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Effects of opioids on the gastrointestinal system

Opioids interfere with peristalsis.” This causes transit through the gastrointestinal
system 1o be slowed, allowing more time for fluid to be absorbed from the gut
contents.* Opioids can also reduce the amount of fluid secreted info the digestive
fract.*™ These effects combine to give dry, hard stools. In addition to this, opioids
can reduce rectal sensitivity and increase anal sphincter tone, meaning that
there is less urge and more difficulty with defaecation even when the rectum is
full." The overall result is the production of dry, hard stools that are difficult to pass.

Table 1: Specific effects of opioids binding to mu(u)-opioid receptors in the
gastrointestinal system®! s

Stomach Small Intestine Large Intestine

Reduced gastric Reduced propulsive Reduced propulsive

motility contractions peristalsis

Prolonged gastric Increased water Increased non-

emptying absorption propulsive
Decreased intestinal confractions
secretions Increased anal
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Symptoms of OIC

It is important to note the degree of difficulty an individual has when opening
their bowels and whether they find their bowel symptoms troublesome.
Constipation should not be defined by frequency of bowel movements alone.

A proactive approach needs to be adopted to prevent constipation or faecal
impaction occurring, especially at the end of life.

People with OIC may experience
one or more of the following
symptoms:

Passing stools less offen than is
normal for them

Dry, hard stools (Type 1 or 2 on
stool chart, see overleaf)

Straining when using the toilet

Feeling like they still have more
stool to pass (incomplete
evacuation)

Bloated abdomen
Abdominal pain

Pain - colic or constant
abdominal discomfort

Urinary retention or frequency
Faecal impaction

Faecal impaction with
spurious diarrhoea (overflow)

Intestinal obstruction
Confusion, restlessness,

Increased oral-
caecal transit time

sphincter tone
Reduced ano-rectal
sensitivity

Increased transit
fime

Increased
desiccation (drying)

Nausea and vomiting
Haemorrhoids
Feeling tired and sluggish

agitation if severe (may be
misdiagnosed as terminal
agitation in a dying person)

of faeces
)

References can be found on page 13

Loss of appetite
Depression

It is important not o diagnose OIC on the basis of any one symptom in isolatfion
as these symptoms may be related to underlying disease progression.

Ask your patients at risk of OIC to fill in the Bowel Symptom Diary that is part of
this toolkit. This information will assist you with the assessment of constipation and
with your evaluation of the effectiveness of lifestyle advice and laxative therapy.

The Bowel Symptom Diary and other useful resources are available at
www.choices-in-oic.co.uk
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Stool chart

TYPE 1 Separate hard lumps like nuts
(difficult fo pass)

TYPE 2 Sausage shaped but lumpy

TYPE 3 Like a sausage but with cracks on surface
TYPE 4 Like a sausage or snake, smooth and soft
TYPE 5 Soft blobs with clearcut edges

(passed easily)

TYPE 6 Fluffy pieces with ragged edges,
a mushy stool

TYPE 7 Watery, no solid pieces (entirely liquid)

Adapted from Bristol Stool Form Scale

References can be found on page 13

ERANE
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Management of OIC in palliative care

To help make an accurate diagnosis and to guide choice of appropriate
freatments it is important to ask patients the right questions about their bowel
roufine and associated symptoms. A list of suggested questions is contained
in the OIC Quick Reference Guide included in this pack.

KEY PO| NTS ' ® Titrate stimulant and softener/osmotic

laxative doses to achieve optimum
stool frequency and consistency?

® Be proactive not reactive in your ® |f the usual laxative regimen is
approach fo bowel care insufficient, consider other treatment
® Review individual’s Bowel Symptom options (e.g. peripheral opioid
Diary at every consultation antagonist, rectal interventions)
® Co-prescribe laxatives with opioids? ® Discuss freatment options with the
® A combination of a stimulant laxative individual
and a faecal softener are often ® The goal of treatment is the comfortable
prescribed'™ passage of stool rather than a specific

frequency of bowel movement’

A proactive approach

Constipation in individuals with advanced illness is usually caused by several
simultaneous factors. Opioids can be a major contributor.’ Risk factors for
constipation should be identified and, where possible, addressed to help
prevent constipation occurring.

Risk factors for constipation

Decreased fluid intake:’

Peope receiving palliative care may experience varying degrees of dehydration
and often find it difficult to increase their total fluid intake.

® Encourage them to take more fluids, little and often.

® Offer a range of appealing choices to increase fluid intake e.g. milk shakes,
ice lollies, smoothies and milky puddings.

® Encourage a hot drink first thing in the morning, fo stimulate a bowel
movement by tfaking advantage of the gastrocolic reflex.
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Poor nutrition:!

Individuals receiving palliative care may find it impractical to eat a diet high
in fibre, as they may have poor appetites and may prefer the ease and taste
of eating low fibre foods.

® Encourage them to eat little and often with as much fibre as they
can manage.

® Offer fruit smoothies or porridge as a more appetising way of increasing
filore intake.

® Be caufious when increasing fibre infake in people with OIC, as fibre
can make constipation worse if patients have inadequate fluid intake.?

Metabolic disturbances?
Biochemical imbalances can increase the risk of constipation.
® Hypercalcaemia

® Hypokalaemia

Reduced mobility:'
Fatigue and disease process may reduce mobility.
® Encourage them to move around as much as they can manage.

