Unit 9: Bowel Elimination

Matching Answers
	1.  __H___
	Peristalsis

	A.
	Nursing interventions include allowing for privacy, sufficient time for bowel elimination, and increased fluids and dietary fiber.



	2.  __B___
	Diarrhea

	B.
	The nurse may note increased bowel sounds and irritation of anal region on assessment with this condition.


	3.  __J___
	Fecal impaction

	C.
	Nursing interventions may include a toileting routine, toileting assistance, and thorough skin care.



	4.  __A___
	Constipation 

	D.
	Opening for gastrointestinal tract onto the skin.



	5.  __G___
	Meconium 
	E.
	A possible nursing diagnostic label is “disturbed body image”.


	6.  __C___
	Fecal incontinence
	F.
	The nurse would assess for color, consistency, shape, amount, odor and the presence of abnormal constituents.


	7.  __D___
	Ostomy

	G.
	Black, tarry, sticky, odorless stool.



	8.  __F___
	Feces
	H.
	If this process slows, stool becomes drier increasing the risk for constipation.



	9.  __K___
	Flatulence
	I.
	A possible nursing diagnostic label is “risk for impaired skin integrity” due to continuous liquid stool.


	10. __L___
	Stoma
	J.
	Nursing assessment may include a careful, gentle digital rectal exam.



	11. __I___
	Ileostomy 
	K.
	Nursing education includes avoiding gas-producing foods and chewing gum.



	12. __E___
	Colostomy
	L.
	The nurse would assess color, size, shape and surrounding skin. 


