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Describing the Components of a School Health Program 

Definition 

There are a variety of definitions used to explain school health programs. The following definition of a comprehensive school 

health program was established by the Institute of Medicine Committee on Comprehensive School Health Programs in 

Grades K-12.  

A comprehensive school health program is an integrated set of planned, sequential, school-affiliated strategies, activities, and 

services designed to promote the optimal physical, emotional, social, and educational development of students. The program 

involves and is supportive of families and is determined by the local community based on community needs, resources, 

standards, and requirements. It is coordinated by a multidisciplinary team and accountable to the community for program 

quality and effectiveness.  

Models 

Throughout the evolution of school health, many different models have been used to delineate the components of school 

health programs.  

The Three-Component Model. This model originated in the early 1900s and evolved through the late 1980s. 

Considered the traditional model of school health, it consists of the following components: (1) health education, (2) 

health services, and  

(3) a healthful environment.  

The Eight-Component Model. In the late 1980s the three-component model was replaced by the eight-component 

model. Also known as the model for a “Comprehensive School Health Program,” it consists of eight elements: (1) 

health education, (2) physical education, (3) school health services, (4) school nutrition services, (5) counseling, 

psychological, and social services, (6) healthy school environment, (7) health promotion for staff, and (8) 

family/community involvement.  

Essential Elements 

A successful school health program not only strives to prevent illness but also provides the opportunity for students to 

enhance their ability to learn by promoting physical and mental health and social well-being. The following elements are 

essential: 

Comprehensive School Health Education: Classroom instruction that addresses the physical, mental, emotional, 

and social dimensions of health, develops knowledge, attitudes, and skills, and is tailored to each age level. 

Designed to motivate and assist students to maintain and improve their health, prevent disease, and reduce health-

related risk behaviors.  

Physical Education: Planned, sequential instruction that promotes lifelong physical activity. Designed to 

develop basic movement skills, sports skills, and physical fitness as well as to enhance mental, social, and 

emotional abilities.  

School Health Services: Preventive services, education, emergency care, referral, and management of acute and 

chronic health conditions. Designed to promote the health of students, identify and prevent health problems and 

injuries, and ensure care for students.  

School Nutrition Services: Integration of nutritious, affordable, and appealing meals; nutrition education; and an 

environment that promotes healthy eating behaviors for all children. Designed to maximize each child’s education 

and health potential for a lifetime.  

School Counseling, Psychological, and Social Services:  Activities that focus on cognitive, emotional, behavioral and 

social needs of individuals, groups, and families. Designed to provide a safe physical plant, as well as a healthy and 

supportive environment that fosters learning.  

Healthy School Environment: The physical, emotional, and social climate of the school. Designed to provide a 

safe physical plant, as well as a healthy and supportive environment that fosters learning.  

School-Site Health Promotion for Staff: Assessment, education, and fitness activities for school faculty and staff. 

Designed to maintain and improve the health and well-being of school staff, who serve as role models for students.  

Family and Community Involvement in Schools: Partnerships among schools, families, community groups, and 



individuals. Designed to share and maximize resources and expertise in addressing the healthy development of 

children, youth, and their families.  

Terminology: Comprehensive Versus Coordinated  

The terms “comprehensive” and “coordinated” school health are used frequently in school health literature.  

Comprehensive: Comprehensive means inclusive, covering completely and broadly, and refers to a broad range of 

components. It should be emphasized, however, that programs and services actually delivered at the school site may 

not provide coverage by themselves but are intended to work with and complement the efforts of families, primary 

sources of health care, and other heath and social service resources in the community to produce a continuous and 

complete system to promote and protect students’ health.  

Coordinated: Coordinated means brought into combined action to cause separate elements to function in a smooth 

concerted manner.  Coordination implies a formal relationship and blurring of boundaries between coordinating 

partners, although partners can still retain identity and affiliation to their profession.  

Assumptions for School Health Services  

The Health Needs of School-Aged Children  

School nurses have effectively delivered school health services for many years. Recent social and economic changes have 

increased the need for health services delivered at school, straining the traditional role of the school nurse. Twelve million 

children, or 17 percent of children, live in poverty in the United States. The child poverty rate in the United States is two to 

three times higher than any other industrialized nation. These children are typically uninsured or underinsured and lack 

access to adequate health care.  Children living in poverty are more prone to chronic and acute illnesses, poor nutrition, 

developmental delays, and learning disabilities than children from more affluent homes. Poverty is also a risk factor for 

psychological distress in school-aged children. Parents who work in low wage jobs must often choose between losing badly 

needed income and staying home with a sick child, or sending their sick children to school to avoid missing a day of work 

and lost wages. The increase in single parent families also impacts the ability of families to care for their sick child at home. 

There simply are few resources available for parents when their children are sick. Families frequently rely on the school 

nurse to provide primary health care services for their child in the school setting. Not only is it stressful for children to attend 

school when they don’t feel well, but other children are exposed to the child’s illness. Frequent illnesses ultimately affect the 

ability of children to learn and grow into thriving adults.  

Parker (2000) conducted a study examining student, parent, and teacher perceptions of health needs of school-aged children. 

The top three health problems identified by students included:  

(1) headaches, (2) stomachaches/cramps, and (3) leg cramps. The top three health problems identified by parents were: (1) 

head lice, (2) colds, and (3) eye problems. Teachers identified the top three problems as: (1) head lice, (2) lack of routine 

health care, and (3) recurrent skin infections. It is significant that children, teachers and parents identify different problems 

and suggests that the incidence of health problems experienced by school-aged children is greater than expected. Parker 

(2000) suggests a wide range of services to address these health problems in the school setting.  

The health of adolescents is critically linked to their health behaviors. The major causes of morbidity and mortality in this age 

group are the result of unhealthy behaviors learned during early adolescence. These include:  

 Unhealthy dietary behaviors;  

 Inadequate physical activity;  

 Alcohol and other drug use; and  

 Sexual behaviors that can result in HIV infection, other sexually transmitted diseases, and unintended pregnancies.  

A survey in Texas revealed the most common health problems of school-aged children encountered by school nurses are: 

obesity, Type II diabetes, headaches, stomachaches, sore throats, conjunctivitis, stress, dental caries, upper respiratory 

infections, asthma, drug and alcohol abuse, ear infections, and seizure disorders. The challenge of school nursing is to 

promote and maintain the health of children so they are optimally prepared to learn at school.  

The Health Status of Children in Texas Schools  

 “…Children growing up in poor communities today face tough odds. Research predicts that they are at greater risk of being 



sick and having inadequate health care; of being parents before they complete school; of being users of easily available 

drugs; of being exposed to violence; and of being incarcerated before they are old enough to vote.” According to recent 

statistics, 25 percent of Texas children were living in poverty in 1994.  

In addition, many school-aged children have chronic illnesses. “Asthma affects one in 12 school-age children in the United 

States and is the most common cause of absences nationally.” The number of Texas children under the age of 21 who 

suffered from arthritis increased from 13,378 in 1993 to 13,900 in 1997. During the same period there was an increase of 

over 400 Texas children suffering from diabetes and an increase of 812 children affected by a seizure disorder.  

Basic School Health Services  

Many providers of school health services as well as parents and teachers feel that there are certain primary functions of 

basic school health services. One definition of the essential functions of school health services includes:  

1. Screening, diagnostic, treatment and health counseling services;  

2. Referrals and linkages with other community providers; and  

3. Health promotion and injury and disease prevention education.  

Texas statutes do not require that health services be provided to the general student population in the school setting. 

However, the law does require all schools to keep records of the following health screenings on all school-aged children: 

vision, hearing, spinal, dyslexia, and acanthosis nigricans (in some regions). Although the school is not required to conduct 

the screenings ourselves, most schools choose to do so. Providers of basic school health services include registered nurses, 

licensed vocational nurses, unlicensed health personnel, and other school personnel.  

Other basic health services include the administration of first aid, the monitoring and care for chronically ill students, and the 

distribution of medication to students.   

School Health Advisory Council  

A district-wide school health program advisory committee is an essential component of a successful comprehensive 

school health program. The advisory board reviews the needs assessment, monitors program effectiveness, and provides 

recommendations for program development and improvement. Sample responsibilities include the following:  

 Assist in the development of a school and community needs assessment to identify student health needs;  

 Guide the school health services program;  

 Review state and federal requirements related to school health services;  

 Review and develop program guidelines in such areas as environmental health, health appraisal, communicable 

disease control, emergency health care, and comprehensive health education curriculum;  

 Review and develop guidelines for the implementation of program goals, health services, program objectives, 

policies, and procedures regarding personnel, facilities, and supplies;  

 Make recommendations to the school committee or designee on school health issues;  

 Serve as an advocacy group for improved health status in the community;  

 Develop resources for the school health program; and  

 Participate in evaluating the outcomes and effectiveness of the school health program.  

Membership of the committee should be broad and include parents, board of health officials, school nurses, the school 

physician, members of the administrative, teaching, and counseling staffs, the health and human services coordinator, 

supervisor of the school health services, a health educator, special educators, and students. A workable committee is broadly 

representative of the community and should have no more than 20 people.  

The committee should promote and encourage links between the school and the community. It should strive for a diverse 

and sizable representation to allow for participation by a greater number of people and enable new voices to be heard. The 

membership should be open to volunteers interested in school health issues such as local and regional health and human 

service providers, state agencies, primary care providers, business, religious, and service organizations, the police 

department, and other local officials.  

The whole committee should meet as necessary, but at a minimum on a quarterly basis at a time of day or evening and at a 

location that is most convenient for committee members. Meeting agendas should be planned and distributed in advance. It 

may be important to prepare participants ahead of time in order for them to feel comfortable and encourage their 



participation during meetings. Parents who have not had experience serving on committees or whose first language is other 

than English may wish to be contacted and briefed by the school prior to attending their first advisory committee meeting.  

The committee may organize small work groups that are project-specific or establish standing subcommittees in such areas 

as violence prevention, health policies, or health curriculum. For example, a working group including a school nurse, a 

teacher, and an administrator may work on projects in consultation with a larger committee. A committee’s collective 

knowledge, expertise, and influence can be a powerful force on behalf of the comprehensive school health program; it can 

identify health and social problems related to the community’s youth, develop viable solutions, and identify key resources.  

*For more information on school health advisory committees, contact the KISD Director of Health Services or The 

American Cancer Society. 
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Establishing a School Health Team  

Position Descriptions/Roles/Relationships  

School Nurse: Administrator  

School nurse administrators have the expertise necessary to provide supervision and evaluation of the nursing practice 

aspects of the school health program. It is the position of the National Association of School Nurses that it is essential to 

provide supervision and evaluation of school nurses by a school nurse knowledgeable in the school nursing practice, 

supervision, and administration. In districts without school nurse administrators, peer review among school nurses is 

recommended.  

School Nurse: Registered Nurse (RN)  

The registered nurse practicing in the school setting may have at least three distinct, but overlapping roles: the generalist 

clinician, the primary care provider, and the case manager. Additionally, the nurse may function as a health educator and/or 

health counselor. It is the position of the National Association of School Nurses that school nurses have the expertise to meet 

the needs of school age youth by:  

 

 Assisting students in the development of problem-solving techniques, coping skills, anger, conflict management 

skills, and a positive self-image that will facilitate realization of the individual’s potential;  

 Providing ongoing assessment, intervention, and follow-up for physical and mental health issues;  

 Providing education and resources to educate school staff on recognizing signs and symptoms of potential mental 

health problems and to model positive identity and /or behavior;  

 Becoming an active member of curriculum committees, child-study teams, student assistance teams, crisis 

intervention teams, etc.;  

 Becoming a resource to provide medical information to school staff, referral information to families, and 

coordination between school, family, and health; and  

 Providing monitoring and evaluation of treatment plans and collaboration with health care providers to optimize 

treatment.  

The RN as Generalist Clinician  

A generalist clinician is the role currently practiced by most registered nurses in the delivery of school health services and 

health education. Their target population includes students, their families, staff, and the community. As generalist clinicians, 

RNs provide“…acute, chronic, episodic and emergency health care, assessment of [presenting] student’s health status, 

identification of health problems that may affect educational achievement, development of health care plans, and 

administration of medications.” Additionally, RNs may provide information for or participate in meetings to determine the 

placement and Individual Education Programs (IEP) of students with disabilities.  

The RN as a Primary Care Provider  

Using approved protocols and standardized procedures, the RN uses the nursing process to assess, examine, and problem-

solve with the student and parent and to provide care or refer the student to community/private care providers.  

The RN as Case Manager  

This role consists of the coordination of services, advocacy, planning, and monitoring of students and families through 

acute and/or chronic health problems. The RN monitors, coordinates, and evaluates the provision of health services needed 

to assist the student in achieving educational objectives. “These activities involve the assessment of the nursing/health care 

needs of the student, the development of a plan of care, implementation of the plan, and evaluation of the outcomes.” In 

addition, the RN partners with the student, family, health care providers, and school teams to develop individualized health 

care plans for the student.  

School Nurse: Licensed Vocational Nurse (LVN)  

The responsibilities of the LVN are distinct from those of the RN. LVNS are educationally prepared to provide direct 

patient/client care. However, they are not educationally prepared to be an independent practitioner of nursing. Functions for 

which LVNs are educationally prepared to provide in the school setting are most likely to fall within the role of clinical 

generalist. The LVN may practice in a limited role as a primary care provider under the supervision of an RN or physician. 

The LVN and the school district, as employer, have a joint responsibility to assure that LVNs practice within the scope of 



their education and demonstrated abilities. Additionally, LVNs may provide information for and participate in meetings to 

determine the placement and Individual Education Programs (IEP) of students with disabilities.  

Unlicensed Assistive Personnel (UAP)  

Unlicensed health personnel are individuals hired to assist in the provision of health services. In the school setting, unlicensed 

health personnel are distinct from other paraprofessionals who primarily provide educational and/or clerical services. There 

are no statewide standardized training programs for unlicensed health personnel, but some school districts may provide their 

own training. Unlicensed health personnel generally have limited training. They are able to provide minor first aid, 

administer medications, and perform clerical tasks. They may perform general vision, hearing, and spinal screenings if they 

have completed a DSHS training program. When performing health services other than the administration of medications or 

minor first aid, they must be functioning under the legally delegated authority and supervision of a physician or registered 

nurse.  

School Health Volunteers  

The link between schools and communities becomes stronger, as volunteers assume a variety of roles in the schools. 

Volunteers may be of assistance in augmenting the delivery of health services. Volunteers have diverse backgrounds, 

credentials, and levels of expertise. The primary role of a volunteer is to augment the professional staff in order to provide 

quality services to the students. Volunteers may include licensed (e.g., registered nurses, physicians) and unlicensed health 

care providers, (e.g., nursing assistants and parent helpers). The following issues should be considered when seeking the use 

of volunteers in the health office:  

 Adherence to state laws and regulations, including state nurse and medical practice  acts and safe health care 

practice.  

 Quality assurance that the standard of care for the specialty of school health is met  through competent service 

providers.  

 Liability protection for individuals and districts for potential claims of injury and  negligent practice.  

 Supervision time and competency to meet regulatory and quality requirements.  

 Confidentiality of health conditions.  

 Security clearance to provide for a safe school environment.  

 Intermittent and independent goals of volunteer commitment should be weighed against the need for consistent 

presence of service provider focused on school and student goals.  

The National Association of School Nurses recommends that school nurses assume a leadership role in helping districts 

determine their need for volunteers. The district’s legal counsel should be included in these discussions. Expectations for 

the service delivered by volunteers should be of the caliber expected of regular staff. School systems can best assure quality 

health care in their environments by having an employed school nurse on site to supervise the programs and service 

providers.  

Interdisciplinary Teams  

The delivery of health-related services in schools is not limited to RNs, LVNs, and unlicensed health aides.  

Dentists. Dental decay is the number one progressive disease affecting children in this country. Dental services are often not 

covered by health insurance, which prevents families from seeking preventive care. Although schools were preventive dental 

sites in the early days of school health, most schools today do not provide any dental services for their students. When dental 

services are provided in schools, they are often arranged on an ad hoc basis consisting of donated or reduced-cost services 

and are frequently provided by volunteers.  

School Psychologists. School psychologists may provide a variety of services to students ranging from consultations and 

education to assessment and intervention.  The services tend to focus on special learning and behavioral problems.  

Psychological services in the schools are one of the related services that must be available for students who are eligible for 

special education under the Individuals with Disabilities Education Act (IDEA).  

School Counselors. School counselors tend to focus on academic and career related guidance. They “… assist students, 

school staff, parents and community members in problem-solving and decision-making on issues involving learning, 

development, and human relations.” Counselors are usually employed by the school district.  

School Social Workers. While school counselors tend to focus on academic and career-related guidance, school social 

workers focus predominantly on family and community factors that influence learning. Although both school counselors and 

school social workers frequently perform similar tasks, school social workers function as a link between the student, the 

school, and the community, concentrating more on the family and community context. According to Allensworth, Schools 



and Health: Our Nation’s Investment, “Social workers regularly deal with discipline and attendance problems, child abuse 

and neglect, divorce and family separation, substance abuse, and issues involving pregnancy and parenting, suicide, and even 

family finances.”  

School Administrators, Teachers, and Support Personnel. In accordance with local school district policy, school personnel 

may administer medication to students if:  

 The district has received a written request to administer the medication from the parent, legal guardian, or other 

person having legal control of the student; and  

 When administering prescription medication, the medication appears to be in the original container and to be 

properly labeled. Aside from the administration of medication and minor first aid, all other basic school health 

services fall within the scope of the practice of legally delegated authority.  

Physical Therapists. “Physical therapists emphasize the remediation of, or compensation for mobility, gait, muscle 

strength, and postural deficits. According to the American Physical Therapy Association, three percent of the association’s 

members work in schools.”  

Occupational Therapists. “Occupational therapists focus on remediation of, or compensation for perceptual, sensory, visual 

motor, fine motor, and self-care deficits. More than one-third of the membership of the American Occupational Therapy 

Association work in the schools.”  

Audiologists. These special needs providers “… are certified professionals who specialize in the identification and 

management of children’s hearing impairments in the school setting. According to the Education Audiology Association, 

approximately 1,000 audiologists are employed by school districts across the country.”  

Speech, Language, and Hearing Therapists. This group of therapists “provides special education and related services and 

works closely with teachers and parents to help children overcome communication problems. More than one-half of the 

members of the American Speech, Language and Hearing Association work in schools. Speech, language and hearing 

problems represent 25 % of children’s primary disabilities in schools; another 50 % of children with other primary 

disabilities have speech, language, and hearing problems as additional disabilities.”  

Nutritionists/Food Service Directors. Nutritionists often provide educational support, teach healthy eating behaviors, and 

encourage physical activity as a part of a student’s daily routine. Food service directors provide support for children with 

special needs by adjusting school meals to meet their requirements. In addition, they plan and serve meals for all students 

to meet the U.S. Dietary Guidelines for Americans, providing a specific quantity of nutrients in accordance with 

recommended dietary allowances.  

Athletic Trainer. Certified Athletic Trainers specialize in athletic health care and are certified/regulated by DSHS. An 

“athletic trainer” is a person with specific qualifications who is licensed by the board and may use the initials “LAT,” 

“LATC,” and “AT.” “Athletic training” means the form of health care that includes the practice of preventing, recognizing, 

assessing, managing, treating, disposing of, and reconditioning athletic injuries under the direction of a licensed physician or 

another qualified, licensed health professional who is authorized to refer for health care services within the scope of the 

person’s license. Services may include: planning and implementing a comprehensive athletic injury and illness prevention 

program; conducting an initial assessment of an athlete’s injury and providing emergency care; referring athletes to a 

physician for diagnosis and treatment; coordinating, planning, and implementing a comprehensive rehabilitation program for 

athletic injuries; and coordinating and providing health care information and counseling for athletes. Certified athletic trainers 

have, at minimum, a bachelor's degree, usually in athletic training, health, physical education, or exercise science. Some high 

school athletic trainers are hired by school systems and may also teach.  

School Health Resources  

Health and Human Services Area Information Centers 

The Texas Health and Human Services Commission have area information centers in regions across Texas to provide 

information about health and human services. Area information centers are responsible for gathering, maintaining, and 

sharing information about health and human services in their region. This is done in partnership with state agencies, 

community information centers, and other community-based health and human services providers. A list of centers is 

regularly updated and can be found at http://www.hhsc.state.tx.us/tirn/aiclist.htm.  



Vision and Hearing Regional Coordinators  

On the web: http://www.tdh.state.tx.us/vhs/ State Headquarters Vision and Hearing Screening Texas Department of Health 

1100 W. 49th Street Austin, TX 78756-3199 Phone: (512) 458-7420 Fax: (512) 458-7350  

Poison Center Network 

IN CASE OF EMERGENCY: (800) 764-7661 or (800) POISON 1  

Alcohol and Drug Abuse, Texas Commission on  

(877) 9-NO-DRUG (877-966-3784) Find a community-based program that provides a 24-hour hotline and referral service for 

your area. The call is free. On the web: http://www.tcada.state.tx.us/  

Children’s Health Insurance Program: TexCare Partnership 

 1-800-647-6558 M-F, 9 a.m. to 9 p.m., Saturday 9 a.m. to 3 p.m. (Central Time), except federal holidays. Texas Relay for 

deaf or hard of hearing: 1-800-735-2988 Call to receive information about the insurance, to apply for the insurance, or to get 

the name of someone in your area who can assist you. The operators speak English and Spanish. Help in other languages is 

also available because the operators have access to the AT&T language line. On the web: 

http://www.texcarepartnership.com/CHIP-Main-Page.htm  

Special Health Care Needs, Children with  

1-800-422-2956  

Call to get assistance finding information about TDH programs for CSHCN or about other state and local programs for 

which a family may qualify.  

Food Stamp Program, Texas Department of Human Services  

701 W. 51st Street · Austin, Texas 78751 P.O. Box 149030 · Austin, Texas 78714-9030 Phone: (888) 834-7406 or TDD (888) 

425-6889 On the web: http://www.dhs.state.tx.us/programs/TexasWorks/foodstamp.html  

Immunization Division, Department of State Health Services  

1-800-252-9152 or (512) 458-7284 1100 West 49th Street Austin, Texas 78756-3199 Email: Immunize@imm.tdh.state.tx.us 

On the Web: http://www.tdh.state.tx.us/immunize/  

Mental Health and Mental Retardation, Department of Texas 

Texas only:  M-F 8 a.m. to 5 p.m. Relay Texas – Voice 1-800-735-2988 Relay Texas – TTY 1-800-735-2989 On the web: 

http://www.mhmr.state.tx.us/  

Environmental Lead Branch, Toxic Substances Control Division, Texas Dept. of 

Health  

1100 West 49th Street  

Austin, TX 78756-3199 Phone: (512) 834-6612 or (888) 778-9440 (toll-free in Texas) Fax: (512) 834-6644 On the web: 

http://www.tdh.state.tx.us/beh/lead/  

Blind and Visually Impaired Children’s Program 

Phone: (512) 377-0500 or (800) 252-5204On the web: 

http://www.tcb.state.tx.us/child_prg.asp 



Temporary Assistance for Needy Families (TANF)  

Phone: (512) 438-3280 or TDD 1-888-425-6889 On the web: http://www.dhs.state.tx.us/programs/TexasWorks/TANF.html  

Medicaid Programs for Families and Children 

 Phone: (888) 834-7406 or TDD (888) 425-6889 On the web: 

http://www.dhs.state.tx.us/programs/TexasWorks/medicalprograms.html  

Refugee Cash and Medical Assistance  

Phone: (512) 438-3280 or TDD 1-888-425-6889 On the web: http://www.dhs.state.tx.us/programs/TexasWorks/refugee.html  

Protective and Regulatory Services, Department of Texas 

To report abuse or neglect: 1-800-252-5400 To find information about childcare: 1-800-862-5252 To make an inquiry about 

an existing PRS case: 1-800-720-7777  

Texas Runaway Hotline 

(peer counseling to runaways and their families): 1-888-580-HELP  

Texas Youth Hotline  

(peer counseling to youth and their families): 1-800-210-2278  

Child Support Program, Office of the Attorney General 

 State office: (512) 460-6000 Automated payment and case information: 1-800-252-8014  

Family Health Services Information and Referral, Texas Department of Health  

(800) 422-2956  

WIC (Women, Infants and Children Nutrition Program)  

(800) 942-3678 On the web: http://www.tdh.state.tx.us/wichd/default.htm  

Asbestos in Schools  

800-452-2791  

Radon in Schools  

800-572-5548  

Indoor Air Quality Branch, Department of State Health Services  

800-572-5548 On the web: http://www.tdh.state.tx.us/beh/IAQ/default.htm  



Home Health Agency Hotline  

(800) 228-1570  

Nutrition Education/Training Line  

(800) 982-3261 Provides information, materials, catalogs, etc. about nutrition education and training  

Long-term Care Facility Information  

(800) 458-9858  

Parents of Special Education Students, Texas Education Agency  

(800) 252-9668Parents can discuss special education procedures with a trained professional.  

Family Violence Program 

 1-800-799-SAFE (7233) 24-hour National Domestic Violence Hotline 1-800-787-3224 TDD  

Hansen’s Disease Program 

 Phone: (512) 458-7447 Fax: (512) 458-7451 On the web: http://www.tdh.state.tx.us/hansens/default.htm  

Deaf and Hard of Hearing, Texas Commission for the Voice: 

 512-407-3250 TTY: 512-407-3251 Fax: 512-451-9316 On the web: http://www.tcdhh.state.tx.us/  

Texas Health Steps Regional Offices 

 On the web: http://www.tdh.state.tx.us/thsteps/thstepsreg.htm Phone: (956) 423-0130 Fax: (956) 444-3299  

Children’s Dental Health Service 

 On the web: http://www.tdh.state.tx.us/dental/default.htm  
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Consent to Health Services  

Consent to medical treatment must be in writing, signed by the person giving consent, and given to the doctor, hospital, or 

other medical facility that administers the treatment.  The consent must include the name of the child, the name of one or 

both parents, if known, the name of any managing conservator or guardian of the child, the name of the person giving 

consent and the person’s relationship to the child, a statement of the nature of the medical treatment to be given, and the 

date the treatment is to begin.  

When the person having the right to consent cannot be contacted and that person has not given notice that no one else 

may consent, the following persons may consent to medical, dental, psychological, and surgical treatment of a child:  

 Grandparent of the child;  

 Adult brother or sister of the child;  

 Adult aunt or uncle of the child;  

 Educational institution in which the child is enrolled that has received writtenauthorization to consent from a person 

having the right to consent; 

 Adult who has actual care, control, and possession of the child and has written authorization to consent a person 

having the right to consent; 

 Court having jurisdiction over a suit affecting the parent-child relationship of which the child is the subject;  

 Adult responsible for the actual care, control, and possession of a child under the jurisdiction of a juvenile court or 

committed by a juvenile court to the care of an agency of the state or county; or  

 Peace officer who has lawfully taken custody of a minor if the peace officer believes the minor is in need of 

immediate medical treatment.  

 

This does not apply to consent for the immunization of a child. For a description of who may consent to immunization of a 

child, please see the section on immunizations.  

A child may consent to medical, dental, psychological, and surgical treatment for the child by a licensed physician or dentist 

if the child:  

 Is 16 years of age or older and resides apart from the child’s parents, managing conservator or guardian, and 

manages the child’s own financial affairs;  

 Consents to the diagnosis and treatment of an infectious, contagious, or communicable disease that is required by 

law or rule to be reported by the licensed physician or dentist to a local health officer or the Texas Department of 

Health;  

 Is unmarried and pregnant and consents to hospital, medical, or surgical treatment, other than abortion, related to the 

pregnancy;  

 Consents to the examination and treatment for drug or chemical addiction, drug or chemical dependency, or any 

other condition directly related to drug or chemical use; or  

 Is unmarried, is the parent of a child, and has actual custody of his or her child and consents to medical, dental, 

psychological, or surgical treatment for the child.  

 

Consent by a child to medical, dental, psychological, or surgical treatment is not subject to disaffirmance because of 

minority.  

No psychological examination, test, or treatment may be administered without the written consent of the child’s parent. 

Prior written consent from a parent must be obtained before a school district or school district employee may refer a student 

to an outside counselor for care or treatment of a chemical dependency or an emotional or psychological condition. The 

school district must disclose to the student’s parent, managing conservator, or guardian any relationship between the district 

and the outside counselor, inform the student and the student’s parent of any alternative public or private source of care or 

treatment reasonably available in the area, require the approval of appropriate school district personnel before a student may 

be referred for treatment or before a referral is suggested as being warranted, and prohibit any disclosure of a student record 

that violates state or federal law.  

A child may consent to counseling for suicide prevention, chemical addiction or dependency, or sexual, physical, or 

emotional abuse. A licensed or certified physician, psychologist, counselor, or social worker having reasonable grounds to 

believe that a child has been sexually, physically, or emotionally abused, is contemplating suicide, or is suffering from a 

chemical or drug addiction or dependency, may counsel the child without consent of the parents or advise the child’s parents, 

without consent of the child, of the treatment needed by or given to the child.  



Access to Student Records  

Access by Parents 

 In the State of Texas, a parent is entitled to access to all written records of a school district concerning the parent's child, 

including:  

 Attendance records;  

 Test scores;  

 Grades;  

 Disciplinary records;  

 Counseling records;  

 Psychological records;  

 Applications for admission;  

 Health and immunization information;  

 Teacher and counselor evaluations; and  

 Reports of behavioral patterns. 

 

"Parent" includes a person standing in parental relation. The term does not include a person as to whom the parent-child 

relationship has been terminated or a person not entitled to possession of or access to a child under a court order. A parent is 

entitled to full information regarding the school activities of a parent's child except when related to child abuse investigations. 

Additionally, a parent is allowed full access to student medical records maintained by the school district. On request of a 

student's parent or guardian, the school district shall provide a copy of the student's medical records to the parent or guardian. 

The district may charge a reasonable fee for providing copies of this material.  

Access by Certain School Staff  

A school administrator, nurse, or teacher is entitled access to a student's medical records maintained by the school district for 

reasons determined by school district policy. A school administrator, nurse, or teacher who views medical records shall 

maintain the confidentiality of those medical records. This section does not authorize a school administrator, nurse, or teacher 

to require a student to be tested to determine the student's medical condition or status.  

Student Health Record Retention Schedule  

Accident Reports - Reports of accidents to students. RETENTION: 5 years; or 2 years after the student reaches 

the age of 18, whichever later.  

Activity and Statistical Reports - Daily and other periodic activity and statistical reports, except those noted 

elsewhere in this section, compiled by school nurses or nurse extenders relating to student health matters. RETENTION: 3 

years.  

Correspondence with Parents or Guardians - Correspondence to and from parents or guardians 

concerning student health matters. RETENTION: 2 years. Cumulative Health Card or Record. RETENTION: Date of 

withdrawal + 2 years.  

Emergency Cards -Card or other form of record providing information on whom to contact in case of accident or 

illness to a student. RETENTION: US or until student ceases enrollment, whichever sooner. (Exempt from destruction 

request requirement)  

Exclusion and Verification Documentation - Affidavits or similar documents seeking the exclusion of 

students from participation in immunization or other health care programs for medical or religious reasons, or verifications 

of previous illness or health test.  

a) Exclusion documentation.  

