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	1. Introduction 


1.1 These guidelines have been produced in line with the following National Institute for Health and Care Excellence (NICE) Clinical Guidelines (CG):
· Urinary Tract Infection in under 16’s: diagnosis and management, CG54, 2007, updated 2017; 
· Childhood management of constipation, CG99, 2010, Updated July 2017; 
· Bedwetting in under 19’s, CG111, 2010;
· Child maltreatment: when to suspect maltreatment in under 18’s, CG89, 2009, Updated 2017.
 2. Purpose and Overview




2.1 The purpose of this document is to provide guidance for Level 1 healthcare professionals prior to referral to a specialist Level 2 service (Bladder and Bowel/Continence Nurse Led Service). This document is relevant to practitioners in both Mid Cheshire (ECNHST) and Central Cheshire Integrated Care Partnership (CCICP).

2.2 Overview of the relevance of treating bladder and bowel dysfunction

Bladder and bowel dysfunction, (or continence difficulties) are very common in children and young people:

· Constipation can affect up to 30% of the childhood population (NICE 2014). Chronic constipation is defined by NICE guidance  (CG99 – reviewed 2017) as symptoms of constipation which last longer than 8 weeks. The latest guidance from the ROME clinical group state that 2 or more symptoms for 4 weeks is classed as functional constipation (Ilan et al 2017). The Rome process and Rome criteria are an international effort to create scientific data to help in the diagnosis and treatment of functional gastrointestinal disorders, such as irritable bowel syndrome, functional dyspepsia and rumination syndrome. The Rome diagnostic criteria are set forth by Rome Foundation, a not for profit organization based in Raleigh, North Carolina, United States.
· In children with severe disabilities, estimates of the prevalence of constipation vary from 26% to more than 50% (Coleman et al 2010)

· Daytime incontinence has been reported in 15% of 4 and a half year olds - and 5 % of 9 and a half year-old children, respectively (Swithinbank et al 2010). 

· Bedwetting - A study carried out in the UK reported a 15.5 % rate for enuresis in 7 and a half year-old children, which decreased with age but remained at 0.5–1 % in adults (Butler et al 2008). 

· The impact of incontinence can give children a sense of shame; it is isolating and they often avoid social situations experiencing low self-esteem. In children aged 8-18 it is the third most traumatic even after divorce and parental fighting. It is known to have a negative impact on school performance (NICE 2010). 
· Successfully treating continence issues improves quality of life and reduces psychological problems (Hagloff 1998).
· A recent study (Whale et al 2017) highlights the fact that young people with continence problems may be at increased risk of academic underachievement, improvement is needed in teacher understanding of the needs of young people with continence problems and that young people are reluctant to disclose continence problems due to perceived stigma and fear of social isolation. 

The three common bladder and bowel difficulties: constipation, day time bladder dysfunction and night time wetting often co-exist. Therefore when children present with any bladder and bowel problems it is important to assess all three conditions respectively. 

3. Responsibilities


		

3.1   The Chief Executive has overall responsibility for ensuring that the trust has appropriate policies and robust monitoring arrangements in place. 

3.2   All Directors: 
Where Directors are asked to ratify Mid Cheshire Trust policies; the Director is responsible for the review of the policy and the final ratification prior to the policy actually being implemented. This ratification process will take place following the consultation and approval process by the appropriate committee. 

The Deputy Director of Corporate Affairs and Governance is responsible for the approval, ratification, and implementation and monitoring of this policy, and for the maintenance of an archive of superseded policies and procedures. 

3.3   Trust Committees:
As a group are responsible for the consultation and approval process required during the development of policies for Mid Cheshire Trust. The committees are responsible for the review of policies submitted to them to ensure that policies are appropriate, workable and follow the principles of best practice.

3.4    Line managers:
Highlight the policy and ensure that the Policy has been cascaded across their teams.
Ensure that staff are deemed competent and access training as required.

3.5    Bladder and Bowel Specialist Nurses:
· Provision of advisory support to nursing, and allied health professionals’ in all aspects of continence assessment and management
· Ensure that relevant policies are evidence based and reviewed on a three yearly basis or earlier in the event of changes to local or national guidance
· Provide evidence based education and training sessions

3.6    All Staff:
It is incumbent on all staff, when asked, to provide comments and feedback on the content and practicality of policies that are being developed and reviewed. 
· Ensure that the guidance contained herein is adhered to and followed 
· Compliance with the NMC (2015) the ‘Code.’ 
· To attend an initial continence assessment study session and update their skills every 3 years or sooner if required
· Reporting any accidents, incidents and near misses in relation to this processes and procedures contained herein via Datix.



4. Processes and Procedures

4.1 Level 1: Pathway for Child/Young Person with Bladder and/or Bowel Issue
Parent/Carer/Child Identifies Concern Regarding Bladder/ Bowel/Toileting

 Early Years Team: (Health visitor, Nursery nurse)/ School Nurse Team

Initial Assessment of Continence Issue
· Complete assessment of child and use this to inform your plan of care following the guidance in this document. (Appendix 1 &2). 
· Request family to complete a bladder and/or bowel record chart to aid diagnosis (Appendix3+4)
· Ask parent to take child to GP if:
· any red flags
· symptoms require treatment or investigation
· Identify issue, and give appropriate bladder and bowel health promotion advice
· If symptoms are severe or longstanding despite evidence of Level 1 (12-week care plan general Bladder & Bowel Dysfunction and 24 week toilet training care plan) phone/email Bladder and Bowel Service for advice
· 









General Bladder and Bowel Health Promotion Advice
· Drinking advice: 6 -8 drinks spread evenly throughout the day – see drinking plan appendix 3.
· Toileting advice:
· Position on the toilet, Use of toilet seat insert and foot stool if required 
· Toileting after meals to encourage regular bowel movements
· Regular prompted toileting for urinary problems
· Toilet pass arranged and ensure access to toilets and fluid during school
· Signpost parent/carer/child to support sources eg. ERIC, Bladder and Bowel UK





	
Red Flags 
See Page 5 for constipation red flags
See Page 9 for urinary red flags
There are comprehensive lists of red flags, some of which would only be included in the assessment by asking about past medical history and will not be able to be assessed by health visitors, school nurses or Bladder and Bowel Nurses.  It is for the trained nurse to use her clinical judgement to assess the relevance of red flags which are reported and always ask for further assessment by a medical practitioner if concerned.
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REFERRAL
For referral criteria/how to refer to the Paediatric Bladder and Bowel Service (East Cheshire) or Paediatric Bladder & Bowel Service (CCICP) see P4
· Review as appropriate
· Ensure Parent has contact details if symptoms re-occur.
Agree appropriate review date with parent and method – phone/ face to face contact (usually 4-6 weeks)
NO IMPROVEMENT IN SYMPTOMS
Referral to appropriate service with the consent of the person with parental responsibility

IMPROVEMENT IN SYMPTOMS

Mid Cheshire Bladder & Bowel Service & Central Cheshire Integrated Care Partnership, June 2022
4.2 Referral Criteria

	[image: ]



Paediatric Bladder and Bowel Service 
(Mid Cheshire) 
Referral Criteria: 
· Children and young people aged 4-19 years of age with daytime bladder dysfunction and/or bowel dysfunction 
· Children and young people aged 5-19 years of age for nocturnal enuresis
· Child must have an Mid Cheshire GP
· The Bladder and Bowel Service will see children with delayed toilet training from the age of 4 years, who have already tried toilet training with the support of the Health Visiting Team.  
· If an Educational Health Care Plan (EHCP) is being applied for on behalf of the child, or the child has a learning disability, they may be able to access products on the home delivery service from the age of 4 years, but only once they have been assessed by a Bladder and Bowel Nurse.
· Acute medical issues should already have been addressed/resolved
· If referral is regarding daytime wetting, the child should have had a urine dipstick performed prior to referral – this can be via the GP.
· If you feel a child does not meet the above criteria but may still warrant a referral or you need further advice please contact the Paediatric Bladder and Bowel Nurses on 01625 663337
Referrals will be sent on the Mid Cheshire Paediatric Bladder and Bowel Service Assessment for School Nurses & Health Visitors (Appendix 1)
Please email referral to: ecn-tr.DataQualityEpisodes@nhs.net
 ensuring assessment form (Appendix 1) is fully completed and attaching any relevant, additional information before sending.
Our web page: https://services.eastcheshire.nhs.uk/bladder-and-bowel
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Paediatric Continence Service 
(South Cheshire and Vale Royal) 
Referral Criteria:

· Children and young people aged 5-18 years (in full time education) with bladder and/or bowel dysfunction registered with a GP in the South and Vale Royal footprint
· Children of pre-school age who have undergone formal toilet training and have a statement of special need and/or an EHCP in place
· If you feel a child does not meet the above criteria but may still warrant a referral or you need further advice, please contact the Paediatric Specialist Bladder & Bowel Nurses on 01270 826360
Referrals need to be sent on the CCICP Paediatric Continence Baseline Assessment for School Nurses & Health Visitors  (Appendix 2)
Please email referral to:  CCICP.therapyservices@mcht.nhs.uk   ensuring assessment form (Appendix 2) is fully completed and attaching any relevant, additional information before sending. Must include Bladder & Bowel diaries completed by parent. 


