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Summary

A significant number of pregnant women suyfer from constipation, which tends to worsen as pregnancy progresses. Chronic
constipation worsens the course of pregnancy and may require emergency surgery with possible negative consequences for the
fetus and the woman. The negative impact of constipation during pregnancy can be reduced by eliminating the manifestation of
symptoms before it. The recommended surgical procedure is total colectomy.

The aim of this study was to evaluate the quality of life (QoL) of pregnant women with chronic slow transit constipation
(CSTC) after conservative versus surgical treatment.

Method: Between 2017 and 2022, a comprehensive study was conducted on 46 women with CSTC that was resistant to
conservative treatment. Among them, 22 patients underwent surgery (group M), while 24 patients received conservative treatment
(group C). Quality of life was assessed using the SF-36 scale before treatment, 90 days after treatment initiation, and during
each trimester of pregnancy.

Rezalts: After treatment, physical QoL was comparable between groups (47.92+3.7 vs. 45.99+4.71), whereas mental QoL
was significantly higher in the surgical group (50.59+2.79 vs. 46.94+4.85, p=0.009). In the second trimester, the surgical group
had significantly higher physical QoL than the non-surgical group (43.9+2.4 vs. 40.5+2.6, p = 0.029). In the third trimester,
both physical (39.3+3.6 vs. 29.7+5.1, p = 0.003) and mental (51.7+2.5 vs. 40.5+6.3, p = 0.003) QoL scores were significantly
higher in the surgical group.

Conclusions: Compared with conservative therapy, colectomy improves the quality of life of pregnant women with CSTC,

suggesting that it is a safe and effective treatment option before pregnancy.
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Introduction

Between 11 and 40 % of women suffer from constipation
during pregnancy [1. 2. 3], which tends to worsen as the
pregnancy progresses [2]. Constipation may occur for the
first time or already be present as a chronic slow transit
type prior to pregnancy. The diagnosis of the latter is made
based on the Rome 1V criteria and requires two or more of
the following symptoms [4]:

e Straining on more than 25 % of defecations.

e Lumpy or hard stools (BSFS type 1 or 2) on more
than 25 % of defecations.

e Sensation of incomplete evacuation on more than
one-fourth (25 %) of defecations.

e Sensation of anorectal obstruction or blockage on
more than one-fourth (25 %) of defecations.

e Manual maneuvers to facilitate evacuation on more
than one-fourth (25 %) of defecations.

e Fewer than three spontaneous bowel movements per
week.

Chronic constipation worsens the course of pregnancy
and may require emergency surgery [5, 6], with the possibility
of negative consequences for the fetus and the woman [7, 8].
The negative impact of constipation during pregnancy can
be reduced by eliminating the manifestation of symptoms
before it. The recommended surgical intervention is total
colectomy [9, 10]. In addition, colectomy has been shown
to have no effect on a woman’s fertility [11, 12].

Currently, it is unclear whether colectomy is necessary
for women considering pregnancy who have slow transit
constipation that does not respond to conservative treatment.

Aim: To assess the quality of life scores in pregnant
women with chronic slow transit constipation after
conservative versus surgical treatment.

Materials and methods

Between 2017 and 2022, a comprehensive study was
conducted on 46 women who were planning to become
pregnant and had slow transit constipation (CSTC) that was
resistant to previous conservative treatment. The diagnosis
of CSTC was made according to the Rome IV criteria [3].
22 patients (47.8 %) underwent surgical treatment and
were referred to as the main group (group M). 24 (52.2 %)
patients refused surgery and received conservative
treatment, which was the comparison group (group C).
In group M, patients underwent open (19-86.4 %) or
laparoscopic (3-13.6 %) colectomy before pregnancy,
including colectomy with ileorectal anastomosis in 17
(77.3 %) women, colectomy with low rectal resection
and ileorectoanastomaosis in 2 (9.1 %), and laparoscopic
colectomy with ileorectoanastomosis in 3 (13.6 %) patients.

Quality of life (QoL) was assessed using the SF-36
scale before treatment, 90 days after treatment initiation,
and during each trimester of pregnancy.

