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Abstract

GA2LEN and EFA propose minimum specifications for all industrialised countries/

regions to work towards to support students with food allergies in educational

settings. We reviewed research and legislation and gained feedback from over 100

patient and professional groups. We built shared expectations around: 1. training all

school staff about what food allergy is, the symptoms of allergic reactions, what to

do in an emergency, and when and how to use and store devices that laypeople can

use to administer adrenaline (epinephrine). 2. preventing allergic reactions by using

clear labelling on school menus and prepacked and non‐prepacked foods and regular

cleaning where students eat. 3. preparing for serious allergic reactions, with written

emergency action plans for every student with food allergies, legislation allowing

schools to store adrenaline for anyone who needs it in an emergency (not just those

prescribed it), and training and legal safeguards for staff administering adrenaline. 4.

including affected students by discussing food allergy in the curriculum, raising

awareness among all students and caregivers and reviewing school processes

regularly. It is time for national and international action at the policy level. Patient

groups, education networks and professional societies all play a role in campaigning

for shared next steps.

K E Y W O R D S

anaphylaxis, food allergy, health education, long‐term management, school health service

1 | WHY FOCUS ON SCHOOLS?

The Global Allergy and Asthma European Network's (GA2LEN)

Anaphylaxis and Food Allergy network (ANAcare) includes over 40

research and clinical centres specialising in allergic disease. ANAcare

and the European Federation of Allergy and Airways Diseases Pa-

tients' Associations (EFA) built a consensus about immediate steps

that countries/regions can take to support school students with food

allergies. We use the term ‘school’ throughout, but the principles also

apply to other educational settings such as childcare, kindergarten,

college and university.

It is essential to have international agreement about a common

approach in schools because:

� Growing numbers of school‐aged people are being diagnosed with

food allergies.1–3 The number of students experiencing a serious

allergic reaction (anaphylaxis) is also increasing.4

� Everyone with food allergies needs to manage their exposure to

allergens carefully, including at school. Students spend at least one

third of their time at school. Up to one third of food‐allergic stu-

dents may experience an allergic reaction at school, and many of

these students have not previously been diagnosed with food al-

lergies.5 Students often experience a serious allergic reaction for

the first time at school.6

� Serious allergic reactions to food can be distressing and fright-

ening. Symptoms may include swelling of the lips and tongue,

difficulty breathing, rash or itchy skin, dizziness or fainting,

vomiting and diarrhoea.7 It is rare to die from a serious allergic

reaction to food, but around 1 in 5 school‐age people who die

from allergic reactions are exposed to the food allergen at

school.8,9

� Even as they gain independence, students rely on school staff to

keep them safe from food allergens.10 However, a large proportion

of school staff say they do not know enough about managing food

allergies and do not feel confident in helping a child experiencing a

serious allergic reaction.11

� Some countries/regions have developed valuable guidelines,

training and legislation to help manage food allergies in schools,

but this is not consistent worldwide. Even when guidelines and

resources exist, they may not be applied well in practice. Within

the same country or even city, individual schools may have widely

varying policies and different staff skills around food allergy.

� Guidelines recommend using adrenaline (also called epinephrine)

as the first‐line treatment for serious allergic reactions when

warranted because symptoms can escalate rapidly.12,13 There are

significant differences between countries in whether schools are

allowed to stock supplies of adrenaline for this purpose and in

legal safeguards for school staff administering adrenaline.14 This

inconsistency can lead to confusion and fear about what school

staff should do in an emergency.

� Students with food allergies can feel isolated, be excluded from

activities such as cooking classes and class trips and be bullied for

being ‘different’. Schools may not always know how to create an

inclusive environment that welcomes students with their condi-

tions and requirements.

Guidelines, systematic reviews and position papers have high-

lighted the importance of managing food allergy well at school.15,16
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Yet, how best to do so remains unclear. This consensus statement

moves the conversation forward. It is unique because it describes

agreements from over 100 stakeholder organisations across more

than 20 countries.

Having a common framework is a step towards more equity among

countries/regions, schools and affected students. Processes to keep

students safe should not be a ‘postcode lottery’, with stark variations

depending on where they live and the local economic context. We hope

that setting out expectations based on good practice will help coun-

tries/regions consider how to update the local approach, particularly in

areas where national policies do not currently exist.

We aim to make this framework accessible to lawmakers, school

staff, patient groups and professionals who are not necessarily al-

lergy specialists. We have written this statement in an easy‐to‐
understand style, without technical terms. For example, we use the

phrase ‘serious allergic reaction’ throughout instead of the technical

term anaphylaxis.

