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wudy lumssnwviesynlumsnuaziinian dusisuiionnisviesn
9. LUgU"I5 child-oriented toilet training method Tun1siatuaiey A1 (D) WUz1N9E1989

=3
gamsgluin
[l 1Y = < a

nsdesiadUnenIausnynuIsLUNgNILALEMNS
- msdstedUievseUsnININIUImMENIuFueIMT ey #1310 (D) IVEAVALERERE

linavaussiomssnwimsensrugluruingegasuiunssnwinig

wmsgudy o Wuszeznatetelos 3 Hou (intractable constipation)
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muaiJ
Vioawn (constipation) vinefs 81N156189ATENRAUNALILA eerannvTetigenAaUnd

Junamunuegneles 2 dav uasiinansenusierUae’

ieeynl3lsAn1ene (functional constipation) mnefia e1n13vipeynliifiatvnnlsanienig

aINbITUNISUSEUMAMAREMINEEN Wagddadununne Rome IV 30151991 1

Intractable constipation fie vissnlslsanenieilinouauaswian1snYINULINTFIUENS

& o =2 a d' ' ° I 1 A q
WUT Gesaunenisnuensrugluruniinungausgsaitauodunaiuiunii 3 ey

a . . o ) aa o v
M197197 1 @AY Rome |V criteria a']ﬁiu‘ﬂ']i')u%aﬂm@ﬂaﬂiﬁiﬂ‘mq\jﬂqﬁl

Wwndenisnae 4 U

a o ! dy 1 4 ¥ [ 1 %4 &
onwaugmelullognetios 2 4o 1Wunaiagatios 1 Weou

1 v

1. 91983NTEUREN NI 2 ASesadUam

v
[

Useindugaanseegnauin

pd)}

I3

. 61899TTUIINT D8RI TTUA NI

. fggansEioulny

R LN

. ananuganseioulugluldnse (rectum)
Tudinfilnduanegaarszddoud enaldinasiiufudssioluil
6. 999132480 (fecal incontinence) agnstios 1 ASssiadUnnt

7. UsyiRganseieulvgjaueravinlidugasiu

o o & VoA X
wniifionganunauinsasud 4 Y auly

¥

fidnuawsdeluilognaios 2 4o inedetion 1 afsteduani Wunaetstion 1 ey waglidfuinmst
Aadenguenisanlduususau (ritable bowel syndrome) saufisliianunsneduieeinisaanailasag
Tsameniedu o

1. thegaansetiosniviewinfu 2 adsdeduani

. ﬁwqaﬂsiuﬂg’uqamsz (withholding behavior) %58 LLamwhﬂéguqamiz (retentive posture)*

. 818999135 M3 0018995 UANAY

. fiusziRgaanseheulvgjawilvidiugsiu

. aranuganseiaulugluldnse (rectum)

(&) N e N SN S

3 . . 1 v 3 1 (Y] I3
. 9397132160 (fecal incontinence) 8819UBY 1 ASINDHUAIM

*uandlag n1sBuvduiu Iad insawn Tuvauztinaiegansy dfunasesdulsaneasiinsnoniu
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s:u1adnén

viewndutgmanudesludin lnenuarugniosaz 0.5-32.2 Tunguuszansinniialy® luwy
ATULANANITZNIANATIBLASNAV Wagear 90 veaUlglifianmninlsaninie’ wnnewiaeu
Jugenginuriosnlslsamenisuesnitvneigdu ailnszinerdesdungAnssundnibesmnuiulie
2 o & = ¢ o i e N a4 Aw
vauandeil nmeiusraunisalidunnvidnluvued1ega1senls ¥Seluannunadniiny (anal
fissure) F9uaNIOBNIABNITNALYINTLNTIZAAAIUNMTVEN D In1sndInandbiiiunisdndmiourdu
NYIIUNTUYINTELABUANIVIINALYINTY (retentive posture) IANKEINUNIIEUARAIAIINNGINERINTE

=

InsuavanenullalfzusoNaunidu o

nsnaugaszUseasululsyd vilvganszavanluldnsanniubes 4 feazaiegaaiszen
o <@ d’g = 1 & = a gj I Y . . .
AUINKAZIRUNINTY N1 TEivualgarudlegainauganseilulunuindng pain-withholding
-pain vicious cycle’ gavnsziazanUsaunluldnse Weldldsunissnun auiine1nsgaaiszidn
(fecal incontinence) Msfinwnmeviewrnllsamineluinlneainlsmeiviaseivafenl nuinfevas
76 fsEIRIUIMITTnIINNNIIEINsTInney’ uenaniinuimginssunisnuleemsliiisane
mMseenmaeties Auesen Usyiaviewmnluaseunsh enaduiusiuriomnlslsamenigludn® © >
wiivewnlslsanienieaglifinaireussdeauninmieniy uwiasnsadamansenusionunndInaudiny

915ual N3EEuTeLAn AaenIwlEunAsaliminninasgsundnaie'?

= ¥ [ o [ o = 1 IS o
InNsAnwANgnvesiesntuining lnenisdrsialuantdnSeutiseny 4-14 U 41wy
1,450 578 wuhdleldAdenuviosynfe 61899375etiaunit 3 aswiodunni nuanugnievas 4.6 wanin

Tdnauai Rome Il Tunsiadeviosmnlslsamenigludineny 3-6 T druau 362 518 uaz Wineny 4 e

fia 5 UNeddininagunIng 91uau 3,010 598 WUANMLYN3eEas 25 wazdosaz 2.4 ey’

q

msduoad
Aaudl 1 sunsalinisidadefiosynlilsamsniglfannisdnyssfanaznsasieanglu
Urednilididyaraniiou (alarm features) lévdalal
fuuzih: swnsalinmsidadefeaynlflsammeludUaednilifidyyraniould
AMANVIANG U finann (D) (MARuIN 1)
uRNUszYusRu: Wiuseegnads Souay 100

AN IAUMINATRULZEN: Luzde1984
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A195UNY

widelaiideyaatvayy uiauiAunusLImg 1ATEUUNIAANIMT-AIU kazlnyuIngIus
mivglsUuagnivewsnmile (the European Society of Paediatric Gastroenterology, Hepatology
and Nutrition; ESPGHAN and the North American Society of Pediatric Gastroenterology, Hepatology
and Nutrition; NASPGHAN) LLuzﬁﬂﬁ%ﬁﬂﬁaﬁaﬂ@ﬂiﬁsﬂmﬂmduﬁﬂﬁlajﬁﬁag@mﬁau 1MNNENUTE IR
LazAT9 e’ (3197 2) Inglidududesdmamariosufoinng lutlagtufimsivuainausads
VioanlslsAnieneniy Rome IV (151971 1) egalsfimna Wuiihdunadn AUITLAIANANYBINITAINUA
naein1Fitadedananfe weusslomilumiAdonazns@nwiduszuininet egslsmulunvufon
Fewuithefidnvazviomnidnlafuinasily Rome IV asu 2 48 usszeznatvosemslids 1 1feu

[y

nuskndanunsaidadeviesnlilsansmeunayiinissnuwila

msfinwdnvagmeedinueaiomnlslsamenigludn® %

wuingtheseway 37-91 dngAnssy
ndugansy vde uanwihndugiansy wu liseutdsdiegannsy Wudu Fsdnwazdsnansingnaziasann
nsdnlsedR dUieSevay 33-68 admuiougasEnImtvies wavsesay 34-77 f9IN15999152480
Fsornsfananvsueninfinneiitigaasyauiululénss (fecal impaction) uisignidrlafindndueins

Wioe3295051 riotlulgmaungfnssu

M19197 2 uansdyaauiouannn1stnUse ikarn T35 9Meivaveniisvissynainamalsanianig’

U520

- Fuonsdigganszarunlunisnengiosndt 1 Weu

- lidhetmnanel 48 Frluwmdain

- fiusyiReuluaseunsudulsa Hirschsprung

- dnvargranndudidn 4 mfleuiudu vieganseiiFentu Tnglifunadniifu (anal fissure)

- wuen1s5mdu 9 louA 10 ondeuluiing viesdn msesgdulaardiiaun® Waminisd [Wudu

157523519078

- Y1999RIIN

- UseTRuaznsnsanseneidiléfunag hypothyroid wu Rnuis Wamnnisdh dedlnsessin

- Ranmlnednuasysmennuinavduesfuiauinund wu ndwdeusnatuwuy wioliviu
2 974 (gluteal cleft deviation), sacral agenesis @RI RAUNG NN (tuft of hair) soEYNAN
(sacral dimple) uaznszanndsnnte {udu

- fundsgnnviinegiiadiuris nany perianal fistula uwKadniifuawelwewiedn vise anal scar

- 145l anal wag cremasteric reflex

- AmuAsYeInamLile wag deep tendon reflex U9918AAY
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P & v aa & Y v a = v Aa Y
LﬂJ@‘W‘ULVIﬂV]'ENQﬂVlﬂJ SUEUNEULA B UTINAU ﬂ?iﬂ@ﬂﬂﬂ@ﬂaﬂﬂmﬁqL‘Vi@!ﬂ']ﬂiﬁﬂm']ﬂﬂ']ﬁLﬂu@u@‘ULLiﬂ

= =

wardmaiuiunuameiiings annisanulugiiedniiomn 316 s18 wuigUieviownidave

q

nlsanaNelanwaugneedin lawn Yseifaietmait dedddls lifivseiiuansinnduganse uay

avyanvdnlinugaasgdauiululdnse inndnguiesnlilsanenivegailedfynieada

o

Ara1ud 2 Indudiaensiraninsmin (digital rectal examination) TugUaennsaiinanis
Aladevienllsanianiensaly

v

Auuziin: dndudesmsaannamingnsemenisitiaderiownlilsanienie
AMAMUANZIW: Uunand (B) (nANWINT 2)

ad 1 o o ® v 1 a o
uANUsEyusiaAugi: umeee19gs Savay 100

AN IAUUNATKULZEN: wuzde1984

Aa5U"Y
= ] v I3 aa o o !
nnsfnwituanrieaynlslsanienieniuinaeinisiiade Rome Il 91w 235 578 WuI1
$owaz 92 anwnsaidadeviewmnlslsamanieasuaunae Taglddnduseamnsimnsudn d5Uiedies
19 519 ($owaz 8) Nindusowmsravmviiniiensiamagsaszdanuululdnss Feanunsalinisitady

'3 9122 v ‘a’l’ 1 ‘é’l =3 v & 5 b4 aa U v
ANl Rome Il e deyatiusdinannapnlslsanunigifounianunaiansalinisidadelaain

=

anwagduneadinlaelidemsiannsuin dadunisasianignan vibiguaeddnnds uaveradinasie

q

a | o o a o & 2 v o &y
Qfﬂifﬂ @EJ']\'ﬂﬁﬂG]"lﬂJ ﬂ'ﬁmﬁ?ﬂm'ﬁ'ﬁWUﬂﬂJﬂT‘mqmLUUIuLﬂﬂV]@QQﬂ NIEUANIU

1. ldaedmanglung 24-48 Hluwmdain vsedlonisvissntunisnangioy
2. Tdyaausiou NUUBNAWDIKNINAUNALIANINEY

3. Intractable constipation

a. asdeviesynlSlsameneusiidnuagmendin linsumsinasinisiteds Rome IV Geddu
foemsramgantszdanuululdnss wu nsditielivszifigaassdaiisteinisiies Wusu

5. fusglenilunsfinnunanisinwin1izgannsydawiululdnsaauingaaissdn (overflow

fecal incontinence)

AN 3 NITNFUNINANUUNLINLABEAEDINTENNTY LH19B1E 1-2 1ADU NAUAINEIRNTE
1 o dg! 1w a a 1 o I aa o Y = 1
WeTuduuadeiuund Tnglilidyarannou avsidadeviaswnusali

Az liddadeviaemnlunisnivuuwinduseifdaesiu

AMAMMTANIU: UUNaNa (B) (MAKWINT 3)
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ad 1o ° & v | a v & v v
uﬂﬂﬂizﬁuﬂaﬂ'\u’ugu']: LAUMIEDYNNEN 5088 90 LUUMIY T988aY 10

AN IAURUNATRUZEN: wuzde1984

Aa5u"Y

nsfnulusinssemenudn msnAuuuuddnlngiingisgannsziade 3 aswiotu lugaseny
4-6 &k nFsntunuivesnstiegaansrazanas WeogUsrana 16 dUai azdiegunsziais
Uszanal 2 aSasoTu Sawhfumsniiiuuawan” dmsunsinuilunisnlne WUIMINLINNARIEEANTE
iy 3 adwiotu uasdnnuattazanaaduiade 1.5 aduioty ooy 1 777

[y

TYAINUTLNANTUAT WUT1 MsnAuuuLtUszIesar 37 UseiRlAun188915eYNT
gj ! a ! lﬂl lﬂl L L4 ! 1 U &{ ldl U 1 gj L2 1 gj
AaksksNLAR AawileanedeUssanu 6 dUam Axa1eganTEieiuTuage 6 Tusenss (2-28 Juseasv)
Inedamaiiganrselinund wavlifinnuiinun@idu 9 nswdsuwdainisanegaanseeguiuade 10 dam
(1-34 &Uanih) ndsniy msnmaridanaduinareveauunfivuin® Jsaenndosiudeyasinuszme
NmEY Anumsniuuuul TUsyiRanegaseineiudu Tnaisuliennsaauwsiengady 1.9 Weu (0.5-3.5
= o a = d 129 a A a
Wow) uwavomsagmeliilenngiade 3.9 e (1-7 Wwew) lnemsnunselasunsnsiafivaviiug
WU N13nsIadldivaMeansiiuisd (contrast enema) MadinduLiaatnigeyiaveddnss (suction rectal

biopsy) Faxan1snIvegluinaeiunAnmun

NVENFIWV A UATUAYUIT MIINUNANNUUNLUNAVAINAUIIY 819ANAVRINITAY
9939198ANAIINANBE19TIATINT0018E1097 1-2 wou wiin1sidsuudasdanailulyviaawn
WiANENIIUNTT danugiliunndrisiafnniunisnivaiidiveiidnseise1nsuageinisuansinau

v ! [ a
AUNTEYNNIINAIUYIATZLTUUNG

v Y

AIDUT 4 N13anenInwseEYeeYias (plain abdominal radiography) Liedtiadeviaswn
8saneniedinnudndunsel

[ o 10 & v v 1 @ a t4 aa o v
Az idntudasldnisareninidvesiaslunisitaderiaawnlilsaneniennse
AMAMUANGIW: Uunana (B) (MAxuNi 4)
ad 1o ° & v | a v & v %]
UANUISYNADAMUL U LEUAILDYNEBY T0UaT 54 LTUAIY ToUaE 46

NS ETNAULEN: kuzdkuuiEeuly

ANB5UNY
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nUszasAnIsldnsanen nidvesieniiedtadevieaynlslsanienie Aen1snTIINIgITY
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Aazavlualdinguwazldnse Fadudnvauzdrginuluandiewn Adundnisiruanaeisg 9
dmsuitadegansvasauludldlvguasldnsalaunimanssaddaaias lawn Barr score, Leech score %50

Blethyn score™™

PINNMINUMIWITIANTIHEEInTuszuy (systematic review) 2 518911 18TIUTINTIBNUAN 9
fnwIAukiug1vesnsItaderieamnainamaneseddeias lugUlienitladevieannaiutayania
AaLln*" >

