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[bookmark: _Toc160781911][bookmark: _Toc199243713]Introduction
The purpose of this Standard Operating Procedure (SOP) is to establish minimum practice standards for faecal and urinary stoma and nephrostomy management for community patients. 
Stoma care is a fundamental area of nursing practice that all registered nurses should have the competence to undertake. It has been recognised that many of the core nursing skills in stoma care are being carried out by healthcare assistants and carers. All practitioners undertaking bowel care must be able to demonstrate competence in bowel care assessment and interventions by being assessed as competent. In order to carry out invasive bowel care all staff should attend relevant training, achieve competency, and be working within their job description (Appendix 1 & 2).
This SOP will remove unwanted variation in clinical practice and following best practice guidelines aims to reduce inappropriate care (overuse, misuse and underuse of appliances and accessories) thus improving health outcomes, reducing preventable harm and decreasing wastage. It provides information for clinicians that care for a person with a stoma in community settings, where patients require treatment, monitoring, and education in relation to their stoma.
This SOP does not refer to Gastrostomy (see Policy and Procedures for Adults who require Home Enteral Nutrition) or Tracheostomy management.
Examples of faecal and urinary stomas include:
· Colostomy: an opening into the colon
· Ileostomy: an opening into the ileum
· Urostomy: an opening into the urinary tract, the most common being an ileal conduit which is formed to act as a passage for the urine to exit the body



[bookmark: _Toc160781912][bookmark: _Toc199243714]SOP 1 Referral and Clinical Triage of Patients with Stomas
	Purpose


To promote appropriate referral and triage to the District Nursing service to ensure access to all patient information in order to make safe and effective decisions about the patient’s nursing needs (appendix 7).
	Scope


All patients with stomas referred to District Nursing Service come from a range of sources
	Core Requirements/Procedure


All Referrals to the District Nursing (DN) services are received through email Adult.Referrals@fnhc.org.je or telephone call direct to admin hub team (AHT) 43603 Mon-Fri 08.30-5pm or the clinical coordinator (CC) outside of admin hub hours.
Referrals from Jersey General Hospital will be accepted providing they are submitted using the electronic referral form JGH DN referral 
Patients with stomas can self-refer to FNHC if already on EMIS.  If not, then a referral would need to be sent from either the Stoma CNS or the patient’s GP.
It is expected that Grade 5/6 Nurses would undertake the initial assessment on all patients with anything other than simple/routine care needs.  When this is not possible, the Grade 5/6 should review the assessment and care plan developed by their team members within 7 days and record their review on EMIS.
The nurse will admit the patient with a stoma as per the Patient Pathway (EMIS) District Nursing Services SOP (Admission to the District Nursing Caseload).
The nurse will carry out an assessment of the stoma (SOP2 /Appendix 4) if complication found (SOP3) then advice and treatment will be provided.
If patient has a new stoma or a change of appliance or the addition of accessories (Appendix 8) is required, than the nurse will complete a voucher for stoma products and send this to the Subsidised Products Scheme (SPS) (appendix 9)
Patients with stomas should be encouraged to self-care if they or other family members are unable to do this then referral to Social worker for stoma care will be required.

[bookmark: _SOP_2_Performing][bookmark: _Toc160781913][bookmark: _Toc199243715]SOP 2 Performing an assessment of the stoma
	Purpose


Stoma care is very individual and requires full holistic patient assessment. The principal aim is to encourage patient independence by providing care and advice on managing the stoma, thus permitting the patient, to continue with their activities of daily living. 
	Scope


All community patients with a stoma 
	Core Requirements/Procedure


Conduct a full holistic assessment of the patient—including full medical history, medication taken (Appendix 3), diagnosis requiring stoma, mobility status, comorbidities, history of skin problems and any interventions/ treatments already undertaken
Perform a visual inspection and physical examination of the stoma and peristomal skin - including general appearance, skin integrity, presence and distribution of hair; compare the peristomal skin with adjacent abdominal skin, checking for any changes
Assess the patient’s current appliance and any effect this has on the skin. Consider switching to another appliance if necessary, and use appropriate accessories to protect the skin
Educate the patient on hygiene, and pouch application and removal. Provide information and support on self-care and ongoing management.
Complete assessment document (Appendix 4)
Complete individualised care plan (Appendix 5)
Observations:
	Colour
	A stoma should appear pink/red, moist and shiny in appearance.
Report pale, dark, dusky or black stoma’s to HCS CNS

	Oedema

	Observe and report oedema in the presence of colour changes e.g. pale, dark, and dusky. 
During the initial post-operative period the stoma may appear oedematous but it will decrease in size over 6-8 weeks.

	Bleeding

	Minor bleeding may occur as a result of contact trauma to the stoma, however this should spontaneously resolve through the application of light pressure.
Observe and report active bleeding at the stoma or the mucocutaneous junction. 

	Peristomal skin
	The skin immediately surrounding the stoma should appear similar to the skin on the other side of the abdomen. It should be intact and healthy. Impaired skin integrity may indicate appliance leakage and requires review. 
When the appliance has been removed, there may be some transient erythema. 
However, it should not remain red nor be painful.  Assess at every appliance change. 
Observe, document and report any:
· redness, erythema, rashes, irritation
· impaired skin integrity
· pain/ tenderness

	Protrusion/Stoma Height

	An ideal stoma should protrude 2-2.5cm from skin level to facilitate effluent draining into the pouch.  Stoma retraction is when the stoma lies beneath the level of the skin.  The degree of stoma protrusion described as:
· retracted (below skin level) - report any signs of retraction
· flat/flush
· moderately protruding (1-3cms)
· long / well spouted (>3cm)
· prolapsed, a falling out or telescoping of the bowel through the stoma creates the appearance of a long stoma length

	Effluent Produced

	Observe and document the colour and consistency of output from the stoma. 
Output from Ileostomy should be below 1.2L in 24 hours if more follow Management of High Output Stomas for Acute and Community patients. (Appendix 6)





[bookmark: _SOP_3_Managing][bookmark: _Toc160781914][bookmark: _Toc199243716]SOP 3 Managing complications of patients with stomas
	Purpose


Managing complications of patients with stomas
	Scope


All community patients with a stoma 
	Core Requirements/Procedure



	Complication
	Appearance
	Problem
	Treatment

	Skin Issues
	[image: ]
	Redness, irritation, broken skin
	Use of adhesive remover spray/ wipe
Check appliance for leaking
Check size of aperture of flange
Change appliance to different make or to convex
Use barrier spray until skin healed
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	Ulcers/Peristomal pyoderma gangrenosum (PPG) - Purple edged, very painful ulcers which ooze exudate
	Review by CNS
Dermatologist for further assessment
Take a microbiology swab to culture the ulcer. 
Treatment with steroid 
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	Peristomal Caput Medusae 
Due to portal Hypertension related to liver pathology.

