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1. Background — Bowel Care, Continence and MJD 
Many long term neurodegenerative conditions, such as Machado Joseph disease 
(MJD) develop neurogenic bowel dysfunction resulting from the loss of normal 
sensory and/or motor control. This can result in faecal incontinence, and constipation 
and may encompass both the upper and lower gastrointestinal (GI) tract (Poggio, 
2016).   
 
Faecal incontinence (FI) is the inappropriate passing of faecal fluid or stool, and can 
include flatus incontinence , the inability to control flatus (gas or wind) (Pellat, 
2007).  Constipation occurs when there is a slowing of the transit of faeces through 
the colon, resulting in more water being removed and dry, lumpy and hard stool.  
Lack of activity, diet and dehydration all contribute to constipation (Eberhardie, 
2004).  All three risk factors are issues for people with MJD because as the disease 
progresses the ability to eat, drink and move independently is incrementally reduced. 
 
In normal bowel function, entrance of food into the stomach causes dilation initiating 
the gastrocolic reflex where faecal contents are propelled in the large intestine by 
periodic mass movements, preceded by a similar effect in the small intestine.  
Defecation is then initiated by involuntary peristaltic advancement of stool into the 
rectum. An awareness of the need to defecate occurs as a result of interplay 
between the enteric nervous system and the central nervous system triggered by  a 
critical level of rectal filling. The rectum stores stool until it is full; fullness stimulates 
pressure receptors on the pelvic floor that trigger the recto anal inhibitory reflex, 
allowing internal anal sphincter relaxation.  The external sphincter is normally 
contracted until it is voluntarily relaxed; this relaxation reduces pressure and thus 
permits defecation. The Valsalva manoeuvre, a voluntary contraction of the 
diaphragm and abdominal muscles, raises intra-abdominal pressure and triggers 
peristalsis in the colon and rectum, causing relaxation of the internal sphincter. 
When rectal pressure exceeds sphincter pressure, defecation occurs (Poggio, 2016).  
Any neurodegenerative disease process which interferes with this sophisticated 
feedback loop is liable to cause bowel dysfunction (Figure 1).  
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Figure 1. Anatomy of the bowel, neurogenic control of defecation, causes of neurogenic 
bowel and placement of sacral nerves and sacrum in relation to the spine and bowel. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Coggrave, 2008 
 

1.1. Machado Joseph Disease and Bowel Dysfunction 

 
Machado Joseph Disease (MJD) is a hereditary neurodegenerative condition 
characterised by damage to the cerebellum (MJDF, 2016).  Initially causing muscular 
weakness, MJD progresses over time to a total lack of voluntary control and 
significant permanent physical disability.  MJD is characterised by a constellation of 
symptoms, which extend from ataxia and pain through to eye movement disorders, 
sleep disturbance, and bowel and bladder dysfunction (MJDF, 2016).    Functional 
MJD symptoms - like poor eyesight, gross mobility, and dexterity - further contribute 
to some of the complex causes of bowel dysfunction associated with MJD.  The 
various symptoms affecting the person with MJD compound one another.  For 
example, a person experiencing faecal incontinence who has unsteady gait, vision 
changes, and fatigue from lack of sleep would find safe toileting exceptionally 
challenging.  Toward the end of life people who have MJD are dependent for all 
personal care activities and bowel care becomes a major issue for carers and a cause 
of shame and anxiety for the person living with the disease (Kayle 2010; Pierce, 
2001). 
 
While bowel problems are common in patients with neurodisability, they are 
generally less well understood than bladder dysfunction and there is scant literature 
to support best practice care (Chia et al 1995; Pierce et al, 2001).  A comprehensive 
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review of the literature, returned only 4 articles which discuss bowel dysfunction and 
MJD.  Two case studies described constipation (Gu et al., 2004; Takiyama et al., 
1997).  A small cohort study with 7 participants diagnosed with MJD observed bowel 
dysfunction (43%), including impaired peristaltic motion and constipation (29%) and 
occasional faecal incontinence (43%) (Shimizu et al., 2010).  Another small cohort 
study of 15 participants diagnosed with MJD observed constipation (13%) and 
diarrhoea (7%) (Yeh et al., 2005).  There is clear anecdotal evidence that along with 
urinary incontinence, faecal incontinence and constipation are issues for people with 
MJD (MJDF, 2016).  Neurogenic bowel dysfunction significantly impacts on quality of 
life (Coggrave, 2008) and improper management can lead to consequences such as 
faecal impaction, bowel obstruction, and increased hospitalizations (Poggio, 2016). 
Consequently, this guideline addresses the issues in general terms, extrapolating the 
effects of disrupted autonomic function which is common in MJD and provides best 
practice advice about bowel management in terms of neurogenic bowel dysfunction. 
 

