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Bowel Irrigation :uuve suse

What is bowel Irrigaiion?

Bowel irrigation is the practice of
instilling a measured amount of
lukewarm water into the colon via anus.
The dilation of the colon is followed by a
reflex contraction which expels both
faeces and fluid from the colon via anus.

It is a method of contralling bowel
action by enabling the large bowal to
emply, so praventing further action until
the next irigation. It offers a method by
which the fecal incontinence patients
may exercise control over their
incontinence problem.

Aim
The aim is for the fecal incantinence
patients o have no further bowel

movement betwaen irrigations, usually

avery 24 hours, enabling him to be free
from fecal incontinence.

Who is spitable for irrigation?
1. The medical {acts
2. Home conditions

A lavatory which has a hand-basin
or similar washing facilities.

3. Emotional / Physical state

The patient must be well motivatad
and has godd manual dexterily,
Mentally and physically are capable
of leaming and pedfoming the tachnique.

4. The staal is formed

5, Family cooperation i1s essential in
providing suppor, privacy and time.
Relatives can also paricipate in the
procedure,

Contra-indication for irigalion

1, Inflammatory bowal disease, iritable
towel syndromes, diverticular discase

2. The patients with physical or mental
linnitations

3. The patients with cardiac or renal failure

4. The arhntis patients - for thay lack
the necessary manual dexterity.

Equipmant

1, A reservoir and plastic lubing with
clamp

2.8 cone
3. Lubricating gel
Amaunt of water

The amount of water instilled may
vary from 500 - 1000ml, depending on
individual. Phesphate enema may be
negded from the prescription of
physician,

Before irrigation
The individual should choose a
convenient time of day when he or she

can occupy the bathroom for-an hour
without the risk of being disturbed.




Ideally, the irrigation should be carried
out at the same time each day,

1. A bathroom containing both a
lavatory and washing facilities.

| 2. Collect all necessary equipment and
,I ensure the environment is warm and
comiortable.

3. A4 hook s fised next to the odat, 19
hold the resenvoir at head height of
|| the seatad patient.

4. Lay out the equipment within reach.

5. Pour lukewarm waler into the
resenvair and eliminate the air fram
the tubing.

6. The clamp on the plastic wWwhing
should be closed 12 pravent walar
from flowing down.

7. The patient should sit comfortably on
ihe lavatory or commode,

8. The patient can wear a disposable
glove an one hand.

* If the patient is bed - bounded, he / she
should lie on one side and bad sheets
are protected, Someons alsa can do the
procedure,

Introducing the water
1. Lubricating gel is applied to the cone.

|’ 2. The cone is ingsarted into the anus and
hetd in place with the fingers of one hand.

3. Whilst holding the cone with one hand,
the clamp can be slowly cpened with
the othier and allow water 1o flow from
r the raservoir via the anus into the
descending coton.

4. The amount of water used and the time
taken for it to enter the bowel varies
from patient to patient { abowt 10-15
ins | o

&. If the water enters the bowel 100 fast,
cramp may be caused.

€. If this occurs, the water flow can be
wmed off by the clamp. The patient |
can massage the abdomean lor a few
mins.

7. The patient may recommence the
procedure when the cramp gases,

8. Cramp may also occur if the water is :
gither too hot or too cold.

9. When the desired amount of water
has bean introduced into the colon,
the cone can be removed,

1 i e

1. In 5 - 10 mins, there will be a flow of
faeces from the anus.

2. Evacuation of the luid will be |
completed after a further 10 - 15 mins.

3. After the bowel is emplied, the patient
can clean and dry up the paringal
dred. |

4. Theirrgation sel should also be
cleaned for use again,

5. The procedure takes about 30to 40 |
mins.

Some hints for irmgation
1. For the first week, irgation should be ||
carried out daily. There may be some

spillage of fagces or fluid due 1o
incomplete evacuahon.

