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ABSTRACT

Patients in the intensive care unit are critically ill and are commonly on life support systems
such as mechanical ventilation medication to stabilise their haemodynamic parameters.
They are usually unable to eat or drink and are fed through a nasogastric or naso-enteric
tube. With the priority being resuscitation and life support, normal physiological functions

and requirements can be over ridden, one of which is bowel function.

There are no set guidelines nationally recognised for the management of the bowel. But
most institutions have a bowel protocol in order to facilitate and promote the bowel function
of these patients. Despite this, anecdotal evidence indicates bowel management is often

overlooked or ignored.

The aim of this study was to investigate the attitudes and awareness of the nurses working in
the intensive care setting towards the bowel protocol used for the critically ill patients from
the level 11l intensive care units of three different public hospitals (Appendix 1). A simple
descriptive design in the form of an online survey was conducted for the nurses working in
the intensive care unit. Data were analysed using simple descriptive statistics and qualitative

data a content analysis.

The findings of this study indicated that even though many of the nurses were experienced,
there still remain concerns regarding bowel management with issues of lack of knowledge

and awareness, lack of accountability and responsibility and poor attitudes of staff.



Recommendations were made to increase education and staff awareness with regular audits
and vigilant supervision. Also further studies related to this concept are recommended

preferably in a different setting.

Xi



Introduction



Introduction

This thesis reports on a research study that investigates the attitudes and awareness of nurses
working in the intensive care unit regarding the bowel protocol used for critically ill

patients.

This chapter introduces and briefly outlines the context and purpose of the study. It also
provides a statement of the research question, aims and objectives, the significance and the

assumptions of the study. Also the terms used in this study are defined.

Context of the Study

Critically ill patients admitted to the intensive care unit often face various complications
secondary to the treatment modality; one of those problems is often the alteration of bowel
function. Bowel function is often overlooked and given the lowest priority when it comes to
the management of the patient (Chang et al. 2006; Ritchie et al. 2008). As a result, improper

functioning of the bowel affects patient outcomes (Ritchie et al. 2008).

Regular assessments of bowel function and management of bowel care elimination have
shown to improve patient outcomes (McPeake, Gilmour & Maclntosh 2011; Ritchie et al.

2008). The responsibility for this function lies with each nurse caring for the patient.

Purpose of the study

The aim of this study was to investigate the attitudes of nurses working in the Intensive Care
Unit (ICU) regarding the bowel regime used for critically ill patients. Anecdotal evidence
and literature (Ritchie et al. 2008) suggests that bowel care is less optimal. Therefore the
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study focussed on the possible reasons as to why the bowel protocol was being ignored or

not carried out rigorously as directed by the protocol.

Research Question

The research question posed was:
Are nurses working in the Intensive Care Unit (ICU) aware of a bowel protocol
available in their working environment and what are their attitudes concerning

this protocol?

Aims and objectives
Aim:
The overall aim of the study was to identify the attitudes and awareness of nurses

working in the intensive care unit regarding the bowel protocol for critically ill

patients.

Obijectives:

The objectives of this study were

» To find out whether the nurses are aware of the bowel protocol or bowel
management guidelines used for the patients in the intensive care unit.

» To identify the attitudes of nurses regarding bowel care in intensive care
patients.

» To discover if nurses recognise the complications associated with poor bowel
care in critically ill patients.

» To highlight if nurses identify the importance of implementation of the bowel
protocol for critically ill patients.

» To develop an understanding as to why nurses do not adhere to the bowel

protocol.



Significance of the study

It was anticipated that the findings of this study will improve the nursing care and standards
by increasing the contemporary knowledge in the importance of proper bowel management
in the critically ill patients. Bowel care is often overlooked and ignored in clinical setting
(Ritchie et al. 2008). It is hoped that the results of this study will encourage nurses to
consciously integrate bowel care into their practice and hence to think and act in a
professional manner by caring for the patients in a holistic manner. It will be a guide to
clinical nurse educators as they can focus on areas that will improve the sensitive areas of

nursing care provided to the patients in the critical care setting.

Assumptions

Based on the literature and personal experiences it was assumed that nurses do not consider
bowel care to be important, hence it is ignored (Chang et al. 2006). It was assumed that
nurses working in the ICU were representative of the population targeted in the study.
Furthermore that the respondents completing the survey have truthfully answered the

questions.

Definition of terms

These are the terminologies used in this thesis for a detailed understanding of the concepts.

» APACHE I1: Acute Physiology And Chronic Health Evaluation (Version 2) is a
scoring system used to assess the severity of medical illness of patients admitted to
the Intensive Care Unit. It is also used to predict the in-hospital death for patients in
the ICU (Bouch & Thompson 2008).

» Bowel Protocol: The bowel protocol is a written guideline regarding the bowel
management of patients in the ICU and is expected to be followed in order to prevent

further complications.



Defecation: Defecation is the process of emptying and the excretion of the waste
products from the digestive tract via the bowel (Smith, Duell & Martin 2008).
Endotracheal tube: An endotracheal tube is a tube inserted for airway purpose
either through the nose or the mouth to facilitate ventilation (Curtis 2010).

Enteral tube: An enteral tube is a tube placed in the alimentary canal of patients
who are unable to eat or drink orally in order to deliver nutrients (Curtis 2010).
Glasgow Coma Scale (GCS): The Glasgow Coma Scale is a scale used to measure
the level of consciousness in critically ill patients. It is mainly used for the head
injury patients. It consists of three main components - eye opening, verbal response
and motor response. The total score is 15. A score of 7 or less indicates coma (Curtis
2010).

Inotropes: An inotrope is a type of medication used in critically ill patients to
increase heart muscle contraction (Curtis 2010).

Intensive Care Unit (ICU): The Intensive Care Unit is a specialised unit of a
hospital where seriously ill patients are closely monitored and treated by the use of
high technical monitoring devices and equipment and specially trained medical and
nursing staff (Curtis 2010).

Mechanical ventilation: Mechanical ventilation is the use of a machine used to
improve the exchange of air between the lungs and the atmosphere and is often
called a ventilator (Curtis 2010).

Nasogastric tubes: A nasogastric tube is a type of enteral tube used for short term

feeding purposes in patients unable to eat and drink orally (Curtis 2010).



Outline of the study

This chapter introduced the reader to the reported study and provided an overview of the
background to the study, the purpose of the study, the statement and research questions and

the significance of the study.

The second chapter will describe the anatomy and physiology of bowel, the importance of
bowel care in various populations, the types of patients admitted to the Intensive care unit. It

will also describe the various studies that are conducted related to these aspects.

The third chapter will describe the methodology used for this study. There is a detailed
description and explanation of the research design used for this research study. Ethical
issues, data gathering instruments, issues of validity and reliability and statistical analysis

are also described in this chapter.

The fourth chapter will present the results of the data analysis. There will be a graphical and
narrative representation of the statistical figures and will also describe the concepts and

issues that have emerged using content analysis.

The fifth chapter will provide discussion based on the existing literature. This chapter will
also include restatement of the problem, summary description of the procedure, major

findings and their significance, study limitations and recommendations for further research.



Conclusion

This chapter introduced the topic of the research and the researcher’s area of interest. An
overview of the context was also provided. Bowel management being the least priority and
ignored in super specialised areas, increases the risks of patient’s morbidity and mortality in
the long term run (Robinson & Wright 2013, pers. comm., 2" February). The aim was
therefore to investigate the attitudes and awareness of nurses working in the intensive care
setting regarding the bowel protocol used for critically ill patients. The research question
which was the focus of the study — Are nurses working in the Intensive Care Unit (ICU)
aware of a bowel protocol available in their working environment and what are their

attitudes concerning this protocol?



Literature Review



Introduction

This literature review highlights the different research relevant to bowel management, its
importance in the different groups of patient population focusing especially on critically ill
patients. The research is critiqued and the gap in the literature identified and an argument
developed regarding the need of this study. The researchers have identified that prior to the
formulation of bowel management protocol there were no guidelines to prescribing and
administering aperients (Chang et al. 2006; McPeake, Gilmour & Maclintosh 2011). The
bowel protocol is designed to improve the management of care of patients in the intensive
care unit. No study has been carried out specifically that has evaluated the knowledge base
of the nurses who are primarily caring for these patients. Hence, it has created an
opportunity for the researcher to focus on the aspect of the background knowledge the
nurses working in the Intensive Care Unit have in relation to the bowel protocol used for the

critically ill patients

Search Strategy

A search of the literature was performed using the databases Cumulative Index of Nursing
and Allied Health Literature (CINAHL), PubMed, Medline, OVID, SCOPUS, Joanna

Briggs Library and Cochrane Library.

For searching articles in PubMed, Medical Subject Headings (MeSH) terms were used

guided by the logic grid below:

Bowel care Critically ill patients Nursing
Bowel care* Intensive care patients Nurses
Bowel management Mechanically ventilated | ICU nurses
Bowel protocol patients Nurs*




Constipation ICU patients™
Diarrhoea Acutely ill patients
Laxatives

Faecal incontinence

Boolean phrases were selected in the search options like ‘AND’ ‘OR’. For example,

(Bowel management OR Bowel care OR Bowel protocol OR Constipation OR Diarrhoea

OR Faecal incontinence OR Laxatives OR Bowel care*)
AND

(Intensive care unit OR Critically ill patients OR ICU patients* OR Mechanically ventilated

patients OR Acutely ill patients)
AND
(Nursing OR Nurse OR ICU nurses OR Nurs*)

The three sets of terms were copied and pasted into the three ‘Advanced Search’ boxes and

then the search was performed.

Selection of the literature was performed based on the dates the articles were published.
Articles written in English and published within the past 10 years (2003 to 2013) were taken

into consideration. Only peer reviewed articles relevant to this topic were selected.

In order to appreciate the importance of bowel management, it is necessary to have an

understanding of the anatomy and mechanisms involved in normal bowel function, the
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acuity of patients admitted to the ICU, the importance of proper bowel management in these
patients and how it impacts on the different patient population groups in the Intensive Care

Unit (ICU) when these functions are interrupted.

The gastrointestinal tract

In human beings, the gastrointestinal tract is a hollow tube that extends from the mouth to
the anus and is approximately five metres long. It is divided into two sections consisting of
the upper and the lower gastrointestinal tract (Smith, Duell & Martin 2008). The upper
gastrointestinal tract includes the oesophagus, stomach and duodenum and the major
function is food processing. The lower gastrointestinal tract consists of the small and large

intestine. The function of this tract is to process and absorb the nutrients.

The Bowel

The terminology used for the intestine is bowel or gut (Smith, Duell & Martin 2008).

Anatomy

The bowel is a tube like hollow structure that extends from the stomach to the anus
(McFerran 2004). The small intestine is composed of the duodenum, jejunum and ileum
(Smith, Duell & Martin 2008). The large intestine is composed of the caecum, colon and
rectum (Smith, Duell & Martin 2008). The caecum includes the ileo-caecal valve and the
appendix (Smith, Duell & Martin 2008). The colon is divided into ascending, transverse,
descending and sigmoid (Smith, Duell & Martin 2008). The distal end of rectum, called the
anal canal, contains the internal and external sphincter muscles (Smith, Duell & Martin

2008).

Physiology of the bowel
The longitudinal and circular muscles along with the peristaltic activity help to mechanically

churn the food bolus (Urden, Stacy & Lough 2010). The muscular sphincters and valves
11



located at strategic points through the intestinal tract prevent reflux of contents. The
peristaltic waves along with rhythmic segmentation allow maximum contact between the
food and the bowel wall initiating chemical reactions resulting in digestion and absorption

(Smith, Duell & Martin 2008).

The peristaltic activity and the secretory functions are controlled by the sympathetic and
parasympathetic nerve fibres (Smith, Duell & Martin 2008). Sympathetic stimulation
inhibits colonic activity and constricts the anal sphincters. The internal sphincter is
stimulated by the sympathetic nerve fibres with the external anal sphincter under voluntary
control (Smith, Duell & Martin 2008). The parasympathetic system innervation increases
the activity and secretion of the colon and relaxes the anal sphincters allowing for defecation

(Urden, Stacy & Lough 2010).

Functions of the bowel

The four major functions of the bowel include digestion, absorption, storage and excretion

(Urden, Stacy & Lough 2010).

The process of digestion takes place by breaking down the large molecules into smaller ones
which enhance intestinal absorption (Fulbrook & Grealy 2007; Smith, Duell & Martin
2008). The bowel absorbs the nutrients from the food into the body (Fulbrook & Grealy

2007; Smith, Duell & Martin 2008).

The waste products are stored in the bowel until they are emptied from the body in the form

of faeces or stool (Smith, Duell & Martin 2008). The act of defecation is that the waste
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products are emptied and excreted from the digestive tract via the bowel (Smith, Duell &
Martin 2008). This process is a result of controlled and uncontrolled series of complex
physiological processes. The pattern of defecation varies from person to person and can

occur from several times each day to two to three times a week (Hurnauth 2011).

Acuity of patients in ICU

Patients are admitted to the intensive care unit (ICU) in order to be treated for their serious
to life threatening conditions. These patients encompass different background in terms of
their age, past medical history, current health status, reason for admission and the severity of
their illness. In order to standardize the physiological variables, predictive scoring systems
are used (Celinski & Jonas 2004). These systems measure the severity of disease and the
prognosis of patients in the ICU. At the same time, these systems help in clinical decision
making — to predict outcome, cost-benefit analysis, withdrawal of treatment, to monitor and
assess the effectiveness of new therapies; population sample comparison in research studies
and for the comparison between different ICUs. One of the most popular acuity scoring
systems in the intensive care unit is Acute Physiology and Chronic Health Evaluation

(APACHE) version 1l (Bouch & Thompson 2008; Miller et al. 2011).

APACHE Il was revised by Knaus et al. (1985) and has four main components — acute
physiology score, chronic health evaluation, age of patient and urgency of admission to the
ICU. The acute physiology score is based on twelve physiological variables — ‘temperature,
mean arterial pressure, heart rate, respiratory rate, oxygenation, arterial pH, serum sodium,
serum potassium, serum creatinine, haematocrit, white blood cell count and Glasgow Coma
Score’ (Celinski & Jonas 2004, p. 95). Each of the variables attracts points depending on the

range outside the normal values. The measurement is carried out during the first 24 hours of
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admission to the ICU. The higher the score the higher the risk of hospital death (Hashem et

al. 2008).

Patient Population in ICU

The patients in the ICU suffer from various conditions and are treated differently based on
their presenting complaints and physiologic abnormalities. Patients admitted to ICUs are
generalised critically ill patients such as shocked patients, septic, trauma, post-surgical
recovery, single or multi-organ failure and poisoning (Department of Health 2013). They
also include patients with spinal injury and elderly patients. Patients from each of these

categories face different problems regarding their bowel functioning.

Critically ill patients

Patients in the intensive care unit are generally critically ill, hemodynamically unstable and
have multiple organ dysfunction (Li, Wang & Ma 2012). They are supported by various
lifesaving high technology machines such as ventilators, renal dialysis units, pacemakers;
medications and other major high risk procedures. Treatment is based on the presenting
signs and symptoms, and may involve complex activities like assisting patients to breathe
and ventilate via mechanical ventilation, administration of inotropes to improve the blood
pressure and contraction of the heart, replacement of electrolytes and the use of renal
replacement therapies such as dialysis (Asai 2007; Ritchie et al. 2008). Subsequently, bowel

management can often be overlooked (Ritchie et al. 2008).

Stroud (2007) describes how acute illness increases the metabolic rate and impairs the
utilisation of nutritional substrates thus exacerbating the patient’s poor nutritional status.
Critically ill patients often have a decreased oral food intake before the ICU admission due

to decreased appetite, gastrointestinal symptoms, anxiety, or other medical and surgical
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factors. In addition, restricted dietary intake secondary to ‘nil by mouth” status for different
diagnostic and therapeutic procedures or the non-commencement of nasogastric feeds
exacerbates the problem (Singer et al. 2009). Good bowel care improves patient comfort and

helps in reducing nausea and vomiting (Fulbrook & Grealy 2007).

The frequent use of specific drugs such as corticosteroids and neuromuscular blockade to
treat critically ill patients increases skeletal-muscle breakdown and wasting (Singer et al.
2009). Diuretics cause increased urinary loss of electrolytes, water-soluble vitamins and
minerals. The side effects of antibiotics to treat infection and the use of opioids and
analgesia for pain and discomfort can affect the bowel, leading to either constipation or
diarrhoea (Brock et al. 2012). Vasopressor therapy such as use of inotropes and
vasopressors to increase blood pressure reduces blood flow to the splanchnic system and can
cause stress ulcers, ileus, malabsorption and bowel infarction in hypotensive and shock
patients (Hollenberg 2011). Patients in the intensive care setting generally have limited

mobility or no mobility at all, reducing gut motility.

Despite bowel care being one of the essential aspects of nursing care of intensive care
patients, it appears that much of the time it is neglected as the focus is primarily on the
haemodynamic stability of the patients. It has been reported that bowel assessment is
inadequately performed due to its low priority in the workload of the nurses working in the
intensive care unit (Bayliss & Salter 2004). Nursing interventions for bowel care are based
mostly on routines and practices in critical care setting and there is very little research

evidence to support efficient bowel care (Rogers 2008).
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Elderly patients

Elderly patients quite frequently suffer from intestinal complaints which can impact the
quality of their life (Spinzi 2007). Older people experience a decline in the enjoyment of
food due to loss of teeth, ill-fitting dentures and decreased taste sensation which can lead to
poor nutrition (Reginelli et al. 2008). There is decreased gastrointestinal motility due to
degeneration of the gastric mucosa with resultant decreased secretion of the enzymes
leading to decreased absorption of food and vitamins (King 2005; Reginelli et al. 2008).
Due to all these changes elderly patients complain of loss of appetite, nausea, vomiting and
constipation (Reginelli et al. 2008). These patients should be encouraged to follow
pharmacological and non-pharmacological measures. Pharmacological measures include use
of laxatives and aperients (Spinzi 2007). Non-pharmacological measures include exercise,
increased intake of a high fibre diet, encouragement of a bowel routine and increasing fluid
intake (Spinzi 2007). Even though non-pharmacological measures seem difficult to be
carried out in an ICU setting there can be areas of improvisations such as administration of

feeds containing high fibre and fluids.

