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RECOMMENDATIONS 

MAJOR RECOMMENDATIONS 

The grades of evidence (A1, A2, B1, B2, C1, C2, D) are defined at the end of the "Major Recommendations" field. 

Assessment Criteria 

The following assessment criteria indicate patients/clients who are likely to benefit most from the use of this 

evidence-based guideline: 

� Patients/clients greater than 65 years of age (Crane & Talley, 2007; Evans et al., 1998; Panchal, Muller-

Schwefe, & Wurzelmann, 2007. Evidence Grade = D).  

� Patients/clients who have less than three bowel movements per week and/or experience straining at stool 

more than 25% of the time (Arce, Ermocilla, & Costa, 2002; Corazziari, 2004; Folden et al., 2002; Garrigues 

et al, 2004; Harari et al., 1994. Evidence Grade = C).  

� Patients/clients who experience any of the following: 

� Hard and/or dry stool (Folden et al., 2002; Panchal, Muller-Schwefe, & Wurzelmann, 2007. Evidence 

Grade = D).  

� Abdominal distention, fullness and/or bloating in the presence of rectal fullness and pressure 

(Corazziari, 2004; Crane & Talley, 2007. Evidence Grade = D).  

� Absence of a bowel movement accompanied by an empty rectum on digital exam (Donald et al., 

1985).  

� Rectal pain with passing stool (Corazziari, 2004; Harari et al., 1994. Evidence Grade = B2).  

� A feeling of incomplete evacuation of stool (Corazziari, 2004; Crane & Talley, 2007; Harari et al., 

1994. Evidence Grade = D).  

The first step of management of constipation is to identify and assess older adults who are at high risk for 
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constipation (Eberhardie, 2003. Evidence Grade = D). The Management of Constipation Assessment Inventory 

in Appendix C in the original guideline document includes risk factors for development of constipation, and thus may 

be helpful when obtaining a clinical history. It is important to determine that constipation is actually present before 

initiating interventions. Untreated constipation may lead to fecal impaction and bowel obstruction (Arce, Ermocilla, & 

Costa, 2002. Evidence Grade = C2). 

Recall of bowel frequency has been found to be unreliable when establishing the presence of constipation. 

Therefore, the documentation of bowel movement frequency by using a bowel diary has proven to be more accurate 

in determining the presence of constipation (Eberhardie, 2003; Folden et al., 2002; Norton & Chelvanayagam, 2000. 

Evidence Grade = D) (See Appendix D in the original guideline document for Bowel Pattern Assessment Form). 

To get an accurate assessment of the patient's stool consistency, a 7-point visual scale may be helpful (Norton & 

Chelvanayagam, 2000) (See Appendix D.2 in the original guideline document for Bristol Stool Form Scale). 

If the presence of constipation is established, the individual should have a physical assessment. Physical 

assessment should begin with observation, auscultation, percussion and palpation. Bowel sounds are assessed to 

assure active motility and transit to rule out bowel obstruction. The presence and/or absence of bowel sounds 

should be auscultated; they are most often heard in the right lower quadrant. If not heard immediately you should 

listen up to two minutes in each of the four quadrants. If bowel sounds are not present, the primary care provider 

(PCP) should be contacted to rule out bowel obstruction before further intervention. Palpate the abdomen for 

abdominal masses, assessing for rigidity, distension, or tenderness, if any of these abnormalities are present, the 

primary care provider should be contacted before further intervention (Eberhardie, 2003; Folden et al., 2002; Tariq, 

2007. Evidence Grade = D). 

If the above abnormalities are ruled out and the presence of constipation is established, the individual should be 

assessed for rectal impaction by digital exam. Nurses should follow the local policy of their institution for proficiency 

guidelines (Eberhardie, 2003. Evidence Grade = D). If stool is present, disimpaction or other interventions may be 

appropriate; contact the individual's primary healthcare provider (e.g., physician, nurse practitioner, or physician's 

assistant) for further interventions (Norton & Chelvanayagam, 2000. Evidence Grade = D). 

Description of Intervention 

Prevention 

Intestinal complaints are common in the elderly and have a significant impact on quality of life. Initiating constipation 

management for those at risk of constipation can alleviate suffering and promote the ability to lead a fuller life 

(Spinzi, 2007). Initial management of constipation (prevention) is recommended as a combination of fluids, diet, 

exercise, and toileting regimen (Folden et al., 2002; Hsieh, 2005; Meza, Peggs, & O'Brien, 1984; Tariq, 2007. 

