
  
 
 
 
 
 
 
Bowel Care 
Clinical Training Team 
 
 
 
 
 
 
 
 

 

http://www.southernhealth.nhs.uk/staff


 
Table of Contents 
Introduction ........................................................................................................................... 3 

Anatomy and Physiology of the Alimentary system ............................................................... 3 

Anatomy and Physiology of the Bowel .................................................................................. 4 

The Colon (or Large Intestine) ........................................................................................... 4 

Labelling Exercise ............................................................................................................. 5 

Anatomy of the Rectum ..................................................................................................... 5 

Additional Notes .................................................................................................................... 6 

The Defecation Cycle ............................................................................................................ 6 

Constipation .......................................................................................................................... 7 

Classification ..................................................................................................................... 8 

Primary or Idiopathic ...................................................................................................... 8 

Secondary ...................................................................................................................... 8 

Psychological/Psychiatric .................................................................................................. 8 

Dietary ............................................................................................................................... 8 

Laxatives ............................................................................................................................. 11 

Bulk-forming laxatives ..................................................................................................... 11 

Stimulant laxatives........................................................................................................... 11 

Osmotic Laxatives ........................................................................................................... 13 

Stool Softeners ................................................................................................................ 14 

 

 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 

Introduction 
 
This work book has been designed to act as a resource for your continued learning and 
development and to form a link between tier 1 and tier 2 bowel care training. Much of the 
content in this document will be covered in the tier 1 training. 
It is not compulsory to complete tier 1 training before commencing tier 2 training, however, 
you are required to complete this work book before attending tier 2 training. 
 
 

Anatomy and Physiology of the Alimentary system 
 
 
 
Digestion is the process by which the alimentary system retrieves important nutrients for the 
body and chemically changes the unused food into waste. Mastication, or the chewing of 
food in the mouth, is the first step of digestion. Saliva initiates digestion and changes the 
chewed food into a soft mass, or bolus. Saliva makes the bolus slippery, making it easier to 
be swallowed and slide down the back of the throat and esophagus. The bolus passes 
through the esophageal sphincter before it enters the stomach. Inside the stomach, 
hydrochloric acid is released, breaking down large food molecules into smaller ones and 
liquefying the bolus. The liquefied bolus, now called chyme, then passes through the pyloric 
sphincter and enters the duodenum, the first section of the small intestine. It is here that 
enzymes released from the pancreas, liver and gallbladder further breakdown chyme into 
elements that can be easily absorbed and used by the body. The small intestine is lined with 
a heavily folded inner mucosa and small fingerlike projections called villi. The villi enable 
digested food to enter the bloodstream. It is here, in the small intestine, where all nutrients 
and vitamins are absorbed. Chyme can travel through up to 20 feet of small intestine before 
it passes through the ileocecal valve to enter the large intestine. Very little digestion occurs 
in the large intestine. Undigested chyme that enters the large intestine is considered waste. 
The waste becomes more and more solid as it passes through the large intestine because 
water is continuously being reabsorbed from the waste. Waste collects in the rectum, or end 
of the large intestine, until the brain signals for it to be expelled from the body. 



 
 
 
 

Anatomy and Physiology of the Bowel 
 
The Colon (or Large Intestine) 
Q How long is the colon?............................ 
Where does it begin and where does it terminate?....................................................... 
The colon consists of four layers: 

1. The serosa: The outer layer which is made up of connective tissue and 
epithelium. This forms part of the peritoneum. It is the largest serous 
membrane in the body. This part of the peritoneum anchors the large bowel to 
the back of the abdominal wall, preventing excessive movement and friction. 



2. The muscle layer: consists of two layers of smooth, involuntary muscle. The 
inner muscle consists of circular muscle fibres, and the outer muscle is made 
up of longitudinal muscle fibres. The combined actions of the muscular layers 
enable the stool to be propelled through the large intestines. 

3. The submucous layer: made up of loose connective tissue, within which are 
a large number of blood vessles and lymphatic tissue. 

4. The mucous layer: consists of columnar epithelium and mucous-producing 
goblet cells (in the colon and upper rectum), and squamous epithelium (in the 
anal canal). 

