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Functional constipation is a common bowel disorder leading to activity restrictions and
reduced health-related quality of life. Typically, this condition is initially managed with pre-
scription of laxatives or fiber supplementation, or both. However, these interventions are often
ineffective and fail to address the underlying pathophysiology and impairments contributing to
this condition. Physical therapists possess the knowledge and skills to diagnose and manage a
wide range of musculoskeletal and motor coordination impairments that may contribute to
functional constipation. Relevant anatomic, physiologic, and behavioral contributors to func-
tional constipation are discussed with regard to specific constipation diagnoses. A framework
for physical therapist examination of impairments that can affect gastrointestinal function,
including postural, respiratory, musculoskeletal, neuromuscular, and behavioral impairments,
is offered. Within the context of diagnostic-specific patient cases, multifaceted interventions
are described as they relate to impairments underlying functional constipation type. The
current state of evidence to support these interventions and patient recommendations is
summarized. This perspective article aims not only to heighten physical therapists’ awareness
and management of this condition but also to stimulate clinical questioning that will open
avenues for future research to improve patient care.
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Constipation is a symptom-based
disorder characterized by “infre-
quent stools and/or difficulty with

stool passage”1(p S8) and reported by 1.9%
to 27.2% of adults in the United States.2,3

Although constipation has proven diffi-
cult to categorize due to its multifactorial
pathophysiology, it is generally divided
into 2 types: (1) primary constipation
with functional impairment of the colon
and anorectal structures and (2) second-
ary constipation related to organic or
structural disease, systemic disease, or
medications.4 Severe constipation has
been defined as �1 bowel movement
(BM) per week.5 Bowel movement fre-
quency �1 time per week is reported
more commonly by women, at a rate 3.5
times greater than that of men.6 Severe
constipation also is quite common
among individuals residing in nursing
homes (44%–74%)7–9 and in people who
are postoperative for hip fracture,10

those with joint hypermobility,11 and
those with neurologic conditions.12,13 In
addition, the 2002 National Health Inter-
view Survey revealed that individuals
with back or neck pain reported a higher
percentage of gastrointestinal conditions
(inflammatory bowel disease, irritable
bowel, or severe constipation) com-
pared with those without such pain.14

Constipation also affects children (0.7%–
29.6%),15 women who are pregnant
(11%–38%),16 and young female athletes
(29% nonintensive sport category and
36% intense sport category).17 Thus, it is
quite likely that a physical therapist,
regardless of practice specialty, will
encounter patients troubled by constipa-
tion. Yet, individuals with constipation
may not reveal this or other pelvic symp-
toms (urinary incontinence, fecal incon-
tinence, pelvic organ prolapse, or pelvic
pain) due to embarrassment or because
they are seeking physical therapist ser-
vices for another condition that they per-
ceive to be unrelated.

Chronic constipation symptoms at any
age can lead to reduced activity and
work productivity. In addition, individu-
als with chronic constipation are more
likely to utilize health care resources
(physician and emergency department
visits) compared with matched con-
trols.18 Community-based studies indi-
cate that the magnitude of health-related

quality-of-life impact in adults with con-
stipation is similar to that reported by
those with diabetes, chronic allergies,
dermatitis, and osteoarthritis.19 For stud-
ies of hospital-based adults, the impact
was comparable to and overall greater
than that felt by people with unstable
Crohn disease, functional dyspepsia, and
rheumatologic conditions.19 In the pedi-
atric population, children with constipa-
tion reported worse health-related
quality-of-life impact than that of peers
with inflammatory bowel disease and
gastroesophageal reflux disease. In addi-
tion, parents consistently rated quality-
of-life impact associated with their
child’s constipation to a greater degree
than their own child’s rating.19

A systematic review of the epidemiology
of constipation in children and adults
showed that there is an increased ten-
dency toward constipation with age; sex
(female adults); lower social, economic,
and education level, possibly related to
diet and lifestyle habits associated with
low socioeconomic status; high body
mass index; and reduced mobility or low
self-reported physical activity.15 Addi-
tionally, the review identified at least one
study15 supporting the following risk fac-
tors: low consumption of fruit, vegeta-
bles, and fiber; living in a highly densely
populated community; family history of
constipation; and anxiety, stressful life
events, and depression.

The high prevalence of constipation,
the breadth of individuals substantially
affected by this condition, and risk fac-
tors that may be modifiable through edu-
cation and physical exercise render the
topic of constipation relevant to physical
therapists in all areas of practice.
Although the role and responsibility of all
physical therapists is to improve the
overall health and function of their
patients, we recognize that we cannot
adequately address both adult and child-
hood constipation and all types of con-
stipation in a single perspective article.
Therefore, this perspective article fo-
cuses on adult functional constipation
disorder only. This perspective article
aims to increase physical therapists’
knowledge and ability to recognize, diag-
nose, and make management decisions
(intervene with most appropriate

evidence-based physical therapy inter-
ventions or referral to a specialist physi-
cian or physical therapist, or both) for
those individuals with functional consti-
pation. This article also aims to describe
the nomenclature and pathophysiology
of constipation, briefly discuss the med-
ical management of constipation, and
provide a comprehensive, evidence-
based guide to the physical therapist
management of constipation.

Nomenclature and
Pathophysiology
Functional (idiopathic) constipation
presents no identifiable biochemical or
direct structural cause for change in
stooling patterns,4 but rather indicates
that the interactive physiology (or func-
tion) of these anatomical structures is
impaired.20 Experts have worked to
establish symptom-based classification
schemes (eg, Rome III diagnostic crite-
ria21) to best define functional constipa-
tion and related functional defecation
disorders (DD) to direct medical manage-
ment. According to the Rome III diagnos-
tic criteria, a diagnosis of functional con-
stipation must include the presence of
�2 of the following criteria during at
least 25% of defecations: straining to def-
ecate, lumpy or hard stools, sensation of
incomplete evacuation, sensation of ano-
rectal obstruction or blockage, digital
maneuvers to defecate, and �3 BMs per
week. In addition, the diagnosis must
include that loose stools are rarely pres-
ent without use of laxatives, there are
insufficient criteria for irritable bowel
syndrome, and the criteria must be pres-
ent for the past 3 months, with symptom
onset at least 6 months prior to diagno-
sis. Although no one classification
scheme fits all patients, these criteria
appear to be widely accepted and
provide a framework for further
understanding.4

Functional constipation can be further
divided into 3 general subgroups: normal
transit constipation (NTC), slow transit
constipation (STC), and DD (Fig. 1).4,22

Defecation disorders can coexist with
NTC and STC. Studies have shown that
40% to 50% of patients with DD also
experience STC.23
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Slow transit constipation is characterized
by infrequent urges to defecate, abdom-
inal pain, and distension22 and is most
commonly seen in younger women, with
symptom onset at puberty.24 Normally,
each day, 1.5 L of fluid enters the colon,
but only 200 to 400 mL of this fluid is
excreted in order to preserve fluid and
electrolyte homeostasis in the body.
With slowed movement of stool through
the colon, an excessive amount of fluid is
reabsorbed from the lumen of the colon,
leading to hard stool and difficulty with
evacuation. Slow transit constipation is
generally found to be an autonomically
driven neuromuscular disorder of the
colon with both local and central trig-
gers, including stress and disturbed
sleep, pharmacology (opioids, antacids,

antidepressants, antihistamines, blood
pressure medications, iron and calcium
supplements), and impaired function of
the colonic pacemaker cells of Cajal.25,26

In healthy humans, rectal distension has
been found to reduce colonic motor
activity via a viscerovisceral reflex called
the rectocolonic inhibitory reflex.27 Per-
sistent rectal distension associated with
disordered defecation has been linked to
STC.3,28 In addition, rectal distension has
been associated with blunting of peri-
stalic triggers, including waking, eating,
and drinking.29

