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INTRODUCTION TO THE SELF STUDY MODULE

This module has been designed to assist you, the practicing nurse, to further develop your clinical decision making abilities related to bowel care. Every day you make many decisions about a variety of problems related to resident’s bowel function. This module provides you with both information regarding bowel function and care as well as provides an opportunity for you to apply this information to clinical cases. 

The module also outlines the revised Bowel Program for Senior’s Health. The purpose of this research based clinical program is to reduce the frequency and severity of constipation and impaction among institutionalized older adults within with the Senior’s Health program.

Because each section builds on the section that precedes it, the module is most useful if read in sequence. There is a pretest on page **. This set of questions will help you consolidate the information contained in the module so that it is more useful to you in your practice. Complete the pretest before reading the module but please do not write the answers in this module. There are loose answer sheets at the end of the module. Once you have read the module, complete the post test (same as pretest) on page **. Again, please do not write your answers in this module. The answers to the test are on page **. If 80% of your answers are correct, congratulations! If not, please reread those sections that are necessary to answer the questions correctly. 

Throughout the Module you will find exercises designed to help you apply the clinical information to practice situations. These exercises can also be answered on the “answer sheet”. The answers to the exercises are on page **.

Pre test

Circle the best response(s):

1. A daily bowel movement is necessary to maintain normal elimination.

a. True

b. False

2. Chronic laxative use can cause dependence leading to further constipation.

a. True

b. False

3. What disease conditions are often associated with constipation?

a. Depression

b. Painful rectal or anal lesions

c. Parkinson’s disease

d. Anemia

e. All of the above

4. The gastrocolic reflex is strongest after meals.

a. True

b. False

5. Soluble fiber is found in fruits and vegetables.

a. True 

b. False

6. All of the following are risk factors for constipation except:

a. Inadequate fluid intake

b. Limited physical activity

c. History of laxative abuse

d. A diet high in fiber

e. Use of narcotic analgesics

7. According to research, recall of bowel movement frequency in older adults is unreliable in establishing the presence of constipation.

a. True

b. False

8. Insoluble fiber is more beneficial that soluble fiber in preventing constipation.

a. True

b. False

9. Constipation is defined as:

a. Less than 3 bowel movements a week.

b. Less than 3 bowel movements a week and/or straining at stool more than 25% of the time.

c. Straining at stool more than 25% of the time. 

d. Less than one bowel movement a day.

10. It is not necessary to monitor for fecal impaction prior to initiating a constipation prevention and management protocol. 

a. True 

b. False

11. What amount of daily fiber intake is recommended to avoid constipation?

a. Less than 15 grams / day

b. 15 – 30 grams / day

c. 25 – 30 grams / day

12. What is the daily fluid intake recommended with a high fiber diet?

a. At least 1500 ml / day

b. Less than 1000 ml / day

c. 1000 – 1500 ml / day

d. At least 2500 ml / day

13. All of the following are risk factors for constipation except:

a. Age greater than 55

b. Male gender

c. Recent abdominal or perianal surgery

d. Limited physical activity
14. Which of the following may accompany constipation?

a. Hard, dry stools

b. Rectal pain with passing stool

c. Abdominal distention or bloating

d. Dark reddish brown stools

15. Which food(s) are not high in dietary fiber?

a. Bran cereals

b. Fruits and vegetables

c. Oatmeal

d. Beans

16. Which of the following is an osmotic laxative?

a. Metamucil

b. Lactulose

c. Senakot

d. Dulcolax

17. Which of the following drugs are known to be associated with increased risk of developing constipation?

a. Opoids

b. Tricyclic antidepressants

c. Diuretics

d. Antihistamines

18. Normal bowel movement frequency is defined as:

a. 3 times a day to 3 times a week

b. twice a week

c. straining less than 25% of stools

19. Which of the following are recommended in this constipation prevention and management program?

a. At least 1500 ml of fluid / day

b. Daily physical activity

c. Routine toileting especially after a meal.

d. High fiber diet.

20. Hypotonic constipation produces stools that are:

a. Watery

b. Pasty

c. Hard

d. soft

Purpose of the Module

It is difficult to find a group of individuals who present a greater challenge for the maintenance of “normal” bowel habits than the institutionalized elderly.  This module will provide you with evidence-based information to help you address two bowel problems, constipation and impaction, before they become the “norm” for the individual.  The overall purpose of the Bowel Prevention and Management Program (Bowel Program) is to reduce the frequency and severity of constipation and avoid impaction among residents within the Seniors Health Program. Often we continue  to “treat” bowel problems with laxatives and enemas rather than modifying the contributing risk factors in an attempt to prevent constipation and impaction.

This module provides the educational information necessary to successfully implement the guidelines and procedures that make up the Bowel Program. It has been designed to assist you to further develop your clinical decision-making skills for residents with constipation and fecal impaction. This module provides background information on the lower bowel and the process of defecation as well as other factors that impact defecation such as chronic illness and medications. The module also contains information on constipation and impaction and the strategies used within Seniors Health to both treat these problems and prevent further problems of this nature.

LEARNER OBJECTIVES

After reading this module you will:

1. Know the basic anatomy and physiology of the lower bowel.

2. Understand the process of defecation.

3. Know how age, illness and other factors affect the process of defecation.

4. Describe the pathophysiology of constipation and impaction.

5. Describe the Seniors Health Bowel Prevention and Management Program.

6. Know the various types of laxatives used within Seniors Health and their role in treatment.

OVERVIEW OF THE BOWEL PROGRAM

In this section of the module you will find frameworks for assessing and treating constipation and impaction, the two most common bowel problems found among institutionalized elderly or disabled individuals. You will also find a list of practice competencies that nurses and, in some cases RCAs, need to understand and follow when caring for residents with bowel problems. 

The frameworks on the following pages outline the broad directions for assessment, prevention and treatment of constipation and impaction. As you read the module further, you will find more detail on each aspect of these two problems. The most important point to understand in this framework is the two-pronged approach to addressing constipation and impaction, that is, to treat the problems with oral and rectal laxatives while at the same time working to decrease the impact of risk factors (such as low fluid and fiber intake) and thereby prevent constipation and impaction from recurring. 
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Nursing Competencies

Competencies are specific expectations of behavior, attitudes, knowledge and skill required to maintain quality of care for elderly or disabled residents within the Seniors Health Program (PPO, 2002). All nurses are expected to have the knowledge, skills and abilities to meet the following competencies regarding bowel care and to support other caregivers to meet them as well. You might wonder about the types of attitudes and the resulting behaviors that would promote good bowel care. These include valuing both preventive measures, such as increasing fiber and fluids, and carrying out regular toileting.

The following  is a list of competencies that RNs, LPNs and RCAs must meet in their work with residents experiencing constipation and impaction.  

1. A baseline resident assessment for bowel problems (including MDS) is completed on admission and as indicated by a change in status.  A focused assessment is completed as required.

2. After reviewing the assessment data, the problem of constipation or impaction is identified and recorded on an individualized care plan. This plan includes preventive measures as well as laxative use.

3. Preventive interventions include but are not limited to increasing fluid and fiber, decreasing constipating medications and ensuring appropriate exercise and toileting.

4. Interventions to treat constipation and impaction are determined and implemented in conjunction with the interdisciplinary team and the physician as required. The problem is discussed at resident reviews/rounds and then summarized in the conference / review notes.

5. The RN and LPN determine the type and frequency of laxative use, including enemas and suppositories to be administered based on the Guidelines for Laxative Use (see p. **).

6. Resident’s bowel status is regularly reviewed by the RCA/CCA and /or the LPN and any planned or unplanned change in bowel pattern or treatment is discussed with the RN / Team Leader and the physician as required.

7. Residents and their families are provided with information on constipation and impaction as well as preventive measures, as needed.

8. The assessment, planning, implementation and evaluation of constipation and impaction are documented clearly, concisely and accurately on the appropriate forms.

· Any change in bowel habits or treatment plan is documented on the progress notes & bowel care plan on the Bowel Record.

· The Bowel Record is completed each shift for each resident.

9. Each resident is provided with and encouraged to use additional fluid, fiber, toileting and exercise as tolerated to enhance bowel elimination.

· Each resident drinks a minimum of 1200 – 1500 ml. daily or 30 ml of fluid / kg body weight as able, unless medically contraindicated.

· Each resident ingests an amount of fiber sufficient to produce a soft stool as able, unless medically contraindicated.

