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When d\\\berson has difficulty moving their
bowels (s’rrommg or not going daily)
Caused by...

Increased time for food ’ro pAss through
iIntestines

Problem pushing stool out from rectum

Hard, dry, marble-like stools \



Pain, dis\c\f‘omfor’r
Increased hospl’rallzo’nons Invasive ftesting

Severe: intestinal rupture from obstruction,
bowel perforation, elexc\’rroly’re
disturbances =2 surgewbr death

If chronic constipation: colon Gnd rectal
cancer from toxin/harmful bacte
buildup in colon




Blockog\é\\\f\\\\smoll/ large infestine by hard
mass of stool {severe constipation)

Food, fluid, Oﬂd\\QS cannot move through
intestines normally

Can cause severe (m’reml’r’ren’r) pain,
cramping, vomiting, bloo’nng diarrhea

Can be caused by scar fissue, hernias,
Crohn’'s disease, tumors, cance %o’rmg a
non-food item, or IBD

Seek medical assistance IMMEDIATELY



Gene I’CI'”S k factors
Lack of fIU|s filoer, exercise
Muscle weakness
Wheelchair/limited mobility
Depend on others for foileting
History of constipation
Unable to communicate ’rh|rs’r\
Dysphagia/aspiration risk
Neuromuscular disorders \
Pica
Repression of urge to move bowels due to
psychiatric issues



Medication side effects (slow gastric
motfility or draws fluid from Gl tract)
Calcium/iron su\\\b\\\\\l\emen’rs
Anfidenressants. >

Antipsychotics
Diureftics (Lasix)
Antacids \




Signs
Bloo’red/’render stomach
Grun’nng/s’rrammgkbleedmg during bowel movements

Infrequent/irregular bowel movements (less than 3/wk with
lumpy or hard stool ’rha’rk s hard difficult 1o pass)

Changes in bowel movement size/consistency

Hemorrhoids (offen caused bmons’npo’non -related
Jigeligligle)

*Decreased appetite/refusal to eo’r\
*Irritable/aggressive
*New/ongoing UTls (especially women) \

*Often Unrecognized



Bristol Stool Chart

Separate hard lumps, like nuts

Type 1 (hard to pass)

Type 2 Sausage-shaped but lumpy

Diagnostic medical tool

Classifies stool into 7

« 3-4: healthy

Like a sausage or snake, « 5-7: diarrhea

Type 4 smooth and soft Evaluates current intestinal

200
o0
_— Like a sausage but with categories
Lo * cracks on the surface . 1-2: constipation

health

Can be used to evaluate
effectiveness for
treatment of bowel
diseases

Type 5 5 @ @& Soft blobs with clear-cut

e - edges

. " > Watery, no solid pieces.
Type 7 @-i > Entirely Liquid

Fluffy pieces with ragged
eddes, a mushy stool




Monitoring (Daily Bowel Chart)

Size (small, medium, large)

Texture (hard, soft, Ioose)

Color \

Associated blood or d|sc>omfor’r

Risk factors specific to person supported documented
Diet and exercise N

Increase fluids, fiber (20g/day), and regular exercise
Routine N

Mornings ~10min after eating or drlnklng

Allow ample time on toilet

Positioning schedule for non-mobile people with time in

upright position
Neliflifellgligle



Medications
Metamucil \(\\\\\8\;\\Wo’rer per 1tbps)
Stool softeners N\
Miralax (PEG 3350)
Stimulants (ex: Sennaq)
| ubricants (not for those W/Esplrohon risk)
Dulcolax suppository \
Fleets enema




N

PRUNE WHIP RECIPE

- Yield: 10 portions

- Serving size: 4tbps (2 oz.)
- 64 cals

- 3g fiber

- 1.2g protein

- 181mg potassium

.. (1( )€




N

PRUNE WHIP RECIPE

- Ingredients
- Wheat bran (3/4 oz.)
- Applesauce (1/2 cup)
- Prune juice (1/2 cup
- Cooked/pitted prunes (4 oz.)
- Topping, whipped/non-dairy {1/2 cup)




Puree é\é\i\\lged/canned prunes until smooth
with no lumps:

Wialle prepored ’erpmg until soft peaks
formed

Fold bran, opplesouce\prunejwce and
pureed prunes into Wh|pped topping

Check for consistency (shoul\*\\\be Jeligelgle

fluffy) O

Divide info 10 equal portions
Refrigerate




Cons’ripa\\\f\i\p was 12t most common ER
diagnosis for adults with DDS services
(Oct 2011 - Sept 2012)

Over 60% adults with intellectual
disabilities admitted to psychiatric
hospital for behavioral issues also had
constipation N



CASE STUBIES: COULD THIS
HAPPEN IN YOUR RESIDENCE??2?




