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Introduction

Chronickidney disease (CKD) is a significant global public health challenge, posing a
severe threat to human life, health, and overall well-being. In the early CKD stage,
patients often remain asymptomatic due to the kidneys' compensatory abilities.
However, as the disease progresses to stage 3b and beyond, the accumulation of
toxins leads to a decline in kidney function, manifesting as symptoms such as nausea,
fatigue, sleep disturbance and lower back pain, prompting patients to seek medical
attention. During CKD stages 3b-5, non-dialysis patients experience significant
metabolic abnormalities, resulting in systemic manifestations of electrolyte
imbalances, acid-base disturbances, and toxin-related toxicity.

When CKD advances to end-stage kidney disease (ESKD), patients require dialysis or
kidney transplant, leading to more complications, higher mortality rates, and
increased healthcare costs. Current medical interventions for slowing CKD
progression primarily focus on treating underlying causes, controlling risk factors
like blood pressure and proteinuria, and symptomatic relief. Therefore, there is an
urgent need to explore additional effective treatments for CKD.

Traditional Chinese medicine suggests that most CKD patients share a common
feature of dampness, turbidity, stagnation, and toxin accumulation. The
gastrointestinal tract, regarded as the "conductor” of transmitting and transforming
energies between the internal organs, plays a vital role in CKD treatment. Colonic
irrigation with Chinese herbal medicine is a unique therapy rooted in the concept of
"clearing the intestines to remove turbidity." A growing body of clinical evidence has
preliminarily validated the safety and efficacy of this approach for the treatment of
CKD stages 3b-5 in non-dialysis patients.

The therapy's underlying principles focus on two main concepts: first, the mucosa of
the human colon is similar to a semipermeable membrane, enabling the regulation
of electrolytes and active substances within the colonic cavity. The use of Chinese
herbal colonic irrigation assists in toxin elimination, supporting the kidneys. Second,
CKD patients often exhibit disrupted gut microbiota. Colonic irrigation with Chinese
herbal medicine can regulate gut microbiota and alleviate immune imbalances,
yielding favorable treatment outcomes for non-dialysis CKD stages 3b-5 patients.

Although standardized technical guidelines for colonic irrigation in non-dialysis CKD
stages 3b-5 patients have yet to be established, the maturation and development of
this therapy, combined with its continuous improvement, necessitate the creation of
operational standards for the application of Chinese herbal colonic irrigation. This
document is formulated to promote the use of Chinese herbal colonic irrigation
among CKD stage 3b-5 non-dialysis patients, ensuring its safety and effectiveness.



International standardized manipulations of Chinese medicine

Intestinal lavage technique for chronickidney disease stages3b~5

1 Scope

This document specifies the terms and definitions, equipment requirements,
operating procedures, and precautions for the technical operation specifications

of intestinal lavage for treating stage 3b-5 chronic kidney disease.

It applies to the operation of intestinal lavage for patients with stage 3b-5

chronic kidney disease.

2 Normative references

The following documents contain indispensable provisions along with normative
references. For dated references, only the edition and date cited applies to this
document. For undated references, the latest edition (including all amendments)
applies to this document.

GB/T 20348-2006 Traditional Chinese Medicine Basic Theory Terminology

ISO 14971-2019 Medical Devices Application of Risk Management to Medical

Devices

3 Terms and definitions
The following terms and definitions apply to this document:

3.1
Intestinal lavage

establishment of an effective perfusion and excretion device in the colon is an
operation intended to remove metabolic waste or toxins from the body and
correct water, electrolyte, and acid-base imbalances. It involves using the
semi-permeable characteristics of the colonic mucosa, and is accomplished
through the diffusion, osmosis, and exchange between the Chinese herbal

dialysate and the capillaries in the colonic mucosal tissue.

3.2
Chinese herbal medicine intestinal lavage solution

a liquid preparation of Chinese herbal medicine used for intestinal lavage.



3.3
Low-level intestinal lavage

a treatment method in which the appropriate amount of medicinal liquid is

injected through a rectal catheter into the rectum.

3.4
High-level intestinal lavage

a treatment method in which the appropriate treatment liquid is injected

through an anal tube into the descending colon, filling the entire small intestine.

