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Abstract

It is of significant importance to scientifically assess and efficiently address chronic

constipation in the elderly population. Therefore, organizing some domestic experts

of geriatrics and gastroenterology, we have formulated this consensus to reference

for clinical staff.
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1 | INTRODUCTION

Chronic constipation (CC) is a common geriatric syndrome1-4

characterized by reduced stool frequency, hard stools, and/or

difficult defecation. Currently, it is mainly diagnosed with Rome

IV criteria and patient’s self-reported; that is, symptom onset

should occur at least 6 months before diagnosis, and symptoms

should be present during the last 3 months and more than one-

fourth of defecation must include 2 or more of the following:

straining,lumpy or hard stools, sensation of incomplete evacua-

tion, sensation of anorectal obstruction/blockage, manual maneu-

vers to facilitate defecations, and fewer than 3 spontaneous

bowel movements per week.5,6 CC is common in the elders, and

its prevalence rate increases with patient’s age. Multiple commu-

nity-based large-scale epidemiologic studies show that the preva-

lence rate of CC in patients older than 60 years is 15%-20%,7

in patients more than 84 years old could be 20.0%-37.3%,1,2,4,7

and in patients who accept long-term care could be as high as

80%.2,4,8,9 It has a significant impact on quality of life in the

elderly as well as their physical and mental health.8,10 Also, it

takes a large amount of healthcare resources5,11 and remains to

be a tough clinical challenge.

2 | TYPES OF CHRONIC CONSTIPATION IN
THE ELDERS

Chronic constipation in the elders could be the result of multiple fac-

tors, including functional or organic diseases of colorectum and anus,

and drugs. Thus, it also can fall into primary and secondary constipa-

tion, with the former one referring to constipation caused by col-

orectum and anal functional diseases and the latter one caused by

organic diseases or drugs.

1. Chronic functional constipation: Chronic functional constipation

is the most common type in the elderly population. It can be

divided into 4 subtypes according to the characteristics of

patient’s intestinal motility and rectal anal function change1,12: (1)

slow-transit constipation (STC)—With decreased colonic motility,

the elders are vulnerable to slow-transit constipation.7,13 Its fea-

ture is prolonged colonic transit time, with symptoms of reduced

stool frequency, hard stools, and/or difficult defecation predomi-

nate14; (2) evacuation disorder—that is, functional constipation,

also previously known as outlet-obstructed constipation. This is

mainly manifested in straining, sensation of incomplete evacua-

tion, sensation of anorectal obstruction/blockage, and even
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needing manual maneuvers to facilitate evacuation. This type of

constipation is also common in the elderly population7; (3) mixed

constipation—proofs of delayed colon transit and anorectal defe-

cation disorder coexist in patients; (4) normal transit constipation

(NTC)—often seen in constipation-predominant irritable bowel

syndrome (IBS), in which abdominal pain and discomfort are asso-

ciated with constipation and symptoms relief after defecation.15

This type of constipation is rarely seen in the elderly population.

2. Organic constipation: common diseases that can cause chronic

constipation in the elders, see Table 1.

3. Drug-induced constipation: Commonly used drugs by the elders

that can cause or aggravate constipation are opioid analgesics,

tricyclic antidepressant, anticholinergic drugs, antihistamine

agents, antiparkinsonian drugs, ganglionic blocking agents,

NSAIDs, antacids containing calcium carbonate or aluminum

hydroxide, bismuth, iron, calcium antagonist, diuretic, and some

antibiotics.12

3 | COMPLICATIONS AND IMPACT OF CC
IN THE ELDERS5 ,10 ,11 ,16 -21

1. Aggravate cerebrovascular disease: Cerebrovascular diseases are

common among the elderly population. When having

constipation, patients have difficulty in defecation and as a con-

sequence increase abdominal pressure, blood pressure, and

myocardial oxygen consumption, which may be life-threatening

as they predispose to cerebral hemorrhage, angina, and myocar-

dial infarction.

