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Highcliffe School


MANAGING MEDICINES
AT A GLANCE ACTION
· Review current policies and procedures involving children with medical needs to ensure that everyone, including parents, is clear about their role/responsibilities 
· Develop a medicines policy for the School using the framework contained in this guidance

· Ensure that medicines are stored, accessed and disposed of safely

· Ensure that individual health care plans are in place for children with long term medical needs
· Ensure that relevant staff receive appropriate training and information to support children with common conditions such as asthma, epilepsy, diabetes and anaphylaxis
· Schools should make every effort to provide health care plans and other relevant information to the Passenger Transport Unit so that risks to pupils with medical needs are minimised during home to school transport.
· Ensure that all school staff are clear about what to do in the event of a medical emergency
	Introduction

	


This guidance is a significantly shortened version of the 2005 DfES document ‘Managing Medicines in Schools and Early Years Settings’.
Guidance is provided on:

· roles and responsibilities

· developing a medicines policy

· dealing with medicines safely

· drawing up a health care plan

· management of common conditions (asthma, diabetes, epilepsy and anaphylaxis).

Children with Medical Needs

Most children will at some time have short-term medical needs, perhaps entailing finishing a course of medicine such as antibiotics. Some children may require medicines on a long-term basis, e.g. children with well-controlled epilepsy. Others may require medicines in particular circumstances, e.g. children with severe allergies who may need an adrenaline injection. 

Most children with medical needs are able to attend school regularly and can take part in normal activities, sometimes with some support. However, staff may need to take extra care in supervising some activities to make sure that these children and others are not put at risk. 

An individual health care plan can help staff identify the necessary safety measures to support children with medical needs and ensure that they and others are not put at risk. Detailed advice on how to develop an individual health care plan is set out below.

Access to Education and Associated Services

Some children with medical needs are protected from discrimination under the Disability Discrimination Act (DDA) 1995. The DDA defines a person as having a disability if they have a physical or mental impairment which has a substantial and long-term adverse effect on their abilities to carry out normal day to day activities.

Schools/settings must not discriminate against disabled children in relation to their access to education and associated services. Schools/settings should make reasonable adjustments for disabled children, including those with medical needs.

Support for Children with Medical Needs

Parents have the prime responsibility for their child’s health and should provide schools/settings with information about their child’s medical condition. Parents and the child if appropriate should obtain details from their child’s GP or paediatrician, if needed. The school nurse or a health visitor and specialist voluntary bodies may also be able to provide additional background information for staff.

There is no legal duty that requires staff to administer medicines. Some schools have developed roles for support staff that build the administration of medicines into their job description or contract of employment. Schools should ensure that they have sufficient members of support staff who are appropriately trained to manage medicines as part of their duties.

Staff managing the administration of medicines and those who administer medicines must receive appropriate training and support from health professionals. There must be an assessment of the risks to the health and safety of staff and others and measures put in place to manage any identified risks. For details of training to support staff supporting children with medical needs, see paragraph headed ‘Staff Training’ under ‘Drawing up a Healthcare Plan’.
Some children with medical needs have complex health needs that require more support than regular medicine. It is important to seek medical advice about each child’s individual needs.
	Roles and Responsibilities

	


It is important that responsibility for child safety is clearly defined and that each person involved with children with medical needs is aware of what is expected of them. Close co-operation between schools/settings, parents, health professionals and other agencies will help provide a suitably supportive environment for children with medical needs.

Parents and Carers 

It only requires one parent to agree to or request that medicines are administered. Where parents disagree over medical support the school should continue to administer the medicine in line with the consent given and in accordance with the prescriber’s instructions, unless and until a Court decides otherwise.