65-90) ANUINIZSDEAL 43 (95% Cl, 18-71)-99 (95% Cl, 95-100) harsnsiarunuu1aztiu (likelihood

wuhmtadeviesnananaesiddesios daulifesas 60 (95% CI, 46-72)-80 (95% Cl,

ratio, LR) Tun153tadeladlen 1.0 (95% CI, 0.5-1.6)-1.2 (95% ClI, 1.0-1.4) F99LLiuIIAMULLUEIIVD
ns3ladeviaanannameanesedvesissdanuuandrsduiunisiiamdenuuagzinueilun1sitadevissn

AINNITOIUNNSIAVDINDIVDILAATNITAN®WN

ANNENTIUNTSY TAuWiud n1s3daderiesnndien1snsiangantseasisazanlualding
wagldnsaannameiededdesissdelianuuiudliunnne Jsliaunsatunldnawnunisdnuseifuas

71519319N81A LAAITNAITUNEINSTIINNE8SIETRINadluU1nNSal fasalUll

1. feensnsiamganssAsiavanludldivauazldnsdudUreniivoyansndinlinsy 2 1o

Aunaua Rome IV wazgtheldsuilelunisnsianismin

2. gUhgdunnnuazlianunsaviielitiniieluninsiasiniy adiieugansenminewse

A52AMNTNUNLS

3. wisldfnnunanissnyingansedauuululdnse

A10uN 5 NMsasaldingideansiiuied fuszlevllunisnsiafansesdUlenasdalsa
Hirschsprung #3aly

Az Mansiaaldlugdaeansiiuied duszlevilunisaansaslsa Hirschsprung TugUae

[

NanwuzNIeAaTn d98815A Hirschsprung (15199 1)
AMAMUANGIW: U1unana (B) (MARUINT 5)
ad 1o o & v " a v
uANUszyusaAwuzii: Wiiee198e Savay 100

AN IAUITUNALUZEN: wUzdNe1984

A185U"eY
Tugthewnifionsmneadiinasdelse Hirschsprung Wy Yiosynasusiusniin viesdn aedkils

(715797 3) ViseviRanTilineUALDIRENITSNYIRIBEITEUNERENANT AITRaNTaNdInTIRTossuiie
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Pelun13ladelsa Hirschsprung @edl 3 35 (m151991 4) loun nsesaaldlugmeansiused iedum

anwag transitional zone wasdldlung) N15M379 anorectal manometry (ARM) titeUsziiudngUaedl

rectoanal inhibitory reflex (RAIR) 5ol uagn1santuLiiaanibauiiavasldnss (suction rectal biopsy)

A aa % . & ad Ay a Y o o
WWBEINTIIN NN IMaaUuUszaIm (ganglion cells) NTHTIAVIN 3 35 UUDALASVBLEULANG1GNU

(115799 4) NMINUIUITIUNTINRETUITEUY TeTusindeyadnn 22 51891 TANwIAIULILE

YDINTATIAN 3 50198 WerIeuifisuiunanisnsa full thickness rectal biopsy Fuduisunsgu

(gold standard) wuinn1sfinduiloainioyiinvedldnss waz n1snsia ARM 10uisnsaadansesiidl

AnukugaanInsaTadldlngieasiued”

M19197 3 9INTharaINTHANITIBRENTBwENlSlsANINeLaylsa Hirschsprung

anwauEnIeARLn vioawnl3lsAnienig 15A Hirschsprung
fnedmandiAu 24 il Taily Taf
81893315z ey wuvey Tainy
99913zan ki3 Wuuoy Talwu
vhnaugaanse NnuUee Tainy
NSATIANITNUN
- unadniiveunnswiin nuUee lainy
- gavseluldns wuUIuann Tainy
- mamizﬁﬁlﬁmLﬁaaauﬁamﬂgmwmﬁﬂ laifigransevismuii Tnflgaasumainin i

715197 4 WIBUNEUNMINTIAINIIUingeansiused, anorectal manometry Uayn13dATUIHBANEBYRIVDS

Tdns9 (suction rectal biopsy) Tun1sAansaslsa Hirschsprung™

R GRIE RN

Tuuszwmelne

"N159929 QUEITRTN Al AMUIUNIZ | 511 | ANIZUNINGRU
(%, 95% CI) | (%, 95% Cl)
msnadldvgee | Tluswinly 70 (64-76) | 83(74-90) | gn GG
asnusd
Anorectal manometry | fawiglusn ldfiusidlu | 91 (85-95) 94 (89-97) | W4 Taidl
Usewnelng
nsdinduilonniBeyiiy | damizlusm. laifuis 93(88-95) | 98(95-99) | uws aldmea

Cl; confidence interval
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AneNsIUNSI Sannadtuinudnisasindildivgdeasiivid Sanulhuazanusinizdinii
3 ARM wazmsdinduiieaniboyfinveddng widsesuuziilvinisasadildlngfeansiuisdiduns
naafnnsaslsn Hirschsprung lugftheiinlnemmesdunsnsafidnfeldig uazansansnaldly
Tsmeuaialulutsemdlng wenanidiiusslonilunsmainaiiesynlumsniiinananuiiaund
vosdldlvejudrifindu o lunsdifinanisnsandldlvaideansiiviaduni widinsasdelsa Hirschsprung

AsdeUSNYININSWIMENIAU I sEA L uNTRUAUE WU

A1a1udl 6 ArTEInsIInIwARURImanWHInsEandunasduEe (magnetic resonance
imaging of lumbosacral spine) Lﬁammmﬂug’{ﬂaa intractable constipation YER|EY

Auuzin: lisusihlidensranwaduwimaniviinssgndunasdauaslugias intractable

constipation NanN15M5293519ME ldnuANNRRUNAvaslsAludUNaY
AMAINMANGIU: 71 (C) (NARLINT 6)
ad 1o o < v A v < v 1%
UANUszyusiaAwuIn: WiuGigad9Es Soraz 83 Wiume Seuay 17

AN IAUNRUNATKUZEN: wuzde1984

A85UeY

a a @ [ ! & b4 < Y v =2

anuinUnfvetlvdundsdarsiiluanngvesiamnluannuldtes n1sfinwandseine

ansgersnilunniiiu intractable constipation §1uau 88 318 wuAURAUNAveslvdunalnaN15MTIa
mauwmaniniinszandundsdiuans laun filar lipoma uay tethered cord Ussanaiosaz 9 lag
AUaevimualinuaNRAUNAIINNINTIINMEN839E (plain radiography) veinseandunds Faguae
Uszanas 1 Tu 3 inssanuanuAaundannaiweduwdivanivihnseandundsdiuans asnsianuaiuin
UnAved cremasteric reflex, anal wink reflex 38 anal sphincter tone uag 1 Tu 4 ﬁﬂixiﬁmﬁ]ﬁmﬁﬂ
selaangniiueusiumiey uaziiedesay 85 Tensviewndvunddlasunisidiauiluanurauni™
pgslsAny nsAnwlwAnfidy intractable constipation 311U 130 518 AAUSENALLLEDILAUA

a a o ! < o v 1 ! = 1% @
ATIINUANLRAUNRIINNTATIIAMARURIAN I Inseandundsdiuaaiiesiosar 3 Wiy lay
wutlu occult spina bifida waz filar lipoma {UaevsuaiiiauiinUnAvesnsegndundsdiuans lunu
AMUAAUNARINNITATIT1NENIeTEUUYTEAIMN winudndl gluteal cleft deviation FU3eMavn

f91MsvieyNATUNAINSN WM SEUIEkarN1SUTUABUNg Anssulng lidesindnsnwn ™

= < ! [ A v = - o dll 1 <
ANENTINNITY dauiiudn dlufivdngruiivsnenazatiuauunisnsianinaauudivinlniii
nsggndumasdiuans luinviesmnisesmnse Wewinnsdnwiieriulsslesinisnsinaina1ndiitey

wazilunisfnvianienguiUie intractable constipation Usznaufunanis@nwiunaiiinugvae
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SrunuesfidmnufinUnfveslvdundsdiuans SniaanuRaundfinsiany enaldidsunlainisine
ashqlsﬁmma1aﬂmamdammiumaﬁﬁwuﬁﬂaEJ intractable constipation UAUIDIN1TUIDNITNITIA
Sumeiiasdeindianuiiaundvesludunds Wy wu 380 (dimple) %38 N5eqnau (tuft of hair) VLRI
UShadunasdiu lumbosacral ¥sens1anuANNRnUNAYeIUsTamMvdURaIdILae WU AsIany anal
sphincter tone fiRaunR wionu sluteal cleft deviation 523l cremasteric %39 anal wink reflex

WDusu

A1aud 7 TugdUne intractable constipation MasdgaNvnNUWLUSAUUNTT ATHANTUN
n13denTaMe)RANAUING (immunologic test) nvalal

Auuzdn: linuzihlddinsiadaninseau eosinophils, IgE, specific IgE Wazn15m$2a skin

prick test (SPT) \adtadeauniasynanlsALlUTAuNIa
AMAINMANGIW: 71 (C) (MARLINT 7)
ad 1o ° & v I oa v
uANUTEYNsaAULIn: Wiumeag138e Sosag 100

AN IAUNRUNATKUZEN: wuzde1984

A85UeY
ffeyauandliiiui {Uiedn?ill intractable constipation anafianunainlsawilusiuuniale

Uszanaufosaz 28-77 Inethadinuanivngainvieswnidesnullsiuuats wasnduiionnisdndlenadeu

36-40

fes oral food challenge test™* \Jufitndanninsenudiwuiiaiinisallsauilusfuunireudns

= I \ Aao R Aa wa a v oa :1' a v |
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v
36-38

Avtissniay aundniau vaerauiu Wudu sauvaivseiflsagiuilunseuniisiueie®® 8nvssenu

v

dilvgiveneelunszuiunsitidady AnludsmsAmiddeiamarilunsuvanatoya

Y v

definsanteyansnmanmagiiduiuinewiioiledelsauilusiuunivesiaglunisdnu
F198U wudinssenuRaiuanasiy TnefinsAnen 3 5199w AllwuanuuenesiuressERu ISE,
specific Ig E sialusiiuunidluden uasnansaa SPT seninarUaewdn intractable constipation Puiuae
TauilUsAuun g luvaefinis@nw 2 318911 wudEhe intractable constipation AuilUsAuLLT
fnanisasratnafuduvinediedes 1 ¥de* wazfihe intractable constipation Ausilusiuuuail
5eRU specific IgE dalusiuuuilwdongeniingulaui™
wangrudssunandbiiuIlsauilusiuuniionaduannnues intractable constipation lag
awizluftefiitatedodsagiud uaeddlifidoyaditlifiulsslovivosnisdsmmamegiduiuine

iodtadelsAwilusauunTluddiewmeailegetniau
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= & 1 a v & PN v & v | &

ANNENTTUNTTY BAuiudl msuilusiuvuninduanveinudesluinviowsn ag1alsiniy

p1aasdelsawilusiuuuiilugiie intractable constipation de1n133nvedlsaniiuiluszuudu o wWu
A a 5 N = a a o & v o o v aa

AuRmT oy vive HUseiRlsanliwiluaseunsy Wudu Usznaudunisuriuaiiniiennisuansvedsyuy

a a ' a v a v . a1 = | %

MUAUIMTINRE1LAEITNIARIINNALAATTWALUU non-IgE mediated® @sluarunsansianula

v aad

2/ g . . . A & ! aa = I~
I1NN1TATININTLAYU eosinophils, Ik, speoﬁc IgE Tuden 9uMIN159599 SPT LANIIIUIRYNANEGAAD

N13911 oral food challenge test

n133NWN

wannssneviesynlilsanisnigludin Yseneude mshidesunsuigunasesidilaanivg
FafriAnarnnginssunisnduganssdudning neangludndninndunssneiivssaunis
duruandieganseuds deulvg Bmsfnulaglisssuiediomdngaanszdawivluldnsiuaylvesi
sorosaudthelsifinginssundugannsy msflnuasusunginssudumeganselidunat uasduusth

AU 9 wu msuslaaleemsiagnsesnfidenie Wudu

° o ] A o w ) ' v .. . adg Ao
A0UT 8 : N3FnYINENIngaATEdauiululdnss (fecal disimpaction) 35laANgn
fuugi: An1ssrunansuaznisiuenssuneileidngaansedautiululdnse duszansnim

laiwmpnsnenu

AMAMUANGIW: U1unand (B) (MARUINT 8)
ad o ° 2 v Ay & v %
uANUszyuraAwuzi: Wineeag198e Sevar 90 Wiy Seear 10

AN IAUITUNATLUZEN: wuUzNe1984

A183U"Y

MSANMAABSLUUNGLFNFIBE13-AIUAN (randomized controlled trial) MSeuiiisudssavsam
yoamslionsrunerinaumimiin warsssneelniulunisinuvioanidedeigansysauiululdng
3 918972 lauA nMsdSeuliisusenineeaiunisrin milk of molasses way dioctylsulfosuccinate
sodium enema AUEISEUNBTEATY polyethylene glycol 3350 (PEG 3350)™ “ Wazenszule paraffin

yipfufuyieamunnsmdn® suissansamluiun 3 veanisidngansedawiululdnseiuanei

v 42.44 1 =3 v a % v 1 [ Y J v oa A
U E)EJNIiﬂG]']lI ﬂ'15150EJ’Wig‘U']EJ%U@G’JUVI’J’]TMUﬂ%%@@ﬂE]V]SVL@Li’Jﬂ’J’] IﬂEJV]’WI‘Vi‘UUﬂWEJQQ%’W%V]UVMi@

elu 24 Flumdinssnm® wadevesnisaiunnsvinme iliiadunasesaziUiesesas 50-70

43-45

ligeumszdionn1sdu™® widUaenneny 8 Yaulvdwlvg Wilafinisauninsmindenudnluse

42,43 5

msduane® msldeszuieviiaiuiie fecal disimpaction e1aviliAngaaszidauazaevss™ “ §019
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danasionslddinUszaniulagamzludnle yanantinuradrafesainnislden paraffin laun gaansy
Jusfu Gevay 27) enseaulduaziiniies® sgnslsinu lanusieaunisie lipoid pneumonitis Tu
wnlaguamd wazldfindngruadvayunisiianisgaduluiu wiednlunavargluluiuieund n1siia

w159 granuloma luanld®

¥

wenNU AMsfnuvaaewuUNgudueE1-AIUAY 3 189 WIBULTBUUSE VB MEeNTEUY
Uszimiuinariiaiulunissnwmdngaansedawiululdnse®™ lawn PEG 4000 1wW3suiieuiu PEG 3350
&1 PEG 4000 WW3guiiiguiiy lactulose hag PEG 3350 wWiguiiguriu mineral oil wudn PEG 4000 way

PEG 3350 TiuszanEanlaiuansraiu us PEG 4000 asfiuladrendt IuilvigUlgsiuile (compliance) Tu

o w

A15Auen”’ PEG 4000 fiUseanSnmanin lactulose Tunismdnaaanseluldnssduiun 2 waldunnenaiu

9

WeRaeuluiun 7°° 1 PEG 3350 fiUszdnsn1nlunisindngaansedniuu@ni mineral oil g9l

e

geAeyluiun 2 ud mineral oil 1fluUSunantdesndn JuilvgUlesiuilelunsiue1sinil PEG 33507

nfoyadnefiu AnenssunisT Sanudiudn nslioaunnsminuasnisivenssuie Weridn
gavsrdnuiululdnsmesithadnriomnlilsanienie dussavannlidunnsneiu agalsinig ieewn
fifoyainenszuiesinaiunminsninazeongnslaisinda Mty arsiiansanldenaiuninsuinlunsdln

AoIn13idngaaszantdnsiodsngs lugiieniionnisuinviesguusinnieugaseidawiuludild

a c a

voedn adlaneuganszvwInlnggunilesauariie Nillarsvanideanislderaiunnslunsdiand
AMUNGIMSoRaf UM TEILVNINeg N Wieliuiawnagnsdn eawnasilianddingAnssu

