RADICI PROFCNDE
PER L’ADULTO D! DOMANI

15-18 Settembre 2016
Reggia di Caserta - Grand Hote! Vanvitelli

£
. .,
S a en
r X AN
% C W o
- F N *
H £ (8 A
- Ly -
& - o/ e
O - O
L - .
o pr o
L — w1

idn .
W A, Vi
b A [
w -4 Ky
] e .
Ly - -' I =
- L
s ]
T

Roberto Del Ga’fdo
Paolo Montaldo S TP
*{5\ 3 ;-,-\'-_"{‘3 ( o

liang v alan
! e WLa o
o F ¥, .
2 o C 3
o, : =
L 4 ‘ .
o o o
L — L

% | PP Sr_.__;:b

) O

~SI1PPS»
“y LT e
_5 3 -_:.\_'._"'.\

._-5\ a3
@ ph



Maria, Giovanni e Il pediatra
Buongiorno Professore, leli non si ricorda di me.

lo sono una “vecchia paziente”, ho 36 anni e quando ne avevo
sette lei mi vide perché bagnavo il letto di notte (quando mia
madre la chiamo, un po’ ignorantella, le disse che soffrivo di
“uresine attorno”).



Maria, Giovanni e Il pediatra

Mi prescrisse il Tofranil per un mese: il problema si risolse...
anche se lei aveva PARLATO DElI POSSIBILI EFFETTI
COLLATERALI DEL FARMACO...ora ho il mio bambino. Giovanni
di sei anni.che ha lo stesso problema



Anamnesi familiare

|® Fratelli

|® Urolitiasi

Giovanni

|®Genitori (Nicturia) Enuresi e nicturia mamma

Nessun fratello enuretico

Nessuna familiarita per calcoli

DATI DI FATTO
80% figli enuretici (ENUR 1-2-3)

10% circa

Urolitiasi (Ipercalciuria)



e —— b

—

Forpered weely,

o —

Scandinacvian Foumal of Urclogy and Nephrology, 2010; 44: 101 -10S =

ORIGINAIL ARTICILLE

Correlations between enuresis in children and nocturia in mothers

PAOILO MONTAI DO, ILUCIA TAFURO, VAILERIA NARCISO, ANDREA APICEILILIA,
LUIGEA RITA ITERVOLINO & ROBERTO DEIL. GADO
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Inwoduction
FEnurcsis is one of the most comanon childihwod gxwo-

bloms and scpscsonts an important chapu s bocause of
dts phwsiopathological implications in adulhood amd

S —

low seclf- » fammily comflicts, embarrass—
memm and reduced peafoarmance m school Classical
linkage studics havebeeon caried cout ona highly select
subgroup of multigencrmional fammilics. Four lodc
assocised with nocturnal is have b» ich i
fied o chrommoscanes B, 33, 22 ard 12 [32, 4]. PINE isa

hoewrogencous condition for which vwarious causative

anymamber of voids, providing thatthe peraon awalens
before voiding [$5] . Itis difficult e catinmic proeciscly the
Pprevalenoe of nocturia, because cpidemiclogical stud-
ics have differemt definivions of the Sondition. In a
national survey conducted by elcphane, in $S204 com-
munity-based adults, 3 1% repontaed atleast one void per
night and 14.29 reported at least two vaids per night
[6]. NNocturia and enurcsis share mportam comsmon
Ppethophysiclogical factors. It is now agreed that no&-
twrnal polyatia, detrusor overactivity and low bladder
Tapacity are, i various combinations, central 1o their
Ppathogencsis.
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Anamnesi fisiologica

Giovanni DATI DI EATTO

Ev malformazioni

|®Eco in gravidanza Normali

Prematuro piu frequente
|®Notizie parto A termine eutocico

No correlazione con il tipo di allattamento
|®@Allattamento Materno esclusivo per 6

mesi




Anamnesi mi

nzionale

Giovanni

[®Acquisizione continenza urinaria diurna ?

