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In—depth review

Understanding the Rome IV: Functional Constipation and Anorectal Disorders

Jeong Eun Shin

Department of Internal Medicine, Dankook University College of Medicine, Cheonan, Korea

We used mainly the Rome diagnostic criteria to diagnose functional gastrointestinal disease (FGID). The revised Rome IV was
announced in 2016. Rome IV is the recognition that a considerable overlap exists between some of the FGIDs and that they may ex-

ist as part of a spectrum, rather than discrete disorders. Based on this concept, the Rome IV criteria for functional constipation and

anorectal disorders are newly revised. We review the background and content of the Rome IV diagnostic criteria and introduce the

multidimensional clinical profile using clinical cases. These revised criteria will be helpful for adequately diagnosing and managing
these patients in actual clinical practice. (Korean J Med 2017;92:372-381)
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Table 1. Classification of bowel disorders and anorectal disorders according to Rome III and Rome IV [2,5]

Rome IIT

Rome IV

C. Functional bowel disorders
Cl. Irritable bowel syndrome

C2. Functional bloating

C3. Functional constipation

C4. Functional diarrhea

CS. Unspecified functional bowel disorder

F. Functional anorectal disorders
F1. Functional fecal incontinence
F2. Functional anorectal pain
F2a. Chronic proctalgia
F2al. Levator ani syndrome
F2a2. Unspecified functional anorectal pain
F2b. Proctalgia fugax
F3. Functional defecation disorders
F3a. Dyssynergic defecation
F3b. Inadequate defecatory propulsion

C. Bowel Disorders
Cl1. Irritable bowel syndrome (IBS)
IBS with predominant constipation (IBS-C)
IBS with predominant diarrhea (IBS-D)
IBS with mixed bowel habits (IBS-M)
IBS unclassified (IBS-U)
C2. Functional constipation
C3. Functional diarrhea
C4. Functional abdominal bloating/distension
C5. Unspecified functional bowel disorder
C6. Opioid-induced constipation
F. Anorectal Disorders
F1. Fecal incontinence
F2. Functional anorectal pain
F2a. Levator ani syndrome
F2b. Unspecified functional anorectal pain

F2c. Proctalgia fugax

F3. Functional defecation disorders
F3a. Inadequate defecatory propulsion
F3b. Dyssynergic defecation
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Table 2. Diagnostic criteria for functional constipation and opoid-induced constipation in Rome IV [6]

Functional constipation”

Opoid-induced constipation

1. Must include 2 or more of the following:b

1. New, or worsening, symptoms of constipation when initiating,

changing, or increasing opioid therapy that must include 2 or
more of the following:

a. Straining during more than one-fourth (25%) of defecations

b. Lumpy or hard stools (BSFS 1-2) more than one-fourth (25%) of defecations

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

d. Sensation of anorectal obstruction/blockage more than one-fourth (25%) of defecations

e. Manual maneuvers to facilitate more than one fourth (25%) of defecations
(e.g., digital evacuation, support of the pelvic floor)

f. Fewer than 3 spontaneous bowel movements per week
2. Loose stools are rarely present without the use of laxatives

3. Insufficient criteria for irritable bowel syndrome

BSES, Bristol Stool Form Scale.

*Criteria fulfilled for the last 3 months with symptom onset at least 6 months prior to diagnosis.
"For research studies, patients meeting criteria for opioid-induced constipation should not be given a diagnosis of functional con-

stipation because it is difficult to distinguish between opioid side effects and other causes of constipation. However, clinicians recognize

that these 2 conditions might overlap.
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Table 3. Comparison of diagnostic criteria for fecal incontinence between Rome III and Rome IV [13,14]

Diagnostic criteria” for functional fecal incontinence (Rome I1I)

Diagnostic criteria’ for fecal incontinence (Rome IV)

1. Recurrent uncontrolled passage of fecal material in an individual
with a developmental age of at least 4 years and 1 or more of the
following:

a. Abnormal functioning of normally innervated and structurally in-
tact muscles

b. Minor abnormalities of sphincter structure and/or innervation;
nd/or

c. Normal or disordered bowel habits (fecal retention or diarrhea);
and/or

d. Psychological causes

AND

2. Exclusion of all of the following:

a. Abnormal innervation caused by lesion(s) within the brain (e.g.,
dementia), spinal cord or sacral nerve roots or mixed lesions
(e.g., multiple sclerosis), or as part of a generalized peripheral or
autonomic neuropathy (e.g., owing to diabetes)

b. Anal sphincter abnormalities associated with a multisystem dis-
ease (e.g., scleroderma)

c. Structural or neurogenic abnormalities believed to be the major
or primary cause of FI

1. Recurrent uncontrolled passage of fecal material in an in-
dividual with a developmental age of at least 4 years

FI, fecal incontinence.
*Criteria fulfilled for the last 3 months.

