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Participant Dialogues
This article was prepared as a collaborative discussion on issues in
home health settings surrounding treatment of opioid-induced con-
stipation in advanced illness patients receiving palliative care when
response to laxative therapy has not been sufficient. The partici-
pants shared their expertise and experiences as a part of the
overall planning process. Several of these exchanges have been
excerpted and included as a special feature of the article noted as
<DIALOGUE> with boxed discussion following.

Case Study
A hypothetical patient case has been included in the article to 
further illustrate some of the elements presented in the article text.
The case study is not meant to offer guidance on patient manage-
ment or specifically render opinion on medical practice in general.

Practicum
The practicum is a special section aimed at improving communica-
tion between home health nurses and team members with regard
to reporting symptom assessment and advocacy for symptom
management.

Comments? 
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DDOOSSIINNGG  IINNFFOORRMMAATTIIOONN (Wyeth Pharmaceuticals Inc., 2008)

RELISTOR is administered as a subcutaneous injection. The usual schedule is one dose every other day, as needed, but no
more frequently than one dose in a 24-hour period.

The recommended dose of RELISTOR is 8 mg for patients weighing 38 to less than 62 kg (84 to less than 136 lb) or 
12 mg for patients weighing 62 to 114 kg (136 to 251 lb). Patients whose weight falls outside of these ranges should be
dosed at 0.15 mg/kg. See the table below to determine the correct injection volume.

RREELLIISSTTOORR®® ((mmeetthhyyllnnaallttrreexxoonnee  bbrroommiiddee))

IINNDDIICCAATTIIOONN  (Wyeth Pharmaceuticals Inc., 2008)

RELISTOR is indicated for the treatment of opioid-induced constipation in patients with advanced illness who are
receiving palliative care, when response to laxative therapy has not been sufficient. Use of RELISTOR beyond 
4 months has not been studied

IIMMPPOORRTTAANNTT  SSAAFFEETTYY  IINNFFOORRMMAATTIIOONN  (Wyeth Pharmaceuticals Inc., 2008)

• CCoonnttrraaiinnddiiccaattiioonnss
– RELISTOR is contraindicated in patients with known or suspected mechanical gastrointestinal obstruction

• WWaarrnniinnggss  aanndd  PPrreeccaauuttiioonnss
– If severe or persistent diarrhea occurs during treatment, advise patients to discontinue therapy with

RELISTOR and consult their physician
– Use of RELISTOR has not been studied in patients with peritoneal catheters

• AAddvveerrssee  RReeaaccttiioonnss
– The most common adverse reactions reported with RELISTOR compared with placebo in clinical trials 

were abdominal pain (28.5% vs 9.8%), flatulence (13.3% vs 5.7%), nausea (11.5% vs 4.9%), dizziness
(7.3% vs 2.4%), and diarrhea (5.5% vs 2.4%)

PPaattiieenntt  WWeeiigghhtt
IInnjjeeccttiioonn  VVoolluummee DDoossee

PPoouunnddss KKiillooggrraammss

Less than 84 Less than 38 See below* 0.15 mg/kg

84 to less than 136 38 to less than 62 0.4 mL 8 mg

136 to 251 62 to 114 0.6 mL 12 mg

More than 251 More than 114 See below* 0.15 mg/kg

*The injection volume for these patients should be calculated using one of the following:
• Multiply the patient weight in pounds by 0.0034 and round up the volume to the nearest 0.1 mL.
• Multiply the patient weight in kilograms by 0.0075 and round up the volume to the nearest 0.1 mL.

In patients with severe renal impairment (creatinine clearance less than 30 mL/min), dose reduction of RELISTOR by 
one-half is recommended.
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HOW SIGNIFICANT IS THE PROBLEM OF OIC 
IN ADVANCED ILLNESS PATIENTS RECEIVING
PALLIATIVE CARE?
Palliative care and hospice are two programs that
provide medical care and psychosocial support to
patients and families. Hospice is a service that
focuses on palliative care patients at the end of life
(National Consensus Project for Quality Palliative
Care, 2004). It is the leading model of palliative care
services for patients with advanced illness and
their families (Emanuel, Hauser, & Emanuel, 2008).

