GASTROENTEROLOGY CLINIC PEER REVIEWED

Constipation in
infants and children

SUSIE GIBB wmB BS, FRACP

Constipation can present with infrequent or painful
stools, faecal incontinence or more occult symptoms
in older children. Withholding behaviour leads to the
accumulation of hard stools and, over time, rectal
dilatation, reduced sensation and soiling. Treatment
involves education and a structured toileting program,
with or without laxatives, and often needs to continue
for several months.

onstipation affects up to 25% of children at some point in

their lives and is a common presentation in general practice.'

Detecting constipation and treating it early and effectively
is rewarding for clinicians and life-changing for children and
families. Painful passage of stools and withholding behaviour is
distressing for the child, and faecal incontinence has significant
psychological effects on the child and their family. The approach
to diagnosis and practical management outlined in this article is
relevant across all primary care settings, including metropolitan,
rural and remote practice.

History

Constipation can be difficult to assess because symptoms vary
with age and developmental stage. In younger children, with-
holding behaviour may be mistaken for straining; however, the
child is often trying not to pass a stool, rather than trying to pass
one. In older children, parents may not notice gradual changes
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KEY POINTS

o Childhood constipation is common and usually functional,
with no serious underlying pathology found in most cases.
The patient's history is central to diagnosis; stool frequency,
painful defaecation, withholding behaviour, soiling, abdominal
symptoms and bladder dysfunction should be explored.

* Red flags, such as poor growth, abnormal neurological
findings or onset in early infancy, require further assessment
or referral of the patient to a specialist.

Routine abdominal x-rays and digital rectal examination
are not recommended in most children.

Regular toileting, sustained family support and maintenance
laxative therapy, often for six months to two years, are the
cornerstones of successful management.

in stool frequency or episodes of faecal leakage, and constipation

may present with more occult symptoms, such as vague abdom-

inal discomfort, reduced appetite or bloating. The Rome IV

criteria for functional constipation provide a useful framework

for identifying the key features to ask about (Box 1).?
Specifically, try to clarify from the parents and child:

« the frequency of bowel movements — fewer than four stools in
aweek or opening their bowels more than three times a day
(suggesting incomplete emptying) may indicate difficulty

« whether there is soiling or faecal leakage

o whether there is pain, straining or bleeding from an
anal fissure

o whether there is abdominal distension, reduced appetite
Or nausea

o whether there is associated bladder dysfunction, such as
urgency, frequency or a urinary tract infection.

Children may find it difficult to describe their bowel habits
and actions but should be encouraged to try. The Bristol stool
form scale is useful as a prompt to start the conversation, and
child-friendly visual comparisons can be made to help children
describe stool consistency more easily (Figure 1).> Awareness of
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1. ROME IV CRITERIA FOR FUNCTIONAL CONSTIPATION? ‘

In neonates and toddlers - must include 1 month of 22 of the
following in infants up to 4 years of age:

e <2 stools per week
 history of excessive stool retention

¢ history of painful or hard bowel movements

history of large-diameter bulky stools

presence of large faecal mass in rectum

in toilet-trained children, the following additional criteria may be used:

- 21 episode per week of faecal incontinence after toilet
training completed

- history of large-diameter stools that may obstruct the toilet

In children and adolescents - must include =2 or more of the

following features, occurring at least once a week for 21 month,

with insufficient criteria for a diagnosis of irritable bowel syndrome:

e <2 stools in the toilet per week in a child of a developmental
age of at least 4 years

¢ >1 episode of faecal incontinence per week

history of retentive posturing or excessive volitional stool retention

history of painful or hard bowel movements

presence of a large faecal mass in the rectum

history of large diameter stools which can obstruct the toilet

» after appropriate evaluation, the symptoms cannot be fully
explained by another medical condition

bowel and bladder function usually begins at about 2 years of age,
and children who develop painful perianal conditions or illness
at this time are vulnerable to ongoing difficulties if these issues
are not recognised and well managed.

