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Â Shane has been 
complaining of 
abdominal pain for 
months. He’s been in 
pain now for 3 weeks 
and hasn’t been to 
school.

ÂHis trips to A+E 
resulted in a 
diagnosis of 
constipation

Next please………



Evidence to date

Â13% of normal children have abdo pain

Â4% of all GP paediatric visits

Â8% of all children consult the GP for pain

ÂLots of children have unnecessary 

investigations

Â IBD presents late in childhood –mainly 

through lack of awareness



Should I take a urine sample

Â Bottom line –NO!



Should I consider constipation?

Constipation is painless

Children soil when they are impacted

Impaction is painless

NO!



We also know the constipation cycle

ANAL PAIN

STOOL 

RETAINING

MEGARECTUM

BIGGER

STOOLS
?



Red flags in history of RAP

ü Pain localised from umbilicus +/- radiation

üChanges in bowel habit

ü Vomiting

üAwakens child at night????

üDysuria

üRectal bleeding

üConstitutional symptoms

üAge < 4, >15

üRelevant family history



Red flags on physical examination of RAP

üDocumented weight loss

üFaltering height

üPubertal delay

üAnal fissure & perianal fissure

üOrganomegaly

üExtra intestinal manifestations e.g. 

joints, eyes.









Helicobacter tests in paediatrics

ÂNo role for them esp. for assessing 

abdominal pain.

ÂOnly in combination with endoscopy

ÂOnly the UBT has adequate accuracy

ÂStool antigen –not predictive enough



If no red flags, you probably 

have….Functional abdominal pain





If you have functional abdo 

pain…ÂWhat do we know:

ÃNo evidence to predict value of blood tests

ÃNo evidence to support use of ultrasound

ÃLittle evidence to support use of endscopy

ÃInsufficient evidence to support pH monitoring

ÂContribution of daily stressors

ÂThese patients have more symptoms of 

anxiety and depression



IBS pain

RAP

Epigastric ï

non ulcer dyspepsia

Endoscopy plus PPI

Look for red flags

Red flags and bloods

Bottom line



Common pitfalls

ÂTaking the history from the mother

ÂFailing to look at the anus

ÂNot plotting or assessing growth and 
puberty

ÂPerforming an ultrasound or taking a urine 
sample

ÂBlindly treating with anything you can lay 
your hands on!

ÂTreating constipation when the patient has 
pain!



Learning points -

Persistent 

abdominal pain

No red flags –consider functional pain

Reassess –it will become apparent

No medicines without a diagnosis



So who has appendicitis

ÂWhat are the most 

discriminating 

physical signs 



So who has appendicitis

ÂWhat are the most 

discriminating 

physical signs 

Â Fever

ÂRebound pain

Â Inability to walk

ÂNausea

ÂMigration of pain







Learning points -

appendicitis

No fever no appendicitis

Rebound and focal signs

Don’t offer antibiotics –beware adolescent 

boys with “UTIs”



Rectal bleeding

ÂNot as serious as adults

Â4 main options:

ÃBreast fed infant

ÃLocal cause

ÃJuvenile polyp

ÃColitis  



Â IS this a 

normal 

variant?

Â Is a little 

inflammation  

good for you?



Local causes

ÂDon’t look –can’t see

Â Think of strep.....



Juvenile hamartomatous polyps

Â Persistent bleeding

ÂIt’s persistent



So what are the red flags for 

this?



Open questions

Â Symptoms of proctitis

ÂUrgency

Â Incomplete emptying

Â Pain

Â Pain at defecation is 

reassuring

ÂNocturnal defecation 

is the top red flag

Â Systemic symptoms

Â Family history

ÂMouth ulcers

ÂDon’t rely on blood 

tests



Learning points –

Rectal bleeding

No hurry

Think of the 4 causes

Proctitis or systemic symptoms refer urgent

Beware nocturnal defecation

There is no substitute for waiting then scoping



Â As mother turns to the door she says, can you 

help my new  2month baby stop screaming –it’s 

really hard to get rest………………

What is colic?

Oh doctor, just as I’m leaving can I ask you?



Â Should she carry the child more?