4 Syndrome diagnosis

The syndrome diagnosis of stage 3b-5 chronic kidney disease is given in Annex A.

5 Operating procedures

5.1 Lavage drug preparation

5.1.1 Lavage drug selection

Lavage drug selection is based on dialectical treatment, as outlined in Annex A.

5.1.2 Treatment plan

It is advisable to start with virtual, true, or mixed syndromes. Adjust medication
based on the inadequacy of organ function and excessive accumulation of
pathological products. Doctors and nurses should assess the patient's tolerance
before the procedure and determine the total amount of medication to be

administered based on the assessment results.
5.1.3 Medication dosage

5.1.3.1 Low-level intestinal lavage

Use the residue-free Chinese herbal medicine liquid chosen by the Doctor
according to patients’ pattern, and add 150-200 mL of warm water. Pour the
solution into the lavage and drain the device or the enema bag. Adjust the
amount based on the patient's tolerance.

5.1.3.2 High-level intestinal lavage
Mix the lavage medication and warm water at a 1:4 ratio for a total of 2,000 mL.
5.1.4 Medication temperature

The temperature of the lavage medication administered should be 37.0°C-37.5°C.
For those with Yang deficiency and a cold body, the temperature of the



administered medication should be 38°C-39.5°C.
5.2 Lavage time and frequency

5.2.1 Lavage time

a) The kidney meridian circulates between 17:00 and 19:00, and performing
intestinal lavage treatment at this time is conducive to boosting the medication’s
effects.

b) Performing intestinal lavage treatment between meals alleviates discomfort

and improves drug absorption.

5.2.2 Lavage frequency

a) Low-Level Intestinal Lavage: Perform intestinal lavage treatment once per day,
and determine the number of treatment days based on the patient's actual
conditions and treatment effectiveness.

b) High-Level Intestinal Lavage: High-level intestinal lavage treatment should be
performed every other day, and the specific number of days for treatment can be

determined based on the patient's actual conditions and treatment effectiveness.

5.3 Lavage position

Bring the enema bag to the patient's bedside, hang it on an infusion stand, and
position the liquid level 40-50 cm away from the anus. Instruct the patient to lie
on the left side, loosen their clothing, pull their pants up to their thighs, and flex
their knees. Place a small pillow under their buttocks, elevating them by 10 cm,
and put a treatment towel on top, ensuring warmth. Place a bent plate at the
buttocks, and lubricate the front end of the rectal tube.

5.4 Lavage procedure
5.4.1 Pre-lavage assessment

a) Obtain the patient's medical history, current main symptoms, discomfort, and
allergy history.

b) Complete hepatitis B, hepatitis C, syphilis, and HIV test items to exclude any
patients with related infectious diseases.

c) Complete blood plasma coagulation prothrombin time, coagulation time,
fibrinogen, fibrinogen degradation product, activated partial thromboplastin
time, and D-dimer test items to evaluate the patient's coagulation factors,
anticoagulant system, and fibrinolysis system activity.

d) Complete fecal occult blood test items to exclude the possibility of
gastrointestinal bleeding.



e) Assess the patient's consciousness, physical condition, and perianal skin
condition to determine if treatment is appropriate, and obtain the patient's
informed consent for treatment.

f) Perform a digital rectal examination before the procedure to rule out any
contraindications.

g) Assess the patient's psychological status and their tolerance of intestinal
lavage.

h) High-level intestinal lavage acts deep, promotes intestinal peristalsis,
increases the size and duration of drug action, promotes detoxification, and
improves constipation. Low-level intestinal lavage is shallow and used for
detoxification and constipation treatment. Medical staff selects the intestinal
lavage method based on the patient's condition, bowel movements, and tolerance,
which can be a single method or a combination of two methods.

i.) If performing high-level intestinal lavage, the doctor will decide whether a
colonoscopy is needed based on the patient's condition.

5.4.2 Pre-lavage preparation

5.4.2.1 Instruct the patient to empty their bowels.

5.4.2.2 Dress professionally, wear an identification badge, wash hands, and wear
a mask.

5.4.2.3 Prepare the necessary items, such as Chinese herbal liquid, treatment
tray, lavage, drainage device/disposable lavage bag, thermometer, curved pan,
paraffin oil, cotton balls, treatment towels, tissue paper, and medical records.

