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Enuresis and encopresis: u es s a d e cop es s
elimination disorders

Essentially they are “developmental” 
disorders
I.e. they are related to maturation
Appear in childhood and often have Appear in childhood and often have 
spontaneous remission
I t ti  f ti  d Interaction of genetic and 
environmental factors



EnuresisEnuresis



Diagnostic criteria  DSMIV and ag ost c c te a S a d
ICD 10

DSM IV
Repeated involuntary and voluntary 
micturition

ICD 10
Repeated involuntary urination
Chronological age 5 years, 

Intellectual and chronological age at 
lest 5 years
At least twice per week or marked 
pressure or diminished social and 

d i  f ti i

intellectual age at least 4 years

Not given

academic functioning
At least 3 consecutive months

Exclusion criteria: diabetes mellitus, 

Not given
Exclusion: epilepsy, neurological 
incontinence, structural abnormality 

insipidus, spina bifida, cerebro-
vascular, neurgenic bladder,

, y
in neuralpathways, other diseases. 
Criteria for other mental disroders



D fi iti  & di iDefinition & diagnosis

Repeatedly urinating on clothes or bed, voluntary or 
involuntary
At l t 2  k f  3 th   i ifi t At least 2 per week for 3 months, or significant 
impact in psychosocial interpersonal functioning
At least 5 years of age (also in development)At least 5 years of age (also in development)
Not only due to a physical disease (spina bifida, 
epilepsy, diabetes) or  medications(diuretics, SSRI, 

i i i i iclonidine, risperidone, valproic)



QualifiersQua e s

Primary enuresis: no “dry “ periods
developmentally (no duration given)developmentally (no duration given)

S d  i  P i d f  b d  Secundary enuresis. Period of no bed or 
clothes wetting (duration not 

ifi d)(1  3  6  12 th  diff t specified)(1, 3, 6 or 12 months, different 
authors)



Diff ti l di i  iDifferential diagnosis enuresis

Urinary incontinence. Usually diurnal, 
micturition due to dysfunction of the y
bladder (structural, neurogenic or 
functional) (Majority of children with ) ( j y
urination during the daytime

(Olbing, 1993)



Oth  titiOther entities

-Idiopathic urge incontinence. Intense 
impulse to urinate, micturition, 
polakiuria, diminished bladder capacity. 
Instability of detrusor muscle, 

t  t ti  f th  spontaneous contraction of the 
concave-bladder muscle during the 
filling phase of bladder (overactive filling phase of bladder.(overactive 
bladder)



Oth  titiOther entities.

Urinary incontinence. Retention of urine 
due to interruption of urination during p g
micturition. 
Strong maneuvers to avoid urinating Strong maneuvers to avoid urinating 
during the day



Oth  titiOther entities

Discoordination of detrusor and 
sphincter in bladder. p
Relaxation and paradoxical contraction 
of the bladder sphincter  during of the bladder sphincter, during 
micturition, contraction of the pelvic 
floor  staccatto urination or fractioned floor, staccatto urination or fractioned 
micturition, with incomplete emptying of 
bladderbladder



R  fRare forms

Incontinence due to pressure. Increased 
intraabdominal pressure (cough or sneezing)

Incontinence with laughter. Complete 
emptying of bladder during laughteremptying of bladder during laughter

Lazy bladder syndrome  Decompensation of Lazy bladder syndrome. Decompensation of 
detrusor muscle, large bladder, hypotonic, 
irregular and rare micturition and overflow 
incontinence



EpidemiologyEpidemiology

Ankara Study Int Braz J Urol. 2007; 33: 216-22, 1500 school 
age childreng
17.5% nocturnal,  1.9% diurnal
Correlation with very deep sleep Correlation with very deep sleep 
Low socioeconomical status
Higher number of children at home 
Enuresis in siblingsg



P l E iPrevalence:Enuresis

Age 2- - - - - - - - - - - - -92.5%
Age 4 - - - - - - - -- - - - -29.2%g
Age 5- - - - - - - - - - - - -15.7%
Age7 -- - - - - - - - - - -- -10 3%Age7 10.3%
Age10- - - - - - - - - - -- - 2.5%
Adolescence 1 2%Adolescence- - - - - - - 1.2%
Adults - - - - - - - - - - - - 0.3-1.7%
Von Gontard, 2003Von Gontard, 2003



E id i lEpidemiology

More frequent in boys 1.5 or 2 to 1
Spontaneous remission about 13 5% per Spontaneous remission about 13.5% per 
year
Primary enuresis nocturna is more Primary enuresis nocturna is more 
frequent than secondary
Di l i   f t i  i lDiurnal enuresis more frequent in girls



