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Abstract: Background: In France, updated data on food allergies (FAs) are lacking, despite the need
for efficient FA management and prevention. This study aimed to evaluate the prevalence of FAs
in children in France, describe the most common allergens and determine the prevalence of atopic
diseases in children with FAs. Methods: The ELFE study comprises a French nationwide birth cohort,
including 18,329 children born in 2011. FAs were assessed by parental reports of food avoidance
based on medical advice related to FAs, provided at 2 months and 2, 3.5 and 5.5 years of age. Data
regarding FAs were available for 16,400 children. Data were weighted to account for selection and
attrition bias. Results: From birth to 5.5 years of age, FAs were reported for 5.94% (95% CI: 5.54–6.34)
children. Milk was the most common allergen, followed by egg, peanut, exotic fruits, tree nuts, gluten
and fish. Among children with FAs, 20.5% had an allergy to at least two different groups of allergens;
71% reported eczema at least once before 5.5 years of age; 24.4% reported incidence of asthma; and
42.3% reported incidence of allergic rhinitis or conjunctivitis. Conclusion: In France, the prevalence
of FAs in children up to 5.5 years of age is approximately 6%. It was demonstrated that 1 in 5 children
with allergies had multiple FAs.

Keywords: atopy; children; epidemiology; food allergy; prevalence

1. Introduction

As a part of the “Atopic march”, food allergies (FAs) are considered to comprise the
“second wave” of the allergy epidemic after respiratory allergies [1], with several studies
evidencing an increase in FA prevalence [2,3] and severity [4].

In 2014, a meta-analysis [2] reported heterogenous FA prevalence in Europe, ranging
from 0.1% to 6%. More recently, the European birth cohort EUROPREVALL estimated
the prevalence of FAs in school-aged children at 1.4–3.8% [5]. Regarding French data, in
1999, a study of 6672 children aged 9–11 years recruited in six French cities reported an
FA prevalence of 2.1% [6]. In 2002, a school survey study including 2716 children aged
2–14 years from eight schools in Toulouse reported a prevalence of 4% [7]. In 2014–2015,
the Third National Individual Study of Food Consumption, including 2084 children aged
0–17 years, estimated an FA prevalence of 4.2% [8].
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Data on the prevalence and identification of the most common allergens and related
allergic diseases are important for clinicians to prevent and adapt the management of FAs.
Such data are particularly useful in the development of infant feeding guidelines. Indeed,
early introduction of peanut (from 4 to11 months) in atopic children was associated with
a reduced prevalence of peanut allergy at 5 years of age [9]. The EAT study showed the
same trend for peanut and egg allergies in the general population, but families may have
difficulties introducing several food allergens in early life [10]. Awareness of the most
frequent food allergens would help in targeting prevention recommendations regarding
early introduction. Finally, knowledge of the most common allergens can help to optimize
allergen labeling regulations, to limit allergic accidents.

This study aimed to evaluate the prevalence of FAs in French children from birth to
5.5 years of age, describe the most common allergens involved in FAs and determine the
prevalence of atopic diseases in children with FAs.

2. Materials and Methods
2.1. Study Design

The present study was based on data collected within the “Etude Longitudinale
Française depuis l’Enfance” (ELFE) study, a French nationwide birth cohort including
18,329 children born in a random sample of maternity units in mainland France in 2011 [11].
Parents reported their child’s health data during phone interviews conducted at 2 months,
1 year, 2 years, 3.5 years and 5.5 years of age. Each interview covered the period since the
last follow-up.

Participating mothers had to provide written consent for their own and their child’s
participation. Fathers signed the consent form for the child’s participation when present at
inclusion or were informed about their rights to oppose it. The ELFE study was approved
by the Advisory Committee for Treatment of Health Research Information (10.623), the Na-
tional Data Protection Authority (910504) and the National Statistics Council (2011X716AU).

2.2. Food Allergies

Parents reported any medical diagnosis of cow’s milk allergy at the 2-month follow-
up. At the 2-, 3.5- and 5.5-year follow-ups, parents reported any medical advice to avoid
certain foods because of an FA. The concerned allergens were reported in accordance with
a predefined list (milk, egg, gluten, peanut, fish, exotic fruits (kiwi, pineapple) and soy),
as well as using an open-ended question. All allergens reported through this open-ended
question were then classified into eight additional groups (Table 1). Among the answers to
the open-ended question, answers concerning food intolerance (lactose intolerance), foods
with high histamine content (tomato, chocolate, strawberry, raspberry, pork meat products)
and food avoidance for a reason other than a child’s allergy (i.e., as a precaution or for other
illness) were not considered as an FA. No information regarding symptoms or diagnosis
procedure was obtained from the parents.