[® Acquisizione continenza urinaria notturna?

|[® Quante notti bagna?

|® Bagna le mutandine di giorno?

[®Minzioni al giorno?

Dopo 4aa e mezzo

No

Tutte le notti(da sempre)

No

S5-7

DATI DI FATTO

Primaria

Secondaria (eventi stressanti)

Mono
Non mono

Terminologia




Esame obiettivo

®Peso,altezza

@ Completo

o PA

® Tonsille ,adenoidi OSAS

®Ev malformazioni(piedi...) spina bifida occulta
®FEs urine segni indiretti VU



CONCLUSIONI

Giovanni ha un’enuresi notturna primaria monosintomatica, ma...... ci sono Antonio,

Luigi, Annamaria.... che hanno un’enuresi notturna primaria non-monosintomatica.

Ci sono ancora Luigi, Francesco che hanno un’enuresi notturna secondaria che puo
essere mono 0 non- mMono
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Figura 1. Prevalenza dell’enuresi nella popolazione pediatrica tra 6
e 14 anni. (Elaborata su dati di Chiozza et al®).
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ALCUNI DATI DI FATTO

9.4% (6 aa) 2.3% (11 aa); M/F ~ 2
Seconda solo all'allergia

Guarigione spontanea = 14-15%/anno...
Adolescenti enuretici = 0.8-3%

Adulti enuretici = 0.5%

Bambini infelici = 35%

Bambini molto infelici = 25%



ADOLESCENTI ED ENURESI

®1-2% degli adolescenti (14-18 aa)
®Problemi psicologici : amplificati

® Ambivalenza dell'atteggiamento
genitoriale




ADULTT ED ENURESI

»Dati epidemiologici variabili : 0.5-3.8%
Hirasing; Acta Pediatr,1997

> Imbarazzante e fastidiosa
Cushing e Baller, 1975

»Enuresi ad insorgenza in eta adulta




INCONTINENZA

CONTINUA INTERMITTENTE

- Malformazioni congenite
(Spina bifida, uretere ectopico, etc.)
- Danno iatrogeno sfintere uretrale

INCONTINENZA DIURNA ENUREST



Patogenesi

®Monosintomatica ®Non monosintomatica

®Poliuria ® |perattivita

®Profilo adh notturno  Vescicale(ns lavoro)
®Eco

®...e la vescica?
®..... e la poliuria?

e OCUS COERULEUS



CAPACITA'VESCICALE NOTTURNA

MISMATCH
PRODUZIONE NOTTURNA DI URINE

o

SONNO PROFONDO E INCAPACITA' DI RISVEGLIO

,ﬁ’a'l.ian

ESISTONO VARIE

COMBINAZIONI

DI QUESTI TRE
ELEMENTI
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FISIOPATOLOGIA

2
)

Poliuria notturna. = . |

]
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AVP IN CONTROL AND ENURETIC GROUPS
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FISIOPATOLOGIA

¢4 Iperattivita detrusoriale
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VESCICA NORMALE
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VESCICA IPERATTIVA
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DANZA DELLA PIPI

Mitto interciso Accovacciamento Saltelli su un piede "danza"




MASSIMO VOLUME VUOTATO (c.v.)
(eta + 1) x 30 ml

CV attesa 240ml

= Formula valida fino a
Orario Volume Urgenza Mutandine .
(ml) bagnate 12 anni

ﬁ >\12 anni il V.V. atteso
m e stimato intorno ai
D 390 ml
19.20 | 60ml no
22.45 70 ml
peso panno= 450 g =
| eeeemwesos |




Ultrasonographic bladder measurements:can
replace urodynamic study for'the diagnaosis of
non-monosymptomatic nocturnal enuresis

Lucia Tafuro, Paolo Montaldo, Luigia Rita lervolino, Fabrizio Cioce* and
Roberto Del Gado




