
Continence



Learning outcomes

• To understand what continence is

• To be able to describe the symptoms of constipation

• To be able to offer advice and support about healthy 
eating and fluid intake

• To know what to do if “reg flags” symptoms are 
present 



Continence is the ability to pass 
urine or faeces voluntarily

Recognise the need

Identify the correct place

Hold on until the correct 
place is reached

Reach the correct place

Pass urine or faeces 
when they get there



To remain continent we must 
have …

• A brain able to interpret messages from the bladder & 
to make a decision.

• An intact nervous system able to transmit accurate 
messages.

• A bladder able to remain relaxed while filling & to 
contract effectively to empty.

• A sphincter mechanism strong enough to prevent 
urine leakage & yet able to relax to allow urine to flow.

• A pelvic floor strong enough to support the bladder 
& help keep the urethra & sphincter closed.

• A functioning musculo-skeletal system to allow us 
to reach the toilet.

• A socially acceptable environment to pass urine or 
faeces.



Digestion

How your digestive system works - Emma Bryce - YouTube

GCSE Biology - Digestive System #13 - YouTube

https://www.youtube.com/watch?v=Og5xAdC8EUI
https://www.youtube.com/watch?v=vMI46qGQMDw&list=TLPQMTgwMTIwMjKJvq4U5rBw8g&index=1


The Digestive Tract

Stomach – food stays around 3 
hours as it converts into chyme

Small intestine - food transmits 
between 4-6 hours

Large intestine – Faecal matter can 
be transmitted through in 
12-72 hours



What's normal?

A normal bladder on average voids 6 times a day at 4-6 
hourly intervals.

A normal bowel movement is no more than 3 times a day 
and no less than 3 times a week. There should be no 
need to strain more than 25% of the time and the stools 
should be soft and comfortable to pass.



What is constipation?

Constipation is an acute or chronic 
condition in which bowel movements occur 
less often than usual or consist of hard, 
dry stools that are painful or difficult to 
pass.



How common is constipation?

People with learning disabilities are more likely to suffer from 
constipation than people without learning disabilities.

In a randomly selected institutionalised adult population of 
215 people with learning disability, 149 cases (69.3%) had 
constipation

25.7% of people with learning disabilities received a repeat 
prescription for laxatives in one year compared to 0.1% of 
people without learning disabilities

Chronic constipation is surprisingly common in people with 
learning disability. Communication difficulties, the vagueness 
of the symptoms, and the presence of other priorities often 
mean that carers and clinicians miss looking for this problem.



There are 3 categories of constipation:

• Primary, where there is no underlying medical cause 
and largely associated with lifestyle factors

• Secondary, caused by physiological conditions such 
as cerebral palsy, diabetes mellitus, Parkinson's 
Disease, Multiple Sclerosis, Stroke, Dementia, Spinal 
Injury, Learning Disability

• Iatrogenic, caused by side effects of medications

Diagnosis of constipation is generally triggered by a 
description of the symptoms. In some cases, abdominal 
radiography may be necessary to confirm the diagnosis.



What causes constipation?

People with learning disabilities mainly get constipated for the same 
reasons as other people. These include:

• inadequate diet and fluid intake

• reduced mobility and lack of exercise

• side effects of certain medications

• anxiety or depression

People with learning disabilities may have conditions that make it more 
likely for them to have constipation such as:

• poor diet (refusal to eat/drink, only certain foods)

• reduced physical mobility

• being prescribed medication such as antipsychotic, antidepressant and 
anticonvulsant medication that can all have a negative effect on bowel 
movement



And..
•Other medical conditions that exacerbate 
constipation include hypothyroidism, 
depression and diabetes. 

•People with more severe learning disabilities 
are at an even higher risk of constipation. This 
may in part be related to complex health needs 
requiring a variety of pharmacological 
treatments that can contribute to constipation. 
They’re also more likely to be less active and 
do less exercise, which is another associated 
factor. 



Psychological/Environmental   
factors

• Delaying

• Lifestyle changes

• Dirty 
toilets/Environment

• Lack of  privacy

• Anxiety/Depression

• Questionable toilet 
training

• Embarrassment

• Disruption or changes 
in routine 

• Ignoring the urge to 
pass stools



Symptoms of constipation 
include…

• difficulty in passing stools,

• infrequent bowel movements, 

• hard and lumpy stools, 

• stomach ache and cramps.

• nausea

• a feeling of incomplete 
evacuation

• overflow diarrhoea

• faecal impaction

• faecal vomiting

• headaches

• people with epilepsy may 
experience an increase in 
seizures.

• twisting of the bowel 
leading to ischaemia and 
septicaemia

• Constipation can lead 
to serious illness and 
death.



…

Symptoms of constipation can be overlooked, 
with resulting behaviours being attributed to the 
person’s learning disability.

There’s a body of research demonstrating the 
link between chronic constipation and 
behavioural problems, including self-harm, in 
people with learning disabilities. 

It’s important that physical problems such as 
constipation are considered if someone 
suddenly starts exhibiting challenging behaviour.



