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A 12-year-old girl was referred to the paediatric gastroenterol-
ogy service with a history of chronic constipation and fecal 

incontinence. The symptoms were present for seven years, with 
frequent passage of stools in the clothes. She also experienced inter-
mittent nocturnal enuresis. There was no abdominal pain, bloating, 
nausea, vomiting, diarrhea, rectal bleeding, dysuria, chronic cough, 
fatigue or weight loss. Her history was otherwise unremarkable, with 
no problem passing meconium after birth and a normal stool pattern 
in infancy. Her growth and development were normal. The child 
was in foster care and a family history was not available.

The patient was tried on a variety of laxative therapies including 
lactulose, oral polyethylene glycol and repeated rectal enemas. The 
patient had a difficult and protracted course over several years, with 
frequent stool incontinence. Cognitive behavioural therapy was 
provided by a professional psychologist. Due to uncertain compliance 

with oral therapy, lavage with polyethylene glycol via a nasogastric 
tube had been tried several times for fecal disimpaction.

Investigations included normal thyroid function tests, serum 
calcium and urinalysis. An abdominal radiograph had revealed 
fecal loading in the distal colon.

On examination, she was obese with a weight between the 
90th and 95th percentiles, and a height between the 10th and 
25th percentiles. Her body mass index was 29.8 kg/m2 (greater 
than the 97th percentile). There was no pallor, clubbing or thyro-
megaly. The abdomen was soft and nondistended, with no tender-
ness, organomegaly or masses. (A previous rectal examination 
conducted by the referring physician revealed stool in the rectum.) 
Examination of the nervous system and spine was normal.

A diagnostic laboratory test was performed, which revealed the 
diagnosis.

Case 1: Going forward in lack of movement
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Case 1 DIaGNOsIs: CeLIaC DIsease
Serological screening for celiac disease was obtained. The tissue-
transglutaminase antibody (TTG) was positive. Endoscopic small 
intestinal biopsies revealed patchy villous atrophy, crypt hyperplasia 
and a marked increase in intraepithelial lymphocytes, confirming 
celiac disease. 

The patient was started on a gluten-free diet. Over the next 
several months, the stool difficulties improved and the laxatives 
were discontinued. The enuresis also resolved. A year later, the 
TTG antibody was negative. On regular follow-up for five years, 
the patient has remained completely asymptomatic on a strict 
gluten-free diet, and has not required any laxative therapy. 

Constipation is defined as a delay or difficulty in defecation, 
present for two or more weeks, and is a common problem in children. 
Frequency of defecation in healthy infants and children varies con-
siderably, and changes with age. The pattern is even more unpredict-
able in breastfed infants. However, most healthy children will have at 
least three stools weekly. The presence of symptoms (pain and/or soil-
ing), rather than frequency of stooling, better defines constipation. 

In most children (90% to 95%) who experience constipation, 
the problem is functional in nature (ie, without objective evidence 
of a pathological condition). This is often caused by painful stooling 
with resultant voluntary fecal withholding by a child who wants to 
avoid unpleasant defecation. Functional constipation may be trig-
gered by coercive toilet training, toilet phobia, school bathroom 
avoidance, stressful events, intercurrent illness, changes in routine 
or diet, or a child’s postponing defecation because he/she is too busy. 
Organic causes of constipation in children are less common and 
include anatomical problems (eg, anal stenosis), neuropathic causes 
(eg, Hirschsprung’s disease or spinal cord lesions), metabolic and sys-
temic disorders (eg, hypothyroidism, cystic fibrosis, hypercalcemia or 
celiac disease), and medications (eg, opioids or anticholinergics).

Because most cases of constipation are functional, investigations 
are not required. An algorithm for the management of constipation 
in children has been developed by the North American Society 
for Pediatric Gastroenterology, Hepatology and Nutrition (1). The 
treatment of constipation includes education of the family regarding 
appropriate stooling patterns, fecal disimpaction with laxatives, diet-
ary advice on adequate fluid and fibre intake, and behaviour modifica-
tion. Ongoing monitoring of response to therapy is important. 

The vast majority of children with constipation will improve 
with therapy and the problem will resolve. Laboratory inves-
tigations are, therefore, not needed. A plain radiograph of the 
abdomen is helpful in assessing the degree of fecal impaction when 
a rectal examination is not possible. However, some children 
respond poorly to treatment or they relapse once therapy is with-
drawn. For children who remain constipated despite adherence to 
the treatment program, laboratory investigations are indicated (1). 
These screening investigations should include thyroid function 
tests with thyroxine, thyroid- stimulating hormone, serum calcium 
and celiac serology with TTG. The currently available TTG is an 
immunoglobulin (Ig) A-based test, and total serum IgA must be 
measured to avoid a false-negative result. IgA deficiency is more 
common in patients with celiac disease (2). A sweat test should be 
obtained in infants younger than one year of age with chronic con-
stipation. A barium enema for anatomical abnormalities and mag-
netic resonance imaging of the lumbosacral spine for intraspinal 
abnormalities may also be required. The barium enema performed 
to demonstrate the transition zone in Hirschsprung’s disease must 
be unprepped without a colonic clean out. All of the abovemen-
tioned tests can be completed by the primary care physician before 
a referral is made to a paediatric gastroenterology service. More 
specialized investigations, including full-thickness rectal biopsy for 
myenteric abnormalities (including Hirschsprung’s disease) and 

anorectal manometry for myopathy or neuropathy, are best left to 
the gastroenterologists.

Celiac disease is a very common disorder that affects 1% of the 
paediatric population (2). It is now becoming increasingly evident 
that some children (and adults) with celiac disease do not present 
with diarrhea but with quite the opposite, ie, constipation (2-5). 
The present patient was constipated and overweight, which is not 
what most people would associate with a patient with celiac disease. 
In a recent Canadian study (4), constipation was the presenting 
symptom in five of 199 children diagnosed with celiac disease.

It is important to emphasize that not all children with consti-
pation require screening for celiac disease. Serological screening 
should be considered if one or more of the following is present: 
•	 The	patient	has	chronic,	refractory	constipation	despite	

adequate therapy.
•	 The	patient	exhibits	other	clinical	features	suggestive	of	celiac	

disease (2-4). These include vomiting, weight loss, delayed 
puberty, short stature, fatigue, iron-deficiency anemia, 
recurrent oral aphthous ulcers and dental enamel defects.

•	 The	patient	belongs	to	a	high-risk	group	for	celiac	disease.	
This includes children with Down syndrome, type 1 diabetes, 
thyroiditis and those with a first- or second-degree relative 
with celiac disease (2).
The exact cause of constipation in celiac disease remains 

unclear. Gastrointestinal motor abnormalities can occur in celiac 
disease and improve in most patients after starting a gluten-free 
diet (6). The dysmotility from intestinal inflammation is believed 
to be the primary cause of constipation seen in celiac disease. 
Abdominal distension is sometimes seen in these patients. 

CLINICaL PearLs
•	 Although	in	the	vast	majority	of	children	with	constipation	

the problem is functional in nature, organic causes should be 
considered in case of intractable symptoms or poor response to 
therapy.

•	 Celiac	disease	can	sometimes	present	with	constipation	as	the	
only symptom. Children with chronic constipation should be 
screened for celiac disease by serological testing. A timely 
diagnosis and treatment will help resolve the constipation and 
associated problems in these children.
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