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Introduction

Camp Hertko Hollow (CHH) offers a unique, living and learning environment for children and young adults. The majority of participants have diabetes; positive, adult role models who also may have diabetes are present along with health professionals with special-interest and training in diabetes. In a kid friendly environment, there are unique opportunities for the children to learn to balance their diabetes better while they are dynamically participating in games, sports, camping, and playing.  The normal questions and discussions that arise from children in this unique setting offer a special level of support and understanding that a child with diabetes experiences nowhere else in their lives.

As the daily challenges of diabetes unfold for campers and staff in this diabetes and kid- friendly environment, the young people so often learn to fit their diabetes into their lives more comfortably and with greater balance as they pursue the normal kid challenges and activities of life.  The bulk of the learning occurs throughout the day and evening with the multiple teachable moments that occur at camp.  It is the intention of the volunteers and staff of CHH to offer young people dynamic opportunities to learn to balance their lives including their lives with diabetes so that they will safely stretch to reach their full potential.

A special thanks to the volunteers, the children and their families who choose to join us and the staff for working together to promote healthy growth of these outstanding young people!  THANK YOU!

Statement of Purpose

Camp Hertko Hollow will provide medical care for children with diabetes consistent with the Position Statement “Diabetes Care at Diabetes Camps” found in the Clinical Practice Recommendations, supplement 29 of Diabetes Care. 

While Camp Hertko Hollow is not an American Diabetes Association Camp, we have adopted and modified the Medical Policies and Procedures of the American Diabetes Association. 

The purpose of the Medical Policies and Procedures is to ensure that:

· CHH has listed medical procedures in place to reflect the standards in the Position Statement 

· CHH follows the listed medical policies to be in compliance with organizational requirements. 

Roles of licensed health professionals, lay people and campers in medical care and performing diabetes care tasks at Camp Hertko Hollow.

The recommendation for diabetes management of children at a diabetes camp are not significantly different from what has been outlined by the ADA as the standards of care for people with type 1 diabetes or for children with diabetes in school or day care setting. In general, the diabetes camping experience is short term and is most often associated with increased physical activity relative to that experienced at home. Thus, goal of glycemic control are more related to the avoidance of extremes of blood glucose than to optimization of overall glycemic control while away at camp. (ADA Camp Guidelines)

The overall philosophy behind everything that takes place at camp is to encourage and teach the camper to perform their own diabetes health care tasks (blood glucose monitoring, drawing insulin, administering insulin, making adjustments, making food choices, etc) under supervision and to prepare them to manage their diabetes in a variety of situations.  The child’s current skill level is determined and reported on the camper application by the parent.  Skills the parent would like the child to learn are also reported. The staff reviews these forms and discusses this with the parent at check-in if needed. Camp staff also assess if the new skill is  appropriate for the camper’s developmental stage, the teaching techniques to be used, what can actually be learned by the child in the typical one-week camp program  to obtain this new skill  level without sacrificing the provision of a normal camping experience. Reinforcement of the proper way to perform procedures is also addressed through teachable moments throughout the camp program.  

At CHH, we have made every attempt to meet the guidelines recommended by ACA for Camps Primarily Serving Persons with Special Needs. We will meet the requirements of one physician for every 100 campers. When possible we will attempt to provide one nurse for every 30 campers and one registered dietician with daily onsite availablility for every 100 persons with diabetes. We will also have one CHH specially trained diabetes counselor in each cabin. Written health care plans and standing orders must be in place and followed. Staff, both medical and lay, must understand which parts of this plan becomes their individual responsibility. 

At CHH, all responsibility for the provision of medical management and care is the responsibility of CHH volunteers and staff. Medical malpractice is the responsibility of the individual staff and is recorded on the staff application.

If a camper is not capable of performing his/her own diabetes health care tasks, the first choice for performing or supervising a camper performing any diabetes health care task is always the licensed health care professional.  However, in the absence of a licensed health care professional, mature lay people, at least 18 years of age, may be trained by senior medical staff with expertise in diabetes to perform diabetes health care tasks or supervise a camper performing such tasks. Appropriate documentation of the training must be available and elements of training and documentation should include written procedures to be followed, hands on training, knowledge level and skill demonstration. Completion of training and demonstrated competency must be signed off on by senior licensed medical personnel with expertise in diabetes. This documentation is to be kept in the person’s file in the camp health center. These trained lay people must be supervised in the role of providing specific diabetes care such as blood sugar monitoring, insulin administration, low blood glucose treatment including the use of glucagon as outlined in the camp’s written policies and procedures.  Risk and liability for all health care procedures, regardless of who is performing the procedure, remain the responsibility of CHH

CHH Relationship with Des Moines YMCA Camp 
CHH rents space from Des Moines YMCA camp which is responsible for meeting ACA mandatory standards in order to provide a safe environment for campers and staff concerning site and food service, transportation, health and wellness, operational management, human resources and programs. Because CHH rents instead of owns the camp facilities where our programs are held, we have an added responsibility to protect the physical environment and property of our host facility.  This is especially important when it comes to proper disposal of sharps and protective measures concerning blood borne pathogens for campers, staff and volunteers.
ALL POLICIES AND PROCEURES OF THE DES MOINES YMCA CAMP ARE POLICIES AND PROCEDURES OF CAMP HERTKO HOLLOW.  DURING TIMES OF EMERGENCY, THE Y-CAMP STAFF IS IN CHARGE OF ALL DECISIONS AND ACTIONS TAKEN.

All staff both medical and lay must receive the American Camp Association (ACA) mandatory training of 24 hours before camp begins.  Diabetes is a chronic illness that requires continuing medical care and patient self-management education. The presence of medical staff with diabetes expertise and experience is vital to our camps.  Additional training may be required to train lay persons.

Check in/ Health Update  

(See Appendix for sample forms)

A. Purpose 

1. To obtain specific, current information about the camper from both camper and his/her family

2. Review all pertinent information for changes/updates since submission of health history. 

3. Focus on any significant changes/new information concerning health status, treatment

 or medications since submission of the health history.

B. Responsibility 

All staff as appropriate to their job function. 

C. Procedure Step 1 & 2: Lay Staff

1. Name tag provided 

Confirm cabin assignment;

Confirm pick-up by parent or alternate person; Pick-up

Authorization form must be signed if parent is not picking up
 camper; 

Reconfirm contact(s) information in case of emergencies;

Remind parent of pick-up time;

2.
Camper/family sent to Medical Station.

                        Steps  3 through 7 – Medical Staff

3. Collect all medications brought from home. Make sure each is properly labeled.  Responsibility of  Pharmacist or representative

a). Child’s name

b). Name of the medication

c). Dose

d). Times the medication is to be taken

       4.
Review blood sugars, ketones and insulin dose record for prior
 week.  Do brief med history update. Responsibility of health care
 provider

5. Insulin check, distribution to cabin. Nursing responsible

6. Lice check. Designated, trained provider

7. Brief injury check. Designated, trained provider

Check Out Procedures (Medical)

The record of what transpired medically during camp should be discussed by a member of the health care team with the parent/legal guardian when the camper is picked up and a written copy provided when the parents request it.  A copy of the glucose readings and insulin adjustments made during camp will be given or mailed to the parents.

A written record of the 

· blood glucose values 

· insulin doses (Campers should be advised to return to their pre-camp regimen once they are home, unless the alterations appear to significantly improve glycemic control. In this circumstance, the family should be advised to seek the guidance of their primary diabetes team. Individual camps may also choose to provide a suggested transition schedule for returning to their pre-camp regimen.)

And if performed:

· other medical care provided at camp. 

· Recommendations for any follow-up care 

An additional copy of this written record for the family to share with their primary diabetes team (if they choose), should be available to the family at the end of camp. 

Child Abuse Identification, Documentation and Reporting


See also the ADA Camp Implementation module Safe Relationships between Camper and Camp Staff: Maximizing Benefits; Minimizing Risks

Mandatory Reporter

As child care providers through our camp program, we are a mandatory reporter – individuals who are required by law to report cases of suspected child abuse or neglect.  

We are required to report any alleged physical or sexual abuse that takes place at camp.  Also, if a camper shares that he or she is being abused at home, this must also be reported. 

Mandated reporters are required to immediately make an oral report followed by a written report to the State Protective Services or appropriate agency within 24 hours after the allegation is made known.  Any allegation of abuse prior to a camper’s arrival at camp is to be reported within 8 hours, with a written report within 72 hours.

Each ADA camp must have the phone number for the appropriate Child Protective Services agency for that state/county posted in the Medical Facility. The specifics for timely reporting may differ from state to state and county to county so this should be verified with your appropriate Child Protective Services agency. 

This is a shared responsibility by CHH and Des Moines YMCA camp and will be lead and coordinated by the YMCA camp director with complete involvement by the CHH medical director

Immunity for Reporters

Every state, the District of Columbia, and the U.S. territories off American Samoa, Guam, Northern Mariana Islands, Puerto Rico and the Virgin Islands, provide some immunity from liability for persons who in good faith report suspected instances of abuse or neglect under the reporting laws.  Immunity statues protect reporters from civil or criminal liability that they might otherwise incur.  Several states provide immunity not only for the initial report but also during any judicial proceedings arising from the report. 

Identifying Child Abuse

All campers receive a medical check upon arrival at camp as required by the American Camping Association. Cuts and bruises are documented.  Resident camps conduct this check within the first 24 hours of camp; day camps assess camper’s health and well being each morning with a rapid check-in survey. 

Child sexual abuse includes, but is not limited to, any contact or interaction between a child and an adult when the child is being used for sexual stimulation of the adult or a third person.  The behavior may or may not involve touching.  Sexual behavior, of any nature, between a child and an adult is always considered forced, whether or not the child consented.  

Some behaviors that may indicate a problem include:

· Physical contact with the genital area or buttocks.

· Kissing.

· Prolonged embraces – a quick hug is fine, a gentle, non-lingering pat on the back is fine.

· Piggy back rides

· Holding a camper on your lap.

· Conversations of a sexual nature.

· Jokes, innuendo, or comments of a sexual nature or regarding an individual’s sexual orientation or practices.

· Sharing of sexually explicit images – books, magazines, photos, or internet/e-mail based materials.

· Use of profane, abusive or derogatory language.

· Sharing information regarding personal sexual experiences. 

· Undermining of the parent/child relationship.

· Contact beyond camp without the written permission of the camper’s parent.

· Contact with the camper’s school, friends or clinician regarding the camper (with the exception of the Camp personnel who are also the child’s diabetes care provider).

· Hitting

· Use of abusive or derogatory language

· Neglect – not preparing for and responding to the physical needs of campers

· Staff member requesting to spend time off with a camper(s)


Child Abuse and Sexual Misconduct Complaint Procedures

· If the inappropriate behavior is witnessed or there are suspicions of inappropriate behavior, the YMCA Camp Director and CHH Medical Director should be notified immediately.  

