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Coronavirus Covid-19
Arrangements & Advice for First Aiders
As a first aider, in addition to high quality clinical skills, to be effective you need to:







Be aware of the risks to yourself and others
Keep yourself safe
Give early treatment
Keep yourself informed and updated
Remember your own needs

In the current climate with the prevalence of the COVID-19 pandemic, these skills
become even more important and here is how you can apply these skills when
managing a first aid incident.
Be aware of the risks to yourself and others
When approaching a casualty there is always a risk of cross contamination –
especially when you may have to get close to the casualty to assess what is wrong
or to check their breathing. It is always important to be aware of the risks of how this
cross-contamination can occur. According to NHS 111, we do not know exactly how
coronavirus spreads from person to person, but similar viruses are spread in cough
droplets.
Keep yourself safe
In line with Government advice, make sure you wash your hands or use an alcohol
gel, before and after treating a casualty; also ensure that you do not cough or
sneeze over a casualty when you are treating them. Do not lose sight of other cross
contamination that could occur that is not related to COVID-19.










Wear gloves or cover hands when dealing with open wounds
Wear a medical mask and/or a face visor
Wear a plastic disposable apron if possible
Cover cuts and grazes on your hands with waterproof dressing
Dispose of all waste safely
Do not touch a wound with your bare hand
Do not touch any part of a dressing that will come in contact with a wound
Take temperatures using forehead/non-contact device

Give early treatment
Most incidents do not involve getting close to a casualty where you would come into
contact with cough droplets. Sensible precautions will ensure you are able to treat a
casualty effectively.
Keep yourself informed and updated
As this is a new disease, this is an ever-changing situation, and the Government
and NHS are continually updating their advice. Make sure that you regularly review
the NHS 111 or Gov.uk website, which has a specific section on coronavirus.
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Resuscitation Council UK Statement on COVID-19 in relation to CPR and
resuscitation in First Aid and community settings
Whenever CPR is carried out, particularly on an unknown victim, there is some risk of cross
infection, associated particularly with giving rescue breaths. Normally, this risk is small and
is set against the inevitability that a person in cardiac arrest will die if no assistance is
given. The first things to do are shout for help and dial 999.
•

First responders should consult the latest advice on the NHS website:
(https://www.gov.uk/government/publications/novel-coronavirus-2019-ncov-interimguidance-for-first-responders/interim-guidance-for-first-responders-and-others-inclose-contact-with-symptomatic-people-with-potential-2019-ncov).

•

Those laypeople and first responders with a duty of care (workplace first-aiders,
sports coaches etc.) that may include CPR, should be guided by their employer’s
advice.

•

This guidance may change, based on increasing experience in the care of patients
with COVID-19.

•

Healthcare workers should consult the recommendations from the World Health
Organisation and Department of Health and Social Care for further information, and
advice by nation is at the conclusion of this statement.

Resuscitation Council UK Guidelines 2015 state “If you are untrained or unable to do rescue
breaths, give chest compression-only CPR (i.e., continuous compressions at a rate of at
least 100–120 min-1)”.
Because of the heightened awareness of the possibility that the victim may have COVID-19,
Resuscitation Council UK offers this advice:
•

Recognise cardiac arrest by looking for the absence of signs of life and the absence
of normal breathing. Do not listen or feel for breathing by placing your ear and cheek
close to the patient’s mouth. If you are in any doubt about confirming cardiac arrest,
the default position is to start chest compressions until help arrives.

•

Make sure an ambulance is on its way. If COVID 19 is suspected, tell them when you
call 999.

•

If there is a perceived risk of infection, rescuers should place a cloth/towel over the
victim’s mouth and nose and attempt compression-only CPR and early defibrillation
until the ambulance (or advanced care team) arrives. Put hands together in the
middle of the chest and push hard and fast.

•

Early use of a defibrillator significantly increases the person’s chances of survival and
does not increase risk of infection.

•

If the rescuer has access to any form of personal protective equipment (PPE), this
should be worn.

•

After performing compression-only CPR, all rescuers should wash their hands
thoroughly with soap and water; alcohol-based hand gel is a convenient alternative.
They should also seek advice from the NHS 111 coronavirus advice service or
medical adviser.
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Resuscitation Council UK Statement on COVID-19 in relation to CPR and
resuscitation in first aid and community settings
Paediatric advice
We are aware that paediatric cardiac arrest is unlikely to be caused by a cardiac problem
and is more likely to be a respiratory one, making ventilation crucial to the child’s chances of
survival. However, for those not trained in paediatric resuscitation, the most important thing
is to act quickly to ensure the child gets the treatment they need in the critical situation.
For out-of-hospital cardiac arrest, the importance of calling an ambulance and taking
immediate action cannot be stressed highly enough. If a child is not breathing normally and
no actions are taken, their heart will stop and full cardiac arrest will occur. Therefore, if there
is any doubt about what to do, this statement should be used.
It is likely that the child/infant having an out-of-hospital cardiac arrest will be known to you.
We accept that doing rescue breaths will increase the risk of transmitting the COVID-19
virus, either to the rescuer or the child/infant. However, this risk is small compared to the risk
of taking no action as this will result in certain cardiac arrest and the death of the child.
Further reading:
•

COVID-19: guidance for health professionals [Public Health
England]: https://www.gov.uk/government/collections/wuhan-novel-coronavirus

Procedures for dealing with a child who presents with coronavirus symptoms:
Children must not be sent into school unwell or with a temperature.
If a child becomes unwell during the day, they will be kept in isolation and parents
called to collect immediately.
If coronavirus is suspected, parents will be asked to take their child for testing and to inform
the school of the result, once known.

Risk Assessment & infection control procedures
Both these documents are continually evolving – see All St. Robert Southwell staff
Teams for most up to date versions.
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Statement of Commitment

St. Robert Southwell Catholic Primary School is committed to caring for, and
protecting, the health, safety and welfare of its pupils, staff and visitors. We confirm
our adherence to the following standards at all times:



To make practical arrangements for the provision of first aid on our premises,
during off-site sport and on school visits.



To ensure that trained first aid staff renew, update or extend their HSE
approved qualifications at least every three years.



To have a minimum of 4 trained first aiders on site at any one time, including
a person with a paediatric first aid qualification whenever EYFS pupils are
present. Such people will be able to responsibly deliver or organise
emergency treatment.



To ensure that a trained first aider accompanies every off-site visit and
activity. In visits involving EYFS pupils, such a person will have a current
paediatric first aid qualification.



To record accidents and illnesses appropriately, reporting to parents and the
Health & Safety Executive under the Reporting of Injuries, Diseases and
Dangerous Occurrences Regulations (1995).



To provide accessible first aid kits at various locations on site, along with a
portable kit for trips, excursions and sport.



To record and make arrangements for pupils and staff with specific medical
conditions.



To deal with the disposal of bodily fluids and other medical waste accordingly,
providing facilities for the hygienic and safe practice of first aid.



To contact the medical emergency services if they are needed, informing next
of kin immediately in such a situation.



To communicate clearly to pupils, staff and visitors where they can find
medical assistance if a person is ill or an accident has occurred.



To communicate clearly in writing to parents or guardians if a child has
sustained a bump to the head at school, however minor, and to communicate
in writing in relation to every instance of accident or first aid or the
administration of medicine for all pupils.
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Practical Arrangements at St. Robert Southwell Primary School
Location of Medical/Welfare Room
The Medical/Welfare Room is located in the nursery block for first aid treatment for
pupils to rest/recover iffeeling unwell. This includes: a fold out bed, first aid supplies,
a water supply, sink, hygiene supplies, such as gloves and paper towels and a
medical waste disposal bin. The Medical/Welfare Room is staffed with an appointed
member of staff from:
10.30am to 11.30am - coverage of infant and junior first breaks – 10.30-10.45 infants
& years 3 & 4, 10.55 – 11.10 am years 5 & 6.
12.00 pm to 2.30pm – coverage of lunch breaks 12.00 – 1.15pm (infants & years 3&4
12.00-1.00pm and years 5&6 12.15 – 1.15pm)

Responsibilities of the Trained First Aider located in the Medical/Welfare Room







Provide appropriate care for pupils who are ill or sustain an injury.
Record all accidents and incidents on the appropriate form in the Accident
& Incident book (located in the KS1 and KS2 medical areas. An app
message is sent to the parent.
In the event of any injury to the head, ensure that the child is given a yellow
wristband and an app message to the parent. Contact parents for Nursery,
Reception children and parents of older children where deemed appropriate.
Make arrangements with parents/guardians to collect children and take them
home if they are deemed too unwell to continue the school day. Inform the
main office and the class teacher of collection.
Log on CPOMS any illness or incident where the child was sent home or
anything relative to build an overall picture of that child.

Responsibilities of the School
 Ensure that all staff and pupils are familiar with the school’s first aid and
medical procedures.
 Ensure that all staff are familiar with measures to provide appropriate care for
pupils with particular medical needs (e.g., diabetic needs, Epi-pens, inhalers).
 First aid kits for classrooms and widely used areas (i.e., dining hall, Breakfast
& Afternoon School Clubs) are provided. Items to re-stock are available in the
Medical Room.
 An Additional Needs Booklet for all children is maintained and available to
staff with particular medical needs and appropriate measures needed to care
for them. Allergy, intolerance & dietary preference posters are on dining hall
boards.
 Monitor and re-stock supplies and ensure that first aid kits are replenished.
 Ensure that the school has an adequate number of appropriately trained firstaiders.
 Co-ordinate first aiders and arrange for training to be renewed, as necessary.
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Maintain adequate facilities.
Ensure that correct provision is made for pupils with special medical
requirements both in school and on off-site visits.
On a monthly basis, review first aid records to identify any trends or patterns
and report to the Health and Safety committee.
Fulfil the school’s commitment to report to RIDDOR, as described below.
Liaise with managers of external facilities, such as the local sports facilities, to
ensure appropriate first aid provision.
Contact emergency medical services as required.
Maintain an up-to-date knowledge and understanding of guidance and advice
from appropriate agencies

What to do in the case of an accident, injury or illness
A member of staff or pupil witnessing an accident, injury or illness should
immediately send the child to the Medical Room, accompanied by a peer or an adult,
if necessary. The pupil should not be left unattended. If the pupil is unable to move,
the first aider on duty in the Medical Room should be sent for or another first aider in
the immediate vicinity. They will organise an injured pupil’s transfer to the Medical
Room if possible and appropriate, and to hospital in the case of an
emergency. Parents should be informed as necessary by telephone, by the first
aider or School office. This will be followed up in writing and a record kept at
school. A written record of all accidents and injuries is maintained in the accident
book.
Contacting parents
Parents should be informed by telephone as soon as possible after an emergency or
following a serious/significant injury, including:















Head injury
Suspected sprain or fracture
Following a fall from height
Dental injury
Anaphylaxis, and following the administration of an Epi-pen
Epileptic seizure
Severe hypoglycaemia
Severe asthma attack
Difficulty breathing
Bleeding injury (uncontrolled)
Loss of consciousness
If the child is generally unwell
If a child has been bitten by another child (parents of both children)

