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The purpose of this procedure is to outline the safe and effective management of people with a stoma who are being cared for in Canberra Health Services (CHS). It provides information for CHS clinicians who care for a person with a stoma, in hospital and community settings, where patients require treatment, monitoring, and education in relation to their stoma.
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This procedure applies to all CHS staff caring for patients who require stoma care within the CHS Network including the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra Hospital, and community-based services. 
This document applies to the following staff working within their scope of practice:
[bookmark: _Toc394574896]Medical Officers
[bookmark: _Toc394574897]Nurses and Midwives 
Students under direct supervision.

For the purpose of this clinical procedure, the term stoma refers to a surgically created opening, usually used to eliminate waste products, these include:
· Colostomy – A colostomy is a surgically created opening into the colon through the abdomen.  Its purpose is to allow the stool to bypass a diseased or damaged part of the colon. A colostomy may be made at almost any point along the length of the colon. It may be temporary or permanent, depending on the medical reason for the surgery.
· Ileostomy – An ileostomy is a surgically created opening into the small intestine through the abdomen. The purpose of an ileostomy is to allow stool to bypass the colon. An ileostomy may be temporary or permanent, depending on the medical reason for the surgery.
· Urostomy – A urostomy is a surgically created opening on the abdomen. A urostomy allows urine to flow out of the body after the bladder has been removed. A urostomy is permanent and may also be called a urinary diversion or ileal conduit.

Back to Table of Contents
	[bookmark: _Toc127190677]Section 1 – Pre operative education – Adults and Adolescents 



Patient’s whose planned surgery includes creation of a stoma should receive pre-operative stoma education. Prior to the day of surgery, usually at a pre-admission clinic appointment, a stoma nurse can provide the patient with face-to-face education and written materials about the proposed stoma and related care. The stoma nurse should also site potential locations for the stoma. Refer to Enhanced Recovery after Surgery (ERAS) Procedure for more information.
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This section applies to all adults and adolescents who require post-operative observations and management of their stoma in the hospital setting. 

The stoma should be observed:
· ½ hourly for the first 4 hours
· Hourly for the next 4 hours
· Then at Canberra Hospital:
Daily until ceased by the medical officer or Stomal Therapy Nurse (STN).
Then at North Canberra Hospital:Each Shift (morning, evening and night)
The observations should be documented in Digital Health Record (DHR) under management of Post-op ostomy and recorded on the Avatar.

Observations
Colour
Pink/Red: A normal stoma is pink or red to indicate adequate perfusion.
Pale: A pale pink stoma may indicate a low haemoglobin or poor perfusion.
Dusky: A dusky stoma with a blue tinge indicates inadequate perfusion and the medical officer and/or Stomal Therapy Nurse should be informed as soon as possible.
Black: A black stoma indicates necrosis and the medical officer must be informed as soon as possible.

Description
Sloughy: Part of the stoma may slough off especially after evidence of a discoloured area. The medical officer needs to be notified. 
Oedema: The stoma may be shiny and swollen. This is common after surgery but may also indicate low Albumin.
Shape: Stomas may be round, oval or irregular in shape. This is all normal.
Spouted:  A normal stoma should be 1 to 5 cm tall and depends on the type of stoma created. This is called well spouted.
Flush: this means the stoma is not spouted but is lying level with the skin. This can cause problems with leakage.
Retracted: This means the stoma mucosa has fallen below the level of the skin. There is a risk of peritonitis if the mucosa drops too much and the medical officer should be informed as soon as possible if concerned.
Prolapsed: This occurs when the bowel mucosa falls out further than approximately 5cm. The medical officer must be informed as soon as possible. 
Bleeding: If there are large amounts of frank blood in the drainage bag this may indicate internal bleeding and 
Mucocutaneous Separation: this occurs where the edge of stoma comes away from the peristomal skin leaving a cavity. Notify the medical officer if this occurs.


Output
Nil: it is important to document if there is no stoma output as the commencement of feeding is dependent on bowel function. This may be due to obstruction and is often associated with nausea and vomiting in the patient. Notify the medical officer if this occurs. 
Flatus: In the immediate post-operative period, usually within 24-48 hours, the stoma appliance has no flatus filter and the bag will fill with air indicating flatus and thus bowel function. 
Serous: Normal output in the immediate post-operative period.
Haemoserous: This is normal in the immediate post-operative period. Large amounts of frank blood are not normal and may indicate internal bleeding or a haematoma and the medical officer musty be informed as soon as possible. 
Bile: This is often seen post-operatively and is not any concern unless it persists.
Faecal fluid: As bowel function returns normal output will be fluid. A drainable bag should be used. Soft / semisolid faeces: As the patient progresses with diet the output begins to thicken. A drainable bag should be used. This is normal output for an ileostomy.
Formed: Soft formed stool occurs as diet progresses. This type of output is normal for patients with a colostomy. 
Hard faeces: This may occur from a colostomy but may indicate constipation and the medical officer should be informed as soon as possible if you are concerned. 
Urine: An ileal conduit or urostomy will have urine output. If there is cloudy urine, mucous or haematuria (blood in urine) inform the medical officer.

