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Let’s go to the clinic



Sophie 7 yo

■ Wet every day

■ New problem for the past 2 years

■ No problem during the night

■ No infection

■ On-off constipation

■ Parents question bladder sensation



Sophie 7 yo

■ First diagnosis?

■ Red flag?

■ What do you want to know?

 History

 Physical exam

 Other tests



Sophie 7 yo

■ Red flag

 Secondary incontinence



Sophie 7 yo

■ Red flag

 Secondary incontinence

■ Neurological anomaly

 Tethered cord



Sophie 7 yo

■ Red flag

 Secondary incontinence

■ Neurological anomaly

 Tethered cord

■ Life changes

 Elementary school…



7h   275 0  0    0

16h 425 2  1    0

20h 300 0  0    0

8h       300 0 0 0

15h30 475 3 2 0

19h45 250 0 0 0

7h  250 0   0   0 

19h 500 3  3   0

If we start in the middle



Could have been – Sophie 7 yo

■ 4-5 non febrile UTIs in 2 years

■ E coli 

■ Normal ultrasound and VCUG



OBJECTIVES

■ Define BBD

■ Classify BBD

■ Evaluate effectively

■ Enumerate management solutions 



Definitions

Bladder and bowel dysfunction

Spectrum of lower urinary tract symptoms (LUTS) 

accompanied by fecal elimination issues

Previously: dysfunctional voiding

dysfunctional elimination syndrome



Definitions

■ Dysuria

■ Urgency

■ Frequency

■ Hesitancy

■ Incontinence

■ Dribbling

■ Straining

■ Retention



OUI

NON

Si à l’effort: physiothérapie
Si post-mictionnelle: éliminer
et Tx fusion petites lèvres et 
reflux vaginal
Modifier position de miction

INCONTINENCE URINAIRE

Constipation: Tx approprié et réévaluer
Infection urinaire: Tx approprié
Atteinte psychologique (abus, stress , TDAH): Tx approprié
Anomalie anatomique: imagerie et référence
Atteinte neurologique: IRM et référence
Diabète, maladie rénale, atteinte thyroïdienne: Tx approprié
Apnée du sommeil: Tx approprié

Horaire mictionnel et intestinal
Gestion des liquides et fibres
Diminution des irritants (caféine, chocolat, colorant artificiel)
Positionnement adéquat lors des mictions
Système de récompense

Suggestion de cause médicale

Histoire
Examen physique ciblé
Calendrier des mictions
Résidu post-mictionnel

(échographique/bladderScan)

DiurneNocturne

Capacité vésicale
Normale**

AlarmeDDAVP

Capacité vésicale
Normale**

Capacité vésicale
Supraphysiologique**

Horaire des mictions

Capacité vésicale
Petite**

Diurne et nocturne

Si incontinence 
continue

Imagerie et 
réf pour éliminer
uretère ectopique

Anticholinergique

Si échec: 
référence avec calendrier mictionnel récent *

** voir
page suivante

Les urologues-pédiatres de la Clinique d'urologie Berger ©
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Continence requirements

■ Increased in bladder capacity

■ Maturation of sphincter activity

■ Conscious controle of bladder-sphincter complex



Neurological integrity



Classification (Wein)



ICCS



Tekgul et al., ICS committee 9

Stress urinary incontinence



Bowel symptoms

■ Constipation

■ Fecal incontinence

■ Increased fecal load affects emptying and storage

 Mechanical compression decreased bladder capacity

● Urgency – frequency - incontinence

 Changes in pelvic neural stimuli







Marie 7 yo

■ Day and night incontinence

■ Never fully potty trained

■ Urgency

■ Wet even with timed voiding every 1h30

■ Suspected ADHD

■ Constipation

■ 10 treated UTI but several negative cultures



Mary 7 yo

■ First diagnosis?

■ Red flag?

■ What do you want to know?

 History

 Physical exam

 Other tests



7h     200  1   1

8h40   25  2 0    

8h45   30  0   0    

10h15 75  2   2

12h 40  1   0

13h10 50  1   1

14h40 60  1   1

15h50 30  3   2

17h     50  2   2

18h10 30  3   1

19h     50  2   1

19h15 50  2   0

19h30 50  2   0

8h     150  0   1 

9h45   40  2   0

10h55 50  2   0

11h10 20  3   1

12h50 75  1   0

13h45 50  0   0

15h15 50  3   2 

17h     60  0   0

18h10 50  0   2

18h50 20  1   1

19h15 45  0   0

19h45 25  0   0



After laxative

7h     200  1   1

8h40   25  2 0    

10h15 95  2   2

12h 40  1   0

14h40 110  1   1

17h     80  2   0

18h10 30  1   0

19h     50  2   0

19h30 100 0  0   

8h     150  0   1 

9h45   40  2   0

11h10 70  3   1

12h50 75  1   0

13h45 50  0   0

17h   110  0   0

18h10 50  0   2

19h15 65  0   0

19h45 25  0   0



This is not…



Initial evaluation

■ History

■ Physical exam

■ Voiding chart



History

■ Is it a problem?

