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Introduction 
The government consulted on proposals to strengthen statutory guidance on supporting 
children and young people with medical conditions and allergies in education settings. 
The consultation sought views on a range of key issues, including clarity of responsibility, 
the role and use of Individual Healthcare Plans (IHPs), staff training, allergy safety, the 
reporting of incidents and near misses, and the scope of statutory duties across different 
types of education provision. 

The consultation was open to both individuals and organisations, including parents, 
carers, and pupils, as well as schools, colleges, healthcare professionals, local 
authorities, alternative provision, early years settings, independent schools, and 
representative bodies. 

Responses were received from across the full range of education settings, including early 
years, primary, secondary, post-16 and further education, independent schools, special 
schools, alternative provision, and hospital education services, although responses 
specifically relating to hospital-based provision were limited. 

This breadth of engagement ensured that the consultation captured both system-level 
operational considerations – including governance, workforce, and delivery challenges – 
and the lived experiences of pupils and families, providing a comprehensive evidence 
base to inform the development of updated statutory guidance. 
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Summary of responses received and the Government’s 
response 
The consultation received a high volume of responses, reflecting strong public and sector 
engagement. This comprised 1,882 responses submitted via the online consultation 
platform and a further 27 responses received by email. Responses were submitted by 
both individuals and organisations. All responses, including those received via email, 
were incorporated into the analysis, with a substantial proportion providing detailed free 
text comments that informed the thematic analysis. 

Across all questions: 

• A clear majority of respondents strongly agreed or agreed with the proposals, 
demonstrating consistent support for the direction of travel. Only two questions 
recorded “strongly agree” levels below 60% (both approximately 58%). When 
combining “agree” and “strongly agree” responses, no question fell below 84% 
agreement, with most questions achieving between 88% and 95% agreement. 

• Support was consistent across respondent groups, including parents, education 
staff, senior leaders, and healthcare professionals, indicating broad cross-sector 
alignment. 

• Where disagreement was expressed, this focused primarily on implementation 
and delivery considerations, rather than opposition to the underlying principles. 

The government has carefully considered all responses. While there is a clear mandate 
to strengthen statutory guidance, respondents consistently highlighted challenges 
relating to capacity, funding, workforce capability, training delivery, and clarity of 
responsibility between education and health systems.  
 
We will revise the draft statutory guidance to reflect the points raised. However, we 
recognise that further work is needed to clarify the respective roles and responsibilities of 
education settings and of healthcare professionals. We will take this forward with the 
Department of Health and Social Care before publishing updated statutory guidance for 
education settings on supporting children and young people with medical conditions in 
due course. 
 
There was clearer consensus over the importance of supporting children and young 
people with allergies. Since the consultation began, the Children’s Wellbeing and 
Schools Act 2026 has introduced new statutory duties on schools to put allergy safety 
policies in place. We will therefore publish statutory guidance on allergy safety, reflecting 
feedback received through the consultation.   
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Main findings from the consultation 
The consultation demonstrates strong and consistent support for the proposed changes, 
underpinned by high levels of agreement across all questions. 

The main findings were: 

• Strong support for strengthening the statutory guidance on supporting children and 
young people with medical conditions and allergies.   

• A strong consensus that current arrangements are inconsistent and rely too 
heavily on voluntary compliance, resulting in variation in support and avoidable 
risk. 

• Recognition that many schools, colleges and early years settings already have 
strong arrangements in place to support children and young people with medical 
conditions.   

• Clear support for extending the statutory duty to “make arrangements for 
supporting pupils with medical conditions” under section 100 of the Children and 
Families Act 2014 to further education and post-16 provision, independent schools 
and non-maintained special schools. 

• Strong endorsement of Individual Healthcare Plans (IHPs) as “live” documents 
summarising the arrangements schools, colleges and settings put in place to 
deliver personalised support. 

Respondents consistently supported: 

• Staff training for all relevant roles, including supply, catering and wraparound staff, 
with an emphasis on practical and scenario-based learning. 

• Clear accountability within education settings, including named leadership roles to 
reduce ambiguity and improve consistency. 

• Requirements for schools to stock “spare” adrenaline auto-injectors for use in 
emergencies, recognising their importance in responding to anaphylaxis. 

• Systematic recording of, and learning from, serious incidents and near misses as 
a key mechanism to improve safety and prevent recurrence. 

Respondents also raised significant and consistent concerns about: 

• Clarity of roles and responsibilities, particularly at the boundary between education 
providers, governing bodies, trusts, and healthcare services. 

• The expectation that schools should own and write Individual Healthcare Plans, 
with many respondents feeling that they should be treated as clinical documents.   
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• The proposal to have a named lead governor for medical conditions and for allergy 
safety was challenged.  Many governors argued that responsibility should be held 
collectively.   

• Funding pressures, particularly in relation to expectations around training and 
stocking “spare” adrenaline auto-injectors. 

• Capacity constraints within schools and settings, including workload implications 
for staff. 

• A view from many specialist providers that the draft guidance was too focused on 
medical conditions in mainstream, not reflecting the circumstances of children and 
young people where severe or profound and multiple learning difficulties frequently 
co-occur alongside complex health and care needs.   

• Specific medical conditions which may not be adequately reflected in the draft 
guidance – for example coeliac disease, diabetes and neurodiversity.   

Interpretation of findings 

While there is a very high level of support for the proposals, the responses indicate many 
concerns around that implementation challenges.  

Across both consultation responses and detailed stakeholder submissions, respondents 
emphasised that schools and settings are increasingly expected to support complex 
medical needs without consistent access to clinical expertise or aligned system support. 
The need for clearer alignment between education and health systems was a recurring 
theme, seeking defined responsibilities, consistent access to clinical input, and stronger 
governance frameworks. Without this alignment, respondents were concerned at the risk 
of continued variation in practice and unequal experiences for children and young people. 

Respondents also highlighted the increasing complexity of need, particularly where 
medical conditions intersect with SEND and mental health. This reinforces the 
importance of a holistic, child-centred approach, rather than treating conditions in 
isolation. 
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Overall conclusion 

 

 

 

Overall, respondents expressed strong support for enhanced statutory protections 
for children and young people with medical conditions and allergy. The consultation 
provides a clear and consistent mandate for:  

• strengthening statutory guidance on medical conditions and allergy; 

• extending the statutory duty to “make arrangements for supporting pupils 
with medical conditions” to FE colleges/post-16, independent schools and non-
maintained special schools; 

• introducing new allergy safety measures, including an allergy safety policy, 
allergy awareness training and a requirement for school to stock “spare” 
adrenaline devices.   

However, the evidence also makes clear that successful implementation will 
depend on system capacity, workforce support, and effective coordination 
between education and health services. Clarity about the respective roles and 
responsibilities of education providers and healthcare professionals is essential.   

In summary, the consultation reflects a high level of consensus on policy intent, 
alongside a clear expectation that stronger expectations must be matched by credible 
and sustainable system delivery – and in particular by clarity about the roles of 
education and healthcare partners. 
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Question analysis 
This section summarises responses to each consultation question and highlights the key 
themes raised by respondents. Responses have been analysed both quantitatively, 
where closed questions were used, and qualitatively, to capture the breadth and depth of 
views expressed in free text comments. The qualitative analysis is based on the full 
dataset of 1,909 responses, i.e. the free text commentary accompanying the 1,882 
responses submitted via the online consultation platform and the 27 responses received 
by email. Quantitative findings are based on responses submitted via the online 
consultation platform alone (n=1,882). 

Responses were broadly consistent across respondent groups and education settings. 
Support for the proposals was strong throughout the consultation, with differences of 
opinion focusing primarily on implementation and delivery rather than the underlying 
policy objectives. 

Agreement levels were high across all questions, with no question receiving less than 
84% combined agreement (“agree” and “strongly agree”). Most proposals achieved 
between 88% and 95% agreement, demonstrating a strong overall consensus in support 
of the proposed reforms. 

Where concerns or differing views were expressed, these have been grouped 
thematically and are presented alongside each question. The government’s response 
following each section sets out how these views have been considered and how they 
inform the final statutory guidance, including areas where further clarification, flexibility 
and implementation support will be required to ensure effective and consistent delivery 
across the system. 
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Question 10 – Principles  
Do you agree with the principles we have identified for including children and 
young people with medical conditions (including allergy) as fully as possible in 
education? 

