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Abstract. Chronic constipation in neurological patients with limited mobility is a common problem among
children and adults. About 98% of patients with limited mobility with cerebral palsy in the Russian Federation
have constipation, and there are no data on its prevalence among children with other neurological pathologies in
our country. The versatility of causes, ranging from impaired nerve conduction at different levels, ending with the
psychological state of the patient and his family, only proves the need for a more attentive attitude to this problem
and to find ways to solve it. This literature review presents the results of modern studies of compatriots and foreign
colleagues on the problem of chronic constipation and defecation disorders among patients with limited mobility.
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Pe3tome. XpOHNYECKME 3aMopbl Y MaIOMOOWIIbHBIX MALMEHTOB HEBPOSIOTMYECKOro nNpodus ABAAIOTCA YacTo
BCTpeuvatoLenca npobnemoin cpeam AeTCKOro 1 B3pocnoro HaceneHna. Okono 98% mManoMobunbHbIX NaLneHToB
C feTcknM LepebpanbHbim napanuyom (ALIM) B Poccniickon QOefepauiiv MMetoT 3amnop, a flaHHble O ero pacnpo-
CTPaHEHHOCTW CPeAM AeTeN C MHOW HEBPOIOTMYECKON NAaTONOrMel Ha TEPPUTOPUM HaLLEN CTPaHbl OTCYTCTBYIOT.
MHOrorpaHHOCTb MPUYMH, HAUMHAA OT HApPYLIEHVA HEPBHOW MPOBOAMMOCTU HA Pa3HbIX YPOBHAX, 3aKaHYMBasA
MCYXONIOrMYECKUM COCTOAHMEM MaLMEHTa U ero CeMbM, TONbKO OKa3blBaeT He06X0AMMOCTb B 60siee BHUMaTENb-
HOM OTHOLLEHWM K JaHHOI Npobneme 1 B MoncKe nyTel K ee pelleHuto. B nutepatypHom ob63ope npefcraBneHbl
pe3ynbTaTbl COBPEMEHHbIX NCCIef0BaHUN COOTEUECTBEHHUKOB 1 3apyOeXHbIX KOJer NpobaemMbl XPOHUYECKIMX
3arnopoB 1 HapylueHWs fedeKauun cpeam ManomMoOMIIbHbIX NMaLVEHTOB.

Knrouyesole cnoea: xpoHuueckuli 3anop; manomobuneHelt nayueHm; [LIM; Spina Bifida.
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Constipation is a disorder of intestinal function,
which is manifested by a shortening (compared to
the individual physiological norm) of the age-rela-
ted rhythm of the defecation act, its difficulty, sys-
tematically insufficient emptying of the intestine
and/or changes in the shape and nature of stool
[1, 2-4]. Constipation affects about 12% of the
world's population, with people in the Americas
and Southeast Asia being twice as likely to be con-
stipated as Europeans (17.3 and 8.75%, respec-
tively) [1]. Studies published over the last decade
have reported constipation rates in children ran-
ging from 10 to 25%, with only sporadic data on
the prevalence of chronic constipation (CC) in
low-mobility patients (LMP), especially in children,
with a high proportion of functional constipation
[5, 6]. Patients with severe chronic diseases in the
decompensation stage, neurological pathology,
diseases of the muscular system, oncological dis-
eases, morbid obesity, as well as with various trau-
mas and terminal illnesses are usually considered
to be LMP. It has been found that 98% of LMP with
cerebral palsy have CC, and its incidence among
oncological patients ranges from 32 to 87% and in-
creases to 90% in the case of opioid use [7]. During
normal evacuation the intestinal contents stretch
the ampulla of the rectum and irritate baro- and
mechanoreceptors. Through afferent pathways,
the signal from them reaches the centre of invo-
luntary defecation, which is located in the lum-
bosacral spinal cord. Under the influence of de-
scending signals there is a relaxation of the internal
sphincter of the anus. In turn, the arbitrary act of
defecation occurs with the participation of the cor-
tex: under the influence of efferent impulses, the
external sphincter of the anus and the puborectal
muscle relax [8]. The enteric nervous system regu-
lates rhythmic contractions of the rectum, facilita-
ting faecal movement [9]. Adequate control of the
muscles of the anterior abdominal wall and pelvic
diaphragm also contributes to proper and timely
defecation by increasing intra-abdominal pressure.
Disruption of nerve impulse transmission at each
level can lead to disorders of the act of defecation
(neurogenic bowel dysfunction — NBD) and CC.
Chronic constipation and faecal incontinence of-
ten coexist; sometimes there is "overflow" diarrhea
(when solid stools accumulated above the rectum
allow only watery stools to pass by, resulting in in-
continence of liquid faeces)

