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FOREWORD

The purpose of this manual is to provide a standard, well-referenced

resource for the Special Education Nurse and provide direction and

continuity for health services to pupils with special needs.

GOALS

1- To standardize the practice of Special Education Nurses in the State

of Iowa.

2- To aoguaint the Special Education Nurse with the impact of

handicapping conditions on the educational process and facilitate the

orientation of new Special Education Nurses.

3. To serve as a resource for ongoing professional growth.

4. To provide information to support administrative decisions on official

policies and on issues r4atin; to school health.

5. To support the significance of the Special Education Nurse as a member

of the multidisciplinary team in making realistic decisions about

programming and health management to meet the requirements of P.L.

94-142 (Education for All Handicapped Children)
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INTRODUCT ION

The Special Education Nurse has became an integral part of the
educational system evolving in response to changes in that system-
According to P.L. 94-142, Education for All Handicapped Children Act of
1975. all handicapped children are to have available to then "a free.
appropriate. public education which includes special education and related
services to meet their unique needs." In Iowa. services are provided to
children between birth and the age of twenty-one (Rules of Special
Education, 670 --12-1).

The resulting expansion of programs has resulted in the need for
health services to address the medical needs of the handicapped child.
Children with special need8 may have a variety of health related concerns
ranging from simple to canplex. Within the educational structure, the
strengths and limits of the handicapped must be identified and interpreted
to assist parents as well as the educational team in determining the
impact of the health status on the child's educational program.

The Special Education Nurse provides nursing services to handicapped
children, including identification of health needs, development of a plan
of nursing services, implementation of activities, and evaluation of the
outcomes in relation to predetermined goals. Being able to coordinate
gathered information frcm parents, educators, and medical resources
assures the Special Education Nurse a vital link in the educational
process.

This manual is the result of many hours of work by four special
education nurses. Throughout the process of its development, the editor
has experienced a continuing appreciation of the professional competence
demonstrated by the authors. The Bureau of Special Education of the
Department of Education gratefully acknowledges those nurses who developed
this manual. The material gathered in this manual will serve as a
valuable resource for the Special Education Nurses in Iowa.

Vicki A. Schnetter. M.S., R. N.
Editor

iv
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THE SPECIAL EDUCATION NURSE



PHILOSOPHY

Special Education Nurses believe:

1 The premise of Public Law 94-142 which
education for all handicapped pupils.

2. The health status of disabled children
development and learning.

assures the free, appropriate

has a profound effect on

Every pupil regardless of the presence of or the severity of a
handicap is entitled to a level of health which permits optimum
utilization of educational opportunities.

4. Health services should be consistent with the philosophy and
objectives of the educational program.

5. The Special Education Nurse has a responsibility to continue
professional growth and to understand the philosophy and strategies of
other disciplines serving special education pupils.

6 The role of the Special Education Nurse is becoming increasingly
valuable in the educational process as children who are medically
fragile and dependent on more complex medical treatments are being
served.

2
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BasrrIoN OVERVIEW

I. Rules for Teacher Education and Certification (TEC) of the Iowa
Department of Education outline the fcllcwing requirements for the
Special Education Nurses:

670-73.3(14) Szicial Education Nurse

A. AUTHOR IZATICN

The holder of this authorizacion is legalized to serve as a
Special Education Nurse to children requiring special education.

The legalization for this support servicl personnel is through a
Statement of Professional Recognition (SPR) and not through a
certificate.

B. PROGRAM REQUIREMENTS

Degree - Baccalaureate in Nursing or Master in Nursing.

C. OTHER

10/88

1. Current licensure in the State of Iowa by the Board of
Nursing.

2. Two years experience in Public Health Nursing including
service to schools or as a school nurse or 6 hours of
Special Education courses.

Procedures for NuillaSPR franTEC Division

The Special Education Director of the Area Education Agency (AEA)
must submit a letter to the division requesting that the SPR be
issued. Additionally, these documents must be submitted:

1. A copy of the license issued from the Division of Licensure.

2. An official transcript.

3. Verification of C.2.

3
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II. RulluLamcallgagation, Revised in 1985. include the following
statement under Special laucation Support Personnel.

670 --12 25(3)m

"Special Education Nurse" is a professional registered nurse who
assesses, identifies, and evaluates the health needs of handicapped
pupils; interprets the health needs to the families and educational
personnel as those needs relate to the pupils' strengths and
educational limitations; implements specific activities commensurate
with the practice of professional nursing and integrates the health
care into an acceptable pattern with the educational program.

III. Job Description

The following job description was developed by the Special Education
Nurses of Iowa as a reference for individual AEAs.
may vary depending on the needs of the handicapped population within
the AEA.

4
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JOB DESCRIPMCIN

SRecial Education Nurse

The Special Education Nurse must be experienced in providing
comprehensive nursing services to handicapped children and their families
and must be knowledgeable in school organization. The Special Education
Nurse also reeds to be familiar with the organizational structure and
services of ommunity agencies.

Special. Education programs and services are based on identified needs
of handicapped children in each Area Education Agency (AEA); therefore.
just as special education programs and services will vary along individual
AEAs, so too will the Special Education Nurse's services. In each
instance, the Special Education Nurse will be identifying nursing
responsibilities. planning and implementing within the AEA specific
activities which comprise the practice of professional nursing.

The following responsibilities are seen as within the scope of the
Special Education Nurse services:

A. Develop an Individual Health Promotion Plan (IHPP)

1. Assessment of the health* status of special education pupils
which may include but is not limited to:

a. screening prograns
b. obtaining health histories and current health data
c. physical assessment

2. Statement of nursing diagnosis: a precise statement describing
the health status of the child

3. Establishing long- and short-term goals and objectives to meet
those goals

4. Implementation of the LEIPP objectives

a. referral for professional services
b. monitoring the medical regimen of the child
c. parent and child counseling regarding health and nurturing

needs
d. nursing intervention in the educational program

3. Evaluation and follow through

a. development of observational criteria and collecting data on
the effectiveness of any and all portions of the plan

b. reassessment of goals

5
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B. Assist the child's family in identifying their individual health
needs and environmental concerns and in exploring possible
alternative solutions

1- Referral to appropriate professional and community resources

2. Wellness promotion

3. Supportive counseling

C. Work cooperatively with other personnel in special education programs
and services to promote a coordinated child-centered approach to the
problems of the handicapped child

1. Participation in educational diagnostic, evaluation, and
placement staffings

2. Providing inservice for employees

3. Assisting in the development of health-related curriculum

4. Assisting school personnel in recognizing health and safety risks

D. Provide assistance to the Special Education Director and
Administrators to further develop the health component of the AEA
Special Education Support Staff

*HEALTH = A continuum from wellness to illness

6



COMPETENCIES
OF SPECIAL EEUCATICN NURSES

The Special Education Nurse provides comprehensive professional
health services to handicapped children within the framework of the
educational system. The Special Education Nurse has:

1. The expertise to identify, assess and manage health needs of pupils
from birth to 21 years of age.

2. The expertise to effectively follow up identified health problems, to
provide health counseling to pupils and parents, and to motivate and
help parents to obtain appropriate health care-

3. The ability to consult with educational administrators,
instructional, and support staff in modifying the school regimen and
environment to meet health needs of Special Education pupils.

4. The knowledge to deal effectively with and establish procedures for
emergency injuries and illnesses of pupils individually or in the
event of a dtsaster.

5. The ability to make valid referrals and coordinate public and private
resources to help implement the health program for Special Education
pupils.

6. The knowledge to assist in decisions for placement of the Special
Education pupil in a regular classroom which will not jeopardize the
safety and health status of the pupil.

7. The insight to identify health and safety hazards within the school
which could endanger health or lives and reduce student ability to
learn and staff ability to teach.

8. The ability to influence Average Daily Attendance by reducing the
possibility of cannuntcable disease and promoting high level
wellness.

9. The educational background and experience to serve as a resource
person to educational aJMinistrators and staff on matters of health
management and wellness.

10. The expertise to obtain a comprehensive health and developmental
history and an evaluation of the have environment as it relates to
the health status of the pupil.

11. The expertise to interpret the relationship of health and
environmental information for modification or adaptation of the
pupil's educational program.

12. The expertise to serve on the multidisciplinary team to develop the
Individual Education Plan and conduct periodic evaluations.

7



4111 DEFINITIONS OF ASSIGNMENTS

Ceffeer-based Service

Center-based Special Education Nurses are assigned to one facility in
the AEA area. The amount of nursing service in such a center depends on
the health status of the pupils, the severity of the disabilities, and the
number of children served in the center.

Itinerant or Area-wide Service

The Special Education Nurse may be assigned to provide nursing
service to several programs within the boundaries of the AEA. This may
also include nursing service to pupils in home-intervention programs.
Sometimes compromises in the extent of nursing service must be made
because of the number of pupils, the severity of handicaps, and
geographical distance between programs.

Diagnostic Center Service - (Clinic)

Special Education Nurses may provide physical assessment and
neurodevelocmental screening for pupils of all ages for diagnostic
information to determine appropriate educational programming and the need
for other support services or referrals.

8



SPECIAL EDUCATION NURSE SERVICE IN IOWA

AEA # # of School Districts # Nurses Assignments

1 26 4 Center based (1)

Clinic and area-wide (1)
Area-wi.de (2)

2 28 0

3 25 0

4 19 2 Centers (1)

Area-wide (1)

5 45 1 1/2 Area-wide (1)
Area-wide (1/2)

6 21 2 Center based (1)
Area wide (1)

7 26 2 1/2 Center based (1)

Preschool area-wide (1)
Area-wide (1/2)

9 24 1 Center based (1)

10 39 1 Centers S/PH* (1)

11 61 4 Center based -
Des Moines (2)

Preschool Des Moines (1)
Center based (1)

12 28 1/2 Preschool-area wide (1/2)

13 33 0

14 22 0

15 26 0

16 13 1 Preschool-center based

*5 /PH = Severely/Profoundly Handicapped

9/86

9
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LEVELS OF SERVICE

Many handicapped pupils have health and/or physical problems which
interfere with their functional abilities. It is the role of the Special
Education Nurse to provide professional nursing service to meet the
special health care needs of these pupils so that th:4 may reach their
optimum health status and benefit from their educational program.

A. Levels of Direct Health Services to Special Education Pupils by the
Special Education Nurse (SEN)

1. Level I

Minimum of 60 minutes/week direct service to pupil and/or
consulting with others (teachers, families, other
professionals). Individual Health Promotion Plan (IHPP) and/or
Individualized Education Program (IEP) written by SEN-

2 Level II

Minimum of 30 minutes/week direct services to pupil and/or
consulting with others. IHPP and/or IEP written by SEN.

/111
3. Level III

Minimum of 30 minutes direct or delegated services to pupil
and /or consulting with others every one to four weeks. IHPP
and/or IEP written by SEN (SEN will monitor delegated
responsibilities).

4. Level IV

Minimum pupil contact and/or consulting with others every three
months. IHPP and/or IEP written by SEN (optional).

5. Level V

Minimum pupil contact and/or consulting with others yearly IHPP
and/or IEP written by SEN (optional).

12



ROLE OF THE NURSE

P.L. 94-142, The Education for All Handicapped Children Act of 1975,
provides for an Individualized Educational Program (IEP) to neet the
educational needs of each handicapped pupil (Section 4. P.L. 94-142. Thisplan is to be written, collaboratively developed, and updated annually byappropriate school personnel. parents. pupil (when appropriate), and otherpersons the above or parents may invite. (The Special Education Nurse isreferred to one of the references for IEP content.) In addition, the IowaRules of Szcial Education, 12-17(1)a.(1) includes health history as oneof the components of a comprehensive educational evaluation prerequisite
to placement of pupils in special education programs. Where school nurses
are enployed, it is considered essential they collect, organize. and
interpret the health history.

I. Development of I.E.P.

The National Association of State School Nurse Consultants has
suggested activities relating to IEP development and school nurses.These are:

1. To incorporate the health component into the total IEP.

2. To state the health needs of the pupil (including input from
parent, child, and physician).

3. To establish goals to meet the health needs.

4. To establish short-term objectives for the pupil which are
measurable and stated in behavioral terms.

5. To identify who can most appropriately deliver the services to
meet the health needs and who will be responsible for payment of
medically-related referrals (parent, agency- etc.).

6. To identify thy, date health services will start and how long they
will b2 required.

7. Tt develop an evaluation process to determine to what extent the
pupil's needs are being met.

Assessment of the health status may include (but is not limited to)
screening program infornwion, health history data, other current
health data. physical assessment. The pupil's strengths, especially
those which can help compensate for the pupil's limitations. should be
noted.

The school nurse will exercise professional judgment regarding the
need for expanded health evaluations or reports related to potential
or identified health problems.

13



Whenever the predominate problem is health related, or a physical
health problem exists, the school nurse should be present at the
staffing and the IEP planning to present information and interpret the
implications for the educational program of the child.

If no health problem exists, the nurse may provide a Kitten report to
the staffing committee.

If the nurse is not present at the initial staffing and IEP meeting,
administrative procedures should be in place which will provide for
communication to the nurse regarding the discussion and follow-up
recommended.

In implementing the IEP, the Special Education Nurse may be involved
in the fcalcwing activities: management of the health care plan for
the pupil in the school setting, interpretation of the pupil's
medication & special treatments to school personnel, providing direct
health care services, development of procedures and training of
personnel tc. meet health needs, monitoring health care services
provided by other school personnel. recommending modifications of the
school program co meet the pupil's health needs, acting as a liaison
between school. community health providers, parent, and pupil. and
providing health consultation and education and health promotion to
the pupil and family.

II. Annual Review

P.L. 94-142 also provides for an annual review and a three-year
re-evaluation process. Activities for the school nurse suggested by
the National Association of School Nurse Consultants are:

1. To review the health needs. goals, and objectives which were
previously identified.

2. To document progress made in accomplishing the goals and
objectives.

3 To obtain current pertinent health information including, but not
limited to, vision and hearing.

4. To make recommendations necessary to identify current health
needs.

5. To work with other multidisciplinary team members to set new
goals and objectives to meet the pupil's present needs.

6- To revise the IEP to meet present needs.

7. To corolnue re-evaluations as needed.

Based on the results of the annual review of the child's health
status, the Special Education Nurse may do the fallowing:

14
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1. If no change has occurred, the nurse may determine that the
report may be given in writing to the review team.

If change has occurred, the school nurse shalt exercise
professional judgment regarding the coange and indicate reasons
for nursing input at the review meeting.

3. If nursing service is required by the pupil, the specific service
should be a component of the IEP and the nurse should be present
at the annual review.

4. If the nurse does not attend the review meeting, administrative
procedures need to be in place which will communicate to the
school nurse the outcome of the review and the follow-up
recommended.

III. Three-year Re-evaluation

It is essential that a written update of the pupil's health be a
component of the three-year re-evaluation.

If there is no health problem or health-related component in the IEP,
the nurse will exercise professional judgment in relation to attending
the evaluation meeting.

If the nurse does not attend the re-evaluation meeting, administrative
procedures will provide for communication to the school nurse the
results of the evaluation.

Resources

Schoolsitzszeswakinactir. handiapaiLshildren (1980). ANA.

Children at Risk, part II (January. 1982). School Health Diaest.

National Association of State School Nurse Consultants define role of
school nurse, P.L. 94-142 - education for all handicapped children act
of 1975 (1982). Jcorlial of School Health.

Rules of Special Education (1985). State of Iowa Department of Public
Instruction.

Wold. S. School nursin , a frameworkisumactise (1981). 65-66, 203-
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IMMUNIZATIONS

In 1976, the Iowa Legislature passed legislation which requires that
any pupil attending elementary or secondary schools or licensed child care
centers will have received immunizations as specified in the Code of Iowa
(Section 139) and present proof of the immunizations at the time of
enrollment. A copy of the updated rules is included in the School Nurse
Manual.

There has been sane question about the use of pertussis vaccine for
children with neurological problems and other disabilities. TO clarify
the situation, Drs. Bell and Anderson of the medical staff at University
of Iowa Hospitals. Division of Developmental Disabilities, have presented
a position paper with recommendations which is included in this section.
This statement will provide clarification for pupils who may have been on
a medical exemption as allowed under Section 139 of the Code (470-7.3(1).

A recommendation has been made (August, 1985) by the AmeLican Academy
of Pediatrics and supported by the Center for Disease Control in Atlanta.
Georgia, for children to receive immunization against hemophilous
influenza B. This vaccine is recommended for all children 24 months of
age and older. It is also recommended for children who are in day care
centers at 18 months of age. followed by a booster before age 3 years.

Pupils attending school who are residents of institutions or other
residential facilities are at risk for developing Hepatitis B. The risk
is consequent to bites and contact with skin lesions, saliva, and other
infective secretions. This has implications for classmates of these
pupils as well as school staff. A vaccine for Hepatitis B (HB) was
licensed in November. 1981. and is available for pupils and staff at risk
for contracting the disease. In addition, post exposure prophylaxis may
be considered in consultation with a physician.

Other immunizations and tests for communicable diseases, although not
required for school attendance, should be discussed with the child's
physician.
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USE OF PERTUSSIS VACCINE IN SPECIAL POPULATIONS

On February 15, 1985, the medical staff of the Division of
Developmental Disabilities met with Drs. Bell and Anderson to discuss the
appropriate use of pertussis vaccine in certain populations for which the
Division is responsible. The following summarizes the points agreed upon:

Back round:

1. The most serious complication associated with the administration of
pertussis vaccine is an encephalitis which can leave the patient
severely mentally and motccically impaired. The reaction typically
occurs one to two weeks following administration of the pertuesis
vaccine.

2. In individuals predisposed to seizures pertussis vaccine can provoke
their occurrence. In individuals not predisposed to seizures there
has been an unproven suspicion that pertussis vaccine may in some way
be associated with a single seizure or the onset of a seizure
disorder.

3 There are additional minor complications of pertussis vaccine
administration including localized pain, nonspecific irritability and
fever. The significance of these signs/symptoms as predictors of
subsequent problems with pertussis vaccine administration, if any, is
not certain.

4. Although individuals predisposed to seizures are apparently at
increased risk of having a seizure associated with pertussis vaccine
administration, the occurrence does not predict the occurrence of the
encephalitis which is thought to be due to an immunological
phenomenon. Therefore, an individual with a seizure di sor der is at no
greater risk for the severest of the complications than the general
public.

Recommendations:

Pertussis Vaccine Contraindicated

1. Children on anticonvulsants may be presumed to have an ongoing seizure
disorder and, therefore, are at risk for a seizure with pertussis
vaccine adninistration.

2. Any child with unstable or progressive central nervous system
pathology is at risk for seizures.

3 Vaccine should not be given if the child has the following reactions:
(1) persistent unconsolable screaming for three hours or more (2) a
severe neurological reaction (3) a hyporesponsive,
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Shock-like state (4) temperature of 40.50 C(1040 F) or greater,
unexplained by another cause within 24 hours following
immunization (5) a convulsion within 48 hours following
immunization (6) an allergic reaction to the vaccine.

Pertussis Vaccine Not Contraindicated

1. A child with a stable, nonprogressive neurological disorder (e.g.,
cerebral palsy) without a ooncommitant seizure disorder may receive
vaccine. The fact that children with cerebral palsy are more likely
to have seizures than the general population does not contraindicate
the vaccine for them.

2. Neonates with seizures daring the first 48 hours of life who
subsequently become seizure free and are tapered off anticonvulsants
may (and should) receive pertussis vaccine.

Comments:

In cases where the issues are not clear cut, risk should be balanced
with benefit. A five-year-old, for example, whose neurological status is
in doubt (and who, therefore, is at some possible risk for seizures) would
be less seriously ill with pertussis than an infant. 'thus, in this case.
the vaccine might be omitted.

When pertussis is withheld, the children's dose of ET should be given
to achieve maximal immunological response.
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MENTAL DISABILITY

Mental disability (retardation) is a condition in which the central
processing system of the brain is impaired and it is manifested by lowered
intelligence and problems with conceptual or abstract thinking. Diagnosisis based on three criteria:

1. Subaverage intelligence

2. Adaptive behavior deficits

3. Origination cf deficits before age eighteen.

Educators usually use the following classification for mentally
impaired pupils:

Mildproblems with sensory input occur at the same frequency and
severity as with the general population. Motor skills may be affected
by the inability of the brain to process information rather than a
problem with the neuromuscular system.

Moderate -- hearing and vision problems occur more frequently due to
structural defects, muscle imbalance, atrophy and infections. These
problems need to be identified and treated to provide maximum
opportunity for sensory input. There is a higher likelihood of motor
performance difficulties because of hypotonia, muscular weakness and
laxity and lack of ability to process sensory input and respond.

Severe /Profound--- frequently severe hearing and vision deficits which
are difficult to classify with standardized testing. Motor
disabilities interfere significantly with ability to perform and may
be due to central processing deficits or motor control.

ImQ1.19Aq.ens

Health concerns generally increase with the severity of the
retardation and specific health problems are addressed in the section on
"high incidence health concerns ".

References
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MYELOMFAINGOCELE/SPINA BIFIDA

Myelameningocele is a complex birth defect and may affect any of the
body systems: motor. sensory, genito-urinary. skeletal. cognitive, and
neurological. It is caused by nonfusion of the dorsal arches of the
vertebrae and resulting herniation of spinal cord, cerebral spinal fluid,
dura and meninges which form a cystic mass on the back. Areas of motor
and sensory deficits depend on the level of the defect. Eighty-five
percent of children with myelomeningocele have hydrocephalus. A
ventriculc,peritoneal shunt is the most common surgical management of
this.

Imaications

Members of the multidisciplinary tear in addition to the Special
Education Nurse will be involved with this child and may include parents
and family members, the physiral therapist, occupational therapist,
classroom teacher, speech clinician, and other support staff.

A variety of adaptive equipment may be used with the pupil such as a
parapodium. braces of various types, walkers, and crutches. Pupils should
be monitored closely for skin breakdown because of the added problem of
sensory loss in affected areas.

The neurogenic bladder is a concern with children who have
myelcmeningocele. Approaches to urinary management may include Credel,
intermittent catheterization, or appliances. The Special Education Nurse
will be involved in establishing and implementing a care plan as part of
the pupil's educational programming.

Bowel training may be accomplished with a routine pattern of
defecation, stool softeners, or suppositories. Prevention of constipation
is best managed by diet.

Observation of the shunt for malfunction and infection is needed.
Symptoms of possible shunt malfunction may include increased intra-ocular
pressure, vomiting, irritability. lethargy. seizures, swelling and redness
along the shunt tract, headaches. decreased school performance, eye
deviations, (as esotropia or exotropia).

References

Wolraich. M.L. & Henderson, M. (1985). Wrgtyou.should knaw_abojaUcur
child with sEinalltida. An Iowa University Affiliated Program
Publication.
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SUGGESTIONS FOR AN LEP: MYELOMENINGCCELE/SMA BIFIDA

GOAL 1: Develops self-directed management of spina bifida as measured by
improved school attendance and decrease of incidence of
complications.

SHORT TERM
OBJECTIVA:

1.1 Follows prescribed schedule of medical supervision 100% of
the time as verified by parent/pupil and Special Education
Nurse during school year

1.2 Recognizes signs of a full bladder with accuracy by
(date).

1.3 Lists benefits of emptying the bladder at appropriate
intervals with __.% accuracy by (date).

1.4 Demonstrates correct procedure for clean catheterization
with 100% accuracy by (date).

1.5 Takes medication as prescribed 100% of time as verified bi
parent/pupil and Special Education Nurse or teacher during
school year-

1.6 Demonstrates correct procedure for testing function of shunt
by (date) as verified by Special Education Nurse or teacher.

1.7 Maintains adequate fluid intake as prescribed and as
verified by parent/pupil and Special Education Nurse or
teacher during school year

1.8 Maintains adequate nutrition by eating a well-balanced diet
for % of time as verified by parent/pupil and Special
Education Nurse or teacher during school year

1.9 Follows an appropriate physical activity routine of
time as verified by parent/pupil and Special Education Nurse
or teacher for (#) months.

1.10 Maintains regular bowel function _,.% of time as verified by
parent/pupil and Special Education Nurse or teacher by
(date).

1.11 Utilizes and maintains prescribed appliances __% of time as
verified by parent/pupil and Special Education Nurse or
teacher during school year (crutches, braces, catheter).

1.12 Describes benefits of daily bathing with ___% accuracy by
(date).
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GOAL 2: Knows that spina bifida is a chronic condition requiring
continuous medical supervision and self-management as measured by
the Special Education Nurse.

SHORT TERM
OBJECTIVES

2.1 Describes the consequences of not complying with treatment
regimen with accuracy by (date).

2.2 Plans and follows a life-long appropriate exercise regimen
as verified by parent/pupil and Special Education Nurse by
(dat).

2.3 Describes symptAns of complications and appropriate action
to improve them with % accuracy by (date).

2.4 Follows referral to vocational rehabilitation and reports
results to Special Ealcation Nurse by (date).

GOAL 3: Increases knowledge of anatomy and pathophysiology related to
spina bifida as measured by Special Education Nurse designed test.

SHORT TERM
OBJECTIVES

3.1 Describes normal anatomy of the spine and spinal cord by
labeling a diagram with % accuracy by (date).

3.2 Explains function of the spine and spinal cord with __.%
accuracy by (date).

3.3 Lists current theory of etiology of spina bifida with %
accuracy by (date). (etiology unknown, but generally
thought to result from genetic predisposition; theories of
causation: incomplete closure of neural tube in embryo,
neural tube farms but ruptures)

WIFFErrattip;'----71ssion from:

Inglyidualludandprescriptiyesichool nursin services for Avically
badiaegmALAIME, 1980.
SdoiolNurse Advocates
P.O. Drawer 1538

Garden Grove, CA 92640
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CEREBRAL PALSY

Cerebral palsy is not a disease. It is a group of symptans caused byan injury to the immature brain before. during, or after birth. Theinjury is permanent and non-progressive. Mere are often associeL.edconditions such as convulsive disorders, mental retardation, hearing orvisual deficits, and others.

The site of the cerebral insult and developmental state of the brainat the time of the injury and the extent of trauma determine the type andextent of the disability. Major types are:

Spastic (Pyramidal) --danage to the motor cortex or to the pyramidaltract of the brain.

Chorecathetoid (Extrapyrarnidal)damage to neural pathways outside thepyramidal tract, especially in the basal ganglia.

Pr °siesta,

The multidisciplinary approach is essential for the pupil withcerebral palsy. Services from the occupational therapist, the physicaltherapist, the Special Education Nurse, the speech therapist, the specialeducation teachers, and hearing and vision teachers and the involvementand cooperation of the parents and family members and the child'sphysician(s) will be required to enable the pupil to reach the highestpotential. The psychologist and social worker and other professionals maybecome involved with the pupil and the family to maximize the benefits ofthe educational process.

References
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SUGGEST1CN FOR AN I.E.P.: CEREBRAL PALSY

GOAL 1: Develops self -direch:. management of cerebral palsy as measured by
improved participation in school activities and improved
self-concept.

SHORT TERM
OEF

1.1 Follows prescribed schedule of medical team supervision 100%
of time during school year as verified by parent/pupil.
Special Education Nurse and teacher.

1.2 Follows prescribed physical activity regimen 100% of the
time as verified by parent/pupil, Special Education Nurse
and teacher during school year.

1.3 Uses appliances as prescribed 100% of the time as verified
by parent/pupil and Special Education Nurse, teacher during
Special Education year

1.4 Participates in % of the school's social and recreational
activities as verified by teacher/parent/pupil. Special
Education Nurse and teacher during school year.

1.5 Takes medication as prescribed 100; of the time as verified
by parent/pupil, Special Education Nurse and teacher during
school year

1.6 Maintains adequate nutrition by eating prescribed diet 90%
of the time as verified by parent/pupil, Special Education
Nurse and teacher during school year.

GOAL 2: Knows that CP is a chronic disorder requiring continuous medical
supervision and self- management as measured by Special Education
Nurse designed test.

SHORT TERM
OBJECTIVE§

2.1 Plans and describes a life-long appropriate physical
activity regimen with accuracy by (date).

2.2 Describes symptoms of not complying with treatment regimen
with % accuracy by (date).

2.3 Describes symptoms of complications and appropriate action
to improve then with _..% accuracy by (date) .

2.4 Describes and wears protective year appropriate to
activities with accuracy by (date).

2.5 Plans and fellows a routine of hygiene ___% of the time as
verified by parent/pupil and Special Education Nurse, and
teacher during school year
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2.6 Follows referral to vocational rehabilitation for job
evaluation /training and reports results to Special Education
Nurse by (date).

GOAL 3: Copes with related emotional, social, family and financial
problems as evaluated parent/pupil and Special Education Nurse.

SHORT TERM
CBJECTIVES

3.1 Requests assistance if social, emotional. or financlal
problems develop as verified by Special Education Nurse
records by (date).

3.2 Follows referral to appropriate community resources and
reports results to Special Education Nurse by (date).

3.3 Interacts with family, classmates, and school personnel to
allow them to play a supportive role in his/her illness as
evaluated by parent/teacher, Special Education Nurse and
teacher by (date).

3.4 Formulates and utilizes coping skills appropriate to his/her
disorder as verified by parent/teacher, Special Education
Nurse and teacher by (date).

110 Gam: Increases knowledge of the pathophysiolcgy of cerebral palsy (CP)
as measured by Special Education Nurse designed test.

SHORT TERM
OBJECTIVES

4.1 Describes the neurological aspects of CP with __.% accuracy
by (date). (CP is a complex disorder of the CNS function
characterized by abnormalities of movement resulting fran
malfunction of the motor centers and pathways of the brain.
In addition to motor disabilities, usually there are other
manifestations of organic brain damage such as seizures,
mental retardation, sensory and learning defects which may
be complicated by behavior and emotional disorders.)

4.2 Describes the effects of CP on physical performance with
accuracy by (date) . (Inability to perform adequately the
usual activities of daily living such as walking, use of
hands, and communicating verbally.)

4.3 Describes current theory of etiology with __.% accuracy by
(clte). (prenatal infecticns: rubella, toxoplasmosis,
herpes simplex and other viral diseases; maternal anoxia.
anemia, placental infarcts and abruptio placenta; prenatal
anoxia, cerebral hemorrhage, toxemias, ESE factor; toxins and
drugs; perinatal anoxia. due to anesthesia, analgesic drugs,
prolonged labor, placenta previa or abruptio, respiratory
obstruction; trauma during delivery; camplicatiorvi of birth;
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i.e., prematurity. hemolytic disorders, infections.
hypoglycemia, hyperbilirubinemia; post natal: traana,
infections; i.e., meningitis, encephalitis, brain abscess,
anoxia; vascular accidents; lead poisoning).

4.4 Describes terms associat Id with CP with % accuracy by(date). (spasticity, ciyskinesid, ataxia. liemiplegia.
quFErplogia. rnonoplegi, triplegia. nystagnus, athetoid)

Repririrea711S"-p"-"e1rnission fran:
individualized and rescri ive schq9.1. nursinl.s,erKiceshaffra 198 .
School Nurse Advocates
P.O. Drawer 1538
Garden Grove. C! 92640
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ASTHMA

There are basically three things which happen when one has an asthma
attack. (1) The muscles surrounding the bronchial tubes go into spasm;
(2) tubes tighten up and constrict the passage; and (3) mucus accumulates
in the air passages which in turn narrows the size of the air passage. A
child's susceptibility to suffer spasms may be inherited. An allergy to
pollens, molds, animal hair. feathers, dust, and occasionally foods may
cause attacks. Acute infections, excessive exercise, fatigue, or an
emotional upset may induce an attack. Same people who experience asthma
attacks have a preceeding warning signal suer as a tickle in the back of
the throat, a hacking cough. or a feeling of tightness in the chest. Pale
appearance, flared nostrils, fast noisy panting may also be present.

Implications for Programming:

The child with asthma may need special help to keep up academically
due to higher rate of absenteeism. In addition same of the prescriptions
may temporarily hamper the child's ability to concentrate or may induce
apparent hyperactivity. Modifications may need to be made in the child's
program at school. The child with asthma can generally tolerate
non-endurance physical education. Swimming. calesthenics and other stop
and go sports are usually well tolerated. Allow relay games with exercise
periods of one to five minutes and rest periods for five minutes or
longer- Some helpful hints for the classroom teacher are:

1. Pupils with asthma should be seated away from the chalk board and open
windows.

2. Irritants should be minimized or avoided when possible such as smoke,
chalk dust, animal fur, odors from chemicals. cosmetics, or art
supplies, molds and dust, and/or exposure to cold.

3. Tzdiuing in relaxation techniques, diaphragmatic breathing, and
abdominal coughing may be a part of the pupil's programming.

4. Modifications of the diet because of food allergies should be
carefully followed.

5. Adherance to any prescribed medical treatment should be encouraged.

Many materials may be ordered and purchased through the American Lung
Association. One is "Superstuff" a packet with a children's book, poster,
record, and other materials. There is also a film "Understanding Asthma
in the Classroom." The Iowa Chapter of the American Lung Association is
located at 1321 Walnut. Des Moines, IA 50309 (1-800-362-1643).
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SUGGESTIONS FOR AN I.E.P.: ASTHMA

GOAL 1: Improves school attendance by ...%

SHORT TERM
OBJECTIVES

1.1

Takes medications as prescribed
as verified by the parent/pupil
school personnel for a 2 1/2 month
period

1.2

Lists his/her known allergen(s)
and describes method(s) of
avoidance by February 1.

Demonstrates avoidance of the
known allergen(s) as measured
by parent/teadher/Special Education
Nurse observations by May 15.

1.4

Demonstrates effective self
care of upper respiratory
infections as measured by
parent/Special Education Nurse
vbeervaticn by May 15

STRATEGIES
MATERIALS

1. Health counseling
2. Consults with staff

members and parent:, by
conference, telephone,
or letter.

3. Parent involvement
4. Management of health

problems on school site

1- Health counseling
2. Consulting with pdrent
3. Parent invavement

1. Health counseling
2. Parent involvement
3. Management of health

problem on school site.
4. Consulting with staft

members

1. Kealth counseling
2. Parent involvement
3. Management of health

problem on school site

GOAL 2: Describes and demonstrates appropriate bronchial, hygiene
techniques as measured by Special Education Nurse observations.

SHORT TERM
OBJECTIVES

2.1 Demonstrates breathing exercises that minimize severity of
asthmatic episodes according to in-:ruction as evaluated by
Special Education Nurse evaluation by (date).

2.2 Describes the benefits of postural drainage and percussion
with 80% accuracy on Special Education Nurse designed test
by (date).

2.3 Demonstrates coughing technique used with postural drainage
according to instruction as evaluated by Special Education
Nurse observation by (date).
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GCAL 3: Increases knowledge of the physiology of asthma as measured by
Special Education Nurse designed pre/post test.

SHORT TERM
OBJECTIVES

3.1 Describes normal respiratory anatomy by labeling a diagram
with 80% accuracy by (date).

3.2 Explains the function of the respiratory system with 80%
accuracy on a Special Education Nurse developed test by
(date).

3.3 Names three physiological changes that occur during an
asthmatic episode with 100% accuracy by (date).

3,4 Lists three methods of positive im.erventicn during an
asthmatic episode with 100% accuracy by (date).

i'aFinti75737R"permission from:

IndividualizeCand_prescriaiyeschool nursin9 services forAysicalll
haastapsed students, 1980.
School Nurse AROCites
P.O. Drawer 1538
Garden Grove, CA 92640
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HEART DISEASE

Congenital heart disease includes those defects which are present at
birth. These may be recognized and surgically corrected during the
new-born period, or may not manifest themselves until later. The child
with significant heart defects may experience fatigue, poor nutrition andgrowth, and respiratory infections which require frequent
hospitalizations. It is essential that school professionals work closely
with the medical team to assure an adequate educational program within the
restrictions required by the health status of the pupil.

Other heart conditions may develop following bacterial infections
which will require careful management and cooperation between home and
school. Notification to parents of any streptococcal infection of
classmates or staff may be needed if the pupil requires precautionary
antibiotic therapy.

For the student with a spinal cord defect or hydrocephalus which has
been corrected with a shunt it is important to determine where the shunt
is located. If the distal terminal is in the vena cava or the atrium of
the heart it is important that the student is covered by Sub-acute
Bacterial Endocarditis (SBE) precautions*.

If a pupil is on routine SBE precautions, it is essential that the
Special Education Nurse alert school personnel working with the student to
report any injury to the oral or nasal mucosa so that treatment may be
started immediately. When toothbrushing is a part of the daily routine at
school. special care must be taken to avoid injury to gum tissue or the
oral mucosa.

*Information available through Division of Pediatrics, University
Hospitals, Iowa City, IA 52242.
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HEARING IMPAIRMENT

Cannuaication Disordered pupils have deficits in their ability to
receive, process, or respond to auditory stimuli. The etiology of the
deficit affects both the classification and severity of the impairment.
Types of loss referred to by the audiologist are:

1. Conductive losemechanical loss in transmission of sound from the
source to the inner ear. Causes of obstruction may inclur :

a.

b.
c.

d.

obstruction of the canal due to cerumn,
bodies.

abnormality of the tympanic membrane due
abnormal function of the ossicles due to
ossification of the ligaments.
malfunction of the eustacian tubes.

atresia, or foreign

to disease or trauma.
fluid build-up or

2. Neurosensory loss--a loss of transmission from the middle ear along
the 8th cranial nerve. Causes of loss may include damage due to
bacterial or viral infection, high temperature, trauma, medications.
or heredity.

3. Central auditory problems tcortical deafness) -- although sound is
transmitted through the conductive system and nervous system the
brain is unable to process or respond to the stimulus.

The major concern educationally is the effect on oammunication and
the development of speech. It is important that impairment be identified
early so that medical treatment and rehabilitation measures can be
initiated.

The Special Education Nurse can be invaluable as the liaison between
the audiologist, the physician, the family, the pupil, and the classroom
teacher in coordinating efforts toward remediatico and adaptation of the
educational program to maximize learning.

Further information can be found in the book by Haslam listed in the
reference section and on the following chart showing effect of hearing
loss on educational needs and programming.
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SEVERITY OF LOSS

Normal

-1:17dB

Fluctuatin2

Mil___ d Loss
(27-41013)

Moderate Loss

(42-56dB)

Moderate to Severe

Severe
(7-27-91dB)

Profound
(92dB or more)

IMPACT CN LEARNING

EFFECT OF HEARING LOSS

None.

May have difficulty with
faint or distant speech.

May have difficulty with
faint or distant speech.

Usually understand con-
versational speech at a
distance of 3 to 5 feet
without great difficulty.
May have articulation
problems. May miss as
much as 50% of class
discussion if not in line
of vision.

Conversation must be loud
to be understood. Will have
difficulty in class and
group discussions. Is
likely to be deficient
in vocabulary, language
comprehension and usage.
Is likely to have defect-
ive speech.

May hear sound of loud
voice about one foot from
ear, identify sane environ-
mental sounds, and distin-
guish sane vowels. Both
speech and language
problems.

Deaf. May hear some very
loud sounds. Speech and
language must be developed
by careful and extensive
training. Relies on
vision rather than hearing
as primary avenue for
communication.

EDUCATION NEEDS & PRCG.R.F.S

None.

Favorable seating in regular
classroom. Possible speech
reading. Frequently this is a
medically correctable problem.

Favorable seating in regular
classroom. Possibly speech
reading and hearing aid.

Needs Special Education follow
up. Hearing aid evaluation
and training in its use.
Special training in speech
and language. Preferential.
seating. Special assistance
in curriculum subjects.

Needs Special Education follow
up. Favorable seating. Speech-
reading and auditory training.
Special help in language
skills, vocabulary develop-
ment; usage reading writing
grammar, etc.

Needs Special Education follow
up. Preferential seating.

Most usually training by
educator of the deaf. Special
emphasis on auditory training
speech and language.

Teaching by educators of the
deaf.

(Freely adapted from: Litke, Sp. 67 and Iowa Department of Public Instruction,
"Special Education Programs for Hearing Handicapped Pupils.")
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VISION IMPAIRMENT

Studies have shown that 80% of all learning is accomplished through
the visual process.

1. Research shows that only 1 of 4 children with faulty vision complain.

2. An estimated 1 in every 20 preschoolers ages 3-5 have vision
problems. Among school-age children ages 6-17, an estimated 1 in 4
have vision problems. In Iowa, approximately 160,000 school-age
children have vision problems.

3. Refractive errors reguirinselellasses exist in approximately 30% of
children. The most common cause is myopia (usually first diagnosed
at age 10-12). It is important to remember that the most common
refractive error (not requiring glasses) is hyperopia because most
children are normally born farsighted. Six to seven percent of
children show a refractive error by age 6 years. Fifteen percent
show a refractive error by age 15 years.

4. There are approximately 41,000 children under the age :A 20 in the
U.S. who can be classified as legally blind. This figure represents
8% of all blindness.

5. Incidence of strabismus is approximately 3% in the total population.
The onset of 45% of strabismus is before age 2; another 40% have the
onset between ages 2-4 years.

6. Approximately 2-4% of the population have amblyopia. Of amblyopic
preschoolers, 40% have e4 refractive error; 60% have a strabismus.