Responses to this question demonstrated very strong support for the core principles of 
the draft guidance. Respondents across all education phases and respondent types 
consistently agreed that children and young people with medical conditions should be 
able to participate fully in education and school life. 

Based on responses to the closed question (n=1,882), this question received one of the 
highest levels of overall agreement in the consultation (~95% agree/strongly agree), 
consistent with the wider pattern of strong support across all questions. 2% of 
respondents disagreed or strongly disagreed. This is supported by qualitative evidence 
from the full dataset of responses.  

Answer Total Percent 

Strongly agree 1273 68% 

Agree 509 27% 

Neutral 52 3% 

Disagree 20 1% 

Strongly disagree 18 1% 

Not answered 10 1% 

Total 1882 100% 
 

There was widespread support for the promotion of inclusivity in schools, colleges and 
early years settings and support for the recognition of risks to health and wellbeing 
arising from medical conditions and allergy.   

However, respondents consistently raised concern about the risk of schools, colleges 
and education settings being expected to take responsibility for supporting children and 
young people with medical conditions without adequate support from health services.  
Many respondents called for greater clarity over the respective responsibilities of 
education settings and health services.  A number of respondents noted the potential 
tension between the right to an education and the right to access health services.   

A number of respondents (particularly parents or young people) offered their own 
personal experiences, frequently citing examples where a lack of flexibility and an 



 

11 

unwillingness to make accommodations had an adverse impact on the child or young 
person’s education, wellbeing and/or health.   

Some respondents flagged that medical conditions can result in children and young 
people being unable to access education or attend school for sustained periods of time, 
calling for greater flexibility in the delivery of education in such circumstances.   

A recurring theme across responses was that inclusion should not be interpreted 
narrowly as attendance alone, but should extend to full participation in lessons, trips and 
visits, extracurricular activities and wider social experiences.  Respondents emphasised 
that medical conditions and allergy can simultaneously affect health, learning and 
wellbeing, and that failure to address all three can lead to exclusion and inequality, even 
where a child formally remains on roll. 

Parents, young people, and healthcare professionals frequently highlighted the emotional 
impact of inconsistent support, including anxiety arising from uncertainty about staff 
preparedness, variability in how policies are applied and reliance on individual staff 
knowledge rather than consistent systems.   

Where concerns were raised, these related entirely to practical delivery and consistency 
of implementation, rather than disagreement with the principles themselves. 

Respondents emphasised that meaningful inclusion requires consistent, proactive 
support, rather than reactive or risk-averse decision-making. This highlights the 
importance of ensuring that principles are translated into reliable practice across all 
settings. 

Government response  

The government welcomes the very strong support for the principles underpinning the 
guidance. These principles will remain central to the updated statutory guidance, and the 
high levels of agreement provide a clear mandate for strengthening expectations around 
inclusion. 
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Question 11 – Wellbeing  

Do you agree with the proposals for promoting the wellbeing of children and 
young people with medical conditions (including allergy)? 

Based on responses to the closed question (n=1,882), agreement levels were very high 
(~94% agree/strongly agree), consistent with the strong support observed across the 
consultation. 2% of respondents disagreed or strongly disagreed.  This is supported by 
qualitative evidence from the full dataset of responses. 

Answer Total Percent 

Strongly agree 1330 71% 

Agree 442 23% 

Neutral 63 3% 

Disagree 20 1% 

Strongly disagree 13 1% 

Not answered 14 1% 

Total 1882 100% 
 

There was consistent agreement that wellbeing should be an explicit and integral 
component of medical conditions policies. Respondents across all groups 
overwhelmingly supported recognition that children and young people with medical 
conditions are at increased risk of anxiety, social isolation, and bullying. 

Respondents widely recognised that medical conditions and allergy affect not only 
physical health but also emotional wellbeing, confidence, and participation. Many 
emphasised that where children are unable to participate fully, or where support feels 
inconsistent or unsafe, there can be a cumulative impact on mental health and 
engagement with education.  Parents and caregivers frequently described the emotional 
consequences of uncertainty, including concerns about whether staff are adequately 
trained, whether medication will be available when needed, and whether appropriate 
support will be provided in an emergency. 

Many respondents (frequently parents and young people) noted the impact on wellbeing 
where children and young people are forced to stand out from their peers as a result of 
medical conditions and allergy.  Many gave examples of not being able to participate in 
activities alongside their friends.  A number of respondents pointed to examples of 
effective practice in this regard, often where the culture of a school, college or early years 
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setting emphasised inclusive practice and making anticipatory adjustments or changes to 
practice.   

Some respondents noted that pressure for school attendance may impact on children 
and young people’s wellbeing – and that of their families – where there is a lack of 
recognition that a medical condition may prevent or limit attendance.  Some respondents 
suggested that, in some cases, the best outcome for the child or young person’s 
wellbeing might be to receive education through a different route (for example ‘education 
otherwise than at a school’).    

Some respondents suggested that existing guidance on preventing bullying in schools 
should be used to address issues relating to medical conditions.  Others recommended 
greater awareness of medical conditions and their impact among children and young 
people.   

A number of respondents suggested that the lack of clarity over the role of health 
services may pose a risk to wellbeing, if staff in education settings are left responsible for 
medical conditions which may be beyond their training or professional expertise.   

Government response  

The government welcomes the very strong support for explicitly recognising wellbeing 
within medical conditions policies. The consistency of responses across respondent 
groups reinforces the importance of embedding wellbeing within statutory expectations.  
Guidance will clarify that education settings should consider the emotional and 
psychological impact of medical conditions alongside physical safety, recognising the 
interaction between health, learning, and wellbeing. 
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Question 12 – Oversight of medical policies   

Do you agree with the proposal that a named governor and named senior leader 
should be responsible for the medical conditions policy? 

Most respondents supported the principle of clear accountability for medical conditions 
policies. Many felt that named responsibility would reduce ambiguity, improve 
consistency and support learning from incidents or near misses. 

Based on responses to the closed question (n=1,882), agreement was high (~86% 
agree/strongly agree), although this question recorded slightly lower support than others.  
6% of respondents disagreed or strongly disagreed. Qualitative feedback showed that 
this reflected practical considerations rather than disagreement with the principle. 

Answer Total Percent 

Strongly agree 1189 63% 
Agree 436 23% 
Neutral 139 7% 
Disagree 77 4% 
Strongly disagree 29 2% 
Not answered 12 1% 
Total 1882 100% 

 

The majority of respondents supported the proposal to have a named senior leader and 
governor responsible for medical condition policies; some commented that this is already 
in place.  Several respondents commented that this would promote quality and 
consistency of policies and support their effective implementation.  A number of parents 
said that such strong senior ownership would give them increased confidence that 
arrangements would be put in place, with clear accountability and a point of contact.  
However, a number of respondents from education settings flagged the important 
distinction that senior leaders should champion medical conditions rather than being held 
personally liable or accountable, since responsibility sits with the school, college or 
setting as a whole.   

Respondents from early years settings, multi-academy trusts and post-16 institutions 
highlighted that governance structures vary, and a fixed model may not align with 
different organisational contexts.  A number of respondents observed that multi-academy 
Trusts might manage medical condition policies at Trust level, with local oversight by a 
senior leader in each individual Academy.  Moreover, some settings may not have a 
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governing body, such as committee-run early years settings or independent schools run 
by a proprietor.   

Some respondents noted that there might need to be a separate operational lead for 
medical conditions, depending on the prevalence in a given school.   

Some respondents commented that the senior leadership role on medical conditions 
might in practice fall to the SENCO or designated safeguarding lead, whose capacity is 
frequently limited.   

A number of respondents, including many governors and their representatives), 
challenged the model of a named governor.  Some felt that this was a fundamentally 
operational responsibility.  Others noted that statutory responsibilities sit with the 
governing body as a whole.   

A number of respondents raised the need to involve health services in governance 
arrangements or ensuring relevant expertise was available.  Some suggested that 
healthcare professionals should review or advise on medical condition policies.  Some 
suggested that, where there are school nurses, they should act as the senior leader 
responsible for medical condition policies.   

