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Abbreviations used

CDC- C
enters for Disease Control
In the wake of the COVID-19 pandemic and massive disruptions
to daily life in the spring of 2020, in May 2020, the Centers for
Disease Control (CDC) released guidance recommendations for
schools regarding how to have students attend while adhering to
principles of how to reduce the risk of contracting SARS-CoV-2. As
part of physical distancing measures, the CDC is recommending
that schools who traditionally have had students eat in a cafeteria
or common large space instead have children eat their lunch or
other meals in the classroom at already physically distanced desks.
This has sparked concern for the safety of food-allergic children
attending school, and some question of how the new CDC rec-
ommendations can coexist with recommendations in the 2013
CDC Voluntary Guidelines on Managing Food Allergy in Schools
as well as accommodations that students may be afforded through
disability law that may have previously prohibited eating in the
classroom. This expert consensus explores the issues related to
evidence-based management of food allergy at school, the issues of
managing the health of children attending school that are acutely
posed by the constraints of an infectious pandemic, and how to
harmonize these needs so that all children can attend school with
minimal risk from both an infectious and allergic stand-
point. � 2020 American Academy of Allergy, Asthma &
Immunology (J Allergy Clin Immunol Pract 2020;8:2845-50)

Key words: Food allergy; Anaphylaxis; Epinephrine; Hand
washing; Allergen bans; Social distancing; CDC; Schools; Stock
epinephrine; COVID-19; SARS-CoV-2; Americans with Disabil-
ities Act; Rehabilitation Act of 1973

The COVID-19 pandemic has required policymakers and cli-
nicians to make difficult decisions regarding the health of our
nation, relating to how to contain and control the spread of a
pandemic, protect individuals, and now how to return to a
changed sense of normalcy in resuming daily life.1,2 In the early
stages of the pandemic, schools were recognized as a potential
venue for propagating viral transmission given the close proximity
of children in classrooms and concern that children may act as
“super spreaders,” a theory that has since been de-emphasized.
However, given concern for the potential of spread among and
from children, in-class learning was halted, schools (from
elementary to universities) were closed, and most learning
was shifted to online and virtual classes.3-5 Now that infection
rate/spread is declining, most states are evaluating how to best
resume in-person learning in the fall. To help achieve this, the
Centers for Disease Control (CDC) has recently released guide-
lines delineating how to safely resume school, with a heavy focus
on physical distancing measures and avoidance of large crowd
gatherings, such as in a cafeteria or sporting events. These
guidelines, released in mid-May 2020, recommend that children
eat lunch in the classroom.6 It is important to recognize the
impact these recommendations may have on food-allergic children
and that these recommendations may cause concern for families of
children with food allergy. Therefore, this rostrum attempts to
provide a balanced view to support families and schools.
An estimated 8% to 9% of US children under the age of 18
have a food allergy.7 This implies that, in all likelihood, most
classrooms have at least 1 and possibly several children in each
classroom who have a food allergy. Having an accurate under-
standing of the risk associated with the implementation of CDC
recommendations will better support schools and families in the
current context of returning to school amidst ongoing concerns
around viral transmission in these settings.3,5,8

It is necessary for children to eat lunch and possibly other meals in
school. The United States Department of Agriculture also provides
multiple subsidized meals for low-income children attending school,
which often include allergens such as milk. School lunch programs
are a crucial source of nutrition formany students.9 Both Section 504
of theRehabilitationAct of 1973 and the Americans withDisabilities
Act have been used to provide accommodations for optimizing the
education of childrenwith special health care needs.10-12 The context
of these acts has been expanded to protect food-allergic children at
school. Section 504 plans are commonly implemented, allowing the
family and the school to mutually decide on requested accommo-
dations to best help protect the child. These plans are legal but not
medical documents, and the physician often does not have a formal
role in the development of the plan. The development of the plans is
typically between the parent and the school.10 Not all food-allergic
children have such plans in place. Common accommodations
might include providing an allergic child a separate area to eat,
creating a separate table that restricts a particular allergen from being
eaten (while allowing other children to join them), mandating strict
hand/surface washing after food contact, and prohibiting food
sharing. In some cases, schools have elected to ban a particular
allergen either from the class, the school, or both.13 There is no
substantive evidence that allergen bans in schools or classrooms
reduce allergic reactions or rates of epinephrine use.14 In contrast,
strong evidence exists to show that strict handwashing, wiping, and
washing down surfaces, and not sharing food do decrease risk.15,16

Nonetheless, many schools have still enacted food bans either
voluntarily or as part of federal disability law accommodation as
requested by parents of food-allergic children.13

Although the CDC recommendations for reactivating schools
link to their 2013 “Voluntary Guidelines for Managing Food Al-
lergy in Schools” document,17 these do not explicitly mention how
to manage accommodations for food allergy or potential conflicts
between this policy and disability law accommodations.6 Therefore,
we wish to provide some evidence-based recommendations for all
stakeholders—the children, the schools, the families, and the food
allergy advocacy community—regarding how to navigate these
difficult issues, with the aim of promoting harmony between ac-
commodations for food-allergic children and the CDC guidelines
on safely resuming school during a pandemic, to achieve a shared
aim where all children can safely attend school.