Defecation disorders (also termed “outlet
obstruction”) are characterized by diffi-
cult defecation associated with straining,

longer toileting time to produce a BM,
and manual assistance to complete rectal
emptying (posterior vaginal wall/peri-
neal splinting or anal digitation).3,30 The
Rome III criteria also describe the disor-
der.31 Contributors to DD may include
dyssynergic defecation (uncoordinated
or nonrelaxing external anal sphincter
[EAS] and puborectalis muscle of the
levator ani muscle [PR-LA]); rectal hypo-
sensitivity due to either afferent nerve
dysfunction or excessive rectal wall dis-
tension, thus requiring larger stool vol-
umes to trigger defecation; and insuffi-
cient rectoabdominal coordination to
evacuate stool.26,32–35 Disordered defe-
cation may be a learned behavior created
by repeatedly deferring defecation de-
spite experiencing fecal urgency either

Figure 1.
Type of constipation, characteristics, and etiology.1,3,4,22,24,26,30,32–36,38 Two types of constipation are illustrated: (1) primary or functional
constipation and (2) secondary constipation. There are 3 subtypes of functional constipation: normal transit (NTC), slow transit (STC), and
defecation disorders (DD). Characteristics and associated etiology are presented in the figure. Irritable bowel syndrome-constipation
dominant (IBS-C) can overlap with NTC. PR-LA�puborectalis muscle of the levator ani muscle, EAS�external anal sphincter.
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for personal convenience or due to fear
of painful BMs.35 Fecal matter may then
either remain in and subsequently dis-
tend the rectum or retropulse into the
left colon where stool becomes hard and
dry.35

Normal colonic transit is characterized
by normal colonic stool movement, but
the individual perceives difficult defeca-
tion or hard stools. Patients also may
experience increased rectal compliance/
stretch along with reduced sensory
awareness of stool in the rectum.36 Nor-
mal transit constipation responds best to
increased fiber and osmotic laxatives.
Fiber and osmotic laxatives work by pull-
ing water from the colon’s mucosal lin-
ing into the lumen.37 Increased disten-
sion and abdominal pain/discomfort may
be reported, and NTC is often found to
overlap with constipation-dominant irri-
table bowel syndrome.38

Initial Medical
Management
Individuals with constipation usually first
seek help from their primary care physi-
cian for symptom resolution. First-line
primary care management typically
includes prescription of laxatives and
advice to increase fiber intake.39 How-
ever, in patients with constipation due to
STC or DD, fiber intake of up to 30 g per
day does not produce any symptom
change.37 In addition, one survey that
aimed to assess patient satisfaction
with traditional constipation therapies
showed that 60% and 50% of the respon-
dents were dissatisfied with over-the-
counter and prescriptive laxatives, re-
spectively, to provide symptom relief.40

These data call into question both the
efficacy and cost-effectiveness of fiber
and laxative interventions as the sole
management of functional constipation,
leaving �50% of the participants in this
study with inadequate management.
That is, these interventions fail to address
major impairments underlying this con-
dition (ie, motor incoordination and
poor anorectal sensory awareness).40

Unfortunately, when such interventions
fail over a period of months or years,
patients may be deemed as refractory to
medical management. As a result, more
invasive medical procedures may be
offered, including implantation of sacral

stimulators or other more radical surgical
interventions (colectomy).41,42

Neuromuscular and
Behavioral Management
First-line management of functional con-
stipation should consider interventions
that target neuromuscular impairments
(sensory and motor coordination) and
correct behaviors that are detrimental to
overall health including bowel function.
Not only does this approach have the
potential to reduce the need for invasive
or radical procedures, it is holistic in that
it considers other pelvic symptoms (uri-
nary incontinence, fecal incontinence,
pelvic organ prolapse)43 that coexist
in people with bowel disorders. Coexist-
ing pelvic symptoms can be attributed to
poor toileting habits. For example, stud-
ies have shown that 50% to 85% of
women do not sit on, but hover over,
public toilets due to cleanliness con-
cerns.44,45 This toileting position may
interfere with relaxation of pelvic-floor
and urinary sphincter muscles during
micturition.44 With regard to defecation,
it has been shown that increasing the
angle of hip flexion (in relaxed sitting)
straightens the anorectal angle, opens
the anal canal, and reduces anal canal
resistance to ease stool evacuation46

Thus, standing or hovering over the toi-
let could lead to excessive straining dur-
ing BMs and contribute to the develop-
ment of DD.

Other toileting habits may contribute to
the development of concomitant female
pelvic-floor disorders. In one study,
excessive straining with BMs as a young
adult was found to be more common
among women with pelvic organ pro-
lapse (61%) and women with urinary
incontinence (30%) compared with con-
trols (4%). In addition, 95% of the
women with pelvic organ prolapse
reported a current history of constipa-
tion compared with 11% of controls.47

The relationships between excessive
straining/constipation and other pelvic
symptoms further illustrate the impor-
tance of toileting habit education. Other
toilet habits, including failure to respond
to the urge to defecate (too busy) or
choosing to wait (until in the privacy of
the home), are important to identify and
to discuss with the patient. These habits

can lead to stool retropulsion and wors-
ening of the patient’s condition.

The care of people with functional con-
stipation requires a clinician who is
knowledgeable and skilled in the diagno-
sis and management of a wide range of
motor coordination, musculoskeletal,
and movement impairments that may
contribute to the underlying pathophys-
iology of this condition. Individuals with
functional constipation will need to be
taught the proper mechanics to expel
stool. Other behaviors, including eating,
fluid intake, and exercise, should be
examined, evaluated, and managed with
respect to their unique contribution to
each patient’s symptom cluster. Physical
therapists are well suited with regard to
the examination, diagnostic, and inter-
vention skills, including those to reduce
risk factors, necessary to treat patients
with functional constipation.

History/Symptoms and
Quality-of-Life Assessment
As mentioned previously, Rome III crite-
ria for diagnosing functional constipation
must include any 2 of the symptoms
listed earlier. In addition, Appendix 1
provides other pertinent questions to
clarify symptoms and behaviors that may
affect bowel function.48,49 The Bristol
Stool Form Scale,50 a self-report tool for
adults with functional gastrointestinal
disorders, can be used to obtain stool
form information. This tool has been
shown to have a moderate correlation
with colonic transit time, but not stool
frequency, in adults with constipation.51

Past and current medical and surgical his-
tory, medications, and risk factor assess-
ment for constipation should be queried.
Lindberg et al52 provided an extensive
list of possible causes and constipation-
associated conditions. In women, it has
been suggested that sexual and physical
abuse history be elicited based on studies
that showed an alarming percentage
of women with constipation reported
abuse.48 Screening for “red flags” is
important to determine whether the
patient’s symptoms are characteristic of
functional constipation amenable to
physical therapy interventions or of
more serious conditions requiring refer-
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ral to a physician. Suggested red flags are
listed in Appendix 1.48,52,53

If a patient has difficulty fully describing
bowel and coexisting pelvic symptoms,
pelvic symptom severity, and quality-of-
life and disability impact, several ques-
tionnaires are available to the physical
therapist to obtain this information.
These questionnaires can be used to
assist the physical therapist in identifying
the scope and impact of pelvic-floor dys-
function. In addition, these question-
naires are excellent measurement tools
to determine intervention outcomes, as
they have been extensively tested and
recommended based on their psycho-
metric properties. For symptoms and
symptom severity, the Patient Assess-
ment of Constipation–Symptom ques-
tionnaire54 and the Constipation Severity
Index55 have been recommended.56–58