Parents will be informed of smaller incidents via an app message during the course
of the School day – Nursery & Reception via Tapestry and Years 1-6 via the School
app. Children will also receive a head bump wristband if they have received a small
bump to the head or face.
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Contacting the Emergency Services
An ambulance should be called for any condition listed above or for any injury that
requires emergency treatment. Any pupil taken to hospital by ambulance must be
accompanied by a member of staff until a parent arrives. All cases of a pupil
becoming unconsciousness (not including a faint) or following the administration of
an Epi-pen, must be taken to hospital.
Accident reporting
The accident forms must be completed for any accident or injury occurring at school,
at the local sports facilities, or on a school trip. This includes any accident involving
staff or visitors. The accident forms will be monitored by the appointed person as
certain injuries require reporting (RIDDOR requirements).
Pupils who are unwell in school
Any pupil who is unwell cannot be left to rest unsupervised in the Medical Room. If a
pupil becomes unwell, a parent should be contacted as soon as possible by the
appointed person, the School office, or an appropriately appointed person. Anyone
not well enough to be in school should be collected as soon as possible by a parent.
Staff should ensure that a pupil who goes home ill, remembers to sign out at the
school office.
First Aid equipment and materials
The appointed person is responsible for stocking and checking the first aid kits. Staff
are asked to notify the appointed person when supplies have been used in order that
they can be restocked.
First aid for school trips
The trip organiser must ensure that at least one adult accompanying the trip has an
appropriate first aid qualification (paediatric certificate for trips involving EYFS
pupils) and undertake a risk assessment to ensure an appropriate level of first aid
cover, with reference to the educational visits policy, which includes further
guidance. A first aid kit for school trips must be collected from the Medical Room and
signed out and back in on return. Any accidents/injuries must be reported to the
appointed person and to parents and documented in the accident book in
accordance with this policy. RIDDOR guidelines for reporting accidents must be
adhered to. For any major accident or injury, the appropriate health & safety
procedure must be followed.
Pupils using crutches or having limited mobility
Parents must inform the school of the nature of injury and the anticipated duration of
immobility. Parents will be asked to complete a “Care plan for return to School with
an injury”. The class teacher will arrange for a ‘class partner’ to carry books, open
doors etc. Arrangements will be made for the pupil to arrive/leave lessons early to
allow for a safe transfer around school. Parents must inform the school of any
particular difficulties. Information to be logged on CPOMS.
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Medical Information Form
On the school app, parents can complete a medication information form detailing if their child
is up to date with their immunisations, any known allergies, any known medical conditions
and how to treat them. This information is then used to update the Additional Needs Booklet
and logged on CPOMS. Annual reminders are sent before the start of each academic year.
Emergency Care Plans and Medication
Care Plans are filed in the Medical Room and a copy is with the child’s medication in the
Medical Room. Pupils with a serious medical condition will have an emergency care plan
drawn up and agreed by the appointed person and parents. Medication for such children
must be taken whenever they leave the school premises. i.e., mass, local walks, trips
and outings. Children who have care plans are detailed in the Additional Needs Booklet
(updated termly). A computer copy is stored on the IEP drive of the server
Pupils with medical conditions
All medication is kept in the Medical Room, boxed by year group. Asthma inhalers are kept
separately boxed by year group, to ensure that they are always accessible. Medication for
such children must be taken whenever they leave the school premises. i.e., Mass, local
walks, trips and outings.
Children who have EpiPens, also have an auto-injector in their classroom as well as the
Medical Room. Reception children with asthma have inhalers in the Medical Room and also
in their Reception classrooms. For any child with chronic asthma, an additional inhaler will
be requested for their classroom as well as the Medical Room. All children who have
medication or an additional need are detailed in the Additional Needs Booklet (updated
termly).
A log of all medication is kept with expiry dates. Parents are given a timely reminder to
provide new medication when the current supply approaches the use by date. Out of date
medication is disposed of responsibility or returned to the parent, at their request.
Prescribed medication
Consent to administer prescribed medication can be given via a form available at the School
Office or via the school app. This is for prescribed medication during the school day for a
short period of time. i.e., a course of antibiotics or pain relief for, or after an injury. All
medication must be labelled with the child’s name, dosage required and time to be
administered. Medication to be handed to the appointed person and kept in the Staff Room
fridge if necessary. A log of medication administered to be kept. Medication to be
administered in the presence of a witness. An app message will be sent to confirm dosage
and time given.
Non-prescribed medication
The school does have a supply of Calpol, Nurofen, Piriton, Piriteze and antihistamine cream
for insect bites & stings that can be administered if a parent consents in writing, or verbally
over the telephone. Medication administered to be logged in the appropriate file in the
Medical Room and administered in the presence of a witness. An app message will be sent
to confirm dosage and time given.
Parental notifications & advice
If there is a case i.e., head lice, chicken pox or slapped cheek syndrome for instance, an
alert via the School app will be sent to parents. In the case of head lice, an alert will be sent
via class or year group. Also, a notice will be put up on the external wall near the school
main entrance. Advisable to seek advice from GP or midwife if pregnant in the case of
chicken pox, measles or slapped cheek syndrome.
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Imitate care & toileting accidents
Intimate care is any care which is associated with invasive procedures relating to bodily
functions, bodily products and personal hygiene which demands direct or indirect contact
with or exposure of intimate parts of the body, such as cleaning up after a child who has
soiled themselves. In addition, some children may need help with dressing/undressing or
using the toilet. Most children can carry out these functions themselves, but it is
recognised that some are unable to due to physical disability, learning difficulties, medical
needs or needs arising from the child’s stage of development.
We recognise the need to treat all children with respect and dignity when intimate care is
given. No child should be attended to in a way that causes distress, embarrassment or pain.
We aim to safeguard the rights and promote the welfare of all children and young people,
including those who may be more vulnerable to abuse.
Individual intimate care plans (sometimes as part of EHCPs) will be drawn up for children, as
appropriate, to suit the circumstances of the child. Any child who requires intimate care is
always treated with respect. We will work with parents and children to establish a preferred
procedure for supporting the child in our care with their personal and intimate needs. The
staff member who is involved will always ask the child for permission to assist them. The
child will be supported to achieve the highest level of autonomy that is possible given their
age and abilities, and staff will encourage them to do as much for him/herself as he/she can.
Children will be cared for with dignity and respect for their privacy. Careful consideration
will be given to each child’s situation to determine how many carers might need to be
present when a child is toileted. We recognise that the information required to carry out
intimate care is available from parents and prior permission must be obtained from parents
before intimate care procedures are undertaken. We acknowledge that cultural and diversity
influences may affect what is deemed ‘intimate’ and ensure we pay regard to social, ethnic
and cultural perspectives through open dialogue with parents. All information concerning
intimate care procedures is recorded and stored securely. An imitate care log must be
completed after each incidence.
Sometimes children have toileting ‘accidents’ which are out of character for them. In the
event of this, and in the absence of a personal intimate care plan, the child would be fully
encouraged and supported to achieve the highest level of autonomy that is possible given
their age and ability. Staff will encourage the child to do as much for his/herself as possible
and parents will be informed the same day. The parents/carers will be contacted
confidentially, either in person or a note provided at the end of the school day. Their soiled
clothes will be bagged and sealed for washing at home. Spare school clothing will be
provided if necessary. On the rare occasion that a child is soiled to a point where they are
unable to clean themselves to a comfortable state, parents would be contacted immediately
so that the child could be taken home for bathing.
Staff must always wear gloves when dealing with a child who is soiled or when changing a
soiled nappy. The school will provide gloves, a bin and liners to dispose of any waste. Any
soiled waste should be placed in a polythene waste disposal bag which can be sealed. This
bag should then be placed in a bin (complete with liner) which is specifically designated for
the disposal of such waste. The bin should be emptied daily, and it can be collected as part
of the usual refuse collection service as this is not classed as clinical waste.
Nursery parents are asked to complete an imitate care form.
Child Protection procedures will be adhered to at all times.
12

Vaccination/Immunisation
Upon entry to Nursery or Reception parents are asked if their child’s immunisations
are up to date. There is also a question on the Medical Information Form on the
School app asking is their child’s immunisations up to date. These are gentle
prompts as vaccination is not compulsory in the UK, but is the most important thing
that can be done to protect against ill health. Vaccination prevents up to 3 million
deaths worldwide every year. Since vaccines were introduced in the UK, diseases
like smallpox, polio and tetanus that used to kill or disable millions of people are
either gone or seen very rarely. Other diseases like measles and diphtheria have
been reduced by up to 99.9% since their vaccines were introduced. However, if
people stop having vaccines, it is possible for infectious diseases to quickly spread
again. Vaccines teach the immune system how to create antibodies that protect you from

diseases. It is much safer for your immune system to learn this through vaccination than by
catching
the diseases
andserious
treatingand
them.
Once the
immune
system knows how to fight a
• protect
from many
potentially
deadly
diseases
disease, it can often protect for many years.
• protect other people in your community – by helping to stop diseases spreading to
people who cannot have vaccines
VACCINES DO: • get safety tested for years before being introduced – they are also monitored for any
side effects
•

sometimes cause mild side effects that will not last long – some children may feel a
bit unwell and have a sore arm for 2 or 3 days

•

reduce or even get rid of some diseases – if enough people are vaccinated

VACCINES DO NOT: •

cause autism – studies have found no evidence of a link between the MMR vaccine
and autism

•

overload or weaken the immune system – it is safe to give children several vaccines
at a time and this reduces the number of injections they need

•

cause allergies or any other conditions – all the current evidence tells us that
vaccinating is safer than not vaccinating

•

contain mercury (thiomersal)

•

have any ingredients that cause harm in such small amounts – however children with
any known allergies such as eggs or gelatine need to advise their GP.
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Routine immunisation Schedule January 2020 as advised by the NHS
Childhood
Age due
8 weeks old

12 weeks old

Diseases Protected against

Vaccine given

Diphtheria, tetanus, pertussis (whooping cough), polio,
Haemophilus influenzae type b (Hib) and hepatitis B

DTaP/IPV/Hib/HepB

Meningococcal group B (MenB)

MenB

Rotavirus gastroenteritis

Rotarvirus

Diphtheria, tetanus, pertussis, polio, Hib and hepatitis B

DTaP/IPV/Hib/HepB

Pneumococcal (13 serotypes)

Pneumococcal conjugate
vaccine (PCV)

Rotavirus
16 weeks old

Rotavirus
DTaP/IPV/Hib/HepB

Diphtheria, tetanus, pertussis, polio, Hib and hepatitis B
MenB
Hib and MenC

MenB
Hib/MenC

Pneumococcal

PCV booster

Measles, mumps and rubella (German measles)

MMR

MenB

MenB booster

3 years 4
months old or
soon after

Diphtheria, tetanus, pertussis and polio

DTaP/IPV

Measles, mumps and rubella

MMR (check first dose given)

Boys & girls
aged 12-13
years
14 years old
(school year 9)

Cancers caused by human papillomavirus (HPV) types 16
& 18 (and genital warts caused by types 6 & 11)

HPV (two doses 6-24 months
apart)

Tetanus, diphtheria and polio

Td/IPV (check MMR status)

Meningococcal groups A, C, W and Y disease

MenACWY

1 year old
(on or after
child’s 1st
birthday)

Adulthood
Age due

Diseases Protected against

Vaccine given

65 years old

Pneumococcal (23 serotypes

Pneumococcal Polysaccharide
Vaccine (PPV)

65 years & older

Influenza (each year from September)