Spinal injury patients

The spinal cord injury patients often confront problems with eliminating waste products
from the intestine. Damage to the spinal cord at a particular level may result in an inability
to control the bowel reflex when the rectum is full, or the reflex to empty the bowel may be

totally lost. This results in a reflexive or a flaccid bowel (Ash 2005).

When the spinal cord injury is above the level of 12" thoracic vertebra (Ty12), the patient may
no longer be able to detect a full bowel (Ash 2005). The anal sphincter remains closed but
will open when the rectum is full. When the spinal cord injury is below the level of Ty,
there may be damage to the defecation reflex (Ash 2005). The anal sphincter muscle stays

relaxed and thus the sphincter remains open.
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In both these cases, it is important to assist regular emptying of the bowel to prevent
constipation and impaction. This may be seen as a low priority in patients admitted to the
ICU. Hence, spinal injury patients need to have a set bowel management programme that

assists in regular emptying of the bowel (Ash 2005).

Importance of bowel care in ICU patients

Worsening APACHE scores and failure of one or more organ in the critically ill patients;
often leads to the improper functioning of other organs, one of which is the bowel. The role
of bowel care varies according to the different population groups in the ICU. Patients are
sedated, paralysed, immobile and malnourished secondary to the treatment given in the ICU.
To improve the nutritional status they are usually fed via nasogastric or enteric tubes
(Griffiths & Bongers 2005). The normal mechanism of digestion is affected and results in a
negative effect causing further bowel problems. The non-functioning of the bowel can also
be due to paralytic ileus, bowel surgery and gastro-intestinal abnormalities (Kattoda 2013,

pers. comm. 12 January).

Common problems faced by the intensive care patients

Critically ill patients often experience bowel problems secondary to the physiological
processes, therapeutic and pharmacological measures used during the critical phase of their
life. Constipation and diarrhoea are the most common and present major problems for
intensive care patients. At the same time, critically ill patients may also confront faecal
incontinence and non-defecation despite the administration of enteral nutrition, prokinetics

and laxatives (Bishop et al. 2010).
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Constipation

One of the most common problems facing the patients in the intensive care unit is
constipation. Constipation may be defined as a decrease or absence of bowel movement for
days, where the dry and hard stool is usually very painful or difficult to expel (Fulbrook &

Grealy 2007).

Immobility is one of the causes of constipation in critically ill patients. Patients in the
intensive care are generally bed-ridden due to their unconscious state, haemodynamic
instability, dependence on medications controlling their blood pressure and heart rate,
attachment of various monitoring lines and cables and decreased muscle power and strength
due to sedatives and analgesics. Nursing patients in supine position also nullifies the impact
of gravity on faecal evacuation (Bishop et al. 2010). Regular and timely positioning of the

patients is encouraged for critically ill patients.

During the period of critical illness there is an increase in the capillary permeability with the
leakage of albumin to the extravascular space and with alterations in the electrolytes, there
is thus an increased retention of salt and water causing dehydration in these patients.

(Cereda et al. 2010). A cautious correction of the fluid imbalances is necessary.

Lack of fibre is another cause of constipation in this group. Critically ill patients have
increased energy requirements due to protein breakdown and synthesis secondary to their
disease processes (Griffiths & Bongers 2005). It is therefore necessary to support the
patient’s nutritional requirements by feeding them either through an enteral feeding tube or
through the parenteral route (Ferrie & East 2007). Enteral feeding is the preferred method as

18



it is the normal physiological process for the critically ill patients (Sekino et al. 2012). There
are various methods of enteral feeding techniques used depending on the need of patients
such as nasogastric, post-pyloric, gastrostomy and jejunal feeding. In the intensive care unit,
the types of enteral feed depend on the calorie requirements of the patients and are
suggested by the dietician of the unit. Enteral feeds are promoted for critically ill patients to
meet the nutritional requirements and to enhance normal bowel functioning but these feeds

lack fibre (Ferrie & East 2007).

Hence, immobility, dehydration and lack of fibre in their diet increase the risk of
constipation in intensive care patients. Opioids have a marked effect on the gastrointestinal
motility and delay the return of gastrointestinal function and gastric emptying (Miedema &
Johnson 2003; Sawh et al. 2012). Use of various categories of drugs like sedatives and
analgesics administered to relieve pain and discomfort is known to induce constipation in
critically ill patients (Lat, Foster & Erstad 2010). The use of diuretics, calcium channel
blockers, analgesics and anticonvulsants also significantly increase the risk of constipation

(Fulbrook & Grealy 2007; Lat, Foster & Erstad 2010).

Effects of constipation in the critically ill patients
Constipation can cause various effects on the respiratory, cardiovascular, gastrointestinal

and neurological systems of the body.

The effects of constipation in critically ill patients are inter-related. The signs and symptoms
affecting the gastrointestinal system are abdominal distension, nausea, vomiting and feed
intolerance. Abdominal distension affects the normal respiratory mechanism by splinting

the diaphragm which prevents inadequate expansion of the lungs, increasing the respiratory
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rate resulting in ineffective gas exchange. Decreased oxygen supply to the cardiovascular
system results in tachycardia (increased heart rate) and hypertension (increased blood
pressure). Constipation also affects the neurological status causing restlessness, agitation
and confusion (Masri, Abubaker & Ahmed 2012; Mostafa et al. 2003). Studies have found
that constipation may result in failure to wean from mechanical ventilation, prolonged ICU
stay and increased mortality (Mostafa et al. 2003; van der Spoel et al. 2007). The incidence
of constipation in intensive care patients is reported to be between 16% and 83% (McPeake,

Gilmour & Maclintosh 2011).

Diarrhoea

Diarrhoea is quite commonly seen in critically ill patients and often affects the fluid and
electrolyte balance in the patients leading to the deterioration in their physical condition
(Wiesen, Gossum & Preiser 2006). There is no general consensus of diarrhoea definition is
used in the clinical setting (Lebak et al. 2003; Martin 2007; Sabol & Carlson 2007; Whelan,
Judd & Taylor 2003). Definitions of diarrhoea currently used are based on the frequency,

consistency, weight and volume of the stool (Wiesen, Gossum & Preiser 2006).

According to Wiesen, Gossum and Preiser (2006, p. 149), diarrhoea is defined as ‘... having
three or more loose or liquid stools per day with a stool weight greater than 200-250 ml per

day’.

Diarrhoea in critically ill patients can be due to various factors like drugs, antibiotics, enteral
feeding, infection due to clostridium difficile and physiological factors associated with stress
(McPeake, Gilmour & Macintosh 2011). The co-morbidities, severity of illness and

diagnosis can also be contributing factors for diarrhoea in the critically ill patients.
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Diarrhoea in intensive care patients can be crucial as it causes fluid and electrolyte
imbalances. Fluid and electrolyte imbalances of ICU patients secondary to diarrhoea often
result in haemodynamic instability. Impaired skin integrity is one of the most common
effects of diarrhoea in the critically ill patients. Frequent cleaning of the skin removes the
normal flora present on the skin resulting in skin excoriation and delays the wound healing
process. As nutrients are not absorbed, malnutrition is noted in ICU patients (Ferrie & Daley
2011; Ferrie & East 2007; Rees & Sharpe 2009; Wiesen, Gossum & Preiser 2006; Yassin &

Wyncoll 2005).

Faecal incontinence
Faecal incontinence is one of the other problems faced by the critically ill patients. Faecal
incontinence can be defined as an involuntary release of bowel products or gas through the

anus (Beitz 2006; Hurnauth 2011).

Faecal incontinence is quite common in the general population (Hurnauth 2011). There is at
least one episode of faecal incontinence among patients during their stay in the critical care

unit (Beitz 2006; Hurnauth 2011).

Faecal incontinence may be caused by any of the following: structural ano-rectal
abnormality, neurologic disorders like spinal cord injury or disease, multiple sclerosis and
stroke, constipation secondary to diet and medications, behavioural or cognitive dysfunction
like dementia or learning disabilities, gastrointestinal disorders like Crohn’s disease and

irritable bowel syndrome and acute medical illness (National Collaborating Centre for Acute
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Care 2007). For ICU patients sedation, nasogastric feeding, antibiotic therapy and

mechanical ventilation increase the incidence of faecal incontinence (Hurnauth 2011).

Non-defecation

Bowel sounds are an indicator of gastrointestinal motility. Normal bowel sounds may vary
between five and 35 sounds/min (Bickley & Syilagyi 2009; Li, Wang & Ma 2012). The
clinical significance of abnormal bowel sounds is not clear. Many critically ill patients have
decreased bowel activity due to their disease processes. Use of sedatives and opioids result

in gastric dysmotility and delay gastric emptying (Herbert & Holzer 2008).

Some critically ill patients may not have any bowel motions despite enteral nutrition,

frequent use of laxatives and prokinetics (Bishop et al. 2010).

Many patients are unwell for several days before they are admitted to the hospital. During
this period they often have limited oral intake due to decreased appetite, stress and the
physiological processes of their illness (Bishop et al. 2010). Malnutrition occurs in 40% of
patients admitted to the intensive care unit (Barr et al. 2004). In some of the cases, patients
have to undergo bowel preparation as a part of an elective procedure or surgery. As a result,
in the post-operative phase, they may not have anything to evacuate (Bishop et al. 2010).
Non-defecation in critically ill patients was determined by Bishop et al. (2010) in a pilot
observational study of patients (n= 44) who were mechanically ventilated for more than 24
hours in a tertiary intensive care unit. The results showed that in a total of 274 ventilation

days, there were 168 days with no defecation and 101 days with loose stools.

Due to all factors presented, it is important to acknowledge that it is the responsibility of the

intensive care nurses to alleviate those complications that can be controlled and prevented to
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a greater extent. Various research conducted has proven that implementation of a bowel
protocol in the intensive care unit can reduce the mortality and morbidity of the patients.
However, in reality the bowel problems of the intensive care patients are often neglected or
overlooked (Ritchie et al. 2008). The reasons that are presumed to be the cause of bowel
negligence is inadequate knowledge and awareness, lack of staff motivation, time
constraints or an absence of a bowel management guideline or protocol (Dorman et al. 2004;

McPeake, Gilmour & Maclintosh 2011).

Research indicates that there is a need for set guidelines for bowel care. Dorman et al.
(2004) conducted a study in an intensive care unit related to bowel care. They conducted an
audit to discover whether problems with bowel care existed. The researchers found that the
assessment of bowel sounds was very poorly structured; there was a lack of appropriate
documentation and poor bowel management prevailed. A bowel protocol was formulated
and implemented by nurses with medical staff and within a period of six months, nursing
staff were educated regarding its implementation. A copy of the bowel protocol was made
available at each bedside. After the period of six months, an audit was conducted by these
researchers who found that the assessment skills had improved and the bowel management
in that unit had become properly structured. These results were supported by a more recent
study by McPeake, Gilmour and Maclintosh (2011) who conducted a three phase
triangulation study, added that the introduction of a Bowel Management Protocol can
increase documentation of bowel care and reduces the complications of constipation and
diarrhoea in critically ill patients. However, the literature does not indicate if such a change

is maintained in the longer term.
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It is suggested by researchers that the existence of a Bowel Management protocol in
critically ill patients could assist the clinicians in reducing the incidence of complications
associated with poor bowel management (Dorman et al. 2004; Knowles et al. 2010). There
are very limited studies focussing on the bowel management systems in the critically ill
patients. All of these studies were based on an individual hospital or a specific intensive care
unit so the results are variable. The studies were not nationally conducted hence the results

and conclusions cannot be generalised.

With experience it is noted that the existence of a bowel protocol itself is insufficient for
good practice. In order for the implementation to take place appropriately, it is important
that the nurses working in the ICU are aware of the factors causing constipation and
diarrhoea. They also need to be aware of the complications arising if these symptoms are not

appropriately identified and treated.

Since patients in the intensive care unit are generally intubated and dependent on
mechanical ventilation, the communication process is interrupted. Patients who are
conscious and awake during their period of mechanical ventilation are unable to verbalise
their feelings and experiences and often seem to be restless, agitated and uncomfortable. In
reality, it was noted that nurses may misinterpret these signs as a side-effect of non-effective
sedation or analgesia (Wilson & Robinson 2013, pers. comm., 16™ March). It may be that

these patients are experiencing discomfort secondary to constipation or diarrhoea.

There appears to be a gap in the literature regarding the attitudes, knowledge and awareness

of nurses working in the intensive care unit (Wilson, Ward & Buttery 2013, pers. comm., 21
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June). It is important for intensive care nurses to be aware of the bowel regime, and to
recognise the need to initiate and adhere to bowel management as they are the ones working
most closely with the patients. In doing this there could be a decrease in the mortality and
morbidity of the intensive care patients. Intensive care nurses must have a comprehensive
knowledge of the consequences of inappropriate and inadequate bowel management in the
critically ill patients. In addition, they may not be aware of whether the ways they manage
bowel dysfunction are best practices or are the most appropriate method for their patient. It
is the responsibility of the intensive care nurse to assess and determine the patient’s bowel
habits and provide bowel care based on the needs of the patient (Ward, Wilson & Kattoda
2013, pers. comm., 5" June). There is no research investigating the nurses’ knowledge and
attitude regarding the bowel protocol used for intensive care patients. Understanding the
knowledge and attitudes of the nurses regarding the bowel protocol would guide the
Intensive Care nurses in taking appropriate steps and measures to enhance and improve the

quality of nursing care and treatment provided to the critically ill patients.

Hence, this research study aimed to investigate the attitudes and awareness of bowel
protocol amongst nurses based in the intensive care unit in order to improve practice and

prevent complications in critically ill patients.

Conclusion

This chapter provided a brief description of the anatomy, physiology and functions of the
gastrointestinal tract as an aid to understanding the normal functioning of the bowel. An
explanation of the acuity of patients and the population groups admitted to the ICU,
importance of bowel care and the common problems faced by these groups with a detailed

description on the studies conducted on bowel protocols is discussed. The literature review
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identified a gap in the literature and focused on the aspect of the background information the
nurses should be aware of in regards to the existence, importance, need and regularity of

bowel protocol in the Intensive Care Unit.

The following chapter will discuss the methods used to conduct the study including research

design, sample recruitment, ethics, data collection and analysis.
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Introduction

A research design guides the researcher by answering the questions ‘when?’, ‘how?’ and
‘where?” (Roberts & Taylor 1999). This chapter explains the research design and the reason
why this particular design was chosen. It details information regarding the study setting,
participants and recruitment, ethical considerations, analysis of the results and will includes

the issues of reliability and validity.

Study plan and design

Design

A descriptive study describes, observes and documents the aspects of a situation as it
naturally occurs (Boswell & Cannon 2007; Roberts & Taylor 1999). These types of studies
are often considered weak but are appropriate when studying an area where limited research

has been done (Boswell & Cannon 2007).

A survey is one of the types of the non-experimental strategies used in research. Survey
design is used to establish, measure and study the characteristics of a population (DePoy &
Gitlin 2005; Polgar & Thomas 2008). One of the ways of conducting surveys is by the use
of questionnaires which are a form of self-reporting method. Surveys are commonly used in
health related research studies as one can obtain information about people’s actions,
knowledge, opinions, attitudes and intentions by self-reporting techniques (Polit & Beck
2010). This was the most appropriate method in this study which aimed to explore and
investigate the attitudes and awareness of the intensive care nurses regarding bowel regime
in critically ill patients, limited evidence in this area was found. A questionnaire was

designed to explore these elements as shown in Appendix 2.
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Study population
The participants involved in this study were nurses working in the intensive care units of

three different hospitals who met the inclusion and exclusion criteria.

Inclusion criteria
Nurses of different levels working in the intensive care unit for more than three months

were included in the study.

The nurses who provided direct nursing care to the critically ill patients were included in the

study.

Exclusion criteria

Some groups were excluded from the study as identified below.

» Transition to Professional Practice Nurses (TPPN) are those nurses working in a
specific area within their first year of experience post-graduation from the
University. They were formally called Graduate Nurses. Due to their inadequate
exposure to the patients in the intensive care unit and being in their learning phase of
getting to know the routines, protocols and guidelines, they were excluded from the
study.

» Student nurses as they were supernumerary and not directly responsible for the care
of the intensive care patients.

» Agency nurses as they were not familiar with the routines and protocols of the ICU.

» Nurse Management Facilitators as they do not provide direct nursing care to the

intensive care patients.
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Ethical issues

A research proposal (Appendix 3) was submitted for the approval for the study obtained
from each of the Hospital Research Ethics Committee included in the study (Appendix 4).
Each Site Coordinator was informed about this study and gave their verbal support and
written consent for the study before each Ethics Committee was approached for their
approval. Once the approval from Hospital Research Ethics Committees was obtained,

approval was also gained from the University of Adelaide Ethics Committee (Appendix 4).

The participants were given an information sheet (Appendix 5) about the study to help them
make an informed decision as to whether participate. The information sheet contained
details of the study’s purpose, methods and risks, and also included contact names and
telephone numbers of the investigators. Participation in the survey was considered as
consent. Participants were not impelled to participate in the study and had the right to

withdraw from the study by not completing the survey.

No information was collected that would identify any individual. Only information needed
to accomplish the study was recorded. Data will be retained in a digital file on the Nursing
Server in a password protected file for a period of 15 years as per the terms and conditions
of clinical research data retention by Human Research Ethics Committees of all the three

hospitals involved in this study.

Recruitment strategies
After receiving approval from the University of Adelaide and Human Research Ethics

Committee (HREC) of the three hospitals, the researcher met the Clinical Service
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Coordinators (CSC) of the Intensive Care Unit from all the three hospitals to discuss how
the unit could help in the recruitment process. The Clinical Service Coordinators assisted by
providing the names of the nurses working in the unit as per the eligibility criteria. The
names were written on a sealed envelope which included the information sheet. These
envelopes were then distributed to the nurses working in the units through their local

mailing networks, for example pigeon holes.

A participant information sheet containing detailed information of the study and the link to
complete the survey was used for this study (Appendix 5). The Clinical Service
Coordinators reminded nurses to participate in the survey during their timely staff meetings,
clinical update sessions, handover sessions and reminder column in the timely newsletter
published within the unit to increase the response rate. Moreover, flyers were placed on the
staff information notice boards two weeks after the distribution of the information sheet as a

reminder.

