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Anxiety and food allergy 

The daily anxiety of living with a food allergy has a significant and detrimental effect 
on every day life due to the constant threat of a reaction. 

Quality of life 

Worse than Type 1 diabetes - including emotional issues, with impacts on family 
and social activities and the family economy.

Worse for milk and egg allergic individuals–because of the difficulties in avoiding 
their allergenic food. 

Herbert, L. J. and L. M. Dahlquist (2008). "Perceived history of anaphylaxis and parental overprotection, autonomy, anxiety, and depression in food allergic young adults." J 
Clin Psychol Med Settings 15(4): 261-269.

Cummings, A.J., Knibb, R.C., King, R.M. & Lucas, J.S. (2010). The psychosocial impact of food allergy and food hypersensitivity in children, adolescents and their families: A 
review. Allergy, 65, 933–945



Dietary restrictions, confusing allergen labelling, vigilance over 
food choices, social exclusion, fear of anaphylaxis… 



Allergy bullying 

It is important to recognise that food allergy bullying sadly occurs with increasing reports.  

32% of children with food allergy report to have been deliberately targeted but this could be higher

Reports of force feeding , food switching, throwing or smearing food by peers i.e. at school.  

Should be discussed with parents so that it can be dealt with promptly.  Perpetrated by 
peers, teachers, family members and others in society. 

Fong, A. T., C. H. Katelaris and B. Wainstein (2017). "Bullying and quality of life in children and 

adolescents with food allergy." J Paediatr Child Health 53(7): 630-635



Dr Google 

91 % Patients and families seek advice from the internet using social media or 
other online resources mostly to look for management advice. 

25% reported conflicting information between internet and HCPs and 21% 
follow the online advice rather than HCPs advice. 

Many ‘‘Apps’’ have been found to be a poor source with limited databases.

We need to ensure that we direct our patients to reliable sources of 
information 

Ross J, et al.(2017) Internet and food allergy: What patients are seeking and what they do with the information. J Allergy Clin Immunol Pract .5:494-5.



Anxiety

• Allergic children and their families are exposed to 
common misconceptions that increases their anxiety.  

• It is our responsibility to reduce this anxiety whilst 
keeping the child and family fully informed about the 
management of their food allergy.  



‘Anaphylaxis results in death’

• Anaphylaxis is sudden, severe and unpredictable reaction that 
can result in death. 

• The prevalence of anaphylaxis occurs in 2% of population.
• The incidence of fatalities from food‐induced anaphylaxis in 

children aged <16 years in the UK is about one per 20 million 
per year.  

• Anaphylaxis resolves spontaneously in approximately half of 
anaphylactic reactions but gets worse in 17%.

Ma L, et al . (2014) Case fatality and population mortality associated with anaphylaxis in the United States. J Allergy Clin Immunol. 133(4):1075–83

Turner P, et al. 2015 Increase in anaphylaxis-related hospitalizations but no increase in fatalities: an analysis of United Kingdom national anaphylaxis data, 1992-2012. J AllergyClin Immunol;135:956-963.

Moneret‐Vautrin et al. (2005) Epidemiology of life‐threatening and lethal anaphylaxis: a review. Allergy 60:443–451

Atkins D, Bock SA. (2009) Fatal anaphylaxis to foods: epidemiology, recognition, and prevention. Curr Allergy Asthma Rep. 9:179–185.



Allergy Action Plan from the British Society for Allergy and Clinical Immunology/Royal College of Paediatrics and 
Child Health (available at www.sparepensinschools.uk or http://www.bsaci.org/about/pag-allergy-action-plans-for-

children).

Katherine Anagnostou, and Paul J Turner Arch Dis Child 2019;104:83-90

Copyright © BMJ Publishing Group Ltd & Royal College of Paediatrics and Child Health. All rights reserved.



