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Overview
On 12th February 2013 a multi-disciplinary, panEuropean group of representatives, identified by
the International Longevity Centre-UK (ILC-UK) and
Norgine, met in Brussels to discuss and consider
an evidence and policy review of the scale of the
problem of functional constipation (not associated
with irritable bowel syndrome) amongst older adults
living in care homes and the community. The group
also examined the impact of current policies and
management approaches on these individuals and
our healthcare systems and their work resulted in
the development of this report.
The report outlines and summarises the current
guidelines and guidance from across the world.
Treatment pathways (where available) and
existing policy on managing constipation in older
adults across Europe, with specific inclusion of
guidance and policy for care homes are also
included. The main focus is on care planning and
the management of constipation as opposed to
clinical guidance around use of different types of
medication.
The research included in this report clearly
highlights how the absence of preventative
strategies for constipation has a significant impact
on quality of life of older people. It also illustrates
the unnecessary ill-health caused through suboptimal management of this condition.
By sharing insights across countries and
generating awareness and evidence-based
discussion around the issue of chronic functional
constipation in older adults, we hope to provide a
powerful vehicle to improve the management of
this condition and help mobilise key stakeholders
into taking action and improving care. A number of
recommendations for change are included within

sections III and IV of the report, which we hope
will stimulate discussions for improvement.

Contributors to this
report included:
International Longevity Centre-UK (ILCUK): the leading independent, non-partisan thinktank dedicated to addressing issues of longevity,
ageing and population change. The ILC-UK
develops ideas, undertakes research and creates
a forum for debate, often working with key partner
organisations, to inform important decision-making
processes. This work is aided by Chief Executive,
Baroness Sally Greengross, former director-general
of Age Concern UK and now a cross-bench peer in
the House of Lords.
External European experts:

• Professor Philippe Chassagne, Professor of
Internal Medicine, Geriatric Hospital, CHU
Rouen, France

• Professor Enrico Corazziari, Professor of
Gastroenterology, University “La Sapienza”,
Rome, Italy

• Guilherme Ferreira, Representative,
Pharmaceutical Group of the European Union,
Belgium

• Gráinne Flanagan, Clinical Specialist Dietician,
Community Nutrition and Dietetic service, Health
Service Executive (HES), Dublin Mid-Leinster,
Primary Care Unit, St Lomans Health Care
Campus, Mullingar, Co Westmeath, Ireland

• Professor Martin Green, Chief Executive, English
Community Care Association (ECCA), UK

• Professor Robin Means, President, British
Society of Gerontology and Professor of Health
and Social Care, University of the West of
England, UK
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• Professor Enrique Rey, Consultant
Gastroenterologist, Head of the Division
of Digestive Diseases, Hospital Clinico San
Carlos, Madrid, Spain

• June Rogers, Specialist Continence Advisor and
Stoma Care Nurse, Team Director, PromoCon,
Disabled Living, Manchester, UK

• Professor Dr Wilfried Schlüter, EU Affairs,
European Association for Directors and
Providers of Long-Term Care Services for the
Elderly (EDE), Germany

• Hildrun Sundseth, Board Member,
European Institute of Women’s Health, Ireland

• Julie Vickerman, Clinical Specialist/Research
Occupational Therapist, PromoCon, Disabled
Living, Manchester, UK
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Norgine: Founded in 1906, Norgine is a specialty
pharmaceutical company with an extensive
pan-European presence. Throughout its long
history, the company has sought to develop
and market high quality, innovative products
for the benefit of both patients and physicians.
Norgine markets a number of medicines in the
area of gastroenterology and for the treatment
of constipation. This report was commissioned
and funded by the company, which also made
some editorial contribution and helped identify
potential members of the expert panel. Packer
Forbes Communications, Norgine’s appointed
communications agency for this project,
coordinated the development and authoring
of the report.
NORGINE and the sail logo are registered
trademarks of the Norgine group of companies.
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Definitions used
in this report
Constipation is difficult to define as there is a lack
of consensus between patients and doctors of what
constitutes abnormal bowel movements. Generally,
constipation is typified as a reduction in the number of
bowel movements to fewer than three per week. However,
the experience of constipation is extremely subjective.
Patients sometimes underestimate frequency and can
be more focused on difficulties with bowel movements
such as straining.1 The most widely used definition
(Rome III) suggests constipation can be described as a
combination of:2

• a reduction in the frequency of bowel movements
(two or fewer per week)

• two or more symptoms such as straining, hard stools
or feeling of incomplete evacuation in one out of four
occasions.
In this report we refer essentially to chronic constipation,
irrespective of whether it is secondary to identifiable
causes or functional in absence of any identifiable causes.
Faecal impaction is defined as the retention of solid
faeces that prevents spontaneous evacuation. Faecal
impaction is common in care homes and can lead to faecal
incontinence.3 This is a costly consequence of untreated
constipation. A related term is faecal loading, which
describes the retention of faeces of any consistency.
Older adults are defined by the World Health Organisation
(WHO) as those over the age of 65 years (in-line with
retirement age in most developed countries). However,
most geriatricians define older adults as those over the age
of 75 years.
Care homes are usually defined as either residential
homes where inhabitants require support with personal
care, meals and general housekeeping or nursing homes
where residents require a higher level of assistance and in
particular, specialist nursing and medical care.
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SECTION I:

Introduction: what is constipation,
how many people are affected
and who does it affect?
Constipation is common
amongst adults
Constipation is a common digestive complaint that
affects people of all ages.4,5 Approximately 16-17%
of the adult population in Europe and the US suffer
with constipation.6,7 The condition is more than two
times more common in women than men, which
may be due to hormonal factors or damage to the
pelvic floor during pregnancy/gynaecological
surgery.6,7

Constipation is more
common in older adults
Constipation is often the result of physical,
psychological and socio-environmental changes
that occur more frequently with advancing
age. However, it is not necessarily regarded
as a consequence of ageing.8,9 Nevertheless,
constipation is more common in people over the
age of 6510,11 and has been estimated to affect one
in five older adults living in the community.12 Figures
from the US suggest that the number of adults
aged between 60 and 101 affected by constipation
may be as high as one in three.7 Recent studies
from the UK, Spain and the US have shown that
the prevalence of constipation is higher in those
who are institutionalised than those living in the
community and report that 80% of adult care
home residents over the age of 65 are chronically
constipated.7,11

Why does the risk of
constipation increase
with age?
For older adults in the community and in care
settings, the risk of developing constipation may
be increased by:

• Muscular weakness that limits general
movement and the possibility of physical
exercise as well as the ability to visit shops and
carry shopping13

• Less mobile patients who experience a loss
of sensation, or those who ignore the signal to
empty their bowels to avoid inconveniencing a
carer or because the toilets are inaccessible. In
care settings, they may be offered a bed pan or
commode and be unable to empty their bowels
due to poor positioning or lack of privacy 8

• Changes in the diet, including patients reducing
fluid and fibre intake for fear of incontinence

• Difficulty swallowing, which results in
requirement for thickened fluids and modified
consistency diets. This can restrict consumption
of adequate fibre and fluid14

• Poor dentition, which can impact on dietary
intake, including fibre-containing foods1

• Limited care assistance available at mealtimes
for dependent individuals, to ensure appropriate
diet and fluid provision15

• Development of co-morbid medical conditions
and resulting poly-pharmacy including, in
particular, analgesics and psychotropic drugs1

• Mental health disorders such as depression,
anxiety, dementia and cognitive impairment13

• Use of a number of medicines that induce
constipation, including antacids, calcium and
iron supplements, as well as radiotherapy and
opioid pain relief for cancer treatment1,9

• Socio-environmental factors including
hospitalisation and institutionalisation.16,17
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Constipation:
the scale of the problem
Accurate figures for the number of people affected
by constipation are difficult to obtain due to
different perceptions and the lack of consistent
definition criteria.1,5,18 Figures vary widely between
studies depending on whether constipation is selfreported or assessed by a healthcare professional.
Constipation is often under-recognised as an
important health issue. However, the impact
of constipation can vary from slight to severe,
affecting older adults’ physical, psychological
and social wellbeing. It should, therefore, be
considered as a condition in its own right, rather
than seen as a symptom or set of symptoms.18
However, constipation can be associated with
significant ill health. If left untreated, it can lead to
or exacerbate the symptoms of other conditions
seen in an ageing population, such as faecal
impaction and anal fissures; this is often overlooked.1,19 Constipation, especially problems
associated with evacuation such as prolonged or
delayed emptying of bowels, is the most common
cause of faecal incontinence.18,20 This can increase
agitation or aggression in patients with mental
conditions such as dementia21,22 (see page 12
for more details).
Symptoms of constipation can be induced or
exacerbated by stress and can be associated with
psychological disorders such as depression and
anxiety.13
Symptoms of untreated constipation also
include:14,23-25

• Considerable discomfort/pain
• Abdominal bloating
• Loss of appetite
• Nausea/vomiting
• Fatigue
• Urinary incontinence and risk of urinary
6

tract infection

• Excessive straining leading to faecal impaction,
haemorrhoids, anal fissures and rectal prolapse

• Social isolation.

