
AAAAI Position Statement
Addressing health disparities in food allergy:
A Position Statement of the AAAAI Prior
Authorization Task Force
American Academy of Allergy, Asthma & Immunology Milwaukee, Wis
AAAAI Position Statements,WorkGroupReports, and Systematic Reviews are not to be considered to reflect current AAAAI standards or
F

R

A

C

0

�
h

policy after 5 years from the date of publication. The statement below is not to be construed as dictating an exclusive course of action nor is
it intended to replace themedical judgment of healthcare professionals. The unique circumstances of individual patients and environments
are to be taken into account in any diagnosis and treatment plan. The statement reflects clinical and scientific advances as of the date of
publication and is subject to change.
Self-reported food allergies (FAs) affect approximately 8% of
the US pediatric and approximately 10% of the adult
population, which reflects potentially disproportionate increases
among ethnically and racially minoritized groups. Multiple gaps
and unmet needs exist regarding FA disparities. There is
reported evidence of disparities in FA outcomes, and the FA
burden may also be disproportionate in low-income families.
Low family income has been associated with higher emergency
care spending and insecure access to allergen-free food.
Pharmacoinequity arises in part as a result of structural racism
still experienced by historically marginalized populations today.
Historically redlined communities continue to experience
greater rates of neighborhood-level air pollution and indoor
allergen exposure, lack of transportation to medical
appointments, poverty, and lower prescription rates of
necessary medications. Clinical research needs racially and
ethnically diverse participation to ensure generalizability of
research findings and equitable access to medical advances, but
race reporting in clinical trials has been historically poor.
Addressing health disparities in FA is a priority of clinical care,
with professional organizations such as the American Academy
of Allergy, Asthma & Immunology having a prominent role to
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play in mitigating the challenges faced by these individuals. In
this position statement we recommend some key steps to address
this important issue. (J Allergy Clin Immunol 2025;155:53-61.)
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Health disparities in food allergy (FA) negatively affect all
areas of patient care including diagnosis, prevention, and man-
agement. This position statement aims to discuss current evidence
on health disparities in FA, highlight unmet needs, and propose
relevant solutions.
CURRENT KNOWLEDGE

Epidemiology
The prevalence of FA has increased in recent decades. FAs

affect approximately 8% of the US pediatric and approximately
10% of the adult population, which also reflects potentially
disproportionate self-reported increases among ethnically and
racially minoritized groups.1,2 In a recent study,3 it was found that
individuals self-identifying as Asian (odds ratio [OR], 1.21),
Black (OR, 1.15), and Hispanic (OR, 1.17) are more likely to
report at least 1 FA in comparison with White individuals. Retro-
spective data from 2 large inner-city tertiary centers noted that
Black children were significantly more likely to have allergies
to wheat, soy, fish, shellfish, and corn, but less likely to have al-
lergies to tree nuts in comparison with White children.4 The
rate of severe reactions may be high among self-identifying Black
and Hispanic children, in whom there are increased rates of emer-
gency department (ED) visits for FA-related symptoms versus
White children.4 Hispanic adults have self-reported FA rates
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comparable with those of self-identifying non-Hispanic Black
adults, and they also report the highest rates of FA-related ED
visits.2

There is reported evidence of disparities in FA outcomes,
measured as ED visits, hospitalizations, or deaths. In an analysis
of Medicaid data, ethnically and racially minoritized children and
those living in high-poverty counties were more likely to have
diagnostic codes for FA-related ED visits than White children or
those not living in high-poverty counties.5 Black and Hispanic
individuals had higher rates of ED visits with coding for food-
induced anaphylaxis (FIA) in Florida,6 whereas an analysis of
pediatric ED visits for FIA in New York and Florida found the
highest coded rates among Black children.7 Coding for FIA ED
visits and hospitalizations in an Illinois population increased in
all groups from 2008 to 2012, with rates the highest among Asian
children and the most rapidly increased rate among Hispanic chil-
dren.8 In a large retrospective cohort study of 2 centers in Illinois,
rates of coding for FIAwere higher in Black and Hispanic individ-
uals than in White individuals.4 Comorbid asthma, a suspected
risk factor for fatal FIA, was also higher in Black individuals.
A secondary analysis of the US National Mortality Database
from 1999 to 2010 showed significantly higher coding rates for
fatal FIA for Black individuals, with rates nearly quadrupling
for Black males over the time span studied.9