NAURANTTLATENAIFLsaNTI Ny BNl UsTEEE 1

yiakarIUInUeEIEIUIIRTnLareAue Sy AdngansedawuululdnsiiiluUsewmelng

WARII UM 5

A1a1udl 9 : e1szunglungy osmotic laxatives ¥lialafiaasldlunisSnunaniiasynlilsa
Meneluszezen? (maintenance therapy)

Auuzi: lumsshwndUaednieenlilsanmenielussezens wnndaunsadenld osmotic

laxatives LA PEG, lactulose wag milk of magnesia (MOM) ¥alanle
AMNNVANZIY: UUNana (B) (MARWINT 9)
Qd' 1 o o =3 ¥ 1 a v
umwﬂizﬂgmamwzm: MUAIYDYINEN 888y 100

AN IAUNUNATKULZEN: LuzYNe1984
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M13197 5 wnavesenfililunissnumingansydauinluldnsaesiihedinrionn @lulszmealne)

Fae nalnn1seangnd U LY YDAI5ILIMND
v =
GLUANGEN
YIFIUNNTULN
Sodium chloride Stimulant N3N <1 nn. 5 ua., >1 nn. 10 ua. UInvoq

918 >1 U 6 wa/nn. Tuay 1-2 A59°* | szAedaanImin

Bisacodyl Stimulant 91¢ 2-10 U 5 un.Juazads Uinvias
918 >10 U 5-10 un. Juazasa" SEANBLABINITVITN
Sodium phosphate | Stimulant 91y 1-18 U 2.5 wa/nn. AMIBFLAUAATDN
(VWngegn 133 wasieA3y)”" astuazinaous
< <
Tngtanizludndn
81U
Polyethylene glycol | Osmotic 1-2 Asw/nn. wusiuag 1-2 A3 9300 U1aviag
4000 (PEG 4000) Junan 3-7 fu 1899913 NAN
(vunngegalaliiy 100 niusadu)** 91138
*AsHaNvTonuInunaAuely
USunaueeatiey 250-500 wa.
Lactulose Osmotic 4-6 1a./nn./3u Wngaaaliiv UInvies Viesdn
120 wa.siofu {Wuan 6 Ju®
Mineral oil/liquid Softeningand | 818 3-18 U 1-3 ua./nn./3u SEANBARIH IV
paraffin lubrication of | (geaalsiiiu 90 ua.setu)® FRUNNTUIN
stool TiuazasivToutsasnsaviaiy AANNIATUYRN
Indurinazaiy

Tulwgiu lipoid
pneumonitis 310

gadan
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A1B3U"Y
asjavanglunislidenssute osmotic laxatives Tuszevenegeiaiilos ousulvigaanseiiuau
AlreniaAnuduUintunistuae waeladedu Sanudlunstuiemuiu ldiingAnssunaugansy

WEN50a188NsELANuUNG

NMNMITIUTIMAIANYMARDILUUGUNGLBE1s-AIUA IfnwUsEAMEA YRS PEG Wisuliiey
ﬁ’umszma%ﬁm%ﬂwﬁﬂﬁmQﬂlﬁsﬂmqmaﬁ"’mm 10 578914 WAENTIATIEVDANY (Mmeta-analysis)
lpg Chen uaganiz TugUliesiu 1,052 518 lagld PEG au1m 0.5-1.5 ndusiatu uwasilsrezialunissnm
faus 2 dUaids 12 1Weu wuldtedlésu PEG fnadistlunstioatumaiingaansedauiiluldmnsg
Wnninenssuteduegelitudfymneadn uwildnuanuwandnawesaudlunistudiededuniv (weekly

stool frequency) Se1374 PEG flugnatinduiilafnniun1ssnuifiseuzan 2-12 dUan™

TuNIMARBILUUZNNGNAIBE1-AIVAN TIUIU 5 518911 LilawWIeuLiigunan1ssnyIsening PEG
wae lactulose w1y 4 i 12 dUanii lugUaennviesnlilsannenie nuinguhenisnwme PEG Sernudty

M3TUa8gaR1TE ANTNTeNiegense Yymaansuan arwudnsalunsinu (good clinical outcome)

9

913AN71 uazdfeaniseeaiu (additional therapy) eendgUiensnwnie lactulose® ™ lagdiliny

AMULANFAIIVDIDINITUILALIALAAINNANTIY PEG waz lactulose™

mM3Suiisuranissnyianyieaynlilsanianiesening PEG wag MOM 91nN1553UT 3N SANY

VAABILUUFNNGNAIDE1-AIUANTINIY 3 518971 NITVUMIWITIUNTINeE 10T UTEUUMAZNTIAT I

aduu nudngthensnwiie PEG 1A11u0veinsaegannszainni?’ wenaini dnsnwiluuguiil

9

nauAuAnUIBUTisun1sld PEG waz MOM Wuszaziian 4 dUamt ludihennlng wuinnisld PEG 9xil
nad159lun1535nw1 (clinical improvement) #1fin31 MOM wazdanuigUedild PEG azlimnusiailes

Tunsldensnunotnssowiins (compliance rate) unnineeeiltsdfgy’

HataAssnulaveganmsldenssuiengy osmotic laxatives tokf fewad viesdn Uinvias

AaUld 01F8U WAreINITITANELABIUTINTBUINIIS (anal iritation) BeldldnatnaAeangunse™ > >

81 MOM Hvaidefisavid Jsoraviinideulunisiueiluszezenn®

v v v v Y & 1 = a a a . . a A 1
wivayatnanu wandliliudneg) PEG 019ilusednsninandign osmotic laxatives wHndu il
YaUdUnaI NNSANYIUSEUABUUSEENE A NEIRINTINEINNEIEN1STILANANAULIA (high hetero-

50, 51

geneity)® * yonanil 81 PEG ﬁsﬁ’aé’ﬁmﬁﬁmmqa wazldilFl¥ogrsunsnaneludssmelng fodu
AZNTIUN1T Fauuzilld osmotic laxatives silalanle Tunissnwdtenniieaynlilsanianeluszes
713 lnefinnsadenliniuladosing 4 wu enggthe Tsausednd wsegueiunases msseusulusanid
ve3e1 1wy 1lesainnsAnuinislien PEG Aruandulngiudeyaluinla deyaluiinnisn

ADUTINTIAA DNMITFIEITUNUNAT AL ULANNITNUBENI AN AUZAITUAITY F9TANLLTININ AT
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v

fneenniunslden PEG Shwiviesyniienaunnndt 1 U 1 lactulose anunsaldludnynengsiuma
Wnnsn dmsuen MOM wuzihldlwineny 2 Yauly Wesaintdymausawnd uazarsndndeeniily
duaelsale alls nssnwluszezilmsmdnidesnisarunisuinlaglidndu lnswmzluandnnse

PLNUANUNTIEYIITE Lagyi NG ANITTUNTUYINTETULIITY

gilawazruavesesyueildlugihennresanssesennilulszsmalneuanslunisned 6

a131971 6 vwavesefiiilunsinunenniomnliisananielussezer @fluusymelne)

o £ e v % %
Yoen nalnn1seanguns Yuan Y I9AT2IY
v =
NAT19LAS
Polyethylene glycol | Osmotic 0.5-1 n3w/nn/3u Usuruinvesen | Uaavied 79een
4000 (PEG 4000) JuauladnuegIsEiay | angwan

(@ansaldlalufnerguinniy
1 %)43, 64, 65

Lactulose Osmotic 1-3 wa./nn./3u (1-2 nSu/nn./u) 1997104 119990
JUAYASIVSBLUIADIASIRD U 1LY

Milk of magnesia Osmotic 1-3 wa./nn./ U JuazAsInTe U NRIGRGE

(MOM) LUIEB9ASInD U 218LA7

(mandeensltlugioe
A o
Niinsvianuves
launnies uag

winengesndn 2 U)

Senna (antraquinone)* | Stimulant 7.5-15 1n./3U Juazasinouusy’ | Uiavia anewad
SEANYLABIYINTNUN
(Limslalwaneng

PJoenin 2 U)

Bisacodyl Stimulant 5-10 un./3u uaznindanounew’ | Uantios dhowman
(triphenylmethane)* (Limslalwaneng

PJoenin 2 U)

*g1lungu stimulant TJunssnwiaduiu osmotic laxatives Wusgezinandu 9

3 o . L. P o W 1% ' v v &
nuene ennliunansuin glycerin rectal supposition Lififlglun1smdngaansedawuululdnse annsaldilu

A5IA519MUNIIN 1WegaRsEdIuIn LipsangaaszaIusuiui
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4

Aaudl 10 : wlaldfnszunenga osmotic laxatives agnainiiudaansiasndlsinay
nsldenszunendy stimulant laxatives w@3ulusszdu azfivssloniviol

fauuzth: n1slderszunengu stimulant laxatives Tuszsrdusaufugnszunengu osmotic
laxatives fuszToviilunisinunieagntflsamenieluiinenguinndn 2 Y Alildnaninnisldenszune

ngal osmotic laxatives 2E1AUN
AMNNUANGIY: #131N (D)
ada ) o < v P a v < v 1
NANUTZYURDAUZUN: LAUAIUDYNEN To8AY 75 LTUAIY S88aY 25

As rTnAwuzYn: tuziwuuiiheauly

A1B3U"Y

TudagtudslaifimsAnuiiveinuiunedsusslovtdveanislviorssunengy stimulant laxatives
idSuuAinyiosnlilsameniefilinevaussiensinuseenszuiengu osmotic laxatives aenslsfin
ALENTINMTT TAnuifivinorafisnsanlionssuiendgu stimulant laxatives wdulussegnandu T
3 deu Tugthoiinegannnin 2 Jilineuaussienisinwiet seliesiisenszuiendu osmotic
laxatives Turunafigndeaudn vieidetiennsviesyniGuluvaeifinsfugissuts osmotic laxatives

lusgereny (maintenance) e138U18ngY stimulant laxatives MkugiiAe senna wag bisacodyl lag

'
a

Guldluvunei nldesiiadudenisliavurieliausavgaenla msiiansandsis fUieiien1snga

Wademanmavessaniiiuiusiely

WURATLAENAINEISTUIENGY stimulant laxatives l9Saway 8-13 FeoraiinTulagldduiusiy
YUY wat1Assnulaues Town Uanniwias eduld aldeu anewiad SIuINSARNULA

0 pysuaniasenIsla bisacodyl $aufiu

FRUUTHIAUNINTNUNIINNITTEALLABIVDIET senna lUIUIRES
©1 digoxin W@z H,- receptor antagonists %39 antacid o990 bisacodyl Wilsiszauen dieoxin Tu
NITUALHDAAAAIIINNITIUNIUNITAATNEN™ Wae H, - receptor antagonists #se antacid Ag¥inlw
drudeniiuen (enteric coat) ve4 bisacodyl gnvhateusnanszmizemskazaldan dwaliiin

N155LANELABIUBIYNRDTLUUNILAUDIMNTUS UM IAUDINTAIUA U

A1a1ud 11 : aaslienszuisuuiiesla Tunsdnendndiaenlilsanisnie

a

Awuzin: wuzihiueszuigedenaiiesaudisaiodulnd uwazliiingfnssundugeaise
paantudindinugsruesaidendunaIuIueg1etey 4-8 dUaY 9RATUIUSUARTUIRENSZUNY

= v -
iaztiey ungaenszunelungn
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AMANUANFIU: F3N (D)
ad 1o ° & v I Ay & v v
wANUsTYNsaAwuzin: iumeeg19deiagay 90 Wiunlesegay 10

AN IAUNMUNAUY: LUzNDe1989

A1@5uNe

Tudlagiiu flsifinsAnuiilideyadanuluszoznainislviorssuednuwiesynlslsanienie
AznIsuN1se Sfuusiilifiasfunssuiesoidionugrassiudulnd daudedieten 3 afuie
FUn9h Laiftwofnssundugannsy Tarwssdielunisdiegaanssluvimfmnndudtandingn anduls

4, 51-54, 57, 58, 60
bbE1 &

fUhefueszuesioilesdn 4-8 dUnsi Iefiansandes o Uiuanvuinerszuediaztien
vgaenlsluitan mstindnaueinisvestiiiedisedemdmensn Tnsiameaeluszaznan 2 Weuusn
dieLhszTamsmiFuvesenmsieayn® Mndeyanisinaunisinwiiieidnlneviosnlilsanisniely
lssmenunasedunfiond Wusvesnaniede 18 Weu (6-84 Wew) nudithedesiunszuisuulniads

9 \flou Feanansangaeszuele’

AIOUN 12: AdsdesiagUleviaenlilsaniameludnunsunndniaauemnsiliala

Az AdsderadUlgludinunsunndmaiuaims WedUlelinauauassanisinuidig
gnszungluruingsdn saufunsinunaunsgiudy o Wussezategielios 3 Weu (intractable

constipation)
AMAMNANGIU: #13N (D)
ad 1o ° & v " a v
UANUTZYUADAUZUN: LYUAILDYINEN ToYaY 100

AN IAURUNATKUZEN: wuzde1984

A185UeY

wigUlevianlslsanenmediulugasnevauasirenissnwimise1ssuie n1susunghngsy
Msfudegese wagnsiuleens wifiiedunilslinevaussronisinvimuiinsgudsnain 3
msfnwinalnvesviesynludihelinevaussientssnu 2 s1eeu nuinfesas 13 wazdesay 50 1inan
AnuRaUnAvesaldngiiuiigi (colonic inertia) wavdovay 22 uazdopaz 31 nanANNRAUNGLY
N13LU461883915¢ (dyssynergic defecation)™ FanuAauniva 2 Ussavsndudosendursesiofivy
Tumsnsaidadonasmsinulaedideang augnssums damnuiuaenndesiuduuziilaanay
nuIsLIMgMaiue s fu wazlnvuineuisiiveinnionasnivglsy Muuziilvidwiodiaeiile

USnwinursunmgnaiueims lunsdiiduagldnevaussnanisinwdiseszuiglusuiagsgaidu
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JregANegtey 3 Wou INAUNMITUTUNGANTIuNITuinegantse nsiuemsidnntowazdlulunm

Mnnzauwal’

A1auil 13 : Probiotics fUszlaviilun1sinuniesynlilsamsnigluinysolsi
AUz Probiotics Lifiuszlevilunssnwiaswnlilsanienelin
AMAIUANg1U: U1unae (B) (AMANLINT 10)
uATIUsEgusaAuuzL: iufeedads Sesay 100

AN IAUNRUNATRUZEN: wuzde1984

A185UeY
L. a a A saaa . . . A ¢ 1 P a a .:4'
Probiotics fia AuUN3E8%In (live microorganisms) NilUselevtisogunin wWeoustaaluusunum
wisngan” dn1sAnwinudn dunidludld (qut microbiota) veudnvianlilsanene flesAuszneu

A A a 44 61 a ° & a7] = o A = a

auvsdviiamdudsslevddeauanluUTinamninanund” Jdianuedn msidaunavesgdunidly
ald (gut dysbiosis) o1aiduamswsedadeniiwesiomnlilsanianie uazilugwuifianisld probiotics
TunsshwdUaemail agdlsfinny 91nn1ssavsiaman1sAnyuseavsnimaenisly probiotics Tunis
Snwwiosynlilsananmeludn 7 918011 wazn1snuniussanssuegadussuulul we. 2560 M

73-75

NSANINARBIMUUNGNANFIDE1-AIUANIINT WA, 2560 Audelagiuiuay 3 s189u”” nudnsly

probiotics li31agldsauiuenszutangu osmotic laxatives vl dueude livaglunissnvidniiowsn

