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Abstract: Food allergy is an increasing phenomenon in Australia, with most recent reports of food allergy occurring in 1 in 12 children. A num-
ber of studies have demonstrated that children and adolescents with food allergies experience a decreased quality of life across a number of
domains. More recent evidence suggests that this population also experiences an increased occurrence of bullying compared to similar
school-aged children. Some individuals have reported being bullied because of their allergies, whilst others have reported specific allergy-
related-bullying, such as being touched with foods that they are allergic to or having their food being intentionally contaminated with an aller-
gen. Where there may be a risk of severe anaphylaxis, this is of great concern. This article reviews the current literature on bullying in popula-
tions of children and adolescents with food allergies. Several papers worldwide have investigated this, providing evidence of its occurrence in
North America, Canada, Italy and Japan.
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Introduction

Food allergy is a common occurrence with more than 10% of

infants and about 8% of children affected.1,2 Research in paedia-

tric populations reveals a significant decrease in quality of life

(QoL) reported by food allergic individuals3–9 with the majority

of concerns of children and adolescents involving their social

situations and interactions.10 At various times, children with food

allergies need to reveal their condition and this is particularly so

in the school setting.

A small number of QoL studies3,9 have found that bullying of

individuals with food allergies is occurring. These authors suggest

that this problem deserves more widespread attention and that

these children with food allergies should be questioned about

bullying. Several studies11–18 worldwide have investigated bully-

ing in food allergic individuals, providing evidence for its occur-

rence in North America, Canada, Italy and Japan. More than

30% of children and adolescents have reported being bullied

solely because of their food allergy in some studies,12 with reports

of up to 25.8% experiencing multiple episodes of bullying.17

From an Australian perspective, there is a paucity of information

on this subject.

Impact of food allergy diagnosis on health-
related QoL

A diagnosis of food allergy has significant implications for the

child or adolescent and for the wider family circle with reduced

scores in a number of domains in QoL surveys.

The diagnosis of food allergy can have a significant impact on

the child and his/her family including restrictions on family activ-

ities involving socialising and eating out. Food allergies are associ-

ated with high levels of distress and worry in the parent or

guardian concerning the child’s condition.5 In one particular

study, 34% of food allergic families reported that food allergy

had an impact on school attendance, with 10% of parents choos-

ing to home school their food allergic children because of the risk

of exposure to potential food triggers.6

A food allergy diagnosis may lead to social isolation of the child

for a number of reasons, ranging from separation from peers at

lunchtime at school to home schooling by parents. Some children

and families may restrict social activities including attendance at
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1 Recent research shows that food allergy affects 1 in 12 children
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parties.6 Thus, children with food allergy may be at an increased

risk of social-emotional and developmental difficulties, increased

social isolation and concomitant feelings of depression or social

anxiety.19

Adolescents with food allergy report social isolation as the

most disturbing aspect of their disease.8 In another study,

younger children with food allergy were concerned about having

to explain to others that they have a food allergy.4

Bullying

Bullying has been defined as consisting of ‘repeated verbal, physi-

cal, social or psychological behaviour that is harmful and involves

the misuse of power by an individual or group towards one or

more persons’.20 Some examples of each of these four forms of

bullying include: name calling and threats, hitting and punching,

ostracising, and hiding or damaging possessions.

Gladden et al.21 and Gredler22 have identified and recom-

mended five specific components required in the definition of

bullying: power imbalance, intention to harm, victim experiences

harm, repetition and aggressive behaviours.23

Previous research has documented that bullying is a risk factor

for anxiety, depression, suicidal ideation, school avoidance and

social rejection.24 Victims of bullying can also experience a loss of

self-esteem and feelings of insecurity. This lack of security may

be related to school avoidance and issues with learning ability

and concentration level.25

Bullying in the Australian population

Approximately one in four (27%) Australian students aged 8–14

report being bullied, from primary to high school. Hurtful teasing

was reported as the most common bullying behaviour, closely

followed by lies. Peers are present in 87% of bullying interac-

tions, mostly as onlookers who do nothing to help the victim.26

In the Australian Bureau of Statistics (2012) report, of those

who had been bullied, 34% had reported that their school

attendance had been affected and 17% reported an impact on

their progress at school. Furthermore, 34% reported having

trouble making friends, playing with other children or taking part

in sport/leisure activities at school as a result of the bullying

behaviour.27

Depending on the environment, some groups may be at an

increased risk of experiencing bullying – such as lesbian, gay,

bisexual or transgender (LGBT), those with disabilities, and those

who are socially isolated.27

Bullying in people with chronic health conditions

Adolescents with chronic health conditions are more likely to be

victims of bullying, and victims of multiple forms of bullying.

