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The oral food challenge (OFC) is the criterion standard for
diagnosing food allergy, but prior studies indicate many
allergists may not be using OFCs for various reasons. To better
understand current OFC trends, practices, and barriers, the
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Adverse Reactions to Foods Committee subcommittee updated a
19-item survey (previously administered in 2009) and sent it to
AAAAI and American College of Allergy, Asthma, and
Immunology (ACAAI) membership. There were a total of 546
respondents who represented approximately a 10% response
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rate. Among the 546 respondents, compared with 2009,
signiﬁcantly more providers offer OFCs (95% vs 84.5%),
offer >10 OFCs per month (17% vs 5.6%), obtain informed
consent (82.2% vs 53.6%), and performed OFCs in fellowship (71% vs 45%) (all P < .001). Fellowship OFC training
was limited, with 56% performing <10 OFCs in fellowship
and 29% performing none. Although 94% see patients <12
months of age, 35.5% do not offer OFCs for early peanut
introduction. Although 79% dedicate a supervising medical
provider (MD, NP, PA) and 86% have a written OFC protocol, only 60% had a standardized reaction treatment protocol and 56% prepared emergency medications before OFC.
Compared with 2009, there was signiﬁcant worsening of
perceived barriers to performing OFCs, including time
(65.6% vs 55%), space (55.3% vs 27.1%), stafﬁng (59.6% vs
44.3%), experience (16.9% vs 11.5%), and hospital proximity (10.9% vs 7.9%), though reimbursement as a barrier
improved (45.9% vs 53.7%) (all P < .01). Compared with
2009, although more providers offer OFCs, multiple
perceived barriers to performing OFCs have worsened. Hesitancy to challenge infants and emergency preparedness issues
are emerging potential concerns. Ó 2020 American Academy of Allergy, Asthma & Immunology (J Allergy Clin
Immunol Pract 2020;8:3348-55)
Key words: Oral food challenge; IgE-mediated food allergy;
Safety; Double-blinded food challenge; Epinephrine

