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Managing Chronic Illness
St. Flannan’s National School
Introduction
The following plan has been devised to ensure the safety of students with chronic health conditions and to promote an inclusive environment through the support and with the awareness of staff on the child’s condition and healthcare plan for same.

Guiding Statement
A. This school ensures that the whole school environment is inclusive and favourable to students with chronic conditions.
B. This school understands that certain chronic conditions are serious and can be potentially life threatening, particularly if ill managed or misunderstood.   Parents have a duty to inform the school of such a condition and provide the necessary medical equipment to respond to emergencies.
C. This school has clear guidance on the administration and storage of medication and necessary equipment at school.

D. Staff understand the common chronic health conditions that affect students at this school.   Staff receive appropriate training on chronic conditions and what to do in an emergency.
Aim
We aim to achieve :

Education and Learning
1. This school ensures that students with chronic conditions can participate fully in all aspects of the curriculum and does its best to provide appropriate adjustments and extra support as needed.
2. If a student is missing a lot of school time, has limited concentration or is frequently tired, all teachers at this school understand that this may be due to a chronic condition.

3. Staff use opportunities such as social, personal and health education lessons to raise awareness of chronic conditions amongst students and to create a positive social environment.

Social Interactions

1. This school ensures the needs of students with chronic conditions are adequately considered to ensure their involvement in structured and unstructured social activities, during breaks, before and after school.

2. This school ensures the needs of students with chronic conditions are adequately considered to ensure they have full access to extended school activities such as clubs and school excursions.

3. Staff at this school are aware of the potential social problems that students with chronic conditions may experience.  Staff use this knowledge to prevent and deal with problems in accordance with the school’s anti-bullying and behaviour policies.

Exercise and Physical Activity

1. This school ensures all teachers and external sports coaches make appropriate adjustments to sports, games and other activities to make physical activity accessible to all students.

2. This school ensures all teachers and external sports coaches understand that students should not be forced to take part in an activity if they feel unwell.

3. Teachers and external sports coaches are aware of students in their care who have been advised to avoid or to take special precautions with particular activities.

4. This school ensures all teachers and sports coaches are aware of the potential triggers for a student’s condition(s) when exercising and how to minimise these triggers.
5. This school ensures all students have the appropriate medication and/or food with them during physical activity and that students take them when needed.

6. This school ensures all students with chronic conditions are actively encouraged to take part in out-of-school activities and team sports.

School excursions

1. Risk assessments are carried out by this school prior to any out-of-school visit and chronic conditions are considered during this process.   Factors the school considers include:  how all students will be able to access the activities proposed, how routine and emergency medication will be stored and administered and where help can be obtained in an emergency.

2. This school understands that there may be additional medication, equipment or other factors to consider when planning tours.
Procedures on enrolment of a child with chronic health conditions
1. Once the school becomes aware of the enrolment of a child with a chronic health condition a Healthcare Plan must be put in place in consultation with the parents and staff to be involved with the child.   (Appendix 1 and 2)
2. An emergency plan must be provided by the parents, having consulted with their doctor, to the school.  This will be disseminated to all staff involved and kept with emergency medication if appropriate.

3. Relevant staff will be trained by the parent or medical staff if applicable.

4. An Emergency Medication School Record will be maintained with the Health & Safety Policy in our school plan.   (Appendix 3)

5. A Staff Training Record will be filled for each child who has an Emergency Care Plan.   (Appendix 4)

6. All Individual Care Plans will be reviewed at the end of each school year in preparation for the new school year.
Policy Ratification

This policy was ratified by the Board of Management on ________________________.
Signed: _____________________________________ Chairperson, Board of Management
Date:
____________________________________________
Next Review:
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APPENDIX    1

DATE

Dear Parents

RE:   The Healthcare Plan
Thank you for informing us of your child’s chronic condition.   As part of accepted good practice and with advice for the Department for Children and Family Affairs, relevant voluntary organisations and the School’s Board of Management, our school has established ‘Managing Chronic Health Conditions’ guidelines for use by all staff.

As part of these guidelines, we are asking all parents of students with a chronic condition to help us by completing a school Healthcare Plan for their child.   Please complete the plan, with the assistance of your child’s healthcare professional and return it to the school.   If you would prefer to meet someone from the school to complete the Healthcare Plan or if you have any questions then please contact us on the above number.

