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Background: 
to the High Impact Actions for Stoma Care

There are approximately 102,000 people with a stoma in the United Kingdom and about 21,000 new 
stomas are formed every year, approximately 50% of which are permanent. The cost to the NHS for 
appliances and accessories to effectively manage a stoma ranges from £780 - £2,300 per patient per 
year. It can therefore be estimated that the NHS spends in excess of £200 million per year on stoma 
care appliances and accessories.
 
The evolution of Specialist Nurses began with stoma care almost 40 years ago and the art and 
ethos of nurse specialism has developed and grown ever since. Stoma care is now a recognised, 
established nursing speciality world wide with nationally and internationally developed practice 
guidelines and its own body of knowledge. There are over 600 Stoma Care Nurses (SCNs) in the UK 
and several thousand worldwide. Research has demonstrated that patients who have access to a 
Stoma Care Specialist Nursing Service show greater satisfaction, better stoma knowledge and have 
fewer problems with their appliances. It is also clear from the literature that expert nurses deliver 
effective and timely care which is essential for patients, to enable adaptation and acceptance to 
life changing events. This has been achieved as a result of Registered Nurses who are educated 
to a higher level, coordinating research projects, publishing and presenting papers at national and 
international level.

Competencies for Specialist Nurses include research, education, consultancy as well as expert 
clinical skills. Single nurse led services have prospered to become team practices with expertise 
in many areas including cancer, inflammatory bowel disease, colorectal nursing and wound 
management. Debate continues to surround the issue of advanced practice with the Nursing and 
Midwifery Council (NMC) issuing guidance and linking competence to the Knowledge and Skills 
Framework and the Prime Minister’s Commission for Nursing and Midwifery “Front Line Care” 
recommending the regulation of Advanced Practice.

SCNs care passionately about the care they provide for their patients and the skills and knowledge 
that they share with other healthcare professionals. When SCNs became aware of the High Impact 
Actions (HIAs) for Nursing and Midwifery, launched by the Chief Nurse for England in November 
2009, they immediately recognised the contribution that they could make to this important agenda. 
SCNs have seized the opportunity to lead the way in demonstrating how as nursing practitioners 
and clinical leaders they can meet the challenge of improving the quality of patient experience, whilst 
saving money for the NHS. 

At a national symposium, sponsored by Coloplast Ltd., in December 2009, there was overwhelming 
support to identify the ways in which SCNs could work together to support the implementation of 
these HIAs and develop a small number of additional actions specific to the specialty of Stoma Care 
Nursing.

A steering group of 12 experienced, SCNs was established, supported by Coloplast Ltd. This 
steering group determined how the work would be taken forward to build on the national work 
already undertaken. The steering group decided that there were three streams to this work and an 
evidence section was required.  
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This document is therefore presented in these sections:

	 •	to	determine	how	clinical	nurse	specialists	in	stoma	care	can	support	and	contribute	to	the		 	
 implementation of 8 nationally identified HIAs for Nursing and Midwifery (these are depicted in   
 the section edged in pale blue) 

	 •	to	identify		specific	HIA	relating	to	stoma	care	that	fall	under	a	broader	definition	of	the	existing		
 headings (these are depicted in the section edged in mid blue) 

	 •	to	determine	if	any	new	HIA	need	to	be	identified	relating	specifically	to	the	specialty	of	Stoma		
 Care Nursing (these are depicted in the section edged in dark blue)

	 •	The	evidence	sources	are	listed	in	the	final	section	of	the	document	(edged	in	purple).

The methodology adopted for this work was similar to that used nationally to identify High Impact 
Actions for Nursing and Midwifery. All SCNs across the United Kingdom were invited to contribute their 
ideas and suggestions, with particular emphasis on improving the quality of patient experience and 
reducing costs. The proportion of SCNs that responded to this invitation exceeded the response rate 
in the national identification exercise. The ideas and suggestions generated were considered by the 
steering group and a priority list was identified. A review of the relevant literature was then undertaken 
to identify evidence to support the prioritised suggestions. Initial, analysis provides an insight  into the 
possible economic gain from these HIAs. More detailed work will now take place to robustly quantify 
the potential impact SCNs across the NHS can make.

Sharing new and innovative ideas is a key element of ‘Front Line Care’ which identifies Nurses and 
Midwives as effective leaders and champions of care. New ideas that make a difference and dynamic 
actions supported by industry can be encompassed into clinical practice which significantly changes 
and improves the patient’s experience.  

We are delighted that the DH and RCN have endorsed this document along with the ACPGBI and 
WCET, Colostomy Association, Ileostomy Association and the Urostomy Association.

As the first Nursing Specialty it is fitting that SCNs are again leading the way in identifying how, as 
practitioners and clinical leaders they can support the implementation of, and develop additional, 
relevant HIAs, which not only improve patient experience but represent a reduction in economic costs 
to the health system. 

This document also highlights some examples of best practice which illustrate the important 
contribution made by SCNs. 

Professor Dame Catherine Elcoat DBE    Sue Frost MPhil RGN

Chair of the Steering Committee     Clinical Education Manager,    
         Coloplast Ltd

On behalf of the SCNs High Impact Action Steering Group

Supported by Coloplast Limit  , May 2010

Endorsed by:
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Carol Katté  Senior Specialist Nurse Stoma Care Ashford & St Peters NHS Trust

Julie Morrisroe Senior Nurse, Stoma Care  Guisborough Primary Care Hospital

Dr Helen Moss Associate Director of Nursing  NHS East Midlands

Yvette Perston Lead Colorectal CNS   Cardiff & Vale LHB

Terri Porrett  Nurse Consultant   Homerton NHS Foundation Trust

Allison Sharpe  Colorectal Nurse Specialist  Newcastle-Upon-Tyne Hospitals NHS  
        Foundation Trust

Amanda Smith Stoma Nurse Specialist  Salford Royal NHS Foundation Trust

Elaine Swan  Advanced Nurse Practitioner-Colorectal Walsall Hospitals NHS Trust

Tracey Virgin-Elliston Lead Nurse Specialist-Stoma Care West Middlesex University Hospital 

        NHS Trust

Maddie White  Colorectal Nursing Team Leader University Hospital Birmingham NHS  

        Foundation Trust

Jill Dean  Professional Services Manager Coloplast Ltd

Sue Frost  Clinical Education Manager  Coloplast Ltd

Steering group members

Chair
Professor Dame Catherine Elcoat  DBE  
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Your Skin Matters
Action
No avoidable pressure ulcers in NHS provided care.

Extent of the problem
Pressure ulcers represent a major burden of sickness, they are painful, create significant difficulties for patients, 
their carers and families, and reduce their quality of life.

