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INTRODUCTION

In the “land” of the pelvic floor where three main spe-
cialists, the urologist, gynaecologist and coloproctologist in
most cases still work separately, but often share patients’
complaints, a common language is quite important to better
understanding what patients and colleagues mean when
they say something. Defining constipation, and faecal in-
continence as well, is a difficult task as patients and physi-
cians have quite different feelings and opinions on the mat-
ter. This is not only a communication or semantic problem,
but it carries important implications in therapeutic deci-
sions and in running clinical trials. 

The spectrum of symptoms in constipated patients is
quite broad, and each of them may be attributed to many
etiologies. Which one of those needs to be corrected in a
more or less invasive way is just the final part of the prob-
lem. The classification of low transit constipation or pelvic
outlet obstruction is quite schematic, as many other reasons
may intervene in the genesis of the trouble: mechanical/an-
atomical, metabolic, dietary, pharmacologic, endocrine,
psychological, neurogenic, etc. Patients basically consider
themselves constipated only in case of infrequent evacua-
tions or hard stools. Physicians use the term constipation to
define also incomplete, difficult, prolonged defecation,
with the need of assistance. Since the beginning of their
communication, patients and doctors often disagree on
what they are talking about. Even the collection of a stool
diary might be difficult, as the patient may not find his own
experience within the questions he is asked to answer.
Problems difficult to categorize, such as constipation or
faecal incontinence, must therefore be described using a
long list of symptoms with various scoring systems. 

The Cleveland Clinic Score (CCS)1 has been the first at-
tempt to classify constipation severity. It includes the fol-
lowing items scored 0.30: evacuation frequency, incom-
plete defecation, difficult defecation, years of constipation,
time needed to evacuate, unsuccessful defecation, assis-
tance (laxatives, enemas, digitations), abdominal pain. The
Rome III criteria2 are preferred by gastroenterologists. A di-
agnosis of constipation must include fewer than three defe-
cations per week, and in at least 25% of defecations two or
more of the following: straining and hard stools, sensation
of incomplete evacuation, sensation of anorectal obstruc-
tion, digital evacuation or support of the pelvic floor, and
these criteria must be fulfilled for the last 3 months with
symptom onset at least 6 months prior to diagnosis. Stool
form has been demonstrated to be significantly correlated
to the transit time (Bristol Stool Form Scale).3

A distinction between slow transit constipation and ob-
structed defecation is difficult as symptoms may overlap

and several anatomical findings may co-exist such as pelvic
floor dyssynergia or anismus, rectocele, intussusception,
rectal inertia, perineal descent, etc., also in association with
psychological disturbances. Altomare4 has proposed a vali-
dated score system for obstructed defecation (from 0 to 4)
with a specific selection of the items. We routinely add to
the CCS an additional score that summarizes the number of
items with the highest score (3 and 4) and the number of
doctors consulted for the constipation5, the former to verify
when patients defecate every day by using laxatives and
have a minimal score,6, 7 the latter being considered an im-
portant index of psychologic distress.8-10

DEFINITION OF CONSTIPATION

Constipation is an anal dysfunction defined as “inabili-
ty to evacuate”11, but one defecation per week or quite
hard stools might be normal for somebody, and an unac-
ceptable inconvenient for many others. Once an organic
disease such a cancer has been ruled out with the proper
tests, the individual self-evaluation is necessarily the key
to decide whether a patient actually needs a treatment.
When evaluating the posterior compartment in a patient
with any pelvic floor complaint, a pivotal question is
whether he is “happy” with his defecations. In case the
answer is no we must investigate whether there is a
propensity or not to stool retention. Doing so we have met
the main aspect of constipation, that is an unsatisfactory
defecation. This highly subjective feeling may strongly
influence the quality of life without any abnormality in
the functional or imaging investigations that are at present
available. This first statement is extremely important, as
the quality of life may be very low if a patient is very un-
happy about his/her defecation, and puts a strong light on
the problem. The other numerous aspects of stool reten-
tion will then be inquired about. The definition of consti-
pation does not have to coincide with the severity of a
score, but rather with the sense of the complaint. Shafik12

