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▪ Elimination disorders are characterized by 

passage of urine or feces into inappropriate 

places by a child whose developmental level 

implies the ability to have control.



ENURESIS



▪ Enuresis is the repeated voiding of urine 
into clothes or bed, whether intentional or 
involuntary. 

▪ The behavior must be present for atleast 
twice weekly for atleast 3 months or must 
cause clinically significant distress or 
impairment socially or academically. 

▪ The child’s CA must be atleast 5 years.

▪ The behavior is not due to a medical 
illness or due to the effect of substance.

▪ To specify – nocturnal / diurnal / both 



▪ The prevalence decreases with increasing 
age.

▪ Presence of organic factors like urinary tract 
infection, structural obstructive 
abnormalities, seizures, juvenile diabetes 
must be ruled out.  

▪ Late onset is associated with concomitant 
psychiatric difficulty. Emotional and social 
difficulties like poor self-image, low self-
esteem, interfamilial conflicts may contribute 
to the condition. 



PREVALANCE 

▪ The prevalance usually decreases with 

increasing age. 

▪ 15.2% - 7yr old (boys)

▪ 3.3% - 7yr old (girls)

▪ 3% - 10yr old (boys & girls)

▪ 1% - Adults



▪ Certain studies show the child has a normal 
anatomical bladder, but tend to have functionally 
a “small bladder” problem, i.e, they feel the urge 
to void urine even if little quantity of urine had 
accumulated.

▪ Other studies show that the child may have a 
lack of high level of nighttime antidiuretic 
hormone.

▪ Enuresis is not related to a particular stage of 
sleep or related to the quality of sleep. 



ENCOPRESIS



▪ Encopresis is passing feces into 
inappropriate places whether involuntary 
or intentional.

▪ Atleast one such event must have 
occurred a month for atleast 3 months.

▪ The behavior is not due to any medical 
problems or due to substance

▪ The pattern must be present for atleast 
3months , the child’s CA must be atleast 
4yrs. The child’s DA must also be 4yrs.

▪ With or without constipation / overflow 
incontinence must be specified.



▪ Inadequate training may delay a child’s attainment 
of continence. 

▪ Long term ineffective sphincter muscle control may 
occur in children for a variety of emotional 
reactions (like anger, anxiety, fear or combination 
of these) do not deposit the feces appropriately.

▪ Many may soil involuntarily either because of an 
inability to control the sphincter muscle adequately 
or because excessive fluid caused by a retentive 
overflow. Upto 75% of children have this problem.

▪ Children who have control over their bowel 
function, but still deposit feces of relatively normal 
consistency in abnormal places may have a 
psychiatric difficulty.

▪ Soiling may occur at the age of 4. 



▪ Encopresis may be associated with other 
neurodevelopment problems including 
distractibility, short attention span, low frustration 
tolerance, hyperactivity and poor coordination. 

▪ Occasionally the child may have difficulty / fear 
using a toilet.

▪ Many children try to retain feces and become 
constipated. The resulting chronic rectal distension 
from large, hard fecal masses may cause loss of 
tone in the rectal wall and desensitization to 
pressure, and become unaware of the need to 
defecate, and overflow encopresis occur.

▪ Some children may be unaware of the process, 
being absorbed in activities.



EPIDEMIOLGY

▪ Bowel control is usually established by 

the 4th – 5th birthday and there tend to be 

a significant relation between enuresis 

and encopresis.

▪ After the age of 5, encopresis is more 

common among boys than girls.

▪ By the age 7 – 8, frequency is about 

1.5% in boys and 0.5% in girls.



▪ Children with harsh and punitive 
parenting; using punitive methods to 
establish bowel / bladder control may lead 
to encopresis.



