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Abstract: Main topic — 1o inform teachers of the issue of children suffering from diabetes
mellitus (bereinafter DM), and draw attention to the issue of the inclusion of these children
within the Czech school system.

Sequence of interpretation — In the first section of the article, we want to focus on describing
the disease and its specific features for school-age children. We also want ro look at the biopsychoso-
cial aspect of the disease, which is significantly affected not just by the child’s success in the education
process, but also by his or her socialisation and enculturation.

Conclusions — Around 4000 children live with DM in the Czech Republic. The task of the
school, besides educating its pupils, is also to provide support and secure their health and safety. It
is often the case that employees are not given due training with regard to “standard” and “crisis”
care for children with DM, and in practice they do not know what to do. This paper aims ro
inform professional teachers of the biopsychosocial aspect of DM, which is significantly affected
not just by the child’s success within the education process, but also by bis or her socialisation and
enculturation. The conclusion of the article focuses on providing information to teachers and tu-
tors on how to work with and support children with DM in learning and inclusion in class and

school life.
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INTRODUCTION

Diabetes mellitus (DM) is one of the
most common severe chronic diseases of
childhood. It comprises a heterogeneous
group of diseases of varying aetiology
whose common denominator is hypergly-
caemia (an increased blood glucose level)
(Kudlovi, 2015, p. 31).

The one that is most common amongst
children is DM type 1, comprising around
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95% of cases (Sumnik, 2014). DM type 2
currently comprises only around 1% of cases
(excluding the USA and certain ethnicities),
specifically amongst adolescents with obe-
sity and metabolic syndrome on the basis of
insulin resistance (ADA, 2020a; Sumnik,
2014; Sumnik, Prithové, & Cinek, 2016;
Petruzelkova et al., 2015).

According to the Institute of Health
Information and Statistics of the Czech
Republic (Ustav zdravotnickych informaci
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a statistiky Ceské republiky), in recent
years the incidence of DM type 1 amongst
children has been rising. In 2010, a total
of 3016 children aged from six to 18 years
were being treated for DM type 1, while by
2016 3652 such children were being treat-
ed, with the disease slightly more preva-
lent amongst boys than amongst girls (by
196 cases) (Request no. 017/2019-UZIS).
166 children were found to have diabetic
complications — so-called diabetic ne-
phropathy, which is the primary cause of
terminal renal failure. Only 310 cases of
DM type 2 were found amongst children
in 2017. With the rise in obesity rates (ev-
ery fifth child aged from five to 18 years
is overweight or obese) amongst our child
population, one can expect its occurrence
to increase, in particular as a result of the
Covid pandemic and the related restric-
tions on movement, education, and leisure
activities. According to Tarant (2012, pp.
417-419), complications develop more
frequently and rapidly amongst these chil-
dren compared to children with DM type
1 and individuals who began suffering
from DM after the age of 45 years.
Although the treatment of DM has
changed significantly in the last ten years
as a result of implementing modern tech-
nologies into everyday practice, the dis-
ease is still an incurable one, and can even
be fatal if the treatment regimen is not ob-
served. Only through high-quality blood
glucose monitoring and responding im-
mediately to blood glucose level fluctua-
tions (through food, insulin application,
or exercise) can we prevent severe acute
DM complications (e.g. ketoacidosis), or
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limit or postpone late DM complications
which can even result in death. We must
realise that there is probably no other dis-
ease for which the treatment regimen is
such a fundamental and crucial pillar.

The management of DM requires
a large amount of internal discipline and
subjecting one’s life to certain rules. This
complicated daily regimen has a major im-
pact on the child’s development. Besides
the necessity of coping with their disease,
the child must also deal with the common
problems of childhood and adolescence,
managing their DM regimen within the
school environment. During school age,
the dietary restrictions placed on children
with DM are frustrating and socially stig-
matising. Their dietary regimen marks
them out as different from their peers. An-
other obstacle to children observing their
meal plan may be difficulties in structur-
ing it around school activities. The neces-
sity of blood glucose checks, insulin ap-
plication, and of observing other regimen
measures also emphasises their difference,
making such children less acceptable for
their peers.