Rates of teasing and social exclusion are significantly higher in

this group than in the general population.28

Some previous studies have shown that other atopic condi-

tions, particularly atopic dermatitis, in contrast to food allergy, do

not appear to have any substantial teasing or harassment as a

result of the disease.29,30 Some academics believe this may be due

to the lifestyle modifications that are required to accommodate

those with food allergies, such as the need to be extremely dili-

gent; advice to exclude certain foods from the playground and

canteen; and the need to have emergency treatment on hand.11

Bullying in people with food allergies

There are no published studies to date which have examined bul-

lying in Australian food allergic cohorts. Several international

papers11–18,31 explore the distress and anxiety experienced by

those living with food allergies as a result of teasing and harass-

ment or bullying. In a study from a cohort of 251 families, 32%

of surveyed children had reported being bullied due to food

allergy at least once.12 A follow-up study showed that QoL was

reduced for those who were bullied: for those newly bullied QoL

decreased, and where bullying decreased QoL improved.13

Lieberman et al.11 used a structured questionnaire to determine

the characteristics of bullying and teasing of children with food

allergies. A total of 50% of respondents reported experiences of

bullying. Comparatively, a similar school age cohort had an inci-

dence of about 17%.11 There was a variation in the reasons for

Table 1 Bullying in children and adolescents with food allergy, including subset of participants recalled for follow-up longitudinal study

Paper Country of
population
group

Age of
study group

Number of
participants
in test group

Control
populations

Instrument to
measure
bullying

Questionnaire
completed by

Reports
of any

bullying (%)

Reports of
multiple

episodes of
bullying (%)

Bullying
because
of food

allergy (%)

Shemesh
et al.
(2013)

North America 8–17 years 251 No Revised Olweus
Bully/Victim
Questionnaire

Children 45.4† ND 31.5

Shemesh
et al.
(2013)

North America Parental
report of
child

251 No Revised Olweus
Bully/Victim
Questionnaire

Parents 36.3 ND 24.7

Annunziato
et al.
(2014)

North America 8–17
years

124 No Revised Olweus
Bully/Victim
Questionnaire

Children ND 9.9‡ 29.0

†Compared to an estimated population control of approximately 17–35%. ‡More than twice a month. ND, no data.
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bullying, such as being bullied simply because of their food allergy;

having to carry or wear medications; or having special treatment.

There were both non-physical (taunts) and physical forms of bully-

ing (allergen waved in face), with the former more common.

Respondents mostly reported feelings of sadness or depression and

embarrassment or humiliation as a result of the bullying.

Although no individuals reported experiencing an allergic

reaction due to the act of bullying, the possibility that this risk

exists is very concerning. This is particularly so in cases of chil-

dren being touched with an allergen or their food intentionally

being contaminated. Of great concern is that of those who report-

ing bullying, 21% described an act done by a teacher or other

member of school staff.11

Shemesh et al.12 used a revised Olweus Bully/Victim Question-

naire to test the hypotheses that: bullying is common among food

allergic patients and would be reported by more than 30% of

respondents; parent and child reports of bullying of the child

would not be consistent; and repeated bullying would be associ-

ated with lower QoL and increased distress in both parents and

children. In their study, there were differences between reports

of bullying between children and their parents. Two-hundred

and fifty-one patient and parent pairs completed the surveys,

45.4% of the children reported being bullied or harassed for any

reason, and 31.5% specifically due to food allergy. This was com-

pared to 36.4 and 24.7% for parental reports, respectively.

Results showed that most children who were bullied about their

food allergy reported that they had told someone about what

happened (87%). However, parents knew about child-reported

bullying in only about 52% of cases.12 The major limitation of

this study was the lack of control group of non-food allergic indi-

viduals with similar demographics.

Annunziato et al.13 commenced a longitudinal evaluation of

food allergy-related bullying. This involved the 251 patient and

parent pairs from the Shemesh survey completing a second iden-

tical questionnaire, approximately 1 year later. Questionnaires

were returned by only 49% of the original respondents, and

there was a similar number of participants who reported bullying

due to food allergies (29%). Results from these studies are shown

in Table 1.

A 2012 study on bullying and teasing in children with food

allergy in Mississippi, was published as an abstract reporting

results from eighteen questionnaires. Whilst they report only a

‘minority’ of patients reporting bullying, one third of respondents

(6/18) experiencing bullying, a figure that is very concerning.14

Lin and Sharma conducted a study on teasing and bullying

among adolescents with food allergy, which showed great preva-

lence, with 71% of respondents reported having been teased by

other children because of their food allergy and 45% having been

bullied (Table 2).15 This startling percentage was identified by the

question: ‘Other kids try to make me eat food I am allergic to’.

