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CONSTIPATION 

Susan Kashaf, MD, MPH 
Week 23 

   
 
Educational Objectives: 
 

1. Differentiate between functional and secondary constipation using history, physical, and 
judicious use of diagnostic testing   

2. Describe a rational approach to non-prescription and prescription treatment of chronic 
constipation and advanced diagnostic testing/specialty referral 

3.  Be aware of recent advances in the treatment of opiate-induced constipation   
 
 

CASE ONE:   

 
Mr. H. is a 78-year-old man with a history of hypertension, atrial fibrillation, and knee 
osteoarthritis who comes in to his clinic visit with a complaint of constipation. He has had 
hard stools for several years and says that he frequently has to strain when having a bowel 
movement. He denies any abdominal pain, weight loss, or blood in the stool. He describes 
his diet as “meat and potatoes” and does not do much exercise due to his knee pain. 
 
His medications include verapamil, hydrochlorothiazide, rivaroxaban and docusate. 
 

 
Questions: 

 
1. Define constipation and outline an approach to determining whether it is functional 

or related to a secondary etiology using history and physical examination. 
Constipation is one of the most common complaints in the primary care setting. When 
patients report constipation, they are usually referring not only to infrequent bowel 
movements (historically defined as less than three bowel movements per week), but also 
hard stool and/or difficulty passing stool. 
 
The first step in evaluating constipation is to make sure there are no alarm symptoms 
that would require further investigation, such as unintentional weight loss, blood in the 
stool, fever, anemia, family history of colon cancer or inflammatory bowel disease, or an 
acute change in bowel habits (Shah, 2015).  It should be noted that while bright red blood 
can occur due to straining from or complications of constipation, it always merits 
thoughtful investigation. The extent of the work-up would depend on the patient’s 
underlying risk for colon cancer (based on age, family history and other symptoms) and 
whether initial evaluation identifies a potential etiology for bleeding such as hemorrhoids 
or an anal fissure. For example, a person over age 50 with constipation and blood in the 
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stool should undergo colonoscopy (unless he or she has had a recent complete 
colonoscopy) even if there are hemorrhoids visible on exam. In contrast, a healthy person 
under age 40 with no red flags is at lower risk for colon cancer and likely does not need 
further evaluation if hemorrhoids are visible on exam, unless the bleeding persists despite 
treating the suspected source. 

 
After making sure that there are no red flags, the provider should ascertain if the 
constipation is due to a secondary etiology or is functional by doing a thorough history 
and physical.  Secondary causes of constipation include (please refer to Table 1 of Shah 
article for a comprehensive list): 

• Medications: particularly opiates, anticholinergic medications, calcium channel 
blockers, diuretics, antihistamines, iron and calcium 

• Diet and lifestyle issues such as dehydration, low-fiber diet, immobility, and poor 
bowel habits such as ignoring the “call to stool” 

• Mechanical issues such as colon cancer, colonic/rectal/anal stricture, megacolon 
• Neurologic diseases such as a spinal cord lesion, multiple sclerosis, Parkinson 

disease 
• Endocrine diseases including severe hypothyroidism, hypercalcemia, 

hyperparathyroidism, and diabetes 
• Metabolic issues/electrolyte abnormalities including uremia, hypercalcemia, 

severe hypokalemia, and hypomagnesemia 
 
In the absence of an apparent secondary cause, the constipation is considered functional.  
 
The most commonly used criteria for classifying functional gastrointestinal disorders are 
the Rome criteria. First issued in 1990, the Rome criteria are the results of an 
international effort by experts in gastroenterology to standardize diagnosis and research 
in functional gastrointestinal disorders. The most recent update, Rome IV, was released 
in 2016 and defines functional constipation as a symptom complex with: 

1)  At least two of the following for the past three months, with symptom onset at 
least six months before diagnosis:  
• Straining during ≥25% defecations 
• Lumpy or hard stool ≥25% defecations 
• Sensation of incomplete defecation ≥25% defecations 
• Sensation of anorectal obstruction/blockage ≥25% defecations 
• Manual maneuvers to facilitate a bowel movement ≥25% defecations 
• Fewer than three spontaneous bowel movements per week 

2)  Loose stools rarely present without the use of laxatives 
3)  Do not meet irritable bowel syndrome (IBS) criteria: abdominal pain and/or 

bloating may be present but are not predominant symptoms (Lacy, 2016).   
 
