Individual Health Plan

For student requiring nursing assessment and/or modifications due to health conditions 

Name__________________________________                    DOB________________

Condition: Encopresis

What is It: Involuntary passage of stool secondary to chronic constipation and distended lower bowel

Goals of school care: 

· Support in developing bowel routine while also under medical care. Refer if no medical assessment has been done. Reassure and educate parent.  

· Minimize physical and emotional distress for the student

· Prevent exposure of others of feces

· Minimize lost class time and absences for this problem

· Educate student, family, staff about this condition  and importance of medical assessment, diet, bowel routine


Health Accommodations/observations

What
Why
Who needs to know

Allow bathroom use as needed, student may need a schedule
Children with this condition must relearn to recognize and respond to urge to empty bowel. May be using laxatives at home.

May be on a schedule. 
All staff who work with this student, student, parent

May use bathroom in nurse’s office
Privacy, time needed, clean up supplies are kept there,

education and support from nurse


All staff who work with this student, student, parent

If student has odor, refer to nurse
Condition can cause bowel incontinence
All staff who work with this student, student, parent

Refrain from criticism, shaming
This is a health problem requiring support, understanding and medical intervention 
All staff who work with this student, parent

Change of clothes will be kept in the nurse’s office
Condition can cause bowel incontinence
All staff who work with this student, student, parent

Educate and support the parent and child
This is a physical problem, but easily misunderstood resulting in guilt and shame 
Nurse

Report BM’s at school to parent via a note or chart
Part of medical management is keeping track of BM’s and intervening if the child gets constipated 
Nurse, student, parent

Nurse Sig_______________________________   Date:________________________