Patient use of hospice for end-of-life care is
steadily increasing (Figure 1). Palliative care is
directed at providing relief through symptom man-
agement and pain control. Palliative care can be
initiated at any point along the disease continuum

beginning at the time the disease has progressed
to an advanced illness (such as incurable cancer
or other advanced illnesses, such as end-stage
cardiovascular disease or end-stage chronic
obstructive pulmonary disease) (National Con-
sensus Project for Quality Palliative Care, 2004).
Palliative care services are most effective when
integrated into specific care settings (e.g., home
care). The home health nurse is a vital member of
the palliative care team and works by identifying
and evaluating symptoms, communicating with
primary care providers, educating patients and fami-
lies, and providing the appropriate treatment for
symptom relief (Milone-Nuzzo & McCorkle, 2006).

Patients with advanced illness receiving 
palliative care often suffer an array of symptoms,

Opioid-Induced Constipation (OIC) 
in Advanced Illness Patients Receiving Palliative Care 
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Has Not Been Sufficient: 
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Note: Statistics provided by the National Hospice and Palliative Care
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with pain being one of the most common
(Emanuel et al., 2008). Generally, pain is well 
managed with analgesics, often opioids. Opioids,
however, often result in constipation (Figure 2).
Opioid-induced constipation (OIC) is one of the
most distressing side effects of opioid therapy
seen in palliative care patients (Emanuel et al.,
2008; Fallon, 1999).

TTHHEE  PPHHYYSSIIOOLLOOGGYY  OOFF  OOIICC
A review of the pathways associated with opioids
may help to explain the causes of OIC. Opioid med-
ications bind to opioid-specific receptors in the
central nervous system that in turn trigger cas-
cades of events that eventually lead to the desired
analgesic effect (Gutstein & Akil, 2006). The mu-
opioid receptors are also located in the enteric
nervous system. The effects of opioids on the gas-
trointestinal tract are mediated through the mu-
opioid receptors in the bowel (Gutstein & Akil,
2006). When a patient takes opioids, the drug mole-
cules will not only bind to the opioid receptors in
the central nervous system, but also to the opioid
receptors in the enteric nervous system (Gutstein
& Akil, 2006). This event may cause disturbance to
the normal physiology of the gastrointestinal tract
(Gutstein & Akil, 2006).

Physiologically, opioids prompt multiple
actions in the gastrointestinal tract that hinder
normal gastrointestinal transit. In both small and
large intestines, non-propulsive luminal contrac-
tions are enhanced while propulsive luminal con-
tractions are reduced, resulting in reduced
forward peristalsis in those organs. Secretion in
the small intestine is decreased, and more water
is absorbed, so stool becomes dry and hard to
pass. The tone of ileocecal and anal sphincters is
enhanced, and defecation response is affected.
Collectively, these effects bring about constipa-
tion that is a direct result of opioid therapy 
(Gutstein & Akil, 2006; Twycross, 1986). Overall,
the effects of opioids on intestinal motility are
not as simple as an increase or decrease in
luminal contraction. The combination of
increased non-propulsive contraction and
decreased propulsive contraction disrupts
orderly intestinal motility (Gutstein & Akil, 2006).
OIC can cause or result in abdominal pain,
nausea and vomiting, or fecal impaction
(Emanuel et al., 2008; Fallon, 1999). 

One correcting strategy would be removing
the cause of constipation. However, because
withdrawal of opioids is not an option for many
advanced illness patients receiving palliative
care, one would then seek remedies that address
the physiologic effects of opioids on the intes-
tinal tract. 

Opioid-induced constipation can be man-
aged with physical activity (when appropriate),
increased hydration, and pharmaceutical (laxa-
tive) therapy. Stimulant laxatives aim to increase
intestinal motility and increase intestinal secre-
tion (Patel & Lembo, 2006). Other laxatives work
by increasing secretions, lubricating the intes-
tinal lumen, or softening the stool (Mancini &
Bruera, 1998; Economou, 2006).

The task of home health nurses in moni-
toring symptom management is very important.
The remainder of this article discusses assess-
ment and management strategies for OIC in
advanced illness patients receiving palliative
care, when response to laxative therapy has
been insufficient.

AASSSSEESSSSMMEENNTT  SSTTRRAATTEEGGIIEESS  
Assessment is important to diagnose OIC as well
as to evaluate the efficacy of the treatment.
Patients with advanced illness receiving palliative
care often have multiple symptoms, such as pain
and constipation (Emanuel et al., 2008). Constipa-
tion may be the result of opioid analgesia (Sykes,
2005), and almost all patients on opioids develop
constipation (Emanuel et al., 2008). In addition, a
bowel constipation history is an important part of
the assessment. An appropriate description will
help establish the diagnosis of OIC and evaluate
the treatments used (Economou, 2006).

