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Managing passive incontinence  
and incomplete evacaution

Abstract
Both passive faecal incontinence and evacuation difficulty are 
distressing and demoralising conditions, resulting in physical and 
psychological problems including social restrictions, loss of self-
esteem, altered body image and loss of skin integrity.
Conservative management and biofeedback therapy has been shown 
to help most patients with faecal incontinence and evacuation 
difficulty by creating a manageable situation that can significantly 
improve quality of life. However, some patients may not improve their 
symptoms and require alternative measures. This article reports an 
audit of the use of the Qufora mini irrigation system in 50 patients 
(48 female, 2 male) with passive faecal incontinence and/or evacuation 
difficulty who had failed to respond to conventional biofeedback. 
Seventy percent found the irrigation comfortable and 74% rated 
the system as good or acceptable. Two-thirds felt symptoms were 
improved and would wish to continue using the system. Prospective 
studies are needed to confirm which patients are most suitable and 
respond well to the irrigation. 
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Faecal incontinence (FI) has been variously defined. 
The International Consultation on Incontinence 
define faecal incontinence (FI) as ‘the involuntary loss 
of liquid or solid stool which is a social or hygienic 

problem’ (Norton et al, 2009). Anal incontinence includes 
the inability to control the passage of flatus in addition to the 
loss of stool. Incontinence of flatus, liquid stool or solid stool 
that has an impact on quality of life is a practical definition. 

Reports of the prevalence of FI have shown significant 
variability depending on the definition used and the type 
of population being studied. It is often assumed that this 
is a problem associated with older people or those with a 
physical disability. However, FI can occur at all ages for a 
variety of reasons and is likely to affect over half a million 
adults in the UK. Between 1% and 10% of adults experience 
symptoms (Macmillan et al, 2004), with men and women 
affected almost equally (Whitehead et al, 2009). Estimates 
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suggest that there are over 10 000 adults with FI per 250 000 
in a typical UK health authority (Norton, 1996). There is a 
rise in incidence with age and it is estimated that about 17% 
of very elderly people report symptoms and this increases to 
25-50% in institutional care. However, the true prevalence 
of FI is possibly underestimated because the taboo nature of 
the subject discourages people from seeking help (Leigh and 
Turnberg 1982; Kalanter et al, 2002), implying that FI could 
be a much wider problem than studies suggest. Symptoms fall 
into two main categories. Urge FI occurs when an imperative 
urge to defecate means the toilet is not reached in time. 
Passive FI is the loss of stool without any warning or control, 
which can occur at any time or for some time after defecation 
(post-defecation soiling) (Norton and Chelvanayagam, 2004).

Constipation
Constipation is also a common problem. Harder to define, 
there is a range of presenting symptoms including infrequent 
defecation, stool which is hard, lumpy or difficult to pass, 
straining with prolonged evacuation, needing to use digital 
assistance to empty the rectum, and a sensation of incomplete 
evacuation (Thompson et al, 1999). Constipation is common, 
affecting at least 10% of the population at some time, with 
1-2% developing chronic symptoms lasting over 6 months 
and in some instances for many years (Cook et al, 2009). Two 
main problems, which can co-exist, have been identified: slow 
colonic transit and rectal evacuation difficulty. In slow transit, 
there is a failure of peristalsis to move stool along the colon in 
a timely manner. In evacuation difficulty, the patient usually 
knows stool is in the rectum, but has difficulty initiating or 
completing defecation and may passively leak stool after 
leaving the toilet. 

Both men and women can experience incomplete 
evacuation of the rectum for various reasons, including 
failure of the pelvic floor to relax adequately to allow passage 
of stool or poor coordination between rectal contraction, 
abdominal effort and anal relaxation. 

One reason for incomplete evacuation in women is a 
rectocele. This is the bulging of the rectum forward through 
a weakened recto-vaginal septum into the posterior wall of 
the vagina. This forms a pouch on evacuation which can trap 
stool. As a result, incomplete evacuation is felt and can present 
as being uncomfortable and troublesome with the occasional 
leakage of the trapped stool.

Impact on quality of life
Both passive incontinence and evacuation difficulty are 
distressing and demoralising conditions, resulting in both 
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physical and psychological problems including social restrictions, 
loss of self-esteem, altered body image and loss of skin integrity 
(Boyd-Carson, 2003) all of which detrimentally affects quality 
of life often leading to progressive isolation (Rockwood et al, 
2000; Marquis et al, 2005; Wilson, 2007; Cotterill et al, 2008).