The purpose of vision monitoring is to detect those children who
deviate from "normal" standards of visual functioning. Screening may
identify children who need referral for professional eye evaluations or
those who may require special considerations in the educational
envirorment.

Screening is not diagnostic. Screening will not locate every child
who needs eye care, nor will every child so referred need glasses or
treatment.

Observation along with vision screening is essential in making
appropriate referrals. The following behaviors and complaints may be
present: rube eyes excessively, shuts or covers one eye, tilts or turns
head to see, blinks more than usual, stumbles over small objects, unable
to see distant or close things, squints or frowns frequently, sties or
crusted eyelids, cross eyed, repeated headaches, complains of blurry
vision, visual motor difficulties, fine or gross motor difficulties, one

41

1)



eye seems to "wander" (in, out, up, down), red eyes, ptosis, excessive
tearing, sudden loss of vision, see flashing lights, pain in eyes, undue
sensitivity to light, eyes itch, burn, or feel scratchy, dizziness or
nausea following close work.

There are numerous visual acuity screening devices on the market.
Some of these include:

1. -Snellen E or Letter 6. Titmus Machine
2. HOTV 7. Keystone Machine
3. Lighthouse 8. Peabody Functional
4. Parsons 9. STYCAR-for Handicapped
5. Dr. Pepper 10. Optokinetic Drum

Screening for depth perception, pupillary response, corneal light
reflex (Hirschberg), near point convergence, tracking, ability to pick up
small items (1" or less) of various colors, cover/uncover test, color
discrimination, and red reflex add to the level of more indepth screening
which is relevant to special needs pupils.

The Special Education Nurse may be involved in screening and in
modifying the school environment to meet the needs of the visually
impaired student. In AEAs where teachers of the visually impaired are
employed a cooperative assessment can be most appropriate. Visually
impaired students may need special seating arrangements. Sane factors to
consider would be:

1. lighting--is bright, dim or average best, light or dark
backgrounds?

2. storage--must a magnifier, tape recorder, braille writer and/or
typewriter be close at hand? Are books going to take up extra
space?

3. electrical outlets--how many machines must be used at one time?
4. flexible seating--does the pupil need to move up to the board for

certain activities?

Sharing results of vision creening and exams with the teacher is
important. The pupil may require larger print, materials which are not
mimeographed, printing which is clear or other special considerations.

Safety factors such as knowing where the exit doors are located.
position of steps and stairwells, as well as outdoor safety may need to be
discussed with the teacher and parents.

Referrals may be made for a professional diagnostic evaluation and
should include the results of your screening. The screening should be at
the highest level possible to include as much information as possible for
the examiner. For those pupils who are not able to be examined by
conventional measures, the examiner may choose to order a visually evoked
response exam.

Several examples of vision screening tools, test report forms and
reports to both parents and physicians are included in this section.
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MEDICATIONS WHICH MAX EFFECT VISION

prus2 Possible Vision Side Effects'

Clonopin abnormal eye movements, diplopia,
"glassy-eyed" appearance

Diamox used in glaucoma treatment, transient myopia

Dilantin nystagmus

Dimetapp visual disturbance, mydriasis (increased
pupil size)

Librium blurred vision

Mellaril decreased visual acuity, impairments of night
vision, brownish coloring of vision,
pigmentary retinopathy

Navene blurred vision

Novahistine diplopia

Phenobarbital dilated pupils, blurred vision,
(and other barbituates) :'.ncreased intra -ocular tension (glaucoma-like

conditions)

Prednisone

Tegretol

Thorazine

prolonged use may produce posterior
subcapsular cataracts, glaucoma with possible
damage to the optic nerves, increased ocular
pressure. Suggest bavoline and periodic eye
examination including slit lamp, funduscopy,
and tonometry

blurred vision, visual halucinations.
transient diplopia and oculanotor
disturbances, possible conjunctivitis and
scattered, punctate cortical lens opacities

deposits of fine particulate matter in the
lens and cornea, advancing to star -
shaped cataracts with extended use (these
symptoms tend to occur after two years or
more of use), pigmentary retinopathy

Valium blurred vision

'Most of this column is taken from the Physicians Desk Reference,
Medical Economics Co., Oradell, NJ

5/84
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TEACHER'S REQUEST FOR VISION EVALUATION

Student's Nane ......maw
aria. ranairraarernerMar ore

Teacher's Nane

School:

Address:

School Nurse's Nane:

Remarks:

0.1111.1.1611.11........br lorraloarm

Walla air
Nra

riallarar UMW

amnamin Nor.

....../anagramerar
Warr t.nairaffrararionwlar.~...

rarWairla
11./....41.1.ararraleam.nart Mr a.

One check ( ) should be for signs or symptoms occurring occasionally, and
two checks ( ) for those occurring frequently.

A's--Appearance of the Eyes:

Eyes crossed or turning in, out, or moving
independently of each other.

Reddened eyes, watering eyes, encrusted
eyelids, frequent styes.

B's-- Behavioral Indications of Possible Vision Difficulty

Body rigidity while looking at distant or near
objects or while performing in class.

Avoiding close work.
Unusually short attention span or frequent
daydreaming.

Turning of head so as to use one eye only, or
tilting of head to one side.

Placing head close to book or desk when writing.
Frowning or scowling while reading, writing,
or doing blackboard work.

Using unusual or fisted pencil grasp, frequently
breaking pencil, and frequent rotation of paper
when writing.

Spidery, excessively sloppy, or very hard to read
handwriting.

Excessive blinking or excessive rubbing of eyes.
Closing or covering one eye.
Dislike for tasks requiring sustained visual
concentration. Nervousness, irritability, rest-
lessness, or unusual fatigue after maintaining
visual concentration.
Losing place while reading and using finger
or marker to guide eyes and keep place while
reading.
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Saying the words aloud or lip reading.
Difficulty in remembering what is read.
Skipping words and re-reading.

Persistent reversals after the second grade.
Difficulty remembering, identifying, and
reproducing basic geometric forms.

Difficulty with sequential concepts.
Confusion of similar words.
Difficulty following verbal instructions.
Poor eye-hand coordination and unusual
awkwardness including difficulty going up and
dawn stairs, throwing or catching a ball,
buttoning or unbuttoning clothing, or tying
shoes.

Displaying evidence of developmental immaturity.
Low frustration level, withdrawn, and
difficulty getting along with other children.

C's-- Complaints Associated with Using the Eyes:

Headaches, nausea, and dizziness.
Burning or itching of eyes.
Blurring of vision at any time.
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Date:
oraomorolmoorawfooraollOMMI

Screened by:

Name

FUNCTIONAL VISION SCREENING TEST

Location/Classroom:
1l1100 IMINMIIIMINIIIIIIIVIWOMMInrI11~111111,11.1.11.110MYRIMIN

11DIEMIMMIlna .arMM/WO MIIMI WNW

Ora...MOOMMIMIMOMMOOMMOOOMNIMOIraf VIONIMMOMMEMOMOMOOMOOMMW
OMOIIMOMMI .MMIIIII.MMOMPOMMOMM OWINVIO VOWMOMMOOMMOVIIM WO IMMO Ulm

mraralliorVIOIMMOMMora OraMIMMOMOMIIMOS MOMIIMOOOMOVIMIOVMOMOOM

Yes No

. 0 amnia, WEN ON

me.010 WPM en

100111110111 01..1111

11010.111M 11011141111

MMOMMI odOMOMM

..111 n_

. 0.041111

=MM./

ORIOM

IMOOOMI

WIMPION

OM __ INOMMIMO

so! ...MO tioNIO ON

oraIMIMO IMM1=

MOMMOD

war
op. wow

MOO

IME.10

wirailraWMO

WIMMOIO

isome.4.0 els=1.11,

ImMIOS 11.710

WINIMS

=IWO MI

Ose.

ram_

Isl
mama

woMMONO

NOM OM

1. Pupillary reflex
(prompt/sluggish)
Direct
Consensual

2. Blinks at shadow
3. Turns eyes to light

Right side
Left side

4. Momentary regard
Object
Person

5. Prolonged regard
Object
Person

6. Eye contact
7. Fixates on 4" object
8. Shifts gaze

Randomly
Voluntarily

9. Visually directed reach
Attempted
Accurate

10. Tracks horizontally
Light
Object

Tracks past midline
11. Tracks vertically

Light
Object

12. Tracks circularly
Light
Object

13. Picks up or tracks

Object less than 16 size
Ball rolling across table
Persons moving about roan

14. Visually recognizes caretaker
15. Covergance/accomodatiun

present

Age: COB:MOOMMOVOOMPOWIIIOW WOO ooMOINOMPOMMMOVIMMMINIM

Ramtfaence R, L. alternating.

Describe if.alEent: Ocular
deviations, nystagmus, unequal
ocular movements, crusting or
discharge, apparent visual self-
stimulatory behavior, any other
problems:

Record results of: Hirshberg
Cover Test
Red Reflex

Describe abnormalities cf:
pupils, iris, cornea, lens, sclera
conjunctiva, lids, visual field,
other

Resin s of _anx oathalmol, obical
exams

Action taken:
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TO: Parents of

FROM: Special Education Nurse

DATE:

(SAMPLE)

.nowers111111011.14.1111111111111111111100.~1.11/1TWW1111MIIMMMMIIIN .1.10Innolfterullmiri



(SAMPLE FORM FOR USE WITH TITMUS MACHINE)
Vision Screening Form

low1111111111101~1011111.01111~111.1,11M111111111~1611Nimm
Date

wo011iniON~IonwiMinrUMMINMIIIMIINMWs.wwiNIMPOIMIII1111~111110111~ WNWSchool

NAME OF STUDENT:
.1111111111111~1~1/10.1~.111.~11~111.111WIMIIMMIOMMINIINVAMISIMIIMMSNIMIIIMIMMIIIMftwilli~1.111/111MYWININIMIII

Satisfactory

1. Visual Acuity

.Not

ow OPSNMEMMIMINIIIMININIMIAMMINewlmelnilIMIIIMOIMunfer.
.11111m111~111111.

2. Hyperopia w. rrwsrwwrrI.rw r. rrw .+..rr...rwwrwrwvowwrr.+rrrrrr
onwer vat

3. Lateral Pboria (Far)
oruslileMinormallomnommmrlommounroaremmilmoinrivorkwwwwwwwwwripmnlemnreavorern.~...mmo

4. Lateral Phoria (Near)
wierwenrimmonnelparmnMMINIMMIIIIMIMIltiol=11111111011711011/Wwwn wow mill

5. Vertical Phoria (Far)
111111~~1111~www.g....40.11111111111111mINMOWN10,110110111111IIIMMIwoRno1111~

6. Vertical Phoria (Near)
OwINOIIIMMIMMIMIIPIIIMPIIIVIOMMI~eVIM111.1111111Mnen~1911111111.1.0111snwomt.........m.

TO THE PARENTS: There are indications that your child needs a more
thorough eye examination. It is recommended you take your child to your
eye specialist to be examined. Please have him answer the questions below
and return this form to us.

Im111.111WIMMMInoWliolarlanwiliMmill.n1111.M.IMM

Special Education Nurse

GENERAL DIAGNOSIS:
unorlionMllerw.11EMpliarlanwl~MMINfarN0.11112nonenswgewlmo

awONIMIMMINIOnwli~1.~.MPIWS11110,WW.~11111.111~MIOWNIWww AnniErIEPUMNI.INIIMPINIIIMOINWelblewlMW.

SPECIAL REOOMMENDATIONS:

GLASSES ARE PR ES CR IB ED :

111011101W

eimmniowwww.r...........wovewrommliworeniewmmomecamonwrwrvirmweamownonawroostrnrim

..mmlinegoltirlinnoriaMMO01.10 asnorionnwin Milmin.11.4.M01011WINInimsflimInfunnr.minsilmemlManNelmtlinn .110

...minmi~4WOMM~~~011~wwlimiunbill11111.100...*MMI41~1171.rone16n01010111nwanmur .voewym volor =RIM

NEW LENSES ARE PRECRIBED:

IlommionorawsninenwraniairlINI

wealmvoronimplinelleeNt area ImINtaasim.VIIMPINOIVrotWoonftrIewilla
SIMMOW 11HerValmftawr

4111111110.61.../1110.11=1M101WWIIMMIWIN11.1MMOII~MONIMOIMPOISVSIMMIIIIII1.711111./111IIIIIIMISIV0111111.11

INMOral-10.11.111110/011/11N1111 ......NI %orDate Signature of Examiner
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VISICIN alMMARY

Name_.,-mirlarlaVINnuM1111111MIWIrm. ortm/

Parent's Name
Birth Date

SAMPLE

sriMIMI.O. 110111MME r.
Parent's Addren.
Cete of last eye exalriiialiCirq 76-6MOTOgiaorrpEa7111711---------
Vision n History: glasses cataract coordinationrrr le..1110

11011101/

S22Sif/)Inffilmi~WIIraw 111111011/1~1IINIIIMINVII MIWIMIIMIINIMMIIII1111110011~1111111/11101.1.111AIMMIIIMIIIMMV
11111~anoniminmoommlionEM wow .1110 41.01.

To Be Completed by Screener

Visual Acuity:
Near point R.E. L.E. Far point R.E. L.E.
Screening with glasses without glassesImm.1111MaIMIM

11001111111.~IMINO .11.111WW-11./10Test procedure used
wnMmIlmwel=111/41111~1.4.1111M1.11MWEIMINWWINIMMIMPI.11,10.111..110Comments on testing

Re connendati ons :

00.~NIM01.ltaMIN!....M1..NIMINIWNIftflelminienIPOWIMMOMIUMIMINII00.MIIIMMMII.1

referral
IMIMII711011MO OMMIE/111.11111

non-referral

Date
111=1.moniwwwwwnIewn...IIM

m.wwwp=panialinrarielorliolmwrucreis far lam

Signature of screener

INOMMIIIMWM111InnallImInt*WINMINIIIIMIWWWWIWINFINFIWISMINI111MMINIMAINIOMPIMMME11.1111~11.1.0M.1.1017,MMOIEMIlloOmme..wm/WINN WOW

To Be Completed By Ophthalmologist or Optanetrist

Visual Acuity:
Near Point without lenses R.E. L.E..1~11MIMINI. 11011101110 B

with lenses R. E. L. E.
1=1.011~MMII ImmIgN~IMMISIVININO IMMOINI11110

Far Point without lenses R.E.

with lenses R.E.
Refractive Error: R.E.

L. E.

Coordination :
Organic:

L.E.
ftwolisellmWonlirmime IIMIMMA.101111

L.E..101,111 mowlinre00111011100 ImINVOINelnolotswousw

=4010,1WIneNOMMIN.M.M=tiVelWeelwls1Mn.,11~1001110IMIIMIOlonorlarsommn.=

Prognosis: tlew
IMPIIM~IIIMMINIMEwMOINNII.01VIOnmllw..1011~11111WV~INVIIIIIIIMORMIOVIMIMISWIIIII/1101.11111011.1MVIIOIrnwIONINPINSIMIIIMIMMEIWere glasses prescribed: yes

Glasses should be worn: all e .me , for close work only
for distance only

Other recommendations:

INWW1111

Date Signature1111.1/00.

molownwrein~~WIlirMIMIEreInolwaliiollWaalmotamallIllennallo Ir.

Date of return visit
urimosirorwlmoronersymoftrImw.IMEncolmrlorm 1wo.../11wr1llwor.110rainwre.rwrImo1nwir

Please return to:
Special Education Nurse
(Address)

49

3



SAMPLE

Summary of OFhthalmologist's Examination and Treatment
for Incorporation in Educational Plan

Dear Doctor:

Your assessment of this child's disease, treatment, and prognosis
will be valuable in future educational placement and training. Answers tothe brief questions below would be most helpful in formulating the best
possible educational program for this child.

I. Examination Results

A. Diagnosis:
B. Distance visual acuity:
C. Near visual acuity:
D. Is binocular vision and stereopsis present:

II. Treatment

A. Medications prescribed and frequency:
B. Are glasses helpful?

Contact lenses?
C. Should glasses be worn constantly?

Only when reading?
D. Suggested classroom changes

1. Seating location:
2. Lighting:
3. Large print books:

E. Low-vision aid helpful?
F. If prescribed, how should low-vision aid be used?

III. Prognosis

A. Stationary or progressive visual loss?
B. Anticipated end visual result if disease is progressive?

At what age?
C. Is surgery a possibility now or in the future?

PUPIL NAME
Iry rrosili...wwww pre. swIr %rave. sessr..... twoomrynorme

DATE: SIGNED: M. D.owlmono enwnoMmo.1 loronstsmorir amp
aeontron** onniminnnumnnerftriwainaonserwO maw

50

64



References

Bader, D. and Woodruff. M.E. (1980) . "The effects of corrective lenses
on various behaviors of mentally retarded persons." American Journal
of025ometrx, 57, (7), 447-459.

Bankes, J.L.K. (1974). "Eye defects of mentally handicapped children."
British. Medical Journal, 2, 533-535.

Courtney, G.R. and Health, G.G. (1971). "Color vision deficiency in the
mentally retarded: Prevalence and a method of evaluation." American
Journal of Mental Deficiena. 76, (1), 48-52.

Cress, P., Spellman, C.R., and Benson, H. (1984). "Vision care for the
preschool child with handicaps." Tonigs.inisrlyChildbood Special
Education, 41-50.

Johnson, J.L., Spellman, C.R., Cress, P.J., Sizemore. A.C., and Shores,
R.E. (1983). "The school nurse's role in vision screening for the
difficult-to-test students." Journal of School HeaJth. 53, (6),
345-350.

O'Chuk, Grayce Xenia, Special Student vision screening. House
of Special Books, P.0 Box 7811, LaVerne, CA 91750 014.00).

Sagaties, M.J. (1982). "Screening for strabismus and amblyopia." Nurse
Practitioner. 19-23.

Wassenberg, C. (1981). "Common visual disorders in children." Symposium
on (atthalmic Nurans, 16, (3), 479-485.

Woodraff, M.E. (1977). "Prevalence of visual and occular anomalies in 168
non-institutionalized mentally retarded children." Canadian Journal
of Public Health, 68, 225-322.

Woods, G.E. (1979). "Visual problems in the handicapped child." Child
Care HealthandlezelgEmept, 5, 303-322.

Wright, K.W. (1982). "An update on amblyopia and strabismus."
Consultant, November, 97-113.

51

65



GENETIC
DISORDERS
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GENETIC SYNDROMES

There are numerous syndromes which are seen among handicapped pupilsand a few will be described below. Much of the following information has
been collected from the book, Recognizable PatternaclUman.Malformation,by Smith, listed in the reference section. Another resource WErch can behelpful to the Special Education Nurse is: Regional Genetic Consultation
Service of Iowa, State Department of Health, Lucas State Office Building,
Les Moines, IA 50319, Phone: 515/281-4906.

Fetal AlcobbiSmaram

Alcohol is now recognized as the most common m teratogen to whichthe fetus is liable to be exposed.

Studies have shown fetal alcohol syndrome may result in mental
deficiency. cerebral palsy, fine motor deficits, microcephaly, facial and
skeletal dysmorphia, heart murmur, and cleft palate to name a few.

The more subtle clinical features have been observed when the mother
has consumed four to six drinks per day.

Abnormal brain development and lowered intellectual functioning,
probably due to a reduced number of brain cells, are considered the most
serious effects of ethanol and its by-products.

aagtEtdilli.aaan

The etiology of Ender-Willi Syndrome is unknown. A specific
interstitial deletion in the Number 15 chromosome at the Q11-13 region has
been found by high-resolution prophase banding microscopy in about 50% of
the cases of Prader-Willi. It has also been thought that the syndrome may
represent the consequence of a single localized defect in early
hypothalmic and/or midbrain development.

Symptoms noted in the Prader-Willi Syndrome may vary in severity :nd
include small stature, obesity from infancy to six years of age or beyond,
almond shaped or slanting palpebral fissures, strabismils! mental
deficiency, hypotonia, small hands and feet, and small penis and
cryptorchidism.

Symptoms which may be seen occasionally are poor fine and gross motor
coordination, upsweep of frontal scalp, microcephaly, seizures,
clinodactyly, syndactyly, diabetes mellitus, and scoliosis.

A common and outstanding feature of the syndrome includes the bizarre
and binge type eating. Parents may comment that "this child never seems
to know when he is full." It is most common in boys, but girls have had
this clinical feature.
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Fetal lajlpgrame

The Rubella Virus is the causative agent and may remain in the
tissues and cause pathology years after birth. One exmaple is the
development of diabetes mellitus due to long-term chronic viropathy in
the islets of Langerhans of the Pancreas.

Abnnormalities commonly seen are deafness, growtil deficiency, mental
deficiency, cataracts, glaucoma. corneal opacity, strabismus, heart and
blood vessel abnormalities. Occasionally kidney problems, late eruption
of teeth, hypospadia, cryptorchidism, meningocele, diabetes mellitus, and
hypopituitarism, or other problems may be noted.

The greatest risk of fetal infection occurs when the mother contracts
rubella during the first trimester. Risks also exist when infection
occurs during the second trimester, especially deafness, growth
deficiency, mental deficiency, and peripheral pulmonic stenosis.

Prevention of maternal rubella by widespread administration of the
attenuated rubella vaccine has made a significant impact on the reduction
of this syndrome. However, in Iowa we have a number of persons with
religious affiliations who do not believe in any immunizations. Two such
groups are the Amish and Netherland Reformed groups. There may be other
such groups. The Special Education Nurse will need to monitor such pupils
during Rubella outbreaks. The pupils will have the blue "Certificate of
Immunization Exemption" card in the immunization card file. Refer to the
Iowa Department cif Health, Immunization Section, if a rubella outbreak
occurs.
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DOWN SMNDROME

This syndrome, also known as Trisomy #21, was first described in 1866
and occurs more frequently than any other genetic error of development.
It was not until 1959 that the genetic cause was understood and the wide
variations of involvement were clarified. The basic defect is the
presence of an extra chromosome, #21, which can occur by one of the
following processes:

1. Non-disjunction, which takes place during the formation of sperm or
ovum and results in an extra chromosome in the fertilized egg (95%) .

2. Translocation, when the extra #21 chromosome is attached to another
chromosome (4%).

3. Mosaicism, when the abnormal division of #21 chromosome takes place
after conception. The extent of abnormalities depends on the time
during growth of the fetus of the original defect and the percentage
of abnormal or normal cells (1 to 2%).

The determination of the type of chromosomal abnormality should be
encouraged to give as much information as possible about the potential for
cognitive and motor development of the pupil.

Implications

Several health problems which are found in this population are
deserving of special attention from the Special Education Nurse in order
to assist teachers and other staff persons in developing the most
appropriate program for each pupil. Sane of the problems and their
implications for educational programming are shown below.

Health Problem

1. Decreased resistance to
infection, especially
respiratory.

2. Congenital defects of heart
and/or GI tract.

3. Muscular hypotonicity.

4, Eye problews

laplications for Education

Increased absences. Early
training for nose-blowing,
covering coughs, swallowing
saliva, hand-washing.

Notification of parents of any
strep infection of classmate or
staff.

Early and on-going intervention
for developing motor skills.

Early visual evaluation.

5. Mild to moderate obesity Nutrition management and increased
activity.
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6. Dryness of mucous membrane
and skin.

7. Constipation.

8. Difficulties with teeth and
gums.

9. Atlanto-axial joint
instability.

56

Usual dermatological treatments
and increased humidity in the
classroom.

Increased fluids and dietary
fiber. Toileting program.

Meticulous tooth brushing and
monitored self-help care.

Early identification and
modification of physical activity
and physical education program.



GUIDELINES FOR OBTAINING CERVICAL SPINE X-RAYS
IN DOWN SYNDROME CHlia,EN

The Special Olympic's requirement that all Down syndrome children
have cervical x-rays prior to competing has sparked several questions.
Should all Down children have x-rays? At what age? How often? What
Should be done if they are abnormal? This memo will suggest guidelinesfor the use of institutions and health care personnel involved with Down
qndrome children. It must be noted, however, that these are only
tentative guidelines, as sufficient information for firm guidelines is not
yet available.

In 1964 a high incidence of atlanto-axial instability was noted in
Down syndrome children. Atlantoaxial instability is an abnormally large
movement between the lst and 2nd cervical vertebrae. If this movement
becomes sufficiently great, weakness or paralysis, and even death can
occur due to pressure on the spinal cord. Weakness or paralysis usually
develops slowly, but can occur rapidly after even a minor trauma. Ten to
twenty percent of Down syndrome children have increased movement between
the 1st and 2nd cervical vertebrae, but only a small number of these
develop spinal cord injury. The following are our recommendations for
evaluating this problem.

1. We recommend flexion and extension x-rays of the cervical spine at 5
to 6 years of age. Some children with normal x-rays before 5 and 6
years of age will develop instability later, although very few, if
any, will develop instability after 6 or 7 years of age.

2. If the x-rays are normal, the child may engage in unrestricted
activity. No further x-rays are routinely required. Routine yearly
physcial examinations only are necessary.

3. If the x-rays show atlanto-axial instability, the child should be
referre0 to a physician fnr:iliar with the treatinent of Down syndrome
children, In general, if there :s no evidence of spinal cord
compression, the child should be followed with yearly cervical spine
x-rays and physical examination and restricted from activities that
could result in sudden forced flexion of the neck, e.g., tumbling and
diving. In sane, children, the instability will resolve over time.
Other children may require some permanent, minor activity
restriction. If signs of cord compression are present or the
instability is extreme, surgical stabilization may be necessary.

4. For children older than 5 or 6 years who have never had x-rays we
recommend the same cervical spine x-rays as for the younger children.
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5. We feel that cervical spine evaluation should become a routine
occurrence at the time of enrollment at schools and institutions that
educate Down syndrome children.

Information from the medical staff of
University of Iowa Hospitals and Clinics

Department of Orthopaedics
Iowa City, IA 52242

RrF.erences

Amschel, S.M., Scola, F.H., Perry, C.D., and Pezzula, J.C. (1981).
Atlanto-axial Instability in Children with Down Syndrane. Pediatrics
Radial, 10: 129-132.
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CYSTIC FIBROSIS

Cystic fibrosis is a very serious disease of childhood that affects
many of the body's secreting glands in the intestines and pancreas, the
lungs, and the salivary glands. These glands normally secrete a thin
mucous, which in cystic fibrosis becomes thickened, or viscous. The
thickening interferes with the normal function of the glands and is themain cause of the disorder's serious problems. As the disease progresses,cysts, or pockets of fluid, form behind the mucous-blocked passageways.The associated scarring of tissues (fibrosis) gives the disease its name.

Inalatlals

The more common problems for a pupil with cystic fibrosis can be
explained by shaving the effects of the disease on various parts of the
body.

1. sh2aLs20s. The sweat of cystic fibrosis children contains much
more salt (sodium chloride) than normal. With increased sweating inhot weather or increased activity, these pupils must be monitored
closely to avoid heat prostration.

2. Gastrointestinal tract. Because of the reduced amount of certain
digestive enzymes that normally are excreted by the pancreas into the
intestines, the child cannot digest his food properly and fails to
gain weight. Another evidence of a digestive problem is the
occurrence of numerous large, greasy stools. A dietary program to
provide maximum nutrition should become a part of the pupil's health
plan.

3. RsairEtaxsyst!am. Pupils with cystic fibrosis have a history of
coughing and wheezing because of the thick, viscous mucous and
pulmonary infections are frequent and often prolonged. If medical
management includes postural drainage, this may need to be included
in the 'EP.

4. cardio-vascuarals_em. With decreased oxygen, an addit.Lonal strain
is put on the heart and the pupil's daily program must all for
alternate periods of activity and rest.



PHENYLKETONURIA (PKU)

PKU is caused by an inherited error of metabolism in which the lack
of an enzyme results in an inability to convert the amino acid
phenylalanine to tryosine. As proteins are ingested, the build-up of
phenylalanine causes a toxicity which results in mental retardation,
behavior problems, and other clinical features.

Since 1964, mass screenings of infants for the defect has become
mandatory in most states so dietary management can be started immediately,
and these children can grow and develop normally.

ResE9nsibilities of theatcial Education Nurse:

1. It is essential that all school personnel understand the importance
of the phenylalanine-restricted diet to insure the pupils compliance
with the crucial dietary treatment. The diet restriction must
include any food which contains aspartave (Nutri-Sweet).

2. The Special Education Nurse should take responsibility for counseling
teen-agers about the importance of adhering to the phenylalanine-
restricted diet before and during a pregnancy to prevent mental
retardation in her own off-spring.

3. Students with PKU may be photosensitive and subject to severe sunburn
with minimal exposure. All staff should be aware of the necessity
for protection of all exposed areas with an appropriate sunscreen any
time pupils are outside.

References - In the appendix are lists of national organizations for
specific genetic abnormalities which can provide resource materials.
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OTHER DEVELOPMENTAL DISORDERS
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CONVULSIVE DISORDER

The Special Education Nurse is encouraged to read texts listed in the
reference section or to obtain literature from the Epilepsy Foundation for
indepth information regarding convulsive disorders. Detailed here is the
current International Classification of Epileptic Seizures, first aid for
a Grand Mal seizure, information regarding anticonvulsant therapy, and
suggested forms for documentation of seizures occurring in the school
setting.

I. International Classification of Epileptic Seizures

A. Partial seizures that begin locally (focal)

1. Simple: motor, sensory, or autonomic

2. Complex: temporal lobe

3. Partial seizures that rapidly become generalized

B. Generalized seizures without local onset, bilaterally symmetrical

1. Absence, petit mal

2. Myoclonic jerks

3. Infantile spasms

4. Clonic

5. Tonic

6. Tonic-clonic

7. Atonic drop attacks (brief), atonic absence (longer)

8. Akinetic (loss of movement), usually in children

C. Unilateral (or mainly unilateral), usually in children

D. Undefined

II. Febrile Seizures

Up to five percent of children will have a febrile seizure. These
generally occur between seven months and three years of age. They
are rare after age five. They are characterized by generalized
tonic-clonic movements that occur j.th a rapid rise in temperature.
They have no focal features. If these occur in the school setting,
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the nurses' primary concerns will be to decrease the child's
temperature and make provision for the treatment cf the underlying
infection. This type of seizure might not stop without medical
intervention.

In children with a history of febrile seizures, immunizations may
have been postponed and/or given in fractional doses. (See position
paper in section on Immunization.) The school staff will benefit
from periodic inservices provided by the Special Education Nurse
regarding seizure management.

A chart of clinical descriptions of seeizures follows:
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INTERNATIONAL, CLASSIFICATION OF SEIZURES

ATe

I. Partial Seizures
(seizures beginning locally)

1. Simple partial seizures with Simple
elementary :;ym[tcmatology Partial
generally without impairment of
consciousness.
A. with motor symptans
B. with special sensory or

sanatosensory symptoms
C. with autonanic symptoms
D. compound forms

2. Complex partial seizures with Complex
caplex symptcrnatology, Partial
generally with impairment of
consciousness.
A. with impairment of

consciousness
B. with cognitive

symptanatology
C. with attective

sytnptanatology
D. with psychosensory

symptanatology
E. with psychomotor

symptcmatology
F. compound forms

3. Partial seizures secondarily
gener alized

Generalized Seizures
(bilaterally symmetrical
without local onset)

Duration

30 seconds

1-2 minutes

1. Toni c-cl onic seizures Generalized 1-2 minutes
Tonic-clonic

2. Toni c seizures (grand mal)

3. Conic seizures

4. Absence seizures Absence 2-15 seconds
(petit mal)

5. Atonic seizures

6. Myoclonic-seizures
bilaterally massive
epileptic

7. Infantile spasms

(51

Seizure Symptans

Vary:
--sudden jerking
--sensory phenanena

May have aura
Staring
Autcmatisms, i.e.
lip-smacking,
picking at clothes
fumbling
Unaware of environment
May wander

A cry
Fall
Tonicity (rigidity))
Conicity (jerking)
May have cyanosis

Stare
Eyes fluttering

Postictal Symptans

No loss of

Amnesia for
seizure events.
Mild to moderate
confusion

Amnesia for
seizure events
Confusion
Deep sleep

Amnesia for
seizure events
No confusion

Able to resume
activity



III. First Aid for Epileptic Seizures

A major epileptic seizure is often dramatic and frightening but
usually lasts only a few minutes. It does not require expert care.
These simple procedures should be followed:

A. KEEP CALM. You cannot stop a seizure once it has started. Let
the seizure run its course. Do not try to revive the person.

B. Ease the person to the floor and loosen his clothing.

C. Try to prevent them frail striking their, head or body against
any hard, sharp, or hot objects, but do not interfere otherwise
with their movement.

D. Turn their face to the side so that saliva can flow out of
their mouth.

E. DO NOT INSERT ANYTHING BETWEEN THE PERSCIA'S TEETH.

F. Do not be frightened if the person having the seizure seems to
stop breathing momentarily.

G. After the movements stop and the person is relaxed, he should
be allowed 'co sleep or rest if he wishes.

H. It isn't generally necessary to call a doctor unless the attack
is followed almost immediately by another seizure, or if the
seizure lasts more than about ten minutes.

I. If the person is a child, the parents or guardians should be
notified that a seizure has occurred.

J. After a seizure, many people can carry on as before. If after
resting, the person seems groggy, confused, or weak, it may be
better to accompany them home.

Courtesy of:
IOWA CHAPTER

EPILEPSY FOUNDATION OF AMERICA
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IV. Anticonvulsant Medications

Special Education Nurses need to be knowledgeable about the
anticonvulsant medications which students with seizure disorders are
taking. Commonly used anticonvulsants, their recommended dosage,
therapeutic blood levels, and adverse reactions are found in the
following pages. Teachers need to be aware of side effects of
anticonvulsants their students are taking so they can observe and
report changes in behavior to the Special Education Nurse. The
Special Education Nurse should determine if parents are aware of
possible side effects and if therapeutic blood levels are being
checked on a routine basis.

The following principles of anticonvulsive therapy should be
considered:

A. Give medications at convenient times of the day. Try to avoid
administration of drugs during school hours.

B. Frequency of adninistration is determined in part by the
half-life of the drug. Dilantin ana Zarontin can usually be
given twice per day.

C. Start one drug at a time, initially in a therapeutic, but not
high, dosage. Attempt to control seizures with a single drug
whenever possible. Significant drug interactions are probably
frequent.

U. Try to use the safest and least expensive drugs first.
Considered to be high-risk for side effects are:

Mesantoin Prednisone
Tridione Tegretol
Phenurone Depakene

E. Attempt to use tablets or capsules instead of liquid
preparations whenever possible.

F. Advise parents or patient of the name of the drug, milligrams
in each unit, daily dosage, and reasonably common adverse
effects. Parents should know about the possibility of behavior
abnormalities that can result fran Phenobarbital.

G. Consider blood level determinations to aid in regulation of
dosage regimen whenever indicated.

H. Discuss need for foil wing blood levels and the need for tests
to determine adverse reactions at specified time when
anticonvulsant medications are started.

66

SO



V. Medication Preparation

NNIE
Dilantin (diphenylhydantoin)

Phenobarbi tal

Mysoline (primidone)

Zarontin (ethosuximide)

Dianox (acetazolamide)

Tegretol (carbamazepine)

Clonopin (clonazepan)

Tridione (trimethadione)

Valium (diazepam)

Depakene (valporic acid)

Nembutal suppositories

FORM

Tablets
Capsules
Suspension

Tablets
Elixir

Capsules
Suspension

Capsules
Syrup

Tablets
Capsules

Tablets

Tablets

Capsules
Tablets
Solution

Tablets
Injectable

Capsules
Syrup

STRENGIII
50 mg. Yell triangles
30, 100 mg.
30 mg./5 ml. (Pink)
125 mg./5 ml. (Orange)

15, 30, 65, 100 mg.
20 mg./5 ml. (Clear, Red)

50, 250 mg. (White)
250 mg./5 ml.

250 mg.
250 mg./5 ml.

125, 250 mg.
500 mg. (sustained release)

200 mg.

0.5, 1.0, 2.0 ;Try,

300 mg.
150 mg.
200 mg./5 ml.

2, 5, 10 mg,
5 mg./ml.

250 mg. (Orange)
250 mg./5 ml. (Red)

30, 60, 120, 200 mg.

Illustrations of specific drugs may be found in information frail theEpilepsy Foundation or in the Physician's Desk Reference.
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VI. Recommendations

To monitor adverse reactions of anticonvulsants, the following tests
are recommended:

Dilantin - 03C, urinalysis, at least every year.

Tegretol

Depaene

Phenobarbital,
4j sol i ne,

Clonapin -

Zarontin -

4 ease Note:

Initially, CBC with differential. One month after the
drug has been started, CBC with differential. Then
every 2 months.

CBC initially (not definitely established). SGOT
(measures liver functioning) at the first and second
month. If SGOT is normal, repeat every six months.

(BC with differential initially, then every
12 months.

CBC and urinalysis at start. Repeat CBC and urinalysis
at two months following its start, and every six
months.

Any mixture of drugs may produce uncomfortable, even
dangerous, results. The risk of this nappening is
avoided when people on anticonvulsant medications check
with the physician before taking any other medicine
including nonprescription preparations such as aspirin
or antihistamines.
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VII. Antiepileptic drugs commonly used for children

NAVE

Dilantin
(di pheny lhydantoi n)

Phenobarbital

Mysoline

(primidone)

TREATED DOSAGE SIDE EFFECTS/AIWERSE REACTIG,'S
Grand 'filial 4-7 mg/kg/day Gingival hyperplasia, hirsutism,
(Major Motor) dermatitis, drowsiness, gastric
Psychomotor Blood therapeutic level - distress, nystagmus, ataxia,
Focal cortical seizures 10-20 mcgiml disarthriat_blood Lkscrasias__
ITand Mal 2-5 mg7EgAray Rash 1Stevenrs Johmon syncTrome7,
(Major Motor) ataxia, hyperactivity. questionable

Blood therapeutic level - effect on cognitive performance
_1()_-_3(). w_cca/a.
8-20 mg/kg/day Drowsiness, dizziness, abnormal

behavior, ataxia, rash, blood
Blood therapeutic level - dyscrasia,, diplopia, rrystagnus
4-10 mcg/ml

Petit Mal 20-40 mg/kg/day Dizziness. GI distress: nausea,
vciniting, anorexia, leukopenia.
kidney dysfunction

Grand Mal
(Major Motor)
Psychomotor

Zarontin

(ethosuximide)

Tegretol
(carbamazepine)

Blood therapeutic level -
40-100 mca/m1

Grand Mal 8-15 mg/kg/day
Focal (adult, 600-1200 mg/day)
Psychomotor

Blood therapeutic level -
4 -12 mcgla

CI.onapin Petit Mal Initial dose is 0.02 mg/
(clonazepam) Minor Motor kg/day; gradually

increase to 0.08 to 0.2
mg/kg/day

Nembutal
Suppositories

Depakcne

(valporic acid)

Grand Mal - Given
rectally at onset of
seizure activity

Petit Mal, Grand Mal,
mixed, akinetic

I S3

30-120 mg /rectum

Vomiting, headache, drowsiness,
Ftaggering, blood dyscrasia

Hyperactivity, short attention
span, impulsive behavior,

drowsiness, ataxia, vertigo or
dizziness, confusion, excessive
weight aaint.droolina

Possible respiratory depression

15 mg /kg /day initially - Nausea, vomiting, drowsiness,
maxivm 30 mg/kg/day. incoordination, dizziness,
Blood therapeutic level - diplopia, skin rash, possible
59-19,La1pazi. dacts on tiye/
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VIII. Documentation of Seizures

Every attendance center should have an effective procedural plan for
documentation of seizures which occur during school hours. Such
documentation should always include communication of the information
to the primary care-taker. Examples of seizure documentation forms
follow.

Pupil

Seizure Observation Form

Time A.M. P.M.ar swia wimIrOMMINPIMINI wow, wrilainne vaia

Date Duration Min.....MM.*
INN ImP.11111........... _WIN_ WIMP

A.C:TIVr2Y/BEHAVIOR IMMEDIATELY PRECEDING SEIZURE:

Sec

OBSERVATIONS DURING SEIZURE (Please Check Pertinent Information):

Jerking of: Arms Stiffness of: Arms
Legs (indiate right or left) Legs

Eye Movement: Fixed Rapid Movement Rolled Back
Skin Color: Flushed Blue Pale
Drooling Yelling /Crying Voiding Soiling ::::
Respiratory Difficulty: Breath Holding How Long
Other Comments:

ACTIVITY/BEHAVIOR FOLLCWING SEIZURE:

Person(s) Reporting

1111111111VOIMINVPIMIEVIMMIMIIIMM111~1.11WMIalb.1110.10.1.010WIMOIIMPIM

ONIMINIMMIIIMPOIlININIINIMMIEN01111111.111111MIMPIIMI.WWINOMMINUMMIINWINIII111~111/1100

(signature)

(signature)

Distribution: White - Home with pupil
Yellow - Special Education Nurse
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NAME OF PATIENT PHYSICIAN'S NAME010.11M111111111111111.11, .M1

SAMPLE

11/1111,111111111 ...... lonN IMO IMIE111111W

mow ,11.1 wise

I I 1 I
I I I I I 1 Date

T...... WINO WWI MI IMO

I I I
I I I I 1 Time......

