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INTRODUCTION 
 
We would like to introduce you to the Children and Young Peoples Continence Care Pathway. The aim of the 

pathway is to help in a practical way, and to improve the standard of continence assessment, enabling an 

evidence based approach to continence care. 

The design of the pathway is a structured approach to the assessment and management of incontinence and 

helps to avoid duplication of records.  The statements in the pathway form a standard of care and there is no 

need to write anything unless the standard is not met, in which case the variance from the standard should be 

recorded. 

 

The full version of the Care Pathway is for all healthcare professionals working with children and young 

people, supported by their managers.  This edited version is intended for use in General Practice where this 

is the initial point of presentation for parents who have concerns about enuresis, continence or constipation in 

children.  The contents of the full version are listed in the index but the Appendix marked in italics have not 

been included in this version. 

 

We wish to acknowledge the excellent work carried out by June Rogers with the Promocon Paediatric 

Continence Care Pathway Group and their work for the Paediatric Bladder Care Pathway.  We also wish to 

acknowledge the work of the Gloucestershire Continence Service, Gloucester Primary Care Trust. This 

pathway has been adapted in collaboration with health care professionals working with children and young 

people in the Bristol area to enable practitioners to use best practice guidance in a user friendly way. 

 

Further developments of the pathway are anticipated.  We would also suggest that this Care Pathway is used 

in conjunction with the Bristol, North Somerset and South Gloucestershire (BNSSG) Constipation Guidelines.  

It is hoped that in the future, updates will be available on the Community Children’s Health Partnership 

website. 
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Supporting Information 
 

 
Information and Support for parents and carers.  Universal services, including Health 
Visiting, School Health Nursing and Primary Care, have an essential role in providing information 
and support with toilet training and bedwetting in order to prevent problems escalating and requiring 
referral to a specialist service.  Appendix 20 and Appendix 28 provide useful resources in support of 
this role. 

 
DEFINITIONS: 
 
Faltering Weight Gain (Formerly known as Failure to Thrive) 

 Faltering weight gain is used as a diagnostic term by health care providers for infants who fail to 

make expected age-appropriate gains in weight. It is a descriptive term not a specific diagnosis 

but complex and multifaceted. 

 Infants defined as having faltering weight gain do not receive or are unable to take in or retain 

adequate nutrition to gain weight and grow as expected. 

 Infants are considered to have faltering weight gain when their weight drops below the third 

percentile or crosses the centiles. 

 May be organic or non-organic cause. (Locklin 2005) 

Developmental Delay 

 A child has delayed achievement of one or more developmental milestones. 

Global Developmental Delay 

 Implies that the child has delays in the following areas of developmental domains: 

 Gross and fine motor 

 Cognition 

 Activities of daily living 

 Speech and language 

 Personal and social development 

(McDonald et al 2006, BIBIC 2006) 

Learning Disability 

 ‘A significant lifelong condition which has three facets: reduced ability to understand new or 

complex information or to learn new skills; reduced ability to cope independently; and a condition 

which started before adulthood (before the age of 18) with a lasting effect on the individual’s 

development’. (Scottish Executive 2000b) 

 In function terms, this would equate to having an I.Q. below 70. 

 The following conditions may cause children to have learning disability: 

 Attention deficits and hyperactivity disorder 

 Autistic spectrum disorder 

 Down’s syndrome 

 Global developmental delay 

 Other specific syndromes and genetic conditions 
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Daytime Urinary Incontinence 

 Leakage of urine in children over the age of 5 years, which occurs on a regular basis - at least 

once a week. (Neveus 2006, Rogers 2002) 

 Amount of leakage need only be small to be socially unacceptable. 

 Wetting when awake. 

 Daytime wetting, that is not associated with urinary infection or anatomic abnormalities, is less 

common than night-time incontinence and tends to disappear much earlier than night-time 

incontinence. 

 Wetting episodes during the day do not usually become a problem until the child starts school at 5 

years because children usually become dry during the day between 2 – 5 years. 

 May also have abnormal elimination habits, the most common being infrequent voiding and 

constipation. 

 Likely to have an organic association. 

 Most common cause is an overactive bladder. (NKUDIC 2006) 

 Children and young people with combined daytime and night time urinary incontinence have dual 

diagnosis namely daytime urinary incontinence and nocturnal enuresis. 

Diurnal Enuresis 

 Accidental daytime wetting (see page 12 for further details). 

Nocturnal Enuresis (synonymous with enuresis and nocturnal incontinence): 

 Intermittent incontinence of urine while sleeping. 

 Monosymptomatic Nocturnal Enuresis: Nocturnal enuresis in a child and young person without 

any (other) lower urinary tract symptoms. 

 Nonmonosymptomatic Nocturnal Enuresis: Nocturnal enuresis in a child and young person 

with (other) lower urinary tract symptoms, such as daytime incontinence, urgency, etc. 

 Primary Nocturnal Enuresis: Nocturnal enuresis in a child and young person who has previously 

been dry for less than 6 months. 

 Secondary Nocturnal Enuresis: Nocturnal enuresis in a child and young person who has 

previously been dry for at least 6 months. This is more likely to be associated with a recognisable 

psychological or organic cause. (Neveus et al 2006) 

 

Idiopathic constipation 

 A stool that is difficult or painful to pass and is often associated with soiling. 

 

Encopresis 

 Voluntary and involuntary passage of faeces in inappropriate places in a child 4 years or older 

after organic causes have been ruled out. It must occur at least once monthly for a duration of 6 

months (ICD-10) or 3 months (DSM-IV). (Neveus 2006) 

 



 
APPENDIX 1 
 

 
PAEDIATRIC GENERAL CONTINENCE FLOWCHART 
 

 

Any underlying problems identified and addressed 
 e.g. fluid & dietary intake, constipation 

Physical Exam to include growth, B/P, urine testing and spine check 
Check for signs and symptoms of any underlying disorder: Urinary tract anomaly 
Neuropathy Recurrent UTI 

If present refer to an appropriate specialist if not choose appropriate pathway 
below. 

