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Definition of functional constipation
Functional constipation is regarded as a long-standing symptomatic
manifestation of abnormal defaecation expressed by either a reduced
frequency of bowel movements and/or an altered act of evacuation.
Accordingly the above symptomatic aspects are the essential elements of
the Rome diagnostic criteria for functional constipation: two or more of

✓ straining at defaecation
✓ lumpy and/or hard stools
✓ sensation of incomplete evacuation, and/or
✓ two or fewer bowel movements in a week1.

In clinical practice, most of the patients with manifestations of abnormal
defaecation complain also, and oftentimes mainly, of abdominal
symptoms and/or other constipation-related conditions.
In the Italian Cooperative study on Chronic Constipation2, the most
relevant symptoms referred by patients who self-reported constipation
were: abdominal pain and/or distension, flatulence, and headache.
Thus chronic constipation presents clinically as a syndrome the core of
which is represented by two or more of the Rome diagnostic criteria
accompanied by none, one, or more, other symptom(s).

Prevalence
Prevalence of functional constipation varies with the different
definitions used and in the different populations investigated.
Prevalence of functional constipation, on the basis of undefined, self-
reported, complaints of the disturbance is about 20% of the general
population3,4.
The condition increases with age5,6 and is more frequent in adult
females than adult males7.



342 APPROACH TO THE PATIENT WITH CHRONIC GASTROINTESTINAL DISORDERS

Using the Rome diagnostic criteria that take into consideration reduced
bowel frequency and/or impaired defaecation, the mean prevalence of
functional constipation was 3.0% in a US national householder survey,
varying from 2.4% in adult males to 4.8% in adult females8.
In an Italian nationwide survey9 constipation, defined on reduced
bowel frequency and on paediatric diagnosis, showed a prevalence of
about 10% of children.

Health status
Functional constipation may affect health status  to variable degrees.
Abdominal, and even more gynaecological, surgery is more frequently
performed in constipated than in normal subjects.
Constipated patients have an increased prevalence of chronic illnesses
and an increased use of non-laxative medications. Only 22.9% of
chronic constipated patients have ever seen a doctor and most of them
have sought medical advice for non-gastrointestinal symptoms8.
Despite the low request for medical health care for constipation, about
13% of these patients may feel too sick to perform working activities and
the days missed from work or school for constipation averages 22 per
year8.
Furthermore, 30% of chronic constipated patients are habitual
consumers of laxatives that increase bowel frequency but do not improve
general well-being, abdominal or extra-abdominal symptoms and may
induce from negligible to serious side-effects6.
Score evaluation for Quality of life (QoL) is lower in patients with
functional constipation than in healthy controls.
QoL may differ markedly from patient to patient. QoL appears to be
inversely related to the severity of bowel dysfunction, such as the feeling
of incomplete evacuation and tenesmus, and to the severity of
constipation-related symptoms such as abdominal pain, nausea,
vomiting. It would also appear that an objective delay in gastrointestinal
transit plays an important role in reducing QoL10 but this observation
has not been confirmed11.

Co-morbid conditions
The high rate of familial cases suggests that functional constipation may
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be a genetic disorder, but environmental factors, such as parental
behaviour and lifestyle, appear to play a substantial role in causing and
maintaining the disorder2,12,13. A low ratio between the number of
family members and house rooms which limits privacy and toilet
availability is associated with a reduced bowel frequency in children9.
Patients with constipation frequently have psychological disturbances5,14

and there is evidence that symptoms of depression may be considered as
an independent risk factor for constipation3. Eating behaviour  disorders
may also be associated with chronic constipation.
Conflicting data have been reported concerning the relationship
between psychological disorders and the different types of constipation.
Wald et al15 indicated that only patients with normal gastrointestinal
transit, as opposed to patients with prolonged transit, show psychological
disturbances.

Diagnostic approach

First visit
A circumstantial and detailed clinical interview together with a rectoanal
examination are of great importance for the physician to reach at least
six goals when a patient complaining of constipation first comes for
medical advise.

❏ To establish a trusting doctor-patient relationship

❏ To determine the onset and the subsequent development of the
clinical condition

❏ To find out why the patient decided to seek medical advice, if in 
the presence of a long-standing clinical condition

❏ To evaluate the many cofactors: psychological, environmental,
dietary, behavioural, comorbid, which usually contribute, alone or 
in combination, to the clinical condition.