1.2. Autonomic Dysfunction and Bowel Function 

Autonomic dysfunction is a usual feature of neurological conditions, which is 
characterized by either extra-pyramidal and⁄or peripheral damage. Several studies 
have found that autonomic dysfunction occurred frequently in patients with MJD and 
was especially related to the genitourinary and sudomotor systems (Watanabe et al., 
1996; Takazaki, D’Abreu, Nucci, Lopes-Cendes, França, 2013).   
 
Autonomic nervous system disruption can impact on autonomic functions including 
heart rate, blood pressure, body temperature and importantly digestion.  When the 
autonomic nervous system is impaired, gastrointestinal problems are common, 
symptoms of which include nausea, bloating, vomiting, severe constipation and 
abdominal pain (Mayo Clinic, 2016).  In addition, the internal anal sphincter is under 
autonomic nervous control and the external sphincter is under both autonomic and 
voluntary nervous control. Any disorder of the nervous system can affect bowel 
functioning and cause faecal incontinence and/or constipation.  Incontinence can 
result from a loss of ability to feel the need to defecate and/or weak external 
sphincter.  Incontinence can range from occasional soiling to the involuntary passage 
of solid faeces or diarrhoea all with or without flatulence (Pierce, 2001). 
 

1.3. Considerations for Indigenous Australians 

 
Despite comprehensive research into the issues of bowel care across the lifespan, 
existing research lacks consideration of issues particular to Indigenous Australians 
who experience problems with bowel health.  In traditional Indigenous Australian 
cultures, mores such as distinction between “men’s and women’s” business are 
pertinent as breaches of traditional divisions can cause shame and distress 
potentially resulting in affected persons not seeking assistance for bowel and bladder 
issues (Maher, 1999; Byrnes, 2002).  Indigenous Australian women are reported to 
seek help at lower rates than their non-Indigenous counterparts (Tynan, Gundrill & 
Furphy, 2005). Due to shame associated with talking about the bowel and bladder, 
clients of the MJD Foundation (Aboriginal Australians living with MJD) have been 
observed to avoid disclosure of constipation and bowel control related problems until 



 

MJD Protocol – Bowel Care   Page 7 of 27 
 

symptoms are severe, which has resulted in hospitalisations from complications such 
as bowel obstruction.  
 
Language differences can present barriers for English speaking professionals to 
assess for bowel dysfunction in non-English fluent patients and provide bowel 
management education to them.  For this reason, pictorial education can be an 
effective way to provide education to traditional Indigenous Australian people; 
pictorial education is also culturally part of their heritage (Byrnes, 2002).   
 
The Continence Foundation of Australia (CFA) acknowledges these issues and has 
developed culturally appropriate resources to address constipation and faecal 
incontinence in Aboriginal and Torres Strait Islander peoples.  These resources can 
be accessed at: http://www.continence.org.au/pages/aboriginal-torres-strait-
islander.html  
 
Further exploration of Indigenous Australians’ experiences with bowel issues and of 
culturally appropriate ways to provide bowel management education and treatment 
is required. Qualitative research which explores the cultural implications of discussing 
bowel issues with Indigenous patients along with strategies for clinicians to more 
appropriately discuss the topic could improve bowel care for Aboriginal people living 
with MJD in Australia.

http://www.continence.org.au/pages/aboriginal-torres-strait-islander.html
http://www.continence.org.au/pages/aboriginal-torres-strait-islander.html
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2. Recommended Guidelines for Assessment of Bowel 
Dysfunction in People with MJD 
 
A majority of people with bowel dysfunction delay seeking help due to 
embarrassment or inaccurate assumptions treatment is not available so 
(International Continence Society (ICS), 2013).  As previously discussed, this can 
lead to negative health outcomes. Therefore, it is important clinicians explore bowel 
dysfunction in all patients with MJD. The International Continence Society (Wyndaele 
et al.) have developed and continually review guidelines for the assessment of 
neurologic faecal incontinence that can be accessed from 
https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf  

2.1. Individual Assessment 

 
A thorough individual assessment includes: 
 

• Detailed history and pattern of bowel function including 
o Usual bowel practices across the lifespan; Toilet routine 
o Bowel management history- baseline knowledge of ‘normal’ bowel 

patterns, what has been trialled, length of trial, and effect 
o Bowel sensation, i.e. call to stool 
o Other medical conditions 
o Medications – over the counter and prescribed 
o Obstetric history 
o Diet and fluid intake; Levels of insoluble versus soluble fibre 
o Mobility and activity (exercise) levels 
o Toilet Access/Positioning 
o Ruling out bowel disease and colon cancer (exploring for suggestive 

symptoms such as bleeding, anaemia, and/or unexplained with loss) 
o Bowel Diary for 2-4 weeks to establish patterns  (Appendix C) 
o Physical examination including digital rectal exam 

