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Anaphylaxis is a severe, potentially fatal, systemic allergic

reaction that can occur suddenly after contact with an

allergy-causing substance. Prevention is achieved only

through allergen avoidance (1, 2). Complete avoidance is dif-

ficult as causative anaphylactic agents include common foods

and stinging insects (3). Allergen exposure is common in

school settings with approximately 18% of food allergic reac-

tions occurring at school (4) in a context of increasing food

allergy prevalence (5). Schools have a legal obligation to pro-

tect the welfare of students while at school; therefore, they

are obliged to support students at risk for anaphylaxis

through allergen avoidance and management of reactions (4–

8). However, school personnel often lack the knowledge and

skills necessary to recognize and treat anaphylactic reactions

(9–13).

To address the need for protecting students at risk,

anaphylaxis guidelines exist in many countries, including
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Abstract

Background: School personnel in contact with students with life-threatening allergies

often lack necessary supports, creating a potentially dangerous situation. Sabrina’s

Law, the first legislation in the world designed to protect such children, requires all

Ontario public schools to have a plan to protect children at risk. Although it has

captured international attention, the differences a legislative approach makes have

not been identified. Our study compared the approaches to anaphylaxis prevention

and management in schools with and without legislation.

Methods: Legislated (Ontario) and nonlegislated (Alberta, British Columbia, New-

foundland and Labrador, and Quebec) environments were compared. School board

anaphylaxis policies were assessed for consistency with Canadian anaphylaxis guide-

lines. Parents of at-risk children and school personnel were surveyed to determine

their perspectives on school practices. School personnel’s EpiPen5 technique was

assessed.

Results: Consistency of school board policies with anaphylaxis guidelines was signif-

icantly better in a legislated environment (P = 0.009). Parents in a legislated envi-

ronment reported more comprehensive anaphylaxis emergency forms (P < 0.001),

while school personnel in nonlegislated environments reported more comprehensive

forms (P = 0.004). Despite school personnel in both environments receiving Epi-

Pen5 training (>80%), suboptimal technique was commonly observed. However,

school personnel in the legislated environment had better technique (P < 0.001).

Conclusion: Our results suggest that school boards in legislated environments have

made greater efforts to support students at risk for anaphylaxis compared to non-

legislated environments. However, significant gaps exist in both environments, espe-

cially with respect to EpiPen5 administration, content, and distribution of

anaphylaxis emergency forms, and awareness of school procedures by school per-

sonnel and parents.
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Australia, Canada, and the United States (3, 14–16). In

response to the death of 13-year-old Sabrina Shannon

because of an anaphylactic reaction at school, Sabrina’s Law

(‘An Act to Protect Anaphylactic Pupils’) was enacted in the

province of Ontario, Canada. Effective January 1, 2006, Sab-

rina’s Law requires Ontario public school boards to establish

an anaphylaxis policy that includes reducing allergen expo-

sure, providing regular anaphylaxis management training for

school personnel, and establishing individual anaphylaxis

emergency management plans (16). In addition, Sabrina’s

Law permits the use of epinephrine for anaphylaxis in previ-

ously undiagnosed students and grants legal immunity for

‘good Samaritans’ administering epinephrine in good faith.

As the first of its kind in the world, Sabrina’s Law captured

the attention of parents/guardians of children with life-threat-

ening allergies as well as school boards and government

bodies questioning the need for similar legislation. Following

the legislative precedent, other jurisdictions in Canada, the

United States, and Australia have enacted legislation related

to anaphylaxis in schools. However, the benefits of a legisla-

tive approach are yet to be determined. Therefore, the aim of

this study was to examine the approaches to anaphylaxis

management in schools with legislation and without legisla-

tion, comparing school board anaphylaxis policies, percep-

tions of parents and school personnel regarding school

anaphylaxis management practices, and EpiPen5 technique of

school personnel.

Methods

The study involved five Canadian provinces: Ontario (legis-

lated environment) and Alberta, British Columbia, New-

foundland and Labrador, and Quebec (nonlegislated

environments). To achieve the study aim, a multifaceted

approach was used for (i) determining the consistency of

school board policies with guidelines for preventing and man-

aging anaphylaxis in schools (17), (ii) surveying parents/

guardians of children at risk for anaphylaxis, (iii) surveying

school personnel about their school environments, and (iv)

assessing school personnel’s EpiPen5 technique. Before initi-

ating the study, ethics approval was obtained from participat-

ing universities and school boards. Participants were unaware

of the study’s intent to identify the impact of Sabrina’s Law.