	Peristomal skin with varices may be fragile and bleed very easily. 
Gentle pouch removal using an adhesive remover wipe and gentle skin cleansing should be performed to prevent trauma to the fragile skin.
Less frequent pouch changes and the use of skin barrier wipes may reduce the possibility of bleeding. 
If minor bleeding occurs, calcium alginate materials
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	Granuloma (Bleeding from stoma site)
	Management options may include: 
- Silver nitrate
- Steroid cream
- Liquid nitrate
- Convex products

	Device issues
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	Leakage
Sore skin
	Check size of stoma and aperture of flange ensure no more than a 2mm gap
Use of convex appliance 

	Retraction
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	Leakage
Sore skin
	Use of convex appliance soft/ light / firm
Use of paste or rings to fill creases

	Ballooning
	
	Device issues and leaking
	Discuss diet with an aim to reduce foods that cause wind.
Review appliance to ensure effective filter / change to 2 piece appliance

	Pancaking
	
	Device issues and leaking
	Cover filter
Tissue paper in pouch
Lubricating gel
Diet 

	Parastomal Hernia
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	Pain
Strangulation
Obstruction
	Use of support garments or abdominal belts are only effective if the hernia is reducible
If patient experiencing pain or obstruction will need urgent referral to HCJ

	Stenosis
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	Obstruction
	Referral to surgeon/CNS
Dilatation

	Prolapse
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	Ulceration
Ischaemia
	Cut hole of the appliance larger, this will cause the peristomal skin to be exposed. The use of seals/ washers will protect the exposed skin. 
Reduce prolapse were possible with cold water compress and glucose powder 
Cover the stoma with a swab while placing the pouch; this will stop the flange getting wet.
Use lubricating gel in bag to prevent friction

	Low output
	Blockage – no output or liquid stool which is not normal for patient, bloating/abdominal swelling, cramps, swollen stoma site, nausea and vomiting
	Obstruction
Strangulation
	Avoid eating solid food for the time being
Drink plenty of fluids including hot fluids
Massage abdomen and the area around the stoma
Get ostomates to lie on back, pull knees up to chest, and roll from side to side for a few minutes
Take a warm bath for 15 to 20 minutes to help relax your tummy muscles
Administer suppositories/ enema via stoma if constipated see SOP 6

	High output
	An output of 1.2L or more 
	Dehydration
Acute Kidney Injury
	(See appendix 6)

	Rectal discharge
	
	
	Encourage ostomates to sit on toilet daily to pass mucous
Glycerine suppositories, make the mucus waterier, so it's easier to get rid of.
The mucus can sometimes irritate the skin around the anus bottom. Use a barrier skin cream
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[bookmark: _Toc160781915][bookmark: _Toc199243717]SOP 4 Care of Nephrostomy
	Purpose


To provide community nursing care for patients with a nephrostomy tube.
A nephrostomy tube is needed when the ureter becomes blocked, and urine cannot flow through from the kidney to the bladder. This can be caused by a stone, cancer growth or stricture. 
	Scope


All community patients with a nephrostomy tube
	Core Requirements/Procedure


The nephrostomy tube may be stitched in place or initially attached with a Drain Fix’ dressing and will exit the skin from the side of the patients back. Once home the tube should be inserted into a urostomy bag / high output which will be stuck to the patient’s back this prevents the tube getting dislodged. A longer tube bag leg bag can be attached to aide emptying if required.
The skin around the nephrostomy tube insertion site should be kept clean and dry to prevent infection, placing the tube into a urostomy bag which fits snug around the site where the tube leaves the skin. The bag should be changed at least twice a week.
Urostomy / High output bags and adhesive remover spray are available from the SPS scheme via the stoma voucher (appendix 9)
Procedure as per Nephrostomy tube care and bag change care plan (appendix 10)
Possible Complications (see troubleshooting chart Appendix 11)
The risks of developing complications from having a nephrostomy are low. Possible complications are infections, bleeding from the kidney or urine leaking from the kidney and collecting in the abdomen.
[image: fnhc_logo_rgb]


[bookmark: _Toc160781916][bookmark: _Toc199243718]SOP 5 Colostomy Irrigation
	Purpose


Colostomy irrigation is a mechanical method of controlling bowel elimination. The large bowel is emptied by infusion of warm tap water into the large intestine via the stoma.
	Scope


All adults that require colostomy irrigation in the community
	Core Requirements/Procedure


Not all patients with a colostomy will be suitable candidates and not all colostomies are suitable for irrigation.  A consultant must agree to colostomy irrigation and a Stoma CNS should assess the patient and discuss the procedure prior to commencement.

Contraindications
Active IBD, active Diverticular disease, presence of fistulae, radiation damage, presence of existing colonic primary/ metastatic disease symptomatic parastomal hernia

Equipment:
· colostomy irrigation kit containing water bag with flow regulator, irrigation cone and irrigation sleeves (supplied by SPS scheme and ordered by the Stoma CNS)
· warm water in a clean jug for filling the water bag as prescribed Stoma CNS
· warm water for cleaning the peristomal skin
· dry wipes
· hook to hang up water bag
· lubricant 
· towel
· new stoma appliance as used by the patient
· stoma accessory items as used by the patient
· waste receptacle
· personal protective equipment (PPE) 

Procedure
· Check the patient’s record for recommended amount of fluid to be instilled into the colostomy
· Attend hand hygiene before touching the patient by either hand washing or the use of ABHR 
· Ensure privacy
· Explain the procedure and obtain verbal consent. 
· Check patient identification and allergies 
· Attend hand hygiene by either hand washing or the use of ABHR 
· Don PPE
· Hang the water bag at shoulder height.  Ensure the flow regulator is closed. Fill up the water bag with the recommended amount of water
· Attach the irrigation cone to the water bag. 
· Open the flow regulator to flush the line of air. When the line is flushed close the flow regulator
· Place a towel across the patient’s abdomen to protect the patient from water spills
· Remove the patient’s old stoma appliance and clean the peristomal skin with the warm water and dry wipes 
· Attach the irrigation sleeve to the patient
· Lubricate the end of a gloved finger and digitally examine the lumen/s of the colostomy to determine the insertion direction of the irrigation cone
· Remove gloves, attend hand hygiene and apply new gloves
· Lubricate the end of the irrigation cone and gently insert into the correct lumen of the colostomy. An end colostomy will have one lumen; a loop colostomy will have a proximal and distal lumen. 
· Hold the irrigation cone in place without force
· Open the flow regulator to obtain a steady flow of water into the colostomy. Some leakage around the cone is expected and the cone may need to be adjusted to ensure even flow
· Once the prescribed amount of water has been instilled close the flow regulator and remove the irrigation cone
· Ensure the irrigation sleeve is secured at the top and bottom as per the manufacturer’s directions
· Ensure the patient is comfortable
· Discard equipment or clean and keep non-disposable items such as the water bag, flow regulator and irrigation cone as per manufacturer’s directions
· Remove PPE
· Attend hand hygiene by either hand washing or the use of ABHR 
· Record the procedure in the patient’s clinical record including:
· date and time of procedure
· amount of water instilled
· result (if any) of irrigation
· patient’s tolerance for procedure
· Record input and output on the patient’s fluid balance chart
· Return to review patient at 30-minute intervals until bowel evacuation is completed
· When evacuation is completed perform hand hygiene, don PPE and remove irrigation sleeve
· Clean the stoma and surrounding skin.
· Dry skin well.
· Apply a new appliance
· Ensure the patient is comfortable
· Discard equipment
· Attend hand hygiene by either hand washing or the use of ABHR 
· Record the procedure in the patient’s clinical record

NOTE
Patient may experience a vasovagal episode during the procedure; ensure that there is another person available, or a telephone to call for help.  Patients are advised to sit during procedure.
Cease the irrigation if the patient complains of pain or has a vasovagal response resulting in hypotension or bradycardia. Wait until pain subsides and blood pressure and pulse return to normal limits before recommencing the procedure.
Cease completely if pain persists or vasovagal response does not subside and seek medical advice.

