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Abstract

Background: Nearly five percent of Americans suffer from functional constipation, many of whom may benefit
from increasing dietary fiber consumption. The annual constipation-related healthcare cost savings associated with
increasing intakes may be considerable but have not been examined previously. The objective of the present study
was to estimate the economic impact of increased dietary fiber consumption on direct medical costs associated
with constipation.

Methods: Literature searches were conducted to identify nationally representative input parameters for the U.S.
population, which included prevalence of functional constipation; current dietary fiber intakes; proportion of the
population meeting recommended intakes; and the percentage that would be expected to respond, in terms of
alleviation of constipation, to a change in dietary fiber consumption. A dose–response analysis of published data
was conducted to estimate the percent reduction in constipation prevalence per 1 g/day increase in dietary fiber
intake. Annual direct medical costs for constipation were derived from the literature and updated to U.S. $ 2012.
Sensitivity analyses explored the impact on adult vs. pediatric populations and the robustness of the model to each
input parameter.

Results: The base case direct medical cost-savings was $12.7 billion annually among adults. The base case assumed
that 3% of men and 6% of women currently met recommended dietary fiber intakes; each 1 g/day increase in
dietary fiber intake would lead to a reduction of 1.9% in constipation prevalence; and all adults would increase their
dietary fiber intake to recommended levels (mean increase of 9 g/day). Sensitivity analyses, which explored numerous
alternatives, found that even if only 50% of the adult population increased dietary fiber intake by 3 g/day, annual
medical costs savings exceeded $2 billion. All plausible scenarios resulted in cost savings of at least $1 billion.

Conclusions: Increasing dietary fiber consumption is associated with considerable cost savings, potentially
exceeding $12 billion, which is a conservative estimate given the exclusion of lost productivity costs in the model.
The finding that $12.7 billion in direct medical costs of constipation could be averted through simple, realistic
changes in dietary practices is promising and highlights the need for strategies to increase dietary fiber intakes.
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Background
Current dietary fiber intakes in the United States are far
below recommended levels [1], with recent estimates in-
dicating that less than three percent of men and only six
percent of women meet recommendations [2]. Although
a universally-accepted definition of dietary fiber does not
exist, the Institute of Medicine (IOM) defines dietary
fiber as nondigestible carbohydrates and lignin that are
intrinsic (i.e., naturally occurring) and intact in plants
[1]. To increase dietary fiber intakes, the Dietary Guide-
lines for Americans, 2010 [3] recommends that Americans
should select fiber-rich foods such as whole grains, vegeta-
bles, fruits, and beans and peas, while limiting refined
grains. In particular, the Dietary Guidelines specify that at
least half of all grains consumed should be whole grains.
Accumulating evidence suggests that greater dietary fiber
intakes reduce risk for type 2 diabetes [4,5], cardiovascular
disease [5-7], certain cancers [8-10], weight gain [11,12],
diverticular disease [13,14], and obesity [11], as well as
functional constipation [15-20].
Reports of the prevalence of functional constipation,

also referred to as chronic idiopathic constipation, vary
widely, ranging from 1.9 to 27.1% in the general U.S.
population [21,22]. These variations result from differ-
ences in important factors such as how constipation is de-
fined and how cases are ascertained (e.g., self-report vs.
clinical evaluation). Overall, prevalence of functional con-
stipation increases with advancing age and occurs more
frequently in women than men [21]. According to the
most recent set of Rome diagnostic criteria (Rome III),
which are the most widely accepted criteria [23] functional
constipation is characterized by defecation associated with
straining, hard stools, a sensation of incomplete evacu-
ation, a sensation of anorectal obstruction (requiring man-
ual maneuvers), and less than three stools per week.
Functional constipation is commonly considered easily
preventable, with increased dietary fiber intake being a
safe and effective option. If left untreated, functional con-
stipation may develop into serious bowel disorders with
implications for work impairment, lost productivity, re-
duced health-related quality of life, and rising medical
costs [24,25]. For example, from 1958 to 1986, the average
number of doctor visits for constipation in the United
States was 2.5 million annually [26]. However, the fre-
quency of medical visits for constipation-related care has
increased considerably in the last 20 years, thus represent-
ing a growing economic burden for both the patient and
medical provider, with the number of physician visits to-
taling 4 million from 1993 through 1996 and 7.95 million
from 2001 through 2004 [27].
The objective of this research was to identify potential

cost savings, in terms of direct medical expenditures,
i.e., medical encounters and prescription and over-the-
counter (OTC) laxatives, associated with increased intake
of dietary fiber in the United States. To accommodate the
multiple sources of uncertainty in the required input pa-
rameters, the model was designed to be flexible and cap-
able of exploring a wide range of inputs. A base case as
well as multiple sensitivity analyses were tested and are
presented herein.

