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Abstract

Background: Adolescents with anaphylaxis are at increased risk of fatal outcomes. Gaps in their knowledge of day-to-day and
emergency management have been identified. There are also gaps in services available to support adolescents at risk of anaphylaxis.

Aims: To explore the experiences and healthcare needs of adolescents living with the risk of anaphylaxis; to understand the perspectives
of their parents; and to look at how care might be improved. 

Methods: A qualitative study was undertaken using in-depth interviews with adolescents with a recent history of severe allergic reactions
and with their parents.    

Results: Twenty-six adolescents at risk of anaphylaxis living in Scotland and their parents (n=28) were recruited. Most anaphylactic reactions
reported by participants appeared to result from accidents, misinformation, or inexperience. For many, management involved finding a balance
between taking their allergies seriously whilst not allowing these concerns to dominate their lives. Risks were often difficult to judge, with
reactions sometimes taking place even after careful checking of meal ingredients. Most admitted taking some risks with trace-labelled foods.
Appropriate healthcare support for adolescents in learning to manage the risk of anaphylaxis independently and advice and support for their
parents was inconsistently provided.     

Conclusions: Adolescents tend to see their risk management strategies as ‘good enough’, but these strategies were often inconsistent with
clinical best practice and, in some cases, had not prevented reactions. Building on adolescents’ existing skills and knowledge and the use of
Internet and associated social media resources may help to support more effective self-management among adolescents. 
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Introduction 
Previous research has shown that adolescents have particularly high
rates of severe and fatal anaphylactic reactions.1-3 The transition
from childhood dependence to adult independence and the
broadening of social horizons may present particular risks for
adolescents with food allergy, which is the dominant trigger in

young people experiencing anaphylaxis.4,5 The transfer of
responsibility for managing the risk of anaphylaxis (such as avoiding
triggers) from parents to adolescents coincides with more exposure
to risk and, potentially, less careful risk management.6,7 Individual
tolerance of risk varies,8 and risk-taking/learning through one’s
mistakes can be seen as a necessary developmental process in
adolescence.9 Teenagers with food allergy must learn to balance
threats to their personal safety with threats to their social identity.10

The negative psychosocial impact of food allergy on young
people and their families is well-known,11,12 and balancing safety and
quality of life in food-allergic adolescents presents considerable
challenges.8,10,13,14 Peer influence and fear of embarrassment may
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lead to increased risk-taking behaviour, both in relation to exposure
to known triggers and failure to carry epinephrine (adrenaline).6,13-15

High levels of anxiety in children and parents do not appear to be
associated with improved adherence to key management strategies
such as allergen avoidance and carrying medication.16

The psychosocial factors which contribute to increased incidence
of anaphylactic reactions in this group remain poorly understood. A
better understanding of the beliefs, expectations, and behaviours
underlying adolescent risk management are prerequisites to
improving support for this group.17,18

This study aimed to address this gap by providing detailed
insights into how adolescents and their parents live with and
manage the risk of anaphylaxis, and to explore their views on how
to improve anaphylaxis management. Findings relating to
adolescents’ use of epinephrine auto-injectors have been published
previously.14 This paper focuses on adolescent and parental
perceptions of risk and risk management.

Methods 
A qualitative study using semi-structured interviews was undertaken
to produce detailed data about adolescents’ attitudes, behaviours,
and experiences. We sought adolescents at high risk of anaphylaxis,
indicated by: (1) anaphylaxis in the last 5 years; or (2) an earlier
reaction and/or testing indicating high risk. We used the UK
Resuscitation Council’s definition of anaphylaxis as ‘a
hypersensitivity reaction involving airway problems and/or
circulatory problems’.19 Those who had previously experienced only
mild reactions or reactions in early childhood were thus excluded. 
Recruitment  
Participants were purposively recruited through school nurses,
specialist clinicians and primary care via the Anaphylaxis Campaign
(the main UK patient support organisation) website and via a press
release. We sought to recruit participants from all ages within the
teenage years of both sexes living in different parts of Scotland (to
explore different healthcare configurations and urban/rural
situations). Interviews continued until we reached data saturation
(i.e. when no significant new information was gathered from
interviews).
Data generation  
In-depth semi-structured interviews, each approximately 1 hour
long, were carried out with adolescents and their parents using
topic guides (see Appendix 1 available online at www.thepcrj.org).
These were developed from reviewing the literature, from
discussions with adolescents at risk of anaphylaxis, parents and
health professionals and from a previous study.6 At the start of each
interview, participants were given an information sheet and an
opportunity was given for questions prior to completion of the
consent forms. 