EATING 

DISORDERS



DEFINITION FOR EATING 

DISORDER

Eating disorder is defined as the 

disorder of food ingestion, regurgitation 

and attitude that affect health and well 

being such as

▪ Anorexia Nervosa

▪ Bulimia Nervosa

▪ Pica

▪ Rumination disorder



ANOREXIA NERVOSA

DEFINITION:
Intense fear of gaining weight or becoming “fat” 
coupled with refusal to maintain adequate nutrition and 
severe loss of body weight

CLINICAL PICTURE:

Physical Symptoms:

Common physical complaints include dizziness, 
constipation,abdominal discomfort, and bloating. 
Despite having malnutrition, patient with anorexia is 
often hyperactive and may indicate cardiovascular 
compromise or severe depression.



Medical complications:

▪ Medical complications, which can be life threatening 
are present in the cardiovascular, hematological, 
gastrointestinal, renal, neurological, endocrine and 
skeletal systems of the body.

▪ Electrocardiographic abnormalities are common 
among anorexic patients and normalize on refeeding.

▪ Anemia may be expected in 30% of patients.

▪ Decreased gastric motility and delayed gastric 
emptying are often found in restrictive anorexic patients.



▪ Research - Neuromuscular abnormalities were present in 

45% of patients, and generalized muscle weakness was 

observed in 43% of patients.

▪ Headaches, Seizures, syncope and movement disorders 

were also observed.

▪ A hallmark of anorexia nervosa is amenorrhea.



Criteria 

A. Restriction of energy intake relative to requirements 

leading to low body weight in context of age, sex, 

physical health; refusal to maintain body weight.

B. Intense fear of gaining weight or becoming fat, even 

though underweight.

C. Disturbance in the way in which one’s body weight or 

shape is experienced, undue influence of body weight 

on self-evaluation, or denial of the seriousness of the 

current low body weight.



Specify type:

▪ Restricting type: during the current episode of 

anorexia, the person has not regularly engaged 

in binge-eating or purging behavior (i.e self-

induced vomiting or the misuse of laxatives, 

diuretics, or enemas)

▪ Binge-eating/purging type: during the current 

episode of anorexia, the person has regularly 

engaged in binge-eating or purging behavior 

(i.e self-induced vomiting or the misuse of 

laxatives, diuretics, or enemas)





BULIMIA NERVOSA

DEFINITION:
Frequent occurrence of binge-eating episodes, 
accompanied by a sense of loss of control over eating 
and recurrent inappropriate behavior to prevent weight 
gain.

Described as ‘ox hunger’ – Greek
‘nervous involvement’ - Latin

CLINICAL PICTURE:
The clinical course that leads to bulimia or 

anorexia usually starts with one’s dissatisfaction or 
unhappiness with themselves, which localizes quickly 
to concerns about their body weight. These concerns 
leads to restrict calories and/or increase exercise.



▪ Most bulimic patients are unhappy, and may have 
severe anxiety.

▪ Hunger is the initial stimulus to overeat, but anxiety 
eventually takes its place.

▪ Binge eating has been described as an escape from 
self-awareness, and its use appears to be to block out 
cognitions and emotions.

▪ It is unfortunate that many patients may use bingeing 
as a primary coping strategy to deal with daily stress.

▪ It represents ‘break through eating’ – giving into hunger 
pangs generated by efforts to restricted eating in order 
to stay thin.  

▪ Considered as a ‘self-medication’ during times of 
severe distress



▪ Patients who binge eat generally report a preoccupation                                                      
food, weight, and body shape that occupies more than 
85%   of their waking hours . 

▪ Social isolation may become severe in patients after many 
years of symptoms.

▪ Absence of or irregular menses is often seen in low and 
normal-weight patients with bulimia.

▪ Sexual drive is diminished in low and normal weight 
patients who are hypo metabolic.

▪ Abuse of alcohol and drugs could co-exist with eating 
disorders.



▪ Most findings on physical examination are related to 

the degree of starvation or purging.

▪ Patients with bulimia may have hypotension, often 

have cool skin and subnormal body temperature.

▪ Enlarged salivary glands may indicate frequent 

vomiting and various degrees of dental problems may 

be found, from an increase in cavities, enamel loss and 

actual tooth loss.

