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CHAPTER 55
Diarrhea and Constipation

APPROACH TO THE PATIENT:
Constipation
A careful history should explore the patient’s symptoms and con-
firm whether he or she is indeed constipated based on frequency 
(e.g., fewer than three bowel movements per week), consistency 
(lumpy/hard), excessive straining, prolonged defecation time, or 
need to support the perineum or digitate the anorectum to facilitate 
stool evacuation. In the vast majority of cases (probably >90%), 
there is no underlying cause (e.g., cancer, depression, or hypothy-
roidism), and constipation responds to ample hydration, exercise, 
and supplementation of dietary fiber (15–25 g/d). A good diet and 
medication history and attention to psychosocial issues are key. 
Physical examination and, particularly, a rectal examination should 
exclude fecal impaction and most of the important diseases that 
present with constipation and possibly indicate features suggesting 
an evacuation disorder (e.g., high anal sphincter tone, failure of 
perineal descent, or paradoxical puborectalis contraction during 
straining to simulate stool evacuation).

The presence of weight loss, rectal bleeding, or anemia with 
constipation mandates either flexible sigmoidoscopy plus bar-
ium enema or colonoscopy alone, particularly in patients >40 
years, to exclude structural diseases such as cancer or strictures. 
Colonoscopy alone is most cost-effective in this setting because 
it provides an opportunity to biopsy mucosal lesions, perform 
 polypectomy, or dilate strictures. Barium enema has advantages 
over colonoscopy in the patient with isolated constipation because 
it is less costly and identifies colonic dilation and all significant 
mucosal lesions or strictures that are likely to present with constipa-
tion. Melanosis coli, or pigmentation of the colon mucosa, indicates 
the use of anthraquinone laxatives such as cascara or senna; how-
ever, this is usually apparent from a careful history. An unexpected 
disorder such as megacolon or cathartic colon may also be detected 
by colonic radiographs. Measurement of serum calcium, potassium, 
and thyroid-stimulating hormone levels will identify rare patients 
with metabolic disorders.

Patients with more troublesome constipation may not respond 
to fiber alone and may be helped by a bowel-training regimen, 
which involves taking an osmotic laxative (e.g., magnesium salts, 
lactulose, sorbitol, polyethylene glycol) and evacuating with enema 
or suppository (e.g., glycerine or bisacodyl) as needed. After break-
fast, a distraction-free 15–20 min on the toilet without straining 
is encouraged. Excessive straining may lead to development of 
hemorrhoids, and, if there is weakness of the pelvic floor or injury 
to the pudendal nerve, may result in obstructed defecation from 
descending perineum syndrome several years later. Those few 
who do not benefit from the simple measures delineated above or 
require long-term treatment or fail to respond to potent laxatives 
should undergo further investigation (Fig. 55-4). Novel agents that 
induce secretion (e.g., lubiprostone, a chloride channel activator, 
or linaclotide, a guanylate cyclase C agonist that activates chloride 
secretion) are also available.

INVESTIgATION OF SEVERE CONSTIPATION
A small minority (probably <5%) of patients have severe or “intrac-
table” constipation; about 25% have evacuation disorders. These are 
the patients most likely to require evaluation by gastroenterologists or 
in referral centers. Further observation of the patient may occasion-
ally reveal a previously unrecognized cause, such as an evacuation 
disorder, laxative abuse, malingering, or psychological disorder. In 
these patients, evaluations of the physiologic function of the colon and 
pelvic floor and of psychological status aid in the rational choice of 
treatment. Even among these highly selected patients with severe con-
stipation, a cause can be identified in only about one-third of tertiary 
referral patients, with the others being diagnosed with normal transit 
constipation.
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Measurement of Colonic Transit Radiopaque marker transit tests are 
easy, repeatable, generally safe, inexpensive, reliable, and highly appli-
cable in evaluating constipated patients in clinical practice. Several 
validated methods are very simple. For example, radiopaque markers 
are ingested; an abdominal flat film taken 5 days later should indicate 
passage of 80% of the markers out of the colon without the use of laxa-
tives or enemas. This test does not provide useful information about 
the transit profile of the stomach and small bowel.

Radioscintigraphy with a delayed-release capsule containing radio-
labeled particles has been used to noninvasively characterize normal, 
accelerated, or delayed colonic function over 24–48 h with low radia-
tion exposure. This approach simultaneously assesses gastric, small 
bowel (which may be important in ∼20% of patients with delayed 
colonic transit because they reflect a more generalized GI motility 
disorder), and colonic transit. The disadvantages are the greater cost 
and the need for specific materials prepared in a nuclear medicine 
laboratory.

Anorectal and Pelvic Floor Tests Pelvic floor dysfunction is suggested 
by the inability to evacuate the rectum, a feeling of persistent rectal 
fullness, rectal pain, the need to extract stool from the rectum digitally, 
application of pressure on the posterior wall of the vagina, support of 
the perineum during straining, and excessive straining. These signifi-
cant symptoms should be contrasted with the simple sense of incom-
plete rectal evacuation, which is common in IBS.

Formal psychological evaluation may identify eating disorders, 
“control issues,” depression, or post-traumatic stress disorders that 
may respond to cognitive or other intervention and may be important 
in restoring quality of life to patients who might present with chronic 
constipation.

A simple clinical test in the office to document a non-relaxing 
puborectalis muscle is to have the patient strain to expel the index 
finger during a digital rectal examination. Motion of the puborectalis 
posteriorly during straining indicates proper coordination of the pelvic 
floor muscles. Motion anteriorly with paradoxical contraction during 
simulated evacuation indicates pelvic floor dysfunction.

Measurement of perineal descent is relatively easy to gauge clini-
cally by placing the patient in the left decubitus position and watching 
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