For reference, Rome IV defines IBS as abdominal pain ≥1 day/week in the last three 
months with at least two of the following; related to defecation (increasing or improving 
pain), associated with a change in stool frequency, associated with a change in stool 
form. Those meeting criteria for IBS can then be subtyped based on the predominant 
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stool forms as IBS with constipation, IBS with diarrhea, IBS with mixed bowel habits or 
unsubtyped IBS. 

 
Once you have determined that the constipation is functional by doing a thorough review 
for alarm symptoms and evaluating for the secondary causes listed above on history and 
physical, some other specific questions and physical exam maneuvers should be added to 
better evaluate the constipation. 
 
History: 
Duration of symptoms, frequency of stools, stool characteristics using the Bristol Stool 
Form scale (Lewis, 1997) and whether any manual maneuvers are needed to facilitate 
defecation (patients often do not volunteer this). 
 

 
 
Physical Exam: 
In addition to a thorough abdominal exam, the evaluation of constipation should include a 
comprehensive rectal exam and consideration of a gynecological exam in women looking 
for internal prolapse of the posterior vaginal wall or a rectocele. 
 
Please refer readers to page 6 of the Shah article for a full description of what a 
comprehensive exam entails but it should include the following:  

• Position the patient in the left lateral position with hips flexed 
• Inspect for anal problems including fissures, hemorrhoids, fistulae, malignancy 
• Ask the patient to strain to evaluate for rectal prolapse, prolapsed hemorrhoids or 

a patulous (not closed) anus 
• Perform the anal wink by lightly scratching the perianal area with a cotton pad or 

end of a cotton swab stick to assess sacral arc innervation (the anus should 
contract) 

• Palpate the anal canal for lesions/pain 
• Advance a finger into the rectum and sweep to palpate for masses or a rectocele 
• Maintaining the examining finger in the patient’s rectum, place the other hand on 

the patient’s abdomen and ask the patient to bear down as if having a bowel 
movement; this should contract the abdominal muscles, relax the sphincter and 
cause the perineum to descend 1-3.5cm and the rectum to push the finger distally 

  

Seonaid Hay
Denise, this is the Wikipedia chart, can we include it? Susan, also has one in the references but I don’t know if it is open source. I’d like the actual picture of the chart in the text…thanks!
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CASE ONE CONTINUED: 

 
In speaking to Mr. H. in more detail, he reports that his constipation has been occurring on 
and off for many years but became more of an issue when he started on blood pressure 
medications a few years ago.  In looking at the Bristol Stool Form scale he states that most 
of his stools are Bristol 1 (“separate hard lumps, like nuts”).  He has bowel movements a 
few times a week and has some bloating and straining but does not have any abdominal 
pain. He denies the need for digital manipulation to assist with defecation. In addition to 
the daily docusate, he mentions that he resorts to over the counter suppositories every few 
weeks. You conduct a thorough abdominal and rectal exam which reveal no masses or 
tympany and a normal push effort with contraction of the abdominal muscles, relaxation of 
the anal sphincter and descent of the perineum with bearing down. In reviewing his chart, 
you note that he had a normal CBC and electrolytes a few months ago.  His last 
colonoscopy was eight years ago and was negative. He has no family history of colon 
cancer. 
 

 
2. What other testing does he need?  

The Rome IV consortium recommend that a “CBC should be obtained if not recently 
performed. Thyroid-stimulating hormone (TSH) and serum calcium should be performed 
when clinically indicated. All patients aged older than 50 years (45 years and older in 
African Americans) should have a screening colonoscopy based on national 
recommendations. The presence of alarm symptoms or a family history of colorectal 
cancer should prompt earlier intervention” (Lacy, 2016).  
 
In other words, although a metabolic profile, TSH and calcium are often measured in the 
evaluation of constipation, there is inadequate data regarding the cost-effectiveness and 
diagnostic utility of these tests so the guidelines leave it to the clinician to determine if 
they are indicated.  Also, it should be noted that the prevalence of colonic neoplastic 
lesions is comparable in patients with or without chronic constipation, therefore routine 
colonoscopy is not warranted for most patients with constipation. Therefore, according to 
the AGA guidelines, testing should be done for those with alarm clinical features, 
constipation refractory to medical management, an abrupt change in bowel habits, or 
those who have not undergone age-appropriate colon cancer screening after onset of 
constipation (Barucha, 2013). Of note, colon cancer screening guidelines vary, with most 
organizations starting screening for average risk patients at 50, except for the American 
Cancer Society which recently made a “qualified recommendation” to start screening for 
colon cancer for average risk patients at age 45 (Wolf, 2018). 
 
