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Background: Problems regarding bowel elimination are quite common in patients undergoing abdominal surgery.
Objectives: To determine constipation risk before the surgery, bowel elimination during postoperative period, and the factors affecting 
bowel elimination.
Patients and Methods: This is a cross-sectional study. It was conducted in a general surgery ward of a university hospital in Zonguldak, 
Turkey between January 2013 and May 2013. A total of 107 patients were included in the study, who were selected by convenience sampling. 
Constipation Risk Assessment Scale (CRAS), patient information form, medical and nursing records were used in the study.
Results: The mean age of the patients was found to be 55.97 ± 15.74 (year). Most of the patients have undergone colon (37.4%) and stomach 
surgeries (21.5%). Open surgical intervention (83.2%) was performed on almost all patients (96.3%) under general anesthesia. Patients were 
at moderate risk for constipation with average scores of 11.71 before the surgery. A total of 77 patients (72%) did not have bowel elimination 
problem during postoperative period. The type of the surgery (P < 0.05), starting time for oral feeding after the surgery (P < 0.05), and 
mobilization (P < 0.05) were effective on postoperative bowel elimination.
Conclusions: There is a risk for constipation after abdominal surgery. Postoperative practices are effective on the risk of constipation.
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1. Background
Abdominal surgery is performed to treat diseases of 

stomach, bile duct, liver, spleen, pancreas, small intes-
tine, and large intestine. Complications, which occur 
after abdominal surgery are specific to gastrointestinal 
system as in preoperative period (1, 2). Problems regard-
ing bowel elimination are quite common in patients 
who underwent abdominal surgery. It was reported that 
this ratio was 25% to 40% in hospitalized patients who 
underwent surgery (3, 4). Bowel frequency is influenced 
by several factors, including intake of dietary factors, 
emotional status, immobility, previous bowel elimina-
tion history, and psychological morbidity after abdomi-
nal surgery (5, 6).

There is no complete definition for constipation, which 
is a common problem. In previous studies, constipation 
was defined as a delay and suffer in the removal of fecal 
contents within the rectum, hard and dry stool, less than 
3 defecations in a week, difficulty during defecation and 
inability to completely excrete stool (2, 3). In order to pro-
vide standardization in several constipation definitions, 
Rome I criteria were generated by Rome Committee in 
1989; Rome II criteria were developed by the revision of 
these criteria in 1996; and finally Rome III criteria were 
generated in Los Angeles in 2006. According to Rome II 

criteria, constipation is defined as the presence of at least 
two symptoms such as difficulty in defecation for at least 
3 months since last year, straining to evacuate the stool 
of at least one fourth of the time or more, complete ob-
struction, feeling of incomplete rectal emptying, need 
for manual evacuation of the rectal region, fewer than 3 
bowel movements per week, and the inability to achieve 
a soft bowel movement. According to the Rome III crite-
ria, these complaints should have persisted at least ≥ 6 
months and have been experienced during at least 10% of 
the last 3 months. The presence of 3 or more days of con-
stipation symptoms is also necessary (3, 7-9).

Constipation is an important symptom affecting post-
operative healing, quality of life, comfort, respiratory 
and circulatory systems of the patients, and quality of 
nursing care in the postoperative period (1, 3, 10-12). Place 
of surgical intervention, type of anesthesia, trauma of in-
testines during the operation, duration of postoperative 
immobility, suppression of defecation feeling, use of bed-
pan, inability to protect privacy, inability of the patients 
to verbally express their discomfort , using opioids/non 
opioids analgesic, fluid intake and alterations in dietary 
habits are effective in bowel elimination in the early post-
operative period (6, 10-13).
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Nursing care has a significant role in the management 
of constipation after abdominal surgery. Nurses should 
identify constipation risk by a standard risk scale during 
preoperative period (7, 14-16). Risk assessment is highly 
important in the planning of nursing practice during 
postoperative period. Nurses should monitor gas ex-
change, elimination activity, mobilization, oral feeding, 
and liquid intake of the patients soon after abdominal 
surgery (1).