5.4.2.4 Bring the items to the patient's bedside, explain the purpose to the
patient, gain their cooperation, and use a screen to shield the patient.

5.4.3 Selecting lavage equipment

For low-level intestinal lavage, a lavage and drainage device is suitable as the
propeller for introducing lavage medication. For high-level intestinal lavage, a
colon irrigator instrument is suitable as the propeller for introducing lavage

medication.

5.4.4 Instrument placement depth

5.4.4.1 For low-level intestinal lavage, insert the disposable anal tube through
the anus into the large intestine at a depth of 15-20 cm.

5.4.4.2 For high-level intestinal lavage, insert the disposable anal tube through
the anus into the large intestine at a depth of at least 20 cm.

5.4.5 Lavage steps



5.4.5.1 After selecting the appropriate lavage equipment, introduce the lavage
medication into the equipment.

5.4.5.2 Lubricate the anal tube to be inserted into the intestine with a lubricating
agent.

5.4.5.3 Specific steps are listed as below:

(a) For low-level intestinal lavage: release the air from the lavage and drainage
device, close the control valve, lubricate the anal tube, separate the buttocks with
the left hand, lubricate around the anus, insert the anal tube with the right hand
to a depth of 15-20 cm, pause briefly, secure it, slowly open the control valve,
adjust the medication drip rate to 20-25 mL/min, and inquire about the patient's
reaction to the medication’ entering. After 8-10 minutes, close the control valve,
gently remove the anal tube, gently press the anus with tissue paper, dispose of
the anal tube in a medical waste bin, and instruct the patient to lie down for an
hour. Organize the patient's bed, clean the items, wash hands, record the lavage
fluid volume, dripping process, time, and patient reactions, and obtain
signatures.

(b) For high-level intestinal lavage: release the air from the colon irrigator
instrument, lubricate the anal tube, gently insert it into the patient's rectum at
least 20 cm, secure the anal tube, confirm that the lavage medication
temperature is appropriate, and introduce the medication into the patient in
increments based on the patient's maximum tolerance. Each introduction should
be retained in the patient's body for at least 30 minutes (adjust the specific
duration based on the patient's tolerance), and after retention, introduce the next
medication only after the patient has voided the infused medication. Repeat this
process until all the medication has been introduced, and slowly remove the anal
tube. Place the anal tube in the medical waste bin and instruct the patient to lie
down for an hour. Organize the patient's bed, clean the items, wash hands, record
the lavage fluid volume, the dripping process, time, and patient reactions, and
obtain signatures.

6 Indications

6.1 Patients in stages 3b-4 of chronic kidney disease.

6.2 Patients in stages 4-5 of chronic kidney disease who have not undergone
hemodialysis or peritoneal dialysis treatment, for various reasons.

6.3 Patients with poor indications for hemodialysis or peritoneal dialysis, elderly
non-dialysis patients with renal failure.

6.4 Patients with constipation.

6.5 Patients undergoing peritoneal dialysis but experiencing complications
related to the peritoneal dialysis catheter.



6.6 Diseases other than chronic kidney disease, such as chronic colitis, ulcerative
colitis, hepatic encephalopathy, ascites, liver dysfunction, hepatorenal syndrome,
severe hepatitis, and cirrhosis.

7 Contraindications

7.1 Pregnant women.

7.2 Patients with severe internal hemorrhoids, anal mucosal inflammation, or
active bleeding.

7.3 Patients with lax anal sphincter muscles may have difficulty completing the
treatment.

7.4 Patients after anal, colon, or rectal surgery.

7.5 Patients with intestinal perforation, intestinal necrosis, peritonitis, acute
enteritis, or gastrointestinal bleeding.

7.6 Patients with an artificial anus.

7.7 Patients with uncontrolled severe cardiovascular diseases, severe ascites, or
edema.

7.8 Other patients who are not suitable for intestinal lavage positions and
requirements.

7.9 Patients who are allergic to lavage fluid or Chinese herbal ingredients.

8. Precautions

8.1 During the procedure, observe the patient's tolerance and consciousness, and
ask about their sensations, any presence of abdominal distension, abdominal
pain, or bowel urges. If the patient experiences a rapid pulse, pallor, cold sweat,
severe abdominal pain, palpitations, etc., immediately stop the procedure and
report this to the doctor.

