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1.0 Introduction 

Chronic constipation, with or without faecal soiling, represents a common and distressing 

problem affecting 5-30% of childhood population. Approximately 3% of general paediatric 

outpatient visits and 25% of paediatric gastroenterology consultations are related to a 

perceived defecation disorder. It is one of the most referred conditions in Paediatric 

Gastroenterology practices. “Constipation” is defined as difficulty, delay or pain on 

defecation. In healthy children, there is a wide variation in the frequency of defecation and 

the hardness of stool. If acute constipation is not treated promptly (which is often due to 

delay or inadequate treatment), it may become chronic and difficult to manage, resulting in 

multiple problems (abdominal pain, anorexia, soiling, embarrassment for the child, bullying 

and other problems at school and family stress).  

2.0 Aim and Purpose 

To inform staff, within all areas, in the management of children and young people with 

functional constipation in children and young people. 

3.0 Definitions 

Chronic 

constipation 

The occurrence of two or more of the following 
characteristics, during the last 8 weeks, occurring more than 
25% of the time:  

 Frequency of bowel movements of less than three stools 

per week  

 More than one episode of faecal incontinence per week  

 Large stools in the rectum or felt on abdominal 

examination  

 Passing of stools so large that they may clog the toilet  

 Displaying evidence of retentive posturing (with-holding 

behaviour)  

 Painful bowel movements  

Faecal 

incontinence 

The passage of stools in an inappropriate social milieu 
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Organic faecal 

incontinence  

Faecal incontinence resulting from organic disease e.g. as the 

result of neurological damage or anal sphincter abnormalities 

Functional 

faecal 

incontinence  

Non-organic disease which can be sub-divided into:  

•  Constipation-associated faecal incontinence  

•  Non-retentive (non-constipation-associated) faecal 
incontinence 

Constipation 

associated faecal 

incontinence  

Functional faecal incontinence associated with the presence of 

constipation 

Non-retentive 

faecal 

incontinence 

The passage of stools in an inappropriate social milieu, occurring 

in children aged 4 and older, where there is no evidence of 

constipation based on history and / or examination 

Faecal impaction Constipation where there is present a large faecal mass in either 

the rectum or the abdomen, to a degree demonstrable by a 

physical or rectal examination or other methodology, and which is 

unlikely to be passed spontaneously. 

Pelvic floor 

dyssynergia 

Inability to relax the pelvic floor when attempting to defecate 

 

4.0 Assessment and Management 

Causes 

Beyond the neonatal period, the most common cause of constipation is functional and has 

been called idiopathic/functional constipation, functional faecal retention, and faecal 

withholding. No obvious organic aetiology is found in 90-95% of children with constipation. 

Functional constipation is caused by painful bowel movements with resultant voluntary 

withholding of faeces by a child who wants to avoid unpleasant defecation. Many events can 

lead to painful defecation such as toilet training, changes in routine or diet, stressful events, 

inter-current illness, unavailability of toilets, or the child’s postponing defecation because he 

or she is too busy. Withholding faeces can lead to prolonged faecal stasis in the colon, with 

reabsorption of fluids and an increase in the size and consistency of the stools. Peak 

incidence occurs at the time of toilet training, between 2-4 years of age. The most common 

cause of constipation in children is an acquired behaviour that occurs when a child begins to 

delay defecation after experiencing a painful or frightening evacuation.  

Organic causes like Hirschsprung’s disease, anorectal anomalies/anatomical malformations, 

metabolic abnormalities (hypokalaemia or hypercalcaemia), spinal cord lesions like spina 

bifida/myelomeningocoele, hypothyroidism, drugs e.g. opiate analgesics, anti-cholinergics 

etc, cystic fibrosis and occasionally coeliac disease may also result in constipation. Other 

factors like excessive milk intake, inadequate food or fluid intake, intolerance to Cow’s milk 

(although it is more commonly associated with diarrhoea), domestic stress, anal fissure and 

sexual abuse should also be kept under consideration.  
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History 

It is customary to obtain a careful history of early bowel habits (when was meconium first 

passed after birth?). Delay in passage of meconium more than 48 hours after birth and 

constipation since early infancy suggests the possibility of Hirschsprung's disease (or cystic 

fibrosis). Detailed dietary history (especially fluid, milk and fibre intake) and family/social 

factors should also be considered. Check if any urinary problems/incontinence. It is 

important to distinguish soiling (constipation with overflow) from non-retentive faecal 

incontinence. Refer to Appendix 1 for red flags and Appendix 2 and 3 for evaluation. 

Examination  

Careful examination should include palpation of abdomen to identify faecal masses, spine, 

lower limb neurology (cord abnormality), gait and peri-anal area (including 

appearance/position of anus, visible anal fissures, skin tags or group A streptococcal 

infection). A digital examination of anorectum may be required on at least one occasion (by 

experienced staff) to assess perianal sensation, presence of an anal wink, anal muscle tone, 

consistency and amount of stool in rectum, presence of anatomical abnormalities and size of 

the rectal vault. Check for signs of hypothyroidism. Refer to Appendix 1 for red flags and 

Appendix 2 and 3 for evaluation. 

Investigations 

When history and examination are strongly suggestive of a functional defecation disorder, no 

further diagnostic intervention is necessary. A referral to paediatric surgeons for rectal 

biopsy should be made to rule out Hirschsprung's disease if there is history of delay in 

passage of meconium for more than 48 hours after birth and/or troublesome/difficult to treat 

constipation since early infancy. 