He has no alarm signs and symptoms and is up to date with his colon cancer screening so 
there would be no need for further testing at this time and we can proceed directly with 
treating his symptoms.  
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3. What diet and lifestyle interventions would you recommend for him? What over the 
counter and/or prescription medications could you consider? 
Given that he reports that his symptoms worsened with the addition of a diuretic and 
calcium channel blocker, you should try switching to a less constipating agent such as an 
ace inhibitor. 
 
Dietary and lifestyle modification is first-line and should be addressed in detail.   
 

• Behavioral - recommendations that should be discussed include heeding the “call 
to stool”, timed toileting after breakfast or dinner to take advantage of the 
gastrocolic reflex and optimizing his position by elevating his feet with a foot 
stool, which helps the puborectalis muscle relax and straightens the anorectal 
junction. 

• Fiber - intake of 20-30 g/d with adequate fluid intake has been shown to improve 
functional constipation and is the mainstay of therapy. This can be done through 
natural sources in the diet and/or through supplements. Soluble fiber from sources 
such as oat bran, psyllium (Metamucil) and certain fruits and vegetables (e.g., 
strawberries and beans) dissolves in water and forms a hydrophilic gel, thus 
resisting dehydration of the stool as it passes through the large bowel. Insoluble 
fiber from sources such as wheat bran, methylcellulose (Citrucel), polycarbophil 
(Fibercon), flaxseed and leafy greens increase stool biomass thus increasing 
motility but may cause bloating, cramping, and flatulence so should be increased 
gradually to improve tolerance and compliance. There is also data to support the 
use of prunes as a source of fiber: in an eight-week trial 50g of prunes (roughly 6 
prunes) twice daily improved stool frequency and constipation severity even more 
than psyllium in patients with mild or moderate chronic constipation (Attaluri, 
2011). 

 
There is no clear evidence-based answer on what agent should be trialed after a patient 
fails fiber supplementation/bulking agents. There are many agents available and therapy 
should be individualized based on cost, patient preference and individual response to 
trials.  Please refer to the Wald article for a step-wise approach (see figure on page 188) 
that takes into account cost and strength of evidence (see Table 2 for cost comparisons). 
  
Osmotic laxatives such as polyethylene glycol (or Miralax), sorbitol, magnesium salts, 
and lactulose: 

• Draw fluid into the lumen thus increasing fecal biomass with secondary effects on 
peristalsis 

• Polyethylene glycol (PEG) is first-line in this class given that it has the strongest 
RCT data showing efficacy and tolerability, with a Cochrane Review meta-
analysis showing it to be more effective and with fewer side effects than lactulose. 
Of note, lactulose is available by prescription only and is much more expensive 
then PEG (Belsey, 2010) 

• Magnesium containing laxatives should be used cautiously in the elderly and 
avoided in those with renal impairment due to risk of hypermagnesemia 

• Side effects include dose-dependent abdominal cramping, bloating and diarrhea 
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Stimulants such as senna and bisacodyl: 
• Stimulate colonic contractions to accelerate colonic transit via the myenteric 

plexus and propel stool forward 
• Despite earlier concerns, there is no evidence for colonic damage or dependence 

with long-term use though there can be brown pigmentation of the colon 
(melanosis coli) 

• Most common side effects are abdominal pain and diarrhea 
 

Surfactants/stool softeners such as docusate:  
• Draw water into the stool but are weak laxatives without good RCT data 

supporting their efficacy 
• Most suitable for very mild, intermittent symptoms, if used in combination with 

other agents or as a preventative strategy (e.g., post-op) 
 

Enemas/suppositories should only be used as needed to treat fecal impaction or if oral 
agents cannot be tolerated: 

• Warm water and mineral oil enemas are preferable to soap suds enemas (which 
can cause mucosal damage) or phosphate enemas (which can cause serious 
electrolyte abnormalities in the elderly) 

• Glycerin suppositories are safe and can help with rectal emptying (Mounsey, 
2015) 

 
If constipation fails to improve with trials of the above options, combining agents from 
different classes can be helpful, for instance adding a stimulant such as senna or 
bisacodyl to PEG.  
 
