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Cathy Harris RN BSN
Region 18 ESC
Midland TX
(432) 567-3279

Effective Clinic Management 
in the School Setting 

An RN 
is a School Nurse

An LVN is part of 
the School Health 

Services team
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“ The number of 
students seen 
monthly in the clinic 
exceeds the total 
enrollment for the 
school district.”
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• Increased # return 
to class when a 
nurse is on the 
campus

• Shorter amount of 
time in clinic
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“A serious accident 
happens every day 
that school is open.”
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• Invasive procedures
• Medications, what 

route?
• Troubleshooting 

medical technology
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• Clinic Referral Slips
• Nursing Notes

• Phone logs
• Medication logs

• Assessment 
findings

• Referral follow-up
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• Means of verifying 
reason sent to the 
clinic

• Nursing 
documentation

• Time arrived and 
departed

• Trends
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According to the Blood Borne 
Pathogen guidelines, each 
classroom teacher will be 
given a packet of gloves, 
Band-Aids, gauze pads and 
other items to handle minor 
scrapes and wounds. 

Each classroom teacher will be 
informed of students, in 
her/his classroom, with 
chronic conditions or 
potential for emergent 
conditions.

• Healing abrasion (scab) is itchy or sore, but intac t.
• Soreness from old injury, no apparent redness or 

swelling 
(ice will not help more than 24 hours after injury)
• Student frequently asked to leave class and rarely 

has to go home due to illness.
• Student frequently asks to go to clinic at the same  

time, each day.
• Student has loose tooth, not due to injury.
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• Vomiting (not just spitting up phlegm)
• Bleeding
• Animal bite
• “Not feeling well” persists beyond 45-60 minutes OR  is 

extremely sudden and severe
• Obviously ill in appearance or behavior, compared t o other 

days
• Symptoms of infection in any area: redness, heat, p ain, 

swelling, pus
• Earache (never put cotton, tissue or anything IN th e ear)
• Undiagnosed rash
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• Chapped lips: Cover with thin layer of Vaseline, if  available
• Minor abrasions (scrapes): Wash with soap and water , apply 

Band-Aid on clean, dry wound
• Mosquito/insect bites, presenting with mild, locali zed itching: 

Apply towel, moistened with cool water
• First indications of “not feeling well”: Put head o n desk, go to 

bathroom, get drink, see if lunch helps
• Contact lenses: Student should provide own solution  for 

cleaning lenses.
• Itchy eyes: wash face/eyes with cool water
• Pierced ears, showing no signs of infection: Clean with cool 

water
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• Exhibits problems related to chronic illness (asthm a, diabetes, 
migraines, allergic reactions) accompany student, i f indicated

• Sore throat
• Injury to head, eyes, face, ears
• Bone/joint injury: student should not bear weight, bend or 

move extremity until assessed
• Signs of allergic reaction: hives, itching, swellin g of mouth/lips, 

hoarseness, abdominal pain, nausea, vomiting, dizzi ness or 
wheezing

• Suspected head lice
• Nosebleed: student should pinch own nose closed, br eathe 

through mouth, be accompanied to clinic
• Splinters: the site will be cleaned and covered, if  it is embedded
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• Loss of consciousness
• Seizure
• Serious falls or accidents that involve head, 

neck, spinal or upper leg injury DO NOT 
MOVE STUDENT

• Signs of severe hypoglycemia
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• If you are a diabetic, special forms are needed 
for you to have your equipment at school 

• If you require an EpiPen for 
severe allergic reactions,  information is 
needed on file in the clinic

school district personnel are 
immune from liability when 
following the established 
medication statute (TEC §
22.052.), 

BUT if they go outside that 
provision they are not immune. 
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• School Nurse Handbook for the School Health Program , 
Section E-3.2 (Sept 1989, TEA, Austin TX): "School Districts 
should not provide any medication for students or personnel. Only 
medication provided by and requested by a parent/guardian should 
be dispensed. If medication is provided, school districts and school 
nurses will be in the position of not only "diagnosing and 
prescribing," but also in "dispensing" medication for which they are 
not licensed. "Medication" is recognized as prescription as well as 
nonprescription drugs and includes, but is not limited to: 
analgesics, antacids, antibiotic ointments, antihistamines, 
decongestants and cough/cold preparations." 

http://www.dshs.state.tx.us/schoolhealth/chap5.pdf
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(a) On the adoption of policies concerning 
the administration of medication to students 
by school district employees, the school district, 
its board of trustees, and its employees are immune 

from civil liability from damages or injuries 
resulting from the administration of medication to a 
student if:

(1) the school district has received a written request 
to administer the medication from the parent, legal 
guardian, or 
other person having legal control of the student; and
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(2) when administering prescription 

medication, the medication is administered 

either:
(A) from a container that appears to be:

