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1. Define simple constipation and address its clinical management. 
Simple constipation is defined as temporary problem usually stemming from eating low-fiber food with high content of simple carbohydrates, decreased mobility (lack of exercise, hospitalization), or environmental changes (toilet training, change of school, travel, or lack of toilet facilities). Clinical management is focused on modifying factors that contribute to constipation. For example, dietary changes, such as adding fruit and vegetables to daily menu (Steele, Jungyoun, and Heitkemper, 2016, pp. 280-283).
2.  You are asked to see a male patient with marked and extensive incontinence associated dermatitis. On assessment you see marked erythema with wet and weepy dermatitis in the perianal and sacral skin. The patient has a recent history of acute CVA affecting the left side of his body complicated by pneumonia and a UTI, and is currently recovering in a long-term acute care facility. Swallow tests for this individual have demonstrated difficulty swallowing; a temporary gastrostomy tube is in place for feedings until oral feedings can safely resume. Diarrhea episodes began a week ago involving 5-6 episodes of liquid stool daily. A Foley catheter is in place with leakage of urine around the catheter. 

a. What will your focused assessment consist of?
Diarrhea: 
-Review list of current current medications that may contribute to diarrhea (antibiotics, oral hypoglycemics, Alzheimer’s medications); any recent changes in enteral feed type, rate/amount.
-Review recent labs for stool cultures if available.
Fecal incontinence: 

-Assess abdomen, anorectal anatomy, and perform digital rectal exam to determine sensory awareness, sphincter tone, presence of anal wink.
Urinary incontinence: 

-Assess urinary catheter for patency and proper support. Also verify if balloon is correctly inflated according to the size/type of the catheter. If these measures prove to be ineffective, change the catheter. 
-Assess for bladder distention and check for residual using a bladder scanner.  Why and when the catheter was placed?
IAD:
-Assess onset and duration of IAD. Assess the skin, paying close attention to surfaces exposed to urine and feces for texture, maceration, pain, itching, burning, color, edema, and warmth. Check for presence of blisters, cracks, denuded areas, and any signs of bacterial or fungal infection. Assess for signs of pressure injury. Assess containment/absorbent and skin care products in use as well as the frequency of toileting and perineal care.
b. How will you approach the issue of urinary incontinence on a long-term basis?
After resolving this patient’s IAD, the indwelling catheter should be removed and other methods of containment should be considered, such as condom catheter or absorptive products. Evaluate ability to toilet, place on a toileting program? Is IAD a reason for an indwelling catheter?
c. What initial and ongoing urodynamic testing can be used to track the progress of regular and consistent bladder emptying with minimal break- through leakage?
Bladder scanner is readily available in most settings and provides fairly accurate assessment of residual volume. A postvoid residual of 150 to 180 mL is indicative that the bladder is not emptying completely (Jalbani and Ather, 2014).  Leakage around the catheter may be due to overactive bladder forcing urine out. 
d. How will you approach the issue of fecal incontinence for this person? 
    Will you need to use containment devices? If so, what kind? 
Considering that this patient’s mobility is likely to be moderately to severely impaired, he may benefit from external fecal collection pouch.  However, the perianal skin is damaged and the system works only on intact skin. The next option to consider would be internal bowel management system if there are no contradictions for its use. 
Explore/identify etiology and correct is possible? 

d. What skin care measures will be needed to correct this problem?
Place the patient on a low air loss mattress. This would minimize friction/shear and reduce moisture to already compromised skin. Repositioning every 2 hours and as needed will help to relieve excessive pressure to bony prominences.
Perineal skin should be promptly cleansed with no-rinse cleanser after each incontinent episode, followed by application of moisturizer and skin barrier containing petrolatum, dimethicone, or zinc oxide (Haugen and Nix, 2012). Use of absorbent diapers for heavy incontinence will help with wicking away some of the moisture and need to be changed as soon as soiled. Also, according to Wilde and Fader (2016), it is best to leave absorbent products open to keep the skin cooler and drier. 
3.   A female patient reports she has had progressively worsening urine leakage for the last three years. She is a type II diabetic and has three grown children. The pattern of incontinence includes symptoms of stress and urgency. Given her medical history and symptoms, what type of medical management might be helpful to her? What behavioral strategies can you recommend that may reduce the incontinence episodes? Any additional recommendations?
Management of mixed incontinence involve pelvic muscle strengthening and measures to reduce bladder irritability. Rehabilitation of pelvic muscles and sphincter control is the first-line therapy. Kegel exercise program should be discussed and the patient should be instructed to perform sustained pelvic muscle contraction for 10 seconds followed by 10 seconds relaxation in sitting, laying, and standing positions 30-80 times a day.  Pharmacological measures may include topical estrogen, antimuscarinics (oxybutynin, tolterodine), miragbeton, and Botox injections. Surgery may be required for refractory or severe stress incontinence to provide the anatomic support for the sphincter. Lifestyle modifications include smoking cessation, limiting/eliminating carbonated and caffeinated drinks, postponing the urge with pelvic muscle contraction, controlled breathing, distraction, and avoidance of abrupt movement (Doughty and Moore, 2016, pp.18-19). If the patient is overweight or obese, she should be advised to lose weight and provided with referral to nutritionist. Patient should also be taught to avoid constipation and urinary infections.  
4.  What strategies will you use to teach a group of nurses’ aides to improve the use of condom catheters? 
The objective is to keep the catheter securely in place, free of leaks and free of skin damage. 
-Keep the tubing at the distal end of the catheter free of kinks and twist to prevent    leakage or urinary retention. 