Recentemente e stato dimostrato
che una eventuale ipercalciuria
assorbitiva durante le ore notturne

ostacola I'azione di farmaci

B

come la desmopressina |




ENURESI: DISTUREI DEL SONNO

incapacita di svegliarsi
in tempo

per controllare la minzione




RAPPORTI TRA APNEE NOTTURNE ED ENURESI

“ fattore natriuretico atriale * frazione di escrezione Na*,




FISIOPATOLOGIA

¥ che

Ereditarieta




EVENTI STRESSANTI

« nascita fratellino/sorellina » problemi familiari (divorzio/lutto)

» cambiamento di casa eventi speciali (compleanno)

» cambiamento di scuola * incidente/lesione

* problemi scolastici » altro

» abuso (sessualeffisico)




QUANDO E PERCHFE’
TRATTARE?

B DALLETA" DI 5 ANNI E MEZZO

B [N PRESENZA DI NOTEVOLE RIDUZIONE
DELLAUTOSTIMA

B QUANDO CIO’ RAPPRESENTA UNA
LIMITAZIONE SOCIALE PER IL BAMBINO

CARE!



+

PER IL 65% DEGLI ENURETICI ...
..NO CARE!




PEDIATRA DI FAMIGLIA
+

B 6 % enuretici(5-14 aa)
W25-30% enuretici(MPNE)

dAnamnesi veloce(familiarita,
abitudini minzionali)

BConsigli generali di care



CONSIGLI UTILI alla sera

{ ) Per la cena limitare l'introduzione di cibi ricchidi calcio o troppo salati.

S

DAL
PERCHE?
meno-urinaraurante

Soailo nellie urine.

) Per la cena scegliere tra le acque minerali quella con un contenuto di calcio

inferiore a 25 mg/L

S -
SO
DBEDSLI D
pus B MRS




CONSIGLI UTILI alla sera

4
) Svuotare sempre molto bene la vescica prima-di coricarsi. La posizione migliore & quella
seduto/a sul water con la faccia rivolta verso il muro (a rovescio).

) Se i genitori vanno a letto pit tardi ricordarsi di accompagnare in bagno illa bambino/a
anche se &€ molto assonnato.

re completamente la
5

1 volte neé resta’ un po’ in

o —— - P———
uranis a nortie.
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DRIGINAIL. ARTICLE

Desmopressin is a safe drug for the treatment of enuresis

ROBERTO DEL GADO, DONATELLA DEL GAIZO, MARINA CENNAMO,
ROBERTA AUWUVRIEMMA, GABRIELIL A DEL GADO & MARIATERESA VERNI

Froon ghe Departmcrs of Prdisatrics, Seornd Urasversity of Naples, Nagples, Tsalv

Abstract

Obpecace. To wverify the msafery of deusrmoaperessin Testrment | arwd it assodeted side-effects in a lage saanbes’ of
patiensts. Afasnal owd medhods The atudy was oconducted in asccondance with the guidelines of the Itaflisn COub

o N L B =i, &

criteria are: age =5 yesrs, abscnoe of malformamtions and indecbons of the wrinessry trecs;

abasencs of peychological dsonders o ewrdcdlogical alborations; oasnber of “wet mighs™ > 5-7; control of Bguid intsles

during the afcesrnoon arnd cvenan g mondeoring of saoem decazal yies belares beganman g = 1 of body ‘vc'll-
Hmﬂxw i of tr -nd.ch-ingd-:ﬁnt-‘.—Scl-y-trf 4:” el the infurmedd commens of the pasenes. The
thera prostic regime n provikie d for & madrrmemn dose of desmoperessin of e’ day (four puffe’ omrill or two oablcrs ), soarcing

frosmn an inivial dosage of 20 pgiiay (two poafiin oseril ul- orue tabler) 1 h before going o bed The

involve d rwo groaagss

of paticnss with mossceymMpoormatic s resds el B mcirndn e eesd hmmmdnin dhe form of a speray and
others in the forrm of ablers . Rl.-dr.l A small pero me of pac ol wxxiled, derer = ecTa; in o come wers
mevere side—effocs verificed . Condh . I T mmdn is = safe drug -dlll = bow incdence of side —<=ffocs