OIC can be assessed by evaluating the con-
sistency and difficulty of laxation (Thomas et
al., 2008). There are two tools available for these
purposes that were developed for constipation in
general. The Bristol Scale provides a quantitative
morphologic measurement of the stool and cate-
gorizes it into seven grades from separate hard
lumps to watery stool (O'Donnell, Virjee, &
Heaton, 1990). The Constipation Assessment
Scale scores the difficulty of laxation using a
questionnaire (Economou, 2006; McMillan &
Williams, 1989). 

Please see Important Safety Information on page 3 and accompanying full Prescribing Information.
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BBEETTTTYY  FFEERRRREELLLL,,  RRNN,,  PPhhDD,,  FFAAAANN::  I was thinking about

training that we do with home care nurses. We had the

ELNEC project, end-of-life nursing education consortium,

and we’ve trained about 5,000 nurses, a lot of whom are

home care and hospice [-based nurses].... The home

care nurses are out there alone, in the field. There is little

to no physician involvement. They are out there with the

patient by themselves ... and they really need more focus

on how to assess the patient. What physical exam should

they be doing? What questions should they be asking the

patient to even get them to the point of thinking that

maybe there is something else they should be doing for

[opioid-induced constipation].... For example, home care

nurses frequently say, “Have you had a bowel move-

ment?” The patient says “Yes,” they check that box and

go onto the next thing, but they don’t pause to say “How

much?” “What was the stool like?”

SSAANNDDRRAA  WWHHIITTTTIIEERR,,  RRNN,,  BBCC,,  MMSSNN,,  CCOOSS--CC:: I totally

agree.... especially as the [advanced] disease progresses

and other factors [which may] contribute to any constipa-

tion [should be considered, such as] whether the patient

is becoming dehydrated....

BBEETTTTYY  FFEERRRREELLLL,,  RRNN,,  PPhhDD,,  FFAAAANN:: Right, because in

reality the way this is really going to happen is the home

care nurse is going to be out there with the patient, the

patient is going to have probably senna ordered, period.

And it really is the home care nurse that is going to have

to go through a decision-making process to say, call the

doctor; to give the doctor the information, to then know

what the next steps are, but then to be aggressive, to call

back and say these things aren’t working. The more the

nurse can be guided in each of those steps, [the better],

because it’s going to be the nurse who will make the rec-

ommendation that there are other options out there and

can we try them.

MMIICCHHEELLLLEE  RRHHIINNEERR,,  RRNN,,  MMSSNN,,  NNPP,,  AACCHHNNPP::  I really agree.

The assessment of constipation is really lacking … and …

just asking if the patient had a bowel movement doesn’t

give you sufficient information.

I think the number one question [should be] “When did

you have your last bowel movement?” And you have to get

graphic [about] the size, the consistency, was it complete,

full and satisfying, and if not, when was the last time [it

was complete]? It’s shocking to hear some patients say

two or three weeks. And you wonder how that could pos-

sibly have happened nowadays? But that would be the

first question. And then, “What laxatives are you currently

using?” And if we are so lucky to have patients on senna,

we are thrilled. The next question would be are they using

any herbal preparations or something of that nature? Then

it goes into the physical assessment ... not just listening

for bowel sounds because that oftentimes doesn’t tell you

anything. Sometimes you need to have a flat plate of the

abdomen to truly know [if a patient has constipation] and

you often have to do a rectal exam to make sure that they

aren’t impacted.

IImmppoorrttaannccee  ooff  AAsssseessssmmeenntt  ooff  BBoowweell  FFuunnccttiioonn

<<  DDiiaalloogguuee  >>
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A drug may enter the central nervous system
by passing through the blood-brain barrier if it is
lipophilic (i.e., soluble in lipid environment but
not in water). Carrying positive or negative
charges makes a molecule highly hydrophilic (i.e.,
soluble in an aqueous environment but not in
lipid). This phenomenon indicates that it is pos-
sible to reduce or enhance the entry of a drug into
the central nervous system by changing the
hydrophilicity of the drug (Buxton, 2006; Dorland’s
Illustrated Medical Dictionary, 2007). The design of
generating a quaternary amine by attaching a
methyl group to it adds a positive charge to the
drug and makes it difficult for the drug to cross the
blood-brain barrier. As a quarternary amine, the
ability of methylnaltrexone bromide to cross the
blood-brain barrier is restricted. This design
allows methylnaltrexone to act peripherally, such
as in the gut, without impacting the opioid recep-
tors in the central nervous system (Wyeth 
Pharmaceuticals Inc., 2008). 