Assessment of school boards’ anaphylaxis policies

A standardized checklist was developed based on the Cana-

dian Society of Allergy and Clinical Immunology’s guidelines

for managing anaphylaxis at schools to determine the school

board policy consistency with guidelines (17). The checklist

consisted of 13 items (refer to Data S1). For each school

board policy, two independent assessors determined whether

the policy had each of the 13 items, out of a possible maxi-

mum score of 13. Assessors were in agreement for 98% of

the 13 items. Items characterized by disagreement were han-

dled by consensus and reviewed by a third assessor. Using a

random number generator, 150 public school boards were

selected for the retrieval of school board anaphylaxis-related

policies. In the case of Quebec, none of the randomly selected

school boards had anaphylaxis-related policies in English or

French; therefore, an attempt was made to retrieve written

board policies for all school boards. Follow-up with the Que-

bec school boards suggests that a possible explanation for the

lack of policies was that school boards thought this was a

responsibility of regional public health units.

Electronic survey of parents of children at risk for anaphy-

laxis

An electronic survey was conducted with members of Ana-

phylaxis Canada’s Registry. From the five provinces, 4103

members were sent an electronic message inviting them to

complete the survey about their at-risk child and family’s

experiences at school (K-12). The electronic survey elicited

information about child and school characteristics, the child’s

school anaphylaxis policy, the school’s anaphylaxis emer-

gency plan and administration of epinephrine, and parental

perceptions of the supportiveness of their child’s school.

Public school personnel survey and EpiPen technique

To determine school personnel’s perceptions of anaphylaxis

prevention and management practices at school, a question-

naire comparable to the parental questionnaire was devel-

oped and pilot-tested (refer to Data S1). From 12 randomly

selected public school boards, 112 randomly selected schools

(K-12) participated in the survey. Schools were sent study

packages containing a study information sheet, the question-

naire, a postage-paid self-addressed envelope, and a two-dol-

lar beverage/food card. The head school administrative

assistant distributed the study packages to teachers, school

administrators, administrative assistants, and school person-

nel in regular contact with students. Completion of the sur-

vey by school personnel was voluntary, confidential, and

anonymous.

To assess school personnel’s EpiPen5 technique, a four-

item assessment and scoring tool was developed. In each

province, trained assessors evaluated school personnel’s tech-

nique. Prior to data collection, a standard training video was

developed demonstrating examples of accurate and inaccurate

techniques. Assessors were required to assess and score the

video cases. Assessors were in agreement for 96% of the

cases.

Statistics

Descriptive statistics were performed for all variables as an

aggregate and according to the two study groups – legislated

and nonlegislated environments. For categorical data, chi-

square tests were performed to determine whether differences

existed between legislated and nonlegislated environments.

For scores regarding EpiPen technique and comprehensive-

ness of school emergency management forms, both paramet-

ric (unpaired t-test) and nonparametric (Wilcoxon Rank Sum

test) tests were used to determine whether statistically signifi-

cant differences existed. Because parametric and nonparamet-
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ric tests revealed equal P-values, the means and results of the

parametric tests are presented. Using two-tailed tests of sig-

nificance, P-values of <0.05 were considered statistically

significant.

Results

Assessment of school boards’ anaphylaxis policies

The policies of 76 school boards, with equal numbers from

legislated and nonlegislated environments, were retrieved and

assessed to determine the consistency of policies with the

Canadian Guidelines for Preventing and Managing Anaphy-

laxis at Schools. Quebec was an outlier in that only three

school boards had a policy that could be assessed despite

attempting to retrieve policies for all public school boards.

Excluding Quebec, school board policies were retrieved for

93% of the randomly selected school boards.

In general, anaphylaxis-related school board policies in the

legislated environment demonstrated greater consistency with

the Canadian anaphylaxis guidelines (15, 17) compared to

nonlegislated environments. School board policies from the

legislated environment had an average score of 8.8 (SD 4.4) vs

6.1 (SD 4.4; P = 0.009), of a possible score of 0–13, in non-

legislated environments. Policies in a legislated environment

were more likely to include clauses related to reducing aller-

gen exposure (78.9% vs 42.1%), providing regular employee

training related to life-threatening allergies (84.2% vs 63.1%),

and requiring completion of individual plans for at-risk stu-

dents (73.7% vs 44.7%) (Fig. 1). Additionally, they had more

specific mandated elements regarding individualized emer-

gency management plans, such as details about the student’s

allergen(s), treatment, and epinephrine auto-injector storage.

