
doi: 10.21911/aai.2026.919
Asthma Allergy Immunol 2026;24:x-x

RESEARCH ART ICLE

ASTHMA 
ALLERGY
IMMUNOLOGY
ASTIM 
ALLERJİ 
İMMÜNOLOJİ

1
Copyright © 2026 The Author(s). This is an open-access article published by Turkish National Society of Allergy and Clinical Immunology under the terms of the Creative Commons Attribution 
License (CC BY NC) which permits unrestricted use, distribution, and reproduction in any medium or format, provided the original work is properly cited. No use, distribution or reproduction 
is permitted which does not comply with these terms.

ORCID 	 Muhammed Yusuf Ozan Avcı / 0000-0003-0979-5949, Sukru Nail Guner / 0000-0002-8860-6132

Management of Anaphylaxis in Kindergarten Teachers: 
Comparison Between Face-to-Face and Distance 
Education

Muhammed Yusuf Ozan AVCI1 , Sukru Nail GUNER2 

ABSTRACT

Objective: Anaphylaxis is seen as a growing health problem. Studies indicate that 82% of anaphylactic reactions in children occur during 
the school-age years. In addition, most deaths from anaphylaxis occur in schools. This study aimed to determine the awareness and 
knowledge levels of kindergarten teachers about anaphylaxis, to measure the change in knowledge levels before and after education, and 
to compare the effectiveness of face-to-face and distance education.

Materials and Methods: Two hundred and sixty teachers in kindergartens were included. The participants were divided into two 
groups: the face-to-face training group and the distance training group. The questions were directed at the participants before the 
training, immediately after the training, and in the third and sixth months thereafter. Of the teachers who attended the training, 135 
(51.9%) completed all four questionnaires, 62 (45.9%) received face-to-face training, and 73 (54.1%) received training remotely via a live 
video connection.

Results: There was a significant increase in the correct answers to the questionnaire questions in the diagnosis and treatment steps of 
anaphylaxis after face-to-face and distance education (p<0.01). There was no statistical difference in the number of correct answers 
between the post-training and the third-month questionnaires. At six months, the number of correct answers decreased to the pre-
training level. 

Conclusion: In this study, the awareness of kindergarten teachers about anaphylaxis was found to be insufficient. They could learn 
effective diagnosis and treatment methods with face-to-face and distance education. Remote live videos were as effective as face-to-face 
education, and the training sessions should be repeated every six months.
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INTRODUCTION

Anaphylaxis is a severe systemic hypersensitivity re-
action that can be life-threatening or fatal. The diagno-
sis of anaphylaxis is made through physical examination 
and the history using generally accepted clinical criteria. 
Therefore, when taking the history, the following should 
be carefully questioned: when the event happened, how 
long it lasted, how it happened, whether treatment was ad-
ministered, and possible triggers (1).

The overall incidence rate of anaphylaxis is 49.8 per 
100,000 person-years, while the incidence rate among in-
dividuals aged 0-19 years is 70 per 100,000 person-years 
(2). It has been determined that 12.7% of the cases admit-
ted to public hospitals in Istanbul and diagnosed with 
anaphylaxis were under the age of 10 (3). The most com-
mon cause of anaphylaxis in children is food, accounting 
for 37–85% of cases (4). Insect bites and stings occur in 
5–13% while drug reactions are involved in 5–12% of cases, 
respectively (5). 16–18% of children with food allergies ex-
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perience a reaction at school (6). In addition, 24% of al-
lergic reactions occur in individuals without a history of 
allergy (7).

In a survey conducted with 237 teachers at Yeditepe 
University, only 10% reported that they had heard of the 
epinephrine auto-injector. The survey also revealed that 
no one knew of epinephrine as the first-line drug (8). The 
kindergarten period is when many children are separated 
from their families for the first time. In this situation, a 
kindergarten-age student experiencing anaphylaxis can 
cause panic in the teacher, who may not be prepared to 
address her student’s life-threatening condition. For this 
reason, kindergarten teachers should be educated about 
diagnosing and treating anaphylaxis.

This study aimed to determine kindergarten teachers’ 
knowledge about the diagnosis and treatment of anaphy-
laxis and the effects of face-to-face education (FFE) and 
distance education (DE) on their knowledge levels follow-
ing this instruction. It also aimed to determine the differ-
ence between FFE and DE, and the half-life of knowledge 
with repeated surveys.