Signs and symptoms of anaphylaxis

Skin • Urticaria • Angioedema • Erythema 
(flushing) • Pruritus • Eczema
Respiratory • Upper airway Nasal 
congestion Sneezing Hoarseness Cough 
Laryngeal oedema • Lower 

airway Dyspnoea Cough Bronchospasm 
Wheezing Chest tightness

Cardiovascular • Hypotension • Dizziness • Syncope 
• Tachycardia

Gastrointestinal • Nausea • Vomiting • Abdominal 
pain • Diarrhoea
Neurologic • Light-
headedness • Dizziness • Confusion
Oropharyngeal • Pruritus, tingling • Angioedema
Other • Sense of impending doom • Anxiety



Anaphylaxis

• Fatal anaphylaxis occurs with a substantial ingestion of food allergen, along 
with co-factors contributing to the severity of the reaction, and an absence or 
delay in treatment. 

• Early administration of adrenaline significantly reduces the risk of 
hospitalisation beyond safe observation times. 

• Adrenaline is the mainstay of treatment for anaphylaxis but is underused by 
patients and parents

• In European registry of anaphylaxis, only 27% of cases were treated by HCP 
with adrenaline 

Fleming J et al. (2015) Early treatment of food induced anaphylaxis with epinephrine is associated with a lower risk of hospitalization. J Allergy Clin Immunol Pract . 3:57-62. 
Noimark L, Wales J, Du Toit G, et al. (2012 )The use of adrenaline autoinjectors by children and teenagers. Clin Exp Allergy. ;42: 284‐ 292



• A prospective study involving 14 paediatric allergy clinics 
throughout the UK, the most common reasons given by 
patients for not using the AAI when it was needed ‘thought 
adrenaline unnecessary’ (54.4%) and ‘unsure adrenaline 
necessary’ (19.1%). 



Why do patients, parents, clinicians avoid using 
adrenaline?

When needed it was not used in 79% of cases, whilst used in only 
38% of cases.

• Fear of hurting the child.

• Fear of misfiring or making a mistake and being criticized. 

• Having an expired AAI and guilt.

• Hesitation and self doubt about the severity of situation. Belief that 
the antihistamines should be used first despite the fact that they 
take at least 20-30 minutes for any effect to take place…

• Sheikh, A.,et al (2015). Anaphylaxis in the community: a questionnaire survey of members of the UK Anaphylaxis Campaign. JRSM Open. 6 



‘Adrenaline is dangerous, so if you use it, you need 
to go to the ED’

• Inconvenience 

• Misunderstand the need to go to ED is due to allergic reaction 
and not having had adrenaline.

• Biphasic reactions occur in 5% of patients presenting with 
anaphylaxis 

• Alqurashi W, Ellis AK. (2017) Do corticosteroids prevent biphasic anaphylaxis? J Allergy Clin Immunol Pract..5(5):1194–1205.



Teach patients to recognise early anaphylaxis 
symptoms 

• Anaphylaxis is characterised by the presence of acute 
airway/breathing and/or circulation symptoms during a 
reaction. 

• Respiratory symptoms and bronchospasm more common in 
children.

• Focus patients/parents on always being prepared – have 
a low threshold for giving adrenaline

• If in doubt give adrenaline and dial 999 ! 

R.S. Pumphrey (2011) An epidemiological approach to reducing the risk of fatal Anaphylaxis M.C. Castells (Ed.), Anaphylaxis and Hypersensitivity Reactions, Springer, New York, NY pp. 13-31



‘It can’t be anaphylaxis if there is no urticaria’ 

Urticaria is present in 90% of reactions

But.. may be delayed or absent in 10-20% leading 
to misinterpretation of symptoms and delay in 
treatment

Vomiting, diarrhoea, drowsiness  or wheezing without urticarial rash or oedema

can be deceiving.  

Boyce JA, et al (2010) Guidelines for the diagnosis and management of food allergy in the United States: report of the NIAID‐sponsored expert panel. J Allergy Clin Immunol
6(Suppl6):S1–S58



Prevent Risk 

• Ensure asthma and allergic rhinitis is under control at all times.

• Untreated A/R can put patient at risk of upper airway 
compromise during an reaction especially during the high 
pollen season.  