A ¢ al

I A W 1 = 1 dyd 1 a a a v 1Y 72-75
1Slsan1enieg Wuntdsnsadn msfnwwaiianuwanddusia wasUSunaqfunsdnliunge

ndoyadneiu Auznsunisa Jllanudiuidslifdeyaativayunisly probiotics lunisshwn

[ 1%
wnviagnlslsanianig

A1au7 14: n1suslaaleamng (dietary fiber) 1NN3USHIUNINTFIUAINBTY FwINWN
v < =) 1
vionllsanenegluanyiselyl

Az Msuilaaleamsiiuduanusiuunsgiuiaisuslnaniueny litieinerviesn

8lsannenieluin
AMAMUANGIU: #1 (O) (MARWINT 11)
Qd' 1 o o =3 ¥ 1 QI ¥
uANUszyuraAwuzin: Winseeg19de Sevay 100

AN IAUNRUNATKULZEN: wuzde1984
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AB3UNY

NNNITUTNATsTiAnwUstlsmivedeomnssensinuwiosnlilsamane 7 5180y ey
AnwndIsuimieuiugmasn (placebo)™ &1 lactulose®™® wazen PEG 4000% WUMaNgILaNNISANY
10 2 e mavlaalsensivsglonilunssnusiesyn WeiSsuifisuiuemasn (placebo)
visoldnalndiAssiunislifen lactulose® Tuvairiisiesudu wuinsuilaeloomslidiesnuivien
SnvadailuszAmBamsiintien lactulose way PEG 40007% ® \Hufiindunmin nsfnwiinariandianny
wansnariuly Bn1sAnw sllavedlee1ms AideuvesiownuasHansiny uenINTNUIMAETIEY

a v

Jora8lunITUIUNITIY

a

A15197 7 Mmisgedinnaleemsludnan waldanuazsayividenuilag

A Toonns bl Toowns SoyiNe Toonns
(nJusia 100 n3w) (nFusia 100 N3Y) (nusia 100 N¥u)
ngvdUa 1.6 néenin 2.4 T1IndeEn 2.0
ngvdAeN 1.9 naEvw 1.5 118N 2.0
wATAN 3.4 Welseseu 1.6 TN IUAY 33
fhilnen 3.8 W 1.1 Hramdeails 0.3
fdun 4.2 unslanilouns 0.3 ARIGRREY 0.8
IpHIER 2.4 W33 3.7 wasadnuin 3.1
ANNI1969 2.3 ULV 6.7 RRtE 15.7
ANNAYT 2.1 wzaha@eaney 35 dTenils 4.3
AT EATY 2.8 uzsisthmenlsl 1.1 dundessy 8.3
indedu 2.9 GRS iealy 1.6 fhaas 6.2
WAINIT 1.0 wouila 2.2 Inldnnu 9.9
vSonled 23 usanaiiloden 1.9 WHentle 33
ARTRER 2.4 uindfansidoay 3.0 ffusiewionils 4.1
intengoy 1.6 UrAENBan 1.9 umedivaails 4.1

91999310 Institute of Nutrition, Mahidol University. Thai Food Composition Tables, 2nd ed. 2015. Bangkok:
Judthong Co., Ltd;2015. https://inmu2.mahidol.ac.th/thaifcd/home.php
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afla mshnuwaldl wu wgnngu Widu Wudu Wuduuzihinuveglunisinweinisviosn
Tudin Fenatienistuaiegaansensieliuinia sorbitol Wudiudszneu egslsin Tulaguudalid
nsfnwndaulunisaduayulsslevdvesnsldumaliifisseginies Tunssnwiinesnlslse

NNNNY

Nndeyatnediu Aaznssunse Saudiui dilifindnguidamuaivayuussloningilaa
Toonaiinduanuiinaiivmnzausweny TunssnwesynlSlsamane uduusthliaefioayniis
Usgiauslanloonsties W Wnifuussnniful mssuussnuloomslutnaivenzauniugns
9189 @) + 5 n¥u e s Wu in waldfan waz wuutleiTloemnsge Wudu Weusslevisuguam

Tngs0®
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Ref 16 Poddar U, et al. J Paediatr Child Health.2019;55:162-167.

Study Objective To find the aetiology spectrum, clinical features to differentiate

organic from functional constipation

Type of study Prospective cohort study
No. of study population 316 children (up to 18 years) at pediatric gastroenterology
department

median age 44 (25.00-78.00) months

Outcome Aetiological spectrum, clinical features to differentiate organic

from functional constipation

Result of outcomes 77.5%: FC 22.5% organic: Hirschsprung disease was the most
common organic cause (39.4%)

Delayed passage of meconium 14.72 (1.47-146.65) p= 0.022
- Absence of retentive posturing 15.67 (3.89-63.17) p=0.000
- Absence of faecal impaction 5.22 (2.01-13.54) p=0.001

Serious limitation (risk of bias) No serious
Publication bias Not serious
Indirectness Not serious
Inconsistency Not able to evaluate
Imprecision Not able to evaluate

Level of quality for each outcome | Low

Reasons to upgrade or downgrade | - Prospective study, sample size
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Ref 22

Modin L, Walsted AM, Jakobsen MS. Acta Paediatr 2015;104:838-42

Study Objective

To assess the distribution of diagnostic criteria for childhood

functional constipation

Type of study

prospective observational study

No. of study population

235 patients (2-15.8 years of age) with FC according to the

Rome llI criteria

Outcomes

Frequency of children who need DRE to fulfil the Rome |ll

criteria.

Result of outcomes

Of 235 patients, only 19 patients (8%) had only 1 item of the
Rome Ill criteria and required DRE to detect rectal fecal mass to

fulfil the diagnostic criteria

Serious limitation (risk of bias)

Not serious

Publication bias

Not serious

Indirectness

Not able to evaluate

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade
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Ref 26

Courdent M, et al. Breastfeeding Medicine 2014;9:442-5.

Study Objective

To assess the prevalence of infrequent stools in healthy

exclusively BF infants

Type of study

Prospective study (a self-report questionnaire)

No. of study population

Study 1: concerned 198 infants. Mothers responded to a
questionnaire
Study 2: 85 French mothers worldwide responded to internet

questionnaire

Outcomes

- Prevalence of infrequent stool in healthy BF infants

- Characteristics of infants with infrequent stool

Result of outcomes

Study 1: 37% of exclusively BF infants experienced at least one
episode of infrequent stools that occurred at < 1 month of age
in 19% of cased.

Study 2: median duration of all combined episodes of infrequent
stools was 10 weeks (range 1-34 wk) with a maximal duration of

28 day.

Serious limitation (risk of bias) Not serious
Publication bias Not serious
Indirectness Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Reasons to upgrade or downgrade

Moderate
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Ref 31

Reuchlin-Vroklage LM, et al. Arch Pediatr Adolesc Med 2005;159:671-8.

Study Objective

To assess the association between plain abdominal X-ray (AXR)

and symptoms and signs related to constipation

Type of study

Systematic review

No. of study population

6 studies (3 case series, 2 case-control and 1 retrospective

study) (total N=651) (age 1-18 year)

Outcome

Diagnostic value of AXR in constipation

Result of outcomes

1. Conflicting evidence of an association between a clinical
and a radiological diagnosis of constipation. (The LR of
test positive of one study = 1.2; 95% Cl, 1.0-1.4 and
another study, LR = 1.0; 95% Cl, 0.5-1.6).

2. Conflicting evidence of an association between digital rectal
examination and fecal impaction on radiography (one study
showed LR =1.6; 95%Cl,1.2-2.0 while another study showed
LR = 1.5; 95% Cl, 0.8-2.3)

3. Only one study showed the association of fecal impaction
in AXR and history of hard stool (LR = 1.2; 95%(Cl, 1.0-1.4).

4. Only one study showed the association of fecal impaction
in AXR and absent of rebound tenderness (LR = 1.1; 95% Cl,
1.0-1.2).

Serious limitation (risk of bias)

Serious (only 1 high quality study was included.)

Publication bias

Serious (not mentioned the unpublished studies)

Indirectness

Not serious

Inconsistency

Serious

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Downgrade (quality of included studies, bias)




48 nuomviosUfUdMsgiasnuidnioownlsisnmoma w.fA. 2565

Ref 32

Berger MY, et al. J Pediatr 2012;161:44-50.e1-2.

Study Objective

To evaluate values of AXR, colonic transit time (CTT),

ultrasound (US) in diagnosis of constipation

Type of study

Systematic review

No. of study population

15 studies (6 studies of AXR, n=708) (age 1 mo-18 years)

(Rome 1II)

Outcome

A diagnostic association between clinical symptoms of

constipation and fecal loading in AXR

Result of outcomes

The accuracy of AXR fecal loading showed sensitivity ranged from
60% (95% Cl; 46-72%) to 80% (95% Cl; 65-90%), specificity ranged
from 439% (95% Cl; 18-71%) to 99% (95% Cl; 95-100%) (conflicting
and insufficient evidence for diagnostic association between

clinicals and AXR/CTT/US)

Serious limitation (risk of bias)

Not serious

Publication bias

Serious (not mentioned the unpublished studies)

Indirectness

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Downgrade (bias, heterogeneous for study design/definition of

constipation/methods used to evaluate the AXR)
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Ref 33

de Lorljn F, et al. J Pediatr Gastroenterol Nutr 2006;42:496-505.

Study Objective

To determine and compare the diagnostic accuracy of barium
enema (BE), anorectal manometry (ARM), suction rectal biopsy

(RSB) for the detection of HD

Type of study

Systematic review (most were retrospectively data collection,

age varied from 1 d to 16 years, patients with suspicious HD

No. of study population

22 studies (BE 12 studies, 425 patients) (ARM 9 studies,
400 patients) (RSB (14 studies, 993 patients)

Outcome

The diagnostic accuracy of BE, ARM, SRB for HD (gold standard:

full thickness rectal biopsy)

Result of outcomes

- RSB: sensitivity 93% (95% Cl 88-95%) and specificity 98%
(95% Cl 95-99%)

- ARM: sensitivity 91% (95% CI 85-95%) and specificity 94%
(95% Cl 89-91%)

- BE: sensitivity 70% (95% Cl 64-76%) and specificity 83%
(95% Cl 74-90%)

- RSB and ARM are the most accurate tests in the diagnostic
workup of HD. BE had significant lower sensitivity and

specificity when compared with RSB and ARM.

Serious limitation (risk of bias)

Not serious

Publication bias

Not serious (not mentioned the unpublished studies)

Indirectness

Serious (heterogeneity in study population)

Inconsistency Not serious
Imprecision Not serious
Level of quality for each outcome | Moderate

Reasons to upgrade or downgrade

Downgrade (systematic review but no RCT study includes

publication bias)




50 nuomviosUfUdmMsguasnuidnioownlsSisamoma w.fA. 2565

mAwuoNn 6

o a v v =2 v A A o Y v a o
ANNIUN 5 N19ATIININTUUNAIYFAITNUISE NU?%I&%UiUﬂqiﬁiqa]ﬂﬂﬂiaﬁE\Jlﬂ'?ﬂﬂﬁ\‘iaﬂ
1sA Hirschsprung #5alai

Ref 35 Bekkali NL, et al. J Pediatr 2010;156:461-5.

Study Objective 1. To determine the prevalence of lumbosacral spine (LSS)
abnormalities in children with defecation disorders, intractable
constipation, or non-retentive fecal incontinence (NRFI)

2. Is neuro examination able to detect LSS abnormalities?

Type of study Prospective study (February 2006-January 2009)
(12-week study, tertiary care in the Netherland, performed MRI
and neuro exam, neurol exam by neurologist who was blinded

from MRI results)

No. of study population N=158 (constipation = 130 and NRFI = 28) (age 6-18 years)

(no diagnostic criteria were noted.)

Outcomes 1. Prevalence of LSS abnormalities detected by MRI in
children with defecation disorders

2. Abnormal neurological examination in abnormal MRI

Result of outcomes + A total of 130 patients (78 male) with constipation were
enrolled, mean symptom duration of 58 + 41 months.
Fecal incontinence N=105 (80%), urinary incontinence N=22
(17%), both N=19 (15%). MRI of the LSS was abnormal in
4 patients (3%): 1 with occult spina bifida and 3 with
terminal filum lipoma. But total patients have normal
neurological exam. The MRI was abnormal in 1 patient
with normal neurologic examination findings.

+ Prevalence of LSS abnormalities detected by MRI was 3%. MRI
to assess LSS abnormalities is not required in the standard
workup of children with intractable constipation or NRFI.

« Al children with abnormal MRI had normal neuro exam.
Gluteal cleft deviation was noted in 3 of 4 children with

abnormal MRI.
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Ref 35 (cont.)

Bekkali NL, et al. J Pediatr 2010;156:461-5. (cont.)

Result of outcomes (cont.)

« The authors recommended performing MRI in those children
presenting with neurologic complaints and/or physical symp-
toms, such as gluteal cleft deviation.

« No need to surgery, clinical improved by laxatives and

behavior modification in all patients

Serious limitation (risk of bias) Not serious
Publication bias Not serious
Indirectness Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Upgrade due to prospective study
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Ref 34

Rosen R, et al. J Pediatr 2004;145:409-11.

Study Objective

To determine the incidence of spinal cord abnormalities

detected by MRI in children with intractable constipation

Type of study

Retrospective study (January 1995 - December 2002) (USA)

No. of study population

N= 88 (patients with intractable constipation who had spinal
MRI, charts review)

(Intractable constipation was defined as less than 2 bowel
movements per week for more than 3 months that did not
respond to laxative treatment including osmotic and stimulant

laxatives in addition to enemas and suppositories.)

Outcome

The incidence of spinal cord abnormalities detected by MRI

Result of outcomes

+ Incidence: 8/88 (9%) had spinal cord abnormalities (6/8 had
filar lipoma and tethered cord, 1/8 had sacral teratoma,
1/8 had thoracic syrinx).

+ Because of the selection bias (intractable constipation),
the incidence in all children with constipation may be lower.

+ No patients had abnormal neurologic examination of the
lower extremities; 37.5% had abnormalities of cremasteric
reflex, anal wink, or anal tone; 25% had a history of
encopresis; and 37.5% had a history of enuresis.

« AUl 8 had normal lumbosacral plain films.

+ 7 patients underwent surgical correction, 6/7 (85.7%) improved

after surgery. (no data on laxative used)

Serious limitation (risk of bias) Not serious
Publication bias Not serious
Indirectness Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Low

Reasons to upgrade or downgrade
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Ref 36

lacono G, et al. J Pediatr 1995;126:34-9

Study Objective

To ascertain whether there is a relation between chronic

constipation and CMPA

Type of study

Prospective study (open label, oral challenge test) (Italy)

No. of study population

27 patients (aged < 3 years) Mean age 20.6 + 13.4 months,
range 5-36 months with chronic idiopathic constipation

(did not mention the criteria for diagnosis)

Methods: Infants with constipation —> testing for CMPA: specific
IgE, 1gG, anti-beta-lactoglobulin, circulating eosinophils — CMP
free diet x 1 month — CMP diet x 1 month, outcome = stool
frequency and consistency score after CMP free diet)

CMP free diet: <12 months were fed by soy or donkey milk

Outcome

Resolution of constipation after eliminating CM protein

Result of outcomes

- After CMP-free diet: 21/27 resolution of constipation (4/21 had
history of CMPA, 5/21 had FH of CMPA, 4/21 had associated
symptoms of CMPA) and 16/21 reintroduced CMP formula —>
8/16 had reappeared of constipation (i,e 8/27; 30% had CMPA)

- 5/21 (cured patients) had =1 positive allergic test (significant
different from not cured gr, p<0.05)

Serious limitation (risk of bias)

Serious (selection bias; a considerable number of subjects had

allergic background)

Publication bias

Serious (small study)

Indirectness

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Low

Reasons to upgrade or downgrade

Downgrade (selection bias, small study, only 1-month duration

of CMP free diet)
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Ref 40

Dehghani SM, et al. Iran J Pediatr 2012;22:468-74.

