Medical and Surgical Nursing 1

Nursing Care management 102

Lecture 6

THE GASTROINTESTINAL SYSTEM: Conditions and Nursing Care

As the site of the body’s digestive processes, the alimentary tract is responsible for supplying essential nutrients to fuel the brain, heart, lungs and the whole body. Critical to the practice of nursing is the sound knowledge of the management of GIT disorders as these are commonly encountered in the clinical settings. 

The handout will tackle the review of the normal anatomy and physiology of the GI tract and the accessory organs, and then the nursing process is discussed as a general overview. The details of the physical assessment and responsibilities for the commonly ordered diagnostic test will be presented in the assessment phase. Nursing interventions are discussed in general and followed by the specific disorders of the GIT from the upper to the lower and finally to the accessory structures- liver, gallbladder and the biliary tree.
OVERVIEW OF ANATOMY AND PHYSIOLOGY

The organs of the digestive system are grouped into two major components: the alimentary canal (GI tract), consisting of the mouth, esophagus, stomach, and small and large intestine; and the accessory digestive organs, including the liver, pancreas, gallbladder, and ductal system. The primary functions of this system are movement of food, digestion or breaking down of food into simple molecules, absorption, elimination of waste products of digestion, and provision of a continuous supply of nutrients, electrolytes, and water.

Mouth

· Consists of the lips and oral cavity: provides entrance and initial processing for nutrients and sensory data, such as taste, texture, and temperature.

· Oral cavity contains the teeth, used for mastication, and the tongue, which assists in deglutition, taste sensation, and mastication.

· The salivary glands, located in the mouth, produce secretions containing ptyalin or salivary amylase for starch digestion and also mucus secretion for lubrication. 

· The pharynx aids in swallowing and functions in ingestion by providing a route for food to pass from the mouth to the esophagus  

· Digestion starts in the oral cavity, where chewing, salivation and swallowing all take place. When the person swallows food, the upper esophageal sphincter relaxes allowing food to enter the esophagus.
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Esophagus

· This is the muscular tube that receives food from the pharynx and propels it into the stomach by peristalsis
· In the esophagus, peristaltic waves activated by the glossopharyngeal nerve propel food down to the stomach. As food moves toward through the esophagus, the mucus cells secrete mucus to lubricate the bolus and protects the mucosal lining composed of squamos epithelium. 
Stomach

· J- Shaped dilated portion of the GIT, located on the left side of the abdominal cavity, occupying the hypochondriac, epigastric, and umbilical regions.
· Stores and mixes food with gastric juices and mucus, producing chemical and mechanical changes in the bolus of food.

1. The secretion of digestive juices is stimulated by smelling, tasting, and chewing food, which is known as the cephalic phase of digestion.

2. The gastric phase is stimulated by the presence of food in the stomach when the wall of the stomach is distended; regulated by neural stimulation via the PNS and hormonal stimulation through secretions of gastrin by the gastric mucosa. The mucosa of the antrum releases gastrin into the blood stream where it goes and binds to the receptors in the stomach wall causing increased motility and increased secretions of gastric juices. The acidity of the juice can be as low as 1.5 to 2.0 pH.
3. After processing in the stomach, the food bolus, called chyme, is released into the small intestine through the duodenum for further digestion. This starts the intestinal phase of digestion.
· Two sphincters control the rate of food passage

1. Cardiac sphincter: located at the opening between the esophagus and stomach

2. Pyloric sphincter: located between the stomach and duodenum

· Three anatomic divisions: fundus, body, and antrum/pylorus

· The three major motor functions (mechanical digestion) are storing food, mixing food through churning activity, and propelling food slowly into the duodenum. 
· Gastric secretions and the cells that secrete them are:
1. Pepsinogen: secreted by chief cells, located in fundus, aids in protein digestion

2. Hydrochloric acid: secreted by parietal cells, functions in protein digestion by activating the pepsinogen to the active pepsin , released in response to gastrin

3. Intrinsic factor: secreted by parietal cells promotes absorption of vitamin B 12
4. Mucous secretions: secreted by mucus neck cells- coats stomach wall and prevents autodigestion

5. Serotonin: argentaffin cells

Small Intestine

· Composed of the duodenum, jejunum, and ileum
· Extends from the pylorus to the ileocecal valve, which regulates flow into the large intestine and prevents reflux into the small intestine.

· Major functions of the small intestine are digestion and absorption of the end products of digestion.

· Structural features: 
1. Villi (functional units of the small intestine): finger-like projections located in the mucous membrane; contain goblet cells that secrete mucus and absorptive cells that absorb digested foodstuffs.

2. Crypts of Lieberkuhn: produce secretions containing digestive enzymes.

3. Brunner’s glands: found in the submucosa of the duodenum, secrete mucus.

Large Intestine

· Divided into four parts: cecum (with appendix), colon (ascending, transverse, descending, sigmoid), rectum, and anus.

· Serves as a reservoir for fecal material until defecation occurs; functions to absorb water and electrolytes.
· By the time the food bolus goes out of the small intestine, it is made up of indigestible materials. The waste products move though the entire colon and stay for a while in the rectal vault until defecation is possible. 
· Microorganisms present in the large intestine are responsible for a small amount of further breakdown and also make some vitamins.

1. Amino acids are de-aminated by bacteria, resulting in ammonia, which is converted to urea in the liver.

2. Bacteria in the large intestine aid in the synthesis of vitamin K and some of the vitamin B groups.

· Although the large intestine DOES NOT produce hormone or digestive enzymes, it continues the absorption of the fluid and electrolytes. 
· Feces (solid waste) leave the body via the rectum and anus.

1. Anus contains internal sphincter (under involuntary control) and external sphincter (voluntary control)

2. Fecal matter usually 75% water and 25% solid wastes (roughage, dead bacteria, fat, protein, inorganic matter)

· In the lower colon, long and relatively slow contractions can cause propulsive waves known as mass movements occur. These are called “mass/bulk movement”. Defecation occurs when the nerve fibers are stimulated by the rectum wall stretching. 
Liver

· Largest internal organ; located in the right hypochondriac and epigastric regions of the abdomen

· Liver lobule: functional units of the liver, composed of hepatic cells
· Hepatic sinusoids (capillaries) are lined with Von Kupffer cells (which carry out the process of phagocytosis).

· Portal circulation brings blood to the liver from the stomach, spleen, pancreas, and intestines.

· The bile that the liver produces is composed of cholesterol, bile salts, electrolytes and phospholipids. The bile is very important in fat emulsification and breakdown of triglycerides into fatty acids and glycerol. When bile salts are absent, lipids and lipid-soluble vitamins (ADEK) are not absorbed fully, hence there can be lipid and vitamin malabsorption. The liver recycles about 80% of bile salts into bile that combines with the RBC derived pigments- biliverdin (formed by destruction of RBC and often component of bile stones) and bilirubin (bile pigments). 
· Functions:

· Metabolism of fats, carbohydrates, and proteins; oxidizes these nutrients for energy and produces compounds that can be stored.

· Production of bile

· Conjugation and excretion (in the form of glycogen, fatty acids, minerals, fat-soluble and water-soluble vitamins) of bilirubin.

· Storage of vitamins A, D, B and iron

· Synthesis of coagulation factors

· Detoxification of many drugs and conjugation of sex hormones

Biliary System

Consists of the gallbladder and associated ductal system (bile ducts):  

The Gallbladder
· A 3 to 4 inch-size, long, pear shaped organ that lies on the undersurface of the liver

· Functions to concentrate and store bile. The storage capacity is about 30—50 ml
· Secretions form the small intestine- cholecystokinin causes gall bladder contraction and relaxation of the sphincter of Oddi, the sphincter that guards the entrance of the bile ducts into the duodenum. 
Ductal system

· Provides a route for bile to reach the intestines.

1. Bile is formed in the liver and excreted into the hepatic duct (right and left becoming the main hepatic duct as they join together).

2. Hepatic duct joins with the cystic duct (which drains the gallbladder) to form the common bile duct. The common bile duct joins the pancreatic duct just before it enters the duodenum. 
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3. If sphincter of Oddi is relaxed, bile enters the duodenum. If contracted, bile is stored in gallbladder.

Pancreas
· Positioned transversely in the upper abdominal cavity.
· Consists of a head, body, and tail along with a pancreatic duct, which extends along the gland and enters the duodenum via the common bile duct.

· Has both exocrine and endocrine functions; function of GI system is exocrine.

1. Exocrine cells in the pancreas secrete trypsinogen (becoming trypsin) and chymotrypsinogen (becoming chymotrypsin) for protein digestion, pancreatic amylase to break down starch to disaccharides, and pancreatic lipase for fat digestion.

2. Endocrine function is related to islets of Langerhans. The beta cells secrete INSULIN while the alpha cells secrete GLUCAGON. 
3. The delta cells secrete somatostatin that inhibits the secretions of insulin and glucagon.

Summary of the Physiology of Digestion and Absorption

Digestion: physical/mechanical and chemical breakdown of food into absorptive substances

1. Initiated in the mouth where food mixes with saliva and starch is broken down

2. Food then passes into the esophagus where, it is propelled into the stomach.

3. In the stomach, food is processed by gastric secretions into a substance called chyme.

4. In the small intestine, carbohydrates are hydrolyzed to monosaccharide, fats to 2-glycerol and fatty acids; and proteins to amino acids to complete the digestive process.

a. When chyme enters the duodenum, mucus is secreted to neutralize hydrochloric acid; in response to release of secretin, pancreas releases bicarbonate to neutralize acid chyme.

b. Cholecystokinin and pancreozymin (CCK-PZ) are also produced by the duodenal mucosa; stimulate contraction of the gallbladder along with relaxation of the sphincter of Oddi (to allow bile to flow from the common bile duct into the duodenum), and stimulate release of pancreatic enzymes.

Absorption is possible because of the capacity of the intestinal cells to absorb simple nutrient molecules (monosaccharides, amino acids and fatty acids). The villi increase the surface area for absorption, most specially in the small intestine. 

NURSING PROCESS AND THE GASTROINTESTINAL SYSTEM
NURSING ASSESMENT


The GI system signs and symptoms can have numerous causes that to help sort out significant manifestations, nurse must be able to gather complete or thorough patient history. 
The nurse needs to do further physical examination of the abdomen, using the suggested manner or sequence of INSPECTION, then AUSCULTATION, then PERCUSSION and lastly PALPATION. 
Health History

· Presenting problem

1. Mouth: symptoms may include dental caries, bleeding gums, dryness or increased salivation, odors, difficulty chewing  

2. Ingestion: symptoms may include 

a. Changes in appetite: anorexia or hyperorexia; note food preferences/dislikes.

b. Food intolerances: allergies, fluid, fatty foods.

c. Weight gain/loss: note symptoms/situations that might interfere with appetite (stress,

deliberate weight reduction, dental problems); note average weight and percent gain/loss within past 2—9 months.

d. Dysphagia: note level of sensation where problem occurs, whether it occurs with foods/fluids.

e. Nausea: note onset and duration, existence of associated symptoms (weakness,


headache, vomiting), occurrence before or after meals.

f. Vomiting: note onset and duration; foods/ fluids that can be maintained; associated symptoms (fever, diarrhea).

g. Regurgitation (reflux): note whether occurs with ingestion of certain foods, any associated symptoms (vomiting), and occurrence with certain positions (supine, recumbent).

3. Digestion/absorption: symptoms may include

a. Dyspepsia (indigestion): note location of discomfort, whether associated with certain foods, time of day/night of occurrence, associated symptoms (vomiting).

b. Heartburn (pyrosis): note location, whether pain radiates, whether it occurs before or after meals, time of day when discomfort is most noticeable, foods that aggravate or eliminate symptoms.

c. Pain: character, frequency, location, duration, distribution, aggravating or alleviating factors.

4. Bowel habits: symptoms may include

a. Constipation: note number of stools/day or week, changes in size or color of stool, alterations in food/fluid intake, presence of tenesmus, painful defecation, associated symptoms (abdominal pain, cramps)

b. Diarrhea: note number of stools/day, consistency, quantity, odor, interference with ADL, associated symptoms (nausea, vomiting, flatus, abdominal distension)

5. Hepatic/biliary problems: symptoms may include

a. Jaundice: note location, duration, notable increase/decrease in degree.

b. Pruritus: note location, distribution, onset.

c. Urine changes: note color, onset, notable increase or decrease in color change,

associated symptoms (pain).

d. Clay-colored stools: note onset, number/day, associated symptoms (pain, problems with ingestion/digestion).

e. Increased bleeding: note ecchymoses, purpura, bleeding gums, hematuria.

B. Life-style: eating behaviors (rapid ingestion, skipping meals, snacking), cultural/religious values (vegetarian, kosher foods), ingestion of alcohol, smoking.

C. Use of medications: note use of antacids, antiemetics, antiflatulents, vitamin supplements; aspirin and anti- inflammatory agents

D. Past medical history: childhood, adult, psychiatric illness; surgery; bleeding disorders; menstrual history; exposure to infectious agents; allergies.

Physical Examination

Physical examination of the GI system usually includes the mouth, abdomen, liver and rectum.

