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Abstract

Objective Food allergy (FA) management requires youth to avoid allergens and carry emer-

gency medication which can impact participation in social activities. Previous research indicates

that some youth experience FA-related bullying, but many studies are limited by single-item as-

sessment methods and a narrow definition of bullying. This study describes FA-related bullying

among a diverse cohort of youth with FA and evaluates parent–child disagreement and bullying as-

sessment methods. Methods Youth ages 9–15 years (n¼ 121) diagnosed with an IgE-mediated

FA and their primary caregivers were recruited from pediatric FA clinics to complete surveys about

their FA-related bullying experiences. Descriptive statistics were conducted to assess overall FA-

related bullying and McNemar tests were utilized to assess disagreement among parent–child re-

port and between multi-item and single-item assessment methods. Results Seventeen percent

and 31% of youth reported FA-related bullying on single-item and multi-item assessments, respec-

tively. Twelve percent of parents reported their child had experienced FA-related bullying. Youth

reported overt physical (51%), overt non-physical (66%), and relational FA-related bullying (20%).

FA-related bullying was most common among classmates. Assessment method significantly af-

fected the rates of FA-related bullying reported by youth, and parents and youth only agreed on

FA-bullying experiences when assessed via the single-item measure. Conclusions A subset of a

diverse sample of youth with FA reported FA-related bullying. Clinicians should use multi-item as-

sessment methods and ask both parents and children about their experiences to fully capture the

experiences of families managing FA. School policies that facilitate FA safety and social inclusion

should be promoted. Clinical Trial Registration N/A.

Key words: adolescents; chronic illness; parent–adolescent communication; parents; social function-
ing and peers.

Introduction

IgE-mediated food allergy (FA) is a time-consuming
and potentially life-threatening chronic illness that
affects an estimated 8% of children in the United States
(Gupta et al., 2018). Stress and anxiety are common in
pediatric FA patients, and many children report a nega-
tive impact on their quality of life (QoL) (Shaker et al.,

2017). Research has shown that managing FA in social
situations can be challenging for youth because they
have to bring allergen-free foods to social events or eat
nothing at all, ask about ingredients at restaurants and
social gatherings, and sometimes sit at a separate lunch
table at school. Many social activities center around
food, and youth with FA may perceive their diagnosis
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and FA management regimen as isolating and causing
unwanted attention or feel that they are treated differ-
ently as a result (Johnson & Woodgate, 2017).

Bullying is a common form of peer victimization
among children and adolescents that can be delineated
into overt victimization (i.e., physical or verbal aggres-
sion) and relational victimization (i.e., covert or indi-
rect aggression that damages one’s social status within
a peer group) (Casper & Card, 2017). A National
Academies of Sciences, Engineering, and Medicine re-
port estimated that the prevalence of bullying victimi-
zation among U.S. school-aged children ranged from
17.9% to 30.9% and bullying is related to increased
risk of anxiety, depression, and suicidal ideation and
suicidal/self-injurious behaviors in healthy children
(Flannery et al., 2016). Rates of bullying, teasing, and
social exclusion are higher among adolescents with
chronic health conditions than the general population
(Fong et al., 2017).

Results from initial studies regarding FA-related bul-
lying provide a broad overview of youths’ experiences.
FA-related bullying was reported by 23% of youth in a
study conducted by Fong et al. (2018), 24% of youth
in a study by Muraro et al. (2014), and 32% of youth
in a study by Shemesh et al. (2013). In an Italian study,
children and adolescents with FA were approximately
twice as likely to be bullied as a healthy control group
matched for sex and age (Muraro et al., 2014). These
studies indicated that FA-related bullying is related to
decreased QoL (Annunziato et al., 2014; Shemesh et
al., 2013) and increased distress in youth with FA and
their parents (Shemesh et al., 2013). Furthermore, FA-
related bullying poses a risk of a serious allergic reac-
tion if harassment with the child’s allergen is involved.
Thus, it is established that youth with FA should be
considered high risk for FA-related bullying victimiza-
tion and related outcomes such as psychosocial distress
and even allergic reactions (Muraro et al., 2014).
However, the majority of these studies have only exam-
ined FA-related bullying as an overarching experience
and not delineated the frequency of overt victimization
versus relational victimization, an important distinc-
tion given that overt victimization may directly lead to
an allergic reaction if there is allergen contact. Further
research is needed to understand the ways in which
youth are bullied for their FA.