Methods
The decision-analytic model was developed using and
estimates the direct medical cost savings associated with
constipation among adults based on the following fac-
tors: (1) baseline dietary fiber consumption; (2) preva-
lence of constipation among those not meeting dietary
fiber intake recommendations; (3) proportion of those
likely to respond, in terms of alleviation of constipation-
associated symptoms, to increased dietary fiber intakes;
(4) estimated decrease in constipation prevalence associ-
ated with each 1 g/day increase of dietary fiber intake;
and (5) expected change in dietary fiber intake. The
medical costs prior to and following the hypothetical
intervention (i.e., increased dietary fiber intake) are com-
pared. All data included in this manuscript were ex-
tracted from the peer-reviewed literature and no original
research involving human subjects (including human
material or human data) was conducted; therefore, the
study was not subject to institutional review board re-
view and did not require written informed consent.
Two age populations are available in the model: chil-

dren (aged 5 to 17 years of age) and adults (aged 18 years
and above). The population of children 4 years of age
and younger is excluded from this model because there
is limited information on the prevalence of functional
constipation among infants and preschoolers [28] and
treatment patterns appear to differ for infants and pre-
schoolers compared to older children and adolescents
[29]. In addition, the limited available data on treatment
costs suggests substantial differences between infants
and preschoolers compared to older children, adolescents,
and adults (citation) and it is unknown, particularly
among infants, if increasing dietary fiber is a potential
treatment option. In this model, the user can select
pediatric, adult, or all as the population of interest. Chil-
dren 5 to 17 years are included in the model’s sensitivity
analyses, but not in the base case of the model because
there is more uncertainty around the model’s input pa-
rameters for children, although reasonable estimates were
used to populate the model.

Identification and definition of input parameters
The spreadsheet model includes inputs from multiple
sources. A full list of these sources and base case param-
eters are presented in Table 1. Many of the input param-
eters were obtained directly from the peer-reviewed
literature. As the table demonstrates, default values were



Table 1 Input parameters for decision-analytic model and
corresponding sources

Parameter Value
(Base Case)

Source(s)

Population meeting fiber
recommendations

Adult, male 3% USDA, 2010 [2]

Adult, female 6% USDA, 2010 [2]

Pediatric, male 3% USDA, 2010 [2]

Pediatric, female 3% USDA, 2010 [2]

Population with constipation

Adult, male 4.6% Stewart et al., 1999 [22]

Adult, female 4.6% Stewart et al., 1999 [22]

Pediatric, male 4.6% Based on Stewart et al.,
1999 [22]

Pediatric, female 4.6% Based on Stewart et al.,
1999 [22]

Percent of population
expected to respond
to fibera

85% Voderholzer et al. 1997
[30]

Percent reduction in
constipation associated
with each 1 g/day
increase in fiber intake

1.9% Dukas et al. 2003 [18]

Constipation severity

Adults 75% require
prescription

Assumption

Pediatric 100% require
prescription

Assumption

Annual cost

Adult, prescription $10,786.15 Mean of Mitra et al.,
2011 [31] and Nyrop et al.
2007 [32], inflated to 2012

Adult, OTC $566.54 Nyrop et al. 2007 [32],
inflated to 2012

Pediatric, prescription $3032.97 Liem et al., 2009 [33],
inflated to 2012

Change in fiber intake Increase of
9 g daily

Assumptionb

Abbreviations: USDA U.S. Department of Agriculture, OTC over-the-counter.
aRespond to fiber = alleviation of constipation.
bAssumed value of 9 g/day corresponds to the difference between the lower
limit of the fiber recommendation established by the IOM (25 g/day) and the
current mean intake in the population (16 g/day).
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provided but the user can vary the input within a specified
range or add a value that is more specific or is outside of
the range.
Values for baseline dietary fiber intakes were derived from