Previous mild reactions

• Not a predictor for a reduced risk of a severe reaction - whereas a 
previous severe reaction is considered to be a risk factor. 

• Adrenaline treats all symptoms that occur with an allergic reaction 
whereas antihistamines do not.

• Should we prescribe AAIs for all patients who have a proven 
primary food allergy as opposed to pollen food syndrome where 
risk of anaphylaxis is less ?

• The wishes of individuals need to be considered and discussed.

Sicherer SH, Sampson HA. (2018) Food Allergy: a review and update on epidemiology, pathogenesis, diagnosis, prevention and management. J 

Allergy Clin mmunol.141:41-58.



Additional risk factors

• Peanut/tree nut allergy, allergic reactions to small 

quantities of a food, high levels of atopy, food allergy in 

teenagers and living in a remote area. 

• Teenagers high risk group due to risk taking, and not having 
adrenaline with them. 

Marrs T, Lack G.  (2013) Why do few food‐allergic adolescents treat anaphylaxis with adrenaline? Reviewing a pressing issue. Pediatr Allergy Immunol . 24:222–229.



• Some experts have suggested that consideration be given to 
prescribing AAIs for all patients with immunoglobulin E–
mediated food allergy, because it is difficult or impossible to 
predict the occurrence or severity of future reactions. 

• BSACI+guideline+-+Prescribing+an+Adrenaline+Auto-injector.pdf

Sicherer SH, Sampson HA. Food allergy: epidemiology, pathogenesis, diagnosis, and treatment. J Allergy Clin Immunol. 2014;133(2):291–307



‘Nut allergy is more severe than milk 
allergy’

• ‘That’s why we have nut free schools and nurseries…’

• ‘That’s why there needs to be an announcement to passengers 
not to eat nuts when flying…’ 



‘Allergic reactions can happen during flying if nuts 
are served’ 

• National Registry of Peanut and Tree Nut Allergy surveyed 3704 allergic 
individuals 

• 62 reported a reaction on an airplane; 42 of 48 confirmed the reaction began 
on the airplane (aged 2 -50 years). Of these, 35 reported a reaction to 
peanuts (4 were uncertain of exposure) 7 to tree nuts, 3 of the 7 reacted to 
substances that may have also contained peanut.

Exposures occurred by

• Ingestion (20), Skin contact (8), Inhalation (14) Reactions generally occurred 
within 10 minutes of exposure,  reaction severity correlated with exposure 
route with the ingestions having the most severe reactions

• Flight crews were notified in only 33% of reactions. 

Sicherer et al. (1999) Journal of Allergy Clin Immunol;103:186-9.



Fig. 1 

Journal of Allergy and Clinical Immunology 1999 104, 186-189DOI: (10.1016/S0091-6749(99)70133-8) 

Copyright © 1999 Mosby, Inc. Terms and Conditions

http://www.elsevier.com/termsandconditions


Inhaled reactions 

• There were 14 inhalation reactions reported as a result of peanut allergy

• >25 passengers on the plane were estimated to be eating peanuts at the 
time of the reaction. 

• Initial symptoms generally involved the upper airway, with progression to the 
skin or further lower respiratory reactions (no gastrointestinal symptoms) but 
were not life threatening.

• 4 of the inhalation reactions were not sure if peanut was the cause 

• 1 of the 4 used adrenaline and reaction occurred 40 minutes after peanuts 
were served.  

• Another of these reported reactions used adrenaline but no peanuts had 
been served. 



‘Peanut can be inhaled on plane and cause a 
reaction- I will only fly on a ‘nut free flight’ 

• There is no evidence to say that flying is unsafe with a nut allergy
• Peanut does not circulate in air , the risk is the residual dust on 

unwiped/washed surfaces that can be ingested.
• Many stories of reactions that are self-reported and often 

questionable because unproven and often not reported to flight 
attendants – vocal chord dysfunction, panic attacks, 
hyperventilation, stress related urticaria . 

• Food eaten on plane thought to be allergen free causes reactions –
therefore always inform airline and bring own food. 