MATERIAL and METHODS

This research was carried out in 2021 with the coopera-
tion of Necmettin Erbakan University Meram Faculty of 
Medicine, Department of Pediatric Immunology and Al-
lergy, and the Konya National Education Directorate, in-
cluding all kindergartens in Konya Central districts. The 
study included a total of 790 kindergarten teachers from 
68 states and 43 private kindergartens. Informed consent 
was obtained from all participating teachers. 

To reach the sample size in the face-to-face education 
group, 112 kindergarten teachers were trained by reach-
ing nine kindergartens over four separate days. Due to the 
coronavirus disease 2019 (COVID-19) pandemic, training 
was conducted in appropriate kindergarten areas using 
Microsoft PowerPoint, while following mask and distanc-
ing rules. 

DE was presented to 148 kindergarten teachers select-
ed by the National Education Directorate selected through 
random sampling. The presentation, including the materi-
als used in FFE, was delivered by the person who prepared 
the FFE, live on Turkish Radio and Television, Distance 
Education TV (TRT EBA TV). After the presentation, 
questions were answered live.

A total of 153 teachers voluntarily completed the sur-
veys before the training. After the training, the number of 
teachers who voluntarily completed the surveys was 135. 
When comparing the teachers’ pre- and post-training re-
sponses, each survey was evaluated independently.  We 
acknowledge that limiting the analysis to paired data from 
participants who completed both surveys (n=135) would 
strengthen internal validity. However, due to incomplete 
longitudinal matching, descriptive percentage-based com-
parisons are presented.

The study’s sample size was calculated using the 
G*Power program, accounting for the medium effect size 
(0.5), a 5% margin of error, 95% confidence interval, 95% 
power, and a minimum sample size for the t-test in depen-
dent groups. The calculation determined that at least 54 
participants were needed for each group in order to reduce 
the cluster effect, and the goal was to reach at least twice 
the number of teachers for the sample size, compared to 
the original calculation. All teachers working in the kin-
dergartens designated for FFE that day were included in 
the study. The study was terminated when the targeted 
sample size was reached.

Participants were randomly assigned to either the face-
to-face education group or the online education group 
using simple randomization to ensure comparability be-
tween the groups.

Teachers who had been actively working in kinder-
gartens during the study period and voluntarily agreed to 
participate were included in the study. Teachers who did 
not agree to participate in the study, who did not complete 
the training, or who failed to complete the questionnaire 
were excluded.

Kindergarten teachers who participated in the train-
ing, namely FFE and DE, were included in two separate 
groups. Participants were asked to fill out the same ques-
tionnaires three and six months after the training. Just be-
fore and immediately after each training, the participants 
were asked to complete the questionnaire prepared with 
Google Forms. There were 30 questions in the question-
naire (Appendix 1). Most of the questions were adopted 
from a study by Ercan H, et al., which was conducted with 
primary school teachers (8). The questions were asked as 
multiple choice, short answers, checkbox, and ranking 
forms. For example, in the question, “Indicate the order of 
action in the event of a serious allergic reaction (anaphy-



3

Avcı MYO, Guner SN

Asthma Allergy Immunol 2026;24:x-x

laxis),” participants were asked to put the randomly listed 
eight-item procedures in the correct order to evaluate 
the correct approach in case of a serious allergic reaction. 
Examples were provided to demonstrate how to respond. 
Two actions were predetermined to have the correct re-
sponse as “never.” These two actions were: “I would take 
them to the hospital immediately without doing anything” 
and “I would give them fluids orally.” For the remaining 
six actions, participants were asked to rank them correctly 
in order of priority according to the sequence specified 
in the training. The first correct choice was accepted as “I 
check their vital signs and breathing.”. The second correct 
choice was accepted as “I lay them flat on their back on 
a firm surface” or “I help them sit upright,” as indicated 
in the trainings. The third correct choice was accepted as 

“I elevate their legs.”. The fourth and fifth correct choices 
were accepted as “I administer the epinephrine auto-in-
jector” and “I call 112,” respectively.  Scores were calcu-
lated by awarding 1 point for each correctly placed step 
according to the predetermined criteria from the trainings, 
resulting in a total score.

