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PART 2
Cardinal Manifestations and Presentation of Diseases

the perineum to detect inadequate descent (<1.5 cm, a sign of pelvic
floor dysfunction) or perineal ballooning during straining relative to
bony landmarks (>4 cm, suggesting excessive perineal descent).
A useful overall test of evacuation is the balloon expulsion test. A
balloon-tipped urinary catheter is placed and inflated with 50 mL of
water. Normally, a patient can expel it while seated on a toilet or in the
left lateral decubitus position. In the lateral position, the weight needed
to facilitate expulsion of the balloon is determined; normally, expulsion occurs with <200 g added or unaided within 2 min.
Anorectal manometry, when used in the evaluation of patients with
severe constipation, may find an excessively high resting (>80 mmHg)
or squeeze anal sphincter tone, suggesting anismus (anal sphincter spasm). This test also identifies rare syndromes, such as adult
Hirschsprung’s disease, by the absence of the rectoanal inhibitory
reflex.
Defecography (a dynamic barium enema including lateral views
obtained during barium expulsion or a magnetic resonance defecogram) reveals “soft abnormalities” in many patients; the most relevant
findings are the measured changes in rectoanal angle, anatomic defects
of the rectum such as internal mucosal prolapse, and enteroceles or
rectoceles. Surgically remediable conditions are identified in only a
few patients. These include severe, whole-thickness intussusception
with complete outlet obstruction due to funnel-shaped plugging at the
anal canal or an extremely large rectocele that fills preferentially during
attempts at defecation instead of expulsion of the barium through the
anus. In summary, defecography requires an interested and experienced radiologist, and abnormalities are not pathognomonic for pelvic
floor dysfunction. The most common cause of outlet obstruction is
failure of the puborectalis muscle to relax; this is not identified by
barium defecography, but can be demonstrated by magnetic resonance
defecography, which provides more information about the structure
and function of the pelvic floor, distal colorectum, and anal sphincters.
Neurologic testing (electromyography) is more helpful in the
evaluation of patients with incontinence than of those with symptoms
suggesting obstructed defecation. The absence of neurologic signs in
the lower extremities suggests that any documented denervation of
the puborectalis results from pelvic (e.g., obstetric) injury or from
stretching of the pudendal nerve by chronic, long-standing straining.
Constipation is common among patients with spinal cord injuries,
neurologic diseases such as Parkinson’s disease, multiple sclerosis, and
diabetic neuropathy.
Spinal-evoked responses during electrical rectal stimulation or
stimulation of external anal sphincter contraction by applying magnetic stimulation over the lumbosacral cord identify patients with
limited sacral neuropathies with sufficient residual nerve conduction
to attempt biofeedback training.
In summary, a balloon expulsion test is an important screening
test for anorectal dysfunction. Rarely, an anatomic evaluation of the
rectum or anal sphincters and an assessment of pelvic floor relaxation
are the tools for evaluating patients in whom obstructed defecation is
suspected and is associated with symptoms of rectal mucosal prolapse,
pressure of the posterior wall of the vagina to facilitate defecation
(suggestive of anterior rectocele), or prior pelvic surgery that may be
complicated by enterocele.
TREATMENT

Constipation

After the cause of constipation is characterized, a treatment decision
can be made. Slow-transit constipation requires aggressive medical
or surgical treatment; anismus or pelvic floor dysfunction usually
responds to biofeedback management (Fig. 40-4). The remaining
∼60% of patients with constipation has normal colonic transit and
can be treated symptomatically. Patients with spinal cord injuries
or other neurologic disorders require a dedicated bowel regimen
that often includes rectal stimulation, enema therapy, and carefully
timed laxative therapy.
Patients with constipation are treated with bulk, osmotic, prokinetic, secretory, and stimulant laxatives including fiber, psyllium,
milk of magnesia, lactulose, polyethylene glycol (colonic lavage
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solution), lubiprostone, linaclotide, and bisacodyl, or, in some countries, prucalopride, a 5-HT4 agonist. If a 3-to 6-month trial of medical
therapy fails, unassociated with obstructed defecation, the patients
should be considered for laparoscopic colectomy with ileorectostomy; however, this should not be undertaken if there is continued
evidence of an evacuation disorder or a generalized GI dysmotility.
Referral to a specialized center for further tests of colonic motor
function is warranted. The decision to resort to surgery is facilitated
in the presence of megacolon and megarectum. The complications after surgery include small-bowel obstruction (11%) and fecal
soiling, particularly at night during the first postoperative year.
Frequency of defecation is 3–8 per day during the first year, dropping to 1–3 per day from the second year after surgery.
Patients who have a combined (evacuation and transit/motility)
disorder should pursue pelvic floor retraining (biofeedback and
muscle relaxation), psychological counseling, and dietetic advice
first. If symptoms are intractable despite biofeedback and optimized medical therapy, colectomy and ileorectostomy could be
considered as long as the evacuation disorder is resolved and optimized medical therapy is unsuccessful. In patients with pelvic floor
dysfunction alone, biofeedback training has a 70–80% success rate,
measured by the acquisition of comfortable stool habits. Attempts
to manage pelvic floor dysfunction with operations (internal anal
sphincter or puborectalis muscle division) or injections with botulinum toxin have achieved only mediocre success and have been
largely abandoned.
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Involuntary Weight Loss
Russell G. Robertson, J. Larry Jameson

Involuntary weight loss (IWL) is frequently insidious and can have
important implications, often serving as a harbinger of serious underlying disease. Clinically important weight loss is defined as the loss of
10 pounds (4.5 kg) or >5% of one’s body weight over a period of 6–12
months. IWL is encountered in up to 8% of all adult outpatients and
27% of frail persons age 65 years and older. There is no identifiable
cause in up to one-quarter of patients despite extensive investigation.
Conversely, up to half of people who claim to have lost weight have no
documented evidence of weight loss. People with no known cause of
weight loss generally have a better prognosis than do those with known
causes, particularly when the source is neoplastic. Weight loss in older
persons is associated with a variety of deleterious effects, including hip
fracture, pressure ulcers, impaired immune function, and decreased
functional status. Not surprisingly, significant weight loss is associated
with increased mortality, which can range from 9% to as high as 38%
within 1 to 2.5 years in the absence of clinical awareness and attention.
PHYSIOLOGY OF WEIGHT REGULATION WITH AGING
(See also Chaps. 94e and 415e) Among healthy aging people, total
body weight peaks in the sixth decade of life and generally remains
stable until the ninth decade, after which it gradually falls. In contrast,
lean body mass (fat-free mass) begins to decline at a rate of 0.3 kg
per year in the third decade, and the rate of decline increases further
beginning at age 60 in men and age 65 in women. These changes in
lean body mass largely reflect the age-dependent decline in growth
hormone secretion and, consequently, circulating levels of insulinlike growth factor type I (IGF-I) that occur with normal aging. Loss
of sex steroids, at menopause in women and more gradually with
aging in men, also contributes to these changes in body composition.
In the healthy elderly, an increase in fat tissue balances the loss in
lean body mass until very old age, when loss of both fat and skeletal
muscle occurs. Age-dependent changes also occur at the cellular level.
Telomeres shorten, and body cell mass—the fat-free portion of cells—
declines steadily with aging.
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