· The YMCA Camp Director and Medical Director will immediately investigate the allegations.  All parties will be interviewed in a calm, non-accusatory manner.  All allegations, actions taken by camp personnel and information provided during these interviews should be documented.  All information should be kept strictly confidential.   

· The accused staff member will be removed from contact with campers pending the outcome of the investigation.  Allegations of abuse are very serious and will be handled in a serious and professional manner to protect the campers in our care and rights and reputation of both the staff member and the camp program.

· Whether the incident or alleged offense takes place on or off camp property – during the camp session or throughout the year – it will be considered job related due to the child care nature of camp.  This child abuse and sexual misconduct policy and complaint procedures apply to allegations made of inappropriate behavior between campers and camp personnel – both paid and volunteer.  

· The YMCA director will report the incident to Protective Services or the appropriate agency according to state and county law.  The YMCA staff person for the camp will notify the camper’s parents in accordance with directions received from the appropriate officials. Upon notification of Protective Services, the Executive Director, National Director of Youth Initiatives and Divisional Vice President should be notified of the incident.

· Protective Services staff will determine if allegations are founded and what further action is required.

· If allegations are found to be unsubstantiated, the camp staff member will be returned to active service. 

Allegations of Abuse by campers against non-camp personnel:

· If a camper divulges information about abuse which has occurred prior to camp (at home, school or in the community) to any camp staff member that staff member will immediately notify the Camp Director and or Medical Director.  

· In the event the allegation is made concerning an adult involved with the camper prior to camp (the alleged abuse occurred outside of camp) the YMCA Camp Director or CHH Medical Director will console the camper and inform them that Protective Services must be notified.  The YMCA Camp Director will work together and the YMCA director will notify Protective Services. 

· Protective Services staff will determine if allegations are founded and what further action is required.

Clinical Laboratory Improvement Amendment (CLIA) 

A.  Purpose:  

To meet federal/state requirements. CLIA is applicable to blood glucose testing at diabetes camps and therefore certain federal/state requirements must be met. 

B. Responsibility: 

CHH staff and medical/nursing director are responsible for obtaining and maintaining a CLIA waver to cover glucose monitoring at diabetes camp.

 Procedure for obtaining a CLIA Certificate of Waiver

1. Contact your State Survey Agency, Center for Medicare & Medicaid Services (Formerly HCFA: Health Care Finance Administration).

2. Request the appropriate application forms.

3. Follow all directions.

4. After the State Survey Agency receives your completed forms, a fee remittance coupon will be sent to you indicating your CLIA identification number, the amount due for the certificate and, if applicable, the compliance fee. 

5. The appropriate certificate will be issued upon receipt of payment.  

D.  Reporting:  The CLIA waiver should be kept in the Health Center Manual during camp and in the CHH office before and after the camp session. 

Determining Medical Cause for Behavioral Issues

A. Purpose:   To identify children who may have behavioral issues that may impact the camping experience for other children or themselves who are attending diabetes camp.  Early recognition of potential issues will allow the staff to be prepared to accommodate any special needs or determine in advance if they can not safely accommodate a child in the camp setting.

To assist staff at camp in determining whether an inappropriate behavior is a result of a medical problem (hypoglycemia) or a behavioral issue

B. Responsibility:  Prior to camp the medical director or designated staff will screen all applications with special attention given to those applications that include indications that a child has behavioral issues.

C. Procedure

In reviewing the camper’s medical information, the CHH staff person responsible for camp and the camp medical leadership should identify any medical conditions besides diabetes that may contribute significantly to inappropriate behaviors.  These should be brought to the attention of the camp director.

Staff training for counselors should include appropriate techniques for dealing with behaviors. 

Medical staff can instruct counselors as to what behaviors to expect as a result of medical conditions other than diabetes.

When in doubt as to the cause of the behavior, staff should be instructed to test a camper’s blood glucose as the first step to see if either a low or high blood sugar is the cause of non-compliance or unacceptable behavior. 

When counselors suspect that the behavior is due to another medical condition, he or she should bring the camper to the medical staff for care. 

The medical staff will make the determination as to whether or not there is a medical reason for the behavior. If blood sugar or another medical condition is not a factor, then the counselor should deal with the behavior using techniques approved for camp or consult the camp director. 

If the behavior is unmanageable regardless of the cause i.e. the child is a danger to himself or others, then the parents or guardians should be contacted to pick up the child.  

Reporting: Any behavior that results in harm to another child or staff member should reported as an “incident report.” Any behavior issues should be documented in the child’s medical record and reported to the parent at check out. 

Diabetes Education


A. Purpose: To enhance the child or adolescent’s diabetes self management skills and integrate healthy lifestyle behaviors into daily living. 

B. Responsibility: All camp staff

C. Procedure: Medical and counseling staff will promote self management skills and behaviors through guidance, demonstration, teaching, and example.  Potential focus areas include but are not limited to the following:

1. Blood glucose monitoring 

2. Recognition and management of hypoglycemia, hyperglycemia, and ketosis

3. Insulin injection techniques

4. Carbohydrate counting

5. Insulin dosage adjustment based on nutrition and activity schedules

6. Insulin pump issues

7. The importance of  balanced diabetes management

8. Healthy lifestyle issues including integration of healthy eating, physical activity, and relaxation

9. Problem solving skills for caring for diabetes at home versus camp

10. Life skills for independent living

11. Sexual health and preconception issues

12. Diabetes complications

13. New therapies and technologies

D.   Reporting: Based on child’s current diabetes skills inventory in Camp Brain and skills parent would like to see child learn, progress toward these skills should be noted in child’s file and shared with parent at check-out. * This is a goal for CHH for 2008
Health Care Plan Review
A well thought out health care plan provides direction for meeting the health and wellness needs of campers and staff. The American Camping Association requires that all health care procedures and practices be reviewed annually by the camp and within the last three years by a licensed physician. However, ACA Health and Wellness Standard HW – 11 Treatment Procedures requires treatment procedures to be reviewed annually by a licensed physician.   In keeping with this policy, the review of diabetes care and treatment procedures should be done annually to ensure compliance with ADA Clinical Practice Recommendations Position statements including, but not limited to, “Standards of Care for Diabetes” and “The Management of Diabetes at Diabetes Camps”.  CHH will review policies and procedures annually.

The Health Care Plan Review should include annual Post camp medical review and assessment within 90 days after camp ends to determine what if any changes in the medical program/staff qualifications and training are needed for the following summer. This would include incident/accident reports, medical log, feedback from campers, camper parents, staff and administration to identify any quality concerns or gaps.

 CHH will hold a Camp meeting within 90 days of the end of camp to perform the above review. 

Sources:

ADA Clinical Practice Recommendations Position statements including, but not limited to “Standards of Care for Diabetes” and “The Management of Diabetes at Diabetes Camps”.

Written procedures for the provision, management and treatment of reasonably anticipated illnesses and injuries including standard first aid

American Diabetes Association Medical Management Guidelines for Camps

 (includes Exposure Control Plan-OSHA)

All applicable ACA standards for site and food, health and wellness, operational management, and programs that pertain to health and wellness (SF-14-21, HW-*1-23, OM-3, 5,6,13, PD-10, TR-12, PA-7, PT-*1, PH-10)

See also ACA Accreditation Standards Appendices 

A.  Accessibility Guidelines 

B. Health History & Health Examination Form

C. Health Care Policies and Procedures 

D. Treatment Procedures

E. Guidelines for Camps Primarily Serving Persons with Special Medical Needs

· Required medical staffing ratios, scope of practice Issues, and training of any staff providing support to medical staff such as  counseling and program staff 

· Scope and limits of health care services provided

Who Reviews the Health Care Plan?

The CHH staff person responsible for camp arranges for the review by the camp medical director or another licensed physician, preferably a pediatric endocrinologist, and members of the camp oversight and/or policy committee such as the camp program director, nursing director, nutrition director and diabetes educators. Input from appropriate health specialists in the community should also be solicited. Examples: a mental health specialist may be asked to provide a list of resources available in the community; updated information on state/county mandatory reporting procedures obtained from an infectious disease specialist and child protective services. 

      Continuous Glucose Monitors (CGM)

                                                            (Please read, sign and return)


Continuous Glucose Monitors (CGM) were FDA approved for consumer use in 2007 and can be worn by campers starting in 2008.  While CGMs reduce the risk of not detecting important hypo- or hyperglycemia, they require more training for counselors and medical staff.  






They are only FDA approved for use in addition to routine monitoring (not as a replacement)   In addition to “managing” an extra device, CGMs require responding to their alarms, which requires at least one check of blood glucose with a meter.  Since CGMs monitor the glucose surrounding the cells (interstitial) instead of blood glucose, the readings may lead or lag behind Blood Glucose readings by 15 minutes. 

This policy and procedure is intended to allow the maximum benefit from CGMs with the least impact for the camper, counselor and medical staff.

1. Counselors and medical staff will NOT be routinely checking the monitor recordings.  Changes in insulin management at camp will be based, as always, on blood glucose records.

2. Camp is noisy and tired people sleep soundly.  The monitor alarm must be set at its loudest.

3. The camper must be able to insert the monitor probe and manage the CGM settings independently.  We are not yet able to train staff to assist in this process.  The camper must have been using the CGM for at least one month prior to using it at camp to assure that he/she has gotten beyond the often difficult initial learning period.

4. The low glucose alarm cannot be set any higher than 90 mg/dl since a higher setting may create too many false alarms.  Similarly, the high alarm cannot be set any lower than 200 mg/dl.  

5. If the camper so chooses or at the discretion of the pediatric endocrinologist at camp, use of the CGM may be discontinued for all or part of the day.  The endocrinologist will most likely discontinue use of the CGM if the camper’s unit has many false alarms.

6. Any time the CGM alarms, blood glucose will be checked by the camper under the supervision of the nearest counselor, just as would be done if the camper felt as though his/her glucose was too high or too low.  Each test will be recorded in the log book as is done for any glucose testing outside of the routine four times daily.  Indicate “CGM high/low alarm” so the physicians know why glucose was tested at that time.  Responses to low and high glucoses will follow the same protocols as followed when they are detected without CGM.  If the blood glucose result after a CGM alarm is in the expected range, no further action will be taken.  The repeat alarm interval will be set at 30 minutes for a low glucose and 90 minutes for a high glucose.  More frequent CGM alarms are not helpful because those situations are managed at shorter intervals under the routine camp protocols.

Parent’s signature___________________________     Date________________

Camper’s signature__________________________     Date________________ 




Policy on continuous glucose sensor devices

Glucose sensors are devices that are continuously worn to advise the wearer of current blood glucose levels. These devices require extensive training and often minute to minute interaction between the wearer and the device. 