In a double-blind, randomized, placebo-
controlled phase III clinical study of patients 
with advanced illness receiving palliative care,
RELISTOR demonstrated efficacy without affecting
centrally mediated opioid analgesia (Thomas et al.,
2008). The study was designed so that patients
were randomized to receive either RELISTOR or
placebo, but all subjects were allowed to remain on
their baseline laxatives throughout the trial. 
Significantly more patients treated with RELISTOR
had a bowel movement within 4 hours after the
first dose compared with the placebo group,

NOTE: Approximately 30% of patients treated with 
RELISTOR had a bowel movement within 30 minutes.
Thomas, J., et al. (2008). N Engl J Med, 358(22), 2332-2343.

Information regarding the patient’s methods
to manage their constipation, including the per-
sistence of symptoms, is also an important con-
sideration in assessment (Lewis & Heaton, 1997).

THE CHALLENGE: THE MANAGEMENT OF OIC 
IN ADVANCED ILLNESS PATIENTS RECEIVING
PALLIATIVE CARE WHEN LAXATIVE THERAPY 
HAS BEEN INSUFFICIENT
Currently employed methods for the management
of OIC are listed in Table 1 (Economou, 2006; Miles,
Fellowes, Goodman, & Wilkinson, 2006). There is a
lack of consensus regarding which laxative to use
based on randomized, controlled clinical studies. It
is therefore important for home health nurses to
regularly monitor the treatment in order to optimize
the therapy (Miles et al., 2006).

USING RELISTOR® (METHYLNALTREXONE BROMIDE)
WHEN RESPONSE TO LAXATIVE THERAPY 
HAS BEEN INSUFFICIENT
Methylnaltrexone bromide, approved by the FDA
and marketed under the brand name RELISTOR®,
is indicated for the treatment of OIC in patients
with advanced illness who are receiving palliative
care, when response to laxative therapy has not
been sufficient. Use of RELISTOR beyond four
months has not been studied. RELISTOR is a
peripheral mu-opioid receptor antagonist that
decreases the constipating effects of opioids
without impacting opioid-mediated analgesic
effects on the central nervous system (Wyeth
Pharmaceuticals Inc., 2008).

TTAABBLLEE  11
EExxaammpplleess  ooff  CCuurrrreenntt  TTrreeaattmmeenntt  OOppttiioonnss

CLASS STRATEGY

Non-pharmaceutical
Encourage fluid intake
Increase dietary intake
Encourage activity

Pharmaceutical 
(laxatives)

Osmotic agents – lactulose, sorbitol,
magnesium citrate, magnesium 
hydroxide (milk of magnesia),
polyethylene glycol (MiraLAX®)

Surfactant agent – docusate sodium

Stimulant agents – senna, bisacodyl

Manual procedures Enema
Digital disimpaction
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FFiigguurree  33
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although both groups also received conventional
laxative therapy. Study results (Figure 3) showed 
that significantly more patients receiving 
RELISTOR® (methylnaltrexone bromide) (48%) had
laxation compared with placebo (15%) within 
4 hours of the first dose (P<0.001). Similarly, as
patients went on to receive more doses, 52% of
patients treated with RELISTOR had a bowel move-
ment within 4 hours of 2 or more of the first 
4 doses compared with 8% of those on placebo
(P<0.001). Approximately 30% of patients reported
a bowel movement within 30 minutes of a dose of

RELISTOR. In this study, abdominal pain (17%) and
flatulence (13%) were the most common adverse
events (Thomas et al., 2008). RELISTOR is the 
first agent specifically for OIC in patients with
advanced illness who are receiving palliative 
care, when response to laxative therapy has not
been sufficient. Use of RELISTOR beyond 
4 months has not been studied. In summary,
RELISTOR decreases the constipating effects of
opioids without impacting opioid-mediated 
analgesic effects on the central nervous system 
(Wyeth Pharmaceuticals Inc., 2008).

