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Introduction

Data collection form used

Bedwetting or Nocturnal Enuresis (NE) is a widespread and distressing condition that
can impact on the child/young person’s behaviour and on their emotional or social life.
This poster will present interim results that evaluate the use of the bell and pad
treatment for children with NE between 6–15 years and 11 months of age. Although
the enuresis alarm is reported as treatment of choice in children with NE, no distinction
is made between the body worn alarm and the bell and pad alarm in terms of their
effectiveness.

Protocol synopsis
Title
Objectives

Study Design

Outcomes

Treatment of paediatric nocturnal enuresis using
bell and pad treatment: a multicentre clinical audit
The objective of this study is to collect information from
clinical records to evaluate the use and success of bell
and pad treatment for treating NE in children between
6–15 years and 11 months of age. The information will be
collected from hospitals, community continence centres and
private practices and aims to provide recommendations for
best practice treatment for NE using the bell and pad.
A retrospective clinical audit investigating the efficacy
of using bell and pad alarms for the treatment of NE
(night bed wetting).
a. Primary outcome measure:
Time taken for children with either primary or secondary
NE to be dry for 14 consecutive nights. This measure is
based on the ICCS guidelines.
b. Secondary outcome measure:
Determination of relapse rates as defined by more than
two (2) wet nights in 2 weeks after initial success (average
number of wet nights after treatment has ceased).

Study Duration

12–24 months

Number of Subjects

3000 clinical records

Population

Healthy, developmentally normal children (male and female)
between the ages of 6 and 15 years of age who:
• Have no chronic medical conditions,
•	Have no structural or neurological bladder disorders, and
•	Have been treated for NE using the bell and pad alarm
treatment system.

Methods

Results

Treatment Methods Table using Bell and Pad System
Questions

Hospital Enuresis Clinic – Nurse Practitioner Led

Private Nurse Practitioner

Paediatrician – in Hospital

Practitioner at Community Continence Clinic

Hospital Bedwetting Clinic – Nurse Practitioner

1. What is the referral pathway?

GP or Consultant Paediatrician or Paediatric Surgeon.

Private nurse practitioners are self referred.

All have been referred to a paediatrician via their GP first although
direct contact with the service can be made by families subsequently
after a relapse. The paediatrician first assess whether alarm therapy is
indicated and then refers for specific education and treatment.

Referral received from any source: family, GP, Paediatrician, school
nurse, infant welfare nurse – (Drs referral not necessary).

Referred from Paediatricians or GPs.

As above: to rule out other conditions, assess suitability.

Continence nurse advisor (CNA) performs initial assessment
– other health professionals are involved if required for non
monosymptomatic NE.

a. Practitioner?
b. Self Referred?
2. Initial Consultation
a. Who do they see?
b. Why do they see that person?

Clinical Nurse Consultant or Clinical Nurse or Child Health Nurse.
The PMH Nocturnal Enuresis Treatment Program is a nurse-led
program and clinic.

Then see Continence nurse for alarm specific education.

The assessment is done by the GP or the Consultant.

(Comorbidities)

4. Is there an assessment checklist?
If Yes – please provide.

A preferred referral form is used.

At the hospital enuresis clinic, the nocturnal enuresis program is
nurse led.

A nocturnal enuresis treatment program that includes an enuresis alarm
and mat along with advice and strategies is offered.

First assessment is done over the phone with the parent on their initial
contact with me. Then at the consultation they observe the child and
parent and ask questions.

History, physical examination, investigations; if indicated: MSU.
Ultrasound, uroflow, bowel diary etc.

History is obtained on family, medical history/conditions, bladder and
bowel habits, fluid and diet, previous treatments, bladder and bowel
diaries, see attached assessment tool.

A. GP referrals see the general paediatricians.

The initial assessment always involves the following questions. Age of
child, Is there a history of day wetting, constipation, has the child seen
their GP, any medication for bed wetting, family history, is the child
wearing pull ups at the moment? Number of wet beds per week?

No, each clinician does their own.

See attached Checklist.

Close to the age of 7 is the preferred age group.

Age, maturity, absence of complicating factors or after treatment of
constipation and day symptoms.

Day wetting and constipation under control ( G.P or Paed supervision).

PNE 7–10 year olds assessed by general paediatricians.

Once overactive bladder symptoms have been ruled out or treated.

No daytime wetting (urgency), or constipation.

Once underlying bowel symptoms have been ruled out or treated.

Children with PNE are straight forward and go directly on to the alarm.

Good time for family (not going away in a tent for two weeks next week!).

Willingness to use alarm by child and family.

Child motivated.

Bothersomeness of the child.

Age (years)

Gender

Duration (days) (weeks)

Family dynamics and confirmation of stability/family involvement.
6. Parental involvement
– What information is provided?

The role of the parent is that of support and encouragement.
A Parent Information letter is sent prior to their child starting the
program. The daily chart has additional parent information on the front.
With this program, the child takes responsibility.

It takes about 30 mins to explain the whole process of setting up to
washing the mat.

Interview, education session and written information from diary.

Place alarm away from head of child.

Written information sheet is given to the family at the time of alarm hire.