Quality of life 
Faecal incontinence and other bowel symptoms are a taboo 
subject despite our society’s willingness to be more open 
regarding health issues. Embarrassment, together with fear 
of disclosure, prevents many people with FI from seeking 
help from health professionals. Qualitative research reveals 
FI can have a significant impact on quality of life and many 
experience anxiety about possible embarrassment from 
visible soiling or faecal odour and have a wide variety of 
associated concerns. This has been shown in both men and 
women where quality of life has been much poorer when 
compared to patients who had other gastrointestinal symptoms 
(Rockwood et al, 2000). A qualitative study by Wilson (2007) 
on the impact of FI on quality of life concluded that those 
adults who were able to adapt to the condition experienced 
better quality of life, whereas those who experienced no 
improvement felt overwhelmed by their symptoms, with 
a subsequent reduction in quality of life. This can lead to 
restrictions in social activities, employment, and relationships 
with partners, friends, and family (Johanson and Lafferty 
1996). Faecal incontinence generates emotions of depression, 
stress and is linked with low self-esteem (Chelvanayagam and 
Norton, 2000). Many have described the toilet as becoming 
the focus of life and a need for knowing the location of 
toilets in unfamiliar places with trips and appointments 
organised around their bowel pattern (Peden-McAlpine 
and Bliss, 2008). Conservative management has been shown 
to help patients with faecal incontinence and by creating a 
manageable situation can significantly improve quality of life.

Biofeedback
Biofeedback is a behavioural approach to which there 
are no side effects, it is non-invasive and offers a non-
surgical approach as an alternative adjunct for patients with 
constipation (Storrie, 1997). The National Institute for 
Health and Clinical Excellence (NICE) has recommended 
that conservative management for FI should be tried 
before surgical and that simple intervention should be tried 
before more complex or specialised care (NICE, 2007). The 
biofeedback service at St Mark’s Hospital has been developed 
in line with international best practice (Rao et al, 1997) 
and is a behavioural therapy that holistically incorporates 
symptom assessment, education, bowel and muscle retraining, 
behavioural therapy, and psychological support (Duncan, 
2003) using a complex package of care. Biofeedback therapy 
is an outpatient service and patients are seen for up to 4 to 
5 sessions at 4 to 6 weekly intervals with the same therapist. 
The initial appointment is for approximately 60 minutes 
with subsequent follow ups of 30 to 40 minutes. The aim of 
biofeedback therapy is for the patient to improve and take 
control of their bowel function.

The majority of patients improve as a result of biofeedback 
therapy. However, some are left with symptoms after 

treatment, which can have a significant effect on quality of 
life. Conservative measures such as the use of an anal plug for 
passive incontinence should be considered, although these 
are often deemed to be uncomfortable and their effectiveness 
is variable (Deutekom and Dobben, 2005). Patients with 
evacuation difficulty can use suppositories, enemas or manual 
evacuation, although these are not always acceptable or 
effective. Surgery for rectocele is a possibility for some 
women, however, many prefer to try conservative measures 
initially. This can sometimes involve vaginal digitation to 
empty the rectocele, although this does not help everyone 
and some women find it unacceptable. 

Water irrigation
Some patients with chronic bowel dysfunction use water 
irrigation to initiate or complete evacuation. This has been 
found to be effective for FI and evacuation difficulty in people 
with spinal cord injury, who use on average 400 mls, and up 
to 1 litre, of water (Christensen et al,  2006). However, the 
equipment is somewhat costly, the process takes 20-30 minutes 
for most patients (Coggrave and Norton, 2009) and there is 
a small risk of rectal perforation (Emmanuel, 2010). The 
evidence base for this intervention is at present sparse. The 
authors have been keen to explore alternative interventions 
for their patients with FI and incomplete evacuation. 

The Qufora Mini Irrigation System
The Qufora Mini Irrigation System is a simple and compact 
rectal irrigation system (Figure 1). It is a hand-held device that 
can be used with one hand. It holds up to 100 mls of fluid, 
most commonly tap water, and is ideally suited for emptying 
the rectum and similar to using an enema.

The system consists of a bulb (pump) and a cone. The two 
are attached together. Once connected the bulb is compressed 
(squeezed) and the cone is submerged into lukewarm water. 
The bulb is released and water is drawn into the bulb. This 
process can be repeated until water starts to flow out of the 
cone. This ensures that the bulb is filled and now ready for 
using. The irrigation system can be used while seated on the 
toilet. The cone is lubricated and introduced into the rectum. 
The bulb is squeezed releasing water into the rectum. Soiled 

Figure 1: The Qufora mini irrigation system
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water is prevented from being drawn into the bulb because 
of a one-way valve. Removal of the cone allows faeces, water 
and flatus to be expelled.

With the Qufora Mini Irrigation System there are few 
steps required and so the process is easily performed and 
thereby time effective. The compact size also means that it is 
easily transported for irrigation away from home. 

In accordance with the manufacturer’s guidelines the system 
should not be used by patients with abnormalities in the 
rectum such as polyps and haemorrhoids, during pregnancy 
before the person has been examined by a doctor, by people 
with inflammatory bowel disease, recent bowel resection or 
rectal cancer. There have not been any reported adverse events 
from using the system that we are aware of. However, some 
patients with limited manual dexterity, obesity and cognitive 
impairment would have difficulty to use the cone. 