RECOMMENDATION 1: SCHOOLS SHOULD

ALWAYS PROMOTE STRICT HANDWASHING

BEFORE/AFTER MEALS WITH SOAP AND WATER

(NOT GEL SANITIZER, SINCE GEL SANITIZERS

HAVE NOT BEEN SHOWN TO REMOVE

ALLERGEN); CLEANING SURFACES WITH A

DETERGENT AGENT BEFORE/AFTER MEALS; AND

AVOIDING SHARING FOOD AS COMMON POLICY
These recommendations are part of the 2013 Voluntary

Guidelines on Managing Food Allergy in Schools17 and have



TABLE I. Considerations regarding policies that ban specific foods from schools

Intent Potential consequence

Can provide support to families of food-allergic children Enforcement is impossible; every child’s snacks and meals would need to
be checked every school day

Policies bring food allergy awareness to the forefront Peanut or tree nut bans do not help children with other food allergies;
banning milk, egg, wheat, or other foods from the school is not feasible

May assist schools with low staff to student ratios Evidence demonstrates potential for increased risk of reactions in schools
with peanut/tree nut bans

May be useful in settings with predominance of very young children, eg,
daycare or preschool settings, or with mentally challenged children

Trust in a ban may lead school personnel and students to have less vigilance
regarding food allergy reactions

Some families may rely on peanut/tree nuts as an affordable and nutritious
option for meals

May lead to animosity toward (and isolation of) a small number of students
with food allergies preventing the ability of food to be brought in for all
students
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been shown in controlled studies to be effective at abating
allergen from hands and surfaces after food contact to help
prevent accidental allergen exposure.15,16 Although these are
general recommendations that are applicable to all children, they
are particularly important in classrooms where there are food-
allergic children and the children may consume any food.
Moreover, these hygienic measures also directly help prevent the
spread of infectious diseases, including SARS-CoV-2, in
a classroom setting, which is the CDC’s primary aim at pre-
sent.18-20 Oral allergen exposure is considered the highest risk for
a potential food-allergic reaction21; the new CDC recommen-
dation also specifies that children wear cloth facial coverings6 is a
measure that will further limit any incidental hand-to-mouth
contact after touching a potentially allergen-contaminated sur-
face that was not washed.

RECOMMENDATION 2: FOOD BANS SHOULD NOT

BE INCLUDED IN ACCOMMODATION PLANS OR

STRATEGIES USED AS PART OF SECTION 504

PLANS

There are no data supporting the efficacy of allergen bans in
decreasing the risk of an accidental reaction occurring at school.
Such accommodations were somewhat controversial before the
pandemic, and of questionable necessity given no supporting
evidence that such policy is associated with a reduction in reac-
tion frequency or epinephrine use.14 Furthermore, there is no
evidence that inhalation of protein or skin contact from casual
environmental contact is associated with a risk of a systemic
reaction.21 Table I outlines important points of consideration
regarding blanket food allergen bans for schools. Neither the
allergy community nor state school food allergy guidelines
endorse food bans as a recommendation.13,17 However, despite
the lack of evidence or broad support from the medical com-
munity, some schools have still instituted allergen bans. The start
of any new school year is an opportunity to revise and re-evaluate
removing pre-existing food ban policy in schools given lack of
medical necessity for such measures. In light of the CDC rec-
ommendations to have all meals eaten in the classroom as a
means of reducing pandemic risk, we specifically recommend
against instituting any new food allergen bans for specific allergen
or common allergens as a means of managing food-allergic stu-
dents in this updated setting. Given the urgent need to restrict
large gatherings of children sitting in close proximity to one
another, such as in a cafeteria, children will consume food
(including allergens) in classrooms during this pandemic.6 Un-
conditional empiric allergen bans or restrictions may have been
policy for some schools pre-COVID-19, but in light of the ad-
justments to accommodate physical distancing in the pandemic,
instituting any new allergen restrictions as a management strategy
to balance the presence of eating in the classroom is unlikely to
be feasible.