"Criteria fulfilled for the last 3 months. For research studies, consider onset of symptoms for at least 6 months previously with 2-4 epi-

sodes of FI over 4 weeks.
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Table 4. Comparison of diagnostic criteria for functional anorectal pain between Rome III and Rome IV [13,14]

Rome III

Rome IV

F2a. Diagnostic Criteria” for chronic proctalgia

Must include all of the following:

1. Chronic or recurrent rectal pain or aching

2. Episodes last at least 20 minutes

3. Exclusion of other causes of rectal pain such as ischemia, in-
flammatory bowel disease, cryptitis, intramuscular abscess
and fissure, hemorrhoids, prostatitis, and coccygodynia

F2al. Levator ani syndrome
Diagnostic criterion
Symptom criteria for chronic proctalgia and tenderness dur-
ing posterior traction on the puborectalis
F2a2. Unspecified functional anorectal pain

Diagnostic criterion

Symptom criteria for chronic proctalgia but no tenderness
during posterior traction on the puborectalis

F2b. Diagnostic criteria” for Proctalgia fugax

Must include all of the following:
1. Recurrent episodes of pain localized to the anus or lower rectum

2. Episodes last from seconds to minutes

3. There is no anorectal pain between episodes

F2a. Diagnostic criteria” for levator ani syndrome

Must include all of the following:

Chronic or recurrent rectal pain or aching

Episodes last 30 minutes or longer

Tenderness during traction on the puborectalis

Exclusion of other causes of rectal pain, such as inflam-
matory bowel disease, intramuscular abscess and fissure,
thrombosed hemorrhoids, prostatitis, coccygodynia, and
major structural alterations of the pelvic floor

1.
2.
3.
4.

F2b. Diagnostic criteria for unspecified functional anorectal

pain
Symptom criteria for chronic levator ani syndrome
but no tenderness during posterior traction on the

puborectalis

F2c. Diagnostic criteria® for proctalgia fugax
Must include all of the following:
1. Recurrent episodes of pain localized to the rectum and

unrelated to defecation

. Episodes last from seconds to minutes, with a maximum
duration of 30 minutes

. There is no anorectal pain between episodes

. Exclusion of other causes of rectal pain, such as inflam-
matory bowel disease, intramuscular abscess and fissure,
thrombosed hemorrhoids, prostatitis, coccygodynia, and
major structural alterations of the pelvic floor

*Criteria fulfilled for the last 3 months with symptom onset at least 6 months prior to diagnosis.

°For research purposes, criteria must be fulfilled for 3 months; however, clinical diagnosis and evaluation may be made before 3 months.

“For research purposes, criteria must be fulfilled for 3 months with symptom onset at least 6 months before diagnosis.
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Table 5. Comparison of diagnostic criteria for functional defecation disorders between Rome III and Rome IV [13,14]

Rome II1

Rome IV

Diagnostic

1. The patient must satisfy diagnostic criteria for func-

criteria® tional constipation

2. During repeated attempts to defecate must have at
least 2 of the following:

a. Evidence of impaired evacuation, based on balloon
expulsion test or imaging

b. Inappropriate contraction of the pelvic floor mus-
cles (i.e., anal sphincter or puborectalis) or less
than 20% relaxation of basal resting sphincter pres-
sure by manometry, imaging, or EMG

c. Inadequate propulsive forces assessed by man-
ometry or imaging

Sub-categories F3a. Diagnostic criteria for dyssynergic defecation

Inappropriate contraction of the pelvic floor or less
than 20% relaxation of basal resting sphincter pres-
sure with adequate propulsive forces during at-
tempted defecation

