The Psychosocial Impact of Adolescent Food
Allergy: A Review of The Literature
Despite improvements in the treatment landscape, the psychological
impact of food allergies is still yet to be fully understood. My
Editor’s Pick for this year’s issue is by Newman and Knibb. In this review,
the authors discuss the impact of food allergies on the mental well-being
of adolescents, including contributing factors to risk-taking behaviour. I hope
you enjoy reading this fundamental article.
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Abstract
Previous research has suggested adolescents and young people with food allergies (FA) have the
highest risk of fatal reactions to food. As the prevalence of FA has been increasing there has been
increased demand for psychosocial support of adolescents with food allergy, with anxiety around
food and social interactions affecting the lives of adolescents and their families. This narrative review
aims to explore the psychosocial impact of having a FA in adolescence, including the suggested
impact, coping, risk-taking behaviour, and effect of peers and social support. The review concludes
with considerations of the wider community which may also have an effect.

BACKGROUND
Food allergy (FA) is defined as an adverse reaction
to ingestion of certain food types. The prevalence
of FA is currently estimated at 2% of adults
and 5–8% of children in the UK.1 The European
Academy of Allergy and Clinical Immunology
(EAACI) found that cases of FA have doubled in
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the last decade.2 FA-related hospital admissions
in the UK have increased 500% since 19903 and
seven-fold in the last decade.2 The increase
in prevalence may be because of increased
identification and awareness. Prevalence rates
are also dependent on age and allergen, as it is
expected the majority of milk and egg allergies
in infants are resolved by school age whereas
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nut allergies are likely to persist throughout life,4
however any food has the potential to become
an allergen. An allergy may be IgE-mediated or
non-IgE-mediated; IgE are antibodies produced
by the immune system that can trigger
severe allergic reactions including anaphylaxis,
an extreme reaction to an allergenic trigger.
Reactions to FA differ by person, however,
anaphylactic reactions can be fatal. Adolescents
and young adults with a FA are at the highest
risk of allergic reactions and mortality,5-7 and are
therefore an essential population to understand
and support with their condition.

Between the ages of 8 and 12 years was
considered the stage of ‘growing awareness'.
Through ages 13–16 years, awareness and
autonomy grew further as the child adapted to
new and unfamiliar contexts.15 In patients with
FA, a conflict in negotiating independence and
the power balance between parent and child can
cause further anxiety for both.14 Knowing about
these beliefs and challenges associated with
having FA in childhood and adolescence may
assist in understanding why adolescence is the
age patients are most at risk of fatal reactions
to food.

There is currently no known cure for FA and
management includes strict dietary observation
and avoidance of possible allergens.8 If
anaphylaxis occurs, an adrenaline auto-injector
(AAI) should be used to control symptoms and
prevent fatality9 and an ambulance should be
called immediately. It is estimated that 20 people
in the UK die each year from a fatal FA reaction.10

Research by DunnGalvin et al.14 has suggested
that FA has an impact on psychological
development and theorises that FA affects
cognition, emotion, and behaviour, and that
these may change and develop as children and
adolescents age. Beliefs about identity, or how
the participants felt about themselves, shifted
at around 8 years of age. Having a food thought
of as their ‘special’ food, as labelled by parents,
marked the difference between children and
adolescents. The participants felt their FA had a
strong impact on who they were as a person and
the lives they lived (e.g., friends, places visited,
and feelings about the self). Parents, especially
mothers, were considered a source of safety for
those aged 6–8 years, increasing their confidence
in managing the FA. This then shifted after 8
years of age when children started expressing
concern over what they ate. Regarding autonomy
(independence), control, and self-efficacy
(control over themselves and confidence in their
actions), children aged ≥9 years realised parents
cannot keep them safe in every situation. These
feelings of increased risk were exacerbated by
the belief that FA severity was not understood by
the general population; symptoms were thought
to be mild, which made eating out difficult. Food
became an area of anxiety as children were
concerned that consumption of certain foods
would lead to a reaction. This had a higher impact
on older participants, especially the fear of being
unable to breathe, which was considered the
worst symptom. Self-reported FA in the USA
between 2007 and 2010 were associated with
higher anxiety in adolescents,16 highlighting a
population in need of further support.