A number of respondents suggested that senior leaders and/or governors would require 
dedicated training in order to fulfil their role.   

Government response  

The government welcomes the strong support for clear accountability.  Reflecting 
feedback from the consultation, we will amend the guidance to remove the requirement 
for a named lead governor but retain the requirement for a named senior leader.  Medical 
condition policies and allergy safety policies will therefore be overseen by a named 
senior leader.   
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Question 13 – Review of medical conditions policies   

Do you agree with the proposal that medical conditions policies should be 
reviewed at least annually, and after any serious incident or near miss? 

There was broad and consistent support for the regular review of medical conditions 
policies, particularly following serious incidents or near misses. Respondents widely 
recognised that incidents often reveal weaknesses in communication, training and 
procedures that may not otherwise be identified. 

Based on responses to the closed question (n=1,882), agreement remained high (~93% 
agree/strongly agree), consistent with the wider pattern of strong support across the 
consultation. 4% of respondents disagreed or strongly disagreed.  This is supported by 
qualitative evidence. 

Answer Total Percent 

Strongly agree 1377 73% 

Agree 368 20% 

Neutral 62 3% 

Disagree 55 3% 

Strongly disagree 11 1% 

Not answered 9 0% 

Total 1882 100% 
 

There was strong support for the proposal that medical condition policies be reviewed 
annually and following any serious incident or near miss.  Some respondents commented 
that this reflects good practice in managing health and safety in the workplace, while a 
number of schools observed that they already have this approach in place.  Some 
respondents called for reviews to be a statutory requirement.  A number of respondents 
noted the importance of considering feedback from children, young people and parents 
when reviewing policies.   

There was widespread support for reviews of serious incidents and near misses being 
focused on learning lessons, strengthening policies and reducing the risk to children and 
young people through future incidents.   

There were mixed views on the frequency of reviews.  Many respondents agreed that 
annual review was appropriate.  Some respondents suggested that medical condition 
policies should be reviewed more frequently (half yearly or sometimes termly), though 
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this often reflected a concern that the needs of children and young people might change 
or new children and young people might join with medical conditions.  Other respondents 
felt that policies should be designed for the long term and therefore be reviewed every 
two or three years – or following a serious incident or near miss.   

Some respondents recognised the workload implications of policy reviews or expressed 
concern that it might become a superficial exercise.   

A number of respondents – particularly specialist providers and professional associations 
– were concerned that healthcare professionals need to play a role in reviewing school 
policies, particularly where education settings host or are involved in the delivery of 
relevant health and social care support.  Healthcare professionals’ involvement in the 
review of policies was considered particularly important where incidents or near misses 
involved clinical procedures.  Similarly, a number of healthcare professionals (particularly 
Designated Medical or Clinical Officers) flagged the need for clear processes for 
education settings to bring serious incidents or near misses to the attention of relevant 
healthcare colleagues.   

Some respondents from specialist settings where NHS staff are directly involved in 
supporting pupils noted that reporting arrangements do not always align, leaving the 
school with limited information about incidents relating to its own pupils.   

A number of respondents from special schools and other specialist providers flagged that 
the incidence of serious incidents and near misses can vary significantly from school to 
school, depending on the needs of the cohort.  They observed that incidents will be more 
frequent where a school has a large number of pupils with complex medical needs, but 
that awareness and management of medical conditions will be a particularly high priority.  
They suggested that the guidance should recognise this.   

Government response  

Noting the mixed feedback on the best frequency for reviews of medical condition 
policies, we believe that an annual review remains an appropriate minimum expectation, 
in line with similar policies.   

We recognise that specialist settings may experience serious incidents more frequently 
as a result of individuals’ conditions rather than the setting’s policies.  We will 
acknowledge this more clearly in the guidance.   

We will set out more clearly that a serious incident or near miss should be a prompt or 
trigger for the school, college or setting to consider reviewing the medical conditions 
policy, rather than requiring an automatic review.  Where the specifics of an incident 
indicate weaknesses or areas for improvement, the policy should be reviewed and 
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strengthened.  In other cases the incident may demonstrate that the school, college or 
setting’s policies were effective.  

We will strengthen the guidance to be clearer about the importance of including children, 
young people and families in the review of medical condition policies.  Feedback and 
experiences are key to assessing whether the policy is fulfilling its objectives of keeping 
children and young people safe, promoting their wellbeing and ensuring they can 
participate as effectively as possible in education and the life of the school, college or 
setting.  This will be particularly important in ensuring good support for children and 
young people with long-term needs who may require flexibility and adaptations to 
practice.   
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Question 14 – Scope of medical conditions policies   

Do you agree with the proposed scope of medical conditions policies? 

Respondents agreed that the proposed scope was appropriate and comprehensive.  

Based on responses to the closed question (n=1,882), agreement remained high (~92% 
agree/strongly agree), indicating strong consensus. This is supported by qualitative 
evidence. 4% of respondents disagreed or strongly disagreed. 

Answer Total Percent 

Strongly agree 1218 65% 
Agree 507 27% 
Neutral 66 4% 
Disagree 60 3% 
Strongly disagree 18 1% 
Not answered 13 1% 
Total 1882 100% 

 

There was strong support for the proposed scope of medical condition policies.  Some 
respondents commented that existing arrangements in their schools address these 
concerns – though some cited experiences where policies existed on paper but were not 
delivered in practice.   

Many respondents felt that clear lines needed to be drawn between the responsibilities of 
schools, colleges and early years settings and the role of healthcare professionals.  This 
reflects the underlying statutory duty on schools to “make arrangements for supporting 
pupils with medical conditions”.  The response from one professional association 
articulates this clearly:  

“We agree with the proposed scope of medical conditions policies and welcomes 
the focus on identification, inclusion (including trips and visits), emergency 
response, medication management, reasonable adjustments, wellbeing and clear 
routes for raising concerns. However, throughout the policy scope the guidance 
must be explicit about the boundary between educational support arrangements 
and clinical healthcare. The policy should therefore  

1) state clearly that clinical assessment, treatment planning, nursing care and 
clinical supervision remain the responsibility of the NHS;  
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2) ensure Individual Healthcare Plans are used as an education-based planning 
and communication tool that references relevant NHS care/action plans rather 
than duplicating or absorbing them;  

3) clarify that training for school staff is primarily for awareness, risk reduction, 
escalation and emergency response, and does not in itself legitimise delegation of 
clinical tasks; and  

4) require clear accountability, indemnity and consultation with recognised trade 
unions when roles, responsibilities and procedures are set or changed.  

Without these safeguards, the proposed scope risks normalising unsafe practice 
and placing support staff in inappropriate, high-stakes situations.” (Educational 
professional association) 

A number of respondents felt that the administration of medication (as distinct from the 
management of medicines) should be specifically included in the medical conditions 
policy.   

A small number of respondents suggested that medical condition policies should cover 
information sharing, noting that a child or young person’s health information is considered 
special category data under UK GDPR, which means it can be used and shared, but is 
highly sensitive and has additional legal protections.  

Some respondents suggested that there should be a greater focus on the co-production 
of medical condition policies with children, young people and parents.   

Some respondents suggested that policies should address attendance of children and 
young people with medical conditions, placing greater emphasis on flexibility to enable 
effective engagement with learning, even if this does not mean full on-site attendance.    

A number of respondents raised concerns over the resources required to deliver the 
inclusiveness sought through the proposed medical conditions policy.   

Government response  

The government welcomes the strong support for the proposed scope.  We recognise 
that further work is needed to clarify the respective roles and responsibilities of education 
settings and of healthcare professionals.  We will take this forward with the Department 
of Health and Social Care before publishing guidance on supporting children and young 
people with medical conditions in due course. 
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Question 15 – Identification of medical conditions  

Do you agree with the medical conditions which we propose should be covered by 
medical condition policies? 

There was strong support for a needs- and risk-based approach, rather than limiting 
support to formally diagnosed conditions. Based on responses to the closed question 
(n=1,882), agreement was ~83%, one of the lower scores. 7% of respondents disagreed 
or strongly disagreed.  This is supported by qualitative evidence. 

