Case Management

Physician, nusse, or case mandagement
agency representative performs initial
screening of child’s physical and emo-
tional health, home environment, and
intrafamily dynamics.

[nitial education, demystification of
enuresis, and explanation of intervention
are offered. Therapeutic program is out-
fined and prefinsinary phone counseling
is provided for 3-6 days.

Y

Case manager is assigned, continues
counseling, implernents therapeutic pro-

gram.

A

4

Case manager coordinates contro! efforts
~ and primary care medical concerns.

Difficutt cases and special sitations are
analyzed,

b

y

[f necessary, individualized counseling is

arranged. and implemented.

Individualized gu%daﬁce pian is developed

Y

4

Can child be declared dry?

Yes

Follow-up continues for 2 vears at prede-
termined intervals.

No

Family is revisited, enuresis is explained
again, child’s and family’s motivation
level is enhanced, and intrafamily dy- - -
namics are reevaluated. -

Figure 3. The case management approach, which involves individualizing therapy and commbining educational and behavior madification technigues, helps
the primary care clinician achieve effective control of PNE through home visits, anabysis of recalcitrant cases, close monitoring of personal and family

dynamics, and long-term follow-up. Asample algorithm for case management is

shown, butothers may be appropriate. An agency that provides case management

should offer 2 multifaceted program that can intervene in whatever specific way the child needs to attain nighttime control of PNE.

effective and may be dewimenial outside the context of a
multifaceted educational program designed to alter behavior.

Pharmacologic Treatments

Three drugs are used in the reatment of PNE (Table 2).
Two, imipramine and desmopressin acetate, offer effec-
tive short- to medium-term management of PNE. Both
work best on an as-needed basis. A third, oxybutynin chlo-
ride, is used only when daytime urgency or wetting oc-
CLirs,

Imipramine has been associated with potentially
severe—even lethal—cardiovascular adverse effects, sym-
posium faculty members warn, and desmopressin is ex-
pensive, Another drawback of both imipramine and
desmopressin is a high relapse rate upon withdrawal of
the drug. On the other hand, both can get a child dry
quickly and thereby interrupt the cycle of bed-wetting
and deteriorating intrafamily dynamics and psychosocial
functionality. In certain families and situations, this inter-
cession may provide just the break a child needs to achieve
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Table 2—Pharmacotherapy for PNE*

Drug Dosage Taper Caveats and comments

[mipramine Age 6-8: 25 mg/d hs By 25 mg q2wk Safety is 4 primary concern; overdose can be faral (signs include
> age 8 50-75 mg/d hs ventricular tachycardia, seizures, coma); patient education an

safe use is essential for child and family.

Desmoptessin 20 pg (1 10 g spray/nostril} hs; children | 1 spray (10 ug)/d €hild should reduce nighttime foid intake 1o prevent
with recalcitrant enuresis may receive 40 Byporatremiz; recommended for occasional short-term use,
ug (2 19 pg spravs/nostril) hs

Oxybutynin Smghidorid . . Reserved for children with daytime enuresis or urgency

*Based on recommendations by the symposium faculty.

the normal develépmental step of becoming dry.
Imipramine Safety is the primary concern when imi-
pramine is used to treat children with PNE. It is essential
that parents and children be carefully and repeatedly in-
structed on the safe handling of imipramine. Some physi-
clans refuse to consider imipramine as a treatment for
PNE; others sanction its use but urge caution. A consensus
would state that imipramine has a place in PNE weatment
only if used sparingly and cautiously: Put imipraniine on
‘réserve asa treatment o be used only after giving safer
" ‘behavioral approaches a trial of at least several months. The
drug is not approved by the US Food and Drug Adminis-
tration (FDA) for use in children younger than 6 years.
Imipramine is the most well-studied tricyclic anti-
depressant tested in PNE management. It works centrally
and peripherally through a combination of anticholin-
ergic and noradrenergic effects that increase bladder ca-
pacity and decrease detrusor muscle excitability.?
While the overall cure rate associated with imi-
pramine therapy is reported to be only 25%, initial re-
sponse rates exceed 50%, and the drug may work well
enough temporarily to justify its application as a stopgap
measure to reduce family stress and to keep a child dry
long enough to develop nocturnal urinary control nor-
mally** Combined with family counseling and either ca-
sual or formal psychelogical support, imipramine can

achieve a high success rate in the hands of some physi-
clans. It may, however, alter sleep patterns.

A commonly recommended dose is 25 mg nightly
for children 6 to 8 years old and 50 1o 75 mg for older
children and adolescents.” When the drug works, its effi-
cacy is apparent during the first week of weatment. Dura-
tion of therapy is usually 6 to 9 months, with a slow taper
to discontinue the drug, Potential side effects include day-

time drowsiness, tachycardia, blw,;"r}:red_ vision; flushing,.
hyperactivity, and behavioral changes, but these are not

frequently encountered at low doses.?

The most serious obstacle recommending imi-
pramine use is the potendal for overdose. Deaths have been
reported with its use in children. More than 22 fatalities
occurred in a 4-year period, according to one study’ In
the view of many clinicians, few drugs are as toxic or
potentially lethal even in low doses, and, in Great Britain,
imipramine is among the most frequently cited causes of
poisoning in children younger than 5 years.® Signs of over-
dose include ventricular tachyeardia, coma, and seizures, ™

Desmopressin acetate Desmopressin produces quick
results with negligible side effects, but it is expensive and
is associated with a high relapse rate 5 Desmopressin is
a synthetic analogue of ADH, and its use in PNE is based
on the observation that some enuretic children lack the
aormal nocturnal rise in ADH production. The drug re-
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duces urine production, avoiding a full bladder at night.
Desmopressin is administered as a nasal spray, given
within 2 hours before bedtime. In some studies, desmo-
pressin has produced a response rate of up to 70% with a
dosage of 20 pg, or one spray containing 10 pg in each
nostril.>? Maﬁy studies, however, report lower success
rates, and most also note relapse rates of between 60%
and 100%." In the absence of response, the dosage may be
increased to 20 pg per nostril per night (40.ug total), in
weekly increments of 10 pg Higher doses should be ta-
pered to 10 ug per nostril per night as soon as feasible.””
Side effects include epistaxis, transient headache, and,
in isolated cases, hyponatremic seizures, but a review of
numerous studies involving thousands of children in both
the United States and Europe showed a favorable safety
?I'Ofﬂe 354%1¢ Parents should be cautioned to reduce

evening fluid intake while the child is takmg desmopressm

o lessen the chance of hyponatremia. -

Desmopressin can be 1mmed1&tely successfui mak
ing it useful for specific instances when a child needs o
remain dry for a few nights, such as at summer camp, on
an overnight sports trip, or during a sleepover visit to a
friend or relative, The high relapse rate on cessation of the
drug and high cost, however, tend to relegate desmo-
pressin to only occasional and selective use.

Oxybutynin chioride Anticholinergic drugs have a

ey _roie in reducmg uninhibited bladder contractions and in-
- creasing bladder capacnm_ 5 Oxybutynin is an anticholin-"

ergic and antispasmodic agent sometimes used as a last
resort for enuresis control, but it should be reserved for
cases associated with daytime urgency or frequency.® Side
effects include constipation (sometimes a cause of noc-
turnal enuresis), tremor, vasomotor facial flushing, hy-
perpyresia and other manifestations of heat stroke (due
to decreased ability to sweat), and blurred vision.**

The dosage for most children is two 5-mg tablets
daily {or 0.1 mg/kg tid}; occasionally, three 5-mg tablets
may be given. Because of the paucity of clinical data, the
drug is not approved by the FDA for use in children
younger than 5 years,

Noenpharmacologic treatments

Approaches that do not rely on medications to control
enuresis place the physician or other health care profes-

Table 3—Components of
Nonpharmacologic Therapy for PNE

Eeducation for child and family
Demystification of enuresis

Behavior or conditioning therapy
Bed-wetting alarm use

Motivational counseling

Nighttime fluid intake control

Daytime urination postponement
Nocturnal setfawakening
Reinforcement

Relaxation techniques/imagerv/hypnosis
Sharing responsibility for momning cleznup
Individualized case management
Elimination diets

sional squarely in.the dual role of educator and counsel-
or."” Nonpharmacologic treatments usually form a cluster -
of therapies often used together, tailored to a child’s spe-
cific situation, to produce a more effective strategy for
enuresis control than any one therapy alone (Table 3).V
Some, such as supportive counseling for the family and
child, are part of every primary care physician’s reper-
toire, Others, such as hypnotherapy techniques, may de-
pend on availability of local therapists or the clinician’s
skills in hypnosis.'® Most primary care physicians, how-

ever, can readily use some, 1magery, suggestion, and relaxs " ¢
ation’ tec:hmques after brief training (see ° H}fpﬁotherap}f S

Why Not Use Imagery and Relaxation in Primary Care?”
page 29).7

Efficacy of nonpharmacologic approaches Contem-
porary thinking about nonpharmacologic therapy centers
on behavior modification through a multifaceted approach
that includes education, demystification, use of bed-wet-
ting alarms, and counseling This combination is widely
regarded as the gold standard in therapy for PNE.* Although
this therapeutic model has a 30-year history of safety and
efficacy (alarms were introduced in 1948), it is used by
only a minority of primary care physicians.’

Nonpharmacologic therapy provides the highest
long-term cure rate (see “Fducational Approaches to
Behavior Modification,” page 32).”%** By combining mo-
tivational counseling, behavior modification, use of a bed-
wetting alarm and relaxation—irmagery, a primary care phy-
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sician can control PNE in 70% to 80% of patients. With
individualized case management involving home visits,
the success rate may climb to above 90%. This may be
seen after only a few months of therapy. Even the child
who voids infrequently may benefit more from a timed
voiding schedule and psychological approaches based on
behavior modification than from medication.”?