A. Mouth: inspect/palpate

1. Outer/inner lips: color, texture, moisture

2. Buccal mucosa: color, texture, lesions, ulcerations

3. Teeth/gums: missing teeth, cavities, tenderness, swelling

4. Tongue: protrusion without deviation, texture, color, moisture

5. Palates (hard and soft): color

B. Abdomen: divided into regions and quadrants. The nurse must note specific location of any abnormality.

1. Inspect skin: color, scars, striae, pigmentation, lesions, vascularity.

2. Inspect architecture: contour, symmetry, distension, umbilicus.

3. Inspect movement: peristalsis, pulsations.

4. Auscultate peristaltic sounds.

a. Normal: bubbling, gurgling, 5—30 times per minute

b. Increased: may indicate diarrhea, gastroenteritis, early intestinal obstruction

c. Decreased: may indicate constipation, late intestinal obstruction, use of anticholinergics, post-op anesthesia

5. Auscultate arterial sounds: note presence or absence of bruits in aorta/renal arteries.

6. Percuss:  determine distribution of tympany and dullness

a. Liver span: normal 6—12 cm dullness at the midclavicular line; determine shifting dullness (ascites)

b. Stomach: normal tympany

c. Spleen: normal tympany, dullness only if enlarged

d. Small/large intestine: normal tympany

e. Bladder: normal tympany, dullness if full

7. Palpate to depth of 1 cm (light palpation) to determine areas of tenderness, muscle guarding, and masses

8. Palpate to a depth of 4—8 cm (deep palpation) to identify rigidity, masses, ascites, tenderness, liver margins, spleen
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Laboratory/Diagnostic Tests for the assessment of the GI System

 There are numerous tests that provide information that will help nurses direct care to the patients with GI problems. Nurses need to know why the diagnostic tests are requested, what the results may mean and what nursing responsibilities are required to carry out before, during and after the procedure. 
Blood chemistry and electrolyte analysis:
· Albumin, alkaline phosphatase, ammonia, amylase, bilirubin, chloride, LDH, lipase, potassium, SGOT or AST, serum glutamate-pyruvate transaminase (SGPT), sodium, bromsulphalein (BSP) test
1. Nursing care for BSP test

a. Instruct client to fast for 8—12 hours before the test and provide no food during the course of the test; client may drink water, tea, or black coffee.

b. Record weight prior to test.

c. Inform client that a dye will be injected into the arm slowly and 45 minutes later a blood sample will be drawn from opposite arm.

d. Observe client closely for an allergic reaction to the dye.

e. Eating and drinking can be resumed after blood sample is drawn.

Hematologic studies:
· Hgb and Hct, PT, WBC

Serologic studies:
· carcinoémbryonic antigen (CEA), hepatitis-associated antigens
· Fasting of 10 hours is required the night before exam. 

 Urine studies: 
· amylase,  and bilirubin and urobilinogen
· Collect freshly voided urine in a clean container. Send the sample immediately tot eh laboratory.
Fecal studies: for blood, fat, infectious organisms

1. A freshly passed, warm stool is the best specimen. It appears brown and formed but soft. Most stools contain fat about 10-20%. A higher content can be abnormal. 
2. For fat or infectious organisms collect three separate specimens and label day #1, day #2, day #3.

3. Collect the stool specimen in a clean and dry container. Send the specimen immediately to the lab. 

4. If the stool is tested for occult blood, instruct the patient to AVOID eating RED meat, poultry, turnips and horseradish. 
Upper GI series (barium swallow)
· Fluoroscopic examination of upper GI tract to determine structural problems and gastric emptying time; client must swallow barium sulfate or other contrast medium; sequential films taken as it moves through the system. This allows examination of the pharynx, esophagus and stomach to detect ulcers, strictures and tumors. 
· Nursing care: pretest
· Stop medications for up to 24 hours prior to test

· Keep NPO after midnight or 6—8 hours pretest. Explain that food or fluid will obscure the details of the structures being studied.
· Explain that the barium will taste chalky
· Remind patient that it may take up to 4 hours for an upper GI series to complete
· Describe the consistency and color of the barium to the patient.

· Nursing care: posttest: 
· administer laxatives to enhance elimination of barium and prevent obstruction or impaction

· Remind the patient that the stool will have light color for 24 to 7 hours after the test. 
· Monitor for signs of complication and potential bowel obstruction

Lower Gl series (barium enema)
· Barium is instilled into the colon by enema; client retains the contrast medium while x-rays are taken to identify structural abnormalities of the large intestine or colon.
· This test is used most commonly to evaluate suspected lower intestinal disorders like tumors, inflammatory disorders, polyps and etc. 

· Nursing care: pretest
· Low residue diet for three days. Keep NPO for 8 hours pretest.
· Give up to three cleansing enemas until clear the morning of test.
· Administer laxative or suppository the afternoon BEFORE the test
· Explain that cramping may be experienced during the procedure. Patient is placed on his LEFT SIDE as the tube is inserted.
· Tell the patient to keep his anal sphincter tightly contracted against the tube to hold it in position and help prevent leakage
· Stress the importance of retaining the barium during the examination

· Nursing care: posttest: 
· Administer laxatives and fluids to assist in expelling barium. 
· Remind that lightening of the stool can happen up to 72 hours. 
Upper GI Endoscopy (Esophagogastroduodenoscopy)

· Direct visualization of the esophagus, stomach, and duodenum by insertion of a lighted fiberscope

· Used to observe structures, ulcerations, inflammation, tumors; may include a biopsy

· Nursing care: pretest

a. Keep NPO for 6—8 hours before the test
b. Ensure consent form has been signed.

c. Explain that a local anesthetic will be used to ease discomfort and that speaking during the procedure will not be possible; the client should expect hoarseness and a sore throat for several days. Sedatives will be given to help patient relax. Remove dentures from the mouth!!!
· Nursing care: posttest

a. Keep NPO until return of gag reflex.

b. Assess vital signs and for pain, dysphagia, bleeding (tachycardia, hypotension)
c. Administer warm normal saline gargles for relief of sore throat.
Colonoscopy

· Endoscopic visualization of the large intestine: may include biopsy and removal of foreign substances.

· This test aids diagnosis of inflammatory and ulcerative bowel diseases, pinpoints lower GI bleeding sources, detects lower GI abnormalities such as tumors, polyps, hemorrhoids  and abscesses

· Nursing care: pretest

1. Clear liquid diet for 2 days before the test

2. Keep NPO for 8 hours pretest.

3. Administer laxatives for 1—3 days before the exam and cleansing enemas until clear returns the night before the test.

4. Ensure a consent form has been signed.

5. Explain to client that when the instrument is inserted into the rectum a feeling of pressure and urge to move his bowel might be experienced. Instruct to do deep breathing through the mouth to ease the discomfort. This test takes about 30 minutes.
· Nursing care: posttest

1. Client can eat after recover from sedatives usually after 1 hour 
2. Observe for rectal bleeding and signs of perforation.
3. Schedule planned rest periods for the client.

Sigmoidoscopy

· Endoscopic visualization of the sigmoid colon

· Used to identify inflammation or lesions, or remove foreign bodies.

· Nursing care: pretest

a. Offer a light supper and light breakfast.

b. Do bowel preparation.

c. Explain to client that the sensation of an urge to defecate or abdominal cramping might be experienced.
· Nursing care: post-test: assess for signs of bowel perforation.
Gastric analysis
· Insertion of a nasogastric tube to examine fasting gastric contents for acidity and volume

· Nursing care: pretest

· Keep NPO 6—8 hours pretest.

· Advise client about no smoking, anticholinergic medications, antacids for 24 hours prior to test.

· Inform client that tube will be inserted into the stomach via the nose, and instruct to expectorate saliva to prevent buffering of secretions.

· Nursing care: posttest
· Provide frequent mouth care.

Oral cholecystogram
· Injection of a radiopaque dye and x-ray examination to visualize the gallbladder
· Used to determine the gallbladder’s ability to concentrate and store the dye and to assess patency of the biliary duct system
· Nursing care: pretest

· Offer a low-fat/Fat-free meal the evening before the test and water the morning of the exam.

· Check for iodine sensitivity and administer dye tablets (Telepaque) as ordered.
· Cleansing enema before the test

· Swallow six tablets, one at a time, at 5-minutes interval

· Nursing care: posttest: 
· Observe for side effects of the dye (nausea, vomiting, and diarrhea).

Percutaneous Liver biopsy (closed needle)

· Invasive procedure where a specially designed needle is inserted into the liver to remove a small piece of tissue for study. This is usually done under a local anesthesia.
· This biopsy can detect hepatic disorders after ultrasound, MRI and Ct have failed. Clotting profile MUST be ascertained first (PT, aPTT)
2. Nursing care: pretest

a. Ensure client has signed consent form.

b. Keep NPO 6—8 hours pretest.

c. Instruct client to hold breath during the biopsy. The procedure may only take 15 minutes. 
3. Nursing care: posttest

a. Assess vital signs every hour for 8—12 hours.

b. Place client on right side for a few hours with a pillow against the abdomen to provide pressure on the liver. Maintain Bed rest for 24 hours
c. Observe puncture site for hemorrhage.

d. Assess for complications of shock and pneumothorax, and infections like peritonitis.
LABORATORY AND DIAGNOSTIC TESTS FOR LIVER FUNCTION

Test of Protein Metabolism

1. Total serum protein

a. hepatocellular damage can decrease the albumin level in the blood

b. immunoglobulins

· Increased IgA, IgG -   in liver cirrhosis

· Increased IgG -   chronic active hepatitis biliary cirrhosis

· Increased IgM -       hepatitis A

c. BUN

· Increased in severe hepatocellular diseas ( obstruction of portal venous flow

d. Prothrombin time; PTT, APTT

· These values will Increase hepatocellular damage because of low production

e. Blood ammonia levels

· Increased in severe hepatocellular damage

· NV : 75 ug / dl

Test of Bilirubin Metabolism

A. Total serum bilirubin

· Increased in hepatocellular damage

· NV: 0.1 – 1 mg/dl.; 1.5 mg/dl and above result to jaundice

B. Conjugated / Direct Bilirubin

· Increased in biliary obstruction. This type of bilirubin is Water-soluble. Urine discoloration is EXPECTED

C. unconjugated / Indirect Bilirubin

· Increased due to hemolysis of rbc. This type of bilirubin is fat-soluble. 

D. urine Bilirubin (foam test)

· Increased conjugated bilirubin in urine – hepatocellular / obstructive biliary disease

· (unconjugated bilirubin in not excreted in urine because it is not water soluble). Urine color does NOT change 

E. Urine Urobilinogen

· Increases in obstructive biliary disease,  and hepatocellular damage

F. Fecal Urobilinogen (Stercobilin)

· Increases in Hemolysis of rbc

· Absence : obstructive biliary disease

Test for Liver Serum Enzymes :   increased in  hepatocellular damage

A. AST / SGOT

B. ALT / SGPT

· Most specific indicator of liver function

C. LDH

D. Alkaline Phosphatase

· Slight to moderate elevation

· Hepatocellular disease

· Severe elevation

· Obstructive biliary disease

Ultrasound of the Liver

· Preparation

· NPO – 8 – 12 hrs.

· Laxative the night before the procedure

· Adequate hydration

DIAGNOSTIC TESTS FOR GALLBLADDER FUNCTION

1. Ultrasound of the GB
2. Cholecystography

· A Radiographic examination of the gallbladder after the administration of contrast medium
· Two types of cholecystography

A. Oral cholecystography (Gall bladder SERIES)

· X-ray visualization is done 10 hours after aministration of contrast medium

       B.  Intravenous Cholecystography 

· X-ray visualization is done 10 mins. after administration of contrast medium

             Preparation for Oral Cholecystogram

· Fat free dinner

· NPO for 2 hours

· Contrast Medium Per Orem

· e.g. Telepaque (Iopanoic Acid), Priodax (Iodoalphionic Acid), Oragrafin, Biloptin

· Take one tablet every 5 minutes

· Consume 1 glass of water only for the entire number of tablets (single dose: 6 tables; double dose: 12 tablets).

· NPO for 10 hours

· In AM, initial X-ray is taken

· High – fat meal is given to stimulate emptying of the gallbladder

· Series of x – rays are taken

· Poor visualization of the gallbladder indicates obstruction

3. Cholangiography

X –ray visualization of the bile ducts following administration of contrast medium. Poor X – ray visualization indicates biliary obstruction.

Preparation

· Assess for iodine allergies
· Drink ample amount of fluids after administration of the dye to prevent renal damage
· IVF administration if the client is unable to take adequate fluids p.o

Post-procedure Care
· Assess for delayed hypersensitivity reactions: dyspnea, tachycardia, diaphoresis, nausea and vomiting chills.
· Burning sensation on voiding is felt due to excretion of the dye

Common Nursing Interventions specific for the GI system
Enemas
· Instillation of fluid into the rectum, usually for the purpose of stimulating defecation. The various types include
a. cleansing enema (tap water, normal saline, or soap): used to treat constipation or feces impaction, as bowel cleansing prior to diagnostic procedures or surgery, to help establish regular bowel functions.

b. retention enema (mineral oil, olive oil, cottonseed oil): usually administered to lubricate or soften a hard fecal mass to facilitate defecation.
· Nursing care for a cleansing enema
1. Explain procedure and that breathing through the mouth relaxes abdominal musculature and helps to avoid cramps; explain the need to take adequate time to defecate.

