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[bookmark: _Toc158188522]INTRODUCTION
[bookmark: _Toc158188523]Rationale
“Bowel care is a fundamental area of patient care that is frequently overlooked, yet it is of paramount importance for the quality of life of our patients and residents, many of whom are hesitant to admit to bowel problems or to discuss such issues” (RCN 2023).  Bowel care may include rectal interventions, this should only be carried out when there is a specific and adequate clinical indication. 
The aim of bowel care interventions is to achieve a regular and predictable emptying pattern of the bowel at a socially acceptable time and place, avoiding incontinence, constipation and associated complications, while aiming to improve quality of life. (Spinal Cord injury Association (SIA) 2022).
[bookmark: _Toc158188524]Scope
The policy applies to all clinical staff involved in adult bowel care. Bowel care covered by this policy includes rectal interventions such as:
· digital rectal examinations (DRE)
· digital rectal stimulation (DRS) 
· digital removal of faeces (DRF) 
· management of constipation
· faecal incontinence
· promotion of normal bowel habit 
This policy does not cover rectal examination for the purpose of prostate assessment nor assessment of anorectal abnormalities.
This policy does not apply to stoma care.
[bookmark: _Toc158188525]Role and Responsibilities
The Chief Executive Officer (CEO)
The CEO has overall responsibility for effective management of risk within the organisation. As accountable officer, the CEO is responsible for the effectiveness of the organisation’s systems of internal controls.  
Operational Leads 
Operational leads have responsibility for ensuring that the required structures and resources are in place to enable effective care for patients requiring DRE/DRS/DRF.  

Team leaders
Team leaders have responsibility to ensure their staff are aware when it is appropriate to carry out these procedures and how to seek advice/guidance from clinicians competent to carry out the interventions. 
They are also responsible for:
· enabling staff to attend training
· monitoring ongoing competence of staff
· overall care of the patient ensuring appropriate delegation of care where relevant
Clinical Staff
Clinical staff caring for patients who require DRE/DRS/DRF are responsible for:
· ensuring that this essential care is undertaken in compliance with this policy 
· identifying learning needs
· maintaining competence

[bookmark: _Toc158188526]POLICY
Bowel care should be carried out in a safe and consistent manner according to Family Nursing & Home Care’s (FNHC) Community Bowel Care Pathway (Appendix 1)
All care should be delivered with adherence to other relevant FNHC policies and procedures such as:
· Consent Policy
· Hand Hygiene and the use of Personal Protective Equipment Policy and Procedures
Staff will also act in accordance with relevant legislation and professional codes, including, amongst others, The Mental Capacity Act (MCA) 2005 and Nursing and Midwifery Council (NMC) Code (2015)
A high standard of bowel care, including assessment, treatment and management as well as rectal interventions should be carried out in accordance with this policy and its accompanying procedures.  All clinicians undertaking bowel care should be competent in this area of practice.
The risk of complications associated with bowel management should be identified and managed appropriately
Practice should be standardised by clinical staff adhering to the requirements of this policy and accompanying procedures. All practice should be evidence-based, relevant and appropriate.

[bookmark: _Toc158188527]PROCEDURE
The requirements of this policy will be achieved through the monitoring and maintaining of competence and compliance.
[bookmark: _Toc158188528]Knowledge, Skills and Understanding
Bowel care is a fundamental area of patient care. Healthcare professionals should acquire knowledge, understanding and skills relating to the delivery of lower bowel care, as recommended in Bowel Care Management of Lower Bowel Dysfunction, including Digital Rectal Examination and Digital Removal of Faeces (RCN. 2023).  This should include:
· Anatomy and physiology
· Definitions and causes of bowel dysfunction 
· Assessment, investigations (including DRE), diagnosis and prognosis
· End of life: Guidance for bowel care 
· Conservative management and interventions to improve and maintain bowel function  (including DRF and rectal irrigation)
· Pelvic floor muscle training, sphincter exercises, biofeedback, electrical stimulation and percutaneous tibial nerve stimulation
· Pharmacology and prescribing 
· Surgical interventions 
· Risk assessment
Healthcare professionals can acquire knowledge, understanding and skills in bowel care through training delivered by the FNHC Education Department and through independent study. Updates should be attended every 3 years.

[bookmark: _Toc158188529]Assessment of Competence in Bowel Care
All practitioners undertaking bowel care must be able to demonstrate competence in bowel care assessment and interventions by being assessed as competent. In order to carry out invasive bowel care all staff should attend relevant training, achieve competency, and be working within their job description.
All community staff should have completed the following Adult Community Nurse Competencies: 
· Competency Document for Digital Rectal Examination and administration of suppositories/ enema (Appendix 2)
· Competency Document for Digital Removal of Faeces/ Digital Rectal Stimulation (Appendix 3). 
Acceptable performance criteria for clinical practice will be met through observation and supervision, which should include being supervised by competent qualified staff as per the FNHC Monitoring Clinical Practice Procedure policy.  The NMC (2019) Standards and Proficiency for Registered Nurses declares “manual evacuation” as an essential skill for all nurses.
Bowel care, including digital rectal interventions, can be given by a personal assistant (PA), carer, nurse or another person chosen by or acceptable to the individual. A caregiver provided by a statutory agency or care agency should have received appropriate training, provided by a qualified healthcare practitioner competent in this area of care, and be deemed capable to meet the individual’s bowel care needs and promote their autonomy” (NMC 2019)
[bookmark: _Toc158188530]Bowel Assessment and Management
“Use evidence-based, best practice approaches for meeting needs for care and support with bladder and bowel health, accurately assessing the person’s capacity for independence and self-care and initiating appropriate interventions” (NMC 2018). Digital Rectal Examination (DRE) should be performed as part of the assessment of bowel dysfunction, and in conjunction with the assessment process (RCN 2023).
The first assessment includes a history of bowel continence and function and relevant clinical examinations. This requires a knowledge and understanding of the causes of poor bowel emptying, including types of constipation and faecal incontinence. 
The use of rectal insertion of water or enemas using irrigation syringes, nasogastric (NG) tubes, red rubber catheters or urinary catheters are not recommended due to existing safety issues with these current practices: including the risk of injury to the rectal mucosa (Macygin 2018). Nurses must be aware of any potential harm associated with enema administration, such as trauma to the anal mucosa, and must be accountable for their actions (NMC 2018). 
If the initial holistic Health & Social Care assessment identifies bowel dysfunction, healthcare staff will complete: The Community Bowel Care Pathway (Appendix 1) which includes:
· Bowel Assessment (Appendix 4)
· Signs and Symptoms Questionnaire (Appendix 5)
· Symptom Profile/ management Checklist (Appendix 6)
· 14 day bowel diary (Appendix 7 )
· Initiating a care plan for the:
· management of Neurogenic Bowel (Appendix 8)
· management of constipation (Appendix 9)
· management of bowel incontinence (Appendix 10)
· management of opioid induced constipation in palliative care (Appendix 11)
[bookmark: _Toc158188531]Bowel Care in Neurogenic Conditions (including spinal cord injury)
Damage to the central nervous system (brain and spinal cord) has a profound impact on the function of the large bowel and on the maintenance of faecal continence.
“Neurogenic bowel dysfunction” is the term used for the combination of impaired continence (caused by impairment of the sensory and motor control of the ano-rectum) and risk of severe constipation (caused by slowing of stool transit through the bowel). Without intervention, faecal incontinence and chronic constipation may occur, with reduced life quality and secondary complications. Neurogenic bowel management aims to deliver planned interventions to achieve effective bowel evacuation at specific frequency to avoid faecal incontinence and constipation, (Spinal Injury Association 2022) (Appendix 12)
Central neurological conditions include:
· Multiple sclerosis
· Parkinson’s disease
· Stroke
· Cerebral palsy
· Cauda equina syndrome
· Spina bifida
· Spinal cord injury (SCI) (traumatic or infection, inflammation, vascular events or malignancy (MASCIP 2022)
Failure to provide digital rectal procedures for SCI patients who require them may lead to: 
· Reduced quality of life
· Faecal Incontinence
· Constipation/ Faecal Impaction
· Megacolon/megarectum
· Haemorrhoids
· Rectal Prolapse
· Anal Fissures/ tears
· Perforation of the bowel
· Autonomic Dysreflexia
· Medical emergencies leading to potential damaging outcomes such as haemorhage, seizures and cardiac arrest (Spinal Injury Association 2021, MASCIP 2022) (Autonomic Dysreflexia Alert Card. Appendix 13)
Not meeting this care need could be a breach of the Nursing and Midwifery Council Code of Conduct (The Code 2018). Moreover, failure to meet the needs of individuals for effective bowel management may be neglect, under the definition of abuse in the NMC statement on ‘Practitioner-Client Relationships and the Prevention of Abuse’ (MASCIP 2021)