Face-to-face interviews were conducted by one of the authors
(MG) at the participant’s place of choice, usually their home. Most
chose to be interviewed alone, but in some cases parents, siblings
and/or partners were also present (32% of adolescent interviews;
38% of parent interviews). Interviews were digitally audio-recorded.
We use pseudonyms for participants in the presentation of data to

preserve anonymity. 
Data analysis  
All recordings were transcribed verbatim, anonymised, entered into
NVivo software and thematically coded. The coding framework was
informed both deductively by the research aims and recent literature
on anaphylaxis and adolescent health2,3,5,12,17,20,21 and inductively by
the content of the data based on detailed reading of transcripts by
two of the authors (MG and AW) and discussion with the other
investigators. 

Analytical validity was ensured through comparison of
transcripts coded independently by MG and AW during the
development of the coding framework. Coding only began when
MG and AW achieved a high level of agreement between their
interpretations. Careful searching for data disconfirming emerging
findings was carried out, aiding refinement of the analysis.22

Ethics 
Ethical approval was obtained from Fife & Forth Valley Research
Ethics Committee and management approval from the relevant NHS
organisations.

Results
We recruited 26 adolescents aged 13-19 years and their parents
(n=28); most lived in central Scotland. In five cases, both parents
were interviewed; three parents did not wish to be interviewed. The
majority of adolescents (88%) had food-related allergies,
predominantly to peanuts and/or tree nuts. Participant characteristics

1. Although some adolescents described embarrassment at being perceived
as different from their peers and some took risks with food when eating
out, adolescents’ accounts of reactions suggested that the majority of
these did not result from stereotypically irresponsible behaviour (such as
alcohol misuse or deliberate exposure to known allergens). Most took
place in everyday situations and appeared to result from accidents,
misinformation, or inexperience.

2. Most adolescents took an active role of some kind in managing their
allergies, although some were more conscientious than others. Parents
worked hard to ensure adolescents took responsibility for risk
management as they became older.

3. Several adolescents and parents emphasised the importance of
maintaining a balance between taking the risk of anaphylaxis seriously and
not allowing it to dominate their lives.

4. When eating away from home, many adolescents and their parents found
risks difficult to judge. Several reported reactions even after careful
checking of ingredients.

5. Adolescents’ assessments of risk often conflicted with the advice given by
clinicians and patient support groups. Most adolescents ate trace-labelled
foods and several ate Asian food, not realising the dangers.

6. Adolescents and parents reported variable levels of support from health
services. Some had regular reviews with specialists while others received
no support other than repeat prescriptions for epinephrine auto-injectors.

7. Primary care staff had very limited involvement in supporting anaphylaxis
management.

8. Most adolescents did not think that written anaphylaxis management
plans, as advocated by specialists, would be helpful to them in managing
their condition.

Box 1: Novel findings
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are shown in Table 1.   
We focus here on findings which go beyond the existing

literature, summarised in Box 1 and reported in detail below. 
Experiences of anaphylaxis        
Our data do not support the notion that high rates of severe
reactions experienced by adolescents result from casual inattention,
reckless behaviour, or a lack of awareness of their mortality. On the
contrary, some participants said that the experience of anaphylaxis
had left them with a heightened sense of danger. Although parents
worried about the influence of alcohol use on teenagers’ behaviour,
no reactions appeared to have resulted from this. In general,
reactions took place in everyday situations: in the home, at school,
in restaurants and other catering outlets, at weddings and parties.

In several cases, reactions had taken place despite careful attempts
to avoid allergens, sometimes with parental approval of the trigger: 

“… she [a shop assistant] checked the labels and she said
‘no you’ll be fine there are no nuts in it at all’, and of course
it just, it touched his tongue and it was boof! … Antony had
obviously taken it, with her insisting that it was fine, because
he, obviously there was an element of trust there. And I said
it would be OK and I was wrong.” (Mother of Antony, 14)

Managing allergies and preventing further reactions  
Most participants reported taking an active role in managing their
allergies, although some were more conscientious than others. All
the adolescents reported attempts to avoid allergens by checking
ingredients. Most reported carrying epinephrine auto-injectors at
least some of the time, although some – particularly males –
admitted that they often did not carry them. Only one young man
said that he never carried an auto-injector. 

