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Despite there being a lack of direct evidence of the
effectiveness of providing emergency inhalers to schools,
the balance of evidence at present suggests the benefits
outweigh any possible harm. However, unless UK
prescribing law or its interpretation is changed, this will
remain an action which opens teachers, nurses, and
doctors to possible legal and professional sanctions, and
may nullify their institutional or professional indemnity. As
a consequence, provision will remain patchy and research
into the value of emergency inhalers will be inhibited. A
position statement from one or more responsible
organisations such as the Royal College of Paediatrics
and Child Health, the British Thoracic Society, or the
British Paediatric Respiratory Society could persuade a
reassessment from the Medicines Control Agency. This
is also an issue which could be addressed in the
forthcoming National Service Framework for children.
..........................................................................

A

pproximately 20 children of school age die
each year from asthma in England and
Wales.1 An important aspect of management is prompt and appropriate treatment of an
acute attack. Much attention has been given to
education of parents and young people in the
emergency management of attacks, but less to
schools where children spend a considerable
proportion of their waking lives. A number of districts in the UK have introduced asthma policies
for schools, which include the supply of emergency inhaler kits for the treatment of any child
who develops an acute attack of breathlessness.
This paper describes attempts to introduce
such a policy and the legal difficulties which ultimately prevented us from supplying emergency
inhalers to schools. We then review the literature
on the effectiveness of emergency inhalers, and of
wider aspects of asthma policies in schools. We
comment on the legal position, and conclude by
discussing whether the evidence justifies changes
to the way prescribing law is applied.
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NORFOLK SCHOOLS ASTHMA POLICY
In 1998 a local health and education initiative
began to develop an asthma policy for schools
which would cover prevention, management of
chronic symptoms, and recognition and management of acute exacerbations. The initiative was
supported by health professionals, teachers, all
local NHS bodies, and the local education authority. Although the policy recommended that
children used their own inhalers wherever possible, one aspect was the supply to schools of an

unnamed metered dose inhaler of a β agonist
bronchodilator and an appropriate spacer device
for the emergency treatment of attacks of wheeze
or breathlessness. The rationale for supplying an
emergency inhaler is that children may not have
their own inhalers readily available, their inhalers
may be an inappropriate formulation for treating
severe wheeze, or their attack of wheeze may be
unexpected. Schools were to be offered training in
the recognition of symptoms of an acute attack,
and given advice about administering 10 puffs of
inhaler over 10 minutes, monitoring response,
and seeking emergency medical attention.
The supply of an emergency inhaler was
considered a key part of the policy, not purely
because prompt treatment should reduce
morbidity—and might even save a life—but
because it added credibility to the overall policy.
One of the chief anxieties of teachers is about
children having untreated severe acute attacks.2
Without a means of treating these rare emergencies, teachers might have less faith in other
aspects of the policy designed to improve day to
day management for the majority of children.
All parties to the policy, including the local
education authority, supported the provision of
emergency inhalers, but were concerned about
how this could be implemented legally. Our own
legal advice concluded that although supplying
unnamed bronchodilator inhalers to schools was
outside the law, and any doctor doing this would
be open to the full sanctions of the General Medical Council, the likelihood of any action against
the doctor or their employers was extremely low
because the policy had been introduced openly,
agreed locally, was based on evidence of effectiveness, seen as good practice, and the balance of
risks was strongly on the side of overall benefit.
Around this time the Crown report advised on
the prescription and supply of medications to
unnamed patients under a protocol.3 4 We felt that
the supply and use of emergency inhalers in
schools might be considered under this guidance.
However, the subsequent government guidance
explicitly excluded non-health professionals as
being able to administer medications without a
named prescription.5 We sought clarification from
the Department of Health; the Medicines Control
Agency replied constructively, but nevertheless
pointed out that what we were proposing was
unlawful and could not be countenanced.

LITERATURE REVIEW
We searched the literature for publications relating to the effectiveness of emergency inhalers,
experience in using asthma policies in schools,
and supply of emergency inhalers to schools. We
searched the Medline database via Ovid (1966–
2002) and through PubMed on the Internet. We

Arch Dis Child: first published as 10.1136/adc.88.5.386 on 1 May 2003. Downloaded from http://adc.bmj.com/ on January 20, 2021 by guest. Protected by copyright.