The rate of recidivism may be significant when the
case management intervention ceases. Relapse rates of 30%
to 40% are notuncommon.’ When relapse oceurs, a sec-
ond atterapt to achieve control may be made within a few
weeks. This often enables more than 90% of children who
have relapsed to attain control.

For the child who makes good progress toward night-
time control but doesnot get “all the’ way dry” aftera first
course of zaonpharmacoia gic :herapy in primary care, itis
reasonable to wait 6 1o 12 months before attempting to
re-treat. This is only an option, of course, if the education
and behavior modification aiready employed have reduced
anxiety and tension to the point where the child and fam-
ily are more accepting of the situation. Then, waiting 6
months to a year for the child to mature before reinstitut-
ing a therapeutic program can result in a higher likeli-
hood of cure. Children 7 to 8 years old may respond bet-
ter than those age 6 or younger because of their more
advanced understanding of the process of bladder cemroi
.. -and intreased autonomic neryous systém: maturzz}f .
= Practical implementation of nonpharmacologic en-'
uresis control in primary care Treatment begins with the
first office or clinic visit, during which the clinician can
give support to parents. This includes explicit statements
intended to relieve unfounded fears that PNE is ébﬁo_rmal
Or represents conscious or malicious “acting out” against
them. The clinician can also help break the cycle of blame
that becomes established between parents and child or
between one parent and the other,

The primary care physician can demystify PNE
through simple and clear explanations and drawings, and
can provide hope to the family that PNE can be treated
successfully with complete safety. These messages should
be targeted at parent and child alike. Therapy continues
with the establishment of a system for monitoring and
rewarding success—such as stars on a calendar——to rein-
force the training objective: dry nights. It’s important also

to delegate some responsibility to the child for the work
incurred by enuresis, such as collecting and helping o
launder the wet sheets, Punishment shouid not be the
objective of this, however, and s never an aspect of treat-
ment. Enuresis itself, with its attendant denigration of self-
esteemn and-constellation of psychosoctal and family prob-
lems, provides more than enough negativity for a child to
bear. In fact, the recent discovery that a gene has been
linked to persistent bed-wetting in some children should
lay to rest the perception that an enuretic child should in
any way be the target of blame or culpability in ail bur
rare cases.?

The enuresis alarm is a key element in behavior modi-
fication, but it is not intended to be used alone (Table 4).
The symposium faculty recommends that the alarm’ be_'
viewed as a tool within a cemprehenszve program fo
monitor bed- ~wetting activity rather thanas a {herapeun{: '
instrument in its own right. The roles of the alarm are to
establish the baseline pattern of bed- -wetting obj ectwely
enable the parents to intervene, and allow obiective moni-
toring of bed-wetting as the treatment program proceeds.
The majority of children with PNE will sleep through the
alarm if no other component of education or behavior
modlﬁcation is used. Typically, the alarm wakes the par-
ents, who then awaken the child and implement the ap-
propriate componenss of the treatment program.

When a bed- -wetting alarm is used alone—without a:

'comprehenswe behavioral programw«-{he relapse rate may .

be significant. Two kinds of safe and effective alarms are
available, each of which is refatively inexpensive at under
$60. The traditional older type of alarm consists of two
conductive screens separated by a towel. These older alarms
have been largely replaced by newer types of alarms that

“are worn on the body,”??

In nonpharmacologic regimens, a significant com-
mitment to high-quality care, which may involve time
and personal effort, is required by the physician, the case
manager (if utilized), and the parents. Parental education
is the sine qua non for success. Parents need to under-
stand that they are to wake the child completely when the
enuresis alarm goes off and must rake him or her to the
bathroom. Goals of a “becoming dry program” include
achieving a specified number of dry nights during the
first month of treatment and gradually increasing the “dry

ENURESIS CONTROL

@

IN PRIMARY CARE



Table 4—Getting the Most From a Bed-wetting
Alarm

Note: A bed-wetting alarm should be used within the contextof a comprehensive
approach to enuresis controt that provides demvstification, education,
counseling, and behavior modification.

Tell the child:

Respond te the alarm quickly:

Connect and test the alarm vourself,

Use 4 nightlight or keep a flashiight handy at night.

Try 1o wake up before the alarm sounds.

Stand tmmediately and hurry to the bathroom when the afarm sounds.
Cover the wet spat on the bed and put on dry pajamas.

Go back to steep, reminding yourself to respond to the alarm
immediately,

e B B O

Tell the parent:

1. Help your child awaken as quickly as possible.

2. Lead your child to the bathroom and see that he or she is fully awake at
the toilet. '

Make sure yous child doesr’t go to bed too late,

Track all data about the beé-wettmg episode accordmg to [nstructions
from the physician or case manager.

B

night quota” for the next several successive months.
Achievement of more “dry beds” over time deserves
to be celebrated. Using a hypnotherapy-based approach,

the physician can suggest that the child imagine he isasleep .

in his bed:When'the child'is reIaxed and comfortable with
his imagery, a suggestion can be made that the child imag-
ine feeling the urge to urinate but to then “see” himself
getting up from the bed and walking to the toilet, fol-
lowed by urinating in the toilet. Alternatively, the child
can be asked to imagine keeping the urine ingide his blad-
der comfortably all night. The child can complete the im-
agery exercise by experiencing how good it feels ro be
dry all night {see “Hypnotherapy: Why Not Use Imagery
and Relaxation in Primary Care?” page 29}.

Because combined treatment programs require con-
tinuous and consistent follow-up, some experts suggest
that families with enuretic children be referred o agen-
cies that provide a full spectrumn of education and indi-
vidualized case managernent for the child and family plus
the panoply of behavior modification and motivational
counseling techniques that can fit any family and clinical

sitnation (see “Enuresis Control Through Case Manage-
ment,” page 34, and “Reasonable Expectations and aTime
Line for Home Care,” page 35). Such agencies can pro-
vide age-appropriate education about enuresis for the child,
remove issues of blame and guilt from the intrafamily
dynamic, provide the alarm, ensure correct instruction in
its use, and enable the child and the family 1o obtain what-
ever additional educaton con PNE is necessary. They are
also equipped to offer individualized case management
and long-term follow-up.

The cost for such services through a specialized out-
side agency is about $1,500. In contrast, the prirnary care
physician can—by devoting effort and dme—reduce the
cost of a dry beds program to about $400 (assuming four
follow-up visits) through the use of age-appropriate ex-
planations, hypnotherapy-based techniques, counseling,
and other behavioral approaches. (This estimated cost is
exclusive of the physician's phone call management time.)

Many insurance plans reimburse expenses and man-
aged care organizations include coverage for enuresis con-
trol programs, sometimes including the cost of any nec-
essary alarms, home care, and case management. The
chance of partial or complete reimbursement is greatest
when the program or its individual components are pre-
scribed specifically by the primary care physician. In some
insurance or managed care plans, the likelihood of cover-

ageis increased further when the primary care physician .

remaing close to the program, either through hands-on *
management or regular updates from the service that pro-
vides the care,
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"COMMENTARY

COUNTERPOINT

The multidisciplinary faculty of the symposium tackles some of the controversial
aspects of diagnosing and treating children who have primary nocturnal enuresis.

When to evaluate an enuretic
child. ..

volved, but without adequate con-
cern on their part, the follow-

Dr. Jacobs: Is there a lower limit through is poor,

of age for which this faculty agrees -
that a child needs to be evaluated
for enuresis? |

- The need fo distinguish between
. primary and secondary
enuresis. ..

Dr. ¥aber: {n real-world medicine,
how much evaluation is necessary?

Pr. Golbin: We have to differenti-"
ate between the physiclogic age at”
which a child is capable of blad-: In my experience it is not always
der control and the age at which .. . : necessary to distinguish between
society perceives wetting is a prob- - - primary and secondary enuresis
lem. This determination is culturally biased. In the United for effective control.

States, age 5 is probably a reasonable cui-off; that is the

ageat which many children enter school or day care, even  Dr. Golbin: True. The differentiation between primary and

though the neuromuscular capability for control existslong  secondary enuresis is neither practical nor reliable. Some-
before that time. times, when you question parents who claim that a dry
child has begun wetting, you learn that the child was not

: BfSaitzmanFor -rﬁazzy of us in .prj;mgi_ry-.c__éie pedzatrx:s ruly dz:y in the ﬁrs{ place, so the new wetting is not reaﬁy_: e

the age to-begin routine questioning about toilet habits is -~ secondary.

usually 3 years, though voiding histories are routinely

obtained from early infancy: If the child is not dry during  Dr. Jacobs: Parental education is essential, and the need

the daytime at that age, then he or she cannot attend nurs-  for it can be reflected in surprising ways. For example, 1

ery school. have in my practice a 4-year-old girl who is both obese
and enuretic. Her mother was more concerned about her

Dr. Kogan: This is a crucial issue. If the child has PNE, rapid weight gain than about her wetting. When [ took

there may be no age at which intervention is necessary on  the history, I was amazed to learn that the child drank a

a strictly medical basis. When to evaluate and treat a child  six-pack of 16-ounce sodas—complete with sugar and

depends not only on cultural factors but on the individual  caffeine~each day after school. Her mother had no idea

tfamily. Families have brought 3-year-old children to me that this could be the cause of the probiem. When the

and demanded that something be done about their wet-  child stopped drinking so much soda, though, she stopped

ting, and I have also been involved with families of 12- wetting and lost weight.

year-old enuretics who were not at all concerned, at least

overtly. When the family is not interested in controlling  phe need to trear. .

the bed-wetting, there is litle point in antempting to treat

the child. If you raise the issue, parents may become in-  Dr. Jacobs: When is therapy necessary in PNE?
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- 'Dr. Saltzman. My appmach as'a general"'

Dr. Saltzman: The need for intervention is based on
intrafamily dynamics and the child’s psyche. The major
reasons boil down, one way or another, to the health of
the child’s ego, the child’s motivation, the social aceep-
tance or rejection of the wet child, schocl-related impera-
tives, the stability of the family’s marriage, and the ability
of the family and the child to tolerate stresses incurred by
constant wetting in addition to the stresses of daily life.