2. Assemble equipment: prepare solution and have bedpan, commode, or nearby bathroom ready for use.

3. Position client and drape adequately.

4. Place waterproof pad under buttocks.

5. Lubricate tube and allow solution to fill the tubing, displacing air.

6. Insert rectal tube, without using force; request that client take several deep breaths.

7. Administer solution over 5—10 minutes; if cramping occurs slow the speed of instillation.

8. After administration, have the client retain solution until the urge to defecate becomes strong.

9. Document amount, color, characteristics of stool, and client’s reaction during procedure.

10. Assess for dizziness, light-headedness, abdominal cramps, nausea. 

11. Monitor electrolyte levels if client is to receive repeated enemas.
· Nursing care for a retention enema: same as for a cleansing enema except

1. Oil is used instead of water (comes prepared in commercial kits and is given at body temperature).

2. Administer 150—200 cc of prepared solution.

3. Instruct client to retain oil for at least 30 minutes in order for it to take effect.

Gastrostomy
· Insertion of a catheter through an abdominal incision into the stomach where it is secured with sutures.
· Used as an alternative method of feeding, either temporary or permanent, for clients who have problems with swallowing, ingestion, and digestion.
·  Nursing care
1. Maintain skin integrity: inspect and cleanse skin around stoma frequently; keep deep area dry to avoid excoriation.

2. Maintain patency of the gastrostomy tube.

a. Assess for residual before each feeding (check orders concerning withholding feeding).

b. Irrigate tube before and after meals.

c. Measure/record any drainage.

3. Promote adequate nutrition.

a. Administer feeding with client in high Fowler’s and keep head of bed elevated for 30 minutes after meals to prevent regurgitation.

b. Maintain feeding at room temperature.

c. Ensure that prescribed amount of feeding be given within prescribed amount of time.

d. Weigh client daily.

e. Monitor l & O until feedings are well tolerated.

f. Monitor for s ]igns of dehydration.

Nasogastric (NG) Tubes
1. Soft rubber or plastic tube inserted through a nostril and into the stomach for gastric decompression feeding, or obtaining specimens for analysis of stomach contents

2. Types

a. Levin: single-lumen, non-vented

b. Salem: a tube within a tube; vented to provide constant inflow of atmospheric air

· Nursing care

1. Insertion of the tube

a. Explain the purpose of the tube and the procedure for insertion.

b. Measure the tube: distance on the tube from the tip of the nose to the ear lobe plus the distance from the ear lobe to the tip of the xiphoid.

c. Place patient in Fowler’s. Instruct client to bend head forward if possible during insertion and slightly flex the neck as the NG tube is advanced into the stomach.
2. Monitor functioning of system and ensure patency of the NG tube: abdominal discomfort or distension, nausea and vomiting, and little or no drainage in collection bottle are all signs that system is not functioning properly:

a. Assess tube position: there are two BEST methods- first is x-ray procedure to check or the placement and second is to aspirate gastric contents to confirm that tube is in stomach; and the third reliable method is to inject 10 cc air through tube and auscultate for rapid influx/ gurgling sound in the epigastrium
b. Check that tubing is free of kinks; irrigate as per physician order.

c. Record amount, color, and odor of drainage.

3. Provide measures to ensure maximal comfort.

a. Apply water-soluble lubricant to lips to prevent dryness.

b. Keep nares free from secretions.

c. Provide periodic warm saline gargles to prevent dryness.

d. Provide frequent mouth care with toothbrush, toothpaste or flavored mouthwashes.

e. If allowed, give client hard candy or gum to stimulate the flow of saliva and prevent dryness.

f. Elevate head and chest during and for 1—2 hours after feedings to prevent reflux (most comfortable position when suction is used).

4. Monitor/maintain fluid and electrolyte balance.

a. Assess for signs of metabolic alkalosis (suctioning causes excessive loss of hydrochloric acid and potassium).

b. Administer IV fluids as ordered.

c. If suction used, irrigate NG tube with normal saline to decrease sodium loss.

d. Keep accurate I&O.

e. If suction used provide ice chips sparingly (if allowed) to avoid dilution of electrolytes.

f. Monitor lab values and electrolytes frequently.

Intestinal Tubes

1. Tube is inserted via a nostril through the stomach and into the intestine for decompression proximal to an obstruction, relief of an obstruction, decompression of post-op edema at the surgical site.

2. Types

a. Cantor tube: single lumen

b. Harris tube: single lumen

c. Miller-Abbott: double lumen

  Nursing care

1. Facilitate placement of the tube.

a. Position client in high-Fowler’s while tube is being passed from the nose to the stomach; then place client on right side to aid in advancing the tube from the stomach to duodenum;

b. Continuously monitor tube markings.

c. Tape tube in place only after placement in duodenum is confirmed.

2. Provide measures for maximal comfort, as for NG tube.
The GIT DISORDERS
CONDITIONS OF THE UPPER GI TRACT

HIATAL HERNIA

· Protrusion of the esophagus into the diaphragm thru an opening

· Two types- Sliding hiatal hernia ( most common) and Axial hiatal hernia

ASSESSMENT Findings in Hiatal hernia

· 1. heartburn

· 2. Regurgitation

· 3. Dysphagia

· 4. 50%- without symptoms

DIAGNOSTIC TEST

· Barium swallow and fluoroscopy

NURSING INTERVENTIONS

· 1. Provide small frequent feedings

· 2. AVOID reclining for 1 hour after eating

· 3. Elevate the head of the bed on 8-inch block

· 4. provide pre-op and post-op care

Sliding Hiatal Hernia

· Protrusion of the esophagogastric junction into the thoracic cavity and back into the abdominal cavity in relation to position changes.

· Causes:

· Muscle weakness in the esophageal hiatus:

· Aging process

· Congenital muscle weakness

· Obesity

· Trauma

· Surgery

· Prolonged increases in intra-abdominal pressure

Paraesophageal / Rolling Hernias

· The gastric junction remains below the diaphragm, but the fundus of the stomach and the greater curvature rolls into the thorax next to the esophagus

· Cause: anatomic defect

Assessment in Hiatal Hernias

· Heartburn due to gastroesophageal reflux

· Dysphagia / odynophagia

· Dyspnea

· Abdominal pain

· Nausea and vomiting

· Gastric distention, belching, flatulence

COLLABORATIVE MANAGEMENT

· Medications

· Antacids

· Antiemetics

· Histamine Receptor Antagonists

· Gastric Acid Secretion Inhibitors

AVOID: These drugs lower the LES (lower esophageal sphincter) pressure:
· Antcholinergics

· Xanthine derivatives

· Ca – channel blockers

· Diazepam

· Nursing Interventions

· Relieve pain

· Modify diet

· High CHON diet to enhance LES pressure

· Small frequent feedings (4 to 6)

· Eat slowly and chew food properly

· Avoid: Fatty foods, Cola beverages, Coffee, Chocolate, Alcohol= These foods and beverages decrease LES pressure

· Assume upright position before and after eating (1-2 hours.)

· Do not eat at least 3 hours before bedtime to prevent nighttime reflux

· No evening snacks

· Reduce BW if obese

· Promote lifestyle changes

· Elevate head of bed 6 to 12 in. for sleep.

· Avoid factors that increase intra-abdominal pressure.

· Use of constrictive clothing

· Straining

· Heavy lifting

· Bending, stooping

· Coughing

SURGERY

· Nissen Fundoplication (gastric wrap-around)

· Preop Care

· Teach on DBCT exercise, incentive spirometry to prevent postop respiratory complications.

· Inform on possible post-op contraptions:

· Chest tube

· NGT

· Postop Care

· Facilitate airway clearance

· Semi – Fowler’s position

· Reinforce DBCT exercises, incentive spirometry, chest physiotherapy.

· Facilitate swallowing

· A large NGT is inserted to prevent the fundoplication from being made too tightly.

· Drainage from NG tube returns to yellowish green within first 8 to 12 hours pos-top.

· Oral fluids after peristalsis returns; near normal diet within 6 weeks.

· Small, frequent meals

· Maintain upright position

· Avoid gas forming foods

· Frequent position changes and early ambulation to clear air from the GI tract

· Report for persistent dysphagia and gas pain.

Esophageal Varices

· Dilation and tortuosity of the submucosal veins in the distal esophagus 

· ETIOLOGY: commonly caused by PORTAL hypertension secondary to liver cirrhosis

· This is an Emergency condition!

ASSESSMENT findings for EV

· 1. Hematemesis

· 2. Melena

· 3. Ascites

· 4. jaundice

· 5. hepatomegaly/splenomegaly

· 6. Signs of Shock- tachycardia, hypotension, tachypnea, cold clammy skin

DIAGNOSTIC PROCEDURE

· Esophagoscopy to locate the bleeding site
NURSING INTERVENTIONS FOR EV

· 1. Monitor VS strictly. Note for signs of shock

· 2. Monitor for LOC

· 3. Maintain NPO

· 4. Monitor blood studies

· 5. Administer O2

· 6. prepare for blood transfusion
· 7. prepare to administer Vasopressin and  Nitroglycerin

· 8. Assist in NGT and Sengstaken-Blakemore tube insertion for balloon tamponade
· Never leave the patient unattended during esophageal balloon tamponade

· Closely monitor the lumen pressure

· Check VS every 30 minutes. Maintain drainage and suction on the suctions ports

· Watch for signs of respiratory distress while the tube is in place. If this will happen, call another nurse to notify the physician and quickly pinch the tube at the patient’s nose and cut it with scissors, remove the tube.

· Deflate the esophageal balloon for a bout 30 minutes every 8-12 hours. 

·  Be alert for esophageal rupture heralded by respiratory distress, shock, and increased bleeding. 
· Provide frequent mouth and nose care.
· 9. Prepare to assist in surgical management:

· Endoscopic sclerotherapy

· Variceal ligation

· Shunt procedures
Gastro-esophageal reflux (GERD)
· Backflow of gastric contents into the esophagus

· Usually due to incompetent lower esophageal sphincter , pyloric stenosis or motility disorder

· Symptoms may mimic ANGINA or MI

ASSESSMENT (for GERD)

· Heartburn

· Dyspepsia

· Regurgitation

· Epigastric pain

· Difficulty swallowing

· Ptyalism

Diagnostic test

· Endoscopy or barium swallow

· Gastric ambulatory pH analysis

· Notes for the pH of the esophagus, usually done for 24 hours

· The pH probe is located 5 inches above the lower esophageal sphincter

· The machine registers the different pH of the refluxed material into the esophagus

NURSING INTERVENTIONS

· 1. Instruct the patient to AVOID stimulus that increases stomach pressure and decreases GES pressure

· 2. Instruct to avoid spices, coffee, tobacco and carbonated drinks

· 3. Instruct to eat LOW-FAT, HIGH-FIBER diet

· 4. Avoid foods and drinks TWO hours before bedtime

· 5. Elevate the head of the bed with an approximately 8-inch block

· 6. Administer prescribed H2-blockers, PPI and prokinetic meds like cisapride and  metochlopromide

· 7. Advise proper weight reduction
Gastritis

· An acute inflammatory condition that causes a breakdown of the normal gastric protective barriers with subsequent diffusion of hydrochloric acid into the gastric lumen
· Results in hemorrhage, ulceration, and adhesions of the gastric mucosa
· One form of gastritis commonly accompanies pernicious anemia

· Present in some form (mild to severe) in 50% of all adults

· Two types: erosive and chronic gastritis.
· 1. Erosive gastritis is usually caused by alcohol, NSAIDs; it is commonly encountered in very sick patients in intensive care unit setting and it is caused by severe physiologic stress.

· 2. Chronic non-erosive gastritis has two subtypes.

· Type A chronic gastritis is associated with autoimmune processes, atrophic gastritis, pernicious anemia, and achlorhydria. It is caused by antibododies that destroy parietal cells and intrinsic factor, which eventually leads to low gastric acid levels and hypergastrinemia (gastrin >1000 pg/mi).

· Type B chronic gastritis is caused by pyloric and, unlike type A, is associated with increased gastric acid secretion. It is the most common cause of chronic gastritis, seen in 8000 of cases, and involves primarily the antrum.

· Etiologic Factors:

1. Chronic ingestion of irritating foods
2. Alcohol, drugs such as NSAIDs, poison
3. Hepatic disorders like portal hypertension

4. Infectious disorders, H. pylori infection
5. GI injury which may be thermal or mechanical

Assessment findings

1. Anorexia, nausea and vomiting, hematemesis, epigastric fullness/discomfort, epigastric tenderness

2. GI bleeding, post-prandial gastric upset

Laboratory 

a. Decreased Hgb and hct (if anemic)
b. Endoscopy: GASTROSCOPY reveals inflammation and ulceration of gastric mucosa
c. Gastric analysis: hydrochloric acid usually increased, except in atrophic gastritis
Medical Management:
1. Eliminate the etiologic cause

2. Antacids can be ordered- Aluminum hydroxide causes constipation, Magnesium hydroxide causes diarrhea.
3. Other drugs- H2- blockers like cimetidine ; and proton-pump inhibitors like omeprazole

Nursing interventions

1. Monitor and maintain fluid and electrolyte balances.

2. Control nausea and vomiting (NPO until able to tolerate foods, then bland diet).

3. Administer medications as ordered: antiemetics, antacids and sedatives.

4. Maintain patency of NG tube.

5. Monitor for signs of bleeding like hematemesis and melena, Monitor for hypotension, tachycardia, restlessness)

5. Provide client teaching and discharge planning concerning avoidance of foods/medications such as coffee, spicy foods, alcohol, salicylates, ibuprofen, steroids.

