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Treatment of Constipation (in Adults)  

This document does not replace recommendations for treatment that are provided by 

secondary care services on a named patient basis. 

 

  

Version No.:   1 

Effective From:   24th September 2026 

Expiry date:   24th September 2028 

Date Ratified:   24th September 2026 

Ratified By:   NENC Clinical Effectiveness and Governance (CEG) 

Subcommittee 

  

1  Introduction  

These guidelines have been developed to facilitate the standardisation of care for adult patients 

with constipation throughout the North-East and North Cumbria (NENC) integrated care board 

for primary care or initial assessment. 

  

The key aims of this document are:  

• To standardise appropriate prescribing of laxatives within the individual trusts and ICB in 

primary care or initial assessment 

• To assist Registered Nursing, Midwifery, Medical staff and Pharmacist staff to prescribe 

the most appropriate laxative  

• To identify key factors in the assessment of constipation  

• To ensure that patients receive evidence-based care in the management of constipation 

• To encourage appropriate use of over the counter (OTC) treatments first 

 

Conservative management is expected to have been considered and patient education 

delivered, prior to the consideration of prescription of laxatives, including the following: 

 

• Seek over the counter advice from pharmacy 

• Fluid intake improvement 

• Nutritional intake improvement including increasing fibre 

• Correct positioning to void effectively 

• Exercising where appropriate 

  

2  Guideline Scope  

This document does not encompass the management of adult critical care patients, or 
patients within secondary care with more complex bowel needs or within specialist areas. For 
those with palliative care needs it should be read in conjunction with local Palliative and End of 
Life Care Guidelines (NECN, 2025).  

  

https://northerncanceralliance.nhs.uk/wp-content/uploads/2025/12/NENC-Palliative-and-End-of-Life-Care-Symptom-Control-Guidelines-2025-Sixth-Edition.pdf
https://northerncanceralliance.nhs.uk/wp-content/uploads/2025/12/NENC-Palliative-and-End-of-Life-Care-Symptom-Control-Guidelines-2025-Sixth-Edition.pdf
http://policies.app/launchtext.asp?LaunchIt=4830
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3  Definition and Symptoms  

3.1    Definition  

There is no accepted definition for constipation. The term is most used to mean difficult and/or 
infrequent defaecation. Constipation may be associated with a variety of symptoms besides 
difficulty in evacuating rectal contents.   
  

3.2 Symptoms Associated with the term Constipation  

Defaecation     

   

   

   

   

Infrequent stools  

No urgency to 

defecate  

Stools difficult to 
pass  

Ineffective straining  

Need to  

digitate/splint 

perineum  

    

   

   

   

   

Anal or perianal 

pain  

Sense of 

incomplete 
evacuation 
Prolapse coming  

‘down’  

Soiling of clothes 

Flatus increase or 

decrease  

       Rectal bleeding  

Abdomen  

  
  

 

   

Bloating  

(distension) 

Decreased or absent 

bowel sounds  

    Discomfort or pain, 

related or 

unrelated to 

defaecation  

General     

   

   

Bad taste in mouth  

Nausea and or  

Vomiting  

Haemorrhoids or  

Fissure  

    

   

   

Headache  

Malaise  

Anorexia  

 

3.3 Red flags 

Be alert for any red flags that might indicate a serious underlying condition.  

• Change in bowel habit for more than 6 weeks alternating diarrhoea / 

constipation. 

• Persistent rectal bleeding 

• Weight loss or significant weight gain  

• Reduced appetite and or vomiting  

• Family history of related colorectal pathology   

• Abdominal/Bowel distention and or pain  

• Sudden onset cognitive impairment 

• Inability to pass flatus +/- severe vomiting or abdominal pain  

• Unexplained anaemia 

Appropriate primary care investigations must be considered prior to referral to 

secondary care including: check calcium, coeliac serology, TSH, and FIT 
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3.4 Patient Assessment  

The key to successful management of constipation is the assessment and identification of the 
underlying cause. There are many contributory factors associated with constipation and 
individuals often experience more than one underlying problem. Assessment should be made 
through observation and/or questioning.  The assessment should include the following:    

• Assessment of bowel function  

• Mobility  

• Dexterity  

• Dietary intake and the ability to chew/swallow   

• Fluid intake  

• Mouth care  

• Pregnancy  

• Neurological conditions  

• Mechanical obstruction  

• Underlying disease (Figure 1)  

• Previous treatment for constipation  

• Medication (refer to Figure 2)  

  

A digital rectal examination can be carried out where indicated, as part of the assessment of 
constipation, but only be performed by a doctor, or a qualified nurse/midwife who is deemed 
competent, in digital rectal examination (RCN 2019). A gentle digital examination of the rectum 
will provide information about any stool present (use the Bristol Stool Form Scale, Figure 3) 
and any local discomfort, which may be inhibiting the individual’s bowel activity for fear of 
inducing pain. The rectum is usually empty until the ‘call to stool’ but often contains hard stools 
if suffering from constipation. 
  