Dr. Golbin: For some children, bed-wetting is a compen-
satory mechanism that is necessary for healthy sleep. In
some cases, enuresis may be linked to other parasormnias
and more serious medical conditions. Therefore, the deci-
sion to treat has to take into account the degree to which -

enuresis is a pr{)b}em for the child alone and for the fam-
" 'de,ﬁply T 'stiessiy during the first half of the night? Can

ily as a unit: If enuresis is perceived as a prok lemmfo
whatéver reasonmevaluatzog and treatment sh :
ﬂated

br. Fabez': Because PNE is a developmen- -
tal problem, it is a family issue. Good care |
requires an intuitive pediatrician or fam- |
ily physician who will serve as the rock of
support for the family. Nothing of signifi-
cance can be:accomplished in therapy un-§
less the family’s em{)tioﬁal needs are ad- |

pediatrician must be simple, almost sirm-
plistic. I need to know the basic elements M K _
of the history, the essential laboratory workup, and the
most direct and effective means of enuresis control. Do 1
write a prescription for imipramine, which takes me min-
utes and causes little financial burden to the family? Do I
write a prescription for desmopressin, which also takes
me only a few minutes but will cost the family more? Or
do I take the time to provide an in-depth session about
alarm systems, behavior modification, motivational coun-
seling, comprehensive education, and case managerent

that keeps them in the office for 45 minutes?

[ know the comprehensive approach is what they
need, but as a busy clinician I may not have the time ro
impart all the information as often as may be necessary.
I'm certainly not able to give them case management in
the home or any other individualized long-term follow-
up. Therefore, I frequently refer the family directly to a
specialized agency with appropriate expertise. If | make a
specific referral with explicit prescribing instructions,
some or all of the cost will usually be covered by an in-
surer or managed care organization.

Dr. Golbin: For primary care physicians, we propose a
simiple and- practical approach. I ask three questions. Is
there a famxl‘y history of enuresis? Does the child sleep -

1e child from slumber at the time of wet-
g ting? The answers to these are eﬁough to
-enable me to place an enuretic child into
- one of the five categories that predict the
B efficacy of pharmacologic and nonphar-
- macologic interventions (see page 26).

On bypnotherapy and enuresis
- control. ..

~Dr. Jacobs: Should hypnetherapy tech-
| n quesbeparto a-'mmmgement progz‘am’ o

" Dr. Faber: Using education, reinforce-
ment, and relaxation-imagery, combined

:.wnh 'Eos _case management, the primary care clinician-
 can achieve success in more than 75% to 80% of children
with PNE.® A general pediatrician or family physician can

use hy pnmherapy -based methods of enuresis control fairly
easily by helping the child relax, encouraging him or her
to focus on an internal image, and then going through a
sequence of imagery and suggestion that appeals to the child
{see "Hypnotherapy: Why Not Use Imagery and Relaxation
in Primary Care?"” page 29).
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POINT OF VIEW:
THE TAKE-HOME MESSAGE

Each faculty member expresses his bottom-line view of how to approach enuresis
control practically and cost-consciously in primary care

Dr. Faber: Primary care physicians are well equipped to
handle virtually all cases of PNE and most children with
secondary enuresis. Ruling out sig-
nificant disease is straightforward if
one looks for evidence of urinary
tract infection, diabetes insipidus,.
diabetes mellitus, hyperthyroidism,
neurologic disease, developmental
delay, and constipation. The phy- |
sician's unique respcziéibﬂity is to ex~ |
plain enuresis and dispel the myths §
that surround it.

Drawings help children understand what is happem
ing in their bodies, and techniques such as charting their
dry nights, reinforcing their successes, hypnotherapy with
relaxation and imaging, assigning responsibility for clean-
up without punitive implications, and simple, inexpen-

__sive alarm systems are effective. The challenge of enuresis
“provides a Wonderfai opportunity for children to learn

about controlhng their own bodies. This alone increases
self-esteem. Office management of PNE also allows pri-
mary care physicians to enhance their skills in training
children in self-regulation and relaxation techniques, be-
havioral approaches that are useful in pain management,
anxiety reduction, and other common challenges.

Dr, Golbin: Enuresis is a common
§ problem, but its pathogenesis 1s dif-
ficult to explain. While the problem
" is usually self-Hmited and primary
care physicians can treal most enuretic
- children, the connection between en-
- uresis and disordered sleep is 100
strong to ignore. Use of alarms and
forced awakening alone can cause

morte problems than they solve in certain children. A com-
prehensive program based on education, behavior modi-
fication, judicious medication use, and individualized case
management is often the most effective cost-saving ap-

- proach.

* Dr. Jaeobs: It is incumbent on the primary care physu:ian_f :
“to teach the family that along with
- achieving control of nighttime uri-

nation there is anger and hostility
that needs to be defused and dam-
age two the child’s seif-esteem that
needs to be repaired. When drug
therapy is used for short-term con- |,
wol by 2 physician cognizant of the |
risks, itis appropriate and safe. There 1l _
is no place for high-technology evaluation az;d therapy in-

"PNE, but comprehensive enuresis education and behavior.
modzﬁcatzon programs with individual case- -management
'folloW«ap can be worth their expense for certain families.

Dr. Kﬁgan ’E‘reatment programs need to be individualized.
I have no doubt that, in certain fami-
lies, an alarm-based approach works
well, and that in others, the effective
| solution will be comprehensive edu-
cation and intensive case-manage-
ment support. I also think that in
carefully selected situations, there is
NO reason Not to use imipramine or
: desmopressin. The child with any
type of dayume voiding problem, however, is a candidate
for closer evaluation and follow-up. The key is to look for
patterns in the history and physical examination findings,
voiding episodes, and behavior of the child and family.
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Dr. Saltzman: First, it is imperative that by the time a child
reaches 3 years of age, the pediatrician or family physi-
cian ask about bed-wetting during routine office visits
and take steps to promote the alleviation of famﬂ) and
marital stress when enuresis is uncovered. Help-
ing the enuretic child understand the problem -
is appropriate and productive; casting blame by -
the parents—on the child or on each other—is §
not. Second, try 1o raise the epuretic child’s seif—f-
esteem and normalize intrafamily dynamics. M
Third, consider age-appropriate interventions
that are most beneficial and least harmful.
After the results of history-taking, physi-
cal examination (including pelvic evaluation for c]:n dl‘en
of both saxes) and some simple laboratory work are re-
viewed to rule out camphcazed or secondary enuresis, the
therapy of chm{:e is a compzehenswe approach- that in-
cludes education forthe child and the family, a bed-wet-

ting alarm used correctly, reinforcement when dryness is
achieved, assignment to the child of some responsibility
in morning cleanup, and some form of counseling or in-
dividualized attention. It's not easy for a child to help with
_ the laundering of the wet bedding and to take a
© bath every morning on a school day, but it is
* important that the enuretic child have respon-
- sibility without guilt.

: This usually requires no more than 6
. months of a physician’s attention, and the time
~and the effort spent are well rewarded by the
happiness of the child and family. Even if an
- outside agency is consulted to provide compre-
henswe education, behavior modification, motivational
counsehng and close case management, the overall cost -

is far less than would be incurred through mapproprzate

referral to medical subspecialists, psychiatric therapy later-
in life to repair daraged self-esteem, and divorce attorneys.

ENURESIS CONTROL
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APPENDIX

DISORDERED SLEEP AND ENURESIS:
A NEW UNDERSTANDING?

t the Sleep & Behavioral Medicine Institute in
A Chicago, Alexander Z. Golbin, MD, PhD, and his

colleagues have made significant advances in the
understanding of the pathophysiology of PNE and how
PNEmay be a form of disordered sleep.” They have devel-
oped a means of classifying enuretic children into catego-
ries that may be useful for determining which interven-
tions are likely to be effective.

Characteristics of Enuretic Children
Enuresis is a complicated syndrome that comprises a broad
constellation of signs and symptoms. Not all signs and
symptoms are displayed by every child who wets. The es-
sential spectrum of symptoms includes:

* Spontaneous, involuntary urination during sleep

This differs fromivoluntary urination when awake ~

 in that nocturnal enuresis is'a paroxysmal (sud-
den) brief outburst, usually of a large quantity of
urine, without movernents of pelvic muscles.

+ Deviation of sleep patterns Enuretic children dis-
play a wide variety of sleep disturbances that can
be witnessed clinically at home and that can be
registered and documented in a sleep laboratory.

* Deviation of daytime alertness and/or motor be-
havior Changes in levels of alertness include hy-
peractivity, motor retardation, clumsiness, emo-
tional instability, fears, inattention, daydreaming,
tantrums, daytime sleepiness, and oppositional
defiant reactions.

* A very sensitive attitude toward the affliction, or,
paradoxically, a totally indiffereat attitude Some
children, even those over age 10, appear not o
care about their bed-wetting, or exhibit complete

denial of any problem. Others react painfully, to
the point of making suicide attempts.

+ Therapeutic resistance aad spontaneous resolu-
tion Some enuretic children resist the most seem-
ingly appropriate or typically effective therapies,
then suddenly exhibit a2 spontaneous disappear-
ance of PNE.

