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Constipation in childhood

“There are a limited number of common 
conditions, such as constipation…, that 
account for a large proportion of contacts 
with the health service, but there are 
significant variations in how effectively 
these conditions are treated.”

(Getting the right start: NSF for Children 
Emerging findings  DoH 2003)
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Passage of meconium

• Meconium is passed within the first 24 hours in 
about 87% of infants and within 48 hours by 
99% (Griffin & Beattie 2001).

• However an early study by Weaver and Lucas 
(1993) looked at the bowel habits of 844 preterm 
infants and found that 32% of these infants did 
not pass meconium until after the second day 
with 99% of the infants having passed a stool by 
the ninth day. 
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Stool consistency

• It is known that infants fed human milk 
pass a greater number and softer stool 
than those fed formula milk.

• The stool consistency in infants should be 
soft until weaning when it becomes firmer. 

• The actual frequency of bowel movements 
in infants can vary a great deal depending 
on whether they are breast or bottle fed. 
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Normal frequency of bowel 
movements in children

1.03 to 14> 3 years 

1.44 to 211-3 years

1.85-286-12 months

2.05-280-3 months formula fed

2.95 to 400-3 months breast fed

Bowel movements 
per day b

Bowel movements 
per week a

Age
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Why do breast fed infants pass 
more frequent softer stools?

• Breast milk contains proteins and 
oligosaccharides that are not digested -
resulting in an increase in volume and 
softer consistency of stool

• Also contains a hormone motilin which 
stimulates bowel movements

• Breast fed babies tend to be fed more ‘on 
demand’ more frequent feeding results in 
more stimulation of gastrocolic reflex
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Infant stools

• As the infant matures normal physiological 
changes occur within the intestine and 
colon resulting in a decreased number of 
stools. 

• In determining if an infant is constipated it 
is important therefore to look at not only 
frequency of evacuations but the 
consistency as well, as it is normal for the 
frequency of stools to reduce over time.
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Transit time

• The decline in frequency of bowel actions 
with age correlates with increased bowel 
transit times

• An older study identified an increase in 
transit time from 8.5 hours in infants aged 
1-3 months to a mean transit time of 16 
hours in a group of infants aged 4 to 24 
months (Weaver & Steiner 1984)
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Infant Dyschezia

• Sometimes babies can appear to strain and grunt or 
go red in the face when they have their bowels 
opened – but then pass normal soft stools

• What normally happens is that the infant has not yet 
figured out how to relax the pelvic floor during 
defaecation - parents say they have to 'help the poo 
come out' by bending and holding the babies legs up. 

• This problem is sometimes called 'infant dyschezia' 
and just means uncoordinated defaecation and will 
normally correct itself with time.
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Normal defecation

• Defecation, like voiding, is a complex process 
involving the coordination of the abdominal and 
pelvic musculature and relaxation of the anal 
sphincters. 

• It is normally triggered by achieving a threshold 
distension of the rectum with stool

• During the toilet training process, if not before, 
defecation can be inhibited by voluntary 
contraction of the external sphincter. 
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Suppressing defecation

• If an older infant/ young child does not want to 
open their bowels for whatever reason they can 
inhibit defecation by tightening the external anal 
sphincter and squeezing the gluteal muscles. 

• These actions push the stool higher up in the 
rectum and reduce the urge to defecate, if this is 
continually repeated the rectum eventually 
stretches to accommodate the retained stools 
and the propulsive power of the rectum is 
diminished. 
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‘Holding on’
• This occurs commonly in toddlers who may have 

experienced the passage of an 
uncomfortable/painful stool  

• The longer the stool remains in the rectum the 
larger and harder the stool becomes

• A vicious circle develops with the child wanting 
to 'hold on' to avoid the further passage of 
potentially uncomfortable/painful stools

• It is important therefore that any changes in stool 
consistency or frequency that may indicate the 
potential development of constipation is 
addressed quickly to prevent the cycle of 
'holding on' developing.
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Causes of constipation in 
childhood

‘Holding on’ - often initiated by passage of 
large / painful stool

• delay in passage of normal stool
• anal fissure
• group ‘A’ hemolytic streptococcal anal 

infection
• toilet phobias / fears
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Functional Faecal retention

• Symptoms normally begin after first year
• passage of enormous stools
• symptoms of increasing faecal loading -

soiling/irritability/abdo pain/anorexia
• symptoms resolve on passage of stool
• seemingly irrational coping skill behaviour
• nonchalant attitude / hiding underwear
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Case Study -Ella aged 3 years 
10months

• Chronic constipation - associated with pain 
/anorexia /sore bottom /behavioural issues

• On going soiling (never bowel trained) 
• 2 hospital admissions for EUA plus inpatient 

stay for bowel training
• On and off various laxatives for years 

eventually  required suppositories to BO
• Movicol introduced - within 2 weeks Ella BO by 

herself with no pain “Different child”
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Assessment
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Red flag signs or symptoms of possible organic 
causes of constipation in infants and young childre n

HypothyroidismPoor growth, dry skin, 
bradycardia

Anteriorly displaced anus                
Anal stenosis

Abnormal position or 
appearance of anus on 
examination

Hirschsprungs diseasePassage of meconium more 
that 48 hr after delivery as 
well as other signs such as 
small thin stools, vomiting, 
failure to thrive, tight anal 
sphincter with empty rectum 
and abdominal distension
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History

• General health profile
• Passage of meconium 
• Consistency/frequency stools
• Weight loss
• vomiting
• Breast/bottle fed
• Cows milk
• Weaning
• Potty training
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Potty training profile

• Age toilet training commenced
• age acquired bladder control
• age acquired bowel control 

(if appropriate )
• any significant changes / problems / 

events occurring at this time
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Current medication
(including herbal / homeopathic / over the counter medicines)

• For constipation

• For other conditions

What has been tried before ?