Stoma Attachments
Bridging rod: A surgeon may use a bridging rod to stabilise a stoma. This should be documented in theatre notes. Check for presence when attending to stoma care. The medical officer will order removal of the bridging rod and the STN can be consulted to assist.
Ureteric stents: An ileal conduit or urostomy will have 2 ureteric stents in situ to maintain patency of the ureters. The medical officer will order removal of these stents and the STN can be consulted to assist. 
The STN is available to provide education and counselling for patients with a newly formed stoma and should be contacted as soon as possible after surgery to begin the process.
Recognise that the patient and family may need a psychological referral as well as physical support in the post-operative phase. 
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This section applies to Neonates, Infants & Children nursed in the Neonatal Intensive Care Unit (NICU)/ Special Care Nursery (SCN) and Paediatrics.

The formation of a stoma in neonates is generally a temporary measure. It is performed by a surgeon for the correction of a congenital anomaly or as a direct result of gastrointestinal compromise.

Neonatal Conditions
· Necrotising Enterocolitis
· Hirschsprung’s disease
· Meconium Ileus
· Imperforate Anus
· Complex Hindgut Anomalies
· Intestinal malrotation
· Intestinal Volvulus
· Intestinal Atresia, stenosis and webs
· Trauma

[bookmark: _Toc393785690][bookmark: _Toc393808551][bookmark: _Toc393810844][bookmark: _Toc393973508][bookmark: _Toc395020470][bookmark: _Toc395165976][bookmark: _Toc395796947][bookmark: _Toc396233121]Care of Stoma Post-Op
· Observe and document the stomas colour, appearance, size, location, suture line and the integrity of the surrounding skin – as per stoma observation chart
· Clean stomas with warm 0.9% sodium chloride and soft gauze
· Cover stomas with Vaseline gauze and a non-adhesive pad
· Attend above dressings twice a day until stomas are functioning (generally 24-48 hours post–op) or as per surgeon’s orders
· After initial post-operative vase-gauze dressing, do not use any greasy substances on skin, for example, Aqueous cream, Convacare, Comfeel paste.
· As soon as the stomas become active apply a wafer and bag 
· All stoma bags must be changed within 48 hours or whenever bag leakage occurs. The exception is the 1st week post-surgery; or
· critically ill neonate.  
· non-active stomas.
· or as per surgeon’s orders.
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This section applies to all adults, adolescents, infants and neonates who require bowel stoma management in the hospital and community setting. 

[bookmark: _Toc395165979][bookmark: _Toc395796950]Note:  
For bowel stoma washout please refer to the Bowel Assessment and Management procedure.
Ensure patient education is included with every patient contact. 
Ensure patient participation in all aspects of stoma care to reach to goal of patient independence.

A stoma in this context refers to a colostomy or ileostomy that is created to divert faeces. 

For those patients undergoing formation of a stoma, a one-piece clear drainable appliance with an access window and no filter will be applied in Operating Theatres. This appliance is used to aid visibility of the stoma and to observe for passing of flatus as evidenced by inflation of the appliance.  This appliance is usually changed after 24-48 hours or when the patient has passed flatus.

Stoma appliances are available as a one piece or two-piece systems. All appliances are available as a drainable or closed system. The selection of the appliance depends on patient capability, type of stoma and personal preference. The STN is available to assist the patient with this process.

Stoma base plates should initially be changed daily to allow patients to be educated. When the patient is proficient with base plate changes, educate the patient that they can change their appliance 2nd to 3rd daily for a two piece system, and daily to 3rd daily for a one piece system. 

The STN will also assist in the discharge planning of a patient with a stoma

When attending to a stoma appliance change:
· Do not clean skin with soap as this may affect adhesion to the skin. Clean gently with warm water and soft gauze/wipes/chucks to avoid trauma to stoma or peristomal skin
· The base plate must be cut to the correct size to avoid excoriation of the peristomal skin. No more than 3mm of peristomal skin should be exposed 
· Ensure patient education is attended throughout the procedure. Ensure patient participation in the care of their stoma – the aim is for patient independence on discharge from the hospital.
· Never try to patch a leaking appliance. Any leakage of faecal matter onto the skin will cause excoriation. Always replace a stoma appliance that has leaked as soon as possible to prevent damage to healthy skin.

Record the procedure in the patient’s clinical record (LDA/Avatar in the Digital Health Record (DHR)), including:
· Date and time of procedure
· The colour and shape of the stoma
· The state of the mucocutaneous junction
· The state of the peristomal skin
· The type of output from the stoma
· The type of stoma appliance used
· The level of patient education and participation in stoma care

The Stomal Therapy Nurse will commence a Stoma Assessment and Management Plan for all adults with newly formed stomas in Canberra Hospital to facilitate communication and continuity of care between interprofessional teams.