publicly available estimates provided by the U.S. Depart-
ment of Agriculture (USDA), using data from the National
Health and Nutrition Examination Survey (NHANES)
2003–2006 [2]. Intake estimates from NHANES 2003–
2006 were used for consistency purposes, as the values
for the percentages of the population meeting dietary
fiber recommendations, defined by Adequate Intakes
(which are intake levels established by the IOM and
considered to be adequate for the population) [2], were
from NHANES 2003–2006 [2]. Conservative estimates
of constipation prevalence, based on Rome diagnostic
criteria, for adults and children [22] were identified
from a systematic review of the epidemiologic literature
available in PubMed through January 2013. Although
other estimates exist, they are often based on self-
report, which may lead to higher estimates. In an effort
to be conservative in quantifying the population on
whom fiber intake might affect constipation, this model
uses what might be considered a low estimate of consti-
pation prevalence. Only one epidemiologic study identi-
fied provided sufficient data to estimate the percentage
reduction in constipation prevalence associated with an
increase in dietary fiber intake [18]; this study was con-
ducted among women in the Nurses’ Health Study aged
36 to 61 years of age. The dose–response estimate gen-
erated from this study was used as the default value in
the model (for each 1 gram increase in dietary fiber in-
take, the prevalence of constipation decreases by 1.9%).
A literature search was conducted to identify the costs

of treatment for patients with functional constipation.
Several studies were identified [31-35]; they were catego-
rized by the population studied and the treatment re-
quired into pediatric, adult OTC, and adult prescription.
Given the absence of data for the cost of pediatric non-
prescription care, the base case assumes that adult and
pediatric OTC annual costs are equivalent. Nevertheless,
the default value for pediatric constipation costs assume
that treatment costs are derived 100% from prescription
and 0% from OTC, as there are limited data on usage of
OTC laxatives in children, and there are only anecdotal
reports of off-label use of products not approved for
children. Only studies from the United States were in-
cluded, and costs were inflated to 2012 dollars using the
Bureau of Labor Statistics’ Medical Care Consumer Price
Index [36]. Table 2 presents sources for cost inputs for
the model.
A base case was created to reflect a plausible scenario,

given existing information. The base case is limited to the
adult population; for simplicity, assumptions for adult and
pediatric populations are presented here. For each input
parameter, sensitivity analyses were conducted, assuming
a range of plausible values. In the case of costs, the base
case values were increased and decreased by 50%. One
highly variable parameter required for the model is what
percent of the population will make particular dietary
changes. The model is designed to allow the user to spe-
cify the distribution of the population that falls into the
following categories: no additional dietary fiber, or an add-
itional 3, 5, 6, 7.5, 8, 9, 10, or 15 g/day of dietary fiber. The
base case assumed that all adults with dietary fiber intake
below recommended levels would increase their dietary



Table 2 Results and sensitivity analyses: cost savings of reduced constipation rates attributed to increased dietary
fiber intakes

Annual cost reduction Key parameters and/or change(s) in key parameters

$12.7 billion Base case

$1.1 billion No change in fiber intake for 75% of adults; 25% of adults increase fiber intake by 3 g daily

$13.2 billion Assumes that 1% of men and women currently meet fiber intake recommendation

$12.0 billion Assumes that 10% of men and women currently meet fiber intake recommendation

$7.5 billion Assumes that 50% of adults with constipation respond to fiber increase

$4.8 billion Assumes that 25% of adults with constipation require a prescription; 75% take over-the counter products

$20.0 billion Assumes that 1 g of increased fiber intake is associated with a 3% reduction in constipation

$19.3 billion Assumes that 7% of the adult population has constipation

$2.8 billion Assumes that 1% of the adult population has constipation

$19.5 billion Assumes that 4.0% of men and 10.2% of women have constipation {Markland, 2013 #632}

$21.9 billion Assumes that adults increase fiber intake by 15 g daily

$0.7 billion Pediatric population only; assumes 100% of the population increased fiber intake by 6 g daily

$83.9 billion Multivariate: best case - Assumes that 1% of adults meet fiber intake recommendations, 7% of adults have
constipation, 1 g of fiber intake is associated with a 3% reduction in constipation, all patients require a
prescription medication, 100% of adults increase fiber intake (by 15 g daily)

$2.3 million Multivariate: worst case - Assumes that 10% of adults meet fiber intake recommendations, 1% of adults have
constipation, 1 g of fiber intake is associated with a 1% reduction in constipation, all patients are treated with
an over the counter medication, only 25% of adults increase fiber intake (by 3 g daily)
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fiber intakes by 9 g/day, a value which corresponds to the
difference between the lower limit of the dietary fiber rec-
ommendation established by the IOM (25 g/day) [1] and
the current mean intake (16 g/day) [2]. The lower limit of
the dietary fiber recommendation for adult women was
selected as a conservative estimate, as the lower end of the
recommended dietary fiber intake range for adult men is
38 g/day [1]. The value of 25 g/day also aligns with the
Daily Value used on the Nutrition Facts Panel for a 2000
calorie diet. The proportion of cases treated with prescrip-
tion or OTC medications is an assumption, based on re-
view of published case series. The base case assumes that
75% of adults who present for care require a prescription
and that 100% of children require one. These values can
be modified by the user and were tested in sensitivity
analyses.