1. Affidavits of medical contraindications. RETENTION: 1 year, or date of withdrawal + 2 years if 

contraindication is lifelong. (One year affidavits exempt from destruction notice requirement.)  

2. Affidavits of religious conflicts.  

b) Verifications of mumps or measles illness. RETENTION: Date of withdrawal + 2 years.  

c) Verifications from physicians or health agencies of prior testing of sight, hearing, and spinal curvature. 

RETENTION: Date of withdrawal + 2 years.   

Retention Note: It is an exception to the retention periods set for subsections (b) and (c) of this group that if data from the 

verification documentation is recorded on the cumulative health card (see item number 3300-04), the documentation need 

be retained only as long as administratively valuable after recording and is exempt from the destruction notice requirement.  



Health Screening Documentation 

 a) Worksheets, checklists, examination forms, and similar documents used in student health screening. RETENTION: 

AV after entry of information on Cumulative Health Record. (Exempt from destruction request requirement) 

b) Vision, hearing, and spinal screening reports submitted to the Texas Department of Health. RETENTION: 3 years.   

Immunization Records 

a) Immunization record (either separate or in combination with a cumulative health card). RETENTION: Date of 

withdrawal + 2 years. Retention Note: It is an exception to the retention period given for the immunization record 

that if immunizations are performed by school nurses or other medical technicians employed by the school district, 

the immunization record and parental consent forms for the administration of vaccine must be retained by the school 

until the person receiving the vaccine is 20 years old or 10 years after the consent form was signed, whichever later.  

b) Annual reports of immunization status. RETENTION: 3 years.   

Physician Referrals and Reports - Copies of referrals to physicians, including any attached screening 

worksheets, and reports from physicians on referred health matters. RETENTION: AV after entry of information on 

Cumulative Health Record. (Exempt from destruction request requirement)   

Reports to Enforcement Agencies - Copies of reports on child abuse or neglect, communicable disease, 

dog bites, drug offenses, missing children, or sexually transmitted disease submitted to the Texas Department of Health, 

the Texas Department of Human Services, or local law enforcement and animal control agencies. RETENTION: 2 years.  

Special Health Care Records  

a) Logs or reports of medications or treatment administered to students on a group or individual basis. RETENTION: 3 

years.   

b) Parent's requests and physician's authorizations for specialized health care. RETENTION: End of validity of request 

or authorization + 2 years.   

Abbreviations Used In This Schedule  

AV – As long as administratively valuable  

FE - Fiscal year end  

CE - Calendar year end  

TAC - Texas Administrative Code  

CFR - Code of Federal Regulations  

US - Until Superseded 



 

The retention period for a record applies to the record regardless of the medium in which it is maintained. Some records listed in this schedule 

are maintained electronically in many offices, but electronically stored data used to create in any manner a record or the functional equivalent 

of a record as described in this schedule must be retained, along with the hardware and software necessary to access the data, for the retention 

period assigned to the record, unless backup copies of the data generated from electronic storage are retained in paper or on microfilm for the 

retention period.  

For complete document: www.tsl.state.tx.us/slrm/recordspubs/sd.html  

School Entrance Physical Examination Requirements  

Requirements for Enrollment 

 According to Section 25.002 of the Texas Education Code (TEC), several documents must be furnished to the school within 30 days of a 

child’s entrance, including a birth certificate, previous school records, and immunization records. These documents may be furnished by either 

a parent, guardian or the child’s previous school.  

Immunizations  

All children must be immunized against diphtheria, rubeola, rubella, mumps, tetanus, and poliomyelitis to comply with Section 38.001 of the 

TEC. A student may be exempt from immunizations if they submit an affidavit signed by a physician stating that the immunization would be 

harmful to the health of the child or a member of the child’s household. If a student’s parent/guardian presents a signed affidavit stating that the 

immunization conflicts with the family’s religion, the student may also be exempt from this requirement. The family must be a documented 

member of the religious organization. This exception is nullified in the case of an epidemic or emergency declared by the commissioner of 

public health. Provisional enrollment may be granted by the school provided the child has begun the series of required immunizations and 

continues to receive them as soon as medically possible.  

Further information about immunizations can be found in Chapter 4, Immunizations.  

Population-Based Screening Programs: State Mandated  

An individual is exempt from screening if screening conflicts with the tenets and practices of a recognized church or religious denomination of 

which the individual is an adherent or a member. To qualify for the exemption, the individual or, if the individual is a minor, the individual’s 

parent, managing conservator, or guardian must submit to the chief administrator of the school on or before the day of the screening procedure 

an affidavit stating the objections to the screening. The chief administrator of each school shall ensure that each individual admitted to the 

school complies with the screening requirements or submits an affidavit of exemption  

Annual Report  

Annual reports of all school-related screening activities must be submitted to the Texas Department of Health by June 30 of each year. Reports 

of students failing screenings shall be submitted to TDH upon request.  

Vision and Hearing Screening  

The Special Senses and Communication Disorders Act, Section 36.001, Health and Safety Code, requires that all children enrolled for the first 

time in any public, private, parochial, or denominational school, in a Texas Department of Protective and Regulatory Services child-care center 

or licensed day care home in Texas, or who meet certain grade criteria (specified below), must be screened or have a professional examination 

for possible vision and hearing problems. Evidence of screening conducted within one year prior to enrollment may also fulfill this 

requirement. The screening must be performed by a licensed physician, another licensed professional qualified to evaluate vision or hearing, or 

a Texas Department of Health-certified screener trained for vision or hearing screening. The requirements for vision and hearing screening 

apply each year for children enrolled in any licensed child-care center or licensed group day care home or school program at the ages or grades 

listed below:  

WHO MUST BE SCREENED  WHEN SCREENING MUST BE DONE  

4-year-olds  Within 120 days of admission  

Kindergartners  or- 

Any other first-time entrants  Before end of first semester 

(4 years * through 12th grade)  Anytime within the school year 



1st-, 3rd-, 5th-, & 7th (Preferably within first semester)  

 
To collect screening information for each child, a facility may use its own screening form or duplicate forms provided by the Texas 

Department of Health upon request (M-40, M-60). There must be a screening record on file for each child enrolled. The following data must be 

recorded: child’s name, type of screening, date, screener, and screening results. Annual reports for vision and hearing screening activities 

should be submitted to the Texas Department of Health on forms M-40 (hearing screening) and M-60 (vision screening) by June 30th of each 

year. These forms are mailed to schools and child care facilities annually.  

Vision Screening Procedures  

Vision is most commonly described in terms of an acuity measure, or the best a person can see. 20/20 is considered normal vision, while 20/50 

prohibits driving in Texas without special aids. 20/70 is called a visual handicap, and when a person sees 20/200 or worse in his or her better 

eye with the best possible correction on that eye, that person is considered to be “legally blind.” Approved charts for distance acuity testing 

include: (1) Snellen Alphabet or Sloan Letter Chart, (2) Snellen “Tumbling E” Chart, and (3) HOTV Matching-Symbol Test.  

Relative Sizes of Objects Seen with Specific Acuities are Illustrated by these “E’s”:  

 E 20/20   E 20/50  E 20/70  E 
20/200 

 

Vision can be hampered in a number of ways. When a young child has a refractive error that is different between the right and left eye, the 

child’s brain will ignore the weaker eye and only “see” the image from the stronger eye. As a result the child will not have binocular vision. An 

adult may see two images, or double vision, but a child who is learning to use vision will begin to see only the better image. This can develop 

into a condition known as AMBLYOPIA – where both eyes are healthy but the brain uses only the information from the good eye and the other 

becomes “nonfunctional”, commonly known as a “lazy eye.” This condition can be corrected with glasses, surgery, and/or patching of the 

“good eye”. If this discrepancy is not corrected by the age of 6 years, the child may have permanent vision loss in the weaker eye. Strabismus 

is caused by muscle balance problems, commonly described as “crossed eyes.” The imbalance of the muscles causes the eyes to present two 

different images to the brain. The brain cannot process two different images so only one image from the stronger eye is accepted. Amblyopia 

can occur from strabismus or from an unbalanced refractive error (as described above). In some cases, glasses or patching may improve the 

weakened muscle balance, and in other cases surgery will be necessary. When the eyes are able to work together to produce one image, this is 

called binocular vision. Binocular vision is necessary for depth perception when judging the size and distance of an object.  It is an important 

factor in mobility.  

Besides refractive errors and strabismus, injuries and various other physical conditions such as cataracts, glaucoma, and detached retinas can 

create difficulty in seeing. Symptoms of vision difficulty may include: 

 Appearance: Crossed eyes, red eyes, watery eyes, crusty eyelids, frequent styes, and cloudiness in or around the pupil.  

 Behavior: Holds body rigid while looking at distant object, thrusts head forward or backward while looking at distant objects, avoids 

close work, has short attention span, turns head to use only one eye, tilts head to one side, places head close to book or desk when 

reading or writing, blinks excessively, rubs eye often, squints, and closes or covers one eye.  

 Complaints: Headaches, nausea or dizziness, burning or itching of eyes, has blurry vision when looking up from close work, sees 

objects double, and undue sensitivity to light.  

 

Treatment for visual problems may include:  

 Prescription for glasses or contact lenses;  

 Patching eyes and/or exercises;  

 Surgery for severe muscle imbalance, cataracts, or severe glaucoma;  

 Medication for infections, allergies, glaucoma, and other condition; and  

 Educational assistance for the visually impaired and legally blind (this may include visual aids and special classes or schools).  

 

Who Are The Trained Screeners and Specialists?  

Trained screeners: In Texas, individuals who screen children for vision problems MUST be certified through DSHS unless their professional 

licenses permit such screening.  

For more information, please contact: VISION AND HEARING SCREENING Bureau of Children’s Health Department of State Health Services 

1100 West 49th Street Austin, Texas 78756-3199  
(512) 458 – 7420  



Hearing Screening Procedures  

The Special Senses and Communication Disorders Act mandates hearing screening in private, parochial, and public schools.  

Children entering school for the first time in Texas must be screened for possible hearing problems prior to the completion of the first semester 

of enrollment or within 120 days of enrollment, whichever is longer, or present evidence of a hearing screening conducted within one year 

prior to enrollment. Explicit screening requirements and reporting procedures are stated under Special Senses and Communication Disorders 

Act.20  

Types of Hearing Losses:  

 Conductive: Sound cannot reach the inner ear. Colds and allergies may cause temporary losses of this type.  

 Sensori-Neural: This type of defect results from damage to the auditory nerve or brain.  

 Mixed: A combination of conductive and sensory factors influence mixed types of hearing losses.  

Conditions and Illnesses Affecting Hearing:  

Congenital deafness, sensori-neural, is caused frequently by illnesses in the first trimester of pregnancy (German measles, for example).  

Hereditary deafness is not rare. The cause is unknown.  

Acquired deafness or hearing impairment may be caused by:  

1. Toxic agents, such as nicotine, aspirin, streptomycin, neomycin, etc.;  

2. Enlarged tonsils and adenoids, sinusitis, allergic rhinitis;  

3. Mechanical injury, including skull fracture, sustained environmental noise above 85 dB, or loud impulse noise (rivet gun, air wrench, 

shotgun, rifle, etc.);  

4. Otosclerosis;  

5. Psychogenic (hysterical, conversion reaction); or  

6. Central deafness, normal sense organ, and auditory nerve with impairment in the brain, i.e., tumors, cerebral hemorrhage.  

 

Methods of Testing  

Hearing screening consists of the following three methods of testing: 

Sweep-check: The sweep-check is a rapid screening test designed to identify students needing further examination.  

Puretone-threshold: The puretone-threshold screening test, a more refined exam, is designed to determine the lowest intensity level of 

hearing acuity in each frequency.  

Impedance: The impedance test measures the transfer of sound energy across the middle ear mechanism. The resulting tympanogram 

reveals information about the condition of the middle ear. Only audiologists, speech pathologists, and nurses with explicit training in 

the use of acoustic impedance audiometry should use this method of audiometric screening in the school.  

Procedures and Techniques:  

The nurse should test the audiometer accuracy once a month and keep a log of the calibrations.  

 Students with draining ears or ear infections should be tested at a later date.  

 Students wearing hearing aids should not be administered sweep-check or pure tone tests.  

 The test location should provide the lowest noise level possible.  

 The nurse should familiarize students with the procedure, equipment, sounds, and expectations before testing.  

 One-day hearing screening workshops are provided on a statewide basis by personnel from the DSHS Vision and Hearing Screening 

Program or other DSHS-approved trainers. These workshops consist of a lecture and practicum training in the use of the audiometer 

for screening. The practicum and a written test are carried out under the supervision of trained instructors. Guidelines are provided by 

the DSHS Vision and Hearing Screening Program.  

 

DSHS Hearing Screening Program  

Who Are Trained Screeners and Specialists?  

Trained Screeners: In Texas, individuals who screen children for hearing problems MUST be certified through DSHS unless their professional 

licenses permit such screening.To find out more, please contact:  

VISION AND HEARING SCREENINGBureau of Children’s HealthDepartment of State Health Services1100 West 49th StreetAustin, 

Texas 78756-3199 

(512) 458-7420  



Spinal  

According to 25 Texas Administrative Code § 37.14822, all students in grades six and nine(or five and eight), in public and private schools 

must be screened for abnormal spinal curvature before the end of the school year. If they enter school after the scheduled screening has been 

performed, they must be screened within 120 days of admission. This requirement may also be fulfilled by screening performed by a 

professional or by screening that has been performed within the previous year. As with immunizations and vision and hearing screening, 

parents have the option of substituting a professional examination by a licensed health practitioner in lieu of a school screening.  Parents may 

also seek exemption fromspinal screening because of religious conflict but a signed affidavit from the religiousorganization must be submitted 

to the school in lieu of screening. The chief administrator of the school is responsible for ensuring compliance of all students, either by actual 

screening oraffidavits of exemption. Registered nurses are not required to be certified by the DSHS as spinal screeners but are responsible for 

the planning, implementation, and evaluation of the program.23 Students should be screened during their growth spurt, ages 10-14 years 

(Grades 5-9), to detect spinal deformities early. The screening requirement for children entering grade6 and 9 may be met if the child was 

screened for spinal deformities during the previous year. 

Who May Screen  

Health aides, licensed vocational nurses, physical education teachers, classroom teachers, and volunteers may screen if they participate in a 

workshop conducted by a Department of State Health Services-approved instructor and have become certified according to the Spinal 

Screening Program Guidelines. School districts are responsible for maintainingdocumentation of state certification for the spinal screeners in 

the district. Each district willneed to be able to confirm each spinal screener certification, if an inquiry arises. Licensedprofessional health 

practitioners such as registered nurses, physicians, chiropractors, and physical therapists may screen if their course of study included screening 

for abnormal spinal curvature or if they received formal advanced instruction as part of their continuingeducation. 

Spinal Screening 

Each student must be observed from the front, side, and back:  

 While standing straight; and  

 While gradually bending forward, with the arms hanging down and palms touching, as if diving into a pool 

 

The screener observes for head misalignment to one side of the cleft in the buttocks; one shoulder or hip higher than the other; a prominence of 

the rib cage or the small of the back; unequal distance between arms and body; and a curve in the spine. Students must take off their shoes prior 

to screening.  

Spinal Screening Procedures  

Forward Bend Technique: Position I  

Student stands facing the screener. He/she should stand straight, feet slightly apart with weight evenly distributed, knees straight, arms 

at side, and eyes straight ahead.  

Observe the following: 

 Shoulder  

 Waist  

 Hip 

 

Is one shoulder higher than the other one? Is the waistline the same on both sides or is there a larger space between the arm and flank 

on one side? Are the hips level and equal; is one side higher, or does it stand out more than the other?  

Forward Bend Technique: Position II  

While still facing the screener, the student bends slowly forward until his back is parallel to the floor. The feet are 

slightly apart, knees straight, the palms of the hands are together and hanging down as if diving into a pool. The head is 

down and relaxed.  

Observe the following: 

 . Chest Cage Hump  

 . Lumbar Inequality  

Are both sides of the back of the rib cage equal or does the rib cage have a hump on one side? Are both muscle masses in the small of 

the back equal or does one stand out more than the other?  



Forward Bend Technique: Position III  

Student stands as in Position I, with one side toward the screener.  

Observe the following: 

 . Round Back  

 . Sway Back 

Is there an exaggerated roundness in the upper back? 

Is there an exaggerated arch in the lower back? 

Forward Bend Technique: Position IV  

Standing with one side toward the screener, the student bends forward as in Position II.  

Observe the following: 

 . Rib Hump  

Is there an accentuated roundness over the rib cage or the area between the lower rib cage and the small of the back?  

Forward Bend Technique: Position V  

Student has back toward the screener, stands straight as in Position I. Long hair should be pinned up or be evenly separated and 

brought forward in front of each shoulder. Examiner views the entire back:  

Observe the following: 

 Head  

 Shoulders  

 Shoulder Blade (Scapula)  

 Spine  

Waist Does the head line up over the crease in the buttocks or is it displaced to one side? Is one shoulder higher than the other? Is the 

wing on one shoulder blade higher or does it stand out more than the other one? Is the spine straight or does it curve sideways? Is the 

waistline the same on both sides or is there a larger space between the arm and flank on one side?  

Forward Bend Technique: Position VI  

With the back still toward the screener, the student bends forward as in Position II. Observe the following:  

 Is there a bulge on one side of the rib cage?  

 Is there a bulge on one side of the lower back?  

 

For information regarding spinal screener training in your area, call the school health specialist at the Region 5 Education Service Center or 

contact the Spinal Screening Program. To order training workshop materials you must be a certified trainer and use the order form.  



 
 

Acanthosis Nigricans  

Acanthosis nigricans, a hyperkeratinization of the skin, is associated with systemic disorders such as hyperinsulinemia and insulin-resistance 

and may serve as an indicator for Type 2 diabetes. Insulin-resistance and the compensatory hyperinsulinemia have been linked to obesity, 

hypertension, hyperlipidemia, stroke, and cardiovascular disease. Ultimately, insulin-resistance results in pancreatic exhaustion, which may 

lead to the development of Type 2 diabetes.  



It is mandated by Texas law (Section 95.001, Health and Safety Code) that those individuals who attend public or private schools located in 

Texas Education Agency Regional Education Service Centers:1 (Edinburg), 2(Corpus Christi), 3(Victoria), 13(Austin), 15(San Angelo), 

18(Midland), 19(El Paso), and 20 (San Antonio) must be screened for acanthosis nigricans. The University of Texas System Texas-Mexico 

Border Health Coordination Office (TMBHCO) is conducting screenings for acanthosis nigricans in school children throughout nine Texas 

border counties.  

School nurses will conduct the project in schools during state-mandated hearing, vision, and spinal screenings. Acanthosis nigricans is a 

condition that can be easily evaluated by means of a visual examination. It frequently manifests itself on the nape and sides of the neck, but 

can also be found on the axillae, elbows, knuckles, knees, and groin area.  Hispanics, Native Americans, and African Americans have a higher 

prevalence of these lesions and could be genetically predisposed and more sensitive to higher insulin levels.  

The nurses will record this data on appropriate forms supplied by the TMBHCO. The TMBHCO has the responsibility of interpreting and 

reporting these measures back to the nurses in an accurate and timely fashion. The nurses will also report any findings and treatments after 

the child has been seen by a clinician.  

A Resource Handbook  

The TMBHCO has prepared a resource handbook for those involved in this project. If you would like a copy of this handbook, which includes 

information about screenings for acanthosis nigricans, obesity, and blood pressure, you may call TMBHCO at 1-956-381-3687 or reach 

TMBHCO by e-mail at tmbhco@panam.edu.  

Population-Based Screening Programs: Best Practice  

Height and Weight  

Growth and development are directly related to inherited characteristics and environmental influences throughout the life cycle. Although 

growth and development generally follow maturational sequences, culture and the quality of the environment exert significant influences on a 

person’s growth and development. All children should make gains in height and weight more or less regularly from birth to maturity. Seasonal 

growth and individual differences in body structure as well as hereditary factors must be kept in mind since there is a variation in children of 

the same age.  

The quality of the environment may directly or indirectly influence an individual’s growth and development. Physiological needs such as 

nutrition, sleep, activity, safety, (including protection from elements in the environment such as noise, air and water pollution, crowding, and 

poor sanitation), and the need for love, all influence growth and development. Culture may influence growth and development through 

nutrition, physical/social activities, and stress-handling patterns. Height and weight attainment have their origin in the early developmental 

period but continue to change throughout the years in school.  

Because each individual has a unique interaction with members of the culture and selected aspects of the environment, growth and development 

patterns may or may not fit into the table or graph of “norms” for each age. Each individual’s growth and development should be viewed and 

assessed according to their unique potential relative to cultural and environmental constraints. The significance of changing growth and 

developmental patterns should be discussed with parents to promote awareness and responsibility for achieving and maintaining optimal health.  

Purposes of Growth and Development Screening:  

 Identify the student who is not growing and developing normally;  

 Stimulate interest in self-responsibility for growth and development;  

 Show a relationship between good health practices and growth; and  

 Create awareness among school personnel and parents of the importance of good nutrition to growth.  

Procedures and Techniques:  

 Be sure that scales are in accurate balance.  

 Have the student remove shoes, coats, extra sweater, and any heavy objects inpockets.  

 Have the student who is not wearing socks place a paper towel on the scale platform before weighing and remove it afterwards.  

 Use a stadiometer for measuring height.  

 Record weight to the nearest pound/half-pound; height to the nearest inch/quarterinch.  

 Students with possible abnormal growth patterns should have height, weight, and head circumferences compared to age group 

norms. Those with a height or weight less than the 3rd percentile or greater than the 97
th

 percentile should be referred to the family 

physician or a public health clinic.  

 A flexible narrow steel tape is recommended for measuring the head circumference. Apply the tape firmly around the student’s head 

above the supraorbital ridges of the most prominent part of the frontal bulge, anteriorly, and over that part of the occiput that gives 



maximum frontal-occipital circumference.  

Follow-Up Procedures:  

 Confer with teacher and parents; refer children who are gaining or losing weight excessively to family doctor or public clinic.  

 Reweigh students who need follow-up at appropriate intervals.  

 

Blood Pressure 

Blood pressure assessment provides a physiological indicator of cardiovascular status. Hypertension (higher than normal blood pressure) in 

children is defined as persistent blood pressure greater than 95 % of children at the same age and sex on initial screening. The detection of high 

blood pressure during childhood is of potential value in identifying those children who are at increased risk of primary hypertension 

(hypertension that develops without apparent cause) as adults and who might benefit from earlier intervention and follow-up care. For many 

children less than 10 years of age, there is an identifiable cause (secondary hypertension) that can be successfully treated. Older children and 

adolescents are more likely to have primary hypertension. Early identification of children with elevated blood pressures may make it possible 

to halt the hypertensive process and the development of complications. Proper diet, regular exercise, and avoidance of smoking are important 

in helping to maintain normal blood pressure. Children should have their blood pressure evaluated every one to two years. Trained health care 

personnel should follow standard practices for procedures for measuring blood pressure. To obtain an accurate measurement the cuff must 

cover two-thirds of the child’s arm. Interpretation of the measurement is made by consulting a table of normative pressures for the child’s age. 

Elevated readings should be confirmed on at least two separate occasions and the average computed. 

Oral Health and Dental Screening   

Dental screening is an opportunity to detect early dental or oral health problems.  Screening is not a replacement for a complete examination in 

a dentist’s office. However, dental screening can be an important component of an oral health program and an important element of a school 

health program.  

A school health program should include:  

 Dental screening;  

 Dental health education; and  

 Referrals and follow-up care 

 

The screening should look for the presence of dental caries (tooth decay), periodontal disease (inflammation of gums and supporting 

structures), malocclusion (irregularity of the teeth or jaw), and trauma from oral injuries.  School nurses, using a tongue blade and adequate 

illumination (e.g., penlight) can detect tooth decay and gum problems (e.g., mild gingivitis). However, x-rays are necessary to detect 

interproximal caries in the early stages.  

All children complaining of oral pain, with obvious dental caries, or mild gum disease should be referred to their dentist for a more complete 

examination. Every attempt should be made by school health personnel to work with parents, encouraging follow-up care with the dentist and 

getting feedback on any changes that the dentist recommends, in order for school personnel to make the appropriate educational adjustments.  

The schools can promote good oral health and prevent oral problems by educating students and parents. Oral health education should focus 

on:  

 Prevention of decay through proper methods of oral hygiene (e.g., brushing, flossing);  

 Use of fluoride or fluoridated water;  

 Good nutrition including restricting candy and soft drinks; and  

 The importance of using mouth-guards in organized high body-contact sports.  

In 1973 the National Collegiate Athletic Association required players to wear mouth guards during games. In 1995 the American Dental 

Association amended its recommendations for oral-facial protection to include all sports participants who were at risk for injury. Currently all 

states mandate the use of mouth guards during high school football, ice hockey, men's lacrosse, field hockey, and amateur boxing.  

Fine and Gross Motor Screening  

Basic gross and fine motor screening is crucial in determining if the student is developing within the “normal range.” The five areas that need 

to be screened to ensure normal development include balance, bilateral coordination, upper extremity coordination, visual motor control, and 

upper extremity speed and dexterity. Fine and gross motor skills are essential building blocks to educational success.  

The screening allows parents and administrators to be notified when any student shows signs of a significant impairment that should be 

followed up by a physician. It also gives information to teachers and parents regarding delays in development of gross and fine motor skills of 

the child.  

The Following Materials are Used for the K-3 Screening:  



 Playground ball (8 ½ inches).  

 Pegboard.  

 Playground ball (4 to 5 inches).  

 Piece of paper with a circle.  

 Piece of paper with a curved path that is 3/4 –inch wide.  

 Ten small pegs.  

 Stopwatch 

 

The criteria for failing the fine and gross motor screening is that the student must fail two out of the three gross motor sections (the first three 

listed below) and both of the fine motor skills (the last two listed below).  The evaluation sheet should have two sections: one for comments 

and one for pass/fail. The student is allowed two attempts to pass each skill.  

The Five Areas that Need to be Screened to Evaluate Normal Development Include:  

Balance  

Kindergarten: To pass, the child must be able to hold the right foot off the ground for 5 seconds, place it down, and hold the left 

foot off the ground for 5 seconds.  

Grades 1 and 2: To pass, the child must hold the right foot off the ground for 10 seconds, placed it down, and hold the left foot 

off the ground for 10 seconds.  

Grade 3: To pass, the child must hold the right foot off the ground for 12 seconds, place it down, and hold the left foot off the 

ground for 12 seconds.  

Bilateral Coordination  

Kindergarten, Grades 1 and 2: To pass, the student must be able to jump in the air and clap their hands while airborne five times 

consecutively.  

Grade 3: To pass, the child must be able to jump in the air and touch both heels with both hands during two out of three 

trials.  

Upper Extremity Coordination  

Kindergarten: To pass, the child must toss an 8 1/2 –inch playground ball in the air and catch it five consecutive times. The 

ball must leave the hands and may be trapped in the body.  

Grades 2 and 3: To pass, the child must toss a 4- to 5-inch ball into the air and catch it with hands, five times consecutively, with 

their hands only. (Examiners should note if the ball does not go above the child’s head, if the child stays stationary to catch the 

ball, and/or if the ball is tossed straight in the air.)  

Visual Motor Skills  

Kindergarten: To pass, the child must copy a circle and make predominantly circular lines.  

Grades 1,2, and 3: To pass, the child must draw a line within a curved path without making more than two deviations from the 

curved line. (Examiners should note if the child is unable to grasp a pencil properly, does not rotate the paper, and/or if the 

pencil stays on the paper while the child is duplicating the circle or the path.)  

Upper Extremity Speed and Dexterity  

Kindergarten: To pass, the child must place five pegs, using one hand, into a pegboard within 30 seconds.  

Grades 1 and 2: To pass, the child must place five pegs, using one hand, into a pegboard within 20 seconds.  

Grade 3: To pass, the child must place five pegs, using one hand, into a pegboard within 15 seconds. (Examiners should note if 

the child picks/does not pick up the pegs one at a time, drops the pegs, does not stabilize the pegboard with one hand, and/or 

does not use the proper pincer grasp on the pegs.)  

 

Referral and Follow-Up Process  

Examiners should document the results of the child’s testing, make a referral when the child is unable to meet the screening guidelines, and 

place all test results in the child’s school record. If the student fails the screening, referral is made to the child’s health care provider for 

recommendations for further evaluation. It is important to document the fact that a student has difficulty in a particular area of the screening or 



fails the screening. The administration needs to be involved with the parents/guardians in helping the student.  

Growth Charts can be found at: http://www.cdc.gov/growthcharts  
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Immunization Requirements  

The American Academy of Pediatrics’ (AAP) policy on immunizations recommends universal immunization of all children against nine 

communicable diseases including diphtheria, pertussis, tetanus, poliomyelitis, Haemophilus influenzae type b, measles, mumps, rubella and 

hepatitis B.  

Background Information  

Vaccines are responsible for the control of many infectious diseases that were once common in this country. Vaccines have reduced, and in 

some cases, eliminated, many diseases that routinely killed or harmed many infants, children, and adults. However, the viruses and bacteria that 

cause vaccine-preventable disease and death still exist and can be passed on to people who are not protected by vaccines. Vaccine-preventable 

diseases have a costly impact, resulting in doctor's visits, hospitalizations, and premature deaths. Sick children can also cause parents to lose 

time from work.  

Polio  

Polio virus causes acute paralysis that can lead to permanent physical disability and even death. Before polio vaccine was available, 13,000 to 

20,000 cases of paralytic polio were reported each year in the United States. These annual epidemics of polio often left thousands of victims—

mostly children--in braces, crutches, wheelchairs, and iron lungs.  

Development of polio vaccines and implementation of polio immunization programs have eliminated paralytic polio caused by wild polio 

viruses in the U.S. and the entire Western hemisphere. In 1999, as a result of global immunization efforts to eradicate the disease, there were 

about 5,000 documented cases of polio in the world. In 1994, wild polio virus was imported to Canada from India, but high vaccination levels 

prevented it from spreading in the population.  

Measles  

Before measles immunizations were available, nearly everyone in the U.S. got measles. There were approximately 3-4 million measles cases 

each year. An average of 450 measles-associated deaths were reported each year between 1953 and 1963.  In industrialized countries, up to 

20% of persons with measles are hospitalized, and 7% to 9% suffer from complications such as pneumonia, diarrhea, or ear infections. 

Although less common, some persons with measles develop encephalitis, resulting in brain damage.  It is estimated that as many as one of 

every 1,000 persons with measles will die.  

Measles is one of the most infectious diseases in the world and is frequently imported into the U.S. In 1998, most cases were associated with 

international visitors or U.S. residents who were exposed to the measles virus while traveling abroad. More than 90% of people who are not 

immune will get measles if they are exposed to the virus.  