5. Constipation


5.1 Definition
Constipation is defined by the presence of 2 or more of the following criteria (NICE, 2010).

	Component
	Child younger than 1 year
	Child/young person older than 1 year

	Stool patterns
	• Fewer than three complete stools per week (see Bristol Stool Form Scale 3 and 4) 
• Hard large stool (See Bristol Stool Form Scale) 
• ‘Rabbit droppings’ (See Bristol Stool Form Scale) 

	• Fewer than three complete stools per week (see Bristol Stool Form Scale 3 and 4) 
• Overflow soiling (that is, very loose, very smelly stool passed without sensation) 
• ‘Rabbit droppings’ (See Bristol Stool Form Scale) 
• Large, infrequent stools that can block the toilet 


	Symptoms associated with defecation
	• Distress on stooling 
• Bleeding associated with hard stool 
• Straining 

	• Poor appetite that improves with passage of large stool 
• Waxing and waning of abdominal pain with passage of stool 
• Evidence of retentive posturing: typical straight legged, tiptoed, back arching posture 
• Straining 


	History
	• Previous episode(s) of constipation 
• Previous or current anal fissure 

	• Previous episode(s) of constipation 
• Previous or current anal fissure
• Painful bowel movements and bleeding associated with hard stool


Table 1

5.2 Red Flags
Children with any of the following red flags should be directed to the appropriate health care professional – GP, Paediatrician, Safeguarding or A+E, as appropriate.
RED FLAGS FOR CONSTIPATION
· Failure or delay in passing meconium (>48 hours),
· Constipation since birth
· Ribbon stools
· Undiagnosed lower limb weakness
· Faltering weight
· Leg weakness or locomotor delay
· Abnormal distention with vomiting
· Abnormal appearance of anus
· Gross abdominal distention
· Possible maltreatment/safeguarding concerns













5.3 Assessment

· Complete Assessment form - Appendix 1 (East Cheshire) or Appendix 2 (CCICP)
· Ask not only about frequency of bowel motions, but also ensure you cover the accompanying symptoms – see table 1 (page 5) and there is further information in appendix 6 and 7 from NICE guidance.
· Request a 2-week bowel chart to be completed by the family to aid assessment (appendix 4)

5.4 Treatment

· Advise parents to take child to GP’s if laxatives are required.
· If symptoms are severe and a disimpaction regime is prescribed by the GP, the GP may refer to the Bladder and Bowel service directly.  Direct parents to disimpaction information sheet – Appendix 9
· If symptoms require maintenance treatment, follow up in 4 weeks.
· Drinking advice: 6 drinks spread evenly throughout the day – see appendix 3
· Toileting advice:
· Position on the toilet
· Use of toilet seat insert and foot stool if required 
· Toileting 20-30 minutes after meals to encourage regular bowel movements
· Use distraction techniques to aid relaxation on the toilet and stimulate the bowel. 
· Arrange toilet pass for School and ensure access to toilets and fluid during school.
· Signpost parent/carer/child to support sources:
· www.eric.org.uk
· www.bladderandboweluk.co.uk

Diet and fluid advice will not be adequate to treat constipation, and laxatives should be considered, particularly if constipation has been present for 4 weeks or more, as per NICE guidance (2010).

NICE recommend treatment with macrogol (Cosmocol, Laxido, Movicol etc.) for either disimpaction or maintenance therapy. The child will need to be seen by a health professional who is able to assess the child and prescribe this, in a timely manner (See appendix 8 for NICE guidance on laxatives).


5.4.1 Disimpaction

Disimpaction is recommended by NICE (2010) based on clinical history and if overflow soiling and/or palpable faecal mass present. Warn parents that symptoms are likely to worsen, before there is an improvement. Provide advice on how to make up macrogol laxatives (See appendix 9).

Table 2
	Number of Macrogol Paediatric sachets for disimpaction

	Age (years)
	Day 1
	Day 2
	Day 3
	Day 4
	Day 5
	Day 6
	Day 7

	1-4
	2
	4
	4
	6
	6
	8
	8

	5 - 11
	4
	6
	8
	10
	12
	12
	12

	Number of Macrogol Adult sachets for disimpaction

	12 years +
	4
	6
	8
	8
	8
	8
	8



Review is recommended within 1 week. 
· Disimpaction successful - commence maintenance treatment.
· Disimpaction unsuccessful:
· If concordant with treatment plan, add in stimulant laxative. 
· Substitute a stimulant laxative singly or in combination with an osmotic laxative if macrogols are not tolerated.

· If still no improvement:
· Physical examination by medical practitioner including:
· Inspection of perianal area including position, appearance and patency etc.
· Abdominal examination
· Examination of spine, lumbosacral region and gluteal examination
· Lower limb neuromuscular examination including tone and strength; and reflexes if indicated.
· A digital rectal examination should only be performed by a paediatrician.
· Refer to appropriate healthcare professional. 
· Bladder and Bowel/Continence Service (for children aged 5-18 years) for ongoing treatment and support - send the completed assessment referral form - Appendix 1 (East Cheshire) or Appendix 2 (CCICP) via email to the relevant address
· ecn-tr.DataQualityEpisodes@nhs.net  (Mid Cheshire) 
· CCICP.therapyservices@mcht.nhs.uk    (CCICP)
· Paediatrician for further investigations and treatment if required.


5.4.2 Maintenance 

Maintenance treatment is recommended if there are no signs of impaction.

	Number of Macrogol Paediatric sachets for Maintenance

	Age 1-11 months
	0.5-1 sachet daily

	Child 1 year
	1 sachet daily, maximum of 4 sachets per day

	Child 2-5 years
	1 sachet daily, maximum of 4 sachets per day

	Child 6-11 years
	2 sachets daily, maximum of 4 sachets daily

	Number of Macrogol Adult sachets for Maintenance

	Child 12 years +
	1-3 sachets daily for up to 2 weeks, then 1-2 sachets daily



Review is recommended after 2 weeks:

· If maintenance dose is achieving a good bowel habit and has eliminated the symptoms of constipation:
· Advise parent to continue on macrogol and gradually reduce dose, ensuring good bowel habit continues. 
· Advise parents that the child may need to continue on laxatives for 6 – 12 months and some children are likely to need them for several years or more.
· To increase dose to previous level if constipation symptoms return
· Discuss reducing risk of further episodes:
· Drinking
· Toileting
· Balanced diet
· Review in 4 weeks
· Give parents contact details of the healthcare professional who is managing their constipation – school nurse, health visitor etc.