Evidence Grade = D). After identifying an individual at risk for constipation, the following actions should be 

implemented. 

Fluid Intake 

Older adults may consume insufficient amounts of fluid that may predispose them to constipation (Folden et al., 

2002; Hsieh, 2005; Mentes, 2004; Tariq, 2007. Evidence Grade = D). 

� Fluid intake of at least 1.5 liters (6 cups) per day is recommended to avoid constipation (Folden et al., 2002; 

Hsieh, 2005; Mentes, 2004; Tariq, 2007. Evidence Grade = D).  

� In their sixth and final report of the Dietary Reference Intakes (DRIs), the Food and Nutrition Board, Institute 

of Medicine, and National Academy of Sciences set the Adequate Intake (AI) of fluids for hydration as 2.7 

liters (11 cups) per day for females ages 19-70, and 3.7 liters (15 cups) per day for males ages 19-70. This 

fluid recommendation includes fluid from ALL sources. Twenty percent of fluid for hydration comes from food 

and 80% from beverages; therefore, females need about 8 cups and males about 12 cups fluid per day for 

adequate hydration (Institute of Medicine Food and Nutrition Board, "Dietary reference intakes for water," 

2005. Evidence Grade = D).  

� Fluid can come from all beverages, including water, juice, coffee, tea, and carbonated drinks. Caffeinated 

fluids do not make a significant difference in hydration (Institute of Medicine Food and Nutrition Board, 

"Dietary reference intakes for water," 2005. Evidence Grade = D).  

Diet 

A high fiber diet has been found to increase bowel frequency and to be effective in treatment of constipation (Folden 
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et al., 2002; Hsieh, 2005; Tariq, 2007. Evidence Grade = D). Dietary fiber is a natural component of plant products, 

such as fruit, vegetables, and grains. It provides the bulk needed by the colon to eliminate body waste (Di Lima, 

1997. Evidence Grade = D). As fiber passes through the colon, it acts as a sponge by absorbing water. This results 

in bulkier and softer stools. Waste then moves through the body more quickly allowing easier and more regular 

bowel movements (Di Lima, 1997; Folden et al., 2002; Hsieh, 2005; Tariq, 2007. Evidence Grade = D). A diet high 

in fiber is not recommended for individuals who are immobile or who do not consume at least 1500 

milliliters of fluids per day (Donald et al., 1985. Evidence Grade = D). 

� The DRI for total fiber is 21 grams per day for females ages 51-70, and 30 grams per day for males ages 51-

70 (Institute of Medicine Food and Nutrition Board, "Dietary reference intakes for energy," 2005. Evidence 

Grade = D).  

� Recommendations for dietary fiber intake vary from 25-30 grams per day to 20-35 grams minimum per day 

when fluid intake is at least 1500 milliliters per day (Di Lima, 1997; Hsieh, 2005; Tariq, 2007. Evidence Grade 

= D).  

� Dietary fiber includes insoluble and soluble fiber (Di Lima, 1997. Evidence Grade = D). 

� Insoluble fiber is found in wheat bran, vegetables, and whole grains. It does not dissolve in water. This 

type of fiber is most helpful in preventing constipation (Di Lima, 1997. Evidence Grade = D).  

� Soluble fiber is found in oat bran, barley, some beans, and certain fruits and vegetables. This fiber 

forms a gel when mixed with water. Soluble fiber has minimal benefit in preventing or managing 

constipation (Di Lima, 1997. Evidence Grade = D) (See Appendix E in the original guideline document 

for Dietary Fiber Values in Selected Foods).  

� Several studies have shown the effectiveness of fiber supplements such as "power pudding" which may be 

used in combination with a high fiber diet (Brown & Everett, 1990; Gibson et al., 1995; Neal, 1995. Evidence 

Grade = D) (See Appendix F in the original guideline document for Power Pudding Recipes).  

� One study showed that the use of the high fiber recipe called "Pajala Porridge" was well-tolerated, well-liked, 

and reduced the need for laxatives (Wisten & Messner, 2005. Evidence Grade = D) (See Appendix G in the 

original guideline document for High Fiber Recipes).  