Study Setting

The study was conducted in three different tertiary, general Intensive Care Units of
metropolitan, public, tertiary teaching hospitals in Adelaide. These units have capacity to
accommodate patients up to 24, 14 and 12 beds respectively. One of the Intensive Care
Units is an acute trauma centre as well as providing care for the adult patients post brain and
abdominal surgeries, trauma cases, retrievals from other hospitals, dialysis patients, long
term ventilated patients, burns and spinal injury and multi organ failure patients and
APACHE scores varied from zero - 74. The other two units dealt with general medical and

surgical patients and APACHE scores varied from zero - 30. The patients admitted to these

31



units were respectively 1,600, 1,100 and 800 patients per year (Grealy & Pannell 2013, pers.

comm., 22" June).

Sampling

Sampling is a process where the researcher selects a proportion of the target population, as
the study population to represent the whole unit. It is practical and economical to work with
samples than with large target population (Polit & Beck 2010). Convenience sampling is
one of the types of nonprobability sampling and uses accessible and available persons who
fit in the eligibility criteria as sample (Roberts & Taylor 1999; Schneider et al. 2008b). This
was the most appropriate sampling technique as the study aimed to identify the attitudes and
awareness of nurses working specifically in the Intensive Care Unit (ICU). Due to time
constraints and based on the objective of the study, all nurses working in the three ICUs

who met the inclusion criteria were included in the study.

Data collection

A questionnaire was the tool used for data collection (Appendix 2). This was accessible
online using Survey Monkey®. The link to this online questionnaire was stated in the
information sheet that was given to the nurses who met the inclusion criteria. A period of

four weeks was given to the respondents in order to complete the questionnaire.

Formation of the questionnaire

The questionnaire was the instrument tool for data collection (Appendix 2). A questionnaire
is a self-reporting data collection tool where the participant provides their views, opinions,
beliefs and knowledge about a specific item (Boswell & Cannon 2007). Questionnaires are
quick to administer, not time consuming, economical, offer complete anonymity that
enables the respondents to answer truthfully and has the ability to obtain larger samples

(Polit & Beck 2008, 2010; Roberts & Taylor 1999). The questionnaire enables the
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researcher to collect the information in a standardised manner (Rattray & Jones 2007).
Disadvantages of questionnaires include sampling problems, ambiguity, misinterpretation of
questions used, inappropriate for certain population (illiterate, confused, elderly and

children) and a low response rate (Burn 1997; Polit & Beck 2010; Roberts & Taylor 1999).

There were two types of questions used in the questionnaire, open and close-ended
questions (Polgar & Thomas 2008). The open ended question can be answered by the
respondent in their own words with no restrictions enabling richer and thoughtful responses
in highly sensitive issues (DePoy & Gitlin 2005; Polgar & Thomas 2008; Polit & Beck

2008).

The closed response questions have a limited range of answers, are tightly structured which
may force inappropriate and superficial responses (DePoy & Gitlin 2005; Polgar & Thomas
2008). Examples of closed ended questions include dichotomous, multiple choice and
Likert-type. The dichotomous is a yes/no type question where one of the two factual
questions have to be answered (Polit & Beck 2008; Schneider et al. 2008a). The multiple
choice questions enables the respondent to choose from the alternative options provided by
the researcher (Polit & Beck 2008). The Likert-type questions are a set of respondent’s
response to the varying degrees of agreement or disagreement to a certain aspect (Burn

1997; Polgar & Thomas 2008).

While formulating the questionnaire, the language used should be clear, easily read and

understood by the respondent and grammatically correct (Schneider et al. 2008a).
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A questionnaire was formulated specifically for this study as there was no suitable data
collection tool available in the searched literature. Several types of questions were
developed by the researcher. These questions included open and closed end questions based
on the literature. Multiple choice questions were used to identify the opinion of nurses in
relation to the person to be approached to make a decision in case the patients have bowel
problems. Likert scale with ratings from 1 (strongly agree) to 4 (strongly disagree) were
used in order to identify the nurses’ perception towards bowel care in the intensive care unit.
The questionnaire started with employment details followed by nurses’ perception,
importance and awareness of the Bowel Protocol and opinion regarding methods of
improvement. The questionnaire was finalised after the supervisors and the expert panel
reviewed it. The questionnaire was reviewed by the Clinical Service Coordinators in the
three Intensive Care Units included in the study. It was then modified as per the feedback
received from these experts in the area. This strategy was used to help ensure content and

face validity of the questionnaire.

Piloting of questionnaire

Once the approval from the Ethics Committee of the hospitals and University of Adelaide
was received, the questionnaire was pilot tested. Pilot testing helps the researcher in finding
problematic, confusing and irrelevant questions that may exist in the questionnaire, again
assessing face and content validity (Burn 1997; Schneider et al. 2008b). A group of ten
respondents were chosen for the pilot study including two Enrolled nurses, two Level 1
Registered Nurses with no specific critical care qualification, two Level 1 Registered Nurses
with specific critical care education and four Level 2 Registered Nurses (two were Clinical
Nurses and the others were Associate Clinical Service Coordinators) with critical care
education. The reason for selecting these nurses was to test the tool with a group which

reflected the expected profile of the target population and to identify any confusing and

34



irrelevant questions. These nurses were asked to provide feedback and comments about the
questionnaire. According to the feedback obtained, there were a few changes made to the

final questionnaire. Some questions required rewording to reduce ambiguities.

The final questionnaire

The final questionnaire included a total of sixteen questions (Appendix 2). The
questionnaire included three questions related to demographic background, two closed
ended, four open ended, four multiple choice and three Likert scale questions. The three
demographic questions included level of employment, specific qualification and years of

experience. Thereafter steps were taken to proceed with the data collection.

Issues of validity and reliability

Reliability and validity are the two important concepts used in the decision making within a

study process (Boswell & Cannon 2007).

Validity

The validity of an instrument is defined as the accuracy of the instrument and whether it
measures what it is expected to measure (Boswell & Cannon 2007; Polit & Beck 2008).
The main types of validity are content validity, criterion-related validity and construct
validity (Schneider et al. 2008a). The ways to improve validity are by consultation with the
experts, undertaking a literature review and use the findings of quantitative studies (Polit &
Beck 2008). As discussed above, the researcher conducted a literature review, discussed the
questionnaire with the supervisors, consulted an expert panel and pilot tested the

guestionnaire.

Reliability
The reliability of an instrument is based on the consistency, stability and accuracy of the

measurement of results (DePoy & Gitlin 2005; Schneider et al. 2008a). There are three
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aspects of reliability — stability, internal consistency and equivalence (DePoy & Gitlin
2005). The stability aspect of reliability is measured when a test is administered twice to the
same person under the same circumstances and the results when compared should be the
same, also called as test-retest reliability (Boswell & Cannon 2007; DePoy & Gitlin 2005;
Roberts & Taylor 1999). Internal validity is measured by correlation coefficient (Cronbach
alpha) between zero (0) and plus one (+1.00), the closer the coefficient value to one (+1) the
higher the internal consistency (DePoy & Gitlin 2005; Polgar & Thomas 2008; Polit & Beck
2008). Internal validity is most commonly used by nursing researchers (Polit & Beck 2008).
Equivalency is an aspect of reliability in order to report whether one test is equivalent to the

other (Boswell & Cannon 2007; Polit & Beck 2008).

Consistency was checked using Cronbach’s alpha as described by Polit and Beck (2010).
Cronbach’s alpha was calculated using SPSS statistics for similar questions such as
importance, understanding and implementation of the bowel protocol and grouped as
‘attitudes’. The alpha score was 0.74 which is acceptable as a score above 0.7 is reliable

according to Polgar and Thomas (2008).

Data analysis

Simple descriptive and content analyses were used to analyse the data obtained from the

questionnaire (Harwood & Garry 2003; Polgar & Thomas 2008).

Once the data collection period was completed, the researcher analysed the responses from
the questionnaires received. The data was coded for data analysis. Each participant was

given a number and completed questionnaires were considered for analysis. The researcher
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and one other person entered the responses checking for accuracy of data entry. The
responses were entered into a spread sheet format using Statistical Package for Social

Sciences® (Student version) (SPSS).

Descriptive statistics are used to demonstrate the characteristics of the data. Simple
descriptive statistics were used to report the responses depending upon the type of data
yielded by the questionnaire. These data included nominal, ordinal, scale or ratio data
(Polgar & Thomas 2008). Data were presented using graphs where appropriate along with

textual explanation.

Content analysis was used to analyse the data obtained from the open ended questions in the
questionnaire. Content analysis is a type of data analysis, a method that can be used to
combine the elements for both qualitative and quantitative data (Polgar & Thomas 2008). It

is used to analyse a variety of written, verbal or visual content (Harwood & Garry 2003).

Content analysis helps the researcher to convert the open ended data to a structured one. The
advantages of content analysis include flexibility in terms of research design, useful to
develop an understanding of the meaning of communication and to identify the critical

processes (Elo & Kyngas 2008).

There are two types of approach in content analysis - inductive and deductive. In inductive

content analysis the data moves from specific to general and in deductive content analysis
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the data moves from general to specific (Elo & Kyngds 2008). Inductive content analysis is
used when the knowledge about a phenomenon is fragmented whereas a deductive content
analysis is used for testing a theory in different situation or to compare categories at

different time periods (Elo & Kyngas 2008).

Since there was no previous study regarding the phenomenon, inductive content analysis

was used in this study.

Process of content analysis

The three processes of inductive content analysis are preparation, organising and reporting.
Preparation is the selection of the unit of analysis which can be a word or a theme;
organising means making sense of the data and reporting includes analysing the process and

providing the results (Elo & Kyngas 2008; Polit & Beck 2004).

In inductive content analysis, organising processes include coding themes, creating
categories and developing themes. Open coding is a process where headings and notes are
written while the data is being read and the information is classified into themes, concepts

and issues (Burn 1997; Elo & Kyngés 2008).

Categorising data means grouping the similar items. This step provides information,
increases understanding and provides knowledge about the phenomenon (Elo & Kyngas
2008). The process of abstraction involves formulation of general description of a research

topic (Elo & Kyngas 2008).
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In this study, headings and words were created as the responses were read. These were then
classified into concepts and issues, similar ideas were grouped and a general description of

the research was formulated.

Conclusion

This section focussed on the purpose of the study, described the research design, discussed
ethical issues, presented validity and reliability issues and outlined the statistical analysis. A
detailed description of the inclusion and exclusion criteria and recruitment strategies were
covered in this section. An explanation of ethical issues was provided along with the
maintenance of confidentiality of the participants. This chapter discussed the data analysis

for quantitative data.

The following chapter will report the findings of this study. It will also present the response
rate and findings. The findings of the study will be represented using bar diagrams and will

be reported in narrations.
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Results
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Introduction

This chapter reports on the response rate and the findings of the study, investigating the
attitudes and awareness of intensive care nurses regarding bowel protocol in the critically ill

patients.

In order to summarise the data, the findings from the questionnaire were reported using

graphs.

Data analysis

Frequency statistics along with graphical presentation were used to analyse and present the
responses from the respondents. These included different level of nurses who responded to
the questionnaire with their years of experience and specific qualification. Also frequency
statistics were used to find out about the awareness, source and location of information and
importance of the Bowel Protocol; who should be approached and who is responsible to
commence it; when should it be commenced in the critically ill patients and the ease of

understanding and implementing the Bowel Protocol that is currently used in the ICU.

Content analysis was used for the open-ended questions such as problems faced by the
critically ill patients due to improper management of bowels, barriers and reluctance to
implement the Bowel Protocol and opinions on better implementation of the Bowel

Protocol.

Response rate

The total sample was 375 (n = 375), of which a total of 144 responded (n = 144) a response

rate of 38.4%.
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Level of employment

Of the total population included in the study, 73% (n = 105) were Level 1 Registered nurses
and 23% (n = 33) were Level 2 Registered nurses and a minority where Level 3 Registered

nurses (2%, n = 3) and Enrolled nurses (1%, n = 2) respectively (Figure 1).
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Figure 1 Level of employment

Critical care qualification and experience

About 39% (n = 56) nurses did not have any specific critical care qualification whereas 58%
(n = 84) nurses had either a Critical Care Certificate (29%, n = 42) or a Graduate Diploma
(ICU) (29%, n = 42) with a 2% (n = 3) nurses had a Masters level qualification (Figure 2).
Twenty nine percent of nurses (n = 41) were very experienced in the ICU (>10 years to < 20

years), 27% (n = 38) had > 1 year to 5 years of experience and >5 years to < 10 years were
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23% (n = 32). Only 12% (n = 17) of nurses had experience 3 months to 1 year and only 10%

(n =14) nurses had >20 years’ experience (Figure 3).

Percent
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Critical care qualification

Figure 2 Critical Care qualifications
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Figure 3 Length of experience

Awareness

It was also noted that 99% (n = 140) of nurses working in the intensive care unit were aware

of the bowel protocol used in their respective units whereas only 1% (n= 2) were unaware

(Appendix 1).

Analysis on awareness and attitudes of staff could not be measured based on their level of

employment, specific qualifications and years of experience because there was no enough

variation to allow analysis.
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Source of information

The source of information regarding the Bowel Protocol differed as 55% (n = 77) were
made aware during their orientation program, 13% (n = 19) from the ICU Chart. Less than
5% (n = 27) had a combination of single and multiple resources such as Hospital Website,
Information sessions, Nursing care plan, ICU Manual, Senior Nursing Staff, Orientation and
ICU Chart. But 11% (n = 16) of the nurses mentioned ‘Other’ but had not specified the

source of information and 1% (n = 2) of the nurses were unable to recollect or remember the

source of information (Figure 4).
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Figure 4 Source of Bowel Protocol knowledge
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Location of information regarding Bowel Protocol

In all units the Bowel Protocol in ICU is located on the ICU Chart and Patient data folder.
The majority of the nurses (60%, n = 85) identified that Bowel Protocol is located on the
ICU chart. Of the remaining 39% (n = 53) nurses’ responses indicated that hospital website,
data folder, ICU care plan and nurses’ station whereas 1% (n = 4) of nurses did not know

where they could find the information (Figure 5).
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Figure 5 Location of information

Person to approach regarding bowel management in patients

Forty seven percent (n = 67) nurses indicated that ICU doctor and the Team leader were the

people to be approached if there were any problems experienced to carry out the Bowel
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Protocol. Twenty one percent (n = 30) responded that the Team leader was to be approached

followed by 18% (n = 26) who mentioned that ICU doctor was the person to approach.
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Figure 6 Person to approach

Importance of bowel management

All the nurses (100%) indicated that bowel management plays an important role in the
progress of critically ill patients with a response of 79% (n = 112) as very important and

21% (n = 30) as important respectively.
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When to commence the Bowel Protocol

There were variation in the responses as to when the Bowel Protocol has to be commenced
in the patients admitted to the ICU, 42% (n = 60) indicated ‘as soon as practical’, followed
by 27% (n = 38) who responded ‘on admission’, 17% (n = 24) thought ‘within 24 hours’

and 14% (n = 20) agreed to ‘24 — 48 hours’ post admission to the ICU (Figure 7).

Percent

On admission A= soon as Within first 24 24 - 48 hours of
practical after  hours of admission admission to ICL
admission to ICL

When to commence BP

Figure 7 When to commence the Bowel Protocol

Who should commence the Bowel Protocol

Most of the nurses (40%, n = 57) thought that the patient care nurse should commence the
Bowel Protocol whereas 13% (n = 19) thought that the ICU doctor should commence the

protocol. There were multiple groups of people included as being responsible for
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commencing the Bowel Protocol such as ICU doctor and Patient care nurse (15%, n = 21),
ICU doctor, Patient care nurse and Team leader (14%, n = 20) and Patient care nurse and

Team leader (6%, n = 8).
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Figure 8 Who should commence the Bowel Protocol?

Bowel Protocol - easy to understand

The majority of the nurses (96%, n = 133) of which 44% (n = 62) (Strongly agree) and 50%
(n = 71) (Agree) responded that the Bowel Protocol currently used in the ICU was easy to

understand, whereas 6% (n = 9) disagreed with the statement.
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Figure 9 Ease of understanding

Bowel Protocol - easy to implement

Of the respondents, overall 96% (n = 136) agreed that the Bowel Protocol was easy to
implement with 49% (n = 67) (Agree) and 47% (n = 69) (Strongly agree) only 4% (n = 6)

disagreed with this statement (Figure 10).
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Figure 10 Ease of implementation

Content analysis

Content analysis was done on the four open ended questions. The four questions were:

e Comment on the problems that may occur if an ICU patient’s bowel is not managed

properly?

e What are the barriers to implementation to the Bowel Protocol in ICU patients?

e Why some nurses are reluctant to implement the Bowel Protocol?

e How can the Bowel Protocol be implemented more effectively?
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Problems with improper bowel management in ICU patients
Certain categories were formed based on the respondents’ listed significant and important
problems that may occur in ICU patients if there is improper bowel management (Figure

11). They were:

Gastrointestinal problems

Constipation was listed as one of the main problems in patients followed by faecal
impaction, bowel obstruction and abdominal discomfort and pain. Diarrhoea leading to
electrolyte imbalances and skin excoriation with delayed wound healing was another
concern mentioned by the respondents. Also mentioned were symptoms of nausea and

vomiting, faecal overflow, decreased gut motility, dehydration and ulcers.

Respiratory problems

Difficult and prolonged ventilation with difficulty in breathing were some of the problems
listed by the respondents, leading to extended ICU stay. Compromised haemodynamic
status was another concern. Prolonged ICU admission results in increased expenses and

Costs.

Nutritional problems
Feed intolerance, malabsorption of feeds, aspiration and loss of appetite leading to poor

nutritional status of ICU patients were respondents’ areas of concern.

General problems
Agitation, restlessness, pain issues were other concerns. It was also indicated that if the
bowel was not managed properly some patients required bowel surgery with death occurring

as a result.
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Barriers to implementation
The respondents’ responses concepts on barriers to implementation of the Bowel Protocol

were grouped under specific headings indicated below (Figure 12).

Attitudes of nurses
The respondents indicated that there were concerns of laziness, poor nursing care, and
unwillingness of staff to administer aperients, non-compliance and incompetence of staff,

along with lack of initiation, apathy and leaving the job to the next nurse.

