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- [Fawn] Today's course is an introduction to pediatric bladder and bowel disorders, 

part one. Our presenter today is Tiffany Lee. She holds a Bachelor of Science degree in 

OT from the University of Texas Medical Branch, and a Masters of Arts in Health 

Sciences Management from Webster University. She's worked as an occupational 

therapist and manager in a variety of rehabilitation settings for the past 25 years. In 

1996, she began specializing in the treatment of neurological disorders, utilizing 

surface EMG biofeedback. She received her training at the University of Miami under 

the direction of Dr Bernard Becker, a world renowned rehabilitation psychologist. In 

1997, she became the Director of Florida Hospital's Biofeedback Clinic in Orlando, 

Florida. Her biofeedback clinic specialized in treating neurological conditions and facial 

paralysis. In 2004, she received her board certification in pelvic muscle dysfunction 

from the Biofeedback Certification International Alliance. And in 2018, she received her 

PRPC, which is the Pelvic Rehabilitation Practitioner Certification through Herman and 

Wallace Institute. She's the owner of a continuing education company, Biofeedback 

Training and Incontinence Solutions, and has a private practice in San Marcos, Texas, 

exclusively dedicated to the treatment of urinary and fecal incontinence and pelvic floor 

disorders. She is also on the faculty at Herman and Wallace Pelvic Rehabilitation 

Institute and offers clinical consultation, training, workshops, and mentors healthcare 

professionals working toward their BCIA certification. Welcome back, Tiffany, so glad 

to have you. 

 

- [Tiffany] Thank you so glad to be here. And I hope everybody can join us for part two. 

There will be a lot of case studies in part two, and I'm excited to talk about this subject. 

It's near and dear to my heart. So let's get started. Here's the disclosure. And then 

moving on here, the learning outcomes. I want you to be able to distinguish who would 

be an appropriate candidate for treatment and list at least three diagnoses. Explain 

what biofeedback is and how it is used in elimination disorders. And describe at least 

three treatment strategies for bedwetting. And we're gonna be talking about today 
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elimination disorders. And I know a lot of you are probably just working in the pediatric 

population only. I do see men, women, and children. And so I talk a lot to patients 

about bound bladder control and with kiddos, that's just a little bit different as far as 

how we discuss things. So I will talk to you about the differences. We'll be talking 

about these disorders. I will go over anatomy and physiology of the bladder. Talk about 

the different symptoms and definitions, the prevalence, impact and risk factors. And 

also some of the diagnostic tests that some of the kids that come to you may have 

done.  

 

So what is an elimination disorder? So the definition of incontinence is involuntary loss 

of urine or feces. The definition of functional incontinence is there's no apparent 

disease, injury, or congenital malformation. So you may have a physician send you a 

patient and it will say functional incontinence or functional constipation, which we'll 

also talk about. There is dysfunctional voiding or defecation, and that's incontinence as 

a result of a voiding or defecatory phase. There's urinary retention associated with 

incomplete bladder emptying. And a lot of these kids will have constipation and they'll 

be withholding their stool, or you may have heard the term, encopresis. Some kids 

have a hard time, they'll hold their stool because it hurts when they go. So the longer 

they hold, the more it hurts. And so they are fearful of going to the bathroom. So 

dysfunctional elimination, there's many presentations. Many times it's not recognized 

by health professionals. Basically it means holding urine or stool or inappropriate 

elimination. And both of these functions need to be frequent and regular for them to 

have the diagnosis of dysfunctional elimination. So how do we control continence and 

prevent an elimination disorder? So we use our pelvic floor muscles, which we'll be 

going over here in a minute to provide closure of the urethra and anal canal to maintain 

continence. So the muscles in the pelvic floor will hold in, and a lot of this is done, 

there's partial contraction at all times, but we are also able to hold the stool and urine, 

and if we can't get to the toilet in time. Some people have a difficult time with that if 

they have weakness in the pelvis, or they're not in an area where they can find a 
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restroom. So there's many things that can happen in that instance. So we use pelvic 

floor muscles to signal the bladder, rectum, and colon when to void or defecate. And 

we also use the pelvic floor muscles to provide opening of the urethra where the urine 

comes out, and anal canal, where the stool comes out by total relaxation. And you 

want to allow for complete and effortless elimination.  

 

So if you think about it, when we go to the restroom, we should actually just go and not 

have to worry about it, not think about it, but sometimes if there's any dysfunction, it's 

difficult for kids to do that. If you think about someone with hemorrhoids, and they 

have pain, they don't wanna go because it's painful. And so they might be clenching a 

little bit. And so they're not getting that full and effortless elimination. So teaching kids 

how to hold when they need to hold, and to release when they need to release without 

pain is important. So let's talk about skeletal muscle versus smooth muscle. So the 

pelvic floor muscles are normally under voluntary control. These are the muscles that 

we call skeletal that we can contract and relax. And the bladder, colon and rectum, are 

more of the smooth muscles. They function automatically. And so think of the bladder 

more as smooth, and the pelvic floor muscles as skeletal. We definitely have an 

interaction between both smooth and skeletal muscles. The interaction is voluntary and 

involuntary, and it is very complex. So smooth muscles are inhibited by the contraction 

of the skeletal muscles of the pelvic floor. I'll give you an example. I work with women 

who have a lot of urgency to get to the bathroom. So when their bladder is contracting, 

it's telling the pelvic floor, hey, it's time to go, let's relax and open. So one of the urge 

suppression techniques I teach them is if you do kegel exercises, or you contract the 

pelvic floor muscles, which is skeletal, that will send a message physiologically to the 

bladder, which is a smooth muscle to calm down.  

 

So there is definitely a coordination between the two. So the coordinated interaction 

between smooth and skeletal muscle is essential for normal bladder and bowel control. 

So let's jump into the anatomy and function of the pelvic floor. This is a picture of a 
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side view. So the front of the body, you see the pubic bone and then the back is the 

tailbone. So you have a sling of muscles. Think of it like a hammock. The bladder sits in 

the front, so the uterus on top because we're looking at a female pelvis, and the 

rectum in the back. So we basically have three outlets. The urethra carries the urine out 

underneath the bladder. You have the uterus and the vaginal canal, and the rectum, 

and the anus. So those three outlets pierce through the pelvic floor hammock. So 

here's another view. It's just a little bit more complex to look at, but I do like that it 

shows the urethra, vagina, and anus are all muscular tubes. So we can contract them 

to hold in urine. We can relax them to release urine, or we can contract them to hold in 

gas or stool, and we can relax them to release as well. So there's many, many muscles 

that form that hammock from the front to the back. This is a view of someone's lying 

on their back, legs open, you can see that there's many muscles that are formed. 

There's urethra at the top, and then the vaginal opening, and then the anus at the 

bottom.  