ÃOne RCT (66 infants) –no difference

Â Should she reduce stimulation

ÃOne RCT (42 infants)- beneficial effect

ÂCranial osteopathy

ÃNo data

ÂCrib vibrator/ car ride stimulation/infant massage

ÃOne RCT –no difference

What new evidence do I need to know about?

http://dtb.bmj.com/dtb


Â Simethicone (infacol) vs placebo

Ã3 RCT’s –no good evidence, and not likely to be new 

evidence forthcoming

ÂCaesin hydrolysate

ÃAnecdotally, very effective for select cases 

ÃBut who will benefit? –those from atopic families

ÃRCT 122 infants, active diet (low allergic) had a 

beneficial effect on crying

What new evidence do I need to know about?

http://dtb.bmj.com/dtb


•Food allergy like urticaria or 
anaphylaxis

•Oral allergy syndrome
IgE mediated 

immediate 
reaction

•eczema

•Allergic colitis

•Infantile colic

•GORD

•Allergic dysmotility

•Enteropathy

Non IgE
mediated –

delayed 
manifestation



Cows milk 
formulae

•Allergic

•Cheap

•tastes nice

Partially 
hydrolysed

•Soy not an 
option

•Questionable 
effectiveness

Whey 
hydrolysate

•Palatable but 
allergic

•e.g. Pepti

Caesin
hydrolysate

•First line for 
food allergy

•e.g. 
nutramigen

Elemental

•Unpalatable

•Expensive

•First line if 
breast 
feeding

•e.g.neocate

•Nutramigen
AA



No discriminating aspect to history



Screaming ≠ reflux



There is a role for change in formula

Trial of withdrawal of cows milk from mothers diet



Evidence does not support use of domperidone



Lack of evidence for PPI in infantile agitation



Red flags



ÂDon’t fall into the trap of treating reflux 

ÂAsk for how many hours a day the child 

cries

ÂRealise that whatever you do, the infant 

will get better

ÂAsk for advice from colleagues that won’t 

undermine you

ÂConsider change in formula first (SIAS)

Practical management tips



Cows milk 
formulae

•Allergic

•Cheap

•tastes nice

Partially 
hydrolysed

•Soy not an 
option

•Questionable 
effectiveness

Whey 
hydrolysate

•Palatable but 
allergic

•e.g. Pepti

Caesin
hydrolysate

•First line for 
food allergy

•e.g. 
nutramigen

Elemental

•Unpalatable

•Expensive

•First line if 
breast 
feeding

•e.g.neocate

•Nutramigen
AA



ÂToo hot to handle

ÂReassurance won’t work
ÂRealise that most will be better by the time they 

are seen anyway

ÂStrong family history of atopy

When should I refer my patient?



Learning points in 

GOR and infantile 

colic

Treating reflux when there is little evidence 

to support the use of anti reflux therapy in 

infantile colic 

Realise that infantile colic is not the same as 

feed phobia





Prevalence

Â0.5-1% in European ancestry

ÂMost undiagnosed



ÂMedian age has risen

ÂGastro intestinal manifestations as 

presenting symptoms decreased

Â1:4 children identified at targeted 

screening









Testing

ÂTissue transglutaminase –test of choice

Â IgA deficiency and celiac co exist in 2-10% 
therefore mandatory to test for IgA 
deficiency.

ÃIf IgA deficient, test with tTG-IgG.

ÃAnti gliadin assays no longer recommended –
except the use of deaminated antigliadin 
assay











Population screening

ÂPrevalence is greater than other diseases 

to which we screen.

ÂFailure to diagnose:

ÃAnaemia, pubertal delay, poor growth, 

abnormal LFT’s, neuro psychiatry, 

depression, epilepsy with calcification, 

perhaps other auto immune diseases.

Ã? Malignant risk and osteoporosis

Despite this –not in place







Learning points –

coeliac disease

Most likely to present with insidious symptoms

Always measure the IgA level as well as TTG, AEM is out

Look for other autoimmune phenomena

Breast feed to decrease risk



October 10

Man’s obsession with his 

bowels
“…. I am persuaded to believe…., that hardly anyone 

has a firm state of health, or can keep himself in good 

order unless his body be moderately open everyday 

by natural purging……..Nor does the method of living 

more require than the thicker and worse part of the 

food, which being too long retained sends up 

noxious, and in a manner of venomous steams, 

should be expelled from the body….