Results
Table 1 lists the input parameters used for the base case
of the model as well as the corresponding parameters
for the pediatric population. For example, the base case
assumes that 3% of the adult male population and 6% of
the adult female population meet dietary fiber recom-
mendations [2] and that 4.6% of adults (male and fe-
male) have functional constipation [22]. Sources are
provided for each parameter.
Table 2 presents results for the base case of the model

and selected sensitivity analyses. Under the base case as-
sumptions, the annual cost savings were estimated to be
$12.7 billion. Sensitivity analyses were based on varying
the input parameters. The table presents the annual cost
reduction associated with each different scenario. As ex-
pected, results from the sensitivity analyses showed vari-
ation across the different input parameters, but all
plausible scenarios resulted in cost savings of at least $1
billion, with maximum savings associated with a success-
ful public health campaign that would result in substan-
tially increased dietary fiber intakes. With this assumption
of adults increasing dietary fibers intakes by 15 g/day,
more than $80 billion in annual savings could be achieved.
The proportion of adults with constipation in the base
case was set to 4.6% for all adults; a recent U.S. study
using a different methodology for identifying constipation
rates has suggested this value may be too low for women.
Thus, a sensitivity analysis used values from the most re-
cent NHANES analysis, which estimated rates were 4.0%
for men and 10.2% for women [37]. No input parameter
was identified as trivial, nor was any parameter identified
that dominated the sensitivity analysis. As shown in
Table 2, if only 1% of adults currently meet their dietary
fiber intake recommendation and all remaining individuals
who are not meeting recommendations increase their in-
take by 9 g daily, then the savings increases slightly to
$13.2 billion from the base case of $12.7 billion. If 10% of
adults already meet the recommendation, the savings, as
expected, is slightly smaller, at $12.0 billion. The last two
rows in Table 2 present results of multivariate sensitivity
analyses of best and worst case scenarios. The best case
scenario has the lowest proportion of the population
meeting dietary fiber intake recommendations, the highest
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rates of constipation, and the best response to dietary fiber
intake; this scenario results in estimated savings of more
than $83 billion annually. The worst case scenario as-
sumes the opposite, that is, the highest rates of dietary
fiber intake along with the lowest rates of constipation
and the lowest constipation costs (i.e. use of over-the-
counter medications only). This scenario results in a mod-
est cost savings of just greater than $2 million. An analysis
of the potential cost savings among the pediatric popula-
tion projected a savings of $0.7 billion annually.

Discussion
Increased dietary fiber consumption for adults with
functional constipation is associated with a considerable
cost savings, likely exceeding $12 billion, with a possibil-
ity of exceeding $20 billion with small changes in the
model. The inclusion of the pediatric population adds
another small but substantial increment ($0.7 billion).
The finding that tens of billions of dollars in constipa-
tion costs could be averted through simple, realistic
changes in dietary practices is promising and highlights
the need for strategies to increase dietary fiber intakes.
These strategies should include efforts to ensure all indi-
viduals have access to fiber-rich foods as well as efforts
to modify individual dietary intake behavior (e.g., provid-
ing nutrition education and increasing awareness of the
health benefits of dietary fiber).
An important consideration from an economic stand-

