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COLORECTAL DISORDERS IN ELDERLY PEOPLE

J A Barrett

More than a half of elderly people with mobilisation
problems have constipation.

Most elderly people have a normal bowel habit, but their use of laxatives is
increased. Constipation is the main colorectal abnormality, especially in
those with mobility problems.

Other important contributory physiological changes in constipation or
faecal impaction include deficient colonic propulsion, difficulty defecating,
and impaired rectal sensation. A history of chronic constipation, although
common in these patients, is not always present. The possibility of other
colonic disease should also be considered.
Whole gut transit time does not seem to change with age but has been

found to be considerably prolonged (longer than 14 days) in immobile
constipated patients. This delay seems to occur mainly in the sigmoid colon
and rectum.

Constipation is often associated with "faecal impaction" in elderly
people. The term "faecal impaction" has traditionally indicated loading of
the rectum with hard faeces. Many elderly patients, however, have massive
faecal loading with soft or even liquid faeces and they are more likely to
experience faecal soiling.

Causes of faecal incontinence
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Comparison of external anal sphincter
pressures. Bars are 95% confidence intervals.
Comparison of internal anal sphincter
pressures. Bars are 95% confidence intervals.

ea Faecal incontinence is a distressing problem that is usually due to a
combination offactors in elderly people and is nearly always associated with
urinary incontinence. Its onset often leads to the breakdown ofcommunity
care, which may explain its low prevalence in the community (<1%) and
higher prevalence in institutions (25-35%).

Diarrhoea
Faecal incontinence may be the presenting feature of colorectal diseases

causing diarrhoea, especially infective diarrhoea, colorectal carcinoma,
inflammatory bowel disease, ischaemic colitis, diverticular disease, or the
result of drugs (especially laxatives).

Anorectal incontinence (idiopathic faecal incontinence)
Several changes in anorectal function occur with increasing age which

may account for the increased risk of faecal incontinence in elderly people.
External sphincter weakness -The strength of contraction of the external

anal sphincter muscle decreases with age. This is due to denervation but
does not seem to be due to distal pudendal neuropathy. Though the age
related weakness and loss ofthe muscle's reflex activity may render patients
liable to developing faecal incontinence, faecal incontinence does not seem
to be related to the degree ofweakness -external sphincter pressures in
many continent elderly people are similar to those recorded in younger
incontinent patients.

Internal sphincter weakness -Anal resting pressure due to internal anal
sphincter activity does not seem to change with age but is significantly
reduced in patients with faecal incontinence irrespective of age. Low anal
resting pressure is one of the main factors leading to faecal incontinence in
elderly people.
Anal sensory impairment-Anal sensation is reduced in elderly people,

with a greater degree of sensory loss among incontinent patients.
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Causes of faecal incontinence
* Colorectal disease that causes diarrho
* Anorectal incontinence (idiopathic fae
incontinence)
* Faecal impaction
* Neurological causes:

Dementia
Unconsciousness

* Immobility
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Faecal impaction
Causes of constipation Faecal soiling in patients with faecal impaction is more common when
General factors soft stools are present. Many of these incontinent patients leak before they
Immobility experience a call to stool, probably because the anal sphincter relaxes before
Dehydration the onset of rectal sensation and reflex external sphincter contraction does
Anorectal abnormalities not occur in response to rectal distension. Although rectal sensation is

Drugs impaired in elderly patients with faecal im]paction, this does not seem to
Opiates account for their incontinence. Anal sphincter weakness and loss of theAnticholinergic agents

anorectal angle seem to be contributory factors.Antidepressants
Diuretics Faecal incontinence may also be caused by treatment for faecal
Antacids containing aluminium impaction. Immobile patients tend to be slow to respond to the call to stool,

Gut lesions which renders them liable to incontinence when they are given laxatives,
Colorectal carcinoma especially potent preparations.
Intestinal obstruction
Aganglionosis

Hirschsprung's disease Neurological causes
Laxative induced Impaired consciousness-Faecal incontinence is common in patients

Idiopathic megacolon who have had a stroke, in whom the level of consciousness is the most
Neurological important factor determining whether continence is maintained.