Answer Total Percent 

Strongly agree 1075 57% 

Agree 484 26% 

Neutral 163 9% 

Disagree 95 5% 

Strongly disagree 39 2% 

Not answered 26 1% 

Total 1882 100% 
 

There was consistent support for the conditions specified in the draft guidance, although 
a number of respondents observed that it should not be taken as a comprehensive list; 
many children and young people will have rare conditions not covered here.  Some 
respondents noted that the guidance appears focused on mainstream, omitting medical 
needs which are likely to be present in special schools, such as tracheostomy, 
ventilation, gastrostomy. 

Many respondents welcomed the emphasis on meeting children and young people’s 
medical needs, with an emphasis on functional impact and harm, rather than relying on 
or waiting for a formal diagnosis.  A number observed that diagnosis may be difficult in 
some cases (for example Coeliac disease, which requires individuals to demonstrate 
their intolerance by consuming gluten) or may be delayed by waiting times within the 
NHS.  Many respondents commented that this approach would be particularly beneficial 
for children and young people with “invisible” and poorly-understood conditions such as 
Long Covid and ME/CFS.   

However, some respondents were concerned that the expectation of providing support 
without a diagnosis would place inappropriate demands on education providers who are 
not clinically trained.  Many suggested that the guidance should be clearer on when 
education providers should seek clinical advice and how they should do so.  Some 
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respondents felt that medical conditions should always be diagnosed by a healthcare 
professional, in some cases citing the risk of fabricated and induced illness.   

Some respondents who agreed with providing support before a diagnosis is in place 
nevertheless felt that it was important for the child or young person’s lead clinician to be 
involved, ensuring the education setting has effective advice from the responsible 
healthcare professional.   

Some respondents were concerned at the reliance which this approach would place on 
good communication with parents, flagging that in a minority of cases parents may not 
provide clear or comprehensive information.  In extreme cases they might actively 
conceal information about a child or young person’s medical condition, which might 
constitute a safeguarding issue.  A number of respondents called for information about 
medical needs to be provided directly to schools, colleges and early years settings, 
noting the risks which can arise from delays.    

A number of respondents suggested medical conditions which could helpfully be covered 
in the guidance, including: 

• Eating disorders, Avoidance Restrictive Food Intake Disorder (ARFID) and Pica  

• IgE-mediated food allergy  

• Coeliac disease  

• Non-IgE-mediated food allergy, including FPIES and eosinophilic oesophagitis 
(EoE) 

• Non-allergic food hypersensitivities 

• Food-related metabolic or enzymatic conditions 

• Bleeding Disorders (e.g. haemophilia or Von Willebrand Disease) 

• Sickle cell disease 

• Distinguishing between type 1 and type 2 diabetes  

• Foetal alcohol syndrome disorder (FASD) 

• Osteopenia/osteoporosis 

• Medical needs frequently found in special schools, such as tracheostomy, 
ventilation, gastrostomy. 

• Mental Health conditions including trauma and clinical depression  

In addition, a number of respondents noted that neurodevelopmental conditions such as 
autism were not mentioned, suggesting that they should be treated as medical conditions 
rather than addressed through the framework for special educational needs.    
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Similarly, a number of respondents suggested that mental health conditions, including 
trauma and clinical depression were not mentioned.    

Government response  

The government welcomes support for a risk-based approach.  We will work with experts 
and clinicians to provide information for schools, colleges and early years settings on a 
wider range of medical conditions, reflecting feedback from the consultation.   
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Question 16 – Staff training   

Do you agree that our proposals set reasonable expectations for staff training on 
medical conditions? 

There was strong support for staff training, with ~87% agreement based on responses to 
the closed question (n=1,882). This is supported by qualitative evidence from the full 
dataset of 1,909 responses. 7% of respondents disagreed or strongly disagreed. 

Answer Total Percent 

Strongly agree 1209 64% 

Agree 429 23% 

Neutral 93 5% 

Disagree 93 5% 

Strongly disagree 42 2% 

Not answered 16 1% 

Total 1882 100% 
 

There was broad support for the principle that schools, colleges and early years settings 
should ensure all staff understand the medical conditions policy and their role in 
implementing it.  A number of respondents welcomed the emphasis on training and 
awareness for all staff, including support staff, volunteers and those responsible for 
before- and after-school clubs.  Many commented on issues which had arisen where 
supply staff did not have appropriate training or awareness.  However, some respondents 
felt that it was unrealistic to expect training to be delivered to the entire staff body 
(particularly in large institutions) and that it should be focused on those who work closely 
with children and young people.  Others were concerned by the risk of concentrating 
expertise in a small number of trained staff, leaving issues in the case of absence.   

Many respondents were concerned that training intended to raise awareness (so that 
staff can recognise medical needs, understand agreed policies and respond 
appropriately in emergencies) should not be seen as a substitute for healthcare 
professionals taking responsibility for the delivery of clinical tasks.  Some suggested that 
training should support education providers to ensure that staff understand not only how 
to respond in an emergency, but also how to judge what tasks it is appropriate to 
undertake.   

A number of respondents felt that staff in schools, colleges and settings required greater 
training and competency assessment to be confident in delivering the procedures asked 
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of them (for example catheterisation and stoma care).  Some of those who commented 
described the stress or anxiety arising from the roles they were being asked to take on.   

A number of respondents commented that training alone was not sufficient to drive 
improved practice, noting the need for strong accountability.  Others noted that issues in 
supporting children and young people frequently arose from ignorance of their specific 
conditions, which might not feasibly be covered in general awareness training.   

A number of respondents emphasised the importance of healthcare professionals in the 
design and delivery of training and awareness.  Some were concerned that educational 
leaders did not have the professional expertise to judge what training might be required 
or to assess its quality and suitability.  Some called for the government to organise a 
training offer or to provide clarity about what should be expected.  Some suggested 
adding awareness of key medical conditions to compulsory safeguarding training.  Some 
asked for clarity about how often training should be repeated or refreshed (with a number 
suggesting annual training).   

A number of respondents (particularly parents) supported the clarification that parents 
should not be expected to provide training to staff in education settings.   

A number of respondents were concerned at the cost of training on medical conditions.  
Many were clear that education settings should not bear the cost of training where it is 
required as part of clinical delegation arrangements – the responsible healthcare body 
should arrange and fund any training.   

Government response  

The government welcomes strong support for staff training and awareness.  We will 
consider the extent of training and awareness required by staff in different roles in 
schools, colleges and settings as we review the statutory guidance.    
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Question 17 – Who needs an Individual Healthcare Plan   

Do you agree with the proposal for which children and young people will need an 
Individual Healthcare Plan? 

There was strong support for the proposed approach to determining which children and 
young people require an Individual Healthcare Plan (IHP).  

Based on responses to the closed question (n=1,882), agreement was ~85%, indicating 
strong overall support. 8% of respondents disagreed or strongly disagreed.  This is 
supported by qualitative evidence.  

Answer Total Percent 

Strongly agree 1170 62% 

Agree 439 23% 

Neutral 142 8% 

Disagree 65 3% 

Strongly disagree 39 2% 

Not answered 27 1% 

Total 1882 100% 
 

Many respondents (particularly parents and those with a strong interest in specific 
medical conditions) welcomed the proposed approach to IHPs.  A number commented 
that such arrangements are already in place.  However, some respondents gave 
examples of requests for IHPs being ignored or existing IHPs not being followed.   

Some respondents noted that much of the required information is already captured 
through schools MIS systems, and sought clarity on what might therefore need to be 
recorded in an IHP.  A number felt that IHPs needed to be succinct, or to draw together 
information which might be recorded elsewhere in an easily accessible format.  A number 
of respondents asked for a national template.   

A number of respondents called for examples showing when an IHP might be required.   

Some respondents commented that mental health needs were not clearly enough 
referenced, since many will require the same adjustments or supportive arrangements as 
physical health conditions.   

A number of respondents raised concern at the volume of IHPs which might be required 
and the consequent risk that children and young people’s needs would be overlooked.  A 
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small number of respondents noted the workload implications of creating and reviewing 
IHPs.  Some respondents commented on the value of IHPs transferring from one 
education setting to another, avoiding the need to start from scratch.   