1 Duration
1

I I I I (seconds or
1 I I

I I
I minutes)

-"---'-i---1"7"-1-`7"----1--er---1 """7"--- Activlty
I

I
' prior to

1

1 episodefileemmlomtert

Character-
istics
(muscle

movements
of body

parts,
rolling

W_1010 111~111,111M~~1~1110.1..M. ....... 01.1.11111111.0.11111011.1.0 INIMENIYMMIIIIINIUMWIWIN.211L WM.

Soils
and/or

I voids_......--..........._....,..-.....-........................................... .......................---------................._ ........
I I Activity
I

I following
1 1 e isodewro...mynoromnalmmOlnitta.ormo.11wImmons ..... IMINIIM101111111111/1101.01.110 M1 Want.* MI M1MMINIMMINIMEMPOWINIIINIIINIP110..111a INIIMMIIINOIM MI
I

I c/o pain
1 1 fcalcwinq............1Mmnay.morarliWIWINUMIPInnarlIsemninewmanummolonw roWrounwo ano irrirleavorml um.m.smann1W mmonl~teraew/alvirome =me ow

1 Injuries
I

I noted.....MMIIMMIIMMINIMMEMOINMOWINVIN11111141111111~110111~INE INIMIMIMIallirIMMIIMINEMMII.11011..../11111110WIIIMIMPOINB.11.M.I.M.11011...0.9MIWImMINNIE, IIMMIIMIwimM1111161. IN
I

I Signature
I

I
I of individ -

1
I

I ual
1

1
1 Documenting



SUGGESTIONS FaA CONVULSIVE DISORDERS

GOAL Develops self-directed management of seizure disorder as measured
by decreased number of seizures, improved self-concept and
improved school attendance.

SHORT TERM
OBJECTIVES

1.1 Follows prescribed schedule of medical supervision 100% of
time as verified by parent/pupil/Special Education Nurse for
12 months.

1.2 Takes medication as prescribed 100% of time as verified by
parent/pupil and Special Education nursing during school.

1.3 Follows prescribed physical activity regimen 100% of time as
verified by parent/pupil and Special Education Nurse during
school year.

1.4 Participates in of school's social and recreatinal
activities as verified by teacher/parent/pupil and Special
Education Nurse during school year.

1.5 Describes the dental care necessary if he/she is taking
Dilantin with % accuracy by (date).

GOAL 2: Knows that seizure disorders require continuous medical110..
supervision and self-management as measured by a Special Education
Nurse designed test.

SHORT TERM
OBJECTIVES

2.1 Describes the consequences of not following the treatment
regimen with .....% accuracy by (date).

2.2 Plans and describes an appropriate life-long exercise regimen
with % accuracy by (date) .

2.3 Explains the procedures necessary to obtain a driver's
license with accuracy by (date).

2.4 Follows referral to the Department of Vocational
Rehabilitation "or job evaluation and training and reports
results to Special Education Nurse by (date).

2.5 Explains why it is necessary to inform all health
practitioners of his/her seizure disorder before any
medical/dental care is initiated with % accuracy by
(dap).

72

a7



2.6 Wears Medic-Alert identification bracelet 100% of time as
verified by parent/pupil and Special Education Nurse during
school year.

GOAL 3; Increases knowledge of the pathophysiology of the brain as it
relates to seizure disorders as measured by Special Education
Nurse designed test.

SHORT TERM
OBJECTIVES

3.1 Classifies type of his/her seizure disorder with __% accuracy
by (date).

3.2 Describes symptoms of his/her disorder with accuracy by
(date). (Aura, seizure activity and post-ictal period).

3.3 Describes etiology of seizure disorders with ___% accuracy by
(date). (Idiopathic, hereditary or genetic, nongeaetic or
acquired; organic: post-traumatic, post-hemorrhagic,
post-anoxic, post-infectious, degenerative, congenital,
parasitic brain disease, post-hypoglycemic injury; febrile:fevers generally over 1040F between ages of six months and
five years).*

3.4 Defines terms associated with seizures with ___% accuracy by
(dat). (Aura, tonic, clonic, electro-encephalogram - EEG)

*Caution: May occur at lower temperature.

Reprinted with permission fran:
Ind4yidualkiod a ndmcrigt v school nu r si ctuhantautapg, 1980.
School Nurse A ocates
P.O. Drawer 1538
Garden Grove, CA 92640
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ATTENTION DEFICIT DISORDER

Attention Deficit Disorder (formerly called Minimal Brain Dysfunction)
occurs frequently in the mentally retarded population, although it usually
is found in pupils of normal intelligence. It can be present with or
without an accompanying hyperactivity. Primary characteristics of the
disorder are a short attention span, distractibility, impulsive behavior,
inability to complete a task and difficulties with both gross and fine
motor skills.

The Special Education Nurse, as a member of the educational team adds
data to help in identifying the condition through neurodevelopental
screening and observation of the pupil in the classroan. The Conner's
Rating Scales, both the parent and teacher questionnaires, help to achieve
a more objective picture of behavior and should be used both before and
after intervention is started to document the effectiveness of treatment.

The Special Education Nurse should monitor height and weight every 6
to 12 months for any pupil on psychotropic drugs and staff and parents
should be informed of the possible side effects of the medications. These
may include suppression of appetite, abdaninal pain, changes in motional
status, and, rarely, a display of bizarre behaviors. The Special
Education Nurse serves as a liaison between the school, and pupil's
physician to assure accurate monitoring of the medication and its
effectiveness.

Abbott Laboratories provides forms for the Connor's Rating Scales
which are included in this sectiori. Ross Laboratories provides copies of
the Standardized Growth Charts developed by the National Center for Health
Statistics.
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AN INSTRUMENT FOR THE ASSESSMENT OF HYPERKINESIS IN CHILDREN

Parent and teacher rating forms are useful in the assessment of
children diagnosed as hyperkinetic due to minimal brain dysfunction.
While there is still a need for a great deal of further research in this
area, the forms included here offer the virtues of reliability and
drug-sensitivity (these forms have been used in extensive clinical trialsinvolving nearly 1000 hyperkinetic children).

For maximum effectiveness, the child should be rated initially by both
teacher and parent prior to beginning therapy. while not on any analeptic
or psychoactive agent. These ratings then serve as baseline indicators of
hyperkinetic activity prior to therapy. and progress may be evaluated by
comparing these scores to those derived from later forms. Due to the
variability between raters, it is important that all suusequent ratings bemade by the individual who made the initial rating.

Both forms contain ten phrases describing specific traits which have
been found to be of prime importance in the syndrome of hyperkinesis.
These are hidden among the 28 (teacher) or 48 (parent) phrases on the
form. These phrases are of necessity brief, and utilize non-technical
terminology. The total score of these ten phrases on each form
constitutes the Hyperkinesis Index. This index reflects the severity or
degree of presence of hyperkinesis in the child as reflected by the
observer.

Each of these traits is scored from 0 to 3 as follows: "Not At A11"
should be scored as 0, "Just A Little" as 1, "Pretty Much" as 2, and "Very
Much" as 3. These ten phrases are as follows:

1. Excitable, impulsive.

2. Difficulty in learning.

3. Restless in the "squirmy" sense.

4. Restless, always up and on the go.

5. Fails to finish things.

6. Childish and immature.

7. Distractability or attention span a problem.

8. Easily frustrated in efforts.

*9. Mood changes quickly and drastically.
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*10. Denies mistakes or blames others.

*11. Disturbs other: children.

*12. Demands must be met immediately.

These appear in the parent and teacher rating forms as follows:

Parent Rating Form - 4, 10, 11, 13, 19*, 25. 30. 31. 33*, 37
Teacher Rating Form - 1, 3**, 7, 8**, 14, 15, 21, 22, 26, 28

*This item appears only on the Parent Rating Form.
**Ibis item appears only on the Teacher Rating Form.

The Hyperkinesis Index is derived simply by totaling the scores of
these ten items on each form. The numerical range of this Index is 0 to
30; a higher score indicating a greater degree of hyperkinetic activity as
judged by parent or teacher. In previous studies, a total score of at
least 36 points on the combined parent and teacher indices (with a
teacher's score of at least 18 points) was necessary for a child's
inclusion into the basic study group.

In practice, these forms have been found to be useful rating tools
when ompluted at approximately three to six week intervals. It is
suggested that shorter intervals be employed whenever the Hyperkinesis
Index is used to assess the outcome of altered or newly introduced
therapeutic regimens.
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Parent's Questionnaire
Name of Child

Date

Please ansv,er all questions. Beside each item below, indicate the degree
of the problem by a check mark ()

Not at Just a Pretty I Very
all little much much-1. Picks at things (nails, fingers. hair, clothing). --t

-t-2, Sassy to grown-ups.

3. Problems with making or keeping friends. I
r-
I

4. Excitable, impulsive.

5. Wants to run things.
I

6. Sucks or chews (thurnti; clothing; blankets). 7 1

7. Cries easily or often,
8. Carries a chip on his shoulder. 1
9. Daydreams.

10. Difficulty in learning.
11. Restless in the "sr,uirmy" sense.
12. Fearful (of (Jew situations; new people or places; going to school),

13. Rest'ess, always up and on the go.
14. Destructive,
15. 'r ells lies or stories that aren't true.

16. Shy.

17. Gets itt.to more trouble than others same aae.
18. Speaks ot.'!erently ',cm others sable age (lacy ta'k; stutteinc, hisol to u-destand).

r-
, '9. De- es m.stakes or t'ar-es others.
i iu. uluarre.some.

21. Pouts and sulks. -----i-'

22. Steals.

I

I
L-23. Disobedient or obeys but resentfully. I

1

24. wc.-es more than others (about beinc alone; illness or death). t- ..-J

---i
25. Fai's to f'n.sh things.

I

--, :s26. Fee' r easily hurt, , 1-

1-L 27. B;, .es others,
1

I.
28. Lihad:e to stop a repet.tive activity. i

29. Cruel.
30. Childish or immature (wants help he shouldn't need; clings; needs constant reassurance).

31. Distractibility or attention span a problem.
32. Headaches.

33. Mood changes quickly and drastically.
-I

1

34. Doesn't !lice or doesn't follow rules or restrictions.
35. Fights constantly.
36. Doesn't get along well with brothers or sisters,

37. Easily frustrated in efforts.

38. Disturbs other children.

39. Basically an unhappy child.
40. Problems with eating (poor appetite; up between bites).
41. Stomach aches.
42. Problems with sleep (can't fa'l asleep: up too early; up in the night).

43. Other aches aid pains,
44. Vomiting or nausea.

45. Feels cheated in family circle,

46. Boasts and brags.

47. Lets self be pushed around._
_..1

48. Bowel problems (freq-iently loose; irregu ar habits; cons!'pa'oon).

Distributed by Abbott Laboratories, North Chicago, 11.60064
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Teacher's Questionnaire
Name of Child

Date of Evaluation
Grade

Please answer all questions. Beside each item, indicate the degree
of the problem by a check mark (V)

Not at
all

Just a
little

Pretty
much

Very
much

1. Restless in the "squirmy" sense.
2. Makes inappropriate noises when he shouldn't.
3. Demands must be met immediately.
4. Acts "smart" (impudent or sassy).
5. Temper outbursts and unpredictable behavior.
6. Overly sensitive to criticism.
7. Distractibility or attention span a problem.

8. Disturbs other children.
9. Daydreams.

10. Pouts and sulks,
11. Mood changes quickly and drastically,
12. Cuarre!some.
13, Submissive attitude toward authority.
'4. Pest'ess. a'ways "up a".:"J cr the go."

15. Excitable, impulsive.
16. Excessive demands for teacher's attention.
17. Appears to be unaccepted by group.
18. Appears to be easily led by ether children.
19. tic se^,ss of fair play.

120.

21.

Appears to lack leadership.
Fa 's tc f.P sh things that he starts.

22. Ch.:dish and immature.
23. Denies mistakes or t'ames others.
24. Does not get along well with other children.
25. Uncooperative with classmates.
26, Easily frustrated in efforts.
27, Uncooperative with teacher.
28. Difficulty in learning.
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PSYCHOSCCIAL DWARFISM

Psychosocial dwarfism is a relatively new area of concern in the
medical and educational field. There are six primary symptoms of the
disorder. 1) retarded growth, usually below the third percentile, and
immature appearance for age accompanied by significant cognitive and motor
delays; 2) unusual relationship to food (present in over 85%) from
voracious appetites to going for long periods without food resulting in
abdominal distention; 3) unusual thirst with indiscriminant drinking; 4)
pain insensitivity with or without self injury; 5) regressive behaviors;
and 6) disturbed interpersonal relationships with indiscriminate
affection.

Families have not been well studied and more data needs to be
collected. Early information supports the following: maternal
description is one of isolation, loneliness, frequent depression, low self
esteem, anger, hopelessness and desperateness, and difficulty in assessing
her own environment. Paternal description is one of physical or emotional
absence from the home, sometimes alcoholic or abusive and not emotionally
supportive of the family. The family is described as chaotic, disruptive,
often filled with abuse and neglect in parents' background, rigid.
controlling, and often in financial difficulty.

Birth order is significant with the rnidothe child or child born closest
to the first born or closely to the third born as the most likely
candidate, Frequently the psychosocial dwarf becomes the scapegoat in
conflict between the parents. The parents deny the child is smaller. s:t
unrealistic expectations for the child, and often think the child is
deliberately behaving in such a way as to spite the parents.

Interventions involve:

1. Further assessment. This includes more purposeful observation by the
present classroom teacher and former teachers, peer contact
evaluation, the development of an individual grid keeping accurate
growth and development records, and observation of the child in the
classroom as well as observation of interaction between the parents
and the children.

2. maws. A multidisciplinary approach is most effective. A greater
level of assessment may fall to the psychologist, Special Education
and/or Public Health Nurse, and the social worker. Anticipation of
removal of the child from the have is very real and the following
questions may be valuable for the nurse to ask in assessment and
planning. 1) What is the safety and well being of the child if not
removed? 2) What is the family's capacity to change? 3) Are there
sufficient resources in the family and community to implement the
necessary changes?
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3. Imamentaticn. This involves coordination of the multidisciplinary
group ana the organization of documentation.

Treatment is aimed at prevention and the promotion of wellness.
Improving family information and understanding of normal developmental
milestones, improving the quality of home environments, as well as
assessing reasonable expectations of behavior are important. Programs for
screening of high risk children can be initiated. Questions in screening
programs may include the following:

1. What is the level of parent's knowledge of growth and development?

2. What is the teacher's expectation of behavior?

3. What is the parents' expectation of behavior?

4. What families are of highest risk?

5. What physical assessments should be donehow often? by whom?

Krezor's book, "Diet and Nutrition" has a chapter on Psychosocial
Dwarfism which explains the physical and physiological changes which
result from the poor nourishment and its affect on the pituitary gland.

It has been found that once the conditions improve fcT this child,
either through removal form the home or accepted parental responsibility
for the child, the child begins to catch up on growth and development,
although never completely. According to authorities, first the weight
improves, then the stature, and finally the head circumference. These
improvements in themselves can confirm the accuracy of the diagnosis.

Information from a presentation at the meeting of Iowa Special
Education Nurse Organization, Spring 1985. by Rojann Alpers, Faculty of
the University of Iowa College of Nursing.
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NUM rrEoNAL DISORDERS

The nutritional needs of the developmentally disabled pupil often
differ markedly from those of normal pupils. Hyperactivity, cerebral
palsy, or high muscle tone may require increased caloric intake due to
excessive energy expenditure. The pupil who is immobile or has low muscle
tone may require fewer calories to maintain body weight and may be at risk
for obesity. Allergies, medication, family or cultural requirements may
necessitate changes in dietary intake.

Common parental and professional concerns relating to handicapped
pupil's nutrition may include:

1. Slaw growth in length and lack of appropriate weight gain.

2. Excessive weight gain in relation to gains in length.

3. Refusal of the child to consume specific foods and/or groups of
food.

4. Bizarre feeding patterns such as pica.

5. Lack of appetite or excessive appetIte.

6. Gagging, vomiting, or rumination.

7. Food allergies, constipation, obesity, or anemia.

8. Abnormal motor patterns that affect a child's ability to consu:e
food.

5. Inability or unwillingness of the child to finger feed and/or to
self-feed.

1U. Limited attention span or disruptive behavior at mealtime.

Palmer and Ekvall suggest that a detailed nutritional assessment would
be in order if a child is suspcted of or exhibits any of the following:

1. Ilvo standard deviations above or below the mean weight for age on
a standard scale.

2. Mechanical feeding difficulties, or neurcmotor dysfunction, e.g.,
problems in sucking, swallowing, and chewing.

3. Feeding skills below those anticipated for the developmental level
of mental age.

4. Unusual food habits, e.g.. pica or food faddisn.

5. A twenty-four hour dietary' recall indicating an inadequate or
imbalanced dietary intake.

82



6. Nutritional management required as with inborn errors of
metabolism, malabsorption, allergy, or metabolic disorder.

7. Unusual body odor.

8. Overt physicial signs of nutritional deficiency. e.g. anemia.

9. Emotional disturbances and associated feeding problems, as in
autism or anorexia nervosa.

10. In a high risk category, e.g.. taking stimulant or anticonvulsive
drugs, coming from a very poor family, living in very poor
housing.

The Special Education Nurse is referred to the excellent reference
regarding nutrition by Palmer and Ekvail listed in the reference section.

The Nutrition Division of the Iowa State Health Department supplies a
newsletter and serves as a resource. University of Iowa Hospital School
conducts a monthly weight management clinic. The drug companies (Mead
Johnson, Ross Labs, etc.) supply good materials on nutrition. Local sales
representatives can assist in obtaining these.

The Special Education Nurse may be involved in modifying the school
lunches for pupils with diabetes or those on a weight management program.
Some suggestions for developing lEPs for these pupils follow in addition
to a form for a dietary evaluation.

Two references have been developed which give nutritional information
helpful to students and parents. Fast Food Facts gives food values of
items from fast-food restaurants. Convenience Food Facts gives food
values for prepared foods. These can be ordered from International
Diabetes Center. Park Nicollet Medical Foundation, 5000 West 39th Street.
Minneapolis, Minnesota 55416 (612/927-3393).
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Name

DOB:

40

.....C

DIETARY EVALUATION

Food Intake (24 hour Recall)

Patterns BREAKFAST.

Time: Fruit

Meat
Egg

Where:
Bread
Fat

Cereal
gweetner

With Whom: Milk
Fruit Juice
Ocher

Time:

Where:

With Whom:

Time:

Where:

With Woom:

Ti.me:

411/
vitamin and Mineral supplement
Amount - frequency
Iodized salt Source of flouride

...

LUNCH

Meat

Veg.

Bread
Fat

Fruit

Milk

Beverage
Other

.'
1

DINNER

Meat

Meat Subst
Potato

Vegetable
cooked
Raw

Salad
Dressing

Bread

Fat

Sauce/gravy
Fruit

Milk

Beverage
Dessert

Other

BETWEEN MEALS

=.1.1INII

Amt.

1..

I.MlemaSnew../

IMImmmy..Nwwl

411fteMliffile

W01110.111.11 OMIIM=111118110

111/.

0111.111111.1
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Date 11

Food Summary
Tot.:

Dairy Products Daily Servint; Serv;

Milk
Cheeses
Other

Meat Group

Meat-Fish-Poultry
Legumes

Peanut butter
Egg

Vegetable & Fruit
Potato
Green/Yellow Veg
Other -eg.
Citrus fruits
Other fruits

1111.

Bread/Cereal

Bread

Cereal
Rice

Pasta

Score

Others:
Candy
Pop 15...adequate

Chips.etc 12..borderlih,

Desserts 1010,0 3
fist. 1,

Fat

Wafer

Appetite

Self - feeds As Dependent
Special diet
Food allergies
Foods regularly omitted

Favorite foods I11ImmcIIII1MMI....1.1.I...-

Illness

Religious or ethnic factors

Economic status
Food stamps

What foods do you believe are good 1

children

Screened by



CLINICAL ASSE3SMENT

Clinical assessment is the use of two parameters, physical signs and
anthropometric measurements, to detect nutritional deficiences and
excesses. Anthropcmetric measurements may suggest malnutrition at an
earlier stage than physical signs which often do not appear until
malnutrition has been prolonged and severe.

.11sical_Siaps. Physical signs are considered to be of value in
nutrition assessment and are usually associated with a nutritional
deficiency, although nutritional excesses may also be seen. Signs of
malnutrition may often be mixed and may be due to the deficiency or excess
of two or more micronutrients. Any physical finding that suggests a
nutritional abnormality should be considered a clue rather than a
diagnosiri and should be pursued further with laboratory and dietary
studies.

Table #1 shows physical signs indicative or suggestive of
malnutrition.

TABLE 1 - PHYSICAL SIGNS SUGGESTIVE OP MALNUTRITION

Hair Lack of natural shine, hair dull and
dry; thin and sparse; color changes

(4.49.g.91)1.92,1141aglY.Aa21......
Pace' aln color loss; skin dark over

cheeks and eyes.

Moon face; enlarged parotid glands

Scaling of skin around nostrils

Eyes

11111111101011111wOMMIMIIIM

PosstWAS4RAU--
Protein-calorie (P-
C) deficiency; or
of other nutrients
P-d-NETZTacy;
deficiency of B
complex vitamins

P-C deficiency

Niacin, riboflavin,
pyridoxine

1,1111/411.111101.1~1MOININIMMIOMMOWSIlickLatm..wewol wwMIINVIM

Small, yefiggriumps around eyes
(kanthelaana); white rings around
both eyes (corneal arcus)

Eye membranes pale (pale con-
junctivae)

Xerophtbalmia; 1) night blindess
2) dryness of eye membranes (con-
juctival xerosis); 3) dull appearing
or soft cornea (co.: eal xerosis)

Redness of mer'Jranes (conjunctival

injection); ring of fine blood
vessels around cornea (circum-corneal
injection) Bitot's spots
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Hyperlipidemia

B12, folic acid,
or iron deficiency

Vitamin A
deficiency

General poor
nutrition



""'"lr OTEiMalnutrition
"76EAr

e a s iAITCFr w e Ca us e se s 7-6-677"-ReTierriliTITEirriliro rnye="---"'"711Ffirind"
corners (angular pal pebr ti s ) riboflavin

clef i ci e.rw
Re"drie7s-111771-.4e 111-76 MIE' "'Niacin, riboflavinlips (cheilosis); especially corners deficiencyof mouth Anwar fissures and scars).1.1.......

Tongue Swelling, scarlet and raw tongue; Toric acid, niacinsmooth tongue; swollen sores; hyper- riboflavin, vit.enic and hypertrophic papillae; pyridoxine, ironatrophic papillae and/or zinc
deficiency

Magenta (purplish color) tongue Riboflavin
cleficina.

'teeth "...""M""""""fe"----eth -m"1"'"--ybe mi`iirn"g ore""-tru6ring ----"*"."'Zeneral poor
abnormally nutrition
Caries Excessive intake of

highly refined
carbohydrates;
general poor
nutrition

Gray or white spots ( fl uorosis ) Excessive flouri de
intake

Glands Thyroid enlargement Iodine deficiency
or toxicity

Parotid enlagement

sierwiwIleMnwinewrI11111101111}ali.ISMSkin Small or large tunors around joints
of hands, legs or skin (xanthcma)

Dryness of skin (xerosis); sandpaper
feel of skin (follicular hyperkeratosis)
flakiness of skin

Black and blue marks due to skin
bleeding (petechiae)

Skin swollen and dark; red swollen
pigmentation of exposed areas
(pellagrous dermatosis)

rack of fat under skin

yellow colored skin
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General poor
nutrition

Zinc defici...sa____
Hyperlipidesnia

Vitamin A
deficiency or
excess; essential
fatty acid
deficiency, P-C
deficiency

Vitamin C and/or K
deficiency

Niacin deficiency

P-C deficiency

Carotene toxicity



IEoxi-----TOCTE7 m . MOMsgSATsTWi th Malnutrition Possible Cause s
Skin TrUr__Hyperpignentati on ul ti n twin

deficiencies

Nail s
SECT3-7""-
vascular
System

Cutaneous flushin Niacin taxi c_i_ty,
Nails ,soon shams korrou-ChTair -----""TiTleil-cl,.er.e.--_..... 11111... =70E17 WI ow111111My =MP ..---EZErcar ia greater than
enlarged heart

Elevated blood pressure

Coronary heart disease

'Iii amt

Excessive sodi um
intake

Excessive
cholesterol, fat
and/or caloric

11110111111W IMI =UMW IMPIIMIMINFMMIIIIMIO intake._
Nervous Listlessness P-C deficiency
System

11P INV/

Loss of position and vibratory
sense; decrease and 1 oss of ankle

...and knee reflexes
Muscular & Muscle weakness
Skeletal
13ystems

Muscles have "wasted" appearance

Baby's skull bones are thin and soft
round swelling of front and side of
head (frontal and parietal bossing);
baby's soft spot on head does not
harden (persistently open anterior
fontanelle); small bumps on both
sides of chest wall (ribs); bowed
legs; swelling of ends of bones
(epiphysial swelling)

Muscular- skeletal hemorrhages
Pseudo-paralysis

Calf tenderness

Bilateral edema of laver extremities

Demineralization of. bone:_o_s_t_e2221.2.sis_____
dastro- Liver enlargement
intestinal
System Liver and spleen enlargement

Gastri ti s

Anorexia, nausea

Nausea and vcmitinc
General Growth ailure
01.....111M1111.11M1110.110111*1
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Illinnina

Vitamin B12 and
thiamin deficiency

lhosphorus
deficiency

P-C reficiency

Vitamin D and
calcium deficiency

Vil amin C

deficiency

Thiamin deficiency

Protein deficiency

Cal ci an de f -
Protein deficiency

Hyperl i pi demia

Niacin deficiency

Magnesi um
defi ciency

Vitamin A Toxi city_
""'"--IcrEerere-riCy

z inc def ici ena



FEEDING STUDENT WHO REQUIRES ASSISTANCE

I. General Guidelines

A. The procedures outlined here are for students who are able to
take nutrients by mouth, but because of disabilities, are not
able to take adequate amounts without assistance.

B. Preventative Measures

1. Amount of food per bite and speed of eating should be
dictated by the students' preferences and abilities.

2. Hot foods should be fed while still hot (be certain not too
hot); and cold foods, cold.

3. If possible, be certain food is of the right consistency for
person to chew; if the person is unable to chew, use soft
foods.

4. Be aware of any food allergies the student may have.

II. Feeding

A. PIrpose

1. To supply nutrients to those students who are unable to eat
without assistance and to provide training in appropriate
eating skills.

B.. Preparation of Students

1. Place student in sitting position unless it is not
recommended.

2. Clean student's hands and face if necessary.

3. Inform student of food being served if he or she is able to
understand.

4. Place covering on student's dhest to protect clothing.

C. Personnel Recommendations

The procedure for feeding a student who needs assistance, which
follows, may be performed by qualified designated school
personnel under indirect supervision.

D. Procedure
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EssenticaStez

1. Cut food in small bite size
pieces unless its texture
does not require it.

2. Carry food to student's mouth
but have the student
participate in the procedure
as much as possible.

3 Offer liquids throughout the
feeding.

4. Record amount of food eaten.

5. Reposition student to
comfortable position.

6. Record procedure on daily
log.

Key,_.aintsandsrecautions

Do not feed too fast.

Be certain student is swallowing
food.

Amount of food per bite and speed
of eating should be dictated by
the student's preferences and
abilities.

Student should be encouraged to
drink all liquids.

Ref:erences

Kruger. Ingeborg, Pediatric disorders offeediregalatOlumetabolism
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HEALM PROBLEMS
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HIGH INCIDENCE HEALTH mixrioNs

The pupil with physical handicaps and moderate to severe mental
retardation may be more prone to seizures, infections, and the sequela ofimmobility.

The subject of seizures has been addressed in the section on
handicapping conditions of this manual under Convulsive Disorders. The
incidence of upper respiratory infections and otitis media is high for all
age groups but particularly for the preschooler and the pupil with Down
Syndrome.

The problems of immobility include skin breakdown, contractures, lung
congestion. constipation nor diarrhea). The pupil with cerebral palsy may
have difficulty with chewing and swallowing which =promises intake of
both food and fluids and may significantly affect growth and development.
The pupil with Down, Hurlers, or Prader Willi syndrome may easily become
obese and the diet must be closely monitored at school and at home.
Another potentially serious problem is that of decreased fluid intake and
the resultant dangers of dehydration.

Sample copies of treatment modalities will be found in this section
for constipation. dehydration, otitis media, and colds which will be
helpful to staff and may be given to parents.

Helpful discussions of usual childhood health problems may be found
in the references which are listed in a separate section of this manual.
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CCtiOrIPATION

Constipation is a comon problaa in children. Because infants and
young children with developmental disabilities may not be as physicallyactive as other children, they are more prone to beccxuing constipated.
Certain medications and feeding difficulties may also predispose thesechildren to constipation.

What is consuation2

Constipation means hard, rock-like bowel movements. If stools areinfrequent but soft, it is not constipation. Constipation should beprevented because it can cause abdominal disconfort, decreased appetiteand irritability. Pushing to pass the hard stool may cause herrmorhoids,
fissures (cracks around the anus which may bleed) and rarely rectalprolapse (bowel tissue forced out through the anus). If constLpation
becomes severe, stool may become impacted (intestinal

obstruction) causinga medical emergency which requires special medical, and scmetimes
surgical, correction.

How Do I Treat Consti.ati.on?

There are a variety of ways to treat and/or prevent constipation ininfants and young children. Or should always try dietary methods oftreatment before using medicati:xls.

piLtar.L2r..221:ment

1.. EXTRA MUDS

Offer your child water or juices between feedings. The young childshould also be offered fluids frequently throughout the day. A smallamount of prune juice on a daily basis may prevent constipation as it actsas a natural laxative. Prune juice may taste better if mixed with anotherjuim such as apple, apricot, or cranberry. Prune juice may also befrozen to make popsicles which many children find fun to eat.

2. HIGH FIBER Fools

Fiber makes the stool softer and easier to pass. However. it iscrucial to pro, ide increased fluid when adding fiber to the diet.

Infant: If your baby is eating solids, offer daily servings offruits and vegetables. Strained prunes (up to 3 T. a day) especially maybe helpful.

Minangasi: High fiber foods include raw and cooked fruits and
vegetables, especially those with the peel left on such as plums, prunes,
raisins, apricots, peaches, and potatoes with skin. Whole grain breadsand cereals are also helpful. Whole wheat bread can be used instead ofwhite bread. If your child dislikes bran cereal, try bran muffins, or
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411
blend bran cereal in a blender or food processor and add t) your child's
regular cereal.

3. KARO SYRUP

For infants, add 1-2 tsp. of dark Karo syrup to each 4 oz. of formula
or milk.

4. LIMIT FOODS HIGH IN FAT

Food'', high in fat may be constipating. Limit the amount given of
these foods' including milk, cheese, and ice cream. Never give more than 1
quart (32 oz -) of milk or formula a day unless specifically recommended by
your physician.

Medications:

1. STOOL, SOFTENERS

If dietary management of constipation has been unsuccessful. check
with your physician about using a stool softener. Stool softeners are
safe for use with infants and young children and are available in
drugstores without a prescription. These should be given on a regular
basis (every day or every other day) to keep stools soft.

2. RECTAL LAXATIVES OR SUPPOSITORIES

Some children may need additional assistance with evacuation of
stool. This may require the use of a rectal laxative or suppository if
recommended by your physician.

3. ENEMAS

Enemas should never be given to an infant or child without the
recommendation of a physician. Too many enemas may disturb the chemical
balance in a child's system. Children may also become dependent on enemas
in order to have a bowel movement.

When Should I Seek Medical Attention?

Contact your doctor if:

1. The above treatment steps have been unsuccessful.

2. Your child has not had a bowel movement in 5 days.

3. Your child's abdomen is hard and distended (bulging).

4. There is blood or mucus in the stool.

93

108



DEHYDRATION

What is Dehydration?

Infants and young children are more prone to becoming dehydrated thanadults. Dehydration means an abnormal decrease in the body's fluid
volume. In other words, when a person loses more water from his body than
he takes in. dehydration occur3. Severe dehydration causes chemical
imbalance inside the body which may result in death.

Children can easily become dehydrated when they are ill because they
lose body water through vomiting, diarrhea. and fever. Children with
developmental disabilities are especially at risk for dehydration because
they are often smaller than other children, may have difficulty sucking or
swallowing fluids, or may refuse to drink when they are ill.

How Can I TellAAhildaahydrated?

The following may be signs of dehydration:

weight loss
pale dry skin
dry mouth
lack of tears

decreased urination (loss than 4 wet diapers a day)
irritability or drowsiness

Contact your physician if you notice these signs and your child will
not drink.

How is.pehydtation Treated?

1. EXTRA FLUIDS

The following are the opcimal daily fluid requirements for children:

3 months
6 months
9 months
12 months
2 years
4 years

25-30 oz./day or 2-2 1/2 oz./lb./day
32-38 oz./day or 2 oz./lb./day
36 -41 oz./day or 2 oz./lb./day
38-43 oz./day or 1 1/2-2 oz./lb./day
45-49 oz./day or 1 1/2-2 oz./lb./day
53-58 oz./day or 1 1/2 oz./lb./day

(Fluid includes milk or formula, juice, water, Kool-Aid, soda pop,
and fluids mixed with solid food.)
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If your child is ill. he or she will require more fluids to prevent
dehydration. Try the following suggestions to increase fluid intake:

a. Give small. frequent sips of water or juice
b. Offer jello or jello water
c. Offer popsicles
d. Make slushes with crushed ice and juice
e. An electrolyte solution may be given when prescribed by your

physician
f. Try using a syringe, spoon, medicine dropper. straw or straw

bottle to give liquids.

2. TUBE FEEDINGS

If your child cannot take an adequate amount of fluids by mouth, tube
feedings may be required.

13.22221ELELLINIIIIDA1:
down th-eeiciPE*S-,--alid-int-6ifie

temporary replacement of fluids.
changed every few days, or a new
Parents can be taught to put the

This tube is placed through the nose,
stomach. It is usually used for
The tube may be taped in place and
tube may be inserted for each feeding.
tube in themselves.

gaarsamy.1&: This tube is used when a child is chronically
dehydrated or has difficulty taking fluids by mouth over a long period of
time. Children who have difficulty sucking or swallowing may benefit from
this type of tube. The gastrostomy tube goes directly through the
abdominal wall into the stomach, and is put in by a surgeon. The tube is
stitched into place but can be easily removed when it is no longer needed.

3. HOSPITALIZATION

Hospitalization may be necessary if your child becomes dehydrated.
Tube feedings may be needed, and your child may need to have an N to
replace fluid losses. Blood and urine tests will help to determine the
type and extent of the dehydration.
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COLDS

Colds are caused by a virus which is the smallest of all germs.
Viruses are usually not affected by antibiotic therapy- During the firstyear of life, it is not uncommon for a child to get 6-10 colds! There ar3things that can bk. done to help the cold symptoms.

1. Encourage clear liquids, like water, apple juice, chicken soup. If
your child is under 6 months of age, contact the Physician beforedoing this.

2. Use a vaporizer or humidifier to put moisture in the air. Be certainyou keep the varorizer clean. Wash it with hot soapy water every
other day. Be absolutely sure that the vaporizer is out of the
child's reach.

3- If the child is congested in the nose. put two drops of salt waterinto one nostril. Then use a bulb syringe to draw it out. Then
repeat on the other nostril. To make salt water- use 1/4 teaspoon
salt in 1 cup of water.

4. Put the head of the bed higher than the foot of the bed.

a. Use 2 or 3 pillows with an older child.
b. Put slats of crib higher on one end than the other. or
c. Put books under one end of the bed.

5. If child is unable to sleep or eat well. even with doing the things
above. check with your physician about giving a decongestant or cough
suppressant.

6. Consult with your physician about giving medication for fever.

7. If these things do not work, or if your child seems increasingly ill,
call your physician.

96



OTITIS MEDIA

Otitis media is an infection of the middle ear which occurs most
often in caildrea under six. This usually develops after a cold or sore
throat when air is displaced with pus and fluid. Without treatment,
pressure can build to the point of rupturing the tympanic membrane and the
infection may spread to other ares. With any indication of ear
infections, it is important to get wont medical attention and follow
instructions carefully. Compliance with the prescribed treatment regimen
and proper follow--up evaluations should be encouraged and monitored by the
Special Education Nurse.
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SCREENING PROGRAMS

The Special Education Nurse will be involved in various screenings
and assessments regardless of the nurse's setting. Score of the screenings
may include. but are not limited to:

Vision

Height and Weight
Dental
Hearing
Blood Pressure
Scoliosis

Communicable Disease

Guidelines for Screeni_na_prograns

1. Criteria for selecting whom to screen.

a. Known incidence in a given group
b. Importance of early identification - better remediation - less

complications
c. Events that may predispose certain group to increased risk

2. Criteria for screening procedures.

a. Approved by those professionals who will do the evaluation of
children with potential problems

b. Type of equipment identified
c. Training program for screeners
d. Frequency of screening
e. Criteria for referral for professional evaluation

3. Procedures fcc notifying parents of screening results and for
follow -up.

4. Approval of district Board of Education if this is a newly
implemented program.

5. Identification of available professionals for evaluation of high risk
children identified.

6 Financial resources available for those children whose families
cannot assume the cost of professional evaluation.
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HEIGHT AND WEIGHT

Measuring height and weight has been routine for the school nurse
but the past few years have brought an increase in the basic understanding
of the growth process.

The hypothalmus in the brain controls the release of the growth
hormone which aits on the kidneys ana liver to release protein. The
resulting process of normal growth causes an increse in length. volume,
and weight of the body. However, faulty functioning of the hypothalmus,
pituitary, liver, kidney, or bone can be a contributing factor in the
short stature syndrome or other growth abnormalities. Other factors
affecting growth may abe genetic, pre-natal, endocrine, nutritional, or
environmental influences.

Normal growth rate is at least 5 an per year before the growth spurt
during adolescence. A pupil with a growth rate of 3-5 an needs to have
height and weight re-assessed more frequently. A pupil who is growing at
a rate of 2.5 am or less needs referral for further evaluation. A pupil
who is below the 5th percentile and has a slow growth rate also needs to
be monitored closely, with possible referral.

The charts developed by the National Center for Health Services,
available through Ross Laboratories, are helpful for monitoring the growth
curve of individual pupils.
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BLOOD PRESSURE

The American Heart Association has encouraged monitoring of blood
pressures of school age children for early detection of hypertensivetendencies. Blood pressure readings should be a part of each pupil's
health record. The following charts can be used by the Special EducationNurse to determine percentile measurements and monitor pupils at risk.
Health education should include information about the risks of
hypertension and its causes and encouragement of a life-style to minimize
the risks.

When taking blood pressure readings, it is important to have a cuff
of the correct size available. Significant inaccuracies due to
inappropriate cuff size can cause unnecessary concern or dangerous
complacency and should be avoided with the use of proper equipment.
Notations should always be made of which arm was used and whether the
pupil was seated or lying down.
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SCOLIOSIS

Refer to the School Nurse Manual for information on screening
procedures. This section will discuss three types of scoliosis--
idiopathic. congenital, and neuromuscular.

Idiopathic scoliosis is divided into three forms: infantile,
juvenile, and adolescent. The infantile form (birth to 3 years of age) is
more common in males and in children with low birth weight and muscle
disccders. It generally has a poor prognosis. The juvenile form (4 to 10
years of age) is more equally distributed between the sexes. The severity
of the curve increases with growth. The adolescent form (age 10 years to
skeletal maturity) is predominant in females with a ratio of 7 to 1.
Juvenile and adolescent scoliosis in a male should be carefully
investigated. Accompanying cafe' -au-lait spots should be checked for.This cause of idiopathic scoliosis is unknown, but it has a genetic
component. All members of a family should be examined if one is diagnosed
with scoliosis. Special attention should be paid to offspring of
individuals with scoliosis. In about 85% of cases, idiopathic scoliosis
disappears on its own. In the remaininj 15%, the curve may become worse
and lead to severe defccmity-

In congenital scoliosis, the vertebrae are abnormally developed.
This needs to be confirmed by x-ray. This type of scoliosis requires
close follow -up. If the defect is progressive, it may require surgery.
Congenital sccaiosis, due to an absence of vertebrae or fusion of several
vertebrae, is often associated with congenital anomalies of other organ
systems within the same segmental level, particularly involving the
genitourinary tract and heart.

Neuromuscular scoliosis occurs as a result of neuromuscular
disease. Conditions which are characterized by aunormal muscle tone (as
cerebral palsy) cause the child to sit or stand with the spine out of
alignment, resulting in curvature. In neuromuscular scoliosis attention
needs to be directed to the underlying disease. Treatment includes
positionilj, bracing, and sometimes surgery.
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HEALTH ASSESSMENT

Health assessment of the child with disabilities conducted for several
reasons:

1. To determine the child's health status

2. To identify any murological sign which might be indicative of
specific learning disabilities

3. To clarify the child's strengths as the basis for future planning

4. To develop a physical and mental health maintenance plan for the child

It is important that the child with disabilities maintain optimum health
status for two major reasons:

1. To insure that the child's limited energy reserves are not consumed in
handling a physical health problem; for instance, a child with fever
blisters (herpes simplex) may be distracted from learning because of
the initial pain associated with these lesions.

