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Abstract

Background: The impact on health related quality of life (HRQL) has been well studied in children with Immunoglobulin
E (IgE)-mediated food allergy. However limited data exists on related quality of life (QOL) of families who have a
child suffering from food protein induced non-IgE mediated gastrointestinal allergies. We aimed to establish the
QOL of families with children at the beginning of following an elimination diet for non-IgE mediated
gastrointestinal food allergies.

Methods: A prospective, observational study was performed. Parents of children aged 4 weeks–16 years who
improved after 4–8 weeks of following an elimination diet for suspected non-IgE mediated allergies were
included. The Family Impact Module (FIM) of the Pediatric Quality of Life (PedsQL™) was used and we compared
our data to two historical cohorts: one with sickle cell disease and another with intestinal failure.

Results: One hundred and twenty three children with a median age of 20 months were included (84 boys).
The total FIM Score was 57.43 (SD 22.27) and particularly low for daily activities and worry. Factors that impacted
significantly included age (p < 0.0001), number of foods excluded (p = 0.008), symptom severity (p = 0.041) and
chronic nasal congestion (p = 0.012). Children with non-IgE mediated food allergies had worse scores in all
domains (p < 0.0001) compared to sickle cell disease and worse physical (p = 0.04), emotional (p = 0.04) and worry
(p = 0.01) domains compared to intestinal failure.

Conclusions: This study found that parent QOL and family functioning was worse in those families who had a
child on an elimination diet for non-IgE mediated allergies compared to those with sickle cell disease and
intestinal failure, highlighting the impact this disease has on families.
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Background
The prevalence of food allergy in children ranges be-
tween 3 and 7%, with the majority of allergies caused by
cow’s milk, hen’s egg, soya bean, wheat, peanut, tree
nuts, fish and shellfish [1–3]. Current nomenclature
classifies food allergies as either Immunoglobulin E (IgE)
mediated, non-IgE or a mix of IgE and non-IgE medi-
ated [4]. Food allergies affecting the gastrointestinal tract

are mainly non-IgE mediated, but can also present with
mixed symptoms. The most common reported symp-
toms include: diarrhoea, constipation, vomiting, severe
abdominal pain, feeding difficulties and growth faltering
[5]. In addition to the gastrointestinal symptoms, extra-
intestinal manifestations including joint pain, lethargy
and also severe sleep disturbances due to abdominal
discomfort, are common [6]. The combination of afore-
mentioned symptoms in addition to the burden and
cost of the elimination diet may impact significantly on
family life [7].
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The impact on health related quality of life (HRQL) in
children suffering from IgE-mediated food allergies and
its effect on their families has been well studied [8–10].
Primeau et al. [11] indicated significantly more dis-

ruption in the familial/social dimension in families with
a peanut allergic child, compared to parents of children
with rheumatological disease. Similarly Sicherer et al.
[12] also found an increase in emotional impact on par-
ents and limitation on family activities in their cohort
of IgE-mediated food allergic children. Particular
mothers seem to be affected with higher levels of stress
and anxiety [13]. In 2014 the European Academy for
Allergy and Clinical Immunology (EAACI) published a
position statement guiding the use of HRQL question-
naires in food allergic patients and their families [8].
The Food Allergy Quality of Life – Parent Burden ques-
tionnaire has been validated for IgE mediated, but not
for non-IgE mediated allergies affecting the gastrointes-
tinal tract [14]. The EAACI position statement highlighted
the fact that there were only validated disease specific
HRQL and family burden assessment tools for IgE-
mediated food allergies and that there was a need for
further studies to establish the burden of non-IgE me-
diated allergies and to develop new questionnaires. To
date, the only data published on the family burden in
non-IgE mediated allergies is the study by Klinnert
et al. [7] on families with children with Eosinophilic
Oesophagitis (EoE), a mixed non-IgE and IgE-mediated
condition and Greenhawt et al. on Food Protein
Induced Enterocolitis Syndrome (FPIES) [15]. Both
studies indicated a significant impact on daily function-
ing of families in a variety of domains [7, 15]. Studies
have also shown that having a child with chronic
gastrointestinal pain or inflammatory bowel disease im-
pacts significantly on family life [16, 17]. Limited data
exists on the family impact of the whole spectrum of
protein induced gastrointestinal non-IgE mediated
allergies, which comprises a variety of diagnoses includ-
ing proctocolitis, food protein enterocolitis syndrome,
food protein induced dysmotlity, enteropathy and eo-
sinophilic gastrointestinal disease. In our experience, it
is in particular the initial period following diagnosis,
where the burden is greatest on families. We therefore
set out to establish the QOL of families with children
at the beginning of following an elimination diet for
non-IgE mediated gastrointestinal food allergies. We
hypothesized that the families QoL would be much
worse than families who have children with other
chronic disease.

