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Introduction

1 see God in every human being. When I wash the leper’s wounds, I feel
1 am nursing the Lord himself. Is it not a beautiful experience?
Mother Teresa

Being a nurse in a Catholic School is a unique blessing and opportunity. Each
day, the work consists of meeting the increasingly complex health needs of the
children and faculty within the building. Catholic Schools within the Archdiocese
of Baltimore (AOB) vary in size, demographics of their student populations,
staffing logistics and a host of other factors.! As school nurses are likely the only
health care professionals within the building, their role is a vital component to the
health and safety of students and staff. School nurses are important contributors to
the education productivity, academic success and spiritual enrichment of the
students served.

The AOB School Nursing Manual has been assembled to provide the dedicated
nurses of Catholic schools with an information bank of many standard protocols,
policies, and resources. The Manual includes many of the Maryland State
Department of Health and Mental Hygiene guidelines that pertain to school health
management and student care. It is by no means a complete compilation of all the
resources currently available online or within the healthcare and nursing field.
Periodically, as possible, this Manual may be updated to provide school nurses
additional reference materials and resources.

This Manual is informational only, and nurses themselves should stay up to date
with the latest policies and procedures regulating their profession, and, of course,
should rely on their professional judgment, knowledge, and training when
providing care to students at their respective school.

If you, as a school nurse within the AOB’s religious jurisdiction, have questions
related to this Manual, please contact the AOB’s Department of Schools at 410-
547-5515 or the Department of Risk Management at 510-547-5424

L All schools and parishes are owned and operated by separately incorporated legal

entities. Thus, any school nurse working at a school within the AOB’s religious jurisdiction is an
employee or agent of only the school or location at which they are actually employed. And this
Manual does not create any employment or agency relationship between any person or entity and
the AOB or any of its employees or agents,
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Role of School Nurse in Catholic School, Job
Description, Qualifications

Nursing Position

Role:

A school nurse is a specialized professional who advances the well-being, academic
success, spirituality and achievement of students. Within their roles, school nurses
promote safety and health, intervene with both actual and potential health issues/problems,
and actively collaborate with others to build student and family capacity for adaptation,

self~- management, self-advocacy, and learning (as defined by the National Association of
School Nurses.)

Within Catholic schools, the nurse functions as part of a multi-disciplinary team in an
effort to identify, assess, plan, implement and evaluate the health needs within the school
community. In this role, the nurse will actively involve administration, parents, staff
members, students and community liaisons with an emphasis toward prevention,
promotion of health, appropriate utilization of health services, and health education.
School nurses also support school attendance. When warranted, they may alert families
and assist with identifying special health needs. If appropriate, they can work with other
health care professionals to provide health care plans in an effort to reduce interruptions in
student learning and absenteeism.

A school nurse’s duties include (but are not limited to) dispensing medication as needed,
maintaining health records, and working to ensure compliance with state and county health
requirements,

All school nurses working more than a 5 hour day must take a 30 minute lunch break.

Typical Job Responsibilities:
e Provide nursing assessment and treat injuries and illnesses
o Dispense medication as necessary and as prescribed
e Schedule/perform hearing and vision testing
e Collaborate with other school nurses
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Maintain student health records in accordance with the Health Department of
Maryland and the Department of Catholic Schools, AOB requirements (including
the use of PowerSchool)

Maintain a clean and safe health office/suite/room (e.g., supplies, secure medication
and health record storage, etc.)

Report injuries and health related risk issues to the Archdiocese and the Department
of Risk Management when appropriate to do so

Disseminate health information to parents as appropriate and necessary

Share and/or disseminate health information as needed to administration, faculty,
staff and students

Educate and maintain staff certification on blood borne pathogens, anaphylactic

allergies, the use of stock epinephrine, diabetes and any other medical condition that

may require emergency treatment in school

Coordinate care plans and special accommodations for students

Maintain CPR certification

Participate in a crisis management committee and coordinate a medical emergency
response team

Maintain the health room and all school health related equipment and supplies
Assist in the development of a school health services budget

Coordinate medical management of students for field trips

Attend continuing education programs

Attend AOB nurse meetings

Maintain confidentiality in all areas of responsibility

Maintain a substitute RN list for administration in the event of emergency, planned
or unplanned absences from work

Oversee the Certified Medication Technicians (if there is one at school)

Perform other duties as assigned

Typical Qualifications:

Registered nurse, currently licensed and in good standing in the state of Maryland
Prior experience working with a diverse age group/population

Successful prior work experience

Have completed the Delegating Nurse curriculum as outlined by the Maryland
Board of Nursing (or be willing to complete the DN curriculum in a timely manner)
Current CPR certification

Excellent references

More information on school health within the State of Maryland can be found at
www.mdschoolhealthservices.




13A.05.05.07

.07 School Health Services Standards — For All Students.

A. Physical Examination.

(1) A physical examination is required of each child entering the Maryland public school system for the first time. The examination shall be completed within the period of 9
months before entrance or 6 months after entrance. The physical examination form designated by the Department of Education and the Maryland Department of Health shall be
used to meet this requirement.

(2) The physical examination shall be completed by a physician or certified nurse practitioner.

(3) For each school year each public school shall report to the local board of education or local health department the number of children entering the public school system for
the first time who have not had a physical examination because of the lack of access to health care, insufficient financial resources, or any other reason, including a religious reason,
as the public school deems appropriate.

(4) An effort should be made to facilitate students and their families in obtaining a physical examination. However, if a student is unable to obtain a physical examination, the
student may not be excluded from school.

(5) For each school year the local board of education or local health department shall report the number of children who have not had a physical examination and the reason or
reasons for not obtaining the physical examination to the Maryland Department of Health,

B. Review of Students’ Health Records. The initial review of students' health records may be conducted by the designated school health professional or a school health services
aide. The review of records shall include a review of the student's health history, health screening reports, physical examination form as designated by the Department of Education
and the Maryland Department of Health, dental examination records, and other health reports. During the record review, the designated school health services professional or school
health services aide shall document whether the student has a primary care provider, Students with health problems or concerns identified during the initial review of records by the
school health services aide shall be referred to the designated school health services professional for a health appraisal.

C. Health Appraisal. A health appraisal for students identified through the review of records as having health problems or concerns shall be conducted by the designated school
health services professional. The health appraisal may include health observations, interviews, and conferences with parents/guardians, students, educators, and other health
professionals, Health appraisals shall be conducted as follows:

(1) The health appraisal shall take place not later than 6 months after the date of entry to a school system and after that as indicated in §C(2), of this regulation,
(2) The health appraisal of students with identified health problems shall be repeated as frequently as deemed necessary by the designated school health services professional.

(3) Screening of students shall be carried out according to mandated or recommended screening programs established by the Department of Education and the Maryland
Department of Health. These shall include:

(a) Hearing and Vision Screening Tests, The local board of education or local health department shall provide and fund hearing and vision screenings for all students in the
public schools. The local health department shall provide and fund hearing and vision screenings for all students in any private school that has received a certificate of approval
under Education Article, §2-206, Annotated Code of Maryland, and students in any nonpublic educational facility in this State approved as a special education facility by the
Department.

(b) Unless evidence is presented that a student has been tested within the past year, these hearing and vision screenings shall be given in the years that a student enters a
school system, enters the first grade, and enters the eighth, or ninth grade. Additional screenings may be required under the policies adopted by the local board of education or local
lhealth department.




(¢) The results of the hearing and vision screenings shall be made a part of the permanent record file of each student and given to the parents of any student who fails the
screenings and reported to the local board of education or the local health department. If a student fails the screenings, the parent/guardian shall report on the recommended setvices
received by the student to the local board of education or local health department on an approved form,

(d) The local board of education or local health department shall report to the Maryland Department of Health the results of the hearing and vision screenings and, to the
extent practicable, the number of students receiving the recommended services.

(e) Students may be exempt from these hearing and vision screenings if the parent/guardian objects in writing on the ground that it conflicts with the tenets and practice of a
recognized church or religious denomination of which the parent/guardian is a member,

(4) When a health problem has been identified through the health appraisal process, the designated school health services professional or designee shall notify and assist
students, or parents/guardians, or both, in selecting recommended services,

(5) For students without a usual source of care, the designated school health services professional or designee shall assist the student/family to identify a primary care provider.
(6) The designated school health services professional shall be responsible for follow-up,

(7) The designated school health services professional or the school health services aide shall inform appropriate school personnel of students who have health problems which
may impede learning or require special care, or both.

D. Health Counseling,
(1) The designated school health services professional shall offer health counseling after the identification of a health need.

(2) If any additional counseling services are required, the designated school health services professional shall assist students and families in selecting the additional counseling
services.

E. Comnmunicable Diseases.
(1) A school shall comply with the Maryland Department of Health's immunization requirements in accordance with COMAR 10.06.04.

(2) The principal or the principal's designee shall notify the local health department of all suspected or diagnosed cases of reportable communicable diseases in compliance
with Health-General Article, Title 18, Annotated Code of Maryland. The local health department shall assist the local board of education in implementing a plan for preventing the
spread of the reported disease.

(3) The local health department and the local board of education, following State guidelines, shall jointly develop written policies and procedures for dealing locally with
outbreaks of nonreportable communicable diseases such as scabies, pediculosis, and athlete's foot.

F. Physical Education Program,

(1) The designated school health services professional shall be available for consultation in planning, implementing, and evaluating those aspects of the physical education
program which specifically retate to the health and safety of the participants.

(2) Before participating in interscholastic sports, students shall have a physical examination in compliance with COMAR 13A.06.03,021. A copy of the results of the physical
examination shall be kept in the school health record.

(3) In compliance with COMAR 13A.06.03.04B(3), all coaches shall be required to enroll and complete a one-credit course in the prevention and care of athletic injuries,
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Plices an pceduresfo precin M rig f privacy of students |
and their parents regarding school records are written and stated clearly
in the parent/student handbook v ,

Purpose!

» To ensure that the school's policies comply with the Family Educational Rights
and Privacy Act (FERPA) l.e, to provide parents and eligible students access to
school records directly related to the students; to permit parents and eligible
students to request amendment of those records on the grounds that they are
inaccurate, misleading, or otherwise in violation of the student's privacy or other
rights; to obtain the written consent of parents or eligible students before
releasing personally identifiable information about the students contained in
educational records to third parties, with certain exceptions; and to notify parents
and eligible students of these rights annually.

¢ To ensure that the school's policies and practices comply with the Code of
Conduct of the Archdiocese, particularly as they relate to the privacy of financ;al
and administrative records

CommentaryiProcedural Points:

¢ Schools shall give full rights under FERPA to a custodial and non-custodial
parent (unless the school has been provided with certified copy of a court order
denying such access) and to-any other person acting as a parent in the absence
of a parent (i.e. a step-parent or a grandparent with whom the child lives).

» The term “educational records” means those records that are directly related to a
student and maintained by the school,

* The term “educational records” does not include: records of instructional,.
supervisory, and administrative personnel (and
personnel ancillary to those persons) that are kept in the sole possession of the
maker of the record, are used only as a personal memory aid, and are not
accessible or revealed to any other person except a temporary substitute for the
maker of the record; records that

£




Comparison of FERPA and HIPAA Privacy Rule for
Accessing Student Health Data

Fact Sheet

Public health agencles view schools and education agencies as important partners in protecting children and adolescents from
health threats, Sharing data between schools and public health agencies may, in some instances, be the only realistic and
reliable method for getting the information necessary to conduct public health activities, such as tracking immunization rates.
Federal privacy protections for student education records have created confusion and difficulties for public health efforts to
conduct ongoing and emergency public health activities in schools, This document compares key aspects of the Family
Educational Rights and Privacy Act (FERPA) and Health Insurance Portability and Accountabillity Act (HIPAA) Privacy Rule related
to the use and disclosure of information, The following chart provides only a snapshot of the rights, duties, and limitations
imposed by FERPA and HIPAA, Please see the ASTHO Public Health Access to Student Health Data [ssue Brief and the text of the

federal laws and regulations for more detailed information,

Privacy

+ FERPA prevents the disclosure of personally

The HIPAA Privacy Rule prohibits covered entities

L]

Rights identifiable information (PI1) in a student’s education from disclosing protected health information (PHI)

Conferred record without the consent of a parent or eligible to any third parties, unless the individual who is the
student (aged 18 or older) unless an exception to the subject of the information (or the individual's personal
law's general consent requirement applies, representative) authorizes it in writing or the rule

+ FERPA also grants parents and eligible students the otherwise permits the disclosure.
right to review the student's education records + Disclosure is required to be made to the
maintained by the school and request correction of individual/representative.
records they believe to be inaccurate or misleading.

Persons or | FERPA applies to the following entities: The Privacy Rule applies to the following entities as

Entities « All educational institutions (e.g., elementary, high defined by the rule:

Covered school, college) and agencies that receive any funds * “Covered entity,” which is a health plan, healthcare
for programs administered by the U.S. Department of clearinghouse, or any healthcare provider who
Education (ED) are covered by FERPA, transmits health information in electronic form in

» FERPA also applies to "non-school” entities that do not connection with transactions for which the Secretary
have students but receive funding from ED, of HHS has adopted standards under HIPAA.

* All public schools and school districts, most public and | ® A school that is not covered by FERPA may be a
private post-secondary institutions (e.g., colleges), and covered entity if it provides health services for which it
any other programs receiving ED funds are covered by transmits health information electronically. such as
FERPA. submitting claims for payment from a health plan.

« Private and religious elementary and secondary » "Business associate” Is a person or organization not
schools are not subject to FERPA because they employed by the covered entity that performs certain
generally do not receive funding from ED. activities for a covered entity that involve the use or

disclosure of individually identifiable health
information.

» “Hybrid entity” is an entity that conducts both covered
and noncovered activities. State and local health
departments and schools can be hybrid entities if they
provide healthcare services to patients for which they
transmit health information electronically.

Information | FERPA covers the following types of information and The Privacy Rule covers the following types of
Covered records: information and records:

+ "Personally identifiable information” (PIl) which
includes name, address, personal identifiers like Social
Securlty number or date of birth, or other information
that could be used alone or in combination to identify a
student,

» "Education record” is defined as records that are: (1)
directly related to a student and (2) maintained by an
educational agency or institution or by a party acting on
behalf of the agency or institution.

L}

“Protected health information” (PHI), which is
individually identifiable health information held or
transmitted by a covered entity or its business
associate, in any form or media—electronic, paper, or
oral,

PHI includes demographic data; common identifiers
(e.g., name, address, birth date, Social Security
number); information relating to the individual’s past,
present, or future physical or mental health condition,

© 2012 ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFIGIALS
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« A student's health records, including immunization healthcare provided to him or her, or payment for
information and other records maintained by a school healthcare; and data that identifies the individual or
nurse, are considered part of the student's education which could be reasonably used to identify the
record and are protected from disclosure under individual,

FERPA. + Employment records maintained by a covered entity
» A school may disclose "directory information” about a for its own employees are excluded from the definition
student without consent, Directory information includes of PHI.
information such as a student's name, address, « Education records covered by FERPA are also
telephone number, date and place of birth, honors and specifically excluded from the definition of PHI,
awards, and dates of attendance.
+ Schools must tell parents and eligible students about
directory information and allow them a reasonable
amount of time to request that the school not disclose
directory information about them.
Accessing ¢ Under FERPA, health agencies can access education |e Under the Privacy Rule, health agencies can obtain
Data With records—including student health data maintained by PHI from covered entities if the agency receives
Consent the school or a person acting on its behalf—if the written consent from the patient or their

school has received written consent from a parent or representative.

eligible student.

» ED notes that such releases are advisable for health
agencies wishing to use PIl to track absences or
immunization rates before an emergency Is
recognized.

¢ ED has developed sample consent forms for schools
and health agencies to use.

Accessing ¢ FERPA contains a number of exceptions that allow Under the Privacy Rule, a covered entity is permitted to
Data Without schools to disclose Pll from a student’s education use and disclose PHI without an individual's

Consent: record without consent of a parent or an eligible authorization for the following purposes or situations:
Exceptions student. + For treatment, payment, and healthcare activities like
and * FERPA exceptions have generally been narrowly quality assessment or evaluations.

Generally construed by ED to err on the side of protecting the « Informal opportunities to agree or object such as
Permitted student's privacy and may present challenges for providing information for hospital directories or

Uses health agencies in accessing student health data. notifications to family members.

¢ Disclosures incident to an otherwise permitted use
and disclosure,

* The use or disclosure of limited data sets for the
purposes of research, public health, or healthcare
operations.

« Public interest and benefit activities. There are a
dozen “pubtic purposes” identified in the rule under
the public interest and benefit permitted use. These
include public health activities and addressing serious
threats to health and safety. (See discussion of each
below.)

De-ldentified | « Schools can provide health agencies with access to * The Privacy Rule does not restrict the use or

and Limited student health and other relevant data if the disclosure of de-identified health Information.

Data information does not contain PII. o The rule also allows the release of limited data sets—

¢ ED notes that, in instances like the H1N1 influenza in which specific identifiers about the patient or

pandemic or other outbreaks, a school may share household have been removed—for public health,
general information about the number of students research, and other purposes.
absent from the school without prior written consent. « Users of limited data sets must complete a data use
However, if absentee data to be shared includes Pl agreement covering the protection of remaining PHI in
and no FERPA exception applies, then the school must the data.
obtain written consent before sharing the data with o This exception permits health agencies to access
health officials. limited health data about children and adolescents

« De-identified data must not allow the recipients to that are not covered under FERPA.
identify the students through either single or multiple
releases of data or by combining the data with other
information.

Public + FERPA does not contaln a “public health exception” The Privacy Rule contains a robust exception which

Health akin to the one found in HIPAA, allows public health authorlties to receive PHI without

Activities + Because education records covered by FERPA are prior consent of a patient or his or her representative.
expressly excluded from the Privacy Rule, public Covered entities may disclose PHI to:

COMPARING FERPA & HIPAA-Fact Sheet
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health authorities cannot use HIPAA's public health
exception to access school education records covered
under FERPA without consent unless a FERPA
exception applies.

Public health officials authorized by law to collect or
recelve such information for preventing or controlling
disease, injury, or disability.

Public health or other government officials authorized
to receive reports of child abuse and neglect.

Entities subject to FDA regulation regarding FDA-
regulated products or activities for purposes such as
adverse event reporting, tracking of products, product
recalls, and post-marketing surveillance.

Individuals who may have contracted or been
exposed to a communicable disease when notification
is authorized by law.

Emergencies
and Threats

FERPA permits disclosure without written consent in
specified emergency situations if the information is

The Privacy Rule has a specific exception for
disclosure of PHI in emergencies in addition to its

to Health or necessary to protect the health and safety of the broad public health exception.
Safety student or other individuals. The rule allows covered entities to disclose PHI that
» Disclosure of Pl in student education records may be they believe is necessary to prevent or lessen a
made to “appropriate parties,” which include health serjous and imminent threat to a person or the public,
agencies. when such disclosure is made to someone they
» ED has narrowly construed the emergency exception believe can prevent or lessen the threat (including the
s0 that it must be limited to the time period of the target of the threat).
emergency; disclosures made for general emergency HHS notes that PHI can be released without
preparedness activities are not covered under the disclosure to public officials responding to a
emergencies exception. bioterrorism or other public health threat or
¢ This exception would not apply where a threat of a emergency.
possible or eventual emergency exists but the
likelihood of its occurrence is unknown.
« Each school or education agency is responsible for
making a case-by-case determination that the release
of Pll is necessary to address an “articulable and
significant threat.”
o ED will defer to the judgment of the school or agency in
making the determination that there was a "rational
basis" regarding the nature of the smergency and the
appropriate parties to whom the disclosure was made.
Data Not » [f a person or entity is employed by or acts on behalf of If a school's education records are not covered under
Maintained the school by providing health services (whether at the FERPA—as is generally the case for private
by School school or off-site) under contract or otherwise under elsmentary and secondary schools—they may be
the “direct control” of a school and maintains student subject to HIPAA as a covered entity if they transmit
health records, then these records are considered health information electronically.
education records under FERPA as if the school was In this scenario, the school is a covered entity and
maintaining the records directly. student health records are PHI under the Privacy
o However, if a person or entity provides health services Rule. One of the rule's permitted uses, such as a
directly to students and is not employed by, under public health activity, would have to apply before the
contract to, or otherwise acting on behalf of a school, records are released without consent,
then the resulting health records are not deemed to be If the records are not covered under FERPA or
part of the education record covered by FERPA, even HIPAA, state or local privacy laws may still app[y
if the services are provided at the school site.
Affect on » Any state law or regulation that conflicts with FERPA In general, a state law or regulation that conflicts with
State Law and its regulations are preempted by the federal law. HIPAA and the Privacy Rule is preempted by the

If a school determines that it cannot comply with
FERPA because of a conflict with state or local laws, it
must notify ED and the agency will review the
conflicting law and any interpretations of it made by the
state and provide guidance to the requesting entity
regarding FERPA's applicability to the situation.

federal law.

The Privacy Rule contains exceptions that allow
differing state requirements to control if the state law:
(1) relates to privacy of individually identifiable health
information and provides greater protections or rights
than the Privacy Rule; (2) requires the reporting of
disease, injury, child abuse, birth, or death, and for
public health survelllance, investigation, or
intervention; or (3) requires certain reporting by health
plans, such as for management or financial audits or
evaluations.

States can also request a determination that a
conflicting state law will not be preempted by HIPAA if
the state can demonstrate one of the conditions listed
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in the rule, including, but not limited to, that the
conflicting provision serves a compelling public health,
safety, or welfare interest, and, if the conflicting
provision relates to a privacy right, that the intrusion
into privacy is warranted given the public interest
being served.

Enforcement | ¢ FERPA does not include a private cause of action; » The Privacy Rule does not authorize individuals to
individual parents or students may not bring a lawsuit sue for violations; individuals must direct their
to enforce the act's provisions or to seek redress for complaints to HHS's Office for Civil Rights (OCR),
violations of the act. which then investigates the complaint.

» Persons who believe their rights under FERPA have « In cases of honcompliance, the Secretary is directed
been violated may file a complaint with the ED’s Family to resolve the matter by informal means.

Policy Compliance Office (FPCO), which investigates |+ | the matter cannot be resolved informally, the

the complaint. Secretary may issue written findings of

e FPCO is authorized to, among other things, revoke noncompliance that may be used as a basis for
funding for institutions found in violation of FERPA and initiating a civil action or a criminal case.
its regulations. + Violators that knowingly and improperly disclose

identifiable health information are subject to civil
monetary and criminal penalties.

Sources

« Famlly Educational Rights and Privacy Act, as amended, Codified at 20 U.S.C, §1232g.

¢ Family Educational Rights and Privacy Act Regulatlons, 34 C.F.R. Part 99,

o Health Insurance Portabliity and Accountability Act of 1996, as amended. Codified at 42 U.S.C, §1320d et seq. and §300gg; and 29 U.S.C. §1181 et seq.

o U.S, Dept. of Health and Human Services. Stondards for Privacy of individually Identifiable Health Information, 45 C.F.R. Parts 160, 164,

¢ U.S, Dept. of Education. Final Rulemaking “Family Educational Rights and Privacy.” 76 F.R. 75604, December 2, 2011,

o U.S, Dept, of Education, “Family Educational Rights and Privacy Act {(FERPA) and the Disclosure of Student Information Related to Emergencies and Disasters.” June 2010,
Available at http://www2.ed.gov/policy/gen/guld/fpco/pdf/ferpa-disaster-guidance,pdf. Accessed January 31, 2012,

s U.S. Dept, of Education. “Family Educational Rights and Privacy Act and HIN1.” October 2009, Available at http://www2.ed,gov/policy/gen/guid/foco/pdf/ferpa-hinl pdf,
Accessed January 31, 2012,

» U.S. Dept, of Education and U.S, Dept. of Health and Human Services. “Joint Guidance on the Application of the Family Educational Rights and Privacy Act and the Health
Insurance Portability and Accountability Act of 1996 to Student Health Records.” November 2008, Available at http://www?2.ed.gov/policy/gen/guid/fpco/doc/ferpa-hipaa-
guldance.pdf. Accessed January 31, 2012,

¢ U.S. Dept, of Health and Human Services, Office for Civil Rights. “HIPAA—Frequently Asked Questions” webpage. Available at
www.hhs.gov/oct/privacy/hipaa/fag/index.html. Accessed January 31, 2012,

o U.S. Dept. of Health and Human Services. “Summary of the HIPAA Privacy Rule” website, Available at www.hhs,gov/ocr/privacy/hipaa/understanding/summary/index.html,
Accessed January 31, 2012,

¢ ASTHO. “Accessing School Health Information for Public Health Purposes” Poslition Statement (2006). Available at www.astho.org/Display/AssetDisplay.aspx?id=146,

Accessed January 31, 2012,

Chaikind H, et al. Congressional Research Service. The Health Insurance Portobility and Accountability Act (HIPAA) of 1996; Overview and Guidance on Frequently Asked

Questions (RL31634), January 24, 2005, Available at www.law.umaryland.edu/marshall/crsreports/crsdocuments/RL3163401242005.pdf. Accessed January 31, 2012,

This document was complled [n June-December 2011 and reflects the laws and programs current then. It reflects only portlons of the laws relevant to public health emergencies and is
not intended to be exhaustive of all relevant iegal authority. This resource is for informational purposes only and Is not Intended as a substitute for professional legal or other advice.
The document was funded by CDC Award No. 1U38HM000454 to the Association of State and Territorlal Health Officlals; Subcontractor Pl Elliott, Logan Circle Policy Group LLC,
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Section 5

Hearing and Vision

Maryland law provides guidelines for hearing and vision screenings for students
(the guidelines currently are located in Section 7-404 of the Education Article of
the Maryland Annotated Code). Under the law, each county board or county
health department “shall provide hearing and vision screenings for all students in
the public schools”. The article further notes that “each county health department
shall provide and fund hearing and vision screenings for all students,” which,
includes students in parochial and other private schools. Within the Archdiocese
of Baltimore’s religious jurisdiction, there are many county health departments
currently providing hearing and vision screening, including Baltimore and Anne
Arundel Counties. Unfortunately, while the vision and hearing screenings are
State mandated requirement, funding for the program must come from each
County. Budgetary challenges impacts each county’s ability to coordinate and
assist parochial and private schools with such vital screenings. In many cases, the
actual planning, implementation, and financing of hearing and vision screening of
students is among the responsibilities of each individual Catholic school and is
generally coordinated by the school nurse.

Following the outline of the Maryland statute, it is recommended that the following
students have the required hearing and vision screenings:

® Any new students to the school who have not provided adequate
documentation of a screening within the past year.
e At a minimum, all students are to be screened the year they enter the school
(Pre-K and Kindergarten), 1st grade, and 8th grade or 9th grade.
e 3rd or 4th grade is often additionally screened if funding is possible.
e Any student with a suspected hearing or vision problem as reported by
school staff or parent/guardian,
The results of the screening become part of the student’s permanent record and
should be noted in PowerSchool in the health section under the child’s name.
Parents/guardians will be notified only if their child is referred for follow-up care.
In Baltimore and Anne Arundel Counties, the technician performing the screening
will send a letter to the parent/guardian of students who require follow-up.
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Any questions or clarification about whether the county in which your school is
located assists with hearing and vision screening can be addressed by the
applicable local County Health Department. (See contact information in the
“communicable disease” section of this Manual.)

Last Updated January 2018




Md. EDUCATION Code Ann. § 7-404
Annotated Code of Maryland
Copyright 2017 by Matthew Bender and Company, Inc., a member of the LexisNexis Group
All rights reserved,
*¥* Current through October 1, 2017, of the 2017 Regular Session of the Maryland General Assembly, *%*
EDUCATION
DIVISION II. ELEMENTARY AND SECONDARY EDUCATION
TITLE 7, PUBLIC SCHOOLS
SUBTITLE 4. HEALTH AND SAFETY OF STUDENTS
Md. EDUCATION Code Ann, § 7-404 (2017)

§ 7-404, Hearing and vislon screening tests

(a) County boards or health departments to provide screenings, ==
(1) Each county board or county health department shall provide hearing and vision screenings for all students in the public schools.
(2) Each county health department shall provide and fund hearing and vislon screenings for all students:
(1) In any private school that has recelved a certificate of approval under § 2-206 of this article; and
(i) In any nonpublic educational facllity In this State approved as a speclal education facllity by the Department,
(b) When administered, -~

(1) Unless evidence Is presented that a student has been tested within the past year, the screenings required under subsection (a) of this section
shall be glven In the year that a student enters a school system, enters the first grade, and enters the eighth or ninth grade.

(2) Further screening shall be done in accordance with:
(1) The bylaws adopted by the State Board; or
(il) Policles adopted by a county board or a county health department,
(c) Records. -- The results of the hearlng and vision screenings required by this section shall be:
(1) Made a part of the permanent record file of each student;
(2) Glven to the parents of any student who falls the screenings; and
(3) Reported to the county board or the county health department.

(d) Report, -- On a form provided by the county board or the county health department, a parent or guardian shall report to the county board or the
county health department on the recommended services received by a student who falled the screenings.

(e) Report to Maryland Department of Health, -- The county board or the county health department shall report to the Maryland Department of
Health the results of the hearing and vision screenings and, to the extent practicable, the number of students recelving the recommended services.

(f) Adoptlon of standards, rules, and regulations. -- In cooperation with the Maryland Department of Health, the Department of Education shall adopt
standards, rules, and regulations to carry out the provisions of this section.

(g) Students excepted. -~ A student whose parent or guardian objects In writing to hearing and vision screening on the ground that it conflicts with
the tenets and practice of a recognized church or religlous denomination of which he Is an adherent or member may not be required to take these
screenings.
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Section 6

Student Injury Reports

It is a top priority of the Office of Risk Management (ORM) to provide resources
to schools and school nurses. Student safety is the primary concern during all
school activities, and preventing injuries is the main objective. In the unfortunate
event of an injury occurring to a student while on school property or arising out of
school sponsored activities off premises, certain reporting procedures to check for
and ensure insurance coverage must be adhered to.

If:

o Follow up treatment is probable beyond that provided in the health
suite;
o Circumstances surrounding the proximate cause of the injury are
unusual or questionable;
o Parents are contentious or making allegations involving negligence; or
o Nurse’s discretion deems reporting appropriate
Then:

Enter all visit information in PowerSchool including “ORM” in the
“Issue/Visit Reason” field to indicate action is needed by the Office of Risk
management.

Visit Reasons

Issue/Visit Reason QRM-

&

507 characters left

In addition to entering the visit in PowerSchool, the Report of Student Injury Form
may also be faxed or emailed to the Office of Risk Management.
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For incidents involving non-employee visitors please complete the General
Liability Loss Notice, and for incidents involving employees please complete the
Workers Compensation First Report of Injury. These reports can be found at:

https://www.archbalt.org/office-of-risk-management/internet-claims-reporting/

If immediate attention is necessary, contact the Office of Risk Management
directly at:

Cathy O’Brien, Risk Management Associate
Cathy.obrien@archbalt.org

(443)263-1950 direct office line
(410)456-2288 cell

(410)547-3153  fax

Or

Tom Alban, Risk Manager
Talban@archbalt.org
(410)547-5424 direct office line
(410)591-5717 cell
(410)547-3153 fax

#*]t is always important that no commentary should be used in any of the reports.
Please document facts only (for example, what happened, where, when, etc.,),
and do not include any opinions, personal views, or comments in any report or
other written documentation, **

Last Updated January 2018




ARCHDIOCESE OF BALTIMORE

DEPARTMENT OF MANAGEMENT SERVICES
OFFICE OF RISK MANAGEMENT

REPORT OF STUDENT INJURY

NAME OF CHILD: GRADE: GENDER_
NAME OF PARENT GUARDIAN:

ADDRESS

CITY:

STATE:

ZIP;

TELEPHONE

DAY/DATE OF
ACCIDENT

'CIRCUMSTANCES

" FOLLOW-UP CARE:

NAME OF SCHOOL
SUBMITTED BY:
DATE:

E-MAIL ADDRESS:
PHONE NUMBER:

Submit to: Cathy O’Brien, Risk Management Associate
Fax: 410-547-3153
E-mail cathy.obrien@archbalt.org

1. Please refer to Student Injury Reporting and Submission Guidelines for information
on completion of this form.

Student Accident Form
FY 2019
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Section 7.1

Communicable Diseases

All schools should comply with the Maryland Department of Health’s
immunization requirements as stated in Section 4 of this Manual.

Please reference the Communicable Disease Summary located in this section for
information on common communicable diseases, as well as guidance for excluding
children from school. |

The principal or the principal's designee shall notify the local health department of
all suspected or diagnosed cases of reportable communicable diseases. The local
health department will assist the school in implementing a plan for preventing the
spread of the reported disease. Please see the list of local Maryland health
departments located in this section.

All reportable communicable diseases should also be reported to the Office of Risk
Management.

Please also see HE 3.0 “Principals notify their local health department in cases of
student absences due to a reportable communicable disease,” from the Policy
Manual for Elementary Schools for the Archdiocese of Baltimore

Last Updated January 2018
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Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

Ifyou have questions about anything in this Summary, or other questions about communicable diseases:

Please call your local health department or the Maryland Department of Health and Mental Hygiene,
Office of Infectious Disease Epidemiology and Outbreak Response (IDEOR) at 410-767-6700,

OR

Please check the DHMH website at <hitp://ideha.dhmh.maryland.gov/SIPOR/> for additional information.

Acknowledgements: The following contributed to the conlent, review and production of this document.

Maryland Department of Health and Mental Hygiene (DHMH), Infectious Disease and Environmental Health Administration (IDEHA), Office of
Infectious Disease Epidemiology and Outbreak Response (IDEOR)

Maryland Department of Health and Mental Hygiene (DHMH), Family Health Administration (FHA), Center for Maternal and Child Health, School
Health Services Program

Maryland State Department of Education (MSDE), Division of Student and School Support, School Health Services Program

American Academy of Pediatrics (AAP), Maryland Chapter

Medical and Chirurgical Faculty of Maryland (MedChi), Public Health Committee, Maternal and Child Health Subcommittee

Medical and Chirurgical Faculty of Maryland (MedChi), Infectious Disease Committee

Maryland Department of Health and Mental Hygiene, November 2011




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

Use of this document:

The intent of this document is to provide general guidance to school health services personnel, child care providers, youth camp owners/operators about
common communicable diseases. It is not intended for use as a diagnostic guide, Please consult a health care provider for any situations which require
medical attention. This guidance is to be used in conjunction with School Health Services (SHS) guidance and local health department (LHD) policies and
procedures, and applies to individual or sporadic cases of the communicable diseases described below. Outbreaks or unusual situations may require
additional control measures to be instituted/implemented in consultation with your local health department, The procedures in this document represent
measures specific to school, child care or youth camp settings. References to SHS Guidelines are intended for use by schools in programs serving school-
aged children,

If a child’s health care provider (HCP) provides exclusion recommendations which conflict with these guidelines, please consult with your local health
department. If parents have additional questions, they should contact their HCP or local health department.

This document is intended to guide the development of specific local policy and procedures regarding management of communicable diseases in schools,
child care, and youth camps. These policies and procedures should be implemented in collaboration and in consultation with local health departments,
school health services programs, local child care authorities and youth camp regulatory authorities.

Definitions:

Outbrealc: In general, an outbreak is defined as an increase in the number of infections that occur close in time and location, in a facility, such as a school
child care center, or youth camp, over the baseline rate usually found in that facility. Many facilities may not have baseline rate information, if you have
questions, please contact your local health department about whether a particular situation should be considered an outbreak. In some cases, the health
department may require longer exclusions than stated in this guide in response to an outbreak.

]

Reportable disease/condition: Maryland statute, Maryland Code Annotated, Health-General ("Health-General") §18-201 and §18-202, and Maryland
regulation, Code of Maryland Regulations ("COMAR") 10.06.01.04 Communicable Diseases” and 10.16.06.25 “Certification for Youth Camps”, require j
that health care providers, school and child care personnel, masters of vessels or aircraft, medical laboratory personnel, ownets/opetators of food
establishments, and owners/operators of youth camps, submit a report in writing or notification by telephone of diagnosed or suspected cases of specified §
diseases to the Commissioner of Health in Baltimore City or the health officer in the county where the provider cares for that person. A list of reportable ]
diseases and conditions can be found at http://ideha.dhmh.maryland.gov/reportable-diseases.aspx |

Infection control measures: Includes the use of one or of combinations of the following practices. The level of use will always depend on the nature of the |
anticipated contact: |

o Handwashing, the most important infection control method '
Use of protective gloves, latex-free gloves are recommended* !
Masks, eye protection and/or face shield }
Gowns ‘
Proper handling of soiled equipment and linen |
Proper environmental cleaning |
Proper disposal of sharp equipment (e.g., needles) |

Isolation in a separate area for those who cannot maintain appropriate cleanliness or contain body fluids

Latex allergy is recognized as an issue for some children, especially those with multiple past surgeries. Latex-free gloves are preferred.

*0 O O 0O 0 C ©

Maryland Department of Health and Mental Fygiene, November 2011 -3



Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

Fever: For the purposes of this guidance, fever is defined as a temperature >100.0°F orally; an oral temperature of 100°F is approximately equivalent to
101°F rectally or temporally (Temporal Artery Forehead scan), or 99.5°F axillary (armpit),

Diarrhea: Loose or watery stools of increased frequency that is not associated with change in diet,

Vomiting: Two or more episodes of vomiting in a 24 hour period.

General Considerations:

Exclusion: Children may be excluded for medical reasons related to communicable diseases or due to program or staffing requirements. In general, children
should be excluded when they are not able to fully participate with the program, or in the case of child care settings, when their level of care needed during
an illness is not able to be met without jeopardizing the health and safety of the other children, or when there is a risk or spread to other children that cannot
be avoided with appropriate environmental or individual management. For exclusion, all applicable COMAR regulations should be followed; for youth
camps, specifically COMAR 10.16.06.31 “Exclusion for Acute Illness and Communicable Disease”.

Fever: A child may have a fever for many reasons, If a child has a fever, all applicable COMAR regulations should be followed. In addition, any child
with a fever and behavior changes or other symptons or signs of an acute illness should be excluded and parents notified, Once diagnosed, exclusion due to
fever should be based on disease-specific guidelines or other clinical guidance from the child’s health care providet, Also, it is important to be sure the
appropriate method for measuring temperature is used based on the age or developmental level of the child.

An unexplained fever in any child younger than 3 mnonths requires medical evaluation. Fever in an infant the day following an immunization known to cause
fever, may be admitted along with health care provider recommendations for fever management and indications for contacting the health care provider,
Instructions from the health care provider should include: the imnunizations given, instructions for administering any fever reducing medication, and
medication authorizations signed by the parent and the health care provider,

Diarrhea: Diarrhea may result in stools that are not able to be contained by a diaper or be controlled/contained by usual toileting practices. An infectious
cause of diarrhea may not be known by the schoel, child care facility, or camp at the time of exclusion or return. Documentation of the cause of diarrhea
should be sought.

A child with diarthea should be excluded if:
o Stool is not able to be contained in a diaper or in the toilet, or child is soiling undergarments
o Stool contains blood
o Child is ill or has any signs of acute illness
o Diarrhea is accompanied by fever
o Child shows evidence of dehydration (such as reduced urine or dry mouth)
With appropriate documentation, a child with diarrhea inay be readmitted to care, school, or camp when:
o Aninfectious cause of diarrhea (see chart) has been treated and the child is cleared by a health cate provider, in conjunction with the local health
department, if necessary
o The diarthea has been determined by the local health department to not be an infectious risk to others

Vomiting: An infectious cause of vomiting may not be known by the school, child care facility, or camp at the time of exclusion or return. Documentation

of the cause of vomiting should be sought, Child should be excluded until vomiting resolves or until a health care provider clears for return (is not
contagious).

Maryland Department of Health and Mental Fygiene, November 2011 VN




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
BITES, ANIMAL N/A Redness, pain, Direct contact. N/A No, exclusion is not After inmediate needs of
swelling, drainage routinely recommended as | bitten victim(s) are taken
around area bitten. long as student/child does | care of, notify local health
May develop fever, not meet any other department and
lymph node exclusion criteria. Itis appropriate [ocal
enlargement. strongly recommended that | authority (police, sheriff,
there be medical follow-up. | animal control)
For school age children, immediately by
see SHS “Guide for telephone.
Emergency Care in
Maryland Schools, 2005”. [Also, see section for
For preschool age children, | “Rables”]
contact the child’s health
care provider.
BITES, HUMAN N/A Redness, pain, Direct contact. N/A No, exclusion is not After immediate needs of

swelling, drainage
around area bitten.
May develop fever,
lymph node
enlargement.

routinely recommended as
long as student/child does
not meet any other
exclusion criteria. It is
strongly recommended that
there be medical follow-up.
For school age children,
see SHS “Guide for
Emergency Care in
Maryland Schools, 2005”,
For preschool age children,
contact the child’s health
care provider.

bitten victim(s) are taken
care of, notify
Responsible authority
and parent/guardian.
Assess immunization
status of children
involved, including
tetanus and Hepatitis B
vaccination.

[Also, see SHS
“Bloodborne Pathogens
Control And Handling
Body Fluids in the
School Setting, 2007".]

Maryland Depariment of Health and Mental Hygiene, November 2011




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
CHLAMYDIA Usually 7-14 | May be Sexual contact: Variable, but can be | No, exclusion is not A case or outbreak must
(Chlamydia days; up to asymptomatic; genital | genital, oral, anal. a long time, if not routinely recommended. be reported to the local
trachomatis) 30 days. infection can include: | Conjunctivitis: from | treated. health department. All
purulent discharge, infected mother to cases should be referred
painful urination, infant. to a health care provider
lower abdominal pain. for assessment (including
Symptoms of potential for gonorrheal
conjunctival infection co-infection) and possible
include painful, treatment. This infection
swollen eyslids. in a young child may
possibly be an indicator
of sexual abuse.
COMAR 10.16.06.35
requires camp operator to
report child abuse.
[Also, see SHS “Guids for
Emergency Care in
Maryland Schools, 2005”
section for “Child Abuse
and Neglect”]
CMV Variable, can | Non-specific febrile Through mucosal Variable, may be No, exclusion is not A pregnant woman or a
(Cytomegalovirus, be within 3- illness; asymptomatic | contact with many months or routinely recommended. woman who is
Human 12 weeks. infections common. In | infected secretions | episodic for several considering pregnancy

herpesvirus 5)

adolescents and
adults, may see fever,
sore throat, fatigue,
swollen glands, and
mild hepatitis. In
immunocompromised,
may see pneumonia,
colitis, retinitls.

or excretions (such
as urine, saliva,
feces, blood and
blood products,
breast milk, semen,
cervical
secretions).

years.

