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Abstract
Chronic constipation brings a great impact on quality of life. Colonic inertia is a rarely and extreme degree of constipation with difficult clinical 
treatment and often frustrating to the patient. Surgical treatment for colonic inertia is an interesting alternative and has a high success rate. We 
present the case of a patient with colonic inertia who underwent surgical treatment with total colectomy with ileorectal anastomosis by laparoscopy.
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Introduction
Colonic inertia is a condition that prompts slow colonic transit 

along the colon, engendering chronic and serious colonic constipation 
and is a diagnosis of exclusion. It corresponds to approximately 3% 
of chronic constipation cases and affects chiefly young women (20-
30 years-old) [1]. So far, it has not a well-defined physiopathology 
and is diagnosed after complete investigation into other causes of 
colonic constipation. Its clinical case is characterized by serious 
constipation; with high grades of Wexner score of constipation [2], 
in which it can occur as few as one or two defecations monthly, 
abdominal distention, nausea and abdominal pain. The diagnosis is 
done after deep investigation on secondary causes of constipation, 
such as: dietary modifications, evacuation routine, medication of 
chronic usage, obstructive causes, mega colon, pelvic floor disorders, 
endocrine-metabolic causes, neurological and psychiatric illness 
[3,4]. The main diagnostic tests used was the anorectal manometry 
(functional study of the anus and rectum), defecography (evaluates 
morphological changes of the pelvis and the anorectal segment, thus 
excluding the syndrome of outlet obstruction) and the colonic transit 
time radiography, in which we can confirm that there is a significant 
and pathological decrease in the number of colonic contractions.

Case Report
A 68-year-old woman, white, hypertensive, diabetic with chronic 

colon constipation for approximately 20 years reporting severe and 
recurring abdominal pain and abdominal distension. The patient 
fulfilled the Roma criteria for constipation given that she presented 
straining during defecation, dark and lumpy stools and sensation of 

incomplete defecation in more than 25% of evacuations, in addiction 
to evacuate, in average, once in 14 days. She made continuous use of 
laxative medication, suppositories, fleet enema and manual extraction 
of stool for more than 10 years. The Wexner score of constipation 
was used to classify the severity of constipation, with a result of 28 
(severe constipation). After investigation into secondary causes, not 
being identified other apparent causes for the case, the patient was 
submitted to the following complementary specific exams:

-	 Colonoscopy: presenting normal in all colonic extension.

-	 Colonic transit time: retention of twenty of the twenty-four 
radiopaque markers after the fifth day (Figure 1).

-	 Anal manometry: internal sphincter hypotonia with preserved 
anorectal inhibitory reflex. Balloon expulsion test was normal.

-	 Defecography: physiological normality in the defecation 
process.

After exams analysis, it was confirmed the diagnostic of colonic 
inertia and decided by the surgical treatment due to failure of 
conservative treatment after long time. We opted to realize total 
colectomy with ileorectal anastomosis by video laparoscopy. The 
surgery was performed with the patient in Lloyd-Davies position. 
The surgery was carried out through the insertion of 5 trocars in 
the following positions: 10 mm umbilical port for optic view, 12 
mm in the right iliac fossa and three 5 mm in the right flank region, 
left iliac fossa and left flank region (Figure 2). Surgery started with 
the medial mobilization of the right side colon and also the hepatic 
flexure. Sequentially, it was held medial mobilization of the left side 
colon and the splenic flexure. Because of technical standardization, 
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technique with lower risks associated with the mobilization of the 
rectum, avoiding pelvic dissection and possible nerve damage of 
sympathetic or parasympathetic origin. The colonic transit time 
is a “key” for diagnosis of colonic inertia, where more than 80% of 
radiopaque markers remain in colon after the fifth day of ingestion. 
Colonic inertia keeps the markers distributed diffusely throughout the 
colon, which does not occur in the obstructed defecation syndrome, 
where the radiopaque markers are concentrated in the following colon 
and/or distal rectal. This test must be supplemented with defecography 
and anorectal manometry for the obstructed defecation syndrome 
evaluation (rectocele or anismus). In the reported case, radiopaque 
markers were concentrated mostly in the left colon segment, with 
the possibility of performing left hemicolectomy. It was opted for the 
total colectomy by the fact that segmental colectomy for treatment of 
colonic inertia have a high rate of surgical failure, with early or late 
recurrence of constipation [9-11]. The use of laparoscopy proved to be 
safe without adding excessive surgical time for the procedure and/or 
technical difficulties.

Conclusion
In cases of clinic treatment failure, patients with colonic inertia 

benefits from surgical approach. Several studies have demonstrated 
that total colectomy with ileorectal anastomosis is the procedure of 
choice for colonic inertia. Laparoscopic techniques add the benefits of 
minimally invasive surgery to the procedure. Additional prospective 
studies are needed to reveal the true impact of surgery on quality of 
life of patients.
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Discussion
Surgical treatment for colonic inertia is an interesting alternative 

and has a high success rate [5-8]. The most widely used technique 
is the total colectomy with ileorectal anastomosis, having a success 
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Figure 1: Colonic transit time. Abdominal radiograph after ingestion of 
24 radiopaque markers after the 5th day, the patient still had 20 markers.

 

Figure 2: Trocars arrangement.
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