2. To insure that the child's school attendance can be as regular as
possible for optimum learning.

The assessment of health status may consist of data from information
gathered from several sources:

1. Health history

a- General infon'ation
b. Specific information suspected to be indicative of special problems

2. Observation of the child

3. Physical assessment and review of systems

4. Neurological assessment

5. Reports fran laboratory and other tests

The following guide indicates same information which should be elicited
from the primary caretaker or fran the nurse's examination of the pupil.

The chart which follows shads some examples of abnormal findings and the
implications these might have on the pupil's ec'ucational programing.

Several forms are included in this section as samples only Each AEA or
LEA can develop forms which are most functional for each situation.
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HEALTH ASSESSMENT GUIDE

At-Risk or Disabled Children

Child's Name:

Chronological Age:
Adjusted Age:
Developwntal Level:
Date of Assessment:
Diagnosis(es):

I. BIRTH HISTORY

Problems during pregnancy. labor, and delivery; gestation, Apgar
scores. birth weight, neonatal problems, age at discharge.

II. INTERVAL MEDICAL HISTORY

Illnesses, hospitalization, accidents.

III. CURRESSCNC ERNS- WORRIES, REGARDING CHILD'S HEAL1B

1V. GROWTH (plot on growth chart)

Length, weight, head circumference.

Y. NUTRITION/FEEDING

Method (breast, bottle, cup, N3. gatrostcmy, etc.); type of food;
amounts; iron source; fluoride; feeding schedule; duration of
feeding; position (high chair. parent's lap, infant seat, etc.);
problems with sucking, swallowing, choking, gagging, regurgitation,
vomiting; estimated caloric intake (calories/kg.); if tube fed:
type and size of tube, frequency of tube change, .;ate of last tube
change; indicatin of satiety; resistance to feeding, feeding skills.

VII. IMMUNIZATIONS

VIII. MEDICATIONS

Type; dosage; method of administration; blood levels monitored(?);
parent's understanUng of purpose and side effects.

IX. ALLERGIES

Medications, food, environmental allergies, family history of
allergies.

X. REVIEW OF' SYSTEMS

5 A. Head: size, shape, anterior fontanelle open or closed.
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B. Shunt (iEErsent,1 type, location, swelling, redness, signs of
increasedrintracranial pressure (irritability, lethargy- bulging
fontanelle, vomiting, eye deviation).

C. Eyes: tracking, visual acuity, strabismus, swelling or drainage.
seen by ophthalmcaogist(?).

D. Ears: hearing status, pulling at ears, drainage, presence of
to es, past ear infections, seen by ENT(?).

E. Nose: congestion

F. Mouth/Throat: drooling, pooling of secretions, past throat
infections, lesions, number of teeth. currently teething(?), oral
hygiene practice, seeing a dentist(?).

G. Respiratory: breathing pattern, wheezing, retractions, dyspnea.
tachypnea, cyanosis, do parents know CPR(?).

1. IF ON j2: frequency, concentration, method of administration.
2. TRACH: frequency of track care. parent's comfort level.
3. SUCTIONING: frequency, type of equipment, results.
4. APNEA MONITOR: type of monitor, schedule of use, frequency of

alarms, type of stimulation needed.
5. CHEST Fr; correct procedure, schedule, child's tolerance,

results

H. Cardiovascular: known cardiac defects or murmurs, cyanosis,
sweating, color and temperature of extremeties.

I. GI: vomiting, colic, umbilical hernia, diarrhea.

1. BOWEL ELIMINATION: frequency of bowel movements, stool
consistency and color, blood in stool, catharLics used.

2. TOILET TRAINING: developmental readiness, parental
expectations, age at onset, procedure, consistency, type potty
chair.

J. GO: bulging in groin (hernia) or scrotum (hydrocele); unusual
genitalia.

1. URINARY ELIMINATION: frequency of urination, amount,
appearance of urine, stream or dribbling, past UTIs, odiferous
urine, toilet training (see above).

K. Neuromuscular: posture, muscle tone (stiff or floppy), symmetry
of movement, amount and method of mobility, motor milestones,
temperature control.

1. SPINA BIFIDA: motor and sensory level affected.
2. SEIZURES: description, frequency of occurrence, precipitating

events, duration, post -ictal phase, seen by neurologist(?),
had EEG(?), on anticonvulsants(?).
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L. Skelstal -Joint: contractures, scoliosis, leg length,
discrepancy, areas of warmth, redness or swelling, past
fractures.

M Skin: temperature, color, texture, rashes, bruising, lesions,
decubiti, stoma care (i.e., gastrostcmy).

XI. DEVELMENTAL STATUS (May obtain fral other disciplines)

A. Social/EMotional.

B. Cognitive.

C. Communication.

D. Sensorimotor.

XII. SLEEP

Sleep patterns, schedule, type of bed, location of bed, night
awakening and parental response.

XIII. TEMPERAMENT/BEHAVIOR

Temperament, crying patterns, temper tantrums, and parental
response, irritability and soothing measures, self -catiorting
behaviors, communication of needs, discipline, understanding of
infant's cues.

XIV. ASSISTIVE DEVICES

Type of car seat, bath aid, stroller, wheelchair. bracing or other
special eguipment.

XV. SAFETY

Safety strap on equipment, hot water temperature, dangerous
substances, and medication out of reach, stairwell gates, outlet
plugs, etc.

XVI. FAMILY ADJUSTMENT

Who is primary caretaker(?); interaction style of parents and child;
sibling reactions and participation; reaction of extended family
members and frie,ds; babysitter available and utilized; day care
services used; perceived changes in family lifestyle; do parents
have social outlets(?); acceptance and understanding of diagnosis;
coping patterns; support system; involvement in parent support
group; knowltAge of community resources; what do they like best
about child(?).
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HEALTH A3sESSMENT OF SCHOOL-AGED CHILDREN

PriorilLAssesment: 1) pre-school (pre-K) Anytime: 1) Child identified
2) grades 6-7

as having a
3) grades 11-12 problem

2) Athletic parti-
ci pati on

Hist.a: 1) Major past health problems (physical and emotional) and
treatment

2) Orderly review of systems
3) Information regarding current and past special problems of

other family members
4) Information about chilo's academic achievement and school

adjustment
5) Immunizations

Assessment: Physical, Emotional, Intellectual Status

89.9. Scremingaupation/DxNeeded

Preschool: Vision-R/0 strabismus, anblyopia
hearing, speech, language develop
ment. Height, weight, head
circumference, blood pressure
Dental

Immunization status
Hgb

Grade School: Vision-check acuity, myopia
Hearing

Height, weight, b7.00d pressure
Dental-caries, malocclusion
Immunization status
Motor, emotional, intellectual
development
School grades & achievement, ITBS
Grade level vs. age
Hgb
Scoliosis

Adolescent: As grade school above plus:
Tanner Stage

Check disfigurement-acne
oral-facial, scoliosis
Obesity/nutrition 15% F, 8% M
Visual & refractive exam 50% F,
30% M, myopic by age 17
Dental defects -carieo,
malocclusion
Hearing loss
Immunization status

Special Areas

-Key event to focus family
attention on importance of
child health and develop-
ment status
- Detection of chronic
or handicapping
condition

-Abuse/neglect,
alildren without
health care

- Avoid labels derived frcm

imprecise or un-
substantiated
diagnosis

-Special needs of
adopted children

-Distinguished findings
with true health
significance

-Human growth &
development

-Menstrual disorder/
dtsmenorrhea

-Pregnancy/contra-
ception/VD

- Suicide

- Increased accidents
-Alcohol, tobacco, drug
abuse

-Athletic injuries
-Hy chondriasis
-S ool failure (dropout)



GUIDELINES FOR HEALTH SUPERVISION

tne care of chitcren who are receiving competent parentirl, have

growing anc developing in satisfactory fashion. Additional visits
may become necessary if circumstances suggest varial!ons

Ea:- child and family is uniaue. therefore these Guidelines for
Health Supervision of Children arid Youth' are aesigned for

no manifestations of any important health problems. and are

from normal 'Nev.? guidelines represent a consensus by the
Committee on Prac....ce and Ambulatory Medicine. in consul;ation
with tne fremDersnip Of the American Academy of Pediatrics
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HISTORY
Initial 'Interval

MEASUREMENTS
Height and Weignt

Head Circumference

BlOod Pressure

SENSORY SCREENING
Vision

Hearing

DEVEL.SEHAV,
ASSESSMENTS

PHYSICAL EXAMINATION-

PROCEDURES5
Herea.. Metabolic

Screenings
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TabrCul,r. Test
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through the Chapter Chairmen.
The Committee emphasizes the great importance of continuityof care in comprehensive health supervision' ano tne need toavoid fragmentation 01 care3.
A prenatal visit by tne parents for anticipatory culgance andpertinent medical history is Strongly reCOrnmelaea
Health supervision should begin with medical ca'e of the newborn in the hospital.
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AO,O,ESCENCE

a
'E :V

Yes yes , yes y's

S 0 0

S O S

Committee or" Practice and Ambulatory Medicine. 1981
2 S'atemeM en Contir ulty of Pediatric Care. Committee on Stanca'cs

c' Chile Health Care. 1978.

Statement on Fragmentation of Pediatric Care. Committee on Slam-
cares cf Chita Health Care. 1978.

4 if a chid comes uneer care for the first time at any point on tne
Schedule orliany items are not accomelishee at the suggested age.
the Scnecuie should be brought up to Gate at the earliest posy die
time

5 At these Points history may suffice it problem suggested. a stancard
testing method should be ernoioyec.

6 El n,story an,: appropriate onysical examination: if suspicious by
SOeC.,fiC obiactive cievelopmental testing.
At each ys[1, a compiete physical examination is essential with infant
ICtauv unclotheC. oioer chile uneressect ana suitably draped.

E Trese may be modified. depending upon entry point into scneowe
and ineivicual need

9 pv,,2 an: thyroid testing snouic be donr at about 2 wks Infants
screened before 24 nours of age should be rescreened

10 ScneeLPelsl oer Anon of Committee on inlectious Disease. ed 1811
1982

Key = to be performed; S sublective, by history. 0 t: otective by a standard testing method

Te Committee on intectious Diseases recorrrnenes luderculin testing
a: 12 months of ace ana every 1.2 years thereafter scrhe areas
L;perculosis is of exceeainal,, low occurrence and the onysic:an may
elect not to retest routinely or to use longer intervals

12 Present medical evicence suggests the need fOr reevaluation o' the
frecJency and timing of hemoglobin or hernatocrit tests One deter-
mination is therefore suggeslec curing each time orvioC Performance
c' acOlional tests is lett to tne individual practice experience.

13 Present; medical e /Idence suggests the need for reevaluativ-. of the
freeuency anc timing of urinalyses. One ceterrninatio7 :5 therefore
succesled axing each time period. Perlormance o' aczitione, testsis lel, to the individual practice experience

14 Abbrbb,iale ciscussion anc counselling should Lle an ir.leTa. c,arl o'
east v sit lor care

15 SuPsecJent examinations as prescribed by dentist

N Special chemical, immunologic, and endocrine testing are
usual ) :erred out upon specific inalcations 7estmg
le C errors of metabolism. sickle oisease least are C.szret:bnaP
wiln1ne bySiCian



TANNTR STPCES OF DEVE1LP=

CLASSIFICATION OF SEX MATURITY STAGES IN GIRLS

.Ant Mill HAII

Preadulescent
2 Spars(. hhti pignit-nted. straight, medial hr,rcit r

of lah;i1
3 Duri,e!. bi...g.rrg to curl. Increaed amount
4 Cpt curl abundont but amount les- th.ir Ault

Ad ft.!n:n;nt tnani:1. spread to mtdiol
of h.gh,

/Mt A,T,

Preadolescent
Brt-,o ,.. ant! pp L. (de% atPd -mall mound. areolar

dkirtit r
Preo-. arid o.,r.tour.
A and mound

.nt-ra'.

CLASSIFICATION OF SEX MATURITY STAGES IN BOYS
ACE HR

1

5car.ty -Lghtl: p.grrented

3 Darker ,o.:..rts to linount
4 t;pe but lec.,t in

ciL.ar.tity. coarse, curly
5 Adult distribution, pread to medial

surface of thighs

tn
Adult

E-'
ed

Adult

rn AiarK

'Adapted from Tanner, J. M. Growth At Adolescence Ed 2 0.Cord. 5c,ertitic Publicans, 19e2
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Are,. at Aonormal Finding
Finciirrg

Skin Tir p e n T e g r i r n r = 1 7 7 7 1 'i p o x uhinu nr. T M e t o o th-47-1FOTror gate n ne s aim' ro..cies or
Her pes pupils and to staff 'local district for restricting fran
Impetigo 'school and/or participation in

'athletics or FE classes. Alert
(staff and review procedures for
'personal trygei ne and cleaning of
legtjanent

Beau and Neck Abnormal tym- ---Ftram-e--ergHeTtE77-calticulties ihedical referral. Temporary seatpanic membranes effusion 'change in classroan
I

EXAMPLES OF ABNORMAL FINDINGS

Diff Dx. Impli cati ons Action of Special Education Nurse

Thorax and
Lungs

Malocclusion

Dam
Syndrome

Dental caries

Respiratory
difficultlea

Speech problems.
tional problems

lAtlarY,Lc-axial joint
instability

Nutritional
deficit, Poor

ene
URI Contagi-an
Asthma Frequent absence

school.

Nutri-(Referral for correction and
Irenediation. Assess intake;
'especially protein. Modify school
'lunch if necessary

'Refer for x-rays - limit physical
activity until diagnostic work-up
is complete Apply necessary
restrictions if diagnosis is
positive.

from

Referral for dental care.
Training for oral hygiene.

Follow guidelines concerning
attendance. Check environmental
agents and take action to
decrease exposure to irritants.

Note: An exception to medication policies may be
necessary so that a pupil may carry inhalant med-
ication as prescribed by his/her physician.

Car di ova scall-

Male breast
changes

Female breast
changes

rsistent
BP reading
Murmur 'Functional

'Organic

Sinus arrythmia 'Benign
'Severe

gh

Gynecanastia

Determine
Tanner stage

Parent/pupil anxiety

Menarche

Re or a renaCreise

Relief of anxiety
Cardiac overload or
unnecessary restriction
of activity
Di appear with exercise
Increase with position
thanes

Gent. to Incontinence Developmental Toilet training or
Urinary

Pubertal
changes

delay
Neurogenic
bladder.

conditioning.
Intermtttent
catheterization

Education and counseling

Counseling/teaching about breast
self- examination and menstruation.

IfTeTe7al. counseling about Met
and stress management
Education of pupil and parents.
Referral.
Staff understanding of pupil's
capabilities.
Refer for exercise EKG.
Physician permission for activities
and / astkaori.
Develop IEP to include training
for highest self-care level.
Teach self-catheterization when
when possible.

Need for education in Teach self exam of testes to
life changes. male pupils.

Note: The Tanner stages of development chart is included
his section forg erence.

Gastrointestinal Lleostorny or 'Self care training 'Nutritional status evaluation.
System Colostomy

(Staff training

'Staff training

'Skin breakdown
'Nutritional risk
Positioning
Bracing
Feeding problems

Encopresis

Gastrostaly

Musculo
Skeletal

(Motor deficits

I s/
ISa:11 osi s ISubLy2ta ti on Ma. be_prozessive

NeurologicZ z ores 11711epsy Status eptlepticus
System

I My el (nerd no- Shunt
eusuien

'Cerebral
!palsy

!Arthritis May be progressive

!Health plan for daily care.
'Consideration of proximity of bath-
Iroan to classroan Modification
lof school lunch if necessary.

'Counseling to maintain self-esteem.

(Plan for feedings and daily care
lof skin and mouth.
IE',.n care. tbdificatio,s of
(school lunch to insure proper
'texture. C1P & Pr support as
Ineeded.

'Monitor medical regimen. cm & PT

{support as reuded.

!Referral for zoritocin_gareatmont
!Emergency plan for immediate
!medical intervention Inservioe
for all staff on disease, medi-
'cations, and implications.

lohnerve for signs of intracrani al



HEALTH STATUS:

HEALTH INFORMATION:

HEALTH HISTORY:

HEALTH PROGRAM:

NUR S ING DIPGNOS IS :

Resource

Kim, M.J. & Moritz- D.
cliaanosesi212...2ce
conferences. New

DEFINITIONS

the health condition of an individual as related tophysical difficulties, emotional disturbances,
evidence of immunizations, and the number and kindsof accidents and illnesses.
the part of the health record of a person that hasto do with discovering and recording of pestillnesses and any other factors affecting hisgrowth and development during infancy and
chilcinood.

involves special nursing skills to "get the facts"
behind the information, assess the facts for
relevance to the individual, and utilize the factsin further assessment.

a planned organization of the resources of the
school, usually involving also those of hone andcommunity in order to promote desirable knowledge,
habits, and attitudes about health for the purposeof improving the health condition of the pupils andtheir environment; usually implemented by suchmeans as periodic physical examination. classes inhealth and hygiene, nutrition programs, and theregulation of health conditions within the schoolas well as by attempts to enlist the cooperation ofthe hone and of community agencies.

"A nursing diagnosis is a clinical judgment aboutan individual, farnily or community which is
derived through a deliberate, systematic process ofdata collection and analysis. It provides thebasis for prescriptions for definitive therapy forwhich the nurse is accountable. It is expressed
concisely and it includes the tiology of the
condition where known" (Shoemaker 19134, p. 94) .

A. (Eds.) (1982). Classifications nursingedin s of the third and fourth national
York: McGraw-Hill Book Company-,mINM.01111111111.0111.11M.110...



HEALTH INFORMATICN

Name Birth Date
Information By

CONFIDENTIAL
SAMPLE

....1.1.111110,711, IMO =1,110111.1.1111,1111,11111=

ele.MIIMINIIMPAIMIN OS IN MIIIIINVE.MMIIIIM

inimmlionmelnian111111 MOM
M F Date

File #
In.i.tial.
Review
str i ct

wmilimminmmwwwlmm

Vision Screening7717W7c1151-ereTbrs----creen-e77"773'"---TEr

FAMILY

M)ther' s Name_
Age....___...= =WWIAddress - PhoneMIMI =7/.17110.101111M1011MMIIIIIIMFather's Name

Age_-,---.............----------.....-......----------....__---_-Address_ Phone

IMO .00

1111111..11111111111111....................-----.......... --..---.....Other Family Members
Number of Brothers Ages
Number of Sisters Ages_

11111~1~WrIallialonlMONINIUMMWIIIIMMENIVIIIIM~10111. Is there a family history of the following

Speech Problems
Yes No

Learning Problems
Yes No

Allergies
IMO =MHO 11

Kidney Problems
morwrm

Heart Problems
mown=

Asthma
%IMMO .11=111M

1111

Seizures
worwm _.

Diabetes 1.1.11IM

Hearing Problems
101110.110

Alcohol Problems
0.111M

Muscle Disorders
1100111Nal

Other Health Problems 101.11,1110

11111
va~.10 WIPINIUM

PREGNANCY AND DELIVERY

2. During this pregnancy were any of the following present?
Yes No Yes NoGained less than 15 pounds

OINNEMIN Gained more than 30 pounds
Bleeding Elevated blood pressure

1111.1111Any infection or sickness
Used alcohol. drugs, or smoked (underline correct ones)
Difficult labor and/or delivery
Length of pregnancy_
Medications taken during pregnancy (list)

1.111111010

UM011110

0.1.11111.110.11010611171111,10701101111WMINIIMIMIMIIMINWWW1110111011111.0IMMIIIIMI

INFANT

Yes No

UMW 111.11111111. OWN

3. Were any of the following present?
Was cord around neck?
Were there any problems with breathing? -
Was infant blue? a
Was infant yellow or need the bilirubin light? WW10,1

Birth
Did infant have any heart problems? wt.

Weight
Did infant have ary lung problems or need oxygen?
Did infant have seizures? ..101Wairiroestani

Was infant very jittery? ..-,1111111N

IMO WOW

111.1.11110

INNIMI OMDid infant receive any medications?
.1111.101 .11

115



Did infant have any injection:? If yes, list_
011101111,1M

IN1111,11III.I.,11111.C1M11111.11111M17111171110111 IMO

Diail75fir ZiEeTCEeTiErgmrair

DEVELOPMENTAL PRCGRESS

4. Did this child develop at about the sane rate as other children?Yes.. Faster. Slower OOMNENTS
5. Do you feel your child's Mae and weigh7-11771TOrmai

Overweight Underweight__ Present Height Weight.6. Has this child experienced more than 2 ear infections or sore throats?Yes__ No.
7. Has this child been hospitalized? Yes_ No Reason

8. What childhood diseases has this child had?
111111111Mftlin=1.111.0111111ealtINIMMI1111/11.

9. Has this child had any seizures or staring spells? Yes_ No____10- Does this child have any stiffness or rigidity of muscles? Yes_ No__11. Has this child had any serious accidents? Yes No12. Does this child have problems with any of the Eollaaing?
Yes No

Speech Problems
Appetite Problems
(poor or extreme hunger)
Stc*nachaches
Trouble falling asleep
Overactive
Moody
Short attention span
Failure to be
affectionate to parents
Poor relationships with
age mates
Asthma
Diabetes
Cancer

_MAIM

_fl

1111.1111111

In...1111

_.111.1M

Vision Problems
Feeding Problems
(chewing, choking, etc.)
Bedwetting
Trouble staying asleep
Temper tantrums1110

MVAINIO

100111M

in~

Extreme shyness
Withdrawn behavior
Poor relationships with
brothers and/or sister s
Heart problems
Kidney problems
Epilepsy
Allergies
Other Chronic Diseases13. Is this child on any 'dedication now? Yes____ No

Type of medication Reason for use

Yes No

NOMMEN 2170

IIMM

WWI _ IIMI

1MMI !MP MO

IMINO WM/MN

IMMO NM WIMP _

1171.

Imo UMW MO

IMMO WM OIIIMINN

11010 sa.1.110

=IMO MO

1=101116 111.10.10

MaNninIMIIIMIliMOIMEII.INWMPMMININIIMNIMM~INNOMIIMPIr1.110001=~1101INME11

immonliweemlorsonellmWMMIIMOSIEWMINnorlINWINMMOIlin.011.1MIMINIPMIIMMMIWINVMniiIIMPWINDIOIMMIIWIermnoMm~.~.1011WwlMEIN

asemPtireolonim mnowsle,..wmowwwwromplirmmommmeure.rmwsimmur.m....nwrin.rworv.. me14. Has or does your child attend school or preschool? If so, where hasthis child attended and when?
trowelorm..111MMINIMMIMIINMIN~IM.IM/IMMI10.110.1.11111WIrnme.MMOIr1W6111111w.r

15- Are this dal 's immunizations up to date? Yes No16. What is the name/s of this child's physician/s and addresses?_
.uolmwmtunwftwanseywoovoleaMevanownwyr

vonanwywynnwalre~ternarwom...ownonweetisiommormewwwfsolryserrowlorwawww.le re,..m. ur

THE ABCA/E iNFORMATICL IS ACCURATE TO THE BEST OF MY KNCIALEa,E

siTattIFFOrriFertt, g=7:77:7"--
116

131



SAMPLE

Yearly Update
To be completed by
Parent/Guar dian

HEALTH QUCSTICNNAIRE

Student Name: Teacher :woo....01MIIIIMMIIWIIINIIIIII.IMP.1110111Doctor's Name: Hospital pre ference :Did your child have a physill1 this past. year? Yes No
lemonornommownwsor

Doctor: Date:Did the doctar-ThTiriiirsTETIFFeCornmendatioris7----ge-r'lqc
Please explain:

IIIMIMMI111111111PWIII/11111MIYINIIMMINIIMINDIEMIMIIOM.PNIIMMINIEr.....MMFMNIIMMIOIN/11111011101morMIWIIIMMOI.N..

frariairffillTgerinrairpairie717'Irrs'O'What was wrong?

Did he /she see- aoctor?
Doctor : Date:

Were tests taken, such as blood work? No
momIl mummy =no 1101..10.1lonOMMIIIIMMIao

Results:
Was any specific treatment ordered by the doctor such as medicine?
--Yes _,,No Please explain:

Has your child had an injury in the past year? ___Yes _NoIf yes, date:
What part of his/her body was hurt? '?Head, left leg, etc)
Was he/she seen by a doctor? Yes No Doctor:

eslIMIIM01.1111011111101111nalnrIMI1VIMINAINWere x-rays taken? _Yes No
Results:
Did the injury require treatment sucb as stitches or a cast?

,Yes No Please explain:

4110 Has your child had his her eyes checked IF a doctor in this past yeaET'Yes No Doctor: Date:Bid hedr-der glasses or new glasses? Yes No
WO1~~0101WIMIIInm Undo

Yes
Did he have any specific recommendations? _Yes NoPlease explain:

INOMIIIPIO011111.11101WPIOINNIMmaininnwlm =NA YIP

Is your child taking medication? Yes No
Wdication: Dosage: 'Times medication given:
MMOW!IMMIOINIMO 1.11IMMOVIIW 000 .wW11MwmeMaw.
1071MINPOPIIIIIMMIII11.11.1.1MOMMIM1110111111 INIMMINNIMMOMIMIEWOIMMI.MMIIMMINNIMI IMMO

Reason mew"i cation was ordered:
1.1.1=11001/111111111011111111SIMOINNIMMONIMM

ImIlir1.1~1~1070111.11~W011011.1M~Ine 011.111Have you noted a recent change in your child's eating, sleeping, or toiletingpatterns? Yes No
Please explain: dmauMwellullreemniss.....1110111...0~111EnIIINE11~1m1=MMelowsmin.

Has your child been seen by a dentist in the past year? Yes
Denti st : Date:

Did he have specific reccrrmendations or treatmentsr (Ex. braces, surgery,
.VIVIRMIIMPIEllimmeirsa

fillings)
Has your chi-d-17a----'11,a any immunization -s-7-r)

Type:

INO.MNIMIN=41111 Date:
maw Milowamelmonaman.wwwmme NeftnorDoctor:_

Has your child been seen over the sunnier for a scoliosis check?
Yes No

If so, were x-rays taken? ___Yes _No
Resul is :
Re commenal. ons :
Physical Limitations : 100 ermilEMIIMMII~11VIOMMINIIII~1111111111011111111.11110~1111111

1171, 2

Irill
wrillOMMIIIIIMMIO,1101,11111. me Int INeni



Student's Name

Parent/Guardian:

Family Structure:

HEALTH EVALUATION

SAMPLE

Birthdate:
110111110.1101= Irlognm IN"

OWNIniarinlOilirmValwroallorldallInIIIIIVNWIIINIIIIIWEIMPIONIWWININnII.MMIIIMP11111.111...1mmell~110 sirs...8 Imninreinw

1111fflaMIN
1Mirmnahl110111...11.1MIlwwww.11~1.11~111~111111111111111111MtlistIorermimIlarlolMme

a w.1111.1111111117111.1#11WIMIMINIII11111111111101171,11011.0011M11~1.111111111W111110.nomnIMIIIIIMMMIIMIIMIIMmm.

em,..11oreanisiMmillIVIIIMIIMINMI711EMIIIIIMIIII111011=11WIMIisellsellor1menwgamy...NI MI I= sr m.

Previous Medical Reports:

Vision:

Hearing:

Dental Exam:

Glasses:
1111110111111MIMINInwqmragrifteMMOIMIn1 lonweiVIIIIIMMIrown.

11111IwarlorummilmniormWold Lens Change:
111111111111-1111111

011.111.1.1111111101rwleNIMII111070111401MrsolimmmInalimmIl ilI wri110117 MON

Immunization Record:

Medications:

Nutrition:

.a./.mmem.n.1011~111.IfiErINIMINWMIMIlliwwwrimnamow

uwwIlowillINNIMeIMMftigOIMIIINnollErI10111.01Mir11.WDWINUIWIIMWffirrnrIlwmoarm

Wws~.WW10IMMni1~1011011010161O~PMMM1011FINnorWIEniorlanislorlelmes immolonsevw.w.

Family Medical Problems:

sommollormMPIINrwwwInM111.011011Millof

1INIerinft~11~WeellnionwmInelliffeelanNWOIMIP~IIIWEMMINniello10.0110m.1.11.11~10.11milm401

111111110111.NonelnOnMPONI11111VOIMIIMIMM.IMONINPMI1IllImeitdexPew wwie iminno

11=MIErIMMIERNIallMININOINI.MII.lanwl~OrmulMIMOMNWINOlimervial
Prenatal/Birth:

Growth and Development:

Illnesses /Surgeries:

Present Health:_

Impression/Recanmendation:

1101111110

Inoppine enrogionorliwiseelme

111m1110110.111111VVINIIIIIIIMMINUMMININIEIAswim 11~VaIrleld

I. Health status adequate for unrestricted educational prograri.

II. Health status requires r estri cti ons/modif i cations of educational
program. (See individualized Health Plan or I.E.P.)

mIWMVUOUSi NrHrINI0
wwwwwwwfvelmelloto.r1..1mrlormrI141VMMIMMUW.WIWWIEren 0/1110WWWImswIwWlie MI.11Myy sawDate Nurse

118
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SAMPLE

UPDATE FOR SCHOOL HEALTH REOORD

TO: Parents or Guardians

Please complete the following health update form. The informationwill be used to supplement existing school health records. Theinformation requested should include pertinent details since the beginningof the last school year.

Return Completed Form To
************************;;ITMTMMTMMTraraMTWMTWARWM1.7
Name of Child

Age Grade____Date Address Home Phone
Employment: Father_ _Business Phone.

Mother_ Business PhoneAny family changes (marital, health. new siblings, etc.)
Tc7477;;;74771741-************ ************************* urprirarmalwaxww
Physician:_ Dentist:

101MIOWNIMIIIM111111011111wmftwIlim 1111111.1~1MO ValwoAnv medical services received this past year (where. when)

Immunizations (Kind). Date...... Allergies...............-- .... ----Diseases or accidents (Kind
IIMPOWIMIMIII.MIMMID IMO IM11111MIMO 11 MOHospital iz ati ons _Ope r ati ons (Ki nd )

---......----- .............Medication taken on a regular basis (Name and what for)______............--Last dental exam (date) Last eye exam (date) _______,New glasses or
lenses Y N

************************************************************Mn***M*
UPDATE ON HEALTH HISTORY checkthosewhichaltothkELy.p child

Weight change
INIMOINt__..Appetite change

Sleeping problems
Skin problems
Respiratory problems
Heart problems
Diarrhea

=

_Menstrual problems
Abdominal pain
Bedwetting
Difficult urination
Frequent urination
Urinary infection
Backache
Joint pain,1/11~1=

swelling, stiffness
Deformities

rrConsti
Blood in stool
Diabetes

mg ...rm..=

Heat or cold
intolerance
Seizures
Headaches
Dizziness111.1
Trenor

MONNIMIIMP

Clumsiness
Nightmares
Fnotional changes
Allergies
Tubes in ears

OTHER CHAWFS OR OOMMENIS: Any health problems of which the school shouldbe aware?
List braces, hearing airs, etc. explain:
****************************************M7MIi****;Wan *$1-177417;;;1177
In case of illness, if we are unable to contact you, the parent/guardian,
who shall be called?
Nan,: Phone

MIMME1011.11./11111110110

It should be understood that proper attention for the child is our primaryconcern. Dr. is to be called at parent's expense in caseof an emergency. If it should become necessary, a child will be taken tothe nearest hospital at the parent's expense.

------STFECCErOrralTriE7CraTerir----

119
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SAMPLE

REFERRAL FOR CARE

Name
Birth Date..larnmellawrIINIWINrIlwurolmmIlmlwarlsrealmmailmWmisemos as=.1.11~1111 orminevemalwwwliMINIIMINO

To
.1.......~1111101071.1.1111.111.1OnIMINniorsIniellMOnlieloglowl~0100

Reason for Referral:

..1.111010.1MM~unonism70Farnm11.10.11011.1WWW-1111.---11

''7(1 i'CO'"17171injury. date known to stool

Thank you,

Date Signature
moweiwarwmgormnrsormIlmwmnaImIMMINMPONINIImINPINNWIEnsinIrsImmemrammirimr. ImImmimmwselmsw New

(Please send bottom half of form back to school with patient)

Reply:

Nave_

Diagnosis

ildruelommlerwroinelsowlurimmonwnse.101011wwionWilwwil.

Treatment given

wilermrWwwIfilia1011NrIonmell.1

1=110%,~1.40111..1.1110.1~211~0110OMMINIIIINNINIIIMONO*1.011,

mmumvirmnogrumall...towarwommta.limPanNtsweavowwwWnwurwrairwomv....r.

111110111111111.1110.11.11.M.

Cate of next appointment

wnwrimiVm~7111wsnimumnwimwsinilorwlmvselomaliwwAMIIIIMMUNWINIM.11Me

rIM Irm.10110~1.nMelmelaft~101~1011nElors..1.110MIMI.Olmnotfmn, im WI=

..Immuirsimilloftw....1.1,WINVINna New NivirmwwwwlaraNIIMOMI.a.......nmimmg~

Recommendations to the school:

Date Signature

Source: River Hills School
2700 Grand Boulevard
Cedar Falls, IA 50613

...110_11~0110.0 1.~0~11nranwiloWIMAnorNes1~1.4_orealiwomoinim

120
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SAMPLE

REQUEST FOR SPECIAL ErCCATIC4 NURSE SERVICES

Date
lormoislenrOinal mnarall 1011111/1.1110111e0110

Student's Name Grade Teacher..,senominses.wilonWilMns.10.~INMOIND

School District
School Building1011.10MI.MVOTWIIWININ

iromPlEriNnVIIVIOIM
rmillasimInmnisrawlnIMMIIMMIOwwe Imay

Referrer
INIIIMINMINWWWWWII11.11mmmrowanwalralliNNIIIIIIIIMINION.111011001111111=

Student's Birthdate
...91111nwomlonanwwwlmnI111111111111111111/aMM.1111111

Male Female

Address
1~11101me.InnImalnwIMIIMO

Parent

Referral Concerns

Home Phone

11MIOMPIIMIN1911711111~WelMeINIIMMINFEINIMINVINICIM..I.M0.11010110 IMO

rurromvamorlorli wow

~1111111.1011WEIMINFMIMMTIMIIIIIMIIPINIIMMOINNIMO11~111.1

vrunerimrimramir,

IMUMMIIMM.M.MM~1111~.111111/.11% IMO

11,01~~11111VMIMIRIMMIMMIIMMIIIIN.11.1IMMIEMNIMMOWVIPINWINIMMI111VMMW..~1.1...~1.11.1

. rrrr011nv.~_w_wrw.r.v..rr_.nrrrr

111061N/VO.M

im...maelra...111111
11.1.0111MOIMIN111110~MIIMIPOIWINIINIIIIIIRIMMORIMMINIIIMMII

.1mMmlAnIONIOrMINIWIGIONMEVONIUVONOSIIIIM~I~0111mMmleMWWWIRIINWINP71101=71~ONWINPMINPMIMtmlyInaMOINDIN~wr......

WIIMINOIN001101,11111.1111.111

Please send directly to:

Source: Area Education Agency 4
Sioux Center. IA 51250

immovarywynonommialnitolimmelorla MIINPONINImt

Special Education Nurse
AEA 4

102 South Main

Sioux Center, IA 51250
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TEACHER'S HEALTH OBSERVATIONS

SAMPLE

MMMM WWIMWIIMe

Does this student complain of or demonstrate any of the f oll ng ?

Yes
Temper tantrums
Impulsive behavior 1LT
Explosive behavior I-...............-----.Hyperactivity /restlessness
Withdrawn..._
Ina cti v e/g. uggi sh

11S1 eepy/leth ar gi c.... 111NrINIMMunsonWIWIN.Tics or grimacing.... 1
Clumsy. 7
Limp or abnormal gait

1

Poor condition
......---..1=1OM

Convulsions I
liales.Mm~WMIP11111~1111~1.11.11111111111.1wwPeriods of inattention or

staring into space
Headaches__ ----17.7...
Eyes crossed or turned out I

.1110M11~~Mlnal.Poor vi si on... I

Red, runny. or itching eyes!....Poor hearing..
1 1

1

No

schavian_ ear

Yes INo
Skin rash.

INIMIEW MO ....NM/ 11~111.1MIWIMFrequent scratching,________ I I

Sores on skin I- I
Pale or sail cw-1117"-----1--
Conti nuous r unny nose I

Frequent nose pi cking/rubbing I

Unkept appearance...
I

Cough
71111.11W111111111MMOIIIIIIIMINMIniInWheezing__

1

Short of a eath with exer ci se IL-
Overweight
Underweight
Stomachaches
Vomiting
Fr equent ur i nation

1.~111111~1.01M.WIN..1~1111011Wets pants
Soils self with bowel

movements..
Gets along well with peer

1 I

11011Mr11011011MINININIMINPIWINIMnom tor

1.0410non....ftwwvw

What is your opinion of this chilc" s health?
Very good Good rai r Poor

Attendance: Very good Good

Further observations or canments:
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PURMSE

SAMPLE

HEALTH EVALUATICN

111111.111IMMIVIMMIMINIMIIIIMIN111.1.111.11.,1.....~.1~ NNW Nolan. WWWWWWWW Isiroms. me.= NW

Name DOB: DateimmuldMereawilonemnurIMINIRMIIWONIMMOIININMInorptINII emMoovonga WON WNWINMO. yonWINO SOW unin, mrINIII11.1~11RWOISIseliwwwnomille

Handicapping condition
rmillinelignrimmis.IWINNI11~1401111111~1.1111111.61111.1110onsmIlmmmesslinnlinorso 1 NINO

Appliances/Braces

PHYSICAL EXAM:

1.1111~NrYaMell~mmll
Im11011111M...lhommeINWINMEnNIIN11WwwwwWnole NIIMIMOINMelm.ime

Date: Examiner:ftetram111.1ImINPINIOnomloyam~11111
41.191111110~110

Findings:
11~UNImniiryWaamnErstmnoMM/111111111OurimiV~IIIIMINIIII.~..s11..~01MbrImnimi=,10~INIWIIRIIIrmranoMninrlanwelnorMseiNn.....

INTERVAL HEALTH HISTORY

VISION: Date.... SEIZURES/DISORDERSr.
Taings:.

wIRED11001110111111Warl111111MIlialmillis.1101mowlim
0.111111~IrmIllI11117IMMIMINSIMMIMMISINNIMIMIIMIIMMINIIMPONIIMIII11.1111111.1111/111111O

HEARING: Date INTERESTS/ACTIVITIES.
1111.~Inmillmm~111WINIIIIVINIIIIIIIMIIMINPINMV1110111.1111

IMMUNIZATIONS:

11M1111111~11MIIIII1r11~MWM/

MINNIMINIMIEMPOIMP OIMMIMMI

1111111111.0111111IMPISWI VIMIMMI 111.10,M11IMMMION/11.11101.1wwIM ONO WNW@

GROWTH & DEVELOPMENT

11111MIIMPIOINIMMIIIMDINOIN.0711111111111.110111111MIMIWOIMOIMIMMOWINIIIIIIIIIMMIIIIIIIIMI110DENTAL EXAM: Date
Prangs: NUTRITION1~11MIWINIIIIWII~ 41.1.07..7 MI
WINIMIVIVIMIIMINIIWWWOMPIEMMIREMPOOMIIIWNIWIEIREININIII0wwwwnw

gmelin.sorlory..m~111~0.11~11111W111101.1411111101/11091WIMINImianmaamalliireMillnlniVIIIIIIRMIO

OTHER EXAMS: Date STRENGTHS/WEAHNESSES
1104111101.1111110.101.1111PAIM 1111.11=1.111.1MilrenftrINPW.PM.Inrwww.m.