 

So we're made up of all the muscles. The perineum sits between the vagina and the 

anus. That's where women that have a baby, they may have an episiotomy or some 

muscle tearing, but there is many, many muscles in the pelvis. And so what I really 

want you to see from all of this is there's a lot of coordination that needs to be taking 

place with muscles being released for stool emptying, or contracted for keeping it or 

holding it in. Here's an example of the male pelvis. You still have that pubic bone and 

then the tailbone. So you see the bladder on the top and right underneath the bladder 

is the prostate. And so think of the prostate like an apple and the urethra that goes 

through it, like the core of the apple. So with, when you're treating boys, it's a little bit 

different, they have a much longer urethra and they might hold a little bit differently 

than a girl that you might be treating. And so these are just the differences, but they do 

look very similar as far as the musculature that we have. We just have, women have 

three outlets and men have two outlets. And this is another picture just to show that it's 

very similar to what it looked like for the female pelvis as well. Many, many muscles 
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that we need to learn. And these are not, if you see all the muscles, there's many 

different names like superficial transverse perineal, bulbospongiosus, there's all these 

really long names that is not something I would go over with a child or their parent. I 

basically, we'll call it the potty muscle. And so it's a little bit easier for them to 

understand. So we'll talk more about that in a bit. So the pelvic floor function, you're 

going to be supporting the organs and the muscles maintain storage, and you need 

anal and urethral closure. So they inhibit or permit contraction of the rectum and 

bladder. So they're kind of the gatekeepers and full relaxation is needed to empty the 

rectum and the bladder.  

 

Okay, so we're jumping into the bladder anatomy. So this is my favorite thing to show. 

When I am working with the children, I will have a balloon in my office. And so I like to 

teach them about the bladder. And the bladder is very much like a balloon, and the 

sphincter that releases is the knot at the base of the balloon. So the bladder is an 

elastic muscle, and it stretches to hold urine that's being sent from the kidneys via the 

ureters, and the sphincter muscle remains tightly shut, preventing urine from leaking 

out. So it's a good thing to have in the office if you are discussing bladder control with 

your patients. So the sphincter and the bladder are perfectly coordinated in a person 

with good urinary control. So this isn't a picture of a bladder, and then it's actually a 

male bladder because there's a prostate underneath it, and then you've got the 

muscles at the base. So when full, the bladder tells the brain, hey, I'm full down here. 

And the brain in turns signals the sphincter to relax and open. So the base of that 

balloon is going to relax and open as the balloon or bladder contracts, squeezes all the 

urine out. Then what happens is this sphincter will close back tightly so the refilling of 

the bladder can resume.  

 

So where do urinary control problems begin? So in the bladder, there's a failure to 

store or a failure to empty the urine. So that balloon is not being stored correctly or 

emptied. In the sphincter, there's also a failure to open, or close, or stay closed. So 
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you've got a smooth muscle, which is the bladder and the sphincter underneath, which 

will definitely be the gatekeeper. In the spinal cord, you can also have problems if 

there's an absent or incorrect signals. For instance, someone with diabetes, sometimes 

they don't get the signal they need to go and they go frequently, but don't necessarily 

feel the signal. So that's one way to think about the signals. In the brain, there may be 

no message or the wrong message can be sent. So in this picture, it is a bladder, and 

think of a bladder like a balloon.  

 

Again, the arrows get a little bit off. They should be going straight down. This is an 

example I use with my adult patients. If someone has stress incontinence, which 

means their bladder is full and they cough, or they sneeze, that pressure from above 

comes down and the muscles are weak. So there can be a little bit of leakage. With 

children, they're gonna notice that this happens more if they're constipated, because 

the pressure of the stool from above. So it's like a hard hat on the bladder, and that 

can cause children to have leakage during the day. So that is what this picture is 

representing is the bladder. And let's talk about normal bladder capacity for kids. What 

you would do is you would take their age in years, and you would add two, and that 

would be the ounces of urine in a normal bladder that's being held. So for a six year 

old, for instance, you would do two plus six, and that equals eight ounces of urine that 

that child can hold in the bladder, or it's 240cc's of urine if you are measuring it that 

way. And when they do void, what should be left over would be less than an ounce. So 

we don't fully completely empty our bladder each time. There's usually a little bit of 

residual urine that's left, but you typically don't want more than one ounce or 30 

milliliters. So also normal voiding should be approximately every two to three hours for 

children. Normal fluid intake, they would take in about eight to 12 ounces at breakfast, 

lunch, and dinner, which should be 36 ounces. And if you think about for an adult, we 

always say about eight cups or 64 ounces, but we also do the same thing with adults. 

We take one half of body weight in pounds, and that's the number of fluid ounces per 

day. So a child who is 60 pounds would drink 30 ounces of water, hopefully water.  
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Let's talk a little bit about nighttime. So the term nocturnal enuresis is another way of 

saying bedwetting. And so frequently it's associated with a family history. So one thing 

I do like to tell the kiddos, because they're usually really embarrassed or upset about 

the bedwetting. It is definitely not their fault. So we wanna make sure that they're not 

being punished for bedwetting, but usually their parents were bedwetters. And if one or 

both parents were bedwetting, the rates can jump to 44 to 77%. And so sometimes, 

you know, the child will look up at their parent and they'll get a little nod and they don't 

feel like they're the only person in the world that's having this issue because it is 

definitely a prevalent issue. So also with bedwetting, it can be related to sleep 

disorders. So a lot of the kids I see, if I ask the parent, are they a deep sleeper? They 

say, oh yes, it's very difficult to get them up in the mornings. And so it can be related to 

a sleep disorder. Some people think it's psychological, or there's stress in the home. Is 

that the cause or the effect of what's going on? Genetics can be a part of this. And 

there's some studies saying endocrine dysfunction can lead to this or a maturational 

delay of bladder development. Your number one reason for a lot of kids with issues 

with bladder and bowel is constipation. And there's also other things like overactive 

bladders, urinary tract infections, or diabetes that can lead to the bedwetting. 

 

- You can definitely see an increase in detrusor, which is another word for bladder. So 

an increase in bladder contractions with a decrease in the pelvic floor activity. So 

remember, that's gonna be the base of the balloon, the knot in the balloon that's less 

active when you're sleeping. And then if the bladder is contracting on its own, then 

they can definitely have issues with leakage during the night. So with adults, if you are 

seeing adults, and they have a lot of leakage during the night, you can look at, could 

they possibly have sleep apnea? There is a big correlation between sleep apnea and 

nocturia, which is getting up at night to go to the bathroom. So sleep studies show 

enuretic children are deep sleepers, and they're tough to arouse. And a lot of these 

kids can have high urine production during sleep. So that's why you really wanna 

monitor what they're drinking after dinner. That's important. Most girls stay dry by age 
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six. And so you see a lot of people potty training, even very early, and almost too early 

for kids, you know, at two years old, sometimes when a lot of times, physiologically 

their bodies are not quite ready, but the boys stay dry by age seven. And by age 10, 

95% of children are dry at night. So there are many treatments that can include 

bedwetting alarms that we'll talk about. There is a resource called 

bedwettingstore.com and they have these bedwetting alarms. So there are many 

doctors that are for this. Some are not, but what's happening is you are attaching to 

the child, there's a little clip that you can put on their underwear. And then there is a 

alarm that's on their shoulder because a lot of times they're deep sleepers. So if they 

wet in the middle of the night, the sensor and the underwear will turn this alarm on. 