Bullying was also associated with various emotional characteris-

tics in these adolescents, with feelings of embarrassment, feeling

different than everyone else, and also feeling left out because of

their food allergies.32

As discussed by Oppenheimer and Bender16 to really assess

the effect of bullying and food allergy, a comparison is needed

between the prevalence of bullying in food allergic and non-

allergic children to better understand the scope of this

problem.Ta
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Such a study examining a population of schoolchildren in Italy

has since been published.17 Bullying was categorised into food

allergy-related and general. A strength of this study was its wide

demographic base: a combination of urban, suburban and rural

children, matching food allergic children to equivalent healthy

controls of similar age and demographic. Among allergic patients,

60% had been a victim of some bullying in last 2 months com-

pared to a control (non-allergic) group reporting a frequency of

31%. So, food allergic students had a probability of being bullied

approximately two times higher than non-allergic peers.17 On

this basis, food allergic children should be included in the cate-

gory of students at high risk of bullying. In regards to food

allergy-related bullying specifically in this group 30% of patients

reported that they have been bullied at least once (Table 3). They

found no significant associations of bullying with adrenaline pre-

scription, comorbidities and the number of excluded foods. These

Italian researchers believed that questions about bullying experi-

ences with peers should be included routinely during visits with

patients and parents.17

A recent paper from Japan has also identified bullying in food

allergic children and also characterised the large discrepancy in

knowledge of food allergies between parents with children with

and without food allergy.18 Among care givers with children with

food allergies, 16.2% reported observing an experience of bully-

ing, harassment or school refusal because of food allergy. What

was interesting also was that only three of the 296 non-food

allergy care givers had seen a child experience bullying, harass-

ment or school refusal because of food allergy. This highlights the

lack of awareness and knowledge in the general population. A

limitation in this study is the lack of background information

regarding the care givers themselves, in particular history of

allergy. This confounder could potentially impact the results in

both groups, as care givers take on their own personal experi-

ences of allergies.

Interventions for food allergic bullying

A literature search revealed no publications on interventions for

bullying in children or adolescents with food allergies. Whilst var-

ious interventions have been reviewed for bullying in general,

bullying specific to food allergy presents a unique concern, which

requires its own forms of intervention. A recent review discussed

interventions for bullying in medically fragile youth, and recom-

mendations for medical practitioners.33 The recommendations

included communication by medical practitioners to patient’s tea-

chers regarding the elevated risks and potential classroom inter-

ventions and encouraging parents to advocate for children’s

school needs.

Conclusion

There is evidence that both food allergies and bullying are com-

mon and individually have a significant impact on children and

adolescents. Recent research worldwide has collectively exam-

ined these two entities and identified an increased prevalence of

bullying in food allergic children, in comparison to the general

population. Whilst these studies provide insight into this issue

from countries such as North America, Canada, Italy and Japan,

this is yet to be explored in an Australian context.Ta
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Multiple Choice Questions

1 Food allergies can have a significant impact on the family in all

of the following areas ‘except’ for:

a) Meal preparation

b) Family social activities

c) Parental employment

d) School activities

e) Family relations

Answer: c. Items that comprised the subscales of parental

employment and finances and family relations were not as signif-

icantly affected by childhood food allergy. The percentage of

care givers who reported impact ratings of 5 or greater ranged

from 5 to 28% and 17 to 19%, respectively.6 (a), (b), (d) and

(e) are incorrect. The total number of food allergies experi-

enced by a child has been shown to be significantly positively

associated with a greater impact on meal preparation, family

social activities, family relations, stress and free time, school

activities, autonomous social activities and employment and

finances.6

2 Which of the following statements on bullying is true?

a) Bullying is a risk factor for anxiety, depression, seizures,

school avoidance and social rejection

b) Approximately one third of those who have been bullied in

Australia reported their school attendance to be affected

c) Recent research has found that only victims of bullying

were more likely to have negative health, financial, beha-

vioural and social outcomes in adulthood

d) Adolescents with chronic health conditions are as likely to

be victims of bullying as the general population

e) Bullying interactions generally occur in an isolated environ-

ment with only the bully/bullies and the victim present

Answer: b. Furthermore, 34% reported having trouble making

friends, playing with other children or taking part in sport/leisure

activities at school as a result of the bullying behaviour.27 (a) is

incorrect. Whilst epilepsy may be a cause of bullying, bullying is

not a risk factor for seizures. Previous research has documented

that bullying is a risk factor for anxiety, depression, suicidal idea-

tion, school avoidance and social rejection.24 (c) is incorrect.

