
Clerical duties appropriate for an auxiliary worker or health aide
include:

1. Answering telephone calls and taking messages during the
nurse's absence

2. Filing records, reports, and other data

3. Typing correspondence, reports, and other necessary papers
and communications

4. Recording objective facts such as vision, hearing, and immu-
nization information, on cumulative health records

5. Reviewing pupils' records and obtaining health information for
nurse's use (information for follow-up or other purposes)

6. Preparing certain reports appropriate and necessary (parent
notifications, dental reports, accident reports, and others)

7. Taking inventory and requisitioning supplies

8. Making up and maintaining checklists to compile statistical
information for studies, surveys, and projects

9. Requesting transcripts of health records for new entrants and
forwarding transcripts of health records of pupils transfering

10. Assisting in initiating health records for new pupils.

Duties the auxiliary worker or aide may assume in giving emergency
care (consider also the legal implications) include:

1. Carrying out emergency procedures according to standing
orders under the supervision of the school nurse

2. Preparing kits and distributing first-aid material to teachers.

Duties the auxiliary worker or aide may perform when working with
instructional materials include:

1. Ordering, organizing, and filing health educational materials

2. Typing, duplicating, and collating instructional materials
related to. health

3. Taking materials to and from classroom
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4. Arranging health educational materials in waiting room, on
bulletin boards, or in other exhibit areas

5. Preparing displays of pictures, models, etc.

Duties the auxiliary worker or aide may assume in assisting the
school nurse include:

1. Preparing rooms for testing procedures (where examinations
are performed in the school)

2. Setting up and putting away equipment

3. Scheduling and assisting in getting pupils to the health office

4. Pulling and refiling cumulative health folders for use by the
school physician and school nurse

5. Making appointments for parent, teacher, or pupil conferences

6. Preparing conference room

7. Escorting young or handicapped pupils to and from the health
office (this might be for any purpose requiring that they come
to the office)

8. Helping in preparing these children for school health exami-
nation

9. Selecting material for specific purposes

10. Escorting children to and from the nurse's office for screening
procedures or other activities.

Although auxiliary or nonprofessional workers are being used more
extensively, as reported by the Oakland, California, study, it remains
to be seen how successful the widespread use of such a plan may be.
Certainly, with good pre- and in-service education plus continuous
qualified supervision, an auxiliary worker may be of much value to the
school nurse. The routine use of the aide to screen pupils who should
or should not be seen by the school nurse poses some questions. Not
only does the nurse's professional insight place her in the position of
making observations which might escape the notice of a lesser-qualified
individual but may deprive the nurse of an opportunity to give much-
needed counseling. It would be unfortunate if the aide should come between
the nurse and the child. The health and interest of the child must be the
prime consideration. To be more definitive is difficult. Each nurse must
be guided by her own good judgment within her own situation.



Certainly the wise and judicious use of qualified assistance would
do much to release the nurse to give more and better service to boys
and girls. Reports of projects are available which demonstrate the
value of such help as well as the pitfalls to avoid. Though further
studies are'much in order, there are at present sufficient guidelines
to enable the nurse to make good use of such help. What best serves
the health interests of boys and girls must be the goal.

S
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New Dimensions
in Curriculum

Jimmy E. Nations

The term "curriculum" has a lot of general -- even vague -- mean-ings attached to it; and, of course, phrases like "new dimensions" givea speaker a lot of leeway. I'm going to try to focus on a particular
definition of curriculum, and then I'll talk about some new kinds ofthings that are happening in curriculum -- some new dimensions that Isee in the school's curriculum.

When I speak of curriculum, I mean a purposive occurence in aninstructional setting. The central focus of the curriculum is a learner,and the curriculum does not come into being until that learner is inter-acting in an instructional setting. The curriculum, by this definition,is not a thing that can be written down in a book and handed out. Whatcan be written is a description of what we hope is going to happen. Whatis written is a curriculum plan, but it is not the curriculum. The cur-riculum must take place in an instructional setting around a learner.
There are four other elements that have to be included in that

instructional setting. One is a learning problem. The learner interactswith this learning problem. He faces the learning problem and has todeal with it. Too often in schools, youngsters don't know what the
learning problems are that they are supposed to be dealing with, and,as a result, their curriculum never happens. I think it's important
that youngsters know the learning problems with which they are beingconfronted.

The second element that goes into the making of the curriculum issome kind of expected outcome in terms of behaviors for that learner.The purpose of curriculum is to bring about changes in the behavior ofthe students. Changes are made in relation to a learning problem, so,in order for the curriculum to occur, there has to be a learner in actiondealing with a learning problem -- with some kind of expected changes
in his behavior. I use the term behavior to mean ways of thinking, ways
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of feeling, and ways of acting. It is important to look at behavior as
overt actions, thdught processes that produce those overt actions, and
the feelings or attitudes that go into those thought processes that lead
to the ways of acting.

The third element that has to be brought into a situation for the cur-
riculum to occur is learning materials within an educational environment.
I don't mean to say that the environment in which the curriculum occurs
has to be the school because a museum, a playground, the streets -- all
can be educational environments. We should make no mistake about the
fact that youngsters are involved in curriculum and that curriculum takes
place out in the streets, in the neighborhood, and in the home. The school
curriculum is one that takes place under the auspices of the school; but I
think if we are going to have effective curriculum in the schools, we
absolutely must recognize that a youngster is involved in curriculum in
a variety of places. The implications are that we need to know the kind
of curricula in which the youngster is involved in all of his other life
situations. Thus, the third element of the curriculum is the environment
or the situation within which the learning takes place. Within this situ-
ation, the learner interacts with the learning problem and develops
certain kinds of expectations for changes in his behavior.

The fourth element in the curriculum is the evaluation or the feed-
back that the youngster gets from having been involved in a learning
situation and having dealt with a particular learning problem. The eval-
uation that I talk about in terms of the curriculum is the evaluation that
the youngster uses. So often we talk about evaluation as something that
happens aside from the whole learning process. We talk about evaluation
as something that we generally test outside of the learning situation. I

think the most important kind of evaluation takes place as the curriculum
takes shape: where the youngster either knows he has made some changes
in his behavior or finds out that he has not made changes in his behavior.

This concept of curriculum can be likened to an amoeba. It is con-
stantly moving and taking new shape. If you prod an amoeba in one place,
all of the rest of it is affected. If you give some input to one element of
the curriculum, all other elements are affected.

As I have talked about curriculum, I have not included a teacher as
an essential element. I have done this purposely because I believe that
learning can and does take place without teaching; however, a good
teacher is a most important force in helping the curriculum take shape.
He is the greatest single factor in facilitating learning.

This represents a departure from traditional ways of thinking about
education because most of us usually think that education involves a
teacher imparting his knowledge to a group of learners. We give more
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emphasis to didactic teaching and to studies of teaching than we give to
learning. The purpose of schools is not teaching. The purpose of schools
is to provide a setting in which learning takes place. All of us who are
teachers must recognize that our role is secondary to the role that the
learner plays and that what we do is secondary to what the learner does
in the school situation.

Within this framework, let's move to some new dimensions in cur-
riculum. There's an old saying that "there is nothing new under the sun. "
I think that is almost true in school curriculum, but there are some new
ways of organizing. We have made some reassessments, and we have
made some adaptations. But always, whenever there is a school setting,
there have been learners and there have been learning problems and
expectations. All of these elements have been in schools as long as we
have had schools. But new dimensions can be described in terms of the
way these elements are emphasized, the way they are organized, and
the adaptations that are being made for them.

Let's look first at learning problems. In the current curriculum
reform movement, which was begun in the early 1950's, we have looked
at learning problems and we have reorganized the content of learning.
We have assessed the areas in which we have been dealing with learning
problems. In mathematics, for example, the mathematicians looked at
the learning problems that were being presented in the area of mathe-
matics, and they said "First of all, the schools are not teaching mathe-
matics as a content area; they are teaching arithmetic. They are only
teaching skills for computation." They were reassessing the content or
the learning problems that were being represented. They said, "Schools
should be teaching mathematics. They should be dealing with concepts
of set, concepts of number, concepts of numeration, and so on." The
computational skills in arithmetic are only secondary to an understanding
of mathematics. There was a change in the kind of learning problems
that were being presented and being dealt with in mathematics.

As one looks at one national project after another dealing with cur-
riculum development, one of the problems one finds in the projects is
reassessing the kinds of content -- or learning problems -- that are
being presented to students and with which students are being challenged.
We are reorganizing and reassessing the content with which we are deal-
ing.

In the program I am now working with, we are developing curriculum
in the arts and humanities. In the visual arts, which is one component
of our program, we find that many of the activities presented to young-
sters as art experiences are merely direction-following activities. In
the majority of the activities presented to youngsters, directions are
given and directions are followed. The ability to follow directions is

52



important. But this should not be presented under the guise of teaching
the arts because there are concepts, there are ideas, there are percep-
tions involved in art which should be the basis for developing curriculum
in art.

Thus, one of the activities in curriculum development is a reassess-
ment of the content or learning problem based on the particular area in
which we are dealing, and the reorganization of that content.

In the past, we have organized learning problems in small boxes,
stacked one on top of the other. In first grade, the youngsters had these
things to do; in second grade, they had these things; and in third grade,
this, and so on. When you look at the kinds of sequences we build with
these little boxes, you find that there wasn't much that was logical, about
the sequences.

A couple of years ago, while I was working at UCLA, we did a study
of early childhood schooling in the United States. We traveled to major
metropolitan areas and visited schools in adjoining suburban and rural
areas. It was amazing in that study to see how frequently we would find
the same thing going on from one place to another. Do you know that
most schools in this country still teach "Indians" in third grade? Nobody
knows the logic for it -- it isn't that the kids are particularly interested
-- but teachers feel obligated to teach Indians in third grade.

The point of this example is that we have had a tendency to put content
areas in little boxes reserved for first grade, second grade, third grade,
and on up. And there is little logical tie-in as we move upward. (I will
never forget one experience when I was teaching in Florida. I had a
group of six-, seven-, and eight-year-old youngsters. We had learned
a new song. We were singing it when the music specialist came, walked
past the door, stopped dead in her tracks, and looked in at me. I was
pleased. The children were doing very well. They sang nicely. That's
why I beamed at her to get some kind of approval and praise. Approval
was not forthcoming. She said, "Mr. Nations, that is a fourth grade
song I

We're beginning to get a little bit smarter. We're beginning to say,
"Let's look at learning problems and let's look at content. " We're
beginning to say, "There are some major concepts that run through areas
of knowledge and there are some major kinds of understanding that run
all the way through the content area. " We are beginning to organize
learning problems on this kind of continuum based around major concepts,
major processes, major understandings, major skill areas of develop-
ment. Then, we are getting smart enough to say, "This youngster can
deal with this concept in this way, and another one deals with it in another
way and at a different point along the line. " So much for learning prob-
lems and some new dimensions in learning problems.
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What about new dimensions in expectations? This is a time when
we probably have more focus on early childhood education than we have
ever had before in our educational system. The regional educational
laboratory where I work focuses all of its activities on early childhood
education. Of the twenty regional laboratories in the country, I under-
stand twelve have early childhood education, either as a major focus or
as a secondary focus. I think this is a good illustration of the importance
that we are placing on early childhood education.

But this didn't just happen; it came about for a number of reasons.
First of all, the curriculum development reform movement started in
the secondary schools. What happened was that fie people at the uni-
versities were saying, "What do we want freshmen in college to be able
to do?" Then they said, "If freshmen have to do this kind of thing, then
what should seniors in high school do and what should juniors and soph-
omores do?" until they finally got down to the fourth grade and somebody
said, "Just a minute. We are imposing all of these things down to the
fourth grade, and the poor kids can't handle them. "

There are numerous national projects in curriculum development.
Most of them start at the top and build down. They get to the fourth
grade, and all of a sudden, they are in trouble. So now we are beginning
to say, "Let's look at the learners and see what they are capable of doing,
what kids are capable of learning from the time they are two or three all
the way through the educational process. " So we're beginning to look at
expectations. We're beginning to find, first of all, that young children
are capable of a great deal more than we had expected. There are cer-
tain kinds of things young children can do that we never knew they could
do. If we build from this basis and go through the schools, we find
tremendous capabilities and achievements in our youngsters.