F3b. Diagnostic criteria for inadequate defecatory pro-
pulsion

Inadequate propulsive forces with or without in-
appropriate contraction or less than 20% relaxation
of the anal sphincter during attempted defecation

1. The patient must satisfy diagnostic criteria for functional
constipation and/or irritable bowel syndrome with con-
stipation

2. During repeated attempts to defecate, there must be fea-
tures of impaired evacuation, as demonstrated by 2 of the
following 3 tests:

a. Abnormal balloon expulsion test

b. Abnormal anorectal evacuation pattern with manometry
or anal surface EMG

c. Impaired rectal evacuation by imaging

Subcategories F3a and F3b apply to patients who satisfy cri-
teria for FDD
F3a. Diagnostic criteria for inadequate defecatory propulsion

Inadequate propulsive forces as measured with manometry
with or without inappropriate contraction of the anal
sphincter and/or pelvic floor muscles”

F3b. Diagnostic criteria for dyssynergic defecation

Inappropriate contraction of the pelvic floor as measured
with anal surface EMG or manometry with adequate
propulsive forces during attempted defecation”

sphincter and/or pelvic floor muscles”o]] tgt 7|52 v

of me} H=7] wiZef o

EMG, electromyography; FDD, functional defecation disorder.
*Criteria fulfilled for the last 3 months with symptom onset at least 6 months prior to diagnosis.
"These criteria are defined by age- and sex-appropriate normal values for the technique.
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Table 6. The categories of multidimensional clinical profile in constipation and anorectal disorders

Category A. Categorical diagnosis
Functional constipation, functional defecation disorders, opioid-induced constipation, fecal incontinence, functional anorectal pain
Category B. Clinical modifiers

Functional constipation Functional defecation disorders
- Absence of call-to-stool - Dyssynergic defecation
- Functional defecation disorder - Inadequate defecatory propulsion
- Infrequent vs. very infrequent BM (< 1/week) - With splinting
- Manual maneuvers - With slow transit constipation
- Slow transit, normal transit Fecal incontinence
- With splinting - Constipation with overflow diarrhea
- Straining - Diarrhea
- With dyssynergic defecation - Passive vs. urge
- With obstructive defecation - Urge incontinence
- With opioid-indiced constipation
Opioid-induced constipation Functional anorectal pain
- With fecal incontinence - Levator ani syndrome
- With bloating - Proctalgia fugax
- With heartburn
- With nausea

Category C. Impact on daily activities
None/mild/moderate/severe
Category D. Psychosocial modifiers
- Psychosocial modifiers and co-morbidities influencing patient’s illness experience and treatment
- May be categorical (e.g., DSM 5 diagnosis), dimensional (e.g., HADS, or other scales) Rome Psychosocial red flags, or patient re-
ports (e.g., abuse) that is judged by the clinician to be clinically relevant
Category E. Physiological features and biomarkers

Colon Anorectum
Wall structure and activity Manometry, MRI Manometry, defecography, ultrasound,
MR, digital exam
Movement of contents Radio-opaque markers, scintigraphy,  Balloon expulsion, defecography
smartpill, MRI
Sensitivity Barostat Barostat/balloon, electrical
Evidence of inflammation Biochemistry, histology, calprotectin,  Histology, calprotectin

perfusion/diffusion, cytokines,
mRNA, serology (celiac disease)

Other analytic techniques (disease spe- Permeability, fecal tryptase, microbiota None
cific) (HITChip)

Reduced rectal compliance, mild weak-
ness of EAS

Paradoxical contraction of EAS

BM, bowel movement; DSM, the diagnostic and statistical manual of mental disorders; HADS, Hospital Anxiety and Depression Scale;
MRI, magnetic resonance imaging; HITChip, Human Intestinal Tract Chip; EAS, external anal sphincter.
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Table 7. Comparison of diagnostic criteria between Rome III and Rome IV in constipation and anorectal disorders

Rome 111 Rome IV
Constipation in bowel disorder
IBS-Cvs. FC Isolation Continuum
Abdominal pain in patients with FC No Yes, but not predominent
Anorectal disorders
Fecal incontinence Functional Omit “functional”
Cumbersome Simple
Functional anorectal pain Chronic proctalgia (O) Chronic proctalgia (X)
Duration
Levator ani syndrome/unspecified finctional Last at least 20 minutes Last 30 minutes or longer
anorectal pain
Proctalgia fugax From seconds to minutes Maximum duration of 30 minutes
Pain location of proctalgia fugax Anus or lower rectum Rectum and unrelated to defecation
Functional defecation disorders (FDD) FC only FC or IBS-C
Specified criteria for FDD Yes No