The Patient Assessment of Constipation–
Quality of Life59–62 and Constipation-
Related Quality of Life63 questionnaires
have been endorsed as excellent tools
for measuring quality of life. The
Constipation-Related Disability Scale may
be useful to measure the extent of dis-
ability caused by constipation.64 Due to
the high co-occurrence (50%–80%) of
coexisting pelvic-floor disorders (urinary
incontinence, fecal incontinence, pelvic
organ prolapse, pelvic pain) and their
potential to cause patient distress and
reduced quality of life, we suggest using
the Pelvic Floor Distress Inventory-Short
Form-20 and the Pelvic Floor Impact
Questionnaire, as they have been shown
to be reliable and valid measures.65-67

If the patient has been referred by a phy-
sician, it is important to ask whether a
digital rectal examination or other diag-
nostic tests were performed. Digital rec-
tal examination can identify a tear in the
anal canal (anal fissure), creating excru-
ciating pain with gentle palpation; pol-
yps or masses; or rectal prolapse and is
highly predictive for obstructive defec-
tion.48,68 Blood testing, colonoscopy, or
endoscopy is not routinely performed
unless the physician suspects organic dis-
ease and the patient reports alarm symp-
toms.22,52 However, tests for anorectal
function, including balloon expulsion
and anorectal manometry, may be per-
formed. Balloon expulsion is a simple

test to identify abnormal defecation pat-
terns. It requires the patient to expel an
artificial stool; often used is a water- or
air-filled medical-grade balloon attached
to a catheter with a 3-way stopcock and
syringe to alter balloon pressures. How-
ever, test procedures lack standardiza-
tion, and although the inability to expel
the balloon suggests DD, a normal test
does not exclude DD.48 Anorectal
manometry measures pressure activity in
the anorectum and provides information
including rectoanal reflexes, rectal sen-
sation (hypersensitivity or hyposensitiv-
ity), rectal compliance, and the ability to
generate adequate intra-abdominal force
to expel stool along with contraction ver-
sus relaxation of the EAS and PR-LA. Like
balloon expulsion, this test lacks stan-
dardization, yet is judged as having good
evidence in favor of the test to identify
DD, rectal hyposensitivity or hypersensi-
tivity, and impaired compliance.48

Colonic transit studies assess the speed
that stool moves through the colon.
There are several methods (radiopaque
marker test, radioisotopes and scintigra-
phy, and wireless motility capsule) that
can be used to measure colonic transit.
Generally, depending on the site that
markers accumulate, these tests can
determine whether the patient has total
or segmental colonic slow transit.56

However, these tests also have been
judged to lack standardization of meth-
ods and, particularly in the case of the
wireless motility capsule, can be expen-
sive and time-consuming to adminis-
ter.48,65 Colonic transit studies can have
less utility in the presence of DD, as
proximal colon function is commonly
inhibited by evacuation disorders.27,69 If
these tests were not performed prior to
physical therapy referral, the following
situations may merit referral for anorec-
tal testing and evaluation by a gastroen-
terologist: indeterminate physical thera-
pist diagnosis and poor patient response
to physical therapy intervention for a
definitive physical therapist diagnosis.

Examination
If symptoms of functional constipation
are identified by the physical therapist
via the patient history or systems review,
a physical therapist examination that in-
cludes a general neuromuscular screen,

as well as specific thoracoabdomi-
nal,48,70,71 lumbopelvic and hip, perineal
and intrapelvic, and neurologic examina-
tions, should be performed.72–80 Appen-
dix 2 specifies elements of the physical
therapist examination for functional con-
stipation disorders and associated impair-
ments and their relationship to constipa-
tion symptoms to assist in physical
therapist diagnosis. Elements of this
examination that can be performed by
the generalist physical therapist are
noted in Appendix 2.

The thoracoabdominal examination
should highlight respiration, particularly
diaphragmatic excursion, as it is often
impaired in people with chronic low
back pain or SIJ impairment.76,77,81 Tho-
racic spine and rib mobility and static
and dynamic postural habits are impor-
tant to examine, as they can affect chest
wall kinematics and breathing patterns82

essential to intra-abdominal force pro-
duction required to effectively expel
stool. A screen of the lumbar spine, pel-
vic ring, hip joints, and core stabilizers
will identify impairments that might
impede proper toilet positioning.77

Assessment of myofascial tissues from
T10 to thighs, including perineal and
intrapelvic structures, will identify soft
tissue impairments potentially affecting
motor coordination.72,76

Intervention
It is important for the physical therapist
to accurately diagnose functional consti-
pation type to guide intervention deci-
sions. Commonly, patients will be re-
ferred for physical therapy with an
unspecified constipation diagnosis. Also,
a patient being treated for other issues
may have concomitant constipation in
need of physical therapy intervention.
Such patients may not know or recall the
underlying cause for their symptoms or
be able to provide a full history of symp-
toms and symptom impact. In this case, a
physical therapist without specialized
knowledge may attempt to treat the
patient based on a nonspecific diagnosis
or fail to refer the patient to the ap-
propriate health care professional. Ap-
pendix 3 provides recommendations
for referral to the appropriate health
care professional based on specific
symptoms.
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Patients with constipation of differing
etiology experience the same end
results: difficulty with stool expulsion
and similar life role impact. The disable-
ment process associated with STC versus
DD constipation type is illustrated in
eFigure 1 (available at ptjournal.apta.org)
using the International Classification of
Functioning, Disability and Health
(ICF) model.83 Despite differences in
body structure and function, eFigure 1
shows how the impact on activity and
participation and the influences of envi-
ronmental and personal factors can be
similar regardless of constipation diagno-
sis. However, because etiology for STC
and DD differs, interventions aimed
toward reducing changes in body struc-
ture and function need to be specific to
constipation type, as described in the
following cases.

Patient A
Patient A (STC type) is a 25-year-old
women (weight: 56.7 kg [125 lb], height:
167.6 cm [5 ft 6 in] who reports infre-
quent urges to defecate, abdominal pain,
and abdominal distension that began
about 2 years previously but have wors-
ened over time. She notes her inability to
sense the urge to defecate following
ingestion of a meal in the past 6 months.
When she is able to defecate, she pro-
duces only small, separate, hard lumpy
stools (Bristol Stool Form Scale type 2).
Her colonic transit study demonstrated
evidence of diffuse marker representa-
tion throughout the colon consistent
with STC. Her social history revealed she
has been employed as an elementary
school teacher for the past 2 years. She
admits to regularly skipping lunch and
restricting her fluid intake to avoid hav-
ing to empty her bladder and bowels at
work. Because of her job responsibilities,
she has little time to use the toilet. She
uses public toilets only when she “can no
longer hold it” because she fears coming
in contact with germs. When she does
use a public restroom, she will not sit,
but hovers over the toilet. Her inability to
defecate has led to anxiety (fear of not
being able to have a BM) and depression
(friends no longer invite her to dinner, as
she has declined numerous invitations
because eating increases her abdominal
discomfort). Because of her changed
social life, she spends evenings and
weekends reading books and watching

television. Physical therapist examina-
tion findings and interventions for
patient A are listed in Appendix 4.

Interventions for patient A (see Appen-
dix 4), including abdominal massage and
lifestyle factor education and recommen-
dations, are aimed at speeding move-
ment of stool through the colon. Of
these interventions, lifestyle education
can be provided by the generalist physi-
cal therapist. Although lifestyle factor
intervention can affect patient symp-
toms, additional intervention from a
physical therapist specializing in pelvic-
floor dysfunction may be necessary to
obtain the best patient outcome.