Over 70% of all school board policies in both environ-

ments contained a clause stating that employees may be pre-

authorized to administer medication or supervise a student

taking medication in response to an anaphylactic reaction if

the school has both up-to-date treatment information and

the consent of the parent/guardian and pupil (if age appro-

priate). However, two important areas addressed in the

Canadian guidelines (15, 17) and Sabrina’s Law were com-

monly missing from school board policies in both environ-

ments: (i) A clause that would allow an employee to

administer medication to a student if the employee believes

the student is experiencing an anaphylactic reaction, even if

there is no preauthorization from the parent. This would

allow for the treatment of a first life-threatening allergic reac-

tion; and (2) A statement that no action for damages would

occur for any action performed in good faith in response to

an anaphylactic reaction (Fig. 1).

Survey of parents of children at risk for anaphylaxis

Online survey participants numbered 1365 (33% response

rate): 801 (58%) represented the legislated environment and

564 (42%) represented the nonlegislated environments. Most

participants had children attending elementary schools

(>70%) of 200–500 students. About 95% of parents

reported that their children (average age 8–9 years) had life-

threatening food allergies, most commonly peanut and tree

nut allergies. See Fig. 2.

In general, more parents living in a legislated environment

reported that their children’s schools had practices demon-

strating support toward their allergic children. Parents in a

legislated environment reported that their schools were more

likely to have written policies for preventing and managing

anaphylaxis (62% vs 44%; P = 0.002). Although most par-

ents in both legislated (88.3%) and nonlegislated (73.3%)

environments reported a school requirement to complete ana-

phylaxis emergency forms, parents in the legislated environ-

ment reported completing more comprehensive forms.

Parents in a legislated environment reported, on average, that

their emergency forms had 3.0 (SD ± 1.3) vs 2.4 (SD ± 1.5;

Figure 1 School board policy consistency with Canadian guidelines for preventing and managing anaphylaxis at schools.
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P < 0.001) of the four key elements. Parents in a legislated

environment were also more likely to report that their chil-

dren’s school personnel received epinephrine auto-injector

training. Parents in both environments were more likely to

report that a lack of awareness and training in schools had

put their child at risk, than to report that training and aware-

ness in school helped their child. However, parents in a non-

legislated environment were more likely to report that a lack

of awareness and training in the schools had placed their

child at risk compared to parents in the legislated environ-

ment (42.6% vs 35.5%; P = 0.02). See Table 1.

Public school personnel survey and EpiPen technique

From the 112 randomly selected schools, 1563 (70% response

rate) school personnel completed questionnaires. For the Epi-

Pen5 technique assessment, 857 (61% response rate) school

personnel participated. Most participants (96%) were teach-

ers, with the remainder being principals, vice principals, and

administrative assistants.

Although fairly low percentages of school personnel in

both environments reported that their schools had written

anaphylaxis-related policies, the difference between legislated

(54.6%) and nonlegislated (47.1%) environments reached sta-

tistical significance (P = 0.003). Comparable rates of school

personnel in both environments reported that parents were

required to submit an emergency management form. How-

ever, unlike the parental survey, more school personnel in

nonlegislated environments reported that their schools’ emer-

gency forms were more comprehensive. School personnel in

the legislated environment reported that their schools’ plans

had, on average, 1.9 compared to 2.2 of the four key ele-

ments in nonlegislated environments (P = 0.04). The major-

ity of personnel from both environments (60%) reported that

their schools’ forms were missing one or more elements and

most frequently cited the location of the epinephrine auto-

injector and the necessary steps for treating a reaction as the

missing elements. Over 80% of school personnel in both envi-

ronments reported receiving previous epinephrine auto-injec-

tor training. However, of a possible score of 0–4, those in the

Figure 2 Parental reports of student food allergy.

