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Overview

• Disorders of Gut-Brain Interaction

• IBS vs Chronic constipation

• Obstructed defecation: examination **

• Which Tests

• Laxatives: what and how much

• Diet 

• Pelvic floor physio

• Neuromodulators & Psychology



Case JT
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• Ms JT – 32yo primary school teacher

• Years of intermittent pain, bloating

• Irregular hard /soft stool- tried every laxative, fibre worse

• Sometimes nauseous, can’t eat

• Food intolerances – tried every diet, seen dietitians

• Mild-moderate anxiety, headaches

• “It’s just my IBS, just have to deal with it”

• Further Q: dyspareunia, urinary stress incontinence

• Blood, stool, colonoscopy, imaging normal  



Case JT
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• Is this Irritable Bowel Syndrome??

• Find the cause of constipation

• Pelvic floor dysfunction until proven otherwise! 

• Then treat constipation, and reassess symptoms

• Never “just IBS”, very treatable
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What is  IBS?



Disorders of Gut-Brain Interaction (FGID)
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• Simple definition:

• Real physiological responses to internal and external stimuli

• Symptoms without an identifiable structural or biochemical cause

• Which are bothering the patient

• And persist for more than 6 months

Visceral hypersensitivity

Altered CNS processing

Motility disturbance

Altered mucosal and immune function

Altered gut microbiota

Caused by:



Rome IV
Classification
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Irritable Bowel Syndrome
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Chronic Constipation
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• Aka. functional constipation

= Abdominal pain is not predominant feature

symptoms resolve with (months of) regular bowel clearance

• Why are they constipated?

• Obstructed defecation until proven otherwise

• Toilet behaviours, avoidance

• Diet, fluid

• Medication, substances, systemic diseases
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Chronic Constipation

1. Obstructed defecation

>50% have secondary slow transit

2. Normal Transit constipation

Functional constipation

IBS-C (pain predominant)

3. Primary Slow transit constipation (<1%)

Neurological, connective tissue disorder



11

Obstructed defecation
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Obstructed Defecation

• Mechanical: Excessive perineal descent

Large rectocoele

Internal rectal prolapse (intussusception)

Anal fissure

• Functional: Dyssynergic defecation 

Anal hypertonia, anal spasm, (fissure)

Ineffective propulsion



Normal Defecation
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• Gastrocolic reflex, colocolic reflex → colonic motility

• Stool enters rectum → activates stretch receptors

• Enteric NS + PNS reflexes

• Contraction of rectum, and colon = urge

• Reflex sphincter relaxation → voluntary EAS activation if want to delay

• If delayed, rectum relaxes, urge dissipates

• Continence = puborectalis (sling) angulates rectum + IAS/EAS contract shut

• Defecation = puborectalis relaxes, rectum straightens + IAS/EAS relax open
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http://www.rahulgladwin.com/medimages/ind

ex.php?level=picture&id=211

http://didier-chantier.com/female-anatomy-reproductive/female-anatomy-reproductive-guide-

photography-gallery-sites-with-female-anatomy-reproductive/



Defecation: Puborectalis
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Obstructed defecation: History
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• History of straining ++

• Feeling of incomplete emptying

• Difficult to pass liquid stool or flatus

• May report ‘diarrhoea’ due to frequency of small incomplete / 
unsuccessful motions

• Other PF dysfunction – vag prolapse, urinary retention / 
frequency, dyspareunia



Mechanical Obstructed Defecation
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Rectocoele

https://fascrs.org/ascrs/media/files/rectocele.jpg

Rectal prolapse

https://www.google.com.au/imgres?imgurl=https%3A%2F%2Fcontent.healthwise.net



Anorectal examination for OD
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1. Explain, reassure, consent

2. Left lateral, inspect – ext haemorrhoids, fissure, gape, soiling

3. ‘Push down like you’re trying to pass a bowel motion’

- Mucosal / FT rectal prolapse, prol haemorrhoids, perineal descent 

5. Sensation: anal wink 4 quadrants

6. Lubricant (cold), ‘okay if I put a finger just inside the bottom muscles?’

7. Wait, ‘That’s all I’m going to do now, let everything relax’ - rest tone 

8. Palpate rectal walls: pain, rectocoele (anterior), large masses

9. Squeeze my finger: squeeze strength, able to relax 

- Should lift, contract, puborectalis activates (angle) 

9. ‘Push down like you’re sitting on the toilet trying to push my finger out, 

I’ll hold it, don’t worry nothing will come out’:

- Strain to push finger out → should relax, straighten, and descend 1-3cm

- Dyssynergia = puborectalis contracts instead 

10. Inspect, persistent gape

https://drossmancare.com/wp-content/uploads/2019/04/Screen-

Shot-2019-04-26-at-1.57.18-PM.png



Constipation: Which Tests? 
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• History and anorectal examination

• ?Pelvic floor symptoms → (anorectal) pelvic floor physio assessment

• AXR or CT: New pain, red flags, ?megacolon

Often over-diagnose; can be a helpful visual

• Anorectal physiology studies (‘manometry’)

• Colonoscopy: red flags, new, abrupt change, chronic untreated

• Avoid motility studies (CTS, GES) → refer to NeuroGastroenterology



What are Anorectal Physiology Studies?
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• Anorectal manometry (London classification)

• Balloon sensory testing

• EMG

• Pudendal nerve testing

• Endoanal ultrasound



Constipation 
Treatment 
Algorithm
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Treatment Principles
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• Optimise stool consistency