Ph i th lPhysiopathology

Genetic factors
Diminished functional capacity of bladder?p y
Very “deep” sleep in child
Difficulty to wake upy p
Instability of the vessical sphincter and 
detrusor muscle
Greater production of urine during the night
Actually “wets” the bed, not just humidctua y ets t e bed, ot just u d



C biditComorbidity

Frequent association with 
psychopathology 
Behavioral and emotional
No specific assocaition p
Enuresis itself can lower self-esteem 
and lead to shame and guilt g
Increased stress for the child and family
Rule out urinary tract infectionRule out urinary tract infection



A i tiAssociations

Child often delays going to urinate
Avoid emptying the bladder totallyAvoid emptying the bladder totally
Frequent micturitions with small 
amounts of urineamounts of urine



N t l Natural course

Almost all children will eventually stop 
wetting bed
Remission about 15% per year?
Many parents prefer to use only hyginic 
measures and leave things to their antural measures and leave things to their antural 
course 
There may be a need for “dry bed’ some y y
special nights



I t tiInterventions

Preventive and hygienic general strategies
Diminish ingestion of liquids after 6 PMg q
No caffeinated drinks at night
Empty bladder before going to sleepp y g g p
Wake up child at midnight, to empty bladder 
before enuresis



I t tiInterventions

EXERCISES TO EXPAND BLADDER CAPACITY
Wait to urinate and purposefully retain urine p p y
After a “load” of liquids
Positive reinforcement for retaining urine g
Exercises to stop flow of urine during 
micturition



N t l lNocturnal alarm

The most efficacious method
Lesser rate of relapse once one stops using it 
(65% continue dry)
Alarm and vibration device
M t b  d f  l kMust be used for several weeks
Requires awaking during the night
Child mus wake up to change clothes and Child mus wake up to change clothes and 
alarm should be reset

Requires motivation from childRequires motivation from child



N t l lNocturnal alarm

Disadvantages
May awaken siblingsy g
May frighten the younger child 
Might be activated by sweat, not only urineg y , y
May require from 4 to 12 weeks for success



O l i  t h iOver-learning technique

Alarm use plus retention of urine
Once dry bed for two weeksy
Reduces the frequency of relapses
500 cc of liquid before going to bedq g g
Then set the alarm 
Less frequent recurrence of the problemLess frequent recurrence of the problem



M lti t t t tMulticomponent treatment

Nocturnal alarm + Urine retention + 
bladder trainingg
The child changes bed sheets, clothes, 
sets the new clean sheets  resets the sets the new clean sheets, resets the 
alarm before sleeping again
Lower relapse rateLower relapse rate



Th   “d  b d” iThe  “dry bed” regime

Intensie procedure at beginning 
Overload of liquids during the night Overload of liquids during the night 
Wake up child to urine every hour
P i  f  t tti  th  b dPraise for not wetting the bed



Other strategiesOther strategies

Magnetic stimulation of the pelvic floor 
Strenghtening of the sphincterian Strenghtening of the sphincterian 
muscles.  



Ph l i l t t tPharmacological treatments

Desmopresine or antidiuretic hormone 
(DDAVP)( )
Administered at night, reduces production of 
urine 
Preferable for short term a few months
High efficacy 70% remission whilst the g y
medicine is being used  
High rate of relapse after its discontinuation 



Ri k  f d iRisks of desmopresine

Initial dose in children: 2 sprays each of 10 
micrograms cada or  20 micrograms,for those 
over 6 years old  If not effective   40 microgramsover 6 years old. If not effective,  40 micrograms
If less than 6 years old, dose of 10 micrograms
Risk of water intoxication with  desmopresineRisk of water intoxication with  desmopresine
Risk of hiponatremia and seizures 
no studies of long term effectsno studies of long term effects



M di tiMedications

Tricyclic antidepressatns
Imipramine, desipraminep , p
Increase the tone of the bladder sphincter 
High efficacy rate while  the medication is g y
being used 
Caution with cardiac effects (block of the  (
atrioventricular node)
Previous electrocardiogram is useful