point relates to the types of foods that individuals would
consume to obtain additional dietary fiber in their diets.
This analysis did not assume an additional cost for in-
creased dietary fiber consumption. Many foods that are
available in both conventional and fiber-enriched ver-
sions, such as ready-to-eat cereal and snack bars, are
comparably priced; in addition, there is a lack of data
showing that fiber-rich foods are more expensive than
lower-fiber foods [14]. Therefore, an additional cost was
considered unnecessary for the model. In other words,
the model assumes that consumers make simple substi-
tutions of one product for another similarly-priced prod-
uct that is otherwise nutritionally similar. This is
supported by findings from a recent study that demon-
strated how fiber intakes can be increased with simple,
small-step substitutions without affecting caloric intake
[38]. However, it is possible that a different pattern of
consumption would occur, i.e., consumers may replace
calorie-dense food items with low energy-dense food
items. For example, consumers may replace energy-
dense candy bars with fiber-rich cereal bars. In this case,
dietary fiber intake is not the only factor that changes,
but intakes of total energy and saturated fat may de-
crease, while intakes of other dietary components gener-
ally found in fiber-rich foods, such as magnesium [39],
may increase. Furthermore, overall diet quality may
improve as a result of replacing calorie-dense foods
items with lower energy-dense, fiber-rich food items
[13,40]. The implications are that there can be many
other related health and economic outcomes affected. A
substitution of a similar product might yield results such
as this model calculated; in contrast, the replacement of
one type of food for a dissimilar one may mean this
model, focused only on constipation, grossly underesti-
mates savings in direct medical costs that result from
the unintended consequence of eliminating other prod-
ucts from the diet in favor of fiber. A related consider-
ation is that not all types of dietary fiber are equally
effective at enhancing regularity. For example, wheat
bran fiber in particular has been shown to promote
bowel regularity [39,41]. However, the assumptions for
the model were based on data from the Nurses’ Health
Study [18], which evaluated total dietary fiber. Should
other data sources or estimates become available, these
can be incorporated as new input parameters into the
existing model. In addition, the current model allows for
the exploration of a number of possibilities, including
varying dietary fiber intakes and reductions in constipa-
tion prevalence associated with each additional gram of
dietary fiber intake.
Some considerations are warranted for the basis of the

model parameters used in this study. Regarding the epi-
demiologic data used for input parameters, misclassifica-
tion, misdiagnosis, and failure to diagnose (as not all
individuals who suffer from constipation seek medical
care) have hampered efforts to ascertain accurate preva-
lence and incidence of functional constipation. Even
when validated surveys have been used to define consti-
pation, the estimates can differ greatly based on method
and whether frequency, consistency, or a combination of
the two are considered [42]. By using a fairly strict cri-
terion for constipation, these findings may underesti-
mate the number of potential patients and thus the
potential cost savings. In addition, certain populations
are often excluded from the types of surveys that esti-
mate prevalence, including the institutionalized elderly
and neonates, as well as patients who are suffering from
opioid- or other drug-induced constipation or for pa-
tients where polypharmacy is necessary [43-45]. The
diagnostic criteria for constipation have also changed
over time, and dietary fiber intake estimates are based
on self-report. Furthermore, the estimate used for the
decrease in constipation associated with each 1 g/day in-
crease in dietary fiber intake was derived from a single
study of adult women; further analysis to refine the value
or to provide separate estimates by age and sex would
be welcomed. Finally, population-level assumptions were
made about baseline dietary fiber intake and constipa-
tion prevalence. No data were available to identify diet-
ary fiber intake for those with and without constipation.
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Regarding the economic input parameters and calcula-
tions, it should be noted that the model assumes that a
1.9% decrease in constipation would result in a 1.9% re-
duction in constipation-related costs. Although plausible,
this assumption does not account for a variety of scenar-
ios. For instance, this change in constipation might de-
crease the severity of constipation from requiring a
prescription to being treated by OTCs, or it might move
an individual who uses OTCs often to using them rarely,
or it might mean those with already close-to-acceptable
dietary fiber intake might have no constipation costs at all.
More likely it means a combination of these possibilities
will exist in the population rather than just one. Last, cost
estimates are sparse and limited to direct medical costs,
without considering important indirect costs such as those
related to lost work or school days per month [46,47].
Therefore, limiting the model to direct medical costs savings
yields a conservative estimate for constipation-related cost.
Nonetheless, the model developed here demonstrates a con-
siderable cost savings associated with a simple, feasible, and
realistic approach to reduce the economic burden from
constipation, namely increasing dietary fiber consumption.

Conclusion
The public health implications of increasing dietary fiber
intake to recommended levels for gastrointestinal health
and chronic disease prevention are significant. Accumulat-
ing evidence indicates that greater dietary fiber intakes re-
duce risk for type 2 diabetes [4,5], cardiovascular disease
[5-7], certain cancers [8-10], weight gain [11,12], obesity
[11], and diverticular disease [13,14], as well as functional
constipation [15-20]. In 2010, the Dietary Guidelines for
Americans classified dietary fiber as a nutrient of concern
because more than 90% of U.S. adults and children failed
to meet their daily dietary fiber recommendations [3].
Given that the vast majority of Americans are not meeting
recommendations yet the potential benefits of increasing
intakes for both public health and cost savings are sub-
stantial, more comprehensive efforts are needed to align
intakes with recommendations. These efforts should in-
clude strategies to increase the supply, availability, and
consumer demand of fiber-rich foods, such as whole
grains, vegetables, nuts, and legumes, and to provide
higher fiber varieties of the foods individuals are pres-
ently consuming, including ready-to-eat cereals.