Parents should be given the opportunity to provide the school with sufficient information about their child’s medical needs if treatment or special care is needed. They should, jointly with the head, reach agreement on the school’s role in supporting their child’s medical needs. Ideally, the head should always seek parental agreement before passing on information about their child’s health to other staff.
The Headteacher or Head of Setting

The headteacher should make sure that all parents and all staff are aware of the policy and procedures for dealing with medical needs. The head should also make sure that the appropriate systems for information sharing are followed. The policy should make it clear that parents should keep children at home when they are acutely unwell. The policy should also cover the approach to taking medicines at school.
For a child with medical needs, the headteacher will need to agree with the parents exactly what support can be provided. Where parents’ expectations appear unreasonable, the head should seek advice from the school nurse or doctor, the child’s GP or other medical advisers and, if appropriate, the Local Authority. 

If staff follow documented procedures, they should be fully covered by the School’s public liability insurance should a parent make a complaint. 

Teachers and Other Staff

Staff will be concerned for the health and safety of a child with a medical condition, particularly if it is potentially life threatening. Staff with children with medical needs in their class should be informed about the nature of the condition and when and where the children may need extra attention. The child’s parents and health professionals should provide this information.   

All staff should be aware of the likelihood of an emergency arising and what action to take if one occurs. Back up cover should be arranged for when the member of staff responsible is absent or unavailable. At different times of the day other staff may be responsible for children, such as lunchtime supervisors. It is important that they are also provided with training and advice. Form Med 4 – Staff Training Record (Administration of Medicines) provides confirmation that any necessary training has been completed.
School Staff Giving Medicines

Teachers’ conditions of employment do not include giving or supervising a pupil taking medicines. Schools should ensure that they have sufficient members of support staff who are employed and appropriately trained to manage medicines as part of their duties. 

Any member of staff who agrees to accept responsibility for administering prescribed medicines to a child should have appropriate training and guidance. They should also be aware of possible side affects of the medicines and what to do if they occur. 

Health Services

The school nurse should help schools draw up individual health care plans for children with medical needs and may be able to supplement information already provided by parents and the child’s GP. They may also be able to advise on training for school staff on administering medicines, or take responsibility for other aspects of support. 

Any exchange of information between a GP and a school or setting should normally be with the consent of the child (if appropriate) or the parent. Usually consent will be given, as it is in the best interests of children for their medical needs to be understood by school staff.

Some children with medical needs receive dedicated support from specialist nurses or community children’s nurses. These nurses can provide advice on the medical needs of an individual child, particularly when a medical condition has just been diagnosed and the child is adjusting to new routines.
	Developing a Medicines Policy

	


Introducing a Policy

A clear policy, understood and accepted by staff, parents and children provides a basis for ensuring that children with medical needs receive proper care and support in a school or setting. Policies should be developed in consultation with heads and with governing bodies or management groups. All policies should be reviewed and updated on a regular basis. Formal systems and procedures for administering medicines, developed in partnership with parents and staff, should back up the policy.

A policy needs to be clear to all staff, parents and children and should cover:

· procedures for managing prescription medicines which need to be taken during the school or setting ‘day’

· procedures for managing prescription medicines on trips

· a clear statement on the roles and responsibilities of staff managing administration of medicines and for administering or supervising the administration of medicines

· a clear statement on parental responsibilities in respect of their child’s needs

· the need for prior written agreement from parents for any medicines to be given to a child

· the circumstances in which children may take non-prescription medicines

· school policy on assisting children with long term or complex medical needs

· policy on children carrying and taking their medicines themselves

· staff training in managing medicines safely and supporting an identified individual child

· record keeping

· safe storage of medicines

· access to the school’s emergency procedures

· risk assessment and management procedures
Prescribed Medicines 

Medicines should only be taken to Schools when essential; that is where it would be detrimental to a child’s health if the medicine were not administered during the school ‘day’. 

Schools should only accept medicines that have been prescribed by a doctor, dentist, nurse prescriber or pharmacist prescriber. Medicines should always be provided in the original container as dispensed by a pharmacist and include the prescriber’s instructions for administration and dosage.

Schools/settings should never accept medicines that have been taken out of the container as originally dispensed, nor make changes to dosages on parental instructions.

Controlled Drugs

The supply, possession and administration of some medicines are controlled by the Misuse of Drugs Act. Some may be prescribed as medicine for use by children, e.g. methylphenidate (brand name Ritalin).