There is also a need to establish best practices for FA-
related bullying assessment, including operational defini-
tions of bullying, ways bullying is queried, and who
should be asked about FA-related bullying (i.e., child,
parent, both). A cohort study of U.S. students in three
cities found that general bullying victimization was sig-
nificantly underreported using a single-item question
that directly referenced “bullying” compared to a
multiple-item measure focused on specific victimization
behaviors with no mention of “bullying” (Jetelina et al.,

2019); children may be uncertain about what experien-
ces fall into the “bullying” category and more likely to
endorse specific victimization behaviors. Many previous
studies about FA-related bullying have assessed victimi-
zation using the former method (Brown et al., 2021;
Lieberman et al., 2010; Shemesh et al., 2013). In con-
trast, Muraro et al. (2014) asked about the frequency of
multiple victimization behaviors on a Likert scale and
reported on the frequency at which participants experi-
enced FA-related bullying at least once. However, they
did not compare response rates to a single-item method,
so it is unknown if these methods were equivalent.
Determining who to ask about FA-related bullying is im-
portant as well because there is evidence from studies of
general bullying experiences that parents may be un-
aware when bullying occurs and that adults may under-
estimate bullying frequency (Blomqvist et al., 2020;
Boulton et al., 2017; Demaray et al., 2013; Stives et al.,
2019). Most FA-related bullying studies either use all or
mostly parent report (Lieberman et al., 2010), or just
child report (Muraro et al., 2014). Only one pediatric
FA study examined parent–child FA-related bullying
agreement and found that parents did not report FA-
related bullying reported by their child about 50% of
the time (Shemesh et al., 2013). A greater understanding
of how to assess FA-related bullying could improve iden-
tification of youth who experience such bullying and
subsequently increase the likelihood that these individu-
als receive help addressing the bullying and its impact on
their psychosocial functioning.

This study uses self-report and parent-report to ex-
amine FA-related bullying experiences among a racially
and socioeconomically diverse sample of children and
adolescents recruited from FA clinics. This article aims
to (1) describe FA-related bullying experiences as
reported by youth with FA and their parents; (2) evalu-
ate two self-report FA-related bullying assessment
methods, a multi-item bullying inventory versus a sin-
gle-item, and (3) evaluate child–parent disagreement
regarding FA-related bullying. Based on prior estimates
of FA-related bullying (Fong et al., 2018; Muraro et
al., 2014; Shemesh et al., 2013) and research regarding
parent–child agreement regarding general bullying
experiences (Blomqvist et al., 2020; Boulton et al.,
2017; Demaray et al., 2013; Stives et al., 2019), we hy-
pothesized that one-quarter to one-third of youth
would report having experienced FA-related bullying,
that a multi-item inventory of FA-related bullying be-
havior would be more sensitive to FA-related bullying
experiences than a single-item, and that youth would
report more FA-related bullying than their parents.

Methods

Participants
Study procedures were approved by the Institutional
Review Board. All data were collected from May
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2016 to December 2019 as part of a broader study
about FA-related adjustment and adherence among
youth. Participants were recruited from five allergy
clinics at two mid-Atlantic pediatric hospitals. Eligible
youth were patients ages 8–18 years diagnosed with at
least one of the top eight IgE-mediated FAs (peanut,
tree nut, cow’s milk, egg, wheat, soy, shellfish, and
fish) by an allergist, and a primary caregiver (hereafter
called ‘parent’). Youth diagnosed with other allergic
conditions (e.g., asthma, atopic dermatitis) commonly
comorbid with FA were included. Exclusion criteria
included youth diagnosis of a non-atopic medical ill-
ness or developmental disorder, non-English fluency,
and lack of parental consent.