MI~.111.1norInIsIrMIWIMME111101111111131.111111/MII
11011MOMMNI.S.11111W40110MIM111M111111.111~WWIMMTWIENIPININVEVINO

eN1111111111111~=141~0=1
MIWIN1111,10111110/110.1111.11

MEDICATIONS: AREAS OF CONCERN

1.4.M~IMINMIIMMINIMIIINHIWWWWWW1~111~171

ImINIMMIVEINNIMOIMM~NVINIMMINIIIIIMI1111111INIMMIMMINFI011111

ALLERGIES:

111.10

11011WIMPIWWilblft11101.1111111MVIIM Wu/. MD

~11.11010.1.1MNIIMMIN9111110/1111111~11.11.114.1 111111111141.0111/101MINII

REFERRALSuoilwillMoille.11.1.111nomnarliIMINIIND ... ocarloofteiwnwens me.011~MIIInolluilmnErImn.10
MI MO

NI110111~ IOW IlonNINVIIIIMINFIMMIIIMIMM111011~%101/11111111.IMMINI .rrwr1011 rrrMer1RINIM .rw.rr IIIIMMIMINIMII/ftrifte 11111WIWO
onow SOMA miners~1MIWILIFINMIIMPIIMM. ImPallaMearerIMWNIONI

aw110.11,MMINEN 111..101~11111101=101.0111~11ONIIMINIIIMMWIIIIIWIMIIIMIIINI ~111111INI10.00111w

ADAPIIVE DAILY LIVING

Feeding
.1moNeMmni1111nwominmanownimIsubrowsVINPIWINIMOINIIVael..0111.1~1.1.1Ilvalatlynommenon..~11.mlorlirsolim

.411~11~011MMINEMPOIIIIWIN1100 10r.e......01100011WIMMVM SO 1N/ liallmeniena...wm.101111~1101ow., Now ...nutDr esm n1/41
..11~sevaruniarmllimstelevonsnrylirreoratooloOmainwsolorm Immo. NO WO 1 melimarMelonnEnomrvorwroevaveciwamra.Wyo.,. orBathroom

..111000111~1WWWwwnimentaimelmmmirlIsmonmalmio~ loorarlaeanaMiodisnererext.nuno. ...low wnsfInUleuerbov....sSpeech/Language_

4111 Source: Smouse School
Des Moines, IA 503L2

VoreNall.111111111111100.11.1.1MINIINWIIIIMOINP*11011,410111111101SINVINIIIIININItIrN11040411011.M.1. 1110
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Date of Previous
Health History:

SAMPLE

SPECIAL ECUCATICN NURSES

Date:
rOMIMMIIIMI1110,1111.~Ononla Or OS 1110 lamemm.0 orwmo.noruoInterviewer:

Health Historrin7175FrTionanwromutewlI

Given by:

COMPREHENSIVE HEALTH HISTORY-SEMNDARY
--"'TMATITMTE

anINIIWM MIN

I. identification and Referral Information

Child's Name:
(last) (First) (Nane Used7

Namerws

Hobe Address: Home Telephone:
011111~11=1IMMOIMINOVVV1111111111.1111111

Sex Date of Birth:111N111
IMMEM~.~1PWIlomM.IINIsilMorionmNIIMIMINI

Father's Name:

Mother' s Name:

0.0111.11MVIIIIPINTIMM

11.11111111MERNWO1111.

Attendance Center (Present):

Attendance Centers in 3 years
interval since last health
history

Family Doctor:

Employment:

Business Telephone:
11111.111.0111.11

Employment:

Business Telephone:
WIPMEMNIMMOMIMMIMI110111.11111111

Islas IONniresMe 6.01WIN1111 WNW

6011.011OrIMINIIMMI11011.WIFIW1111711.1~104.1MINIM

awlmINNINIMVIMMOWIINMMIMIINImlorWSlinwMMorm . IMMVINIUNIMMEN

MIMIWINIIMPIIMMIAMIWOO

110110110111.1=1111111.11111,11111
Name

M. D. or W.

Address, City lrliTTo-d-er"-----'"
List any evaluations your child has had in the past 3 years 'laudingmedical, dental, and educational:

Address Cate of Evaluation

~10.011111.1011.1.10110111MIIOn011.10..10

.011~1.01warIM

oretIMOINNMIIIIlima.1111111NWIMINIO

meresftrummireseal lainsft 11.0

11~111.111111~011111.101110
IMMO 1111.11101014111.101.111.1111111.01.MIWAO

INIONIN41~=110110111Y1~1/0111111.1111.44.111101

124
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II. EamilIfilasisroug9..pd

Has the marital status changed for the parents in the last 3 years?
If yes, please state chances:

Name

.......11401mItelalnININIMMININIelinniliftlimill.1111111111111.10.MlioninnolaW.Insnmpwafts Iwo

Are there any new siblings? If yes, please ccmplete the following
i:ifccmation.

Sex IBirthdate
0,02 Grade Pr obl.ens or .Disabilities

1111119.1111/010.-11.1111011WP

umtanromoirrIonnwwwwwffirommtemmonon~wIrrowaremnovanionwswwwmnammwiumn......norwwansrennormilmanonowennrosmmwremeresiu........

vremrervinormaommerisiremnowwwwwwwommownommrmwrimmarain~l~ralerummmrrworiowarrumnomms........~ 1111

11nillIM
gmlon11111IMIEMOOMIWW1101111011~=11~11011PIMINIIMMIIMINInawlinIINMI711111.111,101011101f

Have any new health problems been diagnosed in any of your family
members over the past 3 years? If yes, please identify the problem
and the relationship to your child.

gag 111111Ien~11~MINI mm11..

lempoweranwionis
M11.1101.1111111.11111AMOIMIMIMINIIMINFONIIICWIN1110.1111=110.1111.111

.N.IMMIMMEMMINIVOIIMINIIINWIIIMIWIN.MroWI~MIMMIIIIIMMOVI~M....1.1114VMM111MOMINNWN.~111INNWINM110.1.1

Do you as parents have any functional health problems or physical
limitations?

Daily medications? Please explain:

11111.111mt
liMervilMinwIMEIIWIMMMEIWIlmlMFMIN~M.110M 11

Has anything happened recently that has affected the family
functioning?

Yes No Explain:1111111 100.110110111
liWaNnIonnnwil

Haw has your child reacted to this event:

mew

lorglimmonallimlemminumMirYINIMMOWINVII~IIIIPOIIIIIMOMnoll1..11~1101IMINMPIIIII111.11.1MMOIRIIIftnallntrw.mrIly woof

III. Pv1.122,41.14A2u

Is your child receiving speech/language services at school?
11101111.10.1

Individualized? Group?..n.n.nr.amogon.n~svreoreirisourowr.
11~111111101100.1wommell low wise

How often?
err__. rr_ rrww w rwrrwwit_ IY_errlosr_w+w......gswwrrwr__rwelItivemouslononwrian.............w.w.rammes....,

Is your child menstruating? Yes No Onset

If yes, describe her period:

125
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Having wet dreams? Yes No
1.110101101.111

What has your child's reaction been to this?
1.1.11.1111110.11..04 WM Will= ow...arm MY

Have you discussed sexual development with your child? Yes ___No

Has your child been sterilized? Yes No Do you have concernsabout this?

Does your child exhibit any unusual sexual curiosity or sexual
activity? Yes No Explain:WNW/ ON 1011110.11_ ImIMPIIIMMOMMINNIMIIMIanwooll IMO

Consideration for Marriage?
wraillimions1W107111IMIMOWNIMINIIII01111.1.11.1011~1~11.1MIUMMrni MIN, Oryi

Would your child understand about birth control? Yes No

Would you like your child's school program to cover material on
sexual-social skills: Yes No

If yes, do you have any specific areas you would like information
concerning?

111111~111111161.1111010OMMInamMmInsf

If applicable, has a guardianship been established for your child?
Yes No With wham?111.1 1.11111.1.11M

VallInIMPINNIWIMINPOIMI711rallylinin.WOOMM11Wint1.11111.0.1.1.1...1.111011.1711111111

IV. Medical Hist=

Has your child received any immunizations in the past 3 years? Ifyesr please identify?

latnitazation

.0MINOImmnInPIRI11~1~11111101,110MINIMIIIMPIWWNIA.

W110

~11WINIMIIMI

Date Where Given

~0111111117
.ONNIMUMN11~InaMOVEMMVINOINI1NOMOUNI

WAIMINIMPOIM.www1~1MArIIMI

.11/11MIMMOIMPIMPOI~101 MIIIIIII*1110~1111

watImarlrINPUn OM ....Mt VIMMIMINMI IMIIP IMMO NI MI

Has your child had a skin test for tuberculosis? Yes No

Was it: Positive Negative Don't KnowMinnINSIM sularsMIVino

Chest X-Ray? Yes No Date:

Does your child have any allergies?
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110

****************************************************4*********************

Please list any diseases or illnesses your child has had in the past 3
years

Illness Disease

ONIVIMINIMM

Treatment Date

-1110,111111/11~11111111nrInrINOWIII.

IIMINIIINOMMONOMMO11011~111111NIMNI

111111101111.1./

orimmeammeansmpommornorsommymnownroWw aelommisinowns.mrsommstaniralmrenrmswermnolomnomsramtwarermnoway newer ow sous rues somm

Has your child been hospitalized? Yes No If yes, please
explain. (Please include surgeries)
ijoskalization

place Reason Date LJ2E:012f Sal!

rmilMINMOMIN

Ii/MaWINVINPIlindes.1~11WIMMOINIM~IMMIWIWWWWW81,111WMIIIMW.........11.11OMIIIMOINIMMIIIMIIIIVAIMM/111011011111WIErlas um

11011111.1VMPIN.HINI
VOMIMINIIIMIIINWIMPINII11.11.11161101INOWIMPIRMIIIIII~IMM110111.11W11111/111~~111111/1~NoMNEVIMMOININnINIIIMPOIN

lonsIONNIOnne110111111111/1~11~11111WINIMMINIIIIIMMIIIMIMOIMMEM11..WMPIIWINVIORWIIIMMIMIIIMININOINIIistIlMioMIII~WeenDurlownneNg

111MIIIWIEMMIIMMMWOVII11111~1101
I.M111064.11110.m.IMMMOWIMPIMIMUIPIMPOINIOIIMINMENMOWNOWYMIMINIMMEMIIIN Mr11011=10

Has your child had any serious accidents?
ii. Yes

1.
No Date

011011=

Explain:
..e.11IMIIMIOW.~011~1~11~111111.111VIMUNSIVINIIIMIWIIIWIVMMIMMEIMVINMININUMINAINfillIOMIIMININ1 IMO

Is your child on medication now? Yes No. If yes, please answer11=
the following:

I 'When Given & How IGiven for What IPhysician
Name of Medication 1122.saaelAdministered IReason IPrescribing

101111IIIIINIMIIINI.11 AWN. tOMMITIE1110.1.1

111811.1411111111HIWIIIMMIn1111.11M11 .remrerwonsrawer =_M,

IIIM111.11~1IMIOMWOMMO.M1.111111.1MMMOVIOINIIWIMS1101111111.111MILIMrainIIOVOIVIWO1191.11011../ILI~Iwerg.sme.......I.

When was your child's last physical
examination?

When was your child's last dental
examination?

When was your child's last visual
medi cal examination?

When was your child's last hearing
medi cal examination?

by whan?

by whcm?saimmemnalnINVINO We WireIINIMIII~10 IMMO WI

by whan?1~1.1.11101.016A VOI0111.1..1.1M110.

MO %VW lisrUrlaVO4INWIA yr by wham?



Has your child any specific physical limitations? Yes No
Explain:

1.011wrim tat vonwermonoriMIVinarromm emmr~411 ur unansnamnommrennowimml...........~ enrWMIMMIWI.1.1 .111.1.11/0

Does he/she wear glasses? Yes No If yes, for what purpose?
edIMINIONIMImMIMOIM111 'MOW WOIMPINIIIMM7011.11VIIII11

When was the last glasses change?

Does he/she wear a hearing aid? Yes No If yes, for what
purpose? How often?

Does your child know how to care for his/her glasses?

Does your child know how to care for his/her hearing aid?

Know how to put it in place?
inare..1OM11111111111101111111INI~WINWIMP1114a11WINOIMINIINVIEMPINPINMIMPOIMINIIIMP

Does your child wear a brace or use special equipment (wheelchair,
crutches, etc.)

MOW= Yes No If yes, please explain:

ftgraw,.~~011%111.1MIMINW=IIMMIINIMMINMMONIMINOrIMIIIellINMMIIMMIIIIVIIIMEN11MIWONII1000MINMIIMIIIIdlarmmmy

V. Social and PeLsonaumiemitistou

What method of discipline do you find most effective with your child?

WIIIIIIIPIIMitEMPWININEW1111~Mr1WIMINWINIMIIIIINII117114~1WWNVINN

What is the child's most common reaction to discipline?

rries hitsMO,10 sulks withdraws010
sasses laughsVall~MOINI

repents gets angryWIMMIMIN

places blame elsewhere
responds favorably
variable
other

1I110 MOMS Vononis swim IIW.1.117W11110111111111

Does the child have his/her own room? Yes No

If he/she shares a room, do each of them have their own bed?
Yes No1111 woms11011111.1

Describe your child's sleeping pattern:

Describe regularity, amount, need for naps and usual schedule:

111n1/101110111,011WOONIVINNINVINVIMMIOWINIErMOMMOSIMWOMMISIMMIWNml101INIMP~101110. IMINDO

Has your child's general coordination and balance changed in the last
3 years? Yes Jo. If yes, please explain:

/111M111111~.~INNIMIIVINIMMNsrlOMINENNI

Are there any physical activities in which your child cannot safely
participate?

INFINnow tior

What does your child eat for breakfast?
Lunch? Dinner?iwillInostmlun10101011~11.1wrimmononoreellonwwwweale emir 1....Wwwwf einIMPINVOnWTh asimer.runnamomramm

Food that child strongly dislikes

Frequent snacks

INFIMIWIsrlallIN rrrrrrrr.wrrr

...ligmeaftwwntInisir..1101101111=1111011111.11111111111101011.1111111ormIl.11111.01.0Naf/ IMMO INIMNING01111.121101.1.1114.10
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Food cravings and preferences
sw,~WWW....n...0011101Mw.o.mlowlmoul OVIOWmiul Vnonmnlorlan4MOVIWIreeleN

Are there any special mealtime problems?

Can the child close his/her mouth? Chew? Swallow?011.11 vorInnOIN101 NaMelonwain

Does he/she choke easily?
. Does he/she eat solid food?

Semi Solid? Purearood only?.11111,1atliN.I..WMIONI
WarinINIM11081011111.11~1111116

Does he/she take vitamins? Yes No If yes, what kind?uommIMMIN WINIIMIP
WM/ 111.

101..emeimply.0.0
larimmilysilloMnarlIME/1MI~...11.1~1WWW11101AIIMONIMMIIII.OlINWImeminilliweMIlea.nrwierwellMOWIlnlemommo

Do you feel your child has a weigh',-. problem? (overweight or underweight)
Yes No Would you like information or counseling concerning

this weight problem? Yes No

How often does your child take a complete bath or shower?
Wash their hair? Brush their teeth?emoniwwWW1110111nIMMPEPIO INMIMIMIESINIO

What assistance is given?

Does your child use deoderant? Yes No Regularly?

Is your child independent in toileting or does he/she need assistance.
Please explain:

Does your child get along well with other family members?
VW ...MO

Yes No
Explain:

...INVIIYINVINOMIMMIMVIIM.OPIMMOIO.P.MOMIVNINIMMUISIVVION110110011wrIMMOWnwinTNI1wIMIMmelmm.g.

Does your child make friends easily? Yes No Does he have a
special friend or friends?

..........
Male

11111 NM Female Are they? Older
Younger Sane Age

How would you describe the nature of your child's play? Alone
Parallel

-,.......,-, Interactional Explain:.1M Im1.11110010

Does your child play with other children? Yes Nosw=111.1 essIIM.1111

Does he/she have the opportunity to play with other children? Yes
Noal11,

Would you like more opportunity for your child to participate in social
activities with other children of same age outside of school? Yes

No

What activities does your child enjoy?
foonwomiramiamIllealblimn~Wwnw.tlel0

What kind of experiences does your child engage in outside of school?

owielfiENININIIIII11INIonwlwrODISINIIINwsWilwInnlemillmnivINVWYWIMPMINftelartiatore.11101111101~0~1101M11010.11.11.

Has your child attended summer camp for special children? Yes No
Do you want information about summer camp for special children? Yes

No
.10.110100
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How does he/she spend their free time at home?

What responsibilities does he/she have at hune?

What are your child's favorite toys?

Is there space for outdoor play?

Can your child play outsi& unsupervised?

ourmswwwWwww.POOVInunimew arms Wran.~.11No

Wirdi.wWwrIlw wigwag sonurliwillind 1111NIFFINIIII111111

INIIMInnamm INIMMII.1111..11/11~ 1111110W1111111MININ.MINI Me 11111111~11.~

I. WINMIIm11~1Th 011M~IMMIWINIMFIIIMniewinalme
WINN INNEN

What activities does he/she engage in when outside?

Does your child ride a bicycle?
WWI= M.V110 MINIM/ OW OnlImr MIIIM111.011.11111111110.0MPANINMAN ONINot

As a family, how do you spend your time together
111111111111MIMI 0111111011M11.10 .1.111n1 NIP 411~1111.1

Do you receive any type of assistance? Yes No
which kind?

11~1WEIrInnoMellio

If yes,

VI. Behavior and Personality

Have you noticed any changes in behavior or personality in the child
in the past year? Yes No Explain

Describe any fears tLat the child exhibits

What is your child's attitude toward himself?

What are your child's strengths? (social, motional, intellectual,
personality, etc.)

11111101011111~1IMINIMINWIM=111wwWwwwwmeseseumemumnimm.~..no owe

What are your child's difficulties as you see them?

What are your expectations for your child? Educationally
VocationallyIni.wwIM=.11.mnlitswIN~IIIIIIMMIlrunWlimMOIII1111

111111 ON MB

111,0111171/011.0.111.1MONIEN.1111Mmumelm17111111111.1.11.1wrinoneromme

VII. Additional Information

Is there any additional information that would help our staff in
evaluation of the child?

MONIMINIMPI111.11101011=110.11..E1

.117.1111111111

OMEN." *111111110111

IIINIMPOIEMMISPENIMM11

MINIIINWPIIININIMMI./11111111.0011MMIWIIWWWIMMMIN~MIIMIPMIIMMVIMMIIMIrINVI2.~111.111

011.11111.~111W~
.011.1011111/111~.011111WMIIIIIIIIMIW.IPMEMII.O10111

011111.1.71,11.1 wwWWWIIIIMIDI~InnINIMIMMIMINIllareenaMmi IINwmfloolMlwIlli~1111011.00

111110
0111~lierlona fweemorevormenrilirlWillinormINIMIellnew

Source: Arrowhead AEA 5
Fort Dodge, IA 51501
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SPECIALIZ ED
PHYSICAL HEALTH CARE
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EMERGENCY SITUATIONS

With the implementation of P.L. 94-142, school districts recognizethat to enable some students to attend school, there must be access to
specialized physical health care services. In most cases, these services
are provided by the primary caretaker before or after school hours, but attimes it becomes necessary for the treatment to be provided during schoolhours. When this specialized care is provided in the school setting, it
is imperative that procedures be carefully written out and proper approval
and authorization from physican and legal guardians be signed and on
file. Documentation of the procedure must be maintained as a legal
document to verify implementation. In some cases, the Special Education
Nurse may delegate the task to another designated staff person. In this
case, proper training and periodic review through observation of
performance must be documented by the Special Education Nurse.

If the pupil requiring service is a resident of a care facility, it
is important to determine if the procedure must be performed by a
registered nurse in order to maintain funding. The legalities of
delegating responsibility for procedures must be considered at all times.

Other health care procedures may be needed to serve healo seeds of
special education students. Procedures for situations such as bee stings,
head injuries, epistaxis, factures, ostomy care. etc. are covered in the
primary care textbooks listed as references.

132

1 "t



ANAPHYLACTIC REACTION

I. Anaphylactic reaction is a generalized systemic reaction which may
result from the administration of foreign serums or drugs, the
digestion of foods, or the sting of an insect and can be fatal.

A. Preventive Measures

1. All staff should be aware of dangers of anaphylactic
reactions.

2. Identify peLsons with known allergies to medications, foods,
pollens, bee stings, etc.

3. Urge individuals to wear identification tags and make note
of allergies on health record and in classroom.

B. Symptoms (Sudden onset-- within minutes of getting the dose of an
offending agent)

1. Apprehension and flushing.
2. Sneezing and coughing, swollen tongue.
3. Itching or burning (generalized itching indicates a general

systemic reaction is developing), urticaria.
4, ReFidratory difficulty
5. Wheezing or shortness of breath.
6. Cyanosis or pallor, imperceptible pulse, loss of

consciousness.

II. PROCEDURES
111INVINUNINIMwwwwWwW111011611~111...

1. Determine that stu ent has
symptoms of an anaphylactic
reaction.

2. Give appropriate amount of
medication prescribed. Use
epinephrine* or medication
prescribed by private physician,

3. Establish vital functions,

insure adeqc:ate airway, employ
CPR if necessary.

4. Notify physican and parents.

5. Record procedure on log and
permanent health record.

KEY POINTS AND PREchENNs
When in doubt, treat the person for
an anaphylactic reaction.

Student should respond within 5 to
10 minutes.

Doses are given subcutaneously at 15
minute intervals for a total of
three doses, if necessary.

Call paramedics or transport student
to nearest hospital emergency room.

Send all information with the
student

*Physicians may recommend the use of Epipen which will simplify administration
of the drug.
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DYSREFLEXIA ALERT

Acute autonomic dysreflexia is a serious medical problem found in
students with spinal cord lesions at about the seventh thoracic level. Pstimulus initiates a reflex action of the sympathetic and parasympathetic
system causing hypertension that cannot be relieved by action of the
vasomotor center because of the level of the spinal cord lesion. Thisresponse, if not controlled, can precipitate a cerebral vascular
hemorrhage.

Have sources notify the pupil's physician, parents, and supervising
nurse immediately if the student shows signs of acute autonomic
dysreflexia.

I. GENERAL GUIDELINES

A. Symptcms

1. Sweating (diaphoresis) above the level of injury
2. Goose bumps
3. Flushing or blotching
4. Chills without fever
5. Pounding headache
6. Elevated blood pressure 20 mm Hg. above the student's normal

pressure. The "average" quadriplegic will have blood
pressure of 90/60 or lower in the sitting position.

7. Bradycardia (abnormal slowness of heartbeat)

B. Etiology (Causes)

1. Distended bladder or severely spastic bladder
2. Fecal mass in the rectum
3. Other stimuli to viscera (i.e., pressure on skin surface,

urological procedure or problem, and so forth)

C. Equipment for Providing Treatment

1. Nupercainal ointment
2. Gloves
3. Blood pressure cuff
4. Stethoscope

D. Personnel Recommendation

A pupil suffering fran acute autonomic dysreflexia creates a
serious medical emergency situation. All staff personnel shoulu
cooperate in performing appropriate activities, as directed by
the qualified persons handling the emergency.
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II. PROM:IURE

Place pupil in a sitting position and monitor the blood pressure
every 1 to 2 minutes.

A. If blood pressure is almost double what the pupil's normal
pressure is, keep physician informed.

B. If blood pressure is less than double, proceed as follows:

1. External catheter- -It pupil is on an external catheter, do
not use Crede's method.

a. Tap bladder lightly, pull pubic hair gently or tug on
external catheter, if present, for two minutes, providing
blood pressure does not continue to rise. NOTE: ky
stimulation (i.e., catheterizing, tugging on external
catheter, or instilling medications) will cause the blood
pressure to rise momentarily.

b. If no results occur, catheterize with indwelling catheter
and leave it in. Drain only 500 cc (see note below in
2f).

2. Indwelling catheter- -If the student has an indwelling
catheter, proceed as fcalcws:

a. Check to make certain plug or clamp has been removed.
b. Check to make sure leg bag is not overly full, which may

prevent proper drainage.
c. Check for kinks in catheter or drainage tubing.
d. Check inlet to leg bag to make sure it is not corroded.
e. Determine whether catheter is plugged by irrigating the

bladder slowly with no more than 30 cc of sterile water.
f. Change catheter and leave in. NOTE: Drain only 500 cc

of fluid and check Wood pressure; if pressure is skull
elevated, immediately drain another 500 cc of fluid.
Then wait 10 minutes between each subsequent drainage.

NOTE: If blood pressure declines after bladder is emptied,
the student will need to oe watched closely as bladder can go
into severe contractions causing hypertension to recur.

3. If you are sure the bladder is empty and the symptoms have
not subsided, inject nupercainal ointment into the rectum.
Wait 5 minutes before inserting finger to remove any feces
present.

4. For fecal mass, insert nupercainal ointment (or substitute
topical anesthetic) into the rectum. After symptoms have
subsided, gently remove fecal mass.
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REPLACEMENT OF TRACHEOSTOMY TUBE

I. GENERAL GUIDELINES

Policies and procedure for tracheostomy tube care must be written by
each AEA and/or LEA, including physician's order and approval of
implementation of service. The replacement of a tracheostomy tube
can be done at school by a school nurse with current training in
tracheostcay tube replacenent or by paramedics with similar
training. However, tracheostcmy tubes should not be changed in the
school setting except in an emergency. An example of such an
emergency would be if the tube became dislodged and created an
obstruction. If this occurs, the tube must be removed. If the
entire tracheostcmy tube comes out, it must be replaced immediately.

An extra tracheostomy tube with an obturator (appropriate size)
should be kept at school.

If a problem develops in reinserting the tube, transport student
immediately to physician or hospital emergency room.

II. CHANGING OF TRACHEOSTOMY TUBE

A. Purpose

1. To maintain an open airway

B. Equipment

1. Sterile tracheostomy tube (appropriate size)
2. Scissors
3. Will tape for tying
4. Suction machine, including collecting bottle and connecting

tube
5. Resuscitation bag, when ordered (such as Ambu bag)

Sterile disposable suction catheters
7. Nonwaxed clean paper cups
8. Supply of sterile normal saline
9. Sterile disposable syringes for introducing saline into

trachea

10. Disposable clean plastic or rubber gloves
11. Tissues

12. Plastic lined wastebasket (kept beside suction machine and
used for contaminated materials)

C. Recommended Procedure for Tracheostomy Tube Replacement
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permits you to do so.

2. As you carry cut this procedure,

reassure student that he or she
will be all right.

3. Position student with head tilted
back ds far as possible.

4. Assemble equipment.

5. Open tracheostomy tube package.

6. Put on gloves if student's status
permits.

7. Insert tracheostomy tube with
obturator. Be certain that the
tube and obturator have been
moistened in sterile normal
saline.

8. Holding tracheostomy tube in
right or left hand, pull out
obturator and insert cannula.

9. Unroll twill tape while student
or another person holds tube in
place until it is secured with
tapes.

10. Secure tracheostomy tube with
twill tape (not too tight).

11. Record procedure on log and
permanent record.

Calm and assured approach promotes
student cooperation and ease of tube
insertion.

Check one end of tape for slit. If
none is there, cut a slit with
scissors. Cut one tape longer than
the other so that knot will come at
side of neck.
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HYPOGLYCEMIC REACTION (INSULIN SHUCK)

A. Hypoglycemic reactions (insulin reactions) should be treated
according to current nursing and medical recommendations.

B. Periodic communication should be maintained between the school nurse
and parents of students with diabetes to determine current condition
and treatment regimen.

C. Students taking insulin may require care for hypoglycemic reactions
resulting from:

1. Not enough food or delayed meal
2. Too much exercise
3. Nervous tension
4. Illness
5. Too large a dose of insulin

D. Hypoglycemic reactions occur most frequently:

1. Just before meals
2. After strenuous exercises

E. Symptoms of hypoglycemic reactions may include:

1. Trembling of body
2. Sweating (cold, clammy, pale skin)
3. Extreme hunger
4. Headache
5. Personality change (e.g., irritable, crying, and so forth)
6. Inability to concentrate, sleepiness
7. Dizziness
8. Confusion
9. Poor coordinatie.q (The person may have slurred speech.)
10. Unconsciousness or convulsions (These conditions usually occur

when a person with the preceding symptoms has not been treated.)

F. Supplies

1. Available supply of sugar preferably carried by student. The
following sugars are equal in desired amount for treatment:
a. one tsp. sugar packets (3 tsps. needed)
b. any sugar cubes (5 to 7 cubes . 3 tsps.)
c. one-inch sugar cubes (3 cubes = 3 tsps.)
d. unsweetened orange juice, 6-ounce can
e. buccal jelly

2. Candy wafers (entire package of six) or one-third of a candy bar
are not preferred sources of sugar.
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G. Procedures

--------It-rP-0-I-N-Insn-15-&-RWIOM---
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reaction; extra sugar will cause no
halJfi.
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symptcms of hypoglycemic
reaction.

2. Give appropriate amount of avail-
able sugar (refer to supplies
list for correct amount) . Sugar
in packet or cube may be
dissolved in an appropriate
amount of water for conscious
student.

3. If pupil does not respond to
abcve, initiate additional
emergency procedures, which
follow:
a. Call paramedics or other

emergency units or transer to
trauma center.

b. If student becomes uncon-
scious. do the following:
=Trace student on side

with airway open.
(2) Insert buccal jelly in

side of mouth or under
the tongue.

4- Contact parent regarding severity
of reaction and follow -up by
physician.

5 Record procedure on permanent
record.

Student will usually recover within
15 to 30 minutes and can return to
class. Notify parents that reaction
occurred at school. If student is
not recovered after 3') minutes,
contact parents and recommend
medical care.

Do not try to give anything that
requires swallowing to an
unconscious or convulsive student.
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OTHER SPECIALIZED HEALTH CARE
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POSTURAL DRAINAGE AND PERCUSSION

A. Students needing postural drainage have pulmonary dysfunction, suchas cystic fibrosis, chronic bronchitis, asthma, other pulmonary
disorders, muscular dystrophy, cerebral palsy, and so forth.

B. Postural drainage may be performned two to four times daily,
depending upon student tolerance and physician's orders.

C. Additional postural drainage may be indicated when the student is
congested or is having respiratory distress.

D. Suctioning may accompany postural drainage when ordered by the
physician.

E. Equipment

1. Pillows
2. Tissues
3. Suction machine and accompanying supplies when ordered
4. Catheter
5. Water to clear catheter
6. Wastebasket (with plastic liner)

PROCECURES ---'''REY POINTS AND PRECAUTI(50"--:
1. Assemble equipment i n a p p r o p r i a t

location.

2. Use the following sequence for
percussing each lobe of the
lungs:
a. Place student in appropriate

position.

b. Percuss lobes for 3 minutes
over appropriate area.

c. Instruct student to cough
into tissue following each
percussion. Discard used
tissues into lined waste-
basket. Use vibration
(applying pressure to appro-
priate lobe dud.; - roughing.

3. Use up to ten positions for

percussing students weighing
40 pounds or more.

Ten positions are necessary for
percussing all lobes of the lungs.
Use cupped hands with moderate
ptessure to create hollow sound
during percussion. Avoid percussing
over kidneys.
Initial coughing attempts may not
produce sputum. As further posi-
tioning and percussion are provided,
coughing will become more produc-
tive. (Use of vibration may break
bones wi7nn students have abnormal
bone conditions or are receiving
medication, such as steroids.)

Refer to basic nursing text for
proper positions.
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PositraisW-tu nt on stomach with This one-cflarter turn of body is the
right side of torso and right arm correct position for percussing
elevated on pillow.

posterior segnent of right upper
lobe--over right upper scapular
area.

NOTE: In all positioning, additional
pillows may be necessary to obtain
desired elevation; it depends upon
student's weight.

Position 2

Position student on stomach with
left side of torso and left arm
elevated on pillow.

Position 3

Position student flat on back, with
pillows placed under head and knees.

Position 4

Position student on back. Turn hips
one-quarter to the right. Elevate
hips to 10 to 12 inches (2.5 to 3 cm)
with pillows. Used additional
pillows as needed to hold hips to
right.

Position 5
Position student on back. Turn hips
one-quarter turn to the left.
Elevate hips 10 to 12 inches (2.5 to
3 cm) with pillows. Use additional
pillows as needed to hold hips to the
left.

Position 6

Position student flat on stomach
with pillows under stomach and lower
legs/feet.

Position 2
This one-quarter turn with head and
shoulder elevation is the correct
position for percussing posterior
segnent of left upper lobe- -over
upper left scapular area. The left
bronchus is more vertical, thus
requiring a nearly 45 degree
elevation.

Position 2
This position is correct for
percussing anterior segments of
right and left upper lobes--between
clavicle and nipple areas.

Position 1
This position is correct for percus-
sing process of left lung--
from left armpit to nipple area.

Position 5
This position is correct for percus-
sing middle lobe of right lung --from
right armpit to nipple area-

Position 6
'Phis position is correct for
percussing apical segments of right
and left lower lobes---over lower
scapular areas.
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PROCEDURES

Position Eagiit on back, elevate
hips 16 to 18 inches (4 to 4.6 cm)
with pillows.

Position a
PositiarETTEnt on stomach.
Elevate hips 16 to 18 inches (4 to
4.6 cm) with pillows.

Position 9

Position student on right side.
Elevate hips to 16 to 18 inches (4
to 4.6 cm) with pillows.

4. The techniques for percussing
students under 40 pounds (18 kg)
and other students in a sitting
position are as follows:

A. Person who does the
percussing sits in chair with legs
outstretched at 45 degree angle and
with bottom of feet braced against
solid, upright object. Place pillow
in front of your knees. Place
student face down on your lap with
his or her chin resting on the
pillow.

B. Seated as before, hold
student face up on your lap, with his
or her head resting on pillow.

5. After per in all
positions, assist student with
breathing techniques.

A. Encourage diaphragmatic
breathing (breathing with diaphragm
instead of the chest). Repeat about
15 times.

KEY FOUNTS AND PRECAULONS

This poirEran is correct for
percussing anterior basal segment of
right and left lower lobes--over
lower chest area below nipples.

Position 8
This posiiran is correct for
percussing posterior basal segments
or right and left lower lobes--over
lower chest areas (avoid kidheys).

Position 9
This position is correct for
per lateral basal segment of
left lower lobe--over left side from
beneath armpit to end of rib Jage.

This position is correct for percus-
sing posterior basal segments of
lower lobes--over area from lower
scapulae to end of rib cage.
NOTE: Young children and infants
usually have no upper lobe involve-
ment requiring percussion. Per cuss
with light pressure.

This position is correct for percus-
sing anterior segments of lower
lobes--over area from below nipple
to end of rib cage.
NOTE: For babies, be sure head is
firmly supported in both positions
and percuss with light pressure.

Per assists the student in
raising sputum from the lung. This
is the optimal time to accomplish
maximum aeration of the lungs.

Check for correct breathing by
holding hand at upper abdomen and
feeling it rise and fall while chest
is still- Encourage diaphragmatic
breathing at all times.
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PROCEDURE
'13-7117e7E-Mirlai se arms "Fer
head while breathing in, and have
student lower armF, while breathing
out. Repeat abouc. 15 times.

C. Have student extend arms
outward while breathing in, and have
student put arms across chest while
breathing out. Repeat about 15
times.

D. Encourage student to use
prolonged expiration; i.e., pursed
lip breathing. Repeat several times.

E. Assist student in progressive
relaxation, using several techniques:

a. Imagery (Think of pleasant
thoughts such as the beach,
fresh air, and so forth.)

b. Autonenic phrasing (Feel
hams getting warm and heavy
to promote relaxation, and so
forth.)

c. Progressive muscular relaxa-
tion (Cont ct right arm.
relax right arm. repeat for
left arm, and so on.)

6. At the end of each day, close
liner from wastebasket and secure
tightly before disposal.

7. Record procedure on log or

permanent health card.

TTI I DTKETSEKETFRTEAIC

i
:

Maintain breathing e
performing this exercise. Encourage
this type of breathing in functional
activities, such as combing hair,
lifting, and so forth.

Maintain breathing pattern while
performing this exercise. Encourage
slow expiration.

This assists students in emptying
the lungs.

This procedure assists students to
minimize asthmatic attacks or other
respiratory distress symptoms.
Progressive relaxation is used along
with appropriate physician's
recommendations.
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INTERMITTENT CATHETERIZATION

A. Pupils with neurogenic bladder are able to maintain continence, avoidinfection, and remain socially acceptable in the classroom throughthe use of intermittent catheterization.

B. The frequency of the catheterization and of instillation of
antiseptics will be recommended by the physician.

C. Etjuipment and supplies should be kept in a separate container orcovered box and should include:

soap (Ivory is mild and nonirritating)
tap water

cotton balls (need not be sterile)
water soluable lubricant jelly (such as K -Y. NOTE: Vaseline is not

water soluable)
2 cup measure

catheter (size determined by physician)
syringe (for instillation of medicine as prescribed by the physician)
instillation solution and measuring cup

D. Procedures for catheterization

PROCEDURES
1. Wash hinds with 'map and water

2. Gather equipment needed.

3. Cleanse the genitalia.

4. Rinse with cotton ball and water.

5- Apply lubricant.
jelly.

KEY RUNTS AND paECAUTIONS.
Maintain breathing pattern while

Position equipment for eas: reach
utilizing tray or shoe box
suggested.

Position the child lying down, or,
for an older child, sitting. Wash
with the soapy cotton balls. Start
from the urethral opening and move
outward. Do this three times.
utilizing a clean cotton ball each
time.

Utilize the sane motion as
cleansing.

Apply a generous amount of lubricant
jelly into and around the urethral
opening or to the catheter.
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four to five inches from the tip.
Insert into the meatus until urine
flows. Then have child roll to side
and/or sit up to be sure the bladder
is empty.

7. Instillation of recommended by
physician).

8. Gently remove the catheter and
wash carefully.

With each catheterization, there are
some organisms which are introduced
via the urethra; the instillation
solution kills these organisms.
Measure instillation solution into
the syringe as a part of the
preparation. After the urine has
stopped flowing, insert the syringe
tightly into the catheter opening
and gently push the solution into
the bladder. Pinch catheter off and
gently remove, allowing the solution
to remain in the bladder.

Wash the catheter with soap and cool
water immediately after use.
Utilize the syringe to force the
soapy water and rinse water through
the catheter. Lay on a clean
surface to air dry. Once daily
place the catheters in a pan and
cover with water. Boil for 10
minutes.

NOTE: If silver nitrate solution is used, remember that this
material stains everything clothing, counter tops, etc.--so be sure
to provide protection by using pads under the child. We know of
nothing to remove the stains after they have occurred. You may
observe same black flecks like pepper in the child's qrine. This is
the result of the silver nitrate working and causes no harm.
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INSERTING NASCGASTRIC TUBE

I. General Guidelines

A. Purpose

The purpose of inserting a nasogastric tube is to administer
medications and feeding (gavage) directly into gastrointestinal tract.

B. Equipment

1. Nasogastric tube--usually Levin's tube (rubber or plastic, 12 to
18 feet (3.65 to 5.48 m)--that is disposable. (Plastic tubes are
less irritating than rubber.)

2. Water-soluble lubricant
3. Clamp for tubing
4. Tel and emesis basin
5. Glass of water

II. Procedure

A. Explain procedure to pupil and tell him or her how mouth breathing and
swallowing can help in passing the tube.

B. Have pupil in a sitting or high Fowler's position, with neck slightly
flexed; place a towel across his or her chest.

C. Determine with the pupil what sign he or she might use. such as
raising index finger, to indicate "wait a few moments" because of
gagging or discomfort.

D. Insert tube through nose only. With rubber tubing, plat in ice water
to make tubing firm. With plastic tubing, dip in warm water to
soften.

E. Mark distance tube is to be passed by measuring.

INSTRUCTIONS: Measure the distance on the tube (1) from the patient's ear lobe
to bridge of nose; and (2) from the bridge of the nose to the bottom of the
ziphoid process. Total these two measurements and mark this total distance on
the tube with a piece of adhesive tape. Refer to basic nursing text for
further details.

pro_ cedUre Key,_ and Precautions

1. Lubricate about 6 to 8 inches (15
to 20 cm) of tube with

water-soluble jelly.

Lubrication reduces friction between
mucous membrane and tube.
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2. Lift head before inserting tube
into nostril and pass it gently
into the posterior nasopharynx
aiming downward and backward.

3 When tube reaches the pharynx, the
pupil may gag; allot/ him or her to
rest for a few manents.

4. Have pupil hold head in normal
position, and offer him or her
several sips of water sucked
through a straw. Advance tube as
pupil swallows.

5. Continue to advance tube gently
each time pupil swallows.

6 If obstruction appears to prevent
tube from passing, do not use
force. Rotating tube gently may
help. If unsuccessful, remove
tube and try other nostril.

7. If there are signs of distress,
such as gasping, coughing, or

cyanosis, immediately remove tube.

8. To check whether the tube is in
the stomach:
a. Aspirate contents of stomach

with a 20 ml syringe.
b. Place end of tube in a glass

of water.
c. Place a stethoscope over

epigastrium, inject 5 ml of
air into tube and listen for
the sound of air entering the
stomach as the air is injected
into the tube.

d. Adjust tubing after these
tests to determine proper
position in the stomach.

9. Follow-U- Phase

a. Anchor tube with

hypoallergenic tape.
(1) Prevent pupil's vision

from being disturbed.
(2) Prevent tubing from

rubbing against nasal
mucosa or causing pressure
on nares.

10. Record procedure on daily log.

Passage of tube is facilitated by
following the natural contours of the
body.

Gag reflex is triggered by the presence
of the tube.

Normal head position makes swallowing
easier.

Swallowing facilitates passage of
tubing.

Paroxysms of coughing would indicate
that the tube is in the trachea-

Aspirated stomach contents would
indicate that the tube is in the
stomach.

Air bubbles will indicate the tube is
in bronchus rather than stomach.



TUBE FEEDING: TUBE-SYRINGE [ METHODNASCGASTRIC/GASTRCSTOMY

A- Pur pose

To provide adequate fluids, nutrition, and/or medication for anindiviAlal who is unable to swallow safely.
B. Eljuipnent

1. 50 cc syringe with catheter tip
2. Container with prescribed formula at roam temperature3. Container with water
4. Prescribed medications
5. Stethoscope
6. Will tape
7. Catheter plug or clamp

PROCEDURES KEY POINTS AND PRECAUTIONS
A. Preparation of Pupil

1. Explain procedure to pupil.
2- Position in order of

preference.:
a. Right side

b. Left side

c. Supine

3. Elevate student to a 30 to 45
degree angle for all posi-
tions unless contraindicated.

B. Preparation

Collect equipment and bring to
student.