Changing a Stoma Appliance – Adults and Adolescents
Equipment
· Alcohol based hand wash (ABHR)
· Warm water
· Personal protective equipment (PPE) including gloves and eye protection
· Scissors
· Soft disposable cloth or stoma cleansing wipes
· One- or Two-piece stoma appliance depending on what the patient is using
· Clinical waste receptacle
· General waste receptacle
· Optional accessories such as adhesive remover, barrier wipes, paste, seals or powder
· Stoma measuring device 

Procedure
1. Attend hand hygiene by either hand washing or using ABHR
2. Perform positive patient identification, explain procedure and obtain patient consent
3. Ensure privacy of the patient will be maintained throughout the procedure
4. Attend hand hygiene by either hand washing or using ABHR
5. Don PPE
6. Prepare the stoma appliance base by measuring and tracing the shape of the stoma onto the plastic backing of the base
7. Cut out the base using scissors, ensure edges are smoothed with a gloved finger. 
8. Remove the plastic backing from the base and keep this as a template for the next change, write the date on this template noting that this template may need to be altered.
9. Remove the old stoma appliance by gently easing the skin away from the adhesive base and using adhesive remover 
10. Discard the old stoma appliance into clinical waste receptacle
11. If gloves are soiled, remove, attend to hand hygiene by either hand washing or using ABHR and then don new gloves
12. Clean the peristomal skin with soft disposable cloths and warm water
13. Pat skin around stoma until the skin is dry
14. Apply any accessories used such as barrier wipes, paste, powder or seals. These are not necessary for every patient
15. Apply new stoma appliance by placing the adhesive base on the skin around the stoma
16. Ensure that only a small amount of skin surrounding the stoma is showing e.g. 3-5mm
17. Run fingers gently around the adhesive to ensure a firm seal. You may have patient gently ‘hug’ bad with their hand for 5 minutes to aid adhesion
18. If using a 2-piece appliance attach the new stoma bag to the base plate
19. Secure closure on bag if using a drainable appliance
20. Discard equipment in general waste receptacle
21. Remove PPE
22. Attend hand hygiene by either hand washing or using ABHR

Changing a Stoma Appliance – Neonates, Infants & Children
Equipment
· [bookmark: _Toc393810855][bookmark: _Toc393973519][bookmark: _Toc395020481][bookmark: _Toc395165988][bookmark: _Toc395796956]ABHR
· PPE including gloves and eye protection
· Trolley
· Adhesive remover wipe
· No sting barrier
· Eakin® Seal or other preferred seal
· Cotton Tip Applicators
· Appropriate size wafer and bag (separate – 2 piece or together as a 1 piece)
· Scissors
· Pencil and paper
· Sucrose/ Expressed Breast Milk (EBM) for procedure and pacifier if consent obtained
· A foil dish for warm water or a bath
· Clinical waste receptacle
· General waste receptacle

Procedure
1. Attend hand hygiene by either hand washing or using ABHR.
2. Perform positive patient identification, explain procedure and obtain consent 
3. For each individual neonate, RN consults with the Neonatal Wound Care Team to establish a care plan, for all staff to use as a guideline
4. Make template for stoma
4.1 Draw an outline of the size of the stoma on paper with pencil
4.2 Transcribe to wafer
4.3 Cut holes in wafer, enough just to expose the edges of the stoma (keep a copy of this with the care plan)
5. Consider Sucrose/(EBM) and pacifier if consent obtained 
6. Attend hand hygiene by either hand washing or using ABHR
7. Don PPE
8. Carefully remove the old/leaking bag with warm water and adhesive remover wipe from the top edge downwards, providing tension to skin with the other hand (if the neonate/infant is able to maintain temperature, the old appliance may be removed in the bath)
9. Discard the old stoma appliance into the clinical waste receptacle
10. If gloves are soiled, remove, attend to hand hygiene by either hand washing or using ABHR and then don new gloves
11. Clean skin around stomas and dry well
12. Apply no sting barrier to peristomal skin and allow to dry
13. Apply seal – to surround stomas and protect suture line (use cotton tip applicators to mould seal to stoma edges, using a rolling action)
14. Apply prepared wafer, pushing edges down from the centre outwards
15. Apply bag and warm wrap to abdomen to assist in moulding of the wafer to the skin.
16. Discard equipment into the appropriate waste receptacles
17. Doff PPE
18. Attend hand hygiene by either hand washing or using ABHR
19. Note the appearance of the stoma, suture line and surrounding skin (stomas are highly vascular – so a small amount of bleeding may be experienced with bag changes)
20. Document findings in the medical record
21. Document the amount and consistency of the stomal losses on the fluid balance chart
22. Aspirate losses from the bag with a syringe and/or drawing up cannula (depending on appliance)
23. As the child grows continually assess the stoma size and readjust the appliance accordingly
24. Educate parents in the application and care of their child’s stomas and the surrounding skin
25. Contact the STN for follow up home care, parent education, and stomal supplies
26. Numbers and contact details are in the stoma folder in the NICU workroom or Page through switch
NOTE
· Do not use cotton wool balls, as fibres are left behind 
· Do not use soaps or creams to surrounding skin
· Do not wash out stomal losses from the bag with water, as this will only increase the chance of the wafer lifting then leaking
· Care may change as per Surgeon’s orders
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This section applies to all adults and adolescents that require urostomy stoma management in the hospital and community setting. 

