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The American Society of Colon and Rectal Surgeons 
(ASCRS) is dedicated to ensuring high-quality 
patient care by advancing the science, preven-

tion, and management of disorders and diseases of the 
colon, rectum, and anus. The Clinical Practice Guidelines 
Committee is composed of society members who are 
chosen because they have demonstrated expertise in the 
specialty of colon and rectal surgery. This committee was 
created to lead international efforts in defining quality 
care for conditions related to the colon, rectum, and anus 
and develop clinical practice guidelines based on the best 
available evidence. Although not proscriptive, these guide-
lines provide information based on which decisions can 
be made and do not dictate a specific form of treatment. 

These guidelines are intended for use by all practitioners, 
health care workers, and patients who desire informa-
tion on the management of the conditions addressed by 
the topics covered in these guidelines. These guidelines 
should not be deemed inclusive of all proper methods of 
care nor exclusive of methods of care reasonably directed 
toward obtaining the same results. The ultimate judgment 
regarding the propriety of any specific procedure must be 
made by the physician considering all the circumstances 
presented by the individual patient.

STATEMENT OF THE PROBLEM

Constipation is one of the most common GI disorders 
seen in ambulatory medicine clinics and is a common rea-
son for referral to a colorectal surgeon.1 Constipation has a 
worldwide prevalence of 15% and is more frequently diag-
nosed in North America and Europe compared with Asia, 
likely because of differences in diet, culture, and environ-
ment.2 Risk factors for constipation include age greater 
than 65 years, female sex, inactivity, low socioeconomic 
status, low-fiber diet, and non-White race.3

Constipation is characterized by dysfunctional colonic 
motility and/or outlet dysfunction. Primary constipation 
can be classified into 3 subtypes: constipation with normal 
transit, constipation with delayed transit time, and outlet 
dysfunction constipation. Constipation with normal tran-
sit time and irritable bowel syndrome with associated con-
stipation (IBS-C) comprise a group of functional bowel 
disorders with several overlapping symptoms. The distin-
guishing symptom of IBS-C is the presence of abdominal 
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pain more than once per week that resolves with flatulence 
or a bowel movement.4 Based on the Rome IV criteria, 
functional constipation (or normal transit constipation) 
is characterized by the presence of 2 or more of the fol-
lowing: fewer than 3 spontaneous defecations per week 
or for more than 25% of defecations: straining, lumpy, 
or hard stools; incomplete evacuation; sensation of ano-
rectal blockage; or requiring manual maneuvers to assist 
with defecation. To meet these criteria, symptoms cannot 
be associated with diarrhea and must be present for 3 to 
6 months before the diagnosis.5 The cause of secondary 
constipation is multifactorial and can include factors such 
as diet, medications, metabolic or neurological disorders, 
and psychosocial issues. The complex cause and variable 
severity of constipation symptoms mandate an individ-
ualized approach to evaluation and treatment. Given the 
range of specialties that manage constipation, a collabora-
tive approach is often warranted to achieve optimal patient 
outcomes.

METHODOLOGY

These guidelines were based on the previous ASCRS 
“Clinical Practice Guidelines for the Management of 
Constipation,” which was published in 2016.6 A com-
prehensive search was conducted in MEDLINE (Ovid), 
Cochrane Library (Wiley), and Scopus (Elsevier) for 
English-language studies including human subjects pub-
lished between January 1, 2014, and February 1, 2024. 
The search strategy was developed in conjunction with a 
health sciences research librarian, and it used a combina-
tion of subject headings and keywords to identify primary 
literature on constipation, including chronic or idiopathic 
constipation, obstructed defecation, slow transit, surgery, 
rectocele, rectal intussusception, pelvic dyssynergia, anis-
mus, paradoxical puborectalis, megacolon, and megarec-
tum. Retrieved publications were limited to the English 
language and adult patients (see Appendix 1 at http://
links.lww.com/DCR/C363 for the full search strategy). 
The initial search generated 4195 eligible studies, and after 
removing 1315 duplicates, 2880 studies were screened for 
initial inclusion. Abstracts were screened for relevance 
(details included in Fig. 1), leaving 332 studies that under-
went full-text review by 5 coauthors, with all conflicts 
resolved by the first author. After a full-text review, 198 
studies were excluded; 134 studies were included in the 
final article (Fig. 1). Abstract and full-text screening was 
performed using Covidence systematic review software.7

CERTAINTY OF EVIDENCE

The final grade of recommendation and level of evidence 
for each statement were determined using the Grades 
of Recommendation, Assessment, Development, and 