Control measures:
Emphasize washing hands
often, especially after
toileting and after diapering
and handling any children
less than 2 years old.

should talk to her doctor if
she cares for infants or
young children, or
handles urine or saliva in
any home or occupational
setting. Pregnant women
do not necessarily need
to be excluded from such

.| situations

Muaryland Department of Health and Mental Fygiene, November 2011




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
COMMON CcOLD 12 hours to 5 | Runny nose, watery Direct contact with | Variable, depending | No, unless child meets Many different viruses
days; usually | eyes, sneezing, chiils, | anill person or on cause; average | other exclusion criteria. can cause the common
2 days. sore throat, cough, respiratory 24 hrs before to 5 Do not exclude solely on cold.
and general body droplets; also by days after the presence of runny nose
discomfort lasting 2-7 | contact with hands | symptoms have regardless of the color or
days. May also have | or articles started. consistency of the nasal
a low-grade fever. contaminated with discharge, or presence of
nose or throat cough.
secretions.
Control measures:
Emphasize covering nose
and mouth when
coughing/sneezing; using
faclal tissue to dispose of
nose or throat secretions;
washing hands often and
not sharing eating utensils.
CONJUNCTIVITIS, Caused by White or yellow Direct contact or Variable, depending | Yes, until cleared for return | Refer any newborn with
INFECTIOUS bacterial or discharge, through on cause, from with documentation from a | conjunctivitis to a health
(Infectious Pink viral agents. | accompanied by pink | contaminated several days to health care provider, after care provider.
Eye) or red conjunctivae, hands followed by | weeks. taking antibiotics for 24
redness and swelling | contact with eyes; hours, or until symptoms NOTE: Exclusion not
of the lids, and contaminated have resolved. necessary for allerglc
matted, sticky lids. swimming pools conjunctivitis (watery eye
are rarely a source Control measures: discharge, without fever,
of infectlous pink Emphasize hand hygiene. pain, red lids, and with or
eye. without pink eye or
injected conjunctivae) if
evaluated and
documented by a health
care provider.

Maryland Department of Health and Mental Hygiene, November 2011




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

: Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission Communicability | and Control Measures Other Information
DIARRHEAL Varies Varies according to | Usually spread from Duration of clinical | Exclude until diarrhea has Report individual
ILLNESS: according to | causative agent. person-to-person by symptoms or until resolved and child is cases according
UNKNOWN CAUSE | causative Symptoms may fecal-oral route; from | causative agentis | diarrhea-free for at least 24 | to state health
agent. include ingesting no longer present in | hours; or until cleared by department “List of
nausea, vomiting, contaminated food or | stool. medical provider. Reportable Diseases and
diarrhea, stomach | water. Condltions". An outbreak
cramps, headache, Control measures: must be reported to the
blood Emphasize hand hygiene; local health department.
and/or mucus In observe exclusion period
stool, fever. especially for those in
activities at high risk for
transmission: child care
attendees, food service
workers, those who care for
the very young or elderly,
health care workers, etc.
DIARRHEAL Usually 2-5 Diarrhea with or Spread from person- | Usually 2-3 weeks | Yes, if symptomatic until A case or outbreak must
ILLNESS: days; range | without blood, to-person by fecal in untreated cases, | cleared by local health be reported to the local
CAMPYLOBACTER | 1-10 days. abdominal pain, contact, contact with | up to 7 weeks. department after further health department.
fever, cramps, infected pets, or from testing. Contact local health
malaise, nausea ingesting department for guidance.
and/or vomiting. contaminated foods
such as raw or
undercooked meats,
unpasteurized milk, or
untreated water.
DIARRHEAL Usually 3-4 Severe abdominal | Spread from person- | Usually 1-3 weeks. | Yes, if symptomatic until A case or outbreak must
ILLNESS: E. COLI days; range pain, diarrhea with | to-person by fecal- cleared by local health be reported to the local
0157:H7 and other | 1-10 days. or without blood oral route or ingesting department. Contact local health department.

STEC (Shiga Toxin-
producing E. coli)

and vomiting.

under-cooked beef,
un-pasteurized milk
or juices, raw fruits or
vegetables, or
contaminated water.

health department for
guidance.

Maryland Department of Health and Mental Hygiene, November 2011




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission Communicability | and Control Measures Other Information
DIARRHEAL Usually 7-10 | Acute watery Spread from Entire period of Yes, until treated. If not A case or outbreak must
ILLNESS: GIARDIA | days; range diarrhea with person-to-person infection, often treated, contact local health | be reported to the local
3daysto 4 abdominal pain, by fecal-oral route | months. department for guidance health department.
weeks. bloating, frequent or ingestion of about exclusion criteria.
loose and pale contaminated )
greasy stools, recreational/ Control measures:
fatigue and weight | drinking water. Hand hygiene by staff and
loss. children should be
emphasized, especially
after toilet use or handling
of soiled diapers; dispose
of feces in a closed
container; disinfection of
feces-soiled articles.
DIARRHEAL Usually 24~ Nausea, vomiting, | Spread from At least 48 hours Yes, until 48 hours after An outbreak must be
ILLNESS: 48 hours; abdominal cramps, | person-to-person after symptoms resolution of symptoms. reported to the local
NOROVIRUS range 12-72 | diarrhea, fever, by fecal contact or | resolve. Sometimes health department.
hours. headache. from ingesting longer. Control measures:
contaminated Emphasize handwashing
foods. Commonly after use of bathroom or
from contaminated changing diapers and
surfaces, objects. thorough environmental
Possible cleaning.
transmission via
aerosolized
particles.
DIARRHEAL Range Vomiting, fever and | Spread from At least 48 hours Yes, until 48 hours after An outbreak must be
ILLNESS: approx. 1-3 watery diarrhea. person-to-person after symptoms resolution of symptoms. reported to the local
ROTAVIRUS days. by fecal-oral route. | resolve. health department.

Possible airborne
transmission.

Sometimes longer
in persons with
weakened immune
systems.

Control measures:
Vaccine-preventable.
Emphasize handwashing
after use of bathroom or
changing diapers and
thorough environmental
cleaning.

NOTE: Vaccine available
as of 2007,

Maryland Depariment of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) ;
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
DIARRHEAL Usually 12- Diarrhea, fever, Ingestion of Throughout the Yes, for children in child A case or outbreak must
ILLNESS: 36 hours; abdominal cramps, | contaminated course of infection; | care if not toilet trained, be reported to the local
SALMONELLA range 6-72 nausea, vomiting, foods, including extremely variable, | whether symptomatic or health department.
hours. headache. poultry, beef, fish, usually several not. Asymptomatic school
eggs, dairy days to several age children generally do
products or water; | weeks. not need to be excluded.
also contact with Contact local health
infected reptiles. department for guidance.
DIARRHEAL Usually 1-3 Abdominal cramps, | Direct or indirect During acute Yes, for those who are A case or outbreak must
ILLNESS: days; range fever, diarrhea with | fecal-oral infection and up to | symptomatic until cleared be reported to the local
SHIGELLA 1-7 days. blood and mucous; | transmission from a | 4 weeks after by local health department | health department.
also watery symptomatic illness. after further testing.
diarrhea. patient or Contact local health
Sometimes nausea | asymptomatic department for guidance.
or vomiting. carrler; ingestion of
contaminated
water or food.
DIPHTHERIA Usually 2-5 Patches of grayish | Spread from Variable; usually 2- | Yes, until cleared by local A case or outbreak must
(Corynebacterium days; range membrane with person-to-person 4 weeks or until 5 health department. be reported immediately
diphtheriae) 1-10 days. surrounding by contact with days after antibiotic | Contact the local health to the local health

redness of throat,
tonsils, nose,
and/or mucous
membranes. May
Include nasal
discharge, sore
throat, low grade
fever, hoarseness,
barking cough.
Less common sites
of infection: skin,
eyes, ears, and
vagina.

respiratory
secretions or skin
lesions. Rarely,
transmission may
occur from articles
soiled with
discharges from
lesions of infected
persons.

therapy has been
started.

department for further
guidance.

Control measures:
Vacclne-preventable.
Vaccination is the key
preventlve measure.

department by telephone.

Rarely seen in Maryland.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) :
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
FIFTH DISEASE Variable, 4- Red, patchy facial | Spread from Most infectious No, exclusion is usually not | An outbreak must be

(Erythema
infectiosum,
Parvovirus B19)

20 days.

rash (“slapped
cheek”) that may
spread to rest of
body in lace-like
pattern. Cold-like
symptoms may
precede rash. May
be asymptomatic.

person-to person
by respiratory
secretions; by
contaminated
blood or biood
products; from
mother to fetus.

before the onset of

rash in most cases.

necessary. Contact health
care provider and/or local
health department about
special recommendations
for infected persons with
chronic anemia at risk for
hemolytic complications
(such as sickle cell
disease), weakened
immune systems, or for
pregnant women.

Control measures:
Encourage hand washing
and disinfection of
surfaces, high-contact
items, such as doorknobs,
and items shared among
children.

reported to the local
health department.
Pregnant women
exposed to a case of
Fifth disease should
consult with their health
care provider.

Maryland Department of Health and Mental Hygiene, November 2011
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: Incubation Mode of Period of Exclusion (Yes or No) -
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
GONORRHEA 1-14 days, Males: Cloudy or Spread from Varjable, but can No, exclusion is not A case or outbreak must
(Neisseria sometimes creamy discharge person-to-person be a long time, if routinely recommended. be reported to the local
gonorrhoeae, longer. from penis, pain by genital, oral or not treated. Cases should contact a health department. All
Gonococcus) with urination. anal sexual health care provider, and cases should be referred
: Females: usually contact. referred to the local health | to a health care provider
no symptoms, but department for follow-up. for assessment (including
may have vaginal potential for chlamydial
discharge, urinary co-infection) and possible
frequency, treatment. This infection
abdominal pain. in a young child may
Both genders: possibly be an indicator
throat and of sexual abuse.
anorectal infections COMAR 10.16.06.35
(although requires camp operator
uncommon)-may to report child abuse.
produce discharge,
localized pain. [Also, see SHS “Guide
(Gonococcal for Emergency Care in
infection can Maryland Schools, 2005”
infrequently cause section for “Child Abuse
achy, swollen and Neglect”.]
joints; a skin rash;
fever; and other
symptoms.
HAEMOPHILUS Unknown; Varlous, depending | Airborne droplets Non-communicable | Yes, exclude for 24 hours A case or outbreak must
INFLUENZAE type | maybe 2-4 on site of infection: | produced by 24-48 hours after after the initiation of be reported to the local
B (HIB) DISEASE days. ear, eye, skin, coughing or the start of antibiotic therapy. health department
lungs, joints, or sneezing or contact | appropriate immediately by
spinal fluid spaces. | with nose or throat | antibiotic treatment. | Control measures: telephone.
discharges of aniill | Contact local health | Vaccine-preventable.
person or carrier; department for Vaccination is the key
or by direct person- | guidance. preventive measure.
to-person contact. Contact local health depart-
ment for recommendations
about the need to exclude
those who are
unvaccinated, or administer
prophylaxis to contacts.

Maryland Department of Health and Mental Hygiene, November 2011
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Disease Incubation Symptoms Mode of Period of Exclusion (Yes or No) Other Information
Period ymp Transmission | Communicability | and Control Measures
HAND, FOOT AND Usually 3-5 Fever, cold Spread through Highly contagious No, unless meets other An outbreak must be
MOUTH DISEASE days. symptoms, rash on | direct person to during the acute exclusion criterla, “hand to | reported to the local

(various Coxsackie- | Lesions may | palms, fingers and | person contact with | phase. Shedding in | mouth” behavior health department.

viruses) persist from | soles, sores in nose, and throat stool may continue | uncontrollable, not able to
7-10 days mouth. discharges, and for several weeks. contain secretions, or

Occasionally feces of an infected draining sores cannot be

appear on the person. covered.

buttocks.
Control measures:
Avoid person-to-person
contact with ill person.
Emphasize washing hands
often and not sharing
eating utensils, also for
caretaker of ill infants and
diapered children. Wash or
discard items of clothing
contaminated with nose or
throat discharges or with
fecal materlal.

HEPATITIS A Usually 28 Early symptoms: Spread from Usually a 3-week Yes, for at least 2 weeks A case or outbreak must
days after fatigue, loss of person-to-person period: from 1 after the onset of early be reported to the local
exposure; appetite, stomach by fecal contact; or | week before onset | symptoms or 1 week after health department.
range 15-50 | pain, diarrhea, from ingesting food | of early symptoms | onset of jaundice.
days. nausea, vomiting, or water containing | to 1 week after

fever, dark urine.
Later symptom:
jaundice (yellow
skin and eyes).

Some cases are
mild. Children may
be asymptomatic.

the virus.

onset of jaundice.
Prolonged viral
excretion (up to 6
months) has been
documented in
infants and
children.

Control measures:
Vaccine-preventable.
Emphasis on hand-washing
after use of bathroom or
changing diapers and (if
necessary) improved
disinfection. Food handlers
or servers should refrain
from preparing or serving
food for 2 weeks after
onset of early symptoms.

Maryland Department of Health and Mental Hyglene, November 2011
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Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

; Incubation : Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
HEPATITIS B Usually 60- Dark urine, fatigue, | Spread by Several weeks No, exclusion Is not A case or outbreak must
' 90 days; loss of appetite, exposure to before onset of routinely recommended be reported to the local
range 45-180 | nausea, vomiting, infected blood; symptoms and unless the individual is not | health department.
days. often followed by injection drug use; | during course of able to resume activities.
jaundice. Joint from mother to acute disease. However, exclusion could Pregnant women who are
pain may be infant during Persons with a be considered in cases in HBsAg positive should be
present. Some pregnancy or birth; | positive hepatitis B | which a child’s medical referred to their health
cases are mild, sexual contact; and | surface antigen condition (0ozing sores or care provider.
Children may be through other body | (HBsAg) test are rash, bleeding) or behavior
asymptomatic. fluids. considered (scratching, biting)
communicable, increases likelihood of
even years after exposing others. Contact
initial infection. local health department for
further guidance.
Control measures:
Vaccine-preventable.
Vaccination is the key
preventive measure
HEPATITIS C Ranges from | Loss of appetite Exposure to One or more weeks | No, exclusion is not A case or outbreak must
2weeksto 6 | (weight loss), infected blood: before the onset of | routinely recommended be reported to the local
months; nausea, vomiting, primarily symptoms; some unless the individual is not | health department.
commonly 6~ | jaundice, dark parenterally persons become able to resume activities.
9 weeks. urine, fatigue, & (through Injection carriers and remain | However, exclusion could
vague abdominal drug use, infected indefinitely. | be conslidered in cases in
discomfort may accidental which a child’s medical
occur. However, contaminated condition {(oozing sores or
may be sharps exposure). rash, bleeding) or behavior
asymptomatic. Sexual and (scratching, biting)
perinatal increases likelihood of
transmission exposing others. Contact
appear rare. local health department for
Rarely through further guidance.
other body fluids.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
HERPES SIMPLEX Usually 2-12 | Oral herpes: sores | Spread from Virus can be Oral herpes: No, unless Pregnant women with
VIRUS days or blisters on the person-to-person recovered from child with oral herpes is herpes should consult a
(Cold Sores, Fever lips or mouth. by direct contact lesions 2-7 weeks drooling and can not health care provider.
Blisters, genital Genital herpes: with saliva, sores, after primary contain secretions or meets | Stress handwashing and
herpes sores, skin painful sores or or blisters, such as | infections and up to | other exclusion criteria. not touching lesions.
lesions) blisters in the touching, kissing, 5 days in Genital herpes: No, unless
genital area. or having sex; reactivation lesions | meets other exclusion An outbreak must be
Herpes perinatally. criteria. reported to the local
gladiatorum: Sores Herpes gladiatorum: Yes, health department.
on exposed areas exclusion from contact
of skin. sport participation that
requires skin-skin contact.
Control measures:
Handwashing and avoid
touching lesions. Cover
lesions if possible.
Disinfection of sporting
equipment after use. Avoid
sharing sports equipment
that comes in contact with
skin.
HIV (Human Varlable; 1-3 | May be Spread from Soon after onset of | No, unless meets other Staff who routinely
Immunodeficiency months from | asymptomatic for person-to-person infection and excluslon criteria, has provide acute care
Virus) infection, infection to many years. through sexual persists throughout | weeping and oozing sores | should wear gloves and
includes AIDS detection of | Symptoms in later | contact; exposure | life. Infectivity is that can not be covered, use good handwashing
antibodies. stages of HIV to HIV-infected high during first bleeding condition where technique. Standard
Median infection are blood or body fluids | months; increases blood can not be contained; | precautions should be
incubationin | variable. (e.g., dirty with viral load; if s0, consult local health followed by all health
infected needles); from worsening of department. care personnel.
infants Is mother to infant clinical status; and
shorter than during pregnancy, presence of other Control measures: [Also, see SHS
adults or birth. sexually transmitted | Responsible sexual “Bloodborne Pathogens
infections. behavior (abstinence or Control And Handling
Treatment may condom use). Avoidance Body Fluids in the
reduce of blood and sharps School Setting, 2007".]
communicability. exposures.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
INFLUENZA Usually 1-3 Cough, fever, Person to person 24 hours before the | Yes, until without fever for | An outbreak must be
(Seasonal) days. headache, muscle | by droplets or onset of symptoms | 24 hours, or if meets other | reported to the local
aches, runny nose, | direct contact with | and up to 7 days in | exclusion criteria. Follow health department. Do
sore throat. Less infected articles. young children. local health department not use salicylates (such
frequently, Gi recommendations. as aspirin) during iliness.
symptoms.
Control measures:
Vaccine-preventable,
Emphasize respiratory
etiquette and frequent
handwashing.
IMPETIGO Variable. Blister-like skin Direct contact with | Usually not No, if lesion can be Cases with lesions
(“SKIN Usually 4-10 | lesions, which later | draining sores or contagious after 24 | covered. should avoid contact with
INFECTIONS”, days. develop Into by touching articles | hours of treatment. newborns.

Staphylococcal or
Streptococcal skin
infections)

crusted sores with
an jrregular outline.

contaminated with
blister fluid.

Yes, if fesion cannot be
covered. [f antibiotic
therapy indicated, exclude
until 24 hours of antibiotic
therapy has been
completed, or otherwise
cleared by HCP (in some
cases, antiblotic use may
not be indicated for
treatment). If no antibiotics
indicated, exclude until
lesion is healed.

For contact sports: Yes, if
lesion cannot be covered,
regardless of whether
antibiotics started, until
lesion is healed.

Control measures:

Avoid touching lesions.
Emphasize frequent hand-
washing. Conduct routine
environmental cleaning.

[See also sections for
“Staphylococcal
Infection” and
“Streptococcal Infection.’]

Maryland Department of Health and Mental Hygiene, November 2011
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! Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
LICE, BODY 6-10 days Intense itching, Direct contact with | Aslong as lice are | Yes, at the end of the An outbreak must be
(Pediculus from laying of | worse at night. an infested person | alive on infested program/activity/school reported to the local
corporis) eggs to Lice live in seams or contact with person or object. day. Skin may need health department. Body
hatching of of clothing and may | objects used by an | Eggs viable on treatment with pediculicide | lice may transmit serious
nymphs. or may not be infested person, clothing 1 month. -~ if one is used, exclude for | infections.
visible. especially clothing. | Adult lice viable 24 hours after first
away from host up | treatment is completed.
to 10 days.
Control measures:
Bathe with soap and water.
Wash clothing and bedding
in hot water and dry on
high heat or dust clothing
with a pediculicide.
MEASLES Usually 8-12 | Sudden onset of Direct contact with | 1-2 days before Yes, until 4 days after the A case or outbreak must
(Rubeola) days from chills followed by infectious droplets | onset of symptoms | onset of rash in otherwise be reported to the local
exposure to sneezing, runny or, less commonly, | (3-5 days before healthy children and for the | health department
onset of nose, conjunctivitis, | by airborne spread. | rash) to 4 days after | duration of illness in immediately by
symptoms. photophobia, fever, | Highly contagious | appearance of the immunocompromised telephone. Pregnant
Average cough. Rash among rash. Immuno- children. Contact local women exposed to a
interval usually appears unvaccinated compromised health department for case should see a health
between first behind the children in school, | children can be further guidance on care provider for
appearance | earsoron child care or camp | contagious for the management of cases and | evaluation.
of rash after | forehead/ face; settings. duration of the contacts.
exposure is blotchy, unusually illness.
14 days; dusky red rash- Control measures:
range 7-18 over face, trunk, Vaccine-preventable.
days. and limbs. Small Vaccination is the key
white spots preventive measure.
(Koplik’s spots)
inside mouth.

Maryland Department of Health and Mental Hygiene, November 2011
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Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

: Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
MENINGITIS, VIRAL | Varies Fever, severe Varies depending Depends on the Yes, until cleared for return | A case or outbreak must
or ASEPTIC depending headache, stiff on specific viral viral agent causing | by health care provider or be reported to the local
(including on specific neck, bright lights agent. Most iliness, but usually | local health department. health department, Most
Enterovirus, viral agent. hurting the eyes, common cause: (Enteroviruses) 3 Contact local health viral infections do not
Measles, Herpes, Usually drowslness or Enteroviruses, days after infected | department for guidance. require treatment;
Adenovirus) within 3-10 confusion, and most often spread | until about 10 days | Contacts of cases generally | however, some may
days later. nausea and through direct after developing do not need to be seen by | require specific antiviral
vomiting may contact with symptoms. a health care provider or therapy.
occur. Meningitis resplratory given preventive
symptoms are an secretions. medications.
emergency that
should be Control measures:
assessed Emphasize handwashing
immediately be a after use of bathroom,
health care changing diapers, and
provider. before handling or eating
food or drink.
MENINGITIS, Varles Fever, stiff neck, Direct contact, Depends on the Yes, until cleared by health | A case or outbreak must
BACTERIAL depending headache, including bacterial agent care provider in conjunction | be reported to the local
(Haemophilus on specific vomiting, and rash | respiratory droplets | causing iliness. with local health health department.
influenzae, bacterial may occur. from nose and department. Contact local
Neisseria agent, but Meningitis throat of infected health department for
meningitidis, usually 2-10 | symptoms are an people, but it varies guidance. Some agents
Streptococcus days, emergency that depending on the may require antimicrobial
pneumoniae, commonly 3- | should be bacterial agent therapy. Some contacts of
Listeria) 4 days. assessed causing illness. cases may need preventive
immediately be a antibiotics.
health care
provider. Control measures:

Vaccine-preventable for
some types of bacteria that
can cause meningitis
(Haemophilus influenzae,
Neisseria meningitidis,
Streptococcus
pneumoniae). Vaccination
is the key preventive
measure,

Maryland Department of Health and Mental Hygiene, November 2011
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Disease Incubation Symptoms Mode of Period of Exclusion (Yes or No) Other Information
Period ymp Transmission | Communicability | and Control Measures
MENINGOCOCCAL | Usually 3-4 Sudden onset with | Spread by close Usually 24 hours Yes. Refer case to health A case or outbreak must
DISEASE days; range | fever, vomiting, contact with after the initiation of | care provider. be reported to the local
(Neisseria 1-10 days. intense headache, | droplets and appropriate therapy health department
meningitidis) and stiffness of the | discharge from Control measures: immediately by
neck. Arashmay | nose, throat or Follow local health telephone.
appear on the saliva of an department
body. Other infected person. recommendations for
symptoms lliness highly prophylaxis and
sometimes seen contagious in child surveillance for close
with non-meningitis | care settings. contacts, including
forms of the household, child care
disease. contacts, others with saliva
contact with case. A
vaccine is avallable for
certain types of
meningococcal disease,
and is required by law for
certain risk groups.
Vaccination is the key
preventive measure.
MOLLUSCUM Usually 2-7 Smooth surfaced, Usually through Unknown. No, exclusion not routinely | An outbreak must be
CONTAGIOSUM weeks; range | spherical papules direct contact. Probably as long as | recommended. reported to the local
7 days to 6 on skin, sometimes | Possible sexual lesions persist. health department.
months. appears in linear transmission or via Genital lesions in a

orientation, can be

itchy. In children,

lesions most often
seen on face,
trunk, extremities.

fornites. Some
autoinoculation.

For contact sports or sports
with shared equipment that
comes in contact with skin
(such as gymnastics, etc.):
No, as long as
lesions/bumps can be
covered with clothing or a
watertight bandage.

young child may possibly
be an indicator of sexual
abuse. COMAR
10.16.06.35 requires
camp operator to report
child abuse.

Maryland Department of Health and Mental Hygiene, November 2011
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Disease Incubation Symbtoms Mode of Period of Exclusion (Yes or No) Other Information
Period ymp Transmission | Communicability | and Control Measures !
MONONUCLEOSIS, | Usually 30- Fever, sore throat, | Spread by close Prolonged; may be | General exclusion: No, An outbreak must be
INFECTIOUS 50 days. swollen lymph personal contact up to a year or exclusion not routinely reported to the local

(Epstein-Barr virus)

nodes, sometimes
rash. Neurologic
complications
include:
meningitis,
encephalitis,
myelitis.

via saliva; also may
be transmitted by
blood transfusion.

more. Some may
be long-term
carriers.

recommended.

Contact sports: Yes, until
acute illness is resolved
and cleared by a health
care provider.

Control measures:

Use general hygienic
measures, including
handwashing to prevent
sallvary contamination from
infected individuals;
minimize contact with
saliva (such as, avoiding
drinking beverages from a
common container).

health department.

Regarding contact sports,
health care provider must
clear athletes to reduce
risk of splenic rupture.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
MUMPS Usually 16 to | Fever, swelling, Spread by droplet From 3 days before | Yes. Exclude case for 5 A case or outbreak must
18 days; tenderness of the contact and direct | salivary gland days after onset of parotid be reported to the local
range 12 to salivary gland; may | contact from nose | enlargementto 5 gland swelling. Refer case | health department.
25 days. be asymptomatic. and throat days after. to health care provider and
Parotid glands discharge of an contact local health
most frequently infected person. department for guidance
affected. Highly contagious managing contacts of
Meningitis may among cases.
oceur. In males unvaccinated
after puberty, children in school, Control measures:
testicular child care, or camp Vaccine-preventable.
involvement may settings. Vaccination is the key
oceur. preventive measure.
PERTUSSIS Usually 7-10 | Acute onset of Spread by close Beginning from just | Yes, consult with local A case or outbreak must
(Bordetella days; range cough becomes contact with before onset of health department. be reported to the local
pertussis, 5- 21 days. repeated and infected persons symptoms to up Confirmed cases should be | health department

Whooping Cough)

violent within 1-2
weeks, can persist
for several months.
Characteristic thick
mucus and
vomiting after
coughing. May not
have the typical
inspiratory
“whoop”. Fever
may be low-grade
or absent.

via aerosolized
droplets.

until 3 weeks after
start of symptoms.

excluded until completion
of 5 days of recommended
antibiotics. Untreated
cases should be excluded
21 days from the date
cough began.

Control measures:
Vaccine-preventable.
Vaccination is the key
preventive measure.

immediately by
telephone. Highly
contagious among
unvaccinated children in
school, child care, or
camp settings. Infants,
elderly and
immunocompromised
individuals at increased
risk for complications.

Maryland Depariment of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
PINWORMS The life cycle | Perianal itching Transfer of Eggs are No, exclusion is generally This should be handled
(Enterobius of the worm (usually worse at Enterobius eggs communicable in not recommended. and on a case-by-case
vermicularis) is 2-6 weeks. | night), iritability, from fingers of the environment at basis by the appropriate
disturbed sleep, Infected personto | room temperature Control measures: school or regulatory
secondary infection | mouth of about 2-3 weeks. Encourage frequent hand- | authority.
of the scratched uninfested person. washing. Keep nails short;
skin. discourage nail biting and
petianal scratching. Daily
for several days after
treatment: change to clean
underwear and bed sheets
after bathing, wash linens
in hot (131°F) water, clean
and vacuum living and
sleeping areas.
PNEUMOCOCCAL Varles Various symptoms, | Person-to-person No longer No, exclusion is not Qutbreaks or cases of
DISEASE depending depending on transmission communicable 24- routinely recommended. invasive disease must be
{Streptococcus on type of location of through contact 48 hours after Contact local health reported to the local
pneumoniae) infection. infection: ear, eye, | with respiratory initiation of department for further health department.
May be as sinus, lungs, blood, | droplets. appropriate guidance.
short as 1-3 | joints, or spinal antiblotics.
days. fluid spaces. May Control measures:
cause meningitis. Vaccine-preventable.
Vaccination is the key
preventive measure.
POLIO 3-6 days for | Infection may be Spread by contact | Shortly before Yes, exclude case until A case or outbreak must
mild asymptomatic, with nose or throat | onset of clinical health department be reported to the local
(nonparaly- cause mild illness discharge, or by iliness to several approves readmission. health department
tic) cases; 7- | (fever, malaise, fecal-oral weeks after. Contact local health immediately by
21 days for headache, contamination. Children are department for guidance of | telephone.
paralytic vomiting), or contagious as long | acute cases and contacts.
cases. severe illness as virus s excreted

(meningitis, muscle
paralysis, death).

in feces, usually for
several weeks.

Control measures:
Vaccine-preventable.
Vaccination Is the key
preventive measure.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
RABIES (and Varies: days | Human: Primarily via bite Human-to-human No, exclusion is not Any case or suspected
RABIES to years Apprehension, from a rabid bite transmission recommended for rabies exposure must be
EXPOSURE) fever, difficulty animal. Non-bite does not generally | exposure alone. reported immediately by

swallowing,
hypersalivation,
muscle weakness,
hydrophobia,
sensory changes
(e.g. tingling) or
paralysis, delirium,
convulsions, death
due to respiratory
paralysis.

Animal; Unusual
behavior changes
(stupor or
aggression),
increased
salivation,
paralysis. Death in
2-7 days from
onset of iliness.

exposures include
scratches,
abrasions, and
saliva
contamination of
open wounds or
mucous
membranes, or
organ
transplantation.

occeur. In dog and
cats, approximately
3-7 days before
clinical signs
appear and
throughout course
of disease.

Control measures:

Do not let children play with
strange, unknown animals
or have contact with wild
animals, especially bats. If
a person is exposed to a
possibly rabid animal,
immediately wash wound
thoroughly with soap and
water for several minutes.
Seek emergency medical
attention immediately, if
child was bitten. For
school age children, see
SHS “Guide for Emergency
Care in Maryland Schools,
2005”. For preschool age
children, contact the child's
health care provider.
Contact local health
department to assess need
for post-exposure
prophylaxis.

telephone to local law
enforcement and local
health department.
Confine biting animal (if it
is safe to do so) or as
advised by local law
enforcement, and local
health department or
animal control, for
possible testing or
quarantine.

[Also, see section for
“Bites, Animal”.]

Maryland Department of Health and Mental Fygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
RINGWORM Usually 10- Patchy areas of Contact with the May persist on Yes, until oral treatment Recommended treatment
OF SCALP 14 days. dandruff-like skin of an infected | contaminated has been initiated. for ringworm of the scalp

(Tinea capitis)

scaling and hair
loss; many
separate blisters,
with pus in them
with little hair loss;
or a soft, red,
swollen area of
scalp.

person or animal,
or by contact with
contaminated
surfaces or objects
such as combs,
furniture, clothing,
and hats. People
may be
asymptomatically
infected yet able to
transmit disease.

materials for a long
time if untreated.

Yes, exclude from contact
sports involving skin-skin
contact.

Control measures:

Cover lesions if necessary
to prevent direct contact.
Disinfect sports equipment
that comes in contact with
skin. Avoid sharing sports
equipment that comes in
contact with skin, Examine
household, child care,
school, camp, and animal
contagts; treat if infected.
Do not share combs,
brushes, hair ornaments,
hats, or linens while being
treated. Haircuts or
shaving the head is not
needed. Selenium-
containing shampoo twice
a week limits shedding of
fungus. Head lesions may
not be able to be covered.
This should be handled on
a case-by-case basis.

is oral medications
because topical
medications are not
effective against
ringworm of the scalp.
Topical medications are
considered effective for
non-scalp ringworm.

Maryland Department of Health and Mental Hygiene, November 2011

-24-




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
RINGWORM Usually 4-10 | Leslons are usually | Contact with While lesions are No, as long as lesions can | Topical medications are
OF SKIN OR BODY | days. circular or ring-llke, | lesions or with visible. Fungus be covered, and oral or considered effective for
(Tinea corporis) slightly red with a contaminated may persist for long | topical treatment has been | non-scalp ringworm.
raised edge, and surfaces such as periods on initiated. Routine exclusion
appear on the face, | floors, showers, or | contaminated is not recommended.
frunk, or benches. surfaces.
extremities. May Yes, exclude from contact
itch. sports involving skin-skin
contact.
Control measures:
Cover leslons to prevent
direct contact. Disinfect
sports equipment that
comes in contact with skin.
Launder towels, linens and
clothes in hot water. Refer
school, child care, or camp
contacts to their health care
provider. Examine skin for
resolution of lesions.
ROSEOLA (Human | Usually 10 Fever, rash (small Direct contact with | Unknown. No, unless meets other An outbreak must be
herpesvirus 6, days; range | flat pink spots or salivary secretions. excluslon criteria. reported to the local
Exanthem subitum, | 5-15 days. patches) usually health department.

Sixth Disease)

on the chest,
back, abdomen,
neck and arms,
not usually itchy.

No specific controi or
preventive measures-
indicated.

Maryland Department of Health and Mental Fyglene, November 2011
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Disease Incubation Symptoms Mode of Period of Exclusion (Yes or No) Other Information
Period ymp Transmission | Communicability | and Control Measures
RSV (Respiratory Usually 4-6 Acute respiratory Direct or close Period of viral No, unless meets other An outbreak must be
Syncytial Virus) days; range tract illness. contact with shedding usually 3- | exclusion criteria. Follow reported to the local
2-8 days. contaminated 8 days, but may last | local health department health department.
secretions (via longer in young recommendations.
droplets or infants and those
objects). who are Control measures:
immunosuppressed | Cohort those with
. respiratory illness,
emphasize handwashing
hygiene, contact
precautions where
indicated.
RUBELLA Usually 16- Mild illness with Spread by droplet | Maximal Yes, exclude for 7 days A case or outbreak must
(German measles) 18 days; low fever, mild contact and direct | communicability is | after rash onset. With be reported to the local
range 14-23 | rash, usually contact from nose | from a few days outbreaks, exclude health department
days. associated with and throat before to 7 days unimmunized individuals immediately by

enlargement of
nodes on the back
of the neck. Rash
usually follows 5-
10 days later; may
resemble measles,
scarlet fever, or
fifth disease.

discharge of an
infected person,
and possibly from
blood and urine;
from mother to
Infant during
pregnancy.

after onset of rash.
Those children with
congenital rubella
syndrome may be
infectious for up to
1 year. Highly
communicable.

until they are immunized.
Contact local health
department for guidance.

Control measures:
Vaccine-preventable.
Vaccination is the key
preventive measure.

telephone. Infection
during pregnancy may
have serious
consequences for the
fetus. For
recommendations for
children with congenital
rubella syndrome,
contact local health
department, Caregivers
of these infants should be
aware of the potential
hazard of the infants to
susceptible pregnant
contacts.

Maryland Department of Health and Mental Hyglene, November 2011

-26-




Communicable Diseases Summary: Guide for Schools, Child Care, and Youth Camps

. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information

SCABIES 2-6 weeks Rapid onset of red | Person-to-person Until mites or eggs | Yes, until after treatment is | An outbreak must be
before onset | papular rash, with through direct skin- | are destroyed, administered, usually the reported to the local
of itching; 1-4 | or without white to-skin contact usually after 24 overnight. Treat case with | health department.
days for scaling, involving such as holding hours of effective scabicide and follow Mites do not transmit any
those the fingers, wrists, | hands or sexual therapy. Mites medical advice from health | other communicable
reinfested. elbows, knees, contact or through | usually die if away | care provider. Treat disease. ltching may

abdomen and other
skin surfaces.
Intense itching,
especially at night.
A classic burrow,
mite, or egg seen
on skin scraping is
diagnostic.

direct contact with
contaminated
clothes, bedding,
and personal
articles.

from host for more
than 2-3 days.

household and close
contacts at same time as
case. Clothing, bedding
and other personal artlcles
used in the 3 days before
treatment should be
laundered using hot cycles
of washer and dryer, or dry-
cleaned.

persist for weeks
following effective
treatment due to allergic
reaction; bacterial
infections of skin can
result from scratching.

Maryland Department of Health and Mental Hygiene, November 2011
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: Incubation Mode of Period of Exclusion (Yes or No) ;
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
STAPHYLOCOC- Variable and | Skin and soft tissue | Direct person to As long as purulent | No, if lesion can be Colonization alone with
CAL INFECTION indefinite infections, such as | person contact, lesions continue to | covered. Staph, including MRSA,

(“Staph”, Impetigo),
including MRSA,
(Methicillin-
resistant
Staphylococcus
aureus)

impetigo, boils, or
skin abscesses,
occasional invasive
disease (ex:
wound infections,
bloodstream
infections,
pneumonia)

usually on hands.
Possible
transmission via
air, contaminated
surfaces, objects.
Non-intact skin
increases risk.

drain but sporadic
cases occur due to
asymptomatic
carrier state.

Yes, if lesion cannot be
covered. If antibiotic
therapy is indicated
exclude until 24 hours of
antibiotic therapy has been
completed, or otherwise
cleared by HCP (in some
cases, antibiotic use may
not be indicated for
treatment). If no antibiotic
therapy indicated, exclude
until lesion is healed.

For contact sports: Yes, if
lesion cannot be covered,
regardless of whether
antibiotics have been
started, until lesion is
healed.

Control measures:
Avoid touching lesions.
Emphasize frequent
handwashing. Conduct
routine environmental
cleaning.

is not a reason for
exclusion. Contact local
health department for
guidance.

An outbreak must be
reported to the local
health department.
Antibiotic treatment may
not be indicated for every
case of Staph infection,
including MRSA.

[Also, see section for
Impetigo (“Skin
Infections’).]

Maryland Department of Health and Mental Hygiene, November 2011
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Disease Incubation Symptoms Mode of Period of Exclusion (Yes or No) Other Information
Period ymp Transmission Communicability | and Control Measures

STREPTOCOCCAL | 1-3 days, can | Fever and sore Spread from 10-21 days if Yes, exclude case until 24 | An outbreak must be

INFECTION (Strep beupto 5 throat/tonsillitis with | person to-person untreated. Until 24 | hours after start of reported to the local

Throat, Scarlet days; tender, enlarged by respiratory hours after start of | antibiotic treatment. health department. Early

Fever, Impetigo) variable for lymph nodes. droplets, by direct | antibiotic treatment. recognition and treatment
skin Scarlet fever -- contact and rarely Control measures: can prevent serious
infections sore throat, fever, by contact with Emphasize respiratory complications.

plus a red rash that | objects etiquette (“cover your

feels like contaminated with cough”) and frequent [Also, see section for
sandpaper and nose or throat handwashing. Impetigo (“Skin

lasts 2-5 days. secretions. Infections’).]

Tongue may Carriers capable of

appear strawberry- | spreading illness.

like. When rash May be foodborne

fades, skin peels via contaminated

from tips of fingers | milk or eggs.

and toes.

SYPHILIS Usually May be Spread by genital, | Up to one year if No, exclusion not routinely | A case or outbreak must
about 3 asymptomatic; oral or anal sexual | untreated but recommended, however, be reported to the local
weeks; range | painless ulcer on contact with an recurrences of should be managed by a health department.

10 daysto 3 | genitals, anus, or infected person; lesions may persist. | health care provider. Case | Untreated, syphilis (even
months. mouth. Rash on from mother to should be treated with with no initial symptoms)

palms and soles,
generalized rash,
or generalized
lymph node
swelling appear in
secondary stage.

infant during
pregnancy or at
delivery.

antibiotics, and sexual

contacts examined and
treated with preventive
antibiotics.

can cause serious
damage to heart, brain
and other organs. This
infection in a young child
may possibly be an
indicator of sexual abuse.
COMAR 10.16.06.35
requires camp operator
to report child abuse.

[Also, see SHS “Guide
for Emergency Care in
Maryland Schools, 2005”
section for “Child Abuse
and Neglect”]

Maryland Department of Health and Mental Hyglene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
TICKBORNE Usually 7-10 | Fever, headache, Tick bite; rarely No documented No, exclusion Is not A case must be reported
ILLNESSES: days; range lack of appetite, through blood person-to-person necessary. to the local health
(Anaplasmosis, 3-32 days nausea, vomiting, transfusion transmission. department.
Ehrlichiosis, Lyme | after tick bite. | muscle aches, Control measures: Tick-borne diseases
Disease, Rocky chills. Possible Avoid exposure to ticks; carry the risk of more
Mountaln Spotted rash, confunctivitis, wear protective light- severe and/or chronic
Fever, etc.) or meningo- colored, long sleeve shirts | illness for
encephalitis. and pants; use insect immunocompromised
repellents; conduct tick persons. Pregnant
checks. Remove women bitten by a tick
embedded ticks promptly should consult with their
with tweezers. Consult a health care provider.
health care provider if
symptoms occur.
TUBERCULOSIS Generally 2- | Fever, weight loss, | Airborne: via A person dlagnosed | Yes, until treatment is A person with or
(TB, Mycobacterium | 10 weeks malaise, cough and | activities such as with active TB on started and cleared by local | suspected to have active
tuberculosis) after night sweats are coughing, speaking | appropriate health department. The TB disease must be
exposure to | common, but some | and singing. antibiotics will local TB Control Program reported immediately by
someone individuals have no become non- will determine when a telephone to the local
with active symptoms at all, infectious in a few person with active TB health department.
TB who is Children younger weeks on average; | disease may return; and Facility must cooperate
infectious. than 5 years are however, a will determine control fully with the local health

more likely to
present with weight
loss, malaise, and
failure to thrive.

person’s response
to treatment will
vary depending on
their general health
and the severity of
their TB disease
when diagnosed.
In contrast, a
person with latent
TB infection cannot
infect others and
treatment is not
mandatory.

measures in the school,
child care, or camp setting.
Chlldren diagnosed with
latent TB infection cannot
infect others and should not
be excluded. Children who
have received BCG
vaccine may still become
infected with TB, and
should not be excluded
from any testing that the
local health department
does as part of an
investigation of possible TB
contacts.

department in testing any
other children, faculty,
staff, and child care
providers to determine if
TB transmission has
ocecurred. Requirements
for TB testing of new
students may vary from
one jurisdiction to
another. Consult local
health department for
further details.

Maryland Department of Health and Mental Hygiene, November 2011
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. Incubation Mode of Period of Exclusion (Yes or No) .
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
TYPHOID FEVER Depends on | Fever, headache, Spread from direct | For as long as Yes, for those who are A case or outbreak must

(Salmonella typhi) infectious red (‘rose’) spots person-to-person infected person symptomatic, until cleared be reported immediately
dose and on | onthe body; lack of | contact, or by carries in feces or by local health department | by telephone to the local
host factors, | heart rate elevation | contaminated food | urine, if untreated after further testing. health department
but usually 7- | with fever; or water. can be months, if Contact local health immediately by
14 days: constipation more carrlers can be department for guidance. telephone.
range 3 days | often than diarrhea. years.
to over 60 Control measures:
days. Vaccine-preventable.

Encourage hand hygiene
after toilet use, after
diapering children, and
before preparing or eating
food.

VARICELLA Usually 14- Slight to moderate | Person-to-person, | Usually, in a Yes, until all lesions are Reports outbreaks to

ZOSTER VIRUS: 16 days from | fever and skin rash | by respiratory or “normal” case of completely dried or crusted | local health department.

CHICKENPOX exposure to consisting of fluid- | airborne droplet varicella in an over, usually 5 days after Advise student's parent

(Primary varicella rash, but filled bumps spread (produced otherwise healthy the onset of the rash. or guardian, or staff

zoster virus may range (vesicles). In by talking, child, period of Lesions that can be fully member, to contact

infection) from 10-21 “ordinary” coughing, or communicability is | covered are of little risk to health care provider after
days. infections, “new” sneezing) or by from 1-2 days susceptible persons. varicella exposure of
vesicles can direct contact with | before rash neonate, during

continue to appear
for 4-7 days. Rash
is ltchy; scratching
can produce skin
abrasions and lead
to secondary
infection.

vesicle fluid or
respiratory
sections, or with
mucous
membranes of
infected persons.
Highly contagious.
However, a
susceptible person
may acquire
chickenpox
infection if exposed
to the vesicle fluid
of someone with
shingles,

appears, to when
all lesions are
completely crusted

| over (approximately

5 days). Persons
who are susceptible
to varicella should
be considered to be
infectious from 8-21
days after
exposure. Persons
with weakened
Immune systems
may be
communicable for
longer periods.