· Each resident exercises to his or her maximum functional potential, unless medically contraindicated.

Goals

1. For Resident Care

To maintain and/or restore bowel function that is normal for the resident using the least invasive interventions.

· Each resident passes a stool that is soft formed and does not cause discomfort during passage.

· Each resident passes from 2 to 7 medium sized soft stools a week. Frequency of stools is based on previous bowel patterns and present status.

· Each resident, when possible, is continent of stool.

· Each resident, when possible, evacuates his or her bowels in an appropriate position and with sufficient privacy to ensure comfort.

2. For Professional Development

· To promote effective clinical decision making for residents who are constipated or impacted.


 BACKGROUND INFORMATION

Anatomy and Physiology of the Lower Bowel

Food is chewed, swallowed and, after a short trip down the esophagus, it enters the stomach. The stomach breaks food down into a semi fluid mixture, stores this mixture until the bowel can accommodate it and then slowly empties this mixture into the small bowel at a rate suitable for proper digestion and absorption by the small bowel. The small bowel is approximately 9 foot long tube that coils in the central and lower abdominal parts of the abdominal cavity.  Along the whole length of the small bowel food is broken down into nutrients and absorbed through the bowel wall.  The last section of the small bowel is called the ileum and joins the cecum, which is the first 2 – 3 inches of the large bowel. 

The  bulky and unusable parts of the diet pass into the large bowel as waste.  The large bowel is not coiled like the small bowel, rather it consists of three relatively straight segments:  the ascending colon, the transverse colon and the descending colon.  The ascending colon is the first segment of the large bowel and lies in a vertical position on the right side of the abdomen. The transverse colon lies in a horizontal position across the abdomen at approximately the level of the umbilicus.  The transverse colon plays a major role in the storage and mixing of the colonic contents. At the end of the transverse colon, the large intestine takes a 90 degree turn and becomes the descending colon. It lies in a vertical position on the left side of the abdomen and extends from below the stomach to the iliac crest. The primary function of the descending colon is as a conduit, delivering stool from the transverse colon to the rectum prior to defecation. The last portion of the descending colon is s-shaped and forms the sigmoid colon, which extends from the iliac crest to the rectum. This curve is to the left, which provides the rationale for placing a resident on the left side while administering an enema. The rectum is approximately 6 inches in length and wider than the rest of the large bowel.  As the bowel turns sharply downward and passes through the pelvic floor, the rectum becomes the anal canal, which terminates in the opening, the anus.  The internal and external sphincters used to hold bowel contents in the rectum, are found in the anal canal.

The wall of the large bowel is composed of 4 layers: the inner mucosal lining, the submucosa which contain blood vessels, lymphatics and nerve fibers, the muscle layer and the outer serosa. The muscle layer is actually a double layer of smoothe muscle, an inner circular layer and an outer longtitudinal layer. These 2 layers coordinate the mixing and propulsion of colonic contents from the cecum to the anus. 



Diagram #1: Large Colon and Rectum

Bowel contents are in a liquid form when they enter the ascending colon.  The absorption of sodium and chloride ions into the tissues creates an osmotic gradient across the wall of the colon, which in turn causes absorption of water. The liquid part (salt and water) of the waste is gradually absorbed through the walls of the ascending and transverse colon.  The remaining material is formed into a solid mass called stool or feces and is stored in the descending colon.  Approximately 500-1000 ml of fluid enters the large bowel and all is absorbed except the 50-200 cc that is excreted in the feces.  

If fecal material remains in the colon for longer than normal, more water is absorbed and dry fecal pellets remain.  Stool is normally ¾ water and ¼ solid matter composed of bacteria (30%), fat (20%), inorganic matter (20%) and undigested food and sloughed epithelial cells (30%).  Mucous and blood are not normal constituents of feces. Mucous in the stool is most often a sign of a functional disorder of colon motility.  Blood in stools may be due to hemorrhoids, fissures, diverticulitis, cancer of the colon, impaction or a foreign body.

Diagram #2 – Absorptive and Storage Functions of the Large Bowel (picture to be inserted)

The movement of matter from the mouth to the rectum is called the transit time of the stool.  Transit times average around 72 hours in healthy active individuals.  

Process of Defecation

The walls of the large bowel are composed of  

muscles, which have the ability to expand and 

contract.  It is these bowel contractions that both

mix the stool and move it through the bowel.  The

mixing contractions expose the stool to the bowel

wall so that all except 10-20 percent of the fluid is

absorbed.  These “mixing” or haustral contractions
are not effective in moving stool mass through the

colon and into the rectum.  The contractions that 

move the stool through the large bowel are called 

propulsive contractions and  they are stimulated 20-40

minutes after food enters the stomach. Three to four

times a day these propulsive contractions, when 

stimulated, move the mass of stool from a third to

three quarters the length of the colon into the rectum.

This phenomenon is called a gastrocolic reflex and 

explains why people usually go to the bathroom 

following meals, especially following breakfast

These contractions are stronger and more effective

in producing a bowel movement after a large, hot

meal rather than a cold small meal. The gastrocolic 

reflex provides the rationale for toileting residents or giving 

suppositories to stimulate defection following breakfast and other meals.

As stool moves into the into the rectum, the sudden distention of the walls initiates the defecation reflex and sends a message to the brain, which we experience as the need to have a bowel movement.  In response to the defecation reflex, the rectum contracts, the anal sphincters relax, the anal canal straightens and there is increased peristaltic activity in the sigmoid colon.  These changes are sufficient to propel feces through the anus.

The larger the fecal mass, the greater the tension in the rectal walls, the stronger the contraction pushing the stool out and the less effort is needed to have a bowel movement.

The urge to defecate occurs most often within 1 hour following meal times and usually lasts about 10 minutes.  Although movement of the stool through the large intestine to the rectum is involuntary, we can stop defecation if we do not wish to have a bowel movement.  The external anal sphincter is composed of skeletal muscle under voluntary control by the brain.  By consciously closing the external anal sphincter, we can delay defecation until the next propulsive contraction propels more feces into the rectum.

Voluntary Control of Defecation

Filling and distention

of sigmoid colon and upper rectum


Causes impulse from nerves in bowel wall

to go to spinal cord ( Brain.  This is

experienced as the urge to defecate.

Message returns from brain down spinal cord

which voluntarily



Initiates Defecation















Inhibits Defecation

Impulse from spinal cord














Impulse from spinal cord

causes increase in peristaltic












decreases peristaltic activity

waves from sigmoid colon and












by voluntarily increasing

rectum.  Anal sphincters relax.












anal sphincter tone and 



























relaxing the colon.












Rectum empties


















































Urge suppresses

Sphincter closes

BOWEL PATTERNS

Connell (1965), in a study of bowel habits,

 found that over 98 percent of 1445 patients,

 many of whom were elderly, had bowel

 movements in the range of 3 per day to

 3 per week.  This indicates that bowel

 patterns can very greatly among individuals

 but that most people with normal bowel habits

 have a bowel movement at least every

 second day.  It is important to understand

 that defecation normally occurs in a regular

 pattern with consistent intervals between

 stools and consistent times for defecation.

 It is only when internal (disease) and 

external (medications etc.) factors interfere 

with the individual’s normal pattern that 

problems such as constipation, occur.

RISK FACTORS INFLUENCING DEFECATION

Older people living in an institutional setting are often at high risk to develop constipation. There are a variety of internal and external risk factors that occur frequently in frail older individuals and in younger individuals with disabilities. The following section describes 6 factors that have a significant impact on bowel function: aging, illness, impaired mobility, decreased fluid and fiber intake, medications and institutional living. These factors affect the bowel by either increasing dehydration of the stool, interfering with usual reflex patterns or slowing transit times.

Age Related Changes  

There are certain changes that occur as people age that place them at greater risk to experience defecation problems.  These changes also make them more susceptible to the negative effects of illness-related changes and other factors that frequently impact on elderly people but do not directly contribute to constipation.

As people age, the muscles in the bowel wall of the large intestine atrophy and weaken causing the following functional changes to occur:

· occasional incomplete emptying of the rectum during defecation

· ability to tolerate a higher volume of rectal distention without discomfort, therefore the urge to have bowel movement may become weaker, occasionally causing the elderly person to miss the urge completely

· increased incidence of diverticula

· decreased ability to distinguish between feces, fluid and flatus in the rectum which may lead to incontinence.

Generalized decreased muscle strength, especially of the abdominal muscles influences the position that residents are able to assume during defecation and the amount of intra-abdominal pressure they are able to exert to expel stool.

Despite these age-related changes, research has shown that there is no decrease in transit time or decrease in the frequency of defecation for healthy, active, elderly people.  Clearly, constipation is not a result of normal aging although normal aging does place individuals at greater risk to become constipated in response to illness and other factors.  These factors will be discussed in the following next sections.

Illness Related Changes  

Some illnesses result in problems such as immobility, pain, rigidity and neurological deficits that precipitate problems with defecation, while other illnesses affect the bowel directly.  These problems can precipitate constipation and if not treated appropriately, will result in impaction.  When the following medical diagnoses are evident the nurse must be aware that the individual is at greater risk for defecation problems.   

1. Bowel Disorders:






2.
Endocrine/Metabolic Disorders:

Anal Fissure









Diabetes Mellitus

Large Bowel Stricture






Hypothyroidism

Neoplasm









Uremia





Chronic Volvulus

Irritable bowel syndrome

Prolapsed Hemorrhoids






Rectal Prolapse

















 

Diverticular Disease

3.
Neurological Disorders:




4.
Psychiatric Disorders 











Paraplegia










Depression

Tumors

CVA

Parkinson’s Disease

Organic Brain Syndrome

Spinal  - Spinal Cord Injuries

Meningocele


Multiple Sclerosis

Five common problems occurring among the elderly that predispose to problems with defecation are rectal prolapse, Diverticulosis, CVA (stroke), Parkinson’s disease and hemorrhoids.   

Diverticulosis

Diverticulosis causes multiple pouches of weakened intestinal mucosa in the muscular wall of the large bowel and is common among the elderly.  The incidence of colonic diverticulosis increases directly with age and diverticula can be found in up to 40 percent of people over 70 years.  The elderly person may have diverticulosis but may be asymptomatic until the diverticula become inflamed.  This is called diverticulitis and may present as left lower quadrant pain, especially on defecation, with occasional nausea and vomiting.  Diverticulitis may be accompanied by periods of diarrhea or normal bowel behavior interspersed with periods of constipation.

Rectal Prolapse

Although not common, prolapse is seen most often in elderly women with chronic constipation.  Rectal prolapse, or procidentia, is defined as rectal mucosa protruding for 1-3 cm. beyond the anal opening.  Factors that predispose to rectal prolapse include chronic constipation, obstetrical injury, neurological diseases and weakness of the external anal sphincter.  The most important cause of rectal prolapse is persistent, prolonged and marked straining at stool.

Rectal prolapse presents as:

· red tissue mass protruding from the anus occurring during defection or with other exertion

· fecal incontinence

· sensation of incomplete evacuation

· rectal bleeding and/or mucoid rectal drainage

When a prolapse is recurrent the bowel may eventually remain exuded because of progressive weakness of rectal attachments to the sacrum, lengthening of rectum, injury to perineal nerves and laxity of perineal muscles.

The goal for nursing interventions is to prevent constipation and thereby prevent straining during defection.

CVA

Constipation and impaction following a stroke usually occur because of immobility and lethargy, an inability to communicate the need to defecate or a lack of response to the defecation reflex and not as a direct result of the CVA.  Voluntary inhibition and initiation of defection is made possible through cerebral control from the brain.  A stroke can affect these cerebral areas, compromising the person’s ability to inhibit defecation thereby causing incontinence of feces.

Parkinson’s Disease

Constipation is a common concern among residents with Parkinson’s Disease.  Presumably, bowel function is altered by decreased bowel motility because of the effect of medications (dopamine agonists/anticholinergics) on colonic smooth muscle.  Bowel function is also altered in relation to inactivity.

Add MORE

Hemorrhoids

Hemorrhoids are masses of vascular tissue in the anal canal.  By age 50, approximately 50% of people have hemorrhoids to some extent.  Internal hemorrhoids occur in the rectum above the 

anal canal while external hemorrhoids lie within the anal canal and may be prolapsed through the anal opening.  Many residents who are symptomatic have a combination of internal and external hemorrhoids.

There are differing views on the pathology of hemorrhoids; some think they are varicose veins from chronically elevated pressures due to gravity, some think they occur due to ongoing straining at stool while still others think that hormonal factors contribute to the development of hemorrhoids.

Bleeding and visible hemorrhoidal tissue indicate hemorrhoids; pain is evident only when they are acutely prolapsed or inflamed

Interventions for hemorrhoids include:

· a high fiber diet to soften stools and avoid straining

· encouraging individuals to respond to the urge to defecate promptly and to avoid sitting for long periods on the toilet

· referral to a physician for medical intervention if necessary


Decrease Mobility

Although there are a number of factors influencing the occurrence of constipation in the elderly, the single most important predisposing factor is immobility (Brocklehurst, 1975; Hutchison, 1978).  Robertson and Spencer (1983) found that the increased fecal transit time associated with constipation increases in direct proportion to a decrease in mobility.  It has been shown that decreased mobility results in propulsive contractions that are weaker and less effective in expelling stool.  Since decreased mobility is the predominant admitting criteria for most institutions, it follows that the incidence of constipation among institutionalized elderly will be greater.  Wizzell (1983) found that the incidence of constipation increased sharply for the elderly in institutions as opposed to the elderly at home; “normal” bowel habits were present in 78% of elders in the community and only 45% of nursing home residents.
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Fiber and Fluid Intake

Fiber and fluid intake are greatly influenced by disability and institutional living.  In addition, the strength of biting force weakens with age and illness and thus decrease the amount of dietary fiber that can be chewed by the resident.  The ability to swallow effectively also changes so that ensuring sufficient fluid intake and fiber consumption may become a problem.  The thirst reflex is diminished in the elderly so they may not feel thirsty and request fluids even when dehydrated.  Many elderly people are not able to handle fluids independently so must wait until someone is available to assist them, mainly at meal times.  It is not uncommon to find many elderly, institutionalized individuals consistently consuming less than the recommended amounts of dietary fiber and fluids per day.

Medications

Many medications widely prescribed for elderly people can cause constipation as a side effect.  Constipating medications act on the bowel either to decrease bowel motility or to decrease mucous secretion thereby increasing transit time.  Drugs that sedate and therefore decrease the awareness of the need to defecate can also lead to constipation. Some drugs that are commonly prescribed for senio’r in institutions and can cause constipation are:

	MEDICATION
	EFFECT

	Narcotic Analgesics

· morphine

· Demerol

· Codeine
	

	Antacids containing aluminum

· amphojel
	

	Antidepressants








· imipramine






· elavil







	

	Anti-parkinson’s medications





· sinemet








· symmetrel








· amantadine






	

	Anti-anxiety/anxiolytic drugs





· ativan








· alprasolam







	

	Sedative/hypnotics








· serax







	

	Antipsychotic/neuroleptic medications


· haldol








· loxapine








· CPZ







	

	Laxatives – extended use
	Leads to atony of the musculature resulting in decreasing awareness of stool in the rectum. 




Institutional Living

Some of the factors that predispose to constipation are related to living in an institution.  Lack of familiarity with caregivers and lack of privacy are stressful for many people who have kept bowel habits private all their lives.

Many residents cannot go to the bathroom independently or cannot indicate when they need to defecate and therefore must wait until someone is available to assist them with toileting.  If the opportunity to defecate is not provided when the urge presents, the urge to defecate will pass and later the resident will not be able to defecate at will.  Clinical research has shown that if defecation is not allowed to occur when the defecation reflexes are excited, the reflexes themselves become progressively weaker over time and the colon may become atonic.

In summary, defecation problems may be caused by any risk factors that:







PROBLEMS OF DEFECATION

Defecation problems, common among the elderly, provoke anxiety and distress for both the individual, their family and the nurse.  There is a loss of dignity and self-esteem when aging people have difficulty controlling their bodily functions, not to mention the risks to comfort, skin integrity, and general wellbeing.  The nurse’s role is to facilitate the reestablishment and maintenance of normal elimination patterns.  The following material provides information on the assessment, treatment and prevention of constipation and impaction that supports effective clinical decision making for this important problem.  

CONSTIPATION  

Types of Constipation

Because normal bowel habits vary so greatly from person to person, it is difficult to develop a definition of constipation that is applicable to all elders residing in institutions.  Despite this variation, three elements of the problem occur consistently:

· decreased frequency of defecation

· difficult expulsion of stool

· incomplete evacuation of stool from the rectum

For the purposes of bowel care within the Senior’s Health Program (SHP), constipation is defined as a decrease in the normal or usual frequency of bowel movements accompanied by prolonged, incomplete and/or difficult evacuation of stool.  