Case #1

Sarah is an adolescent dually diagnosed with
intellectual and psychiatric disabilities. She was
admitted to an inpatient psychiatric facility and has
a history of constipation, which previously required
hospitalizations and a nasogastric tube. She is also
prescribed Clozapine.

On the third evening of her inpatient stay, at
approximately 8:00 p.m. Sarah began vomiting, was
experiencing painful cramps and complained of not
having had a bowel movement. The nausea and
intermittent vomiting continued through the night and
into the following morning.

When the pediatrician assessed Sarah at approximately
59:00 a.m. the following morning Sarah was not in any
pain and had good vital signs, however she was still
experiencing episodes of vomiting. The pediatrician
recommended reassessment if vomiting recurred or
symptoms worsened.

At approximately 11:30 a.m., a therapy aide attempted
to check Sarah's vital signs, but Sarah refused. Sarah
did not eat and remained in bed most of the day. These
behaviors were atypical, Sarah had good attendance
at school, often ate all of her food and was present

and engaged in treatment. At 2:45 p.m., Sarah vomited
again but staff did not notify the pediatrician for

further assessment.

At shift change, not all oncoming evening staff were
informed of Sarah’s symptoms, while other staff were
informed that Sarah was sick, with limited details.
Later that evening, a therapy aide took Sarah’s vitals.
Sarah’s pulse was abnormally high, she was extremely
lethargic, and she refused dinner. At approximately
7:30 p.m. an LPN checked on Sarah and discoverad
that Sarah had vomited in her bed and she was
unresponsive. The LPN contacted the Charge

Nurse for assistance.

The Charge Nurse contacted the on-call doctor, a
psychiatrist, and informed him that Sarah was vomiting
for approximately 27-hours and had not been eating
but didn't share the details regarding Sarah’s vital
signs and increased lethargy. Due to lack of urgency
expressed by the Charge Murse, the on-call doctor
instructed the Charge Murse to continue monitoring
Sarah. Approximately fifteen minutes after the Charge
Nurse's contact with the on-call doctor, the Nurse
Administrator made a subsequent call to the on-call
doctor requesting that he come to the unit to the
assess Sarah. Upon the on-call doctor's arrival to the
unit he was informed that Sarah’s blood pressure was
not good. He then attempted to take her pulse, but it
was weak and ordered the Charge Murse to call for an
ambulance.

When the paramedics arrived, they were not provided
with Sarah’s medical information or her history of
constipation, bowel obstruction and Clozaril therapy.
The paramedics were also told that Sarah's distended
abdomen was normal for her. The paramedics found
Sarah's vital signs and presenting symptoms o be
abnormal and transported her to a local hospital via
ambulance. A therapy aide from the unit accompanied
Sarah to the hospital, however, the therapy aide was
new and unfamiliar with Sarah and unabile to answer
many of the questions that hospital staff asked.

Sarah died the following day
because of complications of
an intestinal obstruction.




Key Polnts:

Adolescent with autism and schizoaffective disorder

Recelved services on an Inpatlent adolescent psychiatric unit
History of constipation
Prescribed Clozapine—creating high risk for constipation

Displayed signs/symptoms of constipation, including changes
In behavior

Refusal to eat
Viomiting
Lethargic
Abdomen palns

Lack of stoolincontinence

Although Sarah did not verbally express discomfort,
individuals have varying levels of pain tolerance and/or ways
of expressing thelr paln/discomfort, which cannot be ruled out
as an Indlicator that she was fine

Overarching Issues:

Lack of awareness of constipation and intestinal obstruction
symptoms

Fallure to notify the pediatrician as requested when symptoms
returmed and worsened

Lack of communication between staff regarding Sarah’s
declining physical condition

Unfamiliartty with and fallure to follow facility policlies and
proceduras

Fallure to seek medical attention In a timekly manner resuliing In
delayed medical tfreatment

Insufficlent Information provided during transfer to emergency
respondershospital




Case #2

John is a middle-age male who resides in a residential
program and requires physical assistance for all
activities. John has limited verbal skills; howewver, he is
able to communicate his wants and needs by yelling
and gestures. John cannot toilet independently and
requires complete staff assistance with his Activities
of Daily Living {ADLs). John has a bowel management
protocol in place due to a history of constipation.