I don't know how many of you have had a, conversation recently with
a very, very bright high school student -- it's frightening! Even the
knowledge of young children is frightening. I have a five-year-old who
was talking the other day about the skeletal system of sea animals and
the differences between the skeletal system of sea animals and vertebrates.
All of a sudden, I thought, "I didn't learn that until I was a freshman in
college. "

I am constantly finding that young children are talking about what I
found exciting when I was in college. And some of the subjects teenagers,
some of these highly achieving youngsters, are discussing are equally
amazing. On the other hand, there is so much emphasis in this country
on providing good educational opportunities for all students that we have
to look at the wide range of achievement abilities.

We are at a time in our country's history where, unless we view
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human potential as our major resource, the country will go down the
drain. This is a country that has said, "Every citizen has a right to
make his voice heard; every citizen has a right to make the best contri-
bution that he can to society. " Therefore, school systems are respon-
sible for looking for the capabilities of every student.

We are beginning to recognize that as we talk about expectations
and capabilities of students, we have to understand that capacity within
one learner does not indicate equal capacity across the board. Some
students can achieve exceptionally well in one area and not as well in
other areas. This means that we need to look at students realistically
if we are going to define expectations for them. Frequently I go into
schools where they have the fast children, the average children, and
the slow children. Do you know what happens when you do a study of
differences within the children? Things get so mixed up that you can't
tell which one is supposed to be slow and which one is supposed to be
fast.

One of the most exciting things in education now is that we are talk-
ing about a variety of kinds of intelligence. There is the intelligence
that knows how to deal with academia. There is the intelligence that
knows how to deal with the street. There is the intelligence that knows
how to deal with the community. And there is the intelligence that knows
how to deal with creative problems. We need to look very carefully at
the kinds of intelligence that various youngsters have. T. think too often
in education, we have looked only at the kind of intelligence that can deal
with academia. Then we discount the others; we are wasting potential
and we are wasting talent. So what I am saying is that there is a new
dimension of expectations, that we are looking at a broader range of
expectations.

All right, let's move to the element of situations or learning envi-
ronment. We are a fairly materialistic society, so we focus a lot of
our energies and a lot of our finances on material things. And we're
beginning to come up with some exciting materials. I don't know how
many of you might have seen the television shows a couple of years ago
on things that were happening in the schools. Each network produced a
television show, in which the uses of computers in instruction were
discussed. The problem is that we don't know what to use them for once
we have them. We spend all of our time developing these machines, but
then we don't know exactly how to use them. We have psychologists who
say, "You tell me what you want the youngsters to learn, and I can see
to it that he learns that thing because we have all of the means."

Our problem is how to use those means. What kind of ends are we
going to foster in the schools? We have a lot of new dimensions in
learning situations and learning environments, but they aren't going to

55



do us much good until they are plugged in with all of the other elements
and looked at in terms of those elements.

The newest dimension in evaluation is that we are beginning to look at
the learner as being one of the most significant agents in the evaluation
process. Frequently I see situations where people are talking about dif-
ficulties in finding out something about youngsters. There is a simple
question that can be asked, and that is, "Did you ask the kid, did you ask
him?" Most often, the teacher will say, "No, I hadn't thought about that, "
or, "He wouldn't know. " Make no mistake: youngsters know. They eval-
uate their situations, they evaluate themselves, and they are the most
important agents in evaluation.

Now let me talk about new dimensions that center around the learner.
First of all, we are beginning to organize learners in a different way.
We're organizing youngsters into nongraded classrooms because we
realize that one individual contains within himself a variety of levels of
potential. We realize that the growth is not a sequentially even process,
but one that goes by leaps and spurts -- so we need the flexibility to allow
a youngster to achieve at his peak in every area within the curriculum.
We have begun to organize youngsters on a nongraded basis.

We are finding out that there are many kinds of learning and there
are kinds of learning that take place in a variety of situations. One kind
of situation might be good for ore kind of learning, and another kind of
situation might be good for another kind of learning. Traditionally, we
have put thirty children with one teacher, and they stay together six hours
a day throughout the school year. Now, we are beginning to say, first of
all, "If we are talking about information-type learning, in which the
teacher gives some knowledge or gives some data to the learner, the
students might as well be put into large groups. Why should teachers be
coming from all over the school to give them the same kind of information?"
So we put youngsters into large groups if it's an intake situation. If there
is an output situation, we find that it is necessary sometimes to have
youngsters in small groups or to put them in individual learning situations.
We are beginning to reorganize learners into large-group, small-group,
and individual-learning situations. More and more of the time in schools
is being spent on individual learning practice with youngsters, and this is
as it should be.

But when we start doing this type of reorganization, we have to re-
organize the teachers also. So we come up with teaching teams where a
number of teachers will be responsible for a group of youngsters. Then,
when we reorganize the teachers, we say, "Let's look at what the teacher
is doing and what kind of resources can be brought in to the teachers. "
We are beginning to say, "The teaching team should include support
services, diagnostic services, social, and growth services." All of
these kinds of things need to be fed into teachers.
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I think there are two kinds of organization that are most appropriate
and most profitable. These are the nongraded organization of learners
and the organization of learners into teaching-learning teams. (As a
matter of fact, I think I would rather use the term "learning team" than
teaching team. ) Essentially, then, what is happening with learners is
a reorganization, and, as I have said before, we are reassessing the
kinds of expectations we have for learners.

I hope that what I have conveyed to you is that we are looking at
schools; we are looking at every element of schools. There is nothing
that is sacred about school situations because we are trying to question
every element. It is only with this kind of questioning, and this kind of
analysis, that we. can really begin to develop the new curriculums, and
that we can really foster new dimensions in curriculum. It is only
through this kind of development that we can bring the very best to
bear in instructional settings with the learner. And our focus is the
learner!



7

New Trends in the
Health Curriculum

Miriam L. Tuck

Actually, there really are no new trends in health education cur-
ricula. As far as I know, the cognitive areas were always supposed to
have been based upon the health problems of youngsters. However, to
many persons this meant teaching anatomy and physiology first and then
attacking the problems -- and by that time, the teacher had lost the
youngster's attention. Today in education, it is fashionable to say,
"Be innovative. " Wasn't the good teacher always the one who skillfully
interwove facts with everyday problems?

Today, however, a greater portion of the public and the young are
subjected to health knowledge based on a deliberate attempt to activate
fear. If all of the dire threats we heard on T. V. , and even in some
responsible health literature (i. e. , the trapdoors in our stomachs getting
stuck; ordinary everyday problems causing us to have anemia, consti-
pation, tired blood, diarrhea, dyspepsia, what-have-you), were true,
only a very few of us would have been able to hobble to this conference!
Therefore, students and the public in general just "tune out. " They say,
"I'm feeling well. Leave me alone!" They really have to be stimulated
to listen.

Health educators (and everyone in the health business is health edu-
cating in some way), in order to combat this apathy, must be able to
combat the trapdoors in the stomach, the tired blood, the nostrums for
anything and everything; they must be able to speak out truthfully with
the facts; they must be able (and willing) to help the public separate the
important facts from the unimportant. In addition, health educators
must be able to gather together all concerned for concerted community
health education efforts, and they must try to set an example. (Those
of you who must smoke in school -- your actions speak so loud the stu-
dents cannot hear what you are saying! !)

Obviously, then, the goals of health education are related to those
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of all education, both where basic subject matter is concerned and in
their ultimate aim, helping the youngster reach his minimum potential.
Effective health education does more than this, since good health frees
the individual to live up to that potential.

Despite the constant bombardment of the communications media, the
great majority of the public is not health-educated. The recent School
Health Education Study revealed frequent misconceptions on all grade
levels, such as the following:

Commercial medicines are safe to purchase if the label
clearly indicates the dose and contents, or if recommended
by a pharmacist.

The use of "pep" pills and sleeping pills does not require
medical supervision.

The purpose of fluoridating water supplies is to purify water
and make it safe to drink.

Chronic diseases can be transmitted from person to person.

Venereal disease can be inherited.

The World Health Organization is part of the International
Red Cross.

Physical fitness and endurance naturally increase as
adolescents grow up.

For specific health problems, the sources of help chosen
as best by high school seniors were as follows: 1) for a
persistent skin inflammation, a nonmedical health adviser
or a pharmacist; 2) for a persistent cough, a pharmacist;
and 3) for a painful back injury, a chiropractor. 1

And there were more. In last year's CBS National Health Test, only
29 percent of an "educated" public had a practical knowledge of health.
Did you know that 95 percent of the drugs in use today were unknown five
years ago?

What are some of the health problems which affect all of us?

.1111.11M11

1Sliepcevich, Elena M. School Health Education Study: A Summary
Report. Washington, D. C.: SHES, 1964.
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The nation's population was 140 million in 1945; it is 200 million
now; it is expected to be 250 million by 1980 and 400 million by
2010, only about 40 years from now.

Approximately 90 percent of our urban population lives in local-
ities which are affected by air-pollution hazards -- radiation
fall-out, smoke, smog, fumes, and chemicals. Recent studies
have related these hazards to bronchitis and have suggested
relationships with pleurisy, pneumonia, and circulatory failure.

Health scientists have added tremendously to man's knowledge
about health problems and their solutions, providing unprece-
dented opportunities to prevent ill health and save lives. However,
the Public Health Service estimates that failure to use preventive
and early case-finding techniques is responsible each year for
88,000 deaths from cancer; 20,000 deaths from rheumatic heart
disease; and for needless suffering of millions of persons from
other ailments.

The United States now ranks 15th in the world in terms of
neonatal deaths.

Accidents cause more deaths than any other single illness
(except cancer and cardiovascular disease) and are highest in
the 1 to 25 age group. Basic to the reduction of accidents is an
understanding that they are not the products of Fate, but rather
the results of a definite sequence of events and, like disease,
are subject to epidemiologic study.

Mental illness affects 17 million people, fills every other
hospital bed, and costs over $3 billion annually.

Among our middle-aged and older people, there are special
hazards of premature death or disability from chronic diseases.
Each year 900,000 people die from heart and blood vessel
diseases; 260,000 die from cancer. Millions are affected by
these and other diseases, such as arthritis, diabetes, alcohol-
ism, and glaucoma.

To complicate these problems, there is a serious shortage of
physicians, nurses, dentists, and other public health and para-
medical workers -- yet a great percentage of college youngsters
cannot decide which career to enter. A stimulating health edu-
cation course might help bridge the gap.

Recent trends in health curricula emphasize health science as a
multidisciplinary area; therefore, there have been changes in the prep-
aration of health educators. In some instances, the health program is
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now encompassed in a school of public health; in others, in a school of
education. Health, as defined by the World Health Organization (WHO),
is the "state of complete physical, mental, and social well-being, and
not merely the absence of disease or infirmity. " Since there are so
many factors which have a bearing on health, the trend is to combine the
health major with sociology, anthropology, psychology, counseling, and
other related areas.

