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	IMPORTANT – STAFF EMERGENCY RULE
If a child is showing signs of ANAPHYLAXIS, do not wait for a diagnosis, do not wait for a parent/carer, and do not wait for the ambulance before giving adrenaline. Bring the adrenaline to the child. Use the child's prescribed device if available; otherwise use the school's spare adrenaline auto-injector. Call 999 and state ANAPHYLAXIS. If in doubt, treat as anaphylaxis.





1. Policy statement and purpose
Stead Lane Primary School is committed to providing a safe, inclusive and welcoming environment for all pupils, staff and visitors with an allergy or asthma. The school recognises that anaphylaxis and acute asthma can be life-threatening and that children may experience their first allergic reaction or asthma-related emergency at school.
The purpose of this policy is to reduce the risk of exposure to known allergens, ensure children with an allergy and asthma are supported to participate fully in school life, and ensure that every member of staff understands how to respond promptly and appropriately to an allergic reaction, anaphylaxis or acute asthma.
This policy is based on the Allergy Safety in Schools statutory guidance published in July 2026. It is intended to be read alongside the school's medical conditions and first aid policies and each child's Individual Healthcare Plan (IHP) and professional Allergy or Asthma Action Plan where applicable.
2. Scope
This policy applies to all pupils, including pupils with a known allergy or asthma and pupils who may experience their first reaction at school. It also applies, where relevant, to staff, volunteers, visitors, contractors with a pupil-facing role, catering staff, breakfast/after-school provision and school-led activities away from the site.
This policy covers food, insect stings, medicines, latex and other contact or airborne allergens, as well as asthma where it is relevant to allergy safety and emergency response.
3. Definitions
	Term
	Meaning

	Allergy
	A medical condition in which the immune system reacts abnormally to a normally harmless substance.

	Allergen
	A substance capable of triggering an allergic reaction in a susceptible person.

	Anaphylaxis
	A potentially fatal allergic reaction affecting the airway, breathing and/or circulation.

	Adrenaline device (AD)
	An adrenaline auto-injector (AAI) or prescribed non-injectable/nasal adrenaline device.

	Spare adrenaline device
	A school-held adrenaline auto-injector for emergency use to save life. It is not a replacement for a child's prescribed device.

	Asthma
	A lung condition involving inflammation and tightening of the airways. It may be triggered by allergens and can cause a potentially life-threatening asthma attack.

	Emergency asthma inhaler
	A school-held salbutamol inhaler and spacer that may be used only in the circumstances permitted by the relevant guidance, including where the child has been prescribed a reliever inhaler and written consent has been obtained.

	Individual Healthcare Plan (IHP)
	A school document setting out the additional or different arrangements needed to support an individual child, including emergency arrangements.