2. Objectives
A limited number of studies have investigated the pre-

operative and postoperative risk factors for constipation 
in the patients undergone abdominal surgery (17, 18). The 
purpose of this study was performed to determine con-
stipation risk before surgery. The study also aimed to de-
termine bowel elimination during postoperative period 
and the factors that are effective in achieving bowel elim-
ination. The research questions were as follows:

-What is the patient’s constipation risk before surgery?
-What is the status of the patient’s bowel excretion after 

surgery?
-What is the relationship between patient’s characteris-

tics and status of bowel elimination?

3. Patients and Methods

3.1. Study Design and Setting
This is a cross-sectional study, which was conducted in a 

general surgery ward of a university hospital referral cen-
ter in Zonguldak, Turkey between January 2013 and May 
2013. Hospital is a university hospital with 500 beds and 
23 wards. There are 20 beds in a general surgery ward of 
hospital.

3.2. Samples
The study population was made of 150 patients who had 

undergone abdominal surgery. Patients were selected by 
convenience sampling. All patients who met the inclu-
sion criteria were included into the sample. The sample 
consisted of 107 patients who met the inclusion criteria 
and accepted to participate in the study.

The inclusion criteria for sample were as follows: 1) Pa-
tients should not have irritable bowel syndrome, 2) They 
underwent abdominal surgery such as stomach, gall 
bladder, liver, spleen, pancreas, small intestine, and large 
intestine, 3) They were hospitalized for at least 3 days 
after abdominal surgery, 4) They did not develop acute 
complications during preoperative period, 5) They were 
18 years of age or older, 6) they were able to read and write 
Turkish, and 7) They were able to verbally communicate.

Of the 170 patients, 15 patients were not willing to par-
ticipate in the study during postoperative period, 23 pa-
tients were discharged from hospital before the third 
day, and 5 patients were not effective in verbal commu-

nication. This study was conducted on the remaining 107 
patients. 

3.3. Instruments
Data were collected by patient data form, Constipation 

Risk Assessment Scale (CRAS), medical and nursery records.
Patient Information Form: This form was developed on 

the basis of the relevant literature (3, 7, 18, 19). The patient 
information form consisted of two sections. The first sec-
tion included 11 closed-ended questions about patients’ 
characteristics such as age, sex, body mass index, marital 
status, educational level, professional status, economic 
status, life style, previous surgical intervention, previous 
constipation, and non-drug methods of constipation man-
agement. The second section included 15 questions regard-
ing clinical characteristics of the patient such as duration 
of hospitalization, type of the operation, type of anesthe-
sia, form of the operation, postoperative onset of oral feed-
ing, postoperative mobilization time, analgesics, and anti-
emetic drugs used after the operation and the presence of 
bowel elimination 3 days after the surgery.

Constipation Risk Assessment Scale (CRAS): This scale 
(Figure 1) was designed by Richmond (18) for nurses to as-
sess the patients’ risk of constipation. It has 4 subscales, 
including risk factors such as gender, mobility, fiber in-
take, fluid intake, personal beliefs, use of hospital toilets 
or commodes/bedpans, pathophysiological conditions, 
and pharmacological agents. Within each section, the 
subcategories were generally arranged in ascending 
numerical order and a higher total score represents in-
creased risk of constipation. According to the total CRAS 
score, individuals were assessed as ‘high,’ ‘medium,’ or 
‘low’ risk of constipation (15) (Figure 1).

