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The approach to treatment of functional 
constipation depends on:

• Child's age

• Presence of underlying behavioral 

• Dietary triggers

• Chronicity of the symptoms



Treatment of constipation in infants

• Constipation is evaluated and treated somewhat differently in infants
than in children.

• When constipation presents early in life, organic disease ( CF, HD), an 
anorectal malformation, and, especially, anal stenosis must be 
considered



Treatment of constipation in infants…

• Initial measures (nonpharmacologic)

Infants with functional constipation frequently respond to treatment 
with nondigestible osmotically active carbohydrates, such as sorbitol-
containing juices (eg, apple, prune, or pear)

• Pharmacotherapy



Treatment of constipation in infants…

Pharmacotherapy
• Lactulose or sorbitol:

A typical dose for either lactulose or sorbitol is 1 mL/kg, once or twice daily

• Polyethylene glycol (PEG):

The mean effective maintenance dose was approximately 0.8 g/kg body weight per day

• Glycerin suppositories:

Occasional disimpaction with glycerin suppositories can be useful. 

These should be used with caution because they can enhance anal irritation and may lead to 
chronic symptoms

• Senna:

For infants who do not respond to osmotic laxatives, it may be tried short-term (eg, by giving 2.5 mL 
daily [up to 5.0 mL in children one to two years old] for up to three months)



The drugs are not recommended for infants:

• Mineral oil – Potential risks of pneumonitis if aspirated.

• Enemas – Potential complications in this age group, such as hyperphosphatemia 
(which could be life-threatening), hypocalcemia, or perforation.

Pure saline enemas (with no phosphate) may be used for infants but only when 
necessary and under close medical supervision.

• Bisacodyl – Bisacodyl tablets are enteric coated and are therefore ineffective 
when crushed, so there is no preparation appropriate for infants.



Treatment of constipation in children

There are four general steps in bowel retraining:

• Disimpaction (for children with a large rectal stool mass or fecal incontinence)

• Prolonged laxative treatment and behavioral therapy to achieve regular 
evacuation and avoid recurrent constipation

• Dietary changes (primarily increasing fiber and fluid content) to maintain soft 
stools

• Gradual tapering and withdrawal of laxatives as tolerated



Treatment of constipation in children…

• This multimodal therapy is particularly helpful for children who have gone 
several days between bowel movements, have an anal fissure with pain or 
bleeding, or have very large-diameter stools with marked straining. 

• The type and intensity of the intervention should be tailored to the severity 
of constipation and the child's developmental stage, and close follow-up is 
often necessary. 

• The goal of therapy is the passage of soft stools, ideally once per day and 
no less than every other day.



Parental Education

Key messages for education are:

• Remove negative attributions

• Understand the cyclic nature of constipation and how toreverse this

• Both behavioral interventions and laxatives are important parts of 
treatment

• Recovery will be gradual



Stepwise approach to bowel retraining

Disimpaction
Indications:

• Constipation-associated fecal incontinence

• Significant stool mass palpable on abdominal or digital rectal 
examination or on abdominal radiograph

• History of incomplete or infrequent evacuation



Disimpaction …

Choice of regimen:

• Oral or nasogastric medications

• Rectal medications

• Combination



Disimpaction …

• The parents/caregivers and child should be involved in the decision regarding the 
appropriate route.

• Oral medications also are particularly valuable for children with a history of 
painful defecation, perineal trauma, or difficulty tolerating enemas. 

• Adherence with the necessary volume may be difficult and two to three days (up 
to a maximum of six days, sometimes split between two weekends) of treatment 
are often needed to achieve complete disimpaction.

• In a randomized trial, an oral laxative[PEG] 3350 was found to be as effective as 
enemas in treating impaction, but children treated with PEG had more fecal 
incontinence.



