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Abstract 
 

This Organisational Development (OD) project centres on the introduction of a  
community nurse-led enuresis (bedwetting) service for children, establishing it as a 
coordinated child health service deemed essential in the Clinical Guideline on the 
Management of Monosymptomatic Enuresis in Ireland (HSE, 2016). The evidence 
clearly identifies that enuresis is detrimentally affecting children and some are 
carrying these effects into adulthood. The aim of this project is to provide enuresis 
services to children in the target Community Healthcare Organisation (CHO) using 
the methodology of the Heath Service Executive (HSE) 2018 Peoples Needs 
Defining Change Model to guide the process. 
An educational programme was provided to Public Health Nurses (PHN’s) and clinic-
leads and a six-month pilot of drop-in clinics were established where eligible children 
received intensive enuresis intervention. The pilot was evaluated and quantitative 
and qualitative data was collated. Pre and post training questionnaires were utilised 
to determine the value of the educational programme. An audit of service user 
satisfaction surveys and a clinical evaluation of charts were completed to determine 
if the objectives of the project were achieved. A critical review of the relevant 
literature informed the design and implementation of the project, highlighted a gap in 
empirical research on enuresis in an Irish context to date, and helped set the 
project’s outcomes in context. 
 
The findings indicated that nurses’ knowledge increased post the educational 
programme, service users were satisfied with the service they received and 
children’s enuresis symptoms improved following the intervention of the clinic.  
 
The development of strong collaborative relationships with key stakeholders resulted 
in all the members of the steering group becoming leaders and taking ownership of 
the advancement of the service. This collective leadership is now at the core of the 
service and will guide its sustainability into the future.  
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Chapter 1 Introduction 

1.1 Introduction 
 

This chapter contains an introduction to the Organisational Development (OD) 

project, the purpose of which was to introduce collaborative nurse-led enuresis 

support in a Metropolitan CHO and establishing it as a coordinated child health 

service deemed essential in the Clinical Guideline on the Management of 

Monosymptomatic Enuresis in Ireland (HSE, 2016). Enuresis is taboo - children often 

suffer in silence and this suffering is often not understood by healthcare 

professionals (MacKinlay, 2007) (Schulpen, 1997) (Dobson, 1990).  Additionally, the 

lack of a consistent integrated enuresis service detrimentally affects the well-being of 

impacted children and their families, limits the effectiveness of Public Health Nursing 

(PHN) staff, and adds unnecessary pressure to General Practitioners (GP) services 

and the acute hospital system. Specifically, the ad hoc nature of enuresis support 

and the lack of PHN training and service guidelines in the CHO has prevented an 

effective child enuresis support service from being provided, which the author 

estimates could be costing parents as much as €18 million and the HSE as much as 

€6 million annually. This first chapter examines the organisational context and 

rationale for the project, provides a project description with aims and objectives and 

ends with a summary and conclusion. 

1.2 Organisation and the Context of the Change 

CHO’s provide healthcare outside of the acute hospital system. Within each CHO, 

PHN is the predominant community nursing service intersecting primary and social 

care and provides services such as health promotion, home and clinic care to the 
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elderly, children and people living with a disability. Although small in its geographic 

area, the subject CHO with 164 PHN staff serves 670,000 people and has the fourth 

largest population nationally (HSE, 2015).  

Although enuresis support was identified as an essential child health service since 

2014, enuresis clinics were operating only in subsections of CHO’s, with none 

available in this metropolitan area and none offered across an entire CHO. 

Additionally, no recommendation has been made regarding how to provide enuresis 

support within the current service model. Key person dependency a lack of 

resources and buy-in from stakeholders contributed to sustainability challenges and 

a lower relative priority accorded to enuresis support. This impacted a range of 

stakeholders from families, PHNs and GP’s to urologists and continence specialist 

nurses across the community and acute sectors.  

The size of the subject CHO, while presenting a challenge in terms of scope of the 

change project, offered an opportunity for creating real impact across a large 

population. The project was timely because of broad PHN support for an enuresis 

service within the CHO and prior successful rollouts of PHN Quality Improvement 

(QI) projects such as the 95% uptake of male catheter insertion available since 2014 

(Regan, 2014).  

1.3 Problem Description  
 

Enuresis is an extensive and distressing condition that has a deep impact 

behaviourally and emotionally (MD & A, 2000) (Redsell & Collier, 2001). Warzak 

(1993) states that children living with enuresis could be at increased risk of abuse 

from family members, leading to a loss of their self-esteem. In Ireland, the HSE 
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estimated the number of minors between 5 and 17 years with enuresis is 68,012, or 

1,474 per 100,000 people (HSE, 2016).  

There is also the logistical challenge for families of accessing support under the 

current service model.  The historical practice whereby the PHN service referred 

impacted children to GP’s, who in turn relied on acute hospitals for intensive 

enuresis support, contributed to waiting times of over two years to see a consultant 

urologist with significant negative consequences for patient satisfaction (Eilers, 

2004). The Outpatient Services Performance Improvement Programme (OSPIP) 

seeks to improve out-patient services and supports the integration of care and its 

delivery in Primary Care Centres (PCC) (HSE, 2016). Furthermore, the effectiveness 

of planned early intervention in enhancing child health has been recognised through 

international studies (Heckman, 2011). Although precise figures are not available 

due to the variability of the current support model (National Institute of Clinical 

Excellence (NICE), 2010), the National Health Service (NHS) concluded in 2010 that 

coordinated treatment of minors with enuresis reduces waiting lists and is cost-

effective compared to an ad hoc approach (Jacques, 2013).  