Toilet 
Training 
Identified 
Refer to 
Health 
Visitor 

Constipation 
/ Faecal 

Impaction 
Identified 

Nocturnal 
Enuresis 
Identified 
> 7 years 

Encopresis 
Identified 

Daytime 
Urinary 

Incontinence 
[>5 years] 
Identified  

Refer to 
TOILET 

TRAINING 
FLOWCHART 
HV pack only 

Refer to 
DAYTIME URINARY 

INCONTINENCE 
PATHWAY 

Refer to IDIOPATHIC 
CONSTIPATION  

PATHWAY 

Refer to 
ENCOPRESIS 

PATHWAY 

Refer to 
NOCTURNAL 

ENURESIS 
PATHWAY 
> 7 years + 

Overactive 
Bladder 
Identified 

Refer to  
OAB 

PATHWAY 

Diurnal 
Enuresis 
Identified 

Refer to  
DIURNAL 

ENURESIS 
PATHWAY

GP 

Parent/ Carer identified concern 
regarding incontinence 

Early Years Team (HV, Nursery 
Nurse, community nurse, 
children’s centre worker 

Offer information and signpost to sources of support including ERIC helpline and other community 
resources.  If no improvement refer to GP. 

Primary care, early years and Public Health nursing services ensure that parents have access to good 
information on toilet training and managing bedwetting (Appendix 20 and 28), given at routine visits and 
opportunistic contacts 

School Health Nurse 
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APPENDIX 4 

HOW TO USE THE SYMPTOM PROFILE FORM 

 

FOR HEALTH PROFESSIONAL USE ONLY: 

 

Children/young people may present with daytime bladder symptoms including various degrees of 

wetting, urinary frequency and / or urgency or dysfunctional voiding. This Symptom Profile can be 

used as a tool to help clarify the bladder symptoms in a structured way. 

 

The Symptom Profile can be used as part of the overall assessment process to help identify the 

underlying cause of the problem. Each question has a box to be ticked either YES, NO or 

UNSURE. Some of the boxes have been shaded. 

 

The child/young person, parent and/or carer are asked the questions relating to daytime wetting/ 

night time wetting/micturition and urge. The assessor ticks the most appropriate box in response to 

the answers to each question. 

 

Once the Symptom Profile has been completed, the number of ticks in the shaded boxes are added 

up and the number written in the Overactive Bladder (OAB) box at the bottom of the page.  The 

number of ticks in the unshaded boxes are also added up and the total written in the Diurnal 

Enuresis box at the bottom of the page. 

 

The box with the largest number of ticks [either Overactive Bladder or Diurnal Enuresis] suggests 

the most probable underlying cause of the bladder problems. 

 

The tool is meant to complement and not replace good clinical assessment. Children/young people 

should always be referred on for further specialist advice if there are concerns regarding any 

underlying pathology. 

 



 
APPENDIX 5 
 

CHILDREN’S URINARY CONTINENCE SYMPTOM PROFILE 
 

 
This Symptom Profile can be used as part of a child’s/young person’s overall assessment process, to 
help identify the underlying cause of the problem. 
PLEASE TICK EACH BOX EITHER YES or ? (UNSURE) or NO 
Some of the boxes have been shaded. The ticks in the shaded and unshaded boxes will be added up, 
and the total in each box will suggest the probable underlying cause for your child’s bladder problems. 
PLEASE BRING THE COMPLETED FORM WITH YOU TO YOUR APPOINTMENT 
 
 

CHILD’S NAME: 
 

Date of Birth: 

 

Daytime wetting YES (?)  UNSURE NO 
Damp pants only    
Pants soaking wet    
Number of wet pants per day More than 4 2-4 Less than 1 

Wetting in afternoons especially    
Wetting throughout the day    
Night time wetting 
Occasional dry / damp night    
Bed sheet soaking wet    
Wetting early at night    
Wetting throughout the night    
Waking up at night to void    
Hard to wake up at night to void    
Waking up following wetting    
Micturition  (Passing water) 
Daytime voiding frequency 1-4 4-7 7+ 

Voiding sloppy, stopped too soon    
Straining during voiding    
Interrupted or staccato urine flow    
Two or more voiding per time    
Urge and reactions on urge 
Urge imperative and immediate    
Able to “hold on” to postpone void    
2 or more times urge prior to void    
Squatting or squeezing on urge    
Urge felt, but ignored    
Urge denied    

 
For Health Professional Use only 
Overactive Bladder Total: 

Diurnal Enuresis Total: 
 
 

Completed by: 
 
[Please sign & print name] 

Date: 
 

Relationship to Child/Young Person 
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APPENDIX 11 
DAYTIME URINARY INCONTINENCE FLOWCHART 
Children aged 5 & over [Refer to Appendix 1] 

 

Any underlying problems identified and addressed 
 e.g. fluid & dietary intake, constipation 

Physical Exam to include growth, B/P, urine testing and spine 
check 

Check for signs and symptoms of any underlying disorder: 
Urinary tract anomaly Neuropathy Recurrent UTI 

If present refer to an appropriate specialist 
 

Diagnosis = 
Functional Daytime Urinary Incontinence: 

Give Info Sheet OAB (Appendix 13) 

Single Point of Entry: Refer to School nurse Enuresis Clinic  : 
 Children/Young Peoples Continence Assessment Form- 

Appendix 3 
 Symptom Profile- Appendix 5 
 Fluid Volume Chart- Appendix 6 
 Toilet Skills Assessment Chart- Appendix 9 
 Daytime Wetting Care Pathway- Appendix 12 

Presumed Dysfunctional Voiding 
 Abnormal urine flow [stop/start] from 

history 
 Lazy Bladder / infrequent voiding from 

fluid intake/ output diary 
 Normal functional bladder capacity 

from fluid intake/ output diary 

Presumed Urge Incontinence 
 Normal urine flow from history 
 No residual volume from 

intake/ output diary 
 Small functional bladder 

Bladder training +/- 
H/Care Professional to 

initiate/discuss trial of anti-
cholinergic with GP if 

bladder training 
unsuccessful  

EFFECTIVE

DISCHARGE

INEFFECTIVE

EFFECTIVE 

DISCHARGE 

Referral to Community Paediatric 
Consultant 

YES NO

INEFFECTIVE

Large post-void residual 
volume from fluid intake 

output diary refer to 
Community Paediatric 
Consultant for possible 

onward referral for flows 
and scan. 