Long-term disease, which includes
diabetes mellitus (DM), in various forms
and to varying degrees, affects the daily
activities and opportunities for an indi-
vidual in the context of his or her personal
wellbeing, and this also has an impact on
their quality of life and relationships with
the social group around them. Besides
the requirement to adapt to the changed
or new conditions caused by DM, living
with DM also leads to a number of nega-
tive factors and experiences (pain, fatigue,
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exhaustion, etc.), while the presence of
DM and its management can represent
a substantial and significant stressor for
children, their parents, and those around
them. Decompensated DM can affect the
mental state and behaviour of the child,
disrupting their normal way of life and
activities and resulting in new needs be-
ing created. The impact of DM can also
be seen with regard to adaptation to the
school environment and requirements es-
sential for an effective educational process
for pupils with DM. Furthermore, pupils
with DM may exhibit specific personal-
ity traits such as suggestibility, egocen-
trism, hypersensitivity, etc, which can
mutually influence and even potentiate
each other (Zacharovd, 2017; Jedlicka,
2017; Gillernovi et al., 2011; Kfivohlavy,
2002), creating particular obstacles to
effective disease management and rep-
resenting a challenge for the child’s (pu-
pil’s) surroundings, including the family
and school environment. The child him-
or herself, and also his or her siblings or
peers (classmates), may perceive particu-
lar differing demands, non-homogeneous
relationships, and other attributes arising
from the specificities of DM, and they
are often able to process these well cog-
nitively, but not emotionally (Cermakové
& Neugebauerovd, 2001). The impact of
these aspects affects the quality of life of
children with DM; studies demonstrate
a decreasing quality of life with increasing
age, in particular for girls (Currie et al.,
2008; Mares et al., 20006).

How is the school system set up to as-
sist in the inclusion of children who suffer

somatic disease? Is the school capable of
nurturing children with diabetes so that
they can reach their full potential?

MEDICAL AND NURSING ASPECT

The classic symptoms of DM type 1 are
frequent urination, feeling tired, night-time
sweating, weight loss, mental changes, and
stomach pains (development of diabetic
ketoacidosis — DKA). Increased water loss
leads to dehydration and thirst. If this con-
dition is not treated (compensated for) in
time, it can lead to loss of consciousness and
subsequent coma, known as a hyperglycae-
mic coma. Any hesitation in observing the
treatment regimen may be life-threatening
for the diabetic, or result in life-long con-
sequences (Skvor, 2011, p. 35). For type 2
diabetes, symptoms are more gradual, with
DM type 2 often only diagnosed when
late complications are manifested (wounds
which are not healing, urovaginal infec-
tion, vision decline, etc.).