[bookmark: _Toc160781917][bookmark: _Toc199243719]SOP 6 Colostomy Suppository and Enema Administration
	Purpose


Colostomy suppository and enema administration is performed to:
· relieve symptoms of constipation
· administer medication directly to the bowel wall
· cleanse the bowel prior to a diagnostic or surgical procedure
	Scope


All adults that require administration of a suppository or enema via their colostomy in the community. 
	Core Requirements/Procedure


Suppository administration can be performed by Stoma CNS, RN or SHCA that has been deemed competent.  Enema administration can only be performed by a nurse trained in this procedure and has been competently assessed.
A hospital consultant/GP will need to prescribe the suppository or enema, and the Stoma Nurse should be consulted if an irrigation cone is required, as a colostomy has no sphincter muscle to aid in retention of suppository or enema.
An end colostomy will have one lumen in which a suppository or enema is administered. A loop colostomy will have two lumens – proximal and distal. The lumen in which the suppository or enema is to be administered will be prescribed by the doctor. 
Complete individualised care plan (Appendix 12)
Administration of Suppository via Colostomy
Equipment:
· Personal Protective Equipment (PPE) 
· Alcohol base hand rub (ABHR)
· Lubricant
· Suppository as prescribed
· Warm water
· Dry wipes
· New stoma appliance as used by the patient
· Stoma accessories if used by the patient
· Waste receptacle


Procedure
· Check the patient’s clinical record for prescribed suppository to be administered into the colostomy
· Attend hand hygiene before touching the patient by either hand washing or the use of ABHR 
· Ensure privacy
· Explain the procedure and obtain verbal consent. 
· Check patient identification and allergies 
· Attend hand hygiene by either hand washing or the use of ABHR 
· Don PPE
· Remove and discard the old stoma appliance 
· Lubricate gloved index finger
· Digitally examine the colostomy 
· Insert the suppository the full length of the index finger
· The suppository will need to be held in place whilst dissolving. 
· Apply the patient’s usual stoma appliance 
· Ensure the patient is comfortable
· Discard equipment
· Attend hand hygiene by either hand washing or the use of ABHR 
· Record the procedure in the patient’s clinical record including:
· Date and time of procedure
· Result (if any) of procedure
· Patient’s tolerance for procedure
Administration of an Enema via Colostomy
Equipment:
· Lubricant
· alcohol base hand rub (ABHR)
· personal protective equipment (PPE)
· waste receptacle
· enema as prescribed
· irrigation cone if required
· warm water
· dry wipes
· stoma accessories if used by the patient
· new stoma appliance as used by the patient
Procedure
· Check the patient’s clinical record for medical orders and prescribed enema to be administered into the colostomy. If the patient has a loop colostomy, ensure the loop (proximal or distal) to receive the enema is documented
· Attend hand hygiene before touching the patient by either hand washing or the use of ABHR 
· Ensure privacy
· Explain the procedure and obtain verbal consent. 
· Check patient identification and allergies 
· Attend hand hygiene by either hand washing or the use of ABHR 
· Don PPE
· Remove and discard the old stoma appliance 
· Lubricate gloved index finger
· Digitally examine the colostomy 
· Remove gloves, attend hand hygiene and apply new gloves
· Lubricate the tip of the enema and insert into the colostomy OR lubricate the tip of an irrigation cone and insert the cone into the colostomy and the attach the enema to the other end of the cone
· Slowly administer the contents of the enema observing the patient for signs of discomfort
· The enema will need to be retained for the recommended length of time. 
· Apply the patient’s usual stoma appliance 
· Ensure the patient is comfortable
· Discard equipment or clean and keep non-disposable items such as the irrigation cone as per manufacturer’s directions
· Attend hand hygiene by either hand washing or the use of ABHR 
· Record the procedure in the patient’s clinical record including:
· Date and time of procedure
· Result (if any) of procedure
· Patient’s tolerance for procedure

[bookmark: _Toc160781918][bookmark: _Toc199243720]SOP 7 Small Bowel Enterocutaneous Fistula (ECF) Management
	Purpose


An enterocutaneous fistula (ECF) is defined as an abnormal connection between the gastrointestinal tract and the skin.  Almost 75% of ECF are secondary to surgery, with other causes including inflammatory bowel disease, trauma, radiation, diverticular pathology and malignancy. ECF carry a high incidence of morbidity including dehydration, electrolyte disturbances, Sepsis and skin excoriation. (Appendix 5)
	Scope


Adult patients with a Small Bowel Enterocutaneous Fistula in the community
	Core Requirements/Procedure


Application of a Wound Manager Bag / Stoma Bag
· Using the template of the wound manager bag / stoma bag, flip this over and place over the wound/fistula, then draw around the wound edge
· Cut the template out (using curved scissors if possible)
· Flip the template back over so that it is the correct way around and place this over the wound manager/ stoma bag (the writing will now be lined up) 
· Draw onto the wound manager bag and cut out shape required
· Prepare the peri-wound skin by applying a barrier film (spray or wipe)
· Apply stoma paste to any skin creases to ensure a flat surface
· Consider applying a hydrocolloid around the wound margin to enhance the efficiency of the adherence of the bag and further protect the skin
· Apply wound manager/ stoma bag and press down for at least 30 seconds, paying attention to the lower end.
· If fistula is high output, then consider attaching the bag to a catheter drainage bag as this will prevent the bag pulling on the skin when it’s full.
· For Nutrition and Hydration advice liaise with Stoma CNS and Nutrition Nurse

[bookmark: _Toc160781919][bookmark: _Toc199243721][bookmark: _Hlk193362477][bookmark: _Toc148454625]SOP 8 Treatment of bleeding / problematic granulomas at the mucocutaneous junction of a stoma (urostomy, colostomy, ileostomy) with Silver Nitrate 
	Purpose


Excess granulation tissue can form around the stoma, sometimes because of an ill-fitting appliance or in response to a foreign body e.g. sutures. The granuloma is friable and bleeds readily. Silver nitrate is used to cauterise a problematic bleeding point. Treating bleeding granulomas cauterises the bleeding point and makes stoma management easier for the patient. (Appendix 13)
	Scope


Adult patients over 16 years of age presenting with bleeding and / or problematic stomal granulomas at the mucocutaneous junction.
	Core Requirements


[bookmark: _Toc148454626]Caution
Silver nitrate can cause burns if used incorrectly
Long-term use may cause inflammatory responses or metabolic disturbances
Check for extraneous material e.g. sutures 
Medical consultation to identify other causes or factors for consideration is advisable before cauterisation 
Equipment:
Clean stoma appliance
Warm water
Dry wipes
Rubbish bag
Gloves 
Silver nitrate matchsticks
Barrier cream/ spray
Water
Procedure:
· Explain the procedure to the patient and prepare the equipment
· Apply gloves
· Remove soiled stoma appliance: clean and dry stoma site
· Identify bleeding points 
· Care must be taken to avoid contact with the skin – silver nitrate can cause painful burns – apply barrier cream or spray to surrounding skin before applying silver nitrate
· Apply silver nitrate to the granulomas to seal the bleeding point:
· Wet the end of the stick
· Apply to each Granuloma for 5 seconds
· The mucosa will turn grey in colour.
· Reassure the patient
· Ensure the peristomal skin is clean and dry: re-apply appliance
Post Procedure
· Ensure patient understands that the discolouration is normal, and that normal colour will return over the next 24 – 48 hrs
· Arrange a follow-up appointment – treatment should be repeated weekly for 4 weeks.
· Large granulomas may not resolve with silver nitrate and may need to be surgically excised
· Document procedure on EMIS
Further Information
See Appendix 13 for guideline.


