hronic constipetion Is defined

as a decreasa In frequancy
or the painful pessage of bowsal
movemants presant for several
wesks. Retartive encopresls ks the
term reserved for the imvalurtary and
uncantroliable solling thet occurs In
children with chronic constipation.
Constipation is a relatively common
paesciatic complaint accounting
for up to 3% of general paadairic
outpatient visits and 25% of visits
o a pasdiatric pastroantarclogist.”
Encopradls 13 alse common,
occurting In at least 1.5% of all
children,

Despite ts prevalence, most
constipation in children tends to be
functicnal or dicpathic. Tha natural
histary of functional constipation
is that of an adaptive pattem of
behaviour In a chid who voluntarly
withholds faeces folowed by
painful defecation. Retainad stool
evanfualy Ioses molstuna fo bacome
hardar and thus exacerbates the
pain and difficulty with stooling.
Evartualy, the dilated distel colon
ls renderad mechanically Ineffactive
o expal even gtool of normel
cansistency. Since encopresis
evolves through longstanding stool
retertion the dilated rectal vault
bacomss relatively Insenstiive to
the presence of stool which
iz an essantial prelude to
conacious defecation.
Rectal Impaction with
gtool will compromise
the functional iIntegty of
the anal sphinctar, and
the process ia further
evacarbated through
L tha Intermittent
attempts at treatment
with laxatives leading
to spurious darrhoea.
Withholding pattems usually
Tollow changes in diet, tilst
tralning, travel, viral linesses,
and obstacles 1o the uza
of toiet Taciftes cutsids tha
home including unsanitary
conditons or lack of privacy.

A thorough higtory and physical

examination ame critlcal In

by Samuel Aquilina & Thomas Attard

the assessment of the child with
conslipation, and In most cases

is sufficient to allow the doctor to
aatebiish the diagnosis of functional
constipation. An appreclation of the
age-dependarnt variabiity in stool
Trequency ks esserial to define the
degres of saverity of tha process
({Table 1). From thia tabla, one can
note that breast-fad bables pass
more stools than formula-fad bables.
Mo data is given for 3-8 morths

oid babias, however extrapaletingly
It also depends on whather they

ame breast- or bottle- fad. Sallent
historic points incude background
cther gastrointestinal symptoms
and growth parameters, age at,

end difficutty with, toilet training,
cumart diet, and previous eplsodes
of constipation and perlanal flasures.
Multipls, organic and bahavioural —
aemotional pracipitants hava to ba
borne In mind and, depending on
the indexx of suspicion, ruled out
{Tabie Z). Withholding beheviours of
children include stiffening of buttocks
or legs, wriggling, rising on toes,
end assuming unusual postunes and
avoldant behaviour. The physical
examination shouk nclude a rectal
exerm; importent compeonents of
this part of the assessment Include
ingpection for sacral dimple and in
most cases digital examination of
the rectum to detarmine perlanal
sansation, tone, anal rsfiex, amaourit
end consistancy of stocl, whie
checking axternally for flssuras, skin
tags and perianal erythema,

Tha managemant cf the chiid with
functional constipation includes
reassurance and education of

the patlent and parents, Inftal
disimpaction of retained stool
Tollowed by maintenance therapy
with ong-term laxatives and
behayicur modiication.

Education - It Is Impertant that the
pathophyslologic procesa invohing
stoal retartion, ba expleinad in
understandiable form 1o tha parents.
Enccpresls, when present uaually
entails an adversanial interaction
beatwaen caregivers and the patlent,
the latter belng accused of voluntary

solling which Is, most often not the
casa. Other aspects of treatment
include an eeplanation of the
chroniclty of the condltion along with
long term aspects of care.

Disimpaction - This Is necessary
before nitialon of malmenance
theregy. It can be achieved profarabily
with oral medication. In infants,

rectal dsimpaction can be achleved
with glycarn suppositoniss, In
chidren, & ranga of madications exist
guch as mineral oll, polyetiniane
ghyeol, lestuloss, sorbitol, ssnna,
magnesium hydroxdde end citrate;
Including enemas. In refractory or
sevars cagas, inpatient admisgion
with @ Nescgastric tuba placarnent
and polystiylene glycol drip may be
nacessary.

Maintananos therapy — the alm
here is to prevent ecumencs.
Dietary changes, namsaly Increase n
Ingaluble flbra, can be Implementad
but are rarely sufficient. Although
recent Iteratura has cuestionad the
valdity of chronke non-stimulart
buk-forming) lexative use.” chronic
administration of a non-atimulant
leative appears to be the standand
of care. Given the slow evolution of
chronic constipation, end the rigk of
developing a relatively atonl: colon,
pallents are usually treated with non-
stimulent ksetives on along-term
basls, sometimes for years.

Behavioural modification — The
usa of madicaions in combination
with behavioural managemert can
decreass thea time to remission in
chidren. Regular unhurriad tollat
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Referral for further Investigation Is needed when therapy
fails and when there is evidence of organic disease.
Abdominal imaging is indicated only when thers is doubt
about the underlying diagnosis or to minfores the severity of
the problem, should the parents be hesitant to eambark on
long-term therapy.

Thers is insufficient data about tha long term prognosis of
childhood constipation and its persistence into adulthaod.
A study In the Netherlands found that 80% of children
referred 1o a tertiary centre for chronic constipation where
treated succassfully at 1 year of follow up. But it also
noted that 30% of childran followed up after puberty had
persistent distressing symptoms.? Ancther study showed
significantly better results in children refemed to a tertiary
centre, with the duration of symptoms Isss than 3 months
before referral.

Constipation and sncopresis are potentially curable.
Children who follow the appropriate, usually long-term
treatment including behaviour maodification will evertually
regaln control of thelr bowel hablts. Long term sequelae
include relapss but this can be addressed with repeat
therapy, although reassassment for possible underlying
organic dissase then becomes mere pertinent.

Age Bowel movements per day
2.9 (breast-fed)
0-3 manths
2.0 {formula-fed)
E-12 months 1.8
1-3 years 14
More than 3 years 1.0

Table 1:

Normal frequency of bowsl moverments. Adapted
from the North American Society for Pediatric
Gastrosnterology, Hepatology and Nutrition

constipation guidefines, 2006,
Anatomic malformations Intestinal nerve or muscle
disorders

Abnormal Abdominal musculature

» Down syndromea
* Prune bally
* (3astroschiss

Table 2:
Organic Astlologles of Constipation In Infancy and
Chiidhood.
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