Cronbach α coefficient of this scale was 0.50 in a study 
on orthopedic patients by Richmond and Wright (15). 
CRAS’s validity and reliability tests in Turkey were per-
formed by Kutlu et al. (7). The scale was found to be valid 
and reliable for use in Turkey on orthopedic patients. Test-
retest comparison and internal consistency were used to 
assess the reliability of the instrument by Kutlu and as-
sociates. Assessment of internal consistency was done by 
calculating Cronbach values for 152 patients. ICCs and val-
ues between 0.50 and 0.75 were considered moderate re-
liability (7). According to the effect size comparisons, the 
most effective variable on the CRAS score was perception 
of constipation risk requirement (ES=0.83). The overall 
score and subsection score correlations were also found 
acceptable (r = 0.47 - 0.57). The Cronbach α coefficient of 
the Turkish form was 61.9. In this study, the mean of Cron-
bach α value was calculated to be 0.59 and floor/ceiling 
effects were not evaluated.

Medical and Nursing Records: Information regarding 
surgery performed to patients, type of the operation and 
anesthesia, switch to oral feeding, mobilization, medi-
cines used and status of providing elimination were ob-
tained from the nurse and clinicians follow-up forms in 
the file.
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Figure 1. Constipation Risk Assessment Scale

3.4. Procedure
Data were collected by using indicated measurement 

instruments. Four interviews were performed in the 
morning each lasting for 10 minutes by one researcher. 
The first section of the patient information form and 
CRAS were collected by interviewing with the patients 
during preoperative period. Another interview was per-
formed with patients in the morning of next day after the 
surgery; and their status of mobilization, oral feeding, 
bowel elimination, and probable problems during post-
operative period were evaluated. At the same time, simi-
lar data on patients were checked from the patients’ file, 
and then treatments used were recorded. The other in-
terviews were performed postoperatively on the second 
day morning, which comprise gathering information 
with respect to general condition of the patient, ability of 
mobilization, oral feeding status, bowel elimination, its 
frequency if provided, its amount, consistency and color 
and other information from patient’s file. It was accepted 
that bowel excretion was not provided in patients who 
did not show defecation at the second night of postop-
erative day.

3.5. Data analysis
Data were entered into SPSS 16.00 for Windows (SPSS 

Inc., Chicago, IL, USA). Patients’ characteristics were as-
sessed by number, percentage, and mean and standard 
deviation calculations. The χ2 and Fisher Exact tests were 
performed for the nominal variables between sociode-
mographic characteristics and bowel elimination prob-
lem. Moreover, t test was applied to analyze the differenc-
es between the averages of two groups. Mann-Whitney U 
test was applied where the distribution of the data was 
not normal. The Kruskal-Wallis test was adopted in the 
case of non-homogenous multiple groups. For deter-
mining the relation between the numeric variables, the 
Pearson Correlation Coefficient test was applied. The nor-
mality distribution of variables was assessed using the 
Kolmogorov-Smirnov test. P values of 0.05 or less were 
considered statistically significant.

3.6. Ethical Considerations
This study was performed in accordance with the guide-

lines of the Declaration of Helsinki. The ethical board of 
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the university approved the study (code: 2012/24). Before 
the survey, written permission from head physician of 
the university was obtained, and the patients were in-
formed that the collected information would be kept 
anonymous and their participation was completely vol-
untary. The patients consented verbally.

4. Results
The mean age of the patients was found to be 55.97 ±

Table 1.  Characteristics of the Patients a

Characteristics Frequency
Age, y 55.97 ± 15.74
Gender

Female 50 (46.7)
Male 57 (53.3)

Marital status
Married 93 (86.9)
Single 14 (13.1)

Educational level 19 (17.8)
Illiterate
Primary school 58 (54.2)
High school 20 (18.7)
University and higher 10 (9.3)

Professional status
Self-employed 14 (13.1)
Office job 6 (5.6)
Housewife 41 (38.3)
Retired 37 (34.6)
Other (student, worker) 9 (8.4)

Economic status
Good 96 (89.7)
Bad 11 (10.3)

Life style
Sedentary 30 (28.0)
Active 77 (72.0)
Underweight 5 (4.7)

Body mass index
Normal 29 (27.1)
Overweight 44 (41.1)
Obese 21 (19.6)
Morbid obese 8 (7.5)

Previous constipation history
Yes 44 (41.1)
No 63 (58.9)

Alternative treatments for constipation 
(n = 4) b

Yes 40 (90.9)
No 4 (9.1)

Previous surgical intervention history
No 38 (35.5)
Yes 69 (64.5)

a  Data are presented as No. (%).
b  Percentages were calculated according to this number.