New pressure ulcers are estimated to occur in 4 -10% of patients admitted to acute hospitals. One study put 
the incidence as high as 20%. The incidence in the community and residential homes is not known, but is 
estimated to be between 20% and 30%.

Pressure ulcers can occur in any patient, but are more likely in high risk groups such as the elderly, 
malnourished and those with certain underlying conditions for example those with a perineal wound or faecal 
leakage.

The Stoma Care Nursing contribution
 

SCNs play a significant role in the management of patients with perineal wounds, recognising that perineal 
leakage compromises skin integrity which contributes to the development of pressure ulcers. They have 
specific expertise in the management of these difficult wounds which are frequently associated with            
colo-rectal surgery.

SCNs have specific expertise in ensuring that faecal or urinary output from the stoma is securely contained  
and does not contaminate the skin. They also play a key role in managing the output from intestinal fistulae, 
open wounds and rectal discharge, preventing skin contamination.  The complex nature of the care required  
for successful management requires a multidisciplinary team (MDT) approach. 

SCNs have a specific role in the care of obese or emaciated patients who require stoma surgery, as such 
patients present considerable challenges for the MDT, particularly when identifying an optimal site to position 
the stoma. 

Benefits for patients and the NHS
The impact of pressure ulcers is psychologically, physically and 
clinically challenging for patients and NHS staff.

The cost of treating pressure ulcers varies dependant on the 
grade of the ulcer, from £1,064 for a grade 1 ulcer to £24,214 for 
a grade 4. In an average 600 bed hospital the cost of treating 
pressure ulcers is estimated to be between £600,000 and £3 
million per year. Across the UK the cost is estimated to be £1.4 - 
£2.1 Billion; representing 4% of all NHS expenditure.
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Staying safe – preventing falls
Action
Demonstrate a year on year reduction in the number of falls sustained by older people in NHS provided care.

Extent of the problem
Falls affect approximately 60,000 people per year in the UK and result in up to 14,000 deaths. Every day 2,300 
people in the UK fall. 23-28% of the population over 65 years, and 32-42% of the population over 75 years will 
fall each year.

The National Patient Safety Agency found that in an average 800 bed acute hospital, about 24 falls will happen 
every week. That is over 1,245 falls every year and is the highest category of patient incidents reported. 28,000 
falls were reported in Community Hospitals.

Falls are a major cause of disability and mortality for older people in the UK and with the population ageing the 
problem is likely to increase. 10% of all people who fall will die within the following year. Research estimates 
that 30% of falls can be prevented.

The Stoma Care Nursing contribution
 

SCNs help to prevent falls by undertaking an assessment of the patient and their home circumstances, 
before admission, either in the patients own home or in the out patient clinic. In this way patients with a high 
risk of falling can be identified by the SCN who will then liaise with the ward nursing staff to ensure that a 
management plan is developed and can alert them if a patient requires extra support and vigilance whilst   
they are in hospital. This allows an earlier referral to be made to a physiotherapist or occupational therapist,    
if required, so that the patient’s discharge is not delayed.

SCNs provide patients and their relatives with information about falls prevention and advice for when they 
are in hospital and when they return home, allowing time for appropriate preparations to be made. This will 
include early liaison with Social Services and Primary Care colleagues if required. 

SCNs role in pre-admission preparation has become even more important as patients spend much less 
time  in hospital, especially when an Enhanced Recovery Program is in place. This enables patients to leave 
hospital more quickly, but curtails the time available to ward nurses for assessment and education.

Benefits for patients and the NHS
Falls present a huge problem for the health and independence of 
older people. The associated mortality and morbidity from falls 
is high with the consequences including, distress, pain, physical 
injury and loss of confidence through to a complete loss of 
independence which severely impacts on patients, their relatives 
and carers and the NHS.

Financial costs can include extra healthcare, social care or 
residential care. Even a fall that results in a minor injury can 
extend a hospital stay by 1-2 days. Overall, direct healthcare 
costs to the NHS is estimated at £15 million every year, 
representing a cost of £92,000 a year for an average acute 
hospital which has 800 beds.
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Keeping nourished – 
getting better
Action
Stop inappropriate weight loss and dehydration in NHS provided care.

Extent of the problem
Three million people are at risk of malnutrition in the UK; of these, 3% are in hospitals or other NHS settings. 
In 2006, it was found that around 10–40% of patients in the community (at home and in care homes) and in 
hospital have malnutrition. Currently, 40% of patients admitted to hospital are undernourished. 

Malnutrition is associated with poor recovery from illness and surgery. Yet the National Institute for Clinical 
Excellence (NICE)  found that only about one third patients were screened for malnutrition on admission to 
hospital. Subsequently, patients at risk of malnutrition are not recognised and referred for treatment. Patients 
admitted to hospital to undergo colo-rectal surgery are no exception, some will have an increased risk of 
malnutrition due to their predisposing condition which may cause, poor appetite; compromised intestinal 
function or diminished absorption.

Lack of adequate hydration has been cited as a common problem in hospitals. If a patient becomes dehydrated 
this may increase length of hospital stay and is linked to a number of serious conditions. Dehydration increases 
the morbidity and mortality of patients admitted to hospital.

Stoma Care Nursing contribution

Benefits for patients and the NHS
Evidence suggests that malnourished patients stay in hospital 
longer, succumb to infection more easily, visit their GP more and 
require longer-term care and more intensive nursing care. The 
additional consequences of malnourishment, such as muscle 
wasting, increased risk of infection, predisposition to falls and 
pressure ulcers, also delays recovery and reduces quality of life. 

It is estimated that malnutrition costs the NHS £7.3 billion 
annually. Of this, 52% (£3.8 billion) relates to malnourished 
patients in hospital, and a further 36% (2.6 billion) to patients in 
long-term care facilities. Proper hydration alone could lead to 
savings of £0.95 billion.

 

Recognising that sub-optimally nourished patients have worse outcomes, increased length of stay and a 
higher morbidity, SCNs play a significant role, as part of the Multidisciplinary Team, in the assessment and 
management of patients’ nutritional status – from before admission, during their hospital stay and following 
discharge.

SCNs use advanced knowledge and skills, and a nutritional assessment tool, such as M.U.S.T., to identify 
patients at risk of malnutrition, instigate a nutrition treatment plan and provide counselling and education. 
Nutritional support may include iron and electrolyte replacement, nutritional supplements and the use of pre-
operative carbohydrate loading.

SCNs educate other professionals and patients regarding the importance of minimising pre-operative 
starvation and the timely re-introduction of food and fluids post-operatively. Through regularly monitoring 
patients’ nutritional status SCNs ensure feeding difficulties are recognised early and action plans are put in 
place. 
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Promoting normal birth
Action
Increase the normal birth rate and eliminate unnecessary caesarean sections (CS) through midwives taking the 
lead role in the care of normal pregnancy and labour, focusing on informing, educating and providing skilled 
support to first-time mothers and women who have had one previous CS.

Extent of the problem
Maternity statistics show that, in England, around 60% of women who had their baby in hospital had a normal 
birth. In the past 15 years the proportion of births by CS has been increasing steadily in England: in 1989/90 
the rate of CS accounted for 12% of all births, whilst by 2005/6 the rate had doubled to 24%. Currently the 
rate stands at 24.6% for 2008/9. The overall increase in babies born by CS has not been accompanied by a 
measurable improvement in outcomes for the baby and has been shown to carry an increased risk of morbidity 
for the mother when compared to normal delivery. The rate of CS is higher amongst women who have an 
ileo-anal anastomosis, as an intact sphincter complex is essential if they are to remain faecally continent. 
Those who have a perineal wound resulting from surgery also have an increase risk of damage during a vaginal 
delivery.

Stoma Care Nursing contribution
Women with inflammatory bowel disease have an increased risk of premature births, low birth weight babies 
and babies small for gestational age. The majority of women of child bearing age who have a stoma will have 
had colorectal surgery as a result of inflammatory bowel disease. In some cases women who have a stoma 
are able to have a vaginal delivery as having a stoma per se is not a contraindication. It is however suggested 
that women with Crohn’s disease, an ileo-anal pouch or perianal disease avoid an episiotomy and should have 
planned CS.

Benefits for patients and the NHS
For women, the benefits of a normal birth include improvements in morbidity 
rates and a quicker return home to their families. The reduction in the level 
of unnecessary interventions also results in a reduction of unnecessary 
complications.

In the UK, CS have been found to cost an average of £1,701 while a vaginal 
delivery costs an average £749. It has been estimated that a 1% rise in CS 
rates costs the NHS £5m per year.

Women who have a vaginal delivery  spend on average 1 day in hospital after 
delivery, women with instrumental deliveries 1 or 2 days and CS deliveries is 3 
or 4 days.

 

SCNs play an important role in promoting appropriate birth choices amongst pregnant women who have a 
stoma, they educate, support and counsel female ostomists who plan to become pregnant to adopt healthy 
lifestyles prior to conception and throughout their pregnancy.

SCNs work in conjunction with midwifery and obstetric colleagues to improve communication and support for 
pregnant women with a stoma throughout their pregnancy and ensure they have a birth plan which reflects her 
individual needs and identifies and mitigates any risks which might result as a result of her previous surgery.

SCNs ensure that women with a stoma receive the information, education and advice they need to support 
them to have a normal birth where this is appropriate. 
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Important choices -  
where to die when the time 
comes
Action
Avoid inappropriate admission to hospital and increase the numbers of people who are able to die in the place of 
their choice.

Extent of the problem
People in the UK are now living longer and the number of annual deaths is forecast to increase. 50-60% of deaths 
currently occur in acute hospitals with patients experiencing an average of 18 days as an inpatient spread over 
2-3 admissions in their last year of life.

Evidence suggests that many people wish to be cared for and die in a location other than hospital. A study found 
that in one locality, 40% of patients who died in hospital did not have medical needs which required them to be in 
an acute setting and could have been cared for elsewhere such as their own home or other appropriate setting.

The ability for people to choose where they die varies across the country. It is often influenced by factors such 
as where people live and the medical condition they have. The National Care of the dying audit notes that 55% 
of patients with cancer would prefer to die at home but in fact only around 25% actually achieve this. The Gold 
Standards Framework states that people who are nearing the end of life or known to be needing end of life care 
are admitted to hospital rather than supported at home. This is not only expensive but is often inappropriate and 
is preventable. People and their families should be able to choose to have care at the end of life care closer to 
home.

Stoma Care Nursing contribution

Benefits for patients and the NHS
Patients and families would benefit by having an opportunity to discuss preferences and choices of where to die 
and have this supported and recorded. Of the £1.8 billion spent annually on treating cancer patients in the last 
year of their life, it has been calculated that £104 million could be redistributed to meet people’s preferences for 
place of care by reducing hospital admissions by 10% and the average length of stay following admission by 
three days. There is also scope to extend this kind of best practice to other conditions.

Approximately half of all complaints made to acute trusts relate to an aspect of end of life care. The estimated 
cost for a complaint of average complexity is just under £2,500. It is calculated that a typical acute trust will have 
total complaint costs of approximately £2 million per year of which around £1 million will be associated with end 
of life care.

 

SCNs play an important role in promoting appropriate choices, they educate, support and counsel those   
patients who become terminally ill to enable them to determine the setting where they would prefer to be cared 
for as  they come to the end of their life.

SCNs work in conjunction with the MDT to support patients to make choices regarding their treatment plan 
once interventions are no longer an option. They input to the Liverpool care pathway and “Gold Standards”               
and facilitate access to information.

SCNs ensure that the family and carers of patients who become terminally ill are supported and have all 
the information and education they require to care for the patient at the end of their life, this includes other  
healthcare professionals eg primary care teams and where appropriate other Clinical Nurse Specialists, social 
care and hospice staff.
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Fit and well to care
Action
Reduce sickness absence in the nursing and midwifery workforce to no more than 3%.

Extent of the problem
More than 45,000 NHS staff call in sick every day resulting in the loss of over 10 million working days. The 
proportion of working days lost due to sickness or absence varies between trusts from 2.8% to 6% In 2004-05 
the average rate of sickness absence for nursing staff was as high as 7.5% (16.8 days per year).

There is wide variation in absence rates for nurses by wards, specialties and grades. One study found the 
greatest levels of absence are within services that have a high proportion of older patients such as stroke units, 
rehabilitation units, geriatrics and general medicine. There is less sickness absence in departments that provide 
specialist services, although rates are still comparatively high.

Stoma Care Nursing contribution

Benefits for patients and the NHS
Reduced sickness or absence results in increased continuity of staff. This in turn provides increased continuity 
of care and has a positive impact on the experience of patients and their relatives. ickness and absence also 
has a major impact on the stress levels of those staff that have to cover the workload of absent colleagues. 
An average 800 bedded, acute trust spends £2.5 million on agency staff, which is equivalent to 5.1% of its 
staffing costs. This has risen rapidly from 2.9% just seven years ago. There is a large variation in the level of 
nursing hours lost, for example the variation within acute Trusts is between 5% and 10% The NHS Health 
and Wellbeing report found that if absence was reduced by a third this would equate to savings of 3.4 million 
working days a year equating to an extra 14,900 WTEs and a cash figure of £555m. Improving the experience 
of staff enables them to provide high quality patient care. Staff access to training which includes personal 
professional and career development, ensures that patients receive evidenced based quality care. 

Good practice example

 

SCNs are senior experienced members of staff who deliver care across the entire range of health settings 
including wards, operating theatres, out-patient clinics and in the community They therefore have a range 
of opportunities to role model health enhancing behaviours to other health care professionals and staff, for 
example providing advice on healthy eating and exercise. SCNs usually work in a very small teams and in 
some cases single handed. They therefore often have contact groups to provide peer support and avoid 
professional isolation.

SCNs are in an ideal position to promote a culture of lifelong learning and support ongoing education 
of  other staff. This can be achieved on a local basis informally by shadowing, and formally through study 
days and teaching. Such education improves the quality of care for patients and enhances personal job 
satisfaction. SCN’s are also able to develop effective link nurses who have enhanced expertise to support 
continuity of patient care when the SCN is not available. This approach also supports career development 
and effective succession planning which has a positive impact on effective service provision, staff morale 
and wellbeing. 

SCNs maintain effective relationships with industry partners, through which they are able to access formal 
education, professional development and peer support. This enhances their specialist knowledge and  
promotes their personal well being.

 

The Foundation Course in Stoma Care, was developed by a group of experienced stoma care nurses in 2009 
supported and provided by Coloplast Ltd. It provides a self learning interactive CD Rom for all nurses wanting 
to increase their knowledge of stoma care. Participants in the course are mentored by the local SCN. Currently 
over 2,700 nurses in the UK have registered on this course.

In Cardiff and Vale LHB the SCNs attend an annual health promotion day for staff and provide information 
about healthy eating exercise and bowel health. This is arranged in conjunction with occupational health and 
specialist nurses from other disciplines (eg breast and cardiac) and trainers from the local gym.  
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Ready to go – no delays
Action
Increase the number of patients in NHS provided care whose discharge is managed and led by a Nurse or 
Midwife where appropriate.

Extent of the problem
Simple discharges make up approximately 80% of all discharges. The Department of Health states that 
changing the way in which discharge occurs for this large group of patients would have a major impact 
on patient flow and effective use of bed capacity. This, in turn, both reduces delays and improve patient 
experience by helping to ensure that patients are fully informed about the process for leaving hospital.

The move towards nurse led discharge has been, in part, a response to an overall shift in discharge activity 
brought about by shorter lengths of stay, increasing patient throughput and the increasing acuity of patients 
admitted to hospital. The importance of nurse led discharge has been highlighted in government plans to 
overhaul the NHS discharge process.

Stoma Care Nursing contribution

Benefits for patients and the NHS
Benefits of nurse led discharge include a more timely planned 
discharge for the patient with fewer delays leading to a more positive 
patient (and family) experience as well as a lower risk of healthcare 
associated infections.

The 2009 Annual Health Check, published in October 2009 by the 
Care Quality Commission, has revealed the proportion of hospitals 
failing to hit a target to reduce delayed transfers has increased by 
12% in the past two years. Nearly a quarter of trusts (24%) failed to 
meet the required standard for delayed transfer of care.

It is estimated that it costs up to £400 per day to keep an average 
patient on a surgical ward, indicating real financial benefits to 
reducing length of stay. It is estimated that a reduction in length of 
stay of between two and six days per patient could save NHS trusts 
£15.5m-£46.5m a year in total.

 

SCNs provide information and support for patients, prior to surgery, during their hospital stay, and following 
discharge. Many use an Enhanced Recovery Programme (ERP),  which focuses on preoperative preparation 
and education to improve patient outcome and accelerate recovery after surgery. 

SCNs prepare patients for discharge so that they are able to leave hospital safely as soon as they are well 
enough and ensure that they have the skills they need to manage their stoma and ongoing supplies of 
appliances and accessories.

SCNs co-ordination role in the MDT helps to ensure that patients receive holistic, individualised, timely care 
following a recognised care pathway.

SCNs support the continuity of care and provide ongoing support through follow-up arrangements which 
include onward referral to a local SCN (if the patient is discharged to another area) telephone contact, home 
visits and/or clinic appointments.
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Protection from infection
Action
Demonstrate a dramatic reduction in the rate of Urinary Tract Infections (UTIs) for patients in NHS provided 
care.

Extent of the problem
It has been estimated that there are at least 100,000 cases of hospital acquired infection annually. UTIs are 
the second largest single group of healthcare associated infections in the UK and make up 20% of all hospital 
acquired infections. In primary care, UTIs make up between 1-3% of all GP consultations with the condition 
affecting women significantly more than men at a ratio of 50:1 in the age group below 60 years. 80% of urinary 
tract infections occurring in hospital can be traced to indwelling urinary catheters.

Stoma Care Nursing contribution

Benefits for patients and the NHS
Urinary Tract Infections lead to longer stays in hospital for 
patients. Up to 5% of hospital acquired UTIs develop into 
secondary bacteraemia; this is often painful and can be life 
threatening. For pregnant women the development of a UTI can 
be especially problematic leading to possible pre-term delivery, 
anaemia and a low birth weight baby.

Adults with hospital acquired infection stay in hospital 2.5 times 
longer, incur hospital costs 3 times higher and incur higher 
general practitioner, district nurse and hospital costs after 
discharge than uninfected patients.

UTIs have been found to extend the average length of hospital 
stay by 6 days and may account for an extra 798,000 hospital 
bed days annually. It has been estimated that in 1994/5 costs 
of treating UTIs in the NHS were in the order of £124 million 
and the extra financial cost of urinary infection has been 
estimated at £1,122 per patient.

 

SCNs ensure that the care of the small, but significant, number of patients each year that have surgery 
which results in a urinary stoma (urostomy) is effectively managed to prevent infection, and that an 
appropriate technique is used if the stoma is catheterised. Whilst teaching the patient to manage their 
urostomy, SCNs have the opportunity to identify and act upon early signs of urinary tract infection.

SCNs have specific expertise in the management of perineal wounds which are frequently associated with 
colo-rectal surgery. If a perineal wound is not appropriately managed, leakage may occur which results in 
contamination leading to a subsequent urinary tract infection.

SCNs have specific expertise in ensuring that faecal output from the stoma is securely contained. If faecal 
effluent leaks it may result in a urinary tract infection occurring. SCNs also play a key role in managing the 
output from intestinal fistulae, and open wounds, preventing contamination of the urinary tract.

SCNs, as part of the dietary support they provide, advise and encourage patients on maintaining their fluid 
intake, as appropriate fluid intake is essential in the prevention of urinary tract infection. 
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Your Skin Matters
Stoma Care Specific Action
No avoidable skin complications for patients with a stoma.