� High fiber bran products, such as wheat bran, bran flakes, or bran cereals can be substituted in recipes to 

increase the fiber content of the food (Di Lima, 1997; Kochen, Wegschieder, & Abholz, 1985; Woodruff, 

1995. Evidence Grade = D) (See Appendix G in the original guideline document).  

� The most beneficial means to prevent constipation is a combination of insoluble and soluble fiber by 

increasing dietary intake of bran, fruits, and vegetables (Wichita, 1977. Evidence Grade = C1).  

Physical Activity 

Poor mobility may be associated with constipation (Hsieh, 2005; Tariq, 2007; Tuteja et al., 2005. Evidence Grade = 

D). Physical activity has been shown to improve the quality of life but at best is controversial as to its effect on 

gastrointestinal transit time (Chin A Paw, van Poppel, & van Mechelen, 2006; Tuteja et al., 2005. Evidence Grade = 

D). 

� Activity recommendations must be tailored to the individual's physical abilities and health condition (Chin A 

Paw et al., 2006; Karam & Nies, 1994; Tariq, 2007; Tuteja et al., 2005. Evidence Grade = D).  

� Walking 15-20 minutes once or twice a day, or more as tolerated, is recommended for those who are fully 

mobile (Chin A Paw et al., 2006; Karam & Nies, 1994; Tariq, 2007; Tuteja et al., 2005. Evidence Grade = D).  

� Ambulating at least 50 feet twice a day is recommended for individuals with limited mobility (Chin A Paw et 

al., 2006; Karam & Nies, 1994; Tariq, 2007; Tuteja et al., 2005. Evidence Grade = D).  

� For individuals who are unable to walk or are restricted to bed rest, chair or bed exercises, such as pelvic tilt, 

low trunk rotation, and single leg lifts, are recommended. The exercises should be performed for 15-20 

minutes at least twice a day (Chin A Paw et al., 2006; Karam & Nies, 1994; Tariq, 2007; Tuteja et al., 2005. 

Evidence Grade = D).  

Toileting 

Ignoring or suppressing the urge to defecate contributes to constipation (Folden et al., 2002; Sanburg, McGuire, & 

Lee, 1996. Evidence Grade = D). Establishing a routine toileting pattern has been found to be beneficial in 

management of constipation (Folden et al., 2002; Gibson et al., 1995. Evidence Grade = D). 

� Toileting is recommended 5-15 minutes after meals, especially after breakfast when the gastrocolic reflex is 

strongest and as needed (Folden et al., 2002; Karam & Nies, 1994. Evidence Grade = D).  
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� Getting the individual into an upright position for toileting, such as to the bathroom or the commode, 

facilitates bowel evacuation (Folden et al., 2002; Karam & Nies, 1994. Evidence Grade = D).  

Pharmacological Therapy 

Pharmacological therapy is indicated if symptoms of constipation persist despite lifestyle modifications (Johnson, 

2006. Evidence Grade = D). The pharmacological agents used for treatment of constipation can be classified into 

the following categories: bulk-forming laxatives, emollients, lubricants, osmotic laxatives, stimulants, and chloride-

channel stimulators (See Appendix H in the original guideline document for specific dosing information, mechanism 

of action, and onset of action for each specific medication). 

Selection of a specific agent should be based on the individual characteristics of the patient. Certain factors should 

be considered, such as contraindications to a specific class, previous laxative use, and personal preference of 

dosage form. 

� There are no evidence-based guidelines discussing the preferred order of using different types of laxatives 

(Hseih, 2005. Evidence Grade = D); however, a step-wise progression of laxative treatment has been 

proposed (Sandburg, McGuire, & Lee, 1996. Evidence Grade = D) (See Appendix I in the original guideline 

document).  

� Bulk-forming laxatives (e.g., Citrucel®, Metamucil® and Fibercon®) are often used as first-line agents due to 

a low incidence of serious adverse effects and low cost. Common side effects include abdominal distention 

and flatulence. It is important to take these products with plenty of water to avoid obstruction in the 

esophagus, stomach, and intestine (Berardi, 2006. Evidence Grade = D).  

