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INTRODUCTION

 Enuresis is defined as repeated voiding of urine 
into the bed or clothes at least twice per week for 
more than three months in a child who is more than 
five years of age.1 Nocturnal enuresis (NE) occurs 
in 15% to 25% of children aged five years old. The 
spontaneous remission rate of enuresis every year 
is about 15%2, but if not treated, especially severe 
enuresis, can persist indefinitely with prevalence 
rates of 2%-3% in adulthood.3 Children with NE 
are prone to have mental health problems which 
are not conducive to children’s physical and 
mental health.4 Psychiatric disorders act as the 
etiology, complication, or adverse consequences 
of enuresis. In addition, NE also has brought 
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ABSTRACT
Objective: To investigate behavioral factors for predicting severity of nocturnal enuresis and compare 
response rates in different compliance groups of behavioral interventions.
Methods: Three hundred eleven children diagnosed with nocturnal enuresis were enrolled. This study 
was	conducted	at	Beijing	Children’s	Hospital	affiliated	to	the	Capital	Medical	University	from	September	
2016 to December 2016. Correlation of severity of enuresis and behavioral factors was investigated. All 
patients were treated with desmopressin based on behavioral interventions. After two month treatment, 
the patients were grouped according to the compliance of behavioral therapy. Then response rates in 
different compliance groups were compared.
Results: Multivariate analysis revealed stool frequency, drinking water before going to bed, awaking the 
child to toilet at night, and appetite were independent risk factors affecting the severity of enuresis. The 
complete response rate of enuresis and partial response rate in full compliance group are higher than 
those of partial compliance and non-compliance group (21.9% vs 11.3%, 78.1% vs 59.8%; 21.9% vs 0%, 78.1% 
vs 49.1%; P<0.01). The complete response rate and partial response rate of partial compliance group are 
higher than those of the non-compliance group (P<0.01).
Conclusions: Stool frequency, drinking water before going to bed, awaking the child to toilet at night, 
and appetite are independent predictive factors affecting the severity of enuresis. Good compliance of 
behavioral interventions may have a crucial role for better therapeutic outcomes.
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many problems to the children and their families, 
such as low self-evaluation, social frustration, and 
sleep disturbance.5 As a result, more attention is 
required for NE. Treatment methods of enuresis 
mainly involve behavioral interventions, enuresis 
alarm, and medications. Behavioral interventions 
are the basic therapy for enuresis, including offering 
suggestions for voiding patterns and frequency 
(proper voiding posture, regular voiding habits, 
and regular bowel habits), limiting fluid intake, 
reward systems, treating constipation, wake-up 
training, and bladder training. Some scholars 
have discussed the risk factors of the severity of 
enuresis, but mainly focusing on bladder capacity, 
urinary osmotic pressure, bladder wall thickness, 
and demographic indicators.6 We now pose the 
questions: are life and behavioral factors (e.g. stool 
frequency, appetite, time for bed) the independent 
risk factors affecting the severity of enuresis 
before treatment? Whether the therapeutic effect 
of drugs combined with behavioral interventions 
is associated with the compliance of behavioral 
interventions? We have tried to find answers to 
these questions.

METHODS

 Three hundred eleven children and adolescents 
diagnosed with NE in Beijing Children’s Hospital 
affiliated to the Capital Medical University from 
September 2016 to December 2016 were enrolled in 
this study. Inclusion criteria: (1) aged 5-15 years old, 
primary nocturnal enuresis (PNE, two or more wet 
nights per week and not dry for more than 6 months). 
(2) not receiving any medication for enuresis during 
the last 6 months. (3) lack of clinical or laboratory 
signs suggestive of any underlying disease other 
than enuresis. This study was conducted in 
accordance with the regulatory standards of Good 
Clinical Practice and the Declaration of Helsinki 
and approved by the Institutional Review Board of 
Beijing Children’s Hospital.
Grouped comparison of severity of enuresis: The 
patients were divided into subgroups according to 
gender, family history of NE, with or without lower 
urinary tract symptoms, maternal educational level, 
family economic conditions, awaken to toilet at 
night or not, appetite, snoring or not at night, dinner 
time, time for bed, stool frequency, hard stools or 
not, whether drinking water before going to bed, 
and age of stopping using diapers. Subsequently, 
the severity of enuresis among different groups was 
compared.