According to the World Health Organization, nearly 900,000 deaths occurred among persons in developing countries in 1998. In populations 

that are not immune to measles, measles spreads rapidly. If vaccinations were stopped, 2.7 million measles deaths worldwide could be 

expected. In the U.S., widespread use of measles vaccine has led to a greater than 99% reduction in measles compared with the pre-vaccine era.  

Haemophilus Influenzae Type b (Hib) (Meningitis)  

Before Hib vaccine became available, Hib was the most common cause of bacterial meningitis in U.S. infants and children. Before the vaccine 

was developed, there were approximately 20,000 invasive Hib cases annually. Approximately two thirds of the 20,000 cases were meningitis, 

and one-third were other life-threatening invasive Hib diseases such as bacteria in the blood, pneumonia, or inflammation of the epiglottis.  

About one of every 200 U.S. children under 5 years of age got an invasive Hib disease. Hib meningitis killed 600 children each year, and left 

many survivors with deafness, seizures, or mental retardation.  

Since introduction of conjugate Hib vaccine in December 1987, the incidence of Hib has declined by 98 percent. From 1994-1998, fewer 

than 10 fatal cases of invasive Hib disease were reported each year. This preventable disease was a common, devastating illness as recently 

as 1990; now, most pediatricians who are just finishing training have never seen a case.  

Pertussis (Whooping Cough)  

Since the early 1980s, reported pertussis cases have been increasing, with peaks every 3- 4 years; however, the number of reported cases 

remains much lower than levels seen in the pre-vaccine era. Compared with pertussis cases in other age groups, infants who are 6 months old 

or younger with pertussis experience the highest rate of hospitalization, pneumonia, seizures, encephalopathy (a degenerative disease of the 

brain) and death.  From 1990 to 1996, 57 persons died from pertussis; 49 of these were aged <6 months.  Before pertussis immunizations were 

available, nearly all children developed whooping cough. In the U.S., prior to pertussis immunization, between 150,000 and 260,000 cases of 

pertussis were reported each year, with up to 9,000 pertussis-related deaths.  



Pertussis can be a severe illness, resulting in prolonged coughing spells that can last for many weeks. These spells can make it difficult for a 

child to eat, drink, and breathe.  Because vomiting often occurs after a coughing spell, infants may lose weight and become dehydrated. In 

infants, it can also cause pneumonia and lead to brain damage, seizures, and mental retardation.  

A newer pertussis vaccine (acellular or DTaP) has been available for use in the United States since 1991. These vaccines are effective and 

associated with fewer mild and moderate adverse reactions when compared with the older (whole-cell DTP) vaccine.  During the 1970s, 

widespread concerns about the safety of pertussis immunization led to a rapid fall in immunization levels in the United Kingdom. More than 

100,000 cases and 36 deaths due to pertussis were reported during an epidemic in the mid 1970s.  

In Japan, pertussis vaccination coverage fell from 80 percent in 1974 to 20 percent in 1979. An epidemic occurred in 1979, resulted in more 

than 13,000 cases and 41 deaths.  

Rubella (German Measles)  

While rubella is usually mild in children and adults, up to 90 percent of infants born to mothers infected with rubella during the first trimester 

of pregnancy will develop congenital rubella syndrome (CRS), resulting in heart defects, cataracts, mental retardation, and deafness. In 1964-

1965, before rubella immunization was used routinely in the U.S., there was an epidemic of rubella that resulted in an estimated 20,000 infants 

born with CRS, with 2,100 neonatal deaths and 11,250 miscarriages. Of the 20,000 infants born with CRS, 11,600 were deaf, 3,580 were 

blind, and 1,800 were mentally retarded.  

Many developing countries do not include rubella in the childhood immunization schedule. Since 1996, greater than 50% of the reported 

rubella cases have been among adults. Sites of exposure for several outbreaks have included workplaces and communities. In 1998, 12 

outbreaks of rubella occurred resulting in 19 pregnant women contracting rubella. Incidence of CRS declined dramatically with widespread 

use of rubella vaccine.  

Varicella (Chickenpox)  

Chickenpox is always present in the community and is highly contagious. Prior to the licensing of chicken pox vaccine in 1995, almost all 

persons in the U.S. had suffered from chickenpox by adulthood. Chicken pox was responsible for an estimated 4 million cases, 11,000 

hospitalizations, and 100 deaths each year.  

Chicken pox is usually mild, but may be severe in some infants, adolescents and adults. Some people who get chicken pox have also suffered 

from complications such as secondary bacterial infections, loss of fluids (dehydration), pneumonia, and central nervous system involvement. In 

addition, only persons who have had chicken pox in the past can get shingles (herpes zoster), a painful inflammation of the nerves. There are 

about 300,000 cases of shingles that occur each year when inactivated chicken pox virus is activated in people who have had chicken pox in the 

past.  

From March of 1995 through August of 1999, a total of 18.5 million doses of chicken pox vaccine were distributed in the United States. 

Vaccine coverage among children 19- 35 months was 43% in 1998. In 1990 in the U.S., the cost of caring for children who contracted 

chickenpox was estimated as $918 million annually. Without a vaccine for chicken pox almost every child would miss a week of school (and 

the parent a week of work), 11,000 people—mostly children—would be hospitalized, and 50-100 varicella related deaths would occur each 

year, most of them in previously healthy children and adults.  

Hepatitis B  

More than 2 billion persons worldwide have been infected with the hepatitis B virus at some time in their lives. Of these, 350 million are life-

long carriers of the disease and are able to transmit the virus to others. One million of these people die each year from liver disease and liver 

cancer. National studies have shown that five percent of Americans—1.25 million people—have been infected with hepatitis B virus. In 

addition, these studies have shown that about 300,000 people have been infected with hepatitis B virus each year for the two decades prior to 

1990. Currently, there are about 1.25 million people who have life-long hepatitis B virus infection. Each year about 4,000-5,000 of these 

people die from related liver disease resulting in over $700 million of medical and work-loss costs.  

Infants and children who become infected with hepatitis B virus are at highest risk of developing lifelong infection, which often leads to death 

from liver disease (cirrhosis) and liver cancer. Approximately 25% of children who become infected with life-long hepatitis B virus would be 

expected to die of related liver disease as adults.  The Centers for Disease Control and Prevention (CDC) estimates that one-third of the life-

long hepatitis B virus infections in the United States resulted from infections occurring in infants and young children. About 16,000 - 20,000 

hepatitis B antigen infected women give birth each year in the United States. It is estimated that 12,000 children born to hepatitis B virus 

infected mothers were infected each year before implementation of infant immunization programs. In addition, approximately 33,000 children 

(10 years of age and younger) of mothers who are not infected with hepatitis B virus were infected each year before routine childhood 

hepatitis B vaccination was recommended.  

Diphtheria  

Diphtheria is a serious disease caused by poison produced from bacteria. It frequently causes heart and nerve problems. The death rate is 5%-

10%, with higher death rates (up to 20%) in the very young and the elderly.  



In the 1920's, diphtheria was a major cause of illness and death for children in the U.S. In 1921, a total of 206,000 cases and 15,520 deaths 

were reported. With vaccine development in 1923, new cases of diphtheria began to fall in the U.S., until in 1998 only one case was reported.  

Although diphtheria is rare in the U.S., it appears that the bacteria continue to get passed among people. In 1996, 10 isolates of the bacteria 

were obtained from persons in a Native American community in South Dakota, none of whom had classic diphtheria disease.  There has been 

one death reported in 1999 from clinical diphtheria caused by related bacteria. There are high rates of susceptibility among adults. Screening 

tests conducted since 1977 have shown that 41%-84% of adults 60 and over lack protective levels of circulating antitoxin against diphtheria.  

Although diphtheria is rare in the U.S., it is still a threat. Diphtheria is common in other parts of the world and with the increase in international 

travel, diphtheria and other infectious diseases are only a plane ride away. With the breakdown of the public health services in the former 

USSR, diphtheria epidemics began in 1990, fueled primarily by persons who were not properly vaccinated. From 1990-1998, more than 

150,000 cases and 5,000 deaths were reported.  

Tetanus (Lock Jaw)  

Tetanus is a severe, often fatal disease. The bacteria that cause tetanus are widely distributed in soil and street dust, are found in the waste of 

many animals, and are very resistant to heat and germ-killing cleaners. From 1922-1926, there were an estimated 1,314 cases of tetanus per 

year in the US. In the late 1940's, the tetanus vaccine was introduced, and tetanus became a disease that was officially counted and tracked by 

public health officials. In 1998, only 45 cases of tetanus were reported in the U.S.  

People who get tetanus suffer from stiffness and spasms of the muscles. The larynx (throat) can close causing breathing and eating 

difficulties, muscles spasms can cause fractures (breaks) of the spine and long bones. Some people go into a coma, and die. Approximately 

30% of reported cases end in death.  

Tetanus in the U.S. is primarily a disease of adults. From 1995-1997, 35% of reported cases of tetanus occurred among persons 60 years of 

age or older, 60% occurred in patients 20-59 years of age. The National Health Interview Survey found that in 1995, only 36% of adults 65 

or older had received a tetanus vaccination during the preceding 10 years.  

Worldwide, tetanus in newborn infants continues to be a huge problem. Every year tetanus kills 300,000 newborns and 30,000 birth mothers 

who were not properly vaccinated. Very recently, an increased number of tetanus cases in younger persons have been observed in the  

U.S. among intravenous drug users, particularly heroin users.  Tetanus is infectious (not contagious); unlike other vaccine-preventable diseases, 

immunization by members of the community will not protect others from the disease.  Because tetanus bacteria are widespread in the 

environment, tetanus can only be prevented by immunization.  

Mumps  

Before the mumps vaccine was introduced, mumps was a major cause of deafness in children; it occurred frequently. Mumps is usually a 

mild viral disease. However, rare conditions such as swelling of the brain, nerves and spinal cord can lead to serious side effects such as 

paralysis, seizures, and fluid in the brain.  

Serious side effects of mumps are more common among adults than children. Swelling of the testes is the most common side effect in males 

past the age of puberty, occurring in up to 2050% of men who contract mumps. An increase in spontaneous abortions has been found among 

women who develop mumps during the first trimester of pregnancy.  

An estimated 212,000 cases of mumps occurred in the U.S. in 1964. After vaccine licensure in 1967, reports of mumps decreased rapidly. In 

1986 and 1987, there was a resurgence of mumps with 12,848 cases reported in 1987. Since 1989, the incidence of mumps has declined, with 

a total of 606 cases in 1998. This recent decrease is probably due to the fact that children have received a second dose of mumps vaccine 

(part of the two-dose schedule for measles, mumps, rubella or MMR) and the eventual development of immunity in those who did not gain 

protection after the first mumps vaccination.  

Rubella  

Rubella is commonly known as German measles or 3-day measles — is an infection that primarily affects the skin and lymph nodes. It is 

caused by the rubella virus (not the same virus that causes measles), which is usually transmitted by droplets from the nose or throat that others 

breathe in. It can also pass through a pregnant woman's bloodstream to infect her unborn child. 

It's a generally mild disease in children; the primary medical danger of rubella is the infection of pregnant women because it can cause 

congenital rubella syndrome in developing babies. 

Before a vaccine against rubella became available in 1969, rubella epidemics occurred every 6-9 years, most often among kids 5 to 9 years old. 

Many cases of congenital rubella occurred as well. Thanks to immunization, there are far fewer cases of rubella and congenital rubella.  

http://kidshealth.org/parent/general/body/vaccine.html


Most rubella infections today appear in young, non-immunized adults rather than in kids. In fact, experts estimate that 10% of young adults are 

currently susceptible to rubella, which could pose a danger to children they might have someday. 

Hepatitis A  

Hepatitis A is one type of hepatitis, a liver disease, caused by the hepatitis A virus (HAV). The disease is spread primarily through food or 

water contaminated by stool from an infected person. You can get HAV from 

 Eating food prepared by someone with HAV who did not wash their hands after using the bathroom  

 Having anal/oral sex with someone with HAV  

 Not washing your hands after changing a diaper  

 Drinking contaminated water  

HAV can cause swelling of the liver, but it rarely causes lasting damage. You may feel as if you have the flu, or you may have no symptoms at 

all. It usually gets better on its own after several weeks. 

The hepatitis A vaccine can prevent HAV. Healthy habits also make a difference. Wash your hands thoroughly before preparing food, after 

using the toilet or after changing a diaper. International travelers should be careful about drinking tap water. 

 

 

 

Minimum Requirements  

Children and Students Included in Requirements.  

25 Texas Administrative Code §97.61.  

 At a minimum, the immunizations required in this section are required for all children in the State of Texas, including children 

admitted, detained, or committed in Texas Department of Criminal Justice, Texas Mental Health and Mental Retardation, and Texas 

Youth Commission facilities  

 The immunization requirements also apply to all children and students entering, attending, enrolled in, and/or transferring to child-

care facilities, public schools, private schools, nonpublic schools, or parochial schools.  

 

Sec. 38.001, Education Code, requires:  

 Each student shall be fully immunized against diphtheria, rubeola, rubella, mumps, tetanus, and poliomyelitis.  

 The Texas Board of Health may modify or delete any of the immunizations inSubsection (a) or may require immunizations against 

additional diseases as a requirement for admission to any elementary or secondary school. 

 

For School Enrollment  

Requirements for Enrollment. 25 Texas Administrative Code§97.63: Every child in the state shall be immunized against 

vaccine preventable diseases caused by infectious agents. Admission to school is not allowed until records are produced showing (1) that the 

child has been immunized in accordance with the rules; (2) the child has an exemption from immunization requirements on file with the 

school in accordance with the rules; or (3) that the child is entitled to provisional enrollment.   

Provisional Enrollment. 25 Texas Administrative Code §97.66: Provisional enrollment allows a student to enroll in school under the 

following situations:  

1.  Transfer Students  

Students transferring from one Texas public or private school to another.  

2.  Homeless Students  
Students who are defined as homeless according to the federal McKinney-Vento Act, 42 U.S.C. §11434a.  

http://www.nlm.nih.gov/medlineplus/hepatitis.html


3.  Students In-Progress  

Student who have received at least on dose of each specified age-appropriate  vaccine required by DSHS rules.  To remain enrolled, 

students must complete the required subsequent doses of each vaccine series on schedule and as rapidly  as is medically feasible and 

provided acceptable evidence of vaccination to the school. The school nurse or school administrator shall review the immunization 

status of a provisionally enrolled student every 30 days to ensure continued compliance in completing the required doses of 

vaccination. If, at the end of the 30-day period, a student has not received a subsequent dose of vaccine, the student is not in 

compliance and the school shall exclude the student from school attendance until the required dose(s) is (are) administered.  

By Age  

Texas Minimum State Vaccine Requirements for Children Ages 0-43 Months Attending Child- 

Care Facilities  
 

This chart summarizes the vaccine requirements incorporated in Title 25 Health Services, §§97.61-97.72 of  

the Texas Administrative Code (TAC). This chart is not intended as a substitute for consulting the TAC, which  

has other provisions and details. The Department of State Health Services is granted authority to set  

immunization requirements by the Human Resources Code, Chapter 42 

 

VACCINES 

 

DTaP:  Diphtheria, tetanus, and pertussis (whooping cough); Record may show DT or DTP 

IPV:  Inactivated Poliovirus 

Hib:  Haemophilus influenzae type b vaccine 

MMR:  Measles, mumps, and rubella vaccines combined 

Hep B:  Hepatitis B vaccine 

Hep A:  Hepatitis A vaccine 

Varicella:  Chickenpox vaccine 

PCV:  Pneumococcal conjugate vaccine  

 

 

AGE                                                                      VACCINE REQUIREMENT 

 

Younger than 2 months                                          No vaccines required 

 

By 3 months                                                           One dose each of polio, DTaP/DT/DTP, Hib(c), hepatitis B(d) 

 

By 5 months                                                           Two doses each of polio, DTaP/DT/DTP, Hib(c), and hepatitis B(d)  

 

By 7 months                                                           Three doses of DTaP/DT/DTP 

                                                                                Two doses each of polio, Hib(c), and hepatitis B(d) 

 

By 16 months                                                         Three doses of DTaP/DT/DTP  

                                                                                Two doses each of polio and hepatitis B(d)  

                                                                                One dose of MMR(b), (d) and Hib(c) 

 

By 19 months                                                          Four doses of DTaP/DT/DTP 

                                                                                Three doses each of polio and hepatitis B(d) 

                                                                                One dose each of MMR(b), (d), varicella(e), and Hib(c) on or after first birthday 

 

By 25 months                                                          Four doses of DTaP/DT/DTP  

                                                                                Three doses each of polio and hepatitis B(d) 

                                                                                One dose each of MMR(b), (d), Hib(c), varicella(d), (e), and hepatitis A(d) received on or                                                          

                                                                                    after 1st birthday  

                                                                                 

By 43 months                                                          Four doses of DTaP/DT/DTP  

                                                                                Three doses each of polio and hepatitis B(d) 

                                                                                Two doses of  hepatitis A(d) 

                                                                                One dose each of MMR(b), (d), Hib(c), and varicella(d), (e) received on or after 1st birthday  

 

        



 

 

(a) In accordance with the most recent General Recommendations on Immunizations adopted by the Centers for Disease Control and       

Prevention (CDC) issued by the Advisory Committee on Immunization Practices (ACIP) regarding the validity of vaccine doses 

administered less than or equal to 4 days before the minimum interval or age will meet this requirement. 

 

       (b)  MMR (or one dose of each of its components) must have been received on or after the 1st birthday if the vaccine was administered on            

              or after September 1, 1990.  Measles vaccine received prior to September 1, 1990 may have been administered in the calendar month      

              of the 1st birthday. 

 

        (c)  Complete series of any Haemophilus influenzae type b (Hib) vaccine, OR one dose of any Hib vaccine given at or after 15 months of     

              age. A Hib primary series and booster is two doses (two months apart) and a booster dose on or after 12 months of age, received at   

              least two months after the last dose. 

 

       (d)  Serologic confirmation of immunity to measles, mumps, rubella, hepatitis B, hepatitis A, or varicella or serologic evidence of infection            

              is acceptable in lieu of the vaccine.  

 

(e)  Previous illness may be documented with a written statement from a physician, school nurse, or the child’s/student’s parent or            

      guardian containing wording such as: “This is to verify that (name of student) had varicella disease (chickenpox) on or about (date)      

      and does not need varicella vaccine.” 

 

 

 

 

Texas Minimum State Vaccine Requirements for Pneumococcal Vaccination (PCV) for Children Ages 2-59 Months 

Attending Child-Care Facilities 

 
 

AGE OF CHILD                                   VACCINE REQUIREMENT 

 

2 months through 3 months                     1 dose 

 

4 months through 5 months                     2 doses 

 

6 months through 11 months                   3 doses     

                                                                 OR  

                                                                 2 doses if a child received the first dose from 7-11 months of age 

 

 12 months through 23 months                For children who have received                                           

                                                                 3 doses prior to 12 months of age: 

                                                                 4 doses are required with one dose 

                                                                 on or after 12 months of age 

                                                                 OR 

                                                                  For children who have received 1                                

                                                                  or 2 doses prior to 12 months of                        

                                                                  age:  

                                                                  3 doses are required with one dose     

                                                                  on or after 12 months of age 

                                                                 OR 

                                                                  For unvaccinated children 12-23                          

                                                                  months of age:  

                                                                  2 doses are required                           

                     

 

  



24 months through 59 months                1 additional dose* is required for unvaccinated children or those who have any      

                                                                 incomplete series 

                                                                 OR 

                                                                0 additional doses are required for children who have a complete series. Each of     

                                                                thethree scenarios below is considered a complete series: 

 At least 3 doses with one dose on or after 12 months of age  

 2 doses with  both doses on or after 12 months of age 

 1 dose on or after 24 months of age 

 

* Two additional doses may be needed if the child is determined to be at high risk. Physicians will determine if a child is 

high-risk and vaccinate accordingly. 

 

 

 

 
 

 Texas Minimum State Vaccine Requirements for Students Grades K-12 

 

a. Polio: 4 doses - unless the 3rd dose was on or after 4
th

 birthday.  

b. DTP/DTaP: 5 doses -5 doses of DTP/DTaP/DT are required unless the fourth does was administered on or after 

the 4
th  

birthday.  Students 7 years or older: Three doses meet the requirements if one dose was receicved on or 

after the 4th birthday.  7th grade: One dose of Tdap required five years after last dose of DTP/DTaP/DT.  

8th-12th grade:  One dose of Tdap required ten years after last dose of DTP/DTaP/DT.  Td is acceptable in place 

of Tdap if a medical contraindication to pertussis exists.   

c. MMR: 2 doses of measles-containing vaccine with the first dose on or after the first birthday; second dose by 

age 5 or entry into kindergarten.  

d. Hepatitis B: 3 doses are required.  Students 11-15 years of age: Two doses meet the requirements if adult 

hepatitis B vaccine (Recombivax) was receivced.   

e. Hepatitis A: 2 doses are required with first dose on or after the first birthday. 

f. Varicella: 2 doses for K, 1st, 7th, and 8th grade with first dose on or after first birthday.   1 dose is required for all 

other grade levels. For any student who receives the first dose on or after 13 years of age, 2 doses are required. 
g. Meningococcal:  1 dose. 

 

 

Exemptions  

Serologic Confirmation of Immunity (or Serologic Proof of Infection)  

25 Texas Administrative Code §97.63 & 97.67:  

 Serologic confirmation of immunity to measles, rubella, mumps, hepatitis A, or hepatitis B is acceptable in lieu of 

vaccine against the serologically confirmed disease.  

 Evidence of measles, rubella, mumps, hepatitis A, or hepatitis B illnesses must consist of a laboratory report 

indicating confirmation of immunity or confirmation of infection.  

 The school shall accurately record the results of any serologic tests supplied as proof of immunity. The original 

should be returned to the child or the child’s parent or guardian.  

 All histories of varicella illness must be supported by a written statement from a physician or the child’s parent or 

guardian containing wording such as: “This is to verify that (name of student) had varicella disease (chickenpox) on 

or about (date) and does not need varicella vaccine,” or by serologic confirmation of varicella immunity. School 

nurses may also write this statement to document cases of chickenpox that they observe.  

 The school shall accurately record the existence of any statements attesting to previous varicella illness as proof of 

immunity. The original should be returned to the child or the child’s parent or guardian.  

Medical Contraindications  

Excerpt from 25 Texas Administrative Code §97.62: The child or student must present an affidavit or certificate signed by a 

physician (M.D. or D.O.) duly registered and licensed to practice medicine in the United States who has examined the child, 

in which it is stated that, in the physician’s opinion, the vaccine required is medically contraindicated or poses a significant 

risk to the health and well-being of the student or any member of his or her family or household. Unless a lifelong condition 

is specified, the affidavit or certificate is valid for only one year from the date signed by the physician and must be renewed 

every year for the exclusion to remain in effect.  



Exemptions for Reason of Conscience, Including Religious Belief  

HB 2292 that included language allowing an exemption to vaccine requirements for school admission for reasons of 

conscience, including religious beliefs.  In order to qualify under this standard, a parent must use only an official form 

obtained in writing from the Department of State Health Services, Immunization Division, 1100 West 49
th

 Street, Austin, TX 

78756.  This form must be notarized and submitted to the principal or nurse within 90 days of notarization. The affidavit 

will be valid for a two-year period.   Each child in the family must have a separate form.  This exemption does not apply in 

times of emergency or outbreak declared by the Commissioner of Health or local health authority.  

Authorization/Consent  

Sec. 32.101, Family Code  

In addition to parents, persons authorized to consent to immunization of a child include a guardian of the child and any person 

authorized under the law of another state or by a court order to consent for the child. If neither parents nor guardians are 

available, consent may be given by a grandparent, an adult brother or sister, an adult aunt or uncle or a stepparent unless they 

have knowledge that a parent or guardian has refused to give consent for immunization, has been told not to consent for the 

child, or has withdrawn a prior authorization for the person to consent.  

Documentation  

School Records  

25 Texas Administrative Code, §97.72: All schools are required to maintain records of the immunization status of 

individual students during their period of attendance at the school. Records must be made available for inspection by 

representatives of the Texas Education Agency, the Department of State Health Services, or the local health 

departments/districts. See Chapter 3, Student Health Record Retention Schedule  

Acceptable Documents of Immunizations  

25 Texas Administrative Code, §97.68: (a) Vaccines administered after September 1, 1991, shall include the month, day, and 

year each vaccine was administered. (b) Documentation of vaccines administered that include the signature of stamp of the 

physician or his/her designee, or public health personnel is acceptable. (c) An official immunization record generated from a 

state or local health authority, such as a registry, is acceptable. (d) A record received from school officials including a record 

from another state is acceptable.  



KISD Campus Procedures for Student Immunization Records 

Summary of the Department of State Health Services Rules (DSHS)  

1. The student will be required to receive the necessary vaccinations in order to enroll or start school.  If the student 

has started the series and is on schedule, he / she can enroll provisionally (temporarily) until it is medically feasible 

to receive the next vaccine dose.  

2. Parents are responsible for providing a complete and current documentation of their child’s vaccination record.  This 

record must show the month, day, and year each immunization was received, as well as clinic validation.  

Currently Enrolled KISD Students  

1. The campus nurse will mail a written notice to the student’s parent two (2) weeks prior to the due date (when 

possible) for the DSHS’ required shots (vaccines).  

2. If updated shot records from the health clinic / doctor’s office are not received by the campus nurse following this 1
st

 

two week notice, a 2
nd

 notice will be mailed.   

3. Prior to the end of the 2
nd 

two week period, the campus nurse will attempt to contact the parent by phone.  (This 

phone contact will not extend the 2
nd

 notice’s due date.)  

4. If at the end of this four (4) week period (1
st

 notice + 2
nd

 notice) an updated shot record has not been received by the 

nurse’s office, the campus nurse will then refer this matter to the principal’s office.  The nurse’s referral will include 

these items:  

 Shots required by DSHS for the individual student  

 Dates when 1
st

 and 2
nd

 notices mailed  

 Note of any phones calls or other communication with student / parent  

Upon referral to the campus office by the school nurse, the matter is to be handled as a campus disciplinary procedure 

for non-compliance with campus rules.  

5. The campus office will contact parents by phone and inform them that the student cannot return to school until all 

shot records are current.  If the parents cannot be reached by phone, a letter will be sent home with the student.  

6. If the student returns to school without the updated shot record, the parent will be contacted and asked to pick their 

child up, or the school resource officer will take the student home.  If the parent cannot be contacted, the student will 

be placed in ISS for the remainder of the day or until the parent is notified.  (Repeat process, etc.)  

New (transfer) students to KISD  

1. The campus office will have the campus nurse review the new student’s immunization / shot record prior to formally 

enrolling the student. Parents will be asked to stay until the shot record has been reviewed.  If the parent cannot wait, 

he / she will be asked to bring the student back when they have more time.  

2. If no shot record is presented by the parent, the campus office / nurse will call the sending school for verbal 

confirmation.  If possible, the sending school will also be asked to fax a copy of the shot record.  

3. If the student is not current with the DSHS’s requirements, or if information is not available from the sending 

school, the student will not be enrolled and the parent will be informed of which shots are needed.  Copies of the 

health clinic contact information will also be made available to the parent.  

 

Any exception to these guidelines involving the campus office procedures must be approved, per individual student, by the 

principal. This would be a temporary waiver of the above-noted process and would only occur under extenuating 

circumstances.  

Note: The nurse’s office referral notices (#1, #2, & cover letter) will reference the state law (DSHS), truancy, and phone 

numbers for the health departments.  Also, a brief summary of the new DSHS immunization rules will be provided for the 

campus offices.  



Chapter 5  

MEDICATION ADMINISTRATION  

Guidelines for Administering Medications   

Medication Administration Off of School Grounds  

Self-Administration of Medication  

Herbal and Dietary Supplements  

Psychotropic Medications in Schools  

Medications for Diabetes in Schools  



Guidelines for Administering Medications  

The purpose of these guidelines is to give school personnel basic knowledge of medication administration at school. The 

goal is safe and accurate administration of oral, topical, inhalant, nebulizer, suspension, injectable, and intravenous 

medications, including emergency medications when necessary.  

Definitions  

Commonly used concepts and definitions for medication administration. 

A. Medications: Substances used to prevent, diagnose, cure, or relieve signs and symptoms of disease. 

B. Sources: Plant, animal, mineral and synthetic.  

C. Action:  

1. Local: Act mainly at site of application.  

2. Systemic: Absorbed into the bloodstream and circulated in the body.  

3. Variables that effect actions:  

a. Dose  

b. Route of administration  

c. Drug-diet interactions  

d. Drug-drug interactions  

e.  Age  

f. Body weight  

g. Sex  

h. Pathological conditions (disease states)  

i. Psychological considerations  

D. Adverse effects: all medicines are capable of producing undesired responses ranging from rare, mild, and 

localized, to widespread, severe and life- threatening, depending on the medicine and the person receiving it.  

E. System of Naming: medicines are classified and grouped according to their effect on a particular body system, 

therapeutic use, and chemical characteristics. a) Generic: Related to chemical or official name. b) Brand or 

trade: Designated and patented by the manufacturer.  

F. Classification of Drugs:  

1. Prescription: Medications including controlled substances that require a prescriber’s order.  

2. Over the Counter (OTC): Drugs that may be purchased without a prescription (i.e., first aid cream, 

analgesics, antacids).  

               G.   Schedule of Controlled Substance: Five schedules of drug and drug products under the jurisdiction of the                     

                      Controlled Substances Act related to the abuse potential of drugs. Listings are subject to change. For a             

                      complete list, contact the Drug Enforcement Administration (DEA) or a pharmacist.  

1. Schedule I. Substances that have no accepted medical use in the U.S. and have a high abuse potential (e.g., 

heroin, LSD, etc.)  

2. Schedule II. Substances that have a high abuse potential and/or with severe psychic or physical dependence 

liability. No prescription renewals are permitted. Consists of narcotic, stimulant, and depressant drugs (e.g., 

opium, codeine, Demerol, Percodan, Dexedrine, and Ritalin).  

3. Schedule III. Substances that have some potential for abuse. Use may lead to low-to-moderate physical 

dependence or high psychological dependence. Includes compounds with limited quantities of certain 

narcotic drugs and nonnarcotic drugs (e.g., Doriden, compound or mixture containing secobarbital).  

4. Schedule IV. Substances with low potential for abuse. Use may lead to limited physical or psychological 

dependence (e.g., Phenobarbital, Placidyl, Librium, Valium, Tranxene, Darvon, and Talwin-NX). .  

5. Schedule V. Substances subject to state and local regulation. Abuse potential is low. Limited quantities of 

certain narcotic and stimulant drugs generally for antitussive, antidiarrheal and analgesic purposes.  

 

All medications must be brought to school by a parent / guardian, in the original container, along with a 

medication consent form.  The nurse will not administer medications if they are not properly identified or have 

passed the expiration date.  

Written Requests for Medication Administration  

According to Section 22.052, Education Code, any medication administered to a student in a Texas school must have a 

written request/authorization from the student’s parent or legal guardian and must “appear… to be in the original container 

and … be properly labeled.”  



