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all from the same classroom?” I too noticed that these children were are all about the
same size. To answer her own question she checked their hall passes; each was from a
different classroom. When the numbers of similar symptoms becomes apparent and
those symptoms fit the criteria for exclusion Ann’s responsibility is to take note of it.
However, once symptoms are documented in the electronic records her supervisor has
access to that and monitors the numbers that are presented at any given time. As an
added assurance of monitoring contagious diseases Ann would also contact her
supervisor to report what she had found. When reportable, Ann’s supervisor contacts the
State Health Department with the number of ill children. On this day, Ann was probably
a bit troubled by the numbers of students complaining of a stomachache and the few that
had vomited, but it was her electronic records that would be the source to determine the
significance of it. She said that when 10% of the school’s population were ill she would
contact her district supervisor to bring it to her immediate attention and to her principal’s
attention too.

Care for constipation. Besides a contagious gastrointestinal illness causing an
increase in children’s stomach complaints, other circumstances or conditions could
account for what had occurred. Ann’s professional medical knowledge and experience
working with elementary school age children made her keenly aware that constipation
ranks as a common reason for abdominal pain (Borowitz & Cuffari, 2011). Thus it was
prudent for her, after checking a child’s temperature, to ask children if they had to use the
restroom, and if they did not want to she would suggest they try anyway. Frequently it
made them feel better. Children arriving with abdominal pain were routinely sent to the

restroom. Many times that was all that was needed to resolve their pain.
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Care for hunger. Other times a tummy might hurt because the child was hungry.
For these children she kept cereal and milk (a weeks supply) in the room’s refrigerator.
Her gathered information helped to determine what would be most helpful on a case-by-
case assessment. When hungry children arrived complaining that their stomach hurt,
asking if they had eaten helped to give them relief. When children had not eaten they
were allowed time in the health office to eat cereal with milk on it. Interestingly, all
children at Wiggle Creek were allowed to have a free breakfast before classes started.
They did not always take advantage of that opportunity.

Others had not eaten, and still were not hungry. Beth and Ann expected children
to eat breakfast. Because the expectation was to eat breakfast, children were given the
opportunity to eat whether they ate or not was their choice. Not eating for long periods of
time could certainly have been the reason for stomach pains. Ann used her knowledge of
what children liked to eat to have a supply of favorite cereal available that would appeal
to most children. Eating a good breakfast was an important part of what she could do to
keep children in their classrooms.

Care for social issues. Sometimes stomachs ‘hurt’ for reasons that might be
attributed to a child perception of their social and/or emotional environment (e.g., a
child’s schedule and/or how they felt about it). Ann’s face-to-face encounters often
uncovered feelings that might be causing stomach distress. For example, a child might
come to her acknowledging that their stomach hurt, and while assessing for physical
symptoms (e.g., elevated temperature) she would help them to talk about other problems.
Ann regularly related to the children seeking help for a physical problem on multiple

levels. For example, Betsy had a problem with a specific learning time in her classroom.
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She arrived in the health office walking and almost skipping to announce that her
stomach hurt. To make her assessment of why her stomach hurt, Ann asked her
appropriate stomach questions: “Did you eat your breakfast?” “Why don’t you try going
to the bathroom?” Betsy comes out of the restroom to announce it didn’t work (reference
to a bowel movement). To that, Ann suggested, “Lets have you lie down for five
minutes.” She did this happily and willingly. Ann told her, “I’ll set the clock.”

In less than five minutes Betsy was asking to go back to class. While she rested on the
cot, Ann had asked about her day. Aware of Betsy’s schedule Ann already knew what
was causing her ‘pain’. Sure enough at just the right time Betsy realized that enough
time had passed since she left her classroom that she needed to get back there. She did
not want to miss reading. Ann documented the encounter in Betsy’s health record. If she
needed to investigate why Betsy had come, she had her electronic notes of the encounter.
As Betsy left, she had quick steps (almost running). To her quick exist, Ann asserted,
“Walk, walk with your arms folded.” (A behavior you hear school staff reminding
students to do on a regular basis.)

Acting within the scope of nursing practice, Ann had cared for children with
gastrointestinal complaints. She utilized nursing tools such as the thermometer to assess
for illness; she also utilized asking the right questions to gather valuable information
about the physical complaint and to gather other valuable information that had been
related to why a child’s stomach hurt. When the stomach complaint was not associated
with vomiting, Ann was able to send children back to class.

Upper Respiratory System Care

A sore throat, runny nose, and a cough are symptoms of upper respiratory
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illnesses that are common among elementary age children, especially in the winter
months. And, just as with headaches and tummy aches children were good at describing
this ailment’s symptoms too. Typically, children that had a cough in class entered the
health office coughing loudly as they announced why they had come. Those with sore
throats often entered appearing afflicted with something serious. Ann recognized “the
look™ and used humor to determine how ill they were.

In general, I noticed that she drew them close to engage in a caring relationship
while the child described their cough or sore throat. Her nursing tools (tongue depressor,
penlight and thermometer) allowed her to make an assessment of their throat. Once she
had a look at their throat or listened to their cough she would ask: “Would you like to
gargle? Her follow-up depended on her assessment of the appearance of the child’s
throat and the sound of the cough. Sometimes she got out her stethoscope to listen to
their chest. If she saw physical indications of a strep infection or heard abnormal chest
sounds she would contact the child’s parents. However, when she did describe her
assessment to a parent she was careful to describe the appearance of what she saw or
heard. She was careful how she worded her conversation with them. She informed me
that she might phrase it this way: “If it were my child I would want the doctor to have a
look.” If the child complaining of a sore throat or cough also presented with a fever, the
call to parents would be for them to take their child home. She would also inform them
of her other findings — usually suggesting they be seen by a physician.

Sometimes children with a cough or sore throat arrived in the health office for a
cough drop. District policy allowed the nurse to administer cough drops only when

parents had supplied the cough drops and had sent a note to document that the nurse
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could give the lozenges to their child. Any prescription medication for sore throats or
coughs were administered by the nurse following district guidelines (i.e., doctor’s
prescription and parent consent to administer at school.)

Typically a child was not sent home from school because they have a cough or a
sore throat. In some cases, Ann’s assessment of a cough or sore throat uncovered
conditions or symptoms that warranted the child be sent home and/or parents be informed
(Health Services, 2010). Coughs and sore throats are symptoms of respiratory illnesses
and an elevated temperature might indicate the presence of an infection (e.g., influenza,
strep throat, mono).

Rash Care

In the spring, Ann noticed an increase in conditions such as scabies, insect, and
dog bites. When a child with a rash arrived in her office she always assessed each one
individually, and she provided comfort and sympathy. I noticed that children with rashes
or spots that itched did not present with as dramatic illness behavior as did the tummy
complaints. Even though that may have been true, Ann did not change her response to
children with rashes. She always maintained her caring manner in support of children’s
health. A rash or bug bite can itch intensely and make focusing on instruction difficult at
best. Her professional medical knowledge and nursing experience would need to support
the action or treatment she would use to keep the child in their classroom or excluded to
protect the other children.

While it was not within the scope of her practice to diagnose diseases that present
with rashes, she still found it challenging to distinguish between rashes that were a

symptom of a contagious disease and those that were not. She described that many
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rashes/or itchy skin were from contact. In that case, children were asked to remove the
item thought to be causing the rash, and the skin was cleansed. Because she wanted to be
sure the rash was caused by contact and not something else the child was asked to return
for her to have another look. In addition, she always reminded children to “tell mommy
about your rash” and reminded them to not scratch it.

Sometimes her anti-itch lotion was smoothed over the affected area, other times
she covered the affected area with an adhesive bandage or an ice pack was placed on it to
reduce the itchiness. When children were sent home with serious rashes parents were
instructed to bring a doctors note to the health office when the child returned to school.
She reminded me that for Wiggle Creek children, a trip to the doctor was most likely at
no charge. (She was referring to the number of children receiving free health care. There
was a medical clinic within walking distance of the school — three or four blocks away.)

Insect bites were challenging. Some bites, especially when there were multiple
bites, could be confused with contagious diseases such as chicken pox. When a child
presented with confusing symptoms it would take Ann’s expertise to discern the
difference between the two. In the middle of May, Tonja, a fourth grade student came to
the health office to show Ann some bites. Her teacher, Ms. Fine, accompanied her to the
office to tell Ann that Tonja had not had the chicken pox. Ann looked closely at the
affected area, and asked, “Do you have bites in other places?” Ann’s professional
knowledge of rashes helped her to determine that the lesion pattern was not typical for
chicken pox, and suggested that what she saw appeared to be bug bites.

Cuts and Bruises: Minor First Aid Treatment
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Cuts, bruises and bleeding were common in the health office. And, for most of
them the process of cleaning the wound, and applying an adhesive bandage and ice were
all that were needed. Ann’s expert care in attending to children with this type of physical
complaint had a high success rate of sending them back to their classroom.
Recess Injuries

Cuts and bruises noticeably increased when it was recess time for the children.
One could even tell what grade level was having recess by the children entering the
health office. Ann’s role, when it came to administering minor first aid, was to respond
to both the injury and the child’s response to it. Most injuries at Wiggle Creek were
minor, but the child’s response to it might not be. To respond to minor injuries, Ann
initiated proximity (e.g., extending her hands for the child to hold on to while she talked
softly, sometimes it was a hug) while they sobbed out the story of what happened, they
would walk together to the sink to wash a cut or bruise. Often she would say, “I’m sorry
you got hurt.” That seemed to help Jenny. When she arrived crying, and noticing Ann’s
arms extended to her, she extended her arms too and ran to Ann. Once the two embraced,
the sobbing slowed. Ann talked softly face-to-face with her. She calmly asked, “What
happened sweet heart? What happened? Ann wiped her tears, “You have beautiful eyes.”
Where do you get such beautiful eyes?” Jenny managed an answer in between sobs,
“From mommy.” After the sobbing stopped, Ann suggested she put ice on her injury.
But, she asked her first if she wanted an ice pack. She did. Since no blood was noticed,
Jenny (with her ice pack on her injury) and her teacher left the room.

What is interesting in this interaction between a nurse and her young client after a

minor injury incident is Ann’s response to naturally want to comfort the child. The child
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senses that too and runs to her. Ann continued to talk to her in a kind, compassionate
way - one that quickly soothed her. Ann looked into her eyes, and serendipitously was
able to bring mom into the conversation. And, as the encounter concluded she gave the
child a choice about her treatment. An act that helped her to feel in control of what
happened to her.

Jenny’s injury was not serious. The ones (one of them had been her teacher) that
had witnessed it had decided she was able to walk to the health office for nursing care.
Sometimes when children got injured on the playground the adult supervisor determined
that the child should not be moved. When this happened another child was sent to get
either Ann or Beth. Beth, as a trained school health technician, was positioned to respond
to emergencies. Ann was comfortable delegating assessment of injuries to her. When
Ann was there when a more serious injury occurred, it would be an opportunity for her to
observe Beth responding to critical needs.

When a report came that the nurse was needed for an injured child, Ann began the
assessment immediately through the window by her desk. (She kept the blind up so she
could see the children playing.) In late May, when that happened, Ann looked out her
window to get a direct view of the situation. Beth went to the playground to help.
Moments later, Beth, Ms. Jenner, and Clancy arrived in the health office. Clancy
continued to cry. Ann greeted them, got an ice pack, and positioned herself beside
Clancy on the cot. Using her soft voice she spoke to Clancy and began her assessment of
the pain and what might be injured. Her assessment determined that she should be sent

home.
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Beth contacted Clancy’s parents to describe what happened, and why it was
determined that she should go home. In this instance, mom arrived quickly. Clancy was
helped out of the room by mom and Ann — they both had their arms around her.

It was tricky to make a definitive assessment of injury without diagnostic tools.
Ann was respectful of the district’s criteria and did not make a diagnosis. Her effort was
directed towards the child’s reaction to the injury. If she had noticed serious injury (e.g.,
broken bone) she would suggest that the child be taken to the doctor. Anytime comfort
and sympathy did not have a calming effect, it was concerning, and Clancy’s lingering
tears helped Ann determine the need for her to spend the rest of the day with her parents.
Both Beth and Ann thanked Clancy’s mom for coming so quickly. For some reason,
second grade recess has been dangerous that day. Four other second grade children had
also come to the health office with injuries.
Physical Education Class Injuries

Sometimes injuries happened in physical education class. When that happened,
Ann and Beth would respond with their comfort, sympathy and first aid treatment. For
example, ice was applied to the injured area and sometimes it was determined that rest on
one of the three cots was needed. Some children were quickly calmed, while others were
not, but they all left calmed and cared for. A careful examination of the injured area was
always done first. This was followed with treatment of ice to the injury. When an ankle
or leg injury was assessed ice was applied and rest on one of the cots was required to
determine if they could be dismissed back to class. While the children rested, Ann and
Beth would continue to dialogue with them, it was necessary to building their caring

relationship.



150

Other Musculoskeletal Injury Stories

It was interesting when children arrived in the health office with their own
diagnosis. Jerry had done that. He came to Ann to tell her that he broke his hand and he
could not move it. In her usual matter-of-fact manner, Ann asked, “What happened?”
She listened to his answer, and offered him an ice pack. A half hour later Jerry was back;
this time with his teacher. This time Ann said, “If it falls off, I’ll sew it back on. You
can pick the color of thread.” He smiled. After exploring why the student’s hand hurt, he
was given ice and sent back to class. Ann explained that if he needed to he could come
back after lunch for more ice. She instructed him: “Keep moving it to help reduce the
swelling.” She asked again does your mother know that you hurt it? He said she did.
His teacher apologized for not knowing that he had already come for Ann’s care.

