
School Health 

Standing Orders 


for Illnesses 

and Injuries 


The purpose of this bool{ is to serve as 
guidelines for the school health nurse in the 
case of certain illnesses and injuries. It will 
also be available to school personnel in the 
absence of the school health nurse. You will 
also find illness/injury specific letters that 
nlay be sent hOlne with students when the 
SCllool health nurse is not available. 
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ABRASIONS 

Physical Findings: 
1. 	 Denuded area of skin resulting from a scrape on a rough surface, e.g., sidewalk, asphalt, 

or gravel 
2. 	 Amount of bleeding greater when deeper layers of skin are scraped off. 
3. 	 Most often seen on knees, elbows, and face 

Management: 
1. 	 Wash gently with plain soap and water. 
2. 	 During wash, try to remove loose skin tags and crusts by gently rubbing with 4x4 gauze 

flats. 
3. 	 Rinse with COPIUS amounts of water to remove foreign material. If feasible, allow 

running stream of luke warm water to pour over wound. 
4. 	 Do not use Vaseline, lanolin, or heavy ointments. 
5. 	 Cover with non-adherent gauze, applied loosely so air can enter. 
6. 	 Check date of last tetanus booster and refer to physician if has been over 10 years. 

Follow-Up: 
Repeat above processes at least daily, more often if necessary to keep wound clean. 
Parents should do this at home, but school nurse may need to monitor. 

Complications: 
1. 	 Infection: 

a. 	 Pus on abrasion itself, usually located under crusts 
b. 	 Cellulitis: Spreading red area immediately around the abrasion 
c. 	 Lymphangitis: Red streaks radiating out from abrasion 
d. 	 Regional lymph nodes enlarged: If abrasion on arm, nodes will be in axilla 

(armpit); if on leg, nodes will be in groin. 
2. 	 Scarring: 

a. 	 Minor abrasions: Scar very superficial, usually regains pigmentation and blends 
with surrounding skin. 

b. 	 Deep abrasions: Scar usually deeper and permanent. May require later 
management for cosmetic reasons. 

Management of Complications: 
1. 	 Antibiotic ointment may be applied at home. 
2. 	 Ifno improvement in ONE day, refer to physician. 
3. 	 For lymphangitis, refer to physician without delay. 
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ALLERGIC REACTIONS 


If a student is known to be highly allergic, there must be a written plan approved by the 
health care provider, which identifies the offending allergens (e.g., food, insect stings, 
pollens, medications) and the routine and emergency care needed at school. 

Physical Findings: 
1. 	 Allergic swelling: 

a. 	 Rapid, painless swelling of eyes, nose, lips, hands, or feet 
2. 	 Asthma: 

a. 	 During an attack, the student wheezes and breathes rapidly or with 
difficulty. 

b. 	 May be triggered by exercise, the presence of animal and/or flowers, or 
some material in the air, such as chalk dust or paint fumes. 

Management: 
1. 	 Allergic swelling: 

a. 	 Discontinue contact with offending cause, if known, as quickly as 
possible. 

b. 	 Call EMS immediately if there is any evidence of respiratory difficulty. 
c. 	 Notify the parent. 
d. 	 Reassure the student. Make comfortable. 
e. 	 Keep the student under supervision at all times. 

2. 	 Asthma: 
a. 	 Reassure the student. 
b. 	 Keep the student under supervision at all times. 
c. 	 Encourage student to sit quietly, breathe slowly and deeply in through the 

nose and out through the mouth. Offer fluids if able to swallow. 
d. 	 Give only medication specifically prescribed for the individual student. 

Refer to student's medication form. 
e. 	 If no relief after third inhaler use, notify parent and urge medical attention 

at once. If symptoms worsen after inhaler use, call 911. 
f. 	 Parent should always be notified of an asthma episode at school, either by 

phone or letter. 
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BITES: ANIMAL, INSECT, AND HUMAN 

Animal Bite: 

1. 	 Wash with copious amounts of soap and water. 
2. 	 Apply loose dressing and elevate extremity. 
3. 	 Refer to emergency room or private physician for evaluation of rabies post exposure 

prophylaxis. 
4. 	 Record date oflast tetanus booster. 
5. 	 Report to local authorities, health department, and/or police (animal control). 
6. 	 Topical antibiotics may be applied. 
7. 	 Need to contact Animal Control. 

Human Bite: 

1. 	 Highly susceptible to infection 
2. 	 Wash copiously with soap and water. 
3. 	 Refer to physician with date oflast tetanus booster. Tetanus booster is not necessary if 

last shot was within five years except in unusual circumstances. 
4. 	 Transmission of Hepatitis B, syphilis, AIDS, etc. must be considered. 

Insect Bite: 

1. 	 Remove the stinger, if still present, by scraping across surface with firm card or 
fingernail. Do not squeeze poison sack attached to end of the stinger. 

2. 	 Wash site with soap and water. Cover it. 
3. 	 Apply cold compress to relieve pain and minimize swelling. 
4. 	 In case of bee and wasp stings, question student about previous reactions and check 

health record. Administer medical care in accordance with the specific emergency plan 
for the individual student, especially if the student has a history of sting allergy. Notify 
parent of the incident immediately. 

5. 	 Observe the student for acute generalized allergic reaction (hives, swelling of various 
parts of body, difficulty in breathing, anaphylaxis) for period of2 hours. (See 
ALLERGIC REACTIONS). If such symptoms appear, call the rescue squad or 
ambulance immediately. 

6. 	 Keep skin clean to prevent infection. 
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---------------------

--------

Date: 
--~------------------

Dear Parent/Guardian, 

Today was stung by a bee at __ AM/PM on his/her 

while he/she was . At school we 

Many allergic reaptions have been repOlied with bee stings. Severe reactions usually 

occur within the first two hours. Watch for extreme itching, pain, hives, swelling, or 

difficulty breathing. lfhe/she shows any of these symptoms, call the paramedics or go to 

your nearest Emergency Room, even if the two hours has lapsed! 

It is nonnal for the area to be red, slightly swollen, and itch. You can apply ice for 

comfort, and there are some over-the-counter creams and lotions you may use for itching. Look 

for Benedryl or Caladryl as an ingredient in the lotion or cream, or ask a phannacist for 

assistance. If the swelling persists after 24 hours, a Wal111 pack (instead ofICE) would be more 

comfOliing. Encourage him/her to keep the area clean and to avoid scratching it. 

After 72 hours all swelling should be gone. For the next few days, you should look for 

signs of possible infection. The signs to look for include: redness, swelling, tenderness to the 

touch, warmth, pus, or a spongy or hard feeling to the touch. Please consult your health care 

provider if you note any signs of possible infection. 

Thank you, 

School Staff 
Contact #: 



BLEEDING 

Severe Bleeding: 
1. 	 Press firmly with a clean bandage to stop bleeding. 
2. 	 Elevate injured area above the level of the heart. Ifa fracture is suspected, gently 

support part and elevate as appropriate. 
3. 	 Bandage wound firmly without interfering with circulation to the body part. 
4. 	 Apply more dressing, if blood soaks through. DO NOT remove original pressure 

dressing. DO NOT use a tourniquet. Only trained personnel should make this 
decision. 

5. 	 Call EMS immediately and notify parents. 
6. 	 Keep injured student lying down and follow the procedure for management of 

shock. (See SHOCK) 
7. 	 Stay with student at all times. 
8. 	 Do not wash, rinse, scrub, or apply antiseptic to any part that has been severed or 

partially severed. 
9. 	 Place a severed part in a plastic bag and tie the bag. Place this closed bag with the 

severed part in a container of ice water. Send bag to the hospital with the student. 
DO NOT place amputated part directly on ice. 

10. A partially severed part should be splinted in a functional position and covered 
with a dry sterile dressing with coolant bags applied to the outside of the dressing. 

Vaginal Bleeding: 
1. 	 Ascertain if the problem is characteristic for the girl, if there has been any injury 

to the genital area, or if there is a possibility of pregnancy. (Any student old 
enough to be pregnant, might be pregnant.) 

2. 	 Keep her lying down and follow the procedure for management of shock if 
bleeding is continuous or extensive. (See SHOCK). DO NOT give foods or fluid 
by mouth. 

3. 	 Record temperature, pulse, and blood pressure (if equipment is available). Note 
time of onset and duration of bleeding. 

4. 	 Notify the parent/guardian and urge immediate medical consultation. Provide 
with above information (#3). 

5. 	 Call EMS, if indicated by severity of condition. 
6. 	 Save any expelled tissue for EMS. (See LABOR). 
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BOILS AND BLISTERS 


Boils or blisters may be caused by a mildly contagious infection, burn, or allergy of the 
skin. They may vary greatly in size, extent, and location. 

Management: 
1. 	 Send student home and urge parent to seek medical care if he/she feels sick or has 

much pain. 
2. 	 Do not break blisters or pick at boils and discourage student from the same. 
3. 	 Cleanse gently with soap and water. 
4. 	 Cover with a dry, sterile dressing. 
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BONE AND JOINT INJURIES 

Fractures, Dislocations (pain in one area, swelling, limited movement) 
1. 	 Obvious deformity usually means fracture or dislocation. If in doubt, mange as 

though it were a fracture. 
a. 	 DO NOT attempt to "set" or reduce the dislocation. 
b. 	 DO NOT allow student to put weight on or try to use the injured part. 

