
Progress in treating bowel 

dysfunction

Christine Norton PhD MA RN

Nurse Consultant (Bowel Control)St Markôs Hospital

Professor of Clinical Nursing Innovation

Bucks New University & Imperial College Healthcare 

NHS Trust



Oré.

ñmy Mumôs a bottom nurseò 

(Luke Norton aged 6)



Progress in bowel care
ÅContinence services cover bladder & bowel

ÅMuch best practice now mainstreamed (e.g. NICE 

guidelines on FI, IBS, childhood constipation)

ÅWhat is new?

ÅWhere can we be developing?

ÅCollaboration between continence, colorectal, 

stoma care and gastroenterology?

ÅCustomise approaches to different patient groups?



Validated assessment tools

ÅGeneric (e.g. SF36) not very sensitive

ÅRockwood (2000) FI QoL scale

ÅICIQ-B (Cotterill, Norton et al, in preparation)

ÅAgachan (1996) constipation scale

ÅPAC-SYM & PAC-QOL (Marquis et al 2005)

ÅBut: symptoms are VERY varied:

ÅIndividual goal setting, e.g. MY-MOP?



Systematic reviews on 

the management of FI
ÅICI (Norton, Madoff et al 2001, 2005, 2009)

ÅNICE: Guidelines on management of FI: 

(Norton et al June 2007)

ÅCochrane reviews: 

ÅDrugs (Cheetham & Norton 2002)

ÅBiofeedback & exercises (Norton & Cody 2006 2010 update)

ÅNeurogenic bowel interventions (Coggrave & Norton 2006)

ÅElectrical stimulation (Hosker & Norton 2007)

ÅPerianal injectable agents (Maeda & Norton 2010)

ÅBiofeedback for constipation (Woodward, Norton & Chiarelli 
2010)



St Markôs biofeedback service 2010

ÅAdditional services:

ïThird degree tear clinic

ïNeurogenic bowel clinic

ïSNS clinic

ïPTNS clinic 

ïIrrigation clinic

ïGroup therapy

ïComplimentary therapies

ïPain clinic & hypnotherapy



Prevention of FI

Modify known risk factors
ÅObstetric: vaginal delivery, instrumental delivery, 

3rd degree tear
ïManagement of labour, repair of tears

ïValue of preventive exercises??

ÅColorectal surgery: anal operations, low rectal 
resections, ileo-anal pouch

ÅFrail older people: opportunities to use toilet and 
avoid faecal impaction

ÅTreat diarrhoea

ÅWeight loss, stop smokingé.??



Initial management: diet
ÅDiet affects stool consistency

ÅFibre, caffeine, artificial sweeteners and alcohol 
each speed transit; lactose intolerance common

ÅFibre supplements improved FI vs. placebo in 39 
patients (Bliss 2001)

ÅSuggestion from an RCT study that some 
respond to high fibre and some to low fibre 
(Lauti et al 2008)

ÅNo other diet RCT



Drugs: anti-diarrhoeal

ÅEvidence for loperamide (Imodium) in 

diarrhoea-related FI (3 studies)

ÅICI grade A recommendation to use 

loperamide in patients with FI + loose stool

ÅAdjust dose, timing, tablets or liquid, take 

as needed

ÅCodeine phosphate also helps, but more 

side-effects



Specialist management

ÅIf simple measures such as changing 
bowel habit, diet, medications  and anti-
diarrhoeals donôt work: consider more 
ñspecialistò options:

ïPelvic floor muscle training (anal sphincter 
exercises)

ïBiofeedback (PFMT, sensory training)

ïAnal electrical stimulation

ïSpecialised diets

ïRectal irrigation



Cochrane review of 

biofeedback +/- PFMT for FI 
(Norton & Cody 2006)

Å11 RCTs, 564 patients, 8 poor quality 

ÅNo additional benefit of exercise or BFB over 
conservative advice



Howeveré..
ÅComplex package of care

ÅNew evidence since Cochrane reviews (7 new 
studies)

ÅWhitehead 2009: managed medical problems 
first: biofeedback group then did much better 
than exercises alone

Å2010 Cochrane review likely to change 
conclusion: Biofeedback does confer more 
benefit than other interventions without 
instruments for FI



Controlled trials of biofeedback for 

constipation

ÅEMG BFB vs diazepam or placebo

ï117 patients with dyssynergia, same number 

of sessions

ïTrend favours BFB (p = 0.067)

Å55 Patients with dyssynergia: BFB vs 

PEG: 80% vs 22% improved, lasted 2 yrs



Evidence for constipation 

biofeedback 
ÅNumerous uncontrolled trials                

Systematic review of RCTs:

Å7 RCTs

ï4 different modalities

ï3 vs. another intervention

ïPoor quality, outcome measures and reporting

ïOR benefit 5.9 compared to other treatments

ïEMG > other methods (OR 6.7)

ïKoh et al BJS 2008



Rectal balloon expulsion
ÅLying facing therapist

ÅDistend to 
sensation/urge (50mls 
usual)

ÅBrace abdominal 
muscles + bulge + 
relax PF/anus

ÅExpel or at least 
propel in right 
direction

ÅWe do not use other 
equipment (e.g. EMG)



PFMT, biofeedback, 

electrical stimulation

ÅMost patients seem to improve, whatever 
is done

ÅBiofeedback is one of a range of possible 
interventions, depending upon individualôs 
assessed needs, availability of treatment, 
personal preferences and costs

ÅIndividualised care remains the best option



Peripheral Tibial Nerve Stimulation 

(PTNS) for FI?
ÅUsed for urinary incontinence with good 

effect

ÅSmall literature emerging in faecal 

incontinence (eg Queralto 2006)

ÅRCTs ongoing

ÅOne to watch for the future

ÅAs with SNS, effect may be motor, 

sensory, peripheral or central, placebo??