Methods
Subjects and procedure
A prospective, observational study was performed at the
tertiary gastroenterology department, from Great Ormond

Street Hospital for Children NHS Foundation Trust,
London, United Kingdom (UK). Ethical approval was ob-
tained for this study (Nr 11/LO/1177) from the NRES
London-Bloomsbury Committee and only children with
parental consent took part in this research project. Parents
of children aged 4 weeks – 16 years without non-allergic
co-morbidities (i.e., cerebral palsy, cardiac disorders) who
were required to follow an elimination diet for the diagno-
sis of suspected non-IgE mediated food protein induced
gastrointestinal allergies were approached for the study.
The foods chosen for elimination was individualised,
based on an allergy focused history performed by the
gastroenterologist and also considered the success/failure
of any previously eliminated foods. The elimination diet
was managed by a specialist paediatric allergy dietitian,
using the standard British Dietetic Association Diet sheets
for specific food allergens. As we wanted to capture
quality of life early at diagnosis, the inclusion in the
study occurred if, after 4–8 weeks of following the
elimination diet, there was an improvement in their
gastrointestinal symptoms. This was measured by a re-
peated Likert scale gastrointestinal symptom question-
naire that has previously been published [18]. Children
for this study were classified as non-IgE mediated al-
lergy based on the success of the elimination diet and
not on endoscopic evidence, as the majority did not
undergo an endoscopic procedure, which is not routine
practice in the UK. We also did not classify children
into categories of food protein induced enteropathy,
food protein induced enterocolitis syndrome, food aller-
gic dysmotility or proctocolitis as in the first 4–8 weeks
diagnosis is still established and the groups would be
too small for statistical sub-analysis. We also collected
data on atopic co-morbidities, including asthma, hayfever,
atopic dermatitis and have included nasal congestion
under this category, as our previously published work
showed this a common complaint from parents [5].
We used the Family Impact Module of the Pediatric

Quality of Life (PedsQl™) published by Varni et al.
[19], that has been designed for use both as an adjunct
to the existing PedsQL™ measurement scores or as a
standalone assessment tool from 2 to 18 years of age.
Permissions had been granted for the study to use this
questionnaire from the Mapi research trust (http://
www.mapi-trust.org/). The PedsQL Family Impact
Module™ (FIM) [Version 2] questionnaire has been
validated to measure impact for families with chil-
dren ≥ 2 year of age. Although children in our allergic
cohort were expected to be younger than 2 years of
age, many previous studies have used the FIM in youn-
ger cohorts, including the publication by Sanchez et al.
[20] that we used as historical control for this study
[20–23]. In addition, using this module enabled us to
compare our data to other cohorts. The FIM consists
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of 36 questions grouped into sections of Physical
Functioning, Emotional Functioning, Social Function-
ing, Cognitive Functioning, Communication, Worry,
Daily Activities and Family Relationships. Parents an-
swered the questions on a 5 score Likert scale (0–4)
where 0 means: “it is never a problem” and 4 means “it
is almost always a problem”. Each score was then
transformed into 0–100 scale in a following way: 4 = 0,
3 = 25, 2 = 50, 1 = 75, 0 = 100. If a parent scored more
than half of questions in a section then an average
score was calculated accounting for missing data.
Average score of all questions represents Total Score.
Parent QOL Summary Score is an average of scores
from Physical, Emotional, Social, and Cognitive Function-
ing sections. Family Summary Score is an average of
scores from Daily Activities and Family Relationships.
There are no cut-off values set for what is interpreted

as “poor” QOL for families as reply to questions are sub-
jective and depend on parental perception of their QOL.
However, for the purpose of the study, all patients that
had a PedsQL FIM™ score < 30 were contacted by the re-
searchers and offered additional support.
Parents were sent the PedsQL FIM™ questionnaire and

the research nurse assessed that all questions were com-
pleted at the time of the research appointment, which
occurred 4–12 weeks after commencing the elimination
diet. We compared our data to two historical control
groups that fit the criteria of a chronic health related
problem [22]. We obtained permission from Panepinto
et al. [24] to use group mean scores from their PedsQL
FIM™ from children with sickle cell disease (45.5% mild
and 54.5% severe disease). Similarly, using the same
questionnaire, we compared our results to those with in-
testinal failure (average bowel length 30 cm ±24) pub-
lished by Sanchez et al. [20]. These two groups were
chosen primarily because of available data using the
same PedsQL FIM™ and because sickle cell disease rep-
resented a chronic disorder with milder symptoms
whereas the children with intestinal failure were paren-
teral/enteral nutrition dependent with chronic symp-
toms and therefore embodied the severest end of
spectrum of gastrointestinal disease.