Because of this new emphasis, several curricula innovations have
emerged -- e. g. , team teaching, modular scheduling, conceptualization,
systems approach, closed-circuit television, programmed learning,
teaching machines, etc. -- which again apply to all subject areas. I
would like to explore some of these briefly with you. In one conceptual
approach resulting from the School Health Education Study, the hierarchy
stems from ,health, its most comprehensive concept; thus, all of the con-
tent is derived from health and its meaning. The three key concepts --
growing aid developing, decision-making, and interacting -- are the
unifying threads of the curriculum plan and "characterize the process in
the life cycle that is typical of every individual. " The three dimensions
of health -- physical, mental, and social -- interact and interplay with
the life processes represented by the key concepts. 2

The third level of the hierarchy consists of ten concepts, which serve
as the "organizing elements of the curriculum" and make up the scope of
health education. This scope functionally provides the answer to the
question of what to teach at all levels. Some of these concepts are:

Growing and developing follow a predictable sequence, yet
are unique for each individual.

Protection and promotion of health are individual, community,
and international responsibilities.

The potential for hazards and accidents exists, whatever the
environment.

There are reciprocal relationships involving man, disease,
and environment.

Utilization of health information, products, and services is
guided by values and perceptions.

ZSchool Health Education Study. Health Education: A Conceptual
Approach to Curriculum Design. St. Paul: Minnesota Mining and
Manufacturing Co. , 1967.
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There are at least a half dozen other approaches to conceptualization
throughout the country, including the school health division of AAHPER.
Many school systems do not require health education. In these systems
the school nurse is the key person in interpreting the school's needs,
both to the administration and staff and to the community. Health service
logs can be quite helpful in demonstrating student health education needs
(e. g. , types of visits, frequency, reasons for absence-frequency, ex-
cuses from participation in physical education, kinds of accidents,
cafeteria use, etc. ). The health service program is an integral part of
the triad of health (in combination with health education and a healthy
environment).

Another area where the nurse can be the initiator is in interpreting
the need for inservice courses in health education. A great proportion
of the teacher-training institutions do not require even one course in
health appraisal or instruction; some require only one. How can there
be adequate teamwork for helping the child to reach his best potential if
some team members have no idea what their concerns should be?

Others on the program will be exploring the nurse's role more
deeply; therefore, I will not belabor the subject. However, with the
tremendous emphasis on health needs today, there has never been a
more propitious time to start new health programs or to strengthen old
ones. I hope all of you will use this conference as a springboard for
revitalizing the total health program in your part of the country.

I would like to conclude with an engraving from a very old tombstone
in a cemetery across from my office in Oregon:

Remember, friends, as you pass by,
As you are now, so once was I
As I am now, you soon shall be.
Prepare for death and follow me.

(Below in pencil, is written:)

To follow you, I'm not content
Until I know which way you went.

There may be a message here for some of us, since the only differ-
ence between a grave and a rut is the depth!
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The Nurse's Role in
Health Education, Part I

Mabel B. Kepler

In New York State, our title is School Nurse-Teacher. Sometimes
we must explain this title, but I am glad the "teacher" part is there. We
are teachers and we have a vital role in education. Using our preparation
in nursing and education, we can be catalysts. We can make something
happen in education.

Recent developments in health education are encouraging. New
methods of teaching, i. e. , the conceptual approach, have been devised.
Audiovisual materials are more plentiful and of improved quality.
Curriculum guides are being developed at the national, state, and local
levels. The duplication of efforts seems wasteful; however, we can use
what is available and adapt it to our needs.

The nurse-teacher should be a member of the health curriculum
committee as a consultant and resource person. Implementing the
health education program is the joint responsibility of administration
and faculty. If parents and others in the community serve on an advisory
council, the nurse-teacher can interpret the entire school health program
to them. Community understanding and support are especially necessary
in these times of budget trimming.

Education for nursing gives us a foundation of scientific information,
making the nurse in the school the health expert. This background is
valuable, but understanding the educational process is equally important.
As part of the educational system, we must know wi;'.,t education is about:
what current developments in educational psychology are, how children
learn, what motivates them to change behavior and attitudes, what teach-
ing methods work best at a particular grade level, and what the best
techniques for teaching the slow learner are. We must be familiar with
a variety of educational media, know how to evaluate them, and know how
to improvise when funds are low.
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New legislation in New York State mandates health education in all
grades, K-12. At the secondary level, health is to be taught by certified
health teachers, but these will be in short supply for some time to come.
The classroom teacher will be responsible for elementary health edu-
cation.

Until teacher education institutions improve the preparation of class-
room teachers, inservice education will be needed to bridge the gap.
Good interpersonal relations and understanding of group dynamics will
enable the nurse-teacher to work effectively in this area. Many teachers
tell us that they need more time for teaching basic subject material. We
must convince them that health education is equally important, and help
them to do it.

It is helpful to determine what is already being taught in health and
related areas, such as science, hygiene, homemaking, etc. A checklist
will give some indication of topics being covered, but will not measure
depth of coverage. Analyzing the findings of a survey will help classroom
teachers realize how much is already being done and where improvements
are needed. The nurse-teacher might give some demonstration lessons,
offer suggestions of community agencies who have materials, or offer the
names of speakers.

Working in this setting also gives the nurse-teacher an opportunity
to interpret the effects of health problems on a pupil's ability to learn.

What I have said so far indicates that the nurse-teacher must be some
kind of superhuman dynamo. There is no doubt that she will be different
in many ways from some nurses in schools. Her function will be more
than the 9 to 3 dispenser of band-aids, record keeper, and screening
technician. She must set priorities for using her time and be willing to
delegate responsibility to auxiliary personnel.

Keeping up with developments in health and education may seem an
impossible task. The opportunities are there in the form of conferences,
workshops, inservice and graduate education, and lectures. Reading
journals in each field is very helpful. Certaiply active membership in
professional organizations is a must; it is part of being a truly profes-
sional person.

In the February 1968 issue of the Journal of School Health, Dr.
Delbert Oberteutier says of health education, "If our values are straight
and we value human life above all else, then health education becomes
one of the master areas in all of American education. Along with lan-
guage. It deals, or should deal, with the nature of life and problems of
life management, with all those phenomena that are indigenous to being
human, which develop or retard, create or kill. Nothing is more
important. Time must be found for it. "
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Part II

Edith H. Vincent

I concur with Mrs. Kepler that the school nurse should serve a,s a
resource person and consultant in the health education aspect of the total
health program in the school, even in writing health curricula. We should
add, however, that she needs to be qualified to do this, and after listening
to several of the speakers during this workshop, I am not sure what this
really encompasses. How can the school nurse serve as either a resource
person or consultant -- say, for instance, in sex education -- if she hasn't
kept up-to-date on materials, information, and practices. The school
nurse needs more than to be familiar with recent developments in an area.
She has to be able to get this material across. Too often we have geared
our projects to giving and receiving information without really involving
the students. I don't know how we are going to do it, but until we place a
high priority on the "personal" involvement, little success will be realized
in our programs. I may sound old-fashioned, tut I feel we have to find a
way to convey the feeling to our students that we really do care about
them and are concerned about them as individuals.

There are several ways to try to reach our audience with our ideas.
One way is rather informal -- through the use of bulletin boards, displays,
posters, and slides. You have seen several illustrations of these on dis-
play today. At this time, I would like to give recognition to an old friend,
Betty Manchak, who has taken my ideas and made them look professional.
I have little art ability but as a team we have prepared materials and
exhibits such as you see before you. I am sure that you will be able to
find someone in your area who is willing to work with you. It really
makes the tar,k easier and more rewarding to function as a team.

Other ways that you may be asked to present information are more
formal -- such as speaking in the classroom; working with PTA groups
and community groups; contributing to inservice programs for teachers;
and participating in special programs on drugs, venereal disease,
alcohol, etc. Here again, the important thing to remember is how to
"come across" to your audience -- sincerity, genuine concern, and
adequate knowledge are just three of the ingredients.

In many of the projects undertaken in the school, I view the school
nurse more as a coordinator and a member of a health team than as a
resource person. In a pilot project on sex education in which I was
engaged this spring, the success of the program wars due not to my
efforts as coordinator but to how well the members on the health com-
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mittee functioned as a team. Each member had a responsibility; the
librarian, for instance, compiled a bibliography of all the materials,
including books, pamphlets, filmstrips, and transparencies, available
to the faculty and students in the school's library. Copies are available
to you today on the bibliography table. So much more can be accom-
plished in working with people than alone.

I feel, too, that the school nurse should be alert to creativity -- to
develop new materials, new approaches. The transparencies which the
art teacher and I did on venereal diseases two years ago grew out of
requests from students and teachers to develop some visual materials
on this subject. Students, teachers, and parents were involved in the
development of these transparencies, which are being commercially
reproduced at the present.

It is an exciting experience to be a school nurse if your horizons are
unlimited. It thrills me to see school nurses across the country associ-
ated with health projects on smoking, sex education, drugs, etc. I think
the nurse has a key role to play in helping to initiate programs of this
nature. This spring, at the request of my administrator, I was asked
to "do something" about the smoking problem in our school. The tradi-
tional approaches seemed to be grossly inadequate. In working with two
small discussion groups of "problem" students who were, smokers, I
learned a great deal about the problems by listening to these students
and involving them in evaluating current materials. They asked to go
to an elementary school to talk with the 4th, 5th, and 6th graders, and
they did a terrific job. Lately I have become interested in the emotionally
disturbed child. Did you know that one of the indications of the emotion-
ally disturbed child is the frequency and intensity of illness complaints
with which he comes to the health room? How many school nurses use
the health records to counsel students and to alert teachers to possible
conflict in the classroom? This, too, is health education. Too often we
are near and with students but not "tuned in" to their pleas for help.

The school nurse today should be cognizant of the opportunities that
lie in the projects funded by the federal government and the trainee pro-
grams, such as may exist in the Education Professions Development
Act. Recently I had the privilege to serve as a consultant in reading
proposals concerned with health, especially sex education. In many of
these proposals, school nurses were included.

Health education does not stop in the schools; the schcol nurse
herself needs to speak out for school nursing instead of leaving the
responsibility to other groups. She needs to educate, by whatever
techniques are feasible, the school personnel and community as to
the unique role of the school nurse as it relates to the total school
program. Too often it is easier to follow than to be a leader. I
challenge you to become the latter.
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New Dimensions in Nursing
and Nursing Education

Eleanor C. Lambertsen

I want to talk with you today about some newer dimensiions in nursing
and nursing education. Possibly you have already discussed some of these,
but I feel at this point that it may be important for us in nursing and health
education to emphasize and re-emphasize and possibly say in different ways
some of these things that have new meaning for us today in the whole health
field. Current issues in nursing education and nursing practice are re-
flections of the nature and magnitude of social change. Rapidly occurring
changes in science, technology, social structure, intellectual concepts,
and economic and political establishments have brought signs and symptoms
of social stress, all clearly evident in the dissatisfaction of consumers of
health services as well as in the changing attitudes of health personnel
about the scope and purpose of their work.

A recent report of the National Commission on Community Health
Services describes the scope and purpose of essential comprehensive
personal health services of high quality for all people in each community.
The report indicated these services should be directed toward the pro-
motion of positive health, application of preventive measures, early
disease detection, effective treatment, and physical, social, and voca-
tional rehabilitation.

Shortage of Manpower

The health services available to the citizens of this nation are being
adversely affected in both quantity and quality by the shortage of physi-
cians, nurses, health educators, social workers, occupational therapists,
and numerous other members of essential and emerging health disciplines.
The forces underlying the growth and demand for health services are
powerful and continue to generate constant pressure to expand regardless
of the availability of personnel and financial or physical resources. The
conflict inherent in the expression of goals for health services and the
resources to achieve these goals is self-evident, for the major problem

67



we face today in our nation is a shortage of talented manpower.

Public concern with regard to scarcity of health personnel focuses
primarily on the medical and nursing profession. The shortage of physi-
cians and nurses is intensified by the scarcity of talented manpower in all
other professional and supportive occupations in the health service field.
Certainly those of you in the school are aware of this and of the expanding
role of the nurse in the school health system where there are no supportive
members of the health team present. Attempts to provide increased ser-
vices to the citizens result in further dilution of the quality of these ser-
vices where the approach has been to employ more and more personnel
with less and less preparation for major responsibility.