Study Objective

1. To investigate the role of cow’s milk allergy as a cause of
chronic constipation
2. To investigate the effect of cow’s milk free diet (CMFD) on its

treatment in children with constipation

Type of study

Open RCT (Iran)

No. of study population

140 patients, mean age 4.6 + 2.7 years, (age 1-13 years) with
intractable constipation (used Rome Ill for diagnosis of constipation)
Methods: Case group (n=70 ) received CMFD for 4 weeks then
cow milk diet (CMD )for 2 extra weeks and control group
(n=70) received CMD for whole 6 weeks (PEG was continued in
both group)

Clinical, stool frequency in CMD vs CMFD group were monitored
by Gl who was blinded to type of diet.

All patients underwent skin prick test (SPT)

Outcome

- Prevalence of CMPA in children with intractable constipation
- Clinical and stool frequency improvement in constipated

children with CMFD

Result of outcomes

- After 4 weeks, 56 (80%) patients of the case group responded
in comparison to 33 (47.1%) patients in the control group
(P=0.0001).

- In the case group after 2 weeks rechallenge 24/56 (42.8%)
responders developed constipation according to Rome I
criteria.

- In this study, the frequency of cow’s milk allergy among
constipated patients was 34.3%.

- Only 1 patient with CMPA had positive skin prick test and 5%
of patients had severe anal fissures.

- Intractable constipation can be a manifestation of CMPA and

mostly from non-IgE mediated gr.

Serious limitation (risk of bias)

Not serious

Publication bias

Not serious
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Ref 40 (cont.)

Dehghani SM, et al. Iran J Pediatr 2012;22:468-74. (cont.)

Indirectness

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Downgrade (study design: open RCT, not clear outcomes)

Ref 37

Daher S, et al. Allergy Immunol 2001;12:339-42.

Study Objective

To investigate CMP allergy or intolerance in children with

chronic constipation

Type of study

Prospective study (Brazil)

No. of study population

25 children (age 3 months to 11 years) with chronic constipation
(enrolled 40 patients but 25 patients completed study)
Personal history of allergy 7/25 (28%), family history of allergy
7/25 (28%)

Methods: Diagnosis of chronic constipation was made on the
basis of a history of painful elimination of hard stools for at least
1 month, whether or not associated with a reduced frequency
of stools or soiling

The children were submitted to a CMP-free diet (CMFD) for a
period of 4 weeks and off laxatives during study.

Lab tests: IgE, specific IgE for whole cow’s milk/alpha-lactoalbu-
min/beta-lactoglobulin/food group, skin-prick tests for whole
milk/alpha-lactoalbumin/beta-lactoglobulin/casein

Telephone call was used for reporting the clinical improvement

and stool frequency after introducing CMFD)

Outcome

Allergic tests (total IgE, specific IgE, SPT) in patients who
responded vs nonresponded to CMFD

Result of outcomes

- Median age of responders (n=7) was 5 years and
nonresponders (n=18) was 9 years

- No different of history of allergy and FH of allergy between

both groups
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Ref 37 (cont.)

Daher S, et al. Allergy Immunol 2001;12:339-42. (cont.)

Result of outcomes (cont.)

- 7/25(28%) patients disappeared during the CMP-free diet and
reappeared within 48-72 h following challenge with cow’s
milk.

- 5/7 (71%) had high serum levels of total IgE, 2/7 (29%) had
positive skin-test, 2/7 (29%) had detectable specific IgE

- No statistically significant of these allergic tests between

responders vs nonresponders

Serious limitation (risk of bias)

Not serious

Publication bias

Serious (small study)

Indirectness

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Low

Reasons to upgrade or downgrade

Downgrade (small study, high dropout rate)

Ref 38

Irastorza |, et al. J Pediatr Gastroenterol Nutr 2010;51:171-6.

Study Objective

1. To describe the medical history and analytical parameters of
children with chronic constipation

2. To evaluate the utility of a CM-free diet as a treatment option

Type of study

Open-label crossover study (Spain)

No. of study population

69 children Mean age 60 + 43.2 months (6 months-14 years)
with constipation (Rome |lI)

History of atopy 15/69 (22%), history of allergy 5/69 (7%)
Methods: phases of study: CM — CM free — CM —> CM free,
3 weeks duration of each phase, children who respond during
phase 2 were continued to phase 3 and 4) (no laxative used)
CMFD: <2 years = hydrolyzed formula, >2 years = rice milk,
soy milk was not allowed as a CMFD, 500 ml/day

Lab tests: eosinophils, serum IgA, IgM, IgG, IgE, specific IgE to
CM protein
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Ref 38 (cont.)

Irastorza |, et al. J Pediatr Gastroenterol Nutr 2010;51:171-6.(cont.)

Outcome

- Clinical difference and immunolosgic results between respond-
ers (R) vs non responders (NR)

- Stool frequency and consistency in CMFD

Result of outcomes

- No significant statistical difference was found between the R
and NR children on immunological blood tests

- 35/69 (51%) improved during the first CM-free diet phase (R
group), 34/69 (49%) did not improve during the first CM-free
diet phase (NR group).

- 27/35 (R group) (77%) developed constipation in phase 3
and all of them improved after introduced CMFA

- 27/69 (39%) of constipated children had CMPA. (diagnosed
by oral challenge test)

Serious limitation (risk of bias) Not serious
Publication bias Not serious
Indirectness Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Upgrade (methodology: 2 challenge tests in each patient)

Ref 39

El-Hodhod MA, et al. Pediatr Allergy Immunol 2010;21:e407-12.

Study Objective

To evaluate the extent of CMPA as a cause of pediatric

constipation (use specific Igk for cow’s milk)

Type of study

Prospective study (Egypt)

No. of study population

27 patients (age, ranged 8-48 months) with intractable constipation
(not respond to 2-month period of lactulose) (group 1) and 30
age- and sex-matched healthy controls (group II). No information
about allergic history in constipated patients.

Methods: Serum specific IgE to cow milk proteins was measured

then withdrawal of cow milk and dairy products for a 1-month
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Ref 39 (cont.)

Irastorza |, et al. J Pediatr Gastroenterol Nutr 2010;51:171-6.(cont.)

No. of study population (cont.)

period was then followed by cow milk re-challenge over 2 weeks.
CMPA was diagnosed by oral food challenge test
Laxatives was continued during study. No data about formula

or diet that defined as cow milk- free diet (CMFD)

Outcome

Specific Ik level and frequency of specific IsE classes in CMPA
vs non CMPA

Result of outcomes

- 21/27 showed clinical improvement after CMFD. The fre-
quency of CMA among constipated patients was 77.7%.

- Mean values of serum specific IgE to whole cow milk protein
and beta-lactoglobulins were significantly higher in consti-
pated patients compared to healthy controls and CMPA vs
non-CMPA.

- Serum specific IgE was positive in 85.7% of CMA group.

- Serum level of specific Igk for CM are helpful bur not definitive

for diagnosis. (IgE-mediated reaction are common in infants)

Serious limitation (risk of bias)

Not serious

Publication bias

Serious (small study)

Indirectness

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality for each outcome

Low

Reasons to upgrade or downgrade

Downgrade (small sample size, methodology: no clinical data

which may indicated IgE-mediated mechanism)

**all studies used oral challenge test to diagnose CMPA**
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PEG VS Enema

Ref 42

Miller MK, et al. Pediatr Emerg Care. 2012; 28(2): 115-9

Study Objective

To compare the efficacy of PEG3350 with enema (milk of

molasses) for fecal disimpaction

Type of study

Open RCT

Dx: abdominal mass/PR/x-ray, functional fecal retention
Treatment: PEG3350 1.5 g/kg/d (3 doses in 24 hrs) vs milk and
molasses (1:1) 10 ml/kg single dose then continues PEG 0.8 mg/
kg/day for 3 d

Assessment: by Telephone

Endpoint: day 1, 3, 5

No of study population

Age: 1-17 years (n=79, Enema-40 PEG-39)

Outcome

Primary outcome: main symptom improvement (chief complaint
of patients)

Others: stool frequency, consistency, ease of stool passage

Result of outcomes

At d1, PEG less likely improve main symptom, at d3 enema reach
ideal stool consistency (P<0.05) but indifferent at d5

Failure: home enema, ER return, admit 19/24 vs 31/32 (P=0.08)
Disimpaction by enema may be superior to PEG for immediate

relief of symptoms

Serious limitation (risk of bias)

High dropout rate (29%)

Publication bias

No

Indirectness

No

Inconsistency

I>= 0 (SR with Ref 2)

Imprecision

RR 0.82 (0.66-1.01)

Level of quality for each out-

Moderate
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Ref 42 (cont.)

Miller MK, et al. Pediatr Emerg Care. 2012; 28(2): 115-9 (cont.)

Reason to upgrade or downgrade

High drop out rate and subjective outcome measurement
(should be objective outcome measurement — PR, X-ray,

palpable mass)

Ref 43

Bekkali NL, et al. Pediatrics 2009; 124(6): e1108-15

Study Objective

To compare the efficacy between PEG and enema for fecal

disimpaction

Type of study

Open RCT

No of study population

Age: 4-16 yr (7.5 + 2.8 yr) (n=90) (Enema-46, PEG-44)

Dx: Rome lll, rectal examination. Other records: symptoms of
constipation, first colonic transit time (CTT) measurement
Treatment: PEG3350+Elyte (Movicolon) 1.5 g/kg/day for 6 d vs
(Klyx) 60 ml (<6 yr) or 120 ml (>6 yr) for 6 d

Assessment: direct visit, face-to-face

Endpoint: 1 wk

Outcome

Primary outcome - successful rectal disimpaction (PR or X-ray
if they denied second PR)
Secondary outcome - defecation frequency, fecal incontinence

frequency, abdominal pain, watery stool, CTT

Result of outcomes

Successful disimpaction PEG vs enema; 30/44 (68%) vs 37/46
(80%) (P=0.28)
PEG: more fecal incontinence, watery stool (P<0.01)

Others: no significance

Serious limitation (risk of bias)

Open label, balanced drop out 15% (N= 5 each group), clear

randomization

Publication bias

Indirectness

No

Inconsistency

I>= 0 (SR with Ref 1)

Imprecision

RR 0.85 (0.66-1.09)

Level of quality for each outcome

High quality

Reason to updrate or downgrade

Oral paraffin VS enema
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Ref 44

Farahmand et al. Iran J Pediatr 2010;20(3):291-6

Study Objective

To compare the efficacy and compliance of oral mineral oil

and enema for fecal disimpaction

Type of study

Open RCT; oral paraffin vs rectal paraffin

No of study population

Age 1-12 yr (N=80) (40 per group)

Dx: Rome Il + PR

End point: 24, 48, 72 hr by questionnaire/ diary and at 72 hr
by PR (single blind)

Assessment: PR, questionnaire

Oral paraffin oil 3 ml/kg/day (bid) vs rectal paraffin oil 3 ml/ke/
day 3 days

Outcome

Primary outcome: PR for fecal disimpaction at d3
Secondary outcome: questionnaire (very good, good, neutral,

bad, very bad)

Result of outcomes

Clear during PR: 92.5% vs 82.5% (not sig, P=0.1)

Questionnaire: very satisfied with oral route (P=0.001)

Publication bias

Indirectness

Inconsistency

Imprecision

RR 1.12

Level of quality for each outcome

Low quality

Reason to updrate or downgrade

publish in low impact/local journal, no data about method of
allocation, detail of questionnaire. Impossible for no drop out?,

impossible for toilet training 3 times a day in very young children)
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fecal impaction

Ref 42

Miller MK, et al. Pediatr Emerg Care. 2012; 28(2): 115-9

Study Objective

Questionnaire in gastrointestinal symptoms (QGS) post treatment

(day 1) and follow up time (day1, 3, 5) by telephone

Type of study

Open RCT

No of study population

Parents and patient report

No detail of N for questionnaire (N=66, 62, and 56 at d1, 3, 5)

Serious limitation (risk of bias)

Outcome

Questionnaire

Result of outcomes

Study reported only day1: 54% of children in enema group were
“somewhat upset or very upset”, no in PEG (P<0.05).

95% of families report their ED visit “very helpful” (both enema
and PEG)

Publication bias

Indirectness

Need more detail of compliance of these 2 treatments

Inconsistency

Imprecision

Level of quality for each outcome

Moderate

Reason to updrate or downgrade

No adequate detail in this aspect

Ref 35

Bekkali NL, et al. Pediatrics 2009; 124(6): e1108-15

Study Objective

To compare the compliance and satisfaction between PEG and

enema for fecal disimpaction

Type of study

Open RCT

No of study population

Patients (N=38 in enema and N=31 in PEG)
Assessment: Behavioral score from questionnaire

End point: end of disimpaction at day 7

Outcome

Report from questionnaire
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Ref 35 (cont.)

Bekkali NL, et al. Pediatrics 2009; 124(6): e1108-15 (cont.)

Result of outcomes

Behavioral scores (struggles to administer medication, actions
necessary to enable treatment, anxiety) were comparable but
frequent abdominal pain was significantly more common in
enema group 81% vs.51%; P=0.008) that usually resolved
within 30 min (77%)

Serious limitation (risk of bias)

Publication bias

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

High

Reason to upgrade or downgrade

The study provided adequate methodology to assess the

satisfactory of these 2 treatments

Ref 44

Farahmand et al. Iran J Pediatr 2010;20(3):291-6

Study Objective

To compare the satisfactory between of oral mineral oil and

enema for fecal disimpaction.

Type of study

Open RCT, using questionnaires
The satisfactory level was graded as very good, good, neutral,

bad, very bad

No of study population

N=80

Outcome

Recorded diary by parents and patients

Result of outcomes

Questionnaire: very satisfied with oral route (87.5% vs 57.5%,

P=0.001

Serious limitation (risk of bias)

No significant differences in side effects between the 2 groups
(anal oil seepage 27.5%, Nausea, abdominal pain)

No aspiration pneumonitis was reported

Publication bias

Indirectness
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Ref 44 (cont.)

Farahmand et al. Iran J Pediatr 2010;20(3):291-6 (cont.)

Inconsistency

Imprecision

Level of quality for each outcome

Low

Reason to upgrade or downgrade

Inadequate detail of the questionnaire and no statistical

analysis for other satisfactory levels were shown

Ref 45

Bongers MEJ et al. Clin Gastroenterol Hepatol 2009;7(10):1069-74

Study Objective

To compare abdominal pain and painful defecation between

PEG and PEG + rectal enema

Type of study

Open RCT

No of study population

Age 8-18 yr (N=100)

Dx: 2 in 4 of the following criteria (1) poo <3/wk (2) soiling>/=
2/wk (3) Hx of obstruct toilet (4) PR - fecal imapction or palpable
abdominal mass

Endpoint: 12, 26, 39, 52 wks

PEG vs PEG + rectal enema 3 times/wk for 3 mo, 2 times/wk

for 3 mo, 1 times/wk for 3 mo, no enema for 3 mo

Outcome

Stool diary/abdominal pain/painful defecation and others

Result of outcomes

Primary outcome: Significant higher defecation frequency in gr
PEG + rectal enema at 26 and 52 weeks (5.6 vs 3.8/week, p=0.2,
and 5.3 vs 3.9/week, p=0.02). No significant differences of fecal
incontinence episodes and overall success rate.

