Enuresis and Encopresis

I. Enuresis

a. Definition- Urinary  incontinence in a child 5 years of age or older
i. Absence of medication or medical condition causing the incontinence
b. Affects 15% of children
c. More frequent in boys
d. Primary nocturnal enuresis
i. Most common 
ii. Wetness occurs only during sleep
iii. Never had sustained period of dryness
e. Secondary nocturnal enuresis
i. Wetness after a sustained period of bladder control
f. Diurnal enuresis
i. Nighttime and daytime wetting
II. Bladder Function

a. Normal bladder function
i. Complex interrelationship between autonomic/somatic nerves integrated at various spots in spinal cord, brainstem, midbrain, and higher cortical centers
b. Voiding at birth
i. Efficient but uncontrolled
ii. Coordinated via lower spinal cord, primitive brain centers
iii. Uninhibited contraction caused by progressive/sustained filling
iv. Feeding, bathing, and tickling cause urination
v. Newborn infant voids 20 times per day
III. Bladder Control

a. 3 components
i. Child aware of bladder filling
ii. Ability to suppress detrussor contractions voluntarily
iii. Learn to coordinate sphincter/detrussor function
b. Daytime control usually achieved by 4 years old
c. Nighttime control 5-7 years old
IV. Causes of Enuresis

a. Maturation delay
i. Increased incidence of delayed language/motor development
b. Genetics
i. When both parents have a history of enuresis, 75% chance of offspring suffering as well
c. Small bladder capacity
i. Some studies show children with nocturnal enuresis have small bladder capacity
ii. Capacity in ounces is equal to child’s age in years plus 2
d. Nocturnal polyuria and ADH secretion
i. Increased nighttime urine output
ii. ADH
1. Blunted response to vasopressin
2. Decreased nocturnal secretion of ADH
e. Detrussor instability
i. More common with diurnal incontinence
f. Sleep disorders
i. Abnormally deep sleep
g. Psychogenic
i. Relationship not proven
ii. More common in secondary
V. Differential Diagnosis

a. UTI
b. Neurologic disorders
c. Seizure disorders
d. DM
e. Structural abnormalities of the urinary tract
f. Psychogenic polydipsia
g. Hyperthyroidism
h. Pin worms
VI. Evaluation

a. History 
i. Presence of daytime symptoms 
ii. Periods of dryness
iii. Family history
iv. Fluid intake diary/voiding diary/stool diary
v. Frequency/trend of episodes
vi. Medical/social history
b. Physical
i. Usually normal with primary nocturnal enuresis
ii. Wetness in undergarments
iii. Stool in abdomen
iv. Perianal excoriation- pinworms
v. Decreased growth and/or HTN
vi. Abnormalities of the lumbar spine- CNS cause
VII. Diagnostics

a. UA- DKA, diabetes insipidus 
i. Specific gravity
ii. WBC, leukocyte esterase
b. Renal sonogram and VCUG- show hydronephrosis or obstruction
i. Only in patient with frequent UTI or symptoms of structural abnormality
VIII. Treatment (Non-pharmacologic)

a. Age at which enuresis becomes a problem varies with each family
b. In general, treatment is initiated at children greater than 7 years old 
c. Parenteral education
i. Must understand that these episodes are involuntary
ii. Treatment may be prolonged
iii. Must be ready to comply
d. Motivational treatment- good for young children
i. Keep record of progress 
ii. Rewards 
iii. Good 1st line treatment
e. Bladder training
i. Retention training exercises to increase bladder capacity
ii. Target volume is calculated capacity for age
f. Fluid management
i. 40% of daily fluid in AM
ii. 40% of daily fluid in afternoon
iii. 20% of daily fluid past 5PM
iv. No caffeine before bedtime
v. Daily record to assess fluid balance
g. Enuresis alarms
i. Conditioning treatment
ii. Most effective treatment for nocturnal enuresis
iii. Activated when sensor detects moisture
iv. Child must be in charge
v. Usually for older kids
vi. Alarm goes off
1. Child turns off, finishes voiding in toilet
2. Return to bedroom
3. Change linens and underwear
4. Wipes sensor
5. Resets alarm and returns to sleep
vii. Should be used continuously until child has 21-28 dry nights
IX. Pharmacologic Treatment

