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ABSTRACT

BACKGROUND: Patientswith chronic constipation can bedifficult to manageeither medically or surgically.
We used Roma classification as criteria for including patientsin our study. There are many diseases which
could lead to chronic constipation. I f they aretreated by a surgeon, ther e can be obtained a per manent ther a-
peutic effect. The group of patients with idiopathic chronic constipation couldn't obtain satisfying effect by
surgical treatment, which waspresided by inaccur ate and embar rassed selection. Our aimisto present there-
sults of experience of Clinic of General and Operative Surgery, Varna, Bulgaria. MATERIAL: For a period
of 10 years, we have been oper ated 52 patientswith diagnosisasmorbus Pair (15 patients), megacolon (31 pa-
tients), and idiopathic chronic constipation (6 patients). The main indication for undergoing surgical treat-
ment was the retention of more then 20% of the applied barium enema after the 5 day from irrigography.
Therewereapplied thefollowed operative methods: colectomy, subtotal colectomy, hemicolectomy, resection
of thecolon sygmoideum, anterior resection of therectum and mobilization of thelineal flexure. Wedid analy-
sisof theresults. Theevaluation of curativenessto applied methodswasdone. Wefollowed thequality of life of
our patientsfrom 11 monthsto 6.2 years(median 3.2 years). CONCL USION: The presence of or ganic disease
isassociated with very good ther apeutic effect from the surgical treatment of chronic constipation. The prob-
lem with idiopathic chronic constipation remains unsolved when colectomy with ileo-recto anastomosis was

undergone. Theright selection of patientsisa crucial factor for the success of the surgical treatment.

Petients with chronic congtipation can be difficult to man-
age either medically or surgicdly. Such disease is usudly
voiced to internists, gastroenterologists, and colon and rec-
tal surgeonsdike. Patient definitions of constipation are so
vaiable that the term itsdf is meaningless and focused
questioning regarding the patient's actual bowel habits is
mandatory. To facilitate research into and treatment of con-
dipation and other functiond bowe disorders, a multina:
tiona pand of experts was convened in Rome, Italy. The
Rome criteriafor the diagnosis of congtipation require two
or more of the following for a least 3 months.

e Straining more than 25% of the time

* Hard stools more than 25% of the time

* |ncomplete evacuation more than 25% of thetime

* Two or fewer bowel movements per week
Oneintwo women and onein three men over the age of 65
either had complaints of congtipation or took laxatives. The
megnitude of the problem requiresthe colon and rectd sur-
geon to understand the causation of condtipation, be facile
with the tests used in the evauation of the congtipated pa
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tient, and be able to recommend both medica and surgica
therapies when appropriate (1,2).

Evaluation

Detailed higory is the milestone of the proper evauation.
We examine those components -stool size, frequency, con-
sstency, ease and efficacy of evacuation. Sym ptoms, diet
and exercise details, medica history, surgical higory, and
medication are aso evaduated. Query into psychiatric ill-
ness and sexua and physica abuse must be performed, be-
cause they are associated with defecation difficulties.
Rectd examination should involve aclinical evauation of
resting tone and the ability to voluntarily contract and relax
the ana sphincter. Evauation for pelvic floor dysfunction
such as perined descent with draining, the presence of a
rectocele or cystocele, and the volume and consistency of
gtoal in the rectal vault should be noted. The evauation of
the patient with symptoms of congtipation that do not re-
spond to atrid of diet and medical therapy beginswith the
eiminaion of a dructura bowe obstruction via
colonoscopy or barium enema. Once obstruction has been
eliminated as the cause of contipation symptoms, colonic
trangt time should then be assessed.

The managamt of peatients with intractable condipation who
fail to regpond to nonsurgical intervention continuesto represent
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a chdlenge for generd and colorectd surgeons patients with
megacolon are maneged consavativdy inthefird ingance. In-
deed, it is damed that the mgority of patients can be success:
fully managed nonaurgicaly (3). However, medicd trestment
may fal to dleviate symptomsin 50% to 70% of patients (4,5),
may be poorly tdlerated (6), and must be continued lifdong to
prevent recurrence of symptoms. (7). Furthermore, it falls to
achieve a redoraion of the colon cdiber to normd, even
followig severd yearsof medicd thergpy (8). Morerecently, the
role of behaviord retraining, incorporating biofesdbadk, has
been explored (9), dthough only 6 pdients were evauated in
theshart term, and dlinicd and physdlogic paramgterswere not
rigoroudy compared before and &ter intervertion. Conse
quently, many petients are forced to sek asurgicd solution to
thar symptoms when consarveive thergpy is ineffective or
poorly tolerated. In eddition, certain patientsrequire surgicd in-
tervention dueto the deve opment of complicationsof megaco-
lon, such asrecurrent Sgmoid volvulus (10).