[10]. The term NBD implies autonomic and/or
somatic denervation of the bowel. The problem of
NBD in the paediatric literature is not sufficiently
considered, and there is no standardised approach
to therapy in national guidelines.
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Causes of defecation disorders are tumours or
organic lesions of the brain, pathology at the level
of the spinal tract, infiltration of sacral nerves, dis-
order of autonomic innervation of the colon. The
causes and manifestation of NBD in children and
adolescents differ from adult forms. In most cases,
paediatric NBD is caused by congenital problems
such as cleft spine and cerebral palsy. Acquired
forms caused by trauma, infection and other cau-
ses are similar to the clinical presentation in adult
patients [11].

Cerebral palsy is defined as a congenital neu-
rological condition due to non-progressive trau-
ma (usually presumed post-hypoxic) or brain
malformation occurring in the foetal or perina-
tal period [12]. The incidence of cerebral palsy
is about 1,5 per 1000 births, making it the most
common neurological condition encountered in
paediatrics. Cerebral palsy encompasses a group
of disorders of varying degrees of movement and
postural development. Up to 90% of children with
cerebral palsy suffer from constipation and 47%
from faecal incontinence, although the majori-
ty suffer to a minor degree [13]. In patients with
cerebral palsy, due to motor pathway damage at
different levels, muscle hypertonicity occurs, li-
miting the development of motor function, which
in some cases makes it difficult and almost impos-
sible to control the abdominal muscles and pel-
vic diaphragm. There is evidence of lesions of the
mesenteric and submucosal nerve plexuses as co-
ordinators of intestinal peristalsis, controlled by
the central nervous system (CNS), which is also a
risk factor for the development of constipation in
patients with cerebral palsy [14]. There is a direct
correlation between the degree of motor skills
development, according to the GMFCS classifica-
tion, and the frequency of constipation in patients
[15, 16]. About half of people with cerebral palsy
are intellectually disabled [17, 18], which affects
what treatments of NBD and CC can be used. In
multiple sclerosis, lesions in the spinal cord and
hypothalamic region of the brain will cause prob-
lems similar to reflex bowel emptying after spinal
cord injury (Table 1) [19].

Another illustrative example of nerve con-
duction disturbance as a cause of NBD and CC
development is the presence of a spinal her-
nia of various sizes in a child with Spina Bifida. A
meningocele, meningoradiculocele, myelomenin-
gocele, and myelocystocele are distinguished
depending on the contents of the hernial sac.
Myelomeningocele (MMC) is the most common
and myelocystocele is the most rare [20, 21]. The
vast majority of MMC cases involve the lumbar spi-
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nal cord and sacral roots that innervate the blad-
der, distal colon and their respective sphincters,
so some degree of neurogenic bladder and bowel
dysfunction is almost universal in this population
[22]. The frequency of urethrovesical dysfunction
in myelomeningocele is not completely known,
but most studies suggest that it is very high [23].
Similarly, anorectal dysfunction is also common.
In contrast, in meningocele, the dura mater pro-
trudes through the spinal canal defect, but the
nerve elements remain confined within the canal
and therefore are usually not damaged either an-
tenatally or postnatally. In Spina Bifida occulta the
bony lesions are not open, so in most cases there
are no obvious signs of neurological damage [24].
Bowel dysfunctions such as constipation and fae-
cal incontinence have a significant impact on the
quality of life and well-being of individuals with
spina bifida, as well as their parents. The Spina
Bifida Association in 2019 surveyed adult patients,
parents and children with the condition to assess
the extent to which bowel dysfunctions such as
constipation and faecal incontinence affect qua-
lity of life; half of the parents surveyed rated it as
the biggest problem [25-29].