Hard stools: The Bristol Stool Scale Form (BSFS) 
has become the most widely used instrument for 
assessing stool characteristics.7,8 The BSFS classifies 
stool forms into 7 categories ranging from hard 
stools (types 1 and 2) to loose stools (types 6 and 
7) with an intermediate category considered as 
normal stools (types 3, 4, and 5). The BSFS describes 
type 1 as “separate hard lumps, like nuts” and type 
2 as “sausage-shaped but lumpy”. To make it easier 
for children to understand, the Modified-BSFS 
describes type 1 as “rabbit droppings” and type 2 
as “bunch of grapes”.9

Appetite: One appetite-related variable, “desire to 
eat”, was involved for evaluation.10 The patients 
have one question to answer: do you have the desire 
to eat? The answers include: not at all, extremely, 
and somewhere in between. Subsequently, the 
patients were divided into groups of good, poor, 
and medium appetite according to the answers.
Severity of enuresis: Severity of NE was classified 
as mild-moderate and severe according to the 
frequency of enuresis. More than 5 wet nights 
weekly was classified as severe and 5 or fewer as 
mild-moderate.11

Treatment and assessment of compliance: 
All patients were recommended to take oral 
desmopressin (0.2mg) before going to bed (Ferring 
Pharmaceutical Company, Sweden, trade name: 
minirin, 0.1mg/ tablet) based on behavioral 
interventions. Fluid intake should be reduced from 
1 h before desmopressin administration and for 8 
h subsequently. Behavioral interventions mainly 
include:
(1) Education: Pass on knowledge of enuresis to the 
parents: enuresis has a relatively high incidence--
reduce their guilt and self-blame. The spontaneous 
cure rate of enuresis is relatively high.
(2) Life-style advice: Get into a good habit of going 
to bed and getting up early: go to bed before 9 pm 
o’clock and empty the bladder before going to bed. 
Do not have to limit water intake during the daytime 
to ensure normal daily fluid intake. Limiting fluid 
intake is necessary within 3 hours before bedtime. 
Healthy eating habits include: reduce the intakes 
of spicy, fried, cold foods, caffeine, and snacks, eat 
more fruits and vegetables. Develop the habit of 
regular bladder and bowel emptying. 
(3) Encouragement and reward systems: Explain 
to the children patiently that enuresis is not their 
faults and the disease is curative. The child might 
receive a star for every dry night, and a reward after 
a preset number of stars have been earned.
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(4) Wake-up training: According to the time rules 
of bed-wetting, awake the child to void before 
enuresis; or when the child suddenly turned 
around in a quiet sleep, waking the child to get up 
and urinate.
(5) Bladder training: All patients were required 
to record daytime and overnight bladder diaries 
daily. Training children to regular voiding habits 
and right voiding posture; attempting to increase 
the functional bladder capacity by encouraging 
children to drink more water and delaying 
urination for extended periods of time during the 
day, two times/day; teaching children to interrupt 
their stream of urine in order to strengthen their 
pelvic muscle.
 Full compliance was defined if all of the above 
five aspects of behavioral interventions completed 
daily, three or four aspects completed was defined 
as partial compliance, and two or fewer aspects 
completed as non-compliance. After two month 
treatment, children with PNE were grouped 
according to the different compliances. Then, the 
comparison of response rates in three different 
groups was made.
Effect evaluation criteria: The number and 
percentage of non-responders, partial responders, 
and full responders were evaluated after two-month 
therapy in each group. Nonresponse is defined as 
a 0%–49% decrease. Partial response is defined as 
a 50%–99% decrease. Full response is defined as a 
100% reduction.12

Statistical analysis: The collected data was 
analyzed through descriptive analysis and using the 
chi-square and t-tests. P value <0.05 was considered 
statistically significant. A logistic regression model 
was used to investigate the relationship between 
the severity of enuresis and possible predictive 
variables.

RESULTS

Of the 311 initially enrolled patients, 11 were 
excluded for the following reasons: One patient 
did not meet the inclusion criteria, one did not sign 
informed consent, and nine were lost to follow-up. 
Thus, 300 children were included in this study. Of 
these, 158 were male and 142 were female, aged 
between 5 and 15 years (mean age, 7.25±2.39 years 
old). Baseline clinical characteristics of the patients 
were shown in Table-I.
Grouped comparison of the severity of enuresis: 
The results showed that appetite, time for bed, 
snoring, stool frequency, hard stool, drinking 
water before going to bed, and awaking the child 