Any member of staff may administer a controlled drug to the child for whom it has been prescribed. Staff administering medicine should do so in accordance with the prescriber’s instructions and this guidance document.

A child who has been prescribed a controlled drug may legally have it in their possession. It is permissible for schools and settings to look after a controlled drug, where it is agreed that it will be administered to the child for whom it has been prescribed. 

Schools/settings should keep controlled drugs in a locked non-portable container and only named staff should have access. A record should be kept for audit and safety purposes. 

A controlled drug, as with all medicines, should be returned to the parent when no longer required to arrange for safe disposal. If this is not possible, it should be returned to the dispensing pharmacist (details should be on the label). 

Non-Prescription Medicines
Staff should never give a non-prescribed medicine to a child unless there is specific prior written permission from the parents. 
In general, non-prescription medicines should not normally be administered. However, examples may include analgesics (pain relief), milk of magnesia tablets or liquid, creams and sprays etc.
Where a non-prescribed medicine is administered to a child it must be recorded on Form Med 2 – Record of Medicine Administered to an Individual Child and the parents informed. If a child suffers regularly from acute pain the parents should be encouraged to refer the matter to the child’s GP.

A child under 16 should never be given aspirin or medicines containing ibuprofen unless prescribed by a doctor.
Short-Term Medical Needs

Many children will need to take medicines during the day at some time during their time in a School. This will usually be for a short period only, e.g. to finish a course of antibiotics. To allow children to do this will minimise the time that they need to be absent. However, such medicines should only be taken to School where it would be detrimental to a child’s health if it were not administered during the day.

Long-Term Medical Needs

It is important to have sufficient information about the medical condition of any child with long-term medical needs. Schools/settings need to know about any particular needs before a child is admitted, or when a child first develops a medical need. For children who attend hospital appointments regularly special arrangements may also be necessary. 

It is helpful to develop a written health care plan for such children involving the parents and relevant health professionals. This can include:

· details of a child’s condition

· special requirements, e.g. dietary needs, pre-activity precautions and any side effects of the medicines

· what constitutes an emergency

· what action to take in an emergency

· what not to do in the event of an emergency

· who to contact in an emergency

· the role the staff can play

Form Med 5 provides an example of a health care plan that schools can use.

Administering Medicines

No child under 16 should be given medicines without their parent’s written consent.  Any member of staff giving medicines to a child should check:

The child’s name; prescribed dose; expiry date; written instructions provided by the prescriber on the label or container.

If in doubt about any procedure staff should not administer the medicines but check with the parents or a health professional before taking further action. If staff have any other concerns related to administering medicine to a particular child, the issue should be discussed with the parent, if appropriate, or with a relevant health professional.

Schools should also arrange for staff to complete and sign Form Med 2 – Record of Medicine Administered to an Individual Child each time they give medicine to a child. 
Self-Management
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. As children grow and develop they should be encouraged to participate in decisions about their medicines and to take responsibility. 

Older children with a long-term illness should, whenever possible, assume complete responsibility under the supervision of their parent. Children develop at different rates and so the ability to take responsibility for their own medicines varies. This should be borne in mind when making a decision about transferring responsibility to a child. There may be circumstances where it is not appropriate for a child of any age to self-manage. Health professionals need to assess, with parents and children, the appropriate time to make this transition. 

If children can take their medicines themselves, staff may only need to supervise. The policy should say whether children may carry, and administer (where appropriate), their own medicines, bearing in mind the safety of other children and medical advice from the prescriber regarding the individual child. A parental consent form (Form Med 3 – Request for Child to Carry His/Her Medicine) should be used in these circumstances.

Where children have been prescribed controlled drugs, staff need to be aware that these should be kept safely. However children could access them for self-medication if it is agreed 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. The procedures may either be set out in the policy or in the child’s health care plan. Parents should be informed of the refusal on the same day. 

Record Keeping

Parents should tell the School about the medicines that their child needs to take and provide details of any changes to the prescription or the support required. However staff should make sure that this information is the same as that provided by the prescriber.