No serious underlying pathology is found in 95% of cases of
childhood constipation, but important red flags require further
investigation or referral (Box 2).* Cow’s milk protein allergy
should be considered in infants younger than 12 months of age
if the onset of constipation coincided with the introduction of
cow’s milk protein in the diet, particularly if other suggestive
features, such as pain, are present.®”

Examination

The focus of the examination is to exclude underlying conditions
for constipation that require further assessment or investigation.
Growth failure or faltering growth may indicate malabsorption,
such as in coeliac disease. The spine should be inspected for pits,
hair or pigmentation, and a lower limb neurological examination
performed to assess for potential spinal pathology and neurogenic
bowel disorders. Abdominal examination should assess for disten-
sion and palpable stool, as these findings may indicate faecal reten-
tion and the need for disimpaction before maintenance therapy.
The perianal area should also be inspected for painful conditions
(e.g. perianal cellulitis, anal fissures) that need management.

Looks like: rabbit droppings
Type 1 Separate hard lumps, like

nuts (hard to pass)

* Looks like: a bunch of grapes

Type 2 * Sausage-shaped but lumpy

Looks like: corn on the cob

Like a sausage but with
cracks on its surface

Type 3

* Looks like: a sausage
Type 4 * Like a sausage or snake,

smooth and soft

Looks like: chicken nuggets
Type 5 Soft blobs with clear-cut

edges (passed easily)

eﬁbg

J Looks like: porridge
Type 6

Fluffy pieces with ragged
edges, a mushy stool

Looks like: gravy
Type 7 * Watery, no solid pieces,

entirely liquid

Figure 1. Bristol stool chart, incorporating child-friendly visual
comparisons to support children in identifying and describing stool form.®

Do not routinely perform a digital rectal examination. It can
be distressing for the child and their parents, and will not change
initial management.

Investigations

Most children do not require any tests in the workup for con-
stipation. Investigate only if features on history or examination
suggest an organic aetiology. Consider screening for hypothy-
roidism and coeliac disease if indicated.

Abdominal x-rays should not be performed. They expose
children to unnecessary radiation and are not helpful. In a sys-
tematic review, the specificity of abdominal radiographs was
only 43%.® A paediatric emergency department study found a
patient’s history to be more accurate than an abdominal radio-
graph for diagnosing constipation.®’

Bedside ultrasound, if available, may be a useful adjunct when
the diagnosis is unclear or for following response to treatment
over time. Measurement of the rectal crescent (transrectal diam-
eter) can help identify rectal distension and faecal retention in
children with suspected constipation (Figure 2)."° Ultrasound
has been found to have higher specificity than abdominal radi-
ography for identifying faecal loading. A transabdominal ultra-
sound rectal diameter greater than 25 to 30 mm indicates rectal
distension and faecal retention.!>"2
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2. RED FLAGS IN CHILDHOOD
CONSTIPATION*

¢ Onset of constipation from birth or in the
first weeks of life (99% of term infants
pass meconium within 48 hours) - may
indicate an underlying congenital or
mechanical gastrointestinal obstruction
Weight loss or poor growth - may
indicate malabsorption (e.g. coeliac
disease, endocrine or metabolic disease)
or chronic inflammatory disease

.

Persistent vomiting - may indicate

gastrointestinal obstruction or another

surgical cause, particularly if vomiting is

bilious

¢ Abdominal mass on palpation, not
consistent with a large faecal mass -
may indicate an intra-abdominal mass or
organomegaly

¢ Ribbon-like or pencil-thin stools - may
indicate an anorectal malformation

* Bloody diarrhoea - may indicate
infection, inflammatory bowel disease or
cow’s milk protein allergy

¢ Developmental delay - may indicate

a metabolic or endocrine disorder

(e.g. hypothyroidism)

Lower limb neurology or urinary

incontinence in an older child - may

indicate spinal pathology

.

Management

Treating constipation in children involves
multiple elements, underpinned by an
understanding of the complex physiology

.