Involvement with bullying in any role was predictive of negative

health, financial, behavioural and social outcomes in adult-

hood.27 (d) is incorrect. Adolescents with chronic health condi-

tions are more likely to be victims of bullying, and victims

of multiple forms of bullying. Rates of teasing and social exclu-

sion are significantly higher in this group than in the general

population.28 (e) is incorrect. Peers are present in 87% of bully-

ing interactions, mostly as onlookers who do nothing to help the

victim.26

3 In Muraro et al.’s (2014) study on the comparison of bullying

of food allergic versus healthy schoolchildren in Italy, the

number of children who reported food allergy-related bullying

was closest to:

a) 15%

b) 20%

c) 25%

d) 30%

e) 35%

f) 35%

Answer: d. About 24.2% of food allergic schoolchildren reported

food allergy-related bullying; 5.8% reported sometimes or more

often.

References

1 Osborne NJ, Koplin JJ, Martin PE et al. Prevalence of challenge-proven
IgE-mediated food allergy using population-based sampling and pre-
determined challenge criteria in infants. J. Allergy Clin. Immunol.
2011; 127: 668–76.e1–2.

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

3 Ravid NL, Annunziato RA, Ambrose MA et al. Mental health and
quality-of-life concerns related to the burden of food allergy. Immu-
nol. Allergy Clin. North Am. 2012; 32: 83–95.

4 Resnick ES, Pieretti MM, Maloney J, Noone S, Munoz-Furlong A,
Sicherer SH. Development of a questionnaire to measure quality of
life in adolescents with food allergy: The FAQL-teen. Ann. Allergy
Asthma Immunol. 2010; 105: 364–8.

5 Sicherer SH, Noone SA, Munoz-Furlong A. The impact of childhood
food allergy on quality of life. Ann. Allergy Asthma Immunol. 2001;
87: 461–4.

6 Bollinger ME, Dahlquist LM, Mudd K, Sonntag C, Dillinger L,
McKenna K. The impact of food allergy on the daily activities of children
and their families. Ann. Allergy Asthma Immunol. 2006; 96: 415–21.

7 Flokstra-de Blok BM, Dubois AE. Quality of life in food allergy: Valid
scales for children and adults. Curr. Opin. Allergy Clin. Immunol. 2009;
9: 214–21.

8 Flokstra-de Blok BM, DunnGalvin A, Vlieg-Boerstra BJ et al. Develop-
ment and validation of the self-administered Food Allergy Quality of
Life Questionnaire for adolescents. J. Allergy Clin. Immunol. 2008;
122: 139–44.e1–2.

9 Lieberman JA, Sicherer SH. Quality of life in food allergy. Curr. Opin.
Allergy Clin. Immunol. 2011; 11: 236–42.

10 Sampson MA, Munoz-Furlong A, Sicherer SH. Risk-taking and coping
strategies of adolescents and young adults with food allergy.
J. Allergy Clin. Immunol. 2006; 117: 1440–5.

11 Lieberman JA, Weiss C, Furlong TJ, Sicherer M, Sicherer SH. Bullying
among pediatric patients with food allergy. Ann. Allergy Asthma
Immunol. 2010; 105: 282–6.

12 Shemesh E, Annunziato RA, Ambrose MA et al. Child and parental
reports of bullying in a consecutive sample of children with food
allergy. Pediatrics 2013; 131:e10–7.

13 Annunziato RA, Rubes M, Ambrose MA, Mullarkey C, Shemesh E,
Sicherer SH. Longitudinal evaluation of food allergy-related bullying.
J. Allergy Clin. Immunol. Pract. 2014; 2: 639–41.

14 Morris AE, Yates AB, Marshall GD. Bullying and teasing in children
with food allergy: A survey of pediatric patients in urban Jackson,
Mississippi outpatient allergy and immunology clinics. J. Allergy Clin.
Immunol. 2012; 129: AB133.

15 Lin A, Sharma HP. Teasing and bullying among adolescents with food
allergy. J. Allergy Clin. Immunol. 2014; 133: AB288.

16 Oppenheimer J, Bender B. The impact of food allergy and bullying.
Ann. Allergy Asthma Immunol. 2010; 105: 410–1.

17 Muraro A, Polloni L, Lazzarotto F et al. Comparison of bullying of
food-allergic versus healthy schoolchildren in Italy. J. Allergy Clin.
Immunol. 2014; 134: 749–51.