2. Stercoral obstruction of colon, intestinal wall ulcer, and colonic

perforation: When long stagnating in the sigmoid colon or the

rectum and water be absorbed, feces grow hard and even

become fecal stone, which can obstruct enteric cavity and

induce ileus. Besides, long-term compression of the feces can

cause intestinal wall ulcer, occasionally leading to the life-threa-

tening fecal peritonitis as a result of intestinal perforation.

3. Induce diverticulosis and diverticulitis: Tension of colonic

smooth muscle and the thickness of the muscle in the elderly

population tend to decrease. And increased pressure in the

colon of CC patients causes thin-walled out-pouches to develop

diverticulum, in which feces cannot be timely evacuated

because of constipation. These factors predispose to diverticuli-

tis.

4. Induce or aggravate hemorrhoids and rectal prolapse: During

defecation, patients need to hold breath of intense effort, which

leads to increased pressure at the rectum neck and cutting-off

of the venous drainage, causing congestive hypertrophy and

repeated distal shifts of the anal pad. The fibrous septum in the

pad gradually relaxes until it ruptures, accompanied by venous

plexus stasis, expansion, fusion, and even mixed by small arteri-

ovenous fistula, and eventually developing into hemorrhoids.

For hemorrhoids patients, constipation will cause it aggravate.

The weak and relaxed pelvic floor tissue in the elders, in combi-

nation with CC, can cause long-term elevation of intra-abdom-

inal pressure, thus inducing or aggravating rectal prolapse.

5. Increase risk for colon cancer: Constipation holds up feces in

the colonic lumen, which increases the concentrations of car-

cinogens and prolongs mucosal contact with them, and thus

increases the risk for colon cancer.

6. Inducing or aggravating abdominal hernia: The abdominal mus-

cles atrophy and long-term elevation of intra-abdominal pres-

sure in the old constipation patients can easily induce or

worsen abdominal hernia and even predispose to incarcerated

hernia.

7. Melanosis coli: CC patients and those who frequently use

anthraquinones are vulnerable to melanosis coli.

8. Inducing ischemic colitis: CC can increase intestinal cavity pres-

sure and decrease intestinal mucosal blood supply, thus increas-

ing the risk for ischemic colitis. CC is a major risk factor for

ischemic colitis in the elders.

9. Psychological disorder: CC disturbs patients, making them in

low spirit and hard to concentrate, and even bringing about

insomnia, anxiety, and depression, thus affecting daily work and

life, and reducing work efficiency and quality of life.

10. Urinary retention and urinary tract infection: The rectal feces in

the CC patients compresses urinary tract, leading to urinary

retention and urinary tract infection. Besides, CC in the elders

TABLE 1 Common diseases that can cause chronic constipation
in the elders

Category Diseases

Intestinal diseases Tumor, diverticulosis, hemorrhoids, anal fissure,

inflammatory bowel disease, ventral hernia,

intestinal volvulus, rectal prolapse, rectocele,

ileus caused by external compression from

tumor/other, strictures caused by

inflammation/trauma/radioactivity

or surgery, history of pelvic or anal

surgery, etc.

Neurological

disorders/

neuropathy

Cerebrovascular disease

Multiple sclerosis

Parkinson’s disease

Spinal cord pathology caused by trauma/tumor

Autonomic neuropathy

Cognitive impairment/dementia, etc.

Myopathy Amyloidosis

Scleroderma

Systemic sclerosis, etc.

Electrolyte

disturbance

Hypercalcemia

Hypokalemia

Hypermagnesemia, etc.

Endocrine/metabolic

conditions

Diabetes mellitus

Hypothyroidism

Hyperparathyroidism, etc.

Cardiac disease Congestive heart failure, etc.
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can cause fecal incontinence (pseudodiarrhea) and volvulus of

sigmoid colon.

