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Constipation is one of the most common problems in patients receiving palliative care

and can cause extreme suffering and discomfort. The aims of this study are to raise

awareness of constipation in palliative care, provide clear, practical guidance on man-

agement and encourage further research in the area. A pan-European working group

of physicians and nurses with significant experience in the management of constipa-

tion in palliative caremet to evaluate the published evidence and produce these clinical

practice recommendations. Four potentially relevant publications were identified,

highlighting a lack of clear, practical guidance on the assessment, diagnosis and man-

agement of constipation in palliative care patients. Given the limited data available, our

recommendations are based on expert clinical opinion, relevant research findings

from other settings and best practice from the countries represented. Palliative care

patients are at a high risk of constipation, and while general principles of prevention

should be followed, pharmacological treatment is often necessary. The combination of

a softener and stimulant laxative is generally recommended, and the choice of laxa-

tives should be made on an individual basis. The current evidence base is poor and

further research is required on many aspects of the assessment, diagnosis and man-

agement of constipation in palliative care. Palliative Medicine (2008); 22: 796–807

Key words: clinical practice recommendations; constipation; palliative care

Introduction

Constipation is one of the most common problems expe-
rienced by patients in palliative care, particularly those
with advanced cancer,1 and can cause extreme suffering
and discomfort to the patient. Despite this, there can be
a lack of awareness among medical and nursing staff
looking after patients with palliative care needs, with
regard to the prevalence, causes and impact of constipa-
tion. In some cases, constipation may even be considered
a low priority in the overall management of these patients.

In addition to a lack of awareness, there is also an absence
of clear, practical guidance on the assessment, diagnosis
and management of constipation in palliative care
patients.

Objectives

With the above in mind, the objectives of these clinical
practice recommendations are: first, to raise awareness
of constipation in palliative care; second, to provide
clear, practical guidance on the assessment, diagnosis
and management of constipation in palliative care
patients and third, to encourage further research in the
area.
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Methodology

Search strategy
A systematic literature search was undertaken of PubMed
from 2001 to 2006 and The Cochrane Library.

Search terms
The following key words were used to identify relevant
publications, both as singular terms and in combination:

� constipation;
� laxatives;
� palliative care;
� terminal care;
� terminally ill;
� hospice;
� guidelines;
� recommendations;
� systematic reviews.

Results
The search showed four potentially relevant publications,
which were considered when producing these
recommendations.2–5 The most recent publication identi-
fied was a Cochrane Review on the use of laxatives for the
management of constipation in palliative care (August
2006).5 The Review set out to determine the effectiveness
of laxative administration for the management of constipa-
tion in palliative care patients and the differential efficacy
of the laxatives used to manage constipation. A systematic
review was conducted by the Cochrane Review Group that
identified only four randomised controlled trials (RCTs)
comparing laxatives for constipation in palliative care
patients. The Review Group concluded that the treatment
of constipation in palliative care is based on inadequate
experimental evidence, in that there are insufficient RCT
data and, as a result, there persists uncertainty about the
most effective management of constipation in this group
of patients. The Review Group also highlighted a need
for more rigorous assessment of patients’ bowel function
and a need to support patients to take a more pro-active
role in the prevention and management of constipation.

Levels of evidence
Although these clinical practice recommendations repre-
sent expert clinical opinion, it is helpful to frame the
recommendations in relation to existing evidence. We

have, therefore, graded the four publications identified
by the systematic literature review, according to the fol-
lowing two schema:

� The National Service Framework for Long Term Con-
ditions6 (Table 1).

� Oxford Quality Scale7 and Rinck Scale8 used by the
Cochrane Review Group to assess the methodological
quality of included trials5 (Table 2).

Given that the evidence base is poor and there are lim-
ited data on many aspects of the assessment, diagnosis
and management of constipation in palliative care, our
recommendations are based on expert clinical opinion,
relevant research findings from other settings and best
practice from the countries represented.