Role of the Stoma Care Nurse
SCNs play a key role in maintaining healthy skin integrity around the stoma to ensure that appliances can 
adhere securely to prevent leakage which results in skin excoriation. This is achieved through:

 

Educating other professionals in effective stoma care management, sharing their expertise of stoma care 
appliances and accessories, and working alongside surgeons to ensure a patient’s stoma is positioned in the 
most appropriate place and has a spout which ensures effluent flows into the pouch rather than exuding at 
skin level.

Educating patients and their carers in the pre and postoperative period to ensure that they have the self care 
skills to manage their stoma and use appliances and accessories effectively, to reduce adverse outcomes and 
know when and how to seek further help, advice or support if required. 

Recognising and acting on the early signs of stoma complications and associated skin conditions such as 
the development of a peri-stomal hernia, skin excoriation, fungal infection, granulomas or fistula, initiating an 
appropriate treatment plan and liaising with other Clinical Nurse Specialists as appropriate. 

Benefits for patients and the NHS
The impact of peristomal skin excoriation is physically and clinically challenging for patients and NHS staff. The 
condition compromises the ability of appliances to adhere securely, which results in effluent leaking onto the 
patient’s skin, exacerbating the problem and often causing psychological distress.

The cost of pouches and accessories for a patient managing their stoma effectively varies between £780 
and £1800 per year. In situations where there are difficulties managing the stoma or appliances are used 
inappropriately this can rise above £6000.

Good practice example
 

During radiotherapy a patient who has a colostomy may 
frequently experience diarrhoea. This will result in the 
patient having to change their usual closed pouch much 
more frequently. If patients undergoing radiotherapy 
are supported by a SCN they will be advised to use a 
drainable pouch which can be emptied to avoid frequent 
changing, reducing the risk of skin damage.

If the patient continued to use a closed pouch whilst 
they have diarrhoea, typically the cost of pouches and 
accessories will increase from approximately £40 to over 
£100 per week.

The cost of treating a patient with excoriated skin varies, 
but a typical example would be £325 for a two visit 
episode.
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Keeping nourished – getting 
better
Stoma Care Specific Action
Stop inappropriate weight loss and dehydration in patients who have a stoma or fistula.

Role of the Stoma Care Nurse
SCNs play a key role in ensuring that patients who have a stoma remain adequately nourished and hydrated, 
especially if the patient worries that eating and drinking will adversely affect the function of their stoma or 
cause excess odour or flatus. Some patient who have a stoma face particularly challenges as a result of a 
“short gut” or because they have a very high output stoma or fistula.  If this condition is poorly managed it 
can have severe consequences for the patient. Skilled, knowledgeable SCNs are invaluable in optimising the 
patients’ outcomes. This is achieved through:

 

Undertaking high level assessment of patient’s dietary and fluid requirements, and providing clear information 
and advice to support patients informed choice regarding the timely introduction of appropriate foods and 
fluids and using their specialist knowledge to educate patients with regard to normal diet and its effects on 
stoma function, the use of diet and medication to prevent constipation, manage diarrhoea, odour and flatus. 
Co-ordinating the MDT to develop high output stoma protocols and support the implementation of their use. 
Using specialist knowledge and practical skills to educate patients with regard to intestinal failure and high 
output stoma care management and nutrition to equip them to manage their condition and recognise when 
to seek further help. Educating both other professionals and patients with regard to nutritional management 
of enterocutaneous fistulas, fistuloclysis and distal feeding. Giving advice and support to patients receiving 
adjuvant therapy with regard to the effects of treatment on the gastrointestinal tract and stoma function and 
management of problems. 

Benefits for patients and the NHS
The impact of Intestinal failure and a high output stoma is physically, psychologically and clinically challenging 
for patients and NHS staff. The condition compromises the patient’s ability to maintain the correct balance 
of fluids and nutrients and can pose a medical emergency, requiring increased in-patient time, higher-level 
intervention and potential re-admission to hospital. The provision of  telephone advice to patients and 
professionals or home visits by SCNs, supports early intervention and prevents the escalation of symptoms 
which may result in re-admission to hospital and potentially haemofiltration. The cost of a telephone 
consultation with a SCN is approximately £27 and a home visit is £57, whilst the cost of an overnight stay in a 
surgical ward is up to £400 per day and the cost of keeping a patient in ITU for haemofiltration is in excess of 
£2000 per day.

Studies have shown fistuloclysis (distal feeding) is a more cost effective option than the long-term use of 
Parenteral Nutrition which is estimated to cost an average of £60 day (excluding the costs of equipment, 
apparatus and nursing time) 

Good practice example
 

At West Middlesex University Hospital NHS Trust, the SCNs compiled a guide 
for staff on “Management of High Output Stomas” based on the latest clinical 
research in this field. 

Patient information booklets have been developed by the SCNs at Ashford 
and St Peter’s NHS Trust to support patients with a high output ileostomy: 
examples include “Information for Patients with an Ileostomy taking 
Loperamide” and “Information for Patients with a High Output Ileostomy”.  
Patients in these categories are advised almost exclusively by Stoma Care 
Specialist Nurses which reduces the need for General Practitioner or Acute 
hospital medical intervention 13
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Promoting normal birth

Stoma Care Specific Action
Ensure all pregnant women with a stoma or who have had continence surgery have the information, advice 
and support they need to determine an appropriate birth plan to mitigate the risk of anal sphincter damage and 
subsequent faecal incontinence.

Role of the Stoma Care Nurse
A third of all women sustain some anal sphincter damage during first vaginal delivery. For some women, having 
a vaginal delivery represents a high risk, this may be because they have inflammatory bowel disease (IBD), or 
because they already have some sphincter damage as a result of a previous vaginal delivery, or has had an anal 
sphincter repair. A number of women with IBD, especially Crohn’s Disease, will experience fertility issues and 
many will not be aware of the increased risk of their children developing the disease 

For women who have undergone a restorative procedure such as ileo-anal pouch formation, preservation of the 
anal sphincter complex or perineum is essential to protect the continence mechanism. For women who have a 
gastrointestinal disorder which causes frequent diarrhoea or who have had an ileo-anal anastomosis, an intact 
sphincter complex is also essential if they are to remain continent. The SCN plays a vital role in supporting 
these women to develop a birth plan which will reduce their risk of sphincter damage. This is achieved through:

 

Genetic and pre-conceptual counselling to ensure that prospective mothers with IBD are aware of the effect of 
pregnancy on the disease process and the potential outcome of their pregnancy

Supporting women in their choice of birth plan to prevent the risk of a perineal tear or sphincter damage which 
may result in faecal incontinence. Patients with increased risk factors need to understand the risks of normal 
delivery and the potential necessity of caesarean section. 