The food allergy diagnostic criterion standard is an oral food
challenge (OFC). However, there are limited prior data regarding
allergist trends regarding the use of this procedure. A previous study
published by Pongracic et al1 surveyed the American Academy of
Allergy Asthma and Immunology (AAAAI) membership regarding
OFC practices in 2009. They found that 85.5% of responding
allergists reported performing OFCs but only 5.6% performed
>10 OFCs per month. The majority (70%) performed only 1 to 5
OFCs per month. Time, inadequate reimbursement, and concern
regarding the risk of an adverse event were cited as the top 3
perceived barriers. Surprisingly, 45% of respondents in the 2009
survey reported having never personally performed OFCs during
fellowship training, and only 54% reported obtaining written
informed consent before conducting the OFC. This workgroup
report further demonstrated that many allergists expressed reservations about performing this service in their ofﬁce or were limiting
its use for various reasons, including perception of risk, time
burden, reimbursement concerns, and personnel constraints.
OFCs are a critical procedure to identify patients with IgE-
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mediated (and selected noneIgE-mediated) food allergy when
the history and testing may not clearly conﬁrm the diagnosis. OFCs
are especially important for conﬁrming lack of clinical reactivity in
the setting of sensitization with a low pretest probability for a reaction, assessing panels of tests obtained indiscriminately where
there may be unnecessary dietary elimination, or assessing for
development of natural allergen tolerance.2-7 Unnecessary or prolonged avoidance may potentially lead to increased patient and
parental anxiety, reduced quality of life, increased social stigma, and
could possibly contribute to nutritional deﬁciencies.8-11 Therefore,
it is important that physicians correctly identify true food allergies
and clarify when avoidance is or is not medically necessary.12,13
OFCs in this situation are essential and can be conducted safely
and successfully, decreasing unnecessary food avoidance.6
There are data that demonstrate that OFCs improve the quality
of life of food-allergic patients and caregivers, even if patients do not
tolerate ingestion.14-16 Food allergies affect approximately 8% of
US children17 and are associated with an annual direct and indirect
total US health care cost of approximately $24 billion.18 There are
strong economic arguments in favor of increasing access to an
OFC, which may help reduce these health and economic burdens
by optimizing the diagnosis. One study noted that in a large academic referral center population, delaying challenges could lead to
millions of dollars in additional costs to patients for every month
the procedure is deferred or delayed.19
OFCs are considered safe if performed by trained specialists in
appropriately selected patients. Akuete et al20 determined that
OFCs may be much safer than previously perceived. In one of the
largest data sets to date, they analyzed a total of 6377 OFCs from
2008 to 2013 across multiple centers, with 86% of patients successfully being challenged with no reaction, only 2% requiring
epinephrine, and 98% of OFCs were completed without triggering anaphylaxis.20 Although this patient population was
somewhat biased in selection given that this was not a prospective
study but rather the comparison of retrospective results of OFCs
performed for clinical purposes without common criteria for how/
when/why OFC was offered, these results are in stark contrast to
several previous studies that reported epinephrine use during
OFCs ranging from 6% to 33% (though again, the populations
and OFC circumstances are heterogeneous, and are not directly
comparable).2,21-27 In addition to a low rate of anaphylaxis in the
Akuete et al data, there is evidence supporting that late-phase and
biphasic reactions after OFCs are also rare, ranging from 1.5% to
4% in previously published studies.28,29 Notably, there is only 1
known OFC related fatality in the United States to date since the
description of the modern OFC procedure was published in 1976,
and 1 known fatality outside the United States as part of an oral
immunotherapy entry challenge.30,31
A number of recent developments have increased the
importance of performing OFCs in routine practice, including
the establishment of multiple new food allergy centers across the
United States, the implementation of an early introduction policy
that involves OFCs for high-risk children, and the advances in
peanut allergy immunotherapy for which establishing eliciting/
tolerating doses is integral. Accordingly, the AAAAI Adverse
Reactions to Foods Committee (ARFC) updated the 2009 survey
for re-administration, given concerns noted in the original survey,
as well as recent advances regarding food allergy care in the past 9
years.32,33 Herein we report the results and trends about OFC
practices as reported by the AAAAI and American College of
Allergy, Asthma, and Immunology (ACAAI) membership.
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RESULTS
There were a total of 546 respondents who represented an
approximately 10% response rate from among the potential pool
of allergists contacted between the AAAAI and ACAAI members.
Respondents had a mean of 15 years in clinical practice after
fellowship (standard deviation, 11.8), and 95% (516 of 543)
noted that they currently offer OFCs in their practice. Table I
details the number of reported challenges per month and
number of reported OFCs performed in fellowship. There was a
signiﬁcant relationship between years in practice and number of
OFCs performed in fellowship (adjusted R2 0.33, P < .001,
coef. 3.34, 95% conﬁdence interval [CI]: 3.8 to 2.8,
Figure 1). Most respondents (92%, 476 of 515) afﬁrmatively
indicated that there is a need to perform OFCs in clinical practice.
When asked about total numbers of OFCs performed, the majority of respondents reported performing more OFCs in a few
months than they did in their entire fellowship, with approximately 29% (155 of 535) recounting they performed no OFCs in
fellowship (vs 65% [435 of 619] reporting no fellowship OFCs in
2009, P < .001) (Table I). There was a small but signiﬁcant

TABLE I. Reported number of oral food challenges performed
during fellowship and in practice
OFC performed in fellowship
(per fellowship duration),
total number

Percent reporting (535 answered)

0
1-10
11-20
21-30
31-40
41 or more

28.97%
26.92%
15.70%
9.72%
3.93%
14.77%

OFC performed in practice
(per month), total number

(155)
(144)
(84)
(52)
(21)
(79)

Percent reporting (513 answered)

0
1-5
6-10
11-15
16-20

5.46%
58.09%
19.30%
7.21%
9.94%

(28)
(298)
(99)
(37)
(51)

OFC, Oral food challenge.