Interventions in older
adults are on the increase
An audit was conducted across England, Wales,
Scotland and Northern Ireland with 923 older
people living either at home or in care homes and
all with a history of chronic constipation. Results
showed the incidence of faecal impaction was
30%; 42% required one or more rectal interventions
(suppositories, phosphate enemas, microenemas or manual evacuation); 38% had faecal
incontinence, anal fissures or haemorrhoids; 18%
were referred to a specialist and a further 4%
were hospitalised during the baseline assessment
period.26 During 2011, in England alone, 261
manual evacuations were required for adults aged
65 or over as a result of constipation.27

Admissions for
constipation are often
for emergency treatment
In England during 2011, 61,162 hospital
admissions were as a result of a primary diagnosis
of constipation (fig1). More than 40% (25,107) of
these were reported in patients aged 65 years and
over: 80% of these were emergency admissions.27
Hospital Episode Statistics (HES) data from the
NHS across England between 2005 and 2011 also
show that both scheduled and emergency hospital
admissions coded with a primary diagnosis of
constipation have increased across the older adult
population (aged more than 65 years old) (fig 2).

Figure 1
Hospital admissions due to constipation
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When compared to admissions amongst children
(0-9 years old), for whom there is guidance in
the UK available to support the management
of constipation,28 the same HES data show
a significant increase in admissions due to
constipation in the over 65s. There is also a
continuously widening gap between children
and older adults in the number of emergency
admissions due to constipation (fig 3).27
Studies show that up to 50% of older patients in
geriatric hospital wards or care homes are affected
by faecal impaction.29,30 Left untreated, faecal
impaction can lead to serious impaction of the
hard faecal mass onto the colonic wall, which may
cause ulceration, lower gastrointestinal bleeding
or even perforation.1,31,32 If not already in hospital
or a care home, a diagnosis of faecal impaction
may require hospital admission and an intervention
such as manual evacuation, which is a common
procedure following diagnosis.26 As well as having
serious implications for the patient’s health, this
procedure creates a considerable loss of dignity
and distress for the older patient and is delivered at
considerable economic cost.26

Figure 4

Left undiagnosed, faecal impaction can lead
to faecal incontinence, sometimes wrongly
considered as diarrhoea, with frequent leakage
of loose stool around the impacted faeces.
Approximately 2-7% of older adults are reported
to be affected by faecal incontinence. However,
faecal incontinence can develop gradually and
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adequately. Incidence can therefore increase
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week (fig 4).34
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Case study
Misdiagnosed chronic constipation can lead to faecal impaction and faecal incontinence.
Symptoms of this can be mistaken for diarrhoea, as shown in the case study below from a care
home community where residents were suffering misdiagnosed chronic constipation. This case
study is provided by PromoCon, part of UK charity Disabled Living, which works to improve the
lives of older people with bladder or bowel problems by offering product information, advice and
practical solutions to both professionals and the general public.
A small care home was reported as having an outbreak of Clostridium difficile (C. difficile),
as several residents had developed diarrhoea. Infection control measures were immediately
implemented and faecal samples were sent for analysis for C.difficile and toxins. C.difficile was not
found so further assessment of the residents was initiated. Per-rectal examinations of the residents
discovered that some were suffering from faecal impaction and what was originally thought to be
diarrhoea was in fact constipation with overflow.

Constipation is multi-factorial and, when left
untreated or not properly treated, may result in
complications such as impaction, colon perforation
and, in extreme cases even death (although this
is extremely rare).32 The next case study details a
particular situation in which constipation was not

noticed in a patient with mental health problems,
eventually leading to death.
This highlights the importance of conducting a
thorough assessment of patients and monitoring
those who are experiencing constipation.

Case study
In very rare cases, ignored and untreated constipation can lead to death. This case study
was published in ‘From Death We Learn’, developed by the Government of Western Australia
Department of Health, to help raise awareness of the shortfalls in the management of various
conditions including constipation, which can lead to death.35
A female patient was admitted to a mental health unit in Western Australia, suffering from
schizoaffective disorder with prior history of constipation. During admission, the patient’s
constipation worsened and after 11 days, she complained of abdominal discomfort and was found
to have acute bowel obstruction. She was transferred to a general ward where she had chest and
abdominal x-rays. However, soon after, the patient collapsed and died.
Post-mortem examination found the patient died as a result of aspiration of vomitus with bowel
obstruction, caused by constipation. She was taking a cocktail of medications, which may have
caused her constipation. The constipation was so severe that, despite no records being found, she
must have complained about her symptoms.
Recommendations from the coroner included: physical examination of patients on arrival and
bowel charts to monitor patients receiving multiple medications.
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What is the impact of constipation
on a patient’s quality of life?
In addition to the physical consequences, the
impact of constipation on quality of life should not
be underestimated.36 Patients with constipation
generally have impaired quality of life, compared
with the general population.4 The physical and
mental impact of constipation on quality of life
is significant and can be compared to more
recognised conditions, such as osteo-arthritis,
osteoporosis and chronic allergies.4 Even in longterm survivors of potentially life-limiting bowel
cancer, constipation is one of the factors that has
the most negative impact on quality of life.23
General health survey data from the UK show
that people with chronic constipation report
reduced role functioning (that is, the ability to
carry out everyday activities) and increased pain
scores compared to those without constipation.37
Studies assessing quality of life in patients with
constipation in Italy, Sweden and France show
significant life impairment and consistently high
levels of anxiety and depression.23 Once admitted
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to hospital, patients are often subjected to
invasive procedures (enemas, manual evacuation
or investigative procedures), which increase
anxiety and discomfort. Additionally, treatment of
this preventable condition adds significantly to
avoidable healthcare costs.38
Older adults with bowel problems emphasise the
importance of privacy and dignity in their care.20
The involuntary soiling often associated with faecal
impaction causes a great deal of embarrassment
and loss of dignity for patients.20 Patients are also at
risk of urinary incontinence caused by pressure on
the bladder due to faecal impaction.39
Strategies for the prevention and management of
constipation could substantially improve quality of
life in older adults.4 It is recommended that, in order
to develop an accurate diagnosis and a tailored
treatment approach for each individual patient,
effective questioning techniques and careful
physical examination of patients is necessary when
taking a clinical history.40