Teachers notice when children are not themselves. In this instance, Jerry had
already been in for the nurse’s assessment, and he was given ice to relieve the pain and
swelling. Ann had a record of the event. When he arrived again, this time with an adult,
Ann had re-examined the injury, asked appropriate questions and used humor to resolve
the complaint. Her subjective and objective assessment had determined that ice would
help with the discomfort. Then along with more ice authoritatively placed on what hurt,
she instructed about when he should come back, what to do to help heal the injury, and
her additional sympathy and comfort. Her expert care, the use of humor, and the fact that
his teacher also knew what was being done, the hope was that Jerry would stay in class,
comforted and ready to learn.

For Ann, it was a puzzle why children chose to present to her and Beth in the

ways that they did. Regardless, a repeated pattern of both Beth and Ann responding with
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a concerned greeting, appropriate questions to get the child’s story, their assessment
based on visual examination, documenting the episode and preparing the child to return
to class (some were sent home) were salient throughout the study describing skeletal
injuries. Humor, or her crazy side as she liked to describe it, was a useful strategy to get

some of the children back to their classroom.

Band-Aids & Bleeding

Besides ice packs on injuries, Ann also used adhesive bandages to treat injured
children. Both worked magic to heal the cut or bruise and to get children back into their
classroom. Teri’s mosquito bite illustrates the magic of Band-Aids. He had come to the
health office with his teacher, Ms. Riner. Beth acknowledged their arrival with her usual
greeting question, “Hi, can I help you?” Ms. Riner explained that Teri needed attention
for a mosquito bite. Ms. Riner requested a Band-Aid and added, “I hope we can see it;
Teri thinks it will help her behave in the classroom. Beth applied the adhesive bandage.
Teri smiled.

Teachers have adhesive bandages in their classrooms to use on occasions such as
the one above. In late August, [ watched Beth prepare the supply for all classroom
teachers. When I asked her what she was doing she explained that the health office
supplied teachers with first aid for bleeding. To do that they each received a clear plastic
bag filled with a hand full of bandages and latex gloves. Then, to distribute them, she
would place them in the teachers’ mailboxes. In the incident above, removal from class

into a controlled environment such as the health office may have provided the dosages of
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sympathy and attention that the child needed for a bite that itched, even if it was mostly
symbolic in nature.

Other times, the adhesive bandages served their intended purpose of covering an
open wound and to control bleeding. From analysis of my fieldnotes, patterns emerged to
describe it. In general, after initial doses of sympathy, comfort and prevention of blood
getting on clothing, the bleeding site was washed. Most children were asked to do this
for themselves. While they did, they were supervised and instructed to use soap and lots
of water. They were also instructed in drying the injury. Ann was vigilant in helping
them and consistently told them to, “wipe it again, if it is wet the Band-Aid won’t stick.”
Whether it was bleeding from an injury, a scab that came off too early, or a hangnail the
Band-Aid did its magic; when they returned to their classroom the assumption was that
the child would able to refocus on instruction and stay in their seat. If not, another trip to
the nurse would be in order.

Care for a Bloody Nose

I observed the most copious amounts of blood coming from bleeding noses, a
common occurrence in school age children (Kucik and Clenney, 2005). When Ann
noticed a child walking into her office with their hands holding paper towels to their nose,
she would attend to them quickly. In bloody nose cases, she would immediately begin
with instructions to get the bleeding stopped. Repeatedly she directed them to “pinch
your nose and wait three minutes before you peek.” Children with little bleeding were
instructed to have a seat and pinch for three minutes. Then she monitored for proper nose
pinching. If she found that they were not pinching properly she instructed them in the

proper way. When there was a larger amount of blood, perhaps some on clothing, she
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would walk with the child and help them to a chair to sit down. With her gloved hands
(gloves always went on her hands when she cared for bleeding) she removed the paper
towel they arrived with, replacing it with gauze to place over the nose to pinch. Then,
depending on the child’s reaction to the bleeding, she would sit with them. While she sat
with them, she visited about their day, clothing that she found interesting that they were
wearing or anything she thought of to distract them and to provide her initial doses of
care and sympathy. After three minutes all hands were washed and clothes checked for
blood.

Care for Other Bleeding

Ann had learned early in her nursing practice that getting rid of the blood on
clothing or elsewhere was helpful in calming children. Her experience with children that
were bleeding was that they were scared at the site of it. She found that hydrogen
peroxide worked wonders to remove spots of blood on clothes. She liked making it
interesting for children as she meticulously searched their clothing for splattered blood,
telling them “this stuff likes to eat blood.” Most blood was washed off with soap and
water. But, that varied too depending on the reason for the bleeding. Most children were
capable of washing wounds with Ann supervising.

My fieldnote enlightens from both a medical and educational perspective. I noted
that an older child, Donna, wanted Ann to look at her heel. Ann asked, “What do you
think we need to do? Wash your foot?” Ann had already determined that first the foot
must be washed, and it was in Donna’s best interest for her to wash the foot, rather than
Ann to do it for her. Because she was an older student, Ann used the context to teach her

responsibility in caring for a common occurrence such as a blister. Ann prepared the
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space. She seated Donna on a short stool, moistened a gauze pad with warm water and
liquid soap, and then gave it to Donna along with several paper towels. She sat beside
her throughout the time it took to care for her heel blister; adding instructions and interest
as Donna washed her heel. For example, Ann said, “Can’t you hear the germs saying
don’t hurt me?” Shortly after that she added, “Girls are braver than boys.” Once Donna
had dried her heel, Ann applied an adhesive bandage to the blister. Donna put her sock
and shoe back on.

When Donna was ready to leave, Ann suggested, “Here lets put some Vaseline on
your lips. You are licking your lips: what do they taste like?”” She listened to Donna’s
answer and sent her back to her classroom. Ann frequently applied Vaseline to children
complaining that their lips hurt. Noticing Donna’s chapped lips and applying the
Vaseline treatment before she would complain to her teacher that she needed to visit the
nurse helped to limit time spent outside the classroom. Vaseline treatment for chapped
lips was a frequent occurrence especially in the winter months. Either Ann or Beth
placed the ointment on a Q-tip, and the child applied it to their lips.

Wetting Pants Care

A child wetting their pants was also a regular occurrence that fits in the category
“I don’t feel good.” Wet clothes are uncomfortable, and it is generally a traumatic event
when it happens in the presence of your peers (Daytime wetting, 2011). When teachers
notice a child is wet they send them to the nurse. Beth and Ann both responded to them
with patience and understanding. The child was supplied with clean clothing — either

they brought their own from home or the health office supplied clothing.
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As the school’s nurse, Ann was responsible for keeping a supply of extra clothing.
Beth regularly gathered the supply (some of the items were used and some were new)
that they needed from a stocked closet located on the top level of the school building.
However, when children got their clothes wet from recess — puddles or snow — a hand
held hair dryer might be used to dry the child’s wet clothing. Even though she was able to
obtain a variety of clothing for children to change into when they were wet or soiled, she
was conservative in passing out clothing. Instead of replacing clothes that failed to get
returned for others to use; their original clothing wet from recess, was dried and the
children were sent back to class.

When children were supplied with clean clothing, Ann consistently reminded
them to tell mom to wash the clothes they borrowed, and instructed them to bring the
clothes back to school. When children did not return what they borrowed, the supply
dwindled and they had to wear whatever was available. Sometimes the clean clothes fit
well; sometimes they did not.

Miscellaneous Care

On occasion, children arrived to have things other than their bodies cared for. For
example, in late spring, Ann worked on a pink flip-flop that was broken. Just after she
commented, “This needs some really good glue” she left the room and returned with
some glue from the main office. The flip-flop was quickly glued and given back to the
owner.

Another time, it could be tangled hair. One child, Suzy had entered the health

office requesting that either Ann or Beth cut off a tangled piece of hair. She was offered
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a comb to use to remove the tangles, and sent to the restroom with a mirror to do what
she could.

No matter what health care situation was presented to them, from serious injury to
minor health complaints, the health office staff responded to give direct care that was
needed. Besides the medical care (mostly symbolic) that Ann provided, the children also
received large doses of sympathy and comfort throughout their encounters with the nurse.
And, it was delivered in a calm and methodical manner.

Ann provided all children arriving in her office an opportunity to tell her about
what had happened or what their need was. She intuitively knew that some had come just
to get out of class. She had an arrangement with Ricky, a first grade student to do that.
He would come to see Ann looking sad but not crying. Slowly he would walk to Ann.
She would extend her arms to reach for him and lift him onto her lap. The two would
talk quietly. In a short time, he would hop down from her lap and walk slowly to a cot.
She reminded him, “In a minute I’ll check your temperature.” After a little squirming
around on the cot she asked, “Are you ready to go back to class?” He was. She would
put her arm around his shoulders and walk him to the door. Then he would get one more
hug, and he left for his classroom.

Later she informed that Ricky had trouble with one particular subject. He
frequently came at this time of day. She believed that his teacher had figured out that
allowing him to come to the nurse helped him to come back to class ready to learn. His
use of the health office for respite, a kind of relief from the pressure to learn, was a useful
strategy for him. When he arrived back in his room he would be ready to figure out what

seemed impossible. The strategy was a better choice for him. Instead of acting out in the
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classroom and then being punished, missing instruction time and getting farther behind,
he simply spent quiet time with the nurse and returned to the classroom picking up where
he left off.

Comments
Teachers at Wiggle Creek knew that a child sent to the health office would
receive attention, comfort, and sympathy along with an assessment from a medical expert
to determine their health status. Besides when they were in the health office they would
also benefit from health instruction that was face-to-face in the context of receiving the
medical care that met their specific needs. For example, teachers had first aid supplies to
help with bleeding, but a Band-Aid applied by a medical expert such as Ann would
supply what was needed now to refocus on learning and instruct about caring for open
wounds. And, when it was health concerns that needed an expert’s care, Ann would
address, intervene and manage the case to a successful resolution. Most of the time, that
success was sending them back to class. Other times it was in the best interest of the
child to be sent home. It not only helped the ill child to recover, but also kept the
environment safe for others.
ENDNOTES
'"Exclusion Criteria for the district appear below, and have been copied from:
http://www.lps.org/stuserv/health/excriteria/default.html
Guidelines for the Dismissal of Students with Health Concerns
1. The student with a temperature of 100 degrees or more.
2. The student with an undiagnosed rash/skin lesion. (Exception: If the student is taken to

a physician, he/she may be readmitted with the doctor's written permission stating the
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rash is not contagious.)
3. Head lice.
4. Other conditions that may warrant a student being sent home include:

* Inflamed red eyes and/or drainage

* Vomiting and/or diarrhea

* Frequent persistent cough

* Earache and/or drainage from the ear

* Questionable illness or injuries, which may require evaluation by a physician

» Sores that appear infected or are draining
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Chapter Seven
Tracking Health Information: “Let’s Get You in the Computer”
Introduction
Throughout the clock watching and waiting, Ann stands close to Pricilla and waits
with her hands on her hips. While she does, she also asks her questions and
listens to Pricilla’s answers. Ann says, “Now lets take another peek.” They agree
that the bleeding has stopped, and she instructs her to wash her hands and face.

While the student does that, Ann says, “Let’s get you into the computer.” (2/8/11)

This was not the first time that [ watched Ann attend to a child with a bloody nose.
A bloody nose and the first aid treatment for it was an often-repeated act (See chapter six
for more discussion.) that I observed in the health office. The fieldnote above was
selected because of Ann’s succinct description of her role to track health information —
“Let’s get you into the computer.” Tracking information was associated with everything
she did. She was required by her nursing practice, school, and district to document what
she did related to health care. She described it as her “busy work,” not a negative phrase,
but rather one that she referred to as taking a considerable amount of her time. In this
instance, it was documenting the encounter she had with Pricilla. For Pricilla’s health
record, it would include selecting computer generated common language to describe what
occurred, and following links that resulted in an electronic record of the episode.

Ann spent a significant amount of time tracking a variety of health information as

Wiggle Creek’s school nurse. For example, she documented daily encounters with

children when they arrived for their daily medication and when they arrived for caring for
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their physical complaints. Whenever she encountered children and adults alike, it was
documented in the individual’s health record. For Pricilla, she documented the nosebleed
and described the treatment received.

On most days, when I arrived, two things were noticeable: 1) a child was being
cared for, and 2) Ann was situated at her desk typing on the keyboard of her computer. It
repeatedly served to remind me that the majority of Ann’s time was spent tracking
information, while Beth, the health technician, cared for the children. Ann consistently
documented what had occurred in the health office into the computer. When I arrived, I
did not always know what information she was tracking; I made it a habit to ask her what
she was working on.

As we talked informally, Ann informed me about tracking health information at
Wiggle Creek Elementary. She knew that the school had been using the current
electronic records for about two years. Besides discussing what was documented with
each visit and other electronic options available, such as create parent letters, and access
to immunization and screening records, she summarized electronic record keeping as
documenting encounters with anyone in the Wiggle Creek school (staff and children)
who enter the room for help with a health related matter.