· If maintenance dose is not achieving a good bowel habit and symptoms of constipation are still present:
· Check concordance
· Discuss
· Drinking
· Toileting
· Diet
· Consider increasing dose of laxatives/disimpaction regime
· Consider referring to the Bladder and Bowel/Continence Service 

· If still no improvement:
· Physical examination by medical practitioner including:
· Inspection of perianal area including position, appearance and patency etc.
· Abdominal examination
· Examination of spine, lumbosacral region and gluteal examination
· Lower limb neuromuscular examination including tone and strength; and reflexes if indicated.
· A digital rectal examination should only be performed by a paediatrician.
· Refer to appropriate healthcare professional. 
· Bladder and Bowel/Continence Service for ongoing treatment and support – send the completed assessment form - Appendix 1 (East Cheshire) or Appendix 2 (CCICP) via email to the relevant address
·  ecn-tr.DataQualityEpisodes@nhs.net (Mid Cheshire) 
·  CCICP.therapyservices@mcht.nhs.uk  (CCICP)
· Paediatrician for further investigations and treatment if required.

6. Bladder Dysfunction

	


6.1 Definitions
Urinary incontinence means involuntary leakage of urine; it can be continuous or intermittent. 

Continuous incontinence refers to constant urine leakage (day and night time) usually associated with congenital malformations – the child should be referred to a paediatrician or urology.  Please ensure the child really is NEVER dry, rather than relying on a parents perspective that the child is ‘wet all the time’

Daytime wetting is intermittent incontinence when awake. Enuresis should not be used to refer to daytime incontinence.

Nocturnal Enuresis (Night time wetting) is intermittent incontinence and occurs exclusively during sleeping periods. 

Frequency is increased or decreased voiding frequency. Normal voiding frequency is between 4-7 times per day from the age of 4 years. Frequency will be affected by fluid intake and bladder capacity.

Urgency refers to the sudden and unexpected experience of an immediate and compelling need to void. The term is not applicable before the attainment of bladder control. The symptom of urgency is often a sign of bladder overactivity.


6.2. Red Flags Symptoms

Children with any of the following red flags should be directed to the appropriate health care professional – GP, Paediatrician, Safeguarding or A+E, as appropriate.

RED FLAGS FOR POTENTIAL BLADDER CONDITIONS
· Haematuria  
· Possible UTI     
· Repeated UTI
· Poor urine flow
· History of: 
· High Blood pressure with Proteinuria
· Tight Foreskin   
· Hypospadias
· Renal abnormality
· Poor urine flow
· Family history of vesicoureteric reflux
· Abnormal distention with vomiting
· Gross abdominal distention 
· Possible maltreatment/safeguarding concerns

Other issues in the medical history which may alert the nurse:
· Occult Spine   
· Undiagnosed lower limb weakness
· Faltering weight
· Leg weakness or locomotor delay 
· Abdominal Mass
· Abnormal gluteal muscles, 
· Scoliosis 
· Sacral agenesis 
· Abnormal reflexes































6.3  Daytime Urinary Symptoms

6.3.1  Assessment 

· Request a 2 day frequency volume chart to be completed by the family to aid assessment (appendix 3) – this will identify the fluid intake, bladder capacity and any signs of frequency and urgency. 
· Complete Assessment form - Appendix 1 (Mid Cheshire) or Appendix 2 (CCICP)
· Ask family to attend the GP surgery for urine to be dipped to rule out urine tract infection, diabetes mellitus etc.
· If any suspicion of constipation, ask family to complete a 2 week bowel chart (appendix 4).  If the bowel is full of faeces it can press on the bladder and cause, urgency and frequency (with or without wetting) and incomplete emptying.  Constipation should be resolved so that the child’s normal bladder function can be assessed.

6.3.2 Advice

· Drinking advice: 
· 5-6 drinks spread evenly throughout the day – see appendix 5
· Discuss types of fluids and how they may affect the bladder – see appendix 5
· Toileting advice:
· Position on the toilet, Use of toilet seat insert and foot stool if required to ensure pelvic floor is fully relaxed when toileting.
· Toileting 20-30 minutes after meals to encourage regular bowel movements with correct toileting position
· Regular prompted toileting with particular attention to voiding after drinks.
· Ensure good access to toilets and fluids during school day
· Toilet passes to be arranged at School, if appropriate.
· Signpost parent/carer/child to support sources:
·  www.eric.org.uk 
· www.bladderandboweluk.co.uk 

6.3.3 Referral

· Refer to the Bladder and Bowel /Continence Service if:
· No signs of constipation, 
· No urine infection
· Symptoms are severe /causing disruption to daily life 
· Symptoms have not resolved following basic advice.
· Two day frequency volume chart completed
· Send the completed assessment form – 
Appendix 1 (East Cheshire) or Appendix 2 (CCICP) via email to the relevant address
· ecn-tr.DataQualityEpisodes@nhs.net  (Mid Cheshire)
·  CCICP.therapyservices@mcht.nhs.uk     (CCICP)

6.4 Nocturnal enuresis

6.4.1 Assessment

· Request a 2-day frequency volume chart to be completed by the family to aid assessment (appendix 3) – this will identify the fluid intake, bladder capacity and any signs of frequency and urgency. 
· If any signs of daytime symptoms, these need to be considered and treated prior to treating night time symptoms.
· Complete Assessment form - Appendix 1 (Mid Cheshire) or Appendix 2 (CCICP)
· Ask family to attend the GP surgery for urine to be dipped to rule out urine tract infection, diabetes mellitus etc.
· If as a health professional there is an element of constipation, ask family to complete a 2 week bowel chart (appendix 4).  If the bowel is full of faeces it can press on the bladder and cause, urgency and frequency (with or without wetting) and incomplete emptying.  Constipation should be resolved so that the child’s normal bladder function can be assessed
6.4.2 Advice

· Drinking advice: 
· 6-8 drinks spread evenly throughout the day – see appendix 5
· Discuss types of fluids and how they may affect the bladder – see appendix 6
· Toileting advice:
· Position on the toilet: Use a toilet seat insert (as needed) and ensure a foot stool is in place to position knee higher than hips so that the pelvic floor is fully relaxed when toileting.
· Toileting 20-30 minutes after meals to encourage regular bowel movements
· Ensure child is voiding at least 4 times a day
· Encourage the child to go to the toilet when they clean their teeth and if they don’t fall asleep soon after this, to attempt another void before settling to sleep.
· Ensure good access to toilets and fluids during school day
· Toilet pass to be arranged, if appropriate 
· Signpost parent/carer/child to support sources:
· www.eric.org.uk
· www.bladderandboweluk.co.uk

6.4.3 Review and Referral

Review all Children and Young People within 4-6 weeks:

· Dry at night – no further contact required, but ensure parents have a contact point if problem re-occurs.
· Still wet at night – Send the completed assessment form - Appendix 1 (Mid Cheshire) or Appendix 2 (CCICP) via email to the relevant address:
· ecn-tr.DataQualityEpisodes@nhs.net  (Mid Cheshire) 
·  CCICP.therapyservices@mcht.nhs.uk   (CCICP)
DESMOPRESSIN USE WITHOUT ASSESSMENT BY BLADDER AND BOWEL SERVICE

National Institute for Health and Care Excellence CG111 recommend alarm therapy as the first-line treatment for children and young people whose bedwetting has not resolved following fluid and toileting advice. If the alarm is undesirable or considered inappropriate, then alternative treatment may be required or recommended. 

If the child/young person is over the age of 5 years, distressed by bedwetting or due on a residential, then the family could consider attending their GP to discuss the possibility of a trial of Desmopressin.
· Starting dose: Desmopressin tablet 200mcg once daily to be taken at night.
· The child MUST not drink for an hour before taking the tablet and for 8 hours after to minimise risk of fluid retention.	
· I.e. Last drink finished at 6pm, bedtime and Desmopressin 7pm (a small quantity of fluid can be taken with tablet), no drinks until at least 3am, but ideally the morning.
· Review after 2 weeks:
· If effective then the child can continue on the Desmopressin 200mcg for 3 months. Child should then take a 1 week break from the Desmopressin to check if dry without medication.
· If not effective the dose can be increased to Desmopressin 400mcg once daily to be taken at night.
· If no improvement in bedwetting stop Desmopressin tablet 400mcg – they may need to work on their fluids and toileting, trial a bedwetting alarm, or possibly need an anti-cholinergic following further assessment – both of these options would be available through the Bladder and Bowel Service if assessed to be appropriate.



