The FA burden may also be disproportionate in low-income
families. Low family income has been associated with higher
emergency care spending10 and insecure access to allergen-free
food.11 Data from the Food Allergy Outcomes Related to White
and African American Racial Differences (FORWARD) study,
which is a research project that examines various aspects of FAs
in children and their caregivers, showed that although Black chil-
dren with FA reported less access to ‘‘safe’’ foods, this was mostly
accounted for by socioeconomic factors.12 Data from theNational
Health andNutrition Examination Survey suggest that Black indi-
viduals are more likely to report low food security and trouble af-
fording prescriptions, whereas Hispanic individuals report trouble
affording follow-up care.13 A 2011 study found that Canadian
children from higher-income homes were 8.35 times more likely
than those from lower-income homes to report being prescribed
epinephrine autoinjectors (EAIs).14 There also may be an
increased burden related to atopic comorbidities in disadvantaged
populations. Neighborhood-level socioeconomic deprivation was
associated with reported comorbid asthma and allergic rhinitis,
whereas the Black racewas independently associatedwith comor-
bid asthma among children with self-reported FA.15,16

Importantly, the methodology of how FA is diagnosed has
considerable influence regarding the certainty of the evidence and
estimate. In most of the included studies, the diagnosis of FA is
not based on the use of oral food challenge (OFC). Studies in
which FA was diagnosed by OFC are robust, with the highest
diagnostic certainty, whereas studies with FA diagnosis made by
self-report, serum serology or skin testing markers, or Interna-
tional Classification of Diseases, Ninth/Tenth Revision coding
are of much lower certainty. A 2013 systematic review evaluating
racial and ethnic disparities in FA in the United States found that
available data lack a common definition for FA and use indirect
FA measures instead of the OFC criterion standard. The authors
concluded that although data suggest an increased risk of food
sensitization, self-reported allergy, or clinic-based diagnosis of
FA among Black children, no definitive racial/ethnic disparity
in FA existed among the included studies.17 Studies using the cri-
terion standard diagnostic methods to investigate potential FA
disparities are a crucial unmet need.
Prevention
Globally, most infant feeding practice guidelines have changed

to recommend early introduction of allergenic foods as part of
complementary feeding to help prevent development of FA.18

However, because infant feeding is often tied to specific social
and cultural practices,19,20 such guidance may be vulnerable to
significant disparities between communities. For example,
despite the long-standing recommendations for exclusive
breast-feeding in the first 4 to 6 months of life, there are still dis-
parities by race, ethnicity, and socioeconomic status (SES) in this
practice.21,22

It has been reported that White children may be introduced to
peanut and cow’s milk earlier than non-White children, whereas
urban populations may introduce peanut and egg earlier than
suburban populations, although the reasons for this are un-
clear.23,24 A study conducted across 3 sites in Ohio showed that
timing of food introduction was most strongly affected by physi-
cian recommendation regardless of patient race, ethnicity, and in-
come.24 Furthermore, a parent-report survey from 2021 found
that caregivers with a primary care provider who provided
guideline-adherent recommendations were significantly more
likely to introduce peanuts in the first year of life.25 However, ac-
cording to data from a large survey, primary care providers with
more than 50% Medicaid patients were less likely to implement
the peanut allergy prevention guidelines and more likely to report
barriers to implementation, such as decreased access to subspe-
cialists and less clinic time, although it is unclear whether this
is directly related to the underserved population they care for.26