4. Core principles
The school will take reasonable steps to minimise exposure to known allergens.
All staff will be able to recognise allergic reactions and anaphylaxis and know the school's emergency response.
A child with a known allergy will not be assumed to be safe simply because they have no current symptoms or because they have not previously had anaphylaxis.
A child without a known allergy will not be assumed to be unable to have anaphylaxis. The first reaction may occur at school.
If in doubt whether a reaction is anaphylaxis, staff will treat it as anaphylaxis.
Emergency medication and assistance will be brought to the child. A child experiencing suspected anaphylaxis must not be sent alone to the office or medical room.
Children with allergy or asthma will be included as fully as possible in learning, play, PE, trips, clubs and other school activities.
The school will not require parents/carers to attend school to provide routine medical support where appropriate arrangements can be made by the school.
The views of the child and their parents/carers, together with relevant healthcare professional advice, will inform individual arrangements.
5. Roles and responsibilities
5.1 Governing body 
Ensure the school has an allergy safety policy and that it is reviewed and published.
Oversee implementation and ensure allergy risks are actively managed.
Receive periodic information about serious incidents and near misses.
Ensure appropriate resources, training and emergency medication arrangements are available.
5.2 Allergy Leads – Vicky Rowley/Michelle Williamson 
Lead implementation and review of this policy.
Maintain the school's register of children with known allergy and/or asthma, including relevant medication and IHP/Action Plan status.
Ensure allergy information is communicated to staff who need it, while respecting confidentiality.
Oversee prescribed and spare emergency medication arrangements, including checks, expiry and replacement.
Ensure staff induction and annual allergy awareness/emergency response training.
Work with parents/carers, healthcare professionals, catering staff and relevant external providers.
Ensure incidents and near misses are recorded, reported and reviewed.
5.3 All staff
Read and follow this policy and any relevant IHP, Allergy Action Plan or Asthma Action Plan.
Know how to identify pupils with known allergy/asthma and where emergency medication is located.
Keep prescribed emergency medication readily accessible and ensure it accompanies the child on relevant activities.
Recognise the signs of anaphylaxis and acute asthma and act promptly.
Report allergic reactions, asthma emergencies and near misses in accordance with school procedures.
Never delay emergency treatment while trying to establish who is responsible for the child.
5.4 Catering and food-handling staff
Follow the school's allergen management procedures and applicable food safety requirements.
Maintain accurate allergen information and communicate safely with the school and parents/carers.
Prevent cross-contamination and ensure meals are correctly identified before service.
Know which children require additional arrangements and how these are identified at point of service.
6. Identification and information sharing
The school will collect information about known allergy and asthma during admission/enrolment and whenever a new condition is identified. Information will include known allergens/triggers, prescribed medication, whether the child has an IHP and whether an Allergy or Asthma Action Plan has been provided.
A confidential register will be maintained and kept accessible to staff who need the information.
Relevant information will be shared with catering and staff supervising activities where necessary for safety.
Supply, temporary and cover staff will be given the information they need before or at the start of their work.
Health information will be shared only on a need-to-know basis and in a controlled and respectful manner.
7. Individual Healthcare Plans and Action Plans
An IHP will be used where a child's allergy has a functional impact at school, poses a risk of harm, and requires arrangements additional to or different from those generally provided.
An IHP should include, as appropriate:
Child's name, date of birth, class and emergency contacts and current photograph.
Known allergy/allergens and whether the child can recognise and communicate a reaction.
Relevant clinical or action plans and the healthcare professional who issued them.
Medication, consent, storage location and access arrangements.
Arrangements for meals, snacks and allergen avoidance.
Support for learning, wellbeing and participation.
Arrangements for PE, trips, clubs and other activities.
Emergency signs, actions, contacts and location of spare adrenaline.
Review date and details of the most recent professional advice.
The IHP is not a clinical document. It must refer to, and where appropriate attach, the most recent professional Allergy Action Plan or Asthma Action Plan rather than attempting to replace clinical instructions. IHPs will be reviewed at least annually and sooner following a significant incident, near miss, change in medication, change in clinical advice or material change in the child's needs.
8. Staff training
All staff present when pupils are scheduled to be on site will receive allergy awareness and emergency response training at least annually. This includes permanent, temporary, supply, agency, peripatetic, regular volunteer, catering and breakfast/after-school staff. First aid training alone is not a substitute for allergy awareness training.
Recognition of allergy and anaphylaxis.
Recognition of acute asthma.
Difference between allergy, coeliac disease and food intolerance.
Location and use of prescribed adrenaline devices and spare adrenaline devices.
Location and use of the school's emergency asthma inhaler where applicable.
Calling 999 and communicating the emergency clearly.
Use of individual Allergy and Asthma Action Plans.
Preventing allergen exposure and cross-contamination.
Incident and near-miss reporting.
Support for the wellbeing of children with allergy.
New staff will receive induction information before undertaking unsupervised pupil-facing duties where practicable. Cover and supply staff will be given relevant allergy/emergency information at the start of their assignment.
9. Prescribed adrenaline devices
Children at risk of anaphylaxis are generally prescribed two adrenaline devices because two doses may be required. Children should have rapid access to both devices at all times. Where developmentally appropriate, children should be encouraged to carry them; where a child cannot safely keep them in the classroom, they must be stored in an unlocked, readily accessible location close enough for use within five minutes.
Prescribed adrenaline devices must travel with the child when required for the journey to/from school, playground, lunch, PE, sports and educational visits.
Medication must not be locked away where this would delay emergency access.
Adrenaline devices must be stored at room temperature in accordance with manufacturer instructions and protected from extremes of heat and direct sunlight.
A copy of the child's Allergy Action Plan should be kept with their medication where practicable.
The school will record prescribed adrenaline devices and check expiry dates and condition in accordance with its medication-checking system.
Used or expired auto-injectors will be disposed of safely in accordance with the manufacturer's/local arrangements; used devices may be handed to ambulance staff.
10. Spare adrenaline devices
The school will maintain spare adrenaline auto-injectors for emergency use. The July 2026 statutory guidance states that primary schools should have one pair of spare AAIs for children under 6 and one pair for children over 6, with additional sets where necessary to ensure devices can reach a child within five minutes. The school's actual stock will be recorded below and reviewed against pupil age, site layout and risk.
	Location
	Dose/age group
	Number/pairs
	Check / expiry