Control measures:
Vaccine-preventable.
Vaccination is the key
preventive measure.
Contact local health depart-
ment for more specific
recommendations, such as
vaccination of unvacclnated
or incompletely vaccinated
individuals. Disinfect
articles handled by, or
contaminated with
respiratory secretions or
vesieular fluid from infected
persons.

pregnancy, or of a person
with a weakened immune
system.

[Also, see section for
“Varicella zoster virus:
Shingles”.]

[Also, see SHS “Guide
for Emergency Care in
Maryland Schools, 2005"
section for “Rashes”]

Maryland Department of Health and Mental Hygiene, November 2011
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: Incubation Mode of Period of Exclusion (Yes or No) ’
Disease Period Symptoms Transmission | Communicability | and Control Measures Other Information
VARICELLA Reactivation | Vesicles with ared | May also be From appearance Yes, until all lesions are Report outbreaks to local
ZOSTER VIRUS: of latent base appearing in associated with of shingles vesicles | completely dried and health department.
SHINGLES (also herpes the distribution of a | prior varicella until all vesicles are | crusted over, or fully Persons on cancer

known as zoster,
reactivation of prior
infection with
varicella zoster
virus)

zoster virus
infection may
occur years
after primary
infection
(chickenpox)
and may
occur after
vaccination
with live virus
varicella
vaccine.

peripheral sensory
nerve
(“dermatome”).
Vesicles
associated with
elther itching or
severe pain.
Scarring, loss of

function may occur.

vaccination. Zoster
occurs due to
reactivation of
latent varicella/
zoster virus.

NOTE: Fluid within
zoster vesicles is
infective, and
indirect
transmission of
virus particles from
vesicle fluid on
contaminated
clothing or other
articles may occur.

dried or crusted
over -- about five
days to a week.

covered. Contact local
health department for
specific recommendations
for contacts.

Control measures:

Varicella vaccine (see
above) not shingles
vaccine may be used in
some circumstances to
prevent cases of primary
chickenpox in people
exposed to shingles.
Contact local health
department for more
specific recommendations.

Disinfect articles handled
by, or contaminated with
vesleular fluid from infected
persons.

chemotherapy or who are
HiV-infected may be at
higher risk.

[Also, see section for
“Varicella zoster virus:
Chlckenpox”.]

[Also, see SHS “Guide
for Emergency Care in
Maryland Schools, 2005”
section for “Rashes”.]

Maryland Department of Health and Mental Hygiene, November 2011
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ADDITIONAL INFORMATION: INFESTATIONS COMMONLY SEEN IN SCHOOLS, CHILD CARE, AND YOUTH CAMPS

Parasite

Symptoms

How do infestations

Exclusion (Yes or No)

Additional information

occur? and Control Measures
BED BUGS Itchy, skin welts occur a | Bed bugs are usually If bed bugs are found on a child, For additional information, refer to:
(Cimex lectularius) | day after the bite. The carried into the home the child should not be sent home <http://ideha.dhmh.maryland.gov/pdf/bed_bugs
medical concern is unknowingly. People early or excluded immediately. _fact_sheet_maryland_dhmh.pdf>
usually limited to itching | carry them on luggage,
and inflammation of the | clothing, beds, and Control measures:
welts. Infestations furniture, especially Clothing may be placed in
may cause anxiety and | used beds and sofas. disposable plastic bags and then
loss of sleep. If badly Once inside the home, | taken directly into the washer
affected, seek medical | they spread from room | and/or dryer.
care promptly. to room, Can live for For infestations of facilities, it is
months without food or | recommended to enlist the services
water. of a professional pest control firm.
LICE, HEAD Often none. ltching Direct contact with Yes, at the end of the Exclusion or readmission can be determined by
(Pediculus capitls) possible. Nits (eggs) infested person’s hair program/activity/school day, until local policy, or on a case- by-case basis, Lice

are tightly attached to
hair shaft near the
scalp, often near nape
of neck and behind the
ears. Crawling lice
rarely seen.

or occasionally their
clothing, combs,
brushes, carpets, or
linens. Lice do not
Jump from person to
person. Adult lice
viable away from host
up to 2 days.

after first treatment is completed.
Children should not be sent home
early or excluded immediately. For
nits, routine exclusion not
recommended. “No-nit” policies not
recommended.

Control measures:

Notify parent/guardian to treat child
with a pediculicide. Follow
manufacturer's recommendation for
treatment and remove nits. Do not
share combs, brushes, hair
ornaments, hats, or linen. Examine
close contacts for lice and treat.
Wash clothing, bedding, and towels
in hot water and dry on high heat or
dry clean or place in tightly closed
plastic bag for 14 days. Vacuum
furniture and rugs.

do not transmit any communicable diseases,
but bacterial infections of skin can result from
scratching.

This should be handled and on a case-by-case
basis by the local school system or regulatory

authority.

Maryland Department of Health and Mental Hygiene, November 2011
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DEFINITIONS
DiIAMNEA. ...ccoi ittt e 4
FOVBE ottt s 4
Infection Control MEaSUIeS........c.civveveniierver s sreesnee s 3
OULDIEAK, ....eeviiciii ettt s s 3
Reportable Disease/Condition...........ccvccvevimnieiiieinvennieenennens 3
RV o]0 1113 o P OSSO 4
DISEASES/CONDITIONS
AIDS e s s See HIV
ANaplasmosiS.......cccecveiiviiivivienrinnirinns See Tickbome llinesses
BiteS, ANIMAl ...cccoiiiieiceiiiiiie et ere e 5
Bites, HUMAN ... et 5
Bordetella pertussis...........ccccvcvenvicciinieincnnennns See Pertussis
CampPylODACLE! .......ccccvveciriinvenic e cee e e et aies 8
ChickenpOX......oovcvivinriniievier s See Varicella Zoster Virus
Chlamydia .....c.c.coceviiiini e 6
Chlamydia trachomatis..........ccccoccuvvviviiiinireni See Chlamydia
CMVY ettt e anes 6
Cold SOreS ..o See Herpes Simplex Virus
CommON Cold ...ccviviveiiien e 7
Conjunctivitis, INfECHOUS .........ccvcvirereeiir e 7
Corynebacterium diphtheriag ........................... See Diphtheria
Coxsackie Viruses.......... See Hand, Food and Mouth Disease
CytomegaloviruS.......cccociivcvee e ceee e e See CMV
Diarrheal lilness
CampylODACIO!..........ccvvieeeii e e 8
E. COOMBTIHT oottt 8
GIAITIA v e e e 9
NOFOVIFUS ....ceeiivieiii e e TP TURUPUTN 9
ROTAVITUS ...t scre e ser e e e 9
Salmonella.........cccccviviiiiiniic 10
Shiga Toxin-producing E. coli (STEC) ......ccovvvevvvrrcvirnene, 8
SRIGOHA ...t 10
UNKNOWN CAUSE ....ocoviiviiiie it cviisincesire e e ennesee s senesnees e 8
DiIphtheria........ccoviciiiicii e s 10

Maryland Department of Health and Mental Hygiene, November 2011

E. COliONBTIHT .o 8
EhrlichioSis..........cccovvivieenvincnvineannns See Tickborne llinesses
Enterobius vermicularis.........c...ccccvvveeeiinsiinen. See Pinworms
Epstein-Barr vitus .......ccccceveviviiiinnncnen, See Mononucleosis
Erythema infectiosum .........c.ccoccoevnvvcrrennnne. See Fifth Disease
Fifth DISEASE ....coiviiviriiiie vttt 11
German Measles.......ccocecviviceninieec e See Rubella
Giardia SPP .occeecii i 9
L€ o] ToT a4 oY TR 12
GONOCOCCUS...ovvereeseeiinnssiciiesienserssesisvsanesensaes See Gonorrhea
Haemophilus influenzae Type B (HIB Disease)................... 12
Hand, Foot and Mouth DiS€ase ..........cco.coeevriiiivieceieeernns 13
HEPALItis A ..oocvvecriiriiiiiinici e e e 13
HEPatitis B ......ccveeiicviv ettt ee s e 14
Hepatitis C......coovveireeie e e 14
Herpes, Genital............cccccevvrcvnennn. See Herpes Simplex Virus
Herpes Simplex Virus (HSV)......cccoccevvinvinnin e 15
HIV (Human Immunodeficiency Virus).........c.ccocevvecner e, 15
Human Herpesvirus 5.........ccocccceemvriinmsnes e See CMV
"Infections, Skin" (see also Impetigo)...........cccvevvivineriiiinnns 16
Infection, Staphylococcal..........cccoveeviviieniinciiceece e 27
Infection, StreptocoCCal.........ccoiviiiiiieiiiircr e s 28
INFlUBNZA ...coviiiiii e e 16
IMPEHGO ..iveicre it 16
LiCE, BOGY c.veviieici ettt e 17
Lyme DISease.......c.cccccovrimrininniciinnns See Tickborne liinesses
MEESIES ...ovvve ittt e 17
Meningitis, ASEPLIC.......c.ceciriciiiecre e 18
Meningitis, Bacterial............cccoveeiivinii e 18
Meningitis, Viral..........ccocovier e 18
Meningococcal DISEase.........ccccevvevcevriiciiee s enreieeis e 19
Molluscum ContagioSUmM........ccccocvvveeieeiiieies e ciee e 19
Mononucleosis, Infectious.......c.ccoeririciiiiin e 20
MUMPS et et resrea s 21
Mycobacterium tuberculosis ........................ See Tuberculosis
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DISEASES/CONDITIONS (continued)

Neisseria gonorrhoeae .............ccccvveeccenecvuneen, See Gonorrhea
Neisseria meningitidis ................. See Meningococcal Disease
NOTOVIFUS .evireeiinieiiiiininesee e esiessie e s ste s tnescne et neaesabesnresen e 9
Parvovirus B9 .......ccvvvin e See Fifth Disease
Pediculus COrporis ........ccouvivvivinninsecinniennesens See Lice, Body
PEIUSSIS. ..oeeiire it riiis it ee s et ene s 21
PINKEYE ...coovvireirieecni s See Conjunctivitis, Infectious
PINWOIMS. ..ot ie st sttt saasranesre e sre s 22
Pneumococcal DISEase.......c...ccevmvinniiniiccsenniiescressenineiees 22
o] o S PSR 22
RADIES ...cveeeiie et 23
Ringworm, Body .........ccoeeciiiiiiiicincvir e siee s s 25
RINGWOIM, SCalp ..ccccveiiiiiiiirrir e eer e 24
Ringworm, SKiN .......ccccovieeeiii e e 25
Rocky Mountain Spotted Fever .......... See Tickborne liinesses
ROSEOIA .....ccciiiiiiie e e ennie 2D
ROLAVIFUS ...t s e nen 9
RSV (Respiratory Syncytial Virus).......ccccoeeevevvevrerieecneccnnnn 26
RUDEIIA ....ciiiiicicccre sttt sree e s ve e vt ee 26
{0 o7=To ) - TSSO See Measles
Salmonella SPP ......ccoeccieiicii i 10
Salmonella typhi.........ccccvcovveviiieciiiiiiienieeeens Typhoid Fever
SCADIES.....ceeevi et s 27
Shigella SPP...occcriiiecii e 10
Sixth DISEASE ....ccovvvvvviriirccreririininsnnee s crienniee s See Roseola
"Skin Infections" (see also IMpetigo) .....c..vecvvcrvvvrevnncininnes 16
Staphylococcal Infection........c.ccoeviviiiirieircie e 28
Strep Throat ......cccvvvecviiiiieeeccieeis See Streptococcal Infection
Streptococcal Infection .........cccocvvvvii i, 29
Streptococcus pneumoniae......... See Pneumococcal Disease
SYPhIlIS e 29
TB (TUDEICUIOSIS) ......civiiircircriicciiine e e 30
Tickborne IHNESSES......cccevcviiriiiiirinir e 30
Tin@a CapItiS ......oovcvvivvirevieii e siieereee s See Ringworm, Scalp

Maryland Department of Health and Mental Hygiene, November 2011

Tinea corporis........ceeeviverceenn.. See Ringworm, Skin or Body
TYPhOId FEVET ...ttt r e ne 31
Varicella Zoster Virus: ChickenpoX..........cccvveevvvonenernersonnns 31
Varicella Zoster Virus: Shingles ........cccccvvveveeiir e, 32
Whooping Cough ........ccevviiviniiircenii e, See Pertussis
EXCLUSIONS
DiIaIhEa ... cve e et 4
FOVET.....ii e 4
LC 1T Tt | O RSOOSR 4
VOMIING vttt e e s sr s b r it aaaenennnene 4
INFESTATIONS
[ TTo = TU o T ORI 33
Cimex 1eCtularis.............cccccoivvnvicneciincrennnnn,s See Bed Bugs
Lice, HEA. ... ittt 33
Pediculus Capitis ..........cccvcviivinivienirin i See Lice, Head
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NOTES:

¢ Periods of exclusion are intended for cases in school, child care, and youth camp settings
Check with local health department for recommended control measures and prevention steps

» Additional information on these and other diseases can be found on the Internet at <www.cdc.gov> or
<http://ideha.dhmh.maryland.gov/SIPOR/>

e A Directory of Local Health departments may be found at <http://ideha.dhmh.maryland.gov/local-health-departments.aspx>

Maryland Department of Health and Mental Hygiene, November 2011
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HE 3.0

3’; Principals notify their local health department in cases of student |
§ absences due to a reportable communicable disease. "‘

Purpose:

s To prevent the spread of communicable disease in the school

Commentary/Procedural Points:
o Before the student returns to school, a release card from the local health
department or a letter from a licensed healthcare practitioner must be
provided, indicating that the health department regulation has been met.

o Notes from parents/guardians are not accepted as assurance that the health
department regulation has been met.

e The local health department has listings of the types of diseases and
procedures for possible school closings and the communications to notify
the school families and general public.

References:

o Communicable Disease Summary - Guide for Schools and Child Care
Settings; provided to schools by Maryland State Department of Health

January 12, 2005




Table 3 " MARYLAND LOCAL HEALTH DEPAR‘TMENTS. S o
Addresses & Telephone Numbers for Infectious Disease Reporting
% Telephone (T) or Pager (P) Number for After Hours and Weekend Reporting
JURISDICTION ADDRESS JURISDICTION ADDRESS
ALLEGANY PO Box 1745 HARFORD 1321 Woodbridge Station Way

Ph. 301-759-5112
Fax 301-777-5669
%*T 301-759-5000

12501 Willowbrook Road SE
Cumberiand MD 21501-1745

Ph. 410-612-1774
Fax 410-612-9185
*T 443-243-5726

Edgewood MD 21040

ANNE ARUNDEL

Ph. 410-222-7256
Fax 410-222-4004
*T 443-481-3140

Communicable Disease & Epi.
1 Harry S. Truman Parkway
Room 231

Annapolis MD 21401

HOWARD

Ph. 410-313-1412
Fax 410-313-6108
*T 410-313-2929

8930 Stanford Blvd
Columbia MD 21045

BALTIMORE CITY
Ph. 410-396-4436
Fax 410-625-0688
*T 410-396-3100

1001 E. Fayette Street
Baltimore MD 21202

KENT

Ph. 410-778-1350
Fax 410-778-7913
*T(410) 708-5611

125 S. Lynchburg Street
Chestertown MD 21620

BALTIMORE CO.

Ph. 410-887-6011
Fax 410-377-5397
%*T 410-832-7182

Communicable Disease, 3rd Fioor
6401 York Road
Baltimore MD 21212

MONTGOMERY

Ph. 240-777-1755
Fax 240-777-4680
*T 240-777-4000

2000 Dennis Avenue
Suite 238
Silver Spring MD 20902

CALVERT

Ph. 410-5635-5400
Fax 410-414-2057
#*P 443-532-5973

PO Box 980
975 Solomon’s Island Road
Prince Frederick MD 20678

PR. GEORGE'S

Ph. 301-583-3750
Fax 301-583-3794
*T 240-508-5774

3003 Hospital Drive
Suite 1066
Cheverly MD 20785-1194

CAROLINE

Ph. 410-479-8000
Fax 410-479-4864
*T 443-786-1398

403 South 7th Street
Denton MD 21629

QUEEN ANNE'S

Ph. 410-758-0720
Fax 410-758-8151
%*T 410-758-3476

206 N. Commerce Street
Centreville MD 21617

CARROLL

Ph. 410-876-4900
Fax 410-876-4959
*T 410-876-4900

290 S. Center Street
Westminster MD 21158-0845

ST. MARY'S

Ph. 301-475-4316
Fax 301-475-4308
*T 301-475-8016

PO Box 316
21580 Peabody Street
Leonardtown MD 20650

CECIL

Ph. 410-996-5100
Fax 410-996-1019
*T 410-392-2008

John M. Byers Health Center
401 Bow Street
Elkton MD 21921

SOMERSET

Ph. 443-523-1740
Fax 410-651-56699
*T 443-614-6708

Attn: Communicable Disease
7920 Crisfield Highway
Westover MD 21871

CHARLES

Ph. 301-609-6810
Fax 301-934-7048
*T 301-932-2222

PO Box 1050
White Plains MD 20695

TALBOT

Ph. 410-819-5600
Fax 410-819-5693
*T 410-819-5600

100 S. Hanson Street
Easton MD 21601

DORCHESTER

Ph. 410-228-3223
Fax 410-901-8180
*P 410-221-3362

3 Cedar Street
Cambridge MD 21613

WASHINGTON

Ph. 240-313-3210
Fax 240-313-3334
*T 240-313-3290

1302 Pennsylvania Avenue
Hagerstown MD 21742

FREDERICK

Ph. 301-600-3342
Fax 301-600-1403
*T 301-600-1603

350 Montevue Lane
Frederick MD 21702

WICOMICO

Ph. 410-543-6943
Fax 410-548-5151
*T 410-543-6996

Attn: Communicable Disease
108 E. Main Street
Salisbury MD 21801-4921

GARRETT

Ph. 301-334-7777
Fax 301-334-7771
Fax 301-334-7717
*T 301-334-1930

Garrett Co. Community Health Ctr.

1025 Memorial Drive
Oakland MD 21550-4343
(Fax for use during emergencies)

WORCESTER

Ph. 410-632-1100
Fax 410-632-0906
*T 443-614-2258

PO Box 249
Snow Hill MD 21863

Instructions for Maryland Communicable Disease Laboratory Reporting (DHMH 1281)
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Table 4 MARYLAND STATE HEALTH DEPARTMENT (DHMH) OFFICES

Addresses & Telephone Numbers for Infectious Disease Reporting
% Telephone (T) or Pager (P) Number for After Hours and Weekend Reporting

OFFFICE

ADDRESS

'CENTER FOR HIV SURVEILLANCE, EPIDEMIOLOGY & EVALUATION

Ph. 410-767-5939

Fax Do NOT Fax

*P 410-716-8194 (For use when Local Health Department is unavailable,)

Maryland DHMH

500 North Calvert Street, 5" Floor
Baltimore, MD 21202

ATTN: CHSE

CENTER FOR SEXUALLY TRANSMITTED INFECTION PREVENTION

Ph. 410-222-6690

Fax 410-528-6098

*P 410-716-8194 (For use when Local Health Department is unavailable.)
sti@dhmbh.state.md.us

Maryland DHMH

500 North Calvert Street, 5" Floor
Baltimore MD 21202

ATTN: CSTIP

CENTER FOR TUBERCULOSIS CONTROL AND PREVENTION

Ph. 410-767-6698

Fax 410-383-1762

*P 410-716-8194 (For use when Local Health Department is unavailable.)

Maryland DHMH

500 North Calvert Street, 5™ Floor
Baltimore MD 21202

ATTN: TB Control

INFECTIOUS DISEASE EPIDEMIOLOGY & OUTBREAK RESPONSE BUREAU
Ph. 410-767-6700/6709

Fax 410-225-7615

*T 410-795-7365 “(For use when Local Health Department is unavailable.)

Maryland DHMH

201 West Preston Street, 3" Floor
Baltimore MD 21201

ATTN: PHPA/OIDEOR/Unit 26

Instructions for Maryland Communicable Disease Laboratory Reporting (DHMH 1281)

REVISED: August 1, 2016
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Section 8

Head Injury Protocol

Students who are suspected of having sustained a head injury in the school setting
must be carefully evaluated by trained personnel in order to correctly identify those
individuals who need immediate medical intervention and to reduce the risk of
further injury. The potential for head injury can occur any time a student's head
comes into contact with a hard object or when the student receives a blow or jolt to
the head. Head injury may also occur from a blow to the body that causes the head
and brain to move rapidly up and down or from side to side. Where appropriate
and possible, students who sustain a head injury outside of the school setting and
the school has been made aware of the injury, should be monitored and
recommended for follow up care as necessary.

The Archdiocese of Baltimore has developed a protocol that schools can
implement in the event a student is suspected of having sustained a head injury.

To protect student privacy, a completed Suspected Head Injury Assessment Forms
and Concussion Signs and Symptoms Checklist should be maintained as a
confidential education record.

Contained in this section are:

1. A Suspected Head Injury Protocol;
2. A Suspected Head Injury Assessment Form; and
3. A Concussion Signs and Symptoms Checklist.

Last Updated January 2018




Protocol for Suspected Head Injuries:

Background: Students who are suspected of having sustained a head injury in the school setting must be carefully
evaluated by trained personnel in order to correctly identify those individuals who need immediate medical evaluation
and, to prevent the possibility of further trauma or injury. The potential for head injury can occur anytime a student’s
head comes into contact with a hard object, or when the student receives a blow or jolt to the head. Head injury may also
occur from a blow to the body which causes the head and brain to move rapidly back and forth or side to side,

The Archdiocese of Baltimore has developed a protocol and recommendations to assist school nurses, faculty and staff in
the event a student is suspected of having sustained a head injury. These guides include:; documents to aide in assessment
and communication and head injury awareness education for students, parents/guardians, faculty and staff, Informational
materials also are available on how to train staff on head injury awareness and regarding return to school protocols for
students diagnosed with a concussion.

To maintain confidentiality and ensure privacy, this protocol, the Suspected Head Injury Assessment Form, and the
Concussion Signs and Symptoms Checklist are intended for use by appropriately trained school professionals (e.g.,
school nurses, athletic trainers, coaches, athletic directors, and school administrators).

Note, this protocol is adapted from documents created by the U.S. Department of Health and Human Services Centers for
Disease Control and Prevention,

Protocol:
1. Students suspected of having sustained a head injury should be evaluated by the School Nurse or “trained school personnel”,
In this context, “trained school personnel” would include any of the following individuals: School Nurse (who by definition
must be an RN), certified athletic trainers, certified athletic directors, and employees or volunteers that have received proper
training by completing a recognized head injury/concussion training program,

2. Ifa School Nurse or trained school staff member is available, he/she should be alerted of the suspected injury by a
supervising adult.

3. Ifthe student is unresponsive, convulsing or seizing, vomiting repetitively, slurring speech, experiencing weakness,
numbness or decreased coordination or, if one pupil is larger than the other, school staff should immediately activate EMS by
calling 911, Refer to Danger Signs on the Suspected Head Injury Assessment Form

4. If the student is able to safely ambulate to the Health Room, they will do so directly, escorted by a responsible adult or
classmate. Students suspected of having sustained a head injury should not be left alone.

5. The School Nurse or trained school staff member should assess the nature of the injury including the cause and force of the
hit, bump, jolt or blow to the head.

6. The School Nurse or trained school staff member should assess the student’s memory of the incident, paying close attention
to memory lapses of events leading up to or immediately following the injury,

7. If a witness is available, he/she should assist in determining the accuracy of the student’s account.
8. The School Nurse or trained school staff member should administer first aid as needed.

9. The School Nurse or trained school staff member should interview the victim and complete the Suspected Head Injury
Assessment Form and Concussion Signs and Symptoms Checklist,

10, The School Nurse or trained school staff member should contact the applicable parent/guardian to report the incident, and the
assessment and status of injured student.

11. In the absence of symptoms, the School Nurse may determine that the student is able to return to class.

12, If the student returns to class, the School Nurse should make a plan with the student for alerting the Nurse in the event
symptoms develop during the school day.

13. The School Nurse should plan follow-up same day visit(s) to the Health Room for reassessment.




14,

1S,

16.

17.

18.

19,

20.

21.

22,

The School Nurse should notify appropriate teacher(s) and School Administrator(s) of the incident,

Teachers, administrators and staff should alert the School Nurse to any signs or symptoms of concussion observed or
reported by the student,

The School Nurse completes Suspected Head Injury Assessment Form and the Concussion Signs and Symptoms Checklist
to include documentation of communication with parents/guardians, teachers/administrators, additional assessments made
following the first 30 minutes, vital signs if indicated, and interventions, e.g., first aid.

The School Nurse should sign the Suspected Head Injury Assessment Form and the Concussion Signs and Symptoms
Checklist, make and maintain a copy in the student’s health record, and send the original home along with Know Your
Concussion ABCs Fact Sheet for Parents,

Parents/guardians should sign the completed Concussion Signs and Symptoms Checklist and return it to the school’s nurse,

The School Nurse should maintain the signed Concussion Signs and Symptoms Checklist in the student’s health record,

If the student is referred for medical evaluation, the School Nurse should complete a Report of Accident on School Grounds
Form and send it to the Office of Risk Management.

The School Nurse should complete additional documentation as needed or required by law,
The School Nurse should receive and implement follow-up health care evaluation(s) and return to school care plans, and

communicate with and support students and faculty in providing academic accommodations and activity restrictions if
indicated.

Suggested procedure for assessing, documenting and reporting students who have possibly
sustained a head injury during the school day, on school grounds:

Refer to the Suspected Head Injury Assessment Form. Begin by assessing the student using the Head Injury
Danger Signs Checklist. If the student has one or more of the indicated symptoms, the student should be seen
by emergency medical health care providers immediately. If the student requires immediate care, contact the
parent/guardian and/or emergency services to arrange for emergency health care delivery, The student should be
continuously monitored until discharged for emergency care. Provide first aid as needed. Complete the
Suspected Head Injury Assessment Form and provide a copy to the parent/guardian (a second copy may be
provided to the emergency health care professional by the parent/guardian or, by school personnel.)

Complete a Report of Student Injury form for any student who is injured on school grounds who is referred for
medical evaluation/treatment. This form may be obtained from the Office of Risk Management.

If the student does not have one or more of the symptoms referenced on the Head Injury Danger Signs
Checklist, administer the Concussion Signs and Symptoms Checklist and provide first aid as needed. The
Concussion Signs and Symptoms Checklist indicates that the student should be assessed at least three times in
thirty minutes. Do not return the student to class prior to completing the checklist at “0”, “15” and “30”
minutes,

If the student shows one or more signs of a concussion based on the completed checklist, contact the
parent/guardian to arrange for the student to be further evaluated by their health care professional. Continue to
monitor the child using the checklist until the parent/guardian arrives to take the child for a medical evaluation,
Complete the Report of Student Injury form for any student who is injured on school grounds and is referred
for medical evaluation/treatment. This form may be obtained from the Office of Risk Management.

If after administering the Concussion Signs and Symptoms Checklist over 30 minutes, the student does not
show symptoms indicating the need for referral to their health care provider, the student may return to class.
Complete the Suspected Head Injury Assessment Form. Contact the parent/guardian to report the event,
assessment, interventions and student disposition,

Share a copy of the completed Suspected Head Injury Assessment Form with the parent/guardian of any
student for whom the form has been completed. Parents/guardians should be notified that it is appropriate to
share a copy of the form with the student’s health care provider(s), and a second copy of the form may be
provided for this purpose.




3.

9.

Provide a copy of the CDC form titled “Heads Up to Schools: Know Your Concussion ABCs, A Fact Sheet for
Parents” for the parent/guardian. (http://www.cde.gov/headsup/pdfs/schools/tbi_factsheets parents-508-a.pdf)
Provide a copy of the CDC form titled “Acute Concussion Evaluation Care Plan — School Version” for the
parent/guardian of any student referred for medical evaluation of a suspected head injury (for the student’s
health care provider’s consideration in planning for the student’s return to school).
(http://www.cdc.gov/concussion/headsup/pdf/ACE care_plan_school version a.pdf)

Suggested procedure for assessing, documenting and reporting students who indicate they have
or, may have sustained a head injury outside of school or, on a previous school day:

1.

Refer to the Suspected Head Injury Assessment Form, Begin by assessing the student using the Head Injury
Danger Signs Checklist. If the student has one or more of the indicated symptoms, the student should be seen
by emergency medical health care providers immediately. If the student requires immediate care, contact the
parent/guardian and/or emergency services to arrange for emergency health care delivery. The student should be
continuously monitored until discharged for emergency care, and provided first aid as needed, Complete the
Suspected Head Injury Assessment Form and provide a copy to the parent/guardian. A copy of the completed
Suspected Head Injury Assessment Form may be provided to the emergency health care professional by the
parent/guardian or by school personnel.

Complete the Report of Student Injury form for any student who is injured on school grounds who is referred
for medical evaluation/treatment. This form may be obtained from the Office of Risk Management.

If the student’s symptoms indicate that the student does not require immediate attention from his/her physician
or emergency services per the Head Injury Danger Signs Checklist, administer the Concussion Signs and
Symptoms Checklist and ask about his/her sleep patterns. Drowsiness, sleeping more or less than usual, or
difficulty falling asleep may be signs of concussion, If the student does not demonstrate signs or symptoms of
concussion per the Concussion Signs and Symptoms Checklist and denies a change in sleep patterns, the child
may be returned to class. If the student indicates he/she is experiencing an alteration in normal sleep patterns,
assess the student for symptoms listed on the Concussion Signs and Symptoms Checklist. If the student does
show one or more signs of a concussion based on the completed checklist, contact the parent/guardian to
arrange for the student to be further evaluated by a health care professional, and continue to monitor the child
using the checklist until the parent/guardian arrives to take the student for medical evaluation.

Complete the Report of Student Injury form for any student who may have been injured on school grounds and
is referred for medical evaluation/treatment. Send the report to the Office of Risk management. This form may
be obtained from the Office of Risk Management,

If after assessing the student for symptoms listed on the Concussion Signs and Symptoms Checklist the student
does not show symptoms indicating the need for referral for medical evaluation, the student may return to class.
The Suspected Head Injury Assessment Form should be completed and  the parent/guardian contacted to
report the visit, assessment, interventions, and student disposition.

Share a copy of the completed Suspected Head Injury Assessment Form with the parent/guardian of any
student for whom the form has been completed. Parents/guardians should be notified that it is appropriate to
share a copy of the form with the student’s health care provider(s), and a second copy of the form may be
provided for this purpose.

Provide a copy of the CDC form titled “Heads Up to Schools: Know Your Concussion ABCs, A Fact Sheet for
Parents” for the parent/guardian. (http://www.cdc.gov/headsup/pdfs/schools/tbi_factsheets parents-508-a.pdf)
Provide a copy of the CDC form titled “Acute Concussion Evaluation Care Plan — School Version” with the
parent/guardian of any student referred for medical evaluation of a suspected head injury (for the student’s
health care provider’s consideration in planning for the student’s return to school).
(http://www.cdc.gov/concussion/headsup/pdf/ACE _care_plan_school version a.pdf)

Training and Educational Resources:

To improve prevention, recognition and responses to a suspected head injury or sports-related concussion, education on
suspected head injury and concussion awareness should be incorporated by schools into their annual faculty and staff




training sessions. Principals are responsible for arranging such trainings. Listed below are links to educational and
training materials developed by the CDC, which may be useful to enhance the training experience.

For School Nurses:

http://fwww.cde.gov/headsup/schools/nurses himl

For School Professionals:

http://'www.cde.gov/headsup/pdfs/schools/tbi classroom tins for teachers-a.pdf

hitp://www.cdc.gov/concussion/pdi/IBE factsheet TEACHERS-508-a.pdf

htip://www.cdc.gov/headsup/resources/training. itml

http://www.cdc.gov/headsun/pdis/custom/headsunconcussion fact sheet for schools.pdf

For Coaches:

http://www.cde.sov/headsup/hishschoolsports/coach. html

hitp://www.cde.gov/headsup/pdfs/vouthsports/heads up concussion in sports script-a.pdf

For Parents and Athletes:

http://www.cdc.gov/headsup/pdfs/vouthsporis/parent athlete info sheet-a.pdf

httn://www.cdc.gov/headsup/vouthsports/parents. html

PowerPoint Presentations:

hitp://'www.cde.gov/concussion/ndf/vs toolkit pot.pdf




Suspected Head Injury Assessment Form

Directions: This form is to be completed if a student is reported to have a potential head injury (whether sustained at school or
whether the student reports a head injury was sustained outside of school) and no documentation is provided indicating he/she
has been evaluated for potential inmediate care needs (see the Protocol for Suspected Head Injuries).

Student Information:

Student’s Name: Student’s Grade:

Date/Time Injury Occurred:

Description of injury (Include information about any loss of consciousness and duration, memory loss, seizures following injury, prior
concussions if any):

Head Injury Danger Signs Checklist:

Directions: Observe and interview the student, and place a check next to all symptoms that apply. The student should be seen with
immediacy by a health care professional and the parent contacted immediately if one or more of the following symptoms apply.

e One pupil (the black part in the middle of the eye) larger than the other
e Drowsiness or cannot be awakened

e Aheadache that gets worse and does not go away

e Weakness, numbness, or decreased coordination

e Repeated vomiting or nausea

e  Slurred speech

e  Convulsions or seizures

* Difficulty recognizing people or places

¢ Increasing confusion, restlessness, or agitation

e Unusual behavior

e loss of consciousness (even a brief loss of consciousness should be taken seriously)

*If none of the above listed Danger Signs are present, complete the Concussion Signs and Symptoms Checklist*
Resolution of Injury and Disposition of Student (Check all that apply):

Student departure for emergency medical care: Time
Student returned to class: Time
Student sent home: Time
Student referred to health care professional with experience in evaluating for concussion.
Parent/Guardian contacted: Time
Notified appropriate school personnel:
o  Building administrator
o Coach, Trainer, or Athletic Director
o Teacher(s)
o Other

oooogaoa

*Parent/Guardian, it is advisable to continue to monitor the student referencing the symptoms listed on the
Concussion Signs and Symptoms Checklist and seek medical attention if signs or symptoms present.




Student Name

Concussion Signs and Symptoms Checklist

Directions: If at any time
during assessment the
student develops one or
more of the symptoms listed
on the Head Injury Danger
Signs Checklist refer the child
immediately for emergency
medical care.

To complete the Concussion
Signs and Symptoms
Checklist interview the
student and assess for the
symptoms of concussion
listed in the “Observed
Symptoms” column. Place a
check mark for each
symptom observed in the
column marked “0 Minutes”
next to the symptom
observed, If one or more of
the boxes are checked after
the initial observation,
contact the parent/guardian
as the student should be
referred to a health care
professional with experience
in evaluating for concussion.
Continue to monitor the
student using the checklist
until the parent/guardian
arrives, If the student shows
no observed symptoms after
the initial completion of the
checklist at 0 minutes,
continue to administer the
checklist at 15 minutes after
the initial observation and
again 30 minutes after the
initial observation. If during
any of these subsequent
ohservations one or more
symptoms of concussion is
observed, contact the
parent/guardian as the
student should be referred to
a health care professional
with experience in evaluating
for concussion. If after thirty
minutes the student shows
no symptoms of concussion,
the student may be returned
to class.

Date/Time
0 15 30 e
Observed Symptoms minutes Minutes Minutes Minutes

Appears dazed or stunned

aboutevents:

Repeats questions

' Blurry or doubl

Sensitivity to light

' Sensitivity to nois

Difficulty thinking clearly

Difficulty remembering

"-Feeling more:slow

or groggy

AFeelirnrg sluggish, hazy, foggy

rritable

Sad

More emotional than usual

Nervous

Signature of School Profes

sional completing this form:

Title:

Date:

Parent Signature:

Date:
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Section 9

Program for General Use of Epinephrine,
and for Students with a Known Risk for

Anaphylaxis or Other Adverse Allergic or
Immune Response

General Use Epinephrine Program

According to the most current statistics, every 3 minutes a food allergy reaction
sends someone to the emergency department, That is more than 200,000
emergency department visits per year. Moreover, this number includes only food
allergies and only those adverse reactions that result in emergency department
visits. Other exposures, such as insect bites, fabrics, detergents and other
environmental stimulants, can trigger anaphylaxis. While not all schools have the
available resources to implement such a program, schools should strongly consider
seeking out the needed resources to implement a general use epinephrine pen
program,

If your school wishes to proceed with the implementation of a general use
epinephrine pen program, the Archdiocese of Baltimore has created a General Use
Epinephrine Program for review and adoption. Please note that under Maryland
Law (currently Section 7-426.3 of the Education Article of the Maryland
Annotated Code), any general use epinephrine program requires the oversight of a
licensed healthcare professional.

To access the latest version of the Archdiocese’s program please visit:
http://www.archbalt.org/risk/,

Students with a Known Risk for Anaphylaxis or Other Adverse Allergy or
Immune Response

Students with a known risk for anaphylaxis should have their own supply of
epinephrine (please refer to the document Management of Students at Risk for
Anaphylactic Reaction, August 2009 located in this section). Also included with




Section 9

this section is the FARE emergency care plan, and a self-carry and self-
administration of auto-injectable epinephrine evaluation,

School Nurses should participate in the creation and management of reasonable
accommodations for students with a known risk for other adverse allergy or
immune response, whether from food or otherwise, where possible and
appropriate.

Last Updated April 2018
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Maryland School Health Services Guideline-Management of Students at Risk for Anaphylactic Reaction

Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional
and mental health. This link is the foundation for providing school health services as an
important component of a school program. School health services provide primary prevention
aimed at keeping students in schools through appropriate screenings, early identification of
children at risk for physical, emotional and mental health concerns, and case management of
students with chronic health concerns.

The Annotated Code of Maryland, Education Article, §7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
guidelines developed under §7-401 contain recommendations for minimum standards of care and
current best practices for the health service topics addressed. The following guideline was
developed in accordance with that requirement and is based on the expressed needs of the local
school health services programs. It is intended that these guidelines will be used by the local
school systems in developing local school health services policies and procedures as a means to
assist local school health services programs in providing consistent and safe care to the students
of Maryland. Specific laws and regulations that direct school nursing practice or other health
services are identified in the guidelines.

To implement these guidelines, local school systems and local health departments should consult
with the Maryland State Department of Education and the Department of Health and Mental
Hygiene who will;

» Assist and provide technical assistance to local school health programs to support their
efforts to plan for students with special health needs;

» Provide training to all appropriate school staff regarding issues related to students with
special health needs including, but not limited to, planning, maintaining a safe
environment, and medication administration issues; and

» Monitor the implementation of school health services programs including but not limited
to programs and policies related to students and staff with special health needs.
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Introduction

Allergic reactions are an immune system hypersensitivity to a particular substance called an
allergen. For many allergic individuals, exposure to an allergen results in mild symptoms.
However, for some, allergic reactions can be severe and result in potentially life-threatening
medical conditions. The most dangerous symptoms include breathing difficulty and a drop in
blood pressure or shock, both of which are potentially fatal. Anaphylaxis refers to this type of
severe allergic reaction. Anaphylaxis may affect students with both known allergies and those
without known allergies. ‘

Students with a diagnosis of anaphylaxis, or who are at risk for anaphylaxis do not necessarily
require daily care in the health suite and are encouraged to participate in all school activities.
Students with a history of anaphylaxis, or who are identified as having severe allergic disease
and are at risk for anaphylaxis, require health care plans to meet their needs in the event of an
emergency as well as policies and procedures in place to reduce the risk of allergen exposure.
Epinephrine injection is the emergency medical treatment for anaphylaxis. Each child with a
diagnosis of anaphylaxis or at risk for anaphylaxis should have at least one individual auto-
injector epinephrine available in school.

Planning is an essential part of the care for students with a diagnosis of anaphylaxis or at risk for
anaphylaxis. The school nurse requires communication, collaboration, coordination, and
cooperation between the school, family, student, and community health care provider to
effectively plan. Local school system policy is also important to the process of planning and
implementing procedures to address student safety.

The safety of students with life-threatening allergies requires five key activities: 1) allergy
awareness, 2) planning, 3) allergen exposure avoidance measures, 4) treatment strategies, and 5)
training. School health services staff, other school staff, parents, and students all have
responsibilities within each of these key areas. Managing allergies in school is a team effort
among the health care provider, family, student, and school.

The guidelines that follow address the needs of students with a diagnosis of anaphylaxis or who
are at risk for anaphylaxis as documented by a health care provider. Guidelines for those who
may experience anaphylaxis with an unknown history of anaphylaxis or allergic reactions are
contained in another document, Guidelines for the Emergency Management of Students with
Unknown History of Anaphylaxis or Severe Allergic Reactions.
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Purpose

1. To provide guidelines to school health staff for planning and for addressing the needs of
students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented by
a health care provider.

2. To provide guidelines for the management of students with a diagnosis of anaphylaxis or
who are at risk for anaphylaxis as documented by a health care provider,

3. To provide guidance on allergen exposure risk reduction through education, training, and
environmental assessments and controls, and

4. To define the roles and responsibilities of school health services staff, school administrators,
school food service staff, and other school staff, parents/guardians and students in the
planning and management of students with a diagnosis of anaphylaxis or who are at risk for
anaphylaxis as documented by a health care provider.

Definition

Anaphylaxis is a sudden, severe, potentially life-threatening allergic reaction that affects multiple
organ systems of the body. Anaphylaxis requires immediate medical attention as it can be fatal
if not reversed within seconds or minutes of coming in contact with the allergen. Allergens such
as insect stings or bites, foods, latex, medications and other allergens are common causes of
anaphylaxis, but it may also be idiopathic or exercise-induced. Anaphylaxis usually occurs
immediately (seconds or minutes) but also may occur several hours after allergen exposure.
Symptoms progress rapidly, making it a medical emergency. The signs and symptoms of an
anaphylactic reaction include, but are not limited to, those listed in Table 1.

Table 1

SIGNS and SYMPTOMS OF AN ANAPHYLACTIC REACTION

Organ System Sign(s)/Symptom(s)

Mouth/Throat | Itching, tingling, or swelling of lips, tongue, or mouth; blue/grey color of lips;
hacking cough; tightening of throat; hoarseness; difficulty swallowing

Nose/Eyes/ears | Hay fever-like symptoms: runny, itchy nose; redness and/or swelling of eyes;
throbbing in ears

Skin Facial flushing; hives and/or generalized itchy rash; swelling of face or
extremities; tingling; blue/grey discoloration

GI Nausea, abdominal cramps, vomiting, diarrhea

Lung Shortness of breath; wheezing; short, frequent, shallow cough; difficulty
breathing

Heart Thready or unobtainable pulse; low blood pressure; rapid pulse, palpitations,

fainting; dizziness; pale, blue, or gray color of lips or nail beds

Mental Uneasiness; agitation; unconsciousness

Other Any other symptom specific to an individual’s response to a specific allergen
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NOTE: Not all signs and symptoms need be present in anaphylaxis.