2 | HOW DID WE REACH A CONSENSUS?

A multidisciplinary working group with patient organisations, paedi-

atricians, allergy specialists, school staff, primary care staff and re-

searchers oversaw the process to build consensus around key steps

to best manage food allergy in schools.

First, we identified current practices and gaps by reviewing the

literature available via MEDLINE and EMBASE and by reading

existing guidelines and policies. We then searched online for de-

scriptions of local practice and legal frameworks in industrialised

countries.

We contacted a sample of patient organisations to understand

national and regional laws for managing food allergies at school. To

our knowledge, this is the first time that anyone has systematically

audited information about policies across such a wide range of

countries from a patient perspective. We asked patient organisations

because they are often part of governmental or national committees.

Many work alongside other stakeholders to draft emergency action

plan templates and deliver training so that they are aware of what is

happening at a national or regional level.

We invited organisations from 26 countries with large and active

patient organisations to contribute in summer 2023. 21 of them took

part in interviews or completed a written template, a response rate

of 81%. The countries involved from the WHO European region were

Denmark, France, Germany, Greece, Italy, Poland, Portugal, Serbia,

Spain, Sweden, Switzerland, Turkey and the UK. Non‐European

countries involved were Argentina, Australia, Brazil, Canada, Chile,

China, Japan, and the United States.

The multidisciplinary working group draughted preliminary sug-

gestions for a common approach based on research and guidelines,

patient organisation interviews and stakeholder feedback. Over a

year, we asked over 100 organisations, representing thousands of

stakeholders, to test and adapt our preliminary ideas. We hosted

discussions at conferences, GA2LEN ANAcare and EFA meetings and

training programmes. We sought feedback in writing. Finally, over 80

international experts validated the proposed principles by checking

their feasibility and applicability in their local networks. The panel

included patient organisations, education representatives, allergy

specialists, paediatricians, psychologists, researchers and others from

Europe, North America, South America, Australasia and East Asia.

We also consulted with the Association for Teacher Education in

Europe and local groups working closely with schools. There was near

universal consensus about the principles to include in a common

approach, so a Delphi process was not needed.

3 | WHAT APPROACH COULD COUNTRIES TAKE?

Table 1 presents GA2LEN and EFA's shared position around the key

areas that countries and regions could focus on to better manage

food allergy in schools, namely:

1. increasing the knowledge and confidence of school staff

2. preventing allergic reactions to food

3. planning when and how to respond in an emergency, including

access to approved adrenaline administration devices for serious

allergic reactions

4. building wider awareness and an inclusive school culture to

reduce isolation and bullying

The following sections provide our rationale for each of these

focus areas. We have not included actions around food allergens in

non‐food school supplies (such as casein in chalk) but are aware that

there is work to be done here.

We aimed to develop minimum expectations that every country/

region could adapt to local needs and ways of working, not to suggest

a ‘one size fits all’ approach or to mandate specific policies. Our

suggested minimum specifications are targeted towards the re-

sources and legal frameworks in industrialised countries, but may

also work as a model elsewhere.

Good progress is already underway in some parts of the world. If

all countries worked towards a common approach with these mini-

mum specifications, we could ensure more parity and safety for

students, no matter where they live. Based on our review of national

policies, there is scope to continue developing in every country and

region. A common approach will also help schools respond to the new

landscape emerging to support students with food allergies, including

new ways to administer adrenaline for serious allergic reactions (e.g.,

adrenaline administered as a nasal spray).

3.1 | Increasing knowledge across school staff

Our proposed common approach aligns with the components iden-

tified in practice guidelines (see Table 2). However, this consensus

statement is more specific about increasing skills and awareness

across school teams.
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T A B L E 1 Proposed common approach to better manage food allergy in schools.