Some respondents felt that IHPs should be seen as clinical documents and therefore be 
led by healthcare professionals rather than staff in education settings, who would not 
have the necessary expertise to make clinical judgements.  Some respondents felt that 
they should be seen as a partnership between the education setting, healthcare 
professionals and the child or young person and their parents.    

Some respondents felt that school-led IHPs were appropriate where there is no medical 
diagnosis (or while the process of diagnosis is still under way), but that following 
diagnosis clinical advice should always take precedence.   

A small number of respondents felt that information about medication should not be 
incorporated into an IHP, since it may be changed frequently or irregularly.   

A number of respondents commented on the interaction between IHPs and EHCPs, 
noting that the same child or young person might have both medical needs and special 
educational needs.  Many raised the risk that a lack of clear function might lead to crucial 
information being overlooked, as well as adding additional workload.   

Some respondents (particularly from specialist providers) felt that the needs of children 
and young people with particularly complex medical needs – who can form a majority of 
the cohort in some special schools – might need a different approach.  Some noted that 
much of the information proposed for an IHP would be contained in EHC plans and 
documentation sent by lead clinicians.   

Government response  

The government welcomes the strong support for the proposed approach to Individual 
Healthcare Plans (IHPs). The consultation confirms IHPs as a central and widely 
supported mechanism for delivering safe and personalised care. 

Reflecting the feedback from the consultation, we will revise the statutory guidance to be 
clear that children and young people should have an IHP if: 

• they have a long-term medical condition (such as an allergy) which has a 
functional impact on them in their school, college or setting;  

• they are at risk of harm as a result of their medical condition and 
• they require arrangements which are additional to or different from those made 

generally. 
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Question 18 – Scope of Individual Healthcare Plans  

Do you agree with the proposed scope of Individual Healthcare Plans? 

Most respondents agreed that the proposed scope was appropriate. Based on responses 
to the closed question (n=1,882), agreement levels were high (~90%), consistent with the 
overall pattern of support. This is supported by qualitative evidence. 4% of respondents 
disagreed or strongly disagreed.   

Parents emphasised wellbeing and communication, while others highlighted the 
importance of active use of plans. Feedback focuses on effectiveness and 
communication rather than scope. 

Answer Total Percent 

Strongly agree 1177 63% 

Agree 521 28% 

Neutral 85 5% 

Disagree 56 3% 

Strongly disagree 23 1% 

Not answered 20 1% 

Total 1882 100% 
 

Many respondents welcomed the proposal that children and young people requiring 
supportive arrangements, reasonable adjustments or medication should have an 
Individual Healthcare Plan, and that a formal diagnosis should not be required.   

However, a number of respondents felt strongly that IHPs should be considered clinical 
documents and therefore be developed with (or signed off by) healthcare professionals.  
Some respondents suggested that IHPs should describe how schools support access to 
education, and reference relevant plans and instructions issued by healthcare 
professionals.   

Some respondents felt that the scope of children and young people who might require 
IHPs was too broad or insufficiently clear, potentially imposing administrative burdens on 
schools without providing the necessary support.  Several respondents commented that 
the guidance would benefit from clear examples.  While many respondents felt that it was 
helpful not to limit IHPs to formally-diagnosed medical conditions, many asked for further 
guidance or examples of how this might be delivered in practice.    
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A number of respondents (particularly parents) felt that schools should take a greater role 
in producing IHPs.  A number reported that they had been left to write or drive the 
content of their child’s IHP.  Some suggested that schools had consistently ignored the 
IHPs produced for their children.  Other respondents commented that it could be difficult 
for schools to get parents to sign off an agreed IHP.   

Some respondents noted that much of the information required for an IHP would already 
be captured in a management information system.   

Some respondents commented on the interaction between IHPs and the provision 
specified by section G of an Education, Health and Care plan.  They were clear that the 
statutory requirements around an EHC plan should not be overridden by the IHP 
produced by a school.  

Government response  

The government welcomes the strong support for the proposed approach to Individual 
Healthcare Plans (IHPs).  Reflecting the feedback on the importance of the role of 
healthcare professionals, we will amend the guidance to be clear that an IHP is the 
school’s record of how it will deliver the care plans, action plans and advice provided by 
clinicians.  Schools should not attempt to summarise or make judgements about plans 
provided by healthcare professionals.  Rather, the IHP should ensure information about 
the child or young person’s healthcare needs is captured in one place.   
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Question 19 – Incident reporting   

Do you agree with the proposed approach for recording, reporting, and learning 
lessons from serious incidents and “near misses”? 

There was strong support for the proposed approach to recording, reporting and learning 
from serious incidents and near misses. Based on responses to the closed question 
(n=1,882), 91% of respondents agreed or strongly agreed, demonstrating a clear 
consensus across stakeholder groups. 4% of respondents disagreed or strongly 
disagreed.  This is supported by qualitative evidence. 

Answer Total Percent 

Strongly agree 1192 63% 

Agree 513 27% 

Neutral 94 5% 

Disagree 44 2% 

Strongly disagree 26 1% 

Not answered 13 1% 

Total 1882 100% 
 

There was strong support for the proposals on incident recording and reporting and for 
the focus on learning lessons, strengthening policies and reducing the risk to children 
and young people through future incidents.  There was widespread recognition that this 
plays an important part not only in driving a self-improving system, but also in building the 
confidence of children, young people and their families.  Many respondents commented 
that this was already part of their practice.  However, a number of parents noted that they 
had only learned about serious incidents or near misses from their children, rather than 
from the school or college.   

The inclusion of “near misses” was strongly welcomed, with recognition that they provide 
a valuable opportunity to identify weaknesses in policy and practice without direct harm 
being caused to a child or young person.  Some respondents asked for greater clarity 
about what might constitute a near miss.  Some respondents commented on the need for 
the right organisational culture if staff are to feel confident admitting to near misses.  
Some noted the value of anonymous reporting.   

The importance of constructive communication with children, young people and families 
was raised by some respondents.  Some respondents felt that reports shared with 
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families might be written in cautious or defensive language in order to protect staff or to 
avoid admission of liability.    

Some respondents expressed concern that this might become a paper-based and 
“defensive” exercise rather than a meaningful opportunity to improve practice.  The 
importance of the right culture was cited as a key mitigation to this risk. 

Some respondents noted the overlap with existing incident policies, safeguarding policies 
and health and safety arrangements.  Some questioned whether a separate process was 
required for incidents relating to medical conditions and allergy.  However, some 
respondents cited medical incidents or near misses being raised through safeguarding 
routes, only to be dismissed or not followed up.   

Many respondents highlighted the importance of healthcare professionals being involved 
in reviewing or following up on serious incidents, particularly in cases involving 
medication or where clinicians are closely involved in a child or young person’s care.  
Many respondents pointed to the need for multi-agency arrangements, noting that senior 
education leaders are unlikely to have the necessary expertise to draw the right lessons 
in cases involving clinical care.  As one respondent highlighted: 

“A fundamental issue is that NHS and education settings operate under very 
different protocols, governance structures, and reporting frameworks. Without a 
clearly defined mechanism for alignment between these systems, there is a real 
risk that incidents will be recorded and interpreted inconsistently. This could lead 
to gaps in communication, duplication, or loss of critical clinical learning between 
services.  In particular, NHS incident learning processes are clinically governed 
and designed to identify systemic healthcare risks, whereas education settings 
follow safeguarding and school-based reporting procedures.” (Senior leader, 
community special school) 

Some respondents questioned whether it was appropriate for governors to play a 
significant role in following up medical incidents, citing their function as strategic rather 
than operational leads and questioning their expertise and capacity as volunteers.    

Some respondents flagged that incidents relating to medical needs might not be 
identified as such.  For example, where a child or young person with Coeliac disease is 
given gluten in error, the effects may not be immediately apparent.  Stakeholders 
representing Fetal Alcohol Spectrum Disorder (FASD) reported that serious incidents are 
frequently framed as “behaviour” (for example absconding, self‑harm, assaults, repeated 
restraint) rather than as health‑related events signalling that the environment, support or 
healthcare plan is insufficient.  Other respondents suggested that children and young 
people are sometimes taken to A&E following an incident in an education setting which 
was not identified at the time.   
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Government response  

The government welcomes the strong and consistent support for a more systematic 
approach to recording, reporting, and learning from serious incidents and near misses. 