The efficacy of constipation treatment was evaluated
based on the bowel movement interval, the type of
stool according to the Bristol scale, and the passage of
radiographic contrast markers before and after pregnancy.

Reducing the interval between bowel movements to
once in 1-2 days and changing the type of stool to 3/4 types
were signs of effective conservative treatment [13].
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In both groups, patients did not differ statistically in
mean age: —33.9 £ 6.7 years vs. 32.0 £ 6.0 years (p = 0.127),
body mass index—22.1 £ 2.4 kg/m2 vs. 21.9 + 2.6 kg/m2
(p = 0.214), respectively, in groups M and C. Taking into
account the state of their somatic and reproductive systems,
they had no contraindications for pregnancy.

Statistical analysis was performed with IBM SPSS
Statistics, V 22. Descriptive statistics were performed.
Data were assessed for normality using the Shapiro-Wilk
test. Means are presented as M+SD. Categorical data
were expressed as numbers (%). Comparison of means
for quantitative variables was performed using the Mann-
Whitney U test. Relative values were compared using the
Pearson xi-squared test. The null hypothesis of equality of
variables was rejected at p < 0.05.

Results
In group M, two women had children before treatment.
One woman had two children, one of whom was born

before the onset of constipation symptoms. In group C,
all children were born after the onset of constipation
(Table 1). All children were conceived and born naturally.
One woman in group M had a miscarriage.

2 (9.0 %) women in group M and 3 (12.5 %) women
in group C showed worsening of constipation symptoms
during pregnancy before treatment (p = 0.711).

A number of women refused pregnancy for reasons
such as constipation and fear of worsening symptoms: 6
(27.3 %) patients in group M and 5 (20.8 %) in group C
(p=0.734). Groups M and C were not statistically different
with respect to the interval to defecation, the passage of
radiographic markers, and previous treatment, all p > 0.05
(Table 1).

During the study period, 8 (36.4 %) women in group
M became pregnant, whereas 14 (64.6 %) did not become
pregnant, with 4 (18.18 %) of them refusing pregnancy
plans for personal reasons (Fig. 1).

Table 1.
Comparative characteristics of group M and group C before treatment
Group M Group C
Indicator n=22 n=24 p
Abs. % Abs. %

Successful pregnancies 2 9,0 3 12,5 0,711
History of miscarriage 1 4,5 0 0,0 0,965
Refusal of pregnancy 6 27,3 5 20,8 0,734
Increased severity of constipation symptoms during 2 9.0 3 12,5 0711
pregnancy

Interval between defecation before treatment, day, M+SD 6,8+1,8 7,4+12.4 0,403
Passage of x-ray contrast markers before treatment, day, 10,9438 10,243.4 0,842
MzSD

High-fiber diet 21 95,45 22 91,6 0.613
Pressure on the abdominal cavity to facilitate defecation 20 90,9 23 95,8 0.51
Use of pharmacological agents 21 95,45 24 100 0.301
Use of cleansing enemas 8 36,36 10 41,66 0.72

Fig. 1. Frequency of pregnancy in group M (after surgery) and group C (depending on the results of
conservative therapy).
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In group C, conservative therapy was found to be effective
in 19 women. However, the selected schemes had direct
pregnancy-related contraindications in six women. They
decided to postpone pregnancy and continue conservative
treatment for constipation. Of the 13 women who underwent
effective conservative treatment without pregnancy-related
contraindications, six became pregnant. 7 (29.16 %) women
did not become pregnant, with 3 (12.5 %) of them refusing
to plan a pregnancy for personal reasons (Figure 1).

Five women failed to obtain effective treatment. These
women had a high risk of maintaining or increasing the

manifestations of constipation during pregnancy, resulting
in a significant worsening in quality of life.

Group M and group C did not statistically differ in
average values of physical (35.15+6.31 vs. 34.41+6.14),
p =0.700, and psychological (35.28+9.79 vs. 35.59 +8.74),
p = 0.954 components of QoL before treatment, respectively
(Fig. 2, 3; Table 2).

