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Table 3

Core elements of physical examination to diagnose idiopathic constipation4

Perianal area: appearance, 
position, patency etc

Abdominal examination

Spine/lumbosacral region/
gluteal examination

Lower limb neuromuscular 
examination including 
tone and strength

Lower limb neuromuscular 
examination: reflexes

Table 2

Diagnosing idiopathic constipation4

Timing of onset 
and precipitating 
factors

Passage of meconium

Stools
Growth and wellbeing
Symptoms in legs/
locomotor development

Abdomen

Diet and fluid intake

regimen. It is imperative to realise that
often these children have either
suffered without seeking help for this
problem or they have been fobbed off
by other healthcare professionals in
the past.

In our clinic, it is not uncommon to
see families who have been suffering

Findings that indicate 
idiopathic constipation
From first few weeks of life
Obvious precipitating factors
include:
fissure, change of diet, infections,
change of school, nursery, major
family changes, timing of potty
or toilet training
Within 48 hours in a term baby

Generally well, fit and healthy
No neurological problems in legs
Normal locomotor development

Changes in infant formula,
weaning, insufficient fluid intake
History of poor diet and/or
insufficient fluid intake

Red flags that may indicate an
underlying condition
From birth or first few weeks 
of life

Failure to pass meconium
within 48 hours of birth
Ribbon-like stools
Faltering growth
Undiagnosed weakness in legs,
locomotor delay

Abdominal distension and
vomiting

Adapted from NICE CG 99. The diagnosis and management of idiopathic childhood constipation in primary and secondary care

for several years before seeking help.

Disimpaction
Once the child has been diagnosed
with idiopathic constipation, it is
important to assess him or her for
faecal impaction as this will determine
the next therapeutic step.

Faecal impaction can be diagnosed
by history taking and examination.
Overflow soiling and a faecal mass
palpable abdominally are suggestive
of faecal impaction.

The maintenance regimen for faecal
impaction is polyethylene glycol
(PEG) 3350 plus electrolytes as first-
line treatment in an escalating
regimen. This may be mixed with water
or a cold drink (see table 4, p25).

If disimpaction has not occurred
after two weeks and the child has
been taking the medication, a
stimulant laxative may be added.

There is usually no need to give
rectal medication. Parents find it
difficult to administer and hence
concordance is often very poor. 

MAINTENANCE
Once the child has been disimpacted,
the next stage is to start maintenance
therapy. Children on maintenance
therapy need to be reassessed on a
regular basis to ensure that they do
not become reimpacted. Ideally the
child should be reassessed by the
same person or team so that the
information given is consistent.

The suggested medication for
maintenance is PEG 3350 plus
electrolytes. The dose will need to be
adjusted according to symptoms and
response. A rough guide is that for
children who have been disimpacted,
the dose should be half the
disimpaction dose. If this doesn’t 
work add in a stimulant laxative. It is
important to check concordance with
the therapeutic regimen.

The length of treatment depends on
the individual case. A child will take
time to realise that defecation is not a
painful process and it can also take
time for the bowel and rectal function

Findings that indicate
idiopathic constipation
Normal appearance

Soft abdomen. Flat or
distended
Normal appearance 

Normal gait. Normal tone
and strength in lower limbs

Reflexes of normal
amplitude

Red flags that may indicate
an underlying condition
Abnormal appearance/
position/patency of anus:
fistulae, bruising, multiple
fissures or patulous anus,
anteriorly placed anus, absent
anal wink
Gross abdominal distension

Abnormal: asymmetry or
flattening of gluteal muscles,
evidence of sacral agenesis,
discoloured skin, naevi or
sinus, hairy patch or central pit
Lower limb deformity e.g. talipes
Abnormal neuromuscular
signs not explained by existing
condition e.g. cerebral palsy
Abnormal reflexes

Adapted from NICE CG 99. The diagnosis and management of idiopathic childhood constipation in primary and secondary care
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‘You may need to
warn the parents
that soiling 
and abdominal
discomfort 
may initially
worsen with 
a disimpaction
regimen’