1.4 The Rationale for Undertaking the Change 

Extrapolating HSE 2016 data, the author estimates that enuresis affects 9,875 of the 

population in the target CHO and the theoretical cost saving to parents and the HSE 

from treating enuresis could be as much as €18 million and €6 million respectively. 

Introducing enuresis clinics would, therefore, enable the PHN service to support a 

large number of children and also reduce costs. The breakdown of these cost 

estimates is described in greater detail in Chapter 2.  
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Given that achieving urinary continence is a normal developmental milestone, the 

majority of children living with enuresis find it a source of shame and embarrassment 

(Landgraf et al., 2004). It severely affects children’s lives socially, emotionally, and 

behaviourally and impacts their families (Landgraf et al., 2004).  

Enuresis is not trivial and requires evaluation and treatment by a trained professional 

(Neveus et al., 2010). According to the Paediatric Continence Forum (2014), minors 

with enuresis should receive an integrated community-based service. While hospital-

based models of care have dominated health service delivery, the concept of who is 

best placed to deliver care safely is at the center of health service reform and has 

caused the evolution of traditional healthcare roles. Role evolution itself is a form of 

disruptive innovation in healthcare, making organisations consider how they conduct 

their business (Christensen, Bohmer, & Kenagy, 2000). Under the framework for 

Improving Quality in our Health Service (2016), continuing to meet the changing 

needs of service users necessitates changes to service models and the traditional 

nursing role (HSE, 2016).  

1.5 Details of Intervention 

First, clinic leads received high-quality evidence-based Enuresis Resource and 

Information Centre (ERIC) training along with intensive coaching from a PHN expert. 

All frontline PHN staff also received ERIC training on supporting basic enuresis 

issues and referring children requiring intensive intervention to the clinic. 

Second, a six-month pilot of drop-in clinics was established in three PCC’s as a trial 

of the new service. The pilot helped quantify expected uptake and initial data would 

be used to garner investment from managers for key staff to run an expanded 
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service. The drop-in format was chosen as a means of making the service as 

accessible as possible for families. 

Third, this project presented an opportunity for the author to develop and apply the 

elements of Transformational Leadership (TL) in order to influence high-quality care 

and successful organisational outcomes (Boamah, Spence Laschinger, Wong, & 

Clarke, 2018). As discussed further in Section 1.7, this demanded that the author 

contemplate and cultivate specific attitudes and behaviours which were crucial to 

effecting a successful transformational change.  

Fourth, in accordance with project due diligence, ethical approval requirements were 

considered. This project received a waiver for ethical approval from the Head of 

Services because its implementation fell under the general quality and safety 

oversight structures within the CHO.  

Finally, the overall project was evaluated using Øvretveit’s Before and After Model of 

Evaluation, with Kirkpatrick’s Four-Level Evaluation Model also being used to 

evaluate the educational component of the project. 

1.6 Aim & Objectives 

1.6.1 Aim: 

 

Provide community enuresis services to children and young people in the target 

CHO. 

1.6.2 Objectives:  
 

1. By June 2018, all clinic leads would receive ERIC and intensive specialist 

training 
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2. By December 2018, 95% of PHN’s would have attended ERIC training with a 

measurable improvement in their knowledge of enuresis evident 

3. By January 2019, a guideline would be signed off and disseminated to all staff 

to ensure an evidence-based enuresis service was established  

4. By February 2019, an audit would be conducted on feedback received from 

the HSE ‘Patient Experience Survey of Primary Care Teams - Your Service 

Your Say: A Survey’ to measure service user satisfaction 

5. By February 2019, a clinical evaluation of five charts would be completed to 

determine if enuresis symptoms have improved following the intervention of 

the clinic 

1.7 The Role of the Author and the Team Involved in the Project  

The author is an Assistant Director of Public Health Nursing (ADPHN), responsible 

for leading the PHN service. The author secured buy-in for the project from senior 

management, procured training funding from the Nursing and Midwifery Planning 

Development Unit (NMPDU) and developed the new service guideline. The author 

also established a Steering Group to track progress and address issues with the 

clinic leads who, as change champions, promoted and ran the service in their local 

areas. The author used the project as an opportunity to develop skills in TL to 

influence safer and better healthcare (Boamah et al., 2018) as follows: 

 Idealised Influence - demonstrating behaviours that encourage followers to 

relate 

 Inspirational Motivation – fostering a culture of positive collaboration among 

stakeholders and encouraging them to share the vision of improving enuresis 

services  
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 Intellectual Stimulation - identifying opportunities to extend the nurse’s role 

 Individualised Consideration – in line with the Sláintecare strategy, striving to 

contribute to changing the organisational culture, encouraging followers to 

look at issues in new ways and paying attention to the concerns and needs of 

followers (Bass & Avolio, 1994).  

1.8 Summary and Conclusion 

Having outlined the project, the relevant organisational context and the specific gap 

being addressed, this chapter introduced the rationale for undertaking this project, 

details and objectives of the intervention and the specific role being played by the 

author in its implementation. The subsequent chapters summarised here will explore 

different aspects of the project using a range of analytical and implementation tools.   

