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CHAPTER I 

rntroduction 

Decreased activity, a change in dietary habits, and 

i n creased stress are a few of the many factors that may pre

ch::;pose to alterations in the normal functioning of the human 

body. Virtually all systems are affected to some degree by 

these factors, including the integumentary system, the musculo

skeletal system, the circulatory system, the respiratory 

system, the gastro-intestinal system, the genito-urinary 

system, and the sensory-motor system. 

A common result of these factors in relation to 

changes in the gastro-intestinal system is an alteration in 

the individual's usual pattern of bowel elimination which may 

result in constipation or fecal impaction. As every student 

of nursing and medicine is aware, this problem is of major 

concern to hospitalized clients. 

There are other elements in the situation that may 

predispose to alterations in the hospitalized client's 

maintaining his normal pattern of bowel elimination. These 

elements ~ay include the busy atmosphere of the hospital and 

personnel, the limited amount of privacy in the hospital 

situation, a change in the daily routine, the unfamiliar 

environment, and the physical condition of the patient. 

2 
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The hospitalized cardiovascular client is subjected 

to many of the above-mentioned factors. It is common prac-

tice in the management of these clients to include stool 

softeners, mild laxatives or other means of catharsis to de

crease the physical exertion required for the defecation 

process. Little attention has been directed to the post

hospital effects of these interventions and the determination 

of whether or not the post-hospitalized client has any diffi

culties in re-establishing his normal pattern ot bowel elim

ination. Since little, if any, previous research has been 

conaucted in tnis area of patient care, this exploratory 

study was undertaken to determine if a problem exists. 

Statement of Problem 

The problem of this study was to determine if hos

pitalized cardiovascular clients experience difficulty in 

re-establishing normal bowei habits following discharge from 

the hospital. 

Purposes 

The purposes of this study were: 

1. To determine the normal bowel habits of iridivi

duals prior to hospitalization 

2. To determine if alterations in bowel habits occur 

during hospitalization 
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3. To determine if provisions are made during 

hospitalization which have an effect on the bowel 

habits. 

4. To determine when normal bowel habits are re

established during the post-hospitalization period 

5. To identify the difficulties which are encountered 

during the transition process of re-establishing 

normal bowel routine during the post-hospitaliza

tion period 

Backarouhd and Sign~fi~ance 

Elimination, according to Maslow (1954), is a basic 

human need meaning that it is a necessary physiological 

function in maintaining life. In addition to maintaining 

homeostasis, basic human needs are those all people must 

satisfy to enhance their images of themselves as persons 

(Yura and Walsh 1973). Smith (1967) relates that there is 

probably no organ in the body of which people are more 

conscious than the colon. Miner (1956) reflects on body 

image in relation to elimination and describes hospital 

excretory acts as being very painful psychologically. He 

describes the American bathroom as a shrine where many 

ritualistic acts are performed in privacy. The transition 

from the privacy of a person's home where he performs his 

daily rituals to a hospital environment may be very 
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t~c\/,:lstating to the body image of a patient. 

Mitchell (1973) states that discussion of bowel habits 

JS not socially acceptable in the American middle class, and 

this may cause difficulties when attempting to gather data 

for a nursing history. Yet other authors contend that 

Ame ricar.s ~re a very bowel-conscious nation. Thompson (1966) 

describes bowel care as being essential to all patients and. 

a segment of care about which patients and expatients seem 

to complain the most. Aatc.Liff (1962) ctescribed Americans as 

fast becoming a nation of bowel neurotics. Common situations 

in nurse-patient interactions described by Patterson (196J) 

indicate that Western man is indeed bowel conscious. 

Thompson (1966) states that if bowel function is im

paired it can cause physical and emotional discomfort and may 

even lead to serious complications. The most common problem 

associated with bowel elimination is constipation and this 

problem, according to Steigmann (1962), complicates the 

nursing care of the patient whether he be ambulatory, 

requiring a wheelchair, or confined to bedrest. Painter 

(1973) contends that constipation is a problem of Western 

man and Western woman and that a tendency to constipation is 

made worse by the immobilization of hospitalization. Olsen 

and McCarthy (1967) · concur with Painter that immobility can 

affect the psychological components and mechanical func

tioning ability of the co.Lon. The elimination process 
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,le0ends on the integration of smooth and skeletal muscle 

,:.1.c :: :. :Lvi ty and a complicated visceral reflex pattern. A 

.·::j ;'(r .. Lnished expulsive power or loss of the defecation reflex 

t:> .~ y cause constipation. 

