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Background and objectives
General practitioners (GPs) often see
children with enuresis and daytime
urinary incontinence, and adults with
persistent enuresis. The aim of this
study was to assess Australian
community health practitioners’
knowledge and experiences with
managing these conditions.
Methods
Health practitioners were surveyed
about their knowledge and experience
managing urinary incontinence that
begins in childhood. Associations
between participant characteristics and
knowledge/experience were examined
using chi-square tests.
Results
The 1495 participants were mostly
female, experienced, GPs who worked in
a metropolitan area and/or saw patients
with incontinence infrequently, but felt
knowledgeable and confident about
management of incontinence. Correct
survey answers were given by 93% of
participants for managing enuresis, 81%
for daytime urinary incontinence (with
18% choosing inappropriate and
potentially dangerous responses), and
61% for managing enuresis that has
persisted into adulthood.
Discussion
Better education is needed for GPs
regarding management of urinary
incontinence that begins in childhood,
particularly for daytime incontinence in
children and enuresis that persists into
adulthood.
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URINARY INCONTINENCE (enuresis
and daytime urinary incontinence) is
encountered in approximately 10% of
school-aged children.1 This stigmatising
condition can affect self-esteem, health
and quality of life, all of which improve
with successful treatment.2 Although
there is spontaneous remission in
many patients,3 urinary incontinence in
childhood can progress to adulthood4 with
devastating consequences.5
Although it is assumed that children
with urinary incontinence would initially
present to a general practitioner (GP), it
is uncertain how commonly they present.
One Australian study from 1996 found
that only 34% of families with children
who have urinary incontinence seek
professional help.6 Another Australian
study from 2018 found that 4–5% of
paediatricians’ consultations are related
to enuresis.7
Despite its common presentation
and the availability of clinical practice
guidelines to inform management,8,9 there
appears to be unwarranted variation in
treatment. A study of New Zealand GPs
reported that many do not feel confident
about managing urinary incontinence in
children.10 Lack of formal training at both
undergraduate and postgraduate levels
was cited to be part of the cause.
The aim of this study was to
assess Australian community health
practitioners’ knowledge and experience
with managing urinary incontinence that
begins in childhood. We hoped that this
information would identify the education
needs of community health practitioners
to inform the development of educational
resources for them.
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Methods
Australian health practitioners who
were registered on the Healthed database
were invited to participate in an online
survey. Healthed is a private Australian
health education organisation with a large
database of health professionals who have
registered to receive regular education
updates and surveys (www.healthed.com.
au). Registrants were sent an email with a
link to an online survey in SurveyMonkey.
As an incentive for completing the survey,
they were offered entry in a raffle for
an iPad.
The 18-question survey was designed
by PC and pilot tested on five health
practitioners (Appendix 1, available
online only). It focused on three common
conditions: childhood enuresis; childhood
daytime urinary incontinence; and
enuresis that has persisted into adulthood
(beyond 18 years of age). The survey
obtained information about participants’
reported frequency of seeing these
conditions in their clinical practices
within the previous year; their perceived
level of knowledge and confidence in
managing these conditions; demographic
information, including participant age,
gender, years of practice, work setting
(private practice/public setting) and
location of practice (rural/metropolitan);
and participants’ perceived learning needs.
The survey also included four questions
that tested participants’ knowledge about
managing the three conditions. There was
one multiple choice question with a single
best answer relating to the most common
cause of enuresis in childhood (the most
common of the three conditions). The
remaining three questions had multiple
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answer options about first-line treatments
for each of the three conditions (where
there were multiple correct answer
combinations).
The recommendations of the
International Children’s Continence
Society11,12 were used to determine the
correct answers. Urotherapy (ie education
and advice about fluids, diet, toileting
practice, and bladder and bowel habits)
was accepted as a correct answer for
the management of all types of urinary
incontinence, and nappies or pads were
also accepted as correct as long as they
were not the only option chosen. There
was an ideal answer for each of the three
condtions:
• urotherapy and enuresis alarm training
for childhood enuresis (where an
enuresis alarm, triggered by the child’s
wetting, is used to train the child to
eventually withhold urination or wake
to void when their bladder is full during
sleep)
• urotherapy for childhood daytime
urinary incontinence
• urotherapy and desmopressin
(a synthetic vasopressin that reduces
the total overnight urine production)
for enuresis that has persisted into
adulthood.
However, other reasonable answers were
also accepted as correct. For example,
in the first-line management of children
with enuresis, acceptable correct answers
included: urotherapy, either alone or in
combination with enuresis alarm therapy;
nappies in combination with urotherapy
and/or enuresis alarm therapy; and
desmopressin, but only if alarm training
was also chosen.
However, any answer that included
tricyclic antidepressants as first-line
management was considered incorrect.
Tricyclic antidepressants are no longer
recommended as first-line therapy
because of the potential risk of side effects,
and the availability of more effective
treatments. Although urotherapy is the
recommended first-line management for
childhood daytime urinary incontinence,
we also accepted anticholinergics as a
correct answer as they are a recommended
treatment for overactive bladder, which
is a common cause for daytime urinary
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incontinence in children. As there is little
guidance about the first-line management
of enuresis that has persisted into
adulthood,13–15 we decided that any of
the following answers was correct, on the
basis of available evidence: urotherapy,
alarm training or desmopressin, alone or
in combination.
The survey data were de-identified
and entered into a database for analysis.
Demographic data were described by
frequencies and percentages. Associations
between participant demographics and
responses to knowledge questions were
examined using chi-square tests.