Anaphylaxis in adolescents caused by FA has
received substantial media attention in the UK
over the last few years, increasing awareness in its
wake. In 2018, 13-year-old Karanbir Cheema had
a fatal allergic reaction caused by a classmate
placing cheese down their shirt whilst at school.11
In 2016, 15-year-old Natasha Ednan-Laperouse
had a fatal allergic reaction to a take-away
baguette that had an incorrectly labelled
ingredient list.12 Following this, there have been
campaigns to change food labelling laws.13 These
adolescent fatalities show the severity of FA and
the need for policy change in food establishments
and schools, as well as a need to educate the
public on FA to decrease the risk of fatal
anaphylaxis. This narrative review therefore
focusses on the breadth of the psychosocial
impact of FA on adolescents and explores
previous research in this area.

IMPACT OF FOOD ALLERGY
IN ADOLESCENCE
DunnGalvin et al.14 suggests a direct effect on
child development. At around 8 years of age,
children become aware that parents are unable
to ensure complete safety. This occurs in a
developmental stage where children are learning
to be more autonomous and find their
independence as they become adolescent.
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Quality of life (QoL) has also been reported to
be affected, in both those with FA and their
families. A review by Cummings et al.17 found
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strong evidence for the impact of FA on QoL
and psychosocial distress in both children and
adolescents with FA and their families. FA was
found to have an impact on daily life, which
included disruption to family activities, concern
about eating out, and a preference to continuously
visit places perceived as safe, as well as patient
and parent concerns about FA management in
school.18 A larger number of allergic conditions
(e.g., FA comorbid with eczema) have been
associated with a higher report of psychosocial
impact, with increasing disruption to social family
activities.19 By contrast, following a negative food
challenge, there was a significant improvement
in the child and family’s social life.20

HOW DO ADOLESCENTS WITH
FOOD ALLERGY COPE WITH THEIR
CONDITION?
As living with a FA can have various psychological
and social challenges, adolescents with FA may
implement various coping strategies into their
allergy management. Sampson et al.21 found
that participants aged 13–21 years considered
behavioural strategies such as carriage of their
AAI and reading food labels, in addition to
communication with others, as the main coping
strategies in managing their FA. DunnGalvin
et al.14 identified three coping strategies in
FA: avoidance, minimisation, and adaptation.
Avoidance strategies focus on reducing stress
through avoiding the issue, for example by avoiding
places associated with food. This avoidance
strategy focusses on the emotions associated
with risk and identity. Avoidance strategies were
linked with low self-efficacy, meaning adolescents
did not feel confident or in control. Avoidance
strategies were also associated with high anxiety
and a feeling that the FA was a big part of their
identity. Cognitive minimisation strategies were
more prevalent in boys who experienced bullying.
This strategy involved rejection of FA as part of
their identity and engagement in ‘risky’ actions
such as not adhering to AAI carriage. By rejecting
FA as part of their identity they may also reject
the severity of FA, which may lead to more
risky behaviour and increased risk of reaction.
Finally, adaptive strategies were associated
with more positive behavioural, emotional, and
cognitive strategies. Adaptive strategies were
more common when parents encouraged self-
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management and independence, which may
increase the adolescents’ confidence. Positive
strategies include supportive peers and good
communication, which were felt to be important
to adolescents with FA.14

