
intestinal transit and may increase in those with
naturally rapid transit.8 Meta-analysis suggests that the
same effects of bran in healthy controls are also found
in patients with the irritable bowel syndrome, diverti-
cular disease, and chronic constipation. Constipated
patients, however, have lower stool weights and slower
transit than normal subjects whether they take bran or
not.9 Interestingly, not only plant fibre in the strict
definition but also the fibrous content of meat in the
carnivorous diet of Eskimos and even plastic particles
have similar effects.40

Scientifically well controlled studies of the effects of
increasing the intake of dietary fibre in the manage-
ment of constipation are few. Most have studied the
effects of added bran on stool weight, stool frequency,
and transit time and have shown that subjects passed
bulkier, softer stools more frequently with shorter
transit times when taking bran." An increased intake
of all forms of dietary fibre has a similar effect, though
there are even fewer controlled studies and much
evidence is anecdotal.
Some constipated people find the secondary effects

of fibre-namely, flatulence, distension, and bloating
-sufficiently insufferable that they cannot tolerate
enough fibre to alter constipated colonic function.'2
Many of these effects reduce with time, probably
owing to alterations in colonic microflora, and can be
minimised by increasing fibre intake gradually. A
small group of young women with "idiopathic slow
transit constipation"'3 and others with difficulty in
rectal expulsion'4 are not helped by an increased intake
of fibre, but they are a tiny minority of those with
constipation.

Development of the bran wagon

High fibre diets can help relieve constipation natur-
ally in almost all patients, including those with the
irritable bowel syndrome. The benefits may be limited
by poor tolerance and by dietary inflexibility, particu-
larly in elderly people for whom supplements may be
better than changing eating habits. Fibre intake should
probably be mixed and increased gradually over weeks
or even months. Wheat bran is most effective in
relieving constipation, though it is less palatable and
often poorly tolerated by those used to a refined diet.

The benefits of wholemeal foods in constipation
have been known since ancient times. Bran was
identified as the essential factor in the nineteenth
century by Allinson and subsequently by Kellogg,
Dimock, and others." In the second world war Cleave
carried out crucial clinical experiments at seas5 and
subsequently stimulated the new wave of interest in
fibre. 6 Burkitt, Trowell, Painter, and others combined
epidemiological and clinical observation to postulate
the "fibre hypothesis," which attempted to attribute
many Western illnesses in addition to constipation to a
low intake of fibre or a high intake of refined carbo-
hydrates.'7 By the early 'seventies the bran wagon was
rolling enthusiastically. Time has shown that not all
claims for the benefits of high fibre diets can be
substantiated'8 but certainly in relieving constipation,
high fibre diets work.
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2 When fibre fails
Robin Spiller

Donald Burkitt's hypothesis that many of the ills of
Western people, including constipation, were caused
by a fibre depleted diet' certainly caught the imagina-
tion of a generation. So much so that many patients
currently consulting their general practitioner com-
plaining of constipation will have already tried
unsuccessfully some form of high fibre diet.

This lack of success is due either to intolerance or to
ineffectiveness. Intolerance reflects the fact that high
fibre foods are an acquired taste, require more chewing,
and entail major changes in cooking habits that
patients may find difficult to accept. Furthermore,
some fibre supplements-for example, raw bran-are
distinctly unpalatable. An effective dose of fibre
(20 g) requires the ingestion of six tablespoonfuls of
bran or two Weetabix and four large thick slices of
wholemeal bread (300 g) or their equivalent. Defective
dentures and failing appetite or imagination may make
such an increase in intake unacceptable. Purified fibre
supplements such as ispaghula (Fybogel) or sterculia

(Normacol) may be more acceptable for such patients
in producing a softer, bulkier stool that is easier
to pass. Lactulose is also effective, though rather
expensive, and its oversweet taste does not appeal to
everyone. Those who do successfully increase their
intake of fibre, by whatever means, often experience
the effects of increased bacterial colonic fermentation
with accompanying flatulence, abdominal distension,
and colic, which in some patients are sufficiently severe
to lead to discontinuation of treatment.2