Benefits for patients and the NHS
Avoiding sphincter damage in women considered at risk of faecal incontinence as a result of obstetric trauma 
will have significant physical, psychological and cost savings. An American study calculated the cost to be 
$17,166.

Good practice example
 

In some instances SCNs work in collaboration with Obstetricians 
in a Pelvic Floor Dysfunction clinic- this allows the SCN to provide 
expert advice to both the pregnant women and her obstetrician. 
In this way an appropriate birth plan is jointly developed to avoid 
the risk of sphincter damage resulting in faecal incontinence.

14
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Ready to go - no delays
Stoma Care Specific Action
All patients admitted for surgery or conditions involving a stoma have their discharge managed by a Stoma 
Care Nurse.

Role of the Stoma Care Nurse
SCNs play a key role in ensuring that patients who have undergone surgery involving a stoma or who have 
been admitted for a stoma related condition can be discharged in a timely manner. This is achieved through:

 

Engaging the commitment and involvement of the MDT in Enhanced Recovery Programmes (ERP) which 
improve patient outcomes and accelerate recovery after surgery.

Providing pre and post operative care and support which decreases the length of time patients spend in 
hospital.  

Commencing assessment and preparation for elective surgery in primary care during which the SCN discusses 
with the patient what to expect pre and postoperatively and begins to teach the patient stoma management 
using a prosthesis, which supports earlier, safe, discharge from hospital. 

Ensuring that patients who are unable to achieve independence are supported after discharge by educating 
carers or other health professionals to enable them to meet the patients’ needs. Early identification of issues 
that may cause problems after discharge prior to admission supports proactive planning to avoid unnecessary 
delays in the patients discharge.

Preventing re-admission to hospital by recognising stoma related problems and complications at an early 
stage and putting in place an effective management plan or making an early referral to another healthcare 
professional. 

Benefits for patients and the NHS
Stoma education is more effective if undertaken in the pre-operative period which results in the patient being 
able to proficiently manage their stoma in a shorter time after surgery and as such can leave hospital sooner. 
Intense preoperative stoma education carried out in the patients own home was shown to reduce the length of 
hospital stay saving over £1100 per patient.

Good practice example
 

In many (but not all) areas of the UK the SCN is able to meet the 
patient, their family and carer in their own home prior to surgery. 
In this way pre-operative counselling takes place in surroundings 
familiar to the patient, enabling them to be more relaxed and thus 
more likely to express their fears about their forthcoming surgery and 
having a stoma and also allows for assessment of the patients home 
situation.

The growing trend for the introduction of ERP for colorectal patients, 
which shortens the time a patient having stoma surgery spend in 
hospital, has lead to challenges for SCNs to teach the patient to 
manage their stoma proficiently to ensure they are self caring prior to 
discharge.  

Some SCNs manage this challenge with intensive, practical stoma 
care teaching pre-operatively using a pre-operative patient practice 
pack. A recent evaluation of this Coloplast tool demonstrated 
overwhelmingly that pre operative teaching is an invaluable aid in 
enabling patients to learn to manage their stoma. 

At Mid Staffordshire NHS Foundation Trust the SCN has developed 
a simple, yet effective, traffic light system to ensure that all members 
of the MDT are aware of the patients competence level in managing 
their stoma. 
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Stoma Care Traffic Light 
Communication System

Introduction
At a meeting with the stoma link nurses we discussed how communication 
could be improved between the Stoma Care Nurse (SCN), the ward nurses 
and the colorectal medical team. 

It was agreed communication needed improvement especially with the 
introduction of enhanced recovery and patients shorter stays in hospital.  
It was imperative we have a system that is simple and understood across 
the Multi-Disciplinary Team (MDT) to enable us to streamline the service 
without compromising patient care.
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Main Objectives
• Respect confi dentiality of individual patients

• Effective communication using a clear unambiguous system

• Integration, patient / professional partnership

• To empower the patient

• Accelerate discharge planning

• To raise the profi le of stoma care with other multidisciplinary team members

How does it work?
The Traffi c Light System is a simple colour code that is discreet, but 
enables nurses to assess the stoma care needs, plus they are made aware 
that the patient needs help or practice especially over weekends or holiday 
periods when there is no SCN support.

A laminated colour coded card is placed above the patient’s bed high-
lightling their competence (colour coded card down side).  At a glance 
the medical team can see if the patient is self-caring and they can plan 
discharge.

Evaluation
Overall feedback was good.  It was felt the system was clear and simple
to understand.  Using the Plan Do Study Act (PDSA) cycle Nolan (1996) 
the system was evaluated.  The strength of the PDSA cycle made it 
possible to test the tool.  During the study stage 20 members of staff 
from the Multi-Disciplinary Team (MDT) were asked to complete a short 
questionnaire and 18 were returned.

Results
• All 18 (100%) thought the Traffi c Light System was an effective 

communication tool

• 17 (95%) thought it was helpful in knowing the patient progress 
in stoma management

• All 18 (100%) felt it encouraged patient rehabilitation 

• All 18 (100%) felt it accelerated the discharge planning

Literature
Hampton and Bryant (1992) describe the acquisition of stoma 
management skills as a critical concern in discharge planning
for stoma patients.  Research has often highlighted the importance 
of early promotion of self care of stoma management.  Ewing (1999), 
however points out that the present fi nancial climate of nursing and 
bed shortages has resulted in shorter lengths of stay for many stoma 
patients.  This in turn reduces the time available for teaching and 
counselling.

Conclusion
Introduction to the Traffi c Light System has improved 
communication within the MDT and has proved to be a 
valuable tool in effective discharge planning.

Unable to care 
for stoma

Needs nurse 
assistance to 

practice stoma 
care

Able to self
care and ready 
for discharge

Outcome
A traffi c light system was introduced to highlight the patient’s progress towards 
profi ciency

Comments
“Useful on Doctor’s rounds, see at a glance what progress 
was being made”

“Very effective at weekends and evenings”

“Patients see it as an incentive to move through the colours”

Author
Maureen Abbotts, Stoma Care Nurse Specialist, 
Stafford General Hospital. Mid Staffordshire Foundation NHS Trust.   
Email: maureen.abbotts@midstaffs.nhs.uk
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Important choices
Stoma Care Specific Action
All patients who have a stoma are supported by the SCN to make appropriate, informed choices.

Role of the Stoma Care Nurse

Following diagnosis the SCN in collaboration with the MDT will consider the relevant treatment options for the 
patient. Depending upon the patients underlying condition, and state of health various treatment options may 
be available and the SCN will provide clear information and support the patient and their family to make an 
informed choice. Such choices may include whether the patient has an open or laparoscopic procedure.