The allergen groups were established at each follow-up. Children with at least one
reported FA between 0 and 5.5 years of age were used to define FA according to the specific
allergen (i.e., milk, gluten, egg, etc.) or group of allergens (i.e., tree nuts (TNs), sea food,
legumes). If a food avoidance due to a FA to this allergen or group of allergens was reported
during at least one follow-up, the child was considered allergic. If a food avoidance due to
a FAwas reported for more than two allergens or groups of allergens during the 0–5.5-year
period, children were considered as having multiple-group FAs, even if the avoidance was
not reported at the same follow-up.

2.3. Other Data

Children were considered to have eczema if parents reported at least one incidence of
an itchy rash (2 months, 1 year) or a medical diagnosis of eczema (1, 2, 3.5 and 5.5 years).
Children were considered to have asthma if a medical diagnosis of asthma was reported at
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least once [12]. At the 5.5-year follow-up, parents also reported any incidence of allergic
rhinitis or conjunctivitis (ARC).

Table 1. Allergen families.

Allergens Families Food Avoidance Reported by the Parents in the Open-Ended Item

Milk Milk *, butter, cream, cheese, beef and veal allergies

Egg

Peanut

Exotic fruits Kiwi, pineapple, banana

Fish

Gluten

Soy

Tree nuts Almond, cashew nut, pistachio, hazelnut, walnut, nut, chestnut, sesame, tree nut, coconut,
macadamia nut

Legumes Peas, lentils, legumes, fava bean, chickpeas, flat bean, split bean

Mustard

Sea food Sea food, shellfish, crab, shrimp

Meat Meat, chicken, turkey, lamb, pork, poultry, frog

Vegetables Eggplant, pepper, onion, yam, corn, zucchini, cabbage, artichoke, leek, mushroom, spinach,
endive, vegetables, potato

Pollen food allergies Fruit (fig, mandarin, citrus, blueberry, stone fruit, blackcurrant, orange), apiaceae (parsley, celery,
carrot), rosaceae (peach, apple, pear, mirabelle plum)

Other Food additives (coloring, aroma, preservatives, etc.), foods with several ingredients (sweetened
beverages, fruits juice, spice, etc.), other foods (honey, vinegar, pickle, etc.)

* We did not have details about the type of milk (cow, goat or sheep).

At the 2-month interview, family history of atopy was collected, including parents’ and
siblings’ asthma, eczema and allergic rhinitis. Children were considered to have a family
history of atopy if at least one parent or sibling had asthma, eczema or allergic rhinitis.

At the 2-year follow-up, a questionnaire was completed by the physician that included
items on FAs and respiratory allergies. In cases of allergies, the physician specified the
method used for diagnosis, if any (IgE or skin prick tests). Data on the use of the oral
food challenge (OFC) procedure was not collected. This questionnaire was completed for
7557 children.

2.4. Sample Selection

The study excluded infants whose parents withdrew consent during the first year
(n = 57). All children with at least one follow-up from 2 months to 5.5 years of age were
included (n = 16,400).

2.5. Statistical Analysis

To provide national statistics on food allergy (FA) prevalence, data were weighted
to account for the inclusion procedure and biases related to non-consent [13]. Weighting
also included calibration on margins from the state register’s [14] statistical data and the
2010 French National Perinatal study on the following variables: age, region, marital
status, migration status, level of education and primiparity. This weighting was calculated
for the subsample that completed each follow-up (https://www.elfe-france.fr/fichier/
rte/178/Cote%20recherche/Weighting-Elfe-surveys-general-document.pdf, accessed on
1 December 2019) and was used for calculating each prevalence, except those calculated
only on the subsample of children with FAs.

https://www.elfe-france.fr/fichier/rte/178/Cote%20recherche/Weighting-Elfe-surveys-general-document.pdf
https://www.elfe-france.fr/fichier/rte/178/Cote%20recherche/Weighting-Elfe-surveys-general-document.pdf
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The agreement between parent- and physician-reported FAs was evaluated using the
Cohen kappa coefficient.

The chi-squared test was used to compare the prevalence of family atopy in children
with multiple- or single-group FAs and allergy reporting between physician and parents.

All analyses involved using SAS 9.4 (SAS Institute, Cary, NC, USA). p < 0.05 was
considered statistically significant.

3. Results

The sample characteristics are described in Table 2.

Table 2. Sample characteristics (n * = 16,400).

Weighted % (n)

Males 51.35% (8410)
Gestational age

Preterm (<37 weeks) 5.17% (866)
Term (37 weeks or more) 94.83% (15,269)

C-section delivery 18.80% (3001)
Never breastfed 27.11% (4305)
Maternal age at delivery, years

<25 12.12% (1567)
25–29 30.65% (4890)
30–34 34.14% (6041)
35 years or more 23.10% (3891)

Maternal education level
Up to lower secondary 5.33% (592)
Upper secondary 40.52% (5330)
Intermediate 20.40% (3553)
3-year university degree 16.33% (2811)
At least 5-year university degree 17.43% (3160)

Family history of atopy 48.09% (7878)
n: number

3.1. Prevalence of Parent-Reported Food Allergy

Parents reported a doctor-diagnosed FA for 5.94% (95% CI: 5.54–6.34) of children up
to 5.5 years of age (Table 3). The most frequently reported allergen was milk, followed by
egg, peanut, exotic fruits (such as kiwi and pineapple) and TNs.