Common misconceptions in regard to elimination are 

do c umented throughout the literature. Smith (1967) discusses 

several misconceptions, including the feeling among indivi

duals that there is merit in regularity and if regularity is 

not maintained this will result in absorption of bacterial 

toxins or other poisonous matter into the general system. 

Patterson (1963) describes the elderly individual who believes 

that a daily bowel movement is essential to good health. 

Furlong (1972) states that ninety million Americans believe 

that a bowel movement every day is necessary for good health. 

Another fallacy is that defecation is associated with cleanli

ness (Smith 1972). Furlong (1972) cited a report of a study 

conducted by the Department of Health, Education, and Welfare, 

which stated that in a sample of 2,800 people, one-third 

believed that it is appropriate to do something regularly to 

help with bowel movements. 

The bowel habits of normal persons were defined in 

the findings of a study by Connell et al (1965) in England. 

The two populations studied were: lJ the industrial community, 

and~) those people seen in general practice. Ninety-nine 

percent of the people sampled had a range of three or more 
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bowel movements weekly and up to three bowel movements daily. 

These findings suggest that fewer than three bowel actions 

weekly and more than three bowel actions daily can be consi-

0ered abnormal. 

Several authors enumerated that causative factors 

which result in a change of bowel habits. Smith (1967) 

s tated that nearly any alteration of bowel function can be 

caused by disease, and delay can be caused by changes in diet, 

habit, surroundings, climate, or time spent in bed. Browse 

(196~) concurred with Smith in relating that an alteration 

of bowel habits is a common complication of rest in bed. 

Causes may be attributed to changes in diet, activity, or 

habitual routines. The posture required of the hospitalized 

client to use a bedpan alters the position of the muscles of 

the pelvic floor which in turn decreases the effectiveness 

of elimination. 

The social embarrassment induced by the act of de

fecation, along with the odors and noises that accompany the 

act may also contribute to altered bowel habits as the 

patient may voluntarily subdue his desire to defecate. 

Trulove, Weeks, and Almy (1966), following a clinical ob

servation study, related that colonic motor activity is 

powerfully influenced by the emotional state. Rectal consti

pation usually arises as a result of faulty bowel habits. 

The desire to defecate may be resisted, especially if it 
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. ,_:;;nes at a socially inconvenient time. In addition to the 

-::-: r-.1ot.ional component which can cause constipation, the bland 

J-Le:: t of the carc~iac patient contributes to the promotion of 

1,_:onstipation . (Steigmann 1962). Smith (1972) relates that 

heart damage produces a physically invisible change in an 

individual's body image. This statement may explain Steig

mann's (1960) contention that the cardiac patient may be 

afraid that defecation is too strenuous a process. 

Cathartics are frequently used to prevent or cure 

constipation, thus promoting strain-free evacuation. Results 

of a survey in England (1969) indicate that the frequency of 

taking laxatives increases with age. Women seem to suffer 

more from constipation than men, and this may be attributed 

to hormonal differences or the upsetting of the pelvic floor 

reflex following childbirth. In an interview Dr. Mendeloff 

(1972) stated that the continued use of laxatives tends to 

promote trouble. Those people who abuse laxatives usually 

do not organize their time for proper eating or for elimin

ation. 

The abuse of cathartics can be detrimental. Smith 

(1967) divulged that frequent dosing of purgatives results 

in a colon dependent upon stimulation and the drugs them

selves become the.main cause of constipation. Ratcliff 

(1962) ag~ees with Smith that laxatives (if used regularly) 

overstimulate the intestinal muscles to a point of flaccid 
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·,:: h :-:1. ustion, and normal activity is then no longer possible; 

(i.1.u:3 causing the constipation for which they are used to 

·t::r·c;a t. The adult who has regularly taken laxatives may lose 

ll12 sensation signaling the need to defecate and therefore 

st. t,::dn in attempting to defecate because he does not know 

whether or not his rectum is full (Nursing Times 1969). 

Patterson (1963) states that the excessive use of laxatives 

is an important cause of many unexplained gastro-intestinal 

symptoms and can lead to unnecessary and harmful treatment 

including unneeded surgery. Steigmann (1962) reports that 

the enema, used in place of the laxative, serves to exhaust 

the patient and takes up a great deal of nursing time. 

Cathartics do serve a useful purpose if used properly. 

Smith (1967) believes that they are often needed in the 

hospital for patients who have been confined to bed for long 

periods and to overcome the constipating effects of drugs 

such as morphine, codeine, and the ganglion-blocking anti

hypertensive agents. Steigmann (1962) contends that the 

judicious use of an appropriate laxative not only reinforces 

the effectiveness of dietary and hygienic measures to restore 

bowel function, but as soon as these measures help to free 

the patient from constipation, he should automatically de

crease and/or abstain from the further use of any laxatives. 