We started to use the Qufora Mini Irrigation System in 
2011 as a routine adjunct to our Biofeedback interventions for 
patients with symptoms of passive soiling and/or evacuation 
difficulties where they had not responded to behavioural 
retraining and pelvic floor exercises. This paper reports the 
results of a clinical audit of patients using the system.

Results of an audit
Fifty patients (48 female, 2 male) with passive incontinence 
and/or incomplete evacuation tried the Qufora Mini 
Irrigation System as part of their biofeedback treatment. 
Thirty five patients had incomplete evacuation, 11 had passive 
soiling and 4 had both incomplete evacuation and passive 
soiling. Following approximately 4 weeks of use they were 
reviewed in the clinic regarding the outcome of the system, 
filling in a short audit questionnaire. 

From the 50 patients 36 (72%) irrigated less than once a 
day with 11 (22%) irrigating every day and 3 (6%) more than 
once a day (Figure 2). Using the irrigation was felt to be very 
or acceptably comfortable by 35 patients (70%) and 14 (28%) 
felt that it was uncomfortable (one result missing) (Figure 3).

Thirty seven (74%) felt that performance of the irrigation 
system was good or acceptable, whereas 13 (26%) reported it 
to be less than acceptable to use or it did not work (Figure 4).

Two patients felt that their symptoms were completely 
resolved and 29 (58%) believed that it improved their 
symptoms. Seventeen (34%) deemed that it did not help any 
of their bowel problems and one patient considered their 
symptoms to be worse when using the system (one response 
missing) (Figure 5).

When asked if they would continue using the irrigation 
system 18 (36%) would use it on a regular basis, 16 (32%) 
sometimes and 16 (32%) would not continue to use the cone 
(Figure 6), meaning a total of 68% of patients would use the 
system again.

The questionnaire had a section for free text comments. 
Quotes from patients indicate the usefulness of the system 
and how quality of life can be improved: 

‘I feel more comfortable and clean when the 
rectum is cleared’

‘Made it easier and more predictable to use 
with the symptoms from a third degree tear and 

<1 per day >1 per day Every day

36

3

11

Figure 2. How often did you irrigate?

Figure 3. Comfort of cone

Figure 4. Rating of performance of the cone

Figure 5. Did using the cone help your bowel problem?

Figure 6. Would you continue to use the irrigation?
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rectocele’

‘There was a signi!cant improvement with my 
bowel problem this increased my comfort and 
con!dence’

‘Solved the problem instantly of emptying the 
bowel, as opposed to using a suppository’

‘Stopped the leakage’

Discussion
In this selected group of patients seen in a specialist bowel 
dysfunction clinic, the Qufora system was found to be 
acceptable, comfortable and helpful by the majority of 
patients who had failed to respond to other conservative 
measures, with two thirds wishing to continue using it 
regularly or some of the time. This compares well with 
success rates for other irrigation systems (Gosselink et al, 
2005) (although in possibly different patient populations) 
and is probably better than interventions such as an anal 
plug (Norton and Kamm, 2001). As a relatively inexpensive 
option now available on Drug Tariff or for self-purchase, the 
a think it is worth considering as part of the patient pathway 
for these patients. 

Numbers were too small to allow any more detailed 
statistical analysis of which patients were more likely to 
respond, but there could be differences by symptoms, age or 
gender. Future prospective studies with validated outcome 
measures are needed to verify the place of this irrigation 
method for treating these patients. However, initial results 
from this limited retrospective audit indicate that this 
intervention warrants further exploration. 

Other options for these patients who fail biofeedback 
are limited. The use of suppositories is part of the initial 
biofeedback therapy pathway, although they are often of 
limited benefit. Other options for this group of patients such 
as surgery have shown unpredictable results (Arebi et al. 
2010; Brown et al, 2010). Many patients prefer conservative 
management options.

Patients were in the majority very positive and few 
problems were encountered. Nursing staff found it easy to 
explain to patients how to use the system and now regularly 
incorporate this into practice as part of the biofeedback 
therapy pathway. As a result more treatment options are 
available and the chance to improve a patient’s quality of life 
is increased.

Conclusion
This system is a useful, simple and relatively low-cost addition 
to the interventions available for nurses to help patients with 
these common and distressing problems of passive soiling 
and evacuation difficulties. The majority of patients who 
tried the mini irrigation would continue to use it, at least 
some of the time. Many reported improved symptoms and 
comments suggest improved quality of life. This now needs 
to be formally evaluated. BJN
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KEY POINTS

��Problems of faecal incontinence and incomplete evacuation are common

��Most patients are helped by nurse-led biofeedback, but some remain 
troubled

��A new water irrigation system was evaluated by retrospective audit

��The system was found to be comfortable and acceptable with the majority of 
patients wishing to continue to use