Chapter 2 provides a systemised review of the literature relevant to the project. 

Chapter 3 then identifies the methodology and methods utilised by the author to 

undertake this initiative. Chapter 4 contains an evaluation of the models used, and 

conclusions drawn from the project are described in Chapter 5.  
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Chapter 2 Literature Review 

2.1 Introduction 
 

This chapter contains a literature review which is designed to establish what is 

known and unknown about research in the area of coordinated enuresis support 

(Polit & Beck, 2004). While a systemised literature review includes some 

components of a systematic review process, it is not, however, an exhaustive search 

of the literature due to limitations such as lack of researchers (Grant & Booth, 2009). 

The author has organised the review around three key themes which are explored to 

demonstrate an understanding of the literature and its implications for the project 

both in terms of supporting evidence and any limitations identified. 

2.2 Search Strategy  
 

Data sources for this literature review were accessed using full-text searches of the 

Royal College of Surgeons in Ireland (RCSI) online library tools Medline, PubMed, 

and CINAHL as these databases were deemed appropriate due to their focus on 

healthcare. Google Scholar and the HSE Lenus databases were also accessed. 

Additional records were identified by reviewing the bibliographies of relevant articles 

and previous dissertations. The author also used grey literature from government 

and healthcare publications to support and critically analyse the topic. The search 

terms used were applied by identifying key phrases in the project title as follows:  

 Enuresis OR bedwetting OR incontinence and 

 Child OR children OR young adult OR adolescent OR youth OR minor and  
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 Primary care OR community-based OR QI OR quality improvement OR 

service OR public health nursing.  

The search mainly concentrated on the years 2009-2019, with some older literature 

included that was considered relevant for the project scope. Although the review was 

limited to literature written in the English language, relevant international studies 

translated into English were included.   

A substantial amount of literature totaling 625 articles was identified utilising these 

search terms. As the new enuresis service has specific limitations in its scope of 

support, these limitations were reflected as exclusion filters in the literature review. 

These exclusion criteria for the enuresis service were established to ensure that 

community nurses worked within the confines of their scope of practice given they 

currently have no remit to work one-on-one with children with complex needs who 

are cared for through a different nursing field. Articles that were beyond the scope of 

the project and the literature review were excluded including literature discussing 

enuresis in children with mental health disorders, obesity, sleep disorders, diabetes, 

disabilities, and behavioural or psychological issues. While this approach did align 

with the current PHN remit and helped narrow the scope of the intervention within 

the short six-month project timeline, the author acknowledges the limitations of these 

exclusions. Specifically, the literature recognises that children with additional needs 

often suffer from enuresis and it could be argued the project excluded an already 

marginalised cohort of children because of the exclusion criteria. The range of filters 

used and articles excluded from the literature review are outlined in Figures 1, 2 and 

3.  
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Figure 1:  Screenshot of the Search Strategy 1 

 

 

 

Figure 2:  Screenshot of the Search Strategy 2 
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Figure 3: Prisma Flowchart of Literature Review 
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The author notes the range of terms used to describe the challenge of enuresis and 

the rationale for favouring this term in the literature review. Although enuresis is the 

term used in ERIC training, evidence suggests that bowel and bladder health are 

intrinsically linked. Therefore, the term ‘bowel and bladder health’ rather than 

‘enuresis’ would be more appropriate given that enuresis suggests that the child’s 

issue may only relate to their bladder even though constipation is known as a leading 

cause of bedwetting (B. Cheer, personal communication, November 20th, 2018). 

The author used the term ‘enuresis’ because it is employed more frequently to 

describe this condition in the literature and also returned an abundant volume of 

literature when used as a search term. The author believes that, while choosing 

‘enuresis’ as a primary search term may have excluded some relevant articles, this 

approach did not materially affect the substance of the literature review and the 

conclusions drawn from it. 

2.3 Review of Themes  
 

While the systematic literature review generated many areas of interest, the author 

focused on three themes of inquiry which were most pertinent to the project. The first 

theme concerns the prevalence of enuresis in children and the impact this condition 

has on both children and families. The research clearly identified negative impacts 

and the need to provide a service to meet children’s needs. Although the literature 

did critique the different treatment options available to enuretic children, an 

assessment of this literature was deemed as having minimal value for the project 

given that a national guideline already existed regarding evidence-based treatment 

options.  
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The second theme that emerged is the extent of supports available for children with 

enuresis and discerning which professional, through the lens of disruptive innovation, 

is ideally placed to bridge this gap in care. While selecting this theme puts the option 

of changing the model of health service delivery front and center, it must be 

recognised the evidence to demonstrate that community services have gained 

service user trust is minimal. In response to this critique, patient satisfaction surveys 

where included as part of the evaluation of the project to help address this limitation.  

The third theme is extending the role of the nurse and the related benefits for both 

nurses and service users. The abundant literature on the development of Clinical 

Nurse Specialists (CNS) as an expansion of the nursing role was not reviewed as it 

was deemed initially to be beyond the scope of this six-month initiative. The reason 

for this exclusion was because, without specific evidence of need, there were no 

additional resources available to develop the community-based CNS post within the 

project timeframe. The author acknowledges the limitations of this exclusion given 

that the evaluation of the project as described in Chapter 4 highlights that a CNS is 

an important addition for the new support model to be successful. 