Abdominal (colonic) massage is a nonin-
vasive intervention for constipation man-
agement. Although exact mechanisms
underlying its effects are not entirely
clear, it is thought to stimulate peristal-
sis, decrease colonic transit time, and
increase BM frequency.84 Positive out-
comes associated with this intervention
in people with constipation have been
described in single-case reports and a
small number of randomized trials.85–89

Although there is growing evidence to
support the use of abdominal massage in
the management of constipation, inter-
vention parameters are not standard-
ized.85,88,89 In particular, the described
massage form varies from light stroking89

or kneading84 alone to a combination of
forms (stroking, effleurage, kneading,
and vibration).88 The massage typically
starts at the base of the retroperitoneal
ascending colon (right anterior iliac
spine) and proceeds upward and in a
clockwise direction across the intraperi-
toneal transverse colon, then downward
over the descending colon (retroperito-
neal in most patients) to the left anterior
iliac spine and finally to the left ischium.
The procedure is performed at a rate that
takes 1 minute to complete and is
repeated 10 times per session (eFig. 2,
available at ptjournal.apta.org). The pro-
cedure can easily be taught, thus
empowering patients to manage their
symptoms in both the short and long
term. Acknowledged contraindications
include bowel obstruction, abdominal
mass, inflammatory intestinal disease,
unstable spine, recent abdominal scar-

ring, skin lesions, spastic colon due to
irritable bowel syndrome, and recent
radiation therapy (within 6 weeks).88–91

However, associated side effects are
unknown.85,88

Education related to toileting habits is
important in this case for several reasons.
First, failing to respond to the urge to
defecate could be a factor contributing
to constipation. If defecation is delayed,
colonic and rectal contractions that pro-
pel stool and the sensation of urgency
subside as the rectum accommodates to
continued distension.92 Stool retained in
the colon will become hardened,93 mak-
ing it more difficult to expel at a later
time. Second, hovering or standing over
public toilets and poor toilet sitting pos-
ture will make expelling stools difficult
or impossible. As mentioned previously,
a posture of increased hip flexion facili-
tates defecation and reduces the need to
strain.46 This patient would be instructed
to place a stool under her feet while
sitting on the toilet to simulate the squat
position. Third, it is important to assure
patients that the normal defecatory fre-
quency ranges from 3 times per day to 3
times per week.3 If a daily BM is
expected and does not occur, the patient
may become anxious and spend much of
the day in the bathroom, straining exces-
sively to produce stool.

A history positive for poor dietary
choices, eating habits, and fluid intake
would necessitate patient education or a
referral to another health care provider
to reduce their impact on patient A’s
bowel function. Poor diet (inadequate
caloric, fiber, and fluid intake) and stool
consistency (small, low-weight, and hard
stools) are associated with slow colonic
transit and difficult evacuation.15,94 Alter-
nately, diets containing sufficient fiber
produce bulky, soft stools that move
through the gut quickly.95 The Academy
of Nutrition and Dietetics recommends
fiber intake of 14 g of total fiber per
1,000 kcal consumed (ranging from 21 to
25 g for women aged 19–70 years who
are not pregnant and not lactating and
ranging from 30 to 38 g for adult men
aged 19–70 years).96 These recommen-
dations are based on levels protective
against coronary heart disease. The Acad-
emy of Nutrition and Dietetics also rec-
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ommends that fiber be obtained through
plant foods, not supplements.96 It is
important to note that that 90% of Amer-
ican children and adults do not meet
daily fiber recommendations.97 Also key
is the finding that people with STC do
not respond well to fiber intake �30 g
per day.37 Therefore, if patient A’s
dietary history includes meals that are
infrequent, small, and seemingly fiber
deficient, a referral to a dietician should
be made, as dietary intervention is impor-
tant in this patient’s plan of care.

Because fiber combines with water and
ions in the colon,98 monitoring of patient
A’s fluid intake is warranted. Data from a
large epidemiologic study that examined
the association between fiber and liquid
intake to constipation showed low liquid
intake alone to be a predictor of consti-
pation in women.99 There is limited evi-
dence that increasing fluid beyond the
daily (24-hour) recommended amount
(approximately 2.7 L for women and 3.7
L for men �19 years of age)100 will
improve constipation.101 In addition, a
general recommendation to increase flu-
ids could have a deleterious effect in
patients with coexisting bladder symp-
toms (urinary frequency and noctu-
ria).102 Likewise, increasing fluid intake
in older individuals with certain comor-
bid conditions (cardiac and renal dis-
ease) may be contraindicated.9

Finally, a recommendation to increase
patient A’s physical activity level may be
indicated, as physical inactivity has been
identified as a risk factor for constipa-
tion.15 However, few studies have exam-
ined the effect of physical exercise on
colonic transit and symptoms in people
with functional constipation. Based on
this limited evidence, one review con-
cluded that physical exercise is more
likely to be beneficial in people with lack

of exercise.103 Any exercise recom-
mendation targeted toward improving
colonic transit also needs to consider
the impact of exercise intensity. Low-
intensity exercise may increase or have
no effect on gastric emptying, whereas
high-intensity exercise may delay gastric
emptying.104

Patient B
Patient B (DD type) is a 52-year-old
woman who reports infrequent BMs, the
need to strain excessively with every BM,
a sense of incomplete emptying often
following a BM, and the need to digitally
evacuate stools occasionally. She incon-
sistently recognizes the urge to defecate.
Her symptoms began after the delivery of
her third child (at age 39 years), worsen-
ing over the past decade. She discussed
her symptoms with her primary care pro-
vider and was referred to a gastroenter-
ologist, who recommended an increase
in fluid and fiber intake and prescribed a
laxative. Despite years of following this
regimen, her awareness of and capacity
to expel stool did not improve. When
previously employed as a cosmetic sales-
person, she was permitted to leave her
counter only during scheduled breaks.
This situation caused her to experience
hard, lumpy stools and painful BMs. As a
result, she quit her job, and her attention
over the past several years has been
highly focused on having a BM. Her sex-
ual relationship with her husband also
has been impeded by discomfort caused
by constipation. Because of the social
impact of her symptoms, she has be-
come depressed and feels hopeless.
Examination findings and interventions
for patient B are listed in Appendix 4.

For patient B (DD type), physical therapy
interventions are intended to teach skills
and behaviors to promote the defecation
process, including sensing stool entering

the rectum, determining consistency of
rectal contents (liquid, solid, or gas) in
the sensate proximal anus, responding to
the urge to defecate, sitting with optimal
toileting posture, and coordinating relax-
ation of the EAS and PR-LA while the
diaphragm and abdominal wall mus-
cles generate sufficient intra-abdominal
pressure assisting in stool expulsion
(Fig. 2).34,105–112 Specific physical ther-
apy interventions for this patient include
rectal sensory retraining; myofascial
release to restricted tissues; muscle
strengthening and retraining (abdominal
wall, diaphragm, PR-LA, and EAS);
abdominal, diaphragmatic, EAS, and
PR-LA muscle coordination specific to
defecation; and patient education to
improve self-management of symp-
toms.26,32–35 Because of the multifaceted
nature of DD, administering these inter-
ventions at the optimal time and inten-
sity during the course of physical therapy
treatment requires advanced training and
skill and thus is best provided by a phys-
ical therapist specialist in pelvic-floor
dysfunction.