It is hypothesized that an objective analytical appraisal of nurse-
individual-family interaction will identify the common elements in nursing
for a group of people. The variants we must consider are the nature of the
potential or actual health problem, and note the word "potential." Age,
sex, culture, and intellectual and personal resources of the individual and
his family are common elements that we are concerned with in our multiple
role in the cycle of health. Second are the individual's physiological needs
in response to a health problem. Third are the individual's psychosocial
needs in response to an actual or pot`,ential health problem or problems.
Nursing is primarily related to the whole area of health maintenance or
restoration of normal body function or life processes.

Change in Place and Therapy

When I hear people ask what the role of school nurses is, I am more
than ever concerned with the significant role of nurses in the social insti-
tutions, such as the school, and the potential adaptive response of individ-
uals. The ultimate goal of any program of nursing care is to maintain or
achieve the maximum degree of health attainable for or by an individual.
Increasingly, the administrators of health services in institutions and the
physicians are criticizing the skill and competence of graduates of schools
of nursing, criticizing the newly employed graduate who does not know how
to carry out certain nursing techniques, etc. The decreasing amount of
time a student spends in a clinical environment has been viewed as the
cause of limited skill in nursing. But in all instances employers and
critics of graduates of our current system fail to recognize that it is the
difference that exists in hospitals or health agencies of various size and
type that really influences the practice of nursing. In a large medical
center, for example, it may be customary for interns to carry out certain
techniques which are the responsibility of a nurse in a noriteaching com-
munity hospital. Also, there is increasing evidence that techniques pre-
viously administered on the wards by nurses are now carried out in special
treatment or service areas by the technicians.
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When some of our young graduates start on their programs, they have
to be reoriented to some of the techniques that need to be carried out in the
home. Also, the hospital recovery room or intensive care units provide
certain services and techniques that were formerly done in the hospital
ward. The student of nursing, therefore, has limited opportunity to expe-
rience some of the procedures that I remember doing quite frequently.
How aware are we when we criticize the young graduate who comes into
our particular occupational group of some of these changes that have af-
fected her experience?

There is also limited opportunity in the care of certain types of cases
within the hospital. The pediatric experience has been lowered considerably
in hospitals with an increasing emphasis in a collegiate program in the care
of the child in an ambulatory setting. The emphasis in this shift may pro-
mote a greater interest in school nursing and public health nursing. In the
obstetrical service in the teaching hospital, there is a limited opportunity
for students of nursing to have an experience with mothers because of the
shortened stay. The whole area of helping the family to adjust to the intro-
duction of a new child comes not in the hospital any longer but in the home.

Nursing Personnel versus Nonnursing
Health Personnel

In our country, particularly in the smaller school setting, the smaller
the social institution in which we provide health service, the less apt it is
to have supportive specialists. Specialists who are few in number, such
as the social worker, occupational therapist, and social psychologist, often
gravitate to the larger urban centers and larger medical centers, so we
find fewer and fewer of these specialists available in the rural United States.

Problems associated with the shortage of talented manpower in nursing
have resulted in increased attempts at more effective utilization of available
nurse power. This is the problem you will face, and I would like to share
with you an example that demonstrates the basis for decision-making.
(Sometimes in our haste to differentiate between nonnursing and nursing
we may have a tendency to delegate a significant phase of care to someone
who is less well prepared to handle it than the professional practitioner. )
I selected a pediatric example because I think the principles I am using
here have pertinence to you in your work with children in the school. The
Methodist Hospital in Brooklyn has been actively engaged in an appraisal of
the factors within the hospital which affect the quality and scope of nursing
practice and the quality of nursing care. One recommendation for change
in hospital routine was that the dietary department serve and distribute
meals to patients instead of having the nurses perform this duty. The
decision that this service would be provided by the dietary department was
not innovative, as it is increasingly prevalent in hospitals; what was un-
usual was the decision that nursing service would retain the total responsi-
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bility for meal services on the pediatric ward. Why was this distinction
made? Numerous reports and research involving children have revealed
the effect of hospitalization on children during a period of stress. Sepa-ration from a normal life situation for the child is likely to produce tension,
anxiety, and fear. This could also apply to the situation where the child is
entering school and leaving what was his normal life style. How can the
nurse reduce the element of strangeness and reduce the number of care-
takers? An awareness of the basic problems influenced the decision of the
nursing staff of the Methodist Hospital. The conclusion that meal servicefor children was a nursing service responsibility was based on the results
of research and study demonstrating the effect of fragmented personnel
relationship as compared to sustained relationship in caring for children.

In planning how to use supportive personnel in nursing, we must realize
that there are certain kinds of duties that may not seem to come under the
heading of nursing, but they really do because of their therapeutic value forthe child at a particular time. If it is important to sustain relationships in
caring for children to eliminate the number of caretakers, how do we de-termine priority?

Another recognizable phenomenon affecting the practice of nursing is
that of increased specialization. There are two ends of the spectrum where
we see specialization clearly being described. If delegation of activities to
other supportive personnel in a cluster of related activities essential to
professional service can be isolated and controlled, it tends to create
another occupational group. If people start out to be assistants to a pro-
fessional, if the job is large enough and there is a body of knowledge that
can be identified, the workers then become another occupational group
which claims a specialty of its own. The cycle is repetitive, for as work-
ers in this occupation begin to enlarge their functions, they soon require
assistance; thus we find narrowing and narrowing specialization on several
levels. Many of these specializations have recently been formulated:
occupational therapy, recreational therapy, and physical therapy, to
name a few -- all vital areas that have emerged from the disciplines of
medicine and nursing. Within a relatively short period of time these occu-
pations have been deemed essential to total health services and, as a re-
sult, have become highly specialized.

The same phenomenon of increased specialization at two extremes of
the occupational continuum is increasingly evident in nursing, for physi-
cians as well as nurses are now advocating that the preparation of the
professional nurse practitioner for a clinical specialization (now predom-
inantly at the master's level) should take place at the post-master's level.

I hypothesize that the interdependence of medicine and nursing is such
that the areas of similarity of function will be greater. Psychiatric nursing,
for example, has been developed to the extent that it is possible to delineate
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this area of specialized clinical nursing practice. Direct nursing care
functions include individual psychotherapy, group psychotherapy, family
therapy, and social service. These are functions of the nurse, but they
are also functions of other workers within the team, such as the psychia-
trist, the clinical psychologist, and the social worker. It is the nature of
individual problems, family problems, and group problems that determines
whether the therapy will be carried out by a nurse, a social worker, or a
clinical psychologist. In psychiatry there has been little debate about the
expanding role of the nurse.

But symptoms of indignation were clearly evidenced by nurses when
a new program was initiated by the Colorado School of Medicine to train
public health nurses on the post-master's level for increased responsibility
in the care of children in low income families and to administer most of
the normal pediatric care originally handled by physicians. Public health
nurses and school nurses have had a long heritage of providing normal care,
and I fail to see what the issue was. Case finding, promotion of health, and
prevention of illness have long been a role of the public health nurse and the
school nurse. It can be predicted by physicians as well as nurses that the
nurse will be expected to assume more responsibility for ambulatory pa-
tients and those in nursing homes and other facilities outside the hospital.
The emphasis on health care services unfortunately has been primarily
upon effective treatment achieved by medical science and technology. Less
dramatic progress has been realized in some of the other health service
areas identified in the definition of comprehensive health care. Many per-
sons are hospitalized for conditions that could have been prevented or min-
imized by following sound personal health practices or by carrying out
medical instructions.

It was stated at the National Conference on Medical Costs in June 1967
that the greatest potential for improving the health of the American people
was not to be found in increasing the number of physicians or in forcing
physicians into groups or even in increasing hospital facilities but was to
be found in what people do and do not do for themselves. The school is
one of the nation's biggest social institutions that must face this challenge.
With so much attention given to medical care and so little to health edu-
cation and individual responsibility for the promotion of health, we run
the danger of supporting the understandable urge to buy a quick solution
to a difficult problem. There is a shortage of educational specialists and
health educators essential for public participation in health programs on
a well-informed and intelligent basis. Priority must be placed on coordi-
nation of the various health education programs and on health communication.

Every health worker who is in close contact with the people has a
potential influence on the knowledge, attitude, and health practices of the
people with whom he works. In order that the best results accrue frOm
these contacts, it is essential that doctors, nurses, midwives, environ-
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mental sanitation workers, and others with a special health knowledge
become more conscious of their educational responsibilities and approach
them with confidence, optimism, and a variety of techniques. The definition
of a program of health services and the availability of these services are a
constant source of public debate. We are now at a point that is crucial; we
may go back to the distant dark ages in medicine, nursing, and education if
we continue to support without question the idea that people less and less
prepared can assume more and more responsibility. This is quite different
from asking how can we add supportive personnel to the health team to
function directly under leadership, supervision, and direction of the pro-
fessional.

It is not just a question of numbers; it is the talent that proves the need
to carry out these services faithfully, efficiently, and therapeutically. A
spectrum of patient care means that the services will be available through
a number of different types of agencies in addition to the hospital. These
include home care programs, community health programs, school health
services, industrial health services, and the personal services of the physi-
cian and other health professionals. Continuity of services and coordination
of these services are essential and means must be achieved which will ensure
that the health professionals assume the responsibility for defining their ser-
vices on a community basis rather than continue to define the service on the
basis of the employing institution.
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Leadership in a
Period of Change

Charles H. Goodman

As you know, my area of discussion with you is "leadership in a
period of change. " Permit me first to sketch a few ideas and concepts
about this subject so that we may have some common positions of under-
standing. Essentially, I am going to speak about three things:

1) What is leadership?

2) What style of leadership is needed to meet the changes of
our times?

3) How can one improve his leadership ability?

Following this, I will try to transfer these thoughts into the area of
your work to see if they might be helpful.

Let us start with a simple question, which, like so many other simple
questions, turns out to be a most difficult one: What is a leader?

The answer to this question has changed as it has been studied, and
I am sure it will continue to change as we learn more about leadership.

At the turn of this century there was widespread belief that leaders
were born; one did not or could not develop or train a person to be a
leader. Consequently, it was the belief that leadership was essentially
based upon personality.

Then an attempt was made to try to understand leadership in terms
of the kind of person who makes a good leader. This question produced
long lists of traits which attempted to differentiate leaders from followers.
One would hear or read such adjectives as dynamic, dominant, aggressive,
forceful, confident, and so on. But this type of research or speculation
produced little in the way of understanding leadership, and gradually this
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trait concept of leadership disappeared, for there was little agreement
on what these traits were.

During the latter part of the 1940's, a number of studies were con-
ducted on the kinds and styles of leadership; the results of these studies
began to draw attention to such kinds of leaders as the autocratic leader,
the democratic leader, and the laissez-faire leader. The importance of
this research was that it began to focus attention on the effects of leader-
ship behavior on those being led by the leaders. Most of the recent
research on this leadership problem has been directed toward trying to
answer the question of what an effective leader does or what the functions
of leadership are. As a result of this type of research, it has been found
that the functions of leadership do not always have to be carried out by
the leader and that many of the things that need to be done can be carried
out by the members of the group involved.

These findings have led to the belief that group decision-making can
be more effective and more motivational for a group and that a leader
who encourages group participation is looked upon as a person who helps
the group to be more creative and productive. It is from these concepts
that the ;ideas of democratic leadership and permissive leadership (as
opposed to autocratic leadership) have evolved.

Let me see if I can now summarize and make more tangible some of
these points: There is considerable research, evidence that 1) leaders
are not necessarily born; 2) one cannot gain much from a traitist approach
to leadership or the personality concept of leadership; and 3) understanding
the functions of leadership can be more rewarding and fruitful than those
concepts which were previously espoused.