EncopresisEncopresis



D fi iti DeDefinitionDe

Deposit of feces in inappropriate places
(underware  floor closet  others)(underware, floor,closet, others)
Age at least 4 años (or equivalent 
developmentally)developmentally)
Voluntary or involuntary defection
Not due to effects of substances 
(laxatives) or physical condition  (except 
constipation)



d fi itidefinition

with constipation 
and overflow 

Encopresis

incontinence

p
Without constipation 
and overflow 
i tiincontinence



Diagnostic criteria ICD 10 and Diagnostic criteria ICD 10 and 
DSM IV

ICD 
Voluntary or 

DSM IV
Repeated involuntry y

involuntary 
depositation of feces 

p y
(rarely voluntary) 
depositation of stool 

in place not 
intended for that 
purpose

in place not 
intended

purpose



Diagnostic criteria ICD 10 and Diagnostic criteria ICD 10 and 
DSM IV

ICD 10
Chronological or 

DSM IV
Chronological age 4g

develop. Age 4
1 time per month

g g

1 time per month

Duration 6 months

p

Duration 3 monthsDuration 3 months



Diagnostic criteria ICD 10 and Diagnostic criteria ICD 10 and 
DSM IV

ICD 10
EXCLUSION: Spina 
bifid  l  

DSM IV
EXCLUSION

bifida, megacolon 
congenitum, other 
diseases.

Not produced by 
substances (e.g. 
laxatives) or a  general 

Encopresis is dominant 
problem 

i if

laxatives) or a  general 
medical condition

Dx encopresis, if 
coexists with enuresis



D fi itiDefinition

More frequent in boys than girls
In preschool age  frequent reason for In preschool age, frequent reason for 
consutlation, of “primary type”, the child 
has never learned to deposit feces in the has never learned to deposit feces in the 
right place
In the school age and adolescent  often In the school age and adolescent, often 
secondary type



M if t tiManifestations

Younger child
Does not want to defecate in “potty Does not want to defecate in potty 
chair” or toilet
Does not want to be a “big boy”Does not want to be a “big boy”
Is afraid of going to the restroom
Is hurt by the passage of feces through 
rectum



ManifestationsManifestations

The child says he does not feel passage 
of feces
Does not notice the smell 
(when others do)(when others do)
Does not feel clothes have feces
T i  t  hid  bl  hidi  il d Tries to hide problem, hiding soiled 
clothes or feces themselves



M if t tiManifestations

Child says he does not need to go to 
toilet
Says there are no feces on clothes, 
although obviously there arealthough obviously there are
Denies it is a frequent problem
A  h  f t d  d i  it i   Angry when confronted or denies it is a 
problem



E id i lEpidemiology

Over 90% of 2 year old children defecate 
on clothes
2.8 of 4 year olds
1 3 of  10 year olds1.3 of  10 year olds



I t tiIntervention

First step, evaluation of problem 
(duration, frequency severity,degree of 
interference with everyday life
Evaluation of the total functioning of the g
child. Are there other problems?



Self-stimulatory
A ti it t tiATTENTION 

DEFICIT
HYPERACTIVITY

DEVIATION OR
DELAY IN 

DEVELOPMENT

Activity, retention
Of feces as

“masturbatión”

Family

ENCOPRESISANXIETY 

Family
Dynamics, 

Center of attention
resentment

Fear of growing
Fear of toilet

etc

Need of control

Post-
Traumatic

stress

Unusual 
sensitivities

To cold, to noise
t tCHRONIC stress water, etc.CHRONIC

CONSTIPATION



Encopresis and attention cop es s a d atte t o
deficit

Little awareness of body
Does not attend to somatic signalsDoes not attend to somatic signals
Distracted during play and does not go 
to defecate on timeto defecate on time
Defecation in the “last minute”
Not clean self correctly, or in a hurry to 
finish defecation



E i  d ti tiEncopresis and constipation

Constipation from other causes
Diet little fiber  little exercise  dry Diet little fiber, little exercise, dry 
foods,scarce vegetables, etc.
Child makes efforts to retain fecesChild makes efforts to retain feces
Tighten buttocks to impede passage of 
ffeces
Push feces back into rectum
Pain with defecation



Ch i  ti tiChronic constipation

Difficulty to defecate normally, several 
days withouty
Avoidance to do it due to pain
“overflow” due to impaction of old feces “overflow” due to impaction of old feces 
in rectum
S ll d i fl id ti  ft  Small and semi-fluid evacuations, often 
unnoticed



With other delays or deviations in With other delays or deviations in 
development

Lack of awareness of body sensatios
Sensations may not lead to logical Sensations may not lead to logical 
consequences i.e. defecation
Fear of changes  used to routine  learn Fear of changes, used to routine, learn 
new things



Encopresis and unusual Encopresis and unusual 
sensitivities

Fear of cold temperature of toilet
Fear of noise of “pulling the chain”Fear of noise of pulling the chain
Avoids sensations of defecation, 
particularly if constipatedparticularly if constipated
Dificulty to remain seated, and lack of 

ti  t  it f  tipatience to wait for evacuation



Encopresis and self-cop es s a d se
stimulation

Interest in “playing” with defecation
Need to control the feces “almost out” 
but return
Pleasure to contract the gluteal g
muscles
Return the feces upward with fingers or p g
hand
Accostumed to the feeling of “fullness” g
with feces