Disimpaction…

Choice of regimen

• For patients with severe impaction, rectal medications may be 
needed and are typically used in combination with oral medications

• Rectal medications are more rapidly effective than oral medications 
for disimpaction and may be a powerful motivator for toilet sitting 

• Enemas are invasive and may be difficult to administer to an 
uncooperative or fearful child



Disimpaction regimens

Oral medications when the impaction is not severe:

• PEG with or without electrolytes(1 to 1.5 g/kg/day by mouth for up to six 
days) 

• High-dose mineral oil (15 to 30 mL per year of age, up to 240 mL per day) 

• Mineral oil should not be used for infants, neurologically impaired children, 
and others at high risk for gastroesophageal reflux, because of risks of 
pneumonitis if the oil is aspirated



Disimpaction regimens…

Inpatients

• PEG-electrolyte solution may be given by NGT at 25 mL/kg/hour up to 
a maximum of 400 mL/hour until the stool appears clear or 20 
mL/kg/hour for four hours per day

• Bowel perforation has been reported in children undergoing bowel 
disimpaction with nasogastric PEG-electrolyte solutions, especially in 
patients with previous bowel surgeries, who may have unrecognized 
subacute bowel obstruction due to a stricture or an adhesion.



Rectal medications

Sodium phosphate enema:

33 mL for children 2 to <5 years old

66 mL for children 5 to 12 years old

133 mL for children ≥12 years old.

This dose may be repeated once within 12 to 24 hours

There are several case reports of life-threatening hyperphosphatemia and hypocalcemic tetany, particularly in 
young children, those with colonic dysmotility

It should be avoided in children with renal insufficiency.

Saline enema: 10 to 15 mL per kg.

Mineral oil:

66 mL enema for children 2 to 12 years old

133 mL enema for children ≥12 years old.



Rectal medications …

• Bisacodyl suppositories may be used for older children, 
and glycerin suppositories may be used for infants 

• It is generally not as effective as enemas but are well tolerated

• We do not recommend the use of enemas made of soapsuds, tap 
water, milk and molasses, magnesium, or herbal formulations 
because of potential complications, which include colitis, water 
intoxication, bowel perforation, and bowel necrosis



Oral and rectal medications

• Combination treatment with oral and rectal medications is often the 
most effective approach for moderate or severe fecal impaction

• An outpatient protocol that combines PEG 3350 (without 
electrolytes), mineral oil, and sodium phosphate enemas 

• The initial treatment is with oral medication to soften the stool and 
rectal medication is added on day 2 to help evacuate the impacted 
stool



Maintenance laxative therapy

• The next step in management is a regimen of laxatives, which are 
given regularly and adjusted to achieve soft daily stools

• For most children, the maintenance regimen consists of daily doses of 
an osmotic laxative, supplemented by intermittent or daily use of 
stimulant laxatives when needed



Maintenance laxative therapy …

The laxatives that are considered safe and are used most often for children 
include:

• PEG 3350 (without electrolytes) is the best-studied medication and

• appears to be efficacious and safe

• Magnesium hydroxide

• Lactulose 

• Mineral oil





Osmotic and lubricant laxatives

Laxative Dose

Polyethylene glycol 3350 powder (MiraLax, GlycoLax)

Children (weight-based dosing)

0.4 to 0.8 g/kg per day
¶Δ

; maximum 17 g daily for 
starting dose
Administer by mixing in water, juice, or soda (not 
milk), using 8 oz of fluid for each 17 g dose of 
powder

Children (age-based dosing)

Younger than 18 months 0.5 to 1 teaspoon once daily

18 months to 3 years 2 to 3 teaspoons once daily

Older than 3 years 2 to 4 teaspoons once daily
•Δ

Adults
17 g of powder (1 heaping tablespoon) per day in 8 
oz of beverage



Lactulose (70% solution)Dose

Children 1 mL/kg (up to adult dose) once or twice daily (maximum 60 mL daily)

Adults 15 to 30 mL once daily (maximum 60 mL/day)

Sorbitol (syrup, 70% solution)

1 to 11 years old 1 mL/kg once or twice daily (maximum 30 mL daily)

12 years to adults 15 to 30 mL once or twice daily

Mineral oil
Caution – Should not be used in individuals at risk for aspiration, 
including infants, neurologically impaired children, or patients with 
marked gastroesophageal reflux