(i) the original container; and
(ii) properly labeled; or

(B) from a properly labeled unit dosage container 
filled by a registered nurse or another qualified district 
employee, as determined by district policy, from a container 
described by Paragraph (A).
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(b) The board of trustees may allow a 

licensed physician or registered nurse 

who provides volunteer services to the school district 

and for whom the district provides liability insurance to 
administer to a student:
(1) nonprescription medication; or
(2) medication currently prescribed for the student by 
the student's personal physician.
(c) This section may not be construed as granting immunity 
from civil liability for injuries resulting from gross negligence.
Added by Acts 1995, 74th Leg., ch. 260, § 1, eff. May 30, 
1995. Amended by Acts 2003, 78th Leg., ch. 1197, § 2, eff. Sept. 
1, 2003.
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• Diabetes
• Asthma

• Anaphylaxis
• Requires 

physician’s 
statement and 
parent authorization
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• Prior to Departure
• During the Field 

Trip
• Return to campus

• Medications
• UDCAs
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• Triage
• Parent notification

• Campus security or 
administration
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• Campus notification
• Arrival at DAEP

• Staff giving the med
• Documentation

• Discharge from 
DAEP
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Vaccines Kindergarten 7th Grade 8th - 12th Grade 

Diphtheria, Tetanus, and 
Pertussis1 
(DTaP/DTP/DT/Td/Tdap) 

5 doses or 4 
doses2 

3 doses3 1 
Tdap/Td 
booster4 

3 doses3 1 
Tdap/Td booster 

within last 10 
years5 

Polio1, 6 4 doses or 3 
doses 

4 doses or 3 
doses 

4 doses or 3 doses 

Measles, Mumps, and 
Rubella1, 7, 11 (MMR) 2 doses 2 doses7 2 doses7 

Hepatitis B1, 8, 11 3 doses 3 doses 3 doses 

Varicella1, 9, 11, 12 2 doses 2 doses 1 dose9 

Meningococcal1 1 dose 

Hepatitis A1, 10, 11 2 doses 
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• Clinic Referral Slips
• BBP

• Medications
• Field Trips

• Diabetes
• Anaphylaxis
• Seizures

• Confidentiality
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• Reported to campus 
administrator/security

• Not moved or touched
• Isolation

• Remove students if 
necessary
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“S I G- E- C A P S”

• S - Suicidal thoughts, sadness
• I - Interest (loss of interest)
• G - Guilt feelings
• E - Energy decline
• C - Concentration problems
• A - Appetite changes
• P - Psychomotor retardation 
• S - Sleep disturbances
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What to examine?
• Scalp

• Live lice

• Hair shafts 
• Eggs (“Nits”)
• Just above the scalp

• Use magnifying glass, gloves
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What to examine?
• Eye

• Pus
• Redness
• Visual status
• Foreign bodies

• Lymph nodes

• Nose and throat 
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What to ask?
• How long?

• Injury?
• Itching vs. burning/pain?

• Visual changes?
• Associated symptoms?

• Fever, sore throat, cough, both eyes = viral
• One sided, pus, exposure history = bacterial
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What to ask?
• Recent illness?
• Heat exposure? 
• Medications? 
• Associated symptoms?

• Stiff neck
• Confusion
• Rash
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What to examine?
• General

• Abdomen
• RLQ, CVA, SP or diffuse pain
• Guarding/rigid 
• Bowel sounds

• Dehydration 

�����������

What to ask?
• How long?
• Associated symptoms?

• Strep = fever, headache, neck pain, stomache
• Viral = fever, cough, congestion, V/D, 
• GC = GU complaints, arthritis, rash
• Allergies = itchy/scratchy, rhinitis, exposure

• Social issues?
• Medications?
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• Prevention
Education

• Intervention
First Responders

• Postvention
Documentation
Debrief

Restock
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What to ask?

� What’s wrong?
� Heat rash� small red bumps in hottest areas
� Heat cramps� arms/legs/abdominal muscles
� Heat exhaustion� Dizzy, nausea, vomiting, headaches, 

weakness, muscle pain, clammy.
� Heat stroke� Above except dry skin, confused (to 

coma), seizures, dry hot skin

� How did it happen?