Harris W. 1742. A treatise of the acute diseases of 

infant. Royal College of Physicians, London



Patterns of constipation

ÂStool retaining behaviour in younger 

children

ÂSoiling in older

ÂEverything else is pretty minor.......



infant

•Infrequent passing of stool

•Effect of milk

Toddler

•Delay in potty training

•Stool retaining behaviour

•Megarectum

•Oblivious soiling



October 10

The stool retaining cycle

ANAL PAIN

STOOL 

RETAINING

MEGARECTUM

BIGGER

STOOLS ?



Assess for impaction

Don’t treat constipation 

with maintence therapy 

until you have disimpacted



assessment

•Are they impacted

•Any red flags?

soften

•Lactulose

•Add senna if stool retaining behaviour

Next step

•Movicol paediatric

•Add in picosulphate

Impacted
•Then disimpact first



Red flags according to 

NICE

Â Symptoms since birth

ÂDelay in meconium

Â Locomotor delay

Â Abdominal distension 

with vomiting

Â Abnormal anus –

position, fissures

ÂDistension

Â Abnormal spine 

findings

Â Talipes

Â Absent reflexes



October 10

Myths in constipation

ÂValue of Xrays
Â Total and segmental colonic transit time with 

radio-opaque markers in adolescents with 

functional constipation. Journal of Pediatric 

Gastroenterology & Nutrition.  27(2):138-42, 1998

ÂPlain abdominal Xray 

ÂBiofeedback



October 10

Hirschsprung’s disease

Â A retrospective review of 186 rectal biopsies 

from 141 children

Â All of the 17 children with Hirschsprung's 

disease had the onset of symptoms before 

the age of 4 weeks. 

Â If the age at onset of constipation  is after the 

neonatal period, a rectal biopsy is

unnecessary.

Arch Dis Child 1998;79:266-268)



October 10

Illnesses associated with constipation

ÂCoeliac disease

Â Intercurrent illnesses, poor fluid intake and 

immobility

ÂCystic fibrosis

ÂCarcinoma of the colon

ÂMetabolic

Ãthyroid

Ãcalcium, potassium

Milk intolerance



October 10

Indications for referral

üWhere organic causes are suspected

ü.Infants < 4 months as they have a higher 

probability of organic causes.

üSevere faecal loading which may be 

accompanied with anal dilatation. These 

children need paediatric referral for 

assessment.

üWhere there are features of intestinal 

obstruction e.g. distension and vomiting.

üThose that require psychological support.



Learning points in 

constipation

•Stool retaining behaviour ≠ constipation

•Disimpact before you try to achieve continence

•Don’t have to poo everyday

•No one died of constipation













Get the diagnosis right

Fast rehydrate for 4 hours only. 
ORS only in those that are dry

Then feed again. Do not dilute 
feeds

If fails repeat the process



Learning points –

acute diarrhoea

Determine deficit and replace in 4 hrs

Refeed at 4 hours

Continue to breast feed

Rotavirus vaccine works



Learning points -

Persistent 

abdominal pain

No red flags –consider functional pain

Reassess –it will become apparent

No medicines without a diagnosis



Learning points -

appendicitis

No fever no appendicitis

Rebound and focal signs

Don’t offer antibiotics –beware adolescent 

boys with “UTIs”



Learning points –

Rectal bleeding

No hurry

Think of the 4 causes

Proctitis or systemic symptoms refer urgent

Beware nocturnal defecation

There is no substitute for waiting then scoping



Learning points in 

GOR and infantile 

colic

Treating reflux when there is little evidence 

to support the use of anti reflux therapy in 

infantile colic 

Realise that infantile colic is not the same as 

feed phobia



Learning points –

coeliac disease

Most likely to present with insidious symptoms

Always measure the IgA level as well as TTG, AEM is out

Look for other autoimmune phenomena

Breast feed to decrease risk



Learning points in 

constipation

•Stool retaining behaviour ≠ constipation

•Disimpact before you try to achieve continence

•Don’t have to poo everyday

•No one died of constipation



Learning points –

acute diarrhoea

Determine deficit and replace in 4 hrs

Refeed at 4 hours

Continue to breast feed

Rotavirus vaccine works


