relatives) have asthma or eczema or
allergies (food, dust, pollen, cats, etc.....)

When the “risk of allergy” is discussed, it refers to the risk of allergy in general, not just food.
Therefore, family history of non-food allergy can increase the risk of an infant having a food specific
allergy. The development of food allergies is not specific to the existence of food allergy in the family.

“Family history” of allergy, as outlined above, refers to the biological parents and siblings of the infant
being considered. Extended family, such as aunts, uncles, cousins, and grandparents has much less of
an effect on an infant’s allergy risk. Therefore, allergies in extended family are not considered in
evaluating an infant’s individual risk of allergic disease.

Allergies that impact risk of food allergy include asthma, eczema, and other allergies such as food, dust,
pollen, and pets (1). Allergy to drugs (such as penicillin or sulfa drugs) and venom allergies are not
considered part of an infant’s food allergy risk at this time. If a child is fostered or adopted, it is the
biological family that poses the risk and all efforts should be made to find out what the allergy history of
the biological family is. A parent or sibling’s food allergy (or any allergy) should be confirmed by
diagnosis by a physician to be considered as contributing to an infant’s risk of allergic disease.
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Adapted from (1)

The following symptoms are signs that an allergic reaction to a food may be happening.
If a parent suspects that their infant is having an allergic reaction to food and is exhibiting any of these
symptoms, they should consult their physician or nurse practitioner.

Gastrointestinal tract
. Abdominal distress
. Frequent “spitting up”
° Nausea
° Vomiting
° Diarrhea

Gastrointestinal symptoms associated with food
allergy occur soon after consuming a food; does
not include chronic stomach, intestinal, or bowel
conditions.

Skin
. Hives (urticaria)
. Facial reddening and swelling (angioedema)
. Swelling and reddening around the mouth
° Eczema

° Redness on skin

(appears soon after eating food)
. Reddened ears

. Rash of unknown origin
(appears soon after eating food)

Skin related symptoms associated with food
allergy occur acutely within minutes after
consuming a food; does not include chronic skin
conditions.

Respiratory tract

. Nasal stuffiness

. Sneezing

. Nose rubbing

. Noisy breathing

. Persistent cough

. Wheezing

o Asthma

. Itchy, runny, reddened eyes

Respiratory symptoms associated with food
allergy occur acutely within minutes after
consuming a food, and often respiratory are not
the only symptoms of the food allergy that
appear; does not include chronic respiratory
symptoms.

Other

° “Feeding problems” (baby may forcibly
reject food)

. Failure to gain weight (failure to thrive)
. Weight loss

. In extreme cases, involvement of all body
systems in anaphylaxis. This can be life
threatening.
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Case Scenarios

Q:

If a pregnant woman has asthma and lactose intolerance, should she avoid certain foods?

No. There are no food restrictions recommended in pregnancy to prevent food allergies in
infants. Asthma is an allergic disease and therefore her infant is at higher risk of food allergies —
the introduction of solid foods will need to be delayed according to guidelines for high allergy risk
infants. However, lactose intolerance is not a food allergy — this alone does not put the infant at
higher risk.

If the baby’s dad has eczema, does that make the infant high risk for developing food allergy?

Yes. Atopic eczema is an allergic disease, and if the baby’s father has eczema then the baby is
at higher risk of developing allergies, including to foods. However, there is no evidence-based
proof that delaying the introduction of sold foods to an infant at high risk of allergy will protect
them from developing food allergy.

If the eczema is non-atopic, then this does not apply. Examples of non-atopic eczema
include:
¢ hand eczema due to use of harsh soap, cleaning agents, or hand sanitizer
e eczema due to contact reactions to fragrances or metal (e.g., nickel)

A person can have both Atopic and non-atopic eczema. A physician should be consulted
regarding whether an individual’s particular kind of eczema is Atopic or not.

If a mother is breastfeeding and the baby’s father has a peanut allergy, does the breastfeeding
mother need to avoid peanuts?

No. Although peanut protein will pass through breastmilk, there is no evidence to suggest that a
breastfeeding mother needs to avoid certain foods in order to prevent food allergy in a high risk
infant. And although the baby’s father having a peanut allergy makes the baby “high risk” for
developing atopic disease, there is no evidence-based proof that delaying the introduction of sold
foods to an infant at high risk of allergy will protect them from developing food allergy.
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