IBS-C, irritable bowel syndrome with predominant constipation; FC, functional constipation.
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YA wHe] 7hsAdo] Atk gl viX= JFFE F Bristol Stool Form Scale type 52] ulj¥lo] 9lgic). Wo] 5l
LR, AN SR 2 AR = EQbto] itk AelE F A717F dEol ¥ A8 WEE 2HEekinh HE A=
Eou Ho| eupA R = A% A] HAL FEAFUNS HAL 2 ol Erelstqlet. 23] A wEakelo] itk 1d A of
SAE AR S TAIZE AL ATt st o] A WA AARs Aotk FARA] Al HE £4
3 AYE vigro 2 B $kxl= DD} AdA] HulrL e & 2] ARk, FAZISE 257 FERAT AHo] T
Aok ©] FC} FDDE ZIekst 4= it} ATk AU AAA =57 FEERUT dEol
X|2o| MEeH: FCO] Zthe QAL v e, AA| HAAKE A ZraEe] 9l9dal, F o9l u-8-#(maximum tolerable volume)
AL 23, Fagh A9 AP AL g WAE AAF S o] ZFAaEo] 9l9ict o]F MDCPE o]g-5te] A=|3hd 71|
o QAF ZARe} ARIEH AL Ba) olRolAlck ARy qe| RRat w Age dRel, QA 2EAE Axje)
Ak Ao, Agaael wd 3 st Wheel §l= A Ag(urge incontinence)o] BRITE Al MlA=
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FFE FTEAUL, FAAEEH AR H AFOR
gk EQhzto] it Aed Fgolut violentA 2= 2]
A AARE FEAGWY AAE Aot st
2ol MEH: ¥ Ao 1L thekat Yl ogt g
ZAo] ofs), FukA gk A 85 T2 e JFES
T A3 A4 A3k AAgE A 5 vl oheFst
o} A2 {5t AR 2 WA, FEAZWS AAL
2 22T WA, iz gE, S0 A9 59
o] St A A%, e 9, S Ad A,
el A &4 A, BEd 25 tigh vh AR 52 T
H o= gste] Attt St e o= S8 F5HA
st AARE S 4 Qe S A, ofolaa It 22
FAE, 7H S 25, DAY Aoy gRoE F5-et 1t
A 5 TS LT £ e AL e Hagith 2
SHAY AAE S H AT FxpoAE 34 p-otHR
A G=8-A| Z-8-A|Q] loperamide”} 71 A 4= 4L, 4
2HA| 9-2A|Q1 amytriptylineo] =g0] & 4= St} =287
715673 AL iRl AET EREEY] Q= A= AREY
3% 4284 2372 ramostron AFR-S 2 4= gtk ZHkA]
L5 7stely] f1gh 5ol Basty, AA 5] taEy
ojt}. vlo|euEW == AP} FY A HHS ST
o ow, ZHbA ST AT AlS Fe-Eot X5 avpvt
=t} o]gh ARl ¥hgo] GIAY Algh A= A=Al A

71 A} (sacral nerve stimulation), <14 & < (sphincter-

o
oplasty) 7} i3 <x(colostomy) 50| &€ 4= glch
2 £

Zup71E Ve ol 2ok 7l&dhe 2o, 71eA e

Ak Afolof FHEo] EARITh= g o® FLsto] 242t
7157 Aghe W] Aok ATEY F 3 BE

O Sl low, 75 g el A Aol
2ek Zigol A&tk o] FEolM ] 2uf 7]E M IV
o Aef Zpol g 3t 7ol stk A A=mofM = &
Aol Ao} Hcte] thE e 2 v = Qi 8%t A
£ R sk do] 5o E A W ke Ut
< /Nde] A==tk T3 MDCP -58f 2Ato] tigh 2 det
FEE FAHCR Al e S HEAIRTL ol
o o= glo] Bt A (el Aol 788 A

it}
4>
pach
filo
poy)
o
Hu
N
=
ot
O
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