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 R.B. Turnbull, Jr., M.D. School of WOC Nursing

Daily Journal Entry with Plan of Care & Chart Note

Student Name: Kristen Kangas							Day/Date: 10/25/2023 

Directions: WOC nurses function as consultants and develop plans of care for other care givers as a guide to providing care in the WOC nurse’s absence.  For this assignment, select one patient each clinical day and complete plan of care and chart note.. This assignment should be WOC focused, and approached as both patient documentation and critical thinking development. Using a holistic WOC nursing approach combined with critical thinking strategies, complete each section of the document. Give careful consideration to how the patient was assessed, the problems, and the rationale behind the plan of care, and provide thorough documentation on the patient encounter. Once you have completed the form, save the document by clinical date and preceptor, and submit to your Practicum Course dropbox for instructor review & feedback. Journals should be submitted to your dropbox by no later than 48 hours following the clinical experience day.

	Today’s WOC specific assessment
	PMH: 22 year old female with unknown medical history who presented to ED after being found lying on the couch unresponsive for 24 hours by her roommate. Paramedics arrived. Roommate reported frequent drug use with recent known use of meth. Patient was given Narcan 2mg en route to ED. In the ED, patient was only responsive to painful stimuli with sonorous breathing. Code stroke was activated, and patient was intubated for impending airway compromise. Labs significant for K 2.4, bicarb 19, lactate 2.9, myoglobin 113, UDS opiates positive (given fentanyl in ED), ammonia 226, and biliruben 2.9. CT and MRI head negative for stroke. Altered mental status likely due to hepatic encephalopathy and patient started on lactulose and rifaximin.
 
Surgical history:
No surgical history on file, patient confused and unable to give accurate history at this time due to confusion
 
Medications:
Sodium bicarbonate 650mg PO two times a day after meals
Rifaximin 550mg PO two times a day
Lactulose 20g/30mL PO every 6 hours
 




Write a chart note for the medical record for this patient encounter.  Be sure to include specific products that were used/recommended for use:
	
WOC Nurse Referral to reinsert internal fecal management system
 
Pt is 22 y/o female with unknown medical history who presented to ED after being found lying on the couch unresponsive for 24 hours. Given Narcan 2mg en route to ED. Responsive only to painful stimuli with sonorous breathing. Intubated for impending airway compromise.  Extubated at this time. Braden Score 16 per nursing.  On First Step Mattress, Alb 2.3, BMI 27.1  FMS noted to have been utilized for 15 days. Nurses notes indicate system noted  to be out when pt turned. Pt resting in bed. Calm and cooperative. Alert to name. Altered mental status believed to be related to hepatic encephalopathy.  Follows commands. Explained plan to pt. Pt turned onto left side and placed in knee chest position. Noted to be soiled with liquid stool brown/yellow. Nursing staff indicates pt continuously oozing stool. Cleansed perianal area with periwipes. Perianal area without redness or skin breakdown noted. Few external hemorrhoids noted surrounding anus. Gloved, lubricated finger inserted into rectum. Pt asked to clench down on finger. Moderate rectal tone noted and no stool obstruction palpated. FMS reinserted and balloon inflated. Connected to gravity drainage. Bedside RN reports frequently urinates due to medications, sometimes incontinent. Noted to have moist deep red denuded blanchable skin to perineum, upper and inner ¼ of thighs, perineal area. Noted scattered raised papules of perianal area, with satellite lesions. 


 Recommendations:
Continue with internal fecal management system while pt has liquid stools and is unaware of stooling to prevent moisture associated skin breakdown. 
Maximum use of FMS is 29 days.
Monitor for leakage of stool surrounding fecal 
Re-consult WOC RN for excessive leaking
Cleanse red areas gently with no rinse peri-cleanser after each bedpan use or incontinent episode.
Apply Critic Aid Clear AF skin barrier (AF-2% miconazole nitrate) to red area.
Do not use briefs unless ambulating
Keep bed linens to one bed sheet, one open draw sheet and one absorbent pad under patient
Use mechanical lift when moving patient up in bed
Roll patient to place or remove bedpan 






	WOC specific medical & nursing diagnosis
	WOC Directive Plan of Care 
(Base this on the above data. Include specific products)
	Rationale (Explain why an intervention was chosen; purpose)



	
NANDA diagnosis do not have to be utilized. Alternative examples  to identify the problems/conditions:



Fecal Incontinence
















































































Blanchable skin MASD (moist deep red denuded blanchable skin to perineum, upper and inner ¼ of thighs, perineal area)





























Soiled with liquid stool brown/yellow.  Nursing staff indicates pt continuously oozing stool.






Nutritional status 







	






FMS (fecal management system)















Assessing the patient’s eligibility and to rule out contraindications:



















FMS preparation:
-Obtain device kit, gloves, and lubricant 
- Each step and insertion of the device should be thoroughly explained to the patient 
-Remove the air in the balloon 
-Fill the syringe with 45 ml of water & connect the syringe to the white inflation port of the catheter 
- Insert a few ConvaTec Diamonds sachets
- At a 90-degree angle the catheter connector should be connected into the bag connector 
-Prior to insertion ensure the rectum is free of solid stool or any in-dwelling device
-The patient should be positioned in a left side- lying position  
-The catheter should be unfolded then grasped, and the balloon should be gently inserted until the balloon is well inside the rectal ampulla.
-The balloon should be inflated with up to 45 ml of fluid 
-The green dome will indicate once the balloon reached the optimal fill level 
-The syringe should be removed from the inflation port
-if expulsion of the devise occurs the balloon should be fully deflated, the balloon end of the catheter should be rinsed and reinserted 
-a rectal exam should be conducted prior to re-insertion to verify that no stool is present 
-If expulsion continues for more than three episodes discontinuation of the device should be considered 
-The catheter should be positioned along the patient’s leg avoiding kinks and obstruction. 
-The bag should be hung by the bead strap on the bedside at a position lower than that of the patient






MASD (Incontinence associated skin damage) treatment

Sea-Clens Wound Cleanser
Cleanse the skin with Sea- Clens Wound: Cleanse daily and after every incontinent episode. 