Secondary outcomes: Gr PEG + rectal enema took a short
questionnaire after 1 year;

Pain

39% never/seldom pain

31% sometimes pain

30% often/always pain

Felt worse

76% never/seldom

11% sometimes
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Ref 45 (cont.)

Bongers MEJ et al. Clin Gastroenterol Hepatol 2009;7(10):1069-74 (cont.)

Result of outcomes (cont.)

13% often/always
Necessary

38% not at all
20% important

42% extremely important

Serious limitation (risk of bias)

Publication bias

Indirectness

Chronic intractable constipation (>2 years), older children

(>/=8yr)

Inconsistency

Imprecision

Level of quality for each outcome

High

Reason to upgrade or downgrade
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Ref 47 Savino F, et al. BMC Pediatr 2012;85:121-4

Study Objective To compare efficacy and compliance of PEG (PEG4000) vs
PEG-EL (3350)

Type of study Open RCT

Dx: fecal impaction

Endpoint: within 7 days for disimpaction, 4 weeks for maintenance
For disimpaction — PEG (4000; Onligol) 1.5 ¢/day divided
2 times up to 6 days vs PEG-EL (Movicol, 6.9¢/sachet) 4 sachet
d1, 6 sachet d2, 8 sachet d3, 10 sachet d4, 12 sachet d5, 14
sachet d6-7

For maintenance —> PEG (4000) 0.7 g/day vs PEG-EL 1-4 sachets

No of study population Age: 2-16 yr (N=82) (PEG=40, PEG-EL=42) for this study
But subgroup analysis for participant who had fecal impaction

—> N = 14 then divided to PEG ¢r (N=7) and PEG-EL (N=7)

Outcome Assessment: PR if needed, questionnaire

Result of outcomes Faecaloma resolution
PEG (4000): d2 N=5
d3 N=2
PEG-EL: d2 N=2
d3 N=3
d5 N=1
in this group, 1 participant dropped out due to abd pain —

treatment was stopped

Serious limitation (risk of bias) -

Publication bias -

Indirectness The data was extract from subgroup of this study (n=14 from
all n=82)

Inconsistency -

Imprecision -

Level of quality for each outcome | Moderate

Reason to updrade or downgrade | Downgrade (low N)
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Ref 66

Youssef NN, et al. Journal of Pediatr2002;4:410-4

Study Objective

To assess the efficacy of PEG3350 of various dosages

Type of study

Open RCT

Dx: Rome + fecal impaction (PR, abdominal mass)
Endpoint: 2, 5 days

Different dose of PEG3350

Dose 0.25, 0.5, 1 and 1.5 g/kg/day for 3 days (in the morning

and gradually during meal)

Assessment: palpable mass, PR

No of study population

Age: 3.3-13.1 yr (N=40)

Outcome

Clearance of fecal impaction

Result of outcomes

Clearance of fecal impaction: Resolution of LLQ mass and
empty rectum

Higher dose (1-1.5 gm) had significantly higher success rate
(95% vs 55%, P<0.05)

Advantage: taseless, odorless when mix with other solution

Serious limitation (risk of bias)

Not Blind/allocation

Publication bias

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

Moderate

Reason to updrade or downgrade

Downgrade (small sample size)
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Ref 48 Shatnawi MS, et al. Sudan J Paediatr 2019;19:31-6

Study Objective To compare the efficacy and side effect between PEG and
lactulose

Type of study Open RCT

No of study population

Age 1-14 yr (N=65)

Dx: Fecal impaction + Rome I

Endpoint: d 7

Lactulose (10g/15mL) 4-6 ml/kg/day vs PEG4000 (macrogol)
1-1.5 g/kg

(divide into 2 dosed in both group) for 6 days

Outcome

Not mention

Result of outcomes

Both treatments had successful disimpaction, but PEG
achieved disimpaction significantly faster at d 2 (P=0.001)
Side effect: All children were tolerant of both treatments and

no significant side effects

Serious limitation (risk of bias)

Not Blind/allocation
No definition of fecal impaction and the method to assess

fecal disimpaction

Publication bias

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

Moderate

Reason to upgrade or downgrade

Downgrade (Methodology is not clear)
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Ref 49

Tolia et al. Aliment Pharmacol Ther 1993;7:523-9.

Study Objective

To compare efficacy of PEG3350 vs mineral oil

Type of study

Open RCT

Dx: PR fecal impaction

Endpoint: 2 days

PEG3350 (Colyte) 20 ml/kg/hr g dhr total 2days + single
metoclopramide vs mineral oil 2-8 tsp twice a day total 2 days

(blend with orange juice)

No of study population

Age > 2 yr (N=36)

Outcome

Clearance of fecal impaction

Result of outcomes

PR or abdominal exam at d 2: PEG had significant bowel
clearance at d 2 (P<0.01) and complaint of vomiting (P<0.01)

Serious limitation (risk of bias)

Not Blind, allocation

Publication bias

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

Moderate

Reason to updrade or downgrade

Downgrade (contamination: mineral oil combined with and

metoclopramide, small sample size)
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Ref 50 Chen SL, et al. Mediacine (Baltimore) 2014 Oct;93:e65.
Study objective Comparison: PEG vs non-PEG
Type of study Meta-analysis

10 RCT (1,052 cases: PEG 511 vs non-PEG 541)
PEG dose: 0.5-1.5 g/kg/day

Number of study population

- Duration of medication: 2 weeks — 12 months)

Outcome - Weekly bowel movements (BM)
- Successful disimpaction

- Safety outcomes

Result of outcomes - Weekly BM (7 RCT): Mean change 0.38, 95%Cl -0.11-0.87,
p=0.13)

- ful disim ion
Week 2: OR 2.64, 95%Cl 1.19-5.85, p=0.017
Week 4: OR 1.63, 95%CI 1.09-2.44, p=0.018
Week 8: OR 2.47, 95%Cl 1.35-4.53, p=0.003
Week 12: OR 1.87, 95%CI 1.03-3.37, p=0.038

- Safety outcome: diarrhea, abdominal pain, nausea or vomiting,
pain at defecation, straining at defecation, bloating or
flatulence, hard stool consistency, bad palatability, and

rectal bleeding (laileL7iu PEG vs non-PEG)

Serious limitation (risk of bias) -

Indirectness -

Inconsistency High heterogeneity: Q = 55.70, df = 6, P < 0.001, 12 = 89.23%

Imprecision -

Level of quality for each outcome | Moderate

Reasons to upgrade or downgrade | Downgrade (High heterogeneity)
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Ref 51

Gordon M. Cochrane Database Syt Rev 2016 Aug17; 2016(8):CD009118

Study objective

Comparison: PEG vs Lactulose

Type of study

Meta-analysis

Number of study population

Described below

Outcome

- Frequency for defecation
- Need for additional therapies

- Adverse events

Result of outcomes

Fr n f defecation: (6 RCT: PEG 243 vs Lactulose 231
cases)

Median difference: 0.7 BM/week

Total 95%Cl: 0.7 (0.1,1.31)

[Favour PEG]

Need for additional therapies: (4 RCT: PEG 154 vs Lactulose 150
cases)

Risk ratio: 0.55, 95%Cl: (0.36, 0.83) [Favour PEG]

Adverse events:

(3 RCT: PEG 123 vs Lactulose 119 cases)

Risk ratio: 0.87, 95%Cl: (0.68, 1.11) [No difference of adverse

events]

Serious limitation (risk of bias)

Lack of blinding (in 2 studies)

Indirectness

Inconsistency

High Heterogeneity, p=0.007, ’=69%

Imprecision

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Hich Heterogeneity
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Ref 52

Jarzebicka D, et al. J Pediatr Gastroenterol Nutr. 2019 Mar;68:318-24.

Study objective

Comparison: PEG vs Lactulose

Type of study

RCT

Number of study population

- Functional constipation (Rome III)

- mean age: 3.62 years
- PEG 3350 vs Lactulose
- n =102 (88 completed)

- Treatment 12 weeks + F/U 4 weeks

Outcome

- Number of BM/week (at 12th week)
- Improvement of BSC = 2 types
- Adverse events

- Clinical outcome (Good = BM 23/weeks, BSC =2 types)

Result of outcomes

Per-protocol analysis:

- Good clinical outcome:
At 4" Week: PEG 100% vs Lactulose 80%, p=0.001;
At 12" week: PEG 98% vs Lactulose 90%, p=0.13)

- BM/week at 12" week: PEG 7.9 vs 5.7, p=0.008

- More side effect in lactulose: bloating, abdominal pain
(349% vs 59%, p=0.002)

- No significance: defecation with pain, stool retention,
large volume stool, hard stools

Intention-to-treat analysis:

- Good clinical outcome: PEG 45/46 vs Lactulose 40/49
(p=0.015902)

Serious limitation (risk of bias)

Open label, drop out 11%

Allocation bias (per-protocol analysis)

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

High

Reasons to upgrade or downgrade
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Ref 53

Treepongkaruna S, et ai. BMC Pediatrics 2014;14:153

Study objective

Comparison: PEG (4000) vs Lactulose

Type of study

RCT, Double-blind

Number of study population

- Functional constipation (Rome )

- Mean age 1.9 years

- n=88 (drop out 10 cases: 11.3%)

- PEG 4000 (8 gm/day) vs Lactulose (3.3 gm/day)
- N=88

- Duration 4 weeks (fixed dose of medication)

- Clinical visit at 0, 2nd and 4th week

Outcome

- Stool frequency at baseline, 1%, 2™, 3 and 4" week of
treatment (from stool diary)

- Stool consistency and subjective symptoms: cramping,
flatus, anal irritation (at each visit)

- Adverse events

Result of outcomes

- Mean change of BM from baseline; Lactulose 0.15 stools/day
vs PEG 0.51 stools/day (p=0.0005) (least-squares mean

difference of 0.36 stools/day) [95% Cl: 0.16 to 0.56]
- Stool consistency at (wk 4): Lac. 1.71 vs PEG 2.09, (p=0.0012)
- Easy stool pass (mean symptom score: Lac. 1.18 vs PEG 1.61,
= ]_)

- Similar of adverse events: cramps, flatulence and anal irritation

Serious limitation (risk of bias)

Fixed dose of medication
Different in the taste of medications

No report of recovery rate of functional constipation of both

groups.
Indirectness -
Inconsistency -
Imprecision -
Level of quality for each outcome | Moderate

Reasons to upgrade or downgrade
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Ref 55

Dupont C. JPGN 2005;41:625-33.

Study objective

Comparison: PEG (4000) vs lactulose

Type of study

RCT, Double-blind

Number of study population

- Functional constipation

- mean age 28 vs 25.8 months
- n=101

- Duration 3 months

Outcome

- Biologic data: TP/albumin, serum iron, electrolyte, folate,
vitamin D, vitamin A

- Clinical tolerance: height, weight, adverse events, digestive
symptoms: N/V, abdominal pain, bloating, flatulence, and
anal irritation

- Efficacy of treatment: stool frequency, consistency,
% hard stool (diary)

Result of outcomes

- Abnormal biological data >1 item (at 3r" months): PEG 87%
vs Lactulose 90%, p=0.74
- Height and weight at 3rd months, female p=0.42, male p=0.55

= ini ran

o q PEG 2 5. 50,005 iy > 0<0.05

- Efficacy of treatment:

- % har : D42 9% vs 34%, p= 4, D84 6 vs 28, p=

- 0 0 0’
=0.012

- % fecal impaction: 2% vs 43%, p=0.049

Serious limitation (risk of bias)

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

High

Reasons to upgrade or downgrade
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Ref 56 Gremse DA. Clin Pediatr 2002;41:225-9.
Study objective Comparison: PEG vs lactulose

Type of study RCT, unblind, cross-over

Number of study population - Functional constipation (mean 7.8 years)

- PEG 3350 vs lactulose
- n=37

- Duration 2 weeks *2 cross-over

Outcome - colonic transit time (Sitzmarks: segmental colonic transit time,
Lactulose breath hydrogen test: orocecal transit time)

- stool frequency, form, easy passage of stool

Result of outcomes - Total colonic transit time: PEG 47.6 vs L L .3 hours,

p=0.038

- no difference of stool frequency, form, easy passage of stool

- Global assessment (by parents): effectiveness PEG 849% vs

[0) -

Serious limitation (risk of bias) - single dose of medication
- open label

- small number of cases

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome | Low

Reasons to upgrade or downgrade | Risk of bias, small sample size
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Ref 54

Voskuijl W, et al . Gut 2004;53:1590-4.

Study objective

Comparison: PEG vs lactulose

Type of study

RCT, double- blind

Number of study population

- FC (6.5 years)

- PEG 3350 vs Lactulose
- n=100 (91 completed)
- duration 8 weeks (double blind phase) + F/U 26 weeks

Outcome

- Primary: defecation, encopresis (frequency/week), successful
treatment (BM>=3/week and encopresis <=1/week)

- Secondary outcome: side effects

Result of outcomes

- BM: PEG 3 to 7/week, Lactulose 3 to 6/week
(p<0.01)

- Encopresis: PEG 10 to 3/week, Lactulose 8 to 3/week
(p<0.01)

- ful treatmen h w :PEG 56% vs L L 29%,

Serious limitation (risk of bias)

p=0.02, (F/U 26 weeks PEG 63% vs 47%, p=0.13)
- PEG: less adverse events (p<0.05)

Indirectness

Inconsistency

Imprecision

Level of quality for each outcome

High

Reasons to upgrade or downgrade
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Ref 51

Gordon M. Cochrane Database Syst Rev. 2016 Aug 17;2016(8):CD009118.

Study objective

Comparison: PEG vs MOM

Type of study

Meta-analysis

Number of study population

- Children with constipation
- PEG vs MOM
- 3 RCT: PEG 103 vs MOM 108

Outcome

Frequency of defecation

Result of outcomes

- Frequency of defecation (excluding outlier): (3 RCT: PEG 103
vs MOM 108 cases)

Mean difference 0.69 (95%Cl: 0.48, 0.89)

[Favour PEG]

Serious limitation (risk of bias)

Indirectness

Inconsistency

Heterogeneity: Tau’ = 0.47; Chi2 = 8.79, df = 3 (P = 0.03);
> =66%

Imprecision

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

High heterogeneity

Ref 58

Loening-Baucke V. Pediatrics 2006;118:528

Study objective

Comparison: PEG vs MOM

Type of study

RCT

Number of study population

- FC (mean 8.1 years old)

- n=79, Duration: 12 months

Outcome

Primary:
- Improvement: >= 3 BM/week, <=2 fecal soiling/month and
no abdominal pain +/- laxative agent

- Recovery: >= 3 BM/week, <=2 fecal soiling/month and

no abdominal pain + no laxative >= 1 month
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Ref 58 (cont.)

Loening-Baucke V. Pediatrics 2006;118:528 (cont.)

Outcome (cont.)

Secondary:

improvement in stool frequency/week and fecal incontinence/
week

resolution of abdominal pain

safety profile

patient acceptance and compliance

Result of outcomes

3 months F/U: Equal effect (PEG vs MOM): increase BM,

decrease incontinence, resolution of abdominal pain when
mpar in < 1

6 months F/U: Equal effect (PEG vs MOM): increase BM,

decrease incontinence, resolution of abdominal pain when
mpar line (p<0.001

12 months F/U:

Improvement: PEG 62% vs MOM 43%, p=0.086

Recovery: PEG 33% vs MOM 23%, p=0.283

No significant difference in frequency of BM, soiling and

abdominal pain between PEG and MOM

Compliance rate: PEG 95% vs MOM 65% (refuse medication:

PEG 2 cases vs MOM 14 cases, p<0.001)

Equal side effects/blood abnormalities

Serious limitation (risk of bias) Open label
Indirectness -
Inconsistency -

Imprecision -

Level of quality for each outcome | High

Reasons to upgrade or downgrade
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Ref 57

Ratanamongkol P, et al . Asian Biomedicine. 2009;3:391-9.