Thin sheet on mat, no long pyjamas or silky boxer shorts.

Attach information sheet.

Wake child to turn off alarm, they go to toilet, you change bed,
everyone into bed quickly.

Family involvement is discussed and they are instructed that they need
to get up as well to assist the child in the entire process to ensure the
child gets up and turns the alarm off and goes off to the toilet, assists
with measuring wet patches, changing linen, wiping mat, remaking the
bed and ensure child turns alarm on again.

Alarm off if rings twice overnight (teething problems, sweat etc.).
Help child complete the diary. Charge alarm weekly.
7. W
 hat other advice is given to the
parent/child? e.g. Fluid Advice;
Bladder training etc.

Adequate daily fluid intake is encouraged.

Verbal information is given to the family, family can view education
session on good bladder and bowel habits.

Don’t restrict fluids (within reason).

It may vary between clinicians but I say spread your drinking through
the day, drink with each meal and snack and avoid caffeine or
carbonated drinks in the evening.

Demonstration done for parent and child.
Charting and general information available off the intranet.

Relapse

Bladder retraining (not to be toilet less than hourly, not to go to
the toilet “just in case”, distraction techniques if small voided
volumes – frequently).

Hereditary Link

Bowel information discussed and suggestions if diet not well balanced.
8. F
 ollow up during treatment
– How, when, how often?

9. What defines success?

10. Follow up post treatment?

Communication with the family is done weekly (email/phone/text
message). However, if the family requires additional support the family
is encouraged to call. Rarely does a family call in the first two weeks
of treatment.

Usually seen at 8 weeks but sometimes 4 weeks if concern about
suitability, response, treating other conditions. Phone review/support
available during that period.

Initial success is 21 dry nights within that program time frame. Long
term success is 6 months of dry nights after completing the program.

14 dry in a row then 7 nights of extra water before bed.

14 dry nights in a row.

Parents are encouraged to contact us if there are any problems in the 6
months after treatment.

No.

The PMH nocturnal enuresis treatment program is over 6–8 weeks.
The appointments are fortnightly during the program.

Phone follow up every 2 weeks from time of alarm hire to assess
effectiveness and change treatment if required (Minirin addition if
no improvement).

Depending on how long the relapse has persisted, how soon after
treatment the relapse occurred, if there was any underlying pathology,
determines what actions are taken.

Dry after 14 consecutive nights.

If determined to be appropriate, the nocturnal enuresis treatment
program would be offered again 6 months after the completion of the
first treatment.

Two weeks dry or longer is considered a success.

21 dry nights in a row with 100% dry.

The family is asked to call if there have been 2 wet beds in the week.
The child is observed for approximately another week and if the child is
still wetting, the practitioner encourages the family to get back on the
alarm as soon as possible.

Attention Deficit Disorder

4

2%

Autism Spectrum Disorder

8

5%

Intellectual Disability

14

9%

Conduct Disorder

1

0.6%

Min

5

Median

8

Max

15

Average

8.9

Std Dev

2.3

Males

94

62.6%

Females

56

37.4%

Min

6

(0.8)

Max

208

(29)

Average

61.7 (8.9)
(4.4)

31

Males

82

87%

Females

48

86%

Total

130

86.7%

Males

13

14%

Females

4

7%

Total

17

11%

Males

56

60%

Females

30

54%

Total

86

57%

These results provide evidence of the bell and pad treatment. This will be the basis for up to date guidelines and
practical tools on the use of the bell and pad treatment.

Conclusions
This is a valuable community resource to help the treatment of children with a bedwetting problem get cured as
supported by the evidence of use of the bell and pad system, as first line treatment for NE.

Varies between clinicians but all families will be told to arrange follow up
if relapse occurs and it will be indicated to them that this is possible.

No.

Discharge Information is provided at the final visit, explained to the child
and the parent along with the contact details of the clinic.
11. Relapse
– What is done?

The families can ring to ask for assistance.

14 dry nights in a row.

150

Std Dev
Success ≥ 14 dry days

Fluid advise: increase fluid intake if small quantity during the day,
spread daily fluid intake throughout the day, no caffeinated drinks,
types of fluid assessed and altered if necessary.

Information from clinical records will be collected to evaluate the use and success
of bell and pad treatment. Information will be collected from hospitals, community
continence clinic and private practice.

Percentage

Total records analysed to date

CNA has the most experience with NE in the service.

3. Assessment Criteria
– How are the children assessed?

5. Decision to Alarm Therapy
–H
 ow is the decision to use the
bell and pad alarm made.

Private nurse practitioners at private clinics.

Description

Depends on age and circumstance and tailored individually. May re
issue alarm alone, may use desmopressin, may use anticholinergic
with or without alarm. Basically each child’s reassessed to look for
underlying physiological reason for relapse i.e. is it polyuria, is it bladder
overactivity or is it arousal dysfunction that predominates.

Fluid intake, bowels and bladder volumes are reassessed to rule out
any problems or to correct if an issue is present.
Alarm therapy recommenced.
Once dry for 14 consecutive nights – overlearning is performed by child
drinking larger volumes of fluid in the evenings. If continue to be dry
every night for following 2 weeks alarm ceased.
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