15.74 (year). With respect to the abdominal surgery, 53.3% 
were male, 86.9% married and 54.2% secondary school 
graduates. One third of the patients were housewives 
(38.3%) and retired (34.6%). The majority of the patients re-
ported a moderate income level (89.7%). Most of them had 
an active life style (72.0%); body mass index showed that 
patients were overweight (41.1%) and normal (27.1%). About 
58.9% of the patients had a constipation history and nearly 
all practiced alternative methods. Furthermore, 64.5% of 
the patients underwent previous surgical intervention.

Most of the patients had undergone colon (37.4%) and 
stomach surgeries (21.5%). Open surgical intervention 
(83.2%) was performed on almost all patients (96.3%) un-
der general anesthesia. The patients’ mean duration of 
surgery was 200.47 ± 96.80 minutes. A total of 35.5% of 
the patients were mobilized on the second postoperative 
day and 33.6% on the first day; and the mean duration was 
found to be 1.78 ± 0.71 (day). Most of the patients (80.4%) 
started oral feeding on the second postoperative day; and 
the mean duration was 2.90 ± 0.88 (day). Besides, nearly 
half of the patients were using non-opioids analgesics 
(46.7%) and 41.1% antiemetic after the surgery.

Table 2.  Patients’ Characteristics Regarding Surgical Interven-
tion Period a

Variable Frequency
Duration of current operation, min 200.47 ± 96.80
Duration of hospitalization, d 6.81 ± 5.46
Type of the operation

Stomach 23 (21.5)
Colon 40 (37.4)
Gall bladder 13 (12.1)
Hernia repair 13 (12.1)
Other 18 (16.8)

Type of anesthesia
General 103 (96.3)
Epidural 4 (3.7)

Form of the operation
Open 89 (83.2)
Laparoscopic 18 (16.8)

Postoperative mobilization time 1.78 ± 0.71
Day 0 30 (28.0)
Day 1 36 (33.6)
Day 2 38 (35.5)
Day 3 3 (2.8)

Postoperative oral feeding 2.90 ± 0.88
Yes 86 (80.4)
No 21 (19.6)

Postoperative analgesic use
None 27 (25.2)
Non-opioid use 50 (46.7)
Opioid use 30 (28.0)

Postoperative antiemetic use
Yes 44 (41.1)
No 63 (58.9)

a  Data are presented as No. (%) or Mean ± SD.
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Table 3.  Patients’ Characteristics According to Constipation Risk Assessment Scale a

Characteristics No. (%) Score (Min-Max) Score (X ± SD)
Subscale 1 1 - 8 4.93 ± 1.86
Gender

Female 50 (46.7)
Male 57 (53.3)

Mobilization
Independent movements 56 (52.3)
Dependent for walking/ receiving help from others 47 (43.9)
Bound to bed and chair/limited 4 (3.7)
Spinal cord injury/spinal cord pressure 0 (0.0)

Fiber intake
Consuming 5 slices or more fruits/vegetables per day 42 (39.3)
Consuming 3 or 4 slices of fruit/vegetables per day 36 (33.6)
Consuming 2 or less fruits/vegetables per day 29 (27.1)

Daily wholegrain product consumption
Yes 52 (48.6)
No 55 (51.4)

Fluid intake
Consuming 10 cups/glasses or more per day 33 (30.8)
Consuming 6-9 cups/glasses per day 38 (35.5)
Consuming 5 cups/glasses or less per day 36 (33.6)

Personal Beliefs
Tendency to constipation

Yes 35 (32.7)
No 72 (67.3)

Laxative use for constipation
Yes 24 (22.4)
No 83 (77.6)

Subscale 2 0 - 4 0.62 ± 1.30
Difficulty in bowel excretion in hospital toilets

Yes 20 (18.7)
No 87 (81.3)