Key Words: Desmopressin, srmeresiz, side-offeczs

Nocauwmnal enuresis is a disorder that affects almost
10—15% of children aged =5 yvears and almoar 2%
of young people aged 12— 18 years [1,2). Two wpes
of enuresis have been defined: primary emuresis, in
which nocturnmal comtinence B never acguired, and
secondary enuresis, in which children wet their bed
again afver at leasst 6 months of contimence [3,4].
Mccording o the diumal and clinical framewods,
both primary and secondary enoresis are defined as
“"monocsympromatic™ if enuresis isthe only symptom
and as “sympromaric™ if there is both noctarnal
enuresis and dayatime incontnence. Enuresis is
defined as a amsitory disorder, as most children
acquire comnol of their sphincrers by the age of 5—6
yvears [5]. However, the dsorder persists beyond dthe
age of 6 years in a significant proporton of subjects
( =10%) before decreasing in prevalence (Z29) dur-
ing the adolescent period, during which each subject
should armain pesrsonal smability corresponding to a
feding of persornal i demicy. The conscious aspects of
this fedling of persomal identty are self-image and

relationships with others. The permsistence of enuresis
in the eemager poses a strong risk of perceprion of
the self-image and causes feelings of anger, shame
and divemsity from contempommries; the tcermger is
dominated by a low level of sef-esteem, by soong
feelings of sodal inadeguacy and amxiecy 'asnd by
sudden mood changes [6]. Also, the parcnts are
oftenn frustmted because of the limitatnons snd des
imposed by their child's “illness™" ] this inareasses their
anxiety, increasingly reducing the selif-espeem of their
child and leading w belhavioral problems. These
comsiderations underdine the need for suimable trear-
ments during <hildhood. Fharmacological therapy
with desmopressin (DIDAVP) assumes a fundamen-
tal role, while non-pharmacological therapy consists
of a low inmke of liguids during the evening
and progmammed urinadons during the day [T
behavioml therapy with a nocturnal alasrm represents
the final possibility. DIDAVFP has been widely pre-
scribed and wmed for =20 years due o its thempeu-
TicC success.
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© ANAMNESI E DIARIO MINZIONALE

© CALENDARIO NOTTI ASCIUTTE/BAGNATE

= o gAY

ENURESI NON-MONOSINTOMATICA ENURESI MONOSINTOMATICA

® >1 episodio per notte ® 1 episodio per notte

® capacita vescicale ridotta per l'eta P v ® capacita vescicale normale per l'eta

®... . g iy . P 241t B i . y " = ; o "
anamnesi minzionale diurna positiva anamnesi minzionale diurna negativa
R CONSIGLI UTILI g

'H:S‘ =1 ﬂh'ﬁ}ﬁv - R.{{‘ = ﬂl'ﬁiﬁf
L - R Y S |

, SE PERMANE 1 EPISODIO DESMOPRESSINA - ALLARME
AGOPUNTURA.. o 10 -8 anni, famigli
SBSIBUTININA 1 ASSOCIARE alla sera, fino a raggiungere 8 coilab‘orantg

AL DOSAGGIO SERALE : : : .
0,2-0,3 mg/kg:2 = N seiimane asuft}f c‘zortseciutwf : episodi enuresi 7/7
., i kr‘:"* n"’n
Scalare dopo ogni 4
settimane asciutte

=7 "o
RISOLUZIONE +
QUADRO RISOLUZIONE
QUADRO

b -




Consigli generali

®Care ®Presa in carico
®Bere ® Acque minerall
®Cena @[ atte

@ Supporti per ® Solo ultima minzione

asciutto(curiamo

bambini,non lavatrici _
®Molta attenzione



® Terapia sartoriale
®Per la mono
®Per la non mono

@ Scalare,mai stoppare
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Desmopressin and oxybutynin in
monosymptomatic nocturnal enuresis: a
) T randomized, double-blind, placebo-controlled
b l [__trial and an assessment of predictive factors

Paoclo Montaldo, Lucia Tafuro,
lossa and Roberto Del Gado

Azzurra C.