Table 3. Prevalence of food allergy up to 5.5 years of age in the ELFE cohort (n = 16,400).

Weighted Prevalence % (95%CI *)

At least one allergen 5.94 (5.54–6.34)
Milk 3.40 (3.09–3.71)
Egg 0.99 (0.80–1.18)
Peanut 0.93 (0.75–1.12)
Exotic fruits 0.65 (0.51–0.80)
Tree nuts 0.54 (0.40–0.68)
Gluten 0.41 (0.28–0.54)
Fish 0.37 (0.26–0.48)
Pollen-food allergies 0.28 (0.17–0.38)
Vegetables 0.19 (0.12–0.26)
Sea food/shellfish 0.25 (0.14–0.36)
Legumes 0.15 (0.08–0.22)
Mustard 0.12 (0.05–0.19)
Meat 0.08 (0.03–0.14)
Soy 0.08 (0.03–0.13)
Other 0.33 (0.22–0.45)

* CI: Confidence Interval

From 2 to 5.5 years of age, the overall prevalence of FA tended to decrease: rates of
3.40% (3.01–3.80) at age 2 years, 3.17% (2.79–3.56) at 3.5 years and 2.71% (2.33–3.09) at
5.5 years were reported. Milk was the most common allergen at each follow-up, but its
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prevalence decreased between 2 months and 5.5 years of age (Figure 1). The prevalence of
peanut or TN allergy was higher at 5.5 years than at 2 years of age, whereas an opposite
temporal trend was observed for egg and fish.
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Multiple-group FAs were found for 1.13% (0.96–1.30) of children (corresponding to
20.5% of children with an FA). The most frequently associated allergens were peanut, milk
and egg (Figure 2).

Milk was the most frequently reported allergen for those with only one FA, but 16.8%
of children with a milk allergy had at least one other FA (Table 4). In contrast, most children
with a soy or mustard allergy had multiple-group FAs, and the associated allergens were
milk (64.3 and 40.0%, respectively), peanut (50.0 and 33.3%), egg (35.7 and 73.3%) and TNs
(42.9 and 26.7%). For children allergic to peanut, 28.4%, 25.4% and 3.0% had concomitant
FAs to egg, TNs or legumes, respectively. For children allergic to TNs, 42.5% were also
allergic to peanut and 22.5% to egg. Among children with fish allergy, 10.7% of children
were also allergic to seafood/shellfish.

3.2. Prevalence of Physician-Reported Food Allergy

At the 2-year follow-up, the prevalence of physician-reported FAs was 3.14%
(95% CI: 2.61–3.67) versus 3.40% (3.01–3.80) for parent-reported FAs. Only 43.6% of FAs
were confirmed by specific IgE assays or skin prick tests (25.3% specific IgE assay only;
34.5% skin prick tests only; 42.2% both). The agreement between parent- and physician-
reported FAs was moderate (kappa = 0.50).

3.3. Family History of Atopy and Allergic Diseases

For children with a family history of atopy, the cumulative prevalence of FAs was 7.8%,
compared with 4.4% for children without any family history of atopy. Among children
with reported FAs, 24.4% also had asthma, 71.0% had eczema and 42.3% had ARC (vs.
12.6%, 44.4% and 30.9%, respectively, for children without FA). The overlap of FAs, eczema
and asthma is represented in Figure 3.
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Table 4. Allergens involved in single-group food allergies and multiple-group food allergies.

Single-Group Food Allergy Multiple-Group Food Allergies

Allergens
Milk (n = 578) 83.2% 16.8%
Egg (n = 142) 35.9% 64.1%
Peanut (n = 134) 41.0% 59.0%
Exotic fruit (n = 101) 56.4% 43.6%
Tree nuts (n = 80) 38.8% 61.3%
Gluten (n = 56) 32.1% 67.9%
Fish (n = 56) 41.1% 58.9%
Vegetables (n = 34) 50.0% 50.0%
Pollen food allergy syndrome (n = 35) 60.0% 40.0%
Seafood (n = 26) 38.5% 61.5%
Legumes (n = 23) 43.5% 56.5%
Mustard (n = 15) 13.3% 86.7%
Soy (n = 14) 7.1% 92.9%
Meat (n = 13) 30.8% 69.2%
Others (n = 45) 64.4% 35.6%

Comorbidities
Eczema 68.5% 78.5%
Asthma 22.1% 35.4%
Allergic rhinitis or conjunctivitis 39.4% 52.7%
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4. Discussion

In the first French nationwide birth cohort, including children born in 2011, the
prevalence of parent-reported FAs in children up to 5.5 years of age was 5.94%. The main
food allergens reported were milk, egg, peanut, exotic fruits and TNs. Milk was the most
frequently reported single FA. As a whole, 20.5% of children with an FA had an allergy to
at least two different groups of allergens. Many children with FA had eczema, and 24%
had asthma.

