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FULWELL INFANT SCHOOL ACADEMY

OVER-ARCHING MEDICAL PROCEDURES POLICY
Including sub-policies for:
First Aid Procedures PolicyAccident
‘Reporting Policy
_Administration of Medicine (inc. practical advice on Asthma, Epilepsy,Diabetes and
Anaphylaxis) Policy
‘Head Lice & Contagion Control PolicyPandemic
Policy
.Drug Policy
AIDS & HIV Infection Policy

Many of the policies regarding the wellbeing of pupils and staff overlap into different areas. It is
therefore considered good practice to have all medicalrelated policies fogether under one umbrella.

The Academy will comply with all relevant statutory guidance and legislation.

Where non-statutory guidance is adapted to local circumstances, the rationale
will be documented and approved by Governors.

This Policy was updated July 2026

FIRST AID PROCEDURES POLICY
Introduction:

This Policy outlines Fulwell Infant School Academy's responsibility to provideadequate and
appropriate first aid to pupils, staff, parents and visitors and theprocedures we have in place to
meet that responsibility. The Policy is reviewed periodically and updates applied as necessary.
The Policy has been compiled with observance and reference to the followingadvice:
Department for Education (DfE) Guidance:
e First Aid in Schools, Early Years and Further Education (February 2024)
e Supporting Pupils at School with Medical Conditions

Department for Education (updated guidance currently in force)
e Statutory Framework for the Early Years Foundation Stage (January 2024)
e Guidance on the use of emergency salbutamol inhalers in schools
e Guidance on the use of emergency adrenaline auto-injectors in schools

This policy also reflects:

* Health and Safety at Work etc. Act 1974

* Health and Safety (First Aid) Regulations 1981

* Management of Health and Safety at Work Regulations 1999

* Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013
- Equality Act 2010

* Children and Families Act 2014

* SEND Code of Practice 2015

* Human Medicines (Amendment) Regulations 2014



* Human Medicines (Amendment) Regulations 2017
* Working Together to Safeguard Children (current version)
* UKHSA Health Protection in Children and Young People Settings.

Aims of the Policy:
» To identify the first aid needs of the school in line with the Health and Safety (First-Aid)
Regulations 1981, the Management of Health & Safetyat Work Regulations 1999.
> To ensure that first aid provision is available at all times while people areon the school
premises, and also off the premises whilst on school visits.
Objectives:
> To appoint the appropriate number of suitably trained people as Appointed Persons and
First Aiders to meet the needs of the school;
> To identify training needs and ensure monitoring of the procedures takesplace;
» To provide sufficient and appropriate resources and facilities for theadministration of
first aid;
> To inform staff and parents of the schools first aid arrangements;
> To keep appropriate first aid/accident records as advised by the Trust's Health and
Safety Adviser or the Local Authority Health and Safety Adviser, where applicable., with
particular consideration of theHSE regulations of RIDDOR (Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations - 2013).
Duties of the Head Teacher & Trust:
Trustees and Governors, with delegated authority to the Headteacher, are responsible for
ensuring the health and safety of their employees and anyoneelse on the premises is
appropriately managed at all times. This includes all staff within school, the pupils and visitors
where appropriate (including contractors on site).

They must ensure that Risk Assessments are undertaken to identify potential risks and
implement suitable controls wherever possible, and that appointments,training and resources for
first aid are appropriate and in place. They should also ensure that the school is appropriately
covered for claims arising from actions of their staff acting within the scope of their
employment.

The Headteacher is responsible for putting this policy into practice and fordeveloping
detailed procedures in consultation with Senior Management personnel. The Policy should be
made available to all staff as part of ongoingpolicy implementation and to parents upon
request.

Teachers and all support staff are expected to do all they can to secure thewelfare of the pupils in
their care.

Minimum First Aid Provision:

As per the department for education (DFE) guidance, the minimum first aid provision is considered:
* A suitably locked first aid container
= Anappointed person to take charge of first aid arrangements
* Information for employees on first aid arrangements

This minimum provision MUST be supported with a Risk Assessment tfodetermine any

additional provision.

First-aid provision must be available at all fimes while people are on the schoolpremises, and

also off the premises whilst on school visits.

In conjunction with the First Aid Policy, the school must also be able to offer Health & Safety



guidance stating specific arrangements for first aid, based ona risk assessment of the school,
which will cover:

The number of First Aiders / Appointed Persons;
The number and locations of first-aid containers;

Arrangements for off-site activities
Out of hours arrangements e.g. After School Clubs, Rainbow Club orParents Evenings

(See Staff Handbook and other Policies/Risk Assessments e.g. School Visits)

What is the interpretation of a First Aider & what are their main duties?

First Aiders must complete a training provided by a competent training provider that meets
current HSE requirements. They must hold a valid certificate of competence verifying their
authority to administer first aid.

The designated First Aider for Fulwell Infant School Academy is Ms C Middleton.

In accordance with the EYFS statutory framework, at least one staff member with a current
paediatric first aid certificate must be on the premises at all times when children aged 0-5
are present, and on every outing.

The academy will ensure that sufficient staff with current Paediatric First Aid qualifications
are available to meet EYFS requirements and local risk assessments.

While PFA training is not statutory for children aged 5 and above, the school ensures
appropriate first aid provision for all pupils, and staff in lower primary years are encouraged
to hold PFA certification.

Training Requirements

Paediatric First Aid training must meet the requirements of the current EYFS Statutory
Framework:
> CPR for infants and children

Recognition and management of choking in infants and children, including the delivery of age-
appropriate back blows and chest thrusts/abdominal thrusts in accordance with current
Resuscitation Council UK guidance.

Staff will receive regular refresher training to ensure confidence in responding to choking
emergencies, reflecting current national best practice following the recommendations arising
from Benedict Blythe's campaign ("Benedict's Law").

> Treatment for minor injuries, bleeding, burns, and fractures

> Emergency procedures and reporting protocols

Certificates are valid for three years, after which staff must undertake refresher training.
Records of training, expiry dates, and staff competency must be maintained and regularly
reviewed.

Staff Coverage

Sufficient trained staff must be available for:

> Classrooms and activity areas

> PE lessons, outdoor play, and extra-curricular activities

» Off-site trips and residential visits

Staff must know who is trained and how to respond fo choking incidents.

The main duties include:

Giving immediate help to casualties with common injuries or illnesses andthose arising
from specific hazards in school.



- When necessary, ensuring an ambulance or other professional medicalhelp is called.

What is the interpretation of an Appointed Person and what are their duties?

An Appointed Person is responsible for taking charge of first aid arrangements, calling
emergency services where required and maintaining first aid equipment. Appointed Persons are
not First Aiders unless they hold an appropriate first aid qualification
Their training is limited to:

- Cardiopulmonary resuscitation;

- Control of bleeding;

- Treatment of the unconscious casualty;

- Communication;

- Contents of first aid containers and, if appropriate, specific workplacehazards.

Current Health and Safety Executive (HSE) guidance advises that Appointed Persons are not
First Aiders and should not provide first aid beyond the scope of their training. Schools should
ensure that Appointed Persons receive appropriate emergency first aid training and refresher
training where required.

On occasions where the First Aider is unavailable in Nursery, minor injuries caninitially be
treated by Nursery staff and checked by a First Aider if deemed necessary.

At Fulwell Infant School Academy, we realise that effective first aid is bestadministered if
several staff have had the appropriate training, and the following personnel are fully trained in
Basic First Aid for Appointed Persons. Appropriate certification is held for all personnel
verifying their authority toadminister first aid under the appropriate guidance.