The most common type of urostomy is an ileal conduit.
Post-operatively urostomies usually have two stents in situ to keep the conduit patent. These stents stay in place for approximately 7 – 10 days. These stents are not to be removed without medical orders. 

Note: 
· Removal of stents can only be performed by a STN, Medical Officer or Nurses and Midwives who are working within their scope of practice. Community Nursing do not remove stents
· While the stents are insitu, aseptic technique is used. Once removed, management of the urostomy becomes a clean procedure. 

Urostomy patients are referred to the STN. The STN will manage the discharge planning for urostomy patients 

Stoma appliances are available as one piece or two-piece systems. All appliances are available as a drainable or closed system. The selection of the appliance depends on patient capability, type of stoma and personal preference. The STN is available to assist the patient with this process.

When attending to a stoma appliance change:
· Do not clean skin with soap as this may affect adhesion to the skin. Clean gently to avoid trauma to stoma or peristomal skin
· The base plate must be measured and cut to the correct size to avoid excoriation of the peristomal skin. No more than 3mm of peristomal skin should be exposed 
· Ensure patient education is attended throughout the procedure. Ensure patient participation – the aim is for patient independence on discharge from hospital.
· Never try to patch a leaking appliance.  Any leakage of urine onto the skin will cause excoriation. Always replace a stoma appliance that has leaked as soon as possible to prevent damage to healthy skin.
· If the patient has an ileal conduit and ileostomy/colostomy in place, the ileal conduit has to be changed first to prevent risk of infection. 

Record the procedure in the patient’s clinical record (LDA/Avatar in the DHR), including:
· Date and time of procedure
· The colour and shape of the urostomy
· The state of the mucocutaneous junction
· The state of the peristomal skin
· The appearance of the urine, including presence of mucous
· The type of the urostomy bag used
· The level of patient education and participation in urostomy care.
· Quantity and description of the output in the Fluid Balance Chart



Changing a Urostomy Appliance
Equipment
· ABHR
· Warm water
· PPE including gloves and eye protection 
· Soft disposable cloth or stoma cleansing wipe 
· One- or Two-piece stoma appliance with a clear bag depending on what the patient is using
· Scissors
· Clinical waste receptacle
· General waste receptacle
· Optional accessories such as catheter bag, adhesive remover, barrier wipes, paste, seals or powder.
· Stoma measuring device 

Procedure
1. Attend hand hygiene by either hand washing or using ABHR
2. Conduct positive patient identification, explain procedure and obtain patient consent
3. Ensure patient privacy will be maintained throughout the procedure
4. Attend hand hygiene by either hand washing or using ABHR
5. Gather all required equipment
6. Don appropriate PPE 
7. Prepare the urostomy appliance base by tracing the shape of the stoma onto the plastic backing of the base
8. Cut out the base using scissors and ensure rough edges are smoothed with a gloved finger
9. Remove the plastic backing from the base and keep this as a template for the next change, date the template noting the template may need to be altered over time. 
10. Remove the old urostomy appliance by gently easing the skin away from the adhesive base using adhesive remover
11. Discard the old urostomy appliance into clinical waste receptacle
12. If gloves are soiled, remove, attend hand hygiene by wither washing or using ABHR and then don new gloves
13. Clean the peristomal skin with soft disposable cloths and warm water
14. Pat skin around stoma with disposable cloth until the skin is dry
15. Apply any accessories used such as barrier wipes, pastes, powders or seals. These are not necessary for every patient
16. Apply new urostomy appliance by placing the adhesive base on the skin around the stoma. Ensure that only a small amount of skin surrounding the stoma is showing e.g. 3-5mm
17. Run fingers gently around the adhesive to ensure a firm seal. You may have patient gently ‘hug’ bag  with their hand for 5 minutes to aid with adhesion
18. If using a two-piece appliance attach the urostomy bag to the base plate. 
19. If the stents are still in situ, ensure they are contained within the bag prior to attaching the bag to the base plate
20. If connecting to a catheter bag, ensure the tap at the bottom of the urostomy bag is open
21. Discard equipment in appropriate (general or clinical) waste receptacle
22. Doff PPE
23. Attend hand hygiene by either hand washing or using ABHR.
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This section provides community nurses with procedural information to ensure: 
· Patients are provided with evidenced based stoma care 
· Patients/carers are provided with education to support them with self- management of their stoma.

On admission to the service, assess the patient and document the outcome of this assessment on the DHR LDA/Avatar. Address any stomal concerns as per the troubleshooting guide (see below). If staff support is required, contact the Stoma Clinical Nurse Consultant (CNC) in Community Care. 