C. Method

Test for tube placement (naso-
gastric tube).

1. Wash hands.

Placement on right facilitates
emptying of stanach contents into
small bowel.
Placement on left side creates a
pooling of the stanach contents in
the stanach.
Stanach empties by peristalsis
rather than gravity. Greater danger
of regurgitation. If nacogastric
tube is displaced, there is less
possibility of food entering the
trachea.
The elevation helps prevent
vaulting.

Good organization saves time and
energy.
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a. Aspirate through the tube
to obtain stomach
contents.

OR

b. Place stethoscope below
xiphoid process of
sternum and listen while
introducing 10 to 15 cc
of air with syringe (not
applicable for gastro-
starry tube).

OR

c. Place tip of feeding tube
in cup of water and
observe for bubbles (not
applicable for gastro-
storry tube).

D. Achinistration of Feeding

1. Check formula expiration
date.

2. Attach syringe barrel to
feeding tube, keeping tube
danced. Pour fluid in
syringe.

3. Hold syringe 3 to 6 inches
(7.6 to 15.2 cm) above
stomach level. Unclemp tube.

4. C,-)ntinue to add feeding, and
solution in syringe at

all times until feeding is
ampleted.

5. Allow fluid to flow slowly
into tube until feeding is
completed.

6. Rinse tube with at least 20
to 50 cc of water-

since last feeding, stomach may be
empty; therefore, use another method
of checking for placement of tube.
if more than 100 cc are aspirated,
hold tube feeding and turn student
to right side to facilitate emptyingof contents into mall bowel.
A bubbling or swooshing sound is
heard when tube is in the stomach;
if no sound is heard, tube may be in
lungs; call nurse supervisor
immediately. Do not give feeding.

Bubbles cri expiration indicate tube
may be lung. Do not give feeding.
Call nurse supervisor immediately.
He or she will evaluate the student
and will clamp and remove the
nasogastric tube if indicated.

Collection of air in the tube will
be kept to a minimum in this manner.

This helps regulate the rate of floor
of solution.

This prevents air from entering
stomach during feeding. Pinch tube
off should student vomit or regurgi-
tate during feeding. If tube should
slip out partially during feeding,
STOP FEEDING IMMEDIATELY and check
for tube placement before proceeding
with feeding. If yoti are unsure of
tube placement, clamp tube and
di sconti nuef eeding. Call nursing
supervisor.
This prevents regurgitation,
vaulting, and/or diarrhea.

By cleaning tubing, you prevent
dried particles from obstructing
(tube.
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PROCEDURES MY POINTS AND PRECAUTIONS-64=-67a15; sat"TrOr zarE3'713.77EZVJEF-EITErcirgeriTTREFEZ-remai n within tube, and plug duced into stomach at next feeding.nasogastric tube.

E. Care of Student

1. Post-feeding care
a. Allow student to remain

elevated for 20 minutes
after feeding.

b. Student may be positioned
on right side for 20-30
minutes after feeding.

2. Observe for student reaction,
such as restlessness, color
change, or distended adbcmen.

2. Daily care
a. Nasogastric tube

(1) Give oral hygiene
daily.

(2) Clean and lubricate
nostrils as needed.

(3) Check skin along
twill tape daily.

b. Gastrostomy tube
(1) Give oral hygeine

daily.
(2) Cleanse area around

gastrostomy tube
daily.

(3) Apply dry sterile
dressing, if
indicated.

F. Care of Figuivnent

1. Plug nasogastric or gastro-
stomy tube.

2. Wash and rinse all eguipment
after each feeding.

G. Documentation

1. Record procedure.
2- Note pupil reaction.

This helps prevent vomiting and/or
aspiration should student
regurgitate.
This positioning facilitates
emptying of stomach contents into
mall bowel.

Report to nursing and/or medical
supervisory personnel and take
appropriate action.

Oral hygiene is necessary to prevent
accumulation of secretions.
This prevents irritation of nasal
=COW-.
This orevents pressure areas-
especially over the ear.

Oral hygeine is necessary to prevent
accumulation of secretion.
To prevent skin irritation and
excoriation from gastric juices.

The dressing absorbs any discharge
of gastric juices and prevents any
skin breakdown.

Use of cl amps on resogastri c tube or
gastrostcmy tube may cause pressure
areas should student lie on them-
To prevent accumulation of formula
and growth of bacteria, clean the
equipment.



TRACHEC6TOMY: CARE AND CLEANING OF TUBE AND STOMA
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SPECIAL NOTE

All pupils needing tnacheostcay care have the
potential of presenting a life-threatening respiratory
emergency. Therefore, a qualified, trained staff
person should be on site at all times to perform and
direct emergency procedures of this type.

larmelorrnoreonerenorworwamon~wwwwmonmaniwwWWmommorreramissiewamnImaltroure.

A. Purposes

1. To maintain airway by keeping inner cannola open and free of
secretion and exudate

2. To prevent infection
3. To prevent irritation of tissue around tracheostany tube
4. To maintain airway when there is:

a. Labored or interrupted breathing
b. Excessive discharges or mucous plugs
c. Restlessness and/or apprehension
d. Dry. crusty secretions around tracheostomy tube

B. Squipment

1. Small disposable tray
2. Paper cups
3. Cotton-tipped applicators
4. Hydrogen peroxide solution, full strength
5. Pipe cleaners and/or plastic drinking straws
6. Gloves (clean, vinyl disposable)
7. Will tape, tracheal tic:
8. Antimicrobial ointments, if °Cf::Ted by physician
9. Sterilized tracheostcay dressing, if indicated
10. Adhesive tape, if needed, to secure dressing
11. Paper bag fcc disposal of wastes
12. Paper towels
13. Suctioning supplies and equipment
14. Clean scissors if tracheal ties are to be changed
15. Dental floss for attaching tracheal plug
16. Sterile saline or water

-----=-77.---70c1ENT-
T: Preparation of Pupil

KEY POINTS AND PRECAUTIONS

to pupil lIf pupil is spastic, restless.
can assist.lag'Aated, or confused, he or she may

Ineed to be restrained during
1procedure.

1. Explain procedure
and how he or she
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determine breathing tolerance
when he or she is off
respiratory eg ui pment .

Key Points ana-1377Egutimil:
l'IngEME177177n400-37ing
cleaning, the following may be done:
a. plug tracheostomy opening and

student ventilates by glosso-
pharyngeal breathing (GPB).

b. Attach Elder Demand Valve or
Ambu bag, to fit outer cannula.

c. TW 0 per LJns may be needed to
complete procedure.

Elevating head provides drainage of
cleansing solution on the chest
rather than into tracheal opening.

3. Position student with

tracheostomy area exposed.

B. Preparation of Equipment

1. Assemble supplies and take to
student.

C. Method

1. Wash hands.
2. Set out three paper cups.
3. Fill one cup with hydrogen

peroxide and one with sterile
saline.

4. Place two to four cotton-
tipped applicators in third
cup.

5. Put on gloves.
6. Remove soiled gauze dressing,

if used.
7. Discard dressing in paper

bag.
8. Using applicator moistened

with hydrogen peroxide,
cleanse stoma at least 1 inch
(2.54 an) beyond outer
cannula.

9. Discard used applicators
into paper bag.

10. Using dry applicator, wipe
cleansed area. drying
thoroughly.

11. Unlock and remove inner
cannula, holding outer
cannula in place.

12. Place inner cannula in paper
cup filled with hydrogen
per

Normal saline may be used instead of
hydrogen peroxide, if indicated.

Removing soiled dressing reduces
contaminates at area to be cleaned.

Do not wipe over area more than once
wit, the same applicator. Cleanse
area next to tube first and proceed
outward, using circular motion.

Rinsing off hydrogen peroxide is not
necessary.

If smaller size inner cannula is
difficult to remove, use disposable
forceps.

Be sure cup is filled to completely
lover inner cannula.
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KEY POINTS kJD PRECAUTIONS

14.

15.

16.

17.

18.

19.

20.

21.

22

23.

24.

PROPTartURM
MariEgrannula in
peroxide (1 to 5 minutes).
us: Sequence of above steps
may be altered if inner
cannula requires longer time
to soak to remove tenacious
mucus. Begin with step 11
and continue through 14 and
follow with cleaning stomal
area (steps 7-11).
Take out paper towel from
dispenser and lay on flat
surface.

Set paper cup and pipe
cleaners on paper towel.
Cleanse inner cannula with
pipe cleaners and/or plastic
drinking straw.
Pour sterile saline or water
into cup and allow inner

cannula to soak a brief time.
Remove cannula from cup and
pour sterile saline or water
over it until it is
thoroughly clean.
Shake out excess moisture;
put in clean paper cup.
Pour out any peroxide and
saline and discard paper cup
and pipe cleaners.

Take off gloves and discard.
Pick up paper cup with cannu-
la and return to student.
Suction outer cannula and
airway according to appro-
priate suctioning procedure,
if necessary.

Replace inner cannula and
secure in place.

25 Determine that student is
ventilating adequately.
Attach respirator prior to
cleaning.

26. Change weekly the twill tapes
that secure tracheostomy tube
and change at other times if
necessary.

27. Apply antimicrobial ointments
as ordered by physician.

Remove mucus bubbling action.

Using two pipe cleaners or doubling
end of pipe cleaner provides more
effective cleansing than using one.

Replace inner cannula as soon as
possible after cleaning to prevent
mucus plugs from forming in outer
cannula.

Indiscriminate use of ointments may
increase bacterial growth.
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needed to help hold tracheal dressings must be changed frequentlytube in position or to and the area must be kept dry.
decrease air leak.

D. Care of Pupil

1. Check that pupil is being
adequately ventilated
(ongoing procedure).

2. Check that tracheostcay tube
is positioned properly.

E. Care of Equipment

1. Dispose of all supplies after
use.

2. Wash hands.

F. Documentation

1. Record procedure on log.

Student on ventilator should not be
left alone or with untrained aide.



IRACHEGSTOMY: CARING FOR PUPIL WITH A CUFFED TUBE

A. Purpose

The purpose of following these guidelines is to provide a snug fit
necessary for controlled or assisted ventilation through the use of acuffed tube, which is an inflatable attachment on a tracheostomy
tube. This prevents leakage of air and secretions outside the tube
as well as preventing the aspiration of secretions.

B. Equipment

1. Suction apparatus
2. Manual breathing bag
3. Appropriate sterile catheters
4. Sterile gloves
5. Sterile solution
6. 10 cc syringe
7. Stethoscope
8. Tube clamps

C. Special Considerations

1. Speaking may be possible for the student with a cuffed
tracheostomy tube in place but not when the cuff is fully
inflated.

2. Keep neck extended; when the student is in a sitting position,
place pillows to maintain neck extension.

3. Hyperventilate student just before, during, and after the cuff is
deflated and inflated to prevent hypoxia.

4. Recognize the importance of frequent and adequate mouth care

D. Personnel Recommendation

The procedure for caring for a pupil with a cuffed tube should be
done only by the qualified school nurse or someone with specific
training for this procedure.

PROCMEURES KEY POINTS iIND PRECAUTIUNS.
A. Deflating a Cuff

1. Suction pharynxoral and
nasal.

2. Deflate cuff slowly
3. Suction through the

tracheostomy.

This removes secretions which could
be lspirated during the process of
deflation.

Removes secretions which may have
been present above inflated cuff and
around exterior of tube and new have
seeped downward. The coughing
reflex may be stimulated during
deflation, which helps to mobilize
!secretions.
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while cuff is deflated. pulse, color. and so forth. If any
a. If the patient does not signs of distress appear. place

require assisted ventila- student back on mechanical
tion, provide humidified ventilator.
warm air.

5. If the student requires If student is apneic, cuff should
assisted ventilation: not be deflated more than 30 or 45
Provide a manually inflating seconds.
breathing bag or respirator
if student has been on a
mechanical ventilator.

B. Inflating a Cuff

1. Stipulations:
a. Inflating a cuff should

be done SLOILY when
student requires mechani-
cal ventilation or is
being fed.

(1) Semi-Fowler 's posi-
tion is most
comfortable if
permissible and for a
half hour after
feeding.

(2) Place student on
right side.

b. Inflate cuff during
inspieation (positive
pressure chase).

2. Method A
a. Inject air (approximately

2 to 6 ml) into cuff

until a complete seal is
achieved. By listening
with a stethoscope
placed just below chin
(sutmental), one may
determine that no leak
exists if no air exchange
sounds are heard.

b. (amp tune leading to
cuff.

3. Method B (minimal leak
inflation)
a. Inject air until full

seal is acquired; with-
draw 0.5 ml of air and
clamp tube.

Gravity assists moving food into the
stomach.

To prevent regurgitation of feeding.

If seal is inadequate. the pressure-
cycled respirator will turn off. If
seal is adequate- air will not
escape around tube or from nose or
mouth. In the conscious student, a
leak-free system is present when he
or she is aphonic.

A partial leak is purposely created
s. that respirator can be set to
compensate for it.
If at subsequent times, more air is
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indicate tracheal dilation or
perhaps serious difficulty,
erosion of a large blood vessel or
tracheoesophageal diverticulum or
fistula.

C. Suctioning done with Sterile
Equipment

1. Tracheobronchial secretions
are suctioned as frequently
as necessary--5 or 10 seconds
at a time and not of

than once every 3 minutes.
2. For infcrmation on the

sterile technique for tra-
cheostomy suctioning, consult
a reliable nursing textbook
or resource person.

D. Maintaining Humidified Warm
Inspired Air

1. Provide continuous floc of
mist.

E. Recording Procedure

1. Record procedure on daily
log.

This is a nursing judgment based on
recognition of signs suggesting
accumulation of secretions.
This minimizes possibility of
infection.

This prevents drying of secretions
and irritation of mucous membrane.
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TRACHEOSTOMY: EMERGENCY CLEANING OF INNER CANNULA

I. GENERAL GUIDELINES

This procedure is to be used only when a mucus plug is present and
there is not enough time to follow the procedure, "Tracheostcmy:
Care and Cleaning Tube and Stoma," which was described earlier.

A. Purpose

1. To maintain airway by keeping inner cannula open
2. To clear airway when there is a mucus plug present
3. To relieve labored or interrupted breathing
4. To investigate signs of restlessness and/or apprehension

B. Equipment

1. Paper cups
2. Cotton tip applicators
3. Hydrogen peroxide
4. Pipe cleaners and/or plastic drinking straw
5. Gloves (clean, vinyl and disposable)
6. Paper bag
7. Suction supplies and equipment

C. Personnel Recommendation

The procedure for the emergency cleaning of the inner cannula
should be done by the qualified school nurse or staff person with
specific training in the procedure.

PROLMCURES
A. Preparation of Pupil

1. Explain procedure to pupil
and how he or she can assist.

2. If pupil is on a respirator,

determine breathing tolerance
when he or she is off

respiratory equipment.

3. Position pupil with

tracheostow area exposed.

KEY POINTS AND PRECAUff50-::

If ventilation is needed during
cleaning, the following may be done:
1. Plug tracheostany opening and

pupil ventilates by glosso-
pharyngeal breathing (GPB) .

2. Attach Elder Demand Valve or
Ambu bag to fit outer cannula.

3. Place the correct size adapter
into outer cannula and secure
with spring or rubber band.

4 Two persons may be needed to
canplete procedure.
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1. Check that pupil is being
adequately ventilated.

C. Preparation of Equipment

1. Assemble supplies on a small
disposable tray and take to
pupil.

D. Method

1. Wash hands.
". Set out three paper cups.
3. Fill one cup with peroxide

and one with sterile saline.
4. Put on gloves.
5. Unlock and remove inner

cannula.

6. Place inner cannula in cup
with peroxide to soak.

7. Cleanse inner cannula. using
pipe cleaners and/or plastic
drinking straw.

8. Place irner cannula in cup
with sterile saline cc water.

9. Remove cannula and pour
saline over it until clean.

10. Shake out excess moisture and
place cannula in clean cup.

11. Suction outer airway if
necessary.

12. Replace inner cannula and
secure in place.

13. Attach respirator if removed
prior to cleaning.

14. Dispose of all used supplies.
15. Wash hands.
16. Record procedure on log.

Be sure to suction thoroughly;
auscultate to determine adequate
aeration in all lobes of the lungs.
Postural drainage and percussion may
be needed to dislodge mucus plugs.

If nailer size inner cannula is
difficult to remove, use disposable
forceps.

Be sure cannula is completely
covered with solution.
Using two or more pipe cleaners
provides more effective cleansing
than one.
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INSTRUCTIONS FOR REDUCING RECTAL PROLAPSE

Where possible, rectal prolapse should be reduced as soon as
possible. The staff member reducing the prolapse should use gloves andK-Y jelly. This is a two handed job carried out with the pupil side Bing
and curled up. An alternative position would be to have the pupil 1:.,eel
across a stool or chair. Three or four fingers are held over the
prolapsed rectum at the apex of the prolapse. With the fingers of the
other hand guiding the mucosa into the anal orifice, the prolapse is
reduced with a steady gentle pressure. Once the prolapse has returned to
a point within the anal orifice, the index finger is then inserted and
swept around the rectal vault to insure that the prolapse is completely
reduced and the rectal wall is not folded upon itself. If the pupil
continues to strain and try to have a bowel movement, then the finger is
retained in the rectum for a minute or two until the pupil no longer feels
an urge to pass stool. This usually only takes a minute or two. If the
straining persists after three or four minutes with the finger in place,
then the finger can be withdrawn and the buttocks held together with a two
hands and then strapped together. This strapping would need to be
performed tightly enough to ensure that the rectum does not prolapse
around the strapping.

161

1
.1



Physician's Authorization for Having Specialized Physical Health Care
Service Procedures Administered

I. Name of pupil Birth date

2. Address

3. Physical condition for which the standardized procedure is to be periormcd:

4. Name of standardized procedure

5. Check one:
I reviewed and approved the attached standardized procedure as written.
I reviewed and approved the attached standardized procedure with the attached modifications.
I do not approve of the school's standardized procedure and, therefore, have attached my alternate
written recommendations.

6. Precautions, possible untoward reactions, and interventions

7. Time schedule and/or indication for the procedure

8. The procedure is to be continued as above until
(Date)

Physician's signature. Date

Address Telephone

To Whom It May Concern:

19_

(Date)

I hereby give my permission for exchange of confidential information contained in the record of my child.

between

(Name) (Birth date)

any

(S,gnature of parent/guardian)
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Daily Log of Treatment Administered SA IRE

Name Birth date School

Procedure From 1Q To

Physician Phone

19

Date, / /

Init,

Date I /

Init.
Date /

Init.
Time Comment Timc Comment

,,",_

Time Comment
T

i

1
1

Date 1 1

Init.
Date I

Init.
Date / /

Init.
Time Comment Time Comment Time Comment

Date / /

Ir.it.

Date

Init.
Da te

Ht.
Time Comment Time Co",ent Time Comment

1---

1

Date / !

Init.

Da te / I

Init.

Date y

Ir.!:.
Time Comment Time Conent Time Comment

I
1

i 1

!

Date_f___/___

Time Comment Init.

Date 1 1

Init.
Datej_i_
Time Comment InitTime Comment

1 I

Signatures Title Date

Directions:

Use one sheet per procedure and attach the standardized procedure to each sheet.
Person administering specialized physical health care shall in space daily and include identifying signature at bottom of page only

one time,
If student is absent or if for any reason procedure is not done, indicate in "comment'. column.
Thi. form shall be included tai student's cumulative health record.
Additional comments should be entered on the back of the sheet.
Person supervising the procedure is to sign on days he or she is present in "signature" spaces at bottom.
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MEDICATION IN SCHOOL

Administering legally prescribed drugs or over-the-counter
medications within the school setting has become a primary concern for
educators because of the increase in the number of pupils requiring
medications during school hours.

The Iowa Department of Education Rules of Special Education regardingthe administration of medications are very specific for handicapped
students. The rules spell out requirements for physician's orders, parentwritten permission. container and labeling of the medication, storage, anddocumentation of administration. [670 -12.23(281)]

A copy of the complete rules will be found in the following pages.In addition, Chapter 204 of the Oode of Iowa designates to the Iowa Boardof Pharmacy the responsibility of determining who can legally administer
medications. In response to this, the Board of Pharmacy developed a
course of instruction to teach nonlicensed school personnel the standards,
procedures, and regulations for administration of nonparenteral
medications. The course may be taught by the SEN and is required forteachers or other staff persons who will be responsible for giving
medications at school.

Each AEA and/or LEA should also be responsible for developing rulesand policy statements for the r.ransportation of medications to and fromschool and for the use of emergency medications such as injectibles andrectal suppositories (especially Valium).

For resource information specific to rectal Valium Special Education
Nurses are urged to contact Gillette Children's Hospital, St. Paul,
Minnesota. Further information regarding the administration of
medications in the school is available through the American Academy ofPediatrics, PO Box 1034. Evanston, Illinois, 60204.

Any time a pupil is on medication the teacher and support staff
should be aware of the medication, the expected response, and the possible
side effects so that positive or adverse effects may be communicated to
the Special Education Nurse who serves as a liaison between the pupil andthe physician.

Samples of forms used for pivsician and parent permission and
documentation of administration ark' included in this section.
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MEDICATION ADMINISTRATION

670--12.23(281) Medications. Each agency shall establish writtenpolicies concerning the administration of prescribed medication by schoolpersonnel during school hours. Medications shall not be administeredunless the requirements are met:

12.23(1) Directed by physician. A statement of the physician's
directions specifying frequency. amount, and method of administration
signed by the prescribing physician must be filed at the school.

12.23(2) Reactions and side effects. A physician's description ofanticipated reactions to and possible side effects of the medicine must befiled at the school.

12-23(3) Proper labeling. The medicine shall be maintained in the
or,;(1inal prescription container which shall be labeled with:a. 'vane of pupil.

b. Name of medicine.
c. Directions for use.
d. Name of physician.
e. Name and address of pharmacy.
f. Date of prescription.

12.23(4) Parent's written consent. A parental signature on a statement
requesting and authorizing school personnel to administer the medicine inaccord with the prescription shall be filed at the school.

12.23(5) Administering medication. The person responsible for
administering the medication shall have ready access to and review of theinformation regarding the medication filed at the school.

12.23(6) Record of administration. Each time medicine is administered
a record shall be maintained to include the pupil's name, date, time, andsignature of the person administering the medication.

12.23(7) Security. Each school or facility shall designate in writingthe specific locked and limited access space within each building to storepupil medication.
a. In each building in which a full-time registered nurse is assigned,

access to medication locked in a designated space shall be under theauthority of the nurse.
b. In each building in which a less than full-time registered nurse isassigned, access to the medication shall be under the auth.m.ty of the

princi pal.

Source: Rules o.f Special Education (1985). State of Iowa, Department ofEducation.

1.
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ADMINISTRATION OF

OVER-SHE-COUNTER MEDICATION*

On July 12. 1985. the Iowa State Board of Nursing issued a
Declaratory Ruling in response to a request by Carol Hinton, R.N., school
nurse from West Des Moines School District.

A Declaratory Ruling is a form,,, legal, and binding decision to a
specific circumstance or question. However, it also establishes a
precedent in subsequent and similar cases.

The Declaratory Ruling stated:

The Iowa Board of Nursing has determined that the Code of
Iowa and the Iowa Administrative Code do not forbid
administration of over-the-counter medications by a registered
nurse.

The registered nurse, using education and experience, may
determine that the use of aver-the-counter medication, ordered by
a parent, is the appropriate care for some children. Thus, the
registered nurse may follow a parent's direction to give such a
medication.

However, the registered nurse may also determine that an
aver-the-counter medication, ordered by a parent. could be
detrimental to the child. In this case the registered nurse may
refuse to administer the medication and state the reasons, in
writing, to the parent.

*Applicable to Registered Nurses only.
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ADMINISTRATION OF RECTAL VALIUM

Administration of rectal valium for status epilepticus has became an
accepted treatment, and the question of administration in the school
setting meds to be addressed.

It is recommended that policies for giving rectal valian in the
school setting be established by each school district with consideration
of the following areas:

1- Evaluating appropriateness of administering medication in school
versus hospital.

2. Developing procedures with cooperation of the parent/caretaker.
physician, hospital/trauma center, and school personnel.

3- Validation that test dose has been administered to the child to
determine sensitivity to the drug.

4. Consideration of details, such as transportation to trauma center,
notification of parent/guardian, medical orders in place, monitoringof vital signs, Emergency equipment available in case of anaphylactic
reaction, or lack of response to medication.

1 u3
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DIRECTIONS FOR GIVING RECTAL VALIUM

ui

1. A syringe of appropriate size for age and size of child and dosage
amount (i.e., tuberculin for 1 cc or less, 3 cc under age 3 years,
5-6 cc maximum size). Syringe should have taper tip end (Luer lock
ends are difficult to insert and may cause injury).

2. Needle, size appropriate for syringe and drawing medication from vialin ampule.
3. Valium anpules (10 mg or 2 cc vial). Dosage may reguire multipleampules.
4. Lubricant such as lubrifax, KY jelly-.
5. Tape, optional (may be needed to tape buttocks for retention of

medication).

Procedure

1. Put the syringe and needle together.
2. Shake all of the Valium into the bottczn of the container.
3. Break off the top of the Valium container.
4- Draw up all of the Valium in the syringe. Holding the syringe

upright with the needlt. on top, push out any excess Valium until you
have correct dosage in the syringe. TAKE THE NEEDLE OFF THE SYRINGE.5. Lubricate the syringe.

6. Gently slide the syringe into the rectum about 2 inches. You will
nctice some resistance as the syringe slides past two rectal muscles.7. Give the valium- Hold the buttocks together and remove the syringe.
Contir ie holding the buttocks together tightly for the next 10 to 15
minutes. Sometimes you can use adhesive tape across the buttocks to
hold than together.

8. After giving the medicine, stay with the person to continue seizure
observation and provide first aid. Watch for any slowing in
breathing rate and note effect of medication on seizure activity.

FROM: Gillette Children's Hospital
200 East University Avenue
612/291-2840

References

Refer to Resources



SAMPLE

MEDICATICN POLICY

A. An Area Education Agency authorization form signed by the parent or
legal guardian must be on file for each medication to be given duringschool hours.

B. Only medications prescribed by a physician will be given at school.
Exception: In special circumstances and after consultation between
parent/guardian and the school nurse, certa;n nonprescription drugsmay be given for short-term therapy (e.g., antihistamines.
antitussives, anti-pyretics, etc.).

C. All prescription medication must be kept in the original pharmacist's
container, with the original label attached, and must include:

1. name of pupil
2. name of medication
3. strength and dosage prescribed
4. name of physician
5. name and address of pharmacy
6. date of prescription

D. All medications will be kept in a closed, locked container Only the
school nurse or staff delegate(s) will have access to the container.
Any staff member acininistering medication will have knowledge of:

1. reason for medication
2 usual dosage
3. mode of administration
4. possible side effects

E. A written record of the administration of each medication will be
maintained. This record will include:

1. student's full name
2. name and strength of medication
3. dosage and time of adminstration
4. date given and name of person administering
5. pertinent observations (seizure, elevated

temperature, etc.)

6 0
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SAMPLE PARENT LETTER

Dear Parent:

The Iowa Department of Public Instruction's Rules of Special Education are
very specific regarding the administration of medication by the school.

If your child needs medication during school hours, you must make sure
that 1) the Statement of Physicians Directions and Parental Consent form
is filled out and signed by both you and the doctor and 2) the medication
is sent to school in a prescription bottle.

The Statement of Physi:dans Directions and Parental Consent form can be
obtained from the school nurse. This form must be completely filled out
and signed by the doctor. You must then sign on the bottom line giving
your consent for the school to administer medication.

When sending the medication to school, you must make sure it is in a
prescription bottle. The bottle must be marked with 1) name of pupil, 2)
name of medication, 3) name of physician, 4) directions for use, 5) name
and address of pharmacy, and 6) date of the prescription. If you are also
giving the medication at home, simply aLk the pharmacist to make ut wo
prescription bottles and divide the medication between the two. Then you
can keep one at home and send onc to school.

If you have any questions regarding this policy, please contact your
school nurse. Thank you for your cooperation.

Sincerely,

Special rEarfairNurse

1146



Dear Dr.
1,111111.11111WIIMINIstOmmets

SAMPLE LETTER TO PHYSICIAN

According to the Iowa Department of Public Instruction's Rules of SpecialEducation, a statement of the Physician's Directions must be on file foreach child receiving medication given by school personnel during schoolhours. The directions must include frequency, amount, method of
administration, and a description of anticipated reactions of the pupil tothe medication. Also, according to the rules, the medication is to bemaintained in the original prescription container which shall be labeledin the following way:

1. Name of Pupil 4. Directions for use
2. Name of Medication 5. Name and address of pharmacy3. Name of Physician 6. Date of prescription

According to our recorder you are the physician for
who is receiving

__while in school. With a newschool year beginning, we must have a statement of physician's directionsfor school administration of the medication to meet the requirements ofthe Rules of Special Education. After you complete the Physician's
Statement, it is samitted to the parent (s) so they are aware of the
directions you wished to have followed. It is then placed on file in the
student's record at school. We appreciate your cooperation in this
matter.

Enclosed you will find a medical release form signed by the parent.

Sincerely,

Special Education Nurse
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SAMPLE

STATEMENT OF PHYSICIAN'S DIRECTIONS AND PARENTAL CONSENT
FOR SC:HOCL ACMINISTRATION OF MEDICATIONS

NAME OF STUDENT
AGE,

NAME OF PARENTS ,AND /OR GUARDIANS
0011111111111011111111.41~10.111111411W1111111111111111. WIMP WWWWW11111111.nno WINO 1111Worlul

...1Ary..1~1.0nfr
MIIIIIIMMIWW111~1411111111111111111111~MIININORISIMIIIIMMIIIMITNNIMOIMMIIIVIIIHNIIVINMIIIMIIIIIMVINIMIMUMMOINIWIINW INNIN101641711,1101.6111

ATTENDANCE CENTER

ADDRESS

NAME OF MEDICATION
IVINO........Plomemmil.mmill1~06101110~1~WelainV1111MIIIMINPWWWWWW1111VIOMMIneamMIII11111611.mrsoMINwlwrOWNIVauel

..44esiampormlanmsVIIMMouremo to.* artonliunwtharanorammtonnelonamanonsverirsimwerw..mr.

FREQUENCY AND AMOUNT TIME SCHOOL DOME IS 'DO BE AM
GIVEN: PM.111001111M1116111.

.1.~.111
ItAVIINIVAV IINFONIIIMMIMIIIINftell1111101WeI

METHOD OF ALMINSTRATION

Immir

...711111.11111~1......olimtWwWWWWilinwesIVMMnrnonnelPWIIIIVIPmnimayl~..011111/AMMON, InnolyINNO lOrsitsW yaw

ANTICIPATED REACTIONS OF THE STUDENT W THE MEDICATION
..1unam~eaftfinowINrInrallonIlmnatfam

..IM.W§IPPIOnliMIMIrmINIUNWn~1~11111MINtimeaneuilmseV~IlmlinaffillWWW
~11~wwwleillniel~1~..meiveneir

orovosolmwriesirme.ls
ararnarimmomnMirerffewl~VOINMOWN~I10~.1111mmimIl..~T...~~11IMMIWINPIIMWM.101.0.11091~~~Omnimlw~mil.milymest...vm...1Nome

umetamminisli
avainresimumnomrawwwwww1IrmrInnIMI~Werw.......1.1OMM~.~.....~1.1.11Millnollieellwelo~winonmr..1,..sw

KM FREQUENTLY SHOULD THIS MEDICATION BE KNITORED BY A PHSYICIAN

IINImeavifrINVINWorwmulwirillorarallialbtVelftirlomInisownel

Signature of Prescribing Physician

Address of Prescribing Physician

Please give to the above mentioned child the medication as directed above
during school hours. It is understood that this relieves the teacher of
all liability in administering this medication; providing directions arecarefully foliaged. The teacher is merely carrying out the physician's
recommendations.

Parent and/or Guardian's Signature

PARENTS' COMMENTS:

DateIml ....111111 1111.11/011111111111.1111411/1110111111.11141%111MIIMI
61101111011411111111111111101011011.111111111

For School Use:
1. Parent release signed
2. Person designated for administration

Source: Arrowhead AEA 5
Fort Dodge, IA 50501
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MEDICATION RECORD

Student: Month/Year.....001.1..~1011.111.6110MOINI.M.~11/11011.11.0110

Medication:

Dosage:

SAMPLE

MN/

Name Streng Uni t

Time:ire...*".....mummwoommrioremomvonmEnsiremsimmnrrultanwm.
womsmslorwmortmon.n.nexumminewurrotnamorwannnerrvorftrwo =nom.. ow

Gwen :

Date (signature the Comments: (seizures, behavior changes, etc.)
first time)

1111111111111MNYININIIMMINIPIMIMPONIMMINIMI~INIINIIMMIWI.WINOIMIO011

soUNIIII11101110111NRIVIIIIIINOWIEMMIII11~10110111

111011IMINM11.1,IMIMENWINIPINVOIIIM

1111~11111111111111111~110111111111111YRI~IIIIIIIIMM111111nia wesinar. WNW

esMMOINIMEMMIIMMIINMIOMMINOINIIMFWMMIMMIPI1111.M_ .01....~1111MMMMIMIANIErawlmisONIveMiThiMrnonm.www.Monwp mut. go.
. rw

101111=0111111.11111MIIIIMPIIrsA11~011~1~1111MartralloWIffino,

141~11111111101101NOWnwvI10101.11~111~11111.11111~4 rwwrwrr 11.111~1 1~11~1~111~wwwwwwweipsWg~..................m.

exemiENNIeseuelmimalem..1,1111MIIMIMIIIM171.1...MIIINIOMPI11~101.M.M.mr1wM.E.,

wieworeamoyamm~.~1~111~O~In=1~11~01.1.1Mil.~....MtlEIOMPfftrImI0WMplielaneVMWe...W.V.U.

orImIlMIININ.~.~.m~.~.~1~111110=01MIMIIMIW.PNAPIMOMIWWW...........MMINISMIII11110~110111111.1~1MOMMFMAM.......

WWWWINNINMIMVOI1"
..0~W0111.1111MIPINIIIIINDInniVNINIIIMIIIIIIMINIMMOUISIMPOMMIErIn1101110

IMIMI/WEMPOnsollOMPIINNWWININVII~M
wwwwwwwww...wwwwww..w..ww.r..rY

.10101NIMMIIMMMINNOWINUMIII*1111~1001NO~WWWWWWWWWWYNIIMOVINIIMPOMIIMMaWNII IINIMIVOIMINI-10110.111111

apemmowtouwwwwwwww~mmommtworwwww umnamranimonnernmorwominrrearsiunmiumnwe memo

OIMMII11~10111MMINIIN11111111

lanorso.DINMIIIMIIMMIWWWWWW.M111.111/11~11111111~11100111/11118111111111

Onsin~1111111~111~~11~1111401~OMINW,101Wermworerwwwwwwnanmenaminenro

veirsammomnrry~...~mmeerrourrearerrifmmerumew

1111MrOMMIMOIMMIIMIMINWM111~1111 EVIIIIMMealninnOfWel 11.11.1101101104.1111

IIIMAPIre~WorlomMienno~.~11~WINIII~1100 NSW

MilminWINMFIN
Inal~.11ffirm~williii.finfle110,1101.11M11111111*112110~2~1111.0111.111OVVIWI r 0.1111111~WmanononnrIlanWIIMPIIMIWIN 101

9011.

erwimIr. r/#11~~111111~10111~11~111wINIMIIMPINVONIIIMmt..m..../
IMMIMMIWIIIMPAVIGININNINMMVIIWMOIMINIMPOIMMIWIMIlleosalimelm..0

Source: Monroe Developmental Center
Cedar Rapids, IA 52403
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SAMPLE

CLIENT FACILITY MONTH4.1.=Mima111.101...011.0.10MOINVOIMIIIIIMMNII.M.111~111Mmlirill111~MOMMINPIN0 01~111.111Antill11.1101101.wWININI11 ........ IOW ...la MasserMw



Date

SCHOOL DISTRICT NAME
BUS DRIVER FORM

..........1.0*1191.1MORMINVW=FIMMNIERNIIIN11111111111111111111710711....11

Pupil's Name

SAMPLE.



COMMUNICABLE DISEASES



CONTROL OF COMMUNICABLE DISEASE

The transmission of infectious diseases may be prevented or decreased
by utilizing proper handwashing, diapering, and classroom cleanliness and bymonitoring the actions of suspected and known carriers. Tee thing and
supervising staff in preventive measures for control of infectious diseaseis a nursing function.

The following diseases have recently caused much concern in the
educational setting:

Herpes
CNN

AIDS and its related complex ARC

A section including questions about these diseases and recommendationsfor providing education to students who may have the diseases will follow.

Further information may be obtained from the following documents
regarding communicable disease as well as other resources listed in the
reference section of this manual:

1. "Control of Communicable Diseases in Man" by Abraham S. Benenson.

2. "Control of Communicable Diseases in Schools" - Iowa State Department
of Health.

3. "Medical Aspects of Developmental Disabilities in Children Birth to
Three" by James A. Blackman, M.D.

4. Communicable Diseases and the Enrolled Student; A Model Policy and
Rules (1986), Iowa Department of Education 1160-F09834- t2/85.

The following pages include information and the suggested approach for
educational personnel in regard to viral infections as developed tg! James F.
Bale, Jr., M.D., Janes A. Blackman, M.D., Jody Murph, M.D., Department of
Pediatrics and Neurology, University of Iowa College of Medicine, Iowa City,Iowa.
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HERPES SIMPLEX VIRUS INFECTICNS: INFORMATION AND A SUGGESTM
APPROACH FOR EDUCATIONAL PERSONNEL

1. What is herpes?

Herpes simplex virus (HSV) belongs to the herpes virus group which alsoincludes Varicella-Zoster (chicken pox-shingles virus), cytanegalovirus
(CMV), and Epstein-Barr (infectious mononucleosis) virus. These
viruses are grouped together because of a common structure. HSV is theherpes virus relating to this suggested approach.

In newborn infants, HSV produces a spectrum of illness ranging from
localized skin lesions to a generalized, systemic (throughout the
entire body) infection which may be fatal or cause permanent
neurological damage. In adolescents or adults, genital HSV is seen
most commonly. Patients with eczema who are infected with HSV may
develop a generalized rather severe secondary infection of the
eczematous areas (eczema herpeticum).

The most commonly recognized manifestation of primary HSV infection
beyond the neonatal period, gingivo-stcmatitis (inflanuation and ulcers
throughout the mouth), usually occurs in infancy; but, on occasion, it
may be seen in older children or adolescents. Clinically, gingivo-
stomatitis is characterized by fever, irritability, and a rash
involving the mucous membranes of the mouth, particularly the gums.
However, most infections are subclinical (that is, they are often
inapparent to either the child or others). HSV tends to persist in a
latent (resting or hidden) form following primary infection.
Recurrences of oral HSV infection because of reactivation of latent
virus are most often manifested as "cold sores." These cold sores
occur as single or grouped vesicles (water blisters) on or around the
lips. Reactivation of genital HSV may occur also.

Eye infections may be a primary manifestation of HSV infection or
recurrence. It may vary in severity from a superficial conjunctivitis
(inflammation of the thin covering of the inside of the eyelids and
"whites" of the eyes) to the involvement of the deep layers of the
cornea. Encephalitis (inflammation of the brain) is a rare
presentation of HSV infection affecting all age groups. Her
encephalitis may produce alterations in state of consciousness and
personality changes, or convulsions.

Herpetic whitlows are single or multiple vesicular (blister-like)
lesions, on the fingers usually around the nail bed.

2. What are the two types of herpes simplex virus?

There are two types of HSV: Type I (most oral lesions) and Type II
(most genital lesions). HSV is transmitted fran person to person.
Type I infection is believed to result fran direct contact, but the
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exact mode of transmission has not been established. Type II infection
is usually a sexually transmitted disease. Type I strains may also be
found in the genital tract, and Type II infections of the pharynx can
occur as a result of oral-genital sexual activity. Genital type HSV is
usually contracted after puberty.

Most neonatal infections are Type II. Neonatal HSV is contracted by
the infant during passage through an infected lower genital tract at
birth. Type I infection may also be contracted during the first years
of life. Ionunocompromised individuals (e.g., those receiving cancer
treatment) are prone to develop frequent recurrences of herpes simplex
or severe disseminated disease. HSV infections are ubiquitous and
occur throughout the year. Most infections with Type I virus and many
with Type II virus are subclinical (inapparent).

The period of ccmnunicability of patients with primary gingivo-
stomatitis (Type I HSV) is unknown, but it is likely that the risk of
transmission drops significantly or disapears when the mouth sores have
healed. The same is true of patients with subsequent recurrent
lesions. The virus is present in the highest concentrations in the
first twenty-four hours after appearance of vesicles. Concentrations
of virus decrease rapidly in the next twenty -four hours and cannot be
recovered after five days. The incubation period (the period after
exposure but before clinical manifestation of the disease) is usually
about four days.