Particular responses were

‘No barriers just incompetence ’ (Respondent 58)

and:

‘Nurses not initiating or concerned with appropriate care, lack of attention to

fundamental nursing care’ (Respondent 82)

and:

‘Nurses not checking with doctor if they have forgotten to sign’ (Respondent 97)

Respondents also reported forgetfulness, being busy and no time to administer aperients as

barriers to proper implementation.
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Lack of accountability
Lack of education, awareness and understanding regarding the Bowel Protocol, inadequate
supervision of the staff by the team leader and case manager, poor documentation and

handover were other barriers listed by the respondents.

Some of the supporting statements were

‘Different nurse in each shift hence level of understanding varies’ (Respondent 129)

and:

‘Not knowing when to begin’ (Respondent 142)

Procedures
Some of the responses indicated that patients often go for procedures such as Computerised
Tomography (CT) and Magnetic Resonance Imaging (MRI) scans of different parts of the

body and therefore are kept fasting.

Also, patients in the post-operative phase after bowel surgery are not allowed to eat and
drink or have enteral feeding either due to their clinical condition or the surgeons’
preferences. Some of the ventilated patients may not have any access route for

administration of oral laxatives.

Some respondents indicated that often bowel management is not the priority in relation to

airway and haemodynamic management of patients.

Some of the responses were

‘When patient is very sick (sic), need to prioritise other needs’ (Respondent 109)

and:
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‘Condition of the patient very unstable when turned ’ (Respondent 153)

and:

‘Impossible to turn patients due to poor ventilation and gas exchange ' (Respondent

151)

There was also a concern that the Bowel Protocol was inappropriate for patients who were
awake as they were reluctant, uncooperative and did not consent for the administration of

the aperients.

Lack of responsibility
The Medical officer or doctor not signing the aperients in the chart and unclear orders were

the few barriers to implementation of the Bowel Protocol. One of the responses was

‘Some nurses have said if it is not signed by the doctor then can’t be administered’

(Respondent 150).

Other
There were some respondents who indicated that there were no barriers to implementation

whereas some were unsure of the barriers.

Reluctance to implement the Bowel Protocol

The themes of reluctance to implement the Bowel Protocol were similar to the barriers, but
there were a few concerns about the consequences of aperients and cleaning up faeces,
inadequate staff to turn in order to administer the aperients and the attitudes of nurses

(Figure 12).
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Consequences of aperients
One of the major concerns indicated by the respondents was laziness and a reluctance to

clean up the mess or the ‘gross factor’ due to the consequences of aperients. The responses

were
‘Cleaning up poo can be disgusting ’ (Respondent 39)
and:
‘They don’t want their patient using their bowels whilst they are looking after
them ‘NO POO IS GOOD POOQ’ attitude’ (Respondent 102)
and:
‘Do not want a volcanic explosion during their shift” (Respondent 119)
and:
‘Inconvenience and unpleasant’ (Respondent 140)
Attitudes of staff

Attitudes of staff were the most commonly indicated reluctance factor of implementation of
the protocol. These included laziness, forgetfulness, lack of concern, lack of confidence,

lack of documentation and apathy.

Inadequate staffing numbers

In order to administer the aperients there is a requirement of at least three staff to turn a
ventilated patient for safety purposes, as per the hospital policy. It was indicated by many
respondents that there were not enough staff to turn the patients and this is an important

factor in reluctance to implement the Bowel Protocol for ICU patients. It was also indicated
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that time constraints and busy shifts also contributed to the reluctance to implement the

Bowel Protocol.

Effective implementation of the Bowel Protocol

The respondents indicated different ways for effective implementation of the Bowel
Protocol. Most of them focused on increasing education and awareness, correct
documentation, staff supervision, change of the times of administration of enema and a

combined effort of the multidisciplinary team (Figure 14).

Increasing education and awareness

Increasing education and awareness was one of the most popular methods opted by the
respondents for an effective implementation of the Bowel Protocol. It was indicated that all
nurses involved including the inexperienced nurses should be educated regarding the
importance of bowel management in critically ill patients, the requirement for regular

assessment of the bowel function. Some of the responses were

‘Part of nursing care and not to be ignored’ (Respondent 22)

and:

‘Understanding patient health outcomes if Bowel Protocol is not managed

properly’ (Respondent 122)

and:

‘Regular in-service’ (Respondent 124)
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Correct documentation
Improving the documentation of bowel movements, improved handover systems and a
guideline to record the bowel movements were initiative suggested by the respondents. One

of the suggestions were

*...proper handover of bowel care during ISBAR (an acronym identify,
situation, background, assessment and recommendation as a part of effective hand

over system) so all are aware’ (Respondent 69)

and:
‘More accurate recording A section on chart relating to daily bowel movements
(similar to Bristol stool chart)’ (Respondent 134)

Staff supervision

It was also suggested that team leaders and case managers should be involved and needs to
be more vigilant in checking the patient charts for bowel movement and appropriateness of

the patient for the Bowel Protocol. Few of the responses were

"..TL checking when they do their 'round' of checking patients at the start of the

shift...” (Respondent 13)

and:

“....1 think team leaders could take more responsibility in implementing the protocol
and assessing it's effectiveness for short term patients. | understand that they have a
lot to do some shifts but unfortunately they are the supervisors and should be making
sure that bed side nurses don't forget about the bowel protocol. -Case managers
should then look at the bowel protocol for long term patients and assess
effectiveness.” (Respondent 42)
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Also the team leader could remind the bed-side nurses while conducting their patient
checks. Suggestions were made to improve the actual bowel protocol by either highlighting

it on the chart or by making protocol charts that can be easily accessed by the staff.

Combined effort

It was proposed that implementation of the Bowel Protocol in ICU patients should be a
combined effort and that patient care nurse, team leader, ICU doctor and dietician should be
involved. There was also a suggestion that the patient care nurse should be more proactive

and take initiative in the implementation of the Bowel Protocol.

Other
Some respondents indicated that they did not find any problems whereas others suggested
that there should be some kind of reward or competition. One of the respondents refused to

comment as they indicated they did not want to be rude.

Conclusion

This chapter has presented the analysis of the data generated by the questionnaire. Statistical
analysis was performed for the closed ended and scale questions in the questionnaire.
Content analysis was used for the four open ended questions. The questionnaire was sent to

375 nurses and 144 (38.4%) answered the questionnaire.

The majority of the respondents were Level 1 Registered Nurses and did not have any
specific qualification specific to the area of critical care. But most of them had experience of
more than 10 years and 58% (n = 84) of the respondents had either Critical care certificate

or a Graduate Diploma in ICU.
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Even though majority (99%, n = 140) of the nurses were aware of the Bowel Protocol, the

source and location of information varied.

All of the respondents agreed that bowel care was important in critically ill patients and
majority of them mentioned that it should be commenced as soon as practical. It was
suggested that the team leader and the ICU doctor were the most appropriate persons to
approach if the patient were having bowel problems. There was also an indication that
patient care nurse should be the one to commence the protocol in patients. The majority of
the respondents found that the Bowel Protocol used in their unit was easy to understand and

implement.

The content analysis of the open ended questions raised some important themes, issues and
recommendations. The problems that may result if bowel care is not implemented were
mainly classified into gastro-intestinal disturbances, poor respiratory functions, altered

nutrition and general health problems based on the responses.

The barriers to implementation of the Bowel Protocol included attitudes of nurses, lack of
accountability, lack of responsibility and procedures. The reluctance included the

consequences of aperients, attitudes of staff and inadequate staffing levels.

60



The suggestions for effective implementation of the Bowel Protocol were to increase the
education and awareness, correct documentation, and provide staff supervision and a

combined effort.

The following chapter will discuss the study findings in relation to the literature. It will also
discuss limitation and implications of the study and the recommendations for further

research.
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Discussion
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Introduction

The previous chapter elaborated the findings of this study. This final chapter discusses the
findings of the study in relation to the literature. Limitations of the study are discussed in

this chapter with a conclusions and recommendations for further research.

Restatement of the problem

The Bowel management protocol is used for the patients admitted to the ICU to promote
recovery, maintain normal functions of the gastrointestinal system and prevent
complications in critically ill patients. The literature review highlighted the importance of
bowel management in critically ill patients but is often overlooked and ignored (Ritchie et
al. 2008). There is no study based on the reasons for non-compliance and the nurses’
opinion and views regarding the Bowel Protocol. These gaps in the literature have given the

researcher a focus for this particular study.

A questionnaire was formulated to assess the awareness and attitudes of nurses working in
the intensive care regarding the Bowel Protocol used in the critically ill patients.
Specifically, the aim of this study was to answer the question ‘Are nurses working in the
ICU aware of a bowel protocol available in their working environment and what their
attitudes are concerning this protocol?” The study attempted to explore the attitudes of the
nurses. The reasons to why the bowel management protocol was ignored on daily basis were
identified. The findings of this study have identified certain issues and concerns that can be

improved.
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Summary description of procedure

The study used a descriptive design in the form of a survey and used a questionnaire for data
collection. The design allowed the researcher to explore and investigate the attitudes and
awareness of nurses working in the Intensive care unit towards the Bowel Protocol used in
their area for critically ill patients. The study started with the formation of a research
protocol and sought ethical approval from the University of Adelaide Ethics Committee and

Human Research and Ethics Committee (HREC) of three hospitals.

The questionnaire was developed as no suitable data collection instrument was identified
during the literature review. The draft of the questionnaire was developed by the researcher
and was improved following discussion with the supervisors. The draft was then reviewed
by the Clinical Service Co-ordinators of all the three hospitals for their opinion. Once the
approval of the proposal was confirmed, pilot testing of the questionnaire was undertaken.
This was done by distributing the information sheet along with the link to the online survey
to the different level of nurses working at one hospital. After the questionnaire was edited,
the information sheets were then distributed to the nurses as per the eligibility criteria.
Reminders were posted in the form of flyers, information sessions and inclusion in the

timely newsletter.

Data from the questionnaire were then analysed based on the type of question. Closed ended
and scale questions were analysed using simple descriptive statistics and content analysis

used for open ended questions.
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Major findings and their significance to clinical practice

The finding of this study indicated that most of the nurses working in the Intensive Care
Units of the three specific hospitals were experienced and qualified in this specialty. The
respondents’ indicated good knowledge regarding the problems secondary to improper
bowel management in critically ill patients. However the study highlighted a reluctance to

implement the Bowel Protocol, and did suggest methods to ensure effective implementation.

Even though the majority of nurses are aware of the protocol, there was some diversity
regarding the location and source of information. The results indicated that all the nurses
involved in the study agreed that bowel management was very important for critically ill
patients. The majority indicated that the Bowel Protocol should be commenced as soon as
practical after admission of the patient to the ICU. Although the results show that the team
leader and the doctor were the people who should be approached if the patient experienced
bowel problems, the patient care nurse is the one who should commence the protocol for
their patients. At the end of the day it is the responsibility of the patient care nurse as they
are accountable for all the actions they provide to their patient’s care (Australian Nursing

and Midwifery Council 2005).

Most of the participants’ expressions correlated to the existing literature that gastro-
intestinal problems are more common in mechanically ventilated patients (Reintam et al.
2009). An overview of the problems with improper bowel management is shown in Figure
11. Constipation was one of the most common problems mentioned in the questionnaire if
the bowel was not managed properly. The effects of constipation results in abdominal
distension and pain, failure to wean from mechanical ventilation, prolonged ICU stay and
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increased mortality (Masri, Abubaker & Ahmed 2012). Diarrhoea is the other common
problem seen in critically ill patients. It can cause fluid and electrolyte imbalances,
malnourishment and skin excoriation in critically ill patients (Ferrie & Daley 2011; Rees &
Sharpe 2009). All problems are interrelated to each other and one affects other and vice

versa (Figure 11).
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Figure 11 Problems with improper bowel management

Even though the nurses were aware of the protocol that is currently used in their area, the
findings of this study have raised some concerns relating to the attitudes of the nurses, and
accountability and responsibility. A diagram was drawn stating the reasons for barriers of

implementation of bowel protocol as shown in Figure 12. The attitudes of nurses play an
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important role in patient care. This study has found that nurses were not enthusiastic when it
came to cleaning up the patient after the occurrence of defecation due to the bad smell and
most of them perceived it as a ‘disgusting job’. This seems to be a very sensitive but a
realistic problem that may result in unwillingness and reluctance to implement bowel care.
Since nursing is a profession that cares for the patient in all aspects, the nurse should view

bowel management as a professional responsibility irrespective of their personal thoughts.
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Figure 12 Barriers to implementation

The reluctance to implementing the bowel protocol were due to lack of accountability and

responsibility were expressed as areas of concern with issues of time constraints, lack of
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staff motivation, negligence and inadequate knowledge and awareness as shown in Figure

13.
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Figure 13 Reluctance to implement the bowel protocol

The findings of this study supports the studies in the literature conducted by two research
studies such as Dorman et al. (2004) and McPeake, Gilmour and MaclIntosh (2011) . One of
the suggestions for effective implementation was educating and creating awareness among
nurses regarding the importance of bowel care and encouraging them to religiously follow
the bowel protocol would benefit the patient in the long run. Use of education packages

along with the Bowel Protocol would benefit the nurses’ knowledge and awareness (Ferrie
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& East 2007). There is an overview picture drawn on the different methods that can be
implemented for effective bowel management in critically ill patients (Figure 14).
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Figure 14 Effective implementation of the bowel protocol

Study limitations

The findings of this study cannot be generalised to all the nurses as the current Bowel
Protocol used in the three hospitals included in the study were not the same. A low response
rate of the survey indicates that it cannot be generalised to a wider population. It was
reported that the respondents found it difficult to access the online survey despite provision

of the link to the survey via an information sheet.



It was also reported by some nurses that if the survey was already completed by a person on
a computer then the computer system would not allow the second person to do the survey in
the same computer at work. This meant the nurses either had to use their own personal
computer in order to complete the survey. This could not be guaranteed as they might have

other commitments and may tend to forget about the survey.

Due to delayed approval from the ethics committees, the time frame given to the

participants to complete the survey may have been inadequate.

In addition, no other studies were found similar to this study. So it was difficult to compare
and contrast the results of this study to the previous one. There is also a need for the

replication of this study in another setting.

Recommendations for further investigation

Recommendations for future study are as follows:

> Research should be conducted to investigate this problem further with an
observational method to observe actual practice relating to bowel care and add clarity to
the barriers impacting on implementation of the bowel protocol.

> To repeat this study after a period of time to assess any increase in the level of
knowledge and any improvement in attitude, accountability and responsibility after making
the results of this study known to the participants.

> To encourage nurses to attend in-service education and regular updates with

evidence based practices related to bowel care.
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> A further study could include comparisons of the attitudes and awareness of nurses

working in other public and private hospitals and audit the actual compliance.

Conclusion

This chapter has discussed the study findings in the context of the literature. The restatement
of the problem and description of the procedures are summarised briefly. In this chapter,
intensive care nurses’ attitudes and awareness towards the Bowel Protocol in critically ill
patients was discussed. The findings were compared in relation to the existing literature as

much as possible. Limitations and recommendations were also addressed in this chapter.

This study addressed a gap in the literature and has overall identified intensive care nurses’
awareness and attitudes towards bowel management in critically ill patients. Major findings
from this study indicate that there is a need for further education regarding the importance
of bowel management in critically ill patients. Also nurses need to be accountable for their
actions. This study has major implications for the overall management and provision of

holistic care to the critically ill patients.
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Hospital 2

Government of South Austrslis
ety Kurtham Age ade
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BOWEL REGIME FOR VENTILATED PATIENTS

Constlpation s definec as infrequent or difficult defecation caused by decreased motility of intestine, As a result, faeces
remain in the colon for prolonged perlods of time, leading to water absorption and hardening of stool. Critically lll patients
recuire time to stabillse their condition. Time Is also needed to establish enteral feeding in the critically ill. Three days to
stabilise a patient and to establish enteral feeding Is a pragmatic definition of constipation, which is reasonable, practical
and workable

The critically ill patient may become constipated for several reasons. Sedatives, particular opiaies, can decrease gut
matility. immobility, dehydration, lack of fibre in diet, additionally critically ill patients cannot mobilisa 1o the toilet respond
to the urge or strain to defecate, z

Constipation can cause abdominal distension, vomiling, restlessness, qul obstruction and perforation. It has also been
asseciated with fatal pulmonary emboiism.

Sludies have shown that over 40% of constipaled patents faied to wean from mechanical ventilation, a figure
significantly higher than in similar, nan-censtipated patients. Distension, discomfort and resteasness from constipation
could explain this failure to wean — it could be the inability of the ventilatory muscles to cope with increased workloac
Caused by distension from constipation

Uonslipalian anv iF's implcations i the articaly i pabent' - 5.M. Mastafs, ef af finhsh Journal af Angesthesiz, 2003, Vol 91 No. § 815814

Qi Nursing ICL Lesbaship Teuw' By folders:Bodside folderdBuwel Regime for Ventilstod Patients e Reviewad Fanuary 20012

——

83



Hospital 3

Intensive Care: Clinical Guidelines & Protocols

Bowel Management Guidelines

Bowel & Gastro-intestinal functioning assessment

Establish what the patients normal bowel habit's are including any use of laxatives
Monitor bowel function

Rectal examination for possible constipation if bowels not open for three consecutive
days [include days prior to admission to ICU in this calculation]

Gastric aspirate volumes

Inspection & palpation of abdomen, noting tenderness, pain or distention

Presence or Absence of bowels sounds

Stool Assessment

Bristol Stool Form Scale

Bowel Management Protocol

Grade | Description Stool Description
0 No Bowel movement Diarrheoa

1 Separate hard lumps; like nuts, hard to

2 pass Loose

3 Sausage-shaped but lumpy

4 Like a sausage but with cracks on the Soft / semi-formed
5 surface

6 Like a sausage or snake but smooth and Hard / formed

7 soft

Soft blobs with clear-cut edges; easily
passed

Fluffy pieces with ragged edges; a mushy
stool

Watery: no solid pieces, entirely liquid

Maintenance of Good Bowel Function

Minimise sedation, anaesthetic agents and choose analgesics carefully

Encourage patient general physical movement eg. Sit out of bed when appropriate
Good hydration

Implement adequate dietary fibre when possible

Implement enteral nutrition which increases faecal bulk and provide gastric fluid
Administer 3mls NGT/oral coloxyl daily, except for patient's with diarrhoea or on
established enteral nutrition with normal bowel function.

