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STUDENTS	D$09.21 AP.21
Other Health-Related Forms/Procedures
OSTOMY CARE PROTOCOL
Student: 	 		 School Year:___________________
School: 			Teacher: 	__________________
 Scheduled Emptying Times: 						
Proper care for an ostomy includes learning how to empty and replace the pouch and observing for skin irritation. Initial training for unlicensed school staff and observation of ostomy care will be provided by the Registered Nurse.
Parents and guardians of a student with an ostomy will provide fill supplies needed to care for the ostomy. This includes protective pre-cut skin barriers, pre-cut pouches, wet wipes, adhesive remover, skin protector, and stomahesive paste. Unlicensed school staff cannot measure and cut skin barriers.
EMPTYING THE OSTOMY POUCH:
· Escort student to designated restroom at designated time and/or as needed
· Strongly encourage student not to touch the appliances with bare hands.
· Wash hands
· Apply gloves
· [image: ]For a drainable pouch, simply unclip it and empty contents into a disposable cup then empty into toilet. Place a small amount of water into the cup prior to emptying.
· Clean the end of the pouch with a disposable wipe or toilet paper, reclip it. 
PLEASE ENSURE THE CLIP IS SECURED TO PREVENT LEAKAGE.
· Remove gloves
· Wash hands and allow the student to wash hands with soap and water
· Ensure that the student is properly covered before returning to classroom
· Document care on the Ostomy Care Log
CHANGING THE OSTOMY POUCH:
· Wash hands
· Gather equipment within easy reach.
· You will need: adhesive remover, skin protector, wafer (pre-cut), stomahesive paste, wet wipes, gloves, new pre­ cut pouch, disposable cup and paper towel to place between appliance and student to avoid leakage onto the student or the clothing.
· Empty the pouch as normal
· Wipe the tape surrounding the old wafer with the adhesive remover. Hold skin with one hand and gently pull wafer off with the other.
· Place old pouch, wafer and other waste (not the clip!) into a plastic bag for disposal
· Clean the skin and stoma with a wet wipe
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OSTOMY CARE PROTOCOL (continued)
· Pat skin dry. Apply skin protector to the skin where the wafer will be.
· Peel the paper from the precut wafer and apply stomahesive paste around the cut circle in the wafer
· Remove paper backing from tape and place appliance over the stoma. Make sure the stoma is in the center of the hole. Press firmly and smooth wrinkles.
· Press gently on the wafer for a minute to ensure a good seal
· Close the bottom of the bag with the clip. 
PLEASE ENSURE THE CLIP IS SECURELY FASTENED TO AVOID LEAKAGE.
· Document care on the Ostomy Care Log
OBSERVING FOR SKIN IRRITATION:
· The stoma is normally pink to red. Contact the Campus Nurse if the stoma:
· Develops a pale color
· Becomes dusky or blue
· Swells
· Bleeds
Return demonstration for pouch emptying performed satisfactorily on following date(s):
									(RN to date and initial please)
Return demonstration for pouch change performed satisfactorily on following date(s):
									(RN to date and initial please)
I have provided in-service training and have delegated 	 to perform ostomy care and stoma observation regarding pouch emptying and pouch changes according to KRS 156. 502. He/she has demonstrated knowledge and understanding of the ostomy care protocol as described above.
													
Delegating RN Signature							Date
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PROCEDURES FOR INTERMITTENT STRAIGHT CATHETERIZATION - FEMALE
Student: 			_	School: 		_	School Year: 			
*See attached authorization, Authorization form must be signed by parent/guardian and physician for current school year.
1. Gather equipment before procedure: 
· towel to place under student
· container to collect urine
· water soluble lubricant
· soap and water/cleansing wipes 
· gloves
· catheter
2. Provide a private area for the student.
3. Inform the student of your actions as you proceed 
4. Wash your hands.
5. Assist the student as needed with clothing removal/positioning to prepare for procedure. 
6. Apply gloves
7. Assemble equipment within easy reach
8. Squeeze lubricant onto tip of the catheter
9. Gently cleanse around the urethral meatus. Cleanse in a downward motion. Assess the area for redness, swelling, or discharge.
10. With your thumb and middle finger, separate the labia minora. Maintain uninterrupted separation with slight backward and upward tension. (You must clearly see the meatus to Introduce the catheter)
11. Tell the student you are going to insert the catheter. Ask the student to breathe deeply. Slowly insert the catheter into the meatus until urine begins to flow, then advance one to two inches. Never force the catheter. Stop immediately if pain occurs.
12. Inform the student when the procedure is finished. Pinch off the catheter while it is gently removed.
13. Assist the student to redress,
14. Measure and record the amount of urine.
15. Observe and record the urine for color, clarity, odor, blood, or mucous.
16. Wash catheter with soap and water if re-using. If using a new catheter, dispose of used one. Wash collection container with soap and water. Dry with paper towels.
17. Remove gloves and wash hands.
18. Report immediately any discomfort, swelling, redness, change in urine color/clarity/odor, to-school nurse and parent/guardian.
19. Record procedure on flow sheet.
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Return demonstration for intermittent straight catheterization performed satisfactorily on the following date(s): 	
									(RN to date and initial please)
I have provided in-service training and have delegated 				 to perform intermittent straight catheterization and care according to KRS 156. 502. He/she has demonstrated knowledge and understanding of the procedure as described above.
													