Consider ultrasound scan & residual 

Consider referral to 
appropriate 
specialist 
Paediatrician 

Bladder training / 
relaxed voiding 
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APPENDIX 13 
 
OVERACTIVE BLADDER (OAB) INFORMATION SHEET FOR PARENT/CARER/CHILD as 
appropriate 
 
Having to hurry to pass urine is the symptom of OAB or urgency. Whatever the cause, there are certain 
rules to follow to help control your symptoms. 
 

 When you get up in the morning, go straight to the toilet and empty your bladder. 
 

 Make sure you sit on the toilet correctly! 
 Sit on the whole seat [not perched on the edge] 
 Rest your feet on a stool if they do not touch the floor. 
 Keep your tummy muscles relaxed by bending slightly forward. 
 Relax and wait for your wee to come. 

 
 Try to do your wee in one go – listen to the sound 

 
 Do the following exercises at least twice a day – when you get up in the morning and before 

you go to bed. You can also do this in the afternoon when you are not in school. 
 Go to the toilet as above 
 When you have done a wee, do not get off the toilet straight away. 
 Wait a minute or so [recite a favourite song or practice your tables!] 
 Then see if you can do another wee. 

 
 During the day you will need to go to the toilet to do a wee at the following times. 

 
 

 
As your wetting improves, the time between each visit to the toilet will increase, [so you don’t have to go 
as often]. Your nurse will advise you when to do this. 
 

 If you need to go to at other times, you may be taught how to distract yourself from going. 
 Do not reduce your fluid intake. Far from helping, this may make your problem much worse, 

and can also cause constipation. You should have a drink every 1-2 hours [you may have to 
take extra drinks into school] 

 Try to avoid drinks containing caffeine, which is found in tea, coffee, hot chocolate and cola. 
 Fizzy drinks may also make your wetting worse. 
 You need to think about when you need to do a wee and learn to recognise the signals from 

your bladder – write ‘1-2-3’ on your pencil case, for example, to remind you ‘1-2-3, do I need 
a wee’ 

 Fill in your chart every time you go to the toilet and mark down if your pants are dry, damp or 
wet – be honest! If you are asked to measure your wee, fill this in the chart as well 

 
 

If you need any further advice or have any problems, please contact: 

Your School Nurse 

ERIC helpline 0845 370 8008 (10am – 4pm Monday – Friday) 
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APPENDIX 15 
DIURNAL ENURESIS FLOWCHART 
(See appendix 16 for more information) 
 

Child / Young Person 
presents with Diurnal 

Enuresis (See Supporting 
Information for definition) 

Any underlying problems identified and addressed 
 e.g. fluid & dietary intake, constipation 

Physical Exam to include growth, B/P, urine testing and spine 
check 

Check for signs and symptoms of any underlying disorder: 
Urinary tract anomaly Neuropathy Recurrent UTI 

Aged 5 to 7 years 
Refer to ERIC for advice 

Aged 7+ Main Stream 
Refer to School Nurse-led Nocturnal 

Enuresis Clinic 
Via Single Point of Entry  

COMPLETE: 
 Continence Assessment Form- Appendix 3 
 Symptom Profile- Appendix 5 
 Frequency Volume Chart- Appendix 6 
 Simple behavioural Interventions and/or 

consult with the Specialist (CAMHS) 
 Diurnal Enuresis Care Pathway 
 Toilet Skills Assessment Chart- Appendix 9 
 Education / Information 
 Support 

EFFECTIVE 

REFERRAL TO COMMUNITY 
PAEDIATRIC CONSULTANT 

YES

DISCHARGE 

REFERRAL TO THE 
LEARNING DISABILITY 

TEAM FOR CHILDREN AND 
YOUNG PEOPLE AND/OR 

CAMHS  

Non- effective and 
significant LD 

disorder present 

Other disorder 
Yes No 

Refer to appropriate 
consultant 
paediatrician 
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APPENDIX 16 

Diurnal Enuresis Information for Parents and Carers 

What is it? 

Diurnal Enuresis occurs in children/young people who have not yet acquired full control of their 

bladder or who tend to ‘hold on’ until the last minute. This may be for a variety of reasons, but 

most commonly it is due to the fact that the signals to empty the bladder are either not 

recognised, because the child is engrossed in an activity or not fully understood because of 

immaturity. Whatever the cause, there are certain rules to follow to help control the wetting 

accidents. 

 

How parents and carers can help: 

 Throughout the programme, praise the child/young person for correct behaviour and 

try and treat any ‘accidents’ in a matter of fact way. 

 Get to know the child/young person’s habits by completing a baseline chart of every 

time the child empties their bladder for 1-2 weeks. (Use the Fluid Intake & Output 

Diary) Then target the most likely times the child/young person will need to go to the 

toilet. 

 Try to establish a regular routine for toileting. 

 Once a routine has been decided, it is important to try to keep to it and tell other 

members of the family/carers what it is so that they can follow it as well. 

 Using the toilet is a very complicated thing to do involving lots of different steps to be 

successful. Try to keep using the toilet to a few regular easy steps and dress the 

child/young person in clothes they can manage easily. 

 Make sure the child/young person drinks enough during the day. (6-8 mugs or 

glasses / 1 litre) 

 You may need to take the child/young person to the toilet at set times initially. 

Gradually the use of physical prompts can be reduced and the verbal prompts (e.g. 

‘Thomas go to the toilet for a wee’) continued until they are no longer required and the 

child goes to the toilet spontaneously. 

 Some children/young people need more detailed programmes - your nurse will help 

you to work out the best approach for you and your child. 