Constipation Management

Absence or decrease in bowel movements with decreasing stool's for 2 consecutive
days

Treatment options are; i) Bulk forming agents to increase faecal size, ii) Stimulants to
increase peristalsis and iii) Osmotic agents to draw fluid into the guft.

Remove any faecal impaction through use of enema’s prior to treatment with stimulants
Initial treatment for constipation 2 durolax suppositories or microlax enema’s

84



If unsuccessful then subsequent treatment is sorbitol 20mls TDS till resolved

Diarrhoea Management

Check for cause of diarrhoea eg. Infection (E coli) Hepatic failure treatment
(lactulose), Constipation treatment (laxatives), Fibre enriched foods / enteral feed
Rectal examination to eliminate diarrhoea as overflow from faecal impaction

Test specimen for E coli, clostridium, Norovirus

Remove cause if able or start freatment of cause if appropriate

If persistent “"grade 7" diarrhoea and / or patient at risk of sacral tissue breakdown
then insert faecal management fube system - see procedure for detailed guidelines
Remove faecal management tube system when stool formation recovers

References; ACCCN's Critical Care Nursing, IF' Edition 2007, Editors Elliott, Aitken & Chaboyer

ConvaTec Flexi-Seal Faecal Management System product information
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Appendix 2 Questionnaire

Information sheet

Dear Nurse,

| am currently studying for my Masters of Nursng Science at the University of Adelside. The title of my research
project is:

'Adfiastet any IwarEness of INtensve Tare NASeS TEGRTING he bowed protocol for onscally d pabents’

Resagrcher: Rency Varghese, Masters of Nursing Science, University of Adtlaide, Adelaide, South Australia 5000.
Telephone Number. 04220376€1. Email: “ency_varghesef@yahoo.com

To be eligible to complete this sur/ey you need 1o be a nurse employed in the Intensive Care Unit in which ycu are
currently working for more than 3 months You also n=ed be directly invalved in patient care (EN or RN 1- 3)

The purpose of this research projedt is to inveshgate the afffudes of nurses i Tie bowsd regine for onticalfy I
patients.

Partigpation in the survey will be cansidered as consent. The questonnaire will take about 15 minutes to compléte.
Please understand that participation is not compulscry and you are free to withdraw by not completing the survey. No
information will be collected wnich will identify any indacusal. 4ll data will ba combined end then analyzed.

Any compisint regarding the rature or conduc: of this research may be directed to:

Ethics Liaison Officer, Human Resesrch Ethics Committee, University of Adelade. Adefaide, South Australia, S000.
Telephone: 8222 3035

Please do not refer to the Bowel Protocol befare answering this survey.

1t would be grestly appredated if you could complete the survey as this wif prowde important mformation regarding
nursing care,

Yours sincerely

Rency Varghess
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%1, Please indicate your level of employment

O Ervolled Nurss

O Registerec Nuse ~Level 1
O Regiaternc MNuss - Lave 2
O Regeterec Murce - Leaval 3
Oeher (please specily|

k= ]

* 2. Do you have a specific qualification related to the care of the critically ill?

() Griical Care Certifionte (Hospital ! Univeraily)
O Graduate Uiploma

\' l Mawturw of Nursing (ICUACdtcd Care)

O Nons

* 3. How long have you warked in ICU? (in years / months)
| ' T |

* 4, Are you aware of the ICU Bowel Protocol?

O ve
O

* 5, How did you find out about the Bowel Protocol?

O Qrisntat on Progranm

Othee (phese spacty)

l |

* 6. Where is the Information regarding the Bowel Protocol located in ICU?
[ \

*7. Who do you speak to if your patient is experiencing problems with the Bowel
Protocol?

D Team leadey
[] case tansger
D Herme Team
[] v oocter

Cther [ploase wpecify]
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* 8, Please comment on problems that may occur if an ICU Patient’'s bowel care is not
managed properly?

= )

*9, How important is good bowel management to the progress of ICU patients?

O Vaery Impertant
O Important

O Urimaertant
O Vary unimporiant

% 10, When should the Bowel Protocol he commenced for patients admitted to ICU?

O On admssior

O A% 5200 88 praclical aller sdmission

O Virhin firct 24 hews of admizzion to 1CU
{ ) 24 -42 neurs of adhivssion to [CU

nhet (Hease spedly)

* 11, Who should make the decision regarding the commencement of the Bowel
Protocol for patients admitted to ICU?

D ICU Dogior

|_] Patient Caore Nurse
D Team Laader
D Caze Nanager
D Home Team

Other (Rease speaty)

*12, Indicate your level of agreement with the following statement. The Bowsl Protocol
in ICU is easy to understand.

O Strongly agree
O Agres
O Clsagree

O Stongly clesyue
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* 13, Indicate your level of agreement with the following statement. The Bowel Protocol
in ICU is easy to implement.

O Stenghy apree
O Agrae
O Lasagree

O Strangly desgres

%14, In your experience, what are the barriers to implementation of the Bowel Protocol
for patients in ICU? (Please comment)

% 15, Why do you think some nurses may be reluctant to implement the Bowel
Protocol? (Please comment)

v

*16. How do you think that the Bowel Protocol could be Implemented more effectively
in your unit?

| "
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Thank you for complsting the survey
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Appendix 3 Research Proposal

RAH Ethics Protocol

1. Title
Attitudes and awareness of bowel regime amongst nurses in intensive care patients

2. Investigator details and qualifications
Rency Varghese, RN, BSc Nursing, Grad Dip in Intensive care nursing.

Assoc. Prof. Judy Magarey, RN, CCC, DipN, BN, MNurs (Research), DNurs.
Ms. Philippa Rasmussen, RN, MHN, GradCert CAMHN, GradDip Psych Studies,
Cert IV (T&A)

3. Purpose of the study (general) and Aims (specific)
The research question posed is:

What are the attitudes of nurses working in intensive care unit (ICU) regarding
bowel regime for critically ill patients?

Aim:
The overall aim of the study is to identify the attitudes and awareness of nurses
working in the intensive care unit regarding the bowel regime or management
protocol for critically ill patients and to develop an understanding to why nurses

do not adhere to the bowel protocol.

Obijectives:
The objectives of this study is

> To identify the attitudes of nurses regarding bowel care in intensive care patients.

» To find out whether the nurses are aware of the bowel protocol or bowel
management guidelines used for the patients in the intensive care unit.

» To recognise the complications associated with poor bowel care in critically ill
patients.

» To identify the importance of bowel protocol in critically ill patients.
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» To develop an understanding as to why nurses do not adhere to the bowel
protocol.

Background and Preliminary studies

Bowel care is one of the essential aspects of nursing care in intensive care patients.

Nursing interventions for bowel care are based mostly on customs and practices and
there is very little research evidence to support efficient bowel care. Patients in
intensive care are treated based on the signs and symptoms they present with that
involves complex activities like mechanical ventilation, administering inotropes,
replacing electrolytes and carrying out dialysis (Asai 2007; Ritchie et al. 2008). Due
to these situations bowel management is often regarded as least important and is
mostly ignored (Ritchie et al. 2008). Patients in the intensive care setting have very
limited mobility, which decreases the gut motility and have poor dietary intake
secondary to nil by mouth status for various different procedures. The frequent use
of antibiotics to treat infection and the use of opioids and analgesia for pain and
discomfort result in either constipation or diarrhoea. Good bowel care improves
patient comfort and also helps in reducing nausea and vomiting (Fulbrook & Grealy

2007).

Constipation and diarrhoea are the most common and present major problems for
intensive care patients. Constipation may be defined as a decrease in the bowel
movement with a dry, hard stool usually painful or difficult to pass (Fulbrook &
Grealy 2007). Immobility, dehydration and lack of fibre in their diet increase the risk
of constipation in intensive care patients. Use of drugs like sedatives, opiates,
analgesics, diuretics, calcium channel blockers and anticonvulsants also significantly
increase the risk. Constipation can cause abdominal distension, pain, nausea,
vomiting, anorexia, restlessness and confusion (Masri, Abubaker & Ahmed 2012;

Mostafa et al. 2003). Even though the full impact of constipation is not known,
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studies have found that constipation resulted in failure to wean from mechanical
ventilation, prolonged ICU stay and increased mortality (Mostafa et al. 2003; van der
Spoel et al. 2007). The incidence of constipation in intensive care patients is reported

to be between 16% and 83% (McPeake, Gilmour & Maclntosh 2011).

Diarrhoea in critically ill patients can be due to various factors like drugs,
antibiotics, enteral feeding, infection due to clostridium difficile and physiological
factors associated with stress (McPeake, Gilmour & Maclintosh 2011). Diarrhoea in
intensive care patients can be crucial as it causes fluid and electrolyte imbalances
resulting in haemodynamic instability, delayed wound healing processes, impaired
skin integrity and malnutrition (Ferrie & Daley 2011; Ferrie & East 2007; Wiesen,

Gossum & Preiser 2006; Yassin & Wyncoll 2005).

Research indicates that there is a need for a set guideline for bowel care. It also
identifies a gap in the study. Intensive care nurses spend most of their time with the
patients and therefore are aware of the bowel regime and need to initiate adherence
to bowel management, which can help reduce the mortality and morbidity in
intensive care patients. Intensive care nurses should be aware of the consequences of
inappropriate and inadequate bowel management in intensive care patients. In
addition, they may not be aware of whether the ways they manage bowel
dysfunction are best practice or is the most appropriate method for their patient. It is
the responsibility of the intensive care nurse to assess and determine the patient’s

bowel habits and provide bowel care based on the needs of the patient.
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Hence this research study aims to investigate the attitudes and awareness of bowel
protocol amongst nurses based in the intensive care unit in order to improve practice
and prevent complications in critically ill patients.

5. Participants
All of the samples will meet the inclusion and exclusion criteria and the hospital

where the researcher works will be included. Currently there are 225 nurses and it is
hoped to get a response rate of at least 40% (90 respondents).
Inclusion criteria:
All nurses of different levels working in the intensive care unit for more than three
months will be included in the study.
The nurses who provide direct nursing care to the critically ill patients will be
included in the study.
Exclusion criteria:
Graduate nurses as they are in their learning phase and have not had adequate
exposure to the patients in intensive care unit.
Student nurses as they are not responsible for the care of the intensive care patients.
Agency nurses as they are not familiar with the routines and protocols of the
intensive care unit.
Nurse Management Facilitators as they do not provide direct nursing care to the
intensive care patients.
Recruitment:
Information sheet regarding the study will be placed in the pigeon holes of the nurses
that meet the inclusion criteria. Information about this study will be passed on to the
nurses during group handover and education sessions. Flyers regarding the study will
be placed on the notice boards in the tea room and information session board.

6. Study Plan and Design
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Design: A simple descriptive design will be used in the study as it focusses on the
attitudes and awareness of intensive care nurses regarding bowel regime in critically
ill patients. The questionnaire is being looked at by the panel of experts in the
Intensive Care Unit.

Setting: The study will be conducted in a 24 bed adult Intensive Care Unit of a major
metropolitan referral and teaching hospital. There are a total of 1400 patients per
year. The patients admitted to this unit is a combination of patients post brain
surgeries, abdominal surgeries, trauma cases, retrievals from other hospitals, patients
who require dialysis, long term ventilated patients, spinal injury and multi organ
failure patients. There are a total of 84 Registered Nurses, 66 Critical Care Nurses,
64 Clinical Nurses, 4 Clinical Service Coordinators and 7 Enrolled Nurses.
Population: The population will involve nurses working in intensive care unit who
meet the inclusion criteria.

Sampling techniques: The study will include convenience sampling as the study is
based on the nurses working in the intensive care unit.

If more than one hospital intensive care unit is considered then multistage sampling
will be used.

Method of data collection: Data will be collected by an online survey. The
questionnaire will include open and closed end questions.

Outcomes
Ethical Considerations
The principles of ethical conduct will be based on the requirements by the Royal

Adelaide Hospital Ethics Committee. The study will not be commenced until the
approval is granted. Participants will be given an information sheet about the study
in order to finalise their decision for the participation. The information sheet will

contain details of the study’s purpose, methods and risks, and will also include
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10.

11.

12.

contact names and telephone numbers of the investigators. Participation in the
survey would be considered as consent. Participants will not be forced to participate
in the study and have the right to withdraw from the study by not completing the
survey.

Specific safety considerations
Not applicable.

Drugs / Devices
No drugs or devices will be used in this study.

Analysis and Reporting of results
Data analysis: This will be conducted by use of Statistical Package for Social

Sciences (SPSS) system and descriptive statistics with use of graphics to show sum
and percentages. Also chi square will be used to analyse between nominal data such
as category of nurses and attitudes.

Reporting of results: The results will be reported to the nurses of that hospital by
conducting in-service education, reporting at a conference and plan to publish in a
peer reviewed journal.

The research report will be in the form of thesis or dissertation.
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RAH PROTOCOL NO: 130107,

I am pll:u.l:ud 1o aclvise that Rescarch Erhics Cnmmittos APPROTV AL i granted s the showve projoer on the
ghove date. The following have boen reviewed and approved:

e Prolocol (6 December 2002
¢ Information Sheet — Advancing Practice Clinical Impact (9 January 213y
= Cruestionnaire

Please quote the RAH Protocel Mumber allocated te yvour study on all future correspondence.

Hescarch Ethics Commintee deliherations arc guided by the NHMREC Mational Statement on Ethical Cunduct in
Human Rescarch 2007

CGIEMERAL TEEMS AN COMNIMNTIOMNS OF APPROVAL OF AL

= Addeguate record-keeping und dala securily s iportanl. The dustion of revoerd retention o all slinical
research data is |5 years.

* Confidentialiy iz impoertant. The data collected shonld as much as possible proteet the identity of
individuals, Whers this is not poasiple, a separate file of suljecr identifizes should e maintained such
that clinical information is kept scparamcly from subject identifiers,

* Youmust netly the Kesearch Ethics Commeittee of any changes which might warrant review of the
appraval.

#  The REC must be advized when this study is complete so that te e can be closed, (i given numher}

s Approval is onpeing, Aonual reporls are RO requized,

Youss sincerely,

L‘{,{ﬂ,-"' AProl B Chadterion
DEPUTY CILATRMAN
RESEARCIE

THICS COMMITTEE
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Gowernment of South Australia
5A Health

Basil Hetzel Institute

Woodville South 5A 5011
Tedephone: OB 8222 B018

24 May 2013

Mrs Rency John Varghese
113 Aragon Sireet
61422037861

Fullarton

S5A 5063

Dear Mrs Varghese

HREC reference number: HREC/H1 3WRAHM121
55A reference number: S5AMATQEHLMHT
Project title: Atitudes and awareness of bowel regime amongst nurses in intensive care unit

RE: Site Specific Assessment Review

Thank you for submitting an application for authorisation of this project. | am pleased to inform you
that authorisation has been granted for this study to commence at the following site:

»  Lyell McEwin Hospital

The following conditions apply to the authorisation of this research project. These are additional to
those conditions imposed by the Human Research Ethics Committee that granted ethical approval
to this project

1. Motification of exdensions to ethics approval granted by the lead HREC are fo be provided to the
LMH Research Governance Officer.

2. Notification of completion of the study at LMH is to be provided to the Research Govemnance
Officer, LMH.

3. Confidentiality of the research subjects shall be maintained at all times as required by law.

Shiould you have any queries about the consideration of your Site Specific Assessment form,
please contact me on 08 8222 2010 or geh sthics@health 53 oov.ay
The S5A reference number should be quoted in any comespondence about this matter.

Wours sinceraely

ALISOM BARR
A/Research Govemance Officer (TQEHLMH/MH)
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of oy Gowermmeant of South Australia
i ‘.{l;'.. % Health

et

Human Research Govemance Office (TQEH/LMH/MH)
Basil Hetzel Institute

Dx485101

The Gueen Elizabeth Hospital

28 Woodville Road

Woodville South SA 5011

Telephone: 08 8222 8019

07 June 2013

Mrs Rency John Varghese
113 Aragon Street
614220378481

Fullarton

S5A 5083

Diear Mrs Varghese

HREC reference number: HREC/H ARAHM21
55A reference number: S5AM1 ATQEHLMHTD
Project tithe: Aftitudes and awareness of bowel regime amongst nurses in intensive care unit

RE: Site Specific Assessment Review

Thank you for submitting an application for authorisation of the above project | am pleased to
infiorm you that authorisation has been granted for this study to commence at the following site:

*+  The Queen Elizabeth Hospital (TQEH)

The following conditions apply to the authorisation of this research project. These are additional io
those conditions imposed by the Human Research Ethics Commitiee that granted ethical approval
to this project:
1. Motification of extensions to ethics approval granted by the lead HREC are to be provided to
the Research Govermance Officer.
2. Motification of completion of the study at TQEH is to be provided to the Research
Governance Officer.
3. Confidentiality of the research subjects shall be maintained at all imes as required by law.
4. Researchers are required to immediately report to the Research Govermnance Officer
anything which might warrant review of site approval of the protocol including serious or
unexpected adverse effects on TQEH participants;

The following documents were received by the govemnance office:

Site Specific Assessment
RAH Ethics approval

SA Health Indemmnity

Patient Information Shest
Survey Monkey questionnaire
Resume of Rency Varghese
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From: Sabine Schreiber <sabine.schreiber@adelaide.edu.au>
Date: 13 March 2013 14:30

Subject: RE: Ethical approval from RAH

To: Rency Varghese <rency.varghese@student.adelaide.edu.au>

Dear Rency

We did receive the online notification and you can proceed with the research.
Regards

Sabine

Sabine Schreiber

Secretary, Human Research Ethics Committee
Office of Research Ethics, Compliance and Integrity
Research Branch, Level 7, 115 Grenfell St

The University of Adelaide, AUSTRALIA 5005

Ph : 83136028

Fax : 83137325

e-mail: sabine.schreiber@adelaide.edu.au
http://www.adelaide.edu.au/ethics/human/

CRICOS Provider Number 00123M

IMPORTANT: This message may contain confidential or legally privileged information. If you think it was sent to you by
mistake, please delete all copies and advise the sender. For the purposes of the SPAM Act 2003, this email is authorised
by The University of Adelaide.