Emergency Management of Anaphylactic Reaction

Adrenaline (epinephrine) is a quick-acting hormone that works to relieve and prevent all of the
physiological processes that occur with anaphylaxis. The use of auto-injector epinephrine is
recommended in the emergency treatment of an anaphylactic reaction since it does not require
manipulation or handling of a syringe, nor calculation or measurement of a dosage. There are
more than one epinephrine auto-injector products available for use. Staff responsible for
administering emergency medications for anaphylactic reactions must be familiar with the
operation of all types of devices used by the students in the school building.

When a person is having or is suspected of having an anaphylactic reaction:

1.

2.

Rapidly assess Airway, Breathing, and Circulation (ABC’s) and begin CPR as necessary;

Follow emergency plan completed by the student’s health care provider. This may
include administration of diphenhydramine and/or auto-injector epinephrine;

Directions for use of auto-injector epinephrine:

a. Pull off safety cap or caps (depending on manufacturer there may be one or two
caps to be removed to allow the injector to be discharged);

b. Make sure thumb or fingers do not contact tip of auto-injector;

c. Apply injector directly against the thigh, but may administer through
clothing, if necessary;

d. Place tip on thigh at right angle to leg. Always give in the antero-lateral aspect of
the thigh (outside of the mid-thigh),

e. Press firmly into the thigh until the auto-injector mechanism discharges the
medication, and hold in place for 10 seconds;

f. Remove the injector and discard in a biohazard container; and

g. Massage the injection area for 10 seconds.

Call 911 after giving epinephrine and notify dispatcher that epinephrine has been given
for an anaphylactic reaction, and that paramedics are needed to provide and continue
administration of epinephrine if needed,

Assist student into a comfortable position. Lay the student on their back as long as airway
swelling does not make breathing uncomfortable or difficult in that position. Light-
headedness or loss of consciousness indicate low blood pressure which necessitate lying
the student flat and elevating the legs;

Loosen restrictive clothing. Give nothing by mouth. Reassure and assist to keep student
calm;

Stay with the student until 911 personnel arrive and accept care responsibilities;
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SPECIAL NOTE: IT IS RECOMMENDED THAT ANYONE RECEIVING
EPINEPHRINE BE TRANSPORTED TO A HOSPITAL BY PARAMEDICS
TO PROVIDE ANY ADDITIONAL MEDICAL CARE THAT IS NEEDED.
EMS WILL DETERMINE TRANSPORTATION NEEDS AFTER THEIR
ASSESSMENT AS PART OF THEIR CARE RESPONSIBILITIES.

8. Notify parent/guardian or student’s emergency contact;
9. Follow local school system emergency policy regarding 911 calls;

10. Complete documentation of the incident, including the time of epinephrine
administration, the suspected precipitating cause, and 911 and parent notifications
according to any local documentation guidelines;

11. Send documentation of the event, including vital signs, interventions and student’s
identifying information to the hospital with EMS personnel according to local policy; and

12. Maintain a copy of the above documentation for the health record according to local
policy.

The Nursing Appraisal/Assessment
Data Collection

It is essential that the school nurse be informed of all aspects of medical, educational, and social
issues regarding students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as
documented by a health care provider. The school nurse collects information from a review of
medical and educational records (i.e., the school health record, the Student Record Card,
emergency health card, and the student cumulative education record). It is necessary that the
school nurse obtain the needed medical information related to the student’s health condition from
the parent/guardian and the student’s health care provider. This should include:

> Written documentation from the student’s health care provider regarding the specific
allergies and interventions to be implemented in case of an exposure or reaction;

> Up-to-date and accurate history of allergic reactions and allergens from parents and
health care providers and student as appropriate; and

» Other relevant health information and assessments from the student’s health care
provider.

The school nurse should seek additional information from the following sources if needed:

» Student interview;
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» Teaching staff; and
» Classroom observation(s).

The school nurse should maintain for students with a diagnosis of anaphylaxis or who are at risk
for anaphylaxis an updated file that contains:

» Current health care provider orders;
» An initial and annually reviewed health appraisal or nursing assessment;
> A current emergency care plan if not included in the individualized health care plan; and

> Current emergency contact information and numbers, updated at least annually.

Health Appraisal and Nursing Assessment

The school nurse should assess the special health needs of students with a diagnosis of
anaphylaxis or who are at risk for anaphylaxis as documented by a health care provider using
local standard assessment procedures and the procedures outlined in the Maryland State School
Health Services Guidelines: Nursing Appraisal/Assessment of Students with Special Health
Needs. The school nurse should use the information obtained in the nursing appraisal and
assessment to develop a written individualized health plan. The school nurse should develop that
plan with input from the student’s parent/guardian and their health care provider(s). The plan
should outline the student’s needs and the specific interventions appropriate to meet those needs.
The school nurse should be cognizant of policies regarding the release of records, information
sharing, and confidentiality. Identifying information, information specific to the student’s
allergies, history of anaphylaxis, risk of anaphylaxis, and treatment needs should include, but not
limited to the following;

Identifying Information/Contact Information

» Name of parents/guardians, address, phone number, band emergency contacts;

» Student's date of birth (DOB) and grade;

» Primary care provider's name and phone number; and

» Name and phone number of allergy specialist (if the student is under the care of one).

Medical History/ Allergy History

A very important part of the medical history is a thorough assessment of the current allergy
status and treatment. The allergy/anaphylaxis specific information along with other relevant
medical history may include the following:
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Current diagnosed medical conditions;

Current medication and treatment orders for allerg1es and other identified conditions, and
the indications for their use;

Emergency medications and the indication for their use;

Side effects of all current medications;

Family history of allergies and anaphylaxis;

Development of disease, progress of disease, and initial anaphylaxis diagnosis;

Current allergens (foods, insect stings, etc) type and severity of reaction to each allergen,
and management and treatment for reactions to cach allergen and typical response to

interventions;

History of anaphylaxis emergencies and frequency and c1rcumstances of allergen
exposures;

History of emergency department visits;

Number of days of school missed in the past year;

Limitation of activities;

Family and student's understanding of the condition and its management;

Ability of family and student to cope with the condition;

Interactions with peers and teachers in the past;

Written copy of health care provider's orders and anaphylaxis management plan;
Written copy of health care provider's allergen exposure avoidance recommendations;
Student’s understanding and demonstration of medication administration technique; and

Level of independence with medication/treatment including ability to possess and self-
administer medication.

Students who obtain school meals as part of any United States Department of Agriculture
(USDA) school meal program (i.e. school breakfast program or school lunch program) are
cntitled to meal modifications because of their special health need. In order to plan for meal/food
accommodations, the following additional information is required for both free and reduced
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priced meals as well as full price meals. USDA regulations 7CFR Part 15b requires substitutions
or modifications in school meals for children whose disability restricts their diet. A child with a
disability or special health need must be provided food substitutions when a statement signed by
a licensed health care provider supports the need. The health care provider statement must
identify or provide:

» The child’s disability or special health need,
An explanation of why the disability or health need restricts the child’s diet;
The major life activity affected by the disability or health need;

The food or foods to be omitted from the child’s diet; and
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The food or choice of foods that must be substituted.
School Environment

The school nurse should work in collaboration with school administrators and other school staff
to assess the school environment in order to identify and address possible allergen exposure risks
and barriers to emergency treatment. A comprehensive emergency plan for individual students
should include consideration of classroom, cafeteria, and other areas of the school, school-
sponsored events, and school buses. For example, the school nurse may work with school staff
to identify areas for reducing the risk of exposure to allergens for students with anaphylactic
reactions such as:

» Classrooms- allergens in the classroom such as craft materials, other classroom teaching
materials, and food items brought into the classroom;

> Cafeteria- food ingredients in each menu items that should be avoided, plan for food
substitutions if necessary, review procedures in cafeteria or other food service areas to
avoid cross-contamination food handling and distribution, and hand washing practices
that may reduce exposure of students to food allergens;

> School-sponsored activities— potential exposure to allergens on field trips, recess, and
other school sponsored activities and implementation of emergency plans; and

> School bus— recognizing allergic reactions; implementing bus emergency plans and
procedures.

Accommodations

Accommodations for individual students should be developmentally appropriate and school
specific. A copy of the nurse's final assessment should be placed in the student's health record
and should be shared with the parents/guardian and health care provider. As the student advances
through the school system, his/her needs may change, therefore, accommodations will need to
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change accordingly. Accommodations to reduce the risk of allergen exposure may include, but
are not limited to;

> Removal/replacement of classroom teaching materials that pose an exposure risk; and

> Modification of school/classroom policies on food brought in to the school by parents for
celebrations or other events.

Annotated Code of Maryland, Section 7-426.1 requires principals to designate a nut or other
allergen-free table in the cafeteria for students with nut or other food allergies.

Individualized Health Plans and Emergency Plans/Protocols

Based on nursing judgment, an individualized health plan (IHP) may need to be developed.

The school nurse may develop an IHP that addresses the unique aspects of the school setting and
should include the student’s routine and emergency medication as ordered by the student’s health
care provider, as well as the health care provider’s recommendations for allergen
avoidance/allergen exposure risk reduction. The IHP includes the nursing diagnoses and desired
student outcomes. Documentation of school nurse interventions and evaluation of student
outcomes are recorded on the THP.

The school nurse should review and update the ITHP at least annually. The following information
gathered from the nursing assessment should be considered when developing individualized
health care plans for students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis
as documented by a health care provider:

» Severity of disease;

> Identification of allergens, allergen avoidance strategies, and allergen elimination
strategies;

Developmental considerations;

Barriers to best practice management;

Parental concerns and expectations;

Student concerns;

Classroom jobs, projects, and special events that may involve food or allergen exposure;

Classroom, bus, and cafeteria environment and accommodations;
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Plan to alert and train school staff regarding student allergies and expected role in
allergen avoidance and emergency plan implementation;

10
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Schedule- physical education, lunch, recess, field trips, transportation to and from school,
other school-sponsored activities;

Emergency care including provisions for a student exposed to allergens, such as
emergency medication administration protocol/emergency care plan, an adult escort to

the office/health room, contacting the parents/ gqardians, and health care provider;

Knowledge of student’s allergy by appropriate school staff, including substitutes, and
accompanying staff training;

Educational needs and accommodations;
Medication administration, including self administration;
Student's ability to identify need for interventions; and

Storage of and access to emergency medication and/or equipment including light and
temperature exposure precautions.

Emergency Plans

The school nurse should develop an emergency plan for all students with a diagnosis of
anaphylaxis or at risk for anaphylaxis as documented by a health care provider. This plan should
be developed to communicate how and where the auto-injector epinephrine should be placed to
be secure and immediately accessible to all designated school personnel and the emergency
protocol in the event of an allergen exposure. This plan should include, but not be limited to;

>

>

>

>

Health care provider’s orders and nursing interventions;
The health care provider's emergency orders/ specific emergency interventions needed;
Emergency contact information that is updated as changes occur;

What should be done if a nurse is not available;

NOTE: The Maryland Nurse Practice Act (Title 10, Subtitle 27, Code of Maryland
Regulations) allows delegation of certain nursing functions. The decision as to whether the
student's health care needs may be delegated is based on the delegation criteria outlined in the
Maryland Nurse Practice Act and the professional judgment of the school nurse. The school
nurse must also determine the appropriate personnel/staff to which the responsibility for
administering epinephrine by auto injector should be given.

11
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* Each jurisdiction should have a procedure or protocol that addresses what to do in the
event that the parent has not provided an epinephrine auto-injector.

>

Signs and symptoms for which emergency care may be needed that are specific to an
individual student’s typical allergic reaction history;

Who and when to call 911;
How auto-injector epinephrine will be stored to assure appropriate temperature and light
exposure precautions and to allow immediate availability of the medication to students

and staff for those students who do not posses and/or self-administer their medication;

How many and in what locations auto-injector epinephrine devices are needed in the
school; and

School staff that will be designated to administer auto-injector epinephrine in the event of
an allergen exposure.

Facilitating immediate access to epinephrine auto-injector to avoid treatment delay is the
objective for the determination of the location(s) for the epinephrine auto-injector and how many
are needed. When planning, the following should be considered:

>

>

Size and layout of the school building;
Feasibility for having an auto-injector located at multiple sites within the building;

Feasibility for having the auto-injector safely passed from teacher to teacher as the
student moves throughout the building (e.g. a fanny pack); and

Ways a student can securely carry the injector for immediate access by the student or for
use by a trained adult who is present with the student (e.g. a fanny pack).

SPECIAL NOTE: THE EFFECTS OF EPINEPHRINE INJECTION MAY
WEAR OFF RAPIDLY AND PLACE THE STUDENT AT RISK FOR
RECURRENCE OF SYMPTOMS. THEREFORE, SCHOOL NURSES SHOULD
DISCUSS WITH THE FAMILY THE NEED TO HAVE A SECOND AUTO-
INJECTOR AVAILABLE.

12
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Communication

The school nurse should share a copy of the emergency plan with the parent/guardian and appropriate
school management team/staff (including bus drivers), and place a copy in the student's health
record. School staff who have direct contact with the student should have immediate access to
the emergency care plan at all times in a manner determined by the school nurse and the school
staff in order to allow immediate access while also protecting the student’s confidentiality.

The school nurse should communicate to the school food service manager on site necessary
cafeteria accommodations needed by students with food allergies, diagnosis of anaphylaxis or
have health conditions that place them at risk for anaphylaxis to foods. The school nurse should
determine needs in collaboration with the parent/guardian and health care provider.

It is important that parents and health care providers are aware of the school health services
guidelines used to guide the development and implementation of care plans. Local school health
programs should develop policies and procedures for making the guidelines available to parents
and health care providers and on how to communicate the content of individualized health plans
to parents.

Self-Carry/Self-Administration of Medications
Students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented by a
health care provider who are developmentally capable and have received appropriate and
adequate instruction should be encouraged to possess and to self-administer their epinephrine
auto-injector. This requires the health care provider to complete a medication order form for the
school and indicate that the student can possess and self-administer the medication. Section 7-
421 of the Education Article, Annotated Code of Maryland, states: “The school nurse shall assess
the student’s ability to demonstrate the skill level necessary to ensure proper and effective use of
the medication in school.” The school nurse should assess each student’s:

> Ability to communicate to school staff when an allergen exposure has occurs;

> Ability to use correct technique to self-administer epinephrine;

> Ability to recognize when to use the auto injector; and

> Developmental ability to perform this task in a responsible manner.
The school nurse should review annually with the student the correct procedures for storing and

administering the auto-injector epinephrine and discuss with parents the need for a back up auto-
injector epinephrine device to be stored in the health room.

Case Management and Care Coordination

Some students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented
by a health care provider may need a designated school case manager to coordinate his/her care.

13
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The school nurse is often the case manager for these students, but another student services staff
member or Individualized Education Plan (IEP) or 504 team member may be designated as the
case manager. The school nurse serves as the liaison between the health care team, school staff,
administration, pupil services staff, parents/guardians, food service managers, and the student
regardless of who is the designated case manager. The school nurse can also refer the student
and/or family for counseling, support groups, and access to medical care.

Effective case management requires coordination between all persons involved in the care of the
student. Each person or team member has a specific set of responsibilities for the care of the
student:

Parent Responsibilities

Parents are an integral part of the process of planning, care, and coordination of care for all
students with a diagnosis of anaphylaxis or who are at risk of anaphylaxis as documented by a
health care provider. In addition, the Annotated Code of Maryland, Education Article, §7-426
designates parents with certain responsibilities. It is important that school nurses and
parents/guardians work collaboratively to provide for the health and safety of students with a
diagnosis of anaphylaxis or at risk for anaphylaxis as documented by the health care provider.
School nurses should seek to involve the student’s parent/guardian to the fullest extent possible.
To that end, the parent/guardian is responsible for the following:

> Provide the school with emergency contact information that is accurate and updated as
needed;

> Provide the school with complete and accurate medical information related to the
student’s allergic condition. This information includes, but is not limited to;

o Up-to-date and accurate history of allergic reactions;

o Types of allergens and triggers;

o Written health care provider documentation of the student’s allergic condition;
and

o A written list of food or other allergies;

> Work with the school nurse to develop the plan of care for the student with allergies and
risk of anaphylaxis to the best of their ability;

> Supply and maintain at least one non-expired auto-injector epinephrine device annually at
the beginning of the school year, along with the appropriately completed written

medication order;

> Work with the school nurse and health care provider to obtain additional epinephrine
auto-injectors based on need;

> For students who self-catry, monitor the proper storage (i.e. away from light and high
temperatures) and routinely check the expiration dates of epinephrine auto-injectors; and

14
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» Provide the recommended and preferred medical identification bracelet/necklace
indicating allergic condition.

NOTE: Each jurisdiction should have a procedure or protocol that addresses what to
do in the event that the parent has not provided an epinephrine auto-injector.

NOTE: If transport times are prolonged in the local school areas, it is recommended
that parents provide two auto-injector epinephrine devices in case a second dose is
needed prior to arrival of local emergency personnel.

Student Responsibilities

Coordinating and managing the care of students with a diagnosis of anaphylaxis or who are at
risk for anaphylaxis as documented by a health care provider requires the school nurse to
communicate to the student their role in the planning process. Student participation in planning
must be developmentally appropriate. Student responsibilities must also be developmentally
appropriate and may include, but are not limited to;

» Avoiding known allergens;
» Immediately informing school staff in the event of an exposure;

> Acting responsibly when possessing and self-administering medications, specifically, not
to misuse medication; and

» Participate in care planning,.
School Responsibilities

The Annotated Code of Maryland, Education Article, §7-426 specifies certain school and school
administrator responsibilities for the care of students with a diagnosis of anaphylaxis or who are
at risk for anaphylaxis as documented by a health care provider. School administrators should
work closely with school nurses in planning for these students. The school administrator and
school nurse should collaborate in gathering, maintaining, and reviewing school-wide
information required to meet the needs of these students. School nurses should provide
aggregate data to the school administrator regarding the number and type of allergies and
anaphylaxis risks in the student population, and the needed accommodations.

The school administrator must be aware of students with a diagnosis of anaphylaxis or at risk for
anaphylaxis as documented by a health care provider, and work with the school nurse to support
the effective implementation of health care plans for these students. Implementation of the
health care plans includes supporting reasonable accommodations that are based on the school
nurse’s assessment, healthcare provider orders, and the unique needs of each individual student.

15
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The school administrator:;

> Supports the school nurse’s training, education and awareness activities, which
include, but are not limited to;

o Providing staff training in allergen exposure risk reduction, recognition of
signs and symptoms of an anaphylactic reaction, and the use of
epinephrine auto-injectors;

o Planning for implementation of student emergency care plans on school
sponsored events;

o Providing outreach and education for parents, other caregivers, and the
general school community;

o Making auto-injector epinephrine as accessible as possible to avoid
treatment delay; and

> Supports the school nurse in regards to adherence to the parent/guardian
responsibilities.

School Staff Responsibilities

Other school team members may contribute to the management of students with a diagnosis of

anaphylaxis or at risk for anaphylaxis as documented by the health care provider in ways that
include, but are not limited to;

»  Bus Drivers Respond to an emergency as instructed and trained; communicate
. problems or concerns with the transportation office, school nurse

and school administrator.

»  Coaches/Advisors for ~ Respond to an emergency during athletic or other activities as

School Sponsored instructed and trained; communicate problems or concerns to the
Activities school nurse and school administrator.
» TFood Services Staff Make meal substitutions or modifications in school meals

~according to USDA requirements, assist with dietary
accommodations as necessary; share food ingredient lists with
school nurse.

»  School Counselor Assist with disability awareness, support groups/counseling.

> Pupil Personnel Worker/ Assist with transportation issues, home teaching and attendance
School Social Worker  issues.

» School Psychologist Assist with any needed behavioral strategies.

16
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>  Teachers Respond to an emergency as instructed and trained, communicate
problems or concerns with school nurse and school administrator.

Outreach and Education

School-wide outreach and education regarding allergy awareness and allergen avoidance
measures within the school is recommended. School nurses should provide parent/guardian of
students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented by a
health care provider information regarding resources. (See resource list at the end of the
guideline for a list of parent/guardian resources.)

The school nurse should provide or arrange for all appropriate school staff to receive training on
anaphylaxis. The school nurse should apprise all appropriate school staff who have responsibility
for the student during the school day of the child’s allergies and specific interventions needed.
The school nurse may share student-specific information when necessary to protect the health of
the students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented by
a health care provider. Training may include, but is not limited to;

> Definition of allergies and anaphylaxis;

Classroom accommodations;

Cafeteria accommodations;

Transportation accommodations;

Accommodations for school-sponsored activities;

Allergen avoidance and allergen exposure risk reduction;

Symptoms to report to the school nurse (i.e. symptoms of anaphylactic reaction);
Confidentiality protections;

Review of the individual emergency plan/protocol;
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Maintainance of emergency plans/protocols with information provided to staffing
substitutes, e.g., classroom, school health, transportation, and food services staff;

> Medication information related to storage, access, locations, and administration technique;
and

> Education for school visitors or volunteers with student contact, as needed per local policy.

The school nurse should document the provision and the receipt of training for each staff
member who attended.

17
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Education Planning

A nursing assessment is a recommended part of the process for determining special accommodations

for students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as documented by a
health care provider (e.g. change in school placement, concurrent or intermittent home teaching, or
adaptations to physical education class). For more specific information regarding education
planning, please refer to Role of the School Nurse in Implementing 504 and Individualized Education
Plans.

School-Sponsored Activities

If a school-sponsored activity is planned, the assigned personnel should give sufficient notice to
the school nurse so that preparation can be made and a plan can be developed for ensuring the
safety of students with a diagnosis of anaphylaxis or who are at risk for anaphylaxis as
documented by a health care provider. Prior to the school-sponsored activity, the school nurse
should ensure the teacher/staff member in charge has copies of the emergency care plan for the
student.

Monitoring/Evaluation
The school nurse should evaluate and monitor anaphylaxis management. The school nurse must

assess the student’s response to and the effectiveness of the emergency plan and IHP to meet the
student’s health and educational needs on an ongoing basis and make appropriate adjustments.
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GLOSSARY

ABC’s: The acronym for “Airway, Breathing, and Circulation” used in the assessment of an ill
individual by a health care provider or first responder.

Accommodations: Changes or adjustments in a work or school site, program, or job that makes it
possible for an otherwise qualified employee or student with a disability to perform the duties or
tasks required as required under 29 C.F.R. pt. 1630 app. § 1630.2(0) (1997).

Allergen: A substance that causes an allergic reaction.

Allergen avoidance and exposure risk reduction: Actions or activities documented in an
individualized heath care plan that specifically addresses the interventions needed to reduce the risk
that an allergic person will come in contact with an allergen that puts them at risk for anaphylaxis or
other allergic symptoms,

Anaphylaxis: A constellation of life threatening symptoms affecting multiple systems in the body
that results from an allergic reaction to an allergen and requires immediate medical attention. It can
be fatal if not reversed within seconds or minutes of coming in contact with the allergen.

Auto injector: A medication delivery device designed to automatically administer an injectable
medication (e.g. epinephrine) that does not require manipulation or handling of a syringe or needle
nor the measurement of the medication dose.

CPR: The acronym for “Cardiopulmonary Resuscitation”. CPR is done in response to an airway,
breathing, or circulatory emergency in an attempt to maintain oxygenation to the brain and vital
organs until normal body functions are restored or rescue personne] arrives.

Delegation: The act of assigning certain nursing tasks (in accordance with the Maryland Nurse
Practice Act) to a certified nursing assistant (CNA), a certified medication assistant, or an
unlicensed individual by a registered nurse or licensed practical nurse,

Emergency Plan: a document that specifies the actions needed to manage a student’s specific,
medical condition in the event of a medical emergency.

Epinephrine: a hormone normally secreted in response to stress used chiefly as a heart stimulant, to
constrict the blood vessels, to maintain blood pressure and to prevent or counteract the physiologic
response to an allergen during an allergic or anaphylactic reaction.

Health Appraisal: The process by which a designated school health services professional identifies
health problems that may interfere with learning. These may include health observations, interviews,
and conferences with parents/guardians, students, educators, and other health professionals.

Individualized Health Plan: A type of nursing care plan that is developed by the school nurse
utilizing the data from a nursing appraisal/assessment that is specific for a student with a chronic
health condition and is designed to meet the student’s unique health care needs. The individualized
health plan should include an emergency care plan when needed. In some cases it may be
appropriate for the individualized health plan to only contain care to be provided in an emergency.
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Nurse Practice Act: A statute enacted by the legislature of any state or by the appropriate officers of
the district. The act delineates the legal scope of the practice of nursing within the geographical
boundaries of the jurisdiction.

Nursing Assessment: The act of gathering and identifying data that assists the nurse, the client, and
the client’s family to identify the client’s health concerns and needs. (Nurse Practice Act, Annotated
Code of Maryland, Health Occupations Atticle, Title 8§, COMAR Title 10, Subtitle 27.)

School Nurse: A registered nurse currently licensed by the Maryland Board of Nursing who works
in a school setting.

Self-Administration: The application or consumption of medication by an individual in a manner
directed by the health practitioner without additional assistance or direction (Sec §7-421, Annotated
code Of Maryland).

Self-Carry: The possession of a medication on an individual’s person to allow quick access to and
administration of the medication and to allow self-administration when specified.
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RESOURCES

>

>

American Academy of Allergy, Asthma, & Immunology: http://www.aaaai.org/

American College of Asthma, Allergy & Immunology: http:/allergy.mcg.edu/home.html
The American College of Asthma, Allergy & Immunology is an information and news
service for patients and parents of patients.

Asthma & Allergy Foundation of America: http:/www.aafa.org The Asthma and Allergy
Foundation of America is a patient organization dedicated to improving the quality of life for
people with asthma and allergies through education, advocacy and research. This site
contains resources and continuing education programs for health care professionals.

The Food Allergy & Anaphylaxis Network (FAAN): http://www.foodallergy.org/ The
Food Allergy & Anaphylaxis Network. FAAN serves as the communication link between the
patient and others. Their mission is to raise public awareness, to provide advocacy and
education, and to advance research on behalf of all those affected by food allergies and
anaphylaxis.

USDA, Food and Nutrition Services: http://www.usda.gov. Accommodating Children with
Special Dietary Needs in the School Nutrition Programs.: Guidance for School Food Service
Staff. Fall 2001,

Safe@School®Partners, Inc: www.foodallergysmart.org Safe@School Partners, Inc. is a
501c3 nonprofit organization whose mission is to support schools, camps and daycares in
their efforts to keep food-allergic students safe at school. Their primary service is the
provision of food allergy safety training to schools, camps and child cares sites.
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Fooul Allergy Research & Education

FARE; FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Name: _ D.0.B.: PLACE

PICTURE
Allergy to: HERE
Weight: Ibs. Asthma: DYes (higher risk for a severe reaction) I__—I No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens:

THEREFORE:
If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.

If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

FOR ANY OF THE FOLLOWING: MILD SYMPTOMS

| SEVERE SYMPTOMS C
OO @ <)

LUNG HEART THROAT  MOUTH lichy or  Itchy mouth A few hives,  Mild
Shortness of Pale or bluish  Tight or hoarse Significant runny nose, mild itch nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sheezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
@ @ @ SYSTEM AREA, GIVE EPINEPHRINE.
OR A
COMBINATION || FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread ~vomiting, severe ~ something bad is  body areas. ' healthcare provider '
redness diarrhea about to happen, . '
anxiety, confusion 2. Stay with the person; alert emergency contacts.
Ngh Ngs Ngh 3. Watch closely for changes. f symptoms worsen,
i inephrine.
1. INJECT EPINEPHRINE IMMEDIATELY. B epern e
2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency MEDICATIONS/DOSES

responders arrive. . . ,
Epinephrine Brand or Generic:

e Consider giving additional medications following epinephrine:

»  Antihistamine Epinephrine Dose: |:|0.15 mg IM I__—IO.3 mg |M
» Inhaler (bronchodilator) if wheezing
o | ay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:

difficult or they are vomiting, let them sit up or lie on their side.

e |f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose.

e Alert emergency contacts.

* Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

Antihistamine Dose:

Other (e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE
FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 4/2017




Food Ailergy Research & Education

FARE  FO0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

HOW TO USE AUVI-G® (EPINEPHRINE INJECTION, USP), KALEO
Remove Auvi-Q from the outer case.

Pull off red safety guard.

Place black end of Auvi-Q against the middle of the outer thigh.
Press firmly, and hold in place for 5 seconds.

Call 911 and get emergency medical help right away.

S

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR, MYLAN

1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. 0 "T‘
2. Grasp the auto-injector in your fist with the orange tip {needle end) pointing downward. ‘
3. With your other hand, remove the blue safety release by pulling straight up.
4. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’.

- 5. Hold firmly in place for 3 seconds {count slowly 1, 2, 3).
6. Remove and massage the injection area for 10 seconds. J
7. Call 911 and get emergency medical help right away.
HOW TO USE EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN
1. Remove the epinephrine auto-injector from the clear carrier tube. 9 :
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. S
3. With your other hand, remove the blue safety release by pulling straight up. =
4. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’.
5. Hold firmly in place for 3 seconds {count slowly 1, 2, 3).
6. Remove and massage the injection area for 10 seconds. J
7. Call 911 and get emergency medical help right away. e

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®),
USP AUTO-INJECTOR, IMPAX LABORATORIES

1. Remove epinephrine auto-injector from its protective carrying case.

Pull off both blue end caps: you will now see a red tip.

Grasp the auto-injector in your fist with the red tip pointing downward.

Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh.
Press down hard and hold firmly against the thigh for approximately 10 seconds.

Remove and massage the area for 10 seconds.

Call 911 and get emergency medical help right away.

NOOo RN

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Da not put your thumb, fingers or hand over the ,ti? of the auto-injector or inject into any body part other than mid-outer
thigh. In case of accidental injection, go immediately to the nearest emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if needed.
4. Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS
RESCUE SQUAD: NAME/RELATIONSHIP:

DOCTOR: PHONE: PHONE:

PARENT/GUARDIAN: PHONE: NAME/RELATIONSHIP:

PHONE:

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 4/2017




Self-carry and Self-Administration of
Auto-Injectable Epinephrine Evaluation

Student Date of Birth,

Grade Homeroom/Teacher

Name of Medication

Current medication form on file with parent signature and health care provider signature

authorizing self-carry and self-administration of the medication Yes No
Interview Date Health Room Staff’
Reviewed with teacher Date
1. Student is capable of identifying individual medication Yes No
-2. Student is knowledgeable of purpose of medication Yes No

3. Student is able to identify specific symptoms/triggers that indicate need for medication

Yes No
4. Student is knowledgeable about medication dosage/frequency Yes No
5. Student demonstrates proper administration of medication Yes No
6. Student has plan for access to medication at all times __ Yes __ No (where it s to be kept

during class, recess, gym)

7. Student is knowledgeable about how to access assistance for self if needed in an

emergency. Yes No

8. Spare auto-injectable epinephrine to be kept in health room Yes No

9. Student is aware that any inappropriate use or sharing with others may result in

parental notification and limiting the right to carry medication. Yes No

10. The student is aware that they have to notify nearby school staff and the health room

immediately if the medication is used, and that emergency services will be notified

Yes No.

The student has completed the self-carry and self-administration evaluation and has
demonstrated appropriate self-administration and level of responsibility to self-carry their
medication.

Health Room Signature

Student Signature
Date
Copy of form in student health file.
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Section 12

Medication

One of the most common responsibilities of a School Nurse is dispensing
medication. It is part of the Nurse’s role to insure that medications are
administered in a supervised and safe environment. As per standard policy:

o [f medication must be given during school hours, written instructions
from the student’s doctor/licensed health care practitioner regarding
administration should be given to designated school personnel.

e Unauthorized personnel do not dispense medication.

e Before and after school care must maintain its own supply of
medication and related forms.

o Written authorization/instructions from the student’s doctor/licensed
health care practitioner regarding required medication is to be
submitted annually, or as needed, and is kept on file in the student’s
physical health file as long as the student is enrolled in the school.

e During a school-sponsored field trip, designated school personnel
transport and dispense medication.

e All medications must be kept under lock and key and inventory must
be properly monitored.

e [fa medication is missing from the school, parent/guardian must be
notified and a police report must be filed.

e Under special circumstances, individual students may be authorized
by their physician/licensed health care provider to carry and self-
administer emergency medications (e.g. inhalers, epi-pens).

Schools should adhere to the Maryland State School Health Services Guideline:

Administration of Medication in Schools, (January 2006, Reference Updated
March 2015), a copy of which is located in this section.

Last Updated January 2018




ADMINISTRATION OF MEDICATION

IN SCHOOLS

MARYLAND STATE SCHOOL HEALTH SERVICES

GUIDELINE

JANUARY 2006
(Reference Updated March 2015)

Maryland State Department of Education
Student Services and Strategic Planning
Branch

200 West Baltimore Street

Baltimore, Maryland 21201

Phone: 410-767-0311

TTY/TDD: 410-333-6442

Maryland Department of Health and
Mental Hygiene Center for Maternal
& Child Health

201 West Preston Street

Baltimore, Maryland 21201

Phone: 1-877-463-3464

TTY/TTD: 1-800-735-2258




MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional and
mental health. This link is the foundation for providing school health services as an important
component of a school program. School health services provide primary prevention aimed at
keeping students in schools through appropriate screenings, early identification of children at risk for
physical, emotional and mental health concerns, and case management of students with chronic
health concerns.

The Annotated Code of Maryland, Education Article, § 7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
following guideline is developed in accordance with that requirement and is based on the expressed
needs of the local school health services programs. It has been reviewed by the Maryland Board of
Nursing, the Maryland Board of Pharmacy, the Maryland Chapter of the American Academy of
Pediatrics, and the Committee on School Health. These guidelines contain recommendations for
minimum standards of care and current best practices for the health service topics addressed. It is
intended that these guidelines will be used by the local school systems in developing local school
health services policies and procedures as a means to assist local school health services programs in
providing consistent and safe care to the students of Maryland. Specific laws and regulations that
direct school nursing practice or other health services are identified in the guidelines.

The Maryland State School Health Council serves as an advisory council to both departments and as
such, the council’s School Health Services Subcommittee serves as the committee that develops and
reviews these guidelines along with the specialists from MSDE and DHMH. School Health Services
Program supervisors/coordinators also review and participate in the guideline development process.
To those dedicated school health services professionals and administrators, our thanks,
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Introduction

The administration of medication in the school setting is a service that is provided to promote
wellness and decrease absenteeism. When there is a need for a student to receive medication in
school, safe and proper administration is essential. To assist local school systems (LSSs), schools,
and local health departments, the Maryland State Department of Education, the Department of Health
and Mental Hygiene, and the Maryland State School Health Council developed the following
Guideline for the administration of medication in schools. These guidelines were approved by the
Maryland Board of Nursing and reviewed by the Maryland Board of Pharmacy.

Prescription Medication

All prescription medication to be given in school must be ordered by a person authorized to prescribe
medication. In Maryland an authorized prescriber is a physician, nurse practitioner, certified
midwife, podiatrist, physician’s assistant or dentist, (Section 12-101(b), Health Occupations,
Annotated Code of Maryland). It is recommended that an approved medication
administration/authorization form be developed (see example of state form in Appendix). The locally
approved medication administration/authorization form should contain the following information:

o Dateoforder;

o Nameofstudent;

e Diagnosis;

¢ Name of medication to be administered;

¢ Dosage;

o Time of administration;

e Route of administration;

o Duration of medication order;

e Possible side effects;

e Special requirements such as “take with food”; and
e Whether or not medication may be self-administered.

The locally approved medication administration/authorization form must be signed by the authorized
prescriber and the parent /guardian. A stamp with the prescriber’s signature is acceptable; however a
printed name stamp is not acceptable. A written parent/guardian authorization must accompany each
medication order. An order should be renewed annually even if the order is for a prn (as needed)
medication. The authorization should be filed in the student's school health record.

Verbal orders from an authorized prescriber may be taken only by a registered nurse (RN) or a
licensed practical nurse (LPN). This order shall be recorded by the nurse in the student's health
record and must be followed up within a locally determined number of days, by a written order from
the prescriber, If unable to obtain the written order, the nurse should attempt to contact both the
prescriber and parent/guardian, If the written order is not received within the locally determined
number of days, administration of the medication must be discontinued in school.

Faxed medication orders for the administration of medication may be accepted when submitted on a
written, locally approved authorization form and signed by an authorized prescriber, The parent
should sign the form within a locally determined number of days.

Administration of Medication in Schools 2006




MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

Parental Consent

Written parental consent is required for each medication ordered and for each new order (even if the
medication was previously given in school). Parental consent is required as a part of the
authorization. As with the medication orders, parental consent must be renewed annually,

In the case of verbal orders from an authorized prescriber, verbal consent from the parent must be
obtained and documented, to be followed by the written consent within a locally designated number
of days. Parental consent forms should be filed in the student's school health record.

Labeling, Storage, and Disposal

The medication container shall accompany all medications to be administered in school.
Parents/guardians may request two containers (one for school and one for home) from the pharmacist
when getting a prescription filled. Medications should be brought to the school by the parent or
responsible adult, especially for elementary school students. However, if this is not possible, the
parent/guardian should inform the school nurse, principal, or designee by telephone that his/her child
is bringing the medication to school and how much medication is in the container. This eliminates
any question about how much medication should have been in the container when the child reached
the school, The amount of medication received should be checked by the school nurse, school
administrator, or designee and documented as soon as the parent/guardian delivers the medication,
Alternatives to this procedure can be determined by the local SHS program provided that the students
health & safety is not jeopardized.

The medication container shall be labeled with the following:

e Nameofstudent;

e Name of medication;

* Dosage of medication to be given;

* Frequency of administration;

* Route of administration;

¢ Name of physician/authorized prescriber ordering medication;
e Dateofprescription;and

e [Expiration date.

In compliance with the School Health Standards (COMAR 13A.05.05.05--.15), all medication must
be stored in a locked cabinet. Medications that must be refrigerated must be stored in a locked box in
the refrigerator, Access to medication locked in the designated space shall be under the authority of
the designated school health professional, the principal, and/or designee,

All medication must be removed from the school premises one week after the expiration date, upon
appropriate notification of medication being discontinued, or at the end of the school year, If not
retrieved by a parent or responsible adult, unused and unclaimed medication should be disposed of
by flushing, Empty asthma inhalers may be disposed of in the trash. Sharps (needles and lancets)
must be disposed of in a puncture-proof container. Disposal of this container and other medical waste
must follow Occupational Safety and Health Administration (OSHA)/Maryland Occupational Safety
and Health (MOSH). Bloodborne Pathogens Standard found in the Code of Federal Regulations
(29CFR1910.1030).
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Administration of Medication

The designated school health professional, in collaboration with the school administrator, implements
the medication policy. School staff and parents shall be informed annually of the medication policies
and procedures.

The following are recommended in the administration of medication:

The parent/guardian shoyld give the first dose of any new prescription or over-the-counter
medication, except for prn emergency medications (e.g. Epi-Pen); and a record must be
maintained each time a medication is administered.

The record shall include: student's name, date and time of administration, dosage, and
signature of person administering the medication.

A plan should be developed by the physician, parent, and school nurse for students who self-
administer. A physician must authorize self-administration of medication. The school nurse
must evaluate and approve the student’s ability and capability to self-administer medication.
The plan shall address how to keep a record of administrations.

It must be determined by the school nurse whether a student who self administers medication is
responsible to self carry their medication. The developmental ability of the student, the need
to have ready access to emergency medication and the safe storage of medication must be
taken into account when making this decision.

Narcotics

If a narcotic must be administered in school, the guideline for prescription medications should be
followed with the following modifications:

The parent/guardian shall bring the medication to school;

The amount of the drug received shall be immediately counted and recorded by the school
health professional or designee, witnessed by a responsible employee;

Narcotics shall be counted on a scheduled basis by the designated school health professional
and witnessed by a responsible employee. This count should be reconciled with the prior
count and medication administration record;

The school nurse should maintain no more than a 30 day supply of narcotics; and

There must be a new order and parent authorization every 30 days EXCEPT if the narcotic is to
be given prn. If the narcotic is to be given prn and for more than thirty days, the designated
school health professional should contact the parent or prescriber to confirm the continued
need for the medication, especially in cases where the medication is classified as a narcotic.

Over-the-Counter (OTC) Medications

Administration of OTC medication must be conducted in accordance with the guideline for
prescription medication, The only exception is if the local school system and local school health

services program has adopted “physician directed nursing protocols” for the administration of OTC
medication in compliance with Board of Nursing regulations, If the local school system and local
school health services program has adopted “physician directed nursing protocols” the following
should be incorporated in the policy:
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e The LSS and the Health Services Program shall identify which OTC medications are to be
administered under its policy;

e Parental consent is required annually for the administration of the identified OTC
medications;

e Administration of the identified OTC medications must be part of a nursing protocol which
has been approved by the 1SS, the supervisor of health services, and the medical director;

e Only RNs may make the assessment and the decision to administer an OTC medication
(therefore the LSS and the Health Services Program’s “physician directed nursing protocols”,
may only be used in schools that are staffed by a fulltime RN); and

e Medications administered under the LSS and the Health Services Program’s “physician
directed nursing protocols” are not to be given for a problem/health concern diagnosed by the
child’s primary care physician, The guideline for prescribed medication must be followed
when this occurs. In the absence of an order from an authorized prescriber for a medication
that is included in the “physician directed nursing protocols”, the L.SS and the Health Services
Program’s “physician directed nursing protocols” may be followed if parental permission is
obtained. A student’s specific medication order from an authorized prescriber shall take
precedence over the LSS and the Health Services Program’s “physician directed nursing
protocols”. OTC medication must be brought to school in an original, unopened container,

Homeopathic and Herbal Medications

Homeopathic and herbal medicines should be administered in accordance with the guideline for
prescription drugs.

Delegation of Medication Administration to Unlicensed Staff

Plans for the administration of medications in the absence of the nurse shall be developed
collaboratively by the school nurse and the school administrator. The decision regarding delegation
of medication administration should be considered in conjunction with other school duties, such as
lunch and recess supervision, Such comprehensive planning will ensure that the most appropriate
person is assigned to each task and that medication administration is completed in a safe manner.

Criteria for Personnel Selected to Administer Medication in the Absence of the School Nurse: In all

cases, the person to whom the administration of medications is delegated should meet criteria set

forth in COMAR 10.27.11. and COMAR 10.39.04 which includes:

e In the judgment of the nurse, the task delegated can be properly and safely performed by the
unlicensed individual or certified medication technician without jeopardizing the client’s welfare.

e That the person is competent to perform the task assigned.

Additionally, the person should:

e Be an employee and agree to this responsibility;

e Have good attendance;

¢ Be familiar with the students in the school;

e Possess good organizational skills;

¢ Handle stress in a calm manner;

* Have coverage/assistance available for regularly assigned job duties during peak times when
medications must be given (usually between 11:00 a.m,-1:00 p.m.); and

¢ Be ina quiet environment which allows for safe and effective administration of medications.
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Since the majority of medication doses are scheduled for administration between the hours of
11:00 a.m, and 1:00 p.m., plans must include considerations for the person's lunch.

COMAR 10.27.11.05G and COMAR 10.39.04 requires that persons administering medications under
the direction of a nurse be appropriately trained and supervised. The School Health Medication
Administration Training Program is the approved program for school staff. This training provides
instruction in the administration of oral medications. Administration of medication by any other route
requires that the delegating nurse train the unlicensed person on a one-to-one basis. Records of the
date and nature of the initial training and every two year re-certification must be maintained. At the
conclusion of the training, the school administrator and nurse should make a final decision as to the
appropriateness of the assignment for the individuals trained.

