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There are a significant number of students on maintenance medications for chronic diseases or with
diagnoses that may result in medical emergencies requiring administration of medications in school. With
passing of legislation in all 50 states allowing self-administration of emergency medications for allergic
reactions and asthma, the landscape of medication use in schools is changing. These changes have
raised questions about the need for legislation or policy development relating to self-carrying and self-
administration of medications for other disease states, undesignated stock of emergency medications, and
administration of medications by non-medical personnel. Medication administration in the school setting
has become a complex issue, and this review will discuss current legislation related to medication use in
schools and provide best practices for administering medications to children and adolescents while at

school.
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Introduction

There are over 73 million children living in the United
States, and approximately 19% of them have special
health care needs, requiring prescription medications
or other specialized therapies for “chronic medical,
behavioral, or developmental conditions.”? Medical ad-
vancements are allowing children with chronic diseases
to live longer and with a higher quality of life. These
advances, combined with the implementation of state
and federal laws, now allow many of them to be pres-
ent in classrooms with their peers. With the increase
in the number of students with chronic diseases and
complex medical histories, there is an increasing need
to administer medications in school.

Traditionally, the role of providing direct care to
students, including administering medications and as-
sisting with acute medical problems, has fallen to the
school nurse.® Unfortunately, budget cuts have caused
many schools to forgo staffing of full-time school nurses
who are able to provide care for students with medical
needs. Even when nurses or other trained profession-
als are present at the school, there are instances when
time is of the essence to provide lifesaving treatments,
and administration of medication without the assistance
of trained health care professionals may be required.
Many states have instituted regulations allowing other
school staff members to administer medications after
professionally guided training has been completed.*

As of October 2014, all 50 states and the District
of Columbia have laws or statutes allowing students
with a diagnosis of asthma or life-threatening allergic
reactions to possess and self-administer emergency
medication.® While these laws have helped to advance
the care and safety of children with asthma and allergies
while at school, these are not the only disease states
that may require medication administration throughout
the day or in emergencies to help prevent serious
complications or even death. Chronic conditions such
as epilepsy, diabetes, and cystic fibrosis, or situations
such as opioid overdose may also require that medica-
tion be given at school. Medication administration in the
school setting has become a complexissue. This review
will discuss examples of conditions where medication
use in school is necessary and outline best practices
for administering medication to students.

Asthma

According to data from the CDC, as of 2016 more
than 6 million children in the United States had a diag-
nosis of asthma. Roughly 87% of them were between 5
and 18 years of age and would presumably be attending
school. The CDC data showed that over 3.2 million chil-
dren had at least 1 documented asthma attack in 2016.
In the same year, 209 deaths of children were attributed
to asthma diagnoses.® Complications and deaths from
asthma can be prevented with proper administration
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of asthma controller medications, early recognition of
asthma attacks paired with prompt administration of
inhaled, short-acting bronchodilators.

On the basis of current recommendations from
the Global Initiative for Asthma Report, children with
persistent asthma may be prescribed an inhaled cor-
ticosteroid with or without a long-acting beta-agonist
and/or a leukotriene receptor antagonist as controller
medications.” These medications can typically be given
at home by scheduling them before and/or after school.
However, some school districts have started to include
controller medications (e.g., inhaled corticosteroids) on
students’ asthma action plans for administration dur-
ing the school day to improve adherence.® The CDC
reported that although 55% of children with asthma are
prescribed controller medications, only 25% use them
regularly as prescribed, while 68% reported regularly
using their rescue medication.® This presents a potential
opportunity for schools to impact the adherence and
health of their students with asthma, as studies in large
school districts have demonstrated that for some chil-
dren, school-based, supervised inhaled corticosteroid
therapy can help improve asthma control.®

A joint statement of health and school-based orga-
nizations recommended that schools implement com-
prehensive plans for asthma management. The group
recommended that schools develop ways to address
environmental triggers of asthma that children can be
exposed to at school. The statement also advocated
for asthma action plans for each student with asthma,
education for school staff, development of emergency
protocols, and the ability for students to self-administer
their short-acting bronchodilator medication." An
asthma exacerbation can occur at any time owing to
potential exposure to triggers such as respiratory in-
fections, pollution, allergens such as dust and pollen,
exercise/stress, or cold air’? Triggers may vary from
child to child, but every asthmatic child has specific
triggers for his or her asthma and should receive edu-
cation about them.® In addition to the student and his/
her parents or guardians, school health staff should be
familiar with the child’s triggers and symptoms of acute
asthma to identify acute episodes and determine when
additional medical assistance is needed. The variety of
asthma triggers and potential severity of the triggered
response make it necessary for students with asthma
to have a short-acting bronchodilator readily available
to them at all times./*

In 2004, Congress passed the Asthmatic Schoolchil-
dren’s Treatment and Health Management Act (Public
Law 108-377). This act provided incentives for states
that required schools to allow students with a previous
diagnosis of asthma or severe allergy to self-administer
medications for urgent situations related to asthma
or anaphylaxis® Since that time, all 50 states and the
District of Columbia have instituted laws that allow chil-
dren to carry their short-acting bronchodilator while in

school!® However, individual state law specifics can vary
resulting in a lack of consistency in school policies al-
lowing students to self-carry their medications. The AAP
and American Lung Association recommend allowing
responsible, age-appropriate students to carry a short-
acting bronchodilator with them at school®” Readi-
ness to self-carry should be assessed by the child’s
health care provider. The importance of a collabora-
tive decision between the school nurse, the provider,
and the patient’s family about the appropriateness of
self-carrying and self-administration for an individual
student cannot be overstated.®” Not all students will
exhibit the level of responsibility necessary to be candi-
dates for self-carry and/or self-administration. Children
who are mature enough to self-carry must be able to
understand and recognize the signs and symptoms of
an asthma exacerbation, understand and comply with
school policies for self-carry/self-administration, as well
as demonstrate proper technique when using their
inhalers®" The school’s self-carry/self-administration
policy should address the need for students to make
school staff aware when an inhaler is used for rescue,
to ensure that the situation can be appropriately moni-
tored in case additional intervention is necessary.” Even
when a student is approved for self-carrying, parents/
guardians should still provide an additional inhaler that
can be kept in a secure location at the school in case
the child forgets or loses his or her inhaler.