 
• Imaging (where indicated) 

o Ultrasound or MRI to image anal sphincter muscles   
o Endoscopy to inspect the lining of the bowel 
o Anorectal testing (anorectal manometry, defecography, continence 

tests, electromyography of the anal sphincter and the pelvic floor, and 
nerve stimulation tests) to test nerve and muscle function of the lower 
bowel  

 
(ICS, 2013). 

https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf
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3. Recommended Guidelines for Management of 
Bowel Dysfunction in People with MJD  
It is recommended to trial conservative measures first. If no improvement, then 
consider oral medication management. Rectal intervention and surgery are final 
treatment options.  The Continence Foundation of Australia (Commonwealth of 
Australia, 2015) recommends if people need to change any aspect of their bowel 
program, to change only one component at a time, and then allow 3 bowel cycles 
with that change in place.  

Comprehensive guidelines on the assessment, management, and treatment of 
neurogenic bowel have been developed by The International Continence Society 
(Wyndaele et al) accessed from https://www.ics.org/Publications/ICI_4/files-
book/Comite-10.pdf  and the Multidisciplinary Association of Spinal Cord Injured 
Professionals (Coggrave et al., 2012) accessed from http://www.mascip.co.uk/wp-
content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf. Solving 
Common Bowel Problems – a resource tool for persons with spinal cord injury 
(Jannings et al., 2009) is an available patient resource accessed from 
http://www.bladderbowel.gov.au/assets/doc/SolvingCommonBowelProblems.pdf  
  
Depending on the severity of disease, the person with MJD may not be able to 
independently perform bowel care.  Therefore, consideration will need to be given to 
the availability of appropriate formal and informal carer supports, which can be 
limited in the case of family diseases. When treating Aboriginal patients, 
consideration also needs to be given to cultural appropriateness of who can discuss 
and/or perform bowel care.  Bowel management is a sensitive topic, of particular 
note procedures that are invasive, and should be approached gently and respectfully.   
 

3.1. Multidisciplinary Management 

Neurogenic bowel dysfunction is a frequent source of dependency and no definitive 
strategy has been identified to manage it (Coggrave, 2008).  Developing an 
acceptable and effective management programme relies on individualised 
assessment and a process of trial and error to develop personalised solutions for 
patients.   

It is important to develop a good bowel management programme as the problems 
related to neurogenic bowel dysfunction are severe and include abdominal pain and 
distention, constipation, faecal incontinence, prolonged duration of bowel 
management, haemorrhoids, anal fissures and rectal prolapse (Coggrave, 2008). 

The conservative approach, which can be successful in avoiding constipation and 
managing incontinence, remains the most common method of managing neurogenic 
bowel dysfunction.  Multidisciplinary team input as well as  informal carer 
engagement and participation in any bowel management programme are vital to 
ensure that cooperation and consistency in the implementation of the regime are 
established. 
 

https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf
https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.bladderbowel.gov.au/assets/doc/SolvingCommonBowelProblems.pdf
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3.2. Stool Chart 

 
Keeping a stool chart is essential to provide accurate feedback to the treating team 
on the bowel management program.  Recommended time is between two and four 
weeks to establish patterns and identify triggers of symptoms.  It is also useful for 
people receiving laxatives, suppositories, and/or enemas to titrate accordingly to 
stool consistency preventing complications from constipation or diarrhoea. See 
Appendix  D 
 

3.3. Skin Care 

Good skin care is critical for people who are incontinent of faeces and therefore at 
risk of skin breakdown, painful irritation, and/or infection (Continence Foundation of 
Australia (CFA), 2013). See MJD Medical Protocol – Pressure Injury for more 
information.  
 

3.4. Special Considerations for End of Life 

Bowel care at end of life focuses on comfort (Kyle, 2010). Opioid medications, 
commonly used for pain management in palliative care, can constipate (Kyle, 2010).  
The World Health Organization (WHO) (2003) recommends that prevention of 
constipation should be taken into account for all patients receiving palliative care 
taking opioid medications.  Management of constipation should also be addressed 
due to its effect on patient comfort and peripheral side effect on urinary incontinence  
and/or retention (Kyle, 2010).  Laxatives appear to be less effective at end of life.  
Peripheral opioid agonists, glycerine suppositories, and abdominal massage may 
offer relief (Kylie, 2010).  Although less common, faecal incontinence at end of life is 
also distressing for the patient and caregivers.  Faecal collection systems such as 
rectal tubes are recommended for patients with loose or watery stool.  