This chapter acknowledges the information tracking that was discussed in
chapters five and six related to child visits, and extends the discussion to other ways
information tracking closely tied to student health and education. Creating a detailed
description of the school nurse tracking health information, warrants that it be
conceptualized occurring as a sequence of events (phases): 1) gathering/generating

information; 2) recording information; and 3) reporting it. She reported to the affected
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children and their parents, to other nurses, and to the teachers and administrators and
finally to her nursing supervisor. Each phase of tracking health information is significant
and merits a separate discussion to create the account of what a school nurse does in her
effort to promote health and improve education outcome for all children while they attend
school.

Health Records: Background

Along with caring directly for the children, it was also within the districts
guidelines that Beth document health information. Ann and Beth worked closely to
accomplish all three phases of maintaining health records, but it was Ann’s responsibility
to see that the student’s health records reflected current health status and then to use that
information to promote health and education.

A cumulative health record for each child is maintained as an electronic record
and as a manila folder filed in one the filing cabinets situated close to her desk. Besides
the child’s name, cumulative health records contained identifying information, contact
information, and health history information (e.g., immunization records and important
information such as allergies, and any medical conditions). Further, the records also
consisted of documentation of health assessment data and narrative. The manila folder
held paper documents that others had supplied to update the health record. Inserted items
might include, but not be limited to, parent consent forms, written doctor’s orders and
care plans with pertinent health information (Nebraska Health and Human Services,
2004). What she gathered was driven by school policy and nursing practice.

Record keeping (information tracking) provided her with documented information

to communicate with others about the child’s health and education needs for such things
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as immunization compliance, individual therapies, and education plans while they were
in attendance at Wiggle Creek Elementary. For example, her ability to examine her
current records of all grade levels for each child’s status of immunization was
instrumental in her achievement of assessing all children for compliance. It had still been
a demanding job as she neared the district’s noncompliance exclusion date for state
required immunization. She had estimated at one point, in early fall, that record keeping
was taking up 90% of her time. While her time was consumed with immunization
compliance, Beth had been instrumental in the continuous care of the children.

Privacy Issues

The records that Ann maintained were considered school records, but they were
also considered health and educational records. In schools, privacy issues are covered by
both Family Educational Rights and Privacy Act (FERPA) and the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) Privacy Rule. Ann understood the
privacy provisions of both of these acts. She explained it this way:

We cannot pass on a child’s health information to other schools outside the

district without parents written permission except for immunization history

and school physicals because these are required to enter into another school.

Most schools, including my district, have you sign a form requesting all

information from the former school so all the information can then be

forwarded at that point. (12/5/11)

The fact that immunization history and physicals did not require parent
permission emphasizes the school nurses role as a public health care professional. When

a child entered a new school, it was the responsibility of the school (i.e., the school nurse)
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to protect all their students from contagious diseases. The record the previous school
supplied assured the child’s new school of the protection that newly enrolled students had
against certain contagious diseases.

Maintaining Health Records

Maintaining health records is conceptualized as a process. The first phase
discussed is gathering or generating health information. The other two phases are
interpreted as distinct phases as well, and the discussion of them completes the process of
maintaining health records as it occurred at Wiggle Creek Elementary.
Gathering Health Data

Gathering or generating information is the initial phase towards accomplishing the
task of maintaining health records for all children. This phase usually followed a
systematic process. Information generated from individual child visits was either entered
as the encounter unfolded or immediately after the child left. For example, I noticed that
as she called a child by name she would enter that information to access the child’s
record. This source of health information was constant. Children arrived regularly in the
health office throughout the day; each episode was documented in the computer’s
electronic records. It was not a paper and pencil process to keep track of confidential
information, but rather one that helped to protect confidentiality. Only Ann and Beth had
access through their computer login.

Also, there was cyclic health information gathering that Ann and Beth
participated in to maintain health records. A significant increase in new information was

noticed in the fall. This increase in information was associated with new health data from
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students new to the district, compliance tracking for state law required immunizations,
and annual health screening (height, weight, hearing, vision and dental health).

In Nebraska, school health screening is addressed in Nebraska Revised Statutes
79-248 through 79-253. Nebraska Statute 79-248 lists hearing, vision, and dental
screening. In addition, Nebraska Revised Statute 79-214 and 79-220 address
requirements for physical examination and visual evaluation for students at certain grade
levels. Further, the authority for the Department of Health and Human Services (DHHS)
to circulate rules and regulations regarding school health screening is addressed in
Nebraska Revised Statute 79-249."-2
Information Received from Children.

Most of the health information that children supplied came from when they
visited the health office with a health complaint or when they arrived to take their daily
medication. Just their presence in the health office prompted data gathering. For
example when they arrived with a health complaint it was routine to check their
temperature and record it. The child’s description of their complaint was summarized
into a concise statement that matched an item on a list of computer-generated selections,
and added to their health record.

Sometimes children returned completed forms; Ann relied on this too to gather
health information that was required to maintain health records. I watched what occurred
when Larry, a second grade child, entered the health office carrying an envelope. Ann
saw the envelope, and then said, “You brought it back. Here, you need a piece of candy
for that. Put it in your pocket for later.” He did. Her actions produced his smile. He left

with a quickened step. Ann’s positive response to Larry returning a required form



165
suggested the value that she had for the paper and more importantly, the value she placed
on his bringing it to her. While I did not know the nature of the information that the
paper contained, I did notice Ann’s eagerness to enter the data. As soon as the child left,
she turned to her computer, looked at the paper and began typing.

Health forms that she can hand to a parent or give to a child to take home are a
part of what she is prepared to do to gather information. She had done this with Larry;
his parents completed it, and he had returned it to her. The reward, a small token, was
safely stored in his pocket. Perhaps it would remind him later how important his actions
had been.

Larry’s form was but one of the more than 36 different ones she had available to
gather health information. Some would be given to children to give to their parents;
others were given directly to an adult to supply the information. They all served to help
her to maintain health records for everyone at Wiggle Creek Elementary.

Health screenings. Screening children for health status began in the fall when
she systematically weighed, measured and screened for vision and hearing deficiencies.
Most were school-aged children in kindergarten through fifth grade, but she also screened
pre-school children enrolled in a federally funded pre-school program.

District health service staff outside Wiggle Creek Elementary coordinated
gathering student data from the screening process, but Ann still had some autonomy. For
example, she scheduled the screenings with administration and teaching staff, while
coordinating it with the district’s timeline. She made sure that screening of all children
enrolled in federal programs were completed in time for district personnel to confirm that

all children had been screened in anticipation of federal authorities review of the district’s
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compliance to receive federal tax dollars. In short, Ann would oversee that all children
enrolled would to come to the health office to be weighed, measured for height, and
screened for vision and hearing within the first 45 days of school.

Pre-school screening. When I arrived at Wiggle Creek Elementary in early fall,
Ann and Beth would be in the process of conducting the screenings. Ann scheduled the
youngest children® first for their annual health screening. The process began with pre-
screening education that consisted of Ann visiting the pre-school classroom to invite the
children to come to her room to play a new game. She promoted screening in such a way
that the children looked forward to her game. The next day, Beth went to the classroom
to ask the teachers for two children to come with her to the health office. She would take
their hands and together walk down the hall back to where Ann was waiting. Once they
arrived, Beth usually weighed and measured the children. They took turns with screening
vision and Ann did all of the hearing screening.

To measure height and weight, Beth first required that the children remove their
shoes. Once that task was accomplished, one by one the children stood on the scale. Ann
announced, “that is a good weight” or “you have grown.” Her positive statements served
to promote health and encourage them, in general, for how big they were getting. After
that, the children put their shoes on. Occasionally, the children needed help with their
shoes. Next, vision was checked. Sometimes one of the children was asked to sit on a
chair or on their lap in order to maintain an assigned spot. Ann was always ready to
assist with the vision test or to do the hearing test; she would determine what happened

next based on the children’s maturity.
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For vision and hearing, Beth would hold the hands of both Bennie and Jakey to
guide them to the vision box. At the vision box she asked each of them to name the
symbol she pointed to. She listened to the word that they used to identify each. After
placing the children one at time at a predetermined distance away from the vision box,
she checked their distance vision. Both Bennie and Jakey needed help to cover their left
eye first. Ann was waiting and immediately assisted each. The process was repeated for
the other eye. Then Ann asked them both to come with her. She introduced them to the
audiometer and the sound it made. Placing the audiometer head piece on Jakey (giving
both a chance to practice) she said, “Point to the ear you hear the sound.”

Because it was early in the school year, Ann paid attention to how children
pronounced letters. Her experience and knowledge of the diverse abilities present in an
elementary school had taught her that some might not know the alphabet yet. Noticing
the pattern of miss naming a letter or understanding directions to respond correctly
enables her to make the correct assessment of vision and hearing. They screen every
child, but must try again at another time for some. Sammie was one that would be re-
screened. Sammie entered the health office accompanied by her teacher, Ms. Lawson.
Sammie had difficulty standing still on the scale without touching nearby objects and
parts of the scale. Beth wrote a note of both her height and weight. Next, with one eye
covered, Beth asked her “what is this?” Beth repeated four times what the letter was, but
Sammie was always incorrect. Ann made the determination, “We’ll check her vision
and hearing later. We always try, someday we will get it.” Ann’s knowledge of Sammie

helped her to determine that it might not be vision deficiencies that caused her to fail the
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screening, but rather her ability to articulate the symbols. Ann knew she could repeat her
screen later; she would follow up to make the correct assessment.

The process to screen two children at a time was orchestrated to keep the time
children spent out of their classroom to a minimum. Once every entity had been screened
and the findings recorded on their clipboard, Beth walked them back to their classroom.
She would return with two more.

After all of the pre-school children had been screened and the findings recorded,
she began screening the children in kindergarten working her way up through the fifth
grade. Her efforts would include all children including special education and English
Language Learning classes.

For the older children, she arranged the room to accommodate five children at a
time. They were dismissed from their classroom in groups or one at a time (classroom
teacher determines) and arrived unassisted in the health office. Although quite rare, some
teachers sent their entire classes. Ann made accommodations for the number of children
that arrived at one time. For example, on a day when she was screening children in
groups of five, she had placed the child sized blue chairs along the south wall —
resembling a waiting room in a health clinic. Three children were seated waiting; another
child was standing in the vision screening predetermined spot, with their backside against
Ann’s desk and one hand over the left eye. Beth was seated on the cot next to the eye
chart. She held the white-gloved pointer to single out letters for identification. Either
Ann or Beth placed the lens for near vision over the eyes and asked, “Is this better or
worse?” Vision screening was recorded on the clipboard and the child then moved to the

hearing screening.
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Ann sat at her desk for screening with the audiometer. Interestingly, she
whispered the instructions for the hearing screen. (Since the EXCITE screenings she has
changed the directions a bit). Usually for the older children she had them repeat the
phrase, “I hear it” but today she had changed it to pointing to the ear they hear it with. I
watched as a child pointed to the ear they heard the sound when they heard it. I could
barely hear her say “Good job” over Beth’s “Good job” for identifying letters in the
vision screening that she was doing.

Once a child finished all screenings, they were sent back to their classroom with
instructions to ask from more children to come to the health office. Two more children
entered the room as the others were leaving. The process started all over. It worked
smoothly; Ann and Beth were flexible. Ann’s experience had taught her how to
successfully get the information she was required to get from the children, and do it in a
minimum amount of time.

Interestingly, between the two of them when a fail was recorded the two would
signal each other in a discrete way to keep the information confidential and accurate.
Their method of identifying that a child failed was subtle and assured that it was noticed
so a recheck would be done later.

Screening: light-hearted attitude. Throughout the process of obtaining screening
data, Ann and Beth always had positive comments for the children. I frequently heard
Ann tell children, even if Beth had done the weighing saying, “My how you have grown.”
Her manner was frequently playful and relaxed while gathering the data especially with
the older children. Only on one occasion did she raise her voice to get the attention of a

child who had disrupted the process. Her stern voice - something I rarely heard Ann use —
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was all that it took to extinguish the unacceptable behavior. The child stopped doing what
they were doing and that was the end of it. She would later explain that in the health
office they were not about power and control, but rather about building partnerships.

Another time, I noticed Ann singing about hearing; it was a song with the child’s
name “Let’s do your hearing.” He looked at her somewhat confused. Her response was,
“you’re old enough, I’'m messing with your mind.” He laughed. Humor was frequent.
Another time with an older child she had said, “Tell me which one you hear — point.”
She either did not make sounds in either or had it in both. She laughed. “I’m just playing
with you.” The student laughed too.

Interestingly, even when she was not formally screening children’s height, a child
could drop by for a height check. For example, Jonathan walked into the health office
with his teacher and stopped by the scale. Ms. Laws explained that he would be having a
birthday soon. He wanted to get his height and weight checked to see if he had grown.
He was promptly obliged with the same procedure that was used during screening, that is,
asked to take off his shoes. Both Ann and Beth complemented Jonathan about how he
had grown. Ms. Laws and Ann both guess that he had grown a lot because he was going
to be seven. It too was recorded in his electronic health record; the child had come to the
health office, he participated in a measurement procedure, and it was recorded.