Abbreviations
IOM: Institute of medicine; NHANES: The national health and nutrition
examination survey; OTC: Over-the-counter; USDA: United States Department
of Agriculture.

Competing interests
JKS, PEM, JAL, VP, and DDA are employed at Exponent, Inc. and KCM and
TMR are employed at Biofortis-Provident Clinical Research. Funding from
Kellogg Company directly supported the efforts of KCM and TMR, and
Exponent received funding to conduct this research through Biofortis-Provident
Clinical Research.
Authors’ contributions
JKS, DDA, KCM, LMS and TMR conceptualized the study; JKS and PEM
designed the study plan; and JKS and JAL developed the economic model,
with support from PEM and VP in obtaining input parameters. All authors
interpreted and discussed the study findings. JKS, PEM, and JAL wrote the
manuscript, with critical revision and feedback for intellectual content from
VP, KCM, TMR, LD, LMS, and DDA. All authors read and approved the final
version of this manuscript.

Authors’ information
At the time this research was completed, Dr. Miller and Dr. Alexander were
employed at Exponent.

Acknowledgments
JKS, PEM, JAL, VP, and DDA were supported by funds from Biofortis-
Provident Clinical Research, and KCM and TMR were supported by funds
from Kellogg Company.

Author details
1Exponent Inc., 1800 Diagonal Road Suite 500, Alexandria, VA 22314, USA.
2Exponent Inc., 525 W. Monroe Street Suite 1050, Chicago, IL 60661, USA.
3Biofortis–Provident Clinical Research, 211 E. Lake Street #117, Addison, IL
60101, USA. 4The Kellogg Company, 2 Hamblin Ave, Battle Creek, MI 49015,
USA. 5Exponent Inc., 4141 Arapahoe Avenue Suite 101, Boulder, CO 80303,
USA.

Received: 2 October 2013 Accepted: 12 April 2014
Published: 17 April 2014

References
1. IOM: Dietary Reference Intakes: energy, carbohydrates, fiber, fat, fatty acids,

cholesterol, protein and amino acids. Washington, DC: National Academies
Press; 2002.

2. United States Department of Agriculture Agricultural Research Service:
Dietary fiber (g): usual intakes from food and water, 2003–2006, compared to
adequate intakes. What we eat in America, NHANES; 2003–2006. accessed
4/15/2014. Available online: http://www.ars.usda.gov/SP2UserFiles/Place/
12355000/pdf/0506/usual_nutrient_intake_dietary_fiber_2003-06.pdf.

3. U.S. Departments of Agriculture and Health and Human Services: Dietary
Guidelines for Americans, 2010. 7th Ed. Washington, DC: US Government
Printing Office; 2010.

4. Schulze MB, Schulz M, Heidemann C, Schienkiewitz A, Hoffmann K, Boeing H:
Fiber and magnesium intake and incidence of type 2 diabetes: a
prospective study and meta-analysis. Arch Intern Med 2007, 167:956–965.

5. Ye EQ, Chacko SA, Chou EL, Kugizaki M, Liu S: Greater whole-grain intake
is associated with lower risk of type 2 diabetes, cardiovascular disease,
and weight gain. J Nutr 2012, 142:1304–1313.

6. Chen GC, Lv DB, Pang Z, Dong JY, Liu QF: Dietary fiber intake and stroke
risk: a meta-analysis of prospective cohort studies. Eur J Clin Nutr 2013,
67(1):96–100.

7. Pereira MA, O'Reilly E, Augustsson K, Fraser GE, Goldbourt U, Heitmann BL,
Hallmans G, Knekt P, Liu S, Pietinen P, Spiegelman D, Stevens J, Virtamo J,
Willett WC, Ascherio A: Dietary fiber and risk of coronary heart disease: a
pooled analysis of cohort studies. Arch Intern Med 2004, 164:370–376.

8. Aune D, Chan DS, Greenwood DC, Vieira AR, Rosenblatt DA, Vieira R, Norat T:
Dietary fiber and breast cancer risk: a systematic review and meta-analysis
of prospective studies. Ann Oncol 2012, 23:1394–1402.

9. Aune D, Chan DS, Lau R, Vieira R, Greenwood DC, Kampman E, Norat T:
Dietary fibre, whole grains, and risk of colorectal cancer: systematic
review and dose–response meta-analysis of prospective studies.
BMJ 2011, 343:d6617.