When selecting First Aid personnel, the school always gives consideration tothe individuals:

e Reliability and communication skills

e Aptitude and ability to absorb new knowledge and learn new skills

e Ability to cope with stressful and physically demanding emergencyprocedures

¢ Normal duties. A First Aider must be able to leave what they aredoing and go

immediately to an emergency.

The minimum requirement is that an appointed person must take charge of the first aid
arrangements. In the case of Fulwell Infant School Academy, the mainduty of first aid, including
ordering suitable equipment and updating medical records, lies with Ms Middleton as the
Designated First Aider. However, other staff trained in Basic First Aid can, as an Appointed
Person, undertake these duties in her absence.

It should be noted that standard First Aid at Work training courses do not
include resuscitation procedures for children.

Fulwell Infant School First Aiders listed below:
Mrs Thompson
Ms Bertram
Ms Stockwell
Miss Gandy
Mrs Maggiore
Mrs Robson
Miss Vipond
Mrs Hill



Mrs Brewerton
Mrs Pickford
Mrs Willis

Mr Routledge
Mrs Johnson
Mrs Laverick
Mrs Cowie

Procedures:
The school undertakes and documents a First Aid Needs Assessment to determine the level of first
aid provision required. The assessment is reviewed at least annually and considers:
e pupil numbers
e EYFS requirements
e SEND needs
e medical conditions
e educational visits
e lone working
o after school provision
e sporting activities
o building layout
e response times

The First Aid Needs Assessment will be reviewed annually and whenever there is a significant
change to staffing, the school premises, pupil needs, educational provision, activities
undertaken, or following any serious incident or near miss that may affect first aid provision.
Re-assessment of First Aid Provision:
As part of the school's annual monitoring and evaluation cycle:
* The Headteacher reviews the first aid needs of the school following any changes to staff or
if circumstances would dictate a change in procedure;
for instance, amendments to the building/site which could have health and safety
implications, off site activities etc.
* The School Business Manager monitors the number of trained first aidpersonnel, and alerts
them to the need for refresher training, bookingthe courses where appropriate.
* The Designated First Aider (Mrs Willis) is responsible for stock controlof first aid supplies
and liaises with the School Business Manager for thereplenishment of equipment as and when
necessary.

First Aid Facilities:

Whilst guidance suggests that there should be a designated room for first aid,it is accepted
that it is often difficult to provide exclusive facilities for this sole purpose. In the case of
FISA, there is a Medical Room which is located atthe end of the Year 1 corridor.

Minor accidents - first aid treatment:

= TIf an accident occurs at break time, basic first aid treatment will beadministered in
the Medical Room (e.g. scraped knee etc.)

= Children also come o the Medical Room when feeling unwell or having hada minor scrape and
in such circumstances, first aid can be administered by an Appointed Person.

= First aid over the lunch period is administered by one of two Midday Supervisory staff,
who are also Appointed Persons, and is carried out inthe Medical Room.

= Parents/carers informed by text or telephone call (if serious) of any incident involving the



child receiving medical assistance for any bumps tothe head or torso (even if there is no
sign of injury) or large grazes

Accidents in the classroom:
= Minor accidents should be referred to an appropriate member of staff for treatment
(First Aider or Appointed Persons) and children know thatthere is a designated place in
school where they can come for assistance(Medical Room).

More serious incidents including collapse:
> If achild sustained a serious injury either as a result of an accident at school or due to
sudden serious illness, the child should ONLY be moved from the site of accident once
assessed by the First Aider or AppointedPerson; if there is ANY element of doubt,
children should NOT be movedbut made comfortable as far as practical, particularly if
they have sustained a knock to the head.
> If aroom is required in which to treat a child, either by the nature of the
accident/illness or to make them more comfortable, the designated area in the first
instance would be the Medical Room situated at the endof the Year 1 corridor. This area
meets the suggested requirements of aFirst Aid Room in so far as:
It is close to a lavatory

there is hot and cold running water

there is soap and paper towels

drinking water and disposable cups are available

it can be vacated quickly in the event of an emergency

it allows easy access to first aid equipment

there is appropriate seating

telephone assistance is close by

there is suitable disposal facilities available for used dressings etc.

The Medical Room is the best available space that we have and is appropriatelyidentified as
such.

YV VYV VVYYVYYY

Choking Emergencies
Choking is a medical emergency requiring an immediate response.
Staff must:

* always remain with the child;

* immediately summon a qualified First Aider;

* assess whether the airway is partially or completely obstructed;

* encourage coughing where appropriate;

= commence age-appropriate choking procedures in accordance with current Resuscitation
Council UK guidance if the airway is completely blocked;

* call 999 immediately if the obstruction cannot be cleared, the child becomes unconscious or
their condition deteriorates;

= commence CPR immediately if the child becomes unresponsive;

» use the school's automated external defibrillator (AED) where appropriate and in accordance
with current guidance. It is located outside the main entrance to school. The AED is in
accordance with the manufacturer's recommendations and a record of these checks are kept.
All staff are made aware of its location. During a cardiac emergency the AED should be used in
accordance with current Resuscitation Council UK guidance;

= ensure parents/carers are informed immediately following any choking incident requiring first
aid intervention or emergency medical treatment.



= All choking incidents will be recorded, reviewed and, where appropriate, risk assessments
amended to minimise future risk.

Risk Assessments
Risk assessments will specifically consider pupils who present an increased risk of choking, including
those with dysphagia, SEND, physical disabilities or medical conditions affecting eating or drinking.
Individual Healthcare Plans and advice from health professionals will be followed where appropriate.
Hygiene/Infection Control:
All staff should take precautions to avoid infection and must follow basichygiene
procedures. First aid staff should have access to:

e single use disposable gloves

¢ hand washing facilities
Extra care should be taken when dealing with blood and bodily fluids (see specific Risk
Assessments - (i) People Risk Assessment) (ii) school ActivitiesRisk Assessment)

Dressings and equipment are disposed of via the refuse containers specificallyfor the disposal of
clinical waste. There are also yellow clinical waste bags available if wound dressings etc. need to
be disposed of from elsewhere in school, and they are stored in the First Aid cabinet in the
Medical Room and Nursery.
First Aid materials, equipment and containers:
There are emergency first aid containers on site:

v" in the Nursery Kitchen

v"in the Medical Room

v a fully stocked first aid container is held in the Medical Room

The containers are easily accessible and available at all times, and are clearlyidentifiable; all
are dark green boxes marked with white first aid crosses.

The contents of each box are strictly controlled to ensure adherence to Health& Safety
guidance, and the following list identifies what each box holds as standard:

Item Number
Guidance card 1
Individually wrapped sterile adhesive dressings (assorted sizes) 20
Sterile eye pads with attachment 2
Individually wrapped triangular bandages 4
Safety pins 6
Medium sized individually wrapped sterile

un-medicated wound dressings (approx 12cmx12cm) 6

Large sterile individually wrapped un-medicated wound dressings
(approx 18cmx18cm)

Pair of disposable gloves 1
Individually wrapped moist cleaning wipes (if running water is
unavailable) 10

The contents of first aid containers will be reviewed periodically in accordance with current HSE
guidance and the school's First Aid Needs Assessment.

In addition to the recommended equipment contained in this list, each box also contains a pack of
disposable plastic aprons and additional disposable gloves andmoist wipes.

Stock use is monitored in the first instance by Ms Middleton as designated FirstAider and items



used replenished from additional stock held in school.

Sports/PE Events:

Designated staff (Appointed First Aiders) are responsible for taking first aidkits with them
when participating in PE events off site although the venue willalso have their own First Aiders
and resources.

First aid support on school visits:

At least one member of staff who is a designated First Aider will accompany every school outing.
They are responsible for ensuring that inhalers etc are taken for any child who may require them
and for ensuring the medical First Aidkit is suitably stocked for the trip and any used items are
replenished on their return to school. (See Risk Assessment - School Visits).