The recurrent skin lesions following neonatal HSV infection are
infectious until they are crusted over (usually three to four days
after initial appearance).

There are basically two types of children with H3V infections: the
infant who contracted herpes neonatally (most likely Type II) and the
child who has a primary HSV Type I infection. The child with neonatal
herpes may have recurrences (usually on the skin) ranging from months
to years after birth. However, the recurrences typically become less
frequent as time goes on. The child with primary HSV Type I will
typically have an infection in the mouth which is frequently
asymptanatic, and the recurrence will be in the form of cold sores.
For all practical purposes, the precautions and recommendations
regarding a child with HSV I or HSV II are identical.

3. What is the prevalence of herpes simplex infection?

The exact incidence of primary herpes simplex infections in children is
difficult to determine since many of the infections are asymptanatic.
There are no satisfactory epidemiclogic surveys available. It should
be noted that most HSV infections in children below the age of puberty
are Type I and that Type I HSV infections usualy occur before age
five. HSV II is rare before adolescence. Among adults, 70-90 percent
have antibodies (evirlence of previous exposure and infection) against
HSV Type I and 20 percent against [ISV Type II. Up to 60 percent of
adults in low socioeconomic status settings have antibodies to HSV Type
II.
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4. Who is most at-risk with herpes simplex infection?

Neonates (infants 28 days of age or less) who contract HSV infection
have a considerable risk of severe illness and even death or lifelong
neurological disability. Beyond this period, the risk is considerably
reduced. It is unlikely that other than during the birth process
infants and young children will be exposed to HSV Type II (except
through sexual activity with en infected individual).

Beyond one month of age, the risks associated with HSV infections areno greater than that for an older child or adult. Exceptions includeindividuals with eczema who may develop secondary herpetic skin
infection or immunocompromised children who may develop a disseminated
and possibly fatal infection.

5. How is HSV transmitted?

In the neonatal period, HSV (usually Type II) is typically transmitted
to the infant during passage through the birth canal. Type I infection
is believed to be spread by direct contact, or through contact between
infected secretions (saliva) and an opening in the skin (with resultant
herpetic whitlow) . HSV Type II typically occurs as a sexually
transmitted disease. 'Theoretically, virus from an infected source
could be transmitted by hand to the genital area. However. in the
usual circumstances of staff-child relationships, the likelihood of
transmission by this means is negligible. HSV particles can survive on
inanimate objects. Cr e study showed that HSV from oral lesions
survived two hours on skin, three hours on cloth. and four hours on
plastic surface. This does have some implications for young children
who may mouth toys used by children who have active HSV infections.

6. How is protection from acquiring HSV infection afforded?

Persons serving individuals with active herpes lesions can protect
themselves by (1) avoiding direct contact with the infected
individuals, especially their active lesions, (2) thorough washing of
hands with soap after direct contact with a child or objects in contact
with infectious lesions, and/or (3) using gloves while handling an
infected child or the objects used by an infected child.

7. What is the likelihood a staff member might unwittingly carry HSV from
one child to the next?

If a staff member uses gloves and washes hands with soap after direct
contact with the child with active HSV lesions, the likelihood of
carrying the virus to another child is extremely small. It is possible
that a staff member might have contact with a child with asymptomatic
primary HSV Type I infection. In this case, it is possible that there
could be child-to-staff-to-child transmission. This is a possibility
which is unavoidable and exists in all situations where adults care for
children (i.e., hospitals, schools, .hare, day care, etc.). Most
individuals eventually contract HSV infection and the infection is
usually very benign (that is, associated with nonserious consequences).
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8. Is HSV considered to be a quarantinable disease?

Although the American Public Health Association's control of
communicable disease recommendations state that this is not a
quarantinable disease, the special circumstances under which
professionals serve infants warrant a more conservative approach than
that applied to the adult population. Therefore, we suggest that someprecaution is appropriate for infants and young children with active
HSV infections. The conservative precaution would be avoidance of
direct contact with a child with active lesions by professionals and
other children. In certain circumstances, a more reasonable approach
would be the use of gloves and good hand washing techniques when
serving a child with active lesions. The latter case may be applicable
in home-based programs particularly when a child has frequent
recurrences but requires frequent and regular services in preschool
programs.

9. What is an appropriate approach to serving children with active or
recurrent HSV infections in home-based programs?

a. If no lesions are present, the child is presumably not infectious
and there is no risk to those who have direct physical contact with
the child.

b. No precautions need to be taken when lesions are not present.

c. If lesions are present, gloves should be worn during direct contact
and hands should be washed well with soap after gloves are removed.

d. If the child may come into contact with the clothes of the service
provider, a gown should be worn as well. Disposable gowns are
available for convenience.

10. What is an appropriate approach to serving children with active or
recurrenc HSV infections in center-based programs.

a. If a child in a preschool program has active herptic lesions,
whether Type I or Type II, he should not be permitted in the
classroom. When the lesions have disappeared (four to five days
after the appearance of the vesicle, for example), the child may
return to the classroom with no risk to other children or adults.

b. No precautions need to be taken when serving a child without active
lesions.

c. If a child with active HSV infection requires continued services in
a center-based facility, the child should be isolated from other
children, the number of service providers should be liLited, and
the service providers should exercise the same precautions as in
item eight.
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d. ilhe only children who may be an unusual risk for contracting
serious HSV disease are those who are immunocompromtsed or who have
severe eczema (this is also true for infections other than those
caused by HSV). If a child with known active HSV infections is
excluded from the class, problems of infectivity to other children
or staff should not occur. Children with physical defects such as
heart problems, lung prohlens, or physical anomalies are not at any
greater risk than other children in the class.

e. No special precautions agains HSV need to be taken by children who
have other contagious diseases such as flu or colds. Presumably,if they are significantly ill. they will not be in the classroom
nor will the child with active herpetic lesions.

f. The only medications which are of significance are those with lower
resistance. In many cases, if the child on such medications is
particularly susceptible to infections, his doctor will have
recommended isolation from other children for an appropriate period
of time.

11. What considerations, if any, are necessary when transporting a child
with HSV on a school bus with other children?

As stated above, a child with active herpes lesions should remain away
from school until no longer infectious. If the frequency of
recurrences precludes center -based instruction, services should be
provided as explained under item nine.

Richard D. Andersen, M.D.
Assistant Professor of
Pediatrics
University of Iowa

James A. Blackman, M. D.

Assistant Professor of
Pediatrics
University of Iowa
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Alfred Healy. M.D.
Professor of
Pediatrics
University of Iowa
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HERPES QUESTIONS

1. If a canker sore (within mouth) is not a herpes virus, what is it?

Minor trauma to surface or mucous membranes in the mouth. Normal oralbacteria may then enter. No virus or visual disease causing bacteriais isolated in that instance.

2. Concern for child's age (critical periods) seems to be decreasing (2
years - 6 month - newborn). Please comment:

Newborns are "different" and more suseptible in liver. brain, organs,etc. Ages cited may refer to gingivostomatitis (typical as infant
disease and, therefore, special). Generally no dissemination beyondthe mouth.

3. If a student has genital herpes but claims not to have had sexual
contact, hcw could infection occur?

Suppose self-inocculatton potentially frcm oral sore. If has had
sexual intercourse with individual who does not have known herpes
simplex, individual has likely colonized but without symptoms. Mostli.ely, route is female to male in that instance. Male tends to havemuch more overt or obvious disease. Females tend to have greater
tendency toward colonization with the virus on the cervix of the uterus
without providing symptoms.

4. If child has chicken pox prior to one year of age, does the child have
a greater chance toward recurrent chicken pox or shingles, etc.?

Probably true. High risk for chicken pox in first couple of weeks oflife. Chicken pox prior to first year, more likely to have shingles or
other farm later in life. Thread of evidence, one can have chicken poxtwice but exceedingly rare. More likely, reactivated in other form
(i.e., shingles).

5. Is is better to cover lesions with bandaides and send to school or keep
at have till lesions disappear?

Current provision recommends child with oral lesions stay home. Use
procedures ccmpatible with other infectious diseases (i.g., impetigo).
Covering oral lesions with bandaides may be difficult. If a frequent
occurrence for child, school must make other provisions (i.e., mask,
bandaides, in order to keep child in the program) .

6. Who usually makes the decision if child attends school or center?

If sore has been identified, person in charge of center would decide.If rash is unclear (herpes, impetigo, etc.), physician can help center
director.
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7. Same parental response is positive toward Lefison in large amounts of
treatment for herpes. Should we recommend this to other parents?

Lefison is one of many substances. It is unproved (controlled
studies).

8. Do pregnant women need to take special precautions with children with
oral herpes?

No special reason for concern in herpes. Concern would be raised if
CMV is present. Special concern only if women has genital sores with
which baby may come in contact.

9. Should child be kept home?

Have special child's parents aware of risks. Less of a problem if in
remission. Keep toddler hone. If school-aged child, clarify. No
contact with child if having chemotherapy.

Presence of herpes should not warrant hesitation in giving CPR. Seventy to
one kindred percent chance of herpes, one or two in all adult already.
Virus is susceptible to alcohol swab.

Stress, fever, menstruation, sunbathing (ultraviolet lights), and sk.,y are
primary causes of reactivation of the virus.

Source: University of Iowa
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CYTOMEGALCNIRUS INFECTIONS:

INFORMATION AND SLUGESTED APPROACH FOR EDUCATIONAL PERSONNEL

Introduction:

Educators, therapists, and other personnel in special education
oettings have recently raised questions about certain infectious diseases
among their clients which potentiu7ly pose risks for themselves as well as
their offspring. The dominant concerns now focus on cytomegalovirus (CMV)
This paper is intended to allay concerns by presenting up-to-date
information on CMV and suggested guidelines for prudent practice in working
wIth chidren who are or may be actively excreting CMV.

Wha_t is Y1,9112EiVRALP:

cytomegalavirus (CMV) belongs to the herpes virus group which also
incudes herpes simplex virus (the virus that causes cold sores and genital
herpes), Varicella-Zoster virus (chicken pox- shingles virus), and the
Epstein-Barr (infectious mononucleosis) virus. These viruses are grouped
together because of their 03MMCO structure and similar biologic behavior.
Many different mammalian CMVs have been discovered (e.g., mouse CMV, rat,
CMV, human CMV, etc.), but infection from one species (e.g, mice) to anothi
(e.g., humans) rarely, if ever, occurs. Thus, infection with human CMV
always the result of contact with another infected human being.

Human CMV infection, like many other viral infections, occurs
throughout the world. In the United States approximately 1 to 2 percent of
all infants excrete CMV in their urine at birth. Thereafter, CMV infection
is steadily acquired throughout life, and nearly all adults have been
infected with CMV by the time they reach age 50 years. People in developing
nations or in areas with high population density tend to acquire CMV
infection at an early age. In Iowa, we estimate that approximately 40
percent of 35 year-old adults have serologic (blood antibody test) evidence
of past CMV infection.

CMV is transmitted via several different mechanisms. With the
exception of blood transfusion or organ (e.g., heart or kidney)
transplantation, transmission of CMV requires close, personal contact with
an infected ndividual. Canmon sources of CMV infection include
CMV-infected children, CMV-infected sexual partners, and CMV-infected blood
products. In an infected individual, CMV can be isolated fran urine,
saliva, blood, tears, stools, cervical secretions, or semen. CMV infection
can also be transmitted fran mother to child via breast milk. The urine or
saliva of an infected individual usually contains the greatest amount of
virus. An infected individual, adult or child, can excrete CMV in urine or
saliva for many months or even years.
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CMV-infected children represent one of the most common sources of CMV
infection. Several studies from the United States and other countries have
shown that between 10 and 20 percent of healthy one-year -cld children will
be excreting CMV. In certuin situations, such as day care centers, the
percentage of children between the ages of one and three years excreting CMV
has approached 50 percent. In a survey of an Iowa day care center, 25
percent of children between two months and 6 years had CMV in their urine.
Despite the common prevalence of CMV among children, the risk to exposed
children or adults appears to be very small. Several well-controlled
studies indicate that risk of CMV infection among women who work with young
children does not exceed that of women who stay at home.

What Are the Clinical Manifestations?

In general, the manifestations of CMV infection depend on the age and
the immune status of the infected individual. In newborn infants, the vast
majority have symptoms at birth. Approximately 10 to 15 percent of these
children will later develop vezving degrees of hearing loss. An additional
5 to 10 percent have a more ser.ous illness known as cytcmegalic inclusion
disease (discussed below). CMV infection later in life rarely causes
symptoms in healthy individuals. Occasionally childLen and adults develop
an infectious mononucleosis-like illness with fever, malaise, and glandularswelling. Patients with abnormal immune systems can develop more serious
complications such as pneumonia, retinitis (inflammation of the retina), and
encephalitis ( infection of the brain).

What i s Con ni ta1 t n emlisInclasLon Disease?

Cytanegalic inclusion disease (CID) , caused by CMV, represents the most
cannon, serious congenital (occuring before birth) illness due to an
infectious agent. Although 1 to 2 percent of all newborns have CMV
infection, only 0.05 to 0.1 percent have CID. In other words, CID occurs in
approximately one in every thousand newborns. This risk is approximately
equal to the chance that a healthy twenty-five-year-old woman will give
birth to a child with Down's syndrome (trisomy 21), the most cannon
chromosomal disorder. The risk of CID is greatest during the primary (or
first) CMV infection of the pregnant woman. Even if primary infection
occurs, however, there is still a 90 to 95 percent chance that the baby will
be healthy.

The infant with CID can have damage to numerous body organs, including
the lungs, liver, spleen, heart, and brain. The most serious consequence of
CMV infection is the damage done to the developing nervous system. As a
result, CMV-infected infants can have seizures, mental retardation,
deafness, and blindness. Fortunately, this s'.2rious combination of sequelae
develops relatively infrequently.
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Is CMV Infection Treatable?

Although antiviral drugs are being investigated, there is as yet no
specific treatment for cytomegalovirus infection.

How is CMV Infection Detected?

The most reliable method to detect CMV infection is to culture the
virus from body fluid sutt as urine, saliva, or blood. The virus grads
slowly, and up to three or lour weeks may pass before the culture results
are complete. A more rapid, but less reliable method is to perform
serologic tests on blood. These tests detect antibodies which the body
develops in response to CMV infection. Positive tests do not necessarily
indicate active CMV infection but rather suggest that CMV infection has
occurred sometime in the past.

Main Points:

1. Nearly everyone sooner or later aoguires CMV infection, usually a mild
form.

2. Active CMV infection is very common in day care/preschool settings with
infected children excreting the virus for weeks to months.

3. Congenitally infected children may excrete virus for several years.

4. Transmission of CMV infection requires intimate contact with an
infected individual such as in a parent -child relationship. Health and
day care /preschool workers apparently do not have sufficiently close
contaCe with infected children to make them acquire infection at any
greater rate than those outside these professions.

5. The greatest concern regarding CMV infection is for the pregnant woman,
especially if she has not been previously exposed to CMV and lacks
protective antibodies.

6. While a congenitally infected child may excroce CMV in urine and
possibly saliva for years after birth, isolation of such a child is
neither warranted nor recommended since it is likely that many other
children in the same setting are also excreting CMV. Such is one of
the occupational risks - albeit low - of working with very young
children.
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Recommendations

1. As with all communicable diseases, good hygiene significantly lowers
the risk of transmittiny CMV infection.

2. Individuals who have intimate contact with infants or young children
who may be actively shedding CMV should wash their hands with warm,
soapy water after contact with the child. Diapers should be disposed
of in suitable containers. Gowns or rubber gloves are not necessary.

3 Tbys mouthed by young cnildren may be disinfected by immersing them in
a solution of one part chlorine bleach to nine parts water. Nonim-
mersible items should be air-dried for several hours in between use.

4. Congenitally infected infants should not be excluded from center-based
programs and should continue to receive educational and therapeutic
services.

5. Pregnant women who work with infants or young children may wish to ha'Te
a blood test to determine whether they are susceptible to CMV
infection. If CMV tntibody is present, the individual is likely immune
to CMV and the risk to her unborn child is extremely small. If the
individual is not immune, she should practice good hygiene and should
avoid direct contact with infants or young children who are known to be
excreting CMV.

6. In hospital settings, it is usually recommended that pregnant women
avoid contact with an infant known to be excreting CMV. The same
policy might be applied to the educatinal setting even though the risk
of transmission is low provided good hygienic practi-ss are observed.
Exposure to other children who are excreting CMV but who are not
tested, is likely to occur. The only way to avoid this risk of
exposure is to avoid young children altogether. a practice generally
not practical or desired. Despite the high rate of CMV excretion among
young children grouped in day care or educational settings, epidemics
of cytanegalic inclusion disease have not occurred. This suggests that
the risk to pregnant women working in these settings must be small.

7. In order to reduce the attention that a child with congenital CMV
infection receives, it may be helpful to document that such a child no
longer excretes this virus. Urine cultures for CMV may be obtained
every twelve months. If a culture is negative, a fcalcw-up culture
should be obtained six months later to confirm the cessation of virus
excretion. Since not all health care facilities can culture CMV and
since CMV does not survive transport well, specimens should be
submitted directly at a facility, such as the Univeristy of Iowa, where
cultures can be processed immediately, making the results more
reliable.
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CMV QUESTIONS

1. Of 5 percent infected babies in pregnant mothers, how many are damaged?

Majority are damaged and show symptoms within the nervous system.
(Degree of impairment varies fran hearing and visual concerns to
seizures and psychomotor retardation problems, etc.)

2. Do adults shed CMV?

CMV infectious mononucleosis syndrome is in adults (urine) for months
or up to two years. Homosexuals can have life-long virus depending on
quantity of sexual contact.

3. Do you suggest a titer on prospective teacher of child secreting the
viva.

Probably not much risk, but extent is not known. Alabama studies show
no risk (i.e., hospital settings). Be certain method of measuring
titer is reliable. (Titer greater than 1-8 or positive show immune
from further serious infection.)

If titer results indicate 1-16, individual was infected in the past,
but no longer excreting the virus. If immunosuppressed at later date
(i.e., cancer, kidney transplant, ect.), individual can re-shed virus
again.

If positive titer. mother and baby are immune. If immune. they will
not deliver infected and affected baby.

4. Should child be assigned to pregnant teacher?

Do not remove child fran center-based program. Desirable to have
another teacher/adult work with child. Ten to forty-five times number
of children also secreting virus in community. One can get virus from
many other sources.

5. What is the percentage of children in schools having CMV?

Day care settings (2 mo. -6 yrs.) were explored in Iowa City. Data
indicates 25 percent are excreting the virus.

6. How to check the blood fcc transfusions?

Blood fcc transfusions is screened routinely at Iowa City (for organ
transplants, leukemia of serious malignancies, and premature or very
young infants). Check antibody status first. If no antibodies, screen
blood before transfusion.
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7. Does the virus cross the placental barrier in pregnant women to the
fetus?

Yes, virus can infect the fetus throughout pregnancy.

8. Are guidelines for CMV being established?

CMV is a trickier problem since not as visible as herpes. We are
working on guidelines.

Waiting for day care guidelines from the Center for Disease Control.
Will be available as soon as possible.

9. Is CMV virus present in tears?

Yes, virus is secreted in tears. Quantity of virus is less than in
urine and saliva. Urine and saliva remain most likely source.

10. How could school nurse determine if child has CMV? And should the
child be in the classroom?

There is not a great risk for child remaining in the class. There is
no practical way to keep children with virus out of dhcools. Nurse can
get culture, place on ice, and semi to laboratory.

11. How long does CMV diagnosis take by culture?

Takes 6-14 days. Lag time with lab report, contact Physician, and
physician contact to nurse.

12. What do you do until lab results are returned?

There is no treatment. Few areas of concern or precautions. Reduce
contact with pregnant individual (or those at risk).

13. As a potential mother, can you sample my blood to see if antibodies are
present?

Sure false negatives and false positives. To prevent infection, use
hygienic measures (husband, children, friends).

Vulnerable infant may not have symptoms (i.e., gland swelling). Irmnuno
suppressed state (kidney transplant, etc.) can have severe or no
symptoms.

14. How often do you recommend urine/saliva analysis on a congenitally
infected child? Could the virus be present some months and not others?

Virus amount waxes and wanes in secretions. Do analysis every 6-12
months.
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15. A physician refused to check shedding on an infant. What should we do?

Procedures will vary among physicians. Alabama staff would NOT feel
CMV location in urine "does much good." Most people do not recommend
routine, serial cultures on most infants. We haven't yet decided what
to do with the information.

16. Correlation noted in the handbook (above) about CMV and Down Syndrome.
Please comment.

CMV is not a cause of Down Syndrome. There may be immunological
abnoLmalities in Down children making them at greater risk for CMV.

17. How long after exposure to CMV to build up an immunity?

Immunity develops within 2-3 months in general and lasts life long.

18. Can CMV cause degenerative conditions?

Most people feel it is not a degenerative syndrome.

19. What is recanmended for inservicing staff prior to placing CMV child in
preschool program?

Recannend CMV handbook entitled: CMV: Diagnosis, Prevention, and
Treatment
Children's Hospital
345 North Smith Avenue
St. Paul, Minnesota 55102
(612) 298-8835
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AIDS/ARC

Pediatric Acquired Imune Deficiency Syndrome (AIDS) and Aids Related
Complex (ARC) are communicable diseases of recent concern. Suggested
framework on which to develop programs to meet the needs of these pupils inthe public school system will be forthcoming.

Since AIDS and milder immune deficient syndromes associated with AIDS
virus infection, eg. ARC are transmitted through intimate sexual contact orblood to blood contact, children with either AILS or ARC should not pose a
health risk to other children cc staff in a school setting.

Under the fcalcwing circumstances a child with AIDS /ARC might pose arisk of transmission to others; if the child lacks toilet training, has open
sores that cannot be covered, or demonstrates behavior (e.g. biting) which
could result in direct innoculaticn of potentially infected body fluids into
the bloodstream.

Does .ContactwittLgo_k_Flaus....present a Risk?

All body fluids of all persons should be considered to potentially
contain infectious agents (gems). The term "body fluids" includes: blood,
semen. drainage from scrapes and cuts, feces, urine, vomitus, respiratory
secretions (e.g. nasal discharge) and saliva. Contact with body fluids
presents a risk of infection with a variety of germs. In general, however,
the risk is very lag and dependent upon a variety of factors including the
type of fluid with which contact is made, and the type of contact made with
i t.

Examples of particular germs that may occur in body fluids of children
and the types of transmission concerns are found on tne fcllawing page. It
must be emphasized that with the exception of blood, which is normally
sterile, the body fluids with which one may come in contact usually contain
many organisms, some of which may cause disease. Furthermore. many germs
may be carried by individuals who have no symptoms of illness. These
individuals may be at various stages of infection: incubating disease,
mildly infected without symptoms, or chronic carriers of certain infectious
agents including the AIDS and hepatitis viruses. In fact, transmission of
communicable diseases is more likely to occur from contact with infected
body fluids of unrecognized carriers than from contact with fluids from
recognized individuals because simple precautions are not always carried
out.

4
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GENERAL INFORMATION ON AIDS/ARC

Questions and Answers

1. What exactly is AIDS?

AIDS is an acronym for Acquired Immune Deficiency Syndrcme. This is a
recently recognized disease that occurs in some people months to years
after infection with the AIDS (HTLV-III) virus. A person with this
condition is uable to fight of a variety of infections and rare
illnesses.

2. What are the symptoms?

While the symptoms of AIDS vary, they remain for unusually long periods
of time. The individual may have repeated infections that result in
persistent diarrhea, swollen glands, fatigue, fevers or persistent
cough which the body is unable to fight off. After months to years a
more severe and life-threatening illness develops, usually pneumonia or
an uncommon skin cancer.

3. What is the difference between AIDS and ARC?

Acquired Immune Deficiency Syndrcme (AIDS) is a medVzal condition in
which the body has repeated infections and is unable to protect itself
from certain unusual tumors and/or infections. AIDS Related Complex
(ARC), sometimes called PRE -AIDS, is a condition in who di symptoms
similar to those of AIDS are present but the person has not had a
severe or life-threatening illness. Same individuals with ARC may
progress to AIDS. but many have the symptoms due to other diseases.

4. How can it be transmitted?

A virus has been found in the blood of people with AIDS, therefore,
blood-to-blood contact could spread (transmit) the disease to others.
The transmission of the condition has also been traced to intimate
sexual contact with people known to have AIDE or who are in high risk
groups, i.e., intravenous drug users, homosexual males, recent Haitian
immigrants, recipients of infected blood products. AIDS is not
transmitted by casual contact with these people, such as holding a
child, shaking hands, playing games, or waking together; neither is it
transmitted by objects used by these people such as toilets, doorknobs,
pencils, chairs, cups. It is not transmitted through the air by
coughing or sneezing.

5. Can my child catch AIDS/ARC from adults or other children?

Children, like adults, can only catch this disease from intimate sexual
contact or blood-to-blood contact with a person who has AIDS virus
infection. The children who are known to have the disease received
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the infection fran exposure to their mother's blood during pregnancy or
in the course of childbirth from a blood transfusion, or from blood
products used in treating hemophilia.

6. Can you get rid of AIDS? If not, are there any developments in that
direction?

There is no cure at present since this is a new disease. It is known
that not everyone develops the disease who has actually been infected
with the AIM virus. Now that the virus has been identified, the
potential exists to develop a vaccine in the near future.

7. Why do Haitians contract AIDS/ARC more frequently than other ethnic
populations?

Haitians who are recent (since 1978) immigrants to the U.S. or Canada
appear to have a higher risk in contracting AIDS. There have been many
hypotheses offered, such as the use of unclean needles in certain
treatments, but as yet none have been proven.

8. Do all children with AIDS/ARC die?

Of the children known to have AIDS, 68 percent have died of one of the
rare infections or illnesses that they acquired because they could not
fight off infections. Children with ARC may not progress to AIDS and
one of these rare infections. It is not known how many individuals
have ARC.

9. What medical progress is occurring relative to AIDS/ARC?

Scientists at the National Center Institute in 1984 determined that a
virus (HILV -III) is the probable cause of AIM. This discovery has
made it possible to develop tests to determine who has been exposed to
the AIDS virus. Tests are also being developed to screen donated blood
to reduce the risk of transmission through transfusions or blood
products. The development of a vaccine is expected in 5-10 years.

10. Will the school eventually be testing or screening all children for
AIDS virus infection.

This is not likely. School screening or testing programs are developed
according to the prevalence of a condition in the school age
population. School age children in general are not considered a high
risk group.

11. Is AIDS related to Herpes?

AIDS has been confused with Herpes but is an unrelated illness. There
are five types of Herpes viruses which cause the following ilnesses:
oral and genital herpes, chicken pox, mononucleosis, shingles and
cytcmegalovirus. However, it should be noted that people with immune
deficiency are more susceptible to the illness associated with these
viruses.



12. Are pregnant techers who instruct AIDS/ARC children more vulnerable to
AIDS/ARC transmissicn?

Pregnant teachers are at no greater risk than others in the school
setting. Teachers, like any other individual, may contract the disease
from sexual contact with someone with AIDS/ARC or from inoculation with
infected blood.

13. Are there certain precautions that will be taken if a child with AIDS
is present in the school?

Schools will not need any special precauticus to protect other children
beyond their routine procedures for cleaning up body fluids after any
child has an accident or injury. The child with AIDS /ARC will need
protection if there is an outbreak of measles or chickenpox, since the
child is unable to fight off or be protected by vaccines against such
diseases.

14. How can I be assured that there is no chance that my child can contract
the disease if it is present in the school?

It is important to think of this as a condition present in an
individual, not in a school or building. No child in the USA has ever
acquired the disease other than frcm his/her mother before birth or
frcm a blood product or transfusion.

15. Are you positive AIDS can't be caught from toilet seats, drinking out
of the same cups, etc.?

With current information, there is no evidence that could lead us to
assume that the AIDS virus can survive outside the body and infect
others. This has been a concern from many diseases. Toilet seats have
not been demonstrated to be the source of infection for any of these
many diseases. Sharing common cups is a possible means of transmission
of agents capable of infecting the mouth cc throat (e.g., influenza or
the oommon cold) and should generally be discouraged. The AIDS virus
is not such a virus.

16. With all the cold germs, etc.. that children fiarry, wouldn't it be an
enormous risk to the AIDS child to be exposed to said germs?

Most children with AIM are under medical treatment to protect then as
much as is possible from ccmmon germs. It is not considered
appropriate to deprive them or any child with an immune deficiency of
normal socialization with other children. Those that are too ill to
tolerate childhood infections will not be sent to school in the first
place.

17. How about spit/saliva? Are you 100 percent positive that this can't
transmit AIDS?

Frcm everything that has been studied with over 8,000 known casEs in
the past three years, there has been no documentation of transmittal of
the disease by baliva even in the intimacy of the family setting.
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18. Isn't there the possibility that the AIDS child can cut him/herself
(e.g., at recess) and not inform anyone? After all, a five-year-old
child cannot understand how serious the implications of this could be.
What if the child bleeds in the bathroom and doesn't tell anyone?

There is no risk of spread of infection from the blood of a child with
AIDS unless that blood is inoculated into another person through a cut
that is open to their bloodstream. Teachers monitor activities on the
playground and children are taught to report any accidents that may
occur. Children will often seek care if they are injLred even for very
minor cuts.

19. I, as a parent, believe that I should have a right to know if a child
or adult in my child's school has AIDS.

Your concerns as a parent are understandable in light of the
conflicting information that has been available on this new illness.
Schools must protect each child's right to privacy whether he/she has
herpes, leukemia, or AIDS. In all cases, the risks to the school
population are determined by each child's physician and the school
medical advisor. Much has been discovered about the transmission of
AIDS. Now that the virus has been found, the means of spread has been
narrowed to either intimate sexual contact or blood-to-blood contact.
This means the blood or fluid from a cut on a person with the virus
would have to be injected into the blood of another person to possibly
transmit the disease.

20. What if ray child makes friends with a child with AIDS and, for example,
brings the AIDS child home to play. Don't I have a right to know that
this child has AIDS in the event that he/she hurts him/herself at my
house?

Children playing together is not the kind of contact that will transmit
AIDS. The parents or guardians of any child with AXES or other immune
deficiencies mist consider who needs to know of the child's health
problem. Caring for the child after a typical bump, scrape, or bruise
Should pose no problem if you merely cover any cuts with a bandage,
the wash your hands after caring for the child.

21. In younger children who develop a close friendship with other children
their age, they sometimes like to become "blood brothers/sisters".
Usually the children will cut a finger with a pin or knife and join
their blood at the point of the wound. Can this event possibly
transmit AIDS?

The practice of becoming "blood brothers" presents a risk of spread of
a number of infections including those that may be transmitted from
germs on the knife or instrument used to make a cut. The practice of
squeezing blood out of the wound to mix with that of the other
individual would decrease the potential risk. This practice presents a
risk of transmission of AIDS, hepatitis B, etc., an..1 should certainly
be discouraged. Thus far, none of more than 100 persons having
accidental needle sticks from needles recently in contact with blood of
AIDS patients have developed infection with the AIDS virus.
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22. Are nurses, teachers, and adninistrators adequately informed aboutAIDS/ARC?

AIM is a comparatively new disease and so much has been learned in the
recent months that it is necessary to educate all school staff.
community leaders, and members of the medical community who have not
had access to recent factual information.
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TRANSMISSION CONCERNS IN THE SCHOOL SETTING
BODY FLUID SOURCE OF INFECTIOUS AGENTS

BODY FLUID - SOURCE

Blood
- cuts/abrasions
- nosebleeds

- meases

-contaminated needle

*Feces

- inconti nence

*Urine

- incontinence

ORGANISM OF CONCERN

Hepatitus B. virus
AIDS virus
Cytcmegalovirus

TRANSMISSION CONCERN

Bloodstream inoculations
through cuts and abrasions
on hands

Direct bloodstream inoculation

Salmonella bacteria Oral inoculation fran
Shigella bacteria contaminated hands
Rotavirus
Hepatitis A virus

Cytanegalovirus

Respiratory Secretions Mononucleosis virus
- saliva Cannon cold virus
-nasal discharge Influenza virus

*Vanitus

Semen

AIDS virus

Gastrointestinal
viruses, e.g.,
(Norwalk agent
Rotavirus)

Hepatitus B
AIDS virus
Gonorrhea

Bloodstream and ?oral
inoculation from
contaminated hands

Oral inoculation from
contaminated hands

Bloodstream inoculation
through cuts and abrasions
on hands; bites

Oral inoculation fran
contaminated hands

Sexual contact (intercourse)

*Possible transmission of AIDS and Hepatitis B is of little concern from
these sources. There is no evidence at this time to suggest that the AIDS
virus is present in these fluids.
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What Shou,Ld be Done to Avoid Contact With logyalluids?

When possible, direct skin contact with body fluids should be
avoided. Disposable gloves should be available in at )east the
custodian's, nurse's, or principal's office. Gloves are recommended whendirect hand contact with body fluids is anticipated (e.g., treating bloody
noses, handling clothes soiled by incontinence, cleaning small spills byhand). If extensive contact is made with body fluids, hands should bewashed afterwards. Gloves used for this purpose should be put in aplastic bag or lined trash can, secured, and disposed of daily.

What Should be Done if Direct Skin Contact Occurs?

In many instances, gloves may be immediately unavailable or other
anticipated skin coLtact with body fluids may occur (e.g., when wiping a
runny nose, applying pressure to a bleeding injury outside the classroom,
helping a child in the bathroom). In this case, hands and other affected
skin areas of all exposed persons should be routinely washed with soap andwater after direct contact has ceased. Clothing and other nondisposable
items (e.g., towels used to wipe up body fluid) that are soaked through
with body fluids should be rinsed and placed in plastic bags. If
presoaking is required to remove stains (e.g., blood, feces), use gloves
to rinse or soak the item in cold water prior to bagging. Clothing should
be sent home for washing with appropriate directions to parents/teachers.
Contaminated disposable items (tissues, paper towels, diapers) should be
handled as with disposable gloves.

liciikoitaldSsals1.12Alluids_bllem.ov_e_dfrom the Environment?

Most schools have standard procedures already in place for removing
body fluids (e.g., vomitus). These should be reviewed to determine
whether appropriate cleaning and disinfection steps are included. Many
schools stock sanitary absorbent agents specifically for cleaning body
fluid spills (e.g., ZGOOP, Parsen Mfg. Co., Philadelphia, PA). Disposablegloves should be worn when using these agents. The dry material is
applied to the area, left for a few minutes to absorb the fluid and then
vacuumed or swept up. The vacuum bag or sweepings should be disposed ofin a plastic bag. Broom and dustpan should be rinsed in a disinfectant.
No special handling is required for vacuuming equipment.

HEldasceduqbABLEX1.....2

Proper handwashing require; the use of soap and water and vigorous
washing under a stream of running water for approximately 10 seconds.

Soap suspends easily removable soil and microorganisms allowing than
to be washed off. Running water is necessary to carry away dirt and
debris. Rinse under running water. Use paper towels to thoroughly dry
hands.
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Disinfectants

An intermediate level disinfectant should be used to clean surfacescontaminated with body fluids. Such disinfectants will kill vegetativebacteria, fungi, tubercle bacillus, and viruses. The disinfectant shouldbe registered by the U.S. Environmental Protection Agency (EPA) for use asa disinfectant in medical facilities and hospitals.

Various classes of disinfectants are listed below. Hypochloritesolution (bleach) is preferred for objects that may be put in the mouth.
1. Ethyl or isopropyl alcohol (70 percent)

2. Phenolic germicidal detergent in a 1 percent aqueous solution, e.g.,Lysol*.

3. Sodium Hypochlorite with at least 100 ppm available chlorine (1/2 cuphousehold bleach in 1 gallon water, needs to be freshly prepared eachtime it is used).

4. Quaternary ammonium germicidal detergent in 2 percent aqueous
solution, e.g., Tri-quat*, Ittar*, or Sage*.

5. Todophor germicidal detergent with 500 ppm available iodine, e.g.,
Wescodyne *.

Disinfection of Hard Surfaces and Care of Mit.gnent

After removing the soil, a disinfectant is applied. Mops should besoaked in the disinfectant after use, and rinsed thoroughly or washed in ahot water cycle before rinse. Disposable cleaning equipment and watershould be placed in a toilet or plastic bag as appropriate. Nondisposable
cleaning equipment (dustpans, buckets) should be thoroughly rinsed in thedisinfectant. The disinfectant solution should be promptly disposed of
down a drain pipe. Remove gloves and discard in appropriate receptacles.

Dianactiora_f_Eugs

Apply sanitary absorbent agent, let dry, and vacuum. If necessary,
mechanically remove with dustpan and broom, then apply rug shampoo (a
germicidal detergent) with a brush, and revacuun. Rinse dustpan and broanin disinfectant. If necessary, wash brush with soap and water. Dispose
of disposable cleaning equipment as noted above.

*Brand names 1194.3 only for examples of each type of germicidal solution
and should not be considered an endorsement of a specific product.
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Laundry.....ljstructions for Clothinzaltd with Body. Fluids

The most important factor in laundering clothing contaminated in the
school setting is elimination of potentially infectious agents by soap and
water. Addition of bleach will further reduce the number of potentially
infectious agents. Clothing soaked with body fluids should be washed
separately from other items. Presoaking may be required for heavily
soiled clothing. Otherwise, wash and dry as usual. If the material is
bleachable, add 1/2 cup household bleach to the warm cycle. If material
is not colorfast, add 1/2 cup nonclorox bleach (e.g., Clorox II, Borateem)
to the wash cycle.

GUIDELD1ES FOR tIPNDLDIG BODY FLUIDS IN SCHOOLS was prepared by Elaine
Brainerd, State Department of Education, in consultation with James
Had ler, M.D., MPH Chief, Epidemiology Section, and Patricia Check°, MPH,
Epidemiology Pcogram, Connecticut State Department of Health Services,
December, 1984.
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CHILD ABUSE
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MANDATORY REPORTING

It is now mandatory that all cases of suspected child abuse and
neglect in the United States be reported to the proper authorities. In
addition to the federal Child Abuse Prevention and Treatment Act, P. L.
93-247, every state has a law which defines child abuse and neglect and
spells out the penalties for professionals who fail to report. All nurses
are mandatory reporters in Iowa, and should be familiar wits the law and
the reporting procedure for the state and local area education agency. In
addition, each local education agency should have written procedures for
reporting which adhere to state guidelines.

More complete information about common clinical findings,
documentation of findings, and suggested follow-up will be found in
resources listed in this manual.

Forms for referring to Department of Human Services, information
needed for the referral, and indicators of maltreatment are included in
this manual.
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SUMMARY OF IAA

The following is a brief summary of changes passed by the 1985 Iowa
Legislature.

House File 451 - A mandatory reporter now must contact the Department
of Human Services, (DHS) orally within 24 hours. A written report must be
subtitted to the DHS within 48 hours of the oral report. Forms for making
the written report are available fran DHS offices in every county.

This change means that a mandatory reporter is no longer required to
notify the building administrator. Mandatory reporters cannot be coerced
:.nto notifying anyone of the report except CHS. If the mandatory reporter
does notify the principal or superintendent that a report has been made,
they may be violating the statutory confidentiality of the report.

If a mandatory reporter wishes to notify a superior of the report,
they must include that fact in the written report or notify DHS that the
information has been disseminated to a third party. In such instances, a
written record must be sent to the DHS central registry and must include
the name of the superior, the date and the purpose of redissenination.
Violation of this law, knowingly or unknowingly, is a simple misdemeanor,
meaning a maximum fine of $100 or imprisonment up to 30 days.

The law now requires that DHS notify the mandatory reporter of the
results of the investigation. The reporter's identity is kept
confidential as a matter of law and policy.

A mandatory reporter who knowingly and willfully fails to report
suspected child abuse may result in civil and/or criminal liability. What
is required for reporting is a "reasonable belief" that the child has
suffered harm at the hands of or due to the omission of a parent or other
person responsible for the care of the child.

Printed with permission fran author, Kathy L. Collins, Department of
Education.
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MAKING A REFERRAL

When making a referral to the Department of Human Services about an
alleged incident of child abuse, there are pieces of information which the
investigator will need. This information will help to determine the
immediate danger to the child and to determine whether (as defined by Iowa
Code) child abuse exists. While one informant cannot provide all of this
information, the questions below can help you in preparing to call in a
referral.

A. Nature of the Referral

1. Why is the family being referred?
2. What incident caused you to call us?

B. For Physical Abuse

1. Has the child been injured?
2. What is the nature of the injury (size, shape, location, color,

description)?
3. When did the injury occur?
4. Who caused the injury? How?
5. Did you see this happen?
6. How do you know this happened?
7. Did you see the injury?
8. How do you know there was an injury?
9. Is medical care needed?
10. Could the parent (or other responsible caretaker) have prevented

the injury? How?

C. For Sexual Abuse

1. What is the nature of the sexual abuse? (Who did what to
whom ? -- Specifically) It is important to know as precisely as
possible what happened to determine later whether the incident is
within the definition of sexual abuse and investigatable.