(Figure 1)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Conditions which may cause or contribute to constipation include: 

• Bowel obstruction 

• Hypothyroidism 

• Irritable bowel syndrome 

• Neurological 

• Cancer 

• Stimulant laxative abuse 

• Diverticular disease 

• Eating disorders 

• Dehydration 

• Hypercalcaemia  

• Hospitalisation 

• Pregnancy  

• Medication 

• Depression 

• Immobility 
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 (Figure 2)  

Drugs which may cause constipation include: 

• Opioid analgesics, including compound products e.g., Co-codamol,  

       Co-dydramol 

• Drugs with antimuscarinic (anticholinergic) effects – particularly 

tricyclic/ antidepressants; also, SSRI/SNRI antidepressants, 

antipsychotics (especially Clozapine – can cause toxicity); 

antimuscarinic, anti-parkinsonian drugs, e.g., Orphenadrine, 

Procyclidine and also dopaminergic agents, e.g., pramipexole and 

entacapone; sedative antihistamines e.g., promethazine and 

chlorphenamine, antispasmodics, e.g., hyoscine  

• Calcium salts (note: contained in some antacids & phosphate 

binders) 

• Aluminium salts (in many antacids)  

• Iron salts  

• Calcium channel blockers (mainly verapamil)  

• NSAIDs (more commonly cause diarrhoea)  

• 5HT3 antagonists, e.g. Ondansetron  

• Diuretics  

• Some antiepileptics e.g. phenytoin, carbamazepine 

• Colestyramine  

  

          (Figure 3)  

  
  

 

 

4  Main body of the guidelines  

A summary of the guidelines can be found at the end of section 4. 

 
4.1 Acute Constipation - section 5 on prescribing table  

• Constipation for <12 weeks.  
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• Bulk forming laxatives act by retaining fluid within the stool and increasing faecal mass, 

stimulating peristalsis; also have stool-softening properties.  Valuable if fibre cannot be 

increased naturally.  Good fluid intake must be maintained to avoid potential obstruction 

• Stimulant laxatives such as Senna or Bisacodyl are usually taken at bedtime to produce 

a bowel movement the following morning (8 to 12 hours after oral administration). It is 

generally advisable to start with low doses to avoid abdominal pain.  

• Patients with peri-anal conditions or following rectal surgery, in whom straining at 

defaecation is to be avoided, use a stool softener (osmotic laxative) such as Macrogol. 

• Note: in the post-operative period following bowel resection, stimulant laxatives (Senna, 

Bisacodyl) should be avoided, and rectal docusate preparations should not be used. 

 

4.2 Chronic Constipation - section 2 on prescribing table  

• Constipation for >12 weeks. Approach depends on constipation/stool type: 

• Stimulant - slow transit (Senna/Bisacodyl) 

• Softeners - pellet stool (Lactulose) 

• Osmotic - hard stools (Macrogol)  

o For chronic constipation 1-3 full strength sachets daily in divided doses usually for 

up to 2 weeks. Contents of each sachet should be dissolved in exactly 125ml of 

fluid; a maintenance dose of 1-2 sachets daily may be given.  

• Suppositories - obstructive or incomplete evacuation (Bisacodyl/Glycerol) 

• Bulk forming - only with low faecal mass or when fibre in diet cannot be increased. DO 

NOT USE in atonic bowel and only use alongside increased fluid intake do not take 

before bed 

Note: Whilst bulk forming laxatives are suitable for use as bowel regulators in relatively 

fit older patients, they are not always suitable for those who are immobile, chronically ill 

or disabled. In such patients use a stimulant - Senna.  

 

 

4.3 Chronic Opioid induced constipation -section 1 on prescribing table 

(Not in patients with malignancy - see palliative care section 6) 

 

• Patients taking opioid analgesics should be prescribed regular laxative treatment to 

prevent and treat opioid induced constipation with the aim of achieving a regular bowel 

movement without straining every 1-3 days (NICE CKN 2016).   