7. Delayed toilet Training




The Health Visiting team are responsible for supporting parents who have pre-school children who are struggling to achieve this developmental milestone.  

7.1 Assessment

1. Complete assessment form - Appendix 1 (East Cheshire) or Appendix 2 (CCICP) 
2. If health professional identifies symptoms of constipation, ask family to complete a 2 week bowel chart (appendix 4).  If the bowel is full of faeces it can press on the bladder and cause, urgency and frequency (with or without wetting) and incomplete emptying.  Constipation should be resolved so that the child’s normal bladder function can be assessed.
3. Consider whether it would be appropriate to ask family to attend the GP surgery for urine to be dipped to rule out urine tract infection, diabetes mellitus etc. 

7.2 Treatment

· Drinking advice: 
· 5-8 drinks spread evenly throughout the day – see appendix 5
· Discuss types of fluids and how they may affect the bladder – see appendix 5
· Ensure child is drinking drinks quickly, rather than sipping through the day
· Toileting advice:
· Position on the toilet: Use of toilet seat insert (if required) and foot stool to make sure knees are positioned higher than hips and ensure pelvic floor is fully relaxed when toileting
· Regular routine prompted toileting throughout the day.
· Encourage family and nursery/school to change continence products in toilet environment. 
· Toileting after meals to encourage regular bowel movements
· Ensure good access to toilets and fluids during nursery/school day
· Toilet pass to be arranged, if appropriate 
· Signpost parent/carer/child to support sources:
· Trust leaflet on Toilet Training Tips – appendix 10
· www.eric.org.uk & Children who will only poo in a nappy and other toilet avoiders | ERIC
· www.bladderandboweluk.co.uk


7.3 Referral

· Refer to the Bladder and Bowel /Continence Service with documentation of toilet training already undertaken
· Send the completed assessment form - Appendix 1 (Mid Cheshire) or Appendix 2 (CCICP) via email to the relevant address
· ecn-tr.DataQualityEpisodes@nhs.net (Mid Cheshire) 
·    CCICP.therapyservices@mcht.nhs.uk   (CCICP)
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Appendix 1: Assessment and Referral Form (East Cheshire NHS Trust)
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Paediatric Bladder and Bowel Service Assessment
for School Nurses & Health Visitors 

	
Name: _____________________________________NHS No_______________________ 

Address:  _______________________________________________________________________

 __________________________________________ Postcode: ___________________________

Tel. No.___________________ Mobile:___________________ Date of birth: ________________

School/nursery:  _________________________________________________________________

GP:  ___________________________ Surgery:  _______________________________________

Professionals /other agencies involved: ____________________________________________ 

______________________________________________________________________________





	
Family details:  Lives with: _________________________________________________________

Siblings:  _______________________________________________________________________

Regular time at respite/with other parent (if separated)? _______ ___________________________

Person(s) with parental responsibility (name(s) and relationship to child:




	
Medical and surgical history:______________________________________________________

_____________________________________________________________________________

Current medication (including over the counter and herbal): ________________________________

______________________________________________________________________________

Any Allergies? __________________________________________________________________

Current Bladder/Bowel issue_________________________________________________________

____________________________________________________________________________

Family History of bowel or bladder problems? __________________________________________

How long has this been happening? _______________________________________________

Any concerns regarding development? ________________________________________________

Any issues with mobility? ___________________________________________________________

Any issues with communication? ____________________________________________________ 

Does school/nursery have any concerns about wetting or soiling? ___________________________


	Bowels: Bowels opened how often?  ____________________________________________

When? (time of day)__________________________ Soft/hard/ loose stools? _______________

Where?    Nappy  □  : Pants  □  :Toilet   □  :Elsewhere (if so state where)_____________________

Is soiling an issue?                                    Does soiling occur at school? 

Any previous management/interventions_____________________________________________

____________________________________________________________________________

RED FLAGS: Failure/delay to pass meconium, constipation since birth/ ribbon stools/ abdominal distention with vomiting/ undiagnosed lower limb  weakness – Refer to GP/ Paediatrician




	
Daytime Bladder control: Is child dry during the day? ________________________________

Number of wet days in an average week?  _____________________________________________

Degree of wetting:  damp underwear/ wet outer clothes/ puddles on the floor/ variable

PLEASE ensure urine sample dipped at GP if wetting is an issue, to test for glucose and infection (nitrites and leucocytes)




Night time wetting:  YES /NO   How many wet nights per week?   

Does the child have ANY dry nights?

Any diet related issues?
Fluid intake per 24 hours:                                                                                                                                          

	CARE PLAN TO BE IMPLEMENTED
□Drinking advice: 6 drinks spread evenly throughout the day 

□Toileting Advice:  Position on toilet. □    Use of insert toilet seat □    Use of stool to put feet on □ 

Toileting after meals for bowels □ Prompted toileting □   

□ Toilet pass issued                     □ Access to toilet and drinks discussed with school 
    
□ Parents advised to seek advice from GP    
             
OTHER COMMENTS

Review in 4 weeks – if no progress made please email completed form as a referral to:
ecn-tr.DataQualityEpisodes@nhs.net


	
Signed: __________________________________________________Date_______________

Name (please  print)___________________________________Base____________________

Designation__________________________________________________________________________

Contact details:_______________________________________________________________




Appendix 2: Assessment and Referral Form (Central Cheshire Integrated Care Partnership)
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Pediatric Continence Baseline Assessment for School Nurses, Health Visitors and Allied Professionals – Central Cheshire Integrated Care Partnership.

Before completing this form please check the referral criteria below:

•Children and young people aged 5-18 years (in full time education) with bladder and/or bowel dysfunction 

•Children of pre-school age who have undergone 3 months of formal toilet training and have Special Educational Needs (SEN) and have an Education Health & Care Plan (EHCP) in place

If this is a referral for continence products please note the child must meet the above criteria and an appropriate bladder and bowel assessment must have been completed by a Health Visitor or School Nurse in line with national guidance.

If you feel the child/young person does not meet the above criteria but may still warrant a referral or you need further advice please contact the Paediatric Continence Advisors on 01270 826360 (Mon-Fri 9:00-17:00).


Please ensure the form is completed in full and E Mail this to:  CCICP.therapyservices@mcht.nhs.uk

	

Name: ___________________________________________NHS No_______________________ 

Address:  _______________________________________________________________________

 __________________________________________ Postcode: ___________________________

Tel. No.___________________ Mobile:___________________ Date of birth: ________________

School/nursery:  _________________________________________________________________

GP:  ___________________________ Surgery:  _______________________________________

Professionals /other agencies involved: ____________________________________________ 

______________________________________________________________________________




	
Family details:  Lives with: _________________________________________________________

Siblings:  _______________________________________________________________________

Regular time at a different address?__________________________________

Person (s) with parental responsibility (name (s) and relationship to child: ………………………….


	 
Medical and surgical history:______________________________________________________

_______________________________________________________________________________

Current Continence issue_____________-____________________________________________

____________________________________________________________________________

Any concerns regarding development_________________________________________________

Any issues with mobility____________________________________________________________
	
How are needs communicated?  Speech/ PECS/ Signing/ noises / other
___________________________________________________________________

Allergies_______________________________________________________________________

Skin condition – (particularly nappy area): ______________________________________________

Current medication (including over the counter and herbal): ________________________________

 Family History of bowel or bladder problems_________________________________

Childs feelings about school/ nursery?  _________________________________________

Does school have any continence concerns? _________________________________________




	
Bowels: Delay in passing meconium at birth?  YES/NO Details:________________________

Bowel control: YES – age achieved………;
                      NO – never achieved / used to have control ………….

Bowels opened how often? Times/day_______________ OR Times/week_______________

When? (time of day)___________________________ Bristol Stool type No________________

Where?    Nappy     Pants    Toilet     Elsewhere (if so state where)________________________


Soiling?  YES/ NO    Pants / nappy / overnight/ other? _______________________

If YES; How regular is soiling?                                    Does soiling occur at school? 