Peptic Ulcer Disease

· These are circumscribed lesions in the mucosal membranes of the stomach and duodenum
· Commonly referred with respect to the location- if in the stomach, gastric ulcer and if in the duodenum, duodenal ulcer

Etiology and Risk factors


The precise cause is not known, but there are implicated factors that can lead to its development:

1. Decreased mucosal resistance

2. Inadequate mucosal blood flow

3. Defective mucus secretions
4. Back diffusion of acid through the mucosa damaged by gastritis or irritants

5. Deterioration of the pylorus

6. hereditary predispositions

7. Acid hyper-secretion (especially in duodenal ulcer)
8. Helicobacter pylori infection

9. Cigarette smoking

10.  Prolonged use of NSAIDs and Steroids
11. Psychosomatic or psychological (chronic anxiety, type A personality)
[image: image5.png]Duodenal Ulcer

Gastric Ulcer

Pain occurs 90 min to 3 h after meals; wakes
up patient midnight to 3 am

Commonly pain occurs within a short time
of food intake

v Relieved by food, antacids, and H, blockers;
is not associated with vomiting (if atypical
features occur think of complications)
High gastric acid levels

Commonly accompanied by nausea,
vomiting with food intake, and a variable
response to medications

Low gastric acid levels

H. pylori +++

H. pylori +++

Does not represent a malignancy

Malignancy +

Usually not accompanied by a high
complication rate; when complications do
occur it is usually pyloric stenosis or
posterior penetration

25% of GUs will be accompanied by
significant bleeding; higher mortality
and morbidity than DUs




Gastric Ulcers
· Ulceration of the mucosal lining of the stomach; most commonly found in the antrum
· Gastric secretions and stomach emptying rate  are usually normal

· Rapid diffusion of gastric acid from the gastric lumen into gastric mucosa, however, causes an inflammatory reaction with tissue breakdown
· Also characterized by reflux into the stomach of bile containing duodenal contents

· Occurs more often in men, in unskilled laborers, and in lower socioeconomic groups; peak age 40—55 years (older age group)
· Caused by smoking, alcohol abuse, emotional tension, and drugs (salicylates, steroids, Butazolidin)

 Assessment findings

1. Pain located in the upper left epigastrium, with possible radiation to the back; usually occurs 1—2 hours after meals, rarely at night. The pain is described as burning, aching, gnawing discomfort. The pain is NOT relived by eating. 
2. Weight loss, vomiting, bleeding episodes, epigastric tenderness, and pyrosis.
3. Complications associate with peptic ulcer: Bleeding, Perforation, Pyloric obstruction and intractable pain. A chronic complication seen in gastric ulcer is gastric cancer. 
Laboratory:

a. Hgb and hct decreased (if anemic)
b. Endoscopy reveals ulceration; BIOPSY is usually done to detect H. pylori infection and to rule out MALIGNANCY!

c. Gastric analysis: normal gastric acidity in gastric ulcer (increased in duodenal ulcer)
d. Upper GI series: presence of ulcer confirmed

Medical management

I. Supportive: rest, bland diet, stress management

2. Drug therapy: antacids (aluminum and magnesium containing antacids to neutralize the gastric pH), histamine (H2) receptor antagonists (to decrease HCl secretion), Proton pump inhibitors (to decrease HCl secretion), and anticholinergics  (to decrease gastric juice secretion)> Antibiotics are also given. The most frequent combination are Metronidazole (Flagyl), tetracycline and Pepto-bismol. These antibiotics are administered to eradicate the H. pylori infection. 
3. Surgery: various combinations of gastric resections and anastomosis

Nursing interventions

1. Administer medications as ordered. Watch out for side-effects of cimetidine like dizziness, rash, mild diarrhea, muscle pain and gynecomastia in males.
2. Provide nursing care for the client with ulcer surgery.
3. Prepare the client for diagnostic procedure for barium swallow and EGD
4. Provide client teaching and discharge planning concerning

a. Medication regimen

1) Take medications at prescribed times. Antacids are taken ONE hour AFTER meals.
2) Have antacids available at all times.

3) Recognize situations that would increase the need for antacids.

4) Avoid ulcerogenic drugs (salicylates, steroids).

5) Know proper dosage, action, and side effects.

b. Proper diet

1) Bland diet consisting of six small meals/ day. Small frequent meals are NOT necessary as long as the medications are taken BEFORE meals. 
2) Eat meals slowly.

3) Avoid acid-producing substances (caffeine, alcohol, highly seasoned foods, milk and creams).

4) Avoid stressful situations at mealtime.

5) Plan for rest periods after meals.

6) Avoid late bedtime snacks.

c. Avoidance of stress-producing situations and development of stress-reduction methods (relaxation techniques, exercises, biofeedback).
5. Prepare the patient for surgery if warranted. Usually, the indication includes- unresponsive ulcer healing for 12-16 weeks, life-threatening hemorrhage and perforation. 
Duodenal Ulcers
· Most commonly found in the first 2 cm of the duodenum

· Occur more frequently than gastric ulcers

· Characterized by gastric hyperacidity and a significant increased rate of gastric emptying

· Occur more often in younger men; more women affected after menopause; peak age 35—45 years (younger than gastric ulcer group)
· Caused by smoking, alcohol abuse, psychologic stress
Assessment findings

1. Pain located in mid-epigastrium and described as burning, cramping; usually occurs 2—4 hours after meals and is relieved by food.

2. Usually not accompanied by nausea and vomiting

Diagnostic tests: same as for gastric ulcer.

Nursing interventions: same as for gastric ulcers.

Medical management: same as for gastric ulcers

Ulcer Surgery

· Surgery is performed when peptic ulcer disease does not respond to medical management.

· Types

a. Vagotomy: severing of part of the vagus nerve innervating the stomach to decrease gastric acid secretion

b. Antrectomy: removal of the antrum of the stomach to eliminate the gastric phase of digestion

c. Pyloroplasly: enlargement of the pyloric sphincter with acceleration of gastric emptying

d. Gastroduodenostomy (Billroth I): removal of the lower portion of the stomach with anastomosis of the remaining portion of the duodenum

e. Gastrojejunostomy (Billroth II): removal of the antrum and distal portion of the stomach and duodenum with anastomosis of the remaining portion of the stomach to the jejunum

f. Gastrectomy: removal of 60%—80% of the stomach

g. Esophagojejunostomy (total gastrectomy): removal of the entire stomach with a loop of jejunum anastomosed to the esophagus

· Nursing interventions: routine preoperative care- informed consent, NPO and medications
· Nursing interventions: postoperative

1. Provide routine post-op care.

2. Ensure adequate function of NG tube.

a. Measure drainage accurately to determine necessity for fluid and electrolyte replacement; notify physician if there is no drainage.

b. Anticipate frank, red bleeding for 12—24 hours.

c. Do not manipulate the tube and ensure its patency
3. Promote adequate pulmonary ventilation.

a. Place client in mid- or high-Fowler’s position to promote chest expansion.

b. Teach client to splint high upper abdominal incision before turning, coughing, and deep breathing.

4. Promote adequate nutrition.

a. After removal of NG tube, provide clear liquids with gradual introduction of small amounts of bland food at frequent intervals.

b. Monitor weight daily.

c. Assess for regurgitation; if present, instruct client to eat smaller amounts of food at a slower pace.

5. Provide client teaching and discharge planning concerning

a. Gradually increasing food intake until able to tolerate three-meals/day

b. Daily monitoring of weight

c. Stress-reduction measures

d. Need to report signs of complications to physician immediately (hematemesis, vomiting, diarrhea, pain, melena, weakness, feeling of abdominal fullness/distension)

e. Methods of controlling symptoms associated with dumping syndrome

1) Avoidance of concentrated sweets. Diet should be LOW carbohydrates, HIGH protein and moderate fats
2) Adherence to six, small, dry meals/day

3) Maintenance of modified diet

4) Refraining from taking fluids during meals but rather 2 hours after meals 
5) Assuming a recumbent position for ½ hour after meals

Summary of Nursing Management of the Patient undergoing  Gastric Surgery

Preop Care

· Teach DBCT exercises (high abdominal incision causes respiratory complications).

· Provide nutritional support – TPN

· Inform about postop measures and tubes to anticipate
· Nasogastric tube

· TPN until peristalsis returns

Post-op Care

· Promote patent airway and ventilation

· Semi-Fowler’s position

· Reinforce Deep Breathing and Coughing exercise, incentive spirometry

· Administer analgesic before activities

· Splint incision before patient coughs

· Encourage early ambulation

· Promote adequate nutrition

· NPO until peristalsis returns

· Measure NG drainage accurately (reddish for the first 12 hrs.)
· Monitor for sign of leakage of anastomosis, e.g. dyspnea, pain, fever, when oral fluids are initiated

· Small, frequent feedings

· Monitor for early satiety and regurgitation

· Eat less food at a slower pace

· Monitor weight regularly

· Prevent potential complications

· Bleeding – first 24 hours, 4th to 7th day post-op due to non-healing

· Monitor NG drainage for blood

· Avoid unnecessary irrigation or repositioning of the NGT

· Monitor for signs of peritonitis:

Severe abdominal pain, rigidity fever

· Dumping Syndrome

DUMPING SYNDROME

· A group of unpleasant vasomotor and G.I symptoms caused by rapid emptying of gastric content into the jejunum.

· Abrupt emptying of stomach contents into the intestine

· Common complication of some types of gastric surgery

· Associated with the presence of hyperosmolar chyme (concentrated food bolus) in the jejunum, this draws fluid by osmosis from the extracellular fluid into the bowel. Decreased plasma volume and distension of the bowel stimulate increased intestinal motility. Sudden hyperglycemia will cause increased insulin secretion and a rebound hypoglycemia
· Signs and symptoms of EARLY dumping syndrome are weakness, palpitations, diaphoresis, feeling of fullness, or discomfort, nausea, and occasionally diarrhea; The LATE manifestations are hypoglycemia, faintness. This syndrome may appear 15—30 minutes after meals and last for 20—60 minutes

· Early signs and symptoms (5 to 30 minutes p.c.). Weakness, Tachycardia, Dizziness, Diaphoresis, Pallor, Feeling of fullness or discomfort, Nausea and Explosive diarrhea
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Type

Procedures

Abdominoperineal

resection
lleostomy

Continent
ileostomy
(Kock’s pouch)

Cecostomy

Temporary
colostomy

Double-barreled
colostomy

Loop colostomy

Permanent
colostomy

Resection with
anastomosis

Distal sigmoid colon, rectum, and anus are
removed through a perineal incision and
a permanent colostomy is created.
Surgery of choice for cancer of the
colon/rectum.

Opening of the ileum onto the abdominal
surface; most frequently done for
treatment of utcerative colitis, but may
also be done for Crohn’s disease.

An intra-abdominal reservoir with a nipple
valve is formed from the distal ileum.
The pouch acts as a reservoir for fecal
material and is cleaned at regular
intervals by insertion of a catheter.

An opening between the cecum and the
abdominal base temporarily diverts the
fecal flow to rest the distal portion of the
colon after some types of surgery.

'Usually located in the ascending or

transverse colon; mogst often done to
rest the bowel.

The colon is resected and both ends are
brought through the abdominal wall
creating two stomas, a proximal and a
distal; done most often for an
obstruction or tumor in the descending
or transverse colon.

Often a temporary procedure whereby a
loop of bowel is brought out above the
skin surface and held in place by a glass
rod. There is one stoma but two
openings, a proximal and a distal.

Consists of a single stoma made when the
distal portion of the bowel is removed;
most often located in the sigmoid or
descending colon.

Diseased part of the bowel is removed and
remaining portions anastomosed,
aflowing elimination through the rectum.




Rapid emptying of hypertonic food from the stomach

Distention of the jejunum causing early symptoms


Fluid shift from the bloodstream into jejunum


                                           Decreased blood volume


Shock – like manifestations

· Late signs and symptoms (2 to 3 hrs. p.c.)