Children were screened in the fall, unless they were new to the school. It had
been several months since Jonathan’s height and weight were measured. The social and
emotional benefit of Ann suggesting he had grown may have benefitted this child in his
classroom. Sometimes it was difficult to know, but there was a record of his height and

weight nonetheless.
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Dental screening. Along with screening height and weight, vision and hearing,
dental inspections were also one of the required minimum screening tasks that her district
and state statutes required of her (Nebraska Revised Statutes Chapter 79, 2012). She was
responsible for managing the dental screening program too. She would plan, assist with
screening, and manage the results.

Since the state statutes required health inspections for dental defects and did not
allow a waiver option for parents, her task was to first determine who needed dental
checks. Specifically, parents had to provide her with documentation of the child being
seen by the dentist within the calendar year. If a dental health care provider had not
screened a child since December 1 of the previous year, the child would be screened at
school (Health Services, 2010).

At Wiggle Creek Elementary, children’s dental health was screened through two
professional providers: 1) a state dental college; and 2) local dental professional. The
dental college worked in collaboration with Ann to screen Wiggle Creek’s second and
third grade students using funds from a federal grant. Ann’s role was to manage the
program. Her efforts included sending a letter to parents to notify them of the upcoming
program, communicate with teachers the dates and times children would be absent from
their classroom, and provide the college with the names of the students participating in
the dental screen and sealant program. Ann also arranged for the use of one of the
school’s rooms for the college to transform into a dental clinic.

One day in early October, Ann took me to see the dental college’s clinic set up in

the room next to hers. What I observed there was a transformed classroom. It had three
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gray dental chairs situated in the middle of the room. Other furniture had been pushed
against the wall. As we visited informally about the “dental clinic,” she informed that the
next day children would be screened for tooth problems and receive a sealant on their
teeth. She estimated that the process of screening for dental problems and applying
sealants would take two or three days.

The dental school’s goal had been to screen and apply sealants to 100% of Wiggle
Creek’s second and third grade students. Since the second and third grade students would
also receive sealants, parents were required to sign and return a parent permission letter.
To help the dental school attain their goal, Ann talked to the children about the
importance of the parent permission letter and how it must be returned signed — excluding
them or permitting them to receive the treatment. Since some had seen a dentist within
the last six months they would be opting out of the procedure; others simply just wanted
to opt out. Her incentive for 100% of the classroom to return the letter signed would
result in popcorn as a treat on Friday.

Working within the college’s timeline had been difficult this year because of the
timing of the screening; it had been within days of Ann managing the immunization
compliance for the varicella second shot and its consequence of exclusion from school.
She would see that both responsibilities were accomplished.

County dental health care providers typically screened children not in second and
third grade. To determine the children to be screened by the county dental health
professional, Ann had a record of dental health examinations in the health record. Again,

she would exclude the children who had yearly dental exams from the dental screening.
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The children screened were given a quick 15-second dental screening. Ann’s role was to
record the dental professionals findings.

In sum, Ann’s role had been that of program manager in cooperation with dental
professionals to prepare the children and provide the room. Any data she received would
be entered into the electronic health records with follow-up for referrals to a dentist
communicated to parents. Her effort would generate dental health information for all
children currently enrolled in grades kindergarten through grade three and she estimated
70% of fourth and fifth grade students through special programs that required this
preventive care were also screened for dental health.

Other Data Sources

While I observed at Wiggle Creek, a difficult and time consuming task that Ann
was required to do was to ensure that all children enrolled were in compliance with the
states required immunizations. To do that she reviewed her health records, evaluated
them for compliance and worked diligently to see that compliance was achieved. Last
summer, more than a year before the exclusion date for noncompliance, she identified
which children needed the immunization and notified parents of it. Notifying parents of
their child’s status could be complicated. Ann was aware of the difficulties caused by
language barriers. The district has over 30 languages represented. Some languages do
not have a written form. Her district required her to identify early and communicate with
parents with a language barrier. She would send a note home with their child, or when
possible hand the note directly to the parents at Parent Teacher Conferences with an

interpreter present. In May, she worried that of the 100 or so students that had not met
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the requirement as many as one-fourth would need to be “kicked out” before parents
would attend to this responsibility.

In the fall, at the time of the study, Ann had to invest the majority of her time,
except on screening days, to gather information from parents or health care providers for
the required information that her school records must show to meet compliance with state
laws. Her efforts were complicated, and she admitted that, “I’m just cranky with my
husband’s health concerns, and other reasons that she had not been able to be at school.
“I feel behind.” As manager of immunization compliance, the task rested on her
shoulders. During our informal conversations, she shared with me some of the
complexity. For example, sometimes there was a difference in health care providers
interpretation and her interpretation of compliance with how to follow the state law for
every child at the school. Sometimes the issue was the school following state law and
the need for a doctor’s written waiver to not receive a particular immunization within a
certain window of time. She said she had not had an issue with timing but needed to
follow the law requiring the physician’s waiver for another shot.

Ann was aware that children could be exempt at the exclusion date for a variety of
reasons. For example, because the shot is a live virus a parent receiving chemotherapy is
a reason to wait until the ‘chemo’ is completed. Others might be exempt because the
child might be immune compromised and therefore exempt from a live vaccine. Both
needed a doctor’s note to delay and re-evaluate for compliance.

Further, Ann, as the school nurse, was allowed to gain access, via electronic
health information, to the State Health Department records. As the date to exclude

students for not complying with state required immunizations approached, this additional
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resource was useful to provide the names of students recently immunized. It supplied
her with the information she had needed to update school health records for at least one
of the students on her non-compliance list. The student had received the shot, but had not
informed her of it. This electronically accessed record from the State Health Department
permitted one more student to stay in their classroom.

Initially, the health record is information supplied by parents or indirectly
supplied by them, through their consent to get information from another provider. At
Wiggle Creek, the school secretary supplies parents with health forms when they enroll
each of their children. Completion of the health form at enrollment time is the beginning
of the child’s cumulative health record that Ann maintains throughout the time that the
child attends the school. Parents were responsible to inform the health office when a
change in their child’s health status occurred. In other words, parents are relied on to
keep the school nurse informed of any change in the child’s health and conditions
associated with those changes. Parents were expected to complete required health forms,
were knowledgeable of what information they needed to supply, and were kept current of
their responsibility through the district’s communication resources. The nurse’s office
and the district’s website were the main source for the available forms and associated
knowledge including instructions on obtaining information that the school nurse needed.
But not all parents kept themselves informed, nor did they supply or comply with
providing health information. It was particularly salient with regard to immunization
compliance.

When I began the study in January, Ann had already started the process of

working towards Wiggle Creek’s 100% compliance with the states newly required
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varicella second booster shot. Most of Ann’s time was not spent gathering information
from parents that had their child immunized, but rather gathering information from
parents that had not complied. When parents volunteered the documented immunization
records or contacted the health office with recently received immunization,
documentation time was minimal per child.

In late August, we talked informally about how she would gather proof of
immunization from parents. At that time, she had a list of over a hundred children and
their parents to contact. While all parents and children had received notification of the
new law nearly a year ago, should would now call parents of children that had not given
proof of the second varicella shot. She had used her electronic record program to
generate a list with contact information. The plan was to call three times. Each time a
call was made she noted the date. After that she sent information home that included a
photocopy of the child’s immunization record (highlighting what was needed). A fourth
call would come on October 5™ to inform of non-compliance and consequences of
exclusion pending compliance. Each time she made a contact, either by phone or sending
information home, her list of children still needing the shot was reduced. Her hope was
that of those not complying that only about 45 would be excluded from school. She and
the principal would work together as a team to get that number reduced. Ann suggested
that the principal might catch parents as they brought children to school or picked them
up after school.

She recalled that when a measles, mumps, and rubella (MMR) booster was

required they had “kicked out a low number of students at the end of this process.”
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After the exclusion day in October passed she would be the one to notify the principal of
children not meeting the state compliance law.
Recording Health Data

The task of recording data was both a distinct task and a task that was imbedded
in the act of caring for children. It was distinct when Ann had large amounts of data such
as from health screening and immunization record tracking. But when recording data
generated from child visits this data occurred blended with the act of caring for children
and others that came to the health office with complaints. In particular, the computer had
all the Wiggle Creek Elementary children and staff names entered. The names were
gender coded: males blue, females pink. When a child arrived, their last name was
entered into the system along with their first name. When it appeared in the list with
others near by in alphabetical order, the child’s name was highlighted and entered. That
action produced their health record on the screen. The new screen allowed for adding
information gathered from a particular child visit, such as reason for visit, assessment
(objective and subjective), treatment, and if parents were called.

Recorded as received. Anytime health information was received, it got entered it
into the electronic record keeping system the district’s health services used. Ann’s
actions to enter the data were a regular part of her day. This quick/easy access to all of
the child’s health information provides them with a more comprehensive view, not
limited as in their paper records — their old method of tracking health information. For
example, while the child was with them for a current health care need they reviewed
other information and identified other related health information such as their

immunization record and/or screening results. These actions allowed for completion of
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any missing screening data (e.g., complete the vision screen, weigh or measure them) or
immunization compliance information.

I noticed a system for adding health information. It began with asking the child
who they were (locate health record), why they came (enter subjective data) then
checking the child’s temperature and visually examine (enter objective data), and finally
giving the child options for what they wanted to do, such as wash an open wound with
soap and water, apply a Band-Aid, and/or go back to class. When objective data (e.g.,
temperature above 100 degrees) met criteria for sending the child home this was entered
too.

Because the health office is a busy place, adding information as it is generated is a
prudent process to document accurately and to provide confidentiality. Interestingly, on a
November day the electronic records were not functioning as usual. The electronic
information was processing so slowly that wait time was so prolonged they were forced
to revert to paper and pencil notes. On that particular day, the substitute technician had a
pile of child visit notes accumulating on her desk. She was noticeably frustrated. I
watched her and Ann stare at their computer screens waiting, waiting — Ann had added:
“mine is thinking.” Ann’s response had not been at the same level of frustration but rather
seeing it in a light hearted way as something positive. For her, it was “thinking.” Later,
when the electronic records were functioning properly, all child visits were documented
in the electronic records.

Ann regularly made use of printed spreadsheets that contained lists of the children
enrolled with hand written columns of data that she had gathered. Her years of

experience gathering immunization records and screening data had taught her how to
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efficiently organize getting it all recorded in compliance with the late fall deadlines the
district set for reporting. The large number of children enrolled (recall she has two
schools) pushed her to schedule screening early in the fall semester. Sometimes her
careful planning would backfire. She explained that computers are time sensitive and not
flexible with regard to when information might get entered. To clarify, she explained it
this way, “Last year we entered some health information too early into Sapphire and had
to do it again. We don’t want to do that again this year.”

Large amounts of data. Health screening for height, weight, vision, and hearing
generated large amounts of data and required moving the children through the screening
process quickly and efficiently. As a result, Ann would have data entered in pencil on
spreadsheets that still needed to be entered into the computer. A significant amount of
time was involved in checking for any missing data, such as when a child was absent and
had not been screened. In the fall, Ann found herself involved in completing the
EXCITE health screening documentation. I noticed bright yellow folders stacked on her
desk. I watched for a while as she continued to put the folders in a neatly stacked pile. 1
also noticed a notebook that was open; she referred frequently to it. She was rechecking
each child’s gathered data — height, weight, vision (near and far) and hearing status. The
review process involved checking computer data for completeness and accuracy. Once
that was completed, she carefully stacked the yellow folders into a neat pile on her desk.

Later, another nurse with the district’s EXCITE program would again check
Ann’s EXCITE student’s health records for completeness. This process had been
necessitated to assure that nothing related to health was missing from any of the

children’s records. She informed that missing any required health screen would result in
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a “black mark” from the federal government. And that meant funding might be
withdrawn. While the process had taken a significant amount of time, she valued the
programs benefits for the children and had not wanted to miss any detail.
Reporting Health Information
She frequently reminded me “it really is our job to make sure the kids are healthy.”
Her words promulgate her held belief that nursing practice interventions improve the
possibility that children will be in the classroom able to learn. Her medical care prevents,
minimizes, or removes health problems that contribute to distractions that interfere with
teaching and learning. But, as a medical care provider she was limited by district, state
and federal guidelines and by her nursing license to what she could do in that capacity.
That said, reporting and communicating tracked health information was a significant tool
for her to use to improve classroom learning and to manage student health, including
acute and chronic conditions, while children attended school. Ann used these school-
nursing opportunities to act in caring ways and to create partnerships with children and
others that also cared for them. The electronically tracked information helped her do that.
Further, in an educational institution such as Wiggle Creek Elementary Health
Office, only individuals directly caring for a child have access to the child’s health record.
Teachers and other individuals directly caring for a child such as staff that comprises the
student assistance teams (SAT) also have access. Ann explained it as “reporting the
information on a need to know basis.” Her district had policies for controlling the manner
in which records were shared (Health Services, 2010). As the school’s nurse, she was
legally and ethically obligated to keep information confidential.

Ann reported the information in a child’s health records to four categories of
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individuals on a regular basis: 1) children, 2) parents, 3) educators, and 4) community
care providers. Most of the time when I arrived to observe, I found Beth caring for
children, and Ann maintaining health records “doing the busy work.” No matter how she
had felt about it, in relation to administering daily medications and caring for the
children’s complaints, record keeping (i.e., tracking information) had taken the majority

of her time.