The difference in the psychological component of
health was observed due to the impossibility of choosing
effective schemes for five women after treatment initiation
(Fig. 1; Table 2).

Table 2
Comparison of group M and group C after treatment
. Group O Group C
Indicator N:2|02 N=2p4 P
Successful pregnancies, n (%) 8 (36,36) 6 (25,0) 0,900
Preeclampsia, n (%) 1(12,5) 1(16,6) 0,825
SF-36 Norm
. PCS 48-61 48,21+3,46 49,33+2,97 0,491
| trimester
MCS 51-58 50,13+3,14 51,69+2,06 0,345
. PCS 39-55 43,85+2,35 40,53+2,60 0,029
Il trimester
MCS 49-62 49,3045,51 48,79+1,76 0,142
. PCS 37,5-47,5 39,25+3,6 29,69+5,06 0,003
Il trimester
MCS 49,5-66 51,66+2,54 40,53+6,26 0,003
Before pregnancy (before PCS - 35,15+6,31 34,41+6,14 0,700
therapy) MCS - 35,28+9,79 35,59+8,74 0,954
Before pregnancy (after PCS - 47,92+3,7 45,99+4,71 0,440
therapy) MCS - 50,59+2,79 46,94+4,85 0,009
Interval between defecation 90 days after treatment, day (M+SD) Everyday 2.31+1.73
Interval between defecation in pregnant women, day (M+SD)
| trimester Everyday 2.16+1.25
Il trimester Everyday 2.56+£1.98
Il trimester Everyday 4.44+2.87
The average interval between defecation after pregnancy Everyday 2.56+1.98

Fig. 2. Median and interquartile range of the PCS for different survey terms in the study groups
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Fig. 3. Median and interquartile range of the MCS for different periods of survey in the study groups.

In group M, 8 (36.3 %) women had successful
pregnancies after surgery. Of note, one woman had
two successful pregnancies. All eight women had an
uncomplicated pregnancy. Three children were born
by cesarean section. The other children were born
spontaneously.

In group C, 6 (25 %) women had no abnormalities
during pregnancy. One child was born by cesarean section.

Gestosis was observed in one woman from each
group, indicating that the groups were comparable on this
indicator (p = 0.825).

After treatment, physical QoL was 47.92+3.7 in group
M and 45.99+4.71 in group C. These values were found
to be comparable (p = 0.44). However, women showed
significantly higher mental health indicators (50.59+2.79
after surgery vs. 46.94+4.85 after conservative treatment
(p = 0.009).

There was no difference in physical (p = 0.491) and
psychological (p = 0.345) QoL in both groups in the first
trimester.

In the second trimester, there was a significant
difference in physical QoL (p = 0.029).

In the third trimester, there was a significant difference
between groups M and C for both health components (p =
0.003). At the same time, group C showed a decrease in
QoL compared to the standard (Table 2).

The worsening of constipation (an increase in the
interval between bowel movements from 2.16+1.25 days
to 2.56+1.98 days) was observed in group C from the
second trimester. Four women had defecation difficulties
and required cleansing enemas for up to 4.44+2.87 days
in the third trimester.

Discussion

The conservative management of pregnant women with
CSTC is a challenging therapeutic endeavor, as the range
of approved medications is severely limited due to the
presence of contraindications. The first recommendation
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is a high-fiber diet [14, 15, 16, 17]. The high-fiber diet
resulted in a 50 % reduction in the severity of constipation
compared to the untreated group [18]. [18]. However,
a meta-analysis based on randomized controlled trials
showed insufficient evidence [19].

In our study, 21 (95.5 %) patients in group M and 22
(91.6 %) patients in group C followed a high-fiber diet.
This diet had a beneficial effect, but the significance of
its administration was only observed in combination with
pharmaceutical drugs.

Some authors recommend applying pressure to the
abdominal cavity to improve the act of defecation [20].
20 (90.9 %) women in group M and 23 (95.8 %) in
group C performed this manipulation instinctively, but its
effectiveness in pregnancy is questionable.