If you need any further advice or have any problems please contact: 

Your School Nurse 

ERIC Helpline 0845 370 8008 (10am – 4pm Monday – Friday) 
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APPENDIX 18 
NOCTURNAL ENURESIS FLOWCHART 
Children aged 7 & over [Refer to Appendix 1] 

Any underlying problems identified and addressed 
 e.g. fluid & dietary intake, constipation 

Physical Exam to include growth, B/P, urine testing and spine check 
Check for signs and symptoms of any underlying disorder: Urinary tract anomaly Neuropathy Recurrent UTI 

Explain prevalence of nighttime bedwetting 20% of children 
Refer to community resources including ERIC helpline and 
information sheet 
Encourage 6-8 drinks per day (unsweetened/non-fizzy) 

Nurse Led Enuresis Clinic referral via SPE 
Review Existing: 
 Continence Assessment Form- Appendix 3 
 Symptom Profile- Appendix 5 
 Frequency Volume Chart- Appendix 6 
 Nocturnal Enuresis Care Pathway- Appendix 22 
 Toilet Skills Assessment Chart- Appendix 12

Pharmacological Interventions 
Refer to Nocturnal Enuresis Clinical 
Management Tool Appendix 23 

Enuresis 
Alarms 

CONSIDER DISCUSSION WITH CHILD AND YOUNG 
PERSON WITH LEARNING DISABILITY TEAM AND 

CAHMS OR COMMUNITY PAEDIATRIC 
CONSULTANT 

EFFECTIVE 

NO 
YES 

NON-
EFFECTIVE 

Identify simple behavioural interventions and give 
supportive advice, and/or consult with CAMHS  

Refer to clinical guidelines for Desmopressin 
(dose, dilution and advice for parents – note 
that Spray no longer licensed. 

Refer to appropriate consultant 
paediatrician 

DISCHARGE 

.This service is not currently commissioned for children under the age of 7.  If 
parents require advice and support this should be provided by the early years 
team or by public health nurses.  This should include referral to community 
resources such as the ERIC helpline (Appendix 28) 
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 APPENDIX 20 
 
 
Information Sheet for Parents whose children/young people wet the bed 
 
 

 Do encourage the child/young person to drink throughout the day. It is important that they 

recognise the feeling of a full bladder. 

 

 Do avoid fizzy drinks at bedtime and drinks that contain caffeine such as tea, coffee and 

chocolate. These can cause more urine to be produced. 

 

 Do ensure that the child/young person has plenty of fruit, vegetables cereal and fluids. This 

will help to avoid constipation which can contribute to bedwetting. 

 

 Do ensure that the child/young person goes to the toilet before going to bed and again before 

they go to sleep if they have been reading or watching TV in bed. 

 

 Do leave a light on at night to ensure that the child/young person has easy access to the 

toilet. 

 

 Do make sure that the mattress and bed are adequately protected. 

 

 Do allow the child/young person to help with changing the bed and night clothes.  It does help 

if they are actively involved in overcoming the problem. 

 

 Do make sure that the child/young person has a bath or shower each morning. This removes 

the smell of stale urine and avoids the child being teased and tormented at school. 

 

 Do stay calm, be prepared and try not to worry. 

 

 Do remember, bedwetting is neither the child/young person’s fault nor the parents. Patience, 

love and encouragement will go a long way to resolving the problem for everyone in the 

family. 

 

 Do encourage your child/young person to come out of nappies and ’pull-ups’ but do make 

sure that the mattress and bedding are protected. 
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APPENDIX 21 

 
Information for Child/Young Person 
 
What can I do to help my bedwetting? 
 
Drink more. At least 7 CUPFULS (150-200 mls) evenly spread through the day. 
TRY to have 2 DRINKS before you leave for school. 

This will teach your bladder to hold more and make your kidneys work harder in the 
day rather than at night. 
 
Only drink milk or water after tea, and NO drinks for 1 hour before bed. 
This will mean your kidneys make less wee at night. 

 
Avoid fizzy drinks, tea, coffee, hot chocolate, blackcurrant and fresh orange juice [or other 
drinks with high potassium content] 
They can irritate the bladder and make you need to wee more often. 
 
Go to the toilet TWICE - when you get ready for bed, and just before you go to 
sleep. 
This will make sure that you have completely emptied your bladder. 
 
Keep a torch near your bed or a light on in the bathroom. 
This will make it easier to get up for a wee in the night. 
 
You should not be wearing nappies or pull-ups to bed. 
If you wet the bed, then help an adult to change the bedding. 
 
If you are wet when you wake up don’t forget to have a wash, bath or shower. 
To stay fresh and clean at school so you don’t get teased. 
 
Try not to get constipated. 
As hard poo sitting in the bowel can irritate the bladder and make you wee more often. Drink 
plenty of fluids and eat a high fibre diet – vegetables, fruit, cereals etc. 
 

FINALLY……… 
Think positive thoughts before you go to bed “I will be dry tonight”  “I am the 
boss of my bladder” and think of the nice things you can do, like sleepovers and 
holidays. 
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APPENDIX 23 
 
 
NOCTURNAL ENURESIS CLINICAL MANAGEMENT TOOL 
 
 
Why this management tool? 

1. The aim of this tool is to use a simple questionnaire and non-evasive screening leading to a rational approach to 

diagnosis 

2. This tool is designed to help ensure that treatment choice is informed by robust information on the underlying 

pattern and cause of wetting, as this influences the probability of success with a given treatment. 

3. The tool is meant to complement, not replace, good clinical practice whereby the child/young person’s and 

family’s views, attitudes, circumstances and preferences are central to agreeing a management strategy. 

4. By selecting treatments based on a correct diagnosis and categorisation, treatment failures should be reduced. 

 

Limitations of the tool 

1. Not all children/young people fit neatly into one or other category. 

2. Some patients will have combinations of characteristics. 

3. Even when correctly classified, treatment success is not guaranteed! 

4. The non-invasive assessments may be too burdensome for some families to undertake. 

5. Major psycho-social factors or strong patient preferences will be powerful determinants of management strategy. 

 

Bladder Diary 

A diary is only as good as the information it contains! 