Despite the fact that these are the first data gathered from a representative cohort, the
prevalence of FAs has been estimated at 2.1–7.4% in previous publications [6–9]; therefore,
this would suggest that there has been no significant increase within the last 20 years.
The estimated prevalence in our study agrees with other studies conducted in Western
countries: the prevalence of self-reported FAs in US children was 6.5% in the National
Health and Nutrition Examination Survey 2007–2010 [15], 8% in a large US cohort in
2010 [16] and 6.2% in Dutch teenagers [17]. FA prevalence is known to vary by children’s
age [7,16]. When comparing the current results on age range, the estimated prevalence of
parent-reported FAs at 3.5 years of age in the ELFE study was similar to the prevalence
of 3.8% estimated by an oral food challenge (OFC) in the Australian HealthNuts study at
4 years of age [18]. In the Isle of Wight birth cohort, the symptom-based prevalence of
FAs was 4.4% at 2 years and 5.0% at 4 years of age, which were slightly higher than this
study’s estimates [19]. Different diagnostic criteria of allergy can also induce variations in
FA prevalence estimations. In the EuroPrevall cohort, the prevalence of FAs in school-aged
children (aged 6–10 years) varied according to the strategy for allergy diagnosis (1.4% with
OFC vs. 3.8% with parent-reported allergies) and weighting attrition [5].

Among the allergens involved in FAs in the ELFE study, the most frequently occurring
were milk, egg and peanut, as in other studies [7,16,18–20]. The prevalence of milk and
egg allergies was consistent with that in other studies using reported cases. In a recent
review, the prevalence of cow’s milk allergy (CMA) was estimated at 0.5–3% at 1 year of
age, depending on the method used to identify allergies (OFC or parental report) [21]. In
the EuroPrevall cohort, the prevalence of CMA, as confirmed by an OFC, was 0.54% at
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2 years old versus 1.38% at 2 years old in our cohort [22]. In the Isle of Wight birth cohort,
the prevalence of CMA, based on reported IgE-mediated symptoms between ages of 1 and
4 years, varied from 1.6% to 3.5%, with the highest prevalence at 1 year of age [19].

Regarding egg allergy, our findings are consistent with those from the Isle of Wight
cohort (1.1–1.4% for children aged 1–4 years) [19] and those from the EuroPrevall cohort
(1.23% in the first 2 years of life) [23]. In the HealthNuts Study, the prevalence of egg allergy,
confirmed by a positive OFC to raw egg, was high (9.5% at 1 year old). This difference is
probably due to the use of raw egg, the most allergenic form of egg [18].

Regarding peanut and TN allergies, data from France are in the middle range. The
HealthNuts Study found a higher prevalence of peanut allergy (1.9% at 4 years of age),
but our results are in line with data from the Isle of Wight cohort (0.5% for peanut al-
lergy and 0.2% for TN allergy at 4 years of age) and a US sample (0.2% in children aged
0–2 years) [16,18,19].

Regarding exotic fruits (kiwi, pineapple or banana), we found a high prevalence of FAs
when compared with the previous data. When details on culprit exotic fruit were available,
kiwi was the most frequently reported. Kiwi was previously reported as a common allergen
in children in France [7,8] as was the case in Australia [24]. In Spain, kiwi was the most
common allergen in “non-core food” after TNs [5].

When comparing the prevalence of each FA according to age, milk and egg allergies
had a higher prevalence at younger ages, which suggests a high rate of resolution of these
allergies in childhood [2,23]. In contrast, the prevalence of TN and peanut allergies was
higher after 3 years of age, in concurrence with previous studies [16,19,25]. This finding
could be due to an absence of known allergies at younger ages, because the introduction
of TNs is usually delayed. In the HealthNut study, only 18.5% of children had already
consumed TNs at 1 year of age. Moreover, peanut and TN allergies are known for their
lower rate of resolution when compared with egg or milk allergies [26]. However, milk
remains the most frequent allergy at 5.5 years of age, as in previous studies [27].