We will review the statutory guidance to clarify how serious incidents and near misses 
should be handled in settings with a high proportion of children and young people with 
particularly complex medical conditions (for example special schools).   
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Question 20 – Oversight of allergy safety policies   

Do you agree with the proposal that a named governor and named senior leader 
should be responsible for the allergy safety policy? 

Responses to this question broadly mirrored those for Question 12, with strong support 
for clear oversight and accountability in relation to allergy safety policies.  

Based on responses to the closed question (n=1,882), agreement remained high (~85% 
agree/strongly agree), although slightly lower than the consultation average. 6% of 
respondents disagreed or strongly disagreed.  This reflects practical considerations 
regarding governance structures, rather than opposition to the principle of oversight. This 
is supported by qualitative evidence.  

Answer Total Percent 

Strongly agree 1170 62% 

Agree 439 23% 

Neutral 142 8% 

Disagree 65 3% 

Strongly disagree 39 2% 

Not answered 27 1% 

Total 1882 100% 
 

The majority of respondents supported the proposal for a named lead for allergy safety 
policies.   

A number of respondents, challenged the model of a named governor, noting that 
statutory responsibilities sit with the governing body as a whole.   

“We would reiterate our concerns about the named governor model. It is unclear 
whether the expectation is that the same or different individuals would take on 
responsibility for medical conditions and allergy policies; however, regardless of 
this distinction, the concerns remain the same. The proposal risks creating 
overreliance on individual governors, which we know risks exacerbating ongoing 
workload, recruitment and retention issues. It also contradicts the principle of 
governance as a collective function and may dilute effective oversight.  

Separating allergy responsibilities into a distinct role also risks fragmenting 
safeguarding, despite the clear links between medical needs, allergies and wider 
welfare concerns. While a designated policy is appropriate, A more coherent 
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approach would be for oversight to sit within existing safeguarding structures, with 
the full governing body retaining responsibility and drawing on input from 
established roles, such as the safeguarding link governor and DSL, as 
appropriate. Overall, this is not an area that requires the creation of additional link 
governor roles, particularly where it aligns closely with existing governance and 
safeguarding arrangements.” (Governance stakeholder) 

Similarly, a number of respondents observed that multi-academy Trusts might manage 
allergy safety policies at Trust level, with local oversight by a senior leader in each 
individual Academy.  Moreover, some settings may not have a governing body, such as 
committee-run early years settings or independent schools run by a proprietor.  Some 
respondents suggested that allergy safety should be regarded as an operational issue 
and therefore be the responsibility of the head rather than the governing body.   

Several respondents suggested that there should also be a named school nurse, 
healthcare professional or other trained member of staff reporting to the senior leader.  
Some respondents felt that responsibility should be distributed across the staff as a 
whole.   

A number of respondents felt that there was no need for a separate allergy safety policy 
and that the function could be covered through a single medical conditions and allergy 
policy, citing the administrative burdens of maintaining multiple policies and the risk of 
seeing allergy out of its medical context.   

Some respondents were concerned at the individual risk attached to the roles, i.e. that 
named individuals should not be held liable for the delivery of the allergy safety policy.  
Equally, some respondents felt that the named individuals should be accountable rather 
than simply responsible.   

Government response  

Given the feedback received, we propose to amend the draft statutory guidance to set a 
requirement for a named senior leader responsible for allergy safety, and remove the 
requirement for a named governor.  The guidance will be clear that it may be good 
practice to have a named governor, trustee or member of a management committee, but 
will not impose it as a requirement.   

We will also address the concern that, while it may be appropriate for a senior leader to 
have ownership of the allergy safety policy, other members of staff may be better placed 
to lead on its drafting.  Similarly, we will be clear that this is a leadership role and not 
personal accountability for allergy safety.   
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Question 21 – Review of allergy safety policies   

Do you agree with the proposal that allergy safety policies should be reviewed at 
least annually, and after any serious incident or near miss? 

There was strong and consistent agreement that allergy safety policies should be 
reviewed regularly, particularly following serious incidents or near misses. Respondents 
widely recognised that failures in allergy management can have life-threatening 
consequences, reinforcing the importance of regular review as a core safeguarding 
function. 

Based on responses to the closed question (n=1,882), agreement remained high (~90% 
agree/strongly agree), consistent with the broader consultation findings. This is supported 
by qualitative evidence. 4% of respondents disagreed or strongly disagreed.   

Answer Total Percent 

Strongly agree 1283 68% 

Agree 413 22% 

Neutral 83 4% 

Disagree 52 3% 

Strongly disagree 16 1% 

Not answered 35 2% 

Total 1882 100% 
 

There was strong support for our proposal that allergy safety policies should be reviewed 
at least annually and following serious incidents or near-misses.   

A number of respondents suggested that the policy should be reviewed at least every six 
months or even termly, since the presentation of allergy can change rapidly in children 
and young people.  Other respondents suggested that the policy could be reviewed every 
2-3 years or else following a serious incident.   

A number of respondents recommended that allergy safety policies be incorporated into 
medical condition policies to reduce the burden on schools.  Others advocated school 
nurses or other healthcare professionals having a role.  A few respondents flagged the 
link between allergy safety policies and training, with some suggesting that regular 
training might be more effective than reviewing the policy itself.   
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Government response  

There was strong consensus that allergy safety policies should be kept under regular 
review.  While there were calls for half-yearly and 2-3 yearly reviews, we believe that 
annual reviews provide a reasonable balance between frequency and managing 
workload, and would tie allergy safety to the same timetable as other school policies.   

In line with our response to question 13 on the review of medical condition policies, we 
will be clear that a serious incident or near miss should be a prompt to consider whether 
there were weaknesses in the allergy safety policy and/or the Individual Healthcare Plan.  
If so, they should review and where necessary amend the policy and/or IHP.  This does 
not mean that the allergy safety policy should be reviewed after every serious incident or 
near miss.  Rather, the incident should be a trigger to consider whether the policy 
requires review.   
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Question 22 – Scope of allergy safety policies 

Do you agree with the proposed scope of allergy safety policies? 

Based on responses to the closed question (n=1,882), 89% of respondents agreed or 
strongly agreed with the proposal. 3% of respondents disagreed or strongly disagreed. 

Answer Total Percent 

Strongly agree 1176 62% 

Agree 508 27% 

Neutral 99 5% 

Disagree 31 2% 

Strongly disagree 21 1% 

Not answered 47 2% 

Total 1882 100% 
 
There was strong support for the proposed scope of allergy safety policies, with a 
widespread view that it would strengthen safety for children and young people.   

A number of respondents suggested that allergy safety should be covered as part of the 
wider medical conditions policy, to avoid duplication and prevent confusion.   

Some respondents recommended changing the name to “allergy and anaphylaxis 
policies”, recognising that other medical conditions (for example MAST syndrome) can 
cause anaphylaxis.  Some respondents suggested that coeliac disease should form an 
explicit part of the allergy safety policy; others suggested that, as it is an auto-immune 
condition rather than an allergy, it would be better to treat it alongside other medical 
conditions.   

Some respondents highlighted areas where the scope could be strengthened, particularly 
in relation to first-time allergic reactions, which may occur without prior diagnosis, and 
non-food allergies (e.g. environmental or insect-related triggers).   

A number of respondents felt that there should be a stronger role for healthcare 
professionals in supporting schools to draw up allergy safety policies.   

Government response  

The consultation shows strong support for the proposed scope of our allergy safety 
policies.  We will consider the specific points raised in reviewing the guidance – not least 
to ensure there is appropriate focus on other conditions which can cause anaphylaxis.    
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Question 23 – Allergy awareness training   

Do you agree with the proposals for allergy awareness training for all staff? 

Based on responses to the closed question (n=1,882), this question received one of the 
highest levels of agreement in the consultation (~92% agree/strongly agree). This is 
supported by qualitative evidence. 2% of respondents disagreed or strongly disagreed. 