to toilet at night are related with the severity of 
enuresis (Table-II).
Multivariate analysis of predictive factors of the 
severity of enuresis: With 7 significant factors in 
group comparison (appetite, time for bed, snoring, 
stool frequency, hard stool, drinking water before 
going to bed, and awaking the child to toilet at 
night) as independent variables and the severity 
of enuresis as dependent variables (1=mild to 
moderate; 2= severe), a logistic regression model 
was used to investigate the relationship between 
the severity of enuresis and possible predictive 
variables. The results were shown in Table-III.
Comparison of response rates in different 
compliance groups of behavioral interventions: 
Complete response rate of enuresis (21.9%) and 
partial response rate (78.1%) in the complete 
compliance group were higher than those of the 
partial compliance group (complete response 
rate 11.3%, partial response rate 59.8%), the 
difference was statistically significant (P=0.000). 
The complete and partial response rate of the 
complete compliance group were higher than those 
of the non-compliance group (complete remission 
rate 0%, partial response rate 49.1%), the difference 
was statistically significant (P=0.000). The complete 
response rate and partial response rate of the 
partial compliance group were higher than those 
of the non-compliance group and the difference 
was statistically significant (P=0.003), as shown in 
Table-IV.

Severity of enuresis and treatment

Table-I: Baseline clinical characteristics 
and demographic features.

Variables  N Percentage 
   (%)

Gender Male 158 52.6
 Female 142 47.3
Lower urinary Without 94 31.3
  tract symptoms With 206 68.7
Family history No 207 69.0
  of enuresis Yes 93 31.0
Maternal Middle school 131 43.7
  educational University degree 141 47.0
  level Graduate 28 9.3
Family Good 45 15.0
  economic Medium 214 71.3
  conditions Poor  41 13.7
Age 7.25±2.39
  (years, Mean±SD)
Frequency of NE 7(5.25-7.00)
(times/week, Median, interquartile range)
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DISCUSSION

 Treatment methods of enuresis include behavioral 
interventions, enuresis alarm, and medications. 
Behavioral intervention is the backbone of enuresis 
treatment. There are some studies about factors 
prediction on the severity of enuresis but lack of 
analysis on specific life and behavioral factors. 
So we carried out this study to investigate the 

relationship between behavioral factors and the 
severity of enuresis. Multivariate analysis of data 
from patients revealed stool frequency to be an 
independent risk factor for predicting the severity 
of enuresis. As stated previously, urinary and bowel 
dysfunction are associated,13 because the bladder, 
urethra and rectum are closely connected to each 
other. If there is no stool for more than three days, 
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Table-II: Comparison of severity of enuresis in different groups.
Variables Mild to moderate (93) Severe (207) P value
  N % N %

Gender Male 46 29.1 112 70.9 0.517
 Female 36 25.4 106 74.6 
Family history of enuresis No 60 29.0 147 71.0 0.401
 Yes 22 23.7 71 76.3 
Lower urinary tract symptoms Without 29 30.9 65 69.1 0.402
 With 53 25.7 153 74.3 
Family economic conditions Good 16 35.6 29 64.4 0.402
 Medium 55 25.7 159 74.3 
 Poor 11 26.8 30 73.2 
Maternal educational level Middle school 34 26.0 97 74.0 0.894
 University degree 40 28.4 101 71.6 
 Graduate 8 28.6 20 71.4 
Stool frequency 1-2 days/time 78 37.1 132 62.9 0.000
 ≥3 days/ time 4 4.4 86 95.6 
Hard stool  No 78 37.0 133 63.0 0.000
 Yes 4 4.5 85 95.5 
Appetite Good 59 73.8 21 26.2 0.000
 Medium 16 19.8 65 80.2 
 Poor 7 5.0 132 95.0 
Dinner time Before 6 p.m.  61 31.1 135 68.9 0.056
 After 6 p.m. 21 20.2 83 79.8 
Time for bed Before 9 p.m. 61 36.3 107 63.7 0.000
 After 9 p.m. 21 15.9 111 84.1 
Drinking water before No 52 61.9 32 38.1 0.000
   going to bed Yes 30 13.9 186 86.1 
Snoring or not  No 71 33.3 142 66.7 0.004
 Yes 11 12.6 76 87.4 
Awake the child to Yes 34 43.6 44 56.4 0.000
   toilet at night No 48 21.6 174 78.4 
Age of stopping using diapers  Before 2 years old 54 27.0 146 73.0 0.891
 After 2 years old 28 28.0 72 72.0