Australian data showed that although early introduction efforts
resulted in a 3-fold (21.6%-85.6%) increase in early peanut
consumption, this change was associated with lower risk of
peanut allergy among infants of only Australian parents, and not
of East Asian ancestry.27 The authors stated that different intro-
duction patterns may have contributed to the findings because it
seemed that peanut was still introduced slightly later in children
of East Asian ancestry. Previously, it had been shown that the
prevalence of FA in Asian children was higher in Australia than
in Singapore, despite Asian children in Singapore reporting
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delayed introduction of allergenic foods.28,29 Ethnic and cultural
practices in various geographical areas may influence both FA
prevention and dietary avoidance strategies.
Diagnosis and management
Differences in access to health care may be a notable barrier for

FA diagnosis in underserved communities. In the United States,
Black andHispanic individuals aremore likely to have health care
covered by Medicaid.4 A survey of American College of Allergy,
Asthma & Immunology physicians indicated that nearly 70% of
non-White patients reported to their physicians that they experi-
enced difficulties accessing specialists who take Medicaid
(69%) and had deficits in education regarding FA symptoms
(68%).30 Furthermore, the FA International Classification of Dis-
eases, Ninth Revision diagnostic coding prevalence in individuals
on Medicaid is much lower (0.6%) than previous parent-reported,
physician-diagnosed FA estimates (4.7%), which could be due to
poor access to specialists able to diagnose FA.31 Black and His-
panic individuals are reported to have a shorter duration of aller-
gist follow-up than White individuals.4

Managing FA involves allergen avoidance, which requires
accurate and consistent reading of ingredient labels, finding
suitable substitutions, and effectively communicating the relevant
dietary limitations to multiple stakeholders. Accidental exposures
may occur, and management should include recognizing signs
and symptoms of an allergic reaction and understanding how and
when to use emergencymedications. Disparities may exist here as
well. In a survey of parents of children with self-reported FA, self-
identifying White participants were more likely to identify FA
triggers and signs of an allergic reaction than non-White
participants, whereas Black and Hispanic parents were more
likely to recognize the importance of avoiding food allergens in
comparison with White parents.32 Another survey noted that low
caregiver health literacy was associated with knowledge gaps in
management of allergic reactions and decreased likelihood of
demonstrating the correct use of an EAI.33

Inequities in access to emergency medication have also been
documented. A survey of school nurses in the Houston Indepen-
dent School District found that, controlled for the number of
children with FA, schools in high-SES populations report more
EAIs versus schools serving low-SES students.34 A Canadian
population-based survey of elementary schoolchildren found dif-
ferences in access to EAIs associated with SES; children from
upper-middle and highest household income levels were substan-
tially more likely to report having a prescription for EAI as
compared with students from the lowest and lower-middle house-
hold income levels (OR, 8.35; 95% CI, 2.72-25.61).14

A multicenter North American study of ED visits for FA reported
that 22% of patients presenting to the ED for anaphylaxis received
discharge prescriptions for EAI; the White race was associated
with increased odds of receiving an EAI prescription at ED
discharge (OR, 2.7; 95% CI, 1.3-5.7).35
Pharmacoequity and FA treatments
Pharmacoequity relates to the ability of all patients to access

FA therapies, regardless of race, ethnicity, and SES.36,37 Pharma-
coinequity arises in part as a result of structural racism still expe-
rienced by historically marginalized populations today.38-40
Historically redlined communities (communities of color
excluded from home ownership subsidization and facilitation)
continue to experience greater rates of neighborhood-level air
pollution and indoor allergen exposure, lack of transportation to
medical appointments, poverty, and lower prescription rates of
necessary medications.38,41,42 Housing insecurity continues to
affect social cohesion, safety, depression, and stress, which in-
creases burden of disease.38,39 These factors are interwoven into
therapeutic decisions, whether recognized or not.43When consid-
ering possible FA management options of avoidance alone, food
immunotherapy, and omalizumab, historically marginalized pop-
ulations struggle with both access and availability of resources to
empower them as partners in shared decision making.36,44 Care-
givers belonging to historically underrepresented populations
are less likely to experience minimally disruptive medicine
(defined as a patient-centered approach that aims to minimize
the burden of a treatment plan).45-47 These caregivers are often
required to work multiple jobs, resulting in a decreased ability
to supervise complex immunotherapy regimens or transport chil-
dren to injection appointments.44,45,48-50