Answer Total Percent 

Strongly agree 1315 70% 

Agree 415 22% 

Neutral 74 4% 

Disagree 32 2% 

Strongly disagree 10 1% 

Not answered 36 2% 

Total 1882 100% 
 

There was very strong support for allergy awareness training across all staff groups. 
Respondents consistently emphasised that allergy, and particularly anaphylaxis, 
represents a high-risk and potentially life-threatening condition requiring immediate 
recognition and response.  There was strong support for the expectation that all staff 
should receive allergy awareness training, including supply staff.   

Many respondents noted that their school already organises allergy awareness training, 
commenting on the positive effect on the ability of staff to support pupils and parents’ 
confidence in the arrangements in place.   
 
A number of respondents commented on the importance of allergy awareness training for 
children and young people as well as for staff.  Many noted the importance of the social 
and mental impacts of allergy and the risk of bullying or harm arising from the actions or 
attitudes of other pupils.   
 
Where concerns were raised, these related primarily to implementation and delivery, 
including funding for training, frequency and refresh requirements and practical delivery 
methods (in particular whether training needs to be face to face or could be online).   
 
The draft statutory guidance covers the top 14 allergens.  A number of respondents 
noted that these are not the only potential allergens.  Many commented on the difficulty in 
getting schools and other education settings to recognise allergens which fall outside the 
top 14.  Schools should be alert to any known allergen.   
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A number of respondents called for a single government-approved allergy safety training 
module, to ensure quality and consistency.   
 
Some respondents commented on the inclusion of food intolerance and coeliac disease 
(both of which are managed through dietary avoidance) in the section on allergy safety.  
These might sit more appropriately in the sections on medical conditions.    
 

Government response  

The government welcomes the very strong support for allergy awareness training.  We 
will reflect the detailed feedback through revisions to the statutory guidance.   
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Question 24 – Adrenaline devices   

Do you agree that all schools should stock “spare” adrenaline devices for 
emergency use? 

This question received some of the strongest support across the consultation, reflecting 
widespread recognition of the life-saving importance of immediate access to emergency 
medication. 

Based on the on responses to the closed question (n=1,882), agreement was very high 
(~90% agree/strongly agree). This is supported by qualitative evidence from the full 
dataset of 1,909 responses. 3% of respondents disagreed or strongly disagreed. 

Answer Total Percent 

Strongly agree 1352 72% 
Agree 343 18% 
Neutral 95 5% 
Disagree 34 2% 
Strongly disagree 20 1% 
Not answered 38 2% 
Total 1882 100% 

 

There was widespread support for the proposal that schools should stock “spare” 
adrenaline devices.  Many respondents noted that schools are permitted to do so, and a 
number commented that their own school already does so. Others reported that parents 
of children who are currently prescribed adrenaline devices are asked to provide spares 
for their child while in school.   

Some respondents suggested that the Human Medicines Regulations should be 
amended to enable other education providers (for example FE colleges and early years 
settings) to stock “spare” adrenaline devices.   

A number of respondents suggested that similar requirements should apply to salbutamol 
inhalers for those at risk of asthma attacks.   

A number of respondents noted the need for clear guidance around the practicalities of 
securing, storing, using and disposing of adrenaline devices.  This included the need to 
ensure adrenaline devices remain in date and that the correct dosages are available, as 
well as the importance of ensuring devices are available across large or split sites, 
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requiring multiple “spare” devices.  Some respondents cited issues with the supply of 
adrenaline devices in the recent past.   

Many respondents commented on the recurring cost to schools of stocking “spare” 
adrenaline devices, asking for support from the government (whether in additional 
funding, direct delivery of devices or access to discounted suppliers).  Annual costs in the 
range £400-600 were quoted by several respondents from schools.   

Some respondents noted the importance of training in the use of adrenaline devices.   

Some respondents highlighted the potential for confusion over the circumstances where 
a “spare” adrenaline device can be used, including the expectation of parental consent 
(where a child or young person is already prescribed an adrenaline device) and the 
option to take action in an emergency in order to save a life.    

Government response  

The government welcomes the very strong support for providing spare adrenaline 
devices, recognising their importance in responding to life-threatening allergic reactions.  
We will reflect more detailed feedback through revisions to the statutory guidance.   
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Question 25 – Specific considerations  
The draft guidance includes information on several issues and considerations relevant to 
children and young people with medical conditions and allergy. This includes:  

• admission,  

• attendance,  

• assessment and examinations,  

• clean air,  

• complaints,  

• data protection,  

• defibrillators,  

• first aid,  

• food provision,  

• home to school transport,  

• insurance and indemnity,  

• managing infectious diseases,  

• managing medicines,  

• mental health and  

• mobile phone policies 

Do you agree that the information provided here is helpful? 

Most respondents found the additional guidance helpful, with ~88% agreement based on 
responses to the closed question (n=1,882), indicating strong overall support. This is 
supported by qualitative evidence. 2% of respondents disagreed or strongly disagreed. 
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Answer Total Percent 

Strongly agree 1079 57% 
Agree 581 31% 
Neutral 151 8% 
Disagree 28 1% 
Strongly disagree 18 1% 
Not answered 25 1% 
Total 1882 100% 

 

There was strong support for the additional information set out through the draft 
guidance.  Respondents welcomed the inclusion of practical considerations such as 
attendance, clean air, mental health, food provision, trips, examinations, medication 
management and complaints, reflecting the way that medical conditions affect many 
aspects of school life beyond immediate healthcare needs.   

A number of respondents suggested specific areas where the guidance could go further 
or provide additional detail.  Several respondents suggested that toileting should be 
explicitly covered, given its impact on the wellbeing of some children and young people 
with medical conditions.   

Some respondents felt that some of the guidance in this section (for example relating to 
insurance and indemnity) blurred the line between the role of education settings and 
healthcare providers, reflecting issues raised throughout the consultation.   

Government response  

The government welcomes the strong support for the inclusion of these wider 
considerations within the guidance. We recognise the importance of issues such as 
attendance, mental health, food provision, medication management and complaints in 
supporting children and young people with medical conditions. We will reflect the 
consultation feedback, including requests for greater clarity in a number of areas, when 
finalising the statutory guidance. 
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Question 26 – FE and post-16 
Do you agree that FE colleges and post-16 institutions should be subject to a 
statutory duty to make arrangements for supporting learners in statutory 16-19 
education (including those up to 25 if they have an EHC Plan) with medical 
conditions and allergy? 

Based on responses to the closed question (n=1,882), 93% of respondents agreed or 
strongly agreed with the proposal.  1% of respondents disagreed or strongly disagreed.   

Answer Total Percent 

Strongly agree 1389 74% 

Agree 365 19% 

Neutral 93 5% 

Disagree 13 1% 

Strongly disagree 5 0% 

Not answered 17 1% 

Total 1882 100% 
 

There was strong support for extending the duty to “make arrangements” for supporting 
those with medical conditions into FE and post-16.  Many respondents commented that 
young people’s needs remained consistent and that there are risks of a tailing-off of 
support, with examples given of variable practice in post-16 (both strong and more 
limited).  The size of some FE campuses, the more limited involvement of health services 
and the complexities of information-sharing involving young people (as opposed to 
parents) who need to provide their own consent were noted as potential issues.    

A number of respondents suggested the duties should also be extended to universities.   

Some respondents suggested that the duties should extend up to age 25, not just for 
those with Education, Health and Care plans.   

A number of respondents noted that FE colleges and post-16 institutions are not included 
in the exemption in the Human Medicines Regulations 2017 which permits schools to 
purchase “generic” adrenaline auto-injectors, and that the Regulations should be 
changed to bring post-16 in line with schools.   

Of the small number of respondents who disagreed or strongly disagreed with the 
proposal, several felt that young people in post-16 should be taking responsibility for their 
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own wellbeing or commented that equivalent support would not be available in 
adulthood.   

Government response 

The government welcomes the very strong support for extending statutory duties and 
recognises the importance of ensuring consistent and equitable protection for children 
and young people with medical conditions and allergy across the education system. 