[bookmark: _Toc158188532]Trans-Anal Irrigation
The terms Trans- anal Irrigation and Rectal Irrigation are used interchangeably in current literature. This is a specialist procedure and should only be commenced following consultation with the Hospital Consultant and Colorectal Clinical Nurse Specialist at HCS.
Trans-anal irrigation with warm water is used to facilitate evacuation of stool in a number of scenarios including chronic constipation, faecal incontinence, obstructive defaecation, or neurogenic bowel dysfunction. It is usually initiated once other less invasive methods of bowel management have been tried and deemed unsuccessful. 
It is important that a full individualised assessment is undertaken by a specialist nurse prior to commencement this should include checks for any contraindications. 
Trans Anal Irrigation should be performed using specialised equipment designed for the procedure. 
Patients are encouraged to be self-caring if able, following a period of assessment, training and competence by colorectal Clinical Nurse Specialist at HCS. If the patient is unable to perform irrigation independently then they will remain under the care of the District Nursing team, following a period of training and achievement of competence.
[bookmark: _Toc158188533]End of Life Bowel Care
Nursing practice in palliative and end of life care, may differ across various care settings, it is important that nurses adopt a preventive approach through effective monitoring so that when bowel symptoms present, prompt treatment and management is initiated to ensure effective and appropriate interventions.
Constipation is most frequent among patients treated with opioids with 40 to 50% affected. It can significantly impact the patient’s quality of life and may be a cause of restlessness in 80% of end of life patients. Constipation is more common in women and the elderly. Diarrhoea is less common, occurring in less than 10% of palliative patients, (Palliative Care Clinical Practice Council 2018) (Appendix 16)
[bookmark: _Toc158188534]MONITORING COMPLIANCE
Attendance at relevant training will be monitored by Line Managers.  Effectiveness of practice will be assessed through the use of the FNHC staff competency assessment framework and through discussion of cases with the Team Leader where this is indicated.  Compliance with this policy may also be included in the organisational audit programme where a need is identified.
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[bookmark: _Toc158188535]CONSULTATION PROCESS
	Name
	Title
	Date

	Elspeth Snowie
	Head of Quality and Safety
	August 2023

	Tia Hall
	Operational lead Adult Services
	September 2023

	Katie Ferguson
	Colorectal CNS HCS
	August 2023

	Karkala Pai
	Associate Specialist HCS
	August 2023

	Rachel Foster
	Quality & Performance Development Nurse
	September 2023


[bookmark: _Toc158188536]EQUALITY IMPACT STATEMENT
Family Nursing & Home Care is committed to ensuring that, as far as is reasonably practicable, the way services are provided to the public and the way staff are treated reflects their individual needs and does not discriminate against individuals or groups on any grounds.
This policy document forms part of a commitment to create a positive culture of respect for all individuals including staff, patients, their families and carers as well as community partners. The intention is to identify, remove or minimise discriminatory practice in the areas of race, disability, gender, sexual orientation, age and ‘religion, belief, faith and spirituality’ as well as to promote positive practice and value the diversity of all individuals and communities. 
The Family Nursing & Home Care values underpin everything done in the name of the organisation. They are manifest in the behaviours employees display.  The organisation is committed to promoting a culture founded on these values.
Always:
· Putting patients first
· Keeping people safe
· Have courage and commitment to do the right thing
· Be accountable, take responsibility and own your actions
· Listen actively
· Check for understanding when you communicate
· Be respectful and treat people with dignity
· Work as a team
This policy should be read and implemented with the Organisational Values in mind at all times.  See overleaf for the Equality Impact Assessment for this policy.


[bookmark: _Toc158188537]EQUALITY IMPACT SCREENING TOOL
	Stage 1 -  Screening 

	[bookmark: _Toc20232270]Title of Procedural Document: Bowel Care Policy for Adults

	[bookmark: _Toc20232271]Date of Assessment
	January 2024
	Responsible Department
	Adult Nursing Service

	Completed by
	Fiona Le Ber
	Job Title
	Education and Development Co-ordinator

	Does the policy/function affect one group less or more favourably than another on the basis of:

	
	Yes/No
	Comments

	Age
	No
	

	Disability
(Learning disability; physical disability; sensory impairment and/or mental health problems e.g. dementia)
	No
	

	Ethnic Origin (including hard to reach groups)
	No
	

	Gender reassignment
	No
	

	Pregnancy or Maternity
	No
	

	Race
	No
	

	Sex
	No
	

	Religion and Belief
	No
	

	Sexual Orientation
	No
	

	If the answer to all of the above questions is NO, the Equality Impact Assessment is complete.  If YES, a full impact assessment is required: go on to stage 2.

	Stage 2 – Full Impact Assessment

	What is the impact
	Level of Impact
	Mitigating Actions
(what needs to be done to minimise / remove the impact)
	Responsible Officer

	
	
	
	

	Monitoring of Actions

	The monitoring of actions to mitigate any impact will be undertaken at the appropriate level




[bookmark: _Toc158188538]IMPLEMENTATION PLAN 

	Action
	Responsible Person
	Planned timeline

	Policy to be uploaded to the Procedural Document Library
	Education and Development Administrator
	Within 2 weeks following ratification

	New / updated  documents to be uploaded onto EMIS
	Head of Information Governance and Systems
	Within 2 weeks following ratification

	Email to all staff 
	Education and Development Administrator
	Within 2 weeks following ratification

	Upload policy (+/- assessment tool) to Virtual College and allocate to relevant staff
	Education and Development Department
	Within 2 weeks following ratification

	Relevant staff to sign (via Virtual College) that they have read and understood policy.
	All staff notified via Virtual College.
	Within 2 months of notification

	
	
	

	
	
	