4 | COMPREHENSIVE ASSESSMENT OF CC
IN THE ELDERLY

4.1 | Risk factors assessment

1. Fluid intake: Although the liquid requirements vary with individ-

ual, when the daily total fluid intake is <1.5 L, water in the gut

decreases and can cause dry feces and reduction in fecal volume,

hence leading to constipation. As the sensation of thirsty

decreases in the elders, they do not always feel thirsty even in

dehydration. It is helpful to decide whether the fluid intake is

sufficient by examining patient’s urine volume, skin elasticity, and

moisture of the oral mucous membrane.12,22

2. Diets: Dietary fibers can not only increase the stool volume,

retain moisture, and thus softening stool, but also increase bowel

movement. However, as the masticatory function declines in the

elders because of tooth loose and loss, they usually fine-tune

their diet, which results in insufficient fiber intake (<25 g/d).

There is less stimulation of the intestinal wall, which in turn

affects the colonic transit time, bowel movement frequency, and

stool volume.12

3. Activity level: Reduction in activity will increase the risk for con-

stipation.23 Old patients, who are wheelchaired, immobile, or with

impaired physical mobility, are lack of exercise for a long time

and suffer from declined intestinal peristalsis. When feces remain

in the bowel for too long, more water within the feces will be

absorbed, thus resulting in hard stools, inducing and aggravating

constipation. In addition, reduction in activity can cause abdomi-

nal muscle atrophy, decreased muscle strength, and making it

hard to hold breath and defecate. Activity-reducing-associated

constipation is the most common in weak and chronic bedridden

elderly in patients.4,22,24

4. Environment: Inappropriate defecation environment, such as lack

of privacy, unable to use toilet alone, needing help with defeca-

tion, and inconvenient facilities, can induce suppression of the

awareness of defecation in the elders and worsen constipation.

5. Psychological factor: The elders often have to face many chal-

lenges, such as being sickly, bereaved, and living alone. Psycho-

logical factors, such as anxiety and depression, and adverse life

events will bring about a great negative impact on the elderly’s

life quality.1 Psychological factors can affect the gastrointestinal

tract’s sensory, movement, and secretion.10,12,25 In addition, by

inhibiting parasympathetic nerve, they can also impair defecation

reflex, which results in constipation.26-28 Clinically, tools such as

Self-rating Anxiety Scale (SAS) and Self-rating Depression Scale

(SDS) can be applied to assess patient’s psychological condition.

6. Social support: Social support includes objective and subjective

support. Objective support refers to direct assistance in material

and finance, committed marriage, and children’s loving care, while

subjective support means patient’s satisfaction on emotions, such

as being respected, supported, and understood. Meanwhile, social

support should include another dimension, that is, how much

patients have utilized the social support and other’s help. Like

other chronic diseases in the elderly population, CC is closely

related with social support, which can decrease morbidity of old

age constipation.29 CC patient’s life quality is positively corre-

lated with social support and utilization of it,30 and whether

patients lack social support could be preliminarily judged by Social

Support Rating Scale.