Providing First Aid Information:
The Headteacher in the first instance, with support from the School Business Manager, will
ensure that first aid procedures are communicated to staff in anappropriate manner by way of:
e Staff Handbook
e Aspart of the induction process of newly appointed staff
e First Aid notices naming First Aiders are positioned around school
Instructions will also include the location of equipment and the members of staff appropriately
trained in first aid. All children are advised where to go inthe event they require treatment
during breaktime and lunchtimes. If an accident occurred during lesson time a TA (if qualified)
would deal with the incident or take the child to the nearest First Aider.

Midday Supervisory Staff receive training in recognising and responding to choking
emergencies and maintain close supervision of children whilst eating.

First Aid & Visitors to the School:

The H&S regulations do not oblige schools to provide first aid for anyone other than their own
staff, but employers do have health and safety responsibilities fowards non-employees. The HSC
guidance recommends that organisations, suchas schools, which provide a service for others
should include them in their Risk Assessments and provide for them. Considering their legal
responsibilities for those in their care, schools should consider carefully the likely risk to pupils
and visitors, and make allowance for them when drawing up policies and deciding onthe numbers of
first aid personnel.

The number of First Aiders is determined through the Academy's First Aid Needs Assessment
In the case of EYFS O - 5 years at least one staff member with a current Paediatric First Aid
(PFA) certificate must be on site and on every outing. The school will ensure that sufficient
staff holding current Paediatric First Aid qualifications are available to meet EYFS statutory
requirements and to fulfil findings arising from risk assessments

Schools are generally classed as low-risk environments, but the Management Team should
consider the requirements at specific times of the day, places andactivities taking place when
deciding the level of first aid provision (supportingRisk Assessments held where appropriate).

ACCIDENT REPORTING POLICY:

Pupil Accident Reporting Procedure:

The school will comply with the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 2013 (RIDDOR), Health and Safety Executive guidance and any procedures adopted by
the Trust or Local Authority.




There is a legal responsibility to record all accidents to employees, pupils andvisitors in school.
The information can:

. Help the school identify accident trends and possible areas forimprovement in
the control of health and safety risks;

. Be used for reference in future first aid needs assessments;

. Be helpful for insurance and investigative purposes.

The accident reporting procedure for pupils within schools has been revised, to enable the
recording and monitoring of accidents to be as simple as possible andless time consuming for those
involved.
Any choking incident requiring first aid intervention, emergency treatment or hospital assessment
will be recorded, parents informed and the incident reviewed by the Headteacher or delegated
senior leader to identify any additional control measures.
Schools can record minor accidents/incidents at a local level, without thenecessity to use
the IR1 form; the only exceptions to this would be:

* Accidents attributable to school organisation, such as a lack ofsupervision

=  Accidents arising from the use of damaged or faulty equipment

* TIncidents involving hazardous substances

= Accidents involving the condition of the premises
However, it is important to stress that this local level of reporting must not beused to report
accidents of a significant nature in which case the Council's Incident Reporting Procedure must
be followed.

Internal Accident Recording Procedure:

Accidents resulting in injuries considered to be of a minor nature and which aredealt with on
site, such as pupil-to-pupil collision, or scraped knee, should be recorded on the School’s Pupil
Accident Record Sheet.

If the accident involves any injury which involves immediate bruising or is an injury to the head, face
or trunk the accident sheet should be highlighted and reported to the Office at the end of lunchtime
for a text to be sent to the Parent. If the accident is of a more serious nature the Office will be
informed and the Parent will be contacted immediately by telephone. In the case of a head injury, even
if there is no sign of injury the parent and teacher will be informed. If necessary, arrangements will
be made for parents to come in to school fo establish a clear understanding of what happened.
Following a head injury, parents/carers will be provided with information regarding signs and symptoms
of concussion and advised when medical attention should be sought.
If a child requires hospital treatment, then the person with parental responsibility must be contacted,
even if this means disturbing them at work (details in child's portfolio in Office). If a parent cannot be
contacted by felephone a text will be sent immediately and if the child requires hospital treatment and
the parent can still not be contacted a member of staff will accompany the child and parent will be
asked to meet them there.
In the case of more serious accidents, the school will maintain contact with the parent. A senior
member of staff (Headteacher or Deputy Headteacher) will make an initial follow up call (after the
child has received medical tfreatment) and class staff will regularly check with parents on the child's
wellbeing up to and as they return to school. This will include discussing any precautionary measures
that may need to be in place to assist recovery.
First aid box
There is one generic record in operation at FISA:
v" The generic Pupil Accident Record to be completed for incidents whichoccur during the
day. The record must be completed by a designated First Aider.
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The forms are filed in date order and once the file is complete it is kept in theSchool Office.

The following information is recorded as a minimum:

- Date and time of the incident

- Name of the injured person Description of the injury (e.g. cut)

- Where the accident happened (e.g. Reception Yard) Cause of the injury (e.g. tripped
over)

- Name of the person completing the form and the freatment given Whether any
follow up was required (for instance contacting parents)

- If parents are contacted by which method e.g. text or phone call and the nameof the person
contacting them

- Reference to the appropriate Risk Assessment if an accident occurred as adirect result
of a specific activity

Under the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR)
2013, some accidents MUST be reported to the Healthand Safety Executive (HSE).

Accidents occurring to pupils in school will be reportable to the HSE if the accident is
attributable to any of the following criteria and the injured persontaken directly to hospital
from site by a parent or staff:

The school organisation for example a lack of supervision during lessons or anyother activities
arranged by the school such as off-site visits:
v Damaged/faulty equipment for example electrical equipment, PEequipment, chairs,
access equipment
v" Hazardous substances
v" The condition of the premises such as damaged or uneven interior orexterior surfaces
v" Injuries sustained during PE lessons

Incident Reporting: Non-Pupil
The online forms are also an essential part of recording accidents/incidents in school that do not
involve pupils. The incident investigation process covers:

v" All work-related accidents and injuries

v" Near misses

v" Tl health conditions because of work

v" Violence at work incidents

The Code of Practice is NOT intended to include the reporting and investigationof racial incidents
as there is a separate procedure for managers to follow in this event.

In the event of a work-related incident occurring, the following procedures mustbe followed:

v" Work related incidents cover the criteria listed above

v" All fatalities, major injuries and reportable dangerous occurrences arising out of or in
connection with work, must be immediately notifiedto the Trust's Health and Safety
Adviser or the Local Authority Health and Safety Adviser, where applicable.

v" Injuries to members of the public arising out of or in connection with work
activities that result in the person being immediately taken from the scene to
hospital must also be immediately notified to theTrust's Health and Safety
Adviser or the Local Authority Health and Safety Adviser, where applicable.

v" Immediate support and advice will be provided by a Health and SafetyAdvisor, who will
notify the Health and Safety Executive

v" In the case of a fatality occurring outside normal working hours, the Civic Centre Control
Room will assist in contacting the Duty Health andSafety Officer. The Emergency Services
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will contact the Health and Safety Executive Duty Officer.
Where an incident/accident occurs as the result of an approved activity, the associated Risk
Assessment should be referred to and attached to any IR1 formcompleted.