Inactivated influenza vaccine

70 years old

Shingles

Shingles
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Returning to School after illness
Most conditions can be classified as one of a few minor health conditions. Whether or not
you send your child to school will depend on how serious you judge the illness to be. This
guidance can help you make that judgement.
Coughs and Colds – a child with a minor cold or cough may attend school. If the cold is
accompanied by shivers, drowsiness or a fever, please keep your child at home until the
symptoms have subsided and your child feels well enough to join in with a normal school
day – usually 24 to 48 hours. If your child has a severe cough it is best to consult your GP,
who can provide guidance as to whether the child should stay at home. A severe cough can
be debilitating for the child, interrupt lessons and your child will not be at their best.
Raised temperature – if your child has a raised temperature, they should not attend school
until the temperature has returned to normal (without medication) and they are feeling better.
A normal temperature in a child is about 36.4ºC (97.5 ºF) but this can vary slightly from child
to child. A fever is usually considered to be a temperature of 38 ºC (100.4 ºF) or above.
Rash – rashes can be the first sign of many infections such as chicken pox and measles.
Children with these conditions should not attend school. If your child has a rash, check with
your GP before sending them to school. Advisable to seek advice from GP or midwife if
pregnant.
Headaches – a child with a minor headache does not normally need to be kept off school. If
the headache is accompanied by a fever or rash, then keep your child off school and consult
your GP.
Sore throat – a child with a sore throat alone does not have to be kept off school. If your
child has a temperature and is ill with it, the child should stay at home. A sore throat is often
a precursor to a cold or possibly tonsillitis.
Vomiting & Diarrhoea
Non-viral - Children can be sick for many reasons – eating too many sweets and fizzy
drinks, eating food which disagrees with them; you know your child and whether any of the
above have caused the sickness. Some children also have specific intolerances to certain
foods; they may be sick or have diarrhoea but are then well once the offending food has left
their system. If any of the above are the reason for the vomiting, then the child may return to
school once they feel well – after 24 hours.
Viral - Vomiting can also be caused by a viral condition. It is this form of sickness that
concerns us most as we do not want other children to be infected and viral conditions can
spread through a school quickly. If you cannot identify a reason for your child’s sickness and
perhaps other members of the family have been ill, the sickness is accompanied by a fever,
listlessness, a temperature and a general feeling of being unwell do not send your child to
school for 48 hours following the last incident of vomiting or diarrhoea. Some children
recover very quickly and may appear to be well but if the vomiting was not linked to
overeating or a type of food eaten, please keep your child away from school for the full 48
hours just in case they are still carrying the virus. If there is a viral infection outbreak in
school, a 48-hour exclusion will be notified.
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To minimise the risk of transmission of infection to other children, and staff, the
following guidelines are recommended. Such cases of illness should be reported to
the School Office or via the School App:
Disease/Illness

Minimal Exclusion Period

Chickenpox

Until all sores have crusted over.

Conjunctivitis

Glandular Fever

Exclusion not usually required but cream/treatment must have
commenced.
Viral – 24 hours from last episode of diarrhoea or vomiting. 48
hours if there is a particular outbreak in school
Exclusion not usually required.

Hand, foot & Mouth

Exclusion not usually required.

Head lice

No exclusion - please treat immediately and inform school.

Impetigo

Once the spots have crusted over, healed or 48 hours after
commencing antibiotics and the child feels well. Must be
covered.
4 days from the onset of the rash and until the child feels well.

Diarrhoea & vomiting

Measles &
German Measles (Rubella)
Mumps

Advisable to seek advice from GP or midwife if pregnant.

Advisable to seek advice from GP or midwife if pregnant.
5 days after onset of swelling.

Ringworm

Exclusion not usually required. Must be covered.

Scabies

Child may return to school the day after treatment.

Shingles

Exclude only if rash is weeping and cannot be covered.

Slapped Cheek (Fifth
Disease or Parvovirus B19)
Threadworms

None, once rash has developed.

Warts & Verrucae

None – Verrucae should be covered in swimming pools,
gymnasiums & changing rooms.

Whooping cough (pertussis)

48 hours after commencing antibiotic treatment, or 21 days
from onset of illness if no antibiotic treatment. Preventable by
vaccination.

Advisable to seek advice from GP or midwife if pregnant.
None – treatment recommended for the child and household.

January 2020
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Dealing with bodily fluids
In order to maintain protection from disease, all body fluids should be considered
infected. To prevent contact with body fluids the following guidelines should be
followed.
•
•
•
•

When dealing with any body fluids wear disposable gloves.
Wash hands thoroughly with soap and warm water after the incident.
Keep any abrasions covered with a plaster.
Spills of the following body fluids must be cleaned up immediately.

Bodily fluids include:
•

blood, faeces, nasal and eye discharges, saliva, vomit

Disposable towels should be used to soak up the excess, and then the area should
be treated with a disinfectant solution. Never use a mop for cleaning up blood and
body fluid spillages. All contaminated material should be disposed of in a yellow
clinical waste bag (available from the Medical Room) then placed in the
clinical/medical waste bin in the Medical Room.
Avoid getting any bodily fluids in your eyes, nose, mouth or on any open sores. If a
splash occurs, wash the area well with soap and water or irrigate with copious
amounts of water.
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Biting
It is widely accepted that it is possible, (although extremely rare), for a bite from an
infected individual to transmit hepatitis B, HIV or hepatitis C. In addition, bacterial
infections may occur following human bites and can be serious if not managed
appropriately. Therefore, it is essential that bites are managed promptly.
Fortunately, incidents of this nature are extremely rare in most educational
establishments, but as the risk to health can be significant, it is essential that staff
are aware of them and know how to respond. Unlike occupational exposure in adult
healthcare workers, the infection status of the source is usually unknown and difficult
to establish. Biting that occurs in schools and other childcare settings is often an
expression of aggression or frustration in young children. Most human bites in this
situation occur on the fingers or hands. Most do not break the skin.
Strategies to prevent adverse outcomes of human bites
Bites may occur quickly and without an obvious warning to the adults present. A
child may bite when he/she is crowded or cornered and is unable to use words to get
the other child or children to move away. The incidence of biting tends to increase at
times that children find stressful, for example, starting a new school. Predicting
stressful situations and acting to support children accordingly can decrease the
incidence of biting.
If medical issues have been ruled out, then everyone involved in the person's care
can work on completing a behaviour diary. This should include date, time, place,
what occurred before, during and after the behaviour, how the person was feeling
and how people responded to the behaviour. A diary may be completed over a
couple of weeks or longer if needed. Alternatively, completing a functional analysis
questionnaire could help you to understand the behaviour's purpose and understand
triggers. Consider whether any changes, however small, have occurred in the
person's routine or timetable which could affect their behaviour.
The following actions to reduce the infection risk associated with biting may include
the following:








Take a history from parents to assess the blood borne viruses risks in children
who bite repeatedly
Consider offering testing and possible immunisation against hepatitis B in
children who bite repeatedly.
Consider individual plans for children who repeatedly bite, involving parents
and the child’s GP
Agree a policy for immunising teachers at risk of hepatitis B
Consider immunity of classmates at school entry
Ensure staff wear long sleeved clothing if caring for a child who bites regularly
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Bites that do not break the skin do not normally pose an infection risk unless there is
a pre-existing skin break or skin condition. If there is severe bruising without a skin
break however, medical advice should be sought. Any break in the skin caused by a
biting incident is a potential source of bacterial infection and of blood borne viruses
(BBVs), as it may not be known whether the biter is infected. However, the risk of
transmission from a bite is extremely low. To reduce the risk of infection, treatment
may be needed for the biter and the recipient, such as antibiotics, tetanus or
hepatitis B immunisation. Following a biting incident, medical attention and advice
must be sought immediately and risk assessment performed, for both the person
bitten and the biter.
Infection risk is from:




Bacteria including Staphylococcus aureus, Haemophilus spp Bacteroides spp
and other anaerobes
Viruses such as hepatitis B, hepatitis C and HIV. The risk of a BBV being
transmitted is higher if there is blood in the biter’s saliva. The risk may be
reduced if the bite is through fabric.

Hepatitis B virus (HBV) infection has the greatest potential for transmission via this
route. HIV transmission has rarely been reported following a bite injury. Between
1987 and 2006 worldwide there were only four reported cases of HIV transmission
from a bite. In all cases the bite broke the skin and there was a history of bleeding
from the biter’s mouth. Worldwide, there have been at least two reports of Hepatitis
C virus infection being transmitted via a bite; however, there have been no reports of
transmission via this route in the UK.
Confidentiality
Staff should be aware that medical information about individual children is private.
Parents should be made aware that there may be circumstances that personal
sensitive information will be shared between the school and health care
professionals. It is important to keep the number of people who are aware of the
person’s medical conditions to a minimum and divulging such information should be
on a strictly ‘need to know’ basis. The decision as to the extent of any disclosure
within the school will need careful consideration and be minimised in each case.
Initial Wound Care
If the bite is particularly severe, the biter may require urgent first aid treatment
(e.g., to control the bleeding). In all cases where the bite has broken the skin the
management of the wound should include the following:
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Apply first aid:










Wash and dry your own hands
Cover any cuts on your own hands and put on disposable gloves
Encourage the wound to bleed unless it is bleeding freely. Do not suck
Wash the wound thoroughly with soap and warm, running water for 1-2 minutes. Do
not scrub
Dry and cover the wound with a waterproof dressing
Seek medical advice
If the bite is on the hand the arm should be elevated
If the biter has blood in the mouth, they should swill it out with tap water. Even if the
bite has not broken the skin, the area should still be washed thoroughly with water
and soap.

Initial Assessment
All assessments should include the possibility that the person bitten and the biter both may
have been exposed to a BBV or bacterial infection. All bites should be examined to ascertain
whether the skin has been broken and the following information recorded for all incidents
where this is the case:









An accident/incident report should be completed



Examine and describe the wound of the person bitten to include whether there is a
possibility of soil contamination









Who was bitten
Who was the biter
When and where did the incident take place
Who was also present
Factors that may have contributed to the occurrence of the incident
Examine the mouth of the biter to assess the likelihood that the bitten person was
exposed to the biter’s blood

Any known immunosuppression (problems with the immune system) in the biter or
person bitten
Any known allergies to medicines
Any known infections or other medical conditions in both parties
Whether the person bitten is up to date with their tetanus vaccinations
Has the biter or recipient been immunised against Hepatitis B
SLT to be advised.
Parents of the biter and the child bitten to be contacted. Encourage parents of the
child bitten to seek further medical attention.
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Additional optional questions which should be asked if the school lead/first aider
feels it appropriate include:





Are any of the parents of the biter or bitten person known to be infected with
hepatitis B, hepatitis C or HIV?
Are any of the parents of the biter or bitten person known to be intravenous
drug users?
Has the biter or bitten person or anyone in their families been ill with
jaundice?

Additional actions where a member of staff is involved, school should ensure that:
An accident/incident report is completed






The appropriate line manager is informed
If the bite breaks the skin the occupational health department should be
informed
Those whose work puts them at increased risk of biting should be offered
hepatitis B vaccination, where appropriate.
They should be made aware of the immediate action to take following a bite.