 

 

 

4.4 Faecal Impaction - section 3 on prescribing table 

Oral Laxatives 

• Osmotic - hard stools (Macrogol) - 4 sachets on first day, increased in steps 

of 2 sachets daily, maximum 8 sachets daily.  Treatment usually does not 

exceed 3 days. After disimpaction, switch to maintenance laxative therapy if 

required; maximum 8 sachets per day.    

• Stimulant - slow transit (Senna or Bisacodyl) 
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   Rectal laxatives 

o In Acute care only - Phosphate enemas can be used with care 

o Bowel cleansing solutions including, Moviprep, Picolax and Klean prep are usually 

used for bowel preparation prior to diagnostic tests or surgery, but can also be 

used with caution in difficult cases of constipation where other agents have failed 

or are unsuitable (unlicensed use). They are not suitable for regular use.  

o In Community Care - Rectal stimulant Bisacodyl or rectal softener Glycerol 

Suppositories can be administered. 

 

4.5 Constipation in Pregnancy - section 4 on prescribing table 

Bulk forming - Fybogel 

Osmotic - Lactulose 

 

4.6 Palliative Care and Constipation - section 6 on prescribing table  

• Constipation is common in patients with advanced illness. In this patient group reversible 

causes of constipation should be considered. This may include fluid depletion, 

medications, electrolyte imbalances (hypercalcemia, hypokalaemia), reduced food 

intake, immobility and environmental considerations i.e. lack of privacy (NECN, 

guidelines 2016).  

• Constipation in palliative care can be treated using similar strategies as acute 

constipation with additional considerations as below. 

• The patient must be able to tolerate the necessary volume of oral fluid to take Softeners 

– Macrogol. Sodium Docusate can be considered if unable to tolerate other laxatives. 

(McRorie, 2021; Engle, Winans, 2021; NICE CKN 2016; NENC 2025). 

• Use of Suppositories and Enemas should only be given after consultation with medical 

staff and/or appropriate Nurse Specialist. Glycerine suppositories +/- Arachis oil enema 

will help soften hard impacted faeces. Soft stool or an empty rectum on PR examination 

may suggest higher faecal impaction and bisacodyl suppositories +/- phosphate enema 

should be considered (NECN guidelines 2016). PR examination and intervention should 

be avoided in patients on chemotherapy who may be neutropenic due to risk of serious 

infection (NICE CKN 2016). 

• In some complex cases Co-danthramer (Danthron and Poloxamer) may be used to treat 

constipation, but this should be guided by a specialist team. Danthron may cause 

temporary harmless pink or red colouring of the urine. It may also cause perineal 

erythema in patients with urinary and/or faecal incontinence and should not be used in 

patients who are incontinent.  

• Constipation as a result of neurological compromise (e.g. spinal cord compression) is 

common and stool softeners (Macragol) are recommended.  

• Some patients require a ‘3-day bowel regime’ where suppositories are used every 1-3 

days to regulate bowel motions. Caution is recommended with stimulant laxatives as this 

can cause uncontrolled bowel emptying (NECN 2016). 

• If there is poor response to treatment, or uncertainty regarding cause of constipation, 

seek advice from the palliative care team.  
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4.7 Types of laxatives 
 
Using Macrogol 

• Increases fluid in the large bowel, produces distension leading to stimulation of 
peristalsis with dose of 3-8 full strength sachets for up to 3 days. 

• Daily assessment of bowel function should be undertaken. 

• Caution: patients with impaired cardiovascular function should not take more 
than 2 sachets in any one hour.  

• Patients being discharged on macrogols: Staff to inform GP and GP to review 
medication in one month.  

  

Using Rectal Suppositories  

• Glycerol suppositories should be administered when there are hard faeces in the rectum. 

• Bisacodyl suppositories should be administered when the rectum is empty, but the colon 

is still loaded. 

   

Using Sodium Citrate  

• (Microlax Enema) Useful to remove hard, impacted stools. Correct administration 

important to prevent damage to rectal mucosa. Licensed for occasional use but Sodium 

Citrate has a low risk of habituation so it can be used every day for acute constipation or 

as a preparation for investigations over a short period. However, it is not intended for 

chronic constipation and long-term use.  

  

Using Specialist Laxatives 

• Prucalopride, Linaclotide, Naloxegol and Naldemedine are also options for chronic 

induced constipation.  These drugs should only be initiated by a clinician with 

experience of treating chronic constipation.  All medications must be prescribed prior 

to administration. 