The information on the identity, age, and sex of the 
teachers participating in the study was kept confidential. 
The teachers were assigned the three-letter name codes 
that they determined, and the answers given were evalu-
ated based on these codes.

Statistical Analysis

The SPSS 28.0 statistical analysis program was used for 
the evaluation of the data, while GraphPad Prism 6.0 was 
used for the design of the graphs. Chi-square or Fisher’s 
exact probability test was used to compare the frequencies 
of categorical data. Numerical data conforming to the nor-
mal distribution were given as mean ± standard deviation, 
and those not conforming to the normal distribution were 
given as the interquartile range (IQR).

Student’s t-test was used to compare the means of the 
data with a normal distribution, and the Mann–Whitney 
U test was used to compare the means of the data that did 
not fit the normal distribution. The McNemar and Wil-
coxon tests were used to compare the rates obtained in re-
peated measurements. Cases with a P-value less than 0.05 
were considered statistically significant.

RESULTS

The professional teaching period of teachers included 
in the study was 14.1 ± 5.7 (10–18) years, 14.5 ± 5.9 (10–18) 
years for those with FFE, and 13.8 ± 5.7 (10–18) years for 
those with DE (p = 0.43). Fifty-one (33.3%) teachers stated 
that they did not have a history of allergies in their families, 
nor did they have one themselves. Sixty-one (39.9%) stat-
ed that they or their family members had rhinitis (allergic 
rhinitis). The differences in knowledge between teachers 
with and without a history of allergies were not compared. 
This comparison could be the subject of another study. 
Furthermore our study found that there were no teachers 
with prior experience in managing an anaphylaxis case.

Table I provides information on the questions asked 
about whether there is an action plan for anaphylaxis and 
the availability of drugs that can be used in the kindergar-
tens where the participants work. It also addresses whether 
exercise is one of the causes of severe allergic reactions.

The distribution levels of those who answered “yes” to 
the questions about allergic reactions in the groups receiv-
ing FFE and DE are shown in Table II.

Five (3.3%) of the 153 teachers who filled out the ques-
tionnaires stated that there was an action plan for anaphy-
laxis, while two (1.3%) stated that the medications to be 
used in case of anaphylaxis were available, at their schools.

Table I: Answers to the questions about allergic reaction of FFE and DE groups at before education and after education of the first 
visit

Survey questions Face-to-face education   n= 67 n (%) Distance education   n= 86 n (%)
Yes No I don’t know Yes No I don’t know

Does your school have an action plan to use in 
case of a serious allergic reaction?

2 (3) 16 (23.9) 49 (73.1) 3 (3.5) 26 (30.2) 57 (66.3)

Do you think exercise is one of the causes of 
serious allergic reactions?

3 (4.5) 24 (35.8) 40 (59.7) 1 (1.2) 25 (29.1) 60 (69.8)

Are there any medications that can be used in 
case of a serious allergic reaction at your school?

1 (1.5) 29 (43.3) 37 (55.2) 1 (1.2) 32 (37.2) 53 (61.6)
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ing before the education, which increased to 96.8% after 
the training. Similarly, in the DE group, the rate of the BE 
group was 70.9%, rising to 91.8% after the training.

Seventy-eight (50.98%) teachers who responded to the 
question “How would you react in case of a possible life-
threatening allergic reaction?” in BE and AE stated that 
they felt inadequate in handling the intervention and were 
afraid of encountering it. Four (2.61%) were concerned 
about the intervention. In the AE group, 72 (53.3%) of the 
respondents stated that they were knowledgeable about 
the intervention and believed that they would do it cor-
rectly, while no participant expressed a lack of knowledge 
that would lead to incorrect application.

In response to the question, ‘Indicate the order of 
action in the event of a severe allergic reaction (anaphy-
laxis),’, the participants’ scores reflecting the correct ap-
proach were compared between the FFE and DE phases, as 
well as at the third and sixth months (Figure 1). It was ob-
served that the number of correct answers increased sig-
nificantly in both the FFE and DE groups (p<0.01). While 
no significant difference was found between the number 

Before the education, 115 (75.2%) teachers reported 
they did not receive training on anaphylaxis, while 20 
(13.1%) reported receiving training through social media 
before.