Can we then establish a definition for leadership in terms of present-
day thinking? I would offer the following: Leadership can be defined as
the process of influencing the activities of others to behave in a desired
manner for the purpose of achieving a goal or goals.

This definition involves the situation or situations in which one is
functioning; the leader and subordinates; the necessary influence to get
people to do the things needed; the manner, the way, or the avenues to
achieve the goals or objectives the group wants; and a differentiation
between the function of the leader (what he does) and that of the individual
or group (what they do).

I would like to comment on an issue that must be considered at this
point. It is the issue we refer to as the leadership vs. the headship
problem.

By "headship," in your case, we mean that you have been named
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chief nurse of surgery by the hospital director or chief nurse in charge
of all high schools by the superintendent of schools. In this situation,
you have been placed in charge by the organization. It is hoped that you
have been given the necessary authority and responsibility. You are the
"head person, " the person in charge. You can give orders to people;
you can promote people; you can discipline people. Does this mean you
are a "leader?" In an authoritarian sense, yes -- you give the orders.
But does this mean the people who work for you consider you a leader in
the sense of wanting to be directed by you, wanting to carry out the things
that need to be done to accomplish goals which both you and they feel are
needed? Being a supervisor being in a headship position -- does not
necessarily make you a leader.

What, then, is the significance of this new approach to leadership in
terms of the present? I believe we would all agree that present-day
conditions are most volatile. This is a period of rapid change. It is a
period of radical change. And the urgent question that confronts us is:
"What kind of leaders do we need to meet these changes?"

From all that we have witnessed so far, it would appear that the
authoritarian leader is least likely to be able to deal with the problems
of a democratic society.

Our whole trend in the U. S. has been and continues to be that of
giving greater initiative and greater freedoms to people. We want people
to think; to question; to get involved in the problems, politics, schools,
and community; and to participate in helping to make the decisions that
will affect them. People in our communities today want to be involved
in the policies of their schools, their hospitals, their roads, their city
governments. Students in universities are demanding the right to select
the college president, the faculty, and the curriculum. Teachers want
to have a voice in school curriculum, methods of teaching, and salaries.

All of these fundamental changes in our society have raised new
expectations, new attitudes among Americans. Our educational levels
have soared. So has the demand for more responsibility, more authority,
and the right to participate in decision-making. Can the authoritarian
leader hope to survive or function as a leader in this climate?

Let us return, then, to your particular situation, that of the school
nurse. What should your leadership role be? (Of course, if you don't
want to cause waves or stir up problems, then you will disregard all or
the following that I speak about). I think your role has two major aspects
to it. The first of these is program content. The second is that of your
leadership in promoting your programs, gaining support, instituting
change, and evaluating your programs to determine their value and
accomplishments.
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The following questions must then be posed and answered by you:
What is my program now? What are its deficiencies? Its strengths?
What needs to be done? What are the needs of the students? The schooladministration? The faculty? The community?

Now, you could easily evade these questions by saying that there areno needs, that everyone is very happy. I would then ask: Do you have aperfect program? Is it that you can't be bothered? Doesn't anyone
expect or want anything different? Is there ever something that is so
perfect that it can't be improved? Or that new needs can be ignored?

Now, if you find that things need to be changed or that new programs
need to be introduced, your skills as a leader must be put to work. Someor all of the following questions may face you: How can I get the needed
support? What opposition will arise? How can I overcome this resis-
tance? How can I introduce these changes with the greatest degree of
acceptance? How can I communicate this need or these needs to others
so that they will want to work to accomplish these goals? Would it bemore effective for someone else to take over the leadership to accom-plish certain objectives? How might the local medical association be ofhelp? The nursing association? The P. T. A. ? The county medical
director? Your state legislator? The bar association?

A major part of your success will depend upon your ability to be an
effective leader. Can you improve your leadership abilities? We believeyou can if you are willing to make the effort.

How can you go about improving these abilities? First, make an
assessment of yourself as realistically as you can. Put it down on paper.
Ask yourself the key question, "What kind, of a leader am I now?" Then
ask, "What kind of a leader do I want to become?" Other specific ques-
tions that you should ask yourself include: How flexible am I? How good
is my sensitivity in sizing up situation or a group problem? How well
do I communicate with others? Do I get my ideas across clearly? Do
I irritate people in a discussion? Can I sense the needs or problems of
a group? Can I crystallize these needs for the group? Am I tolerant of
different views? Can I get the members of a group to open up and give
their views? What is the level of my ability or skill in defining problems?
What do I know about leadership and its practice?

Basic to these questions is the foundation of these elements. Be
aware, for instance, of what you need to know to be a better leader.
(You can acquire this knowledge by reading lectures and by discussing
these matters with other leaders. )

Your own attitudes or feelings will also be highly important. Do you
really want to be a good leader? Try out new approaches -- by such means
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as permissive discussions and varied techniques of counseling. How
good are your insights and understandiug of problems? Analyze your
own experiences; experiment; get reactions from individuals or groups.
(You will need to develop these skills by practicing them in groups,
workshops, etc. )

There is a story of a young man who went to Aristotle and said, "I
want to learn to become a great harpist -- what shall I do?" Aristotle
is said to have answered, "Play the harp."

Becoming a good leader calls for the same practice. I can only
conclude by saying that if you want to be effective in your work, you
must become an effective, modern leader.
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Summary and
Challenge to the Conferees

Elizabeth C. Stobo

I suppose that it is natural that a talk, or a summary as this isintended to be, might include some reference from current readings.As you know, John W. Gardner's most recent book, No Easy Victories,was published last week. The following paragraph from that book seemsapplicable here:

"Professions are subject to the same deadening forces that afflictall other human institutions: an attachment to time honored ways,reverence for established procedures, a preoccupation with one's ownvested interests, and an excessively narrow definition of what is relevantand important. "1

For the past three days we have been challenged to think of ways inwhich we might free ourselves from these very fetters. School nursingtoday was quickly identified as being different from that in the past.Today'3 practices are far removed from inspections for nits and liceand those communicable diseases for which there are now adequate
control measures. Without neglecting or dwelling on the concerns ofthe past, the conference papers have dealt with the present but alwayswith an eye on the future. The need to assess scientifically that whichis being done or planned was encouraged by the use of study or research
methods, more specifically by the epidemiological approach.

Studies recently completed, or now underway, were presented tooffer directions for greater analysis and further changes in ways ofworking. Several times it was pointed out that priorities needed to beset. This led to questions as to the basis for establishing priorities.A further provocative question was: To what extent do we use the infor-
mation we now have?

1Gardner, John W. No Easy Victories. New York: Harper andRow, 1968, p. 42.
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The background for all of the discussions was obviously the late
1960's, more specifically 1968, with all of the concerns reflected in
current legislation, curriculum innovations, and social, economic, and
cultural problems which affect the lives of the children we serve.

As we progressed with our program, it became evident that practicesby nurses in schools today will be influenced by changes in the broad field
of nursing and nursing education. These changes, along with those in the
fields of education and health, must reflect a sensitivity to the demandsof our society. Such sensitivity is essential if vitality is to be maintained.

It is the maintenance of this vitality that is the challenge to the con-ferees. There can be no standing still while the present steady streamof change which marks our life today moves on. For every new innova-tion in medicine, an adaptation in nursing seems necessary. Innovationsin the field of education are influential, too.

The term comprehensive health care was mentioned several times.
What form this will take in the distant future is hard to ascertain. It
may be anticipated that the organization for health services will be dif-
ferent. The American dream is always for more readily available, good
quality services. The services must be available for more people in the
general sense and also in terms of close proximity to where they live.
The technology of the future will reduce distances in space as it has in
the past. The types and kinds of personnel necessary will vary, also.
It is conceivable that in the not-so-distant future, those children who
come to school ata younger age will come with the usual, and some new,
immunizations completed. They will also have had all of the current
screenings for vision and hearing acuity, speech proficiency, and other
screenings before they arrive. Facilities for medical and dental follow-
up will be available, and referrals for physical and emotional problems
as we now know them will eliminate the need for some of the present
kinds of school health facilities because they will be community-based.
This is a challenge and not a threat (as it well might be if we were un-
prepared and unwilling to discard the fetters I spoke of earlier). In this
changed school and community health environment of the future, the
school nurse will still be working with children, their families, teachers,
and a myriad of other school personnel. The new scheme of things will
permit her to locate those young people who need her the most, the high
risk group, and she will be able to spend more time with them as needed.
She will not lose the common touch! Many children will need her services
in quite a different way, and she will also have a key liaison function
between home, school, and the comprehensive health facility.

The new knowledges from education about the learning processes will
be used in every child contact and in adult contacts, too. Our increased
knowledge about individual differences -- made more explicit by our
understanding of the learning process and our greater knowledge of
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genetic, social, cultural, and nutritional influences -- can make our
approach to teaching (individual and group) more applicable for the indi-
vidual as a learner.

We have to run now to keep abreast of new information. To be in a
position to use new knowledge as it accrues in the years ahead will re-
quire changes not only in the lower grades, but also in high schools,
colleges, and graduate schools. New extension and inservice work will
become available. New scientific information will be collected, collated,
and synthesized so that it may be dispersed more readily and in a more
usable form for the rapidly increasing number of consumers wishing to
have their knowledge updated. Some sort of screening may have to take
place, and there will be arguments as to what information should be
screened out and what should be left in, but those arguments are for the
future. We shall face them when we have to decide on which packages of
information we shall select (much in the manner in which we now select
packages of food or TV dinners). At future conferences we may, among
other things, discuss, from the point of experience in local communities,
the merits of the content of Scientific Package 1, 2, 3, etc. Are you ready
for this? I am! I think that it will be great! Right now I am ready and
stimulated to go back and look at priorities as to what we shall keep and
what we should discard. I am challenged to look at the various study
findings which tell us that some of the "sacred" things we have been doing
for years are not going to pay dividends in terms of either finding or deal-
ing with health problems. I shall look forward to further findings from the
Delaware study reported on by Dolores Basco, in order to locate implica-
tions for school nursing practice. I shall check the Stobo, Shoobs, et al. ,

study for priorities to be found there, and look into the Bryan study to
see how school nurses can realign their valuable professional time in
order to use it where it can do most good.

I hope that you are feeling a similar challenge. You have the further
responsibility to go back and share this challenge with others in your own
areas. This is your leadership responsibility; this is why you came.
Some of you who have heard me speak before have heard me use a quota-
tion from the late Paul Mort's book on school administration. I regret
that I did not bring it with me, but the gist of it is this:

The school should always be a school on the hill. Out of the valley
come children to that school on the hill. At the end of each school day
children carry lights from the school back to the valley. The lights
carried by the children daily, from the school on the hill to their homes
in the valley, soon become a stream of lights glistening throughout the
world. Part of our challenge is making this stream of lights brighter
than ever before. 2

2Mort, Paul R. Principles of School Administration. New York:
McGraw-Hill, 1946, p. 13.
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Conference Implementation
and Evaluation

During each day of the conference, a period was set aside for the
conferees to meet in geographical groups to discuss the implications
and implementation of the formal presentations.

Inasmuch as AAHPER is already divided into six district associations,
it is anticipated that these structures may serve the conferees as a basis
for developing future conferences of similar nature. It is conceivable that
one or more states may cooperate and coordinate future planning. Each
October issue of the Journal of Health, Physical Education, Recreation
carries a roster of national, district, and state officers of HPER struc-
tures, who will be helpful in local implementation.

Before the leadership conference adjourned, the conferees completed
an immediate evaluation form. It is anticipated that follow-up evaluations
will be repeated at a later date, and surveys will be made to determine
the extent of implementation on the local level. It is hoped that a follow-
up report of this conference will later be prepared.