® |icise with multidisciplinary team; effective symptom conftrol together
with physiotherapy can aid mobility.

Dignity and comfort:'

® Assess foileting needs including personal preferences.™ ‘

® Enable them to access toilet,* and if possible avoid
using bedpans.

® Provide privacy and respect dignity.'

® Consider the addition of a footstool to raise
knees higher than hips in order to raise their
infra-abdominal pressure - see picture opposite.

® Raise foilet seat for comfort, remembering that
the knees should be higher than the hips.?

References can be found on page 13
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Medications contributing to
constipation:

Various medications may
conftribute to constipation
(see box opposite).

® Review medications including
over-the-counter medications
and rationalise where possible.

Medications to treat OIC

Laxatives should be co-prescribed
with opioids.?

There are four main groups of
laxatives that work in different ways.

In reality these groupings are
arbitrary as there is a lot of overlap
between their actions. For example,
osmotic agents will soften stools
and increase their mass, which will
stimulate peristalsis.

Choosing a laxative

Several different laxative
combinations may be equally

effective so choice may be guided

by the specific symptoms and

preferences of the individual.? Local
guidelines and formularies should be
taken into consideration. Combined

Opioids
Diuretics
Anfimuscarinics
- Phenothiazines

- Tricyclic antidepressants
- Hyoscine derivatives

SHTs antagonists e.g.
odansetron/granisetron/
fropisetron

Somatostatin analogues
- Ocftreotide
- Lanreotide

preparations of a stimulant and
soffener e.g. co-danthramer, minimise
pill burden. Alternatively a separate
stimulant and softener can be given
to allow titration of each drug
individually, to achieve optimum
stool consistency and frequency.
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Treatment options for opioid-induced constipation in palliative care
Please refer to individual sumnmary of product characteristics for full prescribing information.

Subcutaneous

Treaiment option Mode of action

Examples
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Time to action

Notes

Stimulant laxative

Increases intestinal motility by
stimulating peristalsis'”

Senna, bisacodyl,
sodium picosulphate

8 to 12 hours"”

Senna and bisacodyl both rely on bacterial fransformation in the
large bowel to produce active derivatives®

Softening laxative

Softens stools by acting like detergents
to reduce surface fension and improve
water penetration of stools®

Docusate

1 to 2 days"”

Docusate probably acts as both a softener and mild stimulant'”

Osmotic Laxative

Increases the amount of water in the
large bowel, either by drawing fluid from
the body into the bowel or by retaining
the fluid they were administered with.
This increases the stool mass and
stimulates peristalsis®

Lactulose, macrogols
(polyethylene glycol)

12 to 48 hours®

Osmotic laxatives need to be taken with adequate fluids®

Bulk-forming Absorbs water to soften stools, but also Methylcellulose, Patients should be Bulk-forming laxatives are rarely used in palliative care.* Adequate
laxative increase faecal bulk which stimulates ispaghula husk advised that the full fluid intake must be maintained fo avoid intestinal obsfruction’”
peristalsis'” effect may take some
days to develop”
Combination Combine laxatives with different modes Co-danthramer, 61to 12 hours™® These laxatives contain dantron which is only licensed for use in
laxatives of action. A combination of stimulant and | co-danthrusate, ferminally ill patients.'® Co-danthramer contains stimulant dantron

soffening laxatives are generally used

magnesium hydroxide
with liquid paraffin

plus softening poloxamer,® co-danthrusate contfains stimulant dantron
plus soffening docusate'

Selective peripheral
opioid antagonist

Displaces opioids from peripheral
mu (u)-opioid receptors in the
gastrointestinal system?®

Methylnaltrexone
bromide

30 to 60 minutes®

Methylnaltrexone is a selective peripheral mu-opioid receptor
anfagonist for freatment of OIC in palliative care®

Suppository

Stimulates rectum due to mild irritant
action (glycerol), or stimulates peristalsis
(bisacodyl)”

Glycerol, bisacodyl

Glycerol: 1 to 6 hours,®
bisacodyl 20 to 60
minutes"”

Glycerol suppositories dissolve with body heat. Bisacodyl suppositories
should come intfo contact with the bowel wall®

Softening retention
enema

Soffens and lubricates stool to ease
passage®

Arachis (jpeanut) oil

15 to 30 minutes, can
be used overnight in
more severe or
persistent constipation®

Caution may be advisable in patients with nut allergy”’

Osmotic enema

Softens stool and stimulates peristalsis'”

Sodium cifrate
microenema,
phosphate

20 minutes®

Use with caution in elderly and debilitated patients'”

References can be found on page 13
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Manual removal of faeces

It may be necessary to manually remove impacted faeces. Only a competent
practitioner should carry out this procedure observing local trust/organisation
policies and protocols. It is worth noting that for some individuals receiving
palliative care such as those with spinal cord injury caused by spinal cord
compression, cauda equina syndrome or end stage mulfiple sclerosis a manual
removal of faeces may be an integral part of their routine bowel management.

Faecal impaction is a clear sign that an individual’s laxative regimen is insufficient.
Once an impaction has been successfully cleared it is essential that a regular
laxative regimen is put in place to prevent the problem recurring.

Constipation can have a significant impact on a person’s quality of life.?
A proactive approach in managing opioid-induced constipation can help
your patients avoid unnecessary discomfort and distress.
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