AADDVVOOCCAATTIINNGG  FFOORR  PPAATTIIEENNTTSS

<<  DDiiaalloogguuee  >>

BBEETTTTYY  FFEERRRREELLLL,,  RRNN,,  PPhhDD,,  FFAAAANN:: For the home care
nurses, their worst nightmare is that the patient is
going to have to be readmitted to the hospital or the
patient [will] get obstructed.... Home care nurses are
doing what they do because they really do see them-
selves as the patient champion; they are the ...
person out there seeing the patient. You are the only
person who is assessing the patient. You are the
expert on knowing what is going on. You are the
person to advocate. You as a nurse want to explore
all options and really be the ... advocate for the
patient.

SSAANNDDRRAA  WWHHIITTTTIIEERR,,  RRNN,,  BBCC,,  MMSSNN,,  CCOOSS--CC::  I was a
little surprised to find out that this [RELISTOR] was a
subcutaneous medication.... I think it’s exciting, but
it’s a radical change from how we’ve approached
[opioid-induced] constipation for the four decades
I’ve been practicing.

MMIICCHHEELLLLEE  RRHHIINNEERR,,  RRNN,,  MMSSNN,,  NNPP,,  AACCHHNNPP:: Several
years ago we were approached with doing these
clinical trials [for RELISTOR], I was probably the most

vocal in saying, “How much burden are we going to
put on the families to give [a subcutaneous] injec-
tion? And is this going to be one more thing that
they are poked with?” I was pleasantly surprised,
after several patients, to realize there was absolutely
no hesitation on their part. The [opioid-induced]
constipation was ... debilitating.... And many of our
patients already have diabetes and they give them-
selves the [subcutaneous] injections, so teaching
them the procedure wasn’t an issue.

Often patients were referred to us by the other
attending [physicians] in our institution because
[opioid-induced] constipation was so ... severe and
laxatives weren’t addressing the problem. Every
single one of them wanted to sign up and have the
[subcutaneous] injection immediately. It was the
desire to finally have relief....
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Following is a sample script for communicating about an
advanced illness patient receiving palliative care who is
experiencing OIC and has had insufficient response to
laxative therapy. This exchange illustrates all the perti-
nent elements an HHN should provide for the treating
physician to consider:

Nurse: Hello, this is Nurse Z calling on behalf of Mrs. Y at
111 Lane regarding a proposed treatment change for 
bowel management.

The patient has not had a bowel movement for more
than 48 hours and less than 3 bowel movements in the
last week. Historically, the patient produces stool daily
or every second day. Using the Constipation Assessment
Scale (CAS) patient scores a 10 for the following severe
symptoms: currently the patient is complaining of
abdominal distention and bloating, less frequent bowel
movement, and sensation of rectal pressure.

The patient is on opioid analgesia but is not taking anti-
cholinergics, antihistamines, or other confounding thera-
pies. Physical assessment included decreased bowel
sounds; dull percussion of the abdomen (in the left side
of the abdomen) and tender abdomen upon palpation.
Mechanical gastrointestinal obstruction was ruled out.

Medication history includes 4 senna twice daily and
magnesium citrate on a p.r.n. basis, which is still not
yielding a good result.

Is it possible to use RELISTOR? Patient weighs 102
pounds; that would be 8 milligrams subcutaneous every
other day as needed. Could we have a prescription called
in to her pharmacy, or take a verbal order?

AADDMMIINNIISSTTRRAATTIIOONN  AANNDD  RREECCOOMMMMEENNDDEEDD  
IINNJJEECCTTIIOONN  SSIITTEESS
RELISTOR® (methylnaltrexone bromide) is adminis-
tered via a subcutaneous injection. The injection is
drawn into a syringe from the single-use medication
vial and self-administered in the abdomen or thigh by
a patient, or may be administered in the arm by a
nurse or caregiver. Recommended sites for adminis-
tration are detailed in Figure 4. Complete instructions
on how to administer RELISTOR are included in the
accompanying Prescribing Information. Also, refer to
page 3 for RELISTOR dosing information.