Urinary,
bladder

-
Rectal
crescent

Measurement of/

rectal creseent
Figure 2. Transabdominal ultrasound showing
measurement of the rectal crescent (transrectal

diameter), which can support assessment of

rectal distension and faecal retention.*
Adapted under a Creative Commons Attribution (CC BY)
license from Lindert J et al. Children (Basel) 2024; 11: 921.
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3. CASE VIGNETTES: CHILDHOOD CONSTIPATION

These case presentations summarise the approach to assessment and management of

childhood constipation

Case 1. Withholding behaviour in a young child

A 2-year-old girl, who was previously well and developmentally appropriate, presents with
a change in the frequency of bowel actions. She previously passed a daily stool but is now
passing bowel actions only twice a week, and cries and hides when she feels the urge to
defaecate. Her mother says she looks like she is ‘straining’ when trying to pass a stool.
This presentation is typical of withholding behaviour. The child is afraid of passing a
stool, often after a preceding painful or frightening event. She is not straining to pass a

stool but is trying hard not to pass one.

Treatment should aim to soften the stools and manage the child’s distress. Strategies
include stories, comfort, relaxation and rewards for all bowel actions. Toilet training should
be paused and then resumed in a child-led manner. Laxatives will often need to be continued
until toilet training is complete and any ambivalence towards defaecation has resolved.

Case 2. Faecal soiling and undertreated constipation

An 8-year-old boy presents with faecal soiling once a day after school. He had normal
bowel function and continence until he developed an episode of constipation at 4 years of
age after orthopaedic surgery. His course has fluctuated since then and he now has
infrequent stools. Multiple laxatives have been given in the past but not consistently, and
his family seems reluctant to give ‘more medications’.

This scenario is the result of insufficient treatment and relapse. Laxatives alone have
not resolved rectal hyposensitivity, and rectal distension persists. The sensation of a full
rectum may take 6 months or more to return, even after an acute episode.

Treatment needs to include regular toileting, in addition to disimpaction followed by
maintenance laxative treatment (Table 1 and Table 2). Children and families need to
understand the reason for the long treatment duration. It is helpful to ask the child about
their awareness of the need to defaecate and where they feel the sensation, to guide

whether they still need active management.

of defaecation. The urge to defaecate is trig-
gered by rectal distension. Normal defae-
cation requires acombination of involuntary
reflexes and voluntary control. Some vol-
untary holding is necessary for continence,
but when a child continues to use this
response to the sensation of rectal filling, it
can become a habitual pattern. This can
lead to chronic overdistension of the rectum,
which in turn reduces sensation to rectal
distension.

Two case vignettes of childhood con-
stipation are described in Box 3.

Regular toileting
The most important part of treatment is
establishing regular toileting, with laxa-
tives if required, to facilitate the easy pas-
sage of soft stools. The plan needs to be
individualised, taking into account the
child’s age and the psychosocial situation
of the child and family.

The aim is to encourage the child to sit
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on the toilet for five minutes, about 15 to
20minutes after meals, to harness the gas-
trocolic reflex and teach the child to sit in
away that relaxes the pelvic floor and allows
passage of stools. Younger children will
need their feet on a step to ensure their knees
are atleastas high as their hips. All children
should be encouraged to sit well supported,
leaning slightly forward with a straight
back. Strategies that assist with relaxation
of the anal sphincter, including bulging the
abdomen and controlled breathing, can be
helpful.

Recording successful bowel actions, soil-
ing episodes and any spontaneous bowel
actions will help track progress. Children
and families may not appreciate small gains
in these areas until they are pointed out at
review visits, and this can help motivate them
to continue the program. An example of a
treatment diary can be found at: https://www.
rch.org.au/uploadedFiles/Main/Content/
kidsinfo/constipation-encopresis-diary.pdf.


https://www.rch.org.au/uploadedFiles/Main/Content/kidsinfo/constipation-encopresis-diary.pdf
https://www.rch.org.au/uploadedFiles/Main/Content/kidsinfo/constipation-encopresis-diary.pdf

TABLE 1. DISIMPACTION REGIMEN FOR CHILDHOOD CONSTIPATION*

Age (years) Day 1 Day 2 Day 3 Day 4* Day 5 Day 6 Day 7
Macrogol 3350 with electrolytes, adult formulation® (number of sachets)

1-6 1 2 2 3 3 4 4

6-12 2 S 4 5 6 6 6

>12 8 8 8 - = = =
Macrogol 3350 powder for solution (small scoops, 8.58)

2-6 2 S 3 4 5 6 6

6-12 3 4 6 8 9 9 9

* The ongoing need for disimpaction should be reviewed on day 4 of treatment.