Enuresis and Sleep Stages

Dr. Golbin finds that the act of bed-wetting is associated
with switching of sleep stages and that enuretic children
cormmonly exhibit other parasomnias. These may include
an increase or decrease in sleep latency (period of falling
asleep), abnormally deep or restless sleep, and other
parasomnias such as sleepwalking, sleeptalking, bruxism,

confusmnal arcmsals night terrors, and mghtmares These L

sleep deviations develop before bed-wetting, Dr. Golbin’s
findings support the idea that sleep deviations are the pri-
mary factor producing PNE, not the other way around.

When enuretics undergo sleep studies, wetting tends
to occur during the so-called paroxysmal delta stage of
sleep, which may be deeper and more prolonged than it
usually is in children who do not wet. Nocturnal wetting
partially arouses the child (Figure 4).This observation pro-
vides clinical corroboration for parental reports that their
enuretic children are deep sleepers.

After the wetting episode, sleep architecture improves,
with more normal sleep stages. This cycle may repeat, with
another segment of abnormal (extra deep and extra long)
delta sleep, followed by partial arcusal and normalization
of sleep structure.

Therapies that help normalize sleep architecture are
capable of reducing or eliminating PNE. Alarms, for ex-
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Figure 4—Enuresis may be 2 compensatory reaction 1o 2 long and deep paroxysmal delta stage of sleep, as this somnogram suggests. According to ongoing
research into the link between-disordered sleep and enuresis, involuntary voiding cceurs at the end of the first stage of delta sleep, which in some enuretic
childsen is abnormally long and deep. Many enuretic children pass dlrectix into stage 4 sleep without the brief plateauing at each level that characterizes
normal sleep, and they do not enter the mpxd«eye«movemem {REM) phase of sleep as often as children who sleep normallv and are not enuretic.

Nocturnal voiding partially rouses the child, normalizing sleep architectuse at least to some extent. i enuresis is prevented in children whose sleep is
disordered in this way, other parasomnias can develop to serve the same compensatory function, Alarms may be beneficial as part of 4 comprehensive treaiment
program because they magnify the effect of the enuresis itself, ensuring the full awakening of the child. Alarms by themselves are frequently ineffective and

may be harmful. Source: Alexander Z. Golbin, MD, PhD.

ample, help arouse the child from abnormal deep sleep,

and their mechanism of action can be’ interpreted: within
' child’s sleep pattern. This is the reason the awakened child

the context 6f mampulatmg abnormal sleep architecture.
Imipramine also acts to normalize delta sleep. On the other
hand, treatments that initially decrease enuresis, such as
desmopressin or alarms used alone, have a short-term
impact but no effect on sleep architecture. In fact, accord-
ing to Dr. Golbin, drugs and alarms used alone may in-
duce other parasomnias.

The pathophysiclogy of PNE, in Dr. Golbin's view,
lies in abnormal biorhythms in sleep. Enuresis might be
the body's compensatory reaction (o abnormally long and
deep delia stages of sleep. This compensatory model pos-
its that wetting produces a partial arousal that tends to
normalize the pattern of sleep. The key to management of
PNE, therefore, may e in the regulation and normaliza-
tion of sleep architecrure.

These data suggest that some bed-wetters should not
be awakened completely from sleep because a forced awak-

ening will not correct the distortions in the sleep pattern.
Rather, it wﬂl lead 1o ever greater dlsorgamzauon of the

typically urinates again as soon as he or she falls asleep.
This is also the reason PNE disappears spontaneously when
the sleep mechanism matures—its compensatory func-
tion is no longer needed.

Clinical Implications

PNE needs to be treated differenty in different children,
depending on the specific symprom complex, genetic
patzern, and sleep disturbance that are involved. Dr. Golbin's
research suggests that five forms of enuresis exist, based
on the clinical picture, type of sleep architecture, and the
patient’s response to treatment:

1. Familial enuresis This is the most common cat-
egory, affecting predominantly boys between 9 and 10
years of age who are deep sleepers. The family history will
rturn up many bed-wetters. Farnilial enuretics may fall
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Table 5—Differences in Treatment Responses Among the Diiferent Types of Enuresis

Types of Enuresis*

Treatment Procedures H 2 3 4 5
Behavior modification Calendars with siars and stickers - + o " —
Bed-wetting alarm - — . " -
Bladder exercises + + ++ - +
Autosuggestion + ++ o + -
Hypoatherapy + ++ ERA + +
Psychiotherapy - - e - —
Medication Imipramine ++ - - o -
Desmopressin nasal spray et + + ++ +

*Types of enuresis: Symbols:

L. Familfal ~  Not effective
2. Diathetic +  Effective

3. Reactive ++ Highly effective
4. Endocrinopathic

5. Organic

Sourze: Mexander 7. Golbin, MD, PR

deeply asleep almost instantly. They may be somewhat
hyperactive and respond well to imipramine and desmo-
pressin but react poorly (o enuresis alarms. Hypnotherapy,

.autosuggestzon and’ b%adder exercises may be he}pfui for -

familial enuretics.

2. “Diathetic” enuresis Diathetic enuretics are pre-
dominantly girls without a farily history of enuresis. They
are often very thin. They may present with numerous psy-
chosomatic symptoms, ﬂ-lergies, and histories of recur-
rent urinary tract infections. Their frequency of bed-wet-
ting can depend on the weather and water intake, They
also may have smaller than normal bladder capacities and
be restless sleepers, with unusually long first stages of sleep.
They usually respond mildly o therapy with imipramine
but not to alarms. Desmopressin is partially effective for
short-term control. Autosuggestion and hypnotherapy are
usually effective, and reinforcement from calendars with
stickers may help, as may warm covers and a hot bath.

3. “Beactive” enuresis Usually, reactive enuresis is a
secondary rather than a primary form of enuresis, and
often develops after a reaction to emotional rauma, such

as may occur at residential schools or sleepaway camps.
Reactive enuretics’ sleep is characterized by reduced deep
delta sleep, a predominance of light sieep, and reduced

rapid-eye-movement (REM) sleep. Children prone to re-

active enuresis ate restless sleepers who urinate frequently
and respond particularly well to a program that includes a
bed-wetting alarm, but not to imipramine. They also re-
spond well to psychotherapy, education about enuresis,
reinforcement teéhnigaes, and bladder exercises. Desmo-
pressin may be helpful for short-term control.

4. “Endocrinopathic” enuresis This is related to pa-
tients who are overweight. Deep sleepers with reduced
but paroxysmal delta sleep, they typically urinate fre-
quently. They respond well to imipramine and desmo-
pressin for short-term control, less well to alarms, auto-
suggestion, and hypnotherapy. Restriction of salt and
water before bed may be helpful.

5. “Organic” enuresis Patients with a history of neu-
rologic problems (such as epilepsy, head trauma, and those
associated with craniofacial dysmorphisms) are called or-
ganic enuretics. These patients are predominantly boys who

ENURESIS CONTROL IN PRIMARY CARE
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are restless sleepers with markedly reduced REM sleep and
who resist attempts at control both by alarms and by medi-
cation with imipramine, Desmopressin, bladder exercises,
and hypnotherapy may produce partial success in these
children.

The practical implication of this classification scheme,
according to Dr. Golbin, is that once the physician and
parents have identified which category most closely de-
scribes the enuretic child, they can initially select the phar-
macologic and nonpharmacologic interventions most
likely to help the child achieve nighttime control.

Dr. Golbin’s clinical correlations aré summarized in

Table S. His advice is to try several strategies. For example,
if the child has a family history of wetting and appears to
fall deeply asleep rapidly, consider changing the child’s
position approximately 60 to 90 minutes after the onset
of sleep. If the child is repositioned at that time to lying
on one side instead of lying on the back or stomach, sleep
may be switched to lighter stages, reducing the likelthood
of enuresis. Alternatively, the child with reactive enuresis
is likely to benefit from a program that includes a bed-
wetting alarm and psychotherapy but may not do well
with imipramine. The goal of treatment is to stabilize the
patient’s sleep patterns.

ENURESIS CONTROL IN PRIMARY CARE
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HYPNOTHERAPY: WHY NOT USE IMAGERY
AND RELAXATION IN PRIMARY CARE?

ehavioral pediatrician Scott H. Faber, MD, of Rain-
Bb(}w Babies' and Children’s Hospital and Case

Western Reserve University School of Medicine
in Cleveland, encourages general pediatiicians and fam-
ily physicians to take a page from the behavioral/devel-
opmental pediairician’s book and use techniques based
on hypnotherapy to help children older than 5 years with
PNE to attain mghztﬂne control. According to Dr. Faber,
an interested clinician can become proficient in the use of
imagery, relaxation, and suggestion for this problem in
several days For pediatricians who are mtez‘ested in delv-
ing deeper into medical hy;mos,ls Dr. Faber suggests the
3-day practical course given by the Society for Develop-
mental and Behavioral Pediatrics. He also recommends
these published materials:

Olness X, Kohen D. Hypnosis and Hypnotherapy With Chil-
dren. 3rd ed. New York, NY: The Guilford Press; 1996.The
classic textbook on hypnotherapy in pediatrics.

Sugarman LI: Hypnosis: teaching children self-regu-
lation. Pediatr Rev. 1996;17(1):5-11. The latest review ar-
- ticle, and a'reflection caf the fact that hypﬁasxs techmgues '
have been mainstreamed iito genera% pediatrics.” a

Basics of Imagery, Relaxation, and Suggestion

When a child is relaxed and cooperative, formal hypnotic
induction is not always necessary to achieve the thera-
peutic goal in enuresis management. Most pediatricians
and family physicians know full well the power of imagi-
nation in communicating important clinical messages to
their patients. In the office, let the child imagine that he
or she feels the urge to urinate but then holds the urine in
the bladder, and takes the appropriate steps to avoid wet-
ting the bed.