Written request from a parent or guardian shall contain:  

 The student’s name;  

 The name of the medication to be given;  

 Date of permission and number of days the medication is to be given;  

 Time of day the medication is to be given; and  

 Signature of parent or legal guardian.  

According to the Kountze Independent School district’s policy, parental consent is valid for one year past the date of 

signature or a treatment change occurs.  In the event of a treatment change, obtain the information from the provider and 

parent and follow the same guiding principles as with any new medication. (Medication Consent Forms are available in the 

nurse’s office, the campus front office, and on the district website-kountzeisd.org)  

Original Container  

A properly labeled original container shall, if prescription, be dispensed from a pharmacist and shall contain a clear and 

legible label with:  

 Name and address of the pharmacy;  

 Name of the patient (student);  

 Name of the prescribing practitioner;  

 Date the prescription is dispensed;  

 Instructions for use; and  

 Expiration date of the medication.  

Unless otherwise directed by the prescribing practitioner, in addition to the information listed in this section, the label shall 

bear:  

 Brand name, or if no brand name, then the generic name of the drug dispensed;  

 The strength of the drug; and  

 Name of the manufacturer or distributor of the medication (name of the manufacturer or distributor may 

be reduced to an abbreviation or initials if they are sufficient to identify the manufacturer).  

 Combination drug products without a brand name must list the principal active ingredient on the label.  

If the medication requested by the parent or guardian is OTC (over the counter/nonprescription), the medication must be 

provided by the parent in what “appears to be the original container,” which should include recommended dosage and 

directions. See below for a further discussion of OTC medications in schools.  

Change in Original Request  

Changes in directions for administering a medication can be received via telephone from the prescribing provider, but must 

be confirmed in writing within 3 days of the change. Legible faxed orders and changes may be accepted.  

Additional Information Needed  

Although not legally required, the school nurse or person assigned to administer medications to students may request the 

following information:  

Emergency contact numbers for the provider and the parent/guardian and the address of the prescribing provider.  

 The student’s diagnosis (reason for the medication) and anticipated length of treatment.  

 Any special handling instructions for the medication.  

 Any serious reaction(s) that can result from either administering OR withholding the medication.  

 Any other medications the student is taking, including herbal or dietary supplements or OTC 

medication.  

 Any medication or other allergies the student has.  

 Any other health problems or illnesses that the student has.  

 Administration instructions from the parent/guardian should match those printed on the labeled container.  

 An explanation as to why the medication cannot be administered at home.  

 Was at least one dose of the medication given at home? If so, what was the child’s reaction, if any? If not, why 

not?  

Whether over-the-counter or prescription medication, KISD encourages parents to schedule the administration of 

student medication in such a manner that medication brought to school will be kept to a minimum.  Therefore, it is 



policy that medications not be sent to school if they are ordered to be given:  

1. Daily  

2. Two times a day (BID)  

3. Three times a day (TID)  

4. Every 8 hours  

5. Every 12 hours  

These medications may be given at home, before school, after school and at bedtime.  The exceptions would be 

medications that are prescribed to enhance the student’s ability to function in the school environment effectively. For 

example, medications used for learning disabilities, behavior modifications, seizures, diabetes, and  psychiatric 

problems.   

 

** Narcotic pain relievers (or any other controlled substances) will not be administered on school 

grounds. 

 

Storage of Medications  

Kountze Independent School District will allow a two –week (10 days)  supply or less of prescribed medication kept in an 

appropriately labeled container, which is locked and secured in a locked box or within a locked cabinet. Access to keys for 

the storage space in which medication is kept should be limited to the school nurse, the principal, and authorized staff. A 

listing of authorized staff should be maintained by the principal and updated routinely. Keys to medication storage should 

never leave school grounds. Arrangements need to be made for medications requiring refrigeration. Unless picked up, all 

medications remaining in the clinic will be destroyed on the day following the last day of classes.   The school nurse will 

attempt to contact the parent/guardian of any student who still has medication stored in the clinic prior to the end of the 

school year.   

Procedures for Administering Medications  

Five “Rights” of Medication Administration  

 Right Student – Properly identify student. (Hint: Rather than asking student “Are you Jane Doe?” before 

administering the medication, ask the student instead to state their name).  

 Right Time – Administer medication at the prescribed time. This can usually be within 30 minutes on either 

side of the designated time unless otherwise specified by the provider or the pharmacist.  

 Right Medicine – Administer the correct medication. Check 3 times—see procedure for medication 

administration below.  

 Right Dose – Administer the right amount of medication.  

 Right Route – Use the prescribed method of medication administration.  

Procedure for Medication Administration   

A. Follow the KISD’s policy for administering medications to students  
1. Wash hands. Administration of medication is a clean (not sterile) procedure.  

2. Verify authorization, check the label. Seek help for questions and dose  

3. Gather necessary items.  

4. Prepare and give medications in a well-lit area.  

5. Check the label for name, time, medication, dose, and route when picking up the medication bottle.  

6. Prepare the correct dosage of medication without touching medication if possible.  

7. Check the label for name, time, medication, dose, and route while preparing the correct dose.  

8. Check the label for name, time, medication, dose, and route before returning the container to the locked 

cabinet.  

9. Do not leave medication unattended or within reach of the student.  

10. Identify the student. Ask the student to say his/her name. Nonverbal students may need third party assistance 

with identification.  

11. If the student questions the right medication, stop, and verify the medication against records or with parent.  

12. Ask and observe the student for any unusual behaviors or conditions prior to medication administration. If any 

noted, do not give the medication. Report the behavior immediately and record.  



13. Explain procedure to student.  

14. Position the student properly for medication administration.  

15. Provide equipment and supplies as needed.  

16. Administer the correct dose of medication to the correct student, at the correct time, by the correct route.  

17. Observe student placing medication in his/her mouth, when applicable.  

18. Record as soon as possible name, time, medication, dose, route, person administering the medication, and any 

unusual observations.  

19. Clean, return, and/or dispose of equipment as necessary.  

20. Wash hands.  

B. Procedures for Administering Oral Medications.  

1. Oral bottled medication:  

a. Remove bottle cap and hold the cap in one hand and the bottle in the other hand.  

b. Pour the prescribed dose into the cap. Do not touch the pill/tablet/capsule.  

c. Transfer medication from cap to a clean medicine cup and give to student.  

d. Give with a full glass of water unless otherwise indicated. Follow special label instructions (e.g., take with 

milk).  

e. Observe student placing medication in his/her mouth.. Transfer medication from cap to a clean medicine 

cup and give to student.  

f. Recap bottle and return it to locked cabinet.  

g. If a student is to receive part (i.e., ½ ) of a pill as a regular dose, be sure parent or pharmacist cuts the pills 

if a school nurse is not available to do so.  

2. Oral individually wrapped medications (“blister packs”):  

a. Remove or tear off number needed and place package in a medicine cup.  

b. Remove and transfer to cup when student takes medication.  

c. Follow above steps d-g.  

3. Oral liquid or powders:  

a. Shake medication per label instructions.  

b. Pour liquid from side of bottle opposite the label (hold label in palm of hand) into graduated medicine cup 

to avoid dripping medicine on label.  

c. Pour medication at eye level and directly in front of eyes in order to get the correct dose.  

d. Measure the dosage at the bottom of the disc (meniscus).  

e. Wipe off any medication on the outside of the container.  

f. Be certain that medication does not cling to cup or spoon to ensure that student receives proper dosage.  

g. Use calibrated medicine dropper or syringe to measure small amounts of liquid.  

h. Hold medicine dropper at right angle to cup to measure drops.  

i. With dropper or syringe: squirt medicine to back and sides of the student’s mouth in small amounts. Do so 

slowly, allowing the student to swallow.  

j. With nipple: pour medicine into the nipple after it has been measured. Allow the student to suck the 

medication from the nipple. Follow with a teaspoon of water from the nipple.  

k. Pour liquid medications into separate containers unless otherwise ordered.  

Give cough syrup undiluted and do not follow with water.  

C. Problems with oral medication administration:  

1. Refusal of medication –  

a. Record on medication sheet. 

b. Report to school nurse, parent, and/or principal. 

2. Vomiting after medication administration–  

a. Record medication and dosage administration time, time of vomiting, and whether or not medication was 

present in the vomit. 

b. Report to school nurse, parent, and/or principal.  

3. Suggestions for students with difficulty swallowing:  

a. Position student in an upright position. (Hint: A relaxed position may be achieved by flexing the student’s 

neck, rounding the shoulders, and  positioning the student in a slightly forward or flexed position).  

b. Give one medication at a time with adequate fluids.  

c. Place medication on back of tongue.  

d. Give medication slowly.  

e. Watch for choking. Placing the student in a relaxed position will lessen the chance of this. Verify that the 

student swallowed the medication.  

f. Give medication with other food or crushed if directed by provider or pharmacist.  

D. Procedures for administering skin (topical) medications:  
1. Gather necessary equipment, such as tongue blade, gauze, tape, cleansing material, cotton-tipped applicator, or 



gloves.  

2. Note condition of affected area. If unusual, report before applying medication.  

3. Cleanse skin gently with soap and water, removing previously applied medication, and apply medication in a 

thin layer or as ordered.  

4. Record any changes seen in skin area treated. Notify school nurse, parent, and/or principal of any change.  

5. Cover with gauze or other skin protector as ordered on label of medication  

E. Procedures for administering eye drops and ointment.  
Use only preparations labeled for ophthalmic use.  

1. Gather necessary equipment: cotton gauze, tissue, and gloves.  

2. Observe affected eye for any unusual condition and report before administering medication.  

3. If needed, cleanse eye with gauzy square of cotton, wiping once from inside to outside. Use clean cotton ball for 

each eye.  

4. Position student with head tilted back and eyes looking up, lying down if possible.  

5. Open eye to expose conjunctival sac (lower inside lid).  

6. Approach eye from outside the field of vision. Avoid touching the dropper tip to anything, including eye, to 

reduce contamination of the medication.  

7. Hold the dropper approximately one inch from the eye. Drop the medication gently into the corner of the eye, 

not on the eyeball. Wait 1 -5 minutes between instillations if more than one drop is ordered.  

8. Gently close eye. Ask student to keep eye closed for a few minutes.  

9. Blot excess medication with a clean cotton ball or tissue.  

10. For ointment: pull lower lid down, apply ointment along edge of lower eyelid from the nose side of the eyelid to 

the opposite side. Avoid touching tip of medication container to the eye to avoid contamination of the 

medication.  

F. Procedures for administering ear drops.  
1. Gather necessary equipment: cotton balls, tissue, and gloves.  

2. Position student:  

a. If lying flat on a cot, turn face to opposite side.  

b. If sitting, tilt head sideways until ear is horizontal.  

3. Cleanse entry to ear canal with clean cotton ball as needed.  

4. Observe affected area for any unusual condition. Report to nurse, parent, and/or principal.  

5. Straighten the ear canal: pull outer ear gently down and back (ages 3 and under) or up and back (children over 

3).  

6. Drop the medication inside the ear canal. Avoid the dropper touching anything, including the ear, to reduce risk 

of contamination of the medication.  

7. Instruct the student to maintain the required position for at least one minute.  

8. Gently rub the skin in front of the ear to assist the medication to flow to the inside of the ear.  

9. If the other ear is to be treated, repeat procedure after 1 minute.  

10. Loosely place a cotton ball in the ear as ordered.  

G. Procedures for Administering Rectal Medications  

1. Place student in side-lying or prone position (on stomach).  

2. Lubricate suppository with water-soluble gel (i.e., K-Y Jelly).  

3. Using a finger cot, gently insert the suppository into the rectum.  

4. Do not insert finger more than ½ inch.  

5. Hold buttocks together for 5-10 minutes. This will help to prevent quick expulsion of the medication, enhancing 

absorption.  

6. Maintain privacy at all times for these students especially!15  

H. Procedures for Administering Enzyme Replacement Therapy (used with students with cystic fibrosis to 

provide pancreatic enzymes).  

1. Enzymes should be given prior to a meal or snack.  

2. Microspheres or microtablets should not be crushed or chewed.  

3. For infants and small children, the capsules should be broken open and mixed with a lower pH food, such as 

applesauce (these enzymes should dissolve in the higher pH environment of the intestines, they are coated with 

an enteric coating that prevents the enzyme from being dissolved until it reaches the intestine. Crushing or 

chewing may disrupt the coating, risking improper absorption).  

Procedures for administering aerosol/nebulizer therapy   

1. Gather equipment and place on clean surface.  

2. Wash your hands.  



3. Connect the small tubing to the air outlet and to the nebulizer cup.  

4. Put the medications in the medication cup (include dosages):  

5. Replace top on cup and connect the mask or mouthpiece.  

6. Position child in a sitting position.  

7. Turn machine on.  

8. Have child take slow breaths.  

9. Observe for side effects.  

10. Stop the treatment when mist is no longer seen.  

11. Encourage child to cough.  

12. Take equipment apart.  

13. Clean cups, tops, masks, mouthpieces, syringes, and medication cup with warm, soapy water.  

14. Do not wash tubing. Wipe off outside with alcohol.  

15. Rinse each piece in running tap water.  

16. Allow to air dry completely.  

17. Put equipment pieces together and place in plastic bag.  

 

Errors and Omissions in Medication Administration and Recording  

 Report medication errors immediately to the Director of Health Services and the parents of the student involved.  

 Errors in recording should be red lined, marked “VOID,” and initialed and dated.  

 Record immediately after administering medication.  

 Record omissions, absence, or refusals immediately. Record what child did or said. Explain.  

 If a student does not appear for a medication, confirm the child’s presence or absence in school.  

Principles of Medication Administration for Non-Nursing Staff  

Non-nursing personnel who are expected to assist students receiving medication at school should have in-service training 

regarding district policy and procedures for administering medication.  

The following are important principles of medication administration:  

1. All drugs have the potential to cause side effects. Observe student’s response to medication and report to parents, 

nurse, or physician (according to district procedure) any changes in behavior or awareness, rash, complaints, or 

anything that may be related.  

2. Give medication exactly as ordered by the health care provider.  

3. Encourage student to drink 6-8 oz of water unless otherwise ordered when medication is taken by mouth.  

4. A “no-show” is not acceptable, especially for seizure medications and antibiotics.  

a. first check attendance and make sure the child is in school  

b. if in school, inquire about the reason for missing medication  

c. if still unclear about why child did not appear for medication, contact the parents.  

5. If child develops a rash, do not give the next dose of medication until you have contacted the parent/guardian and 

he/she has contacted the doctor.  

6. Check storage requirements—heat, light, and moisture. Most medications need to be stored in a cool, dry place. 

Some need refrigeration.  

7. Before giving medication:  

a. Check the name of the student,  

b. The name of the medication, and  

c. Check dosage: When taking it from the locked cabinet, before giving it to the student, and when charting 

that the medication was given.  

8. Errors can happen. Prevent them! Do not allow yourself to be distracted. DO NOT USE ONE CHILD’S 

MEDICATION FOR ANOTHER.  

9. When measuring liquid medication, use standard measuring device, not a tableware teaspoon. Place measuring 

device at eye level and/or on a straight, firm surface.  

10. Document that the medication was given.  

11. If there is an error or medication incident (accident), follow district procedure for notifying school nurse, 

administration, the child’s parents, and/or physician. Complete documentation. It is important to act as soon as the 

error   is discovered. The school administrator or supervisor may report an error made by unlicensed staff. ERRORS 

MUST BE REPORTED.  



Guidelines for Training Unlicensed Employees as Diabetes Care Assistants  

The school principal seeks school personnel appropriate to be trained to assist students with diabetes if/when a school nurse 

is not available. At least three persons should be trained for each school that does not have a full-time school nurse, and at 

least one person should be trained if the school has a full-time school nurse.  

Training Content  

Training curriculum and teaching methods for preparing unlicensed diabetes care assistants should include both knowledge 

and skills components. Both a written test and a skills check should be included, and the learner must pass both in order to 

be designated as an unlicensed diabetes care assistant.  A copy of the training guidelines, test and skills check results, and a 

record of staff training must be maintained by the school nurse or principal.  

Contents shall include, at a minimum, the following elements so that the learner:  

1. Understands the essential elements of the Individual Health Plan (IHP);  

2. Recognizes the signs and symptoms of low blood sugar/glucose (hypoglycemia) and  

3. high blood sugar/glucose (hyperglycemia) levels;  

4. Understands and knows how to take or help the student take proper action if the blood sugar/glucose and/or urine 

ketones are outside the range indicated by the student’s diabetes management and treatment plan;  

5. Performs or assists a student with monitoring of blood sugar/glucose and/or urine ketones using a monitor provided 

by the student’s family and/or urine testing strips for ketone evaluation and recording the results in a designated 

record;  

6. Knows how to safely and properly administer insulin and glucagons according to the student’s diabetes management 

and treatment plan and IHP and knows how to record the action in the designated record;  

7. Knows and recognizes the signs and symptoms and blood sugar/glucose levels that require emergency assistance 

and knows how to take proper action;  

8. Knows and understands the nutritional needs of students with diabetes, including but not limited to the need for 

regular meals, how snacks are utilized in the daily regimen of children with diabetes, how exercise affects blood 

sugar/glucose, and how changes in schedules, such as illness, test and field trips, can affect children’s nutritional 

needs; and  

9. Knows when to call the parent(s), a health care professional and/or 911 for help.  

An unlicensed diabetes care assistant who assists a student as provided by HB 984, in compliance with a student’s individual 

health plan:  

a. Is not considered to be engaging in the practice of professional or vocational nursing  

b. Is exempt from any applicable state law or rule that restricts the activities that may be performed by a person 

who is not a health care professional  

Administration of Over the Counter (OTC) Medications in Schools  

School district personnel should comply with Section 22.052, Education Code, when administering OTC medication (a 

written request from the parent providing consent) and refrain from administering medication that is not in its original and 

properly labeled container. Parental consent, must be renewed each school year. Registered Nurses must consider the Nurse 

Practice Act, which requires them to exercise reasonable and prudent judgment. Long-term need for OTC medication may 

indicate the need for clinical evaluation and possible treatment; nurses must be prepared to advise the families of students 

about such possibilities. Other considerations for the nurse and/or school district include safeguarding other children and staff 

from contagious diseases, preventing disruption to the classroom environment by symptomatic students, and preventing 

classmates from sharing medications. Therefore, KISD has established a policy that prevents continuation of OTC 

medications for more than 5 days without a physician’s release. School administrators and nurses must pay appropriate 

attention to recognized contagious disease policies and to state regulations. The school should restrict the availability of the 

medication from other students, with immediate confiscation of the medication and loss of privileges if medication policies 

are abused or ignored.  

Parents must provide the OTC medications. Dispensing and administering OTC medications to students without parental 

provision of, and written request for, such medication (e.g., Tylenol for a headache) constitutes practicing medicine without 

a license because it assumes diagnosis and treatment of a patient symptom.  

Sample Medications  

Sample medication provided by a physician can be administered by an RN or LVN when the medication is accompanied 

by a written order for the medication from the student’s health care provider AND written permission from the child’s 

parent or legal guardian.  



Students Who Forget to Take Their Medication  

It is the school personnel’s responsibility to give the medication. A forgetful student must be sent for, or medication brought 

to their classroom. It can be given privately outside of the classroom. If a student forgets or refuses to come for medications, 

a conference with parent, counselor, nurse, and student should be arranged. Check the child’s record for an IEP that may 

explain the need for medication and/or provide a rationale for the child’s difficulty in remembering their medication.  

Documentation of Medication Administration  

 At a minimum, records should be specific to each student receiving medication and should include parental consent 

forms, any authorization from the student’s provider, and daily medication logs. Medication logs should contain dose, date 

and time of medication administered, and any reason for omission. Documentation must be done in unalterable ink and 

should include any significant reactions by the student to the medication administered.  

Entries should be signed by the employee that administered the medication. Initials are satisfactory if the full name that 

corresponds with such initials exists elsewhere on the page.  

Disposition of Medication Left in the School/Clinic at the End of the Year  

The following procedures should be followed when medication (prescription or nonprescription) is disposed of 

at the end of the school year:  

Provide advance notice that parents will need to collect medication at the end of the school year by adding this information 

to the school handbook; or include the information a month before the end of school in the school newsletter; or send a 

written notice with the last refill. 

The school nurse should attempt to contact the parent/guardian of any student who still has medication stored in the clinic 

prior to the end of the school year. The parent/guardian shouldbe informed that the medication will be destroyed unless 

picked up by the end of the last day of classes. If the parent wishes to make other arrangements, he/she should contact the 

school or nurse. Car-riders may bring their OTC medication home from school if the parents have signed an 

authority/responsibility form allowing their child to transport the medication. The school or nurse will destroy all medication 

remaining in the school the day after the last day of classes, unless the child will be attending summer school.  

Medications from Mexico  

Medication prescribed and/or purchased in Mexico presents several problems:  

1. The medication label is in Spanish;  

2. Drugs that require a prescription in the U.S. may be purchased over the counter in Mexico; and  

3. In Mexico, a person is not required to be a licensed pharmacist in order to fill a prescription.  

 

For this reason and because the Department of State Health Services does not recommend that schools allow the 

administration of medications that were not prescribed by a license physician in the U.S., KISD does not permit such 

medication to be administered by school employees.  

Special Topic: Medication Administration off of School Grounds (Field 

Trip/Event)  

Occasionally, a student may need a medication while away from school property, but involved in a school-related event 

(field trip or athletic or recreational event). It is not necessary for a nurse to accompany students off school grounds to 

administer medication. Texas law allows principals to authorize other school employees to administer medication as long as 

they are in compliance with Section 22.052, Education Code.  

Before the student leaves, the nurse or employee may place the needed amount of medication into the (original) properly 

labeled container, leaving the remainder of school-maintained medication locked and appropriately labeled. (Parents may be 

asked to maintain this supply at home until the student returns the original container to the school.) The authorized school 

employee on the trip may administer the medication from the original container at the appropriate time(s). A photocopy of 

the parental consent may be made and taken along with the student and the medication. It is recommended that the 

preparation of the medication be made on the last working day before the day of the field trip.  Documentation must comply 

with KISD policy regarding medication administration.  



Alternatively, the parent may provide the required amount of medication (depending on length of the trip) in a separate 

original labeled container (e.g., an extra from the provider or pharmacist), with or without a separate parental consent form 

specific to the event or trip. This may be useful for any trips that exceed one day in length.  

Self-Administration of Medication 

“Self-administration” is defined as the student consuming or applying medication in the manner directed by the licensed 

prescriber without additional assistance or direction. Although several types of medications may fall into this category (e.g., 

emergency epinephrine, insulin), only the self-administration of asthma medication (inhalers) is allowed by the Education 

Code, effective September 1, 2001: Section 38.013, Education Code. SELF-ADMINISTRATION OF PRESCRIPTION. 

Therefore, written documentation is required from a health care provider in order for a student to self-administer other types 

of approved medications at school.   

ASTHMA MEDICINE BY STUDENTS.  

a)  In this section:  

1) "Parent" includes a person standing in parental relation.  

2) "Self-administration of prescription asthma medicine" means a student's discretionary use of prescription 

asthma medicine.  

b) A student with asthma is entitled to possess and self-administer prescription asthma medicine while on school 

property or at a school-related event or activity if:  

1) the prescription asthma medicine has been prescribed for that student as indicated by the prescription 

label on the medicine;  

2) the self-administration is done in compliance with the prescription or written instructions from the 

student's physician or other licensed health care provider; and  

3) a parent of the student provides to the school:  

c) a written authorization, signed by the parent, for the student to self-administer prescription asthma 

medicine while on school property or at a school-related event or activity; and  

d) a written statement from the student's physician or other licensed health care provider, signed by the 

physician or provider, that states:  

I. that the student has asthma and is capable of self-administering the prescription asthma medicine; 

II. the name and purpose of the medicine;  

III. the prescribed dosage for the medicine;  

IV. the times at which or circumstances under which the medicine may be administered; and  

V. the period for which the medicine is prescribed.  

c) The physician's statement must be kept on file in the office of the school nurse of the school the student attends 

or, if there is not a school nurse, in the office of the principal of the school the student attends.  

d)  This section does not: 1) waive any liability or immunity of a governmental unit or its officers or employees; or 

2) create any liability for or a cause of action against a governmental unit or its officers or employees.  

Independent Monitoring and Treatment of Diabetes  

In the accordance with the student’s individualized health plan, a school shall permit the student to attend to the management 

and care of the student’s diabetes, which may include:  

1. performing blood glucose level checks;  

2. administering insulin through the insulin delivery system the student uses;  

3. treating hypoglycemia and hyperglycemia;  

4. possessing on the student’s person at any time any supplies or  

5. equipment necessary to monitor and care for the student’s diabetes; and;  

6. otherwise attending to the management and care of the student’s diabetes in the classroom, in an area of the 

school or school grounds, or at any school-related activity.  

As with self-administration of prescription asthma medication, diabetics are entitled to perform blood glucose level checks, 

possess and self-administer prescribed insulin while on school property or at a school-related event or activity if:  

1) the prescription insulin has been prescribed for that student as indicated by the prescription label on the 

medicine;  

2) the self-administration is done in compliance with the prescription or written instructions from the student’s 

physician or other licensed health care provider; and   

3) a parent of the student provides to the school:  

A. a written statement from the student’s physician or other licensed health care provider, signed by the 

physician or provider, that states:  

i. that the student has diabetes and is capable of self-administering the prescription asthma 



medicine;  

ii. the name of the medicine  

iii. the prescribed dosage for the medicine  

iv. the times at which or circumstances under which the medicine may be administered  

B. The physician statement must be kept on file in the office of the school nurse of the school the student 

attends, each district employee who is responsible for providing transportation and/ or supervising the 

diabetic student during an off campus activity, the diabetes care assistant(s) or if there is no full-time school 

nurse, the statement (IHP) must be left in the office of the principal of the school the student attends, as 

well as the diabetes care assistants, supervisors of off campus activities and each district employee who is 

responsible for providing transportation.  

Herbal and Dietary Supplements  

The RN is obligated to administer only those medications and treatments for which the RN is knowledgeable and there is a 

supporting body of research literature for [sic]. (See BNE Rule 217.11(3).) The RN has the authority to refuse to administer 

medication, which the RN believes is not in the best interest of the patient per Rule 217.11(1a). Further, the RN has the duty 

to clarify and question any unclear order. Therefore, since herbals, home remedies and dietary supplements do not come with 

a doctor’s order, supporting body of research literature, known side effects, FDA approval, or a list of ingredients, the wise 

and prudent RN does not administer them; likewise KISD will not administer herbals or dietary supplements.  

Special Topic: Psychotropic Medications in Schools  

School nurses and other personnel administering medication may need to administer prescribed psychotropic drugs to 

students in Texas schools. The majority of disorders for which a student may be treated with psychotropic or psychoactive 

medications are disorders for which behavioral or psychotherapy is an integral part of the treatment. The most common 

disorders for which nurses might encounter a prescribed psychotropic medication are: depression, attention deficit-

hyperactivity disorder (ADHD), anxiety, bipolar disorder (manic-depression), and phobias. It is vital that school nurses and 

other personnel be familiar with these disorders and their treatment because, like other medical conditions, treatment of 

psychiatric and psychological disorders “is essential … so that [students] can be free to develop necessary academic and 

social skills”.  

The following is a brief review of the psychotropic medications that schools and nurses will most likely encounter. The use 

of these drugs is increasing in children and adolescents. It should be noted, however, that pediatric use of many of these 

medications is not yet specifically approved by the Food and Drug Administration (FDA). Such approval requires 

demonstrated safety and efficacy, and studies of long-term use of these medications by children do not yet exist. This means 

that important clinical information, such as the kinds of side effects most likely to occur, is being extrapolated from studies of 

adult use. Children and adolescents may experience a medication differently from adults. Nurses and school personnel who 

administer and monitor these medications should have regular contact with the child’s psychiatrist or prescribing provider in 

order to be more fully aware of what they should expect (in terms of effect, behavior, etc.). This is especially important since 

many of these drugs are not “approved” to be used either in children or for the disorder for which they are being prescribed 

(e.g., antihistamines for ADHD, antidepressants for anxiety, or antipsychotics for aggressive behavior).  

Antidepressants (Depression)  

The newest class of antidepressants are called selective serotonin reuptake inhibitors ,usually referred to as SSRIs. 

Commonly prescribed brand names include Prozac (fluoxetine), Paxil (paroxetene), and Zoloft (sertraline). These 

medications act in the brain on a chemical messenger called serotonin. A decreased amount of this neurotransmitter in the 

bloodstream is believed to be one cause of depression; these medications regulate its “reuptake” by the brain, allowing for 

greater amounts in the bloodstream. These medications may not have a noticeable effect on mood for the first six weeks after 

beginning administration. However, changes in brain chemistry begin after the first dose. Users of SSRIs sometimes report 

feeling slightly nauseated or jittery with initial use; these symptoms usually resolve in a few weeks to a few months. Chronic 

side effects, however, are often an indication that a different drug is in order. A medication change will usually be to a 

different SSRI, since both the efficacy and the side effects can vary widely among users.  

Older antidepressants fall into one of two classes—tricyclics (TCAs) (i.e., Elavil) and monoamine oxidase inhibitors 

(MAOIs) (i.e. Phenelzine). These drugs also act to regulate the availability of neurotransmitters thought to affect mood—the 

monoamines, serotonin and nor epinephrine. While SSRIs work primarily on regulating only serotonin, TCAs and MAOIs 

act on both serotonin and nor epinephrine simultaneously. This dual action can mean a better antidepressant effect for the 

patient. However, the majority of these medications have dietary restrictions or side effects that make them difficult to 

tolerate. Users of MAOIs must avoid foods containing tryptophan (turkey, chocolate, warm milk) and tyramine (yeast, 

cheese, ripe fruit). Side effects can include GI symptoms, palpitations, and drowsiness. TCA side effects include 



extrapyramidal symptoms and a dry mouth.  

Another relatively new and commonly prescribed antidepressant is called Wellbutrin (bupropion). It does not fall into any of 

the above categories. In fact, little is known about its exact mechanism of action; it does not affect or inhibit monoamine 

oxidase, and compared with other drugs, it is a weak blocker of neural uptake of serotonin. Its antidepressant effect has been 

well demonstrated in adults. A special caution is an increased risk of seizures.  

Antianxiety Medications  

(Anxiety, Phobias) Many health care providers prescribe antidepressant medications for anxiety disorders. However, there 

are specific medications available for anxiety. Anxiolytics, including benzodiazepines (Valium or Xanax), are high-potency, 

and relieve symptoms quickly and have few side effects other than drowsiness. The biggest risk from this class of drug is 

developing tolerance, which can lead to dependence or a need for progressively higher dosages. Because of this, they tend to 

be used for short periods of time. In the case of panic disorder they can be prescribed for six to twelve months. Withdrawal 

symptoms can occur after any length of usage. Other anxiolytics include azipirones (Buspar), which do not have the tolerance 

problems of the benzodiazepines, but can take several weeks to take effect. Side effects include dizziness, headaches, and 

nausea.  