Evaluation (GRADE) system. The certainty of evidence 
reflects the extent of our confidence in the estimates of 
effect. Evidence from randomized controlled trials (RCTs) 
start with high certainty, and evidence derived from obser-
vational studies start with low certainty. For each outcome, 
the evidence is graded as high, moderate, low, or very low 
(Table 1). The evidence can be rated down for risk of bias, 
inconsistency, indirectness, imprecision, and publication 
bias. The certainty of evidence originating from observa-
tional studies can be rated up when there is a large mag-
nitude of effect or dose–response relationship. As per 
GRADE methodology, recommendations are labeled as 
“strong” or “conditional.” Current recommendations are 
stated in Table 2. When agreement regarding the evidence 
base or treatment guideline was incomplete, the consensus 
from the committee chair, vice chair, and 2 assigned review-
ers determined the outcome. Recommendations formu-
lated by the subcommittee were reviewed by the entire 
Clinical Practice Guidelines Committee. The submission 
was then approved by the ASCRS Executive Council and 
peer-reviewed in Diseases of the Colon & Rectum. In gen-
eral, each ASCRS Clinical Practice Guideline is updated 
approximately every 5 years. No funding was received to 
prepare this guideline, and the authors have declared no 
competing interests related to this material. This guideline 
conforms to the Appraisal of Guidelines for Research and 
Evaluation checklist.

Initial Evaluation and Treatment of Constipation

1.  A directed history and physical examination should 
be performed in patients presenting with constipa-
tion. Strength of recommendation: strong based on 
low-quality evidence.

Although constipation in and of itself is a benign condi-
tion, a history and physical examination can help ensure 
that a serious or even life-threatening disease is not the 
underlying cause of symptoms related to constipation. 
Patients with constipation who also report rectal bleed-
ing, change in caliber of stools, blood in the stool, weight 
loss, anemia, or a family history of colorectal cancer 
should be evaluated endoscopically for an endoluminal 
neoplastic process.1,8 A directed history may elucidate 
modifiable behavioral factors, such as diet, dehydra-
tion, or immobility, as well as medications that may be 
contributing to constipation.1 Opioids, antidepressants, 
anticholinergics, calcium channel blockers, and calcium 
supplements are commonly associated with constipation 
and may need to be stopped or adjusted for symptom-
atic relief. Patients may also have an associated or undi-
agnosed psychiatric, neurological, or endocrine disorder 
that may require treatment to help address constipation 
symptoms.9 Patients should be questioned regarding 
coexisting pelvic floor conditions, such as dyspareunia, 

http://links.lww.com/DCR/C363
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urinary symptoms, and any obstetric history, including 
number of pregnancies, history of hysterectomy, injuries, 
and repairs.10 Consideration should be given for inquiring 
about a history of sexual assault or the presence of an eat-
ing disorder in both male and female patients.11 Finally, a 
careful assessment of symptoms and frequency and con-
sistency of bowel movements (BMs) may help distinguish 
among constipation subtypes. Patients with infrequent, 
hard stools may be more likely to have colonic inertia, 
whereas those with incomplete evacuation and strain-
ing may be more likely to have pelvic floor dysfunction, 
and the presence of abdominal pain may indicate IBS. 
However, the history alone may be inadequate to clearly 

establish a diagnosis because many patients will have 
symptoms associated with more than 1 subtype.

The physical examination is directed at the abdominal 
and anorectal components. Generally, the abdomen is non-
tender but may be remarkable for distention or discomfort 
on palpation. Special attention should be paid to the pres-
ence of palpable abdominal masses, which may contribute 
to constipation because of extrinsic compression. External 
anorectal inspection should include specific attention to 
the presence of distorted anatomy or a bulky lesion, such 
as a neoplasm. Digital rectal examination can reveal the 
presence of anal hypertonia, paradoxical puborectalis 
contraction, rectocele, anorectal mass, stricture, or fecal 
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FIGURE 1.  Preferred Reporting for Systematic Reviews and Meta-analyses literature search flow chart of studies on the management of 
constipation. 
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impaction. A Valsalva maneuver may help determine the 
degree of pelvic descent or the presence of puborecta-
lis dysfunction. Anoscopy or rigid proctoscopy may also 
be helpful to evaluate internal hemorrhoids, proctitis, or 
masses. Any causes for constipation identified during the 
history and physical should be evaluated and alternative 
causes ruled out.

The diagnostic workup for patients with consti-
pation should address other potential causes, such as 
colorectal cancer or endocrine disorders. Laboratory 
testing can identify hypothyroidism, hyperparathy-
roidism, or diabetes mellitus but is nonspecific for 
constipation.12 Imaging studies such as CT scans can 
demonstrate colonic dilation or fecal loading but are 

TABLE 1.  Interpretation of strong and conditional recommendations using the GRADE approach

Evaluation Description

Recommendation
 � Strong Most individuals should receive the intervention. Formal decision aids are not likely to be needed to help individuals 

make decisions consistent with their values and preferences.
 � Conditional Different choices will be appropriate for individual patients consistent with their values and preferences. Use shared 

decision-making. Decision aids may be useful in helping patients make decisions consistent with their individual 
risks, values, and preferences.

GRADE certainty rankings

 � High The authors are confident that the true effect is similar to the estimated effect.
 � Moderate The authors believe that the true effect is probably close to the estimated effect.
 � Low The true effect might be markedly different from the estimated effect.
 � Very low The true effect is probably markedly different from the estimated effect.