To optimize asthma management at school, it is im-
perative that students have reliable access to rescue
medications. Even with progress being made in terms of
students’ ability to self-carry and self-administer short-
acting bronchodilators, there are still significant barriers
for many students when it comes to accessing rescue
medication. A school-based, asthma medication study
of elementary school students in Alabama demonstrat-
ed that less than 15% of students had albuterol readily
available at school despite having policies in place that
permitted students to possess short-acting broncho-
dilators.® While the data were collected in 2005 and
may not accurately reflect the status of albuterol access
in schools today, it is consistent with the results of a
survey from the United Kingdom that reported 86% of
students with asthma had at some point been without
an inhaler at school.® School health staff may run into
difficulties with obtaining medication from parents,
students forgetting or losing their inhaler, or the inhaler
running out or expiring. Other issues such as lack of
insurance, limited finances to pay for a second inhaler
for school, or difficulty obtaining a prescription owing
to lack of a primary care physician or site of asthma
care may also be contributing factors.®-2° Regardless
of the cause, if a student does not have access to his/
her inhaler during an asthma attack and a parent cannot
quickly bring it to school, the school health staff are left
no choice but to contact emergency services. These
issues highlight the importance of legislation allowing,
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or preferably requiring, implementation of stock inhaler
programs in schools.

A stock bronchodilator inhaler (e.g., albuterol) is a
school-owned inhaler that is used with individual or
disposable spacers, so it can be used for multiple
students.®?' Stock bronchodilator inhalers provide a
back-up option for children who do not have access to
a personal inhaler, regardless of the reason. It allows
for rapid intervention during acute asthma episodes
to prevent the need for escalation in care, which may
allow children to remain in school® Data collected
from a large school district in Arizona showed that in
the year a stock inhaler program was implemented, the
stock inhaler was used by 55 students for 222 separate
events. The authors also reported a 20% decrease in 911
calls and 40% decrease in emergency medical service
transports during the implementation year compared
to the year prior to implementation. Nurses indicated
that they were comfortable using the stock inhaler
and felt they had better outcomes for their students
but voiced concern that they may be open to liability
if a stock inhaler was used in an emergency situation
without a documented physician diagnosis. In addition,
they reported use of the stock bronchodilator inhaler
for school staff as well as for some non-emergent situ-
ations such as prior to exercise when a student had
lost or forgotten his/her inhaler.?'" All of these issues
should be considered when developing stock rescue
inhaler programs and policies. Ability to develop and
implement stock bronchodilator inhaler programs in
schools may vary by state due to differences in laws
and legislation.

To encourage and support the development of pro-
gressive asthma and stock inhaler policies in schools,
the School-Based Asthma Management Program Act,
HR 4662, was introduced in the House of Represen-
tatives in March 2016. The proposed bill intended to
expand the criteria for federal asthma grant preference
set forth in the School Access to Emergency Epineph-
rine Act to include stocking and staff administration
of asthma rescue medications and development of
school-based asthma management programs.?? This
bill was endorsed by the American Academy of Al-
lergy, Asthma and Immunology, the American Academy
of Pediatrics, and the National Association of School
Nurses; however, the bill did not pass before the conclu-
sion of the 114th Congress.??23 A similar bill, HR 2285,
was introduced in the House on May 2, 2017. Known
as the School-Based Respiratory Health Management
Act, this bill sought to increase the preference given
to states meeting the specified criteria when awarding
allergy and reversible lower airway disorder—related
grants. Additional preference would have been given
to states that required schools to stock allergy and
reversible lower airway disorder rescue medications (at
a minimum, short-acting bronchodilators), allow trained
school staff to administer those rescue medications

to any student reasonably believed to have allergies
or a reversible lower airway disorder, and have a
comprehensive school-based allergy and reversible
lower airway disorder management program in place.?
While this bill garnered a significant amount of support,
including 40 cosponsors, it failed to pass before the
conclusion of the 115th Congress. It is anticipated that
similar federal legislation will be introduced in the 116th
Congress; however, several states already have laws
or guidelines allowing schools to stock bronchodilators
for children with asthma. As shown in Figure 1, 15 states
currently have stock bronchodilator laws or guidelines
in place.?® While lack of a state law does not prevent
schools from implementing a stock bronchodilator
inhaler program, state laws can provide standards for
schools that are developing these programs and can
address the issue of liability by indemnifying school
staff for good faith use.?"?* Advocacy on the part of par-
ents, physicians, school health staff, and other medical
professionals may facilitate passage of similar laws in
the remaining states. In the interim, the American Lung
Association has developed a model policy on stock
bronchodilators that can aid schools in developing their
own stock inhaler policies and protocols.?®

Best practices for asthma medication use in schools
should consist of appropriate medication access, ad-
ministration, and documentation policies, guidance or
training of school staff, and guidelines for emergency
medication use and management. Schools should
have guidelines and practices that permit appropri-
ate access to rescue medication from school staff for
younger children and allow older, responsible children
to self-carry and administer their rescue medications.
The self-carry/self-administration policy should require
that students report any use of an inhaler for rescue to
school staff to allow them to appropriately monitor the
situation and intervene if needed.” In addition, schools
should have a stock inhaler program that permits use
of a stock bronchodilator for students or school staff
when it is deemed necessary.® All asthmatic children
attending school should have an asthma action plan on
file with the school and should be familiar with what it
entails.”* The asthma action plan should include signs
and symptoms to be aware of, appropriate treatment
steps, documentation of readiness to self-carry an in-
haler, and emergency contact numbers.”22?’ For those
children who may benefit from supervised inhaled cor-
ticosteroid therapy, this should also be included in the
asthma action plan. Schools should have guidelines on
chronic medication use, including needed documenta-
tion, training of school staff, and a process for consis-
tent communication between health care providers,
students and their families, and school staff. There are
numerous resources available to assist schools with
developing and implementing these best practices.
For example, the American Lung Association has de-
veloped a program called the Asthma-Friendly School
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Figure 1. American Lung Association and Allergy and Asthma Network: state map of stock bronchodilator in

school laws and guidelines.

[l State has stock bronchodilator in school laws; [ State has stock bronchodilator in school guidelines.

Initiative. This program can help schools develop and
maintain an asthma-friendly environment at school for
students and the community.?® Information on this and
other resources for schools (e.g., action plan templates
and model policies) can be found in the Table.

Anaphylaxis

Anaphylaxis, “a severe, potentially fatal, systemic
allergic reaction,” most commonly results from expo-
sure to certain foods, insect stings, latex, medications,
or immunotherapy. 3% 3" Contact with the allergen sets
off a profound, IgE-mediated systemic reaction that
can result in symptoms from multiple organ systems
including the integumentary (e.g., urticaria, flushing,
angioedema), respiratory (e.g., laryngeal edema,
bronchospasm), gastrointestinal (e.g., nausea, vomit-
ing, abdominal pain), and cardiovascular systems (e.g.,
tachycardia, hypotension).*° First-line treatment is the
immediate administration of intramuscular epinephrine
injection.® Delays in the administration of this lifesaving
medication can have fatal consequences.