a. Desmopressin
i. Administered every night to decrease urine production during sleep
ii. Can be given PO or intranasally
iii. Can be very effective but high relapse rate- will usually go back to enuresis with discontinuation
iv. Good for temporary dryness
v. .2-.6 mg PO or 20-40 mcg intranasally
vi. Adverse effects
1. Rhinitis
2. Dilutional hyponatremia
b. Tricyclic Antidepressants
i. Imipramine (most common), amitryptiline, desipramine
ii. Decrease time in REM sleep, stimulate vasopressin secretion, relax detrussor muscle
iii. Adverse effects
1. Mild- Nervousness, personality changes, disordered sleep
2. Severe- Cardiac conduction disturbances
iv. Imipramine- 5-25mg per day for you child or older child 50mg per day
v. Should see results in 3 weeks
X. Encopresis

a. Repetitive, voluntary or involuntary passage of stool in inappropriate places by a child greater than 4 years old
b. Boys > girls
c. 2.8% of 4 year olds
d. 1.5% of 7-8 years old
e. Usually develops as a consequence of chronic constipation with resulting overflow incontinence
i. When secondary to constipation, known as retentive encopresis (80% of encopresis)
f. Usually past history of difficult bowel movements
g. Night soiling is uncommon, mostly during the day
XI. Retentive Encopresis

a. Child who experiences painful bowel movements
i. Do anything to avoid passage of stool
ii. Stool accumulates in rectum, becomes hard and more painful
iii. Rectal enlargement, loss of sensation, lessened, imperceptible urge to defecate
iv. Chronic distention, relaxation of sphincter
XII. Functional Non-Retentive Encopresis

a. Inappropriate defecation in absence of fecal retention or inflammatory disease
b. Often secondary to emotional disturbance
i. Linked to certain situations
ii. Feeding, bathing, and tickling cause urination
XIII. History and Physical

a. Goal is to distinguish Encopresis with/without signs/symptoms of constipation form incontinence caused by anatomic/organic disease
b. History
i. Age of onset
ii. Do stools clog toilet
iii. Signs of withholding
iv. Any precipitating event
v. Diet- fiber, fluid intake

c. Physical exam
i. Abdominal fecal mass
ii. Rectum- dilation, packed with stool
iii. Signs of abuse
iv. Fissures
v. Sacral dimples/tufts of hair- spinal cord disorder
XIV. Lab Testing

a. Minimal 
b. Abdominal film
i. Look for feces in loops of bowel
c. Anal manometry
i. Defecation dynamics
XV. Treatment


a. Goal of treatment is 1 soft stool per day
b. Combined laxative/behavioral approach
c. Parenteral education
d. Approach
i. Determine if impaction is present
ii. Remove impaction with PO/PR medications
iii. Maintenance treatment with laxatives, dietary changes and behavior changes
iv. Follow up
XVI. Disimpaction Medications

a. PO medications
i. Polyethylene glycol solution (with/without electrolytes)
ii. Mg Hydroxide
iii. Mg Citrate
iv. Lactulose
v. Senna
vi. Sorbital
b. Rectal

i. More rapidly effective
ii. Phosphate Na enemas
iii. Mineral oil enema
XVII. Maintenance Laxatives

a. After disimpaction, daily defecation should be maintained

b. Osmotic laxatives most commonly used

c. Milk of Magnesia -releases cholecystokinin which increases intestinal motility
d. Lactulose- common side effect of cramps
e. Polyethylene glycol solution without electrolytes

f. Mineral oil- not used much anymore; mix with pudding or yogurt; can get anal leakage
XVIII. Behavioral Modifications
a. Recondition to normal bowel habits

b. Regular sitting on toilet within 30 minutes after each meal

c. Reward effort, rather than success

d. Dietary changes

i. Increase fruit/raw vegetables, bran, whole grain breads, cereals

ii. Adequate fluids other than milk
XIX. Prognosis
a. Prognosis excellent

b. Usually can gradually discontinue laxative

c. Goal is to continue to have 1 soft BM per day