One-fifth of children with FAs had multiple-group FAs, which equates to 1.13% of
the study population. This prevalence is similar to that found in the Isle of Wight cohort
(0.7–1.3% of children with multiple FAs) [19], but is lower than the prevalence identified in
a US cross-sectional survey (2.4%) [16]. An underestimation of prevalence is possible in
the current study, because we considered groups of allergens to define multiple-group FAs.
In the Isle of Wight cohort, cow’s milk and egg were the most common associated food
allergens under 4 years of age, which were replaced by peanut and TN allergens in older
children [19]. In the present cohort, peanut was often involved in multiple-group FAs, often
in combination with egg and TN allergies. In 2018, McWilliam et al. estimated that 45% of
6-year-old children with a peanut allergy also had a TN allergy. Among children with egg
and peanut allergies at 1 year, more than 35% had a TN allergy at 6 years of age [28]. In
a cohort of 317 children with peanut allergy, Cousin et al. reported cross-allergy to TNs
in 38.8% and to legumes in 7.9% of participants [29]. The MIRABEL study found a high
rate of associated peanut and TN allergies [30]. The Pronuts study found a rate of 60.7% for
coexistent peanut, TN and sesame seed allergy [25]. These findings highlight the need to
screen associated allergies in children with FAs, in particular looking for TN and legume
allergies in children with a peanut allergy.

As in other studies, FAs were frequently associated with other atopic diseases, such
as asthma and ARC [6,23,31,32]. These atopic comorbidities must be screened for because
asthma and ARC are particular risk factors for food anaphylaxis [3], and an altered skin
barrier due to eczema leads to sensitization and FAs [31].

The ELFE study provides a unique opportunity to assess the prevalence of FAs in
childhood. The prospective design limited memory bias, and a specific weighting was
used in the assessment of prevalence to account for selection and attrition bias. The main
limitation of the study is the parental reporting of diagnosis of allergies, because no details
were available on any adverse reactions and tests leading to the diagnosis. Even though we
tried to limit the bias by asking about food avoidance based on physician advice related to
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FAs, parental reporting could have led to an overestimation of FA prevalence. Therefore,
our estimations are probably within the high range of the real prevalence of food allergies.
To increase the validity of the definitions used in this study, reports of food intolerance,
reactions to histamine-releasing foods and food avoidance not due to FAs were excluded.
Moreover, the moderate agreement between parent- and physician-reported cases raises
questions surrounding FA diagnosis and food avoidance conducted by parents. Based on a
nationwide birth cohort, this study provides important French epidemiologic updated data
that will prove essential for managing and preventing FAs.

Author Contributions: S.T., K.A.-P., B.d.L.-G. and A.D.-C. contributed to conception and design of
the study. S.T., B.d.L.-G. and M.A.C. participated to data curation. S.T., K.A.-P., A.D., C.R., M.A.C.,
B.d.L.-G. and A.D.-C. were involved in the methodology. B.d.L.-G., M.A.C. and A.D.-C. supervised
the project. B.d.L.-G. and S.T. performed the statistical analysis. B.d.L.-G., K.A.-P., M.A.C. and A.D.-C.
participated to funding acquisition. S.T., B.d.L.-G. and A.D.-C. wrote the first draft of the manuscript.
All authors have read and agreed to the published version of the manuscript.

Funding: This study was funded by a grant from the French National Research Agency (ANR-19-
CE36-0008). The ELFE survey is a joint project between the French Institute for Demographic Studies
(INED) and the National Institute of Health and Medical Research (INSERM), in partnership with
the French Blood Transfusion Service (Etablissement français du sang, EFS), Santé publique France,
the National Institute for Statistics and Economic Studies (INSEE), the Direction générale de la santé
(DGS, part of the Ministry of Health and Social Affairs), the Direction générale de la prévention
des risques (DGPR, Ministry for the Environment), the Direction de la recherche, des études, de
l’évaluation et des statistiques (DREES, Ministry of Health and Social Affairs), the Département des
études, de la prospective et des statistiques (DEPS, Ministry of Culture), and the Caisse nationale des
allocations familiales (CNAF), with the support of the Ministry of Higher Education and Research and
the Institut national de la jeunesse et de l’éducation populaire (INJEP). Via the RECONAI platform, it
received a government grant managed by the National Research Agency under the “Investissements
d’avenir” programme (ANR-11-EQPX-0038, ANR-19-COHO-0001). The funders had no role in the
study design, data collection and analysis, decision to publish or preparation of the manuscript.

Institutional Review Board Statement: The ELFE study received approvals from the Advisory
Committee for the Treatment of Information on Health Research (Comité Consultatif sur le Traitement
des Informations pour la Recherche en Santé), the National Agency Regulating Data Protection
(Commission Nationale Informatique et Libertés) and the National Statistics Council.

Informed Consent Statement: Participating mothers had to provide written consent for their own
and their child’s participation. When present at inclusion, fathers signed the consent form for the
child’s participation or were informed about their rights to oppose it.

Data Availability Statement: The data underlying the findings cannot be made freely available for
ethical and legal restrictions. This study includes a substantial number of variables that, together
with the data used, could be employed to re-identify participants based on a few key characteristics,
which could then provide access to other personal data. Therefore, the French ethics authority
strictly forbids making these data freely available. However, some data can be obtained upon request
from the ELFE principal investigator. Readers may contact marie-aline.charles@inserm.fr to request
the data.