Reporting to children. Both Beth and Ann regularly accessed the child’s health
record in face-to-face encounters. Accessing the information in their health record
quickly revealed such things as the number of times they had been to the health office,
their complaint, the outcome and parent consent for formulary medications. When it was
appropriate, they reported that information to the child. Sharing with the students that
she could give them a pain-reliever was a useful tool. When Devon arrived complaining
that his head hurt. She was able to determine immediately that she could give him some
Tylenol. She told him that, and then asked, “Which do you want? Liquid? Chewable
pills? Come over here (walking to the scale), let’s weigh ya.” Together they walked
back to the locked cupboard where the formulary medicine was stored. After reading the
Tylenol bottle’s label she then measured out the liquid into a tiny clear plastic cup. “I
don’t want to see you in here any more.” She concluded the visit with, “Thank you, sir.”
Devon left for his classroom. The nurse’s access to his health record to assist her with
her assessment, and sharing the information she found with the child helped resolve his

headache and get him back to class.

Ann regularly acted in ways that any observer could see that she was making
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decisions based on what she had already documented in the records. I suppose the
children noticed it too, and had learned to be forth coming about what they told her. In
this instance, she quickly accessed Devon’s parent consent for a pain reliever. While she
looked at his health record, she also was able to review documentation of other visits to
determine if a pain reliever was appropriate. While Devon’s weight was available to her,
she weighed him anyway. Nursing practice requires current weight for administering
proper dosage amount. Reporting to Devon that she can give him the pain reliever
perhaps helped to build a relationship with him as they worked together to help him with
his headache. If he had not had consent for Tylenol, she would have asked him if he
wanted to lie down for a few minutes. Another alternative would have been to put an ice
pack on his forehead. Children were repeatedly being reminded of ways to manage their
health conditions so they could remain in the classroom. This use of the records was

consistently utilized for this purpose.

Reporting to parents. Reporting or communicating with parents was a common
activity that she regularly performed, and would continue to communicate with them
until health records were up to date. Prominent to was that she understood two criteria of
the school nurse’s role: 1) the nurse does not medically diagnose, and 2) only parents and
guardians consent to medical treatment. With this understanding her efforts focused on
documentation of her assessment of the children when they arrived for her care and on
screening data to advocate for children with conditions significant to health or learning.

Her activities in the fall were focused on immunization non-compliance and
reporting the results of screening for height, weight, vision, hearing, and dental. She

would contact parents of children with any abnormal findings and deficiencies. While
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contacting parents might not consume much actual time it still required a repeated effort
on Ann’s part to inform the parents. This effort involved a repetitious act of gathering
data, recording it either on a spreadsheet or recording it electronically and then
communicating their non-compliance. Her efforts were not just during the hours of the
school day (e.g., during the summer she had spent an entire day making phone calls to
parents whose children were not in compliance with state law required immunizations).
She would keep in contact with parents until compliance was achieved.

Ann described the process of “varicella work starting ten months prior to
exclusion day.” During that time it was really a matter of getting the information out
about the new requirement beginning July of 2011 encouraging parents to "beat the
crowds" and get their children immunized. When she and I visited informally about state
law requirements related to the new varicella second shot, she had expressed frustration
with her early attempts to inform parents saying, “We know how that worked out.”

She had a plan of how she would work with parents to get all children immunized
with the required second shot. Just days after school started in the fall, she implemented
her plan to report to parents their child’s immunization deficiency. She directly contacted
parents by phone to inform them again of their child needing the varicella second shot.
She explained to me that each phone conversation included the deficiency notice, and the
question: Did your child receive the second chicken pox shot? If the parent reported yes,
she thanked them, ended the call, and documented the information in the child’s
electronic record. However, when the answer was no, she asked about an appointment to
get the shot. When an appointment date was confirmed, she noted the date on her

calendar and reminded them to call her once the shot was given. When parents had taken
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no action, she explained the consequences that would result. She then gave them the
health department’s phone number so that they could call for an appointment. Parents
were also reminded to call her after the shot was received for her to update her records.
After all the calls were made, her list of children needing the second shot was shorter.
Next, she would follow-up by making a copy of the child’s immunization record and
highlight in orange what was still needed. To that she attached a two or three sentence
letter reiterating what was required. The paperwork was taken to the student’s classroom
teacher to be placed in the child’s backpack.

In September, she had created letters weekly for parents. When I arrived for
observing she had wanted to talk more about her work to get 100% immunization
compliance of all Wiggle Creek children. The process she had of reporting
immunization non-compliance and her effort to communicate with parents of children
that needed state required immunizations had her frustrated and worried. Some children
would need to be asked not to come to school if moms and dads did not see to it that
their children received their varicella booster. She explained the problem with contact
phone numbers not being current. Sometimes the school was given a number that may
not be in use anymore. She could only make contacts with the information she had.
Also, calling at the right time was complicating her attempts to contact parents. She said,
“I attempt calls at 8 - 8:30 a.m. Before that, we are busy with giving morning meds. A
second time I use to make phone calls is between 11 a.m. and 1 p.m. or around 2 p.m. [
am careful to explain to others on a child’s contact list who I am, and that this is not an

emergency. When it is a parents work phone number, I am careful to explain that [ am
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the school nurse, and that it is not an emergency. I ask them to get my message to the
parent to call the school nurse.”

The complications varied for contacting parents. Sometimes she left recorded
messages and waited for a return call. Her effort was strategic in that she only made
phone calls when it would be likely she would talk with the parent. Throughout the
process of contacting parents she also iterated her belief about how parents perceived
her calling them. She hoped that the number of calls she had made was not perceived as
“stalking them.”

Further complicating reporting was the fact that Wiggle Creek had a number of
families that did not speak English as their first language. Any written notice relied on
someone being available to read it as written. Her knowledge of this fact helped to utilize
a literacy program for parents to learn English that regularly met at Wiggle Creek on
Wednesday. She would contact them at school in order to take advantage of interpreters.
Her years of experience (this had not been her first attempt to comply with a new state
law) made her suspicious that with some of the parents choosing to not learn English.
She speculated, “they just don’t want to deal with stuff” and it becomes an excuse to not
comply with state law.

In late September, less than a month from exclusion day, the stress of it all
became noticeable. When I asked her about how she was doing with the varicella shot
compliance, I noticed her straiten up in her chair and her right foot began to fidget. She
still had 85 children that had not been immunized. Next week she would run new notices
of their deficiency. She would once again investigate about the language spoken at home

and solicit help with calling or writing a letter in a parent’s first language.
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From the beginning, when the first notices were sent, Ann attempted to determine
the language spoken by parents to effectively communicate with them. Sometimes
parents made it known that a specific language was spoken in the home. She had access
to this information and would do what she could to get the information translated. This
applied to making phone calls too. One day in early fall, I watched as she checked on a
family’s language before making a phone call. She had taken steps to make sure that the
parent would understand what she was asking of them.

In the few weeks before the exclusion date the district translators were busy with
other schools too. When she determined that “someone else needs to call that one” she
would turn around on her chair and refer to the list posted of district languages and
individuals to contact for a translation. Interpreters were also district staff that received
health information. Their role was a district strategy to communicate with parents, in this
instance it was reporting important health information.

As we continued to talk about communication problems, she reflected,
“Sometimes I have an older sibling translate for me, but I don’t have a clue what they are
telling their parents.” For something as important as this, she would prefer to not use
siblings. Her experience had taught her that it was not appropriate, especially when the
consequences were exclusion from school.

Reporting to educators. Ann regularly met with educators at Wiggle Creek as a
member of the Student Assistance Team (SAT). Her role at the meeting was as the
medical expert representing the child. She described it as “the school nurse providing an
interpretation of medical information rather than her providing medical information that

was not understood by non-medical staff.” She preferred to present her report in person.
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In other words she felt her attendance at the SAT meeting would help others understand
how any medical conditions might affect learning.

I noticed she prepared for most meetings by gathering information from the
child’s electronic records. Sometimes she would call a parent to get information that was
not already present in the record or to confirm something she may have questioned. Then
she placed it all in her notebook. For example, she regularly met on Wednesday
afternoons with the Wiggle Creek Student Services Committee to discuss concerns of any
teacher about any particular student. She explained her ‘notebook’ this way: “I always
take my ‘screening book’ to meetings with educators. In it, [ have all of the students
screening results. [ have it organized by grade. I adopted the forms from one that was
already on the computer. This way, when I attend meetings, I’'m prepared to share basic
health information the educators might need.”

Her report was only the medical perspective. Other times her role at educator
meetings was that of making sure the information that she had gathered and reported to
health services had been reported in their records too. She wanted to make sure everyone
had the same information. Her notebook helped her do that too. She admitted, “I
usually just go to see what info they need.”

At one particular meeting, [ noticed some staff came with their laptops. Ann
had one, and it would have been useful at this meeting, but she preferred a hard copy of
the electronic data. I noticed her checking what was entered as it appeared on the
projected screen with what she held in her hand. When it did not match, she spoke up

directing attention to any discrepancies that she noted.
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On occasion a teacher would arrive in the health office to report noticing a child
just was not itself. Ann would then check her records and share documented information
on a case-by-case need to know basis. For example, she might check on side effects or
adverse effects of daily medication. Sometimes they might not be themselves because
their daily medication amount had been changed or the child’s behavior was reflective of
side effects. Communicating with classroom teachers frequently was the first step in
getting health care for a child.

In the spring, new opportunities to inform teachers arose because of what children
were doing. For example, fieldtrips were common at this time in the school year. The
trips provided special circumstances for the health office, especially for children taking
daily medication. It was Ann’s responsibility to provide the lead teacher with health
information for children with special health needs that would be going on the trip. To do
that, Ann had prepared a field trip information notebook listing the supplies to take along.
For example, one day in the spring Ann explained to me that the first grade class was on
a field trip to a large zoo in a neighboring city. Her role had been to prepare any
medications that children would need during the day. She also supplied first aid
materials. In other words, the process of preparing for the health needs of the children
while they were away from the building on a school day had been systematically
completed in advance, were based on health information in student health records, and
the information reported to teachers on a need-to-know basis.

In the last weeks of school, Ann also made health records available for summer

school health staff. To do that she relied on the school secretary, Joan, to show her how
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to make her records available electronically. She admitted that she would also provide a
paper list for the summer school nurse.

Reporting to other schools. When a child enrolled in another school during the
school year, it was her job to send any files that she had to the new school. It was also
Ann’s responsibility to transfer the fifth grade student’s paper health records to the
middle school that the students would be attending in the fall. Moving the files involved
her first making an appointment with the nurse at the school where most would likely
attend. Ann described the file as including “immunization records, evidence of the last
doctor visit, pertinent information that helps to know the child.” Her reference to
pertinent information was to health related documents discussed at the Student Assistant
Team (SAT) meetings.

Occasionally, when she had an early report request for a student that would be
attending a different school than what she expected, she would deliver the records there
too. One of her elementary schools was split between two middle schools that the
students would eventually attend. Ann, therefore, delivered records to each of the middle
schools affected.

Beginning in April, I first noticed her working on these files. Because getting the
files ready to transfer to the next school took more than a days work, I was able to
identify what she was working on, and did not need to ask my familiar question: What
are you working on today? With this pattern established, I soon noticed her spreadsheet
with green and yellow highlighted words. She would study it, then look at the files on
her lap, and check off from a list on another document on her desk. She summarized the

process as that she was checking to make sure the files belonged to a student still enrolled
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at Wiggle Creek, and she was compiling a ‘concerns list” for the middle school nurse, and
in general looking at each file for required documents. Her estimate was that she would
spend a total of more than three hours transferring fifth grade health files to the middle
schools.

She had been the one to create and maintain the health records for the children
transferring to a middle school. If they had entered Wiggle Creek as a kindergartener she
would have been the one who had initiated a school health record for them and
maintained it through fifth grade. It was not surprising that she was carefully making
sure everything was included. She valued caring for them as a medical care provider and
as their health teacher. She would want the next nurse to have a complete record of
health related issues that the child encountered while at Wiggle Creek. It would be a way
for her to continue to care for them.

Sometimes more was needed to continue health care than just the health records.
When this was necessary, Ann was responsible for scheduling a meeting to help
transition the child into their new fall school environment. At Transition Team Meetings
Ann’s role was a medical one again. Depending on the child’s education and health need
she worked towards providing the best possible environment for the child from a medical
(physical health) perspective.

Reporting to other district nurses. Ann cooperated and collaborated with other
district school nurses, when she regularly met with them, to enhance nursing practices in
their schools. Reporting at these meetings consisted of unidentified student data. For
example, at the district immunization meeting Ann’s role was to share what she had done

and how that had worked for her in an elementary setting. Her actions provided a means
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to assist other elementary nurses in the district. [ was able to attend the nurse
immunization committee meeting where the question was asked about how plans were
progressing for the varicella second shot. I noticed the serious/worried faces of Ann and
the other nurses as they discussed getting compliance for the state required varicella
second shot. The meeting had been in May. It was not the beginning; they new the task
would become more difficult as the day to exclude children from school approached in
October.