Several interviewees said that their allergies had a major impact
on their lives, reporting a sense that they always had to be alert to
the danger of a reaction:

“It’s really a pain because I have to think about it all the time
… it’s always got to be at the back of my mind that has it
got nuts in it and things, you can’t eat whatever anyone else
can eat and things, it’s quite annoying.” (Donald, 19)

Overall, the data suggested that most adolescents tried to find a
balanced attitude to management, taking their allergy seriously
whilst not allowing it to dominate their lives:

“I need to kind of live my life on the risk that something is
going to happen or something might never happen.” (Claire,
16)

No. Age Sex Anaphylaxis triggered by Referral source Parent interviewed

1 19 M Peanuts, fish, shellfish Specialist Mother

2 16 M Peanuts, tree nuts School nurse Mother

3 17 M Peanuts School nurse Mother

4 13 F Unclear: possibly idiopathic School nurse None

5 14 M Peanuts School nurse Father

6 13 M Peanuts School nurse Mother

7 15 F Peanuts, tree nuts, sesame Anaphylaxis Campaign Mother

8 16 M Peanuts, tree nuts Anaphylaxis Campaign Mother

9 19 F Peanuts, tree nuts, insect stings Anaphylaxis Campaign Mother and father

10 13 F Peanuts Anaphylaxis Campaign Mother

11 14 M Peanuts, tree nuts? Anaphylaxis Campaign Mother and father

12 13 M Nuts, dairy GP/school Mother and father

13 13 M Nuts, dairy GP/school Mother and father

14 19 M Peanuts, tree nuts Anaphylaxis Campaign Mother

15 19 F Lentils Specialist Mother

16 17 F Peanuts Press release None

17 16 M Peanuts, tree nuts Press release Mother and father

18 19 F Horses Press release None

19 19 M Peanuts, tree nuts Press release Mother

20 15 F Milk, eggs, nuts, sesame Press release Mother

21 16 F Idiopathic Specialist Mother

22 16 F Tomatoes and other fleshy fruits Specialist Mother

23 14 F Peanuts Specialist Mother

24 13 M Milk, peanuts, egg Public health nurse Mother

25 14 M Peanuts Specialist Mother

26 17 F Peanuts, legumes Specialist Mother

Table 1. Characteristics of participants
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Parents perceived the increased risks of adolescence as teenagers
having more freedom, more choice, being subject to greater peer
pressure, and potentially adopting more risky behaviours such as
drinking alcohol which might make them less careful. Most parents
recognised the need for their children to become independent,
despite the risks this might involve:

“I would say this time now up until early adulthood is the
most vulnerable time … This will be the time coming up
where he’s got more choices and it’s a time where you want
him to be confident in everything that he does and you don’t
want him to be frightened.” (Mother of Callum, 13)

Previous research suggests that management plans may be effective
in supporting those living with severe allergies.23,24 However, the
majority of adolescents in our study did not think that such plans
would be helpful for long-term management. While some saw value
in simple emergency plans, many thought that plans covering day-
to-day management would be excessive and might add unnecessary
hassle to their lives. Some expressed the view that management
knowledge was best learnt verbally or experientially rather than
written down:

“Talking to a specialist, I think that would be much better
than a written plan because you’re talking to somebody face
to face and they’re directly telling you.” (Karen, 13) 

Eating away from home  
Participants found eating away from home to be one of the most
significant challenges for day-to-day management. Risks were often
difficult to judge, with reactions sometimes taking place even after
careful checking. All adolescents and parents discussed the
challenges of managing a food allergy in the context of a normal
teenage social life. Some described restricting their lives in terms of
eating out and foreign travel because of the difficulty of risk
management, but most grappled with balancing risk and active
social engagement on a regular basis. Asian foods appeared to be
important in adolescents’ social lives, but adolescents found the risks
associated with such foods to be particularly difficult to judge. Some
were optimistic in their assessments of the risks associated with
eating Asian food and carrying their epinephrine auto-injector was
perceived as ameliorating risk-taking:

“She does have curries and she’ll have her EpiPen and her
antihistamines with her, because she eats Korma … she’s
prepared to take the minimal risk of having a curry because
she thinks she’s got everything in her bag and it’s fine and
it’s safe, well that’s OK by her.” (Mother of Catriona, 19)

These perceptions – that the risk is low from eating curries and the
epinephrine auto-injector provides protection – contrast sharply with
the viewpoint of allergy specialists who tend to advocate avoidance
of such foods.
Risk and ‘may contain’ labels  
Most participants admitted taking some risks with trace-labelled
foods (i.e. those that state a food ‘may contain’ nuts or ‘cannot
guarantee nut-free’). Many adolescents expressed the belief that
manufacturers used the labels merely to avoid litigation and that,
given the prevalence of these labels, total avoidance was unrealistic:

“Avoiding products with nuts isn’t so hard, it’s avoiding

things that are ‘may contain’ that’s the real trouble. Because
if you do cut everything that’s ‘may contain’ from your diet
it restricts it severely, so at times you do have to try and make
an informed decision on something.” (Rebecca, 17)

No participants reported anaphylaxis following ingestion of a trace-
labelled food, although one peanut allergic young man reported a
mild reaction from chocolate sweets labelled as ‘may contain traces
of nuts’. He had subsequently avoided this product but continued to
eat other foods with trace labelling. Again, these behaviours conflict
with the perspectives of allergy professionals who generally advise
that trace-labelled food should never be eaten because cross-
contamination is unpredictable. 
Support from healthcare professionals  
The reported level of care received from health services varied
amongst participants, partly due to a lack of specialist
adolescent/adult allergy services in all but one area of Scotland.
Some adolescents had received no specialist input at all, despite in
some cases having been treated for anaphylaxis in accident and
emergency departments on multiple occasions. Others had regular
reviews with specialists which they tended to view positively. In
general, those with regular specialist contact appeared to be better
informed about managing their allergies than those with no
ongoing specialist support:.

“She’s really nice, she like, every time I go up if I have a
problem wi’ something then she’ll go through it, she’ll
explain it and stuff like that and she really does help.” (Claire,
16)

Some adolescents reported having had specialist care from
paediatric services but no follow-up after that.

Many participants reported that primary care services had limited
involvement in anaphylaxis risk management. Whilst a few
participants recounted good experiences and a few recounted
memorably bad experiences with GPs, the majority appeared to have
little or no input: 

“I mean they just hand out, they just keep reissuing the
EpiPen, you’d have thought they might just want to see
him.” (Mother of James, 17)

Transition from parental to self-management 
The transition to independence is a core feature of adolescence and
presents particular challenges for teenagers with severe allergies and
their parents. In general, mothers were more closely involved with
managing this transition than fathers. Support for parents in
managing the transition came largely from the Anaphylaxis
Campaign:

“In terms of education of the problems and living with it,
then undoubtedly the Anaphylaxis Campaign has been the
one there.” (Father of Tom, 14)

The most common responsibilities handed over to adolescents were
those of carrying medication and checking food ingredients. Most
older adolescents and their parents said that they had completed
this transition and looked back on it as a gradual process, part of
growing up and becoming more independent. Some younger
participants reported embarrassment at having to ask about food
ingredients in public. In some cases friction was apparent on the
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issue of carrying medication, particularly between boys and their
mothers.

Discussion
Main findings 
Contrary to common stereotypes, most adolescents at risk of
anaphylaxis took some kind of active role in managing their allergies.
What this involved, however, varied greatly. Some were highly
conscientious (e.g. carrying epinephrine at all times, avoiding all
trace-labelled products) while others had less stringent management
styles. Many displayed extensive knowledge of anaphylaxis
management, although some had significant gaps, particularly with
regard to knowing when and how to use epinephrine.14 The
experiences of adolescents of various ages indicate how the transition
from parental to adolescent responsibility for anaphylaxis
management develops gradually over time.

Written management plans, strongly advocated by
professionals,23-26 were not perceived by adolescents as helpful. It may
be that these are of greater value to professionals as a means of
structuring discussion of allergy management and of recording and
monitoring what has been agreed than they are to adolescents who
generally did not see that written information would enhance self-
management. 
Strengths and limitations of this study   
The use of in-depth semi-structured interviews produced rich
nuanced accounts of how adolescents manage severe allergies. The
most obvious limitation of this study – as with most qualitative work
– is the relatively small number of participants and the potential
restrictions this places on the generalisability of the results. However,
data saturation was reached and the insights gained from our in-
depth intensive approach provide credible and potentially
transferable understandings of adolescents’ diverse behaviours and
attitudes. The combined use of interviewing, scenarios for
participants to comment on, and the ranking exercise using visual
tools (see Appendix 1 available online at www.thepcrj.org) proved to
be an excellent way to open up discussion.