Table-III: Multivariate analysis of the severity of enuresis
Factors	 B	 Standard	error	 Wald	value	 P	 OR	 95%	confidence	interval
      Lower limit Upper limit

Awake the child to toilet at night 1.446 0.405 12.768 0.000 4.245 1.921 9.381
Drinking water before going to bed 0.965 0.406 5.651 0.017 2.624 1.184 5.813
Appetite 1.747 0.272 41.144 0.000 5.740 3.365 9.790
Stool frequency 2.260 0.596 14.387 0.000 9.586 2.981 30.826
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rectal distension may compress the bladder wall 
directly, resulting in overactive bladder which plays 
an important role in the pathogenesis of enuresis. Ji 
Hyun et al.14 also reported that overactive bladder 
symptoms were improved by treating constipation. 
It can be seen that constipation is closely related to 
enuresis. Moreover, we found that appetite was an 
independent risk factor for the severity of enuresis. 
Children with poor appetite or fussy eaters are prone 
to be lack of iron, zinc, folic acid, vitamin B12, and 
other substances. These substances play key roles in 
the growth and development of children. Human 
infants with iron deficiency anemia showed lower in 
social-emotional, neurophysiologic, cognitive, and 
motor development than collation group infants.15 
Furthermore, folic acid is an essential nutrient for 
central nervous system (CNS) development and zinc 
is beneficial to growth, intelligence development, 
and immunological function of children.16 From the 
above point of view, children with poor appetite 
are prone to development delays. According to von 
Gontard A et al.17, global CNS maturation delay 
may be a contributor to NE and development delays 
were common in children with enuresis. It was also 
found that vitamin B12 and folate needed for CNS 
maturation was lower among patients with PNE 
compared to the control group.18 Thus, the reason 
for children of poor appetite with severe symptoms 
may be nutrient insufficiency.
 An underlying cause of NE is nocturnal polyuria. 
Nocturnal polyuria refers to increased urine 
production while asleep. The reasons for nocturnal 
polyuria may involve increased fluid intake prior 
to sleep and/or reduced production or response to 
antidiuretic hormone.19 The findings of this study 
indicated that drinking water before going to 
bed is an independent risk factor for the severity 
of enuresis. Drinking water before going to bed 
contributes to increasing the amount of urine at 
night and this may lead to increased frequency of 
enuresis. A number of wake-up treatments were 
compared by national clinical guidelines Center 

(NICE) of London in 201020 and the results revealed 
that artificial wake group can result in 1.7 fewer 
wet nights per week compared with the placebo 
after 6-week treatment. Glazener21 suggested that 
star charts, with or without lifting or waking, were 
associated with significantly fewer wet nights 
and lower failure rates while on treatment. The 
results of this study are consistent with those of the 
above studies: non-awaking the child to toilet at 
night before treatment was associated with severe 
enuresis. In this study, we also compared remission 
rate in different compliance groups of behavioral 
interventions and found that the groups of better 
compliance had better therapeutic outcomes. 
Therefore, patients who appear treatment-resistant 
should be advised of the importance of full 
adherence and asked if they have had any difficulty 
with complying with recommendations.

CONCLUSIONS

 Stool frequency, drinking water before going 
to bed, awaking the child to toilet at night, and 
appetite are independent predictive factors affecting 
the severity of enuresis. Good compliance of 
behavioral interventions may have a crucial role 
for better therapeutic outcomes. Before and during 
the treatment, we should pay enough attention to 
behavior habits and behavioral interventions.

Declaration of interest: None.

Grant information: This study was supported 
by research special project of capital health 
development (grant number 2016-1-2095).

REFERENCES
1. Fritz G, Rockney R, Bernet W, Arnold V, Beitchman J, 

Benson RS, et al. Practice parameter for the assessment and 
treatment of children and adolescents with enuresis. J Am 
Acad Child Adolesc Psychiatry. 2004;43(12):1540-1550.

2. Seyfhashemi M, Ghorbani R, Zolfaghari A. 
Desmopressin, Imipramine, and Oxybutynin in the 
Treatment of Primary Nocturnal Enuresis: A Randomized 
Clinical Trial. Iran Red Crescent Med J. 2015;17(7):e16174. 
doi: 10.5812/ircmj.16174v2

Table-IV: Comparison of response rates in different compliance groups of behavioral therapy.
Groups Complete response Partial response Non- response

Complete compliance (n,%) 32(21.9%)PaPb 114(78.1%)PaPb 0(0.0%)PaPb

Partial compliance (n,%) 11(11.3%)Pc 58(59.8%)Pc 28(28.9%)Pc

Non-compliance (n,%) 0(0.0%) 28(49.1%) 29(50.9%)
Note: Adjusted a level = 0.0125, P <0.0125 was statistically significant.
Compared with the partial compliance group Pa<0.0125
Compared with the non-compliance group Pb<0.0125
Compared with the non-compliance group Pc<0.0125.