And so it'll be a loud alarm. Sometimes it doesn't wake the child because they're deep 

sleepers, but it can also give a vibration to help wake them.  

 

So typically the parent needs to be able to hear the alarm so they can go in and get the 

child up to finish going to the restroom. Waking up a child all night long, or maybe 

every two hours is gonna disrupt both the parents' sleep. And it's not physiologically 

when the child is supposed to be going. So the alarm is teaching the child 

physiologically when they are supposed to be going to the bathroom. It does take a lot 

of work, sometimes three to six months for this to work, but there is good research 

saying it is effective if the other things are not working. There are also medications that 

kids can take. Desmopressin is a medication. There is surgery, which I'm not a big fan 

of the urethral dilation. That was more in the past, we're not doing that as much. And 

behavioral treatments, which I love with the biofeedback, which we'll talk about. We'll 

do more case studies in the next part two session so you can see that. So enuresis, it's 

very common. Five to seven million children in the US having enuresis. And sometimes 

I think that number might be higher because I don't think everybody's admitting it, or 

they're not getting to everybody to survey, but that's a lot of children. And so that's 

one thing I like to tell the kids when I first meet with them, that there are five to seven 

million kids with the same issue. And so I do have a whole library of books for them to 
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read. The first time I sit down with them, they're usually pretty shy. So I usually say, I'm 

gonna be talking with your mom or your dad. And then I give them a bunch of books, I 

sit in front of them, and they are all books about bedwetting or urinary dysfunction, but 

they're really cute books. I actually have some resources at the end that make them 

feel like they're more normal. And this is a common problem.  

 

So this is the most common urologic complaint. 30% of parents punish, and which is 

sad, but it does happen. They just get real frustrated and they don't understand why 

their kid is doing this. They feel like they're doing it on purpose. So the quicker we can 

get to these kids and treat, the better, because we don't want them to have low 

self-esteem and have a lot of psychological issues from the bedwetting and the 

punishment. So it doesn't help when parents are punishing, and they often feel very 

distressed. The parental expectations may be unreasonable with the kids. So you really 

are treating the parents as well as the kids when they come in, and you know that as 

pediatric therapist, usually you're noticing this more with females than males. And 

daytime leaking can be anywhere from a damp pad to a soaked, or usually it's their 

underwear. And sometimes these kids have a loss of sensation to void, so that can 

also lead to enuresis. So can a child outgrow bedwetting? About 15% of affected 

children outgrow bedwetting on their own each year without medical intervention, but 

inadequate knowledge and lack of support and guidance from family may lead to a 

child's mental distress and low self-esteem.  

 

So sometimes when you see the older kids, they are starting to get invited to 

sleepovers, they're very embarrassed. They don't want to go and be the kid at the 

party that bed wets, and they're just terrified of that. So sometimes you're getting kids 

that come in that are even eight to 10 years old that are worried about that. And 

sometimes they'll come in and, you know, if they don't want to get better, then you 

can't force them to get better. But most of the kids at that age are really wanting to get 

better. And so you can work on some things with them to help them get to the point 
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where they can have a sleepover. So how do you prevent bedwetting? So there is a 

hormone that reduces urine production at night, and sometimes that's not produced 

quite yet for kiddos. It's an antidiuretic hormone. It's not present when we're born, but 

it develops between the age of two and six. Sometimes it actually does not develop 

until the end of puberty. So these are the kids that you see occasionally that are 

teenagers, still having the bedwetting issues. A patient needs to be awake when the 

bladder is full. So a lot of times the kids are not getting the signals, whether they're 

deep sleepers or there's just not the right signal from the brain to the bladder. And so 

they're gonna need to be awake if they have a bladder that's full, and you, a lot of 

times you may notice if you're getting up, really over the age of 60, it's normal to get 

up, maybe once a night, but more than that, most of the time someone is drinking too 

late into the evening. I usually have a cutoff time.  

 

If someone goes to bed at 10:00 p.m., we cut everything by 8:00 p.m. and make sure 

that there's nothing but water after dinner. So you're working on some of those items, 

making sure that the child is not drinking too late. So no fluids after 6:00 p.m., and I'm 

not sure how many kids are getting coffee, but you don't want them to have tea, or 

coffee, or soda, or Gatorade, anything that's colored or red, Koolaid, things of that 

nature. So at dinner, try really hard to have just water. So encourage the water with the 

kiddos because the bladder loves water. It doesn't like when we slam water. There's a 

lot of people that drink quickly. I know I have teenage boys, and so they'll take a water 

bottle. They'll slam it down in about 10 seconds and crush it. And you know, I definitely 

couldn't do that because I would be living in the bathroom, but you're trying to 

encourage slow sipping of water and not slamming of water. Try not to have dairy or 

sugar snacks after dinner.  

 

So if a child's having ice cream or a big bowl of pineapple or anything like that that 

would irritate the bladder, you wanna discourage that. Let's say they love chocolate. 

They could have chocolate after lunch, but not after dinner. You also wanna make sure 
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that they go, you know, we usually go as adults. We know, okay, we need to go to the 

bathroom right before we get into bed. But kids get distracted and they're doing other 

things. So you will need to encourage the child to go to the bathroom. So maybe they 

went at six and their bedtime is at nine. If they don't go at nine, then they might get up 

a little bit quicker. So try to encourage them to go right before bed. Always use a 

waterproof mattress because the urine can sit and create a lot of bacteria. So you do 

wanna have a waterproof mattress. You can get those on Amazon, or even on the 

bedwettingstore.com pages. And when you're traveling, a lot of people, they're worried 

about travel. So you can buy the disposable pads whenever you travel. And then 

you're also teaching a child how to clean sheets. So we're not doing this as a 

punishment. And it's interesting when you have a child that gets up, you immediately 

say, okay, let's get the sheets washed, but not as a punishment, as a responsibility. 

And a lot of times that can lessen the embarrassment if you teach them how to clean 

the sheets on their own, then they don't have to worry about being embarrassed in the 

morning or hiding their underwear in the closet. So just teaching them how to do that 

even at a young age is great.  