The longer the monitoring period and the more detailed the records the better. 

The information gained from the bladder diary and history should allow a good preliminary evaluation. 

 

Confirm: Exclude: 
Night-time wetting Daytime wetting 
Nocturia (waking to pass urine) Frequency 
Night-time urine volume Constipation/Soiling 
Fluid intake 
 

 

 

Urine Frequency, Volume and Fluid Intake 

The International Children’s Continence Society (ICCS) currently recommends full monitoring of urine output and fluid 

intake, including timings and volumes for a minimum of two days. Daytime and night-time voiding frequency should be 

assessed and calculations made for a total urine output, average voided volume and maximum voided volume. 

 

Nocturnal Urine Volume 

ICCS currently recommends monitoring overnight urine volumes for 7 days. 

Volume = urine produced during the night (sleep), plus the first morning urine immediately after waking. 

Volume is most easily measured by weighing nappies/pull-ups [weight gain (g) = volume (mls)] 

Alternatively, children/young people can be woken once or twice although this is more intrusive and you do not know if it 

would have been a wet night. 
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ICCS currently recommends monitoring the number and timing of wet episodes and waking at night 14 nights. 

 

Do all patients need to be monitored for Nocturnal Polyuria? 

The measurement of nocturnal urine production is helpful in reaching an accurate diagnosis and to demonstrate to the 

child/young person and parent the nature of the problem. In a previously untreated child/young person with no other 

symptoms, it may be reasonable to rely on the clinical signs of Nocturnal Polyuria rather than actually measuring it, 

particularly if they are reluctant to use pull-ups. 
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NOCTURNAL ENURESIS CLINICAL MANAGEMENT TOOL – Notes (For use in Enuretic Clinic) 
 
Complete a Frequency Volume Fluid Chart and exclude constipation first. 
DIAGNOSIS YES NO  
1. Nocturnal Polyuria 

 
  

Measured urine output is high   
If nocturnal output cannot be 
measured: 

 

Wets soon after falling asleep   
Consistently large wet patches   

Expected bladder capacity from 2-12 years = (age in years + 1) x 30 
From 13 years of age, expected bladder capacity = 390 mls. 
Average nocturnal urine output (on wet nights) = ……………..mls. 
Nocturnal Polyuria is defined as an overnight urine output of more 
than 130% of the expected bladder capacity. 
Nocturnal Polyuria, may in some children/young people, be the 
result of undesirable drinking patterns. 

 

2. Bladder Storage Disorder   Consider the need for a bladder scan to confirm bladder emptying 
prior to medication. 

Small measured bladder 
capacity 

  Maximum voided volume measured over several days is at least 
35% less than expected bladder capacity for age. 

Urinary Frequency   8 or more voidings per day in presence of a normal fluid intake. 
Daytime Wetting   Quantify the wetting as damp (pants only), wet pants(including 

patch on clothes)  or wet clothes (with puddle on the floor) 
Urgency   Inability to postpone micturition, posturing??, urge incontinence. 
 

3. Bladder Emptying   The need for specialist evaluation should be considered for all 
children/young people with a bladder emptying disorder. 

History of abnormal voiding   Infrequent voiding, abdominal straining, intermittent or poor stream, 
prolonged voiding, boy sitting to pee. 

History of not emptying bladder 
completely 

  Significant second void on double micturition 

History of urinary tract infections   Assessed according to local guidelines 
Abnormal investigations (if 
undertaken) 

  Post-void residual of more than 20 ml, abnormal uroflow, abnormal 
bladder and/or renal ultrasound. 

Constipation   In isolation, constipation is insufficient to diagnose a bladder 
disorder and requires treatment. 

 
4. Negative Screen   None of factors 1-3 apply 
 
5. Mixed screen   Both nocturnal polyuria and bladder storage disorder are present. 
 
OTHER FACTORS AFFECTING 
MANAGEMENT 

YES NO  

A. Co-existing conditions    
Behavioural / emotional disorder   
Autistic Spectrum Disorders, 
ADHD 

  

Moderate/Severe learning 
difficulties 

  

 
These factors are more often associated with bladder emptying 
disorder and children are (anecdotally) more difficult to engage in 
treatment. 

 
B. Factors favouring alarm   The child/young person has the maturity & ability to cope with alarm 

treatment 
Negative views of medication    
Arousability – child relatively 
easy to wake 

  Makes alarm easier to use although some children/young people 
will become dry without waking. 

Home circumstances suitable for 
alarm 

   

 
C. Factors favouring 
medication 

  The child/young person is less able to cope with alarm treatment 

Negative views of alarm   Alarm less likely to work 
Need for rapid response   Alarm may take several weeks to show a positive response 
Home circumstances unsuitable 
for alarm 
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How to use this tool to decide on management 
 
In order to complete the questionnaire you will need to have undertaken a proper clinical assessment of the patients and 
reviewed the data from the Frequency Volume Chart. 
1) Fill in the diagnosis questionnaire – the more questions you can answer, the more reliable to assessment. 
2) Complete the Other Factors Affecting Management questionnaire. 
3) If, in a given section, some answers are Yes and others are No, use your clinical judgement whether to assign them 

or not. 
4) Decide on the optimal management strategy, taking into account: 

a) Diagnosis (N.B. The patient may fall into one or more categories) 
b) Other factors affecting management 

 
Treatment 
Category Diagnosis Implications for Treatment 
Everyone  1. Fluid intake should be normalised (see Legend) 

2. Voiding should be optimised 
3. Constipation should be treated 
4. Suitable information and advice should be given 

 
1. Nocturnal Polyuria 

PNE with Nocturnal 
Polyuria (N. B. Polyuria can 
be due to abnormal fluid 
intake) 

Always correct fluid intake first. Desmopressin response is 
better in this group. Response to alarm may be less good – 
the addition of Desmopressin may be helpful. 