Where joint interviews were conducted with adolescents and
parents, there is a possibility that either party might have been
inhibited in fully expressing their views or, in the adolescents’ case,
discussing risk-taking behavior. Our experience of the interviews
suggests that, conversely, parents encouraged adolescents to speak
comprehensively and the interaction within the joint interviews
highlighted pertinent aspects of the relationship between them.
Interpretation of findings in relation to previously
published work      
Several of our findings confirm previous research. Eating away from
home was found by participants to be challenging,27 with Asian
cuisines reported as particularly risky.28 Trace labels (such as ‘may
contain nuts’) were widely found to be frustrating and confusing.6,29,30

Underuse of epinephrine auto-injectors and limited knowledge of
auto-injector administration technique were evident in participants’
accounts.14,20,31 

In contrast to some of the wider literature on adolescents with
long-term conditions,21 anaphylaxis in at-risk adolescents seemed

unlikely to result from stereotypical risky ‘teenage’ behaviours such
as alcohol use, despite parental worries about this. Assessing risks
was challenging, primarily due to the complexity of food labels, the
opacity of food manufacturing and preparation, and the widespread
lack of public awareness of food allergy. Some had responded to
these challenges with an attitude of extreme caution which
restricted aspects of everyday life, while others opted to take risks for
the sake of a ‘normal’ life. Some adolescents reported taking risks
that clinicians might find alarming, particularly with Asian food.
Misunderstanding about the meaning of ‘may contain’ labels and a
belief that having an auto-injector available guarantees safety may
lead to unnecessary risk-taking and has been found to contribute to
deaths from anaphylaxis.3

Implications for future research, policy and practice     
The views and experiences of adolescents are instructive for clinical
practice. We suggest that clinicians may be more effective by working
to enhance and extend existing management behaviours of
adolescents rather than giving advice based on an impersonal ‘gold
standard’ of management. A pragmatic approach might involve
focusing on high-risk scenarios, such as Asian foods,28 and discussing
the meaning of ‘may contain’ labels. Stereotypes of teenagers as
reckless appear inaccurate and over-generalised; they are therefore
likely to be unhelpful for clinicians wishing to engage in meaningful
discussions about management with adolescent patients. Written
management plans may be useful for facilitating such discussions,
but our data suggest that there is little value in giving copies to
adolescents without appropriate discussion and negotiation. 

Given that adolescence is known to be associated with an
increased risk of severe and fatal reactions, the lack of continuity
between paediatric and adult services is a significant gap in provision.
Transition clinics have been helpful for young people with other
health conditions to promote successful transition to adult
healthcare. Transition planning with teenagers and parents,
incorporating the knowledge deficits and practical problems
identified by adolescents and parents in this study, is recommended
as a core part of clinical practice in both primary and specialist
care.32,33 Clinical advice for parents should include encouraging them
to support adolescents to gradually ‘take over’ responsibilities such as
speaking to waiters, carrying epinephrine, and checking that auto-
injectors are in date.

The limited involvement of primary care in supporting patients
with severe allergy is also concerning. The possibility of practice
nurses providing such support, as they do for other long-term
conditions such as asthma, should be explored.34

Further research might usefully explore the use of text messaging,
audio-visual, internet and social networking sites, which are central
means of communication for adolescents, as a means of providing
information and support for managing the risk of anaphylaxis. For
example, a Canadian site (www.whyriskit.ca) run by young people
with food allergy includes podcasts, videos and an e-magazine
specifically aimed at improving knowledge, skills, and management
among young people.
Conclusions
This study suggests that the high risk of severe and fatal anaphylaxis
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in adolescents is not necessarily a consequence of teenage
irresponsibility. Eating away from home was a particular challenge
and some adolescents found this to be a major lifestyle restriction.
The lack of healthcare support for many adolescents at risk of
anaphylaxis and their parents was notable. Transition planning may
help to support the development of self-management skills. 

Handling editor Dianne Goeman
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Appendix 1: Interview guides  

Adolescents  

Start by negotiating informed consent. 

You don’t have to answer any questions you don’t want to. It’s up to you how much

you tell me. (00:10) 

What are you allergic to? 

What one word do you think best describes your allergy?

Write on flipchart paper and brainstorm

∞ Why this word?

∞ How severe is their anaphylaxis? How recent their last episode? 

∞ Tell me about your last episode. 

(Should lead into discussion of experiences of and attitudes towards anaphylaxis,

impact on their lives, role of parents, experience of support and information services

(e.g. use of internet), experiences at school and with peer group) 

∞ Research shows that teenagers with allergy are more at risk of bad reactions

than other age groups with allergies. Why do you think this is? 

(Should lead to discussion of risk-taking, lifestyle, intended and actual behaviours,

perceptions of risk, negotiation of responsibility with parents, context of adolescence,

experiences of support services) (00:15) 

How does your allergy affect your relationships with: 

∞ Parents 

∞ Brothers and sisters 

∞ Friends 

(Scene should now be set for a discussion of management of the condition) (00:20) 

What do you do to keep your allergy under control?