Muscular dystrophies and mitochondrial dis-
orders are also accompanied by symptoms of
bladder and bowel dysfunction. Constipation in
X-linked Duchenne muscular dystrophy can be
life-threatening, but fecal incontinence is usual-
ly the most disabling [30, 31]. The cause of con-
stipation in these patients is functional anorectal
obstruction [30], altered gastrointestinal trans-
port and possible sensory impairment due to ex-
pression of the DP116 dystrophin isoform in pe-
ripheral nervous tissue and autosomal DP116
homologues in sensory ganglia [30], as well as de-
creased myoelectric slow-wave activity along with
decreased nitric oxide (NO) availability due to the
absence of dystrophin acting as an anchor for NO
synthase [30]. Loss of alpha-dystroglycan-laminin
interaction due to defective glycosylation of al-
pha-dystroglycan underlies a group of congenital
muscular dystrophies often associated with brain
malformations called dystroglycanopathies [31].
Mitochondrial neurogastrointestinal encephalo-
myopathy is often associated with chronic intes-
tinal obstruction. The pathophysiology leading to
impaired peristalsis and movement of intestinal
contents is related to impaired neuromuscular co-
ordination due to the myopathy (affecting intesti-
nal contraction), neuropathy (affecting coordina-
tion of intestinal reflexes) or mesenchymopathy
(associated with abnormalities of interstitial cells
of Cajal). In addition, mitochondrial abnormalities
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may contribute to impaired homeostasis of the in-
testinal microbiota, which in turn may be involved
in the manifestation of gastrointestinal dysmotili-
ty seen in neurogastrointestinal encephalomyopa-
thy [32]. In Wolfram's syndrome, diabetes mellitus
and optic atrophy debut in the first decade of life,
the other symptoms appear later, may be severely
delayed by non-suggestive diabetes, hearing im-
pairment and usually bowel and bladder dysfunc-
tion [33]. In all these muscular disorders, muscu-
lar dystrophies and mitochondrial cytopathy, NBD
and urinary incontinence symptoms may change
as the disease progresses.

Acquired brain injury (ABI) represents the lea-
ding cause of death and neurological disability in
children after infancy. Today, the number of sur-
vivors of traumatic brain injury is increasing and
these patients constitute a large proportion of
patients in neurorehabilitation units. Functional
impairments (motor, behavioural, learning and
cognitive) including CC and NBD are common and
may persist during all life [34].

Acquired damage to the nerves innervating
the pelvic organs is iatrogenic in most cases, but
rarely may also occur as a result of the impact. Any
pelvic surgery in infants and children for anorec-
tal malformation or Hirschprung's disease [35, 36],
neuroblastoma, ganglioneuroma, sacrococcygeal
teratoma are theoretically capable of damaging
the pelvic parasympathetic nerves of the rectum,
anus, bladder and genitalia. In addition, pelvic ir-
radiation can cause damage to adjacent nerve fi-
bres, resulting in altered function, as can some cy-
totoxic drugs [36].

Acquired spinal cord injury leads to different
types of defecation disorders: faecal incontinence,
chronic constipation or a combination of both
[371. According to electromyography of the exter-
nal anal sphincter, 25-33% of patients with spinal
cord injury had bilateral or unilateral abnormali-
ties of muscle action during defecation, and 88.5%
had pelvic floor dysfunction [38]. The mean rectal
volume for generating defecation urge was also
elevated in them.

There are two models of bowel dysfunction are
distinguished depending on the level of the con-
ductive tract lesion relative to the conus medullaris:
supraconal disorder, or "upper bowel motor neu-
ron syndrome", or "hyperreflexic bowel", or "spas-
tic bowel", and infraconal disorder, "lower motor
neuron type", or "areflexic bowel" [39]. [39]. In the
case of supraconal disorder, there is an increase in
tone of the colon wall, pelvic floor and spasmodi-
cally constricted state of the external anal sphinc-
ter, which causes stool retention [39]. When the
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anal sphincter cannot be relaxed arbitrarily, the
signals between the colon and the brain become
disconnected: the reflex that triggers bowel emp-
tying is still working, but the child may not feel it
coming, resulting in sudden unplanned passage of
stool whenever the rectum is full. These disorders
are characterised by high anal resting tone, anal
and bulbocavernous reflex present. The situation
is different in the case of an areflexic bowel: loss
of colorectal tone and reduced amplitude of the
rectoanal inhibitory reflex leads to a cyclic pattern
of rectal filling and progressive distension of the
rectum, eventually leading to faecal incontinence.
In a situation of sluggish bowel, there is decreased
movement in the colon, decreased peristalsis, and
the anal sphincter is in a more relaxed state than
normal. This can lead to constipation with fre-
quent stool leakage. Typically, these patients have
any or low anal resting tone and lack of anal and
bulbocavernous reflexes [40].