 
2. Bladder Storage 

Disorder 

 
Small or overactive bladder 

Bladder training is first line for small bladder; anti-cholinergic 
medication (e.g. oxybutynin) may be helpful. Addition of  
Desmomelt may improve the response rate. Alarm can be 
used, but response rate may be lower. 

 
3. Bladder Emptying 

Disorder 
 

Dysfunctional voiding or 
structural / neurological 
disorder. 

 
Will need to be referred to Community Paediatric Consultant 

4. Negative Screen  Alarm response best in this group. Desmomelt may be 
effective, but response rate may be less good than in polyuric 
group. 

5. Mixed Screen PNE with nocturnal Polyuria 
and bladder storage 
disorder. 

Best referred to a specialist enuresis clinic. Combination 
therapy such as Desmomelt combined with anti-cholinergic 
medication (e.g. oxybutynin), or alarm combined with 
Desmomelt may be helpful. 

Multiple Problems on 
Screening 

 Patients with multiple problems, such as psychiatric or 
psychological comorbidity, a combination of system 
abnormalities or previous treatment failures will be more 
difficult and will need to be referred to a Community Paediatric 
Consultant 

 
 
Legends to the table: 
 
1. Hjalmas formula for Expected Bladder Capacity for children ages 2-12 years = (age +1) x 30 mls. From 13 years of 

age, Expected Bladder Capacity = 390 mls. ICCS defines nocturnal poyluria as an overnight urine output of more 
than 130% of the Expected Bladder Capacity. 

 
2. Daily maintenance fluid intake in paediatrics can be calculated according to the table below: 
0 – 10 kg  100ml/kg 
11 - 20 kg  1,000 ml + 50ml/kg for each kg above 10 kg 
Above 20 kg  1,500 ml  + 20ml/kg for each kg above 20kg [to a maximum of 2,400 ml] 

For an average 5 year old weighing  18-20 kg, fluid intake should be 1,400 – 1,500 mls per day 
For an average 10 year old weighing 33-35 kg, fluid intake should be 1,760-1,800 mls per day 
For an average 15 year old weighing 56-60 kg, fluid intake should be 2,220 – 2,300 mls per day. 

There is, of course, considerable variability from day to day and between individuals. This volume should be considered 
the target intake for children with bedwetting, aiming to take most of the fluid during the morning and early afternoon. 
 
3. Bladder scans for post-void residuals and uroflow are not necessary if bladder diary and symptom screen are 

negative. They are useful in investigation of children with refractory enuresis or with bladder disorder. 
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Treatment Failures 

The management of “treatment failures” has to be individualised and will often involve treatment that is not well 

evidenced. Try to identify the reason for failure – was it non-adherence, lack of support, due to psycho-social factors or 

because of ineffective treatment. The views of the child/young person and parents about the treatment are very 

important. 

 

Children/young people who fail to respond to appropriate management may need referral to a Paediatric Consultant, 

depending on the reasons for failure. 

 

Do the full, detailed evaluation and mange according to the CMT if not previously done, ensuring good support and 

supervision. 

 

Consider psychological / psychiatry input if co-morbidity factors present. 

 

Consider combination therapy depending on the underlying problem of wetting: 

 If medication is used, titrate dose up to maximum licensed dose (under close supervision). 

 If nocturnal urine output exceeds measured bladder capacity, consider adding Desmomelt to either the 

alarm or Oxybutynin. 

 For children with high frequency of wetting and behavioural symptoms, combination therapy with 

Desmomelt and alarm (limited to 6-12 weeks) may be effective. 

 If bladder capacity is normal and Desmomelt or the alarm has not worked alone, consider Desmomelt + 

alarm, Desmomelt + Oxybutynin or alarm + Oxybutynin. 

 Imipramine may be used but only under close medical supervision and when the perceived benefits of a 3 

month course of treatment exceed the potential harm. 
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NOCTURNAL ENURESIS CLINICAL MANAGEMENT TOOL 
 
PATIENT NAME:……………………………………………………..  DATE OF BIRTH:………………………………. 
DIAGNOSIS YES NO  
1. Nocturnal Polyuria 

 
  

Measured urine output is high   

Expected bladder capacity from 2-12 years old: 
(age …… years + 1) x 30 = ………………….mls 
 
Average nocturnal urine output (on wet nights) = ……………….mls. 

If nocturnal output cannot be 
measured: 

 

Wets soon after falling asleep   
Consistently large wet patches   

 

 

2. Bladder Storage Disorder    
Small measured bladder capacity    

Maximum voided volume = ……………………..mls 
Urinary Frequency    

…………….. voidings per day 
Daytime Wetting    

 
Urgency    

 
 

3. Bladder Emptying    
 

History of abnormal voiding    
 

History of not emptying bladder 
completely 

   

History of urinary tract infections    
Investigations (if undertaken)    
Constipation    
 

4. Negative Screen   None of factors 1-3 apply 
 

5. Mixed screen   Both nocturnal polyuria and bladder storage disorder are present. 
 

OTHER FACTORS AFFECTING 
MANAGEMENT 

YES NO  

A. Co-existing conditions    
Behavioural / emotional disorder   

 
Autistic Spectrum Disorders, ADHD   

 
Moderate/Severe learning 
difficulties/Mental Health problems 

  

 
 

 
B. Factors favouring alarm    
Negative views of medication    

 
Arousability – child relatively easy to 
wake 

   

Home circumstances suitable for 
alarm 

   

 
C. Factors favouring medication    
Negative views of alarm    
Need for rapid response    
Home circumstances unsuitable for 
alarm 

   

 
COMPLETED BY:……………………………………………………………..  DATE: ………………………………… 
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IDIOPATHIC CONSTIPATION FLOWCHART – Referral Pathway 
[Refer to Appendix 1] 

Child/Young Person presents to Primary 
Practitioner 

 
e.g.  Health Visitor 

General Practitioner 
School Nurse 
Specialist Learning Disability Team 
Lifetime Service 
Jessie May Trust 
Community Children’s Nurse 
Continence Advisor 

Work to agreed guidelines and 
protocols & behavioural guidelines 

Secondary Support: Community Paediatric 
Consultant or General Paediatrician/GP 

with special interest (GPwSI) 

Tertiary Services 

Paediatric 
Gastroenterologist 

Paediatric 
Surgeon 

 

Community Paediatric 
Consultant with 

special interest in 
encopresis & soiling 

 
Dietician 

BNSSG Constipation Guidelines 
Date: 07.08.07 
Review Date: 07.08.08 

 
CAMHS 
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Are symptoms and signs of 
another disorder present?