Historically excluded populations may be more likely to bear
the burden of ‘‘low-value’’ therapies (that are may be medically
unnecessary and provide no real health benefits to pa-
tients).36,51,52 Costs of biologic therapies exceed value-based es-
timates by 2- to 3-fold, and even if biologics were cost-effectively
priced, costs are still excessive.53,54 Although omalizumab use for
IgE-mediated FA may be an attractive option for many, evidence
suggests that historically marginalized populations will likely not
have equal access to this biologic.41,42,47,55 In a 2021 evaluation
of the IQVIA (I [IMS Health], Q [Quintiles], and VIA [by way
of]) national database, no biologics were recorded for those
without insurance, and biologic use was lower in those publicly
insured.41 Step therapies, site-of-service therapies, and ‘‘white
bagging’’ polices (when insurance companies make coverage of
needed patient-specific medications contingent on the medication
being distributed from a third party) may also disproportionately
affect historically marginalized populations.56 With greater
complexity added to obtain needed medications, those patients
with poor numeracy and health literacy may struggle to meet
criteria outlined by third-party payers before therapies can be
accessed.46,57

Data suggest that inequity has already been occurring with oral
immunotherapy (OIT). A 2019 national survey regarding OIT-
related knowledge, attitudes, and experiences among 781 US
adults and caregivers of children self-reporting FA noted that
higher income and educational status were associated with higher
awareness of OIT as a treatment option.58 No data are available
regarding disparities in awareness of other FA treatments.
A review of 135 published FA immunotherapy clinical trials
found that race and ethnicity were frequently not reported (this
was reported only in 16 of 135 trials).59 Of the reporting trials,
White participants (81.7%) were overrepresented compared
with Asian (7.7%), Black (2.8%), Hispanic (1.3%), and Native
American or Pacific Islander (0.1%) participants.59 In recent
phase III treatment trials, only 1.6% (PALISADE),60 0.8% (PE-
PITES),61 and 0.55% (EPITOPE)62 participants were Black; His-
panic ethnicity and socioeconomic factors were not reported in
the original publication.60 Disparities in enrolling for FA immu-
notherapy trials may impede their generalizability to non-White
populations.
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Food insecurity
Food insecurity is associated with numerous adverse health,

developmental, and nutritional outcomes.63-67 In the United
States, food insecurity was reported to affect 12.8% of households
in 2022, reflecting an increase from 10.2% in 2021.68 For con-
sumers with FAs, purchasing allergen-safe foods can be expen-
sive, and access may be difficult on the basis of local
availability of foods.69 Food insecurity in those with FAs may
be more prevalent among ethnically and racially minoritized
and low-SES groups.12 In a national survey of 1351 US children
self-reporting FA, 20.95% were determined to have food insecu-
rity, which was the highest among self-identifying Black and His-
panic children.13

Approximately 55% of food-insecure households reported
receiving assistance from the Supplemental Nutrition Assistance
Program, free or reduced-price school lunch from the National
School Lunch Program (NSLP), or the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC).70

However, FAs may limit participation in these programs. One
US study surveyed 392 parents of children with FA.71 Eleven
percent of children were eligible to participate in the NSLP, but
70% of eligible families opted out, mostly because of FA
(89%).71 Although the NSLP is required to provide safe substitu-
tions for children with FA, opting out may reflect parental concern
that the program would not safely accommodate their child.

