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Abstract
Background: Despite its high prevalence, opioid-induced constipation (OIC) remains under-recognised and undertreated,

and its true impact on wellbeing and quality of life (QoL) may be underestimated.

Methods: A quantitative, questionnaire-based international survey was conducted.

Results: Weak-opioid users appeared as bothered by constipation as strong-opioid users (38% vs 40%, respectively;

p¼ 0.40), despite it causing less-severe physical symptoms and impact on QoL. Strong-opioid users meeting Rome IV

OIC criteria appeared to experience greater symptomatic and biopsychosocial burden from constipation than those not

satisfying these criteria. Almost one-fifth of respondents were dissatisfied with their current constipation treatment and

around one-third found balancing the need for adequate pain relief with constipation side effects challenging.

Consequently, more than half failed to adhere to their prescribed treatment regimens, or resorted to suboptimal strategies,

e.g. 40% reduced their opioid intake, to relieve constipation. Almost 60% of healthcare professionals did not adequately

counsel patients about constipation as a common side effect of opioid use.

Conclusions: Findings suggest that both weak- and strong-opioid users suffer comparable bother and decreased QoL, Rome

IV criteria can identify patients with more-severe OIC, but may underdiagnose patients showing fewer symptoms, and

increased education is needed to manage patients’ expectations and enable improved OIC self-management.
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Key summary

1. Summarise the established knowledge on this subject
. Although constipation is a common side effect of opioid use, even with the concomitant use of laxatives,

opioid-induced constipation (OIC) remains under-recognised and undertreated.
. There is evidence to suggest that the impact of OIC on patients’ overall wellbeing and quality of life may

be underestimated by healthcare professionals.
. The recently published Rome IV diagnostic criteria for OIC provide a valuable tool for use in clinical

practice; however, data are awaited on the value of these new criteria in the assessment of patients with
OIC in the real-life setting.
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. A better understanding of the unmet needs of patients with OIC would be valuable to improve the
recognition and management of this condition.

2. What are the significant and/or new findings of this study?
. Both weak- and strong-opioid users experience a considerable biopsychosocial burden caused by consti-

pation, and the impact of OIC on users of weak opioids should not be underestimated.
. Findings from this survey suggest that the new Rome IV criteria can identify patients with more severe

OIC, but may underdiagnose patients with fewer/milder symptoms.
. A substantial proportion of opioid users are not satisfied with their current constipation treatment and

find balancing the need for adequate pain relief with constipation side effects challenging. This can lead to
poor adherence with prescribed treatment regimens, or the use of suboptimal strategies to relieve
constipation.

. This survey highlighted a need for improved counselling for strong-opioid users, particularly regarding
constipation as a potential side effect of opioid use.

Introduction

In recent years, the worldwide use of opioids has
increased significantly.1 Constipation is a common
side effect of opioid use, and can affect up to 81% of
patients, even with the concomitant use of laxatives.2

Despite this, opioid-induced constipation (OIC)
remains under-recognised and undertreated.3 Recently
published Rome IV diagnostic guidance for functional
gastrointestinal disorders now includes diagnostic cri-
teria for OIC.4 While this is a much-needed step
towards improving recognition of this condition, data
are awaited on the value of these new criteria in the
assessment of patients with OIC in real-life clinical
practice.

OIC has a negative impact on patients’ wellbeing,
affecting daily activities, work productivity and
health-related quality of life,2 and is also associated
with increased utilisation of healthcare resources.5

Available laxative therapies for OIC leave the patient
with significant residual symptoms, which may lead
them to adjust or stop their opioid intake in order to
have a bowel movement, unless effectively coun-
selled.3,6 The management of OIC is often hampered
by factors including a lack of understanding and recog-
nition among healthcare professionals (HCPs) of the
potential morbidity associated with this condition. It
is not clear whether there is any difference in the biop-
sychosocial disease burden of constipation in patients
using either strong or weak opioids. There may also be
a perception that strong-opioid use is associated with
more severe side effects, and that these also occur at a
higher frequency, compared with weak-opioid use,
highlighting a need to further our understanding of
the burden of OIC in users of strong or weak opioids.