T 1 sachet of macrogol 3350 with electrolytes, adult formulation, is equivalent to 2 sachets of the junior formulation.

Motivation and review
Sitting on the toilet is not intrinsically
rewarding for children. There may be con-
siderable ambivalence or even outright
opposition. The toileting program should
include appropriate rewards that are relevant
to the child’s age, developmental level and
preferences. At all ages, parental praise
and time are the most valuable tools, but
marking events with a sticker chart, coin or
other treat may sometimes increase moti-
vation. Rewards should be immediate and
should be for following the toileting routine,
rather than for clean underwear or passing
stools in the toilet. Parents should be encour-
aged to avoid distractions while the child is
on the toilet and to only use books or devices
as rewards after the toilet sit.
Management should be supported by
frequent reviews to maintain momentum,
troubleshoot difficulties and encourage
adherence. Early review is particularly
important to check that the toileting routine
is achievable, laxatives are being taken as
prescribed and stools are soft and easy to
pass. Suggested review time points are two
weeks, one month and three months, fol-
lowed by every three to six months. Engaging
the child and family in along-term treatment
program, lasting at least six months and up
to two years, is essential for treatment
success.

Laxative treatment
Laxative treatment may also be required,
especially initially. If there is clinical

retention, that is, the presence of a faecal
mass unlikely to pass spontaneously, disi-
mpaction should be undertaken before
maintenance therapy.

Home disimpaction is best achieved
with macrogol (polyethylene glycol).*"
The recommended number of sachets or
scoops is outlined in Table 1.* These can
be mixed in liquid, kept in the refrigerator
and taken throughout the day. The ongo-
ing need for disimpaction should be
reviewed on day four of treatment.

After the stools are uniformly loose (i..
liquid with no hard lumps), treatment should
switch to maintenance therapy. A range of
laxative options and dosage recommenda-
tions for maintenance therapy is shown in
Table 2.* Maintenance laxatives help keep
the rectum empty. The dose should be
adjusted to produce daily stools and increased
if signs of re-accumulation develop, such as
large stools, reduced frequency, abdominal
pain or recurrence of soiling,

Evidence for the efficacy of laxatives is
limited, but the best evidence is for macrogol.
Inasystematic review, compared with other
osmotic and stimulant laxatives, macrogol
achieved greater treatment success for child-
hood constipation (pooled relative risk, 1.47;
95% confidence interval, 1.23-1.76).1* The
consensus is that macrogol should be first-
line treatment if tolerated and, if it is ineffec-
tive, adding a stimulant laxative should be
considered.” Some children experience very
loose stools when taking macrogol or cannot
manage the required volumes; in these cases,
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alternatives may be used. The right laxative
for the child is the one they will take.

Rectal treatment with suppositories or
enemas should be avoided in children. Anal
fissures can be treated with topical petro-
leum jelly to provide pain relief.

Families are often concerned that con-
tinuing laxatives will lead to diarrhoea or
dependence. It is important to address
and dispel these concerns specifically, as
well as other common myths, including
that laxatives are dangerous, cannot be
taken daily for long periods or are not
effective.