� Emollient laxatives, such as docusate sodium [Colace®], work to increase the moisture content of fecal mass 

and are, therefore, often referred to as "stool softeners." These medications have not demonstrated efficacy 

in the treatment of acute constipation. Instead, they are used primarily to prevent constipation in specific 

situations, such as during recovery from surgery when straining during a bowel movement may be harmful to 

a patient. Overall, these agents are relatively safe; however, they may promote intestinal absorption of other 

potentially harmful drugs (Berardi, 2006. Evidence Grade = D).  

� Use of mineral oil should be avoided due to risk of serious side effects. One concern is the development of 

lipid pneumonia which may occur with aspiration of mineral oil. Another adverse effect associated with long-

term use of mineral oil is reduced absorption of fat-soluble vitamins (Tariq, 2007. Evidence Grade = D).  

� Osmotic laxatives cause water retention in the colon. This leads to increased pressure, which induces 

intestinal motility. Each osmotic laxative poses a different risk based on the specific type of product. Saline 

osmotic laxatives, such as magnesium hydroxide or sodium phosphate for example, may lead to 

hypermagnesemia or hyperphosphatemia in those with renal insufficiency. Other osmotic laxatives, such as 

lactulose and sorbitol, may cause diarrhea, abdominal cramping, and gas. Newer osmotic laxatives, such as 

polyethylene glycol (PEG) 3350 powder [Miralax®], have been associated with less gas and bloating 

(Johnson, 2006. Evidence Grade = D). 

� Recent studies have assessed the efficacy of PEG 3350 in chronic constipation. In general, it has 

been concluded that PEG 3350 is safe and efficacious when used in constipation for up to six months. 

Food and Drug Administration (FDA) approval for the use of PEG 3350, however, still remains for the 

treatment of occasional constipation (to be used for < 2 weeks) (Corazziari et al., 2000; Dipalma et al., 

2007; Johnson, 2006. Evidence Grade = A2).  

� There has been widespread misconception that stimulant laxatives, such as senna or bisacodyl, cause 

permanent neuromuscular damage. Common adverse effects of stimulant laxatives include severe cramping 

and electrolyte/fluid losses; however, stimulants remain a safe and efficacious option for the treatment of 

constipation when used appropriately (Berardi, 2006. Evidence Grade = D).  

� The newest option available for the treatment of constipation is the chloride channel stimulator, lubiprostone 

[Amitiza®]. Lubiprostone has demonstrated the ability to improve spontaneous bowel movements, improve 

stool consistency, and decrease straining. It has been found to be generally safe, well tolerated, and 

efficacious in elderly patients with chronic constipation. Adverse effects may include nausea, diarrhea, and 

headaches (Tariq, 2007. Evidence Grade = D). The high cost of this new medication may limit its use to 

patients who have failed or are intolerant of other agents.  

� Opioid-induced constipation is a very common and problematic issue for many patients and requires special 

attention due to the need for specific pharmacotherapeutic management. One of the most common laxative 

regimens recommended for patients with opioid-induced constipation is a stool softener plus a stimulant 

laxative (e.g., docusate plus senna). Patients who do not respond to this combination may use an osmotic 
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agent or lubricant. Bulk-forming laxatives should be avoided in these patients, however, due to the risk of 

exacerbating constipation and causing bowel obstruction (Panchal, Muller-Schwefe, & Wurzelmann, 2007. 

Evidence Grade = D).  

Definitions: 

Evidence Grading 

A1: Evidence from well-designed meta-analysis or well-done systematic review with results that consistently support 

a specific action (e.g., assessment, intervention, or treatment) 

A2: Evidence from one or more randomized controlled trials with consistent results 

B1: Evidence from high quality evidence-based practice guideline 

B2: Evidence from one or more quasi experimental studies with consistent results 

C1: Evidence from observational studies with consistent results (e.g., correlational, descriptive studies) 

C2: Inconsistent evidence from observational studies or controlled trials 

D: Evidence from expert opinion, multiple case reports, or national consensus reports 

CLINICAL ALGORITHM(S) 

None provided 

Top^

EVIDENCE SUPPORTING THE RECOMMENDATIONS 

REFERENCES SUPPORTING THE RECOMMENDATIONS 

References open in a new window 

TYPE OF EVIDENCE SUPPORTING THE RECOMMENDATIONS 

The type of supporting evidence is identified and graded for selected recommendations (see "Major 

Recommendations"). 