In Table III, a comparison of the four questions asked 
to measure the participants’ knowledge of the question-
naires made just before and immediately after the train-
ing is presented. Correct answers are shown in the table. 
There was a significant increase for all four questions; 
however, no significant difference in effectiveness of the 
training was observed.

Teachers were asked about any serious allergic reaction 
symptoms they knew of before education (BE) and after 
education (AE) responses are shown in Table IV. While 
136 (88.9%) teachers marked rash on the skin, the least 
marked symptom was headache (21 teachers, 13.7%). In 
the AE group, 131 (97%) teachers marked skin rash, while 
58 (42.9%) marked headache. While 25.4% of teachers in 
the BE group selected vertigo in the questionnaire, this in-
creased to 93.7% after training. Among teachers who re-
ceived FFE, 70.1% were aware of the symptoms of wheez-

Table II: Distribution levels of those who answered “yes” to the questions about allergic reaction in face-to-face and distance edu-
cation groups

Survey questions Face-to-face education
n=67 n (%)

Distance education
n= 86 n (%)

Total
n= 153 n (%)

Do you know what the symptoms of a serious allergic reaction are? 57 (85.1) 72 (83.7) 129 (84.3)
Do you know which of your students have allergies? 41 (61.2) 66 (76.7) 107 (69.9)
Have you ever heard of epinephrine (adrenaline) as a medicine? 17 (25.4) 40 (46.5) 57 (37.2)
Have you heard of an auto-injector? 14 (20.9) 22 (25.6) 36 (23.5)
Have you seen someone who has had a serious allergic reaction? 15 (22.38) 20 (23.25) 35 (22.8)
Do you know how to use the auto-injector? 5 (7.5) 10 (11.6) 15 (9.8)
Have any of your students ever had a serious allergic reaction? 3 (4.47) 3 (3.4) 6 (3.9)

Table III: Correct answers and comparisons before and after the training on drug use

Survey questions

Face-to-face education Distance education
Before 

education
n=67 n (%)

After 
education

n=62 n (%)

Before 
education

n=86 n (%)

After 
education

n=73 n (%)

Before 
education

p

After 
education

p
Should she/he wear something that alerts others? 63 (94) 62 (100) 76 (88.4) 69 (94.5) 0.357 0.082
In which area should the auto-injector be applied? 12 (17.9) 61 (98.4)* 19 (22.1) 70 (95.9)* 0.663 0.347
How should adrenaline be administered? 5 (7.5) 59 (95.2)* 6 (6.9) 64 (87.7)* 0.574 0.22
What is the first drug to be used? 4 (6) 59 (95.2)* 10 (11.6) 73 (100)* 0.357 0.094

*p< 0.01; **p< 0.05 Comparison of education methods before and after education
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ing. Throughout these phases, there was no difference in 
the number of correctly answered questions between the 
FFE and DE groups (p=0.51).

Regarding teaching time and the number of correct 
answers, no relationship was found between BE and AE, 
at the third month, and at the sixth month, except for 
the third-month answers of FFE (r=0.28, p=0.04). It was 
observed that at the third month in FFE, the number of 
correct answers decreased as the duration of teaching in-
creased.

Strengths and Limitations

In our literature review, we did not identify a study that 
previously provided both face-to-face and distance edu-
cation on anaphylaxis. Moreover, no study followed the 
results of such long-term education. We highlight this as 
the strongest feature of our study. At the same time, we 
could not find an international scale to measure teach-
ers’ knowledge on this subject. From another perspective, 

Table IV: Comparison of severe allergic reaction symptoms and responses marked in the questionnaire by teachers between FFE 
and DE

Question: What are the symptoms of a serious allergic reaction that you know of?

Options
Face-to-face education Distance education

Before education
n=67 n (%)

After education
n=62 n (%)

Before education
n=86 n (%)

After education
n=73 n (%)