• (Anorectal) pelvic floor physiotherapy

• Topical therapy

• Obstructed → regular suppository, trans-anal irrigation  

• Fissure/spasm → diltiazem 2%/xylocaine 2%

• Haemorrhoid pain → proctosedyl supp

• Dietetics

• On-referral: 

Obvious structural problem → PF Colorectal Surgeon

Most Pts → Gastroenterology



Optimise Stool: Osmotic laxative 1st line
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• Create an intra-luminal osmotic gradient

Water +/- electrolytes into lumen

Looser stool, increase stool volume

• Macrogol 3350 (PEG) Osmolax, (Movicol)
• RCTs to 6 months, good effect

• Head-to-head lactulose, superior

• Head-to-head prucalopride, non-inferior

• Lactulose 
• Non-absorbed, fermented to SCFAs

• Effective mild-mod constipation, cause 
bloating

▪ Poorly absorbed salts:
▪ Magnesium (Epsom), phosphate

▪ Little evidence, no longer recc

▪ Caution in elderly, HF, RF



Add: stimulant laxative 2nd line
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• Accelerate colonic transit via:   water / electrolyte / prostaglandin secretion; stimulate motility

• Bisacodyl (Dulcolax tablets) 5-10mg daily

• Good evidence, SRMA RR 2.46 cf. placebo

• Appears superior to SP, prucalo, lubipros, linaclotide

• Sodium picosulfate (Dulcolax drops)

• SRMA RR 2.83 cf. placebo

• More GI SE than bisacodyl

• Anthraquinones (eg. senna)

• Well tolerated

• Effective, but no high quality RCTs in CC

*Chronic use of stimulants does 
not seem to cause tolerance, 
rebound constipation, or damage 
to colon.

Muller‐Lissner, S. A., Kamm, M. A., Scarpignato, C. & 

Wald, A. Myths and misconceptions about chronic 

constipation. Am. J. Gastroenterol. 100, 232–242 (2005)
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Dietetics
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• Gastro dietitian – STARS Hospital Dietitian First clinic 

• Low FODMAPS: Treat constipation first

Dietitian guidance

No if eating disorder 

• Water to thirst, or with each meal

• Standard dietary advice
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https://www.eatforhealth.gov.au/food-essentials/how-much-do-we-need-each-day/recommended-number-serves-adults



Optimise Stool – Fibre supplement
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• Clear faecal loading first (e.g. uptitrating Osmolax)

• Start low, uptitrate slow (by 1tsp every 3 or 7 days)

• Benefiber – low bloating, no texture, but need large amounts

• Metamucil granular powder – good all rounder

• Psyllium husk (in water) – coeliac, diarrhoea / FI, intolerances

• Guargum (PHGG) – advanced diabetes

• Normafibe – low bloating, but gravel texture



What does PF physio do?
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• Biofeedback therapy steps:

• Educate on normal defecation

• Train to strain / improve abdominal pushing effort

• Train to relax PF muscles while straining (with EMG, U/S, apps)

• Practice with balloon expulsion

• THEN SO MUCH MORE (laxative/fibre/enemas, urogynae, education, TENS, TA irrigation)

• > 70% successful, grade A recommendation

• Superior to placebo (sham therapy), laxatives, diazepam

• Need experienced PFP, and willing Pt

• If unsure and GE/CRS nearby → refer to an anorectal PF physio early



Neuromodulators
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For pain, nausea, hypersensitivity:

• Nortriptyline 10- - - 50mg nocte

• Amitriptyline (if side effects beneficial)

• Mirtazapine (prokinetic, appetite)

• Lower dose = more sedating

• Duloxetine (pain)

• Olanzapine 2.5mg (ARFID, OCD)

Keefer L, Drossman DA, Guthrie E, Simrén M, Tillisch K, Olden K, Whorwell PJ. Centrally Mediated 
Disorders of Gastrointestinal Pain. Gastroenterology. 2016 Feb 19:S0016-5085(16)00225-0. doi: 
10.1053/j.gastro.2016.02.034. PMID: 27144628.



Why does Psychology work?
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• Psychotherapy targets:

- The Cause: psychological and environmental factors that create and aggravate symptoms

- The Effect: distress, mood, dysfunction caused by symptoms

• And influences the individual’s:

- Experience of the symptoms

- Response to the symptoms

- Neurogastroenterology (production of symptoms)

“If I don’t focus on it, it’s 

not pain, just 

uncomfortable”

“Actually I can cope with 

that, I don’t need to go to 

hospital”



Case JT
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• Ms JT – 32yo primary school teacher

• Years of frequent pain, bloating

• Irregular hard /soft stool- tried every laxative, fibre worse

• Sometimes nausea, can’t eat

• Food intolerances – tried every diet, seen dietitian

• Mild-moderate anxiety, headaches

• “It’s just my IBS, just have to deal with it”

• Further Q: dyspareunia, urinary stress incontinence

• Blood, stool, colonoscopy, imaging normal  



Case JT
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• DRE:  Internal haemorrhoids. Minimal descent on push. Tight anal canal. Does relax on 
push but not completely = anal hypertonia

• Anorectal manometry (ARPS): anal hypertonia 

• Treatment: Optimise stool consistency – uptitrating osmolax

Treat OD – anorectal PFP, bowel routine, glycerol suppository

Aim daily soft bowel motion 2 months

• Outcome: bloating, pain, majority of food intolerances resolved

→ not IBS



Thank you
trina.kellar@health.qld.gov.au


