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Enuresis
~ HISTORY

e Enuresis is involuntary voiding of urine e Pattern of enuresis ¢ Acute onset
ELLTUGUL, [ U L RE CF LRI * Frequency * Persistent secondary enuresis
disease, in children over 5 years o Time of night T —
e Enuresis is common, affecting 15-20% * Triggers « Polydipsia
f % of 10- -ol
STy Enel 2 O I Erels ° Primary or secondary enuresis e Family history of renal disease

e Can have significant impact on quality

of life and self-esteem e Daytime symptoms (LUTS): frequency, * Weight loss

urgency, polyuria, dysuria e Hypertension
* Treatment depends on type of 9geney. pov Y P .
enuresis: e Fluid intake e Abnormal neurology/spine
e Monosymptomatic = only night * Sleep pattern e Distended bladder
time symptoms Constioati e Glycosuria/ early morning proteinuria
. : e Constipation
o Non-moposymptomatnc = night o DAYTIME SYMPTOMS
and daytime symptoms e Family history

¢ Frequency, urgency, dysuria, straining,

I poor stream, daytime wetting

e |f present, consider using
ASSOCIATED FACTORS

anticholinergics and urotherapy

e History of enuresis in first degree ¢ Height, weight
relative e BP RECOMMENDED DAILY
e Male gender FLUID INTAKE

¢ Constipation e Abdominal palpation

e Sleep-disordered breathing e Examine spine . 40_8‘1)(;?)?)r-s“1400mL

¢ Obesity e Lower limb neuro examination . 9-13 years

2 (ESElEnemiE! OF FEE e e e Examine genitalia « 1200-2100mL (girls)
disorders

e 1400-2300mL (boys)

® 14-18 years
e 1400-2500mL (girls)
T VESTIGATIONSIN | ° e bo

e Usually idiopathic e Bladder Bowel Diary

R « Urinalyss = MCES ffred flags ~ TREATMENT
e Demystification

e Treat constipation

. e Adequate fluid intake and toileting
e Defective sleep arousal (void before sleep)

e Contributing mechanisms include
“The Three Systems”:

¢ Bladder dysfunction ENURESIS ALARMS * containing fluids close to bedtime
) e Rewards for engagement, rather than
e Children > 7 years dry nights
¢ High long-term success rate
PROGNOSIS o E;c;m:r;i;ment of child and family *
ui
* Decreases with age o Assess response at 4 weeks REFERRAL
e Spontaneous resolution of DESMOPRESSIN

imately 159
approximately 15% per year « Children > 7 years

e More severe cases and non-
monosymptomatic enuresis are more
likely to persist

e For short-term treatment, or if alarm
not suitable

e 120 - 240mcg SL
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