The ability to imagine controlling the bladder requires
age-appropriate explanations of how the brain and blad-
der are connected and how they communicate. Taking the
miystery out of enuresis through education is essential no
matter what the age of the child. Even for a very voung

child, a drawing of the brain, spinal cord, bladder, and
urethra is helpful (Figure 5). The child is encouraged to
take the drawings home and 10 make his or her own ver-
sions at home.

Dr. Faber explains to the child that bed-wetting is a
communication problem between the brain and the blad-
der. He makes clear, in age-appropriate language, that blad-
der control comes with maturity and that bed-wetting does
not mean the child is bad or “wrong” in any way With
the youngest children he treats, he uses “kidspeak,” but
once children are in the second or third grade, they can

‘begin understanding terms such as urine, bladder, nerves,

and brain,

In addition to using drawings, Dr. Faber sometimes
touches the child’s head, then moves his hand down along
the spine, and when he gets toward the base of the spine
he says: “There’s the connection, right there, to where you
hold your urine.”

To relax the child into a state in which imagery and
suggestion can be effective, Dr. Faber engages the child in

a quiet, peacefui and nozzthreatemﬁg mannet In hig own 70

words: “I'play with the'child: Tt's a bitlike a dance, where -
we both get into the same rhythm. Sometimes just having
the child focus on breathing will do it. Then I encourage
the child to go—in the imagination, of course—to a spe- -
cial place where he or she can concentrate on an internal
vision, any internal image the child is comfortable with.”
At that point, Dr. Faber focuses the child on the bladder-
brain connection or the urge to urinate.

For example, the child can simply imagine that it's
the middle of the night, think about feeling the need to
urinate, and then concentrate an keeping the urine in the
bladder. Then Dr. Faber will have the child imagine get-
ting up, walking to the bathroom, urinating, and return-
ing to a dry bed. He will go through this exercise once or
twice with the child in cne session.

More playfully, a child can be a Superhero, pilot, or
an astronaut. In one effective scenario, the child can imag-
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[ was dry
all night!

The brain talks
to the biadder,
and the bladder
tatks 1o the brain.

Nerves from brain to
bladder {go behind
the heart!)

Kidueys:
art: bl
1) “Clean” the Heart: pumps blood
blood Tubes carrving
2) Make vrine blood

Ureters: tubes i)eaveer;
the kidneys and the

Nerves from brain hladder

1o bladder

Gate or door on bladder,

Bladder:
" which can be controlled

expands to —
hold urine

Urethra: tube the urine
goes through

Figure 5. The brain-bladder connection. Adapted from™. [© 1996. Health
Communications, Inc. This patient education illustration may be photocopied
by physicians for distribution to their patients. Written permission is required
for any other use.]

ine riding in the Batcar with Batman and getting the urge
to urinate. The imagery here can go in either of two ways,
both accepiable. The child can say: “You know, Batman, I
feel the need o pee, but I'm going to hold it in while we
ride in your car” Alternatively, the child can say: “Pull the
Batcar over, Batman, and wait while [ go to the bathroom.”
Either way, the car—a metaphor for the bed——remains dry.

Hypnotherapy in a Comprehensive PNE Treatment
Program
Imagery, relaxation, and suggestion, according to Dr. Faber,
are best employed within a larger context of education,
demystification, counseling, and behavior modification.
His treatment protocol for PNE generally comprises six
steps and is effective in significantly improving PNEin
approximately 80% of children, with the occasional neeci
to repeat the program: _
= Explain enuresis in an age-appropriate way, $0 ;the___
problem is demystified and the emotional baggage
of guilt and blame are eliminated.

* Implement a reinforcement calendar for tracking
“dry nights” and celebrating dryness the follow-
ing morning The calendar fearures the child’s fa-
vorite theme stickers.

* Prescribe an inexpensive bed-wetting alarm and
educate the family and child about its correct use.

© . »:“Assign age-appropriate cleanup responsxbihty m--';.
" the child without punitive intent. L
* Begin working with the child on relaxation, im-
agery, and suggestion.
*+ Have the child practice imagery at home. It is im-
portant that the parent not remind the child to prac-
tice. The child can draw a "reminder picture” in
the office and place it in his bedroom. The imag-
ery practice is often crucial to achieving control
in PNE. It can be done alone, or with a parent if
the family mood is positive, reflecting enjoyment
rather than tension.
Once the child is able to practice imagery at home,
Dr. Faber schedules office visits monthly or less frequently.

For physicians who do not have the time or inclina-
ton to provide this type of teatment, Dr. Faber recom-
mends referral to a behavioral/developmental pediatri-
cian or clinic with experience in hypnotherapy.
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G



Resources when considering hypnotherapy for an  Hypnosis, the Society for Clinical and Experimental Hyp-
enuretic child include the Society for Developmental and  nosis, and the American Board of Medical Hypnosis.
Behavioral Pediatrics, the American Society of Clinical
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EDUCATIONAL APPROACHES TO
BEHAVIOR MODIFICATION

ed-wetting, as the entire faculty of this symposium

agrees, is a common problem. For example, over a

period of 18 months, Pacific International, Ltd., a
commercial agency that provides individualized educa-
tion, behavior modification, and case management at
home, received more than 250,000 inquiries from fami-
lies seeking help for bed-wetiing—almost 500 per day
every day.**

Akey element inenuresis education is operative right
at the beginning: Many people do not appreciate the
significance of the condition. Educating the medical pro-
fession about contemporary thinking in enuresis manage-
ment, according to the symposium faculty, is as impor-
tant as educating the public.

The damage to a child’s self-esteem incurred by un-
controlled enuresis far exceeds the toll taken through ex-
wra laundering and loss of sleep. Merely outgrowing bed-
wetting does not allow a former enuretic to leave behind
the emotional baggage of low self-image. The scientific

*data.point strongly to the conclusion that willful wetting,.

*weak muscles; azzé smali bladders play o:;}y small roies in
the etiology of enuresis, but countess children suffer
emotional damage needlessly from guilt or punitive physi-
cal abuse.

Fmerging evidence suggests that disordered sleep is
a significant factor in enuresis etiology. The World Health
Organization has classified nocturnal enuresis as a
parasomnia, and the Association of Sleep Disorders Cen-
ters defines bed-wetting after age 3 as a disorder. No one,
however, knows the real reason for most PNE. For many
patients, however, such etiologic precision does not mat-
ter as long as potentially serious medical and behavioral
probiems are ruled out by an experienced physician.

The majority of children can be helped to control
enuresis by a combination of age-appropriate education
and demystification, family education, relaxation—imag-
ery techniques, correction of poor intrafamily dynamics,
and some cambination of behavior modification and mo-

tivational counseling Although none of this is beyond the
capabilities and skills of a family physician or pediatri-
cian, not all clinicians have the time to devote to the
ermuretic child and his or her family that will ensure 2 good
result.

According to Edward J. Saltzman, MD, clinical pro-
fessor of pediatrics at the University of Miami (Fla.) School
of Medicine, and chairman of the American Academy of
Pediatrics’ Section on Administration and Practice Man—
agement, busy clinicians can lead their patients o high-~
quality and individualized care by turning to agencies that
specialize in such comprehensive programs and have the -
personnel to achieve guaranteed results in patient after
patient. Comprehensive education and behavior modifi-
cation programs can be structured in various ways. The

‘objective is to give the child as much attention as neces-

sary, help the family recognize and correct developing psy-
chopathology secondary to the presence of enuresis and
the stresses it creates, and address recidivism in enuresis
control promptly before a,ii precedlng effort is rendered a .
waste: L : S
Such agencies deal mth enuresis managem&nt from™ "
an educational and motivational point of view, not a strictly
medical one, so the diagnosis of PNE and the rule-out of
serious underlying pathologic conditions by an experi-
enced physician is of paramount importance. Full-service
agencies that offer enuresis control programs, according
to-the symposium faculty, should be multifaceted, be ca-
pable of providing completely individualized care, and have
the professionalism and integrity to reject cases that do
not conform to strictly defined uncomplicated PNE on
physical or psychological grounds. For example, if a bed-
wetting alarm is deemed to be appropriate, then the pro-
gram is obligated to offer the education necessary to use
the alarm correctly, the data collection tools to track the
information the alarm provides {such as frequency of
wetting, spot size of wetting, time of wetting, and whether
the alarm woke the child}, the specific response to any
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child’s individualized needs, and the means to reinforce
progress so contrel is maintained.

The typical program begins with an initial screening
of the child and family by a trained professional. A protwo-
col based on nonpharmacologic methods of treamment is
then developed for the child. Intrafamily dynamics are
addressed as necessary, and age-appropriate explanations
are provided so the child feels no guilt or shame about his
or her bodily function and the undesirable wetting Aware-
ness of the sensation of bladder fullness and the need to
urinate is cultivated, using imagery and other teaching
techniques that enable the child to exert deliberate con-
trol.

Continuous reinforcement by agency representatives
of the rewards and positive feelings associated with achiev-
ing enuresis control maximizes compliance with instruc-
tons, Family members or case managers keep in close
contact with the agency by submitting progress reports at
predetermined intervals.

An enuretic child is declared dry after a target num-
ber of consecutive nights pass without wetting. Usually
this ranges from 30 to 60 nights. In the event of relapse—
reemergence of PNE within months or years of achieving
dryness—the case management agency can provide rein-
forcement for its partially successful behavior modifica-
tion and motivational counseling techniques.