4.2 | Clinical assessment

1. Symptoms and fecal character: Symptoms include stool fre-

quency, defecation habits, degree of straining, whether compli-

cated by bloating, pain, and other abdominal discomfort as well

as chest tightness, pain, and dizziness. Fecal character can be

assessed by Bristol Stool Scale.31

2. Alarming signs: Alarming signs include hematochezia or positive

fecal occult blood test (FOBT), anemia, abdominal pain and mass,

changes in appetite, weight, and defecation habit.5,6,12 Besides,

patient’s family history of intestinal diseases should be taken into

consideration, such as colorectal polyps, colorectal cancer, and

inflammatory bowel disease.14,15

3. Constipation-associated organic diseases: To identify the organic

diseases mentioned above which can cause constipation mainly

by case history, physical examination, and necessary laboratory

test.22,24

4. Comorbidity and general condition: Organ function declines in

elderly people who usually have multiple chronic diseases. Frailty,

a kind of geriatric syndromes, is quite common in the elderly,32,33

which refers that a group of symptoms can be induced by tiny

external stimuli, as the reserve function of multiple systems,

organs, or tissues has declined to the threshold. The colonic tran-

sit time in healthy old people is <5 days, whereas in the frailties,

it can be as long as 8 days.25 The activity of the elderly’s dia-

phragm, abdominal muscle, and colonic smooth muscle declines

with age, leading to insufficient evacuation motility. Moreover,

aging may change elder people’s body structures such as the pel-

vic floor structure, rectocele, rectal mucosal prolapse, and per-

ineum descending. This is also one of the factors causing high

prevalence of CC in the elderly population, especially in the

females.1,14,25,34

5. Medication: (1) Carefully asking the medication of the drugs men-

tioned above that could cause constipation: Because of comor-

bidity, the elderly often need polypharmacy; hence, the chance

of taking the constipation-associated drugs increases, which is

another important factor for the elderly population’s constipa-

tion.4,10,26 (2) Carefully asking the medication of laxatives, includ-

ing the category, dosage, frequency, and duration of laxative, as

well as suppository, enema, and other cathartic prescription or

nonprescription drugs. Long-term laxative, especially stimulant
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laxative usage, could impair intestinal myenteric plexus, decrease

colonic reactivity to the stimulus of intestinal contents, make

colonic movement frail, and even lose the ability of independent

defecation. Such colon is called as “cathartic colon.”

6. Cognitive function: There is high prevalence of cognitive disorder

among the senile constipation patients, and the severity of con-

stipation is positively correlated with cognitive disorder.35,36

Therefore, assessing patient’s cognitive function, which can be

performed by Mini-Mental State Examination (MMSE), is helpful

to formulate individualized constipation intervention.

7. Physical examination: Attention should be paid to abdominal ten-

derness and abdominal mass. Physical examination includes gen-

eral, abdominal, and anorectal checkup. The digital rectal

examination is especially important because it helps to learn not

only the fecal impaction, stricture of anus, rectal prolapse, or rec-

tum mass, but also the paradoxical or nonrelaxing puborectalis

activity.5,7,12

8. Screening examination: Blood routine, urine routine, and fecal

occult blood test (FOBT) should be the indicators of routine

checkup and regular follow-up for the elderly patients.5,7,12 For

those with severe CC or alarming signs, further examinations,

such as colonoscopy, blood biochemical, thyroid function, and

other relative imageological examinations,12 are required to

determine whether constipation is caused by organic diseases.

For those suspected functional constipation, intestinal motility

and anorectal function tests are recommended, including colonic

transit study, anorectal manometry, and balloon expulsion

test,5,7,12 as well as anorectal (or pelvic floor muscle) surface

electromyography. For the aged patients or the elders with vital

organ diseases or mobility problems, their acceptability to the

screening examination and its feasibility should be carefully

assessed and taken into full account to avoid over checking.1

9. Severity assessment: According to the severity of symptoms and

impact on daily life, constipation can be divided into 3 degrees:

mild, moderate, and severe.5,37 Mild: Symptoms are mild and do

not affect patient’s life, and patients can rebuild normal defeca-

tion through overall treatment and short-term medication. Sev-

ere: Symptoms are severe and lasting and greatly impact patient’s

work and life. Medications are required, cannot be interrupted, or

may be even ineffective.27 Moderate: Fall in between mild and

severe. Refractory constipation, which is also known as chronic

refractory constipation, falls in severe degree. Medication and

various nonsurgical treatments are ineffective for this type, and

patients may need surgical treatment. This type is often seen in

outlet construction constipation, colonic inertia, and severe IBS.26

5 | MANAGEMENT OF CC IN THE ELDERLY

5.1 | Adjustment of lifestyle

1. Sufficient dietary fiber intake38,39: This is the foundation of the

disease control, and sufficient dietary fiber (≥25 g/d) intake

should be necessary. However, foods rich in fiber are usually

poor in taste, while the masticatory function declines in the

advanced age. So, food should be cooked soft and delicious to

be swallowed more easily. Dietary fiber includes soluble and

insoluble dietary fiber. Food with soluble fiber usually tastes

smooth and is rich in flavor. Besides, this kind of food can also

be the substrate of intestinal flora as prebiotics and is especially

suitable for the elderly. Thus, fresh fruits and vegetables which

are rich in soluble dietary fiber, vitamins, and water should be an

important part of senile CC patient’s diet. As a natural soluble

fiber extracted from chicory, inulin powder available in the mar-

ket is a dietary fiber supplement of high quality,40,41 which is

typically suitable for senile constipation patients with dysphagia

and tube feeding.