Any previous management/interventions_____________________________________________

RED FLAGS: Failure/delay to pass meconium, constipation since birth/ ribbon stools/ abdominal distention with vomiting/ undiagnosed lower limb weakness – Refer to GP/ Pediatrician




	
Daytime Bladder control:   YES – age achieved ………  NO – toilet trained but wetting during the day       NO – Not yet toilet trained    NO – Functional incontinence

Number of wet days in an average week?  ___________________________________________

Degree of wetting:  damp underwear/wet outer clothes/ puddles on the floor/variable

Evidence of urine tract infection? YES/NO _If yes refer to GP      Urinalysis result and date:




Nighttime wetting:  YES /NO   How many wet nights per week?   

Does the child have ANY dry nights?

Any diet related issues?

Fluid intake per 24 hours:                                                                                                                                          

	CARE PLAN TO BE IMPLEMENTED

□ Urine sample dipped at GP if wetting is an issue, to test for glucose and infection (nitrites and leucocytes)

□ Drinking Programme: 5-8 drinks spread evenly throughout the day as per drinks plan		

□Toileting Advice:  Position on toilet. □    Use of insert toilet seat □    Use of stool to put feet on □ Toileting 20-30 minutes after meals for bowels □ Prompted toileting □   □ Toilet pass issued     □ Access to toilet and drinks discussed with school □ Parents advised to seek advice from GP   
 
□ Bowel chart given and reviewed at 2 weeks – copy sent to GP for further assessment If medication is indicated and repeat at 4 weeks to re-assess


□ Frequency volume chart given if daytime wetting symptoms and repeated at 6 weeks to confirm if advice given has improved symptoms.


OTHER COMMENTS: Please contact Specialist Nurses for advice Monday-Friday at ccicp.communitybladderbowelservice@mcht.nhs.uk or telephone 01270 826360

Bowel: Review at 4 weeks for bowel– if no progress made please email completed form with bowel charts as a referral to: CCICP.therapyservices@mcht.nhs.uk

Bladder: Review at 6 weeks for bladder - if no progress made please email completed form with bladder and/or bowel charts as a referral to: CCICP.therapyservices@mcht.nhs.uk




	Signed: __________________________________________________Date_______________

Name (please print)___________________________________Base____________________

Designation__________________________________________________________________________

Contact details including email and telephone number: _______________________________________________________________












Appendix 3: Frequency Volume Chart


Please complete the chart as fully as possible and bring it with you to your appointment with your healthcare professional.





For Children with Wetting during the Day or Night

We ask you to complete this chart so we can tell how your child’s bladder is behaving and how much they are drinking. 

If your child is wetting at night, but has a small bladder in the day, we would put in place a different treatment plan to a child with a good bladder capacity.

The Frequency Volume Chart is to be completed over two consecutive days.

If your child is at school Monday to Friday, please complete the Frequency Volume Chart over a weekend near to your next clinic appointment.

A plastic jug will be needed for your child to pass urine into in order that the volumes can be measured. 

How you should fill in the chart
· Every time your child has a drink, record against the time and what kind of drink it is, for example orange juice and how much they drank in mls: 
[image: ][image: ][image: ]Please use the measures below to estimate how much they drank:-   
[image: ]
	

   Cup = 150mls        Mug = 200-250mls         Large Glass = 250mls     Can =330mls     
· Each time they pass urine they will need to urinate into the jug. This is so that you can measure how much urine you have passed. Write down the amount, for example 150mL, in the correct timeslot on the chart.
· Please record any dampness or wetness experienced during the day
D = Damp (damp underwear/pull up or nappy)      W = Wet  (wet outer clothes/full pull up or nappy)  S = Soaking (puddle on floor/pull up or nappy saturated/leaked)
· If your child needed to pass urine urgently, record by entering Yes or No in the appropriate slot
· If there are any times when you are out and you cannot measure the urine, please tick to note that urine has been passed.  
· The more information accurately recorded on the chart the more helpful it is to us – which will make it easier for us to decide which treatment is right to offer your child.
· Some example recordings are shown on the Frequency & Volume Chart.
FREQUENCY VOLUME CHART
	NHS No.
	

	Name:
	

	Address:
	



Date Day one:					Date Day two:	
	
	DAY ONE
	
	DAY TWO
	

	
	Drink
	Urine
Passed
	Wet
	Urgent
Yes/No
	Drink
	Urine
Passed
	Wet
	Urgent
Yes/No

	Example
	Milk
250ml
	
150ml
	
S
	
No
	Water
330ml
	
75ml
	
D
	
Yes

	D=Damp  W=Wet S=Soaking

	6.00 am
	
	
	
	
	
	
	
	

	7.00 am
	
	
	
	
	
	
	
	

	8.00 am
	
	
	
	
	
	
	
	

	9.00 am
	
	
	
	
	
	
	
	

	10.00 am
	
	
	
	
	
	
	
	

	11.00 am
	
	
	
	
	
	
	
	

	Midday
	
	
	
	
	
	
	
	

	1.00 pm
	
	
	
	
	
	
	
	

	2.00 pm
	
	
	
	
	
	
	
	

	3.00 pm
	
	
	
	
	
	
	
	

	4.00 pm
	
	
	
	
	
	
	
	

	5.00 pm
	
	
	
	
	
	
	
	

	6.00 pm
	
	
	
	
	
	
	
	

	7.00 pm
	
	
	
	
	
	
	
	

	8.00 pm
	
	
	
	
	
	
	
	

	9.00 pm
	
	
	
	
	
	
	
	

	10.00 pm
	
	
	
	
	
	
	
	

	11.00 pm
	
	
	
	
	
	
	
	

	Midnight
	
	
	
	
	
	
	
	

	1.00 am
	
	
	
	
	
	
	
	

	2.00 am
	
	
	
	
	
	
	
	

	3.00 am
	
	
	
	
	
	
	
	

	4.00 am
	
	
	
	
	
	
	
	

	5.00 am
	
	
	
	
	
	
	
	

	
TOTAL
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RETURN THE CHART TO: 
DATE RECEIVED:
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Appendix 3: Bowel Chart
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[image: ]Example of how to fill in the chart:	
	
	Time
	Type
	Size
Small
Medium or large(S, M,L)
	Location
	Comments

	Monday
	08.30
	4
	S
	toilet
	Said tummy hurt

	
	
	
	
	
	1 movicol given

	
	16.10
	6
	S
	pants
	Then sat on toilet

	
	16.20
	5
	S
	toilet
	

	
	7.30pm
	5
	M
	nappy
	



Any other observations:





PLEASE RETURN CHART TO: 













Appendix 5: Drinking Advice

Drinking Advice 
Keeping your bladder and bowel healthy
	Good drinks:
	Drinks to avoid:

	
· Water(1 beaker is approx. 200-250ml)
· Light coloured diluted fruit juice/cordial
· Milk
	
· Blackcurrant/dark coloured juices/cordials
· Fizzy drinks
· Tea/Coffee
· Chocolate based drink




Have 6-8 drinks per day. Drink regularly at approximately the same time of day to train your body and do NOT graze on drinks. Try to drink each one quickly.
	Breakfast fhj
[image: ]
	Break time gf
[image: ]
	Lunchjo
[image: Soft_drink_icon[1]]j 
	Afternoon/ Home time
[image: ]
	Tea   annnn
[image: ]
	1-2hrs before bed
[image: ]


Children between the ages of 1-10 years require around 350mg-550mg of calcium per day. 11-18 years require 800-1000mg (200ml of milk = 240mg calcium). The Association of UK dietitians, July 2014.

	Age
	Girls
	Boys

	1–2 years
	960 ml
	960ml

	2–3 years
	1040 ml
	1040ml

	4-8 years
	1280 ml
	1280ml

	9–13 years
	1520 ml
	1680ml

	Over 14 years
	1600 ml
	2000ml



Recommended adequate intakes of water from drinks, The Association of UK Dietitians, March 2017.          Higher intakes of total water will be required for those who are physically active or who are exposed to hot environments. It should be noted that obese children may also require higher total intakes of water.
This plan takes commitment. Remember water is the best thing for you to drink.
GOOD LUCK!