4. Non-pharmacological Treatment Options 
4.1. Diet 

Dietary changes can help reduce bowel problems.  It is recommended a dietician be 
consulted for their expert advice contemporaneously with a continence advisor to 
individualise diet changes.  Eating food at regular times and drinking adequate 
amounts of fluids, most of which should be water, can help to establish a healthy 
bowel pattern.  The correct approach to diet includes identifying which foods make 
bowel motions too fast or slow, too soft or hard and too gassy and then reducing 
them in the diet. See Appendix E Dietary Advice. Foods that can stimulate the 
bowel include: 
 

• Fruit: Grapes, stone fruit (such as apricots, peaches, plums) and most 
berry fruits except blueberries stimulate the bowel and make our bowel 
motions soft. This also applies to the same fruits when they are dried 
(dried apricots, dried peaches, prunes and sultanas). 

• Vegetables: All vegetables stimulate the bowel, but especially capsicum, 
cabbage, onions, beans, peas, corn, Brussels sprouts and broccoli. 
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• Dietary fibre (insoluble): This includes foods such as wheat bran, seeds 
and other fibre, which are often found in high fibre bread (multigrain, 
megagrain, wholemeal, even high fibre white) and many breakfast cereals. 
These insoluble fibres are likely to make bowel motions faster moving and 
softer.  

• Spicy foods: Chilli and curry are likely to stimulate the bowel and make 
our bowel motions softer. Garlic, although not a spice, is often found in 
spicy meals and also stimulates the bowel. 

• Caffeine: This is found in coffee, tea, chocolate drinks, cola type soft 
drinks and energy drinks. It tends to stimulate the bowels and make our 
bowel motions much softer than is ideal. 

• Alcohol: Beer and red wine in particular, tend to stimulate bowel action. 
• “Sugar-free” foods and drinks: These may contain the sweetener 

sorbitol, which has a laxative effect, by drawing water into the bowel. 
Sorbitol is often found in diabetic lollies, “sugar-free” chewing gum, some 
mints, diet drinks, diet icecream and cough syrup. Taken to excess, this 
sweetener can cause troublesome diarrhoea, abdominal pain and flatus. 
Sorbitol is also found in other non-diet foods, particularly snack bars. It 
may be referred to by a more general term - humectant - or by its food 
additive code 420. Other closely related sweeteners have the same 
laxative effect. Some examples are mannitol (Code 421) and xylitol (Code 
967). Therefore, when you shop for processed foods, always check the list 
of ingredients. 

• Food intolerance: Some people have a specific intolerance to food 
products such as lactose (in dairy products), fructose (fruit sugar, 
sweetener in fruit drinks, including “no added sugar” fruit juice) or the 
wheat protein, gluten. These products can cause abdominal pain, bloating, 
flatus and diarrhoea. 
(Australian Government Department of Health and Ageing, 2013). 
 

Foods that can slow down bowel motions include foods with:  
• Dietary fibre (soluble) turns into a gel during digestion. Soluble fibre 

can worsen constipation. In people with diarrhoea, this can help to firm up 
and slow down the bowel motions. Therefore soluble fibre may help to 
prevent leakage associated with soft, frequent bowel motions. Sources of 
soluble fibre are oats, barley, rye, legumes (lentils, kidney beans, 
chickpeas), peeled fruits (e.g. bananas) and vegetables (Australian 
Government Department of Health and Ageing, 2013).  

• little or no fibre may contribute to constipation, such as: 
o cheese 
o chips 
o fast food 
o ice cream 
o meat 
o prepared foods, such as some frozen meals and snack foods 

and 
o processed foods, such as hot dogs or some microwavable 

dinners (National Institute of Diabetes and Digestive and 
Kidney Diseases, 2014). 

 

https://www.niddk.nih.gov/
https://www.niddk.nih.gov/
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4.2. Gastrocolic Reflex 

Consuming food or drink 15-20 minutes prior to the other non-pharmacological 
bowel management activities mentioned in this section to induce increased activity in 
the gut. The reflex is strongest after the first meal of the day (Coggrave, 2008). 

4.3. Toilet Position 

Raised toilet seats are commonly prescribed for people with MJD to improve 
disability toilet access. This can make it harder for people to get into the squat 
positon over the toilet necessary to unkink the bowel and relax the puborectalis 
muscle (Commonwealth of Australia, 2015).  This is increasingly important as bowel 
muscles weaken and for people with constipation.  A footstool is recommended to 
position feet flat, knees higher than hips while leaning forward with elbows on 
knees, buldged abdomen, and straightened spine (Commonwealth of Australia, 
2015). 