2.3.1 Theme 1 - Prevalence of Enuresis in Children and its Impact 

on Children and their Families 
 

A significant quantity of literature has been published on the topic of enuresis. 

Overall, there is little dispute that enuresis is a material issue with a wide range of 

health and well-being implications. A general consensus gleaned from the relevant 

literature is that the occurrence of enuresis is 10% in 6-7-year-olds, this decreases 

with age, and the effects of this condition are detrimental to children and their 

families. The author notes that research seems focused primarily on the younger 
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cohort of children where enuresis is most prevalent, with relatively less literature 

focused on the less prevalent occurrences of enuresis in teenagers.  

The independent body NICE, responsible in the United Kingdom (UK) for facilitating 

improvement and excellence in health and social care systems, defines enuresis as 

the ‘involuntary wetting during sleep without any inherent suggestion of frequency or 

pathophysiology’ (NICE, 2010, p. 28). Enuresis is more commonly known as 

bedwetting and can occur during the day but is most frequent at night (NICE, 2010). 

Whale, Cramer, Wright, Sanders, and Joinson (2017) and Richardson (2019) 

suggest that enuresis in childhood is extensive and a common chronic condition; 

Heap (2004) and Klein (2001) supports this claim. The prevalence of enuresis is 

greater in males than females (Butler & Heron, 2008) and it is equally common in all 

cultures and social groups (Enuresis leaflet, 2018). Statistically, the number of 

children in Ireland between 5-17-years of age estimated to live with enuresis is 

68,012. Prevalence decreases with age, shifting from 30% at 4.5 years to 9.7% at 

9.6 years (HSE, 2016). While research into enuresis in adolescents is minimal and 

age reduces its prevalence, the frequency and severity of enuresis increases in this 

age group (Von Gontard, Cardozo, Rantell, & Djurhuus, 2017). In 2% of the 

population, enuresis can persist into adulthood - a frequently disregarded statistic 

(Caldwell, 2018) (Hodgkinson, Josephs, & Hegney, 2010). 

The literature shows that enuresis has a significant impact on children and this 

reinforces the necessity for implementing the project. Although internationally 

enuresis is widespread, its impact on children and their families is underestimated 

and often misunderstood (Walle et al., 2017) and this highlights the possible 

trivialisation of the condition. Enuresis is known to be pathologically benign, but the 

underestimated impact of the condition has serious social and psychological 
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ramifications affecting a child’s self-confidence, school grades, and sexual activity in 

later life (Richardson, 2019) (Hodgkinson et al., 2010).  The NICE guidelines on 

enuresis concur stating that enuresis is a widespread and upsetting disorder that has 

a grave impact on children and is stressful for parents (NICE, 2010). Furthermore, 

Al-Zahrani (2017) and  Jönson, Nevéus, Markström, Arnrup, and Bazargani (2017) 

describe enuresis as psychologically and physically upsetting, having profound 

consequences on children such as avoiding peer activities, low self-esteem, and 

increased anxiety due to teasing and bullying from peers. Tu, Baskin, and 

Bridgemohan (2016) and Sapi, Vasconcelos, Silva, Damião, and Silva, (2009) 

recognise that enuresis can predispose children to an increased risk of child abuse 

due to families stress levels.  

The literature also suggests that there is a knowledge gap about the impact of 

enuresis on children. Tappin, Clarke, Ross and Glasgow School Nurse Enuresis 

Team (2003) found in their research that, while GP’s are sympathetic, they 

commonly advise that the child will grow out of enuresis. The project’s aim is heavily 

influenced by the fact that provision of enuresis support is important to parents and 

trivialisation of the condition highlights the knowledge gap regarding the value of 

enuresis support. However, a debated question among professionals is the extent to 

which intervention is required or justified given the natural reduction in the 

prevalence of enuresis with age (ERIC, n.d.). This is a warranted question 

considering the constant demands and the finite resources available to the health 

sector which could play a role in the condition attracting a lower priority relative to 

other more prevalent or serious conditions. For example, enuresis was not identified 

in the Department of Children and Youth Affairs 2016 ‘State of the Nation’s Children-

Health Outcomes’ publication. Given the report provides a detailed outline of 
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children’s lives by presenting key information and data on supports and services in 

areas such as health outcomes (Department of Children and Youth Affairs, 2016), it 

is not clear the basis for enuresis being excluded from the report and if this was 

warranted.  

More broadly, the author notes a relative lack of rigorous empirical articles on the 

prevalence of enuresis and its impact on Irish children and families. All data retrieved 

from Irish publications in this dissertation has been extrapolated from international 

studies. More detailed research is needed on enuresis within the Irish context and 

this dissertation hopes to highlight the research gap and the benefits of improving 

the enuresis support model in Ireland. Furthermore, the lack of precise data within 

the target CHO made it difficult to substantiate the precise numbers affected and the 

costs involved. The project sought to address this challenge by trialing the new drop-

in clinics in three PCC’s in order to help gauge the extent of service demand.  

2.3.2 Theme 2 - Disruptive Innovation 
 

In the past three decades, a number of researchers have identified that enuresis 

services for children should be provided in primary care settings and that 

accessibility to the service was a key consideration. The need for disruptive 

innovation in terms of the clinic setting, care model and accessibility of support, 

therefore, emerged as a second theme in the literature review. 