According to this definition, constipated stool can be hard or soft.  In fact there are two types of constipation; hypotonic constipation, which results in soft, pasty stools and hypertonic constipation, which results in hard, dry stools.

Hypotonic constipation occurs when the haustral or “mixing” contractions are less frequent and the propulsive contractions are stronger.  The feces moves through the bowel more quickly so that less 

water is removed.  This results in stool that has a soft, putty-like consistency when it reaches the sigmoid colon and rectum.  When stool has no bulk there is insufficient distention of the rectal walls to stimulate the defecation reflex.  This can result in an urge of defecate that is weak or non-existent.  Clinically, hypotonic constipation presents as soft stool sitting in the rectum following defecation (incomplete evacuation), infrequent small BM’s and possibly oozing of soft stool sitting in the rectum.

Hypertonic constipation occurs when there is a decrease in the propulsive contractions that move the stool into the rectum while the “mixin” contractions continue normally.  This increases the time that the stool is in the bowel, which increases the amount of water that is absorbed from the stool.  The hard dry stools that result may sit high in the rectum or in the lower sigmoid colon so that it is difficult to feel during a rectal examination.  These stools are very difficult to expel and may cause an impaction if not treated.

In order to have a normal bowel movement that stool must first move through the colon into the rectum and then be expelled from the rectum.  In other words, defecation constitutes a two-stage process:  “getting it down and getting it out”.  Problems can occur in either or both of the stages.  Slowed transit times and hard, dry stools restrict movement of the fecal mass into the rectum.  In this situation the goal of treatment would be to soften and bulk the stool so that it stimulates peristalsis and moves more easily and quickly through the bowel. When stool cannot be expelled because it is soft and pasty goal of treatment is to bulk the stool in order to stimulate contraction of the rectum and aid in easy defecation.  

However the management of constipation often focuses on treatment with laxatives rather than prevention.  Oral laxatives, suppositories and enemas are used repeatedly as a means of relieving constipation instead of focusing on more natural alternative such as increased fluid, fiber and exercise to prevent its recurrence.  The undesirable side effects of these laxatives are well documented, yet they continue to be used in many areas as the only intervention for constipation.  Most of the constipation that is seen in Extended Care areas is functional constipation, that is, constipation caused by disordered bowel function and not by disease.


Megacolon is defined as an abnormally large or dilated colon.  Idiopathic or functional megacolon, especially in elderly institutionalized individuals, is megacolon acquired secondary to chronic, untreated constipation or excessive cathartic laxative use.  When megacolon occurs in the elderly, the entire colon appears dilated on x-ray, hard stool may be felt in the rectum and fecal impaction and overflow incontinence are not uncommon.

Frequent use of laxatives, especially stimulant laxatives, result in nerve changes that create flaccid muscle walls that have poor contractile ability.  The goals and mode of treatment is the same as with constipation although treatment may be less effective with megacolon because the rectal muscle is atonic and is not easily stimulated to contract.

Assessment of Constipation

Constipation:  Assessment & Definition of the Problem
















This section on assessment includes information the help you carry out the assessment function highlighted in the red-circled boxes above. This is the framework that has been adopted by the Seniors Health Program to assist with clinical decision making with respect to constipation.

Assessment must be carried out before nurses can:

· diagnose constipation

· identify a plan to treat existing constipation and to prevent further constipation

In order to do a comprehensive assessment it is necessary to assess both bowel patterns, past and present, and risk factors that impact on the individual’s susceptibility to constipation.  By assessing bowel patterns we are able to diagnose the type of constipation the individual is experiencing.  Assessing risk factors allows us to modify these factors, making prevention of constipation a more realistic goal for the resident.

There are 2 levels of assessment for constipation. Level 1 or the baseline assessment is an initial assessment that helps us to identify whether the resident has a problem with constipation. This is done on admission and when there is a change in the resident’s status. Some of the information is collected on the Minimum Data Set assessment tool while other information is collected off the Bowel Record that is started the day of admission.

Level 1 assessment includes the following information:

	DATA
	SOURCE
	RATIONALE

	Previous (if relevant) and current bowel patterns (size, frequency, consistency, ease of expulsion)


	MDS
	Decreased frequency of stool indicates constipation.  Hard, dry or soft, pasty stools may indicate constipation.  Small amounts of stool indicate lower bowel may not be emptying during defection.  Infrequent large-huge stools indicate an accumulation of feces and the need for more frequent defecation.  Clay coloured or dark stools indicate need for further assessment.  Blood or excess mucous indicates need for further assessment.

Recent onset of constipation with a change is the character of the stool (eg bloody) requires 

Assists nurse set realistic goals for bowel protocol.



	Current use of oral and rectal laxatives.


	
	Frequent use of laxatives, suppositories and enemas for elimination indicates constipation and is not recommended or long range planning.



	Rectal examination for presence of stool in rectum 


	
	Should be carried out if resident has incomplete evacuation, fecal oozing or staining or …

	Other signs of constipation such as flatulence, anorexia, fecal oozing / staining.
	
	


Analysis of this information enables the RN to determine if the Resident is constipated and requires a more detailed assessment.  The Resident is constipated if one or more of the following occur:

· The Resident has no BM by the 3rd or 4th day without the use of a combination of oral laxatives, suppositories or enemas on a regular basis.

· The Resident consistently has stools that are hard and difficult or painful to expel.

· The resident consistently has stools that are soft and pasty and experiences incomplete evacuations with subsequent oozing.

If the Resident is constipated based on the level 1 information, the following information must be collected in order to define the problem and develop a care plan.

	DATA
	RATIONALE

	Medical problems or surgeries that would affect current bowel habits
	Any of these diagnoses may be related to the current problem of constipation and may necessitate additional nursing interventions.



	Current dietary intake with emphasis on fluid and fiber. Ability to chew and swallow.
	Dietary fiber and fluid intake can contribute to constipation and are an important part of a preventive program.



	Medications that contribute to constipation; previous use of laxatives.
	Extensive laxative use makes treatment and prevention more difficult.



	Abdominal examination* to palpate for stool in the descending and sigmoid colon.
	Note the presence or absence and character of the bowel sounds.  Palpate for stool along the transverse and descending colon.  Observe for herniations or pronounced peristaltic waves.

	Awareness of need to defecate & the ability to communicate need.
	Indicates ability to assist with habit retraining.  Absence of the urge to defecate long standing laxative abuse with an atonic colon.

	Ability to exercise & to sit safely and comfortably on the toilet / commode.
	This information impacts on treatment and prevention.

	Ability to be continent of stool (ability to hold stool for a reasonable amount of time until toilet available.
	

	Resident’s perception of the problem
	If the Resident is not convinced that a bowel protocol will work for them or feels that their current use of laxatives and enemas cannot be changed, treatment and prevention of constipation becomes more difficult.

	Rectal examination should be done if not done during level 1 assessment.
	


*  See protocol for Abdominal Examination in Appendix B.


DESCRIBE BEING AT RISK

As we indicated previously, defecation is a two-stage process:  “getting it down” and “getting it out.”  Constipation may reflect problems in either one or both of these areas.  Your assessment will determine where the problems are and what treatment should follow.

The immediate goal for the treatment of constipation is to remove the existing constipated stool.  This is achieved through the use of an osmotic (Lactulose) or stimulant (Senokot) laxative and/or a fleet or microlax enema.  The long-term goal is to prevent constipation from recurring.  This is achieved through the modification of risk factors such as increasing fluid and fiber intake and regular toileting.  

The problem of constipation should be referred to the physician if:

· Constipation is of recent onset and accompanied by blood or mucous in the stools.

· There is an unexplained abdominal mass.

· Constipation is accompanied by abdominal pain.

· There is a history of bowel disease that may be contributing to the current problem.

 Prevention of Constipation

Traditionally, constipation has been “treated” by the use of laxatives, enemas and suppositories on an ongoing basis.  The Seniors Health Bowel Program advocates the use of laxatives and enemas on a time limited basis only to clear the bowel prior to the implementation of the clinical guideline to prevent constipation from occurring. Because most residents are at extremely high risk this approach is not always effective. In this case, it is important to use the least invasive laxative at the correct interval and in the lowest effective dose.