Moreover, any sudden requirement for bans is not equitable
for the other children, who face reduced choice in what can be
eaten under such newly instituted bans, and may actually affect
food-allergic children themselves if some of their already limited
choices are even further limited. Lastly, this issue of reduced
equity is particularly germane for students who rely on reduced
or free meals being served at school, which commonly contain
certain major allergens. The potential for food supply chain is-
sues and economic hardships during this pandemic may increase
food insecurity, adding another dimension of challenge and
imbalance in all children, food allergic or not.
RECOMMENDATION 3: INCORPORATE

REASONABLE, EVIDENCE-BASED, AND

MUTUALLY BENEFICIAL ACCOMMODATIONS

INTO 504 PLANS GIVEN THE UNUSUAL

RESTRICTIONS POSED BY ALSO MINIMIZING

INFECTION RISK OF CONTRACTING COVID-19 AT

SCHOOL
Accommodations that are part of a child’s 504 plan should be

made with mutual understanding among all stakeholders
involved in developing the accommodation strategy that in a
pandemic setting there are additional constraints that must be
considered to foster a shared mutual goal of protecting and ac-
commodating all students given concern that attending school
has risk for contracting SARS-CoV-2.10 For example, although
an allergen-free table or restricting snacks/treats with particular
allergens in a classroom may have been considered a reasonable
accommodation before the pandemic in certain highly contex-
tualized settings, in these new settings, such restrictions would
not be possible or necessary under the new recommendations.
Although there is evidence that food-allergic reactions can occur
at school, evidence strongly suggests that such risks are minimal
from classmates eating their lunches at a separate desk, in



FIGURE 1. Shared responsibility to accommodate food-allergic students in the classroom during the COVID-19 pandemic.
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particular, when the points outlined in recommendation 1 are
followed, even if there is the presence of an allergic child’s
allergen in the classroom.13,21 One potentially pragmatic
recommendation that could be universally applied at the school
level would be to recommend allergen labeling (if not already
done) on any prepackaged food provided by the school as part of
the aforementioned meal service. As well, schools should strongly
consider making ingredient lists for all meals available (including
providing this list to all teachers with known food-allergic chil-
dren in their class), and requesting that the teachers help food-
allergic students navigate the selection of prepackaged food
items that the school is providing.
RECOMMENDATION 4: SCHOOLS THAT DO NOT

ALREADY STOCK UNASSIGNED EPINEPHRINE

SHOULD BE STRONGLY ENCOURAGED TO

IMMEDIATELY ADOPT THIS POLICY

To best help provide protection under the new recommen-
dations, schools must strongly be encouraged to stock unassigned
epinephrine if they have not already done so,22 and it is
imperative for teachers to know where epinephrine is stored.
Although the undesignated, nonestudent-specific stock supply
should remain in a central location, schools should consider
adapting policies to permit student-provided epinephrine devices
to be stored in the classroom or with the student (if age appro-
priate) as opposed to in a central office. Schools should also
consider making a copy of the student’s food allergy action plan
to be kept in the classroom. This would facilitate more timely
potential treatment with lunches now being eaten in the class-
room, given that a food-allergic child could have an unintended
reaction despite evidence-based strategies and health care plans
already in place to try to minimize such risks from the presence
of their allergen.23

RECOMMENDATION 5: TRAIN (OR RENEW

TRAINING) FOR ALL TEACHERS, STAFF, AND

VOLUNTEERS AT THE SCHOOL IN THE

RECOGNITION OF THE SIGNS AND SYMPTOMS OF

FOOD-ALLERGIC REACTIONS INCLUDING

ANAPHYLAXIS, AND HOW TO PROMPTLY TREAT

REACTION SYMPTOMS WITH EMERGENCY

MEDICATION
Before the start of the academic year, provide/renew training

on how to use all varieties of epinephrine autoinjectors kept at
the school or provided by students. Education of all students
regarding signs and symptoms of food-allergic reactions and the
need for everyone to contribute to a safe environment would be
beneficial as well.23 Although the overall risk of a student
reacting at school would not be expected to change, a spreading
of students across more classrooms as well as a shift of eating
location may mean that the primary teacher becomes more
immediately responsible for treating a reaction in his or her



FIGURE 2. Areas of focus to maintain safety and inclusion for food-allergic children in the classroom during the COVID-19 pandemic.
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classroom, whereas before the pandemic, reactions were more
likely to happen outside the classroom where the teacher was not
providing the primary supervision. Therefore, training as many
staff as possible is highly recommended.