ADMINISTRATION OF MEDICINE POLICY:
This policy has been developed with reference to:

e Department for Education Supporting Pupils at School with Medical Conditions (statutory

guidance);

e Department for Education guidance on the use of emergency adrenaline auto-injectors in

schools;

e The Equality Act 2010;

¢ The Health and Safety at Work etc. Act 1974;

¢ Relevant Department for Education guidance relating to allergy management and the use of

emergency adrenaline auto-injectors in schools.

e Fulwell Infant School Academy's Whole-School Policy for Managing Life-Threatening Allergies.
This policy should be read alongside the school's Whole-School Policy for Managing Life-Threatening
Allergies, which contains the detailed arrangements for allergy prevention. Risk assessment, staff
training, emergency procedures and Individual Healthcare Plans
Rationale:

To ensure we address the medical needs of pupils with a regard for therestrictions of
school life and issues of safety.
Aims:
To meet current statutory guidance issued by the Department for Education regarding supporting
pupils that require medication within school hours.
Objectives:
To ensure we have suitably trained people capable of administering medication to children when
required, and that those persons can be readily identifiable bypupils and staff.
To organise effective training in the administration of medicine.To inform
parents of the School Policy.
To inform all staff of the School Policy regarding the administration ofmedicine by
means of:
- Staff Handbook
- Induction
- Safeguarding training & updates
The Academy will have regard to current Department for Education guidance and
any relevant advice issued by the Local Authority and health professionals.

This Policy should be read in conjunction with the supporting Risk Assessments,within the
sections of (i) .Pupil Safety and Wellbeing" and (ii) Safe Working Practices.

Policy:

MANAGEMENT OF SEVERE ALLERGIES AND ANAPHYLAXIS

Fulwell Infant School Academy maintains a separate Whole-School Policy for Managing Life-
Threatening Allergies, which should be read alongside this policy.

The Allergy Policy sets out the school's detailed arrangements for:
e Individual Healthcare Plans (IHPs);
e allergy prevention and risk assessment;
e staff training:
e emergency adrenaline auto-injectors;
e catering and food management;
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e educational visits and of f-site activities;

e emergency response procedures; and

e post-incident review following allergic reactions or near misses.
The School Holds 2 Adrenaline Auto-injectors prescribed per child, one that will be kept with the
child and one in the school office medical cabinet.
All staff supporting pupils with diagnosed allergies must be familiar with both this Administration
of Medicines Policy and the Whole-School Policy for Managing Life-Threatening Allergies.

The School's Policy needs to be clear to all staff, parents and children. It isincluded in the
annual Brochure to parents. The policy covers

We are committed to supporting pupils with both short-term and long-term medical conditions,
including but not limited to:

e Asthma
e Diabetes
o Epilepsy

e Severe dllergies and anaphylaxis
¢ Food allergies and intolerances
e Other medical conditions requiring medication or emergency treatment.

Each request for the administration of medication will be considered on its individual merits,
taking account of current Department for Education guidance, relevant clinical advice and the
Academy's own policies and procedures.

What type of medicine can be administered in school?

From 1°' September 2014 a new duty of care came into force for GoverningBodies to make
arrangements to support pupils at school with medical conditions.

However, there is no legal duty that requires school staff to administer medicine. However, we
appreciate that children should be supported as far aspossible, and will review each request
individually.

The Children's Services guidance advises that ONLY prescription medicines canbe stored and
administered in school; this must be, in all cases, with the Patient Information Leaflet (PIL),
clearly labelled with the dispensing practitioner's name, the child's name, Medication name and the
dosage required. Teaching staff do not have any obligation o administer medicine, and at FISA
we have appropriately trained staff who can undertake this duty (refer to Appendix A):

NB : Only prescribed medicine can be dispensed by a member of staff.

Non-Prescription Treatments:

Over the counter remedies such as Calpol, Disprin etc. cannot be dispensed in school by a
member of staff. Parents who wish their child to receive such a treatment can make
arrangements to come into School to dispense the remedythemselves to their own child.

Prior o ANY medicine being administered, parents must fill in a Parental Request to
Administer Medicine Form, detailing:

v" The nature of the ailment the medicine prescribed

v' The dosage required to be taken in school and at what time

v" The contact arrangements in the event of an emergency

They must sign the declaration at the bottom of the Statement authorising staff to dispense
medicine in school on their behalf, and to administer first aidshould it become necessary.
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No medicine will be issued without a Parental Request o Administer Medicine Form being completed.

How will medicine be stored and dispensed?

Once the Parental Request to Administer Medicine Form has been completed by the Parent,
arrangements will be made with the Designated Person for Medicine (Miss Storey-Coates & Mrs
Nicholson) to have the medicine securely stored in either the Medical Cabinet (School Office)
or Medical Fridge (School Office), whichever is appropriate.

Medicine should be brought to school by the parent or the parent's representative, not the child
and handed in to the Office and collected from there either each evening or at the end of the
course (in the case of medicine).

Parents have the prime responsibility for their child's health and should providethe school with
appropriate information about their child's medical condition.

The more information we hold, the better we can support the child within School and disseminate
the required information to all staff who may come into contact with the child (Class Teacher,
outside agencies).

The Designated Person for Medicine reserves the right to refuse to administerany medicine if it
is considered to be a contravention of the LOCAL AUTHORITY/School Policy,such as medicines
that have been taken out of the container as originally dispensed or where an alteration has been
made to dosages or parental instructions without prior agreement.

Medicine will be administered to children at the required time as specified on the form by the
Designated Person in the first instance, but anyother member of trained personnel can
administer in her absence.

Each dosage given is recorded on the official log ‘Record of medicines

administered to all children’ and signed by the member of staff dispensing thetreatment and
counter signed by a second member of staff. This log is held inthe Medical File retained in the
School Office.

Expiry dates of medicines retained in School will be regularly checked and parents contacted
where out of date treatments are held. It is the responsibility of the parent to come into school
and collect the medicine - it wilINOT be given to the child to bring home. The only exception to
this would be if we have your written authorisation for it to be given to your child, but the school
reserves the right to refuse this if it is deemed inappropriate.

Ad-hoc treatment:

Daily short term or ad hoc medication which has been prescribed can normally be taken over the
course of the day without the necessity to take at school, e.g.breakfast time, teatime, bedtime.
In such circumstances, we would advise that parents administer the treatment themselves.
However, if required, we can administer on your behalf, and the same protocol will apply as stated
above.

The Medicines Standard of the National Service Framework (NSF) for Childrenrecommends that
a range of options are explored including:

- Prescribers consider the use of medicines which need to be administeredonly once or
twice a day (where appropriate) for children and young people so that they can be taken
outside school hours

- Prescribers consider providing two prescriptions, where appropriate andpracticable, for a
child’'s medicines: one for home and one for use in theschool or setting, avoiding the need
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for repackaging or relabelling of medicines by parents
Children with longer term medical needs:
It is important to have sufficient information about the medical condition ofany child with
long-term medical needs. If a child's medical needs are
inadequately supported this may have a significant impact on a child's experiences and the way
they function in or out of school or a setting. The impact may be direct in that the condition may
affect cognitive or physical abilities, behaviour or emotional state. Some medicines may also
affect learningleading to poor concentration or difficulties in remembering. The impact could
also be indirect; perhaps disrupting access to education through unwanted effects of treatments
or through the psychological effects that serious or chronic illness or disability may have on a
child and their family.

The school will support children who may need to attend regular medical appointments and liaise
closely with parents regarding their individual needs.

Where appropriate, specific IHP's will be drawn up for those childrenidentified. This could
include:

e details of a child's condition

e special requirement e.g. dietary needs, pre-activity precautions

e any side effects of the medicines

e what constitutes an emergency

¢ what action to take in an emergency

e what not to do in the event of an emergency

e who to contact in an emergency

e therole the staff can play

Self-Administration of Medicine:

It is good practice to support and encourage children, who are able, to take responsibility to
manage their own medicines from a relatively early age and theSchool will encourage this where
appropriate, as this will largely be dependent on the condition from which the child suffers and
the type of medication required. The age at which children are ready to take care of, and be
responsible for, their own medicines, varies. As children grow and develop, they should be
encouraged to participate in decisions about their medicines and to take responsibility, but only
after thorough discussion and approval from the Parent and at the agreement of the School.