 

Refer to  
Paediatric 
Surgeon 

Faecal Impaction/ 
Overflow Symptoms 

 

Behavioural Approach 
 
 Positive daily toileting routine (3-4 

per day for 5-10 mins). 
 Rewards e.g. Star Charts, use of 

balloons, whistles or bubbles to 
encourage sitting. 

 Explanation of condition with info 
sheet.  

 Consider potential emotional 
factors. 

 Bowel Diary. 
 Lots of praise and encouragement 

for the child. 
 Emphasise long term process 

 Dietary Changes  
 
 Ensure healthy balanced 

diet (dietary fibre sheet)  
 Ensure adequate fluids [6 - 8 

cups daily] 
 Avoid excessive milk intake 

beyond infancy 

Medication (>6 months of age) 
 
Starting Dose and Titrate 
6 months – 2 years                   2 yrs + 
Lactulose: starting dose           Movicol Paediatric Plain 
 
<1 yr 5-10 mls bd                     Start at 1 sachet per day 
1-8 yrs 10-15 mls bd                   Adjust dose weekly up or 
Increase by 5 mls every               down to produce regular  
3 days until stool soft                  soft stool 
Clean teeth after medication 
  
Add Senokot (stimulant) if maximum Movicol / Lactulose dose 
ineffective alone. 
Single evening dose starting with 5 mls in an infant and 10 
mls 
in older children and increasing by 5 mls daily until stool  
is passed.  (See maximum doses overleaf) 
NB. Bowel control & soiling may worsen initially whilst  
Stabilising the dose 

 T

Structured follow up 

o ensure good management of treatment regime at 
1 week by phone 

2 weeks 
4 weeks 

6-8 weeks 

Improvement 

Continue treatment until stools are regular 
and soft for 3 months 

Then gradually decrease treatment regime 
for up to 6/12 

Refer to 
Secondary Care 
or Practitioner 

with  
Special Interest 
[with proforma] 

Phone/Clinic 

Back to 
MAINTENANCE 

or refer to 
Practitioner with 
Special Interest / 
Secondary Care 
[with proforma] 

Other symptoms 
e.g. failure to thrive 

Discuss with 
Paediatrician 

CONSTIPATION

Surgical Criteria 
Anatomical abnormality of 
anus? 
History of delayed passage of 
meconium more than 36 hrs? 
Symptoms of constipation 
commencing in first 4 weeks of 
life? 

YES NO 

NO 
YES 

Bowel clearout / disimpaction 
with medication 

 
Movicol Paediatric Plain 

Or Sodium Picosulphate Elixir 
 

CONSTIPATION GUIDELINES AND TREATMENT FLOWCHART FOR PRIMARY CARE 
GPs, Health Visitors and School Nurses 

 

BNSSG Constipation Guidelines 
Date: 07.08.07 
Review Date: 07.08.09 

NO
YES 

YES 

THEN 

MAINTENANCE THERAPY 

Health Visitor / School Nurse 

GP 

NO 

NO RESPONSE 

RELAPSE 

YES

(SEE SUPPORTING INFORMATION 
P.10 FOR  

DISIMPACTION DOSAGES) 
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BNSSG Constipation Guidelines 
 
 
FAECAL IMPACTION / OVERFLOW / SOILING CLEAROUT REGIME 
 
Movicol Paediatric Plain (Disimpaction Regime) 

(Licensed for 2 years plus for constipation, and for 5 years plus for faecal impaction) 
 

AGE Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 
Number of Sachets 
2 – 4 
Unlicensed 

2 4 4 6 6 8 8 

5-11 
 

4 6 8 10 12 12 12 

12 years plus: Movicol 8 sachets per day for 3 days 
 
NB: Clearout may be achieved on less than 12 sachets. Inform parents and child that the aim is loose, watery stool 
for approximately 24 hours, then cut back to maintenance regime. 
OR 
Sodium Picosulphate elixir [NOT Picolax sachets] until impacted faeces are cleared (review in a week) 
 

Age Once Daily Dose: 

1-8 yrs 2.5 mgs 

8-12 yrs 5 mgs (Can go up to 10 mg after review) 

12 yrs+ 10 mgs (Can go up to 20 mg after review) 

*If inadequate response seek specialist practitioner or paediatric advice. 
 
Maximum doses for Senokot Syrup (7.5mg sennosides per 5ml) 
 

Age 
Daily Max. Dose 

(once at night) 

< 1 yr 10 mls 

1-8 yrs 20 mls 

8-12 yrs 25 mls 

12 yrs+ 30 mls 

 
These guidelines are also available at: http://nww.swretrieval.nhs.uk/gp_resources.htm 

BRISTOL PAEDIATRIC BOWEL MANAGEMENT GROUP May 2007 [Reviewed July 2008] 
 
References: 
Felt B, Christopher G. Guideline for the Management of Paediatric Idiopathic Constipation and Soiling. Arch 
Pediatr 
Med. 1999, 153:380 – 385 
Nurse Management of Intractable functional Constipation.  A randomised controlled trial.  Arch Dis Child. 2004, 
89:717-722 
Guidelines for the management of childhood constipation.  Avon Working Party on Constipation 
 
Note 
The recommendations in these guidelines do not indicate an exclusive course of action, or serve as a medical 
standard of care. Variations, taking individual circumstances into account, may be appropriate. Users of these 
guidelines are strongly recommended to confirm that the information confirmed within them, especially drug 
doses, is correct by way of independent sources. The authors accept no responsibility for any inaccuracies, 
information perceived as misleading, or the success of any treatment regimen detailed in the guidelines. 
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BRISTOL STOOL CHART 
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APPENDIX 27 
ENCOPRESIS FLOWCHART 
[Refer to Appendix 1] 

Child/young person presents with Encopresis (See Supporting information for definition) 

Any underlying problems identified and addressed 
 e.g. fluid & dietary intake, constipation 

Physical Exam to include growth, B/P, urine testing and spine check 
Check for signs and symptoms of any underlying disorder: Urinary tract anomaly Neuropathy 
Recurrent UTI

Does the child/young person have any psychological 
or emotional difficulties?  