• Sodium Docusate - Currently non-formulary throughout NENC. Please see NENC 

palliative care pathways for further prescribing guidance on use within palliative care. 
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4.8 Summary of prescribing guideline  

 
  

 

5. Long term use and de-prescribing 

 

Long term use of laxatives without review should be avoided.  Review dates should be 

negotiated depending on individual circumstances.  Laxatives that do not provide therapeutic 

relief should lead to a re-assessment and change in care plan.  Laxatives should not be stopped 

immediately.  Laxatives should be stopped slowly for example 2-4 weeks after stools are 

comfortable and stopped one at a time.(NICE CKS) 
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Constipation Prescribing Guidelines 

These guidelines have been developed to facilitate the standardisation of care for adult patients with constipation 

throughout the North East and North Cumbria. The key aims of this document are:   
• To standardise appropriate prescribing of laxatives 
• To assist Registered Nursing, Midwifery, Medical staff and Pharmacist staff to prescribe the most appropriate laxative   
• To ensure that patients receive evidence-based care in the management of constipation 

Clinical assessment to be carried out by a competent healthcare professional as per local and national 

guidance and constipation identified  

STEP ONE: Identify type and cause of constipation, Acute, Chronic, Opioid induced, faecal impaction, 

pregnancy induced 

STEP TWO: Advise on lifestyle measures,  ensuring adequate fluid intake, advocate regular meals with good 

amounts of dietary fibre, encourage physical movement/ exercise, correct toileting position and OTC 

treatment first 7 Toilet Positions To Relieve Constipation - Bladder & Bowel Community 

(bladderandbowel.org) 

SYMPTOMS OF CONCERN AND RED FLAG SYMPTOMS FOR ADULTS WITH CONSTIPATION.  

Red flag symptoms – refer to NICE guideline for gastrointestinal tract (Lower) (Overview | Metastatic malignant disease 
of unknown primary origin in adults: diagnosis and management | Guidance | NICE ) cancers – recognition and referral  

(Overview | Suspected cancer: recognition and referral | Guidance | NICE)  

• Change in bowel habit for more than 6 weeks alternating diarrhoea / constipation                                                      

•  Persistent rectal bleeding   
• Weight loss or significant weight gain   
• Reduced appetite and or vomiting   
• Family history of related colorectal pathology   
• Abdominal/Bowel distention and or pain   
• Sudden onset cognitive impairment 
• Inability to pass flatus +/- severe vomiting or abdominal pain  
• Unexplained anaemia 

Appropriate primary care investigations must be considered prior to referral to secondary care including: check 

calcium, coeliac serology, TSH, and FIT 

STEP THREE: Identify underlying cause and review existing treatments and where appropriate offer 

alternatives. There are some common medications which may cause constipation: 

• Calcium channel blockers     

• Diuretics   

• Tricyclic antidepressants 

• Iron preparations 

• Anti-cholinergic medications  

• Sedating antihistamines     

• Antimuscarinics   

• Opioids – see opioid induced constipation below. 

• Clozapine – needs active treatment due to fatalities reported see MHRA guidance. 

STEP FOUR: CONSIDER PRESCRIBING APPROPRIATE LAXATIVE  

Please consider referral to the Trust Bladder and Bowel / Colorectal Service if required  

https://www.bladderandbowel.org/help-information/resources/toilet-positions/
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/cg104
https://www.nice.org.uk/guidance/ng12
https://www.nice.org.uk/guidance/ng12
https://www.nice.org.uk/guidance/ng12


 

 

 
1.Opioid Induced  

Constipation (OIC)  

NOTE: Bulk forming laxatives 

should be avoided in this 

patient group  

2.Chronic Constipation  

Symptoms >12 weeks  

First line treatment is dependent on the 

patients’ symptoms  

3.Faecal Impaction  

NOTE: Treatment depends 

on the stool consistency  

  

4.Constipation in 
pregnancy  

  

5.Acute Constipation  

Symptoms <12 weeks 

  

6.Palliative Care  

  

 

7. Learning Disability 

1st Line   

Stimulant - Incomplete 
evacuation and/or 
Osmotic - Hard stools  
  

  

  

 

 

 

 

 

 

 

 

Review 2 weeks: No 

improvement move to 2nd line  

1st Line    

Bulk forming –only with Low faecal 

mass or when fibre in diet cannot be 

increased, DO NOT USE in atonic 

bowel and only use alongside increased 

fluid intake do not take before bed 

  