4.4. Encourage Activity and Exercise 

General increased mobility, exercise, and physiotherapy have multiple benefits for 
the person with MJD.  Physical mobility stimulates or triggers the bowel to move and 
even gentle exercise (preferably daily) can improve bowel function (Commonwealth 
of Australia, 2015). 

4.5. Abdominal Massage 

Abdominal massage applied in a clockwise direction (to the patient) for ten to twenty 
minutes following the supposed lie of the colon prior to and during bowel evacuation 
has been reported to be beneficial for clients with neurogenic bowel dysfunction 
producing a measureable response in the rectum and anus. Pressure is applied and 
released firmly but gently in a continuous progression around the abdomen using the 
back or heel of the hand, tennis ball or similar (Coggrave, 2008).  For more about 
safely performing this technique, The National Health Service (UK) (2017) have 
produced a resource that be accessed from  
https://www.guysandstthomas.nhs.uk/resources/patient-information/gi/abdominal-
massage-for-constipation.pdf  
 

4.6. Digital Rectal Stimulation  

Use of digital stimulation is reported to be beneficial for clients with neurogenic bowel 
dysfunction. Digital rectal stimulation is a technique used to increase reflex muscular 
activity in the rectum, thereby raising rectal pressure to aid in expelling stool 
(Coggrave, 2008).  Digital rectal stimulation is performed by inserting a gloved, 
lubricated finger to the middle joint gently through the anus into the rectum and slowly 
rotating the finger in a circular motion maintaining contact with the rectal mucosa. The 
stimulus is continued until flatus or stool passes or the external sphincter relaxes or 
internal sphincter contracts. In practice, this is seldom required for more than 15-20 
seconds, and stimulation longer than one minute is seldom necessary. Digital 
stimulation can be repeated approximately every 5-10 minutes until stool evacuation 
is complete dependent on patient comfort.  The technique may be performed in either 
the sitting position over toilet, shower chair or commode or lying down (Coggrave et 

https://www.guysandstthomas.nhs.uk/resources/patient-information/gi/abdominal-massage-for-constipation.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/gi/abdominal-massage-for-constipation.pdf
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al, 2012).  For more information about safely performing this technique, please refer 
to the indices of Guidelines for Management of Neurogenic Bowel Dysfunction in 
Individuals with Central Neurological Condition (Coggrave et al., 2012) that can be 
accessed from http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-
Neurogenic-Guidelines-Sept-2012.pdf.  For patients and families, The University Health 
Network – Toronto Rehabilitation Institute’s Brain and Spinal Cord Injury Rehabilitation 
Program (Canada) have developed a resource that can be accessed at 
http://www.spinalcordessentials.ca/PDF/SCE2-Sb1-Digital-Stimulation-Rectal-
Touches.pdf  
 

4.7. Digital Evacuation of Faeces 

This intervention, which involves the insertion of a single, gloved, lubricated finger 
through the anus into the rectum to break up or remove the stool (Kyle et al, 2005), 
is associated with shorter duration of bowel care and fewer episodes of faecal 
incontinence (Coggrave, 2008). The procedure can be carried out with abdominal 
massage (Coggrave et al., 2012). To perform, position the person in the left lateral 
position or over the toilet.  Wash hands, slowly and gently insert and well lubricated, 
single gloved finger through the anus into the rectum. Gently remove small sections 
of stool at a time until the rectum is empty. Take care not to damage the rectal 
mucosa and anal spinchter; avoid using a hooked finger which can over-stretch the 
sphincters and cause injury. If the stool is hard, impacted or difficult to remove, 
consider other approaches in conjunction with digital removal of faeces. If the 
patient experiences discomfort or other symptoms during this procedure consider 
using local anaesthetic gel. Conduct a final digital check of the rectum after 5 
minutes to ensure the evacuation is complete (Coggrave et al., 2012).  For more 
information about safely performing this technique, please refer to the indices of 
Guidelines for Management of Neurogenic Bowel Dysfunction in Individuals with 
Central Neurological Condition (Coggrave et al., 2012) that can be accessed from 
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-
Guidelines-Sept-2012.pdf. 
 

4.8. Biofeedback 

Behavioural modification technique that may include sphincter exercises, bowel habit 
retraining, counselling, and health education. Biofeedback has shown benefit in 
people with mild to moderate multiple sclerosis (Wiesel et al, 2000) and may be 
effective for people with MJD. 