Further Management by Health Professionals - this will include:




An assessment of the need for antibiotics to prevent bacterial infection
Assessment of the need for immunisation against tetanus and hepatitis B

Parents of the biter and the child bitten to be contacted
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ASTHMA
How to use a Salbutamol inhaler
Only use the Salbutamol inhaler when needed, or when the child asks for it. This
may be when you notice symptoms such as coughing, wheezing, shortness of breath
and tightness in the chest or when that child is going to do an activity that can make
them breathless, for example climbing stairs or sport.
The normal way for adults and children to use their inhaler is: •

1 or 2 puffs of Salbutamol when needed (sometimes through a spacer)

•

Up to a maximum of 4 times in 24 hours (regardless of whether 1 or 2 puffs
given

Salbutamol is sometimes prescribed to prevent breathing difficulties happening in the
first place. This could be before a trigger, such as exercise or exposure to pets. In
this situation, the normal dose is still 1 or 2 puffs at a time.
However, always refer to the individual’s Asthma or Care Plan for full instructions
All Asthma inhalers are kept in the Medical Room, boxed by year group and easily
accessible. There is a log with the inhalers to be completed when an inhaler is
administered. Inhalers for children in the Nursery are kept in the Nursery. An
additional inhaler for Reception children is kept in their classroom, and for any other
child if their asthma is chronic. All children will Salbutamol inhalers in School must
have a current Asthma Action Plan or School Asthma Card.
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If a child under 12 has an asthma attack:
1. Help them sit up straight and stay calm
2. Help them take one puff of their reliever inhaler (usually blue – Salbutamol)
every 30-60 seconds up to 10 puffs. Use a spacer if you have one.
3. Call 999 for an ambulance if: •
•
•

They do not feel better after 10 puffs
Their symptoms get worse – e.g., Cough, breathlessness, wheeze,
tight chest, or tummy/chest ache
You are worried at any time

4. Repeat step 2 if the ambulance takes longer than 15 minutes
Signs that a child is having an asthma attack:
•

Their reliever inhaler (usually blue – Salbutamol) is not helping or they need it
more than every four hours

•

They cannot talk or walk easily

•

They are finding it hard to breathe

•

They are coughing or sneezing a lot

•

Their chest is tight or hurts
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Epilepsy
Individual care plans will include parents’ agreement for trained members of staff to
administer emergency medicines such as buccal midazolam. First Aid for the
pupil’s seizure type will be included on their care plan and support staff will receive
basic training on administering first aid.
If a child is having a seizure:



Stay Calm



Gradually place the child on a protected surface such as the floor or ground to
prevent accidental injury. Do not restrain or hold a child during a convulsion.
Cushion their head.



Position the child on his or her side or stomach to prevent choking. When
possible, gently remove any objects from the child’s mouth. Nothing should
ever be placed in the child's mouth during a convulsion. These objects can
obstruct the child's airway and make breathing difficult.



Note the start time of the seizure. If the seizure lasts longer than 5 minutes,
call an ambulance.



Call an ambulance if the seizure is less than 5 minutes but the child does not
seem to be recovering quickly.

There are several types of seizure, but these tend to be the most common in
children: •

Generalized Tonic Clonic Seizures — Also known as a convulsion, this is
the most common and easily recognized kind of generalised seizure. The
child suddenly cries or screams, becomes stiff, falls, and then begins to move
arms or legs in jerky, up-and-down or side-to-side movements. Skin may
appear bluish, breathing can be shallow or stop briefly, and teeth are usually
clenched tight. The child may wet or soil themselves due to a loss of bladder
or bowel control. The seizure usually lasts a minute or two. Afterward, the
child is often confused, may complain of sore muscles or a bitten tongue, and
will typically fall into a deep sleep.

•

Absence Seizures — These seizures can easily be confused with
daydreaming or not paying attention. However, the child is completely
unconscious and cannot be alerted or woken up. It usually lasts only a few
seconds, during which the child might stare blankly ahead, blink rapidly, or
appear to be chewing. After it is over, the child will often seem completely
normal.
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Febrile Convulsions
A seizure can also be known as a convulsion or fit. In young children, seizures are
usually caused by a raised body temperature, often following an infection. This type
of seizure, known as a febrile seizure or convulsion, occurs because the brain is not
mature enough to cope with the body’s high temperature.
Individual care plans will include parents’ agreement for trained members of staff to
administer emergency medicines such as paracetamol – to lower a temperature and
hopefully avoid a seizure – along with further steps to take. Parent to be called if the
child has a temperature, medication administered or has a seizure.
Signs and symptoms:











loss of or lack of a response
vigorous shaking, with clenched fists and an arched back
signs of a fever, with hot, flushed skin and sweating
twitching of the face
squinting, fixed or rolled back eyes
breath holding with a red face and neck
drooling at the mouth
vomiting
loss of bladder or bowel control.

If a child is having a convulsion:



Note the start time of the seizure. If the seizure lasts longer than 5 minutes,
call an ambulance.



Call an ambulance if the seizure is less than 5 minutes but the child does not
seem to be recovering quickly.



Gradually place the child on a protected surface such as the floor or ground to
prevent accidental injury. Do not restrain or hold a child during a convulsion.
Cushion their head.



Position the child on his or her side or stomach to prevent choking. When
possible, gently remove any objects from the child’s mouth. Nothing should
ever be placed in the child's mouth during a convulsion. These objects can
obstruct the child's airway and make breathing difficult.



Call an ambulance if it is the child’s first febrile seizure. This is especially
urgent if the child shows symptoms of stiff neck, extreme lethargy, or
abundant vomiting, which may be signs of meningitis, an infection over the
brain surface.
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Raised Temperature
A temperature of 38ºC and above almost always indicates the presence of acute
infection, usually a viral (contagious) illness. Children should not be in school.
If a child has a high temperature:







Parents will be contacted when a child registers a temperature of 38ºC or
above.
Parents will then be asked to collect the child.
Permission to administer Calpol may also be sought if the parent is likely to be
sometime before they can collect their child.
Any other symptoms that may develop with the high temperature (for
example, rash or vomiting) will be noted.
The child can return to school if their temperature has been normal for 24
hours without medication. If a child is returned to school still with a
temperature, parents will be contacted and asked to collect the child.

Attempt to reduce the child’s fever by:



Encouraging the child to drink plenty of water unless there are reasons why
the child is only allowed limited fluids.



Removing excessive clothing – i.e., coat, jumper or cardigan.



Sponging lukewarm water on the child’s forehead, back of neck and exposed
areas of skin, such as arms and legs.



If requested by a parent, or if Calpol is given by an authorised member of staff
in an attempt to bring the temperature down, the medication log must be
completed detailing the child’s name, temperature, time, date, dosage, name
of who administered it and a witness.
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Nosebleeds
The most common kind of nosebleed is an anterior nosebleed, which comes from the front of
the nose. Capillaries, or tiny blood vessels, inside the nose may break and bleed, causing
this type of nosebleed.
Most anterior nosebleeds are due to dry air. A dry climate or heated indoor air irritates and
dries out nasal membranes. This causes crusts that may itch, then bleed when scratched or
picked. Common colds also can irritate the lining of the nose, with bleeding following
repeated nose-blowing. Having a cold during dry winter weather is the perfect formula for
nosebleeds. Allergies also can cause problems, as doctors may prescribe medicine (such
as antihistamines or decongestants) to control an itchy, runny, or stuffy nose. The medicine
can dry out nasal membranes, leading to nosebleeds.
An injury or blow to the nose can cause bleeding, but most are not a serious problem.
However, if the child has a facial injury that causes a bloody nose and you cannot stop the
bleeding after 10 minutes or have other concerns about the injury, call 999 for an
ambulance.
If a child has a nosebleed:
•

Stay calm and reassure the child.

•

Have the child sit upright in a chair then tilt his or her head slightly forward.

•

Do not have your child lean back. This may cause blood to flow down the back of the
throat, which tastes bad and may cause gagging, coughing, or vomiting.

•

Gently pinch the soft part of the nose (just below the bony ridge) with a tissue. If the child
is old enough get them to do this themselves.

•

Keep pressure on the nose for about 10 minutes; if stopped too soon, bleeding may start
again.

•

Have the child relax a while after a nosebleed. Discourage nose-blowing, picking, or
rubbing, and any rough play
Inform the parent and advise them to seek further advice from their GP, if:
 The child has nosebleeds often




Tends to bruise easily



recently started taking new medicine

Has heavy bleeding from minor wounds or bleeding from another place, such as the
gums

Call 999 for an ambulance if bleeding:
 is caused if the child may have put something in his or her nose





is heavy, or the child also has dizziness or weakness
is the result of a fall or blow to the head
does not stop after two attempts of applying pressure for 10 minutes each
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Rashes
Childhood rashes are common and are not usually a cause for concern. Most rashes are
harmless and disappear without the need for treatment. The most common causes of
rashes in children are:
Cellulitis is an infection of the deeper layers of skin and underlying tissue. The affected area
will be red, painful, swollen and hot. It often affects the legs but can occur anywhere on the
body. The child will probably also have a fever. Can occur after a cut or graze being
infected.
Chickenpox is a viral illness that most children catch at some point. It most commonly
affects children under 10 years of age. A rash of itchy spots turns into fluid-filled
blisters. They crust over to form scabs, which after a while drop off. Some children only have
a few spots, whereas others have them over their entire body. The spots are most likely to
appear on the face, ears and scalp, under the arms, on the chest and belly, and on the arms
and legs. Advisable to seek advice from GP or midwife if pregnant.
Eczema is a long-term condition that causes the skin to become itchy, red, dry and cracked.
The most common type is atopic eczema, which mainly affects children but can continue into
adulthood. Atopic eczema commonly develops behind the knees or on the elbows, neck,
eyes and ears. About one in five children in the UK has eczema, and in eight out 10 cases it
develops before the age of five, often before a child's first birthday.
Erythema multiforme is a skin rash (usually mild) that is caused by an allergic reaction to
the herpes simplex virus. The spots look like targets, with a dark red centre and paler ring
around the outside. The hands or feet tend to be affected first, followed by the limbs, upper
body and face. The child will probably feel unwell and may have a fever. It may take from
two to six weeks before they feel better.
Hand, foot and mouth disease is a common, contagious infection that causes mouth
ulcers and spots and blisters on the palms of the hands and soles of the feet. It is most
common in young children (particularly those under 10), but it can also affect older children
and adults. There is no cure for hand, foot and mouth disease and it is easily spread, so the
child should be kept off school or Nursery until they are better - it should clear up after about
seven to 10 days.
Impetigo is a common and highly contagious skin infection that causes sores and blisters. It
is not usually serious and often improves within a week of treatment. There are two types of
impetigo – bullous and non-bullous. Bullous impetigo typically affects the trunk (the area of
the body between the waist and neck) and causes fluid-filled blisters that burst after a few
days to leave a yellow crust. Non-bullous impetigo typically affects the skin around the nose
and mouth, causing sores that quickly burst to leave a yellow-brown crust. Once the spots
have crusted over, healed or 48 hours after commencing antibiotics and the child feels well,
they can return to school – sores must be covered.
Keratosis pilaris ("chicken skin") is a common and harmless skin condition. The skin on
the back of the upper arms becomes rough and bumpy, as if covered in permanent goose
pimples. Sometimes, the buttocks, thighs, forearms and upper back can also be affected.
Keratosis pilaris typically begins in childhood and gets worse during puberty. Some people
find it improves after this and may even disappear in adulthood. There is no cure for
keratosis pilaris, and it often gets better on its own without treatment.
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Measles is a highly infectious illness that most commonly affects young children. It is now
rare in the UK because of the effectiveness of the measles, mumps and rubella (MMR)
vaccine. The measles rash is red-brown blotches. It usually starts on the head or upper
neck and then spreads outwards to the rest of the body. Your child may also have a fever
and cold-like symptoms. Measles usually passes in about 7 to 10 days. Further medical
attention should be sought by the parent urgently. Advisable to seek advice from GP or
midwife if pregnant.
Meningitis is an infection of the protective membranes that surround the brain and spinal
cord (meninges). It is most common in babies, young children, teenagers and young adults.
Meningitis can be profoundly serious if not treated quickly. It can cause life-threatening
blood poisoning (septicaemia) and result in permanent damage to the brain or nerves.
Symptoms of meningitis develop suddenly and can include:










a high temperature (fever) over 37.5C (99.5F)
being sick
a headache
a blotchy rash that does not fade when a glass is rolled over it (this will not always
develop)
a stiff neck
a dislike of bright lights
drowsiness or unresponsiveness
seizures (fits)