If these trials still do not yield a satisfactory result there are relatively new intestinal 
secretagogues that have been FDA approved for chronic constipation (and constipation-
predominant IBS) available by prescription including:  
 

• Linaclotide (Linzess) and plecanatide (Trulance): guanylate cyclase-C (GC-C) 
agonists ($392/month for linaclotide and $394/month for plecanatide through 
GoodRx.com)  

  
• Lubiprostone (Amitiza): a chloride channel-2 stimulant ($398/month using 

coupon through GoodRx.com) 
 
In addition to high prices and lack of long-term safety data, it should be noted that these 
agents have only been been studied and shown to have efficacy in comparison with 
placebo, with no head to head studies comparing them with each other or with any of the 
less expensive agents already available. Therefore, they should only be used after other 
options have been exhausted.   
 
If symptoms persist despite the above, Mr. H should be referred for diagnostic testing. 
Please refer to Figure 1 in the Shah article for a summary of recommended testing, which 

http://goodrx.com/
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as per the 2013 American Gastroenterological Association algorithm, should start with 
anorectal manometry (ARM) with balloon expulsion testing (BET). 
 

 
CASE TWO:  

 
Mrs. D. is a 44-year-old woman who comes in for follow-up of long-standing constipation. 
She notes her symptoms started after the difficult birth of her last child, which involved a 
second-degree laceration (tear of the perineal skin and muscles but not the anal sphincter) 
when she was 22 years old.  She describes bloating, straining, and a sensation of incomplete 
emptying. When asked she notes that she often has to press down on her perineum with her 
fingers to help evacuate her stools. Her stools are usually soft but she sometimes goes four 
days without having a bowel movement.  
 
Over the years she has tried many therapies including psyllium, docusate, milk of 
magnesia, bisacodyl, senna, and polyethylene glycol, which would usually result in 
transient improvement of her symptoms. At her last visit you prescribed lubiprostone but 
she stopped taking it due to lack of efficacy and expense.  
 
She has not noted any blood in her stool or weight loss. She has no family history of colon 
cancer or inflammatory bowel disease. 
 
Her medications include: daily polyethylene glycol and bisacodyl suppositories every few 
days. 
 
On physical examination, she is well-appearing and in no acute distress. Her abdominal 
exam is normal. On rectal examination she has no masses, fissures or hemorrhoids and has 
normal resting tone and an intact anal wink. You ask her to bear down and note an 
increase in external anal sphincter tone, a weak push effort and no perineal descent.  
 

 
4. What etiology for constipation is suggested by Mrs. D.’s presentation? How could 

you confirm this diagnosis? 
Mrs. D.’s history of obstetrical trauma, lack of response to multiple trials of laxatives and 
her digital rectal exam with contraction of the external anal sphincter and inadequate 
descent of the perineum while bearing down suggest pelvic floor dyssynergia. Normal 
evacuation of stool involves coordinated relaxation of the puborectalis and/or external 
anal sphincter muscles while increasing intraabdominal pressure. Dyssynergic defecation 
occurs as a result of inappropriate or inadequate contractions/relaxation resulting in a 
functional outlet obstruction.  
 
The sensitivity and specificity of DRE for identifying dyssynergia in patients with 
chronic constipation are 75% and 87%, with a positive predictive value of 97% 
(Tantiphlachiva, 2010). In the DRE, dyssynergia was identified by two or more of the 
following features: impaired perineal descent (normal descent is 1-3.5cm), paradoxical 
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anal contraction (anal sphincter and puborectalis muscles should relax while patient is 
contracting abdomen) or impaired abdominal push effort. 
 
The diagnosis is best confirmed with anorectal manometry with balloon expulsion 
testing. This is an important diagnosis to make as the evidence-based treatment for 
functional defecation disorders is biofeedback, not laxatives (Wald, 2015). Biofeedback 
involves cognitive retraining of the abdominal wall and pelvic muscles and requires the 
ability to be able to participate in the therapy. In patients who are not cognitively capable 
of participating in biofeedback, suppositories (glycerin and bisacodyl) to increase rectal 
contractions can be used to help with evacuation. 
 