2. Sufficient fluid intake: The elderly should form habits of regular

and initiative drinking and drink before feeling thirsty. Daily

water intake is advised to be 1500-1700 mL and 50-100 mL

each time. Warm water and light tea are recommended.

3. Proper exercise: Exercising with open forms should avoid falling

down and overexercise. Long-time sitting should also be avoided.

To patients in bed, light activity such as sitting up, standing, and

walking a little is helpful for defecation.

4. Form correct defecation habits: Jointly develop a defecation

schedule with patients, help patients form defecation reflexes

based on circadian rhythms, and cultivate a habit of regular defe-

cation. As bowel movements reach highest in the morning or

after meals, it is suggested to defecate within 2 hours after wak-

ing up or after meals. When defecating, patients should concen-

trate and minimize outside disruption.42

5.2 | Pharmaceutical therapy

1. Bulk-forming laxatives: Represented by psyllium seed husk, wheat

bran, plantain herb, methylcellulose, and calcium polycar-

bophil,5,43-47 bulk-forming laxatives are commonly used drugs for

CC in the elderly.28 Being poorly absorbed in the intestines, bulk

laxatives can increase the bulk and moisture content of feces by

luminal water binding, thus softening the stool and promoting

bowel movements. Currently, they are mainly used for mild con-

stipation treatment.12,48 Adequate liquid should be supplied to

avoid intestinal mechanical obstruction.49 Patients with stool

impaction or suspected intestinal obstruction are not recom-

mended. Taking together with warfarin, digoxin and antibiotics

might affect their absorption.49,50

2. Osmotic laxatives: Commonly used are lactulose, polyethylene

glycol (PEG), and salinic laxatives (eg, magnesium sulfate). After

oral administration, they can create an osmotic gradient by lumi-

nal water binding, increase stool bulk, and stimulate bowel move-

ments. They are used for mild or moderate constipation.45,47,49,50

Lactulose is also prebiotic, which can promote the growth of

profitable strain. Generally, it can be administered safely for a

long duration51 except a few cases that need dosage adjustment
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because of side effects, such as diarrhea and bloating. It is partic-

ularly suitable for senile CC patients complicated with chronic

cardiac and renal dysfunctions.49 Overdosing of salinic laxatives

can cause electrolyte imbalance (eg, magnesium sulfate can cause

hypermagnesemia) and hence must be used with caution in the

elderly and patients with compromised renal function.5,49,50

3. Stimulant laxatives: Including bisacodyl, castor oil, anthraquinones

(eg, Chinese rhubarb, folium sennae, Maren pill, Muxiangliqi

tablet, Congrong oral liquid, Dangguilonghui tablet, Tongbianning

tablet, and other Chinese patent medicines), and phenolphthalein,

these drugs are widely used in the clinic with quick laxative

effects. By acting on the myenteric plexus, they can stimulate

colonic motility and the secretion of intestinal fluid, thus shorten-

ing colonic transit time, increasing the exchanges of fluid and

electrolyte, and finally promoting defecation.11,45,47,49,50,52,53

Despite quick and obvious effects, a long-term use of these

drugs will affect the absorption of water, electrolyte, and vita-

mins, lead to irreversible damage to the myenteric plexus, and

even cause myasthenia of bowel, drug dependence, and fecal

incontinence.54 Besides, a long-term anthraquinone use may

cause colon melanosis.46 Phenolphthalein agents were withdrawn

from the market for the potential carcinogenesis discovered in

some animal experiments.43 In summary, in spite of the strong

effects of the stimulant laxatives, because of the above side

effects, it is not recommended for the elderly to accept long-

term therapy of these drugs.5,12,49,50

4. Lubricating agents: Including glycerin, liquid paraffin, and docu-

sate sodium, this class of drugs are supplied in forms of oral liq-

uid and enemas. They can soften stools and lubricate bowel wall,

and can be applied to the frailty, the elderly, as well as those

with hypertension and cardiac insufficiency. Apply 10-15 mL of

the enema to soften the stools, which is effective and safe,50,55

and is especially suitable for outlet-obstructed constipation and

senile patients with hard stools or impaction.5 However, the liq-

uid paraffin can decrease the absorption of fat-soluble vitamins,42

and patients with dysphagia might have risk for aspiration pneu-

monia while taking liquid paraffin. Therefore, liquid paraffin

should be avoided administered orally.