Peripheral Tibial Nerve Stimulation 

(PTNS) for constipation?

ÅUsed for urinary inco and FI

ÅSmall pilot study in constipated women

Å12 sessions 1-3 times per week

ÅSymptom scores improved in some

ÅLarger case series ongoing and RCT 
planned

ÅBrigitte Collins et al 2010



Sacral Nerve Stimulation
ÅMainstream in Europe for FI

ÅGrowing use in constipation

ÅMay have a role in IBS and anal pain??

ÅLong term results may not be as good as 

initial results

ÅNot without complications and side effects



Recto-sigmoid

washout



What is the role of irrigation in 

faecal incontinence & constipation?

ÅSCI: RCT 87 patients, 10 weeks irrigation or 

conservative management. Irrigation improved 

FI, constipation and QoL (Christensen 2006)

ÅCase series also suggest benefit in non-

neurogenic patients (Gardiner 2004; Koch BJS 2008:

3/10 major improvement)

ÅStudies awaited!

ÅGrowing body of experience in trouble-shooting



Faecal incontinence in IBD

ÅPeople with IBD repeatedly rate continence and 
toilets in their top 5 concerns

ÅIBD should increase risk of faecal incontinence 
(loose stool, urgency, fistula etc)

ÅNo previous study has looked at prevalence or 
treatment (except in pouch and fistula patients)

ÅNACC psychosocial grants: prevalence, tool to 
measure, desire for services



Bowel care in Neuro-disability

ÅMaureen Coggrave doctoral study in SCI:

ÅMajority (80%+) need to use manual 

evacuation even in a careful step-wise 

protocol

ÅPost-doc studies funded by NIHR: 

developing outcome tools and service 

models

ÅMS Society: PhD studentship



Constipation in children 

(NICE 2010: CG 99)

ÅConstipation affects 5-30% children

ÅBecomes chronic in 1/3

ÅCommon reason for hospital referral

ÅHistory and examination to exclude red flags

ÅNo need for tests usually (Xrays, endoscopy)

ÅInform and reassure

ÅExclude impaction (exam abdomen or rectally)

ÅProceed to conservative management



Drug therapy for constipation
ÅMost laxatives become ineffective for most 

patients?

ÅNot well targeted

ÅNew more targeted approaches:
ïOpioid: peripherally-acting Mu-opioid receptor 

antagonists 

ïChloride channel activators

ï5-HT4 agonists

ïProbiotics??

ïInvestigational



5-HT4 agonists
ÅInitiates peristaltic reflex, increases fluid 

secretion, inhibits visceral hypersensitivity 

ÅTegaserod withdrawn for cardiovascular events

ÅPrucalopride more selective: enterokinetic

ÅDecreased colonic transit time, increased SBM, 
softer stool, increased rectal sensitivity, both 
slow and normal transit

ÅSide effects: headache and diarrhoea

ÅCamilleri 2008; Sloots 2002; Emmanuel 2002 



Opioid induced constipation
ÅMethylnaltrexone Bromide (SC Relistor)

ÅActs locally but not centrally

ÅRCT: 133 patients with 3 days laxative + no BM

ÅPain relief maintained, no withdrawal symptoms

Å48% laxation within 4 hours of first dose (15% in 
placebo group)

ÅResponse maintained in open label extension 

ÅThomas et al NEJM 2008

ÅAlvimopan (oral) also effective (Webster, Pain 
2008) + for post op ileus (Tan APT 2007)                                    
but not for idiopathic?



Chloride channel activators
ÅFDA approved Lubiprostone

ÅSelective chloride channel activator

ÅActs on the GI epithelium ïincreased chloride 

secretion ïincreased intraluminal fluid

Å242 patient RCT: increased spontaneous bowel 

movements (SBM); within 48 hours 80 vs 60% 

SBM

ÅSide effects: bloating, diarrhoea, nausea

ÅJohanson APT 2008



Investigational drugs
ÅRenzapride: 5-HT4 agonist + 5-HT3

antagonist ïadverse events?

ÅLinaclotide: guanylate cyclase agonist

ÅNeurotrophins in SCI (SC ïpain)

ÅCholinesterase inhibitors (pyridostigmine) 
in autonomic neuropathy (Bharucha 2008)

ÅProbiotics/prebiotics De Paula 2008: 266 
women: 22% increase SBM per week:      
? clinically significant



Complimentary therapies?
ÅAlmost no high quality evidence

Å1/3 FBD use it (van Tilburg 2008)

ÅSuggestion from China for reflexology

ÅPilot study: 19 women waiting for BFB:
ïIdiopathic constipation, 6 sessions

ï10 improved transit times (10/13 with STC)

ï17/19 rated constipation improved

ïImproved vitality on SF36

ï12/15 off laxatives, 2 reduced

ïRCT vs. biofeedback now in progress

ïWoodward & Norton 2009 



Patient rating of change with reflexology
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Pain in functional bowel disorders
ÅCardinal feature of IBS

ÅAntispasmodics and diet may help

ÅCan be severe and difficult to treat

ÅLow dose psychotrophics (NICE; Drossman 2010)

ÅAvoid opiates

ÅHypnotherapy and complimentary therapies 
may help (but expensive)

ÅPsychotherapy may help in selected cases

ÅHow to give ongoing support?



Disguised eating disorder?

ÅMany young women with idiopathic 

constipation report symptoms similar to 

eating disorders

ÅBoth groups high incidence of abuse

ÅHigh levels of psychopathology 

ÅSmall scale and anecdotal reports

ÅStudy of prevalence in progress






