Loudoun County Public Schools
Student Health Services

SOLU-CORTEF INJECTION ADMINISTRATION SKILLS CHECKLIST

SOLU-CORTEF® INJECTION SKILLS CHECKLIST

[bookmark: _GoBack]
SCHOOL EMPLOYEE: __________________________________________    

SCHOOL: _____________________________________

CLASSROOM TRAINING DATE: ______     GENERALIZED   STUDENT SPECIFIC     

STUDENT NAME: _______________________

	Job Title: (check below)

	 Administrator

	 Health Office staff

	 Health Office substitute

	 Designated Health Office back-up

	 Other School Staff (specify role)

	 Trained for field trip











The skills checklist is initiated after the employee has completed the classroom training or a one-on-one training provided by the Registered Nurse (RN).  To assess performance criteria, the school employee will verbalize understanding and simulate a return demonstration using a training device. Training is valid for one calendar year.

	Performance Codes:

	M= Meets criteria.

	U= Unsatisfactory. 
Needs further instruction.

	N/O= Not observed.









	PERFORMANCE CRITERIA based on Solu-Cortef® prescription package insert and Individualized Health Care Plan/Adrenal Insufficiency Action Plan
	Initial Assessment
	2nd Assessment
	3rd Assessment

	Assessment Date
	
	
	

	1. Locates and reviews student’s Adrenal Insufficiency Action Plan/Physician’s Order or Authorization for Medication Administration form
	M      U      N/O
	M      U      N/O
	M      U      N/O

	2. Describes signs and symptoms of student experiencing Adrenal Insufficiency
	M      U      N/O
	M      U      N/O
	M      U      N/O

	3. Locates Solu-Cortef® in medication cart or cabinet
	M      U      N/O
	M      U      N/O
	M      U      N/O

	4. Identifies when Solu-Cortef® should be administered
	M      U      N/O
	M      U      N/O
	M      U      N/O

	5. States Six Rights of Medication Administration
	M      U      N/O
	M      U      N/O
	M      U      N/O

	6. Checks expiration date
	M      U      N/O
	M      U      N/O
	M      U      N/O

	7. Washes hands (if able)
	M      U      N/O
	M      U      N/O
	M      U      N/O

	8. Puts on gloves
	M      U      N/O
	M      U      N/O
	M      U      N/O

	9. Demonstrates how to prepare and draw up Solu-Cortef® using training vial, syringe and needle:
	
	
	

	· Wipe the top of the vial with an alcohol swab
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Insert the needle into the rubber stopper of the medication vial and turn the vial upside down to ensure opening of the needle is at the bottom of the vial
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Draw the prescribed amount of medication into the syringe
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Withdraw the needle from the vial, point the needle to the sky, tap the syringe to displace air bubbles and gently express air from the syringe
	M      U      N/O
	M      U      N/O
	M      U      N/O

	10. Verbalizes how to prepare and draw up Solu-Cortef® from Act-O-Vial®:
	
	
	

	· Press down on plastic activator on the top of the medication vial to force the diluent into the lower chamber
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Gently invert the medication vial to mix the solution until no longer cloudy - DO NOT SHAKE and DO NOT INJECT AIR INTO VIAL
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Remove the plastic tab that covers the rubber stopper
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Wipe the top of the vial with an alcohol swab
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Insert the needle into the rubber stopper of the medication vial and turn the vial upside down to ensure opening of the needle is at the bottom of the vial
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Draw the prescribed amount of medication into the syringe
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Withdraw the needle from the vial, point the needle to the sky, tap the syringe to displace air bubbles and gently express air from the syringe
	M      U      N/O
	M      U      N/O
	M      U      N/O

	11. Describes appropriate injection site to be used- see Action Plan for Medical Doctor order: If injection site is not indicated by MD, use middle of upper thigh
	M      U      N/O
	M      U      N/O
	M      U      N/O

	12. Demonstrates accurate injection technique:
	
	
	

	· Clean outer, middle portion of thigh with alcohol swab
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Insert needle straight down into surface of thigh muscle and inject entire contents of the syringe
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Remove needle, do not replace cap, and place needle into sharps container
	M      U      N/O
	M      U      N/O
	M      U      N/O

	· Firmly hold cotton swab/gauze over injection site until bleeding stops
	M      U      N/O
	M      U      N/O
	M      U      N/O

	13. Lists precautions to take when using Solu-Cortef®:
	
	
	

	· Send someone to call 911, school nurse/health office staff, and the parent/guardian
· Turn student on side
	M      U      N/O
	M      U      N/O
	M      U      N/O

	14. Accurately documents dose of Solu-Cortef® given; time given, site and any reactions or problems noted
	M      U      N/O
	M      U      N/O
	M      U      N/O





	
The employee has met all performance criteria according to the related guidelines and procedures.

	Yes    No
	Yes    No
	Yes    No

	
	Date/RN Initials
	Date/RN Initials
	Date/RN Initials

	
	
	
	





	
The school administrator (principal or assistant principal) received notification that the employee HAS NOT MET all performance criteria.

	Yes    No
	Yes    No
	Yes    No

	
	Date/RN Initials
	Date/RN Initials
	Date/RN Initials

	
	
	
	





I certify that I have received the training above. I am willing, and I feel I am competent to administer Solu-Cortef® to students who may have this medication prescribed. I agree that if I have questions, need a review, learn of any changes in the physician’s written orders for the student or am unable to continue to provide this assistance, I will immediately contact the School Registered Nurse or Student Health Services Supervisor.

Signature of Employee____________________________________________________
Date: ________________________





Initials/ Signature of Training RN: ______/____________________________________________	
Date: ______________________

Initials/ Signature of Training RN: ______/____________________________________________	
Date: ______________________

Initials/ Signature of Training RN: ______/____________________________________________	
Date: ______________________
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