According to some studies, constipation symptoms
can be relieved when the dysbiosis is eliminated.
Xylooligosaccharides and probiotics are beneficial in pregnant
women [21] with severe constipation because inulin and
fructooligosaccharides stimulate the growth of bifidobacteria
[22]. It’s been shown that the microbiota of people with
constipation is significantly different from the control group
[23]. However, probiotic treatment always requires evidence
that constipation is due to dysbiosis [24]. The mechanism of
action of probiotics is related to the stimulation of the growth
of bifidobacteria in dysbiosis. Probiotics don’t provide an
etiopathogenic treatment for chronic slow transit constipation.
[25, 26]. Therefore, probiotics were not included in the
treatment plan in our study.

Eight women in group M (36.36 %) and ten women in
group C (41.66 %) used enemas at least twice a week to
facilitate bowel movement. According to medical history,
21 (95.45 %) patients in group M and 24 (100 %) in group
C used laxatives on their own, whereas only 12 (26 %) of
46 patients followed the instructions.

All patients eventually developed drug resistance.
This was mainly due to the prolonged period of use.
According to the drug guidelines available on the website
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https://mozdocs.kiev.ua, the following drugs have been
approved for use in pregnant women in Ukraine [9]: AO6A
B —contact laxatives: AO6A B06 —senna glycosides; AO6A
C—bulk laxatives: AO6A C01 - plantain seed drugs; AO6A
D - osmotic laxatives: AO6A D11 — lactulose, and AO6A
D15 - macrogol.

Other drugs (prucaloprid, combinations of metal salts,
zostir, sodium picosulfate, liquid paraffin, bisacodyl, and
castor oil) are either directly contraindicated for use in
pregnancy or lack relevant clinical studies. Although
systemic absorption of laxatives is negligible [17], their
use is not recommended in the literature. Stimulants are
more effective than bulking agents. However, they cause
more side effects [18].

As a result, the observation shows that macrogol,
glycerol, and lactulose have been recommended as first-
line treatments for constipation in pregnancy [14, 16, 27].
If they were ineffective, bisacodyl, sodium dokusat, or
sodium picosulfate were considered to be recommended
under medical supervision, despite their potential side
effects. It is recommended to use only lactulose and other
evidence-based drugs [28]. Lactulose proves to have an
optimal efficacy of 84 % and is considered clinically safe
for pregnant women [29]. Macragol has similar efficacy
and comparable side effects [30].

Conservative treatment was selected based on the
individual’s response to therapy and approval for its use in
Ukraine. Five women did not receive adequate conservative
therapy. Effective treatment was chosen for six women.
However, it was not acceptable during pregnancy.

CSTC had a negative impact on both psychological
and physical health. Our study found that PCS was
35.1546.31 in group M and 34.41+6.14 in group C, with
MCS of 35.28+9.79 and 35.59+8.74, respectively, which is
consistent with previous findings [31, 32]. After treatment,
group M had a physical QoL of 47.92+3.7 compared to
45.99+4.71 in group C, indicating comparable outcomes
(p=0.44). However, women after surgery showed
significantly higher mental health scores (50.59+2.79
Vvs. 46.94+4.85, p = 0.009). In our opinion, the difference
in mental health scores results from the need to take
medications that have a slow onset of action, as opposed
to surgery.
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Conclusions

Compared with conservative therapy, colectomy
improves the quality of life of pregnant women with CSTC,
suggesting that it is a safe and effective treatment option
before pregnancy.
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LJlewguwiun, JI. Mapkynan, I1. buk, . Cycax, H. Mapmuniwxk, O.Oxoybka

Haunionanbuuii mequunmii ynipepcurer iMeni O. O. boromoabus
(m. KniB, Ykpaina)

Pe3rome.