Poor communication between HCPs and patients
may be a further potential barrier to the effective man-
agement of OIC. Current guidance recommends that in
addition to laxative use, first-line therapy should
include non-pharmacological approaches, such as

lifestyle modification and consumption of fibre-rich
food. Therefore, good communication between the
patient and HCP is key7–9 to encourage uptake and
adherence to these measures. Studies in a variety of
chronic disease conditions have demonstrated a link
between effective patient engagement, management of
functional symptoms and positive health outcomes.10

For example, an individualised self-care education pro-
gramme, with and without peak flow monitoring,
improved lung function in patients with asthma;11

patients on a group-based self-management programme
for multiple sclerosis reported improvements in health-
related quality of life;12 and disease-specific self-help
groups were associated with improvements in
self-reported general health status in patients with
arthritis.13 It would be valuable to gain a better under-
standing of the information-seeking behaviour of
patients with OIC, in order to determine the optimal
approach to education and timely communication of
appropriate information.

In an attempt to address some of the unmet needs in
the management of OIC, this international survey was
conducted to investigate whether long-term users of
strong opioids (e.g. buprenorphine, fentanyl) with
Rome IV-positive OIC differ in biopsychosocial disease
burden vs those with constipation who do not satisfy
the Rome IV criteria, and assess the impact of strong or
weak (e.g. codeine, dihydrocodeine) opioids in patients
with chronic pain who have constipation. The use of
counselling resources, information seeking and sources
of support in patients with constipation caused by the
use of strong opioids was also explored.

Methodology

Two separate quantitative, questionnaire-based, online
surveys were conducted by Insight Dojo, Guildford,
United Kingdom (UK). One survey took place in
France, Germany, Italy, Spain and the UK in respond-
ents aged �40 years who were using strong opioids.

Andresen et al. 1255



A second survey was conducted simultaneously in
Germany, Spain and the UK in respondents aged
�18 years who were using weak opioids. Opioids
were categorised according to whether they were less
potent (‘weak opioids’) or were equipotent or more
potent (‘strong opioids’) relative to morphine.14

Individuals were recruited for both surveys using
two different types of online panel: (1) a large panel
representative of the population in each market, and
(2) targeted chronic pain panels, e.g. a ‘rheumatoid
arthritis’ panel. All individuals who joined the panels
consented to participate in the relevant online survey.
Respondents had largely non-cancer-related chronic
pain that was being managed with opioids, and OIC
(defined as having �2 bowel movements per week,
and expressing bother from constipation or dissatisfac-
tion with current treatments for constipation). The
International Chamber of Commerce/European
Society for Opinion and Marketing Research
International Code on Market, Opinion and Social
Research and Data Analytics,15 and all local country
codes of conduct for market research, were adhered to
when conducting the surveys. All respondents received
a very small incentive for taking part in the surveys,
which ranged from E1.00 to 1.50 in France,
Germany, Italy and Spain, and £0.75 to 1.00 in the
UK. The survey questionnaires were developed by
Insight Dojo in collaboration with Shionogi and
assessed past medical history, opioid use, treatment
and treatment-seeking behaviour, symptoms, burden
of disease, and effects of constipation on quality of
life (see Appendices 1 and 2). Respondents were not
aware at the start of the surveys that they were about
OIC. The surveys did not capture any self-reports of
severity; rather, the analyses used objective measures of
severity which were applied to self-reported symptoms
and experiences.

To satisfy the Rome IV criteria for OIC, respondents
who were users of strong opioids must have had new or
worsening symptoms of constipation when initiating,
changing or increasing opioid therapy plus two or
more of the following symptoms defining functional
constipation, with a frequency cut-off of 25%: strain-
ing, lumpy or hard stools, sensation of incomplete
evacuation, sensation of anorectal blockage, use of
manual manipulation to facilitate defaecation or <3
spontaneous bowel movements per week.16

To ensure comparability, only respondents aged
�40 years from Germany, Spain and the UK were
included in the analyses of strong- vs weak-opioid
users. Analyses conducted to investigate approaches
to the management of OIC, perceptions of treatment
and counselling/information-seeking behaviour were
conducted in the overall population of strong-opioid
users.