At the immunization meeting, Ann shared what she had done and would do later
at Wiggle Creek. She expressed her concern for sending a district computer generated
letter to parents that the other nurses were considering. She suspected it would not
benefit non-compliant parents at Wiggle Creek, and preferred her own letter. Her years
as Wiggle Creek’s school nurse had taught her that her letter would be most effective.
Later, as we talked informally, she shared that her letter would contain only two
sentences, not a complicated letter that Saphire (electronic record software) generated.
And, it would be written at a third grade reading level. She did not want to risk any
miscommunication in using words such as ‘exclusion’ — she feared that not all parents
would know what exclusion meant. Her two sentences, in third grade reading level
would be sufficient to inform parents that the varicella second shot was required by state
law, and that the consequences for non-compliance were that their child could not come
to school.

Reporting to administrators. Reporting to administrators required generating
numbers. These numbers were used for staffing, and the reports compiled were for use

by the district to report to the state and federal agencies. Her year-end report was an
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example of reporting to administrators. To prepare her final report she would construct a
22-item report that summarized her school nursing activities, and the variety of ways she
had responded to the children. To do that, I noticed her working at her computer, then
looking to a notebook and a calendar that was located on her desk for information to
complete her report. Compiling the report was a matter of checking the electronic
records, generating numbers, and confirming meeting dates with a calendar she kept, as
well as describing what she had been up to throughout the school year.

Reporting to others outside the district. Child Protective Serves was an
example of an outside agency that she might be asked to report to. On occasion,
circumstances presented that Ann was required to document findings that would be sent
to Child Protective Services (CPS). Her findings would be subsequent to what the
teacher noticed. In cases of possible neglect or abuse the teacher would likely be the first
to notice anything suspicious, and would send the child to her for an assessment. Ann
documented the child’s physical appearance at the time the child visited her office. Since
the teacher discovered the possible abuse or neglect, the teacher would be the one who
called CPS. Ann’s documented anything related to health. Then when parents were
called to meet with the school she provided information to parents and others what she
documented in the health record. For Ann this was an opportunity to provide parents
with information to help with physical or health care (e.g., determine if parent had
misinformation) that might become an issue for follow-up by CPS. In other words, at a
meeting with parents, teachers, and administrators she answered questions such as: What
happened here? When instances of frequent absences from school were an issue for

which CPS is notified, she would notice in the child’s record if a doctor’s note had been
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supplied for long-term illness. She saw her role as one to encourage parents to request
from the child’s doctor a note documenting the illness. Her advice was helpful to avoid
encounters with CPS. She acknowledged:

I can’t tell a parent they have to, but I encourage them to take their child to the
physician and to get a doctors note. The school is required to report frequent
absences to the county attorney. This is done for excused and unexcused
absences. It doesn’t matter if the child is chronically ill such as with cancer.

Communicating to parents in advance, when she knew the child was likely to have

excessive absences, gives the county attorney information to waive any consequences.

Informing parents of this added to their ability to provide care for their child.
Comments

In this chapter, the account of Ann’s effort to track information related to
children’s health was described as: 1) gathering and generating data; 2) recording data;
and 3) reporting it. It is described as a quick and simple act (documenting electronically
by clicking on a list of possible complaints and outcomes for one child in one encounter),
and it is described as a meticulous time consuming compilation of health information
about all the children.

Tracking health information of the children reflects their health status, and that
can be used to advocate for their health. The compilation as a record served as the means
to communicate with others and effectively advocate for preventive and primary health
care. Throughout the year-long study, I noticed over and over, that in the Wiggle Creek
health office, the medical care children received was often symbolic. It was through her

extensive work to maintain health records that she was able to advocate for the medical
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care that some children needed.

To summarize the act of tracking information, I return to my fieldnotes to present
tracking children’s dental health as a vignette. It brings together the phases of
information tracking as a process that functioned to provide dental health at Wiggle
Creek Elementary. It is told from her perspective.

When we get a document from the parent or a dentist that a child has had a

dental visit we put it in the computer. Around the first of September I run a list of

students that have seen a dentist since November of the previous year until that

date. The ones that have no visit noted, we send out our letter to the parents.

When these return, we document in the computer the ones that respond indicating

their child has seen a dentist within the last year. Our visiting dentist screens all

the rest. This is so much nicer than when we needed to do it by hand.

In November, the dental hygienist and a local dentist will be here. All

children not having been checked within the year will be screened. I arrange

the room so it will take a minimum of time (1 %2 hours) to keep a constant flow of
kids moving through the screening. It takes some preparing to make it happen. I
email the teachers the days and times that I want the children sent down. I
prepare for gathering the dental check results by writing the children’s names on a
card and put these cards in the teachers’ mailboxes. I also request that teachers
tell their students to bring their cards with them when they come to the health

office that day.
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On screening day, children come to the health office in groups of five;
when the first of the five gets done they are to ask their teacher for five more to
be sent to the health office. This constant flow of children limits lines forming.
It might not work smoothly, but I am flexible. I sit at a small table, retrieve their
3x5 card, and record on the card what the screener finds. A zero means no
referral; a one indicates dental work is needed; and a two means three or more
cavities are noticed.

Once everyone has been screened, I sort the cards recording the ones and
twos first. For each child that scored a one or two their parents will be called to
report the dentist’s screening results. I also send their parents a short letter, and I
follow up with one more phone call. That is three contacts to report dental
screenings of the ‘ones and twos’.

The first week in January, I begin selecting kids for the free dental visits
that are provided for students at Wiggle Creek. If I’'m not able to contact parents
by phone or by letter I will make a home visit to get the consent or help complete
the forms. I knock on doors to get parent signatures. There are complicated
reasons why parents don’t sign the consent form. Since the consent forms are
written, sometimes they may not get signed because of limited English language
use. I use my ‘Jewish guilt’ approach, that is, it is free, you don’t have to do
anything. There are 12 available spaces to fill from Wiggle Creek; I filled 11 last
year. My effort focused on Kindergarten and 5™ grades. The program is an
elementary only one. Ten of the eleven were Medicaid. The dental clinic got

reimbursed for the care given. A van from the State Health Clinic picks up the
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participating children at school in the morning. The first visit may be just a

cleaning. The second visit is when the cavities are filled or tooth pulling occurs.

This vignette of dental health care (i.e. the gathering, recording, and reporting
health information) ends with my observing children returning from Ann’s arranged
dental visit. On one occasion, I noticed two of the children arriving in the health office.
Ann acknowledged them and said, “Shut your mouth your teeth are so sparkly they hurt
my eyes.”

The school nurse worked in cooperation with the local dental health care
providers to generate information about the dental health status of children that had not
been to a dentist with in the last year. She meticulously recorded the dental reports into
the child’s health records, and then began the process of reporting to parents the findings.
She continued to indirectly care for the children advocating for those with three or more
cavities to receive free dental care. When children reported back to her that they had
been to the dentist she documented it in their health record and re-enforced the benefits of
dental care — their sparkly smile. She would act in similar ways tracking other health
information. As a state licensed nurse, her efforts were within the boundaries of school
nursing practice. These efforts showcase not only her ability to act as an advocate for
school children’s health but also reflects the results of her continued effort to get children
the care they needed to improve the possibility of staying in their classroom.

Endnotes
! For information regarding Nebraska rules and regulations use the following link:

http://nebraskalegislature.gov/laws/browse-chapters.php?chapter=79

*Current guidelines and recommendations for school health screening practices in
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Nebraska schools are found in the resource document, Guidelines for School Health
Services in Nebraska, available from the DHHS School Health Program. Retrieved from:

http://www.dhhs.ne.gov/SchoolHealth/ScreeningBackground908.pdf

*Information about the schools pre-school program can be found on the district’s website

using the following link: http://wp.Ips.org/Wiggle Creek/staff/ecse/ In general the

federal program is one that provides for special education and related services to children

to provide an opportunity to develop school readiness skills.
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Chapter Eight
Discussion
This qualitative study describes what one school nurse does in an elementary
school. To account for her nursing practice, the study relies on the conceptual framework
of caring theory. In addition, to account for why she does what she does, the study relies
on identity theory and social learning theory to understand and to give a description of
her regularly enacted behavior. Behavior that was meant to improve student well-being,
and subsequently improve attendance in the children’s respective classrooms. My
findings showcase her caring attitude, her professional duties (e.g., dispense medication,
care for children with acute health care needs, and her efforts to manage health
information) enacted as medical caregiver and teacher to reintroduce the obvious:
provide health care to all children while they are in attendance at Wiggle Creek
Elementary School.
Attribute of Caring

Nursing in general and school nursing in particular both rely on the concept of ‘caring for’
individuals that have a health related need; it is primary to nursing practice. Thus, it is not
surprising to see Ann acting in caring ways that are characteristic of what Watson
describes as authentic caring that includes authentic listening and hearing, being present
for another in the moment and being reflective. It is what I repeatedly found Ann doing
throughout the year-long study of Wiggle Creek Elementary School’s health office.
Looking to caring theories (Watson, 1997; Noddings, 2005; Boykin & Schoenhofer’s
(2001) helps to conceptualize caring as it occurred in Ann’s nursing practice. George

(2002) asserts that Boykin & Schoenhofer’s nursing as caring theory accounts for the
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“caring perspective...as basic to a view of nursing as an undertaking that focuses on
humans, provides service from person to person, exists because of a social need, and is a
human science” (p. 542). Further, it was prominent in this study that “ the caring
relationship can be considered an intervention in and of itself, or at least a core ingredient”
(Watson, 2008, p. 73).

While I don’t accept all of Watson’s caring philosophy, I do agree with her ideas
about caring relationships enhancing the possibility of healing outcomes. It seemed
obvious as I presented the account of Ann administering medication, providing episodic
health care, and tracking health information that a caring relationship was an intervention.
Further, Potter & Perry’s (2005) perspective that “when clients sense a commitment on
the part of the nurse and are willing to enter into a relationship” (p. 110) also helps to
account for the relationship building that Ann regularly engaged in with the children.

Her responsiveness as seen in the caring process enabled her to understand the children’s
experience with the physical complaint that they presented to her.

As a caring person she was receptive, that is, she was attentive to individuals in a
special way (Noddings, 2002). She often began the caring encounters with a question.
An action that almost always elicited a response from the child. Ann’s questioning
initiated dialogue between her, the ‘carer’ and the child, the ‘cared for.” I repeatedly
noted that the child, for example, smiled, walked with a quickened step or other actions
that imply a positive recognition on their part as the ‘cared for.’ It iterates recognition on
the part of the cared-for (child) that an act of caring had occurred (Noddings, 2002). The
children shared with Ann in quiet conversations, responded without resistance to her

requests. For example, her presence as close contact, and other actions such as eye
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contact, body language, voice tone, listening, and having a positive and encouraging
attitude created the health care encounters that were regularly enacted. To that end, the
concept of caring helps to account for specific activities that Ann regularly engaged.

Further, what we know about Ann before she was a nurse supplements our
understanding about her attitudes and actions. For example, knowing that she was a
daycare provider before becoming a registered nurse helps to account for her motivation
to care for children. What she had previously been socialized to now compelled her to act
on behalf of the children.

In the year that I observed her interacting with children and adults, I also noticed
that she conducted herself not only in direct caring ways, but also in ways that were
closely associated with the act of caring conceptualized as indirect. Her indirect caring
accounts for the extensive amount of time she spent tracking health information.

Throughout the study, Ann’s stance was mediated by characteristics such as
intuitive and communicator. Speculating that both her personal and professional stances
are characterized by caring, it is not surprising to find her assuming roles that value
advocating for children, or acting in ways that are reflective of caring in autonomous
ways to provide for individual needs, such as assuming a case manager or teacher role on
a case-by-case basis.

As I watched Ann participate in caring encounters, I wondered if what I had
observed reflected what Nodding (2005) suggests ought to be taught in our schools. She
suggests that “just as we now think it is important for girls as well as boys to have
mathematical experience, so we should want both boys and girls to have experience in

caring. It does not just happen; we have to plan for it” (p. 24). It is an interesting notion
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that in Wiggle Creek’s school health office boys and girls experienced caring in the
health office. Furthermore, this study documents the social process of caring in a public
school. Adults involved with children in a public school can learn from this particular
school nurse the fundamental steps she repeated to build caring relationships with all
children that she encountered. She found success in giving attention, empathizing and
being responsive to children’s needs as they saw them. As a result, she equipped the
majority of children visiting the health office with an improved level of well being; a
level that enabled them to return to their classroom.

Her actions: Professional Nursing Duties

My fieldnotes are rich with descriptions of her responding to children in direct
ways. The conditions varied, but her responses to them were consistent in following
patterns of nursing practice and education practice. Patterns of practice were salient in
the routine of daily medication administration and the procedure she followed to provide
minor first aid for injuries and in other instances to assess child physical complaints
associated with illness.

This report also showcases the outcome of child visits to the school nurse. Ann
repeatedly sent children back to their classroom. Such phrases as “the child leaves with a
smile and their hall pass in their hand to go back to class” or simply, “the child was sent
back to class” were recurring in my fieldnotes. Less frequently occurring was that
children were sent home. In such instances, her assessment of their physical condition
had met district criteria for exclusion from school.

Equally significant were the repeated descriptions of her maintaining children’s

health records for every health related encounter that occurred in the health office.
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Record keeping as an act of tracking health information consumed the majority of Ann’s
time. The health records she was responsible for were regularly used to interact with
parents and others who directly worked with children in the Wiggle Creek School.