When anaphylactic reactions occur in school, it is
essential for students or staff to have ready access to
epinephrine auto-injectors. The Asthmatic Schoolchil-

dren’s Treatment and Health Management Act of 2004
prompted the passing of laws protecting the students’
right to possess and self-administer anaphylactic medi-
cations in all states. Despite these laws, many students
remained at significant risk because approximately 24%
of anaphylactic reactions in schools occur in children
with no documented history of allergy.?

To maximize access to lifesaving medication for all
children having anaphylactic reactions in school or
while involved in school activities, the School Access to
Emergency Epinephrine Act was passed in 2013. This
law provided incentives for states that enacted legisla-
tion allowing trained school staff to stock epinephrine
and administer it to any student of the school reason-
ably believed to be having an anaphylactic reaction.®
While all states now have legislation addressing the
issue of an undesignated stock of epinephrine, the
map in Figure 2 shows that most states allow schools to
stock epinephrine, but do not require them to do so.3*
Therefore, it is not guaranteed that individual schools
have a stock of undesignated epinephrine available or
an anaphylaxis action plan in place.

There are lifesaving implications when schools take
appropriate steps to prepare for anaphylactic emer-
gencies. Best practices for managing anaphylaxis in
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Table. Additional Internet Resources

Subject
Anaphylaxis
AAP: Allergy and Anaphylaxis Emergency Plan®

AAP: Guidance on Completing a Written Allergy and
Anaphylaxis Emergency Plan®

Get Schooled in Anaphylaxis: Resource Library*°

NASN: Food Allergies and Anaphylaxis*'

Food Allergy & Anaphylaxis Connection Team:
Education for School Personnel*?

NASN: Epinephrine Policies, Protocols, and
Reporting®

CDC: Voluntary Guidelines for Managing Food
Allergy in Schools and Early Care and Education
Programs**

EpiPen4Schools*®
Asthma
AAAAI: Asthma Action Plan Template?”

American Lung Association: Asthma Friendly
Schools Initiative?®

AAAAI: Allergy & Asthma Resources for Families,
Clinicians, and School Nurses?®

Cystic fibrosis

Cystic Fibrosis Research Inc: Cystic Fibrosis in the
Classroom®®

Cystic Fibrosis Foundation: School, Enzymes, and
Sports: Nutrition for the Child with Cystic Fibrosis®’

Cystic Fibrosis Foundation: Day-to-Day, School and
CF™

Cystic Fibrosis Australia: CF Smart: A Guide to Cystic
Fibrosis for Primary School Teachers’

Diabetes

The National Institute of Diabetes and Digestive and
Kidney Diseases: Helping the Student With Diabetes
Succeed: A Guide for School Personnel’®

American Diabetes Association: Safe at School”

Juvenile Diabetes Research Foundation: T1ID
Resources and Support®®

Children With Diabetes: Diabetes at School®'

CDC: Managing Diabetes at School Playbook®?

Web Address

www.aap.org/en-us/Documents/AAP_Allergy_and_
Anaphylaxis_Emergency_Plan.pdf

pediatrics.aappublications.org/content/pediatrics/
early/2017/02/09/peds.2016-4005.full.pdf

www.anaphylaxis101.com/en/resource-library/school-forms-and-
checklists

www.nasn.org/nasn/nasn-resources/practice-topics/food-
allergies

www.foodallergyawareness.org/education/for_school_
personnel-3/for_school_personnel-3

www.nasn.org/nasn/nasn-resources/models-samples/
epinephrine

www.cdc.gov/healthyyouth/foodallergies/pdf/13_243135_a_
food_allergy_web_508.pdf

www.epipen4schools.com

www.aaaai.org/Aaaai/media/MediaLibrary/PDF%20Documents/
Libraries/NEW-WEBSITE-LOGO-asthma-action-plan_HI.pdf

www.lung.org/lung-health-and-diseases/lung-disease-lookup/
asthma/asthma-education-advocacy/asthma-friendly-schools-
initiative

www.aaaai.org/conditions-and-treatments/library/school-tools

www.cfri.org/pdf/cfintheclassroom.pdf

www.childrenshospitalofillinois.org/pdfs/specialty-services/cf/
cf-at-school/School-Enzymes-and-Sports.pdf

www.cff.org/Life-With-CF/Caring-for-a-Child-With-CF/Working-
with-Your-Childs-School/Formalizing-Special-Accommodations-
Using-IEP-504-Plans.pdf

cfsmart.files.wordpress.com/2014/02/cff035i-booklet-cf-for-
primary-school-teacherssingles_web-2.pdf

www.niddk.nih.gov/health-information/health-communication-
programs/ndep/health-care-professionals/schoolguide/Pages/
publicationdetail.aspx

www.diabetes.org/living-with-diabetes/parents-and-kids/
diabetes-care-at-school

www.jdrf.org/tld-resources

www.childrenwithdiabetes.com/d_0q_000.htm

www.cdc.gov/features/diabetesinschool

AAAAI, American Academy of Allergy, Asthma & Immunology; NASN, National Association of School Nurses
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Table. Additional Internet Resources (cont)

Subject Web Address

Epilepsy/seizures

Epilepsy Foundation: Seizure Response Plans 101%¢

Epilepsy Foundation: Seizure Action Plan®’

AAP, healthychildren.org: Children with Epilepsy at
School®®

Epilepsy Foundation: Your Child at School and Child
Care®®

Demos Health: The Keto Diet at School: A Sample
Letter to Your Child’s Teachers®®

Opioid overdose

Adapt Pharma Inc: Free Narcan Nasal Spray High
School Program Order and Terms and Conditions®®

NASN: Naloxone in School Resources®®
NASN: Naloxone in Schools Toolkit®

NASN: Narcan Administration Protocol®'

www.epilepsy.com/get-help/managing-your-epilepsy/seizure-
response-plans-101

www.epilepsy.com/sites/core/files/atoms/files/
SeizureActionPlan_School.pdf

www.healthychildren.org/English/health-issues/conditions/
head-neck-nervous-system/Pages/Children-with-Epilepsy-at-
School.aspx

www.epilepsy.com/learn/seizures-youth/about-kids/your-child-
school-and-child-care

www.demoshealth.com/w/the-keto-diet-at-school-a-sample-
letter-to-your-childs-teachers

www.narcan.com/pdf/NARCAN-for-High-Schools.pdf

www.pathlms.com/nasn/courses/3353/documents/3966
www.pathlms.com/nasn/courses/3353

www.pathlms.com/nasn/courses/3353/documents/3969

AAAAI, American Academy of Allergy, Asthma & Immunology; NASN, National Association of School Nurses