According to 2021 data, 43% of US infants were eligible for
WIC, with 98% of the eligible population participating.
Presently, WIC participants younger than 1 year do not have
access to products that would support new policy regarding
early introduction of allergenic solid foods.70 This translates to
nearly 1.5 million infants who are without potential access to
peanut-containing products, which are not part of the current in-
fant WIC package. Lack of WIC access to peanut-containing
products potentially places a significant portion of US infants
at serious risk for delayed peanut introduction in this critical
time period and represents a crucial health disparity.70 The po-
tential protective benefit could actually be achieved at a very
low cost. Using 2022 data, the average US price for peanut but-
ter is $0.15 per ounce (1 oz 5 28.3 g, 22% protein by weight).72

Following the National Institute of Allergy and Infectious Dis-
eases guidelines recommendation that infants consume approx-
imately 6 g protein per week (given as 2 g thrice weekly) to gain
the preventative benefit, this equates to approximately 2 table-
spoons weekly.72 Early introduction of allergenic solid foods
is supported by guidance documents from the National Institute
of Allergy and Infectious Diseases, the American Academy of
Pediatrics, the American Academy of Allergy, Asthma &
Immunology (AAAAI), the American College of Allergy,
Asthma & Immunology, the Canadian Society of Allergy and
Clinical Immunology, and the US Department of Agricul-
ture.73-76 However, if WIC participants, who rely on WIC as
their safety net for access to affordable food, do not have
such crucial inclusions in their infant package, this widens
further food insecurity and health disparities regarding compli-
ance with feeding guidance.

Access to safe allergen-free foods is a priority among patients
with FA, but access is not always equitable.77 The FORWARD
study identified that only 59% of Black households reported ac-
cess to allergen-free foods.12 Clinicians should screen for food
insecurity among their patients. A recent AAAAI work group
report found that more than 70% of allergy providers did not
screen for food insecurity.78 Barriers to screening included lack
of knowledge and resources for patients.78
Psychological burden
Although FA may be associated with reduced quality of life

(QoL), anxiety, and maladaptive coping, it is poorly understood
how FA-related psychosocial functioning specifically relates to
race, ethnicity, and SES. Racial or ethnic minority status, living in
a neighborhood with a lower median SES, and having less
education have been associated with barriers to accessing accu-
rate FA information, FA medical care, allergen-free food, allergy
medication, and FA research and with less FA knowledge.11,79-82

These social determinants of health may influence the psychoso-
cial burden of living with FA and contribute to psychological
distress.

Regarding parental FA-related psychosocial burden and QoL, a
report from the FORWARD study cohort indicated no effect from
child race and ethnicity, household income, and parent educa-
tional attainment, but among Black parents, higher FA self-
efficacy was related to a lower burden.83 Similarly, no significant
differences in psychosocial burden among racial groups were
noted in a sample of 101 parents recruited from an FA clinic.84

However, in an examination of 6829 patient and caregiver QoL
surveys, Asian respondents reported better QoL than other re-
spondents in the non-Medicaid population. Among respondents
insured with Medicaid, Black and Hispanic respondents reported
worse QoL compared with White respondents.85 Canadian food-
allergic children whose parents had a university education were
reported to have better QoL than children whose parents had
less educational attainment.86 In contrast, a different study noted
no effect from parent education level or household income.83

Higher educational attainment, but not household income, was
associated with social and dietary limitations in another study.87