Severity of enuresis and treatment

Pak J Med Sci   2017   Vol. 33   No. 4      www.pjms.com.pk   957

http://www.ncbi.nlm.nih.gov/pubmed/?term=Seyfhashemi%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26421166
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ghorbani%20R%5BAuthor%5D&cauthor=true&cauthor_uid=26421166
http://www.ncbi.nlm.nih.gov/pubmed/?term=Zolfaghari%20A%5BAuthor%5D&cauthor=true&cauthor_uid=26421166
http://www.ncbi.nlm.nih.gov/pubmed/26421166


Yanli Ma et al.

3. Yeung CK, Sihoe JD, Sit FK, Bower W, Sreedhar B, Lau J. 
Characteristics of primary nocturnal enuresis in adults: an 
epidemiological study. BJU Int. 2004;93(3):341-345.

4. Sureshkumar P, Jones M, Caldwell PH, Craig JC. Risk 
factors for nocturnal enuresis in school-age children. J Urol. 
2009;182(6):2893-2899. doi: 10.1016/j.juro.2009.08.060

5. Ertan P, Yilmaz O, Caglayan M, Sogut A, Aslan S, Yuksel H. 
Relationship of sleep quality and quality of life in children 
with monosymptomatic enuresis. Child Care Health Dev. 
2009;35(4):469-474. doi: 10.1111/j.1365-2214

6. Elsayed ER, Abdalla MMH, Eladl M, Gabr A, Siam AG, 
Abdelrahman HM. Predictors of severity and treatment 
response in children with monosymptomatic nocturnal 
enuresis receiving behavioral therapy. J Pediatr Urol. 
2012;8(1):29-34. doi: 10.1016/j.jpurol.2010.12.011

7. Saad RJ, Rao SS, Koch KL, Kuo B, Parkman HP, McCallum 
RW, et al. Do stool form and frequency correlate with 
whole-gut and colonic transit? Results from a multicenter 
study in constipated individuals and healthy controls. Am J 
Gastroenterol. 2010;(105):403-411. doi: 10.1038/ajg.2009.612

8. Tinmouth J, Tomlinson G, Kandel G, Walmsley S, Steinhart 
HA, Glazier R. Evaluation of Stool frequency and stool 
form as measures of HIV-related diarrhea. HIV Clin Trials. 
2007;(8):421-428. doi: 10.1310/hct0806-421

9. Saps M, Nichols-Vinueza D, Dhroove G, Adams P, Chogle 
A. Assessment of commonly used pediatric stool scales: a 
pilot study. Rev Gastroenterol Mex. 2013;78(3):151-158. 
doi:10.1016/j.rgmx.2013.04.001

10. Keim NL, Stern JS, Havel PJ. Relation between circulating 
leptin concentrations and appetite during a prolonged, 
moderate energy deficit in women. Am J Clin Nutr. 
1998;68(4):794-801.

11. Önol FF, Guzel R, Tahra A, Kaya C, Boylu U. Comparison 
of long-term efficacy of desmopressin lyophilisate and 
enuretic alarm for monosymptomatic enuresis and 
assessment of predictive factors for success: a randomized 
prospective trial. J Urol. 2015;193(2):655-661. doi: 10.1016/j.
juro.2014.08.088

12. Austin PF, Bauer SB, Bower W, Chase J, Franco I, Hoebeke 
P, et al. The standardization of terminology of lower urinary 
tract function in children and adolescents: update report 
from the Standardization Committee of the International 
Children’s Continence Society. J Urol. 2014;191(6):1863-
1865. doi: 10.1016/j.juro.2014.01.110

13. Burgers RE, Mugie SM, Chase J, Cooper CS, von Gontard 
A, Rittig CS, et al. Management of functional constipation 
in children with lower urinary tract symptoms: Report 
from the Standardization Committee of the International 
Children’s Continence Society. J Urol. 2013;190(1):29-36. doi: 
10.1016/j.juro.2013.01.001