Statistical analysis
Descriptive statistics and logistic regression were done
in IBM SPSS Statistics for Windows, Version 22
(Armonk, NY) and t-tests were done in R version 3.0.3
(R Foundation for Statistical Computing, Vienna,
Austria). Two sided t-test was used to compare PedsQL
FIM™ mean scores between food allergic group and
sickle cell disease group. The same statistical technique
was used to compare the intestinal failure to the allergic
group, but we matched the ages and used only data of
children < 7 years as Sanches et al. [20] only included

children below this age (in three categories 1–12
months, 13–24 months and 2–6 year). A multiple linear
regression model was used to assess the relationships be-
tween PedsQL FIM Total Score and number of foods
excluded, the gastrointestinal symptoms score (taken
from Likert scale questionnaires after 4–8 weeks from
beginning of the elimination diet) and atopic features
accounted for age (in years) and gender. Only variables
which were significant were included in the model. Sig-
nificance level was set to 0.05.

Results
We identified 252 children with suspected non-IgE me-
diated gastrointestinal food allergies between December
2011 and November 2013 that were eligible for inclu-
sion in the study. Ninety-one patients were excluded
because they did not want to partake in the study, were
unable to attend/not reachable or had non-atopic co-
morbidities. Therefore 161 children were enrolled in
the study, of which 30 patients did not improve on the
elimination diet and consequently were excluded. Eight
parents did not complete the PedsQL FIM™, therefore
we analyzed questionnaires of 122 children. This cohort
included 84 boys (68.3%) and the median age of the
whole cohort was 20 months [IQR: 9 to 67.5]. Table 1
summarises the patient demographics, including the
number and type of elimination diets implemented.
The majority of children were on multiple exclusions,
with milk, egg, wheat and soya being the most common
combination. Gastrointestinal symptoms and the im-
provement of symptoms following the elimination diet
have been reported in a previous publication [18]. In
addition, 86% had at least one atopic co-morbidity, with
persistent nasal congestion being the most commonly
reported.
In 111 (90.2%) of subjects, the mother filled in the

questionnaire and 3 (2.4%) were completed by fathers.
In 9 (7.3%) cases, parents did not indicate who was fill-
ing in the questionnaire. Due to the small number of
fathers completing the questionnaire, we were not able
to perform any statistical analysis on the differences in
perceived QOL of the family between parents. The total
average PedsQL FIM™ Score was 57.43 (SD 22.27) and
while all domains indicated a poor QOL the impact of
non-IgE mediated food allergies seemed to particularly
affect daily family activities most and parents were very
worried (Table 2).
Multiple linear regression analysis was performed to

ascertain the impact on families QOL (Total Average)
of the following factors: gender, age, number of foods
excluded, atopic co-morbidities (asthma, eczema and
nasal congestion), persistent nasal congestion and
gastrointestinal symptoms (individual and total score of
symptoms) present after dietary elimination. The
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factors that impacted significantly (p < 0.05) on the
families QoL included age (p < 0.0001), number of
foods excluded (p = 0.008), total symptom score (p =
0.041) and nasal congestion (p = 0.012); implying that
the higher number of foods excluded, the higher

symptom severity, the younger age and the presence of
nasal congestion negatively impacted QoL of families.
When comparing the family impact on QOL between

our cohort and the patient group with sickle cell disease,
we found that children with non-IgE mediated food al-
lergies had worse scores in all domains. The difference
was greatest in emotional and cognitive functioning and
daily activities (Table 3). Similarly, when comparing our
cohort to children with intestinal failure, we found that
in all domains the mean score was lower in children
with non-IgE mediated food allergy, but only the phys-
ical, emotional and worry domains achieved statistical
difference (Table 4).

Discussion
This study sets out to establish the impact of QOL on
families with children who have non-IgE mediated food
allergies affecting the gastrointestinal tract based on an
elimination diet with symptoms improvement. The study
aimed to capture the early impact of this food allergy on
the QoL of families, who have often waited for months
for a diagnosis.
In this study, we found that the average total PedsQL

FIM™ score was worse than both intestinal failure and
sickle cell disease. Our data indicates that families in our
cohort are particularly affected in daily activities as well
as physical and emotional functioning. Additionally the
parents report significant worry about their child.
Sources of stress for families of healthy children include
the difficulties of feeding young babies, sleep issues, in-
fant crying and social isolation [25–27]. Many of these
aforementioned stresses are also experienced by parents
of children with non-IgE mediated allergies, in addition
to children struggling with sleep due to abdominal pain
and feeding difficulties [28, 29]. The poor physical and
emotional functioning of parents of children with non-
IgE mediated allergies often starts with poor symptom
recognition and delay in diagnosis [30], and when diag-
nosed, symptom management can often impose further
stress. The mainstay for treatment for this allergy is an
elimination diet that needs to be monitored and strictly
adhered to. The fear of accidental exposure and there-
fore the burden of planning meals, sourcing free-from
foods, ensuring that foods are not contaminated and
often trusting others to keep to the dietary elimination,
is significant [29]. Although this allergy is non-IgE medi-
ated and parents do not need to worry about anaphyl-
axis, an inadvertent exposure to an offending allergen
can lead to worsening of symptoms that can take a
couple of days to weeks to improve [18]. Similar areas,
affecting functioning of families of children with other
chronic diseases, including diabetes and cancer have also
been documented [22, 30].

Table 1 Patient demographics

Variable Data

Number of patients 123

Gender 84 boys (68.3%)

38 girls (31.7%)

Age 20 month [IQR: 9 to 67.5]

Number of foods eliminated

1 29 (23.6%)

2 33 (26.8%)

3 16 (13%)

4 23 (18.7%)

≥5 22 (17.9%)

Type of eliminationa

HF Only 14 (11.4%)

MES or MES+ 11 (9%)

MEWS or MEWS+ 33 (26.8%)

MS or MS+ 30 (24.4%)

Other 15 (12.2%)

Single 20 (16.3%)

Atopic co-morbidities

Eczema 60/122 (49%)

Asthma 36/122 (30%)

Allergic Rhinitis 25/122 (20%)

Nasal congestion 85/122 (70%)

At least one atopic feature 105/122 (86%)
aHF – hypoallergenic formula, MES – milk, egg soya, MEWS – milk, egg, soya,
wheat, MS – milk, soya

Table 2 FIM in children with non-IgE mediated food allergy on
QoL in different domains

Number Mean Std. Deviation

Total Score 123 57.43 22.27

Parent QoL 123 58.95 23.25

Family Functioning 122 57.96 25.26

Physical Functioning 122 55.43 26.89

Emotional Functioning 123 55.72 24.13

Social Functioning 123 62.21 27.72

Cognitive Functioning 121 63.33 24.57

Communication 123 58.54 29.15

Worry 123 50.17 24.33

Daily Activities 122 48.84 31.84

Family Relationships 121 63.43 26.01
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Worry is a common emotion documented in particular
in families of children with IgE mediated peanut allergy,
due to the fear of their child dying [9, 11]. From our study,
we do not know the exact reasons for the increased worry,
but in EoE the worry is specifically related to medical
management, problems with adherence to the diet, having
diarrhoea/vomiting in front of other children and long
term uncertain prognosis [31]. In the QoL study on FPIES,
parents scored in particular high on concerns about nutri-
tion, meal preparations, the child’s health and others not
appreciating the severity of reactions [15]. In addition to
this, we suspect that parents worry about the uncertain
prognosis and often express their concern about their
child deteriorating to where they were before the diagno-
sis/elimination diet and also the long term impact of
medication used for management. In particular, mothers
seem to be more affected when their child has a chronic
disease. Greene [32] indicated that mothers of children
with recurrent abdominal pain displayed greater anxiety,

depression and somatization, which was also found in
mothers of peanut allergic children [9]. Ninety-percent of
our questionnaires were filled in by the mothers and we
can therefore not rule out that perception of family impact
is worse for the mothers than the fathers also in non-IgE
mediated gastrointestinal allergies.
We have also found that the more foods that are elimi-

nated the worse the impact on family QOL. This is not sur-
prising at all, as the more foods are eliminated the more
limited the commercial food choices are resulting in an in-
creased need for home prepared foods. This also has a sig-
nificant impact on social activities for both the child and
the parent (i.e., what they can eat at a birthday party and
eating out), in addition to the emotional well-being [31].
In 86% of our cohort, at least one co-morbidity (i.e.,

asthma, eczema, rhinitis and chronic nasal congestion)
was present, which can impact on QOL irrespective of
the presence of food allergy. Using regression analysis,
we found that chronic nasal congestion was the only co-

Table 3 QoL differences between children with Sickle Cell Disease and Non-IgE mediated allergy

Sickle cell disease cohort Non-IgE mediated Cohort Mean difference Statistical significance

Mean Std. Deviation Mean Std. Deviation Between cohorts p value

FIM Total Score 73.2768 18.39831 57.43 22.27 −15.8468 <0.0001

FIM Parent QOL 73.9996 18.70280 58.95 23.25 −15.0496 <0.0001

FIM Family Functioning 74.3541 22.25948 57.96 25.26 −16.3941 <0.0001

Physical Functioning 66.8246 22.96708 55.43 26.89 −11.3946 0.0011

Emotional Functioning 75.6744 20.96464 55.72 24.13 −19.9544 <0.0001

Social Functioning 80.2517 23.16745 62.21 27.72 −18.0417 <0.0001

Cognitive Functioning 76.0460 23.02157 63.33 24.57 −12.7160 0.0001

Communication 77.5709 23.72894 58.54 29.15 −19.0309 <0.0001

Worry 65.7270 26.32828 50.17 24.33 −15.5570 <0.0001

Daily Activities 69.7133 26.80064 48.84 31.84 −20.8733 <0.0001

Family Relationships 77.3271 23.67000 63.43 26.01 −13.8971 0.0001

Table 4 QoL differences between children with intestinal failure and non-IgE mediated allergy

