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Abstract
Background: Legume and sesame are emerging food allergens. The utility of speci�c IgE testing (sIgE) to
predict clinical reactivity to these allergens is not well described.

Objective: To describe clinical outcomes and sIgE in sesame and legume OFCs.

Methods: We performed a retrospective review of 74 legume and sesame oral food challenges (OFC)
performed between 2007-2017 at the Ann & Robert H. Lurie Children’s Hospital of Chicago. Clinical data,
OFC outcome, and sIgE to legume and sesame were collected. Receiver operating characteristic curves
(ROC) and logistic regression models predicting OFC outcome were generated.

Results: Twenty-eight patients (median age 6.15 years) passed legume OFC (84.85%), and twenty-�ve
patients (median age 5.91 years) passed sesame OFC (60.98%). The median sIgE to legume was 1.41
kUa/L, and 2.34 kUa/L, to sesame. For patients who failed legume OFC, 67% had cutaneous, 16.5% had
gastrointestinal, and 16.5% had anaphylaxis. Of these reactions, 80% were controlled with Benadryl alone
and 20% required epinephrine. For patients who failed sesame OFC, 53% had cutaneous, 12% had
gastrointestinal, and 35% had anaphylaxis. Of these reactions, 6% required epinephrine, 31% were
controlled with Benadryl alone, and 63% required additional epinephrine or steroids.

Conclusion: Most OFC to legumes were passed and reactions to failed legume OFCs were more likely to
be non-severe. Failing an OFC to sesame was almost twice as likely compared to failing a legume OFC,
and reactions to failed sesame OFC were often more severe. Sesame sIgE did not correlate with OFC
outcome.

Introduction:
Food allergy is the result of a speci�c immune response that occurs reproducibly on exposure to a given
food1. Over the past two decades, the prevalence of food allergy in children has been increasing2,3,4. Tang
et al. reported that between 1998 and 2012, hospital admissions due to food-related anaphylaxis in the
United States had more than doubled. Additionally, there has been a threefold increase in food allergy
presentations in an outpatient clinical setting5. For those affected, these allergies can be a cause of
signi�cant distress, including both physical symptoms if the trigger allergen is ingested, and an increase
in anxiety6.  In addition to the increase in prevalence of food allergy to well-known allergens, there are
also reports of newer, emerging food allergens that are being more commonly seen in clinical practice7.

The gold standard for food allergy diagnosis is the oral food challenge (OFC) 8,9,10. In a graded-dose OFC,
patients ingest increasing amounts of the food being challenged until an adverse reaction occurs or the
entire goal amount is consumed, which is typically an age-appropriate serving size. Thus, the OFC
exposes the patient to signi�cant risks, including anaphylaxis, and deciding when and on whom to
perform an OFC is an important clinical question. To help weigh the risks and bene�ts of an OFC,
previous work has associated OFC outcomes to speci�c IgE (sIgE) levels for the most common food
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allergens11,12. These studies have aided physicians in determining when to offer an OFC. Although
detailed studies have described OFC outcomes to the most common allergens, similar studies on newer,
emerging antigens, such as sesame and legumes are lacking.

As the literature stands, studies regarding sesame allergy have been small and have not predicted clinical
reactivity. Studies of sesame sIgE levels as predictors of clinical reactivity and reaction severity have been
mixed13,14. Yanagida et al. identi�ed that Ses i 1 sIgE better predicted the probability of a sesame induced
reaction compared to sesame sIgE15. Recently, Saf et al. found that sesame skin-prick-testing has better
accuracy at predicting an allergy to sesame compared to sesame sIgE Sesame SPT is a more accurate
predictor of sesame allergy compared with sesame sIgE 22. Additionally, published studies investigating
legume OFC outcomes have focused on the use of skin prick testing as a diagnostic test 16,17,18. The
purpose of this study was to describe a single tertiary care center’s experience with oral food challenges
to sesame and legumes. We sought to characterize the rates of passed OFC to these foods and
investigate clinical determinants of OFC outcome.

