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CLASSIFICATION 

Ihara et al., (2025). Digestion



CLASSIFICATION 

Knowles et al., (2017). Colorectal Dis; Tanner et al., (2021). J. Clin. Med 

• Mixed STC & ODS (40%)



STC

W. Arbuthnot Lane (1908). BMJ; Drossman (1982). Gastroenterology; Preston & J E Lennard-jones (1986). Gut

1908

• Arbuthnot Lane

• Chronic intestinal stasis & autointoxication 

1982

• Drossman et al 

• Bowel dysfunction 

1986

• Preston & Lennard-jones 

• Slow transit-constipation 



STC

• Several definitions according to radiographic, scintigraphic, and manometric.

• Rome IV Criteria are symptoms-based only and are not useful when discussing STC.

• STC might be defined by:

I. severe functional constipation (according to Rome Criteria);

II. absence of outlet obstruction;

III. delayed transit with markers distributed throughout the colon.

• Less common than NTC, however represents 15-30% in tertiary motility clinics.

• Up to 60% of women with refractory constipation show delayed colonic transit.

Bassotti et al., (2004). World J Gastroenterol; Vlismas et al. (2024). Medicina (Kaunas); Syllaios et al., (2026). J Dig 

Dis 



DIAGNOSTIC APPROACH  

• The diagnosis of constipation can be made mainly on symptoms alone.

• Patients who fail to improve with 1st line therapy should be evaluated.

American Gastroenterological Association 2026

The Italian Unitary Society of Colon-Proctology 2026

Japan Gastroenterological Association 2026

American Society of Colon and Rectal Surgeons 2024

European society of neurogastroenterology and motility 2019

Spanish Gastroenterology Association 2017

World Gastroenterology Organization 2011



DIAGNOSTIC WORK-UP  

Mearin et al., (2016). Rev Esp Enferm Dig; Staller et al., (2026). Clin Gastroenterol Hepatol 

Functional constipation 

(not improved) 

Ballon expulsion 

Anorectal manometry 

Both 
abnormal 

Defcatory dysfunction 

Discordant 

Defecography 

Both normal

Colon transit 

Delayed 

STC

Normal 

NTC



DIAGNOSTIC WORK-UP   

Mearin et al., (2016). Rev Esp Enferm Dig; Staller et al., (2026). Clin Gastroenterol Hepatol 

Structural abnormalities 

Anal/or pelvic floor relaxation 
during defecation 

Either Barium fluoroscopy or MRI Defecography   

Normal

Yes

Defcatory dysfunction 

No 

Colon transit 

Delayed 

STC

Normal 

NTC

Abnormal

Dysnergic defecation 



COLON TRANSIT     

• No uniform methodology to perform the colonic transit study.

• The interpretation is variable; slow transit as retention of ≥ 20% - 44% of markers.

• Retained markers does not correlate with symptom severity or QoL

• There are differences due to age, gender, and race.

• Also, it depends on dietary habits (dietary restrictions during the test, liquid vs solid)

• Older patients have prolonged rectosigmoid transit.

• Women has a longer maximal colon transit time (even menstral cycle influence).

Rao et al., (2005). Am J Gastroenterol; Staller et al., (2018). Neurogastroenterol Motil; Evans et al., (1998). J Am 

Geriatr Soc; Kim & Rhee (2012). J Neurogastroenterol Motil



COLON TRANSIT     

• Colon transit times are generally shorter in Asian populations than in Westerners.

• These differences may be attributed to dietary differences (fiber or spicy foods).

• In Western studies, mean transit time was 30-40 hours.

• In studies from Korea, mean colon transit time was 20-30 hours in normal subjects.

• Colon transit in Chinese is significantly faster than Western populations.

• Reference values for small-bowel and colonic transit in the Indian population.

Kim & Rhee (2012). J Neurogastroenterol Motil; Jiang et al., (2021). J Gastroenterol Hepatol; Kumar et al., (2023). 

Indian J Nucl Med  



REFRACTORY CONSTIPATION    

2018

Drug/drugs

Dosage 

Basis (daily vs intermittent) 

Duration at least 12 weeks 

Previous studies  

Most of the studies did not include specific details of previous treatments



LAST RESORT PHARMACOTHERAPY 

2026



FURTHER EVALUATION 

• Repeat colon transit time

• Isotopic scintigraphy

• Upper GIT manometry

• Psychological evaluation

Knowles et al., (1999). Ann Surg; Staller et al., (2026). Clin Gastroenterol Hepatol; Serra et al., (2020). 

Neurogastroenterol Motil 



FURTHER EVALUATION 

Precautions for colonic transit time

• Off treatments to document slow-transit constipation.

• Stop laxatives for at least one week.

• Stop medications that delay colon transit for at least 2 weeks.

• On a maximal laxative regimen to document the refractory nature of symptoms.

• In patients with DD or colonic inertia.

• Normal transit suggests DD, visceral hypersensitivity, or laxative side effects.

• Slow transit suggests colonic dysmotility.

Staller et al., (2026). Clin Gastroenterol Hepatol 



SURGICAL OPTIONS 

• Antegrade enema

• Neuromodulation

• Ileostomy

• Bypass

• Colectomy



ANTEGRADE COLONIC ENEMA  



ANTEGRADE COLONIC ENEMA

• Introduced in 1990 by Malone for myelomeningocele or imperforate anus cases.

• In functional constipation, it increase defecation frequency, reduce soiling frequency,

and improvement QoL.