The extent of symptoms also depends on the de-
gree of injury: severe spinal injury has been shown
to result in the most severe form of NBD with loss of
control of the external anal sphincter [41].

Transverse myelitis is a rare immune-medi-
ated disease resulting in spinal cord injury [42].
Approximately 20% of acute myelitis cases occur
in children, in whom one of the most common ini-
tial symptoms is pain (60%). Other common symp-
toms in children include motor deficits, numbness,
ataxic gait and loss of bowel or bladder control.
Constipation can be severe and may be accom-
panied by a marked feeling of fullness in the left
lower quadrant. Long-term autonomic sphincter
dysfunction has been reported in 22-80% of chil-
dren [43].

Multiple sclerosis (MS) is the most common
progressive neurological disorder in young adults
with a median age in the early 30s and a preva-
lence of 40-220 cases per 100,000 people in
Europe [44], with similar rates in North America
[45]. The incidence of childhood onset of multiple
sclerosis is low, ranging from 0.3-0.9 per 100,000
people. The prevalence of childhood MS is 5-10%
of all MS cases [46, 47]. Constipation in MS is ob-
served in 31-54% of patients [48].

Defecation disorders have been described in
15% of patients in Guillain-Barré syndrome [49,
50], cauda equina syndrome (damage to nerve
roots from L2 to S4) [51, 52], central lumbar disc
prolapse, spinal cord tumour, spinal canal steno-
sis, spinal malformations and iatrogenic causes
(during spinal surgery or spinal anaesthesia) [53].

Other rare paediatric neurological diseases af-
fecting cells in the anterior horn of motor neurons

Children’s medicine of the North-West
2023 /T.11 N2 3

that control voluntary skeletal muscle activity (i.e.
the external anal sphincter, not the bowel itself,
have been described, although they can also indi-
rectly affect bowel function due to weakened mus-
cles and abdominal immobility). They are associ-
ated with a very poor prognosis as they are often
progressive and there is currently no known cure
(treatment is limited to symptomatic relief and
support of basic vital functions such as breathing
and feeding). Such diseases include spinal mus-
cular atrophy, amyotrophic lateral sclerosis, pro-
gressive muscular atrophy, progressive bulbar
palsy and primary lateral sclerosis [54], X-linked
adrenoleukodystrophy [55], and Menkes disease
[56]. Theoretically, any congenital or acquired di-
sease that affects neurological and/or cognitive
development and behaviour and results in limited
mobility could also have secondary effects on the
bowel (and bladder) of a child or adolescent.

Nutrition plays an important role in the deve-
lopment of constipation. Often people with neu-
rological pathology have a reduced appetite and
receive insufficient amounts of food and fluids
[57]. Children on tube feeding or through a gas-
trostomy require the use of specialised high-ca-
lorie therapeutic mixtures enriched with dietary
fibre [58]. However, constipation may occur even
if the correct dietary regime is followed, if there is
no possibility of comfortable defecation or if there
is a negative experience associated with it. Thus,
hard faeces when passing through the anus can
traumatise it, causing pain. A vicious circle is cre-
ated: the unwillingness to experience the painful
sensation again makes the patient arbitrarily de-
lay stool. Further, due to the reverse absorption of
water by the intestine, the faecal masses become
harder, which causes even more negative emo-
tions in subsequent acts of defecation. There are
other factors in the development of CC in LMP,
such as metabolic and absorption disorders, side
effects of certain medications (opioids, iron prepa-
rations, antacids, etc.), disruption of the intestinal
microbiocenosis due to frequent antibiotics and a
diet low in fibre, and lack of parental control and
interest in the defecation of a child with low mo-
bility [59-61].