While presumably there are other possible arrangements for providing health care
in schools, this study relied on the school nurse to describe from her perspective what she
did. She encountered individuals with a variety of complaints and requests of her. Most
complaints were physical, however some were social. On occasion she would get out her
safety pins to fix a rip in clothing or use superglue to fix a broken shoe. Taken together,
her activities to care for others is the account of what one school nurse does in a
particular context to provide health care — mostly physical but other times it was mental
and/or social health care.

To impact education outcome, Ann believed it was a matter of equipping children
to manage their health in the classroom, and not to send them home. The assumption that
this choice was in their best interest rested on how children interacted with her. She
knew that when they had no fever, were given the opportunity to engage in a
conversation with her, and the large doses of sympathy and care they received as a result
of their caring encounter supported that their needs had been met, and were ready to
return to their classrooms. If not, and a health problem persisted, they would return.
When that occurred, she would assess their complaint, and begin again to assess the
reason for why they had come to her.

Dispensing Medication
As the school nurse, Ann played a direct role to improve the probability of

children with chronic illness spending more time in their classroom seat (Anderson,
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2009). It is estimated that 14% of U.S. children less than 18 years of age (Bloom, Cohen
& Freeman, 2008) manage a chronic illness. Further, because it is suggested that we live
in a society that associates giving medications as the primary treatment for the
“restoration of health”, (Potter & Perry, 2005 p. 822) it is reasonable to assume that
school nurses will regularly administer daily medications. Parents, teachers, district
policy makers as well as the school nurse play a significant role in management of
students’ chronic health conditions.

Further, indirect evidence to support that her efforts help children maintain
therapeutic doses of their prescription medicine comes from statistics about attendance
rates. Wiggle Creek Elementary has a 95% average daily attendance rate. (Nebraska
Department of Education 2008-2009). It is implicit then that absences related to poor
management of chronic health conditions would also be reflected in average attendance
rates. Statistically, using 14% as the rate of managing chronic illness, Ann has the
possibility of helping more than 50 children on a daily basis.

Ann was resourceful and strategic in dispensing medications to reduce time out of
the classroom. Her efforts to provide management of chronic conditions as medical
caregiver and as teacher were essential for improving educational outcome. She engaged
children taking daily medications with conversation and supervision when they arrived to
take their medicine. She also taught them to be responsible for their own health and take
their medicine faithfully. For those taking capsules and tablets, she rewarded them on
Friday with popcorn to celebrate. She believed that children participating in daily
medication liked being a part of visiting the health office on a daily basis. By

participating in the caring encounters daily, the students benefitted in being able to
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function in their classroom. No doubt in the day-to-day routine, she had been responsible
to help these students to gain new knowledge about their chronic condition, to change
their attitude about self-management, and to adopt new behaviors to perform new skills
that were essential for improving educational outcome (Potter & Perry, 2001).

Learning new health behaviors was meaningful for students managing asthma.

I noticed children arriving regularly before they had asthma symptoms, and they were
quickly on their way to such places as recess or physical education class. The health
office had been a place for them to demonstrate that they had learned to manage their
asthma.
Acute Health Episodes

Wiggle Creek’s administrators, teachers, and students knew that when they arrived
in the health office they would receive attention from a caring medical expert for their
physical complaint and also receive large doses of comfort and sympathy for why they
had come. Ann’s principal had described this attention as feeling comfortable, accepted
and accommodated. She regularly listened to individuals describe why they had come;
she would follow up with appropriate questions to make an assessment and determine
how she would intervene to benefit the individual. She balanced a client driven
accommodating model with one that was more ‘business like’. In that sense it was to
care for the problem and promptly return children to the classroom. The health office was
not intended to be a lounge; the children knew that. Her principal described it this way:
“The health office is open, a well defined environment where kids know they could have

their needs taken care of, but it was also business and it was time to get going.”
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Further, teachers had first aid supplies in their rooms to manage the small, minor
injuries. However, many of those were not cared for in the classroom but rather sent to
the health office for the nurse to provide the care. A Band-Aid applied by a medical
expert, such as Ann, would supply the attention, comfort, sympathy and expertise for
what an injured child needed to re-focus on learning. In addition, because of her medical
expertise she had the capacity to make an assessment that would parallel a diagnosis in a
medical clinic. Her district did not allow her to make a diagnosis, but rather she made the
recommendation that the child be referred to a medical care provider.

Any treatment Ann did was, mostly symbolic in nature. For example, she would
apply a lotion to a localized rash, or have a child, complaining of a sore throat, gargle
with a dilute salt solution. Her efforts were those that taught children to care for physical
complaints without the use of medical interventions for successful resolutions and to get
back to class. Ice packs, Band-Aids, a brief rest or attention from someone that they
sensed cared about them was the ‘treatment’ that resolved the complaint. Other times it
was in the best interest of the child to be sent home.

On most days, the children that Ann encountered came to her with a mix of
physical complaints. Some of the complaints were of minor injuries; others were of
conditions associated with possible infections such as stomachaches, headaches, tiredness,
fevers, rashes and a range of upper respiratory symptoms such as coughing or sore throats.
For most children it was simply summarized, as “I don’t feel good.”

The mix of complaints increased or decreased depending on the season — fall,
spring or winter. For example, in the spring their were more rashes; in the fall and winter

more upper respiratory complaints. But, no matter why a child had come her goal was
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always to help them return to their classroom responsibilities. When their complaint met
criteria for being sent home; she did that too. Often, as she cared for children, she found
opportunities to teach them the skills in self-management of their health. For example,
when she stood by their side as they washed a wound she might share knowledge about
germs.

Beth, the trained health technician’s efforts mirrored Ann’s efforts to care for
children in philosophy and in the procedures that were followed. Their assessment, doses
of attention, and sympathy along with the ‘healing qualities’ of temperature checks, a
short rest on one of the health office cots, and/or an ice pack when applied in either of
their authoritative style were no doubt all that was necessary for the healing process.

Their assessment of health complaints did not vary. A pattern was noticeable for
each child visit throughout the day. In general, the repeated behavior unfolded in
sequential steps (Table 2). Each step was a deliberate step in the nursing process to
provide care for individuals that arrived with a physical complaint. Asking the child their
name initiated the assessment process and allowed for accessing the child’s electronic
health record. Consistent questions related to specific complaints (e.g., headache)
provided information related to what the child knew. Then repeating specific procedures
such as checking the child’s temperature helped to uncover the child’s current health
status. As a result, children were either sent back to class, were kept for further
observation, or sent home. Electronic documentation of the event always occurred, but it

varied when Beth and Ann would enter the event in their computer.
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Table 2 — Child Visit Patterns

School Nurse Process Examples

Assessment: Subjective:
Greet *Hi, what can I do for you?
Ask questions * When did it start hurting?

* Does your mommy know?
* How did you sleep last night?
* Did you eat breakfast?
* Did you get hit or bumped on your head?
Objective:
* Act on behalf of the child:
Act on behalf of the child * “Lets check your temperature.”
+ She listens to a child’s chest with her stethoscope.

Identify action plan * “Do you want an ice pack?”
* “Do you want to lie on the cot for 5 minutes?
* “I"11 call your mommy?”

Implement intervention * Send child back to class
* Allow child to lie on health office cot
* Send child home

Ann and Beth’s caring routine for physical complaints was carried out many times
each day. It was the link to the thoroughness that Wiggle Creek’s Principal referred to
and the attention that the children required. Her principal summarized the work of the
school nurse this way: “If kids feel like they are being attended to, people care about
them, and notice them, they are going to be more at ease, more settled and do better in
school.”

Managing Health Information

The task of maintaining health information for all students was a demanding job.
Record keeping simply took most of her time. Her experience helped her to organize
how she would gather, record and report it all in an orderly and efficient process. In the
winter months she would spend more of her time with the follow-up for abnormal

findings.
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When she was gathering, recording, and reporting health screenings her time to
engage in health care encounters with children was decreased. I sensed that Ann
preferred to care for children directly, but understood the importance of record keeping
and the impact it had in keeping children in their classroom. Her experience had taught
her that the information that she was responsible for tracking would be useful to her, and
also useful to other school personnel in making decisions about children’s health and
education.

Exploring the process of health record keeping as it occurs at school, enlightens
about the kinds of information that a school nurse tracks and it showcases the importance
of the school nurse as a provider of care at the preventive and primary levels of the
healthcare delivery system. For example, at the preventive level she would provide
education informally in situations that were ideal for face-to-face individual instruction
and on other occasions that were formal in a classroom setting. Any regular health care
she provided showcased her providing health care at the primary care level.

Preschool screening started in the first weeks of the fall semester. Later in
September, she screened the older children for height, weight, hearing and vision. The
process of screening for these vital statistics was combined and completed with one visit
to the health office. However, when a deficiency was noted for hearing or vision, the
child would need to be retested. With data recorded on worksheets, she later spent time
entering the data into the electronic health records. Her work with maintaining health
records gave the evidence she needed to communicate at a variety of meetings with

educators and individuals outside the district.
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Reporting health information, along with gathering and recording it, is another
important thread interwoven into the fabric of record keeping. Because reporting health
information plays a significant role in the account of what a school nurse does it was
conceptualized as the third phase of information tracking. It is the means to communicate
accurately about a child’s health status. She regularly communicated documented
information to children and their parents about their health status, and to educators as a
collaborative effort to help the children maintain a high level of well being that enhanced
learning. Further, she reported to agencies outside the Wiggle Creek School on a need to
know basis.

Reporting health information benefits children through informing parents of
identified deficiencies. Ann believed that communicating by phone was the most
effective way; her conversation with parents about deficiencies would give her insight
into how parents responded. She encouraged them to inform her of the results of any
further medical care. For example, she kept track of children with vision deficiencies,
and frequently asked the children if they got their new glasses.

It was interesting that early in collecting data, I noticed that Ann had described
tracking information as her ‘busy work.” Later, I understood that she had not meant for
‘busy work’ to be a negative concept, just caring that was more distant. For example,
what she had labeled as ‘busy work’ on one occasion was the work she had done on a
weight reduction plan for an individual child, yet it was her way of describing activities
that are not face-to-face encounters Other times, ‘caring about’ might involve making
phone calls to benefactors and following up on leads that various staff had suggested that

she utilize to help a family be able to afford trips to hospitals located a long distance from
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their home, or to help a family be able to afford eyeglasses for their child when they

could not qualify for government assistance.

Nurse as Medical Caregiver

The nurse’s role, within the context of an elementary school, is understood as
medical caregiver and teacher. The two roles compliment each other, and when they are
enacted in a public school context, they merge as one to accomplish providing health care
to the individuals in the school building. At the beginning of the study, Ann described
how she viewed what she did. She reminded me that “You are in an academic setting and
everything is geared towards academics. Coming from a hospital that is TOTALLY (her
emphasis) foreign. It took me a while to get my brain wrapped around that concept.”
Further she related to me that if there were vision problems, asthma, or diabetic problems
she try to get them resolved. Her reference to an academic environment and her view of
what health services must do is revealing about how Ann sees her work at Wiggle Creek
Elementary as the school’s nurse. Over 19 years of experience as a school nurse
influenced her feelings and actions. She understood the culture of education. Her efforts
logically would focus on medical care duties to enhance the possibility of performing
academically.

A medical caregiver lens directs attention to viewing her actions as “assisting in
identification, prevention and treatment of illness or injury”’(Oxford University, 2011).
However, Ann informed me on several occasions that her role was not that of someone
who identifies illness or injury but rather someone who assists in the identification

process. To iterate the district’s position she shared with me that “nobody can do
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anything about a child’s pain except mom or dad.” An assertion that articulated the role
of parents in what she could do for their child while they were at school.

To sort through the complexity of medical caregiver in an education context, it is
helpful to reflect on the level of care a school nurse provides within the spectrum of the
U.S. health care delivery system (Appendix D). The spectrum expanse covers a range of
providing for medical care with the intent that services are not duplicated (Potter & Perry,
2005). That said, as the school nurse, the health care levels Ann functions within are
preventive and primary levels. At the preventive level, she functions to educate children
about health management and knowledge. Simply put, she promotes health. As the
school nurse at Wiggle Creek she provides preventive care in what she did to prevent
disease. She spent an extensive amount of time with immunization compliance for all
children. She also vigorously promoted participation of the second and third grade
children in the dental sealant program.

The primary level of health care delivery directs attention to her efforts to identify
early health deficiencies (e.g., screening) and routine care. Both activities required a
significant portion of her time. She is the sites medical expert and her efforts facilitate
well-being. Potter & Perry (2005) suggest that the preventive and primary levels of care
showcase health promotion as a major theme. Ann was positioned to promote health
with every encounter at this level. The study data supports her actions. Her assessment
included some objective measures such as checking temperatures, having a close look
with her special penlight, caring for a wound or listening to a chest with her stethoscope.
Her behavior patterns are strikingly similar to those that unfold in ambulatory health

clinics staffed by other health care providers. She was also skilled at and required to
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respond to emergencies. In emergency critical care she was prepared to provide life
support as a first aid responder, and would relinquish medical care to the emergency
responders when they arrived.