Procedure
Potential participants were consecutively identified by
members of the study research team via review of clinic
appointment schedules, or by referral from a member
of the allergy team. A study team member then con-
tacted the family by phone or email or met with the
family in-person at a routine allergy appointment to as-
sess eligibility and interest in participation. Eligible
patients completed informed written consent (parent),
and verbal assent (child) or written assent (child ages
12 and up) in person with a study team member at an
allergy appointment. Consented participants then had
the option to complete questionnaires on paper or on-
line via REDCap (Research Electronic Data CAPture;
Harris et al., 2009) either on an iPad in clinic or at
home. Youth and primary caregivers completed ques-
tionnaires separately. Families were given modest com-
pensation ($50) for questionnaire completion.

Measures
Sociodemographics
Demographic questionnaires collected information on
child age, gender, race and ethnicity, parent age, gen-
der, education, employment status, family composi-
tion, and household annual income.

Child Medical Information
Child medical information was obtained from the par-
ent, including age of first FA diagnosis, current FA di-
agnoses, comorbid allergic diagnoses, epinephrine
auto-injector prescription status, and past allergic re-
action history.

Food Allergy-Related Bullying
Youth completed the EMPOWER Program Survey of
Children with Food Allergy (EMPOWER—Child) and
parents completed the EMPOWER Program Survey of
Parents of a Child with Food Allergy (EMPOWER—
Parent) (Shemesh et al., 2013). Both versions of the
questionnaire begin with a definition and examples of
bullying, instructing respondents to keep the definition

in mind while answering questions. The EMPOWER
Program Surveys were developed by Shemesh et al.
(2013) and have been used previously in pediatric FA
populations.

The EMPOWER—Child assesses FA-related bullying
experiences across the child’s lifetime using youth self-
report. The questionnaire first assesses the frequency of
six FA-related bullying behaviors (being called mean
names due to FA, being teased about FA, being made
fun of due to FA, being hit, kicked, shoved, or pushed
around, and being threatened with allergen exposure,
having lies told about their FA to make others dislike
them) using a 5-option scale ranging from “This has
never happened to me” to “Several times a week.” The
questionnaire then asks a separate question about FA-
related bullying: “Were you ever bullied, teased, or har-
assed about your food allergy?” Descriptive questions
about FA-related bullying are then completed pertain-
ing to the setting(s), perpetrator(s), and reason(s) for be-
ing bullied. Respondents who endorsed FA-related
bullying are asked to check off any locations where FA-
related bullying occurred (inside at school, outside at
school, at work, at a mall, at a restaurant, at home, and
at someone else’s house), any individuals who engaged
in FA-related bullying (classmates, teachers/school staff,
other students, siblings, relatives, coworkers, and signif-
icant other), and any reasons they believed they were
bullied (due to FA, due to wearing/carrying medica-
tions, due to special FA treatment, and due to not being
able to be with the group). Respondents are then asked
to check off any specific FA-related overt physical, overt
verbal, and relational victimization they experienced
(see Figure 1 for a list) and any impact from the FA-
related bullying (see Figure 2 for a list). Finally,
respondents indicate if they ever told anyone about their
victimization or if they ever worry about being bullied.

The EMPOWER—Parent assesses the parent’s per-
ception of their child’s experience of FA-related bullying
across the child’s lifetime and their own FA-related bul-
lying experiences. The measure first assesses the child’s
FA-related bullying by asking: “Was your child ever bul-
lied because of food allergy?” It subsequently asks
parents to indicate if their child ever told them they were
bullied due to FA, if they needed to do anything to stop
the FA-related bullying, and if what they did was help-
ful. Parents are then asked if they as a parent have ever
been made fun of or teased in a hurtful way due to their
concerns about their child’s FA. Parents who endorse
that they have experienced FA-related bullying as a par-
ent then check off the perpetrators (e.g., spouse, friend).