Think green: read on the screen.
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Appendix 5 Participant information sheet

g THE UNIVFRSITY
AADELAIDE

SCHI0. OF NURZING

S RAGASEY

NEEDCATE P0FEE0]
FACUALIY De H=MLTE SUENCES
I=ELNYERSIYO- 42z ALE
B L0

ALETRAL D

I (i IZLEFIIONE 4312 B2 233
9" March 2013 FACSULE 1312 S307 3N

Juvomagae it iy Se i g
INFOR.\L\I'ION SHEE,I. VRO Fader Sonzer 213
Dear Nurse.

I am currently studying for my Masters of Nursing Science at the University of Adclaide,
‘Lhe title of my research project is:

‘Attitrudes and awareness of imtensive care nurses regarding the bowel protecol for
critically il patients'

Researcher: Rency Varghese, Masters of Nursing Science, University of Adelaide,
Adelaide,  South  Australia 5000, Telephone  Number: 0422037661, Tanail:
rency varghese @ yahoo.com .

The purpose of this research project s 1o investigate the attitudes of nurses to the bowel
regime in critically ill patients.

Participation in the survey will he considersid a8 cansent. The questionnaire will take about
15 minutes o complete.

Please understand that this questionnaire is not compulsery and yon are fres 1o nol
participale or to withdraw by not completing the survey. No information will he collecied
that will identily any individual, All data will be combined and then analysed.

Any complaint regarding the nature or conduct of this rescarch inay be direcled w:

Ethics Liaison Olfficer, Human Rescarch Ethics Committee. University of Adelaide,

Acclaide, South Australia. 5000, Telephone: 82223035,

To complete this survey, please see the URL link below:
hups:fweww surveymonkey.con/s/FIPPDCV

It would be greatly appreciated it vou could complete the survey as this will provide
important information regarding nursing care.,

Yours sincerely

Rency Varghese

ARvesong Praclice. Clnliagl hasacl.
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Appendix 6 Respondents’ completed questionnaires
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Respondent 58

a3

Healthcare

Wiaw Summary
Browes Raspenass
Flltar Respanses
Crasatils Respanaas
Dawmnload Respangas
Share Rmsponaas

wwysurvmymonienet S wSurey Fespons s 0 el 66 piTameE w2 AEN 8 F) DAl rMIFHed 1 g nd RPeS G T b L Cryd 03T AL 3 Taw b wsSiOoDpar ...

Suresioniey - Eurey Resulis

Ornign Surwy  Coleoi RESORGes  Anabya Paauks

Tisimdl Rmpor: [v]

[iaplapng S8 o118 mapondants

Response Type: Colucter:
Howr o Respoise Wil Lir
W Lok
i Wl e P Acdranm:
wingly EaE RS E R
Ragpones Sterted: Recponss NodWfed:
Trursdng Jume 5 2003 112627 4 Thursday, Junz G, 3013 113420 Ak

1. Plagae indicale Yoair level of emoloyment

Recizkisd Kinan - Lawl 2

1. Do you hawe a spreaific guolification Felated te the ears of the critically ill?

Graduale Dglera

3, How long Fave you worked in ICUT lin years | months)

1 yuaaia

4. Are you aware af the ICU Bowal Prodacal?
rm e — e

5. Haw did yeu find aul abeul the Bows| Protocol ?

rher
il O Nl vt

&, Whare ig the information regarding the Bowel Protocal located in ICUT

o w2 cherd

T. Who do you spaak to if your patlant ks sxparencing probems sith the Bowe) Protocol?

CU Dot

&, Plagas commsnt on problems that may ocour if an IGU Patient's bowel care is not managed
praperly?

patent beomes constpaed, wiilng dismla, aglstiae

9. How imporiant |s good bowel management to the progress of ICU patlerts?

Uiy erant

10. When shoubd thie Bowel Pratocsd ba commansad far patiamts admilfed to U7

24 - 2B hows of adnission o 00

11. Whe slvaubd make the decisfon regarding the comme ncement of the Bowel Protocod for
patlents admiited ta BEUT

Pafient Came Murss

LT PV T PSP PR [P U 1 Y IR | FE SO | T SRRl R g T
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I3 Sunefvionkey - Survey Resuis
&, NI JOUT 1RVE] OF Syl etiin m wiss v TOHOWIINY SLELMITIRITL 1% DOWE I FIOW0GOs 1 1L 18
easy to understand.

Srongy agrec 2

13. Indicate your level of agreement with the following statemant. The Bowel Protocol in ICU is
wasy to implement.

Srongyagree

14.In your sxperience, what are the basrlers to Impiemantation of the Bowsl Protocol for
patiania in ICU7? (Plaass comment)

19 Liwnsens sl incompaiencs

16. Why do you think some nurses may be reluctant fo implement the Bowel Protocol? (Please
commant)

1l e i ey by wilh ety I pasent, magbe [UsT aZy 370 SOt WANK 10 Chen up he mass

16. How do you think that tha Bowsl Protacol could be implamsnted more effectively in your
unin?

e el wn! leenm | ecank el CaE TANNgens

Follow Us Facbook + Twllis » Linkells + Gurfiog + Googee » YouTube
Help: M 50w & Tunnwis + Coastact Suppoc
About Us; Menapemant Team « Boord o Diocrs « Famers - Nowsotom + Soctet lie + Wit Hitey « Sowmsn

Polciea: Twrms aflUse « DamcyPohcy + And-Spam Palicy + Sacunty Stasemert « Esasl OprOut

Dansk + Goutach « Englen « Dap¥iol - Frangos - 20200 - Makano » Nodedamds + A0+ Numb » Pukguin + Pyoxed « Sgom « Sameks « & 8N

Copmght & TRIS2013 SurmMonkey

wwasunesmorey netiySuney ResponsesDetall asm@sm= wINABN S{F | QA N Nded 19 R XPESGYI| 3s4MU Oy 200 TADZI 2 Tawit o 2SI 000, 22
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Respondent 82

| 738113 SurveyM orery - Survey Results
Healthcare Daskn Survey  Colect Recponses | Anadyze Rawidts
View Surmnary Cutauk Report 3
Browse Responses
e e pe e Displaying 82 of 154 reapanderss
Crosstab Responces
Download Responses Respeiise Typs Collector:
Kamal Rescenie Wi Lik
Share Responses {(heh Limis)
Customn Vnkon: 1P Addrmee:
L3 20502525
Response Started Resporse Modfiae:
Sowurdoy, Jure 12, 2012 104517 PY Sawrday, June 15,2092 1022410 P

R,

v LTV EORE EMySUrey Responses etz amposnr Wi ZUABN A F QA NilikeA 1 nR XPeSG Y B4AMU Op 20T ANZIAT A 2waO0UUNE. . 12
-

1. Please indicate your level of employment

gz mine Nurze - Lavwd |

2. Do you hava a specific gualification ralstad to the care of tha critically m?

Nena

3. How long have you worked In ICU? (in years ! months)

4. Are you aware of tha ICU Bowel Prefocol?

LS

5, How did you find out about the Bowel Protocol?

(l;»nhlr:n Progam

6. Where Is the Information regarding the Sowel Protocal located in ICU?

pabientdoa ‘akcer

7. ¥Who do you spaek 10 if your patient is experiencing problems with the Bowe! Protocol?

Twawrn Inmcmr

&. Ploase comment on problams that may occur It an ICU Patlant's bawal cara Is not managaed
properly?

bzl mpadtnn, nucrax & vomikng, pain & abds dxtanten sxxaaton Mmoo imasie ehynentans

9, How Important Is good bowe! management to the progress of ICU patients?

Verymposant

L wdminsion

11. Who should make the decision regarding the commencement of the Bawel Protocol tor
patients admitted 1o ICU?

Paawrd Sane Sumim

12. Indicate your level of agreament with the following statemant. The Bowal Pratocel In ICU s
sy to undersisnd,

g

—_— [ e
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733

Sty wyome

13. Indicate your level of sgreement with the following statemaent. The Bows| Protocol in ICU is
easy to implement.

Skongty sgree

14. In your axparience, what sre the barriers to implementation of the Bows! Protacol for
patients In ICU? [Please commeant)

mismdncendng. unasere of Prowccol, (rses N1 NTEAING 0f Conoummd with sppropesie cans, Inck of aenicn o
funcamertal nosing can

15. Why do you think some nurses may be reluctant to implement the Bowel Protocol? (Please
comment)

foar of DTVRrS e MeDCECNS, St Cpl cuubws Samubes, ik ha problem wil rescive by isoY

16. How do you think that the Bowe! Pr 1 could ba imple ted more effectively in your

£8chor 0m 020N char wih lict tosun

fallow Us: Fatsteck + Twilier « Linkedh < Ow Blog = Geogas « VauTuhwe

Nep: TACe & Tuioda's = Cootal Suppen

About Us: Manogemont Team + Boesd ol Drecuir « Oasare + Newsmoom - CortaiUs + Webe HEng » Soermasg

Poilcles: Teme otUse < PovacyPolicy + Ad-Spas Pdicy + Bty Stsmoect + Enall DprQul

Dank - Doutsch - Sngiah - Enpwid » Fiungex » =0 « tyiy~c « Necdedanos + (1 43% ¢+ Mose - Pouyoen + Pyooont « Suomn ¢ Sweska ¢+ TR

Copipnt £ 1926-2012 Suna iy

v suneymonkey nettAySurvey ResponsesDetal aspsnwi2MABNHF|QAIrNinded 1gnéR XPaSGYI| 354MU OyROGI T ADZIZ| TAnili6 2MAIA0U LIME. .. 22

e
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Respondent 97

M3 SurmMarkey - Suney Results
Healthcare Design Servey  Collect Respenses [ Amlyzs Resulis !
View Summary Defauft Repor E]
Browse Responses
Fier Responuses Olzolong BF of 164 ez =end

Crosstab Rosponses

Download Resp R Tyu: Colucior
Nemu Respoas Vinhs Link.
Share Responses (Wan Lrk]
Custom Valuw; 1P Address:
amoly 20312625
Response Slarted: Responee Medified:

Sundoy June 23,2013 54430 PN Buncay, June 25, 2093 8.07.55 FM

1. Please indicate your level of employment

Hagelaad Xyme - Lowl |

2. Do you hava a spacific qualificstion ralsted to the care of the critically 11?7

None

3. How long have you worked In ICU? (in years { months)

T4 ymwr d mthe

4. Ara you awara of tha ICU Bows | Protocol?

o
§. How did you find out sbout the Bowel Pratocol?

(& 20
inamal aducaion

6. Where is the Information regarding the Bowel Protocol located in ICU?

on pajertcha

— o pTLTTYSg M GRS IR ML (LB GO Z LA
1 .

7. Who do you hankto it Your patient 5 experiencing problems with the Bows| Protocol?

Toam saver
K Docer

8. Plepse comment on problerms thut may occur If an ICU Patlent’s bowel care Is not managed
properiy?

B consiptun adhg 2 bowsl ooaucton, upured ooioe, SUTRECY posSitle Gepnin duwh

9. How important is pood baowel management to the progress of ICU patients?

Wty mputtan|

10. When should the Bowsl Protocol be commenced for patients admiltted to ICU7

e 500N 05 prochical @t wdnixenn

11, Who should make the decision regarding the commencement of the Bowel Protocol for
patients adméttad fo ICU?

ICJ Dockr

Pebart Core Nutse
ket netM ySouney Reeps D etail aspfom=wl.MABN & F| QAIrNINH e85 MR XPaSGYE As4M U Oy XIHTA021 7] TaMhe WSIC iatitttreD. .. 12
5 g
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Suneyorkoy- Survey Resuts

12. Indicate your level of agreemant with the following statement. The Bowel Protocol in ICU |
easy to understand,

‘ihng! e =

nt with the followl . The Bowel Protocol in ICU is

13. indicate your level of ag|
easy to implement.

Srotgly ngree S—

14. In your experience, what are the barriers to implementation of the Bows| Protocel fee
pabents in ICU7? (Please comment)

JCChars not SigNing onder, NurEes Nokchedking Wit CocinT If they have fampcticn T ign

15. Why do you think some nursss may ba reluctant to Implamant tho Bawel Protocol? (Please
commont)

| gorzeoally snow . couks 2Be mod rbid) heyam ned fecant or are Sy and dontwant s dese £opl

d more effectively in your

16. How do you think that the Bowe! Pro could be Imp
unit?

ra decnis NERS 12 5ign tha order o7 the bowel regime a6 T3cems Datuniess there is 3 detnie crosnnd sgnwaiw
RO 1405 WON! USe hok Intlate and either get he doctor 0 51 It

Follow Wa: Facstcok » Twitir = Linkpdn - DurBlog + Google= « YouTux

Help: AGs & Tvwonwe = Conkot Bupgon

About Us: Managemans Team - Boxroal Drcanrs - Pamets + Newsnoam = Conlcils ¢+ wereHinng = Smmap

Policies Twemx ulUse » ProscyPolicy +

Onrek + Oeusich + Engob + Eapefel » Flanges « M =0 - Wions - Nogerlods

i Spus Policy + Sceurity Strem et - Enail Cotlul

« UIALE - Norek « Portigube + Pyooad « Sunmi « Smraks ¢

Comeght & 1995201 5 Eureydonioy

WMWSUNVEYTONkRY MGy, ResporsesDetail asprsme w0t 2RABN 3| OAIrNiHHeB1g MR XPESG Y3 3saMUOKI203TANZIA THMN% 2WarCiigtibtired. . 212
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Respondent 129

T SreyMarkey - Surey Results

—
Heallhoare Dmmgn Survay Collact Hrnenwas Analyzs Rerwolts

View Summary Derault Fepor [= |

Browse Responses

e [N Sleployng 126 of 164 respendonk:
Crosstab Rosponsas

Download Responsos Ruspoins Ty
Hermal Rispanss
Share Responses
Cugtom Yakm:
=gl AR IEARTE
Respanse Garied Rt poins & Moadified:
Trida, July @, 2011 7003 AM FriZay, b 2003 72165 A

1. Please mdicate your kevel of employment

Ragizmnd Hume- avel |

2. O e hava A spacifie guallificathon ralatad te the cars of 1he critically 7

Coitical Cand Candfioala [Hompinl MUnismingd

3, How bong have you worked in IEUY {in years ' manths}

Bymarm

4. Are you awara of tha ICU Bowal Prodocol?

Ho

8. How did you find out about the Bawel Protoced?

seriornuress on b gams shi

&. Where is the information regarding the Bowel Protocol lecated in ISU?

oy puber deskiop

7. Wha do you speak to If your patlent ls experlensing prablams with tha Bawsl Pratocal?

Tomsan lawdmn

8. Please comment on probdems that may ocowr if an ICU Patient’s bowel care is not managed
propeHy?

mmpramis ng bausadgamiz e, no:

8. HWow important ks good bowel management o the progress of ICU patients 7

10. Whan should the Bowsl Profocal b cammancad Tor patients admitled lo IGUT

A4 oo @ pracica | Al admsRion

11. Who should make the decizion regarding the commencemant of the Bowsl Protocol for
peatha nts admittad te ICUT

Pula Care Haes
L TR TR RS P SIS ST BT R PO TSR VO N T R | SR I T YT
e SLIrETIOR by T Sy s pora s st s s w2 ASN TSl Nibked? § nd R PaS G L Cpdea T AGZIZ TAwib 2E e p 5 2h.
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73113 SurveyMornkey - Survey Resulls

1L Mosaw U WYl Ayl EEIEAR I W e IMI' DAL T OIL. 11V DUWE FIUSULUL B AU
easy to understand.

bcren

13. Indscate your level of agreement with the fi ] The Bowel Pr | in ICU is
casy to implement.

Agres 22

1

to Imple ion of the Bowel Protocol for

14. In your experience, what are the b
patients in ICU? (Plesss comment)

sach ehift wth difersnt rurss The Jeved of undersBncing e protocal vanes.

15. Why do you think soma may bo rel 1o imp nt the Bowel Protocol? (Please
comment)

ouks e u busy shif

16. How do yau think that the Bows! Pratocol could ba Implementad more effectively in your
unit?

-'; p; of mrm;g mutn; l;u:uml_mh whA

Foliow Us: Faoebooe « Twiter « Linendn » OurBlog + Googles + YouTuse
Help. FAQs 8 Tutadals » Contect Sucpont
Aot Us: Maragamed Team + 3oudo! Deactnrs » Pamas ¢« Newtcom » Conlactius < Worc Hing + Sarap

Policies. Termes ol Uss « Privecy Policy + A -Spam Polcy « Security Slaament « Enall CotCul

Durak » Deusch - Engish = Espatel » Frangas = & 20) = tlaoe - Nwedands » D435 - Noss - Porguls « Pyooowd « Suom) « Swerska « 4 C|RW)

Coprpga & 1920.2013 Survelansey
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Respondent 142

73113

Healthcare

View Summary
Browse Rasponses
Filter Rospornases
Crosstab Regponins
Download Responses

Share Responses

[~ wwmﬂﬁumﬂm sapsmevdr 2RABNTFCIAI NIN468 19 iR XPeSE Y] 5aM U OW20G T ADZIZ[T 4wt 2fwfluie2aYK. ..