· Ensure the patient has an adequate supply of appropriate stoma appliances. Patients should be signed up to a stoma association prior to discharge and have adequate supplies until they are due to receive their next supply order. Patients are responsible for the supply of their own appliances. The ACT and District Stoma Association contact number is 5124 4888. Supervise the patient/carer changing the appliance, ideally when the stoma is not so active. Consider arranging a home visit in the morning before the patient has eaten with bowel stoma management
· If the patient has a drainable appliance, ensure that they can open it, empty it, clean it and close it as per the manufacturer’s recommendations. 
· Once discharged to home consider what the most appropriate appliance may be to promote independence and quality of life.   Discuss with the Community Stoma CNC for advice.
· Advise the patient how frequently the appliance should be changed. This will alter from patient to patient, but the following regime can be used as a guide. 
a. One piece drainable – appliances may be changed every 1-2 days. 
b. Two piece drainable – base plate may be changed every 2-3 days; pouch may be changed daily if desired.
c. One piece closed flat/convex – may be changed 1-3 times a day. 
d. Two pieces closed flat/convex – base plate may be changed every 2-3 days; pouch may be changed 1-3 times a day.      
· Provide follow up visits to the patient until they, or their carer, are independent. This may take approximately two-four weeks. Document the stoma assessment at each visit on the DHR LDA/Avatar. 
· Each community nursing team has a stoma kit with spare appliances and stoma accessories for staff to access for troubleshooting situations. In addition to this, free product samples can be obtained from each of the companies by contacting the specified “free call” number and requesting them to be sent to the patient’s home. 

Stoma Clinics:
Advise the patient they can make an appointment for a stoma review by contacting Central Health Intake on 5124 9977. 
There is a Clinical Nurse Consultant STN clinic at Belconnen Health Centre on Monday from 9am-3pm and at Tuggeranong Health Centre on Tuesday from 9am –3pm. These two clinics are for patients with complex stoma problems. 
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This section applies to all adults and adolescents who require colostomy irrigation in the hospital and community setting. Not all patients with a stoma will be suitable candidates and not all colostomies are suitable for irrigation. A medical registrar or consultant must prescribe colostomy irrigation and a STN should be consulted prior to commencing the procedure.

Note:  Colostomy irrigation can only be performed by a STN, Medical Officer or Nurses and Midwives who are working within their scope of practice 

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. 

See Bowel Stoma Management section in adults, adolescents, and children for stoma bag applications.

Equipment
· Colostomy irrigation kit containing water bag with flow regulator, irrigation cone and irrigation sleeves (supplied by the STN if an inpatient and by the patient via the Stoma Appliance Scheme if in the community)
· Warm water in a clean jug for filling the water bag as prescribed by the Medical Officer or STN
· Warm water in a clean bowl for cleaning the peristomal skin
· Soft disposable cloth
· ABHR
· Intravenous (IV) therapy pole to hang the water bag from or suitable equivalent in patient’s home
· Lubricant 
· Towel
· New stoma appliance as used by the patient
· Stoma accessory items as used by the patient
· General waste receptacle
· Clinical waste receptacle
· PPE including eye protection, gown, and gloves

Procedure
1. Check the patient’s clinical record for medical orders and prescribed amount of fluid to be instilled into the colostomy
2. Attend hand hygiene by either hand washing or the use of ABHR 
3. Conduct positive patient identification, explain the procedure and obtain verbal consent. 
4. Ensure privacy of the patient is maintained throughout the procedure
5.  Attend hand hygiene by either hand washing or the use of ABHR 
6. Don PPE
7. Hang the water bag on to the IV pole at shoulder height.  Ensure the flow regulator is closed. Fill up the water bag with the prescribed amount of water
8. Attach the irrigation cone to the water bag. 
9. Open the flow regulator to flush the line of air. When the line is flushed close the flow regulator
10. Place a towel across the patient’s abdomen to protect the patient from water spills
11. Remove the patient’s old stoma appliance and clean the peristomal skin with the warm water in a bowl and soft disposable cloth
12. Attach the irrigation sleeve to the patient
13. 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
14. Remove gloves, attend hand hygiene and apply new gloves
15. 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. The lumen to be irrigated will be determined by the medical officer
16. Hold the irrigation cone in place without force
17. 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
18. Once the prescribed amount of water has been instilled close the flow regulator and remove the irrigation cone
19. Ensure the irrigation sleeve is secured at the top and bottom as per the manufacturer’s directions
20. Ensure the patient is comfortable
21. Discard equipment or clean and keep non-disposable items such as the water bag, flow regulator and irrigation cone as per manufacturer’s directions
22. Doff PPE and discard into clinical waste receptacle
23. Attend hand hygiene by either hand washing or the use of ABHR 
24. Record the procedure in the patient’s clinical record including:
24.1. Date and time of procedure
24.2. Amount of water instilled
24.3. Result (if any) of irrigation
24.4. Patient’s tolerance for procedure
25. Record input and output on the patient’s fluid balance chart
26. Return to review patient at 30-minute intervals until bowel evacuation is completed
27. When evacuation is completed perform hand hygiene, don PPE and remove irrigation sleeve           
28. Clean the stoma and surrounding skin.
29. Dry skin well.
30. Apply a new appliance as per section 3.1 
31. Ensure the patient is comfortable
32. Discard equipment into the appropriate waste receptacles
33. Attend hand hygiene by either hand washing or the use of ABHR 
34. 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 report to medical officer.
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This section applies to all adults and adolescents who require digital examination of their stoma. Stoma examination can be performed by a STN, Medical Officer or Nurses and Midwives who are working within their scope of practice. Digital stoma examination is performed to determine the patency and direction of the lumen/s.