5. Prokinetic drugs: Currently, the commonly used prokinetic drugs

are dopamine receptor antagonist, cholinesterase inhibitors (ito-

pride), and 5-HT receptor agonist (mosapride45,56 and prucalo-

pride46-57). In vivo and in vitro studies show that itopride can

promote colonic motility.58-61 Clinical research also shows that,

when used singly or with lactulose, itopride works in CC patients

and even in poststroke immobile patients.62-64 As a 5-HT recep-

tor agonist, mosapride acts on nerve endings, release excitatory

neurotransmitters, and reverse the effect of inhibitory neuro-

transmitter. Or it can directly act on the smooth muscle, enhance

the intestinal motility, and promote defecation. Now, it is mainly

used in slow-transit constipation patients with decreased defeca-

tion frequency and hard stools. Prucalopride is a highly selective

5-HT4 receptor antagonist, which can promote colonic move-

ments and decrease colonic transit time while having little effect

on gastric emptying and small intestine transition. It can be used

in the treatment of senile slow-transit constipation.46,57,65 Over-

sea studies find that prucalopride is safe and well tolerated, with

no significant association with cardiovascular events in the

elderly.57,66-68 But we lack data on safety in the Chinese elderly

population.50 Common side effects of prokinetic drugs are diar-

rhea, abdominal pain, nausea, and headache.42,51,56

6. Secretagogues: Represented by lubiprostone69,70 and lina-

clotide,71 secretagogues promote defecation by stimulating

intestinal liquid secretion. In China, this class of drugs are not

available in market yet.

7. Probiotics48,72-74: Probiotics are beneficial for alleviating consti-

pation by improving the intestinal micro-ecology and bowel

movements and can be applied as an adjuvant therapy for CC in

the elderly. Recently, a meta-analysis shows that, when combined

with conventional laxatives, bifidobacterium triplex live bacteria

preparation can enhance the efficacy on functional constipation

and reduce recurrence rate.75 For the evidence-based medical

evaluation of some commonly used constipation drugs (Table 2).

8. When taking medicine, we should pay attention to the following

aspects: (1) It must be based on the adjustment of lifestyle such

as sufficient fluid and dietary fiber intake, proper exercise, and

good bowel habit; (2) gradient medication : in sequence, bulking

agents or osmotic laxatives, secretory stimulant, stimulant laxa-

tives. Combination medication can be considered according to

the patients’ conditions: Patients with slow-transit constipation

can add prokinetic agents; patients with evacuation disorder,

hard stool, or fecal impaction can be treated by enema together

with drugs orally; (3) to patients with mild-moderate chronic con-

stipation, especially the elderly complicated with heart, renal

insufficiency, or frailty, it is better to choose the mild and safe

laxatives such as lactulose than those osmotic laxatives contain-

ing magnesium, phosphate, and sodium; and (4) to identify the

TABLE 2 Evidence base for the treatment of constipation85,86

Classification Drugs
Recommendation
level

Grade of
evidence

Osmotic laxatives Lactulose Level II Grade B

Polyethylene

glycol

Level I Grade A

Bulking agents Psyllium Level II Grade B

Bran Level II Grade C

Methylcellulose Level III Grade C

Calcium

polycarbophil

Level III Grade C

Stimulant laxatives Bisacodyl Level II Grade B

Senna Level III Grade C

Wetting agents Dioctyl

sulfosuccinate

Level III Grade C

Prokinetic agents Prucalopride Level I Grade A

Secretory stimulant Lubiprostone Level I Grade A

Linaclotide Level II Grade B
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pseudodiarrhea caused by fecal impaction. Pseudodiarrhea is usu-

ally happened in the weak elderly who suffer from fecal impac-

tion in rectum ampullar region. Such fecal impaction may cause

rectum ampullar expansion together with relaxation of rectal

sphincter. Thus, the loose stool above the fecal blockage flows

down just like diarrhea.

5.3 | Traditional Chinese medical therapy

Traditional Chinese medicine divides constipation into several types.11

Chinese medicine, acupuncture, and massage are effective to consti-

pation. These methods have been used for thousands of years in

China. For details, doctors can refer to the guideline or consensus laid

down by the Association of Chinese Medicine and its branches.11

Meanwhile, it should be cautious to avoid the liver injury and other

side effects resulted by taking Chinese medicine for long time.

5.4 | Psychological treatment

By psychological counseling, make the patients with constipation

know that constipation is preventable and treatable. Good psycho-

logical states, sleeping, and dietary habit are helpful to ease consti-

pation. Those who have obvious psychological disorder should be

recommended for drug treatment with antidepressants, while those

who have severe mental disorder should be transferred to the psy-

chiatric department for treatment.76

5.5 | Improve social support

According to the social support assessment results, mobilize powers

of different sectors to improve social support system and encourage

patients to make use of this system.

5.6 | Cognitive training

To the chronic constipation patients with cognitive dysfunction, cog-

nitive training should be recommended including training on time,

spatial orientation, and memory and communication skills. The suc-

cessful cognition training should be advantageous to both the consti-

pation therapy and the patient’s life quality.1,36

5.7 | Biofeedback therapy

Biofeedback therapy may eliminate patients’ paradoxical movement

among abdominal muscles, pelvic muscles, and anal sphincters by

repeated coordination exercises of the muscles to facilitate defeca-

tion. Thus, biofeedback therapy is especially appropriate to the

patients with evacuation disorder73,77,78 and it is also the first-line

therapy for them.79 A successful biofeedback therapy may improve

not only constipation, but also patients’ psychological status and life

quality1,80 However, biofeedback is not suitable for the elderly with

cognitive dysfunction, because they cannot grasp the skill of the

exercises.

5.8 | Surgery

It is applied for the refractory severe constipation for those who are

not responding to normative nonsurgical treatment. Subtotal or total

colectomy is performed in patients with refractory slow-transit con-

stipation. The indications are as follows49: (1) chronic refractory

constipation patients with severe symptoms, long history of consti-

pation, and no response to conventional therapy; (2) slow-transit

constipation; (3) constipation patients without pseudoileus confirmed

by radiography or manometry; (4) excluding abdominal organic dis-

eases which would result in constipation.

Surgeries for evacuation disorder are mainly aimed at rectal

prolapse and rectocele77: (1)Surgeries via anus are more commonly

performed for rectal prolapse, such as rectal mucosa folding and

injection with sclerosing agents, PPH (procedure for prolapsed and

hemorrhoids), and Delorme surgery.77 The technique named stapled

transanal rectal resection (STARR) is simple and effective to remove

rectal prolapse and rectocele.81 (2) Surgeries for rectocele including

transanal or transvaginal rectocele repair, PPH, STARR, and so

on.77

Transanal or transsacral puborectalis partial resection or fusion of

musculus obturator internus and puborectalis77 may be suitable to

relieve constipation symptoms of the patients with puborectal mus-

cle syndrome caused by the spasm of puborectalis.82 Actually, very

few patients benefit from surgery to treat constipation. In America,

only 104 patients with slow-transit constipation are treated by sur-

gery 1 year.83 Considering the high risks and various complications

of surgery to elderly, it should be cautious to make the decision of

surgical treatment for constipation.5,77

5.9 | Treatment for different types of elderly
chronic constipation

1. Treatment for chronic function constipation: Correct lifestyle is

the fundamental therapy, including sufficient fluid and fiber

intake, proper exercise, and regular defecation habit.5,14,48,84 In

medication, bulking agents or osmotic laxatives are the first

choice. If bulking agents or osmotic laxatives fail, prokinetic

agents can be used to promote bowel function.56-61 Avoid long-

term application or abuse of stimulant laxatives. Enema or short

time use of lubricant agents such as glycerinum and liquid paraf-

fin5 is proper for evacuation disorder. Biofeedback therapy is also

a reasonable choice for evacuation disorder patients without cog-

nitive disorder.1,80 Mixed-constipation patients may need laxative

combination of enema, bulking agents, osmotic laxatives, and

prokinetic agents. Normal transit constipation patients with cog-

nitive disorder are recommended cognitive training1 and psycho-

logical treatment if necessary. Improvement of social support

may be effective to the patients who may have concerns.