School systems must make plans for periodic direct supervision by registered nurses of personnel
assigned responsibility for medication administration. Registered nurses should maintain records of
this supervision.

Each person assigned routine responsibility for medication administration should have at least one
person designated as an alternate to substitute in the case of absence. Selection and training of
alternates should follow the same Medication Technician training process outlined above.

Persons assigned responsibility for medication administration should have regular opportunities to
administer medications in order to reinforce training and ensure that skills are maintained.

Medication administration is not an appropriate assignment for an unlicensed school volunteer.

Administration of Medication on School-Sponsored Activities

Medications should be administered to students on school-sponsored trips only when absolutely
necessary. Timing of doses should be adjusted to occur outside of the school-sponsored activity
period if medically appropriate. Medications may be administered on school-sponsored trips only
when previously administered and a parent permission form is on file, The only exception is
emergency prn (as needed) medications. A written, locally approved authorization form is required
for all medications, The determination of whether a medication is administered during a school-
sponsored activity and by whom shall be determined by the designated school health professional in
collaboration with the school administrator and parents. Options for administration of medications
during field trips may include the following:

The parent/guardian may accompany student on the field trip and administer the medication. A single
dose of the medication may be placed in a properly labeled envelope or container only by the licensed
nurse, to be given on the field trip by school personnel. The Board of Pharmacy allows a parent to
bring in a single dose of medication for the field trip in a properly labeled prescription or OTC
container to be given on the school-sponsored trip by school personnel.

Upon completion of the field trip, the labeled container should be returned to the health suite. A
notation shall be made on the student's medication record that the medication was administered. The
person who administered the medication is responsible for documenting the administration of that
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medication in accordance with local policy. If the parent accompanies the student on the field trip
and administers medication not from the school supply, the parent should notify the school nurse
of the time the medication was administered.

Errors in the Administration of Medication

If an error in medication administration occurs (such as missing a dose, giving the incorrect dose,
giving a dose at the wrong time, giving incorrect medication to the student, or giving a student
another student's medication even if the medication was the same drug and dose), follow the
procedures listed below:

e Observe the student for untoward side effects;

e Take appropriate action based on nursing judgment and/or physician order;

* Notify the parent, school administrator, nursing supervisor and primary care provider of the
child;

e Complete the appropriate reporting forms; and

e Document the specifics of the incident and the action taken, The local school health services
program shall develop procedures to ensure accurate documentation.

Stolen or Lost Medication

If any medication is reported missing, the school administrator and the local school health services
program administrator shall be notified and procedures for missing property on school grounds
should be followed. Since the incident may involve controlled, dangerous substances, notification of
the police may be appropriate. Parents shall also be told in order to replace the medication.
Appropriate documentation shall be completed and the designated school health professional shall
keep a copy of the documentation,

Education on the Use of Medication

It is strongly recommended that the school nurse assess and provide health education for students
regarding their prescribed medications. This education should support/supplement the educational
program implemented by the student’s health care provider, Health education should include
appropriate management of all aspects of a student’s health maintenance including medication
administration.

Since medication taken in school often assists the student to be available for instruction, the school
nurse may work with the parent and school team to address issues surrounding the use of medication
at school. This should include developing plans to assist students to remember to come to the health
room for their medication.

It is also recommended that the policies, procedures, and forms regarding medication administration
in schools be shared with local physicians, dentists, and health care providers,
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Communication with Physicians Regarding Treatment of a Student

If the school nurse has concerns about the medical orders, or wants to share information that may be
relevant to the treatment regimen with the physician, the school nurse and physician may
communicate with each other regarding the medical orders and treatment regimen without written
authorization of the parent. HIPAA allows health care professionals to share protected health
information if it is for treatment purposes. Furthermore, regardless of the healthcare setting, state
licensure statutes and professional standards of practice for nurses and physicians require nurses to
question and clarify medical orders, when indicated, before carrying them out. They also require
physicians to provide nurses with sufficient information for safe execution of the treatment plan.
Therefore, such communication is based on state law and necessary.

Original date of issue: 1992; Revised 1997, 2000, 2006; Reference Update 2015
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SCHOOL MEDICATION ADMINISTRATION AUTHORIZATION FORM

epartment

and Mental Hygiénc

This order is valid only for school year (current) including the summer session.

School:

This form must be completed fully in order for schools to administer the required medication. A new medication
administration form must be completed at the beginning of each school year, for each medication, and each time there is a
change in dosage or time of administration of a medication,

* Prescription medication must be in a container labeled by the pharmacist or prescriber,

* Non-prescription medication must be in the original container with the label intact.

* An adult must bring the medication to the school.

* The school nurse (RN) will call the prescriber, as allowed by HIPAA, if a question arises about the child and/or the child's medication,

Prescriber’s Authorization

Name of Student: Date of Birth: Grade:

Condition for which medication is being administered;

Medication Name: Dose: Route:

Time/frequency of administration: If PRN, frequency;

If PRN, for what symptoms:

Relevant side effects: O None expected O Specify:

Medication shall be administered from; to
Month / Day / Year Month / Day / Year
Prescriber's Name/Title;
(Type or print)
Telephone: FAX;
Address:;
Prescriber's Signature: Date:
(Original signature or signature stamp ONLY) (Use for Prescriber's Address Stamp)
A verbal order was taken by the school RN (Name): for the above medication on (Date):

PARENT/GUARDIAN AUTHORIZATION
|/\We request designated school personnel to administer the medication as prescribed by the above prescriber. 1/We certify that l/we
have legal authority to consent to medical treatment for the student named above, including the administration of medication at
school. I/We understand that at the end of the school year, an adult must pick up the medication, otherwise it will be discarded.
I/We authorize the school nurse to communicate with the health care provider as allowed by HIPAA.

Parent/Guardian Signature: Date:

Home Phone #: Cell Phone #: Work Phone #:

SELF CARRY/SELF ADMINISTRATION OF EMERGENCY MEDICATION AUTHORIZATION/APPROVAL
Self carry/self administration of emergency medication may be authorized by the prescriber and must be approved by the school
nurse according to the State medication policy.

Prescriber's authorization for self carry/self administration of emergency medication:

Signature Date
School RN approval for self carry/self administration of emergency medication:
Signature Date
Order reviewed by the school RN:
Signature Date

2004




Student Name

School Year

Stop Date:

Date of Birth: Gender: Grade: Teacher: School:
Parent/Guardian: Home Phone: Work Phone;
Medication; Dosage; Start Date:

Route: Frequeney: Time(s) Given During School:
Known Allergies:

Comments;

Initial:

Namé: Initial: Name;

A Absent O Out of Medication
D Early Dismissal R Refused

F  TField Trip W  Withheld Dosage
H Holiday X No School

ARCHDIOCESE OF BALTIMORE




Date Date Dosage Amo'unt. School -
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Section 13

Delegating Nurses and Medication Technicians

Schools should follow the guidelines of the Maryland State Depattment of
Education (MSDE) as they apply to private and parochial schools. School Nurses
must be in compliance with the Maryland Board of Nursing (MBON) regulations,
as well as MSDE guidelines. To be in compliance with MBON regulations, a
school must have at least one nurse on staff that has completed the Delegating
Nurse certification class, regardless of whether or not the nurse is actually
delegating responsibilities to a certified medication technician. In addition, schools
should have at least one staff member who is a certified medication technician.

The School’s Administration and Delegating Nurse should jointly select candidates
for medication technician training.

The MBOD’s case manager/delegating nurse training requirements for RNs in
schools (which currently are set forth in COMAR 10.27.11) are as follows:

Maryland Board of Nursing Training Requirements for Registered Nurses in
Schools:

Registered nurses (RNs) in Assisted Living, Developmental Disabilities
Administration, Juvenile Services, and School Health (public and nonpublic)
settings must complete a Case Manager/Delegating Nurse training program. The
curriculum covers topics including, but not limited to: delegation requirements,
principles of adult education, communication, and how to teach the updated
medication technician training program. RNs who want to teach the medication
technician training program must complete this curriculum. The Maryland Board
of Nursing required parochial and private school RNs to complete the delegation
course before the first day of school in August/September 2006.
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Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional
and mental health, This link is the foundation for providing school health services as an
important component of a school program. School health services provide primary prevention
aimed at keeping students in schools through appropriate screenings, early identification of
children at risk for physical, emotional and mental health concerns, and case management of
students with chronic health concerns,

The Annotated Code of Maryland, Education Article, § 7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
following guideline is developed in accordance with that requirement and is based on the
expressed needs of the local school health services programs. These guidelines contain
recommendations for minimum standards of care and current best practices for the health service
topics addressed. It is intended that these guidelines will be used by the local school systems in
developing local school health services policies and procedures as a means to assist local school
health services programs in providing consistent and safe care to the students of Maryland.
Specific laws and regulations that direct school nursing practice or other health services are
identified in the guidelines.

This guideline, Delegation of Nursing Functions to Unlicensed Direct Care Providers in a
School Setting, has been reviewed and approved by Maryland Board of Nursing.

The Maryland State School Health Council serves as an advisory council to both departments
and as such, the council’s School Health Services Subcommittee serves as the committee that
develops and reviews these guidelines along with the specialists from MSDE and DHMH,
School Health Services Program supervisors/coordinators also review and participate in the
guideline development process. To those dedicated school health services professionals and
administrators, our thanks,

Delegation of Nursing Functions to Unlicensed Direct Care Providers in a School Setting 2006
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Introduction

The school nurse (registered nurse currently licensed by the Maryland Board of Nursing) is the
coordinator/facilitator of health care for all children in the school setting, The determination of
nursing services required in school is made on a case-by-case basis with information obtained by
the registered nurse, parents, physicians, and the school team. The registered nurse may delegate
certain nursing tasks to unlicensed individuals. The Maryland State Board of Nursing delineates
safe delegation of nursing tasks to unlicensed persons in the Nurse Practice Act (COMAR
10.27.11.01--.06 and COMAR 10.27.09.031). The Nurse Practice Act provides the legal
parameters for nurses to follow when delegating tasks to unlicensed individuals, It charges the
delegating registered nurse with the responsibilities of choosing, training, and supervising
unlicensed persons to whom they delegate nursing tasks. “Nursing judgment shall be exercised
within the context of the employing facility’s model of nursing practice”(COMAR
10.27.11.03E).

The Individuals with Disabilities Education Act IDEA) (20 U.S.C.§§1400 et seq, and 34 C.F.R.
pt. 300) requires that eligible students with disabilities receive special education and related
services that provide a free appropriate public education. “Related services” are determined by
the Individualized Education Program (IEP) team to be necessary for the student to benefit from
special education. “Medical services” are defined as services provided by a licensed physician
to determine a child’s medically related disability that results in the child’s need for special
education and related services.

In Cedar Rapids Community School District v. Garret F. 526 U.S. 66 (1999), the Supreme Court
held that the continuous nursing services required by the quadriplegic, ventilator-dependent
student in that case were “related services” that had to be provided by the school district during
school hours under IDEA because the services were supportive services but did not constitute
“medical services.” Thus, related services must be provided to disabled students regardless of
their nature or cost provided that they are (1) supportive services (i.e., necessary for the student
to remain in school); and (2) non-medical (i.e., capable of being performed by someone other
than a licensed physician) or are diagnostic and evaluative in nature.

Purpose

The purpose of this guideline is to provide protocol for delegation of nursing procedures, which
assures safe practice for students, nurses, certified nursing assistants, and other unlicensed school
staff,

Delegation of Nursing Functions to Unlicensed Direct Care Providers in a School Setting 2006
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School Nurse Responsibilities

d

d

The school nurse is responsible for being familiar with the most recent requirements for

delegation set forth in the Nurse Practice Act and adopted on May 10, 2004.

In compliance with the Nurse Practice Act, the registered nurse shall determine the

nursing tasks which will be delegated to the unlicensed person.

In determining whether aspects of a student’s health care may be delegated to an

unlicensed person, the nurse must assess and document that;

e The student’s health care needs are chronic, stable, uncomplicated, routine, and
predictable;

o The student is unable to perform his/her own care;

o The environment is conducive to delegation of nursing tasks; and

o The unlicensed person is able to perform the delegated nursing in a safe and
competent manner.

The school nurse shall have input and agree with the selection of the unlicensed direct

care provider to whom he/she will delegate nursing tasks.

The school nurse is responsible for verifying the competency, orienting, instructing,

supervising and evaluating the unlicensed person in the performance of delegated tasks.

Any nursing function that requires nursing knowledge, judgment, and skill may not

delegated. These include, but are not limited to:

¢  The initial nursing assessment or intervention;

«  Development of a nursing diagnosis;

¢  Establishment of the nursing care goal;

e Development of a nursing care plan; and

o Evaluation of a student’s progress or lack of progress toward goal achievement,

Delegation depends on the complexity of the task and condition of the student.

Therefore, continuation of delegation is entirely at the discretion of the delegating nurse,

who may decide at any time that the student's medical safety requires a licensed

professional to perform the task.

Delegatable Nursing Services

These are services, which may be delegated to and performed by an unlicensed direct care
provider under the supervision of a registered nurse (RN). It is important to note that this list is
not all inclusive and a specific task is only delegated for a specific student; therefore, a
procedure that is delegatable for one student may not necessarily be delegatable for any other
student. It is imperative that the school nurse be knowledgeable of the current delegation
regulations in the Nurse Practice Act,

O0o0oO0O0OD0COo

Oral medication administration which does not require calculation of the dose
Pharmacy or prescriber prepared hand held inhalant medication administration.
Routine/non-complex/predictable gastrostomy-device feedings

Clean, intermittent/non-complex bladder catheterization

Monitoring of vital signs for reporting to the physician or RN

Positioning

Student specific emergency medications

Delegation of Nursing Functions to Unlicensed Direet Care Providers in a School Setting 2006
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Oo0oo

d
d

Oro-pharyngeal suctioning

Assembly of supplies and supervision of student finger stick for blood sugar
Tracheostomy suctioning for a student with a tracheostomy of long standing duration
whose clinical status is stable and who does not have co-existing respiratory conditions
or other conditions that have potential to cause unpredictable responses (Maryland Board
of Nursing, Dec 2003-2)

Medication by metered dose inhalant, nebulizer, and oxygen by nasal cannula or mask
Medication by subcutaneous injection if the nurse has calculated the dose

Non-Delegatable Nursing Services as determined by the Nurse Practice Act

According to the Nurse Practice Act only an RN or Licensed Practical Nurse (LPN) may perform
the following nursing functions:

O (Hy 0000 Oo

O0oOod

Complex tracheostomy suctioning (Maryland Board of Nursing, Dec 2003-2)
Tracheostomy tube or inner cannula change or replacement

Oxygen administration with titration

Complex gastrostomy device feedings/replacements/venting

Any medication that requires calculation of the dose or assessment before or after
administration

Certain medications given by injection

Administration of medication by nebulization, unless medication is pre-packaged by
pharmacy/prescriber and the decision to administer does not require a nursing assessment
prior to or after administration

Medication given in a gastrostomy device, which requires assessment or calculation of
the dose

Nasogastric tube feedings/placement

Complex bladder catheterization

Bladder irrigation (with assessment)

Reinsertion of gastrostomy device

Any other service needing nursing assessment and/or performed on an as needed basis.

Delegation of Nursing Functions to Unlicensed Direct Care Providers in a School Setting 2006
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Documentation

Accurate and complete recording of the delegated procedure is the responsibility of the
unlicensed direct care provider, under the leadership and supervision of the registered nurse.

Supervision

COMAR 10.27.11.04B states the school nurse will be “readily available” (see COMAR
10.27.11.02B(14b) for definition) when delegating a nursing task to an unlicensed individual or
certified nursing assistant.

Delegatable Nursing Services: Nursing functions, which may be delegated to and performed
by an unlicensed direct care provider under the supervision of a registered nurse.

Delegation: “means the act of authorizing an unlicensed individual or certified nursing assistant
(CNA) to perform acts of registered nursing or licensed practical nursing.” COMAR
10.27.11.02B(6)

Non-Delegatable Nursing Services: Nursing functions that require nursing knowledge,
judgment, and skill and may not be delegated.

School Nurse: A registered nurse currently licensed by the Maryland Board of Nursing.
Unlicensed Individual: “means an individual who is not licensed or certified to provide nursing

care under Health Occupations Article, Title 8, Annotated Code of Maryland.” COMAR
10.27.11,02B(21)

Original date of issue: 2006

Delegation of Nursing Functions to Unlicensed Direct Care Providers in a School Setting 2006
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Section 14

Management of Students with Asthma

Contained in this section a copy of the document Management of Students with
Asthma (February 2013).

[t contains additional resources and definitions, as well as information pertaining to
the laws governing asthma management in the school setting.

At the end of this section there are documents to assist in the administration of
those students that are self-carry and self-administer.
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Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional,
and mental health. This link is the foundation for providing school health services as an
important component of a school program. School health services provide primary prevention
aimed at keeping students in schools through appropriate screenings: carly identification of
children at risk for physical, emotional, and mental health concerns; and case management of
students with chronic health concerns.

The Annotated Code of Maryland, Education Article, §7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
guidelines developed under §7-401 contain recommendations for minimum standards of care and
current best practices for the health service topics addressed. The following guideline was
developed in accordance with that requirement and is based on the expressed needs of the local
school health services programs. It is intended that these guidelines will be used by the local
school systems in developing local school health services policies and procedures as a means to
assist local school health services programs in providing consistent and safe care to the students
of Maryland. Specific laws and regulations that direct school nursing practice or other health
services are identified in the guidelines, ‘

To implement these guidelines, local school systems and local health departments should consult
with the Maryland State Department of Education and the Department of Health and Mental
Hygiene who will:

» Assist and provide technical assistance to local school health programs to support their
efforts to plan for students with special health needs;

» Provide training to all appropriate school staff regarding issues related to students with
special health needs including, but not limited to, planning, maintaining a safe
environment, and medication administration issues; and

» Monitor the implementation of school health services programs including, but not limited
to, programs and policies related to students and staff with special health needs.
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Introduction

In 2004, the 108th Congress passed legislation (H.R. 2023) that amended Section 3991 of the
Public Health Service Act (42 U.S.C. 280g) to allow the Secretary of the Department of Health
and Human Services to give preference in asthma-related grants to states that require public
elementary and secondary schools to allow students to self administer medication to treat asthma
or anaphylaxis if certain stipulations are met. In 2005, the Maryland General Assembly passed
legislation (House Bill 143-- Public Schools - Use of Asthma Drugs and Related Medication)
creating a new statute, §7-421 of the Education Article, Annotated Code of Maryland. This
statute requires public school systems to adopt policies authorizing students to possess and self-
administer an asthma inhaler or other emergency medication for treatment of asthma or other
airway constricting diseases. In 2007, the Maryland General Assembly passed HB 957--Public
Schools —Student Emergency Medical Care — Guidelines creating another new statute, §7-426 of
the Education Article, Annotated Code of Maryland. Under §7-426, the State Department of
Education and the Department of Health and Mental Hygiene are required to establish guidelines
for providing emergency medical care to students with special health needs, and to delineate the
roles and responsibilities for planning and providing services to students with special health
needs. Asthma is a common condition that is included in this requirement and the most common
chronic condition managed in schools.

Planning is an essential part of the care for students with asthma. Communication, collaboration,
coordination, and cooperation between the school, family, student and community health care
provider is needed in order for the school nurse to effectively plan for the care of students while
they are in school. Development of local school system policy is also an important part of the
process of planning and implementing procedures to address student safety. Communication of
guidelines, policies and procedures used for planning and implementing individualized health
plans is important for fostering collaboration and cooperation with parents/guardians and health
care providers.

Students with asthma require a thorough nursing assessment of their health needs to enable them
to attend school regularly and to participate fully in the educational program. The school nurse
must develop specific plans that consider student specific needs and any reasonable
accommodations that may be required in school. These comprehensive guidelines will assist the
school nurse in developing an individualized health plan, in conjunction with the family and the
primary care provider, for students with asthma.

The management of students with asthma requires five key activities:

1) Asthma awareness;

2) Planning;

3) Allergen/asthma trigger avoidance measures;
4) Treatment strategies; and

5) Training.

School health services staff, other school staff, parents/guardians, and students all have
responsibilities within each of these key areas. Managing asthma in school is a team effort




Maryland School Health Services Guideline-Management of Students with Asthma

among the health care provider, family, student, and school. When students with asthma enter
school, the school nurse is the lead team member in assessing their health needs, performing a
nursing appraisal and/or assessment, and developing an individualized health plan, if needed,
that meets their health needs while they are in school. The school nurse is also responsible for
making the appropriate school personnel aware of the special health needs of students with
asthma. Additionally, the school nurse may provide health education to students with asthma,
and guidance to school staff and school administrators regarding the student’s need for
accommodations (e.g., transportation, intermittent home teaching, and participation in
educational activities). The guidelines that follow address the needs of students with asthma,

Purpose

1. To provide guidelines to school health staff for planning and addressing the needs of students
with asthma; v

2. To provide guidelines for the management and coordination of care of students with asthma;

3. To provide guidance on asthma trigger exposure reduction through education, training, and
environmental assessments and controls; and

4, To define the roles and responsibilities of school health services staff, school administrators,
school food service staff, and other school staff, parents/guardians and students in the
planning and management of students with asthma.

Definition

Asthma is a controllable chronic lung disease characterized by inflammation of the airways,
reversible airway constriction, and excess mucus secretion. Narrowing of the airway results in
reduced airflow that may cause symptoms of wheezing, coughing, tightness of the chest, and
difficulty breathing, Asthma triggers that may lead to an exacerbation or acute asthma symptoms
include allergens, irritants, infections, exercise, strong expressions of feelings/emotions
(laughing or crying), stress, and changes in weather or temperature.

Asthma treatment is determined by measures of asthma severity and asthma control as assessed
by a health care provider. Each student with asthma should have orders specific to the daily
management of asthma (if needed) and management of an asthma exacerbation. Signs and
symptoms of an asthma exacerbation are included in Table 1.
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Table 1: SIGNS and SYMPTOMS OF AN ASTHMA EXACERBATION

Organ System Sign(s)/Symptom(s)

Mouth/Throat | Hacking cough; tightening of throat; hoarseness; blue/gray color of lips;

inability to speak or have a conversation

Nose/Eyes/ears | Nasal flaring; hay fever-like symptoms (when exacerbation is triggered by an

allergen in an allergic person): runny, itchy nose; redness and/or swelling of
eyes; throbbing in ears

Skin Blue/gray discoloration

GI Vomiting

Lung Shortness of breath; wheezing; short, frequent, shallow cough; difficulty
breathing; rapid breathing

Heart Rapid pulse; palpitations; fainting; dizziness; pale, blue, or gray color of lips
or nail beds

Mental Uneasiness; agitation; unconsciousness

Other Any other symptom specific to an individual’s response to an asthma

exacerbation

NOTE: Not all signs and symptoms need be present in an asthma exacerbation.

Emergency Management of an Asthma Exacerbation

L.

Rapidly assess airway, breathing, and circulation (ABC’s) and begin cardiopulmonary
resuscitation (CPR) as necessary;

Follow emergency plan completed by the student’s health care provider, This may
include checking peak flow and administration of a metered dose inhaler (MDI), with or
without a spacer, or medication by nebulizer. If the health care provider has not provided
a plan or medication orders, or if the parent has not provided medication to be used in an
emergency, respond to the emergency according to local policy (e.g. standard protocol.)

Directions for use of a metered dose inhaler: (Note-These instructions are for use of
MDI’s typically used for emergency use during an exacerbation and do not necessarily
reflect directions for all types and formulations of MDI’s in general manufacturer’s
guidelines for instructions).

a. SHAKE THE INHALER WELL immediately before each use. Then
remove the cap from the mouthpiece. Make sure the canister is fully
inserted into the actuator,

b. If the inhaler has not been used for more than 2 weeks or is a new canister,
prime the inhaler by releasing four “test sprays” into the air, away from
your face. Note: some autohalers (breath activated) should be primed
if used for 48 hours or more. Shake the inhaler between each test spray.
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1.

c. BREATHE OUT FULLY THROUGH THE MOUTH, expelling as
much air as possible. Place the mouthpiece into the spacer, if needed.
Place the mouthpiece (or the mouthpiece of the spacer) fully into the
mouth holding the inhaler in its upright position and closing the lips
around it,

d. WHILE BREATHING IN DEEPLY AND SLOWLY THROUGH
THE MOUTH, FULLY PRESS THE TOP OF THE METAL
CANISTER with your index finger. Actuate the canister as close to the
onset of inhalation as possible

e. HOLD BREATH AS LONG AS POSSIBLE, up to 10 seconds. Before
breathing out, remove the inhaler from your mouth and release your finger
from the canister.

f. If specified by the student’s health care provider, additional puffs may be
needed. Wait 1-3 minutes according to manufacturer’s instructions, shake
the inhaler again, and repeat steps c through e.

g. If symptoms do not improve, an additional dose may be administered
15-20 minutes after the first dose in accordance with health care
provider orders.

Call 911 if student shows signs of respiratory distress or if symptoms worsen, Call the
student’s parent/guardian if response to initial medication administration, or after second
dose if ordered. Get vital signs if possible.

Assist student into a comfortable position. Lay the student on their back as long as
breathing is not uncomfortable or difficult in that position, NOTE: Children who are in
respiratory distress may need to sit upright in order to maximize chest expansion.
Light-headedness or loss of consciousness indicate low blood pressure which necessitate
lying the student flat and elevating the legs.

Loosen restrictive clothing. Give nothing by mouth. Reassure and assist to keep student
calm;

Stay with the student until 911 personnel arrive and accept care responsibilities; continue
to assess ABC’s;

Notify parent/guardian or student’s emergency contact;

Follow local school system emergency policy regarding 911 calls;

Complete documentation of the incident, including the time of MDI/nebulizer
administration, the suspected precipitating cause, and 911 and parent notifications

according to any local documentation guidelines;

Send documentation of the event, including vital signs, interventions and student’s
identifying information to the hospital with EMS personnel according to local policy; and
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12, Maintain a copy of the above documentation for the health record according to local
policy.

Health Appraisal and Nursing Assessment

Health Appraisal

The Code of Maryland Regulations (COMAR) 13A.05.05.07(C) (1)-(2) sets forth the process to
be used by a designated school health professional to determine if a student has health problems
that interfere with learning. COMAR 13A.05.05.06 defines the designated school health
professional as “a health care provider, certified nurse practitioner, or registered nurse, or all of
these, with experience or special training, or both, in working with children and families in
community or school health programs and practices in accordance with the current medical and
nursing standards of care.” In most Maryland public school health services programs, the
designated health care professional is a nurse practitioner or a registered nurse. The health
appraisal conducted by the nurse uses information obtained from, but not limited to:

o Health room visits and observations;
e Student interview;
e Parent/guardian report:
o Emergency department visits;
o Hospitalizations;
o Medications;
o Status of asthma (stable or change in control);
o Health care provider:
o Medication orders;
o Asthma status (severity and control);
o Asthma action plan (AAP);
e School emergency information card;
o Physical exam form; and
o Information from previous school nurse.

After review of the data collected, based on nursing judgment regarding the level of asthma
control and severity (e.g. poorly controlled vs. well controlled), a nursing assessment and an
individualized health care plan may be needed. If a nursing assessment is not needed, use a
individualized emergency plan, standard asthma action plan or standard respiratory distress
emergency protocol. (See Appendix A for appraisal algorithm). The health appraisal of students
with identified health problems (in this case, asthma) shall be repeated as frequently as deemed
necessary by the designated school health services professional according to COMAR
13A.05.05.07(C)(2). The health appraisal is updated annually unless the condition is resolved as
documented by the student’s health care provider, and there is no indication that the student is in
need of nursing services during the school day (asthma is inactive). The health appraisal
documentation can range from narrative notes to local program appraisal forms.
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NOTE-- For students with newly diagnosed asthma and those new to the school where no
records from previous schools are available, this documentation should be from the
student’s health care provider and not only by parent report. For returning students who
have previously provided health care provider documentation of a diagnosis of asthma,
updated information may be obtained from the student’s parent and further information
may be obtained from the health care provider if necessary to complete a nursing
assessment,

Nursing Assessment

Registered nurse standards of care in COMAR 10.27.09.02 list the components of the nursing
process, which organizes delivery of care. The first step in the process is appraisal. Based on the
appraisal, nursing judgment should determine whether an assessment is needed. The school nurse
should assess the special health needs of students with asthma using local standard assessment
procedures and the procedures outlined in the Maryland State School Health Services
Guidelines: Nursing Appraisal/Assessment of Students with Special Health Needs, and the
recommendations in Appendix A. The school nurse should use the information obtained in the
health appraisal to develop a written assessment, The assessment  includes subjective and
objective data, Relevant information that may affect the student’s care and safety should be
sought from sources including, but not limited to;

Student interview (as developmentally appropriate);
Parent/guardian;

Health care provider;

Teaching staff; and

Classroom observations.

YVVVY

Components of the nursing assessment include:
1) Identifying Information/Contact Information

> Name of parent/guardian, address, phone number, and annually updated (or more
frequently as needed) list of emergency contacts;

Student's date of birth (DOB) and grade;

Primary care provider's name and phone number; and

Name and phone number of asthma or allergy specialist (if under the care of one).

YV VYV

2) Student Information

Birth history;

Health and developmental history;

Date of the initial asthma diagnosis, and progress of asthma,
Family history of asthma;

History of health emergencies/hospitalizations; and

Other chronic health conditions,

VVVVYVYY
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3) Current Asthma Status

>

Y VVVV VY

>

Current medication and treatment orders for asthma, including:
o Asthma medications:
» Quick relief medications, controller medications, or medications prior to
exercise;
» Delivery devices used (e.g. metered dose inhaler or nebulizer, type of
spacer if provided);
»  Note side effects experienced,;
= Written copy of health care provider's trigger avoidance recommendations,
if provided; and
o Peak flow meter readings.

Emergency plan, including emergency medications and the indication for their use;
Asthma Action Plan from healthcare provider (see resource list for Maryland Asthma
Control Program web site, which contains a sample asthma action plan):

= Routine medications;
» Trigger avoidance instructions; and
=  Emergency medications.

Asthma severity level (see Appendix B for definition of asthma severity levels);

Level of asthma control (see Appendix C and D for definition of asthma control and
stepwise approach for management);

Frequency/pattern of asthma signs and symptoms demonstrated by the student;

Number of school days missed in the past year;

Limitation of activities;

Precipitating factors/asthma triggers (e.g. environment, food, weather, exercise, air
quality, allergens, irritants, infection);

Profile of typical exacerbation (i.e. description of past exacerbations, severity of past
reactions); and

Management and treatment for exacerbations, and typical response to interventions.

4) Current Status of Other Health Conditions

>
>
>

Current diagnosed medical conditions other than asthma;
Current medication and treatment orders for other diagnosed medical conditions; and
Emergency plan for conditions other than asthma (if needed).

5) Self Care Skills

>

Peak Flow Monitoring:

»  Purpose of testing;
» Level of independence;
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» Frequency;

» Required at school;

»  Performed in health suite or classroom;
» Equipment used; and

= Personal best peak flow measurement.

Student's understanding of asthma and its management;

Student’s understanding and demonstration of medication administration technique;
Level of independence with medication/treatment, including ability to possess and self-
administer medication;

Asthma education program completed by student;

Interactions with peers and teachers in the past related to asthma and asthma
management;

Interventions to be implemented in case of an asthma exacerbation.

YV VYV VYVVYVY

6) Family Considerations

» Family’s understanding of the condition;

» Ability of family and student to manage the student’s asthma;
» Cultural considerations; and

> Resources needed.

NOTE: Tools such as an asthma control test (ACT) may be helpful in doing the nursing
assessment, See Resources for on-line access to several ACTs,

The asthma assessment should contain educational considerations including determination of and
recommendations regarding special accommodations needed due to:

> Student's class schedule;

» School-sponsored activities;
> Physical education/recess;
> Transportation; and

» Other circumstances.

The final nursing assessment should be placed in the student’s health record. The record should
also contain:

> Documentation of the nurse’s recommendation as to whether health care provider
recommended self-carrying of medication is appropriate;

» Current health care provider orders; and

> A current emergency care plan if not included in the individualized health care plan, If a
standard emergency protocol is used, this should be stated in the student’s record.
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Individualized Health Care Plans and Emergency Plans/Protocols

Following completion of a nursing assessment, there will be other factors to consider along with
the school nurse judgment to determine if an individualized health care plan (IHP) may need to
be developed. However, each student with asthma should have an individualized asthma action
plan developed by his/her health care provider as recommended by the National Heart, Lung, and
Blood Institute Asthma Management Guidelines. The asthma action plan should include
protocols for both routine and emergency administrations of medication. These plans may or
may not consider the unique needs of students in the school setting and the school nurse may
need to develop a plan that considers the school setting, i.e. an THP.

School Environment Considerations

The school nurse should work with school administrators and other school staff to assess the
school environment in order to identify possible asthma trigger exposures, barriers to emergency
treatment, and address any identified barriers, with the goal to reduce or eliminate exposure to
asthma triggers. Ongoing assessments and evaluation of environmental risks in the school setting
should be performed to reduce environmental exposures to allergens. The Maryland State
Department of Education School Facilities Branch has guidelines and technical bulletins on the
topic of indoor air quality as resources for school system and schools. Asthma trigger reduction
for various areas in the school may include the following:

» Classrooms: Work with teachers and school administrators to identify asthma triggers in
the classroom such as craft materials with strong smells, classroom teaching materials,
cleaning procedures, and policies on outside material brought into the classroom and pets
in schools/classrooms.

> Cafeteria: Work with food service supervisors/directors and cafeteria managers to
identify food ingredients in each menu items that should be avoided, plan for food
substitutions if necessary, review sanitation procedures in cafeteria or other food service
areas, food handling and distribution, and hand washing practices that may reduce
exposure of students to food allergens or additives which may trigger an asthma
exacerbation.

NOTE: Inhaled allergens and irritants are the most common triggers for persons
with asthma (e.g. pollen, dust, mold, dander, chemicals, and fumes).

While food allergens are not a common precipitant of asthma symptoms, asthma is
a risk factor for fatal anaphylactic reactions to food. Therefore, it is important to
be aware of food allergy in students with asthma and refer to the school health
services guideline entitled Management of Students at Risk for Anaphylactic
Reaction. In addition, certain processed foods (e.g. potatoes, shrimp, or dried fruit)
contain preservatives or other substances that may cause severe asthma
exacerbations, particularly in patients who have severe persistent asthma.

11




Maryland School Health Services Guideline-Management of Students with Asthma

> School-sponsored activities: Work with athletic directors/supervisors, school affiliated
parent groups, school administrators, and teachers to identify potential exposure to
asthma triggers on field trips, recess, and other school sponsored activities and designate
specific school staff to implement emergency plans and procedures.

> School bus: Work with bus drivers, assistants, and attendants to recognize an asthma
exacerbation/episode, and to develop and implement bus emergency plans and

procedures.

Accommodations

Based on the nursing assessment and health care provider recommendation, accommodations for
individual students may be required. Accommodations should be developmentally appropriate
and school specific. As the student advances through the school system, his/her needs may
change, therefore, accommodations must change accordingly. Accommodations to reduce the
risk of trigger exposure may include, but are not limited to:

Removal/replacement of classroom teaching materials and other classroom items (e.g. air
fresheners) that pose an exposure risk;

Placement of student in an air conditioned building/classroom;

Limits on outdoor activity when exposure to triggers are likely (e.g. pollen) and/or when
air quality is poor (e.g. Ozone action days, pollution levels); and

Modification of school/classroom policies on food brought in to the school by parents for
celebrations or other events,

YV VYV V¥V

Some students with asthma may also have food allergies. Their asthma makes them more at risk
for food related anaphylactic reactions. These students may require specific meal
accommodations. Students who obtain school meals as part of any United States Department of
Agriculture (USDA) school meal program (i.e. school breakfast program or school lunch
program) are entitled to meal modifications because of their special health need. In order to plan
for meal/food accommodations, the following additional information is required for both free
and reduced priced meals as well as full price meals. USDA regulations, 7 CFR Part 15b, require
substitutions or modifications in school meals for children whose disability restricts their diet. A
child with a disability or special health need must be provided food substitutions when a
statement signed by a licensed health care provider supports the need. The health care provider
statement must identify or provide:

» The child’s disability or special health need,

> An explanation of why the disability or health need restricts the child’s diet;
» The major life activity affected by the disability or health need;

» The food or foods to be omitted from the child’s diet; and

> The food or choice of foods that must be substituted.

If a student with asthma does not have an asthma action plan, and the school nurse cannot obtain

one from the health care provider, then the school nurse should develop both an individualized
health care plan and emergency plan. NOTE: The emergency plan may be sufficient to serve
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as the IHP, if indicated, based on the nursing assessment. I.ocal school health services
programs should develop procedures to communicate IHPs and emergency plans to appropriate
school staff, The IHP and emergency plan should be developed in conjunction with the student
(as appropriate), parent/guardian, and the health care provider(s).

NOTE: Each jurisdiction should develop a process to obtain an asthma action plan
from health care providers. While action plans are recommended for each student,
those with poorly controlled and/or those with severe asthma should be priority. The
IHP developed by the school nurse serves as a plan of care for the school day and
unlike an asthma action plan, may not contain all the medication and procedures for
asthma management outside of the school setting.

Individualized Health Plan

The IHP provides a written record of a health care provision for a student. The IHP begins with
the nursing assessment and lists the nursing diagnoses, student goals, interventions, and
outcomes. The objectives of an IHP are to:

Control asthma symptoms at school to ensure safety in the school environment;

Control and minimize, to the extent possible, allergen and irritant exposure at school;
Provide opportunity for optimal school performance;

Assist the student to grow in self care skills;

Allow full and normal participation by the student in school and school sponsored
activities; and

Promote the acceptance of the students with asthma.

YV VVVVY

The school nurse should consider the following information gathered from the assessment when
developing individualized health plans for students with asthma:

Level of asthma severity (see Appendix C for designation of asthma severity);

Level of asthma control (see Appendix D for elements of asthma control);

Student's ability to identify need for interventions;

Specific asthma triggers and student’s knowledge of those triggers;

Medication administration, including self administration (See Appendix D for the
stepwise approach to asthma medication management);

Peak flow monitoring/frequency and personal best/green, yellow and red zones;

Storage of medication and/or equipment (consider multiple locations);

Whether the student carries medications/inhalers, spacers, and peak flow meters;
Emergency care including provisions for a student in distress (i.e. adult escort to the
office/health room, contacting the parent/guardian and health care provider, and
determination of the appropriate personnel/staff responsible for monitoring the asthma
nebulizer treatments);

Plan to alert and train school staff regarding students with asthma and expected role in
trigger avoidance and emergency plan implementation;

» Equipment (e.g. nebulizer use);

VVVY VVVVYVY

\4
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VVVVVYVY V¥V VVVY VYVVYVY

Emergency equipment (e.g. nebulizer, inhaler, spacer, medications, oxygen);

Equipment labels and directions to follow in the event of an emergency;

Identification and reduction or elimination of triggers (e.g. cleaning products, classroom
materials, etc.);

Schedule- PE, lunch, recess, field trips, other school-sponsored activities;

Method of transportation to and from school;

If the student wears medical alert identification (e.g. bracelet or necklace);

Educational needs and accommodations (e.g. alternative arrangements in physical
education, sports, and industrial arts classes);

Knowledge of student’s triggers by appropriate school staff, including substitutes, and
accompanying staff training;

Developmental considerations;

Parental concerns and expectations;

Student concerns;

Social interactions;

Staff training; and

Coordination with other team members including health care provider, and other school
services providers.

Emergency Care Plan (EP)

All students with asthma should have an emergency care plan. For some students, a standard
protocol may be medically appropriate and sufficient to serve as an EP. Others will require an
individualized emergency plan to be developed by the school nurse. This should be determined
based on health care provider orders and the nursing assessment. The emergency care plan
should communicate how and where emergency asthma medications should be securely placed
and immediately accessible to all designated school personnel, and the emergency protocol to be
followed in the event of an asthma exacerbation. The plan should include, but is not limited to:

Y VYVVVY

Health care provider’s orders and nursing interventions;

The health care providet's emergency orders/ specific emergency interventions needed,;
School system procedures and protocols;

Emergency contact information that is updated as changes occur or documentation of
where this information can be easily accessed;

What should be done if a nurse is not available;

NOTE: The Maryland Nurse Practice Act (Annotated Code of Maryland, Health
Occupations Article, Title 8 and COMAR 10.27.11) allows certain nursing functions to
be delegated. The decision as to whether the student's health care needs may be
delegated is based on the delegation criteria outlined in the Maryland Nurse Practice
Act and the professional judgment of the school nurse. Persons who routinely perform
delegated nursing tasks must be certified as a nursing assistant and/or medication

technician.

What the parent should provide (e.g. medications, medication order forms, medical alert
bracelet/necklace);
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*Each jurisdiction should have written procedures that address what to do in the event
that the student’s parent has not provided orders for an inhaler and/or a rescue inhaler.

» Signs and symptoms for which emergency care may be needed. This may vary from
student to student;

> Whento call 911; and

» How will asthma medications be stored to allow immediate availability to students and
staff for students who are not able to possess and/or self-administer.

A copy of the emergency care plan should be shared in writing with the appropriate school staff
(including bus drivers) and original placed in the student's health record. The school nurse should
send a copy of the final plans to the parent/guardian and the health care provider for their
records. School staff that has direct contact with the student should have immediate access to the
emergency care plan at all times in a manner determined by the school nurse and the school staff,
Health information should be shared in compliance with the Family Educational Rights and
Privacy Act (20 U.S.C. § 1232g; 34 CFR Part 99) to protect the privacy of the student.

Communication

The school nurse should share the emergency plan with the parent/guardian and appropriate
school management team/staff (including bus drivers), and place a copy in the student's health
record. School staff who have direct contact with the student should have immediate access to
the emergency care plan at all times in a manner determined by the school nurse and the school
staff in order to allow immediate access while also protecting the student’s confidentiality.

The school nurse should communicate to the school food service manager on site the necessary
cafeteria accommodations needed by students with asthma and food allergies that place them at
risk for anaphylaxis, The school nurse should determine needs in collaboration with the
parent/guardian and health care provider.

It is important that parents and health care providers are aware of the school health services
guidelines used to guide the development and implementation of care plans. Local school health
programs should develop policies and procedures for making the guidelines available to parents
and health care providers and on how to communicate the content of individualized health care
plans to parents.

Self-Carry/Self-Administration of Medications

Students with asthma who are developmentally capable and have received appropriate and
adequate instruction should be encouraged to possess and self-administer their asthma rescue
inhalers, This requires the health care provider to complete a medication order form for the
school and indicate that the student may possess and self-administer the medication. As stated in
§7-421 of the Education Article, Annotated Code of Maryland, “The school nurse shall assess
the student’s ability to demonstrate the skill level necessary to ensure proper and effective use of
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the medication in school,” and ““a student may be subject to disciplinary action if the student does
not use the medication in a safe and proper manner.” The student’s ability to demonstrate proper
and effective use of the inhaler includes the student’s safe use of the medication.

The school nurse should assess each student’s:

» Ability to communicate to school staff when a trigger exposure has occurred;
> Ability to use correct technique to self-administer a metered dose inhaler;

» Ability to recognize when to use the metered dose inhaler; and

» Ability to perform this task in a safe and responsible manner.

The school nurse should review annually with the student the correct procedures for storing and
administering the asthma inhaler and discuss with their parent/guardian the need for a back up
inhaler to be stored in the health room. The school nurse should inform the parent/guardian and
the student’s health care provider if the student is not able to self-carry. The school nurse should
assist the student to develop the necessary skills to become capable of self-management and self-
carrying. Follow-up assessment by the school nurse should be done periodically for students who
self-carry and those who do not.