The act of defecation may be critical to the cardio

vascular client. Trulove (1966) related that the straining 
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°i'·,,<ivQments of defecation include forced expiration against a 

i· i.e:::;;ed glottis (the Valsalva maneuver) which resu.Lts in a 

;_:,··n~3iderable rise in intrathoracic pressure and consequent 

c~~~d iovascular responses. Halpern et al (1960) concur that 

.';_:. tr: ·,:dning at stool may be a dangerous exertion; constipation 

au-J. the use of the bedpan produce stresses that mitigate 

<lqainst strain-free evacuation. Bedpan deaths according to 

Halpern et al (1960) are a hazard amo~g patients with serious 

organic heart disease. Steigmann (1960) cites the results of 

a study which found that use of the bedpan by constipated 

patients increases the frequency of straining from three to 

six times compared with unconstipated individuals and that 

this difference disappears after the use of suitable laxative. 

Shaftel et al (1960) in an exploratory study of the aspects 

of drug-induced constipation of the vascular system have 

related that the most common circulatory disturbances en

countered, during or immediately after bowel action, were: 

the circulation through the heart, cerebral circulation, 

pulmonary circulation, and peripheral vascular system acci

dents. 

Bowel elimination is a basic human need - a common 

act of all individuals. The act of defecation is considered 

to be a potential hazard for the cardiovascular client. 

During a period of hospitalization, this potential danger is 

minimized through the use of cathartics. The use of 
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··:•_:;_: :. hartics may affect the patient long after discharge from 

LL··-:: hospital. No documented studies have been found in the 

Jii·c:rature which deal with the problem of bowel elimination 

ji1 the post-hospitalized cardiovascular client. The apparent 

~~s 2nce of this type of study indicates a need to determine 

if a problem exists in this area of patient care. 

Defin•ition of Terms 

For the purposes of this study, the following terms 

were defined: 

1. Normal bowel habits - the defecation process 

which the patient describes as being usual for 

him prior to hospitalization. 

2. Cathartics - any medicinal agent used to facil

itate the defecation process (Bergerson 1973). 

3. Period of decreased activity - an interval of 

time, at least forty-eight hours in length, 

during which the individual is initially confined 

to bed with bathroom privileges only, followed by 

a gradual increase in activity level daily until 

discharge from the hospital. 

4. Alterations in bowel habits~ any changes that 

the patient describes as being deviation ·:: frnm 

the patterns which he has considered normal for 

him. 
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Limitations 

For the purposes of this study, the following 

limitations were identified: 

1. Each subject was able to identify his normal 

pattern of bowel elimination. 

2. Each subject was frank and honest in his re

sponse to the questionnaire. 

3. The types and amounts of prescribed drugs which 

affected the eliminatory patterns of the clients 

sampled. 

Delimitations 

For the purposes of this study, the following ~elimi

tations were identified: 

1. The sample consisted of indiviauals who had been 

diagnosed as having cardiovascular disease and 

who were subjected to decreased activity during 

the acute phase of illness. 

2. Each individual in the sample received some form 

of cathartic during his hospitalization. 

3. Each individual ~.1as able to communicate verbally 

and in writing in the English language. 

Summary 

This chapter presented an introduction to the prob

lem of determining if hospitalized cardiovascular clients 
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(i' :-;:perience difficulty in re-establishing their normal patterns 

of elimination post-hospitalization. The purposes of the 

s tudy were identified. Current literature regarding elimin

a tion was reviewed and served as background information for 

exploring the problems. Significant terms relating to the 

p roblem were defined. Limitations and delimitations for con

ducting the study were identified. 

Chapter II, the Review of Literature, presents a re

view of the anatomy and physiology of bowel elimination, 

factors that may affect elimination, and the hazar~s of 

elimination to the cardiovascular client. The chapter con

cludes with a discussion of the nursing responsibilities in 

regard to assisting the patient to maintain or r2gain his 

normal elimination pattern. Chapter III, Procedure for 

Collection and Treatment of Data, is a description of the 

setting, sam9le, and tools utilized to determine if post

hospitalized cardiovascular clients experience difficulty 

in re-establishing their normal patterns of bowel elimination. 