Subtota colectomy was the most widely applied operation
for mega colon that leed to chronic condtipation. Theratio-
naefor this procedureisbased on thefinding that many pa
tients have delayed colonic transit and that colonic resec-
tion dlows the associated pelvic floor dysfunction to be
overcome by promoting amoreliquid stool, which iseader
to pass. Wethink that subtota colectomy isasimple proce-
dure with low morbidity in patients with mega colon.
Thereisamortdity of up to 14% and high morbidity of ap-
proximately 25%; patients undergoing this procedure must
be warned of the high risk of recurrent bowel obstruction.
Subtotal colectomy gppearsto be successul in goproximetely
70% of our paients with IMB, dthough such results were
highly variable, ranging from 0% to 100%. Recurrence of
condipation is a dgnificant problem folowing subtotal
colectomy, resulting in gpproximatdy 5% of patients requir-
ing additiond surgicd intervention. Digension of the retained
cecumin CRA and thesigmoid colonin ISA may predigpose
to the devel opment of symptomsof abdomind distengon, im-
paired evacuation, and recurrent condtipation, and necessitate
further, more aggressive ressction. Consequently, colectomy
and IRA has been recommended asthe procedure of choiceto
prevent recurrence of condtipation. However, retention of the
cecum preserves its aosorptive capacity and may reduce the
likelihood of frequent, loose sools and episodes of inconti-
nence. Furthermore, retention of the rectum itsdf in IRA may
result in recurrence of symptoms due to dilatation. As most
dudies did not Sratify results according to the type of anedo-
mosisperformed, firm gaigica condusonsregarding theop-
timum choice cannot be mede, dthoughitislikdy thet IRA is
associated with lower rates of recurrence of condtipeation.

MATERIAL

For aperiod of 10 years, we have been evauated 132 pa
tients which have diagnosis "condipation” accorditng to
Roma classification. We operated 52 patients with diagno-
sis as morbus Pair (15 patients), megacolon (31 patients),
and idiopathic chronic congtipation (6 paients). The main
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indication for undergoing surgica trestment was the reten-
tion of more then 20% of the applied barium enema after
the 5" day from irrigography.

MorbusPair isasyndromeof high lienic flexurethat leads
to chronic condtipation. We had 15 patients with that diag-
nose. All of them underwent aexplorative lgparotomy with
divison of theflexure. The symptomsof constipation faded
away in the postoperative period and al the patients sub-
scribe for relieving of congtipation symptoms during the
follow-up of 52 months (range 6-122).

Megacolon

The mean clinica follow-up was 64 months (range 5-132).
One patient developed, oneyear after surgery, intestinal oc-
cluson due to adhesions that required surgery; after two
years and a hdf, the patient till complains of abdomina
pain (with regular bowe movements). A month after sur-
gery, the mean frequency of bowe movementswas 3.7 per
day (range 1-7). Nine patients reported norma bowel
movements with semiliquid stool consigtency, 8 patients
reported diarrhoeawith more than 4 bowe movements per
day. 9 patients used antidiarrhoed agents. Six months after
surgery, 22 paients reported norma bowel movements
with solid stool consistency, 3 reported diarrhoea and the
need for antidiarrhoedl agents, and one reported congtipa:
tion easly controlled with laxatives. The frequency of
bowe movementsin this period was an average of 2.7 per
day (range 0-5). Eighteen patients had a follow-up of at
least one year, and after one year the mean frequency of
bowed movementswas 1.5 (range 0-6): 15 patientsreported
norma bowel movements, 2 reported condtipation con-
trolled with laxativesand 1 reported diarrhoeawith inconti-
nence. At the lagt follow up vist before the analyss of the
data of this study, 2 patients reported congtipation con-
trolled with laxatives and one ill reported incontinence
and diarrhoea. Thetwo patientsthat used |axativeswerethe
oneswith outlet obstruction syndrome, and one of thesere-
ported rectd pain and tenesmus. Fifteen patients consdered
their qudity of life as having improved compared with that
before surgery (2 fairly good, 7 good, 7 very good); two pa-
tients consdered their quality of life as being unsatisfac-
tory, with no improvement from before surgery; two pa
tients manifested serious psychiatric disturbances and were
not able to give reliable answers.