We assembled a pan-European working group of
healthcare professionals with significant experience in
the management of constipation in palliative care, to
debate and reach consensus on best practice. The recom-
mendations reflect clinical practice in the countries repre-
sented (see author list).

Definitions

Palliative care
We agree with the definition of palliative care given by the
World Health Organization (WHO) as follows:

� Palliative care is an approach that improves the qual-
ity of life of patients and their families facing the prob-
lem associated with life-threatening illness, through
the prevention and relief of suffering by means of
early identification and impeccable assessment and
treatment of pain and other problems, physical, psy-
chosocial and spiritual.9

Constipation in palliative care patients
There are two aspects that should be considered when
defining constipation in palliative care patients: the first is
measurable symptoms, such as the frequency and charac-
teristics of defecation; the second is the patient’s perception
of constipation, which is related to their level of discomfort
and changes in bowel habit. We, therefore, propose the fol-
lowing definition of constipation in the palliative care set-
ting, which is based on a previous definition:10

Table 1 Grading system used within The National Service Framework for Long Term Conditions6

Publication Design Quality Applicability

Sykes2 P3 (primary research – qualitative and quantitative) Medium Direct
Ramesh, et al.3 P2 (primary research – qualitative) Medium/Poor Direct
Agra, et al.4 P3 (primary research – qualitative and quantitative) Medium/Poor Direct
Miles, et al.5 R1 (systematic review of existing data) Medium/High Indirect (patients with cancer

extrapolated to palliative care)
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� Constipation is the passage of small, hard faeces infre-
quently and with difficulty. Individuals vary in the
weight they give to the different components of this
definition when assessing their own constipation and
may introduce other factors, such as pain and discom-
fort when defecating, flatulence, bloating or a sensa-
tion of incomplete evacuation.

Because constipation should be fundamentally defined by
the patient, we have not specified a frequency of defeca-
tion in our definition. However, if a patient is defecating
less than three times per week (as used in the Rome II
criteria for defining chronic constipation11), an assess-
ment of the patient is recommended. In palliative care
patients, there is an ongoing and long-standing tendency
towards constipation and therefore the management of
constipation in these patients can also be considered
long term (Table 3).

Prevalence of constipation in palliative care

The prevalence of constipation in palliative care patients
varies in different surveys according to the patient popu-
lation assessed and the definition of constipation used,
and overall prevalence estimates range from 32% to
87%.12–15 Physical illness and hospitalisation generally
increase the risk of constipation16 and, in palliative medi-
cine, constipation is the third most common symptom
after pain and anorexia.12

A recent systematic review of reported symptoms in
severely ill patients with a variety of underlying conditions
has shed further light on the prevalence of constipation,
which is remarkably similar regardless of the nature of
chronic disease.17 For example, the prevalence of consti-
pation in palliative care patients was estimated at 23–65%
(cancer), 34–35% (AIDS), 38–42% (heart disease), 27–
44% (chronic obstructive pulmonary disease) and 29–
70% (renal disease).17 Importantly, approximately 50%
of patients admitted to palliative care centres cite consti-
pation as a problem.1

Impact of constipation in palliative care

The impact of constipation should not be underestimated.
In addition to anxiety and distress caused by the problems
of passing hard faeces infrequently and with difficulty, it
can also be associated with abdominal and rectal pain,
abdominal distension, anorexia, nausea and vomiting,
urinary retention, confusion and other negative effects
on the patient’s sense of well being.17 These associated
symptoms can severely affect the life quality of a patient
with constipation. Indeed, constipation has been reported
to rival or exceed pain as a cause of distress in palliative
care patients.7 Treatment of constipation is important not
only for the relief of the immediate symptoms but also
because complications of untreated constipation can
increase the adverse effect on a patient’s life quality.
These include: inadequate absorption of oral drugs, faecal
impaction, rectal tearing, rectal fissure, haemorrhoids,
bowel obstruction and intestinal perforation.18

Burden of care

There are few data indicating the economic costs associ-
ated with constipation in palliative care. One systematic
review of the effectiveness of laxatives in the elderly sug-
gested that the cost of laxatives is £43 million per year in
England.19 An economic study of constipation care in
nursing homes in the USA suggested an annual cost of