The implementation of a guideline to prevent the problem of constipation (and resulting fecal impaction) is effective with elderly, institutionalized residents (See Appendix  *).  A preventive program combines the use of dietary fiber and increased fluids with exercise and a regular toileting schedule.  These work, in combination, to soften and increase the volume of stool while promoting a controlled and effective evacuation.

The objective of preventive strategies is to re-establish regular bowel habits by:

· Softening and bulking the stool to enhance distention of rectal walls thereby stimulating the defecation reflex.

· Assisting with expulsion of stool to re-establish/strengthen the defecation reflex.

This section describes the preventive interventions use to stop constipation from recurring or to minimize the need to laxatives.  Preventive interventions include:

· Increased intake of dietary fiber

· increased fluid intake

· exercise

· regular toileting

Constipation:  Prevention
















Dietary Fiber

Dietary fiber is one of the most effective measures for preventing constipation and thereby reducing laxative use in elderly individuals.  Dietary fiber acts to soften the stool and increase its bulk by binding water and positive ions to the stool.  Wheat bran, a form of dietary fiber, absorbs 3 times its weight in water.  The resulting bulkier, soften stools distend the walls of the descending colon and increase peristaltic activity.  This causes a more rapid movement of the stool through the colon and rectum, which decreases transit time.  More specifically:

Increased bulk stimulates nerves in the bowel wall


Increases activity of intestines by increasing the rate

and intensity of muscle contractions.

Increases speed with which excitatory waves are

conducted along the intestinal wall.

Stool moves more quickly through bowel,

decreasing transit time.

These statements are supported by research.  Burkitt et al. (19) found that increased fiber decreased transit time. On a low fiber diet the average transit time was 3 – 5 days and the stool weight was 150 gm. When put on a high fiber diet, the average transit time decreased to 35 hours and stool weight increased to 450 gm. MORE…

This shows how dietary fiber resolves one of the problems associated with constipation, that is, softening and bulking stool so that it moves more quickly through the bowel (“getting it down”).  But, as we indicated earlier, there is another problem that occurs with constipation and that is “getting it out” (defecation).  The presence of fecal matter in the rectum alone is not enough to initiate a defecation reflex; it must be an amount large enough to distend the rectum and stimulate nerves in rectal wall.  This initiates a more effective defecation reflex. The stool bulk may need to be greater in the elderly to balance some of the age related changes.

Dietary fiber is found only in plant foods and is the part of the plant, which is not digested.  Dietary fiber can be divided into two groups: soluble and insoluble fiber.

	
	COMPONENTS
	CHARACTERISTICS
	SOURCES
	EFFECTS

	SOLUBLE FIBER
	Pectin

Gums
	Dissolves in water
	Dried & green beans

Rolled oats

Citrus fruits, Apples

Cabbage, Cauliflower

Carrots


	Lowers blood cholesterol

Slows absorption of sugars into body

	INSOLUBLE

FIBER
	Cellulose

Hemicellulose
	Doesn’t dissolve in water

Water retaining capacity
	Wheat, bran

Whole wheat grain, flour

Whole wheat flour

Vegetables

Bran Cereals

Prunes

 
	Increases bulk and softens stools


When comparing the effectiveness of various types of dietary fiber, 20 gm. of course bran is comparable to 200-300 gm. of fruit or vegetable fiber.

The Canadian Cancer Society recommends a high fiber intake, although it dos not recommend a daily amount.  The National Cancer Institute (U.S.) and Health and Welfare Canada recommends 25-35 grams of fiber daily.  It is important to be aware that different individuals need different amounts of dietary fiber to maintain soft stools.  Fragile, debilitated Residents, who are diagnosed as constipated, may need as much as 40 gm/day to offset the effects of immobility and other predisposing factors.

In excess of 40 gm, dietary fiber has the potential to bind essential nutrients such as calcium, zinc, iron and magnesium, precluding 

their absorption into the system.

The average fiber content of a regular diet within Seniors Health is ** gm / day.  Pureed diets contain only ** gms. of dietary fiber / day.  A resident must eat 100% of the diet to receive this amount.  If residents are unable or choose not to eat certain parts of the diet it is important to assess if the uneaten foods are high fiber foods. See Appendix ** for a list of high fiber foods available in the regular meals within Senior’s Health.

Bran is more effective than other forms of dietary fiber because its fiber is much more concentrated and it draws more water into the stool.  Bran may cause initial flatulence, abdominal distention and diarrhea but this is usually associated with a large increase over a short period of time and is resolved by decreasing the amount. To avoid this problem when initiating bran, start with small increases spaced over time.  Periodically, a Resident may choose not to eat bran or may not be able to tolerate use of bran.  In this situation bulk forming laxatives, such as Metamucil, are an acceptable alternative.   

When a resident is put on the bowel Protocol, notify the Dietitian with the “Change of Diet Order” form and initiate the use of Fruit Laxative.  It is not necessary to get a doctor’s order for fruit laxative.  The following is the standard high fiber protocol.  Notify the dietitian of any items that are unacceptable to the resident.

Although fruit lax is frequently used as a concentrated source of dietary fiber within many institutions, research on its effectiveness is scarce.  Fruit laxatives vary according to the ingredients but historically combinations of dried fruits such as prunes, dates and raisins, mixed with fruit juices. The high fiber content of the fruit appears to explain the primary laxation function of fruit laxative.  Recently some of the fruit in fruit laxative has been substituted with high fiber cereals mixed with pureed fruit or fruit juices.  This change in ingredients has increased the actual grams of dietary fiber in the fruit laxative.

Baum (1951) reported the presence of diphenyl isatin, a potent laxative, in prune juice.  This finding is not corroborated by Hubacher and Doernberg (1964) who were unable to find any isatin compounds in prune juice.  There have been no authoritative references published to substantiate the presence of isatin in prunes to account for the laxative effects of these fruit mixtures.

250 mL

All Bran Cereal
}
Mix together

250 L 

Applesauce

}
and serve

200 mL

Prune Juice

Fluids

Although adequate fluid intake is essential to establish and maintain normal bowel habits, there are no clear guidelines established to indicate the level of fluid intake necessary to achieve this end.  Minimum daily fluid intake levels recommended by various research studies range from 1500 cc. to 2000 cc.  (Resnick, 1985; Hope, 1983) while the maximum level recommended is often 3000 cc.  (Stitt, 1983; Kallman, 1983).  An intake of 3000 cc’s is frequently not a realistic goal with severely disabled, elderly residents and may be contraindicated for residents with renal problems or congestive heart failure.

Water is beneficial as a fluid because it is considered 100% fluid while juice is considered 90% fluid and milk is considered 80% fluid.  Juice and milk are beneficial for their nutrient value as well as their fluid component but can cause the resident to feel full when given in large amounts.  Coffee and tea have a diuretic effect on the body and promote greater urinary output than water.

The standard hospital diet within Seniors Health provides  **** cc’s (with coffee and tea)

Coffee/Tea & Juice & Cereal Milk



Soup & Coffee/Tea




 






**** ml / day


Juice & Coffee/Tea





One additional beverage at each meal or between meals increases the daily intake to 1*** ml / day.  At the time of assessment look at the type of fluids the resident enjoys and consult the dietitian if they are not available.  If it is agreeable with the resident and not contraindicated (as with controlled diabetic diets), have coffee and tea replaced with juice, milk or water on the resident’s meal trays.  Extra fluids, particularly water, should be offered between meals.

Exercise

As indicated earlier, immobility is one of the main factors contributing to constipation.  Although rigorous exercise is not usually a realistic part of the Resident’s treatment plan, maximizing the individuals’ exercise/mobility potential is essential.  Depending on the individual’s ability, maximize their potential by putting them on the Walking Program, doing weight bearing pivot transfers as often as possible, doing leg raises or hip flexion exercises when in bed (family members can be taught to do this) or simply massaging the abdomen as described earlier.  Although these interventions may seem unrelated to constipation they form a very important part of the treatment plan, since exercise does increase the frequency and intensity of propulsive contractions.

Toileting

Proper positioning on the commode or toilet is an important factor to consider, especially when abdominal muscle strength is decreased as in elderly individuals.  Residents should be placed on the commode with the feet elevated on a small footstool, which flexes the thighs and helps to increase intra abdominal pressure.  The forward thrust of the body with flexed thighs also allows the diaphragm to help in expelling stool.  It is important to use the commode when possible and avoid using the bedpan.  The bedpan forces extension of the legs and hyperextension of the abdomen and results in expulsion of stool without muscular help.  This results in greater straining on the part of the Resident and may result in incomplete evacuation. It is not appropriate to raise residents off the bed in a sling to have a bowel movement.

