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Abstract
Constipation is very common in primary or secondary health care, the prevalence varies from 0.07%-29.6%. The prevalence of functional
constipation in children ranges from 4-36%, up to one third of children ages 6 to 12 years are reported to have constipation. Constipation
generally first appears between the ages of two and four years. The cause is usually non –organic in about 90% cases. The most widely accepted
definitions for childhood functional constipation is Rome III definitions. The symptoms include infrequent stools, pain, soiling, stool withholding
maneuvers, blood in stools, enuresis, and other urinary symptoms. The differential diagnosis is divided into two large groups, intraabdominal and
extraabdominal. Constipation is diagnosed by history, physical examination and clinical investigation. Treatment should include disimpaction
and maintenance.
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Abstrak
Konstipasi adalah gejala yang sangat umum, baik di pelayanan kesehatan lini pertama maupun kedua, prevalensinya 0,07% - 29,6%. Prevalensi
konstipasi fungsional pada anak berkisar 4-36%. Lebih dari sepertiga anak-anak usia 6-12 tahun dilaporkan menderita konstipasi. Konstipasi
biasanya muncul pertama kali antara usia dua dan empat tahun. Penyebab non-organik pada lebih dari 90% kasus. Definisi yang paling sering
dipakai adalah definisi Rome III. Gejala-gejalanya adalah buang air besar tidak rutin, nyeri, soiling, manuver menahan buang air besar, darah
pada feses, tidak dapat menahan berkemih, dan gejala berkemih lainnya. Diagnosis banding terdiri dari dua kelompok besar, intraabdomen dan
ekstrabdomen. Konstipasi didiagnosis dengan anamnesis, pemeriksaan fisik, dan pemeriksaan penunjang. Penatalaksanaan termasuk disimpaksi
dan terapi pemeliharaan. Yoseph Arif Putra, Feby Febriana. Tinjauan atas Masalah Konstipasi di Kalangan Anak
Kata kunci: Disimpaksi, konstipasi, non-organik
INTRODUCTION
Constipation in children is very common
in primary and secondary health care, and
may have a serious effect on health. The
cause of constipation is usually non–organic.
The prevalence varies from 0.07%- 29.6%.
The prevalence of functional constipation
in children ranges from 4-36%. In hospital
setting, pediatric constipation accounts for 3%
of all referrals to pediatric practice and up to
25% to pediatric gastroenterologists. A recent
American study suggests that the health cost
for children with constipation is estimated at
$3.9 billion/year.1-3
The etiology of constipation is still not fully
understood, there are many contributing
factors such as pain, fever, dehydration,
dietary and fluid intake, psychological issues,
toilet training, medicines, and familial history
of constipation. Constipation is considered
idiopathic if it cannot be anatomically
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or physiologically explained. The signs
and symptoms of childhood idiopathic
constipation include: infrequent bowel
activity, foul smelling wind and stools,
excessive flatulence, irregular stool texture,
passing occasional enormous stools or
frequent small pellets, withholding or straining
to stop passage of stools, soiling or overflow,
abdominal pain, distension or discomfort,
poor appetite, lack of energy, an unhappy,
angry or irritable mood and general malaise.2
As the children grow up, normal physiologic
changes in the intestinal tract cause a
decrease in daily stool from a mean of
2.2 times in infants to a mean of 1.4 in
one- to three-year old children. Thus, less
frequent stooling may not be constipation.
Constipation is defined as “failure to evacuate
the lower colon completely”; even children
who pass daily stool in small amounts may be
considered to have constipation. Encopresis,