• Behavioural therapy

• Any tests or biopsies performed?
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Examination

• General appearance
• Growth height and weight
• Assess gait 
• Check tummy for distension/faecal 

loading
• Check bottom if history of 

soreness/passage of blood etc – look 
only!
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The bottom should be checked for:

• Appearance of 
lumbosacral area

• Anal position

• Stool around anus

• Skin tag /rectal polyp

• Perineal sensation

• Presence of anal wink 
(e.g. spina bifida)

• Anal fissures: these usually 
occur posteriorly and are 
very painful

• Perianal Cellulitis: 
induration and erythema of 
the perianal skin with 
mucopurulent exudate.   If 
this is seen it is necessary 
to swab the area and treat 
with oral penicillin
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Treatment
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Some simple interventions
parents can try

• Abdominal Massage: This should only be taught to 
parents by a qualified health professional

• Leg Exercise: Lay the infant on their back and gently 
move their legs in a bicycle motion. This will cause the 
stomach muscles to move and put gentle stimulation on 
the infant's intestines and hopefully make them have a 
bowel movement.

• Warm Bath: Another way to help with infant constipation 
is by giving them a relaxing bath. The relaxation may 
help their stool pass more easily. During or after the 
bath, try gently massaging the tummy. 

• Fruit juice/puree: Depending on the age of the infant –
dilute fruit juice containing sorbitol – such as apple
or pear could be tried
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Formula feeds
• Need to ensure feeds made up correctly
• Some studies have reported that formula feeds 

including Betapol® (an innovative vegetable fat 
blend) have helped with infant constipation 
(Thomas 2008)

• Such feeds with a high proportion of sn-2 
palmitate ( a mixture of different types of 
oligosaccharides and hydrolyzed whey protein) 
produces softer stools which could potentially 
help with constipation (Bongers et al 1997)
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Approaches to treating toddlers
• Remember it is almost impossible to get 

their cooperation!
• Encourage parents to increase fluid and 

fibre but don’t make it the focus of 
treatment

• Don’t address potty training and resolving 
constipation at the same time

• Allow ‘poo nappies’
• Laxatives to be given at sufficient dose to 

maintain soft stool consistency
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Refusing to poo is common
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“He’ll only poo in a nappy!”

• Reassure family that it is a common 
problem

• Importance of early intervention 
for children with ‘special needs’

• Low key ‘matter of fact’ approach
• Exclude any underlying problem

Assessment form for children who will not open thei r 
bowels on the toilet e.g. will only pass stools in a nappy

If the problem appears to be due to constipation / hard stools / anal fissure refer to GP for appropriate 
treatment.

Yes/NoDoes the child use the toilet / potty appropriately to empty bladder?

If ‘yes’ is it related to all toilet / potties or only specific ones?

Yes/NoIs there any general anxiety about using the toilet / potty?

Does the child appear to experience pain on defecation?

If ‘yes’ the nappy available what does the child then do?

If ‘yes’ and no nappy available what does the child then do?

Yes/NoDoes the child ask for a nappy to open their bowels?

Yes/NoIs the child seen to ‘hold on’?

Child’s behavior following opening if bowels (e.g. does he / she indicate that they have been)?

Child’s behavior before opening bowels?

How often does child open their bowels?

Yes/NoToilet training readiness checklist completed?
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Behavioural Approach

• Non-confrontational approach
• Meet child ’half-way’
• Nappies to be kept in bathroom
• Child to stay in toilet area
• Nappy removed once bowels opened
• Work towards sitting on toilet 
• Work towards removing nappy
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Keeping them there is the next!
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Ensure healthy diet !
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Laxatives

• Osmotic
Movicol Paediatric Plain – licensed < 2yrs
although dosage given from 1yr in BNFC

• Stimulant
Sodium Picosulphate

1 month–4 years 250 micrograms/kg 
(max. 5 mg) at night
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Movicol PP in children < 2 yrs
• Off license use however shown to be 

efficient and safe in infants and toddlers 
(Loening-Bauke 2005)

• Early therapeutic intervention… beneficially 
contribute to the resolution of constipation 
(van den Berg et al 2005)

• Managing constipation early…important in 
preventing long term defaecation disorders 
(Candy & Belsey 2009)
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Suggested doses of Movicol 
Paediatric Plain in infants

• Need to remember this is off license use

• Family need to be informed of this

• Maintenance dose

- 0.78g/kg/day (Michail et al 2004)

- 1.10g/kg/day - 0.80/kg/day(Loening –Baucke 2004)
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Key messages

• Constipation is not uncommon in infants and 
toddlers

• Any contributory factors need to be identified and 
addressed early on

• For mild cases if there is non resolution with 
simple interventions/dietary changes laxative 
treatment needs to be commenced 

• However when constipation is already established 
treatment with laxatives should commence asap
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