Jin J, et al. (2019) Ara h 2 is detectable on surfaces of commercial airplanes. J Allergy Clin Immunol Pract.7:659-61.



Not just for nuts ! 

• Contact the airline in advance to discuss the food allergy
• Once on board the plane, remind the air stewards of the allergy and wipe down the tray 

table, armrests and seat with wet wipes 
• Make sure AAI is easily accessible, not in the over head locker. 
• In the event of a reaction, inform the flight attendants immediately and use your 

adrenaline.
• Do not use the airline pillows and blankets in case of contamination 
• Bring your own food if necessary 

• https://www.anaphylaxis.org.uk/travelling/the-day-of-your-flight

•

https://www.anaphylaxis.org.uk/travelling/the-day-of-your-flight


‘School have sent a letter out to parents to stop 
children from having peanut butter sandwiches for 

lunch’

Peanut butter vapours contain no intact protein,

what is smelled is an organic compound that does not 

cause a reaction even when inhaled at close proximity

Venter, Carina et al. (2019)Management of Peanut Allergy The Journal of Allergy and Clinical Immunology: In Practice, Volume 7, Issue 2, 345 -
355.
Sicherer SH, Munoz-Furlong A, Godbold JH, Sampson HA. (2010) US prevalence of self-reported peanut, tree nut, and sesame allergy: 11-year follow-
up. J Allergy Clin Immunol . 125(6):1322-6. 



‘Its okay, my child's at a nut free school and sits at 
a separate table from the other children…’

• Peanut butter inhalation for 10 minutes 12cms away from face   have not 
been shown to cause any reactions in a group of 30 children with 
significant peanut allergy and reported reactions to inhaled and contact 
exposures. 

• Direct application to skin for 1 minute has resulted in minor wheal and 
flare reaction only. 

• Small amounts of airborne peanut protein detected when removing shells 
from roasted peanuts; however, Ara h 1 and Ara h 2 proteins were not 
consistently detected so not considered a risk to inhale.

Simonte S et al.(2003) Relevance of casual contact with peanut butter in children with peanut allergy. J Allergy Clin Immunol.112:180-2.

Johnson R, Barnes CS. (2013) Airborne concentrations of peanut protein. Allergy Asthma Proc. 34:59-64.



‘Nut allergy is more severe than milk’ 

• In the UK cows milk is the most common trigger for fatal anaphylaxis in 
children followed by peanut and tree nuts. 

• Reactions to milk can be delayed if it is to accidental ingestion of baked 
milk for example, may manifest in a sudden onset of asthma with no other 
symptoms . 

• Milk allergy often resolves, children with persistent milk allergy have 
severe anaphylaxis even on minor exposure. 

• Milk protein is present in cooking vapours and can cause asthma and upper 
respiratory and eye symptoms.   

Turner PJ , Gowland MH , Sharma V , et al . Increase in anaphylaxis-related hospitalizations but no increase in fatalities: an analysis of United Kingdom national anaphylaxis data, 1992–2012. J 
Allergy Clin Immunol 2015;135:956–63

Turner PJ , Baumert JL , Beyer K , et al .(2016)Can we identify patients at risk of life-threatening allergic reactions to food? Allergy. 71:1241–55



The 14 Allergens

• milk

• eggs

• peanuts

• tree nuts – including almonds, hazelnuts, walnuts, brazil nuts, cashews, pecans, pistachios and 
macadamia nuts

• fish

• crustaceans – such as prawns, crabs and lobsters

• sesame seeds

• soybeans

• celery

• lupin

• cereals containing gluten – including wheat (such as spelt and Khorasan), rye, barley and oats

• molluscs – such as mussels and oysters

• mustard

• sulphur dioxide and sulphites (if they are at a concentration of more than ten parts per million



‘I can’t kiss anyone in case they have eaten 
peanuts’

A kiss on the cheek is likely to cause a minor local reaction.

Passionate kissing is possible but… advisable to wait a few hours after partner 
has eaten peanuts and then a safe food, followed by brushing teeth as this 
significantly reduces the levels of peanut allergen in saliva.  