HHOOWW  DDOO  WWEE  IIMMPPLLEEMMEENNTT  AA  TTRREEAATTMMEENNTT
OOPPTTIIOONN  IINNTTOO  OOUURR  CCLLIINNIICCAALL  PPRRAACCTTIICCEE??
First, communication between the patient and the
nurse is vital. As the foundation from which assess-
ments are made and goals of care developed, effec-
tive communication is essential to all aspects of
palliative care in advanced illness patients. Effec-
tive communication is necessary to understand
the patient’s experience and to aid in providing
symptom control (Dahlin & Giansiracusa, 2006).
Second, communication between the physician
and the nurse is important. It is commonly agreed
that palliative care is best delivered in an interdis-
ciplinary fashion. A team working together is
capable of achieving better results than individuals
who are working in isolation. Nurses must work
closely with physicians. If a treatment change is
warranted, the nurse should present the sup-
porting evidence. Otherwise, physicians may be
reluctant to make treatment changes (Dahlin &

FFiigguurree  44    SSuubbccuuttaanneeoouuss  AAddmmiinniissttrraattiioonn

NOTE: Abdomen or thigh – use these sites when injecting yourself or
another person. Upper arm – use this site only when injecting another
person. (Wyeth Pharmaceuticals Inc., 2008)

Giansiracusa, 2006). Therefore, the nurse plays an
important bridging role between the patient and
the physician, facilitating the process of bringing
new treatments to the patient.

CCOOMMMMUUNNIICCAATTIIOONN  PPRRAACCTTIICCUUMM  



10 Home Healthcare Nurse www.homehealthcarenurseonline.com

Please see Important Safety Information on page 3 and accompanying full Prescribing Information.

SSUUMMMMAARRYY
Home health nurses (HHN) are increasingly
charged with the management of OIC in patients
with advanced illness receiving palliative care.
Patients with advanced illnesses near the end of
life are often treated with opioids for pain. Given
the relationship between opioids and OIC, there is
a high likelihood that they will also need a bowel
management program. HHNs are charged with
increasing their advocacy for advanced illness
patients receiving palliative care who have OIC
through improved assessment and good communi-
cation. Opioid-induced constipation has its own
specific underlying mechanism of occurrence. The
approval of the first peripheral mu-opioid receptor
antagonist, RELISTOR® (methylnaltrexone bro-
mide), that targets the underlying cause of OIC,
was based on positive results from clinical trials. In
a double-blind, randomized, placebo-controlled
clinical study, advanced illness patients receiving
palliative care who did not adequately respond to
laxative therapy benefitted from the subcutaneous
injection of RELISTOR. The response was rapid:
approximately 30% of patients treated with
RELISTOR had laxation within 30 minutes. This
rapid onset of action may be a desirable feature for
both patients and caregivers. Very importantly,
centrally mediated opioid analgesia was not
affected by the peripheral opioid antagonist. The
most common adverse reactions were abdominal
pain, flatulence, nausea, dizziness, and diarrhea.
Home health nurses now have a useful tool to pro-
vide to their patients.

IInnccoorrppoorraattiinngg  RREELLIISSTTOORR  aass  aann  OOppttiioonn  ffoorr  AAddvvaanncceedd  IIllllnneessss
PPaattiieennttss  RReecceeiivviinngg  PPaalllliiaattiivvee  CCaarree  WWhhoo  AArree  EExxppeerriieenncciinngg  OOIICC
WWhheenn  RReessppoonnssee  ttoo  LLaaxxaattiivvee  TThheerraappyy  HHaass  NNoott  BBeeeenn  SSuuffffiicciieenntt

Mr. S is an 87-year-old male with incurable prostate
cancer receiving palliative care at home. HHN services
have increased nursing to daily visits to address the
growing need for assistance with daily care functions.

Mr. S has been on opioids for more than one month and
has had less than 3 bowel movements per week for the
past 2 weeks. It has been determined that Mr. S has
OIC. He now complains of nausea and feeling bloated.

Mr. S was prescribed lactulose three times daily with
no resulting bowel movement.

You discuss with Mrs. S the prospect of a therapy
administered in a subcutaneous injection that you can
give to Mr. S and, if he responds well to it, that you will
be able to train Mrs. S to administer—very similar to
the method used for an injection of insulin for patients
with diabetes.

Mr. and Mrs. S ask several questions about how
quickly the injection might work and when and if it
would need to be repeated before agreeing to try the
first administration. You watch a patient instruction
video with both of them and answer their questions
before calling the physician to provide the prescription.

CCAASSEE  SSTTUUDDYY



vol. 27 • no. 1 • January 2009 Home Healthcare Nurse Supplement     11

Please see Important Safety Information on page 3 and accompanying full Prescribing Information.

Patel, S. M., & Lembo, A. J. (2006). Constipation. In M. Feldman, 
L. S. Friedman, & L. J. Brandt (Eds.), Sleisenger & Fordtran's
gastrointestinal and liver disease; pathophysiology/diagnosis/
management (8th ed., pp. 221-254). Philadelphia: Saunders
Elsevier.