Headache 9 (13.4) 31 (50)* 15 (17.4) 27 (37)*
Dizziness 17 (25.4) 58 (93.5)* 25 (29.1) 61 (83.6)*
Fainting 21 (31.4) 59 (95.2)* 26 (30.2) 72 (98.6)*
Skin rash 63 (94) 60 (96.8) 73 (84.9) 71 (97.3)*
Wheezing 47 (70.1) 60 (96.8)* 61 (70.9) 67 (91.8)*
Diarrhea 27 (40.3) 51 (82.3)* 31 (36) 42 (57.5)*
Stomachache 28 (41.8) 57 (91.9)* 36 (41.9) 61 (83.6)*
Tachycardia 30 (44.8) 47 (75.8)* 44 (51.2) 48 (65.8)**
Bradycardia 9 (13.4) 29 (46.8)* 18 (20.9) 27 (37)*
Fear or panic 10 (14.9) 25 (40.3)* 14 (16.3) 18 (24.7)
Vomiting 29 (43.3) 60 (96.8)* 47 (54.7) 61 (83.6)*
Shortness of breath 45 (67.2) 61 (98.4)* 57 (66.3) 66 (90.4)*
Cough 27 (40.3) 43 (69.4)* 37 (43) 53 (72.6)*
Temperature rise 14 (20.9) 30 (48.4)* 20 (23.3) 18 (24.7)
Hypotension 11 (16.4) 29 (46.8)* 16 (18.6) 19 (26)
Hypertension 11 (16.4) 25 (40.3)* 15 (17.4) 13 (17.8)
Sweating 33 (49.3) 38 (61.3)* 36 (41.9) 28 (38.3)

*p<0.01; **p<0.05 Comparison of education methods before and after education

Figure 1: Number of correctly answered questions about the 
procedures to be performed during anaphylaxis
BE: Before education, AE: After education

of correct answers in the third month of AE and the over-
all AE period, it was observed that the number of correct 
answers decreased to the level of BE six months after train-
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whose students had previously experienced severe allergic 
reactions and those whose students had not. Therefore, 
we want to emphasize that education is important regard-
less of experience. While 75.2% stated that they had not 
received training related to anaphylaxis before, 13.1% stat-
ed that they had received training through social media. 
While 51% of the teachers who participated in the study 
stated that they had insufficient knowledge of interven-
tion and were afraid of encountering the condition BE, 
this rate decreased to 2.2% after the training. Similarly, AE, 
the percentage of teachers who believe they have sufficient 
knowledge and can intervene correctly regarding anaphy-
laxis increased from 2.61% to 53.3%.

The most critical treatment step in anaphylaxis is the 
administration of epinephrine as quickly as possible and 
at the correct dose (9). However, the majority of the teach-
ers (76%) reported that they had not heard of an epineph-
rine auto-injector before. Additionally, a low rate (9.1%) 
reported that epinephrine should be used as the first drug 
in the case of anaphylaxis. Similarly, in a study conducted 
at Yeditepe University, only 10% reported that they had 
heard of epinephrine auto-injectors, while none stated epi-
nephrine as the first drug to be used (8). These data show 
that in situations requiring urgent intervention, such as 
anaphylaxis, our teachers lack sufficient knowledge, high-
lighting the need for training. We recommend incorpo-
rating simulation-based training or practical applications 
into future research or educational programs (12).  

It was observed that the teachers incorrectly identified 
certain findings as allergy symptoms (Table IV). A study 
showed that clinicians could diagnose the symptoms 
much more easily with better education. No significant 
difference between the FFE and DE methods was observed.

Mortality due to allergic reactions occurs in schools, 
where the cause of death is attributed to delays in epineph-
rine administration (9,13). Although it is alarming that 
delays in epinephrine administration may result in death, 
its practical and rapid application is advantageous (9,14). 
This requires schools to be involved in managing children 
with potentially life-threatening allergies (14,15). In this 
study, only 3.3% of the teachers stated that there is an ac-
tion plan to be used in case of a serious allergic reaction in 
schools, and 1.3% stated that the drugs to be used in such 
a situation are available in their schools.  Studies recom-
mend the availability of spare epinephrine auto-injectors 
at all schools (15). We recommend providing training, 

we interpreted the lack of a scale as both a strength and a 
weakness of our study.

Teachers were not asked if they or their families had a 
history of anaphylaxis. We consider this a limiting factor 
as well.

Our literature review for the questions we asked the 
teachers did not reveal any internationally valid question-
naires. Therefore, we were unable to subject our question-
naire to validity and reliability tests.

Although it was not reflected in the results of our study, 
conducting face-to-face education during the COVID-19 
pandemic was very challenging for us.  The situation made 
the study more valuable for our research purposes.