which is the involuntary leakage of feces
into undergarments, may be an indication of
constipation.4
Acute constipation can cause anal fissure and
becomes chronic. Children with constipation
have a poorer quality of life than children with
inflammatory bowel disease. Recent studies
suggest that, if untreated or under-treated,
it can persist into adulthood.2,5 In 2008 Chao
and colleagues studied 2,426 children with
chronic constipation and demonstrated that
functional disorder was capable of retarding
growth in children; but with adequate
therapy, were able to achieve normal growth
potential.6
DEFINITION
There is wide variation of normal defecation
patterns in children, normal ranges are
depending on age and residence. The most
widely accepted definitions for childhood
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functional constipation are the Rome III
definitions (Table 1).
Table 1. Rome III diagnostic criteria for functional
constipation7
In the absence of organic pathology, ≥2 of the following
must occur
For a child with a developmental age <4 years
1. ≤2 defecations per week
2. At least 1 episode of incontinence per week after the
acquisition of toileting skills
3. History of excessive stool retention
4. History of painful or hard bowel movements
5. Presence of a large fecal mass in the rectum
6. History of large-diameter stools that may obstruct the
toilet
Accompanying symptoms may include irritability,
decreased appetite, and/or early satiety, which may
disappear immediately following passage of a large stool
For a child with a developmental age ≥4 years with
insufficient criteria for irritable bowel syndrome
1. ≤2 defecations in the toilet per week
2. At least 1 episode of fecal incontinence per week
3. History of retentive posturing or excessive volitional
stool retention
4. History of painful or hard bowel movements
5. Presence of a large fecal mass in the rectum
6. History of large-diameter stools that may obstruct the
toilet

Abdominal pain is a frequent symptom, but
is not considered a criterion for functional
constipation. The role of constipation in
children with predominant abdominal pain
is not clear.1,7 More recently, the term ‘nonretentive fecal soiling’ has been described for
children soiling without difficult infrequent
defecation. PACCT (The Paris Consensus on
Childhood Constipation Terminology Group)
have defined this as passage of stools in an
inappropriate place, occurring in children
with a mental age of 4 years and older, with
no evidence of constipation on history or
examination.1
The Iowa criteria for constipation in children
≥2 years of age include two or more of the
following during the previous 8 weeks:
 ≥1 episode(s) of fecal incontinence per
week
 Large stools in the rectum or felt on
abdominal examination
 Passing of stools so large that they
obstruct the toilet
 Retentive
posturing
(withholding
behavior)
 Painful defecation
 < 3 bowel movement(s) per week.
In a recent Turkish study on 485 children
treated for constipation, 33 children (6.8%)
did not fulfill the Rome III criteria due to
age restriction, 45 (9.2%) children were not
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recognized using the PACCT criteria due to
only having scybalous, pebble-like defection
pattern (rather than passing large stools
obstructing the toilet). Only 60% had a
defecation pattern of less than 3 per week. 1
ETIOLOGY
Recognizing the causes or the trigger of
constipation is very important. Constipation
may be caused by secondary to inadequate
evacuation as a result of rushing to school
in the morning, hurried use of school toilet,
withholding stools while occupied by
something of greater interest. Decreased
fluid intake can produce hard stool. Children
with inadequate toilet training tend to be
more susceptible for constipation. These
children may benefit more from constant
encouragement using star charts/other
reward techniques, rather than confrontation.1
Secondary
constipation
due
to
hypothyroidism, Hirschsprung’s disease, or
calcium levels are rare and accounts for less
than 10% of cases. Cow’s milk protein allergy,
particularly non-IgE mediated with associated
colonic dysmotility may manifest as secondary
constipation, its prevalence is up to 40% of
refractory constipation. Up to 63% of children
with constipation and fecal soiling will have a
history of painful defecation before 3 years of
age and secondary withholding stool behavior
after painful passing. Childhood chronic
constipation results mostly from intentional
or subconscious withholding of stool.10
Passage of large, hard stools that painfully
stretch the anus may frighten the child,
resulting in fearful determination to avoid all
defecation. Such children respond to the urge
to defecate by contracting their anal sphincter
and gluteal muscles, attempting to withhold
stool. Eventually the rectum habituates to the
stimulus of the enlarging fecal mass, and the
urge to defecate subsides.8
SYMPTOMS
Infrequent Stools
Reduced bowel movement is common in
diagnosis. In a study of 178 children with
constipation in Iowa,9 58% had < 3 bowel
movement(s) per week and in another
study,10 41.3% of children with symptoms of
constipation were found to have infrequent
stools. Children < 2 years of age had
symptoms of passage of hard or pebble-like
stools with straining, withholding or painful