Surveydionkey - Surwy Resuts

J
DesignSuremy  Colwct Reapores  Aeslas Resuhts |

Duta.tt Repeer ]
s 44201454 o
Resporse Typr: Cdlecter:
Novad Respinee it Link
Wit Unky
Cusrtom Value. P Addrauu:
emply my0.255
Recporse Siarted: Rasponss Modifed:
Saturdey, Julyb. 2013 K27.47 P Satrcay Juys. A1° 485306 PM

1. Plaass indicate your level of cmployment

Rogietamd Numce - Lews |

2. Do you have 2 specific qualification relatad to the care of the criticalty 17

Nang

3. How long have you worked in ICU? (in ywars | months)

3

4. Are you aware of the ICU Bewal Protacol?

Yei

3. How d¢id you fing out about the Bowel Protecel?

Onantben Mrogiam

&. Where s the information regarding the Bowel Protocal located In ICU?

yellow kchzer

7. Wha do you speak to if your patient Is axpar ing probl with the Bowel Protecal?

Tune haada:

B. Please commant on problama that may ocour if wh ICU Patlent's bowel care is not managed
properly?

ralpatan

9. How important is good bowal management {o the prograss of ICU patients?

Irptane

10, Whan should the Bowel Protocel ba commanced for patients admitted to ICU7

24 - 48 ‘cuns cfadreseon o iICU

11. Wha should make the decision regarding the commencement of the Bowel Protocol for
patients admitted to ICU?

FAL Do

12. Indicate yout Invel of egraement with the following statemant. The Bowel Protocol In ICU Is
easy 1o undarstand.
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73113 Surveyhonkey - Survey Results

Disagree

13. Indicate your level of ag with tha foll g st The Bowel Protocol in ICU Is
aasyto Implemant,
Daages

14. In your experionce, what are the barriers to Imph of the Bowel Protocol for

patients in ICU? (Please comment)
Mg whes buq;h-r 0

15. Why do you think some may be 10 InpK the Bowe! Protocol? (Please
comment)

Laxy 1

16. Mow do you think that the Bowal Protocol could be impl d more effectively in your
unit?

Or's w5culd mplement repme ke olrer meds

Foliow Us. Fasutout = Twilie = Linkedn » Our Plog « Gosgles < YouTuze

g FA S Tutisds » Comaet Suppor

About Us. Maraganwnt Tuus: » Scant of Dimoaes + Pastnees + Newsroom + ConaatUs » YheTe HOng + Siemap
Polickea: Torta ol Liew » Priosey Prdey « #cb-Spam Policy « Socudy Sklsmun! + Bmaed OCul

Cansh « Doulsch - Englah » Saealad o Foacgnie « &30 0 ibibng - Nedorants « AT « Neak » Porupuds » Dyedeuk « Sudeni & Svenekn « 0%

Copyght £ 19062004 Smembionkey

W sLreymonkey nelMySurvey_ResponsesDes) aspdsm=wos ZABN G FjQAINT NS 1g MR XPESGYij sdMUOWR20UT AUZ T 3atre 20K, . 22
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Respondent 109

313 SurwyMoniry - Suresy Resuls
Healthcare Dawign §ursey  Collect Frxponses [ Anaye am;: ]
View Summenury Urauk Report ¥
Browse Responses
Filter-Rispotdes Dieplaying 108 of 454 rezgendants
Crosutab Responses
Download Responses Respense Typs: Callector:
Namal Resganse Web Link
Share Responses Wich Liek!
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1. Please dicsts your level of employment

Femcinmims Nume - Lo |

2. Do you have a spacific qualification relatad to the cara of the critically 7

Nore

3, How long have you worked in ICU7? (in ywers f monthes)

2

4. Are you aware of the ICU Bowel Protocol?

N2

5, How did you find out about the Rows! Pratecel?

Ot

s

€. Where is the information regarding the Bowel Protocol located in ICU?

senlbros

7. Who do you speak to if your patlent Is experiencing problams with tha Bawa| Protocol?

Team leoZer
Home Team

KU Docye

B. Plaase commant on problems that may accur If an ICU Patlent's hows| cars |8 not managed
properiy?

nowe! obstrurton

9. How Impertant s good bows! g t 1o tha prog of ICU path ?

Werpimpanant

10. YWhen should the Bowel Protocol be nced for pati dmitted to ICU?

Wit firel 24 hours of sémizsion 1o KU

11. Who should make the decislon regarding the commencement of the Bowel Protocol for
patients sdmittad to ICU?

K\ Docor
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12, Indicate your level of agr with the following st t. The Bowe! Protacol in ICU is
easy to understand.

g

13. Indicats your level of agreement with the following statement. The Bowel Protocol in ICU is
easy to Implemant,

4““

14. In your experience, what are the barrlers to Implementation of the Bowel Protocol for
patients in ICU7 (Please comment)

whan SaUaNt is very Sk, N6s X 200N e e Arwey

15. Why do you think some nurses may be reluctant to implement the Bawel Protocol? (Plaase
comment)

16. How de you think that the Bowel Protocol could bo implemented more etfectively In your
unit?

airy
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1. Plaase ndicate your level of employment

Foeggonlassnd Noraw-Lnwl 7

2. Do you have a spacific qualification ralatad to the care of the critically 17

Graduss Ulgior o

3. How long have you worked in ICU7? (in years { months)

ek

4, Ace you aware of the ICU Bowel Protocal?

Yar

5. How did you find out sbout the Bowel Pratocol?

Ofzniadon Frogran

6. Where is the Information regarding the Bowal Protocel lecsted in ICU?

mlicw okerard or o chat

7. Who do you spaak 1o if your patient is experiencing problems with the Bowel Protocol?

Team lesder

8. Plesse commmenl on problems that may occur It an ICU Patlant's bowel care s not mansged
proparty?

I tioe, charcmhue, d ' L ralead imier iranl prassore smdhmio

9. How important is good bowel management to the progress of ICU petieimts?

ey padael

10. When should the Bowsl Protocol be commencad for patients admitted to ICU7

Wit 1151 24 hows of eomisalen la 1G4

11, Who should make the decision regarding the commancemant of the Bowel Protocol for
patients admitted to ICU?

U Dot
Folert Care Nurse
leam Ladzer
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12. Indicste your level of agreament with the following statement. The Bowel Protocol In ICU is
easy o understand.

Mgree

13. Indicate your level of agraament with the following statement The Bowe! Protocol In ICU Is
wosy {o implement.

Fgren

14. In your exparience, what are the barriers 10 implementation of the Bowel Protacal for
patients in ICU? [Please comment)

déxon 3fthe patem wry whan umed N
15. Why do you think soms may be rel to Impl; the Bawel Protocol? (Please
comment)

16. How do you think that the Bowel Protocol could be implemented more etfectively in your
unit?

oorw wiphimix
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1. Plesse indicate your Icvel of employmant

Rugintarnd Numa - Lewl 1

2. Do you hava a spacific qualification related to the care of tha eriticalty 117

Collect Responses  Auabee Rasubs

3, How long have you worked In ICU7? (In years | months)

10

4. Are you aware of tha ICU Bowsl Prolocol?

Yoo

S. How did you find out sbout the Bowel! Protocol?

Orisradoes Frogioen

0. Where is the Information regarding the Bowel Protocol located In ICU?

deated an iy chart

7. WWho do you speak to if your patient is experiencing prablams with the Bows! Protocol?

Tesin luedut
oW Dectar

8. Plesse comment on problems that may oceur If an ICU Patisnt's bawel care is not managed

proparly?

canatpadon

“ryir podaes

10. When should the Bowel Protocol be commenced for patlants admitted to ICU?

Mo Suurt e praciol whe sitmsxion

11. Who should make the dacislon ragarding the comimsncement of the Bowel Protocol for

patients admitted to ICU?
U Do

Podert Care Nutse
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12. Indicate your level of agreement with the following statement. The Bowel Protocol in ICU s
wasy to understand,

Agme e

13. Indicate your lavel of ag t with the 9 The Bowel Protocol in ICU is
easy to implemeant.

Shrongly sgres

14. In your axpariance, what are the barrlers to implementation of the Bowel Protocol for
patients in ICU? (Please comment)

Possbly s of cribeal oxndbon Dut on rane caras in nol poasibs = um pie dus o poce wetinbonges welange

15. Why do you think some nurses may be reluctant to implement the Bowel Protocol? (Plesse
comment)

an abores, ol cootiSors of gl

16. How do you think that the Bowel Pr | could be Imph d more effectivaly in your
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1. Plaase Indicate your lavel of smploymsnt

Regiatred Nurse - Lewl |

2. Do you have a specific qualification related to the care of the arlticalty N7

Nome

3. How long have you worked In ICU7 (In yaera ( months)

2wears € 1sutitn

4, Are you aware of the ICU Bowel Protacal?

Yoot

5. How did you find aut about the Bowe! Protocol?

6, Whara is the inforination regarding the Bowel Protocol locsted in ICU?

an Ihe g chart padion of hie GU chad

7. Who do you speak to if your patient Is experiencing prablams with the Bowel Pratocol?

Tesam imnzer
Cane Manygar

1ol Dot

4. Please comment on probloms that may accur It an ICU Patlent's bowel care ls not menaged
properiy?

Wl inpadicn, hosel parsestion, malshrorpiise of rumants

9. How Important ks good bowe! managemant to the prograss of ICU patlnts7

Very/mposani

10. Whan should the Bowel Protocol be commanced for patients admitted to ICU7

et manzn Ax prAdion Wi wdeixeion

11. Who should make the declsion regarding the commence ment of the Bowel Pratocol for
patisnts udmitted to ICU?

Fadnet Can Misw
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12. Indicate your level of agr t with the ¢ 9 . The Bowal! Protacad in ICU Is
Gasy (o understand.
v

13. Indicate your loval of agrooment with the following statement. The Bowe! Protocol in ICU Is
easy to Implement.

Sturglyagme

14. In your experience, what are tha barriers to Implame ntation of the Bowe! Protocsl for
patients In ICU? (Please comment)

SOMe nUSes S mad 115 Nt e gnes ey Lo edmirinier b

15. Why do you think some nurses may be reluctant to implemant the Bows! Protocol? (Pleasae
comment)
;m; JL0, W sominisTaticn of Frealae naeds ¥ haepen on e nght s r.;; hat Cuarn.s can hagpen duicg
marring mashes

16. How do you think that the Bowel Protocol could be Implemented mora aMectively in your
unh?

Do adrnnininebon of bs alae sends hazpan on e nght kit sc bal deacup can fappen uing moiming washes,
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1. Please indicate your level of employment

taghtarad Nurse - Levd 1

Z. Do you have & specific qualification related ta the cara of tha critieslly iIF?

Nane

3. How long have you worked in ICU? (in yeurs { months)

1 mard 'ml';!

4. Are you awere of the ICU Bowel Protocal?

es

5. How did you find out about the Bows! Protocol?

thee

Tuwm Landar. sance et

€. Where is the Information ragarding the Bowel Protocol located In IcU?

oy char

7. Whao do you speak to if your patient Is expariancing problems with the Bowel Protocol?

Tewn lasudn-
o2 Ducky

8. Plowse comment on problems that may occur If an ICU Patfent's bowel care is not manageo
proparty?

canztioaton, uranll = fusecsl compadon, Thie could 183 %0 noreased niocbdo prasausfine Potude tresx s,
NIUenie Moo y uie keniment

9. How important is good bowe! management (o the progress of ICU patients?

Veryimposant

10. Wnan should the Bowel Protocol be commenced for patiants admitiad to ICU?

s6 Goon as pracical A% sdmixsion

11, Who should make the declsion regarding the commencamant of the Bowel Protocal tar
patients admitted fo ICU7

1CU Doctut
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Pabwn! Cuw Nurss
Utk usealy has o tel e Or i wgn facil onanike up apgedents.

12. Indicate your lavai of agl t with the ] The Bowal Protocel in ICU is
easy to understand.

Agrce

13. Indicata your level of agreemant with the fellowing statemant. The Bowesl Protacol in 1ICU is
casy to implement.

Agroe e - ) o

14, In your experience, whal #ré the barriers to implemantation of the Bowe| Protocol for
pationts in ICU7 (Plaase comment]

need 3 Dr o 2ign Pwir'corsone deforn commenzng P1ary wnsiable

15, Why do you think some may be reluctant ta impl t the Bowel Protocol? (Please
comment|

Bate overnans koo sedaiy. EX2 work, a2y Clesnng up PO 03N B4 3 0BTIRINg jao | guess|

16. How to you think that the Bowe| Protecol could be implemented mare effectively in your
wnit?

il xhewsbd b a group eficrtwit he Bads de nutse and Drs
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1. Please indlcate your level of employens nt

Hagnisred Nurse - Lowd 2

2. Do you have a specific qualification related to the cars of the criticalty m?

Crticn Carm Usrifrals (Hozpisal ! Lniwnciy)

3. How long have you worked in ICU? (In yesars ! months)

déwmare

4. Are you aware of the ICU Eowel Protocol?
e MO ST

5. How did you find out about the Bowel Protocol?

Cthar
hwpnd dwalope it

6. Where |s the information regarding the Bowel Protocol locsted in 1CU?

ACU dran fed cromm, bt - ICU pang:

7. Who do you speak to If your patient Is exparlancing problems with the Bowel Protacal?

Toaw leedn-
ICU Durker

8, Plasse comment on problems that Iney occur If an ICU Patlent's bowe! care Is not managed
properly?

c:nupidnr- M-pnuonmemyoormponqnlmmm ok whzominal 1 sydrame

9. How important is good bowel managsment to the progress of ICU patlants?

Waryimposant

10. When ahould the Bowel Protocol be d for patlents ad d to ICU7

A8 5000 3 practol whn-admbsalon

11, Who should make the decision regarding the commancament of the Bawal Protocol for
patients sdmitted to ICU?

ICU Dozkr
Faten Core Nursw
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Taus Lusdnr

12. Indicate your level of agr t with the g stat {. The Bowsl Protocol in ICU is
casy to understand.

Srunglysyree

13. Indicats your laval of agr t with the following stat The Bowal Prolocol in ICU is
casy to implement.

Strongly agrse

14.In your experience, whal are the barriers to implementation of the Bowel Protocol for
pationts in ICU? [Please comment)

apahy inowledge defctNO FOO 15 0000 FOO

15. Whyd)o you think soms nurses may be reluctant to implement the Bowel Protocol? (Please
comment|

Peydont wantthar patien! using her boweks shilstthey ate lookng afar haem WO PCC IS 0000 P00 sifkda

16. How do you think that the Bows! Protocel could be implemented more effectively in your
unit?

Dettar education (mecicy’ & nursing s boder monticong climplemen@son and Drosress

Folow Us. Facubock » Tetler » Lekally » Ou ey » Goupet = Youluhe
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1. Please indicate your level of employment

Haguinnd Nursa - Lawl 1

Z. Da you have a spacific qualification related to the care of the crifically iH?

3. How long have you worked in ICU? (in years /! months|

T

4. Aro you aware of the ICU Bowsl Pretecel?

“Ves

5. How did you find out about the Bowel Protocol?

Crimvainn Program

E. Where s the Information regarding the Eowsl Pratocol located In ICU7?

vetowFoger * e
7. Who do you speak to if your patient is experiencing problems with the Bowel Protocol?

Tuwr lrardne

ICUDoeser

8. Please comment on problems that may occur it an ICU Patient's bowal care is not managed
proparly?

I pactiont, i, wie

8. How important Is good bowel management to the progress of ICU patlenta?

oyl podare

10, When should the Bowel Protocol be commenesd for patisnts admitted to ICUT

As auos e precionl wler edmiior

11. Who should make the decision reg g the of the Bowal Protocol far
patianis admittad to ICU?

10U Docier
Patien! Core Nues
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12. Indicate your level of agr with the fi g statament, The Bowel Protocol In ICU is
@asy to understand.
P -

13. Indicate your loval of agreeme nt with the following statamant, The Bowel Protocol In ICU Is
888y 10 implemeont.

Ajrue

14.In your axparience, what are the barrlors to Implemantastion of the Bowel Protocol for
patients in ICU? (Please comment)

Actual prurfing of doys of BNO 00 wiamew of ple sctun! bowel status

15. ¥y do you think some nurses may be reluctant to implement the Bowel Protocol? (Fleasa
commant)

Dun wasta patent 1 hawe 3 WOICa0HE Gxplas L on i shdlt

16. How do you think that the Bowel Frotocol could be impiwmented more effectivaly In your
unit?

No'w wasrennes

Follow Us: Facencok - Twitkd + Lnksdie + OwrBlog + Google+ + YouTube
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1. Mease Indicats your lvel of smployment

Regatred Nurae - Lew! |

2. Do you have a specific qualification related 1o the cars of the critically 1?2

Norw

3. How long have you warked in ICU? {in years  months)

18 yoars

4. Are you aware of the ICU Bowel Protocol?

Vi

5. How did you find out about the Bowel Protocal?

Other
1CU char bowsl ragime

6. Whara is the information regarding the Bawel Protocel locstad in ICU?

Tinnuses asbun B nd ge wel

Tacam Inazar

Cona Manscar

U Do

8. Please comment on problams that may oceur if sn ICU Patient's bowel care is not managed

proparly?

Bl bocertius unwe | in svenyway 0 4. afectng rasp sisues, Fabily m oliset feads Wuand B2 and diecsmivel =y

wleo calien nuck v dka pockats

9. How Important Is good bowel mansgement to the progress af ICU patlents?

Veryimoctant

10. Whan shauld the Bowel Protocol be commenced for patienta admitted o ICU7?

24 - 45 hours of sdmissioe b K2
Fdapanis on masan e admixkon

11._\\115; -hould n_ndue. me_ decision regarding the commencement of the Bowel Protocol for
W SLINETOnkey el Surwey Responses Dasal aspdam=with MABN & FjQAl Nilided 1 gndR X PaSE YHI4MU OpD0GH T ADZIZ| T4 2IMEISY24ButA. .
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ICU Docker

Pasenl Camn Nursw
Teaw Leader
Caze Nonager
Home Team

home leam if 0.5 lOporclom y

12. Indicate your lavel of agreement with the following statemant, The Bowel Protocol in ICU is
easy to understand.

Stomlyagres

13. indicate your leve| of agreement with the following statement. The Boww| Protocol in ICU s
easy to implemant.

Skwgl viree

14. In your axparisnce, what are the barriers to implementation of the Bowe| Protocol for
patients In ICU? (Pleass comment)

rumieg {ing Foo!

15, Why do you think some nurses may be reluctant to implement the Bowel Protocol? (Plouse
comment)

Inzorvenionce? unpkasant?