As part of John's bowel movement protocol staff
were required to record John's bowel movements

or lack thereof, to contact the residential nurse or
on-call nurse if a bowel movement did not occur
within a 48-hour time-frame and were provided with
directions to administer a prescribed PRN agent at
bedtime if John did not have a bowel movement within
48-hours. Nursing staff were to be notified prior to
administering the prescribed medication and both the
communication with nursing and the administration

of medication were supposed to be recorded in the
John's Progress Notes, Medication Administration
Record (MAR) and nursing notes. Staff were required
to continue to monitor John's bowel movement and

if after receiving the medication, a bowel movement
did not occur by the third day, staff were required to
notify nursing immediately to assess John and make a
clinical decision as to whether John needed to go to
the hospital.

One day, John returned home early from his day
program because he was lethargic, withdrawn and

not acting himself. John was offered lunch when he
returned home, which he did not eat or drink and
instead pushed away. John chose to go to his bedroom
to lay down. Staff checked in on John throughout

the afternoon with no changes observed in John's

state throughout the afternoon into the evening. John
refused dinner when it was offered. The residential
nurse stopped by the residence in the evening to
meet with John, but before assessing John she
quickly reviewed his daily bowel chart and MAR. The
residential nurse quickly observed that for the three
preceding days no entries were recorded in John's
bowel monitoring chart and there was no indication

on the MAR whether he received his PRN prescribed
to assist with bowel movements. Additionally, the
nurse was unable to locate recent bowel tracking
documentation recorded by staff at John's day
program and provided to the residence. The nurse was
concerned because residential staff had not contacted
her regarding John's absence of bowel movements or
administration of his PRM. The nurse spoke with staff
on shift, none of whom could recall if they were aware
or observed if John had a bowel movement within the
past 48-hours.

The nurse immediately assessed John who was
sleeping in his bedroom. She checked his vitals all of
which were within normal range but based on the lack
of completed documentation related to John's bowel
movements for the past 48-hours, his lethargic state
and refusal to eat/drink, and his history of constipation
she took John to the emergency room. Jehn.was
admitted and diagnosed and treated for what
resembled a partial bowel obstruction.

Four days following his admission to the hospital John
was discharged and returned to his residence. Upon
John's return to his residence, his bowel management
regimen was re-reviewed due to this recent hospital
admission.




Key Polnts: | Overarching Issues:

Service Setting: Supervised Individualized Residential
Alternative (IRA)

Diagnoses: moderate Intellectual disability, Impulse Control
Disorder, and Selzure Disorder

g constipation

History of constipation and bowel obstruction

L 2 required documentation for Jo 's

Had a bowel management protocol g o e cexyiivect doEI eIt for i)
bowel movemeant manag ant

Staff did not notify nursing iffwhen John did not have a bowe

movement in a 43-hour perod

Insufficlent oversight to ensure staff completion of
documentation and adherence to John's bowel movemeant
pro toco




Case #3

Jen 1s & So-year-old female whao has resided In the
same residence for approdimately elght years and
attends a Day Hab Without Walls during the weekdays.
Jen 1s dizgnosed with Impulse Control Disorder,
Unspectfied Bipolar Disorder, Irritable Bowe! Syndrome
and has a history of Gastroenteriits and constipation
Diue to Jen's history of constipation, she had a bowed
management protocod which Includes a high-fiber,
low-sodiem diet and prescribed over-the-counter
medications for constipation. Howewver, ower the past
couple of weeks len refused to take the medications
for constipation.