DISCUSSION

Anaphylaxis is a life-threatening clinical condition 
that requires immediate intervention and can be treated 
quickly with sufficient knowledge (1,9). In our society, the 
process by which the mother and child are separated for 
the first extended period begins with kindergarten edu-
cation. During this period, the families and teachers, es-
pecially children with a previous history of allergy have 
insufficient information about what to do in case of seri-
ous reactions, which causes concern. This study aimed to 
determine the level of knowledge of kindergarten teachers, 
who may encounter students with anaphylaxis symptoms, 
regarding the recognition and treatment of anaphylaxis; to 
compare FFE and DE methods; and to determine the half-
life of knowledge with repetitive questionnaires. A pilot 
study by Faqerah et al. shows that simulation-based train-
ing can improve school staff’s knowledge and attitudes to-
ward anaphylaxis management (10).

It was observed that kindergarten teachers lacked the 
knowledge to diagnose and treat the symptoms of anaphy-
laxis. Most were not aware of epinephrine treatment be-
fore; and they did not have the self-confidence to perform 
emergency first aid in case of an anaphylactic reaction. In 
addition, almost all participants stated that their school 
did not have a first aid kit or an action plan for anaphylaxis 
intervention. Yildirim and Haney’s study found that com-
bining food allergy and anaphylaxis management training 
in schools significantly increased self-efficacy levels (11).

The results showed that only 3.9% of teachers had stu-
dents who experienced a severe allergic reaction. No dif-
ference in knowledge level was observed between teachers 



7

Avcı MYO, Guner SN

Asthma Allergy Immunol 2026;24:x-x

How does this study impact current management guidelines?
Either face-to-face or distance education of the teachers will en-

hance awareness of anaphylaxis. Consequently, this promotes early 
diagnosis and appropriate and urgent therapies, resulting in favor-
able outcomes, and thereby will prevent unexpected mortality and 
morbidity in children.
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preparing an action plan, and ensuring the availability of 
epinephrine auto-injectors.

Participants were asked about actions that should or 
should not be taken in case of a serious allergic reaction. 
The scores were compared (Figure 1) when the order of 
the procedure and the “dos and don’ts” were stated cor-
rectly. There was a significant increase in the scores after 
AE. The BE knowledge levels of the teachers, who took 
FFE and DE, were similar. No significant difference be-
tween the surveys conducted immediately after the train-
ing and those at the end of three months was observed. 
The six-month survey data regressed to the level before 
the training. Both DE and FFE showed similar features. In 
another study, it has been shown that DE is as effective as 
traditional methods in increasing knowledge immediately 
after training, when training healthcare professionals (16).

In conclusion, this study has shown that DE is as ef-
fective as FFE and that teachers can recognize and man-
age the diagnosis and treatment of anaphylaxis. The DE 
method, which has advantages such as facilitating mass 
education, providing standards in education programs, 
reducing the cost of education, increasing the quality of 
education, and providing first-hand information, can also 
be used for diagnosis and treatment training for anaphy-
laxis. The study by Emeksiz et al. evaluated the anaphylax-
is management and adrenaline auto-injector application 
skills of pediatric residents, noting that training improved 
application ability but that the duration of the effect of a 
single training session could not be assessed (17). How-
ever, in our study, we also obtained data on the half-life 
of knowledge through repeated questionnaires. Therefore, 
on-the-job training should be repeated every six months 
in order to keep anaphylaxis knowledge up-to-date.
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Key Message
What is already known about this topic?
Anaphylaxis is a life-threatening clinical condition that requires 

immediate intervention and can be treated quickly with sufficient 
knowledge. Most deaths from anaphylaxis occur in schools because 
kindergarten teachers lack sufficient knowledge of anaphylaxis.

What does this article add to our knowledge?
Distance education is as effective a method as face-to-face edu-

cation for anaphylaxis management. Moreover, the educational 
content should be updated every six months. This integrated ap-
proach will lead to rapid and cost-effective training.
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Appendix 1:
Questionnaire form

1.	 Do you agree to voluntarily participate in this survey study?*
	  I agree

2.	 Can you write the last 4 digits of your phone number and the initials of your name / name-surname?* 

3.	 Cell Phone Number *

4.	 What type of education are you involved in?*
	  Distance education
	  YüzFace-to-face education

5.	 Which questionnaireare you filling out?*
	  Before education
	  Immediately after education 
	  3 months after education 
	  6 months after education