Delegating RN Signature						Date
I have been instructed in the school district's procedure for intermittent straight catheterization. I consent to these procedures ai trained and delegated to me by the delegating RN according to KRS 156. 502. l understand that I am to immediately report to the supervising RN any new orders, changes in student health status, and changes in urinary status.
													
School Employee Signature and Title					Date
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AUTHORIZATION FOR CATHETERIZATION PROCEDURE
Student Name:							 DOB: 					 
School/Grade 							School Year: 				
Students’ Medical Diagnosis: 
													
													
PHYSICIAN ORDER FOR INTERMITTENT CATHETERIZATION
(To be completed by the student's physician and returned to school)
Urethral  	Suprapubic 
Size of catheter: 				
Frequency of catheterization during the school day:							
Times for procedure: (be specific)									
Can this student catheterize him or herself?    Yes independently     No with assistance
Check the typical characteristics of the student's urine:
 clear       cloudy      odor      typically has blood in
Typical color and amount of output: 									
*When any changes in the student's typical characteristics are observed, the parent/guardian must be notified immediately.
													
Physician Signature							Date
													
Physician Printed Name							Phone/Fax
I hereby request the School Nurse to administer the above procedure according to physician's instructions. I agree to furnish all equipment, supplies, medication, or other items necessary for the administration of the service/procedure and to provide replacement and maintenance as necessary. I agree to notify the School Nurse immediately if there is any change in the student's status or physician's orders.
													
Parent/Guardian Signature						Date
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Primary Care Provider Authorization for: Supplemental Oxygen
Student Name:					 DOB: 		 School/Grade 		School Year: 	
Diagnosis: 							 Allergies: 				


Oxygen Vendor and Telephone Number:								
Is Oxygen required to be transported and administered during bus transportation to/from school?    YES    NO
If yes, should a back-up Oxygen tank be kept at school?   YES    NO
Is the student required to be transported on a climate-controlled bus?   YES    NO
Specific instructions for use of portable oxygen:								
LITERS per minute: 		VIA:	 Nasal Cannula		Mask	Tracheostomy Collar	
TIMES for use:				Continuous Use			While sleeping/nap time		
Emergency Use Only based on the following Pulse Ox values:						

Emergency Use Only!
Initiate oxygen when the following sign and symptoms are present:
 Pale   Shortness of Breath   Cyanosis   Other (specify): 						
In case of emergency, Administer the MAXIMUM of 		LITERS per minute via			
Storage and Safety precautions:										
Will the student require use of an OXYGEN CONCENTRATOR?					
If so, school staff will require explanation of use by DME provider: 					
													
Other directives:											
EMERGENCY PLAN OF ACTION: If status does not improve after oxygen has been administered, do the following:
· Call 9-911
· Notify parent/guardian
· If EMS is called, the student must be transported via EMS to an emergency facility, or parent/guardian must sign release with EMS to assume responsibility for student.
· The student may not return to school the day of the emergency event.
· When a student is transported via EMS, an OCBE staff member must accompany the student to medical facility unless parent/guardian or emergency contact accompanies them.
PHYSICIAN AUTHORIZATION AND SIGNATURE
													