Focus area Examples of tools/procedures Target group

1. Increase knowledge and confidence of school staff

Assess the education needs of school staff Structured questionnaire to assess staff

awareness and confidence managing food

allergies and serious allergic reactions

Entire school staff including managers, teachers,

catering teams, cleaners, administrative staff,

school nurses, substitute teachers, teachers in

training
Train staff, using experts such as patient

organisations

Workshops or online modules to increase staff

confidence about their role in managing food

allergies and preventing and responding to

serious allergic reactions, including practical

scenarios/case stories. Content to include:

� What food allergies are, how common they

are and who is at risk
� Contents of food products, food labelling and

risk of cross‐contamination
� How to reduce the risk of accidental exposure

to food allergens
� Symptoms of allergic reactions, including

serious allergic reactions, which age groups

are at higher risk and why
� Staff role in prevention and management
� Importance of rapid response to serious

allergic reactions
� When to call for help and/or activate emer-

gency services
� How and when to use approved adrenaline

administration devices
� Where adrenaline administration devices are

stored
� Psycho‐socio‐emotional aspects of food

allergy and strategies to promote inclusion

and prevent bullying and risk‐taking

2. Focus on prevention
Use clear policies for areas where lunch/food

is eaten

� Cleaning schedule for tables and equipment in

areas where food is eaten
� Clear labelling of food allergens on school

menus and prepacked and non‐prepacked

foods available at school
� Ways of identifying students with food allergy

without singling them out as ‘different’ (which

can impact on bullying)
� No school‐wide food bans/restrictions
� Considering whether or not policies are

needed around seating arrangements and su-

pervision, particularly when students are not

developmentally ready to manage their food

allergy

School management and catering teams; families

Implement laws about reasonable adjustments � Legislation that recognises food allergy as a

condition or disability and mandates that

schools must make reasonable adjustments to

accommodate students with food allergies

Lawmakers/government authorities

3. Plan how to respond to emergencies

Implement consistent emergency action plans,

updated regularly to reflect best practice

� Schools to get an up‐to‐date written

emergency action plan for every child with

diagnosed food allergy, which includes a

standardised list of content areas
� Process to ensure staff are aware of what

emergency action plans are for, contents of

plans, where they are stored and when they

need to be updated, including staff involved in

before and after school activities

School management, teachers and families
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It is essential that school staff have the knowledge, confidence

and tools to support students with food allergies and can recognise

an allergic reaction and react promptly. In many parts of the world,

school staff say they need more knowledge and skills.20–22

For example, a multi‐country study found large regional varia-

tions in the proportion of school staff who received training about

food allergy or serious allergic reactions (ranging from 14% to 64%).

Only 6 out of 10 staff in Italian schools, 5 out of 10 in US schools and

3 out of 10 in Spanish schools said they had ever been trained about

food allergy.23 Another study found that only one‐quarter of teach-

ers in Turkey would provide first aid if a child was having a serious

allergic reaction. None identified that adrenaline should be used.24 In

Spain, about one‐third of the staff were not aware of where adren-

aline administration devices were located at their school.25

Given how widely knowledge varies, individual self‐assessment

scales could help to identify gaps in the knowledge and confidence

of school staff to allow more tailored training.26

We propose that multidisciplinary training for school staff should

describe food allergy, how schools can reduce exposure to food al-

lergens, how to identify a serious allergic reaction, how to respond

rapidly and appropriately to support a student who is having an

allergic reaction and how to promote inclusion and reduce bullying.

This requires much more than simply training people to administer

adrenaline in an emergency.27 Training in preventive measures could

help to reduce allergic reactions.

Research suggests that training can improve staff knowledge and

management of food allergies, with some studies finding benefits can

be maintained for around 2 years.28–32 Some countries or regions

prefer annual training to account for changes in protocols or new

adrenaline administration devices. Others prefer training every 2–

3 years to better fit with other mandatory training cycles. We

advocate for training at least every 1–2 years.

There is limited evidence about the most effective training

methods. In‐person workshops allow trainers to use scenarios,

respond to questions and practice using approved devices. However,

providing workshops in every school or educational district would be

resource intensive. Another approach is to use pre‐recorded online

modules with quizzes at the end to test comprehension. This can be

done relatively inexpensively but may have variable success in terms

of engagement and impact, so we do not advocate this as the main

T A B L E 1 (Continued)

Focus area Examples of tools/procedures Target group

Ensure approved adrenaline administration

devices are available

� Policies so schools can stock adrenaline

administration devices for use by anyone

affected, not just named individuals, and

replace them prior to expiry
� Easy‐to‐access safe storage space (at

appropriate temperature) at school and on

excursions, close to students (e.g. classrooms),

with staff aware of location
� Legal safeguards for school staff who need to

administer adrenaline in an emergency (and

training in how and when to use adrenaline, as

above)

Lawmakers/government authorities, school

management

Emergency care � Process for calling emergency services and

accessing emergency care.