For each student who self-carries and self-administers his or her asthma rescue inhaler, the
school nurse should develop in conjunction with the student, a plan for communicating each
instance of the rescue inhaler self-administration. The school nurse should develop a process for
monitoring and tracking self-administration of asthma rescue inhalers for each student.

Case Management and Care Coordination

Some students with a diagnosis of asthma may need a designated school case manager to
coordinate his/her care. The school nurse is often the case manager for students with asthma,
however, another student services staff member, Individualized Education Program (IEP)
member, or Section 504 Plan team member may be designated as the educational case manager.
The school nurse serves as the liaison between the health care team, school staff, administration,
pupil services staff, parents/guardians, food service managers, and the student regardless of who
is the designated case manager. The school nurse can also refer the student and/or family for
counseling, support groups, and access to medical care.

Effective case management requires coordination between all persons involved in the care of the
student, Each person or team member has a specific set of responsibilities for the care of the
student:

Parent Responsibilities

Parents are an integral part of the process of planning, care, and coordination of care for all
students with asthma. It is important that school nurses and parents work collaboratively to
provide for the health and safety of students with asthma. School nurses should involve the
student’s parent/guardian to the fullest extent possible. In addition, Annotated Code of Maryland,
Education Article Section 7-426 requires guidelines for providing emergency medical care to
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students with special health needs to describe certain parent/guardian responsibilities. The
parent/guardian responsibilities include the following:

» Provide the school with emergency contact information that is accurate and updated as
needed;

» Provide the school with complete and accurate medical information related to the
student’s asthma. This information includes but is not limited to:

o Up-to-date and accurate history of asthma exacerbations and hospitalizations;

o A written list of asthma triggers and respiratory or other allergens (e.g. foods,
pollen); and

o Written health care provider documentation of the student’s asthma and allergies.

» Work with the school nurse to develop the plan of care for the student with asthma to the
best of their ability;

» Annually supply and maintain at least one non-expired health care provider ordered
medications (e.g. metered dose inhaler or nebulizer medications) , along with the
appropriately completed written medication order in accordance with Education Article
section 7-426 (b) (2) (ii);

- » Work with the school nurse and health care provider to obtain additional metered dose
inhalers based on need (e.g. work with health care/pharmacy insurer, identify and work to
overcome barriers to obtaining medications);

> TFor students who self-carry, monitor the proper storage (i.e. away from light and high
temperatures) and routinely check the expiration dates of metered dose inhalers;

> Provide the recommended and preferred medical identification bracelet/necklace
indicating asthma and/or allergic conditions in accordance with Education Article Section
7-426 (b) (2) (ii); and

> Grant necessary permissions/consent to the school nurse to gather all needed information
as part of the nursing assessment.

NOTE: FEach jurisdiction should have a procedure or protocol that addresses what to
do in the event that the parent has not provided a rescue inhaler.

Student Responsibilities

Coordinating and managing the care of students with asthma requires the school nurse to
communicate to the student their role in the planning process, Student participation in planning
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must be developmentally appropriate. Student responsibilities must also be developmentally
appropriate and may include, but are not limited to:

» Avoiding known allergens and asthma triggers;
» Informing school staff immediately in the event of symptoms after an exposure;

» Informing the school nurse or designated school health services personnel when the
rescue inhaler is used according to the plan developed with the school nurse;

» Acting responsibly when possessing and self-administering medications, specifically,
students must not misuse medication; and

» Participating in care planning.
School Responsibilities

Education Article Section 7-426, Annotated Code of Maryland, specifies certain school
responsibilities for the care of students with asthma. School principals, or their designated
administrator, should work closely with school nurses in planning for these students, The school
principal/designated administrator, and school nurse should collaborate in gathering,
maintaining, and reviewing school-wide information required to meet the needs of these
students, School nurses should provide aggregate data to the school principal/designated
administrator regarding the number of students with asthma and their needed accommodations.

The school principal or their designated administrator must be aware of students with asthma,
and work with the school nurse to support the effective implementation of health care plans for
these students. Implementation of the health care plans includes supporting reasonable
accommodations that are based on the school nurse’s assessment, healthcare provider orders, and
the unique needs of each individual student.

The school principal/designated school administrator supports the school nurse’s training,
education and awareness activities, which includes, but are not limited to:

o Providing training for appropriate staff on the use of asthma inhalers;

o Planning for implementation of emergency plans on field trips and other school
sponsored events;

o Providing outreach and education for parents, other caregivers, and the general
school community;

o Providing school wide education and outreach conducted by the school nurse;

o Providing training of school volunteers as needed;

o Working collaboratively with the school nurse to make asthma inhalers as accessible
as possible to avoid treatment delay; and

o Supporting the school nurse concerning the adherence of the parent/guardian
responsibilities.
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School Staff Responsibilities

Other school team members may contribute to the management of students with asthma in ways
that include but are not limited to:

Bus Drivers/other transportation staff Respond to an emergency as instructed and trained;
communicate problems or concerns with the
transportation office, school nurse and school
principal, or their designated administrator

Coaches/ advisors for Respond to an emergency during athletic or other

School sponsored activities activities as instructed and trained; communicate
problems or concerns to the school nurse and school
principal, or their designated administrator

Food Services Staff: Make meal substitutions or modifications in school
meals according to USDA requirements, assist with
dietary accommodations as necessary; share food
ingredient lists with school nurse

School Counselor Assist with disability awareness, support
groups/counseling

Pupil Personnel Worker/School Social Assist with transportation issues, home teaching and

Worker attendance issues

School Psychologist Assist with any needed behavioral strategies
Teachers/paraeducator/personal Respond to an emergency as instructed and trained,
assistants communicate problems or concerns with school nurse

and school principal, or their designated administrator

Outreach, Education and Asthma Awareness

School-wide asthma awareness and asthma trigger avoidance education is recommended in
addition to specific staff training as stated below. School nurses should provide the
parent/guardian of students with asthma information regarding resources (see resource list at the
end of this guideline for a list of parent/guardian resources).

The school nurse should provide or arrange for all appropriate school staff to receive training on
asthma. The school nurse should apprise all appropriate school staff who have responsibility for
the student during the school day of the student’s asthma and the specific interventions as
needed. The school nurse may share student-specific information when necessary to protect the
health of the student with asthma. Training may include, but is not limited to:

» Definition of asthma;
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Classroom accommodations;

Cafeteria accommodations; -

Transportation accommodations;

Accommodations for school-sponsored activities;

Asthma trigger avoidance and allergen exposure risk reduction;

Symptoms to report to the school nurse ( i.e. signs and symptoms of asthma
exacerbation);

Confidentiality protections;

Review of the contents of and implementation of the individual emergency
plan/protocol;

Maintenance of emergency plans/protocols with information provided to staffing
substitutes, e.g., classroom, school health, transportation, and food services staff;
Inclusion of emergency plans in substitute plan for classroom, school health,
transportation, and food services staff;

Medication information related to storage, access, locations, and administration
technique; and

Education for school visitors or volunteers with student contact, as needed per local
policy.

YV ¥V VYV V¥V VV VVVVVY

The school nurse should document the provision and the receipt of training for each staff
member who attended.

Education Planning

A nursing assessment is a recommended part of the process for determining reasonable
accommodations for students with asthma (e.g. change in school placement, concurrent or
intermittent home teaching, or adaptations to physical education class). For more specific
information regarding education planning, please refer to Maryland School Health Services
Guideline: Role of the School Nurse in Implementing 504 and Individualized Education
Programs.

School-Sponsored Activities

If a school-sponsored activity is planned, the assigned personnel should give sufficient notice to
the school nurse so that preparation can be made and a plan can be developed for ensuring the
safety of students with asthma. Prior to the school-sponsored activity, the school nurse should
ensure the teacher/staff member in charge has copies of the emergency care plan for the student.

The school nurse should determine whether asthma medication needs to be administered during a
school-sponsored activity/trip, when to administer the medication, and who should administer
the medication in accordance with the student’s individualized care plan. A designated person
should administer asthma medication to students during school-sponsored trips/activities when
necessary or as ordered. The school nurse may adjust the timing of scheduled medication doses if
medically appropriate to accommodate the student’s needs during the scheduled activity, Asthma
medications must be administered in compliance with the State guidelines outlined in Medication
Administration in Schools.
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The school nurse should work in collaboration with the school principal, or their designated
administrator, and the student’s parent/guardian and health care provider to develop the plan for
medication administration during field trips/school sponsored activities.

Monitoring/Evaluation

The school nurse should evaluate and monitor asthma management. The school nurse should
assess the student’s response to and the effectiveness of the emergency plan and THP to meet the
student’s health and educational needs on an ongoing basis and make appropriate adjustments.
The school nurse evaluation should include the following:

Assessment and documentation of student’s response to the management plan;
Effectiveness of the plan;

Orders reviewed with family and health care provider at least annually and as necessary;
Documentation of medications and treatments given;

Documentation of number of health room visits and days missed from school due to
asthma;

Communications with the health care provider, family, and school staff; and

Need for ongoing staff training.

VV VYVVVYVY

The nurse's final IHP and EP should be placed in the student's health record and a copy should be
shared with the parents/guardian and health care provider.
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GLOSSARY

ABC’s: The acronym for “Airway, Breathing, and Circulation” used in the assessment of an ill
individual by a health care provider or first responder.

Accommodations: Changes or adjustments in a work or school site, program, or job that makes
it possible for an otherwise qualified employee or student with a disability to perform the duties
or tasks required, as required under 7 CFR pt. 15B and 29 CFR pt. 1630.

Allergen: A substance that causes an allergic reaction. For persons with asthma due to allergies,
an allergen can cause an asthma exacerbation.

Allergen/asthma trigger avoidance: Actions or activities documented in an individualized
heath care plan that specifically addresses the interventions needed to reduce the risk that an
allergic person will come in contact with an allergen that puts them at risk for anaphylaxis or
other allergic symptoms.

Asthma Action Plan: An individualized plan initiated by a health care provider, which includes
routine and emergency medication and protocols.

Asthma Control: the degree to which the manifestations of asthma (symptoms, functional
impairments, and risks of untoward events) are minimized and the goals of therapy are met.

Asthma Severity: the intrinsic intensity of the disease process. Severity is measured most easily
and directly in a patient not receiving long-term-control therapy.

Asthma Trigger: A substance that may cause an asthma exacerbation.

Bronchodilator: Medication that relaxes smooth muscles around the bronchioles and allows
them to open more completely.

CPR: The acronym for “Cardiopulmonary Resuscitation”. CPR is done in response to an airway,
breathing, or circulatory emergency in an attempt to maintain oxygenation to the brain and vital
organs until normal body functions are restored or rescue personnel arrives.

Delegation: The act of assigning certain nursing tasks (in accordance with the Maryland Nurse
Practice Act) to a certified nursing assistant (CNA), a certified medication assistant, or an
unlicensed individual by a registered nurse or licensed practical nurse.

Emergency Plan: a document that specifies the actions needed to manage a student’s specific,
medical condition in the event of a medical emergency. For some students, a standardized

asthma emergency protocol may suffice for an emergency care plan.

Health Appraisal; The process by which a designated school health services professional
identifies health problems that may interfere with learning. These may include health
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observations, interviews, and conferences with parents/guardians, students, educators,, and other
health professionals.

Individualized Health Plan: A type of nursing care plan that is developed by the school nurse
utilizing the data from a nursing appraisal/assessment that is specific for a student with a chronic
health condition and is designed to meet the student’s unique health care needs. The
individualized health plan should include an emergency care plan when needed. In some cases it
may be appropriate for the individualized health plan to only contain care to be provided in an
emergency.

Metered Dose Inhaler: A hand-held device that delivers a specified dosage of medication as a
spray or a powder to be inhaled.

Nebulizer: A pressurized by air device that converts a liquid medication into a fine mist that can
be inhaled.

Nurse Practice Act: A statute enacted by the legislature of any state or by the appropriate
officers of the district, The act delineates the legal scope of the practice of nursing within the
geographical boundaries of the jurisdiction. In Maryland, the Nurse Practice Act is codified
under the Annotated Code of Maryland, Health Occupations Article, Title 8.

Nursing Assessment: The act of gathering and identifying data that assists the nurse, the client,
and the client’s family to identify the client’s health concerns and needs. (Nurse Practice Act,
Annotated Code of Maryland, Health Occupations Article, Title 8, COMAR Title 10, Subtitle
27.)

Peak Flow Meter: A device which measures flow rate of air breathed out during forced
expiration,

School Health Services Coordinator: The designated person in each Maryland jurisdiction who
is responsible for implementing State and local health policies in the public schools; ensuring
that public schools adhere to local health services guidelines; and communicating State and local
health policies to the parent/guardian of public school students. (Education Article §7—401,
Annotated Code of Maryland).

School Nurse: A registered nurse currently licensed by the Maryland Board of Nursing who
works in a school setting.

Self-Administration; The application or consumption of medication by an individual in a
manner directed by the health practitioner without additional assistance or direction (Education
Article §7-421, Annotated Code of Maryland).

Self-Carry: The possession of a medication on an individual’s person to allow quick access to
and administration of the medication and to allow self-administration when specified.

Spacer: A plastic device to assist with effective inhalation of the bronchodilator administered
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via metered dose inhaler.

RESOURCES

American Academy of Allergy, Asthma, & Immunology: http://www.aaaai.org/

American College of Asthma, Allergy & Immunology: http://allergy.mcg.edu/home.htinl
The American College of Asthma, Allergy & Immunology is an information and news service
for patients and parents of patients.

Asthma & Allergy Foundation of America: http://www.aafa.org

The Asthma and Allergy Foundation of America is a patient organization dedicated to improving
the quality of life for people with asthma and allergies through education, advocacy, and
research., This site contains resources and continuing education programs for health care
professionals.

American Academy of Allergy, Asthma, & Immunology: http://www.aaaai.org
This site contains a health care professional resource center and the Pediatric Asthma Clinical
Guidelines.

American Association of Asthma Fducators: http://www.asthmaeducators.org.

The primary purpose of the Association of Asthma Educators is to promote asthma education as
an integral component of a comprehensive asthma program, to raise the competence of health
care professionals who educate individuals and families affected by asthma, and to raise the
standard of care and quality of asthma education delivered to those with asthma. To that end, the
Association recognizes that asthma education should reflect the recommendations contained in
the national guidelines and meet the needs of the target population. The express purpose of
asthma education is to improve health outcomes for individuals and families affected by asthma.

American College of Asthma, Allergy & Immunology: http:/allergy.mcg.edu/home.html
The American College of Asthma, Allergy & Immunology is an information and news service
for patients and families of persons with asthma.

American Lung Association: http://www.lungusa.org

The American Lung Association (ALA) is the oldest voluntary health organization in the United
States. ALA fights all forms of lung disease with special emphasis on asthma, tobacco control,
and environmental health, The site contains asthma education programs for children, advocacy,
communications, and multicultural programs as well as data and statistics.

Asthma Control Test: Available at the following websites:
http://www.asthma.com/resources/asthma-control-test.html
http://www.mavoclinic.com/health/asthma-control-test/AS0003 1
htto://www.permanente.net/homepage/kaiser/pdf/56688.pdf

Asthma & Allergy Foundation of America: http://www.aafa.org
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The Asthma and Allergy Foundation of America is a patient organization dedicated to improving
the quality of life for people with asthma and allergies through education, advocacy, and
research, This site contains resources and continuing education programs for health care
professionals,

Centers for Disease Control and Prevention:
http://www.cde.gov/HealthyYouth/asthma/index.htm.

Healthy Youth: Asthma in Schools provides information from the National Center for Chronic
Disease Prevention and Health Promotion including fact sheets, data and statistics, science-based
strategies, and links to other resources.

Children's Hospital National Medical Center (CHNMC) training for School Nurses:
http://www03.activate.net/vspan/cnma/001211/index.asp CHNMC provides an online tutorial for
on asthma for nurses.

Environment Protection Agency’s Indoor Air Quality Tools for Schools Program
http://www.epa.gov/iaq/schools/pdfs/kit/district wide factsheet.pdf

Expert Panel Report 3: Guidelines for the Diagnosis and Management of Asthma Full
Report 2007, National Asthma Education and Prevention Program
http://www.nhlbi.nih.gov/guidelines/asthma/

Maryland Asthma Control Program: http://fha.maryland.gov/mch/asthma.cfm.
The Maryland Asthma Control Program seeks to prevent asthma and maximize the heath and
well-being of children, adolescents, and adults living with asthma.

National Asthma Education and Prevention Program (NAEEP) Asthma Coalition
Exchange: http://www.nhlbisupport.com/asthma/coalitioncorner/index.htm

The National Asthma Education and Prevention Program is administered and coordinated by the
National Heart, Lung, and Blood Institute and works with intermediaries including major
medical associations, voluntary health organizations, and community programs to educate
patients, health professionals, and the public. The ultimate goal of the NAEPP is to enhance the
quality of life for patients with asthma and decrease asthma-related morbidity and mortality.

National Heart, Lung, & Blood Institute (NHLBI): http://www.nhlbi.nih.gov/

A division of the National Institutes of Health. The National Heart, Lung, and Blood Institute
provide leadership for a national program in diseases of the heart, blood vessels, lung, blood, and
blood disorders.

Winning with Asthma: Coaches Clipboard Program: http://winningwithasthma.org.

The program was developed through a collaborative effort between the Minnesota Department of
Health Asthma Program and the Utah Department of Health Asthma Program. The website was
created for coaches to have the opportunity to learn about asthma, how it affects an athlete’s
ability to compete, and how the coach can help athletes manage their symptoms while playing
their very best.
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APPENDIX A: ASTHMA APPRAISAL AND ASSESSMENT ALGORITHM
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APPENDIX B: CLASSIFYING ASTHMA SEVERITY AND
INITIATING TREATMENT IN CHILDREN AND YOUTHS
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CHILDREN 0-4 YEARS OF AGE

w1, dhay #HE} visk factors for
P ———"

ey, , EXercise~inauce:

ronchospasm

[ Level of severity is determined by both impairment and risk. Assess impairment domain by caregiver’s recall of previous 2—4 weeks. Assign
severity to the most severe category in which any feature occurs.

O At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma severity. For treatment
purposes, patients who had >2 exacerbations requiring oral corticosteroids in the past 6 months, or >4 wheezing episodes in the past year, and
who have risk factors for persistent asthina may be considered the same as patients who have persistent asthma, even in the absence of
impairment levels consistent with persistent asthma.

Source: National Heart, Lung, and Blood Institute Nationial Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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CHILDREN 5-11 Y EARS OF AGE

e 16 FEY,.

ey: > 6Xel pasm, > P ry > ) p » AL,

[ Level of severity is determined by both impairment and risk, Assess impairment domain by patient’s/caregiver’s recall of the previous 2—+4
weeks and spirometry, Assign severity to the most severe category in which any feature occurs,

[ At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma severity. In general, more
frequent and intense exacerbations (e.g., requiring urgent, unscheduled care, hospitalization, or ICU admission) indicate greater underlying
disease severity. For treatment purposes, patients who had >2 exacerbations requiring oral systemic corticosteroids in the past year may be
considered the same as patients who have persistent asthma, even in the absence of impairment levels consistent with persistent asthma.

Source: National Heart; Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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YOUTHS 212 YEARS O F AGE AND ADULTS

0 At present, there are inadequate data to correspond frequencies of exacerbations with different levels of asthma severity, In general, more
frequent and intense exacerbations (e.g., requiring urgent, unscheduled care, hospitalization, or ICU admission) indicate greater underlying
discase severity. For treatment purposes, patients who had 22 exacerbations requiring oral systemic corticosteroids in the past year may be
considered the same as patients who have persistent asthma, even in the absence of impairment levels consistent with persistent asthma.

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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APPENDIX C: ASSESSING ASTHMA CONTROL AND
ADJUSTING THERAPY IN CHILDREN AND YOUTHS
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CHILDREN 0 -4 YEARS OF AGE

Key: EIB, exercise-induced bronchospasm

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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CHILDREN 5-11 YEARS OF AGE

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Manageinent of Asthma Full Report 2007
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YOUTHS 2 12 YEARS OF AGE AND ADULTS

K-cy: EIB, exercise-induced bronchospasm; FEV1, forced expiratory volume in 1 second. See figure 3-8 for full name and source of ATAQ,
ACQ, ACT.

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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APPENDIX D: STEPWISE APPROACH FOR MANAGING ASTHMA
IN CHILDREN
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GENERAL STEPWISE APPROACH

CHI LDREN 0-4 Y EARS OF AGE

Key: Alphabetical order is used when more than one treatment option is listed within either preferred or alternative therapy. ICS, inhaled
corticosteroid; LABA, inhaled long-acting beta2-agonist; SABA, inhaled short acting beta2-agonist

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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CHI L DREN 5-11 YEARS OF AGE

Btep upif
neaded

{firat, check
adherence,
inhaler
technique,
environments!
control, and
cotnotbid
condifiona)

Step down if
possible

{end asthmals
well confrolled
at least
3 menths)

Key: Alphabetical order is used when more than one treatment option is listed within either preferred or alternative therapy, ICS, inhaled
corticosteroid; LABA, inhaled long-acting beta2-agonist, LTRA, leukotriene receptor antagonist; SABA, inhaled short-acting beta2-agonist

Source: National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3. Guidelines for the
Diagnosis and Management of Asthma Full Report 2007
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Maryland State School Asthma Medication Administration Authorization Form

ASTHMA ACTION PLAN

TRIGGER (LIST)

Dt to Date (not to exceed 12 months)
Child’s Name: DOB: PEAK FLOW PERSONAL BEST:
Parent/Guardian’s Name; Home: ‘Work: Cell;
ASTHMA SEVERITY: D Exercise Induced EI Intermittent D Mild Persistent DModerate Persistent EI Severe Persistent

[7] Breathing is good

] No cough or wheeze

[1 Can work, exercise, play
[] Other;

Medication

Dose

Frequency/Time

DSchool

() [ Peak flow greater than
(80% personal best)

{7 Prior to exercise/sports/
physical education (PE)

) [7] Cough or cold symptoms
[Z1 Wheezing

1 Tight chest or shortness of breath

A [1 Cough at night
[ Other:

DSChool

Medication

(Rescue Medication) Dose

Route

DSchool

Frequency/Time

Medication

Dose

Route

[ Peak flow between and
(50%-79% personal best)

[J Medication is not helping within 15-20 mins

[l Breathing is hard and fast

[1 Nasal flaring or intercostal retraction

[ Lipsor fingernalls blue
[} Trouble walking or talking
[] Other:

Medication

Dose

Route

Prequency/Time

[ Peak flow less than
(50% personal best)

HEALTH CARE PROVIDER AUTHORIZATION
Lauthorize the administration of the medications as rdered above,
Student may self-carry medications Yes No

Health Care Provider Name;

Signature:

Signature:

Date:

PARENT/GUARDIAN AUTHORIZATION

I acknowledge that my child ls is not authorized to

self-carry his/her medication(s):

REVIEWED BY SCHOOL NURSE

1 authorize the administration of the medications as ordered above,  Name:

Signature;

Date:

Date:

Authorized to self-carry medications: Yes No

10/2012




Self-carry and Self-Administration of Asthma Inhaler Evaluation

Student Date of Birth

Grade Homeroom/Teacher

Name of Medication

Current medication form on file with parent signature and health care provider signature

authorizing self-carry and self-administration of the medication Yes No
Interview Date Health Room Staff.
Reviewed with teacher Date
1. Student is capable of identifying individual medication Yes No
2. Student is knowledgeable of purpose of medication Yes No

8. Student is able to identify specific symptoms/triggers that indicate need for medication

Yes No
4. Student is knowledgeable about medication dosage/frequency Yes No
5. Student demonstrates proper administration of medication Yes No
6. Student has plan for access to medication at all times __ Yes _ No (whereiit s to be kept

during class, recess, gym)

7. Student is knowledgeable about how to access assistance for selfif needed in an

emergency. Yes No

8. Spare inhaler to be kept in health room Yes No

9. Student is aware that any inappropriate use or sharing with others may result in

parental notification and limiting the right to carry medication. Yes No

10. The student and nurse have a plan for communicating each instance of rescue inhaler

self~administration Yes No.

The student has completed the self-carry and self-administration evaluation and has
demonstrated appropriate self-administration and level of responsibility to self-carry their
medication.

Health Room Signature

Student Signature
Date
Copy of form in student health file.




Self-Carry and Self-Administration of Asthma Inhaler Evaluation

Student : Date of Birth

Grade Homeroom/Teacher

Name of Medication

Current medication form on file with parent signature and health care provider signature

authorizing self-carry and self-administration of the medication Yes No
Interview Date Health Room Staff’
Reviewed with teacher Date
1. Student is capable of identifying individual medication Yes No
2. Student is knowledgeable of purpose of medication Yes No

8. Student is able to identify specific symptoms/triggers that indicate need for medication

Yes No
4. Student is knowledgeable about medication dosage/frequency Yes No
5. Student demonstrates proper administration of medication Yes No
6. Student has plan for access to medication at all times ___Yes ____ N0 (whereit is to be kept

during class, recess, gym)

7. Student is knowledgeable about how to access assistance for self if needed in an

emergency. Yes No

8. Spare inhaler to be kept in health room Yes No

9. Student is aware that any inappropriate use or sharing with others may result in

parental notification and limiting the right to carry medication. Yes No

10. The student and nurse have a plan for communicating each instance of rescue inhaler

self~administration Yes No.

The student has completed the self-carry and self~administration evaluation and has
demonstrated appropriate self-administration and level of responsibility to self-carry their
medication.

Health Room Signature

Student Signature
Date
Copy of form in student health file.
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Section 16

Bloodborne Pathogens Control

Contained in this section is a copy of the document BLOODBORNE
PATHOGENS CONTROL AND HANDLING BODY FLUIDS IN THE
SCHOOL SETTING (December 2007).
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MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

- MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional
and mental health. This link is the foundation for providing school health services as an
important component of a school program. School health services provide primary prevention
aimed at keeping students in schools through appropriate screenings, early identification of
children at risk for physical, emotional and mental health concerns, and case management of
students with chronic health concerns.

The Annotated Code of Maryland, Education Article, §7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
following guideline is developed in accordance with that requirement and is based on the
expressed needs of the local school health services programs. These guidelines contain
recommendations for minimum standards of care and current best practices for the health service
topics addressed. It is intended that these guidelines will be used by the local school systems in
developing Jocal school health services policies and procedures as a means to assist local school
health services programs in providing consistent and safe care to the students of Maryland.
Specific laws and regulations that direct school nursing practice or other health services are
identified in the guidelines.

2
Bloodborne Pathogens Control and Handling Body Fluids 2007




MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

BLOODBORNE PATHOGENS CONTROL and
HANDLING BODY FLUIDS
. INTHE SCHOOL SETTING

Introduction

The Maryland State Department of Education (MSDE) and the Department of Health and Mental
Hygiene (DHMH) recognize that prevention of communicable diseases is an important area of
concern for school staff. To assist local school systems (LSSs) in dealing with health-related
issues, MSDE and DHMH have worked collaboratively to address these concerns. This resource
manual was specifically developed to address prevention of the transmission of Human
Immunodeficiency Virus (HIV), Hepatitis B Virus (HBV), Hepatitis C Virus (HCV), and other
bloodborne pathogens.

The Centers for Disease Control and Prevention (CDC) emphasizes the need to consider all
blood and other potentially infectious materials (OPIM) from all individuals as potentially
infectious for bloodborne pathogens. Many people who are infected with HIV, HBV, or HCV
have no symptoms. Transmission of these diseases to other persons can occur through exposure
to body fluids. Based on this fact, school staff should consider the body fluids from all persons
as potentially infectious and should use universal precautions. Universal precautions are a
method of infection control that considers blood and OPIM from all sources as potentially
infectious for bloodborne pathogens.

In 1992, the Federal Occupational Safety and Health Administration (OSHA) promulgated the
Bloodborne Pathogen Standard (BBPS), which was incorporated into the Maryland Occupational
Safety and Health Regulation (MOSH) under Code of Maryland Regulations (COMAR)
09.12.31, J-1. Part 1910 of Title 29 of the Code of Federal Regulations (29 CFR 1910.1030)
supplies the details of the BBPS. It requires that employers (including schools) who have
employees at risk of being exposed to body fluids do the following:

determine which employees have potential for occupational exposure;

write and annually update an Exposure Control Plan;

provide appropriate personal protective equipment (e.g., gloves);

provide initial and annual training to all staff with the potential of occupational exposure;
offer hepatitis B vaccine to employees who are identified at risk for occupational exposure;
provide post exposure management of employees who have "exposure incidents";

maintain records of training and exposure incidents, including all needlesticks; and

provide appropriate engineering controls, such as safe needle systems, to reduce risk of
needlesticks, with employee input in choosing safer devices.

Doo0oO00O0C0 DO

Local school systems must provide initial and annual general information about bloodborne
pathogens and universal precautions.
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Purpose

To provide guidelines for policy and safe practices to prevent the transmission of HIV, HBV and
HCV, In addition, this guideline may be used to supplement in-service training for school
personnel.

Overview and Definitions

HIV, HBV, and HCV are spread from one person to another by exposure to blood or OPIM. All
of these viruses cause serious illnesses, which can result in death. There are no cures for the
diseases caused by these viruses; however, certain treatments may help improve the quality and
length of life. The most common methods of spreading these viruses are unprotected anal, oral,
or vaginal sexual intercourse with an infected person, injection of infected body fluids (such as
occurs from sharing drug injection equipment), and from an infected mother to her baby during
pregnancy, childbirth, or breast-feeding. These viruses can also be transmitted when a person is
stuck with a needle that contains infected blood, or by getting blood or OPIM in the eyes, mouth,
or in an open cut. Special procedures have been developed to manage exposures to body fluids
that may contain these viruses. Management of exposures to body fluids is covered in this
manual. Body fluids known to transmit these viruses are blood, semen, and vaginal secretions.
These viruses are NOT spread by casual contact with an infected person, (e.g., hugging, sharing
eating utensils, touching, sitting next to someone, shaking hands, sharing food or drink, or closed
mouth kissing). Unless visible blood is present in saliva, tears, and sweat transmission of HIV,
HBYV, and HCV is generally not transmitted (Centers for Disease Control and Prevention,
http://www.cdec.gov/az/h.html).

The spread of these viruses from one person to another can be prevented by abstaining from anal,
oral, or vaginal sexual intercourse. Risk of transmission can be significantly reduced by using
barriers (e.g., latex condoms) during intercourse, not sharing needles, and protecting oneself
from blood and OPIM (e.g., using gloves). It is also recommended that individuals not share
personal items such as razors, nail clippers, body-piercing implements, and toothbrushes, as
blood may be present on these items.

Human Immunodeficiency Virus

HIV infection causes Acquired Immunodeficiency Syndrome (AIDS). HIV infection causes a
person’s immune system to weaken over time, making the person more vulnerable to otherwise
harmless infections as well as malignancies. Current treatments for HIV infection have extended
life expectancy for people with HIV/AIDS and have reduced the number and severity of
infections.

People who have occupational exposure to HIV may benefit from postexposure prophylaxis
(PEP), which means receiving medications that may prevent a person from acquiring HIV
infection.
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Hepatitis B Virus

HBYV causes infection of the liver and may lead to liver failure and liver cancer. Some
individuals who are infected with HBV will carry the virus for the rest of their lives. Hepatitis B
carriers, or persons with chronic HBV infection, are often symptom-free. They may be unaware
that they are infected with the virus, but they are capable of passing the virus on to others. The
risk of hepatitis B infection following an exposure to blood far exceeds that for HIV infection.
Unlike HIV, there is an effective vaccine to prevent HBV infection in adults and children.
People who have occupational exposure to HBV may benefit from postexposure prophylaxis
(PEP), which means receiving medications that may prevent a person from acquiring HBV
infection.

Hepatitis C Virus

HCV also causes infection of the liver and may lead to liver failure and liver cancer. Certain
people are at increased risk of getting hepatitis C, including people who received blood
transfusions before screening of blood began in 1992 and drug users who share needles. Like
HBYV, some people can carry HCV after they have been infected and can transmit the discase
even if they do not have symptoms. There is no vaccine to prevent hepatitis C. However, there
are medications available to manage the disease process.

Approaches to Disease Prevention in the School Setting

Transmission of HIV, HBV, or HCV can result from contact with infected body fluids from an
infected person. To help prevent the spread of bloodborne pathogens, the use of gloves is
essential when contact with blood or other potential infected materials (OPIM) is anticipated, in
addition to thorough handwashing (See Appendices B and C, Correct Procedure for
Handwashing and Removing Gloves). Proper disposal of waste, clean up of body fluid spills,
and proper cleaning of equipment are also essential techniques of infection control.

Gloves and Other Barriers (See Appendix B)

Q  All school staff shall routinely use gloves to prevent skin exposure when contact with blood
or other potentially infectious body fluids is anticipated.

O  Types of gloves: Disposable gloves are used as effective barriers. Keep in mind some
people are sensitive to latex materials. It is recommended that custodial staff use washable,
reusable gloves of a heavy material, such as industrial-type gloves designed for custodial
work,

O  Size of gloves: Fit is essential for protection of the individual wearing gloves. Gloves
should be available in small, medium, and large sizes for use by school personnel.

Q  Accessibility: Disposable gloves should be available in every classroom, office area,
custodial closet, cafeteria, and laundry area. These gloves should be maintained in
locations accessible to all staff, substitutes, and volunteers. Gloves should also be available
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during playground periods, physical education classes, athletic events, field trips, etc. All
first aid kits should be stocked with gloves and replenished as necessary.

Torn or punctured gloves should not be used.

Disposal: Used gloves should be removed using the recommended procedure illustrated in
Appendix B, Correct Procedure for Removing Gloves. Dispose of used gloves by placing
them in a trash can lined with a plastic bag. Wash hands after removing gloves. Do not
reuse latex, vinyl, or non-latex gloves.

Staff instruction: Appropriate use of gloves and procedures for putting on, removing, and
disposing of gloves should be included in staff education programs.

Other batriers: When gloves are not immediately available, other barriers (e.g., a wad of
tissues, paper, cloth towels, or clothing) should be used to prevent body fluids from getting
on the hands. Other personal protective equipment (e.g., face shields) should be worn
whenever splashes, spray, spatter, or droplets of blood or other potentially infectious
materials may be generated and eye, nose, or, mouth contamination can be reasonably
anticipated.

Handwashing (See Appendix C)

Q

Hands should always be washed before and after eating, and after toileting, sneezing, or
coughing into the hands.

Alcohol-based hand rubs are an efficacious agent for reducing the number of bacteria on the
hands and have been recommended for routine decontamination of hands for all clinical
indications (except when hands are visibly soiled).! When hands are visibly soiled or
contaminated with blood or other body fluids, wash them with soap and water,

Effective handwashing is accomplished by using soap and running water while rubbing
hands together for at least 15 seconds.?

Hands should be dried with disposable paper towels. Before discarding, these paper towels
should be used to turn off faucets to prevent recontamination of hands.

Any type of soap is effective. Antimicrobial soap is not necessary.’

Hands should always be washed before and after providing first aid or similar treatment; after
assisting with toileting, after cleaning up body fluid spills; and after handling potentially
infectious materials. Always wash hands after removing gloves.

Disposal of Soiled Materials

Q

Liquid waste and body fluids may be discarded in the toilet or utility sink.

1 Guideline for Hand Hygiene in Health-Care Settings. MMWR, October 25, 2002, Vol. 51, No. RR-16, p. 27.
2 Guideline for Hand Hygiene in Health-Care Settings. MMWR, October 25, 2002, Vol. 51, No. RR-16, p, 32.
3 Guideline for Hand Hygiene in Health-Care Settings. MMWR, October 25, 2002, Vol. 51, No. RR-16, p. 32.
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Q

Special medical waste may be defined as:
(a) Liquid or semiliquid blood or another potentially infectious material;

(b) A contaminated article that releases liquid or semiliquid blood or another potentially
infectious material if compressed;

(c) An article that contains dried blood or another potentially infectious material and is
capable of releasing the blood or material during handling;

(d) Pathological and microbiological waste containing blood or another potentially
infectious material; and

(e) Contaminated sharps.*

Special medical waste (waste that releases blood or another potentially infectious material)
must be stored in closable, leak proof containers built to hold all contents during handling,
storing, and transporting. Each school health suite should have a biohazard labeled trash
can for disposal of regulated waste. The trash can should be lined with a plastic bag and
have a lid. Daily, the contents of this trash can must be decontaminated by saturating it
with a hospital grade disinfectant or with 1:10 to 1:100 bleach solution made daily or other
recognized EPA tuberculocidal (See COMAR 10.06.06.04). This trash can then be double
bagged and discarded with other school trash. In general, bandaids and menstrual products
are not considered special medical waste.

Disposable Sharps (i.e., needles, syringes, capillary tubes, and lancets) should be left intact
and placed in puncture-resistant, leak-proof containers and labeled Biohazard. Never
attempt to recap, bend, or purposely break needles. Do not overfill the container, as this
can lead to needle-stick injuries. Schools are required to outline the disposal procedures for
these containers in their Exposure Control Plan. These containers must be removed by
special medical waste transporters under Maryland regulation, and may not be placed with
the regular trash.

Clean up of Blood and OPIM

Q

Q

Wear protective gloves.

Use a hospital grade disinfectant to clean surfaces contaminated with blood and OPIM.
The disinfectant should be registered by the U.S. Environmental Protection Agency (EPA)
for use as a disinfectant in hospitals that are tuberculocidal (see Appendix E -
Understanding the Labels of Germicides). A 1:10 solution of household bleach may be an
adequate disinfectant only if mixed fresh every 24 hours.

Cleaning of Equipment/Clothing/Athletic Mats Soiled with Blood and other Body Fluids

Q

Handle soiled clothing as little as possible. Place soiled clothing in a leak- proof bag, seal,
and send home to be laundered as soon as possible.

4 Code of Maryland Regulations 10.06.06.02.
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0  Wear protective gloves when handling soiled clothing.

Clean sponges, mops, or other non disposable equipment which are contaminated with
body fluids with soap and water and soak in a hospital grade disinfectant. (See Appendix
E- Understanding the Labels of Germicides.)

O  Wash toys and nonsoakable equipment soiled with body fluids with soap and water after
each child’s use.” Clean them with a hospital grade disinfectant, rinse, and dry.

Q  Prohibit the sharing of athletic mouthpieces.

Q  Clean musical instrument mouthpieces by soaking them in a hospital grade disinfectant for
2-3 minutes. Rinse very well with water to remove all disinfectant.

Q  Develop a procedure to ensure the safety of students participating in life skills and
community based programs that may expose them to bloodbore pathogens and OPIM,
e.g., custodial tasks, laundering, etc.

Q  Clean/disinfect all equipment such as athletic equipment routinely (e.g. wrestling and
gymnastic mats). If an incident occurs where blood or OPIM have contaminated a surface,
cleaning and disinfecting should take place prior to allowing the activity to continue. The
surface should be cleaned of visible contamination and then disinfected with an agent, such
as a hospital grade disinfectant referenced above. It is recommended that an ample supply
of disposable towels and tissues be available at athletic events for initial clean up.

Cleaning Carpets and Rugs

Q  Refer to Cleaning of Equipment/Clothing (above), for directions on how to clean any
materials or equipment used to clean the carpet or rug.

Engineering Controls

Q OSHA bloodborne pathogen standard requires use of the safest systems available to reduce
the risks of needlesticks. Frontline staff must have input in considering and choosing safer
needle devices as part of re-evaluation of appropriate engineering controls during annual
review of exposure control plans.

Education and Training for School Staff

Q  Each LSS must develop a bloodborne pathogens Exposure Control Plan. (See Appendix A.)
The LSS must ensure that all staff with potential for occupational exposure receives general
information about bloodborne pathogens and occupational exposure risk factors associated
with the transmission of HIV, HBV, and HCV. MOSH requires employers to maintain
confidential medical records for each employee with an occupational exposure and training
records that include dates and participants in the annual training sessions.

5 Healthy Young Children, A Manual for Programs, NAEYC, 2002.
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Refer to Bloodborne Pathogens Regulations 29 CFR 1910.1030 through the following link:

http://www.osha,gov/pls/oshaweb/owadisp.show document?p table=STANDARDS&p id=10051
http://www.osha.gov/pls/oshaweb/owadisp.show document?p table=STANDARDS&p id=10052

MOSH provides consultation service for work sites. Contact the consultants by telephone at
410-537-4500 or 866-225-0478.

0  LSSs must provide initial and annual general information about bloodborne pathogens and
universal precautions.

Q COMAR 13A.04.18.04 requires annual training about HIV/AIDS for the staff des1gnated to
teach HIV/AIDS prevention curricular topics.

Management of Exposures to Body Fluids

"Exposure Incident" means a specific contact between blood and OPIM and the eye, mouth, or
other mucous membrane, non intact (i.e., broken or cut) skin, vein, or muscle, The following
are NOT considered exposure incidents:

Being in the same room as a person with HIV, HBV, or HCV infection;
Touching a person infected with HIV, HBV, or HCV;

Getting blood and OPIM on clothing or equipment;

Getting blood and OPIM on intact (i.e., without cracks or cuts) skin;
Sharing bathroom facilities; and

Being bitten by mosquitoes or other insects.

000000

Management of situations where body fluids get on non intact (i.e., broken or cut) skin or
clothing

O  Wash skin immediately and thoroughly with soap and running water. If running water is
not available, cleanse with bottled water or waterless cleanser until running water is
available.

O Remove contaminated clothing as soon as possible to eliminate prolonged contact with the
skin.

Management of an Exposure Incident

Q  Perform emergency medical care and wound management following established school
guidelines for First Aid Procedures. Use tepid or cool water for the following exposures:

® Puncture exposure: As soon as possible, wash area with running water and soap or
germicidal handwashing solution;

* Mucous membrane exposure: Flush exposed area thoroughly with water or sterile saline;

» Bye exposure: Flush eyes with copious amounts of clean running water; and

9
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= Non intact skin exposure: Wash area with soap and water for at least 10 seconds. Rinse
with water and dry.

Evaluation of Exposure Incidents

Each exposure incident should be evaluated by a qualified health care provider to determine the
appropriate follow-up. The exposure incident, evaluation, follow-up recommendations, and
actions should be documented according to MOSH regulations. All needlesticks must be
documented on a log specifically used for that purpose. Each employee should immediately
report an exposure incident to his or her supervisor or to the designated individual in the school.
For exposure incidents occurring to those who are not employees, direct the person (or
parent/guardian if the person is a minor) to immediately consult with his or her health care
provider about the incident. There are situations where post exposure medication therapy may
be considered for the exposed person.’ Consultation with the health care provider within a few
hours of the incident allows decisions for treatment to be made without delay.’

Follow-up Procedure

Each school system’s Exposure Control Plan should detail how exposure incidents will be
managed. The source, if known, may be asked to be tested for HBV, HCV, and HIV infection
following legally mandated procedures. The exposed employee will be referred to a licensed
health care professional to manage the exposure incident. Non-employees will follow the advice
of their health care provider,

Note: School health services programs should consult their local attorneys for any
confidentiality issues arising from exposure.

Guideline Administrative History: Original date of Issue, 1992. Revised 2000 and 2007.

6“Postcs;xposure Prophylaxis After Nonoccupational HIV Exposure”, Journal of the American Medical Association

(11/25/98) Vol. 280, No.20, P. 1769; Lurie, Peter; Miller, Suellen; Hecht, Frederick; et. al.