Beta-blockers (such as propanolol) have also been used to treat anxiety, particularly social phobia. They may be used only 

if they are needed in particularly feared situations (such as public speaking) in order to prevent symptoms of nervousness 

(palpitations, shaking hands, etc.).  

Mood stabilizers (Bipolar Disorder) Lithium carbonate is a naturally occurring salt that has been used successfully for 

decadesto calm mania and prevent mood cycling. It is most commonly prescribed for a student with bipolar disorder. Most 

adults with bipolar disorder do very well, but this medication is not as useful with children. The most common side effect is a 

dry mouth and increased thirst, due toits salt properties.  

Anticonvulsants. Depakote (divalproex sodium, valproic acid) is prescribed for childrenwhose disorder includes rapid mood 

cycling. Tegretol (carbamazepine) has antiaggressiveproperties and is therefore useful in treating frequent rage attacks. Side 

effects to these drugs can include drowsiness/sedation, weight gain, and GI symptoms. Newer anticonvulsants being used 

with children include: Neurontin (gabapentin), Lamictal (lamotrigine), Topamax(topiramate), and Gabitril (tiagabine). Of 

these, Gabitril is the only one with FDA approval specifically for adolescents and is also being used frequently in children.  

Stimulants (ADHD)  

Cerebral stimulants, used for children with attention deficit hyperactivity disorder (ADHD), are usually considered quite safe. 

These drugs include Ritalin (methylphenidate), Cylert (pemoline), and Dexedrine (dextroamphetamine). These medications 

seldom make children "high" or jittery, nor are they sedatives. Instead, stimulants help children control their hyperactivity, 

inattention, and other behaviors. Side effects include nervousness, insomnia, palpitations, and anorexia.  

Different providers use the medications in slightly different ways. Cylert is a long acting medication with a duration of 5 -10 

hours. Ritalin and Dexedrine are short-term medicationswith a duration of 3- 4 hours, although longer-term preparations are 

available that can last through the school day. The short-term dose is often more practical for children who needmedication 

only during the school day or for special situations, like attending church or aprom or studying for an important exam. The 

sustained-release dosage frees the child from the inconvenience or embarrassment of going to the office or school nurse 

every day for apill. The health care provider can help decide which preparation to use and whether a child needs to take the 

medicine during school hours only or also on evening and weekends. 

Nine out of 10 children improve on one of the three stimulant drugs. So if one does not produce the desired effect, then others 

should be tried. Usually a medication is used on a trial basis for at least a week before the decision to continue or change to 

another drug is made. Sometimes, changing the dosage of the medication is enough to produce the desired effects.  

Other types of medication may be used to treat ADHD if the stimulants are ineffective or the side effects are too 

uncomfortable for the child or parent. Children with ADHD may exhibit a comorbid disorder, often depression or anxiety. 

Some medications may treat both disorders or it may be necessary to give a medication specific to each disorder. 

Antidepressants and other medications may be used to help control accompanying depression and anxiety. Insome cases, 

antihistamines may be tried. Clonidine, a medication frequently used to treat hypertension in adults, may be effective in 

children with both ADHD and Tourette's  

Syndrome. Although stimulants tend to be more effective, Clonidine may be tried when stimulants are ineffective or cause 

too many side effects. Clonidine can be administered either by pill or by skin patch; possible side effects include 

drowsiness/sedation, dry mouth, and/or constipation.  



As with any medication used in Texas schools, psychotropic drugs should be administered according to Section 22.052(a), 

Education Code, i.e., only with written parental request and only from the original and properly labeled container. Unlicensed 

personnel who administer these medications do not have the education or training to monitor students for related problems or 

side effects. School nurses are in a unique and extremely useful position to provide this type of monitoring.  Regular 

administration of psychotropic medication provides the nurse with a daily opportunity to use the nursing process to assess 

these children for problems. If identified, the nurse can offer feedback to the family and the student’s health care provider . 

Changes made to the student’s treatment should be discussed with the school nurse.  

Antipsychotic Medications.  

Antipsychotic medications can be helpful in controlling psychotic symptoms (delusions, hallucinations) or disorganized 

thinking. These medications may also help muscle twitches ("tics") or verbal outbursts as seen in Tourette's Syndrome. They 

are occasionally used to treat severe anxiety and may help reduce very aggressive behavior. Examples of traditional 

antipsychotic medications include: Chlorpromazine (Thorazine), Thioridazine (Mellaril), Fluphenazine (Prolixin), 

Trifluoperazine (Stelazine), Thiothixene (Navane), and Haloperidol (Haldol). Newer antipsychotic medications include: 

Clozapine (Clozaril), Risperidone (Risperdal), Quetiapine (Seroquel), Olanzapine (Zyprexa), and Ziprasidone (Zeldox).  

Special Topic: Medication for Diabetes ( Type I and II) in Schools  

Usual targets for blood sugars are: 75% or more readings between 70 and 150 mg/dl. However, individual targets are 

often set for each child. It is important to consult with parents and possibly the child's diabetes team to determine the 

appropriate targets for that child.  

Insulin’s vary in their onset and duration of action. Most students will have a schedule that includes a combination of short- 

and intermediate-acting insulin, taken a half hour before both breakfast and the evening meal. Blood glucose is lowest when 

insulin has its peak effect. Meals and snacks are planned for this time. Dosage of insulin is determined by body size, activity 

level, state of health, dietary intake, and duration (rather than severity) of diabetes, and is prescribed by the student’s health 

care provider. Directions for administration by school personnel should be clearly written. Although in many states, insulin 

administration is the responsibility of the school nurse, in Texas the Education Code allows any school district employee to 

administer this medication under the direction of the principal. Employees authorized to administer insulin should be aware 

of and familiar with the different types of insulin. Student responsibility for insulin self-injection should occur when the 

child’s developmental level indicates that this is an appropriate goal, and is agreed upon by the parents, the child, and the 

health care provider (See also “Self-Administration of Medication” section in this manual).  

Administration of insulin should include these 3 steps:  

1. Inspect the insulin. Check the expiration date printed on the label. Humalog and Regular insulin are clear, others are 

cloudy. Long- and intermediate-acting insulins must be gently mixed by rolling the vial between palms.  There 

should be no clumping of particulate in the insulin.  Do not use insulin that is not uniform in consistency.  

2. Select injection site. Injections may be given in the abdomen, thighs, buttocks, or arms.  Insulin sites should be 

rotated in order to avoid tissue damage, which  results in the poor absorption of the insulin. Speed of absorption 

decreases with each of the following sites: arms, legs, and buttocks.  

3. Inject the insulin:  

a. Get supplies.  

b. Wash hands. 

c. Roll bottle to mix. Wipe top with alcohol swab.  

d. Pull plunger down to _____ units.  

e. Push needle into bottle. Push plunger up.  

f. Pull plunger down to _____ units.  

g. Locate injection site. Wipe with alcohol swab.  

h. Pinch up skin. Push needle into skin and push plunger in. 

i. Pull needle out.  

j. Dispose of syringe per care plan. 

Care and Storage of Insulin  

Effectiveness of insulin depends on careful handling and storage. Date the insulin when it is opened and discard 30 days after 

opening. Check the expiration date on stored insulin regularly. Other points to remember:  

 Keep insulin refrigerated for longer shelf life. If a refrigerator is not available, a cool pack may be used. Un-

refrigerated insulin should be kept as cool as possible.  

 Do not let insulin freeze. If it does, discard it immediately.  



 Keep insulin away from heat and light.  

 Clumping or frosting results from too much shaking or rough handling. Discard.  

 Insulin may be carried in a fanny pack or backpack with an ice pack, as long as it is positioned so it does not 

freeze or get too warm61.  

 Pre-filled insulin pens should be stored in a refrigerator but not be refrigerated once they are started. Insulin pens 

with cartridges are not refrigerated, although the unused cartridges are refrigerated. The time period of use for an 

insulin pen may vary from manufacturer to manufacturer and needs to be noted by the school nurse/employee.  

 Students who wear an insulin pump should keep an extra set of tubing and extra batteries in the nurse or 

principal’s office.  

 Syringes and needles should be kept in a locked cupboard.  

 Disposal of syringes and needles should be in compliance with Occupational Safety  

 and Health Administration (OSHA) guidelines.  

Insulin Pumps  

An insulin pump is a small mechanical device that delivers insulin into the body via a thin plastic tube: an infusion set. The 

pump is worn outside the body in a pouch or on a belt holder. The infusion set is a long, thin plastic tube that connects the 

pump to a small, flexible plastic needle or cannula that is inserted beneath the skin at the infusion site (usually the abdomen). 

The infusion set is kept in place for two to three days and then moved to a new location (usually this is done at home before 

coming to school). All insulin is delivered through the infusion set.  

The insulin pump is not an artificial pancreas. It is a computer-programmed pump that delivers either Humalog or buffered 

regular insulin in precise amounts at preprogrammed times. The pump must be programmed by the student/family so it will 

deliver insulin when desired. Blood sugars must still be monitored by the user.  

Pumps deliver insulin in two ways: the basal rate and a pre-meal bolus. The basal rate is a small amount of insulin delivered 

continuously throughout the day, which should control blood glucose between meals and at night. Pumps allow the user to 

program different basal rates based on time of day (i.e., to receive less at night). Basal rates for children can be quite small, 

such as 0.5 units per hour. Pumps can accurately deliver insulin in 0.1 unit increments. Pre-meal boluses are designed to 

cover the food eaten during a meal. Boluses can be programmed any time to accommodate changes in mealtimes.  

An insulin pump contains a small reservoir of insulin, a small battery-powered pump, and a computer that controls its 

operation. All are reasonably sturdy and should hold up to typical sports and play activities of child and adolescent users. 

Pumps have a variety of features, and some are even waterproof.  

A plan to address pump malfunction must be developed by the parents, healthcare provider and school nurse. Students may 

have symptoms of hypo or hyperglycemia but ignore them or blame them on hunger or another problem and not recognize 

that their pump is malfunctioning. When any symptoms occur it is important to test the blood glucose and check for hypo or 

hyperglycemia. High levels must be reported.  

Insulin Reactions  

Insulin reactions occur when the amount of sugar in the blood is too low.  This is caused by an imbalance of insulin, too 

much exercise, or too little food. The child may recognize many of the following warning signs of low blood sugar and 

should be encouraged to report them:  

 Excess Hunger  Blurred Vision  

Perspiration  Irritability 

 Pallor  Crying  

 Headache  Confusion  

 Dizziness  Inability to Concentrate  

Nervousness or Trembling Drowsiness or Fatigue 

Poor Coordination Abdominal Pain or Nausea 

Inappropriate Actions/Responses 
 

Treatment  

At the first sign of any of the above warning signs:  

A. Give sugar immediately in one of the following forms:  



1. Sugar-5 small cubes, 2 packets, or 2 teaspoons  

2. Fruit juice- ½ to 2/3 cup 

3. Carbonated beverage- (Not diet or sugarless soda) 6 ounces  

4. Candy- ¼ to 1/3 candy bar 

5. Cake icing or honey 

B.   The student experiencing a reaction may need coaxing to eat.  If improvement does not occur within 15-20 

minutes, repeat feeding.  If the child does not improve after administration of the second feeding containing sugar, 

notify the parents, administrator, and district registered nurse.  



 

 
KOUNTZE INDEPENDENT SCHOOL DISTRICT 

 MEDICATION CONSENT FORM 
 

SCHOOL (circle one):  Elementary Intermediate  Middle School High School 
 246-3877 246-8230 246-3551  246-3474 
 

Student __________________________________________________ Grade _____________ 
 
Address __________________________________________________ Phone _____________ 
 
Physician _________________________________________________ Phone _____________ 
 
Address ________________________________________________________________________ 
 

 
Name of Medication/Dosage                  

 
Time to be given                                      

Reason for Medication Discontinue 
Date 

    

    

    

    

    

 
 
 The medication must be brought to school by the parent or guardian in its original container with 

the appropriate label intact.  IF MEDCATION IS NOT PROPERLY LABELED, IT WILL NOT BE GIVEN. 
 

 The medication will be given to the student per the physician’s instructions.  Any medication left in 
the nurse’s office at the end of the school year must be picked up by the last day of the school year.  
If not picked up, the medication will be discarded. 
 

 If medication is to be given on an “as needed” (PRN) basis, state condition under which medication 
is to be given:____________________________________________ 
 

 I hereby authorize the above school to give medication(s) to my child according to the directions 
stated above, and further authorize them to contact the child’s physician.  I agree to hold the School 
District, its employees and agents who are acting within the scope of their duties, harmless in any 
and all claims arising from the administration of this medication at school. 
 

 I also agree to inform the school in writing immediately of any changes in medication orders.  No 
more than ten (10) days of prescription medication will be maintained in the nurse’s office.   

 
_______________________________________________________________ ______________________ 
Parent/Legal Guardian Signature Date 



Chapter 6  
 

TREATMENTS AND CARE PLANS 

Chronic Illness Protocols 

 Acute Care Protocols & Orders  



Chronic Illness Protocols  

Allergies  

An allergy is defined as a “harmful, increased susceptibility to a specific substance,” also known as hypersensitivity. 

Immunity is characterized as a “protective, enhanced resistance” to a foreign substance. The immune system acts in the body 

as a defense mechanism against foreign materials. It operates through the action of cells (cell mediated immunity) and 

through proteins in the blood known as antibodies (humoral immunity). An antigen is a substance that stimulates an immune 

reaction; an antigen producing an allergic reaction is called an allergen.  

Allergens cause the immune system, specifically white blood cells, to produce IgE antibodies that attach themselves to mast 

cells or basophils. Mast cells are usually found in the respiratory and gastrointestinal tracts, as well as the skin; basophils are 

found in the blood. As many as 500,000 of these IgE molecules may collect on a single cell. When the allergen and the IgE 

antibody combine, they release potent chemicals such as histamines, which produce many of the familiar allergic symptoms 

such as runny nose, watery eyes, itching, and sneezing. Asthma, a far more serious disease, results in wheezing and shortness 

of breath due to a narrowing of the bronchial tubes. Asthma is caused by a sensitivity to certain allergens like pollen, mold 

spores, or house dust mites, and is typically aggravated by respiratory tract infections, i.e. colds and flu. Emotional stress can 

also exacerbate an attack. Stress, however, is typically a secondary factor of a disease that is primarily allergic in nature. 

Asthma is discussed in further detail below.  

Allergic reactions can result in allergic rhinitis or sinusitis, with the usual accompanying discomfort caused by inhaling 

allergens in the form of weed, tree, and grass pollen, mold spores, house dust, and animal dander. Rhinitis is defined as an 

inflammation of the mucous membranes of the nose, and can be allergic or non-allergic. Allergic rhinitis is caused by 

allergens—either indoor or outdoor. When it is caused by outdoor allergens, it is often referred to as “hay fever” or “seasonal 

allergies.” Allergic rhinitis can also be caused by indoor allergens, such as animal dander, indoor mold, cockroaches, or 

house dust mites. When this is the case, these allergies are called perennial allergies, because the symptoms last all year.  

Symptoms of allergic rhinitis can include sneezing, congestion, a runny nose, and itchiness in the nose, roof of the mouth, 

throat, eyes, and ears. These symptoms can mimic a viral respiratory infection, such as a cold or flu. Allergic symptoms, 

however, will typically not resolve quickly or without intervention and will usually begin very quickly upon exposure to the 

allergen. In fact, allergy symptoms will last as long as a person is exposed to the offending allergen—and beyond—until the 

reaction triggered by the allergen ends. If the allergen is present year-round, symptoms may be chronic. It is very important 

that school personnel are aware of the types of allergens to which their students are exposed—many students may develop 

problems from allergens to which they are only exposed at school. Common allergens found in the school environment 

include chalk dust, mold (e.g., from window air conditioning units and/or potted plants), animals (mammals and reptiles), 

pesticides, and cleaning agents.  

Students with allergy symptoms should be under the care of a health care provider, who can help to determine if an 

evaluation by an allergist is needed. An allergist can take a thorough history and use allergy skin testing to determine if the 

symptoms are caused by allergens. This diagnostic workup can help to determine what the student’s allergy triggers are, 

which will help to guide and focus treatment. Treatment will generally consist of medications or injection immunotherapy, 

combined with some environment and/or behavior modification.  

Medications  

Antihistamines are used to prevent or relieve the symptoms of allergic rhinitis and other allergens, and they work by 

preventing the release of histamine. Antihistamines are available in various oral forms—capsule, tablet or liquid—as well as 

by injection; they are available over the counter (OTC) or by prescription. Side effects can include drowsiness, but newer 

antihistamines rarely cause this. Other side effects include dry mouth, difficult urination, constipation, and confusion. Some 

children may experience nightmares, restlessness, or irritability. It is important that the school nurse and other relevant 

personnel are aware of these possible side effects as they may affect school performance. The nurse can communicate with 

the child’s allergist or other health care provider as needed.  

Decongestants are used to treat nasal congestion and other allergy-associated symptoms. They work by narrowing blood 

vessels, leading to the clearing of nasal congestion. Decongestants are available by prescription or OTC and are commonly 

prepared as liquids or tablets. OTC nasal sprays or drops may be used for acute situations (i.e., while a prescription 

medication is building in the bloodstream), but must be used with caution as they can cause “rebound rhinitis” if used for 

prolonged periods. School nurses may need to discuss use of such OTC sprays with parents/guardians if asked to administer 

for longer than 3 or 4 days for a child with symptoms of rhinitis. Decongestants can cause nervousness, sleeplessness, or 



elevation in blood pressure. Again, the school nurse and other staff need to be aware of whether any of these side effects are 

present, and if so, if they are interfering with the child’s school performance.  

Immunotherapy, or “allergy shots,” is a vaccination program that can increase a child’s immunity to the substances that act 

as allergy triggers. Allergen immunotherapy involves administering gradually increasing amounts of an allergen to a patient 

over several months. The injections work like a vaccine. Through the body’s exposure to small amounts of a particular 

allergen—in gradually increasing doses—the body builds up immunity to the allergens, which means when the allergens are 

encountered in the future, the immune system does not respond hypersensitively (allergically).  

The injections are first given on a weekly or bi-weekly basis and eventually on a monthly basis once the maintenance level 

has been reached. This process reduces symptoms that are otherwise triggered by allergen exposure. Immunotherapy 

treatment is the closest thing to a “cure” for allergic symptoms because symptoms are typically greatly reduced once the 

course of treatment is finished. It is not without risk of side effects, however. The diluted allergens, even in small and 

diluted amounts, or the injection itself, can cause an allergic reaction. Swelling at the site or, more rarely, a systemic 

anaphylactic reaction can occur. For this reason, allergy immunotherapy injections should be administered by the allergist 

or student’s health care provider in the clinic or office and not at school, so that the child can be monitored properly. 

Patients receiving allergy shots should be monitored for at least 20 minutes following an injection in order to most 

appropriately monitor for any problems.  

Asthma  

Asthma is the most common chronic disease in children, and it is the leading cause of school absences—approximately three 

times the average of children without asthma. Approximately 5 million children have been diagnosed with asthma in the U.S. 

Asthma is a chronic lung disease characterized by episodes or attacks of coughing, wheezing, chest tightness, and/or 

shortness of breath. These symptoms are caused by an inflammation of the airways responding to a variety of stimuli or 

“triggers.” Often the inflammation itself becomes a “trigger” leading to a persistent level of cell damage and an ongoing 

repair process. There may be permanent abnormalities in the airway from untreated or under-treated asthma. The triggers that 

cause an asthma episode vary with individuals. Some of the more common triggers are:  

 Allergens, which can include seasonal irritants (e.g. pollen), animal dander, dust mites, molds, or foods  

 Irritants, which can include cold air or environmental pollutants (chemicals, chalk dust, smoke, fumes)  

 Upper respiratory infections, including regular colds, flu, or other viruses  

 Physiological changes, including physical exercise, laughing or crying  

 Climactic, including very cold or windy weather, or extreme heat  

Students diagnosed with asthma should be under the care of a health care provider, and most will be managed with a 

prescription medication. Many students will have identified triggers and may need environmental modifications at school in 

order to avoid them. Some of these students will require an Individualized Health Care Plan (IHP). The school nurse will 

need to strategize with the student’s family and health care team about the management of the child’s asthma at school. This 

may include some combination of: a medication administration plan (either by the student or school staff, depending on 

developmental level), diet modification, physical activity plan, environmental assessment (and restructuring as needed), and 

monitoring of the student’s overall health status.  

Medication  

Asthma medications fall into one of two general categories: long-term control and quick relief. Long-term control medicines 

include inhaled and systemically administered corticosteroids and Beta2-agonists that work to reduce the chronic 

inflammation that is associated with airway hyperresponsiveness. Quick-relief medicines, such as short acting inhaled Beta2-

agonists and anticholinergics, function primarily as bronchodilators to improve airflow in an acute episode or when a known 

trigger cannot be avoided. Many students with asthma will use a combination of these two types of medication.  

Principles of asthma management are:  

1. Controlling symptoms;  

2. Preventing acute asthma episodes;  

3. Reducing persistent airway inflammation.  

Controlling symptoms  

Although recent evidence suggests that it may be possible to prevent the onset of asthma (i.e., by reducing the amount of 

exposure to environmental irritants such as tobacco smoke and/or by introducing immune-enhancing properties to infants 

through breastfeeding), the control of asthma is primarily attained through early and aggressive detection and management. 



Controlling symptoms involves both reducing exposure to triggers and pharmacologically managing the persistent airway 

inflammation. Students or their families must provide the school nurse with information about their particular triggers and 

disease pattern. This information can then be included in the student’s IHP, and environmental modification at school can 

proceed as needed. Skin testing to determine the variety of indoor and outdoor allergens to which children are exposed is 

recommended as another preventive tactic. Once allergens are identified, children can be considered candidates for allergen 

immunotherapy. The school nurse should alert the student’s health care provider to allergens that the student is exposed to at 

school.  

Peak flow meters play a significant role in controlling symptoms, since regular use by the affected student can help to predict 

when and where symptoms and/or an episode are most likely to occur. The peak flow meter measures the asthma patient’s 

bronchial airflow (quality and quantity) and can alert a possibly asymptomatic student to an impending episode. School 

nurses can work with asthmatic students to encourage regular use of their peak flow meters, and can ask for regular return 

demonstrations to check for accurate usage. The nurse is in an excellent position to counsel these students about how to use 

the peak flow meter, which can play a significant role in minimizing the severity of the student’s disease. The information 

gained by using a peak flow meter can guide students toward both trigger avoidance and proper medication use. Parents of 

children with asthma, who do not have a peak flow meter, should be encouraged to request one from their child’s health care 

provider  

Early use of appropriate medication, in both diagnosis and an individual asthma episode, plays a critical role in reducing the 

amount of airway inflammation and long-term damage that can occur with this disease. The earlier a child is diagnosed with 

asthma, the sooner antiinflammatory medication can be introduced; evidence suggests that this early and aggressive therapy 

can lessen the overall severity of the disease. School health staff will encounter very young children on regular anti-

inflammatory medication and will need to know how to administer it in its various forms.  

Acute Asthma Episodes  

The management triad aimed at preventing acute episodes includes:  

 Avoidance of triggers  

 Monitoring of airflow and disease severity  

 Pharmacotherapy  

The student’s IHP should address how these three interventions will be implemented in the school setting. Identifying 

triggers that can cause acute symptoms, such as exercise-induced bronchospasm (EIB) or the seasonal presence of 

environmental allergens, may necessitate changes in the student’s physical activity plans or field trip modifications. For 

example, children who have EIB can benefit greatly from using quick relief medication before they participate in activities 

known to aggravate their asthma. When the peak flow meter demonstrates poor airflow and known triggers cannot be 

avoided, quick-relief medication needs to be available to the student in order that they can minimize airway inflammation. 

Section 38.013, Education Code, allows students diagnosed with asthma, if they are developmentally capable of doing so, 

and have written permission from their parents and physician, to carry and self-administer their own quick-relief asthma 

medication while on school property or at a school-related event.  

Reducing persistent airway inflammation  

This goal can also be met through a combination of the three basic interventions already discussed and the use of long-term 

anti-inflammatory medications. The school nurse and health care staff must be familiar with long-term asthma medications 

and check that they are administered properly. This may require coordination with other school staff (i.e., teachers and 

cafeteria workers), who may be able to assist the health care staff in reminding students about the presence of known 

triggers that may necessitate quick-relief medications.  

Recognizing and Managing Acute Episodes  

When an unavoidable trigger, disease severity, or less than optimal medication results in an acute asthma episode, the school 

needs to be prepared to intervene appropriately. Signs of an acute episode may include: coughing (frequent, persistent, 

and/or paroxysmal), restlessness/irritability, persistent rubbing of nose or throat, increased respirations, exercise intolerance, 

grunting, anxiety or a “wide-eyed” appearance, or decreased ability to speak (e.g., the child can only utter short phrases 

before becoming breathless). The school nurse may also notice a barrel-shaped chest (due to increased amounts of trapped 

air), a change in the student’s color (bluish/gray), nasal flaring, or the use of accessory muscles to breathe, and the student 

may assume a “tripod” position (bent forward with hands on knees) in order to facilitate breathing. The most crucial 

observation for all school staff to be aware of, however, is whether the student with asthma is exhibiting changes in 

behavior, which may indicate an acute episode. The school nurse should be aware of any students with asthma that require 

frequent quick-relief medications at school, as this may indicate that the child is not receiving long-term pharmacotherapy. 

A consultation with the parents may be necessary to ensure that the child is receiving appropriate medication.  



Asthma First Aid  

An emergency care plan (ECP) or an IHP should be developed and available to all school staff that may come into contact 

with an asthmatic student. Schools may wish to develop policies that include training of school staff about how to respond in 

this type of emergency.  When a child has an acute asthma attack that includes increased breathing difficulty, the following 

procedures should be followed:  

 Have the child STOP ALL ACTIVITY.  

 Help the child assume an upright position. Sitting with legs crossed and elbows on the knees (tripod) will help relax 

the shoulders and may help them to breathe more easily.  

 Speak reassuringly and calmly to the student.  

 Encourage (and assist) the student to use the appropriate medication. This medication should be with the student or 

in an easily accessible, unlocked area.  

 Notify the proper person(s), which may include the parent/guardian, principal, and/or primary care provider.  

 Assess pulmonary function by auscultating the lungs throughout all lung fields, noting any wheezing, crackles, or 

diminished breath sounds.  

 Note color of face, lips, nail beds, cheeks, and ears.  (observe for evidence of cyanosis or reddening of the ears)  

 If evidence of cyanosis or acute respiratory distress, administer oxygen as per protocol.  Call 911! 

*See district physician’s signed asthma protocol 

Schools without a nurse may need to call EMS if an acute episode does not respond to medication administration within 5 

minutes, or when worsening symptoms occur despite the use of medicine (e.g., a cyanotic appearance, altered level of 

consciousness).  

For further information:  

The following two documents, both publications of the National Heart, Lung and Blood Institute (of the National 

Institutes of Health), are comprehensive reviews of asthma physiology and management. Both are available online, as well 

as in hardcopy through the NIH.  

National Asthma Education and Prevention Program (NAEPP). (2000). Report of the Second Expert Panel on the 

Guidelines for the Diagnosis and Management of Asthma. Bethesda: National Heart, Lung and Blood Institute.  

http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm  

National Heart, Lung, and Blood Institute (NHLBI)/National Institutes of Health (NIH). (1995). Nurses: Partners in 

Asthma Care.  

http://www.nhlbi.nih.gov/health/prof/lung/asthma/nurs_gde.htm  

A third useful document can be found through the American Academy of Allergy, Asthma and Immunology, and includes 

a section specifically for schools: Pediatric Asthma: Promoting Best Practice. Available online at: 

http://www.aaaai.org/professional/initiatives/pediatricasthma.stm, or call (404) 272-6071.  

Diabetes  

Diabetes mellitus (DM) is a chronic metabolic disorder, which is caused by the inability of the body to use or produce 

insulin. The cause of diabetes is unknown, but appears to be a combination of genetic and environmental factors. There are 

two types of DM: Type 1 and Type 2. Type 1 diabetes, previously called juvenile diabetes or insulin dependent diabetes 

mellitus (IDDM), is an autoimmune disease in which the insulin-producing cells of the pancreas are destroyed by the body. 

Because the body does not produce insulin, it must be replaced on a daily basis. Insulin is necessary for blood glucose (also 

called “blood sugar”) to be maintained at normal levels. Chronic hyperglycemia occurs when there is insufficient insulin to 

lower the blood sugar level. Complications from diabetes occur because of chronic hyperglycemia and include kidney failure, 

blindness, neuropathy, and cardiovascular disease.  

Type 2 diabetes, previously called adult onset diabetes or non-insulin dependent diabetes mellitus (NIDDM), occurs less 

frequently in children, though its incidence appears to be increasing among children and adolescents. This type of diabetes 

occurs when the body becomes resistant to the insulin produced by the pancreas. It is different from Type 1 because insulin is 

still produced, but the diabetics become resistant to their own insulin. This resistance appears to be a genetic abnormality, but 

is also related to obesity.  

At the present time, there is no cure for diabetes. The treatment plan is directed at managing or controlling the course of the 

disease. This is achieved by balancing insulin, food, and exercise, and it is critical for the child, family, and school personnel 

to understand how to work with these three factors to achieve good glycemic (sugar) control. For example, low blood sugar, 



or hypoglycemia, may be caused by too little food, too much insulin, or more exercise than usual. The reverse is true for too 

much food, too little insulin, or less than adequate amounts of exercise. Any or all of these may result in hyperglycemia, or a 

blood sugar level that is too high. A student’s school performance suffers when their blood sugar level is too high or too 

low. Without treatment, both high and low blood sugar levels can affect the child’s ability to concentrate on schoolwork and 

participate in school-related activities. A school nurse may need to remind a student newly diagnosed with diabetes about 

the need to check their blood sugar during school hours, as this will help them to better learn to detect hypo- or 

hyperglycemic episodes early.  

Individualized Health Care Plan (IHP)  

Children with diabetes attending schools in Texas should have an IHP, which includes an Emergency Care Plan (ECP). 

Schools without a nurse should involve nurse consultants and/or medical advisors. The school nurse should be involved in 

the development of the IHP. The school nurse will become the case manager for the child and establish school treatment and 

emergency plans, coordinate school health care, and educate other school personnel about the monitoring and treatment of 

symptoms. The nurse is also responsible for involving the student’s parents and primary health care provider to develop a 

safe and therapeutic environment in the school setting.  

The following information should be contained in an IHP for a student with diabetes of either type:  

 Definition of hypoglycemia for the student and the recommended treatment;  

 Definition of hyperglycemia for the student and the recommended treatment;  

 Recommended frequency for blood glucose testing;  

 Written orders from the student’s health care provider outlining the dosage and indications for insulin administration 

and/or the administration of glucagon, if needed;  

 Student may perform blood glucose testing finger sticks in the classroom if they are developmentally capable of 

doing so (optional);  

 Times of meals and snacks and indications for additional snacks for exercise;  

 Authorization for full participation in exercise and sports OR any contraindications to exercise or accommodations 

that must be made for that student;  

 Accommodations for school trips, after school activities, and other recreational activities (e.g., class parties);  

 Education of all school personnel who may come in contact with the student about diabetes, how to recognize and 

treat hypoglycemia and hyperglycemia, and how and when to call for assistance;  

 Medical and/or treatment issues that may affect the educational progress of the student with diabetes;  

 How to maintain communication with the student, the parents, the child’s health care team, the school nurse, and the 

educational staff.  