 

Also positive reinforcement. So sticker charts work great. I know it doesn't, it seems a 

little bit weird that you could get a child to stop bedwetting with a sticker chart. I 

actually had a patient once that was bedwetting every single night. And what we did 

was we went to the store, picked out his favorite calendar. So he loved dogs. So we 

picked out a dog calendar and then the stickers that he really liked. And I said, okay, 

we're gonna go two nights without bedwetting. And if you can go two nights, then of 

course, you're talking with the parents of the patient and you say, okay, can they have 

ice cream or maybe play UNO with their parents or something that is gonna motivate 

them if they get to the two nights. So once they get to the two nights and they have the 

sticker chart, then they're gonna go to three nights. So you just add, each day you're 

gonna add on. And so I had one little boy, he did so great that he was completely dry 

after 30 days, just by the positive reinforcement. And so a sticker chart is wonderful 
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and that encourages also the parent to be involved. So kegels, a lot of people wonder 

why would I teach a child kegels? It's not that they have a weakness, but you want 

them to understand their muscles. So I will show them a pelvic floor model that they 

can actually hold and look at to see what the muscles are. And then we'll talk about the 

potty muscles, how they can squeeze those muscles to keep in. Sometimes you can 

talk about gas and say, okay, do you wanna keep in your gas? And sometimes you'll 

pick what's the best word. So some kids will say the word "fart". Some kids will say 

the word "toot". Some kids will say "gas", so you pick their word. And I usually just jot 

it down on my chart so I remember to use the terms that they use. And so you'll 

discuss that, you know, if you wanna hold in a toot, what do you do? What does it feel 

like? So that they understand that that's the muscle that has to be fully relaxed and 

release when they have a bowel movement. So that's what you're doing is more 

muscle awareness, not for strengthening. So the bedwetting alarm, again, it actually 

helps the brain to bladder connection.  

 

So it's going off when you actually are having the signal for the bladder to release. So 

drinking water throughout the day is important. You don't want the child to be drinking 

a lot in the evenings and sometimes that'll happen because there is school and you 

can't really monitor what they're drinking. So if they can have a water bottle, maybe 

pick out a water bottle that they really love, maybe they like the Ninja Turtles or 

something like that, to encourage them to drink. That would great. And there's some 

great devices now, like there's even water bottles that will glow if they're not drinking 

enough. Sometimes you can get a text. So there's many, many products out there that 

can help a child remember to drink their water. How does the bedwetting alarm work? 

So this is actually from the bedwettingstore.com. And so I'll read it now. It's when a 

non-bedwetting child sleeps and pressure builds up in the bladder, which is that 

balloon, a signal is sent to the brain to keep the bladder sphincter muscle, so the knot 

in the base of the balloon, closed until they can wake up and walk to the bathroom. In 

a child that's bedwetting, this signal is not recognized by their subconscious reflex 
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system. So instead of waking to go to the bathroom, the child relaxes that knot at the 

base of the balloon and that sphincter muscles relax, and it keeps the bladder closed 

and then they wet during the sleep. So that's basically what's happening. So the alarm 

is alarming the child that now is the time to go to the bathroom.  

 

So to maximize success when using a bedwetting alarm, so this is Dr. Hyun, a 

pediatric urologist recommends several things. It does take time around three months, 

and it does require parental involvement. That's important to make that time 

commitment. The alarm tells you when the wetting is happening, it isn't there to 

prevent the accident because if they're wetting, chances are they're going to finish the 

complete wetting, or if they wake up immediately, they can hold and just get to the 

bathroom if the bathroom's close by. The child needs to be involved, getting up to the 

bathroom when reminded and resetting the alarm before going back to sleep. So it 

takes a lot of consistency. Your body doesn't learn by just using the alarm a few nights 

a week. It's something that should be used on a daily basis. It is difficult, I do see a lot 

of kids that are from broken homes, and so they might go to a different parents' house 

on the weekends. So it's a little bit more complicated when you're dealing with the 

bladder and bowel issues.  

 

Again, you're probably having the same issues when you're working with other kiddos 

as well. So keep that in mind. And then other older kids, excuse me, between nine or 

10, they tend to be more motivated to make changes. There are also alarms rather than 

being connected to the body, they're across the room. So they have to actually get up, 

walk over to the alarm and turn it off. The bedwetting alarm needs to be loud enough 

for the parents to hear. So they may have to be close by or have the doors open. It also 

needs to be one that the child can easily reset by himself during the night. So normal 

nighttime control begins about the age of two to three during the day, and four to five 

at night. Children with ADHD are almost three times more likely to have issues. 

Caffeine does increase urine production. It also stimulates the bladder. So, you know if 
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you drink a cup of coffee, you're going to have to pee much quicker than if you had a 

cup of water. And so it does increase that urine production. So trying to limit the soda, 

tea, coffee. A lot of people are drinking vitamin drinks. And so that also will stimulate 

the bladder. And then constipation, full bowels put pressure on the bladder and they 

can change the nerve signals. So we always say in the pelvic floor world, the poop 

drives the pee. So if someone has normal bowel movement behaviors, even adults, 

usually their bladder dysfunction will clear up if you can get the stool to be more 

normalized as well.  

 

So let's talk about daytime. No one ever died from wetting, but some may have wished 

to. So this is a big problem for kids. They're just embarrassed, it's really affecting their 

self-esteem. And when you're working with these kids, if you haven't been talking 

about bowel and bladder issues before, it's really important to bring up. You could 

even bring up the balloon and talk about, you know, what are their habits? How often 

do they go? Most kids are very scared to go at school. They're embarrassed. They 

don't want anyone to hear them. And so they're holding all day. And so it's creating a 

lot of issues. They're trying to rush to get home, or they may have an accident on the 

way home, if they're on the bus and they're not getting home in time. So from a child's 

perspective, children rated wetting themselves at school as the third most catastrophic 

event behind losing a parent and going blind. That's something right there. It's really, 

really important that you address this if you haven't been addressing it before. So 

according to the International Children's Continence Society, and that's another good 

resource for you, incontinence is defined as the uncontrollable leakage of urine.  

 

So there's two broad categories. Continuous, which is constant leaking related to 

congenital abnormalities, or intermittent, which is more of a voiding dysfunction. So 

daytime incontinence, also the ICCS says that accidents, at least every two weeks in 

children over the age of five can be related to family history, emotional stress, or a 

male sibling history. Here are some statistics for daytime. Some degree of daytime 
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urinary incontinence. So 10% of kids that are less than seven years old will have this 

issue, two to 9% seven to 10, and then two to 6% from 10 to 15 years old. So it starts 

to kind of diminish as they age. Urinary incontinence, two times a week or more in half 

a percent of nine year olds. 20 to 40% of children with daytime urinary incontinence 

have behavioral disorders. Which came first? The incontinence or the behavioral 

disorders? So it's kind of, you know, that's something to be thinking about too. Is that 

causing the behavioral disorder or the incontinence causing other issues? So 

intermittent urinary incontinence is a voiding dysfunction. And dysfunctional voiding is 

a subset of voiding dysfunction, which, I know, sounds very confusing.  