The treatment of children with DM is
difficult and specific. Children with DM
type 1 are dependent on the lifelong exog-
enous administration of insulin (Kudlov4,
2015; ADA, 2020a). There have been ma-
jor changes in the treatment of DM type
1 in recent years. The range and accessi-
bility of insulin analogues have increased.
Continuous glucose monitors (CGMs)
have also undergone rapid development,
and these can now be used to monitor the
dynamics of one’s own blood glucose level
in real time. A sensor is inserted subcuta-
neously using special equipment at a site
usually used for injecting insulin, or for
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the insulin infusion set. The actual ap-
plication of insulin is also increasingly
more comfortable. The insulin is applied
subcutaneously using thin and short
needles (insulin dosers/pens) or cannulas
(insulin pumps) (Kudlovd, 2015; ADA,
2020a). Modern insulin pumps are able to
adjust insulin doses on the basis of data
obtained from the CGM, thus preventing
hypo- and hyperglycaemia (Szypowska et
al., 2012; Sumnik et al., 2019). The con-
tent of education has also changed and
expanded. In educating parents and any
older children with DM type 1, particu-
lar emphasis is placed on understanding
the technology used, on grasping the
principles of diabetic treatment, and on
the ability to adjust treatment to an indi-
vidual daily routine. One of the essential
skills a type 1 diabetic needs is being able
to count grams of carbohydrate in food,
generally through the use of a mobile app
or printed guide. Patients treated with
a CGM are educated in the basic rules
for evaluating the graphs produced by the
sensor so that they are able to assess and
adjust their treatment during periods be-
tween outpatient check-ups. Other educa-
tional topics are based on the patient’s life-
style and individual needs. Online sources
are an increasing component of education.
Educational videos produced by diabetes
centres or technology companies are avail-
able online, alongside other online educa-
tional materials. Patients are also getting
increasingly more information from social
networks (Prdzny et al., 2019).
Metformin in high dosages appears to
be most effective in the treatment of DM
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type 2, and where there is an insufficient
response, or where metformin is not tol-
erated or is contraindicated, the second
or third step of DM type 2 treatment is
initiated, in which another combination
of medicines is selected on a highly indi-
vidual basis in accordance with a num-
ber of criteria, or else insulin treatment
is started (Inzucchi & Matthews, 2015;
Fleka&, 2017; Sumnik, 2014; Skrha et
al., 2020). Other DM type 2 treatment
activities for children and adolescents in-
clude blood glucose self-monitoring, the
implementation of regular physical ac-
tivities (30-60 minutes per day), reduc-
ing their carbohydrate intake, and reduc-
ing the overall energy intake in the diet.
Each more complex situation (e.g. the
child vomiting, or intercurrent illness)
leads to diabetes decompensation, which
can result in hospitalisation. The symp-
toms of hypoglycaemia/hyperglycaemia
also need to be dealt with in a suitable
manner (Skvor, 2011, p- 35).

Most children are able to perform in-
sulin injection independently from eight
to ten years of age, but this should be
done under the supervision of an adult
who should check the right dose of in-
sulin is being used. Today, children with
DM can eat almost everything, although
the amount of food must be regulated,
and there should not just be a focus on
carbohydrates. There must be secured
continuity between blood glucose self-
monitoring, insulin application, and
food consumption (self-management)
in order to prevent blood glucose fluc-
tuations. Older children are encouraged
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to cooperate actively, taking on greater
responsibility for their health and oth-
er areas (Kudlovd, 2015; Jirkovskd &
Kvapil, 2012; Venhdcovd, 2012; Skvor,
2011). Nevertheless, a very important
role is still played by the education of
the child, their loved ones, comorbid-
ity therapy (concomitant illnesses), and
mental wellbeing within the family (Lebl
et al., 2018). The objectives of DM treat-
ment of children should be realistic and
respect the age of the child, the psycho-
social environment, and the compliance
of the child and his or her family (ADA,
2020b; IDF/ISPAD, 2011).

PSYCHOSOCIAL ASPECT

As an illness, DM can affect not just
the physical aspect of the pupil’s person-
ality, but also the mental aspect, and this
may express itself in various ways during
teaching (e.g. fatigue, emotional lability,
hyperactivity). Fluctuations in health
and frequent hospitalisation represent
adverse phenomena. Long-term DM
may lead to difficulties with learning and
behaviour, and this needs to be taken ac-
count of in education. The child may un-
dergo periods of crisis or sorrow, which
have a negative impact on his or her abil-
ity to concentrate and remember things.
Severe and repeated hypoglycaemia may
have a slightly negative impact on dia-
betic children’s behaviour in certain ar-
eas of cognitive function, in particular
with regard to intelligence, memory,
learning, and verbal skills (Perusi¢ovd &

Mohr, 2013, p. 86).

Some children with neonatal dia-
betes (NDM) experience severe neuro-
logical symptoms (delayed psychomotor
development, epilepsy). This condition
is referred to as DEND syndrome (De-
velopmental delay — Epilepsy — Neonatal
Diabetes syndrome) (Gloyn et al., 2004).
In their study conducted on 51 chil-
dren with the onset of early diabetes,
Hannonen et al. (2010, pp. el43—el47)
come to the conclusion that in their early
school years these children are suscepti-
ble to minor learning difficulties as a re-
sult of insufficient phonological process-
ing. By contrast, in their study of Danish
schoolchildren Skipper et al. (2019, pp.
484-492) did not ascertain any signifi-
cant difference in tests of mathemat-
ics and reading between children with
DMTT1 and healthy children.