Results
Demographics

The survey was emailed to the 17,361
health practitioners registered on the
Healthed database in December 2016,
with 1495 (8.6%) completing the survey
(Table 1). Most respondents were female
(84%), aged ≥45 years (70%), had ≥10
years in clinical practice (78%) and
worked in a metropolitan area (69%).
Most were GPs (67%), with 30% nurses
and 3.1% participants employed in other
healthcare professions (eg pharmacists,
psychologists, allied health professionals
or complementary medicine practitioners).
Frequency of seeing incontinence
in their practices

Most participants reported seeing patients
with urinary incontinence infrequently. In
the frequency category of ‘seen ≥1 patient
per month’, 10% of participants reported
seeing children with enuresis, 6% saw
children with daytime urinary incontinence,
and 1.1% saw enuresis that persisted into
adulthood. In the previous year, 84% of
participants had not seen any patients with
enuresis that persisted into adulthood.
Perceived knowledge and confidence
with managing urinary incontinence

Most participants perceived that they
were knowledgeable about managing
childhood urinary incontinence (Table 2):
88% reported being slightly or very
knowledgeable about managing childhood
enuresis and 75% reported being slightly
or very knowledgeable about managing

childhood daytime urinary incontinence.
Participants reported being least
knowledgeable about managing enuresis
that has persisted into adulthood: 63%
reported that they were not knowledgeable
about managing this condition.
Participants’ confidence in managing
these conditions was similar but slightly
less than their reported knowledge:
77% reported being somewhat or very
confident about managing childhood
enuresis, 62% about managing childhood
daytime urinary incontinence and 31%
about managing adult enuresis.
Knowledge about cause of bedwetting

Although childhood enuresis was the
most common of the three incontinence
Table 1. Participant demographics
(n = 1495*)

n (%)
Gender
Female
Male

1251 (84)
238 (16)

Age (years)
<35

130 (9)

35–44

315 (21)

45–54

410 (28)

≥55+

634 (43)

Years of practice
0–4

118 (8)

5–9

207 (14)

≥10

1158 (78)

Profession
General practitioner

996 (67)

Nurse/midwife

446 (30)

Other

47 (3)

Practice location
Metropolitan

1023 (69)

Rural/remote

465 (31)

*Missing responses for each question have been
excluded from the denominator
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management), 8% chose desmopressin
(an alternative first-line management in
certain situations where alarm training is
contraindicated) and 2% chose tricyclic
antidepressants (a treatment that had
previously been used for managing
enuresis, but is no longer recommended
as first-line therapy).
The first-line treatment for
daytime urinary incontinence was
less well understood. Eight per cent of
participants chose desmopressin, 7%
chose enuresis alarm therapy and 2%
chose tricyclic antidepressants, all of
which are treatments for bedwetting
and inappropriate for treating daytime
urinary incontinence. First-line treatment
for enuresis that has persisted into
adulthood was even less well understood.
Participants more commonly chose
medication (such as desmopressin,
tricyclic antidepressants and
anticholinergics) as a first-line therapy
for managing adult enuresis (Table 3):
27% chose anticholinergics as first-line
therapy, although anticholinergics are

conditions seen by participants, less than
half (48%) correctly identified the most
common cause of enuresis in children
as abnormal physiology of sleep and
bladder function. Thirty-four per cent of
participants thought the most common
cause was a delay in developing toileting
skills, 10% attributed it to psychological
causes, 2% thought it was most commonly
caused by a child’s unwillingness to get
out of bed to void, and 6% reported not
knowing the answer.
Participant choice of first-line
management for incontinence