2. 	 Keep the student warm, quiet, and reassured in lying or sitting position. 
3. 	 Notify the parent. 
4. 	 Notify the rescue squad or ambulance to obtain immediate medical attention as 

appropriate. 
5. 	 Cover broken skin with a dry, sterile dressing. 
6. 	 Check for feeling, warmth, and color. 
7. 	 Immobilize injured extremity in the position found using a pillow, padded board, 

bubble wrap, or thick newspaper, with support above and below the injury site. 
Elevate gently, if possible. Apply ice pack to minimize swelling. 

8. 	 Do not give anything by mouth. 

Sprains (swelling, discoloration, limited movement) 
1. 	 DO NOT Allow student to put weight on or try to use injured part. 
2. 	 Elevate and support sprained area. 
3. 	 Apply an ice pack or cold compress immediately to minimize swelling. 
4. 	 Notify the parent regarding the first aid care given and suspicion of sprain. Urge 

medical consultation for assessment of extent of injury. 

Back or Neck Injury: DO NOT MOVE STUDENT (unless in immediate danger of 
further harm) 

1. 	 Keep in the original position found after injury. Immobilize neck: place rolled up 
towel/clothing on both sides of head so it will not move or support head by 
holding it in a face forward position. 

2. 	 Maintain open airway. (Record vital signs and neurological assessment, if 
trained). 

3. 	 Keep the student warm, quiet, and reassured. 
4. 	 Arrange for the rescue squad or ambulance to transport the student to the nearest 

hospital. 
5. 	 Notify the parent. 
6. 	 Do not given anything by mouth. 
7. 	 Stay with the student. 
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----------------Date: 
Dear Parent/Guardian, 

Today was ___________________________ 

_______ complains of pain in his/her left/right ankle/knee. Ankles and knees are 
frequently injured and should not be handled casually. Careless treatment can have lifelong 
consequences. In some cases damage can require surgical cOlTection. 

It is difficult to tell the difference between a sprained, stained or fracture without x-ray to 
verify the findings. At school we have treated the injury as a fracture. A fracture can not be 
diagnosed by the way it appears or the amount of pain they have, but until the symptoms are no 
longer present or he/she has been cleared by your health care provider we did not want to cause 
any filliher damage. 

The following suggestions may help you determine what to do for this injury: 
1. 	 Can he/she put weight on the knee/ankle? If there is some pain, but they can walk, 

you can probably rest assured he/she has a sprain. Ifhe/she is limping or cannot put 
any weight on the ankle/knee you should consult your health care provider for advice. 

2. 	 If he/she cannot move the ankle/knee with nonnal range of motion or the leg looks a 
different shape, you should consult your health care provider. 

3. 	 Ifthere is swelling you should consult your health care provider. 
4. 	 Pain and guarded movement are probably the best indications that fmiher medical 

attention is needed. 

The best treatment for any injury is the "RICE Treatment." 
1. 	 R is for REST... no nmning or jumping until the injury is healed 
2. 	 I is for ICE. .. decreases blood flow, swelling and pain. Do not put the ice directly on 

the skin and apply the ice for 20 minutes every two hour until the swelling is gone. 
3. 	 C is for COMPRESSION... you can wrap the knee/ankle for support and comfort. 

Check the circulation by taking the wrap off every 8-12 hour. 
4. 	 E is for ELEVATION... keep the ankle/knee elevated above the level of your heart 

to reduce swelling. 

Thank you, 

School Staff 
Contact #: 



BURNS 

Physical Findings: 
1. 	 First degree: 

a. 	 Begins with pain and redness as in minimal sunburn. 
b. 	 Later, slight to no peeling of skin. 

2. 	 Second degree: 
a. 	 Begins with pain, redness, and blisters as in moderate to severe sunburn. 
b. 	 Later, skin peels in large pieces, scarring only if secondary infection ensues. 

3. 	 Third degree: 
a. 	 Begins with little or no pain, with red, black, or white discoloration. Some 

unbroken blisters may be present. 
b. 	 Heals with moderate to severe scarring. 

Management: 
1. 	 General: Avoid Vaseline, butter, or other greasy ointments on burned areas. Avoid tight, 

air-excluding bandages. Check date of last tetanus booster. 
2. 	 First degree: Cool or ice compresses to relieve pain. No further treatment indicated. 
3. 	 Second degree: Cool compresses to relieve pain. Wash gently with water and dry. DO 

NOT break blisters. Apply non-sticking dressing that does not exclude air. 
4. 	 Third degree: Cover with clean or sterile dressing or sheet. Evacuate to emergency 

room. 

Follow-Up: 
1. 	 Change dressing daily (if this is not done at home) until danger of infection is past. 
2. 	 Observe for secondary infection. 

a. 	 May treat with bacitracin ointment at home if minor. 
b. 	 Refer to physician if large or ifno improvement after FIRST day of treatment. 

3. Observe for scarring, especially on flexor areas of arms, legs, and neck. 

Special Instructions: 
1. 	 Facial bums: refer to physician in all cases. 
2. 	 Chemical or electrical bums: Refer to physician in all cases. 
3. 	 Send date of last tetanus booster with all physician referrals. 
4. 	 Be alert to possible child abuse. Report to DSS if child abuse or neglect suspected. 
5. 	 Bums over more than one area or larger bums should be referred to physician for care. 
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CHOKING 


Complete Obstruction: 
1. 	 Physical findings: child is unable to breath; no air can be felt entering or leaving 

mouth. 
2. 	 If an object such as a piece of food is obstructing breathing: 

a. 	 Have person(s), especially those working in lunchroom, TRAINED to 
perform the Heimlich Maneuver. Perform a rapid series of upper 
abdominal thrusts or chest thrusts which produce forced expiration of air 
from the lungs ("Heimlich Maneuver") as follows: 

STANDING POSITION: 
1) 	 Stand behind the choking student and wrap your arms around 

his/her waist. 
2) Allow his/her head, arms, and upper torso to hang forward. 
3) Make a fist with one hand and grab it with the other. Place your 

fist against the student's abdomen, slightly above the navel and 
below the rib cage. 

4) Press your fist into the student's abdomen with a forceful upward 
thrust. Give up to 5 upward thrusts. 

5) Repeat #4 until object is coughed up or child begins to breathe. 

(Post charts illustrating this maneuver throughout the building, 
especially the lunchroom.) 

PRONE POSITION: 
If student becomes unconscious: 

1) Place himlher on hislher back. 
2) Kneel astride his/her hips with one hand on top of the other. 
3) Place the heel of the bottom hand on the abdomen, slightly above 

the navel and below the rib cage. 
4) Press into the student's abdomen with a forceful inward upward 

motion. Give up to 5 thrusts. 
5) Repeat #4 until object is coughed up or child begins to breathe. 

3. 	 On a small child this maneuver may be dangerous and should only be done by 
TRAINED persons. 

4. 	 Back slapping of the choking student may be tried as a second method, ifneeded. 
Place the student's head lower than the torso and slap sharply on back. A small 
child can be held by the legs upside down while attempting to dislodge 
obstruction. If object can be seen, attempt to remove it with finger. 

5. 	 Call rescue squad or ambulance if above procedures does not immediately work. 
6. 	 Notify parent. Student should have medical attention after obstruction is 


dislodged even if breathing seems normal. 
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CHOKING cont'd 
Page 2 .... 

Partial Obstruction: 
1. 	 Physical finding: child is coughing, crying, able to speak or air may be felt or 

heard coming from the mouth. 
2. 	 Do not attempt to dislodge or remove article. 
3. 	 Call EMS and notify parent. 
4. 	 Keep the student clam. 
5. 	 Remain with the student and watch for possible worsening symptoms. 
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COMMON COLD VERSUS ALLERGIC RHINITIS 

Physical Findings: 

ALLERGY 	 COLD 
1. 	 Nasal discharge remains watery. 1. Nasal discharge gradually thickens and crusts. 
2. 	 More sneezing. 2. Less sneezing. 
3. 	 Little or no cough. 3. Cough starts dry and becomes loose. Worse with exertion. 
4. 	 Comes and goes during entire season. 4. Duration 1-3 weeks. 
5. 	 Eyes usually red. 5. Eyes usually not red. 
6. 	 Fewer lymph nodes in neck. I 6. More neck nodes 
REMEMBER: Children with allergic rhinitis may also "catch a cold." 

Management: 
1. 	 LimIt exercise if cough is troublesome. Coordinate with PE teacher. 
2. 	 Exclude from school if student has fever or severe cough. 
3. 	 Educate about picking and blowing nose. 
4. 	 Encourage high fluid intake. 
5. 	 Encourage to eat but allow to set own limits. 
6. 	 Use vaporizer if necessary and feasible. 
7. 	 Do not use aspirin under age 18. 
8. 	 When giving Tylenol (if Medication Administration request from on file and current), 


follow package directions for dose based on weight. 

9. 	 Encourage frequent handwashing, especially after coughing or sneezing into hand or 


blowing nose into tissue. 


Follow-Up: 
1. 	 Refer to physician for complications: earache, vomiting, headache, loss of appetite, sore 


throat, etc. 