DIAGNOSTICS

Diagnosis of CC begins with the complaints,
but these may not be present due to various cir-
cumstances: disinterest of the patient or his/
her representative, inability to assess the extent
to which constipation affects quality of life, etc.
When collecting anamnesis, it is necessary to as-
sess whether the underlying disease, concomitant
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Table 1. Possible bowel problems and associated neurological conditions [19]

Tabnuua 1. Bo3aMoKHble Npo6sieMbl C KNLLIEYHUKOM U CBSAI3AHHbIE C HUMU HeBpoJiormyeckue coctoaHuns [19]

Neurological pathology/
HeBponoruyeckasa natonorus

Bowel and urinary problems /
Mpo6nemMbl C KNLWEYHMKOM Y MOYEUCNYyCKaHEM

Spinal cord injury /
MoBpexpaeHne CNIMHHOrO MO3ra

- Loss of control and sensation of the need to defecate /
MoTeps KOHTPONA 1 oLyLleHNA NOTPeOHOCTH B AedeKauun.
+ Urinary incontinence and/or constipation /
Hepep»aHne moun n/vnun 3anop

Spina Bifida

-+ Constipation / 3anop.
+ Stool incontinence / HepgepaHue cTtyna

Multiple sclerosis / PaccesiHHbIN cknepo3

- Constipation / 3anop.
« Stool incontinence / HepepxaHue ctyna

Stroke and brain injury /
MHcynbT 1 uepenHo-mo3rosas TpaBma

« Loss of conscious desire for defecation /
YTpaTta 0CO3HaHHOrO XenaHua aedekaumm.

« Constipation / 3anop.

« Urinary incontinence / Hepep»aHue moun

Cerebral palsy / feTcknii uepebpanbHblil napanuy

- Constipation / 3anop

Parkinson’s disease / Bone3Hb MapKnHcoHa

« Constipation / 3anop.
+ Less commonly urinary incontinence / Pexe Hefilep>kaHvie Moun

pathology in LMP or previous gastrointestinal di-
seases influence the occurrence of constipation. It
is necessary to find out when difficulties in defeca-
tion appeared, whether their appearance is con-
nected with pelvic or spinal surgery, with trauma;
what sensations the patient experiences against
this background ( a discomfort, its localisation, an
increased gas formation, a feeling of incomplete
emptying of the rectum after stool discharge, pain
and other symptoms such as nausea, vomiting, de-
creased appetite, signs of dysuria) and how often
stool is discharged. It should be clarified whether
there are factors that improve or worsen the si-
tuation, such as a change in the amount of food
or drink, taking certain medications, or changes
in motor activity. Particular attention should be
paid to the quality of the stool, its colour, density,
odour, quantity and presence of abnormal impu-
rities such as blood or mucus. When the last stool
occurred, whether the patient has urges to defe-
cate and whether he or she needs to push. During
the discussion, the doctor should determine the
patient's understanding of the importance of con-
stipation management, as some patients and their
parents may not be bothered by such difficulties.
Attention should also be paid to social factors,
such as how the patient and family feel about the
problem, the importance the patient attaches to
constipation, and whether there is privacy and a
comfortable environment for defecation [62]. It
is likely that the patient has already tried to con-
trol constipation, so it is necessary to clarify how
this occurred and whether there was an effect.

Percussion to look for bowel bloating may be per-
formed, as well as abdominal palpation and palpe-
bral rectal examination. The patient's examination
should form an opinion about the nature of the
constipation: functional and/or organic [63].

An additional diagnostic method is the research
of intestinal transit using X-ray contrast markers
[64]. The colonic transit time can be used only in
extremely unclear cases as a differential sign be-
tween functional constipation and functional fae-
cal incontinence without constipation.

TREATMENT

The approach to the treatment of constipation
in LMP varies according to the pathogenetic ba-
sis of constipation. In patients with hyperreflexic
bowel, stimulation of the rectum (chemically or
mechanically) results in evacuation of any rectal
stool. The goal in hyperreflexic bowel is to achieve
a relatively soft stool consistency to stimulate
evacuation. In these patients, stool softeners and
stimulant laxatives with mechanical stimulation of
the anorectal area can provide stool relief. Patients
with areflexic bowel may require abdominal mus-
cle exercises and manual evacuation of stool. In
patients who have low anal sphincter tone at rest,
more formed stools may help reduce episodes of
incontinence, so excessive use of stool softeners
and stimulant laxatives should be avoided [65]. In
patients with lesion levels at T6 or above any treat-
ment that results in rapid rectal emptying carries
the risk of precipitating life-threatening autono-
mic dysreflexia [66]. Patients at risk or carers
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should be made aware of this risk and informed
of appropriate emergency treatment (nifedipine).