[bookmark: _Toc199243722]SOP 9 Management of a High Output Stoma
	Purpose


Patients with a high output stoma risk developing complications including life-threatening complications. To mitigate these risks, management should focus on actions to reduce stomal output to below 1000ml in 24 hours
Patients should be able to maintain their own hydration / fluid and electrolyte balance with oral intake.
	Scope


This Standard Operating Procedure covers the management of adult patients over 18 years old presenting with a high output ileostomy, jejunostomy or colostomy output of 1200ml or above in 24 hours for more than 3 days.
	Core Requirements


Review Fluid Balance: 
Patient goal is to pass 1200mL of urine daily. Patient to maintain in/output chart. (Have patient measure both urine & stoma output for 24 hours. If they will only measure one of these, make it urine output) 
Patient to record weight bi-weekly for 1 month then weekly

Obtain bloods and liaise with GP 
1-week post-discharge then monthly- Routine creatinine, urea and electrolytes and magnesium 
If patient discharged advise patient to remind GP to repeat bloods at 3 months, 6 months and annually- repeat creatinine, urea and electrolytes and magnesium, B12, selenium, vitamin D and zinc.  

Rehydration
Advise patient to continue fluid restriction and to take rehydration solution daily.
Limit hypotonic fluids (water, tea, coffee, juice, carbonated drinks) to 500ml to 1L 
Commence rehydration solution as prescribed by consultant / GP (e.g. Dioralyte® normal strength) 10 sachets in 1 litre. (Appendix 15)

Dietary advice 
Advise patient to:
· maintain a high energy and high protein diet
· eat low fibre starchy (carbohydrate) foods with every meal e.g. potatoes (avoiding skins), white rice/pasta/bread, low fibre breakfast cereals e.g. rice crispies or cornflakes
· avoid high fibre food e.g. whole grains, beans, pulses, the skins/stalks/seeds of fruits & vegetables, nuts, seeds and porridge
· eat snacks between meals
· limit oral drinks and advise to sip slowly throughout the day 
· avoid drinking fluids with meals – aim to leave a gap of 30 minutes before and after meals
· add salt to food and include salty snacks
· eat foods to help thicken the output e.g. gelatine containing foods (marshmallows, yoghurt, jelly, fruit gums), eggs, cheese, milk puddings, 1 banana a day
· avoid foods which may loosen the output e.g. raw fruit and fresh fruit juice, raw vegetables (includes salad), spicy foods, fried and fatty foods, leafy green vegetables, some sweeteners or foods and sweets that contain sweeteners e.g. Sorbitol, xylitol or mannitol 
Ensure patient is known to Dietetic service so patient can receive more personalised and bespoke diet advice.

Oral nutritional supplements - the patient should not be prescribed oral nutritional supplements, such as Fortisip or Fortijuce.  Oral nutritional supplements have osmolarity of 425-750, which can cause further water and sodium depletion.  If oral intake is poor, the dietitian might prescribe small-volume fat emulsion (Calogen Extra Shots), to be taken little and often. 

Trace elements and vitamins 
Patients with a HOS are at risk of trace elements and vitamin deficiencies; therefore, these need to be monitored regularly. Deficiencies seen in this group of patients include selenium, zinc and vitamin B.  
 It is recommended that they take:
· Forceval (multi-vitamin) one capsule once daily is recommended for all patients with a high output stoma. This can be increased to two capsules daily (unlicensed dose) if needed.   
· Selenium: Selenium deficiency is common, low levels can be corrected with oral or intravenous selenium 100micrograms three times daily.  
· Zinc: Solvazinc one tablet TDS  
· Vitamin B12: All patients who have had their terminal ileum removed should have replacement Vitamin B12.   
· Vitamin D: Guidance on Vitamin D levels is available from pharmacy. If levels are below 25 please contact the dietetics team for specialist advice.

Peristomal skin care
Patients with a HOS are more at risk of leakages and excoriated peristomal skin:
· Measure the aperture of the flange to ensure a snug fit around the stoma.
· Consider a convex flange or barrier ring to maintain a good seal.


Patient education
Complete individualised care plan for High Output Stoma (appendix 14)
Explain and provide the patient with the Hight Output Stoma patient information leaflet (Appendix 16)
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Competency Document for clinical competence to be achieved when caring for an individual with a stoma (RGN)

		Assessment Criteria Stage

		Self-Assessment

		Formative Assessment

		Final Assessment



		

		Date



Signature

		Date



Signature

		Date



Signature



		Performance indicator

		Stage achieved

		Stage achieved

		Stage achieved



		1. Theory



		Demonstrate knowledge of surgical procedures and the implications for the patient) 

Explain and discuss the procedure with the patient.



		

		

		



		Demonstrate an understanding of the differences between colostomy, ileostomy and urostomy

Assist patient to become self-caring with their stoma.

Demonstrate an understanding of normal output for each type of stoma and show an understanding of the implications of a change in this for the patient.

		

		

		



		Demonstrate the correct appliance choice for each type of stoma and explain the rationale. 

Initiate correct appliances/accessories and

demonstrate rationale for the approach taken. 

Document  findings in a timely manner

		

		

		



		Identify abnormalities of both skin and stoma and explain possible causes

		

		

		



		Demonstrate / observe patient emptying a pouch ensuring privacy, dignity and effective principles of infection control are followed

		

		

		



		Demonstrate / observe patient changing a pouch using a technique the patient understands, ensuring privacy,  dignity and effective principles of infection control are followed

		

		

		



		Support patients and relatives to become self-caring of their stoma using an appropriate teaching strategy

		

		

		



		Demonstrate an understanding of stoma formation effect on the patient’s ADLs (hygiene, sexuality  etc) and suggest how the patient can adapt

		

		

		



		Effectively communicate with Subsidised Product Scheme dispenser ordering details for products required using order form/ voucher

Demonstrate an awareness of budgetary implications

		

		

		



		



Competency Achieved





Date: ___________________





Assessor’s Signature: ___________________





Nurse Signature: ___________________
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Competency Document for clinical competence to be achieved when caring for an individual with a stoma (HCA)

		Assessment Criteria Stage

		Self-Assessment

		Formative Assessment

		Final Assessment



		

		Date



Signature

		Date



Signature

		Date



Signature



		Performance indicator

		Stage achieved

		Stage achieved

		Stage achieved



		1. Theory



		Demonstrate an awareness of surgical procedures and the implications for the patient.