2. 	 See in clinic as necessary. 

Is It A Cold Or The Flu? 
SYMPTOMS COLD FLU 
Fever Rare 	 Characteristic High (102-104 F) Sudden 

onset; lasts 3-4 days. 
Headache Rare Prominent 
General aches and pains Slight Usual; often quite severe 
Fatigue and weakness Quite mild Extreme: can last 2-3 weeks 
Prostration (exhaustion) Never Early and prominent 
Runny, stuffy nose Common Sometimes 
Sneezing Usual Sometimes 
Sore throat Common Sometimes 
Chest discomfort, cough Mild to moderate; hacking Common: can become sever 

-_... _----
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Date: 

Dear Parent/Guardian, 

Cold and flu result in more absences in school age children than almost any other illness. 

Most colds and flu are caused by vimses. Viralinfe'ctions CaIU10t be helped by penicillin or 

other antibiotics. If the child has a fever or cannot do their class work they should not be in 

school. See your health care provider if the cold is accompanied by the signs of a bacterial 

infection, such as persistent cough or a cough that produces yellow or green phlegm, high fever 

(102 degrees or above), pain in the ears, sinus or chest, or severe sore throat. Bacterial infections 

can be treated with antibiotics. 

This is a list of suggestions that may be helpful for you if your child is suffering from 

cold or flu. 

• 	 Get plenty of rest. Ifhe/she is having difficulty breathing because of congestion, you 

can try having them sleep propped up with pillows. 

• 	 Drink plenty of fluids (hot or cold) 

• 	 Frequent hand washing to prevent the spread of germs. Dispose of tissues 

carefully. 

• 	 Clean contaminated household objects (i.e. phones and toys) frequently. Wash dishes 

in hot soapy water. 

• 	 Try to have your child keep his/her hands away from his/her face. 

• 	 Using a vaporizer or humidifier may help with congestion. 

• 	 Eat when hungry. 

• 	 Parents can consider using a decongestant, pain relievers or Vitamin C supplements 

to relieve the symptoms of colds and flu as directed by your health care provider or 

pham1acist. 

Thank you, 

School Staff 
Contact #: 



DENTAL EMERGENCIES 

Toothache: 
1. 	 Have student rinse vigorously with plain warm water. 
2. 	 Do not apply aspirin on the gum/tooth. 
3. 	 If swelling of the gum, jaw, or face occurs, apply a cold compress to the cheek. 
4. 	 Notify parent of student's discomfort and recommend immediate dental care. 

Bleeding: 

Prolonged or recurrent, after extraction of a tooth: 


1. 	 Place a sterile gauze pad on the extraction site and have the student gently bite on 
it for 30 minutes. 

2. 	 Replace soaked gauze pads as necessary. 
3. 	 Hold head forward so students will not swallow blood. 
4. 	 Notify the parent to seek dental care if bleeding persists over one hour or sooner if 

bleeding appears excessive. 

Oral Injuries: 
1. 	 Knocked-out tooth: 

a. 	 Have the student rinse mouth gently with warm water. 
b. 	 Find the tooth. Handle only by top, not root portion. Gently rinse dirt and 

debris from tooth and replace in socket. Encourage student to bite down 
gently. 

c. 	 If unable to replace tooth in socket, preserve by putting tooth in container 
of fresh, cool mille Time is critical. 

d. 	 Teeth replaced within two hours have a good prognosis; after two hours 
the prognosis is poor. 

e. 	 Notify the parent to obtain immediate dental care. 

Fractured Jaw: 
1. 	 Immobilize the jaw by placing a scarf, handkerchief, tie, or towel under the chin, 

tying the ends on top of the child's head. 
2. 	 Keep the student warm, quit, and reassured in lying or sitting position. 
3. 	 Do not give anything by mouth. 
4. 	 Notify the parent to obtain immediate dental care. 

Orthodontic Emergencies: 
1. 	 Protruding wire from a brace causing discomfort can be relieved by encouraging 

student to use wax obtained from dental specialist on end of wires. 
2. 	 If no wax available student must obtain orthodontic care same day. 
3. 	 If wires are out of place or have snapped notify parent immediately so that an 

appointment can be made to rectify the problem as soon as possible. 

Bitten Lip or Tongue: 
1. 	 Apply direct pressure to the bleeding area with a sterile gauze pad. 
2. 	 If the lip is swollen, apply a cold compress. 
3. 	 Obtain emergency medical care if bleeding persists or if the bite is severe. 
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Date: 
Dear Parent/Guardian, 

_______ came to my office today with a tooth ache. This is not the first time 

this has occurred. I found . Tooth 

ache can be an indication of many different problems. Dental health is often taken for granted. If 

a tooth becomes infected it can not only be very painful it can also be a significant health 

problem. Infected teeth can lead to loss of the tooth, as well as facial and even brain abscess. I 

am writing to you because he/she has been to my office __ times with this complaint and I 

would like you to know what we have noticed at school. If you have any questions or concerns 

please do not hesitate to call. I suggest you contact your dentist immediately. 

Thank you, 

School Staff 
Contact #: 



Date: 

Dear Parent/Guardian, 

I saw in my office today because he/she injured his/her tooth. This 

did not result in a broken or displaced tooth, but I feel it is important that you are aware of the 

injury. Primary and permanent teeth can be loosened by minor trauma. The tooth appears stable 

in the socket (moves less than 2 millimeters). He/she should avoid biting hard foods such as 

fresh carrot or apple until all pain is gone. He/she should see a dentist as soon as possible. 

Thanks, 

School Staff 
Contact #: 



-------

Date: 
Dear Parent/Guardian, 

I saw in my office today with a fractured tooth (broken 

or chipped tooth). We dol do not have the fragment or chips of his/her tooth. The chips should 

be handled by the enamel only and taken with him/her to the dentist immediately. 

Thanks, 

School Staff 
Contact #: 



Date: 

Dear Parent/Guardian, 

I saw in my office today with a fractured tooth (broken or chipped 

tooth). Because we see a bleeding site or a pink or red dot on the surface of the frachlre we 

suspect involvement of the pulp, the inside of the tooth. When pulp exposure occurs, the blood 

supply is compromised and the risk of bacterial infection increases significantly. Pulp exposure 

can be quite painful. We dol do not have the fragment(s) ofhis/her tooth. The chips should be 

handled by the enamel (white covering) only and taken with him/her to the dentist. Pulp 

exposure requires immediate dental attention. 

Thanks, 

School Staff 
Contact #: 



Date: __________ 

Dear Parent/Guardian, 

I saw in my office today for what appears to be a tooth that is patiially 

displaced and appears longer than the other teeth (luxation). Because emergency dental care was 

not available, with a gloved hand, I tried to move the tooth into it's nom1al position. He/she 

did/did not experience significant pain. (If significant pain is elicited, the tooth should not be 

forced.) All injuries of this nature require immediate dental referral. Because of all the stmcture 

involved, damage from these types of injuries may occur several years later even with 

appropriate care 

Thanks, 

School Staff 
Contact #: -------,----

9 



------------

-------

Date: ________________________ 

Dear Parent/Guardian, 

I saw in my office today for what appears to be a partial luxation 

(a tooth that is partially displaced and appears longer than the other teeth and moved to one 

side). In paliialluxation the root tip maybe forced through the bone (alveolar process) and the 

displaced, fractured alveolar plate. All injuries of this nature require immediate dental attention. 

Damage from these types of i~uries may occur several years later even with appropriate care. 

Thanks, 

School Staff 
Contact #: 



------

Date: __________ 

Dear Parent/Guardian, 

I saw in my office today for what appears to be an intruded tooth (a 

tooth that is forced into the gum and appears shorter than the other teeth). Intmsion frequently 

causes more damage to the preiodontalligament (which is what holds the teeth to the bone), pulp 

(the inside of the tooth), and alveolar bone, requiring more complicated management and 

resulting in a potentially higher incidence of complications. All injuries of this nature require an 

immediate dental attention. Damage from these types of injuries may occur several years later 

even with appropriate care. 

Thanks, 

School Staff 
Contact #: 



------

Date: 

Dear Parent/Guardian, 

I saw in my office today and it appears his/her tooth was knocked 

out (avulsed). We do/do not have the tooth. This type of injury often involves nerve, bone, and 

ligament damage. Because time is of the essence when dealing with an avulsed tooth, every 

minute that passes more cells die. The length of time the tooth is out of the socket is directly 

related to the failure or success of the tooth to reattach to the alveolar bone without root damage. 

The tooth was re-implanted after __ minutes. (Note you should not attempt to re-implant a 

tooth on a student with a compromised immune system) I handled the tooth with gloved hands, 

by touching only the crown. requires immediate dental attention. 

Chooses one of three alternative plans for an avulsed tooth: 

I gently rinsed the tooth in a bowl of tap water (not placed under nmning water), the 

tooth was not scrubbed or scrapped, and it was inserted it into its socket in the right direction. 

Once the tooth was in place I had him/her gently bite down 0 a piece of gauze. Re-implantation 

within 30 minutes provides the best outcome. After two hours, the chances of successful re

implantation are slim. 

OR 

I was unable to re-implant because of addition trauma, safety concerns, fear, or pain. I 

placed the tooth in a container of milk or Hank's Balanced Salt Solution (H.B.S.S.) so that it 

could be transpOlied to the dentist with him. Re-implantation within 30 minutes provides the best 

outcome. After two hours, the chances of successful re-implantation are slim. 

OR 

I was unable to re-implant because of addition trauma, safety concerns, fear, or pain. I 

had himlher hold the tooth in his mouth so that it could be transported to the dentist with him and 

not become dried out. Re-implantation within 30 minutes provides the best outcome. After two 

hours, the chances of successful re-implantation are slim. 