These symptoms can appear in any order and some may not appear.
Call 999 for an ambulance if meningitis is suspected.
Molluscum contagiosum is a viral skin infection that causes clusters of small, firm, raised
spots to develop on the skin. It commonly affects young children aged one to five years,
who tend to catch it after close physical contact with another infected child. The condition is
usually painless, although some children may experience some itchiness. It usually goes
away within 18 months without the need for treatment. Molluscum contagiosum is highly
infectious, however, no exclusion is necessary.
Pityriasis rosea is a relatively common skin condition that causes a temporary rash of
raised red scaly patches to develop on the body. Most cases occur in older children and
young adults (aged between 10 and 35). The rash can be very itchy. In most cases, it clears
up without treatment in 2 to 12 weeks, although in rare cases it can last up to five months.
Prickly heat (heat rash), also known as miliaria, is an itchy rash of small, raised red spots
that causes a stinging or prickly sensation on the skin. It occurs when the sweat ducts in the
outer layer of skin (epidermis) are obstructed. You can get a heat rash anywhere on your
body, but the face, neck, back, chest or thighs are most often affected. Infants can
sometimes get a prickly heat rash if they sweat more than usual – for example, when it is hot
and humid or if they are overdressed. It is not a serious condition and rarely requires any
specific treatment.
Psoriasis is a long-lasting (chronic) skin condition that causes red, flaky, crusty patches of
skin covered with silvery scales. The severity of psoriasis varies greatly from person to
person. For some people, it is just a minor irritation, but for others it can have a major impact
on their quality of life
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Ringworm is a highly infectious fungal skin infection that causes a ring-like red or silvery
patch on the skin that can be scaly, inflamed, or itchy. Ringworm often affects the arms and
legs, but it can appear almost anywhere on the body. Other similar fungal infections can
affect the scalp, feet, groin and nails. Ringworm of the scalp can cause scaling and patches
of hair loss. Further medical attention required. Must be covered upon return to school.
Scabies is a contagious skin condition that is intensely itchy. It is caused by tiny mites that
burrow into the skin. In children, scabies is usually spread through prolonged periods of
skin-to-skin contact with an infected adult or child – for example, during play fighting or
hugging. The mites like warm places, such as skin folds, between the fingers, under
fingernails, or around the buttock creases. They leave small red blotches, which are often
found on the palms of the hands or soles of the feet. In infants, blisters are commonly found
on the soles of the feet. Further medical attention required.
Scarlet fever is a highly contagious bacterial infection that usually affects children between
2-8 years of age. It causes a distinctive pink-red rash, which feels like sandpaper to touch
and may be itchy. It often starts with a sore throat, fever and headache, with the rash
developing two to five days after infection. The rash usually occurs on the chest and
stomach before spreading to other areas of the body, such as the ears and neck. Scarlet
fever usually clears up after about a week. Further medical attention required.
Slapped cheek syndrome also known as fifth disease or parvovirus B19 – is a viral
infection that is common in children aged 6-10. It causes a distinctive bright red rash to
develop on both cheeks. This can look alarming, but it usually clears up by itself in one to
three weeks. Unless your child is feeling unwell, they do not need to stay away from school.
Once the rash appears, the infection is no longer contagious. Advisable to seek advice from
GP or midwife if pregnant.
Urticaria (hives) also known as hives, wheals, welts or nettle rash – is a raised, itchy rash
that can affect one part of the body or be spread across large areas. It is a common skin
reaction that often affects children. Urticaria occurs when a trigger causes high levels of
histamine and other chemical messengers to be released in the skin. These substances
cause the blood vessels in the skin to open up, resulting in redness or pinkness, and
swelling and itchiness. There are many possible triggers of urticaria, including allergens,
such as food or latex, irritants, such as nettles, medicines, and physical factors, such as heat
or exercise. Sometimes, a cause cannot be identified. The rash is usually short-lived and
mild and can often be controlled with antihistamines.
If a child has a rash:







If accompanied by a temperature, contact parent immediately to collect child and
advise them to seek further medical attention.
If you suspect meningitis call 999 for an ambulance.
If an Eczema flare up, contact parent to advise and seek guidance.
If a contagious rash (as detailed above), parent to be contacted and asked to collect
child and advise them to seek further medical attention.
If an allergic rash suspected, such as urticaria, parent to be contacted and advised to
seek further medical attention.
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Allergies

An allergy is a reaction the body has to a particular food or substance.
Allergies occur when the body's immune system reacts to a particular substance as
though it is harmful.
Individual care or allergy plans will include parents’ agreement for trained members
of staff to administer antihistamine medicines such as cetirizine hydrochloride,
Piriton, Piriteze, and in the case of anaphylaxis or anaphylactic shock, adrenaline
auto injectors such as Emerade or EpiPen. Detailed procedures for a child’s
particular allergy will be included on their care plan and what steps to take in the
event of an emergency. All children with allergies are noted in the Additional Needs
Booklet and in the case of food allergies or intolerances, the Catering
Company/Kitchen are notified. Images of children with allergies or intolerances are
detailed on foldable boards (GDPR compliant) in the Main hall and the Small Hall.
Children with auto injectors, have an additional auto injector in their classroom as
well as the Medical Room. In addition, children in KS1 are given a red coloured
wristband in the lunch hall as an extra precaution.
Common allergies
Substances that cause allergic reactions are called allergens. The more common
allergens include:











grass and tree pollen – an allergy to these is known as hay fever (allergic
rhinitis)
dust mites
animal dander (tiny flakes of skin or hair)
food – particularly nuts, fruit, shellfish, eggs, and cow's milk
insect bites and stings
medication – including ibuprofen, aspirin, and certain antibiotics (Penicillin)
latex – used to make some gloves or plasters
mould – these can release small particles into the air that you can breathe in
household chemicals – including those in detergents

Symptoms of an allergic reaction
Allergic reactions usually happen quickly, within a few minutes of exposure to an
allergen. They can cause:








sneezing
a runny or blocked nose
red, itchy, watery eyes
wheezing and coughing
a red, itchy rash
worsening of asthma or eczema symptoms

Most allergic reactions are mild, but occasionally a severe reaction
called anaphylaxis or anaphylactic shock can occur. This is a medical emergency
and needs urgent treatment – call 999 for an ambulance (see next page)
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Anaphylaxis
Anaphylaxis is a severe, potentially life-threatening allergic reaction that can develop
rapidly. It is also known as anaphylactic shock.
Signs of anaphylaxis include:
 itchy skin or a raised, red skin rash
 swollen eyes, lips, hands and feet
 feeling lightheaded or faint
 swelling of the mouth, throat or tongue, which can cause breathing and
swallowing difficulties
 wheezing
 abdominal pain, nausea and vomiting
 collapse and unconsciousness
Anaphylaxis should always be treated as a medical emergency. A child with a
previous history of anaphylaxis will have an auto-injector of adrenaline (Emerade or
EpiPen). Inject into their outer thigh muscle and hold in place for 5 to 10 seconds.
Instructions for how to use auto-injectors are on the side of each device and on the
child’s care or allergy plan. Call 999 for an ambulance whether adrenaline has been
given or not.
If after 5 to 10 minutes the child still feels unwell, a second injection should be given
in the opposite thigh. A second dose may also be needed if the child improves and
then becomes unwell again.
The child should lie flat, with their legs raised on a chair or a low table. If they are
having difficulty breathing, they should sit up to make breathing easier. If the child is
unconscious, you should move them to the recovery position – on their side,
supported by one leg and one arm, with the head tilted back and the chin lifted. If the
person's breathing or heart stops, cardiopulmonary resuscitation (CPR) should be
performed.
Causes and triggers
Anaphylaxis is the result of your body's immune system overreacting to a harmless
substance, such as food. Substances that trigger allergic reactions are known as
allergens. Anaphylaxis usually develops within minutes of contact with an allergen,
but sometimes the reaction can happen up to 4 hours later.
The most widely reported triggers of anaphylaxis are:






insect stings – particularly wasp and bee stings
peanuts and tree nuts
other types of foods – such as milk and seafood
certain medicines – such as antibiotics

Children with other allergic conditions, such as asthma or the allergic skin
condition atopic eczema, are most at risk of developing anaphylaxis.
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Cuts and grazes
Stop the bleeding before applying a dressing to the wound. Apply pressure to the area
using a clean and dry absorbent material – such as a bandage, towel or tissue – for several
minutes. If the cut is to a hand or arm, raise it above the head to help reduce the flow of
blood. If the injury is to a lower limb, lie down and raise the affected area above the level of
your heart if necessary.
Clean the wound and apply a dressing when the wound has stopped bleeding, clean it
with a wet tissue and cover it with a dressing to help stop it becoming infected. To do this:






wash and dry your hands thoroughly
clean the wound under drinkable running water or a wet tissue/paper towel – no
antiseptic or alcohol wipes to be used.
pat the area dry with a clean tissue or paper towel.
apply a sterile adhesive dressing, such as a plaster – hypoallergenic if possible.

A wound is at risk of infection if:







it has been contaminated with dirt, pus or other bodily fluids
there was something in the wound before it was cleaned, such as gravel or a shard of
glass
it has a jagged edge
it is longer than 5cm (2 inches)
it was caused by an animal or human bite

Signs a wound has become infected include:






swelling, redness and increasing pain in the affected area
pus forming in or around the wound
feeling generally unwell
a high temperature (fever) of 38ºC (100.4ºF) or above

Call 999 for an ambulance if:




the bleeding cannot be stopped
bleeding from an artery – blood from an artery comes out in spurts with each beat
of the heart, and is bright red and usually hard to control



if the child experiences persisting or significant loss of sensation near the wound
or they are having trouble moving any body parts



if the child received a severe cut to the face – urgent treatment to prevent
scarring might be required.



a cut to the palm of the hand and it looks infected – these types of infection can
spread quickly




there is a possibility a foreign body is still inside the wound
the wound is very large, or the injury has caused a lot of tissue damage
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Minor head injuries
If a child experiences a knock, bump or blow to the head, sit them down, comfort
them, and make sure they rest. Hold a cold compress to their head. The symptoms
of a minor head injury are usually mild and short lived. They may include:
•

a mild headache

•

nausea (feeling sick)

•

mild dizziness

•

mild blurred vision

If the child's symptoms get significantly worse, call 999 for an ambulance.
What to look out for
Signs of a brain injury after a head injury include:
•

unconsciousness – either brief (concussion) or for a longer period of time

•

fits or seizures

•

problems with the senses – such as hearing loss or double vision

•

repeated vomiting

•

blood or clear fluid coming from the ears or nose

•

memory loss (amnesia)

If any of these symptoms occur after a head injury, call 999 and ask for an
ambulance.
For children in Nursery and Reception, parents to be contacted for all head
bumps/injuries via Tapestry.
For children in Year 1-6, discretion should be used whether to contact the parent.
Any child who suffers a bump to any part of their head, will be issued with a
neon yellow wristband stating the date and time of the incident. The wristband
will serve to alert all staff within School that a bump to the head has occurred.
Parents will receive a message via the School app (or Tapestry for Reception
and Nursery) outlining the incident. Children will be told that the wristband
must remain on their wrist until they get home to show their parents/carers,
including if they attend an after-school club. The wristband will notify parents
that one of our first aiders looked after and assessed their child, and at the
time it was not thought necessary to refer them for further attention.
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Strains & Sprains
Strains are injuries to muscle or tendons (which connect muscle to bone) due to
overstretching.
Sprains involve a stretch or a partial tear of ligaments (which connect two bones).
Signs and Symptoms
 pain in the joint or muscle
 swelling and bruising
 warmth and redness of the injured area
 trouble moving the injured part
What to Do
 Make sure the child stops activity right away.
 Think R.I.C.E. for the first 48 hours after the injury:
 Rest: Rest the injured part until it is less painful.
 Ice: Wrap an icepack or cold compress place over the injured part immediately.
 Compression: Support the injured part.
 Elevation: Raise the injured part above heart level to decrease swelling.
Seek further medical attention:  If child is in severe pain when the injured part is touched or moved
 continued trouble bearing weight
 more bruising
 numbness or a feeling of "pins and needles" in the injured area
 a limb that looks "bent" or misshapen
 signs of infection (increased warmth, redness, streaks, swelling, and pain)
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Bruising
A bruise, also called a contusion happens when a part of the body is injured and
blood from the damaged capillaries (small blood vessels leaks out). With no place to
go, the blood gets trapped under the skin, forming a red or purplish mark that is
tender when you touch it — a bruise. Bruises can happen for many reasons, but
most are the result of bumping and banging into things — or having things bump and
bang into you. Bruises usually fade away in about 2 weeks. Over that time, the
bruise changes colour as the body breaks down and reabsorbs the blood. The colour
of the bruise can give you an idea how old it is:

 When a bruise first occurs, it is reddish as the blood appears under the skin.
 Within 1 or 2 days, the haemoglobin (an iron-containing substance that carries
oxygen) in the blood changes and your bruise turns bluish-purple or even
blackish.
 After 5 to 10 days, the bruise turns greenish or yellowish.
 Then, after 10 or 14 days, it turns yellowish-brown or light brown.
 Finally, after about 2 weeks, the bruise fades away.
How to treat
Apply a cold compress to the bruise to help slow down the blood that is flowing to the
area, which decreases the amount of blood that ends up leaking into the tissues. It
also helps keep the inflammation and swelling down. To reduce swelling and
bruising, elevate the bruised area above the level of the heart - if the bruise is on the
shin or leg, prop up the leg.
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Diabetes – Type 1
Diabetes is a serious condition where the blood glucose level is too high. There
are two main types, Type 1 and Type 2. Most children in school will have Type
1 diabetes, which is a serious, lifelong condition where the blood glucose level is
too high because the body cannot make a hormone called insulin. Having Type
1 has nothing to do with diet or lifestyle, it just happens.The body still breaks
down the carbohydrate from food and drink and turns it into glucose (sugar).
When the glucose enters the bloodstream, there is no insulin to allow it into the
body's cells. More and more glucose then build up in the bloodstream. To get
insulin into the body it needs to be injected, or by using an insulin pump, which
delivers a constant supply. Blood glucose levels need to be checked so they are
not too low or too high, by using a blood glucose testing device several times a
day.
Children with Diabetes Type 1 will have an EHCP and therefore have an LSA/TA
assigned to assist and support medical needs and procedures.
Testing a child’s blood sugar
Children with diabetes will need to check their blood sugar levels regularly
throughout the day. Blood sugar tests tell you, and the child, exactly what their
blood sugar levels are and what treatment they need to keep them in range of their
target levels.
Blood sugar tests will usually need to be done before meals, if they are feeling
unwell, before, after and during PE and any time you or they think they might
be going too low or high.
Injecting insulin at school
Children who inject insulin to treat their diabetes will use an insulin pen. There are
two types of insulin pen:
•
•

Disposable, which comes pre-filled and is thrown away when empty
Reusable, which has a replaceable cartridge of insulin.

Some children might want a private area where they can take their injections; if this
is the case, this should be allowed and should never be a toilet. Other children
might be happy to inject in public, which should also be allowed.
Children might need help with injecting, especially if they are younger or newly
diagnosed.
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Insulin pumps at school
Insulin pumps are small devices that give someone a small, varying amount of
insulin all the time. This is pre-set to meet the needs of each child individually.
This dose of insulin is called background insulin.
As well as the background dose of insulin that is continuously delivered by the
pump, children who use an insulin pump will need to give extra insulin through the
pump when they eat or if their blood sugar levels are high. This is done by pressing
a combination of buttons which some children might need help with. School staff
will be trained on how to give insulin through the pump and how to look after the
pump at school.
Hypos and hypers
Diabetes can cause high and low blood sugar levels which are known as hypos
and hypers. It is important to remember that both hypos and hypers can affect
a child’s behaviour. If a child is behaving out of character, i t is always worth
checking their blood sugar levels.
Hypos
Hypos are when a child’s blood sugar levels go too low; it is important that a
hypo is treated as quickly as possible. Hypos are usually treated with
something sugary to eat and drink. These amounts will be different depending
on how serious the hypo is and how old the child is. During training, staff will be
advised how to treat a hypo and what causes them. Some children know when
they are having a hypo and can treat it themselves, but some children will not
be able to and will need help. All school staff should know the signs of a hypo
in each individual child and what to do if they are having one.
Hypers
Hyperglycaemia happens when a child’s blood sugar goes too high.
This might be because they have missed an insulin dose, not taken enough
insulin, stress, sugary or starchy food, and sometimes there is not an obvious
cause.
Symptoms of a hyper can be the child being thirsty, needing the toilet a lot, feeling
sick, blurred vision and having a tummy ache. If any of these symptoms happen,
blood sugar needs to be tested and treat the hyper with insulin. The allocated
LSA/TA will have been trained to provide care.
Eating at school
There is no special diet for children with diabetes, they should follow the same
healthy balanced diet recommended for every child. Children with diabetes can
enjoy foods, such as sweets and chocolate just like other children but in moderation,
so they should not be excluded from class treats unless advised by their parents.
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All children will match their insulin exactly to the amount of carbohydrate in the food
they are about to eat. This is called 'carbohydrate (or carb) counting'.
Children might need help with carb counting, especially if they are younger or
newly diagnosed. Parents will advise the support the child needs, explain exactly
how it works, and give all the information needed to carb count.
Physical activity
Most children with diabetes should be able to enjoy all kinds of physical activity,
and diabetes should not stop them from taking part or being selected to
represent school and other teams.
Children will need to plan for physical activity because all forms of exercise (such
as swimming, football, running and athletics) use up glucose. This can mean that
their blood sugar levels fall too low, and they will have a hypo.
On the other hand, if their blood glucose is high before getting active, physical
activity may make it rise even higher.
The way a child prepares for an activity will vary depending on:
•
•
•
•
•

when they last injected their insulin
the type of physical activity they will be doing
how long they are being active for
when they last ate
their blood glucose level.

Because of this, they might need to have an extra snack before, during and
after physical activity, alter their insulin dose and check their blood glucose
more regularly.
If a child uses an insulin pump, they’ll need to be disconnected if the child is
taking part in contact sports or water sports.
Generally, pumps should not be disconnected for more than one hour because
they use rapid acting insulin and while they are disconnected no more insulin will
be getting into the body. This means that the blood glucose will start to rise.
To make sure that blood glucose levels stay as stable as possible, the pump must
be reconnected as soon as the activity is over and the child’s blood glucose level
should be checked. They might need some extra insulin as well.
School staff should talk to the child’s parent who will advise on how they should
prepare and look after diabetes while doing physical activity.
Training and support
At least two members of staff at school should be fully trained to support a child and
their diabetes. It is important that all members of staff have a general awareness
training too. The child’s parents might help with this training.
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Head Lice
Head louse infection is not primarily a problem of schools but one of the wider community. It
cannot be solved by school, but the school can help the local community to deal with it.
Head lice are transmitted by direct, still, prolonged head-to-head contact. Transmission of
lice within a classroom is relatively rare. When it does occur, it is usually from a ‘best friend’.
Head lice will not be eradicated in the foreseeable future, but a sensible, informed approach,
based on fact not mythology, will help to limit the problem. At any one time, most schools will
have a few children who have active infection with head lice. This is often between 0% and
5%, rarely more. The perception by parents/carers however, is often that there is a serious
‘outbreak’ with many children infected. This is hardly ever the case.
Parents’/Carers Responsibilities:








Undertake regular weekly and where appropriate, daily checks to ensure that your
child/family is not affected. This should be done with a detector comb, as noted in the
advice in the school’s parent leaflet on head lice and in this policy. All family
members should be checked.
Hair should be checked on the same day if an app message is received from school
saying that there is a case of head lice in your child’s class is received.
If live head lice are found, prompt treatment should be given.
Inform all contacts of the family / friends who may have come in to head to head
contact for a minute or more in the last month if head lice or nits (eggs) are found.
Seek advice from a medical practitioner (Pharmacist/ Health Visitor/ Doctor) about
using an approved lotion and treat using this method in the recommended way.

School will undertake to








Encourage parents to seek advice from the professionals if they find head lice to be a
persistent problem.
Maintain a visual check on pupils.
Alert parents (class/year group) via an app message if an outbreak is noted or school
is notified by a parent that a pupil has head lice.
Encourage parents to return their child to school immediately after treatment – there
is no need to keep a child off school for the day.
School staff will be encouraged to check their own hair regularly.
As part of school uniform policy, all long hair is to be tied back.

The school by law cannot





Carry out physical checks on pupils for head lice.
Tell parents to keep children away from school because of head lice.
Exclude a child from school because of head lice.
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Facts about head lice











Head lice are small, six-legged wingless insects that live on the hair, close to the
scalp, where it is warm and easy for them to feed.
They are pin-head size when they hatch, less than match-head size when fully grown
and are difficult to see in the hair.
The eggs are glued individually to hairs near the scalp. Unhatched eggs are dull in
colour and hard to see, but after the lice have hatched the empty egg sacs – called
‘nits’ – are white and easy to see. Many people mistake the empty egg sacs or nits
for head lice when they are actually evidence of a previous infection of head lice.
Head lice are easily missed in dry hair and do not necessarily cause itching. There
are often only 10 lice or less on a head.
Head lice cannot fly, jump or swim. They spread from person to person by climbing
swiftly along hairs during close head-to-head contact.
Head lice are not fussy about hair length or condition – clean hair is no protection.
Head lice are not harmful.
Head lice infection is common. Anyone with hair can get them, but children, who put
their heads together a lot, tend to get them more often.
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Executive

Incident reporting in schools (accidents,
diseases and dangerous occurrences)
Guidance for employers
HSE information sheet
Introduction

This information sheet gives guidance on how the
Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations 2013 (RIDDOR) apply to
schools. Most incidents that happen in schools or
on school trips do not need to be reported. Only in
limited circumstances will an incident need
notifying to the Health and Safety Executive (HSE)
under RIDDOR. The information sheet gives
practical guidance to schools about what they need
to report and how to do it.

What needs to be reported?
RIDDOR requires employers and others in control
of premises to report certain accidents, diseases
and dangerous occurrences arising out of or in
connection with work.
The information sheet includes examples of the
incidents that sometimes result from schools’
activities and are reportable under RIDDOR. The
sheet contains three sections, which cover:
■■ injuries and ill health involving employees

(Section 1);
■■ injuries involving pupils and other people
not at work (Section 2); ■■ dangerous
occurrences (Section 3).

Who should report?
The duty to notify and report rests with the
‘responsible person’. For incidents involving pupils
and school staff, this is normally the main employer
at the school. The education pages on HSE’s
website at www.hse.gov.uk/services/education
provide information about who the employer is in
different types of schools.

Some school employers may have centrally coordinated reporting procedures. In others, reporting
may be delegated to the school management team.
The health and safety policy should set out the
responsibilities and arrangements for reporting in
each school.
Incidents involving contractors working on school
premises are normally reportable by their
employers. Contractors could be, e.g. builders,
maintenance staff, cleaners or catering staff.
If a self-employed contractor is working in school
premises and they suffer a specified injury or an
over-seven-day injury, the person in control of the
premises will be the responsible person. (See HSE’s
RIDDOR web pages at www.hse.gov.uk/riddor for
more detail on the reporting arrangements for selfemployed people.)

