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Constipation 

Constipation is characterised by infrequent bowel evacuations, hard, small faeces or difficult or painful 
defaecation. Stool frequency varies considerably in the normal population; 45% of hospice patients are 
constipated on admission. Complications of constipation include pain, bowel obstruction, overflow 
diarrhoea and urinary retention which cause great distress and every effort must therefore be made to 
avoid them. 

Causes 

• Disease related  

◦ Immobility 

◦ Poor nutrition 

◦ Decreased food intake 

◦ Low residue diet 

•Fluid depletion  

◦Poor fluid intake 

◦Increased fluid loss i.e. vomiting, polyuria, fever 

•Weakness  

◦Inability to raise intra-abdominal pressure e.g. general debility 

◦ Paraplegia 

◦ Inability to reach toilet when urge to defecate occurs 

◦ Immobility reduces peristalsis 

•Intestinal obstruction 

•Medication  

◦ Opioids (90% need laxatives) 

◦ Diuretics 

◦ Antimuscarinics e.g. phenothiazines, tricyclic antidepressants, hyoscine derivatives,  

◦ Ondansetron/granisetron/tropisetron 
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◦ Octreotide 

◦ Ferrous sulphate 

•Biochemical  

◦ Hypercalcaemia 

◦ Hypokalaemia 

•Other  

◦ Embarrassment in public setting 

◦ Pain on defaecation e.g. fissure in ano 

Assessment 

An understanding of the patient’s normal and acceptable bowel habit and an accurate history are 
essential for effective management of constipation. Obtaining a thorough history of the patient’s bowel 
pattern, diet changes and medications, along with a physical examination can identify possible causes of 
constipation. This evaluation should also include assessment of associated symptoms. 

The following questions may provide a useful constipation assessment guide. 

•What is normal for the patient? e.g. frequency, amount, and timing 

•When was the last bowel movement? 

•What was the amount, consistency and colour of the last bowel movement and was blood passed with 
it? 

•Has the patient been experiencing any abdominal discomfort, cramping, nausea or vomiting, excessive 
gas or rectal fullness? 

•Does the patient regularly use laxatives - if so which one? 

•What does the patient normally do to relieve constipation? 

•What medication is the patient taking? 

•Is this symptom a recent change? 

•What type of diet does the patient take? 

Physical examination should include general observation, abdominal palpation and rectal examination. 
Routine bloods would also be useful e.g. U&E, calcium, thyroid function tests. 
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Management 

Whilst these guidelines are predominantly focused on the use of laxative therapy, it must be remembered 
that the management of constipation extends beyond the use of laxatives. Attention must be paid to other 
problems such as pain, diet, fluid intake, immobility and toileting. 

•The aim of laxative therapy is to promote comfortable defaecation not any particular frequency of 
bowel action. 

•The dose should be titrated against the response. 

•In opioid induced constipation, laxative therapy should be regular not intermittent. 

•A combination of stimulant and softener is usually required.  

Classification of Commonly Used Laxatives 
Category Examples Description Comments 
Osmotic Laxatives Lactulose 

 
Magnesium sulphate 

Osmotic laxatives are 
not absorbed from the 
gut and so retain water 
in the lumen by osmotic 
action (this action may 
be partial). This increase 
in volume will 
encourage peristalsis 
and consequent 
expulsion of faeces. 

Can cause abdominal 
distension and 
abdominal cramps. 
 
Patients need to drink 
over a litre a day which 
may not be practical. 

Macrogols Polyethlene glycol Provide a source of non-
absorbable water. 
 
Usually formulated to be 
iso-osmotic. 

Can be effective even 
for faecal impaction, but 
the volume needing to 
be swallowed (up to 
1.5L a day) may not be 
tolerated. 

Surfactant Laxatives Docusate 
 
Poloxamer 

Act to reduce surface 
tension and improve 
water penetration of the 
stools. 

 

Stimulant Laxatives Senna 
 
Bisacodyl 
 
 
 
 
 
Dantron 

Senna and bisacodyl 
both rely on bacterial 
transformation in the 
large bowel to produce 
active derivatives and 
so have little small 
intestinal effect. 
 
Absorbed from the small 

Can cause abdominal 
cramps. Should be 
avoided in patients with 
intestinal obstruction 
 
 
 
Dantron is available 
only combined with a 
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bowel and undergoes 
first pass hepatic 
metabolism to 
glucuronide forms. 
These may be secreted 
in the bile and 
converted to the active 
drug prolonging its 
action 

surfactant  softener e.g. 
Co-danthramer (with 
poloxamer), or Co-
danthrusate (with 
docusate). 
 
Dantron-containing 
preps are subject to 
licence limitations 
following evidence from 
animal   studies that in 
high doses it can cause 
tumours. 
 
It is licensed for use in 
analgesic induced 
constipation in 
terminally ill patients. 
Dantron may colour 
urine red. It should be 
avoided in patients who 
may be incontinent of 
urine or faeces, as it can 
cause severe rashes if it 
comes in contact with 
the skin. 

Peripheral Opioid 
Antagonists 

Methylnaltrexone 
 
 
 
 
 
 
 
 
 
Naloxegol 

Displaces opioid from 
the GI tract. Does not 
cross blood-brain 
barrier. Indicated for 
refractory opioid 
induced constipation 
 
 
 
 
Same action 

Given by SC injection 8-
12mg depending on 
weight. Average time to 
response 30-60 minutes. 
Avoid in mechanical 
obstruction 
 
 
 
12.5 – 25 mg OD 
Tablets 

 

Rectal measures 

Rectal laxatives are sometimes necessary but should never take the place of an appropriate prescription 
of an oral laxative. If the constipation is thought to be due to opioids, an alternative to rectal laxative is 
methylnaltrexone. This is a peripherally-acting opioid antagonist and has to be administered as a SC 
injection (Evidence level I)[2] . Although relatively expensive it is rapidly effective in about 50% of cases 
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and may be more acceptable to the patient than undignified rectal interventions. The use of 
methylnaltrexone or rectal laxatives should trigger reassessment of the patient’s oral laxative regime. 

 

Questions to guide the choice of rectal laxative include the following: 

1. Is the rectum full? 

2. Is the stool soft or hard? 

3. Does the patient have normal anal tone? 

Management 

•Soft stools in a lax rectum can be evacuated by a stimulant such as bisacodyl suppositories, which must 
come into direct contact with the mucous membrane of the rectum if they are to be effective. 

•Hard stools can be softened with glycerin suppositories, which must be inserted directly into the faeces 
and allowed to dissolve, thereby softening the faecal mass. 

•Lubricant enemas such as arachis oil can be given overnight as retention enemas to soften very hard 
stools high in the rectum or higher up, before administration of a stimulant phosphate enema the next 
morning. 

Onset of action 

• Bisacodyl tab - 10-12 hours 

• Bisacodyl supps - 20-60 minutes 

• Dantron - 6-12 hours 

• Docusate - 12-72 hours 

• Glycerin supps - 1-6 hours 

• Lactulose - 48 hours 

• Macrogols - 24-72 hours 

• Microlax enema - 20 minutes 

• Methylnaltrexone - 30-60 min 

• Phosphate enema - 20 minutes 

• Senna - 8-12 hours 

• Sodium picosulphate - 6-24 hours 

 

Do NOT attempt MANUAL EVACUATION of impacted stool without some form of sedation or analgesia. 
 
In circumstances of intractable constipation, close consultation with nursing colleagues is vital if a clear 
strategy for managing the problem is to be achieved. 
 
Consent is an important and necessary part of this procedure. 
 