For Defecation

Truck leaning forward

Knees, hips partially flexed

Feet firm on the floor


Arms supported on thighs






Buttocks supported on toilet seat








With the above position little effort is required to increase intra-abdominal pressure. As the position varies towards a more supine position, increasing effort is require to increase the intra-abdominal pressure. 

In summary, the following preventive strategies will help to ensure that constipation does not recur or is at least minimized as much as possible.









Monitor to ensure:

· diet taken well

· fluid intake is 1200 ml

daily

· toilet regularly

· support optimal function





 

· Evaluate for

constipating meds

· Regular toileting with 

adequate privacy & 

proper positioning

· Increase fluid intake 

to 1500 ml or increase

by 250 ml daily

· Abdominal massage

· Exercise as tolerated

 MANAGEMENT OF CONSTIPATION

Prior to implementing guidelines to prevent constipation, it is essential to treat the existing constipation by clearing out the lower bowel of accumulated stool.  This is done with the use of enemas until the bowel is clear, that is, moderate to large amounts of stool are not returning following the enema.  Enemas should be given every one to two days, depending on the tolerance of the individual. Once the bowel is clear it may be necessary to continue the resident on an oral laxative…

Constipation:  Process for Clinical Decision Making
















Habit Retraining

habit training to achieve regular defecation

It is essential to remember that normal bowel elimination is patterned, that is, it occurs at regular times and at regular intervals.  When those intervals are disrupted because of institutionalization or other predisposing factors, such as medication and poor fluid and fiber intake, constipation results.

Habit retraining is defined as the use of rectal stimulation (digital or suppository) to stimulate the defecation reflex at regular intervals to promote a regular pattern of evacuation.  Regular bowl evacuation decreases the time that the stool sits in the colon thereby decreasing the water that is absorbed from the stool.  This prevents impaction and eliminates excess flatus.  Suppositories are used to stimulate defecation instead of oral laxatives because they potentiate the activity of the defecation reflex and have a more predictable and localized response.

Success depends upon giving the suppository at the time when motility of the bowel is greatest.  Therefore the suppository should be inserted 15-20 minutes after a meal, preferably breakfast (see Appendix ** for the procedure for inserting a rectal suppository). Dulcolax suppositories are most commonly used in habit training because they are most effective in triggering reflex elimination.  Glycerine suppositories are weaker and seldom effective when someone is constipated.  As regular bowel contraction an elimination patterns are reestablished and stools become soften it is possible to progress to glycerine suppositories to assist in evacuating the rectum.

The frequency and time of suppository administration should reflect pre illness patterns as much as possible.  If the Resident previously had a daily BM, and work schedules permit, a daily suppository is indicated.  The longest interval if the previous pattern was daily and other factors such as intake is consistent, should be every 2 days. Most often habit retraining will be initiated with a suppository every second day.  Clinical experience indicates that this is an acceptable pattern for many elderly institutionalized individuals.  If the Resident has small to moderate soft formed BM’s every second day they may be able to progress to an every third day program, provided stool consistency remains soft and the Resident is completely evacuating the rectum.  The majority of the time the resident will have moderate or moderate to large bowel movements every second day which indicates a suppository every second day is appropriate treatment.  The potential for fecal impaction as a result of infrequent elimination must always be considered.  It is safest to allow no longer than 3 days to elapse without bowel stimulation.

To ensure the effectiveness of the suppository it is helpful to massage the abdomen several times from right to left and down the left side of the abdomen, following the course of the large intestine.  The suppository is left in place for 30-60 minutes, depending upon the needs of the individual, and then the Resident is placed on the toilet or commode.

Once constipation has been treated, clearing the sigmoid colon and rectum of accumulated stool, habit retraining is initiated as follows (see diagram following):

· Give a dulcolax suppository within an hour after a meal, when possible, and preferably after breakfast.  It can be given after lunch or supper if the individuals’ bowel pattern indicates.  When initiating habit retraining, assess for side effects of cramping or rectal burning following insertions of the dulcolax suppository.  If side effects occur use a glycerine suppository or a microlax enema if the glycerine suppository is not effective.  Leave the suppository in place from 30-60 minutes, then place the Resident on the commode.

· If the Resident has a BM, skip a day then give a dulcolax suppository.  If the 

· resident continues to have medium to large results from the suppository continue to give it every second day.

· If the Resident consistently has small soft returns following suppository it can be given every three days but only if movements are not dry and hard and you are sure that the stool is moving into the rectum and not sitting up higher in the sigmoid colon.

· If the Resident does not have a BM following a suppository, give another dulcolax suppository the following day and give an abdominal massage, time permitting.  IF the second suppository is successful, skip a day and carry on with the Q2day suppository regime.  If the second suppository is not successful give an enema.  If the enema is not successful repeat it the following day.  IF the second enema is not successful phone the Doctor and request an order for an abdominal x-ray.

Once a regular pattern of evacuation has been well established for 4-6 weeks, dulcolax suppositories should be replaced by glycerine suppositories.  After 4-6 weeks with regular evacuation using 

glycerine suppositories, the resident should be gradually weaned off the suppositories.  This is the most important part of the protocol as the goal of the Bowel Protocol is regular evacuation without the use of oral or rectal laxatives.  If changing from dulcolax to glycerine suppositories is not successful, continue to dulcolax suppositories for another 4 weeks and try again.  If it is not possible to wean the resident off glycerine suppositories wait 4 weeks and try again.  For residents with an atomic or poorly functioning rectal muscle, weaning off glycerine suppositories may not be realistic.

4.
Oral Laxatives

*  Requires Doctor’s Order








   Each  * designates one day

Oral laxatives assist in moving the stool in to the lower bowel and increasing the effectiveness of the suppository.  Therefore, oral laxatives should be given the night before the suppository is given.  Glysennid is given at HS and not at 1600 as the half life is 6-10 hours.  As the fiber intake increases and the stools soften and bulk, oral laxatives can be decreased to one tablet and eventually eliminated.  Start decreasing the dose 3-4 weeks after the bowel protocol is initiated.  Continue with 1 glysennid tablet for another 2-3 weeks and then discontinue.  If, following weaning there is a 

decrease in the frequency or amount of stool continue for 203 weeks and try again.  Weaning oral laxatives until they are no longer necessary is an important part of the Bowel Protocol and if not initially successful should be tried repeatedly.

If the Resident has been using one or more oral laxatives to assist with defecation put them on the above regime.  When someone has been using numerous laxatives, enemas or suppositories for many years, it may be necessary to wean laxatives more slowly as other preventive measures become effective.  Where extensive laxative use had lead to an atonic colon or megacolon, it may not be possible to completely eliminate oral laxatives but it should be attempted.

Oral Laxatives

Among some elderly individuals altered expectations of the frequency of bowel movements and mistaken ideas of the value of cathartic laxatives have lead to the excessive use of laxatives.  In addition, the excessive use of laxatives by caregivers to treat constipation has supported these ideas.  New knowledge about the dangers of ongoing laxative use and alternate methods to prevent constipation have changed the way that nurses approach the problem of constipation.  IF used judiciously, following adequate assessment, and for a short time, laxatives can be used effectively to assist individuals to establish regular bowel habits.  Goodman & Gillman (19   ) state “when laxatives are employed in the treatment of constipation, they should be administered in the lowest effective dosage as infrequently as possible and they should be discontinued promptly upon termination of the need (P.  1002).”

Many articles have been published concerning the management of constipation with oral medications, suppositories, and enemas and the associated clinical pharmacology of these laxatives (Elliot, Watts & Girard, 1983; Hutchison, 1978; McCara, 1980; Pietrusko, 1977).

Laxatives can be classified as stimulants, bulk formers, stool softeners and osmotic laxatives (Goodman & Gillman, 1985).  Enemas and suppositories are also classified within these categories although they are seldom identified as laxatives in non pharmacological literature.  Stimulant and osmotic laxatives are used primarily to relive the symptoms of acute constipation, ie: constipation due to time-limited medication or bed rest (Lamy & Krug, 19778; McCarra, 1980).  Hutchison (1978) and others (Elliot, Watts Girard, 1983; Pietrusko, 1977; Cefalu et al., 1981) indicate that prolonged use of stimulant laxatives, such as senna and cascara, damages the mesenteric plexis which eventually impairs bowel function (Hutchison, 1978).  Repeated use of saline laxatives places the patient at risk for dehydration, thereby increasing the chance for systemic difficulties.  Chronic use of either stimulant or saline laxatives inhibits the gastrocolic reflex that initiates defecation.