The staff and officers of the American Association for Health, Physical
Education, and Recreation stand ready to help in any way possible. Addi-
tional rosters of local resources are available upon request from the Con-
sultant for School Nurses, AAHPER, 1201 16th Street, N. W. , Washington,
D. C. 20036. It is hoped that in addition to seeking assistance, individuals
will report their accomplishments to this office.
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take fundamentals for granted, and are more interested in the state of the
roads than in their place on the map. And it might fairly be argued that
in ordinary times, the combination of intellectual lameness with practical
energy is sufficiently serviceable to explain, if not to justify, the equa-
nimity with which its possessors bear the criticism of more mentally
adventurous (nations). '1

So quite frankly, it seems school nursing is in a mess, which may be
one reason why you are all at this conference. It is probable that you are
reaching or have already arrived at a stage (and perhaps you should have
started in 1894 when school nursing commenced) of sitting back to think,
to adventure mentally with reduced practical activity. Thinking is what
is needed.

You may well question what epidemiology could offer you in this pro-
cess. The reply is fairly easy if the basic principles of the science are
understood.

If you are concerned only with the diagnosis and care of an individual
child, then you do not need epidemiology, for that personalized assess-
ment and practice require clinical skill and judgments, be they of a nurse
or physician. But, if one of your functions (and it is included in the afore-
mentioned list) is the assessment of and health programming for a school
population -- that is a group -- you can only use epidemiology, for that is
what it is all about. So if you wish to carry out this important group diag-
nosis for scientific health programming, you had better learn epidemiology.

This science will not be able to direct you in the care of individual
children; that is the art of nursing. But if you are attempting to identify
priorities, and the best health return for your day's work, and what are
the correlates of your school health problems, and what outcome, health-
wise, you may expect if these processes are reversed, then you will need
epidemiology.

If you set out to assess the problems of a school population, epidemi-
ological techniques will readily tell you the most prevalent disorders and
identify the groups suffering the highest rates of these problems. This is
purely descriptive and will not tell you "why. " Nevertheless, this will
show you where to apply your services, which groups have high rates;
i. e. , this will establish scientifically your priority groups for care.

I am concerned about this, for it seems relatively less important for
my daughter's eyes to be examined in comparison with the vast number of
children in schools in America today who are in greater need and much
more disadvantaged than the likes of my child. They need it more than
my child, and yet you go on as if all children are at equal risk, which is
patently wrong.
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Further, this picture will tell you the characteristics of the "high-
rate-of-illness" groups. Are they the first graders, or the seventh graders,
the Negroes, whites, or Puerto Ricans, or children from broken homes
who have high rates of illness? This sort of cross-sectional epidemiol-
ogical group diagnosis can be carried out in a matter of weeks -- literally
(provided adequate data are available).

If you do not carry out this scientific group appraisal, you will be
tempted to generalize from your individual clinical cases, and for many
reasons may err considerably in these conclusions.

This procedure will also indicate the prevalent disorders of today's
school children, for many of your actions and functions may not be geared
to the present-day disorders -- you may be out of phase with what is going
on today.

Further, if you apply analytic epidemiological methods correctly, you
will be able to identify the antecedents -- the causes of these health prob-
lems; i. e. , the processes or behaviors that precede their onset in factual
terms and not in erroneous generalities derived from hunches or beliefs.
Therein lies the only hope of identifying those factors in need of change to
prevent the onset of illness in school children. You will be able, also, to
calculate the amount of reduction in health problems you can expect as a
result of your action directed toward the necessary promotion of more
healthful preventive behavior.

This procedure requires prospective, longitudinal studies, which are
time-consuming but seem a "must" if we are to identify factors which
place children at high risk, and thus those antecedents which require
change. This is the basis of adequate preventive health action. The
emphasis at present is on school nurses attending to ill or disabled
individual children, which, helpful as it may be, will do little to prevent
the onset of new cases of these disorders. This dictum applies to all
human illnesses, including the infectious diseases.

The tragedy is that there are people who still write in otherwise
excellent articles that, "Statistics give little insight about the way acci-
dents occur. Case histories tell the clinician more, "7 illustrating a very
limited view of statistics and the contribution of epidemiology to the iden-
tification of "causes. "

So, using basic methodology, you can fairly rapidly identify the groups
of school children with high rates of illness demanding priority of attention,
and with that picture and your clinical experience, you can draw hypotheses
for testing in prospective studies. If you have ideas or hunches about the
causes of the problems, by all means state them and let us venture to test
them. But they are merely hypotheses, and should not be assumed to be
fact until they have withstood critical testing.
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I am also concerned, deeply so, that not enough attention is being
given in school programs to the prevention of pathogenic behaviors of
adulthood. Children, unfortunately, slip very rapidly into adulthood, and
I do not see evidence that habits of adulthood which are detrimental to or
promotive of health are receiving the necessary attention during the school
years. That is when it all starts and ends, quite frankly, and we recog-
nize too well the difficulty experienced in changing the adult behaviors
which were ingrained in childhood.

We know, for example, that children of parents who smoke are more
likely to become smokers themselves than are children of nonsmoking
parents. I say to you, should this not be identified as the child enters
school, and should some indication not be made to such parents of the
likelihood of their own children smoking and suffering the health conse-
quences as adults? In a similar vein, one can consider action against
dental caries, the most prevalent disorder of school children. There are
known behavioral correlates of caries and these need discussion with the
parents. Health behaviors are not randomly distributed, and children
generally learn them from their parents, which suggests your attention
be directed to parents and their behavior. It raises the tantalizing indi-
cation, in fact, that your routine health examination should be of parents
and not children.

Further, you need to keep a continuing group diagnostic picture in
the forefront, an ongoing epidemiologic surveillance, for this will keep
you abreast of the natural history of the problems you face, and confront
you early with the changing patterns of diseases, and their correlates.
This is most important, for with the vast social, environmental and other
changes occurring in this country, it is imperative that you keep abreast
of their health consequences.

Since mandatory school integration, many changes have occurred in
schools and in the programs for school children; we all are aware of them,
and they may well have profound health implications. Do you know what
they are? Are you attempting to become aware of changing disease and
health behavior patterns resultant from these major societal reorderings,
or are you still fussing about diphtheria and small pox? If you system-
atize a stream of relevant information with modern data processing
techniques, you will have answers overnight -- if you ask questions ! !

Thus, in terms of ongoing diagnoses of your groups of school chil-
dren, not of individuals but of groups, epidemiology will guide you to
priorities, and can help you identify antecedents or risk factors, and
hence point up your necessary preventive actions. This science would
not tell you how to carry out this practice. If I ventured to pass such
opinion, it would be as a physician and public health practitioner rather
than as an epidemiologist.
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Another matter of concern is brought to mind by the sort of opinions
one reads and hears that a rough but useful measure of the thoroughness
of the physical examination is the number of pupils examined per hour.
This system's approach to quality is distressing, as generally in public
health, and particularly in public health nursing, we are way behind in
the evaluation of our activities. Tawney describes the characteristics
that permit this to go on, bringing to mind all too readily many nurses.
"The blinkers worn enable them to trot all the more steadily along the
beaten road, without being disturbed by curiosity as to their destination. "
His advice should be heeded by all, for "it is necessary to know where
(the road) leads, and if it leads nowhere, to follow another. The search
for another involves reflection, which is uncongenial to the bustling people
who describe themselves as practical, because they take things as they
are and leave them as they are. But the practical thing for a traveler
who is uncertain of his path is not to proceed with the utmost rapidity in
the wrong direction: it is to consider how to find the right one. "6

Epidemiological principles have a great contribution to make in this
necessary evaluation of your services. Unfortunately, perusing the recent
guidelines for school nursing, 8 it seems that in the self-evaluation alone
are included approximately 120 questions, almost all of which are behav-
ioral, such as "Have I allowed time for conferences?" "Have I cooperated
with all agencies?" and "During home conferences have I stressed acci-
dent prevention?" I say, who cares? I say to you, does it matter to the
health of the school population? Whatever you do, if you stay at home and
drink coffee and by so doing you are reducing the rates of new cases of
disorders in your school, your program is successful. If you leave no
time for conferences, and if by what you are doing or enabling, you can
reduce rates of illness, that is success. It may not be because of your
actions, but nevertheless the health of your group is improving, which is
our aim. On the other hand if you answer affirmatively to all 120 ques-
tions, and the rates of emotional disorders and accidents are rising, you
are unsuccessful, even if you have had a thousand conferences.

It is not easy to find evidence that this nature of evaluation is high in
your priority of activities, that is, evaluation in terms of health and not
how busy you are. Parenthetically, let me encourage you to experiment
in your delivery of services, for you are in a wonderful position to carry
out health services research -- provided, as ever, you measure the out-
come in health terms.

Let us examine a few of the major health problems of today's school
population in terms of what I have said.

Studies carried out in 19619 indicated, and I am sure you all know
this better than I do, that "emotional problems have become the most
serious and difficult problems of children of school age. " Showing prev-
alence are rates of 19% of 1st to 11th grade children considered to be
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",maladjusted," with 8% of 9th graders considered to have "serious adjust-
ment problems. " Many references suggest that about 10% of school chil-
dren have serious emotional problems. Further, the data indicated that
in New York City, "about 20% of school children are in need of child
guidance services, and that many could be identified, if not prior to
school, on the first routine health appraisal on admission to school. "

And I asked myself, "Why must my child's eyes be examined and not
her emotions?"

Among school children, emotional problems are perhaps only second
in importance and prevalence to dental caries. Starting from there, one
would want to know what characterized this 20%. Illness is not randomly
distributed in humans, and small groups contribute disproportionately
larger amounts of illness. These groups can be identified. In so doing,
and with your vast experience in dealing with school children, you should
be able to suggest the nature of these children and possibly hypothesize
as to "why?" You then proceed to test these hypotheses. There is an
element in considering emotional problems that should concern you more
than it does, and that is the teacher. I do believe she (he) is generally
omitted as a variable implicated in the production of emotional distur-
bances. This opinion is not new, for even 30 years ago a study showedl°
"the personality of the teacher is the most important and pervasive ele-
ment influencing the mental health of the children. " Further, in a study
at that time (and nothing suggests there has been an improvement) "about
one-third of a group of typical classroom teachers studied were reported
as lacking in proper emotional adjustment. " I do not wish to state that
teachers alone cause emotional problems, but I do believe we should
question their involvement in the process. Maybe our proposed exami-
nations of parents should be applied also to teachers, and include an
assessment of their emotional status. It is disheartening for me to learn
that the California State Department of Education abandoned compulsory
physical examinations of applicants for teachers' certifications without
substituting at least an emotional assessment of these future teachers.

So if you ask pertinent questions, developed from concepts of practice,
and you apply epidemiological techniques, you will get answers.

It is not necessary to mention to you the prevalence rates of accidents,
for you must carry a big load of the outcomes of these incidents. We know
something about the epidemiology of accidents, but are we doing anything
with what we know, and are we choosing from this body of epidemiological
information that which should be implemented in rational action?

For example, a study in Vancouverli indicates that most accidents
involving child pedestrians occurred on clear days, in daylight, during
June and September, mainly on school days from 3-6 P. M. , primarily
on residential roadways. Further, it seems12 that we know some char-
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acteristics of those children who are likely to be involved in accidents,
as Keddy13 and others indicate "it is abundantly evident that the accident-
prone child is no myth. " They are the children of parents who are distant
in their relationships to the children, and who have a casual attitude to
injuries. Wheatley adds that "child-rearing practices and parent-child
relations may well be found to be the nuclei of accident-producing behav-
ior, not only in childhood but also in adulthood. "

Surely, then, you school nurses should try to obtain an early assess-
ment of those key ingredients, the parents' concern about accidents and
their relationship with the children. If this information is correct, then
these children at high risk can be identified and afforded high priority of
attention, which, it is hoped, will reduce their accident rates.