In all cases it is necessary to check that written details include: - 

name of child; name of medicine; dose; method of administration; time/frequency of administration; any side effects; expiry date.

Parents should be given Form Med 1 – Parental/Headteacher Agreement for School to Administer Medicine to record details of medicines in a standard format. This form confirms, with the parents, that a member of staff will administer medicine to their child.
Schools/settings must keep records of medicines given to pupils, and the staff involved. Records offer protection to staff and proof that they have followed agreed procedures. Form Med 2 – Record of Medicine Administered to an Individual Child must be used.
Educational Visits

It is good practice for schools to encourage children with medical needs to participate in safely managed visits. Schools should consider what reasonable adjustments they might make 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 necessary steps to include children with medical needs. It might also include risk assessments for such children.

Sometimes additional safety measures may need 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 visits should always be aware of any medical needs and relevant emergency procedures. Copies of health care plans should be taken on visits in the event of the information being needed in an emergency.

If staff are concerned about whether they can provide for a child’s safety or the 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. See also Educational Visits and Journeys Guidance on young people with special educational needs.
Sporting Activities

Most children with medical conditions can participate in physical activities and

extra-curricular sport. There should be sufficient flexibility for all children to follow in ways appropriate to their own abilities. Any restrictions on a child’s ability to participate in PE should be recorded in their individual health care plan. All adults should be aware of issues of privacy and dignity for children with particular needs.

Some children may need to take precautionary measures before or during exercise and may also need to be allowed immediate access to their medicines such as asthma inhalers. Staff supervising sporting activities should consider whether risk assessments are necessary for some children, be aware of relevant medical conditions and any preventative medicine that may need to be taken and emergency procedures.
Home to School Transport

.

Where pupils have life threatening conditions, specific health care plans should be carried on vehicles. Individual transport health care plans will need input from parents and the responsible medical practitioner for the pupil concerned. The care plans should specify the steps to be taken to support the normal care of the pupil as well as the appropriate responses to emergency situations. 
It is known that schools do not always make health care plans available to the Passenger Transport Unit (PTU). Schools should make every effort to provide health care plans and other relevant information to the PTU so that risks to pupils are minimised during home to school transport.

All drivers and escorts should have basic first aid training. Additionally trained escorts may be required to support some pupils with complex medical needs. These can be healthcare professionals or escorts trained by them.

Some pupils are at risk of severe allergic reactions. Risks can be minimised by not allowing anyone to eat on vehicles. All escorts should also be trained in the use of an adrenaline pen for emergencies where appropriate.

	Dealing with Medicines Safely

	


Storing Medicines

Large volumes of medicines should not be stored. Staff should only store, supervise and administer medicine that has been prescribed for an individual child. Medicines should be stored strictly in accordance with product instructions (paying particular note to temperature) and in the original container in which dispensed. Where a child needs two or more prescribed medicines, each should be in a separate container. 

Children should know where their own medicines are stored and who holds the key. All emergency medicines, such as asthma inhalers and adrenaline pens, should be readily available to children and should not be locked away.  Many schools allow children to carry their own inhalers. Other non-emergency medicines should generally be kept in a secure place not accessible to children. 
A few medicines need to be refrigerated. They can be kept in a refrigerator containing food but should be in an airtight container and clearly labelled. There should be restricted access to a refrigerator holding medicines.

Access to Medicines

Children need to have immediate access to their medicines when required. The School may want to make special access arrangements for emergency medicines that it keeps. However, it is also important to make sure that medicines are only accessible to those for whom they are prescribed. This should be considered as part of the policy about children carrying their own medicines.

Disposal of Medicines 

Staff should not dispose of medicines. Parents are responsible for ensuring that date-expired medicines are returned to a pharmacy for safe disposal. They should also collect medicines held at the end of each term. If parents do not collect all medicines, they should be taken to a local pharmacy for safe disposal.