Acknowledgments: We thank the scientific coordinators (B Geay, H Léridon, C Bois, MN Dufourg,
JL Lanoé, X Thierry, C Zaros), IT and data managers, statisticians (T Simeon, A Candea, S de Visme),
administrative and family communication staff, and study technicians (C Guevel, M Zoubiri, L G L
Gravier, I Milan, R Popa) of the ELFE coordination team as well as the families that gave their time
for the study.

Conflicts of Interest: The authors have no conflict of interest relevant to this article to disclose.



Nutrients 2022, 14, 3624 10 of 11

References
1. Prescott, S.; Allen, K.J. Food allergy: Riding the second wave of the allergy epidemic. Pediatr. Allergy Immunol. 2011, 22, 155–160.

[CrossRef] [PubMed]
2. Nwaru, B.I.; Hickstein, L.; Panesar, S.S.; Roberts, G.; Muraro, A.; Sheikh, A.; The EAACI Food Allergy and Anaphylaxis Guidelines

Group. Prevalence of common food allergies in Europe: A systematic review and meta-analysis. Allergy 2014, 69, 992–1007.
[CrossRef] [PubMed]

3. Panesar, S.S.; Javad, S.; de Silva, D.; Nwaru, B.I.; Hickstein, L.; Muraro, A.; Roberts, G.; Worm, M.; Bilò, M.B.; Cardona, V.; et al.
The epidemiology of anaphylaxis in Europe: A systematic review. Allergy 2013, 68, 1353–1361. [CrossRef] [PubMed]

4. Turner, P.J.; Campbell, D.E.; Motosue, M.S.; Campbell, R.L. Global Trends in Anaphylaxis Epidemiology and Clinical Implications.
J. Allergy Clin. Immunol. Pract. 2020, 8, 1169–1176. [CrossRef] [PubMed]

5. Grabenhenrich, L.; Trendelenburg, V.; Bellach, J.; Yürek, S.; Reich, A.; Fiandor, A.; Rivero, D.; Sigurdardottir, S.; Clausen, M.;
Papadopoulos, N.G.; et al. Frequency of food allergy in school-aged children in eight European countries—The EuroPrevall-
iFAAM birth cohort. Allergy 2020, 75, 2294–2308. [CrossRef]

6. Pénard-Morand, C.; Raherison, C.; Kopferschmitt, C.; Caillaud, D.; Lavaud, F.; Charpin, D.; Bousquet, J.; Annesi-Maesano, I.
Prevalence of food allergy and its relationship to asthma and allergic rhinitis in schoolchildren. Allergy 2005, 60, 1165–1171.
[CrossRef]

7. Rancé, F.; Grandmottet, X.; Grandjean, H. Prevalence and main characteristics of schoolchildren diagnosed with food allergies in
France. Clin. Exp. Allergy 2005, 35, 167–172. [CrossRef]

8. ANSES. INCA 3: Evolution des habitudes et modes de consommation, de nouveaux enjeux en matière de sécurité sanitaire et de nutrition;
Anses—Agence nationale de sécurité sanitaire de l’alimentation, de l’environnement et du travail: MaisonAlfort, France, 2017.

9. Roduit, C.; Frei, R.; Depner, M.; Schaub, B.; Loss, G.; Genuneit, J.; Pfefferle, P.; Hyvärinen, A.; Karvonen, A.M.; Riedler, J.; et al.
Increased food diversity in the first year of life is inversely associated with allergic diseases. J. Allergy Clin. Immunol. 2014, 133,
1056–1064. [CrossRef]

10. Perkin, M.R.; Logan, K.; Marrs, T.; Radulovic, S.; Craven, J.; Flohr, C.; Lack, G.; Young, L.; Offord, V.; DeSousa, M.; et al. Enquiring
About Tolerance (EAT) study: Feasibility of an early allergenic food introduction regimen. J. Allergy Clin. Immunol. 2016, 137,
1477–1486.e8. [CrossRef]

11. Charles, M.A.; Thierry, X.; Lanoe, J.-L.; Bois, C.; Dufourg, M.-N.; Popa, R.; Cheminat, M.; Zaros, C.; Geay, B. Cohort Profile: The
French national cohort of children (ELFE): Birth to 5 years. Int. J. Epidemiol. 2020, 49, 368–369j. [CrossRef]

12. Anto, J.M.; Bousquet, J.; Akdis, M.; Auffray, C.; Keil, T.; Momas, I.; Postma, D.S.; Valenta, R.; Wickman, M.; Cambon-Thomsen, A.;
et al. Mechanisms of the Development of Allergy (MeDALL): Introducing novel concepts in allergy phenotypes. J. Allergy Clin.
Immunol. 2017, 139, 388–399. [CrossRef] [PubMed]

13. Juillard, H. Weighting of Elfe Survey Data at Time 0. Available online: Https://Pandora.vjf.inserm.fr/public/2015 (accessed on 1
April 2015).