In addition to these components, the IHP must contain the names of those people who might become involved in the 

student’s diabetes care. This list should include everyone from the school nurse and teacher to the bus driver on the student’s 

route. All of these people should understand diabetes, the types of symptoms associated with both hyper-and hypoglycemia, 

and how to respond when treatment is needed.  In addition, HB 984 amends the Health and Safety code and requires that in 

each school in which a student with diabetes is enrolled, the school principal shall (1) seek school employees who are not 

health care professionals to serve as unlicensed diabetes care assistants and car for students with diabetes, and (2) make 

efforts to ensure that the school has at least one unlicensed diabetes care assistant if a full-time school nurse is assigned to 

the school, and at least three unlicensed diabetes care assistants if a full-time school nurse is not assigned to the school.  

Several states have published guidelines on the management of diabetes within the school setting. These documents 

include:  

Brown, P. and Kent, M. (2000). Guidelines for the Care of Students with Diabetes in the School Setting. Trenton: New 

Jersey Department of Education.  

http://www.state.nj.us/njded/edsupport/diabetes/  

Crawford, E. (1999). Recommendations for Management of Diabetes for Children in School. Burlington: Vermont 

Department of Health.  

http://www.state.vt.us/health/schooldiabetesmanual.pdf  

New York State Department of Health. (2000). Children with Diabetes: A Resource Guide for Schools.  

http://www.health.state.ny.us/nysdoh/consumer/diabetes/resource/schools.htm  

Seizure Disorder  

Seizure disorders occur when clusters of nerve cells, or neurons, in the brain signal abnormally. In epilepsy, the normal 

pattern of neuronal activity becomes disturbed, causing strange sensations, emotions, and behavior or sometimes convulsions, 

muscle spasms, and loss of consciousness. Epilepsy may be caused by a variety of disorders. Anything that disturbs the 



normal pattern of neuron activity—from illness to brain damage to abnormal brain development—can lead to seizures. 

Epilepsy may develop because of an abnormality in brain wiring, an imbalance of nerve signaling chemicals called 

neurotransmitters, or some combination of these factors. Two or more seizures are necessary for the diagnosis of epilepsy. 

Electroencephalograms (EEGs) and brain scans are common diagnostic tests for epilepsy. There is currently no cure for 

epilepsy, but the majority of those diagnosed (about 80%) gain excellent control of their seizures with antiepileptic 

medications.  

Sometimes a seizure disorder can result from another physiological condition, such as meningitis, in which case patients are 

not diagnosed with epilepsy. These students may have more complicated medical care because they must manage both the 

seizures and the underlying problem. But the management of their seizures at school will be similar to a student with 

epilepsy.  

Children with seizure disorders face unique challenges at school. Children with epilepsy may develop behavioral and/or 

emotional problems from the stress and frustration of managing their seizure disorder. They may develop school avoidance 

because having a seizure at school embarrasses them, or they become the target of teasing and bullying by other children. The 

seizures, or the medication that prevents them, may also affect learning, attention, and memory.  

Having a seizure at school can be socially damaging and, unless handled well by staff, can permanently mark a child as an 

outcast. When the school community is well informed and supportive, an entirely different outcome is possible. Children 

with seizure disorders are at risk for two life-threatening conditions: status epilepticus and sudden unexplained death. School 

staff, under the guidance of the school nurse, must take part in intervention for these students, both psychosocial and 

physiological. School Alert is a program developed by the Epilepsy Foundation to help teachers and other staff to recognize 

seizures, take appropriate action during a seizure, and help other children in the school community better accept and 

understand the child with seizures. The School Alert program offers pamphlets, videos, and a new, in-depth first aid training 

curriculum.  

Treatment  

Most students with a seizure disorder will be managed by either one or a combination of antiepileptic medications. Since 

these medications may be prescribed as many as four times a day, the child will likely need to take this medication at school. 

More than twenty medications are available to treat epilepsy or recurrent seizures. If medicines are not successful in 

preventing seizures, other methods may be tried, including surgery or a special diet. The goal of all epilepsy treatment is to 

prevent further seizures, avoid side effects, and provide as much normalcy to the student’s life as possible. Most epilepsy 

medications are taken orally in the form of tablets, capsules, sprinkles, or syrup. The following are some of the more common 

drugs that the school nurse or personnel might encounter:  

 Carbamazepine (Tegretol, Carbatrol), clonazepam (Klonipin), ethosuximide (Zarontin), phenobarbital, phenytoin 

(Dilantin), primidone  (Mysoline), valproic acid (Depakene), and divalproex (Depakote). Some newer drugs include: 

felbamate (Felbatol), gabapentin (Neurontin), lamotrigine (Lamictal), levetiracetam (Keppra), oxcarbazepine 

(Trileptal), tiagabine (Gabitril), topiramate (Topamax), and zonisamide (Zonagram).  

 A rectal gel form of diazepam (Diastat) may be prescribed for a parent or caregiver to administer to the child to stop 

cluster seizures or prolonged seizures. Some physicians may prescribe oral diazepam (Valium), lorazepam (Ativan), 

or clonazepam (Klonipin) for the same purpose.  

 A steroid called ACTH may be given by injection to treat children with a type of epilepsy called infantile spasms or 

for severe seizures that can’t be controlled with other drugs. The health care provider usually gives this medication 

during an office visit, but the school nurse will need to be aware of its use and possible side effects.  

Side Effects. Side effects from antiepileptic medications are generally minimal but they can differ significantly from 

medication to medication. They can affect school performance, however, as the side effects include drowsiness, fatigue, 

nausea, vision changes, and clumsiness. Occasionally changes in emotional state, memory, or activity level (e.g., 

hyperactivity) can occur. The school nurse and relevant staff (particularly teachers) need to monitor these side effects 

carefully, and should report any of the following to the student’s health care provider and family: unusual fatigue or 

clumsiness, lethargy, severe nausea, or other signs of ill health.  

Reducing the dose or substituting another medication can often manage side effects. It can take time to establish the right 

treatment regimen for a child with a seizure disorder, and school personnel may encounter a variety of symptoms—physical, 

mental, and emotional— during this time. Occasionally, however, the treatment of the seizure problem can cause other 

undesirable behavioral or cognitive problems, and the student’s health care provider may want to carefully weigh the benefits 

against the risks of various kinds of treatment. The school nurse can gather information from teachers and other school staff 



(about behavior, etc.) and use it to provide accurate and complete clinical information to the student’s physician and family. 

The nurse can make a significant difference in how quickly and easily a student with a seizure disorder finds the treatment 

regimen that is most effective.  

Diet. For some students, the side effects from antiepileptic medications are too dangerous. These students may be 

candidates for surgery or other kinds of treatment, but occasionally a special diet will be implemented to try to control the 

seizures (this may also be used as therapy for students whose seizures cannot be controlled by medications). This diet, 

called a ketogenic diet, attempts to “trick” the body into burning fat, instead of glucose, for energy, leaving the brain less 

vulnerable to disorganization and seizure. The school nurse or staff may encounter this diet and must understand that it is 

crucial that the diet be maintained carefully. For this diet, fats are gradually increased while carbohydrates and proteins are 

decreased. A registered dietician or nutritionist should plan the diet. The student receiving this treatment will be 

hospitalized for the first few days, but will continue the diet for several months at a time. Side effects from this diet include 

vitamin deficiencies and elevated blood cholesterol. The most common side effects include constipation and lethargy as the 

body adjusts to its new energy source.  

Managing Seizures at School  

Any member of the school staff could be present while a student is having a seizure. The school nurse should provide 

training to all school personnel about the nature of epilepsy and seizure disorder, the various types of seizures a student 

might have, how to recognize them, and what to do in the event that one occurs. All staff should understand that they should 

call the school nurse as soon as possible in order to evaluate the student after the seizure has subsided and to determine if 

any further medical attention is needed. The following includes types of seizures and appropriate interventions:  

Absence – Previously called petit mal seizures, these typically produce momentary loss of awareness, sometimes 

accompanied by movements of the face, blinking, or arm movements. They may be frequent, as many as 60 a day. These 

seizures may be difficult to distinguish from the child who is daydreaming. The child with absence seizures may stop 

talking in the middle of a sentence, and a few seconds later continue with their conversation. The child immediately 

returns to full awareness after one of these episodes.  

Management – Make sure the child did not miss any key parts of the lesson.  Notify parents.  

Simple partial seizures – These are limited to one area of the brain. Consciousness is not lost, though the child may 

not be able to control body movements. Senses may be distorted during the seizure so that the child sees, hear, smells, or 

experiences feelings that are not real.  

Management – If the child seems confused or frightened, comfort and reassure. Notify parents.  

Complex partial seizures – Sometimes called psychomotor or temporal lobe epilepsy, these seizures produce a 

variety of automatic behavior in which consciousness is clouded. The child may get up and walk around, be unresponsive 

to spoken direction (or respond inappropriately), may fling off restraints, may mutter, or tap a desk in an aimless, 

undirected way. He or she may appear to be sleepwalking or drugged. Some children experience fear as part of the 

seizure and may try to leave the room. This type of seizure usually lasts only a minute or two, but feelings of confusion 

afterwards may be prolonged. The child will not remember what he or she did during the seizure. Their actions during the 

seizure are not under their control.  

Management – If a child has an episode of this type and appears dazed and oblivious to their surroundings, the teacher 

can take their arm gently, speak to them calmly, and guide them back to their seat. Do not grab or hold the child or speak 

loudly. If the child resists, make sure that they are safe. If the child is seated, ignore the automatic behavior but have them 

stay in the classroom until full awareness returns. This may necessitate closing the classroom door to prevent wandering 

and/or possible injury. Help reorient the child if they seem confused afterwards.  Notify Parents.  

Generalized tonic clonic – Previously called grand mal, these seizures are convulsions in which the body stiffens 

and/or jerks. The student may cry out, fall unconscious, and then continue massive jerking movements. Bladder and 

bowel control may be lost. Seizures usually last a minute or two. Breathing is shallow or even stops briefly and will 

renew as jerking movements subside. The child may be confused, weary, or belligerent as consciousness returns.  

Management – First aid for a generalized seizure is focused on protecting the child from injury while the seizure runs its 

course. There are no first aid steps that can alter the course of the seizure. When this type of seizure happens:  

 Keep calm. Reassure other children that the student will be okay.  

 Time the length of the seizure and try to notice how it started and changed.  

 Ease the child gently to the floor and clear the area around him or her of anything that could hurt them.  



 Put something flat and soft (like a folded jacket) under the student’s head so it will not bang against the floor as 

their body seizes.  

 Turn the student gently on his or her side. This will keep the airway clear and allow any fluid in their mouth to 

drain harmlessly away.  

 DON’T try to force open the mouth.  

 DON’T try to hold on to the student’s tongue.  

 DON’T put anything in the mouth.  

 DON’T restrain movements.  

 When the jerking movements stop, let the student rest until full consciousness returns.  

 Monitor vital signs  

 Notify parents  

 Administer oxygen if needed (Nasal cannula 2L/min or Non-rebreather mask 6L/min)  

 

Breathing may have been shallow during the seizure and may have stopped briefly. This can give the child’s lips or skin a 

bluish tinge, which corrects naturally as the seizure ends. In the unlikely event that breathing does not begin again, check the 

airway for any obstruction. It is rarely necessary to give artificial respiration.  

Some children recover quickly after this type of seizure; others need more time. A short period of rest depending on the 

child’s alertness following the seizure is advised. It is not unusual to lose bowel and/or bladder control during a seizure.  

Other generalized seizures--including akinetic, atonic, and myoclonic--can produce sudden changes in muscle 

tone that may cause the student to fall abruptly or jerk the whole body. A child with this kind of seizure may have to 

wear a helmet to protect their head. These seizures are more difficult to control than some of the others and, in some 

cases, may be accompanied by developmental delay.  

Management – The student should be helped to sit up, examined for injury from the force of the fall, reassured, and 

allowed to sit quietly until fully recovered.  

Emergency Management of Seizures  

Emergency management of seizures should follow the school district emergency protocol and involve the school nurse and 

personnel who are trained to perform cardiopulmonary resuscitation (CPR) and other emergency procedures. In addition, it 

may be very useful to print the above instructions, both general management and emergency warning signs involving 

seizures, for all classrooms, cafeterias, etc. School staff can refer to them as needed for guidance in the event of a seizure in a 

student under their supervision. The average seizure in a child who has epilepsy is not a medical emergency. It usually 

resolves without problems. It does not require immediate medical attention unless:  

 A child has a seizure and there is no known history of seizures or epilepsy. Some other medical problem might be 

causing the seizure and emergency treatment of that problem might be required.  

 Consciousness does not return after the seizure ends.  

 A second seizure begins shortly after the first one without regaining consciousness between seizures.  

 The seizure shows no signs of stopping after 5 minutes.  

 If a student hits his or her head with force, either during the seizure or just before it began, and has one or more of 

the following signs, call for immediate medical attention:  

 Difficulty rousing after twenty minutes  

 Vomiting  

 Complaints of difficulty with vision  

 Persistent headache after a short rest period  

 Unconsciousness with failure to respond  

 Dilation of the pupils of the eye, or if the pupils are unequal in size  

If a seizure occurs while swimming and there is any possibility that the child has ingested large amounts of water, he or 

she should be checked by a health care provider as soon as possible, even if the child seems to be fully recovered.  

Documentation  

 Always document any seizure activity.  Include in your documentation:  

 Place and Time of onset  

 Duration  

 Characteristics of onset (i.e. Localized then progressed?, Aura before onset?)  

 Safety precautions taken  



 Continent or Incontinent  

 Injuries or complications  

 Loss of consciousness  

 Vital signs after recovery  

 Action taken (i.e. notified parents and administrator, called 911, etc.)  

 



 

Chapter 7  

 COMMUNICABLE DISEASE CONTROL  

Universal Precautions 

Reportable Conditions 

Selected Communicable Diseases  



Communicable Diseases  

There has been a resurgence of infectious diseases in the school population. These diseases result from drug resistant strains 

and the emergence of new organisms for which there are no vaccines and no cure. These diseases may be spread by one or 

more of the following ways:  

 Inhalation of aerosolized particles;  

 Contact with bloodborne organisms;  

 Sexual contact;  

 Fecal-oral contact;  

 Vertical transmission from mother to unborn child.2  

There are five major issues for school nurses:  

 Preventing infections by the use of vaccines;  

 Educating students and staff about avoiding exposure to pathogens;  

 Preventing transmission of infectious diseases at school;  

 Providing appropriate nursing care and health counseling; and  

 Protecting the confidentiality of persons with infectious diseases who attend school.  

Note:  Please refer to the on-line School Board Policy, FFAD (Local) Health Requirements and Services:  Communicable 

Diseases.  

Universal Precautions  

Occupational Safety and Health Administration (OSHA) Final Bloodborne Pathogens Standard. The following 

guidelines are designed to protect persons who may be exposed to blood or body fluids of students or employees in a 

school.  

Overview  

Anticipating Potential Contact  

Anticipating potential contact with infectious materials in routine and emergency situations is the most important step in 

preventing exposure to and transmission of infections. Use universal precautions and infection control techniques in all 

situations that may present the hazard of infection. Diligent and proper hand washing, the use of barriers (e.g., latex or vinyl 

gloves), appropriate disposal of waste products and needles, and proper care of spills are essential techniques of infection 

control.  

Applying the Concept of Universal Precautions  

When applying the concept of universal precautions to infection control, all blood and body fluids are treated as if they 

contain bloodborne pathogens, such as human immunodeficiency virus (HIV) and hepatitis B virus (HBV). HIV and HBV 

can be found in:  

 Blood  

 Spinal fluid  

 Synovial fluid  

 Vaginal secretions  

 Semen  

 Pericardial fluid  

 Breast milk  

 Peritoneal fluid  

 Amniotic fluid  

 Pleural fluid  

Hepatitis B Virus (HBV)  

HBV is also found in saliva and other body fluids such as urine, vomitus, nasal secretions, sputum, and feces. It is not 

possible to know whether these body fluids contain bloodborne pathogens; therefore, all body fluids should be considered 

potentially infectious. Universal precautions should be observed by all students and staff when handling or coming into 



contact with any blood or body fluids.  

Hand washing  

Diligent and proper hand washing is an essential component of infection control. Hands should be washed:  

 Immediately before and after physical contact with a student (e.g., diaper changes, assistance with toileting, or 

assistance with feeding);  

 Immediately after contact with blood or body fluids or garments or objects soiled with body fluids or blood;  

 After contact with used equipment (e.g., stethoscope, emesis basin, and gloves); and  

 After removing protective equipment, such as gloves or clothing.  

Procedure:  

1 Remove jewelry and store it in a safe place prior to initial hand washing (replace jewelry after final hand 

washing).  

2 Wash hands vigorously with soap under a stream of running water for approximately 10 seconds.  

3 Rinse hands well with running water, and thoroughly dry with paper towels.  

4 If soap and water are unavailable, bacteriostatic/bactericidal wet towelettes, “handi-wipes,” or instant hand 

cleaner may be used.  

 

Ways to Avoid Contact with Body Fluids  

Gloves  

When possible, avoid direct skin contact with body fluids. Disposable single-use waterproof, latex, or vinyl gloves should be 

available in school clinics. Vinyl gloves should be used with students who have a latex allergy or a high potential for 

developing a latex allergy, such as students with spina bifida. The use of gloves is intended to reduce the risk of contact with 

blood and body fluids for the caregiver as well as to control the spread of infectious agents from student to employee, 

employee to student, or employee to employee.  

Gloves should be worn when direct care may involve contact with any type of body fluids. Incidents when gloves should be 

worn include (but are not limited to): caring for nose bleeds, changing a bandage or sanitary napkin, cleaning up spills or 

garments soiled with body fluids, disposing of supplies soiled with blood, or any procedure where blood is visible. Gloves 

should also be worn when changing a diaper, catheterizing a student, or providing mouth, nose, or tracheal care.  

Do Not Reuse Gloves  

After each use, gloves should be removed without touching the outside of the glove and disposed of in a lined waste 

container. After removing the gloves, the hands should be washed according to the hand washing procedure.  

Protective Clothing  

If spattering of body fluids is anticipated, the clothing of the caregiver should be protected with an apron or gown and the 

face protected with a face mask and eye goggles or face shield. The apron or gown should be laundered or disposed of after 

it is used and should not be used again until it is clean.  

Disposal of Infectious Waste  

Contaminated Supplies  

All used or contaminated supplies (e.g., gloves and other barriers, sanitary napkins, Band-Aids), except syringes, needles, 

and other sharp implements, should be placed into a plastic bag and sealed. This bag can be thrown into the garbage out of 

reach of children or animals.  

Used Needles, Syringes, and Other Sharp Objects  

Make arrangements to dispose of used needles, syringes, and other sharp objects at a local medical facility or health 

department. Needles, syringes, and other sharp objects should be placed immediately after use in a metal or other puncture-

proof container that is leak-proof on the bottom and sides. To reduce the risk of a cut or accidental puncture by a needle, 



NEEDLES SHOULD NOT BE RECAPPED, BENT, OR REMOVED FROM THE SYRINGE BEFORE DISPOSAL. Once 

the container is full, it should be sealed, bagged, and kept out of the reach of children until it can be disposed of properly.  

Body Waste  

Body waste (e.g., urine, vomitus, and feces) should be disposed of in the toilet. If such body fluids as urine and vomitus are 

spilled, the body fluids should be covered with an absorbent sanitary material, gently swept up, and discarded in plastic bags.  

Clean-Up  

Spills of blood and body fluids should be cleaned up immediately with an approved disinfectant cleaner.  

Procedure:  

1 Wear gloves.  

2 Mop up spill with absorbent material.  

3 Wash the area well, using the disinfectant cleaner supplied in the clinics or a 1:10 bleach solution (mix 1 part 

household bleach, sodium hypochlorite, in ten parts of water). Replace solution daily.  

4 Dispose of gloves, soiled towels, and other waste in sealed plastic bags and place in garbage, as indicated earlier.  

5 Wash hands.  

 

Accidental Exposure  

Accidental exposure to blood, body product, or body fluids places the exposed individual at risk of infection. The risk varies 

depending on the type of body fluid (e.g., blood vs. respiratory vs. feces), the type of infection (e.g., salmonellae vs. 

haemophilus influenzae virus vs. HIV), and the integrity of the skin that is contaminated.  

Procedure:  

1 Always wash the contaminated area immediately with soap and water.  

2 If the mucous membranes (i.e., eye or mouth) are contaminated by a splash of potentially infectious material or 

contamination of broken skin occurs, irrigate or wash area thoroughly.  

3 If a cut or needle injury occurs, wash the skin thoroughly with soap and water.  

 

If broken skin or mucous membranes are contaminated or a needle puncture occurs, the caregiver should document the 

incident. The student’s parent or guardian should be notified. The person who was exposed to the infection should contact 

his/her health care provider for further care as outlined in the recommendations by the Centers for Disease Control and 

Prevention (CDC).  

Note:  Refer to KISD Bloodborne Pathogen Exposure Control Plan included in Chapter 9.  

Reportable Conditions  

Prompt and accurate reporting of suspected communicable disease conditions is of utmost importance. It permits health 

officials to exercise the appropriate measures to prevent the spread of disease. The following section presents conditions 

that are reportable to the Department of State Health Services (DSHS). It also gives instructions for the proper procedure 

to be followed when a student, faculty member, or staff member of a school is suspected of having a reportable condition. 

Who Should Report  

Under 25 Texas Administrative Code §97.2, school authorities, including a superintendent, principal, teacher, school nurse, 

or counselor of a public or private school should report those students attending school who are suspected of having a 

notifiable condition. 

Selected Communicable Diseases  

Impetigo  

Impetigo is a common skin infection caused by streptococcal (strep) or staphylococcal (staph) bacteria. The first indication of 

infection may be discharge at an injured spot on the skin such as an insect bite, cut, or burn that can be spread easily by the 

individual’s hands to other areas of the skin. Impetigo most commonly occurs on the face. The red, rounded, and “oozing” 

rash may have a flat, honey-colored crust and may be itchy. Impetigo sometimes causes blisters that break easily leaving raw, 

“oozing” skin exposed. In rare cases, impetigo caused by strep bacteria may cause kidney disease. Impetigo most commonly 



occurs during warm summer months.  

As long as lesions from impetigo exist, bacteria can be spread to another person who has direct contact with the skin or a 

surface contaminated by discharge or crusts.  

Treatment  

Typically some combination of a special soap, antibiotic ointment, and occasionally an oral antibiotic is prescribed.  

School Attendance Guidelines  

Students and staff need to be sent home if a suspected impetigo rash is noticed. Wash the rash area with soap and water 

and cover it lightly. Those who touch the rash should wash their hands immediately. Affected students and staff may 

return to school after using medicine for 24 hours. The sores should be kept lightly covered until they have dried up 

completely.  

Stop-spread guidelines:  

 When students suffer an injury that causes a break in the skin, wash the area thoroughly with soap and water and dry 

it carefully.  

 When there is a risk of impetigo, wash the rash with soap and water and cover it loosely with gauze, a bandage, or 

clothing.  

 Be sure those who touch the rash wash their hands well.  

 Dispose of any soiled tissues or bandages carefully, and keep any possibly contaminated clothing in a plastic bag.  

 Instruct the parents to have the student examined by their health care provider.  

 Be alert to an outbreak. If there are any cases associated with rheumatic fever, kidney disease, or toxic shock, 

consult with the school healthcare provider about having all students and staff cultured.  

Hepatitis A  

Hepatitis A is an infection of the liver caused by the hepatitis A virus. Although the virus causes a total body illness, it is 

spread through the intestines and stool. The illness often occurs from 2 to 8 weeks after the virus is ingested. Adults who 

have hepatitis A often suffer from fatigue, loss of appetite, nausea, abdominal pain, fever, and jaundice (yellowing of the skin 

and whites of the eyes, as well as dark brown urine and light colored stools). These symptoms usually last from 1 to 2 weeks, 

although some adults may be sick for several months. Most young children who catch the virus have only a mild flu-like 

illness without jaundice or have no symptoms at all.  

This virus is passed out of the body in the stool and is spread by stool-to-mouth contact. It is found only briefly in the blood. 

Contact with stool-contaminated food, drink, or environmental surfaces can also spread the infection. A person is most 

contagious during the two weeks before the illness begins. Because most young children with hepatitis A do not become ill, 

often the first sign of the infection is a jaundiced parent or staff member.  

Treatment  

Treatment for hepatitis A focuses on relieving symptoms. However, because the incubation period is so long, the illness 

can be made milder or prevented by giving persons a protective shot of immune globulin (IG) within 2 weeks of exposure 

to the virus.  

School Attendance Guidelines  

Children and adults with acute hepatitis A should be excluded from school for one week after the onset of the illness and until 

jaundice has disappeared.  

Stop-spread guidelines:  

 Schoolroom exposure generally does not pose a significant risk of infection, and IG is not usually indicated. 

However, IG may be given to those who have close personal contact (e.g., sharing food or eating or drinking 

utensils) with infected individuals.  

 If a case of hepatitis A occurs in a kindergarten, first-grade, or pre-school class where hygiene may not be optimal or 

in a group of students who may not be continent of stool, more stringent control measures including the use of IG 

may be indicated. The local Board of Health can provide recommendations.  

 Food handlers must receive IG within 2 weeks of exposure or be excluded for 28 days from the day of the last 

possible exposure.  

 Strictly enforce hand washing and cleanliness rules and ensure that all bathrooms are properly supplied with soap, 



paper towels, and toilet paper.  

 Request that all parents and staff notify the school if any person in their household is diagnosed with hepatitis A.  

 If a household member comes down with hepatitis A, all other members should contact their health care provider. 

An injection of IG is usually recommended.  

Influenza  

Influenza is caused by a virus (influenza A or B), and symptoms include high fever, chills, congestion, coughing, and muscle 

aches. Most people who get influenza feel too ill to go to school or work.  

The virus concentration in respiratory secretions is usually highest up to 7 days before a person develops symptoms of illness. 

Viruses continue to be present in respiratory secretions for 2 to 3 days after symptoms begin. As a result, infected students 

and staff have already spread viruses before they begin to feel ill.  

Treatment  

Health care providers usually suggest rest and plenty of fluids. Children with chronic cardiac or respiratory conditions, 

including asthma or those who are immunosuppressed, or compromised, should receive an influenza vaccine every year. 

Some practitioners will administer oral antiviral medication to children with suspected influenza. This medication has been 

shown to lessen the duration of symptoms if given within 24 hours of the onset of symptoms.  

CAUTION: Aspirin (or products containing salicylate) should NEVER be used for fever control if influenza or 

chickenpox is suspected because of the rare association between Reyes syndrome (vomiting, liver problems, and/or 

coma) and influenza and chicken pox.  

Meningitis  

Acute meningitis may be caused by a variety of organisms including viruses, bacteria, fungi, mycoplasma, and parasites. 

Viral or aseptic meningitis or meningoencephalitis is an acute inflammation of the meninges that may or may not involve 

parts of the brain as well. The most common causative agents are enteroviruses, but no cause is determined in the majority of 

cases. Severity of symptoms is determined by the extent of tissue involvement. Onset is generally gradual and may be 

preceded by a nonspecific febrile illness. Headache and hyperesthesia are the most commonly reported symptoms in children 

and adolescents. Nausea, vomiting, leg pain, and photophobia are also common. Stupor and seizures may be noted with high 

fever. Patients should be hospitalized and treated with antibiotics until a bacterial or other cause is ruled out. Treatment of 

aseptic meningitis is symptomatic and includes antipyretics and analgesics. Intravenous fluids may be necessary in cases of 

anorexia or vomiting.  

Bacterial meningitis is one of the most potentially dangerous infections in children. The most common causative organisms 

in children 2 months to 12 years of age are S. pneumoniae, N. meningitidis, and H. influenzae type b. Onset of symptoms is 

usually gradual and may be preceded by several days of upper respiratory symptoms. Increased lethargy and irritability 

follow. Nuchal rigidity may be present and demonstrated by a positive Kernig sign (flexion of the hip 90 degrees with 

subsequent pain with extension of the leg) and Brudzinski sign (involuntary flexion of the knees and hips after passive 

flexion of the neck). Rarely, onset of symptoms is abrupt, with signs of shock, disseminated intravascular coagulation (DIC), 

and reduced levels of consciousness. Diagnosis is made by analysis of CSF. Patients should be hospitalized for intravenous 

antibiotics and close monitoring of neurological status.  

Bacteria called Neisseria meningitides can cause meningococcal illnesses that are serious and sometimes fatal. People with 

this type of meningitis must be hospitalized immediately and receive intravenous antibiotics. The disease usually starts 

suddenly with fever chills, lethargy, and a rash of fine red freckles or purple splotches. Older children and adults may 

experience severe headache, neck pain, and stiffness. The bacteria are passed between people who are in close contact 

through coughing, sneezing, nasal discharge, saliva, and touching of infected secretions. It can be spread by sharing eating 

utensils, drinking cups, water bottles, and kissing. While household contacts are at the highest risk of contracting this illness, 

others sharing these exposures are at risk as well.  

Stop-spread guidelines:  

 The best way to prevent spread of meningococcal disease is to alert everyone that a case has occurred so that 

appropriate preventive treatment can begin.  

 Instruct significantly exposed staff, and parents of significantly exposed student, to contact their health care 

providers immediately.  



 Anyone having close contact with the ill person (e.g., household members and friends sharing eating and drinking 

utensils, sharing water bottles, or kissing) in the 2 weeks prior to the onset of symptoms should take antibiotics, e.g., 

rifampin, per licensed prescriber’s order, to lower the risk of the spread of the disease. Treatment of all close 

contacts should be done within the first 2 weeks of diagnosis of the first case, but preferably as soon as possible 

within the first 24 hours. Deciding who is a close contact can be established by consulting with the school nurse, 

school physician, and/or local board of health.  

 Inform parents and staff that antibiotics do not provide absolute protection against disease. Therefore, any student or 

adult who develops symptoms such as fever or headache requires prompt evaluation by a health care provider.  

 Monitor the situation closely for 2 to 3 weeks. Make sure all ill students and staff are seen by their doctors and that 

the school is notified if another person develops meningococcal disease. Be sure that the parents of any student who 

is enrolled during this period are informed about the risks so that they may take appropriate precautions.  

Varicella (Chicken Pox)  

Chickenpox (primary varicella) is an acute generalized disease caused by varicella-zoster virus, a member of the herpes virus 

group. The illness is characterized by a generalized, itchy, blister-like rash, with mild fever and fatigue. The rash appears as 

red bumps, which quickly become blistered, ooze, and then crust over. New spots continue to appear for about three to four 

days. The spots will dry up and scab over before falling off. The disease is usually more serious in adults than in children.  