Your child’s completed plan will store helpful details about your child’s condition, current medication, triggers, individual symptoms and emergency contact numbers.   The plan will help school staff to better understand your child’s individual condition.

Please make sure the plan is regularly checked and updated and the school is kept informed about changes to your child’s condition or medication.  This includes any changes to how much medication they need to take and when they need to take it.

I look forward to receiving your child’s Healthcare Plan.

Thank you for your help.

Yours sincerely

____________________ 

Anne Quinn

Principal

APPENDIX    2

Healthcare Plan for a Student with a Chronic Condition at School

Date For Completed:
____________________
Date for Review:
__________________

1.
Student Information


Name of School: 
______________________________________________________________


Name of Student:
_____________________________________   Class:
__________________


Date of Birth:
__________________________
Age:   ____________________________


Siblings in the School:   ____________________________________________________________


Name:
__________________________
Class:  ____________________________


Name:
__________________________
Class:  ____________________________
2.
Contact Information

Student’s Address:
______________________________________________________________


FAMILY CONTACT 1


Name:
______________________________________________________________


Phone (day) Mobile:
___________________________
Phone (evening):   ___________________


CONTACT 2


Name:
______________________________________________________________


Phone (day) Mobile:
___________________________
Phone (evening):   ___________________


Relationship to Student:   __________________________________________________________

CONTACT 3


Name:
______________________________________________________________


Phone (day) Mobile:
___________________________
Phone (evening):   ___________________


Relationship to Student:   __________________________________________________________


GP


Name:
___________________________
Phone:____________________________


CONSULTANT


Name:
___________________________
Phone:____________________________


Condition information for:   ________________________________________________________
3.
Details of the Student’s Condition

Signs and symptoms of this student’s condition:    ______________________________________


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

Triggers or things that make this student’s condition/s worse:   ____________________________


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

4.
Routine Healthcare Requirements

During school hours:    ___________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________


Outside school hours:    __________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

5.
Regular Medication taken during school hours:


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

6.
Emergency medication – Please fill out full details including dosage:

_____________________________________________________________________________


_____________________________________________________________________________

7.
Activities – Any special considerations to be aware of?


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

8.
Any other information relation to the student’s health care in school?


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________

9.
Name of Hospital Nurse for the Student


Name:
______________________________________________________________


Address:
______________________________________________________________


Phone:
______________________________________________________________


The school may contact the above named for further information or training.


Parent and Student agreement (please tick the correct reply)


I agree _____________    I do not agree _______________ that the medical information contained in this plan may be shared with individuals involved with my child’s care and education (this includes emergency services).   I understand that I must notify the school of any changes in writing.


Signed by parent:   ______________________________________________________________


Print name:   ____________________________________________________________________


Date:   _________________________________________________________________________


Permission for Emergency Mediation (please tick correct reply)


In the event of an emergency, I agree _____________    I do not agree _______________ with my child receiving medication administered by a staff member or providing treatment as set out in the attached Emergency Plan.


Signed by parent:   ______________________________________________________________


Print name:   ____________________________________________________________________


Date:   _________________________________________________________________________

APPENDIX    3
	PRINT NAME
	
	
	

	SIGNATURE OF STAFF MEMBER
	
	
	

	ANY REACTIONS
	
	
	

	DOSE GIVEN
	
	
	

	MEDICATION
	
	
	

	STUDENT’S NAME
	
	
	

	TIME
	
	
	

	DATE
	
	
	


APPENDIX    4


Administration of Medication

Name of School:   ​​​​​​​​​​​​​_________________________________________________________________

Training provided by:   _____________________________________________________________

Type of training received:   __________________________________________________________

________________________________________________________________________________

Date training completed:   ___________________________________________________________
I confirm that the following people have received the training detailed above.

Signature of each person attending the training

1._______________________________________________________________________________

2._______________________________________________________________________________
3._______________________________________________________________________________
4._______________________________________________________________________________
5._______________________________________________________________________________

6._______________________________________________________________________________
7._______________________________________________________________________________

Trainer’s signature: _______________________________     Date:   __________________________

Use a separate sheet if more than seven people have received training.

I confirm that the people listed above have received this training.

Trainer’s signature: _______________________________     Date:   __________________________

Date for update training/retraining:  ___________________________________________________
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