Many authors differentiate between saline and stimulant preparations and bulk forming and lubricant laxatives (Robertson & Spencer, 1983; Cefalu et al., 1981; Bustin and Iber, 1983).  Bulk forming laxatives are free from systemic effects although intestinal obstruction can occur if they are not ingested with sufficient amounts of water (Lkamy & Krgu, 1978; Pietrusko, 1977).  Authors refer to bulk and lubricant laxatives as preventative agents, used over the long term to prevent the occurrence of constipation.  They can be prescribed, if necessary, in addition to hygienic measures such as increased fluid, dietary fiber, and exercise (McCarra, 1980).

Suppositories are often used for the treatment of fecal incontinence and to relieve the difficult evacuations that accompany constipation.  Ham (1983) and Brocklehurst and Hanley (1978) indicate that the use of suppositories to secure regular, controlled, bowel movements is more useful than oral laxatives with chronically immobilized patients because of their more predictable response.  The two types of suppositories most frequently used are glycerine suppositories (a lubricant laxative) and bisacodyl suppositories (a stimulant laxative).  

Bisacodyl suppositories have been recommended by many authors as part of the bowel protocol implemented to treat constipation and fecal incontinence (Davis et al., 1986; Brocklehurst & Hanley, 1978; Ham, 1983; Hope, 1983; Miller, 1985).  They are considered a strong stimulant and act by stimulating the sensory nerve endings and effecting reflex contractions of the colon (Martin et al., 1981).

The pharmacological literature indicates that frequent use of bisacodyl suppositories and cause rectal burning (McCara, 1980).  Hutchinson (1978) states that the “prolonged use of any stimulant laxative may damage the mysenteric plexus”, thereby impairing bowel function although it is unclear whether he is referring to the use of these laxatives in tablet or suppository form.  Other articles (Robertson & Spencer, 1983) indicate that cramping and diarrhea may occur when bisacodyl is prescribed.  It is difficult to determine if these side effects are present when stimulant laxatives are use din tablet or suppository form or both.  These side effects have not been substantiated by clinical research indicating that adult patients experienced untoward side effects from the use of bisacodyl suppositories.

The following information describes the four classifications of laxatives listed above and outlines their indications for use and mode of action.  The laxatives will be divided into four classifications:  stimulant laxatives, bulk-forming laxatives, osmotic laxatives and surfactant laxatives.

Stimulant Laxatives –
· Dulcolax Suppository

· Glysennia tablets

Stimulant laxatives cause fluid to be retained in the colon which soften and bulk the stool.  Stimulant laxatives also chemically stimulate the smooth muscle of the colon to increase propulsive peristaltic activity causing decreased transit times.  Stimulant laxatives can produce a relatively mild laxative action in small doses but in high doses can produce severe cramping and fluid and electrolyte imbalance.  Stimulant laxatives are useful for short term acute constipation secondary to the use of constipating medications and prolonged bed rest and as preparation for x-ray examination of the abdomen and large bowel.  They are also indicated as adjunct treatment for short term use in chronic constipation along with habit retraining measures.  Chronic abuse can lead to cathartic colon (megacolon).

DRUG




BRAND NAME/



DOSAGE



ONSET OF







DOSAGE FORM/









ACTION







STRENGTH

1.  Bisacodyl


Dulcolax







10 mg suppository 


10 mg/10 mg



16-60 min.

2.  Sennosides


Glysennid





12-36 mg




6-10 hr.

     A & B





8.6 mg tablet







12 mg tablet

Do not use stimulant laxatives in the presence of nausea, vomiting or symptoms of an acute abdomen.  Stimulant laxatives may cause cramping, increased mucous secretions, excessive fluid evacuations and electrolyte depletion.  Dulcolax suppositories may cause cramping and rectal burning.  In the elderly, they may cause orthostatic hypotension and weakness and poor coordination can be exacerbated.

Nursing Implications

1. Administer laxative dose at bedtime.

2. Cramping may occur.  Decrease dosage if this occurs.  Discolouration of urine and/or feces may occur with the use of cascara and senna.

3. Ensure adequate fluid intake.

4. Check for side effects and discontinue if present.

Bulk-forming Laxatives 

· Metamucil

The indigestible fibers in bulk-forming laxatives form a bulky, gelatinous mass on contact with water.  The fibers pass through the stomach and small bowel.  The laxative effect results from absorption and retention of large amounts of water which bulk the stool causing distention and increased peristalsis of the bowel walls.  This facilitates the passage of stool.  Because of their laxative properties, bulk-forming laxatives are also effective when used to treat chronic diarrhea.

Bulk forming laxatives are used to prevent constipation and should not be used to treat constipation or impaction.  Effects may be seen after 24 hours but can take up to three days for full effect.  Side effects are infrequent but they can cause impaction or obstruction if not taken with adequate fluids.  The Resident should consistently consume 1500 cc’s daily when receiving bulk-forming laxatives.

Bulk-forming laxatives are the only laxatives currently recommended for long term use.  They are recommended for patients with low fiber diets, the elderly and individuals with diverticular disease and spastic colon.

Nursing Implications

1. Administer on a regular basis, not prn.

2. Mix with water/juice immediately prior to administration.  Give with at least 250 mL fluid.

3. Caution in diabetics and in those on sodium-restricted diets as preparations may contain 


sugar and/or sodium.

Osmotic Laxatives

· Glycerine

· Saline agents  =  magnesium hydroxide

Nursing Implications

1. Administer with consideration as to desired time for onset of action 


(morning, mid-afternoon best).

2. Ensure adequate fluid intake to prevent dehydration.

3. Addition of juice or chilling the preparation may enhance palatability.

4. The cathartic effect is most prominent if given on an empty stomach.

STOOL SOFTENERS – Colace, Mineral Oil

The surface active properties of these drugs permits fluid to penetrate the fecal mass and soften the stool.  This lessens the strain of defecation.  These drugs act on the small and large intestine.  These drugs are not effective in atonic constipation.

IMPACTION

Impaction is defined as the accumulation of feces in the lower part of the rectum, or occasionally in the sigmoid colon, that normal intestinal contractions cannot expel.  It occurs due to the incomplete evacuation of hard, dry stool over time.  Chronic constipation causes gross dilation of the lower bowel and rectum, eventually resulting in weakness of the muscle wall.  This weakness slows the passage of bowel contents, allowing excessive absorption of fluid from the stool, and results in an accumulation of a hard, dry mass of stool collecting in the rectum and backing up into the colon.

The most common symptoms include:

· rectal discomfort

· lower abdominal pain and distention

· rectal fullness and tenesmus (painful straining at stool)

· anorexia

· occasional nausea

Impaction may result in an overflow incontinence of small amounts of liquid stool which appears as diarrhea the consistency of gravy but is not diarrhea.  Stool builds up behind the impaction and irritates the colon mucosa, which secretes large amounts of mucous.  This mucous softens and mixes with stool above the impaction, causing it to become liquid and seep around the impacted mass.  In addition to the above symptoms, symptoms characteristic of impaction in the elderly include:

· sudden confusion

· disorientation

· urinary incontinence

· urinary retention (especially in males), caused by stool in the rectal sigmoid colon compressing the bladder or urethra.

It is important to remember that fecal impaction can result in intestinal obstruction which can be life threatening.  (See Appendix** for the guideline on the prevention and treatment of impaction).  