School staff

4. Build a positive school culture

Improve awareness of food allergy in the

school population

� Age‐appropriate posters, leaflets, talks,

interactive games etc. to help students and

caregivers understand what food allergy is

and what to do if they see someone having an

allergic reaction
� Processes so affected students are included in

activities alongside others to reduce isolation

and bullying (e.g. during birthday celebrations

and parties at school; safe participation in

school trips and external activities)

All school students, families, teachers,

government

Review school policies and processes regularly � Timetable for regular review of policies and

processes with a named responsible

coordinator
� Process to ensure that all school staff take

part in training as part of their induction and

have regular refresher sessions for example,

every 1–2 years
� Process to ask students about ways to keep

improving school approaches

School management, lawmakers/government

authorities
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approach. It may be feasible to run live online educational sessions

for several schools at once, which would have the benefit of staff

being able to ask questions and learn about implementation in other

schools.

Our audit across 21 countries found examples of patient orga-

nisations and partners developing standardised training to be run

nationally, but this is not available consistently. We suggest that

every country should follow this approach, drawing on existing ini-

tiatives to consider the ‘must have’ content to include in training. It is

important that there is a schedule to refresh training regularly so that

staff can maintain their skills, knowledge and confidence. A mix of

theoretical training and opportunities to practice emergency

response skills could be repeated at least every 1–2 years and

included alongside other first aid or similar training.

Toolkits are available to support staff education.33 We call on

stakeholder organisations to work with school districts and policy-

makers to consider embedding staff training as part of business as

usual. More work is needed at a strategic level to consider the best

T A B L E 2 Examples of guideline recommendations about managing food allergy in schools.

Canada‐led: international practice

guidelines 20215

Europe‐led: EAACI/GA2LEN task

force 201017 Europe‐led: EAACI 202218 Australia: ASCIA 201519

Training

� Schools should implement training

for school staff.

� School training should involve all

staff members and include allergen

avoidance, recognition and treat-

ment of anaphylaxis.
� Staff should be aware of the loca-

tion of emergency kits and expi-

ration dates.

� Staff training focussing on recog-

nition and management of acute

allergic reactions.

Prevention

� Schools should be notified by par-

ents or doctors when a child is

identified as being at risk.
� All protective measures should

continue during extracurricular

activities.

� Implementation of practical stra-

tegies to reduce accidental

exposure.

Emergencies

� Schools should require all parents

of students with food allergy to

provide an up‐to‐date emergency

action plan.
� Schools should implement site‐

wide protocols to manage

reactions in students without

emergency action plans on file.
� Staff should administer adrenaline

in an emergency only when a

serious allergic reaction is sus-

pected. Adrenaline should not be

administered pre‐emptively where

no signs of an allergic reaction

have occurred.
� If the legislation allows, schools

should stock general‐use

adrenaline autoinjectors on‐site.

� School staff should be indemnified

against prosecution for the conse-

quences of administering

medication.
� An emergency action plan devel-

oped by allergist should be

adopted.
� Individually labelled emergency

kits should be provided for schools
� Trained and competent school

staff should administer emergency

medication to young children.

Older students should be allowed

to self‐medicate when sufficiently

mature and trained.

� Up‐to‐date ASCIA action plan

available
� Consider the institutional provi-

sion of adrenaline autoinjectors

for general use.

Culture

� Schools should not prohibit spe-

cific foods site‐wide or establish

allergen‐restricted zones, although

some high‐risk situations may

need a different approach and

restrictions may be merited when

students are not developmentally

ready to manage their own

allergies.

� If a severe reaction occurs within

the school, the headmaster should

take responsibility for undertaking

or delegating and supervising

investigation of the root cause.

� School policies should reflect

anaphylaxis guidelines
� Target secondary schools and

community settings with ed-

ucation support.

� Raise awareness that reactions

may occur for the first time

outside the home in those without

prior food allergy diagnosis.
� Age‐appropriate education of

students and their peers.
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ways to do this, who should lead it and how to engage with the right

stakeholders.

Some staff roles may need more in‐depth training than others,

but every member of school teams should receive some basic training

because such a large number of students are affected and children

are in contact with multiple staff, not just teachers. This would

include managers and administrators, school nurses (where appli-

cable), teachers and auxiliary staff, substitute or supply teachers,

teachers in training, lunchroom and catering staff, cleaners, school

transportation staff and any others who may have a student with a

food allergy in their care.