The method of data collection and analysis is included. The 

analysis and interpretation of the findings are presented in 

Chapter IV. Chapter V presents the summary, conclusions, 

recommendations, and implications derived from this in

vestigation. 
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CHAPTER II 

REVIEW OF LITERATURE 

IhtrddUct~on 

Bowel elimination is a taboo subject in our present 

society (Minor 1956). Open discussion of the elimination of 

body wastes remains socially unacceptable. Yet, elimination 

is inevitable and universal. This very natural act of de

fecation, however, may be hazardous to the cardiovascular 

client and can result in death. A survey of the literature 

revealed that a dearth of research has been attempted in the 

past fifteen years in the area of elimination relating to the 

cardiovascular client. The recent studies that have been 

conducted are concerned with the relationship between dietary 

fiber and elimination. 

The subject matter for this study includes a review 

of the anatomy and physiology of the colon with special em

phasis on the process of defecation. Factors that may affect 

elimination in the cardiovascular client, such as inactivity, 

diet, fluids, and drugs ~re discussed. Studies regarding the 

hazards of the elimination process to the cardiovascular 

client are also included. Nursing responsibilities in regard 

to maintaining or re-establishing eliminatory patterns con

clude the chapter. 
15 
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Anatomy and Phvsioloav of the Large Intestine 

The lower portion of the alimentary canal bears the 

nT1.,:e large intestine because its diameter is noticeably 

l ::"; Lq er than that of the small intestine, al though its length 

i:::: much less, about five or six feet long. 'l'he divisions of 

t~·1e large intestine include the cecum, colon, and anus. It 

be gins at the ileocecal valve, which separates the colon from 

the terminal loop of the ileum. The average dia~eter of the 

large intestine is two and one-half inches but decreases in 

diameter toward the lower portion of the descending colon and 

rectum (Greisheimer and Wiedman 1972). 

The cecum is a large, blind pouch located in the low

er right quadrant of the abdomen, and extends from the ilio

cecal valve to the ascending colon. Attached to the cecum 

is a coiled, twisted tube called the vermiform appendix, an 

appendage that serves as the site for the bacterial digestion 

of cellulose in many animals, but in man it serves no known 

function (Peery and Miller 1971). 

The colon forms a rough frame around the twisted loop3 

of small intestine. Beginning at the terminal end of the 

cecum, the ascending colon extends up the right side of the 

abdominal cavity until it reaches tho un~er surface of the 

liver. At t~e hepatic flexure, it turns abruptly to ~he left 

to become the transverse colon which runs from right to left 

across the abdominal cavity where it terminates in the left 
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L~e xure opposite the spleen. Another turn is made at the 

::_~.i.•lenic flexure and the colon descends down the left side of 

the abdominal cavity to the pelvic cavity, hence, it is called 

t h e descending colon. On entering the pelvic cavity, it as

s umes an S-like shape and is called the sigmoid colon. This 

portion extends downward an~ slightly to the left into the 

r e ctum and anal canal (Anthony and Kolthoff 1971). 

The rectum is about six inches long in the adult and 

is continuous with the sigmoid colon and anal canal. Th2 

anal canal is about one to one and one-half inches in length. 

The anus or e:{ternal aperature is guarded by circular muscle 

½ands, the internal and external sphincters, which are kept 

closed except during the process of defecation. The internal 

sphincter is involuntary in its action, being under the in

fluence of the autonomic nervous system (Grollman 1974). The 

external sphincter is under voluntary control and is re

sponsible for the retention of fecal contents until defeca

tion is desirable. 

The muscularis is composed of smooth muscle and con

sists of an external layer of longitudinal muscles and an in

ternal layer of circular muscles. Contraction of the longi

tudinal layer shortens the gut and contraction of the circular 

layer constricts it (Guyton 1976). The longitudinal muscles 

are present in three distinct bands known as taenia coli. 

The taenia coli are equidistant from each other and give the 
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:~_;,:_p ::·ession of being shorter than the colon giving the colon 

i f.~ characteristic puckered appearance. The combined con

tr ct ction of the longitudinal and circular muscle bands cause 

t'l l (~ unstimulated portion of the large intestine to bulge out

ward into bag-like sacs or pocket-like areas called haustra

t i ons (Guyton 1976). These haustrations are absent in the 

sigmoid and anal areas of the intestine as the taenia coli 

spread out and form a layer which encircles this portion 

(Mountcastle 1974). 

Mucous membrane of cuboidal cells, which contain 

cry~ts but no villi, form the epithelium of the colon. 

Scattered throughout the mucosa are large numbers of goblet 

cells (Glass 196A). These goblet cells secrete small amounts 

of mucous which serves as a protective lubricant to facili

tate tbe movement of colonic materials and as a protective 

covering for mucosa (Grollman 1974). 