		

		

		



		Demonstrate an understanding of the differences between colostomy, ileostomy and urostomy

		

		

		



		Demonstrate an understanding of normal output for each type of stoma

		

		

		



		Demonstrate the correct appliance choice for each type of stoma

		

		

		



		Identify abnormalities of both skin and stoma and inform the District Nurse in a timely manner

		

		

		



		Demonstrate / observe patient emptying a pouch ensuring privacy, dignity and effective  principles of infection control

		

		

		



		Support patients and relatives to become self-caring of their stoma

		

		

		



		Consult with the District Nurse  before introducing new appliances /accessories and demonstrate rationale for an approach taken

		

		

		



		Demonstrate an understanding of stoma formation effect on the patient’s ADLs (hygiene, sexuality etc)

		

		

		



		



Competency Achieved





Date: ___________________





Assessor’s Signature: ___________________





Nurse Signature: ___________________

















Competency Document for clinical competence to be achieved when caring for an individual with a stoma 2023 SHCA

https://ascnuk.com/_userfiles/pages/files/ascncompetencyband2.pdf
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Medicines to Use with Care or Avoided in Stoma Patients
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	(SWL CCG 2021) https://swlimo.southwestlondon.icb.nhs.uk/wp-content/uploads/2022/10/South-West-London-Initiation-and-Management-of-Stoma-Appliances-and-Accessories-Guideline-v1-FINAL-2.pdf

[bookmark: _GoBack]
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Drug Recommendation Reason

Antacids Use with care Magnesium salts may cause diarrhoea.
Aluminium salts may cause constipation.

Antibiotics Use with care Caution as may cause diarrhoea.

Digoxin Use with care Patients susceptible to hypokalaemia, monitor closely,
consider potassium supplements or potassium sparing
diuretics.

Diuretics Use with care Patients may become dehydrated. Caution with
ileostomy patients- may become potassium depleted.

Enteric coated | Avoid May be unsuitable, particularly in ileostomy patients as

and modified there may not be sufficient release of the active drug.

release Consider non- EC/MR preparations as first choice.
preparations

Iron i.e. ferrous

Use with care

May cause diarrhoea with ileostomy or constipation

sulphate, with colostomy. Stools may be black- important to

fumarate warn, reassure patients.

Laxative Avoid Avoid in ileostomy patients- may cause rapid and

enemas and severe loss of water/ electrolytes.

washouts

Nicorandil Avoid Anal and peristomal ulceration - related to
inflammatory disease.

Opioid Use with care Caution as may cause troublesome constipation.

analgesics

Proton Pump | Use with care Used if patients with a high output stoma’.

Inhibitors

Loperamide Use with care Prescribe tablets or orodispersible (if taking large

quantities) with ileostomy. Continue dose as
recommended by the specialist clinician, can be used
long term. Unlicensed doses maybe used - doses
greater than 96mg are not to be expected. Take half an
hour before food#

Please be aware that it may not be appropriate to use rectal (PR) route for stoma patients and,
medication cannot be administered via the stoma
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		Patient Name 

Address



URN 



(affix label if available)

		



		Problem identified by patient

		









		Assessment by community nurse 



		Ostomy Type

		Ileostomy

		



		

		Colostomy

		



		

		Urostomy

		



		

		Mucous Fistula

		



		

		Nephrostomy

		



		

		Entero-

cutaneous fistula (ECF)

		



		Stoma Appearance



		Colour

		



		

		Stoma Shape & Size

		Round in mm 



Oval L x W in mm

		



		

		Stoma Height/ protrusion

		Flat/flush

		





		

		

		Moderately protruding 

(1- 3cms)

		



		

		

		Long / well spouted (>3cm)

		



		

		

		Prolapsed



		





		

		



		

		Hernia present 

size of a:

		Lemon

		



		

		

		Peach

		



		

		

		Orange

		



		

		

		Grapefruit

		



		

		

		Melon

		



		

		

		Watermelon

		



		

		Bleeding / Granulomas

		

		



		Problem

		

		



		Leakage

		For leakage, use clock to describe where the leakage occurred, (e.g., 2-5 o’clock)

		











		Peri-stomal skin 

		Intact

		



		

		Non-intact (use clock to describe where the sore skin is (e.g., 2-5 o’clock).

		



		Effluent produced 

(* if > 1.2L refer to HCS SCN)

		Thickness if faecal stoma

		Water*

		



		

		

		Yoghurt

		



		

		

		Porridge

		



		

		

		Toothpaste

		



		

		

		Solid stool

		



		

		

		No stool

		



		 Bleeding / Granulomas

		If granulomas - where present use clock face

		



		Photo Taken:

		Yes

		No



		Management Plan



		Identify level of care client requires

		· Self Care

· Partial Assistance

· Full Care

		



		Pouch Change Frequency

		Write in how often pouch is to be

changed, (e.g., daily, Monday

& Thursday)

		



		Supplies

		List supplies being used enter make /order code



		

		Appliance Flat

Soft Convex

Convex

		



		

		 Barrier Ring

		Yes

		No

		Adhesive Remover

		Yes

		No



		

		Filler paste

		Yes

		No

		Barrier Spray

		Yes

		No



		

		Urine Collection System

		

		Flange extenders

		Yes

		No



		

		

What is the problem?











Anticipated outcome of escalation  to  HCS Stoma CNS:

(what do you expect the CNS to do?)



















		





















Referral to HCS stoma Nurse 



		











V 1  F L B  02/24

P a g e 1 | 3
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		CARE PLAN

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		Include names of pt/carers/care providers etc.









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		Stoma/ Fistula Bag Change / Stoma Assessment



		WHAT ARE THE PATIENTS OWN GOALS?



		





		WHAT HAVE YOU AGREED THAT THE PATIENT  OR OTHERS CAN DO TO HELP?



		





		AGREED NURSING CARE PLAN 



		Intended outcome/aim:





		a) Explain and discuss the procedure with the patient.

b) Ensure that the patient is in a suitable and comfortable position where they will be able to watch the procedure, if well enough. A mirror may be used to aid visualisation.

Assist patient to become self-caring with their stoma.

c) Use a small protective pad to protect the patient's clothing from drips if the effluent is fluid and apply gloves and apron.



Practical

a) If the bag is of the drainable type, empty the contents into a jug / toilet before removing the bag.

b) Apply a sparse amount of adhesive remover spray (2 sprays) Remove the appliance slowly. Peel the adhesive off the skin with one hand while exerting gentle pressure on the skin with the other.

c) Fold appliance in two to ensure no spillage and place in disposal bag

d) Remove excess faeces or mucus from the stoma with a damp wipe (not baby wipes)

Wash the skin and stoma gently until they are clean.

e) Examine the skin and stoma for soreness, ulceration or other unusual phenomena. If the skin is unblemished and the stoma is a healthy red colour, proceed.

f) Dry the skin and stoma gently but thoroughly.

g) Measure the stoma and cut appliance, leaving 2 mm clearance. 

Apply a clean appliance (and any accessories if required: 

Barrier wipes/ spray

Stoma powder

Barrier rings

Stoma paste)







Post Procedure

a) Dispose of soiled wipes, used appliance, gloves and apron in a disposal bag and place it in an appropriate plastic bin (in the patient's home, the bag should be placed in a plastic bag, tied and disposed of in a rubbish bag).

b) Wash hands thoroughly using soap and water or alcohol hand rub.