 

Let's talk about the different types of urinary incontinence. So overactive, this is 

overactive bladder, that's what OAB stands for. So someone who continually has to 

go, or they feel a lot of urges, things like that. And then we have non-neurogenic and 

neurogenic bladder. So someone who, it's more of a brain function, that they can't get 

the signal that they need to go, or their bladder is just not working because of their 

neurological disorder. They can have an elimination syndrome, voiding postponement. 

So they're holding. A lot of kids will do this because they're busy playing. They don't 

wanna miss out on anything. So they are postponing their voiding. And sometimes the 

bladder gets so full that it just kind of leaks out a little bit. Lazy bladder, so poor 

bladder emptying due to an underactive bladder. So really it's not contracting the way 

that it needs to contract. You will see giggle incontinence, especially with teenage girls. 

I see that the most. So when they laugh, a lot of times, they're having a little bit of 

leakage, just like if a woman has the stress incontinence. With laughing, same kind of 

thing. There's something called vaginal entrapment, or a vesica vaginal entrapment. So 

sometimes if you see a child that has obesity and their legs are closed a lot, when they 

actually pee, what happens is the pee gets trapped. So it goes down the urethra and 

goes into the vagina so they can get this, basically the urine is stored in the vagina and 

they'll have a little bit of leakage after they go. And so you really wanna work on that 

they're sitting correctly on the toilet. Sometimes in the beginning, they even have to 
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learn to sit backwards on the toilet and rest their arms on the back of the toilet so that 

their legs are wide. The other thing that happens is a lot of kids will pull down the 

underpants, they're at the knees. So they're internally rotating their hips and their 

adductors are closed. And if you think about the pelvic floor muscles, they need to be 

open for full release. So a lot of the kids, the way they're sitting, it might be causing 

that entrapment, or they can have bladder neck dysfunction. 

 

- So long-term risks. Childhood daytime incontinence associated with adult urge 

incontinence. So I have a lot of women that I see and they'll say that they did have 

either bedwetting problems or they had a lot of urgency when they were teenagers. So 

it's kind of a lifetime issue for some of these patients. Women with childhood daytime 

frequency, more likely to report adult urgency daytime incontinence, secondary to an 

overactive bladder and dysfunctional voiding associated with a decreased quality of 

life, constipation. A lot of these patients are getting UTIs. So there's many things that 

can contribute to having issues when they're adults. Urinary incontinence is a loss of 

urine at an inopportune time. So obviously when you leak urine and no one wants to 

leak urine, so it's either on the way to the bathroom, a strong urge, they can't make it, 

which is called urge incontinence. Stress incontinence is cough, sneeze, laugh, jump, 

move. So any kind of movement that puts pressure interabdominally down into the 

bladder can cause a leak. Usually they're the smaller leaks. So a mixed incontinence is 

both the stress and urge combined. The first recorded reference to urinary 

incontinence was in 1550 B.C. And in 77 A.D., they used boiled mice as a treatment. 

So basically they would boil mice and you would drink it, which I don't know how that 

helped. That does not sound very good, but that's what was recorded. And in 1472 

A.D., the first book of pediatric diseases was published with an entire chapter on 

enuresis. So socio-cultural factors and psychopathology. So think about stress. This is 

something that can also lead to bladder and bowel issues as a result of marital 

separation. So that's something that a lot of kids have to deal with. That increases the 

incident of diurnal or mixed urinary incontinence. There's an increases incidence of 
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attention problems and delinquent behavior in voiding postponement syndrome. And if 

you think about it, there are two things that we can control. So as a child, I can control 

what goes in my mouth, my eating, and if I wanna hold in poop or pee, then that's my 

choice. So that can be a sort of control issue for a child. So children with ADHD are 

three times more likely to have daytime urinary incontinence and the increases risk of 

daytime wetting. So a lot of times too, with kids who have difficulty focusing or 

attending, they don't recognize the signals when they need to go, or they just get really 

distractable and they're not sitting on the toilet long enough, or wanting to take the 

time to sit on the toilet.  

 

So other considerations, how does the divorce impact the child? You have to look at 

the psychological considerations. Sometimes there's overwhelming sadness. If there's 

two homes, there'll be two lifestyles, two sets of rules, two sets of routines. So they 

can feel like they're living with strangers. If you know, one of their parents has a new 

relationship. Sometimes there's not good communication between parents. So I do 

have children who do really well during the week, and they might go to the other 

parent's household where they can have sweets and junk, and there's no set routine. 

And so we have to start all over on Monday again. So that becomes pretty challenging 

with those kids. There's something called urge syndrome, which again is overactive 

bladder. You have frequent episodes of an urgent need to void caused by bladder 

overactivity. Bladder contractions countered by contraction of the pelvic floor muscles, 

which is the guarding reflex and holding maneuvers.  

 

So if you've seen a child that crosses their legs and holds, and they're trying to keep 

everything in, they either don't wanna go to the bathroom, or there's not a good place 

to go. The mucosal lining of the bladder may be damaged due to strong bladder 

contractions and strong pelvic floor contractions. And that can increase the risk of UTIs 

because they're not emptying, and that bladder is storing that urine for too long. Many 

of these kids can also present with constipation. We'll talk a lot about that in part two, 
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and they can have fecal soiling. So many parents think, oh, my child has diarrhea 

because they're having fecal soiling in their underpants, when actually they're 

completely impacted and constipated. And that liquid still is sneaking around the 

impacted stool, and they're noticing skid marks in the child's underwear. So Vincent 

Curtsey coined the term "potty dance". So you've probably seen a child is dancing 

around and they're putting perinatal pressure. Sometimes they'll just sit and they'll put 

their heel of their foot.  

 

So if you see a child sitting with just the heel at the perineum, that is decreasing their 

need to go to the bathroom, so that will help with decreasing the urge filling. So they 

figure that out on their own. And that's what I was talking about at the beginning of the 

talk, how I teach patients to do pelvic floor contractions or kegels to decrease that urge 

feeling that they're having. So these kids are just putting their heel, putting it into the 

perineum to decrease that urge. And the contractions of external urinary sphincters 

inhibits bladder contractions. So if you are doing those squeezes, you can make the 

bladder calm down. So dysfunctional voiding is the inability to fully relax the urinary 

sphincter, that knot in the base of the balloon or pelvic floor muscles during voiding. So 

you're presenting with incontinence, urinary tract infections, and constipation, and it 

may be due to overactive bladders. There's something called staccato voiding, where 

you get bursts of pelvic floor activity during voiding. So you can hear just kind of a 

squirt, squirt, squirt when they're going to the bathroom. There's interrupted voiding, 

incomplete and infrequent voiding. So you're just not emptying well. So those are the 

different types of dysfunctional voiding.  