Thank you, 

School Staff 
Contact #: 



DIABETES 

1. 	 A student with diabetes should be known to the staff and should have available an 
individual health and emergency action plan approved by parent and health care 
provider. 

2. 	 Every known student with diabetes should wear some type of medical alert 
identification 

3. 	 If having signs of insulin reaction such as paleness, sweating, trembling, or 
shakiness, headache, feeling of faintness, unusual hunger, nausea, blurring of 
vision, confusion, or peculiar behavior student may be treated immediately by 
giving fruit juice, sugar or cake icing, according to individual emergency action 
plan. 

4. 	 Notify parent and record action taken by school personnel. 
5. 	 Call EMS immediately if symptoms are not relieved within 10 minutes or if 

individual becomes unconscious/has a seizurelis unable to spealc. 
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DRUG OVERDOSE 

Establish the student's state of consciousness and do not leave unattended. If 
response to external stimuli is significantly decreased or absent: 

1. 	 Call EMS immediately for transportation to the nearest hospital. 
2. 	 Notify parent of action taken. If parent unavailable, notify designated responsible 

party or family health care provider. 
3. 	 Do not induce vomiting. 
4. 	 Record vital signs. Maintain airway 
5. 	 Inform principal of action taken; describe symptoms, MAKE NO DIAGNOSIS. 

For a student who demonstrates abnormal behavior and/or is unable to function 
normally in a classroom situation, but whose vital signs are not indicative of any 
immediate danger: 

1. 	 Record vital signs at least every 15 minutes. 
2. 	 Notify the principal, and if alone, request assistance of another adult. 
3. 	 Make every effort to notify the parent and recommend appropriate medical care. 
4. 	 Refer to the principal or designee for follow-up decisions, if parent is unavailable. 
5. 	 Call EMS if vital signs/condition deteriorates. 

Reporting to the police is the responsibility solely of the principal of the school. 

~tt1 	 t\,'"
Physician's Signature 	 Date 



EARS 

Earache: 
1. 	 Physical findings: pain in the ear or a feeling of fullness (usually due to infection) 
2. 	 Management: 

a. 	 Take temperature. If elevated, notify parent and urge prompt medical 
care. 

b. 	 Apply a warm moist washcloth or covered hot water bag filled with warm 
water to the ear until parent arrives. Give no other treatment. 

Discharge: 
1. 	 Physical findings: itching and blood or pus draining from the ear, with or without 

pain (usually indicates serious infection or injury) 
2. 	 Management: 

a. 	 Notify the parent and urge prompt medical care. 
b. 	 Do not attempt to clean the ears. 
c. 	 Allow free drainage. Do not use cotton plugs in ears. 

Foreign Bodies: 
1. 	 Do not remove if not easily dislodged. 
2. 	 Notify the parent and urge removal of the object by a health care provider. 

Live Insect In The Ear: 
1. 	 May shine light in to ear to attract insect. Do not attempt to remove unless in 

outer ear area. 
2. 	 Contact the parent and urge medical care if insect remains in ear. 

Ear Injuries: 
1. 	 Raise student's head if appropriate. 
2. 	 Apply dressing. 
3. 	 Save any tom or detached part of the ear. 
4. 	 Place ear tissue in plastic bag and put bag on ice. Transport with student. 
5. 	 Notify parent and call rescue squad or ambulance, if appropriate, to transport 

student to nearest hospital. 
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--------

Date: ___________ 

Dear Parent/Guardian, 

__________ came to my office today complaining ofhislher ear hurting. 

In looking at his/her ear I suspect that he/she may have an ear infection. An ear infection often 

begins with a cold. The middle ear (the area behind the ear dmm that contain the bones for 

hearing) fills up with fluid or mucus. Normally, the mucus drains into the back of the throat 

through a tube that connects the ear to the throat called the Eustachian Tube. The Eustachian 

Tube in children is very small and often gets clogged, preventing the mucus from draining. 

Bacteria travels up the tube to the middle ear and start to grow causing an ear infection. I 

recommend that you contact your clinic or health care provider for treatment. 

Signs of an ear infection: 

• Pain in the ear 

• It mayor may not be accompanied with a fever 

• Any ear drainage can indicate and infection or mptured ear dmm. 

If left untreated an ear infection can contribute to hearing loss. 

Thank you, 

School Staff 
Contact #: 



ECZEMA 

Physical Findings: 
1. 	 Acute: Itchy, moist, weepy, red, generalized rash, usually on front of elbows, back of 

knees, face, and neck. 
2. 	 Chronic: Same locations, but usually dry and scaly. May be red or depigmented. May 

also be on upper or lower eyelids. 

Management: 
1. 	 Mild cases may be treated in school setting; refer to physician if severe. 
2. 	 Acute: Moist cold or hot compresses to relieve itching (this treatment should only be 

used as a short term remedy only, no longer than 1 day). DO NOT put powders, lotions, 
or ointments on weepy skin. 

3. 	 Chronic: If dry, plain Lubriderm or Eucerin should be applied at home. 
4. 	 Apply Bacitracin ointment at home for secondary infection. 
5. 	 Oral antihistamines are usually not helpful but may relieve itching (if medication 

administration request form on file). 
6. 	 Topical hydrocortisone 1 % can also be applied to area twice a day at home to relieve it. 

Follow-up: 
1. 	 Secondary infection is common, especially in younger children who scratch more. 
2. 	 Secondary infection usually resembles impetigo at edges of eczema, isolated circular 

crusts with moist or dried pus underneath. 
3. 	 Watch for cellulitis or lymphangitis. 
4. 	 Observe flare-ups for possible relationships to foods, clothing or other environmental 

factors (dust, etc.) 
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------

Date: 

Dear Parent/Guardian, 

came to the office today with a red, itchy, scaling rash 

with/without oozing and cmsting. Skin rashes can often be an allergy, but can also be a 

symptom of other diseases. They can be something that lasts a long time or can go away 

quickly. It can be caused by exposure to irritants from the weather, from clothing, or 

from the foods eaten. Eczema is a skin condition that is characterized by dry, itching skin 

that can come and go. There may be patches anywhere on the skin, but common places 

are on the amlS and legs. The skin can become very raw and painful. This is not a 

contagious disease, but often there is a family history of similar problems. 

Your health care provider should be consulted for diagnosis as this can be 

difficult to differentiate from other skin disorders. Treatment is focused on the relief of 

the symptom. Anything that aggravates the symptoms or dries the skin should be avoided 

whenever possible. Frequent bathing or long hot showers can contribute to the problem. 

You can try taking shorter baths and showers and reducing the use of soap. Other 

possible allergies, including foods and irritants such as wool and lanolin should be 

avoided. Temperature changes, stress, or sweating can also aggravate the condition. 

You can try treating the skin with soothing lotions. A steroid cream applied to the 

area may be used to soothe scaly, dry areas. Ointments that contain tar cream may add 

the lubrication desired. 

Because the dry skin tends to crack and itch, infections can develop. Call for an 

appointment with your health care provider if the symptoms persist despite treatment and 

avoidance of allergens, or if signs of infection, such as fever, redness or pain around a 

lesion occur. 

Thank you, 

School Staff 

Contact #: 
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EYES 

Particle In The Eye: 
1. 	 Prevent the student from rubbing the eye. 
2. 	 If necessary, lay student down and tip head toward affected side. Gently pour tap 

water over the open eye to flush out the particle. 
3 . 	 Avoid squeezing the eyelids together. 
4. 	 Notify the parent and urge immediate medical care if appropriate. 

Chemical In The Eye: 
1. 	 Flush immediately with large quantities of clean water and continue flushing for 

20-30 minutes. Students may be instructed to hold face under faucet with eye 
open. Let the water run over the eye with head tipped so water washes eye from 
nose out to side of face. 

2. 	 Notify the parent and urge immediate medical care. Chemicals in the eye must be 
seen by a physician for further care. If the eye has a burn, call EMS. 

3. 	 Reassure the student and keep flushing with water for 20-30 minutes. Have 
someone else call the poison control center for instructions about the chemical. 

4. 	 Immobilize eye by covering with dry CONVEX dressing. If possible, cover both 
eyes. 

Other Eye Injury: 
1. 	 Treat an ordinary "black eye" or minor eye injury with cold compresses for 5-10 

minutes and notify the parent. Do not use ice bag. Encourage medical attention 
immediately if there is an interruption of vision such as blurring or double vision, 
tearing, or severe pain behind the eye. If an object hit the eye at high speed, 
medical attention must be secured. 

2. 	 For penetrating or extensive eye injury, call EMS and transport student to the 
nearest emergency room by stretcher with head immobilized. Do not remove an 
object that has penetrated the eye. 

3. 	 Cover affected eye with CONVEX pad/paper cup or something to prevent 
touching the eye or pu1iing pressure on the eye. 

-~ (1, \'\ 
Physician's Signature 	 Date 



FAINTING 

Physical Findings: 
1. 	 Sudden loss of consciousness lasting no more than a few seconds. 
2. 	 May be caused by nervousness, sight of blood, emotional shock, pain, injury, 

seizure, cardiac irregularity and sometimes illness. 
3. 	 Symptoms include; loss of facial color, shallow breathing, a slow and weak pulse, 

and short periods of unconsciousness. 

If a student fails to recover consciousness immediately, treat as a medical emergency 
and notify the parent and EMS. 