14. Ji Hyun Kim, Ji Hyun Lee, A Young Jung, Jung Won Lee. 
The Prevalence and Therapeutic Effect of Constipation 
in Pediatric Overactive Bladder. Int Neurourol J. 
2011;15(4):206–210. doi: 10.5213/inj.2011.15.4.206

15. Lozoff B, Georgieff MK. Iron deficiency and brain 
development. Semin Pediatr Neurol 2006;13(3):158-165.

16. Aaron S, Kumar S, Vijayan J, Jacob J, Alexander M, 
Gnanamuthu C. Clinical and laboratory features and 
response to treatment in patients presenting with vitamin 
B12 deficiency-related neurological syndromes. Neurol 
India 2005;53(1):55-58.

17. von Gontard A, Freitag CM, Seifen S, Pukrop R, Röhling D. 
Neuromotor development in nocturnal enuresis. Dev Med 
Child Neurol. 2006; 48(9):744-750.

18. Albayrak S, Zengin K, Tanik S, Daar G, 
Ozdamar MY, Bakirtas H, et al. Vitamin B12, 
folate and iron levels in primary nocturnal enuresis. Pak 
J Med Sci. 2015;31(1):87–90. doi: 10.12669/pjms.311.6424.

19. Aikawa T, Kasahara T, Uchiyama M. The arginine-
vasopressin secretion profile of children with primary 
nocturnal enuresis. Eur Urol. 1998;33:41-44.

20. National Clinical Guideline Centre. Nocturnal enuresis: The 
management of bedwetting in children and young people. 
London: National Clinical Guideline Centre. 2010.

21. Glazener CM, Evans JH. Simple behavioural interventions 
for nocturnal enuresis in children. The Cochrane Library 
Cochrane Database Syst Rev. 2002;(2):CD003637.

Authors’ Contribution:

Yanli Ma: Collected and analyzed the data, 
prepared the manuscript.
Ying Shen and Xiaomei Liu: Supervision and 
critical review of  manuscript.

Pak J Med Sci   2017   Vol. 33   No. 4      www.pjms.com.pk   958

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3256305/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3256305/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4386163/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4386163/

	_GoBack
	OLE_LINK40
	_GoBack
	_GoBack
	_GoBack
	OLE_LINK3
	OLE_LINK12
	OLE_LINK11
	_GoBack
	OLE_LINK17
	OLE_LINK18
	OLE_LINK21
	OLE_LINK22
	OLE_LINK25
	OLE_LINK26
	OLE_LINK16
	OLE_LINK15
	OLE_LINK27
	OLE_LINK28
	OLE_LINK34
	OLE_LINK33
	OLE_LINK40
	OLE_LINK41
	OLE_LINK42
	OLE_LINK43
	OLE_LINK84
	OLE_LINK85
	OLE_LINK46
	OLE_LINK47
	OLE_LINK48
	OLE_LINK49
	OLE_LINK35
	OLE_LINK44
	OLE_LINK52
	OLE_LINK53
	OLE_LINK57
	OLE_LINK56
	OLE_LINK63
	OLE_LINK62
	OLE_LINK29
	OLE_LINK30
	OLE_LINK83
	OLE_LINK82
	OLE_LINK103
	OLE_LINK104
	OLE_LINK111
	OLE_LINK112
	OLE_LINK5
	OLE_LINK6
	OLE_LINK113
	OLE_LINK114
	OLE_LINK115
	OLE_LINK7
	OLE_LINK8
	OLE_LINK76
	OLE_LINK77
	OLE_LINK72
	OLE_LINK73
	OLE_LINK11
	OLE_LINK12
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_89
	_ENREF_90
	_ENREF_91
	_ENREF_92
	_ENREF_93
	_ENREF_94
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_ENREF_29
	_ENREF_30
	_ENREF_31
	_ENREF_32
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_GoBack
	_GoBack
	refs
	OLE_LINK9
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_ENREF_29
	_ENREF_30
	_ENREF_31
	_GoBack
	OLE_LINK1
	_ENREF_30
	_ENREF_25
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_neb6C130458_F50C_4620_88FF_68BF8A41BAAF
	_GoBack
	_GoBack
	OLE_LINK11
	OLE_LINK2
	OLE_LINK5
	OLE_LINK7
	OLE_LINK4
	OLE_LINK9
	OLE_LINK26
	OLE_LINK8
	OLE_LINK18
	OLE_LINK16
	OLE_LINK1
	OLE_LINK14
	OLE_LINK12
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack

