
work together to provide services for young 
people with idiopathic constipation. 

Management should be reviewed 
throughout transition, and there should be 
clarity about who the lead clinician should 
be to ensure continuity of care. Where tran-
sition is well planned, the clinical, educa-
tional and social outcomes for young 
people are greatly enhanced (DH, 2006).

Constipation is too common a problem 
to leave to the experts. Everyone involved 
in child care should be aware of the risks 
associated with allowing simple constipa-
tion to go unacknowledged, undiagnosed 
and untreated. NT
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5 key 
points 
1 Constipation 

affects up to one 
in three children in 
the UK 

2The term 
idiopathic 

refers to 
constipation where 
there is no 
anatomical or 
physiological 
abnormality 

3Idiopathic 
constipation in 

early childhood is 
often a result of 
stool retention

THE BRISTOL STOOL FORM SCALE (for children)

choose your

Concept by Professor DCA Candy and Emma Davey,
based on the Bristol Stool Form Scale produced
by Dr KW Heaton, Reader in Medicine at the
University of Bristol.
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1

2

3

4

5

6

7 gravy
Watery, no solid pieces ENTIRELY LIQUID

porridge
Fluffy pieces with ragged edges, a mushy stool

chicken nuggets
Soft blobs with clear-cut edges (passed easily)

sausage
Like a sausage or snake, smooth and soft

corn on cob
Like a sausage but with cracks on its surface

bunch of grapes
Sausage-shaped but lumpy

rabbit droppings
Separate hard lumps, like nuts (hard to pass)

Children’s version of the Bristol Stool Chart
Disimpaction 
Impacted faeces must first be cleared so 
that management can begin with a clean 
bowel (Weeks et al, 2000). 

Rectal medication should not be  
used for disimpaction unless all oral prep-
arations have failed. NICE suggests using 
polyethylene glycol 3350, in escalating 
doses, first; if this does work after two 
weeks, a stimulant laxative should be 
added. If polyethylene glycol 3350 is  
not tolerated, a stimulant or a combined 
stimulant-osmotic laxative may be used 
(NICE, 2010). 

Maintenance therapy 
Include dietary advice, maintain a bowel 
chart, persevere with laxatives and avoid 
stopping and starting treatment, which 
can result in sporadic impaction. 

Medication should be continued at a  
maintenance dose for several weeks after a 
regular bowel habit has been established. 
Titrate the laxatives down gradually over  
a period of months according to stool  
consistency and frequency. Some children 
may need laxatives for several years  
(NICE, 2010).

Diet 
There is no clear evidence to suggest that 
increasing fluid and fibre intake will 
relieve constipation. Fluid intake should 
be maintained to avoid dehydration, 
which can be a side-effect of osmotic laxa-
tives. A balanced diet with fibre should be 
promoted, but a high-fibre diet could exac-
erbate symptoms. 

Exercise 
Empirical evidence suggests that a lack of 
exercise may contribute to constipation, 

4The condition 
can involve 

infrequent, painful 
passage of large 
hard stools, 
flatulence, faecal 
incontinence and 
abdominal 
discomfort 

5Treating 
constipation 

early can prevent 
long-term physical 
and psychological 
consequences 

so physical activity tailored to the child’s 
stage of development and ability should  
be promoted. 

The Department of Health (2004) rec-
ommends that children should do at least 
60 minutes of moderate intensity physical 
activity a day.

Faecal incontinence 
Explain the reason for overflow faecal 
incontinence and encourage a regular pat-
tern for using the lavatory, taking advan-
tage of the postprandial colorectal reflex, 
particularly after breakfast and especially 
if laxatives are taken at bedtime. 

Behaviour modification 
Support the child in establishing a regular 
bowel habit by scheduling an unhurried 
toilet regimen about 15 minutes after 
meals. It may be helpful to have a small 
rewards system for successful use of the 
lavatory.

Follow-up 
Offer regular follow-up and a point of con-
tact with specialist healthcare profes-
sionals. Bear in mind that relapses are 
common, so continued use of positive 
reinforcement contributes to long-term 
bowel success.

Conclusion 
The main indicators for the treatment  
of constipation are pain on defecation, 
severe straining and overflow inconti-
nence. If symptoms are mild, reassurance 
and dietary advice may be all that is 
required. If symptoms are persistent and 
psychosocial problems are present, addi-
tional input and continued support will be 
necessary. 

The NICE guidance will help the multi-
professional team to take a coordinated 
approach to early intervention that may 
reduce the incidence of constipation in 
children and young people. School nurses, 
health visitors, children’s nurses, nurses 
specialising in the care of children with 
learning disabilities and GPs have key roles 
in detecting and treating early symptoms 
of constipation. 

School nurses can encourage schools to 
improve standards of comfort, privacy and 
cleanliness in their lavatories and to adopt 
a humane approach to pupils’ opportuni-
ties for toilet visits (Perez, 2010).

Care during the transition from paedi-
atric to adult services should be planned 
and managed according to best practice 
guidance. Successful transition planning 
depends on cooperation between children’s 
and adult services, and these teams should 

For a Nursing Times Learning 
unit on incontinence, go to  
nursingtimes.net/incontinence 
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