Case study
Urinary and faecal incontinence can be the result of mistreated constipation, specifically in
patients who experience a delay in bowel evacuation (rectal outlet delay) and the lack of a
tailored approach. This case study, provided by PromoCon, is of a care home resident who
is experiencing incontinence due to an inappropriate treatment regimen. It highlights the
importance of adequate training of care home staff, to ensure patients are being diagnosed
accurately and their condition managed appropriately.
A 78 year old female with a history of falls was no longer able to look after herself, particularly in
terms of shopping and meal preparation. She gave up her home to live in a care home.
She presented with some urinary and faecal incontinence, so was referred to the local
continence service for assessment. During the continence assessment, the patient questioned
the need to take laxatives (senna and lactulose) as she was now experiencing diarrhoea.
Looking into her medical history, the nurse discovered that it was ‘routine practice’ in the care
home to put all new residents who were ‘constipated’ on this medication regimen within the
first few days of admission. Detailed discussion with the lady discovered that she had not been
eating or drinking well when living at home and was only a ‘little constipated’ when she was
admitted. Rather than leave her to settle into a routine of a well-balanced diet and plenty of
drinks before making any changes, the home had used laxatives within a few days. The result of
a balanced diet, appropriate drinks and laxatives led her to experience diarrhoea.
The laxatives were immediately stopped and the diarrhoea was resolved within a couple of
days. She no longer experienced any faecal incontinence and her urinary leakage is much
improved.
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Impact of constipation on other
conditions commonly experienced
by older patients
Constipation and patients
with cognitive impairment,
such as dementia
The relationship between constipation and
cognitive impairment, such as dementia, is
complex. Chronic constipation in patients
with cognitive or neurological illness can be
aggravated by their treatment regimen, for example
antipsychotics or antiepileptic medicines.41
Management of constipation can be difficult to
evaluate. Cognitive impairment itself, such as
dementia, can increase the risk of developing
constipation, as increased confusion leads to lack
of awareness of the need to empty the bowels
or inability to ask for the help needed to visit the
toilet.22
The link between constipation and cognitive
impairment is a particular issue since a high
percentage of people living in care homes have
dementia. The Alzheimer’s Society in the UK
estimates that at least 80% of care home residents
will have some form of dementia or severe memory
impairment.42
Untreated chronic constipation in people with
dementia could be associated with irritability or
aggression.22 This can be incorrectly attributed
to the dementia and may lead to either a lack
of appropriate treatment for constipation or
inappropriate provision of antipsychotics,22 which
have the potential to lead to increased healthcare
costs.43

Constipation and
Parkinson’s disease
Constipation is a common complication of
Parkinson’s disease. Approximately two thirds of
older adults with Parkinson’s disease suffer from
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disorders of the intestine, particularly constipation,
and this increases with age.44 This has been
reported as less than three bowel evacuations
per week, as well as faecal incontinence in some
patients.45 The nerve degeneration that is integral
to this disease results in the reduction of dopamine
(a neurotransmitter) levels, which affects the
control of muscle movement throughout the body,
including bowel muscles. Medications used in
the treatment of Parkinson’s disease (for example
anticholinergic drugs) may slow bowel movements
or cause a decrease in appetite.23

Constipation and stroke
Constipation is one of the most common
complications of acute stroke, with a prevalence
of 30-60%.46,47 The development of constipation
can be a predictor of poor outcome in moderately
severe stroke sufferers at 12 weeks.47
Results from an Italian study showed that out of 55
patients who had suffered from a stroke, up to a
third reported experiencing:48

• Decreased weekly bowel movement frequency
• Straining or pain during defecation
• Hard stools
• Incomplete evacuation
• Continuous laxative use.
In addition, a small number of these patients
who had suffered a stroke experienced faecal
incontinence (5.6%), loss of the urge to defecate
(4.4%) or required digital manoeuvres to evacuate
(3.3%).48

Counting the cost of constipation

required to ensure residents are able to visit
the toilet as and when required, there is also
the additional cost of constipation medication
and any containment products. A US study of
patients in long-term residential care revealed
that the administration of medication by nursing
staff represented 70% of the total drug cost; the
remaining 30% represented the actual cost of the
pharmaceutical products used to treat patients.51

Constipation places a significant burden on
healthcare systems. In the UK alone, it prompts
500,000 GP consultations each year;23 accounts
for an estimated 10% of district nursing time26
and 80% of community nurses spend up to half a
day each week treating constipation.49 In the US,
direct medical costs for constipation account for
$230million per year.7

Constipation associated
with faecal incontinence
can cause premature
admission to care homes
For older people not already in residential care,
incontinence due to untreated constipation can
lead to the breakdown of care at home. This can
cause premature admission to a residential facility.9
An Australian study on behalf of the National
Continence Strategy conducted a questionnaire
with Aged Care Assessment Team members. In
this study, 87% rated incontinence as a significant
or very significant factor in decisions to approve
residential care and 76% reported the presence of
faecal incontinence in patients as influential to their
decision.50
Within care settings, residents are encouraged by
staff to use the toilet, in preference to commodes,
however, frequent visits to the toilet can be timeintensive for staff who look after a number of
patients.20 In addition to the cost of manpower

Cost of hospital
admissions due to
constipation in England
during 201127
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across Europe
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SECTION II:

What policies are in place
across Europe to support good
management of constipation?
Introduction
This section of the report outlines the current
guidelines and guidance from across the world.
Treatment pathways (where available) and existing
policy to manage constipation in older adults
across Europe, with specific inclusion of guidance
and policy for care homes, are also included. The
main focus is on care planning and management
of constipation, as opposed to clinical guidance
around use of different types of medication.
Throughout this review process, a general lack
of European information and guidance related
directly to constipation was identified. This review
is therefore an opportunistic view of current
guidance.
The absence of significant policy and guidance
on constipation across Europe demonstrates the
low profile that this issue represents. Evidencebased guidance is particularly rare; examples
exist from The Netherlands and Great Britain but
these only cover children and young people.53
Where guidelines exist for older people in care
homes, such as in Italy, recommendations do
not come from government or national quality
standard monitoring. Instead they are proposed
by representative organisations54 or through
academic journals (for example Reproducido
del Best Practice, 2008). Whilst in Italy and
elsewhere in Europe there are some examples of
good practice from non-governmental bodies on
chronic constipation that reflect a commitment to
improvement,54,55 these do not address the specific
issues and high risk factors faced by older people
living in residential care homes.
For some EU countries, a lack of guidance stems
from policies on the quality of institutional care still
being in their relative infancy. Even in countries
with established quality assurance systems,
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constipation management does not appear as an
indicator for care quality standards. Given the high
prevalence of constipation and the associated
distress and poor quality of life, this is cause for
some concern.23
In this policy overview, attention is drawn to gaps
in the policy framework and examples of good
practice are highlighted to demonstrate how this
issue might be improved.

National guidance
across Europe
Care standards
exist across Europe,
however, the focus is
usually on incontinence,
not constipation
• Germany: while there are expert standards
of care and clinical guidelines for urinary
incontinence in care homes, there is no
equivalent for chronic constipation or problems
with defecation such as faecal impaction
in severe cases. However, a working group
established in 2007 aimed to address this
need. In 2010, a new consensus statement was
published detailing a suggested best approach
to management of constipation in the care home
setting56

• The Netherlands: the Dutch care guideline
includes the requirement for ‘physical wellbeing’ and the provision of adequate support
to go to the toilet.57 An additional constipation
guideline for GPs exists, outlining best practice
diagnosis and management. However,
there is no individual focus on older adults
and, consequently, their specific needs are
overlooked58

• Czech Republic: there is no mention of bowel
care of any kind, although the Health Ministry
acknowledges that the creation of the quality
standards themselves is seen as a ‘first step’59

• Italy: there are no official guidelines developed
by the Italian Ministry of Health for the diagnosis
or management of constipation or faecal
incontinence. Information is available through
the Federazione Nazionale Collegi Infermieri
(IPASVI) national nurse organisation; however,

this focuses on causes of constipation, such
as poor diet, lack of fluid intake, poor toileting
habits and overuse of medications. Prevention
and treatment is mainly focused on diet,
hydration and physical activity60

• France: using recommendations from the
Haute Autorité de Santé (HAS), first developed
in 1999, the National Society of French
Gastroenterology (SNFGE), in collaboration with
partner organisations, has taken the initiative
to develop some practical, evidence-based
recommendations. The guidelines outline the
current situation and provide clinical practice
support for a range of healthcare professionals
involved in the care of older people including:
gastroenterologists; gynaecologists;
psychiatrists; digestive surgeons and
physiotherapists. The recommendations focus
on the importance of confirming the diagnosis
of constipation and its nature (that is acute or
chronic) in order to appreciate the potential
impact on quality of life. They also state the
importance of eliminating an organic cause:
examining potential risk factors and taking a
history of any surgery; gastrointestinal and
neurological treatments; level of physical
activity; eating habits; functional digestive and
urinary gynaecology; obstetrics; and potential
lifestyle changes61

• UK: policy and guidance from the UK provides
a clear example of the fragmented position that
constipation holds within current frameworks,
treatment and care pathways. While there is
no specific national-level guidance for the
management of constipation in adults, there are
references to constipation elsewhere, such as in
guidelines on faecal incontinence and nutritional
health. There is also guidance on related issues,
notably faecal incontinence.