Parkinson's disease Dementia-Many patients with dementia have faecal incontinence. This
Multiple sclerosis may be because of confusion and loss of awareness of the call to stool. Loss
Paraplegia of inhibitory cerebral control in many patients with dementia leads to

Psychiatric uninhibited rectal contractions similar to the uninhibited detrusor
Depression contractions that may cause urinary incontinence. These contractions may
Dementia be sufficient to expel soft stools but not firm stools.

Metabolic and endocrine
Hypercalcaem ia
Hypokalaemia
Hypothyroidism

Management of faecal incontinence

Whole gut transit times in elderly constipated
patients compared with controls

Whole gut transit time (days)

<6 6-14 >14

Young controls 100%
Elderly controls 100%
Elderly constipated

patients 27% 51% 22%

Severe perineal descent with weak
anal sphincter muscles in an
elderly woman with faecal
incontinence.

The first step in the management of faecal incontinence is to identify the
cause(s) and follow the simple measures described below, which are known
to be effective at restoring continence in most cases.

Faecal impaction and constipation
When faecal incontinence is due to faecal impaction the initial treatment

is to empty the rectum and colon from below by using enemas or
suppositories each day until the faecal mass is cleared. Laxatives or stool
softeners tend to be unsuccessful because many of these patients have
impaction with soft stools. Further softening tends only to increase the
frequency of incontinence.

Occasionally, manual removal of faeces is required for patients impacted
with very hard faeces. Some patients with severe spinal cord lesions require
twice weekly manual evacuations when all other treatments have failed.
The clearance of faecal masses from patients with severe impaction does

not necessarily shorten their whole gut transit time. Many continue to have
a tendency to constipation, maybe because of the presence of a defecatory
abnormality.
The next step in their management should be to keep the rectum empty

by preventing the recurrence of constipation. Several treatments have been
tried, including increased dietary fibre. An association has been shown,
however, between high dietary fibre intake and colonic faecal loading in
immobile elderly patients. It is therefore not advisable routinely to
recommend increased dietary fibre as this may add to the existing
constipation and increase the risk of faecal incontinence.

If soft stool is present laxatives should be used (for example, senna).
Osmotic laxatives (for example, lactulose) are used when there is a hard
stool. Occasionally a combined osmotic and stimulant laxative (for
example, co-danthrusate) is used.

Diarrhoea -A constipating drug such as loperamide is often effective
when faecal incontinence is due to diarrhoea while the cause ofthe diarrhoea
is being investigated. Application of a faecal collection device is also useful
in severe cases when the patient is confined to bed.
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Management of faecal incontinence
* Rectal examination is essential
* Treat the cause:
Constipation-Give enemas or
suppositories, then a laxative (choice
should be guided by stool consistency)
Diarrhoea-Avoid dietary fibre and
laxatives:
Give loperamide or codeine phosphate
Treat underlying colorectal disease
Consider use of a faecal collection device

Dementia-Implement a regimen of
planned bowel evacuations
Anorectal incontinence- Maintain a firm
stool

Dementia- In patients with dementia incontinence is usually secondary
to faecal impaction. This should be cleared as described above. If there is a
continuing tendency to faecal incontinence or constipation, or both, then a
regimen of planned defecation should be implemented by using an enema
one to three times a week. To prevent leakage between these enemas a
constipating drug may be needed.

Anorectal incontinence-The principles of treatment for anorectal
incontinence are similar to those described above. Maintaining a firm stool
will help in most cases. Although moderate success has been reported with
postanal repair in young and middle aged incontinent patients, its use in
elderly patients cannot be recommended as their problems tend to be
multifactorial.

The photograph of old people was obtained from Network photographers. The drawing of impacted
stools was prepared by Paul Somerset, department of medical illustration, Wythenshawe Hospital,
Manchester.