GRADE = Grading of Recommendations, Assessments, Development, and Evaluation.

TABLE 2.  Summary and strength of GRADE recommendations

No. Summary
Recommendation 

strength

GRADE 
quality of 
evidence

1 A directed history and physical examination should be performed in patients presenting with 
constipation

Strong Low

2 Objective measures assessing the nature, severity, and impact of constipation on quality of life 
can be useful when evaluating patients with constipation

Conditional Low

3 The initial management of patients with symptomatic constipation involves dietary 
modifications and ensuring adequate fluid intake and fiber supplementation

Strong Low

4 Osmotic laxatives are an appropriate firstline medical therapy to manage chronic constipation. 
Stimulant laxatives, such as bisacodyl, can be considered for rescue therapy or as second-line 
therapy, if needed

Strong Moderate

5 Patients who fail to improve with dietary changes, fiber therapy, and osmotic laxatives should 
be evaluated for outlet dysfunction. Anorectal physiology testing or dynamic imaging by 
fluoroscopic defecography, MRI defecography, or dynamic ultrasound may help identify 
functional or structural causes related to an evacuation disorder

Conditional Low

6 Colonic motility and transit should be measured before surgical intervention is considered Strong Low
7 Biofeedback therapy is considered a firstline treatment for patients with symptomatic pelvic 

floor dyssynergia
Strong Moderate

8 Injecting botulinum toxin into the puborectalis and external sphincter muscle may be 
considered in patients with outlet dysfunction constipation related to nonrelaxing 
puborectalis muscle

Conditional Low

9 Patients with significant outlet dysfunction from a rectocele may be considered for surgical 
repair after addressing any concomitant functional causes, such as nonrelaxing puborectalis 
muscle

Conditional Moderate

10 STARR is not recommended for the repair of a rectocele or internal rectal intussusception 
because of the high complication rates associated with this procedure

Strong Moderate

11 Repair of rectal intussusception may be considered in patients with severe obstructed 
defecation in whom nonoperative treatments were unsuccessful

Conditional Low

12 Patients with isolated refractory colonic slow-transit constipation may benefit from total 
abdominal colectomy with ileorectal anastomosis

Conditional Low

13 Fecal diversion may be considered in patients with intractable constipation refractory to other 
treatment options

Conditional Low

GRADE = Grading of Recommendations, Assessments, Development, and Evaluation; STARR = stapled transanal rectal resection.
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unlikely to demonstrate an anatomic abnormality or 
obstruction unless patients report symptoms that are 
suspicious of these findings.12

A meta-analysis of 8 cross-sectional studies inves-
tigating constipation as an indication for colonoscopy 
found that constipation alone, as a presenting symptom, 
was not associated with an increased risk of colorectal 
cancer.13 However, a retrospective study of 985 patients in 
South Africa who underwent colonoscopy as part of their 
evaluation for constipation reported a polyp detection rate 
of 9.7%, and 9 patients (6.3%) were diagnosed with col-
orectal cancer, consistent with prior studies.14 In general, 
a colonoscopy should be recommended if patients meet 
guideline criteria for general screening or if patients pres-
ent with concerning symptoms, such as hematochezia, 
weight loss, or change in bowel habits; have a strong family 
history of colorectal cancer; or have anemia and warrant 
further investigation.1,15

2.  Objective measures assessing the nature, severity, and 
impact of constipation on quality of life can be useful 
when evaluating patients with constipation. Strength of 
recommendation: conditional recommendation based 
on low-quality evidence.

Objective measures that assess the severity of constipation 
and its impact on quality of life may help direct the course 
of treatment and whether to pursue further diagnostic 
studies.16 Although the Rome criteria are often used to 
identify constipation and its subtypes, these do not assess 
disease severity.17–20 Several instruments have been devel-
oped to assess constipation specifically. These include 
the Constipation Assessment Scale,21 the Constipation 
Scoring System,8,22 the Patient Assessment of Constipation 
Symptom Questionnaire,23,24 the Knowles-Eccersley-
Scott Symptom Score,25 the Garrigues Questionnaire,26 
the Chinese Constipation Questionnaire,27 and 
the Constipation Severity Instrument.28 Other avail-
able instruments assess comprehensive bowel function, 
including fecal incontinence, or address only 1 aspect of 
constipation, such as obstructed defecation. The primary 
aim of these instruments is to develop a consistent means 
of categorizing the baseline severity of the disease and to 
follow the response to treatment over time. The Pelvic 
Floor Disorders Consortium, composed of colorectal sur-
geons, urologists, urogynecologists, pelvic floor therapists, 
and gastroenterologists, recommended using the Patient 
Assessment of Constipation Symptom Questionnaire and 
the Constipation Severity Instrument when assessing 
patients presenting with constipation.29

3.  The initial management of patients with symptom-
atic constipation involves dietary modifications and 
ensuring adequate fluid intake and fiber supplemen-
tation. Strength of recommendation: strong based on 
low-quality evidence.