For aperiod of 10 year, 6 patients with isolated chronic id-
iopathic dow transit congtipation were operated upon using
sub total colectomy with cecorectal anastomosis. All com-
plained of severe, long lasting and disabling congtipation
that strongly impaired their quality of life. None of them
was capable of having a bowel movement without the
chronic use and/or association of laxatives, prokinetics and
fibers. Preoperative investigationsincluded full history and
clinica expertise with inspection and digita examination,
colonoscopy, barium  enema, anorectd manometry,
cinedefaecography, and colonic transit time (CTT) study to
exclude an organic cause and confirm the diagnosis of co-
lonic inertia. Patients with the irritable bowel syndrome,
rectal outlet obstruction, organic or secondary constipation,
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megacolon, megarectum, volvulus, prolapse, colonic
pseudo-obstruction, tumors, and polyps were excluded. Al
patients had an anatomically normal colon on colonoscopy
or barium enema. All patients were consdered for a surgi-
cd trestment of congtipation using STC-CRA procedure.
All patients were femdes with a meen age of 57.5 (range
24-72) years Four paients (66.6%0) had psychiaric disorders
such as anxiey or depression, necesstating psychotropic
drugs No formd contraindication for surgery was found at
psychiatric evauation. One patient underwent psychothergpy
for oneyear before being conddered for surgery. Two patients
had a non-inaulindependent digbetes mdlitus. Urinary symp-
tomswere presant in five patients (83.%6), with urinary incor-
tinence baing the most frequent complaint. All the 6 patients
report thet the mean duration of symptoms was more than 10
yr. A precipitating factor was idertified in 4 paients (66%).
Themean frequency of bowd movementswith thead of lax-
atives enemas or digitations was 1.2 +0.6 per week (range
4-30d). All patients complained of abdomind pain and bloat-
ing. Digitationswere used by 71.4% of patients. Four patients
hed atota of 12 abdomind operations Themost common op-
eraion wes hyderectomy (40%); 2 pdients had a left
colectomy for “chronic condipation’”; and two patients hed a
previous smdl bowe obgtruction necessitating surgery. One
patient hed rectocdle repair, and one had haemorrhoidectomy
(Milligan and Morgan's procedure). Four patients (50%)
needed pain killers Three patients (50%) regularly usaed ahigh
fibers rich dietary regimen. All patients reported ther symp-
toms as having amgor interference with their work or lifeac-
tivities Trangt study reveded diffuse marker dday in dl pa
tients. Anorecta manometry confi rmed the presence of a
RAIRindl patients. Nether anorectd manometry nor CD re-
veded Hirshprung disease. One patient had a smdll anterior
rectocde (4 cm) thet emptied completely during evacuetion. A
diagnosis of isolated Cl was done confi rmed in dl patients.
Postoperative complications Postoperative complication rate
was 21.4%. One patient had a hemothorax following venous
centrd line insartion, requiring drainege; one patient had an
intrabdoming collection that was successully trested with
CT-guided percutaneous dranage.

Follow-up

All patientswere dive in 2006 and invited to the dinic after
they completed the 4-weeks daily symptom diary evauating
stool frequency and consgency. Petients were assessed & a
mean of 10.5 (range 5-16) yr after surgery. As compared
with preoperative bowe habit, the bowe frequency waessg-
nificantly (P < 0.05) increased to a mean of 4.8+ 7.5 per d
(range 1-30). The stool consstency was soft in 11 petient
(78.5%) and liquid in three (21.4%). Overdl 11 paients
(78.5%0) reported perfect continence, two patients (14.2%)
hed |essthan one episode of soiling (incontinence) per week.
One patient with preexigting psychiatric disorder developed
disbling diarrhoea (30 bowe movements), accompanied
with bloating and incontinence, and refused any further treat-
ment. Seven patients (50%) had less than one episode per

week of mild abdomina pain with bloating. Two patients
(14.2%) used laxatives less than three times per month. One
patient (7.1%) with a stenosis of the and cand after surgery
for hemorrhoids used enemastwice per week. Nonerequired
digitation. Three patients (21.4%) reported new symptoms
incdluding difficult evacuaion in two and rectd painin one
Anti-diarrhea agents were utilized by three patients (21.4%)
less then three times per month. None required the addition
of fibers or other digtary changes. Sdf-reported stifaction:
Eleven patients (78.5%) would have chosen surgery again if
necessay, wheress 3 pdients (21.4%) were not stisfied
with the results of surgery, consdering their Stution as un-
changed (2 paients) or worse (1 patient).

The presence of organic disease is associated with very
good therapeutic effect from the surgica trestment of
chronic congtipation. The problem with idiopathic chronic
condipation remains unsolved when colectomy with
ileorecto anastomosis was undergone. The right selection
of patientsis acrucid factor for the success of the surgica
treatment.
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