Miconazole – broad spectrum antifungal to address fungal component of incontinence associated dermatitis. 





Remedy Phytoplex Hydraguard Moisturizer MK 
-protection of the skin is the next critical step in a structured skin care regimen 
- apply Remedy Phytoplex Hydraguard Moisturizer MK 












Administer Nutrisource Fiber powder 










-Consult with physician and team how patient will receive nutrition since she is unconscious and cannot eat normally  
-Assess need for nasogastric tube 

	






-The FMS system is designed to divert liquid stool away from the perianal skin and into a collection device 
-This offers quantification of fecal output and protects the perianal skin.
 -Advantages: improved patient dignity, minimization of odor, reduced risk of skin breakdown and discomfort, protection of wounds, more accurate measurement of output and reduced risk of UTIs, 





-When FMS should not be used: have a known sensitivity to any components within the system, clotting disorders, lower colonic or rectal surgery in the last year, rectal or anal injury, severe rectal or anal stricture or stenosis, confirmed rectal or anal tumor, severe hemorrhoids, or fecal impaction. 
-patients with confirmed or suspected rectal mucosa impairment
-those with indwelling rectal or anal devices in place who requires enemas 










-











































- the cleanser for incontinence should be pH balanced and contain surfactants to reduce surface tension/ friction 






-fungus is a typical common component of IAD and should be accounted for while assessing and treating patients with IAD




Remedy Phytoplex Hydraguard Moisturizer MK creates a silicone-rich water-resistant layer over the skin and nourishes the skin.The water-resistant component makes the skin cream useful for the perineal care. In addition, Remedy Hydraguard Phytoplex cream contains natural botanicals that release over time to keep skin nourished.  The moisturizer is hypoallergenic, paraben free, and formulated for fragile skin which reduces the appearance of irritated skin.



-Since this patient has loose stool fiber can help solidify the stool because it absorbs water and adds bulk
-Provides 3 grams of soluble fiber 
which aids in the digestive health and normal bowel functioning 
-can be administered via nasogastric tube 


 
· Nutritional is a vital aspect of bowel function and wound healing



	What are the disadvantages of using this product(s)? What alternatives could be used and why?

(This is your opportunity to share your product knowledge and apply critical thinking)
	FMS

Disadvantages: risk of bleeding, damage to the anal or rectal mucosa, blockage of tubing, and stool leakage around the device, and cannot be used for more than 29 days 

An alternative anal device that could be used for treatment of transient incontinence includes an external fecal collection pouch 


Sea-Clens Wound Cleanser
Disdvantage: does not contain zinc 

An alternative to Sea-Clens Wound Cleanser is soap and water 


Miconazole topical skin cream
Disadvantage: stinging, irritation, pimple-like bumps, and flaking of the treated skin may occur


Alternative: Nystatin powder (antifungal powder)


Remedy Phytoplex Hydraguard Moisturizer MK 
Disadvantages: stinging, redness, or irritation can occur

An Alternative to Remedy Phytoplex Hydraguard Moisturized MK cream is 3M Cavilon No Sting Barrier Film

Nutrisource Fiber powder 
Disadvantages: made from partially hydrolyzed guar gum (PHGG) which can cause side effects including flatulence, diarrhea, and abdominal pain/ cramping

An alternative is to eat fiber such as whole grain breads, cereals, and oats




Develop one learning goal for each clinical day, document that on this form then share your goals with your preceptor. 
	Were you able to meet your learning goals for today? Why or why not?

	I was able to meet my learning goals because I have a better understanding of managing fecal incontinence and using a FMS system. In addition, I have a better understanding of treating incontinence associated dermatitis. 

Before the FMS system is placed the doctor/ APP should be notified that the patient was having liquid brown/ yellow stool. The reason the patient is having liquid brown/ yellow stool should be identified prior to placing the FMS system.

In addition, since the FMS came out it would be beneficial if the team can identify why, it came out so they can prevent that from happening again.


	What are your learning goals for tomorrow? 

(Share learning goal with preceptor)
	My goals include improving my clinical skillset revolving the nutritional aspects of wound healing. Nutrition is an important part of wound healing and should be a part of a patient’s treatment plan.  This is especially important for a patient like this who is unconscious and not able to get nutrition normally.  Patients like this one reply on their care team to address their nutritional needs since they are unable to at that moment. 



Number of Clinical Hours Today: 

Care Setting: X Hospital	    ___ Ambulatory Care     ___ Home Care   ___ Other: ______________________________________

Number of patients seen today: __    Preceptor: _____________

Reviewed by:  _______________________________________________ Date:  ________________
**References are not generally required for daily journals  
 

(Save the document by clinical date & preceptor last name before submitting to your dropbox each clinical day)

Journals should be submitted to your dropbox by no later than 48 hours following the clinical experience day.
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