Dr J A Barrett is consultant physician in geriatric medicine and rehabilitation, Clatterbridge
Hospital, Wirral.

The ABC of Colorectal Diseses has been edited by Mr D J Jones, lecturer and honorary
registrar, and Professor M H Irving, department of general surgery, Hope Hospital, Salford.
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Gerald Bickler initially worked singlehandedly, but
over the next 40 years the practice, in a working class
estate, grew into a large multidisciplinary group
practice based in a health centre with Gerald as the
central figure. He was a member of the local medical
committee, secretary of the West Yorkshire branch of
the Socialist Health Association, and a founder
member, treasurer, and vice chair of the Leeds
Doctors' Cooperative-a group of general practitioners
who believed that cooperation between principals to
provide high quality out of hours care was preferable to
using commercial deputising services.

Gerald was deeply committed to the NHS and
angered by inequality and injustice. The joy he got
from his work was always his main motivation, though
in the last few years he was pessimistic about the
impact on general practice of changes in the NHS.
Myeloma was diagnosed several months before he

retired, but he did not change his pattem or hours of
work. His retirement was short, but, though he had
planned to indulge his love of literature, travel, music,
food, walking, and conversation, he never thought that
he had retired too late. He is survived by his first wife
and their three children (two of whom went into
medicine) and by his second wife and stepson.-
GRAHAM BICKLER

Gerald Lewis Bickler, a general practitioner in Seacroft, Leeds
for 40 years, died 2 May aged 70. Born Leeds, 11. November
1921; studied medicine at Leeds University (MB, ChB 1944).

J A MOYSE
MD

Having arrived in England in 1935 John Moyse-Jay
to his friends-acquired his pilot's licence in 1937 and
married Dee in 1938. At the outbreak of war he
volunteered for the Royal Air Force but was told that
his civilian job was more important. For almost five
years he worked day and night. During the war and for
some years after he operated at the Wilson Hospital,
Mitcham, as one of the honorary surgeons.

Jay was physically and mentally strong with a

phlegmatic temperament. In a tight corner he would
have been the ideal companion. Flight, astrophysics,
and the possibilities of interplanetary travel were a
constant interest, but Jay had a wide ranging intellect:
he was a true polymath. He continued to work until
new regulations regarding age forced him to retire from
the NHS, although he continued in private practice till
his death. He is survived by Dee and two sons.-H P
WATSON

John Acram Moyse, a general practitioner in Mitcham, Surrey,
1939-90, died 22 July aged 85. Born Montreal, 27 November
1906: educated Manitoba University (BSc (nuclear physics)
1927; MD 1932; MCPS 1932, LMCC 1932). Worked at Johns
Hopkins Hospital, then came to England in 1935 and held junior
appointments int various hospitals.

F W DEINHARDT
MD

After qualifying Fritz Deinhardt left Germany to be
trained in research in medical virology in the labora-
tory of two emigre Germans, Weiner and Gertrude
Henle, in Philadelphia. He was an apt pupil and a
productive researcher who wrote numerous papers,
firstly on mumps and animal tumour viruses. He
moved to Chicago and was one of the first to work with
marmosets and to propagate a hepatitis virus. He
became a national and then international authority
on hepatitis, viruses in primates (particularly retro-
viruses), and the development of vaccines against
viruses, and he advised the World Health Organisation
among other organisations.
Although he had become an American citizen, he

felt strong affinities with Europe-not only Germany
but, through his English wife, the United Kingdom.
So in his case the brain drain was reversed and he
returned to his homeland. When AIDS struck he was
well prepared to contribute to the European research
effort on HIV.

Fritz Deinhardt died while he was still at the height
of his powers and directing important medical research.
He was a valued chairman of the European Com-
munity's programme EVA (European vaccine against
AIDS), which supports research on vaccines against
AIDS throughout Europe and is run from the National
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