Camp Hertko Hollow does not currently have staffing to assist campers or staff with glucose sensors and will not support or be involved with care managing the sensors.  

Camp Hertko Hollow reserves the right to ask the camper or staff wearing the device if the Medical Director and staff involved in caring for the camper feel the device is interfering with the camping experience or safe management of the camper’s or staff’s diabetes
Industry Representatives’ Visits to Camp

A. Purpose:  
1) Volunteer Role: To encourage our industry partners to participate in camp as an active volunteer rather than in a sales role

2) Visitor Role: To provide an opportunity for industry partners to see the importance and value of their contributions in providing the camp experience

3) Product Fair or Presentation Role: To provide an opportunity for parents and campers to see and learn about new products and technology.  

B. Responsibility: CHH Staff; Camp Director; Medical Director

C. Procedure:

1) Visitor Role: At times, industries related to diabetes may wish to visit camp. These visits should be monitored by camp staff to ensure that no soliciting or endorsing of that representative’s product takes place.  

2) Presentation and Product Fair Role: A review of the presentation by the CHH staff person responsible for camp and the Medical Director should take place prior to approval of the presentation. The purpose of the review is to determine the appropriateness and value of the information to be presented to campers and the effect of the presentation in terms of the daily camp schedule. 

At Product Fairs, industry representatives are allowed to share their products/services with parents/guardians of campers if the parent/guardian chooses to visit their booth. CHH cannot provide the names or addresses of campers or their families to industry representatives.

If any misinformation is presented is shared or selling occurs, the camp leadership must take positive corrective action.  Thus should include correcting any misinformation and reassessing whether that industry representative and/or his/her company should be allowed to present in the future. 

3) Volunteer Role:  Industries seeking to have a presence at camp should be subject to the same background checks and standards outlined by the American Diabetes Association.  Employees of industry, serving in the role of volunteer or paid medical staff at camp are prohibited from soliciting referrals or endorsing their company’s products. 

Health Center Coverage: Dispensing of Non-diabetes Medications; Standing Orders


Purpose:

· To provide medical care for ongoing medical conditions other than diabetes

· To triage and initiate care for acute medical problems arising during camp

· To facilitate safe participation in the camping program to the fullest extent medical conditions allow.

Responsibility


1.
Health Center Coverage and Initiation of Standing Orders


Staff:  Licensed healthcare professionals with training in physical assessment


          Students in health professions with training in physical assessment under the direct supervision of a licensed practitioner, as above.

2.
Dispensing of Non-diabetes medications

Staff Category:   I; II; 

Staff Category:   IIa; with indirect supervision after review by the medical director or designee*

Staff Category:  IV and 1Va directly supervised after review by the medical director or designee.*

 * and dependent on state statutes 

Procedure

1.
Health Center Coverage


A defined location for an Health Center should be identified and maintained for the 
duration of camp

The Health Center should have adequate supplies to triage and initiate treatment for basic first aid, treatment of common ailments (e.g. Headaches, upset stomach, etc).  The medical director or their designee should determine the appropriateness of maintaining an inventory of  IV dextrose, other IV fluids and/or prescription medications in the Health Center. If IV dextrose or IV Fluids are to be administered on site, a written protocol/procedure should be in place.

Health Center should be accessible at all times to campers and staff with acute symptoms or problems arising during camp.

Healthcare professionals trained in physical assessment should assess the camper’s signs and symptoms and initiate therapy using standing orders or established protocols. This would be category 1 and 2 i.e. MD/PA/NP/Medical residents/fellows

The medical director or their designee should be notified of campers/staff with severe symptoms and conditions that fail to improve.  The medical director or their designee will determine when transfer to offsite urgent care or ER is appropriate. It is not expected that DKA would be managed at camp, but mild DKA may be treated under protocol.

The medical director or their designee should be consulted before use of IV fluids or initiating a new prescription medication.  

2.
Standing Orders/ Protocols

Prior to camp, the medical director or their designee, in conjunction with the local camp committee, should establish, maintain and periodically review Standing Orders for common ailments. The medical director should annually sign off on this review of the protocols and standing orders.

Minimum standing orders should include basic first aid for injuries, headaches, fevers, cold or allergy symptoms, nausea or vomiting, sunburn.

A copy of the standing orders should be readily accessible to medical staff in the Health Center.

Standing orders should provide guidelines including dosage ( by age and/or weight), dosing frequency and any contraindications for use, for all medications including over-the-counter medications available in the Health Center.


3.
Dispensing of Non-diabetes Medications

All Camper medications brought from home should be turned over to medical staff at the start of camp, preferably in the original prescription bottle.

Staff Medications: Staff will have the option of keeping medications with them in their cabins or giving them to pharmacy. If medications are kept in the cabins, the medications should be kept in as private an area as possible. No campers are to be in the cabins unsupervised

The medication, indication, storage requirements, dose and frequency of administration should be verified by the medical director or their designee (see responsibility list). 

Medications should routinely be maintained in the Health Center and dispensed to the camper at the appropriate time.   

ACA Health and Wellness standards pertaining to medical equipment and supplies, medication management and health care center should be followed. 

Rescue inhalers for exercise –induced asthma or asthma triggered by environmental exposures, may remain in the campers’ possession.  Campers with rescue inhalers need to report each use to the medical staff for their group who will in turn make sure proper documentation is made in the child’s file and reported to the medical director.   

If a camper has a severe allergy for which the use of an Epi Pen may be required, the parent is to be instructed to bring this to camp with the child’s other medications.  ADA Camp Committee may also choose to purchase and keep several Epi Pens in different locations for emergency use. 

Record Keeping

1.
Health Center

All visits to the Health Center need to be recorded in the Health Center log, indicating, date, time, reason for visit, medical assessment and treatment.  The signature or initials of the healthcare staff providing the care also needs to be documented.  

The visit, including date, time, reason for visit, medical assessment and treatment, should also be recorded in the camper’s or staff member’s file

Exception: If routine pump site changes are done in the Health Center, notation is made in the individual’s file, not in the medical log.

If camper is taken offsite for services, the family should be notified prior to transport if possible. 

See Notification of Parents for details/other situations in which parents should be contacted.

2.
Standing Orders

Any medications dispensed using standard orders should be documented in the Health Center log as above and in the camper’s or staff’s file.

Any camper or staff not responding to treatment according to standing orders or with adverse reactions should be reported to the medical director or their designee. The information is to be recorded in the camper’s or staff member’s file. 

3.
Dispensing of Non-diabetes Medications

All chronic medications dispensed by staff should be recorded on a medication administration sheet along with the staff’s signature or initials and maintained in the camper’s file.

The date, time, name of medication, dose and staff administering should be included in the documentation.

Missed/late/or additional doses should also be documented and the reason.  These instances should also be reported to the medical director or designated staff.

For campers with rescue inhalers, use should be reported to the medical staff and documented in the camper’s file.  Camper’s needing frequent use of their rescue inhaler should be reported to the medical director or their designee.

Incident/Accident Reporting & Camp Behavioral Reporting


The purpose of the Camp Incident/Accident Report is to advise our insurance provider of the details of an accident or incident that could result in a claim or a lawsuit.  The reports also help CHH recognize trends or issues that could be minimized and/or prevented in the future that may be significant to a specific camp.

The purpose of the Camp Behavioral Report is to determine what additional training for staff may need to be provided; process used to review and assess camper applications prior to acceptance. 

What should be reported on a Camp Incident/Accident Report?

This is for an injury or accident that results in the need for medical care in a medical facility on or off-site. 

This includes any event that may result in an insurance claim for reimbursement or has the potential for resulting in legal action.

Accidents involving significant injury including stitches, broken bones, severe sprains, wounds and/or hospital care.

Illness/Accident that requires the child to be removed from camp, whether released to parents or a medical facility.

Incidents involving allegations of sexual or physical abuse or molestation 

Accidental needle sticks 

Suicide threats, threats of bodily harm to campers or staff, theft, drug or alcohol abuse

What is not reported on the Camp Incident Report? 

· Treatment of hypoglycemia and hyperglycemia unless the incident resulted in hospitalization or off-site emergency care.

· Behavioral issues that do not include any of the above.

Paid Camp Employees Involved in Incidents/Accidents

If an incident or accident occurs that involves a paid camp staff member, this claim then becomes a Workers Compensation claim issue. You still must complete the CHH Incident/Accident Report Form but it is to be sent the CHH office .

Volunteer Camp Employees Involved in Incidents/Accidents

If an incident or accident occurs that involves an CHH  camp staff member, the Incident/Accident Report Form must still be completed but it is to be sent reviewed by the medical staff to trend issues that may arise and all reports must be kept in the staff members file.

What should be reported on a Camp Behavioral Report?

This is for reporting behavioral incidents that have the potential for resulting in legal action; camper dismissal; require parental notification for intervention; require repeated interventions by staff and have escalated to involving staff beyond
 the camper’s immediate counselor; decision not to invite a camper back the following year; non-medical Incident that requires the child to be removed from camp and released to parents or authorities; significant behavior issues such as running away

Completion of Forms

The forms should be completed by the person treating the camper with input from those observing the incident/accident. 

Submission of Forms

When an accident or incident occurs at camp it is the responsibility of local staff to ensure the timely completion of the reports. 

A large quantity of both forms should be kept in the camp medical facility.  Both forms are available for download from the ADA Camp Intranet page. 

What does my camp insurance provide?

The camp insurance policy provides general liability, accident, sexual molestation and medical malpractice coverage. 

Medical (Health) Log

A new medical log should be used for each camp season.  The original log becomes part of the records kept for the period of legally required statutory limits and must follow the ADA requirements for file retention/record maintenance.  

*The log should be bound – no loose leaf paper in a binder.

*There should be no lines skipped between entries. The pages should be numbered.

The reason for these requirements is to ensure that the medical log is above suspicion - that additional information concerning treatment or an incident was not added at a later date in case of legal action. 

 Each health log entry should collect the following information:

· Date, time and name of person treated

· General description of the illness or injury

· Description of the treatment given, including medications

· Initials of the person evaluating and treating

· Reports of all incidents and accidents requiring professional medical treatment

Outbased health logs for short and long term trips are incorporated as part of the main log. 

*Reference:  See ACA standard HW-19 Recordkeeping; Interpretation

Interpretation:  A bound book with preprinted page numbers and lined pages is frequently used to meet Part A of this standard because of its acceptability in a court of law.