8.2 After drug administration, gently massage the anus with tissue paper, and
remove the anal tube by gently folding it.

8.3 After lavage, TDP lamps can be used to irradiate the abdomen, extending the
retention time, and reducing abdominal pain reactions.

8.4 After lavage treatment, the patient may experience an increase in bowel
movements. Observe the patient's perianal skin condition and provide protection
when necessary.

8.5 After lavage, it is crucial to closely monitor the patient’s abdominal pain and
bowel movements. Employ a Likert five-point scoring system to assess any
discomfort or symptoms experienced by the patient. In the case of abdominal
pain or a strong urge for a bowel movement, the patient should be guided to



relax, practice deep breathing, and prolong the retention time of the medicinal
solution. Vital signs such as heart rate and blood pressure should be observed,
and any unexpected developments should be promptly reported to the attending
physician.

9 Complications related to chinese medicine colonic lavage and
corresponding management

For complications associated with traditional Chinese medicine colonic lavage

and the appropriate measures for handling them, please refer to Annex B.



Annex A
(Informational)
Pattern differentiation diagnosis and recommended treatment plans

A.1 Diagnosis principles

When treating chronic renal failure with the intestinal irrigation method, it is
necessary to distinguish between primary deficiency patterns ( 4~ fE ilf ) and
secondary excess patterns (#73Z1F). In clinical practice, these patterns are often

confused for one another.
A.2 Basic formula

Prepared rhubarb, processed oyster shells, dandelion, and poria. This is the basic
formula for intestinal irrigation, and it can be modified according to the patient’s

pattern differentiation.
A.3 Pattern differentiation

A.3.1 Primary deficiency pattern
A.3.1.1 Symptoms

Symptoms include fatigue, shortness of breath, and a lack of desire to speak. If
the symptoms tend toward kidney qi deficiency, there may also be soreness and
weakness in the lower back and knees, frequent nighttime urination, dizziness,
and tinnitus. If the symptoms tend toward spleen and kidney yang deficiency,
there may also be an aversion to cold, cold limbs, cold pain in the waist,
abdominal distention, or poor appetite. If the symptoms tend toward qi and yin
deficiency, there may also be symptoms such as dry mouth and throat,

restlessness, dizziness, and limb weakness.
A.3.1.2 Recommended Treatment
A.3.1.2.1 Kidney qi deficiency

Treatment principle: Tonify kidney qi.
Recommended modified herbs: guizhi, processed fuzi, shanyurou, shanyao,

shoudihuang, huangqi, wuweizi, danshi, duzhong, niuxi.
A.3.1.2.2 Spleen and kidney yang deficiency

Treatment principle: Warm and tonify the spleen and kidneys



Recommended modified herbs: Processed fuzi, renshen, baizhu, zhigancao,

ganjiang, guizhi, huangqji, rourong, rougui, yinyanghuo, bajitian

A.3.1.2.3 Qi and yin deficiency

Treatment principle: Tonify qi and nourish yin
Recommended modified herbs: dangshen, maidong, wuweizi, huangqi, shengdi,

niizhenzi, mo hanlian

A.3.2 Secondary excess pattern
A.3.2.1 Symptoms

The main pathological product of chronic kidney failure is turbid toxins and
blood stasis. If the symptoms tend toward damp turbidity, there may also be
symptoms such as nausea, vomiting, dry mouth, and a thick tongue coating. If the
symptoms tend toward damp heat, there may also be bitterness in the mouth,
dry mouth, discomfort in defecation, and/or a yellow tongue coating. If the
symptoms tend toward qi stagnation, there may also be belching, acid
regurgitation, abdominal distension, or noisy intestines. If the symptoms tend
toward blood stasis, there may also be symptoms such as a dull complexion,

purple tongue, and/or nail abnormalities.
A.3.2.2 Recommended treatment
A.3.2.2.1 Dampness and turbidity

Treatment principle: Eliminate dampness and transform turbidity.
Recommended modified herbs: banxia, huanglian, houpo, muxiang, chenpi,

mangxiao, fuling, jixuecao, liuyuexue, caodoukou, caoguoren, huoxiang, peilan
A.3.2.2.2 Damp-heat