Methods:
Study Design: We performed a retrospective chart review of 74 patients who underwent open legume
and/or sesame OFCs performed between 2007–2017 at the Ann & Robert H. Lurie Children’s Hospital of
Chicago (Lurie Children’s). Oral food challenges were offered to patients based on the discretion of their
primary allergist to either con�rm the diagnosis of food allergy or to assess for the development of
natural tolerance (outgrowing the food allergy over time, without intervention). Patients challenged to
legume consumed either beans, peas, or lentils. Data was collected regarding initial presentation of food
allergy (clinical history, skin prick testing, and sIgE testing), follow-up sIgE testing, and oral food challenge
details, including sIgE level at the time of OFC, amount of food consumed, any symptoms, and/or
treatment required. The study was approved by the Institutional Review Board of Lurie Children’s.

Laboratory studies: Laboratory studies included as part of a routine clinical evaluation were reviewed. As
part of routine clinical evaluation, food sIgE levels were measured prior to OFC using the ImmunoCAP
system (Phadia, Uppsala, Sweden) in the diagnostic immunology lab at the Ann and Robert H. Lurie
Children’s Hospital of Chicago19.

Open Oral Food Challenges: At the discretion of the primary allergist and based on a combination of
clinical history and diagnostic testing results, patients were selected to complete an OFC. Open OFCs
were conducted using a clinical protocol in which patients receive incrementally increasing doses of the
goal quantity of the challenge food. The doses are administered every 15 minutes as tolerated. Goal
quantities amounted to 1 full serving size (30 g sesame, and 60 g legume) which is approximately 5.4 g
of protein. Patients were monitored for 2 hours after ingesting the �nal dose. Challenges were stopped at
the discretion of the supervising provider, typically when objective symptoms of a reaction occurred or
after the full serving had been tolerated. Patients were treated for reactions as indicated based on the
assessment of the supervising provider.
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Statistics: Parametric and non-parametric statistical tests were used as appropriate. Receiver operating
characteristic curves (ROC), statistical analysis, including T-tests, and �gures were completed using
Graphpad Prism (v7.03, San Diego, CA). Logistic regression models predicting OFC outcome were
generated using Stata (v14, College Station, TX).

Results:
Total population:

Table 1: Demographics

Characteristic % Overall (n=74) % Sesame (n=41) % Legume (n=33)

Male Sex, N (%) 35 (47.3) 20 (48.78) 15 (45.45)

Race, N (%)      

White 57 (77.03) 35 (85.37) 22 (66.67)

African American 2 (2.70) 1 (2.44) 1 (3.03)

Hispanic 2 (2.70) 1 (2.44) 1 (3.03)

Asian 2 (2.70) 0 (0.00) 2 (6.06)

Other 11 (14.86) 4 (9.76) 7 (21.21)

Median age (years) at time of challenge 6.12 5.91 6.15

Personal Atopic History, N (%)      

Eczema 53 (71.62) 32 (78.05) 22 (66.67)

Asthma 20 (27.03) 10 (24.39) 10 (30.30)

Allergic Rhinitis 38 (51.35) 23 (56.10) 15 (45.45)

History of other Food Allergy 60 (81.08) 38 (92.68) 22 (66.67)

Preventively avoiding, N (%) 40 (54.05) 24 (58.54) 16 (48.48)

 

Seventy-four OFCs were reviewed, comprised of thirty-three legume challenges and forty-one sesame
challenges (Table 1). Of the total population, 47.3% participants were male, the median age at the OFC
was 6.12 years (range 0.55 to 20.45 years). Patients often had history of atopic disease, with eczema and
multiple food allergies being most common (Table 1.

The median age at the time of OFC, food sIgE level at the time of OFC, and OFC pass rates are presented
in Table 2. The overall OFC pass rate was high at 71.62%. Twenty-eight subjects (84.85%) passed OFC to
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legumes, while twenty-�ve (60.98%) passed OFC to sesame.

Of the failed challenges overall, 52.4% of the reactions consisted of cutaneous symptoms only, 14.3%
were gastrointestinal symptoms alone, and 33.3% were anaphylaxis (de�ned as a reaction involving two
or more organ systems (Additional Figure 1A). Medications required are shown in Additional Figure 1B.
Overall, 48.6% of subjects who failed a sesame or legume OFC required epinephrine. These data
underscore the risk of anaphylaxis to sesame and legumes.