 
Labelling Exercise 
Label the illustration below. Some anatomical features include: 

• Caecum 
• Ascending colon 
• Transverse colon 
• Descending colon 
• Sigmoid colon 
• Rectum  
• Anal Canal 

 

 
 
Anatomy of the Rectum 
 



 
 

Additional Notes 

The Defecation Cycle 
• Faeces move from the sigmoid colon into the rectum 
• Rectum expands 
• A desire to defecate is felt 
• Voluntary defecation is initiated 
• Reflex relaxation of the internal sphincter and pelvic muscles 
• Contraction of the external sphincter 
• Intra-abdominal pressure rises 
• The ano-rectal angle straightens 
• Gut contraction empties the descending colon into the rectum 
• Voluntary relaxation of the external sphincter 
• Faeces is expelled via the anus 
• Resting tone is resumed in the sphincters 
• The anus is raised by resumption of the resting tone in the ani musculature 



Good Nutrition for a Healthy Bowel 

 
The eat well guide. 
Beans, pulses, fish, eggs, meat and other proteins 
Eat more beans and pulses, 2 portions of sustainably 
sourced fish per week, one of which is oily. Eat less 
red and processed meat. 
Dairy and alternatives 
Choose lower fat and lower sugar options 
Oils and spreads 
Choose unsaturated oils and use in small amounts. 
Fruit and Vegetables 
Eat at least 5 portions of a variety of fruit and vegetables every day. 
Bread, rice, potatoes and pasta 
Choose wholegrain or higher fibre versions with less added fat, salt and sugar. 
 Fibre: - Insoluble fibre is more effective than soluble fibre. Fibre increases the 
weight and bulkiness of the stools, It acts like a sponge holding water, resulting in 
wetter, softer and easier to pass stools. 
Complete the table below with examples 
Soluble Fibre Insoluble Fibre 
Found in varying quantities in all plant 
foods, including: 

 

 
 
 
 
 
 

 

 



Constipation 
 
Classification 
 
Primary or Idiopathic 

• Not caused by any pathology and can be acute or chronic 
• Has no underlying pathology 
• Can have a psychological cause 
• Patient may have impaired rectal sensation 
• Slow bowel transit is common 

Secondary 
• There is an underlying pathological cause and is common in patients 

receiving medication. 
Constipation can present as chronic or acute. 
Acute constipation is viewed as an abdominal emergency. Underlying causes may 
include inflammatory strictures, hernia, polyps or cancers. 
 
List Causes of Constipation below 
 
 
 
 
 
 
 
 
 
 
 
 
Psychological/Psychiatric 
Loss of appetite, little exercise, and ignoring the ‘call to stool’ can all contribute to 
constipation. If the ‘call to stool’ is ignored, water continues to be re-absorbed, 
faeces dry out and become more difficult to pass. This results in longer, more difficult 
and possibly painful defecation, which can make the individual more reluctant to 
defecate. Therefore, the situation worsens. In addition some anti-depressants 
contribute to the problem by reducing tone and peristalsis within the large colon. 
 
Dietary 
 
Fibre: - Insoluble fibre is more effective than soluble fibre. Fibre increases the weight 
and bulkiness of the stools, It acts like a sponge holding water, resulting in wetter, 
softer and easier to pass stools. In addition, an adequate fluid intake is required to 
minimise the risks of constipation. 
 



Hormonal 

Pregnancy, childbirth 
The rise in the level of progesterone is thought to reduce smooth muscle tone in the large 
colon. This can lead to slower transit times and faeces remaining in the large colon for a 
longer period. Pregnancy may also impose restrictions on normal exercise regimes. 
Trauma caused through childbirth, particularly to the anal sphincter can lead to faecal 
incontinence. 

Hypothyroidism 
Any reduction in circulating levels of the thyroid hormones will result in reduced metabolism, 
including impairment in colonic movement. 
 

Hyperthyroidism 
An excess of the hormone parathormone (which regulates calcium and phosphorous levels 
in the blood). Calcium concentrations are essential in maintaining nerve and muscle 
responses. High levels of calcium depress these responses, thereby diminishing muscular 
tone of the large colon. 
 

Addison’s Disease 
This is caused by a deficiency in the hormonal steroid, cortisol. Cortisol maintains blood 
sugar levels. A lack of this hormone results in reduced energy, electrolyte imbalance and a 
general slowing down of the metabolism. 
 

Diabetes Mellitus 
A deficiency or total absence of the hormone insulin. Long standing high levels of glucose in 
the blood damages nerves and blood vessels. Side effects such as constipation, diarrhoea 
and faecal incontinence may occur. 
 