Medical and Lay Staff - Categorization of Staff for Health Care Tasks 


I:
MD/DO/NP/CNS*/PA* with high level of expertise in diabetes

 

II:
Any licensed health care professional* with appropriate diabetes training which could include MD/ DO / Resident or Fellowship physician/ RN*/ NP* / CNS* / PA*/ EMT-P*/ RD-BCADM






IIa: 
RN / PA 




IIb:
Medical Student, PA Student, Nursing Student or Graduate RN Student (not yet licensed)
III:
RD

IIIa: 
Graduate dietetic intern or student (not yet licensed)




IV:
Other licensed health care professionals which could include EMT*/ R.Ph* / LPN*


1Va: Pharm D student


V. 
Non health care professionals

        *
Dependent on State licensure and scope of practice statutes; written documentation of training and demonstration of competency in staff person’s file by medical director under whom they are working.

· X indicates can independently perform this task without supervision based on training and determination of level of competence by the Medical Director or his/her Category I designee.

· DS (Direct Supervision) indicates that the staff member is authorized to perform this function but the implementation requires prior approval by a Category I staff member.  For Category IIIa, supervision and approval can be by Category III.

· IS ( Indirect Supervision) indicates that the staff member can perform and implement this function without prior approval, but the action may be subsequently reviewed, as necessary, by a Category I (or Category III, as appropriate) staff member.

· Determination of Staff Category and authorization for Direct Supervision (DS) or Indirect Supervision (IS) for any individual task in table below is determined by the Camp Medical Director or his/her Category I designee.
See next page for Chart of Categorization of Staff for Health Care Tasks


Staff categories for Health Care Tasks

	Tasks


	1
	11
	11a
	11b
	111
	111a
	1V
	V

	Check blood glucose
	X
	X
	IS
	IS
	IS
	IS
	IS
	IS

	Interpret ketones
	X
	X
	IS
	IS
	IS
	IS
	IS
	IS

	Prepare insulin
	X
	X
	IS
	IS
	
	
	IS
	IS

	Give/supervise insulin
	X
	X
	X
	X
	X
	X
	X
	X

	Make insulin adjustments (overall insulin changes)
	X
	IS
	DS
	DS
	
	
	DS
	

	determine insulin doses per algorithm determined by category 1 or 11
	X
	IS
	IS
	IS
	
	
	IS
	IS

	Give meds
	X
	X
	IS
	DS
	
	
	DS
	

	Treat hypoglycemia per protocol
	X
	X
	X
	X
	X
	X
	X
	X

	Give glucagon
	X
	X
	X
	IS
	IS
	IS
	IS
	IS

	Staff health center
	X
	X
	IS
	DS
	
	
	IS
	

	Initiate standing orders
	X
	X
	DS
	DS
	
	
	DS
	

	Assist with meal selection/snacks
	X
	X
	X
	X
	X
	X
	X
	X

	Develop meal plans
	
	
	
	
	X
	DS
	
	

	First aid
	X
	X
	X
	X
	X
	X
	X
	X



Policy: Notification of Parent/Legal Guardian


Anytime an event of significant proportions occurs, the parent of the camper(s) involved should be notified. A record of the phone call will be noted in the camp log.

Examples would be: 

Anytime an Incident/Accident or Behavior Report is filed.

Has the child had a low blood sugar resulting in a seizure, use of glucagon or IV glucose?

The child going is to be taken off-site for care.

Intravenous therapy is needed to be administered for any reason.

The child has been experiencing significant homesickness or behavioral challenges about which the parents’ insight may help.

If major alterations of a camper's insulin regimen appear to be indicated, such as adding an additional insulin injection(s) or changing an insulin type, it is important to discuss this with the camper and the family in addition to the child's local diabetes physician before the change is made.

You are considering a verbal or written behavior contract with this child to correct a behavior for which previous efforts have failed. (Previous efforts have been documented in camper’s file.) 

A decision has been made to dismiss a camper for any reason. The CHH staff person and YMCA will review to be sure all required steps have been followed / documented.

The child has had to be removed from the normal daily schedule for more than 2 activity periods for medical reasons or has to stay overnight in the camp’s health center. 

There is a situation that requires evacuation of or early dismissal of camp.

The camper is diagnosed with an infectious disease or serious illness. 

In the case of a sensitive issue that would attract media attention and/or public concern, such as a death, delicate operations, personnel issues, serious accident or illness or infectious disease, the CHH and YMCA Staff person responsible for camp will review together the appropriate way to manage the event.

Pre-Camp Medical Information Review - Camper and Staff 


Prior to acceptance/arrival at camp, a review of each staff person’s and camper’s health history, health examination and counselor/therapist questionnaire should be done by 1) the CHH staff person responsible for camp and 2) the appropriate camp medical leadership.  

Purpose of this review is to ensure that the CHH is prepared and has the appropriate personnel to meet the medical needs of each individual in the camp setting. 

The CHH staff person responsible for camp does the initial review to make sure that all required information has been received and is complete. If not, the information is to be requested prior to the next step. 

The CHH staff person will report anything about the applicant’s medical history that may need clarification to the medical director or further discussion with the medical leadership for camp. 

The medical director, nursing director and nutrition director then review each application as it pertains to their function at camp.  It is at this point in the review that the team addresses any concerns about how to meet the needs of the staff person or camper in terms of reasonable accommodation (See Americans with Disabilities Act section).  

This is also the time to determine the medical supplies, amounts, equipment and staff that must be available during camp. 

Americans with Disabilities Act Considerations

A procedure has been put in place to ensure that CHH is compliant with the Americans with Disabilities Act (ADAct). The ADAct prohibits discrimination against individuals with disabilities – including diabetes.  .While our camps are designed to serve children with diabetes, we must also be careful not to turn away children who apply with diabetes and other disabilities.  For the purposes of the Americans with Disabilities Act we must consider the needs of children with diabetes who are also hearing and/or visually impaired, emotionally disturbed, developmentally delayed, mobility impaired, etc. to ensure that CHH provides the appropriate services and program modifications to meet these children’s needs.  It is a violation of federal law to fail to make reasonable modifications in policies, practices, or procedures, when such modifications are necessary to afford a camper with a disability the opportunity to participate unless the CHH camp can demonstrate that such modifications would fundamentally alter the nature of CHH camp.  It is also unlawful to fail to take such steps as may be necessary to insure that no camper with a disability is excluded, denied services, segregated or otherwise treated differently than other campers because of the absence of aids and services, unless the CHH camp can demonstrate that taking such steps would fundamentally alter the nature of CHH camp or would result in an undue burden.

The procedure is:

· The medical team and the CHH staff person responsible for camp review and discuss the camper’s application and determine what services and modifications will be needed to meet the camper’s needs and how these services and modifications will be implemented. 

·  If the medical team believes services and modifications cannot be provided, the CHH staff person informs the parents of the decision and why it has been made.

· If the medical team and CHH staff requires additional information in order to determine how to best meet the needs of a camper with a disability in addition to diabetes, the camper’s parents and/or the camper’s physician, and the host camp should be contacted.  

The following questions are useful to assess how CHH camp can provide appropriate 
services and program modifications and any barriers that exist to being able to do so: 

1. To what extent can the camper participate in the program’s activities as offered?

1a.
How can the activities be modified to meet the camper’s needs, including any physical dangers that may exist?

2. What, if any, additional medical or other personnel will be needed?

3.
What, if any, physical modifications will be needed?

4. 
Does the host camp have experience accommodating a camper with a similar condition in the

 past that could provide helpful information? 

5
What is the recommendation of the child’s physician on how the child’s needs can be met at CHH camp? 

5a.
What would the daily health care requirements of this child be at camp? 

6.
Have the parents been consulted for their ideas on how the child can best be accommodated at CHH camp?  

Note:  While pregnancy does not fall in the scope of the Americans with Disabilities Act, the same process should be followed in determining if and how a pregnant camper or staff member can participate in camp.  Pregnancy alone is never a disqualifier for camp enrollment or participation.

Staff responsible for campers with special needs must be informed and trained in a confidential, thorough, and timely manner prior to camp.

Nutrition Issues 

All prospective and accepted camper and staff files must be reviewed for the following:

· food allergies, 

· celiac 

· individual meal plans - carb counting, exchanges, calorie count, other

· any other dietary accommodations needed  

Based on the review, the Nutrition Director in conjunction with the CHH Staff person and the host camp kitchen director or designee, will 

· construct the balanced menus and snacks

· items for substitutions at meals  

· determine quantities needed for each and 

· purchases to be made

This is also the time to determine the plan for nutrition support for optimal diabetes management at camp including:

· Communicating meal composition to campers and staff will be put into place.

· Developmentally appropriate activities to teach campers how to balance food and activity.

· Supervision of the food intake of children by counselors to ensure that the campers are consuming adequate nutrition; 

· Recognition and reporting of signs of eating disorders to medical staff for assessment and intervention if necessary. 

· Provisions of special nutrition expertise in the area of food allergies, in general, and celiac disease, in particular  

Research at Camp

Clinical research is often performed and encouraged at diabetes camps. However, if such projects are to be done, they must not interfere with the integrity of the camping program. All research conducted in the camp setting should be minimally invasive to the camping experience. All studies should be approved by a committee consisting of the medical directors, appropriate CHH staff with input from appropriate outside resources before the camping session. Parents and campers must have the Consent Form, a summary/synopsis of the research protocol and the ability to contact the principal investigator before consenting to enter the research study. Informed consent from parents or guardians and assent from the camper must be obtained before arrival at camp. 
1. Does  CHH have the letter of approval for the research project from an institutional review board in good standing?

2. Has the CHH staff person responsible for camp reviewed the proposal?

3. Has the camp program director reviewed the proposal?

4. Has the camp medical director reviewed the proposal?

5. Do all agree that the research project can be done without interfering with the integrity of the daily camp program? 

6. Have arrangements been made with the researcher to provide & cover the cost of mailing a summary of the research project, document of informed consent and contact information for the principal investigator to families prior to camp?

7. Has a cover letter from CHH (see sample) been prepared to accompany the mailing that clarifies that 

a.) sending this information to the family is not an endorsement of the project by CHH 

b.) the family’s name or contact information has not been shared with anyone.

c.) if the family chooses not to participate, no one will contact them.

Sample Letter

To:
Parents of CHH Camp Campers

From:  
 CHH Staff Person’s Name 

Re:
Research Study

Date:


You are receiving this letter because your child plans to attend <Camp Name>.  Please be assured that your name or your child’s name has not been given or sold to any individual or company nor has access to any camper’s file been provided.

If you and your child would like to participate, please follow the enclosed directions from the researcher conducting the study.  If you choose not to participate, no one will contact you. 

This is not an endorsement of this study by CHH.  It is to let you know that the opportunity to participate is available.  The University of <     > Institutional Review Board, which is in good standing, has approved this study, You have the right to a copy of the Research Protocol and the right to contact the Principal Investigator prior to consenting to enter this research study.  You will be asked to sign a Document of Informed Consent in order to participate.  

Thank you.  