❏ To look for the presence of faecal impaction or other rectoanal 
disorders.

❏ To find out whether the patient’s complaints match the operational 
definition of constipation and deserve further diagnostic 
investigations.
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Diagnostic investigations
Diagnostic investigations are indicated because the presence of
symptoms complying with the definition of constipation do not offer
any clue as to the aetiology, pathophysiologic mechanism(s) or severity
of the disorder.
Metabolic assessment and morphological investigation of the large
bowel are initially performed to evaluate possible organic causes of
constipation.
In those patients who have been taking laxatives, detailed assessment of
their use and of the possible occurrence of  side-effects should be made.
The chronic use of laxatives and enemas is a complex issue that often
interferes with the diagnosis and treatment of constipation and with the
patient-doctor relationship itself.The continuous use of laxatives and/or
enemas does not enable the patient to provide indications concerning
spontaneous bowel habits, as to stool consistency, and straining pattern.
The doctor thus remains uncertain whether the patient is constipated
but could anyway manage his/her disorder with less, or even without,
laxatives or whether he/she is not at all constipated and thus the lack of
urge to defaecate, which follows the laxative-induced bowel emptying,
is the only affliction of the patient. A diary in which the patient is
instructed to report bowel frequency, stool consistency, straining pattern,
as well as other relevant symptoms while off laxatives/enemas would be
useful to evaluate the patient’s spontaneous complaints16. Some,
especially elderly, patients, however, may object to staying off laxatives or
may offer opposition to other types of treatment and this behaviour may
even give rise to a patient-doctor conflict.
Although the excessive use of laxatives may cause relevant side effects,
there are no hard data to support the widespread belief that laxatives per
se are detrimental and should be avoided at all costs.This widespread and
deep-rooted belief may affect both the patient’s and the doctor’s
behaviour.
Some patients may feel guilty for having used laxatives/enemas and look
for alternative treatments that might not be as successful or can be
frustrated by doctors prescribing other types of laxatives. It is also
possible that, for the same belief, the doctor may oppose the use of
laxatives that the patient has been using profitably and without side-
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effects. The above-mentioned behaviours may lead to a conflictual
relationship between the patient and his/her physician. A practical and
constructive approach is for the doctor to offer suggestions and
indications on the use, if any, of laxatives /enemas, taking into account
the patient’s cultural attitude on bowel emptying and habits on the use
of laxatives.
Functional tests of the colon, rectum and anus may be helpful to assess
the pathophysiologic mechanism(s) of chronic constipation. Assessment
of the segmental large bowel transit time is of value to identify whether
and in which part of the large bowel there is faecal retention17.
According to results of this investigation, patients can be classified  into
four subtypes:

❏ with normal transit

❏ with slow colonic transit

❏ with slow rectal transit

❏ with slow rectal and colonic transit.

Anorectal manometry, defaecography, and electromyography of the anal
and pelvic floor muscles18,19 may be indicated in those patients with
normal  transit or slow rectal transit in whom a defaecatory dysfunction
may be found. Manometry of the colon is indicated in those patients
with slow colonic transit who do not respond to dietary and laxative
treatment (severe constipation).