Data Analytic Plan
Demographic and medical variable frequencies and
EMPOWER survey response frequencies were
assessed using SPSS. Three variables were used for the
series of McNemar tests: (1) ‘FA Child Inventory’: a
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dichotomous variable that was created by collapsing
the six FA-related bullying frequency questions on the
EMPOWER—Child (‘yes’ assigned if they endorsed
experiencing at least one of the six FA-related bullying
behaviors at any frequency, ‘no’ assigned if they did
not endorse experiencing any of the bullying behav-
iors), (2) ‘FA Child Dichotomous’: the yes/no question
that children answered regarding whether or not they
had experienced FA-related bullying, and (3) ‘FA
Parent Proxy Dichotomous’: a dichotomous parent
proxy question created using ‘yes’ and ‘no’ answers
about whether or not their child had experienced FA-
related bullying. McNemar tests were conducted to as-
sess child disagreement regarding the two child FA-
related bullying assessment methods (FA Child
Inventory vs. FA Child Dichotomous) and to assess
child–parent disagreement regarding FA-related bully-
ing experiences (FA Child Dichotomous vs. FA Parent
Proxy Dichotomous). Three youths had one or more
missing items on the questions that comprised the FA
Child Inventory, but none were missing answers on all
six questions. In the recode, missing items were con-
sidered as not endorsing any frequency of the victimi-
zation behavior. There were no missing data for FA
Child Dichotomous or FA Parent Proxy Dichotomous.

Results

Participant Demographics
One hundred seventy-two participants consented to
be in the study. Of these, 121 youth (Mage ¼
11.8 years, SD ¼ 1.37, Range ¼ 9–15) and 121 pri-
mary caregivers (Mage ¼ 43.6 years, SD ¼ 7.11, 90%
mothers) completed questionnaires. Youth were 60%
male (n¼72) and 37% Black, 30% White, 12%
Multiracial, 6% American Indian or Alaskan Native,
1% Native Hawaiian or Pacific Islander, and 6% an
“Other” race. Twelve percent (n¼ 14) of youth were
Latinx or Hispanic. Primary caregivers were 90% fe-
male (n¼104). Sixty-one percent (n¼71) of primary
caregivers had a 2-year college education or more and
41% (n¼ 46) had an annual household income of
$100,000 or more. According to the United States
Census Bureau (2019), these educational and house-
hold income estimates are comparable to the region’s
median education and income census data. The racial/
ethnic breakdown estimates are also comparable to
our clinic populations (42% female, 41% Black 25%
White, and 12% Hispanic). See Table I for additional
sociodemographic details.

Medical Information
Total number of currently diagnosed FAs ranged from
1 to 10 allergens (MtotalFA ¼ 2.75, SD ¼ 1.77), and all
top eight most common food allergens were repre-
sented, as well as other allergens (e.g., sesame,

chickpea, sunflower seed). Tree nuts (77%, n¼93)
and peanut (67%, n¼ 81) were the most common FA
diagnoses. The average age of first FA diagnosis was
3.14 years (SD ¼ 2.69, Range ¼ 0.04–14 years). All
youth had prescriptions for epinephrine auto-injectors.
Fifty-three youth (44%) had experienced an allergic re-
action within the past year. Comorbid conditions in-
cluded eczema (n¼87, 72%), asthma (n¼69, 57%),
and environmental allergies (n¼ 78, 65%). See
Table II for additional medical information.