Transportation of Campers for Off-site Medical Care


Use of a Private Vehicle

If a camper must be taken off-site for medical care and the Medical Director determines that it is safe to transport the camper by non-emergency vehicle (ambulance or air flight), the following guidelines must be met.

Two adults, at least 18 and preferably 21 years of age, must accompany the camper.  

The medical director who has requested the off-site transport for care should determine if one of the adults must be a licensed health professional who can monitor/provide care to the camper en route. 

All necessary medical information should be taken with the camper and made available to the treating facility. This includes the consent form, HIPAA form and the child’s health insurance information and emergency contact information. 

The designated driver must have received a motor vehicle license check prior to camp that is on file.

Proof of car insurance must be in the designated driver’s file.

The designated vehicle must be in operational order and have adequate fuel to reach the emergency care facility. 

Permission to use the vehicle is assumed if the owner is driving his or her own vehicle for the transportation.  This permission implies the owner’s responsibility to have an adequately maintained vehicle. 

If the vehicle is not owned by the driver, then written permission from the owner to use the vehicle for emergencies must be on file, along with a statement that the vehicle is adequately maintained.  

A copy of the camper’s Consent Form which gives permission to treat and permission to release medical information from the camper’s file should be taken to the off-site facility along with any pertinent medical information as determined by the medical director. 

Use of Community Emergency Services

If community emergency services are used, written notification to or verification from community emergency services must be on file.

In this instance, a medical staff person should travel to the emergency facility and bring a copy of the Camper’s Consent form and insurance information from the camper’s file to the facility.    

Whether a private vehicle or a community emergency service is used, an Incident/Accident Report must be completed. 

Anytime a camper is taken off-site for care, parents should be notified before the camper and staff leave the camp site if at all possible. If not possible, another staff person should call the parent as the camper is in transit.
Mandatory Medical Procedures

Blood Glucose Testing

A. Purpose: 
1.
To ensure that blood glucose monitoring is performed safely, accurately, and in a timely manner

2.
To provide information for the child and health care professionals to determine

             appropriate medication considering the meal plan, planned activity, and other factors

             affecting the blood glucose

B. Responsibility:  All staff who has documented appropriate training can assist with blood glucose testing.

C. Procedure:

1)   All staff members who will be conducting tests should complete formal training annually.

          Training should include:

a. Use of glucose meter following the manufacturers recommendation

b. Control tests conducted daily and per manufacturer’s recommendations

c. Implementation of CLIA guidelines

d. Implementation of safety guidelines as outlined in the Blood Borne Pathogens guidelines

  2)      Documentation of training should be maintained in each personnel file  (Example attached)

                                      3)     Glucose monitoring procedure

a.    Follow manufactures recommendations for test procedure

b. Site to be lanced should be cleaned with soap and water or other cleansing agent prior to test

c.    Allow site to dry prior to lancing

d.   Use individual lancing device or individual        retractable lancet

                                                 e.   Encourage child/adolescent to do test 

 f.    Apply to glucose strip per manufacturer’s recommendation

g.  Discard used lancet, any tissue with blood per blood    borne pathogen guideline, if any potential for contact

with blood, gloves should be worn by the assistant and changed between children’s tests.

h.   If the result requires intervention, follow appropriate protocol

i.    Usual times to test are:

1.
Fasting, pre-meal, and HS

2.
With any symptoms of hypoglycemia or

        hyperglycemia

3.    Follow up testing would be 15 minutes after hypoglycemia treatment; Follow up testing would be 60 minutes after hyperglycemia

 treatment. 

4.   Two hours after any pump site change or  discontinuation

5.   Prior to and/or during/after strenuous activity

6. 
During the night (12-3 AM) if HS blood glucose less than 100 mg/dl or frequent hypoglycemia during the day

D.  Reporting:  All blood glucose results will be documented on the individual camper’s record.

Exposure Control Plan

OSHA Blood Borne Pathogen Standard (1910.1030)

A. Purpose: To prevent contact with blood or other potentially infectious material. Possible exposure includes non-intact skin, mucous membranes or parenteral contact with blood or other potentially infectious materials

B. Responsibility: The Standard applies to all CHH staff members where occupational exposure to blood or other potential infectious materials is reasonably anticipated as the result of their job duties. The medical director or designne is responsible to assure that the camp follows the exposure plan.

C. Pocedure: Work practices, Waste disposal

1.  Each camp will conduct a potential for exposure determination. 



See page:


2.  Methods to minimize risk will be determined for each camp



a. Safe work practices




i.  Universal Precautions





a. Hand washing






1. soap and water/bathrooms






2. antiseptic hand cleaner





b. Cardiopulmonary resuscitation






1. pocket masks will be made available in 






emergency packs





c. Needles and Other Sharps:


1. Use caution when handling all sharps.


2. Do not bend, break, recap, remove, or manipulate  
any sharps by hand.


3. Each camper/counselor should dispose of their own 
lancet and syringe in the sharps container.


4. If assisting a camper or counselor with glucose 
monitoring, gloves should be worn.

                      d. Laundry procedures:


1. Linens and/or sleeping bags soiled with any 
potentially infectious materials will be placed in a 
plastic bag for transport to the laundry room. 


2. Camp staff assigned to washing soiled linens will 
wear gloves when removing the linens from the bags 
and handle the linens as little as possible


3. After linens are removed, bags will be disposed.


4. Camp staff shall wash hands after removal of gloves

                     e. Waste disposal


1. cotton balls and alcohol wipes with a scant amount of  
blood can be disposed of in a lined waste basket


2. items that are saturated with blood or other potentially infectious material must be placed in a red bag for disposal.


3. red bags and sharps containers will be made available

                      f. Work areas


1. work areas include an area in each cabin where blood glucose testing is done and a designated table area in the Health Center where blood glucose testing is done


2. no food and beverages will be stored or eaten in designated work areas.


3. blood testing areas will be cleaned with a disinfectant daily and after any blood spill. Acceptable solutions include hydrogen peroxide, 10% bleach solution  and isopropyl alcohol


3. Sharps Containers



a.  Containers will be puncture resistant and leak proof



b.  All containers will be labeled with a biohazard label



c.  Sharps containers will be located in all cabins, Health Center, and in 


any other location where blood glucose tests or injections may be done



d.  When a sharps container becomes ¾ full, it will be replaced with a 


new container



e. At the end of each camp session, all sharps containers will be disposed 


of properly.
D. Procedure: Camp Employee Training


1.  Training for camp personnel will be conducted prior to initial assignment to tasks where exposure may occur


2.  All camp personnel at risk must attend All camp personnel at risk must attend a blood and body fluid training session along with a skills demonstration for universal precautions and exposure prevention.  Training content will include:

Epidemiology and symptomatology of blood borne diseases

Modes of transmission of blood borne pathogens.

Explanation of Exposure Control Plan and its responsibilities

Procedures which might cause exposure to blood or other potentially infectious materials in this camp environment

Methods which will be used at this camp to control exposure

Personal protective equipment available at camp- gloves, masks, gowns

Hepatitis B vaccine program

Post exposure evaluation and follow up.

    E. Procedure: Hepatitis B Vaccine: Pre exposure *


1. All camp staff that have been identified as having risk of exposure to blood or other potentially infectious material will be informed about the availability of Hepatitis B vaccine through their primary care physician. Camp staff are encouraged to obtain Hepatitis B vaccine. The vaccine will be obtained at camper expense. 

2.  All camp staff who decline Hepatitis B vaccine will sign a waiver form which will be kept on file with CHH. If the camp staff member is under age 18, the waiver will be signed by the staff member’s legal guardian


*This policy was not complete 2007, will be complete 2008

F.  Procedure: Post Exposure Evaluation and Follow up


1. General Guidelines


 
a. All camp staff that have been identified as having exposure to blood or other potentially infectious material will be offered Hepatitis B vaccine through their local health department. 



b. An Exposure Report will be filled out by a camp medical team staff member.



c. The Exposure Report will be reviewed by the camp physician and the nursing director to determine the extent of the exposure-Doubtful Exposure, Possible Exposure, Definite Exposure.



d. The Exposure Report will be reviewed by the camp physician and the nursing director to determine the extent of the exposure-Doubtful Exposure, Possible Exposure, Definite Exposure.



e. If medical staff determines a source person needs to be tested for Hepatitis B or HIV, the CHH form signed by the camper’s parent/legal guardian does give CHH permission to test, however, the parent will be notified before testing.

G. Procedure: Exposure Plan HIV


1. A CHH staff member  with potential exposure to HIV (via needlestick or cut) will complete an Employee Incident Report Form.  The staff member will have it signed by the Nursing Director. The Medical Director and Camp Director for the Session and the CHH Program staff or Area Executive will be notified. 


2. Determine the HIV status of the source



a. The parent of the source camper will be notified of the incident by the Nursing Director or Medical Director.  The CHH Consent Form does give CHH permission to have the source camper tested.  



b. A blood specimen from the source will be tested for HIV antibodies as soon as possible. Based on the extent of exposure risk of the source camper, the CHH camp staff member who was stuck or the parent of a camper who was stuck may choose not to be tested or have their child tested.  Documentation of refusal should be keep in the camper file and in the staff file of the exposed employee. [A form is available for this purpose and copies should be kept in the camp Health Center.  CHH staff person responsible for camp will provide these forms]. 



c. These tests can be done by the local family physician or at the closest medical facility to camp.  If a camper is tested, the parents’ insurance is primary and CHH insurance is secondary.  If a staff person is tested, CHH’s insurance is primary if the staff person is a volunteer. If the staff person is paid for service at camp through CHH’s  payroll vendor, the cost is filed as a worker’s compensation claim. The CHH staff person responsible for camp should contact the vendor and forms completed as required by vendor.


3. Exposure.  



a. Symptoms to look for include fever, rash or lymphadenopathy. Exposed employee should refrain from blood donations and either refrains from sexual activity or uses appropriate precaution during the  serological testing period. 



b. Exposed staff member should be tested serologically for HIV antibodies as soon as possible, preferably within 48 hours following exposure.  



c. A voluntary consent form must be obtained from exposed staff member for permission to draw blood and proceed with testing. If testing is refused, the staff member must sign the Informed Refusal of Post Exposure Medical Evaluation releasing the CHH from responsibility for any repercussions that may result from refusal of testing. A form is available for this purpose and copies should be kept in the camp Health Center. CHH staff person responsible for camp will provide the form. Record of consent or refusal will be kept in the medical record of the exposed staff member.  The staff member’s confidentiality will be protected. 



d. Retesting at 6 week, 12 weeks and 6 months will be performed. The Medical Director/Nursing Director/CHH Program staff will verify that all subsequent serological testing has been completed as required


4. Source seronegative for HIV



a. Baseline testing of the exposed staff member with follow up testing of 12 weeks later will be performed as a minimal precaution. If the staff member desires testing at 6 months it will be provided


5. Source seropositive for HIV



a. Refer to local health department or primary care provider for counseling and treatment

G. Procedure: Hepatitis B Exposure Protocol


1. A staff member with potential exposure to Hepatitis B via needle stick or cut, will complete an CHH Incident Report Form. The form will be signed by the Nursing Director or Medical Director. All staff with exposure will also complete an Exposure Report.