 

 

 

 

 

 

 

 

Review 2 weeks: No improvement 

move to 2nd line  

1st Line   

Osmotic Hard stool  

  

   

  

  

  

 

 

 

 

 

 

 

 

Review on day 4: No 

improvement move to 2nd line  

1st Line   

Bulk forming –only with 

Low faecal mass or when 

fibre in diet cannot be 

increased, DO NOT USE 

in atonic bowel and only 

use alongside increased 

fluid intake do not take 

before bed 

 

 

 

 

 

Review 4 weeks: No  

improvement move to 2nd 

line   

1st Line   

Bulk forming –only with 

Low faecal mass or 

when fibre in diet cannot 

be increased, DO NOT 

USE in atonic bowel and 

only use alongside 

increased fluid intake do 

not take before bed 

 

  

Follow palliative care end of 
life care guidelines, identify 
cause of constipation, and 
follow pathway.  Please 
note: current NENC 
guideline advises use of 
sodium docusate as a stool 
softner – this is currently a 
non-formulary product 
across NENC 

  

  

For specific prescribing 
advice and pathways for 
patients with a Learning 
Disability please refer to  

 

Learning Disability 
Network 

2nd Line   

REPLACE  

-Osmotic   

  

Review: Secondary Care 24 

hrs   

Primary Care at day 4 

 

If no improvement move to 3rd 

line no sooner than 6 months 

3rd Line  

REPLACE  

PAMORA  

Naldemedine (requires 

specialist initiation) 

Naloxegol (requires specialist 

initiation) 

 

 

2nd Line   

ADD   

Stimulant   

OR   

Osmotic  

  

Review 2 weeks No improvement stop/ 

move to 3rd line no sooner than 6 

months 

 

3rd Line  

REPLACE  

5HT4-receptor agonist Prucalopride 

(requires specialist initiation) 

 

CONSIDER:  

ONLY FOR OIC: Naloxegol  (requires 

specialist initiation) 

ONLY FOR IBS:  Linaclotide (requires 

specialist initiation) 

  

2nd Line   

ADD  

Stimulant 

OR 

Osmotic 

 

 

 

 

3rd Line  

ADD   

Suppository or enema   

If response to oral laxatives 

inadequate or rectum is full 

(may need to be repeated 

several times to clear hard 

impacted stools) 

2nd Line   

ADD  

Osmotic  

 

 

 

 

 

 

3rd Line   

REPLACE   

Suppository or enema   

If response to oral 

laxatives inadequate or 

rectum is full (may need to 

be repeated several times 

to clear hard impacted 

stools) 

2nd Line   

ADD OR REPLACE   

Stimulant 

OR 

Osmotic 

 

 

 

 

3rd Line  

ADD   

Stimulant  

If stool is soft or difficult  

to pass   

  

Review after 1-2 weeks 

to assess response and 

modify treatment or 

seek advice 

Concurrent prescriptions of 

several different laxatives 

should be avoided as 

laxative doses should be 

titrated every 1–2 days 

according to response, up 

to the maximum 

recommended or tolerable 

dose before changing to 

alternative.  

Co-Danthramer   

Co-Danthrusate  

  

Only licensed for use in 
constipation in terminally ill 
patients as potential 
carcinogenic risk.   
  

SEEK ADVICE BEFORE  

PRESCRIBING 

 

https://necldnetwork.co.uk/work-programmes/primary-care/learning-disability-clinical-leads-primary-care-health-pathways/https:/view.officeapps.live.com/op/view.aspx?src=httpsnecldnetwork.co.ukwp-contentuploads202511Constipation-Primary-Care-Diamond-Standard-Resource.docx&wdOrigin=BROWSELINK
https://necldnetwork.co.uk/work-programmes/primary-care/learning-disability-clinical-leads-primary-care-health-pathways/https:/view.officeapps.live.com/op/view.aspx?src=httpsnecldnetwork.co.ukwp-contentuploads202511Constipation-Primary-Care-Diamond-Standard-Resource.docx&wdOrigin=BROWSELINK


 

 

ORAL LAXATIVES   http://emc.medicines.org.uk/    https://bnf.nice.org.uk/  

Stimulant Laxative: Senna, causing peristalsis by stimulating colonic nerves with dose of 7.5mg-15mg before bed, Max dose is 30mg or Bisacodyl, causing peristalsis by stimulating colonic and rectal 
nerves with dose of 5-10mg before bed, Maximum dose is 20mg  