Reduced Oral-anal Transit Time 
Immobility is one of the most common causes of constipation, for example, following a 
stroke, multiple sclerosis or spinal injury. Faeces travels slowly through the bowel. There is a 
rare call to stool, straining is common and the patient feels that they have incompletely 
evacuated. 
 
Environment 
The need for private, clean facilities can affect an individual’s ability to use the toilet or put off 
going. In addition overcrowding and access to toilets have an effect. 
 
Pharmacological 

Anticholinergics 
Reduce muscular spasm, reduces tone and peristalsis. Results in increased transit time. 

Opiates 
 
Most common example being morphine. 
Opiods delay gastric emptying due to constriction of the pyloric sphincter: impaired transit 
through the ileocaecal sphincter colon and weakened gastro colic reflex. 
Opiods reduce propulsive component of gut motility and increase non-propulsive activity due 
to enhanced ring contractions. 



Opiods enhance internal anal sphincter tone thus weakening the defaecation reflex. 
Opiods increase release of seratonin and noradrenaline: inhibiting intestinal secretions. 

Antidepressants 
Have the same type of effect as anticholinergics. 

Diuretics 
May cause stool to become drier, harder and more difficult to pass. 

Iron suppliments 
Can cause constipation or diarrhoea, accompanied by nausea and abdominal pain. 

Antacids 
Magnesium compounds used as antacids tend to cause diarrhoea. Other compounds, such 
as calcium carbonate and aluminium hydroxide, tend to constipate. They have an osmotic 
effect, drawing water out of the stool making it smaller, harder and more difficult to pass. 
 
Surgery 
Food and fluid restriction prior to surgery affects the bowel. In addition, the anaesthetic 
relaxes the muscular walls of the colon, reducing the muscular contractions. Pre and post 
operative analgesic medication may also constipate patients. 
 
Age 
Constipation is a major cause of incontinence in the elderly. The anorectal angle and 
sensation can be affected. The main contributing factor to constipation in elderly people is 
reduced mobility or immobility. If having to rely on others to assist to the toilet, the call to 
stool may not coincide with defecation. In addition, the elderly may be on medication or have 
conditions which affect their bowels. 
Conditions or Diseases 

Cystic Fibrosis (CF) 
CF is an inherited disease that affects the secretory glands, including the mucus and sweat 
glands. CF is characterized by the production of abnormal mucus that is excessively thick 
and sticky. The abnormal mucus leads to blockages within the lungs and airways. 
The thick, sticky mucus can also block tubes or ducts in the pancreas. As a result, the 
digestive enzymes from the pancreas can’t reach the small intestine, causing impaired 
absorption of fats and proteins. 
Neurological conditions 

Parkinson’s disease 
 The ways in which Parkinson’s disease can increase the risk of constipation include a lack 
of dopamine (a neurotransmitter) in the brain which impairs control of muscle movement 
throughout the body. Bowel muscles can become slow and rigid. 
 The bowel muscles may be weak and unable to contract, or they may clench instead of 
relaxing when trying to pass a motion. Chewing and swallowing difficulties may discourage 
from drinking enough fluids and eating fibrous foods. 
Parkinson’s disease reduces muscle control, so lack of exercise is common. In addition, 
Anticholinergics are prescribed to control muscle spasms. 
 

Multiple sclerosis (MS) 
People with MS can suffer from constipation or faecal incontinence. May be caused by 
immobility and medication (Edwards, 2004) 
 



Cerebrovascular Accident (CVA) 
Many people who suffer a stroke experience mobility problems and swallowing difficulties 
which upset their normal eating and drinking habits. 
Communication problems in addition to mobility problems may prevent them from 
responding to the call to stool, as they are not always able to indicate that they need to go to 
the toilet or to physically take themselves. The main problem experienced is that of faecal 
loading. 