Table 3 Summary of key recommendations

Key recommendations

Constipation in palliative care is fundamentally defined by the patient
If the patient complains of constipation or defecates less than three times per week, assessment of bowel habits is warranted
A thorough patient history and physical examination are essential
A checklist of key facts should be used to assess causative factors and impact of constipation – this assessment should be

continuous throughout the patient’s care
If malignant intestinal obstruction is suspected, this should be investigated by radiology
Preventative measures such as ensuring privacy and comfort, encouraging activity and increasing fluid intake should be ongoing

during the patient’s care
Rectal intervention should be avoided where possible, but may be necessary where oral medication has been unsuccessful in re-

establishing a regular bowel pattern
Generally, a combination of a softener (e.g., polyethylene glycol and electrolytes or lactulose) and a stimulant (e.g., senna or

sodium picosulphate) laxative is recommended

Table 2 Oxford quality scale7 and Rinck scale8 used by
the Cochrane review group to assess the methodological
quality of included trials5

Publication Methodological
quality – Oxford
quality scale

Methodological
quality – Rinck scale

Sykes2 2/5 2/6
Ramesh, et al.3 3/5 2.5/6
Agra, et al.4 2/5 3/6
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treating constipation (drug costs plus nursing staff costs)
of US $2253 per long-term resident.20 It is not known if
this cost will be similar in different groups of patients
receiving palliative care.

The nursing cost required to manage constipation is a
substantial part of the overall costs. A UK-based study
found that 80% of community nurses spend up to half a
day each week treating patients with constipation.21

Another study reported that 5.5% of calls to an out-
of-hours district nursing service were directly related to
constipation.22 These figures are likely to be higher in
the palliative care setting because of the increased risk fac-
tors for constipation.

Causal and contributing factors

Palliative care patients are at greater risk of constipation
because of a combination of organic and functional fac-
tors (Table 4).7,18,23 We have not attempted to ‘rank’ these
factors in terms of frequency or importance because in
most cases a combination of these factors will contribute
to the patient’s constipation. However, it is worth
highlighting that a large variety of causes exist, including
a wide variety of pharmacological agents, and not just
opioids as is often assumed. However, any patient taking
opioid analgesics will have a high risk of developing con-
stipation, and will probably require laxative treatment.

Assessment and diagnosis

As mentioned earlier, constipation is largely a ‘patient-
defined condition’ and if a patient complains of being con-
stipated, further assessment is required. However, even if
the patient does not ‘feel’ constipated, there may be a need
for assessment and treatment if the frequency of defeca-
tion is less than three times per week.

Either of the above situations should alert the health-
care professional to the possible presence of constipation,
and a thorough and methodical assessment of the patient

should be conducted, including a full patient history and
physical examination.15 It is important to take a full
patient history to establish the difference between current
and normal pre-illness bowel patterns and to identify any
psychosocial factors that may be inhibiting the
patient.15,24 If it is more than 3 days since the last bowel
movement, or the patient describes incomplete evacua-
tion, a rectal examination is also recommended to exclude
faecal impaction. It is important to remember that leak-
age of fluid faeces past an impacted mass can mimic diar-
rhoea, and so unless the history clearly suggests that diar-
rhoea is the result of acute infection, rectal examination
should be performed. On occasion, radiology may be
recommended for specific patients.