Sharps boxes should always be used for the disposal of needles. Sharps boxes can be obtained by parents on prescription from the child’s GP or paediatrician. 
Hygiene and Infection Control

All staff should be familiar with normal precautions for avoiding infection and follow basic hygiene procedures. Staff should have access to protective disposable gloves and take care when dealing with spillages of blood or other body fluids and disposing of dressings or equipment.
.
Emergency Procedures

All schools/settings should have arrangements in place for dealing with emergency situations. All staff should also know who is responsible for carrying out emergency procedures in the event of need. A member of staff should always accompany a child taken to hospital by ambulance and should stay until the parent arrives. Health professionals are responsible for any decisions on medical treatment when parents are not available. 

Individual health care plans should include instructions as to how to manage a child in an emergency and identify who has the responsibility in an emergency. 
	Drawing Up a Health Care Plan

	


The main purpose of an individual health care plan for a child with medical needs is to identify the level of support that is needed. Not all children who have medical needs will require an individual plan. A short written agreement with parents may be all that is necessary – see Form Med 1 – Parental/Headteacher Agreement for School to Administer Medicine.
It is important for staff to be guided by the child’s GP or paediatrician. Staff should agree with parents how often they should jointly review the health care plan. It is sensible to do this at least once a year, but much depends on the nature of the child’s particular needs; some would need reviewing more frequently. 

Staff should judge each child’s needs individually as children vary in their ability to cope with poor health or a particular medical condition.  

In addition to input from the school health service, the child’s GP or other health care professionals, those who may need to contribute to a health care plan include: - 

the headteacher/head of setting; the parent or carer; the child (if appropriate); class teacher (primary schools)/form tutor/head of year (secondary schools); care assistant or support staff; staff trained to administer medicines; 

Co-ordinating Information

Coordinating and sharing information on an individual pupil with medical needs, particularly in secondary schools, can be difficult. The headteacher should decide which member of staff has specific responsibility for this role. This person can be a first contact for parents and staff and liaise with external agencies.
Information for Staff and Others

Staff who may need to deal with an emergency will need to know about a child’s medical needs. The head should make sure that supply staff know about any medical needs. 
Off-Site Education or Work Placements

Schools are responsible for ensuring that work placements are suitable for students with a particular medical condition. Schools are also responsible for children with medical needs who, as part of key stage 4 provision, are educated off-site through another provider e.g. the voluntary sector or a further education college. Schools should consider whether it is necessary to carry out a risk assessment before a child is educated off-site or has work experience. See also guidance in section 26 on Work Placements.

Where students have special medical needs the school will need to ensure that such risk assessments take into account those needs. Parents and pupils must give their permission before relevant medical information is shared on a confidential basis with employers.

Staff Training

A health care plan may reveal the need for some staff to have further information about a medical condition or specific training in administering a particular type of medicine or in dealing with emergencies. 

Staff should not give medicines without appropriate training from health professionals. When staff agree to assist a child with medical needs appropriate training should be arranged in collaboration with local health services. 

Confidentiality

The head and staff should always treat medical information confidentially.  The head should agree with the child where appropriate, or otherwise the parent, who else should have access to records and other information about a child. If information is withheld from staff they should not generally be held responsible if they act incorrectly in giving medical assistance but otherwise in good faith.

	Common Conditions – Practical Advice on Asthma, Epilepsy, Diabetes and Anaphylaxis

	


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

See Asthma Guidance included.
Epilepsy

What is Epilepsy?

Children with epilepsy have repeated seizures that start in the brain. An epileptic seizure, sometimes called a fit, turn or blackout can happen to anyone at any time. At least one in 200 children have epilepsy and around 80% 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 that individual children experience. Parents and health care professionals should provide information to schools, to be incorporated into the individual health care plan, setting out the particular pattern of an individual child’s epilepsy. If a child experiences a seizure in a school or setting, details should be recorded and communicated to parents including: 

· Any factors which might 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 facial muscles

· The timing of the seizure – when it happened and how long it lasted

· Whether the child lost consciousness or was incontinent

This will help parents to give more accurate information on seizures and seizure frequency to the child’s specialist.