See Bowel Stoma Management section for stoma bag applications.

Equipment
· PPE including eye protection and gloves
· ABHR
· Lubricant
· Bowl of warm water
· Soft disposable cloth
· New stoma appliance as used by the patient
· Stoma accessories as used by the patient
· Clinical waste receptacle
· General waste receptacle

Procedure
1. Attend hand hygiene by either hand washing or the use of ABHR 
2. Ensure patient’s privacy is maintained throughout the procedure
3. Conduct positive patient identification, explain the procedure and obtain verbal consent. 
4. Attend hand hygiene by either hand washing or the use of ABHR 
5. Don PPE
6. Remove the patient’s old stoma appliance
7. Clean the peristomal skin with the warm water and soft disposable cloth
8. Lubricate the end of a gloved finger – usually the index finger unless the lumen of the stoma is small
9. Gently insert the finger into the lumen to determine the patency and direction of the bowel. An end stoma will have one lumen. A loop or double barrel stoma will have two lumens – proximal and distal. 
10. Remove finger, remove gloves, attend hand hygiene and apply new gloves
11.  Apply a new stoma appliance as per section 3.1 
12.  Ensure the patient is comfortable
13.  Discard equipment into the appropriate waste receptacle
14. Doff PPE and discard into clinical waste receptacle
15. Attend hand hygiene by either hand washing or the use of ABHR 
16. Record the procedure in the patient’s clinical record including:
16.1. Date and time of procedure
16.2. Direction of bowel
16.3. Patient’s tolerance for procedure
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This section applies to all adult and adolescent who require administration of a suppository or enema via their colostomy. Stoma suppository and enema administration can be performed by a STN, Medical Officer or Nurses and Midwives who are working within their scope of practice.

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

A medical officer will need to order the suppository or enema and the STN should be consulted to obtain a stoma plug and/or irrigation cone 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 medical officer.

See Bowel Stoma Management section for stoma bag applications.

Administration of Suppository via Colostomy
Equipment
· PPE including eye protection and gloves
· ABHR
· Lubricant
· Suppository as prescribed
· Bowl of warm water
· Soft disposable cloth
· New stoma appliance as used by the patient
· Stoma accessories if used by the patient
· Clinical waste receptacle
· General waste receptacle

Procedure
1. Check the patient’s clinical record for medical orders and prescribed suppository to be administered into the colostomy
2. Attend hand hygiene by either hand washing or the use of ABHR 
3. Ensure patient privacy is maintained throughout the procedure
4. Conduct positive patient identification, explain the procedure and obtain verbal consent. 
5. Attend hand hygiene by either hand washing or the use of ABHR 
6. Don PPE
7. Remove and discard the old stoma appliance 
8. Lubricate gloved index finger
9. Digitally examine the colostomy 
10. Remove gloves, attend hand hygiene and apply new gloves
11. Insert the suppository the full length of the index finger
12. The suppository will need to be held in place whilst dissolving. A stoma plug may be used to hold the suppository in place
13. If a stoma plug is used remove the plug after sufficient time has elapsed for the suppository to dissolve as per the manufacturer’s directions
14. If a stoma plug is not used, remove gloves, attend hand hygiene, apply new gloves
15. Apply the patient’s usual stoma appliance as per section 3.1 
16. Ensure the patient is comfortable
17. Discard equipment into the appropriate waste receptacle
18. Doff PPE and discard into the clinical waste recepatcle
19. Attend hand hygiene by either hand washing or the use of ABHR 
20. Record the procedure in the patient’s clinical record including:
20.1. Date and time of procedure
20.2. Result (if any) of procedure
20.3. Patient’s tolerance for procedure

Administration of an Enema via Colostomy
Equipment
· PPE including eye protection and gloves
· ABHR
· Lubricant
· Clinical waste receptacle
· Enema as prescribed
· Irrigation cone if required
· Bowl of warm water
· Soft disposable cloth
· New stoma appliance as used by the patient
· Stoma accessories if used by the patient
· Clinical waste receptacle

Procedure
1. 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
2. Attend hand hygiene by either hand washing or the use of ABHR 
3. Ensure patient privacy is maintained throughout the procedure
4. Conduct positive patient identification, explain the procedure and obtain verbal consent. 
5. Attend hand hygiene by either hand washing or the use of ABHR 
6. Don PPE
7. Remove and discard the old stoma appliance into the clinical waste receptacle
8. Lubricate gloved index finger
9. Digitally examine the colostomy 
10. Remove gloves, attend hand hygiene, apply new gloves
11. 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
12. Slowly administer the contents of the enema observing the patient for signs of discomfort
13. The enema will need to be retained for the recommended length of time. A stoma plug may be used to hold the enema in place
14. If a stoma plug is used remove the plug after sufficient time has elapsed for the enema to be effective as per the manufacturer’s directions
15. If a stoma plug is not used, remove gloves, attend hand hygiene, apply new gloves
16. Apply the patient’s usual stoma appliance as per section 3.1 or 3.2
17. Ensure the patient is comfortable
18. Discard equipment into the appropriate waste receptacle or clean and keep non-disposable items such as the irrigation cone as per manufacturer’s directions
19. Doff PPE and discard into the clinical waste receptacle
20. Attend hand hygiene by either hand washing or the use of ABHR 
21. Record the procedure in the patient’s clinical record including:
21.1. Date and time of procedure
21.2. Result (if any) of procedure
        19.3     Patient’s tolerance for procedure
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The section pertains to Nursing and Medical Staff in the Neonatal Intensive Care Unit, Special Care Unit and Paediatric Unit in the Centenary Hospital for Women & Children. 

