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with integrated addiction and medical treatment for those with
chronic medical conditions.14

This examination of respiratory diseases among drug users9 adds
further strength to the premise that, given the frequency of
overlapping drug use and medical co-morbidities, improvements in
these health domains will likely require health professionals to be
cognisant of both, in the quest to address either optimally.  
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See linked article by Gallagher et al. on pg 392

The article by Gallagher et al.1 in this issue of the PCRJ is of
particular interest, not least because the authors studied 26
adolescents (aged 13 to 19 years) at risk for anaphylaxis and did
not find the “rebel without a cause” mentality as the dominant
reason why this age group is three to four times more likely to die

than children because they take risks and have accidents.2 The
movie, “Rebel Without a Cause”, starring James Dean, was
released by Warner Bros on 27th October 1955, less than one
month after the famous actor’s fatal car crash. In this controversial
movie of the time, Jim Stark (played by James Dean) is a rebellious
17-year-old teenager caught up in family discord who disobeys his
parents, defies the local schoolboys, and confronts the differences
and conflicts between generations.3 One would think that
teenagers susceptible to anaphylaxis would possess the James
Dean-like rebellious personality, thereby accounting for the fact
that adolescents with this disease are at increased risk of fatal
outcomes.         

However, just the opposite was found in this study. The majority of
episodes of anaphylaxis, primarily from food allergies (in particular,
peanuts and tree nuts) but also due to fish, shellfish, sesame seed,
dairy, lentils, milk, egg, tomato and other fleshy fruits, legumes and
insects, horse and idiopathic, “…did not result from stereotypically
irresponsible behavior (such as alcohol misuse or deliberate exposure
to known allergens).”1 The authors found that most adolescents, as
did their parents, took an active role in managing their risk of
anaphylaxis. Some parents and adolescents emphasised the idea that
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there was a need not to allow this risk to dominate their lives, i.e. they
want to live as normal a life as possible.  

Both adolescents and parents found the risks of ingesting the
foods to which they are allergic somewhat difficult to judge, and
“Most adolescents ate trace-labeled foods and several ate Asian food,
not realising the dangers”.1 Both parents and adolescents reported
variable or no support from patient care groups, specialists and
primary care physicians. Likewise, most patients did not feel that
written plans were very useful or practical. So, to reiterate, these
authors found decent compliance for avoidance and treatment of
food-induced anaphylaxis by both the adolescent patient and his/her
parents. Most anaphylactic reactions resulted from accidents,
misinformation or inexperience.

Up to 200 food allergic deaths occur in the USA per year, a high
proportion of which involve teenagers and young adults. Even though
the paper by Gallagher and colleagues is somewhat reassuring about
risk-management by this age group,1 not all studies concur with their
findings.4-8 For example, several articles, including the study by
Sampson et al. of 174 adolescents and young adults (mean age, 16
years; range 13 to 21 years),4 indicate that a considerable amount of
risk was noted in “always carrying” self-injectable epinephrine and
purposely exposing themselves to a potentially unsafe food.  

“Neuroscientists probing the teen brain have found that it
undergoes a major remodeling that may be responsible for the
teenager’s propensity to take risks, seek out new experiences and fail
to restrain inappropriate responses”.9 Even though the authors did not
find that these factors played a major role in this study,1 one wonders
whether the teenagers interviewed by Gallagher et al. accurately and
correctly answered the interview questions as provided in the paper.
Were they ‘acting out’ in answering many of the questions? – i.e.
providing a more ideal answer than the one they would more likely
have given to their peer group. 

In any event, it matters little. The teenager is at highest risk for
anaphylactic death, just as he or she is at highest risk for accidental
death.2 Therefore, adolescents require special attention by physicians
and other healthcare professionals. Professionals who work with them
in chronic disease clinics know how difficult it is for many in this group
to adjust to the changes necessary to cope with their illness – in
particular, a chronic illness. 

The question, therefore, is how best to assure adherence to
programs to prevent allergen-induced anaphylaxis, particularly in the
adolescent age group. Firstly, making an appropriate diagnosis, by
taking a complete history and performing a physical examination, is
fundamental to the practice of medicine. After all, this is how any
physician ultimately makes a diagnosis of an illness, in this case
anaphylaxis, and suspects its aetiology. Secondly, and equally
important, is educating the patient repeatedly to assure avoidance
and compliance with the prescribed program, including the
appropriate use of epinephrine. Thirdly, electronic social media would
appear to be an excellent way for patients to interact and exchange

experiences, particularly with adolescents who have similar medical
problems. However, it may not be as practical as it would seem, since
the adolescent may try to blend with the normal peer group and not
identify or interact with a disease-oriented group. More studies are
needed to determine if this form of interaction and education is useful
in decreasing morbidity and mortality from allergen-induced
anaphylaxis.

This article by Gallagher and colleagues is reassuring in that it
shows the rebellious attitude of adolescents is not necessarily the main
reason why there are still problems with avoidance and compliance
with allergen-induced anaphylaxis.1 It also is reassuring to show that
this group of adolescents performed fairly well in carrying on with
normal lives, in spite of a potentially life-threatening disease. The
underlying message is that a simplified educational program by
physicians and other healthcare professionals is of paramount
importance for any age group, particularly this one. There is a need to
identify and train individuals who are capable of developing more
effective ways to bond with the adolescent age group. This may well
be the best way to achieve better outcomes. 
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