
The importance of defecography in the assessment of the 
etiology of chronic constipation: An analysis of 630 patients 

Objective: Chronic constipation is an entity with a high prevalence in the community. In our study, we analyzed the 
importance of defecography in the assessment of the etiology of chronic constipation. 

Material and Methods: Patients who were admitted to our hospital outpatient general surgery clinic with com-
plaints of constipation between July 2010 and January 2014, and who had their demographic data and defecogra-
phy results recorded were included in the study. The demographic data of patients who underwent defecography 
and their results were recorded along with patient gender and age. 

Results: The defecography was abnormal in 573 patients (90.9%) while it was normal in 57 patients (9.1%). 

Conclusion: Defecography is the current standard method of examination in etiological investigations for constipa-
tion, and it should be performed in each patient with a diagnosis of chronic constipation. 
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INTRODUCTION
Chronic constipation is a frequent condition (1, 2). Colonic transit time measurement, defecography 
and anal manometry can all be used to determine the etiology of chronic constipation (3). Although it is 
assumed that the measurement of the colonic transit time distinguishes between slow passage consti-
pation and outlet obstruction, the test may not be helpful in differentiation of these causes depending 
on the patient’s diet (4).

Defecography may enable the identification of pathologies that cause outlet obstruction (5). There are 
studies supporting the usefulness of defecography in demonstrating the etiology in patients with nor-
mal colonic transit time and those with outlet obstruction (6). 

In our study, we investigated the requirement for defecography, independent of other etiological ex-
amination tests, for patients diagnosed with chronic constipation according to the Rome III criteria.

MATERIAL AND METHODS
Patients who presented to the general surgery outpatient clinic of our hospital between July 2010 and 
January 2014 were included in the study. The diagnosis of constipation was made according to the 
Rome III criteria. The patients with a Rome III assessment score of 2 and above underwent defecography 
in order to investigate the etiology of constipation. 

As part of the etiological examination for chronic constipation, the patients initially received a test dem-
onstrating the colonic transit time. Patients who were diagnosed with obstructive defecation or with a 
normal colonic transit time underwent defecography in the second stage. 

Defecography was conducted in the endoscopy unit of our hospital by general surgeons. For the proce-
dure, the contrast material was mixed with starch flour to provide a consistency similar to stool, and was 
administered via 50 cc cone tip injectors. Then, a series of images were captured while the patients were 
being asked to repeat the straining-retaining processes for three times. 

Defecography results were recorded as well as gender and age. 

RESULTS
Between July, 2010 and January, 2014, 715 patients presented to the general surgery outpatient clinic 
with a complaint of constipation. When assessed as per the Rome III criteria, 85 patients were assessed 
as not having chronic constipation. 630 patients with a Rome III score of 2 and above were included in 
the study.
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585 (92.8%) of the patients were female and 45 (7.1%) were 
male. The mean age of patients was 46.3.

According to the colonic transit time measurements, 36 pa-
tients had prolonged colonic transit, 78 patients had outlet 
obstructions, while the results were normal for the remaining 
516 patients.

On defecography, 573 (90.9%) patients were observed to have 
pathology, while 57 patients (9.1%) were evaluated as normal.

The most frequently identified pathology among 585 female 
patients was anterior rectocele, which was observed in 460 
patients (78.6%). While anterior rectocele was accompanied 
by mucosal intussusception in 221 patients (37.7%), 26 pa-
tients (4%) were observed to have only internal mucosal in-
tussusception. Fifty one patients (8%) were observed to have 
puborectal spasm and 16 patients (2.7%) had total pelvic floor 
descensus. Thirty patients (5.4%) were observed to have no 
pathologies. 

Among patients with a normal colonic transit time, a pathol-
ogy was identified in 345 patients by defecography. No pa-
thologies were observed in 25 out of 45 male patients (55.5%), 
whereas 14 patients (31.1%) were observed to have internal 
mucosal intussusception and 6 patients (13.3%) puborectal 
spasm.

DISCUSSION
Defecography is an important diagnostic method that pro-
vides information on anorectal anatomy and function. The 
high frequency of factors that are effective in the develop-
ment of pelvic floor diseases such as giving birth, obesity and 
elderly age, result in an incidence as high as 24% among wom-
en, whereas this rate is 2% among men. This data supports 
the view that patients present with constipation, secondary 
to outlet obstruction, and that defecography is the essential 
diagnostic tool.

The incidence of rectocele on defecography among asymp-
tomatic patients is reported to be 80% (8). However, no symp-
toms are observed especially for rectoceles that are below 2 
cm and operation is generally not required. Even though the 
presence of rectocele is identified at a rate of 40% with rectal 
examination, defecography is necessary in order to determine 
the range of the defect (9). Furthermore, patients with both 
internal mucosal intussusception and rectocele on defecogra-
phy may benefit from biofeedback treatment at a rate of up to 
70% (10). The follow-up of these patients is also similarly con-
ducted by means of defecography. 

Approximately 20% of patients with slow colonic transit have 
an accompanying obstructive defecation syndrome, and this 
situation should be kept in mind especially during the deci-
sion to choose surgical treatment. This accompanying pathol-
ogy may lead to failure of operation in especially patients who 
have slow colonic transit, or an unnecessary surgery (11).

Defecography has an undeniable value for the diagnosis of 
pelvic discharge syndrome. The diagnosis of patients with pa-
thologies causing outlet obstruction such as rectocele, entero-
cele and internal intussusception is made only on the basis of 

defecography. Defecography aids in verification of the diag-
nosis of recto-anal inhibitory reflex loss that is identified with 
anorectal manometry (12).

While intussusception is observed in at least one third of pa-
tients presenting with the complaint of constipation, it was 
seen in 68% of the patients in our series (13). Since external 
prolapsus is seen in only 2% of the constipated patients with 
intussusception, only 2% of them can be diagnosed via exami-
nation. In such a situation, defecography enables diagnosis at 
a rate of nearly 100% (14).

CONCLUSION
Although alternatives such as MR-defecography, which elimi-
nate exposure to radiation as in conventional defecography 
imaging, and three-dimensional, high-resolution methods 
enabling images to be received simultaneously with anorectal 
manometry have been studied, defecography is currently the 
standard in the etiological examination of constipation and 
it should be performed on all patients regardless of the mea-
surement of colonic transit time.
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