Bowel adaptation begins immediately post-surgical resection and stoma formation. Preterm neonates usually require stomas for a temporary period, generally 2‐ 6 months, before re-anastomosis. Refeeding the proximal stomas effluent, into the distal stoma (mucous fistula) is a safe and effective management for neonates and infants who have short bowel syndrome (SBS). 

Refeeding: 
Stimulates mucosal growth
Lengthens and increases the height of the villi 
Improves peristalsis
Reduces fluid and electrolyte imbalances
Decreases the formation of strictures
Prevents atrophy of the bowel
Decrease cholestatic jaundice - due to long-term total parental nutrition (TPN) use
Improves weight gain. 

Refeeding prepares the distal bowel for future re‐anastomosis and has been found to decrease length of hospital stay and decrease the neonate’s morbidity/mortality. 

See Bowel Stoma Management of this document for information on stoma formation and stoma bag applications for neonates and infants 

Equipment
30mL syringe
Foil tray
ABHR
Drawing up cannula
Cloth wipes (damp)
Disposable towel – to prevent soiling linen
Trolley
PPE including eye protection and gloves
Size 8 short gastric tube
Extension Tubing
Syringe pump
Clinical waste receptacle
General waste receptacle

Procedure
1. Attend hand hygiene by either hand washing or ABHR
2. Explain procedure and obtain parent consent
3. Ensure privacy of the patient is maintained throughout the procedure
4. Procedure is attended 4- 6 hourly with cares – so as not to over handle the neonate/infant
5. Conduct positive patient identification and check allergies 
6. Attend hand hygiene by either hand washing or the use of ABHR 
7. Don PPE
8. Place cloth nappy underneath stomas and neonate/infant to prevent soiling of the linen
9. Aspirate effluent out of proximal stoma into foil tray if a large quantity
10. Accurately measure total output, colour and consistency - record on fluid balance chart
11. Close off stoma bag and wipe effluent off bag – to prevent contamination
12. Remove gloves, attend hand hygiene, apply new gloves
13. Draw effluent into syringe and prime extension tubing and size 8 gastric tube
14. Insert the size 8 gastric tube into the distal stoma (Mucous Fistula) to 4-5 centimetres (as per surgeon’s request) via the out port of the stoma appliance
15. Infuse effluent into stoma over 10-20 minutes (depending on the amount)
16. Some effluent may backtrack if infused too quickly (The slower the better)
17. Ensure the neonate/infant is calm and comfortable during this process (swaddled, held in parent’s arms, during/post a feed)
18. Gastric tubes are single use only. 
19. Discard equipment into the appropriate waste receptacle
20. Attend hand hygiene by either hand washing or the use of ABHR 
21. Record the procedure in the patient’s clinical record including:
19.1. Date and time of procedure
19.2. Result (if any) of procedure
19.3. Patient’s tolerance for procedure
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· Mucocutaneous separation occurs when the mucosa of the stoma separates from the peristomal skin. The resultant cavity needs to be protected from faeces. If there is a small cavity, packing may be attended by stoma paste alone. Larger cavities may require alginate or stomahesive powder covered by a protective layer of stomal paste or a cohesive seal. Avoid using a convexity appliance when there is evidence of mucocutaneous separation. It may cause the separation to increase in size. 
· Parastomal hernia presents as a bulge around the stoma and signifies that the bowel is protruding through the abdominal muscles. Occasionally this may need surgical intervention, however the patient may be able to minimise the symptoms by wearing a stoma support belt or support briefs which they can order from the stoma association.  A referral to a stoma clinic maybe required to assess the patient. In acute situations of pain, the patient should lie on their back to assist in reduction of the hernia. If the pain persists, or the stoma becomes dusky, then they should seek medical advice immediately. 
· Leaking appliance is particularly a problem with ileostomies and urostomies due to the liquid output. N.B. Faeces from an ileostomy will be acidic and therefore can excoriate the peristomal skin if leakage continues. Urine leakage from urostomies will tend to thicken peristomal skin in a wart like appearance if leakage continues. Use a seal to protect the skin, or a convexity appliance to assist the stomal spout to protrude or fill gullies and folds with paste. 
· Constipation tends to be caused by dietary problems, limited mobility, dehydration, medication (narcotics or iron tablets) or depression. Treatment may include changing to higher fibre food choices, increasing fluid intake or introduction of bulk-producing laxatives (with plenty of fluid). Peristaltic stimulants may be used occasionally, but not regularly. Regular exercise may help. Referrals may be necessary to a doctor, dietician or a counsellor. 
· Bland or low fibre starchy foods can help to thicken stools. These include bananas, white rice, bread, potatoes, smooth peanut butter, applesauce, cheese, tapioca, yoghurt with live cultures, pasta, pretzels, and marshmallows. 
· Foods that can loosen stools include dried or baked beans, spicy foods, fried foods, prune or grape juice, leafy green vegetable, and full-strength fruit juice.