ENURESIS CONTROL
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ENURESIS CONTROL THROUGH CASE
MANAGEMENT

he following is one type of case managernent ap-

proach, involving comprehensive education for

_ the child and the family plus the full range of be-
havior modification and motivational counseling, thar has
been associated with high success rates in controlling
PNE.**

L. Immediate: The child’s primary care physician or other
-clinician screens to rule out secondary and complicated
enuresis.

1L Immediate: The case management agency representa- .
ive makes an initial home visit,

.+ A The representative takes the history of the patient
and the family, : L '
B The representative offers enuresis education at the
- appropriate level of detail to the child and the famnily.
- C. The representative explains how enuresis can be
-controlled with combined nonpharmacologic methods,

-D. The representative provides motivational counsel-
ing to maximize compliance with an individualized en.
uresis control program.

-+ E. The representative monitors the child’s progress

col daﬂy:':;ﬁj; 4105 days——or. fonger if necessary-—to he
sure that; the. enuresis ‘control prograim is being applied
correctly.

ENURESTS CONTROL |
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and the family’s _comprehansipn,of the treatment proto- -

1. As needed, usually 4 10 6 months: Progress reports are
made by the family to the agency every 2 weeks, and new
instructions and procedures designed to fit the child's wer-
ting pattern are developed, w

A A case manager is assigned.

B. The case manager gives specific instructions and
written guidelines to the child and family.

€. The child and family communicate questions and
problems to the agency through the case manager.

D. The case manager provides special services as nec-
essary to help the child with enuresis meet his or her pre-
détermjnéd dryness abjectives.

IV, Indefinitely as Aecessary to completion and satisfac.
tion: Awtainment of better and more normal sleep,

E. The enuresis control process is intended 1o im-
prove sleep quality as well ag prevent bed-wetting,

E Individualized instructions from the case manager
are assessed and modified every 7 weeks.

V. “Graduation” on reaching and maintaining the goal:
Announcement of success after 2 predetermined accept-
able period of dryness is achieved,

G. Final instructions are given 1o guard against recur-

:rg:ncc,__

v H.::Fbﬂowmp is provided by the agency, either by the
CAse manager or a supervisor, for at least 2 years to ensure
that relapse does not occur
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REASONABLE EXPECTATIONS AND A TIME
LINE FOR HOME CARE

PNE to take on whatever role is necessary depending on the characteristics of

the enuretic child in question and the child’s response to previous and present
therapy. A reputable case management agency is able to offer whatever mode of
therapy a particular child needs. Some children need exercises in holding their urine.
Other children need bed-wetting alarms. Still others benefit from imagery and be-
havior modification techniques. Families also differ in the nature and extent of edu-
cation, counseling, and other interventions they need to defuse a situation that cen-
ters around 2 bed-wetting child.

Most primary care physicians who are comumitted to helping children over-
come PNE should be able to achieve a high success rate, according to Scott H. Faber,
MD, the behavioral/developmental pediatrician on the symposium faculty. Simply
with conventional methods comprising demystification, family education, bed-wet-
ting alarms (used correctly in the context of a comprehensive program), cleanup
responsibility, and a reinforcement calendar, physicians can achieve approximately a
60% success rate. Addition of imagery, relaxation, and suggestion can be expected to
raise the figure to about 80%. When initially successful children relapse, re-treat-
ment will usually help the child return to having dry beds. If all physician and family
efforts are initially unsuccessful and the family dynamic is not being affected ad-
versely, a 6-month or 1-year wait before re-treatment can increase the chance of

~ success due to neurologic maturation, renewed motivation, and a reexplanatzon of
S ;;zhe suggested treatment so'the. recommended pmceciures are followed. :
" Most children achieve complete dryness within 4 to 6 months when foﬂow -up -
is provided for 2 years from the time dryness is achieved. Among families that have
reasonably followed through with the enuresis management program provided by
Pacific International, Ltd., that includes close follow-up, the success rate among
children with PNE approaches 98%.2* The anticipated relapse rate following inidal
correction may be expected to be approximately 5%, but better than 95% of the
children who relapse ultimately achieve control when efforts at correction are re-
peated. The dropout rate may reach 8% to 10%, but this may be a misleadingly large
proportion. Typically, 65% to 70% of the dropouts have attained dryness and quit
formal efforts at correction without being involved in further follow-up.

l t is reasonable to expect an agency that provides comprehensive management of
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The faculty for the symposium on the control
of uncomplicated primary nocturnal enuresis
have shared their expertise on current meth-
~ ods for alleviating childhood bed-wetting Their
goal is to give primary care physicians the tools
and guides not only to control the physical as-
pects of enuresis but also to help restore the
child’s self-esteem and improve child/parent/
physician communications. If you have com-
ments on “Enuresis Control in Primary Care”
or questions on enuresis control, please con-
tact Enuresis Control, Health Communications,
Inc., 397 Post Road, Darien, CT 06820-3647.
Telephone: (203) 655-2599; Fax: (203) 656-
2852; E-mail: Info@ Healthcom.com.
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A Critical Review Of Pacific International’s
Correction Process For The Problem Of
Nocturnal Enuresis
By Dr. Douglas Palmenter, Pediatrician

The uniqueness of Pacific International’s ability to correct nocturnal enuresis is its case management.
From beginning to end, Pacific International has a thorough management process for each individual
case.

Pacific's correction rate is 97.9% of the pure cases; that is where the client has sent in the report cards
and followed the program and the procedures.

Definition - We define fﬁﬂction_al nocturnal enuresis as incontinence during sleep in the absence of
organic defect or disease. There is a general agreement that this encompasses more than 97% of all
nocturnal enuresis cases.

Incidence - Statistics on the subject show a considerable variation, approximately 16% between the
ages of 4 and 16 and as high as 20% according to some reports. There is evidence to show that there is
a high percentage of adults still wetting, even though it is supposedly “common knowledge” that it is
outgrown. Thorne's findings.in a study of 1,000 army selectees show that a high percentage continued
into adulthood. Bier, in a study of 1,500,000 men called up for examinations between 1960 and 1962,
revealed that 11% had the problem of enuresis. -~ - SRR s

Pacific International works for-a proper correction; meaning not only a dry child, but one that learns
to sleep better or more normaily.

The introduction of electroencephalography in the early 1950's made possible sleep monitoring of
children with nocturnal enuresis. Early results showed that enuresis occurred during lighter sleep
stages (Ditman L, Blin LA 1955). Broughton 1960 proposed a different theory that enuretics slept
normally but had an abnormal arousal. He described enuresis as an episode beginning in the deepest
sleep stage, from which the enuretics lightened their sleep but were unable to wake up completely.
Mikelsen and Rapoport {1980) did a very extensive study which stated that nocturnal enuresis was
independent of sleep stage and hence could take place during both deep and light sleep.

- The flow chart below provides an illustration of case management-at Pacific International.

 CASE MANAGEMENT

S

SETS UP PROGRAM
PHONE COUNSELING 3-6 DAYS

EXPLANATION
OF CORRECTION

INDIVIDUAL
GUIDANCE

a REVISITS FAMILY
H%ﬁgﬁgﬁ@ﬁiﬁ%ﬁ DECLARATION mva{mmrﬁé CASE
SPECIAL SITUATIONS OF DRYNESS R o RINATES

TWO-YEAR FOLLOW-UP
FOR RECURRENCE




- reinforcement. It

Pacific’s program begins with the Consultant, who educates the parents and provides a basic
understanding of the sleep problem. The Consultant then sets up the program, indoctrinates the
parents and the child together and motivates the enuretic so there is a complete understanding of the
program within the family.

The Consultant then contacts the family the very next morning and calls them a series of three, four,
five or six times. In some instances, they will call for up to two weeks or more to counsel the parent
and enuretic to make sure-the program is running properly and to deal with any problems they may
be encountering. In 1980, J. Bollard and T. Nettlebeck reported “adequate patient-therapist contacts
appedr to be an important factor in the effective treatment of nocturnal enuresis in children when the
treatment is based on the use of a urine-alarm device.”

The Consultant provides proper education, a full explanation of the problem and use of the urine-
alarm, as well as specific procedures and instructions to.carry out the program effectively. The
excitement level and motivation that is created by the Consultant has a tremendous impact on rapid
correction,-as well as reducing the relapse rate. By initiating the correction process properly, they are
~able to circumvent learning obstacles before they occur. A study done by Azrin {1973) found no
reduction of bedwetting by the urine-alarm apparatus unless social and motivational events were
associated with the buzzer. :

After the Consuitam_haréfindoctr_ma_ted-th_a parents-and child, the case i5 assigned to a Case Director.

The Case Director has expertise and training in the art of directing and guiding each case in response.

to.a report card sent in to the Center every two weeks until the enuretic has become dry. =
The urine-alarm is utilized to establish the wetting patfern so the Case Director can properly direct
and guide the enuretic through the program every two weeks (in response to report cards) antil
~.dryness is achieved. The urine-alarm, which is called-a Little Watchman, is used for motivational
purposes. It is utilized 10 obtain data throughout the program until dryness is achieved.

Literature reveals that the initial rate of arrest can be as high as 80-90% with the urine-alarm {Jones
1960, Lovibond 1964, and Yates 187¢). However, relapse rates have been reported to be as high as 69%
when using an alarm only {Young and Turner 1965). Twenty to 25% of the people who inquire of
Pacific International have used a urine-alarm or device previously without success.

It is cruclal to have the child interested and actively involved. in attempting to achieve dryness (Fritz
‘and Armbrust 1982). The child is-encouraged to assume responsibility for his or her enuresis and to be
an active participant.in the treatment program (Marshall and Marshall 1973). This promotes
development of a positive relationship between parents and child and provides: positive.