school include having an anaphylaxis action plan in
place, a ready-to-administer supply of epinephrine,
and staff appropriately trained to recognize the early
signs of anaphylaxis and administer the appropriate
dose of epinephrine when needed. Schools should
stock undesignated epinephrine auto-injectors and
train staff to recognize and respond to anaphylaxis
when it occurs. The school should maintain a supply
of both the 0.15-mg and 0.3-mg auto-injectors if appro-
priate, based on the size of the students, visitors, and
staff who may be present. When using epinephrine
auto-injectors for anaphylaxis, the recommended dose
is 0.15 mg for a child who is 15 to 30 kg (33-66 Ib) and
0.3 mg for an adult or a child > 30 kg (> 66 1b).3® The
school’s anaphylaxis action plan should clearly indi-
cate the appropriate dose of epinephrine that should
be administered. In addition to the weight-based
dosing, some states and many schools also include
age or grade cutoffs to provide additional guidance.
For example, in the Toolkit for the Administration of
Epinephrine and Albuterol/Levalbuterol in the School
Setting from the Georgia Department of Public Health,
the recommendation is as follows: “For students in
second grade or below or if less than 66 Ibs, use white
label epi-pen jr 015 mg. For adults and students in
third grade or above or if more than 66 Ibs use yel-
low label epi-pen 0.3 mg.”3® Students with a previous
diagnosis of anaphylaxis or severe allergy should have
an individualized anaphylaxis action plan on file with
the school. The anaphylaxis action plan should include

signs and symptoms to watch for, history related to
previous anaphylactic reactions or concomitant re-
spiratory conditions (e.g., asthma), appropriate treat-
ment steps, documentation of ability to self-carry an
epinephrine auto-injector and inhaled bronchodilator
(if child also has asthma), designation of an adult who
can administer the medication if the child is severely
symptomatic or otherwise unable to self-administer,
and emergency contact information.3-*° There are
numerous resources available to assist with imple-
mentation of these best practices. Although there are
several anaphylaxis emergency action plan templates
available from professional allergy and anaphylaxis
organizations, there are significant variations in the
included content and treatment recommendations.3-*°
To provide a more comprehensive and standard ap-
proach, the AAP developed a universal allergy and
anaphylaxis emergency plan and offers it as a tool for
health care providers and school health professionals
to use when preparing anaphylaxis action plans for
use in school.®®%° |n addition, some manufacturers of
epinephrine auto-injectors have developed programs
that may provide free auto-injectors, training devices,
and staff training materials for schools. Links to some
of these resources can be found in the Table.

Seizures and Epilepsy

A significant number of children who suffer from sei-
zure disorders such as epilepsy are unable to achieve
complete seizure control with maintenance medica-
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Figure 2. Food Allergy Research and Education (FARE): school access to epinephrine map.

[l State has law/guideline allowing schools to stock epinephrine; [ State has law/guideline requiring schools to stock epi-

nephrine; @ State has pending legislation.

tions, and are therefore at risk of having a breakthrough
seizure episode while in school or attending a school
event.*® An anticonvulsant or abortive medication is
recommended for seizures lasting longer than 5 min-
utes in most children, but may be recommended as
soon as seizure activity begins in others.*” The longer
the seizure is allowed to continue, the more difficult it
will be to break, and the more likely it is to progress to
refractory status epilepticus.*® Therefore, the sooner
an abortive medication, such as a benzodiazepine, is
given the better the expected outcome.

There are unique considerations to keep in mind
when choosing the appropriate benzodiazepine for
inclusion in a student’s seizure response plan. One
of the medications used most frequently for seizure
cessation is diazepam rectal gel. While it is premea-
sured, easy to administer, and very effective, it may
not be ideal for a school setting. It requires partially
undressing the child and inserting the tip of the syringe
into the rectum for administration. In a school setting,
nurses or school staff may be reluctant to administer
the medication when privacy is unattainable or other
children are present.**®° Additionally, school staff
members may feel uncomfortable performing what
may be considered an invasive and very personal
procedure on a child.>® The laws regarding who may
administer rectal medication in schools vary by state.

For instance, in California, non-medical school staff
volunteers may administer rectal diazepam when pro-
viding emergency medical assistance after receiving
training from a physician, physician assistant, creden-
tialed school nurse, registered nurse, or a certified
public health nurse.5' Other states, such as Alabama,
will not allow any staff members other than the school
nurse to administer rectal medication, which can be
an issue, particularly when nurses may not be on site
at all times.>? In these instances, it may be preferable
to use other routes of administration. Some possibili-
ties include buccal administration of midazolam oral
solution, buccal administration of clonazepam orally
disintegrating tablets, or intranasal administration
of injectable midazolam via a mucosal atomization
device.53-%%

Students and their families should work with the
primary care provider or neurologist and the school
nurse to design a seizure action plan that is accept-
able to the student and can be legally and reasonably
accommodated by the school. The seizure action plan
should include seizure triggers or warning signs, the
seizure type and a description of the child’s seizure
activity, the typical length and frequency of seizures,
the child’s response after a seizure, a list of the child’s
daily seizure medications, whether or not the child has
a vagus nerve stimulator, and an emergency seizure
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protocol.>¢%” The emergency seizure protocol should
define a seizure emergency and specify any first aid
that should be provided, who should be contacted
(e.g., nurse, emergency medical services), magnet
use for children with a vagus nerve stimulator, and any
medication that should be given, including the dose,
frequency, and who will administer the medication.55”
Sample plans and links to other resources can be found
in the Table.

The issue of stocking undesignated benzodiazepines
in schools has not yet become a topic of discussion,
but there are situations where it may be beneficial. An
individualized seizure action plan and medication sup-
ply is always preferred for students with a previously
diagnosed seizure disorder; however, their parents may
have difficulty obtaining sufficient supplies of diazepam
rectal gel to keep separate supplies at all the necessary
locations (e.g., home, school, and daycare) or there
may be delays replacing the supply once it is used or
expired. In the event that the student’s individual sup-
ply is expired or unavailable, having an undesignated
stock of diazepam rectal gel that could be used may be
invaluable, particularly for schools in rural areas, where
response times of first responders may be longer. While
stocking controlled medications in schools would be
more complex, the benefit of having benzodiazepines
available to abort seizures is significant and would
therefore be worthwhile to consider.

Cystic Fibrosis

While many of the policies and laws addressing
medication administration at school have centered on
disease states that require acute or emergent inter-
vention, there are some complex childhood diseases
that require access to select chronic and preventive
therapies throughout the school day. The chronic
management of one such disease, cystic fibrosis (CF),
may include non-pharmacologic therapies, medica-
tions, nutrition modification, or other accommodations
while in school.

