
service that does not serve them well. They now have a chance
of a better one-but they need to be able to recognise that.
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Treating bed wetting

Bladder exercises, star charts, enuresis alarms, and now ERIC

Bed wetting is not the most glamorous ofpaediatric problems;
treating it, however, can be highly rewarding because treat-
ment is so often successful. There are an estimated 500 000
sufferers aged between 6 and 16 in Britain. From reports of
management within enuresis clinics' it is reasonable to predict
that 400 000 might be curable.

Nocturnal enuresis alone, particularly if primary, is both a
disorder of maturation and a genetic trait. Compared with
controls, patients are three to four times more likely to have a
parent who had been enuretic.' They are also more likely to
have excessive diffuse slow background activity on electro-
encephalography3 and are significantly shorter than controls.4
Minor neurological dysfunction is common, including mild
hypotonia, problems with coordination or fine manipulation,
and mild dyskinesia.S
Many such "clumsy children" have learning problems,

emotional difficulties, and problems with relationships.
These may be provoked by the lowered self esteem that many
suffer as a result of teasing and criticism by peers, parents,
and teachers. Within this group the wetters do even worse.
Add to these handicaps serious life changes or stress, such as
parental separation,6 and the setting is complete for the
misery, embarrassment, and shame of bed wetting.

Daytime and mixed day and night wetters have certain
aetiological differences from night wetters, although there is
much overlap: they are more likely to have had an adverse
perinatal history, their bladder capacity tends to be smaller,
and they are more likely to suffer urinary tract infection. It has
been suggested that their urological dysfunction may be a
marker of perinatal neurological damage, but in a study of
191 wetters those with dyssynergic bladders and increased
residual urine were also those with the most severe behavioural
problems.7
The most effective treatment is dry bed training8' and an

enuresis alarm. Devlin and O'Cathain found that of 122
children consecutively referred, 22 became dry after a
structured interview (with the child alone as well as with a
parent), advice on personal hygiene and cleanliness training,
daily bladder exercises, and provision ofa "star chart."'I These
authors supplied a further 96 children with an enuresis alarm;
81 achieved initial success (42 consecutive dry nights) at a
mean of 7-3 weeks (range 1-26 weeks). Eleven required a
second try, ofwhom nine achieved dryness.

Success is more likely when the problem is maturational
and less likely when there is psychiatric disorder of the child,
severe family stress, absence of concern by child and parents,
urological dysfunction, and developmental delay. ' Other poor
prognostic signs may be coexisting day wetting'0 and maternal
intolerance of the enuretic child."

Drugs have a minor role: tricyclic antidepressants have
little effect and are not suitable to be kept in households where
there is a combination ofyoung children and stress. Oxybuty-
nin is unhelpful'2 except, perhaps, in children whose enuresis
is -part of a syndrome including frequency, urgency, dysuria,
and covert bacteriuria.

Desmopressin, 20-40 ptg nightly intranasally is effective
during treatment in 12% to 70% of cases; only up to 31%
remain dry after the course of treatment. There is no long
term advantage of three months' over one month's treat-
ment. 13 It may be of most value for occasional use, in known
responders, to save embarrassment when sleeping away from
home. It must not be prescribed without a careful history; if
the child's real problem is not enuresis but psychogenic
polydipsia, desmopressin may provoke water intoxication and
hyponatraemic fits (RAF Bell et al, personal communication).

Patient and parent support groups are often valuable in
paediatric practice. The Enuresis Resource and Information
Centre (ERIC) is a registered charity providing advice and
information to children, parents, and professionals. It runs a
confidential telephone counselling service and publishes
material for teenagers, parents, and others. Taking a leaffrom
the book of other lobby groups, it is in the process of
publishing guidelines on minimum standards of clinical
practice and offering a consultative service to purchasers on
their implementation.
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