Instruction for Use of the Bowel Record & Medication Record (for Laxatives) 

TITLE: Bowel Record 

A. PROCESS FOR USE

The Bowel Record is completed by a RCA/CCA, RN or LPN. It is completed for all residents/patients every shift.   The form is double sided so can be used for 2 months, one month per side. The forms are placed in a binder or other location that is convenient or easily accessible by those staff that complete the form and monitor the results.

Once completed, these forms are stored in either Section 4 of the chart (TCU / 7C / 7D), and in the     section of the chart on other units…

All entries are done in black ink. This form is double sided so it can be used for 2 months.

B. INSTRUCTIONS FOR USE:

1. Individualized Bowel Care Plan Section:

· In the top section of the form there is a box titled “Individualized Bowel Care Plan”. The following information should be outlined in this box to provide a overall, consistent, individualized plan of care that is effective for each resident : the frequency, time and manner of toileting, the time and type of laxative medications, the frequency, type & amount of additional fluids and fiber. Note any unique information, such as agitation associated with bowel care, the presence of a colostomy. Note when it is important to use contact precautions, for example when the resident has C Difficile or MRSA. 

2. Month / Year

· This information is completed by the Unit clerk on the computer or by a staff member in pen every 2 months when the form is renewed.

3. Indicate Fiber Source

· Check any additional fiber sources that are being used for the residents. For example, a resident who gets cereal with added bran in the morning and fruit laxative with lunch and supper, both bran and fruit laxative would be ticked. Details about how much and how often should be included in the bowel care plan section.

4. Time of BM

· For each BM, note the time using the 24-hour clock, in the appropriate space. There is space to note the time for up to 4 BMs. For residents who have more than 4 BMs / day, put an asterisk (*) in the #4 slot and describe the pattern (time, amount & consistency) in the progress notes. 

5. Amount of BM

· The amount of each BM is coded as either small (S), medium (M), or large (L) in the appropriate box. Each code is associated with a range of cup sizes. There is space to note the amount for up to 4 BMs. For example, if a resident had 2 BMs, ½ c at 0900 and 1.5 c at 1330 (1 cup = 250 cc), staff would put an “S” in the #1 box and an “M” in the #2 box.

6. Consistency of BM

· The consistency of each BM is coded as either hard, formed (H), soft formed (S), loose unformed (L) or fluid/watery (F). See the definitions below. Each day has space to code consistency for up to 4 BMs. Only one BM is coded in each space. For example, if the resident has a small stool shaped like a cluster of marbles at 0900 and then a medium amount of stool that has no shape of it’s own and spread over the bed pan at 1330, staff would put an “H” in the #1 box and a “L” in the #2 box. Put an asterisk (indicating documentation in the Progress Note) or tick in the “Other” column whenever you note whenever you note an unusual or abnormal change in consistency or colour of the stool, for example, when there is blood or mucous in the stool or the stool is black or yellow. Also use the “other” slot when the resident returns enema fluid but not stool following an enema.

· Hard formed (H) – has a hard or firm texture and retains it’s shape like a banana, cigar or marbles.

· Soft formed (S) – retains same general shape, does not spread over bottom of pan or toilet; has texture like peanut butter.

· Loose, unformed (L) – lacking shape of it’s own, spreads over bottom of pan or toilet; has texture like hot cereal.

· Fluid / watery (F) – like water or gravy; may have flecks of stool.

7. Fecal Oozing

· Is defined as the involuntary passage of small amounts of stool or the staining of briefs with a small amount of stool over time and is indicative of possible impaction or neurological problems. Place a check in the box on the appropriate day if the resident is oozing stool and document frequency, amount and consistency in the progress notes. Fecal oozing requires assessment and treatment.

8. Incontinent Formed Stool

· Is defined as the involuntary passage of formed stool. Fecal incontinence, except in residents who are unable to be toileted, is a problem and requires assessment and treatment.

· Place a check in the box if this occurs.

9. Rectal Examination – 

· If a rectal examination is performed, place a check in the box on the appropriate day and document the rationale for the exam and the findings in the progress notes.

10. Manual Disimpaction

· If a manual disimpaction is performed, place a check in the box on the appropriate day and document in the progress notes. Information about the rationale for the exam, any untoward events during the exam such as rectal bleeding and the findings (amount and consistency of stool) must be documented.

11. Time of Suppository

· Next to the type of suppository used (either Glycerine or Dulcolax) note the time that the suppository was given. Any information about amount and consistency of stool returned is noted in the sections above.

· The nurse who administers the suppository charts in the MAR.

12. Time of Enema

· Next to the type of enema given (either fleet, microlax or Other), note the time that the enema was given. Any information about amount and consistency of stool returned is noted in the sections above. Put an asterisk (indicating documentation in Progress Notes) or tick in the “Other” slot if any type of enema, other than a Fleet or Microlax is given, e.g. oil retention enema.

13. Initials

· All staff completing the bowel record for a specific resident must sign their initials in the box for the correct shift on the appropriate day. If the resident did not have a BM or bowel treatment on a specific day and there is nothing noted on the form, the staff initials indicate that the staff member has monitored the resident’s bowels.

TITLE : Medication Record for Bowel Protocol

INSTRUCTIONS FOR USE:

· This form is used following admission to assess whether residents require the use of laxative to assist with defecation and, if so, to establish a pattern for use. 

· The medications on this form are those used in the physician ordered “Bowel Care” on the Physician’s Prepared Orders. If residents are admitted on laxatives that are not included in the Senior’s Health Bowel Care orders and they wish to continue with these medications, they must be ordered by the physician on admission. If the resident is admitted on other laxatives but the physician has ordered the Senior’s Health Bowel Care orders, the nurse must use clinical judgment to choose the type and frequency of laxative that best meets the patient’s / resident’s needs. The nurse establishes a suitable plan for the patient / resident based on the choice of PRN laxatives over the 4 – 6 week period.  

· This form is used during that time to help with decision making around an effective laxative regime if it is needed. If the nurse determines that the resident requires a laxative on a regular or PRN basis, this information is sent to the pharmacy and the laxative regime is included on the MAR.

· The form is double sided and is started on the date of admission. Because the form is double sided there will always be at least 4 weeks space to develop a plan.

· The form is completed by the RN and/or LPN and is placed in a location that is convenient and easily accessible by the staff that complete the form.

· Once completed, the forms are stored in Section 4 of the chart on 7CD & TCU and in the    section of the chart on other units. All entries are done in black ink.  

PROCESS FOR USE:

1. Month / Year

· This information is completed by the Unit clerk on the computer or by a staff member in pen every 2 months when the form is renewed.

2. Time

· Indicate the time that the medication is administered. Each medication has three time slots for each day. See note on form.

3. Day of month

· Start to complete the form within 3 days of admission. 

4. Type of Oral or Rectal Laxative

· Sign your initials & time in the appropriate box to indicate the date and type of medication given. If there is a dosage range of medication that can be given, note the amount actually given in the box, e.g. note whether 15 or 30 ml of Lactulose is given next to your initials.

5. Fruit Laxative

· If fruit laxative is given to the resident, initial the appropriate date and time slot and also note the amount next to your initials.
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