2. What is the relationship between the alleged abuser and the
child?

3. When did the alleged abuse occur?
4. How did you find out the abuse occurred?
5. Was the child injured? How?
6. Do you think medical treatment is needed?
7. Has the child received a medical exam?
8. (If the alleged abuser is not a responsible caretaker, then:)

Could the parent (or other responsible caretaker) have prevented
the incident?

D. Denial of Critical Care

1. What kind of care is not being provided to the child?
2. What person is responsible for depriving the child of this care?
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3. What effect has this lack of care had on the child?
4. Has the child been hurt or harmed?
5. Is medical care needed for the child?
6. When did the incidents you are reporting occur? (Do you have

these incidents logged in written form?)
7. How did you find out these things happened?

E. History of Abuse

1. How long has this situation been going on?
2. Do you know of any prior incidents of abuse or neglect? (what,

when, where, etc.)

F. Other Information

1. Does the family know your referral is being made?
2. Do you think the family is likely to flee? If yes, why do you

think so?
3. What other people have witnessed abusive incidents (,Jr injuries

or other evidence of abuse?)
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Some Indicators* of Child Maltreatment**

The Parent The Child

Presents contradictory histo-
ry.

Presents a history that can-
not or does not explain
the child's injury or con-
dition.

Is reluctant to give informa-
tion.

Gives a history of repeated
injury.

Projects cause of injury onto
a sibling or third party.

Hospital "shops" - has taken
the child to a different
doctor or hospital each
time medical attention is
needed.

Has delayed unduly in bring-
ing the child for care.

Refuses ccnsent for further
diagnostic studies.

Sheers loss of control, or fear
of losing control.

Shows detachment.

Reacts inappropriately to the
severity of the child's con-
dition - either overreaction
or underreaction.

Complains about irrelevant
problems unrelated to the
Injury or condition.

Has unrealistic expectations
of the child.

Cannot be located.

Has an unexplained injury.

Shows evidence of dehydra-
tion and/or mllnutrition
without obvious cause.

Has been given inappropri-
ate food, drink, and/or
drugs.

Shows evidence of overall
poor care.

Is usually fearful.

Shows evidence of repeated
injury.

Begins to care for the par-
ents' needs.

Is described as "different"
or "bad" by the parents.

Is indeed different from oth-
er children in physical or
emotional makeup.

Is dressed inappropriately for
degree or type of injury.

Shares evidence of sexual
abuse.

Shcws evidence of repeated
skin injuries.

Shows evidence of repeated
fractures.

Has injuries not mentioned
in history.

Prespts a history of family
discord, or of personal
problems such as alcohol-
ism, drug addiction, abuse
or neglect as a child, or
psychosis.

*The diagnosis of child maltreatment should be considered when some of these indicators
are present. For a more detailed presentation of characteristics of abused and neglected
children and their parents, see Volume 1, Chapters 1 and 2 of Child Abuse and Neglect: The
Problem and Its Management, U. S. Department of Health, Education and Welfare, Office of

1111

'.man Development/Office of Child Development, 1975.
**Adapted from Helfer and Kerpe, "The Child"s Need for Early Recognition, Immediate Care

and Protection," in Helping the Battered Child and His Family, ed. Kempe and Heifer, p. 73
Table 1.



CO:

DO'S AND DCN'TS FOR WORKING WITH CHILDREN

Listen to the child;
Talk to the child in a way he or she can understand;
Be empathetic and understanding;
Express genuine concern about the child;
Encourage the child to express his or her feelings;
Encourage the child to qerbalize his or her feelings;
Help the child understand any unrealistic fears or guilt;
Let the child know that you think he or she is important;
Demonstrate consistent and predictable behavior;
Provide the child with structure and give clear and concise
rules;

Reinforce the child's positive behaviors;
Provide ways to clarify expectations;
Talk to the child about his or her areas of personal conflict;
Encourage the child to engage in experiences in which he or she
can succeed;

Enhance the child's strengths;
Keep in mind that the child's play may give you information
regarding events and feelings the child experiences.

DON'T

Be critical of the parents when talking with the child;
Force the child to express feelings or engage in activities he or
she is excessively fearful of;
Be condescending toward the child;
Blame the child for his or her problems/situation.
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DO:

*

*
*
*
*

*

DON'T:

WHEN TALKING WITH THE CHILD

Make sure the interviewer is someone the child trusts of the same
sex;

Conduct the interview in private;
Sit next to the child, not across a table or desk,
Conduct the interview in language the child understands;
Ask the child neutrally to clarify words or terms not understood
which seem key;
Tell the child if any future action will be required.

Allow the child to feel "in trouble" or "at fault";
Disparage or criticize the child's choice of words or language;
Suggest answers to the child;
Probe or press for answers the child is unwilling to give;
Display shock or disapproval of parents, child, or the situation;
Force the child to remove clothing;
Conduct the interview with a group of interviewers;
Leave the child alone with a stranger.

DO: Offer continuing help:

To the child, who may need a trusted supporter during
investigation period.
To child protective services, which may need you as a
"team" approach to providing protection for the child
for the family.

DO: Advocate for the coomunity:

the

member of a
and help

* For more humane, effective procedures for handling cases of child
sexual abuse.
For the development and treatment programs for victims and
perpetrators of child abuse.
For outreach programs which offer child victims a chance to seek
help early.
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Name of Child:

SAMPLE

SUSPECTED CHILD ABUSE REPORT= FORM

INIIWIMIWIIIMII~111.1 IMMO
UNIMPWIIIMIIIIIIWIMPIIIMIIIIMMIIIMMIN~IMINIMVIIINIWINIIIIIMMIMIIM~0111.1111111

Name of Parents:
11011~11~IIMMVIMINIIWWWW.WWW1111~1111V1101111MMIIINDWIIIniMMIWOWIWIMMIMIIII

Child's Birthdate:
INIM111111111110,111.1.11111MMIMIMIIIIIIIMMIIIMMIVIMINNI

WM

School or Instructional Program/Grade Level/Location:

Date of Suspected Abuse:

Date of Oral Report:

Date of Written Report:

Brief Description of Nature and Extent of Abuse, Neglect, or Injury:

111110~11MINnowl

vanimmrimrlwanwftellMIIIM1111110.1111.1MOINIIEVIIIIIII.10

.111~1111111nMil~1M1111,11.11~IllsonamlielrININS

WIErma~1~1MNIIIIINImmlnINWIN.

laireMNIINIOPIIIMMIIIIMnommrwmm

INNIMISMEMOnIMIPPINFIMIINWIIMMOWIMPUMMINOMMIIIIIIMMIM

110..0%10.1E1MM

N1.1_ INIIn1rIrmelinnI0111.1110r

4..101101011~M11.11~101MinaMmIllinnIMINLAIU.WM111~11MININIIMNOW 11.1110KINIMMINIMMMVIMPINIV.rw011anonsminonmui

WWW11.11~1...~111INIMMIPINI0111.111~11711=1/W.II~WOMIIIMEMINVIPONINIINWINII=Immonatrnm

=lee
IINIWW~MMInionwswoMmialm.1~I~ONMOMIIIIPIRMIMMe~11WINVOWWINOYIRMIMMMil.wanne.g.

..NIWINNOusWYMIMINIMMEN.116~111111WINell~MIIWINMETW1.1.10111.MtrwIIMMMIN111011111111071MOUnlirIMORM~myrnim1linn~........,

Notification Check List*

11101mIMMIMIIIMIIMA11~1Mmiur
111111wilmMarOMPOIN111101MitinevorlImmriml

Signature of AEA Employee Making Report

Agency Position

Bldg. Principal Date
Adninistrator
Division Director

111011111111111.0

IMIWIlle01110 ...En Imo

(*Documentation of dissemination of
County Dept. of Hunan Services information must be sent to OHS-)
AEA Supervisor (when
appropriate)

(Please attach a completed copy of Dept. of Social Services Child Abuse
Reporting Form.)
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State of Iowa

Department of Social Services

SUSPECTED CHILD ABUSE REPORTING FORM

Illif'- his form may be used as the written report which the law requires all mandatec reporters to file :ith the Department of Socialservices, following an oral report of suspected child abuse. Fill in all available information unoer each category. Submitthe completed for to the local office of the Department of Social Services.

Name of Child:
Age: Date of Eirth:

Address:

GradePhone:
School:

Level:

cf Parent

or Guardian:

Address (if different from child's):

04j.,^ C"-i1.7er, ir the Liome:

Pirthdate

Phone (if different

from child's):

!E'JFE: in this section, indicate the Pate cf _.. s_.
e e,:e-: cz

a:;se; t-a pa-::7(s) thsJgnt to be responsible for the s',./seczed a:use; eiidence cf pre;id,:s abuse; Eno ::er perlire-t
',eECet 7C CC:',.:JCi the investigation.

REPORTER INROP',ATION

NAV? and Title or Position:

n"ice 4ddress:

Srnone:
Relationship to Child:

Sicnature cf Reporter
214
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STATE OF IOWA
DEPARTMENT OF HUMAN SERVICES

REQUEST (OR CHILD ABUSE INFORMATION

This form, completely filled out, must accompany all requests for information from the Iowa Central child Abuse Registry, as r0quired by Code 2354.16. Only persons authorized under the law will have access to such confidential information.

Criminal Penalties (235A.21)

1. Any person who willfully requests, obtains, or seeks to obtain child abuse information under false pretenses, or who willfullycommunicates or seeks to communicate child abuse information to any agency or person except in accordance with sections 235A.15and 235A.17, or any person connected with any research authorized pursuant to section 235A.15 who willfully falsifies child abuseinformation or any records relating thereto, is guilty of a criminal offense and upon conviction for each such offense be punished bya fine of not more than one thousand dollars or by imprisonment in the state penitent ary for not more than two years, or by bothsuch fine and imprisonment. Any person who knowingly, but without criminal purposes, communicates or seeks to communicate childabuse information except in accordance with sections 235A.15 and 235A.17 shall for each such offense be fined not more than onehundred dollars or be imprisoned not more than ten days.
2. Any reasonable grounds for belief that a person has violated any provision of this chapter shall be grounds for the immediatewithdrawal of any authorized access such person might otherwise have to child abuse information, (65GA, ch 1162, 520)

Redissemination of Child Abuse Information (235A.17)
A person, agency or other recipient of child abuse information authorized to receive such information shall not redisseminate suchinformation, except that redissemination shall be permitted when:
1. The redissemination is for official purposes in connection with prescribed duties or, in the case of a health practitioner, pursuantto professional responsibilities.

2. The person to whom such information would be redisseminated wou d hare independent access to the same information underisection 235A.15.
I 3. A written record is made of the redissemination, including the name of the recipient and the date and purpose of the redissernination.

4. The written record is forwarded to the registry within thirty days of the redissemination. (65GA. c'n 1162 5161

Name of Person making request:

Office Address:
Office Phone:

Position and basis for authorization (Code 235A.15):

Information requested concerning

What information is requested:

(Name)

Reason for request/how information is to be used:

(Date)
(Signature)

.....v.rwmaaaamIremos ...=,
To be como1etec by Registry persoi.ne) (Date)

r' Request Approved by Request Denied because

Information 'released'
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RESOURCE ORGANIZATIONS AND LITERATURE

Health-related information from recognized organizations provides
resources for the special education nurse. The following lists of
organizations, education service centers, health departments, and
literature contain suggestions which may be helpful in the collection of
health materials.

Resource material used in a school health program or by a school nurse
should be carefully reviewed and evaluated prior to use. It must be
appropriate, current, and provide accurate information. Materials
obtained from private industry or organizations must be :valuated for
educational content. It should not be used in product pranotion.

-
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ORGANIZATIONS

Access American

Architectual and Transportation
Barriers Compliance Board
Washington, D.C. 20201

American Academy of Pediatrics
P.O. Box 1034

Evanston, Illinois 60204

American Association of Suicidology (AAS)
Central Office
2459 South Ash
Denver, Colorado 80222

American Cancer Society
777 Third Avenue
New York, New York 10017

American Dental Association
211 East Chicago Avenue
Chicago, Illinois 60611

American Diabeces Association
TWo Park Avenue
New York, New York 10016

American Dietetic Association
430 North Michigan Avenue
Chicago, Illinois 60611

American Foundation for the Blind
15 West 16th Street
New York, New York 10011

American Heart Association
7329 Greenville Avenue
Dallas, Texas 75231
214/750-5300

American Humane Association
Children's Division
P.O. Box 1266

Denver, Colorado 8020i

American Lung Association
1704 Broadway
New York, New York 10019

American Medical Association
535 North Dearborn Street
Chicago, Illinois 60610
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American National Red Cross
17th and D Streets NW

Washington, D.C. 20006

American Nurses Association
2420 Pershing Road

Kansas City, Kansas 64108

American Public Health Association
1015 18th Street Nol

Washington, D.C. 20036

American School Health Association
P.O. Box 708

Vent, Ohio 44230

American Speech, Language, and Hearing
Association
10801 Rockville Pike

Rockville, Maryland 20852

Arthritis Foundation
3400 Peachtree Road NE
Atlanta, Georgia 30326

Cystic Fibrosis Foundation
6000 Executive Blvd.
Suite 309

Rockville, Maryland 20852

Down's Syndrome Congress
528 Ashland Avenue

River Forest, Illinois 60305

Easter Seal Society for Crippled
Children and Adults of Iowa, Inc.
401 N.E. 66 Avenue
Des Moines, Iowa 50322
515/289-1933

Epilepsy Foundation of America
1828 L Street N4
Suite 406

Washington, D.C. 20036
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Epilepsy Foundation of America
Suite 1116
733 15th Street N.W.
Washington, D.C. 20005
202/638-4350

Epilepsy Society of Area XI
25th and Carpenter
Des Moines, Iowa 50311
515/274-0630

Iowa Association for Retarded Citizens
1707 High
Des Moines, Iowa 50309
515/283-2358

Iowa Chapter-National Cystic
Fibrosis Research Foundation
8555 Harbach Boulevard
Suite 203
Des Moines, Iowa 50311

Iowa Council of Children
512 East 13th Street

Des Moines, Iowa 50319. 515/281-3974

Kidney Foundation
Two Park Avenue
New York, New York 10016

Leukemia Society of America
800 Second Avenue
New York, New York 10017
118 Broadway
San Antonio, Texas 78205
512/225-4404

March of Dimes Association
605 Douglas
Des Moines, Iowa 50313
515/244-2219

March of Dimes
Birth Defects Foundation
P.O. Box 2000

White Plains, New York 10602

Muscular Dystrophy Association, Inc
810 Seventh Avenue
New York, New York 10019
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Muscular Dystrophy Association of
America
1790 Broadway

New York, New York 10019

Muscular Dystrophy Asnociation
of America
District Office
2911 Hubbell
Des Moines, Iowa 50317
515/265-7311

National Amputation Foundation
12-45 150th Street
Whiteside, New York 11357

National Association for the Deaf
814 Thayer Avenue

Silver Spring, Maryland 20910

National Association for
2703 Forest Oak Circle
Norman, Oklahoma 73071

National Association for
Box 63, Oak Park
Illinois 60303

National Association for
2709 Avenue E East
P.0 Box 6109
Arlington, Texas 76011

the Deaf/Blind

Down's Syndrome

Retarded Citizens

National Association for the
Visually Handicapped
305 East 24th Street
Room 17-C
New York, New York 10010

National Association of Hearing
and Speech Agencies
919 18th Street N.W.
Washington, D.C. 20006

National Association of School Nurses
New York 3tatler Hotel
Suite 104

New York, New York 10001



National Association of the
Physically Handicapped
76 Elm Street

London, Ohio 43140

National Center for a
Barrier-Free Environment
1140 Connecticut Avenue
Suite 1006

Washington, D.C. 20036

National Clearinghouse for
Alcohol Information
P.O. Box 2345

Rockville, Maryland 20852

National Clearinghouse for
Drug Abuse Information
P.O. Box 2305

Rockville, Maryland 20852.

National Clearinghouse on Smoking
and Health Center for Disease Control
Atlanta. Georgia 30333

National Council on Alcoholism
Two East 103rd Street
New York, New York 10029

National Cystic Fibrosis Research
Foundation
202 East 44 Street
New York, New York 10017

National Dairy Council
6300 North River Road
Rosemont, Illinois 60018

National Easter Seal Society for
Crippled Children and Adults
2023 West Ogden Avenue
Chicago, Illinois 60512

National Educational Association
Department of School Nurses
1201 16th Street NW
Washington, D.C. 20036
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National Federation of the Blind
1346 Connecticut Avenue Nil
Suite 212

Dupont Circle Building
Washington, D.C. 20036

National Health Information
Clearinghouse, NHIC (Health Calendar)
P.O. Box 1133

Washington, D.C. 20013, 1-800-336-4797

National League for Nursing
28 Westfall Road

Rochester, New York 14620

National Multiple Sclerosis Society
Public Relations Department
257 Park Avenue South
New York, New York 10017

National Paraplegia Foundation
333 North Michigan Avenue
Chicago, Illinois 60601

National Runaway Switchboard
24-hour toll free hotline
1-600-621-4000

National Safety Council
Director of Public Information
425 North Michigan Avenue
Chicago, Illinois 60611

National Scoliosis Foundation, Inc
48 Stone Road
Belmont. Maine 02178

National Society for Autistic
Children
1234 Massachusetts Avenue NW
Suite 1017

Washington, D.C. 20005

National Society for Crippled
Children and Adults, Inc.
2023 West Ogden Avenue
Chicago, Illinois 60612

National Society to Prevent Blindness
79 Madison Avenue
New York, New York 10016



Parents Anonymous
24-hour toll free hotline
1-800-421-0353

Planned Parenthood Federation of America
810 Seventh Street
New York, New York 10019

Prader -Willi Syndrome Association

5515 Maliku Drive
Edina, Minnesota 55436

Society for Nutrition Education
1736 Franklin Street
Oakland, California 94612

Spina Bifida Association of
America
104 Festone Avenue
New Castle, Delaware 19720
343 South Dearborn
Room 319
Chicago, Illinois 60604

The National Foundation
(Polio and Birth Defects)
P. 0. Box 2000
1275 Mamaroneck Avenue
White Plains, New York 10602
914/428-7100

Toughlove
Community Services Foundation
Box 70
Sellersville, Pennsylvania 18960
2208 Brookhill Drive
Austin, Texas 78745
512/442-1198

United Cerebral Palsy of Iowa
5741 University
Des Moines, Iowa 50311
515/274-4185

United Cerebral Palsy Association, Inc.
66 East 34th Street
New York, New York 10016

United Ostomy Association
1111 Wilshire Boulevard
Los Angeles, California 90017

2211 ' " oaf
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U.S. Department of
Health and Human Services
Office of Health Promotion

and Physical Fitness and Sports Medicine
Hubert H. Humphrey Building
200 Independent Avenue SW
Washington, D.C. 20201

U.S. Public Health Service
Division of Acciden: Prevention
800 North Quincy Street
Arlington, Virginia 22203



FILMS AND SLIDES

EP.i 1 eas.2

Grand Mal

Building Your Own Cities, Build Your Owo Wall
Epilepsy First Aid for Seizures
For Those Who Help
The Comprehensive Clinical Management of the Epilepsies

(Order from local Epilepsy Association)

Sex Education

Sexuality and the Mentally Handicapped
Janes Stanfield Film Associates
P. 0. Box 1983

Santa Monica, CA 90406

The ABC of Sex Education for Trainables
The How and What of Sex Education for Educatables

Hallmark Films & Recordings, Inc.
51-53 New Plant Court
Owings Mills, MD 21117

All Wtmen Have Periods

Perennial Education
477 Roger Williams
P. O. Box 855 Ravinia
Highland Park, IL 60035

(For further information, contact:

Tramortation

Transporting the Handicapped
(Available for loan through DPI)

Planned Parenthood of Mid Iowa)
P.O. Box 4557
Des Moines, IA 50306 or
Local Area Office

(For other audio-visual listings, contact: The Human Service Training
Network Board, c/o The Clearinghouse, University Affiliated Facility,
University Hospital School, Iowa City, IA 52242)
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ASSESSMENT AND SCREENING

Developmental Milestones: A
Handy Pocket Reference
(Welty & Vavich)

Department of Pediatrics
Arizona Health Sciences Center
(August, 1978)

F.A.T.
The Family Assessment Tool
for School Nurses
F.A.T. Kit
P. 0. Box 2161

Littleton,.Colorado 80122

Good-Li te Company

7426 Madison Street
Forest Park, Illinois 60130

Parsons Visual Acuity Test for
the Difficult to Test
Bernell Corporation
422 East Monroe Street
South Bend, Indiana 46601

EDUCATIONAL MATERIALS CATALOGS

Abbott Laboratories
Professional Relations Department
Department 383RP
North Chicago, Illinois 60064

American Guidance Service
PublisheLs' Building
Circle Pines, Minnesota 55014

CRM /McGraw -Hill Films
Del Mar, California 92014

State of Iowa Medical Library
East 12th and Grand
Des Moines, IA 50322
1-800-362-2384

Johnson and Johnson
Patient Care Division

Educational Services Pamphlets
New Brunswick, New Jersey 08903

Ross Laboraties

Columbus, Ohio 43216

Sister Kenny Institute

Abbott-Northwestern Hospital
Educational Materials Catalog
2727 Chicago Avenue
Minneapolis, Minnesota 55407

OTHER RESOURCES

ERIC Search

Contact Local AEA Media, DPI, or
ERIC/ECE Publications Office
College of Education
University & Illinois
805 West Pennsylvania Avenue
Urbana, IL 61801
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Iowa Developmental Disabilities
Audio Visual Listings Catalog
Iowa Developmental Disabilities
Media Distribution Service
Division of Developmental Disabilities
The University of Iowa
Iowa City, IA 52242

INFORMS

(Iowa Network for Obtaining Resource
Materials for Schools)

Provides abstracts of ERIC documents,
journal articles from educational
magazines, pamphlets, bibliographies,
and reference to educational materials;
and nameF of resource people.
To initiai:e a search request, contact
local INFORMS field representives.



INFORMS FIELD REPRESENTATIVES

Mike Hayford
Keystone AEA 1
Media Center.

Route 2, Box 19
E1kader, IA 52043
319/245-1480

Dianne Woodward

Northern Trails AEA 2
Media Center
P. 0. Box M
Clear Lake, IA 50428
515/357-6125

Jacqueline Campney
Lakeland AEA 3
Hwy. 18 & 2nd
P. 0. Box 38
Cylinder, IA 50528
712/424-3424

Rebecca Notebocm
Area Education Agency 4
102 South Main Avenue
Sioux Center. IA 51250
712/722-4376

Dean McGrew
Arrowhead AEA 5
Learning Resource Center
P. 0. Prix 1399

?ort Dodge, IA 50 501

515/576-4113

Mary Travillian
Area Education Agency 6
210 South 12th Avenue
Marshalltown, IA 50158
515/752-1578

Wanda Farrell
Area Education Agency 7
3706 Cedar Heights Drive
Cedar Falls, IA 50613
319/277-8671

Lois Harker, Ceil Ross
& John Haack

Mississippi Bend AEA 9
2604 West Locust Street
Davenport, IA 52804
319/391-0400

Margaret White
Grant Wood AEA 10
4401 Sixth Street S.W.
Cedar Rapids, IA 52404
319/399-6735

Susan Schrader

Regional Media Center
Heartland AEA 11
1932 S. W. Third
Ankeny, IA 50021
515/964-2550

Barbara Jones

Western Hills AEA 12
1520 Morningside Avenue
Sioux City, IA 51106
712/274-6074

Ron Enger, Pearl Tiarks
Loess Hills AEA 13
Halverson Center for Education
Box 1109

Council Bluffs, IA 51502
712/366-0503

Jean Chapman
Green Valley AEA 14
Green Valley Road
Creston, IA 50801
515/782-8443

Gar iet Brandt

Southern Prairie AEA 15
Route 5. Box 55
Ottumwa, IA 52501
515/682-8591

Linda Fischer

Great River AEA 16
1200 University
Burlington, IA 52601
319/753-6561



REFERENCES

225



LITERATURE, JOURNALS, AND TEXTBOOKS

American Academy of Pediatrics (1981). School health: _kalide for
health__ratessionals. Evanston, Illinois: The Academy.ww_rr

American Dental Association and Academy of Dentistry for the Handicapped.
Cartrafor_ Jag hanclicaszichild'sdental health.

American Red Cross (1973). Standard first aid_antarsprlal safety.
Garden City, New York: Doubleday and Ccroyany, Inc.

American School Health Association (1974) . Guidelines for _school
health services. Kent, Ohio: The Association.

An introduction tohydsocebal,us. Goleta. California: American
Heyer-Schulte Corporation.

Anderson, C. L. (1973). commmity.health. St. Louis: C. V. Mosby
Company.

Anderson, R. D. Bale, J. F. Blackman, J. A. & Murphy, J. R. (1986) .Infections in children: a sourcebook for
___educators and child care

providers. Rockville, MD: Aspen Publishers, Inc., Royal Tunbridge
Wells.

Avey, Melodye (April, 1973). "Primary Care for Handicapped Children."
American Journal of Nursing, 73:14:658-661.

Balfour, Henry H. and Heurssner, Ralph (1984). Herzsdi seases and_y_our
health. Minneapolis: University of Minnesota Press.

Barness, L. A. Manu____,al_._of_odi_a_tricphxsicaldia ras_ste (5th ed.).
Tampa, Florida: University of South Florida College of Medicine.

Bates, B. A. (1983). A d_uig___etosty_sica_l examination (2nd ed.).
Philadelphia: J. B. Lippincott Ccmtiny.

Batshaw, M. L. & Perret, Y. M. (1981) . Children with haracass: A
medicalprimer. Baltimore: Paul H. Brookes.

Benenson, A. S. (1984). Control of communicable diseases in man.
Washington, D.C.: American Public Health Association, Department of
A4.

Bentovim, Arnon (September 9, 1972). "Handicapped Pre-School Qiildren and
Their Families--Effects on Child's Early Emotional Development." BL"`
Med. J. 3:634-7.

Berger, K. & Fields, W. (1980) . &pocket _gp_i_t__to he alth assessment.
Virginia: Reston Publishing Company, Inc.

226



Bithoney, W. & Rathbun, J. (1983). Failure to thrive. In M. Levine,et al., (eds. ) pe_yelowental -__behavioral..sediatri cs. Philadelphia:W. B. Saunders Company.

Blackman, J. (1984). Medical aspects of cbvelo entaldisabilities inchildren birth to three revised 1st ed. . Gaithersburg, MD: AspengirsTigrair.TErsra $18.95: Write to Aspen Systems Corp., P.O.
Box 6018, Gaithersburg, MD 20877).

Blackman, J. & Healy, A. (1983). The earl needs 91 children with
cerebral

Wify. The University of Iowa No charge: Write ioMediaServices, University Hospital School).

Blackman, J. Hei n, H. & Healy, A. Screenirschildren at risk:
IltjeJoyaelszrierIce. Division of Developmental Disabilities,University Hospital School, Iowa City, Iowa, 52242 (limited copiesavailable).

Buscaglia, Leo, Ph.D. (1983). The disabled and their zrsitsj_ A
co....911seltrackallerm. New York: Holt, Rinehart and Winston.

Carin for the disabled child's dental health, (1982). American Dental
Association Write to Bureau of Health Education and Audiovisual
Services, American Dental Association, 211 E. Chicago, IL .511).

Bleck, Eugene, M.D., & Nagel, Donald A., M.D. (1975). Physical
handicasad_ct.lilks..: A medical atlas for teachers. New York: Gruneand Stratton, Inc.

Brown, M. S. & Murphy, M. A. (1975). Pmbulatorysediatrics for nurses.
New York: McGraw-Hill.

Chinn, P. L. (1979). Child health maintenance. St. Louis: C. V. Mosby
Company.

Chow, M. P., Durand, B. As/ Feldman, M. N. & Mills, M. A.
Handbook of ediatric jr_aE.ycare. New York: Wiley Medical
Publications.

Cramer Products, Inc. The first aider. Gardner. Kansas.
Crater Products, Inc. (Monthly publication free upon request).

Creighton, H. (1975). Laws e_v_tr_z_norse should know. (3rd Edition). W.B.Saunders Ccmpany.

Ellerstein, andataect.
Epilepsy Foundation of knerica--State Chapters. Many Pamphlets on

Epilepsy.

227

3



Erickson, M. L. (1976). Assessmentandmanasegent of develcmentalcharms in children. St. Louis: C. V. Mosby Company.

Dulac 0.y Aicardi, J., Rey, E., & Olive, G. (1978). "Blood levels ofdiazepam after single rectal administration in infants and children."
J. Pediatrics, 93,1039.

Finnie, N. R. (1985). Handlin thtimg cerebral.Ealsied child at
home (3rd ed.) . New or : E. P. Dutton7Tompany, Inc.

Fischer, H.L., Krajicek, M.J. & Borthick, W.A. (1980). Sex education rrw .fothe develoemtally_ajsead: Aguidefor Inlata.teacheraand
ofessionals. Baltimore: University Palk Press.

roreser, B. & Hensinger, R. N. (1983). tilailailajphysical handicaps.
Baltimore: Paul H. Brookes Publishing Company.

Franzoni E., Carboni, C., & Lambertini, A. (1983). "Rectal Diazepam: A
Clinical and EEG Study After the Single Dose in Children," Epile2sia,
24:35-41.

Freidlander, B.Z., Ph.D., Starrett, GA., Ph.D., & Kirk, G.E., Ph.D.
(1975). Exce ional infant 3: Assessment and intervention. NewYork: Brunner/Mazel, Inc.

Friedman, Marilyn M. (1981). Femilznursin2. New York: Appleton-Century-
Croft Press.

Gadow, K. D. (1979) . Children on medication: A primer___for school
tuonnel. Reston: The Council for Exceptional Children.

Geis, H. Jon. (February, 1972). "The Problem of Personal Work in the
Physically Disabled Patient." Rehab. Litz. Vol. 33, No. 2.

Gordon, S. smailittajorthesesze who hamento be
rlaryiugeo. New York: Human Policy Press, Box 127, University
Station, Syracuse.

Halsam, R. H. A. & Valletutti, P. J. (Eds.) (1975). Medicaliutiems
intheslaaassguTIILImaliajs role in diagrois and maquement.
Baltimore: University Park Press.

Healy, A. (1983). The needs of children with disabilities. The
University of Iowa (No charge: Write to Media Services, University
Hospital School).

Helmet, M.D., & Mackert, M. E. (1978). Duamiszof_law in nur si nand
health.par2. Prentice Hall Company.

Holvey, D. N. (1977). The Merck manual (13th ed.). West Point,
Pennsylvania: Merck, Sharp & Dohme Research Laboratories.

228

S



Hoo le, A. J., Greenberg, R. & Pickard, G. (1980). patient care
guidelines for famil nurse practitioners. Boston: Little Brown &cmpany.

Howell, Sarah (February, 1973). "Psychiatric Aspects of Habilitation."Pediatric clinics of North America. 20:203-219.

Hymovich, Debra P. & Barnard, Martha Underwood Barnard (1973). Familythealth care. 2nd Edition, New York: McGraw-Hill.

Illingworthr, R. S. (1983). gcmrnonmptcms of disease in children (8thed.). Boston: Blackwell Scientific Publications.

Iowa di rectory91.%ryists_t_or_mso_nstik_hd_evalmen_taldisabilitiesIowa City, IA: Division of Developmental Disabilities.

Infant and child nutrition: Concerns regarding the developmentally
disabled (May 1981). Journal of the anerican dietetic association,Vol. 78, 443-452.

Iowa School Nurse Training Project
health needs.

Johnson, Suzanne Hall (1979). Hi
and strate ies for the fanily.
Canpany.

(1975). Esc/a u

shriskosentingi.parsing_a__sessnent
at risk. New York: J.B. Lippincott

Johnston, R. B. & McGrab, P. R. (1976). Deljelmtlatal. disorders
assessment treatment education. Baltimore: University Park Press.

Joint Study Carmittee of the Pmerican School Health Association and the
National Society for the Prevention of Blindness, Inc. (1972).
TearbijaabotLyisice (2nd ed.). New York: National Society for thePrevention of Blindness.

Kansas Department of Health & Environment, Bureau of Maternal & Child
Health yisio__r_s_a__Ling_atiLdeli.____eenes.

Kanta J., lisalo, E., Kangas, L.,
study on the clinical effects
small children. Relationship
J. Clini. Pharmaco. Ther. and

& Valovirta, E. (1980). "A comparative
of rectal diazepam and pentobarbital on
between plasma level and effect," Intl
Tox, 18,348.

Katz, Harvy P. (1982). Tgaponemanual oLacliatric care. John Wiley &
Sons, New York.

Kearsley, Richard B. & Sigel, Irving E. (1979). Infants at risk:
Assessment of co nitive functionin . New York: John Wiley and SonsHal ste ess.

Kempton, Bass, & Gordon Lane sex and birth control for the
mental retar d: A 4,ck,g_or rents. Philadelphia. PA 19102:Plaffne oo sociation o ou estern Pennsylvania, 1402Spruce Street.

22



Kim, M.J. McFarland, G.K. s McLane, A. M. (1984) . pocket _gui de to
nursing....dagnsees. St. Louis: The C.U. Mosby Canpany.

Klaus, B. (1979). Protocols handbook for nurse practitioners. New York:Wiley Medical Publication.

Knudsen, F.U. (1979). "Rectal Adninistration of Diazepam in Solution in
the Acute Treatment of Convulsions in Infants and Children," Archz.Di s. Childtiood, 54.855.

Krajicek, Marilyn J. & Tearney, Alice (1979). Detection of develapmental
oblerns in children. Baltimore: University Park Press.

Leitman, Gartnor & Henki nd Manual for eye examination and diagnosi s. 2ndEdition.

Levin, Brooks & Shonkeff, Pediatricapproashtoltarning_clisorders.
Lana Linda University, booklets on various medical conditions, i.e. cysticfibrosis (#11), epilepsy (#5), Pheylketonuria (#2).

MacKeith, Ronald (ALgust, 1973). "The Feelings and Behavior of Parents of
Handicapped Children." Develoamental medicine and______child neuroloa,.Vol. 15, No. 4.

Martin, N., Holt, N., & Hicks, D. (1981). Can J.p.s...thensi.ye rehabilitation
nursing. New York: McGraw-Hill Book Canpany, Inc.

Mattsson, Me (November, 1972). "Long-Term Physical Illness in
Childhood: A Challenge to Psychosocial Adaptation." Pediatrics.
50:801.

McDermott, Jchn & Akina, Eleanore (March, 1972). "Understanding and
Improving the Personality Development of Children with Physical.
Handicaps." Clinical Pediatrics. Vol. 11, No. 3.

Medical Services Canpany of Arizona (1977). quick- reference laboratou
manual. Phoenix, Arixona, P.O. Box 26146.

Mercer, R. T. (1979). Perspectives on adolescent health care-
Philadelphia: J. B. Lippincott Company.

Miller, B. F. & Keane, C. B. §asl_maa.spd dictionary._ 91
me cine rursina and allied health (2nd ed.). Philadelphia: W. 5.
Saunders Canpany.

tieison's textbook of.zatesiss (1979). Philadelphia: W. B. Saunders
Canpany.

Newton, J. (1984:., gchogl health handbook. Englewood Cliffs, 14.1:
Prentice Hall.

Noland, Robert (1971). Counselparents of the ill and the
handl wad. Spring neTUTCEarl eg7711Rm-ah="-

230 i) ,
xo't



Ohio Resource Center for Loa Incidence & Severely Handicapped.
Visuall im fired_ students in_the regular classroom: A t.:.esource book.

Page, John (March, 1972). "A Diagnostic Multi-Disciplinary Approach toHandicapped Children." Pennsylvania litdicine. 75:89-90.

Palmer, S. & Eckrall, S. (1978). Pediatric nutrition in developmentaldisorders. Springfield, IL: Charles C. lElin7E:

Per ske, Robert, Clifton, Andrew, McClean, Barbara - C, Stein, Jean (Eds. )
(1977). tisatinesfss...seasula_andalourvaly.kandiap,,Latr_sons.Baltimore: University Park Press.

Per ske, Robert (1973) . New directions. New York : Abingdon Press.

Peterson, R. M. & Cleveland, J. 0. (1975). stledicaLpsablemsin e
classroom: An educator's uide. Springfield: Charles C. 'Thomas.

Pless, Ivan, & Roghmann, Klaus (September, 1971). "Chronic Illness andIts Consequences." Journal of Pediatrics. 79:351-9.

Pipes, P. (1977). Nutritirp in_infana and childhood. :St. Louis:
C. V. Mosby Company.

Procci, L., Magary, J. F., & Tucker, A. S. (March 1981). Meeting thechallenge of P.L. 94-142 through a continuing education progran forthe school nurse, Journal of School Health, r. 154-156.

Radcliffe, Donald (Ed.) (1979). Fisyskimeasl disabilities in thereschool gild. Johnson & Johnson.

Rewst of the committee on infectious diseases. Evanston, IL:
American Academy of Pe iatrics.

Rhodes, A.M. & Miller, R. (1984). Nuraina_and_thelsw. 4th Edition.
Aspen Publishers.

Rooert Wood Johnson Foundation (1979). Spesiallspost:-tiewaEzoactesto c care s,...4...........egyiatsj..,E2cusattention on nation's schools.
Princeton, UT: Robert Wood Johnson Foundation.

Rockwell. Harlow ttdentist. New York: Greenwillow Books,
William Morrow and Canpany, Inc.

Rockwell. Harlaa doctor. New York: Macmillan Publishing
Company, Inc.

Schmitt, B. D. (1980). Pediatric telsAansadvice: Guidelines_Lor therrrrsrrwwrbsalth ca e ide on t lephonitrisat.andoffijuslamen_tog,
commschal.....nrsgors. Boston: Little, Brown and Canpany-

LcbocAntastilandb_ook_tar.s.school heath.proaam (1983). Austin, TX:
--Te-icad-Ed-utaton Agency.

232 7



Schnetter. Vicki A. (1986). School Nurse.Mantaig, Des Moines, IA: IowaDepartment of Education.

Sherman, J. L. & Fields, S. K. Guide to.ztient_ evaluation:Hi stcraki n si cal examination anTtrtgotalan- oriented methodUnf .77:- Gar n ty,"ffrliZZEITiranicnati on-1%7MMng "aizai.Inc.

Slattery, J. S., Pearson, G. A. & Toree, C. T. (1979). Maternal andchild nutrition: Assessment and counseling. New York: Appleton,nnturTTFOTtl.

Slavin, Marsha (Ed.) (March 27, 1972). "Children Develop Ways ofAdjusting to Their Disabilities." JANA. 219:1699.

Smith, Recospizabli.atteras.of .human malformation. 3rd Edition.
Smith, M. & others (1982). FLedisin..21a.ment of child with a handicazA uidgttorprotessionals. Memphis: University of Tennessee Centerfor the Health Sciences.

Spock, Benjamin (1965). Caring for yousdisabled child. GreenwichFawcett Crest Book.

Stewart, Mark A. & Gath, Ann (1978). Fachologicallisorders ofchildren. Baltimore: Williams & Wilkins.

Texas Department of Health (1980). Basic _vision screeninamanual.
Austin, TX: Texas State Department of Health.

Texas Education Agency (1981). Framework for health educationkthroAl2 (Bulletin TEA all 832 21) . Austin: The Agency.

Texas Education Agency (1982). Laide to better inserviceeduction inTexas (Bulletin GE3 311 01) . Austin: The Agency.

Mcmpson, June M. R.N. M.S. et. al (1986) . Qinical nursing. St.Louis: C.V. Mosby Canpany.

U.S. Department of Justice Drugs of...abuse. Chicago, IL: U.S.
Department of Justice, Drug E.Zor cement Administration, n. d.

Van Allen, M.W. (1976). Pictorial ..manual of neuro]...4.2oic tests. Chicago:Year Book ttdical Publishers, Inc.

Weiner, H. L., Bresnan, M. J., & Levitt, L. P. (1978). Pediatric
neurol.00yfa.thehouse off,icr. Baltimore. MD: The Williams &Wilkins Company.

Weller. S.D.V. (December 8, 1972). "The Abnormal Child and His Parents."Nursinamirror. 135:26-29.

232



Wikler, Wasow, M. & Hatfield, E. (1981). "Chronic Sorrow Revisited:
Parent vs. Professional Depiction of the Adjustment of Parents and
Mentally Retardad Children." American =pal oforttasychiatu,
Vol. 51, No. 1., pp, 63-70.

Witkin, Kate (1977). T.....ToraeL.29.1earn. Philadelpnia PA: Temple
University Press.

Wolraich, M. (1983). The needs_of_children with spina bifida. The
University of Iowa No charge: Write to Media Services, University
Hospital School).

Wojnanousky, & Shahrad, Illustrated.enciclopedia of dermatology.

Wold, S. J. (1981) . School nursing; a_fram.siclyk_forxractise.
St. Louis: C. V. Mosby Canpany.

Wolraich, M. L. & Henderson, M. (1985). What Iou should know_aboutyour
child with s ina bifida. An Iowa University Affiliated Program
Publication.

Wright, Pauline (1983). Caringjor Alechiltwith disabi lities.
University of Iowa Hospital School.

233 rl f