Cystic fibrosis is a chronic, progressive disease
caused by inherited mutations in the cystic fibrosis
transmembrane conductance regulator, or CFTR,
gene.® The CFTR gene encodes the CFTR protein, a
chloride channel responsible for maintaining an ap-
propriate balance of fluid and electrolytes in various
tissues throughout the body, including but not limited
to the lungs, sweat glands, pancreas, gastrointestinal
tract, and reproductive system.®243 In patients with CF,
an absent or dysfunctional CFTR prevents the normal
movement of electrolytes into and out of the epithelial
cells, leading to the production and build-up of thick
mucus in the affected organs, significantly affecting
their function.®'2

There are over 30,000 people with CF living in the
United States, and just under half of them are children.
Most patients with CF are diagnosed by 2 years of age

or even earlier, since many CF mutations can now be
identified on the newborn screen.®? Early detection al-
lows initiation of appropriate and targeted management
to slow disease progression and prevent complica-
tions before they occur. While there is still no cure for
this disease, earlier detection and strict adherence to
medication regimens and respiratory therapies allow
CF patients to live much longer than previous expecta-
tions.52-%% According to the Cystic Fibrosis Foundation’s
patient registry annual report, the median life expec-
tancy for an infant born in 2017 and diagnosed with CF
is roughly 46 years.®*

There are a significant number of maintenance medi-
cations that children with CF require on a daily basis
to minimize progression of the disease and optimize
function of the organ systems affected.52935% Airway
clearance using chest physical therapy, a flutter device,
or a vest is also a key component of maintenance
therapy and may be needed during school hours in
some children.®2%36% Not all medications should be
used in the school setting; however, there are select
acute and chronic medications that should be acces-
sible by children with CF. Medication access in schools
for children with CF should consist of those necessary
for acute situations or emergencies as well as some
chronic medications necessary for appropriate nutrition
(e.g., pancreatic enzymes). Children with CF may benefit
from inhaled beta-2 agonists if they have a component
of airway hyperresponsiveness and may experience
bronchospasm.®® Oral pancreatic enzyme replacements
should be taken before all meals and snacks, including
those throughout the school day, to improve digestion
and absorption of nutrients.5*¢5-%° |f school policy al-
lows, it is preferable to allow students who are mature
enough to administer their own enzymes. Most children
with CF have been taking enzymes for many years and
are able to take them on their own. It is one way that
even young children can independently participate in
their care.®3¢” As with asthma, guidelines for the self-
carrying and administration of medication for CF can
vary from school to school, and the ability to self-carry
should be determined on the basis of communication
between the family, school, and health care provider. In
addition, children with CF generally require high-calorie
meals and snacks that include foods high in protein and
fat, to compensate for some of the malabsorption. As
such, availability to higher-calorie foods, such as whole
milk, should be permitted for children with this condi-
tion. Communication between the child’s family, health
care provider, and school is key in assuring availability
and access to needs specific to a child with CF.

In addition to medication access and nutritional ac-
commodations for students with CF, there are other
aspects of life with CF that may affect them at school
and should be considered. Coughing is common in
people with CF and it is helpful in clearing mucus from
the lungs, so it should not be discouraged. In addition,
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exercise is important to strengthen respiratory muscles
and clear mucus from the lungs.®®%” Although they
may tire more easily than their peers, students with
CF should be encouraged to exercise and participate
in physical education.®35¢%” However, they are also at
high risk of dehydration and electrolyte imbalance,
due to excessive salt loss through perspiration.®” Dur-
ing strenuous exercise or during hot weather, patients
with CF may require salty snacks or salt supplements in
addition to maintaining adequate hydration by drinking
every 20 to 30 minutes.53%%¢7 |t is essential that school
staff be educated about these needs, and that students
be granted permission to have the necessary drinks
and snacks, even when outside of normally scheduled
times. Additionally, since many children with CF have
malabsorption of nutrients, they should be provided
additional bathroom access owing to the potential for
more frequent bowel movements.

Given the various accommodations needed to en-
sure students with CF can meet their health care needs
without impacting their ability to learn, best practices for
medication use and health maintenance of CF in school
should also be multifaceted. Frequent communication
between the student’s family, school health staff, and
health care professionals is imperative. A 504 plan or
an individualized education plan (also known as an
individualized education program or IEP) should be
developed prior to the start of school.53’° The appro-
priate plan will be chosen depending on the types of
accommodations needed by the student, and whether
the student qualifies for those accommodations under
Section 504 of the Rehabilitation Act of 1973, for 504
plans, or the Individuals with Disabilities Education Act
(IDEA), for IEPs. The selected plan should clearly ad-
dress the student’s medications, nutritional needs, air-
way clearance therapy, exercise guidelines, and other
necessary accommodations including infection control
precautions, bathroom privileges, etc.%37° While a 504
plan can address these types of accommodations, it
cannot address any educational accommodations that
may be necessary. A student with CF may qualify for
an |EP and educational accommodations under the
“other health impairment” qualification of the IDEA if the
disease or its consequences impact his/her ability to
learn.®3” Cystic fibrosis often impacts a student’s ability
to learn owing to decreased stamina from the disease,
interruptions to learning for medication administration,
missed class time for medical appointments, frequent
exacerbations, and/or prolonged hospitalizations when
the student may be out of school for an extended
period of time.537° Proactively putting an IEP in place
that outlines a plan for getting necessary homework or
tutoring during prolonged absences, as well as address-
ing accommodations like audio or videotaped classes
or exceptions to attendance policies, can prevent un-
necessary delays and difficulties when exacerbations
or hospitalizations do occur.37° Links for information

on IEP and 504 plans as well as additional resources
for families are provided in the Table.

Diabetes Mellitus

According to the 2017 National Diabetes Statistics
Report, nearly 18,000 children with type 1 diabetes and
over 5000 children with type 2 diabetes are diagnosed
each year”® The management of diabetes involves
dietary restrictions, physical activity, and medication
management. Unlike other chronic disease states,
diabetes requires medication to be given during the
day, along with testing of blood glucose levels while
in school. The proper management of a child’s blood
glucose level is important in preventing short-term com-
plications such as hypoglycemia and hyperglycemia,
as well as the long-term complications of nephropathy,
neuropathy, and retinopathy.