Dietary modification and increasing water and fiber con-
sumption are considered firstline treatments in the man-
agement of constipation and are typically recommended 
before investigations of pelvic floor function and colonic 
motility are performed.30–32 Fortifying a diet by increasing 
the intake of food items high in fiber offers a strategy that 
is considered a gentler alternative to using laxatives and 
enemas.33–37 A randomized trial of 72 patients reported 
that ingesting a combination of soluble and insoluble fiber 
resulted in similar increased bowel motility but was bet-
ter tolerated than using psyllium alone.38 Daily dietary 
fiber supplementation with oat bran has been shown to 
allow discontinuation of laxatives in 59% to 80% of elderly 
patients with chronic idiopathic constipation and is well 
tolerated.34 Similarly, a moderate increase in dietary fiber 
intake increases bowel frequency and fecal bulk and has 
been shown to be a safe and convenient alternative to laxa-
tives in patients with chronic idiopathic constipation, even 
in the setting of pelvic outlet obstruction.33,35,39,40 However, 
80% of patients with slow colonic transit and 63% of 
patients with constipation because of outlet obstruction 
may not respond adequately to increased dietary fiber, 
whereas 85% of patients without an underlying patho-
logical finding may see symptomatic improvement.41 A 
systematic review of the efficacy of soluble and insolu-
ble fiber supplementation in the management of chronic 
idiopathic constipation identified 6 RCTs comparing fiber 
with placebo or no therapy in adult patients with chronic 
idiopathic constipation.42 A formal meta-analysis was not 
undertaken in this study because of concerns related to 
methodology issues across the studies. Compared with 
placebo, soluble fiber led to improvements in global con-
stipation symptoms (86.5% vs 47.4%, p < 0.001), strain-
ing (55.6% vs 28.6%, p = 0.003), pain on defecation, stool 
consistency, and mean number of stools per week (3.8 
stools per week after therapy compared with 2.9 stools per 
week at baseline), as well as a reduction in the number of 
days between stools. A meta-analysis reported that fiber 
supplementation was beneficial in patients with mild to 
moderate chronic constipation and IBS-C. The majority of 
the studies included in this analysis were underpowered, 
with less than 50 patients per arm, and included predomi-
nantly elderly and female patients, and there was variabil-
ity in the type and duration of fiber administered among 
the studies.43 A RCT of female patients (n = 54) randomly 
assigned to psyllium husk or placebo for 4 weeks reported 
improvement in straining (55.2% vs 8.0% p < 0.001), less 
than 3 BMs per week (86.2% vs 20%, p < 0.001), stool con-
sistency (62.1% vs 32%, p = 0.027), and pain with BMs 
(58.6% vs 28.0%, p = 0.024), and less feeling of incomplete 
defecation (65.5% vs 16.0%, p < 0.001) related to fiber use. 
Interestingly, this study also reported a significant change 
in gut microbiota in samples taken after 4 weeks of fiber 
therapy; in the fiber supplementation group, the gut micro-
biota was consistent with patients without constipation.44
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4.  Osmotic laxatives are an appropriate firstline medical 
therapy to manage chronic constipation. Stimulant lax-
atives, such as bisacodyl, can be considered for rescue 
therapy or as a second-line therapy, if needed. Strength 
of recommendation: strong based on moderate-quality 
evidence.

Osmotic agents used in the treatment of constipation 
include polyethylene glycol (PEG)–based solutions and 
magnesium salt–based products. Osmotic laxatives are 
generally preferred over stimulants, such as senna or 
bisacodyl, given the short-term and long-term efficacy and 
safety with PEG-based treatment.15,45 A meta-analysis of 
10 RCTs comparing PEG with lactulose demonstrated the 
superiority of PEG in terms of improving stool frequency 
and consistency, relieving abdominal pain, and reducing 
the use of other laxatives.46 Magnesium salt laxatives such 
as magnesium sulfate also have been shown to improve 
stool frequency and consistency compared with placebo47 
and have safety profiles comparable to PEG48,49 solutions.

The stimulants sodium picosulfate and bisacodyl 
are prodrugs that are hydrolyzed by colonic bacteria and 
intestinal and colonic brush border enzymes, respec-
tively, into the active metabolite (bis-(p-hydroxyphenyl)-
pyridyl-2-methane), which has antiabsorptive, secretory, 
and prokinetic effects. A meta-analysis evaluating drug 
therapies for chronic idiopathic constipation demon-
strated superior efficacy for sodium picosulfate and 
bisacodyl at achieving complete spontaneous BMs at 
4 weeks compared to prescription motility agents and 
secretagogues; the most frequent side effect was abdom-
inal pain. The prokinetic agent prucalopride appeared to 
be superior at 12 weeks.50 Studies with longer treatment 
duration are necessary to establish the efficacy and safety 
of these agents as maintenance therapy for patients with 
chronic idiopathic constipation. There is a lack of RCTs 
documenting the safety and efficacy of anthraquinone 
stimulant laxatives, which include the popular over-the-
counter ingredients senna, cascara, and aloe, in treating 
chronic constipation.51

Treatment of Defecatory Disorders

5.  Patients who fail to improve with dietary changes, fiber 
therapy, and osmotic laxatives should be evaluated for 
outlet dysfunction. Anorectal physiology testing or 
dynamic imaging by fluoroscopic defecography, MRI 
defecography, or dynamic ultrasound may help identify 
functional or structural causes related to an evacuation 
disorder. Strength of recommendation: conditional 
based on low-quality evidence.

Evacuation disorder or outlet dysfunction are accepted 
terms used to describe a patient’s inability to satisfactorily 
expel stool. Evacuation disorders may be caused by struc-
tural and/or functional phenomena52 and are the most 

common cause of medically refractory chronic constipa-
tion; hence, further evaluation is indicated after failure of 
first-line therapies.53

The balloon expulsion test (BET) is a widely used, 
easily performed direct test of evacuation. BET assesses 
the time a patient requires to expel a 50 mL water-filled 
balloon; a prolonged or failed expulsion suggests impaired 
evacuation. Although BET has good test reproducibility, 
is highly specific, and can predict response to biofeed-
back therapy, the test has a low sensitivity of 50% and 
does not delineate the underlying cause of an evacuation 
disorder.12,54,55

Anorectal manometry and sensation testing are indi-
rect tests that can clarify functional causes of defecation 
disorders. Rectal and anal pressures are recorded during 
rest and with the squeeze and push maneuvers. High-
resolution anal manometry allows for both quantitative 
and qualitative functional assessment with the aid of color 
plots. Balloon sensation testing evaluates the rectoanal 
inhibitory reflex, which is absent in Hirschsprung disease, 
as well as rectal hypersensitivity or hyposensitivity. These 
data, along with the BET, are used by the London protocol 
classification of defecatory dysfunction: 1) disorders of the 
rectoanal inhibitory reflex; 2) disorders of anal tone and 
contractility; 3) disorders of rectoanal coordination; and 
4) disorders of rectal sensation. The London protocol clas-
sification was developed to standardize the language and 
testing protocol in the evaluation of patients with anorec-
tal dysfunction.56

Defecography, which is the only direct test of evacu-
ation, evaluates anatomical and functional causes of def-
ecation disorders.52 Using fluoroscopy or MRI, contrast 
paste is placed into the rectum as a stool surrogate, and 
images are acquired as the patient evacuates the contrast. 
Physical barriers to expulsion, such as rectocele, entero-
cele, or intussusception, can be illustrated, as well as the 
coordination of the pelvic floor musculature during evac-
uation.52,57 A systematic review of 63 studies providing 
data on outcomes of 7519 barium defecographies and 668 
MR defecographies in patients with chronic constipation 
demonstrated pathological high-grade (Oxford III and 
IV) intussusception in 23.7% of patients and large (>4 cm) 
rectoceles in 15.9% of patients. Enterocele descent was 
observed in 16.8% and perineal descent was observed 
in 44.4% of patients.52 Although MRI, performed in the 
supine position, permits excellent assessment of all pelvic 
floor compartments and the surrounding musculature,58 
fluoroscopic defecography, performed in the seated posi-
tion, is considered the evacuation examination with the 
most construct validity.55 Dynamic ultrasound, including 
both transperineal and echodefecography (transrectal 
technique with rectal gel contrast), can identify paradox-
ical pelvic floor contraction with Valsalva as well as pro-
lapse of pelvic floor structures, but its use is limited by 
operator availability and expertise.59,60
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6.  Colonic motility and transit should be measured before 
surgical intervention is considered. Strength of recom-
mendation: strong based on low-quality evidence.

Evaluating colonic transit can elucidate the underlying 
cause of constipation. The transit time of radiopaque 
markers through the colon remains the most common 
motility testing modality61 given the wide availability, low 
cost, and ease of use.12,62–65 Although previous studies sug-
gested that the distribution of markers in the rectosigmoid 
colon is suggestive of pelvic floor dyssynergia, a multi-
center study suggested the contrary and recommended 
pelvic floor assessment with digital rectal examination and 
BET to definitively confirm pelvic floor dyssynergia.66

Other techniques to evaluate colonic transit include 
radionuclide scintigraphy and the wireless pH-pressure 
capsule. These studies correlate well with the transit of 
radiopaque markers in the evaluation of colonic transit67,68 
and appear to be most useful when additional informa-
tion on gastric emptying or small-bowel transit is needed.1 
An advantage of scintigraphy over radiopaque markers is 
that scintigraphy requires avoiding motility agents for only 
24 to 48 hours compared with 5 to 7 days for radiopaque 
marker studies.64 Colonic manometry is offered in only a 
few centers and is more widely used in the evaluation of 
constipation in pediatric patients.

7.  Biofeedback therapy is considered a firstline treatment 
for patients with symptomatic pelvic floor dyssyn-
ergia. Strength of recommendation: strong based on 
moderate-quality evidence.