Prevention: (If student feels faint) 
1. 	 Have a student lie down or lower the head between the knees. 
2. 	 Wipe the face with a cold wet cloth. 

Management: (Most students who faint will recover quicldy when lying down) 
1. 	 Keep the student in a flat position. 
2. 	 Elevate feet. 
3. 	 Loosen tight clothing around the neck and waist. 
4. 	 Dismiss bystanders. 
5. 	 Keep the student lying down with feet elevated until fully recovered and skin 

color retums to normal. 
6. 	 While recovering, observe student carefully. Keep airway clear and check for 

breathing. Keep student warm but not hot. Give nothing by mouth. 
7. 	 Reassure student when he/she regains consciousness. 
8. 	 Be sure the student has fully regained consciousness and that there is no danger of 

neck injury. Then once feeling better, he/she may be moved to a quite private 
area. 

9. 	 Notify parents. 

If unsure whether fainting is due to an injury or if injury as a result of fainting, treat as a 
possible neck injury. DO NOT move student. Call EMS as indicated. 

<711-. Ih} t, 

Physician's Signature 	 Date 



FEVER 

Although variations occur, an elevation of the body's temperature to 100.5 degrees 
Fahrenheit (37.7C) or above is generally considered a fever and a possible signs of 
illness. Therefore, parent/guardian should be contacted to take student home under the 
following conditions: 

1. 	 Temperature of 100.5 degrees or higher. 
2. 	 Temperature of 100 degrees orhigher when accompanied by other indicators of 

beginning illness, such as: 

Known exposure to a communicable illness. 

Extreme malaise. 

Headache. 

Nausea, vomiting and/or abdominal pain. 

Symptoms of upper respiratory infection. 
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HEAD INJURY 


Classification: 
1. 	 Trauma to scalp: laceration, bruise, abrasion 
2. 	 Trauma to bony skull: fracture 
3. 	 Trauma to brain: concussion, contusion, laceration 

Physical Findings: 
1. 	 Scalp injury: 

a. 	 Abrasion (see protocol) 
b. 	 Laceration: More bleeding than similar cut on other parts of body because skin 

over the scalp has a larger blood supply. 
c. 	 Bruise: Causes mildly painful swelling (synonyms: pump-knot, goose-egg). 

Edges may feel depressed, but it is not to be mistaken for the depressed skull 
fracture described below. 

d. 	 In all these conditions, there is no disturbance of consciousness unless there is 
accompanying injury to brain. 

2. 	 Skull fracture: 
a. 	 Non-displaced linear fracture: No symptoms except pain unless base (bottom) of 

skull is fractured. X -ray required for diagnosis. Basal skull fracture usually 
associated with severe injury, which almost always produced disturbance of 
consciousness or leakage of blood or spinal fluid from mouth, nose, or ear(s). 

b. 	 Depressed skull fracture: Due to fragment or large piece of bone pressing down 
on brain as a result of trauma. Usually cannot be felt by palpation and requires X
ray for diagnosis. 

3. 	 Brain injury - Concussion: 
a. 	 State of consciousness: Classify the injury as mild, moderate, or severe by the 

following criteria: 
1) Mild: Momentary clouding of consciousness or memory lapse (seeing 

stars, ringing bells) and then apparent normality. 
2) 	 Moderate: Brief period of unconsciousness or memory loss, short period 

of unusual behavior. Requires 15-30 minutes to return to normal. 
Interview student to check for post-tramnatic amnesia, which has the 
same significance as retrograde amnesia. 

3) 	 Severe: Deeper loss of consciousness lasting 1-2 minutes or longer, 
vomiting, fast or slow pulse, irregular breathing, neurological signs such 
as irregular pupils of the eye, seizure, unilateral weakness, abnormal 
reflexes, etc. 

b. 	 Vomiting 
c. 	 Unequal size of the pupils of the eyes 
d. 	 Unusually rapid or slow pulse rate 

4. 	 More sever brain injury (contusion, laceration, subdural or epidural hematoma): 
a. Usually accompanied by moderate to severe loss of consciousness. 
b. Watch for delayed or second episode of unconsciousness after apparently 

awalcening from first. May be seen in subdural or epidural hematoma. 
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HEAD INJURY cont'd 
Page 2 .... 

Management: 
1. 	 Scalp injury: 

a. 	 Abrasion: Wash with soap and water. Hold pressure with 4x4 gauze or other 
clean cloth until bleeding stops. Dressing is usually not necessary. 

b. 	 Laceration: Same as abrasion but apply pressure longer to make sure bleeding 
stops (see laceration protocol). 

c. 	 Bruise: Ice to relieve pain. DO NOT apply pressure. Prognosis excellent ifno 
sign of brain injury. 

2. 	 Skull fracture: If suspected, refer to physician for evaluation. 
a. 	 Linear: Limitation of activity as directed by physician. 
b. 	 Basal: Refer to medical facility. 
c. 	 Depressed: If fragment is significantly depressed with encroachment on brain, 

surgery may be required to elevate bony segment. 
3. 	 Brain injury - Concussion: 

a. 	 If any of the Brain Injury signs listed above are present, the child should be 
referred to a physician or emergency room immediately. 

b. 	 If all findings are normal, have the student rest for 15-30 minutes, the length of 
time depending on the severity of the head injury and appearance of the child, 
and then allow child to return to class. 

c. 	 Ask the teacher to give you a report on the child's status in one hour. 

Follow-Up: 
1. 	 Scalp injury: 

a. 	 Check site of injury for 1-2 days. 
b. 	 Watch for pyogenic granuloma, a low-grade infection due to hair and blood clot 

forming a small matted nodule that will not heal. Requires a doctor clipping the 
hair, gently rubbing off granuloma with soapy gauze, and applying antibiotic 
ointment. 

c. 	 "Goose-egg" needs no treatment; if disappears in 3-7 days. 
2. 	 Skull fracture: No follow-up required. 
3. 	 Brain injury: 

a. 	 Liaison with PE teacher, coach and child's physician. The child should be cleared by 
a physician before returning to PElathletics. 

b. 	 Check child at the end of school day. 
c. 	 Notify parents by phone and in writing of what happened and what to watch for. 

While the child is being observed, if the symptoms are to any degree more than the 
bare minimum, the school nurse should insist that parents get follow-up instruction 
from a physician. 

d. 	 Alert teacher to watch for irritability, headaches, poor concentration, decreased 
academic ability. 

Parents must be notified of all head injuries! 
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Date: 

Dear Parent/Guardian, 
Your child today. 

When a students falls and hurts their head we are always concerned about possible 
complications. Head injuries can be serious and need careful consideration. 

At school we 
Here are some guidelines you need to follow after a head injury. Further medical 

attention should be sought for: 
1. 	 Severe headache, continuing or worsening headache. Headache that lasts over one 

hour. Headache that is severe enough to interfere with activity or nonna1 sleep. 
2. 	 Unusual irritability, excessive drowsiness, or other definite change in behavior. You 

may allow the child to sleep after the injury, but check every two hours to see 
whether the child can be aroused and answer the questions as described below. 

3. 	 Unable to tell his/her name, where he/she is, and or what the situation is. 
4. 	 SlulTed speech 
5. 	 Changes in ability to see hear, such as he/she complains of seeing double or eyes do 

not appear to be moving well together. 
6. 	 The pupils (the black centers of the eyes) should be the same size and should get 

smaller iflight is shined into the eyes. The pupils will be larger in darker places and 
smaller if in direct light. The size of the pupils is not important as long as the pupils 
are equal size and get smaller when light is shined into the eye. 

7. 	 Vomiting occurs more than two times or is "projectile" in nature. 
8. 	 Unusual feelings such as numbness, tingling, and weakness are noted in the arn1S. 
9. 	 Dizziness and/or loss of balance. 
10. Drainage or bleeding from the nose or ears. This drainage can be bloody or clear. 
11. Pale color that does not return to nonnal within a few minutes. 
12. Convulsion seizure. 
13. Loss of consciousness. 

Thank you, 

School Staff 
Contact #: 



------

Date: ________ 

Dear Parent/Guardian, 
There is a case of head lice repOlied in your child's classroom. Please be sure to 

check your student for signs of head lice. 

INSTRUCTIONS: 
1. 	 Don't panic! 
2. 	 Check your child for signs of head lice which are the presence of bugs or the 

eggs they lay in your hair. The bugs are brownish, small flat, wingless insects 
that are about as big as a sesame seed when fully grown. They do not jump or 
fly and can live only on a person, never on pets. The eggs, or nits, are small, 
gray-white, and tear-shaped. The nits are filmly attached to the hair shaft and 
cannot be moved easily. The insect bites you very much like a mosquito and 
the person usually complains of itching. 

3. 	 Lice are easily transmitted for one person to another. Remind your child that 
lice are spread from person to person. Lice or their eggs can get on the rug or 
couch and then crawl or cling to another person, or they can "hitch" a ride on 
a shared comb, hat, or personal item. 

4. 	 If you discover lice: 
a. Use a lice shampoo, lotion or gel as directed on the label. 
b. Remove all the lice and nits (eggs) with a fine tooth comb or 

fingernails. 
c. Put on clean clothes. Wash all clothes and bedding. Don't forget coats 

and combs. 
d. Vacuum all carpets well. Vacuum every day for at least the next 10 

days. Don't forget to vacuum the car as well. 
e. Check your child's hair DAILY for re-infestation. Most treatments 

recommend a repeat treatment in 7-10 days. If eggs are left in the hair 
they can start hatching at any time. An egg takes about 10 days to fully 
mature and hatch. Each louse lays many eggs every day. 

f. Items that cannot be washed should be placed in an ahiight plastic bag 
for two weeks. 