Descriptive data were presented as proportions (%)
of total subgroup populations, and Z tests were per-
formed to establish significance between subgroups.
A p value< 0.05 was defined as statistically significant.

Results

Analysis of Rome IV vs non-Rome IV subgroups
of strong-opioid users

A total of 18,995 respondents from a nationally repre-
sentative panel entered the survey from France,
Germany, Italy, Spain and the UK, with 2016 eligible
(i.e. overall strong-opioid population). Of these, 951
(47%) met the Rome IV diagnostic criteria for OIC.

Baseline demographics and characteristics of the
Rome IV OIC and non-Rome IV subgroups are
shown in Table 1. Compared with non-Rome IV
respondents, significantly more respondents who satis-
fied the Rome IV criteria reported physical effects of
OIC, with the main symptoms being ‘straining to pass
stools’, ‘abdominal bloating’ and ‘sensation of block-
age/bowel obstruction’ (Figure 1(a)). A significantly
greater proportion of Rome IV respondents felt emo-
tional and psychological symptoms caused by OIC
than did non-Rome IV respondents, with feelings of
frustration, dependence and anxiety/worry being key
(Figure 2(a)). While all respondents reported an
impact of OIC on daily life/relationships, this was sig-
nificantly greater among the Rome IV group members,
who cited ‘excessive time spent in bathroom’, ‘difficulty
following normal routine’ and ‘difficulty being intimate
with others’ as key factors impacting on their wellbeing
(Figure 3(a)).

Overall, significantly more Rome IV than non-Rome
IV respondents experienced quite a lot/a great deal of
bother from their OIC symptoms (42% vs 31%;
p< 0.0001).

Analysis of strong- vs weak-opioid users

For the strong-opioid population, a total of 13,641
respondents from a nationally representative panel
entered the survey from Germany, Spain and the UK,
with 545 eligible (equating to a response rate of 4.0%).
The remaining 665 respondents for the strong-opioid
analysis were sourced from a target panel. For the
weak-opioid population, 3856 respondents from a
nationally representative panel entered the survey
from Germany, Spain and the UK, with 663 included
in the final analyses (for a response rate of 17.2%).

Baseline demographics and characteristics of the
populations of strong- (n¼ 1210) and weak- (n¼ 663)
opioid users aged �40 years are shown in Table 1.
Compared with the weak-opioid population, more
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Table 1. Survey respondents’ baseline demographics and characteristics.

Parameter, n (%)

Overall

strong-opioid

population

(five countries)

(N¼ 2016)

Strong-opioid

population

(three countries)

(n¼ 1210)

Weak-opioid

population

(three countries)

(n¼ 663)

Rome IV OIC

subgroup

(strong-opioid

users)

(n¼ 951)

Non-Rome IV

with constipation

subgroup

(strong-opioid

users)

(n¼ 1065)

Age group, years

40–49 928 (46) 544 (45) 210 (35) 443 (47) 485 (46)

50–59 713 (35) 433 (36) 218 (36) 313 (33) 400 (38)

60–69 312 (15) 194 (16) 140 (23) 158 (17) 154 (14)

�70 63 (3) 39 (3) 37 (6) 37 (4) 26 (2)

Gender

Male 976 (48) 576 (48) 224 (37) 467 (49) 509 (48)

Female 1040 (52) 634 (52) 381 (63) 484 (51) 556 (52)

Employment status

Full-time/part-time/self-employed 1443 (72) 818 (68) 324 (54) 680 (72) 763 (72)

Unemployed 198 (10) 125 (10) 83 (14) 81 (9) 117 (11)

Semi-retired/retired 372 (18) 265 (22) 198 (33) 188 (20) 184 (17)

Student/in full-time training 3 (<1) 2 (<1) – – 1 (<1)

Single underlying condition that causes the most pain

Chronic back pain 586 (29) 391 (32) 160 (26) 295 (31) 291 (27)