Predicted Relationship Between Fellowship Challenge Volume and Years in Practice
25

During the ARFC meeting at the 2016 AAAAI annual meeting, a
subcommittee was formed to examine the current trends regarding
OFCs. A formal proposal was drafted and submitted and approved by
the Practices, Diagnostics, and Therapeutics committee (PDT). AAAAI
staff worked in conjunction with the OFC subcommittee to update and
reﬁne the 2009 question set, which was then submitted back to the
PDT for ﬁnal approval of all text by PDT and the AAAAI Board of
Directors. The survey was also approved for distribution to ACAAI
membership by the ACAAI Scientiﬁc Committee. Using membership
accounts, an anonymous online 20-item questionnaire was sent to a
random sample of AAAAI members (1319) and the entire ACAAI
membership (4095) using the Survey Monkey platform. All recipients
received an email with a survey link and participation was voluntary.
The investigators were not involved in the distribution process.
Questions in the survey were divided into sections that covered
various topics including demographic and background information,
OFC practices, potential barriers to performing OFCs, and OFCs in
infants. The content of the survey was based on a previous food
allergy survey administered in 2009 and published by Pongracic
et al, which was augmented by the clinical experiences of the
participating investigators, through a process of iterative discussion
to achieve unanimous consensus on changes/additions. It was further
updated to reﬂect recent advances in food allergy and knowledge
gaps that were not addressed in the previous survey, such as OFCs in
very young children. Respondents completed the survey online,
which was estimated to take approximately 15 to 20 minutes to
complete. The survey was distributed in the winter of 2017 to
AAAAI members and in the winter of 2018 to ACAAI members.
Respondent data were automatically tabulated by the Survey
Monkey program and downloaded to an MS excel spreadsheet
(Redmond, WA), for cleaning, and then uploaded to Stata, Version
13 (College Station, TX) for analysis. The items underwent
frequency analysis to provide general descriptive trends. The data
were also analyzed for inferential statistics using the Fisher exact test
and logistic/linear regression, with predictive probabilities computed
using analysis of marginal means with the Stata margins command.
This study was approved by the University of Cincinnati IRB as
exempt from ongoing IRB review.

Predicted Years In Practice
10
15
20
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Reported OFC Volume in Fellowship

FIGURE 1. Relationship between reported fellowship OFC volume
(in categories) and the number of years in practice since leaving
fellowship. A statistically significant inverse relationship (R2 0.33,
P < .001) is noted in that more recent fellowship graduates report
a higher number of OFCs performed during training. OFC, Oral
food challenge.

association between numbers of OFCs performed in fellowship
and number performed in practice (odds ratio: 1.23, 95% CI: 11.5, P ¼ .04). At least half of all respondents reported that they
were performing 1 to 5 OFCs per month. All respondents surveyed offer open (nonblinded) challenges and occasionally supplement open challenges with other types of OFCs, including
26% (114 of 439) offering single-blind OFC, 9% (37 of 432)
offering double-blind OFC, and 13% (55 of 437) offering
double-blind, placebo-controlled OFC (multiple responses were
permitted). Before performing the OFC, 82% (398 of 484) reported obtaining written informed consent from patients/parents,
and of those obtaining consent, only 22% (86 of 392) did not use
consent language that discussed the possibility of a fatal outcome.
Table II details the reported workﬂow distribution among
supervising and support staff for OFC-related tasks. This
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TABLE II. Effort and personnel involved in OFCs
Allergist
Nurse
Nurse practitioner
Medical assistant
Physician assistant

Pre-OFC examination

Administers OFC food

Monitors OFC progress

94%
55%
30%
27%
21%

49%
73%
15%
42%
10%

85%
78%
27%
49%
19%

(424 of 449)
(217 of 394)
(102 of 338)
(97 of 362)
(70 of 339)

(194 of 393)
(300 of 412)
(50 of 336)
(162 of 389)
(32 of 333)

(366 of 432)
(322 of 413)
(92 of 339)
(188 of 386)
(64 of 334)

OFC, Oral food challenge.
The columns represent the scenario and the rows the type of staff involved in the scenario. The question was asked as a close-ended matrix where a speciﬁc yes/no choice
relative to the staff involvement had to be made.