Chronic constipation 

Constipation may not be considered a particularly worrying health problem 
and treatment is usually effective if started promptly. 

If not treated constipation can lead to more complex problems. As a 
consequence of continual straining to try to pass stools people can 
experience rectal bleeding, which may be the result of anal fissures, 
haemorrhoids or rectal prolapse. 

Chronic constipation can lead to many negative impacts on quality of life. In 
addition to the physical aspects described above, there are also 
psychological impacts. These include embarrassment, social isolation and 
anxiety. Long-term constipation is also associated with urinary and faecal 
incontinence, which in turn can increase social anxiety.

Although the primary negative impact of constipation relates to the 
individual, there’s also a considerable cost in relation to healthcare services. 
The management of constipation is expensive in terms of professional 
resources and prescription costs. 



Red Flag symptoms: refer to GP 

• Recent onset or worsening of Constipation (esp. in 
patients over 50)

• Rectal bleeding and/or blood in stool

• Unintentional weight loss > 4.5kg

• Deficiency of iron with or without anaemia

• Palpable mass (rectal or abdominal)

• Persistence of: abdominal pain/cramping; rectal pain; 
anorexia; nausea; vomiting; fever



How can you help to prevent 
constipation?
Assess & Monitor food and fluid intake 
Bowel Diary-aim to achieve Type 4
Encourage healthy eating (whole grains, fruits, 
vegetables and pulses) and drinking (6 glasses per day-
peeing 6 times a day) (reduce caffeine & fizzy drinks)
Increase exercise
Regular/prompted toileting 
Toilet same time every day 
Correct sitting position
Medication – softeners, laxatives, stool bulkers 



Also…

Poorly fitting dentures

Mouth ulcers/Oral infections

Changes in taste buds

Changes in food tolerances

Texture/taste/smell of food

Inability to cook

Inability to shop

Affording/Motivation to eat



Toileting 

In order to encourage effective bowel movements, it’s important that 
a person is comfortable when using the toilet. Many factors affect 
someone’s ability to relax and to open their bowels.

Issues to consider in relation to the toileting environment are:

• bathroom is well-ventilated, warm and clean

• enough space

• adequate privacy

• lack of distractions

Bowel habit retraining may be helpful for some people,

• about 30 minutes after eating a meal

• every day at the same time.

• encouraged to sit on the toilet for 10 minutes



Drug therapy to treat constipation

Long-term use of laxatives isn’t generally recommended. Some 
laxatives can be habit forming, which means the bowel may start to 
depend on them.

bulk-forming laxatives e.g. Ispaghula husk speeds up the transit 

time or foods such as whole grain cereals and porridge

stimulant laxatives e.g. Senna which encourages peristalsis (muscle 

movement) by stimulating the nerves of the bowel and reduces 

water re-absorption to give a soft stool

osmotic laxatives e.g. Lactulose & Movicol soften the stool by 

increasing the water content and volume of the stool in the bowel.





Monitoring

An essential aspect of a holistic management strategy is ongoing evaluation 
in order to gauge if the interventions are being successful.

Ideally, a baseline measurement should be taken, and an objective measure 
such as a stool chart should be used on a daily basis to monitor the 
effectiveness of the bowel programme. It’s important to identify what’s 
working and what isn’t working. 

For example, in some cases increasing fibre intake can result in bloating but 
no improvement in bowel movements. An effective management strategy 
will result in softer stools being passed more frequently and with less effort. 
There may be a need to take waist measurements to monitor bloating 
where there are real concerns.

Monitoring the problem is only useful if appropriate action is taken in 
response. There should be clear guidance on what action to take for 
an individual if concerns are identified.



The Bristol stool form scale

Stools forms can give clues to pathology

Loose stool more difficult to control

Hard stool suggests evacuation difficulty

Must ask about bleeding (bowel cancer 

second commonest in UK ) do not 

assume bleeding is piles

Don’t confuse Bristol scale 7 with overflow 

THE PERFECT  POO! - Type 4 



Serious case reviews
Their deaths occurred and were from complications related to faecal 
impaction.

Richard had lifelong problems with constipation and also had down 
syndrome and associated health challenges including hypothyroidism, 
psychiatric co-morbidity and communication difficulties. He was aged 33 
when he died from complications arising from faecal impaction. The review 
found that despite his physical health problems the only regular health 
professional input was from psychiatry. The staff that supported him had 
received no training in monitoring bowel health. 

The second SCR was about ‘Amy’ who had epilepsy, cerebral palsy and 
known bowel problems. She died aged 52 of aspiration pneumonia related 
to faecal impaction. The review highlighted concerns that the significance of 
Amy’s bowel problems was lost when she moved between providers and 
the new service then failed to monitor her bowel movements. Even when 
there was clear documented evidence that her breathing difficulties were 
associated with severe impaction this was overlooked. 



In summary…

Prevention is better than cure!

• High fibre

• Adequate fluids 

• Exercise

• Assess, monitor and act 