Osmotic laxative: Macrogol, which increases fluid in the large bowel, produces distension leading to stimulation of peristalsis with dose of 1- 8 full strength sachets for up to 3 days Review daily, For 
Chronic Constipation: Macrogol 1–3 full strength sachets daily in divided doses usually for up to 2 weeks; maintenance 1–2 sachets daily. Lactulose, initially 15 mL twice daily, adjusted according to 
response 
 
For Acute Faecal Impaction: full strength Macrogol full strength sachets: 4 sachets on first day, increased in steps of 2 sachets daily, maximum 8 sachets daily. Treatment usually does not exceed 3 
days. After disimpaction, switch to maintenance laxative therapy if required; maximum 8 sachets per day.  Macrogol 3350 with potassium chloride, sodium bicarbonate and sodium chloride | Drugs 
| BNF | NICE NOTE: Macrogol is considered high in sodium. NOTE: in cardiovascular disease do not prescribe more than 2 full strength sachets in any one hour and monitor urea and electrolytes    

Bulk forming laxative: Ispaghula husk: one sachet 3.5g twice daily, with at least 150ml water as sufficient fluid intake is important in patients taking Ispaghula husk sachets.   

Specialist Laxatives   

Selective serotonin 5HT4-receptor agonist with prokinetic properties:  Prucalopride (for Women only) 2mg daily > 65 years 1mg daily, initially 1mg once daily, increased if necessary to 2mg once 
daily.  Use ONLY For treatment of chronic constipation in women after treatment with at least two laxatives from different classes, at highest tolerated doses for at least 6 months. Review and 
discontinue treatment if no response after 4 weeks  

Pamora: (Peripherally acting µ-opioid receptor antagonist): Use ONLY for treatment of opioid induced constipation in patients whose constipation has not adequately responded to 
laxatives. Naldemedine 200 micrograms. Once daily with or without food. Caution when prescribing for >75years. Not recommended in severe hepatic impairment.  Naloxegol 25mg daily in 
the morning avoid with patients in severe hepatic impairment.  
Irritable bowel syndrome (IBS) Treatment  
Linaclotide 290 micrograms once daily. Use ONLY for (IBS) associated constipation if other therapies recommended by NICE for IBS have been ineffective or not tolerated. If no improvement after 

4 weeks, the benefits and risks of continuing treatment should be reconsidered.  

RECTAL LAXATIVES   

Suppository or enema: Can be repeated several times to clear hard impacted stool   

Bisacodyl 10mg PR daily (soft stools) for hard stools add in Glycerol  

Glycerol 4G PR daily (hard stools), Sodium Citrate (Microlax) 5mls PR for hard stool 1 dose  

Phosphate retention enema: NOT recommended in primary care, they contain sodium acid phosphate and sodium phosphate. The osmotic activity of the former increases the water content of the stool so that rectal distension follows, and it is 

thought that this induces defecation by stimulating rectal motility 

  

  

 

http://emc.medicines.org.uk/
http://emc.medicines.org.uk/
https://bnf.nice.org.uk/
https://bnf.nice.org.uk/
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose
https://bnf.nice.org.uk/drugs/macrogol-3350-with-potassium-chloride-sodium-bicarbonate-and-sodium-chloride/#indications-and-dose


 

 

CONTACT DETAILS   

The Newcastle upon Tyne Hospitals NHS Foundation Trust   

Specialist Nurse-Colorectal Service NUTH- Contact 0191 2824116 Specialist Nurse-Continence Service NUTH- Contact0191 

2826308   

Gateshead Health NHS Foundation Trust   

Specialist Nurse – Bladder and Bowel Service GHNT – Contact 0191 4458417 Specialist Nurse – Colorectal Service GHNT – 

Contact0191 445 6006   

   

Northumbria Health Care NHS Foundation Trust   

Specialist Nurse Continence – 0191 293 3029   

   

North Cumbria Integrated Care NHS Foundation Trust Community Bladder and Bowel Team                                                                           

Tel: 01946 68643 www.ncic.nhs.uk  

South Tyneside and Sunderland NHS Foundation Trust  

  stsft.bladderandbowelteam@nhs.net 
 
County Durham & Darlington NHS Foundation Trust (Adult Bladder & Bowel Service): Cdda-tr.ContactCentreCCTH@nhs.net North Tees 

and Hartlepool NHS Foundation Trust nth-tr.spa@nhs.net 

  South Tees Hospitals NHS Foundation Trust stees.continence.admin@nhs.net 
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