Emergency asthma inhalers in school

Emergency asthma inhalers in school

Effectiveness of metered dose inhalers in treatment of
acute asthma
Short acting inhaled β agonist bronchodilators are the first
line treatment of choice for acute attacks of asthma in
childhood.6 β Agonist bronchodilators taken by metered dose
inhaler are not associated with serious adverse effects
compared with oral or nebulised use of these drugs.7 Metered
dose inhalers with an appropriate large volume spacer device
are as effective, if not more so, than nebulised bronchodilators
in improving both short term lung function8 and longer term
measures of recovery.9 A recently updated Cochrane review
including data from trials involving 880 children found that
treatment with β agonists from a metered dose inhaler with a
holding chamber produced outcomes that were at least equivalent and may have some advantages over nebuliser delivery
in acute asthma.10 They commented that most trials took place
in hospital and that further research is needed to confirm
whether these findings are applicable in community settings.
The current UK guidelines on the community treatment of
mild to moderate acute attacks in young children call for up to
10 puffs of inhaled β agonist bronchodilator through a
metered dose inhaler with spacer.6
Effectiveness of school asthma policy
Many studies have described the lack of knowledge of teachers and poor coordination of care for asthmatic children in
schools.2 11–16 Most of these papers have concluded that a
formal asthma policy for schools was required. However, a
randomised intervention study of the effectiveness of introducing a schools asthma policy showed little effect on asthma
morbidity in children, although teachers’ understanding and
management of asthma did improve.17
Effectiveness of emergency inhalers in school
There are no randomised trials to our knowledge on the
effectiveness of emergency inhalers in a school setting.
However, there are published guidelines on asthma policies for
schools from Australia and New Zealand, which include the
provision of an emergency “first aid” kit consisting of a metered
dose inhaler of a bronchodilator and a spacer device.18 Asthma
crisis management is reported to have improved after a training
programme in Australia which included the provision of emergency inhalers.19 Ten per cent of asthmatic children are reported
to have needed emergency treatment in this study, although it
is not clear whether the emergency inhaler supplied as part of
the school’s first aid kit was used on each of these occasions. An
evaluation of the use of emergency inhalers in a UK district
which had issued these to schools, published in abstract form,
found that the inhaler had been used in over 50% of schools,
and had been used more than once in over a third of schools.20
Responses from parents and staff had been positive, although
no data on morbidity were reported.
Introduction of emergency inhalers to schools
In Newcastle, Australia, over 90% of schools included an
emergency inhaler and spacer in their school first aid kit after
a series of training seminars.21 This presumably reflects the
adoption of the Australia and New Zealand Thoracic Society
policy on asthma management in schools.18 In the UK we
believe the first scheme for providing emergency inhalers to
schools was in Southampton22; two other centres, Cornwall
and North Staffordshire, have also reported their
experience.23 24 All these papers stress the importance of
setting the provision of emergency inhalers in the context of
an overall asthma policy for schools, the need for a running
programme of training and updating for teachers, and the

relative safety of emergency generic bronchodilator treatment
in breathless children. No adverse effects are described,
although a theoretical concern is that children may be less
likely to carry their own inhaler if an emergency inhaler at
school is available.

THE LAW
The law is straightforward. Inhaled bronchodilators are
prescription only medicines. Under the 1968 Medicines Act
these can only be supplied in accordance with a doctor’s prescription to a named patient. It is on this basis that the supply
to a school for use in an emergency and any subsequent
administration would be illegal.
The recommendations of the Crown Report4 and their subsequent adoption by the government5 cover the supply and
administration of medicines to patients who may not initially
be identified. Clear guidance is given about what needs to be
included in protocols, formally known as patient group directions, in order for medicines to be administered. School policy
and training materials could easily include all the mandatory
information needed for an approved group protocol, such as
descriptions of the patients included and excluded from the
instructions, the circumstances under which the medicine
should be administered, adverse reactions, and follow up
actions, but the law excludes non-health professionals.
The options are therefore:
• To supply emergency inhalers to schools anyway, providing
clear guidance and ongoing training and advice, with a
paediatrician or public health doctor taking clinical responsibility. This is not permissible legally but is unlikely to
result in any sanctions.
• To write a patient group direction for emergency inhaler use
for situations where a recognised health professional such as
a nurse is always on site. This is impractical for most schools,
but might be possible in some larger secondary schools and
independent schools where a school nurse is employed.
• To compile a list of all asthmatic children in the school and,
with their parent’s and general practitioner’s agreement, to
issue a mass prescription and clear instructions for these
named children. This would be analagous to current
arrangements for any emergency treatment, but would
bring all the named children into the provisions of a single
health care plan.25 It would require a high degree of
bureaucracy, and is still not strictly within the law. It also
assumes we can identify all children likely to have an acute
attack of asthma, which manifestly we can not.
• To arrange for general practitioners to supply an extra
inhaler of the child’s usual bronchodilator to be held by the
school for use in an emergency when they do not have their
own. This would require an individual health care plan for
each child and would be a logistic nightmare for schools
who would be holding large numbers of different named
inhalers, some of which may not be appropriate for use in
an acute attack (for example dry powder inhalers).
In our view none of these are realistic or desirable. Districts
wishing to implement a policy of supply of emergency inhalers to schools have no real option of working within the law.
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identified further references from these papers. We searched
the Cochrane database. We used our personal knowledge of
the literature and papers identified by us in developing the
asthma policy. We consulted expert colleagues.
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