10. Bandera EV, Kushi LH, Moore DF, Gifkins DM, McCullough ML: Association
between dietary fiber and endometrial cancer: a dose–response
meta-analysis. Am J Clin Nutr 2007, 86:1730–1737.

11. Liu S, Willett WC, Manson JE, Hu FB, Rosner B, Colditz G: Relation between
changes in intakes of dietary fiber and grain products and changes in
weight and development of obesity among middle-aged women. Am J
Clin Nutr 2003, 78:920–927.

12. Tucker LA, Thomas KS: Increasing total fiber intake reduces risk of weight
and fat gains in women. J Nutr 2009, 139:576–581.

http://www.ars.usda.gov/SP2UserFiles/Place/12355000/pdf/0506/usual_nutrient_intake_dietary_fiber_2003-06.pdf
http://www.ars.usda.gov/SP2UserFiles/Place/12355000/pdf/0506/usual_nutrient_intake_dietary_fiber_2003-06.pdf


Schmier et al. BMC Public Health 2014, 14:374 Page 7 of 7
http://www.biomedcentral.com/1471-2458/14/374
13. Aldoori WH, Giovannucci EL, Rockett HR, Sampson L, Rimm EB, Willett WC:
A prospective study of dietary fiber types and symptomatic diverticular
disease in men. J Nutr 1998, 128:714–719.

14. Crowe FL, Appleby PN, Allen NE, Key TJ: Diet and risk of diverticular
disease in Oxford cohort of European Prospective Investigation into
Cancer and Nutrition (EPIC): prospective study of British vegetarians and
non-vegetarians. BMJ 2011, 343:d4131.

15. Lee WT, Ip KS, Chan JS, Lui NW, Young BW: Increased prevalence of
constipation in pre-school children is attributable to under-consumption
of plant foods: A community-based study. J Paediatr Child Health 2008,
44:170–175.

16. Jennings A, Davies GJ, Costarelli V, Dettmar PW: Dietary fibre, fluids and
physical activity in relation to constipation symptoms in pre-adolescent
children. J Child Health Care 2009, 13:116–127.

17. Roma E, Adamidis D, Nikolara R, Constantopoulos A, Messaritakis J: Diet and
chronic constipation in children: the role of fiber. J Pediatr Gastroenterol
Nutr 1999, 28:169–174.

18. Dukas L, Willett WC, Giovannucci EL: Association between physical activity,
fiber intake, and other lifestyle variables and constipation in a study of
women. Am J Gastroenterol 2003, 98:1790–1796.

19. Morais MB, Vitolo MR, Aguirre AN, Fagundes-Neto U: Measurement of low
dietary fiber intake as a risk factor for chronic constipation in children.
J Pediatr Gastroenterol Nutr 1999, 29:132–135.

20. Slavin JL: Position of the American Dietetic Association: health
implications of dietary fiber. J Am Diet Assoc 2008, 108:1716–1731.

21. Higgins PD, Johanson JF: Epidemiology of constipation in North America:
a systematic review. Am J Gastroenterol 2004, 99:750–759.

22. Stewart WF, Liberman JN, Sandler RS, Woods MS, Stemhagen A, Chee E,
Lipton RB, Farup CE: Epidemiology of constipation (EPOC) study in the
United States: relation of clinical subtypes to sociodemographic features.
Am J Gastroenterol 1999, 94:3530–3540.

23. Drossman DA: The functional gastrointestinal disorders and the Rome III
process. Gastroenterology 2006, 130:1377–1390.

24. Burnett C, Wilkins G: Managing children with constipation: a community
perspective. J Fam Health Care 2002, 12:127–132.

25. Dennison C, Prasad M, Lloyd A, Bhattacharyya SK, Dhawan R, Coyne K: The
health-related quality of life and economic burden of constipation.
Pharmacoecon 2005, 23:461–476.

26. Sonnenberg A, Koch TR: Physician visits in the United States for
constipation: 1958 to 1986. Dig Dis Sci 1989, 34:606–611.

27. Shah ND, Chitkara DK, Locke GR, Meek PD, Talley NJ: Ambulatory care for
constipation in the United States, 1993–2004. Am J Gastroenterol 2008,
103:1746–1753.

28. Loening-Baucke V: Prevalence, symptoms and outcome of constipation in
infants and toddlers. J Pediatr 2005, 146:359–363.