In general, the treatment of CC in LMP should
be staged, with the aim of finding the least inva-
sive intervention that normalises stool consis-
tency and frequency. The treatment approaches
proposed by foreign researchers are presented in
Figure 1. Treatment should be carried out for at
least two weeks consecutively before considering
further modification of the program.

First of all, dietary adjustments are required: an
increase in the amount of fibre or other bulking
agents in the diet and optimization of water ba-
lance [63, 68, 69]. For LMP with cognitive impair-
ment, diet should be treated very carefully: an ab-
dominal bloating and subsequent pain associated
with flatulence cause them to scream and become
uncontrollably anxious. Increased motor activity
and traditional positioning during defecation also
cannot be used in LMP. The use of technical reha-
bilitation devices (TRD) for daily positioning can
improve bowel peristalsis and resolution of con-
stipation with nutritional therapy. Rehabilitative
aids are individually selected by orthopaedists
and/or occupational therapists, and may include
sitting supports, standing supports, walkers with
additional body support, including for patients
with cerebral palsy [70]. Abdominal massage ac-
tivates intestinal stretch receptors, which causes
increased contraction of the bowel and rectum,
excites waves of contraction of the rectus abdo-
minis muscles, decreases colon transit time, and
stimulates the parasympathetic nervous system,
thereby leading to increased intestinal secretion
and motility and relaxation of sphincters in the di-
gestive tract [71]. Mechanical effects may also be
observed in lean LMP. Abdominal massage in chil-
dren is usually performed starting at the right iliac
region, using a gentle, squeezing, kneading mo-
tion in an inverted "U" direction around the top
of the umbilicus to the left iliac fossa and then
deep into the suprapubic region to help move
gas and stool along the course of the colon to
the rectum [72].

Anal/rectal stimulation [73] is a well-estab-
lished technique used in LMP with constipation to
facilitate bowel evacuation. The LMP caregiver in-
serts a lubricated finger (in medical glove) into the
rectum and performs a rotary motion, dilating the
anal canal and relaxing the pubic muscle, resulting
in a reduction of the anorectal angle. Both of these
effects result in reduced resistance to the passage
of stool, thereby promoting bowel emptying [73].
This method of stimulation is very different from
manual evacuation, where stool is extracted di-
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rectly with the finger and which is generally not
suitable as a regular treatment for the older child.
Some studies have demonstrated the efficacy of
non-invasive nerve stimulation, such as percuta-
neous electrical nerve stimulation [74], posterior
tibial nerve stimulation [75] in the treatment of
constipation.

If there is no effect from dietary changes, oral
laxatives may be used, aimed at changing the rate
of fecal passage. However, the side effects of the
drugs used should be taken into account: a mi-
neral oil, an osmotic laxative (polyethylene glycol
preparations, lactulose) can aggravate fecal in-
continence. Intestinal peristalsis stimulants such
as Senna extract and bisacodyl are widely used.
Rectal-sigmoid emptying can be carried out with
a small-volume enema, glycerin suppositories.
Sodium phosphate enemas should be avoided in
children with renal impairment [3]. If there is no
effect, the use of a larger volume enema admi-
nistered through a conical tip or a special cathe-
ter, which provides transanal irrigation, is re-
commended [76]. The final step is the use of an
antegrade enema administered through commer-
cially available transanal irrigation systems. For
the LMP and carers daily suppositories are more
convenient and comfortable to use than transrec-
tal irrigations, because with constant use it avoids
fecal blockage and the need for 'high' enemas.

Surgical treatment of constipation in LMP
should be considered taking into account all of

Surgery /
Xupypruyeckoe
NneyeHue

Transanal irrigation /
TpaHcaHanbHoe
opoLleHune

Pharmacological
treatment /
dapmakonornyeckoe
neyeHue

Conservative therapy /
KoHcepBaTuBHas
Tepanus

Fig. 1.  Pyramid of recommendations for the treatment of
neurogenic bowel dysfunction (adapted from [67])

Puc. 1. Tupamupa pekoMeHAaLMI N0 NeYEHNI0 HEMPOreHHOM
ANCOYHKLUMM KMLLEYHMKA (afanTupoBaHo mo [67])
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Table 2. Guidelines for bowel care and function for people with spina bifida in different age periods [77]