2. Organic constipation: Treat the primary diseases and remove pre-

disposing factors of organic constipation to relieve or reduce

symptoms of constipation.
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3. Drug-induced constipation: Stop the medicine which may induce

or aggravate constipation. Laxatives would be recommended to

the patients who cannot stop the drugs concerned.

5.10 | Graded approach to the treatment of chronic
constipation in elderly

The treatment method may be decided by the constipation grade,

type, severity, and the patient’s condition.5,15 Figure 1 shows the

process of graded approach to the treatment of chronic constipation

in elderly.85,86

1. The first step in the graded approach:It is appropriate for mild-

moderate constipation. Organic constipation should be identified

after asking case history, general physical examination, anorectal

examination, FOBT, and other examinations if necessary. Drug-

induced constipation could be identified after asking medical his-

tory. The treatment in first step is based on recommending

changes in lifestyle and diet, stopping or reducing medications

that cause constipation, and administering fiber supplementation

or other bulk-forming agents and osmotic laxatives, adding proki-

netic agents when necessary.5,14,48,84 Cognitive training and psy-

chological counseling or pharmacy treatment should be

recommended for the patients with cognitive disorder. Reinforce-

ment of social support may be considered to the patients

concerned.

2. The second step in the graded approach: If the treatment of the

first step fails, patients after re-evaluated thoroughly would con-

tinue to do some specialized intestinal function testing, such as

colonic transit test, anorectal manometry, and balloon expulsion

Positive

A Negative, one or 
more positive in B,C, 
and D

Failed

Third step

FailedThird step

Positive

Chronic constipation in elderly

Patient history, physical examination, digital rectal 

examination, alarm symptoms (change in stool, 

change in bowel habit, heme-positive stool, 

FOBT, anemia, weight loss, abdominal 

pain, abdominal mass and so on)

Possible causes and constipation-associated 
conditions (medicine, concomitant 

diseases, surgery history, psychological state, 
cognitive function, social support)

Negative

Colonoscope, biochemistry tests, 

abdominal imaging examination

Etiological 
treatment

Negative

First step

Rule out organic causes and the underlying pathology 
causes, change lifestyle, empiric medicine for 2 -4 weeks 
according to constipation type, cognitive treatment, 

psychotherapy and social support.

second step

Intestinal function testing:
A: Colonic transit test,

B:Anorectal manometry 
C:Balloon expulsion test 

D:Defecation test

Pelvic floor function 
disorder

A positive, whatever B, C, 
and D positive or negative

Combination medication: bulking agents or
osmotic laxatives with prokinetic agents or 

combination as mentioned before/after enema or  
short-term stimulant laxatives

MDT(multiple disciplinary 
team) : re-assess

comprehensively and adjust the 
treatment strategy

Surgery for refractory severe 
constipation

Bowel training;
biofeedback

F IGURE 1 The process of graded
approach to the treatment of chronic
constipation in elderly
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test, to classify the types of constipation. The proper treatment

measures would be taken according to the types of constipation.

Combination of laxatives is usually recommended on the basis of

changing lifestyle. Biofeedback therapy or short-term stimulant

laxatives may also be considered when necessary. Pay attention

to the assessment of cognitive, psychology, and social support

and treat if necessary.

3. The third step in the graded approach: If the treatment of the

second step fails, the constipation patients must be re-evaluated

comprehensively, including lifestyle, diet, psychology, anorectal

structure and function, organic abdominal diseases related to

constipation. MDT (multiple disciplinary team) should be the

choice for the patients in this step. Surgery may be considered

for refractory serious constipation.
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