3.2 | Focussing on prevention

Schools can do much to help students minimise exposure to food al-

lergens and prevent serious allergic reactions.34,35 Our review of pol-

icies and laws in 21 countries found significant variations in prevention

approaches (Table 3). This corresponds to other research that identi-

fied limited nationally or regionally agreed policies.36 In some coun-

tries, this reflects jurisdictional responsibilities because education laws

are made at the regional or provincial level. However, even recognising

this, stakeholders in this consensus process emphasised the need for

greater consistency in implementing preventative strategies, both

across schools in local areas and across countries/regions.

This does not mean that every country or region needs to do

exactly the same thing. Instead, we propose that every country/re-

gion should consider this set of principles and ensure that they

address each area in ways that work in their local context. The

important thing is not to leave individual schools to use different

approaches, documents and training.

For example, steps must be taken to prevent allergic reactions to

food in school catering, including during purchasing, storing, pre-

paring, cooking, distributing and consuming.37 Better labelling of food

content and regulated allergens on packaged and unpackaged food is

essential. There is a need for more consistency in training staff to

respond to emergencies during after‐school activities and travel to

and from school, and having adrenaline available in these settings.

Regions and schools have varying approaches to whether stu-

dents with food allergies are asked to eat in designated areas or

included alongside other students. There are also differing policies

about restricting some foods. We do not propose designated eating

areas and food restrictions as part of our minimum expectations.

Being asked to eat away from others can be stigmatising. Food re-

strictions (bans) may be difficult to implement, ineffective and lead to

resentment amongst other students. Designated eating areas or re-

strictions may be useful in a small number of cases, such as for stu-

dents who are developmentally reliant on others to help manage

their allergies, but this should not be a universal policy.38

It would be helpful to have more consistent laws around

reasonable adjustments that schools are expected to make for stu-

dents with food allergies. Some countries have laws that protect

people with disabilities from discrimination and recognise food

allergies as a ‘disability’. This means that schools need to make

reasonable adjustments and cannot legally deny the student's right to

some protections. Other countries/regions do not have these legal

protections or do not include food allergy within them. This leaves

students with limited options if a school declines a family's request

for reasonable adjustments.

Allergy specialists should support preventative efforts by

including expectations for schools in the emergency action plans of

individual students. This may include information about foods that

could trigger a reaction; how to use precautionary allergen labelling,

including children with food allergies in school activities according to

their individual requirements; and what emergency kit students

should have available and where it should be stored.

3.3 | Planning for emergencies

Serious allergic reactions to food are more likely in schools than in

any other community location.39 Guidelines recommend using

adrenaline quickly as a first‐line treatment when warranted because

symptoms can escalate rapidly.40,41 There are several devices for

administering adrenaline currently available or coming onto the

market. The most common are adrenaline autoinjectors, which are

pre‐dosed single‐use devices designed to be stored at room tem-

perature. They can be used by people without specific health

knowledge, qualifications, or skills. Adrenaline autoinjectors are not

available in all countries. Pre‐filled syringes are one alternative.42

In some countries, school staff (excluding nurses) are not allowed

to administer some types of medication. Serious allergic reactions are

an exception because they are medical emergencies which can be

life‐threatening. In most countries, staff are expected to call emer-

gency services for help and administer adrenaline promptly if needed

while waiting for emergency medical assistance. Schools execute a

treatment plan based on written instructions from the student's

doctor (letter/medical certificate) and an emergency action plan

expressly authorised by the parents or guardians.43 In some coun-

tries, everyone who receives adrenaline is expected to be trans-

ported to hospital. In other countries, this is not the case.44–46

As part of our consensus process, stakeholders around the world

suggested the need for more consistent laws regarding adrenaline use

in schools. Table 3 and the supplementary online material show that

there are significant differences between countries/regions in whether

schools can legally store and use adrenaline in emergencies. In some

cases, students are not allowed to carry their prescribed medications

with them. Sometimes schools are able to hold the devices prescribed

for named students. In other countries, schools can also hold stocks of

devices that are not assigned for use with a specific student. These

‘unassigned’ or ‘stock’ devices can be used by anyone in an emergency,

although some countries require parental consent prior to use.

Studies suggest that implementing legislation increases access to

adrenaline and the use of emergency action plans in schools,

consistent with good practice guidelines.47–50 For example, provinces

in Canada have laws requiring schools to have policies around serious
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allergic reactions and to hold emergency action plans for each stu-

dent. In some provinces, there is provision for schools to stock

unassigned adrenaline administration devices. In general, schools in

areas that introduced such laws were more compliant with good

practice, had higher staff awareness and administered adrenaline

more effectively.51

Most countries do not have national policies around storing

unassigned or stock adrenaline devices or find it challenging to

implement them.52 Some countries have legal variations depending

on the province or region. In areas without laws, decisions are made

at the schools' discretion, depending on the child's age and the size,

location and type of school.