4.9. Transanal Irrigation  

Facilitating evacuation of faeces from the bowel by passing water or other liquids in 
the bowel via the anus reaching beyond the rectum has been demonstrated to 
reduce faecal incontinence and constipation (Coggrave, 2008).  Two recent reviews 
have reported transanal irrigation delivered greater rates of reducing faecal 
incontinence and constipation in people with chronic neurogenic bowel dysfunction 
improving quality of life (Christensen 2010, Emmanuel 2010). These results, 
however, have not been repeated in the acute and rehabilitating population with 
neurogenic bowel (Coggrave et al., 2012). Christensen et al (2006) suggest it may 
be considered for individuals who experience faecal incontinence, constipation, 

http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.spinalcordessentials.ca/PDF/SCE2-Sb1-Digital-Stimulation-Rectal-Touches.pdf
http://www.spinalcordessentials.ca/PDF/SCE2-Sb1-Digital-Stimulation-Rectal-Touches.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
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abdominal pain associated with evacuation, bloating or prolonged duration of bowel 
evacuation. 
 
The procedure involves instilling water into the rectum using a pumped or gravity fed 
system via a rectal catheter with an integral balloon allowing it to stay in situ.  
Effectiveness is not reliant on retention of the fluid.  The person must be able to sit 
upright over a toilet or commode and can be performed by the individual, depending 
on their level of disability, or an appropriately trained carer.  The procedure is 
considered generally safe; however, there is a small rise (< 1 per 100,000 
irrigations) of bowel perforation (Coggrave et al, 2012).  For additional information, 
please refer to Guidelines for Management of Neurogenic Bowel Dysfunction in 
Individuals with Central Neurological Condition (Coggrave et al., 2012) that can be 
accessed from http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-
Neurogenic-Guidelines-Sept-2012.pdf and from the International Continence Society 
guidelines (Wyndaele et al) accessed from 
https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf  

http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
http://www.mascip.co.uk/wp-content/uploads/2015/02/CV653N-Neurogenic-Guidelines-Sept-2012.pdf
https://www.ics.org/Publications/ICI_4/files-book/Comite-10.pdf
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5.  Pharmacologic Treatment Options 
 

5.1. Fibre Supplementation 

There is conflicting evidence regarding the effects of fibre in neurogenic bowel 
dysfunction (Coggrave et al, 2012).  In some people, fibre supplementation may 
have no effect or cause diarrhoea (Australian Government Department of Health and 
Ageing, 2013).  Uncomfortable side effects such as bloating, flatus and abdominal 
pain may develop when first commencing fibre supplementation, but typically resolve 
within a week.  Important, the patient must be encouraged to drink additional water 
when taking any form of fibre, otherwise bowel motions will be difficult to pass.  
Other MJD symptoms such as swallowing difficulties or urinary incontinence self-
management strategies, such as fluid restriction, should be investigated.  
 
While many fibre supplements are readily available in supermarkets, it is 
recommended any new medication be discussed with the patient’s GP prior to 
commencing.  A continence advisor or dietician can help to determine the right type 
of fibre; there are different types with varying actions.     
 
 

5.2. Laxatives 

 
Commonly used oral laxatives aimed at modulating stool form should be 
taken regularly to maintain a predictable consistency, while stimulants that 
prompt increased bowel activity resulting in the movement of stool should be 
taken only prior to planned evacuation of stool. Oral laxatives, however, do 
not replace the function of rectal stimulants. For people with MJD without full 
control of their bowels, use of oral laxatives without planned evacuation of 
stool, often results in faecal incontinence (Coggrave et al., 2012).  
 
MJD clients have anecdotally had improved bowel function with regular use of 
Coloxyl with senna and Movicol® sachets.  Examples of oral laxatives include: 
 

• Osmotic laxative – Polyethylene Glycol 3350 i.e. Movicol® 
• Bulking agents – ispaghula husk 
• Lubricant/softener laxatives – Dioctyl, Coloxyl 
• Stimulant/irritant laxatives – Senna, Bisacodyl 

 
It is recommended that Movicol® (given at bedtime) is titrated up until a type 3-4 
bowel action (per Bristol Stool Chart) is achieved daily or second daily without 
straining.  

5.3. Suppositories and Enemas  
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It is a general principle to use the gentlest form of stimulation possible, e.g. 
laxatives, reserving more powerful stimulants, e.g. suppositories, for problem-
solving; however inadequate pharmacological intervention stimulation can increase 
requirement for more digital stimulation (Coggrave et al, 2012).  Therefore, both 
forms of stimulation should be considered together when determining individual 
management plans.  Rectal stimulants may be used to trigger evacuation of the 
bowel at the time chosen by the client. Rectal stimulants alone are seldom sufficient 
to completely evacuate the rectum with most people requiring this is conjunction 
with digital stimulation or digital evacuation of stool (Coggrave, 2008).  Avoid 
insertion of the suppository or enema directly into faeces and ensure the mucosa is 
lubricated.  Available rectal stimulants include:  
 
•   Glycerin suppositories  
•   Bisacodyl suppositories  
•   Small volume enemas (microenemas), such as Microlax 
 
