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Valid for current school year only
STUDENT HEALTH SERVICES
Emergency Action Plan: CYSTIC FIBROSIS

Student Health Services

Student _________________________________________	DOB ______________________	School year __________________

Cystic Fibrosis: 
A life-threatening genetic disease that is not contagious and does not affect cognitive ability. A genetic gene causes the body to produce unusually thick, sticky mucus that can clog the lungs, pancreas and other organs. The buildup can lead to breathing problems, difficulty digesting food and susceptibility to developing lung infections from germs that would not pose a risk to healthy individuals who do not have CF.
   Diet: Needs special CF diet that includes pancreatic enzymes, vitamins and high calorie, high fat foods. Needs snacks/nutritional supplements throughout the day.
   Abdominal Issues: Abdominal pain, foul smelling gas, and/or diarrhea may occur.
   Frequent coughing: Clears the excess mucus from the lungs. Not contagious and should be encouraged.
   Prone to lung infections: Good hand-washing and infection control measures needed by all students and staff.

	Problem
	Actions

	Coughing
	Do not discourage coughing.Allow water bottle at desk; encourage drinking (helps thin secretions)
Have tissues available, trashcan beside desk, and antimicrobial hand gel for child
May need to slip outside of classroom during coughing spells (if disruptive)
Medication may be ordered for secretions *

	Vulnerability to lung infection
	Encourage good handwashing and infection control hygiene
Keep the child a good 6-foot distance from others with a cold, flu or an infection in all settings both outdoors and especially indoors
Encourage everyone to cough or sneeze with a tissue. Throw the tissue away immediately then wash or clean hands.

	Shortness of breath/ Respiratory distress
	Rest as needed during PE or other activities
Use rescue inhaler if ordered*. Type: __________________________________________
If in respiratory distress, position with chest at 45 degree angle; cool quiet environment; medicate if ordered*
Contact school nurse and parent/guardian

	Excessive sweating due to activity or heat
	Limit activity on very warm days; or if excessive sweating during exercise.
Encourage adequate fluid intake; provide shade or cool room.

	Abdominal cramps/ complaints
	Bathroom privileges, when needed. Seat on the perimeter of the classroom, closest to the door that leads to bathroom.

	Hunger
	Allow snacks as suggested by doctor, parent or guardian. May be on high calorie diet

	Medication/ Enzymes
	Enzyme medication maybe added to food for lunch*

	Absences due to vulnerability to lung infections
	Allow accommodations, according to illness policy.
If absences are frequent, contact guidance (may need 504/IEP) and nurse



Additional instructions (if needed): _______________________________________________________________________________

__________________________________________ 	_______________________________	___________________
	Parent/Guardian Signature				Phone#					Date

Emergency Contact in the event parent cannot be reached:    Name: _________________________________________
							         
Phone: ________________________________________

FOR SCHOOL USE ONLY

School Nurse Signature: _____________________________________________		Date: __________________________

�   Plan reviewed with _____________, teacher _________,TA ________, bus driver_______ Special area teachers, _____________ First Responders








File original in IHR. Copies to appropriate staff and Emergency Action Plan Notebook.						Revised: January 2020




Parental Permission and Release of Medical Information:

· As parent/guardian of above student, I consent for the employees of Duplin County School system to follow the plan and use the designated medications on my child in accordance with the instructions above.  
· I understand that I am to provide the school with medication and signed authorization form, supplies, etc. to follow the plan.
· I understand that this plan will be shared to all those who need to know (all student’s teachers/office personnel/ bus driver/ emergency responder, etc) unless written objection is stated on this form
· I hereby acknowledge that I have read, understand, and support the Emergency Health Plan.




Release of Medical Information
· I hereby authorize my child’s health care provider to release to the school nurse, principal, or other authorized school personnel, specific confidential medical information contained in my child’s record regarding his/her medical condition. Only school staff delivering health care services to my child in school will use this information.

         __________________________________________		           ________________________
		Parent/Signature							Date
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