&f spproedmately 7:30 a.m., the Residentlal Manager
arrived at the resldence and was Informed by owernight
=taff that Jen was not feeling well and showld stay
home from day program that day. Staff reported

that in the eary morning hours Jen had gone to the
bathroom but was straining and unable to produwce

a bowel movenant. While staff was aware that Jen's
boweed movements were supposed to be documented,
she werbally expressed concern to the Resldential
Manager about Jen's abnormal bowed elimination, as
she typlcally had a routine bowel elimmnaton In the
moning bart did not document this. The Residential
Manager was later Informed that Jen refused breakfast
that moming but based on his observatlons of and
Interactions with fen she appeared to be acting herseli
&f 9000 a.m., prior to bringing the residents to their day
hablitation programs, the Residential Manager called
the residential nurse and left a volcemall requesiing

a refurn call. &fter thirhy minutes with no returm call

the Residential Manager contacted the Director of
Mursing Services to advise her that Jen did not have 2
bowed mowvement that morning and refused breakfast
He reported that based on Jen's bowel movement
chart her last bowel movement was approximately a
day and half ago. To e of the side of cautlon due to
Jen’s history of constipation, the Director of Mursing
recommended that Jen stay home for the day to rest,
take Milk of Magnesia and drink prnene Juice. The
Director of Mursing requested to be updated on Jen's
status theoughout the moming.

The Residential Manager gawe len some Milk of
Magnesia, which Jen infially took, but then spit the rest
out. Jen was then provided with water and prune juice
both of which she drank and then went to her bedroom
to rest. A few hours later, at 11225 a.m. Jen got up to
use the bathroom. Jen passed wrine as well as whait

appeared to be diarrhea, but Jen flushed the toilet too
quickly for staff to fdly chserve.

Arogund M:30 a.m. the Director of Mursing amived at
the residence to wvisually check on Jen and review her
recent medical documentation While reviewing fen’s
miedical records she noticed ER discharge papensvork
for constipation lssues from two months prior and

a recommendation to follow-up with Jen's primary
care physidan, however, no follow-up appolniment
was scheduled. A review of Jen's bowel movement
tracking documentation since the ER wisit revealsd
several missing entries from staff, and the residential
nurse had mot completed her reguired weekly review
of the docwementaticn. Additionasdhy, there was no
doocumentation o support boweel movement tracking
was used across both of fen's service providers.

At 12-30 p.m. Jen was still In bed and refused lunch
She went to the bathroom agaln, this time she
eliminated stool that appesared like “loose pebbles”
The Director of Mursing vistted Jen, who was sl laying
In her bed. Jen was In and out of sleep, her head did
not feed hot to the towch and she didn't express any
discomfort The Director of Mursing departed the
resldence around 15 pom. and reguested that the
Residential Manager contact her or the residentlal
nurse with updates on Jen. There were no changes

In Jen's symptoms throughout the afternocen when
Residential Manager's shift ended at 4:00 pom.

The Residenttal Manager informed the oncoming
fssistant Manager of Jen's status and that he was
walting for a return call from a wolcemall left for nursing
that morning. He asked her to keep him and the
nursing staff updated on Jen’s status

At 5:30 pom. Jen again refused dinner and remained
in bed. At approximately 7:00 pom. the Assistant
Manager reported to the Residential Manager via

text message that she felt len"s head and belleved
che had a temperatwe. At 8:30 p.m. the Assistant
Manager sent another text message to the Residemtial
Manager that Jen was not breathing. The Residential
Manager Immediatety called the restdence and advised
them to contact nursing and call 911 By the time the
paramedics arrived, Jen threw up blood and was
UMNTESponsie

Jen was transported to the local

hospital but had passed away due
to an intestinal cbstruction.




Key Polnts:

Service Setting: Supervised Individualized Residential
Alternative (IRA)

Diagnoseas: Impulse Control Disorder, Unspecified Bipolar
Disorder has a history of Gastroenteritls

History of constipation
Displayed signs of constipation, including changes In behavior
Refusal to eat
Vomiing
Lethargic
Abnormal stool gquallty
Emergency Room vislt within the past 2 months

Medical follow up after Emergency Room visit did not occur as
recommended

fAlthough Jen did not verbally express discomfort, Indhviduals
have varying levels of pain tolerance and/or ways of
expressing their pain/discomfort, which cannot be ruled out as

an Indicator that she was fine

Overarching Issues:

Lack of education/awareness of constipation/bowel obstruction
symptoms

staff were not adhering to the documentation for Jen's bowel
movemsnt management

Recidentlal nurse was not tmely In responding to the Residential
Manager's cal

Mursing did not schedule follow-up appointment foliowing ER
discharge

Lack of urgency In seeking medical attention
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