 
 

5.4. Antidiarrhoeals 

 
Although less common, diarrhoea has been reported in people with MJD. After 
constipation with overflow (as evidenced by loose stools/soiling and faecal 
smearining), dietary and infectious causes have been ruled out, antidiarrhoeals can 
be considered.    
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6.  Surgical Treatment Options 
 
Surgical treatments are usually only considered when conservative measures have 
failed (Coggrave, 2008). Multidisciplinary approach is required by the surgical team 
in consultation with the patient’s neurologist, rehabilitation physician, and other 
members of the treating team with complete assessment and diagnostic follow-up 
prior to surgical intervention giving consideration to the progression of MJD.  Review 
of the literature returned no searches describing surgical intervention for bowel 
dysfunction and MJD.  Recommendations in the general population with neurogenic 
bowel dysfunction are discussed.  
 

6.1. Antegrade Continence Enema (ACE) 

 
ACE is a cathetheterisable stoma formed from the appendix or caecum, giving access 
to the colon for administration of an enema or irrigation that may reduce the 
duration of bowel care and incidence of faecal incontinence (Coggrave, 2008).  
 

6.2. Colostomy 

Seen until recently as a last report for neurogenic bowel dysfunction; however, a 
number of studies have found colostomies can greatly improve quality of life for 
patients with severe uncontrolled faecal incontinence (Kelly et al, 1999, Stone et al, 
1999, Rosito et al., 2002, Coggrave et al, 2012).  Colostomies are not without 
complications, including paralytic ileus and post-operative bowel obstruction, and 
skin breakdown around the stoma site causing problems with collection devices 
(Coggrave et al, 2012).  Shame and embarrassment related to body parts being 
perceived as private have been reported as cultural barriers to acceptance of bowel 
surgery and other invasive, bowel procedures for Aboriginal patients (Haigh et al, 
2016; Christou & Thompson, 2012). 
 

6.3. Sacral Anterior Root Stimulator (SARS) 

Primarily implanted for bladder managements; however, SARS has been reported to 
have a beneficial effect on bowel management resulting in increased colonic activity, 
reduced constipation (Kachourbos and Creasey, 2004; Liu et al., 2005). Implanted 
electrodes are placed on the second, third, and forth sacral anterior nerve roots with 
high, short lived voltage applied several times daily (Coggrave, 2008). Implantation 
is rare (Coggrave et al 2009) and only documented in the research for neurogenic 
bowel dysfunction secondary to spinal cord injury and not neurodegenerative 
conditions.  

6.4. Sacral Nerve Stimulation (SNS) 

Similar to SARS, but uses lower amplitude, chronic stimulation applied to the sacral 
nerve plexus (Kenefick and Christiansen, 2004). SNS can reduce neurogenic bowel 
dysfunction and has demonstrated improvement in symptoms in patients with 
Freidrich’s Ataxia and Multiple Sclerosis (Worsøe et al, 2013).   
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Appendix B – Definitions 
Anorectal manometry – a test performed to evaluate patients with 
constipation or fecal incontinence. This test measures the pressures of the 
anal sphincter muscles, the sensation in the rectum, and the neural reflexes 
that are needed for normal bowel movements. 
 
Autonomic dysfunction – also known as dysautonomia; refers to an abnormality 
of function of the autonomic nervous system that can cause can cause serious 
problems, including blood pressure problems, heart problems, trouble with breathing 
and swallowing, etc.  
 
Anal fissure - a tear or split in the lining of the anus (anal mucosa) 
 
Biofeedback -is a technique you can use to learn to control your body's functions 
 
Colostomy - surgical operation in which a permanent opening from the colon is 
made 
 
Defecography- an X-Ray test that shows the rectum and anal canal as they change 
during defecation (having a bowel movement). This test is used to evaluate for 
disorders of the lower bowel that are not evident by tests such as colonoscopy or 
sigmoidoscopy 
 
Digital examination/PR/Check - refers to the application of gentle pressure of a 
gloved and well lubricated finger to the anus until the sphincter/muscle relaxes 
enough to allow the finger to be inserted into the rectum to assess the condition of 
the bowel and for presence of stool.  
 
Digital stimulation- involves a gloved and well lubricated finger being gently 
inserted to the second finger joint into the rectum. Rotate the finger in a gentle 
sweeping motion against the rectal wall. While digital stimulation can be repeated 
every 5 to 10 minutes until the bowel has evacuated, each stimulation usually takes 
20 seconds and no longer than 1 minute. No more than 5 stimulations per bowel 
care routine should be required.  
 
Electromyography (EMG) – a diagnostic procedure to assess the health of 
muscles and the nerve cells that control them (motor neurons). Motor neurons 
transmit electrical signals that cause muscles to contract. An EMG translates these 
signals into graphs, sounds or numerical values that a specialist interprets. 
 