15

o National Institute for Health and
Care Excellence (NICE), previously
National Institute for Health and
Clinical Excellence
Faecal incontinence - Faecal incontinence:
the management of faecal incontinence in
adults (2007)62
The definition of faecal incontinence
includes faecal loading, which can be
a complication of constipation. It also
identifies groups who are at particular risk,
which includes frail older people
Constipation in children and young people
- Diagnosis and management of idiopathic
childhood constipation in primary and
secondary care (2010)28
This guidance recommends taking full
histories and establishing potential causes
of the constipation (as recommended in
guidelines for adults, such as those of the
World Gastroenterological Organisation
2007)63
o Social Care Institute for Excellence
(SCIE)
Adults’ services SCIE guide 15 –
Dignity in care (2009)64
The guide includes chapters on ‘Nutritional
Care’ and ‘Hydration’, with brief details
of the impact on constipation from these
factors.

Constipation and long
term care
A review of European member state assessments
of quality standards in long term care does not
mention constipation as an indicator that is either
measured or monitored.59 However, it should be
noted that poly-pharmacy and (mal)nutrition are
included as indicators, suggesting that while
constipation itself may not be monitored, details
of these related factors are collected, which
should aid health and social care professionals in
identifying constipation by association. It can be
concluded that quality management across long
term care in Europe is in its infancy.65

16

Constipation
and palliative care
The Swiss Association for Palliative Medicine,
known locally as ‘palliative ch’, published a
comprehensive best practice guideline in
2007 for palliative care in Switzerland. The
Integraal Kankercentrum Nederland (IKNL)
(Comprehensive Cancer Centre Netherlands) also
updated their Dutch palliative care guidelines in
2009.
Both resources include a devoted section on
constipation, suggesting that over 50% of patients
in palliative care are constipated. This rises to
90% in those patients on opiates. Significantly,
the Swiss guidelines address the social stigma
attached to constipation, highlighting that
patients may not spontaneously explain their
symptoms so careful questioning is an essential
part of assessment. Example questions are
provided to guide care professionals in this
task. The importance of prevention is underlined
and treatment options outlined in both.66,67 It
is important that guidelines such as these are
shared beyond traditional disciplinary boundaries
to ensure more uniform care for older adults from
community to end of life services.

Call for improved quality
care standards
Formal standards of care do not exist for the
care of older people across Europe but there
are calls on current service providers to adhere
to aspirational quality standards. The European
Quality Framework (2012) laid out by the
Wellbeing and Dignity of Older people project
(WeDO)68 sets out principles (rather than specific
guidelines) of good quality care. While the lack
of specific indicators means that constipation is
not explicitly mentioned, this European framework
does provide an aspirational quality standard for
elements of care, such as preservation of dignity.

National guidance and information
from around the world
World Gastroenterology
Organisation (WGO)
guidelines
The WGO has produced practice guidelines on
constipation.63 These guidelines provide a clinical
outline, including pathogenesis, risk factors,
diagnosis and treatment of constipation. The
guidelines list “older adults” as a specific risk
group, noting that the key issues within this group
are lack of mobility and poly-pharmacy (taking
multiple medications).

World Health Organisation
(WHO) report
A report from the WHO on nutritional care of
older people focuses on the scientific evidence
supporting the impact of dietary factors and
exercise on the health and well-being of the older
adult population. Within the report, constipation is
identified as a key (and often the sole) symptom of
poor hydration in older adults.69

American
Gastroenterological
Association (AGA)
technical review on
constipation
Published in 2013, the AGA provides a
comprehensive review, which acknowledges
the impact, cost and challenges associated
with diagnosing and managing constipation
in both children and adults. It suggests a 28%
prevalence rate across the community with only a
minority seeking advice from physicians. This still
accounts for 8 million annual ambulatory visits to
a healthcare professional per year in the US. The

review compares the evidence of pharmacological
agents, using a Grading of Recommendations,
Assessments, Development and Evaluation
(GRADE) system, based on the quality of
evidence.7

A Canadian review of the
treatment of constipation
in older people
A review of treatments published by the
Canadian Medical Association provides advice
around diagnosing and treating constipation
in older patients. It suggests that evidencebased recommendations for diagnosing chronic
constipation in older patients are not possible due
to the lack of evidence. The experts suggest a
thorough clinical history and physical examination
should always take place in order to elicit potential
symptoms. The review acknowledges the lack of
evidence to support the promotion of fluid intake
or increase in physical activity. Clinical data around
medical interventions are also examined and the
review uncovered deficiencies in research into
constipation in older people.40

IMPACT – Bowel Care
for the Older Person,
Australia 2010. A guide
to the management of
constipation and faecal
impaction in older people.
A scientific faculty comprising general practitioner,
pharmacy, nurse, nutrition and secondary care
experts worked with Norgine Australia to develop
guidelines for the management of constipation in
older people. These comprehensive guidelines

17

include a management pathway covering
assessment and treatment steps for both
constipation and faecal impaction. A detailed
approach to an assessment of the patient covering
patient history as well as current symptoms is
outlined. The guidelines also provide an algorithm
for the pharmacological and non-pharmacological
management of both conditions. Lastly, it
offers practical advice and recommendations
around improving communication and on-going
surveillance.70

Information for healthcare
providers aims to improve
professional practice in
constipation

A broad range of treatments are available for
chronic constipation. However, robust supporting
clinical evidence is often lacking. Although
comprehensive advice exists, such as in Italy, a
European consensus on first- and second-line
treatments is yet to be developed.72 Dietary and
lifestyle changes are typically recommended as the
first course of action but there is a lack of evidence
to support the efficacy of this approach.73,74
Results from a French study carried out in more
than 200 institutionalised older adults with daily
faecal incontinence showed that when long-term,
complete rectal emptying is achieved through
appropriate laxative use, the number of episodes
of faecal incontinence reduced. This then impacted
positively on the workload of care home staff.75

Across the world, a range of information resources
aimed at different groups of health and social
care professionals have been published by
representative organisations such as local health
organisations. These all take a practice-based
approach to the management of constipation.
Examples of these include the IMPACT guidelines
mentioned above and Prevention of Constipation
in the Older Adult Population (2000 revised 2005
and 2011)71 (a nursing best practice guideline
from the Registered Nurses’ Association of
Ontario, Canada), which focuses on prevention
of constipation in terms of nutritional health and
hydration and adequate exercise. While there are
some differences between these resources, most
offer information on diagnosing constipation.

Careful questioning of older adults living in care
homes and an understanding of their history could
enable healthcare professionals to effectively
diagnose constipation or faecal impaction, where it
exists. Care pathways and simple diagnostic tools,
such as stool charts or calendars, can facilitate this
questioning and help to ensure that treatment is
adequate and appropriate.40

Examples of resources to aid diagnosis include:

Even the most comprehensive policy and guidance
must be supported by robust implementation. If
guidance is available but not carried through to
patient care, it will have little impact on outcomes f
or the individual.