· Temporary diarrhoea (due to spicy food/infection/antibiotics, emotional state, radiation therapy, chemotherapy). Take anti-diarrhoea medication if required, ensure adequate fluid intake, temporarily use a drainable pouch, if necessary, change the diet to eliminate suspect food and include food or bulking agents (e.g., Metamucil® or Benefiber) that will thicken the stool.  
· Necrotic stomal mucosa occurs because of poor circulation to the stomal mucosa, usually post-operatively. For areas of necrosis when circulation is no longer compromised - promote separation of necrotic tissue and stomal healing by applying stomahesive powder. Deodorising fluid or drops in base of pouch may assist the odour control. 
· Retraction occurs when the stoma slides back into the abdomen or was not “spouted” at the time of surgery. May be managed with a convexity appliance and an appliance belt. May require surgical intervention if not able to be managed conservatively. Discuss with STN
· Prolapse (or telescoping) occurs when the stoma slides out and protrudes over 3cm. Patient may be able to reduce it temporarily by lying on their back and applying a cold cloth compress. Apply the base plate, appliance and support belt whilst patient is in the prone position. May need surgical intervention if it protrudes too far, becomes difficult to pouch, or if circulation is compromised. Handout for Looking after your Prolapsed Stoma can be found in Policy and Guidance Documents Register.
· Granulomas/ Hyper granulation: Granulomas are small, red, raised areas on or around the stoma. They develop because of over-healing of damaged skin on the stoma surface, possibly due to friction from the bag or faecal and urine irritation. Some, but not all, stoma granulomas can cause bleeding and discomfort. Also, if they are large, they may prevent pouch adhesion which may result in leakage problems. Consider a hypertonic cleansing solution, ensure the pouching system covers the granuloma, assess and remove causes of friction, consider referal to STN for Silver Nitrate treatment.
· High output stoma- Patients are considered to have a high output stoma (HOS) if their stoma output is more than 1.5 to 2l / 24 hours for three or more consecutive days or emptying stoma bag 6-8times a day. Maintain strict intake output chart and refer such patients to a STN, treating team and dietician as soon as possible.
· Bleeding Stoma may be caused by: 
1. Cleaning the stoma (advise patient to avoid vigorous rubbing). 
2. Wearing a belt over the stoma to keep trousers up (wearing braces instead of belt may avoid trauma). 
3. External trauma e.g., friction of seatbelt, or from sport (advise the patient   to wear a Stoma guard to protect the stoma from trauma in these situations). 
4. Trauma from the base plate (ensure that the opening in the base plate is large enough to accommodate for the stoma size and that it is centred properly over the stoma). 
5. Disease process such as tumour or Crohn’s disease (refer patient to their Medical Practitioner). 
6. Anticoagulants (ensure medication is within therapeutic range). 
Apply stomahesive powder liberally to bleeding areas of stoma mucosa to act as a haemostat. 
· Peristomal pressure injury may occur in situations where convex appliances are worn by the patient. Further pressure damage can be prevented by minimising the depth of convexity, minimising rigidity of the convex appliance, weight loss in the overweight patient, minimising friction or aggressive removal of base plate, ensuring good skin hygiene, use of wide support belts and support briefs instead of narrow stoma appliance belts, and improving general health. The pressure ulcer is to be treated with appropriate wound care practices according to which “stage of tissue loss” it presents as.  All patients wearing a convexity appliance should be educated to check for symptoms of pressure around stoma and have been assessed by STN. 
· Peristomal skin irritations may be caused by:  
1. Leaking appliance (consider using a cohesive seal, changing to a convex appliance, using a belt etc.). 
2. Incorrect sizing of the base plate (remember stomas will shrink post-operatively and up to 8 weeks post-operation – resize the base plate to fit and educate them with the same). 
3. irritant dermatitis or allergic reaction from the appliance (consider trying a different appliance). 
4. Disease process e.g., fungal, cancer, Crohn’s disease, Pyoderma gangrenosum etc. (discuss with STN, consider referral to them to medical officer for treatment as necessary).
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Outcome
Patients with a stoma will be managed as per this procedure with no adverse effect and minimal discomfort when receiving care at CHS.Measure
Annual review of consumer feedback relating to stoma care.
Annual review of clinical incidents relating to stoma care.
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Policies
Waste Management 
Informed Consent (Clinical)

Procedures
Patient Identification and Procedure Matching 
Infections Prevention and Control
Bowel Assessment and Management 

Legislation
· Human Rights Act 2004
· Health Records (Privacy and Access) Act 1994
· Carers Recognition Act 2021
· Work health and Safety Act 2011

Other
Australian Charter of Healthcare Rights
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