	Main Office
	150 microgram / under 6
	1 pair
	Monthly check

	Main Office 
	300 microgram / over 6
	1 pair
	Monthly check


Spare AAIs will be clearly labelled, stored in pairs, kept readily accessible and not locked away. They must be close enough to reach any pupil who needs them within five minutes. The school will replace devices after use or expiry and maintain a record of checks and replacements.
11. Emergency response – anaphylaxis
	ANAPHYLAXIS: THE GOLDEN RULE
If there are signs affecting the AIRWAY, BREATHING or CIRCULATION, or if staff are in doubt, treat as anaphylaxis. Give adrenaline immediately, call 999, keep the child in position and do not allow them to stand or walk.



11.1 Signs of anaphylaxis
AIRWAY: throat/tongue swelling, throat tightening, hoarse voice, difficulty swallowing.
BREATHING: sudden wheezing, breathing difficulty, noisy breathing or persistent cough.
CIRCULATION: dizziness, faintness, sudden sleepiness, confusion, pale/clammy appearance, collapse or unconsciousness.
Anaphylaxis may occur without a skin rash.
11.2 Standard emergency procedure
Call for help immediately. Bring the child's prescribed adrenaline device and/or the school's spare adrenaline device to the child.
Place the child flat with legs raised. If breathing is difficult, allow them to sit up only as necessary; do not allow them to stand or walk.
Give adrenaline without delay and aim to administer it within five minutes. Do not wait for 999 to be called first.
Use the child's prescribed adrenaline device first if it is available.
If the prescribed device is unavailable, has misfired, or the child has no prescribed adrenaline device, use the school's spare adrenaline auto-injector.
Immediately dial 999, request an ambulance and state clearly: 'ANAPHYLAXIS'.
Note the time adrenaline was given.
If there is no improvement after 5 minutes and a second adrenaline device is available, give the second dose.
If there are no signs of life, commence CPR and follow the emergency operator's instructions.
Keep the child with the supervising adult until the ambulance arrives. Do not let them stand or walk even if they appear better.
Contact the parent/carer as soon as practicable without delaying emergency treatment.
The child must be taken to hospital for assessment after anaphylaxis.

12. Emergency scenarios – adrenaline
	Scenario
	What staff must do
	What staff must NOT do
	999

	Known allergy + prescribed adrenaline available
	Bring prescribed device to child; give immediately if anaphylaxis suspected; call 999; keep child flat/appropriately positioned; second dose after 5 minutes if no improvement and available.
	Do not wait for parent, office, ambulance or a doctor. Do not send child to medication room.
	Always

	Known allergy + prescribed device unavailable/misfires
	Use school spare AAI immediately; call 999; follow same anaphylaxis procedure.
	Do not delay while searching for the child's own device.
	Always