Constipation assessment scales

There are a number of constipation assessment scales
available, which have been designed to assess the presence
and severity of constipation. We believe that such scales
are useful, validated tools for research and training and
while not recommended for routine clinical practice,
they may be useful for encouraging patients to assess
their own bowel movements, or when communication
between the healthcare professional and patient is
difficult.25 Two important aspects of any tool designed
for use in the clinical setting are readability and time nec-
essary for completion. Four of the most commonly used
constipation assessment scales are listed below:

� Bristol Stool Form Scale26;
� Constipation Assessment Scale27;
� Constipation Visual Analogue Scale1;
� Eton Scale Risk Assessment for Constipation.28

Obstruction

If a malignant intestinal obstruction is suspected, this
should be investigated by history (e.g., known presence of

Table 4 Causal and contributing factors to constipation in palliative care patients (adapted from Sykes, 2004)

Organic factors
Pharmacological agents Antacids, anti-epileptics, anti-emetics (5-HT3 antagonists), antihypertensives, antiparkinsonians,

anticholinergics, antidepressants, antitussives, antidiarrhoeals (when used in excess), cancer
chemotherapies (vinca alkaloids), diuretics (when causing dehydration), iron (orally administered),
opioid analgesics, neuroleptics

Metabolic disturbances Dehydration (fever, vomiting, polyuria, poor fluid intake, diuretics), hypercalcaemia, hypokalaemia,
uraemia, hypothyroidism, diabetes

Neurological disorders Cerebral tumours, spinal cord involvement, sacral nerve infiltration, autonomic failure (primary such as
Parkinson’s disease, multiple sclerosis, motor neurone disease; or secondary to cancer or diabetes)

Structural abnormalities Pelvic tumour mass, radiation fibrosis, painful anorectal conditions (haemorrhoids, anal fissure, peri-
anal abscess), uncontrolled cancer-related pain or other pain such as movement-related pain or
breakthrough pain

Functional factors
Diet Poor appetite and low amounts of food intake, low-fibre diet, poor fluid intake
Environmental Lack of privacy, comfort or assistance with toileting
Other factors Advanced age, inactivity, decreased mobility, confined to bed, depression, sedation
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intra-abdominal tumour, absence of passage of flatus per
rectum), examination (e.g., abdominal distension, abnor-
mal bowel sounds) and, if necessary, radiology (e.g., plain
X-ray of the abdomen). If the obstruction is partial, a soft-
ener should be used alone (see discussion on treatment
later in this document). If the intestine is fully obstructed,
laxatives should not be used and consideration should be
given to surgical or conservative management.

Confirmation of constipation

If constipation is confirmed, further enquiry is advised to
assess causative factors and the impact of constipation on
the patient. To help the healthcare professional illicit the
most valuable information from the patient, we have sug-
gested a checklist of key facts that should be established
(Table 5). The questions asked of the patient should illicit
information on the frequency and consistency of bowel
movements, changes in bowel pattern, the presence and
severity of discomfort and pain, the sensation of complete
evacuation and feelings of satisfaction, the importance
and emphasis that the patient places on constipation and
normal bowel function, and any other psychosocial fac-
tors that may be affecting the patient’s ability to defecate.

Management of constipation in palliative care

Aims
The aims of management of constipation in palliative care
patients are to:

� re-establish comfortable bowel habits to the satisfac-
tion of the patient;

� relieve the pain and discomfort caused by constipation
and improve the patient’s sense of well being;

� restore a satisfactory level of independence in relation
to bowel habits;

� consider individual patient preference;
� prevent related gastrointestinal symptoms such as nau-

sea, vomiting, abdominal distension and abdominal
pain.

General principles of prevention

To achieve these aims, some important aspects of manage-
ment must be ongoing and continuous. In palliative care,
the underlying causal factors for constipation are likely to
be long-standing and therefore the bowel pattern must be
continually assessed. The ongoing assessment of the patient
is important for two reasons. First, it is necessary to
monitor improvements or deterioration in the patient’s
bowel pattern or their perception of bowel movements,
regardless of whether they are receiving treatment or not.
Second, assessment helps management decisions because
some of the causal factors of constipation may be modifi-

able (e.g., if a particular pharmacological agent is identified
as a possible causative factor, changing the agent or route
of administration may reduce the risk of constipation).

Prevention of constipation
As with most medical conditions, healthcare professionals
should encourage and promote changes in the patient’s life-
style, or other underlying factors that may prevent or
reduce constipation. Patient education is, therefore, a cen-
tral part of prevention. It is important to realise that, as
with assessment, preventative measures should be ongoing
throughout a patient’s palliative care. Key approaches to
prevent or reduce the risk of constipation are listed below.