18 Yamamoto-Hanada K, Futamura M, Takahashi O, Narita M,
Kobayashi F, Ohya Y. Caregivers of children with no food allergy-their
experiences and perception of food allergy. Pediatr. Allergy Immu-
nol. 2015; 26: 614–7.

634 Journal of Paediatrics and Child Health 53 (2017) 630–635
© 2017 Paediatrics and Child Health Division (The Royal Australasian College of Physicians)

Bullying with food allergy AT Fong et al.



19 Parker JG, Rubin KH, Erath SA, Wojslawowicz JC, Buskirk AA. Peer
relationships, child development, and adjustment: A developmental
psychopathology perspective. In: Cohen DCDJ, ed. Developmental
Psychopathology, Vol 1: Theory and Method, 2nd edn. Hoboken, NJ:
John Wiley & Sons Inc, 2006; 419–93.

20 NSW Government. A Definition of Bullying. Sydney: NSW Government,
2014. Available from: http://www.schools.nsw.edu.au/student
support/bullying/definition/ [accessed 20 November 2014].

21 Gladden RM, Vivolo-Kantor AM, Hamburger ME, Lumpkin CD. Bully-
ing Surveillance among Youths: Uniform Definitions for Public Health
and Recommended Data Elements, version 1.0. Atlanta, GA:
National Center for Injury Prevention and Control, Centers for Dis-
ease Control and Prevention and U.S. Department of Education,
2014.

22 Gredler GR. Olweus, D. Bullying at school: What we know and
what we can do. Malden, MA: Blackwell Publishing, 140 pp., $25.00
[Book Review]. Psychol. Schools 2003; 40: 699–700.

23 Vivolo-Kantor AM, Martell BN, Holland KM, Westby R. A systematic
review and content analysis of bullying and cyber-bullying measure-
ment strategies. Aggress. Violent Behav. 2014; 19: 423–34.

24 Vreeman RC, Carroll AE. A systematic review of school-based interven-
tions to prevent bullying. Arch. Pediatr. Adolesc. Med. 2007; 161: 78–88.

25 Baier SL. A Critical Review of Literature: Understanding Bullying Behaviors
of Children. Menomonie, WI: The Graduate School University of Wisconsin
Stout, 2007.

26 Cross D, Shaw T, Hearn L et al. Australian Covert Bullying Prevalence
Study (ACBPS). Perth: Child Health Promotion Research Centre, Edith
Cowan University, 2009.

27 Department of Education and Training. A Review of Literature (2010–
2014) on Student Bullying by Australia’s Safe and Supportive School
Communities Working Group. Brisbane: The State of Queensland
(Department of Education and Training), 2015.

28 Pittet I, Berchtold A, Akre C, Michaud PA, Suris JC. Are adolescents
with chronic conditions particularly at risk for bullying? Arch. Dis.
Child. 2010; 95: 711–6.

29 Hon KLE, Leung TF, Wong KY, Chow CM, Chuh A, Ng PC. Does age or
gender influence quality of life in children with atopic dermatitis? Clin.
Exp. Dermatol. 2008; 33: 705–9.

30 Marklund B, Wilde-Larsson B, Ahlstedt S, Nordstrom G. Adolescents’
experiences of being food-hypersensitive: A qualitative study. BMC Nurs.
2007; 6: 8.

31 McQuaid E, Jandasek B. Children’s food allergies: Another target for
bullying? Brown Univ. Child Adolesc. Behav. Lett. 2013; 29: 1–8.

32 Lin A, Sharma HP, eds. Teasing and Bullying Among Adolescents with
Food Allergy. San Diego, CA: American Academy of Allergy, Asthma,
and Immunology, 2014.

33 Faith MA, Reed G, Heppner CE, Hamill LC, Tarkenton TR,
Donewar CW. Bullying in medically fragile youth: A review of risks,
protective factors, and recommendations for medical providers.
J. Dev. Behav. Pediatr. 2015; 36: 285–301.

Noah’s Ark by Benjamin Zinsli (age 6)

Journal of Paediatrics and Child Health 53 (2017) 630–635
© 2017 Paediatrics and Child Health Division (The Royal Australasian College of Physicians)

635

AT Fong et al. Bullying with food allergy

http://www.schools.nsw.edu.au/studentsupport/bullying/definition/
http://www.schools.nsw.edu.au/studentsupport/bullying/definition/

	 Bullying and quality of life in children and adolescents with food allergy
	Introduction
	Impact of food allergy diagnosis on health-related QoL
	Bullying
	Bullying in the Australian population
	Bullying in people with chronic health conditions
	Bullying in people with food allergies
	Interventions for food allergic bullying

	Conclusion
	Multiple Choice Questions
	References