Biofeedback is a firstline treatment for dysfunctional neu-
romuscular rectoanal coordination of the pelvic floor and 
can improve rectal sensitivity and compliance. After com-
pleting initial training, periodic reinforcement is needed 
to sustain the efficacy of biofeedback over time. The suc-
cess of pelvic floor physical therapy relies on the motiva-
tion and participation of the patient in an individualized 
biofeedback plan tailored to a patient’s needs.69 A sys-
tematic review of 7 RCTs including 413 patients demon-
strated that electromyography biofeedback was superior 
to non-electromyography biofeedback at improving pel-
vic floor dysfunction (OR 6.74; 95% CI, 2.91–15.58; p < 
0.001).70 A systematic review reported that dyssynergic 
defecation is underrecognized and that biofeedback is 
the most efficacious and safe treatment available for this 
condition.71 A Cochrane Review that included 17 ran-
domized trials with 911 patients demonstrated that bio-
feedback was successful in 80% of patients (43/54) with 
pelvic floor dysfunction compared to only a 22% success 
rate in patients treated with laxatives and dietary and life-
style modifications (relative risk 3.65; 95% CI, 2.17–6.13). 
There were mixed results comparing biofeedback to surgi-
cal procedures such as partial division of the puborectalis 
and stapled transanal rectal resection (STARR), as well as 

to botulinum toxin (BTX) type A (BTX-A).72 The authors 
cautioned that most of the studies were limited because 
of small sample sizes, variability in biofeedback treatment 
techniques, and inconsistencies in the definition of pel-
vic dyssynergia. A retrospective study of 116 consecutive 
patients evaluated the short-term outcomes of biofeed-
back combined with diet modifications in patients with 
obstructive defecation secondary to anismus and reported 
that 59% of patients had a satisfactory response (decrease 
in constipation score of more than 50%).73 The coexistence 
of IBS does not appear to impact the success rate of bio-
feedback for patients with constipation.74

8.  Injecting BTX into the puborectalis and external 
sphincter muscle may be considered in patients with 
outlet dysfunction constipation related to nonrelax-
ing puborectalis muscle. Strength of recommendation: 
conditional based on low-quality evidence.

Injecting BTX into a nonrelaxing puborectalis has shown 
variable success in improving symptoms of obstructed def-
ecation syndrome (ODS) with a nonrelaxing puborectalis 
muscle. The symptomatic relief is typically temporary, with 
a decrease in efficacy within 3 months postinjection.71 In an 
observational cohort study, 31 selected patients with non-
relaxing puborectalis muscles who were unresponsive to 
biofeedback underwent an injection of 100 units of BTX-A 
into the puborectalis and external sphincter muscles with 
subsequent biofeedback training 2 weeks after BTX-A 
injection. Twenty-three patients (74.2%) who had failed 
the BET before the BTX-A injection were able to success-
fully expel the balloon after the BTX-A injection. The con-
stipation symptom questionnaire showed an improvement 
from 14.3 ± 2.49 to 6.4 ± 3.20. The addition of biofeed-
back training after BTX-A injection presumably allowed 
for the durability of results. This study was limited by its 
small sample size, selection bias, and overall study design.75 
A systematic review of 11 studies, including 3 RCTs and 
involving 248 patients evaluating the role of BTX-A injec-
tion (transanal approach with varied doses) as a treatment 
option for pelvic floor dyssynergia, found that symptom-
atic improvement ranged between 29.2% and 100%.76

9.  Patients with significant outlet dysfunction from a 
rectocele may be considered for surgical repair after 
addressing any concomitant functional causes, such 
as nonrelaxing puborectalis muscle. Strength of rec-
ommendation: conditional based on moderate-quality 
evidence.

Thirty to seventy percent of patients with rectoceles report 
symptoms of obstructed defecation, including difficulty 
evacuating stool from the rectum, sensing a blockage, 
increased straining on defecation, fecal incontinence, and 
the need for vaginal digitation (ie, splinting) to evacuate 
bowel contents.77–79 Imaging, such as defecography, may 
demonstrate that the rectocele does not spontaneously 
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empty. In general, surgical repair should be considered 
only after addressing coexisting functional causes of ODS, 
such as pelvic organ prolapse (enterocele or sigmoidocele) 
and pelvic floor dysfunction.77,78,80 It is important to rec-
ognize that many patients will be found to have incidental 
rectoceles during workup. The surgeon needs to use their 
experience to decide whether a repair is indicated on the 
basis of the previously listed factors.