Older children with a long-term illness should, whenever possible, assume complete
responsibility under the supervision of their Parent. Children developat different rates and so
the ability to take responsibility for their own medicines varies. This should be borne in mind
when deciding about transferring responsibility to a child or young person. There is no set age
whenthis transition should be made.

It is also worth noting that there may be circumstances where it is not appropriate for a child
of any age to self-manage. Health professionals need toassess, with parents and children, the
appropriate time to make this ftransition.

If children can take their medicines themselves, staff may only need to supervise, but this is
likely to be in isolated instances such as Diabetes control, and should always be considered
bearing in mind the safety of other children and medical advice from the GP in respect of the
individual child.

Where children have been prescribed controlled drugs, staff need to be aware that these should
be kept in safe custody. However, children could access themfor self-medication if it is agreed
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that it is appropriate.

Refusing Medicines

If a child refuses to take medicine, staff should not force them to do so, but should note this in
the records and follow agreed procedures, which may be set out in the child's Individual
Healthcare Plans (IHPs) or THP where appropriate. Parents should be informed of the refusal
immediately. If a refusal to take medicines results in an emergency, the School's Emergency First
Aid procedures should befollowed.

Medicine & Educational Visits:
Risk assessments for educational visits involving food or snacks will include consideration of
choking hazards, supervision arrangements and emergency response procedures.

It is good practice for schools to encourage children with medical needs to participate in safely
managed visits. We will always consider what reasonable adjustments can be made to enable
children with medical needs to participate fully and safely on visits. This might include
reviewing and revising the Visits Policy and procedures so that planning arrangements will
include the necessarysteps to include children with medical needs. In all such cases, an
appropriate Risk Assessment will be compiled.

It may be necessary for additional safety measures to be taken for outside visits. It may be
that an additional supervisor, a parent or another volunteer might be needed to accompany a
particular child. Arrangements for taking any necessary medicines will also need to be taken into
consideration. Staff supervising excursions should always be aware of any medical needs, and
relevant emergency procedures. A copy of any Individual Healthcare Plans (IHPs)/IHP should be
taken on visits in the event of the information being needed in an emergency.

On such visits the Headteacher has deemed it possible for named / trained first aid members
of staff to dispense medication to children as set out in thechild's individual THP.

If staff are concerned about whether they can provide for a child's safety, athe safety of other
children on a visit, they should seek parental views and
medical advice from the School Health Service or the child's GP.

Where a pupil has a diagnosed allergy, educational visit planning must also comply with the school's
Whole-School Policy for Managing Life-Threatening Allergies, including the arrangements for
medication, emergency response and risk assessment.

Safety Management and Storage of Medicines:

All medicines may be harmful fo anyone for whom they are not appropriate, and when dispensing
medicine on a parent’'s behalf we must ensure that the risks tfothe health of others are properly
controlled. This duty is set out in the Controlof Substances Hazardous to Health Regulations 2002
(COSHH).

Storing Medicines:

Large volumes of medicines should not be stored. Staff should only store, supervise and
administer medicine which has been prescribed for an individual child. Medicines should be stored
strictly in accordance with product instructions (paying note to temperature) and in the original
containerin which it was dispensed. Staff should ensure that the supplied container is clearly
labelled with the name of the child, the name and dose of the medicine and the frequency of
administration in accordance with the GP“s/ Pharmacists’ instructions. Where a child needs two
or more prescribed medicines, each should be in a separate container. Non-healthcare staff
should never transfer medicines from their original containers.
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Staff are responsible for making sure medicines are stored safely. All emergency medicines, such
as asthma inhalers are readily available to children intheir own classroom and should not be locked
away.

Epi-pens and secondary treatments are held in a labelled unlocked container in the Medical
Room, in case of emergency. Other non-emergency medicines are held in either a lockable fridge
in the School Office or lockable first aid cabinet in the School Office- this is not accessible to
children.

Certain medicines need to be refrigerated. They can be kept in the lockable medical fridge in the
School Office and should be in an airtight container and clearly labelled. There should be
restricted access to a refrigerator holding medicines.No children will be allowed to access the
refrigerator under ANY circumstanceand medicines, when required, will be taken from the fridge
by the member of staff administering the medicine. The key for the fridge must be kept above
child height and its location known to all members of staff in case of emergency.

Disposal of Medicines:

Staff should not dispose of medicines. Parents are responsible for ensuring that date-expired
medicines are removed from School. They should also collectmedicines held at the end of the
school year. If parents do not collect all medicines,

the School is within its right to take the medicine to a local pharmacy for safedisposal.

Sharps boxes should always be used for the disposal of needles. Sharps boxescan be obtained
by parents on prescription from the child's GP. Collection anddisposal of the boxes should be
arranged with the Local Authority's Environmental Services.

Hygiene and Infection Control:

All staff should be familiar with normal precautions for avoiding infection andfollow basic
hygiene procedures. Medicine should be dispensed under hygienic conditions and staff should
have access to protective disposable

gloves and take care when dealing with spillages of blood or other body fluidsand disposing of
dressings or equipment.

COMMON CONDITIONS:
PRACTICAL ADVICE ON ASTHMA, EPILEPSY, DIABETES ANDANAPHYLAXIS



INTRODUCTION

The medical conditions in children that most commonly cause concern in schools and settings are
asthma, diabetes, epilepsy and severe allergic reaction (anaphylaxis). This chapter provides some
basic information about these conditions, but it is beyond its scope to provide more detailed
medical advice andit is important that the needs of children are assessed on an individual basis.

ASTHMA

What is Asthma?

e Asthma is common and appears to be increasingly prevalent in children andyoung people.
One in ten children have asthma in the UK.

e The most common symptoms of asthma are coughing, wheezing or whistling noise in the chest,
tight feelings in the chest or getting short of breath. Younger children may verbalise this by
saying that their fummy hurts or thatit feels like someone is sitting on their chest. Not
everyone will get all thesesymptoms, and some children may only get symptoms from time to
time.

e However, in some settings staff may not be able to rely on younger children being able to
identify or verbalise when their symptoms are getting worse, orwhat medicines they should
take and when. It is therefore imperative that staff know how to identify when symptoms are
getting worse and what to do for children with asthma when this happens. This should be
supported by appropriate Individual Healthcare Plans (IHPs)s, and regular training and support
for staff. Children with significant asthma should have an individual IHP as their need may be
more serious.

Relevant staff will receive regular training appropriate to the medical needs of pupils within the

Academy, including the administration of inhalers and emergency adrenaline auto-injectors where

required.

Medicine and Control

e There are two main types of medicines used to treat asthma, relievers and preventers.
Usually, a child will only need a reliever during the school day. Relievers (blue inhalers) are
medicines taken immediately to relieve asthma symptoms and are taken during an asthma
attack. They are sometimes takenbefore exercise. Whilst Preventers (brown, red, orange
inhalers, sometimes tablets) are usually used out of school hours.

e Children with asthma need to have immediate access to their reliever inhalers when they
need them. Inhaler devices usually deliver asthma medicines. A spacer device is used with
most inhalers, and the child may need some help to do this. It is good practice to support
children with asthma to take charge of and use their inhaler from an early age, and manydo.

e Class based staff should make sure that all inhalers are stored in a safe butreadily accessible
place, and clearly marked with the child’'s name. Inhalersshould always be available during
physical education, sports activities and educational visits.

e The School Guidance specifies that all children who need to take an inhalerduring the
school day MUST complete a Individual Healthcare Plans (IHPs) and have an inhaler in
School for use as and when required.

e The signs of an asthma attack include:

coughing

being short of breath

wheezy breathing

feeling of tight chest

deep breathing through the tummy (especially with younger children)

YVVVYVYYVYVY
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> being unusually quiet

When a child has an attack they should be treated according to their Individual Healthcare
Plans (IHPs) as agreed with parents. An ambulance should be called if:

the symptoms do not improve sufficiently in 5-10 minutes

the child is too breathless to speak

the child is becoming exhausted

the child looks blue

It is important to agree with parents of children with asthma how to

recognise when their child's asthma gets worse and what action will be taken

Children with asthma should participate in all aspects of the school day including physical
activities. They need to take their reliever inhaler withthem on all off-site activities.
Physical activity benefits children with asthma in the same way as other children.
Swimming is particularly beneficial, although endurance work should be avoided

Some children may need to take their reliever asthma medicines before anyphysical
exertion. Warm-up activities are essential before any sudden activity especially in cold
weather. Particular care may be necessary in cold or wet weather

Reluctance to participate in physical activities should be discussed with parents, staff
and the child. However children with asthma should not beforced to take part if they feel
unwell. Children should be encouraged forecognise when their symptoms inhibit their
ability to participate.