Youth Self-Report of Food Allergy-Related
Bullying Experiences
Using FA Child Dichotomous, 17% of youth (n¼20)
disclosed that they had been bullied, teased, or har-
assed about their FA, while 31% of youth (n¼37)
reported that they had experienced FA-related bullying
using the FA Child Inventory (endorsing at least one of
the six victimization behaviors at any frequency).
Twenty-one youths endorsed FA-related bullying using

Table I. Participant Demographic Information (n¼ 121)

Child/family
demographics

Percentage M SD Range

Child age (years) 11.83 1.37 9.00–15.00
Child sex (% female) 40.0
Child race

Black 37.0
White 30.0
Asian 0.0
American Indian or
Alaskan Native

6.0

Native Hawaiian or
Pacific Islander

1.0

Multiracial 12.0
Other 6.0

Child ethnicity (%
Hispanic)

12.0

Parent age (years) 43.6 7.11
Parent sex (% female) 90.0
Parent education

Some high school or
less

6.0

Occupational/voca-
tion certificate

3.0

High school diploma
or GED

18.0

Some college 12.0
Bachelor’s or
Associate’s degree

29.0

Graduate degree 32.0
Household annual

income
<$20,000 5.0
$20,000–50,000 23.0
$50,000–100,000 9.0
>$100,000 41.0
No income from the
sources mentioned

2.0

Prefer not to answer 15.0
Don’t know/unsure 5.0
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FA Child Inventory but not using FA Child
Dichotomous. Conversely, four youths endorsed FA-
related bullying using FA Child Dichotomous but not
using FA Child Inventory. A McNemar test was con-
ducted comparing youth disagreement regarding FA-
related bullying. Results indicated there was significant
disagreement between the two assessment strategies, p
¼ .001 (two sided). Chi-square analyses indicated that
the proportion of participants who reported FA-
related bullying using FA Child Dichotomous did not
differ by age (X2 [6, N¼121] ¼ 3.4, p ¼ .76), gender
(X2 [1, N¼121] ¼ .9, p ¼ .34), race (X2 [8, N¼121]
¼ 5.4, p ¼ .72), or ethnicity (X2 [3, N¼117] ¼ 6.3, p
¼ .10). Similar chi-square analysis results were found
for FA Child Inventory regarding age (X2 [6, N¼118]
¼ 3.8, p ¼ .71), gender (X2 [1, N¼ 118] ¼ .4, p ¼
.51), race (X2 [8, N¼ 118] ¼ 13.3, p ¼ .10), and eth-
nicity (X2 [3, N¼115] ¼ 6.3, p ¼ .10).

Youth who experienced FA-related bullying en-
dorsed both overt and relational victimization experi-
ences. Of the 41 youth who reported FA-related
bullying experiences, 51% (n¼ 21) reported
experiencing overt physical acts such as an allergen be-
ing waved in their face (32%, n¼ 13), thrown at them
(10%, n¼ 4), or intentionally put in their food (5%,
n¼2). Some participants were forced to eat an aller-
gen (10%, n¼ 4), and others were purposefully
touched with their allergen (5%, n¼2); see Figure 1.
One participant reported they experienced an allergic

Table II. Participant Medical Information (n¼121)

Percentage M SD Range

Total number of food
allergies

2.75 1.77 1–10

Specific food allergens
Peanut 66.9
Tree nut 76.9
Cow’s milk 11.6
Egg 19.0
Wheat 5.8
Soy 7.4
Fish 22.3
Shellfish 28.9
Sesame 14.0
Other 14.9

Food allergy experiences
Age of food allergy
diagnosis

3.14 2.69 0.04–14

Child has epinephrine
prescription

100

Experienced an aller-
gic reaction in the
past year

43.8

Other medical diagnoses
Eczema 72.0
Asthma 57.0
Environmental
allergies

65.0

Oral allergy
syndrome

10.7

Eosinophilic
esophagitis

7.4

32 (n = 13)

15 (n = 6)

10 (n = 4)

10 (n =4)

7 (n= 3)

5 (n = 2)

5 (n = 2)

2 (n = 1)

51 (n = 21)

20 (n = 8)

15 (n = 6)

7 (n = 3)

12 (n = 5)