Diabetes is considered a disability, and children
are protected from discrimination in school under the
Americans with Disabilities Act, the Rehabilitation Act
of 1973, and the Individuals with Disabilities Educa-
tion Act’* These regulations require schools to make
accommodations for children with diabetes to allow
them to participate in all school activities. However, in
some states only health care professionals can assist
students in the administration of insulin, while many
do allow non—health care professionals to administer
emergency glucagon.’®

Diabetes management in the school setting can be
challenging because it involves children in various de-
velopmental stages. Children <5 years of age are ata
developmental stage where recognition of symptoms
of hypoglycemia and ability to manage their diabetes
may be challenging. Children at this age can still be
involved with their care, for example, by choosing
which finger to use for glucose testing as well as their
insulin injection site.’* At the elementary school level,
the ability for children to manage their diabetes care will
vary based on their maturity level and when they were
diagnosed with diabetes. First and foremost, children
must be willing to participate in and/or provide their
own care.’*’® Schoolchildren should be allowed to self-
administer their insulin under supervision if deemed
appropriate by their parents, the school nurse, and the
diabetes care provider. Middle-school and high-school
students who show the maturity and knowledge of their
diabetes should also be encouraged to self-manage
their diabetes in school.” A note from the diabetes care
provider outlining the child’s ability to self-administer or
self-manage his or her diabetes while at school should
be included in the Diabetes Medical Management Plan
(DMMP). Parents or caregivers should provide the
school with all the supplies needed to manage their
child’s diabetes, including but not limited to insulin,
needles, syringes, glucose tablets, glucagon, sharps
container, and glucose monitor. In addition, children
who are capable of self-managing should be allowed
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to carry these supplies with them while in school.

According to the recommendations from the Ameri-
can Diabetes Association, all children with diabetes
should have a DMMP on file with their school’”* The
DMMP should include all routine and emergency care
and provide the school with the roles and responsibili-
ties of all the participants.’” At a minimum, the DMMP
should include specifics on the following: blood glucose
monitoring, insulin administration, meal time consid-
erations, symptoms of hypoglycemia/hyperglycemia,
checking for ketones if applicable, physical activity
limitations, and emergency plans and contacts.’* Some
schools may elect to or are required to use an Individu-
alized Health Care Plan (IHP) and/or an Emergency Care
Plan. The IHP and/or Emergency Care Plan should be
based on the DMMP. Of note, some children may also
need a 504 Plan or IEP on file with the school when
further services, aids, or modifications are needed to
make sure children with diabetes have access to all
school activities without impacting their ability to learn.””

The AAP recommends that all schools have a mini-
mum of 1 full-time school nurse to help with medical
management of children in the school setting.? Unfor-
tunately, some schools are not able to have a full-time
school nurse on staff or may need more than 1 school
nurse on staff to meet the needs of the students. As
a result, other school professionals may be called
upon to help manage a child’s diabetes. Many profes-
sional organizations have developed resources to help
schools with comprehensive staff training in diabetes
care. These resources, as well as additional resources
for families, can be found in the Table.

Opioid Overdose/Drug Abuse

Inrecentyears, there has been a significant increase
in the number of fatalities involving opioid pain relievers
or illicit opiates such as heroin. The Substance Abuse
and Mental Health Services Administration National
Survey on Drug Use and Health in 2015 reported that
there were 2.2 million current illicit drug users between
the ages of 12 and 17 years. Of those, 276,000 reported
misusing pain relievers within the past month.®® In
the 2017 Monitoring the Future study, roughly 1 in
50 high-school seniors reported non-medical use of
hydrocodone/acetaminophen and 1 in 37 reported
non-medical use of extended-release oxycodone within
the last year.®* When opioids are used in high doses or
for non-medical reasons, the risk of severe respiratory
depression increases significantly. If not reversed, se-
vere opioid-induced respiratory depression can lead to
respiratory arrest and may be fatal. With the significant
number of school-age and adolescent children using
illicit drugs or medications for non-medical reasons, it
is essential that schools be prepared to encounter and
respond to students with opioid overdose or respira-
tory depression.

One of the strategies for preventing fatalities from

opioid overdose is the rapid administration of nalox-
one.®® Historically, naloxone injection was given to
reverse the respiratory depressive effects associated
with opioid overdose. This required emergency medi-
cal personnel to be present to supply and administer
naloxone; however, fatalities from opioid overdose
have occurred while waiting for first responders to ar-
rive. Two recent additions to the market, the naloxone
auto-injector and naloxone hydrochloride nasal spray,
are specifically designed for ease of administration and
would be considerably easier for non-medical person-
nel to administer during an emergency. One dose of
naloxone nasal spray should be given immediately, by
spraying into 1 nostril, and emergency services should
be contacted. If the child does not respond, or the re-
spiratory depression returns, additional doses may be
given every 2 to 3 minutes in alternating nostrils.® This
simple intervention may reverse respiratory depression,
at least temporarily, thus buying time until emergency
personnel arrive. The availability of these new, simpler
alternatives may significantly reduce fatalities related
to opioid overdose, particularly in rural areas where
access to medical care may be limited. In some states
or school districts, there are restrictions in place that
allow only the school nurse to administer injections;
however, the nurse may not be on-site full-time or
may be split between different schools in the district.
Naloxone nasal spray may be ideal in those situations.

In an effort to combat the opioid crisis, the Clinton
Foundation and Adapt Pharma have joined together in
the Clinton Health Matters Initiative that offers a free
carton of naloxone nasal spray to every public high
school in the United States.®” In addition, the National
Association of School Nurses have been given a grant
to develop and disseminate educational materials to
school nurses, students, and their families.®” Opioid
abuse has the potential to go unrecognized until a sig-
nificant overdose occurs. Having school staff trained to
recognize the early signs of opioid toxicity and having
naloxone available in the school will very likely save
numerous lives. Information on obtaining naloxone for
your school and other educational materials is avail-
able in the Table.

Over-the-counter Products

The use of over-the-counter (OTC) medications,
including dietary supplements, may be a challenge for
schools, owing to the lack of a prescribed indication,
dose, route, frequency, or duration for a given child.
However, ease of access to treatment with OTC medi-
cations can result in symptomatic improvement, which
may help enable learning and decrease disruption in
the classroom. Additionally, most OTC products, when
used appropriately, are relatively safe with regard to ad-
verse drug effects. One problem with OTC medication
use in the school setting involves difficulty in obtaining
physician permission or orders for short-term use. Li-
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ability is another significant concern that schools face
when offering to use OTC medications in students. The
safety of students and security of medication supplies
are important issues that also need to be evaluated.
When considering the use of OTC products in their
students, school personnel should consider risk versus
benefit for each child.”

As with many medication-use policies in schools,
the use of OTC medications in this setting can vary,
based on state or school district-specific standards. For
example, some schools hold the same policies for both
OTC and prescription medications, while others permit
the use of OTC medications for students with parental
permission alone (i.e., no physician order needed). It
is recommended that schools or school districts have
medication-use policies specific to both OTC and pre-
scription medications.