Abdominal x-ray and/or abdominal ultrasound scan should not be performed to diagnose 

constipation. Rarely, constipation may be caused by coeliac disease, hypothyroidism or milk 

protein intolerance. Hence, in intractable constipation, judicious use of 

investigation/intervention may be justified. 

Treatment 

The successful treatment of constipation requires patience and a “team approach” from 

patients, families and health care providers. The general approach to the child with 

functional constipation includes the following steps:  

Parental education 

Disimpaction-if required 

Maintenance therapy and parental education 

Monitoring and close follow-up 
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The most important goal in the treatment of constipation is to obtain evacuation of stools 

without pain. Refer to Appendix 2 and 3 for treatment. 

Education 

The education of the family and the demystification of constipation, including an explanation 

of the pathogenesis of constipation, are the first steps in treatment. If faecal soiling is 

present, an important goal for both the child and the parent is to remove negative 

attributions. It is especially important for parents to understand that soiling from overflow 

incontinence is not a wilful and defiant manoeuvre. Parents are encouraged to maintain a 

consistent, positive, and supportive attitude in all aspects of treatment. Emphasize the need 

for good compliance. It is important to explain to parents and the child that the length of 

treatment can vary from weeks to several months or even years. 

Medication 

Treatment of constipation requires 

Initial Clearout/Disimpaction (in the following order of preference) 

 

(a) Movicol Paediatric (see Appendix 4 or refer to BNFc). 
 

(b) Sodium Picosulphate Elixir (oral) as per BNFc with Movicol Paediatric if (a) is 
ineffective 

 

(c) Sodium Picosulphate Elixir at a higher dose along with Senna for 2-3 days, if (a) and 
(b) are ineffective 

 

(d) Oral or N/G balanced electrolyte solution (e.g. Klean-Prep) if (a), (b) and (c) are 
ineffective. Patient will require hospitalization. Please refer to BNFc. 

 

(e) Sodium citrate enema (rarely required) only if (a), (b) (c) and (d) are ineffective. Small 
volume micro enema (sodium citrate) is preferable to large volume phosphate enemas.  

 

(f) Manual evacuation under a general anaesthesia-if all above measures fail. 

 

Maintenance therapy (only after initial clearout)  

A higher than the recommended doses of laxatives may be required initially. It should be 

increased gradually until an optimal dose is achieved that produces daily bowel action with 

soft and painless stool without excessive straining.  Ask parents to fill in bowel frequency 

diary and use the Bristol Stool Form Scale to assess this (Appendix 5). The child should then 

remain on that dose/regimen for at least 2-3 months and if the desired results continue to be 

achieved throughout this period, the dosage should then be very gradually reduced (in small 

increments) every 6-8 weeks. However, should the child become constipated during the 

weaning process, the dose should immediately be increased to attain the desired result. 
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Commence Movicol Paediatric as monotherapy. Start with 1 sachet OD or BD and increase 

the dose in 1-2 sachet increments till desirable effect is achieved (usually a maximum of 4 

sachets daily).  

If Movicol is not tolerated then a combination of lactulose and senna may be considered. 

Alternatively, for severe constipation, high dose senna or sodium picosulfate elixir or both 

may be used. Oher add on therapy is docusate sodium. For laxative doses, please refer to 

BNFc. 

Diet 

Dietary advice regarding adequate dietary fluid and fibre such as fruits, vegetables and 

cereals. Some infants and young children who consume large quantities of formula milk may 

benefit from reduced intake. Consider dietetic referral, if indicated. 

 

Behavioural Management 

This should be suited to the child or young person’s stage of development. Encourage 

regular toileting (unhurried time on the toilet after meals) at least twice a day. Use star 

charts/daily diary of stool frequency along with positive reinforcement with rewards-

depending upon the age of the child. Encourage older child to take responsibility. 

Discourage negative responses to soiling from the family. Child may require counselling or a 

referral to psychology in cases of significant motivational or behavioural problems. 

 

Support and follow up 

 

Provide tailored follow-up to children and young people and their parents or carers according 

to the child or young person’s response to treatment, measured by frequency, amount and 

consistency of stools. Early clinic appointment (may require frequent appointments initially) 

is frequently beneficial. Occasionally, child may need admission for bowel clearout along 

with bowel training and dietary intervention. Refer the child for Psychology support, when 

needed. Liaise with school nurse, outreach community children’s nurses or health visitor for 

further support, if required. For families living in Derby, a referral to the Paediatric 

Continence Nurse Advisor may also be considered.  

 

Patient/carer information is available at 

http://www.nhs.uk/conditions/constipation/pages/introduction.aspx 

 

Suggest Key Review Criteria for Monitoring and/or Audit 

1. Organic Vs functional constipation 
2. Documentation of history and examination as recommended 
3. Use of investigations including x-ray abdomen, blood tests and skin prick testing. 
4. Children requiring hospitalization and enema for disimpaction and management of 

chronic constipation. 

http://www.nhs.uk/conditions/constipation/pages/introduction.aspx
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7.0  Appendices. See below 
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Appendix 2    Evaluation and Treatment of Infants < 6 months of age 
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Appendix 3    Evaluation and Treatment of Infants ≥ 6 months of age 

 

 

 

 

 

Appendix 4      Movicol Paediatric-Disimpaction Regime 

 

Age Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7

2-4 years 2 4 4 6 6 8 8

5-12 years 4 6 8 10 12 12 12

Number of sachets
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Appendix 5     Bristol Stool Form Scale 

 

 

 

 

 

 

 

 