Migraine 342 (17) 178 (15) 43 (7) 141 (15) 201 (19)

Rheumatoid arthritis 255 (13) 155 (13) 43 (7) 136 (14) 119 (11)

Osteoarthritis 154 (8) 60 (5) 40 (7) 80 (8) 74 (7)

Fibromyalgia 142 (7) 109 (9) 44 (7) 63 (7) 79 (7)

Joint pain 101 (5) 67 (6) 76 (13) 47 (5) 54 (5)

Pain relating to cancer

(not prostate cancer)

34 (2) 22 (2) 4 (1) 21 (2) 13 (1)

Neuropathic pain related to diabetes 24 (1) 16 (1) – 8 (1) 16 (2)

Other 13 (<1) 9 (<1) 195 (32) 5 (<1) 8 (<1)

Duration of underlying condition

>3 months but 167 (8) 87 (7) 30 (5) 85 (9) 82 (8)

<1 year 455 (23) 223 (18) 91 (15) 224 (24) 231 (22)

1 to <3 years

3 to <5 years 450 (22) 253 (21) 101 (17) 207 (22) 243 (23)

5 to <10 years 480 (24) 312 (26) 142 (23) 221 (23) 259 (24)

�10 years 464 (23) 335 (28) 241 (40) 214 (23) 250 (23)

Current opioid use (multiple responses possible)

Morphine 683 (34) 449 (37) – 324 (34) 359 (34)

Fentanyl 634 (31) 253 (21) – 310 (33) 324 (30)

Oxycodone 576 (29) 271 (22) – 294 (31) 282 (26)

Oxycodoneþ naloxone 273 (14) 192 (16) – 118 (12) 161 (15)

Buprenorphine 213 (11) 120 (10) – 91 (10) 122 (11)

Tapentadol 178 (9) 108 (9) – 79 (8) 99 (9)

Methadone 159 (8) 63 (5) – 78 (8) 81 (8)

Meperidine 137 (7) 137 (11) – 62 (7) 75 (7)

Hydromorphone 131 (6) 83 (7) – 61 (6) 70 (7)

Diamorphine 50 (2) 50 (4) – 30 (3) 20 (2)

Opiumþ acetaminophen 37 (2) – – 18 (2) 19 (2)
(continued)
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respondents in the strong-opioid population were male
and younger. The majority of strong-opioid users were
taking opioids for chronic back pain, while weak-
opioid users had a variety of reasons for requiring
pain relief. In general, strong-opioid users had started
taking opioids more recently than weak-opioid users.

A comparable degree of bother from constipation
symptoms was felt both by weak- and strong-opioid
users, with 38% and 40% of respondents, respectively,
stating that constipation bothered them quite a lot/a
great deal (between-group comparison, p¼ 0.40). This
pattern was reflected in the main psychological

Table 1. Continued

Parameter, n (%)

Overall

strong-opioid

population

(five countries)

(N¼ 2016)

Strong-opioid

population

(three countries)

(n¼ 1210)

Weak-opioid

population

(three countries)

(n¼ 663)

Rome IV OIC

subgroup

(strong-opioid

users)

(n¼ 951)

Non-Rome IV

with constipation

subgroup

(strong-opioid

users)

(n¼ 1065)

Piritramide 18 (1) 18 (1) – 10 (1) 8 (1)

Levomethadone 16 (1) 16 (1) – 7 (1) 9 (1)

Co-codamol – – 323 (53) – –

Tramadol – – 236 (39) – –

Tilidine – – 77 (13) – –

Tramadolþ acetaminophen – – 53 (9) – –

Dihydrocodeine – – 34 (6) – –

Codeine – – 33 (5) – –

Ketamine – – 11 (2) – –

Pethidine – – 14 (2) – –

Promethazine – – <1 (1) – –

Current laxative use (multiple responses possible)a

Stimulant laxative 867 (43) 470 (39) 86 (14) 434 (46) 433 (41)

Osmotic agent 830 (41) 467 (39) 92 (15) 448 (47) 382 (36)