6.	 The name of the kindergarten you work at *

7.	 How long have you been a teacher?*

8.	 Do you or your family have a known history of allergic disease? If yes, tick which one.*
	  Nope
	  Allergic rhinitis
	  Asthma
	  Food allergy 
	  Eczema - skin allergy
	  Drug allergy

9.	 What would your approach be in the event of a possible life-threatening allergic reaction?*
	  I amwell informed about the intervention and I believe I will do it the right way.
	  I am well informed about intervention, but I am worried that I will be able to respond effectively.
	  I am well informed about the intervention, but I fear that I will panic when faced with a problem.
	  I feel inadequate to intervene and afraid to encounter.
	  I don’t know how to intervene, I avoid intervention because I fear legal responsibility.

10.	Have any of your students ever had a serious allergic reaction?*
	  Yes
	  No

11.	Have you seen someone who has had a serious allergic reaction?*
	  Yes
	  No

12.	Do you know which of your students have allergies?*
	  Yes, all of them
	  Of somes
	  No

13.	Have you been informed about anaphylaxis before?*
	  Yes
	  No

14.	If you were informed, how were you informed? (You can mark more than one option)*
	  Video training 
	  Seminar
	  Social media 
	  Booklet
	  I was not informed 
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15.	Does your school have an emergency kit that you can intervene in an emergency??*
	  Yes
	  No
	  I don’t know

16.	What kind of substances can cause severe allergic reaction? (You can tick more than one.)*
	  Mite
	  Insect bite
	  Drugs
	  Animal fluff 
	  Pollen 
	  Food and beverage
	  I don’t know

17.	What type of foods can cause a serious allergic reaction?( You can tick more than one.)*
	  Fish
	  Wheat 
	  Strawberry 
	  Tomatoes
	  Meat
	  Sweetcorn
	  Rice 
	  Milk
	  Sesame 
	  Peanut 
	  Egg

18.	Do you think exercise is one of the causes of serious allergic reactions?*
	  Yes
	  No
	  I don’t know

19.	Do you know what the symptoms of a serious allergic reaction are?*
	  Yes, I know 
	  I know some
	  No, I don’t know

20.	What are the symptoms of a serious allergic reaction that you know of? (You can mark more than one option.) *
	  Headache
	  Dizziness
	  Fainting 
	  Runny nose
	  Skin rash
	  Wheezing
	  Diarrhea
	  Stomachache
	  Tachycardia  
	  Bradycardia
	  Fear or panic
	  Vomiting
	  Shortness of breath
	  Cough
	  Temperature rise
	  Hypotension
	  Hypertension
	  Sweating



11

Avcı MYO, Guner SN

Asthma Allergy Immunol 2026;24:x-x

21.	What is the initial drug to be used in the event of a life threatening allergic reaction?*
	  Antihistamines (allergy medicines) 
	  Epinephrine-adrenaline
	  Cortisone
	  Inhaling drugs (Salbutamol inhalation) 
	  No idea

22.	Should children with serious allergies wear something alerting others to their allergy?*
	  Yes
	  No

23.	Does your school have an action plan to use in case of a serious allergic reaction?*
	  There are
	  Not
	  I don’t know

24.	Are there any medications that can be used in case of a serious allergic reaction at your school?*
	  There are
	  Not
	  I don’t know

25.	Have you ever heard of epinephrine (adrenaline) as a medicine?*
	  Yes
	  No

26.	How should adrenaline be administered?*
	  No idea
	  Intravenous 
	  Subcutaneous
	  Intramuscular

27.	Have you heard of an auto-injector?*
	  Yes
	  No

28.	Do you know how to use the auto-injector?*
	  Yes
	  No

29.	In which area should the auto-injector be applied?*
	  Shoulder area 
	  Side of the hip 
	  Side of the thigh

30.	Indicate the order of action in case of a serious allergic reaction (anaphylaxis). (First mark the action you want to do as ‘1’, then mark 2-3... 
in order of priority.)*

Never 1 2 3 4 5 6 7

I call 112 emergency service        

I check her/his vital signs and breathing        

I’ll take you to the hospital right away without doing anything.        

I’ll lift your legs up        

I apply the epinephrine auto-injector        

I make her/him sit        

Lays on the back flat on the floor        

I make him/him take fluids by mo        