2. The staff member exposed will be offered testing for Hepatitis B antibodies. The staff member may refuse testing but will sign a declination statement provided, releasing CHH of all liability related to the exposure.


3. Results will be sent to CHH administrative staff who will communicate results to the Medical Director who will notify the exposed staff member

           4. Antibody positive, no further action.

           5. Antibody negative: 

                    a. Hepatitis B Immune Globulin will be given at no charge to the staff member by the primary care or nearest health facility or health department as soon as possible after exposure, preferably within 7 days, a booster will be given at 28 days.

                    b. Heptavax B Vaccine will be given as soon as possible, at one month and 6 months by primary care provider according to standard procedure

                    c. If Heptavax B is given, the HBIG does not need to be given at 28 days

                    d. If the staff member refuses the vaccine, the declination form must be signed releasing CHH of all liability for the exposure incident

H. Record Keeping

1. Hepatitis B vaccination forms will be kept in each staff members file.

2. A master list of the Hepatitis B vaccination status on all staff members at risk will be kept on file in the Health Center during camp sessions and will be maintained at the Area office at all other times.

3. A copy of the Exposure Report will be kept in the appropriate staff member's file.

4. A master list of camp staff who has had any exposure at camp will be kept in the Health Center during the camp sessions. After camp, copies of these person’s files are to be marked as Red Flag Files and forwarded to the Youth Initiatives Manager in the ADA National Office along with a copy of the Incident/Accident Report. The original file will be stored according to ADA file retention guidelines.

5. A master list of all camp staff who received blood and body fluid training will be maintained at the Area office.

6. All exposures at camp will be reviewed by the nursing director, the camp medical director, and the camp director.


OSHA Definitions of Employee Categorizations 

Category I Employee:  Job titles in which all employees have occupational exposure to blood and body fluids.

Category II Employee:  Job titles in which some employees have occupational exposure and others with the same title do not have occupational exposure.

Universal Precautions:  The consistent use of protective barriers to prevent contamination of the skin, clothing, and mucous membrane (eyes, ears, nose, mouth).

Safe Work Practices:  The method by which a person performs a task which reduces the chance of exposure.

Personal Protective Barriers:  Barriers such as gloves, masks, and gowns worn by the employee to prevent exposure.

Engineering Controls:  A device or control the decreases or eliminates a hazard from the workplace.

OSHA:  Occupational Safety and Health Administration

Potentially InfectiousBodily Fluids and Tissue 


Blood


Body tissue


Feces


Nasal Secretions


Non-intact skin

Saliva

Semen

Urine

Vaginal Secretions

Vomitus

Wound Drainage


Tears and Perspiration are not considered potentially infectious unless they contain evidence of blood.

CHH Potential for exposure

CHH Staff members are at risk for exposure to body fluids at camp

The following are examples of possible exposure:

1. checking blood glucoses

2. Insulin injections

3. during pump site changes

4. glucagons injection

5. beginning IV therapy

6. first aid for injuries resulting in open wounds

CHH Staff Categories at Risk of exposure

The staff categories at risk for exposure are anyone involved with the above procedures. This includes the following categories:

1. Category 1. Providers. Health care providers including physicians, ARNPs, PAs, nurses, EMTs, LPNs, and students including student nurses, medical students, and other unlicensed health care professionals directly involved in the care of the campers

2. Category 1. Providers. Non health care professionals including CHH counselors who are supervising campers checking blood glucose levels and insulin injections

3. Category 11. Providers. It is not expected that pharmacists or pharmacy students, dietitians or dietary students and staff not directly involved in the medical care of the campers are at risk.




CHH availability of BBP protection

Since exposure at camp is limited primarily to percutaneous exposure of blood and through first aid measures of abrasions, although not exclusively, in addition to the standard procedures listed above under C. Procedures, glove use is encouraged when exposure risk is high. Gloves are available in the cabins, health lodge, night rounds boxes and cabin backpacks as well as wherever glucose monitoring is being performed

EXPOSURE REPORTING FORM

As a result of regular CHH camp staff duties, an exposure to blood or blood products, or other potentially infectious material has resulted.

Please use back of form if necessary to complete

Name of person exposed (PRINT):

Social Security number: 

Name and address of source individual:

Date and time of exposure: 

Description of event, including:


Place incident occurred:


What was the infectious material:


What type of exposure occurred: mucous membrane; abrasion or open wound


Was there a puncture wound? Yes         No      Describe


Was fluid injected into the exposed body?      How much and what kind


Was the staff using PPE?        Type:


Did the PPE fail?


Did the exposed person receive first aid?



By whom and what kind?

Determination by Health Care Provider as degree of exposure: circle one


Doubtful exposure    Possible exposure    Definite exposure

Other comments:

How to prevent in the future:

CHH staff performing the evaluation: Signature…………………………………….

Printed Name:

Date of signature

Exposed individual:  Signature………………………………………………………

Date of Signature

Copy in individual file. Original to CHH Exposure file

Hepatitis B Vaccination Record

Staff Members Name:_________________________________ Date:________

Social Security Number:____________________________________________

Hepatitis B Vaccine Status:          Three shot series completed     ____________









              Date





       Documentation required





      Plans to receive series              _____________










Date Started





       Declines Series at Present       _____________







(must sign declination statement)


Declination of Hepatitis B Vaccine Statement

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring hepatitis B virus (HBV) infection.  It has been recommended that I receive Hepatitis B vaccine at my own expense, through my primary care provider or health department.  However, I decline hepatitis B vaccine at this time.  I understand that by declining this vaccine I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccine through my primary health care provider .

_____________________________                   ________________

Staff signature





Date

_____________________________

  ________________

Parent or Guardian if < 18 years


Date

_____________________________

  ________________

Witness





Date

Declination of Hepatitis B Vaccine Statement, Post Exposure

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring hepatitis B virus (HBV) infection. I have been Identified as being exposed to potential Hepatitis B through an incident involving exposure to blood.  I have been given the opportunity to be vaccinated with hepatitis B vaccine at through my primary care provider or alternative at the recommendation of the Medical Staff of Camp Hertko Hollow. I understand if I refuse to receive recommended treatment I may become ill with Hepatitis B which is a serious disease.  However, I decline hepatitis B vaccine at this time.  I recognize that by signing this form, I hold CHH free of liability in the future as a result of this exposure. 

_____________________________                   ________________

Staff signature





Date

_____________________________

  ________________

Parent or Guardian if < 18 years


Date

_____________________________

  ________________

Witness





Date

Declination of HIV Antibody Testing

Camper Form

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring the virus that causes HIV infection. I have been given the opportunity to be tested for the presence of HIV antibodies. However, I decline to be tested for HIV antibodies at this time. I understand that by declining the test for HIV antibodies at this time, I release CHH from any liability in the future as a result of my exposure during camp,including any illness that might be the result of the incident including HIV infection , a serious disease. 

_____________________________                   ________________

Camper signature





Date

_____________________________

  ________________

Parent or Guardian if < 18 years


Date

_____________________________

  ________________

Witness





Date

Declination of HIV Antibody Testing

CHH staff member form

I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring hepatitis B virus (HBV) infection.  It has been recommended that I receive Hepatitis B vaccine at my own expense, through my primary care provider or health department.  However, I decline hepatitis B vaccine at this time.  I understand that by declining this vaccine I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccine through my primary health care provider .

_____________________________                   ________________

Staff signature





Date

_____________________________

  ________________

Parent or Guardian if < 18 years


Date

_____________________________

  ________________

Witness





Date

Staff OSHA Training Record

This form is to be used to maintain a record of all training sessions held for staff who may be exposed to blood borne pathogens.

1. Trainer's name:_______________________________________________________

2. Trainer's Qualifications:_________________________________________________

3. Date of Training Sessions:_______________________________________________

4. Participants:

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Name




Initials


Staff Position

________________________________        ________                 ___________________

Summary of Training Session should be attached to training record.

5. Hypoglycemia

(Low Blood Glucose)

Rapid Onset

Purpose:  To treat quickly & accurately to elevate camper’s blood sugar to normal range;

     Return camper to activities when safe to do so.

Responsibility:  

Mild Hypoglycemia:  Any staff member (Category I through V) who has been trained to 

· recognize signs and symptoms, 

· test  & record blood sugars 

· follow standard treatment guidelines.

Severe Hypoglycemia:  Licensed health professional (Category I, II & IIa) who has been trained to 

· recognize signs & symptoms, 

· test and record blood sugars 

· Administer glucagon/iv glucose 

· follow standard treatment guidelines 

In the absence of a licensed health care professional, a non-health care professional may treat severe hypoglycemia with glucagon if the individual has received training in administration of glucagon. Documentation should be noted in the personnel file.  

Signs & Symptoms: 

Procedure & Treatment
See chart below

	Mild

<100 mg/dl with symptoms


	Severe

	Signs and Symptoms sometimes noted
	Signs and Symptoms sometimes noted

	· Shakiness

· Nervousness

· Dizziness

· Paleness

· Cold Sweat

· Hunger or Nausea

· Headache

· Yawning

· Change in personality

· Individual symptoms


	· Drowsiness

· Disorientation

· Seizure/convulsion

· Unconscious

· Coma

	Treatment
	Treatment

	· Document low blood glucose by checking camper blood glucose.

· 15 grams of carbohydrate(glucose tabs, gel, juice)

· Retest after waiting a full 15 minutes.

· Repeat treatment if necessary if blood glucose is below 70

· Child should sit and rest.

· If low blood glucose occurs 1 hour or more prior to the next meal the camper should eat an additional 15 gms of carbohydrate. 

· Document in camper file on individual glucose record.


	· Give glucagon or IV glucose if authorized.

· Immediately notify / send someone to notify the medical director or their designee

· Document on individual glucose record.

· Record in medical log

After giving glucagon:

· Turn Camper on his side for safety and comfort. 

· When an unconscious person awakens, he/she may vomit. 

· Feed the camper as soon as he/she awakens and is able to swallow. Give a fast-acting source of sugar (such as fruit juice) and a long-acting source of sugar (such as crackers and cheese or a meat sandwich). 

· If the camper does not awaken within 15 minutes, give another dose of glucagon.



	
	


Prevention: Medical Director will review camper’s current insulin doses, activity level and food intake to determine if insulin adjustments need to be made for future dosing.