defining constipation as “rare defecation, difficult defeca-
tion, or both” refers to the two main mechanisms related
to this complex functional disorders, that is the low transit
constipation and the obstructed defecation. It is hard how-
ever to clearly separate and distinguish in the same patient
and in a particular moment of his life the two conditions
that often seem to overlap or alternate. To further under-
line this difficulty in communication, we remember how
many times patients complain about an unsatisfactory
defecation with some sort of stool retention at home,
while recovering on holiday, or vice versa they feel nor-
mal at home and constipated when inhibited by a new non
familiar toilet. And how often patients with a rectal intus-
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susception or a large low rectocele felt with the anal digi-
tal examination, or a posterior colpocele with or without
enterocele, have absolutely satisfactory bowel habits? We
also see patients with prolonged transit time after sexual
abuse, eventually regaining a normal colonic transit after
a proper psychological therapy. In these conditions inva-
sive treatments are obviously contraindicated. Surgery for
prolapses are certainly indicated when the prolapse is ex-
ternal. Operations for occult rectal prolapses (mucosal
prolapse and rectal intussusception) are questionable. The
placebo effect of surgery in very psychologically fragile
patients has to be considered when evaluating the results
of procedures that are also at risk for severe complica-
tions. A defect of communication and of understanding of
what really means “constipation” or “obstructive defeca-
tion” becomes the base of legal conflicts when the postop-
erative results are bad. Information in the media may push
the surgical option too strongly for the patient’s interest.
Imaging with defecography or magnetic resonance may
further help this trend, rectoceles and internal prolapses
appearing more severe than seen with a correct clinical as-
sessment. 

The aim of making a patient just satisfied with his/her
defecation coincides with a holistic integrated view of the
problem and of the patient, where function and mind might
be more important than the anatomy. 

The Musculoelastic Theory of anorectal function and
dysfunction11,13,14 offers an interesting example of this
view on pelvic floor dysfunction, and also the defecation
is explained in an innovative way. In the Integral Theory
constipation is synonymous with ‘obstructed defecation’.
Defecation is driven by a neurological reflex which coor-
dinates all the elements required to produce efficient evac-
uation. Because the main anorectal closure muscles, pub-
ococcygeus muscle, levator plate and longitudinal anal
muscle effectively contract around the pubourethral and
uterosacral suspensory ligaments, any laxity in these liga-
ments may invalidate the muscle forces, causing difficul-
ties in both closure (incontinence) or opening (constipa-
tion). During defecation, the levator plate stretches the
rectovaginal fascia against the perineal body and the fas-
cia is then pulled downwards by the longitudinal muscle
against the uterosacral suspensory ligaments to open out
the anorectal junction. Connective tissue laxity in these
ligaments, in the fascia or perineal body may weaken the
opening forces causing ‘straining at the stool’ and ‘consti-
pation’. The perineal body is an insertion point for the ex-
ternal anal sphincter, which is the major insertion point
for the longitudinal muscle of the anus, the most impor-
tant muscle for the external anorectal opening mechanism.
Inability of the perineal body complex to splint the anteri-
or wall of the anus explains difficulty in rectal evacuation
(‘constipation’) in some patients, and why digital pressure
on the perineum by the patient is often required to aid
defecation: a lax perineal body may reduce the downward
angulation of levator plate seen during straining to a mere
flicker, while the levator plate contracts exaggeratedly up-
wards and backwards, so digital pressure anchors the per-
ineal body reducing the latter movement, and restoring the
downward angulation of the anterior portion of levator
plate.15 Connective tissue weakens and loses elasticity
with age, thus preventing the rectum being stretched to the
semirigid tube required for evacuation.16 This may explain
the increasing incidence of ‘constipation’ with age. Using
pre and post-operative defecating proctograms to monitor
changes in anterior rectal wall intussusception in patients
presenting with rectocele and symptoms of obstructed de-
faecation it was demonstrated how almost all patients
were cured of both anterior rectal wall intussusception

and defecation symptoms through a posterior sling that re-
pairs the uterosacral ligaments simultaneously to the rec-
tovaginal fascia and perineal body17.

As regards complex definitions and complex scoring sys-
tems, they are a perfect example of what Karl Popper, the
great scientific philosopher of the 20th century meant by “an
artificial model language”.18

According to Popper, contradictions arise when an arti-
ficial model is created. Popper states “thus the method of
constructing artificial model languages is incapable of
tackling the problems of the growth of our knowledge;
and it is even less able to do so than the method of
analysing ordinary languages, simply because these mod-
el languages are poorer than ordinary languages. It is a re-
sult of their poverty that they yield only the most crude
and the most misleading model of the growth of knowl-
edge – the model of an accumulating heap of observation
statements”. 

The Cleveland, Rome, Bristol, Altomare scores, though
constructed with the very best of intentions, are meaning-
less to an interested GP or Gynecologist, and especially, in
this electronic age, a patient. Then there is the problem of
individual perception mentioned earlier. Not all patients re-
side in the middle of a bell curve. One symptom may be
overwhelmingly disturbing for one patient than another. Yet
the weighting in a scoring system is the same. It is easier
and better to simply describe the symptom(s) precisely for
each patient, and to search for the anatomical, dietary, psy-
chological, or other dysfunctions.

CONCLUSION

A simple and clear definition of constipation is useful to
start a fruitful communication between patients and doctors
and among different specialists involved in the treatment of
pelvic floor diseases sharing an interdisciplinary holistic
approach. 
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