[image: nihccolb] Appendix 6: History-taking: Childhood constipation – under 1 year

	History-taking: Childhood constipation – under 1 year

	Section A: Key components of history-taking
Stool patterns and symptoms: indicate by circling the correct response for each question
Stool type is based on the Bristol Stool Form Scale
	Does the child have a bowel movement (poo) fewer than three times a week? (stool type 3 or 4)
	YES
	NO


Stool texture
	Does the child pass large hard stools? 
	YES
	NO

	Does the child pass ‘rabbit droppings’?
	YES
	NO


Symptoms associated with defecation
	Does the child have distress or straining when pooing? 
	YES
	NO

	Does the child bleed when pooing?
	YES
	NO


History
	Has the child had previous episodes of constipation or the present symptoms?
	YES
	NO

	Are there any cracks or tears in the anal region?
	YES
	NO


	



Total number of  YES answers 



	Two or more YES answers indicate constipation


	[image: nihccolb]
Section B: Key questions to diagnose idiopathic constipation
If the result of part 1 indicates constipation, use these questions to excluding underlying causes and establish a positive diagnosis of idiopathic constipation. 

	Tick findings in relevant box
1. When was the onset of constipation?
	After a few weeks of life
	Indicates idiopathic constipation
	

	Birth or first few weeks of life
	Indicates an underlying disorder
	


2. When did the child pass meconium?
	Within 48 hours after birth (in term baby)
	Indicates idiopathic constipation
	

	More than 48 hours after birth (n term baby) or not at all
	Indicates an underlying disorder
	


3. Does the child pass ‘ribbon stools’?
	Yes
	Indicates an underlying disorder
	


4. Are there any concerns about the growth and general wellbeing of the child?
	No: generally well, weight and height within normal limits
	Indicates idiopathic constipation
	

	Yes: faltering growth[footnoteRef:1] [1:  If the history-taking and/or physical examination show evidence of faltering growth treat for constipation and test for hypothyroidism and coeliac disease. See also ‘Coeliac disease: recognition and assessment of coeliac disease’ (2009) NICE clinical guideline 86.
] 

	Indicates an underlying disorder
	


5. Does the child have a good diet with adequate fluid intake?
	No: changes in infant formula, weaning, insufficient fluid intake
	Indicates idiopathic constipation
	


6. Is the abdomen of the child distended and are they vomiting? 
	Yes
	Indicates an underlying disorder
	




	If any  symptoms indicate an underlying disorder,  refer them urgently to a healthcare professional with experience in the specific aspect of child health that is causing concern. Do not treat them for constipation.


	[image: nihccolb]Section C: Key components of physical examination to diagnose idiopathic constipation
Tick findings in relevant box[footnoteRef:2] [2:  If either the history-taking or the physical examination show evidence of possible maltreatment treat for constipation and refer to NICE guidance on ‘When to suspect child maltreatment’, NICE clinical guideline 89 (2009).] 

	Normal appearance of anus and surrounding area
	Indicates idiopathic constipation
	

	Abnormal appearance / position / patency of anus: fistulae, bruising, multiple fissures, tight or patulous anus, anteriorly placed anus, absent anal wink
	Indicates an underlying disorder
	



	Soft abdomen: flat, or distension that can be explained because of age or excess weight
	Indicates idiopathic constipation
	

	Gross abdominal distension
	Indicates an underlying disorder
	



	Normal appearance of the skin and anatomical structures of lumbosacral/gluteal regions
	Indicates idiopathic constipation
	

	Abnormal: asymmetry or flattening of the gluteal muscles, evidence of sacral agenesis, discoloured skin, naevi or sinus, hairy patch, lipoma, central pit (dimple that you can’t see the bottom of), scoliosis
	Indicates an underlying disorder
	



	Normal gait; normal tone and strength in lower limbs
	Indicates idiopathic constipation
	

	Deformity in lower limbs such as talipes
Abnormal neuromuscular signs unexplained by any existing condition, such as cerebral palsy
	Indicates an underlying disorder
	



	Reflexes present and of normal amplitude
	Indicates idiopathic constipation
	

	Abnormal reflexes
	Indicates an underlying disorder
	





[image: nihccolb][image: ]



	History-taking: Childhood constipation – 1 year and older

	Section A: Key components of history-taking
Stool patterns and symptoms: indicate by circling the correct response for each question Stool type is based on the Bristol Stool Form Scale
	Does the child or young person have a bowel movement (poo) fewer than three times a week (stool type 3 or 4)?
	YES
	NO



	Does the child or young person pass large hard stools? 
	YES
	NO

	Does the child or young person pass ‘rabbit droppings’ (type 1)
	YES
	NO



	Have you noticed any soiling (very loose, very smelly stool passed without sensation) in recent days? 
	YES
	NO



	Does the child or young person have poor appetite that improves with the passage of a large stool?
	YES
	NO

	Does the child or young person experience abdominal pain that comes and goes with the passage of stool?
	YES
	NO

	Is there evidence of retentive posturing typically straight-legged, tiptoed, back arching posture)?
	YES
	NO

	Does the child or young person strain when passing stools?
	YES
	NO

	Does the child or young person experience anal pain?
	YES
	NO

	Has the child or young person had any previous episodes of constipation or the present symptoms?
	YES
	NO

	Have you noticed any cracks or tears in the anal region?
	YES
	NO

	Does the child or young person bleed when passing stools?
	YES
	NO



	Total number of YES answers
	
	




	Two or more YES answers indicate constipation


[image: nihccolb]Appendix 7: History – taking: Childhood constipation – 1 year and older


	Section A: Key components of history-taking
Stool patterns and symptoms: indicate by circling the correct response for each question Stool type is based on the Bristol Stool Form Scale
	Does the child or young person have a bowel movement (poo) fewer than three times a week (stool type 3 or 4)?
	YES
	NO



	Does the child or young person pass large hard stools? 
	YES
	NO

	Does the child or young person pass ‘rabbit droppings’ (type 1)
	YES
	NO



	Have you noticed any soiling (very loose, very smelly stool passed without sensation) in recent days? 
	YES
	NO



	Does the child or young person have poor appetite that improves with the passage of a large stool?
	YES
	NO

	Does the child or young person experience abdominal pain that comes and goes with the passage of stool?
	YES
	NO

	Is there evidence of retentive posturing typically straight-legged, tiptoed, back arching posture)?
	YES
	NO

	Does the child or young person strain when passing stools?
	YES
	NO

	Does the child or young person experience anal pain?
	YES
	NO

	Has the child or young person had any previous episodes of constipation or the present symptoms?
	YES
	NO

	Have you noticed any cracks or tears in the anal region?
	YES
	NO

	Does the child or young person bleed when passing stools?
	YES
	NO




	Total number of YES answers
	
	




	Two or more YES answers indicate constipation


[image: nihccolb]
Appendix 8: CG99 Laxative Recommended Doses



	Laxatives 
	Recommended doses

	Macrogols

	Polyethylene glycol 3350 + electrolytes
	Paediatric formula: Oral powder: macrogol 3350 (polyethylene glycol 3350)a 6.563 g; sodium bicarbonate 89.3 mg; sodium chloride 175.4 mg; potassium chloride 25.1 mg/sachet (unflavoured)
Disimpaction
Child under 1 year: ½–1 sachet daily (non-BNFC recommended dose)
Child 1–5 years: 2 sachets on 1st day, then 4 sachets daily for 2 days, then 6 sachets daily for 2 days, then 8 sachets daily (non-BNFC recommended dose)
Child 5–12 years: 4 sachets on 1st day, then increased in steps of 2 sachets daily to maximum of 12 sachets daily (non-BNFC recommended dose)
Ongoing maintenance (chronic constipation, prevention of faecal impaction) 
Child under 1 year: ½–1 sachet daily (non-BNFC recommended dose)
Child 1–6 years: 1 sachet daily; adjust dose to produce regular soft stools (maximum 4 sachets daily) (for children under 2, non-BNFC recommended dose)
Child 6–12 years: 2 sachets daily; adjust dose to produce regular soft stools (maximum 4 sachets daily)
Adult formula: Oral powder: macrogol 3350 (polyethylene glycol 3350) 13.125 g; sodium bicarbonate 178.5 mg; sodium chloride 350.7 mg; potassium chloride 46.6 mg/sachet (unflavoured)
Disimpaction
Child/young person 12–18 years: 4 sachets on 1st day, then increased in steps of 2 sachets daily to maximum of 8 sachets daily (non-BNFC recommended dose)
Ongoing maintenance (chronic constipation, prevention of faecal impaction) 
Child/young person 12–18 years: 1–3 sachets daily in divided doses adjusted according to response; maintenance, 1–2 sachets daily