� Medications/drugs?
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• Remove 
from heat

• Rapidly cool
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What to examine?
• Take core temperature

• T 104 for Heat Stroke
• May be normal for others

• Mental status
• Skin

• Pulses
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• Bumps and 
Bruises

• Scrapes
• Sprains

• Strains
• Fractures

• Oral Trauma
• Nose Bleeds

• Lacerations
• Head Injuries

• Overheating
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What to examine?
• Wound

• Deep vs. superficial
• Clean vs. contaminated
• If old, infected?  Impetigo �

• Range of motion
• Weight bearing 
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What to do?
• Gently clean

• Saline and gauze
• Clean wet washcloth
• Running tap water

• Remove debris 
• Antibiotic ointment
• Bandage
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What to do?
“pRICEmmms”

• Protect the joint = crutches, slings, tape…
• Rest
• Ice
• Compression
• Elevation
• Medication, modality (PT), motion (keep loose)

• Strength
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What to ask?
• What happened?

• Tooth/jaw/lip/tongue hurt?
• What hit you?  (BAD if it is another person)
• How long ago?
• Permanent teeth?

• Where are the teeth? 

• Have a dentist?

���������#�

What to examine?
• Teeth

• Avulsed (knocked out, loose)
• Fractured
• Chipped
• Intrusion

• Jaw/face: feel for “crunchy” sensation

• Mucosal/tongue injury

 ����,�����

What to ask?
• How much blood, how long?

• What has been done to stop bleeding?
• Trauma?

• Blunt
• Picking

• Upper respiratory infection? Allergies?
• History of Bleeding?
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What to examine?
• Nose

• Fracture (usually at bridge)
• Active bleeding

• Which side?  Always the same?
• Throat

• Neurologic
• Vision
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What to ask?
• How did it happen?

• Sharp vs. blunt force?
• Fall, if so how high?
• Foreign body, dirty?
• Puncture?
• How long ago?

• Tetanus status
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What to examine?
• Wound

• How wide?
• How deep?
• How long?
• Contaminated?
• Across nerves/tendons/vessels/galea?

• Head/spine injury?
• Fracture?
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What to do?
• Stop bleeding

• Wear gloves
• Direct pressure
• 1 gauze at a time 

• Decide if repair needed
• No � wash, antibiotic ointment, bandage
• Yes � wash, cover with saline soaked 

gauze(s)
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• What happened?
• Witnessed?
• Fall vs. blunt trauma?
• How far/hard?
• What surface?
• How landed?

� Symptoms
� Loss of consciousness?

� Immediate/delayed?
� How long?
� Motor activity?

� Stiff
� Jerking
� Limp

� Vomiting?
� Immediate vs. delayed?
� How many times?

� Weak/numb/AMS?

• Headache?
• Severity
• Worsening

• Neck/back injury
• Other pain?
• H/o seizures, fainting?

• Medications
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Site of Piercing Average Healing Time

Earlobes 6-8 weeks

Ear cartilage 3-6 months

Nostril 3-6 months

Septum of nose 4-8 weeks

Eyebrow 2-4 months

Lip 2-4 months

Cheek 3-5 months

Tongue 4-8 weeks

Naval 4-8 months
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• Leave the piercing in!
• Allows infected fluid to 

drain
• If removed, more likely 

to abscess
• Pseudomonas and 

Staphylococcus most 
common organisms

• Most likely site to get 
infected:  naval

• Warm
• Moist
• Irritated by waistband
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• Rib 
• Humerus

• Femur
• Tibia

• Skull

• Hand
• Ulna

• Radius
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• The abuser shames the child, points out that the child let 
it happen, or tells the child that his or her parents will be 
angry. 

• The abuser is often manipulative and may try to confuse 
the child about what is right and wrong. 

• The abuser sometimes threatens the child or a family 
member. 

• Some children who do not initially disclose abuse are 
ashamed to tell when it happens again. 

• Children are afraid of disappointing their parents and 
disrupting the family. 

• Some children are too young to understand. 
• Many abusers tell children the abuse is "okay" or a 

"game.
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• Tell a trusted friend
• Tell a trusted adult, other than parent
• May tell "parts" of what happened or pretend it 

happened to someone else to gauge adult 
reaction

• May "shut down" and refuse to tell more if you 
respond emotionally or negatively
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• The child shuts down. 
• The child changes his/her story if you show 

anger and disbelief, when, in fact, abuse is 
actually occurring. 

• Leading questions can cause the child to 
change the account, so future tellings appear to 
be "coached."

• The child feels even guiltier. 
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• Believe the child and make sure the child knows it. 
• Thank the child for telling you. Praise the child's courage. 
• If you must ask questions to keep the child talking, ask open-ended ones 

like "what happened next?" 
• Seek the help of a professional who is trained to interview the child about 

sexual abuse. Professional guidance could be critical to the child's healing 
and to any criminal prosecution. 

• Assure the child that it's your responsibility to protect him or her and that 
you'll do all you can. 