12 (n = 5) 
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Figure 1. Frequency of food allergy-related bullying victimization involving overt physical, overt non-physical, and rela-
tional acts (n¼ 41).
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reaction as a direct result of FA-related bullying; see
Figure 2 for report of all FA-related bullying out-
comes. Twenty-seven youth (66%) endorsed non-
physical overt victimization acts including verbal teas-
ing (51%, n¼21), remarks or criticisms about their
allergy (20%, n¼ 8), and verbal threats or intimida-
tion (15%, n¼6); see Figure 1. Eight participants
(20%) reported relational FA-related bullying, such as
rumors spread or people speaking behind their back
(12%, n¼ 5) and being intentionally ignored or ex-
cluded due to their FA (12%, n¼ 5); see Figure 1.

Of the 41 participants reporting FA-related bullying,
73% were bullied by classmates (n¼30) and 24% by
other students (n¼10). FA-related bullying occurred
inside the school (71%, n¼29) and outside at school
(24%, n¼10). Children who reported FA-related bul-
lying attributed it to a variety of reasons: 46% per-
ceived that it was simply due to having a FA (n¼19),
20% because they were receiving special treatment
(i.e., sitting in a different place in the lunchroom,
n¼ 8), 17% because they were not able to be with the
group (n¼7), and 2% because they wore or carried FA
medications (n¼1). Fifty-six percent of youth report-
ing FA-related bullying (n¼23) told someone about
the bullying behavior, such as a parent, teacher, or
friend. Sixty-six percent (n¼ 27) reported a psychoso-
cial impact of the FA-related bullying: youth reported
that the emotional impact of FA-related bullying in-
cluded embarrassment/humiliation (37%, n¼15), ner-
vousness/anxiety (22%, n¼ 9), sadness/depression
(20%, n¼8), loneliness (17%, n¼7), and feeling that
they were not well-liked or worth much (17%, n¼ 7).

Parent Proxy Report of Youths’ Food Allergy-
Related Bullying Experiences
Twelve percent (n¼ 15) of parents reported that their
child had been bullied because of FA, 70% (n¼ 85)
reported their child had not been bullied because of

FA, and 17% (n¼21) were not sure. Of the 15
parents that endorsed that their child had been bullied
due to FA, 12 (93%) said their child told them about
the bullying, and 1 was unsure if their child told them.
Nine parents (60%) reported they had to do some-
thing to stop the bullying, and of these parents 33%
(n¼ 3) said their intervention helped to stop the bully-
ing from reoccurring.

Two McNemar tests were conducted to examine
child–parent disagreement: one comparing FA Child
Dichotomous with FA Parent Proxy Dichotomous and
a second comparing FA Child Inventory with FA
Parent Proxy Dichotomous. Results indicated that
there was not significant disagreement between youth
and parent report for FA Child Dichotomous (17%
vs. 12%, respectively), p ¼ .79, but there was signifi-
cant disagreement between youth and parent report
for FA Child Inventory (31% vs. 12%, respectively), p
< .001.

Parent Self-Report of Their Own Food Allergy-
Related Bullying Experiences
Seventeen parents (14%) reported they had been made
fun of or teased in a hurtful way because of concerns
about their child’s FA. Parents who had experienced
FA-related bullying reported that friends (41%, n¼7),
parents of another child (41%, n¼ 7), another family
member (41%, n¼7), and teachers or principal at the
child’s school (29%, n¼ 5) were the perpetrator(s).