Night Rounds:  Campers who meet any of the following criteria should receive an additional blood glucose check at midnight. If blood glucose is still < 80mg/dl at midnight, camper should be checked again at 2:00AM

· a blood glucose of < 100mg/dl at bedtime or nighttime snack

· majority of day’s  blood glucose results have been < 100 mg/dl 

· Camper on an insulin pump with bedtime blood glucose > 240mg/dl 

· pump site changed at bedtime

Avoid pump site changes at bedtime.  If a site is changed at bedtime, check the camper blood glucose at 12 midnight and at 3am to be sure the pump is infusing.   

Reporting:  The treatment should be recorded in the camper’s medical file and also in the camp medical log if camper was treated in the Health Center or glucagon/iv glucose was used. Review of camper’s medical records with parents at check out should include information on episodes of low blood sugar. 

Hyperglycemia Procedure

A. Purpose

To return blood glucose level to normal range

To prevent the development of ketosis and dehydration

To treat ketosis 

B. Responsibility for Recognition

Any staff member who has been trained to 

· recognize signs and symptoms

· test & record blood glucose level 

                     Responsibility for Treatment

Medical Director, Onsite staff physician; NP, CNS, RN, LPN, PA, EMT

In the absence of a licensed health care professional, a non-health care professional may administer insulin in accordance with the individual camp’s Medical Policy on Insulin Administration and Adjustment Procedures. 

C. Signs & Symptoms

Early:
Later:

High BS
Nausea & Vomiting

Extreme Thirst
Loss of Appetite

Frequent Urination
Flushed Skin

Increased Hunger 
Kussmaul Respirations (heavy, labored breathing) 

Abdominal Pain 
Fruity breath odor

Bedwetting 
Drowsiness 

Tired/Weak 
Blurred vision


Dry itchy skin


Slow healing cuts/sores, frequent infections

D. Causes

Not taking enough diabetes medication

Eating more than planned

Stress

Illness

Skipping doses of diabetes medication (before camp)

Inadequate exercise

Infection

Some medications (example: corticosteroids)

Dehydration associated with excessive heat*

 *(Hydrating camper with 8 to 16 ounces of water or sugar free liquid in 30-60 minutes and then re-

    checking blood glucose to see if it has dropped may avoid need for extra insulin)

E. Procedure/Treatment

1. If any of the above symptoms are present / noticed or camper complains of symptoms, the blood glucose should be tested and the urine tested for ketones if the blood sugar is over 240 mg/dl.   Urine ketone results should be verified by a staff member. Blood ketone testing may also be an option.

2. If the camper is vomiting or appears dehydrated:


Notify the physician on call or their designee immediately!


The physician on call will determine if IV therapy will be initiated and/or transportation to an emergency care center is necessary.  


Notify parent/legal guardian of status before transporting if possible

3. For non-pumpers: 

a. If ketones are trace to small:

                Have camper drink a minimum of 8-16 ounces of water or sugar free fluids. Insulin administration may be appropriate.  Insulin may be given using the campers established correction doses, if available, otherwise the physician on call, or their designee, should be contacted for guidance about supplemental insulin.  The blood glucose and urine ketones should be retested in 2 hours. 

       b.     If ketones are moderate to large:

                              Notify the physician on call, or their designee, immediately for further directions.

CHH guidelines

For moderate or large ketones, confer with appropriate provider staff responsible for the camper’s blood glucose or physician/ARNP for further management. In general, supplemental insulin equivalent to .1u/kg of immediate acting insulin is given sc

4.
For pumpers:

A.
Check pump, record of last site change and infusion set-up:

1)
If last site change was 3 or more days previous or a low reservoir is present, the site should be changed and a correction dose given by pump if ketones are negative or by injection, if positive, using the camper’s established correction factor. The blood glucose should be retested in 2 hours.  Further dosing should be directed by the physician on call, their designee or the established camp pump protocol.

2)
After above, the catheter site should be checked for integrity, redness/tenderness and the tubing for air. If any appear to be a problem, a correction dose should be given by injection, using the camper’s established correction factor and the site changed.  The blood glucose should be retested in 2 hours.  Further dosing should be directed by the physician on call, their designee or the established camp pump protocol.

3)
After the above, the pump memory should be reviewed for last insulin bolus.  If no bolus was given for the last carbohydrate intake, a correction dose may be given through the pump.  The blood glucose should be retested in 2 hours and further dosing management should be directed by the physician on call, their designee or the established camp pump protocol.

B.
If all items above do not identify the cause of a high blood sugar and ketones are negative:

A correction dose using the campers established correction factor should be given by pump and the blood sugar retested in 2 hours.  Additional treatment should follow standard, established pump protocol or directed by physician on call or their designee.



C.
If all items above are negative and ketones are present:


A correction dose using the campers established correction factor should be given by injection, the pump site changed and the blood sugar retested in 2 hours.  Additional treatment should follow standard, established pump protocol or directed by the physician on call or their designee.


5.
Any camper:

A.
Experiencing persistent high blood glucose (> 240) with urine (or blood) ketones (small or greater) should be restricted from strenuous activity until the blood glucose has decreased. 

                                                1)  The physician on call or their designee should be contacted to determine if insulin

 administration is needed, or referral to an ER or urgent care center is warranted.


                                                2)  If extra insulin is given, camper’s blood glucose must be checked in two hours.

F. Additional Considerations for Hyperglycemia at Bedtime

              1) Any camper:

A.  Urine should be checked for ketones

B.   Additional insulin should be based on the presence or absence of ketones, the camper’s correction factor if in place or at the direction of the physician on call or their designee. (Pump protocols should be followed with regard to presence of ketones and hyperglycemia).

C.  For campers without an established plan for supplemental insulin at bedtime, the physician on call or their designee should be contacted for additional insulin orders.
2)  For pumpers:

A.  The blood glucose should be retested in 2 hours and if not decreased by 50-100 mg/dl, the urine tested for ketones and the site changed with additional insulin given by injection or pump based on established protocol or as directed by the physician responsible for that camper or on call physician.

B. If additional insulin is given or a site change is done, the blood glucose should be retested in 2-4 hours with additional intervention based on established pump protocols or at the direction of the medical director, the physician on call or their designee.

3) For Non-pumpers receiving supplemental insulin:

A. The blood glucose tested 2-4 hour later and if less than 100 mg/dl, treated according to established hypoglycemia protocols and rechecked 15 minutes later with continued treatment if the camper remains symptomatic, and/or the blood sugar has not increased by at least 20 mg/dl.

B. If the blood glucose is over 100 mg/dl, the decision to retest or provide additional carbohydrates should be based on the camper’s insulin regimen, degree of activity at camp compared to home and any previous history of overnight hypoglycemia. 

G.           Other

1. Any Camper experiencing persistently high blood sugars (> 240) with urine (or blood) ketones (small or greater) should be restricted from strenuous activity. 

2. All campers with high blood glucose should be encouraged to drink water or sugar-free fluid liberally.

3. The physician on call or their designee should be contacted to determine if insulin administration is needed, or referral to an ER or urgent care center is warranted.

H.
Reporting/Documenting

All interventions including supplemental insulin, site changes and ketone testing should be documented in the record with the camper’s name, date of intervention, time, blood glucose value, treatment given and the signature or initials of the medical staff providing care.

Insulin Management: Administration and Adjustment Procedures


Purpose

To ensure all campers receive the appropriate amount of insulin 

To ensure that the site of insulin administration is in good repair

Responsibility 
1.
Categorization of Staff for Insulin Dose Determination and/or Adjustment*
Category I: independently: MD / DO / NP* / CNS* / PA* with high level of expertise in diabetes

Category II: indirectly supervised: Any licensed health professional* with appropriate diabetes training which could include MD / DO / Resident or Fellowship physician / RN* / NP* / CNS* / PA*/ EMT-P* / RD-BCADM*

Category IIa: directly supervised: RN / PA / Medical Student / Graduate RN Student (not yet licensed)

Category IV: directly supervised:  other licensed health care professionals which could include EMT-P* / R.Ph.* / LPN*

For Determination of Category and Level of Competence: 

The Camp Medical Director or their designee, categorizes staff prior to children arriving at camp 

CHH has determined that MD/DO/ARNP/CDE/PA/PharmD/Resident or Fellowship physician with appropriate training in insulin dose adjustment and initial supervision by staff already documented as competent may adjust insulin doses (write new orders for changes in insulin doses not necessarily based on predetermined algorithms)

2.
For Insulin Administration* (Defined as determining insulin doses based on pre-determined algorithm)


Category I; independently

Category II; IIa; IV; V: indirectly supervised

*Dependent on State licensure and scope of practice statutes; written documentation of training and demonstration of competency in staff person’s file by medical director under whom they are working. 

Procedure

1.
Insulin Training
Training of staff who will be determining insulin doses should be documented as having training and competence in these skills. Staff who will be supervising or administering insulin should be documented as competent in these skills.

All staff should be competent with the procedure for insulin administration using syringes, and pens if used at camp.



This would include but is not limited to:

I. Technique

a. Injections with syringe

b. Injection with pen

II. Insulin type and their actions

III. Mixing insulin

IV. Site rotation

a. Sites

b. Identifying hypertrophies and atrophy

V. Determining readiness for self injection

VI. Basal-Bolus insulin concepts

a. Insulin: Carb ratios

b. Correction factors/supplemental insulin algorithms

V11. Identification of specially trained staff for campers using pumps will be documented as competent in insulin pump basics

2.
Insulin Dose Determination
The camper’s home doses should be followed as closely as possible with modifications in dosing as necessary based on the current blood glucose level and other factors which may impact the blood glucose including previous and future activity, hydration, etc.

For campers on conventional insulin regimens (combined short-acting and intermediate insulin), the home doses should be used with modifications, as needed, as noted above.

For campers on basal-bolus therapy by injection, the pre-meal dosing should be based on established insulin: carb ratio and correction factor after consideration of additional factors that may have influenced the blood glucose  result or may influence response to the calculated insulin dose.  Adjustment in the basal dose should be considered for those with nocturnal or fasting blood glucose levels out of target.

For campers on pump therapy, insulin dosing should be determined by the camper’s established insulin: carb ratio and correction factor with modifications as necessary based on based on the current blood glucose level and other factors which may impact the blood glucose including previous and future activity, hydration, etc. (also see Pump Procedure).  Adjustment in the basal rates should be considered for those with persistent blood glucose levels outside the target range.

3.
Insulin Administration


Once the insulin dose is determined by the appropriate staff, the dose should be prepared for injection or programmed into the pump, whichever is applicable, by the camper and verified by appropriately trained staff or appropriately trained staff. Before insulin is given, the intended site should be checked for signs of overuse and redness to verify the appropriateness of use of the site.