5. 	 Please notify the school if your student has head lice. Transylvania County 
School System has a "no nit" policy therefore your student must have a note 
from a physician or the Health Department stating that they have been cleared 
to return to school. 

Thank you, 

School Staff 
Contact #: 



HEAT EXHAUSTION AND HEAT STROKE 

Heat Exhaustion: 
1. Physical findings: pale, clammy skin, profuse perspiration, headache, dizziness 

weakness, fatigue, nausea, muscle cramps, confusion loss of consciousness 
2. 	 Management: 

a. 	 Move student to cooler, shaded environment. 
b. 	 Have student lie down with feet elevated. (Record vital signs if possible.) 
c. 	 Loosen clothing. 
d. 	 Sponge face, neck, and arms with cool water. 
e. 	 Notify parent and urge medical care. 
f. 	 Give clear fluids such as watert7-Up, or Gatorade frequently in small 

amounts. 
g. 	 Stop giving fluids by mouth if vomiting occurs. Call rescue squad or 

ambulance. 

Heat Stroke: 
1. 	 Physical findings: high body temperature, hot, dry, red skin, and rapid, strong 

pulse. Student may lose consciousness. THIS IS AN IMMEDIATE LIFE
THREATENING SITUATION. 

2. 	 Management: 
a. 	 Move student to cooler, shaded environment. Record vital signs (if 

possible). 
b. 	 Have student lie down. 
c. 	 Call EMS and notify parent immediately. 
d. 	 Remove student's clothing as appropriate and repeatedly sponge with cool 

water until EMS arrives. 
e. 	 If student has loss of consciousness, cool rapidly by completely wetting 

clothing with room temperature water. DO NOT use ice water. 
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IMPETIGO 

Physical Findings: 
1. 	 Primary lesion is a vesicle that rapidly becomes pustular. 
2. 	 Honey-colored, loosely adherent crusts. 
3. 	 May have wet or crusted pustules. 
4. 	 Most frequently found on fingers and face but may be anywhere on body. 
5. 	 Itching. 
6. 	 Contagious on direct or secondary contact. 
7. 	 Deeper lesions with thick adherent crusts called ECTHYMA. 

Management: 
1. 	 Bacteria live UNDER the crusts. 
2. 	 Sores may heal with specific care at home. Areas should be washed with 

antibacterial soap and water several times each day to remove crusts, and apply 
antibiotic ointment. 

3. 	 Cover with loose dressing or band-aid. May attend school if areas are covered 
with a loose dressing or band-aid. 

4. 	 May require oral antibiotics. 
5.. Refer to physician if not improving with topical treatment at home after 48 hours, 

if worsens or associated with systemic symptoms such as fever, lethargy. 
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-------

Date: ___________ 

Dear Parent/Guardian, 

Today I saw in the office for a sore on ______________ 

I suspect he/she may have impetigo. Impetigo is a highly contagious skin infection which begins 

as a scratch or superficial lesion. It starts as discolored spots ofvarious sizes and shapes. Then 

small blisters form and break open. The fluid that drains from the blisters spreads the infection 

to the area sUlTounding the sore. The infection is spread by touching the sores or the fluid. 

These sores form yellow and honey colored crusts and scabs. The tissue around the sores is red. 

Impetigo is often seen on hands) face or lower legs, but can be found on other areas ofthe 

body. 

Impetigo is often a symptom of a systemic strep/staph infection and the family health 

care provider should be consulted for treatment. The usual treatment can include antibiotics 

taken by mouth for large areas and antibiotic ointment for small areas. The child needs to be on 

the treatment for 24 hours before returning to school. The health care provider might also 

direct the parent to soak the crusts with warm water compresses and apply an over the counter 

antibiotic ointment to the sores (Neosporin, Bacitracin or Polysporin). Do not cover the sore 

with a bandaid. 

The child should avoid scratching the sores. Fingel11ails should be kept short and careful 

hand washing to avoid spreading the infection. The child shouldnot share his wash cloth, towel, 

or drinking glass with others in the family. Impetigo is easily spread to other family members. 

If the impetigo lesions show no improvement in 2 to 3 days, or seems to be spreading or 

ifyour child runs a temperature of 101 degrees or more, call your health care provider again. 

Thank you, 

School Staff 

Contact #: 



LACERATIONS - CUTS 

Management: 
1. 	 Cuts which are clean, straight, less than W' long, with edges separated less than 

1/8": 
a. 	 Apply finn pressure until bleeding stops. 
b. 	 Clean thoroughly with soap and copious water rinse. 
c. 	 Dry. 
d. 	 Apply plain or butterfly dressing. 

2. 	 Cuts which are contaminated, longer or wider than above, or located on face or 
flexor surface (knee or elbow): 

a. 	 Apply film pressure until bleeding stops. 
b. 	 Refer to physician for wound care and to detennine if tetanus booster is 

necessary. 
3. 	 Cuts on scalp bleed more due to large blood supply. 

a. 	 Apply finn pressure until bleeding stops. 
b. 	 Wash gently with soapy gauze. 
c. 	 Dry. 

Follow-Up: (Instruct parent to) 
1. 	 Change bandage as needed. 
2. 	 Observe for appearance of pus, cellulites, or lymphangitis. 
3. 	 If there are sutures, watch for swelling which causes tension on sutures. Infection 

is more likely with black silk than nylon sutures. Infection first appears as a tiny 
red circle around each stitch. 

4. 	 With parental or physician pennission, wash with soap and water as necessary to 
keep clean. 

Notify the parent and urge immediate medical care, if the wound is large, 
deep/gaping or bleeding freely. Remind BOTH student and parent to watch for 
signs of infection. 
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NOSEBLEED 

Management: 
1. 	 Swallowing excess blood can cause vomiting. It is better to have child lean 

forward rather than hold head back with chin up (if necessary, may lie on side 
with head elevated on a pillow). 

2. 	 Encourage mouth breathing. Discourage nose blowing, repeated wiping or 
rubbing. 

3. 	 Assist the student to press both nostrils firmly and persistently against the middle 
partition of the nose (nasal septum) with head slightly forward for at least five to 
ten minutes to allow a clot to form. 

4. 	 If blood flowing freely, apply uninterrupted pressure for fifteen minutes and apply 
light ice pack to nose. 

5. 	 Notify the parent and advise immediate medical consultation if blood is still 
flowing freely after applying uninterrupted pressure for fifteen minutes and 
applying ice. 

Follow-Up: 
1. 	 Restrict excessive physical exertion remainder of that day only, especially if it is 

hot and sunny. 
2. 	 Watch for evidence of bleeding in other parts of the body: urine or spontaneous 

appearance of ecchymoses (purplish areas) under skin; refer to physician. 
3. 	 Repeated nosebleeds; refer to physician. 
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ONSET OF LABOR 

Physical Findings: 
1. 	 May occur at any time during pregnancy. 
2. 	 Should be considered if the individual complains of bloody or watery vaginal 

discharge, cramping abdominal pains, inordinate low back pain, or ruptured bag 
ofwaters. 

Management: 
1. 	 Give reassurance and remain with the individual. Advise rest. 
2. 	 Notify the health care provider or hospital where the individual is registered, and 

follow advice given. 
3. 	 Notify parent/legal guardian. 
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PAIN 


Abdominal Pain (not associated with an injury): 
1. 	 Have the student lie down and offer reassurance. 
2. 	 Determine the character, location, and history ofthe pain. 
3. 	 Do not give anything by mouth. 
4. 	 Notify the parent and urge medical consultation if: 

a. 	 the pain is unusual and/or umemitting, 
b. 	 temperature is elevated (100.5 or higher). 

Headache: 
1. 	 Determine if student has sustained any blow to head recently. (If yes, see HEAD 

INJURY). 
2. 	 Have the student lie down in a darkened, quit room, and offer reassurance. A cold 

compress may be applied to head if desired. Record temperature. 
3. 	 Notify the parent if headache persists or temperature is elevated above 100 

degrees. 
4. 	 Urge medical consultation if the: 

a. 	 headache is persistent and unusually severe, 
b. 	 headache is accompanied by other symptoms. (vomiting/fever/blurred 

vision! dizziness) 
5. lfthe student is known to have migraine headaches, follow student's existing 

emergency plan as previously determined by his/her healthcare provider. 

Menstrual Cramps: 
1. 	 Ascertain whether this episode is typical or whether there are any special 


contributory factors, such as birth control devices. 

2. 	 For mild cramps, encourage the student to continue regular school activities. 
3. 	 Have the student lie down if the pain persists (sometimes a period of quiet rest 

will provide relief). 
4. 	 Treat as abdominal pain above. DO NOT give medication unless previously 

authorized. 
5. 	 Notify the parent and urge medical consultation if: 

a. 	 the period is unusual as to the amount of flow, odor, or color. 
b. 	 the pain is unusually severe, persistent, or incapacitating. 