A study entitled “Cognitive func-
tion following diabetic ketoacidosis in
children with new-onset or previously
diagnosed type 1 diabetes” (Ghetti et
al., 2020) assessed whether one episode
of diabetic ketoacidosis (DKA) was re-
lated to cognitive decline for children
with newly diagnosed type 1 diabetes.
The study investigated 758 children, for
whom it was ascertained that medium
to severe DKA had an impact on their
intelligence quotient in terms of a fall
in its value, alongside a slight decline in
memory function.

Diabetic ketoacidosis and chronic
hyperglycaemia appear to be more harm-
ful than has previously been assumed,
while a history of severe hypoglycaemia
is perhaps less harmful. Neurocognitive
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deficits are manifested in a number of
cognitive domains, including executive
function and the speed of information
processing. This is noted in a study by
Cameron, Northam, and Ryan (2019).

A study by the Finnish authors
Muukkonen et al. (2019) also confirms
that children with persistent congenital
hyperinsulinism demonstrate deficits in
attention, memory, sight, and sensorim-
otor functions.

What do these studies suggest? These
studies, undertaken in different parts
of the world, clearly demonstrate that
regardless of cultural or social aspects,
children with DM may have fluctuations
in cognition, IQ, memory, and attention.

DM treatment alone acts as a strong
stressor which the ill child and his or her
loved ones must deal with in some way. It
affects the child’s mental state (such chil-
dren are often found to suffer from mood
disorders and anxiety disorders). It dis-
rupts his or her usual way of life, changes
former daily routines, and restricts the
child in his or her customary habits. It
results in many needs not being satisfied.
Over the course of the disease, particular
personality traits may occur (suggestibil-
ity, egocentrism, sensitivity, etc.) which
may interact or boost each other (Zacha-
rovd, 2017; Jedli¢ka, 2017; Gillernov4 et
al., 2011; Ktivohlavy, 2002).

The child’s chronic disease is influ-
enced by his or her previous lifestyle and
the functioning of the family, the nature
of partnership and sibling relationships,
and relationships with the extended fam-
ily and with those around.
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The immediate environment can re-
fer to a specific individual with whom
the family is most often in contact. This
may be a medical employee (doctors,
nurses, nutritional therapists), close fam-
ily members, extended family members,
friends, neighbours, and, last but not
least, teachers and tutors at school, after-
school classes, and clubs. Understanding
the family’s immediate environment and
the provision of support from those close
to it may help to avoid various patholo-
gies within the family.

From a psychosocial perspective,
studies in families are most often fo-
cused on diabetes and the period of ado-
lescence. During this period, treatment
complications occur, linked to a growing
need for autonomy and the child’s resis-
tance towards his or her parents, amongst
other matters (Ri¢an, Krejéifové et al,
2011; Lebl et al., 2018). The adolescent
feels attacked by his or her parents’ con-
trol over treatment, and feels control as
an intervention in the process of shaping
his or her personal identity (Fendrycho-
v4, Klimovi¢ et al., 2018), and this may
instead become projected as a backlash
against the disease and its treatment,
leading to many medical complications,
including life-threatening ones (Lebl et
al., 2018). In contrast, the period of early
school age has only been marginally in-
vestigated. However, this age is crucial
for shaping the child’s approach to his or
her diabetes and for the future positive
course of treatment. During this period,
it is the primary carer who has the main
responsibility for diabetes compensation.
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The primary carer (often the mother)
progressively passes on the required
knowledge and skills to the child during
this period in accordance with his or her
age and understanding, and trains the
child’s joint responsibility in treatment
(Lebl et al., 2018). The primary carer
also projects his or her perspective on the
disease onto the child of early school age
and functions as a model for responsibil-
ity and approach to the treatment regi-
men (Rubin, Young-Hyman, & Peyrot,
1989). The carer’s approach immediately
influences the child’s perception and ac-
ceptance of the disease, shaping his or
her approach to measures which are es-
sential to preserve the child’s health and
life (Vdgnerovd, 2014; Zacharovd, 2017).