3HaYHa KUIBKICTh BariTHUX JKIHOK CTPaXKJa€ BiJ 3aKPEIiB, sKi MOCHIIOIOTHCS 3 MPOTPECYBAHHIM BariTHOCTI. 3aKpEH MOXKYTb
MaHidecTyBaTu Bepiie ado iCHyBaTH [0 BariTHOCTI K XPOHIYHUH MOBITBHO-TPaH3UTOPHHI 3aKperl. XPOHIUHI 3aKpenH MOTipIIyIOTh
nepeOir BariTHOCTI Ta MOXYTh BUMAraTu €KCTPEHOTO XipypriuHOro BTPy4YaHHS 3 MOXKIIMBICTIO HETaTHBHUX HACHTIJKIB JUIS TUIOAA Ta
KiHKH. HeraTMBHUH BIUIMB 3aKpeMy HPH BariTHOCTI MOJKHA 3MEHILIHTH, YCYHYBILIH MPOSB CUMITOMIB IO HOTO. PEeKOMEHJ0BaHHM
XIpypri4YHUM BTPYYaHHSAM € TOTaJIbHA KOJEKTOMIS.
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Merta pocaimkennsi: OIIHUTH SIKICTb XKUTTS Y BariTHUX JKIHOK 13 XpOHIYHAM MOBUTEHO- TPAH3UTHHAM 3aKPEIOM ITiCIIsl KOHCepBa-
THBHOTO JIIKyBaHHSI ITIOPIBHSHO 3 XipypTidHIM.

Marepiamu i metonu: Briponosx 2017-2022 pp. Gyio mpoBesieHo BceGiuHe OCTIPKEHHS 32 y9acTio 46 »KiHOK, SIKi MaJTH XPOHIYHUH
MOBIIBHO-TPAH3UTOPHHUIT 3aKpeTl, PE3UCTEHTHHH 10 KOHCEPBATUBHOTO JIIKYBaHHS. 3 HUX 22 XBOPUX IPOOIIEPOBAHO (XipypriuHa rpyma),
a 24 XBOPHM TIPOBEJICHO KOHCEPBATUBHE JIIKyBaHHs (KOHCEpBaTHBHA IpyIa). SIKiCTh )KUTTS OLIHIOBAIH 32 1KaI0r0 SF-36 10 nikyBaHH,
gepe3 90 AHIB micIIs MOYATKY JIIKYBaHHS Ta MPOTATOM KOXKHOTO TPUMECTPY BariTHOCTI.

Pesynbrari nocaixkenns. [Ticns nikyBanHs Gi3ndHa sSKicTb )KUTTS Oysa nopiBHsHHOW (47,92+3,7 npotu 45,99+4,71) mixk rpy-
[IaMH, TOJI SIK IICUXIYHa SKICTh )KUTTs OyJ1a 3HaYHO BUILOKO B Xipypriuniii rpymi (50,59+2,79 npotu 46,94+4,85, p = 0,009). Y apyromy
TPUMeCTpi XipypriuHa rpyra mMajia 3HauHo BUILY (i3HYHY SIKiCTh KHTTS OPIBHSHO 3 TPYIIOK KOHCEPBATUBHOTO JlikyBaHHs (43,9+2,4
npotu 40,5£2,6, p = 0,029). ¥V tperbomy TpumecTpi sik dizuyni (39,3+3,6 nporu 29,7+5,1, p = 0,003), tak i ncuxiusi (51,7+2,5 npotn
40,5%6,3, p = 0,003) nokasuuku SIK Oynu 3HAYHO BUIMMH B XipypridHii rpyi.

BucnoBkn. [TopiBHSIHO 3 KOHCEPBATUBHOIO TEPAITI€I0, KOJIEKTOMIS TOKPAIYE SIKICTh )KUTTS BariTHAUX XKiHOK i3 XpOHIYHUM ITOBUTBHUM
TPAH3UTHHUM 3aKPEMoM, IO CBIAYHUTH MPO Te, IO Iie € Oe3NeYHui Ta eeKTHBHIN BapiaHT JIIKYBaHHS J0 BariTHOCTI.

Ku1ro4oBi ¢J10Ba: xponiuuuii 1oBinbHO-TPaH3UTOPHHUIA 3aKPeIT; BATiTHICTB; AKICTh KUTTS; KOIEKTOMisl; KOHCEPBATHBHA TEPaIis.
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