• the Rome III diagnostic tool for identifying
chronic constipation

• the Bristol Stool Form Scale, which can be used
as a measure for healthy and unhealthy stool
appearance

• template forms for monitoring food and fluid
intake

• lists of diagnostic questions to ask residents
• flow chart of the care pathway for that particular
health setting once constipation has been
identified.
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Treatment pathways

The Australian IMPACT group’s management
pathways around diagnosis, assessment and
treatment provide excellent examples of step-wise
guidance for healthcare workers.70

Effectiveness of standards
and guidance

Overview and conclusions

Due to the lack of evidence-based guidance on
effective management of constipation in older
adults across Europe, specifically those living in
care homes, inappropriate use of laxatives and
emergency management are often observed.
There is little focus on effective treatments
when symptoms first present. There is even
less guidance available on the prevention of
constipation through hydration, good diet and other
lifestyle factors.74
This report highlights the current unmet need
for appropriate prevention, diagnosis and
management, as well as appropriate guidance
and policy around constipation. There is still a
considerable way to go to achieve consistent best
practice across Europe and improve quality of life
for older people at risk of constipation.

Inconsistencies in
definition between
healthcare professionals
and patients as to what
constitutes constipation
A truly quantifiable definition of constipation can
be difficult to apply in everyday practice1 and
the perception of what constitutes a problem
amongst patients and healthcare professionals
can be ill-matched. Only between 12% and 20%
of primary care physicians are known to be aware
of recommended criteria and even fewer (3-4%)
actually use them,37 which can lead to underdiagnosis of constipation.

Conflicting priorities for
support staff working
within care home settings
Dealing with the issue of constipation or its

prevention is widely recognised as being timeintensive for staff that look after a number of
patients and have a number of conflicting
priorities.20

A growing situation that
needs our immediate
attention
The over-65s will account for 29.5% of the
population in the European Union by 2060, a rise
of 12% from 2010.76 The growing older population
naturally creates a considerable healthcare
burden. The growth in the number of people
aged over 65 years within the next few decades
will only serve to exacerbate the impact of any
health and social care problems and associated
costs amongst this patient population.77 Health
and social care costs represent a significant
challenge to fiscal sustainability across the EU in
light of ageing populations.

Lack of training
and education
Research has shown that appropriate education,
for example sharing of best practice, for care home
staff can improve their knowledge and therefore
the management of patients with constipation.20
Anecdotal feedback from French physicians
suggests that during a medical student’s
training, only one and a half hours is dedicated to
constipation, including its prevention, diagnosis
and treatment. On the contrary, psychological
conditions, such as dementia, receive up to ten
and a half hours of dedicated training time.

Guidance without policy
As this overview demonstrates, there are some
examples of high quality guidance on managing
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constipation, although the same cannot be said
for policy frameworks, as constipation is often not
included. The evaluation of guidance documents
is lacking and may be a result of the need for more
evidence around effective treatment pathways for
constipation.78
On a sub-national level, there are some examples
of good resources developed as a reference
point for staff working with older people living in
care homes. For example, the document on minor
illnesses developed for care homes in Sheffield, UK
includes constipation (amongst a number of other
health problems) and is an excellent reference
resource for social care professionals and has
the additional benefit of referencing related
issues such as hydration in the same document.79
Additionally, the creation of broad, good practice
recommendations such as the WeDO principles68
demonstrates a positive move towards generic
quality standard-setting across Europe. Despite
this, there is some way to go in order to establish
specific criteria for constipation.
As guidance is not mandatory, there is no
assurance that these practices are taking
place. While this review can assess whether
guidance exists, it is outside the scope of the
report to state whether it is effective or ‘good
practice’. The evaluation of actions as being
‘good practice’ requires the development of
assessment criteria and monitoring, which is not
yet in place for constipation. Additionally, while
provision of guidance may be of excellent quality,
without a structural framework to integrate these
recommendations into day-to-day care, this
problem will continue.
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SECTION III:

Priorities

The Steering Group of external advisers discussed the findings from
this report and reached consensus on the following priorities and
recommendations.

1.

Functional constipation should not be underestimated or trivialised and should not
simply be considered as an inevitable consequence of ageing or frailty.

2.

Chronic constipation should be classified and recognised as a condition in its own
right, not just a set of symptoms associated with other disorders.

3.

Recognition and awareness of the typical symptoms and causes of constipation,
as well as understanding how to effectively prevent and treat it, should be a training
priority across the whole multi-disciplinary team and social care professionals
working with older people.

4.

Constipation needs to be better diagnosed so it can be promptly treated and
managed more effectively in-line with agreed best practice and recognised
standards.

5.

The taboo nature of constipation needs to be addressed amongst the general public
such that older people start to feel more comfortable and less embarrassed about
self-reporting suspected constipation, knowing that they will be taken seriously and
always treated with respect.

6.

Highlight the true cost of failing to effectively manage constipation in older people,
in terms of economic and societal burden to health services, as well as the cost in
terms of individual suffering and reduction in quality of life.
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SECTION IV:

Recommendations

Priority #1

Functional constipation should not be underestimated or trivialised and
should not simply be considered as an inevitable consequence of ageing
or frailty.

Recommendations
• Raise awareness of the key messages and issues raised within the report
amongst all healthcare professionals and other healthcare providers, as well as
at a policy level.

• Support the development of policy and guidelines to support appropriate
prevention, diagnosis and management of constipation as a separate condition
to continence.

Priority #2

Chronic constipation should be classified and recognised as a condition in
its own right, not just a set of symptoms associated with other disorders.

Recommendations
• Develop an internationally-agreed, clear and simple definition for constipation.
• Highlight constipation within established continence guidance as a separate
but related issue.

• Develop clear and simple guidance for older people in care homes to
help prevent, report and promptly manage constipation in older adults.

Priority #3

Recognition and awareness of the typical symptoms and causes of
constipation, as well as understanding how to effectively prevent and treat
it, should be a training priority across the whole multi-disciplinary team and
social care professionals working with older people.

Recommendations
• Increase information about constipation as an issue across training materials
and resources to improve attitudes of the whole multi-disciplinary care team
towards the condition. Specific focus on nursing staff who have more frequent
patient contact.

• Develop on- and off-line resources, for example e-learning modules, risk
assessment tools, template training packs, care home resources, to offer easy
access to practical resources.

• Support measures to encourage the review of medicines to avoid unnecessary
poly-pharmacy.
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• Include evidence-based preventative measures into globally accepted best
practice care pathways and ensure endorsement by key multi-disciplinary
professional bodies and dissemination throughout membership.

Priority #4

Constipation needs to be better diagnosed so it can be promptly treated
and managed more effectively in line with agreed best practice and
recognised standards.

Recommendations
• Increase proactive case-finding of constipation in care homes through
monitoring and screening programmes.

• Encourage prompt treatment to avoid complications, including faecal
impaction and worsening of symptoms of neurological disease such as
dementia.

• Develop clear guidelines and care pathways for constipation.
• Implement strategies for guidance to ensure this is accepted in daily
practice.

• Evaluate existing diagnostic tools and promote best practice in using them.

Priority #5

The taboo nature of constipation needs to be addressed amongst the
general public so older people begin to feel more comfortable and less
embarrassed about self-reporting suspected constipation, knowing that
they will be taken seriously and always treated with respect.

Recommendations
• Encourage greater open discussion about constipation as a common health
issue through campaigning and information provision.

• Develop information resources for patients/carers.
• Support better self-reporting through sensitive questioning techniques.

Priority #6

Uncover the true cost of failing to effectively manage constipation, in
terms of economic burden to health services as well as the cost in terms
of individual suffering and reduction in quality of life.

Recommendations
• Gather economic data to target health service providers and
commissioners/payers to highlight the cost of complicated constipation,
in terms of hospitalisations etc.

• Develop communication tools to highlight the impact on quality of life.
• Encourage routine prevention and treatment of constipation in a hospital
and care setting.

• Challenge inaction amongst healthcare providers – how can they afford
NOT to deal with this preventable condition?