Intestinal failure Non-IgE mediated cohort Between cohorts Statistical significance

Mean St Dev n Mean mean difference p value

TOTAL Average 61.3 17.32 100 53.92 21.86 −7.38 0.1332

Average QoL 63.48 15.64 100 55.07 22.58 −8.41 0.0931

Physical 62.34 17.83 99 50.56 25.79 −11.78 0.0401*

Emotional 64.13 19.23 100 53.05 23.98 −11.08 0.0409*

Social 60.05 26.96 100 57.96 27.63 −2.09 0.7431

Cognitive 66.96 21.78 100 60.13 24.26 −6.83 0.2176

Communication 64.49 26.97 100 54.08 28.17 −10.41 0.1099

Worry 61.74 21.25 100 47.91 24.3 −13.83 0.0132*

FAMILY Average 57.61 20.09 99 54.95 25.76 −2.66 0.6442

Daily Activities 46.38 29.92 99 44.02 31.36 −2.36 0.7436

Family Relationships 64.35 20.69 98 61.53 27.18 −2.82 0.6419

* p < 0.05
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morbidity that significantly impacted on QOL. Eczema,
hayfever and asthma, where present did not impact on
the QoL of families. Interestingly nasal congestion has
been found in 72% of children < 2 years of age with cow’s
milk protein allergy in a study by Paddack et al. [33],
which is similar to our findings. Nasal congestion affects
both feeding coordination and sleep, both of which are
important for maintaining the QOL of families.
The study results also indicated that it is not one

symptom but the sum total of gastrointestinal symptoms
(including the perceived severity) that impacts family
QOL. Again this is not a surprising finding as studies on
EoE have found QOL correlates with the severity of
symptoms [7].
We hypothesised that the PedsQL FIM™ Score would

be worse in our cohort than children with other chronic
diseases [9, 10]. This hypothesis was proven correct in
all domains of QOL when comparing our data to fam-
ilies of children with sickle cell disease. In the sickle cell
cohort, 56% had severe sickle cell disease, but data on
management was not available. Parents of children with
this disease live in the fear of an acute sickle cell crisis,
that may present with a vaso-occlusive or haemolytic
crises affecting all organs and sepsis. However, patients
with sickle cell disease also develop frequent and recur-
rent painful episodes throughout life, that worsen with
age, thereby exhibiting chronic symptoms which are also
seen in young children with non-IgE mediated gastro-
intestinal food allergies [18]. Nevertheless we suspect
that the worse FIM scores of our non-IgE mediated co-
hort can be explained by the allergic group requiring a
food elimination diet [12], sleep being affected with on-
going symptoms and the uncertain prognosis as non-
IgE mediated gastrointestinal allergies remains poorly
understood. Rouf et al. [29] found that mothers with
food allergic children adjusted over time to develop
strategies to overcome the emotional and practical
challenges presented. However, in children with non-
IgE mediated gastrointestinal allergies, the goal post for
management and prognosis is constantly changing (i.e.,
can present with vomiting but then develop constipa-
tion later), thereby making it difficult to develop strat-
egies to overcome emotional challenges [34].
We also compared our cohort to a group of children

with intestinal failure aged between 6 months – 7 years
(mean age 2.3 years) that are stable and dependant on
either parenteral or enteral nutrition (56% had gastros-
tomies) [20]. The impact on families with artificial nu-
tritional support is significant, as it entails frequent
night-time feeding, concern about maintaining a sterile
environment to prevent often life threatening infections
and regularly requires procedures for re-inserting lines
and changing gastrostomies. Similar to our cohort, this
group would be dependent on optimal nutritional

management to control symptoms and social and fam-
ily life would be impaired due to the dependence on
artificial nutrition. Although intestinal failure repre-
sents an extreme gastrointestinal condition, we were
surprised to see that even compared to this group phys-
ical and emotional functioning, as well as worry about
their child as significantly lower. Although there are no
studies that explain this finding, we would hypothesise
that this may be related to the knowledge of progres-
sion in disease with intestinal failure, where healthcare
professionals understand the seriousness of the condi-
tion and there is a significant amount of research and
support associations to help families, which is not yet
the case for non-IgE mediated gastrointestinal allergies.
This study has several limitations. The first is related