Dementia 
The main bowel related problem for patients with dementia is that of faecal loading. These 
patients may not be aware of the call to stool, resulting in large amounts of hard or soft stool 
building up in the rectum. (Edwards, 2004) 

Spinal Cord Injury (SCI) 
Symptoms range from impaired rectal sensation and external anal sphincter activity, to 
complete inhibition of the inflation and inhibitory reflexes, particularly if the sacral nerve roots 
S2, S3, and S4 have been damaged. 
Immobility and impaired squeeze pressure contribute to bowel problems. The bowel 
problems and symptoms experienced by the individual will depend on the level of the spinal 
cord injury. (Edwards, 2004) 
 

Diseases of the Bowel 
See section below 

Laxatives 
Bulk-forming laxatives 
Examples Bran, Ispaghula Husk (Fybogel, Isogel, 

Regulan), Methylcellulose, Sterculia (Normacol 
How it Works By absorbing water, expanding and softening 

the stool. Increased bulk promotes peristaltic 
action, and decreases transit time, which in turn 
reduces the amount of water absorbed by the 
colon 

Extra measures Fluid intake must be increased when taking 
these medications 

Side effects May cause abdominal distention and/or 
flatulence 

Contra-indications Not to be used in cases of intestinal obstruction 
Not to be used in patients with severe slow 
transit constipation – they add more load to an 
inefficient bowel and cause more symptoms 

 
Stimulant laxatives 
Stimulant laxatives can cause abdominal cramps due to increased intestinal motility. 
They generally act by stimulating nerves to induce peristalsis, and they also 
decrease water reabsorption from the colon. 
Examples Route Acts  

within 
Extra Measures & 
Contra-indications 

Bisacodyl Oral or rectal 
 (supps or 
liquid) 

10-12 
Hours 

Oral medication should not be used 
for long term treatment, which 
could cause loss of tone on the 



colon and hypokalaemia (low 
potassium) 
Not to be used in cases of 
intestinal obstruction e.g. faecal 
impaction 

Senna Oral 10-12 
hours 

May cause the urine to be coloured 
brown or red 
Not to be used in cases of 
intestinal obstruction 
Not to be used for long term 
treatment, which could cause loss 
of tone on the colon and 
hypokalaemia (low potassium) 
 

Dantron(Danthron) 
Co-danthramer, 
Co-danthrusate, 
Normax 

Oral 6-12 
Hours 

Should be limited to use by elderly 
patients, people with cardiac 
conditions where straining is to be 
avoided, and analgesic-induced 
constipation in terminal illness. 
Not to be used in patients with 
intestinal obstruction 
Use with caution in people with 
incontinence as can irritate the skin 
when leaving the body 
Can cause red/orange colour to the 
urine 

Docusate Sodium Oral 24-48 
Hours 

Has detergent and emulsifying 
properties which also soften the 
stool. 
Not to be used in patients with 
intestinal obstruction 
Not to be used long term 
Can cause abdominal cramps 

Glycerol Rectal 
Suppositories 

20 
Minutes 

Lubricate the anorectum 
Mild irritant effect which stimulates 
defaecation. 
There are no significant side-
effects or contraindications for their 
use 

Sodium 
Picosulphate 

Oral: Picolax Usually  
Within 
3 Hours 
of first 
dose 

Often used for bowel evacuation 
prior to investigations or surgery 
Not to be used for intestinal 
obstruction or for long term use 
Side effects include nausea, 
vomiting and abdominal cramps. 

Large Volume 
Enemas 

Rectal 
administration 

2-6 
Hours 

Result in abdominal cramping and 
watery bowel movements 
Risk of electrolyte disturbances, 
rectal/anal trauma, bowel 
perforation, bacteraemia (bacteria 



in the blood) and colonic infections 
Should be avoided in the routine 
management of patients with a 
neurogenic bowel. 

 
Osmotic Laxatives 
Examples Route Acts  

Within 
Extra measures & Contra-
indications 

Lactulose Oral Approx 
48 Hours  
Accumulative 

Broken down to form lactic and 
acetic acids in the colon, which 
stimulate peristalsis 
Osmotic effect which draws water 
into the stool, leading to softer 
stools 
Not to be used in patients with 
abdominal obstruction 
Can cause flatulence and 
abdominal cramps 
Fluid intake must be increased 
when taking these medications 

Macrogols (e.g. 
Movicol) 

Oral 24-48 Hours Causes distention and stimulation 
of the bowel 
Less side effects than other 
medications in this group 
Reduces the need to strain 
Safe to use in patients with faecal 
impaction 
Can alter the dose according to 
stool type 
Fluid intake must be increased 
when taking these medications 

Magnesium 
salts 
Magnesium 
Hydroxide, 
Magnesium 
Sulphate, 
Magnesium 
Citrate 

Oral Can be within 
2 Hours 

Attract water into the bowel, 
increasing the volume of the stool, 
keeping it moist, and also 
stimulates peristalsis 
Only for short term use for rapid 
evacuation of the bowel 
Not to be used for intestinal 
obstruction 
Avoid dehydration, maintain oral 
fluids 

Rectal 
phosphates 

Rectal 
suppositories 
or enemas 

Within 30 
minutes 

Have a direct osmotic and 
stimulant effect 
Only for short term use to produce 
rapid bowel evacuation 
Not to be used in patients with 
abdominal obstruction or acute 
gastrointestinal conditions 
Not for use in patients with a 



neurogenic bowel. 
 