Logistic regression analyses were performed to examine clinical predictors of OFC outcomes. A model
including history of a reaction to the food, age at the time of OFC, personal history of atopic dermatitis,
personal history of asthma, personal history of allergic rhinitis, and sIgE at the time of OFC did not
signi�cantly predict OFC outcome.

Table 2: Descriptive statistics of overall population, legume subjects, and sesame subjects referencing
median age, pass rate, median IgE level, and level of signi�cance. P values represent statistical
signi�cance comparing median IgE level between the cases that passed and failed an Oral Food
Challenge.

  # of
patients

Median
Age

Pass
Rate

Median IgE
Level, all,
(kUa/L)

Median IgE
Level Fail,
(kUa/L)

Median IgE
Level, Pass,
(kUa/L)

P
value

All
Challenges

74 6.83 71.62% 2 2.71 1.66 0.0886

Legume 33 6.12 84.85% 1.44 3.04 1.41 0.1512

Sesame 41 5.9 60.98% 2.34 2.7 2.28 0.4781

 

Sesame Oral Food Challenges:

Table 3: Sesame OFC pass rate within sIgE quartile ranges

Sesame IgE Total Passed Failed Percent Passed

Total 41 25 16 60.98%

Less than 0.35 7 5 2 71.43%

0.35 to 1.47 9 4 5 44.44%

1.47 to 3.91 9 6 3 66.67%

3.91 to 6.66 8 7 1 87.50%

6.66 to 59.1 8 3 5 37.50%
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Forty-one sesame OFCs were reviewed. Demographic data of patients undergoing sesame OFC were
similar to the overall population (Table 1). Of patients challenged to sesame, 41.46% were avoiding
sesame due to a history of clinical reactivity upon ingestion with evidence of sensitization on skin prick
testing or serum sIgE testing. Twenty-four participants (58.54%) were preventatively avoiding sesame
without a history of prior ingestion due to another food allergy (i.e. peanut) or evidence of sensitization to
sesame on testing performed prior to oral exposure.

The majority (60.98%) of patients passed a sesame OFC. Among patients who failed a sesame OFC, 50%
had a reaction characterized by cutaneous symptoms only, 12% with gastrointestinal symptoms only, and
38% experienced anaphylaxis.  Of the sixteen subjects who failed a sesame OFC, 56% required at least
one dose of epinephrine (Figure 1A, 1B). There was a signi�cant difference in the number of individuals
with a personal history of atopic dermatitis between subjects who passed and failed a sesame OFC.
Among those who passed a sesame OFC, 88% had a personal history of atopic dermatitis, whereas only
50% of those who failed had a personal history of atopic dermatitis (p=0.012). Logistic regression
analysis found that a personal history of atopic dermatitis was the only signi�cant predictor of a passed
sesame OFC. The odds of a failed OFC to sesame among subjects with a personal history of atopic
dermatitis was 0.14 times that of subjects without a personal history of atopic dermatitis (p=0.021). A
personal history of asthma, a personal history of allergic rhinitis, and age at OFC did not signi�cantly
differ between subjects who passed and failed sesame OFC.

We next compared patients with a prior reaction history compared to those that were preventatively
avoiding sesame. Over half of the patients challenged to sesame had no previous history of a reaction to
sesame (58.54%), and there was no signi�cant difference between subjects who passed and failed
sesame OFC based on previous reaction history (P=0.124). Of the seventeen subjects who had a history
of a reaction to sesame, 47% passed and 53% failed a sesame OFC. Among those who failed, symptoms
experienced and treatment required are presented in Figure 1.

Of the remaining twenty-four subjects preventively avoiding sesame, 71% passed and 29% failed a
sesame OFC.  Of those who failed a sesame OFC, patients with previous reaction history demonstrated
similar rates of anaphylaxis compared to those preventatively avoiding (43% vs 33%, p=0.28).
Interestingly, although many of these reactions began with cutaneous symptoms only, many of these
patients did not respond to antihistamine administration alone and needed an escalation in therapy
(Additional Figure 2A).

