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Functional Constipation(FC)1 

 Cause is multifactorial, rarely organic etiology 

 Infrequent, difficult, painful or incomplete passing of 
hard stool 

 Often withhold feces to avoid painful BM & may also 
have fecal incontinence as bowel becomes full 

 If left untreated, can lead to abdominal pain, appetite   
suppression, fecal incontinence, low self-esteem &    
social isolation 

 More prone to FC when toilet-training & starting school 

 Referral to specialist should be made in refractory cases 
or when there is a suspected organic cause 

Treatment Options1 

 Education, behavioural & dietary modification & 
daily stool softeners are all part of treatment plan 

 Oral or rectal medication for disimpaction may be 
needed 

 Digital disimpaction is not recommended 

 Meds more effective than behavioural change only 

 Parents often worry about potential meds will 
cause bowel to be “lazy” or “addicted to laxatives” 

 Excessive milk intact can exacerbate constipation, 
but evidence doesn’t support removing milk   
completely from diet to control refractory         
constipation  

Constipation in Infants1,3 

 Most often FC, but any red flags could indicate organic 
pathology & requires thorough history & physical exam 

 Breastfed infants have higher variability in frequency of 
BMs than formula-fed infants, some may go 7-10 days 

 PEG (0.8 g/kg/day) or glycerin supp’s useful with infants 
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Rome III Diagnostic Criteria1 

 

Criteria met for at least 1 week & at least 2 months before     

diagnosis & must include 2 or more of the following: 
 

 Two or less stools in toilet per week 

 Fecal incontinence at least once a week 

 History of vigorous contraction of gluteal muscles 

(retentive posturing) or ++ withholding stool (retention) 

 History of painful or hard BMs 

 Presence of large fecal mass in rectum 

 History of large, wide stools that may obstruct toilet 

Intussusception2,3 

 Portion of the bowel slides into another segment, most commonly involves ileum into colon (ileocolic) 

 Blood supply to bowel blocked, can progress from tissue ischemia to necrosis or perforation 

 Most common abdominal emergency in children under 2 years of age, most are 5-10 months of age 

 Common Presentation: sudden waves of severe abdominal pain (q 15-20 mins), pallor, may have bilious emesis 

(often confused with acute gastroenteritis), may have altered LOC (especially in young infants) 

 Late finding: “currant jelly” stools from mixture of blood & mucous (not a diagnostic requirement) 

 U/S: preferred method for diagnosis, classic “target or bullseye” lesion due to layers of intestine within intestine 

 Abdominal radiographs less sensitive than U/S, should not be used alone to confirm or rule out intussusception 

Treatment Plan 

1. Correct any hemodynamic instability first 

2. Non-operative reduction by air enema *patient must be stable & without signs of bowel perforation* (air enema 
preferred over hydrostatic technique, water-soluble preferred over barium if using hydrostatic treatment) 

3. If non-operative reduction fails, arrange for a surgical team or transport to a tertiary care centre  

 Post-reduction recurrence occurs approx. 10% of the time, but management is the same with recurrence 

 If suspicion of bowel necrosis, transfer to a surgeon and a tertiary care centre   

PEG 33501,3 

 Safe, effective & well-tolerated for long-term  
treatment 

 More effective than lactulose, equally as effective 
as milk of magnesia (better tolerated too) 

 Minor adverse effects include: bloating, flatulence, 
loose stools & abdominal pain 

 Disimpaction dose: 1—1.5 g/kg/day OD or BID for 
3 days (Max: 100 g/day) 

 Maintenance dose: 0.4—1 g/kg/day OD or BID 

 Under-dosing is a common reason for lack of      
response to therapy 

 Physicians/NP’s shouldn't hesitate to start at   
higher dose (1 g/kg) & titrate down PRN  
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