The outcome, therefore, in evaluatory terms, must be health, the
reduction of disease or disability -- not how many conferences you've
had. That is an intermediary, for if you have the optimal number of
conferences and the rates of disease rise, then clearly the conceptual
basis linking conferences with health outcome is at fault, and a new road
needs to be sought. If you do achieve your aim healthwise, it is still
conceivable that this success was due to another activity, even possibly
that of someone else. This is the scientific approach to programming
and demands constant questioning and application of principles.

My own view is that somehow, sometime (and preferably soon), if
you want people to understand what school nursing is all about, and if you
want to be clear and to be shown your achievements objectively (and that
is most important for all of us), you must record your aims in specific
health terms -- the reduction of this rate of disease, or that rate of
disability -- and set about measuring the degree of achievement.

I realize it is easy for this to be said, but it isn't difficult to do.
Keep it simple (for it is easy to be complicated) and you will receive
simple answers. What I am stressing are a number of principles con-
cerned with the health of a group, principles which are basic if you want
to function scientifically in regard to the school children's health. If you
do not, then keep going along your way, unthinkingly, with your blinders
on. This was well put nearly 2,000 years ago by Marcus Aurelius when
he wrote, "If you will return to your principles and the worship of reason,
within 10 days you will seem a god to those to whom you are now a beast
and an ape. "
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The Delaware
School Health Study

Dolores Basco

This is a long range study which was begun about a year ago and
will require about five years to complete. The purpose of the study is
to identify the characteristics of groups in the school population at high
risk for absence and illness and then to design and test new patterns of
nursing service for these high risk groups. This investigation is being
carried out in three phases. We have just completed collecting the data
for the first phase.

The literature was carefully reviewed and discussions were held
with representatives of the Delaware State Departments of Public Instruc-
tion and Public Health to determine the important factors to consider in
selecting the study population. A random stratified sample of 2,080 pupils
representing urban-rural, racial, broad age range, and socioeconomic
differences was chosen. These pupils were enrolled in forty-three public
and parochial schools throughout the state. Data were abstracted from
their 1966-67 school health, attendance, and cumulative records. Addi-
tional data were collected from 1967-68 attendance records. Preliminary
analysis of the data suggests pupils have more episodes of absence when
they come from lower socioeconomic groups, from broken homes, or
from large urban areas; when they are one year or more overage for
grade; or when they have low grade-point averages. Tenth graders were
found to have the highest number of absences; first graders ranked second
and were followed by fourth graders. Seventh graders had the lowest.

In the next phase, visits to homes of a selected sample of the study
population will be made to collect information about family social and
health characteristics. Based on data obtained from school records and
home visits, hypotheses will be developed regarding high risk groups.
The final phase of the investigation will be a controlled experimental
study in which new modes of school nursing services for high risk groups
will be developed and tested.
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This study illustrates one way in which epidemiology can be used to
strengthen school nursing practice. We can use epidemiology in many
ways to help us build a scientific base for school nursing practice. This
will enable us to change our practice intelligently so that we can make
the maximum contribution to the present and future health of school
populations.
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Urban Education
An Administrative Problem

Leroy C. Dillard

I want to talk with you briefly this morning about the major problem
which confronts us in education -- the development of a sound educational
program which will meet the needs of urban children.

You as school nurses know, as I do, how our educational system has
failed the urban child: His academic achievement is low; the percentage
of students going to college is small; the dropout rate is high; there is
difficulty in the teaching of reading; and high school graduates are poorly
prepared for jobs.

No matter in what major city you live, you know iliat these problems
exist, and you know, too, that when we talk about the education of the
urban child, we are talking about the education of the minority group
child -- primarily the Negro.

About a year ago, Judge J. Skelly Wright handed down a decision
which affected the Washington school system. His chief finding was that
we in the public schools in Washington had, over the years, been discrim-
inating against both the poor and the Negro.

He used as evidence these facts:

1) Our per capita expenditure was higher in the more affluent
areas than in the poorer areas of our city.

2) Our more capable teachers were assigned to the more affluent
areas of the city while our less experienced teachers were
assigned to the inner-city areas.

3) Our inner-city schools were far more overcrowded than were
the schools in other areas of the city.
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4) School buildings and school facilities in the inner-city area
were much more rundown and dilapidated than schools in
other areas.

5) We assigned Negro teachers to predominantly Negro schools
and assigned white teachers to schools that were predominantly
white.

If all this is typical of the major cities across our country, then it
can be said generally that we in education have been discriminating against
the poor and the Negro -- and that our major problem is this:

How do we provide equal educational opportunities for all of the
children who are served by our public schools?

In an attempt to solve this problem, our cities have been developing
special programs, generally with federal funds.

So we hear of programs for the disadvantaged, programs for the
deprived, programs for inner-city children, programs for ghetto chil-
dren, programs for hard-core families.

We operate Headstart programs, work-training programs, tutoring
programs, enrichment programs -- and with all these programs our
successes are minor, and we sometimes wonder if we are not wasting
the funds that we have received.

We have studied the inner-city Negro child and his family ad infinitum.
Without these studies we already know generally that he is poor; that his
parents have poor jobs or cannot find employment; that frequently he is
hungry; that he lives under poor housing conditions; and that his neigh-
borhood is rundown and poorly maintained by the city.

These are things that we can see without studies. But with studies
we learn additional facts: He is poorly motivated; he is restless and
aggressive and needs more psychological help than other children need;
his family is loosely organized; his parents don't display an interest in
him; his attention span is short; he can't communicate with us; he can't
think in abstract terms; and he doesn't speak standard English, so he
needs English as a second language.

These things which we have learned from studies focus our attention
on how different he is. Isn't this stereotyped thinking? Doesn't such
thinking make the development of sound educational programs more dif-
ficult? This, then, is another problem which must be overcome:

The eradication of stereotypes in connection withthe poor and
the Negro.
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The problem of urban education has become even more complicated
in recent years. That segment of the city which had always been quiet
and submissive is now demanding to be heard.

Inner-city citizens want to have a part in whatever decisions are
made. They want to help choose sites for buildings, help select the
architects who design the schools, participate in the development of
curriculum materials, and choose the teaching and administrative per-
sonnel.

New voices are being heard, and at times the;e voices are strong
and militant.

At one of our recent board meetings, students in one of our high
schools demanded that they be allowed to participate in all decisions that
affected student personnel in their building. This included participation
in determining how they should be dressed, what should be served in the
cafeteria, and whether or not they should be allowed to leave school
during the day when they had free periods.

They also demanded that they be permitted to set up a freedom school
where they could choose their own teachers who would teach them of the
contributions that Negroes had made to American culture.

Adults in the inner city are increasing their demands that the schools
in their communities be put under local control. They want to develop
local boards of education, make the school personnel responsible to them;
and they, the local community, want the right to determine what should
be taught and how it should be taught.

The demand is for new materials, for the inclusion of Afro-American
history in the curriculum, for African art and African music.

The demand is for teachers and principals who live in the neighbor-
hood served by the school and for local citizens to work as paid employees
in the educational system.

There is also the demand that education be made relevant to the needs
of the children served by the schools.

So these new and often militant voices are being heard. The problems
that city school systems face are:

1) Who really speaks for the poor and the Negro? and

2) How do we respond to the demands that are being made?
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In the past year or so some of our cities have been scenes of civil
disturbance. In Washington, in April, following the death of Dr. King,
large areas in the city were burned and looted.

Children participated in the looting; children saw adults looting; the
homes of some of our children were burned; children were frightened by
what they saw; and children were frightened by the presence of soldiers
in their schools.

In the wake of these disturbances, how does the school system react?
Shall it ignore what has happened? Shall it pass moral judgments? Or
shall it use these events to develop relevant educational programs?

Social changes, civil rights campaigns, poor people's campaigns --
all these present new problems for the schools, problems which compli-
cate the effort to develop equal educational opportunities for all children.

Still another problem facing urban educators grows out of the findings
of the Coleman report. Among other things, the Coleman report empha-
sizes the fact that integration of poor Negro students with either middle-
class Negro students or middle-class white students brings about the best
results in terms of achievement.

If a school system subscribes to this belief, the problem is how to
go about achieving this integration. Shall we change our school boundary
lines? Shall we bus children? Or shall we develop cooperative urban-
suburban programs? If we believe in developing integrated educational
programs for city children, we have major problems to overcome, since
whites are escaping to suburbia and middle-class Negro children are
escaping to private schools.

And now, the final problem that I want to mention is concerned with
the excuses we offer for our failure to do a better job for Negro children
who live in the inner city.

I've indicated that we're developing stereotypes of children in the
inner city -- they can't think in abstract terms, they can't communicate,
they don't use English, they have poor concepts. These are our excuses
for failure.

Could it be that the ghetto in which our poor and our Negro children
live -- this physical, social, and emotional environment steeped in the
unhealthy and the unwholesome -- could it be that this is not the worst
problem they have to face?

Could the maximum impediment be that unbreakable noose which is
forged around them by the minds of others?
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Could their futures be circumscribed by the attitudes of adults --
the hopelessness of parents who nurture them and the limited faith, both
of the administrators who plan for them and the teachers who teach them?

Do they have to fight against an educational system that believes that
less than the best is good enough for them?

Do they have to contend with a system that offers differing courses
in different schools?

Must their curiosity be directed in the ways that we think proper?

Are advanced science courses and advanced mathematics courses
atypical in their schools?

Is this excused on the grounds that these children do not choose these
courses, that what they need is special education and vocational education?

I'm indicating to you that if the big educational problem in America
is the development of good programs for the poor and the Negro, the
dwellers in the urban ghetto -- the greatest ghetto may be in the minds of
those of us who are responsible for their training.

Through all kinds of preservice and inservice programs, we are
becoming technically more proficient in the teaching of reading, mathe-
matics, and science. We are becoming skilled in the use of technology.
But all of this is useless unless within the hearts and minds of the edu-
cation profession there is a sincere belief that the children we teach are
individuals and are as capable of learning as any other group.

In the Washington Post on May 1, 1968, William Raspberry concluded
an article on the middl1/4 class Negro by saying:

"It may be that the most important contribution of all would be to
take the hand of one child who is trapped in the ghetto and help him
to see that escape is possible. "

I would apply this to teachers, administrators, parents, school
nurses, and all those associated with a school system. Skills are nec-
essary and extremely important. We need to know how to teach reading.
We need to know how to develop skills in the new math. But if we are
going to solve the problems of the urban child, it will be with a change
in our own concept of him.

And it may be that the most important thing you can gain here at this
leadership conference this summer is the faith and determination to take
the hand of one child who is trapped in the ghetto, and help him to see that
escape is possible!
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School Nurse Assistants

Doris Bryan

The need for better use of the school nurse's unique knowledge and
skills is constantly stressed in groups of professional health workers
and educators. Recent trends, primarily in federal legislation, have
resulted in the schools' making many more demands on school nurses.
Many school districts are increasing health services, and others are
adding school nursing services where there were none a year ago.

State legislation now requires school nurses in California and in
many other states to have education beyond the public health nurse
preparation level, so that there are fewer qualified school nurses to fill
these positions; then, too, the increasing technical nature of the health
field has made great demands on professional time.

In addition to school demands, there is an increased need for public
health nurses in generalized public health nursing services. As a result
of Medicare, home nursing programs are requiring more staff to meet
urgent needs of the public (as are other population groups, including the
acute and chronically ill). These programs will utilize not only more
public health nurses, but various levels of staff, including registered
nurses without public health preparation, licensed vocational nurses,
and subprofessional aides, as well.