23

SECTION V:

References

1. Gallagher P and O’Mahoney D. ‘Constipation
in old age’, Best Practice & Research Clinical
Gastroenterology, 2009, vol. 23, pp. 875-87.
2. Longstreth G, Thompson WG, Chey
WD et al. ‘Functional Bowel Disorders’,
Gastroenterolgy, 2006, vol. 130, pp. 14801491.
3. Stevens T, Soffer E and Palma R, ‘Fecal
incontinence in elderly patients: Common,
treatable, yet often undiagnosed’, Cleveland
Clinic J Med, 2003, vol. 70, no. 5, pp. 441-8.
4. Belsey J, Greenfield S, Candy D et al.
‘Systematic review: impact of constipation on
quality of life in adults and children’, Aliment
Pharmacol Ther, 2010, vol. 31, pp. 938-49.
5. Clinical Knowledge Summaries, Constipation,
retrieved 13 August 2013, http://www.cks.nhs.
uk/constipation.
6. Peppas G, Alexiou V, Mourtzoukou E, et al.
‘Epidemiology of constipation in Europe
and Oceania: a systematic review’, BMC
Gastroenterology, 2008, vol. 8, no. 5, pp. 1-7.
7. American Gastroenterological Association,
‘Technical Review on Constipation’,
Gastroenterology, 2013, vol. 114, pp. 218-238.
8. Castledine G, Grainger M, Wood N et al.
‘Researching the management of constipation
in long-term care: Part 1’, Brit J Nurs, 2007, vol.
16, no. 18, pp. 1128-31.
9. Wilson L, ‘Understanding bowel problems in
older people: part 1’, Nursing Older People,
2005, vol. 18, no. 8, pp. 24-29.
10. Talley N, ‘Definitions, epidemiology,
and impact of chronic constipation’ Rev
Gastroenterol Disord, 2004, 4 Suppl 2:S3-S10.
11. Potter J and Wagg A, ‘Management of bowel
problems in older people: an update’, Clin
Med, 2005, vol. 5, no. 3, pp. 289-95.

24

12. Bosshard W, Dreher R, Schnegg J et al. ‘The
treatment of chronic constipation in elderly
people. An update’, Drugs Aging, 2004, vol.
21, no. 14, pp. 911-30.
13. Eberhardie C. ‘Constipation: Identifying the
problem’, Nursing Older People, 2003, vol. 15,
no. 9, pp. 22-26.
14. McCormick S, Stafford K, Saqib G, et al. The
efficacy of pre-thickened fluids on total fluid
and nutrient consumption among extended
care residents requiring thickened fluids due
to risk of aspiration, Age and Ageing 2008, vol.
37, no. 6, pp. 714-715.
15. Sneddon J and Best C, Introduction of
mealtime volunteers in a district general
hospital, Art and Science, 2011, vol. 26,
pp. 37-40.
16. Cardin F, Minicuci N, Droghi A et al.
‘Constipation in the acutely hospitalized older
patients’, Arch Geront Geriatr, 2010, vol. 50,
pp. 277-81.
17. Marfil C, Davies G and Dettmar P, ‘Laxative
use and its relationship with straining in a
London elderly population: free-living versus
institutionalised’, J Nutr Health Aging, 2005,
vol. 9, no. 3, pp. 185-187.
18. Kyle G, ‘The older person: management
constipation’, Brit J Community Nursing, 2010,
vol. 15, no. 2, pp. 58-64.
19. Maria G, Cassetta E, Gui D et al. ‘A comparison
of botulinum toxin and saline for the treatment
of chronic anal fissure’, NEJM, 1998, vol. 338,
no. 4, pp. 217-220.
20. Potter J, ‘Bowel care in older people’, Clin
Med, 2003, vol. 3, no. 1, pp. 48-51.
21. Leonard R, Tinetti M, Allore H, et al. ‘Potentially
modifiable resident characteristics that are
associated with physical or verbal aggression

among nursing home residents with
dementia’, Arch Intern Med, 2006, vol. 166,
no. 12, pp. 1295-1300.
22. Alzheimer Scotland, Information Sheet IS41,
retrieved 13 August 2013, http://www.alzscot.
org/pages/info/constipation-faecal-impaction.
htm.
23. Norton C, ‘Constipation in older patients’, Brit
J Nurs, 2006, vol. 15, no. 4, pp. 188-92.
24. Cusack S, Day M, Wills T et al. ‘Older people
and laxative use: comparison between
community and long-term care settings’, Brit J
Nurs, 2012, vol. 21, no. 17, pp. 711-17.
25. Woodward S, ‘Assessment and management
of constipation in older people’, Nursing Older
People, 2012, vol. 24, no. 5, pp. 21-26.
26. Addison R, Davies C, Haslam D et al. ‘A
national audit of chronic constipation in the
community’, Nursing Times, 2003, vol. 99, no.
11, pp. 34-35.
27. Dr Foster Health, Hospital Episode Statistics
(HES), 2011.
28. NICE, Constipation in children and
young people, 2010, retrieved 13 August
2013, www.nice.org.uk/nicemedia/
live/12993/48741/48741.pdf.
29. Barcelo M, Garcia-Sanchez R, Diaz-Rubio M,
et al. ‘Prevalence of fecal impaction among
residents in nursing homes in Spain and
associated factors’, Gastroenterology, 2012,
vol. 142, no. 5, pp. 445-46.
30. Spinzi G, ‘Bowel care in the elderly’, Dig Dis,
2007, vol. 25, pp. 160-65.
31. Madan P, Bhayana S, Chandra P, et al. ‘Lower
gastrointestinal bleeding: association with
Sevelamer use’, World J Gastroenterol, 2008,
vol. 14, pp. 2615-16.
32. Tariq S, ‘Constipation in long-term care’, J Am
Med Dir Assoc, 2007, vol. 8, pp. 209-18.
33. Chassagne P, Landrin I, Neveu C, et al. ‘Fecal
incontinence in the institutionalized elderly:
incidence, risk factors, and prognosis’, Am J
Med, 2004, vol. 206, no. 2, pp.185-90.
34. Walter S, Hallböök O, Gotthard R, et al. ‘A
Population-based Study on Bowel Habits in
a Swedish Community: Prevalence of Faecal
Incontinence and Constipation’, Scand J
Gastroenterol, 2002, vol. 37, pp. 911-16.
35. Government of Western Australia Department

of Health, From Death We Learn, 2009.
36. Gallegos-Orozco J, Foxx-Orenstein A, Sterler
S, et al. ‘Chronic constipation in the elderly’,
Am J Gastroenterol, 2012, vol. 107, no. 1, pp.
18-25.
37. Speed C, Heaven B, Adamson A, et al.
‘LIFELAX – diet and LIFEstyle versus
LAXatives in the management of chronic
constipation in older people: randomised
controlled trial’, Health Technology
Assessment, 2010, vol. 14, no. 52.
38. Johanson J, ‘Review of the Treatment Options
for Chronic Constipation’, MedGenMed, 2007,
vol. 9, no. 2, p. 25.
39. National Institutes of Health National Library
of Medicine Medline Plus, Constipation,
retrieved 13 August 2013, http://www.nlm.nih.
gov/medlineplus/ency/article/003142.htm.
40. Gandell D, Straus S, Bundookwala M et al.
‘Treatment of constipation in older people’,
CMAJ, 2013, DOI:10.1503.
41. Winge K, Rasmussen D and Werdelin L,
‘Constipation in neurological diseases’, J
Neurol Neurosurg Psychiatry, 2003, vol. 74,
pp. 13-19.
42. Alzheimer’s Society, Low expectations
Attitudes on choice, care and community
for people with dementia in care homes,
2013, retrieved 13 August 2013, http://www.
alzheimers.org.uk/lowexpectations.
43. Alzheimer’s Society, Financial cost of
dementia, 2012, retrieved 13 August 2013,
http://www.alzheimers.org.uk/site/scripts/
documents_info.php?documentID=418.
44. Diener H and Putzki N, ‘Leitlinien fur
Diagnostik und Therapie in der Neurologie;
4. uberarbeitete Auflage 2008, S. 654 ff, ISBN
978-3-13-132414-6; Georg Thieme Verlag
Stuttgart.
45. Stocchi F, Badiali D, Vacca L, et al, Anorectal
function in multiple system atrophy and
Parkinson’s disease, Movement Disorders
2001, vol. 15, no. 1, pp. 71-76.
46. Lim S and Childs C, ‘A systematic review of
the effectiveness of bowel management
strategies for constipation in adults with
stroke’, International Journal of Nursing
studies, 2012, vol. 50, no. 7, pp. 1004-1010.
47. Yongjing S , Xiaoyan Z, Jinsheng Z et al. ‘Newonset constipation at acute stage after first
stroke: incidence, risk factors and impact on

25

the stroke outcome’, Stroke, 2009, vol. 40, pp.
1304-9.
48. Bracci F, Badiali D, Pezzotti P, et al, Chronic
constipation on hemiplegic patients, World J
Gastroenterol 2007, vol. 13 29 pp. 3967-3972.

58. Diemel J, Van den Hurk A, Muris J et al. ‘NHGStandaard Obstipatie’, Huisarts Wet, 2010,
vol. 53, no. 9, pp. 484-98.

49. Larkin P, Sykes N, Centeno C, et al. ‘The
management of constipation in palliative care:
clinical practice recommendations’ Palliat
Med, 2008, vol. 22, no. 7, pp. 796-807.

59. Ministry of Labour and Social Affairs,
Standards for Quality in Social Services,
2002, retrieved 13 August 2013, http://www.
mpsv.cz/files/clanky/2057/standards.pdf.

50. Australian Government Department of Health
and Ageing, Incidence of Incontinence as
a Factor in Admission to Aged Care Homes,
2012, retrieved 13 August 2013, http://www.
bladderbowel.gov.au/assets/doc/ncms/
Phase1-2InformationAndEvidenceContinenc
eAsAFactorInAdmissionToAgedCareHomes.
pdf.

60. Federazione Nazionale Collegi Infermieri
(IPASVI), La gestione della stitichezza,
retrieved 13 August 2013, http://www.ipasvi.
it/ecm/percorsi-guidati/la-gestione-dellastitichezza-id17.htm.

51. Pekmezaris R, Aversa L, Wolf-Klein G, et al.
‘The cost of chronic constipation’, J Am Med
Dir Assoc, 2003, vol. 3, no. 4, pp. 224-4.
52. Hosia-Randell H, Suominen M, Muurinen S
et al. ‘Use of laxatives among older nursing
home residents in Helsinki, Finland’, Drugs
Aging, 2007, vol. 24, no. 2, pp. 147-54.
53. Tabbers M, Boluyt N, Berger M, et al,
‘Clinical practice: diagnosis and treatment of
functional constipation’, European Journal of
Pediatrics, 2011, vol. 170, no. 8, pp. 955-63.
54. Bove A, Bellini M, Battaglia E, et al. ‘Consesus
statement AIGO/SICCR diagnosis and
treatment of chronic constipation and
obstructed defecation (Part II: Treatment)’,
World J Gastroenterol, 2012, vol. 18, no. 36,
pp. 4994-5013.
55. Monti M, Neri M, Tracate F, et al. ‘Prevalence
and risk factors of constipation among the
elderly in nursing homes’, G Gerontol, 2009,
vol. 57, pp. 78-86.
56. Füsgen I, ‘Konsesusstatement ‘Chronische
Obstipation in der stationären Altenhilfe – (K)
ein Problem?’, European Journal of Geriatrics,
2010, vol. 12, no. 4, pp. 153-244.
57. ActiZ, Organisation of care entrepeneurs;
LOC, National Organisation of clients’
councils; NVVA, Professional Association
for Nursing Home Doctors and Social
Geriatricians; Sting, National Professional
Care Association; IGZ, Health Inspectorate;
VWS, Ministry of Health, Welfare and Sports;
ZN, Dutch Care Insurers, Quality Framework
Responsible Care, 2007, retrieved 13 August
2013, http://www.crncc.ca/knowledge/

26

related_reports/pdf/Kwaliteitskader%20
Verantwoorde%20Zorg%20(english).pdf.

61. Piche T, Dapoigny M, Bouteloup, C, et al.
‘Recommandations pour la pratique clinique
dans la prise en charge et le traitement
de la constipation chronique de l’adulte’,
Gastroenterol Clin Biol, 2007, vol. 31, pp. 12535.
62. NICE, Faecal incontinence: The management
of faecal incontinence in adults, 2007,
retrieved 13 August 2013: http://www.nice.org.
uk/CG49
63. World Gastroenterology Organisation,
Practice Guidelines: Constipation, 2007,
retrieved 13 August 2013, http://www.
worldgastroenterology.org/assets/downloads/
en/pdf/guidelines/05_constipation.pdf.
64. Social Care Institute for Excellence, Nutritional
care and hydration, in Adults’ Service SCIE
Guide 15 - Dignity in Care, 2009, retrieved
13 August 2013, http://www.scie.org.uk/
publications/guides/guide15/files/guide15nutrition.pdf.
65. Nies H, Leichsenring K, van deer Veen R, et al.
Quality Management and Quality Assurance
in Long-Term Care: European Overview Paper,
2010, retrieved 13 August 2013, http://www.
euro.centre.org/data/1278594919_52528.pdf.
66. Bigorio 2007, Empfehlungen zu Obstipation,
Darmverschluss und Paralytischem Ileus,
Konsens zur best practice für Palliative
Care in der Schweiz, 2007, retrieved
13 August 2013, http://www.palliative.
ch/fileadmin/user_upload/palliative/
fachwelt/E_Standards/E_12_2_bigorio_2007_
Obstipation_de.pdf.
67. Integraal Kankercentrum Nederland (IKNL),
Obstipatie Landelijke richtlijn, Versie: 2.0,
2009.

68. WeDO (for the Wellbeing and Dignity of Older
people), European Quality framework for
long-term care services, 2012, retrieved 13
August 2013, http://www.wedo-partnership.
eu/european-quality-framework-long-termcare-services.
69. World Health Organisation, Keep fit for life:
meeting the nutritional needs of older people,
2002, retrieved 13 August 2013, http://www.
who.int/nutrition/publications/en/nut_older_
persons_1.pdf.

http://www.nice.org.uk/research/index.
jsp?action=research&o=771.
79. Sheffield Teaching Hospitals and Sheffield
City Council. Minor Illnesses and Conditions:
Information Pack for Care Homes in
Sheffield, 2012, retrieved 13 August 2013,
http://www.sth.nhs.uk/clientfiles/File/6602_
MinorIllnessInformation.pdf.

70. IMPACT, A guide to the management of
constipation and faecal impaction in the older
person, 2010, retrieved 13 August 2013,
https://prod-nrgsy-movicolcms.
s3.amazonaws.com/54c7252d-c526-4f81921a-0ebadaa005d6.
71. Registered Nurses’ Association of Ontario,
Prevention of Constipation in the Older Adult
Population, 2005, retrieved 13 August 2013,
http://rnao.ca/sites/rnao-ca/files/Prevention_
of_Constipation_in_the_Older_Adult_
Population.pdf.
72. Tack J, Müller-Lissner S, Stanghellini V et
al. ‘Diagnosis and treatment of chronic
constipation – a European perspective’,
Neurogastroenterol Motil, 2011, vol. 23, pp.
697-710.
73. Joanna Briggs Institute. ‘Management of
constipation in older adults’, Best Practice,
2008, vol 12, no. 7, pp. 1-4.
74. Zizza C, Ellison K, Wernette C. ‘Total Water
Intakes of Community-Living Middle-Old and
Oldest-Old Adults’, J Gerontol A Biol Sci Med
Sci, 2009, vol. 64, no. 4, pp. 481-6.
75. Chassagne P, Jego A, Gloc P, et al. ‘Does
treatment of constipation improve faecal
incontinence in institutionalized elderly
patients?’, Age and Ageing, 2000, vol. 29,
pp.159-64.
76. EUROSTAT European Commission, Population
structure and ageing, 2012, retrieved 13
August 2013, http://epp.eurostat.ec.europa.
eu/statistics_explained/index.php/Population_
structure_and_ageing#Future_trends_in_
population_ageing.
77. World Health Organization, ‘Good health adds
life to years’ Global brief for World Health Day
2012.
78. NICE, Individual research recommendation
details: Recommendation ID: CG49/4, 2012,
retrieved 13 August 2013,

27

APPENDIX I:

Methodology notes

The evidence review was informed by a review
of the literature using the following keywords and
parameters:

• *Constipation/di, dh [Diagnosis, Diet Therapy]
• *Constipation/
• *Constipation/and palliative care.sh.
• *Constipation/and (quality of life or stress,
psychological or morbidity).sh.

• *Constipation/and (economics, medical or
health care costs or hospitalization or mortality).
sh.

• *Fecal Impaction/
• *Constipation and fecal incontinence.sh.
• (polyethylene glycols and constipation).sh.
OR (macrogol or movicol or osmotic laxative).
mp. OR *Constipation/di, dh [Diagnosis, Diet
Therapy] OR *Constipation/and palliative care.
sh. OR *Constipation/and (quality of life or
stress, psychological or morbidity).sh. OR
*Constipation/and (economics, medical or
health care costs or hospitalization or mortality).
sh. OR *Constipation and fecal incontinence.sh.

• *Constipation/ OR *Fecal Impaction/
• (polyethylene glycols and constipation).sh.
OR (macrogol or movicol or osmotic laxative).
mp. OR *Constipation/di, dh [Diagnosis, Diet
Therapy] OR *Constipation/ and palliative
care.sh. OR *Constipation/ and (quality of life
or stress, psychological or morbidity).sh. OR
*Constipation/ and (economics, medical or
health care costs or hospitalization or mortality).
sh. OR *Constipation and fecal incontinence.sh.

• *Constipation/ OR *Fecal Impaction/NOT ((usa
or united states or brazil or japan or china or
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taiwan or hong kong or singapore or australia
or new zealand or india or pakistan or south
africa or nigeria or indonesia or turkey or korea
or Canada or campinas or argentina or mexico
or chile or Thailand or Egypt or Israel or iran or
Saudi).in. or (Japanese or Chinese or Russian).
la. or case reports.pt.)

• *Constipation/ OR *Fecal Impaction/ NOT ((usa
or united states or brazil or japan or china or
taiwan or hong kong or singapore or australia
or new zealand or india or pakistan or south
africa or nigeria or indonesia or turkey or korea
or Canada or campinas or argentina or mexico
or chile or Thailand or Egypt or Israel or iran or
Saudi).in. or (Japanese or Chinese or Russian).
la. or case reports.pt.) LIMIT TO (“all aged (65
and over)” and humans and last 10 years)

• *Constipation/ OR *Fecal Impaction/ NOT ((usa
or united states or brazil or japan or china or
taiwan or hong kong or singapore or australia
or new zealand or india or pakistan or south
africa or nigeria or indonesia or turkey or korea
or Canada or campinas or argentina or mexico
or chile or Thailand or Egypt or Israel or iran or
Saudi).in. or (Japanese or Chinese or Russian).
la. or case reports.pt.)

• *Constipation/ OR *Fecal Impaction/ NOT ((usa
or united states or brazil or japan or china or
taiwan or hong kong or singapore or australia
or new zealand or india or pakistan or south
africa or nigeria or indonesia or turkey or korea
or Canada or campinas or argentina or mexico
or chile or Thailand or Egypt or Israel or iran or
Saudi).in. or (Japanese or Chinese or Russian).
la. or case reports.pt.) LIMIT TO (“all aged (65
and over)” and humans and last 5 years)
The policy review was conducted by undertaking
systematic searches of academic, policy and grey

literature with an additional focus on guidance
provided to health and social care professionals.
Keywords included:
•

Constipation

•

Faecal incontinence

•

Bowel management

•

Europe

•

Care

•

Residential care

•

Long term care

•

Older people

•

Older adults

While constipation in residential care was the chief
focus of this review, this was extended to more
general policy and guidance on constipation in all
older adult groups, including care for those outside
of residential/care homes.
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APPENDIX II:

Recommendations
(by target audience)

Target audience
General practitioners
(GPs)

Recommendations
• Support development of guidelines to support prevention, diagnosis
and management of constipation in older adults and those living in
care homes

• Support development of a universal definition of constipation, to be
used across all disciplines

• Routine use of Bristol Stool Form Scale and rectal examination
• Review patient medication to avoid poly-pharmacy
• Ensure prompt treatment uptake to avoid complications caused by
untreated constipation

• Monitor diet, hydration and mobility in older adults to ensure
preventative measures are in place

• Develop and disseminate training materials to colleagues/peers
• Adopt trigger questioning techniques to achieve accurate diagnoses
of patients and encourage self-reporting

• Develop/seek multi-disciplinary education and training materials
to support best practice constipation management and share with
colleagues/peers

• Employ appropriate and timely referral of patients to incontinence
care providers, where they exist.

Gastroenterologists
and gerontologists

• Support development of guidelines to support prevention, diagnosis
and management of constipation in older adults and those living in
care homes

• Support development of a universal definition of constipation, to be
used across all disciplines

• Routine use of the Bristol Stool Form Scale and rectal examination
• Ensure prompt treatment uptake to avoid complications caused by
untreated constipation

• Evaluate existing constipation assessment tools, for example Bristol
Stool Form Scale and ensure uptake, where appropriate
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• Develop/seek multi-disciplinary education and training materials
to support best practice constipation management and share with
colleagues/peers

• Employ appropriate and timely referral of patients to incontinence
care providers, where they exist

Neurologists

• In patients with neurological conditions, such as dementia and

Nurses

• Support development of guidelines to support prevention, diagnosis

Alzheimer’s, ensure prompt treatment following a diagnosis.

and management of constipation in older adults and those living in
care homes

• Support development of a universal definition of constipation, to be
used across all disciplines

• Routine use of the Bristol Stool Form Scale and rectal examination
• Ensure prompt treatment uptake to avoid complications caused by
untreated constipation

• Monitor diet, hydration and mobility in older adults to ensure
preventative measures in place

• Develop/seek multi-disciplinary education and training materials
to support best practice constipation management and share with
colleagues/peers

• Employ appropriate and timely referral of patients to incontinence
care providers, where they exist.

Pharmacists

• Support development of guidelines to support prevention, diagnosis
and management of constipation in older adults and those living in
care homes

• Support development of a universal definition of constipation, to be
used across all disciplines

• Review patient medication to avoid poly-pharmacy
• Ensure prompt treatment uptake to avoid complications caused by
untreated constipation

• Monitor diet, hydration and mobility in older adults to ensure
preventative measures in place

• Develop/seek multi-disciplinary education and training materials
to support best practice constipation management and share with
colleagues/peers

• Employ appropriate and timely referral of patients to incontinence
care providers, where they exist.
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Care home staff

• Routine use of the Bristol Stool Form Scale and rectal examination
• Encourage proactive case finding and suspect and assess
constipation in all older adults in care homes

• Follow step-by-step treatment guidance, if available, to ensure
patients are adhering to their treatment regimen

• Adopt questioning techniques to achieve accurate diagnoses of
patients and encourage self-reporting

• Provide adequate toileting support for care home residents,
particularly those with communication difficulties

• Employ appropriate and timely referral of patients to incontinence
care providers, where they exist.

Commissioners and
Policy makers

• Evaluate available economic data to highlight financial burden of
constipation in terms of hospitalisations, complications, loss of
independence and need for social care

• Consider constipation as an indicator of best practice care quality
measures within existing frameworks

• Manage optimal care provision for patients, where services exist
on a local level.

Patient organisations

• Encourage greater open discussion about constipation as a common
health issue through campaigning and information provision

• Develop information resources for patients/carers
• Support better self-reporting through questioning techniques.
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