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4 year old male,  when he came to us

Xander
Born 2 ½ months premature, 5 lbs. 4 oz, NICU for 
30 days and was intubated.  Received in-home 3 y
care for  1 year

Parents concerned  with speech, picky eater, 
lactose intolerance  very active  trips and falls lactose intolerance, very active, trips and falls 
frequently, and not completely potty trained.  
Physical exam  recommended opthalmology
referral,.  History of reactive airway disease need 
for medication at schoolfor medication at school.

Mother has history of traumatic brain injury,  
multiple sensory and back issues and  history of multiple sensory and back issues and  history of 
cancer.

Parents  had frequent re locations  History of Parents  had frequent re-locations. History of 
mental health and substance abuse.   



Goals & Objectivesj

Verbalize difficulty of integrating services

Strengths of effective care planning

Provide examples and strategies for implementing care 
plans with multiple needs plans with multiple needs 



Transitions:  Identifying Participants

Step One Step Two

• Red Flag @ Enrollment • Transition Meetings held • Red Flag @ Enrollment
• Concerns identified by 

staff

• Transition Meetings held 
with multi-disciplinary 
staff present

• Signed-off by all 
pertinent specialist

• Identify those who need 

• Gather further 
documentation

• Two-way communication • Identify those who need 
transition meeting

• Two way communication 
with parents

• Identifying next steps



Bringing the Plan Together

Documentation  
for diagnosed 

Assessments 

conditions

Referrals and 
assistance 

navigating the 
system

Assessments 
and 

Evaluations



Xander

Referred for speech/language at LEA.

Assessments

Added to food substitution list for dairy, 

Assessments

y,
request medical documentation from  MD.  
Nutrition observation in classroom

Documentation

Follow-up on opthalmology referral and 
medication authorization.

Referrals/Follow-up



Starting The Care Plans

• Simplified 
Information

• Education/Training
F db k d I t

• Simplified Information
• Education/Training
• Implementation Steps
• Scope of Care • Feedback and Input

• Setting Boundaries

• Scope of Care
Meet the 
Needs of 

Staff

Meet the 
Needs of 
Parents

• Sharing Care Plans• Update original 
plan

Multi-
disciplinary 

approach

Update 
and 

M i • Referencing other 
plans

• Including Medical 
Professionals

plan
• Monitor annually 

and as needed

approachMonitor



I l t tiImplementation

Ti f S ifi  D tTimeframes •Specific Dates
•Progressive Steps
•Ongoing treatment and appointments

Supplies •Medications on-site with documentation
•Special Equipment providedp q p p
•Classroom Environment considerations

Compliance •Is child/family able to implement plan
•What difficulties are staff having
•Do parents have questions or concerns



C  Pl
Care Plan

Eff ti  U d t d  

Child Name: DOB: Center:

Parent Name: Cell # Home #

Weight Height

Diagnosis & Description:

Background:

Care Plan
• Size of Care Plan 

Effective: _______________Updated: ____________________

Background:

Goals:

Other Plans:

IEP 
Behavior Intervention Plan
Health Plan
Medication Plan

Comments:

Size of Care Plan 
varies

• Some items may need 
to be added or deleted.

• C  d l  ifi  Signs 
and 

Sympto
ms

Classro
om 

I i

• Can develop specific 
care plans for frequent 
or common 
conditions,

h Plan of Care:
Instructi

ons

Monitor

Emerge
ncy 

Procedu

• Asthma
• Cast Care
• Allergy
• Used as training Procedu

res

Training

Equipment

Parent Signature Date:

Nutrition Specialist Signature: Date:

Used as training 
documentation for 
staff accountability

• Attach original p g

Health Specialist Signature: Date:

Teacher Signature: Date:

Staff Signature: Date:

Staff Signature: Date:

Staff Signature: Date:

doctors/discharge 
notes



Case Management Strategy for Case Management – Strategy for 
Updating and Monitoring

IEP for 
speech/language, 

receiving small 

Ortho referred to 
Neuro for further 

l i

Child had ENT and 
Opthalmology

 b  i lireceiving small 
group, once a week 

evaluation exams by specialist.

Teachers concerned 
with coordination 
and frequent falls

Ortho evaluation 
done, no findings

Prescribed eye patch 
to wear during 

school.

Individualization for 
Communicate with 

MD  who referred to 
Will need surgery on  Individualization for 

balance activities
MD, who referred to 

Ortho
affected eye



Disseminating Information

Local 
Education 

Authority LEA  

Primary care 

Authority LEA, 
bring concerns 
to IEP Process 

Mental Health 
f lPrimary care 

and Specialist Professionals 
and therapists

Head Start 
developed 
care planp



Resources
• American Diabetes Association School, Care Plan 

http://www.diabetes.org/living-with-diabetes/parents-and-kids/diabetes-care-
at-school/

• Asthma and Allergy Foundation of America, School 
Action Card http://www.aafa.org/pdfs/AsthmaActionCardstudent.pdf

• California Child Care Health Program  Illness Sheets • California Child Care Health Program, Illness Sheets 
http://www.ucsfchildcarehealth.org/html/pandr/illnesssheetsmain.htm

• Food Allergy and Anaphylaxis Network, Action Plan 
h // f d ll /fil /FAAP dfhttp://www.foodallergy.org/files/FAAP.pdf

• American Academy of Pediatrics, Red Book