Saline laxative 322 (16) 78 (6) 19 (3) 161 (17) 161 (15)

Bulk-forming laxativeb 146 (7) 44 (4) 7 (1) 71 (7) 75 (7)

Other (potentially non-laxative) 125 (6) 76 (6) 9 (1) 58 (6) 67 (6)

Emollient laxative 86 (4) 76 (6) 4 (1) 36 (4) 50 (5)

Lubricant laxative 60 (3) – – 30 (3) 30 (3)

Combination of laxatives 307 (15) 264 (22) 33 (5) 140 (15) 167 (16)

Guanylate cyclase 2C agonist 20 (<1) 16 (1) 3 (<1) 9 (1) 11 (1)

Serotonin agonist 9 (<1) 7 (1) – 2 (<1) 7 (1)

None 254 (13) 187 (15) 10 (2) 91 (10) 163 (15)

Time of first opioid prescription

In the last �3 months 204 (10) 8 (8) 27 (4) 101 (11) 103 (10)

>3 months but <1 year 432 (21) 228 (19) 61 (10) 205 (22) 227 (21)

1 to <3 years 632 (31) 364 (30) 150 (25) 301 (32) 331 (31)

3 to <5 years 359 (18) 234 (19) 125 (21) 157 (17) 202 (19)

�5 years 389 (19) 292 (24) 242 (40) 187 (20) 202 (19)

Constipation prior to opioid use

Much/slightly better 1158 (57) 654 (54) 348 (58) 951 (100) 207 (19)

The same 515 (26) 322 (27) 213 (35) 0 (0) 515 (48)

Much/slightly worse 343 (17) 234 (19) 44 (7) 0 (0) 343 (32)

Total percentages for each parameter may not equal 100 because of rounding.
aLaxatives mentioned by respondents, and their classification into groups, are shown in Appendix 3. bAlso known as fibre supplements, e.g. psyllium/

ispaghula husk, methylcellulose and sterculia.

OIC: opioid-induced constipation.
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Respondents reporting symptom (%)

0 20

(b)

(a)

40 60 80 100

Straining to try to
pass stools

91 *
56

Sensation of
blockage/bowel obstruction

85 *
50

Abdominal
bloating

83 *
59

Passing of stools that
are too hard or lumpy

83 *
50

Feeling of incomplete
bowel movement

82 *
48

Stomach
cramps

65 *
44

Rectal burning during/after
bowel movement

59 *
40

Haemorrhoids 53 *
40

Nausea 46 *
32

Non-haemorrhoidal
rectal bleeding

34 *
24

Vomiting 29 *
18

Respondents reporting symptom (%)

0 20 40 60 80

Straining to try to
pass stools

74
77

Sensation of
blockage/bowel obstruction

66
67

Abdominal
bloating

69
68

Passing of stools that
are too hard or lumpy

68
70

Feeling of incomplete
bowel movement

64
67

Stomach
cramps

56 **
48

Rectal burning during/after
bowel movement

47 **
40

Haemorrhoids 46 **
39

Nausea **38
33

Non-haemorrhoidal
rectal bleeding

29
19

Vomiting 21 **
11

Rome IV with OIC (n =951)
Non-Rome IV with constipation (n =1065)

Strong-opioid users (n =1210)
Weak-opioid users (n =605)

**

Figure 1. Physical symptoms of constipation experienced by patients using opioids, stratified by Rome IV with OIC vs non-Rome IV with

constipation (a) and weak- vs strong-opioid use (b) subgroups.

*p< 0.05 vs non-Rome IV with constipation subgroup. **p< 0.02 vs weak-opioid users.

OIC: opioid-induced constipation.
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symptoms experienced due to constipation (i.e. frustra-
tion, dependence, anxiety) (Figure 2(b)).

The incidence of more-common physical symptoms
(i.e. straining to pass stools, abdominal bloating, sen-
sation of bowel blockage/obstruction) was similar in
the strong- and weak-opioid groups. However, weak-
opioid users experienced significantly fewer less-
common physical symptoms of constipation compared
with strong-opioid users, including stomach cramps,
rectal burning and haemorrhoids (all p< 0.02)

(Figure 1(b)). Moreover, the impact of constipation
on quality of life/social symptoms was felt significantly
less by weak-opioid users compared with users of
strong opioids (Figure 3(b)).