Table 1 Parental reports of their children’s school environments regarding prevention and management of anaphylaxis

Legislated

(n = 801)

Nonlegislated

(n = 564) P-value

School board has written policy for managing and

limiting life-threatening allergies

61.6% 44.0% 0.001

Asked to complete an emergency management plan 88.3% 73.3% <0.001

Emergency management form comprehensiveness*

Mean score (theoretical score range: 0–4) 3.0 ± 1.3 2.3 ± 1.5

Frequency of elements on emergency form

List of child’s allergies 75.9% 65.3% <0.001

Location of auto-injector 51.8% 38.6%

Emergency protocol 62.3% 52.4%

Photograph of child 66.0% 44.7%

Staff trained to administer epinephrine auto-injector 71.7% 62.7% 0.003

A lack of school awareness and training related to

allergies placed my child at risk

35.5% 42.6% 0.02

School awareness and training related to

allergies helped my child

27.3% 27.3% NS

*For legislated group, n = 407 and for nonlegislated group, n = 487.
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legislated environment were more likely to demonstrate accu-

rate EpiPen5 technique, with 39% scoring a 4, compared to

26% (P < 0.002) of school personnel in nonlegislated envi-

ronments. Overall, school personnel, regardless of environ-

ment, did not report that a lack of awareness or training

placed a student at risk or that training and awareness helped

a student with allergies during the last year. See Table 2.

Discussion

Australia, Canada, and the United States all have legislation

in an attempt to protect students at risk of life-threatening

allergies while at school. Our study is the first to explore the

impact and experiences of legislated environments compared

with nonlegislated environments. Results of the school board

policy assessments, parental and school personnel surveys,

and school personnel EpiPen5 technique assessments suggest

that, in general, a legislated environment is characterized by

a greater number of supportive indicators than a nonlegislat-

ed environment. These indicators include the existence of

school board policies consistent with practice guidelines (17),

higher proportions of school personnel provided with Epi-

Pen5 training, and school personnel with better EpiPen5

technique. However, numerous indicators fail to appear in a

legislated environment despite Sabrina’s Law being in effect.

School board policies in a legislated environment were

equally deficient in two areas mandated by Sabrina’s Law;

namely, permitting emergency epinephrine administration to

those without prior consent and granting immunity from

legal action for damages resulting from actions taken in good

faith in response to an anaphylactic reaction.

Analysis of responses from the three targets – school

board policies, school personnel, and parents of children with

life-threatening allergies – reveals several noteworthy trends

and inconsistencies. Data from all three sources consistently

indicated that a legislated environment was more likely to

have written school board policies for the prevention and

management of anaphylaxis. However, parents and school

personnel were often unaware of existing school board poli-

cies in both environments. Over 90% of Ontario school

boards had written policies that could be easily retrieved

from their websites, yet only slightly more than half of par-

ents and school personnel knew of their existence. Strategies

for improving the awareness of and familiarity with the con-

tent of existing school board policies are needed for school

personnel and families.

The availability of completed comprehensive individualized

emergency management plans is an important element in cre-

ating supportive and safe school environments for children at

risk for anaphylaxis and was more frequently required in a

legislated environment. A noteworthy observation was that

most parents (>78%), regardless of study environment,

reported completing emergency management plans for

school, yet only about 40% of school personnel reported

having personal copies. Previous research also highlights the

observed gap in school personnel possession of individualized

emergency management plans (9–11). Omissions commonly

reported in the emergency management form by parents and

school personnel were the location of the epinephrine auto-

injector and treatment steps. The lack of key information on

emergency management forms is consistent with an earlier

study noting that emergency plans often lack a description of

treatment steps and location of emergency medicine (18).

In both environments, an interesting but somewhat

expected discrepancy was noted between school personnel’s

reported receipt of EpiPen5 training and the accuracy of their

technique. According to the policy assessment and parental

and school personnel survey study elements, over 80% of

school personnel receive regular epinephrine auto-injector

training. However, assessment of their EpiPen5 technique

Table 2 School personnel reports of school environments regarding prevention and management of anaphylaxis

Legislated

(n = 710)

Nonlegislated

(n = 853) P-value

School has written policy for the prevention and management of anaphylaxis 54.6% 47.1% 0.003

Parents required to complete emergency management form for child 57.3% 57.1% 0.967

Emergency management form comprehensiveness*

Mean score (theoretical score range: 0–4) 1.9 ± 1.8 2.2 ± 1.8

Frequency of elements on emergency form

List of child’s allergies 53.6% 61.2% 0.04

Location of auto-injector 43.7% 49.3%

Emergency protocol 45.0% 52.0%

Photograph of child 47.3% 55.6%

Provided with personal copy of emergency form 38.2% 43.4% 0.05

Trained to administer EpiPen5 95.1% 81.1% <0.001

EpiPen technique5**

Mean score (theoretical score range: 0–4) 3.0 ± 1.2 2.5 ± 1.2 <0.001

A lack of school awareness and training related to allergies placed a student at risk 0.70% 1.1% 0.28

School awareness and training related to allergies helped a student during a reaction 10.9% 9.6% 0.07

*For legislated group, n = 407 and for nonlegislated group, n = 487.