Sykes, N. (2005). Constipation and diarrhoea. In D. Doyle, 
G. Hanks, N. I. Cherny, & K. Calman (Eds.), Oxford textbook of
palliative medicine (3rd ed., 483-496). New York: Oxford
University Press.

Thomas, J., Karver, S., Cooney, G. A., Chamberlain, B. H., 
Watt, C. K., Slatkin, N. E., et al. (2008). Methylnaltrexone for
opioid-induced constipation in advanced illness. New England
Journal of Medicine, 358(22), 2332-2343.

Twycross, R. G. (1986). Constipation. In R. G. Twycross & 
S. A. Lack (Eds.), Control of alimentary symptoms in far
advanced cancer (pp. 166-207). New York: Churchill Livingstone.

Wyeth Pharmaceuticals Inc. (2008). RELISTOR® prescribing
information. Philadelphia. Retrieved May 21, 2008, from
http://www.wyeth.com/content/showlabeling.asp?id=499

REFERENCES
Buxton, I. L. O. (2006). Pharmacokinetics and pharmacodynamics:

The dynamics of drug absorption, distribution, action, and
elimination. In L. L. Brunton, J. S. Lazo, & K. L. Parker (Eds.),
Goodman & Gilman’s the pharmacological basis of therapeutics
(11th ed.). New York: McGraw-Hill. Retrieved June 26, 2008,
from http://www.accessmedicine.com/popup.aspx?aID=935875
&print=yes

Dahlin, C. M., & Giansiracusa, D. F. (2006). Communication in
palliative care. In B. R. Ferrell & N. Coyle (Eds.), Textbook of
palliative nursing (2nd ed., pp. 67-93). New York: Oxford
University Press.

Dorland's illustrated medical dictionary (2007). (31st ed., pp. 892,
1079). Philadelphia: W. B. Saunders Company.

Economou, D. C. (2006). Bowel management: Constipation,
diarrhea, obstruction, and ascites. In B. R. Ferrell & N. Coyle
(Eds.), Textbook of palliative nursing (2nd ed., pp. 219-238). 
New York: Oxford University Press.

Emanuel, E. J., Hauser, J., & Emanuel, L. L. (2008). Palliative and
end-of-life care. In A. S. Fauci, E. Braunwald, D. L. Kasper, 
S. L. Hauser, D. L. Longo, J. L. Jameson, et al., (Eds.), 
Harrison’s principles of internal medicine (17th ed.). 
New York: McGraw-Hill. Retrieved May 22, 2008, from
http://www.accessmedicine.com/popup.aspx?aID=2870333&print=yes

Fallon, M. T. (1999). Constipation in cancer patients: Prevalence,
pathogenesis, and cost-related issues. European Journal of Pain,
3(suppl A), 3-7.

Gutstein, H. B., & Akil, H. (2006). Opioid analgesics. In L. L. Brunton,
J. S. Lazo, & K. L. Parker (Eds.), Goodman & Gilman’s the
pharmacological basis of therapeutics (11th ed.). New York:
McGraw-Hill. Retrieved May 22, 2008, from
http://www.accessmedicine.com/popup.aspx?aID=940654&print=yes

Lewis, S. J., & Heaton, K. W. (1997). Stool form scale as a useful
guide to intestinal transit time. Scandinavian Journal of
Gastroenterology, 32(9), 920-924.

Mancini, I., & Bruera, E. (1998). Constipation in advanced cancer
patients. Supportive Care in Cancer, 6(4), 356-364.

McMillan, S. C., & Williams, F. A. (1989). Validity and reliability of
the Constipation Assessment Scale. Cancer Nursing, 12(3), 
183-188.

MediMax Communications, Inc. (2008). Transcription – faculty
planning teleconference for HHN supplement. Princeton.

Miles, C. L., Fellowes, D., Goodman, M. L., & Wilkinson, S. (2006).
Laxatives for the management of constipation in palliative care
patients. Cochrane Database of Systematic Reviews, (4), CD003448.

Milone-Nuzzo, P., & McCorkle, R. (2006). Home care. In B. R. Ferrell
& N. Coyle (Eds.), Textbook of palliative nursing (2nd ed., 
pp. 771-785). New York: Oxford University Press. 