Sudden Hyperglycemia

Increased Insulin secretion

Rebound HYPOGLYCEMIA

MANAGEMENT OF DUMPING SYNDROME

· Eat in a recumbent or semi – recumbent position

· Lie down after a meal (left side)

· Small, frequent feedings

· Moderate fat, high protein diet.  Fats slow down gastric motility, proteins increase colloidal osmotic pressure and prevents shifting of plasma

· Limit carbohydrates, no simple sugars

· Give fluids few hours  after meals or in between meals
· Avoid very hot and cold foods and beverages

· Anticholinergic or antispasmodic medications are given
Intestinal Obstruction

· Mechanical intestinal obstruction: physical blockage of the passage of intestinal contents with subsequent distension by fluid and gas; caused by adhesions, hernias, volvulus, intussusceptions, inflammatory bowel disease, foreign bodies, strictures, neoplasms, fecal impaction
· Paralytic ileus (neurogenic or adynamic ileus). interference with the nerve supply to the intestine resulting in decreased or absent peristalsis; caused by abdominal surgery, peritonitis, pancreatic toxic conditions, shock, spinal cord injuries, electrolyte imbalances (especially hypokalemia)
· Vascular obstructions: interference with the blood supply to a portion of the intestine, resulting in ischemia and gangrene of the bowel; caused by an embolus, atherosclerosis
 Assessment findings
1. Small intestine: non-fecal vomiting; colicky intermittent abdominal pain

2. Large intestine: cramplike abdominal pain, occasional fecal vomitus; client will be unable to pass stools or flatus

3. Abdominal distension, rigidity, high-pitched bowel sounds above the level of the obstruction, decreased or absent bowel sound distal to obstruction

4. Diagnostic tests

a. Flat-plate (x-ray) of the abdomen reveals the presence of gas and fluid

b. Hct increased

c. Serum sodium, potassium, chloride decreased

d. BUN increased
Nursing interventions

1. Monitor fluid and electrolyte balance, prevent further imbalance; keep client NPO and administer IV fluids as ordered.

2. Accurately measure drainage from NG/intestinal tube.

3. Place client in Fowler’s position to alleviate pressure on diaphragm and encourage nasal breathing to minimize swallowing of air and further abdominal distension.

4. Institute comfort measures associated with NG intubation and intestinal decompression.

5. Prevent complications.

a. Measure abdominal girth daily to assess for increasing abdominal distension.

b. Assess for signs and symptoms of peritonitis.

c. Monitor urinary output.

Inflammatory Bowel Diseases: Crohns and Ulcerative colitis

CROHN’S DISEASE

· Also called Regional Enteritis

· An inflammatory disease of the GIT affecting usually the small intestine

· ETIOLOGY: unknown, thought to be auto-immune

Pathophysiology:
· The terminal ileum thickens, with scarring, ulcerations, abscess formation and narrowing of the lumen

ASSESSMENT findings for CD

· 1. Fever

· 2. Abdominal distention

· 3. Diarrhea, bloody 
· 4. Colicky abdominal pain 

· 5. Anorexia/N/V

· 6. Weight loss

· 7. Anemia

ULCERATIVE COLITIS

· Ulcerative and inflammatory condition of the GIT usually affecting the large intestine

· The colon becomes edematous and develops bleeding ulcerations

· Scarring develops overtime with impaired water absorption and loss of elasticity

ASSESSMENT findings for UC

· 1. Anorexia

· 2. Weight loss

· 3. Fever

· 4. SEVERE diarrhea with Rectal bleeding

· 5. Anemia

· 6. Dehydration

· 7. Abdominal pain and cramping
CHRONIC INFLAMMATORY BOWEL DISORDERS 
	
	A.  Regional ENTERITIS (Crohn’s Disease)
	B.  Ulcerative Colitis

	
	· Transmural 
	· Mucous Ulceration

	
	· Ileum / Ascending colon
	· Rectum / Lower colon

	Cause
	· Unknown
	· Unknown

	
	· Jewish
	· Familial 

	
	· Environmental
	· Jewish

· Emotional stress

	Age
	· 20 – 30 years

· 40 – 60 years
	· 15 – 40 years



	Bleeding
	·     ;  stool with pus and mucus
	· severe; stool with blood, pus and mucus

	Perianal involvement
	· Severe
	· Mild 

	Fistulas
	· Common
	· Rare

	Rectal involvement
	· 20%
	· 100%

	Diarrhea
	· 5 – 6 soft stool / day
	· 20 – 30 watery stool / day

	Abdominal pain
	· +
	· +

	Weight loss
	· +
	· +

	Intervention
	· TPN

· Steroids

· Azulfidine (Sulfasalazine)

· Ileostomy

· Colectomy
	· Diet

· TPN 

· Steroids

· Azulfidine(Sulfasalazine)

· Ileostomy / 

· Proctocolectomy




Nursing Interventions for Crohn’s and UC

1. Maintain NPO during the active phase

2. Monitor for complications like severe bleeding, dehydration, electrolyte imbalance

3. Monitor bowel sounds, stool and blood studies

4. Restrict activities

5. Administer IVF, electrolytes and TPN if prescribed

6. Instruct the patient to AVOID gas-forming foods, MILK products and foods such as whole grains, nuts, RAW fruits and vegetables especially SPINACH, pepper, alcohol and caffeine

7. Diet progression- clear liquid( LOW residue, high protein diet

8. Administer drugs- anti-inflammatory, antibiotics, steroids, bulk-forming agents and vitamin/iron supplements

Appendicitis

· Inflammation of the vermiform appendix that prevents mucus from passing into the cecum; if untreated, ischemia, gangrene, rupture, and peritonitis occur

· It occurs in about 7% of the population and affects males more often than females. Most common in school-age children

Causes:

· May be caused by mechanical obstruction (fecaliths, intestinal parasites. Kinking of appendix, tumor or inflammation) or anatomic defect; may be related to decreased fiber in the diet and high intake of refined carbohydrates
PATHOPHYSIOLOGY

                                          Obstruction of the appendix lumen


Mucosal Inflammation and bacterial proliferation

Increased Intra-luminal Pressure

· Lymphoid Swelling

· Decreased Venous Drainage

· Thrombosis

· Bacterial Invasion


  Abscess

Gangrene

Perforation (24 to 36 hours)

  Peritonitis

Assessment findings
· Acute abdominal pain that usually starts in the epigastric or umbilical region

· Pain gradually becomes localized in RLQ / Mc Burney’s point (halfway between the umbilicus and the anterior spine of the ileum)

· Pain is initially intermittent then become steady and severe over a short period.

 Appendicitis “signs”

· Rebound tenderness (Blumberg sign)

· Psoas sign (lateral position with right hip flexion)

· Rovsing’s sign (right quadrant pain when the left is palpated)

· Obturator sign (pain on external rotation of the right thigh)
1. Diffuse pain initially felt at the peri-umbilical area, then the pain localizes in lower right quadrant. A sudden decrease of pain followed by a progressive distention, rigid abdomen and unrelenting pain may signal perforation/ruptured appendicitis.
2. Nausea/vomiting and ANOREXIA
3. Guarding of abdomen, rebound tenderness, walks stooped over

4. Decreased bowel sounds

5. Fever, low grade (temperature = 38 – 38.50C). If high grade fever, suspect ruptured appendicitis. 
6. Diagnostic tests
a. WBC increased Elevated WBC (above 10,000 /cu. mm.)
b. Elevated acetone in urine

c. Ultrasound and Abdominal x-ray to detect the fecalith. 

Nursing interventions

1. Administer antibiotics/antipyretics as ordered

2. Prevent perforation of the appendix; don’t give enemas or cathartics or use heating pad

3. In addition to routine pre-op care for appendectomy

a. Give support to parents if seeking treatment was delayed.

b. Explain necessity of obtaining lab work prior to surgery.
COLLABORATIVE MANAGEMENT

· Bed rest

· NPO

· Relieve pain (cold application over the abdomen, NEVER Heat!)

· Avoid factors that increase peristalsis, thereby rupture:

· Heat application over the abdomen

· Laxative

· Enema
· IVF therapy to maintain fluid – electrolyte balance

· Antibiotic therapy

· Surgery: Appendectomy

Surgical procedure= APPENDECTOMY

· Spinal anesthesia is usually used
· Post-operatively, Flat on bed for 6 – 8 hours

· Monitor for return of sensation in the lower extremities

· NPO until peristalsis returns

· Ambulation after 24 hours

· If appendicitis ruptured (peritonitis): with penrose drains; Position: Semi-Fowler’s position to localize inflammation within the pelvic area
· Resume all normal activities within 2 to 4 weeks

4. In addition to routine post-op care

a. Monitor NG tube (usually with low suction).

b. Monitor Penrose drains.

c. Position in semi-Fowler’s or lying on right side to facilitate drainage.

d. Administer antibiotics as ordered.
DIVERTICULITIS
· Diverticulum is outpouching of the mucosal lining of the G.I Tract, commonly in the colon.

· Diverticula / diverticulosis are multiple outpouchings

· Diverticulitis is acute inflammation and infection caused by trapped fecal material and bacteria

· Causes: Low fiber diet, chronic constipation, and obesity
PATHOPHYSIOLOGY
















Assessment 
1. Dull, steady, cramp-like lower left quadrant abdominal pain worsens with movement, coughing or straining
2. Low – grade fever
3. Chronic constipation with episodes of diarrhea
4. Nausea and vomiting
5. Abdominal; distention and tenderness
6. Occult bleeding,  rectal bleeding, change in bowel movement 
7. Signs and symptoms of peritonitis due to development of abscess or perforation
8. Diagnostic test: 
a. colonoscopy, sigmoidoscopy= can visualize diverticula and exclude other causes
b. CBC may reveal increased WBC

c. Barium enema is NOT usually ordered in cases of acute inflammation because of possibility of perforation. 
    Nursing Management
1. High fiber diet
2. Liberal fluid intake of 2,500 to 3,000 ml/ day.
3. Avoid nuts and seeds which can become trapped in the diverticula.
4. Bulk – forming laxatives are ordered to restore normal bowel pattern
5. During an acute episode:
· Bed rest

· NPO, then clear liquids to rest the bowel

· Avoid high fiber foods to prevent further irritation of the mucosa
· Gradually increase the fiber when the infection subsides.
· IVF and medications include: antibiotics, narcotic analgesics, anticholinergics (Pro-Bathine) and anti-spasmodics
· NGT insertion to relieve distention

· Weight loss to reduce intra-abdominal pressure.
6. Encourage daily walking, exercise and weight reduction.

HEMORRHOIDS

· These are dilated blood vessels beneath the lining of the skin in the anal canal

· Two types of Hemorrhoids exist
1. External hemorrhoids – occur below the anal sphincter

2. Internal hemorrhoids – occur above the anal sphincter

· Causes 
1. Chronic constipation

2. Pregnancy 

3. Obesity

4. Prolonged sitting or standing

5. Wearing constricting clothing

6. Disease conditions like liver cirrhosis, RSCHF (right – sided CHF)

· Assessment
1. Constipation in an effort to prevent pain or bleeding associated with defecation

2. Anal pain

3. Rectal bleeding (usually bright red- hematochezia)
4. Anal itchiness

5. Mucous secretion from the anus

6. Sensation of incomplete evacuation of the rectum

7. Internal hemorrhoids may prolapse, usually painless. External hemorrhoids are usually painful.
· Nursing  Management
1. High fiber diet, liberal fluid intake

2. Bulk laxatives

3. Hot Sitz bath, warm compress, witch hazel cream can be applied to decrease size
4. Local anesthetic application – Nupercaine

· Surgery
· Hemorrhoidectomy
· Sclerotherapy (5% phenol in oil)
· Cryosurgery
· Rubber – band ligation= done only if hemorrhoids are INTERNAL
1. Pre-op Care

· Low reside diet to reduce the bulk of stool

· Stool softeners

2. Post-op Care

· Promotion of comfort

· Analgesics as prescribed

· Post-op position: Side – lying position or prone position 
· Hot sitz bath 12 to 24 hrs. post-op to promote comfort and hasten healing
· Promotion of elimination

· Stool softeners are given as prescribed
· Analgesic before initial defecation

· Encourage the client to defecate as soon as the urge occurs

· Enema as prescribed, using a small – bore rectal tube

· Patient Teaching

· Clean rectal area thoroughly after each defecation

· Sitz bath at home especially after defecation

· Avoid constipation by adhering to these practice :
· High – fiber diet

· High fluid intake

· Regular exercise

· Regular time for defecation

· Use stool softener until healing is complete

· Notify physician for the following:

· Rectal bleeding

· Suppurative drainage

· Continued pain on defecation

· Continued constipation

· Anal Fissure
· An elongated laceration between the anal canal and the perianal skin.

· Anal Abscess

· Results from the obstruction of gland ducts in the anorectal region by feces, leading to infection

· Anal Fistula

· Involves development of an abnormal communication between the anal canal and skin outside the anus
· Caused by rupture and drainage of an abscess
Conditions of the Accessory Organs
Cholecystitis/Cholelithiasis

· Cholecystitis: acute or chronic inflammation of the gallbladder, most commonly associated with gallstones. Inflammation occurs within the walls of the gallbladder and creates a thickening accompanied by edema. Consequently, there is impaired circulation, ischemia, and eventual necrosis.
· Cholelithiasis: formation of gallstones, cholesterol stones most common variety Cholelithiasis is a common disease that is two to three times more common in women. The prevalence of disease increases with age. Gallstones can originate from the gallbladder (cholesterol stones) or common bile duct (calcium bilirubinate or pigmented stones); 80% of stones are cholesterol and gallbladder in origin. Other associated factors include rapid weight loss, pregnancy, obesity, estrogen replacement therapy, ileal disease (Crohn), and hypertriglyceridemia. Pigmented stones are associated with alcohol abuse, hemolytic anemia, and cirrhosis.

· Most often occurs in women after age 40, in postmenopausal women on estrogen therapy, in women taking oral contraceptives, and in the obese (FAT, FEMALE, FORTY, FAIR (Caucasian)  AND FERTILE)
· Stone formation may be caused by genetic defect of bile composition, gallbladder/bile stasis, and infection.