� Ensuring privacy and comfort to allow a patient to
defecate normally;

� Increasing fluid and fibre intake within the patient’s
limits;

� Encouraging activity and increased mobility within
the patient’s limits;

� Anticipating the constipating effects of pharmacologi-
cal agents, such as opioids, and providing laxatives
prophylactically.

Abdominal massage may also be useful in some patients for
the prophylaxis and treatment of constipation, usually com-

Table 5 Checklist of key facts that should be established
by the healthcare professional when constipation is
suspected (based on Sykes, 2004)

Frequency and consistency of bowel movements
Is the patient continent or incontinent?
When were the bowels last opened?
What was the consistency of the last stool?
Is there blood in the stool?
Is there mucus in the stool?

Changes in the patient’s bowel pattern
Does the patient feel more constipated than normal?
How characteristic of recent bowel habits was the last

defecation?
Is the level of straining greater than usual during defecation?
Is the urge to defecate largely absent?

Discomfort and pain
Is defecation painful?
Is there discomfort during defecation?
Does the patient feel a need to defecate, but is unable to do

so, because of rectal pain or movement-induced pain?
Sensation of complete evacuation
Does the patient feel satisfied after defecation?

How important is regular bowel movement to the patient?
Does the patient have feelings of anxiety about their bowel

pattern?
Does constipation cause concern or worry?

Environmental factors affecting bowel movement
Does the patient have sufficient privacy to defecate?
Does the patient require assistance to get to a toilet?
Does the patient feel sufficiently comfortable to defecate?
Use of bed-pans can cause abnormally high strain

pressures
The patient can feel physically unstable (e.g., on a bed-pan),

which can affect confidence and ability to defecate
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bined with other measures. Individuals may find personal
benefit from a range of other complementary therapies.

It should be noted that, although it is commonsense to
encourage patients to take practical steps to prevent or
reduce the risk of constipation through lifestyle factors
such as diet and mobility, and that healthcare profes-
sionals involved in the management of palliative care
patients have a duty of care to encourage such changes,
research suggests that there is a limit to their influence and
they should not be solely relied upon.

Fluid and fibre intake

Many palliative care patients often have a degree of
anorexia29 and, with the reduction in the overall amount
of food consumed, comes a reduction in the intake of high
fibre food.30 Although dietary fibre supplements have
been shown to increase stool weight and decrease transit
time,31 the amount of fibre required to have an effect is
unrealistic to expect a palliative care patient to consume.
A study of cancer patients undergoing radiotherapy
showed that a 50% increase in bowel frequency would
require a 450% increase in fibre intake.32 Adequate fluid
intake is equally important to bowel function and the
effectiveness of dietary fibre;33 however, the ability to con-
sume fluids often diminishes with disease progression.
Research suggests that the prevention of constipation
requires at least 2 L of fluid per day and at least 1.5 L is
required for the safe use of dietary fibre supplements.34 It
has, therefore, been concluded that, for reasons of both
efficacy and safety, reliance on dietary fibre for the relief
of constipation in palliative care is inappropriate.30

Mobility

Although there is evidence to support the link between
exercise and faster bowel transit times,35 there is a limit
to this influence. Research in the general adult population
has shown only a weak correlation between constipation
and physical activity and, in fact, increasing exercise was
shown to be more likely to improve well being than to
reduce constipation.36 In a palliative care population,
the prime motivation for maximising mobility should be
improved quality of life with any improvement in consti-
pation being an additional benefit.30

General principles of treatment

Although preventative measures will help many patients,
constipation is a frequent symptom in palliative care
patients and pharmacological treatment is often neces-
sary. Similarly, the underlying cause of constipation is
often unavoidable. The preferred treatment will have cer-
tain desired properties (Table 6).