ADOLESCENTS WITH FOOD ALLERGY
AND RISK-TAKING BEHAVIOUR
Adolescents and young adults with FA have the
highest risk of reactions to food and the highest
frequency of fatal reactions.5,7 This may be
attributed to increased engagement in risk-taking
behaviours,9 for example not carrying an AAI.
Younger children have shown less anxiety and
risk-taking behaviour as they depend on parents
for FA management. At around 12 years of age,
conflict and resentment can arise as adolescents
seek independence,14 which may be why risktaking behaviour increases.
Sampson et al.9 suggested that risk-taking
behaviour may be a core factor that results
in adolescents having the highest risk of fatal
anaphylactic reactions. Adolescent risk factors are
thought to be influenced biologically by genetic
predispositions, direct hormonal influences,
asynchronous pubertal timing, and brain and
central nervous system development.22 Risk-taking
has also been associated with disinhibition and a
risk-taking personality, and, to a lesser degree,
experience-seeking, invulnerability, thrill and
adventure seeking, and boredom susceptibility.23
In psychology, learnt, developmental, and
personality approaches have been considered
to attempt to explain risk-taking behaviour.23
The developmental approach considers that risktaking is either a normal exploratory behaviour
or a negative by-product of egocentrism in
cognitive development. The learnt approach
considers risk-taking an act of deviance in
problem behaviour,24 as a result of a poor
environment,
family
communication,
and
25
socialisation. In addition, adolescents who had
a personality trait of ‘sensation-seekers’26 were
more likely to view risk positively, especially
adolescent males.
Previous research on adolescents and risk tends
to focus on common coming-of-age risk-taking
behaviours such as smoking, alcohol use, and
unprotected sex. The more favourable an option
was believed to be, the less risk was associated
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with it,27,28 which can be exacerbated by peers
with similar views who may reinforce this risktaking behaviour. While some risk-taking in
adolescence is to be expected as young people
find their independence, in those with FA, some
risk-taking behaviour can have poor health
consequences. Warren et al.29 found adolescent
risk-taking behaviour included eating food with
‘may contain’ labels, not carrying their AAI, kissing
people who had recently consumed their allergen,
or eating homemade or unpackaged food where
they were unsure if it contained their allergen.
Findings suggested that adolescents with FA
were less likely to engage in risk-taking
behaviours if they had a peanut allergy,
overprotective mothers, teachers who were
aware of their FA, supportive female friends, an
established education plan, or a history of being
bullied. Positive views of FA, including improved
diet, empathy, and greater responsibility, also
reduced risk-taking behaviour. A healthier diet
may have helped the adolescents feel more
positive about their FA diet restrictions, leading to
heightened empathy, responsibility, and maturity.
A new potential treatment for FA may also
have future effects on risk-taking behaviours. A
new oral immunotherapy treatment for children
aged between 4 and 7 years has been approved
by the U.S. Food and Drug Administration
(FDA) for the treatment of peanut allergy.30
Emergence of desensitisation treatments may
affect management of FA and both reduce
anxiety and increase QoL in adolescents with FA,
which may, as a result, increase risk-taking
behaviour. Research exploring psychological
and behavioural effects of emerging oral
immunotherapy treatment on adolescent FA is
essential for understanding future psychosocial
impact of FA.

PEERS AND SOCIAL SUPPORT
Peer relationships are an important aspect
of adolescent development and can have
an influence on adolescent and risk-taking
behaviour in both a positive and negative way,
depending on peer norms.30 Peers described as
‘deviant', who engaged in delinquent or antisocial
behaviour, have been linked to increased risktaking behaviour in 11–15-year olds.31
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Support for adults who have FA and have
experienced anaphylaxis is viewed as important,
though lack of understanding can make this
difficult.32 The literature on peer support for
adolescents with FA is lacking, but Warren et
al.33 suggested supportive female friends led
to less risk-taking behaviour. Previous research
suggests peer pressure may be an issue.9 This
highlights that a good peer support network may
have protective factors for adolescents with FA,
potentially leading to fewer reactions caused
by risk-taking behaviour. In the Sampson et al.9
study, greater peer education was suggested
as a way to reduce teasing and bullying and
improve general safety. Bullying focussed on
the adolescent’s FA, with acts such as throwing
the food at the adolescent or threatening them
with consumption, as highlighted by Stensgaard
et al.34 Fenton et al.35 also found that adolescents
with FA were sometimes concerned that
disclosing they had a FA may affect their safety
or jeopardise friendships. However, education
may be difficult for adolescents with FA to deliver
to their peers themselves. Peer support may help
adolescents with FA to reduce risky behaviour
and keep safe.
The sensitivity of social relationships with peers
and parents for personal development in the
adolescent period can have a negative impact
on QoL in adolescents with FA.16,36 Children with
FA have been reported to have worse QoL in
social and psychological domains, compared
to parents.36 Social limitations in FA have been
highlighted in children of various ages, including
playing at friend’s houses, sleepovers, parties,
field trips, and also in family social events.37 This
highlights the importance of building strong
relationships with peers and family to reduce
social limitations for adolescents with FA.