 

Also, you can have initial signs that reflect the bladder overactivity with a poor 

emptying, so they could have a small bladder capacity, so then it can't hold very much. 

They can have an increased bladder thickness. So again, if your bladder is like that 

balloon that has a thick wall, then you're not going to be able to hold as much. There 

might be a decreased bladder contractility. So maybe that balloon is not expanding 
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and getting smaller as they're contracting. There could be impaired relaxation of the 

external sphincter during voiding, so not that full release. They could have a weak or 

interrupted stream, increased post-void residual, which means how much urine is left 

in the bladder after they void. And it can also have fecal soiling and constipation. So an 

underactive bladder and poor bladder emptying. So they say underactive bladder now, 

it used to be called lazy bladder. You can use the valsalva maneuver to void, which 

means that you're basically putting pressure at the abdomen to push down, to open 

the pelvic floor. This is most common in girls, and it can be the later stage of chronic 

voiding postponement. There's a large capacity and no contraction during voiding.  

 

So basically the bladder is overstretched. These kids are at risk for UTIs, urinary tract 

infections, and high residual volumes. And they'll need to do a study called 

urodynamics to determine if they do have an underactive bladder. Giggle incontinence, 

I mentioned before. They're really not sure why it happens for kids, but the theory is the 

laughter causes hypotonic state and causes, and I see this in women, if I'm doing 

biofeedback, which can monitor their pelvic floor muscles, if we start talking and they 

laugh, then I will see the pelvic floor activity go up and down, and up and down. So it 

changes when you are laughing. So that's gonna be putting some pressure also on the 

bladder. Laughter triggers micturition reflex, which means peeing basically. And it 

overrides the central inhibitory mechanisms that are happening in the body. Voiding 

postponement is when they're a patient is overwhelmed by urgency. They rushed to 

the toilet, but it's too late. So they might have an accident on the way to the toilet. 

Significantly higher frequency of behavioral issues in these children compared to those 

with overactive bladder. So they are postponing, which is different from just having an 

overactive bladder.  

 

Children will restrict fluids to increase voiding interval over time. So I see this in adults 

as well. They restrict their fluids so they don't have accidents, and then they become 

dehydrated and constipated, which causes more problems. We also discussed earlier 
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the vaginal reflex voiding. So it can be something like a funnel shaped hymen. So it 

could be an abnormality that way, or they're just sitting improperly on the toilet. It can 

be due from obesity symptoms include urinary leakage, a short time after voiding, but 

it's not associated with urgency. It's more the way that they're sitting, and maybe their 

legs are closed. And so it's just getting trapped. Patients with reflux have a tendency to 

have dysfunctional elimination. So the goal for treatment, you wanna protect the 

kidneys, prevent UTIs, treat dysfunctional elimination. So elimination syndrome, 

females have greater incidents than males, and you have this abnormal recruitment of 

the external anal sphincter during defecation. So you have a concomitant urethral 

sphincter and pelvic floor contraction.  

 

So basically you have the pelvic floor contraction and the bladder. If they're competing 

at the same time and both contracting, it's gonna be difficult to eliminate because you 

want bladder contract, pelvic floor open. And when the pelvic floor closes the bladder 

releases, so you have this nice little coordination going on. So if they are always 

contracting the pelvic floor, it can lead to bladder hypertrophy, which if you think about 

it, the bladder is a muscle, even though it is a smooth muscle, the lining can get 

thicker. If someone is constantly contracting and holding, that bladder has to get 

stronger and thicker. So that can happen. Also, you have symptoms of urinary 

incontinence, nocturnal enuresis, which is the bedwetting. They can get urinary tract 

infections, feel urgency and frequency. We're gonna talk about the VUR in just a 

second. Constipation, and really a no regular bowel routine, and they can have fecal 

soiling. So other definitions to be aware of is functional incontinence, which is difficulty 

getting to the restroom in time because of pain. Maybe they have cerebral palsy, other 

musculoskeletal problems. If they are using a walker, they can't get there quick 

enough. So it's called functional incontinence if there's not a specific reason. You can 

have urinary retention, which is really the lack of the ability to urinate and just not 

emptying well. Other definitions are frequency, which is voiding more than is age 

appropriate. So if somebody is going too often, that can be a problem. And then 
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frequency, think of someone who's going hourly. So a lot of times the kids are asking 

the teachers, can I go to the bathroom? And they're not allowing them to go. So 

determining voiding dysfunction. A physician will evaluate, get a detailed history of the 

family history, social, age of toilet training, fluid intake, voiding habits, medication, 

surgeries, psychiatric history, and history of UTIs. So there's a lot of history to take. 

They'll have the child, hopefully if they don't have them do a voiding diary, then that is 

something that you should have the patient fill out, which is basically just checking the 

time of voids.  

 

How often do they go to the bathroom? How frequently are they getting up at night to 

go to the bathroom? Or are they having bedwetting episodes? The stream quality. So 

do they, when they pee, does it sound like a normal stream? Is it delayed? Is it the 

staccato stream? How does it sound? And I even will take a glass of water and then a 

little pitcher and I will pour into the pitcher or the water, the glass of water to let the 

patient hear what it should sound like. And then I'll say, does it sound like this? And I 

might start the water, stop the water. And so that's one way that they can actually hear 

to see if they're voiding normally. And then they'll do a physical exam to rule out any 

anatomical or neurologic causes. So they're looking at the history, the bladder and 

bowel diary, which is really fantastic if they can get them to fill that out. What is the 

social history? Are there stressful situations? Is the patient motivated? That's 

important. Previous treatments that they've had, the KUB, I'll show you a picture here 

in a second. That's the diagnostic test. Bladder, renal ultrasounds may be done, 

urodynamics study, and the uroflow, which is looking at how quickly they are peeing, 

and EMG, which is something I do, which is the biofeedback. So the diagnostic testing 

can be a urine analysis and culture. They can do an ultrasound. So they're looking at 

post-void residuals. So after a child goes, how much is left in their bladder? So they 

can look at that with an ultrasound machine. They can look at how thick is the bladder 

wall, and if there's any abnormalities and then the voiding cystourethrogram, the VCUG 

is used in children with recurrent or febrile UTIs to show reflex. Is their urine backing 
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up? Are they emptying okay? Are there any abnormalities to the bladder size, shape, 

and capacity? They're looking at the urethra, which is the tube that carries out the 

urine. So there's a contrast where they can see all of these things.  