Printed Physician Name			Signature (mandatory)				 Date		
									
Phone					Fax
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Management of Diabetes
Each student with diabetes shall have equal opportunity to safely participate in all school programs and activities with proper support and accommodations when required.
1. Each school will establish a method of transmitting relevant information to all employees having supervisory responsibility over a student identified as having diabetes.
2. The district will provide staff development on an annual basis to ensure general awareness and knowledge concerning students with diabetes.
3. The principal of each school will arrange for school staff having supervisory responsibilities over students with diabetes to receive training specific to the care of each student. This training will be completed by a Registered Nurse as an act of delegation in accordance with KRS 156.502, KRS 158.838 and may include: Delegation of Medication Administration (9020.01-AR), Delegation of physician directives regarding low/high blood glucose treatment, Diabetes Care Plan management, safety interventions, best practice protocols, and administration of a life-sustaining prescription medication.
4. The principal of each school will ensure that an OCBE staff member trained annually to administer life sustaining prescription medication will be made available to student for all school sponsored field trips, extracurricular participation as documented in a 504-accommodation plan and during the school day per KRS 158.838.
5. Parents or guardians of students having diabetes must provide an individualized Diabetic Care Plan developed by the parent or guardian, school personnel, nursing services, and the student’s physician. The Diabetic Care Plan will include but not be limited to: hypoglycemia/hyperglycemia intervention and treatment as ordered and directed by physician, blood glucose monitoring plan, method of insulin delivery (if applicable), insulin dosing instructions as ordered/directed by physician, exercise and meal directives, school/classroom accommodations, diabetic supplies agreement, release of information concerning the student’s medical condition/treatment and an Emergency Plan of Action.
6. The Diabetic Care Plan will be included when designing an individualized 504 educational accommodation plan for each student with diabetes. When a parent or guardian, physician, or 504 Committee is considering accommodations that include independent or limited self-management of diabetic care skills during specific learning environments or across all learning environments, the criteria the 504 Committee must consider during the design of an individualized 504 educational accommodation plan for a diabetic student will include: 
a. Safety of the student across all school environments.
b. Transition period into new learning environment (i.e. elementary to middle school, or middle school to high school, or transfer students).
c. Maturity and responsibility demonstrated in the school environment including compliance with school and classroom rules, and the perceived ability to self-advocate.
d. The duration of the diabetes diagnosis and the student’s experience with diabetes since the time of diagnosis.
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Management of Diabetes (continued)
e. The student’s current treatment regimen (ie: new to pump, multiple injections).
f. A review of the student’s A1C diagnostic data, which is provided from their physician and recorded at least twice annually.
g. Documented access to medical care.
h. The student’s level of ability to understand and manage all aspects of his or her disease management across school environments including management of supplies, equipment, snacks, and willingness to seek help from school staff when problems occur with diabetes treatment regimen.
i. Familiarity and use of universal biohazard precautions when checking blood glucose in the classroom, and sensitivity of the rights of fellow students in the class when performing skills involving blood.
j. Parent/guardian support and availability.
k. The student’s need or desire for privacy, hygiene, hand washing, and/or toileting facilities.
l. Problems observed or suspected concerning the student’s perceived body image, or motivation to manage disease.
m. School staff observation of student’s ability within school environment to implement physician’s directive according to the plan of care.
n. Evidence or demonstration of self-care skills that are set forth in Physicians Authorization section of the Diabetic Care Plan.
o. A suggested timeframe for reviewing the 504 Plan and the student’s success in meeting the terms of the plan.
7. The parent or guardian of a student having diabetes will provide the school with contact information including working and accessible phone numbers for the parents or guardians, and available emergency contact persons if parent cannot be reached. 
8. Each student will provide a minimum of one blood glucose result recorded in the school office on a daily basis. (This bg check does not include bg check as stated in item 9)
9. Students who are exiting the school building for transport to a secondary program/location or at their end of their instructional day will be required to record a blood glucose result from either a finger stick or CGM device prior to loading an OCBE school bus or driving their personal vehicle.
10. The OCBE school district understands Diabetes can be a demanding disease, therefore students with Type 1 or Type 2 Diabetes will be allowed the following accommodations when needed throughout the school day, during extracurricular events in which OCBE personnel are the primary party responsible for the supervision of the student, during bus transportation, field trips or athletic events.
a. Access to foods, water/sugar free liquids in the classroom.
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b. Restroom privileges as needed
c. Encouraged to check and treat blood glucose levels prior to national, state, classroom assessments.
d. Permitted to carry fast acting glucose at all times.
e. Permitted to check blood glucose levels as needed in accordance with Diabetic Care Plan.
f. Permitted phone privileges in the school office to contact diabetic support person as needed.  
g. Assistance with blood glucose monitoring, if needed. 
h. Participation in off-campus field trips. 
i. Access to diabetes care supplies in accordance with Diabetic Care Plan. 
11. The OCBE school district has discretion to withdraw privileges of independent/limited management when deemed necessary for the safety of the student or others.
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Parent and Primary Care Provider Authorization for G-Tube Feeding
Student:							 Date of Birth: 			
School: 								 School Year: 			
Type of Feeding Tube: 								 Size: 		
Mature Stoma Site? 					 Surgical Insertion Date:  			
Does student have a NISSEN? 				 High Risk for Aspiration? 		
Name of Formula/Feeding*: 										
*Must be sent to school in labeled, unopened container
Volume to be given: 				 cc   over 		 minutes 
Bolus feeding? 		yes 	 no		other:  						
Volume of water prior to feeding: 			 cc; after feeding: 			cc
Feeding times:  			, 			, 			, 		
Position during feeding: 			 after feeding: 			 for 	minutes.
Residual Check: 		yes 		 no 
If residual is greater than or equal to 		, then action to be taken is: 				
	EMERGENCY PLAN OF ACTION:
School staff including nurses cannot forcefully flush or replace a tube into the stomach.  The parent/guardian will be notified immediately if a tube becomes clogged or dislodged.  School staff will cover the site with gauze and secure with tape.  If unable to reach parent/guardian within 30 minutes of tube becoming dislodged AND/OR they are unable to get to school within 1 hour of tube becoming dislodged, EMS 911 will be called.  Parent/guardian is responsible for first tube feeding after replacement of tube.  