Diet and fibre
Families may ask about diet and increased
fibre. A poor-quality diet should be
addressed but may not be a significant cause
of the constipation. Families should be reas-
sured that constipation is not necessarily
due to what they have or have not fed their
child. Stool-withholding behaviour can
cause hard stools despite a high-fibre diet
and adequate fluid intake. It is useful to
advise adherence to healthy eating guide-
lines and encourage a variety of grainsand
fresh fruit and vegetables, but not to be
prescriptive about specific foods or fibre
amounts in otherwise healthy children.””
It is uncommon for specific foods (e.g.
dairy or wheat) to contribute to constipa-
tion. However, if treatment failure occurs,
itis wise to reconsider coeliac disease, cow’s
milk protein allergy or other food intoler-
ances and allergies.'s
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TABLE 2. MEDICATION RECOMMENDATIONS FOR MAINTENANCE THERAPY IN CHILDHOOD CONSTIPATION*

Active ingredient (class) | Age Dosage Tips
Lactulose (osmotic 1-12 months 3-5mL/day  Split larger doses into twice daily
laxative) e Can be mixed with water, milk or juice
1-5 years 5-10mL/day e Can cause bloating or abdominal
5-14 years 10-40 mL/day discomfort
Poloxamer (stool <6 months 0.3mL three times a day ¢ Can be mixed with formula or juice
softener)
6-18 months 0.5mL three times a day

18 months-3 years

0.8 mL three times a day

Macrogol 3350 1-12 months Half a sachet/day * Dissolve full-strength sachet in half a cup
(iso-osmotic laxative) ) liquid; it is more palatable if cold
with electrolytes 1-6 years 1 sachet/day (maximum 2 sachets/day) * May cause cramps or diarrhoea
6-12 years 1-2 sachets/day (maximum 2 sachets/day)
>12 years 1-4 sachets/day
Macrogol 3350 2-6 years Starting dose: 1 small scoop/day ¢ The tin contains a double-ended scoop:
(iso-osmotic laxative) large, 17 g; small, 8.5g
6-12 years Starting dose: 1 large scoop/day e Mix each 17 g scoop with 1 cup of hot or
cold liquid
>12 years Starting dose: 1-2 large scoops/day * May cause cramps or diarrhoea
Paraffin oil 1 to 6 years 10-15mL/day e Can cause orange oil seepage in
(stool softener underwear; reduce dosage if this occurs
and lubricant) 6-12 years 15-20 mL/day . F)an be mixed in food.s —.mlxes well in
ice-cream; floats on liquids
* Avoid in children with swallowing problems
>12 years Up to 40 mL/day because of aspiration risk, particularly

those aged younger than 6 months

Sodium picosulfate drops
(stimulant laxative;

6 months-4 years

0.25mg/kg (maximum 5 mg = 10 drops) nightly | *

Avoid if the child is impacted
¢ Can cause abdominal cramps

5-10 drops nightly

1drop = 0.5mg) 4-10 years
OR bisacodyl tablets
(stimulant laxative) >10 years

10 drops nightly or 1-2 tablets nightly

Dyschezia in infants: a special
consideration

Infant dyschezia is a self-limited functional
disorder resulting from inco-ordination
in the evacuation mechanism. Infants
aged younger than 9 months may strain,
grunt or cry for 10 to 20 minutes before
passing a soft stool that does not contain
blood. Studies of the natural history of
children with dyschezia have shown no
causal relationship between dyschezia and
functional constipation. Management
involves education, support and reassur-
ance for the parents. Laxatives are not
required.”

Indications for specialist referral

Constipation in most children and infants
can be managed in primary care. Referral
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to a specialist is indicated only if:

« red flags are present or there are
concerns about underlying pathology
(Box 2)*

o the problem continues despite
optimal management for six months
with regular toileting and an
appropriate laxative regimen

o outpatient disimpaction fails.
Unfortunately, problems with bowel

function may persist into adult life. Poor
treatment outcomes have been docu-
mented in a systematic review, with con-
stipation persisting into adulthood in 25%
of people with chronic constipation in
childhood.™®* GPs have a vital role in
ensuring appropriate treatment and
adequate follow up from the initial
presentation.
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Conclusion

Childhood constipation is common and can
have a substantial effect on children and
families, but early recognition and a struc-
tured, sustained approach to management
can lead to significant improvement. Reg-
ular toileting, appropriate use of laxatives,
education, reassurance and close follow up
are the cornerstones of treatment. Consti-
pation in most children can be managed
successfully in primary care, provided red
flags are recognised and families are sup-
ported to continue treatment long enough
for bowel function to recover. MT
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