"Centers for Disease Control and Prevention. “Management of Possible Sexual, Injecting-Drug-Use, or Other
Nonoccupational Exposure to HIV, Including Considerations Related to Antiretroviral Therapy.” Public Health
Service Statement. MMWR 1998; 47 (No. RR-17): 1-14.
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Appendix A
SAMPLE BLOODBORNE PATHOGENS EXPOSURE CONTROL PLAN

MOSH provides guidelines and instructions for completing a bloodborne pathogens exposure control
plan. The table of contents for the web based guideline is below. The following guideline can be
obtained at http://www.dllr.state.md.us/labor/bbp/bbpbrochure.doc.

Guidelines and Instructions for Developing a Bloodborne Pathogen Exposure Control Plan
A. Exposure Determination
B. Implementation Schedule

Engineering Controls

Work Practice Controls

Personal Protective Equipment
Housekeeping

Hepatitis B Vaccination

Post-Exposure Evaluation and Follow-Up
Information and Training

Recordkeeping

C. Exposure Plan Review
Compliance Worksheet
Appendices

Appendix A — 29 CFR 1910.1030

Appendix B — Model Exposure Control Plan
Appendix C — Bloodborne Pathogens Information Resources

The MOSH program is funded in part with up to 50% federal funds.
This free publication is not authorized to be copied and sold for commercial purposes.
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Appendix B

Correct Procedure for Removing Gloves

Grasp glove at heel of
hand without touching
skin

Pulll glove toward
fingers

Remove glove from While holding soiled
hand - glove, insert index
finger and middle of
- free hand under glove
at cuff

Pull glove toward
fingers

As glove is removed it
_is turned inside out,

over the glove that has

already been removed

Discard contaminated
gloves in appropriate
waste container and
wash hands
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Appendix C

Handwashing Procedure

(
A
B —\

Apply soap

B

Rub vigorously
10 seconds or more

Rinse thoroughly

Dry hands with
disposable towel

Use towel to turn off faucet

14
Bloodborne Pathogens Control and Handling Body Fluids 2007




MARYLAND SCHOOL HEALTH SERVICES GUIDELINE

Appendix D
UNDERSTANDING THE LABELS OF GERMICIDES

Under the Federal Insecticide, Fungicide and Rodenticide Act (FIFRA), the Environmental
Protection Agency (EPA) is responsible for the registration and regulation of germicides. In
exercising this responsibility, the EPA requires that label claims be truthful, meaningful and
practical for safe and effective use of the product.

When a germicide is being considered for purchase, the label should be
checked for:

The EPA registration number;

An ingredient statement;

Directions for use;

Adequate safety and precautionary information;

The name and address of the manufacturer or distributor.

MRS

The use of a disinfectant that is tuberculocidal is required by MOSH for proper clean up of
blood/body fluid spills. The label of the product will state that it is tuberculocidal, if the product
has been registered by the EPA as tuberculocidal.

Additionally, examine the label for the tabulation of benefits. The claims that appear on the
label are established by testing the product against a uniform set of official standards of the
Association of Official Analytical Chemists, which are used by the EPA. Under these standards
a “hospital disinfectant” must be effective against the test organisms Staphylococcus aureus,
Salmonella cholerasuis and Pseudomonas acrugenosa. A “tuberculocidal’” label means the
chemical has been tested against Mycobacterium tuberculosis var. bovis. Labels may also
include fungicidal, virucidal, and sporocidal claims.

The label on a germicide is a legal document and is a guarantee that the product will
perform as stated on the label. An informed examination of the label will result in the purchase
of a germicide that will perform the desired functions effectively.
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Section 17

Emergency Plans

All schools should have adequate emergency plans in place (for single person
emergencies and multiple person or school-wide emergencies). The school
principal is in charge of developing and updating the school’s emergency plan.

The School Nurse and all health room staff should know their school’s emergency
plans. A copy of the school’s emergency plans should be kept in the school’s
health room. The School Nurse also should participate in the school’s crisis
management committee.

The School Nurse should also have a plan in place to transport emergency student
medication in the event of evacuation or emergency relocation. Student emergency
information should be on file in the health room and be given to emergency
medical services in the case of a student accident or health emergency. |

Included in this section are:

e The Maryland State School Health Services model emergency plan for
school nurses.

e HE 6.0 from the Policy Manual for Elementary Schools for the Archdiocese
of Baltimore: Principals notify their local health department in cases of
student absences due to a reportable communicable disease.

e COMAR 13A.05.05.09 School Health Services Standards- Emergency
Services,

e A sample emergency form that can be kept on file in a school’s health room
for emergency personnel.

Last Updated January 2018
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Foreword

There is a strong relationship between academic achievement and a child’s physical, emotional
and mental health. This link is the foundation for providing school health services as an
important component of a school program. School health services provide primary prevention
aimed at keeping students in schools through appropriate screenings, early identification of
children at risk for physical, emotional and mental health concerns, and case management of
students with chronic health concerns.

The Annotated Code of Maryland, Education Article, § 7-401 requires the Maryland State
Department of Education (MSDE) and the Maryland Department of Health and Mental Hygiene
(DHMH) to jointly develop public standards and guidelines for school health programs. The
following guideline is developed in accordance with that requirement and is based on the
expressed needs of the local school health services programs. These guidelines contain
recommendations for minimum standards of care and current best practices for the health service
topics addressed. It is intended that these guidelines will be used by the local school systems in
developing local school health services policies and procedures as a means to assist local school
health services programs in providing consistent and safe care to the students of Maryland,
Specific laws and regulations that direct school nursing practice or other health services are
identified in the guidelines.

The Maryland State School Health Council serves as an advisory council to both departments
and as such, the council’s School Health Services Subcommittee serves as the committee that
develops and reviews these guidelines along with the specialists from MSDE and DHMH.
School Health Services Program supervisors/coordinators also review and participate in the
guideline development process. To those dedicated school health services professionals and
administrators, our thanks.,
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Introduction

Emergency preparedness takes on heightened significance as Maryland communities have
responded to and recovered from weather-related emergencies, sniper attacks, and other
emergency situations in recent years. As local school systems (LLSSs) and schools in Maryland
continue to review and revise their emergency plans, the absolute need to involve the larger
community does not waiver. The Maryland State Department of Education published the
Emergency Planning Guideline for Local School Systems and Schools (MSDE 2003) to assist
L.SSs and schools in their efforts to plan for and respond to emergencies, The guideline is
divided into three sections: emergency management, plan development, and testing the plan.
Please refer to this document to become familiar with the complete emergency management
process.

School nurses are key members of the emergency management team at the LSS and school
levels. There are many aspects of emergency preparedness that affect the school health services
program. School nurses enhance the school’s emergency preparedness by participating in all
phases (i.e., mitigation, planning, response, and recovery) related to the tasks and functions
specific to school health services.

Purpose

This guideline provides school nurses with information specifically related to the school health
services program that will assist in preparing for emergencies in and around the school, This
document identifies and emphasizes the particular knowledge and skills school nurses must have
about the health and safety needs of students and staff.

Definition

Emergency preparedness is a continuous process. The emergency planning done by school
nurses is one facet of the whole school emergency preparedness process. “Emergency
management is an organized process by which communities prepare for hazards that cannot fully
be mitigated, respond to emergencies that occur, recover from emergencies to restore the
community to its pre-emergency condition, and mitigate risks” (Federal Emergency Management
Agency (FEMA), 2002). These guidelines present ways in which school nurses may plan for
these four components of emergency management.

Role of the School Nurse

The unique perspective of school nurses influences every phase of emergency management, from
the mitigation of potential risks to the planning, response, and recovery of actual events (New
York State Department of Education, 2002 and Doyle, J. & Loyacono, T., 2002). School nurses
participate in the schoolwide practice and testing of emergency plans. They also assist with
developing, evaluating, and revising emergency plans.
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FEMA conducts training for schools and school districts titled Multi-Hazard Emergency
Planning for Schools. The four phases of the emergency management process are mitigation,
planning, response, and recovery. The school nurse has a specific role in each of these phases.
The nurse assists with mitigating risks in the health room, as well as in other areas of the
building. School nurses assist in preparing and planning for hazards that cannot be fully
mitigated, responding to emergencies that do occur, and recovering from those emergencies.

Mitigation

Mitigation is “an action or plan to reduce the loss of life, damage to property from all hazards, or
trauma to people; it is a type of prevention” (MSDE 2003)., Mitigation involves assessing the
school environment for hazards and limiting or minimizing the risks of those hazards (FEMA
2002). School nurses join the rest of the emergency management team in mitigation activities.
The school nurse is familiar with potential hazards in the health room, which is crucial
knowledge for hazard analysis and mitigation. The school nurse can also assist with hazard
analyses in classrooms, on playgrounds, on sports fields, and other areas. During the mitigation
phase of the emergency preparedness process, the school nurse should:

O Obtain and store first aid kits in classrooms and other strategic locations in the school
including the health room. The school nurse should document the locations of the first
aid kits in the emergency response plan and in the health room substitute folder (e.g., a
large first aid kit is stored in the gym and cafeteria).

O  Ensure emergency supplies are on hand for at least 24 hours in the event of a disaster that
delays the response of emergency responders to the school. School nurses collaborate
with other members of the school emergency preparedness team to determine water,
food, and sanitation supplies that should be stored at the school (Doyle & Loyacono,
2002). It is essential that supplies for individual classrooms and the entire school are on
hand before an emergency situation occurs.

Q Identify staff who have first aid and cardio-pulmonary resuscitation (CPR) training (in
accordance with the Code of Maryland Regulations (COMAR) 13A.05.05.09) to
determine their availability to assist in an emergency. This information is especially
necessary if the school nurse is not assigned fulltime to the school. If the school does not
have staff other than the school nurse trained in first aid and CPR, mitigating risks would
involve the school nurse collaborating with the school administrator and staff to identify
potential trainees for first aid and CPR certification.

Q Determine what medications must accompany students in the event of an emergency
evacuation of the school building. A current list of students who require life-sustaining
medications or medications/treatments that are crucial for management of chronic health
conditions must be maintained. A safe and secure means of transporting required
medications is maintained by the school nurse. Accompanying the first aid bag and
crucial medications are the emergency care plans and medication/treatment orders of
students who may need medication in the event of an emergency evacuation.
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Planning

Emergency planning is “a proactive process to create a detailed scheme or program, including
training and exercising, that enables schools to reduce the frequency and magnitude of an
emergency” (MSDE 2003). The school nurse contributes to the planning component of
emergency management in several ways. Planning for emergencies requires the school nurse to:

u

Document the special health needs of students, This knowledge will assist the school
nurse in planning for emergencies related to these students (National Association of
School Nurses, 2001). School nurses have traditionally provided emergency plans,
including evacuation plans for students with special health needs. It is imperative to
know the location of all students with various physical disabilities and other health needs
throughout the school day. This information along with specific emergency and
evacuation plans is disseminated to appropriate school staff,

Develop an evacuation plan & emergency procedure for students with disabilities.

Provide training to school staff on the evacuation and emergency procedures for special
needs students, Assistance from community first responders may be helpful as the school
nurse determines the safest methods of evacuating students who may have physical
challenges. They must also determine what students require life sustaining care or
medications/treatments for a 24 -hour period. If a school is in lockdown or shelter-in-
place mode, depending on the community circumstances, there will need to be
contingency plans in the event the emergency assistance to the school is delayed.

Maintain information on student and staff experiencing temporary health conditions that
may require special care in the event of an emergency, e.g., temporary use of crutches or
a wheelchair,

Collaborate with the entire emergency planning team as one of the trainers of the plan,
Conducting training sessions for school staff, parents/guardians, school volunteers, and
students in the health related aspects of the emergency plan is an essential role for school
nurses, These training sessions provide an opportunity to give the rationale for the
emergency planning health focus. It can also give the school nurse an indication of other
health concerns that may require attention during an emergency. Training sessions can
also demystify the process involved in responding in an emergency, thereby contributing
to smoother operations in an actual emergency. There may also be increased confidence
in the measures taken to prepare for health aspects of school emergencies.

Collaborate with the entire emergency planning team to test the plan. Testing the plan
presents the school nurse with an opportunity to put into practice the plan for health
related aspects of the schoolwide emergency plan. As the school nurse practices the
various drills and other exercises (e.g., tabletop exercises) that test the emergency plan,
there is the opportunity to determine ways in which to adjust the processes in place. As
drills and practice exercises related to the plan occur, essential medications and first aid
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supplies must exit with the school nurse. Along with those items are signed medication
authorization forms and emergency plans, list of students with chronic health problems,
and student phone numbers. Additionally, food items that are essential to some students
(e.g., students with diabetes will need quick acting sugar sources, glucose tabs, or glucose
gel) will need to be placed in evacuation bags and taken out of the building even in drills.
The school nurse must also make provision to have the supplies he or she needs to carry
out necessary treatments, procedures, and other tasks, Prepack the essential items so that
there are fewer last minute items to gather in the event of an evacuation.

O  Assist the schools in identifying what procedures to follow in the event that there is no
school nurse on site when an emergency occurs, If the school has ancillary school health
services staff or no health services staff in the absence of the school nurse, the procedures
written in the plan for that staff cannot require the expertise of a licensed nurse.

O Remain informed of specific preparations required for bioterrorism. School nurses are
aware of specific geographical situations in the school community and that knowledge
informs the emergency planning process. For example, if the school is located near a
military base, base procedures in the event of a suspected bioterroism incident may affect
the ability of students who live on the base to get home. Contingency plans must be
made, especially for students with health conditions that require special care. The school
nurse coordinates with the student, family, and school in order to develop a plan that will
meet the needs of the student in that situation, If the school is near a nuclear facility, the
school nurse must be aware of the protocols for the administration of potassium iodide.
School nurses continually add to their knowledge of signs and symptoms of bioterrorism.
If students and staff report to health rooms with similar unexplained symptoms, more
investigation is warranted to determine what is occurring,.

In Maryland, school nurses are primarily employees of school systems or health departments. As
part of the planning process they need to know their agency responsibilities in the event of
emergencies in the school and larger community. All Maryland public schools are required to
plan for emergencies using a team approach. The school nurse is a critical member of that team.

Response

Response is “the act of determining who will make critical decisions, how to get necessary
resources, how to handle a crime scene, and tasks to be completed immediately and by whom”
(MSDE 2003). During the time of a disaster or emergency incident, the school nurse activates
the part of the emergency plan assigned to him or her. School nurses function within the
organizational structure chosen by the local school system. The MSDE Emergency Planning for
Local School Systems and Schools (MSDE, 2003) presents the Incident Command System as a
viable method for managing emergencies. During the response phase of the emergency
preparedness process, the school nurse should:
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Direct the triage of health emergencies until the local emergency management services
arrives. Maloney, Fitzgerald, Elam, & Doyle (2000) provide specific information on
triage methods in emergency management. School nurses also provide emergency
treatment for school staff and students until community emergency medical services
arrive. First aid care is rendered by the nurse and other identified staff who are certified
in first aid. Safety of those involved in rescue efforts during this response phase is of
utmost importance. School nurses provide reminders to all team members to practice
universal precautions.

Document events and care rendered throughout the emergency incident. While the
school nurse is familiar with documentation as a job responsibility, care must be given
during emergency incidents to maintain communication through accurate documentation,
The schoolwide emergency plan may utilize forms that are very different from those used
in routine school health services. School nurses will use the forms specified in the
emergency plan. '

Recovery

Recovery is the process of returning the school to its normal operations as quickly and
completely as possible (MSDE 2003). The entire school and greater community is involved with
the recovery process after an emergency incident at school. Recovery includes people and the
physical plant and surroundings. The school nurse during the recovery phase should:

a

Assess potential health and safety hazards arising from the emergency that may affect
school staff and students. Once the school is reopened after the incident, school nurses
observe any lingering physical and psychological responses by students and staff to the
emergency event. They can make referrals to the crisis response teams who will assist
staff and students with psychological health concerns. School nurses support students by
developing or updating health information as necessary. They are alert to potential
alterations in functioning that may require accommodations for students to participate in
their educational process. In collaboration with families, students, and appropriate school
staff, school nurses develop individualized health plans for the students.

Join the school emergency preparedness team to evaluate the emergency response. The
school nurse will also evaluate the response from the health services perspective.
Evaluation of all aspects of the plan, including supplies, triage, first aid, documentation,
and general effectiveness is the role of the school nurse. The first aid portion of the
emergency plan is then revised, ideally with input from community emergency medical
services responders.
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Summary

The school nurse is an integral part of the school system and individual school emergency
planning team. The perspective from the school health professional adds to the completeness of
the overall school emergency plan, School nurses must also make specific plans for mitigation,
planning, response, and recovery in the areas that pertain to health considerations. Emergency
planning in schools is a continual process. Funding for supplies is a topic to explore with central
office and school health services administrative staff.

The skill of school nurses in application of the nursing process aids emergency planning. As
they assess, develop nursing diagnoses, identify outcomes, plan, implement, and evaluate
throughout the emergency planning process, school nurses contribute to preparedness in the
school community, Collaboration and coordination with other members of the emergency
planning team enhances the effectiveness of the emergency planning process.
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Drills: Testing aspects of a response; practicing and perfecting a single emergency response.

Emergency Management: A proactive process to create a detailed scheme or program,
including training and exercising, that enables schools to reduce the frequency and magnitude of
an emergency.

Emergency Planning: A proactive process to create a detailed scheme or program, including
training and exercising, that enables schools to reduce the frequency and magnitude of an
emergency.

Emergency Preparedness: Process by which schools and community officials develop a plan
that tells how they will respond to an emergency and what steps they will take to recover from
the emergency.

Hazard: Natural, manmade, or technological disasters.

Hazard Analysis: The process of looking for hazards or potential hazards around the
community, neighborhood, and school.

Mitigation: An action or plan to reduce the loss of life, damage to property from all hazards, or
trauma to people; a type of prevention. ‘

Recovery: The long-range actions to return the school to its normal operations; restore normal
operations as quickly and completely as possible.

Response: The act of determining who will make critical decisions, how to get necessary
resources, how to handle a crime scene, tasks to be completed immediately and by whom.

Tabletop Exercises: Exercises that enable staff members to walk through an emergency
scenario and make decisions similar to those made in an actual emergency; lend themselves to
low stress discussion of plans, policies, and procedures; provide an opportunity to resolve
questions of coordination and responsibility.
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§ The princlpal must d9velop an adequate plan to ensure the health and § -

HE 6.0

safety of students, staff and visitors.

Purpose:

To ensure a safe environment

Commentary/Procedural Points:

*

®

The plan must be communicated to the staff and parents,

Principals are responsible for determining an appropriate response to any
Individual who appears to have an injury or an iliness.

Completion of an accident report is mandatory for all injurles.

The school maintains a dally log documenting llinesses, injuries and
administration of medication.

Parents are notified of instances of injury or iliness, as necessary.

In case of a serlous injury, the principal communicates with the Department of
Catholic Schools and the Archdiocesan Office of Risk Management.

This plan is communicated to parents upon request

References:

AOB forms:

-Head Injury Report to Parent

-Minor Injury Report to Parent -
-Report to Parent of Health Room Visit

http://www.marvlandpublicschools.org/MSDE/divisions/studentschoolsves/student services a
lt/school health services/

October 10, 2013




134.05.05.09

.09 School Health Services Standards — Emergency Services.

A, Personnel Qualifications, At least one adult in each school, other than the designated school health services professional and
the school health services aide, shall be currently certified both in the First Aid Program of the American National Red Cross or its
equivalent, and in adult or pediatric cardiopulmonary resuscitation (CPR), or both. One certified person shall be available on site
during the regular school day and at all school-sponsored athletic events.

B. Emergency Care Procedures.

(1) A guide for emergency care management shall be developed and distributed by the local health department and the local
board of education to each school, and copies shall be placed in multiple locations.

(2) An emergency information card shall be maintained for each student, and shall be updated at least annually.

(3) Emergency evacuation plans shall be developed in consultation with the fire department, and shall include provisions for
physically handicapped students and students with other special health needs.




EMERGENCY FORM

INSTRUCTIONS TO PARENTS:

(1) Complete all items on this side of the form. Sign and date where indicated.

(2) Ifyour child has a medigal condition which might require emergency medical care, complete the back side of the form. If necessary, have your child's
health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

Child's Name : Birth Date
Last First
Enroliment Date Hours & Days of Expected Attendance
Child's Home Address
Street/Apt. # City State Zip Code
W:
Place of Employment: C: H:
W:
Name of Person Authorized to Pick up Child (daily)
Last First Relationship to Child
Address :
Street/Apt. # City State Zip Code
Any Changes/Additional Information
ANNUAL UPDATES
(Initials/Date) (Initlals/Date) (Initials/Date) (Initials/Date)

e o e e e M e s e M e e e R R e e e My M R e b ey b et b e et et e ot e e t ot ot

When parents/guardians cannot be reached, list at least one person who may be contacted to pick up the child in an emergency:

1. Name Telephone (H) W)
Last First
Address
Street/Apt. # City State Zip Code
2. Name Telephone (H) W)
Last First
Address
Street/Apt. # City State Zip Code
3. Name Telephone (H) (W)
Last First
Address
Street/Apt. # ] City State Zip Code
Child's Physician or Source of Health Care Telephone
Address
Street/Apt. # City State Zip Code

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible person at the child care facility to have your child transported to that hospital,

Signature of Parent/Guardian Date

OCC 1214 (Revised 9/12) - Side 1 of 2 - All previous editions are obsolete,




INSTRUCTIONS TO PARENT/GUARDIAN:
(1) Complete the following items, as appropriate, if your child has a condition(s) which might require emergency medical

care,
(2) If necessary, have your child’s health practitioner review the information you provide below and sign and date where
indicated.
Child's Name: Date of Birth:

Medical Condition(s):

Medications currently being taken by your child:

Date of your child's last tetanus shot;

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signs/symptoms to look for;

(2) If signs/symptoms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:;

If you have reviewed the above information, please complete the following:

Name of Health Practitioner Date

( )

Signature of Health Practitioner Telephone Number

OCC 1214 (Revised 9/12) - Side 2 of 2 - All previous editions are obsolete.
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Section 18

Automated External Defibrillators (AEDs)

Every school should strongly consider acquiring (and properly registering and
maintaining) an AED unit or units. When weighing the importance of having an
operational unit available, schools should consider the following;:

e Sudden Cardiac Arrest (SCA) is a leading cause of death in the US, killing
an estimated 325,000 Americans each year.

e [t is estimated that 95 percent of those who suffer cardiac arrest die before
they reach a hospital or other source of emergency help.

e SCA kills on average 1,000 people every day. That’s one person every two
minutes.

o Without emergency medical help, SCA leads to death within minutes.

Victims of cardiac arrest may be saved if an AED is available to deliver an electric
shock and restore the heart to its normal patterned rhythm.

If your school has an AED, is it in compliance with Maryland State law?

Under Maryland State law, COMAR 30.06.01-05, all locations having an AED
unit must have a valid certificate for each AED unit prior to putting the unit into
service. It is critical that all AED units are properly registered with the State.
Failure to do so will result in the loss of critical civil immunities that are granted to
those locations that comply by having properly registered units.

If you determine that your school has an AED unit which is not properly
registered, you should go to http://www.miemss.org/home/hospitals/aed-program
in order to complete the registration process for the unit(s).

If your school does not currently have an AED unit, but is interested in learning
more about possibly acquiring a unit, these vendors can provide additional
information:




Section 18

Medline Industries
1-800-MEDLINE
(1-800-633-5463)

Fax: 1-800-351-1512
http://www.medline.com/

service@medline.com

Chesapeake AED Services

810 Back River Neck Road
Essex, MD 21221

Phone: 410-238-2242

Toll Free: 866-597-4277

Fax: 410-238-7761
http://chesapeakeaedservices.com

Cintas

10611 Iron Bridge Road
Suite K

Jessup, MD 20794
301-429-6144
http://www.cintas.com/f
irstaidsafety/automatic-

/

info@chesapeakeaedservices.com

external-
defibrillator/reviveraed.

aspx

Should your school have interest in acquiring an AED unit but cost considerations

have been a barrier, please consider the following as possible means by which to

fund an AED unit:

e Does the school have a parent of a student or alumni who is a physician and

would be willing to sponsor the unit?
e Does the school have the support of a Knights of Columbus Council? Would
the Council be willing to assist with the cost of the unit?
e Would your parent association assist with the cost of the unit?
Here you will find some additional funding resources for starting an AED

Program:

e Raskob Foundation for Catholic Activities, Inc.
o http://www.rfca.org/ - Contact: Frederick J. Perella, Jr., Exec. V.P.

e CPR Savers AED Grant Program
o http://www.cpr-savers.com/AED-Grant-Programs ep 51-1.html

e AEDGrant.com

o http://www.aedgrant.com/

Last Updated January 2018
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Health Room Supplies

Suggested:

Adult, large adult, and child blood pressure cuffs
Bandage Scissors
Benzethonium chloride
Bottled Water
Biohazard bags
Contact lens solution
Contact lens case
Cotton balls
Cotton tipped applicators
Cups for water
Dental wax
Duffle bags to send field trip medications and supplies
Elastic bandages:

o 37,47
Emergency
Exam paper
Extra batteries
Eye wash
Eye wash cups
Eyeglass repair kit
Face masks
Fast acting glucose
Feminine pads
Flash light
Flexible cohesive bandage wrap
Freezer bags
Gauze:

o 4”x4”,2”x2” Roll
Hand sanitizer
Hemostatic Agent Dressings (ex. Quick Clot)
Hypoallergenic lotion
Ice packs
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Latex-free bandages:
o ¥%”, 17,2”x 4”, butterfly, fingertip, 4-wing flexible fabric, junior, spot
Latex-free exam gloves
Latex-free medical tape
Large rolling suitcase for transporting emergency medications
Makeup remover
Mirror
N95 masks
Nalil clippers
Nail polish remover
Nebulizer
New sponges
Otoscope and disposable tips
Paper towels
Pulse oximeter
Salt for gargling
Sandwich bags
Sanitizing wipes
Sharps container
Slings
0 Adult and child
SAM/EverReady universal aluminum splints
Stethoscope
Tampons
Thermometer and appropriate cover/sheath
Tongue depressors
Tooth boxes
Transfer Sling
Tweezers
Various sized underwear (depending on student population)
Vaseline
Wheelchair
Wound wash

Emergency first aid bag containing:
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4" x 4" gauze

ABD pad (or other large absorbent pad or overnight diaper)
Ace wrap

Ammonia inhalants

Assorted band aids

CPR mask

Face mask

Fast acting glucose

Flashlight

Foil blanket

Goggles

Hand sanitizer

Hemostatic agent dressings (ex. Quick clot)
Instant ice pack

Large ziploc bag

Latex-free exam gloves

Pen & Paper

SAM/EverReady universal aluminum splints
Self-adherent wrap

Scissors

Sling

Tape (duct, and latex-free medical)
Thermometer and thermometer covers
Tourniquet

Watch with a second hand

Whistle

Last Updated April 2018
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Commonly Used Forms




EMERGENCY FORM

INSTRUCTIONS TO PARENTS:

(1) Complete all items on this side of the form. Sign and date where Indicated.

(2) If your child has a medical condition which might require emergency medical care, complete the back side of the form. if necessary, have your child’s
health practitioner review that information,

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

Child’s Name i Birth Date
Last First
Enrollment Date Hours & Days of Expected Attendance
Child’s Home Address
Street/Apt. # City State Zip Code
Place of Employment: C
W
Place of Employment: C: H:
W:
Name of Person Authorized to Pick up Child (daily) ;
Last First Relationship to Child i'
Address _1
Street/Apt. # City State Zip Code
Any Changes/Additional Information
ANNUAL UPDATES
(Initials/Date) (Initials/Date) (Initials/Date) (Initials/Date)

When parents/guardians cannot be reached, list at least one person who may be contacted to pick up the child in an emergency:

1. Name Telephone (H) W) ;
Last First i
Address
Street/Apt. # City State Zip Code
2. Name Telephone (H) ‘ (W)
Last First
Address
Street/Apt. # City State Zip Code 1
3. Name Telephone (H) w)
Last First
Address
Street/Apt. #. City State Zip Code
Child's Physician or Source of Health Care Telephone
Address
Street/Apt. # City State Zip Code

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible person at the child care facllity to have your child transported to that hospital.

Signature of Parent/Guardian Date

OCC 1214 (Revised 9/12) - Side 1 of 2 - All previous editions are obsolete.




INSTRUCTIONS TO PARENT/GUARDIAN:
(1) Complete the following items, as appropriate, if your child has a condition(s) which might require emergency medical

care.
(2) If necessary, have your child’s health practitioner review the information you provide below and sign and date where
indicated.
Child's Name: Date of Birth;

Medical Condition(s):

Medications currently being taken by your child:

Date of your child's last tetanus shot:

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signs/symptoms to look for:

(2) If signs/symptoms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

If you have reviewed the above information, please complete the following:

Name of Health Practitioner Date

( )

Signature of Health Practitioner Telephone Number

OCC 1214 (Revised 9/12) - Side 2 of 2 - All previous editions are obsolete.




Department of Health
and Meatal Hygiene

Maryland Schools Record of Physical Examination

To Parents or Guardians:

In order for your child to enter a Maryland Public school for the first time, the following are required:

» A physical examination by a physician or certified nurse practitioner must be completed
within nine months prior to entering the public school system or within six months after
entering the system. A Physical Examination form designated by the Maryland State
Department of Education and the Department of Health and Mental Hygiene shall be used to
meet this requirement. (http://www.dsd.state.md.us/comar/comarhtmi/13a/13a.05.05.07.htm)

= Evidence of complete primary immunizations against certain childhood communicable
diseases is required for all students in preschool through the twelfth grade. A Maryland
Immunization Certification form for newly enrolling students may be obtained from the local
health department or from school personnel. The immunization certification form (DHMH 896)
or a printed or a computer generated immunization record form and the required
immunizations must be completed before a child may attend school. This form can be found
at:
https.//ohpa.health.maryland.qov/OIDEOR/IMMUN/Shared % 20Documents/Maryland%20/mm
unization%20Certification %20Form%20(DHMH%20896%20-%20February%202014).pdf.

= Evidence of blood testing is required for all students who reside in a designated at risk
area when first entering Pre-kindergarten, Kindergarten, and 1° grade. The blood-lead
testing certificate (DHMH 4620) (or another written document signed by a Health Care
Practitioner) shall be used to meet this requirement. This form can be found at:
https.//phpa.health.maryland.qov/OEHFP/CHS/Shared%20Documents/Lead/MarylandDHMHBI
oodlLeadTestingCetrtificate DHMH4620 revised3.24.2016¢.pdf.

Exemptions from a physical examination and immunizations are permitted if they are contrary to a
students’ or family’s religious beliefs. Students may also be exempted from immunization requirements
if a physician/nurse practitioner or health department official certifies that there is a medical reason not
to receive a vaccine. Exemptions from Blood-Lead testing is permitted if it is contrary to a family’s
religious beliefs and practices. The Blood- lead certificate must be signed by a Health Care
Practitioner stating a questionnaire was done..

The health information on this form will be available only to those health and education personnel who
have a legitimate educational interest in your child.

Please complete Part | of this Physical Examination form. Partll must be completed by a
physician or nurse practitioner, or a copy of your child's physical examination must be attached
to this form.

If your child requires medication to be administered in school, you must have the physician
complete a medication administration form for each medication, This form can be obtained at
http://marylandpublicschools.org/about/Documents/DSFSS/SSSP/SHS/medforms/medicationform404
.pdf. If you do not have access to a physician or nurse practitioner or if your child requires a
special individualized health procedure, please contact the principal and/or school nurse in
your child's school,

Maryland State Department of Health and Mental Hygiene Maryland State Department of Education

Records Retention - This form must be retained in the school record until the student is age 21.

Maryland Schools -Record of Physical Examination Revised 12/04




PART | - HEALTH ASSESSMENT
To be completed by parent or guardian

Student's Name (Last, First, Middle) Birthdate Sex Name of School
(Mo. Day Yr.) (M/F)

Grade

Address (Number, Street, City, State, Zip) Phone No.
Parent/Guardian Names

Where do you usually take your child for routine medical care? Phone No.
Name: Address:

When was the last time your child had a physical exam? Month Year

Where do you usually take your child for dental care? Phone No.

Name: Address:

ASSESSMENT OF STUDENT HEALTH

To the best of your knowledge has your child any problem with the following? Please check

Yes No Comments

Allergies (Food, Insects, Drugs, Latex)

Allergies (Seasonal)

Asthma or Breathing Problems

Behavior or Emotional Problems

Birth Defects

Bleeding Problems

Cerebral Palsy

Dental

Diabetes

Ear Problems or Deafness

Eye or Vision Problems

Head injury

Heart Problems

Hospitalization (When, Where)

Lead Poisoning/Exposure

Learning problems/disabillities

Limits on Physical Activity

Meningitls

Prematurity

Problem with Bladder

Problem with Bowels

Problem with Coughing

Seizures

Serious Allergic Reactions

Sickle Cell Disease

Speech Problems

Surgery

Other

Does your child take any medication?
No Yes Name(s) of Medications:

No Yes  Treatment v ete.)

Does your child require any special procedures? (catheteriz
No Yes
Parent/Guardian Signature ation, etc.)

Date:

Maryland Schools -Record of Physical Examination Revised 12/04




PART Il - SCHOOL HEALTH ASSESSMENT

To be completed ONLY by Physician/Nurse Practitioner
Student’'s Name (Last, First, Middle) Birthdate Sex Name of School Grade
(Mo. Day Yr.) (M/F)
1. Does the child have a diagnosed medical condition?
No Yes

2. Does the child have a health condition which may require EMERGENCY ACTION while he/she is at school?

(e.g., seizure, insect sting allergy, asthma, bleeding problem, diabetes, heart problem, or other problem) If yes,

please DESCRIBE. Additionally, please “work with your school nurse to develop an emergency plan”.

No Yes
3. Are there any abnormal findings on evaluation for concern?
Evaluation Findings/fCONCERNS
Area of
Physical Exam WNL ABNL Concern Health Area of Concern YES NO
Head Attention Deficit/Hyperactivity
Eyes Behavior/Adjustment
ENT Development
Dental Hearing
Respiratory Immunodeficiency
Cardiac Lead Exposure/Elevated Lead
Gl Learning Disabilities/Problems
GU Mobility
Musculoskeletal/orthopedic Nutrition
Neurological Physical lllness/Impairment
Skin Psychosocial
Endocrine Speech/Language
Psychosocial Vision
Other

REMARKS: (Please explain any abnormal findings.)

4. RECORD OF IMMUNIZATIONS — DHMH 896 is required to be completed by a health care prowder or a computer generated
Immunization record must be provided.

5. Is the child on medication? If yes, indicate medication and diagnosis.

No Yes_~

(A medication administration form must be completed for medication administration in school).

6. Should there be any restriction of physical activity in school? If yes, specify nature and duration of restriction.

No Yes

7. Screenings
Tuberculin Test

Results

Date Taken

Blood Pressure

Height

Weight

BMI %tile

Lead Test

Optional

Maryland Schools -Record of Physical Examination Revised 12/04




PART Il - SCHOOL HEALTH ASSESSMENT - continued
To be completed ONLY by Physician/Nurse Practitioner

(Child’'s Name)

examination and has:

no evident problem that may affect learning or full school participation

has had a complete physical

problems noted above

Additional Comments:

Physician/Nurse Practitioner (Type or Print)

Phone No,

Physiclan/Nurse Practitioner Signature

Date

Maryland Schools -Record of Physical Examination Revised 12/04




MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

If you are enrolling a child in child care, pre-kindergarten, kindergarten or first grade, you must complete and
submit this form (COMAR 10.11.04.05, 13A.17.03.02.D). PLEASE PRINT CLEARLY.

CHILD'S NAME /
LAST FIRST MIDDLE
CHILD’S ADDRESS / /
ADDRESS CITY STATE ZIP
SEX: UMALE UFEMALE BIRTHDATE / /
PARENT / / / OR
GUARDIAN / / /
ADDRESS CITY STATE Z1P

Box C if testing declined on religious grounds.

CERTIFICATION INFORMATION
Complete Box A if the child has had blood lead testing, Box B if testing was not required (see conditions in Box B), OR

BOX A
Check at least one:
QThis child was born on or after January 1, 2015 AND
lives in Maryland.

UThis child was born before January 1, 2015 AND is
enrolled in Medicaid EPSDT,

U This child was born before January 1, 2015 AND has
lived in an “at risk” ZIP code (see list on reverse).

WU This child was born before January 1, 2015 AND has at
least one risk factor for lead exposure, as determined by the
health care provider.

RECORD OF BLOOD LEAD TEST RESULTS

Test #1. Date:
Test # 2, Date:
Comments:

Person completing form: LHealth Care Provider/Designee OR
QSchool Health Professional/Designee

Printed Name:

Signature:

Date:

Office Address

Phone:

BOX B
BLOOD LEAD TESTING NOTREQUIRED

WUThis child does not and has never lived in an at-risk area
(see ZIP codes on facing page) AND was born before
January 1, 2015,

Parent or Guardian Name (Print)

Signature

Parent or Guardian

Date:

BOX C
Complete the section below if the child is exempt from lead testing
on religious grounds. A lead risk assessment questionnaire must be
administered by a health care provider if the child is exempt from
lead testing on religious grounds:

I am the parent/guardian of the child identified above. Because of
my bona fide religious beliefs and practices, I object to any blood
lead testing of my child.

To be completed by Parent or Guardian:

Parent or Guardian Name (Print)

Signature
Parent or Guardian
Date:

To be completed by a Health Care Provider;
Lead risk poisoning risk assessment questionnaire done; (3 YES [ NO

Printed Name:

Signature:

Date:

DHMH #4620 Revised March 2016

Maryland Department of Health and Mental Hygicene




T HIS FOR

The documented tests should be the tests at 12 months and 24 months of age. Two test dates are required if the 1% test
was done prior to 24 months of age. If the 1% test is done after 24 months of age, one test date is required. The child’s
primary health care provider may record the test dates directly on this form (check marks are not acceptable) and
certify them by signing or stamping the signature section, A school health professional or designee may transcribe
onto this form and certify test dates from any other record that has the authentication of a medical provider, health
department, or school. All forms are kept on file with the child’s school health record. A list of children (including home
contact information) whose parent/guardian does not comply with the requirement to provide evidence of blood lead
testing, must be forwarded to the Local Health Department in the jurisdiction where the child resides.

Marvland Childh Lead Poisoning Targeting Plan

At Risk Ar Z1P fi ildr rn BEFORE Jan 2
Allegany Baltimore Co, (Cont.) Frederick . (Cont) Montgomery (Cont) Queen Anne’s
ALL 21239 21757 20812 21607
- 21244 21758 20815 21617
Anne Arundel 21250 21762 20816 21620
20711 21251 21769 20818 21623
20714 21282 21776 20838 21628
20764 21286 21778 20842 21640
20779 Baltimore City 21780 20868 21644
21060 ALL 21783 20877 21649
21061 21787 20901 21651
21225 Calvert 21791 20910 21657
21226 20615 21798 20912 21668
21402 20714 20913 21670
Garrett
Baltimore Co, Caroline ALL Somerset
21027 ALL Prinee George’s ALL
21052 Harford 20703
21071 Carroll 21001 20710 St. Mary’s
21082 21155 21010 20712 20606
21085 21757 21034 20722 20626
21093 21776 21040 20731 20628
21111 21787 21078 20737 20674
21133 21791 21082 20738 20687
21155 21085 20740
21161 Cecil 21130 20741
21204 21913 21111 20742 ’ Talbot
21206 21160 20743 21612
21207 Charles 21161 20746 21654
21208 20640 20748 21657
21209 20658 Howard 20752 21665
21210 20662 20763 20770 21671
21212 20781 21673
21215 Dorchester Kent 20782 21676
21219 ALL 21610 20783
21220 21620 20784
21221 Frederick 21645 20785
21222 20842 21650 20787 Washington
21224 21701 21651 20788 ALL
21227 21703 21661 20790
21228 21704 21667 20791 Wicomico
21229 21716 20792 ALL
21234 21718 Montgomery 20799
21236 21719 20783 20912 Worcester
21237 21727 20787 20913 ALL

Maryland Department of Health and Mental Hygiene
DHMH #4620 Revised March 2016




MARYLAND STATE | = () —
SCHOOL MEDICATION ADMINISTRATION AUTHORIZATION FORM i MARYLAND
Department of Health
and Mental Hygicne

This order is valid only for school year (current) including the summer session.

School:

This form must be completed fully in order for schools to administer the required medication. A new medication
administration form must be completed at the beginning of each school year, for each medication, and each time there is a
change in dosage or time of administration of a medication.

* Prescription medication must be in a container labeled by the pharmacist or prescriber.
* Non-prescription medication must be in the original container with the label intact.
* An adult must bring the medication to the school.

* The school nurse (RN) will call the prescriber, as allowed by HIPAA, if a question arises about the child and/or the child's medication.
Prescriber’s Authorization

Name of Student: Date of Birth: Grade:

Condition for which medication is being administered:

Medication Name; Dose: Route:

Time/frequency of administration; If PRN, frequency:

If PRN, for what symptoms:

Relevant side effects: 01 None expected O Specify:

Medication shall be administered from: to
Month / Day / Year Month / Day / Year
Prescriber's Name/Title:
(Type or print)
Telephone: FAX:
Address:
Prescriber's Signature: Date;
(Original signature or signature stamp ONLY) (Use for Prescriber's Address Stamp)
A verbal order was taken by the school RN (Name): for the above medication on (Date):

PARENT/GUARDIAN AUTHORIZATION
|/We request designated school personnel to administer the medication as prescribed by the above prescriber. [/We certify that l/we
have legal authority to consent to medical treatment for the student named above, including the administration of medication at
school. 1/We understand that at the end of the school year, an adult must pick up the medication, otherwise it will be discarded.
I/We authorize the school nurse to communicate with the health care provider as allowed by HIPAA.

Parent/Guardian Signature: Date:

Home Phone #: Cell Phone #: Work Phone #:

SELF CARRY/SELF ADMINISTRATION OF EMERGENCY MEDICATION AUTHORIZATION/APPROVAL
Self carry/self administration of emergency medication may be authorized by the prescriber and must be approved by the school
nurse according to the State medication policy.