RECOMMENDATION 6: INSTITUTE A ZERO-

TOLERANCE POLICY FOR FOOD

ALLERGYeRELATED BULLYING

There is increased potential for bullying against food-allergic
students in these new situations where students have to eat
their lunch in the classroom. This policy may be difficult to
enforce at some ages and in some contexts, but this is important
to reduce any perceived vulnerability related to food allergy.
Alternatively, having a teacher or other adult staff member pre-
sent in the class during lunch could potentially decrease bullying.
Before the academic year begins, schools are highly recom-
mended to develop clear antibullying policy outlining what is
considered as bullying behavior and how such incidents will be
handled. These expectations should be openly communicated to
all staff, students, and parents.24-26

RECOMMENDATION 7: CONSIDER ADOPTING

UNIQUE APPROACHES OR MODIFYING CURRENT

SCHOOL DISTRICT OR CDC POLICIES OR

RECOMMENDATIONS, AS INDICATED BY SPECIAL

CIRCUMSTANCES
Certain classroom sizes, physical layouts, and number of chil-

dren with food allergies may require adoption of unique ap-
proaches. There are multiple factors that each classroom, school,
student, and family must consider in adoption of safe practices. If
there are numerous students with food allergies at a certain grade
level, for example, there could be consideration for having a
separate dedicated classroom for them to eat in where more
intensive food allergy prevention efforts could be applied. Younger
children and children with developmental challenges are more at
risk of spreading food to areas outside of their personal seating
area, potentially share food, or take food from other children.25,27

As such, seating arrangements or additional supervision may be
necessary for younger children, such as in preschools. Fortunately,
the benefits of physical distancing and hygiene practices to prevent
both allergen and SARS-CoV-2 transmission align.
RECOMMENDATION 8: SCHOOLS SHOULD

DEVELOP VERY CLEAR COMMUNICATIONS

STRATEGIES AND CHANNELS TO HELP PROMOTE

OPEN DIALOGUE AND ENGAGEMENT, FOR

FOSTERING TRUST WITH FAMILIES OF

FOOD-ALLERGIC CHILDREN
As updated food allergy policy evolves and communicated to

school personnel and families of food-allergic children, it is
important to consider the context in which these discussions
occur. The COVID-19 pandemic has created unprecedented
disruptions to our normal lives. All families, students, and school
personnel will experience some degree of anxiety regarding a
return to school and to the “new normal.“28,29 Some families of
food-allergic children will have higher baseline anxiety, particu-
larly surrounding school attendance and the risk of allergic
reactions while under the supervision of other caregivers. Con-
versations and communication of the new approaches to eating
inside the classroom may heighten anxiety and additional con-
cerns regarding the child’s safety. These discussions are oppor-
tunities to help foster inclusion of food-allergic children,
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reinforce what factors they can control (washing hands, no
sharing, eating in their lunch space, etc.), build recognition
amongst all school children of the unique challenges of having a
food allergy, and re-evaluate/modify traditional policies of pro-
tection for food-allergic children, including policies that may
decrease a child’s quality of life. Figure 1 outlines areas of
consideration to help involve the community in an effort to
support children with food allergies. Figure 2 summarizes the
recommendations in this rostrum.

The new CDC recommendations can harmonize with prior
recommendations or personal advice from allergists to their pa-
tients.6,17 Schools that previously banned certain foods will need
to communicate why those bans are no longer required (should
they choose to alter their policies). Changing recommendations
can create concern, possible anger, and confusion for families. As
discussed above, the COVID-19 pandemic will force re-
evaluation of prior experiences, adoption of new practices, and
requires a more universal approach to school-based policy given
that preventing infectious spread at school is the CDC’s highest
priority. Importantly, this should not be viewed as prioritizing
the health care concerns of one population over any other, but
rather as a way to align and focus practices on evidence-proven
strategies that have proven effective in protecting students,
while de-emphasizing past policies that have not.14,21

The recommendations contained herein can be applied in the
United States as well as other countries and jurisdictions because
they are based on the available evidence regarding allergen avoidance
in any school setting. There is a common need to provide a safe
educational experience for all our children despite a stressful, chal-
lenging, and fluid pandemic setting. At present, priorities for
managing infectious risk must be balanced with other medical
concerns.5,19,20,30,31 This unique situation provides an opportunity
for all stakeholders to review and understand the quality and level of
evidence for food allergy management at school.21,25 Infection
control and food allergen avoidance are not mutually exclusive and
can be complementary. As such, both risks can be safely mitigated
(although not completely eliminated) with the outlined measures
for optimizing both goals.
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