14. Blondel, B.; Lelong, N.; Kermarrec, M.; Goffinet, F. Coordination nationale des Enquêtes Nationales Périnatales. Trends in
perinatal health in France between 1995 and 2010: Results from the National Perinatal Surveys. J. Gynecol. Obstet. Biol. Reprod.
2012, 41, 151–166. [CrossRef] [PubMed]

15. McGowan, E.C.; Keet, C.A. Prevalence of self-reported food allergy in the National Health and Nutrition Examination Survey
(NHANES) 2007–2010. J. Allergy Clin. Immunol. 2013, 132, 1216–1219.e5. [CrossRef] [PubMed]

16. Gupta, R.S.; Springston, E.E.; Warrier, M.R.; Smith, B.; Kumar, R.; Pongracic, J.; Holl, J.L. The Prevalence, Severity, and Distribution
of Childhood Food Allergy in the United States. Pediatrics 2011, 128, e9–e17. [CrossRef] [PubMed]

17. Saleh-Langenberg, J.; Bootsma, G.M.; Van Ginkel, C.D.; Kollen, B.J.; Blok, B.M.J.F.-D.; Dubois, A.E.J. The prevalence of food
allergy and epinephrine auto-injectors in Dutch food-allergic adolescents. Pediatr. Allergy Immunol. 2016, 27, 755–759. [CrossRef]

18. Peters, R.L.; Koplin, J.J.; Gurrin, L.C.; Dharmage, S.C.; Wake, M.; Ponsonby, A.-L.; Tang, M.L.; Lowe, A.J.; Matheson, M.; Dwyer,
T.; et al. The prevalence of food allergy and other allergic diseases in early childhood in a population-based study: HealthNuts
age 4-year follow-up. J. Allergy Clin. Immunol. 2017, 140, 145–153.e8. [CrossRef]

19. Venkataraman, D.; Erlewyn-Lajeunesse, M.; Kurukulaaratchy, R.J.; Potter, S.; Roberts, G.; Matthews, S.; Arshad, S.H. Prevalence
and longitudinal trends of food allergy during childhood and adolescence: Results of the Isle of Wight Birth Cohort study. Clin.
Exp. Allergy 2018, 48, 394–402. [CrossRef]

20. Venter, C.; Patil, V.; Grundy, J.; Glasbey, G.; Twiselton, R.; Arshad, S.H.; Dean, T. Prevalence and cumulative incidence of food
hyper-sensitivity in the first 10 years of life. Pediatr. Allergy Immunol. 2016, 27, 452–458. [CrossRef]

21. Flom, J.D.; Sicherer, S.H. Epidemiology of Cow’s Milk Allergy. Nutrients 2019, 11, 1051. [CrossRef]
22. Schoemaker, A.A.; Sprikkelman, A.B.; Grimshaw, K.E.; Roberts, G.; Grabenhenrich, L.; Rosenfeld, L.; Siegert, S.; Dubakiene,

R.; Rudzeviciene, O.; Reche, M.; et al. Incidence and natural history of challenge-proven cow’s milk allergy in European
children—EuroPrevall birth cohort. Allergy 2015, 70, 963–972. [CrossRef]

23. Xepapadaki, P.; Fiocchi, A.; Grabenhenrich, L.; Roberts, G.; Grimshaw, K.E.C.; Fiandor, A.; Larco, J.I.; Sigurdardottir, S.L.; Clausen,
M.; Papadopoulos, L.; et al. Incidence and natural history of hen’s egg allergy in the first 2 years of life—the EuroPrevall birth
cohort study. Allergy 2016, 71, 350–357. [CrossRef]

http://doi.org/10.1111/j.1399-3038.2011.01145.x
http://www.ncbi.nlm.nih.gov/pubmed/21332796
http://doi.org/10.1111/all.12423
http://www.ncbi.nlm.nih.gov/pubmed/24816523
http://doi.org/10.1111/all.12272
http://www.ncbi.nlm.nih.gov/pubmed/24117770
http://doi.org/10.1016/j.jaip.2019.11.027
http://www.ncbi.nlm.nih.gov/pubmed/31786255
http://doi.org/10.1111/all.14290
http://doi.org/10.1111/j.1398-9995.2005.00860.x
http://doi.org/10.1111/j.1365-2222.2005.02162.x
http://doi.org/10.1016/j.jaci.2013.12.1044
http://doi.org/10.1016/j.jaci.2015.12.1322
http://doi.org/10.1093/ije/dyz227
http://doi.org/10.1016/j.jaci.2016.12.940
http://www.ncbi.nlm.nih.gov/pubmed/28183433
Https://Pandora.vjf.inserm.fr/public/2015
http://doi.org/10.1016/j.jgyn.2011.11.008
http://www.ncbi.nlm.nih.gov/pubmed/22197351
http://doi.org/10.1016/j.jaci.2013.07.018
http://www.ncbi.nlm.nih.gov/pubmed/23992749
http://doi.org/10.1542/peds.2011-0204
http://www.ncbi.nlm.nih.gov/pubmed/21690110
http://doi.org/10.1111/pai.12611
http://doi.org/10.1016/j.jaci.2017.02.019
http://doi.org/10.1111/cea.13088
http://doi.org/10.1111/pai.12564
http://doi.org/10.3390/nu11051051
http://doi.org/10.1111/all.12630
http://doi.org/10.1111/all.12801