EPILEPSY
What is Epilepsy?

Children with epilepsy have repeated seizures which start in the brain. Anepileptic seizure,
sometimes called a fit, turn or blackout can happen to anyone at any time. Seizures can
happen for many reasons. At least one in200 children have Epilepsy and around 80 per cent
of them attend mainstream school. Most children with diagnosed epilepsy never have a
seizure during the school day. Epilepsy is a very individual condition

Seizures can take many different forms and a wide range of terms may be used to describe
the particular seizure pattern which individual children experience. Parents and health care
professionals should provide informationto schools, to be incorporated into the Individual
Healthcare Plan, setting out the particular pattern of an individual child's epilepsy. If a child
does experiencea seizure in a school or setting, details should be recorded and communicated
to parents including:

any factors which might possibly have acted as a trigger to the seizure - e.g. visual/auditory
stimulation, emotion (anxiety, upset)

any unusual "feelings” reported by the child prior to the seizure

parts of the body demonstrating seizure activity e.g. limbs or facialmuscles

the timing of the seizure - when it happened and how long it lasted whether the child lost
conscioushess

whether the child was incontinent

This will help parents to give more accurate information on seizures and seizurefrequency to the
child's Specialist.

What the child experiences depends whether all or which part of the brain isaffected. Not all
seizures involve loss of consciousness. When only a part of the brain is affected, a child will
remain conscious with symptoms ranging from the twitching or jerking of a limb to
experiencing strange tastes or sensations such as pins and needles. Where consciousness is
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affected; a child may appear confused, wander around and be unaware of their surroundings.
They could also behave in unusual ways such as plucking at clothes, fiddling with objects or
making mumbling sounds and chewing movements. They may not respond if spoken to.
Afterwards, they may have little or no memory of the seizure

In some cases, such seizures go on to affect all parts of the brain and the child loses
consciousness. Such seizures might start with the child crying out, then the muscles
becoming stiff and rigid. The child may fall down, andexperience jerking movements as
muscles relax and tighten rhythmically. During a seizure breathing may become difficult and
the child's colour maychange to a pale blue or grey colour around the mouth. Some children
may bite their tongue or cheek and may wet themselves

After a seizure a child may feel tired, be confused, have a headache and need time to rest
or sleep. Recovery times vary. Some children feel betterafter a few minutes while others
may need to sleep for several hours

Another type of seizure affecting all of the brain involves a loss of consciousness for a few
seconds. A child may appear "blank” or “staring”, sometimes with fluttering of the eyelids.
Such absence seizures can be so subtle that they may go unnoticed. They might be mistaken
for daydreamingor not paying attention in class. If such seizures happen frequently they
could be a cause of deteriorating academic performance

Medicine and Control

>

Most children with Epilepsy take anti-epileptic medicines to stop or reducetheir seizures.
Regular medicine should not need to be given during school hours but clear instruction
must be available in the event of seizure/treatment.Triggers such as anxiety, stress,
tiredness or being unwell may increase achild's chance of having a seizure. Flashing or
flickering lights and somegeometric shapes or patterns can also trigger seizures. This is
called photosensitivity. It is very rare. Most children with Epilepsy can use computers and
watch television without any problem

Children with epilepsy should be included in all activities. Extra care may beneeded in some
areas such as swimming. Concerns about safety should be discussed with the child and
parents as part of the THP.

During a seizure it is important to make sure the child is in a safe position, notto restrict a child's
movements and to allow the seizure to take its course. In @onvulsive seizure putting something
soft under the child's head will help to protect it. Nothing should be placed in their mouth. After
a convulsive seizure has stopped, the child should be placed in the recovery position until they
are fully recovered.

An ambulance should be called during a convulsive seizure if:

e itisthechild's first seizure

e the child has injured themselves badly

e they have problems breathing after a seizure

e aseizure lasts longer than the period set out in the child's THP

e aseizure lasts for five minutes if you do not know how long they usuallylast for that
child

e there are repeated seizures, unless this is usual for the child as set outin the child's
IHP

Most seizures last for a few seconds or minutes and stop of their own accord. Some pupils
may be prescribed Buccal Midazolam as emergency treatment for prolonged seizures. Where
clinically indicated, Rectal Diazepam may also be prescribed. Emergency medication will only
be administered by appropriately trained staff in accordance with the child's Individual
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Healthcare Plan (IHP) and guidance provided by the prescribing clinician.

Specialist training will be provided for any member of staff required to administer
emergency seizure medication, including Buccal Midazolam or Rectal Diazepam where
prescribed. The prescribing clinician or Epilepsy Nurse Specialist will provide guidance on
when emergency medication should be administered. Staff will always protect the dignity and
privacy of the child while ensuring appropriate supervision is maintained.

Children and young people requiring rectal Diazepam will vary in age background and ethnicity,
and will have differing levels of need, ability and communication skills. If possible
arrangements should be made for two adults, at least one of the same gender as the child, to
be present for such treatment, this minimises the potential for accusations of abuse. Two
adultscan also often ease practical administration of treatment. Staff should protect the
dignity of the child as far as possible, even in emergencies.

DIABETES
What is Diabetes?

>

Diabetes is a condition where the level of glucose in the blood rises. This is either due to the
lack of insulin (Type 1 Diabetes) or because there is insufficient insulin for the child's needs or
the insulin is not working properly(Type 2 Diabetes)

About one in 550 school-age children have Diabetes. The majority of children have Type 1
Diabetes. They normally need to have daily insulin injections, to monitor their blood glucose
level and to eat regularly accordingto their personal dietary plan. Children with Type 2
Diabetes are usually treated by diet and exercise alone

Each child may experience different symptoms and this should be discussed when drawing up
the IHP. Greater than usual need to go to the toilet orto drink, tiredness and weight loss may
indicate poor Diabetic control, and staff will naturally wish to draw any such signs to the
parents” attention

Medicine and Control

>

The Diabetes of the majority of children is controlled by injections of insulineach day. Most
younger children will be on a twice a day insulin regime of a longer acting insulin and it is
unlikely that these will need to be given during school hours, although for those who do it may
be necessary for an adult o administer the injection. Older children may be on multiple
injections and others may be controlled on an insulin pump. Most children can manage their own
injections, but if doses are required at school supervision may be required, and also a suitable,
private place to carry it out. Some pupils may also use Continuous Glucose Monitoring (CGM)
devices and hybrid closed-loop insulin pump systems. Staff supporting these pupils will receive
appropriate training from healthcare professionals in accordance with the child's Individual
Healthcare Plan.