highlights that most practices offering OFCs involve multiple
types of ofﬁce staff in the procedure. However, only 69% (308 of
448) reported having a speciﬁcally dedicated nurse and 79%
(353 of 449) a dedicated medical provider (MD, NP, PA, etc.)
supervising OFCs. OFCs were reported to be performed to a
wide variety of foods. Preparation of the food to be used for
OFCs varied and was dependent on the allergen administered.
The vast majority of foods, in particular baked egg (90%, 408 of
452), baked milk (91%, 409 of 450), nonbaked egg (83%, 374
of 452), and nonbaked cow’s milk (73%, 331 of 455), were
reported to be prepared or supplied by the parent/patient as
opposed to the allergist or staff. Alternatively, for other items,
many respondents reported that their ofﬁce provided selected
items for use in OFCs, such as peanut butter (40%, 182 of 459).
Given the potential safety issues with conducting OFCs,
questions in this iteration of the survey placed emphasis on
understanding how practices plan and supervise the procedure, as
well as respond to adverse events occurring as a result of OFCs.
Before starting an OFC in the ofﬁce, 100% of responding allergists reported that they assess the patient for adequate asthma
control and the presence of concomitant medications that might
interfere with the procedure or treatment of a reaction (eg, antihistamines, beta-blockers, etc), and 84% (378 of 449) reported
assessing for eczema control. The majority of allergists obtain
skin prick testing (92%, 409 of 446) or serum-speciﬁc IgE tests
(88%, 396 of 448) before the OFC and report following a clearly
speciﬁed written protocol for dosing administration and
observation (86%, 385 of 446).
Similarly, 99% (450 of 453) of physicians report directly
examining the patient when there is concern of a reaction
occurring after a dose, with ancillary staff also performing
examinations at varying degrees of frequency. Treatment, when
necessary, was administered directly by the supervising physician
(84%, 369 of 441) or nurse (81%, 321 of 398). Table III describes the duration of time for both pre-OFC task preparation
and post-OFC observation both after a routine asymptomatic
OFC and in the event of medication administration.
For severe reactions requiring a single dose of epinephrine,
observation time was split among physicians, with 48% (216 of
452) reporting observing such patients in the ofﬁce for 1 to 2
hours, 31% (138 of 452) for 3-4 hours, and 17% (78 of 452)
reporting that they send the patient to the closest emergency
department (ED) instead of observing the patient in the ofﬁce.
Most physicians (75%, 336 of 451) reported sending patients to
the closest ED if they experience a severe reaction requiring
multiple doses of epinephrine.
Subjective complaints occurring during OFCs without obvious
objective ﬁndings were reported to be handled by extending the
dosing interval to allow for more waiting time before the next dose

(21%, 98 of 459), repeating the dose (12%, 54 of 459), proceeding
along as per planned protocol (5%, 24 of 459), and stopping the
challenge (3%, 13 of 459). A majority of respondents (59%, 269 of
459) reported not having any prespeciﬁed standardized approach
to managing subjective symptom development and treated this on
an individual case-by-case basis. A similar percentage (60%, 268 of
447) reported having a standardized protocol for stopping the
challenge (for objective symptoms) and treating any reaction
should it occur, whereas 56% (252 of 448) had emergency medicine premeasured and ready in the challenge space before starting
the OFC. Importantly, in response to a direct question regarding
allergist willingness to offer OFCs, as this survey took place after the
report of the ﬁrst known fatality in the United States related to an
OFC, 25% (111 of 450) of respondents reported that they are less
willing to provide OFCs in their ofﬁces due to this fatality, though
willingness was inversely proportional to the number of OFCs
provided per month (Figure 2).
To follow up the 2009 survey responses that noted multiple
perceived barriers to performing OFCs, including lack of time,
lack of staff, and lack of ofﬁce space, these questions were
repeated in this survey iteration. Figure 3 compares responses
from 2009 to the same question asked in the current survey,
noting multiple statistically signiﬁcant differences between time
periods. Although barriers and issues such as perception of
inadequate reimbursement and the lack of need to perform
OFCs have decreased, barriers such as lack of time, staff, space,
and experience have increased. With regard to reimbursement
and implementation of new Current Procedural Terminology
(CPT) coding speciﬁc to OFC since 2009, this iteration of the
survey asked how physicians code for OFCs, with 46% (220 of
476) reporting that they submit both Evaluation and Management (E and M) and ingestion challenge procedure codes
(95076 for the ﬁrst 120 minutes, 95076 and 95079 if challenge
goes beyond 151 minutes). Over half (51%, 244 of 476) used
the ingestion challenge procedure code only, and 2.5% (12 of
476) used only an E and M code. This reﬂects a change from
2009 where 59% submitted both an E and M and ingestion
challenge procedure code, 29% an ingestion challenge procedure
code only, and 7% only an E and M code. No questions were
asked regarding the actual level of reimbursement received or
amount charged, on average, per OFC.
Finally, respondents were queried about performing OFCs in
infants and issues related to early peanut introduction, which are
evolving practices since 2009 (Table IV). Although 94% (455 of
486) of allergists reported currently managing children under the
age of 12 months in their practices, a minority of participants
(37%, 158 of 431) reported an increase in referrals for skin testing
and/or in-ofﬁce introduction of peanut for high-risk infants (as
deﬁned in the National Institute of Allergy and Infectious Diseases
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TABLE III. Comparison of time-related events before and during OFCs
Preparation time for OFC-related tasks