Treatment principle: Clear heat and eliminate dampness.
Recommended modified herbs: huanglian, huangqin, zhizi, huoxiang, yinchén,
liangiao, baidoukou, baimaogen, maoxucao, shiwei, jinyinhua, qingdai, huangbo,

baitouweng, huaihuasheshecao, yiyiren.
A.3.2.2.3 Blood stasis

Treatment principle: Activate blood circulation and resolve stasis.
Recommended modified herbs: dahuang, taoren, honghua, chishao, danggui,
chuanxiong, zhike, huozhang, sanqi, mupi, yimucao, danshen, ezhuru, guizhi,

zelan, maodongqing, shuizhi, dilong.



A.3.2.2.4 Qi stagnation

Treatment principle: Promote qi flow and relieve stagnation.
Recommended modified herbs: chaihu, xiangfu, zhishi, chishao, zhike, muxiang,

houpo, laifuzi
A.3.3 Mixed deficiency-excess pattern
A.3.3.1 Symptoms

Symptoms of mixed deficiency-excess patterns in chronic kidney failure can vary
from person to person. Patients may simultaneously exhibit symptoms of the
primary deficiency pattern and secondary excess pattern described above.
Generally, the dominant factors are spleen-kidney deficiency and the presence of
turbid stasis. This may result in symptoms such as decreased appetite, nausea,
vomiting, headaches, fatigue, weakness, drowsiness, a foul taste in the mouth,

and/or a darkened complexion.
A.3.3.2 Recommended treatment
A.3.3.2.1 Spleen-kidney deficiency with damp turbidity

Treatment principle: Tonify the spleen and kidneys, eliminate dampness, and
transform turbidity.

Recommended modified herbs: huangqi, tusizi, dangshen, baizhu, shanyao,
huangjixuecao, houpo, wuweizi, danshi, duzhong, sharen, liuyuexue, chenpi,

huoxiang, peilan.
A.3.3.2.2 Spleen-kidney deficiency with turbid toxins

Treatment principle: Tonify the spleen and kidneys, transform turbidity, and
eliminate any toxins.

Recommended modified herbs: huangqji, tusizi, dangshen, baizhu, shanyao, zhishi,
houpo, baihuasheshecao, wuweizi, danshi, huangqin, huanglian, huoxiang, peilan,

yinchén, yiyiren, banzhilian.
A.3.3.2.3 Qi-yin deficiency with blood stasis

Treatment principle: Tonify qi, nourish yin, activate blood circulation, and resolve
stasis.

Recommended modified herbs: dangshen, maidong, wuweizi, guizhi, taoren,
zhigancao, huangqi, shengdi, niizhenzi, mo hanlian, chuanxiong, danggui, shengdji,

honghua, chishao, danshen, mangxiao.
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Annex B
(Normative)
Complications related to gastrointestinal lavage with Chinese medicine and
management

B.1 Gastrointestinal Mucosal Injury

B.1.1 Clinical Manifestations

Patients experience anal pain, which worsens during defecation, often accompanied
by local tenderness. In severe cases, anal bleeding or blood-streaked stool may be
observed, and defecation may become difficult.

B.1.2 Management Measures
B.1.2.1 If a patient experiences anal pain, temporarily suspend lavage.

B.1.2.2 For patients with mild pain, advise relaxation and help them divert attention
to alleviate pain. For those with severe pain, administer symptomatic treatment
immediately. If gastrointestinal bleeding occurs, follow the treatment protocols for
gastrointestinal bleeding.

B.2 Gastrointestinal Bleeding

B.2.1 Clinical Manifestations
Patients present with anal bleeding, blood-streaked stool, or blood clots during
defecation.

B.2.2 Management Measures

B.2.2.1 When a patient exhibits signs such as rapid pulse, pale complexion, profuse
sweating, severe abdominal pain, and restlessness (suggesting severe intestinal
spasm or bleeding), immediately cease lavage, and instruct the patient to lie supine.
B.2.2.2 Monitor the patient's vital signs and abdominal conditions. If intestinal
perforation or rupture occurs, follow the protocols for intestinal perforation or
rupture.