∞ Do you see your doctor about it? 

∞ Do you see a specialist? How often? 
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∞ Do you have an Epipen/Anapen? Do you carry it? 

∞ Are you comfortable carrying and using your Epipen/Anapen? 

∞ Do you avoid certain foods, certain situations?

∞ Have you educated your friends about your condition? 

∞ Are there things you do at school? 

∞ Do these things work well – why/why not?

What help do other people give you? Parents, friends, teachers, doctors. 

***If not working, use scenarios at the end***

(00:25) 

What – if anything – do you think would help teenagers to deal with their allergies

better? 

Ranking exercise, using range of options for interventions typed on laminated cards.

Put them in three piles: ‘brilliant’, ‘OK’ and ‘rubbish’. Interviewer will also carry blank

cards for their ideas. 

1. More awareness – in schools, doctors, restaurants, etc. 

2. Better food labeling [use food labels as props].

3. Get re-tested to see if I still have my allergy. 

4. Refresher training for what to do in an emergency. 

5. Watch a video of someone having a reaction and using Epipen. 

6. Meet other teenagers who have allergies. 

7. Text message reminders when Epipen goes out of date. 

8. Make Epipen easier to carry. 

9. A bracelet with information about my allergy. 

10. A written plan for what to do in an emergency.

11. A written plan for dealing with my allergies day-to-day. 

12. Talk to a specialist about my allergy and how to deal with it. 

13. Educate my friends about allergies. 

14. Find a treatment. 
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Probing is *essential*, e.g. 

∞ ‘more awareness’ – for who? What should they be aware of? 

∞ ‘a written plan’ – have you ever had one? Who should write this? What would

it contain? Show some examples. 

∞ ‘treatment’ – what should this be? Pills, injections, etc. 

Ask: Which is the best idea of them all?

Use objects as prompts: 

∞ Epipen and Anapen trainers 

∞ Carry case 

∞ Translation cards 

∞ Food labels

∞ Website printouts 

∞ AMPs

(00:40) 

If time, and if teenager is still up for talking at this point, or as an alternative if the

ranking falls flat … 

Scenarios: 

∞ It’s a friend’s birthday and your mates are going out to a restaurant. You

suspect that the food there might cause some problems for you. 

∞ You’re going out for the night and don’t have a bag to put the Epipen in. 

∞ People at your school are asking questions about your allergy and what you

can and can’t eat, and why. 

∞ Someone offers you a snack that is labelled ‘may contain traces of nuts’.

∞ You leave the house for the evening and then a few minutes later remember

that you’ve forgotten to bring your Epipen with you. 

∞ You are about to kiss someone for the first time. You remember hearing

something about how food traces in people’s mouths can cause allergic

reactions. 

∞ You want to go on holiday abroad with some mates but your parents are

worried that something bad will happen. They say that you must decide, but

they don’t think it’s a good idea. 

(00:55) 

Offer to replay audio recording. 
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Explain what will happen next: 

∞ we will listen back to the recording

∞ we will write down what you said

∞ and then write this into a report with what other young people said

∞ we’ll send you a summary of the findings 

Thank you. 
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Parents

What is your son/daughter allergic to? 

When were they diagnosed? 

What do you think are the main issues for your son/daughter in dealing with their 

allergy?

What are the main issues for you as a parent?

Do you have any particular concerns about your son/daughter’s allergy as they go 

through their teenage years?  

How has your child’s allergy impacted on your family? 

How is your family’s experience different from that of families without allergic 

children? 

What does your son/daughter do to keep his/her allergy under control?

∞ See doctors, nurses, specialists? How often?

∞ Carry Epipen/Anapen? 

∞ Avoid certain foods, certain situations? 

Do these things work well – why/why not?

How do you see your role in managing your son/daughter’s allergy? 

Are there specific things you do to help them manage it? 

Has this changed as they have got older? If so, how?

Adolescence is often seen as a time when people start to become independent, to

take responsibility for themselves, and make the transition to being an adult. 
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Do you think your son/daughter’s allergy affected this transition? 

Can you think of any specific examples of this? 

What might help you and your son/daughter manage this transition? 

What has your experience of the health services been like? 

What has worked well?

What hasn’t worked well?

What could have been better? 

What – if anything – do you think would help parents to cope better with having 

allergic children?

Ranking exercise as for adolescents 
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