For the questions with multiple answer
options about first-line management of
the three conditions, most participants
gave a correct answer (Table 3):
93% selected a correct response for
childhood enuresis, 81% for childhood
daytime urinary incontinence, and
61% for enuresis that has persisted into
adulthood. For treatments for childhood
enuresis, 49% chose enuresis alarm
therapy (the recommended first-line

used for treating overactive bladder and
daytime urinary incontinence; 17% chose
desmopressin and 13% chose alarm
training.
Association between respondent
characteristics and correct answers

For first-line management of childhood
urinary incontinence (enuresis and
daytime incontinence), participants
who were female, aged <55 years, and
worked as a GP were more likely to
choose a correct response, but there was
no association with practice location,
years of practice and frequency of seeing
patients with these conditions (Table 4).
Those who reported being knowledgeable
about managing each condition were more
likely to choose a correct response for that
condition.
However, for first-line management of
enuresis that has persisted into adulthood,
participants who were female, worked as a
GP and were practising in a metropolitan
location were more likely to choose a
correct response, whereas age and years

Table 2. Participants’ perceived knowledge and confidence in managing urinary incontinence
Perceived knowledge

Confidence

Very
knowledgeable
n (%)

Not
confident

Somewhat
confident

Very
confident

n (%)

Slightly
knowledgeable
n (%)

n (%)

n (%)

n (%)

Children with bedwetting

182 (12)

1092 (74)

194 (13)

334 (23)

958 (65)

192 (13)

Children with
daytime wetting

360 (25)

1029 (70)

76 (5)

559 (38)

852 (56)

68 (5)

Adults with bedwetting
that began in childhood

921 (63)

511 (35)

32 (2)

1021 (69)

432 (29)

26 (2)

Not
knowledgeable

Table 3. Participants’ reported first-line management for incontinence conditions*
Urotherapy %

Enuresis
alarm %

Anticholinergics %

Desmopressin %

Tricyclics %

Nappies
or pads %

Correct
answer %

Children with bedwetting

95

49

3

8

2

26

93

Children with daytime
wetting

95

7

7

8

2

28

81

Adults with bedwetting
that began in childhood

82

13

27

17

13

26

61

*Participants could choose more than one response, so percentages do not sum to 100
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Table 4. Association between participant characteristics and correct answers about first-line management
Management of
nocturnal enuresis

Management of daytime
urinary incontinence

P value
Participant characteristic

% correct

Gender

OR (95% CI)

Management of adult
nocturnal enuresis

P value
% correct

P = 0.015

OR (95% CI)

P value
% correct

P <0.0001

OR (95% CI)
P = 0.0019

Female

94

1.00 (ref)

84

1.00 (ref)

62

1.00 (ref)

Male

90

0.55 (0.34, 0.90)

70

0.45 (0.33, 0.62)

52

0.64 (0.49, 0.85)

Age (years)

P = 0.0009

P = 0.013

P = 0.19

<55

95

1.00 (ref)

84

1.00 (ref)

62

1.00 (ref)

≥55

91

0.49 (0.33, 0.75)

79

0.71 (0.55, 0.93)

59

0.87 (0.70, 1.07)

Years of practice

P = 0.19

P = 0.74

P = 0.95

0–4

96

1.00 (ref)

82

1.00 (ref)

59

1.00 (ref)

5–9

96

0.97 (0.32, 2.98)

83

1.06 (0.59, 1.93)

61

1.07 (0.67, 1.69)

≥10

93

0.57 (0.23, 1.44)

81

0.92 (0.56, 1.50)

61

1.06 (0.72, 1.56)

Profession

P <0.0001

P = 0.023

P <0.0001

General practitioner

95

1.00 (ref)

82

1.00 (ref)

57

1.00 (ref)

Nurse/midwife

90

0.44 (0.29, 0.69)

83

1.08 (0.81, 1.45)

70

1.75 (1.38, 2.22)

Other

79

0.18 (0.08, 0.38)

66

0.44 (0.23, 0.82)

53

0.85 (0.47, 1.53)

Practice location

P = 0.65

P = 0.88

P = 0.054

Metropolitan

93

1.00 (ref)

82

1.00 (ref)