▪ Scarring may be seen on the back of the fingers where 

front teeth abrade the skin during self gagging.



CRITERIA
A. Recurrent episodes of binge eating. An episode of binge eating is 
characterized by both of the following:

(1) eating in a discrete period of time (e.g within any 2 hour period), 
an amount of food that is definitely larger than most people would 
eat during a similar period of time and under similar circumstances

(2) a sense of lack of control over eating during the episode (e.g. a 
feeling that one cannot stop eating or control what or how much one 
is eating)

B. Recurrent inappropriate compensatory behavior in order to prevent 
weight gain, such as self-induced vomiting, misuse of laxatives, 
diuretics, enemas, or other medications, fasting or excessive 
exercise.

C. The binge eating and inappropriate compensatory behaviors both 
occur, on average, atleast twice a week for 3 months.

D. Self-evaluation is unduly influenced by body shape and weight. 

E. The disturbance does not occur exclusively during episodes of           
anorexia



Specify type:

Purging type: during the current episode of bulimia 

nervosa, the person has regularly engaged in self-

induced vomiting or the misuse of laxatives, diuretics, 

or enemas

Nonpurging type: during the current episode of bulimia 

nervosa, the person has used other inappropriate 

compensatory behaviors, such as fasting or excessive 

exercise, but has not regularly engaged in self-induced 

vomiting or the misuse of laxatives, diuretics, or 

enemas.



PICA



▪ Persistent eating of non-nutritive, non-food 

substances over a period of at least 1 month.

▪ B. The eating of non-nutritive, non-food substances is 

inappropriate to the developmental level of the 

individual.

▪ C. The eating behaviour is not part of a culturally 

supported or socially normative practice.

▪ D. If the eating behaviour occurs in the context of 

another mental disorder (e.g., intellectual disability 

[intellectual developmental disorder], autism spectrum 

disorder, schizophrenia) or medical condition 

(including pregnancy), it is sufficiently severe to 

warrant additional clinical attention.



Typical substances ingested tend to vary with age and availability and 

might include paper, soap, cloth, hair, string, wool, soil, chalk, talcum 

powder, paint, gum, metal, pebbles, charcoal or coal, ash, clay, starch, or 

ice. It does not apply to ingestion of diet products that have minimal 

nutritional content. 

There is typically no aversion to food in general. A minimum age of 2 

years is suggested for a pica diagnosis to exclude developmentally normal 

mouthing of objects by infants that results in ingestion. 

▪ Prevalence

The prevalence of pica is unclear. Among individuals with intellectual 

disability, the prevalence of pica appears to increase with the severity of 

the condition,



RUMINATION DISORDER



▪ Repeated regurgitation of food over a period of at least 1 month. 

Regurgitated food may be re-chewed, re-swallowed, or spit out.

▪ B. The repeated regurgitation is not attributable to an associated 

gastrointestinal or other medical condition (e.g., 

gastroesophageal reflux,).

▪ C. The eating disturbance does not occur exclusively during the 

course of anorexia nervosa, bulimia nervosa, binge-eating 

disorder, or avoidant/restrictive food intake disorder.

▪ D. If the symptoms occur in the context of another mental 

disorder (e.g., intellectual disability [Intellectual developmental 

disorder] or another neurodevelopmental disorder), they are 

sufficiently severe to warrant additional clinical attention.



▪ Previously swallowed food that may be partially digested is brought up 

into the mouth without apparent nausea, involuntary retching, or 

disgust. The food may be re-chewed and then ejected from the mouth 

or re-swallowed. Regurgitation in rumination disorder should be 

frequent, occurring at least several times per week, typically daily. 

▪ The disorder may be diagnosed across the life span, particularly in 

individuals who also have intellectual disability. Many individuals with 

rumination disorder can be directly observed engaging in the behavior 

by the clinician. In other instances diagnosis can be made on the basis 

of self-report or corroborative information from parents or caregivers. 

Individuals may describe the behavior as habitual or outside of their 

control.