For context, the Sláintecare strategy adopted by the Department of Health (DOH) 

states that the current healthcare model in Ireland is overly hospital-centric and that 

community-based care services ideally placed to provide care to service users are 

underdeveloped and disjointed (DOH, 2018). Specifically, chronic conditions require 

preventative care and on-going management by services that are close to the 
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service user’s home (DOH, 2018).  This is echoed by Hwang and Christensen (2008) 

who state that healthcare requires redesigning that allows for disruptive innovation to 

occur. According to Christensen et al., (2000), healthcare is expensive and 

intrinsically complex, which often leads to service user dissatisfaction with the 

service. Disruptive innovation as an approach has brought affordability and 

accessibility to business consumers as it simplifies expensive complex services 

converting them to more affordable ones (Hwang & Christensen, 2008) (Rotheram-

Borus, Swendeman, & Chorpita, 2012). Conversely, healthcare remains expensive 

and inaccessible to many service users within the current health service model 

(Hwang & Christensen, 2008).  

Challenging the current support model and considering instead a nurse-led service in 

a primary care setting is a form of disruptive innovation because enuresis services 

have been traditionally available via GP practice’s or acute hospitals only, which has 

presented accessibility and affordability issues for service users. NICE published 

recommendations in its 2010 bedwetting guidelines that enuresis support should be 

provided to children via nurse-led interventions in primary care (Jacques, 2013). 

These guidelines were supported in 2013 by the UK parliament during its review of 

regression in enuresis services (All Party Parliamentary Group for Continence Care, 

2013). As far back as 1993, Paterson concluded that enuresis services should be 

provided by proficient primary care team members, ideally by a named nurse 

(Paterson, 1993).  

In terms of accessibility and affordability, the author was unsuccessful in obtaining 

Irish data related to treating enuresis in the hospital sector but suggests that the 

following UK data could be extrapolated to Ireland. The UK’s Paediatric Continence 

Commissioning Guide (2014) stated that, despite a clear recommendation for 
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enuresis treatment closer to home, a significant number of children continue to be 

seen in a hospital, wasting large sums of NHS funds.  It also suggests that 

community-based services are important for families due to the ease of access, 

treating problems at an early stage and therefore preventing progression and referral 

to secondary care. This reduces expensive visits to A&E and outpatient clinics 

(Paediatric Continence Forum, 2014). They estimated the costs for a child being 

seen in primary care by a nurse as £17.66 per hour (before any other costs). This 

compares to a child seen in the hospital for an outpatient appointment at £108 

(Paediatric Continence Forum, 2014). While these are NHS cost figures from the UK, 

they could be used to approximate figures for the HSE in an Irish context. On the 

bases that a service user would need an appointment once per month, the cost 

saving to the HSE of providing PHN support (£17.66 per visit) instead of outpatient 

appointments (£108 per visit) would be £90. Even if half of the 9,875 population 

estimated to be affected by enuresis in the CHO could receive support for their 

condition from PHN staff, this would represent a theoretical cost saving to the HSE of 

£446,054 which equates to €512,962 per month (or €6,155,544 per annum). 

Although this cost saving is calculated based on several assumptions and data 

estimates, it does indicate a potential large cost saving for the HSE.  Furthermore, 

the mother of a child with enuresis who participated in the project estimated the 

financial cost to her at €1,825 annually considering all costs. Based on the affected 

population estimate for the CHO of 9,875, the author calculates that the potential 

cost to the parents in the CHO of managing the condition is €18,021,875.   

While the author believes that offering a primary care based enuresis clinic provides 

choice, affordability, and accessibility using disruptive innovation as a model, 

relatively little attention has been paid to date in the literature on how to manage the 



31 
 

reconfiguration of enuresis services from a hospital-centered model of care to a 

primary care setting and the impact this has on the key stakeholders. Although 

disruptive innovation is a vessel through which high quality; convenient, low-cost 

healthcare systems can be built (Christensen et al, 2000), acknowledgement must 

be given that challenges such as the service exclusions described in Chapter 1 and 

the lack of CNS involvement could be perceived as adding complexity to the new 

support model. Most notable is the potential differences between doctors and clinic 

leads about appropriate treatment and potential resistance to the expansion of the 

nurses’ role by some doctors (Wilson, Pearson, & Hassey, 2002). Additionally, the 

author acknowledges that supportive leadership would reduce the resistance to 

change and that resistance that is left unchecked; can worsen and become 

detrimental to an organisation (Jones, & Van de Ven, 2016). This highlights the 

importance of leadership as a key component for this project.  

Nevertheless, the author points to the alignment with the Sláintecare strategy and 

prior successful examples of utilising disruptive innovation within the CHO. For 

example, the PHN service led a QI initiative in 2014 to offer male catheter insertion, 

challenging the traditional hospital-based service model and how the service was 

being provided to service users (Regan, 2014). This QI initiative has achieved great 

success to date, with 400 clients now receiving this procedure in the community (G. 

Regan, personal communication, November 22th, 2018). 

2.3.3 Theme 3 - Extending the Role of the Nurse 
 

A number of researchers have reported that enuresis clinics should be provided by 

nurses in community settings and extension of the nursing role has therefore been 

identified as a third theme in the literature review. Tappin et al., (2003) state that 
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there is a requirement for an enuresis service run by a well-trained team of nurses. 