In suitable cases whether or not the patient wishes to have an alternative to a permanent stoma such as an 
ileo-anal pouch.
 

If the patient is to have a colostomy the SCN will provide information about the alternatives to wearing a 
pouch, such as managing the stoma by irrigation or using a stoma plug so that the patient can make a 
choice.

If the patient needs or decides to manage their stoma by wearing pouches, the SCN will support and advise 
the patient and provide information and samples so that the patient can select the most suitable products.

Whether the patient wishes to have adjunct therapies such as radiotherapy and/or chemotherapy.

In cases where a patient is terminally ill and has a bowel obstruction the choice may be between surgery to 
create a defunctioning stoma or conservative management.

Benefits for patients and the NHS
The National Cancer Plan identifies the multidisciplinary team as integral to the management of colorectal 
cancer to improve outcomes for patients. It is recognised that SCNs are ideally placed as one of the main links 
between multidisciplinary team members, the patient and family, hospital and community. Providing a team 
approach to care, bringing together the appropriate specialists enables the patient to make informed choices 
about their treatment and care.

The costs of appliances and accessories to manage a stoma varies dependant upon patient need. The cost 
for a terminal (end) colostomy without complications is about £2,300. If a patient is supported to choose 
irrigation as their preferred method of management the cost per year is approximately £550. 

The needs of patient with a stoma who require palliative care can be challenging, the SCNs play a key role 
in offering patients and their family information, support, guidance and counselling. Through recognising the 
patients need for palliative care the SCN will liaise with Community and Primary care colleagues at an early 
stage to ensure the patient is supported and informed choices can be made.

Good practice example
 

By assessing and informing the patient regarding all the 
options available, the SCN can ensure that the appropriate 
method of management is used.

16
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Protection from infection
Stoma Care Specific Action
Demonstrate a reduction in the rate of infections resulting from contamination due to leakage from a 
stoma or fistula.

Role of the Stoma Care Nurse
 
SCNs have specific expertise in ensuring that faecal effluent from a stoma is securely contained. If faecal 
effluent leaks it may contaminate the abdominal wound or drain site, resulting in infection. SCNs also play a 
key role in managing the output from intestinal fistulae, and open wounds, preventing contamination which 
may also give rise to infection.

Patients with a newly created stoma are naturally anxious about their appliance becoming detached and 
leakage occurring. This anxiousness results in patients touching and handling their appliance frequently, 
thereby increasing the risk of contaminating their hands with micro-organisms. SCNs have a role in promoting 
the importance of good hand hygiene to prevent the spread of infection

SCNs can also provide expertise in the appropriate use of antibiotics, this supports better antibiotic 
prescribing and helps reduce the risk of patients becoming susceptible to pathogens to avoid patients 
becoming susceptible to pathogens such as Clostridium Difficile and candida albicans. 

Benefits for patients and the NHS
Surgical site infections are serious operative complications that occur in 2% of surgical procedures and 
account for some 20% of health care-associated infections. Good wound care and infection prevention and 
control practices can reduce the incidence of wound infection. Wound infections have both a physiological 
and psychological impact on patients and increase clinical treatment costs and length of stay.  One study 
demonstrated that surgical site infections following colon surgery can increase hospital length by 9.4 days with 
an associated increased cost of £2732.

Good practice example
 

In the East Midlands a number of campaigns have been 
undertaken to raise public awareness and inform patients 
about the importance of hand hygiene in preventing 
the spread of infection. The campaigns, have been very 
successful, have included patient information leaflets, 
posters, opendays, videos and TV advertising.  

17
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Stoma site identified pre-
operatively by a SCN
Action
The position of all elective stomas is determined prior to surgery and wherever possible emergency stomas are 
sited pre-operatively.

Extent of the problem
Patients who do not have the site for their stoma determined and sited pre-operatively by an appropriately 
trained SCN, have a higher risk of post-operative complications such as; poorly fitting appliances resulting in 
skin excoriation, leakage and odour resulting in psychological sequalae, difficulty learning self management 
and impaired rehabilitation The “text book definition” of the optimal stoma site, is in practice only optimal in few 
cases, thus there should be collaboration between the Surgeon and SCN to select the most appropriate site. 
There is evidence that stomas sited by SCNs are superior to those sited by others. A poorly positioned stoma is 
likely to reduce quality of life for the ostomist.

The Stoma Care Nursing Action
 

SCNs are specially trained to identify the site of the stoma prior to surgery. This is often done in advance of 
admission to hospital. This gives the patient the opportunity to undertake their usual activities of daily living 
and wear their usual clothes, to ensure that the optimum site has been identified. 

The site identified for the stoma to be placed must take account of the patient’s physique; the presence of 
skin creases (that may only appear when the patient adopts different postures and positions); position of the 
natural waistband; the patient’s lifestyle; hobbies and sporting activities. 

The site chosen must also be visible to the patient so that they can manage their stoma. 

Benefits for patients and the NHS
A well placed stoma reduces the costs of appliances and accessories whilst reducing the risk of complications 
that may result in an increased use of products and accessories, extended hospital stay and continued 
reliance on community nursing services.

The impact of a poorly positioned stoma is very significant. If a patient requires further surgery to re-site or re-
fashion their stoma, the cost ranges between £3000 - £4500

If a patient uses on average two, closed, one piece pouches per day, the annual cost is approximately £1800 . 
If a patient has a stoma that has not been well positioned and fashioned, it is much more complex to manage 
and the cost of appliances and accessories can rise to more than £3000 per year. 

If an ostomist cannot see their stoma, and as such is unable to manage it themselves, their independence is 
curtailed. This also results in a reliance on carers or community nursing staff. The cost of a home visit by a 
community nurse is estimated to be at least £60. If a community nurse is required to visit every day then the 
cost to the NHS would be more than  £22,000 per year. 

Good practice example
 

A poorly-positioned stoma can cause both physical and 
psychological problems for the patient, whilst a well-sited 
stoma can improve quality of life for the ostomist, thereby 
helping the individual accept the stoma and reduce the 
potential of need for psychological therapies or medication.

18
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Preventing re-admission to 
hospital
Action
Demonstrate a reduction in unplanned re-admission to hospital relating to stoma surgery or due to 
complications of stoma management.

Extent of the problem
Enhanced Recovery Programmes (ERP) have been introduced which enable patients to be discharged from 
hospital much sooner after surgery. However if the patient does not have access to appropriate support after 
discharge and problems or complications arise, this can result in re-admission to hospital.

The Stoma Care Nursing Action
SCNs, working across hospital and community boundaries are essential to ensure that potential problems or 
complications are identified at an early stage and appropriate treatment plans are put in place which prevent 
the need for re-admission to hospital. This is achieved through:

 

Ensuring appropriate discharge arrangements were made and providing continuity of care after discharge 
with telephone contact, home visits and clinic follow-up so that problems or complications can be identified 
and acted upon promptly, reducing the risk of readmission to hospital.