[bookmark: _Toc158188539]GLOSSARY OF TERMS
Abdominal massage: ‘Pressure is applied intermittently to the abdomen following the usual lie of the colon in a clockwise direction; using the back or heel of the hand or a tennis ball or similar, pressure is applied and released firmly but gently in a continuous progression around the abdomen’ ‘Abdominal massage significantly shortens total colonic transit times, reduces abdominal distension and increases frequency of bowel movement. 15 mins a day for SCI individuals can reduce transit times’ 
Anal abscess: an acute painful swelling, containing pus, next to the anus. It is caused by an infection in a gland close to the anus. The usual treatment is drainage to let out the pus. To find out more about this condition click here.
Anal cancer: a cancer that develops in the lining or skin of the anus itself. It is a different type of cancer from bowel cancer. The commonest treatment is a combination of chemotherapy and radiotherapy. Some people may require surgery. To find out more about anal cancer click here.
Anal fissure: a split in anal lining which usually causes pain on passing stools and sometimes bleeding. Most are treated with simple creams a few require surgery. To find out more about this condition click here.
Anal fistula: an abnormal connection between the lining on the anal canal (back passage) and the skin near the anus. Most will require surgery. To find out more about this condition click here.
Anal incontinence: an inability to control the passage of gas, liquid or solid stools from the back passage. The definition should also include the need to rush to a toilet to prevent having an accident (urgency). 
Anal sphincter: the ring of muscle surrounding the anus which controls opening and closing of the anus
Anismus: also known as pelvic floor hypertonicity, pelvic floor dyssynergia, dyssynergic defaecation, or paradoxical puborectalis contraction, is a condition in which the external anal sphincter and the puborectalis muscle, one of the core pelvic floor muscles, contract rather than relax during an attempted bowel movement
Anastomosis: the joining together of two ends of healthy bowel after the section of diseased bowel has been resected by the surgeon.
Anterior resection surgical removal of all or part of the rectum, with a join made between the two ends of the bowel. This is most usually carried out for cancers in the rectum
Areflexic bowel: is also known as a flaccid bowel. This refers to injury or damage to the conus medullaris or cauda equina at or below the first lumbar vertebrae. 
Autonomic Dysreflexia: ‘This is a potentially life-threatening hypertensive medical emergency that occurs most often in spinal cord injured individuals with spinal lesions at or above the 6th thoracic vertebrae’ 
Borborygmi: audible rumbling abdominal sounds due to gas gurgling with liquid as it passes through the intestines.
Bowel care: Activity undertaken to regularly evacuate stool from the rectum and sigmoid colon.
Bowel Management: Regular, pre-emptive individually developed and prescribed series of interventions carried out by the patient/nurse/attendant/carer to prevent faecal incontinence and constipation, usually in individuals with neurogenic bowel dysfunction. 
Bowel programme: A combination of interventions in a given order conducted to achieve the predictable evacuation of stool from the bowel.
Cauda Equina Syndrome: ‘(CES) is caused by compression of the nerves of the cauda equina, causing one or more of the following: bladder and/or bowel dysfunction, reduced sensation in the saddle (perineal) area, and sexual dysfunction, with possible neurological deficits in the lower limbs (motor/sensory loss, reflex change).’ 
Conus Medullaris Injuries: This occurs at the conical end of the spinal cord around the level of the lower end of the first lumbar vertebrae
Celiac disease: is an autoimmune disorder in which gluten triggers a negative reaction. Gluten is a type of protein found in certain grains, including wheat, rye, and barley. Eating gluten when you have celiac disease, causes the immune system to respond by attacking the inner lining of your small intestine.
Colitis: Inflammation of the colon which may have several different causes.
Colonic volvulus: twisting of the colon.
Crohn’s disease: a type of inflammatory bowel disease which can affect both the small and large intestine.
Diverticular Disease: a common condition where pouches develop in the lining of the colon. 
Gastrocolic Reflex: A reflex response to the introduction of food or drink into the stomach, resulting in an increase in muscular activity throughout the gut, which can result in movement of stool into the rectum ready for evacuation. It can be utilised by planning bowel evacuation 15-30 minutes after a meal – it is thought to be strongest in response to breakfast. Patients are advised to make use of the gastrocolic reflex by eating or drinking 15-30 minutes before attempting to empty their bowels. 
Gastroparesis: Nerve or muscle damage in the stomach leading to delayed gastric emptying.
Haemorrhoids: Swellings of the blood vessels within the anus. The common symptoms are bright red bleeding, pain, itching, swelling and prolapse whilst passing a stool or at other times.
Helicobacter pylori (H. pylori): a bacterium that can damage stomach and duodenal tissue, causing ulcers and stomach cancer.
Hemicolectomy: removal of part of the colon either the right or the left side.
Hirschsprung disease: a rare condition where abnormalities in the bowel muscles prevent it from contracting normally and pushing the faecal matter through which results in obstruction and dilation of the bowel.
Intestinal pseudo-obstruction: a digestive disorder where the intestines are unable to contract normally and push food through the digestive system. This results in symptoms similar to an obstruction and hence the name pseudo-obstruction. The walls of the affected gastrointestinal tract becomes thin and the muscles that control its motion start to degenerate.
IBD or Inflammatory Bowel Disease: a general name for conditions like ulcerative colitis and Crohn’s disease that cause inflammation in the gut. Common symptoms include diarrhoea, weight loss, fatigue and cramping. May be related to problems with the immune system attacking healthy tissue.
IBS or Irritable Bowel Syndrome: a long term condition symptoms include constipation, diarrhoea, and abdominal cramps.
Imperforate anus: a birth defect in which the anal canal fails to develop, treated surgically.
Megacolon: extreme bowel distention.
Melaena: abnormal black tarry stool that has a distinctive odour and contains digested blood.  
Mucus: a natural lubricant produced by the bowel. It can be produced in excess in some conditions such as colitis.
Neurogenic bowel: is the term used to describe dysfunction of the colon (constipation, faecal incontinence and disordered defecation) due to loss of sensory and motor control or both as a result of central neurological disease or damage. Neurogenic bowel dysfunction may be reflex, areflexic or mixed.
Pruritus ani: a condition that causes intense itchiness around the anus.
Proctocolectomy: the surgical removal of the colon and rectum.
Prolapse: the protrusion of the rectum (or intestine) through the anus (or abdominal wall). Usually caused by relaxation of normal supporting structures.
Pinworm small, threadlike parasitic worms mainly in colon and rectum.
Radiation proctitis: bleeding, mucous and bloody discharge, spasm of the rectal wall, urgency, and incontinence due radiation-induced damage to the rectum. Late symptoms result from scarring of the rectal and anal muscles with loss of some of the small blood vessels. The rectum becomes stiff and noncompliant and abnormal blood vessels may develop.
Reflexic bowel: A reflexic bowel is also known as a spastic bowel. This refers to injury or damage to the spinal cord or the brain at or above the twelfth thoracic vertebrae
Rectal stimulant: These are pharmacology agents used, such as a suppository or enemas, which is inserted into the rectum to stimulate reflex evacuation of stool. Not usually used in individuals with areflexic bowel function.
Shigellosis: an infectious disease which affects the intestinal tract and is caused by the Shigella bacteria. The condition may be severe, especially in children, but may be asymptomatic in some cases. The disease can be transmitted through faecal-oral contact. 
Short Bowel Syndrome: disorder of shortened bowel usually from bowel surgery.
Stimulant laxative: Directly stimulates peristalsis which pushes the stool along in the bowel / large intestine. This medication is taken 8-12 hours prior to a planned bowel evacuation.
Tenesmus: a persistent (abnormal) urge to empty the bowel.
Valsalva manoeuvre: voluntary increasing pressure in the abdominal cavity with the diaphragm and abdominal muscles to bear down on the rectum to facilitate defecation.
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Appendix 1 Community Bowel Care Pathway
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e Patient to complete Bowel signs & symptoms
Questionnaire and Patient Stool Record
Chart for at least 4 days

e Gain consent for bowel care before
treatment

e Perform DRE before administering PR
medication

v

J Vv

Red Flags

Altered
bowel habit

Abdominal
pain
PR Bleeding

Refer for
Consultant
Review

> Paliative Care

U

Follow End Of
Life Guidance
for Bowel Care

Neurogenic
Bowel Constipation Faecal
OWE requiring incontinence
Ll e e intervention
Spinal Injury -
Review effectiveness of treatment.
Foll Advise on diet, exercise and
ollow” medication that can effect bowel
Neurogenic e
Bowel Care . L
pathway Refer to physiotherapy if signs of

pelvic floor dysfunction
Provide Voucher for subsidised
products if appropriate

Inadequate
response
to
treatment

Consider referral to HCS
Colo-rectal CNS for
Trans-Anal Irrigation
(TAI)
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13. Digital Rectal Examination and Administration of Suppositories

/ Enema
lAssessment Criteria Stage Self-Assessment |Formative Final
|Assessment IAssessment
Date Date Date
Signature Signature Signature

1. Pre-Procedure

Explain and discuss procedure with the patient.

Ensure privacy.

Ensure that a bedpan, commode or toilet is readily
favailable.

2. Practical

|Assist the patient to lie in the left lateral position
with knees flexed, the upper knee higher than the
lower knee, with the buttocks towards the edge of
the bed.

Place a disposable incontinence pad beneath the
patient's hips and buttocks.

Wash hands with soap and water or alcohol hand
rub and put on disposable gloves and apron.

(Observe anal area prior to the insertion of the
finger into the anus for evidence of skin soreness,
lexcoriation, swelling, haemorrhoids, rectal
prolapse and infestation.

Place some lubricating gel on a gauze square and
igloved index finger. Inform the patient you are
labout to proceed.

Prior to insertion, encourage the patient to breathe
jout or talk and/or place gloved index finger on the
fanus for a few seconds prior to insertion. On
insertion of finger, assess anal sphincter control;
resistance should be felt.

|With finger inserted in the anus, sweep clockwise
then anticlockwise, noting any irregularities.

Digital examination may feel faecal matter within
the rectum; note consistency of any faecal matter.

Insertion of Suppository

Place some lubricating jelly on a gauze square
land lubricate the shaped end of the suppository

Separate the patient's buttocks and insert the
lsuppository shaped end first, (as per
manufacturer’s directions) advancing it for about
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[2—4 cm, leaving the suppository to dissolve
lagainst the mucosa.

Repeat this procedure if a second suppository is
to be inserted

Clean anal area after the procedure.

|Ask the patient to retain the suppository (ies) for
[20 minutes, or until they are no longer able to do
so. If a medicated suppository is given, remind the
patient that its aim is not to stimulate evacuation
fand to retain the suppository for at least 20
minutes or as long as possible.

[Administration of Enema

Warm the enema to room temperature by
immersing in a jug of hot water.

Place some lubricating gel on a gauze square and
lubricate the nozzle of the enema

Expel excessive air from the enema and introduce
the nozzle or tube slowly into the anal canal while
iseparating the buttocks.

Slowly introduce the tube or nozzle to a depth of
10.0-12.5 cm.

If a retention enema is used, introduce the fluid
slowly and leave the patient in bed with the foot of
the bed elevated by 45° for as long as prescribed

If an evacuant enema is used, introduce the fluid
slowly by rolling the pack from the bottom to the
top to prevent backflow, until the pack is empty or
the solution is completely finished

Slowly withdraw the tube or nozzle.

|Ask the patient to retain the enema for 10-15
minutes before evacuating the bowel.

3. Post Procedure

Remove gloves and apron and dispose of
lequipment in appropriate clinical waste bin. Wash
hands with soap and water.

|Assist patient into a comfortable position and offer
bedpan, commode or toilet facilities as
lappropriate.