defecation. The diagnosis would be missed in
50% if infrequent stools were the only criteria.1
Pain
Pain in the abdomen or during defecation
may be present. Non-specific abdominal pain
has been reported in 33% of children with
constipation in one study.9 Pain or scream
during or in anticipation of stools is observed
in up to 68% children with constipation. They
may pass blood with stools.1
Soiling
Fecal incontinence has been associated
with ‘constipation’ in up to 90%. Soiling is
involuntary, often small as stains in underwear.
Larger amount can be mistaken for diarrhea.1
Stool withholding Maneuvers
This may be misinterpreted as straining. In
infants, back arching, and in older infants/
toddlers, standing on toes, extending
legs or rocking back and forth preventing
anal relaxation are typical features. Some
children may hide in a corner standing stiff or
squatting.1
Blood in Stools
Fissures may bleed and painful during
defecation in older children, blood may be
present in wiping tissue paper. Children with
polyps are commonly present with painless
bleeding. Rectal bleeding in infancy is often
associated with cow’s milk protein allergy
rather than constipation.1
Enuresis and Other Urinary Symptoms
Urinary symptoms have been reported in
9-13% of children with constipation; urinary
incontinence in 10.5%. It has been implicated
in the pathoaetiology of enuresis.1
Associated Features
 Obesity
A higher incidence of obesity has been found
in constipated children, compared to the
general pediatric population, with associated
psychosocial issues, poor diet, low activity
levels, and compliance problems.
 Poor fluid intake
Optimal fluid intake is recommended by NICE
as a necessary adjunct in the management of
constipation. However, excessive fluid intake
can result in reduction in eating/fiber, which
may be counter-productive.1
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Figure 1. Algorithm for the evaluation and treatment of infants <6 months of age.7

Differential Diagnosis
The differential diagnosis may be divided into
two large groups:
 Intraabdominal: Hirschsprung’s disease,
anal stenosis, imperforate anus with
fistula, abdominal hernias, anterior
displacement of the anus, allergy or
sensitivity to cow’s milk, celiac disease,
appendicitis, colon cancer, Currarino triad
(rectal stenosis, hemi sacrum, presacral
mass), colonic obstruction, Crohn disease,
diverticulitis, intestinal motility disorders,
ileus, adenocarcinoma, intra-abdominal
sepsis, irritable bowel syndrome, Ogilvie
Syndrome (mitochondrial disorders,
neuronal intestinal dysplasia, and prunebelly syndrome).
 Extraabdominal:
DD Neurology disorder: cerebral palsy
(static encephalopathy), spinal or
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neuromuscular abnormalities (e.g.,
spinal muscular atrophy, tethered
cord)
DD Endocrine disorder: hypothyroidism,
hypopituitarism (panhypopituitarism),
and multiple endocrine neoplasias.
DD Psychiatric disorder: anxiety disorders,
depression.
DD Infection: Chagas disease
The relatively common causes of constipation
in the first few months of life are anti
spasmodic drugs consumption for abdominal
colic. These drugs reduce the frequency
of bowel movements and cause parental
concerns. Pseudo intestinal obstruction can
also cause chronic constipation.11
Clinical Diagnosis
Constipation is diagnosed by history taking,
physical examination, and digital rectal
examination. History taking should include a

detailed exploration of symptoms, looking at
potential precipitants, and for ‘red flags’ to
exclude organic pathology (Table 3).1
Table 2. Differential diagnosis of constipation by
age 4
Infants

Children (older than 1 years)

Congenital anorectal
malformations
Neurologic disorders
Encephalopathy
Spinal
cord
abnormalities:
myelomeningocele,
spina bifida, tethered
cord
Cystic fibrosis
Metabolic
causes:
hypothyroidism,
hypercalcemia,
hypokalemia, diabetes
insipidus
H e a v y - m e t a l
poisoning
Medication side effects