29. Constipation Guideline Committee of the North American Society for
Pediatric Gastroenterology H, Nutrition: Evaluation and treatment of
constipation in infants and children: recommendations of the North
American Society for Pediatric Gastroenterology, Hepatology and
Nutrition. J Pediatr Gastroenterol Nutr 2006, 43:e1–13.

30. Voderholzer WA, Schatke W, Muhldorfer BE, Klauser AG, Birkner B, Muller-Lissner SA:
Clinical response to dietary fiber treatment of chronic constipation. Am J
Gastroenterol 1997, 92:95–98.

31. Mitra D, Davis KL, Baran RW: All-cause health care charges among managed
care patients with constipation and comorbid irritable bowel syndrome.
Postgrad Med 2011, 123:122–132.

32. Nyrop KA, Palsson OS, Levy RL, Korff MV, Feld AD, Turner MJ, Whitehead WE:
Costs of health care for irritable bowel syndrome, chronic constipation,
functional diarrhoea and functional abdominal pain. Aliment Pharmacol
Ther 2007, 26:237–248.

33. Liem O, Harman J, Benninga M, Kelleher K, Mousa H, Di Lorenzo C: Health
utilization and cost impact of childhood constipation in the United
States. J Pediatr 2009, 154:258–262.

34. Choung RS, Branda ME, Chitkara D, Shah ND, Katusic SK, Locke GR 3rd,
Talley NJ: Longitudinal direct medical costs associated with constipation
in women. Aliment Pharmacol Ther 2011, 33:251–260.

35. Singh G, Lingala V, Wang H, Vadhavkar S, Kahler KH, Mithal A,
Triadafilopoulos G: Use of health care resources and cost of care for
adults with constipation. Clin Gastroenterol Hepatol 2007, 5:1053–1058.
36. Speridiao PG, Tahan S, Fagundes-Neto U, Morais MB: Dietary fiber, energy
intake and nutritional status during the treatment of children with
chronic constipation. Braz J Med Biol Res 2003, 36:753–759.

37. Markland AD, Palsson O, Goode PS, Burgio KL, Busby-Whitehead J, Whitehead WE:
Association of low dietary intake of fiber and liquids with constipation:
evidence from the National Health and Nutrition Examination Survey. Am J
Gastroenterol 2013, 108:796–803.

38. Hornick B, Birkett A, Liska D: The Fiber Deficit, Part 3-Beyond Traditional
Fiber Sources: The Role of Adding Fiber to Food in Improving Fiber
Intakes. Nutr Today 2013, 48(4):168–173.

39. O'Sullivan K: The superior benefits of wheat bran fibre in digestive
health. Eur Gastroenterol Hepatol Rev 2012, 8:90–93.

40. Marquart L, Wiemer KL, Jones JM, Jacob B: Whole grains health claims in
the USA and other efforts to increase whole-grain consumption.
Proc Nutr Soc 2003, 62:151–160.

41. Stevenson L, Phillips F, O'Sullivan K, Walton J: Wheat bran: its composition
and benefits to health, a European perspective. Int J Food Sci Nutr 2012,
63:1001–1013.

42. Suares NC, Ford AC: Prevalence of, and risk factors for, chronic idiopathic
constipation in the community: systematic review and meta-analysis.
Am J Gastroenterol 2011, 106:1582–1591. quiz 1581, 1592.

43. Saps M, Sztainberg M, Di Lorenzo C: A prospective community-based
study of gastroenterological symptoms in school-age children. J Pediatr
Gastroenterol Nutr 2006, 43:477–482.

44. Uc A, Hyman PE, Walker LS: Functional gastrointestinal disorders in
African American children in primary care. J Pediatr Gastroenterol Nutr
2006, 42:270–274.

45. Frank L, Schmier J, Kleinman L, Siddique R, Beck C, Schnelle J, Rothman M:
Time and economic cost of constipation care in nursing homes. J Am
Med Dir Assoc 2002, 3:215–223.

46. McClung HJ, Boyne L, Heitlinger L: Constipation and dietary fiber intake in
children. Pediatrics 1995, 96:999–1000.

47. Johanson JF, Kralstein J: Chronic constipation: a survey of the patient
perspective. Aliment Pharmacol Ther 2007, 25:599–608.

doi:10.1186/1471-2458-14-374
Cite this article as: Schmier et al.: Cost savings of reduced constipation
rates attributed to increased dietary fiber intakes: a decision-analytic
model. BMC Public Health 2014 14:374.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Identification and definition of input parameters

	Results
	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