Document findings and report to appropriate
members of the multidisciplinary team.

Record that the suppository(ies) have been given,
the effect on the patient and the result (amount,
lcolour, consistency and content, using the Bristol
Stool Chart), in the relevant documents
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Competency Achieved

Following the summative assessment, the Registered Nurse can be deemed competent if all
icriteria are achieved.

|Assessor’s Signature: Date:
Nurse Signature: __~~~~~ Date:
Resources

Digital rectal examination | Clinical Skills

Inserting a rectal suppository | Clinical Skills

Administration of an enema | Clinical Skills
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Competency Document for 

Digital Removal of Faeces (DRF)/ Digital Rectal Stimulation (DRS)



		Assessment Criteria Stage

		Self-Assessment

		Formative Assessment

		Final Assessment



		

		Date



Signature

		Date



Signature

		Date



Signature



		Pre-Procedure



		Prior to the procedure (30 minutes) If required administer suppository/ies as prescribed  and encourage patient to have something to eat and a hot drink 

		

		

		



		Explain and discuss risks, benefits and potential complications of procedure with patient  

		

		

		



		Obtain informed consent and discuss if patient would like a chaperone present

		

		

		



		Draw curtain and close the door to ensure privacy.

		

		

		



		In spinal cord injury patients who are at risk of Autonomic Dysreflexia (AD), a blood pressure reading should be taken prior to the procedure. A baseline blood pressure reading should be available for comparison. For such patients where this procedure is routine and tolerance is well established, this is not required.

		

		

		



		DRF Procedure



		Wash hands with soap and water or alcohol handrub and put on disposable apron and non- latex gloves, it is acceptable practice to apply 2 pairs of gloves to the right hand.

		

		

		



		Place a disposable incontinence pad beneath the patient's hips and buttocks.

		

		

		



		Perform abdominal massage while patient is lying prone. 

 -Then assist the patient to lie in the left lateral position with knees flexed, the upper knee higher than the lower knee, with the buttocks near the edge of the bed.

		

		

		



		Place some lubricating gel on a gauze square and gloved index finger.

		

		

		



		Inform the patient you are about to proceed.

		

		

		



		In spinal cord injury patients, observe for signs of AD throughout the procedure 

		

		

		



		Observe anal area prior to the insertion of the finger into the anus for evidence of skin soreness, excoriation, swelling, haemorrhoids or rectal prolapse.

		

		

		



		Proceed to insert finger into the anus/rectum. Proceed with caution in those patients with spinal cord injury.

		

		

		



		If the stool is type 1 remove one lump at a time until no more faecal matter is felt

		

		

		



		If a solid faecal mass is felt, split it and remove small pieces until no more faecal matter is felt. Avoid using a hooked finger to remove faeces.

		

		

		



		Where stool is hard, impacted and difficult to remove other approaches should be employed in combination with digital removal of faeces. If the rectum is full of soft stool continuous gentle circling of the finger may be used to remove stool. This is still digital removal of faeces.

		

		

		



		If faecal mass is too hard to break up, or more than 4 cm across, stop the procedure and discuss with the multidisciplinary team

		

		

		



		As faeces is removed, it should be placed in an appropriate receiver (Unless performed over the toilet for patients with Spinal Injuries).

		

		

		



		Once the rectum is empty on examination, conduct a final digital check of the rectum after five minutes to ensure that evacuation is complete.

		

		

		



		Wash and dry the patient's anal area and buttocks.

		

		

		



		[bookmark: _GoBack]DRS Procedure 



		Only patients with a Spinal injury   may be hoisted over the toilet or commode, if tolerated- 

1. Generously lubricate index finger with a water bases lubricant (KY Jelly).

2. Gently insert index finger 2-4cm into the rectum, point finger to belly button

3. Gently rotate finger in a clockwise motion against the anal sphincter wall for approximately 20-30 seconds.

4. Remove finger.

5. Repeat steps 3-6 as needed no more than 5 times. Until mucous is visible.

6. Don clean gloves as required

Wash and dry the patient's anal area and buttocks.

		

		

		



		Post procedure DRF & DRS

		

		

		



		Remove gloves and apron and dispose of equipment in appropriate clinical waste bin. Wash hands.

		

		

		



		Assist patient into a comfortable position.

		

		

		



		In spinal cord injury patients, take a blood pressure reading.

		

		

		



		Document findings and report to appropriate members of the multidisciplinary team.

		

		

		



		

Competency Achieved





Date: ___________________





Assessor’s Signature: ___________________





Nurse Signature: __________________
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Bowel Assessment

0006

Family Nursing
& Home Care

Name: GP:

Date of Birth: Address

URN.:

Address: Assessing Nurse:

Team

Presenting Problems:

1. Recent Change in Bowel Habit (seek advice from GP) Red Flag = weight loss or bleeding from

rectum. Give Details:

2. If Patient in obvious distress due to gaping anus with loaded rectum. Consider immediate intervention

3. If acute diarrhoea? Sample to GP (if suspect) infective diarrhoea

Patient’s and/or Carers’ Aims and Goals

How does the patient feel about their bowel problem?

How does this affect them?

End of treatment/ Treatment Outcome

Scale 0- Not bothersome Scale 5- Extremely bothersome: o Same o Better o Worse

How long ago did problems start?

Was onset related to anything?

Does problem affect: Social Life O Sexual Relationships o  Work o

Previous investigations and results relating to bowel problems:

Relevant Health History: (please state or tick)

Back Problems/ Spinal Injury m Parkinson’s m End of Life m

Constipation m MS m Psychiatric History m

Abdo/ Pelvic Surgery m Dementia m IBS m

Diabetes m Depression m Pelvic Radiotherapy m

Prostatectomy m Learning Disability © Thyroid Problems m

Inflammatory Bowel Conditions m m Weight: ........cooiiiiiis

Obstetric History: Forceps o  Episiotomy/ Tear o Number of vaginal deliveries m
Breach o Over 8lb o






0006

Family Nursing
& Home Care
Medication list:
Are urinary symptoms present | Yes o | No O

If Yes Assess using Urinary assessment

Bowel Action

Complete a 14-day Food, Stool Diary include fluids and bowel medication and attach to form

Types of food avoided (which affect bowels/ Intolerances):

Change in appetite: Yes O No O
Ability to chew: Yes m No O 1 No, WhY?. ..o
Does patient have to strain to open bowels? Yes o No m
Is patient aware of faecal leakage? Yes o No m
DRE/ Digital Stim Yes o No m
Stool Frequency: 4+ times daily 2-4 times Daily Alternate Days  Other (how often)
(refer to 14 day food m daily m m m
& stool diary) i
Does patient get sensation of: Hard stool  Soft Stool Wind No sensation
O ] O O
Usual Consistency: Bristol Stool Type:
See Bristol Stool Chart
How often does Any time Before  Aftermeals  Day and night Night only
leakage occur? O meals m m O
O
Is defaecation associated with: Pain Bloating Bleeding- Mucus
Fresh/altered
O O O O
Contributory Factors -
Mobility: Fully mobile o Walks with aid Needs help Chair bound Bed bound
O O O O
Personal hygiene: Including after toileting Independent Needs help Dependent
O O O
Toilet Facilities: Upstairs Downstairs Commode Special Equipment
O O O O

Address reversible difficulties and seek advice from OT / Physio if appropriate?

Document outcome if unable to implement changes document why.

Mental and Cognitive ability Memory unimpaired O Impaired O
Consent Gained for Rectal/ Yes O No O
Anal Observation/ Examination

Result of rectal observation Outcome:

and examination including skin
integrity:

Date of Assessment ..................... Time ..o Nurses Signature ............ccccoceeieieinnnns






000
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& Home Care
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BOWEL 

SIGNS AND SYMPTOMS QUESTIONAIRE



Name: ………………………………………. DOB: …………………. URN No: …………………………….