· Acute cholecystitis usually follows stone impaction, adhesions; neoplasm may also be implicated.
Theories of Stone formation
· Metabolic factors, e.g. obesity, pregnancy, diabetes, hypothyroidism, Biliary stasis MAY all lead to stagnation of bile in the gallbladder leads to excessive absorption of water, which allows the salts to precipitate and form mixed stones

· Inflammation may also cause the bile constituents to become altered, and the inflamed gallbladder mucosa absorbs more of the bile acids, with a resultant reduction of solubility of cholesterol. Gallstones are composed primarily of cholesterol, bile salts, calcium, bilirubin and proteins.






· Decrease Fat emulsification= results to Fat intolerance, Anorexia, nausea/vomiting, Weight loss, Gaseous eructation, Flatulence AND Steatorrhea
· Gallbladder Inflammation= manifested by Pain (RUQ), Fever and Leukocytosis

· Decreased Bile flow into the colon= results to Gray/Clay colored acholic stool, poor vitamins  ADEK  absorption, increased conjugated bilirubin in the blood, jaundice, pruritus and tea – colored urine
Assessment findings 

1. Most patients are asymptomatic. 

2. When symptomatic the stones cause right upper-quadrant and epigastric pain lasting approximately 30 min.

3. Fever and leukocytosis in cholecystitis; 

4. Charcot triad (fever, jaundice, and right upper-quadrant pain) in the case of ascending cholangitis.

5. Intolerance for fatty foods (nausea, vomiting, sensation of fullness)

6. Pruritus, easy bruising, jaundice, dark amber urine, steatorrhea

7. Diagnostic tests

a. Direct bilirubin transaminase, alkaline phosphatase, WBC, amylase, lipase: all increased

b. Oral cholecystogram (gallbladder series): positive for gallstone
Nursing interventions

1. Administer pain medications as ordered and monitor for effects.

2. Administer IV fluids as ordered.

3. Provide small, frequent meals of modified diet, low fat (if oral intake allowed). 

4. Provide care to relieve pruritus
5. Provide care for the client with a cholecystectomy or choledochostomy.
Summary of Collaborative Management

1. Relief of pain.  Meperidine HCI is the drug of choice.  Do not administer Morphine SO4; this cause spasm of the sphincter of Oddi
2. Diet. Low fat diet initially
3. Bile salts may be ordered.  Chenodeoxycholid acid; ursodioxycholic acid (UDCA) p.c.

4. Surgery: Cholecystectomy

· Preop Care

· IV fluids to replace fluid electrolyte losses due to vomiting

· DBCT exercises to prevent respiratory complications

· Vitamin K injection, especially if the prothrombin time is prolonged

· Postop Care

· Position.  Low or Semi – Fowler’s position to promote lung expansion

· NGT to prevent gastric distention

· Deep breathing and coughing exercises to avoid atelectasis and hypostastic pneumonia
· Diet. Low fat diet for 2 to 3 months

· Ambulation after 24 hours postop

· If with CBD exploration:  T – tube

· Purpose: to drain bile

· Drainage

· Brownish red for the first 24 hours; this is due to combination of bile and blood

· 300 to 500 ml of bile drainage for the first 24 hours

· Drainage bottle should be placed in bed at the level of incision; this is to drain the excess bile, not all of the bile
Medical management

1. Supportive treatment: NPO with NG intubation and IV fluids

2. Diet modification with administration of fat- soluble vitamins

3. Drug therapy

a. Narcotic analgesics (Demerol is drug of choice) for pain. Morphine sulfate is contraindicated because it causes spasms of the sphincter of Oddi.

b. Anticholinergics (atropine) may be used for pain

c. Antiemetics

4. Surgery: cholecystectomy/choledochostomy/choledochotomy
Cholecystectomy/Choledochostomy/Choledochotomy
1. Open Cholecystectomy: removal of the gallbladder with insertion of a T-tube into the common bile duct if common bile duct exploration is performed

2. Choledochostomy: opening of common duct, removal of stone, and insertion of a T.tube

3. Laparoscopic Cholecystectomy- performed via laparoscopy for uncomplicated cases when client has not had previous abdominal surgery

4. Choledochotomy: opening of the gallbladder to remove stones

Nursing interventions: routine preoperative care

Nursing interventions: postoperative

1. Provide routine post-op care.

2. Position client in semi-Fowler’s or side-lying positions; reposition frequently.

3. Splint incision when turning, coughing, and deep breathing.

4. Maintain/monitor functioning of T-tube.

a. Ensure that T-tube is connected to closed gravity drainage.

b. Avoid kinks, clamping, or pulling of the tube.

c. Measure and record drainage every shift.

d. Expect 300—500 cc bile-colored drainage first 24 hours, then 200 cc/24 hours for 3—4 days.

e. Monitor color of urine and stools (stools will be light colored if bile is flowing through T tube but normal color should reappear as drainage diminishes).

f. Assess for signs of peritonitis.

g. Assess skin around T-tube; cleanse frequently and keep dry.

5. Provide client teaching and discharge planning concerning

a. Adherence to dietary restrictions

b. Resumption of ADL (avoid heavy lifting for at least 6 weeks; resume sexual activity as desired unless ordered otherwise by physician); clients having laparoscopy cholecystectomy usually resume normal activity within two weeks.

c. Recognition and reporting of signs of complications (fever, jaundice, pain, dark urine, pale stools, pruritus)
Pancreatitis
· An inflammatory process with varying degrees of pancreatic edema, fat necrosis, or hemorrhage
· Proteolytic and lipolytic pancreatic enzymes are activated in the pancreas rather than in the duodenum, resulting in tissue damage and autodigestion of the pancreas
· Occurs most often in the middle aged
Etiology:

· Caused by alcoholism, biliary tract disease, trauma, viral infection, penetrating duodenal ulcer, abscesses, drugs (steroids, thiazide diuretics, and oral contraceptives), metabolic disorders (hyperparathyroidism, hyperlipidemia)
· Alcohol Abuse, Drugs (antihypertensives, diuretics, antimicrobials, immunosuppressives, oral contraceptives), Biliary Obstruction, Autoimmune, Intestinal Diseases and Unknown
Assessment findings

1. Pain located in left upper quadrant with radiation to back, flank, or substernal area; may be accompanied by difficulty breathing and is aggravated by eating

2. Vomiting, shallow respirations (with pain), tachycardia, decreased or absent bowel sounds, abdominal tenderness with muscle-guarding, positive Grey Turner’s spots (ecchymoses on flanks) and positive Cullen’s sign (ecchymoses of periumbilical area)
3. Diagnostic tests

a. Serum amylase and lipase, urinary amylase, blood sugar, lipid levels: all increased

b. Serum calcium decreased

c. CT scan shows enlargement of the pancreas
· Serum amylase is (greater than 300 Somogyi units), serum lipase is increased. There is HypoCalcemia and  Hyperglycemia (due to damage of Islets of Langerhans causing inadequate insulin secretion)

Pathophysiology 












Assessment : Pain (LUQ); may start at the epigastrium, radiate to the back, flanks and substernal area, Anorexia, Fever, Nausea and Vomiting, Severe Dehydration , Weight Loss Steatorrhea (this is due to excretion of undigested fats) ), Jaundice and Post – hemorrhagic necrosis with Purplish discoloration- Cullen’s sign (periumbilical area) and Grey – Turner’s sign (flanks)
Nursing interventions

1. Administer analgesics, antacids, anti-cholinergics as ordered, monitor effects.

2. Withhold food/fluid and eliminate odor and sight of food from environment to decrease pancreatic stimulations.

3. Maintain NG tube and assess for drainage.

4. Institute non-pharmacologic measures to decrease pain.

a. Assist client to positions of comfort (knee chest; fetal position).

b. Teach relaxation techniques and provide a quiet, restful environment.

5. Provide client teaching and discharge planning concerning

a. Dietary regimen when oral intake permitted

1) High-carbohydrate, high-protein, low-fat diet

2) Eating small, frequent meals instead of three large ones

3) Avoiding caffeine products

4) Eliminating alcohol consumption

5) Maintaining relaxed atmosphere after meals

b. Recognition and reporting of signs of complications

1) Continued nausea and vomiting

2) Abdominal distension with increasing fullness

3) Persistent weight loss

4) Severe epigastric or back pain

5) Frothy/foul-smelling bowel movements

6) Irritability, confusion, persistent elevation of temperature (2 days)

Medical management

1. Drug therapy

a. Analgesics (Demerol) to relieve pain. MORPHINE is avoided because it can cause sphincteric spasm aggravating pain. 
b. Smooth-muscle relaxants (papaverine, nitroglycerin) to relieve pain

c. Anticholinergics (atropine, propantheline bromide) to decrease pancreatic stimulation

d. Antacids to decrease pancreatic stimulation

e. H2-antagonists, vasodilators, calcium gluconate

2. Diet modification

3. NPO usually for a few days to promote GIT rest
4. Peritoneal lavage

5. Dialysis if the condition is severe
Summary of Collaborative Management

· Relieve pain.  Administer Meperidine HCI as ordered.  Avoid Morphine SO4 because it cause spasm of the pancreatic duct an sphincter of Oddi
· Diet.  NPO during acute phase; then start with liquid, to soft and to bland, low fat diet. Regular fat diet can be resumed after several weeks, but there is NO need to restrict fat intake. 
· TPN.  To provide nutritional supplement during acute phase when NPO is instituted
· IVF Therapy.  To manage fluid deficit because of fluid loss in the peritoneum
· Insert NGT.  To remove gastrin from the stomach and secretion from the duodenum.  This prevents further stimulation of the pancreas

· Digestive Enzymes before meals can be prescribed if patient is on regular diet already
· Antimicrobials.  To control infection

· Calcium supplement.  To manage hypocalcemia

· Vit. D. to promote absorption of calcium

· Insulin.  To manage hyperglycemia

· Eliminate Alcohol totally! Emphasize that acute pancreatitis can happen again!
Hepatitis
· Infectious inflammation of the liver parenchyma caused by bacteria, viruses and other microorganisms. 
· Viral hepatitis is caused by systemic viral infections that predominantly affect the hepatocytes and cause an increase in transaminases. ALT is excreted mainly by the hepatocytes whereas AST may be excreted anywhere in the GI tract in addition to the liver. ALT is specific for hepatocyte damage; thus in viral hepatitis ALT > AST, unlike ethanol hepatitis in which the opposite is true. Viral hepatitis is one of the three causes of transaminase elevation >1,000 (the other two being toxins—acetaminophen and shock liver). Cirrhosis can develop as a result of chronic hepatitis that occurs with hepatitis B and C. Fulminant hepatic failure with massive hepatic necrosis is rare but can occur with all viral hepatitides. Viral hepatitides are caused by RNA viruses, except hepatitis B, which is caused by a DNA virus.
· There is widespread inflammation of the liver tissue with liver cell damage due to hepatic cell degeneration and necrosis; proliferation and enlargement of the Kupffer cells; inflammation of the periportal areas (may cause interruption of bile flow)

Viral Hepatitis A

· Single-stranded RNA virus transmitted via fecal-oral route predominantly.  Poor hygiene or contaminated food and shellfish increase risk of transmission. There is no transplacental transmission.  It carries the risk of fulminant hepatitis.  The Incubation period: 15—45 days 

Viral Hepatitis B

· Hepatitis B is caused by a DNA virus, identified in all body fluids: blood, saliva, synovial fluid, breast milk, ascites, cerebral spinal fluid, etc.  Transmitted by blood and body fluids (saliva, semen, vaginal secretions): often from contaminated needles among IV drug abusers; intimate/sexual contact.  Hepatitis B accounts for 50% of cases of fulminant hepatitis.  In an adult who develops acute hepatitis B, there is approximately 10% chance that it will progress into chronic hepatitis; in the neonate the chance is 90% for chronic hepatitis. Incubation period is very long: 1—6 months.