Ta6nuua 2. PykoBogsaiye npuHUMMbI No yxoay 1 GYHKLMN KULLEYHUKA AN Niofel C pacliennHoi No3BOHOUYHMNKA B pa3Hble
BO3pacTHble nepuoabl [77]

Age group /
Bo3spacTHas rpynna

Guidelines / PykoBopasuivie NnpyHUumbl

0-11 months /
0-11 mecAaues

1. Monitor stool frequency, consistency and quantity / KoHTponupyiite yactoTy cTyna,
KOHCUCTEHLUIO 1 ero KonnyecTBo.

2. Use dietary treatment, in particular breastfeeding if possible, as breast milk is easier to digest
and provides a better recovery of the microbiome after surgery / icnonb3yiite guetnyeckoe
NeyeHune, B YaCTHOCTMN rPyAHOE BCKaPMIIMBaHKE, eCNIN 3TO BO3MOXKHO, TaK KaK FpyIHOe MOJIOKO
nerye ycBamBaeTca v obecneymBaeT nyyllee BOCCTaHOB/IEHE MUKPOOVOMa Nocsie onepaumn.
3. Consider dietary treatment (fibre and fluids) before pharmacological supplements and/or
rectal stimulants (glycerine suppositories) to treat constipation / Paccmotpute grnetnyeckoe
neyveHue (KnetyaTtka v XUAKOCTKN) Nepes dapmakonornyeckumy fobaskamm n/unm pekTtanbHbiMm
CTUMYynATOpaMm (FNLEPUHOBBIE CYNMO3UTOPUN) A1 NIeYEHNA 3aNOpPoB.

4. Use barrier creams to protect the perineal area as needed / Vicnonb3yiite 6apbepHble Kpembl
INA 3aLWmUTbl 0611aCTV NPOMEXHOCTH MO Mepe HeOOXOAVMOCTH.

1-2 years 11 months /
1-2 roga 11 mecAues

1. Discuss toilet training and habits with parents / O6cynuTe ¢ poanTenamu obyyeHune Tyanety
N NPYBbIYKaM.

2. Set a goal to work towards correcting stool incontinence / YctaHoBuTe Lienb paboTbi
B HanpaBieHNV KOPPeKLUMn HegepKaHusa cTyna.

3. Use fibre, sufficient fluids by mouth, exercise and a chronobiological approach (defecation in the
morning after meals) / icnonb3yiiTe KnetyaTKy, AOCTaTOYHOE KONMMYECTBO XKUAKOCTH Yepes poT,
du3nyeckre ynpakHeHWs 1 XxpoHobronornyeckmnin nogxon (aedekauym yTpom nocne efbi).

4. Consider prescribing oral and rectal interventions for constipation / PaccmoTpurTe Ha3HaueHue
nepopasbHbIX U PeKTanbHbIX BMELLATENbCTB AN 60pbObl C 3anopamu.

5. Use dietary treatment (fibre and fluids), pharmacological supplements (sennoside, polyethyl-
ene glycol) and/or rectal stimulants (glycerin, docusate sodium or bisacodyl suppositories) to
treat constipation and faecal incontinence / icnonb3yiite gnetuyeckoe neveHue (knetyatka u
XKnpkocTm), dapmakonoruueckune Jo6aBky (CEHHO3MA, MOANSTUNEHTIVKONb) /WA peKTasbHble
CTUMYNATOPSbI (FULEePUH, JOKY3aT HaTpUA Unn brucakogun- CynnosuTopum) ana neveHns
3aMopoB U HeflepXKaHnA Kana.

6. Use barrier creams to protect the perineal area as needed / icnonb3yiiTe 6apbepHble Kpembl
1A 3aWMTbl 0611aCTV NPOMEXKHOCTU MO Mepe HeOOXOAVMOCTH.

7. Consult a Spina Bifida clinic or a specialist with expertise in bowel management bowel mana-
gement for Spina Bifida / O6paTtuTtech B KNMHWKY Spina Bifida nnn K cneunanncTy ¢ onbITom
B 0651aCTV yNpaBneHus KULWeYHKom npw Spina Bifida.

3-5years 11 months/
3-5ropa 11 mecaues

1. Discuss the consequences of constipation and bowel incontinence (including shunt malfunc-
tion, urinary tract infections (UTls), skin maceration, social isolation / O6cynuTe nocneacTsusa
3aMopoB 1 HeAePXKaHVA KULWEYHMKa (BKI0YAA HENCNPaBHOCTb LWYHTOB, MHGEKLMM
MoueBbliBoAALMX NyTen (MMI), mauepaLmio KOXu, COLManbHY0 N30MALNIO).