Urgency



I know when I need to have my bowels open I am unable to hold on until I get to the toilet I pass small amounts of stool

I don’t always feel I have emptied completely



I have my bowels open more than 3 times a day



Passive Soiling



I have no sensation of the need to have my bowels open







Constipation



I have my bowels open less than 3 times a week I have difficulty passing stools

My stools are mostly hard Type 1- 2 Bristol Stool Chart
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I don’t always feel I have emptied completely	









		Symptom  Management Checklist



		IMPAIRMENT

		POSSIBLE CAUSES

		USUAL SYMPTOMS

		TREATMENT



		Anal Sphincter weakness or damage

		· Childbirth

· Anal surgery

· Direct trauma

· Rectal prolapse

		Urgency/ urge incontinence

(indicates external anal sphincter problem)

		· Sphincter exercises if weak

· ?Physiotherapy

· Surgical repair if disrupted



		

		

		Passive soiling (indicates internal sphincter problem)

		· Check skin integrity

· Induce firm stool with diet and / or medication

· Toilet after meals

· ? Pads

· ? Anal Plug

· ? Peristeen Anal Irrigation System



		Intestinal hurry

		· Infection

· Inflammatory bowel disease and IBS

· Drug induced

		Frequency Urgency

Urge Incontinence Loose stools

		· Treat underlying cause

· If due to infection - refer to infection control manual

· ?Diet intolerances (coeliac)

· Consider IBS

· Constipation agents Imodium liquid / Fybogel



		Impaction with overflow

		· Immobility

· Physical or mental frailty

· Dementia

· Medication

		Passive loss of ‘Spurious diarrhoea’ or of solid stool

		· Dis-impact - consider Movicol / Suppositories / Microlax Enema / Digital Rectal Stimulation / Evacuation of faeces

· Keep rectum empty by re- assessing & preventing further impaction

· Review lifestyles/ diet/ fluids

· Medication

· Abdominal massage



		Neurological disease or damage

		· Spinal Injury

· MS

		· Reflex incontinence - usually injury/ damage at or above T12 (reflex Paralysis)

· Impaction with overflow

· Injury/ damage usually L1 & below (areflexic

paralysis- flaccid)

		· Regulate bowel habit

· Control evacuation with laxatives or evacuants

· Consult with Continence Service for consideration of Peristeen Anal Irrigation System





SEE FLOW CHARTS
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14 day bowel diary.docx
		Name: ………………………………………………

D.O.B.: ………………………………………………

URN:….. ..……………………………………………





		DATE

		TIME

		CONSISTENCY/DESCRIPTION

		Did you have Y/N



		

		

		Bristol stool type

		Mucus

Y/N

		Blood

Y/N

		Colour

		 A full accident

		A little leak/

smear

		 To Strain

		A feeling of incomplete emptying

		Wind/ pain
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		Date / Time

		Food and drink taken

 



		Medication 

Oral / PR



		

		Breakfast

		Lunch

		Dinner

		Drinks
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Bristol Stool Chart

Since it can be hard to state what is normal and what is abnormal, some health professionals use
a scale to classify the type of stool passed. This helps assess how long the stool has spent in the

bowel.

Type 1 has spent the longest time in the bowel and type 7 the least time. A normal stool should be

atype 3 or 4, and depending on the normal bowel habits of the individual, should be passed once
every one to three days.

Type 1 . [ . 0
. . Separate hard lumps, like nuts
(hard to pass)
- | .
usage shaped but lumpy
Type3
Like a sausage but with cracks on
the surface
Typed
Like a sausage or snake, smooth
and soft
Type5 L 1
™ Soft blobs with clear cut edges
(passed easily)
Type6
Fluffy pieces with ragged edges, a
mushy stool
Type7
b Watery, no solid pieces, entirely liquid

Image reproduced by kind permission of O K Heaton, Reader in Mediine, Universiy of Bristol

wwwi.bladderandbowelfoundation.org
Email: help@bladderandbowelfoundation.org | Telephone: 01926 357220
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		Digital Removal of Faeces/ Digital Rectal Stimulation Care plan 

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		Intended outcome/aim:





		1.Prior to the procedure

a) Prior to the procedure (30 minutes) administer suppository/ies as prescribed  and encourage patient to have something to eat and a hot drink 

b) Explain and discuss procedure with the patient, gain consent and discuss if patient would like a chaperone- document response.

c) Draw curtains and close the door to ensure privacy.

d) In spinal cord injury patients who are at risk of Autonomic Dysreflexia (AD) , a blood pressure reading should be taken prior to the procedure. A baseline blood pressure reading should be available for comparison. For such patients where this procedure is routine and tolerance is well established, this is not required.

2.Practical / procedure

a) Wash hands with soap and water or alcohol handrub and put on disposable apron and 2 pairs of gloves.

b) Place a disposable incontinence pad beneath the patient's hips and buttocks.

c) Perform abdominal massage while patient is lying prone. 

Then assist the patient to lie in the left lateral position with knees bent up to as close to the chest as possible, with the buttocks towards the edge of the bed.

d) Place some lubricating gel on a gauze square and gloved index finger.

e) Inform the patient you are about to proceed.

f) In spinal cord injury patients, observe for signs of AD throughout the procedure 

g) Observe anal area prior to the insertion of the finger into the anus for evidence of skin soreness, excoriation, swelling, haemorrhoids or rectal prolapse.

h) Proceed to insert finger into the anus/rectum. Proceed with caution in those patients with spinal cord injury.

i) If the stool is type 1 remove one lump at a time until no more faecal matter is felt

j) If a solid faecal mass is felt, split it and remove small pieces until no more faecal matter is felt. Avoid using a hooked finger to remove faeces.

k) Where stool is hard, impacted and difficult to remove other approaches should be employed in combination with digital removal of faeces. If the rectum is full of soft stool continuous gentle circling of the finger may be used to remove stool. This is still digital removal of faeces.

l)If faecal mass is too hard to break up, or more than 4 cm across, stop the procedure and discuss with the multidisciplinary team

m) As faeces is removed, it should be placed in an appropriate receiver (Unless performed over the toilet for patients with Spinal Injuries).

n) Once the rectum is empty on examination, conduct a final digital check of the rectum after five minutes to ensure that evacuation is complete.

o)Wash and dry the patient's anal area and buttocks.



Only patients with a Spinal injury   may be hoisted over the toilet or commode, if tolerated- 

1. Generously lubricate index finger with a water bases lubricant (KY Jelly).

2. Gently insert index finger 2-4cm into the rectum, point finger to belly button

3. Gently rotate finger in a clockwise motion against the anal sphincter wall for approximately 20-30 seconds.

4. Remove finger.

5. Repeat steps 3-6 as needed no more than 5 times. Until mucous is visible.

6. Don clean gloves as required

7) Wash and dry the patient's anal area and buttocks.









3.Post procedure

a) Remove gloves and apron and dispose of equipment in appropriate clinical waste bin. Wash hands.

b) Assist patient into a comfortable position.

c) In spinal cord injury patients, take a blood pressure reading.

d) Document findings and report to appropriate members of the multidisciplinary team.



		Frequency of review  of Care  plan :





		GENERAL ADVICE FOR PATIENT, CARER, CARE PROVIDER etc. 



		What to do if…(Agree what to observe for , when and how to request help /support/advice)  











		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW
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		Care Plan Neurogenic Bowel Dysfunction 

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		Intended outcome/aim: To promote complete bowel emptying at a convenient time and place





		 Reflexic Bowel management: (DRS)

1. Daily – 3 x week Bowel care

2. Aim for Bristol Scale 4 stool)

3. Patient to take stimulant laxative 8-12 hours before planned care if necessary

4. Offer warm drink or food to stimulate gastro-colic reflex.

5. Explain the procedure to the individual and obtain consent. Even if the individual consents to the procedure, if they request you to stop at any time, you must do so.

6. Ensure a private environment.

7. Administer rectal stimulant suppository/microenema

8. Perform abdominal massage to aide movement of stool and wind

9. Perform digital rectal stimulation (DRS):

a. Rotate the finger in a clockwise direction for at least 10 seconds, maintaining contact with the rectal wall throughout.

b. Withdraw the finger and await reflex evacuation.

c. Repeat every 5-10 minutes until rectum is empty or reflex activity ceases.

d. Remove soiled glove and replace, re-lubricating as necessary between insertions.

e. If no reflex activity occurs during the procedure, do not repeat it more than 3 times. Use digital removal of faeces (DRF) if stool is present in the rectum.

f. Once the rectum is empty on examination, conduct a final digital examination of the rectum after 5 minutes to ensure that evacuation is complete









		Areflexic bowel management (DRF)

1. Explain the procedure to the individual and obtain consent. Even if the individual consents to the procedure, if they request you to stop at any time, you must do so. The individual should be invited to have an escort present if they wish.

2. Ensure a private environment.

3. Position the individual in a left lateral position with knees flexed

4. Place protective pad under the individual.

5. Performe Digital Removal of Feaces (DRF)

a. Lubricate gloved finger with water soluble gel.

b. Inform individual you are about to begin.

c. Perform DRE to establish safe to proceed.

d. Insert lubricated, gloved, single finger slowly and gently into rectum. With pad of finger against stool slowly rotate and remove finger, expelling stool from the rectum at the same time.  Avoid a hooked finger.

e. During the procedure the person assisting may carry out abdominal massage.

f. Once the rectum is empty on examination, conduct a final digital check of the rectum after 5 minutes to ensure that evacuation is complete

g. Place faecal matter in an appropriate receptacle as it is removed, and dispose of it in a suitable clinical waste bag.