Approaches to the management of OIC and
perceptions of treatment in strong-opioid users

Around one-third of respondents found it difficult to
combine management of pain relief with constipation

Respondents reporting symptom (%)

0 10 20 30

Frustration 28 *
16

Feeling dependent
and ‘not free’

27 *
15

Anxiety or worry 23 *
14

Depression 21 *
14

Helplessness 21 *
13

Feeling obsessed 20 *
12

Disgust

(a)

(b)

16 *
11

Respondents reporting symptom (%)

0 10 20 30

Frustration 24
24

Feeling dependent
and ‘not free’

21
18

Anxiety or worry 18
15

Helplessness 18
16

Depression 19 **
14

Feeling obsessed 16
14

Disgust 13
11

Rome IV with OIC (n =951)
Non-Rome IV with constipation (n =1065)

Strong-opioid users (n =1210)
Weak-opioid users (n =605)

Figure 2. Emotional and psychological symptoms of constipation experienced by patients using opioids, stratified by Rome IV with OIC vs

non-Rome IV with constipation (a) and weak- vs strong-opioid use (b) subgroups.

*p< 0.05 vs non-Rome IV with constipation subgroup. **p< 0.05 vs weak-opioid users.

OIC: opioid-induced constipation.
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symptoms and disliked having to balance between them
(Figure 4(a)). Nearly one-fifth were very or somewhat
dissatisfied with the effectiveness of their current con-
stipation treatment, and only two-fifths strictly adhered
to prescribed treatment regimens, with a substantial
proportion researching other treatment options
(Figure 4(a)). More than two-fifths of respondents
admitted that their constipation becomes so bother-
some that they have to combine different methods to
relieve it, often cutting down their opioid medication
(Figure 4(b)) or even skipping it entirely to relieve con-
stipation (Figure 5(a)). This is despite more than half
stating they would prefer not to reduce their opioid

medication, if possible (Figure 4(b)). To manage their
constipation, respondents regularly used a variety of
approaches, including dietary measures, exercise and
single or multiple laxative treatments (Figure 5(b)).

Counselling and information-seeking behaviour
among strong-opioid users

Only two-fifths of respondents reported that their
HCPs had warned them about constipation as a poten-
tial side effect of opioid use (Figure 6). Almost two-
thirds (64%) reported that their HCP was the main
information source on OIC. Other common sources

Respondents reporting symptom (%)
0 10 20 30 605040

Excessive time spent
in bathroom

54
38

Difficulty following
normal routine

45
30

Difficulty being
intimate with others

39
29

Difficulty pursuing hobbies 39
27

Difficulty working/
doing household chores

38
26

Difficulty socialising 33
23

Difficulty taking opioid
drugs as normal

30

*

*

*

*

*

*

*
21

(a)

Respondents reporting symptom (%)
0 10 20 5030 40

Excessive time spent
in bathroom

45
38

Difficulty following
normal routine

35
25

Difficulty being
intimate with others

33
21

Difficulty pursuing hobbies 31
19

Difficulty working/
doing household chores

31
19

Difficulty socialising 27
16

Difficulty taking opioid
drugs as normal

22

**

**

**

**

**

**

**
9

(b)

Rome IV with OIC (n =951)
Non-Rome IV with constipation (n =1065)

Strong-opioid users (n =1210)
Weak-opioid users (n = 605)

Figure 3. Impact of constipation on quality of life and social interactions experienced by patients using opioids, stratified by Rome IV with

OIC vs non-Rome IV with constipation (a) and weak- vs strong-opioid use (b) subgroups.

*p< 0.05 vs non-Rome IV with constipation subgroup. **p< 0.05 vs weak-opioid users.