A variety of complications can occur with chickenpox. These include infections ranging from impetigo to severe skin 

infections with toxic shock syndrome. Secondary pneumonia can occur. Less common complications can involve the blood, 

joints, brain, and kidney. Reyes Syndrome can follow chickenpox. Severe chickenpox can occur in newborn babies when 

their mothers develop chickenpox five days before or two days after birth. Persons with weakened immune systems or who 

are taking drugs that suppress their immune systems are at increased risk of developing severe chickenpox.  

Once a person has been infected with the varicella-zoster virus and develops chickenpox, the virus remains (without 

symptoms) in the body’s nerve cells. In some people, the virus reactivates later and is called shingles or zoster. With shingles, 

a red, often painful or itchy, blistery rash appears, usually in a linear pattern that follows a nerve root. There is no fever. The 

virus shed in the blisters of the rash can cause chickenpox in a person who has not had it, if that person had direct contact 

with the infected shingles blister. Individuals with chickenpox are contagious from 1 to 2 days before the rash appears until 5 

days after the rash begins. Chickenpox is transmitted from person to person by direct contact, droplet, or airborne spread of 

vesicle fluid or secretions of the respiratory tract of chicken pox cases. Chickenpox is also transmitted by handling articles 

that are freshly soiled by the infected person’s chickenpox lesions.  

Treatment  

Healthy children are not usually treated for chickenpox. The symptoms may be treated with anti-puritic medicine and lotions, 

medicine for fever control, fluids, and rest. Scratching should be avoided because it can increase scarring and/or the risk of 

secondary bacterial infections of lesions. The varicella vaccine is now available and is recommended between 12 and 18 

months of age, or at any age if a child has not had chickenpox.  

School Attendance Guidelines  

Students may return to school on the sixth day after the rash first appears (or when all blisters are crusted over and dry).   

Students and staff with shingles carry the virus that causes chickenpox and could cause an outbreak. Therefore, unless the 

shingles rash can be completely covered, it is advisable that individuals with shingles stay home until the rash is crusted 

over and dry. The person with shingles must be very careful about personal hygiene. 

Prevention Guidelines:  

 Make sure all students and staff exhibiting symptoms associated with the illness are excluded from school based on 

guidelines described earlier.  

 Identify high-risk individuals (e.g., pregnant women, immunocompromised individuals) and refer them to their 

health care provider immediately.  

 Watch closely for early symptoms in others for 3 weeks following the most recent case.  

 Advise parents and staff of the availability of varicella vaccine. Suggest they discuss the appropriateness of 

receiving this vaccine with their health care provider.  



Pediculosis 

Pediculosis is an infestation of the hair and clothing (especially along the seams of innersurfaces) with adult lice, nymphs, 

and nits (eggs), which results in severe itching or excoriation (abrasion) of the scalp, or both. Secondary infection may occur 

with ensuing regional lymphadenitis (inflammation of the lymph nodes), especially cervical. Crab liceusually infest the pubic 

area; they may also infest hair of the face (including eyelashes), axillae, and body surfaces.  

There are three types of lice: 1) Pediculus humanus capitis, the head louse; 2) Pediculus h. corporis, the body louse; and 3) 

Phthirus pubis, the crablouse. 

Head Lice  

Head lice are tiny insects (about 1/10 to 1/8 of an inch long) that live in human hair and feed on human blood. They multiply 

rapidly, laying little silvery-colored oval-shaped eggs (called nits) that they glue to the base of the hair close to the scalp. 

Although it is hard to see head lice, a person can see the nits if they look closely. Nits are most often found in the hair behind 

the ears and at the back of the head and neck. Nits should not be confused with dandruff. Dandruff can easily be flicked off 

the hair; nits cannot because they are firmly attached to individual hairs. One telltale sign of head lice is a persistent itching 

of the scalp, which is caused by the bite of the louse, and that is sometimes accompanied by infected scratch marks or what 

appears to be a rash. A secondary bacterial infection can occur, causing oozing or crusting. Swollen neck glands may also 

develop.  

Anyone can get head lice. They are not a sign of being dirty and should not be considered a sign of an unclean house. Head 

lice are easily spread from person to person by direct contact and are often found in school settings. Head lice do not spread 

disease. Head lice need human blood to survive. They are transmitted through direct contact with an infested person or with 

shared items, such as combs, brushes, towels, pillowcases, hats, headphones, other headgear, and clothing.  

Treatment  

The Department of State Health Services recommends the following treatment for head lice and nits:  

1. Use an FDA-approved pediculicide shampoo/treatment. Follow the directions on the packaging exactly. Consult w/ 

a pharmacist or doctor regarding proper and safe use, possible side effects, etc.  

2. Remove as many nits as possible with a nit comb (available at pharmacies or provided with the pediculicide).  

3. Household treatment should be done simultaneously and should include soaking combs and brushes in pediculicide 

for 1 hour or in 120 degree water for 5-10 minutes. Bedding should be washed in 120 degree water. Non-washable 

items may be sealed in a plastic bag for 1 week or dry cleaned. Furniture, carpets, and mattresses should be 

vacuumed thoroughly.  

4. Treatment of hair should be repeated in 7 days (follow the manufacturer of the pediculicide’s instructions) to ensure 

that if any nits have hatched, the lice are killed before they lay eggs.  

5. Remember: There is no need to cut hair!  

Prevention Guidelines:  

 Teach parents to recognize nits and to check family’s hair periodically. Because outbreaks of head lice occur 

periodically in almost all schools and because parental concern may exceed the threat of head lice to health, this is a 

prime area for preventive education and information.  

 If a case is identified, follow recommended treatment procedures closely.  

 Remind students not to share combs, brushes, hair accessories, headphones, hats, helmets, towels, clothing, bedding, 

and so forth.  

Tinea Capitis (Ringworm of The Scalp)  

Tinea and ringworm are general terms used to describe various fungal diseases that involve the scalp, body, feet, and groin. 

There are six types of tinea, one of which is tinea capitis, ringworm of the scalp.  

This fungal disease occurs most commonly in children 3 to 9 years of age. All tinea infections are transmissible as 

long as the fungus is present in the infected area. Viable fungus may persist on contaminated materials for long 

periods.  

Treatment  

An antifungal ointment is typically applied to the skin for several weeks; occasionally, oral antifungal medicine is 

prescribed.  



Prevention Guidelines:  

 Keep the environment as clean, dry, and cool as possible since ringworm fungi grow easily on moist, warm surfaces.  

 Follow general cleanliness and hand washing guidelines.Keep affected areas of the body loosely covered with 

gauze, bandage, or clothing to prevent shedding of infected scales. 

 Students and staff should be discouraged from sharing ribbons, combs, and brushes.  

Exclusion from School  

A student may return to school after being excluded for communicable disease by submitting a physician’s note stating that 

the student does not currently have signs or symptoms of a communicable disease or that the disease is not communicable in 

a childcare or school setting (25 Texas Administrative Code §97.7(d)) or by readmission criteria as established by the 

commissioner of health (see below). The criteria for exclusion and re-admission for communicable conditions are listed 

below and can also be found in 25 Texas Administrative Code §97.7(b):  

1. Amebiasis—exclude until treatment is initiated  

2. Campylobacteriosis—exclude until diarrhea and fever subside  

3. Chickenpox—exclude until after seven days from onset of rash, except in the case of immunocompromised 

individuals who should not return until all blisters have crusted over (may be longer than seven days)  

4. Common cold—exclude until fever subsides  

5. Conjunctivitis, bacterial and/or viral—exclude until written permission and/or permit is issued by a physician or 

local health authority  

6. Fever—exclude until free from fever for 24 hours.  

7. Fifth disease (erythema infectiosum)—exclude until fever subsides  

8. Gastroenteritis, viral—exclude until diarrhea subsides  

9. Giardiasis—exclude until diarrhea subsides  

10. Head lice (pediculosis)—exclude until nits have been eradicated  

11. Hepatitis, viral, Type A—exclude until one week after onset of illness  

12. Impetigo—exclude until treatment has begun  

13. Infectious mononucleosis—exclude until physician decides or fever subsides  

14. Influenza—exclude until fever subsides  

15. Measles (rubeola)—exclude until four days after rash onset. In the case of an  

16. outbreak, unimmunized children should also be excluded for at least two weeks after last rash onset occurs.  

17. Meningitis, bacterial—exclude until written permission and/or permit is issued by a physician or local health 

authority  

18. Meningitis, viral—exclude until fever subsides  

19. Mumps—exclude until nine days after the onset of swelling  

20. Pertussis (whooping cough)—exclude until completion of five days of antibiotic therapy  

21. Ringworm of the scalp—exclude until treatment has begun   

22. Rubella (German measles)—exclude until seven days after rash onset. In the case of an outbreak, unimmunized 

children should be excluded for at least three weeks after last rash onset occurs.  

23. Salmonellosis—exclude until diarrhea and fever subside  

24. Scabies—exclude until treatment has begun  

25. Shigellosis—exclude until diarrhea and fever subside  

26. Streptococcal sore throat and scarlet fever—exclude until 24 hours from time antibiotic treatment was begun 

and fever subsided  

27. Tuberculosis, pulmonary—exclude until antibiotic treatment has begun and a  

28. physician’s certificate or health permit obtained  

 



Chapter 8  

EMERGENCY PROCEDURES  

Medical Emergency Action Plan and Emergency / Response Teams 

Documentation Criteria for a “Grand Slam” 

 Allergic Reaction 

 Heat-Related Illness 

 Cardiac Arrest 

 Out-of-Hospital Do Not Resuscitate Orders  



Medical Emergency Action Plan  

Should a life-threatening event occur inside or out of the classroom, it is imperative that all staff is able to activate the 

emergency action protocol and follow the guidelines.  

1. Immediately after the initial event occurs, either;  

a) Classroom—push the black intercom button next to the classroom entrance door to notify the front office.  

b) Gym or Cafeteria—use the intercom button on your telephone to notify the office.   

c) Other—find the nearest intercom button (either telephone or wall mount), the nearest person carrying a walkie-talkie, 

or if necessary send the closest available person to the front office.  

 Notify the office that you have a “Grand Slam” and  where you are located (i.e. classroom number)  

 Have students removed from scene.   

 Stay with individual needing medical attention.  BE CALM!  

 

2. Front Office:  

 Person # One: All-Call “Grand Slam” to activate emergency response team.  

o Notify District R.N. (246-3474 or via cell phone)  

o Notify Central Office  (246-3352)  

o Notify Next of kin  (See student emergency form)  

 Person # Two: Call 911  

o Ask 911 to dispatch School Resource Officer and any other necessary respondents.  

o We prefer Priority One EMS service, but will take whoever is closest.  

3. All Staff:  

KEEP ALL STUDENTS IN THEIR CLASSROOMS UNTIL FURTHER NOTICE!  

4. Emergency Response Team:  

 Equipment—Nurse and available person will transport any equipment necessary.  

 CPR—performed by nurse and one other certified person.  

 One – two other certified persons should be on stand-by for fatigued performers.  

 Documentation—One person should be responsible for documenting all action that occurs during the “Grand Slam”, 

making sure date, time, place and people involved are included. Be aware of what is being said during the “Grand 

Slam”. Any vital signs and procedures performed are important documentation. All involved must sign approved 

documentation.  

 If CPR is required to sustain life, it must be continued until emergency medical services arrive and take over patient 

care.  

 The campus nurse or district nurse will direct the “Grand Slam”.  All involved are to follow district medical 

protocols and orders.  Anyone not following procedure or the charge nurse’s instructions will be legally responsible 

for their actions.  

 



DOCUMENTATION CRITERIA FOR GRANDSLAM 

Today’s Date:    Time:   

Person Involved/Injured:    

Notes Taken By:    

Emergency Team Members Responding:   

   

Parent/Guardian notified @_____________(time) 

or Significant Other  

Administration Notified @________________(time) 

EMS/911 called @ ____________________(time)  Who received called______________________________  

ASSESSMENT 

Always document the time each set of vitals is taken. B/P: _________________ TIME:______________, 

 B/P_________ TIME:____________ PULSE:__________ TIME:_________, P._________ TIME:__________  

OXYGEN SATURATION: ___________TIME:___________, O2 SAT.: __________Time:___________ 

RESPIRATORY RATE PER MIN.: __________TIME: _________ RESP. RATE: _________TIME:___________  

LUNG SOUNDS: Clear Rhonchi Wheezes Crackles 

STATE OF CONSCIOUSNESS:  Alert Confused Orientate Irritable Cooperative 

COLOR: __________________________  

ACTION TAKEN  

Medications and Doses Given:   Oxygen  Benadryl    Tylenol   Glucogon  

  Insulin    Epinephrine  

Cardiopulmonary Resuscitation: Performed by:     

Initiated(time):    Performers relieved by:    

Emergency Medical System arrives on campus 

@  

 EMS personal take control of patient care @  

Patient being taken by ambulance or life flight? 

 

 Hospital transported to? 

 

 

Notes:  A good note taker is paying close attention to everything going on in the area surrounding the patient. You must be alert to any changes in patient 

care and condition. If you can not concentrate because of the noise level or excess people around, it is your job to let that be known.  Only the patient and the 
persons directly taking care of the patient should be in the patient care setting! Don’t be afraid to say, “Could you repeat that blood pressure?” or “ How do 

the lungs sound?”.  Nurses tend to assess a patient and not reveal or share what they have assessed or what they are thinking---it’s habit.  And always 

remember it is better to take too many notes than not to document enough. Have each attendant sign the notes prior to leaving the scene.  They may need a 

cool down time, but don’t let them get away before they sign. If it isn’t documented, it didn’t happen!! 



Emergency Procedures: Allergic Reaction  

An allergy is a systemic or local reaction to one or a combination of environmental or physiological factors. Persons with 

allergies react to these factors as “triggers,” with a dysfunctional immune system response, often through the production of an 

immunoglobulin (IgE). IgE, when confronted with the presence of a “trigger,” or allergen (e.g. casein, a milk protein), 

initiates a process that includes cell degranulation and histamine release. This process can result in symptoms as mild as a 

sneeze or watery eyes to life-threatening allergic anaphylaxis. It is unusual for a person to have a reaction the first time they 

are exposed to an allergen (the body produces IgE in part as a reaction to having encountered the allergen before in a process 

called sensitization). However, sensitization to an allergen can occur without overly noticeable signs or symptoms and from 

minute amounts of the allergen. Therefore, all people are at risk for an anaphylactic reaction to an allergen, whether or not 

they have a history of allergy problems or symptoms.  

All children should be assessed for the presence of any type of allergy history, and environmental, behavioral, and dietary 

modifications should be made to avoid contact with known allergens. Staff members involved with the child’s care must be 

instructed about the potentially severe nature and proper treatment of the allergic problem. An emergency care plan (ECP) 

should be on file for every child with a history of severe allergic reaction. Review of this information should occur prior to 

the new school year or special activities (e.g., field trips).  

It is an unfortunately common misconception that anaphylaxis will not occur unless a previous and milder allergic reaction 

has already taken place. According to the American Academy of Allergy, Asthma and Immunology (AAAAI), milder 

reactions do not necessarily precede a fatal or near-fatal reaction, and some reactions will progress so rapidly that there will 

not be enough time to obtain medical attention. Studies have demonstrated that delays or failures to use epinephrine when 

indicated have contributed to fatal outcomes to both insect stings and food. This evidence also shows that insect sting and 

food reactions are more likely to occur away from the victim’s home, e.g., at school, and that the severe reactions occur 

despite the patient’s best efforts to avoid exposure. It is for these reasons, among others, that the AAAAI suggests that 

“everyone is a potential victim of anaphylaxis,” and has included these recommendations in its most recent revisions of its 

position statement regarding emergency epinephrine use:  

Epinephrine for injection should be included in all emergency medical treatment kits such as those in … schools … 

and other public facilities. Such kits are meant for use by trained personnel who can evaluate on the scene the 

indication, benefit, and risk of treatment with epinephrine …. It would be optimal for epinephrine to be available in 

all schools for use by nurses or trained individuals to administer to students or staff presumed to be having an 

anaphylactic reaction. School nurses and other supervisory personnel should receive periodic in-service training 

concerning anaphylaxis, the proper use of epinephrine, the importance of emergency procedures and physician 

notification after the injection, and proper record keeping.  

All teachers and school personnel who have contact with allergic students must be aware of students who may require 

epinephrine treatment. The importance of this last point cannot be overstated—a recent study conducted in Michigan revealed 

that many schools were not prepared for allergic reactions, as evidenced by “lack of structured, school-wide education …; 

deficiencies in [allergen] avoidance strategies …; lack of written emergency action plans; and lack of easy access to 

epinephrine.” Proper planning and coordination by informed members of the school health care team can dramatically reduce 

the severity of allergic reactions at school.  

Common Signs and Symptoms of an Allergic Reaction may include one or a combination of any of the following:  

 Hives  

 Itching (any part of the body)  

 Swelling (any part of the body)  

 Red and/or watery eyes  

 Runny nose  

 Vomiting  

 Diarrhea  

 Stomach cramps  

 Change of voice  

 Coughing  

 Sneezing  

 Wheezing, including an acute asthma 

episode  

 Throat tightness or closing  

 Difficulty swallowing  

 Difficulty breathing  

 Sense of doom Dizziness  

 Fainting or loss of consciousness  

 Change of color  

A person may exhibit any or all of the above signs and symptoms within a few minutes, or the reaction may be 

delayed for up to a few hours. If a person is known to have a severe sensitivity and severe allergic reactions, don’t 

wait for signs and symptoms to become worse! Call for an ambulance as soon as possible!  

Watch for:  

 Skin: Cold to touch (may be clammy and moist), itching, hives, swelling of the lips  



 Color: Pale at first, then mottled or bluish  

 Breathing: Wheezy, change in voice quality, fullness in throat, breathing may stop  

 Pulse: Rapid, weak  

 Blood Pressure: Low, progressively lower, or unable to hear  

 Other: Restlessness, severe headache, loss of consciousness, swelling of eyelids  

Studies have demonstrated that anaphylaxis can occur in “waves,” with a second—and still potentially fatal—episode 

occurring up to several hours after an affected individual appears to have recovered (whether epinephrine was administered 

or not).  

Common Types of Allergic Reactions and Strategies to Reduce Allergic Responses  

Food  

The foods that commonly produce allergy problems are cow’s milk, soy, eggs, wheat, fish, shellfish, peanuts, and other tree 

nuts (e.g., almonds, cashews, Brazil nuts). Reactions to peanuts, nuts, and shellfish are a lifelong problem and are usually 

more severe than allergic responses to other foods. Most individuals with allergic reactions to milk, soy, egg, and wheat lose 

their sensitivity by the time they are in high school; however, there are still some that will continue to run the risk of 

anaphylaxis from these foods. It is estimated that up to 2 million, or 8%, of U.S. children are affected by a food allergy. Some 

children are so allergic that even cleaning the top of their desk or table with a cloth that has touched the allergen can trigger 

an allergic response.  

Insect/Bee Stings  

Any reaction to a previous sting that resulted in a local skin reaction (e.g., hive or wheal), or worse, is reason to consider a 

student at risk for allergic anaphylaxis in the future. If the student or the family is unsure, they should be referred to an 

allergist for evaluation.  

Complete avoidance of insect stings is next to impossible, especially when outdoors. Field trips and recess are situations in 

which school personnel need to be aware of the possibility of an allergic reaction to a sting. Students with a history of 

allergies to insect stings should be identified at the beginning of the school year, or when the allergy developed, and should 

have an IHP that includes an Emergency Care Plan. This ECP will detail the plan agreed upon by staff, and the student’s 

primary provider and family, should a severe allergic reaction occur. Activation of EMS and notification of the student’s 

parent/guardian and healthcare provider should also take place. Severe allergic reactions to insect stings in students who have 

not been previously identified should be treated district policy regarding the administration of emergency epinephrine in 

these individuals.  

Latex  

Latex is a milky, organic substance produced by rubber trees. Latex allergies are a relatively new and increasingly frequent 

problem. The reasons for this are not clear, but may include the increased use of latex gloves and products over the past 

decade leading to greater sensitization of the public. Children who are exposed to latex products early and repeatedly, usually 

children with severe chronic health disorders (e.g., spina bifida) can have a risk of latex allergy that approaches 50%. Allergy 

to latex often presents as a simple and local contact dermatitis, i.e., a rash on the skin that has been in contact with the latex 

product. This allergy appears to be related to some of the chemicals used in the process of manufacturing latex, and should be 

treated with topical agents. It is not life-threatening on its own. IgE antibody-mediated allergic reactions to latex, however, 

are systemic (affecting the whole body) and need to be treated accordingly. The severity of the immediate reaction depends 

on the person’s degree of sensitivity and the amount of latex allergen in the body. The greatest danger of severe reactions 

occurs when latex comes into contact with moist areas of the body, such as the lips, because more allergen can rapidly be 

absorbed by the mucous membranes. Latex can also become airborne when the latex adheres to the cornstarch powder used 

on gloves. If inhaled, or contacted by the eyes or nose, respiratory symptoms can result in a person who has previously been 

sensitized.  

School nurses should evaluate any student with a latex allergy for reactions to certain foods as well. Bananas, avocados, 

kiwi fruit, and European chestnuts contain some of the same allergens present in latex, and therefore may cause a cross-

reaction if consumed or encountered. Gloves ordered for school nurses to use with special needs students should be made 

without latex to avoid the risk of latex allergy reaction.  

Systemic reactions to latex should be treated in the same way that systemic food or insect sting allergic reactions are 

treated with emergency epinephrine.  



Emergency Procedures: Heat-Related Illnesses  

Although heat-related illnesses are more common among athletes and those who spend a great deal of time outdoors, anyone 

is susceptible to a heat-related illness. It is important that all staff and students are aware of heat-related illnesses and ways to 

prevent and treat them.  

Prevention  

The best defense against heat-related illnesses is to prevent them from occurring. Following are the Center for Disease 

Control and Prevention’s (CDC) “Tips on Preventing and Managing Heat”:  

 Drink more fluids (nonalcoholic), regardless of your activity level. Don’t wait until you’re thirsty to drink. Warning: 

If your doctor generally limits the amount of fluid you drink or has you on water pills, ask him or her how much you 

should drink while the weather is hot.  

 Don’t drink liquids that contain caffeine, or large amounts of sugar—these actually cause you to lose more fluid. 

Also avoid very cold drinks because they can cause stomach cramps.  

 Stay indoors and, if at all possible, stay in an air-conditioned place. Even a few hours spent in air conditioning can 

help your body stay cooler when you go back into the heat.  

 Electric fans may provide comfort, but when the temperature is in the high 90s, fans will not prevent heat-related 

illness. Taking a cool shower or bath, or moving to an air-conditioned place is a much better way to cool off.  

 Wear lightweight, light-colored, loose-fitting clothing.  

 NEVER leave anyone in a closed, parked vehicle.  

 Although anyone at any time can suffer from heat-related illness, some people are at greater risk than others. Check 

regularly on: infants and young children, people aged 65 or older, people who have a mental illness, and those who 

are physically ill, especially with heart disease or high blood pressure.  

Temperature Overload  

People suffer heat-related illness when their bodies are unable to compensate and properly cool themselves. The body 

normally cools itself by sweating, but under some conditions, sweating isn’t enough. In such cases, a person’s body 

temperature rises rapidly. Very high body temperatures may damage the brain or other vital organs or even cause death.  

Several factors affect the body’s ability to cool itself during extremely hot weather. When the humidity is high, sweat will not 

evaporate as quickly, preventing the body from releasing heat quickly. Other conditions related to risk include age (the 

elderly and young children), obesity, fever, dehydration, heart disease, mental illness, poor circulation, sunburn, and 

prescription drug use and alcohol use.  

Summer time activities must be balanced with measures that aid the body’s cooling mechanisms and prevent heat-

related illness.  

Hot Weather Emergencies  

Even short periods of high temperature can cause serious health problems. Two common problems are heat stroke and 

heat exhaustion. Others include heat rash and heat cramps.  

Heat Stroke  

Heat stroke occurs when the body is unable to regulate its temperature. The body’s temperature rises rapidly, the sweating 

mechanism fails, and the body is unable to cool down. Body temperature may rise to 106 degrees Fahrenheit or higher within 

10-15 minutes. Heat stroke can cause death or permanent disability if emergency treatment is not provided.  

Warning signs of heat stroke may include the following:  

 An extremely high body temperature (above 103 degrees Fahrenheit, orally);  

 Red, hot, and dry skin (no sweating);  

 Rapid, strong pulse;  

 Throbbing headache;  

 Dizziness;  

 Nausea;  

 Confusion; and  

 Unconsciousness.  

If you see these signs, you may be dealing with a life-threatening emergency. Have someone call for immediate medical 

assistance while you begin cooling the victim. Do the following:  



1. Get the victim to a shady area.  

2. Cool the victim rapidly using whatever methods you can. For example, immerse the victim in a tub of cool water; 

place the person in cool water; or if the humidity is low, wrap the victim in a cool, wet sheet and fan him or her 

vigorously.  

3. Monitor body temperature, and continue cooling efforts until the body temperature drops to 101-101 degrees 

Fahrenheit.  

4. If emergency medical personnel are delayed, call the hospital emergency room for further instruction.  

5. Get medical assistance as soon as possible.  

 

Sometimes a victim’s muscles will begin to twitch uncontrollably as a result of a stroke. If this happens, keep the victim 

from injuring him or herself, but do not place any object in the mouth and do not give fluids. If there is vomiting, make sure 

the airway remains open by turning the victim on his or her side.  

Heat Exhaustion  

Heat exhaustion is a milder form of heat-related illness that can develop after several days of exposure to high temperatures 

and inadequate or unbalanced replacement of fluids. Those most prone to heat exhaustion are elderly people, people with 

high blood pressure, and people working or exercising in a hot environment.  

Warning signs of heat exhaustion include the following:  

 Heavy sweating  

 Paleness  

 Muscle cramps  

 .Tiredness  

 Weakness  

 Dizziness  

 Headache  

 Nausea or vomiting  

 Fainting

 

The skin may be cool and moist. The victim’s pulse rate will be fast and weak, and breathing will be fast and shallow. If heat 

exhaustion is untreated, it may progress to heat stroke. Seek medical attention immediately either if symptoms are severe, or 

the victim has heart problems or high blood pressure. Otherwise, help the victim to cool off, and seek medical attention if 

symptoms worsen or last longer than 1 hour.  

Heat Rash  

Heat rash is a skin irritation caused by excessive sweating during hot, humid weather. It can occur at any age but is most 

common in young children.  

Recognizing Heat Rash. Heat rash looks like a red cluster of pimples or small blisters. It is more likely to occur on the neck 

and upper chest, in the groin, under the breasts, and in elbow creases. The best treatment for heat rash is to provide a cooler, 

less humid environment. Keep the affected area dry. Dusting powder may be used to increase comfort, but avoid using 

ointments or creams—they keep the skin moist and may make the condition worse. Treating heat rash is simple and usually 

does not require medical assistance.  

Heat Cramps  

Heat cramps usually affect people who sweat a lot during strenuous activity. This sweating depletes the body’s salt and 

moisture. The low salt level in the muscles causes painful cramps. Heat cramps may also be a symptom of heat exhaustion. 

Heat cramps are muscle pains or spasms – usually in the abdomen, arms, and legs – that may occur in association with 

strenuous activity. If a person has heart problems, or is on a low-sodium diet, medical attention is necessary for heat 

cramps.  

If medical attention is not necessary, take these steps:  

1. Stop all activity, and sit quietly in a cool place.  

2. Drink clear juice or a sports beverage.  

3. Do not return to strenuous activity for a few hours after the cramps subside, because further exertion may lead to 

heat exhaustion or heat stroke.  

4. Seek medical attention for heat cramps if they do not subside in 1 hour.  

Emergency Procedures: Cardiac Arrest  

Although sudden cardiac deaths occur more commonly in adults, an estimated 5,000 to 7,000 children without symptoms die 

suddenly in the United States annually. Current research suggests that the vast majority of sudden cardiac deaths in children 

and adolescents are directly related to undetected cardiac anomalies. Cardiac arrest is an abrupt disruption of the heart 

function causing lack of blood flow to vital organs. Abnormal heart rhythms are the cause of most cardiac arrests. Ventricular 



fibrillation, a specific type of chaotic heart rhythm, is the most common abnormal rhythm associated with cardiac arrest. The 

emergency response to cardiac arrest includes early access to emergency medical care, cardiopulmonary resuscitation (CPR), 

early defibrillation, and early advanced cardiac life support.  

Sudden death may also occur in young sports participants, with normal hearts, when a projectile strikes the child in the chest. 

This phenomenon is termed commotio cordis (heart concussion) and predominantly affects children and adolescents 5 to 15 

years of age without preexisting heart disease. Commotio cordis has been reported in baseball, ice hockey, lacrosse, softball, 

and as a consequence of fistfights. This is a very rare cause of sudden death resulting in 45 reported deaths annually.  

It is also important to note that abnormal cardiac rhythms can result from body fluid problems. Two examples 

include:  

 Sweating routines to achieve rapid weight loss; and  

 Dehydration resulting from anorexia or bulimia nervosa.  

Treatment of Sudden Cardiac Arrest  

The American Heart Association (AHA) has developed a “chain of survival” that provides a framework for emergency 

response to cardiac events. It involves:  

 Early Access – to emergency medical care through 911 or other emergency numbers;  

 Early Cardiopulmonary Resuscitation (CPR) – to provide oxygen to vital organs,  

 including the brain;  

 Early Defibrillation – to return the heart to its normal rhythm; and  

 Early Advanced Cardiac Life Support – to stabilize the victim.  

Sudden cardiac arrest in children and adolescents can lead to ventricular fibrillation. During ventricular fibrillation, the 

heart’s electrical impulses become chaotic and the heart no longer pumps blood effectively. Defibrillation is the definitive 

treatment that treats ventricular fibrillation and restores a functional heart rhythm. When a person suffers a sudden cardiac 

arrest, their chance of survival decreases by 7 to 10 percent for each minute that passes without defibrillation Any instance of 

cardiac arrest on school grounds, in a student or staff member, will require that trained school personnel perform 

cardiopulmonary resuscitation (CPR), and that the emergency management system (EMS) is activated. School personnel can 

use the following list as a guideline for assessing whether a heart attack should be suspected:  

 Any chest pain that is severe, lasts longer than 10 minutes, or persists during rest;  

 Persistent pain or pressure in the chest that is not relieved by resting, changing position, or prescribed oral 

medication;  

 Pain ranges from discomfort to unbearable crushing pain behind breastbone, described as dull, penetrating, 

pressure, squeezing;  

 Pain, sometimes radiating down left arm, both arms, or neck;  

 Feeling of choking;  

 Agitation and apprehension;  

 Breathing that is noisy, faster than normal;  

 Shortness of breath;  

 Pulse faster or slower than normal, or irregular;  

 Skin pale or bluish;  

 Face moist; and/or  

 Cold sweat.  

Severe cardiac arrest will include any or all of the above, with:  

 Loss of pulse (heartbeat);  

 Severe difficulty, or loss of breathing; and/or  

 Sudden, severe chest pain.  