• Surgical options:

• Appendicostomy

• Ileocecostomy (Ileal neoappendicostomy)

• Cecostomy Button “Chait Trapdoor cecostomy”

Malone et al., (1990). Lancet; Chait et al., (1997). J Pediatr Surg; Christensen et al., (2001). BJS 



ANTEGRADE COLONIC ENEMA 

Rongen et al., (2001). Dis Colon Rectum;



ANTEGRADE COLONIC ENEMA

Chait et al., (1997). J Pediatr Surg; Yamout et al., (2009). Pediatr Surg Int



ANTEGRADE COLONIC ENEMA

2021

17 404 5

I–II complications in 56.3%

III complications in 14.4%

Stoma stenosis in 11.3%; significantly appendicostomy > ileal neoappendicostomy

Median follow-up was 28.5 months

75.1% continued to use colonic irrigations 

Satisfactory outcomes (improved function & QoL) in 60%–83%

MACE failure, defined as conversion to permanent colostomy, was reported in 9.8%



NEUROMODULATION



NNM

Relieves symptoms 

Improves QoL 

Reduce use of  remedies 

2025



SNS

2025

Although a relatively safe treatment, SNM was not associated with any tangible 

improvements in either constipation or QoL.

2024

The effectiveness, safety and cost-effectiveness of SNM for patients with refractory 

idiopathic STC remains inconclusive



ILEOSTOMY



ILEOSTOMY 

2021

49 %

NO

27%

Min

24%

Max



ILEOSTOMY

2026



BYPASS 



BYPASS  

2010

2020

1985



BYPASS + COLOSTOMY   

2018



COLECTOMY



TRENDS

2015

Overall rate 1.7%

No deaths 

Complications 42.7%

1.2

2.4



WHEN NOT TO OPERATE?

A good surgeon knows how to operate 

A better surgeon knows when to operate 

The best surgeon knows when not to operate

Raymond M. Kirk (Jerry Kirk; 1923-2019) 



EXCLUSION CRITERIA

• Unproven prolongation of colonic transit time

• Hirschsprung’s disease

• Upper GIT motility disorders

• FI and anal sphincter dysfunction

• IBS

• Untreated defecation disorders

• Chronic use of opioids

Knowles et al., (1999). Ann Surg; Ihara et al., (2025). Digestion

• Mental disorders

• Neurological disorders



EXCLUSION CRITERIA

2021



COLECTOMY OPTIONS

• Total colectomy with

• Ileorectal anastomosis

• Subtotal colectomy with

• Ileosigmoid anastomosis

• Cecorectal anastomosis (iso peristalsis – anti peristalsis)

Sarli et al., (2001). Dis Colon Rectum; Knowles et al., (2017). Colorectal Dis



CECORECTAL ANASTOMOSIS 

Sarli et al., (2001). Dis Colon Rectum



CECORECTAL ANASTOMOSIS 

Grossi et al., (2024). Colorectal Dis



CRA vs IRA

2021

291

Safety CRA IRA

Morbidity ✓ ✓

AL ✓ ✓

SBO ✓ ✓

SSI ✓ ✓

Operative Time ✓

Hospitalizations ✓

Efficacy CRA IRA

Abdominal pain ✓ ✓

Bloating ✓ ✓

Antidiarrheal Agents ✓ ✓

FI ✓ ✓

≥ 2 years CRA IRA

Stool frequency/day ✓ ✓

GIQLI scores ✓ ✓

Wexner scores ✓

CRA IRA

Patient satisfaction ✓ ✓



CRA vs ISA vs TC-IRA

336

2024



RESERVOIR LENGTH 
2015

✓



LONG-TERM 

2020

102 TC & IRA

42 reached 

Mean follow-up 15.9 (range; 
1.7–29.7) years



LONG-TERM 

2023

70 patients TC

32 reached 

Median follow-up15.3 years  

43.8% required subsequent hospital admission due to bowel obstruction

25% had subsequent surgery for adhesions

Abdominal pain 71.9%

FI 53%
68.8%



QoL

2021

107 (TC=57, STC=29, TPC=21)

PAC-QoL pre vs 1 year postoperative 

Significant reduction of  all PAC-QoL



SEGMENTAL COLECTOMY 
2002

28 patients 

Median follow-up 50 months 

82% pleased with outcomes

Stool frequency 

Hard stool & straining 

Impaired rectal sensation poor predictor 



SEGMENTAL COLECTOMY 

2026

SCCRA provides significant improvement in symptoms and QoL, 

While maintaining a more physiological bowel frequency compared with TC-IRA,

Baseline limit direct comparison.



SEGMENTAL COLECTOMY 
2019

50

Median follow-up 19.8 years 



LIMITATIONS

• Various definitions of FC and STC

• No uniform methodology to perform and interpretate colonic transit study

• Heterogeneity in terms of study population

• Various definitions of treatment success

• Inconsistent selection criteria and clinical outcomes

• Absent of core outcome set

• Short-term follow up

• These limitations and heterogeneity hinder in between-study comparisons

Rao et al., (2005). Am J Gastroenterol; Heemskerk et al., (2023). Colorectal Dis



CONCLUSIONS 

• Standardize definition, diagnostic protocol, and clinical outcomes

• Appropriate patients' selection and counselling

• A given treatment must be individualized according to patient’s situation.

• Failure rates should be discussed, and patients should be aware of their alternatives.

• STC is challenging; it requires patient education and multidisciplinary approach

• Manage expectations

• Be aware of exclusion criteria for colectomy

• Both quality and quantity count



ANNOUNCEMENTS  



THANK YOU
ANY QUESTIONS
mostafashalaby@mans.edu.eg

mailto:mostafashalaby@mans.edu.eg
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