to the PedsQL FIM™ questionnaire itself; that it is not
specific for families with children with non-IgE mediated
food allergies [8, 35, 36]. Although the FIM has been
used as means of assessing the impact on the family and
measurement of self-reported functioning in the family,
we are unable to assess the impact of the food allergy
itself. The advantage however to using this generic tool
is that we were able to compare this to other diseases
[37–39]. In addition, the PedsQL FIM™ has been vali-
dated for children 2–18 years of age and we have used
it in a younger cohort. Although this questionnaire has
been used by many studies in children < 2 years of age,
this limitation needs to be taken into account. It may
also be perceived as a limitation of the study that inclu-
sion of patients occurred based on symptom improve-
ment following an elimination diet, rather than a
formal challenge procedure. We wanted to establish
QoL of family early on as this is when we have ob-
served it to be the worst. All patients had subsequent
home reintroductions of foods, however if we waited
for these to occur, there would have been a delay of
several months and QoL improves with time. Another
limitation is the control groups, which were both his-
torical and therefore not specifically selected as a con-
trol group for this study. In addition significant age
differences exist between the sickle cell cohort and our
patient group, which may have biased the data. The
timing of completing the QOL questionnaire may also
be a limitation. Parents completed the questionnaire 4–
12 weeks after a successful elimination diet which may
have affected scoring as coping skills often improve
with time.
Strengths of this study include providing for the first

time an indication of the burden for families of children
with non-IgE mediated gastrointestinal allergies compared
to other chronic diseases. It also highlights the specific do-
mains of concern for families, namely worry, physical and
emotional functioning. This knowledge can already impact
on the advice and support given to families of children in
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the early stages of diagnosis when an elimination diet is
initiated, when it is likely to impact most.

Conclusion
This study has found that the QoL of parents and family
functioning was worse in children on an elimination diet
for non-IgE mediated gastrointestinal allergies compared
to sickle cell disease and they also had worse scores in
emotional and physical domains and worry than par-
ents/families of children with intestinal failure. We
found that the symptom severity, the number of foods
avoided and also the presence of chronic nasal conges-
tion impacts on QoL of families. We have highlighted
with this study the impact this allergy has on families,
which may help to inform clinical services with putting
in place appropriate advice and support structures.

Abbreviations
EoE: Eosinophilic Oesophagitis; FPIES: Food protein induced enterocolitis
syndrome; HRQL: Health related quality of life; IgE: Immunoglobulin E; PedsQL
FIM: Pediatric quality of life family impact module; QOL: Quality of Life

Acknowledgements
We would like to acknowledge all the parents of children with this food
allergy who have taken the time to come to our research centre and also fill
in the QOL questionnaires.

Funding
This study was funded by a charitable grant from Great Ormond Street
Hospital Charities.

Authors’ contributions
RM Study design, planning and write up of publication. HG Data collection,
planning and write up of publication. RD Data analysis and critical review of
publication. JP Contribution of sickle cell data and critical review of publication.
RF Critical review of publication. MB Critical review of publication. ACL Critical
review of publication. KR Critical review of publication. NS Study design and
critical review of publication. All authors read and approved the final manuscript.

Competing interest
The authors declare that they have no competing interests.

Consent for publication
Consent for publication has been obtained from parents when informed
consent was received.

Ethics approval and consent to participate
Ethics approval was obtained for this study from the NRES London
Bloomsbury National Research and Ethics Society of the UK (Nr 11/LO/1177).
All patients in this study have had signed consent from their parents/guardian.

Data analysis
Statistical analysis methods are described in the text – no further statistical
results are available.
No data is available for public access as this is an ongoing prospective cohort.

Author details
1Department Paediatrics, Imperial College, London, UK. 2Gastroenterology
Department, Great Ormond Street Hospital for Children NHS Foundation
Trust, London, UK. 3Department of Pediatrics, Children’s Hospital of
Wisconsin Research Institute/Medical College of Wisconsin, Hematology/
Oncology/Bone Marrow Transplantation, Milwaukee, WI, USA. 4University
College of London/Institute of Child Health, London, UK. 5The Royal London
Hospital, Paediatric A&E, Whitechapel Road, London E1 1BB, UK.

Received: 11 September 2016 Accepted: 22 December 2016

References
1. Venter C, Arshad SH. Epidemiology of food allergy. Pediatr Clin North Am.

2011;58:327–49.
2. Venter C, Pereira B, Voigt K, Grundy J, Clayton CB, Higgins B, Arshad SH,

Dean T. Prevalence and cumulative incidence of food hypersensitivity in the
first 3 years of life. Allergy. 2008;63:354–9.

3. Rona RJ, Keil T, Summers C, Gislason D, Zuidmeer L, Sodergren E,
Sigurdardottir ST, Lindner T, Goldhahn K, Dahlstrom J, McBride D, Madsen C.
The prevalence of food allergy: a meta-analysis. J Allergy Clin Immunol.
2007;120:638–46.