Normally, as stool distends the rectal
wall, pressure receptors activate the rec-
toanal inhibitory reflex, resulting in inter-
nal anal sphincter relaxation and EAS
contraction (Fig. 2).107–112 The EAS
remains active to prevent fecal inconti-
nence, as the sampling reflex allows
stool to enter the upper anus where stool
consistency (liquid, solid, gas) is deter-
mined.113 As patient B has poor detec-
tion of stool entering the rectum, balloon
catheter retraining is indicated to
enhance rectal sensory awareness. The
balloon catheter is inserted into the rec-
tum and filled with air or water until the
patient senses pressure. As her recogni-
tion of rectal pressure improves, the bal-
loon is filled in smaller increments to
further challenge her ability to sense

Figure 2.
Defecatory process.107–112 The defecatory process begins with rectal distension eliciting a series of reflexes ending in the expulsion of stool.
RAIR�rectoanal inhibitory reflex, IAS�internal anal sphincter, EAS�external anal sphincter, SR�sampling reflex, IAP�intra-abdominal
pressure, CR�closing reflex, PR�puborectalis.
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lower rectal pressures.108 This proce-
dure has been found effective at reduc-
ing rectal hyposensitivity in 70% of
patients.3,114,115 As her rectal sensory
awareness improves further, retraining
of the defecatory process is initiated.
This patient is advised to recognize and
respond at the first urge to defecate
(typically upon waking and following
meals9) using proper toilet posture, suf-
ficient intra-abdominal force, and timely
coordination between the EAS and
PR-LA at each phase of the defecation
process.46

During distinct phases of stool expul-
sion, the PR-LA and EAS act in parallel or
independently to coordinate expulsion.
If patient B’s constipation also is attrib-
uted to a failure to relax the PR-LA and
EAS during various phases of stool expul-
sion, internal rectal or vaginal palpation
is recommended to train the process of
PR-LA and EAS relaxation during bearing
down to propel stool caudally.74 If the
patient is still unable to perform this skill,
other forms of biofeedback can be used
to promote motor learning.

The benefits of instrumented biofeed-
back training to promote coordinated
relaxation of EAS and PR-LA during
straining to defecate are well described
in the literature.116,117 Three controlled
trials showed biofeedback therapy to be
superior in the management of dyssyner-
gic defecation compared with polyethyl-
ene glycol,118 sham feedback,119 and
diazepam.117 Biofeedback training for
short- and long-term management of dys-
synergic defecation has been given a
level 1, grade A recommendation.120

Short-term management of levator ani
syndrome (nonrelaxing muscle) with
dyssynergic defecation using biofeed-
back has been given a level II, grade B
recommendation.120 However, to pro-
mote coordination between abdominal
wall muscle activation and PR-LA and
EAS relaxation required for stool expul-
sion, verbal training alone or verbal train-
ing supplemented by instrumented
biofeedback is equally effective in pro-
moting motor learning.4 Despite this evi-
dence, there continues to be a depen-
dence on instrumented biofeedback
training to treat people with DD. As a
result, other neuromuscular impairments

contributing to dyssynergia may be
ignored. This problem is perpetuated by
a lack of awareness in the medical com-
munity regarding the availability of phys-
ical therapists with expertise in pelvic-
floor dysfunction to treat people with
DD.3,121 Regardless of delivery method,
augmented feedback should be reduced
in frequency over time, allowing the
patient to develop self-awareness of cor-
rect PR-LA and EAS contraction and
relaxation.76

If patient B is still unable to defecate
following motor coordination training,
myofascial restriction or trigger points in
the PR-LA and EAS also may be contrib-
uting to DD. The medical community has
historically managed DD by invasive pro-
cedures with varying associated risks,
including injections (botulinum toxin or
steroid with local anesthetic) and surgi-
cal myotomy.30,122,123 Alternatively, myo-
fascial release, a noninvasive, low-risk
intervention is used to address myofas-
cial impairments located between the
umbilicus and thighs.124 Evidence sup-
porting use of this intervention for
people with constipation is lacking.
However, one multicenter randomized
controlled trial of women with intersti-
tial cystitis or painful bladder syndrome
and PR-LA and EAS tenderness to palpa-
tion showed that 59% of the women
assigned to the myofascial release inter-
vention obtained moderate or marked
improvement compared with 26% of
those who received general massage.125

If intravaginal or intrarectal myofascial
release provided short-term improve-
ment in volitional muscle relaxation,
patient B will be instructed in self-
administered myofascial release using a
Federal Drug Administration–approved
intrapelvic trigger point wand. Anderson
et al126 found no adverse events follow-
ing self-management of trigger points
using this type of device 2 to 4 times per
week in people with chronic pelvic pain.

Finally, if patient B is still unable to expel
stool, it may be due to ineffective recto-
abdominal wall reflex activation. This
reflex assists rectal peristaltic contrac-
tions in pushing stools toward the
anus.106 Weak or uncoordinated abdom-
inal wall muscles or impaired diaphragm
excursion may impede this reflex from

generating sufficient intra-abdominal
pressures.127,128 The balloon catheter
can be used to help the patient learn
to generate these propulsive forces
by instruction in diaphragmatic excur-
sion129,130 with coincident contraction
of abdominal wall muscles, including the
transversus abdominis,128 external and
internal oblique,131 and rectus abdominis
muscles.35,105,106,128,132 While the patient
attempts to expel the balloon, verbal
cueing is provided to relax the PR-LA and
EAS and to bear down with coordinated
diaphragmatic excursion and abdominal
wall activation. Gentle traction can be
applied to the balloon by the physical
therapist to assist the patient’s expulsion
efforts.114 This procedure may improve
patient B’s ability to learn and execute
the mechanics of defecation. Although
specialist physical therapists use balloon
catheters to provide feedback for both
sensory retraining and muscle coordina-
tion, the origin of and evidence for their
use are only documented in the medical
literature.35,106

Summary
The purpose of this perspective article is
to increase the knowledge base of phys-
ical therapists regarding functional con-
stipation, including etiology, epidemiol-
ogy, classification, and physical therapist
management (including outside referral
to other health professionals). Using the
ICF model, we illustrated how patients
with STC and DD may experience similar
impact at the activity and participation
levels, yet etiology and impairments
underlying their conditions differ. Al-
though physical therapist management
for STC and DD can overlap, distinctly
different interventions were presented
through 2 patient examples. Through
these examples, we acknowledged areas
where evidence to support certain in-
terventions is limited, indicating areas
of needed research. However, it is our
perspective that physical therapist man-
agement can be an effective first-line
intervention for individuals with func-
tional constipation. Key points from this
perspective article are presented in
Appendix 5.
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with Guillian Barré. Compliment Ther
Nurs Midwifery. 2001;7:78–83.

88 Turan N, Asti TA. The effect of abdominal
massage on constipation and quality of
life. Gastroenterol Nurs. 2016;39:48–59.

89 Lamas K, Lindholm L, Stenlund H, et al.
Effects of abdominal massage in manage-
ment of constipation: a randomized con-
trolled trial. Int J Nurs Stud. 2009;46:
759–767.

90 Connor M, Hunt C, Lindley A, Adams J.
Using abdominal massage in bowel man-
agement. Nurs Stand. 2014;28:37–42.

91 Preece J. Introducing abdominal massage
in palliative care for the relief of consti-
pation. Compliment Ther Nurs Midwife-
ry. 2002;8:101–105.

92 Klauser AG, Voderholzer WA, Heinrich
CA, et al. Behavioral modification of
colonic function: can constipation be
learned? Dig Dis Sci.1990;35;1271–1276.

Physical Therapist Management of Functional Constipation

10 f Physical Therapy Volume 97 Number X Month 2017



93 Bharucha A. Lower gastrointestinal func-
tions. Neurogastroenterol Motil. 2008;
20(suppl 1):103–113.

94 Bannister JJ, Davison P, Timms JM, et al.
Effect of stool size and consistency on
defecation. Gut. 1987;28:1246–1250.

95 Burkitt DP, Walker AR, Painter NS. Effect
of dietary fibre on stools and transit
times, and its role in the causation of
disease. Lancet. 1972;300:1048–1141.