-Ensure there is no pulling on the tubing and the securement device is on.

-Empty drainage bag promptly when no more than 2/3 full.

-Handle sheath and tubing with care during repositioning or bedding change to avoid excessive pulling and penile trauma.

-Monitor and report to nurse any swelling, color changes (red/purple penis), blood in urine, pain, leaking, or when the catheter gets detached. 
What about the actual procedure? Any concerns with application surface?
5.  A 76 year old woman presents with a history of chronic constipation with fecal impaction and leakage of liquid stool. On assessment she denies any sensation of rectal fullness; her anal wink is intact, and her sphincter tone is normal with good voluntary contractility. She eats mostly starches, dairy products, and meats. She does not eat fruits and vegetables because they bother her stomach. She has used OTC laxatives to induce bowel movements with increasing frequency over the last few years. She reports current use of laxatives as being once a week and frequency of bowel movements as one or twice a week “with straining.” The leakage began just this week, and she is very upset about it. She says she will “do whatever you recommend” to get her bowels working right again.
     a. What are your recommendations?  

1. Eliminate OTC laxatives and consult PCP regarding appropriate stool softeners and PRN laxative.

2. Increase activity level to improve peristalsis and decrease transit time.
3. Increase fluid intake.
4. Review the list of fiber-rich fruit and vegetables that the patient may be willing to include in her diet. Suggest to start with small portions and slowly increase intake of fruits and vegetables that may “bother” her stomach.
5. Review list of fiber-rich starches, such as whole grain cereals, quinoa, wheat/oat bran, flax seed and legumes. 
6. Decrease intake of simple carbohydrates, meats and dairy (Steele, Jungyoun, & Heitkemper, 2016, pp. 275-284).
6.   Describe the components of a quality improvement project using CAUTI as the subject with the goal to decrease an institution's CAUTI rate.
Many healthcare institutions strive to reduce the rates of CAUTI occurrence since the CNS changed reimbursement regulations in 2008. How did you know a QI project was necessary? Some of the components of a quality improvement project geared to reduce the incidence of CAUTI are:
1. Building a CAUTI prevention team and defining project goals.

2. Develop a process to:
-define criteria and review appropriateness of catheter placement and utilization of alternatives (toileting, condom catheter, absorbent pads)
-collect and review data/progress

-communicate changes needed to stakeholders (nurses and doctors)
3. Ensure evidence-based practices, product selection, and staff education about CAUTI:
-placement and maintenance of indwelling catheter (aseptic insertion, routine meatal care, maintain closed system)
-minimizing duration time

***This question was not answered in its entirety; “some of the components”. Be sure to identify the process, components of a QI project from start to finish. How did you know one needed to be implemented? What did you do with collected data?
7.   Mr. J.L. had an indwelling catheter placed for urinary retention secondary to an enlarged prostate.  He is started on Finasteride (Proscar), 5 mgm once a day to decrease the size of his prostate.  Mr. J. L.  visits the urologist for a 2 month follow-up for removal of his indwelling catheter and a voiding trial.  

a. What is meant by a voiding trial? 

Voiding trial is a test to detect voiding dysfunction, such as incomplete bladder emptying.  The test is usually done by retrograde filling (active trial), spontaneous filling (passive technique), or bladder scanning. Retrograde filling is done by draining the bladder with Foley catheter in place and then instilling 300 mL of NS into the bladder through the catheter. The catheter is then removed and the patient is instructed to void within 30 minutes after which the volume is recorded. Postvoid residual (PVR) is calculated by subtracting the voided volume from 300mL of instilled fluid. 
Spontaneous filling performed by removing Foley catheter and allowing the patient to drink fluids and fill his bladder over the course time (no more than 4 hours) and void on the urge.  Immediately after the void, a straight catheter is inserted to determine the PVR (Ferrante et al., 2014). PVRs of 50 to 100mL warrant monitoring and measures to improve bladder emptying; 250mL is considered significant, and above 350mL are significant for increased risk of upper urinary tract dilation and renal insufficiency (Kruse Nelles, 2016, pp. 37-38).
The PVR is 425 cc, and the urologist orders clean intermittent catheterization rather than indwelling catheter use.  The Finasteride is continued.  

a. State the goal of intermittent self-catheterization.