 

CASE THREE:  

 
Mr. F. is a 68-year-old man with advanced cholangiocarcinoma that is being managed 
palliatively. He has pain, which is no longer managed on non-opiate analgesics and is 
impacting his quality of life.  You decide together to add a scheduled opiate.  
 

 
5. What steps should you take to prevent constipation? 

Constipation occurs in 40-90% of patients on chronic opiates, and unlike some of the 
other opiate side effects such as somnolence or nausea, does not improve with time 
(Wald, 2015). It is therefore important to take steps to prevent opiate-induced 
constipation (OIC) in patients being started on scheduled opiates. A Cochrane Review 
identified no clear clinical trial data showing superiority of one laxative regimen over 
another (Candy, 2011), therefore most recommendations are based on cost and 
pathophysiology.  
 
Given that opiates decrease peristalsis, the first-line prophylaxis for patients being started 
on a scheduled opiate is a scheduled stimulant laxative such as senna or bisacodyl, with 
or without a stool softener such as docusate.  Alternatively, an osmotic laxative such as 
PEG, sorbitol or lactulose can be used. It should be noted that stool softeners alone are 
inadequate to prevent OIC. 
 
In addition, some opiates are less constipating than others. There is data to support 
transdermal fentanyl as a less constipating option as compared with sustained release 
morphine, for example (Tassinari, 2009).  

 
6. What if your regimen is ineffective even after maximal doses are achieved? What 

prescription options are available? 
There are several prescription options that are FDA approved for refractory OIC:  

• Opioid Antagonists: Peripherally restricted Mu-opioid receptor antagonists 
(PAMORAs) do not cross the blood-brain barrier and are thus able to block the 
effects of opiates on the gut without inducing withdrawal.  A recent meta-analysis 
comparing the available prescription medications for the treatment of refractory 
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opiate induced constipation found subcutaneous methylnaltrexone (Relistor: 
($3028/month through GoodRx.com) to be the most effective (Sridharan, 2018).  
Other agents with less robust evidence include oral methylnatrexone ($765/month 
on GoodRx.com) and naloxegol ($351/month on GoodRx.com). 

• Lubiprostone: chloride channel-2 stimulant ($398/month using coupon through 
GoodRx.com) is also FDA approved for OIC in chronic non-cancer pain. 
 
 

 
  

http://goodrx.com/
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CME Questions: 
 

1. Which class of agents would be recommended as first-line treatment for daily use 
for a patient with functional constipation? 

a. Stool softeners such as docusate 
b. Bulking agents such as psyllium 
c. Stimulants such as bisacodyl or senna 
d. Intestinal secretagogue such as lubiprostone 
e. Osmotic agent such as PEG 

 
2. Which medication is the most appropriate first-line for prevention of opiate-induced 

constipation for a patient on scheduled opiates? 
a. Stool softeners such as docusate 
b. Bulking agents such as psyllium 
c. Stimulants such as bisacodyl or senna 
d. Intestinal secretagogue such as lubiprostone 
e. Peripherally restricted Mu-opioid receptor antagonist (PAMORA) such as 

methylnaltrexone 
 

3. Which treatment is most efficacious to treat chronic constipation caused by 
dyssynergic defecation? 

a. Stool softeners such as docusate 
b. Bulking agents such as psyllium 
c. Stimulants such as bisacodyl or senna 
d. Intestinal secretagogue such as lubiprostone 
e. Biofeedback 

 
 
 

Answers: 
 

1. b Bulking agents are physiological, effective, inexpensive and safe and are thus first 
line for daily treatment for functional constipation. Osmotic agents such as PEG 
would be the next choice given efficacy and safety. Stool softeners/surfactants such as 
docusate are weak laxatives and thus most appropriate for very mild intermittent 
constipation. Stimulants such as senna are the fastest-acting agents (8-12 hours) and 
are most effective for acute exacerbations of constipation as well as slow-transit 
constipation or in opiate use. 

2. c A scheduled stimulant such as bisacodyl or senna would be the best of the above 
choices. Stool softeners and fiber supplements are inadequate to manage opioid-
induced constipation. Methylnaltrexone and lubiprostone are effective but expensive 
and thus only appropriate for therapy for refractory cases of OIC. An osmotic agent 
such as PEG would also be an acceptable option. 

3. e Biofeedback is safe, non-invasive and has strong RCT data demonstrating superiority 
to laxatives (and placebo, and sham) in dyssynergic defecation and is the therapy of 
choice.    


