Name:  _______________

School:  _______________

Date:  _______________

Madison County Schools

Quarterly Audit

Title:  Audit of Care for students in school with Asthma

Audit Statement:  Shall perform 100% of competency or will follow a corrective action plan developed from audit.

DATE

SIGNATURE


CRITERIA (Theory)




of auditor with a check for pass



    or an X for needs follow-up.

________

_______________

1.  States common signs/symptoms 







     associated with asthma.

________

_______________

2.  States the common triggers for 








     asthma attacks/flare-ups.

________

_______________

3.  Describes asthma in simple terms.

________

_______________

4.  List types of medication used to 

 






     commonly treat asthma

________

_______________

5.  States things that can be done to








     prevent asthma attacks.

________

_______________

6.  States who can be called if help 








     is needed with student’s asthma








     care.

________

_______________

7.  States signs and symptoms of an 








     asthma related emergency









CRITERIA (Clinical)

________

_______________

1.  Demonstrates correct technique for 








     administering inhalers/students








      giving self-administration.

________

_______________

2.  Demonstrates correct 








     documentation of student name,








     type of med.given, correct date 








     and time, route, and dose

Evaluation:  Proved 100% competent at above skills during audit or will follow corrective action plan developed from this audit by school nurse