The median sIgE value for all subjects challenged to sesame was 2.34 kUa/L (range 0.12-59.1 kUa/L).
Patients who passed a sesame OFC had a median sIgE level of 2.28 kUa/L, and subjects who failed had a
median sIgE level of 2.70 kUa/L. Sesame sIgE did not signi�cantly differ between individuals that passed
and failed an OFC to sesame (Table 2 and Figure 2, P=0.4781).
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Patients challenged to sesame were organized into two groups based on undetectable IgE values (<0.35)
and those with positive IgE values (>0.35), and the pass rates of the subsequent challenges were
recorded. The positive sesame sIgE levels were subsequently categorized into quartiles (25% -1.47 kUa/L,
50% - 3.91 kUa/L, 75% - 6.66 kUa/L), (Table 3). The highest percentage of passed OFCs was identi�ed for
sIgE levels between 3.91 and 6.66 kUa/L (87.5%), while the lowest percentage of passed OFCs (37.5%)
came from subjects with the greatest range of IgE values, (6.66 to 59.1 kUa/L).

Legume Oral Food Challenges:

Table 4: Legume OFC pass rates within sIgE quartile ranges

Legume IgE Total Passed Failed Percent Passed

Total 33 28 5 84.85%

Less than 0.35 9 9 0 100.00%

0.35 to 1.26 6 4 2 66.67%

1.26 to 2.54 6 6 0 100.00%

2.54 to 5.86 6 5 1 83.33%

5.86 to 62.8 6 4 2 66.67%

 

Thirty-three OFCs to legumes were reviewed. During the challenge patients consumed either beans, peas,
or lentils at increasing doses. Demographic data is presented in Table 1 and is similar to the overall
cohort. There were no signi�cant differences in age at time of challenge or personal history of atopy
between individuals who passed or failed legume OFC.

Twenty-eight of thirty-three subjects (84.9%) passed an OFC to legume. Of the �ve patients who failed a
legume OFC (N=5), 60% had an allergic reaction consisting of cutaneous symptoms only, 20% presented
with gastrointestinal symptoms only, and 20% of patients experienced anaphylaxis. Of the failed
challenges, only one patient (20%) required epinephrine (Figure 3A).

Among patients challenged to legume, �fteen patients (45.46%) had no previous history of a reaction to
peas, beans, or lentils (i.e. legumes). There was no signi�cant difference in history of previous reaction to
legume between subjects who passed or failed an OFC (P=0.346). Of the eighteen patients (54.54%) with
a history of a reaction to legume, fourteen (77.78%) passed and four (22.22%) failed a legume OFC.
Symptoms and treatments are presented in �gure 3B and 3C.

Of the sixteen patients without a history of a reaction to legume, the one (6.67%) failed OFC was
characterized by cutaneous symptoms alone and were treated with an antihistamine. The remaining
fourteen subjects (93.33%) all passed their legume OFC.



Page 8/17

Patients who passed a legume OFC had a median legume sIgE level of 1.41 kUa/L, and subjects who
failed a legume OFC had a median legume sIgE level of 3.04 kUa/L (Table 2, P=0.1512 and Figure 4).

The legume sIgE values were divided into quartiles and the rates of passing a legume OFC, based on sIgE
quartile, were examined (Table 4). There was a 100% legume OFC pass rate for individuals with a legume
sIgE less than 0.35 kUa/L and for those with a level between 1.26 and 2.54 kUa/L. The lowest percentage
of passed food challenges (66.67%), came from subjects within the upper quartile of legume sIgE values,
between 5.86 and 62.8 kUa/L. Regardless of legume sIgE level, over 60% of legume OFCs were passed.

Discussion:
The purpose of this study was to identify the factors associated with passed or failed OFCs to emerging
antigens, including food-allergen serum sIgE levels. Understanding these associations may help
clinicians better identify candidates for OFCs. This study identi�ed a high success rate of passing an OFC
to legumes throughout a range of sIgE levels, and allergic reactions to legumes during OFC were usually
mild. While our study identi�ed an 84.5% pass rate for legume OFCs, there was no signi�cant difference
between legume sIgE levels in patients who passed versus failed a legume OFC. The study found that
patients challenged to legumes often tolerate the food, and avoiding legumes without a prior reaction
history is unnecessary. However, the rate of passing an OFC to sesame is variable, particularly as sesame
sIgE increases, and there are very few clinical and laboratory predictors that differentiate between
children who will pass or fail an OFC to sesame. Importantly, reactions to sesame were more severe in
nature and, as such, often required escalated therapeutic intervention. Improved diagnostic tests are
required to better predict OFC outcome to sesame.

In this study, sesame serum sIgE was not a predictor of OFC outcome. While previous studies have shown
that a cutoff of < 0.35 kUa/L may be useful for excluding a diagnosis of allergy to sesame7,14, our
�ndings demonstrate that two patients with a sesame sIgE < 0.35 kUa/L failed a sesame OFC, resulting in
a diagnosis of sesame allergy. One of these patients had a history of a prior reaction to sesame and
subsequently failed the OFC. Their sesame sIgE level was monitored from time of diagnosis where it was
2.26 kUa/L and had decreased to level less than 0.35 kUa/L at the time of challenge, resulting in the
decision to pursue an OFC. Our �ndings also demonstrate variable pass rates, between 35 to 90%, for
individuals with sesame sIgE values between 0.35 and 62.8 kUa/L, supporting the notion that sesame
sIgE level is a poor predictor of clinical reactivity to sesame, and that some patients will ultimately pass
sesame OFCs. These �ndings are consistent with the current literature in that sesame sIgE does not
strongly predict OFC outcome. Importantly, our study demonstrates that allergic reactions to sesame may
be severe with over a third of challenges resulting in anaphylaxis and 69% requiring more than
diphenhydramine alone to treat symptoms. The rate of anaphylaxis is more than double that described in
Agne et al., where only two of fourteen subjects (14.3%) experienced anaphylactic symptoms and the
remainder experienced predominantly mild allergic reactions to sesame20. The results of our study are
similar to the �ndings of Song et al., who completed OFCs and graded food-induced allergic reactions
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based on severity of clinical symptoms on a scale of 1 to 5 (ranging from least severe most severe). Their
study found a median score of 3 for allergic reactions to sesame, indicating most clinical symptoms were
mild13.

Importantly, we found a statistically signi�cant association regarding history of atopic dermatitis and
passing an oral food challenge. Among those who passed a sesame OFC, 88% had a personal history of
eczema, whereas only 50% of those who failed had a personal history of eczema. We noted that for those
with a history of eczema the odds of a failed OFC to sesame is 0.14 times as likely compared to subjects
without a history of eczema (P = 0.021). Similar relationships were not found for other atopic diagnoses.
These data suggest that children with eczema may be more likely to exhibit sensitization and not true
food allergy. This has been shown for other foods as well, per Spergel et al., where over 50% of children
who are considered sensitized to a food allergen based on a positive screening test may not clinically
react during an OFC21.

To our knowledge, this study is the �rst to describe a pediatric experience with legume OFCs, including
exploration of legume sIgE and OFC outcome. Importantly, we noted that patients were equally likely to
pass a legume OFC, despite legume sIgE level. Overall, 84.85% of subjects passed a legume OFC,
including those with higher sIgE levels. Throughout the entire range of legume sIgE values studied, pass
rates of legume OFCs are high. When reactions did occur, they were primarily mild. In the absence of a
clinical history of a reaction to legume, nearly all children passed an OFC, regardless of sIgE level, and the
child who failed a legume OFC experienced cutaneous symptoms only. However, among children with a
previous history of a reaction to legume, we found that anaphylaxis and gastrointestinal symptoms were
equally as common as one another, but less common than cutaneous symptoms during a legume OFC.
These data suggest that clinicians may consider challenging to legume at higher sIgE level and
underscore the importance the clinical history in deciding whether to challenge a child to a legume.

There are several limitations of this study that should be addressed. This study is a retrospective study
describing challenges that were deemed clinically indicated and appropriate by practitioners at a single
center. Every patient who presented with concern for sesame or legume allergy did not have an OFC. Also,
providers used their own clinical judgement to select who would undergo an OFC; therefore, it is likely that
pass rates are actually lower than presented if all patients underwent an OFC. However, we feel this data
is critical to report as our study is representative of clinical decisions made in the care of children with
concern for allergy to these emerging allergens.