Viral Hepatitis C
· This is caused by a single-stranded RNA virus that is generally transmitted predominantly by blood products. Currently it is the most common hepatitis among IV drug abusers and in prisons. Before 1990 it accounted for 90% of transfusion hepatitis. Risk of sexual transmission is present but much lower than with hepatitis B (<5%). Perinatal transmission is 5%, Needlestick transmission is 5—10%, and Risk of hepatocellular carcinoma is 1-4% in cirrhotics. Incubation is 2 weeks—6 months. There is a high risk of progression to chronic form (70—80%). It is associated with extrahepatic manifestations commonly: mixed cryoglobulinemia and polyarteritis nodosa.
Viral Hepatitis D
· Caused by an RNA virus that infects either simultaneously with hepatitis B or as a super-infection in a person with chronic hepatitis B. Hepatitis D infection cannot occur unless there is current and ongoing replication of the hepatitis B virus.  Overall this infection carries the highest risk among acute viral hepatitis for fulminant disease; the risk is even greater in super-infection.  Predominantly seen in patients exposed to blood products (drug addicts and hemophiliacs). If anti-HBs antibodies are present, then that person is immune to hepatitis B and D.
Viral Hepatitis E
· Similar to hepatitis A with fecal or oral transmission, there is no chronic form. The risk of fulminant disease has been described mainly in pregnant patients.
Assessment findings

1. Preicteric stage

a. Anorexia, nausea and vomiting, fatigue, constipation or diarrhea, weight loss

b. Right upper quadrant discomfort, hepatomegaly, splenomegaly, lymphadenopathy

2. Icteric stage

a. Fatigue, weight loss, light-colored stools, dark urine

b. Continued hepatomegaly with tenderness, lymphadenopathy, splenomegaly

c. Jaundice, pruritus

3. Posticteric stage

a. Fatigue, but an increased sense of well-being, hepatomegaly gradually decreasing
Pathophysiology of Viral Hepatitis

There is Diffuse Inflammatory Infiltration of Hepatic Tissue with Mononuclear Cells and local, spotty or single cell necrosis

· Preicteric (prodromal phase)- Lasts for 1 week. Assessment: Elevated temperature and chills, Nausea and vomiting, Dyspnea Anorexia (the major manifestation), Headache, Arthralgia, Tenderness in RUQ, Weakness, general malaise, Weight loss, Hepatomegaly and Lymphadenopathy

· Icteric Phase: Starts with the onset of jaundice, it reaches its intensity in 2 weeks and lasts from 4 to 6 weeks= Worsening of anorexia, Nausea and vomiting, Dyspnea, Weakness and malaise AND Liver tenderness increases

· Posticteric Phase: Begins with the disappearance of jaundice, normally lasts for several weeks up to 4 months

4. Diagnostic tests

a. All 5 types of hepatitis

1) SGPT, SGOT, or AST, alkaline phosphatase, bilirubin, ESR: all increased (preicteric)

2) Leukocytes, lymphocytes, neutrophils: all decreased (pericteric)

3) Prolonged PT

b. Hepatitis A

 
1) Hepatitis A virus (HAV) in stool before onset of disease

2) anti-HAV (IgM): positive in acute infection; indicating a recent exposure.

3) anti-HAV (IgG) appears soon after onset of jaundice; indicates previous exposure and life-long immunity.

c. Hepatitis B

 1) HBsAg (surface antigen): positive, develops 4—12 weeks after infection (in the acute phase)

2) anti-HBsAG: negative in 80% of cases If positive alone, indicates prior immunity via vaccination. If core antibody (anti-HBc) is also present this point toward a previous infection and immunity.

3) anti-HBc: associated with infectivity, develops 2—16 weeks after infection

4) HBeAg: associated with infectivity and disappears before jaundice

5) anti-HBe: present in carriers, represents low infectivity

d. Hepatitis C:  

1) Antibody to hepatitis C (anti-HCV) is usually positive.

2) HCV RNA polymerase chain reaction is the most sensitive way to detect hepatitis C

Nursing interventions

1. Promote adequate nutrition.

a. Administer anti-emetics as ordered, 30 minutes before meals to decrease occurrence of nausea and vomiting.

b. Provide small, frequent meals of a high- carbohydrate, moderate- to high-protein, high-vitamin, high-calorie diet.

c. Avoid very hot or very cold foods.

2. Ensure rest/relaxation: plan schedule for rest and activity periods, organize nursing care to minimize interruption.

3. Monitor/relieve pruritus  

4. Administer corticosteroids as ordered.

5. Institute isolation procedures as required; pay special attention to good hand-washing technique and adequate sanitation.

6. In hepatitis A administer immune serum globulin (ISG) early to exposed individuals as ordered.

7. In hepatitis B

a. Screen blood donors for HBsAg.

b. Use disposable needles and syringes.

c. Instruct client/others to avoid sexual intercourse while disease is active.

d. Administer ISG to exposed individuals as ordered.

e. Administer hepatitis B immunoglobulin (HBIG) as ordered to provide temporary and passive immunity to exposed individuals.

f. To produce active immunity, administer hepatitis B vaccine to those individuals at high risk.

8. In non-A, non-B: use disposable needles and syringes; ensure adequate sanitation.

9. Provide client teaching and discharge planning concerning

a. Importance of avoiding alcohol

b. Avoidance of persons with known infections

c. Balance of activity and rest periods

d. Importance of not donating blood

e. Dietary modifications

f. Recognition and reporting of signs of inadequate convalescence: anorexia, jaundice, increasing liver tenderness/ discomfort

g. Techniques/importance of good personal hygiene

            General Preventive Measures

· Hand-washing by all persons

· Feces, urine, blood and other body fluids are considered potentially infectious and should be disposed properly

· Contaminated needles and other equipment that comes in contact with infected blood and body fluids, disposable and non-disposable needles, syringes and other equipment used in patient care must be handled with great care; discarded in appropriate containers.

            Preventive Measures Used with Persons with Known Hepatitis

· For clients with known hepatitis A, enteric precautions should be implemented

· For clients with Hepatitis B; non- A, non- B, hepatitis; and delta hepatitis; blood and body fluid precaution should be observed

· Instruct clients with viral hepatitis not to donate blood

· Advise clients with acute hepatitis B; non – A, non – B hepatitis; or delta hepatitis not to have intimate sexual contact during the period of infection.
Summary of Collaborative Management in Viral Hepatitis

· Promotion of rest to relieve fatigue

· Maintenance of food and fluid intake

· 3,000 ml/day of fluids for fever and vomiting; monitor I and O, weight

· Well – balanced diet; encourage fruit juices and carbonated beverages

· Fats may need to be restricted

· Alcoholic beverages should be avoided

· Prevention of injury

· prolonged prothrombin time leads to bleeding tendencies

· monitor urine and stools for fresh or old blood; the skin for petechiae

· monitor prothrombin time, hematocrit and hemoglobin

· plan so that all blood samples are collected at one time to avoid several punctures

· avoid parenteral injections, if possible

· apply pressure to injection sites and venipuncture sites for 5 minutes

· advise client to use soft toothbrush or swabs

· administer Vitamin K as ordered

· Provision of comfort measures

· Relaxing baths, backrubs, fresh linens and quiet dark environment

· Relieve pruritus through the following measures: 

· Use of cool, light, non – restrictive clothing

· Use of soft, dry, clean bedding, use of warm baths

· Application of emollient creams and lotions to dry skin.

· Maintenance of a cool environment 

· Administration of antihistamines as ordered

· Use of diversional activities, e.g. reading, TV and radio

Cirrhosis of the Liver
· Chronic, progressive disease characterized by inflammation, fibrosis, and degeneration of the liver parenchymal cells

· Destroyed liver cells are replaced by scar tissue, resulting in architectural changes and malfunction of the liver

· Types

a. Laênnec’s cirrhosis: associated with alcohol abuse and malnutrition; characterized by an accumulation of fat in the liver cells, progressing to widespread scar formation.

b. Postnecrotic cirrhosis: results in severe inflammation with massive necrosis as a complication of viral hepatitis.

c. Cardiac cirrhosis: occurs as a consequence of right-sided heart failure; manifested by hepatomegaly with some fibrosis.

d. Biliary cirrhosis: associated with biliary obstruction, usually in the common bile duct; results in chronic impairment of bile excretion.

4. Occurs twice as often in men as in women; ages40—60
Pathophysiology












Assessment findings

1. Fatigue, anorexia, nausea and vomiting, indigestion, weight loss, flatulence, irregular bowel habits

2. Hepatomegaly (early): pain located in the right upper quadrant; atrophy of liver (later); hard, nodular liver upon palpation; increased abdominal girth

3. Changes in mood, alertness, and mental ability; sensory deficits; gynecomastia, decreased axillary and pubic hair in males; amenorrhea, facial hair in young females

4. Jaundice of the skin, sclera, and mucous membranes; pruritus

5. Easy bruising, spider angiomas, palmar erythema

6. Muscle atrophy

7. Diagnostic tests

a. SGOT or AST, SGPT, LDH, alkaline phosphatase increased

b. Serum bilirubin increased

c. PT prolonged

d. Serum albumin decreased

e. Hgb and hct decreased

f. BSP increased
Assessment of Liver Cirrhosis

· Anorexia, weakness, weight loss= the liver is unable to metabolize nutrients and to store fat – soluble vitamins

· Fever= This is a response to tissue injury

· Jaundice, pruritus, tea colored urine.  This is due to increased serum bilirubin in the blood. The bilirubin is mostly conjugated initially
· Increased Bleeding tendencies.  The liver is unable to store Vit. K. There is also impaired production of clotting factors. 
· Portal HPN and the consequences are: 
· Hepatomegaly= initially, then the liver shrinks in size as fibrosis replaces the liver parenchyma
· Splenomegaly= due to increased backpressure of the blood 
· Caput medusae (dilated veins over the abdomen)

· Spider angioma (telangiectasia / dilated capillaries over the face and anterior trunk)= due to increased estrogen
· Palmar erythema.  This is also due to elevated estrogen level in males.

· Ascites

· In portal hypertension, plasma shift into interstitial spaces within the liver due to the increase pressure.  The collection of fluids shifts out of the Glisson’s capsule and accumulate in the peritoneal cavity.

· The liver is unable to metabolize protein, thereby hypoalbuminemia occurs.  This result to decreased oncotic pressure  , fluids shift out of the IVC, and accumulate in the peritoneal cavity.

· The liver is unable to excrete adrenal cortex hormone, one of which is aldosterone.  Hyperaldosteronism leads to retention of sodium and water

· Esophageal varices = secondary to backpressure. Blood circumvents into collateral circulation. Internal hemorrhoids, leg varicosities, and dependent edema=            these are due to venous stasis, increasing hydrostatic pressure.  This leads to shifting of plasma into interstitial space.
· Males (  Increased   estrogen) will result to: 
· Gynecomastia

· Decreased   libido

· impotence 

· fall of body hair

· atrophy of testicles

· Females (  increased  androgen)

· hirsutism

· acne

· deepening of voice

·  virilism

HEPATIC ENCEPHALOPATHY= due to increased AMMONIA levels. The liver cannot convert ammonia by products of protein metabolism into Urea. This will accumulate and cause the hepatic coma. The initial manifestations are BEHAVIORAL changes and MENTAL changes. Other findings in advanced stages are: 

· asterixis – flapping tremors of the hands           
· confusion / disorientation
· delirium / hallucination
· fetor hepaticus- disagreeable odor from the mouth
· coma

Summary of Collaborative Management

1. Rest.  To reduce metabolic demands of the liver
2. Diet

· Early stage

· HIGH  Calorie,    HIGH  Carbohydrates,  LOW  Protein that is restricted to complete protein only,   moderate Fats

· Late stage:

· HIGH  Calorie,  HIGH Carbohydrates,   LOW Protein
3. Skin care
4. Avoid trauma / injury
5. Prevent infection
6. Manage Ascites

· Monitor weight, intake and output, abdominal girth

· Restrict sodium and fluid intake

· Administer diuretics as ordered

· Initially, K – sparing diuretic (spironolactone) is administered.  The client experiences hypokalemia secondary to hyperaldosteronism.  
· Later, K – wasting diuretic will also be administered to prevent hyperkalemia due to prolonged use of potassium sparing diuretic e.g Furosemide

· Administer albumin / IV as ordered

· Assist in paracentesis

7. Manage Esophageal varices


Avoid the following to prevent rupture of the varices:

· Shouting, yelling, screaming

· Straining at stool

· Bending, stooping

· Hot, spicy foods

· Lifting heavy objects

    If bleeding esophateal varices occur:

· Place in semi – Fowler’s position to prevent aspiration

· Suction the mouth

· Administer IVF, blood transfusions, plasma expanders as ordered

· Administer vasopressin as ordered.  This is produce vasoconstriction of splanchnic arterial bed

· Gastric lavage with tap water (room temperature saline) as ordered

· Sclerotherapy 

· Balloon tamponade with the use of Sengstaken – Blakemore tube

· Variceal band ligation

· Portasystemic shunting

· Portacaval

· Splenorenal

· Mesocaval

8. Decrease Ammonia formation

· Restrict protein in the diet

· Duphalac (lactulose) to lower ph in the colon and reduce formation of alkaline ammonia.  It also increases peristalsis so, excretion of ammonia via the feces is enhanced

· Neomycin sulfate to reduce colonic bacteria which are responsible for ammonia formation

· Tap water or NSS enema to remove digested blood from the colon

Blood is protein and will produce ammonia

9. Avoid sedatives and paracetamol.  These are hepatotoxic agents.
10.  Avoid ASA.  This causes bleeding. Eliminate Alcohol
Nursing interventions

1. Provide sufficient rest and comfort.

a. Provide bed rest with bathroom privileges.

b. Encourage gradual, progressive, increasing activity with planned rest periods.

c. Institute measures to relieve pruritus. 

1) Do not use soaps and detergents

2) Bathe in tepid water followed by application of an emollient lotion.

3) Provide cool, light, nonrestrictive clothing.

4) Keep nails short to avoid skin excoriation from scratching.

5) Apply cool, moist compresses to pruritic areas.

2. Promote nutritional intake.

a. Encourage small frequent feedings.

b. Promote a high-calorie, low- to moderate- protein, high-carbohydrate, low-fat diet, with supplemental vitamin therapy (vitamins A, B- complex, C, D, K, and folic acid)

3. Prevent infection.

a. Prevent skin breakdown by frequent turning and skin care.

b. Provide reverse isolation for clients with severe leukopenia; pay special attention to hand-washing technique.

c. Monitor WBC.