Constant friction in the lumen of the colon causes 

large numbers of epithelial cells to be sloughed off and 

eliminated in the feces. They are replaced by cell multi

plication in the bottom of the crypts. New cells continuous

ly migrate upward from the crypts to the surface of the lu

men (Mountcastle 1974). 

Innervation of the large intestine is effected by 

fibers from both divisions of the autonomic nervous system. 

Sympathetic stimulation originates from the sympathetic 
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,•, ;;tflow of the cord segments from L1 to L4. This di vi des 

j nto two hypogastric nerves which are joined by the celiac 

}.J lexus. Such stimulation inhibits the motor activity of the 

C() lon. Conversely, parasympathetic stimulation increases 

rnu t or activity. The proximal half, to about the midale of 

t~e transverse colon, is supplied by the vagus nerve. Pelvic 

nerves which come from the S2 to S4 segments of the spinal 

cor d supply the distal portion (Glass 1968). Neurogenic and 

myogenic factors are equally important in the initiation and 

regulation of contractile activity. Neurogenic control of 

intestinal contractions is exerted primarily via the neurons 

of the mesenteric plexus. Myogenic control occurs by way of 

the slow, cyclical electrical activity which is generated by 

muscle cells of the longitudinal layer. When colinergic 

tone is high, the level of excitability is increased and 

contraction frequency is maximal for that area of intestine. 

When adrenergic tone is high, the contractile activity may 

be reduced to a minimum (Bortoff 1969). 

The blood supply to the large intestine arises mainly 

from branches of the superior mesenteric artery which supply 

the cecum, appendix, and the ascending and transverse colon. 

The descending colon and the rectum are supplied by branches 

of the inferior mesenteric artery (Glass 1968). 

The colon may be considered to be a large storage bin 

or waste can for the body. The residue of a meal 
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~/, generally turned into feces and ready for expulsion twelve 

to thirty-six hours after ingestion (Langley 1971). This 

fiqu~e varies and the time may be lengthened or shortened 

d c,pc:nding on the type of food eaten. The effects of different 

foodstuffs upon motility varies with individuals (Nordmark 

and Rohweder 1g75). The sympathetic system inhibits the 

whole of the largs intestine and closes the sphincter ani, 

hence the motility of the large intestine is readily modified 

by the emotional state (Keele and Neil 1971). Not all of the 

residue of any one meal is excreted at the same time. The 

quantity of feces formed each day varies with the type and 

amount of food ingested. The color of the feces is deter

mined by its content of bilirubin (Langley 1971). 

Langley (1971) states that digestion in the small 

intestine is so efficient that practically no usable food 

reaches the large intestine. ~hus, the functions of the 

large intestine are primarily absorption of water and elec

trolytes back into the circulation and the storage of waste 

products until they can be expelled during the process of 

defecation (Guyton 1976). In addition, the large intestine 

manufactures some vitamins (Tortora anc Anagnostakos 1975). 

Approximately 400 to 500 cc. of chyme enters the 

bowel from the ileum. Since the total fecal output is only 

about 150cc. per twenty-four hours, anywhere from 25-350 cc. 
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must be absorbed. Although this amount is insignificant 

wh2n compared to the large volume of fluid absorbed in the 

s m0 Ll intestine, it does serve to transform the colonic con

t e7ts from semi-liquid chyme to the solid fecal mass ex

c re ted from the anus and is most important in maintaining the 

wa t e r balance of the body (Grollman 1974). Intestinal water 

cbsorption is greatest in the cecum and ascending colon 

(Tortora and Anagnostakos 1975). Socium Chloride is ab-

sorbed along with the water. In exchange, bicarbonates and 

potassium are excreted into the lumen to be evacuated in the 

feces (Mountcastle 1974). The bicarbonate helps to neutra

lize the acidic end products of bacterial action in the 

colon (Guyton 1976). Relatively large amounts of calcium are 

also present in the feces, probably derived from the small 

intestine. Calcium absorption is controlled by parathyroid 

hormone (Guyton 1976). 

The colon serves as the site for the production of 

several essential vitamins. Notable among these are several 

B vitamins (B12, riboflavin, nicotinic acid, biotin, and 

folic acid) and vitamin K, which is necessary for normal 

clotting of the blood. The production of these vitamins is 

dependent upon the presence of certain bacteria. As long as 

the bacteria remain in the colon, they are harmless to man and 

are referred to as normal intestinal flora (Grollman 1?74). 






















































































































































































