**For legislated group, n = 418 and for nonlegislated group, n = 439.
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revealed suboptimal performance (>35% had perfect tech-

nique), supporting the results of previous studies (9, 11–13,

19). In an earlier study (19), comparable accuracy rates were

reported for school personnel that had not received training.

This suggests that even with training, some school personnel

are unable to correctly administer epinephrine.

Some limitations to this study should be noted. Participa-

tion rates from parents, schools, and school personnel while

not ideal were comparable to or better than participation

rates observed in similar studies (20–23). For the EpiPen5

technique assessment, it is possible that those most knowl-

edgeable volunteered to participate, thus generating falsely

high scores. However, our results still indicate suboptimal

technique; therefore, it is likely that a higher response rate

would reveal even poorer EpiPen5 technique. A second limi-

tation is that participating parents may not have been from

schools that were randomly selected to participate. The sam-

pling framework for the parental survey did not include geo-

graphical information that would permit sampling according

to participating schools. However, the majority of partici-

pating school personnel and parents were from the same

participating school boards. A third limitation inherent to

cross-sectional studies is the potential for recall bias, which

may have occurred for parents and school personnel.

This study has important implications for policy develop-

ment and implementation. A gap identified by our study indi-

cates that school personnel and parents are likely not aware

of or knowledgeable about their own school boards’ written

policies for the prevention and management of anaphylaxis.

This highlights deficiencies in training, communication, and

ineffective policy implementation for schools. It also has

important implications for legislators and policy-makers to

implement measures for enforcing policy. Our observations

suggest that despite a legal mandate, laws without proper

resources for implementation and/or ‘legal teeth’ fail to pro-

duce the desired improvements. The province of Ontario does

not have a body responsible for monitoring consistency with

or enforcing Sabrina’s Law.

Our study is novel and innovative as it is the first to exam-

ine, and compare and contrast legislated and nonlegislated

environments for the prevention and management of anaphy-

laxis in school settings from the perspectives of written school

board policies, school personnel, and parents of children at

risk for anaphylaxis. While legislated environments have

made efforts to create a supportive school environment for

students with life-threatening allergies, they fall short on the

actual implementation of their policies. School personnel do

not have many of the necessary supports to respond effec-

tively in the case of an allergic reaction, for instance a per-

sonal copy of the student’s emergency management form.

Allergists and other health care providers can play an impor-

tant role by informing families of students at risk of an ana-

phylactic reaction to review their school board policies. Our

study suggests that the implementation of policies for stu-

dents at risk for anaphylaxis, whether legislated or not,

requires involvement from all parties involved to ensure the

safety of these children when at school.
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Conflict of interest

The authors (L. Cicutto, B. Julien, N. Y. Li, N. U. Nguyen-

Luu, J. Butler, A. Clarke, S. J. Elliott, S. McGhan, D. Stark,

T. K. Vander Leek) have no conflicts of interest to declare.

L. Harada no personal conflicts of interest to declare. Her

employer, Anaphylaxis Canada, has received unrestricted

educational grants from King Pharmaceuticals and Paladin

Labs. S. Waserman has served on the Advisory Board of

King Pharmaceuticals.

Supporting Information

Additional Supporting Information may be found in the

online version of this article found at: http://www.wileyonline

library.com

Data S1. School board policy assessment agreement sheet.

Please note: Wiley-Blackwell are not responsible for the

content or functionality of any supporting materials supplied

by the authors. Any queries (other than missing material)

should be directed to the corresponding author for the article.

References
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School Board Policy Assessment Agreement Sheet

School Board________________________ 

Rater 1: ____________________________      

Rater 2: ____________________________  

 
Bill 3  School Board Policy 

1.  Strategies that reduce the risk of exposure to 
anaphylactic causative agents in classrooms and 
common school areas 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

2.  A communication plan for the dissemination 
of information on life-threatening allergies to 
parents, pupils and employees 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

3.  Regular training on dealing with life-
threatening allergies for all employees and others 
who are in direct contact with pupils on a regular 
basis 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

4.  A requirement that every school principal 
develop an individual plan for each pupil who has 
an anaphylactic allergy 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

5.  A requirement that every school principal 
ensure that, upon registration, parents, guardians 
and pupils shall be asked to supply information on 
life-threatening allergies 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

6.  A requirement that every school principal 
maintain a file for each anaphylactic pupil of 
current treatment and other information, including 
a copy of any prescription and instructions from 
the pupil’s physician or nurse and a current 
emergency contact list 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 



 
7.  A plan or details informing employees and 
others in direct contact with the pupil on a regular 
basis of the type of allergy, monitoring and 
avoidance strategies and appropriate treatment 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

8.  A readily accessible emergency 
plan/procedure for the pupil 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

9.  Detail storage for epinephrine auto-injectors, 
where necessary 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

10. Employees may be preauthorized to 
administer medication or supervise a pupil while 
he or she takes medication in response to an 
anaphylactic reaction, if the school has up-to-date 
treatment information and the consent of the 
parent, guardian or pupil  

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

11. It is the obligation of the pupil’s parent or 
guardian and the pupil to ensure that the pupil’s 
file is kept up-to-date and supply medication that 
the pupil is taking 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

12. If an employee has reason to believe that a 
pupil is experiencing an anaphylactic reaction, the 
employee may administer an epinephrine auto-
injector or other medication to the pupil for the 
treatment of an anaphylactic reaction, even if 
there is no preauthorization to do so 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 

13. No action for damages shall be instituted 
respecting any act done in good faith or for any 
neglect or default in good faith in response to an 
anaphylactic reaction, unless the damages are the 
result of an employee’s gross negligence 

 Addressed 
 Not addressed 

        θ  Agree          θ Disagree 
 
 



Parental Survey Questions 
 
About Your Family and Your School 
1. Your family lives in: 

  Alberta 
  British Columbia  
        Ontario 
  Newfoundland and Labrador 
        Québec 
 

2. How old is your child? 
 
3. What is your child allergic to? (Check all that apply) 
 Food  
 Stinging insects (e.g. yellow jackets, wasps) 
 Medication 
 Latex  
 Other (please specify):_____________________________________________________ 
 
4.     For FOOD-ALLERGIC children:  
 
 a.)  Is this allergy life-threatening? 
  Yes 
  No 

  Don’t Know 
 
b.) List your child’s food allergies: (Check all that apply) 

Peanut     Tree Nuts (e.g. almonds, hazelnuts, pistachios) 
Fish               Shellfish  
Milk    Egg 
Sesame Seed   Soy  
Wheat     Other (please specify): __________________ 
 

 
 
5. What is the name of your child’s school board? 
 
6. What type of school does your child attend? 
 Elementary School (Junior Kindergarten to Grade 6) 
 Elementary School (Junior Kindergarten to Grade 8) 
 Middle School (Grades 6-8 OR Grades 7-8) 
         Secondary (Grade 9 to 12)  
         Other (please specify):  ____________________________________ 
 
 
 
General Information About School Policies Related to Anaphylaxis 
Child’s school anaphylaxis policy 



 
7. Does your child’s school have a policy for managing and limiting life-threatening allergies 

(anaphylaxis)? 
 

 Yes    
 No    
 Not sure  

 
a) If yes, is the policy in writing?  

  Yes 
  No 
   
School’s anaphylaxis emergency plan and administration of epinephrine 
 
8. Were you asked by the school to complete a standard form, such as an Anaphylaxis 
Emergency Plan, to describe how your child’s allergy/ies should be managed at school? 
 Yes 
 No 
 Not sure 
 
 
 If YES,  
 a.)  Did this form ask for: (Check as many as apply) 
  The child’s allergies 
  The location of epinephrine auto-injector (EpiPen® or Twinject®) 
  The emergency protocol to follow 
  A photo of the child 
 

 
9. Are staff at your child’s school trained to administer an epinephrine auto-injector (e.g. 
EpiPen® or Twinject®)? 

Yes, both EpiPen® and Twinject® 
Yes, EpiPen® only 
Yes, Twinject® only 
No 
Don’t Know 
 
 
 
 
 
 
 
 

 
Parents’ Perspective 
 



10.    Has there been a time when school awareness and training related allergies helped your 
child in the past 12 months?  

     Yes 
 No 
 Don’t Know 
 Does Not Apply 

 
If Yes, please describe:  

 
 
 
 11.    Has a lack of school awareness and training related to allergies ever put your child at risk in 

the past 12 months??  
  Yes 
  No 
  Don’t Know 

 
If Yes, please describe:  



School Personnel Questions 
 
About Your School Setting 
 
1. What is the name of your school board? 
 
2. What is your role at the school?   

Teacher 
Supply/Substitute Teacher 
Principal/Vice Principal 
Educational Assistant 
Administrative Staff 
Custodian 
Librarian 
Foodservice Staff 

         Other (please specify): 
 
3. Is your school in: 
 Alberta 
 British Columbia 
 Newfoundland and Labrador 
 Ontario 
 Québec 
 
4. What grades are taught in your school? 

Elementary School (Junior Kindergarten to Grade 6) 
Elementary School (Junior Kindergarten to Grade 8) 
Middle School (Grades 6-8 or Grades 7-8) 
Secondary School (Grade 9-12) 
 
 

General Information About School Policies Related to Anaphylaxis 
School anaphylaxis policy 
 
5. Does your school have a policy for managing and limiting life-threatening allergies 

(anaphylaxis)? 
 

 Yes    
 No    
 Don’t Know 

 
 a) If yes, is the policy in writing?  
  Yes 
  No 
 
 
 
6. For students identified with anaphylaxis, are parents/guardians asked to complete a standard       



school form, such as an Anaphylaxis Emergency Plan, to explain how anaphylaxis should be    
managed at school? 
 Yes 
 No 
 Don’t Know  
 
If YES,  
 a) Does this form ask for: (Check as all that apply) 
  The child’s allergies 
  The location of epinephrine auto-injector (EpiPen® or Twinject®) 
  The emergency protocol to follow 
  A photo of the child 
 
                  b) Are you provided with a copy of this form? 

 Yes 
 No 
 Don’t Know 

 
 
Administration of epinephrine 
 
7. Were you trained to administer an epinephrine auto-injector (e.g. EpiPen® or Twinject®)? 

Yes 
No 
Don’t Know 

 
 
8. How often is training provided?  
 Once a year 
       Twice a year 

Don’t Know 
Not Applicable/provided 
Other (please specify): ________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Your Perspective 
 

 9. Has there been an incident where school awareness and training helped a student with 

anaphylaxis in the past 12 months?  

  Yes 
  No 
  Don’t Know 
 

  a) If Yes, please describe:  
 
10. Has a lack of awareness and training at this school ever put a student with anaphylaxis at risk 

over the past 12 months?  

    Yes 
 No 
 Don’t Know 

 
 a) If Yes, please describe:  

 



EpiPen® Administration Checklist 
 

Teacher Code: ______________________  Date:____________________ 

School Code: ______________________  Assessor:_________________ 

School Board Code: ______________________ 

Province:    [   ] Alberta      [   ] Ontario  [   ] Québec 

     [   ] British Columbia   [   ] Newfoundland and Labrador 

 
 
Notes to Assessor: 

 The participant must demonstrate his/her technique, not just explain the administration 
steps. 
 
Please note if person does not wish to participate: 

 Participant refused to demonstrate. 
 
 
Steps of EpiPen® Administration (  - Accurate     X – Inaccurate)  
 
Steps  Right 

 
Wrong 

X 
Error 

 
Remove the GREY safety cap. 
 

 
[  ] 

 

 
[  ] 

 

 
 Did not pull off grey safety cap. 

 
 
Place BLACK tip of EpiPen® against 
mid-outer thigh. 
 

[  ] [  ]  Put thumb or finger over hole. 
 Injected the wrong end of device. 

(Remember: Black tip should be 
injected.) 

 Injected wrong area of the body. 
(Remember: Should be mid-outer 
thigh.) 
Note area: ______________ 

Press firmly (moderate pressure) until 
device activates (hear click).  
 

[  ] [  ]  Did not press hard enough. 
 

Hold in place for approximately 10 
seconds. 

[  ] [  ] If not held for 10 seconds, note the 
duration:  

 # of seconds ____ 
 In and out (i.e. removed 

immediately) 
 

 Participant read instructions on EpiPen® prior to demonstrating technique. 

 


