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1. Policy statement
Water Park welcomes children with allergies and will take all reasonably practicable steps to prevent exposure, recognise anaphylaxis promptly and provide an effective emergency response. No child will be excluded from an activity solely because of an allergy without an individual, documented risk assessment and consultation with the school and parent/carer.
2. Our assurance to schools
All operational staff are trained through the Centre’s first-aid programme. Training records, expiry dates and refresher arrangements are maintained by individuals and line managers. Staff with direct responsibility for the visit receive a child-specific allergy and anaphylaxis briefing before arrival/duty.
The kitchen uses a documented allergy-management process covering ingredient checks, cross-contact controls, meal identification, service handover and incident escalation.
Relevant allergy information is shared on a need-to-know basis with staff who may supervise, cater for, transport or respond to the child. Each recipient must acknowledge the briefing; the Centre records acknowledgement through a WhatsApp poll where permitted by its data-protection policy.
The child’s own prescribed adrenaline auto-injectors (AAIs), action plan and other medication must remain readily accessible—not locked away—and accompany the child to every activity and off-site location.
3. Information required before the visit
The school/parent or carer must provide the following no later than 1 week prior to their visit:
the confirmed allergens, known triggers, reaction history and typical early signs;
a current IHP / clinician-approved Allergy Action Plan, including the child’s photograph where consented;
details of prescribed AAIs and other medicines, including brand, dose, location and expiry dates;
the child’s level of self-management and the named school adult responsible for medication;
emergency contacts, clinician instructions, dietary requirements and any agreed reasonable adjustments; and
consent and lawful arrangements for sharing the minimum necessary information with relevant staff.
The Centre’s visit lead and catering lead will review the information, resolve discrepancies with the school, and complete an individual activity, location, transport and catering risk assessment before arrival. The visit must not begin until critical information and in-date prescribed medication are available, unless the Centre manager documents a safe alternative agreed with the school/parent or carer.
4. Roles and responsibilities
	Role
	Required action

	Centre manager / duty manager
	Confirms this policy is implemented; assigns a visit lead; verifies staffing, communications, emergency access and escalation arrangements; ensures incidents are reviewed.

	Visit lead
	Holds the current child-specific plan; briefs relevant staff and visiting leaders; checks medication access at every handover; confirms poll acknowledgements; leads dynamic risk assessment.

	Catering lead
	Reviews ingredients and menus; controls substitutions and cross-contact; briefs kitchen/service staff; identifies the child’s meal; records checks and handover.

	All staff
	Read the briefing, respond to the acknowledgement poll, ask questions before duty, follow the child’s plan, prevent food sharing and report concerns or exposures immediately.

	School / group leader
	Provides accurate current information, in-date medication and named competent adults; communicates changes; supports supervision and emergency contact arrangements.


5. Kitchen and food-service controls
Plan and approve. The catering lead reviews the child’s requirements and proposed menu with the school before the visit. The Centre explains any limits of its kitchen and does not promise an allergen-free environment unless that claim can be substantiated.
Check every ingredient. Only original labels, current specifications and approved suppliers are used. Labels are checked when goods arrive and again before preparation. Verbal assurances alone are not accepted.
Control substitutions. No ingredient, recipe, garnish, cooking oil or product substitution is made for the child’s meal without a fresh allergy check and approval by the catering lead.
Prevent cross-contact. Hands are washed; work surfaces and equipment are cleaned; separate clean utensils, boards, pans, storage and serving implements are used. The child’s meal is prepared in a controlled area/time and covered and separated until service.
Identify and hand over. The meal is clearly identified using the Centre’s agreed system, checked by the named catering lead and handed directly to the named responsible adult/child. Buffet self-service, shared condiments and food swapping are not used for the child’s meal.
Keep records. The final menu, ingredient/label checks, substitutions, named checker and service handover are recorded for 1 year under the Centre’s record-retention policy.
6. Staff briefing and WhatsApp acknowledgement
The child-specific briefing is issued by the centre manager to a closed, approved work group only after the information-sharing basis/consent has been confirmed. It contains the minimum necessary information: child identification appropriate to the setting, allergens, key symptoms, avoidance measures, medication location, action-plan location and who will call 999. Staff must not forward, screenshot or discuss the information outside the authorised team.
Required poll wording
	Poll question: I have read and understood the allergy/anaphylaxis briefing for [VISIT / DATE] and know the child’s allergens, emergency plan and medication location.

	Option 1 — Yes: read, understood and ready for duty

	Option 2 — I need clarification before duty

	Option 3 — I am not working with this group


The visit lead checks the poll before the staff member takes responsibility. A non-response is not treated as acknowledgement. Anyone selecting “I need clarification” receives a direct briefing and must then confirm understanding. The poll result is saved in the visit record in line with the Centre’s data-protection and retention policies; sensitive details are removed from chat when no longer required. If WhatsApp is not approved for this purpose, the same acknowledgement is recorded through a submitted Microsoft Acknowledgement Form.
7. Activities, transport and medication access
The school/visiting organisation’s risk assessment considers food-based crafts, animal feed, natural materials, shared equipment, packed lunches, shops/vending, campfires, remote locations and delayed ambulance access.
The child’s AAIs and action plan travel with the child and remain immediately accessible to the trained adult responsible. They are never left in accommodation, a vehicle or central office when the child is elsewhere.
A charged phone/radio, precise location information and an ambulance access/meeting plan are confirmed. Remote activities include an evacuation plan and an appropriate communication fallback.
All food sharing is prohibited for the child. Handwashing with soap and water is used before eating and after likely allergen contact; alcohol hand gel is not relied on to remove food allergens.
8. Emergency response: suspected anaphylaxis
	DO NOT DELAY: Follow the child’s Allergy Action Plan and current first-aid training. Adrenaline is the first-line treatment for anaphylaxis. If in doubt and the plan indicates anaphylaxis, use the prescribed AAI and call 999.



Recognise and act. Suspect anaphylaxis where symptoms start suddenly and progress rapidly, especially with airway, breathing or circulation problems. Skin changes may be absent.
Give adrenaline promptly. Use the child’s prescribed AAI exactly as trained and as set out in the child’s plan; note the time.
Call 999. Say “anaphylaxis”, give the exact location/access point, and send a staff member to meet the ambulance. Do not leave the child alone.
Position safely. Usually lay the child flat with legs raised. If breathing is difficult, allow a position that helps breathing with legs extended. If unconscious or vomiting, use the recovery position. Do not allow the child to stand or walk suddenly.
Second dose if required. If airway, breathing or circulation problems persist after 5 minutes, give the second prescribed AAI in accordance with the action plan and training.
Continue care. Monitor airway and breathing, begin CPR if needed, hand the used device(s) and plan to ambulance staff, and arrange hospital assessment. Contact the parent/carer and school after emergency help is underway.
Antihistamines must not delay adrenaline or be used to treat airway, breathing or circulation problems. Staff must work within their training and the child’s plan.
9. After an incident or near miss
Secure ongoing care and preserve medication/packaging information for clinicians.
Notify the Centre manager, school and parent/carer; complete the accident/incident and medication records promptly.
Preserve relevant menu, label, kitchen-check, staff-acknowledgement and activity records confidentially.
Debrief staff and the school, review the risk assessment and this policy, identify corrective actions, and make any required regulatory/insurer notifications.
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