62

1.00 (ref)

Rural/remote

94

1.11 (0.71, 1.75)

81

0.98 (0.74, 1.30)

57

0.80 (0.64, 1.00)

Experience with this condition

P = 0.33

P = 0.83

P = 0.003

Seen <1 patient per month

93

1.00 (ref)

82

1.00 (ref)

61

1.00 (ref)

Seen ≥1 patient per month

95

1.48 (0.67, 3.26)

81

0.94 (0.54, 1.65)

25

0.21 (0.07, 0.65)

Reported knowledge about
managing this condition

P = 0.024

P = 0.30

P = 0.26

Not knowledgeable

89

1.00 (ref)

79

1.00 (ref)

63

1.00 (ref)

Some knowledge

94

1.83 (1.08, 3.09)

83

1.22 (0.90, 1.65)

59

0.86 (0.69, 1.07)

Very knowledgeable

96

2.87 (1.23, 6.69)

86

1.53 (0.77, 3.04)

53

0.68 (0.34, 1.38)

Reported confidence about
managing this condition

P = 0.0052

P = 0.59

P = 0.0056

Not confident

90

1.00 (ref)

81

1.00 (ref)

64

1.00 (ref)

Somewhat confident

94

1.86 (1.19, 2.91)

82

1.10 (0.84, 1.45)

56

0.74 (0.59, 0.93)

Very confident

96

3.00 (1.30, 6.90)

78

0.84 (0.45, 1.54)

42

0.42 (0.19, 0.92)

CI, confidence interval; OD, odds ratio
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of practice made no difference. Those
who reported a higher frequently of seeing
patients with enuresis that has persisted
into adulthood, and those who reported
being more knowledgeable and confident
with managing this condition, were
sometimes less likely to choose a correct
response.

Discussion
Most survey respondents had seen children
with enuresis, and at least half had seen
children with daytime urinary incontinence
in the previous year. However, very few
had seen patients with enuresis that had
persisted into adulthood. This could be
because adult enuresis is less common than
childhood enuresis (occurring in about
2% of adults),16 or because adults with
enuresis may not be aware that treatments
are available.5 It could also be because of
the stigmatising nature of the condition,
with adults being too embarrassed to
seek professional help for their problem.
One study found that 20% of adults with
persistent enuresis have never consulted a
doctor about their problem.17
The majority of participants were
female, aged ≥45 years, had ≥10 years in
clinical practice, worked in a metropolitan
area and were GPs. This is consistent with
the demographics of health practitioners
registered on the Healthed database,
which has a focus on women and children’s
health. The association between female
gender, employment as a GP and choice
of correct answers for the knowledge
questions may reflect the interest that
female health practitioners have in
conditions such as urinary incontinence
that begins in childhood. It may also reflect
the parents’ preference for seeking help
for their child from female GPs, who are
perceived to be more empathetic.18
Although almost all practitioners chose
a correct first-line management response
for childhood urinary incontinence, they
were generally less knowledgeable about
managing enuresis that has persisted
into adulthood. The selection of some
incorrect answers about first-line
management, particularly for managing
childhood daytime urinary incontinence,
is concerning: some of the chosen options
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are potentially harmful, such as the use
of desmopressin for treating daytime
urinary incontinence, which could cause
hyponatraemia and seizures if given
during the day without fluid restriction.
Other options, such as enuresis alarms, are
inappropriate in treating daytime urinary
incontinence.
This study highlights the education
needs of community health practitioners
in regard to the management of urinary
incontinence that begins in childhood. If
not adequately addressed in childhood,
urinary incontinence can progress
to adulthood, increasing the risk of
depression, low self-esteem and sleep
disturbances,16 and affecting lifestyle
choices and quality of life.5

Limitations
The response rate of this study is
very low, despite the large number of
participants. Our findings are likely to
reflect the response of community health
professionals who are more interested
in urinary incontinence that begins in
childhood, and may not necessarily be
representative of all community health
professionals. Therefore, the experience
and knowledge of Australian community
health professionals in managing
childhood enuresis, childhood daytime
urinary incontinence and enuresis that has
persisted into adulthood in general may be
lower than reported in this study.

Conclusions
There is variability in Australian
community health practitioners’
knowledge about managing urinary
incontinence that begins in childhood.
There is a need to improve the education
of Australian GPs and raise public
awareness about this common but often
neglected condition. There is also a need
for more research to address the needs of
adults with persistent enuresis.
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