B.2.2.3 Establish intravenous access and administer the appropriate hemostatic
medications or local treatment, as per medical guidelines.

B.3 Intestinal Perforation and Rupture

B.3.1 Clinical Manifestations

Patients undergoing lavage may experience sudden abdominal distention and pain.
On examination, there may be tenderness or rebound tenderness in the abdomen.

11



Abdominal ultrasound may reveal abdominal effusion.
B.3.2 Management Measures

B.3.2.1 Immediately cease lavage and place the patient in a supine position. Initiate
rescue efforts.

B.3.2.2 Promptly establish intravenous access, optimize preoperative preparation,
and conduct surgery as soon as possible.

B.3.2.3 Administer oxygen therapy and cardiac monitoring, and monitor the
patient's vital signs.

B.4 Water Intoxication and Electrolyte Imbalance

B.4.1 Clinical Manifestations

B.4.1.1 Patients with water intoxication may initially exhibit restlessness, followed
by drowsiness, seizure, or coma. Conjunctival edema may be observed upon
examination.

B.4.1.2 Dehydrated patients may complain of thirst. Physical examination may
reveal symptoms such as dry skin, tachycardia, decreased blood pressure, reduced
urine output, and concentrated urine.

B.4.1.3 Patients with hypokalemia may experience weakness, abdominal distension,
decreased bowel sounds or delayed or absent tendon reflexes, and may develop
arrhythmias. The electrocardiogram may show ST-T changes and/or U waves.

B.4.2 Treatment Measures

B.4.2.1 In case of water intoxication or electrolyte imbalance, immediately stop the
lavage, place the patient in a supine position, and notify the physician for emergency
measures.

B.4.2.2 Establish two intravenous pathways and administer Ringer's solution and
4% sodium chloride injection to replenish electrolytes. Use mannitol and furosemide
(Lasix) to alleviate cerebral water intoxication.

B.4.2.3 Administer sedatives to alleviate patient seizures.

B.4.2.4 Provide gastrointestinal decompression to relieve abdominal distension.
B.4.2.5 Administer oxygen and conduct electrocardiographic monitoring while
observing changes in the patient's vital signs.

B.4.2.6 Monitor urine output and specific gravity. Simultaneously, explain the
situation to the patient and comfort their family, maintaining a calm demeanor.

B.5 Collapse

B.5.1 Clinical Presentation

12



Patients experience sudden nausea, dizziness, and/or pallor. Profuse sweating and
even syncope may also occur.

B.5.2 Treatment Measures

Immediately cease lavage, assist the patient to lie supine, keep them warm, and
typically, after a brief rest, the symptoms will subside. If the collapse is related to
hunger, administer oral glucose water when the patient regains consciousness. If the
symptoms persist after a brief rest, provide oxygen, and if necessary, intravenous
glucose. Symptoms should gradually improve.

B.6 Gastrointestinal Infection

B.6.1 Clinical Presentation

Abdominal pain, increased frequency of bowel movements, and changes in the
volume, color,and/or shape of stools.

B.6.2 Treatment Measures

B.6.2.1 Select appropriate antibiotics based on stool analysis and the pathogenic
microorganism's profile.

B.6.2.2 Monitor for any changes in stool volume, color, and characteristics, and
record them.

B.6.2.3 Administer antibiotics as per the doctor's instructions.

B.7 Fecal Incontinence

B.7.1 Clinical Presentation
Uncontrolled discharge of feces from the anus.
B.7.2 Treatment Measures

B.7.2.1 For those with fecal incontinence, use rubber (or plastic) sheets and
underpads. Clean the anal area and perianal skin with warm water after each bowel
movement and keep the skin dry.

B.7.2.2 Whenever necessary, apply ointment around the anal area to protect the

skin and prevent infection.

B.8 Perianal Skin Abrasion

B.8.1 Clinical Presentation
Breakdown of the perianal skin, redness, and swelling.

B.8.2 Treatment Measures

13



B.8.2.1 When the skin is broken, treat it with therapeutic TDP lamp irradiation,
twice daily for 15-30 minutes each time.

B.8.2.2 Use aseptic dressing changes according to surgical protocols for wound
management.
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