Among studies that have examined FA-related anxiety, one84

reported no differences in parental worry of FA among racial
and ethnic groups, and another88 noted no race-based differences
in parental fear of using EAIs. In the FORWARD study, parents
with a bachelor’s degree or higher reported more anxiety about
their child having an allergic reaction due to food prepared
outside the home.81 FA-related bullying had shown no race-
based differences.89 However, parents of White children 11 years
and older reported higher rates of FA-related bullying, whereas
parents of Black children reported higher rates of non–FA-related
bullying.89 Parental educational attainment and household in-
come were not related to FA-related bullying. In another study,
FA-related bullying did not differ among racial groups when chil-
dren were queried about their own experiences.90
Representation in research studies
Clinical research needs racially and ethnically diverse partic-

ipation to ensure generalizability of research findings and
equitable access to medical advances. A 2022 report from the
National Academies of Sciences, Engineering, and Medicine
highlighted that there has been little progress in the past 30 years
in this area.91 Although race and ethnicity are social constructs
without biological basis, the effects of social inequities and struc-
tural racism within society create differential lived experiences
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and exposures that may influence biological mechanisms.92 It is
essential to report race, ethnicity, and SES factors so that health
care inequities can be examined and addressed.93 Race reporting
in clinical trials has been historically poor.94,95

Barriers to clinical trial participation in underrepresented
groups include inadequate recruitment and retention strategies,
logistical barriers (eg, transportation, childcare, time, and
resource constraints for participants), exclusion of non-English
speakers, lack of diverse research teams that reflect the diversity
within the affected patient population, and mistrust of the clinical
research system because of previous and current injustices.96

Although some mistrust likely stems from past historical abuses
(such as the Tuskegee study), it is reinforced by ongoing discrim-
ination and health care inequities.97

Another consideration may be that FA is valued very differ-
ently byWhite populations than by non-White ones or by affluent
versus nonaffluent ones. The lens itself through which we may
judgewhat constitutes a disparity needs careful examination if we
do not fully know the relative importance of an issue (like FA) to a
particular group or culture versus other groups or cultures, or what
their relative health beliefs may be. Researchers and clinicians
may have considerable bias in terms of the relative importance
they may place (and feel others should place) on particular
prioritization of FA as a health problem.
CURRENT GAPS AND UNMET NEEDS
Multiple gaps and unmet needs exist regarding potential FA

disparities (see Table I). First, we need better diagnostic methods
in studies assessing prevalence. Prevalence rates are currently
limited by indirect assessment, which forces reliance on easy-
to-measure, but less certain, estimates of prevalence rates. Sec-
ond, there needs to be greater participation by ethnically and
racially minoritized populations in FA research to allow better
generalization of findings. Although it is unlikely that there is het-
erogeneity of treatment effects in FA studies based on race, it
would be important to have stratified subgroups that could
demonstrate this with adequate statistical power. Third, qualita-
tive and preference-based studies need to be conducted in diverse
populations to understand the relative importance of FA
compared with other diagnoses and life constraints that such fam-
ilies may manage. It is difficult to understand potential disparities
without understanding the context of the health beliefs of such in-
dividuals. Fourth, with better understanding of the way diverse
populations may approach a health issue such as FA, we can tailor
potential interventions that both support families in their FAman-
agement within their context of how they approach the disease
and with an understanding of their perception of things that act
as barriers and facilitators to care. Fifth, as a field, we need to
address poor acceptance ofMedicaid populations in our practices.
There are concerning issues regarding access to specialist care.
PROPOSED ACTION STEPS
Addressing health disparities in FA is a priority of clinical care,

with professional organizations such as the AAAAI having a
prominent role to play in mitigating the challenges faced by these
individuals (see Table I). We recommend the following steps to
address this issue:
1. Increase Medicaid participation from all allergists. Reim-
bursement rates for Medicaid should be increased to be
comparable with other payers, and physicians should be
appropriately reimbursed for their costs and time. This
will encourage more allergists to participate in Medicaid.

2. Conduct focus groups within ethnically and racially mi-
noritized groups to better understand how they value FA
and what is culturally appropriate in different populations.
Fully inclusive research practices include ensuring
research questions are in line with the needs of the FA
community and creating structures of accountability
wherein participants can evaluate the study for
participant-centeredness impact on the community. Focus
groups will help increase knowledge, understanding, moti-
vations, concerns, desires, and trade-off limitations in FA
through the use of semistructured interviews representative
of relevant populations. Diverse study teams and investiga-
tors are also critical. If FA has a low relative importance as
a health condition to someone, it could be an important
mediator in understanding why certain groups have lower
representation in research, are not seen by specialists at
the same rate, may not fill certain medications they are pre-
scribed, or make certain food-related purchases.