		Post Procedure 





		

1. When the procedure is completed wash and dry the individual’s buttocks and anal area and position comfortably before leaving.

2. Remove gloves and apron and wash hands.

3. Record outcome using the Bristol Scale 

4. Record and report abnormalities.



		(Spinal Injuries Association 2018)







		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW
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		Care Plan Constipation 

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		Intended outcome/aim: 

To promote regular bowel motions and relieve constipation



		1. Discuss  Patient’s goal  

2. Review 14 day food, stool and medication diary    

3. Give appropriate advice regarding diet and fluids, correct sitting position and abdominal massage. 

4. Review medication – consult with GP if taking medication with side effects of constipation for consideration of alternative if appropriate.  

5. Consider short-term laxatives     

6. Suggest planned defaecation after meals    

7. Address any mobility/ toilet access problems.  

8. Consider referral to OT/ Physio    

9. Gain consent for rectal examination – assess if rectum is full or empty, type of stool and any abnormalities present and check skin integrity  

10. If note dilated anus and full rectum, relieve any immediate discomfort.  

11. Consider rectal intervention, administer suppositories/ emnema as prescribed

12. Discuss with patient/ carer and follow RCN guidelines for DRE and DRF    

13. Review in 4 weeks. 

  

Follow up

14. Bothersome rating at this visit 0 - 5    

15. If resolved discharge   

16.  If little or no change review symptoms and stool type- aim for Type 3 - 4 (Bristol Stool Chart)    

17. Revisit previous advice.  

18. Discuss and advise re any problems/ difficulties patient may have
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		Care Plan Bowel Incontinence

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		To prevent complication and maintain bowel movement at a convienient time and place



		1. Discuss patient’s goal    

2. Bothersome scale 0 - 5    

3. Review 14 day food, stool and medication diary    

4. If stools Type 5 -7 review diet, fluids, medication and check skin integrity 

5. Suggest patient use toilet after meals (gastro colic reflex) 

6. Perform Digital Rectal Examination (DRE)- assess anal sphincter strength and check skin integrity. 

7. If unable to contract sphincter consider referral to Physio (visually check for anal sphincter contraction (anal wink) 

8. Consider anal plug, incontinence pads and discuss anal irrigation with Colorectal Clinical Nurse Specialist  if appropriate 



Follow up   (3 - 4 weeks)    

· Bothersome rating at this visit 0 - 5 

· If resolved discharge 

· If stool firmer (Bristol Stool Chart Type 3-4) and still passive leakage discuss with GP for Consultant referral 
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		 Care Plan for Opioid Induced Constipation / Palliative Care

This document is designed to promote person centred care by detailing what the patient wants, what they can do, how others can help (where agreed) and what the District Nurse service will do based upon the patient’s choices and preferences to help achieve their goals and desired outcomes.





		PATIENT NAME: 





		DOB:



		EMIS:





		WHO HAS BEEN INVOLVED IN DEVELOPING THIS CARE PLAN?



		(Include names of patient/ Care manager /family carer/Relevant others)  









		WHAT ARE THE PATIENTS  NURSING CARE NEEDS?



		(Include reason for referral and relevant information  about current nursing needs)





		WHAT ARE THE PATIENTS OWN GOALS?



		(Use the person’s own words) 







		WHAT HAS BEEN AGREED THAT THE PATIENT OR OTHERS CAN DO TO HELP?



		(Use the person’s own words )







		AGREED NURSING CARE PLAN 



		To prevent and manage opiod constipation in adult paliative care clients 

Maintain BM at least every 3 days or as per client’s normal bowel pattern



		1. Discuss care with patient and gain informed consent. 

2. Determine normal bowel habit

General measures • 

1. Encourage fluid intake

3. Increase fibre in diet. 

4. Encourage exercise/ ambulation where possible

5. Abdominal massage

6. Assess and manage any pain appropriately

Level 1 Prevention when commenced on opioid analgesia

1. Patient to take Senna 12-36mg at bedtime or

2. Bisacodyl 5-15mg at bedtime (start with 5mg nocte and titrate up)

Level 2 prevention if no Bowel movement for 2 days

3. Senna 24-36mg breakfast and Bedtime AND 

4. Lactulose 15ml at breakfast and tea time



If no bowel Movement after 3 days perform abdominal and DRE and implement level 3

Level 3 constipation management

5. If soft stool in rectum:

· Administer PR Glycerine suppository + Bisacodyl suppository 

· If not effective after 1 hour  give Microlax 5ml enema 

6. If hard stool in rectum 

Give Microlax 5ml enema  and perform DRF







		CARE PLAN DEVELOPED BY: 

Name and designation



		DATE:











		CARE PLAN REVIEWS



		DATE

		NAME/DESIGNATION

		OTHERS INVOLVED IN REVIEW



		

		

		



		

		

		



		

		

		







Version 3 June 2022 

image1.png

000

FamilyNursing
& Home Care







image13.emf
Reflex Bowel  Management


Reflex Bowel Management
Flow Chart for Reflex Bowel Management

Reflex bowel function

Injury/damage to spinal cord/brain at or above the twelfth thoracic vertebra,
reflex or spastic paralysis

Positive anal reflex (anal wink) — visible contraction of anus in response to
pinprick of surrounding skin

Positive bulbo-anal reflex — contraction of anus in response to pressure on glans
penis/clitoris

Have something to eat 20-30
minutes before beginning

Perform abdominal massage
while waiting

o)
Perform Digital Rectal
Stimulation for approximately 30
seconds up to 3-4 times, 5-10
minutes between each DRS.
This can be performed over the
toilet if stable

Start with stimulant laxative if
needed 8-12 hours before bowel
management

Insert suppository/ies or micro
enema - then wait until wind is
passed or up to 45 minutes
depending on type of stimulant

When bowel is empty, check
again after approcimately 5
minutes and repeat previous 2
stages if stool is present, until
mucous is seen

Manual evacuation if stool
remains in rectum after
stimulation until mucous is seen
- if assistance is required this will
be conducted on the bed






Flow Chart for Flaccid Bowel Management

Areflexic (flaccid bowel function)
Usually present in individuals with SCI in lumbar and sacral regions
injury/damage to conus or cauda equina, at or below first lumbar vertebra,
flaccid paralysis
No anal reflex (anal wink)
Absent bulbo-anal reflex

Start with stimulant laxative
if needed 8-12 hours before
bowel management

Have something to eat 20-30
minutes before beginning

Abdominal massage for 5-10
minutes

Manual evacuation

N

When bowel is empty, check
again after 5 minutes and
repeat previous stage if stool
present, continue with
mucous

(Spinal Injuries Association 2018)
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Alert Card


Autonomic Dysreflexia



Contact District Nurses between 8.30-16.30hrs on 443603, between 17.00-22.30 on 442000 or after 23.00 contact out of hours GP service, if you have the following: 
       Common Symptoms

Severe bilateral or frontal pounding headache which increases in intensity as blood pressure rises

and one or more of the following most common presenting symptoms:

· blurred vision


· flushing or blotching of skin above the level of the spinal cord injury

· profuse sweating particularly above the level of the spinal cord injury

· raised blood pressure = greater than 20mmHg above baseline for both systolic and diastolic and fast or slow pulse


· nasal congestion / chest tightness/ difficulty breathing


· pallor or gooseflesh below the level of the spinal cord lesion


· anxiety


· metallic taste in mouth

Possible Causes

· Inadequate bladder drainage e.g. blocked catheter, urinary tract infection


· Severe constipation


· Painful stimuli e.g. pressure trauma, ingrown toe nail, tight clothing

Treatment overleaf 

Treatment


· Always sit person upright and drop feet


· Loosen any clothing and check nothing putting pressure on the skin

· Administer Nifedipine capsules (5mgs – 10mgs) - bite + swallow


· Refer to patient’s autonomic dysreflexia care plan and risk assessment


· Perform a quick assessment to identify the cause so that the stimulus may be removed.

Actions should be prioritised as follows:


Bladder The most common cause of autonomic dysreflexia is non-drainage of urine. This can be due to a blocked catheter, urinary tract infection or overfilled collection bag.

Action If catheter is blocked change the catheter ASAP

Do NOT attempt a catheter washout as this could increase
the patients’ blood pressure


Bowel This can be due to constipation, anal fissures / haemorrhoids or an infection

Action: Insert a gloved finger lubricated with an anaesthetic lubricant such as 2% lignocaine gel, into the rectum.  If the rectum is full, insert some lubricant and wait for a minimum of 3 minutes, to reduce the sensation in the rectum as performing digital stimulation and manual evacuation may worsen the autonomic dysreflexia then gently perform manual evacuation.