1 to 11 years old 1 to 3 mL/kg once daily (maximum 45 mL daily)

12 years to adults 15 to 45 mL once daily

Magnesium hydroxide (milk of magnesia)

1 to 11 years old
1 to 3 mL/kg daily of 400 mg/5 mL solution (maximum 60 mL daily in 
single or divided doses)

12 years to adults
30 to 60 mL daily of 400 mg/5 mL solution (in single or divided doses)
15 to 30 mL daily of 800 mg/5 mL solution (in single or divided doses)



Stimulant laxatives

Laxative Dose

Senna (syrup, 8.8 mg sennosides/5 mL; or tablets, 8.6 mg sennosides/tab)

1 to 2 years old 1.25 to 2.5 mL once or twice daily

2 to 6 years old 2.5 to 3.75 mL once or twice daily

6 to 12 years old 5 to 7.5 mL (or 1 to 2 tabs) once or twice daily

12 years and older 5 to 15 mL (or 1 to 3 tabs) once or twice daily

Bisacodyl (5 mg tablets or 10 mg suppositories)

2 to 12 years old 1 to 2 tablets (or 0.5 to 1 suppository) once daily

12 years to adult 1 to 3 tablets (or 1 suppository) once daily

Glycerin (glycerol) suppositories

Children 2 to 5 years 1 pediatric suppository once daily

Children 6 years to adult 1 adult suppository once daily



Newer pharmacologic agents

• Lubiprostone

• Prucalopride

• Probiotics?



Dietary changes

Fiber

▪ For children with acute or mild chronic constipation, a reasonable target for dietary fiber can be calculated 
as the child's age plus 5 to 10 g/day (ie, 11 to 16 g/day for a six-year-old child).

▪ For children with a history of fecal impaction, extra fiber intake should be encouraged only after colorectal 
function has been restored, eg, after several months of successful treatment with laxatives

Fluid intake

▪ To ensure adequate hydration, children with chronic constipation or fecal incontinence should be 
encouraged to consume at least (960 to 1920 mL) of water or other nonmilk liquids per day, particularly if 
they are using fiber supplements

Cow's milk

▪ It is also possible that excessive consumption of milk may contribute to constipation in some children, even 
in the absence of cow's milk protein intolerance.

▪ we recommend limiting the intake of cow's milk to 24 fluid ounces (720 mL) per day.



Behavior modification

●Toilet sitting 

▪ The child should sit on the toilet shortly after a meal for 5 to 10 minutes, two to three times per day 

▪ Toilet sitting episodes should occur at the same time each day and be timed with a timer or stopwatch 

▪ The routine should be followed every day, particularly during times of transition (eg, holidays, vacations,)

▪ For children whose feet do not touch the floor sitting on a regular toilet seat, it is helpful to use a stool for 
foot support 

▪ A foot support that raises the knees above the level of the hips can help relax the pelvic floor and is 
particularly helpful for a child who tends to withhold stool

●Reward system 



Specific interventions for selected patients

• Biofeedback therapy

• Anal sphincter release(IAS): through injection of botulinum toxin or myectomy

• Sacral nerve stimulation

• Antegrade continence enema(ACE) 

• Diversion procedures

• Colonic resection 





Monitoring and follow-up

• After entering the maintenance phase, the child should have regular 
follow-up visits, initially on a monthly basis and then less frequently 
(eg, every three to four months) 

• The clinician should review the child's stool recordsand repeat the 
abdominal and, if needed, rectal examinations 

• The follow-up visits provide opportunities to evaluate progress, adjust 
medication regimens, anticipate challenges, and celebrate successes



Tapering laxative therapy

• We typically wait until optimal bowel habits are achieved and stable for at 
least six months before laxative use is further decreased or discontinued.

• In many cases, laxatives need to be taken for months and sometimes years 
to maintain daily soft stools.

• The parents or caregivers must be warned not to stop the laxative without 
consulting the child's clinician.

• Stopping laxatives too soon will likely lead to a prompt recurrence and 
disrupt the treatment program.











Thanks for 

your attention