National Consensus Project for Quality Palliative Care. 
Clinical practice guidelines for quality palliative care. (2004.)
Retrieved August 13, 2008, from
http://www.nationalconsensusproject.org/Guideline.pdf  

National Hospice and Palliative Care Organization. (2007). NHPCO
facts and figures: Hospice care in America. Retrieved January 30,
2008, from http://www.nhpco.org/files/public/
Statistics_Research/NHPCO_facts-and-figures_Nov2007.pdf

O'Donnell, L. J. D., Virjee, J., & Heaton, K. W. (1990). Detection of
pseudodiarrhoea by simple clinical assessment of intestinal
transit rate. British Medical Journal, 300(6722), 439-440.



© 2008, Wyeth Pharmaceuticals Inc., Philadelphia, PA 19101     235858-01

This supplement was sponsored by Wyeth Pharmaceuticals.




































































	PI.pdf
	HIGHLIGHTS OF PRESCRIBING INFORMATION
	Indications and Usage
	Dosage and Administration
	Dosage Forms and Strengths
	Contraindications
	Warnings and Precautions
	Adverse Reactions
	Drug Interactions
	Use in Specific Populations

	FULL PRESCRIBING INFORMATION: CONTENTS*
	FULL PRESCRIBING INFORMATION
	1 INDICATIONS AND USAGE
	2 DOSAGE AND ADMINISTRATION
	2.1 General Dosing Information
	2.2 Dosing
	2.3 Preparation for Injection

	3 DOSAGE FORMS AND STRENGTHS
	4 CONTRAINDICATIONS
	5 WARNINGS AND PRECAUTIONS
	5.1 Severe or Persistent Diarrhea
	5.2 Peritoneal Catheters

	6 ADVERSE REACTIONS
	6.1 Clinical Trial Experience

	7 DRUG INTERACTIONS
	7.1 Drugs Metabolized by Cytochrome P450 Isozymes
	7.2 Drugs Renally Excreted

	8 USE IN SPECIFIC POPULATIONS
	8.1 Pregnancy
	Pregnancy Category B

	8.2 Labor and Delivery
	8.3 Nursing Mothers
	8.4 Pediatric Use
	8.5 Geriatric Use
	8.6 Renal Impairment
	8.7 Hepatic Impairment

	9 DRUG ABUSE AND DEPENDENCE
	9.1 Controlled Substance
	9.2 Abuse
	9.3 Dependence

	10 OVERDOSAGE
	10.1 Human Experience
	10.2 Management of Overdosage

	11 DESCRIPTION
	12 CLINICAL PHARMACOLOGY
	12.1 Mechanism of Action
	12.2 Pharmacodynamics
	12.3 Pharmacokinetics
	Absorption
	Distribution
	Metabolism
	Excretion

	12.4 Effect on Cardiac Repolarization

	13 NONCLINICAL TOXICOLOGY
	13.1 Carcinogenesis, Mutagenesis, Impairment of Fertility
	Carcinogenesis, Mutagenesis, Impairment of Fertility
	Carcinogenesis
	Mutagenesis
	Impairment of Fertility

	13.2 Animal Toxicology and/or Pharmacology

	14 CLINICAL STUDIES
	Durability of Response
	Opioid Use and Pain Scores

	16 HOW SUPPLIED/STORAGE AND HANDLING
	16.1 Storage

	17 PATIENT COUNSELING INFORMATION
	17.1 Information for Patients
	17.2 FDA-Approved Patient Labeling
	What Is Relistor?
	What Should I Tell My Healthcare Provider Before Taking Relistor?
	Tell Your Healthcare Provider About All of Your Medical Conditions, Including If You
	How Should I Take Relistor?
	What Are the Possible Side Effects of Relistor?
	How Should I Store Relistor?
	General Information About Relistor
	What Are the Ingredients in Relistor?


	PATIENT INSTRUCTIONS FOR USE OF RELISTOR VIAL AND STANDARD SYRINGE AND NEEDLE
	Introduction
	Important Notes
	Step 1: Preparing the Injection
	Step 2: Preparing the Syringe
	Step 3: Choosing and Preparing an Injection Site
	Step 4: Injecting Relistor
	Step 5: Disposing of Supplies

	PATIENT INSTRUCTIONS FOR USE OF RELISTORVIAL AND SYRINGE WITH RETRACTABLE NEEDLE IN TRAY
	Introduction
	Important Notes
	Step 1: Preparing the Injection
	Step 2: Preparing the Syringe
	Step 3: Choosing and Preparing an Injection Site
	Step 4: Injecting Relistor
	Step 5: Disposing of Supplies




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