Several approaches for rectocele repair have been 
described, including transanal, transvaginal, transperi-
neal, and abdominal, with or without the interposition of 
mesh.77–79,81–93 There is little evidence to guide the decision 
of which technique to choose. Studies on the best surgical 
approach for rectocele are limited by small sample size, 
selection bias, short follow-up intervals, generalizability, 
and a lack of a unified definition for success. In general, 
success rates are variable and range from 50% to 100%.94

A RCT evaluated the outcomes of transperineal repair 
(TPR; n = 32) versus transvaginal repair (TVR; n = 32) of 
rectoceles in 64 patients with ODS. The TVR cohort had 
a shorter length of hospital stay (2.1 TVR vs 2.4 TPR, p = 
0.03), a greater decrease in constipation score (6.4 ± 1.4 
TPR vs 4.9 ± 1.3 TVR at 6 months, p < 0.0001; 7.2 ± 1.4 TPR 
vs 5.4 ± 1.6 TVR at 12 months, p < 0.0001), and a signifi-
cant improvement in sexual-related quality of life at 6 and 
12 months after surgery.77 A systematic review including 
RCTs and prospective and retrospective comparative and 
single-group studies compared the transvaginal approach 
to the transanal approach and found the transvaginal 
approach was associated with greater improvement in 
anatomic outcomes and obstructive defecation symptoms 
and had a lower chance of rectal injury but had a higher 
incidence of dyspareunia.95

A systematic review evaluating the long-term out-
comes of patients who underwent transperineal versus 
transanal rectocele repairs concluded that transperineal 
rectocele repair was associated with better symptomatic 
improvement in fecal incontinence and constipation and 
had complication rates similar to the transanal rectocele 
repairs.93 Transvaginal and transperineal approaches may 
be augmented with synthetic or biologic mesh, albeit at 
an increased risk for mesh erosion, infection, migration, 
and pain. In fact, the Food and Drug Administration has 
identified serious safety and efficacy concerns over the use 
of mesh for the TVR of rectocele.

10. � STARR is not recommended for the repair of a recto-
cele or internal rectal intussusception because of the 
high complication rates associated with this proce-
dure. Strength of recommendation: strong based on 
moderate-quality evidence.

A systematic review examining postoperative outcomes 
of STARR performed for rectocele or rectal intussuscep-
tion was notable for significant postoperative morbidity, 
including bleeding, infection, pain, fecal urgency, and 

incontinence.96 A prospective observational cohort study 
evaluated 262 women with rectoceles who underwent 
STARR for ODS and reported that 23% experienced post-
operative complications, including rectovaginal fistula, 
rectal diverticulum, total rectal obliteration, anastomotic 
leak, recurrence of rectocele, staple line bleeding, and uri-
nary retention and urgency.82 A retrospective cohort study 
of 450 patients who underwent STARR for ODS reported 
postoperative urinary retention (7.8%), rectal bleeding 
(2.9%), pelvic hematoma (1.1%), pelvic sepsis (1.3%), fecal 
urgency (27.8%), and staple line dehiscence (4.2%). The 
relatively high rate of complications was attributed to sur-
geons’ early learning curve.97 Other studies have reported 
similar complication rates after STARR ranging between 
10% and 78%.80,90,92,98–107

11. � Repair of rectal intussusception may be considered in 
patients with severe obstructed defecation in whom 
nonoperative treatments were unsuccessful. Strength 
of recommendation: conditional based on low-quality 
evidence.

During evacuation, rectal intussusception or occult rec-
tal prolapse is a telescoping of the proximal rectal wall 
into the distal rectum. Several approaches to treat outlet 
obstruction attributed to rectal intussusception have been 
described, including rectopexy, Delorme, STARR, and 
ventral mesh rectopexy. Although surgery may restore 
normal rectal anatomy, patients may not see improvement 
in function or may even experience worse function after 
surgery.108,109 In general, studies regarding the operative 
management of intussusception and ODS are limited by 
their small sample size and their lack of direct compar-
isons between different procedures and long-term func-
tional outcomes data.

The Delorme procedure is a mucosal proctectomy that 
excises the redundant mucosa proximal to the dentate and 
plicates the underlying muscularis. A single-institution 
experience of 100 patients who underwent a Delorme 
procedure for internal intussusception and ODS reported 
improved Cleveland Clinic Constipation Scores and ODS 
scores at 6 months compared to baseline (18.9 to 5 and 
18.5 to 5, respectively; p < 0.0001).110 The recurrence rate 
was 6%, with an excellent overall safety profile consistent 
with previous studies.111

Early studies suggested that ventral rectopexy, when 
performed for the treatment of rectal intussusception, is 
associated with improvement in constipation in 80% to 
95% of patients with minimal new-onset constipation 
and a 5% recurrence rate.112,113 In a retrospective series of 
40 patients who underwent ventral mesh rectopexy with-
out sigmoid resection in the setting of rectal intussuscep-
tion with a mean follow-up of 38 months, 65% of patients 
reported being “cured” on a self-assessment questionnaire 
and another 33% reported being “improved,” and most 
patients reported significant improvement in symptoms 
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of fecal incontinence.113 Another retrospective study of 
51 patients assessed the long-term functional outcomes 
and quality of life after ventral mesh rectopexy for rec-
toanal intussusception and/or rectocele at a median 
follow-up of 60 months. There were no mesh-related 
complications, and constipation and fecal incontinence 
scores improved after 1 year and remained significantly 
reduced at 7 years.89

12. � Patients with isolated refractory colonic slow-transit 
constipation may benefit from total abdominal 
colectomy with ileorectal anastomosis. Strength of 
recommendation: conditional based on low-quality 
evidence.