Food prep
Emergency med prep
Patient consent
Post-challenge instructions

1-10 min

11-20 min

21-30 min

>30 min

68%
80%
86%
60%

18.5%
5%
7%
32%

3.5%
1.5%
2%
6%

4%
0.6%
0.8%
1.5%

Observation time

Total duration of feeding time
After last dose
After mild reaction treated with antihistamines
After moderate reaction treated with multiple (non-epinephrine) medications
After severe reaction requiring single epinephrine dose
After severe reaction requiring multiple epinephrine doses

<1 h

1-2 h

3-4 h

5-6 h

>6 h

ED

7.7%
26.9%
17.9%
7.2%
1.3%
0%

59.4%
70%
75.5%
72.6%
47.8%
8%

29.1%
2.4%
6%
17.3%
30.5%
13.1%

3.1%
0.4%
0.2%
1.1%
2.2%
3.8%

0.7%
0.2%
0.2%
0.2%
0.9%
0.7%

0%
0.2%
1.5%
17.3%
74.5%

ED, Emergency department; OFC, oral food challenge.

.4
.2
0

Probablity of Being Less Willing to Challenge

.6

Relatioship Between Experience and Willingness to Challenge Following Report of an OFC-related Fatality

0

1-5
6-10
11-15
Number of OFC's Performed per Month

16-20

FIGURE 2. Relationship between experience and willingness to
challenge following report of an OFC-related fatality. The survey
found that 25% of responding allergists are less willing to provide
OFCs in their office after the recent food challenge fatality. Their
willingness was inversely proportional to the number of OFCs
provided per month. OFC, Oral food challenge.

[NIAID] addendum guidelines), though slightly more than half
noted an increase in referrals for all infants (including high-risk
infants) who have already undergone serologic IgE testing to
either peanut, egg, or both by an outside nonallergy provider. The
vast majority of respondents (79%, 340 of 429) reported
encouraging caregivers of infants between the ages of 4 to 11
months to incorporate peanut into their diets, though just half of
respondents followed recommendations for skin testing high-risk
infants 4 to 11 months of age. Only 38% (162 of 431) performed
an in-ofﬁce feeding for high-risk infants, whereas 36% (153 of
431) of respondents do not offer in-ofﬁce feeding for high-risk
infants, 15.8% (68 of 431) respondents offer challenge to all infants, and 11.1% (48 of 431) do not offer these due to lack of
applicability to their practice or lack of opportunity.