Increasingly, older children are taught fo count their carbohydrate intake and adjust their
insulin accordingly. This means that they have a daily doseof long-acting insulin at home, usually
at bedtime; and then insulin withbreakfast, lunch and the evening meal, and before substantial
snacks. The child is faught how much insulin to give with each meal, depending on the amount of
carbohydrate eaten. They may or may not need fo test blood sugar prior to the meal and to
decide how much insulin to give. Diabetic Specialists would only implement this type of regime
when they were confident that the child was competent. The child is then responsible for the
injections and the regime would be set out in the THP

Children with Diabetes need fo ensure that their blood glucose levels remainstable and may
check their levels by taking a small sample of blood and usinga small monitor at regular



intervals. They may need to do this during the school lunch break, before PE or more
regularly if their insulin needs adjusting. The majority of older children will be able to do this
themselves and will simply need a suitable place to do so. However younger children may need
adult supervision o carry out the test and/or interpret test results

» When staff agree to administer blood glucose tests or insulin injections,they should be
trained by an appropriate health professional

» Children with Diabetes need to be allowed to eat regularly during the day. This may include
eating snacks during class-time or prior to exercise. Schools may need to make special
arrangements for pupils with Diabetes if the school has staggered lunchtimes. If a meal or
snack is missed, or after strenuous activity, the child may experience a hypoglycaemic
episode (a hypo) during which blood glucose level fall too low. Staff in charge of physical
education or other physical activity sessions should be aware of theneed for children with
diabetes to have glucose tablets or a sugary drink to hand

» Staff should be aware that the following symptoms, either individually or combined, may be
indicators of low blood sugar - a hypoglycaemic reaction(hypo) in a child with diabeftes:
- hunger
- sweating
- drowsiness
- pallor
- glazed eyes
- shaking or trembling
- lack of concentration
- irritability
- headache
- mood changes, especially angry or aggressive behaviour. Each child may experience different

symptoms and this should be discussedwhen drawing up a IHP.

> If achild has a hypo, it is very important that the child is not left alone andthat a fast
acting sugar, such as glucose tablets, a glucose rich gel, or a sugary drink is brought to the
child and given immediately. Slower acting starchy food, such as a sandwich or two biscuits
and a glass of milk, should be given once the child has recovered, some 10-15 minutes later

An ambulance should be called if:
> the child's recovery takes longer than 10-15minutes
the child becomes unconscious
Some children may experience hyperglycaemia (high glucose level) and havea greater than
usual need to go fo the toilet or to drink. Tiredness and weight loss may indicate poor
Diabetic control, and staff will naturally wish to draw any such signs to the parents"
attention. If the child is unwell, vomiting or has diarrhoea this can lead to dehydration. If
the child is givingoff a smell of pear drops or acetone this may be a sign of ketosis and
dehydration and the child will need urgent medical attention
> Such information should be an integral part of the School EmergencyProcedures.

Y

ANAPHYLAXIS

What is anaphylaxis?

» Anaphylaxis is an acute, severe allergic reaction requiring immediate medicalattention. It
usually occurs within seconds or minutes of exposure to a certain food or substance, but on
rare occasions may happen after a few hours

» Common triggers include peanuts, tree nuts, sesame, eggs, cow's milk, fish,certain fruits
such as kiwifruit, and also penicillin, latex and the venom of stinging insects (such as bees,
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wasps or hornets

The most severe form of allergic reaction is anaphylactic shock, when theblood pressure falls
dramatically and the patient loses consciousness. Fortunately this is rare among young
children below teenage years. More commonly among children there may be swelling in the
throat, which can restrict the air supply, or severe Asthma. Any symptoms affecting the
breathing are serious. Less severe symptoms may include tingling or itching in the mouth,
hives anywhere on the body, generalised flushing of the skin or abdominal cramps, nausea and
vomiting. Even where mild symptoms are present, the child shouldbe watched carefully. They
may be heralding the start of a more serious reaction.

Medicine and Control

>
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The treatment for a severe allergic reaction is an injection of adrenaline (also known as
Epinephrine). Pre-loaded injection devices containing one measured dose of adrenaline are
available on prescription. The devices areavailable in two strengths - adult and Infant

Should a severe allergic reaction occur, the adrenaline injection should be administered into
the muscle of the upper outer thigh. An ambulance shouldalways be called

Staff who volunteer to be trained in the use of these devices can be reassured that they are
simple to administer. Adrenaline injectors, given in accordance with the manufacturers
instructions, are a well-understood and safe delivery mechanism. It is not possible to give too
large a dose using thisdevice. The needle is not seen until after it has been withdrawn from
the child's leg. In cases of doubt it is better to give the injection than to hold back

The decision on how many adrenaline devices the school hold, and where tostore them, has

to be decided on an individual basis between the

Headteacher, the child's parents and medical staff involved

Studies have shown that the risks for allergic children are reduced where anIHP is in place.
Reactions become rarer and when they occur they are mostly mild. The plan will need to be
agreed by the child's parents, the School and the treating Doctor

Important issues specific to anaphylaxis to be covered include:

anaphylaxis - what may trigger it

what to do in an emergency

prescribed medicine

food management

precautionary measures

Staff identified to support pupils with allergies will receive regular training in accordance
with the Whole-School Policy for Managing Life-Threatening Allergies.

Day to day policy measures are needed for food management, awareness of the child's needs
in relation to the menu, individual meal requirements and snacks in school. Academy kitchen
staff are advised of any child with specific medical dietary requirements and will liaise with
our catering partner to ensure the child has a specifically tailored and balanced meal plan
Parents often ask for the Headteacher to exclude from the premises the food to which
their child is allergic. This is not always feasible, although appropriate steps to minimise any
risks to allergic children should be taken.For example, we request parents do not provide
peanuts in their child’s packed lunches due to the children in School who could have a
reaction if they came into contact with them accidentally

Children who are at risk of severe allergic reactions are not ill in the usual sense. They are
normal children in every respect - except that if they comeinto contact with a certain food
or substance, they may become very unwell.It is important that these children are not
stigmatised or made to feel different. It is important, too, to allay parents’ fears by
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reassuring them that prompt and efficient action will be taken in accordance with medical
advice and guidance

» Anaphylaxis is manageable. With sound precautionary measures and supportfrom the staff,
school life may continue as normal for all concerned.

FULWELL INFANT SCHOOL ACADEMY MAINTAINS A SEPARATE WHOLE-SCHOOL
POLICY FOR MANAGING LIFE-THREATENING ALLERGIES.

The Allergy Policy sets out the school's detailed arrangements relating to:
prevention of allergen exposure;
¢ Individual Healthcare Plans;
e emergency adrenaline auto-injectors;
e catering arrangements;
e lunchtimes;
¢ educational visits;
e staff training;
e emergency response procedures;
e post-incident review following allergic reactions or near misses.
Staff responsible for supporting pupils with diagnosed allergies must be familiar with both
this policy and the Whole-School Policy for Managing Life-Threatening Allergies

HEAD LICE AND CONTAGION CONTROL POLICY:

This Policy has been compiled in conjunction with the Guidance to Schools fromthe City of
Sunderland Supporting Pupils at School with Medical Conditions following consultation with the
organisations involved.
Aim:
To decrease the prevalence of head lice infection across the population of Sunderland.
Objectives:
> To support the provision of consistent advice from allprofessionals dealing
with head lice infections
> To educate health-care staff and teaching professionals on thedetection and
treatment of head lice infectionTo promote self or parental inspection of
hair at weeklyintervals, leading to early detection of infection
» To provide an accessible and professional source of support and advice for families
concerned about head lice infection within their home communities.
» To treat head lice as an infection and minimise social stigma.
> To educate families on the correct use of the current recommended treatments.
The true prevalence of head lice infection is unknown but is probably much lower than public and
professional perception.