Discussion

This study described the FA-related bullying experien-
ces of children and adolescents, evaluated two FA-
related bullying assessment methods, and evaluated
child–parent disagreement regarding FA-related bully-
ing. In total, 41 youth (34%) reported FA-related bul-
lying either on the FA Child Inventory variable, the

37 (n = 15)

22 (n = 9)

20 (n = 8)

17 (n = 7)

17 (n = 7)

12 (n = 5)

7 (n = 3)

5 (n = 2)

2 (n = 1)

2 (n = 1)

0 10 20 30 40

Embarassment/humiliation

Nervousness/anxiety

Sadness/depression

Loneliness

Feeling not well-liked/worth much

Other

Poor grades in school

Loss of sleep

Allergic reaction

Tiredness

Percent

Figure 2. Food allergy-related bullying outcomes (n¼ 41).
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FA Child Dichotomous variable, or both. Fifty-one
percent of these youth reported overt physical FA-
related bullying, 66% reported overt non-physical FA-
related bullying, and 20% reported relational FA-
related bullying. FA-related bullying was perpetrated
by a variety of individuals across several settings. We
found that assessment method significantly affected
the rates of FA-related bullying reported by children
with FA: 17% of youth endorsed FA-related bullying
using the FA Child Dichotomous variable and 31% of
youth endorsed FA-related bullying using the FA
Child Inventory variable. Twelve percent of parents
reported that their child experienced FA-related bully-
ing. The rate of FA-related bullying reported by this
racially and socioeconomically diverse sample via
FA Child Inventory supports our hypothesis regarding
the rate of FA-related bullying and is comparable to
or slightly higher than other studies of FA-related bul-
lying (Fong et al., 2018; Muraro et al., 2014) and
a general child population (Flannery et al., 2016).
However, the rate of FA-related bullying self-reported
using the FA Child Dichotomous variable (17%) was
lower than other studies.

FA-related bullying may have a profound impact on
youth and parent psychosocial functioning and may
even endanger patients with FA. A concerning finding
of this study was FA-related bullying via dangerous
overt physical acts. Multiple youth disclosed being
forced to eat something to which they are allergic,
which directly put them at risk of a life-threatening al-
lergic reaction. Occurrences of perpetrators waving an
allergen in peers’ faces, throwing an allergen at them,
or purposefully touching them with an allergen also
exposed the participant to risk of allergic reaction, as
allergen contact with skin or a nearby surface can re-
sult in cross-contact if not properly cleaned (Perry et
al., 2004). Indeed, one participant experienced an al-
lergic reaction because of FA-related bullying.

Overt non-physical FA-related bullying acts endan-
ger youths with FA as well. FA management is chal-
lenging (Jones et al., 2015), and bullying that punishes
youth for FA disclosure or appropriate FA self-
management behaviors may further place them at risk
for not reading labels, not disclosing an allergic reac-
tion when it occurs, or not having a trusted person
who knows how to provide treatment if needed.
Furthermore, there is an emotional impact that some
youth with FA may experience knowing that someone
could harm them with food. Participants reported
threats from peers about exposing them to an allergen
using the FA Child Inventory variable, and the possi-
bility of being touched by an allergen or having it hid-
den in their food could impart a constant sense of
being unsafe. Being threatened or teased about being
exposed to their allergen could interfere with school
experiences, their ability to pay attention, and social

relationships due to an elevated sense of unsafety or
hypervigilance. The current study did not assess the
impact of FA-related bullying on youth, or the relation
to other factors such as sociodemographic characteris-
tics, and additional work is needed on this subject.

Youth who experience FA-related bullying should
be provided with adult support to address the bully-
ing, so identifying accurate assessment methods is crit-
ical. This study supports that a multi-item inventory
(i.e., FA Child Inventory) identifies twice as much FA-
related bullying experiences as a dichotomous re-
sponse option. The reason for this discrepancy was
not investigated, and future studies should investigate
the importance of youths’ understanding of what
qualifies as bullying and/or comfort with bullying dis-
closure on FA-related bullying reports. Regardless, the
intra-rater disagreement noted in this study indicates
that medical and mental health professionals who
wish to assess peer experiences among pediatric FA
populations should use more comprehensive FA-
related bullying assessment methods.