The goal od intermittent self-catherization is to manage urinary retention by emptying bladder of urine and to avoid the risks associated with long-term in-dwelling catheterizations. It is safe and can be easily taught and performed in male patients. Keep bladder volumes below 450 – 500 ccs.
b. Describe educational points to include for an individual performing self-catheterization.
-Assess the patient for hand dexterity, mobility, vision, and availability of support system.

-Instruct to record voided volumes in voiding diary to determine optimal times and number of times a day for catheterizing.
-Teach s/s of UTI to monitor and report to LIP. 

-Emphasize to never force catheter if resistance felt. 
-Teach about needed equipment, how to prepare the site and to perform the procedure, and importance of hand hygiene before and after catheterization. 

-Teach proper and safe disposal of catheters or how to clean and store their reusable catheters. 

c. Identify at least three complications that can occur with intermittent self- catheterization.
Urinary tract infection, urethral strictures, and urinary incontinence. 
d. Describe the action of Finasteride (Proscar) and any side effect Mr. J. L. should be made aware of.  
Finasteride works by inhibiting steroid Type II 5 α-reductase, an intracellular enzyme that converts the androgen testosterone into its potent metabolite 5 α-dihydrotestosterone in liver, skin, and prostate.  It is prescribed for treatment of BPH to improve s/s and reduce the risk of acute urinary retention as well as the need for surgery. Also used for treating male pattern alopecia.
Side effects to warn the patient include: prostate and breast cancer, gynecomastia, decreased libido, and possible erectile dysfunction (Vallerand Hazard and Sanoski, 2015, pp. 565-566). 

9.  Mr. P.V., 26 years old, has a neurogenic bladder secondary to an accident 3 years ago. He has been managed with an indwelling catheter (ISC was not workable for him secondary to ureteric reflux), is wheelchair bound and sexually active.  He is finding intercourse uncomfortable secondary to the indwelling catheter and has discussed insertion of a suprapubic catheter with the urologist.  Suprapubic tube (SP) insertion is scheduled for next week.

a. What teaching points will Mr. V. need to know preoperatively?  
Review the procedure and the risks associated with undergoing it. Explain that it may be painful even with anesthesia. Ensure that informed consent is obtained. As the patient is sexually active, it is important to reinforce the need to use safe sex practices and to be careful not to pull on tubing or press on the stoma during intercourse. Discuss potential complications of SPC, such as hematuria, cellulitis/abscess formation, catheter blockage, urinary calculi, UTIs, peristomal dermatitis secondary to urine leaks (Pandian and Drake, 2016, pp. 84-85).  
       b. Discuss care of the suprapubic tube post-operatively including cleansing, 
        dressing, securing of the catheter, changing of catheter, and etc.

Emphasize importance of meticulous hand hygiene before and after catheter care.
Clean stoma with soap and water at least once a day and dress with drain sponge around the insertion site to absorb any exudate.  Is a dressing needed long term?Changed daily after cleaning stoma or more often as needed.
Keep tubing secure using anchoring device:

-Prepare the site for anchoring device by shaving hair if needed, apply skin
protectant to clean dry skin and attach the device to prevent tubing form pulling. Secure the leg bag so there is no tension on the tubing and the catheter does not get not kinked. Always keep the leg bag (or nighttime drainage bag) below the bladder level to ensure “downhill” flow.

Empty drainage bag regularly, every 4-8 hours or when 2/3 full.
Showers are ok to take. Care must be taken not to pull on tubing. 

Overnight drainage bag should be used when laying down for prolonged periods of time during day to ensure adequate room for drainage. 
Clean nigh drainage bag daily with 1:1 water and vinegar solution or premixed commercial bleach solutions, such as Purex.
Stoma site care includes ongoing monitoring for irritation and urine leakage.
Call ILP if noted blood or mucous in urine (some blood ok after Sx), leaky catheter, leaking of urine from the urethra, no urine output, fever, chills, or body aches, foul and/or cloudy urine, pain, swelling, redness, or bleeding around stoma.
In event when catheter becomes dislodged or need replacement, it is important to insert a new catheter immediately due to possible stoma closure.
Teach the patient how to replace the catheter and ask for return demonstration Moore and Franklin, 2016, pp. 243-235).
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Overall, well done. Please complete the answer for the QI project.
June, 2019

1. 

June 2019

2. 