Heap (2004) maintains that nurses employed in primary care settings are ideally 

placed to manage children experiencing enuresis as they are highly trained 

professionals who have trusting relationships with these children and the onward 

referral sources; additionally, they have access to the necessary community 

resources that children may require.  

In 2004 the only published Irish article on the topic discussed a community enuresis 

clinic that was developed in a sub-division of one of Irelands CHO’s. The article 

analysed the throughput of the clinic and researchers believed the configuration of 

the community-based clinic and its approach to enuresis management was very 

successful. Furthermore, the study demonstrated that Monosymptomatic enuresis 

can be managed effectively by nurses providing dedicated clinics in the community 

(Noone, van der Spek, & Waldron, 2011). However, this research is limited in a 

number of ways; the study did not reach its target of 50% success in enuresis 

intervention and has been infrequently cited in the literature since its publication 

which further highlights the shortcoming of Irish literature in the field.   

Overall, the literature highlights the importance of providing enuresis services in the 

community by highly trained professionals. Cutting, Pallant and Cutting (2007) 

suggest that a strong support programme can make the management of enuresis 

less onerous for children. Fleming (2012) supports this opinion stating that 

professionals should offer information, support, advice, and onward referral, stating 

that most community child health services in the UK provide resources and clinics to 

help children with enuresis. Both Jacques (2013) and the 2010 NICE enuresis 

guidelines recommend nurse-led interventions in primary care for children living with 

the condition.  
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Extending the role of the nurse is only possible by first defining the current nursing 

role.  According to Irelands statutory body for nurses and midwives - the Nursing and 

Midwifery Board of Ireland (NMBI) - ‘a nurse promotes health, prevents illness and 

provides care across the continuum of health and social care, caring for people of all 

age groups and communities, sick or well and in all settings’ (Registered Nurse, 

2018). When considering extending the role of a nurse, it is essential to first reflect 

on what he/she is competent to perform. The NMBI defines the scope of practice for 

nurses and midwives as ‘the range of roles, functions, responsibilities, and activities 

which a registered nurse or midwife is educated, competent and has authority to 

perform’ (NMBI, 2018).   

The literature highlights benefits to both service users and nurses of extending the 

nursing role, which is one of the benefits targeted by the project. Senior (2008) 

published a study on the views of practice nurses about expanding their role. Nurses 

described role expansion positively, stating that they were the driving force of the 

change and had increased the quality of care services users received, which in turn 

enhanced their own job satisfaction.  Role extension improves clinicians’ individual 

responsibility, accountability, ownership, and professional autonomy (Fealy et al., 

2018). A systematic Cochrane Review in 2004 analysed the replacement of doctors 

by nurses in primary care, evaluating the impact on the process, quality, and cost of 

care. The review found that there were no significant differences in these measures, 

but that patient satisfaction was higher with nurse-led care. The findings suggest that 

appropriately trained nurses delivering high-quality care achieved equally good 

health outcomes for clients as their medical colleagues. However, the author notes 

that this review was less effective due to a lack of research availability (Laurant, 

Reeves, Hermens, Braspenning, & Sibbald, 2005). 
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Lockwood and Fealy (2008) state that nurses and midwives are expanding their 

scope of professional practice consistently in Ireland but that managers must ensure 

nurses are appropriately educated and trained so that they are competent in 

providing care to the highest of standards. Failure to tackle this can represent an 

obstacle to role expansion and increase the fear of legal consequences which is the 

greatest concern that nurses have when they consider expansion of their role 

(Lockwood & Fealy, 2008). Additionally, extending the role of nurses can be 

facilitated by the enthusiasm and motivation of nurses to improve patient outcomes, 

but this comes with increased risk of nurses being overloaded with work and unable 

to perform all their responsibilities, particularly when budgets are constrained. While 

the author acknowledges the commitment of both senior management and PHN staff 

to undertaking the project, the project was facilitated by reprioritising the workload of 

nurses and this approach cannot be assumed as always feasible, particularly if the 

service is to be expanded and sustained on an on-going basis. 

In terms of implications for the project, previously published studies do not 

incorporate the opinion of community nurses in regard to extending their current role. 

Literature does exist internationally, but successful change does not always replicate 

due to environmental factors unique to specific areas.  As planned in the project, 

specific training and regular engagement with the nurses running the service was 

necessary to support them through the change process. Beyond the scope of this 

literature review is the advancement of this service to an enuresis CNS role in the 

community. It is hoped that this project will strengthen the case for future research 

into a CNS post and nurse prescribing within the community led enuresis clinic. 
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2.4 Summary and Conclusion  
 

In conclusion, it is clear from a review of the relevant literature that enuresis is both a 

prevalent and consequential condition, albeit specific research findings in an Irish 

context are limited. While support and treatment of children and young people living 

with enuresis in Ireland have previously been provided by GP’s and the acute 

hospital sector, the literature supports the view that any competent professional 

healthcare employee can provide enuresis services. Under the nursing scope of 

practice, role extension can occur and disruptive innovation can change the model of 

care which could improve service quality. Nurses who have extended the scope of 

their practice have felt accountable and autonomous which has benefited service 

users. Although the literature on the treatment of enuresis is abundant, there seems 

to be an inadequate interdisciplinary exchange of ideas (Brown, Pope, & Brown, 

2011). The introduction of a collaborative enuresis service is an opportunity to 

address this deficiency for the service user’s benefit and it is hoped that this project 

will support the case for greater research on enuresis in an Irish context.  Having 

reviewed the literature that supports the implementation of this project and 

recognised its limitations, the author will now outline the methodology chosen for 

project implementation.  
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Chapter 3 Organisational Development Process 