Differences in parent and child reports of FA-
related bullying were not significant when comparing
the FA Child Dichotomous and FA Parent Proxy
Dichotomous variables but were significant when
comparing the FA Child Inventory and FA Parent
Proxy Dichotomous variables. It is possible that
parents may also be narrowly defining FA-related bul-
lying and typically ask their child about bullying as a
close-ended question. Alternatively, parents may be
unaware that bullying is occurring because youth are
reluctant to disclose their experiences due to peer dis-
approval, feeling weak, or concerns that adults will ig-
nore it or not believe it is occurring (Blomqvist et al.,
2020; Boulton et al., 2017; Stives et al., 2019). It is
also possible that disagreement in this study is due to
the limited assessment tools utilized. The findings are
comparable with one prior study that documented the
original use of the EMPOWER measure and demon-
strated moderate agreement for FA-related bullying
(Shemesh et al., 2013) and other studies of healthy
children that indicate adults underestimate bullying
(Demaray et al., 2013). Both the intra- and inter-rater
results indicate that asking children more specific ques-
tions about FA-related bullying leads to more sensitive
and comprehensive answers. Supporting this idea,
Shemesh et al. (2013) found that when parents knew
about FA-related bullying, their child’s QoL was sig-
nificantly better than those children who experienced
FA-related bullying and their parents did not know.
Furthermore, some gender differences have been iden-
tified regarding different types of victimization.

Among youth who reported FA-related bullying,
classmates and other students were the most common
perpetrators. However, youth also reported teachers
and other school staff being perpetrators of FA-related
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bullying. Thus, school policies could have an impor-
tant impact on FA-related bullying and a first direc-
tion for intervention could be improving teachers’
awareness of FA-related bullying. Educating teachers
on FA-related bullying could play a dual role in reduc-
ing the occurrence of teachers and school staff as per-
petrators and increasing teachers’ ability to identify
and intervene in FA-related bullying when students
are perpetrators. A second direction for intervention
could be developing a school-based anti-bullying pro-
gram for FA-related bullying, such as social skills
training or whole-school initiatives. These programs
have been effective in mitigating bullying in general
student populations (Silva et al., 2017), but adapta-
tions for FA-related bullying remain unexplored.
In the present study, youth who had experienced FA-
related bullying frequently attributed the experience
to needing special treatment or being separated
and not part of the group, all of which happen
at school due to school policies. School policies could
be improved to include youth with FAs in meals in
a safe manner, so they are not excluded from social
interactions.

This study was limited by its inclusion of only
English-fluent children and parents. Children and
parents whose primary language is not English may
experience additional social challenges if in primarily
English-fluent settings, but this study did not explore
those differences. Other limitations of the study were
the lack of a healthy control group, and the cross-
sectional design for data collection. Strengths of this
study include that it utilized a diverse sample represen-
tative of the FA clinic population. The household in-
come level and educational level of the sample were
comparable to District of Columbia census data
(United States Census Bureau, 2019). Shemesh et al.
(2013) found that Hispanic participants with FA were
more likely to report FA-related bullying, suggesting
that broader racial and ethnic representation in re-
search is important to accurately assess the frequency
of victimization. Another study strength was the use
of a robust assessment tool. Examining youth and par-
ent reports with the inclusion of thorough descriptive
data allowed the researchers to clearly illustrate the
prevalence of FA-related bullying and the many con-
texts in which it occurs.

Conclusion

Assessment of FA-related bullying should routinely be
conducted in youth with FA given the consistent prev-
alence rates demonstrated in this and other studies
and the significant safety and psychosocial impacts of
FA-related bullying. In order to elicit greater disclo-
sure, youth should be asked directly about their FA-
bullying experiences using a multi-item inventory to

assess overt and covert bullying behaviors that they
may have encountered. Adults who become aware
that youth have experienced FA-related bullying
should assist youth in addressing the bullying to en-
sure safety, prevent recurrence, and provide support
for the psychosocial impact caused by these experien-
ces. Systemically, this study also demonstrates a need
for greater FA education and awareness of FA-related
bullying among communities and schools where FA-
related bullying is most likely to occur.
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