Chronic disease represents one of
life’s greatest stresses. The processing of
this stress occurs in phases which have
specific courses and lengths according to
the individual (Slowik, 2016). Sickness
changes the social position of the ill pu-
pil (within his or her group of classmates,
with friends, and also within the family).
Roles and relationships (sibling, partner)
in the family and relationships with the
extended family and those around also
change. The previous lifestyle of the
family and its values and standards also
change. The child him- or herself, but
also his or her siblings and peers (class-
mates), may perceive particular differing
demands, non-homogeneous relation-
ships, and other attributes arising from
specific features of DM, and they are
often able to process these well cogni-
tively, but not emotionally (Cermikové

& Neugebauerovd, 2001). The impact of
these aspects affects the quality of life of
children with DM; studies demonstrate
a decreasing quality of life with increas-
ing age, in particular for girls (Currie et
al., 2008).

For parents, the child’s illness is an
extremely stressful situation. Overall
fatigue rises for all family members,
and feelings of depression increase
(Ktivohlavy, 2002, p. 134). The child’s
disease may have a positive or negative
impact on relationships and the func-
tioning of the entire family (Kukla et al.,
2016). The perceived level of social sup-
port can serve to increase personal effec-
tiveness. This then boosts one’s individ-
ual repertoire for managing difficulties
in life (Pierce, Sarason, & Sarason, cit.
by Ktivohlavy, 2009, p. 93). The way in
which the parents manage the stress and
how they respond to it also jointly deter-
mine how great a burden the disease will
be for the child. A functioning family
plays an important role in everyone’s life.
If there are problems within the family,
such as in dealing with the child’s fre-
quent illness, and these accumulate over
time so that the family no longer per-
forms its core function, help must be pro-
vided to these families, with a focus on
eliminating the risk to the child and his
or her successful development (Eliskovd,
2008, pp. 139-148). A study by Fox et
al. (2020) identified possible new links
between the characteristics of the patient
and family and family conflict relating
to diabetes. Conflict between the carer
(their education) and child relating to
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diabetes was linked to a poorer quality of
life, reduced adherence to treatment, and

higher haemoglobin A1C.
EDUCATIONAL ASPECT

Although there are studies focused
on determining effective school inter-
ventions to improve the health, quality
of life, and educational performance of
children with DM, their results are not
convincing. Experimental proposals,
longer follow-up studies, large sample
sizes, and a higher number of schools in-
volved would help to overcome some of
the fundamental problems of these pre-
vious studies.

In 2015, one of the most recent review
studies was undertaken, focusing on as-
certaining which school interventions
had been implemented since the year
2000 in relation to the inclusion of pu-
pils with DM (Pansier & Schulz, 2015).
This literature review demonstrated an
increase in school interventions since
2005 for children with DM. Studies un-
dertaken up until 2006 were largely fo-
cused on resolving the lack of informed
and trained staff at schools, their limited
knowledge and their erroneous ideas
about DM, and increasing their level of
knowledge and self-confidence. Since
2005, there have been studies focused on
integrating children with DM through
support for better care co-ordination,
cooperation between all care provid-
ers, and securing a safe school environ-
ment. These studies also measured levels
of what is called glycated haemoglobin
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(Hbalc), which indicates the long-term
average blood glucose concentration, and
they also measured the quality of life of
pupils/students. Tests undertaken before
and after the chosen intervention dem-
onstrated a significant improvement for
the diabetic children. This systematic
literature review does not, however, give
any definitive instructions for optimal
school interventions for pupils with DM
because of the marked heterogeneity
of the evaluation tools used, and lim-
ited assessments in some cases. It does
show, however, that increasing efforts
are being made, and it provides evidence
which can be made use of to develop
future school interventions. The studies
also demonstrate the great usefulness of
school nurses. Nevertheless, these stud-
ies do need to continue. Only then can
a safe school environment be supported,
and can we ensure that children with
DM have the same educational opportu-
nities as other children around the world
(Pansier & Schulz, 2015).