		Frequency of review:





		ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW



		

		

		



		

		

		



		

		

		







Version 2 February 2021
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Draft Stoma Referal pathway 2024.docx
Jersey Stoma Referral Pathway

[bookmark: _GoBack]Patient identified as needing stoma formation 

Established ostomates identifies problem





 



Planned



[image: ]Patient: 
Independent with stoma care 
Aware how to get supplies
Has contact information for FNHC if complications arise







DN unable to resolve issue or identifies specialist issue as per Stoma SOP will liaise with Colorectal CNS for advice

Patient on EMIS

Home visit by Colorectal CNS if unable to attend clinic

Referral required from HCP

Follow up in colorectal clinic at: days
Weeks 
3 months
6 months

yearly



Patient not on EMIS

Patient contacts FNHC Hub

Patient discharged from DN caseload 

Issue resolved 
patient aware how to get new supplies if required 
has contact information if complications arise







Patient offered yearly follow up by Colorectal CNS

Patient reviewed by Colorectal CNS

Ward staff to refer to Social work team for personal care



Patient unable to independently perform stoma care 

Patient discharged from hospital

JGH /UK

Seen by Colorectal CNS on ward post procedure

Emergency

Seen by Colorectal CNS for pre-op counselling and siting 

Patient seen by District Nurse team

Patient discharged from DN caseload
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Voucher word stoma voucher July 2022.doc
		First Name 



		Surname   



		Date of Birth 




		Patient has 100% subsidy               YES/NO



		Address                                       …………


Parish                                            

Post code                                     ………………………………………………………………..


Telephone number                       …………….





		Item

		QTY

		Item

		QTY

		Item

		QTY



		Adhesive spray flange remover


2-3 cans for drainable

4 cans for closed



		

		Adhesive flange remover sachets / wipes


1 box for drainable 


2 boxes  closed

		

		Stool thickener


1 pack for 3 months’

		



		Non-sting barrier film spray 


1 can  drainable

2 – 3 cans closed

		

		Barrier Wipes


1 box for drainable

2 – 3 boxes closed

		

		Barrier cream

 1 tube per month

		



		Filler Paste


 Convatec Stomahesive paste 


1 tube per month

		

		

		

		Odour Neutraliser


1 spray for 3 months

		



		Pelican (Alcohol free) paste 

1 tube per month

		

		Protective powder


1 bottle per month

		

		Lubricating deodorant


1-2 bottles per month

		



		*Seals / Washers Coloplast Mouldable ring   48mm / 98mm 

		

		Dansac Tre seals  20,30,40mm


1-2 boxes drainable

4-6 boxes closed

		

		 Flange extenders


2 -3 packs per month

		



		Manufacturer

		Appliance/ Pouch Code

		QTY



		Dansac

		

		



		Coloplast

		

		



		Salts 

		

		



		Welland 

		

		



		Name of Authorising Clinician (print name)

		Signature

		Job Title/ Department

		Telephone No.

		Date & Time written



		

		

		

		

		



		Authorising Clinician’s Comments:




		





[image: image1.emf] 


[image: image2.emf] 




		Issued By (Provider Staff) 

Printed Name ………………………………


Signature       ………………………………

		Date Issued


……………

		

		Collected by (patient or carers signature)

Printed Name ……………………………..


Signature       ………………………………

		Date


Collected





[image: image3.emf] 
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H&SS SUBSIDISED PRODUCTS SCHEME VOUCHER 



Stoma                              







FAX voucher to New Era Health Centre on 617229 – or email to sps@channelislands.coop   



Please email or Telephone 759932 to order further monthly supplies     Tick preferred collection point:        



New Era      �                    Grand Marche     �             Bath Street �      St Peter 



N.B: If collection point is other than New Era Health Centre allow 48 hours between faxing & collecting     Version 1 2022 FLB                
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		Nephrostomy tube care and bag change care plan 

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		Intended outcome/aim:





		Preparation 

1) Explain and discuss the procedure with the patient.

2) Wash hands using soap and water or alcohol handrub. Don disposable plastic apron

3) Prepare clean surface, placing all equipment required to hand.

4) Assist the patient onto the edge of the bed sitting in an upright position or lying on their side with their back exposed.



Practical

1) Apply clean non sterile gloves.

2) Keeping the drain secure with one hand, carefully remove existing drain fixation dressing / Urostomy bag and inspect incision site. Check suture remains intact.

3) Put a small amount of adhesive remover onto a gauze square/ wipe. Keeping the drain secure with one hand, use the adhesive remover to remove any dressing residue from the drain tubing (check manufacturer's guidance to ensure this is safe for use on a drain).

4) Clean hands with soap and water or an alcohol handrub.

5) Put on clean non‐sterile gloves

6) Clean the drain site with 0.9% sodium chloride working from the drain outwards. Gently remove any encrustation. Allow the site to dry.



7 ) If a flush of nephrostomy tube has been requested by urologist:

- Using ANTT technique, wipe around the port with alcohol wipe.

- Check the tube is not kinked. 

- Apply sterile gloves. 

- Gently applying even pressure, instil the sterile saline into the nephrostomy tube.  

- Disconnect syringe from tube and allow urine to run back into receptacle.  

Seek medical advice if: 

•	The tube has stopped draining even after flushing (and adequate fluid intake). 

•	The tube has become dislodged or falls out. 

•	Persistent pain following analgesia.



.Application

1) When the site is dry, apply clean stoma bag with tap.

- Feed tube through the hole in the flange and curl, if possible, into top section of pouch.  The hole in the flange does not need to be cut (but maybe snipped into around the opening to allow the tube easier access)

- Once in place, use the palm of the hand to mould the appliance into place.

2) Remove gloves and apron and wash hands after completing procedure

3) Dispose of waste in a household waste bag.

4) Record information on EMIS, this should include: 

date and time of procedure

procedure/s performed

dressing and bag type used

condition of skin

any problems/concerns during procedure

any swabs/samples taken during the procedure (e.g. exit site swab or urine sample)

any referrals made following the procedure

a review date for next dressing/bag change











		Frequency of review  of Care  plan :





		GENERAL ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…(Agree what to observe for , when and how to request help /support/advice)  











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW



		

		

		



		

		

		



		

		

		







Version 3 June 2022 
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Nephrostomy Trouble shooting guide 2023 FNHC.pdf
Nephrostomy Troubleshooting Chart

Problem Action

Blood in the urine * If appropriate, encourage the patient to increase fluid intake
* Monitor input and output from nephrostomy tube and bladder
* Ensure clinical procedures following ANTT are used when changing dressings and
bags
* Ensure stoma bag is well adhered to skin
» Send urine for C&S
» Consult with medical team if infection suspected, as patient may require antibiotics
* If blood persistent or heavy (+/- clots) inform urology consultant / Urology Nurses
e Consider flushing the tube only if no evidence of infection (must be trained staff only
following clinical procedure)

Pain over site where * If patient is symptomatic (shivering / temperature) consult with GP as patient may
nephrostomy tube need to be prescribed antibiotics
enters skin » Ensure stoma bag is well adhered to skin

» Advise patient to rest and light exercise only

Nephrostomy tube falls ¢ Send patient to ED who will inform urology Consultant / X-ray department and
out arrange admission

Patient is feeling ¢ Ensure clinical procedures following ANTT is used when changing dressings and
unwell or symptoms of ET[S
an infection * If appropriate, encourage the patient to increase fluid intake

*Ask patient to monitor input and output from nephrostomy tube and bladder

» Send urine for C&S

 Consult with GP if infection suspected as patient may require antibiotics

* Discuss with medical team as patient may need admitting

Adapted with permission from the Royal Wolverhampton. Nephrostomy Care Policy 2022 FLB FNHC Sept 23 V1






Urine leaking from
around nephrostomy
tube

Skin around site is
nodular, red and sore.
Sometimes bleeds
Reduced / No urine
output

Nephrostomy insertion
site and surrounding
area is red, swollen,
signs of oozing and
warm to touch

Adapted with permission from the Royal Wolverhampton. Nephrostomy Care Policy 2022

Nephrostomy Troubleshooting Chart

¢ Bypassing due to kinked
tube or blocked tube

e Over granulation

¢ Nephrostomy bag tap left
open / nephrostomy tube
kinked

* Is the patient drinking
enough?