 

This is a picture of a VCUG so that you can kind of see there in the middle, that is the 

bladder. And so they can see how large is the bladder. If there's good release, they can 

look at the urethra as well. And then the picture I'll show you the next picture, the KUB 

in a sec. So diagnostic testing, they can also do an MRI, do a uroflow where they're 

holding the urine until there's a strong urge to void. And they use a collection device 

that measures the flow time. So these are just good words to know. So if you have a 

patient coming to you and you can see the word uroflow or MRI, or some of the other 

diagnostics you'll have a better understanding of what is being looked at. So the KUB 

is an x-ray of the kidneys, the ureters, which go from the kidneys, are the tubes that 

basically go from the kidneys to the bladder. So they're also determining is a child 

constipated? Are they backed up? So if you can see in this picture at the very top is 

the K, so they're looking at the kidneys, you follow the tube down to the U, which is the 

ureters. And then at the base, you can see the bladder.  

 

So this is a really good detailed x-ray or picture for the physician to look at. A lot of 

times, they'll see that there's a lot of stool impaction in there as well, or they'll see if 

there's a problem anatomically with either the kidney, the ureter, or their bladder. So it 

gives some great information. The urodynamics study is something that's a little more 

invasive. Most of my patients who are adults are getting the urodynamics tests, 

especially if they have pelvic floor prolapse, but it shows the entire filling and emptying 

phase of urination. So it does give a lot of great information. A child would most likely 

need to have medication to keep calm because it does involve a catheter. And it will 

determine if they have an overactive bladder, dysfunctional voiding, or an underactive 

bladder. So I know that was a lot of information, and there's going to be a lot more 

coming up in part two, but I wanted to go over a couple of things. And if you can get a 
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pen and paper out, I'm gonna give you a couple of more resources that I don't have 

listed, but they're Facebook groups that are fantastic for resources. So for training, you 

can get board certified, and there's a couple of board certifications for pelvic floor 

occupational therapist. One is through learning about biofeedback, which I will show 

you more in part two. So my website is pelvicfloorbiofeedback.com. If you have any 

questions about, what is biofeedback? How does it work? It's a great tool to use with 

kids.  

 

So we do some trainings in April and September, and there's also the Biofeedback 

Certification International Alliance that you can look at there. And then if you're 

interested in getting board certified, you have to be a nurse, PA, MD, OT, PT, or a 

nurse practitioner. And COTAs can also become board certified as well. And you need 

28 hours of didactic education. So it's a three day course, and then you go through 

mentoring. So it's nice to have a mentor, especially in this area of specialty. You take a 

written certification exam, and you get re-certified every three years. So here are some 

of my favorite resources. I'll talk a lot more about constipation. You definitely need to 

know a lot about, because that's where kids start to have a lot of bladder problems as 

well. So there's the M.O.P. Book. It's, A Guide to the Only Proven Way to Stop 

Bedwetting and Accidents. It's fantastic. I highly recommend if you're, even if you're 

not gonna be specializing in this area, I would get this book, I would read it. This same 

author, he wrote a book for kids called Jane and the Giant Poop. And that's one of the 

books I have in my office for kids. So the first book that the M.O.P. Book came second, 

but It's No Accident is the one that I first read by Steve Hodges. So he changed his 

methods a little bit.  

 

So his updated book is the M.O.P. Book, which is the first one listed, but I really liked 

reading It's No Accident. It talked a lot more about the psychology, how kids react in 

the classrooms, or they're feeling fearful at schools to use the restroom. So it really 

opened my eyes up a lot about certain questions to ask the kids when they come into 
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my office. I love this book, it's a really short book that I also have in my office, Don't 

Cry, Stay Dry: Bedwetting Causes Explained and Natural Treatments for Kids. That 

was written by a pediatric pelvic floor PT. And so it's a great book. I love it. And then I 

highly recommend, even when, you know, we're done here, go to the YouTube video, 

it's called The Poo in You. And I always show this to my patients. It's just a couple 

minutes, but it's a good resource for you to understand why does a patient have stool 

leaks, or why are they having daytime accidents? And so it's just a great little video to 

explain all of that. You can go to bedwettingstore.com if you wanna get some 

resources there. And here are some other organizations that I have listed for you. And 

just a couple of things, there are some great Facebook groups. They are my favorite 

way to learn. There is a pediatric, this is a new group that was just started two weeks 

ago.  

 

So there's only 23 members, but if you have bowel and bladder questions, it's called 

Pediatric Pelvic Health Occupational Therapist. So just search when you go into 

Facebook groups, Pediatric Pelvic Health Occupational Therapist. So it's kind of long, 

but that's gonna address primarily what we just talked about. There are other groups, 

there's a pediatric occupational therapist that has 43,000 members that probably some 

of you are already a part of. And there is another resource that I like called 

pottylearningmadeeasy.ca because she's out of Canada. So it's a physical therapist 

who does a whole session on potty learning. And it's just a really good, you can, I think 

it's under $20, the book that she will send you, but just go to 

pottylearningmadeeasy.ca. So there's just some resources. And I'm hoping that you 

can stick around for part two, because I will have several case studies that I think will 

be more informative about how you will treat the patient. And I'm open for questions. 

 

- [Fawn] Thank you so much, Tiffany, for a great talk. We do have some questions that 

have come in. What do you think about the use of pull-ups? Do they prevent anything 

from developing? 
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- [Tiffany] It depends on the age of the child. I think at home and I actually do this with 

adults as well. I'll say, if you can go without a pad at home so that you can recognize 

when you need to go. So if you're working on training, depending on the age of the 

child, because a lot of people are training a little bit too early. So if you can, you know, 

if they're four or five, six years old and they're able to understand, and they're wanting 

to learn how to not have accidents, then you know, maybe at home you could go with 

just straight underwear just to help train, but I'm not against pull-ups in any way. But 

sometimes they work so well that the child doesn't even know that they had an 

accident. So you do want them to start recognizing when they're having an issue. 

 

- [Fawn] Another question is, what kind of doctor or recommendations do you have in 

Northern Colorado? Anyone up in that area? 

 

- [Tiffany] My best recommendation is to get on one of these groups, the Facebook 

groups, because we're always having people ask, hey, I'm in this part of the country. 

And that's the best resource is the Facebook groups actually. So I can't think of any 

one off the top of my head, but usually it's a pediatric urologist, or a pediatric GI doc 

that would look at these issues. Most likely it won't be the family doctor, if they're, you 

know, or the pediatrician that the child's going to. They should have a 

recommendation. But if they don't, then I would look for, if it's a bedwetting issue, it 

could be that they're constipated. So there's either a pediatric urologist or a pediatric 

GI doc, but make sure that they are definitely working with children. 

 

- [Fawn] Okay, great. Another question is, someone is typing in that their son turned 

eight and he's still in pull-ups at night. They've never had any issues with daytime 

incontinence. He can hold pee for hours, but at night is when he's having the issues. 