2. If no spillage ¢ccurs between
irfigations, irrigation can be tried every
48 hours.

3. If a pabient is dehydrated, however,
much of the irrigation fluid may be
absorbed through the bowel, so this
should be considered when deciding on
Tlungt walurme,

6. If the patient performs irrigation
evaryday, try to do it al approximately
the same time.

7. Let the pafient arrange the time of the |




washout to suit himself / herself. He fshe
may like to do it in the evening instead of
the morming.

8. You may find that il yvou have been a
constipated person, irrigations are only
necessary on every othar day.  Try this
and see whetlher it will success,

9, MNever do an irigation if you are taut
and tense. Wait until you have calmed
down and relaxed.

10, If you are travelling a long way,
your nofmal regime could be interruplad,
Do a washout before you go and revert
to your usual cusiom when you arnve
vour destination.

11,11 you have what you consider 1o be
an unsatisfactory washout, don”
repeat it. Mext day s washout will be
excellent.

12. Don” 1 use more water than 1
necessary - about 750ml. If you use
more, it will flow into the right side of
your colon.

13. Very few loods and drinks will upset
you. Onions will probably be one. Find
oul these and avoid them if possible.

16. If you are travelling abroad and the
water is not drinkable, do nol use it 1o
irrigate. Boiled water should be used.

Please ask Entergstomal Therapist
tor advice it problams arise.
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#H P — : Female Urinary Incontinence (Part )
Dr. ¥u Kim Kam, Teresa,SMO, Dept of Gerialrics, RH

Common Causes of Urinary
Inconlinence in Women

» GEnuine sIress incontinence
+ Detrusor instability

* Owverflow incontinence secondary to
urinary retention

* Fistulae (vesico-vaginal, uretero-
vaginal, urethro-vaginal)

* Congenital lesions (e.q. epispadias,
ectopic ureler, spina bilida)

* Transienl causes [DIAPPERS)
-Delivium / confusional state
-Infection, urinary
=Atrophic urethritis / vaaginitis

-Fharmaceuticals (e.g. diuretics,
anticholinergics, sedalives,
anlipsycholics. anlidepressants,
elc.]

-FPsychological

-Excessive uring oulput (resulls
from large fluid intake, diuretic
agenis and metabolic disorders
e.9. DM, hypercalcasmia)

-Restricted mobility
-Stool impaction

Genuine stress incontinence 15 the
commonest cause of urinary
incontinence in women. Symptoms of
urimary leakage associated with physical
gxertion with or without frequency,
urgency or prolapse. Usually ocours
following childbirth but may alfect
nulliparous women when there is
congenital weakness of the support of
the urethra. Post pelvic surgery,
postmenopausal atrophy and increases
infra-abdominal pressure such as a
mass, chronic cough or constipation, can
exacerbate the symploms. Frequently,




but not always, there is co-existent
prolapse of the anterior vaginal wall
(cystourethrocele).

Detrusor instability is the second most
common cause ol female urinary
incontinence. Patients with this condition
usually complain of a mulliplicity of
symptoms including urgency, urge
incontinence, frequency and noclurnal
enuresis. Somelimes genuine siress
ncontinence and detrusor instability co-
exists.

Overflow incontinence secaondary to
urinary retention may be due to poor
detrusor contractility or outflow
obstruction, and the wunderlying
pathelogy may be neurological,
inflammatory, post-surgical, drug ralated
or pelvic patholegy such as a prolapse or
mass. Patients may complain of voiding
difficulties like incomplete bladder
amplying and straining during voiding.
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Urinary incontinence may occur during
pregnancy because of abnormal
detrusor function, reduction in urethral
sphincter competence, or an increase in
intra-abdominal pressure. Siress
incontinence due to urethral sphincter
weakness is less likely to resolve
posiparium, but detrusor instability
occuring during pregnancy usually
resolves. Vaginal delivery results in
trauma to the pelvic floor, especially so
for instrumental vaginal delivery.
Although most pelvic floor damage
during childbirth resolve spontansously
or aided by physiotherapy, some may
have irreversible damage.
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International Urogynecologic Association (24th Annual meeting)
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18953 Continence Fonum
A Joint Meeting of the International Gontinence Society [201h
Anmwal meating]
International Children's Conlinenca Soclety (2nd meeting)
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