Therapeutic approach

General measures
Treatment of functional constipation is based, in all cases, on a good
patient-doctor relationship as well as patient’s education. It is necessary
to carefully study the patient’s history to check dietary and/or
behavioural habits possibly responsible for constipation. Fibre intake
correlates with faecal output and transit through the large bowel.A low
intake of  fibre  should  be modified either by increasing the amount of
vegetables to reach at least 15-18 g of dietary fibres and/or by adding
fibre integrators (bran, psyllium, etc.) with adequate intake of water
(1500 ml/day). Bulking agents accelerate large bowel transit, and
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increase frequency of bowel movements. It is likely that  intraluminal
distention secondary to bulking agents, speeds up the large bowel transit
by eliciting propulsive and/or inhibiting segmenting contractions.
Bulking agents are generally recommended as a first therapeutic step in
chronic constipation but not all patients benefit from them. Patients with
slow rectal transit may not be responsive to bulking agents20 and
furthermore, patient’s  compliance to bulking agents may be reduced
due either to palatability and/or bloating.
Some subjects may ignore or defer  the call to evacuate because of lack
of time and/or suitable toilet facilities. In this condition, it may be useful
to retrain bowel habits by attempting to empty the bowel in a favourable
setting, possibly in a mentally and physically relaxed state, and after a
meal in order to take advantage of the gastro-colonic response.
Some patients believe it is necessary to evacuate daily or more than
once/day. Others, with normal bowel habits, believe that symptoms such
as abdominal bloating and/or pain, nausea, headache will improve with
more frequent evacuations.These subjects may interpret their symptoms
as due to inadequate bowel emptying and use laxatives chronically, with
no improvement in abdominal symptoms that, on the contrary, may even
be made worse by laxatives. These patients should be informed about
normal bowel frequency and the origin of their symptoms that are not
caused by constipation.
Some patients report a distressing need to evacuate repeatedly for any
minimal amount of faeces retained in the rectum.This type of problem
is usually associated with an obsessive-compulsive behaviour and is
interpreted by the patients as constipation. In these patients and in those
complaining mainly of pain and/or bloating, low dose trycyclic
antidepressants may be helpful5,21.
In those patients in the habit of  continuously using  laxatives, it is
advisable to assess bowel movements and to perform functional tests
during a laxative-free period.

Normal transit and normal anorectal function
Patients with normal intestinal transit and  normal anorectal function
may only need reassurance, education about bowel physiology and
symptom interpretation and, if necessary, dietary advice with fibre
supplementation.
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Slow colonic transit (Figure 1)
With bran treatment (30 g/die) transit time and frequency of bowel
movements may return to normal in patients with slow colonic transit
constipation20.
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Possible diagnostic-therapeutic algorithm in constipated patients with slow colon transit. 

a. High fibre treatment
b. Bowel training

No benefit

Laxative
(PEGs)

BENEFIT No benefit

Abnormal colon transit

Assess bowel habits & transit 
in controlled and blind conditions

Colon 
manometry

Psychiatric 
counselling

Normal colon transit

Abnormal Normal

Colectomy Intermittent 
lavage/enema

No benefit

BENEFIT

BENEFIT

Figure 1

PEGs Polyethylene glycol solution.
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A subgroup of patients with slow transit through the colon may be
unresponsive to bulking agents, and, in these subjects, a trial with oral
laxatives should be attempted.
Those patients who still complain of the impossibility to empty the
bowel despite laxatives should have their bowel frequency and intestinal
transit assessed after blind administration of radiopaque markers. This
blind evaluation may require hospital admission in order to control
ingestion of disguised markers and bowel emptying as well as to perform
radiographic assessment, with the patient being unaware of the test22. In
these conditions, if markers are not evacuated spontaneously, bowel
emptying and marker transit should be assessed after oral administration
of one litre, or more, of isosmotic polyethylene glycol solution (PEGs).
In those patients refractory to any conservative, even aggressive,
approach, surgical treatment with colectomy and ileo-rectum
anastomosis, should be taken into consideration.These are often young
women with a depressive syndrome, and absence of colonic motor
activity; before surgery, it is necessary to assess whether motor
abnormalities affect the stomach and/or the small bowel and whether a
condition of marked psychopathology is also present23.
The Malone antegrade colonic enema through a non-refluxing
appendicular stoma may offer a valid alternative to colectomy24.
However, the Malone procedure is associated with a high failure rate
when used in neurologic constipated adults25; it may not be successful in
patients with obstructed defaecation and severe constipation.

Rectal faecal impaction and megarectum
Slow transit through the rectum can lead to faecal impaction and
megarectum. In this condition, which is frequent both in children and
the elderly, rectal impaction must first be removed using either oral
administration of PEGs26-28 or iso- or hyper-osmotic enemas (2000
ml/die until satisfactory emptying of the large bowel has been
achieved)29; effects may be enhanced by prior administration of mineral
oil  per rectum.
Treatment is then based on scheduled bowel evacuations, bowel habit
retraining with regular use of laxatives and/or anorectal biofeedback30.
In children and non-cooperative patients, large daily doses of oral
laxatives can be used.
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Anorectal dysfunction (Figure 2)
In normal conditions, evacuation is the result of the  synergism between
the  contraction of abdominal muscles and  appropriate inhibition of the
pelvic floor triggered by the arrival of adequate amounts of faeces in the
rectum that elicit the urge to defaecate. Hard and pellety stools,
impairment of rectal  sensation and/or lack of relaxation or paradoxical
contraction of the external anal sphincter and puborectalis during
straining (pelvic floor dyssynergia) can impede evacuation31.