School personnel should understand that with any of the above signs or symptoms, EMS should be activated, and they should 

request Advanced Life Support (ALS). .While waiting, do the following:  

 Remain with the individual until emergency personnel arrive.  

 Place the person in a comfortable position, usually sitting up, particularly if there is difficulty breathing. The 

person’s preference is generally a good guide.  

 Loosen tight clothing.  

 .Provide reassurance.  

 .Guard against drafts and exposure to cold air; provide shade in extreme heat (to decrease physiological 

stressors).  

 If individual has “heart medicine” with them or in the clinic, assist with taking it. (For a student, consult the 

written IHP, if present, and proceed with the physician’s recommendations).  



 Do not give food, drink, or any medication to an unconscious individual.  

 Do not attempt to transport individual, unless absolutely necessary. If necessary, certified personnel should start 

Rescue Breathing ,administer oxygen (see oxygen protocol) and cardiopulmonary resuscitation (CPR).  

 Call parent or emergency contact.  

Individuals must be trained and certified to perform CPR.   

The Law  

It is important to note that Section 779.004, Health and Safety Code, states that: A person or entity that provides emergency 

care to a person in cardiac arrest by using an automated external defibrillator shall promptly notify the local emergency 

medical services provider.  

AEDs and/or the performance of CPR in a cardiac emergency should NEVER replace dialing 911.  

Out-of-Hospital Do Not Resuscitate Orders  

When families have decided they do not want resuscitative efforts performed on their child, usually because the medical 

condition is too far advanced to expect recovery and death is imminent, they may request a Do Not Resuscitate (DNR) order. 

A DNR order informs health care professionals that the family does not want resuscitative efforts performed if the child has a 

cardiac or respiratory arrest.  

The National Association of School Nurses recommends that each student with an out-ofhospital DNR order should have an 

individualized health care plan (IHP) and an emergency plan. These plans should be developed by the school nurse in 

consultation with the parents, administrators, teachers, physicians, legal counsel, and the student, when appropriate. A plan 

for school care should be devised and reviewed at least every six months or when the child’s condition changes. These plans 

should be reviewed with the local school board.  

Protocol for Death:  

 Hold the body temporarily in the nurse’s office.  

 Notifying the medical examiner’s office when a child with a DNR order is enrolled in school and prearranging 

with that office in case they need to send someone to the school to confirm the death;  

 Making arrangements with the local emergency medical service if they will agree to transport the body;  

 Verifying that the DNR order has been executed in proper compliance with existing law; and  

 Arranging with the family which mortuary is to be called if the parents cannot be reached, and, if necessary, 

arranging with the mortuary to use a vehicle that does not resemble a hearse.  

*For more information refer to THE TEXAS GUIDE TO SCHOOL HEALTH PROGRAMS.  
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Kountze Independent School District  

Bloodborne Pathogen Exposure Control Plan  

In accordance with Health and Safety Code, Chapter 81, subchapter H, and analogous to OSHA Bloodborne Pathogens 

Standard, the following exposure control plan exists.  

Exposure Determination  

The Department of State Health Services’ (DSHS) Bloodborne Pathogen Exposure Control Plan requires employers to 

perform an exposure determination for employees who have occupational exposure to blood or other infectious materials.  

The exposure determination is made without regard to use of personal protective equipment (PPE). This exposure 

determination is required to list all job classifications in which employees have occupational exposure, regardless of 

frequency.  

The following job classifications apply:  

a) School Nurses—R.N., L.V.N., C.N.A.  

b) Administrative/Supervisory Staff, Teachers and Teacher’s Aides that are assigned to  

work with children with special needs  

c) Athletic Coaches and Trainers  

d) Custodians  

Compliance Methods  

Universal precautions are observed to prevent contact with blood or other potentially infectious materials.  All blood 

or other potentially infectious materials are considered infectious regardless of the perceived status of the source 

individual.  

Engineering and work practice controls are used to eliminate or minimize exposure to employees.  Where occupational 

exposure remains after institution of these controls, personal protective equipment is used.  

Supervisors and staff should examine and maintain engineering and work practice controls with in the work their center 

on a regular schedule.  

Hand washing facilities are available to the employees who incur exposure to blood or other potentially infectious 

materials.  The district’s plan requires that these facilities be readily accessible after incurring exposure.  If hand washing 

facilities are not feasible, the district will provide either antiseptic cleanser in conjunction with a clean cloth/paper towels, 

antiseptic toweletes or waterless disinfectant. If these alternatives are used, then the hands are to be washed with soap and 

running water as soon as possible.  

After removal of personal protective gloves, employees are to wash their hands and any potentially contaminated skin area 

immediately or as soon as possible with soap and water.  If employees incur exposure to their skin or mucous membranes, 

then those areas are washed with soap and water or flushed with water immediately following contact.  

Needles  

Contaminated needles and other contaminated sharps are not bent, recapped, removed, sheared or purposely broken. The 

district’s plan allows an exception to this if no alternative is feasible and the action is required by a specific medical 

procedure.  If such action is required then the recapping or removal of the needle must be done by the use of a device or a 

one-handed technique.  

Contaminated Sharps Discarding and Containment  

Contaminated sharps are discarded immediately or as soon as possible in containers that are closable, puncture resistant, 

leak-proof on the sides and the bottom, and labeled biohazard or color-coded.  

During use, containers for contaminated sharps are easily accessible to personnel; located close to the immediate area where 

sharps are being used; maintained upright throughout use; are not allowed to be overfilled; and replaced routinely.  

Work Area Restrictions  

In work areas where there is a reasonable likelihood of exposure to blood or other potentially infectious materials, employees 

are not to eat, drink, apply cosmetics or lip balm, smoke, or handle contact lenses.  Food and beverages are not to be kept in 

refrigerators, freezers, shelves, cabinets, or on counter/bench tops where blood or other potentially infectious materials are 



present.  

All procedures are conducted in a manner to minimize splashing, spraying, splattering, and generation of droplets of 

blood, or other potentially infectious materials.  

Blood typing or any other phlebotomy procedure for educational purposes is prohibited in the school district.  

Contaminated Equipment  

Equipment, which may become contaminated with blood or other potentially infectious materials, is examined prior to 

servicing or shipping and decontaminated as necessary unless the decontamination of the equipment is not feasible.  The 

district or supervisor will place a biohazard label on all portions of contaminated equipment that remain to inform 

employees, service representatives, and/or the manufacturer, as appropriate.  

Personal Protective Equipment (PPE)  

All PPE used is provided without cost to employees.  PPE is chosen based on the anticipated exposure to blood or other 

potentially infectious materials.  The PPE is considered appropriate only if it does not permit blood or other potentially 

infectious materials to pass through or reach the employee’s clothing, skin, eyes, mouth or mucous membranes under 

normal conditions of use and for the duration of the time which the PPE is used.  

Examples of PPE include:  

a) Gloves  

b) Eyewear with side shields  

c) Gowns, Lab coats, Aprons  

d) Shoe Covers  

e) Face Shields and Mask  

All PPE is fluid resistant.  

All PPE is cleaned, laundered, and disposed of by the district at no cost to employees. The district, at no cost to 

employees, makes all repairs and replacements.  

All garments, which are penetrated by blood, are removed immediately or as soon as feasible and placed in the appropriate 

container.  All PPE is removed prior to leaving the work area and placed in the designated receptacle.  

Gloves are worn where it is reasonably anticipated that employees will have contact with blood, other potentially infectious 

materials, non-intact skin, and mucous membranes.  Latex sensitive employees are provided with suitable alternative PPE.  

Disposable gloves are not to be washed or decontaminated for re-use.  Gloves are to be replaced when they become 

contaminated, torn, punctured, or when their ability to function as a barrier is compromised.  Utility gloves may be 

decontaminated for re-use provided that the integrity of the glove is not compromised.  

Gloves for nursing procedures or first aid are available in the school nurse’s office, athletic departments, and school 

office.  

Utility gloves (reusable after decontamination) for custodial and maintenance are supplied through those departments.  

Mask in combination with eye protection devices, such as goggles, glasses with solid side shield, or chin length face shield, 

are required to be worn whenever splashes, spray, splatter, or droplets of blood or other potentially infectious materials may 

be generated and eye, nose, or mouth contamination are anticipated.  

Housekeeping/Custodial Services  

The district shall ensure that the work site is maintained in a clean and sanitary condition. The district shall determine and 

implement an appropriate written schedule for cleaning and method of decontamination based upon the location, the type of 

surface to be cleaned, type of soil present, and tasks or procedures being performed in the area.  

All contaminated work surfaces are decontaminated after completion of procedures, immediately or as soon as possible 

after any spill of blood or other potentially infectious materials, and at the end of the work day. Contaminated surfaces are 

to be cleaned with a solution of one part household bleach to one hundred parts water (1:100), or other approved 

disinfectant. Custodians will clean and disinfect all work areas and restrooms in the school health office daily.  Building 

restrooms, athletic locker and training rooms will be cleaned daily.  



All bins, pails, cans and similar receptacles are inspected and decontaminated monthly and upon visible contamination.  

Any broken glassware, which may be contaminated, is not picked up directly with the hands.  

Regulated Waste Disposal  

All contaminated sharps are discarded as soon as feasibly possible in the nearest sharps container. Custodial workrooms will 

have hard-plastic containers with a screw-on or tightly secured lid. Before discarding a container, be sure to reinforce the lid 

with heavy-duty tape. Use a hard plastic or metal container with a screw-on or tightly secured lid to dispose of sharp objects.  

Do not use glass or clear plastic containers. The filled sharps containers are removed from the buildings and disposed of in a 

secure manner.  A new sharps container will be readily available to replace the contaminated one.  

Other materials contaminated with body fluids such as soiled bandages and medical gloves should be placed in securely 

fastened plastic bags before being placed in the garbage can with other trash.  

Laundry Procedures  

*Intended for PPCD, Life Skills, and Athletic Field Houses.  

Laundry contaminated with blood or other potentially infectious materials will be handled as little as possible.  

Gloves and other appropriate PPE are to be worn to handle contaminated laundry when handling is absolutely 

necessary.  

Laundry will be cleaned with detergent, hot water, and bleach or disposed of if necessary.  

Hepatitis B Vaccine  

All employees who have been identified as having occupational exposure to blood or other potentially infectious materials 

are offered the hepatitis B vaccine, at no cost to the employee, under the supervision of a licensed physician or licensed 

healthcare professional.  The vaccine is offered after bloodborne pathogens training and/or within 10 working days of their 

initial assignment to work unless the employee has previously received the complete hepatitis B vaccination series, antibody 

testing has revealed that the employee is immune, or that the vaccine is contraindicated for medical reasons.  

Employees who decline the hepatitis B vaccine must sign a declination statement (See appendix A)  

Employees who chose to receive the hepatitis B vaccine must sign the KISD “Release and Waiver of Liability” form.  

(See appendix B)  

Employees who initially decline the vaccine but who later elect to receive it may then have the vaccine provided at no cost.  

Post Exposure Evaluation and Follow-Up  

When the employee incurs an exposure, he/she is to report to their supervisor immediately.  The supervisor will notify 

nursing services for that campus and/or the health services director.  The director of health services and the affected 

employee will fill out a bloodborne pathogen exposure form and the employee will be referred for further medical 

evaluation. All employees who incur an exposure are offered a confidential medical evaluation and follow-up as follows:  

1) Documentation of the route(s) of exposure and the circumstances related to the incident.  

2) Identification and documentation of the source individual, unless the district establishes that identification is 

unfeasible or prohibited by state or local law.  After obtaining consent, unless law allows testing without consent, the 

blood of the source individual should be tested for HIV/HBV/HCV/RPR infections, unless the district establishes the 

testing of the source is unfeasible or prohibited by state or local law.  

3) The employee is offered the option of having his/her blood collected for testing for HIV/HBV/HCV/RPR 

serological status.  If the employee refuses testing, the blood sample is preserved for at least 90 days to allow the 

employee to decide if the blood should be tested.    

4) The results the source individual’s tests are made available to the exposed employee with the employee informed 

about the applicable laws and regulations concerning disclosure of the identity and infection status of the source 

individual.  

5) The employee is offered post exposure prophylaxis in accordance with the current recommendations of the U.S. 

Public Health Service.  

6) The employee is given appropriate counseling concerning infection status, results and interpretations of tests, and 

precautions to take during the period after the exposure incident.  The employee is informed about what potential 

illnesses can develop and to seek early medical evaluation and subsequent treatment.  



7) The health services director is the designated party that will assure that the policy outlined here is effectively 

carried out and maintains records related to this policy.  

8) Each exposure incident shall be investigated by the supervisor and/or principal to prevent similar incidents from being 

repeated.  As a result, any changes in policy or procedure should be implemented as soon as possible.  Administrators 

and employees will receive training regarding these changes at the earliest opportunity.  

Interaction with Healthcare Professionals  

A written opinion is obtained from the healthcare professional who evaluates the employees for this district after an 

exposure incident.  In order for the healthcare professional to adequately evaluate the employee, the healthcare professional 

is provided with:  

1) a copy of the KISD exposure control plan; 2) a description of the exposed employee’s duties as they relate to the 

exposure incident; 3) documentation of the route(s) of exposure and circumstances under which the 

exposure occurred;4) results of the source individual’s blood tests (if available); and,5) medical records relevant to the 

appropriate treatment of the employee.  

Written opinions are obtained from the healthcare professional following an employee’s medical evaluation.  

Healthcare professionals are instructed to limit their written opinion to:  

1) whether the hepatitis B vaccine is indicated 2) whether the employee has received the vaccine 3) the evaluation 

following an exposure incident 4) whether the employee has been informed of the results of the evaluation  

5) whether the employee has been told about any medical conditions resulting from exposure to blood or other 

potentially infectious materials which require further evaluation or treatment ( all other findings or diagnosis shall 

remain confidential and shall not be included in the written report)   

6) The healthcare professional’s written opinion is provided to the employee within 15 days of completion of the 

evaluation.  

Training  

Training for all employees is conducted prior to (or as soon as possible) an initial assignment to tasks where occupational 

exposure may occur.  All employees also receive annual refresher training. This training is to be conducted within one year of 

the employee’s previous training.  

Training for employees is conducted by a person knowledgeable in the subject matter and includes an explanation of the 

following:  

1) Chapter 96 Bloodborne Pathogen Control 2) OSHA Bloodborne Pathogen Final Rule 3) Epidemiology and symptoms 

of bloodborne diseases 4) Modes of transmission of bloodborne disease 5) Kountze ISD exposure control plan 6) 

Procedures which might cause exposure to blood or other potentially infectious  

materials 7) Control methods which are used in the district to control 

exposure to blood or other potentially infectious materials including:  

A. Work practices  

B. PPE  

i. Selection of PPE  

ii. Location of PPE  

iii. Proper use, handling, and disposal of PPE 8) PPE available to all employees 9) Hepatitis B vaccine 

program 10) Procedures to follow in an emergency involving blood or other potentially infectious  

materials 11) Procedures to follow if an exposure incident occurs, to include U.S. Public Health  

Service Post Exposure Prophylaxis Guidelines 12) Post exposure evaluation and follow-up 13) Signs and labels used 

by the district14) An opportunity to ask questions with individual conducting the training.  

Record Keeping  

The school district is required to keep and maintain accurate medical records of each employee with occupational exposure.  

The medical records of each employee are to be kept confidential and cannot be released, disclosed or reported to anyone 

within or outside the school district without written consent from the employee. The director of health services shall maintain 

all medical records. The only exception is if the disclosure of the medical records is required by law or regulations  

1) Name and Social Security number of the employee. 2) Hepatitis B vaccine status, dates of 

vaccinations, and medical records relating to the employee’s ability to receive the vaccination. 

3) A copy of all exams, medical tests, and follow-up procedures done after an exposure incident 

the employee reported. 4) A copy of information given to the healthcare professional after an 



exposure incident.  

Training records will be maintained in the director of health service’s office and/or central office for three years from the date 

on which the training occurred.  All of the records are required to be maintained and made available to the Assistant 

Secretary of Labor for Occupational Safety and Health and/or the Director of the National Institute for Occupational Safety 

and Health or their designated representatives for examination and copy.  The training records shall include the following:  

1) The dates of training. 

2) The content and quality of the training sessions. 

3) The names and qualifications of the persons conducting the training.  

4) The names and job titles of all persons attending the training session.  

Definitions  

Blood means human blood, human blood components, and products made from human blood.  

Bloodborne Pathogens means pathogenic microorganisms that are present in human blood and can cause disease in humans. 

These pathogens include, but are not limited to, hepatitis B virus (HBV) and human immunodeficiency virus (HIV). 

Contaminated means the presence or the reasonably anticipated presence of blood or other potentially infectious materials 

on an item or surface.  

Contaminated Laundry means laundry which has been soiled with blood or other potentially infectious materials or may 

contain sharps.  

Contaminated Sharps means any contaminated object that can penetrate the skin including, but not limited to, needles, 

scalpels, broken glass, broken capillary tubes, and exposed ends of dental wires.  

Decontamination means the use of physical or chemical means to remove, inactivate, or destroy bloodborne pathogens on a 

surface or item to the point where they are no longer capable of transmitting infectious particles and the surface or item is 

rendered safe for handling, use, or disposal.  

Engineering Controls means controls (e.g., sharps disposal containers, self-sheathing needles, safer medical devices, such as 

sharps with engineered sharps injury protections and needleless systems) that isolate or remove the bloodborne pathogens 

hazard from the workplace.  

Exposure Incident means a specific eye, mouth, other mucous membrane, non-intact skin, or parenteral contact with blood 

or other potentially infectious materials that result from the performance of an employee's duties.  

Hand washing Facilities means a facility providing an adequate supply of running potable water, soap and single use towels 

or hot air drying machines.  

Licensed Healthcare Professional is a person whose legally permitted scope of practice allows him or her to independently 

perform hepatitis B Vaccination and Post-exposure Evaluation and Follow-up.  

HBV means hepatitis B virus.  

HIV means human immunodeficiency virus.  

Needleless systems mean a device that does not use needles for: (1) The collection of bodily fluids or withdrawal of body 

fluids after initial venous or arterial access is established; (2) The administration of medication or fluids; or (3) Any other 

procedure involving the potential for occupational exposure to bloodborne pathogens due to percutaneous injuries from 

contaminated sharps.  

Occupational Exposure means reasonably anticipated skin, eye, mucous membrane, or parenteral contact with blood or 

other potentially infectious materials that may result from the performance of an employee's duties.  

Other Potentially Infectious Materials means (1) The following human body fluids: semen, vaginal secretions, 

cerebrospinal fluid, synovial fluid, pleural fluid, pericardial fluid, peritoneal fluid, amniotic fluid, saliva in dental procedures, 

any body fluid that is visibly contaminated with blood, and all body fluids in situations where it is difficult or impossible to 

differentiate between body fluids; (2) Any unfixed tissue or organ (other than intact skin) from a human (living or dead); and 

(3) HIV-containing cell or tissue cultures, organ cultures, and HIV- or HBV-containing culture medium or other solutions; 

and blood, organs, or other tissues from experimental animals infected with HIV or HBV.  

Parenteral means piercing mucous membranes or the skin barrier through such events as needle sticks, human bites, cuts, 

and abrasions.  

Personal Protective Equipment is specialized clothing or equipment worn by an employee for protection against a hazard. 

General work clothes (e.g., uniforms, pants, shirts or blouses) not intended to function as protection against a hazard is not 

considered to be personal protective equipment.  

Regulated Waste means liquid or semi-liquid blood or other potentially infectious materials; contaminated items that would 

release blood or other potentially infectious materials in a liquid or semi-liquid state if compressed; items that are caked with 

dried blood or other potentially infectious materials and are capable of releasing these materials during handling; 

contaminated sharps; and pathological and microbiological wastes containing blood or other potentially infectious materials.  



Sharps with engineered sharps injury protections means a non-needle sharp or a needle device used for withdrawing body 

fluids, accessing a vein or artery, or administering medications or other fluids, with a built-in safety feature or mechanism 

that effectively reduces the risk of an exposure incident.  

Source Individual means any individual, living or dead, whose blood or other potentially infectious materials may be a 

source of occupational exposure to the employee. Examples include, but are not limited to, hospital and clinic patients; 

clients in institutions for the developmentally disabled; trauma victims; clients of drug and alcohol treatment facilities; 

residents of hospices and nursing homes; human remains; and individuals who donate or sell blood or blood components.  

Sterilize means the use of a physical or chemical procedure to destroy all microbial life including highly resistant bacterial 

endospores. Universal Precautions is an approach to infection control. According to the concept of  

Universal Precautions, all human blood and certain human body fluids are treated as if known to be infectious for HIV, 

HBV, and other bloodborne pathogens.  

Work Practice Controls means controls that reduce the likelihood of exposure by altering the manner in which a task is 

performed (e.g., prohibiting recapping of needles by a two-handed technique).  

According to the Occupational Safety and Health Administration; Each employer shall ensure that a copy of the Exposure 

Control Plan is accessible to employees in accordance with 29 CFR 1910.1020(e). The Exposure Control Plan shall be 

reviewed and updated at least annually and whenever necessary to reflect new or modified tasks and procedures which affect 

occupational exposure and to reflect new or revised employee positions with occupational exposure. The review and update 

of such plans shall also:  



Kountze Independent School District  

RELEASE AND WAIVER OF LIABILITY 

Voluntary Hepatitis B Vaccination  

I recognize, acknowledge and understand that the Kountze Independent School District school nurse (RN) 
will be administering a vaccination against Hepatitis B and that I will be voluntarily receiving the Hepatitis B 
vaccination.  I recognize, acknowledge and understand that there are risks associated with receiving vaccinations 
against diseases.  I further recognize, acknowledge and understand that the Kountze Independent School District 
and the Kountze Independent School District employees, agents, officers and representatives have no control 
over the risks associated with the Hepatitis B vaccination and the there may be serious and varied reactions to 
the Hepatitis B vaccination.  

I recognize and acknowledge that I have had the opportunity to consult with my physician regarding the 
benefits and risk associated with the Hepatitis B vaccination. In recognition of these facts and in exchange for my 
voluntary participation in receiving the Hepatitis B vaccination administered by the Kountze Independent School 
District employee (school nurse, RN), I, ___________________________________, agree to assume all risks 
and responsibilities for my personal welfare and safety and to release and hold harmless the Kountze 
Independent School District and the Kountze Independent School District employees, agents, officers or 
representatives, including but not limited to the school nurse, from any and all claims for damages of any kind of 
adverse impact whatsoever, including but not limited to personal injury or death, medical expenses, disability, lost 
wages, loss of earning capacity, incapacity or disability, scarring or disfigurement, physical pain and mental 
anguish and any and all other kinds of damages which I any incur or suffer association with the Hepatitis B 
vaccination.  

This release includes releasing the Kountze Independent School District and the Kountze Independent 
School District employees, agents, officers or representatives from liability for or arising out of negligence on the 
part of the Kountze Independent School District and the Kountze Independent School District employees, agents, 
officers or representatives.  

I acknowledge and understand that my participation in receiving the vaccination is entirely optional; that I 
am participating voluntarily in receiving this vaccination; and that receiving the vaccination is not a condition of 
my employment with the Kountze Independent School District.  

I have read the above Release and Waiver of Liability, and I have willingly and voluntarily signed this 
documentation with a full understanding of its purpose.  

 

   
Signature accepting the terms of this Release and Waiver of Liability  

   
Printed Name  

  
Date  



KOUNTZE INDEPENDENT SCHOOL DISTRICT  
EMPLOYEE HEALTH SERVICES 

HEPATITIS B VACCINE REFUSAL (DECLINATION) 

MANDATORY 

 

I, _____________________________________________, am an employee of KISD. My employer, Kountze 

ISD, has offered to allow me to participate in the HEPATITIS B IMMUNIZATION PROGRAM at no cost to me.  

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at 

risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to 

potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccination 

series at no charge to me.  

Date_________________________________  

    

Signature   Witnessed  



KOUNTZE INDEPENDENT SCHOOL DISTRICT  
P.O. Box 460 Kountze, Texas 77625409-246-3352 409-246-3217 (fax)  

EXPOSURE CONTROL INCIDENT REPORT 
 

I,_________________________________________, having consented to have my blood drawn by a medical 
professional, wish at this time for my blood to be tested for HIV. I understand that the result of the test will be 
confidential and the results disclosed only to me.  My employer will not be notified of the HIV test results.  

Employee Signature:__________________________________________________   Date:________________  

DECLINATION STATEMENT  

I, ______________________________________understand that due to my occupational exposure to blood or 
other potentially infectious materials that I may be at risk of acquiring Hepatitis B virus (HBV) infection. I have 
been given the opportunity to be vaccinated with Hepatitis B vaccine, at no charge to myself.  However, I decline 
this vaccination at this time.  I understand that by declining this vaccine I continue to be at risk of acquiring 
Hepatitis B virus, a serious disease. If in the future I continue to have occupational This report is to be completed 
by the employee and/or the director of health services in the event the employee is exposed or thinks he/she may 
have been exposed to any bodily fluid. This report must be completed and submitted to the employee’s supervisor 
immediately following the exposure incident.  

Name of Individual Exposed:    

Job Title:    Date of Exposure:    

Time of Exposure:    Location Exposure (Room, Playground, etc) 

  

Name of Source Individual: (if known)  

Task being performed at the time of exposure:    
 
  

Describe the exposure incident:    
 
  

Type of Exposure Incident: (Check all that apply) 
 Puncture of Skin  Contact with non-

intact skin 
 Contact w/ Mucus 

Membrane 
 Other (Please specify) 

  

Type of Potentially Infectious Fluid: (Check all that apply) 

 Blood  Urine  Feces  Vomit  Saliva (possibly 
containing blood) 

 Unknown 

Personal Protective Equipment in use during Exposure: (Check all that apply) 

 Exposed 
Area 
washed with 
soap and 
water 

 Disinfected 
Contaminat
ed Area 
(specify 
cleaning 
agent) 

 Disposed of 
Contaminate
d Materials 

 Removed 
Contaminate
d Clothes 

 Reported 
Incident to 
Supervisor 

 Other 
(specify) 

 

Employee’s Signature:    Date:    

Director of Health Services’ Signature:    Date:    



POST EXPOSURE REFERRAL TO MEDICAL CONSULTANT  

 

The following employee has been referred to you as a result of exposure to blood or other potentially infectious 

material.  Included with this form is a copy of 29CFR Part 1910.1030 (OSHA’s Occupational Exposure to 

Bloodborne Pathogens), Employee’s Consent Form, results of the source individual’s blood testing if available; 

and all medical records relevant to the employee’s appropriate treatment. Please complete and return the 

attached Report of Medical Consultant. Please complete a medical evaluation and follow-up in accordance with 

the OSHA Standard. (Note: This form is to be completed by the director of health services based on the 

information given in the Exposure Control Incident Report)  

Kountze Independent School District P.O. Box 460 Kountze, Texas 77625    (409)-246-3352  

Name of Individual Exposed:    

Task being performed at the time of exposure:    
 
  

Describe the exposure incident:    
 
  

Type of Exposure Incident: (Check all that apply) 
 Puncture of 

Skin 
 Contact with 

non-intact skin 
 Contact w/ Mucus 

Membrane 
 Other (Please specify) 

  

Type of Potentially Infectious Fluid: (Check all that apply) 

 Blood  Urine  Feces  Vomit  Saliva (possibly 
containing blood) 

 Unknown 

Personal Protective Equipment in use during Exposure: (Check all that apply) 

 Exposed 
Area 
washed with 
soap and 
water 

 Disinfected 
Contaminat
ed Area 
(specify 
cleaning 
agent) 

 Disposed of 
Contaminate
d Materials 

 Removed 
Contaminate
d Clothes 

 Reported 
Incident to 
Supervisor 

 Other 
(specify) 

Source Individual (identified to the best of the school’s ability and as allowed by law): 
 
  
Has the Source Individual consented to a blood test to determine HBV and/or HIV infectivity? 
 YES  NO  Not Applicable 

Results of the Source Individual’s testing shall be made available to the exposed employee, and the employee 
shall be informed of applicable laws and regulations concerning disclosure if the identity and infectious status of 
the Source Individual.  

 
Employee’s Hepatitis B Series Vaccination Dates (if applicable)  

1
st 

Dose _______________  2
nd

 Dose ___________ 3
rd

 ________________  

Name of Person Completing this Form:      

 Title:     

Signature of Person Completing Form:    Date:    



EXPOSURE CONTROL CONSENT FORM 

 

I,_________________________________, having been informed of the risks the exposure incident poses to my 

health and well being, do not consent to have my blood drawn by a medical professional.  I have been informed 

that there would be no cost to me, but still deny consent to draw my blood.  

 
Employee Signature:    Date:     

I, __________________________________, having been informed of the risks the exposure incident poses to 

my health and well being, consent to having my blood drawn by a medical professional, at no cost to myself.  

 
Employee Signature:    Date:     

I, __________________________________, having consented to have my blood drawn by a medical 

professional, wish at this time for my blood not to be tested for HIV.  I understand that my employer is required 

to retain my blood for 90 days in the event I would change my mind and wish within the next 90 days to have my 

blood tested for HIV, at no cost to myself.  

 
Employee Signature:    Date:     

Exposure to blood or other potentially infectious materials and I want to be vaccinated with Hepatitis B vaccine, I 
can receive the vaccination series at no charge to me.  

 
Employee Signature:    Date:    



REPORT OF EVALUATION BY MEDICAL CONSULTANT 

 

Please DO NOT include any information other than what is specifically requested in this form. It is a violation of 
the referred employee’s Right of Privacy and of Doctor/Patient Privilege if additional information is provided.  

1) Name of Individual being Evaluated:_____________________________________  

2) Name of Referring Agency: Kountze Independent School District  

3) Is a Hepatitis B vaccination indicated for this employee?   YES_____   NO______  

4) The following doses of Hepatitis B Vaccine have been administered: 

1
st
___________2

nd
___________3

rd
__________ 5) Has the employee 

bee informed of the results of this evaluation? 
YES_________DATE___________NO____________  

6) Has the employee been informed of any medical conditions that may result from exposure t o blood or 
other potentially infectious materials, which require further evaluation or treatment?  

YES_________DATE___________NO____________  

7) Date medical evaluation completed:_______________________________________  

8) Name of Medial Consultant:_____________________________________________ 
Address:_____________________________________________________ 
Phone#:______________________________________________________  

Signature of Medical Consultant:______________________________Date:________  

Please return this form to the following address—Thank you!  
                      Kountze Independent School District  
                     Attention:  Director of Health Services  

P.O. 460 Kountze, Texas  77625 

A copy of this evaluation must be presented to the evaluated employee within 15 days of completion of the 

evaluation.  Prompt return of this evaluation by the Medical Consultant to the referring agency is appreciated.  

This Report of Evaluation by a medical consultant was presented to the evaluated employee by:  

Signature of Employer:___________________________________Date:___________  

Signature of Employee:___________________________________Date:___________  



Chapter 10  

ACUTE CARE PROTOCOLS AND ORDERS  

Standing Orders Protocols Emergency Numbers 



  
 

































 