Much of the medical care she delivered could also be described as symbolic. She
was seen as the medical expert and her actions reflected those she had learned as a
professionally trained nurse. The use of a medical lens to focus on what she did on daily
basis is best described as medical triage. Applying nursing practice skills, she assessed
the urgency of illness and injuries to decide what she would do for each one that entered
her office for care. Her three choices were to send children back to class, allow them to
rest on a cot for further observation, or to send them home. I noticed the encounters
followed a pattern and were brief. Her actions focused on treating the child’s response to
their complaint. They received large doses of sympathy, comfort, or as Ann described it,
“tender, loving care.”

Her past work experience, with children in daycare and hospital settings,
contributed to her specific responses. For example, I noticed her arms outstretched, as
welcoming body language, that sent a clear, positive message to the children that she
cared about them. Further, her professional nurses training and years of working as a
school nurse equipped her to control or prevent the spread of disease and contributed to
her being knowledgeable about indications or contraindications for medication therapy.
As children arrived for doses of their daily medication (or if questions related to the
medications effect) she had access to their health records. Access to this pertinent
information gave her the opportunity to be aware of any history of allergies, length of

time the medication had been taken, and other knowledge of their current conditions to
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enhance the possibility of the safe administration of medication to children while they
were at school.

It is not surprising that her realist worldview and her acceptance of what she could
and could not control accounted for her seamless integration of the nursing process. Her
philosophy to build relationships projects to others that she cares about them and has their
interests in mind. Children responded utilizing the health office to receive the health care
they had wanted, and Ann’s actions functioned to improve the possibility that children

would be healthy and in their classroom.

Nurse as Teacher

A teacher lens directs attention to viewing her actions as a particular way of
speaking engendering discourse that connects two worlds: teacher and learner. Implicit
in this definition is that roles such as communicator, team player and relationship builder
are valued too. Further, when a teacher is conceptualized as "someone that helps
individuals gain new knowledge, change attitudes, adopt new behaviors or perform new
skills" (Potter & Perry, 2005, p. 452) it follows that communication is central to teaching
the new behaviors or new skills. Ann’s efforts to teach regularly involved her
communicating with children; some she engaged in conversation regularly (daily
medications) and others it was random (e.g., “I don’t feel good.), but she always engaged
them in conversation. Communication was key to her efforts to care for health care needs
of school-aged children. Did they want an ice pack or want to lie down on a cot for five
minutes? Ann used her proven communication skills as an approach to help the child to
gain skills and accept the responsibility to independently manage their health. In other

words, communication was a frequently used tool to educate about health matters.
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“Quality of communication is a critical factor in meeting the needs of individual’s,
families, and communities” (p. 19, Potter & Perry, 2005). She communicated regularly
with families, her colleagues, physicians, and school personnel (e.g., family care
coordinator, social worker, special education teachers and other nurses employed in the
district).
Informal Teaching

For today’s professional nurse, teaching and learning is considered a major

component of standard care (Potter &Perry, 2005). This study showcases that Ann
regularly engaged in the act of teaching new behaviors and new skills within the
enactment of caring for physical needs. Conceptualized in this way, it is viewed as
informal and unplanned opportunities that occurred as Ann, for example, engaged in
caring for a child struggling to manage an asthma attack. In this instance, while she
administered or supervised the administration of the asthma medication she would sit
with the child and explain that if they came in to the health office prior to exercise they
could reduce or prevent breathing problems. Another frequently occurring example is of
Ann caring for a child with a bloody nose; it too describes her informal teaching. A
bloody nose is not life threatening, but can be frightening to an eight year-old as their
blood begins to get on their clothing and skin. Informally teaching about simple first aid
to pinch the nostrils tightly for three minutes teaches how to stop the bleeding and makes
it less frightening. In these instances, children can ask questions and get her expert
answers in casual conversations that she would engage them in while she remained close
by. Her efforts demonstrate an important moment for the child about the proper actions

and promote self-care, re-enforcing the behavior as she evaluated immediately the
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progress that was made to manage the acute health problem. She concluded her
conversation with be sure to tell mommy. She did expect the child to communicate with
a parent about what had occurred. It too was learning to be responsible and learning to
care for oneself.

The majority of her teaching opportunities were those that occurred in face-to-
face encounters to explain health information. For example, it occurred on occasions
when a child might be over the limit for Tylenol doses (district policy can have up to 5x
Tylenol in 30 days) or when a child might want a cough drop (district policy is that child
must bring a note for parent consent and supply the lozenges). At other times, it might be
teaching children self-comforting strategies to reduce reliance on medicine to relieve pain.
Their health education included resolving health issues without thinking of pills
immediately.

Formal Teaching

Other times teaching was planned and formal. For example, she taught formally
the fourth and fifth grade students the district’s growth and development curriculum, and
she also taught the fourth graders the introductory lesson for Basic Aid Training. Her
instruction reflected her knowledge of the children’s cognitive abilities and capacity to
learn. Showing her ‘crazy side’ was one of her favorite teaching tools. She reasoned that
“it was helpful to get their attention, it made them more alert, they listened better, and it
was rare for any one of the children to not get, or know what I said.” Her assessment of
student learning showed that it had worked. Other basic aid instructors, such as fireman,

often reported to her that the students knew what to do in emergency situations. They
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assured her that she had prepared the children well, and that they were ready to expand
their knowledge of basic aid.

Prescreening education relied on her opportunity to address entire grade levels
prior to children participating in health screening. For the youngest ones she would teach
them about the ‘game’ they would play when they came to her room and explain what
they would see and hear. The older children would learn about how to act responsibly.
For the dental health screen it would require parent consent for sealants. In this more
formal teaching, she would talk to them about the importance of returning the parent’s
consent form.

Ethical Responsibility to Teach

“Nurses have an ethnical responsibility to teach their clients” (Potter & Perry,
2005, p. 452). That said, Ann regularly acted in ways that acknowledged her
understanding of her responsibility to anticipate what the children needed to know about
their physical conditions or treatment plans. In her role as teacher, she regularly
functioned to explain health information, and she often clarified health related
information for children and adults alike.

Significance of the Study

This study promotes an understanding of a school nurse’s perspective, and
showcases what the nurse does for all children that arrive in her office for care. It
strengthens and adds to previous research associated with health care and education in
public schools at the individual nurse level of care. It is not surprising that the study
found the school nurse actively engaged with children caring for them in direct or indirect

ways to meet their felt needs or needs that had been planned by others (e.g., their parents,
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educators, and in collaboration with outside medical care providers) when they arrived in
the health office.

Ann is a key player in the academic outcome of students as it relates to being in
their classroom. Ann and I frequently visited about how she saw her herself positioned to
help in the process of educating youth; the study provided the evidence for what she did.
She served as an advocate for all students in her particular building. Sometimes she
advocated for wearing glasses, or was persistent in contacting parents to consent for free
dental care for the three large cavities that needed to be taken care of, or she simply
walked a tearful seven year old back to the cafeteria to eat with her friends rather than eat
in the health office, again.

This study also promotes the concept of care. Ann serves as a role model to care
for others. She regularly established caring relations with students, parents and staff
when they entered the health office. For some she had the opportunity to maintain the
caring relationship. For example, it was natural for her to maintain relationships with
children that regularly came for their daily medication. The relationship building that
occurred in the health office adds to previous research associated with caring in schools
(Noddings, 2005). Exploring the concept of caring and the relationship building that
regularly occurred, between Ann and the children she encountered, provides insight
related to issues of educating all children. Repeatedly, children arrived for medical care,
but they left with assurance they were healthy (or steps to take to improve their physical,
social and mental health). This assurance was reflected in their body language as they
left the health office to go back to class. Often, I noted in my fieldnotes that a child had

smiled or laughed with Ann, and then sent back to class.
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The idea of an interpretive study implies a researcher vantage point and the
subjectivity that such a process is likely to entail. Another researcher might interpret the
findings in different ways. Addressing issues with the interpretive process early on in
this report positions me as the researcher, and my personal bias for the reader. However,
personal bias might also be seen as a strength. Interestingly, Corbin & Strauss (2008)
suggest that personal experience may be a valuable resource in getting the participant’s
story right. My personal experience as a health care professional and health education
instructor provides for special insight to notice relationship building, creation of dialogue
and responsiveness by those being cared for.
Ethical Considerations
On occasion, encounters with the nurse were categorized as confidential and were
stricken from the written record to protect privacy. As the principal investigator, [ had an
agreement with the school nurse that no confidential information would be recorded
either through observation or as text in interviews. The nurse determined that confidential
information was not collected as data for this study. To give individuals a voice, as they
interacted with Ann throughout the study, pseudonyms were assigned and other details of
what occurred were fictionalized to provide anonymity. The goal of the research study
was to gather data that reflected the nurse’s perspective; not that of the individuals she
encountered.
Conclusion
This qualitative study provides insight about health care in one public school and
the nuanced ways it occurred. The nurse’s caring attitude characterized her practice as

she delivered care at the preventive and primary levels of health care in the U.S. Health
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Care Delivery System. Her nursing duties consisted of daily medication administration,
episodic care, and tracking health information. Tracking health information included
monitoring the students’ immunization compliance and acute outbreaks of contagious
diseases. It also included screening for physical abnormalities such as poor vision,
hearing loss, obesity, and poor dentition. Attention to the school nurse’s activities brings
to the fore the possibility that ALL children enrolled in a U.S. public school have free and
ready access to health care while they attend school. This school nurse anticipated that
she might be the only health care provider for some children. Keeping ALL children

healthy is an enormous task.
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Appendix B
Prescribed Duties of a School Nurse

Two lists of required duties of the school nurses were found: 1) the National Association
of School Nurses, a national organization that supports school nursing and “promotes
student success through the advancement of school health services by professional
registered school nurses” and 2) the participant’s district website. The two lists are
copied to further inform about prescribed school nursing activities.
National Association of School Nurses:

* Provide direct health care for students and staff to facilitate ability to

function successfully in the classroom (e.g., dispensing prescription

medications for chronic illness);

* Provide leadership for the provision of health services (i.e., managing, within

the scope of her professional nursing license, existing problems and or

disabilities and working with other professional health care providers in doing

that);

* Provide/advocate for student participation in existing services (i.e., serve

as a liaison between school personnel, family, community, and health care

providers);

* Conduct screening for health conditions (e.g., vision, hearing, height, weight,

and dental screenings and other health screening seen as necessary for this

particular population);

* Monitor immunizations (i.e., assure appropriate exclusion from and re-entry

into school;
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* Report communicable diseases as required by law;
* Promote health (e.g., provide education to students, staff and families
through presentations at conferences, school meetings or individual
instruction about such things as asthma management); and
* Serve as a leader in the implementation of health policies and programs. (NASN

Brief, 2010 Retrieved from: http://www.nasn.org/AboutNASN)

Participant’s District Website
The Health Services Program contributes to the educational success of each student by
promoting a safe and healthy environment for learning. This is accomplished by:

* Health screening

» First Aid and medication administration

* Immunization monitoring

» Communicable disease control

* Responding to medical emergencies

* Health education

» Management of chronic health conditions

(Retrieved from http://www.Ips.org/stuserv/health/)
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Overview of Research: Theoretical Framework

Research Paradigm: Researcher Research Strategies: Research
Constructivist Perspective: Constructivist Methodology:
postpositivist Constructivist postpositivist Inquiry  Ethnographic
realist Approach
Generalization: not primary ~ Ontology: Study design Data sources:
concern; studied case is of (Hatch, p. 14 & references: 1. Observation

intrinsic interest; reader
generalizes

Nature of Data: verbal text
of how individual makes
sense of their everyday life;
rely on participant thick,
rich description

Data Analysis: analysis of
text obtained through
observation and interviews;
inductive approach

Credibility/Trustworthiness:

a) prolonged engagement
b) thick description

¢) member checking

d) triangulation (sources,
theories, tools of
ethnographic methods

e) researcher reflexivity

15) reality exist,
but is never fully
apprehended thus
construction of
reality by
individuals, as
they see it,
occurs regularly
Epistemology:
(Hatch, p. 14 &
15) what can be
known is an
interpretation of
reality and
partially
constructed by
how individuals
make sense of
what they do.

* Hammersley, &

Atkinson, (2007)

* Hatch (2002)
* Creswell (2007)

« Corbin & Strauss

(2008)
* Agar (1996).
* Spradley (1979)

2. Interviews
3. Reflexive journal of
researcher

Data gathering:
4. Fieldnotes

5. Audio recorded
interviews

Data Analysis
6.Transcription of

interviews, fieldnotes,
and reflexive journal
7. Constant
comparative method
of coding and theme
analysis

(Spradley, 1979;
Corbin & Strauss,
2008)
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U.S. Health Care Delivery System

Levels of Care

Description

Examples School Nurse Care

Preventive Care

Primary Care

Secondary Care
(Acute Care)

Tertiary Care

Restorative Care

Continuing care

Education

Prevention

Early Detection & routine care

Emergency Treatment
Critical care (intense and
elaborate diagnosis and
treatment)

Special Care (highly technical
services for clients in a large
geographical area)
Intermediate Follow-up care
(surgical postoperative routine
care, routine medical care)
Rehabilitation

Home care

Long-term care

Chronic care

Personal care

Hospice care

Health promotion:

* Growth and development;

* Basic aid training; and the

* Explaining to individuals to
promote health

* Immunization compliance

* Dental sealants

* Health Screens

* Episodic assessments

* Emergency First Aid

* Management of chronic illness
- daily meds,

- asthma care

- diabetes

Care of medically fragile