96 Dahl WJ, Stewart ML. Position of the
Academy of Nutrition and Dietetics:
Health Implications of Dietary Fiber. J
Acad Nutr Diet. 2015;115:1861–1870.

97 Clemens R, Kranz S, Mobley AR, et al.
Filling America’s fiber intake gap: sum-
mary of a roundtable to probe realistic
solutions with a focus on grain-based
foods. J Nutr. 2012;42:1390S–1401S.

98 Park SK, Choi SC, Park MI, et al; Consti-
pation Study Group in the Korean Soci-
ety of Neurogastroenterology and Motil-
ity. Practical treatments for constipation
in Korea. Korean J Intern Med. 2012;27:
262–270.

99 Markland AD, Palsson O, Goode PS, et al.
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.

100 Dietary Reference Intakes for Water,
Potassium, Sodium, Chloride, and Sul-
fate. Panel on Dietary Reference Intakes
for Electrolytes and Water, Standing
Committee on the Scientific Evaluation
of Dietary Reference Intakes, Food and
Nutrition Board, Institute of Medicine of
the National Academies, The National
Academies Press, Washington, DC. Avail-
able at: https://www.nap.edu/read/
10925/chapter/25#610. Accessed Febru-
ary 25, 2016.

101 Bove A, Bellini M, Battaglia E, et al. Con-
sensus statement AIGO/SICRR: diagnosis
and treatment of chronic constipation
and obstructed defecation (part II: treat-
ment). World J Gastroenterol. 2012;18:
4994–5013.

102 Miller JM, Guo Y, Rodseth SB. Cluster
analysis of intake, output, and voiding
habits collected from diary data. Nurs
Res. 2011;60:115–123.

103 Leung L, Riutta T, Kotecha J, Rosser W.
Chronic constipation: an evidence-based
review. J Am Board Fam Med. 2011;24:
436–451.

104 Strid H, Simrén M. The effects of physical
activity in the gastrointestinal tract. Int
Sport Med J. 2005;6:151–161.

105 Standring S. Anterior abdominal wall. In:
Gray’s Anatomy: The Anatomical Basis
of Clinical Practice. 39th ed. London,
United Kingdom: Elsevier Churchill Liv-
ingstone; 2005:1101–1112.

106 Shafik A, El Sibai O, Shafik IA, Shafik AA.
Electromyographic activity of the antero-
lateral abdominal wall muscles during
rectal filling and evacuation. J Surg Res.
2007;143:364–367.

107 Bajwa A. The physiology of continence
and evacuation. Best Pract Res Clin Gas-
troenterol. 2009;23:477–485.

108 Bharucha AE. Pelvic floor: anatomy and
function. Neurogastroenterol Motil. 2006;
18:507–519.

109 Muller-Lissner S. General geriatrics and
gastroenterology: constipation and faecal
incontinence. Best Pract Res Clin Gas-
troenterol. 2002;16:115–133.

110 Porter NH. A physiological study of the
pelvic floor in rectal prolapse. Ann R Coll
Surg Engl. 1962;31:379–404.

111 Shafik A, Shafik AA, El-Sibai O, Ahmed I.
Study of the role of the second defeca-
tion reflex: anorectal excitatory reflex in
the pathogenesis of constipation. J Am
Coll Surg. 2003;196:729–734.

112 Shafik A, EI-Sibai O, Shafik AA. Physiolog-
ical basis of digital rectal stimulation for
bowel evacuation in patients with spinal
cord injury: identification of an anorectal
excitatory reflex. J Spinal Cord Med.
2000;23:270–275.

113 Zbar AP, Aslam M, Gold DM, Gatzen Gos-
ling A. Parameters of the rectoanal inhib-
itory reflex in patients with idiopathic
fecal incontinence and chronic constipa-
tion. Dis Colon Rectum. 1998;41:200–
208.

114 Lee HJ, Jung KW, Myung SJ. Techinique
of functional motility test: how to per-
form biofeedback for constipation and
fecal incontinence. J Neurogastroenterol
Motil. 2103;19:532–537.

115 Fleshman JW, Dreznik Z, Meyer K, et al.
Outpatient protocol for biofeedback
therapy of pelvic floor outlet obstruc-
tion. Dis Colon Rectum. 1992;35:1–7.

116 Rao SS. Biofeedback therapy for consti-
pation in adults. Best Pract Res Clin Gas-
troenterol. 2011;25:159–166.

117 Heymen S, Scarlett Y, Jones K, et al. Ran-
domized, controlled trial shows biofeed-
back to be superior to alternative treat-
ments for patients with pelvic floor
dyssynergia-type constipation. Dis Colon
Rectum. 2007;50:428–441.

118 Chiarioni G, Whitehead WE, Pezza V,
et al. Biofeedback is superior to laxatives
for normal transit constipation due to
pelvic floor dyssynergia. Gastroenterol-
ogy. 2006;130:657–664.

119 Rao SS, Seaton K, Miller M, et al. Random-
ized controlled trial of biofeedback,
sham feedback, and standard therapy for
dyssynergic defecation. Clin Gastroen-
terol Hepatol. 2007;5:331–338.

120 Rao SS, Benninga MA, Bharuch AE, et al.
ANMS-ESNM position paper and consen-
sus guidelines on biofeedback therapy
for anotrectal disorders. Neurogatroen-
terol Motil. 2015;27:594–609.

121 Rao SS. Dyssynergic defecation and bio-
feedback therapy. Gastroenterol Clin
North Am. 2008;37:569–586.

122 Zoorob D, South M, Karram M, et al. A
pilot randomized trial of levator injec-
tions versus physical therapy for treat-
ment of pelvic floor myalgia and sexual
pain. Int Urogynecol J. 2015;26:845–
852.

123 Jarvis SK, Abbott JA, Lenart MB, et al.
Pilot study of botulinum toxin type A in
the treatment of chronic pelvic pain asso-
ciated with spasm of the levator ani mus-
cles. Aust NZ J Obstet Gynecol. 2004;44:
46–50.

124 Faubion S, Shuster LT, Bharucha AE. Rec-
ognition and management of nonrelax-
ing pelvic floor dysfunction. Mayo Clin
Proc. 2012;87:187–193.

125 Fitzgerald MP, Payne CK, Lukacz ES,
et al. Randomized multicenter clinical
trial for myofascial physical therapy in
women with interstitial cystitis/painful
bladder syndrome (IC/PBS) and pelvic
floor tenderness. J Urol. 2012;187:2113–
2118.

126 Anderson RU, Harvey RH, Wise D, et al.
Chronic pelvic pain syndrome: reduction
of medication use after pelvic floor phys-
ical therapy with an internal myofascial
trigger point wand. Appl Psychophysiol
Biofeedback. 2015;40:45–52.

127 Smith MD, Russell A, Hodges PW. The
relationship between incontinence,
breathing disorders, gastrointestional
symptoms, and back pain in women: a
longitudinal cohort study. Clin J Pain.
2014;30:162–167.

128 Hodges PW, Gandevia SC. Changes in
intra-abdominal pressure during postural
and respiratory activation of the human
diaphragm. J Appl Physiol (1989). 2000;
89:967–976.

129 Hagins M, Pietrek M, Sheikhzadeh A,
et al. The effects of breath control on
intra-abdominal pressure during lifting
tasks. Spine (Phila Pa 1976). 2004;29:
464–469.

130 Ozturk R, Rao SS. Defecation disorders:
an important subgroup of functional con-
stipation its pathophysiology, evaluation
and treatment with biofeedback. Turk J
Gastroenterol. 2007;18:139–149.

131 Cresswell AG, Grundstrom H, Thorstens-
son A. Observaions on intra-abdominal
pressure and patterns of abdominal intra-
muscular activity in man. Acta Physiol
Scand. 1992;144:409–418.