The food allergy landscape continues to change, with newer emerging allergens becoming more common
triggers. Here, we describe our center’s clinical experience with OFCs to sesame and legume. We found
that sesame sIgE is a poor predictor of OFC outcome, and that among those who underwent legume OFC,
patients can often tolerate the food. In patients sensitized to legumes without history of reaction, almost
all patients in our study tolerated these foods and when reactions did occur, they were mild. This
suggests that preventive avoidance of these foods is unnecessary. These �ndings highlight the continued
need for OFC to con�rm or refute the diagnosis of sesame and legume allergy when clinically indicated.
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Abbreviations:
OFC: Oral Food Challenge; IgE: Immunoglobin E; sIgE: serum-speci�c Immunoglobin E

Declarations:
Ethics approval and consent to participate:

The study was IRB approved. Informed consent was exempted as this was a retrospective chart review. 

Consent for publication:

Not applicable.

Availability of data and material:

Not applicable.

Competing interests:

None, not applicable.

Funding:

NIAID K23 AI100995, Anonymous Family Foundation Grant to Northwestern Feinberg School of Medicine
STU00200053, Bazely Foundation

Authors' contributions:

JP drafted the manuscript, performed data collection and analysis. KT and MM contributed to the
manuscript and data analysis, edited and revised the manuscript. DD helped complete the statistical
analysis, edited, and revised the manuscript. AMS oversaw all aspects of the work, including design of
the study, data collection, analysis and drafting of the manuscript. 

Acknowledgements:

Not applicable.

References:
1. Boyce, J A. “Guidelines for the Diagnosis and Management of Food Allergy in the United States:

Report of the NIAID-Sponsored Expert Panel.” Journal of Allergy and Clinical Immunology, vol. 126,
no. 6, 2010, doi:10.1016/j.jaci.2010.10.007.

2. Ho, M. H., Wong, W. H., & Chang, C. (2012). Clinical Spectrum of Food Allergies: A Comprehensive
Review. Clinical Reviews in Allergy & Immunology, 46(3), 225-240. doi:10.1007/s12016-012-8339-6



Page 11/17

3. Toit, George Du, et al. “Prevention of Food Allergy.” Journal of Allergy and Clinical Immunology, vol.
137, no. 4, 2016, pp. 998–1010., doi:10.1016/j.jaci.2016.02.005.

4. Jackson K.D., Howie L.D., and Akinbami L.J.: Trends in allergic conditions among children: United
States, 1997-2011. NCHS Data Brief 2013; unde�ned: pp. 1-8

5. Tang, M. L., & Mullins, R. J. (2017). Food allergy: Is prevalence increasing? Internal Medicine Journal,
47(3), 256-261. doi:10.1111/imj.13362

�. Shaker, M. S., Schwartz, J., & Ferguson, M. (2017). An update on the impact of food allergy on
anxiety and quality of life. Current Opinion in Pediatrics, 29(4), 497-502.
doi:10.1097/mop.0000000000000509

7. Permaul, P., Stutius, L. M., Sheehan, W. J., et al. (2009). Sesame allergy: Role of speci�c IgE and skin-
prick testing in predicting food challenge results. Allergy and Asthma Proceedings, 30(6), 643-648.
doi:10.2500/aap.2009.30.3294

�. Fleischer DM, Bock SA, Spears GC, et al. Oral food challenges in children with a diagnosis of food
allergy. J Pediatr2011;158(4):578-583.e571.

9. Zomer-Kooijker K, Slieker MG, Kentie PA, et al. A prediction rule for food challenge outcome in
children. Pediatr Allergy Immunol2012;23(4):353-359.

10. Sicherer SH, Wood RA, Vickery BP, et al. Impact of Allergic Reactions on Food-Speci�c IgE
Concentrations and Skin Test Results. J Allergy Clin Immunol Pract

11. Sampson, Hugh A. “Utility of Food-Speci�c IgE Concentrations in Predicting Symptomatic Food
Allergy.” Journal of Allergy and Clinical Immunology, vol. 107, no. 5, 2001, pp. 891–896.,
doi:10.1067/mai.2001.114708.

12. Sicherer SH, Sampson HA. Food allergy: Epidemiology, pathogenesis, diagnosis, and treatment. J
Allergy Clin Immunol2014;133(2):291-307; quiz 308.