OIC: opioid-induced constipation.
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of information were online search engines (45%),
health forums (28%), blogs (12%) and other online
resources (8%), as well as leaflets in their HCP’s work-
place (21%), television (20%) and newspapers/maga-
zines (19%). Respondents also sometimes received
advice from their partners, friends and family members
(cited by 16%, 16% and 14% of respondents, respect-
ively). Although 49% of respondents stated that they
would have liked their HCP to provide more informa-
tion about OIC, a similar proportion preferred to deal
with constipation on their own rather than discuss it
with their HCP (Figure 4(b)).

Discussion and conclusions

Despite its high prevalence among opioid users, OIC
remains under-recognised and undertreated, and its
true impact on patients’ overall wellbeing and quality
of life may be underestimated. This survey found that
users of both weak and strong opioids experience a
considerable biopsychosocial burden caused by consti-
pation. Subjectively, weak-opioid users appear to be as
bothered by their constipation as strong-opioid users,
despite it causing less-severe physical symptoms and a
less-drastic impact on quality of life. This may reflect

I strictly follow the regimens
that my HCP prescribes

I hate having to balance
getting pain relief with

constipation side effects

I do my own research
regarding my health

conditions and treatments

I would have appreciated
additional help from my HCP

regarding constipation

I am unable to control
my pain properly because of
the constipation side effects

18

29

30

32

0 10 20
Respondents (%)

Respondents (%)

30 40 50

42

Score on likert scale
7 – agree strongly,

4 – neither agree nor disagree,
1 – disagree strongly)

0 20 40 60 80

I would prefer not to reduce
my opioid medication

to relieve my constipation

57
27

16

I wish my HCP would spend
more time speaking to me

about my constipation problems

49
31

20

I like to deal with constipation
on my own rather than speak

to the HCP about it

48
25

27

Often constipation gets so
bad that I have to combine
many different treatments

44
25

30

I think it is very important to
adapt my medication regimen,

rather than strictly follow the
HCP’s instruction

43
26

30

I often cut down my
opioid medication

to relieve my constipation

40
26

34

I would rather not
discuss my constipation

with my HCPs

38
27

36

7 to 5 4 3 to 1

(a)

(b)

Figure 4. Respondents’ approaches to the management of constipation and perceptions of treatment (strong-opioid users; N¼ 2016).

HCP: healthcare professional.
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strong-opioid users having more serious underlying
pain conditions and/or requiring other concomitant
therapies, which may cause debilitating side effects of
greater concern than constipation, compared with
weak-opioid users.

To our knowledge, the present analysis is the first
time that the Rome IV criteria for OIC have been eval-
uated in a real-world setting. Findings showed that
compared with strong-opioid users who did not satisfy
the Rome IV criteria, those who did meet Rome IV
criteria appeared to experience greater symptomatic
and biopsychosocial burden from their constipation.
This suggests that Rome IV criteria can identify
patients with more severe OIC, but may underdiagnose
patients with constipation who do not demonstrate the
full scale of symptoms. Further investigation of these
preliminary findings is needed.

Overall, 18% of strong-opioid users who partici-
pated in this survey are not satisfied with their current
constipation treatment and 32% report that they find it
challenging to balance the need for adequate pain relief

with constipation side effects. Consequently, many fail
to adhere to their prescribed treatment regimens, or
resort to using suboptimal strategies, such as reducing
their opioid intake, to relieve constipation. Similarly,
patients with cancer pain using opioids frequently
experience burdensome constipation.17 Poor adherence
with opioid analgesic regimens has been reported in
49%–70% of patients,18 with some stating that they
would rather endure pain than experience the constipa-
tion associated with their opioid treatment.17