Depuorrrient of Pediotrics, Secand Urvversity of Noples Naples, /oaily
Accepted for publication 7 October 2011

Monica Rea, Valeria Narciso,

Soudy Type - Therapy [cCase seres]
Level of Evidence 4

OBJECTIVES

= To assess The efficacy of ‘desnopressin
plus cxybutymin and cormpare tweo Starting
dosages of desmopressn (120 and 240 gl
im a randomired, double-blinded, placebo -
contralled wial for children with
monosyrmpiomatic nocturnal ernuresis
({MMNE) resistant 1 desmopressin

= The predictive factors of children

wath MANE respornsnee to desmopressin
and combbination theragy were also
ealuated

PATIENTS AND METHODS
= Our sample included 208 patients aged
bBFtween & and 13 (mean 3ge 108 = 2. 90
years), 117 males. All patients were
reguired to have MNE

= The patients were randomby divided into
two groups: the first group was given aral
meit 120 g and the second group 240 g,
for 2 wesks

= All patients wha had esperienced

failure of treatrment with sublingually
administered desmopressin alone were
given either desmopressin plus' S Mg
axybutynin or desmopressin plus placebo in
a randomired, dowuble-biinded trial for 4
waee ks

rov: THE AUTHORS
INTERMNATIONAL o
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lack of a placebs

randomized, double-blinded, placebo

therapy.

What's known on the subject? and What does the study add?

The desmopressin analogue o antidiuretic vasopressin is an evidence -based therapy
but conflicting results are provded regarding the initial dose of oral desmopressin
Previocus studies report the use of 3 combined therapy with desrmopressin and
axybutynin o treat desnopgressin-resisinnt Mososymmp tomatic nocurnal enuresis.
These studies show praomiesing resuits, but they suffer from lack of randomization and
oritroled patient group and are of small sample sire. In addition W
this, mo predictve facitors of tesponse o the combined therapy harve been corsidered.
This study showed no significant'difference between either 3 120 Jug or 3 240 Jug
desmapressin initial dose with regard o degree of response. The sthady is the firse
controlled wial showing the efficacy of
cormbination therapy with desmopressin plus oxybutyrin for Mmoo SyrMp tormatic
nocturnal enuresis. Furthermore, blsdder volume and wall thickress index; mocturral
polywria arnd woiding latency were assessed as predictive factors of response m the

= As predictive factors, bladder volume
and wall thickness index, nocturnal
palywuria and voiding latency veere
considered

RESEILTS

= There weas o significant difference
between the 120 Jug and 240 Jug patients
in terrs of resporse

= The axybutyrin growup showed a higher
rate of full and partial resporses (4550
sucoess) compared with the placebo group
(1 7% success]), P< 1

= The responders o combinad axybutynin
and desmopressin had significartly lower
bBladder valume and wall thickness index
than the ather patients
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CONCLUSIONS

= Our findings highlight that
anticholimergic agents may play an
impoartant role for 2 subset of children with
enuresis wiho have a sestricted bladder
capacity @nd thickerws biladdey weall

= Ulrasonographry -messured hiadder
wvariables can provide useful predictive
clues for MNE

= Predictive factors can help o
differentiate treatrment subtypes and guide
climical managemrment in primary noctumal
enuresis.

KETYrwWOoORDS
desmopressin, nocturnal enuresis,
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