Prescriber's authorization for self carry/self administration of emergency medication:

‘ Signature Date
School RN approval for self carry/self administration of emergency medication:
Signature Date
Order reviewed by the school RN:
Signature Date

2004




Student Name School Year
Date of Birth: Grade: Teacher: School:
Parent/Guardian: Home Phone: Worl Phone:
Medication: Dosage: Start Date: Stop Date:
Route: Frequency: Time(s) Given During School:

Known Allergies:

Comments:

Initial:

Name:

Initial:

Name:

A Absent O Out of Medication
D  Early Dismissal R Refused

F  Ficeld Trip W  Withheld Dosage
H Holiday X  No School

ARCHDIOCESE OF BALTIMORE




. Amount

Date Date Dosage School .
Medication Medication Medication g of Medication Personnel’s (;Sl}ardlan’s
Received Returned (puffs, tsp, mg, ete) | (pill ct, ml, ce, cte,) Signature ignature

!/ [/
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Maryland State School Asthma Medication Administration Authorization Form

ASTHMA ACTION PLAN

to {not to exceed 12 months)

Date

Date

Child’s Name;

DOB:

Parent/Guardian’s Name;

Home:

PEAK FLOW PERSONAL BEST:

Work: Cell:

TRIGGER (LIST)

ASTHMA SEVERITY: [ Exercise Induced

I_—_]Intermittent |:| Mild Persistent DModerate Persistent

|:| Severe Persistent

"] Breathingis good
] No cough or wheeze
[] Can work, exercise, play

[] Other:

o) [} Peak flow greater than
(80% personal best)

[] Prior to exercise/sports/
physical education (PE)

) )

) ] Cough or cold symptoms
[1 Wheezing
[] Tight chest or shortness of breath
[1 Cough at night
[] Other:

Peak flow between and
(50%-79% personal best)

[] Medication is not helping within 15-20 mins

71 Breathing is hard and fast

[ Nasal flaring or intercostal retraction
71 Lips or fingernails blue

] Trouble walking or talking

[} Other:

[] Peak flow less than
(50% personal best)

Medication Dose Route Frequency/Time
DS chool
DSchool
DSchool
Medication (Rescue Medication) Dose Route Frequency/Time

Medication

Dose Route

Frequency/Time

Medication

Dose Route

Frequency/Time

HEALTH CARE PROVIDER AUTHORIZATION
1 authorize the administration of the medications as rdered above,

Student may self-carry medications Yes No

Health Care Provider Name:

Signature:

Date:

PARENT/GUARDIAN AUTHORIZATION

I acknowledge that my child is is not authorized to

self-carry his/her medication(s):

Signature:

REVIEWED BY SCHOOL NURSE
1 authorize the administration of the medications as ordered above. ~ Name:

Signature:

Date:

Date:

Authorized to self-carry medications; Yes No

10/2012




(&) FARE.  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allergy Research & Education

Name: D.0.B.: PLACE

PICTURE
Allergy to: HERE
Weight: Ibs. Asthma; |:| Yes (higher risk for a severe reaction) I::I No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens:

THEREFORE:
If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.

If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

SEVERE SYMPTOMS MILD SYMPTOMS

CNORONCRICESHCRS)

LUNG HEART THROAT MOUTH Itchy or Itchy mouth A few hives, Mild
Shorthess of Pale or bluish  Tight or hoarse Significant runny nose, mild itch nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
@ @ @ SYSTEM AREA, GIVE EPINEPHRINE.
ORA
COMBINATION FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe  something bad is ~ body areas. ' healthcare provider '
redness diarrhea about to happen, ) '
anxiety, confusion 2. Stay with the person; alert emergency contacts.
I g Egh 3. Watch closely for changes. If symptoms worsen,
. inephrine.
1. INJECT EPINEPHRINE IMMEDIATELY. Elve cpmere

2. Call 911, Tell emergency dispatcher the person is having MEDICATIONS/DOSES

anaphylaxis and may need epinephrine when emergency
responders arrive,

i o - L . . ) Epinephrine Brand or Generic:
* Consider giving additional medications following epinephrine:

»  Antihistamine Epinephrine Dose: |:|O.15 mg IM I____:IO.3 mg IM
» Inhaler (bronchodilator) if wheezing
e Lay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:

difficult or they are vomiting, let them sit up or lie on their side.

e |f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose.

o Alert emergency contacts.

e Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return,

Antihistamine Dose:

Other {e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE
FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.,ORG) 4/2017




@ FARE  FO0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allergy Research & Education

HOW TO USE AUVI-Q® (EPINEPHRINE INJECTION, USP), KALEO 9
Remove Auvi-Q from the outer case.

Pull off red safety guard.

Place black end of Auvi-Q against the middle of the outer thigh.

Press firmly, and hold in place for 5 seconds.

Call 911 and get emergency medical help right away.

OrAE LN

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR, MYLAN

1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. 9 T
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. =
3. With your other hand, remove the blue safety release by pulling straight up. ]
4. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’.

5. Hold firmly in place for 3 seconds (count slowly 1, 2, 3).

6. Remove and massage the injection area for 10 seconds. l
7. Call 911 and get emergency medical help right away. i |
HOW TO USE EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN
1. Remove the epinephrine auto-injector from the clear carrier tube. 9 b
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward, 15“
3. With your other hand, remove the blue safety release by pulling straight up. -
4, Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’.

5. Hold firmly in place for 3 seconds (count slowly 1, 2, 3).

6. Remove and massage the injection area for 10 seconds. l
7. Call 911 and get emergency medical help right away. e

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®),
USP AUTO-INJECTOR, IMPAX LABORATORIES

1. Remove epinephrine auto-injector from its protective carrying case.

Pull off both blue end caps: you will now see a red tip.

Grasp the auto-injector in your fist with the red tip pointing downward.

Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh.
Press down hard and hold firmly against the thigh for approximately 10 seconds.

Remove and massage the area for 10 seconds.

Call 911 and get emergency medical help right away.

NooswDd

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do not put your thumb, fingers or hand over the ‘tiF of the auto-injector or inject into any body part other than mid-outer
thigh. In case of accidental injection, go immediately to the nearést emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if needed.
4, Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS
RESCUE SQUAD: NAME/RELATIONSHIP:

DOCTOR: PHONE: PHONE:

PARENT/GUARDIAN: PHONE: NAME/RELATIONSHIP:

PHONE:
FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY,ORG) 4/2017




Maryland Diabetes Medical Management Plan/ Health Care Provider Order Form
Valid from: Start __/_ / toEnd__/ /  orfor School Year

Grade:
Work Phone:

CeII Phone

Home Phone:

Carbohydrate o Correction O Correction dose plus CHO O Fixed o Fixed insulin dose O See attached dosing
coverage dose only coverage dose with dosing scale scale
Insulin(s): '
O Rapid Acting: 0 Apidra 0 Humalog o Novolog 0 Any of the rapid acting insulins may be substituted for the others
O Long Acting (if given at school): Give unit(s) at (time)
Insulin Delivery; 0 Pen O Syringe O Pump (make/model):
Carbohydrate (CHO) Coverage per meal:
O __unit{s) of insulin SQ per ____ grams of CHO at breakfast 0 __ unit(s) of insulin SQ per ____ grams of CHO at lunch
Carbohydrate Dose Adjustment Prior To Strenuous Exercise:
0 Use exercise/PE CHO ratio of ____ unit(s) of insulin per ____grams of CHO at breakfast
o Use exercise/PE CHO ratio of ____ unit(s) of insulin per ____grams of CHO at lunch
Correction Dose:
0 Give ____unit(s) of insutin SQ for every _____ mg/d! greater than target BG of meg/dl
o If pre-meal BG less than ____ mg/dl, subtract ____ unit(s) of insulin dose
o Fixed Dose Insulin: _____ unit(s) of Insulin SQ given before school meals
o Split Insulin Dose:
Give ___ unit(s) or ____ % of meal insulin dose SQ before mealand _____ unit(s) or ____ % of meal insulin dose SQ after meal
Snack Insulin Coverage:
o unit(s) of insulin SQper _____gramsof CHO insnack o __ unit(s) of insulin SQ for snack greater than ____ grams of CHO
For ketones trace to small (urine)/<____ mmol/L (blood) For ketones moderate to large (urine)/>____ mmol/L (blood)
o Correction dose plus ____ unit(s) of insulin 0 Correction dose plus ____ unit(s) of insulin
it(s) of |nsuI n 0 unit(s) of insulin

Insulin should be given:

o Before meals o Before snacks O Other times (please specify):
o For hyperglycemia if BG > mg/dland ___hours since last dose/bolus
o If CHO intake cannot be predetermined, insulin should be given no more than ______ minutes after start of meal/snack
o If parent requests, insulin should be given no more than ______ minutes after start of meal/snack
O Use pump or bolus device calculations per programmed settings, once settings have been verified
O Parent has permission to increase/decrease insulin correction dose by +/- ___ unit(s) or by ratio__unit(s)to ____ mg/d!

Parent has permission to increase/decrease coverage by + of insul

or by ratio of ___

unito

grams of C

S
Insulin dose calculations o Carbohydrate counting 1 Measuring insulin 1 Insulin administration
Independent o With 0 Independent o With o Independent 0 With o Independent o With
Supervision Superviston Supervision Supervision

Name of Medication i Possible Side Effects

| authorize the administration of the medications and student By signing below, | authorize:
diabetes self-management as ordered above. * The designated school personnel to administer the medication
Provider Name (PRINT): and treatment orders as prescribed above.

By sighing below, | agree to:

Phone: Fax: . ProY|de the necessary diabetes management supplies and
equipment; and
* Notify the nurse of any changes in my child’s care or condition.
Provider Signature: Date: Parent Sighature: Date:
Acknowledged and received by: School Nurse: Date:

Diabetes Medical Management Plan/Health Care Provider Order Form May 2017 Page10f3




Maryland Diabetes Medical Management Plan/ Health Care Provider Order Form
Valid from: Start /__/__ _toEnd /___/___ orforSchool Year

Student Name: Grade:

Blood Glucose (BG) Monitoring:
O Before meals 0 Before PE/Activity O After PE/Activity o Prior to dismissal 0 Additional monitoring per parent request

O’ For symptoms of hypo/hyperglycemia & anytime the student does not feel well O Student may independently check BG*
o Uses CGM Make/Model:

o Other: o Other:

Alarms set for: Low mg/dl High

mg/dl

o If sensor
o S

falls out at school, notify parent
ST z e z

ST

Mild or Moderate Hypoglycemia (BG mg/dl to mg/dl):

a Provide quick-acting glucose product equal to 15 grams of carbohydrate (or glucose gel), if conscious & able to swallow.
If glucose gel is given, place student in recovery position.

o Suspend pump for BG < mg/dl and restart pump when BG > mg/dl

o Student should consume a meal or snack within minutes after treating hypoglycemia

o Other:

Always treat hypoglycemia before the administration of meal/snack insulin

Repeat BG check 15 minutes after use of quick-acting glucose

e [f BG still low, re-treat with 15 gram quick-acting CHO as stated above
e If BGin acceptable range and it is lunch or snack time, have student eat and cover meal CHO per orders
e |f CGM in use and BG 70 and arrow going up, no need to recheck

Student may self-manage mild or moderate hypoglycemia and notify the school nurse*: o Yes o No
Severe Hypoglycemia (BG < mg/dl):
If symptoms worsen despite treatment/retreatment times, student is unconscious, semi-conscious, unable to control his/her

airway, unable to swalfow or selzing give:
O GLUCAGON injection: olmg ©05mg [MorSQ

¢ Place student in the recovery position
* Suspend pump, if applicable, and restart pump at BG > mg/dl
e Call 911 and state glucagon was given for hypoglycemia; notify parent/guardian

O Use glucose gel inside cheek, even if unconscious, seizing if glucagon not available or there is no response to glucagon administration.
If glucose gel is given, place student in recovery position,

If BG greater than

mg/dl, or when child complains of nausea, vomiting, and/or abdominal pain, check urine/blood for ketones.
¢ If urine ketones are trace to small or blood ketones mmol/L:

¢ Give ounces of sugar-free fluid or water per hour
* Give insulin as listed in Insulin Orders ]
« If urine ketones are moderate to large or blood ketones greater than mmol/L

¢ Give _ ounces of sugar-free fluid or water
¢ Give insulin as listed in Insulin Orders
« If large ketones, vomiting or other signs of ketoacidosis, call 911. Notify parent/guardian

¢ Recheck BG and ketones hours after administering insulin
¢ Contact Parent/Guardian for: o BG>__ mg/dI 0 Ketones mmol/L
Student may self-manage hyperglycemia with trace/small ketones and notify the school nurse: oYes o No

Snacks needed:

o Before physical education/physical activity/sports longer than mins O Per parent/guardian o Per student

o Limit snack to grams of CHO o Delay snack if BG > mg/d| o No snack coverage 01 Other:
l Provider Name: ] Signature: | Date: |
| Acknowledged and received by: l School Nurse: \ Date: |

Dlabetes Medical Management Plan/Health Care Provider Order Form May 2017 Page 2 of 3




Maryland Diabetes Medical Management Plan/ Health Care Provider Order Form
Valid from: Start__/_ / toEnd__/_/__ orfor School Year

Student Name:

E\ Avoid phyéicai eduﬁation, pHysicaI activity, énd .;borts if:

O0BG< mg/dl 0 BG> mg/dl O Ketones present

o if BG is 80-100 mg/dl, give 15 grams of CHO and return to physical education, physical activity, or sports
o May disconnect pump for sports activities

o Student may set temporary basal rate

o Other:

O BGmustbe>__ mg/dl for bus ride/walk home
o Only check BG if symptomatic prior to bus ride/walk home

o Allow student to carry quick-acting glucose for consumption on bus, as needed for hypoglycemia
o Student must be transported home with parent/guardian if (specify):
o Other:

o Continue to follow orders contained in this medical management plan
o Additional insulin orders as follows:
o Other:

—

Type of Pump Pump start date: Child Lock: oOn o Off
Basal rates: ___unit(s)/hour  ___AM/PM ____unit{s)/hour ___AM/PM
___unit(s)/hour ___ AM/PM ___unit(s)/hour ___ AM/PM
___unit(s)/hour ___AM/PM ___unit(s)/hour __AM/PM
Additional Hyperglycemia Management:
olfBG> mg/dl and has not decreased over hours after bolus, consider infusion site change. Notify parent/guardian
o For infusion site failure: 0 Give insulin via syringe or pen o Change infusion site

o For suspected pump failure, suspend or remove pump and give insulin via syringe or pen
olf BG>___ mg/dl and moderate to large ketones, student should change infusion site and give correction dose by pen or syringe
o Comments:

Student is independent in the pump skills |ﬁdicated below:

o Carbohydrate counting o Bolus an insulin dose o Set a basal rate/temporary basal rate
o Reconnect pump at infusion set o Prepare and insert infusion set 0 Troubleshoot alarms and malfunctions
O Give self-injection if needed o Disconnect pump o Other:

el age
* | acknowledge that my child [ is O is not authorized to self-manage as indicated by my child’s health care provider,
» | understand the school nurse will work with my child to learn self-management skills he/she is not currently capable of or authorized
to perform independently.
My child has my permission to independently perform the diabetes tasks listed below as indicated by my child’s health care provider:

O Blood glucose monitoring o Insulin administration o Pump management
o Carbohydrate counting o Insulin dose calculation O Other:

Parent/Guardian Name: Signature: Date:
Provider Name: Signature: Date:
Acknowledged and received by: School Nurse: Date:

Diabetes Medical Management Plan/Health Care Provider Order Form May 2017 Page 3 of 3




Suspected Head Injury Assessment Form

Directions: This form is to be completed if a student is reported to have a potential head injury (whether sustained at school or
outside of school) and no documentation is provided indicating he/she has been evaluated for potential immediate care needs
(see the Protocol! for Suspected Head Injuries).

Student Information:

Student’s Name: Enter Student’s Full Name, Student’s Grade: Choose Grade Level,
Date Injury Occurred: Click here to select a date. Time Injury Occurred: Enter Time

Description of injury (Include information about any loss of consciousness and duration, memory ioss, seizures following injury, prior
concussions if any):

Enter full description of injury.

Head Injury Danger Signs Checklist:
Directions: Observe and interview the student, and place a check next to all symptoms that apply. The student should be seen
immediately by emergency medical providers and the parent/guardian contacted if one or more of the following symptoms apply:

One pupil {the black part in the middie of the eye) larger than the other
Drowsiness or cannot be awakened

A headache that gets worse and does not go away

Weakness, numbness, or decreased coordination

Repeated vomiting or nausea

Slurred speech

Convulsions or seizures

Difficulty recognizing people or places

Increasing confusion, restlessness, or agitation

Unusual behavior

Loss of consciousness {even a brief loss of consciousness should be taken seriously)

Oooooogoood

*If none of the above listed Danger Signs are present, complete the Concussion Signs and Symptoms Checklist*
Resolution of Injury and Disposition of Student (Check all that apply):

Student departure for emergency medical care: Time Enter time.
Student returned to class: Time Enter time.

Student sent home: Time Enter time,

Student referred to health care professional with experience in evaluating for concussion.
Parent/Guardian contacted: Time Enter time.

Notified appropriate school personnel:

[ Building administrator; Enter name and title.

O Coach, Trainer, or Athletic Director: Enter name and title.
O Teacher(s): Enter name of all that apply.

O Other: Enter name and title.

[ Notes: Enter additional notes,

ooogognoo

*Parent/Guardian, it is advisable to continue to monitor the student referencing the symptoms listed on the Concussion Signs and
Symptoms Checklist and seek medical attention if signs or symptoms present.




STUDENT NAME: Click here to enter text.

CONCUSSION SIGNS AND SYMPTOMS CHECKLIST

DATE: Click here to enter a date.

TIME: Click here to

Directions: If at any time

Observed Symptoms

0
Minutes

15
Minutes

30
Minutes

45
Minutes

during assessment the student
develops one or more of the
symptoms listed on the Head
Injury Danger Signs Checklist
refer the child immediately for
emergency medical care.

‘Repeats questions’

Answers questions slowly
To complete the Concussion
Signs and Symptoms Checklist
interview the student and
assess for the symptoms of
concussion listed in the
“Ohserved Symptoms” column.
Place a check mark for each
symptom observed in the
column marked “0 Minutes”
hext to the symptom observed.
If one or more of the boxes are
checked after the initial
observation, contact the
parent/guardian as the student
should be referred to a health
care professional with
experience in evaluating for
concussion, Continue to
monitor the student using the
checklist until the
parent/guardian arrives. If the
student shows no observed
symptoms after the initial
completion of the checklist at 0
minutes, continue to
administer the checklist at 15
minutes after the initial
observation and again 30
minutes after the initial
observation. If during any of
these subsequent observations
one or more symptoms of
concussion is observed,
contact the parent/guardian as
the student should be referred
to a health care professional
with experience in evaluating
for concussion. If after thirty
minutes the student shows no
symptoms of concussion, the
student may be returned to
class.

Gan't recall events:

Headiache or ”bréésure in head O O D U

jomiting

Balance problems or dizziness

Blurry or double vision

2ss or tinglin

Does not “feel right” 7




ARCHDIOCESE OF BALTIMORE

DEPARTMENT OF MANAGEMENT SERVICES
OFFICE OF RISK MANAGEMENT

REPORT OF STUDENT INJURY

NAME OF CHILD: GRADE;: GENDER_
NAME OF PARENT GUARDIAN:

ADDRESS

CITY:

STATE:

ZIP:

TELEPHONE

DAY/DATE OF
ACCIDENT

CIRCUMSTANCES

FOLLOW-UP CARE:

NAME OF SCHOOL
SUBMITTED BY:
DATE:

E-MAIL ADDRESS:
PHONE NUMBER:

Submit to: Cathy O’Brien, Risk Management Associate
Fax: 410-547-3153
E-mail cathy.obrien@archbalt.org

1. Please refer to Student Injury Reporting and Submission Guidelines for information
on completion of this form.

Student Accident Form
FY 2019




Notification of Injury: Abrasions, Cuts or Puncture Wounds

Student Name , Date/Time of Injury

Dear Parents/Guardians:

Your child was seen in the school health office for an injury that caused an opening in their skin, or wound.
The wound type is a: [ Abrasion (scrape) CJ Laceration (cut) OJ Puncture (skin pierced by object) to

The wound was cleaned and covered with a dry bandage. Student is advised to keep wound clean and
covered.

Openings in the skin such as abrasions (scrapes) or cuts need to be kept clean, dry, and covered until the skin
is healed to keep the wound from becoming infected. Remind your child to wash their hands before or after
touching the wound. The bandaid or gauze should be changed every day and more often if it becomes wet or
dirty. It is normal for the wound to drain clear yellow or pink liquid in the beginning and to be sore when
touched.

When changing the bandage, it is important to look at the wound every day for signs of infection such as:
¢ Increasing redness of the skin around the wound
¢ Swelling of the area
¢ Liquid coming from the wound that is making the bandage very wet, is thick, turns green, or dark
yellow, and/or smells bad
¢ Pain at the wound or in the part of the body where the wound is located
e Skin is very warm around the wound
If you see any of the above signs, or your child has a fever, call your doctor or health care provider!

can cause very serious lllness It is VERY |mportant to caII your doctor or healt ,ca

you see any of the following in your child: : = ,
e Fever (temperature at or over 101° oh the thermometer) and/or ch|I|s
e Pain, swelhng, redness and warmth where the injury occurred:

e Liquid coming from the wound that is making vel

- or dark yeIIow and/or smells bad. I
e Complains of stomach pain, decreased appetlte nausea Srvomitin,
s Dizziness, light headed and/or headache : :
e Confusion and/or weakness, or sleeping a lot -
e Rash anywhere on body

Completed by:

Please contact the School Nurse if you have any questions or concerns




Self-Carry and Self-Administration of Asthma Inhaler Evaluation

Student Date of Birth

Grade Homeroom/Teacher

Name of Medication

Current medication form on file with parent signature and health care provider signature

authorizing self-carry and self-administration of the medication Yes No
Interview Date Health Room Staff’
Reviewed with teacher Date
1. Student is capable of identifying individual medication Yes No
2. Student is knowledgeable of purpose of medication Yes No

8. Student is able to identify specific symptoms/triggers that indicate need for medication

Yes No
4., Student is knowledgeable about medication dosage/frequency Yes No
5. Student demonstrates proper administration of medication Yes No
6. Student has plan for access to medication at all times _____Yes ___ No (where it s to be kept

during class, recess, gym)

7. Student is knowledgeable about how to access assistance for self if needed in an

emergency. Yes No

8. Spare inhaler to be kept in health room Yes No

9. Student is aware that any inappropriate use or sharing with others may result in

parental notification and limiting the right to carry medication. Yes No
10. The student and nurse have a plan for communicating each instance of rescue inhaler

self~administration Yes No.

The student has completed the self-carry and self~administration evaluation and has
demonstrated appropriate self-administration and level of responsibility to self-carry their
medication.

Health Room Signature

Student Signature
Date
Copy of form in student health file.




Self-Carry and Self-Administration of
Auto-Injectable Epinephrine Evaluation

Student Date of Birth

Grade Homeroom/Teacher

Name of Medication

Current medication form on file with parent signature and health care provider signature

authorizing self-carry and self-administration of the medication Yes No
Interview Date Health Room Staff’
Reviewed with teacher Date
1. Student is capable of identifying individual medication Yes No
2. Student is knowledgeable of purpose of medication Yes No

8. Student is able to identify specific symptoms/triggers that indicate need for medication

Yes No
4, Student is knowledgeable about medication dosage/frequency Yes No
5. Student demonstrates proper administration of medication Yes No
6. Student has plan for access to medication at all times ____Yes __ No (where it is to be kept

during class, recess, gymy)

7. Student is knowledgeable about how to access assistance for self if needed in an

emergency, Yes No

8. Spare auto-injectable epinephrine to be kept in health room Yes No

9. Student is aware that any inappropriate use or sharing with others may result in

parental notification and limiting the right to carry medication. Yes No
10. The student is aware that they have to notify nearby school staff and the health room
immediately if the medication is used, and that emergency services will be notified

Yes No.

The student has completed the self-carry and self-administration evaluation and has
demonstrated appropriate self-administration and level of responsibility to self-carry their
medication.

Health Room Signature
Student Signature

Date
Copy of form in student health file.
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Section 21

Resources

Archdiocese of Baltimore Contacts
Department of Schools: (410) 547-5515
Director of Child and Youth Protection: (410) 547-5368

Director of Student Support Services: (410) 625-8495
Director of Risk Management: (410) 547-5424

https://www.archbalt.org/office-of-risk-management/

Online Resources
Active Shooter Civilian Response training: https://www.alicetraining.com/

American Academy of Pediatrics: https:/www.aap.org

American Diabetes Association: www.diabetes.org

American Heart Association Information: www.heart.org

American Public Health Association (School based health):
www.Apha.org/schoolhealth

American School Health Association: www.Ashaweb.org

Epilepsy Foundation: www.epilepsy.com

FARE (Food Allergy Research and Education): https://www.foodallergy.org/

Glucagon Training: https://www.lillyglucagon.com/

International Students (general questions): www.ice.gov/

Maryland Asthma Control Program: www.asthmacommunitynetwork.org

Maryland Occupational Safety and Health Regulations:
http://www.dllr.state.md.us/labor/mosh;

Maryland School Health: www.mdschoolhealthservices.org;

Maryland State Board of Nursing: www.mbon.org




Maryland State Department of Education, Students Services Branch, 200 West
Baltimore Street, Baltimore MD 21201, (410)767-0311:
www.marylandpublicschools.org

Maryland State Department of Health and Mental Hygiene, 201 West Preston
Street, Baltimore, MD 21201, (877) 463-3464: https://health.maryland.gov/

National Association of School Nurses: www.nursesource.org

National Asthma Education and Prevention Program: https://www.nhlbi.nih.gov

National Catholic Educational Association: www.ncea.org

National Centers for Disease Control and Prevention, general information: (1-800-
232-4636): www.cdc.gov

National Heart, Lung, and Blood Institute: http://www.nhlbi.nih.gov/

National Hemophilia Foundation: http://www.hemophilia.org

Poison Hotline- 800-222-1222: www.poison.org

School Based Asthma Management System:
https://www.hipxchange.org/SAMPRO

Specialized Health Needs Interagency Collaboration Project (SHNIC):
https://www kennedykrieger.org/community/community-programs/specialized-
health-needs-interagency-collaboration

US Department of Education FERPA for parents and students:
https://studentprivacy.ed.gov/training/student-privacy-101




State of Maryland

Local Department of Social Services

Allegheny County

1 Frederick Street, Cumberland, MD 21501

Phone: (301)784-7122; after hours (301) 759-0362
Anne Arundel County

7500 Ritchie Highway, Glen Burnie, MD 21401-1787
Phone: (410)421-8400

Baltimore City
1900 N. Howard Street, Baltimore, MD 21218
Phone: (410)361-2235 (24 hours)

Baltimore County
6401 York Road, Baltimore, MD 21212
Phone: (410) 853-3000 (24 hours) Option 1

Carroll County
1232 Tech Drive #1, Westminster, MD 21157
Phone: (410) 386-3434 (24 hours)

Cecil County

170 East Main Street

Elkton, MD 21922

Phone: (410) 996-0100 (Option 3)

Frederick County

100 East All Saints Street, Frederick MD 21701

Phone: (301) 600-2464; after hours-(301) 564-8230 (police department)

Harford County




2 South Bond Street, Bel Air, MD 21014
Phone: (410) 836-4713; after hours-(410) 683-4500 (Sheriff’s Office)

Howard County

7121 Columbia Gateway Drive, Columbia MD 21046

Phone: (410) 872-4203; after hours-(410)313-2929 (police department)
Queen Anne’s County

125 Comet Drive, Centreville, MD 21617

Phone: (410) 758-8000 (24 hours)

Washington County
122 North Potomac Street, Hagerstown, MD 21741-1419
Phone: (240) 420-2222 (24 hours)




Addresses & Telephone Numbers for Infectious DlseéserReportlr;é

% Telephone (T) or Pager (P) Number for After Hours and Weekend Reporting

JURISDICTION

ADDRESS

JURISDICTION

ADDRESS

- ALLEGANY -
Ph. 301-759-5112
Fax 301-777-5669
*T_301-759-5000

PO Box 1745
12501 Willowbrook Road SE
Cumberiand MD 21501-1745

~HARFORD

Ph. 410-612-1774
Fax 410-612-9185
*T. 443-243-5726

- 1321 Woodbridge Station Way

Edgewood MD 21040

ANNE ARUNDEL

Ph.-410-222-7256
Fax 410-222-4004
*T 443-481-3140

Communicable Disease & Epi.
1 Harry S. Truman Parkway
Room 231

Annapolis MD 21401

HOWARD
Ph. 410-313-1412

.Fax-410-313-6108

*T 410-313-2929

8930 Stanford Blvd
Columbia MD 21045

BALTIMORE CITY
Ph. 410-396-4436
' Fax 410-625-0688
*T 410-396-3100

1001 E. Fayette Street
Baltimore MD 21202

KENT

Ph. 410-778-1350
Fax-410-778-7913
*T(410) 708-5611

125 S. Lynchburg Street
Chestertown MD 21620

BALTIMORE CO.’
Ph, 410-887-6011
Fax 410-377-5397
%*T 410-832-7182

Communicable Disease, 3rd Floor
6401 York Road
Baltimore MD 21212

MONTGOMERY

Ph, 240-777-1755
Fax 240-777-4680

* T 240-777-4000

2000 Dennis Avenue
Suite 238
Silver Spring MD 20902

CALVERT
Ph. 410-535-5400
Fax 410-414-2057

%P 443-532-5073

PO Box 980
975 Solomon's Island Road
Prince Frederick MD 20678

PR.GEORGE'S
oh, 301:583-3750

Fax 301-583-3794

*T 240-508-5774 -

3003 Hospital Drive
Suite 1066
Cheverly MD 20785-1194

CAROLINE
Ph. 410-479-8000

Fax 410-479-4864"

*T 443-786-1398

403 South 7th Street
Denton MD 21629

QUEEN ANNE'S
Ph. 410-758-0720-

Fax 410-758-8151
*T 410-758:3476

206 N, Commerce Streset
Centreville MD 21617

CARROLL

Ph. . 410-876-4900
Fax 410-876-4959
*T 410-876-4900

290 S. Center Street
Westminster MD 21158-0845

ST. MARY'S
Ph. 301-475-4316
Fax 301-475-4308
*T 301-475-8016

PO Box 316
21580 Peabody Street
Leonardtown MD 20650

CECIL
Ph:'410-996-5100

Fax 410-996-1019 -

*T 410-392-2008

John M. Byers Health Center
401 Bow Streset
Elkton MD 21921

SOMERSET
‘Ph. 443-523-1740
‘Fax 410-651-5699

Attn: Communicable Disease
7920 Crisfield Highway

. Westover MD 21871

CHARLES

Ph.: 301-6809-6810-

Fax :301-934-7048
*T.301-932-2222

PO Box 1050
White Plains MD 20695

*T 443-614-6708 ..~

2> 100 8. Hanson Street
- Easton MD 21601

TALBOT :
Ph. 410-819-5600

-Fax- 410-819-5693"
“%T- 410-819-5600

DORCHESTER

Ph. 410-228-3223
Fax 410-901-8180
*P 410-221-3362

3 Cedar Street
Cambridge MD 21613

WASHINGTON

Ph.240:313-3210
Fax240-313-3334
*T .240-313-3290

1302 Pennsylvania Avenue

Hagerstown MD 21742

FREDERICK
Ph. 301-600-3342
Fax 301-600-1403

%*T. 301-600-1603.

350 Montevue Lane
Frederick MD 21702

WICOMICO

Ph. 410:543-6943 .

Fax 410-548-5151
*T 410-543-6996

Attn: Communicable Disease
108 E. Main Street
Salisbury MD 21801-4921

GARRETT

Ph. 301-334-7777
Fax 301-334-7771
Fax 301-334-7717
*T. 301-334-1930

Garrett Co. Community Health Ctr.

1025 Memorial Drive
Oakland MD 21550-4343
(Fax for use during emergencies)

“WORCESTER

Ph.-410-632-1100
Fax 410-632-0006

%T 443-614-2258

PO Box 249
Snow Hill MD 21863

Instructions for Maryland Communicable Disease Laboratory Reporting (DHMH 1281)
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Addresses & Telephone Numbers for lnfectlous Disease Reportlng
% Telephone (T) or Pager (P) Number for After Hours and Weekend Reporting

OFFFICE

ADDRESS

.CENTER-FOR HIV:SURVEILLANCE, EPIDEMIOLOGY & EVALUATION
Ph. 410-767-5939
Fax Do NOT Fax )

%P 410-716-8194 (For use when Local Health Department is unavailable.)

Maryland DHMH

500 North Calvert Street, 5" Floor
Baltimore, MD 21202

ATTN: CHSE

GENTER FOR SEXUALLY TRANSMITTED INFECTION PREVENTION
Ph. 410-222-6690
Fax 410-528-6098 '

*P 410-716-8194 (For use when Local Health Department is: unavallable )

-sti@dhmbh.state.md.us

Maryland DHMH

500 North Calvert Street, 5" Floor
Baltimore MD 21202

ATTN: CSTIP

CENTER FOR TUBERCULOSIS CONTROL AND PREVENTION
Ph. - 410-767-6698
Fax 410-383-1762 : L L

%P 410-716-8194 (For.use when Local Health Department is unavailable.)

© Maryland DHMH
500 North Calvert Street, 5 Floor

Baltimore MD 21202

~ ATTN: TB Control

INFECTIOUS DISEASE EPIDEMIOLOGY & OUTBREAK RESPONSE BUREAU
Ph. ~410-767-6700/6709
Fax 410-225-7615

%*T - 410-795-7365 -

(For use when Local Health Department is unavailable.).

¢ Maryland DHMH

201 West Preston Street, 3 Floor
Baltimore MD 21201
ATTN: PHPA/OIDEOR/Unit 26

Instructions for Maryland Communicable Disease Laboratory Reporting (DHMH 1281)

REVISED: August 1, 2016
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34 MEDICAL TERMINOLOGY ABBREVIATIONS

MEDICALTERMINOLOGY ABBREVIATIONS

The following list contains some of the most common abbreviations found in medical records. Please note that in
medical terminology, the capitalization of letters bears significance as to the meaning of certain terms, and is often
used to distinguish terms with similar acronyms.

@—at

A & P—anatomy and physiology
ab—abortion

abd—abdominal

ABG—arterial blood gas
a.c,—before meals

ac & cl—acetest and clinitest
ACLS—advanced cardiac life support
AD-—-right ear

ADL—activities of daily living

ad lib—as desired
adm—admission

afeb—afebrile, no fever
AFB—acid-fast bacillus
AKA—above the knee
alb—albumin

alt dieb—alternate days (every other day)
am—morning

AMA~—against medical advice
amal—amalgam

amb—ambulate, walk
AMI—acute myocardial infarction
amt—amount

ANS—automatic nervous system
ant—anterior

AOx3—alert and oriented to person, time, and place
Ap—apical

AP—apical pulse
approx—approximately
ag—aqueous

ARDS—acute respiratory distress syndrome
AS—left ear

ASA-—aspirin

asap (ASAP)—as soon as possible
as tol—as tolerated
ATD—admission, transfer, discharge
AU—Dboth ears

Ax—axillary

BE~—barium enema

bid—twice a day

bil, bilateral—both sides
BK—below knee

BKA—Dbelow the knee amputation
bl—blood

bl wk—Dblood work

BLS—basic life support
BM—bowel movement
BOW-—bag of waters

B/P—Dblood pressure

bpm—beats per minute

BR—bed rest
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BRP—bathroom privileges
BS—Dbreath sounds

BSI—Dbody substance isolation
BSO—bilateral salpingo-oophorectomy
BUN—blood, urea, nitrogen levels
BVM—bag-valve-mask

bx—biopsy

c—with

C & S—culture and sensitivity
c-spine—-cervical spine

CA—cancer

CAD-—coronary artery disease
cal—calorie

CAT—computerized axial tomography
cath—catheter

CBC—complete blood count
cc—cubic centimeters

CC—chief complaint
CCU—coronary care unit, critical care unit
CHD-—coronary heart disease
CHF—congestive heart failure
CHO—carbohydrate
chol-—cholesterol

circ—circumcision

cllig—-clear liquid

CNS-—central nervous sysyem
c/o—complains of

COPD—chronic obstructive pulmonary disease
CPK—creatine phosphokinase
CPR—cardiopulmonary resuscitation
CPT-—chest physical therapy
CS—central supply
CSF-—cerebrospinal fluid
CT—computer tomography
CVA—cerebrovascular accident (stroke)
CVU-—cardiovascular unit
cx—cervix or complaint of
CXR—chest X ray
cysto—cystography
d/c—discontinue

D & C—dilation and curettage
DAT—diet as tolerated
DC—discontinue or discharge
del—delivery

Del. Rm.—delivery room
diff—differential
DNA—deoxyribonucleic acid
DNR—do not resuscitate
DOA—dead on arrival

DOB—date of birth
DPT—diphtheria, pertussis, tetanus
DRG—-diagnosis-related grouping
D/S—dextrose in saline
DT’s-—delirium tremens
DW-—distilled water

D5W 5%—dextrose in water
Dx-—diagnosis
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EBL—estimated blood loss
ECG—electrocardiogram
ED—emergency department
EEG—electroencephalogram
EENT—eyes, ears, nose, throat
EKG—electrocardiogram
EMG—electromyogram
EOA—esophageal obturator airway
ESR—erythrocyte sedimentation rate
est—estimated

ER—emergency room
ET—endotracheal

ETA—estimated time of arrival
etiol—etiology

ETOH-—ethyl alcohol, intoxicated
exam—examination
exp—exploratory

ext—external, extract, extraction
FBOA-—foreign body obstructed airway
FBS—fasting blood sugar
FBW—fasting blood work

FF (F. Fl)—force fluids

PH—family history

FHS—fetal heart sounds

FHT—fetal heart tone

FIFO—first in, first out
FSH—follicle-stimulating hormone
ft—foot

FUO-—fever of undetermined origin
Fx—fracture

GB—gallbladder
Gl—gastrointestinal
GU—genitourinary

GTT—glucose tolerance test (pancreas test)
gtt(s)—drop(s)

gyn—gynecology

H & H—hemoglobin and hematocrit
HCG—human chorionic gonadotrophin
hct—hematocrit
HDL—high-density lipoprotein
hgb—hemoglobin

HOB—head of bed

hr (h)—hour

HIV—human immunodeficiency virus
H&P—history and physical
HR—heart rate

hs—hour of sleep, bedtime
ht—height

Hx—history

hypo—hypodermic injection
hyst—hysterectomy

IBS—irritable bowel syndrome

I & D—incision and drainage

I & O—intake and output
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ICP—intracranial pressure
ICU—intensive care unit
IM—intramuscular

ing—inguinal

inj—injection

IPPB—intermittent positive pressure breathing
irrig—irrigation

IS—intercostal space
isol—isolation

IT—inhalation therapy
IUD—intrauterine device
IV—intravenous

IVE-—in vitro fertilization
IVP-—intravenous pyelogram
K+—potassium

KCl—potassuim chloride
KUB—kidney, ureter, bladder
IL—lumbar

L & D—Ilabor and delivery
lac—laceration

lab—Tlaboratory

lap-—laparotomy

lat—Iateral

LD——lethal dose

LDH—lactic dehydrogenase
LDL—Ilow-density lipoprotein
liq—liquid

LLQ, LLL—left lower quadrant (abdomen), lobe (lung)
LMP—-last menstrual period
LOC—level of consciousness
LP—Ilumbar puncture

It—left

LUQ, LUL—Ieft upper quadrant (abdomen), lobe (lung)
MA-—mental age

MAST—medical antishock trousers
MCI—mass casualty incident
meds—medications
MI—myocardial infarction
MICU—mobile intensive care unit
min—minute

MN—midnight

MOM-—nilk of magnesia
MRI—magnetic resonance imagery
MS—morphine sulfate, multiple sclerosis
MVA—motor vehicle accident
NVD-—nausea, vomiting, diarrhea
Na+—sodium

NaCl—sodium chloride
N/C—nasal cannula
no—complaints

neg—negative

neuro—neurology
NG—nasogastric
NGT—nasogastric tube
nitro—nitroglycerine

NKA—~no known allergies

noc (t)—night

NPO-—nothing by mouth
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NS—normal saline
nsg—nursing

NSR—normal sinus rhythm
NVS—neurological vital signs
O—oxygen

OB—obstetrics

OD-—right eye, overdose
oint—ointment

OO0B—out of bed
OPD—outpatient department
OR—operating room
ord—orderly
ORTH—orthopedics
ortho—correct, right (bones)
os—mouth

OS—left eye
OT—occupational therapy
OU-—both eyes

oz—ournce
p—after
P——pulse

P & A—percussion and auscultation
PAC—premature atrial contraction
palp—palpation

PAR—post-anesthesia room
PAT—paroxysmal atrial tachycardia
pc—after meals

pCO2—partial pressure of carbon dioxide
PDR—physician’s desk reference
PE—ophysical exam, pulmonary embolism
PEDS—pediatrics

per—by or through

PERL(A)—pupils equal and reactive to light (and accommodation)
PET-—positron emission tomography
PH—past history

pH—hydrogen ion concentration
PID—opelvic inflammatory disease
PKU—phenylketonuria

pm—between noon and midnight
PNS—peripheral nervous system

po—Dby mouth

post (pos)—posterior

postop, PostOp—-—postoperative

pp (p.p.)—postprandial (after eating)
pO2—partial pressure of oxygen
PPD—purified protein derivative (TB test)
preop, PreOp—before surgery

prn—as needed, whenever necessary

pro time—prothrombin time
pt—patient, pint
PT—physical therapy

PTT—partial prothrombaplastin time
PVC—premature ventricular contraction
Px—physical exam, prognosis

q—every

qd—every day

qh—every hour

q2h, q3h, ..—every two hours, every three hours, ..,
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ghs—every night at bedtime

qid—four times a day

qns—quantity not sufficient
qod—every other day

qs—quantity sufficient

t (R)—-rectal

R (resp)—respirations, rectal
RAYU—radioactive iodine uptake study
RBC—red blood cell/count
reg—regular

Rh—rhesus

RK-—radial keratomy

RL—ringer’s lactate

RLQ, RLL—right lower quadrant (abdomen), lobe (lung)
RML—right middle lobe (lung)
RO—reality orientation

R/O—rule out

* ROM—range of motion
R.R.—recovery room

RUQ, RLL—right upper quadrant, lobe
rt—right

RV—-residual volume

Rx—take (prescription)

s—without

S & S—signs and symptoms

ss—1/2

Sats—oxygen/blood saturation level
SA-—sinoatrial

SB—small bowel

sc—subcutaneous

SGOT—serum glutamic oxaloacetic transaminase
SGPT—serum glutamic pyruvic transaminase
SIDS—sudden infant death syndrome
Sig:—Ilabel/write

SL—sublingual

SMAC—sequential multiple analysis computer
SOB—shortness of breath
spec—specimen

sp. gr.—specific gravity

$Q, sub g—subcutaneous

SSE—soap suds enema
stat—immediately

STD—sexually transmitted disease
STH—somatotropic hormone
SVD—spontaneous vaginal delivery
SVN—small volume nebulizer
SVT—supraventricular tachycardia
Sx—symptoms

T—temperature, thoracic

T & A—tonsillectomy and adenoidectomy
tab-—tablet

tachy—tachycardic

TAH—total abdominal hysterectomy
TB—tuberculosis

TCDB—turn, cough, deep breath

temp (T)—temperature

TH—thyroid hormone

TIA—transient ischemic attack




40 MEDICAL TERMINOLOGY ABBREVIATIONS

tid—three times a day
TMJ—temporomandibular joint
tol—tolerated

TPN—total parenteral nutrition
TPR—temperature, pulse, respirations
tr—tincture

trach—tracheotomy, tracheostomy
TSH—thyroid-stimulating hormone
TT—tetanus toxiod
TUR—transurethral resection
TV—tidal volume

TVH-—total vaginal hysterectomy
TX—traction

UA—urinalysis

umb-—umbilicus
unc,—unconscious
ung-—ointment

unk—unknown

ur—urine

URC—usual, reasonable, customary
URI—upper respiratory infection
US—ultrasonic

UTI—urinary tract infection

V fib—ventricular fibrillation

V tach—ventricular tachycardia
vag—vaginal

VC—vital capacity

VD—venereal disease
vit—yvitamin

vo—verbal order

vol—volume

V/S—vital signs

WA—while awake

WBC—white blood cell/count
w/c—wheelchair

WNL—within normal limits
wit—weight

ylo—year(s) old
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