6. 	 Provide support. 

1~-	 ( \I\t, 

Physician'S Signature 	 Date 



---------------------

------------------

-------------------------------------------------------------

-------------

Date: 

Dear Parent/Guardian, 

came to my office today with a head ache. This is not the first 

time this has occurred and it does not seem to be associated with illness or the flu. I have tried to 

see ifthere was any pattem to this complaint and found ____________________________ 

.lli~ 

ache can be an indication of many different problems. School can increase anxiety and fears for 

students that can contribute to headache. Headache can also be associated with many other 

disorders. I am writing to you not because I think he/she could have one of these disorders, only 

because he/she has been to my office __ times with this complaint. There can be many 

explanations for your child's head aches. I would like you to know what we have noticed at 

school. Ifyou have any questions or concems at school please do not hesitant to call. Your 

health care provider should be consulted for persistent head aches. 

Sincerely, 

School Staff 
Contact #: 



PINK EYE OR CONJUNCTIVITIS 

Physical Findings: 
1. 	 Redness of whites of eyes. 
2. 	 Purulent or watery discharge. 
3. 	 Redness and/or swelling of eyelids. 
4. 	 Itching and rubbing of eyes. 
5. 	 Crusts in inner comers of eyes, especially on waking from sleep. 

How to Differentiate the Causes: 
1. 	 Allergic: Discharge remains watery and clear, without pus formation. 
2. 	 Infectious (bacterial): Usually more severe, with pus formation and more crusts. 

Requires treatment. 
3. 	 Viral: Usually less severe, often with no pus; runs a 3-5 day course and goes 

away. 

All three mayor may not be associated with common cold. 


Management: 
1. 	 Washing eye(s) with cool compresses may offer temporary relief of 

symptoms. 
2. 	 Visual acuity should be unchanged or normal. 
3. 	 If it is determined by a physician that it is bacterial, antibiotic drops or 

ointments may be prescribed. 
4. 	 Over-the-counter eye drops may be helpful if it is determined to be allergic or 

viral (should be used at home). 
5. 	 Mayor may not be unusually contagious, so DO NOT exclude from school if 

condition is: 
a. 	 Mild with no visible pus and few symptoms. 
b. 	 Mild and associated with common cold. 
c. 	 Allergic. 

6. 	 In other cases, refer to physician and exclude from school until under 
treatment for 24 hours. 

7. 	 If subconjunctival hemorrhage is present, refer to a physician. 
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Date: __________ 

Dear Parent/Guardian, 

I saw today in the office because he/she had complained of 

hislher eyes bothering him/her. 

He/she has 

• Red eyes 

• Yellow or green drainage 

• Pain and swelling. 

Due to these symptoms could have Pink Eye. I recommend that 

you contact your clinic or health care provider for treatment. The pus from the eye can 

cause eye infections in others. Careful hand washing and a separate wash cloths are advised. It 

is also important to remind to keep his/her hands off his/her face. 

ThanI\: you, 

School Staff 
Contact #: 



POISONING BY MOUTH 

Carolinas Poison Center Telephone Number: 1-800-848-6946 

1. Note the type of substance. Call the Poison Control Center for instructions 
specific to the poison ingested and provide the following information. 

a) 	 Age/weight of student. 
b) 	 Name of substance. If a trade name, give spelling and name and address 

of manufacturer. 
c) Names of ingredients listed on container and percent of amount of each. 
d) Intended use of substance (e.g., polish, insecticide, etc.) 
e) Estimate of the amount of agent involved and when it was taken. 

2. 	 Call EMS. Send remaining portion of substance in its container to hospital with 
student. 

3. 	 DO NOT induce vomiting, unless instructed to do so by the Poison Control 
Center. 
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POISON IVY/OAK 
Contact Dermatitis 

Physical Findings: 
1. 	 Reaction begins 1-4 days after exposure. 
2. 	 Contents of blisters and weepy skin CANNOT cause rash in another individual or even in 

another location on patient. Rash can "spread" if systemically allergic. 
3. 	 Early: Itching, redness, small papules, and vesicles 
4. 	 Late: Increase of all early signs plus larger blisters and generalized weeping of skin 
5. 	 Healing: Dryness, crusting and gradual shedding of crusts and scabs. May take 2-3 

weeks. 
6. 	 Most common on hands, forearms, and face 
7. 	 No fever 

Management: 
1. 	 Wash thoroughly after exposure (usually too late when discovered at school). 
2. 	 Calamine lotion or Lubriderm can be applied at home on dry lesions. May also 


recommend applying A veeno or baking soda paste. 

3. 	 Try to prevent scratching. Loose dressings may help. 
4. 	 Topical 1 % hydrocortisone can be applied at home twice a day to rash 
5. 	 Oral antihistamines usually not helpful 
6. 	 Hot or cold packs or oatmeal bath at home for extensive spread. 
7. 	 Refer to physician if severe or infected. 

Follow-Up: 
1. 	 Observe for infection (see ABRASIONS) and treat as needed. 
2. 	 Warn against re-exposure, as the reaction may be worse next time. 
3. 	 Educate about appearance of plant. 
4. 	 Desensitization shots usually are not effective and may be harmful to small number of 

children. 
5. 	 Ifworsens or not resolving after one week, refer to physician. 
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PUNCTURE WOUNDS 
Pencil Leads, Splinters, Etc. 

Physical Findings: 
1. 	 Small skin laceration, usually 118 to Y4 inch long 
2. 	 Moderately severe pain 
3. 	 Little to no bleeding 
4. 	 Pencil lead: Leaves purplish "tattoo" mark usually permanent 
5. 	 Buried wood splinter: Quite painful. Student can feel it "stick" when gentle pressure is 

applied. 

Management: 
1. 	 Soak foot or hand in warm water to encourage drainage. 
2. 	 Wash gently with plain soap and water. 
3. 	 Try to get history of what punctured the skin, e.g. rusty nail, glass, wood, etc. 
4. 	 Determine date of last tetanus booster. Be sure given within five years. 
5. 	 DO NOT try to remove splinter or other foreign object unless it is small and obviously 

visible and palpable on top of skin surface and can easily be grasped with forceps. 
(DO NOT go digging for it with a needle) 

6. 	 Use nursing judgment regarding referral to physician. Send doctor date oflast tetanus 
booster if referred. 

7. 	 Pencil lead itself is rarely present, only the "tattoo." 

REMEMBER: Pencil leads contain no lead, only graphite, which is non-toxic. 

Follow-Up: 
1. 	 Inform parent. 
2. 	 Observe for appearance of cellulites, abscess, and lymphangitis. 
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RINGWORM - TINEA 

Classification: 
1. 	 Tinea Pedis- Athlete's foot 
2. 	 Tinea Cruris - Jock itch 
3. 	 Tinea Corporis - Ringworm of body 
4. 	 Tinea Capitis - Ringworm of scalp - refer to MD 

Physical Findings: 
1. 	 Tinea Pedis: Scaly lesions between toes. Vesiculo-papular (tiny pimples or 

blisters) and scaly lesions on sides of feet. Rare in the pre-adolescent. May 
become secondarily infected due to scratching. 

2. 	 Tinea Cruris: Discolored areas between upper thighs extending upward onto 
groin and buttock. Rare in the pre-adolescent, more common in the obese. 

3. 	 Tinea Corporis: Small (1-3 cm) reddish lesions on body or face, which gradually 
spread while clearing in the center. May be single or multiple. 

4. 	 Tinea Capitis: Small (3-5 cm) circle of baldness with broken off hairs in center. 
Not seen after adolescence. 

a. 	 Must be distinguished from alopecia areata (completely bald areas) and 
trichotillomania (a condition thought to be emotional; child pulls out own 
hair). 

b. 	 Thick crusted, oozy secondary infection of Tinea Capitis is called 
"kerion. " 

5. 	 Itching: Most prevalent in Tinea Pedis and Cruris 

Management: 
1. 	 Tinea Cruris, Corporis, and Pedis: Apply a topical antifungal cream twice a day 

at home. 
2. 	 Tinea Capitis: Require oral medication as prescribed by physician. 

Follow-Up: 
1. 	 Watch for secondary impetigo. 
2. 	 Refer to physician: Severe cases, cases which do not improve in 2-3 days or if 

secondary infection present 
3. 	 Health education: Condition may be contracted from animals, people and soil. 

"}1
! 
~ 
, 	

~)l f~I -I, 
Physician's Signature 	 Date 



-------

Date: ___________ 

Dear Parent/Guardian, 

I saw 	 in the office today. I sllsllect he/she has ringworm. 

Ringwoffil is a fungal disease, not a worm, that can appear on the body, scalp or feet. 

The lesions/rash are flat and can be ring shaped. The outside of the area is reddish. The sores 

are usually dry and scaly but can be pus filled, dry, scaly, moist or crusted. It is infectious and 

will spread if left untreated. 

Ringworm can be spread from people and animals, and is found in the soil. The mode of 

transmission is direct or indirect contact with skin or scalp of an infected person or animal, 

contaminated floors or ground. The incubation period is 4 to 10 days. 

Ringworm is 110t considered contagious after the medication is begun. Your child does 

not have to miss any school once treatment has been started. It might take up to six weeks 

before the sore is healed. If it becomes larger or more sores appear, call your health care 

provider. Ifthey have sores in their hair, or there are more than three spots, do the following. 

1. 	 Thoroughly bathe with soap and warm water. 

2. 	 Avoid scratching the area. 

3. 	 Apply a topical fungicide twice a day such as Tinactin or Mycotin, which can be 

purchased over the counter at any drug or grocery store. Continue this treatment for 

one week after the ringwonll patch is smooth and seems to be gone. 