There are a number of best practices to consider
when developing and implementing OTC medication
policies in schools. The AAP recommends that schools
develop standing protocols or orders with the school
district’s medical director that permit a 1-time verbal
permission by parents for select OTC medications such
as acetaminophen.” The use of OTC products in schools
should be limited to those that are necessary to treat
acute issues such as pain, fever, and allergies. Over-
the-counter multivitamins or dietary supplements that
may otherwise be given outside of school hours should
not be permitted, unless they are deemed medically
necessary as documented in writing by the child’s phy-
sician. Schools should maintain an updated medication
list for students, whenever possible, that can be used
to screen for possible drug-drug interactions with OTC
medications.” The AAP also recommends that schools
require a physician/prescriber order for the use of OTC
cough/cold medication in children younger than 6 years
of age owing to data demonstrating lack of efficacy and
greater risk versus benefit of these medications in this
age population.” The duration of OTC medication use
in school should be for the shortest duration possible.
If more than a 1-time administration is permitted, school
policy should specify a limited duration of use for OTC
medications. Finally, in the event that a child needs to
receive an OTC medication for an extended period,
schools should require a physician/prescriber order
for proper oversight and instruction.”

General Recommendations for Best
Practices

The AAP Council on School Health developed
guidance recommendations for the administration of
medications in the school setting in 2009, which were
also endorsed by the American School Health Associa-
tion.” In addition, the AAP has issued guidance specific
to medical emergencies and the management of food
allergies in schools®??* Many of these recommenda-
tions are addressed in the following best practice

recommendations.

In general, medication-use practices and policies in
schools can vary by school, district, and state. Univer-
sally, however, school policies should focus on optimiz-
ing the safety and health of children while taking into
account the challenge of limited resources for the provi-
sion of health services in schools. Organizations such as
the National Association of School Nurses recommend
that school districts develop policies and procedures
that “focus on safe and efficient medication administra-
tion” for prescription and non-prescription medications
as well as medications being used off-label.®* Off-label
medication use, although common in pediatric care, is
an area that has raised additional concern and discus-
sion amongst school health staff owing to concerns for
safety and the risk of liability. The variety and number
of medications seen in schools have increased over
time. School district policies and regulations should be
routinely updated to reflect the changes and trends in
pediatric health care in order to support continuity of
care between health care provider, caregiver, and the
school community.4

School Health Staff. The presence of a full-time
licensed registered nurse in each school is highly
encouraged; however, the limited financial resources
in school districts can hinder the ability to provide this.
It is important to provide comprehensive and ongoing
training for all school staff, outlining the signs and symp-
toms of common pediatric emergencies, the location of
both individual student action plans and general school
emergency action plans, and the school’s policies
pertaining to emergency medication administration.
Using untrained school staff to administer medications
in schools can increase both risk and liability. Thus,
if unlicensed staff members are to be delegated the
task of medication administration in schools, the AAP,
American Nurses Association, and National Association
of School Nurses recommend that they be trained and
supervised by a registered nurse.” These individuals,
referred to as unlicensed assistive personnel (UAP),
should have the “knowledge, skills, and composure”
to administer medications or assist with other routine
health duties under the guidance of a licensed reg-
istered nursel” It is preferred that UAP who will be
assigned medication-related tasks be members of the
school health staff (e.g., health aid/assistant); however,
non-medical school staff members (e.g., teachers) may
also be chosen.” The school nurse is responsible for
selecting and training UAP. Delegation of duties as well
as training and assessment of UAP is an ongoing pro-
cess and should be completed by the school nurse at
multiple times throughout the year. Delegation of nurs-
ing responsibilities such as medication administration
should follow outlined school policies and local and/
or state practice regulations. Continuing education and
training is recommended for all members of the school
health staff” Such education and training can be of-
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fered through state school nurse organizations as well
as through universities and affiliated nursing schools.
Use of a 504 Plan. To help ensure that appropriate
medication administration is provided in the correct
manner no matter who is administering the medica-
tion, itis recommended that a 504 plan be developed.
Section 504 is part of the Rehabilitation Act of 1973
that allows students with disabilities to have access
to the same education as peers without disabilities. A
504 plan is used as a blueprint for services or accom-
modations needed in the learning environment to meet
the needs of the child. Students qualify for protection
under Section 504 if they have a physical or mental
impairment that substantially limits 1 or more major life
activities (e.g., breathing, walking, learning). A physical
or mental impairment is defined as any physiologi-
cal disorder or condition that affects 1 or more of the
body systems including respiratory, neurological, or
cardiovascular. Students are evaluated to determine if
they meet the requirements of Section 504. Once they
are deemed eligible, students can continue to receive
services as long as they continue to meet the qualifica-
tions outlined in Section 504. If a child meets eligibility
requirements, a 504 plan is developed by a team of
individuals familiar with the student and 504 plans. The
child’s parent or guardian, general and special educa-
tion teachers, and principal are key participants, and it
is recommended that they take partin the process. The
student’s physician may also be asked to be involved
to provide recommendations or documentation of the
disability. There are no specific requirements for what
must be included in a 504 plan, but a plan should
include specific accommodations needed (e.g., ability
to self-administer medications, emergency medication
administration), who will provide those services, and
who will implement the plan. While the rules may vary
by state, 504 plans are typically revised yearly, and the
student is reevaluated for eligibility every 3 years.*®
Use of an IEP. To ensure that the school meets the
health and educational needs for each child, it is recom-
mended that IEPs be developed prior to the start of the
school year for students who qualify.’® The IDEA is a law
that ensures students with disabilities have access to
a free and appropriate public education as well as any
special education or other services necessary to meet
their needs.®® IEPs are used to clearly identify services
or accommodations that are needed in the learning
environment to remove barriers to a student’s educa-
tion.?” The IDEA requires schools to develop IEPs for
all students who qualify as having a disability. Under
IDEA, a child is considered to have a disability if he/
she has “an intellectual disability, a hearing impairment
(including deafness), a speech or language impairment,
a visual impairment (including blindness), a serious
emotional disturbance, an orthopedic impairment, au-
tism, traumatic brain injury, another health impairment,
a specific learning disability, deaf-blindness, or multiple

disabilities” and “by reason thereof need special educa-
tion and related services.””" Students must be evaluated
to determine if they meet the requirements of IDEA
before an IEP can be developed.

