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PART A – Prevention of Constipation
Assessment
1. Last bowel movement?

2. Usual pattern of bowel movements (frequency, characteristics of stool, usual time for defecation)?

3. Laxatives used to promote bowel movements?

4. Does patient have the ability to sense the urge to defecate?

5. Daily fluid intake and fluid loss?  Amount of caffeine or alcohol consumed daily?

6. Daily nutrient and fiber intake?
7. Does the patient have any disease or medical condition that predisposes them to constipation: colon cancer, diabetes, Parkinson’s Disease, stroke, dehydration, low fiber and low carbohydrate diet, hypercalemia/hypokalemia, immobility?

8. Is the patient on any medications that might predispose them to constipation:

aluminum hydroxide antacids, anticholinergics, calcium channel blockers, diuretics, iron supplements, narcotics?
9. Auscultate the abdomen for bowel sounds in all four quadrants.
10. Palpate the abdomen for hard fecal masses in the colon, visually check for abdominal distention.
Interventions
Fluid Intake – should be between 1500-2000 ml per day.  Whenever possible, eliminate caffeinated and alcoholic beverages. NOTE: It takes 2 cups of fluid to replenish the fluid lost from 1 cup of a caffeinated beverage.

Dietary Fiber – should be between 25 to 30 grams per day.  Dietary fiber should be gradually increased, in consultation with the Dietitian, once a consistent fluid intake of >1500ml/day has been achieved. NOTE: A high fiber diet is contraindicated in immobile persons or persons who do not consume at least 1500 ml of fluid per day.

Regular Toileting – Suppressing the urge to defecate contributes to constipation and prolonged suppression can lead to impairment of the defecation reflex.  Consistent daily toileting for bowel evacuation should be based on the client’s triggering meal.  Breakfast is often the triggering meal for most persons, and therefore, patients should be toileted 5 to 40 minutes after their triggering meal. Consistent daily toileting has been proven effective for stroke patients and cognitively impaired patients.
Toileting Position – An upright sitting position facilitates bowel evacuation.  Placing the knees higher than the hips when seated and leaning slightly forward with feet supported on the floor or a stool is the proper position.  This position helps raises abdominal pressure, relax the pelvic floor and move fecal mass into the rectum.  It is for this reason that bedpans are largely ineffective for bowel evacuation and why commodes and toilets should be used.  NOTE: This position is contraindicated in patients that have had a Total Hip Replacement or Hemi Hip Replacement as hip flexion can not exceed 90 degrees. A raised toilet seat is therefore recommended for these individuals.
Physical Activity – Ambulation and physical activity are essential for the physiological response of the bowel, peristalsis and colonic transit, and hence, should be encouraged.
PART B – Management of Constipation
Pharmacological orders for the treatment of constipation should be short-term, time-limited and written as PRN. When the goal of regular, timely and complete evacuation of the bowel is achieved, pharmacological intervention should be discontinued.
Definition of Constipation – Difficulty or straining in defecation and infrequent bowel movements over a extended period of time.  Symptoms associated with constipation include hard/dry stool, bloating and abdominal pain.
Normal Bowel Movement Frequency – It is generally assumed normal for an adult to have a soft, formed stool a minimum of every 2-3 days.  NOTE: The need for daily bowel movements is generally considered a false belief.  However, it is important to note that individualized assessment is needed to determine the existence of constipation and that a patient’s definition of constipation may emphasize symptoms such as pain and straining rather than frequency.
Guidelines for Laxative Use
If a patient has gone 3 days without a bowel movement or is passing hard dry stool and any of the following symptoms are evident, laxatives can be considered:

· abdominal pain

· straining with attempts to defecate

· abdominal bloating

· hard fecal masses can be palpated over the colon
Guidelines for Suppository and Enema Use

If a patient has gone 5 days without a bowel movement, suppositories and enemas can be considered.

Acute Constipation – the initial management of moderate to severe constipation may include suppositories, enemas or osmotic laxatives to clear the rectum.  NOTE: once the rectum is clear, the protocol for Prevention of Constipation should be implemented including modifications in dietary fiber and fluid intake, patient education and effective bowel habits.

Chronic Constipation – Bulking agents should be trialed for people who have low dietary fiber intake and when no specific underlying cause for constipation is evident.

Low regular doses of osmotic agents can be trialed with the aim of promoting regular bowel habits as opposed to intermittent “clean-outs”.  If osmotic agents are not tolerated or are not effective, stimulant laxatives should be trialed.

Choice of Treatment – Bulking Agents are considered effective for the ambulatory elderly and osmotic and stimulant laxatives are considered more effective for the more immobile elderly.
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Appendix A

Classes of Laxatives
	Class
	Action
	Example
	Onset 

	Bulking Agent
	-increases frequency of bowel movements

-softens stool by  retaining water in the stool
	-Hemicellulose Compound (Fibrax)

-Methylcellulose (Prodiem Bulk Fiber Therapy)

-Psylium (Metamucil – automatic sub for Prodiem)


	48-72 hours

*to be taken with 

250ml of water*

	Saline or Osmotic Laxatives
	-osmotic effect that causes an increase in intraluminal volume and pressure and stimulates intestinal motility
	-Magnesium Hydroxide (Milk of Magnesia)

-Magnesium Hydroxide Compound (Magnolax)

-Magnesium Sulphate  (Epsom Salts)

Sodium Phosphate (Fleet Enema)


	30 min – 3 hours

*patient must consume 1-2 L of water/day 

to be effective*

5-15 minutes

	Hyperosmotic Laxatives
	-increases intraluminal volume and pressure and stimulates peristalsis
	-Lactulose (Cephulac, Acilac)

-Sorbitol 

-Glycerin Suppository 


	24-72 hours

30-60 minutes



	Stool Softeners
	-facilitates the mixture of water and fatty substances in stool resulting in more softened stool that is easier to pass
	-Docusate Sodium (Colace)

-Docusate Calcium

 (Surfak – automatic sub for Colace)


	24-72 hours

	Stimulant Laxatives
	-stimulates intestinal motor function by effecting fluid and electrolyte transport, acts directly on mucosa
	-Cascara Sagrada

-Sennosides A and B (Senokot)

-Senna Containing Compound (Senokot S)

-Bisacodyl  tablet  (Dulcolax)

-Bisacodyl Suppository

(Dulcolax)


	6-12 hours

15-60 minutes


Appendix B

Prevention and Management of Constipation Decision Tree










Step 1: Exercise, Fluid, Fiber, Toileting Routine





Step 2: Bulk-Forming Laxatives





Step 3: Stool Softeners





Step 4: Osmotic Laxatives





Step 5: Stimulant Laxatives








Step 6: Suppository or Enema





Day #3 with no bowel movement





Day #4 with no bowel movement – repeat steps #2 though #5.





Day #5 with no bowel movement





*Once bowel movement is achieved, maintain ongoing regular bowel movements with Step #1*














Adapted from Sanburg, Mcguire & Lee (1996) as found in the Rehabilitation Nursing Foundation Practice Guidelines for the Management of Constipation in Older Adults.
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