Figure 2

Anorectal Manometry
(Defaecography   EMG)

Abdomino-pelvic
dyssynergia

Normal

Re-assess

Suppository

High fibre intake

BFB PF-rehab

Reduced/absent 
urge to defaecate

Hard stools Normal/reduced
stool consistency

No benefit
Laxative
(PEGs)

No benefit

No benefit

Enema, Lax-suppository, Digitation, 
Manual evacuation

No benefit
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Possible diagnostic-therapeutic algorithm in constipated patients with either slow rectal transit
or normal transit.

BENEFIT

BENEFIT

BENEFIT

BENEFIT

EMG Electromyography      PEGs Polyethylene glycol solution      BFB Biofeedback   
PF-rehab Pelvic Floor rehabilitation.
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Treatment of these anorectal dysfunctions is based on biofeedback and
bowel habit training once stools have been brought to within normal
consistency32.
When  perception of the stimulus to defaecate is reduced, prescription
of a high residue diet, integrated with  additional fibre supplements, may
be required to increase stool volume so that efficient rectal distension
may more rapidly reach the  threshold of rectal perception triggering
defaecation. Bowel habit training consists in attempting to open the
bowels after a meal, either spontaneously or using a defaecatory stimulus;
it is aimed to induce defaecation, at regular time intervals and to avoid
rectal impaction.
If patients are unresponsive to fibre supplementation a glycerine suppository
can be added in order to train the bowel by inducing defaecation at
regular time intervals.
If stools are still hard and pellety, it may be useful to give a low daily
dosage of isosmotic PEGs to reduce faecal consistency33.
In patients with low rectal sensitivity and in those with proven
abdomino-pelvic dyssynergia, biofeedback and other rehabilitative
measures should be attempted in order to improve rectal sensitivity and
synergism between the abdominal wall contraction and pelvic floor
relaxation.

Psychological disturbances
When symptoms of constipation are believed to be caused by, or
associated with, psychosocial conditions, the patient may require
psychological counselling.
The presence of a psychological disorder  should be suspected when
patients deny bowel emptying, when complaints are not proportional to
the objective finding of the functional tests, when abdominal pain or
bloating or defaecatory disturbances are continuous, unrelated to bowel
emptying and do not improve  irrespectively of  treatment.
Psychological support is also needed in those patients with eating
behaviour disorders.

Drug treatment
Although the long-term treatment of chronic constipation with oral or
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rectal laxatives is generally discouraged, there are conditions for which
their continued use is necessary:

❏ patients who need to avoid straining (cardiac disease etc)

❏ patients not responding to other conservative treatments and for 
whom surgery is not possible

❏ patients with cognitive or physical impairment which interferes 
with self-toileting.

Both stimulant and osmotic laxatives facilitate evacuation by softening
stool consistency and/or speeding bowel transit. Laxatives must be
chosen bearing in mind possible side-effects, patient compliance and
long-term efficacy. Prescription is  aimed at  obtaining adequate voiding
of the bowel, preventing colo-rectal impaction, without causing
diarrhoea and other side-effects, which are rarely reported34. Of the
available stimulant laxatives, it may be recommended to use the non
absorbable type in order to lessen the risk of side-effects. Stimulant
and/or hyperosmotic laxatives should be administered 2-3 times/week;
however, their effect may wear off in the long-term treatment. Non-
purging daily dose (125-500 ml) of isoosmotic PEG electrolyte balanced
solutions can profitably be used for long-term treatment since the
therapeutic efficacy is maintained with few side-effects34.
Prokinetic drugs such as cisapride that increase motor activity of the
colon, may be useful in children36 and in patients with constipation-
predominant irritable bowel syndrome37,38. More recently 5HT4-
agonists39-42 (Tegaserod, Prucalopride) and CCK-antagonists43 have
been reported to improve bowel habits as well other symptoms in
constipated patients.
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