We bought two types of alarms and he, by the time we wake him, by the time they 
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wake him up, he's completely done going to the bathroom. Is that normal with the 

alarm? Are they buying the wrong alarms? What can you talk to us about that? 

 

- [Tiffany] Well I would get, there's a great, and you may have already known if you're 

doing the bedwetting alarm. There's Seven Tips for Nighttime Dryness is a book that if 

you go to bedwettingstore.com, it's a book that a nurse practitioner wrote that has 

some great feedback. I would do not just the alarm, but all of the other behavioral 

components, the sticker charts, the reinforcement. I know he's a little bit older, so 

something that would get him excited about, if you go this many nights without going, 

or having an accident, then we'll be able to do this on the weekend. But positive 

reinforcement is really, really important with those sticker charts, making sure that 

you're looking at normal voiding during the day. So some kids hold, and hold, and 

hold. And then at night they're kind of, like their night and their day is mixed up. So if 

they have normal daytime routines, if you can get him to go every two to three hours, 

and they can even get, there's watches that are sold on Amazon that are great, that will 

vibrate. There's vibrating watches. There's one called WobL, W-O-B-L. And they look 

like a normal watch. And so a lot of times I'll have kids get this, they'll pick out their 

favorite color. And then it's a reminder that they need to go to the bathroom 'cause 

they might be getting busy. So encourage him to have good daytime habits and make 

sure nighttime there's, you know, no sugary drinks or anything into the evening. But 

not just the alarm. It's not, you will, you know, he's probably gonna finish going once 

the alarm sounds. So it's not necessarily that the alarm is about alarm. You will 

complete the voiding, but that's when you wanna get up, change, you know, just to get 

that the routine down. But it does take anywhere from three to six months, but it's not 

just the alarm, there's other things, you know, behavioral that you could be doing to 

encourage him. 

 

- [Fawn] Okay. Another one is, someone's asking, is the Facebook group, Pediatric 

Pelvic Health Physiotherapy or Occupational Therapy? Can you clarify that? 
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- [Tiffany] So there, the one that I'm speaking of is there's one called Pediatric Pelvic 

Health Occupational Therapists, and it's only two weeks old, so that's a small group, 

but we're trying to build that one. The other one is called Pediatric Occupational 

Therapists and that's got 43,000 members, but they're not, you know, I just scrolled 

that today. They're not talking as much about bladder and bowel as much as we will on 

this new Facebook group, but there are a lot of physiotherapy groups. So I join as 

many as I have time to look at, honestly, and I probably belong to 40 different groups, 

whether it's PT or OT that are dealing with pelvic health, just so I can get the most 

resources. 

 

- [Fawn] She said she found it, so thank you very much. 

 

- [Tiffany] Okay. 

 

- [Fawn] Another one is asking have you read the book, The Potty Journey by Judy C? 

 

- [Tiffany] No, but I will write that down. 

 

- [Fawn] Okay. Is it best to allow children to drink whenever they want or give fluids 

only at meal times and snack times? 

 

- [Tiffany] I encourage it whenever they want, especially water. So you want to 

encourage them to have water. The bladder loves water. It doesn't like anything added 

to water. So you don't want to put Crystal Light in it. Anything that's colored or has 

vitamins in it or has caffeine in it is going to irritate the bladder. So encouraging water 

is great. And so I actually sip on water all day long. I encourage my patients to do the 

same, so it's not just meal time. That was just an example of, if they drink eight 

ounces, you know, three times a day, then they would be at 24 ounces. So that's just 
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to kind of get them, if they're not drinking, when you're not around, then you can 

encourage it at meal times. 

 

- [Fawn] Okay, we'll take a few more questions and then we'll wrap. A comment here 

is, wetting is very uncomfortable issue for kids as you mentioned. On your first session, 

how do you introduce the fact that you're going to help them with this issue without 

making it sound forced or awkward? 

 

- [Tiffany] So what's interesting is if you say, I'm gonna talk to your mommy, and then 

when you start talking about pee and poop, they perk up, they get real interested. And 

so I just talk, I'm just animated. I'm talking with the mom about, this is something that a 

lot of kids have when I talk about my other patients, and I'll say, I have many patients 

that have this, this is what we've been working on. And this is how, I make it sound 

very normal. But when you start talking to mom, they always start piping in and they 

start wanting to tell you about their poops, or tell you about how often they're going. 

So I always on the first visit say, I'm just gonna talk to your mommy, but I would love if 

you wanna jump in and tell me some things, great. And so I make it really relaxed. We 

sit around a table, I have all the books sitting out so they can kind of flip through the 

books when we're talking. So I just make it just a very normal, relaxed environment. 

And when I talk to the parents, they always start interjecting and they wanna jump in 

and talk about things. 

 

- [Fawn] Okay, what about daytime and nighttime incontinence, and girls with ASD? 

 

- [Tiffany] Well I mean, again, whether they have ASD or not, they're going to, you still 

have to get them on a good solid schedule. So whatever you can do to get that 

schedule regulated, whether it's their schoolwork or, you know, anything in their 

schedule, we have to make time for potty training and just use, you know, not just 

potty training, but also having normal bowel and bladder behaviors. And so it's 
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important. The more we can get the daytime routine down, that usually helps. But 

when we talk in part two, so many issues are related to constipation. So you may think 

they just have a bladder issue, but they're almost always constipated. So if we can get 

that figured out, like at meal time 20 minutes after a child eats is the best time to have 

them sit. They need to have a stool, like a Squatty Potty, so they're in a good position. 

So there's a lot of that that we'll go over in part two, but usually they're having issues in 

the bowel department if you're noticing that with those teenagers. 

 

- [Fawn] Okay, one more question. How do you bill for this treatment? 

 

- [Tiffany] Billing is the same as if you're doing any other treatment. You know, I'm 

doing an OT evaluation. And so I'll bill for OT eval. Sometimes I'm doing the 97535, 

which is the education piece. If I'm doing biofeedback and the surface EMG training, 

then I'm doing neuromuscular reeducation, which is the 97112. So it's a lot of 

education, as well as just the typical OT eval or re-eval. 

 

- [Fawn] Okay lastly, they did type in, it's called The Potty Journey Guide to Toilet 

Training Children with Special Needs, including Autism and Related Disorders. Judith 

A. Coucouvanis. 

 

- [Tiffany] Perfect. I will add that to my library. Thank you very much. 

 

- [Fawn] Okay, thank you so much, Tiffany, for a great talk today, and thanks for all the 

great questions from the participants. I hope everyone has a great rest of the day, and 

you join us again on Continued and occupationaltherapy.com. And please join us next 

week for part two of this series. Thanks, Tiffany. 

 

- [Tiffany] Thank you. 

 

30 
 