DISCUSSION
The OFC is a critical diagnostic procedure used to evaluate the
presence of both IgE- and noneIgE-mediated food allergy and
remains the criterion diagnostic standard for food allergy. In the

hands of an experienced and trained provider, this is a safe and
reliable procedure. The OFC remains necessary given the inherent
limitations of misclassiﬁcation from blood or skin tests that have
been used as surrogates for the OFC, in particular when these are
applied at a population level.34-36 Little was known about provider
trends in performing OFCs until 2009, when the initial iteration
of this survey noted that OFCs were viewed as labor- and resourceintensive procedures that provided inadequate reimbursement for
the time and effort spent, reﬂected by 82.6% of providers performing <5 challenges per month. Since the publication of the
initial workgroup report, multiple advances in the ﬁeld have
occurred that have increased the practice of OFCs, including the
advent of food allergy immunotherapy (either as a clinical practice
or as a clinical trial), the recent NIAID early peanut introduction
guidelines, an increase in the number of dedicated food allergy
centers across the United States, greater awareness of the limited
predictive value of serologic or skin testing, and new CPT codes to
help improve reimbursement.37 These are well reﬂected in the
statistically signiﬁcant uptick of respondents who are performing
at least 5 OFCs per month compared with 2009.
Although this current survey indicates positive shifts in access
and willingness, other trends have become more problematic.
There is still a relative potential lack of access—although the
number of providers offering OFCs has increased, most practices
offer approximately 1 challenge per week, which may not be
sufﬁcient to meet the community needs. This survey deliberately
did not assess the characteristics of the patient being offered the
OFC (eg, a potential estimation of likelihood of reactivity based
on testing and/or clinical history). There was a signiﬁcant shift in
the number of respondents reporting that experience was a barrier
to performing OFCs, and this may be reﬂective of current trends
in fellowship. Despite reported increases in opportunity to
perform OFCs in fellowship, 56% (299 of 535) of respondents
reported performing 10 or fewer OFCs during their entire
fellowship, and 29% (155 of 535) reported having no experience
at all. With the institution of Accreditation Council for Graduate
Medical Education (ACGME) requirements, more recent
fellowship graduates are required to participate in a minimum of
5 OFCs. Such minimal requirements for supervising OFCs
should reduce future concerns regarding a complete lack of
experience as a barrier. Given the importance of the OFC procedure, it is the opinion of the authors that competency in performing OFCs at all ages, especially in infants, should be a
priority in evaluating allergy training programs by the ACGME.38
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A

B
FIGURE 3. Reported barriers to performing an OFC. Comparison of reported barriers between survey waves from 2009 (A) and 2018/19 (B).
Asterisks denote P < .05 for the trend. CPT, Current Procedures and Terminology code; EM, Evaluation and Management; OFC, oral food
challenge.

Trends that have worsened signiﬁcantly since 2009 include
issues surrounding time, ofﬁce staff, and ofﬁce space as reported
barriers. Similarly, the data captured in this survey are concerning
for adherence to new early peanut introduction guidelines and
access to such care (despite nearly all respondents reporting seeing
infants <12 months of age in their practice). Although this survey
was not speciﬁcally designed to capture the full range of barriers
and facilitators to this practice, the NIAID policy is heavily nested
in both opportunity for access to this care and willingness of
providers to perform the service.
It is encouraging that compared with allergists sampled in
2009, fewer report reimbursement issues as a barrier to

performing OFCs, which may reﬂect the implementation of new
CPT codes in 2013. Reimbursement for OFCs can now be billed
under codes 95076 (ﬁrst 120 minutes, including pre/post-OFC
evaluation) and 95079 (each additional 60 minutes). Greater
than 50% of the allotted time must be used (61 minutes for
95076 and 31 minutes for each unit of 95075). The total time of
the OFC begins with the pre-challenge evaluation, and not just
when the ﬁrst increment of food is consumed, and then stops
when the patient is discharged from the clinic or the challenge is
terminated due to a reaction.39 We noted an approximate
doubling in the number of providers who report use of the new
ingestion codes. We did not query about the actual dollar
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TABLE IV. Practice trends in infants targeted for early peanut introduction
Trend

Encourage early peanut introduction
Note increase in referrals for early peanut screening
Note increase in PCP tested early peanut referrals
Routinely testing for peanut before early peanut introduction
Routinely testing for egg before early peanut introduction
Performing OFC for early peanut introduction