	No known allergy + no prescribed adrenaline
	If signs of anaphylaxis are present, use school spare AAI to save life; call 999; follow same procedure.
	Do not wait for an allergy diagnosis or assume the reaction cannot be anaphylaxis.
	Always

	Known food allergy + sudden breathing difficulty/wheeze
	Consider anaphylaxis. Give adrenaline first. Follow the child's Allergy Action Plan. A reliever inhaler may be used afterwards only if the plan directs it.
	Do not treat the episode as asthma alone or use an inhaler instead of adrenaline.
	Always if anaphylaxis suspected


13. Mild to moderate allergic reactions
Mild to moderate reactions that do not involve the airway, breathing or circulation may include hives, itching or tingling in the mouth, swelling of lips/face/eyes, abdominal pain or vomiting, mild throat tightness or a sudden change in behaviour. The child's professional Allergy Action Plan must be followed.
Do not leave the child unattended.
Administer medication only in accordance with the child's plan and school medication procedures.
Contact the parent/carer or emergency contact.
Observe the child in a safe place for at least 60 minutes because a reaction can worsen.
If airway, breathing or circulation symptoms develop, immediately switch to the anaphylaxis procedure.
14. Asthma and inhalers
Children known to have asthma should have their own reliever inhaler at school. If they can safely manage their asthma themselves, they should keep the inhaler with them; otherwise it must be readily accessible. 
14.1 Asthma Action Plans and Individual Healthcare Plans
Children and young people with asthma should be provided with an Asthma Action Plan by their healthcare professional. The school will seek to obtain and keep the most recent plan on record and will ensure that staff know where relevant information can be accessed.
An Individual Healthcare Plan will be developed where the child's asthma requires arrangements or support that are additional to or different from the school's normal arrangements for managing medical conditions. The IHP will refer to and, where available, attach the child's Asthma Action Plan.
Where a child has mild asthma and their needs can be safely managed through the school's standard medical and medication arrangements, a separate IHP may not be necessary. The school will nevertheless record the child's asthma, prescribed inhaler, access arrangements and relevant parental/healthcare information and ensure staff know how to respond to an asthma attack.
14.2 Asthma attack – child with prescribed reliever inhaler
Follow the child's Asthma Action Plan.
Help the child use their prescribed reliever inhaler and spacer as directed by the plan.
Keep the child under supervision and monitor their breathing and response.
If the child is severely unwell, is not improving as expected, or the Action Plan says to seek emergency help, call 999.
Contact the parent/carer as soon as practicable without delaying emergency care.
14.3 Prescribed inhaler unavailable – When the school’s emergency inhaler may be used
	IMPORTANT – EMERGENCY ASTHMA INHALER
The school's emergency salbutamol inhaler is not a general-purpose inhaler for any child with breathing difficulty. Under the July 2026 guidance it may be used in an emergency where the child has been prescribed a reliever inhaler but their own prescribed inhaler is unavailable, and written consent has been obtained. The school will follow the separate emergency inhaler guidance and the child's Asthma Action Plan.


The school's emergency salbutamol inhaler is not a general emergency treatment for breathing difficulties and must not be used as a precaution.
It may only be used where:
· the child has been prescribed a reliever inhaler by a healthcare professional; 
· the child's own prescribed inhaler is unavailable; 
· the required written consent for use of the emergency inhaler has been obtained; and 
· the child is experiencing symptoms for which their reliever inhaler would normally be used. 
Staff should follow the child's Asthma Action Plan where one is available.
The emergency inhaler must not be used simply because a child is coughing, wheezing or breathless without considering the child's known asthma arrangements. It must not be used for a child who has never been prescribed a reliever inhaler, as a precaution before exercise, or instead of adrenaline where anaphylaxis is suspected.
If a child with a known food allergy develops sudden breathing difficulty or wheezing, staff must consider anaphylaxis. If anaphylaxis is suspected, adrenaline must be given immediately. The emergency inhaler must never be used instead of adrenaline.
If a child has significant or deteriorating breathing difficulty and it is unclear whether this is asthma or another medical emergency, staff should call 999 and follow the emergency operator's advice.
14.4 No known asthma + no prescribed inhaler
If a child with no known asthma and no prescribed reliever inhaler develops significant breathing difficulty, staff must not assume this is asthma and must not use the school's emergency asthma inhaler merely because the child is wheezing. Call 999 for severe or deteriorating breathing difficulty. Consider anaphylaxis, particularly where there is sudden wheeze, persistent cough, throat/tongue swelling, circulation symptoms, or a possible allergen exposure. If anaphylaxis is suspected, give adrenaline using the child's prescribed device if available or the school's spare AAI if not, and call 999.
14.4 Asthma versus anaphylaxis
Wheeze can occur in both acute asthma and anaphylaxis.
In a child with food allergy and asthma who suddenly develops breathing difficulty, always consider anaphylaxis.
Adrenaline is the emergency treatment for anaphylaxis and must not be replaced by a reliever inhaler.
If both conditions are present and the Allergy Action Plan directs use of a reliever inhaler after adrenaline, follow that plan.
15. Emergency asthma inhaler arrangements
The school will maintain an emergency salbutamol inhaler and appropriate spacer(s), subject to the separate emergency inhaler requirements.
Written consent will be obtained before the emergency inhaler is used for an eligible child.
The emergency inhaler will be stored so it is readily accessible in an emergency.
The school will check expiry and condition routinely and replace used or expired equipment.
A record will identify which children have the required written consent and prescribed reliever inhaler.
The emergency inhaler will only be used in the circumstances permitted by the relevant guidance.
16. Food allergy and catering
The school will work with its Kitchen Manager to ensure allergen information is accurate and available to parents/carers and, where appropriate, children.
The school will provide caterers with current allergy information in a timely way.
Food handlers will understand allergen labels and measures to prevent cross-contamination.
Where practicable and appropriate, food for a child with food allergy will be prepared first and preparation areas and utensils cleaned carefully.
Food brought from home, treats and celebration food will be managed in advance with parents/carers to ensure safety and inclusion.
Children will be taught not to trade or share food, utensils or food containers.
Unlabelled food will not be used where this would create an avoidable allergen risk.
Allergen risks in breakfast clubs, after-school clubs and third-party food provision will be managed under equivalent arrangements.
The school will not rely on a blanket 'nut-free' policy as its primary allergy control; it will operate an allergy-aware approach based on identified risks.
16.1 Mealtime identification and meal checking
The school currently uses a discreet sticker system to identify children who require an allergy-related meal check before entering the dining hall. The sticker is an identification prompt for staff and is not, by itself, confirmation that a particular meal is safe for the child.
A second checking process is used by lunchtime/catering staff. Staff check the child's identity against the school's current allergy information and confirm that the meal being provided is the meal appropriate for that child.
The system must not rely on one individual remembering which children have allergies. Staff must follow the school's current allergy information and catering procedures if a sticker is missing, unclear or inconsistent with the register.
The school will regularly review the identification system with pupils, parents/carers, catering staff and lunchtime staff to ensure that it remains safe, reliable and appropriately discreet and does not unnecessarily single children out.
17. Curriculum, practical activities and environment
Staff planning activities will consider allergen exposure in cooking, food technology, science, art, craft, music, animals, school gardens and special events.
Where an activity would expose a child to a known allergen, a suitable alternative will be used.
Food packaging and containers may contain allergen residues; alternatives should be used where possible.
Materials such as play dough, glues, bird feed or other products will be checked where they could pose a known risk.
Reasonable measures will be used for airborne or contact allergens.
Children with allergy will not be unnecessarily excluded from activities alongside peers.
18. Educational visits, trips and residentials
A specific risk assessment will be completed for a child at risk of anaphylaxis before an off-site activity.
The child's prescribed adrenaline devices must accompany them.
A trained member of staff must be present and able to administer adrenaline in an emergency.
Emergency contact information and the child's IHP/Action Plan must be available to the staff who need them.
Catering requirements must be discussed early and confirmed before the visit.
The location and availability of emergency medical care will be considered.
The school will not make parents/carers responsible for accompanying a child solely to provide medical support where appropriate school arrangements can be made.
19. PE, playground, sport and fire/lockdown arrangements
Emergency medication must remain accessible during PE, sport, playground time, clubs, assemblies, fire drills and lockdown practices. Prescribed adrenaline and inhalers must accompany children as required by their IHP.
Staff supervising outdoor activities must know which children have emergency medication and make sure this is easily accessible. 
Emergency medication must not be left behind when a class changes location.
Fire and lockdown procedures will account for the need to keep emergency medication with the child or bring it to them.
Any evacuation arrangement must avoid creating an unnecessary delay in access to emergency medication.
20. Wellbeing, inclusion and anti-bullying
The school will promote an inclusive culture in which allergy and asthma are treated as medical conditions, not sources of stigma.
The school will provide age-appropriate education about allergy and anaphylaxis through assemblies, PSHE and other suitable opportunities.
Celebrations, rewards and communal activities will be planned inclusively.
Allergy-related bullying, teasing, food interference or deliberate exposure to an allergen will be treated seriously under the school's behaviour and safeguarding procedures.
Children with allergy will be involved in decisions about their support in an age-appropriate way.
21. Unacceptable practice
Preventing a child from readily accessing prescribed emergency medication in accordance with their IHP.
Assuming that every child with the same condition requires the same support.
Ignoring the child's or parent's views or relevant healthcare advice.
Assuming a child does not have allergy because diagnosis is not yet complete.
Sending an acutely unwell child to the office or medical room without suitable supervision; in an emergency, help and medication come to the child.
Delaying adrenaline while seeking parental consent in an actual life-threatening emergency.
Using an asthma inhaler instead of adrenaline where anaphylaxis is suspected.
Excluding a child unnecessarily from trips or school life because of their allergy.
Requiring a parent/carer to attend school to administer routine emergency medication where the school has appropriate arrangements.
22. Serious incidents and near misses
All serious allergy incidents and near misses will be recorded. Parents/carers will be informed, and the governing body will be informed in accordance with the school's reporting arrangements and any statutory reporting requirements.
Record what happened, when and where it happened, suspected exposure/trigger, symptoms, medication given and times, emergency services involvement and outcome.
Include incidents reported by parents/carers where symptoms became apparent after the child left school.
Review whether the incident could reasonably have been foreseen or prevented.
Check whether the relevant policy, IHP or Action Plan existed and was followed.
Consider whether staff training, medication access, communication, food controls or risk assessments need improvement.
Involve the child and parents/carers in reviewing arrangements.
Seek healthcare professional input where the incident relates to delivery of a clinical care/action plan.
Update the IHP and/or school policy where necessary.
Take a no-blame learning approach while addressing any individual conduct or safeguarding concerns appropriately.
23. Safeguarding and equality
The school recognises that severe allergy may amount to a disability under the Equality Act 2010 where the statutory definition is met. Reasonable adjustments will be considered to ensure equality of opportunity.
A safeguarding referral may be appropriate where an incident raises concerns that a child is being placed at increased risk through neglect, abuse, exploitation or repeated failure to provide essential medication or information.
24. Monitoring, audit and review
The allergy lead will monitor implementation and report relevant issues to senior leadership/governors.
Allergy and emergency medication checks will be recorded.
Training completion will be monitored.
The school will review emergency access to spare AAIs to ensure the five-minute requirement can be met.
The policy will be reviewed at least annually and after significant incidents, near misses, changes in clinical advice or relevant statutory guidance.
The policy will be published on the school website and communicated to staff, pupils and parents/carers in an accessible manner.
25. School-specific arrangements to complete before adoption
Named senior leader/allergy lead: Vicky Rowley
Deputy allergy lead: Michelle Williamson 
Spare AAI location(s): School Office 
Emergency inhaler location: School Office 
Location of confidential allergy/asthma register: School Office 
Location of IHPs/Action Plans: Classrooms of relevant children/2nd copy in school office
Person responsible for monthly medication checks: Michelle Williamson 
Catering Manager contact: Tracy Percy 
Emergency inhaler written-consent register: Log completed and in the school office.
Educational visits lead: Vicky Rowley/Class teachers. 
Incident reporting system/form: School Office 
26. Final DfE and Anaphylaxis UK implementation requirements
The following requirements form part of the school's implementation of this policy and are included to ensure the policy reflects the July 2026 Department for Education allergy safety statutory guidance and the July 2026 Anaphylaxis UK model policy.
26.1 Allergy safety risk assessment 
Allergy safety risks will be included on the school's risk register and reviewed through the school's governance and health and safety arrangements. The school will consider risks arising from known allergens, food provision, curriculum activities, the school environment, educational visits, emergency medication access and staffing.
26.2 Emergency response exercises
The school will conduct a simulated anaphylaxis emergency response exercise at least annually as good practice. The exercise will test recognition, communication, access to emergency medication, the 999 call process, positioning of the child, allocation of staff roles and incident recording. No real medication will be administered and no child will be placed at risk. Learning from the exercise will be recorded and used to improve procedures.
26.3 Involvement of pupils, parents/carers and staff
The school will involve pupils with allergy, their parents/carers and, where appropriate, staff with allergy in the development, review and improvement of this policy and relevant individual arrangements. The views of children will be sought in an age-appropriate manner.
26.4 Consent for spare adrenaline devices
Where practicable, the school will seek advance parental/carer consent for the use of spare adrenaline devices. However, lack of prior consent must never delay emergency treatment where anaphylaxis is suspected. In a life-threatening emergency, staff may take reasonable action to save life, including administering a spare adrenaline device.
26.5 Catering and food allergen information
The school and its catering providers will comply with applicable food safety and allergen information requirements. Information about regulated allergens in food will be accurate, clear and accessible. Food provided by the school, a catering provider, breakfast/after-school provision or school-organised events will be managed so that allergen information and cross-contamination controls are in place.
26.6 Complaints and concerns
The school's complaints procedure will provide a route for parents/carers or pupils to raise concerns about a serious allergy incident or a failure to implement agreed allergy safety arrangements. Complaints will be handled in accordance with the school's complaints policy, with serious incidents also subject to the school's incident review arrangements.
26.7 Publication and accessibility
The final approved policy will be published on the school's website and made available in an accessible format. Parents/carers will be informed of the policy and how to access it.
26.8 Governor oversight
The governing body/proprietor will receive appropriate assurance that the policy is implemented, including information about training completion, emergency medication checks, serious incidents and near misses, emergency exercises and identified actions for improvement.
Appendix 1 – One-page anaphylaxis emergency flowchart
	1. RECOGNISE
AIRWAY: throat/tongue swelling, hoarse voice, difficulty swallowing. BREATHING: sudden wheeze, breathing difficulty, noisy breathing, persistent cough. CIRCULATION: dizziness, faintness, pale/clammy, collapse/unconsciousness. A rash does NOT have to be present.



	2. GIVE ADRENALINE
Keep the child where they are. Lay flat with legs raised unless breathing difficulty requires a supported position. Bring medication to the child. Use prescribed adrenaline first if available. If unavailable, misfired, or no prescribed adrenaline exists, use the school's spare AAI. Do not delay.



	3. CALL 999
Say: ANAPHYLAXIS. Request an ambulance. Do not wait for the ambulance before giving adrenaline.



	4. WAIT SAFELY
Keep the child with you. Do not let them stand or walk. Note the time adrenaline was given. If no improvement after 5 minutes and a second device is available, give it.



	5. AFTERCARE
If there are no signs of life, commence CPR. Contact parent/carer. Ensure the child is assessed in hospital. Record the incident and review arrangements.







Appendix 2 – One-page asthma emergency flowchart
	1. RECOGNISE
Coughing, wheezing, breathlessness, tight chest or breathing difficulty may indicate asthma. Follow the child's Asthma Action Plan.



	2. PRESCRIBED INHALER AVAILABLE
Help the child use their prescribed reliever inhaler and spacer exactly as directed by their Asthma Action Plan. Keep the child supervised.



	3. PRESCRIBED INHALER UNAVAILABLE
A school emergency salbutamol inhaler may only be used where the child has been prescribed a reliever inhaler, the required written consent is in place, and the circumstances meet the relevant emergency inhaler guidance. Follow the child's plan.



	4. NO KNOWN ASTHMA / NO PRESCRIBED RELIEVER
Do not use the school emergency inhaler merely because the child is wheezing. If breathing difficulty is severe or deteriorating, call 999. Consider anaphylaxis. If anaphylaxis is suspected, give adrenaline first using the prescribed device or spare AAI.



	5. FOOD ALLERGY + ASTHMA
Sudden breathing difficulty in a child with known food allergy may be anaphylaxis. Never substitute an inhaler for adrenaline. Give adrenaline first if anaphylaxis is suspected.



Appendix 3 – Staff emergency checklist
☐ I know which pupils in my class have known allergy/asthma.
☐ I know where their IHPs/Action Plans can be accessed.
☐ I know where prescribed adrenaline devices and inhalers are kept.
☐ I know where the school's spare AAIs are kept.
☐ I know where the emergency asthma inhaler is kept.
☐ I know that anaphylaxis can occur in a child with no known allergy.
☐ I know that if in doubt I must treat suspected anaphylaxis with adrenaline.
☐ I know to bring medication to the child rather than sending the child for it.
☐ I know to call 999 and state ANAPHYLAXIS.
☐ I know not to let a child with suspected anaphylaxis stand or walk.
☐ I know that a school emergency inhaler is not a substitute for adrenaline.
☐ I know how and where to report a serious incident or near miss.
Appendix 4 – Individual Healthcare Plan checklist
☐ Child name, DOB, class and emergency contacts
☐ Known allergens/triggers
☐ Whether child recognises and can communicate symptoms
☐ Relevant professional Allergy Action Plan and/or Asthma Action Plan attached/referenced
☐ Prescribed medication, prescriber and date
☐ Consent arrangements
☐ Medication storage and access
☐ Allergen avoidance and meal arrangements
☐ PE, playground, clubs and activity arrangements
☐ Educational visit/trip arrangements
☐ Emergency signs and actions
☐ Spare AAI location
☐ Staff who need to know
☐ Impact on learning and wellbeing
☐ Review date and date of last discussion with child/parents
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Appendix 5 – Emergency incident record: minimum information
Child's name and class.
Date, time and location.
What happened and suspected trigger/exposure.
Symptoms observed.
Position of child.
Adrenaline/inhaler/other medication given, by whom and exact times.
Whether a spare AAI was used.
Time 999 was called and ambulance attendance.
Parent/carer notification.
Outcome and hospital attendance.
Immediate actions taken to prevent recurrence.
Whether IHP/Action Plan, training or policy review is required.


Appendix 6A – Governor adoption checklist
☐ School name, policy owner, approval date and review date completed.
☐ Named allergy lead and deputy identified.
☐ Prescribed adrenaline and inhaler storage locations recorded.
☐ Spare AAI locations and quantities recorded and accessible within five minutes.
☐ Emergency asthma inhaler arrangements and written-consent process confirmed.
☐ Individual Healthcare Plan process confirmed.
☐ Annual allergy/anaphylaxis training arrangements confirmed.
☐ Annual simulated anaphylaxis exercise arrangements confirmed.
☐ Allergy risks included on the school risk register.
☐ Catering and food allergen arrangements confirmed with provider.
☐ Educational visit arrangements confirmed.
☐ Incident and near-miss reporting arrangements confirmed.
☐ Parent/carer communication and policy publication arrangements confirmed.
☐ Complaints route confirmed.
☐ Governors have reviewed and approved the policy.
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