Compulsory school attendance is de-
fined in the Education Act, Decree no.
561/2004 Coll., as amended (hereinaf-
ter the “Education Act”). The Educa-
tion Act (section 2 para. la) guarantees
equal access to education without any
discrimination to all citizens, and this
expressly includes for reasons of the
citizen’s health. The management and
organisation of basic education falls
within the responsibility of the Ministry
of Education, Youth, and Sports (Minis-
terstvo Skolstvi, mlddeze a télovychovy)
of the Czech Republic. A crucial docu-
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ment regarding the implementation of
education is the Framework Educational
Programme. According to Section 16 of
the Education Act, a child with DM is
included within the group of pupils/stu-
dents with special educational needs. The
rules for educating children, pupils, and
students with special educational needs
and educating pupils as given in Sec-
tion 16 para. 9 of the Act and the educa-
tion of gifted children are governed by
Decree no. 27/2016 Coll., as amended.
Support measures are provided indepen-
dently or in combinations of different
types and levels in accordance with the
pupil’s ascertained special educational
needs. Support is specified according to
requirements for the support of pedagog-
ical work with the pupil during lessons,
for support of movement, moving within
the premises, communication, and self-
care.

Data on the child/pupil’s disadvan-
tage and data on medical fitness for edu-
cation and health problems which may
have an impact on the course of educa-
tion are a component of the school’s
documents (the School Register) in ac-
cordance with section 28 para. 2f of
the Education Act. Legal guardians
are obliged to inform the school of any
changes to their child’s medical fitness
or of any health problems or any other
serious circumstances which may influ-
ence the course of education and which
could prevent the pupil from attending
school or from attending events organ-
ised by the school. According to section
29 para. 2, schools and school facilities

are required to ensure the health and
safety of pupils during their education.
If a child suffers from a disease which is
required to be taken account of in edu-
cation (e.g. DM), then according to the
Education Act and the Labour Code it is
within the school principal’s authority to
impose on school employees the duty to
provide special care for the ill child. No
legislative measure, however, gives a pre-
cise description of how and to what ex-
tent the school and its employees should
secure such special care and thus meet
the specific needs of children with DM.
The school and teachers should be famil-
iar with the basic principles and regimen
measures for pupils with DM, its par-
ticular features, and the first aid which
accompanies the child. They should
be able to recognise the symptoms of
hypo- and hyper-glycaemia incidents
and be able to provide adequate help to
the diabetic child, and only in this way
will pupils with DM be able to complete
their school attendance without serious
complications. Besides educating its pu-
pils, it is also the task of the school to
provide them with support and secure
their health and safety. Adhering to the
medication prescribed by the doctor is
essential for a child with DM’s positive
development. Non-application of medi-
cines (in this case insulin) could lead to
severe medical problems, and even to the
death of the child.

Teaching staff are not banned from
giving medicine to children, but neither
is it an obligation for them unless the
child is at risk of severe harm to his or her
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health. According to section 9 para. 4b
of Act no. 20/1966 Coll., on the Care of
People’s Health, as amended, all persons
are required to provide or secure essential
help to anyone who is in mortal danger
or who shows signs of a severe health im-
pairment. Thus, at the current time it is
up to the decision of school management
whether to allow the administration of
medicine to children, or whether coop-
eration can be established with external
service providers. Measures are indicated
for physical disabilities and health issues
(section 9 of Decree no. 27/2016 Coll.).
With regard to DM, these in particular
involve securing the essential application
of prescribed medication (insulin), which
is facilitated by an inclusive environment
which does not exclude the pupil from
the group.

Many measures have already been
implemented within schools, while oth-
ers have not been enshrined in law (e.g.
the application of medicines). Accord-
ing to Lebl et al. (2018), it should be the
shared objective of all those involved in
the care, education, and treatment of
children with DM to ensure that the
child grows up as a well-balanced indi-
vidual and that they should be handi-
capped as little as possible amongst their
fellow-pupils.