3. Increase participation of ethnically and racially minoritized
populations in research and support further research in the
area of health disparities in FA to obtain more robust data.
Future clinical trials should be better designed to examine
prevalence rates in diverse populations. They should be de-
signed inways that ensure recruited populations reflect the di-
versity of the estimatedFApopulation.Creating a community
advisory board can help establish a reciprocal research part-
nership. Community partners provide their expertise on the
basis of their professional and lived experiences, which
may lead to changes in study design and even what questions
are being studied. In addition, they can help disseminate
meaningful research findings to their community.

4. Raise awareness of the probability that health disparities
likely exist in FA. This may be achieved in the form of public
campaigns and community engagement and by trying to
work within the framework of the cultural acceptance the
community has for FA. Efforts to increase community
knowledge and awareness of FA invarious settings including
schools/day cares/camps and restaurants would be valuable.
Building and maintaining relationships over time with com-
munity stakeholders is foundational and this will be key in
promoting the relevant messages to the wider public.

5. Incorporate educational initiatives and alternate health
care modalities for providing care. Education about food
insecurity among those in the allergy profession would
help in addressing a key area of unmet need. Improved ac-
cess to specialist care may be achieved with alternative
health care modalities, such as the use of telehealth.

6. Diversify the workforce within the allergy and immunology
specialty. Facilitation of diverse groups in the pipeline for
the allergy and immunology specialty is critical. Improving
outreach, taking a holistic approach to the fellowship program
selection process, and focusing onmentorship of underrepre-
sented groups are essential steps to foster diversity. Support-
ing the recruitment, retention, and advancement of diverse
medical school faculty is also essential.



TABLE I. Gaps, unmet needs, and proposed action steps to address health disparities in FA

Gaps and unmet needs Proposed action steps to address health disparities in FA

Poor acceptance of Medicaid populations in our practices Increase Medicaid participation from all allergists

Lack of understanding of the relative importance of FA compared with

other diagnoses and life constraints in ethnically and racially

minoritized groups

Conduct focus groups within ethnically and racially minoritized groups to better

understand how they value FA and what is culturally appropriate in different

populations

Limited participation by ethnically and racially minoritized

populations in FA research to allow better generalization of findings

Increase participation of ethnically and racially minoritized populations in research

and support further research in the area of health disparities in FA to obtain more

robust data.

Prevalence rate estimates of FA in ethnically and racially minoritized

populations are currently limited by indirect assessment

Use better and more accurate diagnostic methods in studies assessing prevalence

Raise awareness of the probability that health disparities likely exist in FA

Barriers to accessing care, especially access to specialist care Diversify the workforce within the allergy and immunology specialty

Expand advocacy efforts alongside an increased push for policy changes that ensure

all food-allergic individuals have access to needed resources

Incorporate educational initiatives and alternate health care modalities for providing

care
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7. Expand advocacy efforts alongside an increased push for
policy changes that ensure all food-allergic individuals
have access to needed resources. Working with both local
and national organizations to address pharmacoequity,
improve access to allergen-safe foods and advocate on a
national level to improve federal food and nutrition assis-
tance programs to offer equitable access to foods that
meet current clinical practice guidelines.
Conclusion
This position statement highlights multiple gaps with regard to

potential health disparities in FA, including lack of robust
epidemiological data, barriers to accessing specialist care and
treatments, food insecurity, unexplored psychological burden,
limited participation of minoritized populations in research
studies, lack of understanding of the relative importance of FA
in certain populations, and poor Medicaid acceptance in many
practices. Future initiatives should focus on action steps that will
successfully address these unmet needs.
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