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The publication of Digital Rectal
Examination and Manual Removal
of Faeces — Guidance for Nurses
by the RCN (2000) addressed
many issues concerning the
professional and legal aspects

of the manual (digital) removal of
faeces. However, the document did
not give detailed guidance on how
to actually carry out the procedure.

In most cases, the need for

the digital removal of faeces is
preventable by using a stepped
approach to the management
of constipation (Bayliss et al,
2000; Correa and Rotter, 2000;
RCN, 2000) and Powell and
Rigby (2000) suggest that digital
removal of faeces is a last resort
procedure and should only be
practised when all other methods
of bowel evacuation have failed.

However, for some patients,
such as those with spinal cord
injury, cauda equina, spina
bifida and multiple sclerosis,
the digital removal of faeces is
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an integral part of their routine
bowel management.

This essential routine can be
interrupted when patients are
admitted into a general hospital
that does not specialise in
treating spinal injuries (National
Patient Safety Agency, 2004),

as many healthcare workers

lack sufficient knowledge and
expertise to competently perform
a digital removal of faeces.

The invasive nature of this
procedure together with fears
of litigation and accusations

of abuse has led to confusion
among healthcare workers
(especially nurses) concerning
their professional and legal
responsibilities. In fact, some
nurses are actively refusing to
undertake digital removal of
faeces on spinal cord injury
patients either because they have
not been trained or, even more
alarmingly, because they think
they are not allowed to perform
the procedure at all.

HOW TO PERFORM A DIGITAL
REMOVAL OF FAECE

In their defence, such nurses are
behaving in a responsible manner
because the NMC (2002) states
that to practise competently
nurses must possess the skills
and abilities to carry out a
particular procedure. In the light
of this legislation, nurses need to
be sure they are giving evidence-
based care, within the correct
ethical and legal framework.

GUIDELINES

The guidelines for this
procedure were developed in
order that healthcare workers
practising digital removal of
faeces do so within the remit
of their professional and legal
responsibilities and to ensure
patients receive the most
effective evidenced-based care
(Kyle et al, 2005).

Therefore, advice from significant
publications such as the NMC
Code of Conduct (NMC, 2001),
Good Practice in Continence
Services (Department of Health
[DoH], 2000), Reference Guide
to Consent for Examination

or Treatment (DoH, 2001a),
National Framework for Older
People (DoH, 2001b) and
Reference Guide to Consent for
Examination or Treatment (DoH,



2001a) have been used to inform
the procedure.

It was decided at the initial
conception of these guidelines

to emphasise the use of faecal
evacuation using a single finger, in
line with digital examination (RCN,
2000), rather use the term manual
removal of faeces.

The guidelines contained in this
article explain the procedure
for digital removal of faeces
and should be referred to by all
healthcare workers. The RCN
Digital Rectal Examination and
Manual Removal of Faeces,
Guidance for Nurses (RCN,
2000) (particularly sections eight
and nine) should be adhered

to and used concurrently with
these guidelines.

It is recommended that only
competent practitioners should
carry out this procedure. To ensure
this is the case, any healthcare
worker wanting to perform

the procedure should have
successfully completed a digital
rectal examination course based
on the RCN (2000) publication. In
addition, healthcare workers should
familiarise themselves with Trust/
organisational policies and protocols
before undertaking this procedure.

PRACTICAL GUIDE TO THE DIGITAL
REMOVAL OF FAECES

There are some basic rules that
should be adhered to when
planning to perform a digital
removal of faeces. These are
known as the ‘Do’s’ and ‘Don’ts’
and the ‘Think twice’. The ‘Do’s’
include the following:

Do complete a full bowel

assessment (Bayliss et al, 2000)

Do consider treatment options
with the multidisciplinary team
(Powell and Rigby, 2000;
NMC, 2002)

Do inform the patient of the
treatment options and risks
involved (NMC, 2002)

Do gain valid consent (written,
verbal or implied) from the
patient (Wiliis, 2000; DoH,
2001a; NMC, 2002).

The ‘Don’ts’ include:
Don’t proceed if there is a
lack of consent (written, verbal
or implied) or if the patient
actually refuses
Don’t proceed if the patient’s
doctor has given specific
instructions that the procedure
should not be performed
Don’t proceed if the patient
has recently undergone rectal/
anal surgery or trauma
Don’t proceed if you feel you
are not competent to perform
the procedure (NMC, 2002).

The ‘Think twice’ rule comes into
effect if the patient has any of the
following diseases or conditions:
Active inflammatory bowel
disease
Rectal pain
Obvious rectal bleeding
If the patient is taking anti-
clotting medication (new
spinal cord injury patients
may be taking anticoagulatory
medication, but still require
digital removal of faeces)
Spinal injury at thoracic T6 or
above. Remember that allowing
constipation to occur leads
to a greater risk of autonomic
dysreflexia developing.

The full guidance for performing
digital removal of faeces is
contained in Table 1.

DIGITAL STIMULATION

Patients may be taught to carry
out this simple procedure for
themselves as stimulation of the
anus or anal sphincter can aid
some patients with defecation.

Watson (1997) suggests that

this procedure alone can be
effective when used together with
techniques designed to enhance
defecation, such as adopting the
correct position on the lavatory
and taking hot drinks and food
20-30 minutes before instigating
bowel care. This takes advantage
of gastric colonic reflex, which is
strongest after the first meal of
the day but can be stimulated at
other times as well.

In spinal injury patients with a
lesion above the cauda equina,
it is usually possible to stimulate
a defecation reflex voluntarily
using digital stimulation

(Powell and Rigby, 2000).

This stimulated reflex may be
insufficient to completely empty
the bowel and a digital removal
of faeces may still be required.
Guidance on the correct
technique for digital stimulation
is contained in Table 2 (p130).

CONCLUSION

Digital removal of faeces is a
procedure that many healthcare
workers are not confident about
performing. However, in some
patients it is a necessary part of
their routine bowel care.

This article provides healthcare
workers with best practice for
performing this procedure, which
after all, is necessary for the health
and wellbeing of many patients. ¢e
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