Ensuring that patients, their families and carers know how to access help, support and advice and have 
information about the circumstances when it is important to seek help.

Protecting  the patient pathway following discharge so that Appliance Use Reviews  undertaken by another 
professional, which can result in duplication and confuse patients, may not be required. 

Providing primary care colleagues with open access to the service for advice, guidance and referral, together 
with information as to when such advice should be sought. In some areas take place in GP practices and 
community health centres.

Providing ongoing education to GPs and community nursing staff to ensure that they can recognise the early 
signs of problems or complications relating to stomas and refer the patient back to the SCN promptly. 

Provide a rapid response to the A&E Department to ensure patients who attend with a problem or 
complication relating to their stoma receive prompt, appropriate treatment so that wherever possible 
admission to hospital is avoided.

Benefits for patients and the NHS
The cost of an admission to hospital as a result of complications following colo-rectal surgery is between 
£870 – £2800 depending upon severity. The cost of a SCN undertaking a home visit is approximately £57 and 
the cost of providing a telephone consultation is about £27. If an emergency admission to hospital is avoided, 
this represents a minimum saving of £870.

Good practice example
 

At Sandwell and West Birmingham Hospitals NHS Trust, the Colorectal Nurses (CRN) are alerted whenever a 
patient with colorectal cancer is admitted as an emergency. The CRN will visit the patient and if the problem 
is stoma related, it will be identified and where possible admission will be avoided. 

If the reason for attendance is not stoma related the CRN will review the patient opportunistically and if the 
patient has sustained an injury that will affect their ability to manage their stoma, eg a broken arm the CRN 
will signpost the patient to the appropriate service and support.
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Reduce the psychological 
impact of altered body image 
due to stoma formation
Action
Minimise adverse psychological effects of altered body image following stoma formation.

Extent of the problem
Stoma surgery has profound effects, not only physically but also psychologically. Formation of a stoma causes 
physical and visual changes resulting in altered body image, reduced interaction with others and inability to 
return to normal role functions. 

It is estimated that 20% of ostomists experience clinically significant psychological symptoms post operatively, 
which include major depression and anxiety disorders. The practical aspects of stoma management contribute 
significantly to anxiety and are a  major concern for patients. The level of patient’s technical expertise in 
stoma management is strongly associated with their emotional, social and sexual rehabilitation. Patients who 
experience stoma related problems are more likely to experience psychological symptoms. Research has 
shown that 18% of patients had moderate or severe psychiatric disturbance 3 months postoperatively and 
there is further evidence that patients who are depressed or anxious 10 weeks after their operation are more 
likely to still be experiencing psychological problems after 1 year. 

The Stoma Care Nursing Action
SCNs reduce the psychological sequalae of stoma surgery that has a negative impacts on a patient’s body 
image. They develop and maintain supportive, therapeutic relationships during the pre-operative period 
through surgery, post operative recovery and after discharge. This therapeutic relationship together with timely 
interventions help to avoid or manage problems, and are a vital step in helping patients to cope and recover.  
This is achieved through:

Benefits for patients and the NHS
The cost of psychological care in the NHS is significant. A consultation with a psychologist is estimated to cost 
approximately £150  and the cost of treating depression and anxiety has been quoted as in excess of £1000, 
which increases if a patient develops a chronic, ongoing condition

Good practice example
 

SCNs at Ashford & St Peter’s Hospitals’ identified that some patients need more skilled psychological 
intervention  than they can provide and that could not be met by established mental health services due to 
existing workloads. For the past 4 years a clinical psychologist has been attached to the service, providing 
one half day clinic per fortnight. Referrals to the service are made directly by one of the SCNs who knows the 
patient well and identifies this additional need.  This services ensures that those patients who have complex 
psychological needs have rapid access and early intervention to address their problems. A research project is 
in progress to determine whether or not it is possible to predict those patients who will require psychologist 
intervention following stoma surgery. The psychologist also offers clinical supervision support to members of 
the SCN team.

 

Counselling to enable the patient to explore their feelings towards having a stoma and to adapt to an altered 
body image. Providing information, support and advice to enable the patient to enabling the patient to manage 
their stoma effectively so that they are confident and can resume their previous lifestyle and adapt to having 
a stoma. Introducing patients to others who have a positive attitude and have resumed their lifestyle following 
stoma surgery and providing information about patient associations. Recognising when a patient requires more 
specialist psychological support and making an early referral.
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Colorectal and Stoma Care Nurse impact on the colorectal patient’s pathway 
as applied to the High Impact Actions for Nursing and the NHS Constitution

Your skin matters

Staying safe, preventing falls

Keeping nourished

Promoting normal birth

Important choices

Fit and well to care

Ready to go no delays

Protection from infection

Pre-operative siting

Preventing re-admission relating to 
stoma surgery or complications of 
stoma management

Reduce the psychological impact 
of altered body image due to stoma 
function
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SCN1

8

7

6

5

4

3

1

SCN2

SCN3

High impact actions

You have the right to be treated with a professional standard of care, by 
appropriately qualified and experienced staff, in a properly approved or 
registered organisation that meets required levels of safety and quality

You have the right to expect NHS organisations to monitor, and make efforts 
to improve, the quality of healthcare they commission or provide

You have the right to be treated with dignity and respect, in accordance with 
your human rights

You have the right to accept or refuse treatment that is offered to you

You have the right to be given information about your proposed treatment in 
advance, including any significant risks and any alternative treatments which 
may be available, and the risks involved in doing nothing

You have the right to be involved in discussions and decisions about your 
healthcare, and to be given information to enable you to do this.

NHS Constitution (NHS 2010-2015: from good to great. Preventative, people-centered, 
productive. Dec 2009, DH)

6

7

11

Faecal incontinence

DVT management2

1

NICE Guidance

Overleaf is a flowchart example of how SCNs can impact on the colorectal patients pathway, using the High 
Impact Actions, the NHS consitution and to specific NICE guidelines. This flowchart has been developed by Terri 
Porett, Nurse Consultant, Homerton Hospital NHS Foundation Trust and may be adapted by other trusts as long 
as acknowledgement is given to this original document.

Below is the key to the specific areas of impact: 
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Colorectal and Stoma Care Nurse impact on the colorectal 
patient’s pathway as applied to the High Impact Actions  
for Nursing and the NHS Constitution
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Cancer pathway

Non cancer
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Facilitated  by colorectal nurse Admin from MDT
•	 Patient phone calls
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and clinical
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•	 Wound management
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