Problems during bedpan use
Yes 12 (11.2)
No 95 (88.8)

Subscale 3 0 - 11 2.14 ± 2.16
Physiological conditions

Metabolic diseases 0 (0.0)
Pelvic conditions 10 (9.3)
Neuromuscular diseases 8 (7.5)
Endocrine diseases 24 (22.4)
Colorectal/Abdominal diseases 46 (43.0)

Psychological conditions
Psychiatric diseases 19 (17.7)
Learning disorders or dementia 0 (0.0)

Subscale 4 0 - 10 4.02 ± 2.49
Drugs b

Antiemetic 47 (43.9)
Calcium channel blockers 13 (12.1)
Iron preparations 1 (0.9)
Anticholinergic drugs 11 (10.2)
Cytotoxic chemotherapy 1 (0.9)
Analgesics 80 (85.6)

Total score 1 - 33 11.71 ± 7.81
a  Data are presented as No. (%).
b More than one drug were used.
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According to CRAS items, most of the patients were able 
to move independently (52.3%), consumed 5 slices or more 
fruits/vegetables per day (39.3%), consumed 6 - 9 cups/glass-
es of liquids (35.5%), consumed no daily wholegrain prod-
ucts (51.4%), had no believe in having tendency towards 
constipation (67.3%), did not use laxative for constipation 
(77.6%), had no difficulty in bowel elimination in hospital 
toilets (81.3%) and did not experience difficulties in using 
bedpan (88.8%) based on CRAS, as shown in Table 3. Further-
more, most of the patients had colorectal/abdominal dis-
eases (43.0%) and 85.6% were used analgesics (Table 3). CRAS 
scores are shown in Table 3. According to this table, the 
CRAS mean score of the patients was 11.71 ± 7.81 in the study. 

According to the CRAS scores, patients had a moderate risk. 
The patients obtained higher scores in the subscale 1 (4.93 ± 
1.86), lower scores in the subscale 2 (0.62 ± 1.30).

 Table 4 shows that educational level of the patients has 
decreased the risk scores for constipation in a statisti-
cally significant way (P < 0.05). It was determined that 
other demographic characteristics were of higher score 
with regard to CRAS. However, there was no statistically 
significant difference (P > 0.05).

The majority of the sample (72%; n = 77) lacked bowel 
elimination problem during postoperative period. De-
mographic characteristics of the patients had no effect 
on postoperative bowel elimination problem (P > 0.05).

Table 4.  Difference in CRAS According to Sociodemographic Variables

X ± SD Statistical Test/P
Age, y 11.81 ± 3.94 r = 0.08 P = 0.412
Gender t = 1.34; P = 0.185

Female 12.36 ± 4.30
Male 11.33 ± 3.56

Marital status Z = -3.11; P = 0.753; 
Married 11.72 ± 3.84
Single 12.43 ± 4.66

Educational level KW = 19.47; P = 0.001
Illiterate 15.05 ± 3.56
Primary school 11.59 ± 3.91
High school 10.30 ± 2.95
University and higher 10.00 ± 3.33

Professional status KW = 4.51; P = 0.344
Self-employed 10.71 ± 3.70
Office job 9.83 ± 2.13
Housewife 12.56 ± 4.04
Retired 11.43 ± 3.78
Other 13.00 ± 4.95

Economic status t = -0.48; P = 0.623
Good 11.75 ± 3.95
Bad 12.36 ± 4.03

Life style t = 0.14; P = 0.886
Sedentary 11.90 ± 4.12
Active 11.78 ± 3.89

Body mass index KW = 6.13; P = 0.182
Underweight 11.80 ± 2.58
Normal 12.38 ± 3.40
Overweight 11.23 ± 4.01
Obese 12.76 ± 4.62
Morbid obese 10.50 ± 4.14