* Has urine output from
bladder increased?

* Is the nephrostomy tube
blocked?

e [nfection at the site of the
nephrostomy tube

e Check for any kinking, dislodgment or blockage of the nephrostomy tube. Reposition
tube as appropriate

* Ensure stoma bag is well adhered to skin

* Check sutures are still intact

* Ask patient to monitor input and output from nephrostomy tube and bladder

* If appears blocked consider flushing the tube only if no evidence of infection (must

be trained staff only following clinical procedure)

e Contact Tissue Viability Nurse for advice

» Consider steroid cream or haelan tape

¢ Consider silver nitrate treatment under guidance of urology Consultant and TVN

e Check for any kinking of the tube. Ensure the nephrostomy tap has not been left
open

* If appropriate encourage fluid intake

» Monitor input and output from nephrostomy tube and bladder

* If appears blocked consider flushing the tube only if no evidence of infection (must

be trained staff only following clinical procedure)

* Consider checking U+E’s

e Swab site

* If required request medical illustration to take photo of area with patients consent.
* If required contact Tissue Viability (TV) team for advice.

* Ensure clinical procedure following ANTT are used when changing dressings and
bags

* If patient is symptomatic (shivering / temperature) consult with medical team as
patient will need to be prescribed antibiotics

FLB FNHC Sept 23 V1
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		CARE PLAN

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		Include names of pt/carers/care providers etc.









		WHAT ARE THE PATIENT’S NURSING CARE NEEDS?



		Insertion of suppository / enema into colostomy 



		WHAT ARE THE PATIENTS OWN GOALS?



		





		WHAT HAVE YOU AGREED THAT THE PATIENT  OR OTHERS CAN DO TO HELP?



		

Individuals requiring an enema via their colostomy, will be assessed by a Stoma Care Nurse (SCN) and facilitate safe administration of the enema.



		AGREED NURSING CARE PLAN 



		Intended outcome/aim:





		• Ensure a private, confidential and safe environment where the patient can be assessed, treatment given and provided with information

• Ascertain all other treatment/management options have been attempted, such as adequate oral fluid and fibre intake, and the use of laxatives

• Undertake a clinical history to ascertain any underlying medical history eg:

Congenital mega colon, bowel obstruction, stenosis, Parastomal herniation, prolapse, Diverticular Disease, renal failure, congestive heart failure, recent surgery or faecal impaction.

• Ensure the enema has been prescribed, route and indication for use clearly documented prior to administration 

Digital examination:

• Ensure the patient is in a comfortable position, obtain verbal consent after offering full explanation of the proposed procedure

• Wear a glove, apply water based lubricant gel to index finger and perform digital examination of the stoma lumen, to check for any blockages and identify the direction of the bowel lumen in preparation for administration of the enema.

Administration Process:

Prepare equipment - 1 or 2-piece clear drainable stoma bag to allow for observation of the stoma and output - dependant on your preference/practice. lubricating gel, gloves,

rubbish bag, wipes, warm water, additional stoma products as per patient’s usual routine

• Warm the enema to body temperature or prepare suppositories

• Advise patient to rest on a bed during the procedure, ensuring adequate protection of skin and bedlinen as some leakage may be experienced

• Lubricate end of enema and gradually introduce the nozzle through the apex of stoma in the direction of the bowel lumen as identified on digital examination 

(or lubricate suppositories and gradually introduce through the apex of stoma in the direction of the bowel lumen as identified on digital examination keep finger in the lumen for 5 minutes or until suppository has dissolved.)

• Slowly administer the enema–If any bypassing of the enema fluid out of the stoma, stop administration, wait a short time and re-commence

• Monitor the patient for any signs of bleeding from the colostomy, abdominal pain and cramps, tachycardia, risk of vagus nerve stimulation may lead to fainting

• Advise patient to rest on their bed for 20 minutes, lying on their alternate sides for 10 mins each side

• Reapply the stoma bag immediately after removing the enema nozzle / after the suppositories have dissolved to avoid spillage

• Observe for effect of enema/ suppositories. Empty stoma content into the toilet and clearly document the volume and consistency of the stoma output





		Frequency of review:





		ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW
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Granulomas are friable tender papules often occurring at the
muco-cutaneous junction of an abdominal stoma, which can
bleed easily and impair appliance adhesion. (Lyon 2008)
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		CARE PLAN

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		Include names of pt/carers/care providers etc.









		WHAT ARE THE PATIENT’S NURSING CARE NEEDS?



		To decrease the risk of patient developing life-threatening complications of a high output stoma. 





		WHAT ARE THE PATIENTS OWN GOALS?



		

1. for the patient’s stomal output to be below 1000ml in 24 hours	Comment by Elspeth Snowie: I would suggest that these are the nursing care needs.  You can’t really put anything in here as this needs to be personalised for the individual patient.  

2. for the patient to be able to maintain own hydration / fluid and electrolyte balance with oral intake whilst at home.	Comment by Elspeth Snowie: Does this need to say ‘whilst at home’?

3. Patient goal is to pass 1200mL of urine daily.



		WHAT HAVE YOU AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		Fluid Balance

……………….. will:

1. Patient to maintain an in/output chart .
(Have patients measure both urine & stoma output for 1 week). If they will only measure one of these, make it urine output) 	Comment by Elspeth Snowie: I would delete this from the care plan as it is in the stoma SOP

2. Patient to record weight twice a bi-weekly for 1 month then weekly

3. Patient to continue fluid restriction and take rehydration solution daily:

a. Limit Hypotonic Fluidsfluids such as ( water, tea, coffee, juice, carbonated drinks) to betweenfrom 500ml to 1L 

b. Commence rehydration solution (10 sachets in 1 litre if dioralyte).

Pharmacology 

4. Patient to take Loperamide 2mg QDS up to 4mg QDS 30-60mins before meals. Capsules can be opened and mixed with jam/yoghurt.  	Comment by Elspeth Snowie: Is there a risk naming the medication and dose here - what if patient is prescribed something different and this care plan isn’t customised?

Avoid medical abbreviation such as QDS - would the patient know what is meant by this? 

5. Patient to take a PPI to reduce the production of acid by the stomach.	Comment by Elspeth Snowie: Avoid using abbreviations. 