■ FECAL ELIMINATION PATTERN

■ Voiding pattern / incontinence

■ Drinking habits (quantity, timing)

■ Environment (sleep, stress, abuse, ADHD,…)

■ Personal and family histories

Hong Kong,  Sep 2012 

U N I V E R S I T Y  OF  A A R H U S 

 

Center for Child Incontinence 

Aarhus University Hospital, Skejby 

”Dysfunctional elimination syndrome” 

Urinary incontinence 

Faecal incontinence 

Recurrent UTI 



Voiding history

Voiding

■ Schedule / routine

■ Volume / quantities

■ Position

■ Infection

■ Hematuria

■ Straining

■ Stream quality

■ Hesitancy

Incontinence

■ Diurnal / nocturnal

■ Mono / polysymptomatic

■ Stress / Urgency

■ Continue / Intermittent

■ Pre / post voiding

■ Frequency 

■ Quantity (panties/pants)

■ Previous treatments

■ Child reaction



Physical exam

■ Abdomen (distented bladder, bowel)

■ Back

■ External genitalia

■ Lower limbs neurological integrity

■ Perineal sensation and reflex

■ Anal tone

■ Post-voiding residual volume



Physical exam

■ Abdomen 

■ Back

■ External genitalia

■ Lower limbs neurological integrity

■ Perineal sensation and reflex

■ Anal tone

■ Post-voiding residual volume



Physical exam

■ Abdomen (disten

■ Back

■ External genitalia

■ Lower limbs neurological integrity

■ Perineal sensation and reflex

■ Anal tone

■ Post-voiding residual volume



Physical exam

■ Abdomen (diste

■ Back

■ External genitalia

■ Lower limbs neurological integrity

■ Perineal sensation and reflex

■ Anal tone

■ Post-voiding residual volume



Voiding diary (48-72h)

■ Frequency

■ Volume

■ Urgency

■ Incontinence

■ Daytime distribution







Bladder capacity

Capacity (ml) = (30x age) + 30

Capacity (ml) = (age + 1) x 30



Paraclinical exams

■ Urine analysis

 Density

 Glucose

 Infection

■ Post voiding residual

 Bladder scan

 Ultrasound



Flow rate +/- EMG



Pierre 9 yo



Pierre 9 yo



Imaging studies

Depending on history and response to treatment

■ Renal and bladder ultrasound

■ Abdomen X-ray

■ Back X-ray

■ MRI of the spine



Invasive studies

If it change treatment modality

■ VCUG

 Febrile UTIs

 Obstructive symptoms

 Neurogenic bladder

■ Urodynamic studies



Treatment



Treatment strategies

■ Teaching

■ Behaviour modifications

■ Alarms

■ Biofeedback

■ Posterior tibial nerve stimulation 

■ Neuromodulation

■ Medication

■ Surgeries



Teaching

■ Bladder and bowels basic physiology

■ Positive reinforcement (calendar)

■ Taking time to void

■ Fluids timing

■ Child participates



Behaviour modifications

■ Fluids

■ Timed voiding

■ Relaxing during voiding / double voiding

■ Aggressive bowel management

■ Biofeedback

■ Psychologist consultation



Medications

Hong Kong,  Sep 2012 

U N I V E R S I T Y  OF  A A R H U S 

 

Center for Child Incontinence 

Aarhus University Hospital, Skejby 

The wet child  

Nocturnal enuresis 
Day-time  

incontinence 

Night-time polyuria   Reduced bladder 

capacity  

Overactive  

bladder 

Dysfunctional 

voiding 

Underactive 

bladder  

Giggle 

incontinence  

Desmopressin 

Indomethacine 

Imipramine 

Diuretics (?) 

Antimuscarinics 

Antimuscarinics 

Botulinum toxin A 

-blockers 

Botulinum toxin A 

Methylphenidate 

B3-agonistes

B3-agonistes



Anticholinergics

J Korean Med Assoc. 2017 Oct;60(10):796-799.

https://doi.org/10.5124/jkma.2017.60.10.796

© Korean Medical Association

Solifenacine 5-10 mg

Behavioural changes



Anticholinergics

■ Myctoryl

 New canadian player

 Old european molecule

 Pediatric approbation

 1h prior to meal

 Chewable even if written otherwise in monography



B3-agonists

■ No pediatric approval



B3-agonists

■ No pediatric approval

■ Does mean we don’t use it…



Others

■ DDAVP

■ Alpha-blockers

■ Botox (bladder / sphincter)



Keys to success

Realistic / achievable goals

Motivation

Patience



Conclusions

■ Clinical diagnosis

■ Diagnosis based on history and physical exam

■ Voiding diary gives objectives measures

■ Behavioural modifications - first step for successful 

management



“Owing to the relatively small number of affected

children it is unprofitable to make a more detailed

study of day wetting.”
Bloomfield’s declaration in 1956

Bladder and bowel dysfunction in children: An update on the diagnosis and 

treatment of a common, but underdiagnosed pediatric problem.

Santos JD, Lopes RI, Koyle MA.

Can Urol Assoc J. 2017 Jan-Feb;11(1-2Suppl1):S64-S72. doi: 10.5489/cuaj.4411.



59

Merci!

Merci!