We call for legislation which encourages schools to hold

unassigned adrenaline devices. Laws should specify the number of

devices to be stored, who pays for them, where they should be

stored (temperature and location) and whether it is appropriate to

use adrenaline prescribed for a named student for someone else in

an emergency. More consistent legislation would ensure that stu-

dents and staff have access to medication in an emergency,

regardless of whether they have been diagnosed with a food al-

lergy (because the first reaction could occur at school). Studies

have found that school staff may also need adrenaline them-

selves.53 Schools should ask about diagnosed and suspected al-

lergies when registering any new student and staff and have clear

policies for managing serious allergic reactions in diagnosed and

undiagnosed people.

It is also important that schools keep adrenaline administration

devices in close proximity to the child, such as in a classroom, rather

than in a medical room or administrative office. It is essential that

these devices are available on field trips and out of school activities.

T A B L E 3 National or regional policies/laws implemented for managing food allergy in schools.

Policies

about
training

school staff

Policies for

where
students

eat

Policies for
food in

classrooms

Food policies

for extra‐
curricular

activities

Policies for

food in
transport to/

from school

Template for

individual
emergency

action plan

Adrenaline

autoinjectors for
named students at

school

Policies for

stocking
unassigned

autoinjectors

Examples from the European continent and countries

Denmark ‐ ‐ ‐ ‐ ‐ ‐ √ ‐

France ‐ √ √ √ ‐ √ √ M, H

Germany √ √ ‐ ‐ ‐ √ √ ‐

Greece ‐ ‐ ‐ ‐ ‐ ‐ √ ‐

Italy √ √ √ √ √ √ √ ‐

Poland √ ‐ ‐ ‐ ‐ √ √ ‐

Portugal ‐ ‐ ‐ ‐ ‐ ‐ √ √ in schools

with 1000þ

Serbia ‐ ‐ ‐ ‐ ‐ ‐ √ ‐

Spain ‐ √ ‐ ‐ ‐ ‐ ‐ ‐

Sweden ‐ √ √ ‐ ‐ ‐ √ ‐

Switzerland ‐ √ ‐ ‐ ‐ √ √ H

Turkey √ √ ‐ ‐ ‐ ‐ √ ‐

UK √ √ ‐ ‐ √ √ √ √ except N

Examples from other countries

Argentina ‐ ‐ ‐ ‐ ‐ ‐ ‐ ‐

Australia √ √ √ √ √ √ √ √

Brazil √ √ ‐ ‐ ‐ ‐ AAI not in country

Canada √ ‐ √ ‐ ‐ √ √ √

Chile ‐ ‐ ‐ ‐ ‐ ‐ ‐ ‐

China ‐ ‐ ‐ ‐ ‐ ‐ ‐ ‐

Japan √ √ N ‐ ‐ ‐ √ ‐

USA √ √ √ √ √ √ √ √

Source: Patient organisations reported on national or regional policies in their countries. √ = national or widespread regional policy/law exists for some

aspects, though may not be comprehensive; ‐ = no or few national/regional mandated policies/laws or wide variation, including regional/provincial

guidance for schools to adapt to the local context; N = in nursery; M = in middle school; H = in high school. More details are in the online supplement.
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We also propose that schools request that each diagnosed stu-

dent's family provide a written individual emergency action plan, as is

legally required in some countries/regions. These personalised doc-

uments are completed and signed by healthcare professionals. They

describe when and how to treat an allergic reaction. They contain a

person's allergies, symptoms to watch for, what to do in the case of

an allergic reaction and emergency contact information. They are

designed to be shared with stakeholders such as schools and

reviewed by physicians every 1–2 years. Research suggests that

following such a plan can reduce the risks associated with allergic

reactions.54

Guidelines suggest that schools should hold and be familiar with

an allergic student's emergency action plan. However, the proportion

of schools with copies of emergency action plans varies greatly, from

6% to 90% in different studies.55

Patient organisations have worked with national scientific soci-

eties or food allergy referral centres to create written emergency

action plan templates. Table 4 provides examples of the content

included. There are many other examples available. There is scope to

harmonise the content to be included in an emergency action plan

template at the national or international level. Countries/regions

could then brand this and adapt to local laws and needs, but the same

core headings would be included. It is also essential for schools to

have a consistent procedure for using unassigned stock adrenaline

for symptoms of a serious allergic reaction where a student does not

have an emergency action plan.

Targeted approaches may be needed to improve school pre-

paredness for known high risk groups. For example, students with

learning difficulties or developmental challenges need extra pre-

cautions. In some parts of the world, high schools are less likely than

elementary and middle schools to hold emergency action plans even

though adolescents are at greater risk of serious allergic reactions to

food.64 It is also challenging to manage food allergies in daycare or

preschool settings since very young children may be less able to

identify allergens and communicate symptoms. In some places, a high

proportion of those caring for young children are from different

cultural backgrounds and may not speak the language fluently, which

creates further barriers for training.

3.4 | Building a positive culture

Improving the awareness of school staff can have a positive impact

on students' quality of life, psychological wellbeing and safety.11,65

However, lasting change requires raising awareness of food allergy

among the entire school community, including all students and

T A B L E 4 Content in small selection of emergency action plans.

Content

included

Australia:

ASCIA 202556

Canada

202257

France: SFA

202058

Germany: DAAB

201859

Italy: Food

allergy Italia

201860

UK: BSACI

201861

US: AAAAI

202062 US: AAP 201763

Allergen

triggers

√ √ √ √ √ √ √ √

Risk factors Asthma;

prior

anaphylaxis

Asthma Asthma; prior

anaphylaxis

Asthma Asthma; prior

anaphylaxis

Whether child

may carry/self‐
administer

medication

√

Location of

adrenaline

autoinjector

√ √ √

Autoinjector

expiration date

√

Includes

parent signed

consent

√ √ √ √ √ √

Date of plan

review

√ √

Management

of mild to

moderate

allergic

reactions

√ √ √ √ √ √

(Continues)
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parents. This may increase inclusion and reduce the bullying and

isolation that some students with food allergy experience.66 Schools

can request a list of ‘treat’ foods that an affected student tolerates so

that these foods can be used during celebrations.

One‐third of students experiencing a serious allergic reaction to

food at school have not previously been diagnosed with food allergy,

so a wider range of students must be aware of what to look out for

and how to react.67 Awareness raising approaches may include

posters in classrooms and lunchrooms, paragraphs in school news-

letters emailed to parents and talks in class as part of the curriculum.

Countries/regions could encourage schools to have a food allergy

awareness day during International Food Allergy Awareness Week/

Day, World Food Safety Day or similar national awareness days/

weeks/months.68

T A B L E 4 (Continued)

Content
included

Australia:
ASCIA 202556

Canada
202257

France: SFA
202058

Germany: DAAB
201859

Italy: Food

allergy Italia
201860

UK: BSACI
201861

US: AAAAI
202062 US: AAP 201763

List of

symptoms of

serious allergic

reactions

√ √ √ √ √ √ √ √

Pictorial

instructions

for using

autoinjector

√ √ √ √ √ √

Positioning Lay flat, if

breathing is

difficult sit with

legs

outstretched

Sit if breathing

issues, lie down if

circulatory

problems;

recovery position

if unconscious

Lie flat with legs

raised; sit if

breathing issues;

recovery

position if

unconscious

Lie flat

with legs

raised; sit

if

breathing

issues

Lie on back; lie on

side if vomiting or

breathing issues

Adrenaline

administration

site

Mid outer‐
thigh

Mid outer‐
thigh

Mid outer‐
thigh

Laterally into the

thigh muscle

Outside of the

thigh

Mid outer‐
thigh

Thigh

Indicates that

anaphylaxis

may occur

without skin

symptoms

√ √

Dose of

adrenaline by

child's weight

0.10 mg if

7.5 kg to

<13 kg;

0.15 mg if 13 kg

to <25 kg,

0.3 mg

if >25 kg

Specific

prescribed

dose

0.15 mg

if <25 kg,

0.3 mg

if >25 kg,

0.5 mg if

teenager

>60 kg

Specific prescribed

dose

Specific

prescribed dose

Specific

prescribed

dose

0.1 mg if

16.5–33 lbs,

0.15 mg if

33–66 lbs,

0.3 mg

if >66 lbs.

0.1 mg if <13 kg,

0.15 mg if 13 kg to

<25 kg, 0.3 mg

if >25 kg

Intranasal: 2 mg

for >30 kg

Additional

adrenaline

dose after

5 min if no

improvement

√ √ √ √ √

Time of

observation

after reaction

At least 4 h At least

4–6 h

At least 4 h

Advises calling

for emergency

help or

transfer to

medical centre

√ √ √ √ √ √ √

Note: AAAAI, American Academy of Allergy, Asthma and Immunology; AAP, American Academy of Paediatrics; ASCIA, Australasian Society of Clinical

Immunology and Allergy; BSACI, British Society for Allergy and Clinical Immunology; DAAB, Deutscher Allergie‐und Asthmabund e.V.; SFA, Société

Française d'Allergologie.
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4 | WHAT NEXT?

Increasing the knowledge and confidence of school staff is crucial

for helping students manage food allergies, but it is only part of

the solution. GA2LEN and EFA's agree that training programmes

are most effective when implemented in a supportive wider

context. This includes having consistent policies and laws across

countries to create shared expectations around managing food al-

lergies in schools, including legislation that supports easy access to

adrenaline.

Most guidelines and studies published in the last 2 decades

suggest similar priorities, but there remain wide variations in prac-

tice.69–71 It is time to concentrate on practical steps to implement a

common approach. This requires action at the national policy level

and cross‐country collaborations. It is about having minimum speci-

fications that all countries and regions strive for, but with scope to

adapt to reflect the local legal context, needs and ways of working.

GA2LEN and EFA will be campaigning together for the following

next steps:

� bringing together an international working group to plan the best

ways to raise awareness of food allergy issues and gain buy‐in
from national stakeholders

� an awareness‐raising campaign about food allergy issues in

schools, including school events during International Food Allergy

Awareness Week/Day

� drawing together stakeholders within each country or region to

plan next steps, such as government education and health de-

partments, patient and caregiver groups, school management,

school catering organisations, political leaders, school health staff,

scientific and health societies, communication experts and allergy

and medical specialists

� agreeing common content/headings for an individual emergency

action plan and online training sessions for school staff that can be

adapted across countries by patient and professional organisations

� improving training about food allergy in undergraduate and post-

graduate teacher training, placements for trainee teachers, health

professional training and courses for school managers

� considering potential common principles to deal with food aller-

gens in non‐food school supplies. For example, some chalks include

casein, a protein found in milk, which could trigger an allergic re-

action if an affected student inhales chalk dust

There are pressing gaps that make this challenging.72 Research

and development is particularly needed in these areas:

� understanding how best to fund work to develop and implement a

common approach across schools and countries. Cost‐benefit an-

alyses would make the case that investing in shared policies and

protocols would provide a good return on investment for quality of

life. There is also potential for economic partners in regions such

as the European Union to consider common pricing expectations

around adrenaline administration devices

� developing effective methods to train and refresh school staff

about how to prevent, recognise and treat allergic reactions to

food. Patient organisations and clinical centres of excellence could

provide standardised videos, modules and information sheets.

Content may need to be tailored to account for the differences in

school staff educational backgrounds and familiarity with food

allergy

� evaluating the impact of interventions. Our literature review

identified some promising research on ways to support school

staff, but the studies were largely small‐scale. It is imperative to

evaluate the impact of interventions on health outcomes over

time. Without robust registries and mandatory reporting on the

use of adrenaline devices in school settings, it is challenging to

identify reliable data to monitor impacts.73 We suggest mandating

that schools report information about symptoms, therapies and

health outcomes to existing registries. This may be challenging to

implement but is a potential goal to work towards

� improving access to adrenaline. Stocking unassigned adrenaline

administration devices is cost‐effective in many settings74,75 so

stakeholders should encourage consistent legislation about this in

schools. For example, European health legislation could encourage

member states to allow schools to stock unassigned autoinjectors,

similar to US laws. There is significant variation in access to

adrenaline administration devices globally, so countries need to

develop economical, feasible and sustainable programmes for their

contexts. There is also potential to develop technology so that

school staff can access real‐time guidance about whether to

administer adrenaline based on patient‐specific symptoms and

whether repeat adrenaline is warranted if symptoms are persis-

tent or worsening. This would help to reduce the burden on school

staff in emergencies

Optimising the prevention and management of allergic reactions

to food in schools requires collaboration from families and students,

school staff, medical professionals and regulators.

We call for stakeholders to work at a national and international

level to implement a consistent approach so that students are free to

pursue their education in a safer and more inclusive environment.
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