Enema- a medicine in liquid form to be inserted via lubricated nozzle into the 
rectum, the function being to empty the rectum of stool and wind. It should be given 
at room temperature. With the nozzle in the anal canal the contents are squeezed 
into the rectum from the base of the container to prevent back flow. Slow withdrawal 
avoids reflex emptying of the bowel. Depending on type, an enema works within 10 
minutes. 
 
Faecal incontinence (FI) – inability to voluntarily control passing of faecal fluid or 
stool, and can include flatus incontinence, the inability to control flatus (gas or wind)  

https://www.collinsdictionary.com/dictionary/english/operation
https://www.collinsdictionary.com/dictionary/english/permanent
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Gastrocolic reflex - a reflex whereby eating and drinking (particularly the first meal 
of the day) stimulates the digestive process and causes contractions in the large 
bowel which help to propel the formed stools down towards the rectum, ready for 
evacuation. 
 
Haemorrhoids, also known as piles, are distended veins in the anal canal, they can 
be internal or external. Haemorrhoids are mainly caused by constipation.  
 
Laxatives are medications which increases bowel function. Seek advice when 
introducing or increasing dosages. Correct diagnosis will ensure appropriate laxative. 
 
Neurogenic bowel dysfunction – faecal incontinence and constipation as a result 
of central nervous system (CNS) disease or injury  
 
Rectal prolapse - a condition in which the rectum (the last part of the large 
intestine before it exits the anus) loses its normal attachments inside the body, 
allowing it to telescope out through the anus, thereby turning it “inside out”.  
Sacral nerve stimulation – also known as sacral neuromodulation; electrical 
stimulation via an implantable device that  modulates nerves that supply the bladder, 
bowels, urinary and anal sphincters, and pelvic floor muscles 
 
Sacral anterior roots stimulator (SARS) - an electronic device designed for 
controlling the sphincters in patients with spinal cord injuries 
 
Sudomotor  - sweat gland function 
 
Suppository—a medicated solid form prepared for insertion into the rectum, the 
function being to empty the rectum of stool and wind. The suppository requires a 
lubricant to insert and should be pushed 4cms into the rectum and placed against 
the rectal wall. It will dissolve at body temperature and depending on type, it works 
usually within 30 minutes. 
 
Valsalva manoeuvre—breathing in and trying to push air out while at same time 
blocking the air in your throat to increase abdominal pressure. Not to be used if 
there is a history of heart problems. 
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Appendix C – Bowel Diary 
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Appendix D – Bristol Stool Chart 



 

MJD Protocol – Bowel Care   Page 23 of 27 
 

Appendix E – Dietary Advice  
Foods that can cause flatus (gas): 
 

 
Foods that can make bowel motions firmer and less frequent. (Eat less if you are 
constipated): 
 

 
Foods that can make bowel motions softer and more frequent. (Eat less if you have 
loose stools): 
 

 
National Continence Management Strategy, Australian Government Department of Health and Ageing 
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i‘Nothing contained in this protocol constitutes medical or other advice and is only 
intended for use by qualified healthcare providers.  Healthcare providers considering 
this protocol must use their own clinical judgment, knowledge and expertise when 
deciding whether it is appropriate to apply this protocol or other guidelines to any 
particular patient or treatment scenario. 

The recommendations set out in this protocol are a guide only and may not be 
appropriate for use in all situations or with all patients.  The decision whether to 
adopt or not adopt any of the recommendations set out in this protocol must be 
made by each healthcare provider on a case-by-case basis. 

This protocol does not guarantee any specific outcome, result or benefit, nor does it 
establish a standard of medical or therapeutic care.  It is not inclusive of all 
appropriate or possible approaches or treatments, or exclusive of others. 

MJD Foundation Limited and its officers, employees and agents make no 
representations and give no warranties, express or implied, in relation to this protocol 
or the accuracy, currency, reliability or completeness of any information in it, and 
accept no responsibility for the accuracy, currency, reliability or completeness of this 
protocol and the information contained in it.  MJD Foundation Limited gives no 
warranty and makes no representation as to the merchantability or fitness for 
purpose of any information contained in this draft protocol. 

To the maximum extent permitted by law, none of MJD Foundation Limited, its 
officers, employees or agents, nor any other person accepts any liability for any loss, 
claim, damages, costs or expenses of whatever nature (whether or not foreseeable) 
and howsoever caused, including, without limitation, any liability arising from fault or 
negligence on the part of any of them or any other person, for any loss arising from 
use of this protocol or its contents or otherwise arising in connection with it or any 
errors or omissions in it.’ 
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