	Osmotic laxatives

	Lactulose
	Child 1 month to 1 year: 2.5 ml twice daily, adjusted according to response
Child 1–5 years: 2.5–10 ml twice daily, adjusted according to response (non-BNFC recommended dose)
Child/young person 5–18 years: 5–20 ml twice daily, adjusted according to response (non-BNFC recommended dose)

	Stimulant laxatives

	Sodium picosulfateb
	Non-BNFC recommended doses
Elixir (5 mg/5 ml)
Child 1 month to 4 years: 2.5–10 mg once a day
Child/young person 4–18 years: 2.5–20 mg once a day

	
	Non-BNFC recommended dose
Perlesc (1 tablet  = 2.5mg)
Child/young person 4–18 years: 2.5–20mg once a day 

	Bisacodyl
	Non-BNFC recommended doses
By mouth
Child/young person 4–18 years: 5–20 mg once daily
By rectum (suppository)
Child/young person 2–18 years: 5–10 mg once daily

	Sennad
	Senna syrup (7.5 mg/5 ml)
Child 1 month to 4 years: 2.5–10 ml once daily
Child/young person 4–18 years: 2.5–20 ml once daily

	
	Senna (non-proprietary) (1 tablet  = 7.5 mg)
Child 2–4 years: ½–2 tablets once daily 
Child 4–6 years: ½–4 tablets once daily
Child/young person 6–18 years: 1–4 tablets once daily

	Docusate sodiume
	Child 6 months–2 years: 12.5 mg three times daily (use paediatric oral solution)
Child 2–12 years: 12.5–25 mg three times daily (use paediatric oral solution)
Child/young person 12–18 years: up to 500 mg daily in divided doses

	All drugs listed above are given by mouth unless stated otherwise.
Unless stated otherwise, doses are those recommended by the British National Formulary for Children (BNFC) 2009. Informed consent should be obtained and documented whenever medications/doses are prescribed that are different from those recommended by the BNFC.
aA range of paediatric plains are available, but not all are licensed for children under 12.
b Elixir, licensed for use in children (age range not specified by manufacturer). Perles not licensed for use in children under 4 years. Informed consent should be obtained and documented.
c Perles produced by Sanofi should not be confused with Dulcolax tablets which contain bisacodyl as the active ingredient
d Syrup not licensed for use in children under 2 years. Informed consent should be obtained and documented.
e Adult oral solution and capsules not licensed for use in children under 12 years. Informed consent should be obtained and documented.



NICE – Clinical Guideline 99 – Constipation in Children and Young People










Appendix 9: How to Prepare Macrogol Laxatives
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Appendix 9: Disimpaction 

Appendix 11: Toilet Training Tips

Fluid intake…

Good Drinks
Water
Light coloured squash
Milk

(These drinks will help to keep your bladder healthy)
Drinks to avoid 
Blackcurrant/dark coloured squash
Fizzy drinks
Tea/Coffee
Chocolate based drinks
 (These drinks can irritate your bladder)
Tips for toilet training

	


Make sure you are drinking you’re required amount every day

	AGE
	GIRLS
	BOYS

	2–3 years		
	1040 ml
	1040ml

	4-8 years
	1280ml
	1280ml

	9-13 years
	1520ml
	1680ml

	Over 14 yearsDrink 6-8 drinks evenly throughout the day.
Your bladder is a muscle and likes to be exercised regularly throughout the day

	1600ml
	2000ml



 
 
[image: ]If you don’t drink enough, your bladder will get used to being small and won’t be able to hold much wee. 

Check for any signs of Constipation… 


[image: https://s-media-cache-ak0.pinimg.com/736x/47/41/67/4741673ec4acc44409d71306ae2da707.jpg]Your child’s poo should be soft and sausage shaped – like the Type 4 poo on the poo chart. 
Your child should be pooing between 4 times per week up to 3 times per day. 
If your child struggles to get their poo’s out, have very wide poo’s, or have painful poo’s then they might be constipated.
Children who are constipated can also get bits of poo in their underwear. This may be soft, sticky poo or more liquid poo. They may not be aware that any poo has come out.










[image: http://worldartsme.com/images/boy-pointing-clipart-1.jpg]If you think your child might be constipated – make an appointment to see their GP who will be able to advise you and may prescribe laxatives. 
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  Use easy clothing…· Choose clothes for your child that are easy to pull up and down are the best
· Avoid fiddly zips and buttons
· Choose clothes that are easy to wash and dry
· Let your child choose their own pants and practise wearing them to get used to the feeling.




Pick a potty or toilet seat insert…
· Let your child choose a potty or toilet seat insert. Keep the potty/set insert in the bathroom. Allow your child to sit on the toilet/potty to get used to using it.
· If you choose to use a toilet seat, ensure                             your child can sit comfortably. 
· Your child may need to use a step to                         support their feet and enable them to have                                   sit their feet flat. 


[image: Image result for sitting on the toilet with a step clipart]


Toileting routine…
· Get into a regular, consistent toileting routine. You will need to take your child to the toilet regularly. 
· Keep toileting routines short. Use toys, bubbles or activities like singing to encourage your child to sit.
· Use the same name such as ‘toilet time’ or ‘potty time’.
· Always encourage your child to use the potty in the bathroom.
· Encourage boys to sit down to wee. 






Give your child praise and be patient
· Praise your child for little steps like washing hands, pulling their clothing down. Use reward sticker charts to encourage your child to try and also when they have managed to poo/wee on the potty/toilet. 
· Potty training is a skill that may take a little while for your child to learn. There may be lots of accidents to begin with. If you feel that your child does not seem quite ready, just try again in a few weeks. 
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HOW TO PREPARE MACROGOL LAXATIVES

(Movic and Laxido are all names of macrogols] 0 e

Macrogolaxatives work by binding with water and deliverng t 0 the e et st
Every time your child has a drink, record against the time and what kind of drink

or example orange juice and they drank in mis:
Please use the measures below to estimate how much they drank:
=

large bowel.f is essential therefore to mix it with the correct amount of water or t will ot

work!

Pasdiatrc sachets should be mixed with at least 63mls water PER SACHET

Adult sachets should be mixed with atleast 125mis water PER SACHET

Empty the sachet of powder nto a cuplglass/botte. First add the right amount of cold water

Cup = 150mis Mug = 200-250mis Large Glass = 250mls  Can

and stir until the powder has dissolved and the water s clear The resultant liquid can be.
mixed with anything your child ikes, o encourage them to drink it e 9. squash,juce, hot

chocolate, milk. DO NOT mix the powder straight into the milk/juice/flavoured drink - it
Each time they pass urine they will need to urinate into the jug. This s so that

have passed. Write down the
forexample 150mL, in the timeslot on the chart.
Please record any dampness or wetness experienced during the day
D =Damp (damp underwear/pul up or nappy) W =Wet (wet outer clothes/ful
pullup ornappy) = Soaking (puddie on flooripull up or nappy saturated/ieaked)
If your child needed to pass urine urgently, record by entering Yes or No in the
appropriate slo
Ifthere are any times when youare out and nnot measurethe urine, please
tick to note that urine has been passed.
The more information accurately recorded on the chartthe more helpful tis to us —
‘which will make it easier for us to decide whichtreatment s right to offer your child.
Some example recordings are shown on the Frequency & Volume Chart.