For all infants

NIAID high-risk
infants only

For no infants

No opportunity

79.2%
36.6%
42.7%
18.3%
14.2%
15.8%

10.9%
20.9%
10.2%
50.6%
32.2%
37.6%

5.1%
39.9%
43.4%
26.2%
48.7%
35.5%

1.4%
0.7%
1.4%
3.2%
3.5%
9.5%

NIAID, National Institute of Allergy and Infectious Diseases; OFC, oral food challenge; PCP, primary care provider.

amount being reimbursed per challenge, nor did we query the
degree to which these new codes were linked to the reported
increase in OFC utilization.
This survey has several limitations. Foremost the sampling
frame is different. Unlike the 2009 survey, which was sent
exclusively to the general AAAAI membership (physicians and
allied health persons both), this survey was administered to a
random sample of members of the AAAAI as well as the general
membership of the ACAAI. Overall, the estimated response rate
for the “ﬁeld” was approximately 10%, which puts these data at
potential risk for sampling bias and limited generalizability.
There is also potential for responder bias in that only those with
an interest in food allergy or performing OFCs may be more
inclined to respond to open surveys of this nature. There are
distinct restrictions on how both the AAAAI and ACAAI
conduct member surveys and the availability of nonresponder
demographic data to gauge propensity of response. However, this
largely follows a similar procedure and has similar response rates
to both the 2009 survey and other published membership surveys. Higher response rate is an inherent systematic issue for
nonincentivized membership surveys, and as such, the data could
have signiﬁcant limitations regarding generalizability, though
these are unavoidable. Although these data are not shown, there
were few differences in comparing AAAAI and ACAAI responses.
We were limited in the number and scope of questions asked,
because the planned aim was to update the prior survey accessing
trends over time and to focus speciﬁcally on areas of emerging
potential gaps or perceived needs. In particular, there are
additional questions not asked that would be more relevant for a
separate survey investigating OFC trends in infants, which we
plan to address in a future dedicated survey pertaining to this
topic. In addition, no assessment was completed to assess the
willingness of parents/caregivers to have their child undergo
OFCs according to published guidelines, which may affect the
number of challenges performed. Lastly, although we think this
is a minute risk and does not affect the results, we cannot entirely
rule out the possibility that someone took the survey twice, or
that members of the same practice may be represented. This is a
risk with de-identiﬁed survey collection, and in theory we cannot
rule out with 100% certainty that any cases eluded software
restrictions that limit more than 1 participant from the same IP
address.
In conclusion, although improvements in performing OFCs
have been made over the 10 years since the initial workgroup
report, there continue to be many barriers to performing OFCs.
These barriers include training and experience, time and effort to
conduct the procedure, and stafﬁng. It is concerning that
obtaining written consent before an OFC is not universal,
especially with the recent fatality. A recent AAAAI workgroup

report on OFCs recommends that all patients undergoing an
OFC have documented verbal or signed written consent that
should better protect both the allergist and the patient. It is
reassuring that reimbursement is decreasing as a cited barrier to
performing OFCs. There is also emerging concern for hesitancy
in challenging infants. Demand for OFCs in infants and toddlers
will likely continue to increase, and existing guidelines and
emerging therapies are predicated on both access and willingness
to perform OFCs in this age group. This may require targeted
surveys of barriers and facilitators speciﬁc to this age-related
hesitancy, with the results supported by education to enhance
provider comfort and willingness to offer OFCs to this population. There are signs that previously identiﬁed barriers are
improving, with an increase in the number of allergists
performing OFCs and improved access to OFC training in
fellowship. Targeted efforts are recommended to promote
expanding OFC fellowship training opportunities to increase
comfort and experience among allergists performing higher-risk
challenges. Continued follow-up tracking OFC educational
trends in allergy training programs is required to make sure that
this core competency skill is being taught more frequently. The
ARFC plans to update these data in the next 5 to 10 years and
will more than likely pursue dedicated surveys related to hesitancy for infant OFCs in the interim to address this potential
issue as a practice gap.
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