132 Cresswell AG, Thorstensson A. The role
of the abdominal musculature in the ele-
vation of the intra-abdominal pressure
during specified tasks. Ergonomics.
1989;32:1237–1246.

Physical Therapist Management of Functional Constipation

Month 2017 Volume 97 Number X Physical Therapy f 11

https://www.nap.edu/read/10925/chapter/25#610
https://www.nap.edu/read/10925/chapter/25#610


Appendix 1.
Pertinent Questions to Ask When Obtaining a History to Clarify Patients’ Symptoms and Behaviors That May Affect Bowel
Function3,15,20,21,26,32,35,44,48–51,94 and Red Flag Conditions for Constipation48,52,53,79

Pertinent Questions to Ask When Obtaining a History to Clarify Patients’ Symptoms and Behaviors That May
Affect Bowel Function
● How many bowel movements do you have a day, week?

� Implications: Normal bowel movement frequency is 3 times/d to 3 times/wk. Elderly individuals often “feel
constipated” if they fail to defecate daily.

● How much fluid do you drink per day?
� Implications: Identify extremes in inadequate or excessive fluid intake. Patients may have coexisting bladder

symptoms or comorbidities mandating volume of fluid intake.
● Number, frequency, and content of meals.

� Implications: Consider fluid and fiber content in foods. Infrequent and small meals may slow transit time.
● What is your favored toilet position?

� Implications: Sitting with knees higher than hips is optimal. Hovering over the toilet may interfere with pelvic-floor
muscle relaxation, leading to excessive straining. Leaning forward or backward may affect ease of defecation.

● Do you feel a sense of urgency to defecate? If yes, do you respond to the urge by going to the toilet, or do you
suppress the urge to defecate at a later time?
� Implications: May indicate the need to educate in why urge suppression is problematic.

● Do you feel the need to use digital maneuvers, enemas, laxatives, or stool softeners to evacuate?
� Implications: May indicate a functional bowel disorder.

● Do you tend to have large bowel movements that clog the toilet?
� Implications: Rectal hyposensitivity or deferring the call to stool may be implicated.

● What does your stool look like, typically? Have patient look at Bristol Stool Form Scale.
� Implications: Stool types 1 and 2 on the Bristol Stool Form Scale chart correlate with slowed transit time.

● How long does it generally take for you to produce a stool once on the toilet?
� Implications: Habitual sitting on the toilet for longer periods of time may not be conducive to effective defecatory

practices.

Red Flag Conditions for Constipation
● Bleeding from the anusa

● Recent onset of constipation or worsening of constipation
● Onset �50 years of age with no diagnostic screening for colon cancer
● Weight loss
● Anemia
● Blood in stools
● Change in appearance of stools
● Obstructive symptoms (intractable anal blockage with severe abdominal pain)
● Abdominal mass
● Fever
● Anorexia
● Nausea
● Vomiting
● Family history of colon cancer or inflammatory bowel disease

a Bright red blood in the stool may indicate pathology in the lower gastrointestinal tract, most commonly from the descending colon to the anorectal
region. Black tarry stools that are sticky and shiny may indicate bleeding from the upper gastrointestinal tract, most commonly from the esophagus,
stomach, and duodenum. Black tarry stools may indicate a serious medical condition, whereas black nontarry stools can appear as a side effect of ingestion
of medicines or supplements (iron and bismuth salts, in particular) or ingestion of certain foods (black licorice or beets).
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Appendix 2.
Elements of the Physical Therapist Examination for Functional Constipation Disordersa

Thoracoabdominal Examination34,48,69–71,81,105,124,b

● Bearing down: common impairments
� Ineffective intra-abdominal force production may be identified as excessive outward bulging of the abdomen, weak or absent palpable abdominal

muscle contraction, and observation of poor diaphragmatic excursion
� Excessive intra-abdominal force production evidenced by Valsalva maneuver

● Diaphragmatic breathing
� Limited diaphragmatic excursion may contribute to reduced intra-abdominal force production with bearing down

● Abdominal strength
� Weakness of abdominal muscles may contribute to reduced intra-abdominal force production while bearing down

● Abdominal palpation
� Abdominal distension and palpable stool may indicate STC
� Diastasis recti may be evidence of impaired intra-abdominal pressure regulation
� Abdominal wall tenderness/spasm may indicate habitual abdominal wall tension, constipation-dominant irritable bowel syndrome, or chronic

stool in multiple segments of the colon
● Thoracic and rib mobility

� Stiffness may impede diaphragmatic excursion and reduce intra-abdominal forces, which are required to expel stool
● Posture

� Flexed posture may impede diaphragmatic excursion and reduce intra-abdominal forces, which are required to expel stool

Lumbopelvic and Hip Examination71,75,76,126,b

● Musculoskeletal screen of the lumbopelvic and hip regions
� May effect the defecatory process by convergence of visceral and somatic inputs to the spinal cord
� May impede proper toilet positioning

Perineal and Intrapelvic Examination35,67,71–78,81

● Visual inspection of perineum
� Skin excoriation, external hemorrhoids, rectal prolapse (rectal intussusception), anal fissures, and skin tags
y May be indicative of disordered defecation
y Skin tags also can be associated with inflammatory bowel disease

� Anus should be closed, not gaping
y Gaping is an indication of muscle weakness or pudendal nerve damage

● Observation of bearing down as if defecating: normal perineal descent is 1–3.5 cm
� �1 cm of descent may indicate poor bearing-down effort or pelvic muscle spasm
� �3.5 cm of descent may indicate excessive bearing down and places the patient at risk for pudendal nerve injury
� Supine or side-lying position is more convenient for the examiner; however, sitting is the functionally relevant testing position

● Internal rectal examination
� Presence of internal hemorrhoids, rectocele, or rectal prolapse may be indicative of excessive bearing down and may cause obstruction

● Stool in the rectum
� May indicate a defecation disorder or conscious choice to postpone defecation
� Impaired awareness may indicate rectal hyposensitivity
� Ineffective propulsive forces while bearing down

● Internal anal sphincter integrity
� Internal anal sphincter is responsible for 70%–80% of anorectal resting tone; IAS damage may impair stool retention

● External anal sphincter and PR-LA: assess voluntary contraction, voluntary and complete relaxation (coordination), contraction endurance, and
presence of muscle tension/TP
� Patient unable to fully relax muscle following contraction may indicate DD
� Inadequate muscle force and endurance impede timely contraction and relaxation of the EAS and PR-LA necessary to allow stool progression from

the rectum to the anus to complete defecation
� Extrapelvic muscle activation (gluteals, adductors, or abdominals) is indication of poor motor coordination
� Palpation of nonrelaxing PR-LA and EAS or TPs in these muscles may indicate muscle weakness, pain, or incoordination

● Bear down as if defecating
� External anal sphincter or PR-LA contraction, rather than relaxation, may indicate muscle incoordination or nonrelaxing PR/EAS, as noted above.