• Report all cases of suspected abuse, inside/outside the immediate family. 
• Sexually abused children who receive support and psychological help can 

and do heal. 
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Labored breathing Confused
Very weak Unconscious
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Hyperglycemia:
Possible Signs &Symptoms

Frequent urination Blurred vision
Flushing of skin Increased hunger

Fatigue/sleepiness Stomach pains
Sweet, fruity breath Weight loss

Dry mouth Vomiting
Stomach cramps Nausea

Mild Symptoms
Lack of concentration        Thirst

Students with hyperglycemia or hypoglycemia may not 
concentrate well.

During academic testing :
• Check blood glucose before and during testing, per educational 

plan.  
• Access to food/drink and restroom. 
• If a serious high or low blood glucose episode occurs, students 

should be excused with an opportunity for retake.

Students should have adequate time for taking medication, 
checking blood glucose, and eating.
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• Hyperglycemia due to inadequate insulin can 
lead to DKA and/or coma or death (mainly in 
type 1). 

• Interferes with a student’s ability to learn and 
participate.

• Serious complications develop when glucose 
levels remain above target range over time or 
are recurring.
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• Eat, insulin, check BG, exercise ON TIME.

• Reliable and accurate insulin dosing, per DMMP.   

• Ensure that food eaten matches insulin dosing:
• Monitor food intake per DMMP
• Report binge eating 

• Teachers consult parent/guardian prior to extra snacks.
• Consult with parent/guardian when snack, meal, or 

exercise times must be changed. 
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• Too much insulin 

• Too little food or delayed meal or 
snack

• Extra physical activity

• Illness

• Medications
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• Keep a quick-acting sugar source with the 
student.     ALWAYS.

• Treat at onset of symptoms
• Eat, Insulin, Test, Exercise ON TIME.
• Ensure reliable insulin dosing, per DMMP.
• Ensure insulin dosing matches food eaten.

• Watch picky eaters 
• Provide nutritional information to families
• May give insulin after eating if intake uncertain
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• Intervene promptly.
• Verify with blood glucose test when available.  
• When in doubt, always treat. If no meter is available, treat immediately, 

on-site.
• If untreated may progress to more serious events.

Initial treatment: Have student eat or drink fast acting carbs (15g)
– Test blood glucose 10-15 minutes after treatment
– Repeat treatment if blood glucose level remains low or if symptoms persist 
– Duration of symptoms depends on how low the blood glucose was and for 

how long
– After 10 -15 minutes, if symptoms continue, call parents
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Onset:
– sudden, 
– may progress to unconsciousness if not treated
– can result in brain damage or death

The DMMP should specify signs and action 
steps each level of severity:

– mild
– moderate 
– severe
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• Signed by physician
• Signed by parent

• Renewed annually 
or earlier, if needed

• Peak Flows
• Self-carry

• Observation of 
proper technique

• Insects
• Foods
• Plants 
• Medications
• Miscellaneous
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• Most common reactions come from stings 
from bees, wasps, yellow jackets and 
hornets.

• Reaction can be rapid and severe, due to 
the sting being quickly absorbed into the 
bloodstream.
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• Most common allergies include nuts, eggs, 
milk and shellfish. Peanut allergies are 
commonly more rapid and severe than 
other food allergies. Usual food allergic 
reactions are slower onset than insect 
stings.
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• Contact with the “poison” plants (ivy, oak, 
sumac), will cause allergic reactions, 
characterized by rashes. Plant pollen is 
also a cause of allergies in many people.

• Plant allergic reactions are rarely severe 
enough to be characterized as 
anaphylaxis.
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• Common allergies are to antibiotics, such 
as penicillin or aspirin related products. 
People with penicillin allergies are usually 
allergic to related antibiotics as well. 
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Latex allergy can include exposure to 
gloves, balloons and injections.
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• Indications
• Signs and symptoms of severe allergic reaction.
• Epinephrine Auto-Injector is prescribed to patient by a 

doctor.
• Medical Direction has been notified if the patient does 

not have a prescription for an auto injector.

• Contraindications
• None in a life threatening scenario.
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• Action: 
• Bronchodilation – Dilation of airways.
• Vasoconstriction – constriction of blood 

vessels.
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• Increase in heart rate
• Dizziness

• Headache
• Vomiting
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• Pallor
• Chest Pain

• Nausea
• Anxiety, 

Excitement

Types
• Tonic/clonic

• Absence
• Simple Partial

• Complex Partial
• Atonic
• Myoclonic

• Febrile

��
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• Seizure Plan
• Seizure meds

• Seizure documentation
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• IHPs
• ARDs

• Screening 
Accommodations

• Special Procedures 
Staff Training

• Physician’s Orders
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Inserted into stomach through the 
abdominal wall

• Inflatable balloon
• External base
• Anti – reflux valve
• Individual measured to ensure 

correct size
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Maximize the potential of nurses as partners 
for improving student health and supporting 

student success

TSNO website www.txsno.org
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