E i  ith i tEncopresis with anxiety

Fear of the toilet
Fear of “letting go” of fecesFear of letting go  of feces
Fear of falling into toilet
F  f i  “d  th  t b ”Fear of going “down the tubes”
Worry that an animal may get out from 
the otilet
Memory of previous traumatic eventy p



Encopresis and family cop es s a d a y
dynamics

The child has this “specialty” in the 
familyy
Special role. Everybody worries if 
he/she might defecate on clotheshe/she might defecate on clothes
To get attention is preferable to not
Diffi lt  t  b d  thi  i l lDifficulty to abandon this special role



Encopresis and family cop es s a d a y
dynamics

Sensation of control, when one cannot 
control other thingsg
Resentment toward caregivers
Feces on drawers  furniture  vents of air Feces on drawers, furniture, vents of air 
conditioner, etc.
E i  b  “th  id tit ” f Encopresis becomes “the identity” of 
the child



I t tiInterventions

Rule out a primarily medical problem
Lack of sensibility in anal areaLack of sensibility in anal area
Difficulty to control sphincters due to 
poor perception or coordinationpoor perception or coordination
Another cause of constipation 
Malformación in the bowel, rectum, 
anus, etc.



Obtain the history of the problemObtain the history of the problem

Duration, if there was a time when in 
control
Reactions toward defecations
Previous attempts at resolution Previous attempts at resolution 
Frequency, if at school, home or both
Regularity or irregularity of problem



I t tiInterventions

Take records of the previous two weeks
what  how  when  wherewhat, how, when, where
Behavioral sequences around 
evacuationsevacuations
E.g. who washes the feces, who cleans 
th  hild  h t h  ft dthe child, what happens afterward



I t tiInterventions

Cognitive and behavioral strategies with 
positive reinforcementsp
If possible, motivate and get 
cooperation for childcooperation for child
Draw a “neutral” behavioral plan, 
without much emotinal intensitywithout much emotinal intensity
Planes de contingencia, generalmente 
d  i  iti   de conseuencias positivas por 
cooperación



InterventionsInterventions

Go to the toilet periodically andstay 
there a few minutes
reward for sitting there
Points or positive marks for sitting or Points or positive marks for sitting or 
defecating 
P i t  f  tt ti  t  d  itPoints for attempting to do it



InterventionsInterventions

Often a laxative is requried, often at 
beginning, or an enema
A laxative may be necessary for long y y g
term 
Changes in diet, increased amount of Changes in diet, increased amount of 
fibers or vegetable,  
Attempt to establish positive hygienic Attempt to establish positive hygienic 
habits
It  b   t  t h hild t  It may be necessary to teach child to 
“clean up”



Oth  i t tiOther interventions

Depending on the dynamics observed
If anxiety  alleviate anxietyIf anxiety, alleviate anxiety
Visualization 
G d l i ti  t  f d Gradual approximation to feared 
stimulus
Small steps toward feared object
A medication for anxiety may be y y
requried



If f il  f tIf family factors

Avoid “cat and mouse”interactions
Focus attention of child even without Focus attention of child even without 
feces
Diminish importance of the topicDiminish importance of the topic
Work toward a positive relationship 
b d  iti  i t tibased on positive interactions
Develop other areas of “specialization”



If th  f t lIf themes of control

Give the child the sensation of control in other 
areas
Symbolic games where the child is in control
Attempts to diminish resentment
Expressing anger in alterantive forms , 
verbalization, play, other behaviors



If dditi l f tIf additional factors

Increase capacity for attention  
Be able to stop playing at the right timeBe able to stop playing at the right time
Go to the bathroom with enough time
P  t  biliti  f  lfPromover greater abilities for self-
control
Diminish associated adverse stimuli, 
coldness of toilet, noise, etc.



If f  f iIf fear of growing

Stimulate with to be a big boy or girl
Convince it is not dangerous to growg g
Underline advantages of being an older child 
Games in which one grows and “ungrows” g g
(Alice in Wonderland)
Parents might prefer a chidl who acts g p
according to age



If negative consequences have to If negative consequences have to 
be used

“natural” consequences accompanied by 
much support and affection
In general brief and related to an episode
Not going out to play today
Washing the soiled item 
Not obtaining prize g p
Not go to an outing 
Not watch television today, etc. ot atc te e s o today, etc