Nutrients 2022, 14, 3624 11 of 11

24. Sasaki, M.; Koplin, J.; Dharmage, S.; Field, M.J.; Sawyer, S.M.; McWilliam, V.; Peters, R.; Gurrin, L.; Vuillermin, P.J.; Douglass, J.;
et al. Prevalence of clinic-defined food allergy in early adolescence: The SchoolNuts study. J. Allergy Clin. Immunol. 2018, 141,
391–398.e4. [CrossRef]

25. Brough, H.A.; Caubet, J.-C.; Mazon, A.; Haddad, D.; Bergmann, M.M.; Wassenberg, J.; Panetta, V.; Gourgey, R.; Radulovic, S.;
Nieto, M.; et al. Defining challenge-proven coexistent nut and sesame seed allergy: A prospective multicenter European study. J.
Allergy Clin. Immunol. 2020, 145, 1231–1239. [CrossRef] [PubMed]

26. Ho, M.H.; Wong, W.H.; Heine, R.G.; Hosking, C.S.; Hill, D.J.; Allen, K.J. Early clinical predictors of remission of peanut allergy in
children. J. Allergy Clin. Immunol. 2008, 121, 731–736. [CrossRef] [PubMed]

27. Skripak, J.M.; Matsui, E.C.; Mudd, K.; Wood, R.A. The natural history of IgE-mediated cow’s milk allergy. J. Allergy Clin. Immunol.
2007, 120, 1172–1177. [CrossRef] [PubMed]

28. McWilliam, V.; Peters, R.; Tang, M.L.K.; Dharmage, S.; Ponsonby, A.-L.; Gurrin, L.; Perrett, K.; Koplin, J.; Allen, K.J.; Dwyer, T.;
et al. Patterns of tree nut sensitization and allergy in the first 6 years of life in a population-based cohort. J. Allergy Clin. Immunol.
2019, 143, 644–650.e5. [CrossRef] [PubMed]

29. Cousin, M.; Verdun, S.; Seynave, M.; Vilain, A.-C.; Lansiaux, A.; DeCoster, A.; Sauvage, C. Phenotypical characterization of
peanut allergic children with differences in cross-allergy to tree nuts and other legumes. Pediatr. Allergy Immunol. 2017, 28,
245–250. [CrossRef]

30. Deschildre, A.; Elegbédé, C.F.; Just, J.; Bruyère, O.; Van Der Brempt, X.; Papadopoulos, A.; Beaudouin, E.; Renaudin, J.-M.; Crepet,
A.; Moneret-Vautrin, D.-A. Peanut-allergic patients in the MIRABEL survey: Characteristics, allergists’ dietary advice and lessons
from real life. Clin. Exp. Allergy 2016, 46, 610–620. [CrossRef]

31. Bergmann, M.M.; Caubet, J.-C.; Boguniewicz, M.; Eigenmann, P. Evaluation of food allergy in patients with atopic dermatitis. J.
Allergy Clin. Immunol. Pract. 2013, 1, 22–28. [CrossRef]

32. Mastrorilli, C.; Caffarelli, C.; Hoffmann-Sommergruber, K. Food allergy and atopic dermatitis: Prediction, progression, and
prevention. Pediatr. Allergy Immunol. 2017, 28, 831–840. [CrossRef]

http://doi.org/10.1016/j.jaci.2017.05.041
http://doi.org/10.1016/j.jaci.2019.09.036
http://www.ncbi.nlm.nih.gov/pubmed/31866098
http://doi.org/10.1016/j.jaci.2007.11.024
http://www.ncbi.nlm.nih.gov/pubmed/18234313
http://doi.org/10.1016/j.jaci.2007.08.023
http://www.ncbi.nlm.nih.gov/pubmed/17935766
http://doi.org/10.1016/j.jaci.2018.07.038
http://www.ncbi.nlm.nih.gov/pubmed/30171872
http://doi.org/10.1111/pai.12698
http://doi.org/10.1111/cea.12681
http://doi.org/10.1016/j.jaip.2012.11.005
http://doi.org/10.1111/pai.12831

	Introduction 
	Materials and Methods 
	Study Design 
	Food Allergies 
	Other Data 
	Sample Selection 
	Statistical Analysis 

	Results 
	Prevalence of Parent-Reported Food Allergy 
	Prevalence of Physician-Reported Food Allergy 
	Family History of Atopy and Allergic Diseases 

	Discussion 
	References