Rectal Sodium 
citrate: 
Microlette, 
Microlax, relaxit 
Micro-enema 

Administered 
as an enema 

Within 30 
Minutes 

Only for short term use to produce 
rapid bowel evacuation 
Not to be used in patients with 
abdominal obstruction or acute 
gastrointestinal conditions 
Care should be taken in patients 
where sodium salts are 
contraindicated e.g. Cardiac 
Failure 

 
 
 
 
Stool Softeners 
See also bulk forming laxatives and Docusate Sodium 
Example Route Acts 

 within 
Extra measures & 
Contra-indications 

Arachis oil Oral or 
Rectal 

12-72 Hours • Derived from peanuts. 
• Effective in softening the stool in cases 

of impaction. 
• May increase uptake of and toxicity of 

drugs, and interfere with absorption of 
fat-soluble vitamins (Wiesel and bell, 
2004) 

• Oral faecal softeners are often viewed 
as unproved and unsafe, discouraging 
use (Wiesel and Bell, 2004) 

 
There are also a number of newer medicines for constipation, which work differently 
to the groups above. These don't all necessarily work by their direct effect on the gut. 
These include prucalopride, lubiprostone, and linaclotide. 
 
Prucalopride works on the muscle wall of the bowels. It increases the movement of 
the bowels, making stools easier to pass. It can be helpful for women for whom 
constipation remains a problem despite having made changes to lifestyle and diet, 
and despite having tried a number of different laxatives. 
Lubiprostone helps to increase secretion of fluid into the bowel. This increases the 
movement of the bowels, making stools easier to pass. It is helpful for people for 
whom constipation remains a problem despite recommended changes to lifestyle or 
diet. 
 Linaclotide can be useful for people who have constipation as one of the main 
symptoms of IBS. It helps to increase bowel secretions and movement, making 
stools easier to pass, and it also helps to ease pain and discomfort. 
 
This list is not exhaustive, please refer to the BNF for further information. 
See also the Southern Health NHS Trust Laxative guidelines which can be found in 
the trust Bowel Care guidelines. 



 
Conditions affecting the bowel 
 

 
Rectal prolapse 

 
Rectal prolapse occurs when the rectum descends. 

• A concealed prolapse – the internal rectum intussuscepts into the lower rectum. 
Intussusception involves the inversion of one portion of the intestine with another. 

• Complete prolapse – full thickness rectal prolapse through the anal canal. 
 

Causes: 
The cause is uncertain but may be due to large haemorrhoids, weak anal sphincters, or 
pelvic floor weakness. 

Symptoms: 
• Bleeding  
• Mucus discharge  
• Straining to defecate  
• Prolapses on squatting/defecation 
• Soiling/incontinence 

The prolapse may reduce spontaneously, or may need to be manually pushed back in. 

Treatment: 
• Sclerotherapy 
• Haemorrhoidectomy 
• Surgery according to the degree of prolapse. 

 



Skin Tags 

 
Skin tags are hypertrophied folds of perianal skin. They can occur as a result of 
haemorrhoids, Crohn’s disease or be idiopathic (cause unknown). They are only removed if 
they are causing hygiene problems or irritation. 
Anal Warts: 

 
Warts may be single or multiple, sometimes giving a ‘carpet’ appearance around the anus. 
They are mainly viral  in origin caused by the sexually transmitted infection – human 
papillomavirus (HPV), affecting those who practice anal intercourse. They are rarely serious 
but can occasionally become malignant. Treatment involves the application of chemical 
agents, surgical excision or diathermy. 
Anal Fissure 

 
An anal fissure is a split or tear in the tissue of the anus. Gentle parting of the buttocks 
allows visualisation of the tear. The cause is not always clear, but it may occur after a bout of 
diarrhoea or constipation. Symptoms include painful defecation associated with rectal 
bleeding, and a dull prolonged pain. Some fissures clear up spontaneously but others 
become chronic. Constipation must be addressed to reduce painful defecation. Medical 
treatment is preferred to surgical treatment and involves the use of glyceryl trinitrate 
ointment, which lowers the anal canal resting pressure. Surgical interventions include ‘anal 
stretch’ or ‘anal sphincterectomy’, both of which can cause future faecal incontinence in 
patients.  