Study objective

Comparison: PEG vs MOM

Type of study

RCT

Number of study population

- FC(mean age 2.6 years)
- PEG 4000 vs MOM
- n=94

- Duration 4 weeks

Serious limitation (risk of bias)

Indirectness

Inconsistency

Imprecision

Outcome

Primary:
- Improvement (>=3 BM/week, <=2 Fecal incontinence +

no painful defecation +/- medication

Result of outcomes

- Improvement: PEG 89% vs MOM 60%, p<0.001
- Compliance rate: PEG 89% vs MOM 72%, p<0.041

Level of quality for each outcome

Moderate

Reasons to upgrade or downgrade

Moderate due to short F/U, confound efficacy due to

low compliance
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Ref 73

Wegner A, et al. Clin Res Hepatol Gastroenterol. 2018; 42:494-500.

Study Objective

To assess the effectiveness of Lactobacillus reuteri DSM 17938
as an adjunct to macrogol in the treatment of functional,

intractable constipation in children

Type of study

RCT: Group 1 - L. reuteri DSM 17938 (1 tablet containing 108CFU)
and macrogol therapy (10 ¢ per day) and Group 2 - matching

placebo and macrogol (10 ¢ per day) for 8 weeks

No of study population

129 children (aged 3-7 years) with intractable FC (< 3 BM/wk - not
response to laxatives for at least 2 months)

Criteria: Rome I

Mean age 4.66 + 1.33 yrs (mean + SD)

Group 1 n=65, Group 2 n=64

8 patients dropped out (non-compliance 5 from Group 1, 1 from

Group 2 & lost to F/U 1 from groupl and 1 from group 2)

Outcome

Primary: number of patients who had >3 bowel movements
per week

Secondary: comparison of the frequency of defecation, stool
consistency, the number of patients with painful defecation or

faecal incontinence episodes at least once a week

Result of outcomes

Increased bowel movements over the 8 wk trial (Gr 1 vs Gr 2):
59 (90.8%) vs 60 (93.7%), P = 0.14

Improved their bowel movements to at least 3 / wk (Gr 1 vs
Gr 2): 57(87.7%) vs 59 (92.2%), P = 0.97

Total no. of bowel movement/wk (Gr 1 vs Gr 2)

wk 4: 7.69 + 4.3 vs 7.74 + 3.6 (not showed p value)

wk 8: 7.5 + 3.3 vs 6.9 + 2.5 (not showed p value)

Average defecation frequency per week (comparing between
pre vs. post treatment)

- Group 1: 1.75 + 1.11 to 7.5 + 3.3 (p value, not shown)

- Group 2: 1.77 + 1.11 to 6.9 + 2.5 (p value, not shown)
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Ref 73 (cont.)

Wegner A, et al. Clin Res Hepatol Gastroenterol. 2018; 42:494-500.

Result of outcomes (cont.)

Stool consistency: Hard stool (Gr 1 vs. Gr 2)

Wk 4: 15% vs 13% (P>0.05)

Wk 8: 12% vs 4% (P>0.05)

Constipation-associated symptoms between the groups after

4 weeks of therapy: No significant differences

Adverse events (AE’s) episodes of abdominal pain in 2 patients

from Group 1

Indirectness

Not serious

Serious limitation (risk of bias)

Not serious

Publication bias

Sponsored by BioGaia (Sweden)

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Downgrade (Sponsored by BioGaia)

Ref 74

Jadresin O, et al. J Pediatr Gastroenterol Nutr. 2018; 67:763-66.

Study Objective

To investigate the role of Lactobacillus reuteri DSM 17983 in

the treatment of functional constipation in children

Type of study

RCT: Group 1- L.reuteri DSM17983 (10 CFU) and lactulose
Group 2 -placebo and lactulose,

12 weeks & F/U 4 weeks after intervention

No of study population

33 children (median age 4.5 years, range 2-16)
Criteria: Rome Il
Group 1 n =18, group 2n =15

Discontinued intervention group 1 n =2, group 2 n =4

Outcome

Primary endpoints: Number of days without stool, change of the
frequency of bowel movements, and presence of symptoms at
the end of the study

Secondary endpoints: need for lactulose at the end of the treat-
ment, dose of the lactulose used, number of days with soiling,

and stool consistency using a Bristol Stool Chart
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Ref 74 (cont.)

Jadresin O, et al. J Pediatr Gastroenterol Nutr. 2018; 67:763-66.

Result of outcomes

Primary outcome: no significant difference between the group

Gr1lvs. Gr?2

Number of days without stool (total) (median, range): 32 (0-81)
31 vs (0-62) p = 1.0

Change in the number of days without stool from first 6 wks to
second 6 wks (median, range): -0.5 (-10 to 14) vs -1 (-6 to 10)
p = 0.753

Change in the number of days without stool from first 6 wks to
last 6 wks (median, range): 6 (-6 to 24) vs 0 (-1 to 20) p = 0.683
Absence of symptoms at the end of study (number of children,
%): 7 (38.8%) vs 6 (40%) p = 0.948

Number of days with encopresis (median, range): 1 (0-41) vs 0
(0-35) p = 0.183

Secondary outcome: no significant difference between the group
Gr1lvs. Gr?2

Need for laxatives at the end of the study (number of children,
%): 14 (77.8%) vs 12 (80%) p = 0.86

Lactulose dose (mL/kg) first 2 wks (median, range): 0.5 (0.3-1.7)
vs 0.7 (0.3-2.3) p = 0.224

Lactulose dose (mL/kg) last 2 wks (median, range): 0.5 (0-1.8) vs
0.2 (0-3.3) p = 0.653

Abdominal pain scale (median, range): 0.2 (0-2) vs 0.5 (0-2)

p = 0.896

L. reuteri DSM 17938 as addition to lactulose has no influence
on the stool frequency and consistency in the treatment of

constipation

Indirectness

Not serious

Serious limitation (risk of bias)

Not serious

Publication bias

Both probiotic preparation and placebo were supplied by
probiotic strain producer BioGaia, Stockholm, Sweden

Small no of participant

Inconsistency

Not able to evaluate
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Ref 74 (cont.)

Jadresin O, et al. J Pediatr Gastroenterol Nutr. 2018; 67:763-66.

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Downgrade (small participant, +/- sponsor)

Ref 75

Russo M, et al. Ital J Pediatr. 2017;7;43:24.

Study Objective

Evaluating the effect of a probiotic mixture (PM) (Bifidobacteria
breve M-16 V®, infantis M-63°, and longum BB536°) on
childhood FC

Type of study

RCT: Group 1 - Daily oral combination of PEG (0.4 g/kg/day
with max. dose of 0.8 g/kg/day) plus PM
Group 2 - Oral PEG only

The duration of intervention was 8 weeks

No of study population

55 children, mean age + SD: 7.2 + 2.3 yrs; age range: 4.1-11.8
years

FC criteria: Rome |lI

Gr 1 n=27, Gr 2 n=28

5 dropped out (2 from Grl at week 2, 2 from Gr 2 at week 2,
and 1 from Gr 2 at week 4)

Outcome

Primary outcome: frequency of bowel movements per week,
stool consistency, presence of abdominal pain, fecal inconti-
nence, painful defecation, and rectal bleeding

Secondary outcome: safety and tolerability of the study products
evaluated through the incidence of adverse effects

Treatment success was defined as >3 defecation per week, stool
consistency > grade 3 on BSFS, and no episodes of abdominal

pain, fecal incontinence, painful defecation, and rectal bleeding

Result of outcomes

Overall success rate of treatment (Grl vs Gr2)

2 wk F/U 59% vs 72% (p:0.02)

4 wk F/U 63.6% vs 80% (p:0.27)

8 wk F/U 81.8% vs 88% (p:0.24)

8-week data for frequency of bowel movements, stool

consistency, fecal incontinence, percentage of children with
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Ref 75 (cont.)

Russo M, et al. Ital J Pediatr. 2017;7;43:24.

Result of outcomes (cont.)

abdominal pain, rectal bleeding, were not significantly different
between Gr. 1 and Gr. 2.

12 wk telephone F/U: overall improvement of constipation

Gr 1: 64% and Gr 2 : 52% (p:0.28)

Percentages of patients with abdominal pain, fecal incontinence,
and rectal bleeding at each follow-up (initial, 2, 4 and 8 wks):

not significant differences

Indirectness Not serious
Serious limitation (risk of bias) Not serious
Publication bias Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Small sample size

Ref 72

Wojtyniak K, Szajewska H. Eur J Pediatr. 2017;176:1155-62.

Study Objective

Reviewed the data on the effective of probiotic supplement

for treatment of constipation in pediatric populations

Type of study

Systematic review (from 7 RCTs) L. casei rhamnosus Lcr35 (2RCTs,
n = 108), L. rhamnosus GG(1RCT, n = 84); L. reuteri DSM 17938
(1RCT, n = 44) ; B. lactis DN-173 010 (1RCT, n= 159), B. longum
(1RCT, n = 59), a mixture of seven strains (L. casei PXN 37,

L. rhamnosus PXN 54, S. thermophilus PXN 66, B. breve PXN 25,
L. acidophilus PXN 35, B. infantis PXN 27, and L. bulgaricus PXN
39) (1RCT, n = 48)

No of study population

Total 515 children (263 in probiotic group and 252 in the

control group), age range 6 months - 16 years

Outcome

Treatment success: defined as defecation at least three times
per week and no fecal incontinence

Defecation frequency

Frequency of fecal incontinence

Frequency of abdominal pain

Adverse event
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Ref 72 (cont.)

Wojtyniak K, Szajewska H. Eur J Pediatr. 2017;176:1155-62.

Result of outcomes

Treatment success:
L, casei rhamnosus Lcr35; RR 2.08 (95%Cl 0.19 to 23.37),
heterogeneity: X = 6.66; P = 0.01; I = 85%

- L. GG; RR 1.06 (95%CI 0.8 to 1.4), heterogeneity:
not applicable

- B. lactis DN 173 010; RR 1.14 (95%Cl 0.91 to 1.43),
heterogeneity: not applicable

Defecation frequency

- L, casei rhamnosus Lcr35; mean difference (MD) 0.16
defecations/week (95%CI -4.38 to 4.69) heterogeneity:
X* = 28.15; P < 0.00001; I* = 96%

- L. GG; MD -0.7 (95%CI -1.79 to 0.39)

- L. rheuteri DSM 17938 P = 0.027

- B. lactis DN 173 010; 4.5 vs 3.9 defecations/week; P = 0.51

- B longum P =0.012

- Mixture of 7 probiotics; MD 0.54 defecations/week
(95%Cl 0.07 to 1.01)

Frequency of fecal incontinence

- L, casei rhamnosus Lcr35; MD -0.05 episodes/week
(95%Cl -0.63 to 0.53), heterogeneity: X =032;P=067;1°=0%

- L. GG; MD 0.5 (95%Cl -0.63 to 1.1)

- B. lactis DN 173 010; 36.6% vs 48.6%; P = 0.19

- Mixture of 7 probiotics; P = 0.125

Frequency of abdominal pain

- L, casei rhamnosus Lcr35; MD -2.13 (95%Cl -7.12 to 2.87),
heterogeneity: X* = 18.16; P < 0.0001; I’ = 94%

- B. lactis DN 173 010; 58.3% vs 54.2%, OR 0.97(95%Cl 0.56-1.69),
P=0.92

- B. longum P = 0.015

- Mixture of 7 probiotics; P = 0.161

Adverse event: 7 RCT, RR 0.58 (95%Cl 0.25 to 1.31), heterogeneity:

X*=1.01;P=06;12=0%




86 nuomviosUfUdmMsguasnuidnioownlsSisnmoma w.fA. 2565

Ref 72 (cont.)

Wojtyniak K, Szajewska H. Eur J Pediatr. 2017;176:1155-62.

Result of outcomes (cont.)

This systematic review demonstrates that probiotics are ineffective
for the management of functional constipation in children in
terms of treatment success, defecation frequency, frequency of
fecal incontinence, and frequency of abdominal pain. Adverse

events were rare and not serious.

Indirectness Not serious
Serious limitation (risk of bias) Not serious
Publication bias Not serious

Inconsistency

Studies of L, casei rhamnosus showed high heterogeneity.

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate (1. small number of studies 2. differences in the

dosage and type of probiotics)

Reason to upgrade or downgrade
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Ref 76

Loening-Baucke V, et al. Pediatrics. 2004;113:e259-64.

Study Objective

To evaluate the efficacy of glucomannan (fiber) in treatment

of childhood constipation

Type of study

Double-blind, randomized, crossover study
Intervention: Glucomannan (fiber), 100 mg/kg per d up to 5 ¢/d,

Placebo: maltodextrins

No of study population

46 children (4.5- 11.7 yr) with constipation (defined as a delay
or difficulty in defecation, present for >2 weeks, and sufficient
to cause significant distress to the child),

The patients were randomized into 2 groups. Group 1(19 children)
received placebo first for 4 weeks and then glucomannan for
4 weeks. Group 2 (27 children) received glucomannan first and

then placebo. Patients continued with their laxative.

Outcome

The efficacy of fiber and placebo: changes in frequency of BMs,
soiling frequency, and disappearance of abdominal pain in the
last 3 weeks of each 4-week treatment period using the diary
plus reports by the child and parents

Side effects: new onset of abdominal pain, bloating, abdominal

distention, excessive gas, or diarrhea

Result of outcomes

15 patients dropped out 15 (7 in Gr 1, 6 in Gr2, 2 not completed
study)

Comparing the data between fiber vs. placebo

Defecation frequency of < 3 times/wk (19% vs 52%) (p < 0.05)
Abdominal pain (10% vs 42%) (p < 0.05)

Physician rating (=3 BMs/wk and < 1 soiling episode/3 wk with
no abdominal pain) (45% vs 13%) (p < 0.02)

Parent rating (68% vs 13%) (p < 0.05)

Glucomannan was beneficial in the treatment of constipation

with and without encopresis in children
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Ref 76 Loening-Baucke V, et al. Pediatrics. 2004;113:259-64.

Indirectness Not serious

Serious limitation (risk of bias) Loss to F/U 15/46(32%)

Publication bias Small sample size, dropped out rate 24.5%
DicoFarm (Rome, ltaly) provided research support and the

medications for the study.

Inconsistency Not able to evaluate

Imprecision Not able to evaluate

Level of quality of each outcome | low

Reason to upgrade or downgrade | Downgrade: high risk of publication bias

Ref 77 Castillejo G, et al. Pediatrics. 2006; 118:641-8.

Study Objective To evaluate if whether fiber supplementation is beneficial for

the treatment of children with idiopathic chronic constipation

Type of study Randomized, double-blind, controlled trial
Cocoa husk supplement (fiber), 10.4 ¢/d (3-6 y) or 20.8 ¢/d
(7-10y), vs placebo for 4 weeks

No of study population Referred to the Pediatric Gastroenterology Outpatients’ Clinic
between January 2004 and April 2005

N = 56 (3-10 yr)

Criteria diagnosis: Rome ||

The patients were randomized into 2 groups (28 patients for

each group): Cocoa husk supplement (fiber) vs. placebo

Outcome Data after 4 weeks of treatment as follows:

Changing of colonic transit time (CTT) before and after 4 weeks
of treatment

Mean defecation frequency

No. of patients with subjective improvement in stool consis-
tency

No. of patients with subjective improvement in pain
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Ref 77 (cont.)

Castillejo G, et al. Pediatrics. 2006; 118:641-8.