Actual administration of insulin should be done by the camper under direct supervision of appropriately trained staff or Appropriately trained staff

Reporting

1. Insulin training

See above

Another option would be verification of successful completion of a paper insulin quiz wit the appropriate documentation placed in the personnel file

2.
Insulin Administration

A written record of the individual camper’s blood glucose readings, insulin doses/bolus,  time of testing / administration and initials / signature of staff performing/supervising procedure must be  maintained in each camper’s file 


     Missed/late/or supplemental insulin doses or boluses must be documented in the camper’s file and reported to the medical director or their designee.

Insulin Administration

All insulin doses/boluses should be determined and administered after a licensed health care professional has reviewed the current blood glucose level and other factors which may impact the blood glucose including previous and future activity, hydration, etc.

Dosage recommendations should be documented by the licensed health care professional i.e. insulin to carb ratio and corrections for blood glucose outside of desired range.

A written record of the individual camper blood glucose readings, insulin doses/boluses must be maintained in each camper’s file including times of each procedure and initials of staff responsible for performing/supervising procedure. This process assumes that trained non-licensed staff may calculate and supervise bolus doses of insulin that have been directed by the licensed health care professional staff.

Checks and Balances

Doses administered need to be documented by the staff supervising the injection on the camper blood glucose records.

Staff signatures and initials should be recorded on this record sheet. This includes the prescriber as well as the staff who administered/supervised the dose.

Missed/late/or supplemental insulin doses or boluses should be documented and reported to the medical director or designated staff.

Documentation of Training

Documentation of competency by all staff that are administering or supervising insulin administration should be kept in the individual staff member’s file.

This includes a supervised return demonstration of appropriate use of insulin pens, syringes, and/or pump bolus calculation and administration.

Successful completion of paper insulin quiz should occur and should be placed in the personnel file. 

Insulin Pump Use


A. Purpose: To ensure safe use and management of subcutaneous insulin infusion pumps at diabetes camp

B. Responsibility: The medical director or designated licensed medical staff

C. Procedure: 

1. Prior to camp, identify the number of campers and staff who are using an insulin pump and the different types of insulin pumps.

a.  CHH staff and designated medical staff should review camper applications at least one month prior to camp to determine number of campers enrolled on insulin pumps and the specific pumps on which staff will need to be trained.

b.  Copies of appropriate pump manuals should be ordered prior to camp. During camp, these manuals should be kept in the health center as reference material. 
c. Pre-camp camper and staff medical forms should solicit information about pump use including the brand of pump used and pump use habits such as the typical number of times each week that the set/site is changed.  If campers need assistance with pump set/site changes this should also be noted.

2. Ensure that adequate trained medical staff is available to support the number of campers who will be attending diabetes camp.

a. According to the American Diabetes Association Position Statement “Managing Diabetes at Diabetes Camps” all camps MUST have pump-qualified personnel on site.  

b. Camps that are experiencing challenges with recruitment of pump qualified personnel should contact the National Director of Youth Initiatives to explore staffing and program options.  These options include the utilization of pump industry staff or using previously unexplored options for staff recruitment.

c. Decisions regarding insulin dose adjustments for the campers with pumps are the responsibility of the medical staff.

3. Medical staff and program staff should integrate pump needs into the planning of the camp program and into the training of all camp staff.
4. Each camper’s pump must be labeled with the owner’s name. 

5.  Ensure that adequate  supplies are available for maintenance of the insulin pump

     a. Each camp must determine the following:

· How many pump users are coming to camp?

· What pumps are they using?

· How many times do they typically change sites?

· What supplies are needed based on the number of pump users and types of pumps?

· How many supplies are needed?

· Who is responsible for supply acquisition?

· Where will supplies be stored?

b. Supplies needed include insulin, syringes, set changes, antiseptic wipes, skin adhesives (if used), occlusive dressings, tape, site injectors, and batteries.

c. If the camp is not providing supplies, then campers will need to bring all their pump supplies.  Campers should plan to bring twice as much as they would normally use.  Campers routinely have more frequent site changes due to sweating and water activities, especially new pumpers who have not quite mastered making insertion sites stick.  

d. Campers should bring their supplies in a labeled, waterproof, zippered bag.

e. Keep pump supplies in the health center if site changes are made there and if there is room for storage.  Camps with many pumpers may have campers keep their supplies in their cabins, but insulin should be refrigerated in the health center.

6. Ensure that a clean place is available for site change 
a. Each camp must determine the following:
· Where will set changes be made?

· Who supervises set changes?

· What types of assistance do campers need to change sets/sites?

· How will set changes be documented?

b. Many camp activities are dirty or wet.  Look at the activities for the week and plan site changes at convenient times in conjunction with activities.  

c. Have the campers use the site insertion technique they use at home.  If the campers need assistance, this should be noted on the camper forms prior to camp or at camp check-in. 

d. Avoid site changes at bedtime.  If a site is changed at bedtime, check the camper blood glucose at 12 midnight and at 3am to be sure the pump is infusing.  

      7. 
Ensure that staff is adequately trained to respond to pump alarms and alerts.

a. Each camp should determine the following:

· What pump alarms are set?

· What is done if a pump malfunctions?

· How are pumps protected from damage?

· How is insulin bolus documented?

· Who keeps the remote?

CHH has also adopted the following:

b. All alarms should be on the highest level and the variable bolus should be turned on to allow for insulin adjustments.

c. If the pump malfunctions, the camper should be brought to the health center immediately.  The medical staff person responsible for pumps should determine the steps to be taken.   If the pump malfunctions at night, the counselor should contact the medical staff persons making rounds or on call immediately.  The counselor should be sure the camper is taken to the health center immediately for pump trouble shooting and/or insulin injection, or the medical staff member responsible for pumps should go to the camper.

d. Campers sometimes forget to program their meal bolus insulin dose.  Counselors may either witness the bolus and/or the counselor (if written documentation and demonstration of skill is in file) or medical staff (preferred) may check the pump memory for boluses.

e. Pumps should be worn in a pump case to protect them.

8. If the pump malfunctions or needs to be discontinued, initiation of an alternative basal/bolus method of insulin should be initiated immediately. Lantus or Levemir may be substituted for the basal rate and the boluses continued by injection.

    a.  Initiation of subcutaneous insulin immediately upon recognition of the pump malfunction will prevent the risk of ketoacidosis.

    b. Frequent blood glucose monitoring and monitoring of urine ketones should be done during the transition.

D:  Reporting: 

1. Staff training will be documented in the individual staff record.

2. If staff maintains pump training certification, copies of the certificates will be maintained in the personnel file.

3. Pump supplies will be maintained in the inventory list.

4. Site changes, basal rates and boluses will be documented in the camper’s record.

5. If a pump is damaged or lost at camp, the parent or guardian will be notified immediately.

Suggestions/Considerations

· Pumpers may need insulin injections if the pump breaks or is lost.  Include this possibility in your planning and communications.

· Changes need to be made in a clean area such as the health center or cabin with access to soap and water for washing hands and sites, and where the supplies are stored.  Designate a staff person to supervise and document the set/site change on the camper blood glucose record.

· When camps have few and/or new pumpers, consider having all pumpers change sites at the same time (e.g. after breakfast on Monday, Wednesday and Friday).  This way all medical and counseling staff knows when the last site change occurred.  This is a good use of staff time, enhances teaching and exchange of “tips” and eliminates numerous site change confusion. Camps with many pumpers may have campers change sets/sites with supervision after showers.  Many camp activities are dirty or wet.  Campers in the same cabin can change sites together.  Other site/set changes will be necessary for dislodged sites, etc. so also have alternate plans.    


Urine Checks for Ketones

Each camp should determine the following:

· When are ketones checked?

· What is the treatment for positive ketones in pumpers?

Suggestions/Considerations:


CHH has also adopted the following:

· Campers check urine for ketones when blood glucose is greater than 240 and the results are charted on the blood glucose record.

· If a pumper is positive for ketones, there is some reason for disruption of the insulin infusion.  Refer to the hyperglycemia section of this document.

Meals and Snacks

Each camp should determine:

· How closely the meal plan will be followed?

· How to deal with campers who are used to “grazing” meals or eating any amounts of food at home? 

Suggestions/Considerations:


CHH has also adopted the following:

· Pumpers should be expected to eat according to the camp plan and to follow the recommendations of the dietary staff.

· Pumpers should be encouraged to learn about the importance of nutrition in relationship to their pump management and the dangers of binge eating or “grazing”.

Summary of Documentation Needed at Camp Related to Pump Use

The following documentation should be maintained:

· All blood glucose tests and low blood glucose treatment

· All urine checks

· All basal rates and boluses

· Daily site checks

· Daily check for adequate insulin reservoir

· All site changes, routine and otherwise

Time off the pump

Each camp needs to determine:

· How long a pump may be turned off?

· How is lost insulin made up?

Suggestions/Considerations:

CHH had adopted the following:

· Pumps may be taken off during vigorous water activities.  The maximum time off the pump is 1-2 hours for campers on fast-acting insulin.  

· If the pump is off for longer than 1-2 hours, the blood glucose should be tested to determine if insulin replacement is needed.  Missed basal insulin needs to be replaced if bg is over 140mg/dl.  A correction and replacement of basal may be necessary if the bg is over 200 mg/dl.

Procedure for Nausea and Vomiting, IV therapy

Procedure for Nausea and vomiting, IV  therapy

Supplies:  Normal saline. D5/NS, IV tubing and catheters

Responsible persons: nursing and Category 1 staff

Repeated vomiting is a critical situation for an individual with diabetes because it can lead to hypoglycemia or be associated with ketoacidosis. If a child comlains of nausea, anorexia, or has vomited, a blood glucose should be measured immediately, urine ketones checked

Guidelines:

1. If the child has not vomited and the blood glucose is under 80, 

a. oral glucose should be offered according to hypoglycemia protocol

b. Observe for vomiting

c. Recheck bg in 15 minutes

d. If it is time for insulin, discuss with medical staff

e. If vomiting occurs take camper to health lodge

2. If ketones are present or the camper is unable to retain or take oral carbohydrates, the camper should be taken to the health lodge

3. If vomiting is occurring, admission to health lodge will occur

a. Vitals will be taken and assessment for severity of illness made. Mild to moderate illness may be managed at CHH. If child is severly ill or does not recover quickly, the decision to transfer care to Boone hospital will be made by the medical provider with the medical directory

b. If IV fluids are needed and bg under 250, D5/NS should be used. If bg over 250, NS started

c. If ketones are present, extra immediate acting insulin will be given 0.1-0.2 u/kg sc.

4. A detailed record will be kept of all interventions, vitals, exams and response will be kept.

5. For insulin pump users, pump site will be changed and sc insulin with injection will be given 
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Category IVa may do all duties as IV under DS   
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