Classification of laxatives
The variety of laxatives available can be broadly sepa-
rated into two types: those that act predominantly by soft-
ening faecal matter and those that act predominantly
through direct stimulation of peristalsis (Figure 1 and
Table 7). The evidence to favour one laxative over
another in palliative medicine is scarce, but below we
make some general recommendations when considering
the prescription of laxatives in this setting. Clearly, the
availability of different laxatives in different countries
will also influence the choice of agent.

Rectal suppositories
We acknowledge that the social acceptability of these
interventions varies from country to country, but oral
laxatives should, where possible, be used in preference.
Rectal treatments may be necessary (alone or in combina-
tion with oral laxatives) in patients who cannot tolerate or
swallow oral laxatives, when there is faecal impaction, or
in patients with spinal cord lesions and disrupted innerva-
tion to the lower bowel. It should be noted that arachis oil
is derived from peanut oil and peanut allergy may prevent
its use.

Specific recommendations for laxative

treatment

As mentioned previously, there are limited data on the
efficacy and safety of laxatives in palliative care patients.
To our knowledge, there are only three published clinical
trials assessing efficacy and safety in this patient group,
and these have shown minimal differences in effectiveness
between individual laxatives.2–4

Generally, a combination of a softener and a stimulant
is recommended for the management of constipation in
palliative care. Peristalsis stimulants have a tendency to
cause colic pain unless accompanied by an agent that
will soften the stool. However, in a frail patient, a softener
used alone may not be sufficient to enable a stool to be
expelled, or may do so only if an unacceptably large vol-
ume is swallowed. Generally, lactulose is similar to other
softeners in its ability to expel a stool, but occasionally it
can produce a strong purgative action. Flatulence is a
more common problem with lactulose use.38–40 Among
stimulant laxatives, it is advisable not to use danthron-
containing preparations in incontinent patients because
of the risk of skin contact giving rise to irritation and
rashes.

Any laxative will be more effective if the patient is well-
hydrated,34 but this is increasingly difficult to achieve as
the patient becomes more ill. If bulking agents, such as
isphagula, methyl cellulose and bran, are taken with inad-
equate water, they can precipitate intestinal obstruction
through formation of a viscous mass in the bowel. For

Management of constipation in palliative care 801

 at Bobst Library, New York University on June 22, 2015pmj.sagepub.comDownloaded from 

http://pmj.sagepub.com/


this reason, they should generally not be used in palliative
care patients, many of whom will be unable to consume
such large volumes of fluid.15,41

When constipation is diagnosed, a spontaneous bowel
action may not be possible if faecal impaction is present.
In these circumstances, an enema or suppository may be
needed. An oil or phosphate enema is indicated for impac-
tion with hard faeces, but for a softer faecal mass, suppos-
itories may be adequate. If oral laxative treatment is given
alone, a bowel action should be expected within 3 days. If
this does not occur, the use of a combination of softening
and stimulant laxatives is essential. The dose should then
be titrated upward on a daily or alternate day basis until a
bowel action is achieved. If practicable, and acceptable to
the patient, rectal examination for impaction should also
be performed periodically during this up-titration and an
enema or suppository used if indicated. However, ade-
quate oral laxative dose titration can halve the need for
rectal interventions. The occurrence of colic means that
the dose of softening laxative should be increased relative
to that of the stimulant, whereas the development of fae-
cal leakage suggests a need to reduce the softening dose
and perhaps increase that of the stimulant. Within each
laxative category, there is no conclusive evidence to rec-
ommend any specific preparation, but on an idiosyncratic
basis, one agent may suit an individual patient better than
another and so flexibility is needed on the part of the
prescriber.

In summary, the combination of a softener and stimu-
lant is recommended and should be chosen on an individ-
ual basis, but potency, propensity to induce colic pain,
and the ability to swallow large volumes of liquid are all
factors that should be carefully considered when matching
treatment to the patient.