Who do I report to?
For general advice about how to report, see HSE’s
RIDDOR web pages. You can report all incidents
online and there is a telephone service for reporting
fatal and specified injuries only. Reporting
details for out of hours incidents are available from
HSE’s out of hours web page at
www.hse.gov.uk/contact/ contact.htm.
For incidents on school premises involving members
of staff, pupils or visitors, HSE is the enforcing
authority and you should submit your reports to
them. HSE is also the enforcing authority for nursery
provision provided and operated by local
authorities. For privately run nursery schools, the
local authority is the enforcing authority.

What records must I keep?
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You must keep records of:

■■ fractures, other than to fingers, thumbs and toes;

■■ any reportable death, specified injury, disease

■■ any injury likely to lead to permanent loss of

or dangerous occurrence that requires
reporting under RIDDOR;

■■

all occupational injuries where a worker is away
from work or incapacitated for more than three
consecutive days. From 6 April 2012 you
do not have to report over-three-day
injuries, but you must keep a record of
them. Employers can record these injuries in
their accident book.

■■ amputations;

sight or reduction in sight;

■■ any crush injury to the head or torso causing

damage to the brain or internal organs;

■■ serious burns (including scalding), which:

cover more than 10% of the body; or
cause significant damage to the eyes,
respiratory system or other vital organs;
■■ any scalping requiring hospital treatment;
■■ any loss of consciousness caused by head injury
or asphyxia;
Incident reporting in schools (accidents, diseases and dangerous occurrences)

You must keep records for at least three years after
the incident.

Section 1: Injuries and ill health to people
at work
Under RIDDOR, the responsible person must report
the following work-related accidents, including those
caused by physical violence, if an employee is
injured, wherever they are working:

■■ any other injury arising from working in an

enclosed space which:
– leads to hypothermia or heat-induced illness; or
– requires resuscitation or admittance to hospital
for more than 24 hours.

Physical violence

Some acts of non-consensual physical violence to a
person at work, which result in death, a specified
injury or a person being incapacitated for over seven
days, are reportable. In the case of an over-seven■■ accidents which result in death or a specified
day injury, the incapacity must arise from a physical
injury must be reported without delay (see
‘Reportable specified injuries’);
injury, not a psychological reaction to the act of
■■ accidents which prevent the injured person from violence.
continuing their normal work for more than
seven days (not counting the day of the accident, Examples of reportable injuries from violence
include an incident where a teacher sustains a
but including weekends and other rest days)
must be reported within 15 days of the accident. specified injury because a pupil, colleague or
The responsible person must also report any case
member of the public assaults them while on school
of a work-related disease, specified under RIDDOR,
premises. This is reportable, because it arises out of
that affects an employee and that a doctor
or in connection with work.
confirms in writing (see ‘Reportable diseases’). You
Reportable occupational diseases
can find detailed guidance about RIDDOR reporting
Employers must report occupational diseases
and online reporting procedures at
when they receive a written diagnosis from a
www.hse.gov.uk/riddor/ report.htm.
doctor that their employee has a reportable
If you are in control of premises, you are also
disease linked to occupational exposure. (See
required to report any work-related deaths and
www.hse.gov.uk/riddor for details of the reporting
certain injuries to self-employed people that take
arrangements for self-employed people.) These
place while they are working at the premises.
include:
Reportable specified injuries These include:
■■ carpal tunnel syndrome;
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■■ severe cramp of the hand or forearm;

How do I decide whether an accident to a
pupil ‘arises out of or is in connection with
strong acids or alkalis, including domestic bleach; work’?
■■ hand-arm vibration syndrome;
The responsible person at the school should consider
■■ occupational asthma, e.g. from wood dust and
whether the incident was caused by:
soldering using rosin flux;
■■ tendonitis or tenosynovitis of the hand or
■■ a failure in the way a work activity was organised
forearm;
(e.g. inadequate supervision of a field trip);
■■ any occupational cancer;
■■ the way equipment or substances were used
■■ any disease attributed to an occupational
(e.g. lifts, machinery, experiments etc); and/or
exposure to a biological agent.
■■ the condition of the premises (e.g. poorly
Stress
maintained or slippery floors).
Work-related stress and stress-related illnesses
(including post-traumatic stress disorder) are not
So, if a pupil is taken to hospital after breaking an
reportable under RIDDOR. To be reportable, an
arm during an ICT class, following a fall over a
injury must have resulted from an ‘accident’ arising
trailing cable, the incident would be reportable. If
out of or in connection with work.
a pupil is taken to hospital because of a medical
condition (e.g. an asthma attack or epileptic
In relation to RIDDOR, an accident is a discrete,
seizure) this would not be reportable, as it did not
identifiable, unintended incident which causes
result from the work activity.
physical injury. Stress-related conditions usually
result from a prolonged period of pressure, often
This means that many of the common incidents
from many factors, not just one distinct event.
that cause injuries to pupils at school tend not to
be reportable under RIDDOR, as they do not arise
Section 2: Incidents to pupils and other
directly from the way the school undertakes a
people who are not at work
work activity. Remember, in all these cases, you
only need to consider reporting where an
Injuries to pupils and visitors who are involved in
accident results in a pupil’s death or they
an accident at school or on an activity organised
are taken directly from the scene of the
by the school are only reportable under RIDDOR if
accident to hospital for treatment. There is
the accident results in:
no need to report incidents where people
are taken to hospital purely as a
■■ the death of the person, and arose out of or in
precaution, when no injury is apparent.
connection with a work activity; or
■■ an injury that arose out of or in connection
with a work activity and the person is taken
directly from the scene of the accident to
hospital for treatment (examinations and
diagnostic tests do not constitute treatment).
■■ occupational dermatitis, e.g. from work involving

Incident reporting in schools (accidents, diseases and dangerous occurrences)

The lists of specified injuries and diseases described
in Section 1 only apply to employees. If a pupil
injured in an incident remains at school, is taken
home or is simply absent from school for a number
of days, the incident is not reportable.

What about accidents to pupils during sports
activities?
Not all sports injuries to pupils are reportable
under RIDDOR, as organised sports activities can
lead to sports injuries that are not connected
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with how schools manage the risks from the
activity.
The essential test is whether the accident was
caused by the condition, design or maintenance of
the premises or equipment, or because of
inadequate arrangements for supervision of an
activity. If an accident that results in an injury arises
because of the normal rough and tumble of a game,
the accident and resulting injury would not be
reportable. Examples of reportable incidents include
where:
■■ the condition of the premises or sports
equipment was a factor in the incident, e.g.
where a pupil slips and fractures an arm
because a member of staff had polished the
sports hall floor and left it too slippery for
sports; or
■■ there was inadequate supervision to prevent
an incident, or failings in the organisation
and management of an event.
What about accidents to pupils in a
playground?

Other scenarios
Injuries to pupils while travelling on a school
bus If another vehicle strikes the school bus while
pupils are getting on or off and pupils are injured
and taken to hospital, this is normally reportable
under RIDDOR.
However, you do not have to report deaths and
injuries resulting from a road traffic accident
involving a school vehicle travelling on the public
highway under RIDDOR. These are classed as road
traffic incidents and are investigated by the police.
Incidents involving pupils on overseas trips
RIDDOR only applies to activities which take place
in Great Britain. So, any incident overseas is not
reportable to HSE.

Incidents to pupils on work experience
placements If pupils are on a training scheme or
work placement, they are deemed to be employees
for the period of the placement. In these
circumstances, the employer, as the responsible
person, should report a death, injury or disease to
Most playground accidents due to collisions, slips,
a pupil, which arises out of or in connection with
trips and falls are not normally reportable. Incidents work. This means the wider range of reporting
are only reportable where the injury results in a pupil categories for employees is applicable.
either being killed or taken directly to a hospital for
treatment. Either is only reportable if they were
Section 3: Dangerous occurrences
caused by an accident that happened from or in
connection with a work activity.
These are specified near-miss events, which are only
reportable if listed under RIDDOR.
This includes incidents arising because:
■■ the condition of the premises or equipment was

poor, e.g. badly maintained play equipment; or
■■ the school had not provided adequate
supervision, e.g. where particular risks were
identified, but no action was taken to provide
suitable supervision.

Physical violence
Violence between pupils is a school discipline matter
and not reportable under RIDDOR, as it does not
arise out of or in connection with a work activity.

Reportable dangerous occurrences in schools
typically include:
■■ the collapse or failure of load-bearing parts of
lifts and lifting equipment;
■■ the accidental release of a biological agent likely
to cause severe human illness;
■■ the accidental release or escape of any
substance that may cause a serious injury or
damage to health;
■■ an electrical short circuit or overload causing a
fire or explosion.
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Supplementary information

Further information

For information about health and safety, or to report
inconsistencies or inaccuracies in this guidance, visit
Under the Safety Representatives and Safety
www.hse.gov.uk/. You can view HSE guidance online
Committees Regulations 1977 and the Health and
and
order priced publications from the website. HSE
Safety (Consultation with Employees) Regulations
priced publications are also available from
1996, employers must make relevant health and
safety documents available to safety representatives. bookshops.

Consultation

This includes records kept under RIDDOR, except
where they reveal personal health information
about individuals. Further information is
available in Consulting employees on health
and safety: A brief guide to the law Leaflet
INDG232(rev2) HSE Books 2013
www.hse.gov.uk/pubns/indg232.htm.

Reporting requirements of other regulators
There may be other reporting requirements placed
on schools by other regulators in the education
sector. The requirements of these other regulators
are separate to, and distinct from, the legal duty to
report incidents under RIDDOR.
Published by the Health and Safety Executive

EDIS1(rev3)

This guidance is issued by the Health and Safety
Executive. Following the guidance is not compulsory,
unless specifically stated, and you are free to take
other action. But if you do follow the guidance you
will normally be doing enough to comply with the
law. Health and safety inspectors seek to secure
compliance with the law and may refer to this
guidance.
This information sheet is available at:
www.hse.gov.uk/pubns/edis1.htm.
© Crown copyright If you wish to reuse this
information visit www.hse.gov.uk/copyright.htm for
details. First published 10/13.
10/13

St Robert Southwell Catholic Primary School

Aiming for Excellence – Being the best we can be

Pupil Accident/Injury in School
Name:

Class

Date:

Time:

Location:
Classroom

Playground

Main/Dining Hall

How Accident/injury occurred (continue on reverse if necessary);

Witnessed by (if applicable): 1.
Injury type:

Bite/sting
Irritation/injury to eye
Headache
Cough/cold/sore throat
Earache

2.

Asthma
Nosebleed
Bump/bruise
Rash/spots
Dental/teeth

Cut/graze
Splinter
High Temperature
Stomach Ache
Allergic reaction

Vomiting/diarrhoea
Sprain/strain
Suspected fracture

Wet tissue applied to clean & soothe
Plaster/dressing applied
Cold pack applied
Sprain/strain - full movement demonstrated
Temperature taken –
ºc
Sick bag provided
App message sent to parent/carer
Parent/Carer telephoned
Sent home/collected by parent/carer

FRONT

BACK

Antihistamine administered (parental consent given)
Calpol/Nurofen administered (parental consent given)

Treated by: _________________________________
Signature: __________________________________

.