We will seek to use forthcoming legislation to extend the duty in section 100 of the 
Children and Families Act 2014 to “make arrangements for supporting pupils with 
medical conditions” (recently modified by the Children’s Wellbeing and Schools Act to 
include duties on allergy safety) to providers delivering DfE-funded 16-19 provision, 
including FE colleges, specialist post-16 institutions and 16-19 academies.  This would 
only be in respect of students undertaking DfE-funded 16-19 provision and who meet the 
relevant funding eligibility criteria.   
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Question 27 – Non-maintained special schools  
Do you agree that non-maintained special schools should be subject to a statutory 
duty to make arrangements for supporting pupils with medical conditions and 
allergy? 

Based on responses to the closed question (n=1,882), 96% of respondents agreed or 
strongly agreed with the proposal.  1% of respondents disagreed or strongly disagreed.  

Answer Total Percent 

Strongly agree 1478 79% 

Agree 324 17% 

Neutral 49 3% 

Disagree 5 0% 

Strongly disagree 5 0% 

Not answered 21 1% 

Total 1882 100% 
 

Respondents strongly supported the proposal to make non-maintained special schools 
subject to the same statutory duties concerning support for pupils with medical 
conditions.  Many responses took the view that expectations regarding safety should 
apply to all schools.   

A number of respondents noted that non-maintained special schools (NMSS) frequently 
support children and young people with particular complex medical needs, with some 
commenting that NMSS already tend to have strong arrangements in place.  Several 
respondents flagged the important dependency with clinical delegation.  Some reiterated 
the wider point that arrangements for medical conditions should be made in the context 
of clarity about clinical delegation.  Others suggested that NMSS’ experience offered 
opportunities to develop or share models of effective practice.   

Respondents expressed strong and consistent support for extending statutory duties on 
supporting pupils with medical conditions to non-maintained special schools (NMSS). 
Many respondents emphasised that expectations relating to safety, safeguarding and 
medical support should apply consistently across all education settings, regardless of 
designation. 

A recurring theme was that NMSS often educate children and young people with the 
most complex and clinically significant needs, including multiple co-existing conditions 
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and heightened vulnerability. Respondents therefore frequently argued that extending 
statutory duties is not only appropriate, but particularly important in these settings, where 
risks may be greatest. 

Several respondents also noted that many NMSS already have well established medical 
support arrangements, reflecting their specialist role. Some highlighted that this existing 
expertise presents an opportunity to share effective practice and inform systemwide 
improvements. However, many respondents brought up the importance of NHS 
involvement. Respondents consistently emphasised that education staff should not be 
expected to undertake clinical responsibilities beyond their competence.  Several 
respondents stressed that statutory duties alone would be insufficient without robust 
clinical governance arrangements, including ongoing NHS involvement, clear escalation 
pathways, and shared accountability. Without this, respondents highlighted a risk that 
school staff may be placed in situations requiring clinical judgement, potentially 
compromising both safeguarding and the safe delivery of education. 

A small number of respondents highlighted that existing regulatory frameworks for NMSS 
already place duties on proprietors to safeguard and promote pupil welfare. However, the 
prevailing view was that explicit inclusion within statutory medical conditions duties would 
improve consistency, enforceability, and clarity across the system. 

Additional points raised included the importance of: 

• ensuring access to training, resources, and health input for NMSS 

• recognising the value of practical preparation and accessible information for pupils 
and families 

• supporting transition and planning, including through tools such as accessible 
information or virtual familiarisation where appropriate 

Government response 

The government welcomes the very strong support for extending statutory duties and 
recognises the importance of ensuring consistent and equitable protection for children 
and young people with medical conditions and allergy across the education system. 

We will seek to use forthcoming legislation to extend the duty in section 100 of the 
Children and Families Act 2014 to “make arrangements for supporting pupils with 
medical conditions” (recently modified by the Children’s Wellbeing and Schools Act to 
include duties on allergy safety) to non-maintained special schools.   
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Question 28 – Independent schools 
Do you agree that independent schools should be subject to a statutory duty to 
make arrangements for supporting pupils with medical conditions and allergy? 

Based on responses to the closed question (n=1,882), 96% of respondents agreed or 
strongly agreed with the proposal.  1% of respondents disagreed or strongly disagreed.   

Answer Total Percent 

Strongly agree 1500 80% 

Agree 307 16% 

Neutral 47 2% 

Disagree 6 0% 

Strongly disagree 5 0% 

Not answered 17 1% 

Total 1882 100% 
 
Respondents strongly supported the proposal to make independent schools subject to 
the same statutory duties concerning support for pupils with medical conditions, 
frequently taking the view that expectations regarding safety should apply to all 
schools.  Many noted that the needs of children and young people do not change 
because they attend an independent school.   

The small number of respondents who disagreed with the proposal felt that the 
requirements might be too demanding for independent schools to comply with given the 
resources available to them.   

Some respondents noted that the Independent School Standards already include 
regulatory standards about the welfare, health and safety of pupils, including first aid, 
suggesting that specific allergy safety requirements might not be needed in addition.   

Government response 

The government welcomes the very strong support for extending statutory duties and 
recognises the importance of ensuring consistent and equitable protection for children 
and young people with medical conditions and allergy across the education system. 

We will seek to use forthcoming legislation to extend the duty in section 100 of the 
Children and Families Act 2014 to “make arrangements for supporting pupils with 



 

49 

medical conditions” (recently modified by the Children’s Wellbeing and Schools Act to 
include duties on allergy safety) to independent schools.   
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Next steps 
The government’s objective is to support consistent, safe, and inclusive practice, reduce 
unwanted variation between settings, and ensure that children and young people with 
medical conditions can access, participate in, and thrive within education. 

The consultation findings demonstrate strong system-wide support for this direction of 
travel, alongside a clear expectation that improvements in policy must be matched by 
effective, consistent, and sustainable delivery across education and health systems. 

In response to this consultation: 

• We will revise the draft statutory guidance to reflect the points raised.   

 
• We recognise that further work is needed to clarify the respective roles and 

responsibilities of education settings and of healthcare professionals.  We 
will take this forward with the Department of Health and Social Care before 
publishing updated statutory guidance for education settings on supporting 
children and young people with medical conditions in due course. 

 
• We will publish statutory guidance on allergy safety, reflecting feedback 

received through the consultation.   

 
• We will seek to use forthcoming legislation to extend the duty in section 100 of 

the Children and Families Act 2014 to “make arrangements for supporting pupils 
with medical conditions” (recently modified by the Children’s Wellbeing and 
Schools Act to include duties on allergy safety) to FE colleges and post-16 
institutions, non-maintained special schools and independent schools.   
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Annex A: Organisations that responded to the 
consultation 

Volume and nature of responses 
The consultation received a high volume of responses (n=1,909), reflecting strong public 
and sector engagement. This included responses submitted by both individuals and 
organisations, with a substantial proportion including detailed free text comments.  These 
free text responses provided valuable insights into both system-level issues and lived 
experience, and informed the thematic analysis presented throughout this document. 

Respondent type 
The online consultation platform received responses (n=1,882) from a broad range of 
individuals and organisations: 

• Individuals: 78% (majority of responses) 

• Organisations: 21% (substantial minority) 

• Not stated: <1% 

1,742 respondents provided information on their role or capacity; respondents could 
indicate more than one.   

Roles or capacities of respondents Total Percent 

Parent or carer 949 54% 

Child or young person 43 2% 

Governor 37 2% 

Head or principal 82 5% 

Teacher 123 7% 

Teaching assistant 69 4% 

Healthcare professional 187 11% 

Interested member of the public 57 3% 

Other 195 11% 

Total 1742 100% 
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Responses are heavily weighted towards parents and carers, indicating strong 
engagement from those with direct lived experience of medical conditions in education. 
This is complemented by meaningful contributions from education professionals and 
healthcare practitioners, providing both experiential and operational perspectives. 

943 respondents indicated the sector they came from:  

Sector background of respondents Total Percent 

Early years 21 2% 

Primary 271 29% 

Secondary 152 16% 

Post-16 16 2% 

Healthcare body 121 13% 

Local authority 57 6% 

Professional association 19 2% 

Medical condition and allergy stakeholder 33 3% 

Other 253 27% 

Total 943 100% 
 

Organisational responses are dominated by school-level providers, particularly primary 
schools, reflecting their significant role in day-to-day delivery.  There was more limited 
representation from post-16 institutions and national bodies, although these stakeholders 
provided more detailed and systemic responses where engaged. 
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