3.1 Introduction 

This chapter contains a critical review of approaches to Organisational Development 

and describes the project using the methodology of the 2018 HSE People’s Needs 

Defining Change Model through its key steps of Define, Design and Deliver. This 

chapter reflects on the ethical considerations of the project before providing a 

summary and conclusion. 

3.2 Critical Review of Approaches to Organisational Development 

The process of managing change is a challenging one. Change is not a new concept 

and is ever present in complex organisations (Burnes, 2004b). To identify the 

change model most suitable to guide this project, OD needs to be defined and its 

principles understood. Cummings and Worley (2009) describe OD as a thorough 

attempt to progress an organisations capability to deal with its environment. Senior 

and Swailes (2010) concur and also state that change originates with external 

forces, but its success rests with the people within an organisation. 

Numerous change models were studied to critically review approaches to OD. Kurt 

Lewin first introduced the theory of change in 1947 (Mc Auliffe & Van Vaerenbergh, 

2006). Subsequently, several change models have been developed which exist on 

the continuum between planned and emergent approaches to change. Examples of 

models that are at different points on this continuum highlight that there is no perfect 

change model that is suitable for all OD. Additionally, different components of 

models could be combined to best fit the specific needs of an organisation (Brisson-

Banks, 2010). The author chose to examine Lewin’s Three Phases of Planned 
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Organisational Change (1951) as an example of a planned model of change and 

Kotter’s Eight Steps of Change (1996) which falls along the continuum between 

planned and emergent models. A rationale for adopting an emergent model of 

change to guide this project will then be explained. 

 

Planned change approaches assume the change is a linear, rational, controllable 

process with a beginning, middle, and end (Senior & Swailes, 2010). Kurt Lewin 

developed planned approaches to change including Field Theory, Group Dynamics, 

Action Research and the three-phase model of planned organisational change 

(Burnes, 2004a). This model has received much critique that it assumes 

organisations function in stable conditions, disregards organisational power and 

politics and assumes a hierarchical management approach (Burnes, 2004a) (Senior 

& Swailes, 2010). Healthcare is intrinsically complex and Lewin’s model appears 

overly simplistic for implementation of change within the current healthcare 

environment.  

 

Similarly, John Kotter’s Eight Steps of Change set out specific steps to manage 

change established on the basis that people and organisations generally resist 

change. Appelbaum, Habashy, Malo, and Shafiq (2012) conducted the first formal 

assessment of Kotter's model reviewing the literature for each of its eight steps. 

Literature exists to support most but not all of the steps and its popularity are due to 

its practical and direct layout rather than a systematic agreement of the results 

achieved from its use (Appelbaum et al., 2012). This limitation highlights the need for 

additional research on the model to translate it into change practice (Appelbaum et 

al., 2012).   
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As healthcare services need to be adaptive and responsive to the ever-changing 

needs of service users, any change model used in the current healthcare system 

needs to reflect this. As described in Chapter 1, the project was driven by service 

users and PHN’s alike who identified a gap in enuresis service provision. This 

highlighted the need to use a change model that was centered on the needs of 

service users. 

3.3 Rationale for Selecting HSE People’s Needs Defining Change 

Model (2018)  
 

In contrast to the planned approach described above, emergent change is an open-

ended capricious process with no fixed rules (Senior & Swailes, 2010). People’s 

Needs Defining Change Model (Figure 4) is a whole-system approach to delivering 

change that empowers and joins people together (HSE, 2018).  It is an evidence-

based, coherent and integrated approach to using the collective learning of all 

stakeholders while guiding and supporting staff to become change leaders (HSE, 

2018). As integrated care is a key healthcare priority and forms part of the goal of the 

project, this was a key consideration for the selection of this model.  Additionally, the 

model prioritises peoples’ needs when it defines change, moving the position of 

power from the organisation to the service user (HSE, 2018). Introducing the 

enuresis service aligns with the democratisation of healthcare in recent times (HSE, 

2018) and this ethos was fundamental as to why the model was chosen.  

The methodology and steps of the HSE 2018 change model used to guide the 

process will now be outlined. This model was recently published and the range of 

tools and approaches within its repository are extensive. This required a careful 

selection of the aspects of the model that were most suitable for the scope of the 
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project and is not meant as an exhaustive exploration of the vast array of tools 

available. A drawback noted by the author is that the model is considerably complex 

to use for short duration projects or by front-line staff that have no project/change 

management guidance available to them. As such, only the key steps of the model 

that were crucial for the project’s success within its limited six-month timeframe were 

selected. 