Opioids are prescribed for the management of pain
by different types of clinicians across both primary and
secondary care, and approaches to counselling and
follow-up of patients may be very different. Research
shows that patients who understand more about their
disease often have improved health outcomes and use
fewer healthcare resources. These benefits are even
greater when patients are empowered and feel respon-
sible for self-managing their condition.19 The initial
contact with an HCP provides an opportunity for
patients to ask questions, while also allowing the
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different opioids
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Drank more water,
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was eaten
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Used relaxation
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Figure 5. Analgesia-related (a) and other (b) approaches used regularly by respondents to manage their constipation (strong-opioid

users; N¼ 2016).
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HCP to identify the patient’s individual needs in terms
of education.20 This may be influenced by the patient’s
perceptions, expectations and concerns, as well as fac-
tors affecting adherence with the prescribed treat-
ment.21 This survey highlighted that patients’
expectations with regard to the provision of informa-
tion are not being met, with almost half stating that
they would have liked their HCP to provide more infor-
mation about OIC. Advice and information should be
tailored appropriately for patients initiating opioids
vs those already established on treatment, and
should address all biopsychosocial aspects of the
burden of OIC.

While most respondents would like more support
from their HCP, a substantial proportion prefer to
deal with constipation on their own, perhaps owing to
embarrassment or resignation to the symptoms of OIC.
Previous research has found that more than one-third
of patients do not raise the subject of OIC with their
HCP,22 and one-fifth feel uncomfortable talking about
their condition with an HCP, most often because of
embarrassment.23 Therefore, HCPs should proactively
raise the topic of OIC rather than wait for patients

to initiate discussions, and should be attentive to how
patients express the physical, psychological and prac-
tical impact of OIC.5

A recent observational study showed that drug
safety is a major focus of patients who are prescribed
new medicines for the long-term treatment of chronic
conditions. This is particularly important given that a
substantial proportion of patients cite safety issues as a
reason for discontinuing treatment.21 The present
survey found that many HCPs are not counselling
patients adequately about constipation as a common
potential side effect of opioid use, highlighting the
need for increased education to manage patients’
expectations and enable improved self-management of
their condition. The presentation of repeat-opioid users
at pharmacies may provide a valuable opportunity for
patient engagement, reinforcing information provided
by the physician, and for counselling patients who are
non-adherent with optimal treatment regimens.24

Digital technologies are increasingly being used to
support patient care in the management of chronic dis-
eases such as asthma, chronic obstructive pulmonary
disorder, diabetes, heart failure and hypertension.
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first opioid prescription (%)
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Figure 6. Counselling provided by HCPs when prescribing an opioid to respondents (strong-opioid users; N¼ 2016).

HCPs: healthcare professionals.
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They can provide education to improve self-manage-
ment, enable monitoring, and facilitate contact with
HCPs (e.g. via telephone support and follow-up).25 In
this survey, patients reported using online search
engines and online health forums as common sources
of information, suggesting this group may be an appro-
priate target for digital educational interventions.

This survey had several limitations. Information on
educational status and on the opioid doses used by the
survey participants was not recorded. The information
provided by participants was self-reported and was not
verified from medical records or by their HCP. As such,
it may have been subject to recall bias. It may be argued
that patients with more severe OIC symptoms are more
likely to respond to questionnaire requests. There is also
a possibility that patients unhappy with their OIC treat-
ment may have been more motivated to participate in
the survey than those who were satisfied, which may lead
to recruitment bias. However, respondents were not
aware at the start of the questionnaire that it was
about OIC. Any potential impact of the strong- and
weak-opioid users being recruited via two different sur-
veys is not known. Panel respondents were offered a
financial incentive to participate in the survey; however,
given the small monetary amount, it is not expected that
this would be associated with any significant bias.

In conclusion, the increasing use of opioids globally
means that a growing number of patients will experi-
ence OIC, driving the need for improved recognition
and management of this condition. HCPs should not
underestimate the morbidity associated with OIC, in
particular the degree of bother caused by constipation
in users of weak opioids, which is comparable to that of
strong-opioid users. Approaches to counselling should
be tailored to the individual patient’s needs and prefer-
ences, and should include education on constipation as
a common potential side effect of opioid use and how
this can be effectively managed, as well as addressing
the biopsychosocial aspects of the burden of constipa-
tion. The recently published Rome IV diagnostic cri-
teria provide a valuable tool for use in clinical
practice. However, findings from this survey suggest
that these criteria may be more effective in diagnosing
patients with severe OIC, compared with those showing
fewer symptoms.
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