Ideally this whole patient section needs to be written in a much more personalised style e.g. John will take medication that reduces the production of acid by the stomach

Alternatively, if most of this information is in the patient information leaflet - you could avoid repeating everything here and say that ‘John’ will follow the advice in the information leaflet regarding:
Fluid balance
Diet
Medication 
etc

Dietary 	Comment by Elspeth Snowie: Should there be something included about taking vitamins?

6. patient to increase starchy carbohydrates i.e. white bread, pasta, rice, crackers, mash potato.

7. patient to eat low fibre starchy (carbohydrate) foods with every meal e.g. potatoes (avoiding skins), white rice/pasta/bread, low fibre breakfast cereals e.g. rice crispies or cornflakes

8. patient to maintain a high energy and high protein diet

9. patient to avoid high fibre food e.g. whole grains, beans, pulses, the skins/stalks/seeds of fruits & vegetables, nuts, seeds and porridge

10. patient to eat snacks between meals

11. patient to limit oral drinks and advise to sip slowly throughout the day 

12. patient to avoid drinking fluids with meals – aim to leave a gap of 30 minutes before and after meals

13.  patient to add salt to food and include salty snacks

14. Patient to eat foods to help thicken the output e.g. gelatine containing foods (marshmallows, yoghurt, jelly, fruit gums), eggs, cheese, milk puddings, 1 banana a day

15. Patient to avoid foods which may loosen the output e.g. raw fruit and fresh fruit juice, raw vegetables (includes salad), spicy foods, fried and fatty foods, leafy green vegetables, some sweeteners or foods and sweets that contain sweeteners e.g. Sorbitol, xylitol or mannitol 

Ensure patient is known to Dietetic service so patient can receive more personalised and bespoke diet advice.	Comment by Elspeth Snowie: Move this to nursing care plan section below.

From the patient care plan perspective, re write this to reflect what ‘John’ will do

The patient should not be prescribed oral nutritional supplements, such as Fortisip or Fortijuce. Oral nutritional supplements have osmolarity of 425-750, which can cause further water and sodium depletion. If oral intake is poor, dietitian might prescribe small-volume fat emulsion (Calogen Extra Shots), to be taken little and often.  	Comment by Elspeth Snowie: This needs to be an action for the nurse written in such as way to reflect what they need to do e.g.: Nurse to check that oral nutritional supplements such as Fortisip or Fortijuice are not being taken.
The explanation for this is in the SOP - including it here is makes this document very long. 



Perhaps add something about monitoring the skin surrounding their stoma and contacting …. If experiencing problems.





		AGREED NURSING CARE PLAN 



		1. Nurse to obtain bloods and liaise with GP:

1-week post-discharge - Routine creatinine, urea and electrolytes and magnesium 	Comment by Elspeth Snowie: Not all patients will be ‘post discharge’???
Will the nurse be doing the later bloods or does the nurse advise the patient to get them done by their GP?

3 months, 6 months and annually- repeat creatinine, urea and electrolytes and magnesium, B12, selenium, vitamin D and zinc

2. Nurse to review fluid balance and vital signs at each visit	Comment by Elspeth Snowie: ?check weekly weights 

3. Check if experiencing any problems with the skin surrounding the stoma





		Frequency of review:





		ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:













		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW
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		Sodium (Na) (mmol/l)

		Potassium (K) (mmol/l)

		Glucose (mmol/l)

		Volume (ml)



		WHO cholera solution / St Marks Solution

		90 

		20

		111

		1000



		Dioralyte (standard strength)

		60

		20

		200

		1000



		Dioralyte 

(Double strength)

		120

		40

		400

		1000



		Lucozade sport

		90 (with added 1 level teaspoon salt)

		

		34g/l

		1000
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Dioralyte

10 sachetsin 1L
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St Marks Solution

6 levels teaspoons sugar
1 level teaspoon salt
1 teaspoon Bicarb soda
1L water add sugar free squash store in fridge 24 hrs
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Managing your High Output Stoma 
Leaflet 
What is a High Output Stoma
A high output stoma is classed as producing 1,200 mls or more  of faeces per day. 
Stoma output should be kept under 1200mls per 24 hour period and aim for urine output to be 1200mL of urine daily 

It is very important to monitor your output because these high losses can quickly lead to dehydration, with loss of nutrients such as  sodium, potassium and magnesium.
There are some things you can do to maintain a healthy balance and this leaflet is designed to offer guidance in this situation. Always seek advice from your specialist stoma nurse, doctor or dietician if you are unsure of anything or are feeling unwell. 

Medication 
 If you have been advised to take loperamide (Imodium), this is best taken 30 minutes before food, with a sip of water only

Appliance 
Check your stoma template to ensure a good fitting appliance and the skin is protected around the stoma. 


Dietary advice 
Sprinkle a little salt on your meals (half to one teaspoon per day). 
 Eat salty foods (cheese, bacon, ham, smoked fish, savoury biscuits, ravioli, Bovril, salted crisps etc). 
 Choose starchy carbohydrates such as white bread, low fibre cereals such as Rice Krispies and Cornflakes, skinless potatoes, white pasta, white rice, dishes made with maize or cornmeal, green bananas. 
Avoid spicy foods
Avoid high fibre foods such as wholemeal bread, fruit with pips and skin, green leafy vegetables, cereals such as Weetabix or shredded wheat. 
Additional snacks such as gelatine based sweets e.g. jelly, marshmallows, jelly babies (sugar free if diabetic) often help to thicken a liquid output. 
 Eat slowly and chew food properly. 
 Do not eat and drink at the same time. 
  






 
Fluid restriction  
Limit your fluid intake of drinks such as tea, coffee, water or sugar free squash to between 500mls and 1 litre per day (this amount should be decided prior to discharge with your specialist team and includes fluid foods such as soup or yoghurt). 

Commence an oral rehydration solution eg. Dioralyte  …………… sachets in 1L water as discussed prior to your discharge. 

Separate your food and drinks. Drinking whole glasses of fluid with food ‘washes’ the food through the gut: aim to leave at 15 –30 minutes before or after food

Signs of dehydration
•Extreme thirst. 
•Lethargy / Tiredness. 
Cramps. 
Dizziness. 
Check the colour of your urine everyday

Please let your GP or Stoma Care Nurse know if you experience any signs of dehydration.
Remember:
Monitor output from stoma and   urine output
Keep taking anti-diarrhoea medication loperamide/imodium, codeine and antacids. 
You may have been advised to ‘open’ capsules of medicine to allow greater absorption and ensure you take them 30 - 45 minutes before meals. 
Take a rehydration supplement such as dioralyte 
Eat a low fibre diet. 
Limit your ‘normal’ fluids to between 500ml and 1 litre per day, including fluid foods such as soup or yoghurt, and cups of tea, coffee and fruit juice. 
Record your weight twice weekly for 1 month then weekly
Your GP should be taking routine blood tests for U&Es including magnesium, B12, selenium, vitamin D and zinc at 3 months, 6 months and annually 
Be aware of signs of dehydration. 

Useful contacts 
FNHC District Nurses   
       497601
Hospital Stoma Nurses 445833
GP 
………………………………….
Dietician
………………………………….
In an emergency and out of hours please call  999 if you need an ambulance. 


Family Nursing & Home Care: Providing Expert Care In Jersey 
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