													
Printed name of MD, APRN, or PA			Address
													
Signature of MD, APRN, or PA		 	Phone 				 Date
*Note to parent/guardian:  Signing this form shall release the Oldham County School Board and its employees/staff from liability of any nature that might result from this plan of action.  I hereby give permission for the above information to be verified with the health care provider. I agree to communicate in writing changes affecting the medical status or medical history concerning this student related to this plan of care to the Oldham County Board of Education, Health Services Department.
													
Parent/Guardian Signature			Phone 				 Date
													
Emergency Contact				Relationship			Phone 
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Gastronomy Tube Feeding Administrative Training for School Personnel
Training Guidelines:
School personnel caring for students who require G-tube feeding during the school day shall receive annual training. Training will be provided by an Oldham County Board of Education Registered Nurse. The Registered Nurse should adhere to the standard of care for their profession as governed by the appropriate licensing authority.
Purpose:
to provide student with G-tube feeding in order to maintain the student’s health and to enhance the educational experience. 
Objectives:
Upon completion of the G-tube feeding training, the participant(s) will demonstrate and/or verbalize the following competencies:
1. The authorization form (9009.06F) required to be completed for students with G-tube feeding under OCBE requirements.
2. A basic understanding of the G-tube, its function, and the different types of G-tubes.
3. How to appropriately manage a G-tube during the school day based upon “Parent and Primary Care Provider Authorization for G-tube Feeding” (9009.06F).
4. Familiarity with the basic equipment/supplies needed for G-tube feeding.
5. How to safely administer G-tube feeding.
6. Proper documentation of G-tube feeding using (9009.08F).
7. Proper action to be taken when G-tube feeding not able to be administered.
8. Proper action if G-tube comes out.
Evaluation Process:
Objectives will be evaluated through a return demonstration(s), post-training monitoring, and annual training.
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Gastronomy Tube Care
Objective:
To provide safe, effective, and supportive care to students and their families regarding maintenance and care of the gastrostomy tube and stoma site.
Parent/Guardian will:
1. Provide a physician signed “Parent and Primary Care Provider Authorization for G-tube Feeding” (9009.06F) for the current school year.
2. Provide the school with all equipment, supplies, and feeding supplements as ordered by the physician. A replacement g-tube kit may be left at school to expedite the re-insertion of a clogged or dislodged tube.
3. Notify Oldham County Schools Health Services Department in writing of any change in student’s medical status/history related to the written plan of care for g-tube.
4. Provide current contact information including phone numbers and emergency contact information.
5. Provide initial g-tube feeding after any replacement of dislodged or clogged tube.
School Staff and/or Health Services Department will:
1. Registered Nurse will provide training to unlicensed school staff regarding g-tube feeding protocols and guidelines as delegated under the state of Kentucky Nurse Practice Act. Training is documented using 9009.06AR and 9009.07F.
2. Registered Nurse will be responsible for administering any medications via g-tube.  
3. School staff and/or Registered Nurse will provide g-tube feedings according to “Parent and Primary Care
4. Provider Authorization for G-tube Feeding” (9009.06F)
5. Document each feeding and note condition of g-tube site using g-tube feeding documentation form (9009.08F).
6. School staff and/or Registered Nurse will contact parent/guardian immediately if tube becomes clogged and/or dislodged. Staff will cover the stoma site with gauze and secure with tape. If parent cannot be reached within 30 minutes of tube being dislodged and/or they are unable to get to school within an hour, EMS 911 will be called.
(Vacant)
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