Within the Czech school system, in-
clusion is set up in a very general way.
It generally focuses on disease which is
visible and obvious for those around the
child. For most children with chronic
autoimmune diseases, their disease is not
externally visible, and yet their life is at
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risk if treatment and care are neglected.
Since at times the pupil appears entirely
healthy and on other days they are in-
attentive, not very active, and tired, and
thus their school results fluctuate greatly,
teachers have a tendency to underes-
timate the disease. Teachers must be
made aware that a pupil with DM may
have fluctuating results in all cognitive
function components, there may be fluc-
tuations in IQ, and the child may have
problems with attention and information
processing speed. One day the child may
be quick, attentive, and perceptive, while
the next day may see a huge decline, with
the child unfocused, with things he or
she knows causing great problems, and
everything taking much longer.

It is therefore important that the teach-
er should respect the circumstances of each
of the ill pupil’s school performances and
approach them from a comprehensive per-
spective. This means that they should not
assess only the quality or extent of a task
that is fulfilled, but they should also peda-
gogically direct and assess the pupil in line
with their current health and individual
needs (Fischer & Skoda, 2008).

Although according to Section 16 of
the Education Act, the education sys-
tem does not look at the pupil in terms
of type of disability or disadvantage,
but rather in terms of level of need for
support measures, the teacher should be
aware of the following facts when work-
ing with a pupil suffering from DM:

* a pupil with DM may demonstrate fluc-
tuating performances in all components
of cognitive functions;
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* a pupil with DM may demonstrate fluc-
tuations in IQ;

* a pupil with DM may have problems
with attention and speed of informa-
tion processing (i.e. they may be quick,
attentive, and perceptive one day, with
a rapid decline the following day, with
the pupil unfocused on things he or she
knows and this causing great problems,
and everything taking much longer).
The teacher must be able to differentiate
between when the child is acting in this
way because of disease, and when it may
just be a cover when he or she does not
want to do anything. The teacher must
be patient, willing to work with differ-
ences, and in particular feel a continu-
ous need for self-education. They need
to be able to exploit the latest findings
in didactics and know how to apply
them to pupils with various types of
specific needs.

SOME ADVICE AND PRINCIPLES
FOR TEACHERS AND TUTORS
DESIGNED TO SUPPORT CHILDREN
WITH DM IN LEARNING AND
INTEGRATION INTO CLASS AND
SCHOOL LIFE

It is very important for the teacher
to understand the nature of the disease,
its course, possible risks, and its treat-
ment and impacts on the pupil’s school
performance. The Catalogue of Support
Measures (Michalik et al., 2015) lists
a number of principles which a teacher

should follow when teaching a pupil
with diabetes:

* the teacher should recognise a state of
hypoglycaemia and be able to intervene;
the teacher should allow an immediate
interruption of activities and provide
the opportunity to eat or drink im-
mediately for a pupil who does not feel
well, to enable their blood glucose level
to go back to normal;

the teacher should always carry a source
of sugar (ideally a sachet of sugar in his
or her pocket);

the teacher should treat the pupil like
the other intact pupils in the class and
should plan events in such a way that
pupils with diabetes can also take part;

the teacher should allow pupils to ad-
minister treatment in the school, always
upon consultation with parents.

The child/pupil with DM must also
comply with certain specific require-
ments and approaches in education.
A quiet place must be found and secured
where the child can perform insulin in-
jections, since it is a daily activity and
the child should not be stressed about
doing it. It is very important for them
to observe their diet and time between
injections and serving of food and to cal-
culate the correct dosage of food and in-
sulin. Consultation between parents and
teachers and other school employees, in
particular the school kitchen staff in con-
nection with the setting up of a diabetic
menu, should also be a matter of course.
Diabetics can eat all ingredients, but it is
still very important to monitor amounts
and sugar levels within the food. Pupils
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with DM need not be excused from tak-
ing part in physical education classes,
and they can exercise alongside the other
children. However, high levels of physi-
cal exercise lead to a fall in glucose levels
in the blood. Thus, if required the pu-
pil should always have something sweet
available to them to balance their glucose
level and prevent hypoglycaemia. Prob-
lems may occur when there are day-long
or multiple-day trips (e.g. school trips, ski
courses, field trips). For smaller children,
the presence of parents is important and
it is therefore appropriate for parents
to go as assisting staff so that the child
need not feel excluded from the group
because of their disease. When they are
older, children become self-sufficient and
parental involvement is not necessary
even for longer school trips (Cervinkov4,
2014). For the pupil, it is very important
that they take part in shared activities
and do not feel excluded from the group.
Because of frequent absence, mainly as
a result of frequent hospitalisation (es-
pecially when DM is diagnosed during
the age of school attendance, when treat-
ment must be set up and the pupil must
be educated in the treatment regimen),
it is harder for these children to estab-
lish, maintain, and strengthen relation-
ships within the class. Here, the teacher
plays an indispensable role in offering
support and mediation, in being a com-
municator and counsellor. The teacher
should endeavour to strengthen relation-
ships within the group and inform the
class of the particular disease and related
aspects, in particular regarding acute

