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Chronic Constipation
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ONSTIPATION IS A COMMON SYMPTOM AFFECTING BETWEEN 2 PER-

centl:2 and 27 percent3 of the population in Western countries. In the United

States, it results in more than 2.5 million visits to physicians, 92,000 hospital-
izations,? and laxative sales of several hundred million dollars a year. Constipation is
more prevalent in women than in men,# in nonwhites than in white persons,> in children
than in adults,® and in elderly than in younger adults.5 Severe constipation (e.g., bowel
movements only twice a month) is seen almost exclusively in women.# Physical inactivi-
ty, low income, limited education, a history of sexual abuse, and symptoms of depres-
sion are all risk factors for constipation.”

Though the symptoms associated with constipation are often intermittent and mild,
they may be chronic, difficult to treat, and debilitating. This review focuses on the eval-
uation and treatment of patients whose constipation is chronic and severe and does not
resolve with the use of simple dietary or therapeutic measures. An understanding of the
physiological processes involved in colonic transit and defecation is important for the
effective management of constipation.

DEFINITION

There is no single definition of constipation. Most patients define constipation by one
or more symptoms: hard stools, infrequent stools (typically fewer than three per week),
the need for excessive straining, a sense of incomplete bowel evacuation, and excessive
time spent on the toilet or in unsuccessful defecation.®2 An epidemiologic study of con-
stipation in the United States identified it as an inability to evacuate stool completely and
spontaneously three or more times per week.® A consensus definition of constipation
(the Rome II criteria), used in current research, is shown in Table 1.10

CAUSES AND PATHOPHYSIOLOGY
Constipation is frequently multifactorial and can result from systemic or neurologic
disorders or medications. Constipation can be classified into three broad categories:
normal-transit constipation, slow-transit constipation, and disorders of defecatory or
rectal evacuation. More than one mechanism may contribute to constipation in a patient.
In a study of more than 1000 patients with chronic constipation, normal transit through
the colon was the most prevalent form (occurring in 59 percent of the patients), followed
by defecatory disorders (25 percent), slow transit (13 percent), and a combination of def-
ecatory disorders and slow transit (3 percent).®

Normal-Transit Constipation

Normal-transit constipation (or “functional” constipation) is the most common form of
constipation that clinicians see. In patients with this disorder, stool traverses ata normal
rate through the colon and the stool frequency is normal, yet patients believe they are con-
stipated.1 In this group of patients, constipation is likely to be due to a perceived difficul-

N ENGL J MED 349;14 WWW.NEJM.ORG OCTOBER 2, 2003

Downloaded from www.nejm.org at VIRGINIA HOSP/ARLINGTON HTS SYS on December 14, 2004 .
Copyright © 2003 Massachusetts Medical Society. All rights reserved.



CURRENT CONCEPTS

ty with evacuation or the presence of hard stools.
The patients may experience bloating and abdomi-
nal pain or discomfort, and they may exhibit in-
creased psychosocial distress1; some may have in-
creased rectal compliance, reduced rectal sensation,
or both.12 Symptoms of constipation typically re-
spond to therapy with dietary fiber alone or with the
addition of an osmotic laxative.3 Lack of a response
to these therapies may reflect a disturbance of evac-
uation or transit that requires further management.

Defecatory Disorders
Defecatory disorders are most commonly due to dys-
function of the pelvic floor or anal sphincter. Other
terms used to describe defecatory disorders include
anismus, pelvic-floor dyssynergia, paradoxical pel-
vic-floor contraction, obstructed constipation, func-
tional rectosigmoid obstruction, the spastic pelvic-
floor syndrome, and functional fecal retention in
childhood. Functional fecal retention in children
may result in secondary encopresis!4 due to leakage
of liquid stool around impacted stool, which can
lead to an initial misdiagnosis of diarrhea.
Prolonged avoidance of the pain associated with
either the passage of a large, hard stool or an anal
fissure or hemorrhoid may result in defecatory dis-
orders.15 Structural abnormalities, such as rectal in-
tussusception, rectocele, obstructing sigmoidocele,
and excessive perineal descent, are less common
causes of defecatory disorders. Some patients have
a history of sexual or physical abuse or an eating dis-
order. Failure of the rectum to empty effectively may
be due to an inability to coordinate the abdominal,
rectoanal, and pelvic-floor muscles during defeca-
tion.1:17 These dysfunctions can be identified clin-
ically and with the use of defecography as reduced
descent of the perineum (less than 1 cm) and a re-
duced change in the anorectal angle (usually less
than 15 degrees) during simulation of straining to
defecate (Fig. 1). Ignoring or suppressing the urge
to defecate may contribute to the development of
mild constipation'8 before the evacuation disorder
becomes severe.

Slow-Transit Constipation
Slow-transit constipation occurs most commonly®
inyoung women who have infrequent bowel move-
ments (once a week or fewer). The condition often
starts at puberty. Associated symptoms are an infre-
quent urge to defecate, bloating, and abdominal
pain or discomfort.

In patients with a minimal delay in colonic trans-

Table 1. Rome Il Criteria for Constipation.

Adults

tive) in the preceding 12 months:
Straining during >25% of bowel movements

Lumpy or hard stools for >25% of bowel movements

uation or support of the pelvic floor)

<3 Bowel movements per week

drome met1©

Infants and children

Firm stools <2 times per week for at least 2 weeks

No evidence of structural, endocrine, or metabolic disease

Two or more of the following for at least 12 weeks (not necessarily consecu-

Sensation of incomplete evacuation for >25% of bowel movements
Sensation of anorectal blockage for >25% of bowel movements

Manual maneuvers to facilitate >25% of bowel movements (e.g., digital evac-

Loose stools not present, and insufficient criteria for irritable bowel syn-

Pebble-like, hard stools for a majority of bowel movements for at least 2 weeks

it, dietary and cultural factors contribute to symp-
toms. In these patients, a high-fiber diet may in-
crease stool weight, decrease colon-transit time,
and relieve constipation. Patients with more severe
slow-transit constipation have a poor response to
dietary fiber'3:19 and laxatives. Such patients have
more delayed emptying of the proximal colon2° and
fewer high-amplitude peristaltic contractions after
meals, which normally induce movement of content
through the colon. Colonic inertia, a related condi-
tion, is characterized by slow colonic transit and the
lack of an increase in motor activity after meals or
after the administration of bisacodyl,2* cholin-
ergic agents, or anticholinesterases such as neo-
stigmine.22

Histopathological studies in patients with slow-
transit constipation have shown alterations in the
number of myenteric plexus neurons expressing the
excitatory neurotransmitter substance P,23 abnor-
malities in the inhibitory transmitters vasoactive in-
testinal peptide and nitric oxide,2# and a reduction
in the number of interstitial cells of Cajal,2> which
are thought to regulate gastrointestinal motility.

Hirschsprung’s disease is an extreme form of
slow-transit constipation with similar enteric neu-
ropathological features. In Hirschsprung’s disease,
ganglion cells in the distal bowel are absent, a result
of an arrest in the caudal migration of neural-crest
cells through the gut during embryonic develop-
ment; the bowel narrows at the area that lacks gan-
glion cells. Though most patients with this disorder
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