4. 	 Call your vet for insh'uctions to treat household pets. 

5. 	 Wash all towels and bedding with hot water. Dry on hot cycle. 

6. 	 Do not share towels or washcloths. 

Thank you, 

School Staff 

Contact #: 



SEIZURES 

Classification: 
1. 	 Partial Seizures includes: Simple Partial Seizures (formerly focal Jacksonian), 

Complex Partial Seizures (formerly psychomotor, temporal lobe), and Partial 
Seizures Secondary to Generalized (formerly focal with grand mal). 

II. 	 Generalized Seizures includes: Tonic-Clonic (formerly grand mal), Tonic 
(formerly limited grand mal), Clonic (formerly limited grand mal), Absence 
(formerly petit mal), Atonic (formerly drop attack), Myoclonic (formerly massive 
epileptic), and Infantile Spasms (formerly jackknife/salaam), 

If the student has a known seizure disorder, follow the parent-doctor instructions as 
designated in the emergency action plan for the student. (Student should be encouraged 
to wear some type of medical alert identification). If seizure appears to be the result of a 
head injury, see HEAD INJURY. 

Call for emergency help if any of these situations occur: 
a. 	 if the seizure lasts more than five minutes, 
b. 	 ifthe student has one seizure after another, 
c. 	 ifthe student cannot be awakened for a prolonged period of time (15-20 minutes) 

after the seizure, 
d. 	 if the student has been injured during the seizure, 
e. 	 if there is no known history of seizures 

Generalized Tonic-Clonic: (Generalized jerking movements of the arms and legs) 
1. 	 Stay calm; dismiss the bystanders. 
2. 	 Help the student lie on the floor for observation and safety. 
3. 	 If possible, notice when the seizure begins. 
4. 	 Do not restrain movement, but keep himlher from possible injury 

(especially the head). Remove nearby objects on which the student might 
injure himselflherself. Loosen collar. 

5. 	 DO NOT put anything in the student's mouth. Remove glasses if 
necessary. 

6. 	 After seizure, position student on side to maintain a clear passage for 
breathing, when possible. A pillow should not be used. Do not give 
artificial resuscitation. If vomiting occurs, tum head to one side to avoid 
aspiration. 

7. 	 Do not try to "revive" with fluids, stimulants, fresh air, or walking. 
8. 	 OBSERVE and be prepared to DESCRIBE the pattern of the seizure (e.g., 

in what part of the body the seizure started; what other body parts were 
involved; type ofmovement; duration of the seizure; incontinence if any; 
aura if any; and the student's ability to relate what happened). Record 
details as they occur, or as soon as possible thereafter. 

9. 	 Seizures are often followed by sleep. Let the student rest when the seizure 
is over. Reassure student and classmates. Confusion may also occur 15 
minutes to an hour after a seizure event. 
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SEIZURES cont'd 
Page 2 .... 

10. Notify the parent of the occurrence, of your observations during the 
seizure, and of the post-seizure status of the student. Jointly decide with 
the parent and student on further management. If agreed upon, the student 
may return to class after resting and resume normal pre-seizure state. 

11. Plan with the parent to send an extra change of clothing if the student is 
prone to seizures and would be incontinent of urine/feces. 

12. Complete an incident report if the student sustains some physical injury 
during seizure. 

Generalized Absence: (May be episodes of staring with loss of eye contact or staring 
involving twitching of the arm and leg muscles) 

1. 	 Notice the length of the seizure and behavior, which occurs during the seizure. 
2. 	 Gently lead the student away from danger. Speak in calm voice and do not 

approach student unless in danger. Will need to repeat instructions or work. 
Will not remember episode. 

3. 	 Notify parent if this is a first occurrence. Student should have emergency action 
plan. 
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SHOCK 

Shock is the condition in which the circulatory system in the body cannot distribute blood 
to all of the organs. It can develop in response to any serious injury, illness, or allergic 
reaction. 

Physical Findings: 
1. 	 Skin - pale, cold, and moist 
2. 	 Pulse - rapid, weak, or absent 
3. 	 Breathing - shallow and irregular 
4. 	 Nausea may be present 
5. 	 Feels weak and anxious or altered consciousness 
6. 	 Blood pressure low or unobtainable 

Management: 
1. 	 Call EMS and then notify the parent. 
2. 	 Have the student lie flat and elevate the feet about 12 inches unless head, neck, or 

back injuries or fractures of hips or legs are suspected. If unsure, leave lying flat. 
3. 	 Reassure the student. 
4. 	 Cover the student just enough to keep comfortable. 
5. 	 Maintain airway. Check and record pulse and blood pressure every 5-10 minutes. 
6. 	 Try to ascertain cause of shock (e.g., severe bleeding, fracture, head trauma, 

severe allergic reaction), and institute appropriate first aid. 
7. 	 Follow specific emergency plan for student if allergic and has an individualized 

plan. 
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TICK REMOVAL 

Physical Findings: 
1. 	 Flat, usually brown, quarter-inch long or smaller insect with eight legs. 
2. 	 Adheres tenaciously to the skin and scalp. 

Management: 
1. 	 Remove tick by grasping firmly with gloved fingers shielded by a piece of paper, 

towel, or cotton ball. Use tweezers for tiny ticks. Pull firmly. Do not twist or 
jerk. Mouth parts usually come out intact, 

2. 	 Cleanse the area gently with soap and water. Wash your hands. If the tick has 
been crushed, wash all contaminated areas of the body thoroughly. 

3. 	 Save tick by taping to card or putting in zipper-seal bag. 
4. 	 Record date of tick removal and inform parent PROMPTLY. 

Follow-Up: 
1. 	 Monitor for signs of Lyme Disease or Rocky Mountain Spotted Fever: 

a. 	 Lyme Disease: Within days to weeks following a bite from an infected 
tick, 80% of patients will have a red, slowly expanding "bull's eye" rash 
(called erythema migrans), accompanied by general tiredness, fever, 
headache, stiff neck, muscle aches, and j oint pain. 

b. 	 Rocky mountain Spotted Fever: Initial symptoms may include fever, 
nausea, vomiting, muscle pain, lack of appetite, and severe headache. 
Later signs and symptoms include rash abdominal pain, joint pain, and 
dian-hea. Incubation period is about 5-20 days after tick bite. 

c. 	 If either of the above diseases are suspected, do not delay in seeking 
medical attention. 
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VOMITINGINAUSEA 

Nausea may occur for a variety of reasons such as stress, lack of breakfast or lunch, 
illness, or pregnancy. Take a history. Take and record a temperature. Allow the student 
to rest in a quiet place for 20-30 minutes. Notify parent if nausea persists and/or is 
accompanied by fever, vomiting or symptoms of infection. 

Management: 
1. 	 Wear gloves and position the student's head downward, so that vomitus 

completely\y clears the throat and mouth. Try to have a receptacle available. 
Apply cool damp cloth to face or forehead. Give no food or medicine. May give 
small sips of clear fluids if thirsty. 

2. 	 Notice if vomiting is projectile. 
3. 	 Take history with specific reference to: 

a. 	 time of onset, 
b. 	 nature of episode, 
c. 	 abdominal pain or tenderness, 
d. 	 fever or other evidence of infection, 
e. 	 recent injury, 
f. 	 ingestion of poisons or other unusual substances, 
g. 	 food and source of food, 
h. 	 occurrence of diarrhea, 
i. 	 similar symptoms in members of f family or others who have eaten food 

from same source, 
j. 	 repeated vomiting episodes in adolescent female (may indicate 

pregnancy), 
k. 	 emotional state, 
l. 	 number of episodes over period of time. 

4. 	 Save specimen of vomitus if there is any indication of bleeding or of ingestion of 
poison, medication, or contaminated food. 

5. 	 Notify parent and advise medical care. 
6. 	 Refer to OSHA guidelines for handling body fluids. 
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Date: 

Dear Parent/Guardian. 

__________ has been vomiting at school today. Vomiting can be something 
that accompanies flu or it can be a reaction to food that was not agreeable. Vomiting is not 
considered serious unless your child complains of stomach pain. has a fever, sore throat, stiff 
neck. or diarrhea along with the vomiting. Vomiting can lead to dehydration. Watch for dry 
mouth, absence of tears, less urine than usual, or he/she is sleepier than usual. Call your health 
care provider ifyou should notice any of these things. 

For now. the best thing to do is to let the stomach rest and settle down. Please keep 
him/her home until he has not had any vomiting for at least 12 hours and is eating solid food. 
You should consider: 

1. Do not give anything to eat the first few hours. 

2. 	 Give "clear liquids" in small, frequent amounts. Some examples ofclear liquids are 
Gatorade, flat soda pop like 7up, Sprite, (not colas), herbal tea, especially peppermint 
tea, popsicles, Pedialyte or Ricelyte. 

3. 	Begin with a few sips evelY 10 minutes for one hour. 

4. Gradually increase the amount. 

5. If there is no vomiting after this, continue clear liquids as tolerated. 

6. 	 If there is still vomiting after 8 - 12 hours, your health care provider should be 
consulted or the child taken to the emergency room to be seen. 

7. 	 If the vomiting is associated with a head injmyor the child has taken some poison, 
call 911 immediately. 

Thank you, 

School Staff 
Contact #: 