594

complications (hypo-/hyper-glycaemia)
and how to respond to these appropri-
ately. The teacher should also focus on
topics such as tolerance (applying insulin
and measuring blood glucose), feeling
a sense of belonging and being willing to
help (see e.g. the Catalogue of Support
Measures, 2015). It is very important to
establish friendships with other class-
mates, and it is therefore a good idea for
classmates to be informed of the pupil’s
condition by the teacher, and that they
know that through acting appropriately
they can help the ill child to integrate
into the group within the classroom. The
core objective is to include the pupil in
shared activities, but even during activi-
ties which the pupil cannot do the pupil
need not be isolated from the group. The
pupil can, for example, actively follow
the class’s work and so be of benefit not
just for him- or herself, but also for his
or her classmates. In situations where the
chronically ill pupil has frequent long-
term absences from the school, an indi-
vidual education plan needs to be drawn
up so that requirements for the pupil’s
current needs can be met.

CONCLUSION

Although DM treatment has under-
gone significant transformation over the
past ten years, it remains very challenging.
It places great demands on understanding
and observing the treatment regimen and
the mastery of modern technologies. It
puts stress not just on the child but also
those around him or her. Decompensat-
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ed DM can also affect the child’s mental
state and behaviour, disrupting his or her
normal way of life, activities, and quality
of life. The impact of DM can also be seen
with regard to adaptation to the school en-
vironment and requirements essential for
an effective educational process for pupils
with DM. Support from educational and
medical institutions which works is an

important protective factor which helps
to achieve a comparable quality of life for
the family to before the illness. It is our
conviction that the information provided
here can help teachers and tutors who
work with diabetic children to promote
activities focused on supporting children
with DM in teaching and integrate them
into class and school life.
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KUDLOVA, P, SKARUPSKA, H. Inkluze déti s diabetes mellitus v éeskych
skol4ch

Hlavni cilem clanku je informovar ucitele o problematice déti s diabetes mellitus (ddle jen
»DM*) a upozornit na problematiku zacleriovini téchto déti do ceského skolského systému.

Postupnost interpretace: V pruni dsti ldanku se chceme soustiedit na popis a specifika to-
hoto onemocnéni u déti skolniho véku. Ddle se chceme zabyvar biopsychosocidlni strinkou tohoto
onemocnént, kterd vyrazné ovliviiuje nejen vispéSnost ditéte ve vychovné-vzdéldvacim procesu, ale
také v jeho socializaci a enkulturaci.

Zivér: V Ceské republice zije priblizné 4000 déti s diabetes mellitus. Ukolem skoly je kromé
vzdéldvdni téchto Zikii také poskytovat jim podporu a zajistit jejich zdravi a bezpecnost. Casto
se stdvd, Ze zaméstnanci nejsou vddné proskoleni v oblasti ,,standardni® a ,,krizové” péle o déti
s DM a v praxi nevédi, co maji délat. Predklidand prdce si klade za cil informovar profesiondini
ucitele o biopsychosocidlnim aspektu DM nemoci, kterd je viznamné ovlivnéna nejen dspéchem
ditéte v procesu vzdélavini, ale také jeho socializaci a enkulturaci. Zavér anku se soustiedi
na poskytnuti informact pedagogiim a vychovateliim, jak pracovat a podporovat dité s DM v uce-
ni a v zaclenéni do Zivota t7idy a skoly.

Kli¢ovd slova: dité, diabetes mellitus, inkluze, podpiirnd opatieni
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