needs to bind' with the water first

Formua fed babies. Mix the macrogel with 63mis previousy b
sachet. Prepare formula according tothe manufacturer’s nstructons using water
Which aleast 70°. Add sufficien formula to macrogol water t flavour it and
mix well DO NOT add macrogol water o the baby's whole feed incase they
donitiish

1fyour child does not ke the taste,ty mising the macrog carer and chil it in
the fidge -t willast & ours after mixing (Laxido)or 24 hours fand
Movicol

W) Trya flavoured macrogol e.g. Mavical Ch Orangeflemonime CosmoCol

and attach it to an email to: ecn-tr.bladderandbowelspecialistservice@nhs.net

IMPORTANTI
We can then add itto their el

+is not absorbed, t can't be included in the chid's daily luid
So1f your child s inking six cups a day, but that includes their macrogol,

youll need to give them extra drinks or they will not be properly hydrated.
Al children ne=d a minimum of & - 8 cups of crink a day to stay healthy. For nation: hitps:
bladder or bowel problems, 8 drinks 3 day s ideal : :
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How you shoul the chart

« Everytime your chid has a drink, record against the time and what kind of drink
itis, for example orange juice and how much they drank in mis

Enos Please use the measures below to estimate how much they drank:-
/A7 year old child on 4 sachets of macrogol a day will need

Cup = 150mis ‘Mug = 200-250mls Large Glass = 250mis
=330mls

« Each timethey pass urine they wil need to urinate into the jug. This is so that
Yyou can measure how much urine you have passed. Write down the amount,
for example 150mL, in the correct timeslot on the chart
Please record any dampness or wetness experienced during the day
D=Damp (damp underwearipul up or nappy) W =Wet (wet outer clothes/full
pullup ornappy) § = Soaking (puddie on floor/pul up or nappy saturated/ieaked)
Ifyour child needed to pass urine urgently, record by entering Yes or No in the
‘approprite slot
Ifthere are any times when you are out and you cannot measurethe urine, please
tick to notethat urine has been passed
The more information accurately recorded on the chartthe more helpfulitis to us —
‘which will make it easier for us to decide whichtreatmert s right to offer your child

« Some example recordings are shown on the Frequency & Volume Chart.

T

Ifyou want to email the completed chartto us, please take a photo or scan the chart
and attach itto an email to
We can then add itto their electronic record, ready for your next appointmert.

For more information: https://services. eastcheshire.hs.uk/bladder-and-bowel
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A PARENT'S GUIDE TO DISIMPACTION S S
If your child has been constipated for more than s few days your doctor or nurse may say that
they need to follow 8 disimpection regime. This means giving laxatives in sufficiently lsrge.
‘quantities to ‘clear out’ all the accumulsted poo.

It is important to follow their advice:  you give 2 standerd dose of laxative it is likely to soften
the poo but not stmulate the bowel to empty fully. This means that symptoms such a3 sailing
‘may get worse rather than better!

NICE Guidelines - Constipation in Children and Young People (CG99) recommend disimpacting
with peedistric macrogol sachets a3 follows:

Children over 12 years should be trested with the adult preperation — the macrogol is exactly
the same but there is twice 83 much in the sachet:

The macrogol sachets might be called Movicol. CosmoCol or Laxido. Ensure macrogols are.
prepared comrectly - see advice sheet How 0 prepare macrogol laxatives.
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The dose needs to be increased as above until all the backdog of poo is cleared. The only way
10 be sure this is achieved is to continue until your child is pessing wetery poo - i.e. brown
‘water with bits in. You may feel worried about giving such lerge doses. but a3 long 23 you
follow the regime you will not hurt your chid. Macrogol laxatives are not absorbed into the
bloodstream but simply bind with” the water and defiver it to the large bowel where it will
soften and lubricate the poo and stimulste 8 bowel action.

‘Some people prefer to speed up the disimpaction process by using a combinstion of lexatives
- 8 macrogol and & stmulant. Stimulant laxatives increase the muscular squeezing of the
bowel. speeding up evacuation. Because of the way they work. stmulent laxatives can cause
‘abdominal cramps. The medicine prescribed might be called Senna. or Sodium Picosulphate.
©or Bisacodyl - or there are others. Your doctor or nurse will tell you how much to use.

‘Some doctors/nurses prefer to try disimpacting with macrogols first. but i the poo has still not
reached the watery stage by the end of the first week then a stimulant is added.

Whatever laxative(s) is/sre used. it is important to prepare yourse¥ and your child and make
sure they know what to expect:

il Lots of poo! The purpose of disimpaction is to clear out the bacidog of poo: the
«child may poo a lerge quantity al st once. or several small poos. If your child is ssill
‘wearing nappies buy LOTS of nappies and wipes. If they use the todet. wam other
members of the family that the bathroom is going to be busy and stock up on toilet
peper and moist tolet tissue.

W More soiling. If your child is experiencing 30ding (lesking poo into their pants)
‘explain that this may well get worse to start with a3 first of all the poo will be
softened. then evacusted.

) Possibly some abdominel discomfort. If your child has & tummy full of poo. then
‘whatever laxative is used they should expect some discomfort a3 the poo starts to
move slong the bowel. Plenty of reassurance will help. and maybe a dose of
peracetamol.

Because of all the pooing and the possible discomfort. your child won't reslly be sbie to go to
nursery/school during disimpaction. It may be that you can wait for the next school holiday. I
not. you may like to ask your doctor or nurse for a iezzer to explain your chid's sbsence.

© ERKC 2018
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The dose needs to be increased as above until all the bacidog of poo is clesred. The only wey
0 be sure this is achieved is to continue until your child is psssing wotery poo - i.e. brown
‘water with bits in. You may feel worried about giving such lerge doses. but as long a3 you
follow the regime you will not hurt your chid. Macrogol laxatives are not absorbed into the
bloodstream but simply bind with’ the water and defiver it to the large bowel where it will
soften and lubricate the poo and stimulate a bowel action.

Some people prefer to speed up the disimpaction process by using & combination of lexatives
= a macrogol and a stmulant. Stmulant laxatives increase the muscular squeezing of the
bowel. speeding up evecustion. Because of the way they work. stmulent laxatives can cause
‘abdominal cramps. The medicine prescribed might be called Senna. or Sodum Picosulphste.
‘o Bisacodyl - or there are others. Your doctor or nurse will tell you how much to use.

Some doctors/nurses prefer to try disimpacting with macrogols first. but if the poo has 38l not
reached the watery stage by the end of the first week then a stimulant is added.

Whatever laxative(s) is/are used. it is important to prepare yourse¥ and your child and make
sure they know what to expect:

il Lots of poo! The purpose of disimpaction is to clear out the backlog of poo: the
child may poo a large quantity al at once. or several small poos. f your child is ssll
wearing nappies buy LOTS of nappies and wipes. If they use the toilet. wam other
members of the family that the bathroom is going to be busy and stock up on toilet

Ll More soiing. If your child is experiencing soiing (lesking poo into their pants)
‘explain that this may well get worse to start with as first of all the poo will be
softened. then evacusted.

") Possibly some sbdominal discomfort. If your child has s tummy full of poo. then
whatever laxative is used they should expect some discomfort 23 the poo starts to

move slong the bowel. Plenty of reassurance will help. and maybe a dose of
peracetamol.

Because of all the pooing and the possible discomfort. your child won't reslly be able to go to
nursery/school during disimpaction. It may be that you can wait for the next school holidey. If
not. you may fike to ask your doctor or nurse for 8 ezer to explsin your chid’s sbsence.
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THE BRISTOL STOOL FORMSCALE (for chren)

choose your

rabbit droppings
Seprte hrd sk s o o)
Tooks ke .
bunch of grapes
Sosageshaped bt lmpy
EZT
corn on cob
ke susago bt it rcks n s
ook [t
sausage
ke susag o sk smooth nd st
ook It
chicken nuggets

ot st s s s

ook b

.

looks Mke:
typs 7 pravy
= | s

sz MOVICOL Paedlatrlc

ety
mmww..-:m [ R T————————— ) T2 )





image22.jpeg




image23.jpeg




image24.jpeg




image25.jpeg