OR  
A past history of child abuse? 

Healthcare Professional completes a 
Profile Form & General Continence 

Assessment Form 

Referral to: 
CAMHS 
(See Referral Criteria) Negotiate agreed action Plan 

with Child & Parent/Main Carer   

 Explain / Educate  
 Support 
 Simple Behavioural Interventions 
 Ensure Social Continence 
 Toileting Programme 

Refer to 
DAYTIME 
URINARY 

INCONTINENCE 
PATHWAY

Re-evaluation and 
negotiation of care 
plan and consider 
referral to CAMHS 

YES NO EFFECTIVE 

YES 

NO 

DISCHARGE 
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APPENDIX 28 
 
USEFUL ADDRESSES 
 
Association for Continence Advice (ACA) 
Fitwise Management Ltd 
Drumcross Hall 
Bathgate 
Scotland 
EH48 4JT 
Tel:  01506 811077 
E mail: info@fitwise.co.uk 
www.aca.uk.com 
 

 
RADAR Key  Royal Association for Disability and 
Rehabilitation. 
Keys are available for anyone with bladder or 
bowel problems. Most major towns have a list of 
local facilities. 
Keys are £3.50. 
Radar, 12 City Forum, 250 City Road, London, 
EC1V 8AF 
Tel: 020 7250 3222 
E mail: www.radar.org.uk 
 

 
Bladder and Bowel Foundation 
SATRA Innovation Park 
Rockingham Road, Kettering, Northants, NN16 
9JH 
Tel:  01536 533255 
E mail: www.bladderandbowelfoundation.org 
 

 
Living DLC( Disabled Living Centre) 
The Vassall Centre, Gill Avenue, Fishponds, 
Bristol, BS16 2QQ 
Tel:  0117 9653651 
E mail: info@dlcbristol.org 
www.dlcbristol.org 
 

 
ERIC : Education and Resources for Improving 
Childhood Continence 
34 Old School House, Brittania Road, 
Kingswood, Bristol, BS15 8DB 

Tel: 0117 960 3060 
E mail: info@eric.org.uk 
www.eric.org.uk 
www.ericshop.org.uk 
ERIC Helpline 
0845 370 8008 10am-4pm Monday-Friday* 
*Access to Language Line 
SMS Service – Text 447 624 811 636 
 

 
PromoCon 
(Promoting Continence and Product Awareness) 
Redbank House, 4 St Chads Street, Cheetham, 
Manchester, M8 8QA 
Tel: 0161 214 5959 (switchboard)  Tel: 0161 834 
2001 (helpline) 
E mail: promocon@disabledliving.co.uk 
www.promocon.co.uk 
 

 
UK Continence Society (formerly ICS UK) 
Membership Office, Dept. of Obs & Gynae, 
Southern General Hospital, 
1345 Govan Road, Glasgow, G51 4TF 
Tel: 0141 201 2291 
E mail: www.ukcs.uk.net 
 

 
Continence Care Forum (for nurses) 
Royal College of Nursing 
20 Cavendish Square, London, W1G ORN 
Tel: 020 7409 3333 or 0845 772 6100 (RCN 
Direct) 
E mail: www.rcn.org.uk 
 

 
The Disabled Living Foundation 
Main switchboard - 020 7289  6111 times are 9.00 am - 5.00 pm Monday to Friday. 
Helpline - 0845 130 9177 (charge at Local Call Rate). Opening times are 
10.00 am - 1.00 pm  Monday to Friday. 
Tel:  020 7432 8009. 
Equipment centre - 020 7289  6111 Ext. 247. Opening times are 
10.00 am - 4.00 pm  Monday to Friday.  Please book an appointment. 
Address - Disabled Living Foundation, 380 - 384 Harrow Road, London, W9 2HU 
 
April 2009 

mailto:info@fitwise.co.uk
http://www.aca.uk.com/
http://www.radar.org.uk/
http://www.bladderandbowelfoundation.org/
mailto:info@dlcbristol.org
http://www.dlcbristol.org/
http://www.eric.org.uk/
http://www.ericshop.org.uk/
mailto:promocon@disabledliving.co.uk
http://www.promocon.co.uk/
http://www.ukcs.uk.net/
http://www.rcn.org.uk/
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Model of Care for Continence Group  

 
This Model of Care for Continence Resource Pack has been developed by members of 
the Model of Care for Continence Group to support and promote continence services for 
children.  The final version was produced by : 
 
 
Mary-Lou Brennan Continence Service Manager, Bristol Community Health, Lawrence Weston Clinic 

Lorna Hayles Community Children’s Learning Disability Nurse Team Leader, North Bristol NHS 
Trust 

Maureen Bridge Senior Partnership Nurse, South Gloucestershire area, North Bristol NHS Trust 

Inge Shepherd Programme Manager Children and Maternity Commissioning, NHS Bristol 

Many other people provided help and support at various stages of the development process.  We 

would like to thank the following: Suzanne Bingley, Deborah Rigby, Dawn Green, Claire Mullin, 

Sarah Young, Aileen Kelleher, Dr Matthew Ellis, Dr Elaine Lunts, Jenny Perez.  Thanks to Rick 

Molton for help with final layout. 

The GP version was edited by Dr Elaine Lunts, Primary Care Clinical Advisor(Paediatrics) NHS 

Bristol 
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