16. How do you think that the Bowe! Protocel could ba Implementad more sffectively in your
unit?

oducation re comploakons. cveral goattywell ivglsmunisd
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WEA3

Haalthears

View Summary
Browse Responses
Filter Resporcan
Crasstah Responsas
Download Responsas

Share Responsss

Srumhoiey - Suney Results

(et oo 2]
Displeig 22 o 134 responaents
Ragpeonse Typo: Collecter:
Nomal Resoinge hali Ling
(¥meh Ling
Custun Valas. P Address:
sty 203261228
fxpones Started: Response Modifisd
Nondwa May2 7, 2013 20032 AN Ponzay, Mapy 27, 201531754 A

1. Plndne ndicste your level of employment

Ragubwwd Huexa - a1

2. Do you have a spacific qualification ralated 1o the care of the critically N7

Crteal Tare Canicols (Hoopw@ (U En)

PesignBurvey  Cobe Respornus | Acaigze Reauts |

3. Haw lonyg have you worked in ICU? (in yoars ! months)

20 Yusrs

4, Are you aware of the ICU Bowal Protoeel?

ar

6. How didt you find out shout the Bowel Protocol?

Criatilrdon Prugum
Esudderly apeared un the gl busnd scme pury o’

6. Where is the information regarding the Bowal Protocol lecated in ICU?

U v U madcanoe char

7. Who do you speak te if your putisnt is expetiencing problems with the Bowel Protocol?

Team lesder
CU Codue

&. Please comment on problems that may occur if an ICU Patlent's bowel care Is not managed
properly?

" , Irpacion, d d resp. fncson seibdrg ) el

9. How Important is good bowel management to the progress of ICU patients?

Waryin puries

10. When should the Bowel Protacal be commenced for patlsnts sdinitted to ICU?

Ar mooe g pracical aber admbsolon
Ecapiora may ne poskos Major bowe Sargenamajor abdomingl Jaus e

11. Who should make the dacislon ragerding the commencement of the Bowel Protocol for
patients admitted to ICU?

- e i a T
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FaIotaca™ nurze My need 1D reming 852G 10 3ign o prokani on drug crant

12, Indicate your levs! of sgrasmant with tha following statament. The Bawal Protocol In ICU is
wasy 10 understand,

Skorgl nprec

13. Indicsate your level of agraemant with the g The Bowel Pri lin ICU is
easy 1o implement.

Storgly wires

14. In your experience, what are the barriers to implementation of the Bowsl Pratocol for
patiants in ICU7? (Plasse commant)

Some c-ticaty 1| pubants maynal ba abis & 56 LMe3 o aoninsior Bisaax Adsence of NGT.

16. Why do you think zome nurses may be raluctant to implement the Bowsl Protocel? (Please
commant)

Luansin?

16. How do you think that the Bowel Protocol could be implementad more effactively in your
unit?

1 ahockd be remen ered Uiet Sowe! LIe 1S 2N of D3I M reing Care and Ganna: be Gnorna

Follow Us: Focotook + Twitier + Linkedh < OwBlog « Googles * YouTube
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Winw Summary
Browse Responsas
Fitter Responses
Crossiab Responzas
Download Responacs

Share Responsos

Suradorkey - Euney Resulls

.
DeslirBurey  Collecs Rampovans  Aeaoin Rasis |

Cweul: Repont x|

Diwpbaying 132 of 184 rappond o

Raspanss Typs Gallactor:
%ormal Respanse e | ik
W Link;
Cusboin ki IF Address:
wnply 1.124.42.130
Asmponas Stariest Fies pors m Pzedifiad:
Thuwday, Jukp4 2003 4:24:08 AW Thuradng Jdyd 2013 EAGT8 S04

1. Plaass Indicsts your level of employmeni

Rugiskand Suisn - Ll |

1. Do you have a specific qualification relsted to the care of the critlically 17

M

d. How boing have you worked in ICUT [n years | monthe)

Fpaars

4. Are you aware of the ICU Eowsl Profacal ¥

Ven

5, How did yoril fisid out about the Bowel Protocal?

ol v on Fregram

. Where is the information ragarding the Bawsl Prolocc locaied in IEU7

7. Who do you spaek ol pour patient is eaperencing problems with the Bpwl Prolecel?

G Dot

#, Please comment on probbems that may accur IF an 10U Palients bowe| care Is not managed
proparly?

Cxal Parforetion of owsl Comrlpains Compachson

3. How imporiant is goad bowel management te e progress of ICU patients?

‘Waryimporang

10, When should ive Bowel Protocol be commenced for patients admitted te WCU7

2L - LB hour of wehnlukl 1o 1250

11. Wha should make the decicion regarding the cammancaman of the Bowel Protocol for
patients admitted (o ICUT

12, Indicste Your bsvel of agres mant with the following slatement, The Bowsl Protocal in 16U is
amxsyto undaraiand,
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SurvnMartey - Surey Resulis

oriow

13, Indicate your leval of agresment with the following statement. The Bowel Protocol in ICU is
wasy to implement.

Srergly ngree 7

14, In your exparience, what ara the barrsars to impl ion of the Boaws| Protocol for
patients In ICU? (Please conmwment)

Tima Boww' mgrdninn chasing

15. Why da you think Some nurses May be reluctant to Implemant the Bowel Protocol? (Please
comment)

Addnon o wartiodd Yass” o

16, How do you think that the Bowel Protocol could be implemented more effectively in your
unit?

o il 'Q ELreath HDowe! CaC @ net Car sa cul

Follew Us: Facoboos = Twiter = Linkedn - OurBlag ¢ Googles - YouTube

Help: FAQs & Taonais - Conba Suzgan
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T3S

Haaltheare

Srasioriey- SUney Results

Duwign Surwey  Collcl Responcos Analyte Rawsitn

View Summary
Browsc Responses
Fifter Responses
Crosstab Responses
Download Responses

Share Responscs

[ | sy e TMyS ey ResporsesOetall sp7sm=w0% 2MABN 4 F| QAININHeB 10 MR XPS 0 Y| 3540 U Dy 2031 T A0Z2 | #n R 20WEQGXWN .

Dotuuit Repart =]

Sizpayng 124 of 154 respendanis

Reszeiie Type: Collactor:
Nemnal Rescanse WooLirk
et Link}
Cussom Valas: IP Addrews.
N PUEFLRPPY ]
Resocnse Startedt: Reaponge Moghtiss:
Trursday, JUlvA, 2013 5730 AN Thocay. Juy4 2178 5 048 A

1. Please indicate your lavel of amployment

Reciswrad Nums - | s 2

2. Do you have a spacific gualification related to the care of the critically il?

Crifcal Cure Cotfcate (Hosild ! Unlvevaity)

3. How long have you worked in ICU7 (in yesrs ( months)

iy

4. Are you aware of the ICU Bowel Protocel?

5. How did you find out sbout the Bowel Pratocel?

Cnmvainn Program

€. Whera Is the Information regarding the Bowel Protocol localed in ICU?

diuy <l

7, Who do you spaak to if your patiant is axparlencing probloams with the Bowel Protocol?

WU Code

2. Please comment on problems that may ocour if an ICU Patisnt's bows| cars is not mansaged
properly?

grabienl muy eoninuw win conxbpvion o wnd up wili cieolioes

9. How Important is good bowel management to the progress of ICU patients?

A\krrmmm

10. Whan xhould the Bowsl Profocol be commanced for patients admitted 1o ICU?

24 <45 e of sedmbaaion o KL

11. Who should make the decision regarding the commencemsnt of the Sowel Protocol for
patisnis admitted to ICU7

Patmnl Corm Nirse

12 Indicate your level of ag t with the following 1. The Bowsl Protocol in ICU Is
sasy (o underatsnd,
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Seeralysree —= N .
13, Indicats your level of agr i1 with the foll: o Tha Bowel Protocol in ICU is
easy to implement.
W)’ﬂm A
14, In your sxperionce, what are the barriers to impl of the Bowel Protocol for

patients in ICU7 (Plesse comment)

HOme NUrses are NSLAwamk of U promconl Inaness o Gean up padarts afer bownl scton

15. Wy do you think some nuraes msy be reluctant to implement the Boww! Protocol? (Please
comment)

T evend Cuunng puturts afier bowel opeing W-wg@.t;u izt

16. How do you think that the Bowe| P 1 could ba Impl ¢ more effectively In your
unit?

Reguiar Fsiurvees or Bm importince of it

Follow Uy: Faatcood « Twiper = Lnkoan « OurBlag + Googles + YouTute
Mein: FAJ X Titonals » ConRd Sappart
About Us: Mewgument "sam + Board of Diaciors + Martnaes « Newsroom « Consd Us = Yaers Hnng + Stomap

Polcn: Tamms stilse - Friacy Puicy » fob-Som Poiey « Soowty Samment + Emad Opt-lhe
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Respondent 69

M3 SurenMoiery - Suresy Resulls

Healthcurs | DmegnSawy  Colliot Responses | Analym Rnedin

View Bummary Dotaud! Ranoe B
Browse Responses
Filter Responses Dhaghedn, B3 ol 154 wspunmnty
Crosstab Responses

Download Responses Resporae Typw: Callecsoe:
Nure:d Ranpooxs Wht Linx
Shars Reeponzes el Link
Cowmtrm Valne: P Addreux:
oropdy W3,9,252.5
Response Etirted: Responce Modied:
Wedneaday, Juns 12 201N TTATAS 44 Wedneedyy Jore 12,2012 120404 PV

1. Please indicata your laval of amplayment

Ragisterns Numse - wewd 1

2. Da you hasve a specific qualification related to the care of the critically INT

Critical Sam Cantiiinia (Hespral i Unhe ity

3. How long have you worked In ICU7 (In years / months]

4

4. Are you aware of the ICU Bowel Protocel?

Yos

5. How did you find out about the Bowel Protocol?

Onsnlason Program

6. Whare i the information regarding the Bowel Protocol located in ICU?

e

7. Who do you speak to It your patiant is axpariencing problems with the Bowel Pratocol?

U Codor

&. Plaase cammant on problsms that may occur if an ICU Patlent's bewsl care 1a not mansged
properly?

saneipaane GNO

9. How Imgortent s good bowel management to the progress of ICU patients?

[EETEIS

10. When should the Bowsl Protacel ba commanesd for patisnts admitted to ICUT

¢ 8000 a3 pracil afer admisalon

11. Who should meke the decision regarding the commencement of the Bows! Frotocol for
patients admittad to ICU?

Putare Care Murse

12. Indicata your laval of agraement with the following statemant. The Bawel Frotacel In ICU ix
easy to understand.

VA BLIVERTCNREY. el ySur wey RespnsesD il o s wOB 2RABN 5] FQAINN K S8 1R XPESE YT 354N U OyE T A1) T 4wn i 2Rt aNHI YS!,
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grea B

13. Indicate your leval of age with the g ftatement. The Bowel Protacol In ICU ig
easy to Implemend,

e e — S — ——

14 In your oxperience, what are the b s to Impl ion of the Bowel Pratocol for
patients in ICU? (Please comment)

ohow up of he prokect

15, Why do you think some nurses mey be reluctant to implement the Bowe! Protocol? (Planse
camma )

w1 e e oot mok

16. How do you think that the Bowe! Protoco! could be implemented mors aftactivaly in your
uni?
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73113

Heulthcars

View Summary
Browss Responses
Filter Respornsmy
Crazatab Responses
Downlond Responses

Shars Responses

Surwytoniery - Survey Results

Design Swwy  Collact Rarponees | Ansbye Raxuits

Dot Fopert [ =

Cizclugng 154 51 154 “saponzans

Renpursw Typw: Callector
Namw Rasponss Whal: line
Vool Lnky
Custom Value: ® Adrans:
ampdy W25
Respanse Started: Arsponie Nodifisd
Fday JuyS 2013 92¢39 M Friday, My E, 2013 00K 38 Y

1. Please indicata your lavel of employment

Hegisrns Nurse - Lowd 1

2. 0a yoil have s speclfic qualfication ralated to the care of the critically 1117

HNorse

3. How long have you worked in ICU? (in years ( months)

4. Are youl aware of the ICU Bowel Frodocol?

Yeu

5. How did you find out aboit the Rowe! Protocal?

(her 5
Irrsinmentadon of nevw powzas

6. Where is the information regarding the Bowel Protocol locetsd in ICU?

Yellow protucul ol der

7. Who do you speak to i your patlant | expetiencing problems with the Bawal Pratscsi?

Tuum Inscmr

WU Curdoe

8. Please comment on problems that may occur if an ICU Patient's bowal cars is not managed
proparly?

Comarpaten Ahde deisolion par paealyic i eus

8. How important is good trows! mansgement to the progress of ICU patients?

Verp mponni

10, When should the Bowel Protocol be commanced far patients admitted to ICU7

n zomizsion

11. Who should make the dacision regarding the commencement of the Bowsl Protocol for
patients admétted to ICU?

Pothant Con: Nurse

Detall asp: MRZNABN 4] QAI NitHeB 1g R XPeS G Y1 354M U OyI203ITANZI 2 TAWHAZWSIC RS SS
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12. indicate your level of agreement with the following statement. The Bows| Protocol in ICU is
#a8y to undarstand.

songly sgree

13. Indicats your level of agr with the following Tha Bowal Protocol in ICU is
a8y to implement.

Seyeume. g — -
14.in yaur axparience, what are the barriars to Imph ion of the Bowel Protocel for

patients in ICU7? (Please comment|

ynmro‘ s@¥ ootidintfyng or menning whan patiects bowels lestopen

15. Wiy do you think some nurses may be réluctsnt to implement the Bowal Protacol? (Plaase
comment)

| cont Fent il s ahod ucdanon Bat more 3bowt ok of KNoMUSie or pace reccnding

16, How do you think that the Bowe! P could be Imp @ maore affectively in your
unit?

WOOD DOCUIUTDN PRCOAS 1 A xwihon on Shart T Iing 10 daily bowsil mowsen e [emitar ko Ensiol Swo! Chart)
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TFMS SurenMatey - Suney Results
Healtheare DesignSarwy  Coliet Rusponses | Analyzo Rosuts |
View Summary Didis il R spree! 'E]
Browse Responses
Fliter Responses Olectuie 1861164 F
Crosstab Respansas
Dawnload Responses Reaparma Type: Colwcior
Homn Rasporee Web Unk
Share Reaponaas Weo Lk
Custom Value: P Addrusa.
cmoly Q281228
Resporue Sturted: Rasponses Nodified:
Tusadieg WayZ9, 2013 6024 A Moedny. Jity 78, 2010 BO$45 OY

1. Plaase Indicate your laval of amploymant

Aupgakicd Nurse - Lewl ©

2. Do you have a specific qualification related to the care of tha critically IIF?

3. How long have you worked in ICU7 (in years { monthl

“Lpews

4. Ace you awsre of the ICU Bowel Protocol?

Yan

5. How did you tind out shaut the Bowe! Protocol?

Crieetadon Frograe
onnuzing drart [ dizntfnd ks o2on orieniaton, bt yaur sureywaldn fngh witicul Bis Los beng Schedn

6. YWhars is the information regarding the Bowel Protocol located in ICU?

14 L teguler use diug chant an U chan

7. Who do you speak to If your patlent Is experi g probl, with the Bowsl! Protocol?

Toom “ander
124 Dozior

8. Please comment on problems that may occur If an ICU Patient's bowe| care Is not managed
proparhy?

ik sonaSpuwd, Bswed abdo pan. bacomes 2 bgger pratiem m acha.

9. How important is good bowel manage ment to the progreas of ICU patisnts?

Viery mportant

10. YWhan should the Bowel Protocol bs commenced for patients admitted to ICU?

Ow k= iswiun

11. YWho should make the decision regarding the commencamant of tha Eowsl Protocol for
petisats sdmitted to ICU?

12U Cocse =

— — 4
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12. indicate your level of ag with the following stat . The Bowel Protocol in ICU i
easy to understand,

Srongly agrim

13. Indicate your level of agraama nt with the following statement The Bowe| Protocol In ICU Is
oasy to implamant.

14. In your experience, what are the barriers to implamentation of the Bowel Protocol for
patients in ICU? [Please comment)

lazness, longetiulosss.

15. Why do you think some nurses may ba raluctant to implamant the Bowel Protocol? (Please
commant)

no ene matly w0 CB00 Up PO I you 9 We he ptaneea i ho moming, ifs She wu'm meing e nad shitin
M L o, 0s N5 aTness

16. How do you think that the Baws| Protacel could be implemented more effactively in your
unit?

FAnEnes Seing mons proaciie a30ut bawel cang. . TL Shooking wren oy S ek reund of comsdong pateses at he
AN ol the R
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73113

Healthcare

Vivw Sumiresry
Browse Responses
Filter Responses
Crosstab Responscs
Download Responses

Share Responscs
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Arvauiey- Sy Resulls

| Datre t Reerr [+

Dhaplodrg 42 ol 154 scaporwnts

Rauporas Type: Colloctor:
Noew o Raxpzoxn PRt Line
et Unikd
Costrem Value: P Addrewn:
aropdy £1.240.73,198
Respoose Etirted: Reaponss Modtied:
Noodog Jore 3 2005 54853 P rAcncay, une 3,2013 6:1120 AV

1. Please indicate your leval af smplayment

Regisxrns Numse - _ewi 1

2. Da you have a specific quallfication related to the care of tha critically IN?

Naow

3. How long have you worked In ICU7 (In years | monhths]

4

4. Ave you aware of the ICU Bowel Protocel?

Yes

8. How did you find out about the Bowel Prelecel?

Oriectaios Progmm

6. Whars ia the information regarding the Bowel Protocol located In ICU?

Pre-writan ardw co thw mudcrten des frent ol ICU chad|

7. Who do you speak te It your patlent Is experfancing problemsa with the Bowel Protocol?

Team lenoee
FAl oo

8. Pleasa commant on prookems that may occur if an ICU Patient's bowe| care is not managed
properly?
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9. Haw important is good bowel management to the progress of ICU patients?
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10. When should the Bowe! Protoced be commenced for patismts admitted to ICU?

74-4nhoor ofsg~iseon o ICU

11. Who should make ths decision regarding tho commencoment of the Bowel Protocol for
patiznts admitted to ICU?
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12 Indicats your level of agreement with the following statement. The Bowwl Protocol in ICU is
easy to undarstand,

13, Indicate your level of ag t with the following atat The Bowel Protocol In ICU Is
easy to implement.

A

14. In your experience, what ara the barriers to implamantation of the Bowel Protocol for
patients in ICU? (Please comment)
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15. Why da you think 50me nuraes may be reluctsnt to implement the Bowe! Protacal? (Please
comment)
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18. How do you think that the Bowe! Fratocol could be Implemente ¢ more effectively in your
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