Health implications:

Head lice are not a serious health problem in this country. They rarely, if ever,cause physical
health problems other than itching of the scalp. Adverse health effects mainly derive not
from the lice themselves, but from the human perception of them:

> excessive public and professional reactions lead to an inflated perception of prevalence, to
unnecessary, inappropriate or ineffective action, and to a great deal of unwarranted
anxiety anddistress

> these actions and reactions in themselves cause problems, especiallyfrom the misuse and
overuse of freatments.
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Head lice - the key facts:

> Head lice are wingless insects that are about the same size as asesame seed found on
burger buns

> Head lice require a temperature of 31° or above and thereforelive close to the scalp
where they feed by biting and sucking blood from the scalp

> Female lice lay 6-10 eggs per day. Each eqgg is glued to the base of anindividual hair shaft
and is grey/brown in colour. The eggs hatch after 7-10 days

» Nits' are the empty egg shells; they are stuck to the hair shafts and are pearly white in
colour. The presence of nits does not indicate a current infection from head lice. However,
it does indicate that an infection has previously occurred

> A head lice infection is only present if living, moving lice are found inthe hair. Both adults
and children can be infected

» Head lice transfer from head to head only through sustained and direct contact. They
literally walk from one head to anotherHead lice can infect people with different levels of
personal hygiene

> Head lice infection is a problem affecting the whole community, not just children in schools.
Infections are just as prevalent during school holidays as they are during term time.

Head Lice do not:
e Jump, hop or fly.
e Live on domestic pets or other animals

An objective of this Policy is to promote and encourage families fo take greater
responsibility for their health and well-being. This Policy aims to promote inspection of hair
at weekly intervals together with daily grooming.
Education and prevention advice will be provided primarily by:

> Accredited Community Pharmacists
Health Visitors
School Nurses
Practice Nurses.
This advice will include:
Nature and cause of infection
Transmission
The value of weekly family head inspections using a head lice detection comb. It is not the
role of any health professional or member of teaching staff to carry out routine head
inspections. This is parentalor carers responsibility

> The value of daily brushing and combing; the need for weekly combingwith an approved

fine-toothed plastic detection comb
> The availability of the current recommended treatments, theappropriate
application technique and follow up

> The importance of contact tracing Advice about non-chemical treatment and prevention

> Offer advice leaflets where available
Treatment:
The treatment of head lice is a self or parental responsibility
Treatment can be obtained from an accredited pharmacist when proof of infectionhas been seen.

The role of the School:
Fulwell Infant School Academy staff will support the Policy and any changes to itas advised by the
Supporting Pupils at School with Medical Conditions.

YV VYV VY VY

Routine head inspections will NOT be carried out by the School Nurse.
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Alert letters may be issued from School if head lice infection is suspected or confirmed. It isa
community problem and as such cannot be controlled by theSchool.

We will direct parents/carers to accredited pharmacists for advice if head liceinfection is
suspected.

We will work collaboratively with the School Nurse to facilitate health promotion/education
sessions and provide approved information on the managementof head lice/health issue

Guidance on Infection Control in Schools:

We would always act on the advice issued by the LOCAL AUTHORITY:; there is a document held in
schools from UK Health Security Agency (UKHSA) 'Health Protection in Children and Young People Settings,
including Education’ which can be referred to when identifying ailments considered
infectious/contagious. This is the most recent Sunderland specific information available at this time,
but can be read in connection with the UKHSA Guidance on Infection Prevention and Control in
Educational Settings,nwhich lists those conditions where time awayfrom school would be
recommended.

We will liaise with parents as much as possible regarding new guidance and actappropriate to our other
medical/health related policies.

We would always ensure staff display good practice in encouraging good standardsof hygiene, and
this will be communicated in curricular lessons such as PSHE.

PANDEMIC POLICY:

The school will follow all current UK Health Security Agency (UKHSA), Department
for Education and Local Authority guidance in relation to infectious disease outbreaks, pandemics or
public health emergencies.

DRUGS POLICY:

Aims:

We believe and support the following educational aims in respect of substanceuse and misuse:-
Range of Substances Covered:

The policy covers all drugs in the context of drug education and management ofdrug related
incidents, Volatile (sniffable) substances;Over-the-counter medicines; Prescription medicines;
Alcohol; Tobacco; Other legal drugs (e.g. caffeine and khat); Illegal drugs.

School Boundaries:

The physical boundaries of the School define the extent of the school premisesduring the school
day and school term.

The Drugs Policy remains in force in the following situations as well as situationswithin the school
day and school site. Children are constantly reminded that offste supervision situations have the
same rules as inside school.

Drugs on School Property:

Various situations exist where drugs are found on school property, specifically:
e Possession on premises
e Drugs found on premises
e Staff under the influence of drugs
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e Disclosure of involvement
e Sale of drugs
e Syringes/needles on premises.

There is further LOCAL AUTHORITY guidance available for these incidents and this will beupdated

as new advice becomes available.

Such incidences will involve the Headteacher and SMT in discussions to agree action when
options are given. The Chair of Governors would be informed of anyincidences.

Any incidences would be recorded, using the suggested LA proforma.

Provision for drug education within the curriculum:

Aims:

e To make children aware of and differentiate between ,good" drugs and
.bad" drugs and occasions where these labels can change

e To broaden the children’s knowledge about drugs, including alcohol andtobacco, and the effects
it can have on them both physically and mentally

e To enable the children to make the correct choices in the futurebased on the
knowledge and skills they have acquired in lessons

e To increase the children's knowledge about drugs - their use and abuse

e To enable children to create a safer environment for themselves through an increased
awareness and knowledge of drug use and abuse

Delivery:

Drug education is taught at an age appropriate level by the class teacher orSMT depending

on the subject matter.

Responsibilities:
In addition to the overall responsibility for the drugs policy, the Headteacherhas legal
responsibilities. The Headteacher is "In loco parentis”, which is not very clearly defined in law,

but confers responsibility upon the Headteacher (and the staff) to be seen to act as a
responsible, caring parent would.

Specifically:
Overall charge of the process which forms and reviews theDrugs Policy (annual return to
Governors);
Responsibility for implementing monitoring systems;
Ensuring co-ordination and coherence of drug education andthe management of drug related
incidents;
Co-ordinating planned action o manage medicines in school;
Initiating or co-ordinating responses to any unplannedsituations involving drugs;
Co-ordinating links with external agencies:;
Cross-phase liaison with other primary or secondary schools.

The Chair of Governors would act as a Lead Governor on drug issues.

The PSHE Co-ordinator will support the Headteacher in a shared role asSchool Drugs
Co-ordinators.

Parents and carers would be informed and involved as appropriate.

Police:
Northumbria Police or the appropriate Police Schools Liaison Officer will work closely
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and sensitively with schools in theinvestigation of drug related incidents, where
appropriate.

Use of Outside Agencies - for curriculum support and guidance:

The School recognises its responsibility for what is faught in the drug educationprogramme.
Visitors and outside agencies can augment the school's drug education provision but they should
not be used in such a way as to diminish the responsibility of teaching staff. Outside support
should be fully integrated into the drug education programme with the class teacher also taking a
major role.

It is the School's responsibility to lay down guidelines within which visitorsshould work.

We will only use identified designated visitors with whom, prior to the lesson,the actual
contents can be discussed and agreed.

AIDS & HIV INFECTION POLICY

We have consulted the City of Sunderland advice regarding the formulation of an appropriate
policy for AIDs and HIV Infection education which has been adopted by the school as it is
considered the best advice available for this veryspecific health and safety control.

This policy has been updated July 2026

Signed: M T

Title: Headteacher
Date: 7/7/2026

Signed: A’M(

Title: Chair of Trust
Date: 7/7/2026

To be reviewed Autumn Term 2027 or sooner if needed
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