IMPACTION:  PROCESS FOR CLINICAL DECISION MAKING























Assessment for Impaction

1. Presence of hard, dry stool in rectum with rectal distention.

2. Presence of straining with inability to pass stool.

3. Bypassing of liquid stool and mucous around fecal mass.

4. Onset of confusion/disorientation or other symptoms characteristic of elderly individuals.

Treatment

Impaction blocks the rectum with stool and must be removed before a bowel obstruction occurs.  If it cannot be softened and removed with oil and cleaning enemas then digital removal may be necessary.  (See APPENDIX E for the procedure:  Digital Removal of Stool).

once impactions occur as a result of chronic untreated constipation and are not ongoing conditions their assessment and treatment is time limited.  Therefore, the assessment and treatment information goes on the progress notes.  (See APPENDIX F for sample documentation for the Resident Who is Impacted)
The treatment plan for impaction is not part of the ongoing plan for constipation but does constitute a treatment and therefore should go on the treatment sheet or wherever you identify treatments on your unit

IMPLEMENTATION/EVALUATION

Implementation of the care and the results of care are documented on the Progress Notes and on the Bowel Sheet

LAXATIVES

SERVING SIZE










Dietary Fiber (g)

30 mL


Fruit laxative









2.5

BREADS AND CEREAL

125 mL

All Bran











13.2

125 mL

Oatmeal with Bran








  4.3

1


Bran Muffin










  4.0

125 mL

Corn Bran










  3.9

125 mL

Cream of Wheat with Bran






  3.2

125 mL

Bran Flakes










  2.6

1 serving
* High Fiber Dessert








2.0-4.0

125 mL

Red River Cereal









  2.4

1


Shredded Wheat Biscuit







  2.4

125 mL

Shreddies










  1.9

1


Muffin (Whole Wheat Flour)






1.2-1.8

1 slice

Whole Wheat Bread








  1.4

125 mL

Oatmeal











  1.1

1 slice

White Bread










  0.4

125 mL

Cream of Wheat, Rice Krispies,





0-0.4




Cornflakes, etc.

MEAT, FISH, POULTRY AND ALTERNATIVES

125 mL

Pork and Beans









  3.1

125 mL

Chili











  2.9

125 mL

Bean, Pea or Lentil Soups







1.5-2.5

FRUITS AND VEGETABLES

1


Apple











  3.5

3


Prunes











  3.0

1


Orange











  2.6

1


Banana











  2.4

125 mL

Canned Pears









  2.4

125 mL

Apple Sauce










  1.9

125 mL

Peaches











  0.7

125 mL

Peas











  3.8

125 mL

Potato, with skin









  3.5

125 mL

Corn











  2.4

125 mL

Broccoli











  2.3

125 mL

Carrots











  2.3

125 mL

Green Beans










  1.9

125 mL

Mashed Potato









  1.1

125 mL

Coleslaw










  0.8

125 mL

Beets











  0.7

125 mL

Tossed Salad










  0.5

DAIRY PRODUCTS











  0

Assessing and treating the elderly person’s bowel problem is simply the process of nursing required to meet the person’s need for elimination.  The process always involves assessment of the problem, planning the care, implementation of the care plan and evaluation of the effectiveness of the care plan.  Correct documentation of this process:

1. Provides the information needed to develop a care pan and ensure continuity of care.

2. Provides a way for caregivers to communicate with each other.

3. Provides written evidence stating why the resident received the care he/she did; what response he/she had to the care; and what revisions were made in the care plan if the care was ineffective.

4. Provides a way to review, study and evaluate care for audit purposes.

5. Provides a legal record of care.

The principles of documentation indicate that charting should be meaningful and should not involve unnecessary duplication.  After the assessment and treatment of each defecation problem, the necessary documentation will be outlined with clear examples that should reflect the criteria and principles outlined above.

EVALUATION
Evaluation occurs from the time the protocol is initiated.  The nurse is continually assessing the Resident’s response to habit retraining and diet and exercise modifications and revising the plan as necessary.  These revisions are done on the Bowel Protocol Sheet and on the Nursing Care Plan as necessary.  Long term evaluation of the protocol is done every three months on the Quarterly Summary Form.

No stool noted on abdominal exam





Hard Stool in Rectum





Stool palpated on abdominal exam





Bowel Movement





No





Enema





No stool in rectum





Yes





Once impaction resolved, discuss changes to bowel care with physician2.





Treat risk factors where possible





No Constipation  





B M 





Preventive approach:


Treat risk factors 


if possible





Stimulant laxative


Enema





Monitor


Use preventive measures





Disimpaction Procedure
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Exercise # 2


Mrs. Chow is an 82 year old resident with a diagnosis of CVA with severe right hemiparesis and dysphagia. She was sent to acute care with a diagnosis of pneumonia. She was given IV antibiotics and morphine. While in acute care she received small amounts of thickened fluids and 50 ml of IV fluid / hour for the last 3 days. She returned to your unit today. She is currently on a pureed diet and is drowsy and unable to swallow safely. Her last BM was 4 days ago and she has not been up in her Wheelchair for a week.





What are the risk factors for Mrs. Chow developing constipation?





Modify risk factors





Constipated





Exercise # 3


Circle the Correct Answer(s)





Which of the following risk factors contribute to constipation in the elderly?


Decreased level of mobility


Decreased gastric acid production


Changes in dietary intake related to poor dentition


Anticholinergic medications


Normal aging


Overuse of laxatives





At Risk





Key Point





Assessment





CONSTIPATION





Treat constipation as per guidelines for laxative therapy & habit training





At risk for constipation 





See impaction decision-making process





Regular soft formed BM





ASSESSMENT 





No





NO CONSTIPATION





CONSTIPATION





MONITOR





Preventive approach:


Treat risk factors 


where possible





Treat risk factors where possible





Yes





At risk for constipation 





CONSTIPATION





Treat constipation as per guidelines for laxative therapy





ASSESSMENT 





Assessment 1





Notify


Physician





Yes





No





At risk for constipation 2,3





Constipation





Treat constipation as per guidelines for laxative therapy





Regular soft formed BM





Monitor


Use preventive measures





Constipation





Yes





No





See Impaction Decision-making Process (Next page)





Assessment and treatment is coordinated by nursing, but may be carried out by other members of the team, when appropriate.


Risk factors include but are not limited to decreased fluid intake, decreased fiber intake, constipating medications, decreased activity, chronic illness, toileting problems.


Constipation is defined as (1) decreased frequency of stools, (2) difficult expulsion, and (3) incomplete rectal evacuation.





Bulk forming laxative


Bulk producing laxative





Soft putty-like stool in rectum





Abdominal1 and rectal exam





Hard, dry stool


≤ 1 BM/week


Fecal oozing or bypassing





Day 5/6 with no BM after use of oral and rectal laxatives





Monitor


Use preventive measures








If stool is palpable on abdominal assessment, an enema may provide sufficient rectal-colonic stimulus to move stool into rectum and assist with evacuation.


Discussion with the physician may occur at any point in this process, but must occur where indicated.








KEY POINT





In addition to treating the problem of constipation and impaction with laxatives and enemas, we must also work to decrease the impact of risk factors such as low fluid and fiber intake to prevent constipation from recurring








KEY POINT





This module contains information that will help you to understand and use the clinical guidelines for constipation and impaction.





EXERCISE # 1





1. The gastrocolic reflex is:


movement of stool related to food entering the stomach


urge to defecate


contraction of rectum related to distention of an empty stomach by food


related to stimulation of the anal sphincter





2. Stool is mostly comprised of undigested food.


True


False





3. The longer the stool sits in the colon or rectum, the  


	harder it becomes.


True


False





4. Small stools are easier to.


True


False








Put pictures from Guyton here








Constipation





Increase Dehydration of the Stool


Diuretics


Decreased fluid intake


Decreased fiber  intake





 Slow Transit Time


Inactivity


Decreased dietary fiber


Medications with anticholinergic sideeffects


Illness








Interfere with Usual Reflex Patterns


drugs that decrease consciousness�-	sedatives / hypnotics


stress


illness�-	CVA


institutional environment�-	lack of privacy�-	dependence for toiletting











No



























































Yes





Notify


Physician











NOTE:  If stool is palpable on abdominal assessment, an enema may provide sufficient rectal-colonic stimulus to move stool into rectum and assist with evacuation.





ASSESSMENT  





Preventive approach:


Treat risk factors 


where possible





NO CONSTIPATION





Treat risk factors where possible





 Assessment





See impaction decision-making process





No





Yes





CONSTIPATION





MONITOR





Regular soft formed BM





Treat constipation as per guidelines for laxative therapy





CONSTIPATION





At risk for constipation 





Treat constipation





Treat risk factors where possible





Preventive approach:


Treat risk factors 


when possible





Yes





MONITOR





Regular soft formed BM





No





NO CONSTIPATION





CONSTIPATION





See impaction decision-making process





Bowel Movement





Monitor





Yes





No





Bowel Movement





Bulk forming laxative


Bulk producing laxative





No stool in rectum





Hard stool in rectum





Soft Putty like Stool





Disimpaction Routine





No stool noted on abdominal exam





Stool palpated on abdominal exam





Once disimpaction resolved, discuss changes to bowel care with physician.





Stimulant laxative


Enema





Enema





Monitor
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