Important to educate young people to ensure that they communicate this 
with partners. 

Maloney JM, Chapman MD, Sicherer SH. (2006) Peanut allergen exposure through saliva: assessment and interventions to reduce exposure. J Allergy Clin Immunol. 118:719-24.
Eriksson NE, Moller C, Werner S, Magnusson J, Bengtsson U. The hazards of kissing when you are food allergic. A survey on the occurrence of kiss-induced allergic reactions among 1139 
patients with self-reported food hypersensitivity. J Investig Allergol Clin Immunol 2003; 13:149-54.



‘He only has a mild nut allergy because he has not 
been prescribed with an AAI’

• Allergic reactions are unpredictable… not possible to predict!

• TRACE study results confirm that sleep deprivation, (stress) 
and exercise lower an individuals threshold to react to an 
allergen by approximately half. 

• Immune responses are also heightened with a concurrent 
infection, and alcohol. 

• Poorly controlled asthma is a risk for fatal anaphylaxis
Dua, S et al (2019 )Effect of sleep deprivation and exercise on reaction threshold in adults with peanut allergy: A randomized controlled study. Journal of Allergy 
and Clinical Immunology.0.0



‘He can’t have his vaccines because of his egg 
allergy’ 

• All children with egg allergy can safely receive MMR 
immunisation in primary care 

• Adults and children with egg allergy can receive nasal live 
attenuated influenza vaccine (LAIV) or intramuscular influenza 
vaccine in primary care, unless they have had anaphylaxis to 
egg requiring admission to intensive care.  

• For Yellow fever, refer to Allergy specialist because the vaccine 
contains egg protein.  



‘He has Piriton every night to settle his itchy 
eczema…’ 

• Piriton is a sedating antihistamine and has a hangover effect that 
impacts on learning, behaviour and social interactions 

• Antihistamines do not settle the itch experienced with eczema as 
the condition is not histamine dependant.

• Antihistamines are now no longer prescribed medications and 
therefore patients/parents need to be educated about the most 
effective way to use antihistamines, doses, timing of doses ect. Do 
not give before eating a meal to prevent an allergic reaction !

Walker S, et al. (2007)  Seasonal allergic rhinitis is associated with a detrimental effect on examination performance in United Kingdom teenagers: case-control study. J Allergy Clin Immunol. 120(2):381–7

Matterne U, Böhmer MM, Weisshaar E, Jupiter  A, Carter  B, Apfelbacher CJ. (2019)Oral H1 antihistamines as ‘add‐on’ therapy to topical treatment for eczema. Cochrane Database of Systematic Reviews 
Issue 1. Art. No.: CD012167. 2

Leonard, A. and Guttman-Yassky, E. (2019) The unique molecular signatures of contact dermatitis and implications for treatment. Clin Rev Allergy Immuno.; 56: 1–8



‘Allergic reactions get more severe each time’

• ? There is little evidence to suggest however…

• What is known is that amount of allergen consumed, 
concurrent illness, stress, tiredness, exercise, alcohol 
consumption can lower an individuals threshold to have a 
reaction.

• TRACE study (Dua et al ,2019)  results recently published have 
indicated worsening of symptoms during increasing threshold 
challenges with individuals… but more research needed to 
explore this further.  



Anaphylaxis to Haribo -surely not !

• Child presented with anaphylaxis involving wheezing and 
urticaria widespread after eating a packet.

• Skin prick tests and specific IgE’s all negative.

• Was challenged and had anaphylaxis again

Process of elimination… 

Identified safflower was cause. 



‘Its okay –he’s hypoallergenic !’ 



Eating local honey does not prevent hay fever !



Recommended internet resources

• https://www.anaphylaxis.org.uk/

• https://allergynorthwest.nhs.uk/

• https://www.bsaci.org/

• https://www.allergyuk.org/

• https://www.aaaai.org/

https://www.anaphylaxis.org.uk/
https://allergynorthwest.nhs.uk/
https://www.bsaci.org/
https://www.allergyuk.org/
https://www.aaaai.org/