Slough Lane, Kingsbury, London NW9 8YD, Tel: 020 8204 6148 E-mail: admin@robsouth.brent.sch.uk, Website: www.robsouth.org,
HEADTEACHER: Miss Honor Beck

St Robert Southwell Catholic Primary School

Aiming for Excellence – Being the best we can be

Head bump/head injury in School

Name:

Class

Date:

Time:

Location:
Classroom

Playground
Tick

Forehead (right/left)
Top of head
Side of head (right/left)
Back of head
Face (right/left cheek)
Nose
Ear (right/left)
Eye (right/left)

Main/Dining Hall
Details

Visible bump/swelling or mark/cut
Bump of head with another child
Hit by or on equipment i.e. racket, ball
Hit head on flat surface i.e. ground, grass, wall, post
Cold Pack applied
Fully alert/conscious throughout
Yellow head bump wristband applied
App sent to parent
Parent contacted to collect to seek further medical advice
Note to add on app: Watch for the following symptoms and if any of these occur, please do not hesitate to
contact your GP or NHS Direct Helpline.
1. Vomiting
2. Difficulty in vision
3. Severe headache or drowsiness
4. Convulsion
5. Any changes in behaviour or is not his/her usual self.
Print name: ………………………………………

Signature:…………………………………….
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Parental agreement for school to administer medicine
The school will not give your child medicine unless you complete and sign this form, and the school or setting
has a policy that staff can administer medicine.
Date:
Child’s Name:
Class:
Name and strength of medicine:
Expiry date:
Dosage:
When to be given – time(s):
Condition being treated:

Medicines must be the original container as dispensed by the pharmacy
Daytime phone no. of parent or adult
Name and telephone no. of GP
Agreed review date to be initiated by
[name of member of staff]
The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to
school staff administering medicine in accordance with the school’s policy. I will inform the school immediately,
in writing, if there is any change in dosage or frequency of the medication or if the medicine is stopped.

Parent’s signature:

Print Name:

If more than one medicine is to be given, a separate form must be completed for each one.
See reserve of form for medication administered log.
Slough Lane, Kingsbury, London NW9 8YD, Tel: 020 8204 6148
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Care Plan for a Pupil returning to school with an Injury

Name

Class

Location of Incident:

DOB

How did incident occur:

Date of incident:
Condition – broken/fractured (or please indicate if a sprain or strain in columns provided)
Finger(s)
Toe(s)
Sling
Wheelchair
Wrist
Ankle
Cast
Elbow
Knee
Support boot
Arm
Leg
Splint
Shoulder
Crutches
How long will the sling/cast/support boot/other support be in place:
Possible symptoms: Pain, circulation, lack of movement
What constitutes an emergency and the action to be taken if this occurs:
 Severe pain/swelling
 Numbness (or “pins & needles”), lack of mobility, discolouration of the fingers/toes or discharge.
 Call parent with any concerns and 999 in the event of an emergency requiring immediate response
Daily care requirements (tick as appropriate):
Risk assessment completed
Stay in at playtime/lunchtime with a buddy
Buddy to carry lunch tray in dining hall
Leave classroom first with a buddy (to help with
doors) to ensure he/she is not tripped

Assistance required AM/PM up/downstairs
No PE/Sport at this time

Follow up care/medication (tick as appropriate):
Parental agreement to administer medicine to be
completed and kept with this form.
Medicine log to be completed by Parent & School
staff to log last medication time.

Pain relief to be administered
Parent to bring medication to School to be
stored in Medical Room.
Family Contact:
Name:

Tel no:

Parent's Signature:
Copies to:

Relationship:

Date:

Medical Room
(Original - Care Plan File)

Class Teacher

Mrs Egan

CPOMS

Other
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Automated external defibrillator (AED)
Cardiac arrest and heart attacks
It is important to understand the distinction between a heart attack and cardiac arrest as they
are not the same and require different interventions.
CPR and/or the use of an AED is not appropriate for an individual experiencing a heart
attack and who is conscious, as the heart will still be beating, and the device will not
administer a shock in these circumstances.
However, a heart attack is still a life-threatening situation, and the emergency services should
be alerted immediately. A heart attack can also very quickly lead to cardiac arrest, in which
case administration of CPR and use of an AED may help to save the person’s life.
Cardiac arrest
Cardiac arrest is when the heart stops pumping blood around the body. It can be triggered by
a failure of the normal electrical pathway in the heart, causing it to go into an abnormal rhythm
or to stop beating entirely. Oxygen will not be able to reach the brain and other vital organs.
When a cardiac arrest occurs, the individual will lose consciousness and their breathing will
become abnormal or stop. If basic life support is not provided immediately, the chances of
survival are greatly reduced. Cardiac arrest can happen at any age and at any time.
Possible causes include:
•
•
•
•
•

heart and circulatory disease (such as a heart attack or cardiomyopathy)
loss of blood
trauma (such as a blow to the area directly over the heart)
electrocution
sudden arrhythmic death syndrome (SADS; often caused by a geneticdefect)

When a cardiac arrest occurs, CPR can help to circulate oxygen to the body’s vital organs. This
will help prevent further deterioration so that defibrillation can be administered.
Heart attack
A heart attack (sometimes referred to as a myocardial infarction), is caused by a clot forming
in one of the arteries that supply blood to the heart muscle. This prevents oxygen from getting
to a particular region of the heart. As a result, cells in this region start to die. The longer this
continues, the more damage is caused to the muscle. This damage is permanent. However,
as the heart is still beating, CPR and defibrillation are not appropriate.
Not all people experiencing a heart attack will experience pain or discomfort. They will often
remain conscious throughout. However, a heart attack is a serious, life-threatening
emergency that requires immediate treatment and can trigger a cardiac arrest.
If a person experiences a heart attack, the correct course of action is to call 999
immediately. The person should be made comfortable, ideally seated on the floor
supported by a wall or a person knelt behind them and reassured until the ambulance
arrives.

Heart attacks are exceedingly rare among children, but the number of incidents in the adult
population means that coronary heart disease (the most common cause of heart attacks) is
the leading cause of death in the UK.5 Common symptoms of a heart attack include:
•
•
•

chest pain or tightness, like a belt or band around the chest, and which is not
relieved by rest
pain which may spread to neck, jaw, back and arms
feeling sick, sweaty, short of breath, lightheaded, dizzy or generally unwell along
with discomfort in the chest.

The chain of survival
In the event of a cardiac arrest, defibrillation can help save lives, but to be effective, it
should be delivered as part of the chain of survival.

There are four stages to the chain of survival, and these should happen in order. When
carried out quickly, they can drastically increase the likelihood of a person surviving a
cardiac arrest. They are:
1. Early recognition and call for help. Dial 999 to alert the emergency services. The
emergency services operator can stay on the line and advise on giving CPR and
using an AED.
2. Early CPR – to create an artificial circulation. Chest compressions push blood
around the heart and to vital organs like the brain. If a person is unwilling or
unable to perform mouth-to-mouth resuscitation, he or she may still perform
compression-only CPR.
3. Early defibrillation – to attempt to restore a normal heart rhythm and hence blood
and oxygen circulation around the body. Some people experiencing a cardiac arrest
will have a ‘non-shockable rhythm’. In this case, continuing CPR until the emergency
services arrive is paramount.
4. Early post-resuscitation care – to stabilise the patient.
Anyone is capable of delivering stages 1 to 3 at the scene of the incident. However, it is
important to emphasise that life-saving interventions such as CPR and defibrillation (stages
2 and 3) are only intended to help buy time until the emergency services arrive, which is
why dialing 999 is the first step in the chain of survival. Unless the emergency services
have been notified promptly, the person will not receive the post-resuscitation care that
they need to stabilise their condition and restore their quality of life (stage 4).
The chain as a whole is only as strong as its weakest link. Defibrillation is a vital link in the
chain and, the sooner it can be administered, the greater the chance of survival

Defibrillation and cardiopulmonary resuscitation (CPR)
When a person suffers a cardiac arrest, it is essential for effective CPR to be initiated as
soon as possible; only dialing 999 should take precedence. The person performing CPR
should not stop except where this is necessary in order to attach the pads or when
instructed to do so by the AED, usually before it delivers a shock. If possible, somebody
else should attach the pads to the patient while CPR continues.

Adult AED pad placement

Pediatric AED pad placement (for
use on children aged up to 8 years of age, or
weighing under 25 kg)

An AED will only administer a shock if the patient’s heart is in a shockable rhythm. The
application of CPR can maximise the opportunities for defibrillation to be administered
effectively. The AED will continue to analyse the patient’s heart rhythm after each shock
and will provide ongoing instructions about continuing CPR.
Some cardiac arrest patients will not present with a shockable rhythm (i.e., one which
is suitable for defibrillation), and the AED will not administer a shock. In such cases, it
is essential that CPR is maintained until the emergency services arrive.
The aim is to place the pads so that the heart is in a direct line between the faces of the
two pads. In infants and small children, it is best to apply the pads to the centre of the
chest, one on the child’s front and one on the child’s back, if they cannot be separated
adequately in the standard positions shown above.
Training
Several members of staff are trained in the use of the AED – see current first aiders
However, AEDs are designed to be used by someone without any specific training and by
following step-by-step instructions on the AED at the time of use.
Location
The SRS AED is situated by the main School Office.
Maintaining an AED - Regular maintenance
Modern AEDs undertake regular self-tests and, if a problem is detected, will indicate this
by means of a warning sign or light on the machine. Schools should ensure that they
have a procedure in place for AEDs to be checked for such a warning on a regular (and
no less frequently than weekly) basis, possibly by a single designated person, and have a
method for recording when a check has taken place. Schools should also check the
condition of any cabinet housing the AED, including the door closure and any lock.

Schools should consult the user manual of their AED to ensure that they are aware of
what to look for and what remedial action will need to be taken in the event of a fault. Any
fault which occurs during the AED’s warranty period and for which a solution cannot be
found in the manual should be reported to the manufacturer immediately
Many AEDs may require schools to perform some additional monthly and/or annual
checks to ensure that they are functioning correctly. Schools should consult the user
manual for details and ensure that they have appropriate arrangements in place. Failure
to perform these checks could potentially mean that the AED fails to function properly
when needed. AEDs do not normally require regular servicing by a suitably qualified
technician.
Replacing consumables
Pads, safety razors, protective gloves and pocket masks need to be replaced after every
incident. Some manufacturers may also advise that the battery is replaced after an
incident, whether or not the charge level on the battery indicator is showing as low;
schools should check the device user manual for details.
Even when an incident has not taken place, batteries and pads have finite service lives,
and should be replaced after the period of time specified by the manufacturer. This will
usually be upon reaching the expiry date indicated on each consumable, or in the case of
batteries, when the battery indicator shows that the battery is low – whichever is the
sooner.
Care should be taken to ensure that replacement consumables are the correct ones for
the device. Consumables designed for different AEDs are not usually compatible with
one another.
Software updates
Every five years, new UK and European resuscitation guidelines are issued. This may
mean that it is necessary to update the AED software accordingly. The manufacturer of
the AED should be able to arrange to do this, possibly in partnership with the local
ambulance service. All suppliers providing AEDs as part of the arrangements put in place
by the Department for Education must agree to provide such updates to schools free of
charge.
Replacing an AED
AEDs have an anticipated service life, details of which should be included in the device’s
accompanying documentation. If not, please contact the supplier or manufacturer for
details. Schools should note that the anticipated service life will not necessarily be the
same as the warranty period, which may well be shorter. Some manufacturers may offer
to extend the warranty for a fee.
The Resuscitation Council (UK) recommends that AEDs are replaced once they reach
the end of their anticipated service life, as do many manufacturers. Ultimately, this is a
decision for the school. An AED may well continue to operate beyond the end of its
anticipated service life, but particular care should be taken to ensure that it is tested and
maintained regularly in accordance with the manufacturer’s instructions.
AEDs will need to be replaced once batteries and pads cease to be available.