Although segmental colectomy for the treatment of 
slow-transit constipation can have a failure rate as high as 
100%,114 total abdominal colectomy with ileorectal anasto-
mosis (TAC-IRA) is associated with clinical improvement 
in 50% to 100% of patients.115–117 Morbidity after TAC-IRA 
may include anastomotic leak, bowel obstruction, and 
prolonged postoperative ileus.115,117–119 Although consti-
pation generally improves after TAC-IRA for slow-transit 
constipation, patients may experience diarrhea, abdom-
inal pain, fecal incontinence, or recurrent constipation. 
In a retrospective series of 42 patients with slow-transit 
constipation who underwent TAC-IRA with a 15-year 
follow-up, 50% of patients had less than 4 BMs per day 
(mostly Bristol stool 6), and 21% experienced severe 
incontinence. Overall patient satisfaction was high; how-
ever, 8 patients (19%) eventually underwent a permanent 
ileostomy.120 Other symptoms experienced by patients 
after TAC-IRA included abdominal pain, bloating, need 
for BM assistance, incontinence to gas or liquid stool, 
and lower quality-of-life score (Medical Outcomes Study 
Short Form-36) compared with the general population.121 
A survey of 75 patients after TAC-IRA reported diarrhea 
in 46% of patients and lower GI quality-of-life scores asso-
ciated with abdominal pain, diarrhea, and incontinence. 
Regardless of these outcomes, more than 90% of patients 
reported that they would undergo TAC-IRA again to treat 
their constipation.122

An alternative operation for the treatment of 
slow-transit constipation has been described. The Jinling 
procedure is a subtotal colectomy with side-to-side 
cecorectal anastomosis. This procedure can theoretically 
relieve slow-transit constipation with potentially less risk 
of diarrhea because of the preservation of the ileocecal 
valve. In a retrospective review of 117 patients who under-
went the Jinling procedure, there was a significant reduc-
tion in the Cleveland Clinic Florida constipation scores 
observed at 1 month that was maintained at 48 months, 
as well as significant improvements in postoperative GI 
quality of life and high satisfaction rates, but there was no 
direct comparison to TAC-IRA.123 Similarly, retrospective 
data on this procedure appear to show good immediate 

postoperative outcomes, good postoperative function with 
a mean of 4.8 ± 7.5 BMs daily, and improved satisfaction, 
with 78% of patients stating that they would undergo this 
surgical procedure again.124–128 A retrospective compari-
son of cecorectal anastomosis versus ileosigmoid anasto-
mosis demonstrated that cecorectal anastomosis was more 
often associated with persistent constipation and lower 
patient satisfaction (73% vs 93%).129 The efficacy of these 
procedures compared with TAC-IRA remains unclear. 
Studies have failed to demonstrate significant differences 
in the median number of BMs per day, quality of life, or 
incidence of postoperative complications.130,131

13. � Fecal diversion may be considered in patients with 
intractable constipation refractory to other treatment 
options. Strength of recommendation: conditional 
based on low-quality evidence.

Patients who have failed other available treatment options 
may be considered for a permanent ostomy as a last resort. 
The majority of available evidence has described the use 
of an ileostomy in this setting.132–134 A retrospective anal-
ysis of 24 patients with constipation reported that an ile-
ostomy was successful in alleviating constipation in 96% 
of patients.133 Successful relief of constipation must be 
weighed against the risk of chronic complications, such 
as dehydration, parastomal herniation, and stomal retrac-
tion. Another series of 38 patients with stoma-related 
complications were followed and asked whether they 
regretted the intervention. With a median follow-up of 
34 months (range, 7–74), 49% of patients had no regret 
and 27% of patients had minimal regret about the decision 
for a stoma. Fifty-five percent of patients had additional 
procedures related to the stoma, some undergoing up to 5 
operations.135

There is less evidence to support the use of diverting 
colostomy in the setting of constipation. One series of 8 
patients with refractory constipation with chronic colon 
or rectal dilation treated with diverting sigmoid colostomy 
reported that 100% of patients with rectosigmoid dilation 
improved (n = 6), whereas the 2 patients with pancolonic 
dilation did not benefit from a colostomy.134 The psychoso-
cial and health-related quality of life of individuals under-
going ostomy surgery for severe, chronic constipation was 
evaluated in 1 series of 24 patients. Study outcomes were 
evaluated retrospectively using clinical notes and pro-
spectively via administration of the City of Hope Ostomy 
quality-of-life questionnaire, the Medical Outcomes Study 
Short Form-36, the Hospital Anxiety and Depression tool, 
and a specially designed ostomy-specific questionnaire. Of 
the 58.3% of patients who responded to the postal ques-
tionnaires, representing 14 patients (13 women, median 
age = 47.5 years; interquartile range, 23–70 years), more 
than 70% were satisfied (median follow-up = 17 months; 
interquartile range, 0.16–8 years) with their quality of life 
despite a reoperation rate of 20%.136
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