If symptoms persist or worsen despite intervention call an ambulance


References:

 http://www.spinalinjurycentre.org.uk/information/images/Dysreflexia_Alert_Card.pdf 


https://www.spinal.co.uk/wp-content/uploads/2017/05/Autonomic-Dysreflexia.pdf

(JR 2011 updated 2018 FLB/ ES)
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End of life Guidance for Constipation

Exclude Bowel Obstruction

Signs of obstruction include: < no
passing of flatus or stool {

» abdominal distention

* no bowel sounds present.

Opioid Induced Constipation

Laxatives should be started
on day one of starting opioids

Consider methyl naltrexone
OR
Oxycodone/naloxone
combination AND/OR

Consider switching to a less
constipating opioid e.g.
fentanyl or methadone

N

Oral laxative therapy
Stimulant
Senna
Bisacodyl
Sodium Picosulphate
AND/OR
Softener
Macrogol
Lactulose
Magnesium Hydroxide

Docusate

Assessment
* Previous bowel habit
* Current bowel habit
+ Stool frequency and ease of passage
+ Stool consistency

* Functional  capabilities: Check
suitability of toilet / commode/
bedpan

» Perform DRE as indicated: to check
for: presence of stool in the rectum,
sensation & tone,

* Observe abdomen for distention &
bowel sounds

Non-Pharmacological
therapy

« Increase fluids, fibre, exercise,
« Tolileting privacy and comfort

« Abdominal massage

The last days of life, regardless of the use
of laxatives, bowel movements become
less frequent as a consequence of
proximity to death

During this phase, numerous factors lead
to reduced bowel transit time. These
include deteriorating performance status,
impaired oral intake and the use of
medications including opioid analgesia and
anticholinergic agents

It is important to regularly assess the aims
of management at this stage. With
deteriorating functional status patients may
become less aware of the symptoms of
constipation and its management becomes
a lower priority in their overall care. As a
patient’s level of consciousness
deteriorates, oral laxatives should be
discontinued. Rectal intervention is
rarely required at this stage

If no bowel movement by 48
hours, add one of

» Milk of Magnesia 30 to 60 ml OD to
BD (avoid in renal failure)

sLactulose 15 to 45 ml OD to
BD(preferential use in liver failure)

N

Management of Constipation in Adult

Patients Receiving Palliative Care (2015)

Rectal medication

* DRE is required to assess the
type of stool in the rectum

» Bisacodyl is the only suppository
that works by stimulating
peristalsis and therefore needs to
be in direct contact with the rectal
wall to have effect

* Micro enemas should be
considered in preference to
phosphate enemas as have
almost equal efficacy and is
better tolerated by the patient
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Medicines Associated with Constipation 2023.pdf
Medicines Associated with Constipation

Aluminum Antacids

Aluminum hydroxide

Aluminium-containing
antacids

Anticholinergic

Atropine Hyoscine
Oxybutynin
Tolterodine
Propiverine

Ipratropium bromide
Oxitropium bromide

Antiepileptics

Carbamazepine

Antidepressants

Amitriptyline
Clomipramine
Dothiepin
Imipramine
Lofepramine
Venlafaxine
Nortriptyline
Trimipramine
Tranylcypromine
Moclobemide
Phenelzine

Antimuscarinics
procyclidine
oxybutynin
Antihistamines,
hydroxyzine

Antispasmodics,

dicycloverine
hyoscine

Antiparkinson

Orphenadrine*
Benzhexol*
Benztropine
Procyclidine

Antipsychotics

Chlorpromazine
Flupenthixol
Haloperidol
Perphenazine
Prochlorperzine

Promazine
Thioridazine
Trifluoperazine
Risperidone
Sulpiride
Clozapine

Calcium supplements

Calcium gluconate
Calcium lactate
Calcium carbonate

Calcium-channel blockers,

verapamil

Diuretics

Bendrofluazide
Chlorothiazide
Indapamide
Frusemide
Bumetanide
Amiloride
Spironolactone
Co-amilozide

Gastrointestinal to
protectant

Sucralfate

Iron tablets

Ferrous Ferrous
fumarate

Ferrous gluconate

sulphate

Opiates

Morphine

Buprenorphine Codeine

Dextropropoxyphene

Dihydrocodeine

Fentanyl Methadone
Pentazocine Pethidine

Tramadol

https://northeast.devonformularyguidance.nhs.uk/formulary/chap ters/favicon.ico
https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/




https://northeast.devonformularyguidance.nhs.uk/formulary/chap%20ters/favicon.ico

https://northeast.devonformularyguidance.nhs.uk/formulary/chap%20ters/favicon.ico

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/

https://cks.nice.org.uk/topics/constipation/background-information/secondary-causes/
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Laxatives for the Treatment of Constipation

Oral laxatives

Category | Examples Formulation Starting Mechanism ofl Onset of| Common Contraindications Volume of
dose action action side effects liquid
required
Bulking Ispaghula Powder for oral | Variable Increase in stool | Initially Distension | May be poorly tolerated | 150 mL
solution 12 bulk and water 24-72h, bloating, in patients unable to | daily
sachets content later 8- abdominal | tolerate adequate fluid
daily increasing 24h pain volume,_ Intestinal
colonic transit obstruction
time
Predominantly Softening Laxatives
Non- Lactulose Syrup 10-15 mL | Increases faecal 1-2 days | Flatulence, | Galactosaemia, 15-30 mL
digestible | (10g/15mL) BD weight cramps, Intestinal obstruction daily
sugars abdominal
discomfort
Saline Syrup 15-30 mL | Increases 12h Electrolyte Risk of 30-60 mL
laxatives [Magnesium BD intestinal wall and fluid _ daily
hydroxide BP secretion and imbalance hypermagnesaemia
stimulates : : :
in patients with renal
(415mg/ peristalsis . i ,
5mL) impairment,
Intestinal obstruction
Macrogol Powder for oral | 1-3 Increases  stool | 1-3 days | Abdominal | Intestinal perforation or | 125 mL per
Plolyelthylene solution sachets water content and distension | intestinal ~ obstruction, | sachet
glyco | daily stool volume and pain, severe gastrointestinal
(Movicol) stimulating nausea inflammatory
peristalsis conditions

pg. 1






Laxatives for the Treatment of Constipation

Surfactants | Docusate | Liquid (50mg/ | 10mL mg | Increases water | 1-3 Diarrhoea, | Abdominal pain, | 20 mL daily
sodium 5mL) BD penetration and | days nausea, nausea, vomiting,
Capsule 100 softens stools abdominal intestinal obstruction
cramps, or
m
g skin rash _
Hereditary problems Water
with fructose required for
intolerance ingestion of
capsules
Lubricants/ | Liquid Oral 5-15 mL | Lubricates and | 1-3 Anal Abdominal pain, | 10-30 mL
Emollients | paraffin Emulsion, BP BD softens stools days seepage, Inause_'a Iorbvomltl_ng, daily
perianal ntestinal obstruction
irritation,
risk of
lipoid
pneumonia
Sennosides | Senna Syrup: 15 mL 8-12h Watery Intestinal obstruction | 15-30mL
: nocte : daily
Sennosides Alters intestinal diarrhoea,
7.5mg/5 mL mucosal may cause
(240 mL) permeability abdom_lnal
and reduces cramping,
absorption of electrolyte
water from the imbalance,
gut, increases dermatitis

pg. 2






Laxatives for the Treatment of Constipation

Tablet: 1-2 tablets| intestinal motility
Sennosides hocte through direct .
: . Volume required
stimulation of the . .
(7.5 mg) : . for ingestion of
nerve endings in
: tablets
the colonic
mucosa
Sodium Dulcolax | Syrup 5-10mg Increases 6-12h Abdominal | Avoid in active
Picosulfate | Pico Liquid| (5mg/5mL) hocte intestinal - motility cramps, inflammatory | 5-10mL
through direct diarrhoea, | bowel disease,
stimulation of the electrolyte | severe Vol red
Dulcolax Capsules nerve endings in disturbance | dehydration, fOOI’ u?:];esrﬁgrl:”eof
2 capsules | the  colonic Intestinal
Perles (2.5mg) obstruction tablets
BD mucosa
Bisacodyl Tablet (enteric| 10-20 mg | Increases 6-12h Abdominal | Intestinal Volume required
coated): 5 mg BD intestinal motility cramps, obstruction for ingestion of
through diarrhoea, tablets
direct electrolyte

stimulation of the
nerve endings in
the colonic

mucosa

disturbance

pg. 3






Laxatives for the Treatment of Constipation

Peripheral opioid antagonists

Methylnaltr 8mg for a|12mg/0.6 30 to 60 For S/C
ex-one bodwaightof mi minutes administration Methylnaltre
injection 38- 61 ]9 and Initial dose unde_r i xone is
tl)2:jng _OL af weight Spﬁ?'a'St contraindicated in
gyV\i/(elg Lol related pa_éatlve c?re patients with
62114 % guidance only. | | o or
Once a day suspected
intestinal
obstruction
or acute
abdominal
distress
Naloxegol 12.5mg, 25mg| 25mg 6 hours | Can cause
tablets daily

average

cramps

For administration

under speci
palliative
guidance only.

alist
care

Reduce to 12.5mg in
moderate to severe
renal impairment.