4. Johansson SG, Bieber T, Dahl R, Friedmann PS, Lanier BQ, Lockey RF, Motala
C, Ortega Martell JA, Platts-Mills TA, Ring J, Thien F, Van CP, Williams HC.
Revised nomenclature for allergy for global use: report of the nomenclature
review committee of the World Allergy Organization, October 2003.
J Allergy Clin Immunol. 2004;113:832–6.

5. Meyer R, Fleming C, Dominguez-Ortega G, Lindley K, Michaelis L, Thapar N,
Elawad M, Chakravarti V, Fox AT, Shah N. Manifestations of food protein
induced gastrointestinal allergies presenting to a single tertiary paediatric
gastroenterology unit. World Allergy Organ J. 2013;6:13.

6. Dominguez-Ortega G, Borrelli O, Meyer R, Dziubak R, De KC, Godwin H,
Fleming C, Thapar N, Elawad M, Kiparissi F, Fox AT, Shah N. Extraintestinal
manifestations in children with gastrointestinal food allergy. J Pediatr
Gastroenterol Nutr. 2014;59:210–4.

7. Klinnert MD, Silveira L, Harris R, Moore W, Atkins D, Fleischer DM, Menard-
Katcher C, Aceves S, Spergel JM, Franciosi JP, Furuta GT. Health-related
quality of life over time in children with eosinophilic esophagitis and their
families. J Pediatr Gastroenterol Nutr. 2014;59:308–16.

8. Salvilla SA, Dubois AE, Flokstra-de Blok BM, Panesar SS, Worth A, Patel S,
Muraro A, Halken S, Hoffmann-Sommergruber K, DunnGalvin A, Hourihane
JO, Regent L, de Jong NW, Roberts G, Sheikh A. Disease-specific health-
related quality of life instruments for IgE-mediated food allergy. Allergy.
2014;69:834–44.

9. King RM, Knibb RC, Hourihane JO. Impact of peanut allergy on quality of
life, stress and anxiety in the family. Allergy. 2008;64:461–8.

10. Valentine AZ, Knibb RC. Exploring quality of life in families of children living
with and without a severe food allergy. Appetite. 2011;57:467–74.

11. Primeau MN, Kagan R, Joseph L, Lim H, Dufresne C, Duffy C, Prhcal D, Clarke
A. The psychological burden of peanut allergy as perceived by adults with
peanut allergy and the parents of peanut-allergic children. Clin Exp Allergy.
2000;30:1135–43.

12. 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.

13. Knibb RC, Semper H. Impact of suspected food allergy on emotional
distress and family life of parents prior to allergy diagnosis. Pediatr Allergy
Immunol. 2013;24:798–803.

14. Cohen BL, Noone S, Munoz-Furlong A, Sicherer SH. Development of a
questionnaire to measure quality of life in families with a child with food
allergy. J Allergy Clin Immunol. 2004;114:1159–63.

15. Greenhawt M, Schultz F, DunnGalvin A. A validated index to measure
health-related quality of life in patients with food protein-induced
enterocolitis syndrome. J Allergy Clin Immunol. 2016;137:1251–3.

16. Varni JW, Bendo CB, Nurko S, Shulman RJ, Self MM, Franciosi JP, Saps M,
Pohl JF. Health-related quality of life in pediatric patients with functional
and organic gastrointestinal diseases. J Pediatr. 2015;166:85–90.

17. Varni JW, Franciosi JP, Shulman RJ, Saeed S, Nurko S, Neigut DA, Bendo CB,
Patel AS, Self MM, Saps M, Zacur GM, Denham J, Dark CV, Pohl JF. PedsQL
gastrointestinal symptoms scales and gastrointestinal worry scales in
pediatric patients with inflammatory bowel disease in comparison with
healthy controls. Inflamm Bowel Dis. 2015;21:1115–24.

18. Chebar LA, Meyer R, De KC, Dziubak R, Godwin H, Reeve K, Dominguez OG, Shah
N. Time to symptom improvement using elimination diets in non-IgE mediated
gastrointestinal food allergies. Pediatr Allergy Immunol. 2015;26(5):403–8.

19. Varni JW, Sherman SA, Burwinkle TM, Dickinson PE, Dixon P. The PedsQL
family impact module: preliminary reliability and validity. Health Qual Life
Outcomes. 2004;2:55.

20. Sanchez SE, McAteer JP, Goldin AB, Horslen S, Huebner CE, Javid PJ. Health-
related quality of life in children with intestinal failure. J Pediatr
Gastroenterol Nutr. 2013;57:330–4.

Meyer et al. World Allergy Organization Journal  (2017) 10:8 Page 7 of 8



21. Diez DJ, Patrzalek M, Cantarutti L, Arnould B, Meunier J, Soriano-Gabarro M,
Meyer N, Pircon JY, Holl K. The impact of childhood acute rotavirus
gastroenteritis on the parents’ quality of life: prospective observational
study in European primary care medical practices. BMC Pediatr. 2012;12:58.