~discouraged. The child 15 encouraged to:assume responsibility for his or her-own learning.
Responsibility-reinforcement therapy is one form of this approach. “Sensation awareness”, an
improved recognition of bladder sensation and fullness, is another responsibility that the child
assumes {Rushton 1989). ' '

. The Case Director utilizes various methods of reinforcement, including individual instructions,

- continuous reinforcement and over-learning. It is the continuous reinforcement and the over-dearning
of the proper instructions at the proper time which achieves the ultimate correction rate. These
instructions and procedures are sent to the client every two weeks, in response to the client report
cards, instructing both the parent and the enuretic in how to deal with the problem. The instructions
are usually addressed directly to the enuretic for motivational purposes. Parental support, empathy
and patience are key elements in any successful plan of management of the child with enuresis.
Likewise, reassurance, periodic feedback and encouragement of the parents and child are necessary
for optimal results (Rushton 1989). A similar step-by-step program developed by Martin Scharf
utilizing a urine-alarm along with reinforcement techniques, involvement and participation of parent
and chiid has a 91% proven success rate.

[ntermittent reinforcement and over-learning may decrease relapse (Bollard 1982). This, combined
with guidance, is the keystone to achieving a proper correction. This method, which incorporates the
use of the urine-alarm with a variety of other procedures can be closely compared to the enuresis
method developed by Azrin, Sneed and Foxx (1974} which has been reported to be highly effective.

As the program progresses and if more intricate or difficult problems occur, a Client Specialist may
enter the picture and help deal with that individual problem in the case until it is overcome. The case
is then either directed to the end by the Client Specialist or returned to the Case Director. Dry bed
training has been found to be superior to the use of the alarm alone, no treatment, and retention
control training (Azrin, Sneed and Foxx 1974; Azrin and Thienes 1978; Bollard and Woodreffe 1877 and
Doleys, Cominero, Tollison 1977). It also has the lowest rate of relapse of all treatments. A simple
modification of treatment to include a period of over-learning has been found to reduce the relapse
rate substantially {Young and Morgan 1972b, 1972c; Taylor and Turner 1975).

“important 1o clarify that the child is notat fault and punishment for _bedwét_t_in'g’jis' i



The positive reinforcement, combined with the client’s access to either a Gase Director or a Client
Specialist as the program progresses, makes the difference in the correction process as well as
dramatically reducing the high percentage of relapse that exists using an alarm only.

Pacific International also has Field Specialists on staff. These individuals are eminently qualified to go
back to the home and investigate and evaluate a case that has not become dry for whatever reasons.
[f the Field Specialist then believes that the case can be corrected, Pacific indoctrinates and
remotivates boith the enuretic and the parents m a positive manner so they can achieve a quick and
proper correction. :

The case is directed until a declaration of dryness is provided by the Case Director. Pacific requires at
least 30 consecutive nights of dryness before the case is declared dry. Some cases require as long as
40 consecutive nights of dryness and some as Iong as 60 consecutive nights of dryness before the Case
Director declares that case dry. _

When dryness is declared, ﬁnai instructions are provided to the parents for the child to follow for a
period of time to assure there is no regression or recurrence problem.

There is a two gear coverage for reiapse in the event there is a prohiem Ang recurrence is raported
10 the Case DlI‘BCYIOI‘L Center on what are caﬁed “spot cards”

Pasxﬂc has a. reiapse rate {3f 15% These are recorrecmd btj un}xzmg several chfferem methods

1. Some cases recmve mmiorcement pzoced&ms thhout the urme alarm, which clear up the wettmg
and the program itself need not be formally reinitiated.

2. In relapses where there is no apparent indication of what caused the recur, reinstitution of the
program is instigated and a recorrection can be accomplished.

3. Where there is an indication of other problems that may have caused the recurrence, special
procedures are initiated S0 that a recorrection can be accomplished.

- 4. In highly difficult or: intricate cases of Tecurrence, a tev:lsn hy a Consnltani or fiekl Speﬂiaiist may he_.. :

' 'inecessarg 1o remmata the pmgram

5. When a case recurs a number of nmes a comylete mvesugarmn takes piace to dlscover what the
problems are. These cases are called Yo-Yo's and normally a thorough investigation reveals the
problem and a proper correction is achieved. _

If there are individual problems, ccunséling and adjustments help to assure that the individual can
overcome these problems, no matter what they maght be. This is the uniqueness of the correction
process itself.

Summary - A review of literature on the subject reveals that the urine-alarm is able to achieve
dryness with a high percentage of correction. However, the alarm alone carries a high relapse rate.
After reviewing Pacific International’s case management methods from beginning to end, it is noted
that a combination of the alarm and, most importantly, the case direction and motivational
techniques make the difference in achieving and maintaining a proper correction.

Pacific puts the emphasis on a proper correction as weil as a dry bed. The Consultant, the Case
Director and, if necessary, the Client Specialist and/or Field Specialist all play a role in achieving this
objective. The ability and willingness of Pacific to revisit the family, the individual guidance
throughout the program™ until conclusion, the follow-up with final instructions to prevent any
recurrence or relapse, and the two-year coverage of any recurrence problem make the Pacific
correction process superior.

*The fact than many interdependent variables may be involved in the etiology of enuresis requires a
flexible, multidimensional approach 1o its treatment. As Graham (1973b) states, “{trying} to treat ail
cases of enuresis the same way is like a golfer who goes round the course with a single club” (p. 279).
Both are inadequate to the needs of the situation {Sorotzkin 1984).
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Bruxism With Enuresis And Its Inter-Relationship

11 has been reporied that signs and symptoms related to bruxism have been found in up to 78% of the
population. {1}

In a study done by Glaros of 1,052 dental patients, 30.7% either had past or current bruxism. {2}

The literature shows that nocturnal and diurnal bruxism are two different probiems occurring in different
sleep stages with different etiologies. (3, 4, 5, 6, 7)

This review will concentrate upon nocturnal bruxism - its relationship with nocturnal enuresis and its
correction, by utilizing a moisture-sensing alarm along with individualized behavior modification procedures
and support.

Sleep-related bruxism can result in many conditions; for example, symptoms such as pain, or clicking sound,
temporomandibular joint {TMJ) pain, grinding down of the teeth and destruction of dental restoration and,
ultimately, degenerative joint problems. (8)

Reding and Associates found bruxism to occur in all stages of sleep with it being prevalent in stage 2. They
.. reported that little tooth grinding occurred in stage 1, Rapid Eye Movement (REM) stage, which conﬁlc'{s Wlth
-some of the rheones that bmx1sm occurs in light sleep only. (9) _

Ina recent stidy done by Ware and Rugh they uuhzed three dlfferent groups One was a destructzve greup,
- which-had mmplamts of severe TMJ and: masticatory muscle pain believed to be caused by chronic sleep-
related bruxism.. This.group totaled five female patients. The:second group consisted of a sleep group that
was referred for evaluation for either insomnia or excessive daytime sleepiness. They selected for the third
group nine depressed female patients complaining of insomnia, who were included as a control group. {10}

They reported the bruxism in all groups usually was accompanied by general body movement regardless of
its sleep stage relationship. This report hypothesized that REM sleep bruxism results in greater mastxcatory
force and greater stress on the muscles surrounding tissue, teeth and temporomandibular joint. “This greater
force results in the symptoms and. prohie:ms seen in the destructive bruxism group. From the current data, it
appears that as little as one minute of REM sleep bruxism per night may contribute to the destructive
bruxism symptoms.” This study stated the current results suggest that in attempting to study and deal with

*. - the etiology, pathological consequences and: management of these patients 1‘{ mag also he usefui tG
.suhdwme brux1sm into. the stage sf sieep durmg Wmch }J: occurs - SR

Since 1983 hundmds of cases of nocttzrnai enuresis were corrected bg a comprehenszve program using a
moisture-sensing alarm, along with individualized behavior modification and support. A reoccurring
phenomenon was observed. When a case of enuresis was corrected through this method, a high percentage
of the bruxism, night terrors and sleepwalking dissipated and disappeared entirely. After analyzing this for
years, it appeared that there was a relationship between correcting nocturnal enuresis and nocturnal
bruxism as well as other parasomnias.

As a result of our observations, an investigative survey was initiated. 193 cases were surveyed and
interviewed before and after the correction of their nocturnal enuresis. Correction occurred by utilizing a
moisture-sensing alarm, along with individualized behavior modification and support. Management of the
case occurred every two weeks by written instructions, phone calls, utilization of audio cassettes for both
motivation and technique. Procedures were altered to accomplish the correction depending on how the
enuretic was responding to the treatment. Length of correction: 4 cases took 2 months, 36 cases took 3
months, 86 cases took 6 months, 28 cases took 64 months, 12 cases took §5-12 months, 6 cases took over a
year. 122 were male, 71 were female, 10 were adults. All subjects had the problem of bruxism (nocturnal
tooth grinding}. Four cases had night terrors. 100% of the cases reported that their enuretic was initially a
deep, sound sleeper; which they were unable to arouse. After the correction of their enuresis, these results
were reported: 86% of the subjects discontinued or lessened their bruxism. 100% of the night terrors
discontinued. 85% reported that after treatment, they woke up easier in the morning. 69% said that they
could observe a distinct difference in their sleep where they had appeared to sleep very deep before
correction and much lighter after. 78% reported that the subject was easier to wake up at night and 81%
reported they appeared to be more rested. Improvement occurred in their behavior which enhanced their
self-esteem. 79% reported that they could see an improvement in their self-esteem and being proud of
themselves. 79% also reported a better self-image. 27% showed definite improvements in deportment (grades)
and 26% improved in their behavior in school. 50% showed a better ability to follow through after starting a
project or an activity. 27% showed less daydreaming. 60% showed a better attention span. (See chart.)
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193 cases were surveyed and interviewed before and after the correction of their nocturnal enuresis. Correction occurred
by utilizing a moisture sensing alarm, along with individualized behavior modification and support, Management of the
_ case occurred every two weeks by written instructions, phone calls, utilization of audio cassettes for both motivation and
- technique. Procedures were changed to.accomplish the correction depending on how the enuretic was respondingtothe
treatment. 122 were male, 71 were female, 10 were adults. All subjects had the problem of bruxism (pocturnal tooth grinding).