Anal Fistula 

  
A Fistula is an abnormal track or passage connecting the cavity of one organ with another, 
or connecting a cavity and the surface of the skin. An anal fistula usually, but not always, has 
an external opening on the surface of the skin. Symptoms include perianal pain, chronic 
discharge and bleeding. A rectovaginal fistula (track from the rectum into the vagina) results 
in vaginal irritation, passage of flatus or faeces via the vagina, and there may be a purulent 
discharge. Surgical treatment is necessary for fistulae. 
Rectocele 

 
A rectocele is the protrusion of the anterior rectal and posterior vaginal wall into the vagina. 
The protrusion forms a pouch in which faeces become trapped. This results in difficulty in 
completely emptying the bowel, often straining. 
Pilonidal sinus 

   
A pilonidal sinus is a small tract underneath the skin that develops in the natal cleft area 
between the buttocks. The moist, soft skin in this area and the movement of the buttocks, 
contribute to the penetration of the skin by short stiff hairs. The area becomes constantly 
irritated and hair follicle infection occurs. The infected hair follicle becomes dilated, enabling 
other hairs to be ‘sucked’ into the dilated follicle. This creates a foreign body reaction. 
Symptoms include: local pain, redness, swelling and a purulent discharge. Treatment 
involves surgically laying open the sinus to clean and drain it. It is then followed by 
conservative treatment to heal the area. 
 
 
 
 
 
 



Irritable Bowel Syndrome (IBS)  
 

 

Symptoms: 
• Abdominal Pain (colicky or dull ache) 
• Abdominal distention 
• Erratic bowel movements 
• Constipation alternating with diarrhoea 
• Passing of mucus and incomplete evacuation. 

Treatment: 
• Sympathy, empathy and reassurance 
• Increase fibre using bulk-forming medication 
• Avoid caffeine containing drinks, fried and spicy foods. 
• Antidepressant medication may control general symptoms. 

 
Inflammatory Bowel Disease 
There are two main types of inflammatory bowel disease (IBD) - 
Crohn’s and ulcerative colitis. 
 

 
Crohn’s can affect anywhere in the digestive tract – anywhere between the mouth and anus. 
Ulcerative Colitis starts at the rectum and is limited to the colon  
There are other rare types such as collagenous colitis and lymphocytic colitis. The 
inflammation can only be seen using a microscope, and so they’re known as microscopic 
colitis. 

Symptoms 
 Increased frequency, looser stool, Rectal bleeding, Bloating and abdominal pain. 
If Vomiting – must be reviewed urgently 
Investigate if  bleeding on a regular basis. 
The earlier a flare up is caught, the sooner the symptoms can be under control. 
GP review consider stool specimen to rule out infection 
May check bloods for anaemia – there may be bleeding in the small bowel 
Sygmoidoscopy will show exactly what’s going 
Acute severe Colitis requires a hospital admission presents with bloody diarrhoea 
more than 6 times within 24 hours Raised temperature 



The symptoms of IBD can come and go.People may experience periods of severe 
symptoms (flare ups) and go through long periods where they have few or no 
symptoms at all (Remission) 

Causes 
The exact causes of ulcerative colitis and Crohn’s disease are unclear. However, 
genetics and problems with the immune system have been associated with IBD. 
Treatment 
There is currently no cure for ulcerative colitis or Crohn's disease. Treatment aims to 
relieve symptoms and prevent them from returning. 
  
Mild ulcerative colitis may not need treatment as symptoms can clear up after a few 
days. 
Where people with severe ulcerative colitis symptoms that don’t respond to 
medication, it may be necessary to surgically remove an inflamed section of the 
digestive system. 
Around 60-75% of people with Crohn’s disease will require surgery to repair damage 
to their digestive system and treat complications of the condition. 
There is evidence that you are more likely to develop IBD if you have a close relative 
with the condition.  
Inflammation may be caused by the immune system attacking healthy tissue inside 
the digestive system while fighting off a virus or bacteria. 

Treatment: 
Medication (oral, rectal or intravenous) 
Normal diet with reduced dairy products. 
Avoid anti-diarrhoeal drugs (risk of colonic dilatation). 
Suppositories which have a direct effect on the mucosa and little systemic absorption. 
Surgery in cases of severe dysplasia, cancer or non responsive to other treatment. 
 
