
The early years – one atopic (allergic) childhood 

 

(First published in 2000) 

 

I was born at the end of the 1950s. Looking at both my parents, and their 

close family, it would have been difficult to make any kind of connection 

with the symptoms which are now recognised as indicators of atopic or 

allergic disease.  

 

As soon as I was born, I suffered from eczema; indeed my granny had made 

me tiny cotton gloves to prevent me from scratching my hands and face 

before I was taken home from hospital. Routine skin preparations of the time included zinc and castor 

oil creams and lanolin, as well as various Johnson’s oils and lotions. (I would be interested to know 

whether any of these contained peanut or almond oils.) My mother enjoyed nuts – though she wasn’t 

keen on peanuts, and whilst she may have eaten the odd brazil nut whilst she was expecting and 

breastfeeding me, she would not have eaten many. 

 

I was the first of four children, fed the standard English diet of the time – meat and two veg, bread 

and butter tea, and homemade bread, jam and cakes. Nuts rarely featured in our regular diet, except 

at Christmas in the pudding and cake, and on special occasions where they were key ingredients in a 

classic recipe. My father was keen on peanuts and occasionally ate peanut butter. When I was just 

over one, he offered me the tiniest taste on toast. Very quickly, my face swelled up, my tongue grew 

too big to fit in my mouth, my eyes were tiny slits, I had a red ‘measles’ rash across my upper body 

and down my arms and I became floppy and unresponsive. Thankfully, the local GP came quickly, 

recognised the condition and gave me an injection which reversed these life-threatening symptoms. 

Although my parents knew that I had been in grave danger for a while, they felt fairly confident about 

keeping me away from peanut butter and preventing any future symptoms. 

 

On a day to day basis, they were far more pre-occupied with getting me to go to sleep and stay 

asleep. I imagine that with eczema and then what was eventually diagnosed as asthma, it was difficult 

for me to settle, and I was forever crying and keeping myself awake at nights. One doctor told my 

mother to give me whisky to make me sleep (which had the opposite effect – though I still can’t stand 

the taste of whisky) and another must have prescribed me the very powerful drug phenobarbitone 

(now recommended only for controlling major epileptic attacks). At the age of two, I was seen by a 

skin specialist. It was he who first told my mother that I should see the GP about my asthma. She had 

not previously identified my occasional wheeziness as asthma and no connection was ever made 

between the two conditions. 

 

In due course, I was prescribed a variety of treatments for eczema, asthma and in due course, hay 

fever. My first asthma inhaler had to be assembled and refilled for each use with the medication 

which came in a separate bottle (which had ‘poison’ ribbed indicators down the side). The rubber ball 

at the bottom was squeezed so that air was pushed up, collecting the drug on the way and propelling 

it out of the mouth piece. I have no idea what it was to this day. 

In my primary school years, I was taking a daily cocktail of drugs for asthma and to alleviate other 

atopic symptoms. At 7, I was taking tablets called Franol for asthma three times a day. They tasted 

disgusting and often had to be crushed and disguised in jam. I was also taking three Piriton a day – an 



antihistamine still widely used for allergic symptoms and renowned for making you drowsy. No 

wonder my mother described me as a miserable child. Having eczema on my hands also made other 

children reluctant to play with me. The choice of steroid creams and ointments was more limited than 

it is now, and I was probably using creams which were too powerful for my regular needs. In due 

course, I was prescribed the next generation of asthma preventer medication – Intal – Sodium 

Cromoglycate – which seemed to have some connection with agriculture, not least because it was 

made by Fisons. 

 

Throughout these years, my family continued to consume nuts and peanuts, particularly at Christmas 

and Easter, there was often peanut butter on the table, and I was familiar with its characteristic smell. 

I don’t imagine that any particular precautions were put in place to prevent cross-contamination, but 

there were countless episodes when I was sick at parties or in the car, had a swollen face, or 

unaccountable asthma, probably due to inadvertent contact with nuts. No doubt kisses from fond 

relations, or the usual contact from other children as well as cross-contamination may have been to 

blame. Certainly there were occasions when nuts decorating a dish were just picked off before my 

helping was served.  

 

As an atopic child, there were other situations which seemed to upset me – singing in a church choir 

with fusty old music books wearing a dusty cassock, parties or ballet lessons in smoky public halls, 

scout and guide huts in woody situations full of mould spores and pollens, and unaired from one week 

to the next, camping under canvas and any physical exercise – particularly involving rubber mats or 

gym shoes. 

 

As I approached adolescence, I started to experience hay fever. Although this was only a seasonal 

(and therefore temporary) irritation, it was considered one thing for which the doctor had some kind 

of solution. I undertook a series of desensitisation injections when I was about 12 and they actually 

seemed to alleviate my symptoms. Hay fever has never been a big problem for me since, though I 

continue to experience similar symptoms – stinging, tearful eyes and irritable skin in air-conditioned 

environments and particularly when travelling. 

 

At around this time, my asthma started to become less of a problem. I continued to use the preventer 

Intal inhaler, but didn’t need the other asthma or antihistamine tablets. I muddled through secondary 

school, still occasionally sick after eating sweets or chocolates, and beginning to understand that 

strange metallic taste which indicated early allergic symptoms. In retrospect, I can identify situations 

in which I became ill, and can now understand why – a meal in a Chinese restaurant (possible peanut 

cross-contamination), German chocolate (which probably contained praline hazelnut paste as an 

ingredient or possible contaminant), French patisserie etc.  

 

When I was 18 and doing my ‘A’ levels, I did something I had done many times before. I ate one 

chocolate from a selection – not a nutty one, but a milk chocolate coated caramel. Within 35 minutes, 

had my father not driven me to the doctor’s house, and had she not been armed ready with an 

injection to save me, I would have died. It turned out that that single chocolate was coated in milk 

chocolate which contained rework – chocolate which had been removed from other sweets which 

were imperfect, and added back into the coating chocolate. 

 



I lost consciousness more than once, and had to be stabilised with adrenaline, steroids and 

antihistamine. It took some days for my body to recover, both from anaphylaxis and from the shock of 

the emergency medication, after which I was advised to wear a Medic Alert bracelet and carry inhaled 

adrenaline (Injector pens were not available then.)   

 

Throughout my childhood, it never occurred to my parents that any of these conditions were 

connected, or that they were following what is now known as the Atopic March. Thankfully, it was 

never suggested that either parent might bear any responsibility for exposing me to nuts, peanuts or 

other allergens – in utero, in breast milk or later.  

 

Parents in my own and subsequent generations who are now bringing up their allergic children may 

well have access to far more general information about food and other allergies. Tragically, there is 

still a desperate shortage of appropriate health care, and many families still have to wait months or 

years for a proper allergy diagnosis involving a careful medical history taken by an experienced allergy 

specialist, and other skin or blood tests which can be valuable in confirming any allergic condition. 

This should be followed by appropriate dietary advice on allergen avoidance, and support in watching 

for symptoms and managing emergencies. In some cases for those at greatest risk, this will involve 

injectable adrenaline. 

 

It is indeed a tragedy that over 40 years later, the parents of an atopic child may still have to muddle 

through the maze of allergic symptoms without appreciating how closely they are linked or that a 

child experiencing one type of symptom may be at risk from others. If families understood this 

connection, and the pattern of changing risk from one age to another, they might be able to reduce 

the number of episodes of accidental exposure to allergens and prevent unpleasant or even life-

threatening symptoms. 
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