2. Set a treatment goal and establish a bowel control programme, using the recommendations
given / YcTaHOBUTE Lienb IeYeHWA 1 YCTaHOBKTE MPOrpaMMy KOHTPONA 3a paboTon KMLWEeYHMKa,
NCMosb3yA NPUBEAEHHbIE pEKOMEHAALIMN.

3. Use fibre, adequate oral fluids, exercise, and a chronobiological approach, exercise and
a chronobiological approach (defecation in the morning after meals) / Uicnonb3yiite
K/ieTyaTKy, BOCTaTOYHOE KONIMYECTBO XKULKOCTU Yepes poT, usnyeckue yrpaxHeHns
1 XpOHOBUONOrMYeCKNin NOAXoA (AedeKauuny yTpom nocne efpl).

4. Consider prescribing oral and rectal interventions to control management of constipation /
PaccmoTpuTe HazHaueHMe NepopasibHbIX M PeKTabHbIX BMeLaTeNbCTB AiA 60pbobl
C 3anopamu.

5. Use dietary treatment (fibre and fluids), pharmacological supplements (sennoside, polyethyl-
ene glycol) and/or rectal stimulants (glycerin, sodium docusate or bisacodyl suppositories) to
treat constipation and faecal incontinence / Vicnonb3yiite gueTnyeckoe neveHue (Knetyatka u
XKnpakocTm), papmakonoruueckune fob6aBky (CEHHO3MA, MONNSTUNEHIIVKONb) U/WN peKTasbHble
CTUMYNATOPbI (FMLEPVH, [OKY3aT HAaTPWA UM B1CaKOANII-CYNMO3UTOPUM) ANA eYeHnn
3aMopoB U HefiepXKaHnA Kana.

6. Use barrier creams to protect the perineal area from maceration as needed / Vicnonb3ywite
6apbepHble KpeMbl A1A 3aLKTbl 0671aCTU MPOMEXKHOCTM OT MaLepaLny no mepe
HeobXo4MMOCTN.

7. Consult a Spina Bifida clinic or a specialist with experience in bowel management for Spi-
na Bifida / ObpaTutech B KNUHWKY Spina Bifida nnn K cneymanuncty ¢ onbITOM yrnpasieHua
KuwweyHuKom npw Spina Bifida
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the patient's problems, including general progno-
sis, mental function, and trophological status, not
just defecation problems that are not resolved by
therapeutic methods.

There are no consensus documents on the
management of constipation and defecation dis-
orders in LMP; only for children with spina bifi-
da has a standardized approach to the manage-
ment of bowel dysfunction been developed [77].
Guidelines for bowel care and function for people
with spina bifida at different ages are summarized
in Table 2. For older age, the recommendations
are the same.

In summary, the management of constipation
and defecation disorders in pediatric LMP is chal-
lenging and has significant psychosocial impli-
cations for both the patient and carers. Clinical
guidelines are needed to provide a proactive,
systematic and rational approach to the manage-
ment of bowel dysfunction, including fecal incon-
tinence and constipation. Collaborative efforts
between multidisciplinary specialists are needed
to overcome research barriers and provide inno-
vative solutions.
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OONOJIHUTEJIbBHAA UHOOPMALIUA

Bknag aBTopoB. Bce aBTOpbl BHecIn cyuie-
CTBEHHbIV BKNag B pa3paboTKy KoHLUenuuu, npo-
BefleHne WCCIeAoBaHNA W MOArOTOBKY CTaTbW,
npounu n ofobpunu GuHanbHy Bepcuio nepes
nyénukaymen.

KoHGnuKT nHTepecoB. ABTOpbI AeKnapupyoTt
OTCYTCTBME ABHbIX N NOTEHLMANbHbIX KOHGINKTOB
MHTEPEeCOB, CBA3aHHbIX C Nybnukauuen HacTos-
LLen cTaTbu.

NcTouHnk ¢uHaHcmpoBaHMA. ABTOPbl 3aAB-
NAT 06 OTCYTCTBUM BHELHEro GpMHAHCUPOBAHNA
npuv NpoBefeHnn NccnefoBaHus.
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