Alternative approaches
Although high fibre diets are undoubtedly effective

in those with normal colonic function, unfortunately,
those with slow transit who are likely to need the most
help tend to show the least effect.' A slow transit seems
to favour a more complete bacterial degradation of
fibre in the right colon, thus minimising the effect of
fibre on faecal output. Furthermore, after a few weeks
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adaptation occurs and bacterial metabolism of fibre
accelerates, causing a fall in the laxative effect.4 Thus
patients who have initially responded well find consti-
pation returning after two to three weeks, necessitating
a rotation of the various fibre supplements to maintain
any long term effect. Such patients with chronic
constipation that is resistant to fibre are predominantly
female and tend to have greatly prolonged colonic
transit, either secondary to generalised colonic inertia
or because of failure to relax the anal sphincter when
attempting defecation.5 The cause of such obstructed
defecation is obscure and may be due either to
psychological or to neurological problems, or perhaps
both, if prolonged straining leads- to damage to the
pudendal nerve. A pragmatic approach is to combine
a bowel training regimen with an attempt to encour-
age appropriate relaxation of the anal sphincter
either by counselling or by biofeedback.6 Psychosexual
problems are common, and attention should be given
to factors inhibiting defecation such as lack of privacy,
inadequate time allowed for defecation, and more deep
seated psychological problems, possibly from child-
hood.

Training programmes aim at establishing a regular
pattern of bowel movements. Initial disimpaction is
followed by attempts to defecate after the same meal
each day. I usually recommend the period immediately
after breakfast as colonic motility peaks at this time.
Failure to pass motion on two successive days is fol-
lowed by a suppository or enema. Regular appetising
meals with a reasonable fibre content together with
adequate physical exercise are also important as eating
and exercise are the best natural stimulants of colonic
activity. Children respond well to such regimens but,
not unexpectedly, adults are more resistant.

Stimulant laxatives and other strategies
So far little has been said about stimulant laxatives,

yet generalised colonic inertia is characterised by
abnormally infrequent mass movements, which can in
most cases by readily stimulated by a range of drugs,
the best known of which are derivatives of senna.
These are prodrugs that are cleaved by bacterial
enzymes in the colon, where they directly stimulate
colonic nerves to cause a mass movement that is usually
followed by the passage of a normal stool. The efficacy
and acceptability of such a treatment is attested to by
its popularity with the general public. The main reason
why stimulant laxatives are not used widely by doctors
is that prolonged use may irreversibly damage colonic
nerves and muscles. Nevertheless, the risks should be
seen in perspective. The atonic, melanotic, "cathartic
colon"7 was described in patients who had taken large
doses daily over 20-40 years. Provided that stimulant
laxatives are used infrequently, perhaps no more than
once a week, at the minimal effective dose, they are
unlikely to cause significant harm, especially in elderly
people or others whose life expectancy is limited.

Bisacodyl is another contact stimulant that is useful
for dealing with faecal impaction as it is effective as a
suppository.

Saline or osmotic purges-for example, magnesium
sulphate-though suitable for cleansing the bowel
before surgery or colonoscopy, are ill suited for regular
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Cassia sennafrom Regnault's "Botanique", volume 3, 1774

use as they result in a watery stool, considerable
urgency in defecation, and occasionally incontinence.
Enemas are unpleasant, both for staffand patients, but
may in the last resort be necessary, as may manual
disimpaction.

Conclusions
Clearly, most cases of constipation seen in general

practice can be satisfactorily managed by detailed
attention to diet and lifestyle, but doctors should be
prepared to admit that a fair proportion of patients
with severe problems will not find a high fibre diet
helpful. Bowel retraining, artificial fibres, as well as
occasional stimulant laxatives should then be used.
In most cases this will suffice, but persistent symptoms
or the need for heroic measures, particularly in
younger patients, should suggest the need for more
sophisticated physiological and perhaps psychological
investigations in a specialist unit as some of these
patients will require surgical management.8
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