Functional constipation (more
than 95 percent of cases)
Organic causes
Hirschsprung’s disease
Metabolic causes:
hypothyroidism,
hypercalcemia, hypokalemia,
diabetes insipidus, diabetes
mellitus
Cystic fibrosis
Gluten enteropathy
Spinal cord trauma or
abnormalities
Neurofibromatosis
Heavy-metal poisoning
Medication side effects
Developmental delays
Sexual abuse

Table 3. Red flags: Common symptoms and sign to
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Figure 2. Algorithm for the evaluation and treatment of infants ≥ 6 months of age. ACE= antegrade continence enema; MRI= magnetic resonance imaging; SNS= sacral
nerve stimulation; TENS= transcutaneous electric nerve stimulation; TSH= thyroid-stimulating hormone.7

suggest organic cause of constipation1
History
Failure to thrive
Delayed
passage
meconium
Abnormal bowel
since birth

Examination
Absent/ brisk lower limb
reflexes
of Mouth ulcers
habit Blood/ mucus mixed in
with stool

Sensitivity to cold, fatigue, Perianal skin tags or fistulae
dry skin, pallor
Change of bowels with Associated hypotonia
introduction of cow’s milk
Weight loss

Fever

Physical examination should include
inspection of perianal area, abdominal
examination, spine/lumbosacral region/
gluteal examination, and lower limb
neuromuscular examination.2
Digital rectal examination (DRE) is easy to
do in primary health care and have a good
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diagnostic value. It is recommended by
international guidelines as a part of the
routine examination of children with chronic
constipation.2 DRE is used to diagnose a
anatomical abnormalities or Hirschsprung’s
disease.2
Clinical Investigation
Clinical
investigation
should
include
endoscopy, test for celiac disease and
hypothyroidism, manometry, radiography,
rectal biopsy, transit studies, and ultrasound.2
Clinical Management
Treatment in primary health care:2
1. Disimpaction
Before
disimpaction,
physician
must
ensure there is faecal impaction - look for
overflow soiling and/or faecal mass palpable
abdominally and/or rectally.2 Disimpaction
involves the evacuation of impacted faeces;
any fecal impaction in the rectum should be
removed with oral or rectal laxatives.12

Table 4. Laxatives used in the treatment of
constipation in children12
Agent

Dose

Bulking Agent:
Psyllium

Age (yrs) + 5 g

Lubricant:
Mineral oil

1 – 3 mL/kg/day

Osmotic Agents:
Lactulose *
Barley malt extract
Sorbitol
Magnesium hydroxide
Polyethylene glycol 3350
Polyethylene
glycol
electrolyte solution

Stimulants:
Senna
Bisacodyl *

Enemas:
Phosphate enemas*

1 - 3 mL/kg/day
2 – 10 mL/240 mL of juice
or milk
1 – 3 mL/kg/day
1 – 3 mL/kg/day of 400
mg/5 mL
1 – 2 g/kg/day
25 - 100 mL/kg over 6
hours. Max. 4 L – For oral
disimpaction
2.5 - 7.5 mL/day (2 - 6 yrs
old and 5-15 mL/day in 6
– 12 yrs old)
0.3 mg/kg/day. Max 10 mg
6 mL/kg. Max. 135 mL.
Avoid in infants

*Available in Indonesia

2. Diet and lifestyle
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Dietary interventions can not be used as a
first line therapy for idiopathic constipation.
NICE recommended dieatry modifications
(adequate fibre and sufficient fluids), and
lifestyle modifications (use of encouragement
and rewards systems).2 Laxative such as
bisacodyl are available in the primary health

care. Parents’ understanding and education
should improve the outcome.

SUMMARY
Constipation in children is often undiagnosed
and untreated due to ignorance and lack of

knowledge. Constipation can have a huge
impact on children’s quality of life. Early
diagnosis and treatment of constipation in
children can be done in primary health care.
Referral to secondary or third health care
should be done if the results are unsatisfactory.
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