The implications of this situation are clear-cut. There will be fewer
highly trained public health nurses to provide more complex services to
greater numbers of people. This means, therefore, that any agency,

Note: For more complete details, the reader should refer to Bryan,
Doris S. , and Cook, Thelma S. The School Nurse Assistant: A Report
on the Subprofessional Worker in a School Health Program. California
School Health Association Monograph Number 4, October 1966, upon
which this paper is based.
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including the school, must utilize to the greatest degree the public health
nurse's abilities and the skills for which she is trained, and must recognize
that persons with various levels of training can make effective contributions
as members of the school health team.

In order to supplement meaningful health services for the hard-to-reach
and lower socioeconomic segments of our society, and with the federal
government applying a financial stimulus to provide more training and jobs
for lower socioeconomic groups, a force of competent workers must and
can emerge. Subprofessionals can, with careful, creative supervision and
training, ease the burdens of the professional and perform many neglected
and/or new services.

Because it was felt that the school nurse could be the key person in the
school to work with students, parents, and community agencies -- acting
as a liaison between the school and the home, interpreting school problems
to parents and family needs to teachers and principals, and assisting parents
in seeking adequate medical care for ,their children as well as themselves --
the three-year project "Redirection of School Nursing Services in Culturally
Deprived Neighborhoods" was begun in September 1965 with the following
threefold purpose:

First, to determine if a planned program of personal contacts with
parents by the school nurse would increase parental action toward
maintenance and promotion of the health of the school child and the
prevention of illness; second, to determine if full-time nonnurse
assistants could carry out, under supervision, specific routine
functions ordinarily performed by qualified school nurses, thereby
leaving the nurse free to devote more time to parent counseling,
parent education, and child supervision; and third, to determine
if released time for the school nurse would, in fact, be used for
the exercise of higher knowledge and skills by the nurse.

The project began with a proposed list of activities. Early determination
of the duties of the nurse assistant was essential in order to select the right
person for the job. The nurse assistant wanted to know what was expected
of her; the school nurse to whom she was assigned needed to know what to
expect from her; and school personnel needed to be oriented to this new per-
son in the nurse's office. These activities, all or a portion of which could be
performed by the assistant, included maintenance of the nurse's office, parti-
cipation in health appraisal activities, individual child health supervision,
record keeping, responsibility for health education materials, and others.
The position of the nurse assistant has been a developing and a changing
one; it can therefore be assumed that her activities will change with expe-
rience, new knowledge coming forth from the project, and overall program
change in the school district.
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Three nurse assistants were recruited to participate in the project.
Between April 1965 and June 1966, they were provided with an initial 20
hours of formal inservice training and orientation in addition to four weeks
of observation and participation in the school setting. Although this train-
ing was directed toward the acquisition of specific skills, proficiency was
gained in the daily practice of these skills under the supervision of a skilled
school nurse.

An evaluation of the three nurse assistants was carried out each year
of the study. In all areas, the three were found to be doing a better-than-
satisfactory job, and in some areas, they were outstanding. They exercised
good judgment in assessing the needs of students as they came to the health
office; they understood and were able to carry out accident and emergency
policy with desired skill and safety; and they sought help and guidance from
the school nurse as needed. There is evidence to indicate that a full-time
nurse assistant can indeed carry out the routine functions assigned to her
and that she would be a great asset in the total school health program.

In conclusion, I would like to reemphasize the "musts" for effective
utilization of the nonprofessional that Dorothy Tipple brought out so well
in her keynote address yesterday:

1. There must be a clear distinction between professional and non-
professional tasks.

2. A job description for the nonprofessional must be developed on
the basis of what a person can do, not on what the nurse feels
she would like to give up.

3. Careful selection and training of personnel is imperative.

4. Continuous supervision by professional staff, trained to super-
vise, is necessary.

5. There must be a continuing evaluation of the effectiveness of
such assistance.

And finally, my own number 6:

6. Adequate preparation of nursing staff and school personnel for
the nonprofessional is essential.
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Criteria for
taffing Patterns

Irma B. Fricke

One of the most perplexing and challenging situations facing the
professions today is that of staffing. School nursing is no exception.
When one views the multitude of changes taking place in our present
society, this is not difficult to understand. Greater demands for more
service, increased shortages of qualified personnel, newer and more
complex kinds of health conditions, changing goals, and rapidly rising
costs all tend to complicate the problem. Though the fact of numbers
cannot be completely overlooked, traditional staffing patterns of yester-
day are in many respects outmoded. Old pupil-nurse ratios have lost
their value with present emphasis on needs and what it takes to meet
them. Optimum staffing will require a reassessment of present circum-
stances, establishment of realistic and meaningful goals, a study to
determine what is needed to meet these goals, and long-range planning
for the future.

Functions of the school nurse have not only changed but have greatly
expanded as well. Larger pupil enrollments, bussing of school children,
mandatory legislation bringing the handicapped child to school, and newer
government programs such as Headstart have all added new dimensions
to the school health program.

A look at the ANA publication, Functions and Qualifications for
School Nurses, shows twenty major functions with eighty-three subhead-
ings, and this does not include all the activities necessary to implement
these functions. 1 A special issue of the Journal of School Health, enti-
tled "The Nurse in the School Health Program: Guidelines for School
Nursing," lists six major responsibilities with twenty-two subheadings,

lAmerican Nurses Association. Functions and Qualifications of

School Nurses. New York: the Association, 1966.
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plus two additional sections dealing with the school nurse as an educator
and the school nurse as a counselor. 2 It would appear that more nurses
are needed to serve fewer students. The answer is not so simple. First,
additional qualified personnel are not available. This fact alone requires
that other avenues or resources be explored.

Perhaps one of the most difficult obstacles to overcome is the re-
sistance to change, characteristic in varying degrees in each of us. If
change is to be effected, involvement of professional personnel is basic.
Each must be helped to see, understand, and feel within his own person
the necessity for change and sincerely desire with an open mind to try a
different way of doing things. This can be a painful process, requiring
patience, understanding, encouragement, and support. The oft repeated
phrase, "Too much to do with too little time to do it," can be a powerful
incentive for stimulating or initiating action. No simple answer is avail-
able. We need to examine our programs for possible changes; plan for
better utilization of personnel, resources, and facilities now available;
and explore other avenues for help.

Too often we may keep on doing the same thing year after year just
because it has always been done. Surely we should evaluate the worth-
whileness of many of our present activities and determine their value.
One of the most common complaints heard in the school today is that
something new is always added but nothing is ever taken away. Certainly,
in view of the different and complicated health problems now facing chil-
dren and youth, new priorities need to be established with many former
activities abandoned or reassigned to a position of lesser importance.
We can no longer expect more nurses to do the same old thing. This
means that we must discard activities no longer necessary or those
which contribute nothing to the health and education of the child. Further-
more we need to make better use of those resources and facilities now
available. These include a reevaluation of nurse responsibility in view of
the members of the many newer disciplines, such as social workers,
guidance counselors, and psychologists, now working in our schools.
Coordination of the nurse's knowledge and skill with that of other pro-
fessionals not only lessens the burden on the nurse, but many times
results in a better solution when she is resolving adverse health situations.
Problems reviewed, discussed, and planned through a team approach may
relieve the nurse of much frustration and enable her to use to better ad-
vantage the knowledge and skills she does have.

2School Nursing Committee of the American School Health Asso-
ciation. "The Nurse in the School Health Program: Guidelines for School
Nursing. " Journal of School Health. Vol. 37, No. 2a, February 1967.
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In addition, the nurse has at her disposal many newer kinds of help,
such as the greater varieties and kinds of aid now available through
government programs; the use of devices such as computers, programed
instruction, and data processing; many new community health and welfare
agencies offering special kinds of services; and a whole host of communica-
tion facilities. The best use of all these aids in an appropriate manner
can do much to save her time and make more effective her activities as
she implements a sound school health program.

The efficiency expert is well known to all. Everywhere people and
programs are being examined with particular focus currently being turned
on education. The nurse as a member of the school team cannot expect to
be exempt. Better utilization of personnel, facilities, and resources is
essential. The waste of professional talent and skill on nonprofessional
tasks is well known to all. The nurse can no longer afford to spend her
time at tasks that do not require professional skill and responsibility. It
has become necessary to explore other sources for help to perform those
tasks requiring a less skilled individual. There remains, then, the ques-
tion of who is going to carry out those activities which, though not requir-
ing nursing skill, are still a necessary part of the work to be done in the
nurse's office. Many professions are looking to a fairly new kind of
helper known by many titles, such as aide, assistant, or auxiliary worker.
The employment of such persons raises several questions, however,
relative to re3 cruitment, selection, training, defining of functions, and
supervision. Certainly there may be distinct advantages to the employ-
ment of qualified auxiliary workers. Sometimes we might be tempted to
settle for anyone just to get relief. This could be tragic. A study carried
out in Los Angeles city schools illustrates that having additional help does
not necessarily free the nurse to carry out those professional responsi-
bilities and make those professional judgments which only she is qualified
to do. 4 On the other hand, another study reported in the Oakland, Cali-
fornia, schools demonstrates that with good and careful planning, auxil-
iary help can be of great value to the nurse. 5

3National Commission on Teacher Education. Auxiliary School
Personnel: A Statement by the National Commission on Teacher Educa-
tion and Professional Standards. Washington, D. C.: National Educa-
tion Association, 1967.

4Randall, Harriet B.; Cauffman, Joy G. ; and Schultz, Carl. "Effec-
tiveness of Health Office Clerks in Facilitating Health Care for Elsrnentary
Children. " Journal of Public Health 58:897-906, 1968.

5Bryan, Doris S. , and Cook, Thelma S. "Redirection of School Nur-
sing Services in Culturally Deprived Neighborhoods. " Journal of Public
Health 57:1164-76, 1967.



,T.-,nr:T.

Certain facts must be remembered. The auxiliary worker or health
aide is just that -- with the nurse always being the manager or supervisor.
It is the nurse who must help define the duties for the aide, assume re-
sponsibility for her training and supervision, and plan carefully to use
her time most effectively. Since the line between professional and non-
professional tasks is by no means always clear, it will be the responsi-
bility of the nurse to analyze and determine the professional. and nonpro-
fessional elements of a function. She will set up a schedule for the aide
and develop a plan of evaluation to determine that not only the aide's, but
also her own time is being used to the best advantage. Though respon-
sible for continuous supervision, she must guard against its becoming an
all-consuming activity preventing her from accomplishing even that which
s he had previously been doing.

Much of the nurse's work is of a highly confidential nature, and aux-
iliary personnel must understand that in having and using such information,
he or she must be guided by ethical standards. Here, as with others work-
ing in similar positions, a breach of professional ethics cannot be toler-
ated. Certainly if the employment of auxiliary workers is to become a
common practice, professional standards must be developed as well as
some plan for ensuring high standards of practice.

The auxiliary worker must never serve as a nurse substitute nor be
employed in the stead of a nurse. This means that a program of auxiliary
help will, contrary to the popular assumption, cost more money. It is
essential that the school board, the administrator, and all other school
personnel be familiar with the program in order to gain their cooperation
and support. The board of education must consider establishing a salary
schedule commensurate with the training of the aide and provide job secu-
rity, the same as it does for other nonprofessional personnel. In addition
to basic office training, the auxiliary worker will require preservice and
inservice education to acquaint her with those features unique to the nurse's
office. This would include familiarity with health records and materials
for instructional purposes, as well as procedures for emergency care of
accidents and illnesses. A knowledge of school organization and lines of
communication will do much to facilitate the success of the program.

Training for the nurse in the use of auxiliary personnel is most
important to the success of the program. The nurse must be willing to
relinquish some of the things she has been doing. Occasionally there may
be a nurse who does not wish help.

In establishing guidelines for the auxiliary worker or health aide,
nonprofessional tasks might be considered those not requiring professional
skill or judgment. Generally these include those tasks dealing with mate-
rials and equipment and requiring more nearly the education of a clerk.
Legislation in some states may effect the determination of the duties which
the aide may or may not do.