Do not take tablet at a
time when
defaecation would be
inconvenient.

pg. 4






Laxatives for the Treatment of Constipation

Contra-indicated if
obstruction suspected
or risk of bowel

perforation
Rectal preparations
Stimulant | Bisacodyl |1to?2 10mg Increases 15 to 60 Must be in contact
- suppositor intestinal minutes with bowel wall to be
I(|rr|ta_nt) PP y motility, directly Abdominal ot
axative . ! i effective
stimulates the cra:jmplng.
nerve endings in an pain,
the colonic diarrhoea,
mucosa local irritation
Sodium Microlax 1lto2 Increases 30 to 60| Local Can cause local
citrate mtestlnal water| minutes Irritation irritation.
_ secretion and _
microenem stimulates Excessive
a peristalsis use may
cause
diarrhoea

pg. 5






Laxatives for the Treatment of Constipation

and fluid
loss
1 Local
Irritation
Excessive
use may
: Increases
Eig?:/e z:grip;hate intestinal water 1m5intjc;e20 cause Can cause local
secretion and diarrhoea gn:jatl?n. Warrtn to
stimulates and fluid ody temperature.
peristalsis loss
Osmotic Glycerol Increases water| 15 to 30 Combined irritant and
laxative suppository in intestinal| minutes softener. Need to
lumen and place adjacent to

4g

faecal weight

bowel wall.

pg. 6






Laxatives for the Treatment of Constipation

2019 NHS Scotland

Management of Constipation in Adult Patients Receiving Palliative Care (2015)

pg. 7
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Rome IV Criteria for Constipation

According to the Rome IV criteria for constipation, a patient must have experienced at least

two of the following symptoms over the preceding 3 months:

Fewer than three spontaneous bowel movements per week
Straining for more than 25% of defecation attempts
Lumpy or hard stools for at least 25% of defecation attempts

Sensation of anorectal obstruction or blockage for at least 25% of defecation
attempts

Sensation of incomplete defecation for at least 25% of defecation attempts

Manual manoeuvring required to defecate for at least 25% of defecation attempts

Chronic constipation is diagnosed when symptoms persist for at least 12 weeks in the past 6
months (NICE, 2017).

RCN Definition of Diarrhoea (2020)

* Acute diarrhoea is a common problem that presents as a sudden onset, lasts less than
two weeks and usually resolves on its own, without special treatment.

* Diarrhoea can be caused by: a bowel infection, a food allergy, alcohol  consumption,
inflammation, Coeliac disease or appendicitis.

* Symptoms include: ® watery or loose stool ® stomach cramps e feeling sick and vomiting e
headache ¢ no appetite. Also, check all medication for

possible side effects as some drugs can cause diarrhoea.

* Always advise patients to drink plenty of fluids to avoid dehydration

(RCN 2020)



https://www-magonlinelibrary-com.rcn.idm.oclc.org/doi/full/10.12968/bjon.2019.28.3.154#B3

https://www-magonlinelibrary-com.rcn.idm.oclc.org/doi/full/10.12968/bjon.2019.28.3.154#B3

https://www-magonlinelibrary-com.rcn.idm.oclc.org/doi/full/10.12968/bjon.2019.28.3.154#B3
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Bristol Stool Chart

Type 1 . ‘. : 0 f:opr:r;:otep::)d lumps, like nuts
Type 2 Sausage-shaped but lumpy
TS i
s it
Type 5 | (S::s:)elgbeso \:/';:; clearcut edges
T S et
Type 7 \E/‘:‘:;:;)",Yn:i ::.:I:l pieces.

Image reprodkced by kind parmission of De K W Heaton, Reoder in Medicins, Universéy of Brisiol
B&BF Helpline: 0845 345 0165 - medical advice

General enquiries: 01536 533255
‘ baby www.bladderandbowelfoundation.org

Regivtered chority, 0. 1085095 BBF/Stool Chart/March 2012
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correct position for opening bowels.pdf
Correct position for opening your bowels

Step one

P

Knees higher than hips

Lean forwards and put elbows on your knees

Step three

4
rest

Bulge out your abdomen
Straighten your spine

Correct position

Knees higher than hips
Lean forwards and put elbows on your knees
Bulge out your abdomen
Straighten your spine

Reproduced by the kind permission of Ray Addison, Nurse Consultant in Bladder and Bowel Dysfunction

Wendy Ness, Colorectal Nurse Specialist

Produced as a service to the medical profession by Norgine Ltd

MO/03/11 (6809792) November 2003
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Drug Induced Diarrhoea.pdf
Drug Induced Diarrhoea

Listed below are some drugs that may cause diarrhoea
Magnesium containing antacids
H2-receptor antagonists e.g. cimetidine, ranitidine
Proton pump inhibitors e.g. lansoprazole, omeprazole
Misoprostol
Aminosalicylates e.g. mesalazine, olsalazine, sulfasalazine,
Orlistat
Digoxin
Methlydopa
Angiotensin-converting enzyme inhibitors (ACE inhibitors) e.g. lisinopril, ramipril,
Selective serotonin re-uptake inhibitors (SSRIs) e.g. citalopram, fluoxetine
Antibiotics
Sulphonylureas e.g. gliclazide, glipizide
Metformin
Acarbose
Levothyroxine (usually at excessive dose)
Cytotoxic drugs e.g. methotrexate
Iron preparations

Non-steroidal anti-inflammatory drugs (NSAIDs) e.g. indometacin, mefenamic
acid, naproxen Colchicine

Leflunomide

http://www.resourcepharm.com/pre-reg-pharmacist/drug-induced-diarrhoea.html
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Abdominal Massage protocol 2023

Pressure

Vigorous grazing
performed with fingertips

Effleurage

Extensive skin grazing by
hand

Petrissage

Gently pinch the skin
between the thumb and
the other fingers

Vibration

Rapid shaking performed
with fingertips






Abdominal Massage protocol 2023

Artale S, et al (2023).
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Recommended Treatment of Constipation in Adults
(NICE 2023)

1% line: BULK FORMING LAXATIVES
»> lIspaghula husk, 1 sachet twice daily.

Not suitable for chronic constipation (> 6 months duration), intestinal obstruction, reduced motility or
where fluid intake is not adequate (e.g. debilitated or elderly patients)

2" line: OSMOTIC +/- STIMULANT LAXATIVE
» Macrogols (e.g. Laxido, Movicol) 1 = 3 sachets daily in divided doses
PLUS/MINUS
» Senna Tabs (=7.5mg sennosides / tablet) 2 - 4 tablets at night OR
Bisacodyl Tabs, 5-10mg at night (increased if necessary to 20mg at night)
Use where stools are soft but difficult to pass

Treatment of faecal impaction

1% line (Oral):
» Macrogols (e.g. Laxido, Movicol) 8 sachets daily in divided doses

PLUS/MINUS

» Senna Tabs (=7.5mg sennosides / tablet) 2 - 4 tablets at night
Bisacodyl Tabs, 5-10mg at night (increased if necessary to 20mg at night)
Use where stools are soft but difficult to pass

3" line: REFER

Where patient has failed to response to respond to the maximum tolerated dose of 1% and 2™ line
treatments.

Treatments suitable for prescribing by general practitioner, following initiation or recommendation
by specialist include:

» Prucalopride tabs 1 = 2mg daily

- as per NICE TA 211 (for women only — following 6 months treatment of at least 2 classes of
laxative at maximum tolerated doses, review after 4 weeks)

» Linaclotide tabs 290 micrograms daily
- for IBS-C (constipation with pain symptoms)

2" line (Suppositories)
» Bisacodyl suppositories 10mg daily
Use where stools are soft but difficult to pass

PLUS/MINUS

» Glycerol suppositories 4g daily

3 line (Micro-enemas):
Docusate sodium micro-enema, STAT
OR

Sodium citrate micro-enema, STAT

4" line
Retention enemas

Sodium phosphate retention enema, STAT
OR
Arachis oil retention enema, STAT

For hard stools use at Arachis oil night + sodium phosphate retention enema or sodium
citrate Micro-enema in morning
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