13. Song, Y., Wang, J., Leung, N., et al. (2015). Correlations between basophil activation, allergen-speci�c
IgE with outcome and severity of oral food challenges. Annals of Allergy, Asthma & Immunology,
114(4), 319-326. doi:10.1016/j.anai.2015.01.006

14. Maruyama, N., Nakagawa, T., Ito, K., et al. (2015). Measurement of speci�c IgE antibodies to Ses i 1
improves the diagnosis of sesame allergy. Clinical & Experimental Allergy, 46(1), 163-171.
doi:10.1111/cea.12626 

15. Yanagida, Noriyuki, et al. “Ses i 1-Speci�c IgE and Sesame Oral Food Challenge Results.”The Journal
of Allergy and Clinical Immunology: In Practice, vol. 7, no. 6, July 2019,
doi:10.1016/j.jaip.2019.02.022.

1�. Ireneo, M. M., Ibáñez, M. D., Sánchez, J., et al. (2008). Clinical features of legume allergy in children
from a Mediterranean area. Annals of Allergy, Asthma & Immunology, 101(2), 179-184.
doi:10.1016/s1081-1206(10)60207-4

17. Cuadrado, C., Cabanillas, B., Pedrosa, M. M., et al. (2009). In�uence of thermal processing on IgE
reactivity to lentil and chickpea proteins. Molecular Nutrition & Food Research, 53(11), 1462-1468.
doi:10.1002/mnfr.200800485



Page 12/17

1�. Jensen, Louise Bjerremann, et al. “Risk Assessment of Clinical Reactions to Legumes in Peanut-
Allergic Children.” World Allergy Organization Journal, vol. 1, no. 10, 2008, pp. 162–167.,
doi:10.1097/wox.0b013e3181865f83.

19. Qamar, N., Fishbein, A. B., Erickson, K. Singh, A. M., et al. (2015). Naturally occurring tolerance
acquisition to foods in previously allergic children is characterized by antigen speci�city and
associated with increased subsets of regulatory T cells. Clinical & Experimental Allergy,45(11), 1663-
1672. doi:10.1111/cea.12570

20. Agne, P., Bidat, E., Rance, F., & Paty, E. (2004). Sesame seed allergy in children. [Abstract]. European
Annals of Allergy and Clinical Immunology, 36(8), 300-305.

21. Spergel, J. M., et al. “Food Allergy in Infants With Atopic Dermatitis: Limitations of Food-Speci�c IgE
Measurements.”Pediatrics, vol. 136, no. 6, 23 Dec. 2015, doi:10.1542/peds.2015-1444.

22. Saf S, Sifers TM, Baker MG, et al. Diagnosis of Sesame Allergy: Analysis of Current Practice and
Exploration of Sesame Component Ses i 1. J Allergy Clin Immunol Pract. 2020;8(5):1681-1688.e3.
doi:10.1016/j.jaip.2019.11.028

Figures



Page 13/17

Figure 1

Sesame OFC Outcomes. A. Medications administered for reactions to sesame during OFC. B. Symptoms
of reactions during OFC to sesame. C. Symptoms of reactions during OFC to sesame divided by previous
reaction history. Abbreviations: OFC, oral food challenge.
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Figure 2

Sesame sIgE Levels at Time of OFC. Dot plot illustrates sesame sIgE levels at the time of challenge by
OFC outcome. The horizontal bar represents the median. There is no statistically signi�cant difference
between sesame sIgE levels when comparing individuals who passed or failed the OFC. However, patients
in the highest quartile of sesame sIgE had the lowest pass rate (see Table 4). Abbreviations: sIgE, speci�c
IgE; OFC, oral food challenge
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Figure 3

Legume OFC Outcomes. A. Medications administered for reactions to legume during OFC. B. Symptoms
of reactions during OFC to legume. C. Symptoms involved in OFC reactions to did not differ based on
prior reaction history. (p>0.05). Abbreviations: OFC, oral food challenge
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Figure 4

Legume sIgE Levels at the Time of OFC. Dot plot describing the range of legume sIgE levels by OFC
outcome. The horizontal bar represents the median. There is no statistically signi�cant difference in
legume sIgE level between individuals who passed or failed the OFC. However, there is a high rate of
passing an OFC to legumes overall. Abbreviations: sIgE, speci�c IgE; OFC, oral food challenge
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