While this law does apply most often to students
with specific learning disabilities, it also applies to
and protects students who require educational ac-
commodations or other services as a result of any of
the other disability categories, one of which is “other
health impairments” (OHls). In fact, of over 6 million
students served under the IDEA in 2016, 15.4% quali-
fied as having a disability based on OHlIs.*® According
to IDEA, a student meets the definition of OHI if he/she
has “limited strength, vitality, or alertness, including a
heightened alertness to environmental stimuli, that re-
sultsin limited alertness with respect to the educational
environment, that is due to chronic or acute health
problems such as asthma, attention deficit disorder
or attention deficit hyperactivity disorder, diabetes,
epilepsy, a heart condition, hemophilia, lead poisoning,
leukemia, nephritis, rheumatic fever, sickle cell anemia,
and Tourette syndrome and adversely affects a child’s
educational performance.”” The list of conditions is not
all inclusive and other acute and chronic conditions,
such as CF, may qualify a student for an IEP under the
OHl clause’®

If a child is evaluated and determined to meet eligibil-
ity requirements, an IEP is developed by a team made
up of the child’s parent or guardian, general and special
education teachers, an individual who can interpret the
child’s evaluation results, a member of a public agency
who is “qualified to provide or supervise the provision
of specially designed instruction” to meet the needs
of a child with a disability, any individuals with special
knowledge of the student’s needs, and the student if ap-
propriate.®® For students who qualify for IDEA for OHls,
it may be helpful for a member of the child’s health care
team or primary care provider to participate in the IEP
meeting or submit written documentation of the child’s
medical needs, particularly those that will impact the
child during the school day and/or interfere with learn-
ing’® The IEP must include and address the child’s
current academic and functional performance, annual
education goals and how progress will be tracked,
the type and timing of special educational or related
services the child will receive, other accommodations
or modifications that need to be made, participation in
standardized tests, and inclusion in general education
classes and school activities.® IEPs must be reviewed
at least annually, and the student must be reevaluated
every 3 years to ensure that he/she still qualifies for
an IEP.

Secure Storage of Medications. Security and stor-
age of medication is fundamental when providing
health care services in the school setting. Medications
for use in school should be in the original containers
with an accurate, up-to-date prescription label. These
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medications should be kept in a secure location and
at an appropriate temperature based on medication
instructions (e.g., cabinet, refrigerator). Medications
that are classified as controlled substances, such as
amphetamines, must be stored by using double-lock
security. Medications need to be not only safe and
secure, but also accessible for school health staff
during school hours and activities. At the start of the
school year, members of the school health staff should
provide guidance to caregivers regarding required
documentation and medication supply preparation
(e.g., reminders to obtain refills, make sure supply has
prescription label). At the end of a given school year,
medication supplies should be returned to caregivers
or disposed of in accordance with laws and regulations.
Documentation that should be on file for students who
require medications during the school day include an
up-to-date medication list, up-to-date list of allergies,
current weight, health action plans (e.g., asthma ac-
tion plan, 504 plan), documentation of permission for
self-administration (when applicable), physician order
documents, and parent/caregiver consent forms.
Documentation of medication administration should
be completed in real-time and spot-checked regularly.”

Off-site Activities and Medication Use (e.g., Field
Trips). Medication use on field trips can be a challeng-
ing task for school staff. Currently, there is no specific
guidance in the literature with regard to medication
administration and storage during school field trips. In
general, a school’'s medication-use policies would apply
similarly when it comes to administering medications
during a school field trip. Secure storage of medications
in such a situation may be challenging and should be
addressed in each school policy whenever possible.
To help minimize the need for transporting medication
supplies and reduce the risk of loss, whenever medi-
cally appropriate, medications should be administered
prior to and/or after a given field trip. Medications that
must be carried for a field trip should be in the original
container with a prescription label providing accurate
instructions for use. Additionally, appropriate docu-
mentation (e.g., current medication list, action plans)
should accompany children and be completed when
doses are administered.

Self-Carrying and Self-Administration of Medica-
tions. Self-administered medications include those
that are needed for urgent or emergency use and do
not require refrigeration or secure storage. Controlled
substances should not be self-administered or carried
by children in school. Children who are expected to
carry and self-administer selected medications should
be old enough to be capable of such responsibility and
should be trained in appropriate administration and use.
Determining whether a child is capable of such respon-
sibilities should be done collaboratively between par-
ent/caregiver, prescriber, and school health staff. Each
assessment should evaluate the child’s knowledge

of the medical condition, medication administration
technique, and understanding of appropriate steps
to notify or alert school staff for health-related assis-
tance. Doses self-administered by younger children
(e.g., elementary school) should be reported to school
health staff for documentation and determination if ad-
ditional health assessment or assistance is needed.”
Medications carried by children for self-administration
should not be left unattended, but should be on their
person at all times, including during off-campus school
activities such as field trips. Also, designated school
staff (e.g., teachers) may carry medications to provide
assistance in administration, if policies and regulations
permit such practices.

Partnering with Schools and Students’ Caregiv-
ers. Given the variety and number of items needed to
prepare for medication use in the school setting, it is
essential that those in the health care and school com-
munities provide support to caregivers. School health
staff can help caregivers prepare for medication use
in school through informational sessions and provi-
sion of documents prior to the start of school as well
as with intermittent reminders, in case children start
medications during the school year. Clinicians, including
pharmacists, in the primary care setting and specialty
clinics should also provide support and guidance to
caregivers regarding medication use in the school
setting before each new school year and whenever
a new therapy is started. This can include evaluation
of the school’s documentation requirements (such as
physician orders, letter for medication use), reminders
of medication refills for both home and school supplies,
and providing any prescriptions necessary to maintain
an adequate supply of medication at school.

Conclusions

Whether addressing a student’s health and medi-
cation needs associated with a chronic condition or
an emergency situation, it is apparent that thoughtful
preparation and communication between the school,
the student’s family, and primary care/specialty provid-
ers are essential to optimize care of the student.

The development of medication policies address-
ing self-carrying of medication, self-administration of
medications by students, administration of medication
by school staff, and keeping of undesignated stock
of emergent medications is a key step in improving
medication administration and emergency response in
schools. These policies should be routinely updated to
reflect current legislation and practice changes.

Although the disease states addressed in this review
(e.g., asthma, diabetes, anaphylaxis) are all vastly differ-
ent, itis considered best practice in all cases to develop
a written plan for medication and disease management
at school and file it with the school nurse to allow for
any necessary preparation or staff education that is
required. Physicians should work with school-age pa-
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tients, their families and school to develop individual
action plans for daily and emergency care associated
with preexisting diagnoses (e.g., asthma, seizures).

Among the most ardent advocates for their children,
parents can also play a significant role in making
schools safer for them. Parents or caregivers of all
students can contact the school office to see what
medication policies and emergency action plans are
currently in place. Their inquiries may prompt school
administrators to develop medication policies for pre-
scription, emergency, and OTC medications as well as
protocols for medical emergencies (e.g., anaphylaxis,
opioid overdose) if they have not already done so.
They can also petition school administrators or school
nurses to develop policies allowing non-designated
stock of medications, such as albuterol, epinephrine,
and naloxone, to be stored within the school.

Lack of proper planning, development of appropri-
ate policies, clear delineation of responsibilities, and
thorough staff education can lead to confusion and
inefficiency during emergencies. The resulting time
lost can be life-altering for those involved and can even
mean the difference between life and death. It is time
for school administrators, health care professionals,
and families to come together and proactively address
medication and health issues in our schools. It is only
with collaboration and ongoing advocacy that advances
can be made to improve the health of our students.
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