Recommendations for patients with specific

needs

There are many patients who potentially cannot be
assessed and managed following the basic principles sug-
gested in these recommendations. For example, adults
and children with any sort of cognitive impairment (e.g.,
confusion, dementia or special needs), or patients with spi-
nal cord compression, may have different management
needs. Although an exhaustive description of different
patient groups and their management is not within the
scope of these recommendations, we acknowledge that
these patient groups are important in palliative care and
can constitute a substantial proportion of patients that are
treated.

The assessment of some patients, for example, those
with more severe cognitive impairment, may need to be
modified and assessed on a case by case basis. In such
cases, a ‘surrogate marker’ for constipation may be useful
and we suggest that bowel movements of less than three
times per week indicate the need for further investigation
and possible treatment. The ability of the patient to take a
particular oral laxative may be an important aspect in the
choice of treatment.

Practical advice for nurses involved in

palliative care

Nursing staff play an important role in the management of
constipation in palliative care because they are in regular

Figure 1 Oral laxative classification. Adapted from Sykes (2004).

Table 6 Preferred characteristics of a laxative

Oral formulation
Palatable
Minimal side effects at recommended doses – in particular colic

pain
Potent enough to have an effect but not so potent as to carry a

high risk of inducing diarrhoea
Total number of pills or total volume of liquid medication at an

acceptable level for the patient
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Figure 2 Prophylaxis and ongoing assessment of bowel pattern.

Management of constipation in palliative care 805

 at Bobst Library, New York University on June 22, 2015pmj.sagepub.comDownloaded from 

http://pmj.sagepub.com/


contact with patients. Anticipation and evaluation are key
roles of nursing staff – nurses are ideally placed to assess the
patient’s risk of becoming constipated and to assess the effi-
cacy of constipation prophylaxis or treatment. A number
of specific aspects of care can, therefore, be monitored and
managed on a day-to-day basis by nurses. These include
regular assessment of the following factors:

� quantity and quality of stools;
� length of time taken to defecate;
� diarrhoea and overflow diarrhoea;
� continence and incontinence;
� effectiveness of laxatives;
� use of complementary therapies;
� diet and fluid intake;
� satisfaction with environmental factors, such as com-

fort and privacy;
� need for abdominal massage.

We have developed an alogarith to summarise our recom-
mendations on prophylaxis, ongoing assessment and
treatment (Figure 2), which we feel would serve as an
excellent guide for all medical and nursing staff involved
in the management of constipation in palliative care
patients.

Recommendations for management of

constipation in the dying patient

During the last days of life, it is important to regularly
reassess the aims of management, as previous symptoms
may improve or worsen and new symptoms may arise.42

Although constipation can still be a problem in the last
days of life, a patient’s deteriorating functional status
can mean that the symptoms of constipation become less
apparent as they become comatose and, as such, the man-
agement of constipation becomes a lower priority in their
overall care.

In the last few days of life, when patients are no longer
able to receive medication and their level of consciousness
diminishes, oral laxatives should be discontinued. The
need for rectal care is likely to be rare at this stage.

New developments

In April 2008, the European Medicines Agency approved
the use of methylnaltrexone (Relistor) by subcutaneous
injection for the relief of opioid-induced constipation.
This is the first time that a specific treatment for constipa-
tion linked to opioid analgesia has become available.
Methylnaltrexone is formed by N-methylation of the
basic naltrexone molecule, which restricts its ability to
cross the blood–brain barrier. Hence, methylnaltrexone
antagonises opioid actions at gastrointestinal μ-opioid
receptors without impairing analgesia mediated by

opioids in the central nervous system. In a double-blind
RCT conducted in 133 palliative care patients, methylnal-
trexone was significantly superior to placebo in stimulat-
ing laxation without evidence of exacerbation of pain or
precipitation of withdrawal.43 Initially, the therapeutic
role of methylnaltrexone is likely to be the treatment of
opioid-induced constipation that has been resistant to
conventional laxative interventions.

Summary

We hope that these recommendations provide healthcare
professionals with a useful, practical tool for the everyday
assessment, diagnosis and management of constipation in
palliative care patients, and also serve to raise awareness
of the problem of constipation in this important patient
group.
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