Enuresis
· Involuntary passage of urine by a child who is beyond the age when voluntary bladder control should have been acquired, childhood incontinence. 

· By age 4 bladder control is accomplished by most children.

· 80% of children enuresis occurs @ night (nocturnal enuresis) and then it’s during the day (diurnal enuresis).

· Primary enuresis- child never been continent. Secondary- acquired, experiences a period of dryness for 3-6 months after toilet training and becomes incontinent again.
· Boys are more enuretic than girls; ratio 3:2.

· Factors contributing to enuresis: organic causes (2-10%) – UTIs, neurologic disturbances, congenital defects of the meatus, urethra, bladder neck, allergies, alterations in renal tubular ion and water transport related to post granular secretion, diabetes mellitus/ insipdus, chronic renal failure, and sickle cell. Psychological- temper tantrums, fear reactions, excitability, low birth weight, and minimal brain dysfunction. 
· Other studies show kids completely fill and empty there bladder several times because of constant urine output and stable level of anti-diuretic hormone ADH. 

· Those who experience enuresis may spend more time in stage 3 sleep and also may be a symptom of sleep apnea. Sometimes it is an infection or emotional. 
· Treatment- motivational therapy, alarms, self awakening, desmopressin & tricyclics, (can cause relapse if stop using), but the nasal spray is best used when no other treatments work, psychotherapy and behavior modification. 
Incontinence

· Total- incontinent all the time, infant, inability to store any urine, indicated an anatomic or functional absence of urinary sphincters or a bypassing of urinary sphincters. 
· Overflow- constantly having a full bladder, leaking, occurs when urinary outlet is obstructed. 
· Urge- needs to go really fast, check for infection, sudden and uncontrollable need to void that can’t be suppressed, suggest bladder irritation. 
· Precipitate- incontinent with normal voiding pattern, suggest neurological origin, voiding without preceding urge to void.
· Stress- uncontrollable voiding that occurs when intravesical pressure momentarily exceeds intravesical resistance: sneezing, jumping up and down and leaking. 
· Paradoxic- neurological damage, incontinence in spite of normal voiding. 
Sodium and Potassium balance

· Sodium & Water balance
· Must be regulated within normal limits, major extracellular solute. 
· In renal failure the kidneys lose their regulatory capacity for sodium and water.
· Sodium load delivers to each remaining nephron is greater than normal, so the fractional excretion of sodium must increase to maintain normal sodium balance. 
· If dietary intake is less than 20-40 mEq, sodium deficits and volume depletion occurs. 
· In chronic renal failure, sodium load delivered to nephron exceeds normal, so excretion must increase; thus less reabsorbed. Obligatory loss occurs, leading to sodium deficits and volume depletion. As GFR is reduced, ability to concentrate and dilute urine diminishes. 
· Hyponatremia= seizures
· Potassium balance 
· In chronic renal failure, tubular secretion of potassium increases until oliguria develops. Use of potassium sparing diuretics also may precipitate elevated serum potassium levels. As disease progresses, total body potassium levels can raise to life threatening levels and dialysis is required. 
· Larger amounts of K are also lost through the bowel. 
· Hyperkalemia can develop with increased loading of K. 
· K level of 8 give glucose and insulin IV
· K level (3.5-5) of 8.2 immediate action= cardiac monitor.
Correct method of obtaining a urine specimen 
· Nurses routinely collect clean and sterile urine specimens measure the specific gravity of urine and assess urine for abnormal constituents.
· Clean catch/ midstream- most health agencies specify that a clean catch specimen be collected during midstream. This means that the patient voids a small amount of urine, which is discarded; then the specimen is collected during midstream in a sterile specimen container, with the last amount of urine in the bladder also being discarded. The small amount of urine voided helps to flush away any organisms near the meatus because the urinalysis findings may be inaccurate if these organisms enter the specimen. 
· A patient who can carry out the technique properly may collect his or her own specimen.
· Guidelines: perform hand hygiene, wear clean gloves, separate labia & clean the meatus with soap & water, have patient void about 30ml into toilet/ bedpan and discard the urine, position the sterile specimen container near but not touching the meatus & collect at least 10ml of urine in the container, stop collecting urine before the patient empties the bladder, remove gloves & perform hand hygiene, label the specimen container & package it appropriately & send the species to the laboratory. 
Urine Specimen Contamination 

· During clean catch/midstream the small amount of urine voided helps to flush away any organisms near the meatus because the urinalysis findings may be inaccurate if these organisms enter the specimen. 
· During routine urinalysis care is taken to avoid contamination with feces. 
· After collecting the specimen make sure there is no tissue, toilettes, or any other material that can give an inaccurate finding. 
Pathophysiological Conditions
· UTIs- can occur throughout the life span, most deadly in the elderly and infants. Other factors- mostly age related, late adolescent females and older adults. Infections are ascending. May occur in multiple locations (urethra, bladder, ureters). Diagnosis- U/A, culture and sensitivity (blood 5-6; uti 7-8). Signs/ symptoms- temp and BP would peak, diarrhea, burning, frequency, and urgency. Don’t have nausea, fever or back pain. Can get kidney infection if not treated. 
· Pyelonephritis- infection of the kidneys, usually unilateral. Causes- UTI ascending. Signs/ symptoms- rapid onset of fever and child. Malaise and flank pain. A treatment- antibiotic for 14 days or until urine is sterile, increase water and general fluid intake. Alcohol and caffeine delay healing. 

· Chronic Pyelonephritis- chronic inflammation and possible infection of the kidney. Urine has minimal abnormality. Likely causes- obstructive, auto immune, multiple problems. Signs/ symptoms- common signs of end stage renal failure. Progression will lead to scaring and eventual failure
· Renal calculi (kidney stones) – predominantly male patients, ratio 4:1 male female affected. 75% are calcium oxalate. Signs/ symptoms- no fever, more pain, hemotriuria, problems like Pyelonephritis. Likely causes- bed rest, immobility, C and K intake, thyroid and hypothyroid problems, drinking excessive tea.  

· Glomerulonephritis- inflammation. Signs/ symptoms- similar to Pyelonephritis. Acute- pain but not pain both kidneys. Post streptococcal infection of the throat, treat the cause. Rapidly progressive- idiopathic, poor prognosis, Goodpasture syndrome, autoimmune, young Jew males. Chronic- may have no prior history of renal disease, Hx of proteinuria and hematuria. Treat strep because they look like cells of peoples bodies, can attack your heart. 