Result of outcomes

Dropped out 8 (4 in treatment group and 4 in placebo group)
No statistically significant in the mean basal dietary fiber intake
between the two groups.

Intervention vs. placebo

Change in CTT 61.4 hto 43.6 hvs 71.5 h to 61.5 h (not statistical
significance)

Mean defecation frequency (times/wk): 6.2 vs 5.1 (p = 0.78)
No. of patients with subjective improvement in stool consistency:
14 vs 6 (p = 0.039)

No. of patients with subjective improvement in pain: 16 vs 11
(p = 0.109)

No significant differences in the change in CTT and the mean

defecation frequency per week between the two groups.

Indirectness

Not serious

Serious limitation (risk of bias)

Not serious

Publication bias

Small sample size

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Downgrade: risk of publication bias
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Ref 78

Chmielewska A, et al. Clin Nutr. 2011; 30:462-8.

Study Objective

To assess the efficacy of glucomannan (GNN) as a sole

treatment for functional constipation

Type of study

Randomized, controlled trial

Receive GNN (2.52 ¢/d) or placebo (maltodextrin) for 4 weeks

No of study population

N = 80 (3-16 yr) with functional constipation (Rome II)
Random GNN (40 patients) vs placebo (40 patients)

Outcome

Primary: treatment success (=3 stools per week without soiling)
Secondary: stool consistency, stool frequency per week, and the
number of episodes of fecal soiling, pain during defecation,

flatulence, and abdominal pain per week

Result of outcomes

Loss to F/U 8 (4 patients in each group)

Protocol violation 11 (GNN 6, placebo 5)

GNN vs. Placebo

Primary: 56% vs 58%, RR 0.95 (Cl 0.6-1.4)

Secondary:

Stool consistency: 1.2 + 1.5 in week 1(p < 0.001), -0.6 + 1.2 in
week 3 (p =0.008)

Stool frequency per week, mean different (MD)(95%Cl): 2 (1-3)
at week 3 (p =0.007)

Abdominal pain per week, MD (95%Cl): 0(0-1) in week 1

(p = 0.04) and 0(0-1) in week 4 (p<0.001)

Number of episodes of fecal soiling, pain during defecation,

flatulence: no difference

Indirectness

Not serious

Serious limitation (risk of bias)

Serious Not excluding patients who violated the study protocol

from data analysis

Publication bias

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Downgrade: risk of bias
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Ref 79

Weber TK, et al. J Pediatr Gastroenterol Nutr. 2014;58:297-302.

Study Objective

To test the clinical efficacy and effect on colonic transit time
(CTT) of a dietary fiber mixture given to children with controlled
chronic constipation (CC) after the withdrawal of stool softeners

and enema

Type of study

Randomized, double-blind, placebo-controlled trial

Intervention: dietary fiber mixture vs placebo (maltodextrin) 4 wk

No of study population

N = 54, (4-12 yr) with functional constipation (Rome IIl)
Experimental group (n =27), control group (n=30) (3 patients
were excluded: 2 patients from control group and 1 from fiber
group)

Patients were in the gradual removal phase of the softener
and working toward the goal of complete suspension of the

medication

Outcome

Primary: Therapeutic failure (oral stool softeners or enemas
was required to prescribe during the trial)
Secondary: Defecation frequency, stool consistency (measured

using the Bristol Stool Form Scale), and CTT

Result of outcomes

3 patients were excluded: 2 patients from control group and 1
from fiber group.

dietary fiber mixture vs. placebo

Primary: Therapeutic failure: 34.6% vs 35.7%, RR 0.98

(Cl 0.54-1.75), NNT 100

Secondary: Defecation frequency: Final: 1.093+0.452 vs
0.907+0.310, p = 0.114, AFinal-basal: 0.529+0.423 vs 0.232+0.350,
p = 0.014,

Passing nonhardened stools: 60% vs. 16.7% (P = 0.003).

CCT (total), h: 50 (40.0-61.0) vs 50 (37.0-59.0), p = NS

Dietary fiber did not neither prevent the need for stool softeners
and enemas nor reduce CTT in constipated patient; however,
the mixture promoted an increased frequency of defecation and

an improvement in the stool consistency.

Indirectness

Not serious
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Ref 79 (cont.)

Weber TK, et al. J Pediatr Gastroenterol Nutr. 2014;58:297-302.

Serious limitation (risk of bias)

Not serious

Publication bias

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

High

Reason to upgrade or downgrade

Fiber vs laxativ

Ref 80

Kokke FT, et al. J Pediatr Gastroenterol Nutr. 2008;47:592-7.

Study Objective

Evaluating the effect of dietary fibers comparing with lactulose

in childhood constipation

Type of study

Randomized, double-blind, controlled trial

Fiber mixture (10 g/125mL) or lactulose (10 ¢/125 mL) in a yogurt
drink, 10-30 em/day depend on patient’s weight, total 8 weeks
Macrogol 3350 was added if no clinical improvement after 3

weeks in either group

No of study population

97 children (age 1-13 yr) with FC (at least 2 of 4 criteria for con-
stipation: stool frequency < 3 times per week, fecal incontinence
> 2 times per week, periodic passage of large amounts of stool
at least once every 7 to 30 days, or a palpable abdominal or
rectal mass); 42 in the fiber mix group and 55 in the lactulose

group.

Outcome

Primary outcome: defecation frequency per week

Secondary outcome: fecal incontinence each day (yes or no),
stool consistency according to the Bristol Stool Form Scale,
abdominal pain, flatulence, use of step-up medication (yes or
no), taste, dry weight of feces at week 0 and 3, and adverse

effects
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Ref 80 (cont.)

Kokke FT, et al. J Pediatr Gastroenterol Nutr. 2008;47:592-7.

Result of outcomes

Fiber mixture vs. lactulose
Primary outcome (defecation frequency per week): 7 vs 6;
P =0.481

Secondary outcome (No of > 1 fecal incontinence episode):

4% vs. 3% (P = .084)

Stool consistency: fiber vs lactulose group, mean scale: 3.5 vs

Abdominal pain scores (mean): week 3 -1.58 vs. 1.43 (P = 0.33);
week 8- 1.49 vs. 1.39 (P = 0.50)

Flatulence scores (mean): week 3- 1.9 vs. 2.0 (P = 0.70);

week 8- 2.0 vs.1.9 (P = 0.94)

Step-up Macrogol 3350 (no. of patients): week 3- 13 vs. 7

(P =0.028); week 8 — 20 vs. 21 (P =0.356); week 12 - 21 vs. 26
(P =0.793)

Taste score: week 4- 8 vs 7(P =0.516), week 8 -8 vs 7 (P =0.712)

Indirectness

Not serious

Serious limitation (risk of bias)

Not serious

Publication bias

Serious-The study was supported by Business aimed

Technological Cooperation

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Moderate

Reason to upgrade or downgrade

Downgrade due to publication bias
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Ref 81

Usttindag G, et al. Turk J Gastroenterol. 2010;21:360-4.

Study Objective

To investigate whether partially hydrolyzed guar gum (PHGG) can
be used safely as a fiber source for treatment of constipation in

children and to compare its success with lactulose

Type of study

Randomized, controlled trial

PHHG (3-5 g/day) with fruit juice vs. lactulose (1 ml/kg/day
with juice) for 4 weeks

The efficacy of treatment was assessed by 1) comparing the pre
and post treatment data of each group and 2) comparing the

post treatment data between the two groups

No of study population

61 children (age 4-16 yr) with functional constipation (Rome II)

PHHG group, n: 31; lactulose group, n: 30

Outcome

Defecation frequency, stool consistency, and presence of
flatulence and abdominal pain
Family questionnaires about the success, safe and side effect

profile of both treatment arms

Result of outcomes

7 patients dropped out

Comparing with base-line data:

Weekly defecation frequency: from 4+0.7 to 5+1.7 in the PHGG
groups (P<0.005), and from 4+0.7 to 6+1.1 in the lactulose
group (P<0.001)

Stool consistency: from 2.1+0.6 to 3.9+0.7 in the PHGG groups
(P<0.001), and from 2.8+0.6 to 4.3+0.6 in the lactulose group
(P<0.001)

Abdominal pain (%): from 49.2 to 16 in the PHGG groups
(P=0.01), and from 50.8 to 10 in the lactulose group (P=0.013)
Stool withholding (%): from 38 to 3 in the PHGG groups
(P=0.012), and from 20 to 3 in the lactulose group (P=0.01)
Rectal bleeding (%): from 24 to 0 in the PHGG groups
(P=0.001), and from 20 to 0 in the lactulose group (P<0.001)
Stool consistency, stool withholding and abdominal pain, were
compared between the two groups. There was no statistical

difference between the two groups (p>0.05) (data not shown)
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Ref 81 (cont.)

Usttindag G, et al. Turk J Gastroenterol. 2010;21:360-4.

Indirectness

Not serious

Serious limitation (risk of bias)

Very serious - the results did not directly match the study objective.

Publication bias

Not serious

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Low

Reason to upgrade or downgrade

Very serious limitation

Ref 82

Nimrouzi M, et al. Iran J Pediatr. 2015;25:425.

Study Objective

To compare the efficacy and side effects between D. sophia and
PEG 4000 (without electrolyte) for the treatment of pediatric

constipation

Type of study

Randomized, controlled trial
PEG, 0.4 g/kg/day, or D. sophia seeds, 2 grams (aged 2 - 4 years)

and 3 grams (aged > 4 years) per day, total 8 weeks

No of study population

120 children (age 2 - 12 yr) with functional constipation (Rome
11
D. sophia, n = 56; PEG group, n = 53

Outcome

Primary: The number of patients who had responded to
treatment (exiting the Rome |ll criteria for constipation after
the 3" week) in each group

Secondary: If the patients did not meet Rome Ill criteria at the
end of the 8" week, the incidence and severity of adverse
effects including flatulence, abdominal pain and drug compliance

at the end of the 3™ and 8" week

Result of outcomes

11 dropped out

No statistically significant difference in response rate was found
between D. Sophia vs PEG group, n(%): at the end of 1% 1(1.8%)
vs 3(5.7%); (P = 0.288), 2™ 30(53.6%) vs 30(56.6%); (P = 0.45),
3933(58.9%) vs 29(54.7%); (P = 0.401), and 8" wk 36(64.3%) vs
29(54.7%); (P = 0.205)
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Ref 82 (cont.)

Nimrouzi M, et al. Iran J Pediatr. 2015;25:425.

Result of outcomes (cont.)

Flatulence and abdominal pain, D. sophia vs PEG group:
no statistically significant after 3 17.9% vs 20.8% (P =0.444) and
8" week 8.9% vs 11.3% (P = 0.461)

Indirectness

Not serious

Serious limitation (risk of bias)

serious - Not blinded due to differences in the appearance and

dose of the medications

Publication bias

Serious- Small sample size

Inconsistency

Not able to evaluate

Imprecision

Not able to evaluate

Level of quality of each outcome

Low

Reason to upgrade or downgrade

Not blinded, small sample size
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Ref 84

Boilesen SN, et al. J Pediatr (Rio J). 2017;93:320-7.

Study Objective

To review the evidence on the role of water and fluid intake
in prevention and treatment of functional constipation (FC) in

children and adolescents.

Type of study

Systematic review

No of study population

6 studies (2005-2016) concerning fluid intake for prevention and
5 studies (1998-2012) for treatment of functional constipation

were include in this systematic review.

Outcome

1 Amount of fluid intake in Chidren with FC vs. without FC

2. Outcome of FC after treatment with fluid intake

Result of outcomes

Prevention

Comas Vives et al., 2005 (898 Spanish children aged 4 mos-15
yrs) - Logistic regression showed that, compared with the intake
of fewer than four glasses a day, the intake of four to eight
glasses reduced the risk of constipation to 0.42 and intake of

more than eight ¢glasses, to 0.17.

Lee et al., 2008 (368 Hong Kong children aged 3-5 yrs)- The total
fluid volume consumed in the group with FC (624 mL) and in
the control group (685 mL) did not show a statistically significant
difference (p = 0.58).

Jennings et al., 2009 (84 English children aged 7 -10 yrs- Children
with FC had lower water intake (mean 832 g) compared to children
without FC (mean 925 ¢); however, there was no statistically

significant difference.

Chan et al, 2010 (383 Hong Kong schoolchildren aged 8-10 yrs)
- Students who had a fluid intake of three to four glasses (200
mL/glass; OR = 0.12, 95% Cl: 0.05-0.34) and five glasses or
more (OR = 0.07, 95% Cl: 0.03-0.18) were less likely to have FC

than students who consumed two glasses.
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Ref 84 (cont.)

Boilesen SN, et al. J Pediatr (Rio J). 2017;93:320-7.

Result of outcomes (cont.)

Chien et al,, 2011 (1426 Taiwanese students aged 10-18 yrs) -
A multivariate logistic analysis showed that low daily intake of
fluids (<1.8 L, OR = 1.2, 95% ClI 1.07-1.43), fruit (<1 portion,
OR = 1.6, 95% Cl: 1.42-1.84), vegetables (<1 portion, OR = 1.4,
95% Cl: 1.25-1.67), and whole grains (OR = 1.2, 95% Cl:
1.08-1.38), were independently associated with an increased

risk of bowel frequency less than three times a week.

Park et al.,, 2016 (212 Korean children aged 25-84 months) -
Multivariate logistic analysis showed that the intake of 500 mL
or less of water (OR = 9.9; 95% Cl: 0.9-99.5) was a strong
predictor of FC in children.

Treatment

Young et al., 1998 (90 American children aged 2-12 yrs.) -

No statistically significant variation was observed in any of the
three groups (50% water intake, received hyperosmolar (>600
mOsm/L) supplemental fluid, and normal fluid intake) at the
end of the second and third weeks of intervention regarding
bowel movement frequency, stool consistency, and difficulty

to evacuate.

Kuhl et al., 2009 (26 American children aged 3-11 yrs) - Bowel
movement frequency increased from 12.0 to 16.1 per week,
when comparing the first and last weeks of treatment. The
mean fluid intake increased significantly from 480 mL to 720
mL, comparing the first with the last weeks of treatment (p <

0.001). There was no control group for comparison.

Kuhl et al., 2010 (37 American children aged 4-12 yrs )- When
comparing the beginning and the end of the treatment, the
group with encouragement to increase fluid intake showed a
decrease in the occurrence of fecal incontinence (p < 0.05)

and tendency to increase the evacuation frequency (p = 0.08).
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Ref 84 (cont.)

Boilesen SN, et al. J Pediatr (Rio J). 2017;93:320-7.

Result of outcomes (cont.)

Bae et al,, 2010 (27 Korean children aged 2 - 14 yrs) - The group
treated with polyethylene glycol 4000 (n = 14) showed a higher
bowel movement frequency during the period of higher fluid
intake, when compared to the period of lower fluid intake
(medians of 27.7 and 25.1, respectively, p = 0.009) and lower
stool consistency (medians of 20.0 and 15.0, respectively,

p = 0.002).In the group treated with lactulose (n = 13),

these differences were not observed.

Karagiozoglou-Lampoudi et al.,, 2012 (86 Greek children aged
1-11 yrs)- After one month of treatment a favorable response
was observed (bowel movement frequency >3 times per week,
absence of painful evacuation and absence of hard stools)
in both eroups of children having diet recommended by the

gastroenterologists and a personalized diet prescribed by dietitians.

Indirectness Not serious
Serious limitation (risk of bias) Not Serious
Publication bias Not serious

Inconsistency

Serious- Heterogeneity of the results of included studies

Imprecision

Not able to evaluate

Level of quality of each outcome

Low

Reason to upgrade or downgrade

Downgrade- Inconsistency
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