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The authors describe the ettology and treatment of a relatively common childbood problemn—encopresis, They emphasise the
devastating effects that this condition can have on the psychological development of the child.

Functional encopresis is a relatively
common childhood problem occurring
in approximately 3% of the popu-
lation. The disorder often has a
devastating effect on the child's
psychological development because
of guilt, shame and rejection. Enco-
presis as defined by the DSM-III-R is
the “repeated passage of feces into
places not appropriate for that pur-
pose (eg, clothing, floor) whether
involuntary or intentional.” ' The cur-
rent pediatric and psychological lit-
erature suggests that voluntary soil-
ing is rare, and involuntary soiling has
several causes.

Some clinicians prefer to differen-
tiate between primary and secondary
encopresis. Primary encopresis is said
to occur among children past the age
of four years who have never had a
one-year period of bowel continence.
Secondary encopresis is said to occur
among children past four years of age
who have had one year of bowel con-
tinence and then become incontinent
for any of various reasons. There is
little research evidence to support the
distinction, either in terms of differen-
tial causation or in terms of the most
appropriate treatment program.?

Functional encopresis often has
ruinous effects on the child’s social
relations and self-esteem. Encopretic
children frequently experience signifi-
cant guilt and shame because of their
inability to control bowel function,
and they constantly fear that the
problem will be discovered by their
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peers. When their disorder is discov-
ered, encopretic children often become
the target-of ridicule and rejection in
school and the neighborhood. In our
clinical experience, we have often
noted that encopretic children develop
multiple psychological problems fol-
lowing the discovery of their encopresis.
Their psychological difficulties include
depression, displine problems, poor
self-esteemn, withdrawal, and academic
decline.?

Differential Diagnosis of Encopresis
Chronic Diarrhea: These children ex-
pel feces in a diarrheic fashion and
react to stress with periods of incon-
tinence. Diarrhea occurs during inter-
vals of stressful life events and, be-
tween events, the symptoms subside.

Irritable Bowel Syndrome: This dis-
order is related to chronic diarrhea,
and it results in recurrent abdominal
pain, which sometimes includes diar-
rhea and is thought to be a precursor
of irritable bowel syndrome in adult-
hood.

Hirschsprung Disease: A biological
disorder characterized by the absence
of nerve cells in the intestine. The
absence of sensory feedback from
the gut results in soiling difficulties
beginning at birth or during the first
few weeks of life. These children
typically exhibit symptoms of intesti-
nal obstruction such as vormiting,
abdominal distention, and failure to
pass stool. Later in life, these children
display chronic constipation and, upon
rectal examination, are found to have
tight anal tone without large amounts
of feces in the rectal ampulla.

Functional Encoprasis: Children suf-
fering from functional encopresis usu-
ally do not develop bowel problems
early in life. They typically display pa-

tulous anal tone, and the rectal am-
pulla is usually packed with feces.

Etiology of Encopresis

Encopresis and emotional problems
often coexist among these children
and may even appear to be causally
related. However, most encopretic
children are not emotionally disturbed
and their families appear to be stable.?
Although the suggested initiating fac-
tors of encopresis range from minor
psychological, anatomical, physiolo-
gical, and dietary abnormalities, the
most likely explanation is that the
causes of encopresis are multifaceted
and interrelated.

The physiological basis of enco-
presis is chronic or intermittent reten-
tion of feces, which results in the dis-
tension of the rectum and colon, thus
producing a lack of sensitivity for an
adequate defecation reflex. As fecal
motility within the colon slows, the
absorption of water from the fecal
material is increased and the stool
becomes large and hard. Attempted
passage of the large, hard stool is
almost always painful; so the child
avoids defecation, which worsens the
problem.

Prolonged encopresis can lead to
rectal impaction of the large, hard
stool. Following impaction, the watery
contents of the higher colon are passed
around the retained stool resulting in
frequent, involuntary soiling. Further-
more, the loss of sensory feedback
from the bowel makes the child un-
aware that he is about to pass fecal
material. The involuntary soiling gen-
erally results in liquid staining of the
underwear rather than a complete
bowel movement and may be diffi-
cult to distinguish from poor bath-
room hygiene.

The Journal of tha US Army Medical Departmant



Treatment of Encopresis
Once the diagnosis is established, the
first step in treating encopresis is to
ensure that the colon can remain
undistended for sufficient length of
time to restore normal tone and defe-
cation reflexes. The protocol we
recommend was developed by Parkison
and Kelly; it is a combination of nutri-
tional, medical, and behavioral treat-
ments.?
I. Dietary management:
Limit milk intake to three cups daily.
Eliminate cheese from diet.
Four to six servings of high fiber foods
daily.
Six to eight glasses of liquid daily.
Il. Clean out, days 1-3:
Administer two fleets enemas daily,
one in the morning and one in the
evening. Amount will depend on the
age and size of the child and must be
determined by a pediatrician.
lil. Establishment of normal bowel
habits:

A. Have child sit on toilet for no
more than five minutes after breakfast.
If child has a successful bowel move-
ment {an amount equivalent to % cup),
he should be praised and allowed to

select an individually wrapped reward
{eg, a matchbox car).

B. [f the child is unable to have
a bowel movement after & minutes, in-
sert a glycerin suppository in the anal
cavity and wait for up to 45 minutes.
During this interval, have the child
dress. If he is able to have a successful
bowel movement, he is to be praised
and allowed to choose a smaller in-
dividually wrapped gift (approximately
80 cents in value).

C. If unsuccessful at having a
bowel movement with the aid of 2
glycerin suppository after 45 minutes,
administer an ¢nema and give no re-
wards,

IV. Communication is essential.
Ongoing communication between par-
ents, teachers, the school nurse, and
the treating psychologist/physician is
essential. If you encounter any difficulty
with the treatment, contact the treating
psychotogist/physician.

Verification of the bowel move-
ment is critical to ensure that the child
is reporting honestly and to determine
the need for the madical treatment fie,
suppositories and/or enemas). Younger
school age children must be moni-

tored by the school nurse who can
report to the parents on a daily basis
if a bowel movement has occurred.
The parents can provide appropriate
backup reinfoarcement or medical inter-
vention. We recommend that the child
be allowed free access to the nurse's
bathroom during the treatment period.
In some cases, scheduled, school bath-
room sessions may be necessary,
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TEN COMMANDMENTS

OF PATIENT CONSIDERATION

The Patient is not in a normal condition—he is in a state requiring medical attention and personal understanding.
The Patient is not a routine concern—he is an individual case requiring individual evaluation and treatment.

The Patient is deserving of the most courtcous and attentive treatment we can give him.

The Patient has devoted part of his life to our counry or is dependent on someone who has.

The Patient is not an interruption to our work—he is the purpose of it.
The Patient is here because he needs to be—not necessarily because he wants to be.

The Patient is not a cold statistic—he is a flesh and blood human being with emotions and feelings like our own.
The Patient is not somcone with whom we should argue or match wits.
The Patient is deserving of professional treatment by personne! who keep abteast of the latest knowledge and techniques

of modern medical research.

The Patient is the most important person in our mission.
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