Other investigators have reported similar observations. Clark, Beemsterboer and Rugh utilized nocturnal
electromyographic (EMG) recordings of the massater muscle before and after treatment in 10 heavy bruxism
subjects. The treatment consisted of giving the subjects an auditory feedback signal during sleep, which

- occurred when they clenched with moderate force. Each subject additionally had to perform an arousal task

“every time the signal occurred. Nine of the ten subjects demonstrated a significantly decreased EMG activity

during a contingent auditory feedback signal combined with an arousal task. They reported, “The control of
bruxism during sleep may be similar to the problem of controlling nocturnal enuresis. Both forms of behavior
occurred during sleep without subject awareness.” ( 11) Mowrer and Mowrer (1938) first reported the use of
conditioning procedures to control nocturnal bedwetting. (19) “In the treatment of enuresis, it is a common
practice for the mother to completely arouse the child for several minuies following each event by taking the
child to the lavatory and remaking the bed.” In the treatment of bruxism, on the other hand, subjects had
been allowed to return immediately to sleep following each bruxism episode. Kardachi and Clarke {1977)
reported that the feedback signal used in their study did not even awaken the subjects. [12)

Clark, Beemsterboer and Rugh went on o say, "These results indicate that for our sample group, nocturnal
auditory feedback was cffective in reducing bruxism when it was combined with an arousal task.” (11}

Heller and Strang (1973} employed a sound-sensitive device (13) whereas DeRisi (1970) employed a pressure-
sensitive switch mounted in a bite plate. {14) The methods of Kardachi and Clarke {1977} (12), Butler et al
{1976) {15) and Rugh and Solberg {14975} (16) are very similar in their approach.



In view of our observations and those of other researchers, Pacific International structured a program to
emulate the correction process used to correct nocturnal enuresis. In order to accomplish that, a Galvanic
‘5kin Response Sleep Stage Detector {GSR] was used as a signal device to arouse the bruxator. This replaced
the mositure-sensing device that was utilized in the correction process for enuresis.

The GSR operates by reading the skin resistance bio-chemically when a rapid change occurs in the sleep.
This can be adjusted to the individual differences and works much like a lie detector. This signal enables the
bruxator to wake up-and perform'an arousal task as in the enuretic program.

The program was then structured exactly like the enuretic process in correcting enuresis. A Consultant was
utilized, a case history of the entire {family situation was taken, the Consultant then educated the family and
explained what step-by-step processes would be done and how the program itself would be implemented and
- carried out. The individual hehavior modification process was tailored to the bruxator utilizing support for

© the family and for the bruxator. Management of the case ocourred every two weeks by written instructions,

- phone calls, utilization of audio cassettes when needed for both motivation and technique. Individual

reinforcement and overlearning techniques were utilized. The bruxator was required to drink water before
going to bed and perform awareness tasks to ‘accomplish wakefulness during the process. An investigation of
_diet and the ehmmatlon of exireme uses of caffeme mﬂk produats and sugar. pmdusts was msngated in -
“those mstanc:es whem 0ver~use was ev1dent R

_ 8ix. eases were studzed usmg thzs pr@cess Fwe were femaie and one was male. The age range was between 23

.and 36 with an avemga ‘mean 31. Al of them had heen dzagnesed ‘a8 havmg bruxism and extreme TMJ
symptoms with pain and headanhes Each case was handled individually, dependmg on how long it took 1o
overcome ihe bruxating, the symptoms, etc. One case ook 3 months, two cases took 3% months, two cases
took 6 months and one took 7 months. Each was declared over the problem after the cessation of the TMJ
and bruxing occurred for periods of 30 to 60 days. All six cases were conducted between February of 1989 to
August of 1989. Follow-up investigation; five had no relapse, one had a relapse that was reported. An
investigation of the individual's diet and read}ustmem of it resulted in a curbing of the relapse and the
cessation of the sgmpmms

... Discussion - This survey and investigation indicates there are similarities between nocturnal enuresis and .
nncturnai bmmsm Bg emuia{mg A comprehenswe educamnai prﬁgram, such as utﬂ}.zed in‘the. carrer;tmn oi =
“the 193 enuretics in this survey, we hypothesize that there are similarities and results between the correction
processes for the two maladies.

The similarities may be related to the belief that enuresis occurs in the REM stage as well as other stages.

" Broughton (1967) found that the bedwetter would rise from a deep level of sleep to the REM state, wet and
immediately return to stage 4. (20) The fact that recent studies have shown that the destructive state of
bruxism occurs in the REM stage, may have significant meaning. The fact that other parasomnias, sleep-
walking and night terrors diminish when a comprehensive program for the management of enuresis has been
accomplished may indicate that an approach such as this may be of benefit.

Other investigators reported “Effective treatment of nocturnal bruxism may require more than simple
feedback of the masseter EMG activity. The addition of an arousal task alone also seems insufficient. One of
the more successful freatments of nocturnal enuresis involves an elaborate procedure whereby subjects are
awakened, must change the bed and then practice the positive response of urinating in the toilet. Azrin,
Sneed and Fox (1874) {18) - Nocturnal bruxism may require a similar comprehensive procedure. Self-
administered treatment may require a device that has subjects get up and out of bed and be fully awake
before the machine turns off. Positive practice can then follow, perhaps using a programmed tape with
subsequent automatic resetting of the bio-feedback device as the subject returns to sleep.” (17)

Further studies will be directed at a large number of cases and the effectiveness of a comprehensive
educational behavior modification program that is tailored to the individual bruxator.

Dr. Douglas Palmenter, MD
Medical Director
Pacific International
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m Pacific International is a 48 year -old local
business managing over 10,000 patients
annually with Nocturnal Enuresis
nationwide

® The therapy of choice for Nocturnal
Enuresis is the Bell and Pad program with
behavioral modifications as promded by
Pamﬁc Intematlonal

m Nocturnal Enuresis is documented to
decrease self-esteem and quality of life for
individuals, treatment reverses this. Care
givers spend up to 1,200 additional hours

’*'-'--:"-_'i_"*':annually caring for these chﬂdren |

m Pacific International therapy includes
retreatment for 2 years.

m The Wisconsin Medicaid is currently
paying for the more toxic and costly second
line therapy not the first line therapy.

# Most people are currently treated with drugs

such as DDAVP because of its simplicity and it
is covered by insurance




m Pacific International therapy is a more cost
effective when compared to DDAVP.

Pacific International $2,628/successful

outcome

Oral DDAVP $3,618/successful
outcome

~ Inhaled DDAVP '$5,386/successful

outcome

‘m Children receiving vasopressin has been

~ seizures, 1 death, 10 % hyponatremia and
other adverse advents

‘m While on therapy, up to §5% relapse after
stopping DDAVP.

. associated with 23 hospitalizations from
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History of
Pacific International

Pacific International was oviginally started by Robert C. Stearns in 1951, in the San Francisco Bay

area. Hence, the name Pacific. Mr. Stearns developed and ran the company up uniii 1968,

AL that time the compariy was sold to the order of St. Paul {Catholic Church), and they owned Pacific
International until 1971. It then came back to two brokers named Robert Bernstein and Barry Pearl,
Mr. Stearns, Mr. Bernstein and Mr. Pearl then operated the company up until 1976,

In 1976 Eugene B. Draper bought the company from Bernstein, Pearl & Stearns. Pacific International
is a Wisconsin based corporation and is solely owned by Eugene B. and Pamela Draper.

When Mr. Draper took over the company, the Case Direction Center was located in Wayne,
Pennsylvania. Mr. Draper operated the company along with another Case Direction Center in Nekoosa,
Wisconsin, until 1978, when the Case Direction Center was then moved 1o Nekoosa.

The original Case Direction Center was built in 1982

The old Gase Direction Center, which was located at 311 Tst Street, was abandoned and it then became
the Communication Center at which time sctting the appointments for the Consultant was established
in 1984. M & L Acceptance Corporation, which finances the program for Pacific international, is now

housed at the 311 1st Street iocation.

The Communication Center is responsible for setting all the appointments throughout the United
States and Ganada. They average 400 to 600 appoiniments per week. The new Center haa the capa-

bility of makmg 1 {}{3{3 to 00 appe;ntm(’ms per-week,
The Case Direction Cent‘c: has a staff of 42,

The Communication Center has a staft of 49
M & L Acceptance Corporation hias a stalf of 17.

In the Field, we have between 45 and 60 Gonsultants {salespeople) who market our program directly
in the home. By the E’ 1(1 of 1998, we expect 1o have 75 to 80 Consultants in the Field on a consistent

hasis

In 1998, Pacific International consolidated the Communication Center with the Case Direction Center,
which Is now this entire building. AL that time. the original Case Direction Cenler was renovated and
the expansion of the Case Direction Center continues on the south bank 1o the end of the new build

ing.
On the north bank of the new expansion is the Communication Center.

The expansion of the Case Direction Center enables it to handle up 1o 20,000 cases per vear,
[t currently handles between 7,000 to 8.000 cases per year, and in 1998 we anticipate doing 9.000
to 10,000 cases.

In 1999, we anticipate doing 15.000 cases. and in the vear 2000, we anlicipate doing 20.000 cases.