Top^

IDENTIFYING INFORMATION AND AVAILABILITY 

BIBLIOGRAPHIC SOURCE(S) 

McKay SL, Fravel M, Scanlon C. Management of constipation. Iowa City (IA): University of Iowa Gerontological 

Nursing Interventions Research Center, Research Translation and Dissemination Core; 2009 Oct. 51 p. [44 

references] 

ADAPTATION 

Not applicable: The guideline was not adapted from another source. 

DATE RELEASED 

1996 (revised 2009 Oct) 

GUIDELINE DEVELOPER(S) 

University of Iowa Gerontological Nursing Interventions Research Center, Research Translation and Dissemination 

Core - Academic Institution 

SOURCE(S) OF FUNDING 

Developed with the support provided by Grant #P30 NRO3979, National Institute of Nursing Research, NIH 

GUIDELINE COMMITTEE 

Not stated 

Page 5 of 7Management of constipation.

5/10/2010http://www.guideline.gov/summary/summary.aspx?view_id=1&doc_id=15434



COMPOSITION OF GROUP THAT AUTHORED THE GUIDELINE 

Authors: Sherry L. McKay, MSN, ARNP, GNP; Michelle Fravel, PharmD, BCPS; Cathy Scanlon, MS, RD, LD 

Series Editor: Deborah Perry Schoenfelder, PhD, RN 

Content Experts: Kathleen E. Horner, PharmD, BCPS; Barbara Resnick, PhD, CRNP, FAAN, FAANP 

FINANCIAL DISCLOSURES/CONFLICTS OF INTEREST 

Not stated 

GUIDELINE STATUS 

This is the current release of the guideline. 

This guideline updates a previous version: Hert M, Huseboe J. Management of constipation. Iowa City (IA): 

University of Iowa Gerontological Nursing Interventions Research Center, Research Dissemination Core; 1998 Jun. 

49 p. [50 references] 

GUIDELINE AVAILABILITY 

Electronic copies: Available for purchase through The University of Iowa College of Nursing's John A. Hartford 

Center for Geriatric Excellence Web site. 

Print copies: Available for purchase through The University of Iowa College of Nursing's John A. Hartford Center for 

Geriatric Excellence Web site. 

AVAILABILITY OF COMPANION DOCUMENTS 

The original guideline document and its appendices include a number of implementation tools, including screening 

tools, outcome and process indicators, staff competency material, and other forms. 

PATIENT RESOURCES 

None available 

NGC STATUS 

This NGC summary was completed by ECRI Institute on March 18, 2010. The information was verified by the 

guideline developer on April 22, 2010. 

COPYRIGHT STATEMENT 

This summary is based on content contained in the original guideline, which is subject to terms as specified by the 

guideline developer. These summaries may be downloaded from the NGC Web site and/or transferred to an 

electronic storage and retrieval system solely for the personal use of the individual downloading and transferring the 

material. Permission for all other uses must be obtained from the guideline developer by contacting The University 

of Iowa College of Nursing's John A. Hartford Center for Geriatric Excellence. 

Top^

DISCLAIMER 

NGC DISCLAIMER 

The National Guideline Clearinghouse™ (NGC) does not develop, produce, approve, or endorse the guidelines 

represented on this site. 

All guidelines summarized by NGC and hosted on our site are produced under the auspices of medical specialty 

societies, relevant professional associations, public or private organizations, other government agencies, health 

care organizations or plans, and similar entities. 

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to 

determine that they meet the NGC Inclusion Criteria which may be found at 

http://www.guideline.gov/about/inclusion.aspx . 

NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or 

Page 6 of 7Management of constipation.

5/10/2010http://www.guideline.gov/summary/summary.aspx?view_id=1&doc_id=15434



effectiveness of the clinical practice guidelines and related materials represented on this site. Moreover, the views 

and opinions of developers or authors of guidelines represented on this site do not necessarily state or reflect those 

of NGC, AHRQ, or its contractor ECRI Institute, and inclusion or hosting of guidelines in NGC may not be used for 

advertising or commercial endorsement purposes. 

Readers with questions regarding guideline content are directed to contact the guideline developer. 

Top^

 

  

  

    

  

Page 7 of 7Management of constipation.

5/10/2010http://www.guideline.gov/summary/summary.aspx?view_id=1&doc_id=15434