4. Monitor/prevent bleeding.

5. Administer diuretics as ordered.

6. Provide client teaching and discharge planning concerning

a. Avoidance of agents that may be hepatotoxic (sedatives, opiates, or OTC drugs detoxified by the liver)

b. How to assess for weight gain and increased abdominal girth

c. Avoidance of persons with upper respiratory infections

d. Recognition and reporting of signs of recurring illness (liver tenderness, increased jaundice, increased fatigue, anorexia)

e. Avoidance of all alcohol

f. Avoidance of straining at stool, vigorous blowing of nose and coughing, to decrease the incidence of bleeding
Peritonitis

· Local or generalized inflammation of part or all of the parietal and visceral surfaces of the abdominal cavity
· Initial response: edema, vascular congestion, hypermotility of the bowel and outpouring of plasma-like fluid from the extracellular, vascular, and interstitial compartments into the peritoneal space
· Later response: abdominal distension leading to respiratory compromise, hypovolemia results in decreased urinary output
· Intestinal motility gradually decreases and progresses to paralytic ileus
· Caused by trauma (blunt or penetrating), inflammation (ulcerative colitis, diverticulitis), volvulus, intestinal ischemia, or intestinal obstruction

· Causes

· Ruptured appendix

· Perforated peptic ulcer

· Diverticulitis

· Pelvic inflammatory disease

· Urinary tract infection or trauma

· Bowel obstruction

· Bacteria invasion

Pathophysiology













Medical management

1. NPO with fluid replacement

2. Drug therapy: antibiotics to combat infection, analgesics for pain

3. Surgery

a. Laparotomy: opening made through the abdominal wall into the peritoneal cavity to determine the cause of peritonitis

b. Depending on cause, bowel resection may be necessary

Assessment findings

1. Severe abdominal pain, rebound tenderness, muscle rigidity, absent bowel sounds, abdominal distension (particularly if large bowel obstruction)

2. Anorexia, nausea, and vomiting

3. Shallow respirations; decreased urinary output; weak, rapid pulse; elevated temperature
· Abdominal pain and tenderness

· Abdominal guarding and rigidity

· Abdominal distention

· Paralytic ileus

· Fever

· Nausea and vomiting

· Signs of really shock:

· Tachycardia

· Tachypnea

· Oliguria

· Restlessness

· Weakness pallor

· Diaphoresis

4. Diagnostic tests

   a. WBC elevated WBC (20,000/cu. mm. or higher)

 b. Hct elevated (if hemoconcentration)
Nursing interventions

1. Assess respiratory status for possible distress.

2. Assess characteristics of abdominal pain and changes over time.

3. Administer medications as ordered.

4. Perform frequent abdominal assessment.

5. Monitor and maintain fluid and electrolyte balance; monitor for signs of septic shock.

6. Maintain patency of NG or intestinal tubes.

7. Place client in Fowler’s position to localize peritoneal contents.

8. Provide routine pre- and post-op care if surgery ordered.
Collaborative Management

· Monitor VS, I and O

· NGT is inserted to relieve abdominal; distention

· Bed rest in Semi – Fowler’s position

· Encourage deep breathing exercises

· Peritoneal lavage with warm saline

· Insertion of drainage tubes

· Fluid, electrolyte and colloid replacement

· Antibiotics

· TPN solutions
Hirschsprung’s Disease (Aganglionic Megacolon)
· Absence of autonomic parasympathetic ganglion cells in a portion of the large colon (usually occurs 4—25 cm proximally from anus), resulting in decreased motility in that portion of the colon and signs of functional obstruction. It is usually diagnosed in infancy. It is also thought to be a Familial disease; more common in boys than girls; associated with Down’s syndrome
· When stool enters the affected part of the colon, lack of peristalsis causes it to remain there until additional stool pushes it through; colon dilates as stool is impacted.

Assessment findings

1. Failure or delay in passing meconium

2. Abdominal distension; failure to pass stool

3. Temporary relief following digital rectal exam

4. Loose stools; only liquid can get around impaction (may also be a ribbon-like stool)

5. Nausea, anorexia, lethargy

6. Possibly bile-stained oro-fecal vomiting

7. Loss of weight, failure to grow

8. Volvulus (bowel twists upon itself, causing obstruction and necrosis) and enterocolitis due to fecal stagnation

9. Diagnostic tests: rectal biopsy confirms presence of aganglionic cells
Nursing interventions

1. Administer enemas as ordered.

a. Use mineral oil or isotonic saline.

b. Do not use tap water or soap suds enemas in infants because of danger of water intoxication.

c. Use volume appropriate to weight of child. 

1) Infants: 150—200 cc

2). children: 250 cc

2. Do not treat the loose stools; the child actually is constipated.

3. Administer TPN as ordered.

4. Provide a low-residue diet.

5. Provide client teaching and discharge planning concerning colostomy care and low-residue diet.

Medical management

I. Drug therapy: stool softeners

2. Isotonic enemas

3. Diet therapy: low residue

4. Surgery

a. Palliative: loop or double-barrel colostomy

b. Corrective: abdominal-perineal pull through; bowel containing ganglia is pulled down and anastomosed to the rectum.
Cancer of the Colon/Rectum (COLORECTAL CANCER)
· Adenocarcinoma is the most common type of colon cancer and may spread by direct extension through the walls of the intestine or through the lymphatic or circulatory system. Metastasis is most often to the liver. It is the second most common site for cancer in men and women; usually occurs between ages 50—60.

·  May be caused by diverticulosis, chronic ulcerative colitis, familial polyposis

Assessment findings

1. Alternating diarrhea/constipation, lower abdominal cramps, abdominal distension 

2. Weakness, anorexia, weight loss, pallor, dyspnea 

3. Diagnostic tests

a. Stool for occult blood positive

b. Hgb and hct decreased

c. Sigmoidoscopy reveals a mass 

d. Barium enema shows a colon mass

e. Digital rectal exam indicates a palpable mass 
Nursing interventions

1. Administer chemotherapy agents as ordered; provide care for the client receiving chemotherapy.

2. Provide care for the client receiving radiation therapy.

3. Provide care for the client with bowel surgery.

COLORECTAL CANCER

· Cause: Unknown

· Predisposing Factors:

· Age above 40 years

· Diet

· Low in fiber

· High in fat, protein and refined carbohydrates

· Obesity

· History of chronic constipation

· History of IBD, familial polyposis or colon polyps

· Family history of colon cancer

· Most Common Site: Rectosigmoid area (70%)

· Assessment
· Ascending (right) Colon Cancer

· Occult blood in stool

· Anemia

· Anorexia and weight loss

· Abdominal pain above umbilicus

· Palpable mass

· Distal Colon / Rectal Cancer

· Bright Rectal bleeding

· Changed bowel habits

· Constipation or Diarrhea

· Pencil or ribbon – shaped stool

· Tenesmus

· Sensation of incomplete bowel emptying

· Duke’s Classification of Colorectal Cancer
· Stage A:  confined to bowel mucosa, 80 – 90% 5 – year survival rate

· Stage B: invading muscle wall

· Stage C: lymph node involvement

· Stage D: metastases or locally unresectable tumor, less than 5% - 5 – year survival rate.

· Guidelines for Early Detection of Colorectal Cancer
· Digital rectal examination yearly after age 40-45
· Occult blood test yearly after age 50

· Protosigmoidoscopy every 5 years after age 50, following 2 negative results of yearly examination

· Collaborative Management
· Surgery 

· Hemicolectomy for ascending and transverse colon cancer

· Abdomino – Perineal Resection (APR) for rectosigmoid cancer

· There are 2 incisions: lower abdomen incision to remove the sigmoid; perineal incision to remove the rectum

· T – binder is used to secure perineal dressing

· Necessitates permanent colostomy 

· Chemotherapy

· Fluorouracil is the most effective drug for colorectal cancer

· Radiotherapy

· Adjuvant treatment for rectal cancer

Medical management: chemotherapy, radiation therapy, bowel surgery
· Colonic Surgery
Pre-op Care

· Provide psychosocial support

· Thorough bowel cleansing

· Diet modification

· Low residue diet 3 to 5 days preop, to reduce the bulk of stool in the colon

· Clear liquid diet 24 hours preop

· Mechanical cleansing

· Laxatives as ordered

· Cleansing enema as ordered

· Pharmacologic suppression of colon bacteria

· Neomycin sulfate tablets to reduce bacterial flora.  (it is poorly absorbed in the colon, thereby enhance excretion of colonic bacteria).

· Vitamin C and K supplement because these are lost during repeated enema administration.


· Types of Colostomies
· Ascending Colostomy

· Stoma is on the right abdomen

· Fecal drainage is watery

· Transverse (Double – Barreled) Colostomy

· The right stoma is also called proximal stoma; closest to the small intestine; drains semi – formed feces

· The left stoma is also called distal stoma; drains mucus

· Transverse Loop Colostomy

· Has 2 openings in the transverse colon, but one stoma

· Indicated in IBD’s
· Descending and Sigmoid Colostomy

· Stoma on the left abdomen

· Fecal drainage is well – formed

· Post-op Care

· Managing the perineal wound (APR)

· May require up to 6 months to completely heal

· Wound irrigations with normal saline and absorbent dressings until wound closes

· Drainage is initially copious and sero-sanguinous, to be drained at regular basis to prevent infection and abscess formation

· T – binder is used to secure perineal dressing

· Sitz baths once the patient is ambulatory 

· Foam pads or soft pillows to promote comfort when sitting

· Side – lying position during sleep

· Stoma Monitoring

· The stoma is pinkish to cherry red and with slight edema for 5 – 7 days

· Dark, dusky, or brown – black stoma indicates ischemia and necrosis

· The stoma should protrude by ½ to ¾ inch over abdomen

· Flatus and fecal drainage usually begin in 3 to 6 days, as peristalsis returns

· Empty the pouch when it is 1/3 to ½ full of stool

· Loop colostomy is opened 48 – 72 hours postop, with cautery at bedside.

· Teaching for self – Care

· Stoma Care

· Gently encourage the client to look at the stoma

· Inform that stoma has no touch or pain sensation

· Instruct to report immediately any purple or black discoloration of the stoma

· Cleanse the stoma initially with antiseptic

· Skin care

· Wash the skin with warm water, pat dry

· Assess skin for signs of irritation or infection

· When pouch seal leaks, change pouch immediately

· Use skin barrier to protect the peristomal skin from liquid stool e.g. karaya preparation

· Skin infection caused by Candida Albicans is treated with nystatin (Mycostatin) powder.

· Colostomy Irrigation

· Initial colostomy irrigation is done to stimulate peristalsis, subsequent irrigations are done to promote evacuation of feces at a regular and convenient time

· Recommendation with sigmoid colostomy

· Initiated 5 to 7 days Post-op

· Done in semi – Fowler’s position; then sitting on a toilet bowl once ambulatory

· Use warm normal saline solution

· Initially, introduce 200 ml. of NSS then 500 to 1,000 ml. Subsequently 

· Dilate stoma with lubricated gloved finger before insertion of catheter

· Lubricate catheter before insertion

· Insert 2 to 4 inches of the catheter into the stoma 

· Height of solution is 18 inches above the stoma

· If abdominal cramps occur during introduction of solution, temporarily stop the flow of solution until peristalsis relaxes

· Allow the catheter to remain in place for 5 to 10 minutes for better cleansing effect; then remove catheter  to drain for 15 to 20 minutes

· Clean the stoma, apply new pouch

· Managing Odor

· Avoid gas – forming and foul odor foods, e.g. dairy products, highly seasoned foods, fish, cabbage, celery, cauliflower, eggs, carbonated beverages, nuts.

· Rinse pouch with tepid water or weak vinegar solution 

· Place deodorant tablet or small amount of mouthwash or a piece of charcoal into the pouch 

· Do not use pulverized ASA – it causes irritation of the stoma and damages the colostomy appliance

· Supporting a Positive Self – Concept

· Encourage to view the stoma

· Encourage to verbalize feelings, fears and concern about stoma

· Encourage to participate in colostomy care

· Encourage to gradually resume all usual activities

· Avoid tight belts or waistbands over the stoma

· Advise to always carry colostomy supplies when traveling

· Resolving Grief

· Encourage client to express feelings of loss

· Explore client’s usual coping strategies for handling grief

· Preventing Sexual Dysfunction

· Explore positions that minimize stress and pressure on the pouch

· Empty and clean the pouch before sexual activity

· Use smaller – sized pouch or pouch cover during sexual activity
· Use of a binder of special underwear to hold the pouch secure
Home care instructions for colostomy
· Instruct the colostomy patient to change the stoma appliance as needed, to wash the stoma site with warm water and mild soap every 2-3 days and to change the adhesive layer as needed. These measures will prevent irritation and excoriation
· Discuss dietary restrictions and suggestions to prevent blockage of the stoma, diarrhea, flatus and odor. Tell patient to start on low fiber diet initially, and then gradually introduce fiber foods.
· Corn, dried beans, onions, cabbage, fish, spicy dishes and some antibiotics can cause odor. Apples, melons, avocados and cantaloupe are additional foods that can cause excessive gas.
· Advise to drink liberal amount of fluids especially in hot weather and diarrhea.
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