Diverticular Disease/Diverticulitis. 

 
Diverticular disease is the presence of diverticulae in the large bowel. 
A diverticulum is a single sac like herniation of mucosa. 
The sac/s protrude through the muscular layer of the colon at points of natural weakness, 
where blood vessels penetrate the muscular layer of the colon. 
It is thought to be caused by raised intraluminal pressures within the colon caused by 
chronic constipation. 



The herniation of mucosa through the muscular layer exposes the blood vessels of the colon 
to potential trauma and local injury from faeces. 
This can result in weakness of the blood vessels, causing rupture and bleeding into the 
diverticulum and resulting in rectal bleeding. 
Diverticular bleeding can cause massive acute colonic blood loss or chronic intermittent 
rectal bleeding. 
Solid faecal content can collect in the sac, setting up an inflammation that causes increased 
reflex peristalsis and diarrhoea. 

Symptoms:  
 
Grumbling pain 
Rectal bleeding 
More common in the elderly. 

Treatment: 
High fibre diet, encourage fluids. 
Reassurance 
Surgery if perforation occurs 
 
Haemorrhoids 

 
A haemorrhoid is the term used to describe a swelling by the haemorrhoidal veins within the 
anal canal. They are also described as dilated anal cushions situated within the mucosa and 
sub-epithelial tissues of the anal canal. Haemorrhoids can either be internal or external and 
are not always visible. 

Classification:   
1st degree – Prolapse into the lumen. This is evident on proctoscopy 
2nd degree – Prolapse out of the anus on straining or defecation and reduces spontaneously 
3rd degree – Prolapsed haemorrhoids continually protrude from the anus 
4th degree – Thrombosis, external strangulated haemorrhoids 
                                                                                          (Buchanan and Cohen, 2004) 

Causes: 
• Constipation resulting in straining caused by lack of dietary fibre 
• Pregnancy 
• Childbirth 
• Pelvic tumours 
• Genetic 

 



Symptoms: 
• Bright red rectal bleeding                           
• Pain 
• Pruritus (Itching) 
• Post defecation faecal soiling 
• Prolapsing sensation 

 

Treatment: 
• High fibre diet  
• Suppositories 
• Topical ointment or cream 
• Injection scleropathy 
• Band ligation  
• Cryosurgery 
• Haemorrhoidectomy 

 
Autonomic Dysreflexia 
Also known as hyperreflexia or dysautonomia. 
It is potentially life threatening and is a result of over activity of the autonomic nervous 
system. 
 
 
Who is at risk? 
It is a complication which occurs in people with spinal cord injuries at or above T6 (or rarely 
as low as T8) In other words, it can occur in all tetraplegics and in paraplegics who have loss 
of sensation at or above the rib cage. It apparently does not occur in any condition other 
than SCI.  
Autonomic Dysreflexia occurs when the blood pressure becomes extremely high. Autonomic 
Dysreflexia is usually caused when painful stimulus occurs below the level of spinal cord 
injury. 
The Autonomic nervous system (ANS) is the part of the nervous system responsible for 
involuntary bodily functions such as: 
•blood pressure 
•heart and breathing rates 
•body temperature 
There are two branches of ANS 
 
The Central Nervous System (CNS) and the Peripheral Nervous System (PNS) 
The sympathetic nervous system (SANS) and the parasympathetic nervous system (PANS) 
operate in opposite ways to maintain the balance of the involuntary functions in your body. In 
other words, if the SANS overreacts, the PANS can compensate for it. 
Autonomic Dysreflexia interrupts both the sympathetic and the parasympathetic nervous 
systems. This means that the body’s SANS overreacts to stimuli such as a full bladder, and 
the PANS can’t effectively stop that reaction and may actually make it worse. 
 
Your lower body still generates a lot of nerve signals after a spinal cord injury. These signals 
communicate the status of your bladder, bowels, digestion, and other bodily functions. The 
signals can’t get past the spinal injury to your brain. 
 
The first episode usually occurs within four to six months after injury, but can be as early as 
2 months or as late as 12 years. Unfortunately, many will be discharged from hospital before 
their first episode, even if they were told about it, they may not remember what they were 
told and don’t always recognise the symptoms. 



List Symptoms of Autonomic Dysreflexia Below 
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