History of constipation t = 0.75; P = 0.453
Yes 12.16 ± 3.53
No 11.57 ± 4.21

Alternative treatments for constipation t = 1.19; P = 0.237
Yes 12.40 ± 3.59
No 11.46 ± 4.12

History of surgical intervention t = 1.55; P = 0.121
Yes 12.61 ± 4.15
No 11.38 ± 3.78
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Table 5.  The Impact of Patients’ Characteristics Related to Surgery on Bowel Elimination a

Bowel Elimination Statistical Test/ P
Yes No

CRAS Score 11.56 ± 2.93 11.70 ± 4.24 t = -0.15; P = 0.872
Duration of hospitalization, d 5.30 ± 1.78 7.40 ± 6.26 t = -1.80; P = 0.073
Duration of surgery, d 177.33 ± 95.77 209.22 ± 96.75 t = -1.53; p = 0.125
Time to oral feeding after surgery, d 2.59 ± 1.01 3.03 ± 0.78 t = -2.20; p = 0.031
Postoperative mobilization time, d 1.87 ± 0.77 2.23 ± 0.87 t = -2.01; P = 0.042
Type of the surgery χ2 = 12.88; P = 0.015

Stomach 2 (6.7) 21 (27.3)
Colon 10 (33.3) 30 (39.0)
Gall bladder 3 (10.0) 10 (13.0)
Hernia repair 8 (26.7) 5 (6.5)
Other 7 (23.3) 11 (14.3)

Type of anesthesia χ2 = 4.54; P =0 .067
General 27 (90.0) 76 (98.7)
Local 3 (10.0) 1 (1.3)

Form of the surgery χ2 = 0.30; P = 0.584
Open 24 (80.0) 65 (84.4)
Laparoscopic 6 (20.0) 12 (15.6)

Postoperative oral feeding χ2 = 2.44; P = 0.113
Yes 27 (90.0) 59 ()76.6
No 3 (10.0) 18 (23.4)

Postoperative analgesic use χ2 = 0.77; P = 0.672
No use 7 (23.3) 20 (26.0)
Non-opioids use 16 (53.3) 34 (44.2)
Opioids use 7 (23.3) 23 (29.9)

Postoperative antiemetic use χ2 = 3.59; P = 0.051
No 22 ()73.3 41 (53.2)
Yes 8 (26.7) 36 (46.8)

a  Data are presented as Mean ± SD.

 Table 5 shows the effect of patients’ clinical character-
istics related to bowel elimination. The CRAS mean score 
of the patients did not have any effect on postoperative 
bowel elimination. The type of the surgery (P < 0.05), 
starting time for oral feeding after the surgery (P < 0.05) 
and mobilization (P < 0.05) were effective on postopera-
tive bowel elimination. Postoperative bowel elimination 
could not usually be provided in patients undergone 
stomach (27.3%) and colon (39.0%) surgeries. Moreover, 
bowel elimination did not occur in the patients who 
started oral feeding (3.03 ± 0.78 days) and mobilization 
(2.23 ± 0.87 days) later. Type of the surgery and anesthe-
sia, surgical intervention process, duration of starting 
to oral feeding after the surgery, taking analgesic and 
antiemetic drugs, and duration of hospitalization, had 
no statistically significant effect on postoperative bowel 
elimination (P > 0.05).

5. Discussion
The present study revealed 4 important results associ-

ated with constipation risk in patients undergone ab-
dominal surgery: 1) No relationship was found between 
descriptive characteristics of the patients and constipa-
tion risk before the surgery, 2) Bowel elimination prob-
lem was high in patients after the surgery, 3) The pres-
ence of moderate constipation risk in patients before the 
surgery was not effective on bowel elimination, 4) Some 
variables regarding surgical intervention process were 
found to be effective in providing bowel elimination af-
ter the surgery.