What the child experiences depends on whether all or which part of the brain is affected. 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 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 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. Then there are jerking movements as muscles relax and tighten rhythmically. During a seizure breathing may become difficult and the child’s colour may change 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 better after 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 daydreaming or not paying attention. 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 reduce their seizures. Regular medicine should not need to be given during school hours. 

Triggers such as anxiety, stress, tiredness or being unwell may increase a child’s chance of having a seizure. 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 be needed in some areas such as swimming or working in science laboratories. Concerns about safety should be discussed with the child and parents as part of the health care plan. 

During a seizure it is important to make sure the child is in a safe position, not to restrict a child’s movements and to allow the seizure to take its course. In a convulsive 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 and stayed with, until they are fully recovered.
An ambulance should be called during a convulsive seizure if:

· It is the child’s first seizure

· The child has injured themselves badly

· They have problems breathing after a seizure

· A seizure lasts longer than the period set out in the child’s health care plan

· A seizure lasts for five minutes if you do not know how long they usually last for that child

· There are repeated seizures, unless this is usual for the child as set out in the health care plan
Such information should be an integral part of the school’s emergency procedures but also relate specifically to the child’s individual health care plan. The health care plan should clearly identify the type or types of seizures, including seizure descriptions, possible triggers and whether emergency intervention may be required.

Most seizures last for a few seconds or minutes and stop of their own accord. Some children who have longer seizures are likely to be prescribed buccal midazolam as an emergency treatment for prolonged seizures. See record form ‘Healthcare Plan for Child requiring Buccal Midazolam’. 
Previously some children were prescribed rectal diazepam but this is no longer the best choice of emergency medication as it is not considered to be socially acceptable.
Diabetes
See Diabetes Guidance Included.
Anaphylaxis
What is Anaphylaxis? 

Anaphylaxis is an acute, severe allergic reaction requiring immediate medical attention. 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, wasps or hornets). 

The most severe form of allergic reaction is anaphylactic shock, when the blood pressure falls dramatically and the patient loses consciousness. Fortunately this is rare among 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 should be watched carefully. They may be heralding the start of a more serious reaction. 

Medicine and Control

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 are available in two strengths – adult and junior. 

Should a severe allergic reaction occur, the adrenaline injection should be administered into the muscle of the upper outer thigh. An ambulance should always be called.
Staff that 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 manufacturer’s instructions, are a well-understood and safe delivery mechanism. It is not possible to give too large a dose using this device. 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 or setting should hold, and where to store them, has to be decided on an individual basis between the head, the child’s parents and medical staff involved. Where children are considered to be sufficiently responsible to carry their emergency treatment themselves, there should always be a spare set kept safely which is not locked away and is accessible to all staff. In large schools or split sites it is often quicker for staff to use an injector that is with the child rather than taking time to collect one from a central location.
Studies have shown that the risks for allergic children are reduced where an individual health care plan 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 in the plan include: 

· Anaphylaxis – what may trigger it

· What to do in an emergency

· Prescribed medicine

· Food management

· Precautionary measures

Once staff have agreed to administer medicine to an allergic child in an emergency, a training session should be provided by local health services. Staff should have the opportunity to practice with trainer injection devices. 

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. When kitchen staff are employed by a separate organisation it is important to ensure that the catering supervisor is fully aware of the child's particular requirements. A ‘kitchen code of practice’ could be put in place. 

Parents often ask for the head 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. 

Children who are at risk of severe allergic reactions are not ill. They are normal children in every respect – except that if they come into contact with a certain food or substance, they may become very unwell. It is important that these children are not stigmatized or made to feel different. It is important, too, to allay parents' fears by 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 support from the staff, school life may continue as normal for all concerned.
This policy should be read in conjunction with the school’s Safeguarding Policy and Procedures (including Child Protection).  All our practice and activities must be consistent and in line with the Safeguarding Policy and Procedures noted above.  Any deviations from these policies and procedures should be brought to the attention of the Headteacher so that the matter can be addressed.
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