Optimally assessed while the patient is sitting via digital palpation or electromyographic biofeedback

Neurologic Examination79,b

● Perineal sensation S2–S5 and anocutaneous reflex
� Impairment indicates neurogenic involvement

a EAS�external anal sphincter, STC�slow transit constipation, IBS-C�irritable bowel syndrome with constipation, PR-LA�puborectalis portion of the levator
ani muscle, IAS�internal anal sphincter, TP�trigger points, DD�disordered defecation.
b Examination procedures within the scope of knowledge and skills of the generalist physical therapist.
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Appendix 3.
Appropriate Physical Therapy Referral for Common Symptoms Present With Functional Constipationa

● Poor dietary management: dietetics
● Urinary incontinence: gynecology, urogynecology, urology
● Cystocele: gynecology, urogynecology, urology
● Severe pelvic pain: gynecology, urogynecology, urology
● Palpable sutures or mesh: colorectal surgery, gynecology, urogynecology
● Fecal incontinence: gastroenterology
● Enterocele or rectocele: colorectal surgery, gynecology, urogynecology
● Rectal prolapse: colorectal surgery
● Hemorrhoids or anal fissure: colorectal surgery, gastroenterology
● Anorectal mass or other undefined structure: colorectal surgery, gastroenterology
● Undiagnosed rectal bleeding: colorectal surgery, gastroenterology
● Severe abdominal pain, bloating, or distension: colorectal surgery, emergency medicine, gastroenterology
● Prolonged vomiting: colorectal surgery, emergency medicine, gastroenterology
● Severe inability to defecate: colorectal surgery, emergency medicine, gastroenterology
● Saddle anesthesia: neurology, orthopedic surgery
● Change in bowel habits: primary care physician
● Rapid, severe onset of any gastrointestinal symptom: emergency medicine
● Any symptom for which the physical therapist is unfamiliar: refer as indicated

a In some regions of the country, general surgery manages many types of potential surgical cases.

Appendix 4.
Examination Findings and Prescribed Interventions for Patients A (Slow Transit Constipation Type) and B (Disorder Defecation Type)

Patient A
● Musculoskeletal screen: negative

� No sitting and standing postural faults
● Abdominal examination

� Good abdominal muscle activation and diaphragmatic excursion by abdominal observation and palpation when patient is bearing down
� Abdomen appears distended, confirmed by patient self-measurement changes of up to 4 cm in distension
� Palpable stool in transverse and descending colon

● Perineal examination
� Intact sensation
� Absence of hemorrhoids, skin tags, or anal fissures

● Intravaginal examination
� Absence of pelvic organ prolapse
� Intact sensation to touch
� Ability to coordinate a levator ani muscle contraction (examiner’s fingers are elevated fully to pubic bone; strong levator ani muscle contraction is

held for 8 s, and patient is able to able to fully relax the levator ani muscle contraction)
● Intrarectal examination

� Absence of stool in the rectum
� Absence of hemorrhoids
� Strong EAS contraction followed by full EAS relaxation
� Strong levator ani muscle contraction followed by full levator ani muscle relaxation
� Trigger points/myofascial restriction: absent
� Upon bearing down, the patient demonstrates coordinated levator ani muscle and EAS relaxation and sufficient intra-abdominal force production,

resulting in caudal movement of examiner’s finger as if expelling stool
y Normal perineal descent (2 cm) with bearing down

Prescribed Interventions:
● Abdominal massage
● Referral to dietitian to address dietary habits and fluid intake
● Moderate intensive exercise program
● Patient education

� Lifestyle factor education, including toileting posture and habits
� Self-abdominal massage

(Continued)
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Appendix 4.
Continued

Patient B
● Musculoskeletal screen: negative

� No observed sitting and standing postural faults or thoracocostal mobility impairments
● Abdominal examination:

� Poor abdominal muscle activation and diaphragmatic excursion by abdominal observation and palpation when patient is bearing down
� Abdominal muscle weakness: rectus abdominis, transversus abdominis, and internal and external obliques

● Perineal examination
� Intact sensation
� Absence of hemorrhoids, skin tags, or anal fissures

● Intravaginal examination
� Absence of pelvic organ prolapse
� Intact sensation to touch
� Inability to coordinate levator ani muscle contraction (examiner’s fingers are elevated fully to pubic bone; strong levator ani muscle contraction is

held for 10 s, but patient is unable to fully relax levator ani muscle contraction)
● Intrarectal examination

� No sensory awareness of stool in rectum (palpable upon rectal examination)
� Absence of hemorrhoids
� Strong EAS contraction followed by full EAS relaxation
� Weak and painful levator ani muscle contraction followed by poor levator ani muscle relaxation
� Trigger points/myofascial restriction: present in the levator ani muscle
� Upon bearing down, the patient does not demonstrate coordinated levator ani muscle and EAS relaxation or sufficient intra-abdominal force as if

expelling stool
y Levator ani muscle and EAS contract resulting in cranial instead of caudal movement of the examiner’s finger
y Following levator ani muscle and EAS relaxation training, the examiner’s finger still does not move caudally, indicating a lack of intraabdominal

force production
y Excessive perineal descent (4.5 cm) with bearing down

Prescribed Interventions:
● Rectal sensory retraining with balloon catheter biofeedback
● Myofascial release to restricted tissues
● Strengthening/retraining of abdominal wall, diaphragmatic, and pelvic-floor muscles
● Patient education

� Lifestyle factor education, including toileting posture and habits
� Abdominal wall, diaphragmatic, and pelvic-floor muscle coordination specific to defecation

a EAS�external anal sphincter.

Appendix 5.
Perspective on Adult Functional Constipation: Key Points to Considera

● Constipation is a symptom-based disorder characterized by infrequent stools, difficulty with stool passage, or both.
● Constipation affects quality of life and may affect physical therapy outcomes.
● Functional constipation presents with impaired interactive physiology of related anatomical structures.
● Functional constipation is divided into 3 subgroups: normal transit constipation, slow transit constipation, and

defecation disorders.
● Medical management focusing on the use of laxatives and fiber supplementation may fail to address the underlying

pathophysiology contributing to DD or STC functional constipation.
● Physical therapists possess the knowledge and skills to diagnose and manage a wide range of neuromusculoskeletal

impairments associated with DD and STC but also must consider when referral to a specialist is appropriate to assist
in meeting physical therapy goals.

● Rome III critera, medical and surgical history, medical testing, and self-administered questionnaires can assist the
physical therapist in determining the scope and impact of abdomino-pelvic dysfunction and in formulating a diagnosis.

● The generalist physical therapist can perform elements of examination and treatment for the patient experiencing
STC, whereas the physical therapist specializing in pelvic-floor dysfunction generally possesses the knowledge and
skills to perform both examination and treatment for patients with STC and DD.

● Different underlying pathology (STC vs DD) and associated changes in body structure and function can lead to similar
activity limitations and participation restrictions.

● Slow transit constipation treatment strategies are aimed to speed movement of stool through the colon, including
abdominal massage and lifestyle factor education and recommendations.
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● Disordered defecation treatment strategies are intended to teach skills and behaviors to promote the defecation
process, including sensing stool entering the rectum, determining consistency of rectal contents (liquid, solid, or gas)
in the sensate proximal anus, responding to the urge to defecate, sitting with optimal toileting posture, and
coordinating relaxation of the EAS and PR-LA while the diaphragm and abdominal wall muscles generate sufficient
intra-abdominal pressure, assisting in stool expulsion.

● Physical therapist management can be an effective first-line intervention for individuals with functional constipation.

a DD�disordered defecation, STC�slow transit constipation, EAS�external anal sphincter, PR-LA�puborectalis portion of the levator ani muscle.
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eFigure 1.
Disablement process associated with slow transit22,25–27 versus defecation disorders26,32–35 constipation type. UI�urinary incontinence,
FI�fecal incontinence, POP�pelvic organ prolapse.
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eFigure 2.
Abdominal massage. The massage typically
starts at the base of the retroperitoneal
ascending colon (right anterior superior iliac
spline [ASIS]), then proceeds upward and in
a clockwise direction across the intraperito-
neal transverse colon, continuing downward
over the descending colon (commonly ret-
roperitoneal) to the left ASIS and finally to
the left ischium. The procedure is performed
at a rate that takes 1 minute to complete and
is repeated 10 times per session. Artwork
courtesy of Lydia George.
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