There was a moderate constipation risk in patients found 
by constipation risk assessment before the surgery in the 
hospital (11.71 ± 7.81). It is thought that this finding is due 
to factors such as lack of movement observed in most of 
the patients, inability to consume fiber and wholegrain 
products and fluid intake, colorectal/abdominal discom-
fort, and drug use. The result showed similarity with the 
previous studies. In previous studies, these variables had a 
positive effect on the regulation of bowel movements, for-
mation, and the amount of defecation (5, 10, 19-23).
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According to the literature, small intestine returns to 
its normal function in a couple of hours after the surgery. 
This time would be 24 - 48 hours for stomach surgery and 
48 - 72 hours for colon surgery (13). In this study, most of 
the patients did not present with bowel elimination at 
second night after operation, whereas in previous stud-
ies regarding abdominal surgeries, the bowel elimina-
tion problem often occurred (17) and it did not occur al-
together in 3 - 57% of the patients (18).

No relationship was found between bowel elimination 
of the patients and mean preoperative CRAS scores. De-
mographic characteristics of the patients such as age, 
sex, marital status, body mass index, occupation, eco-
nomic status, life style, previous constipation, and surgi-
cal history had no effect on CRAS mean scores. Similarly, 
these characteristics did not show any effect on postop-
erative bowel elimination of the patients. The result sug-
gested that abdominal surgery rather than demographic 
characteristics affect bowel elimination in this patient 
group. In similar studies, it was also reported that the 
constipation complaints usually increased in the follow-
ing people: older ages (6, 21, 22), women (2, 6), patients 
using drugs containing anticholinergic drugs (23), pa-
tients consuming less fiber-containing food (2, 10, 21), 
physically inactive people (10, 21, 23), patients taking in-
sufficient fluid (10, 21), those having more constipation 
complaints (6, 24), patients with disease history that can 
cause constipation (23), patients with low education level 
(3), singles (3), overweight people (21), and patients with a 
previous surgical history (3).

In this study, type of the surgery, starting oral feeding af-
ter the surgery and timing of the mobilization were found 
to be effective factors on bowel elimination during post-
operative period. Accordingly, postoperative bowel elimi-
nation could not be provided in the patients undergone a 
colon surgery, started enteral feeding within a mean of 3 
days, and those who were mobilized on the second day. In 
recent studies, it was reported that early mobilization and 
early enteral feeding are beneficial for bowel functions 
and help patients to return to their normal bowel func-
tioning within 12 - 72 hours (3, 25-27). Furthermore, the sur-
gery type, anesthesia, duration of surgery, postoperative 
analgesic use and duration of hospitalization are found 
to negatively affect bowel elimination, but the result did 
not show a statistically significant difference. The effect 
of these variables on bowel elimination was emphasized 
in the previous studies. It was proven that epidural anes-
thesia returns bowel functions earlier (3, 24, 28). Concerns 
over lower bowel functions emerged as a result of open 
surgical interventions, which actually traumatize tissues. 
They produce long-term complications and their follow-
up period is painful along with the increase use of opioids 
(22, 25, 27, 29). Therefore, laparoscopic surgery is recom-
mended in which the effect of traumatic level on tissues, 
incision size, duration of surgical intervention, opioids ne-
cessity, pain level, and duration of hospitalization are less 
compared to open surgical intervention (3, 27).

There is a constipation risk in the patients who have 
undergone abdominal surgery since bowel elimination 
problem is high. Surgery and postoperative practices are 
effective on bowel elimination problem after abdominal 
surgery. However, moderate constipation risk before the 
surgery and demographic characteristics of the patients 
are not effective on this condition.

5.1. Study Limitations and Strengths
Results of the study are limited to the sample group and 

cannot be generalized. To overcome this problem, stud-
ies must be conducted on larger samples. Second, the 
present study has a limited number of affecting factors 
examined. Third limitation is the cross-sectional design 
of this study, which prohibited it from exploring causal 
relationships. Use of instruments with known reliability 
and validity in a sample is an asset of this study. We be-
lieve that our study is of prime value since no previous 
study was conducted in both preoperative and postop-
erative period and regarding the data provided in this 
study, it will offer a more comprehensive evaluation op-
portunity for the future studies.
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