SCHOOLS
A school environment can also pose a risk for
someone with FA. Over 25% of European school
children have an allergy and 20% of FA reactions
occur in schools.38 Furthermore, up to two-thirds
of schools have a minimum of one child at risk
of anaphylaxis, and may not be suitably prepared
in the event of a reaction.38
Food Allergy
Research and Education (FARE) report that 15%
of American school-aged children with FA have
had an allergic reaction in school.39 Previous
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research highlights that schools are the most
common location for anaphylaxis.7,40,41 All schools
should have a protective policy in place for their
students with FA, however many of these policies
could be improved. Personalised emergency
management plans that detail individual reaction
symptoms and a plan of action for when they
occur are not consistently provided41 and
teachers are reported to have poor knowledge
about anaphylaxis, including symptoms, triggers,
and AAI.42,43 However, much of this research
was carried out in America, and therefore
there may be differences when compared to
other countries.
In Canada, adolescents reported that the
transition to secondary school was difficult as
schools were larger and less organised, which
made them feel less safe.44 School policies
could also be exclusionary, where adolescents
with FA had to sit alone at lunch or were not
allowed to attend school trips.43,45 Finding their
FA embarrassing or shameful can create issues
in the school environment, especially if peers are
unaware of the FA,9 as adolescents with FA may
be secretive to protect themselves or avoid
unwanted attention. School trips have also
been described as difficult and annoying if
the adolescent with FA could not eat “the
same as everyone else.”33 When schools were
accommodating of FA, children felt safer and
more included,45 however, this also drew attention
to how they were different from their peers.44
Understanding peer beliefs may assist with these
issues by suitable school-based interventions.

WIDER COMMUNITY
Adolescents with FA may experience a reaction in a
variety of community settings such as restaurants,
beaches, sports fields, or gymnasiums,40 as well
as potential fatalities in restaurants, a friend’s
home, or work.10 Allergen avoidance training often
considers avoidance of allergens in the home,
but focusses less on how to avoid exposure to
allergens in the community.46
Knowledge and attitudes of the community can
be a barrier for those with FA, particularly in
those who directly interact with consumer food.
Confusion has been reported in UK takeaway
staff,47 who were unsure of the difference between
milk allergy and lactose intolerance and whether

58

ALLERGY & IMMUNOLOGY • August 2020

allergens could be transferred by hands. A USA
study on restaurant workers showed that very
few knew how to assist someone experiencing
anaphylaxis and staff were not ready to manage
FA safely.48 These attitudes were similar in
European countries such as Germany.49 Further
research into food handlers50,51 also found
knowledge could be improved, and suggested
that allergy knowledge was significantly
correlated with practice, confidence, and care
of workers.
Improved FA knowledge of the general public
would be beneficial, is desirable,46 and must
accommodate the general public’s needs whilst
balancing protection of those with FA. This is an
important concern in the UK as well as in other
developed countries such as the USA, Canada,
Australia, and New Zealand.52 However, some
policies have already been met with resistance,
such as nut bans in schools.53 Nut bans in schools
are claimed to be extreme and limiting of food
choice by those without FA, as documented in
the Canadian study by Harrington et al.54 In this
study, peanut bans faced backlash as peanut
butter is an accessible and affordable source
of protein in low-income families. In the UK,
advice from charities such as Anaphylaxis
Campaign55 is not to use allergen bans, as there
is no guarantee it could be a safe environment
as children can accidently bring in the banned
food from home. This can also create conflict
between parents, which may actually increase
risk of reaction. As conflict and social exclusion
are concerns for those with FA, community
interventions should be conducted delicately.46
As there are different governing bodies for
health and education, cooperation between
healthcare professionals such as doctors and
dietitians, the school community, and parents
are necessary to overcome these barriers.46,56
Community interventions may involve addressing
misinformation,
providing
education,
and
addressing FA condition beliefs, for example
that FA is not a serious condition. Jones et al.57
found that support groups for young people
with FA resulted in improved self-esteem and
confidence, both generally and when managing
their FA. These groups helped adolescents feel
included and share experiences with people
who also had FA, which was highly valued.
Furthermore, support groups and anaphylaxis
management plans were associated with good
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adherence to self-care behaviours,58 leading the
authors to suggest these supportive and applied
planning elements may be more useful in related
interventions rather than interventions focussing
on increasing knowledge.

CONCLUSION
FA is a condition of interest and concern because
of its rising prevalence, increasing reports of
psychological distress, and increasing parental
conflict regarding developing independence
in adolescence. Adolescence is the age group
most at risk of anaphylactic reactions, but it is
not yet fully understood why. Understanding the

experiences and feelings of adolescents about
FA is important to give insight into how
adolescents both with and without FA think and
feel about the condition. This may also provide
suggestions on how to reduce risk-taking
behaviour, improve adherence to AAI carriage,
and reduce the likelihood of anaphylactic
reactions. This may also identify areas where
adolescents need more support; for example,
in managing their FA as they become more
independent and keeping beliefs realistic rather
than destructive, such as unrealistic optimism
(believing a reaction will never happen to them)
or the belief they are surrounded by danger,
leading to high levels of anxiety.
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