22. Goldbeck L, Melches J. The impact of the severity of disease and social
disadvantage on quality of life in families with congenital cardiac disease.
Cardiol Young. 2006;16:67–75.

23. Werner H, Latal B, Valsangiacomo BE, Beck I, Landolt MA. The impact of an
infant’s severe congenital heart disease on the family: a prospective cohort
study. Congenit Heart Dis. 2014;9:203–10.

24. Panepinto JA, Hoffmann RG, Pajewski NM. A psychometric evaluation of the
PedsQL family impact module in parents of children with sickle cell disease.
Health Qual Life Outcomes. 2009;7:32.

25. Eronen R, Pincombe J, Calabretto H. Support for stressed parents of young
infants. Neonatal Paediatric Child Health Nurs. 2007;10(2):20–7.

26. Hildingsson I, Thomas J. Parental stress in mothers and fathers one year
after birth. J Reprod Infant Psychol. 2014;32:41–56.

27. Skreden M, Skari H, Malt UF, Pripp AH, Bjork MD, Faugli A, Emblem R.
Parenting stress and emotional wellbeing in mothers and fathers of
preschool children. Scand J Public Health. 2012;40:596–604.

28. Meyer R, Rommel N, Van OL, Fleming C, Dziubak R, Shah N. Feeding
difficulties in children with food protein-induced gastrointestinal allergies. J
Gastroenterol Hepatol. 2014;29:1764–9.

29. Rouf K, White L, Evans K. A qualitative investigation into the maternal
experience of having a young child with severe food allergy. Clin Child
Psychol Psychiatry. 2012;17:49–64.

30. Chebar LA, Meyer R, Anagnostou K, Dziubak R, Reeve K, Godwin H, Fox AT,
Shah N. Cow's Milk Protein Allergy from Diagnosis to Management: A Very
Different Journey for General Practitioners and Parents. Children (Basel).
2015;2(3):317-29.

31. Franciosi JP, Hommel KA, DeBrosse CW, Greenberg AB, Greenler AJ, Abonia JP,
Rothenberg ME, Varni JW. Quality of life in paediatric eosinophilic oesophagitis:
what is important to patients? Child Care Health Dev. 2012;38:477–83.

32. Walker LS, Greene JW. Children with recurrent abdominal pain and their
parents: more somatic complaints, anxiety, and depression than other
patient families? J Pediatr Psychol. 1989;14:231–43.

33. Paddack A, Gibbons T, Smith C, Patil S, Richter GT. Food hypersensitivity and
otolaryngologic conditions in young children. Otolaryngol Head Neck Surg.
2012;147:215–20.

34. Saps M, Lu P, Bonilla S. Cow’s-milk allergy is a risk factor for the development
of FGIDs in children. J Pediatr Gastroenterol Nutr. 2011;52:166–9.

35. van der Velde JL, Flokstra-de Blok BM, Vlieg-Boerstra BJ, Oude Elberink JN,
Schouten JP, DunnGalvin A, Hourihane JO, Duiverman EJ, Dubois AE. Test-
retest reliability of the Food Allergy Quality of Life Questionnaires (FAQLQ)
for children, adolescents and adults. Qual Life Res. 2009;18:245–51.

36. Flokstra-de Blok BM, DunnGalvin A, Vlieg-Boerstra BJ, Oude Elberink JN,
Duiverman EJ, Hourihane JO, Dubois AE. Development and validation of a
self-administered Food Allergy Quality of Life Questionnaire for children.
Clin Exp Allergy. 2009;39:127–37.

37. Kunz JH, Greenley RN, Howard M. Maternal, paternal, and family health-
related quality of life in the context of pediatric inflammatory bowel
disease. Qual Life Res. 2011;20:1197–204.

38. Jastrowski Mano KE, Khan KA, Ladwig RJ, Weisman SJ. The impact of
pediatric chronic pain on parents’ health-related quality of life and family
functioning: reliability and validity of the PedsQL 4.0 Family Impact Module.
J Pediatr Psychol. 2011;36:517–27.

39. Isa SN, Aziz AA, Rahman AA, Ibrahim MI, Ibrahim WP, Mohamad N, Othman
A, Rahman NA, Harith S, Van RH. The impact of children with disabilities on
parent health-related quality of life and family functioning in Kelantan and
its associated factors. J Dev Behav Pediatr. 2013;34:262–8.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Meyer et al. World Allergy Organization Journal  (2017) 10:8 Page 8 of 8


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Subjects and procedure
	Statistical analysis

	Results
	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Authors’ contributions
	Competing interest
	Consent for publication
	Ethics approval and consent to participate
	Data analysis
	Author details
	References