 

Figure 4: HSE Peoples Needs Defining Change Model (2018) 

3.4 People’s Needs Defining Change 
 

First, key people whose needs defined this change project were fundamental to its 

success. Stakeholders are any person or collective who can affect or be affected by 

the success of an organisation’s activities (Freeman, 1984). During the preliminary 

research period, the author identified the need to enlist the perspectives and support 

of a broad group of people who might have an interest and stake in the project. An 

initial brainstorming exercise identified that a steering group made up of members 
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from the PHN department was essential to the co-design of the project. Front-line 

nurses with an interest in enuresis along with their line managers and Practice 

Development Coordinator’s (PDC’s) were contacted and requested to attend a 

meeting regarding the development of the enuresis service.  

At the first meeting, the group was enthusiastic about the proposal. A steering group 

was formed and the author led a brainstorming exercise to co-design a Stakeholder 

Mapping and Analysis (Appendix 1) and an Interest-Influence Grid (Appendix 2) this 

allowed for early and sustained engagement (Heagney, 2016).  However, these tools 

for managing stakeholders and recognising opportunities to gather support contain 

various biases demanding a prudent approach in applying their results.  A 

comprehensive Engagement and Communication plan were subsequently developed 

to tailor communication efforts with each distinct stakeholder group (Appendix 3). 

The Directors of Public Health Nursing (DPHN) provided guidance during these 

steps of the process as experts in change initiatives. The DPHN’s, who had ultimate 

responsibility for the governance of the service, designated membership of the 

steering group to the ADPHN’s and asked to be kept updated on the status of the 

project throughout the change process. While the stakeholders engaged during this 

step clearly had improving enuresis care in mind, the author acknowledges that they 

were all internal to the system, and not engaging explicitly with service users in this 

step may have been a missed opportunity to validate assumptions being made about 

this important external stakeholder group. 

Monthly steering group meetings were held where the Stakeholder Mapping and 

Analysis, Influence-Interest Grid, and Engagement and Communication Plan where 

reviewed to ensure stakeholders were continuously informed and their position on 
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the Influence-Interest Grid changed if required. This effort highlights the complexity 

of healthcare and how these tools are only up-to-date in the here and now.  Each 

subgroup of stakeholders required a different level of communication. For example, 

the terminology needed to be different when communicating the vision of the project 

to professionals compared with families and children. 

Each member of the steering group was empowered to play a key role in the 

communication plan which helped to build leaders within the group. The negative 

consequences of nurses not being empowered include ineffectiveness, less job 

satisfaction and burn out (Oranye, & Ahmad, 2015). Staff empowerment was 

intended to develop the foundations for effective change which mobilised support 

across the PHN department (HSE, 2018). Bason (2018) further supports the practice 

of involving people in co-design, which in turn creates leaders in change. The 

meetings were an important forum for clinic leads to voice their concerns or receive 

support for any challenges they encountered. With these foundations in place, 

implementation occurred across the three distinct Define, Design and Deliver steps 

of the HSE 2018 change model. 

3.4.1 Define 

From the 2018 HSE People’s Needs Defining Change model, the following elements 

of the Define step of the process were applied: 

 Examine drivers for change 

 Identify a vision for change 

 Understand the current service and culture 

 Agree on better outcomes 
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 Set objectives and outcomes 

 Plan for change  

 Identify resources required 

3.4.1.1 Examine Drivers for Change  

The key drivers for this change project were identified that would facilitate developing 

a shared purpose and need for change. As a manager within the community nursing 

service, the author reflected on front-line nurses and parents who voiced their 

concerns. Some children were receiving information leaflets about enuresis from the 

acute sector with no timely offer of face-to-face professional support and waiting lists 

of two years to see a consultant urologist. Additionally, affected children had to take 

time out of school for appointments which added to the stigma of their condition, this 

highlighted accessibility as an issue that needed to be considered within the project. 

Furthermore, nurses felt the public had an expectation that they knew how to 

manage enuresis but most had received no formal training and were not confident 

with their knowledge base. The severity of this issue became apparent when a PHN 

who was providing enuresis support within her own PCC went on extended sick 

leave. Children received no enuresis support during this period and their condition 

regressed. This identified the need to develop a sustainable service that was not 

dependant on one nurse. These drivers along with statistics and literature on the 

prevalence of enuresis were highlighted to the DPHN’s within the CHO along with a 

proposal to develop a service to meet children’s needs with their support and 

guidance.  
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3.4.1.2 Identify a Vision for Change 
 

The vision was to provide an enuresis service that was community nurse-led, 

evidence-based, accessible and affordable to children within the CHO.  There was a 

cohort of nurses across the CHO providing ad hoc support for children with enuresis 

on top of their other responsibilities. Their experience was crucial to developing a 

shared understanding of what needed to change given they had hands-on 

experience of the issues children faced.  Additionally, the close relationship these 

nurses had already developed with some of the children warranted the author to 

consider the risks of nurse stress and burn-out, as the nurses were heavily invested 

in developing the service and no additional resources had been earmarked for 

providing enuresis support.  While nurse burnout can be linked to a lack of support, 

providing patient care increases their job satisfaction (Khamisa, Peltzer, Ilic, & 

Oldenburg, 2016). It was concluded that support for nurses was, therefore, the key to 

achieving the vision of the project. 

3.4.1.3 Understand Current Service and Culture  
 

A SWOT analysis was undertaken (Appendix 4) to assess the context, the readiness 

of the service for change and the scale of the change. A SWOT analysis considers 

the strengths, weaknesses, opportunities, and threats in a company (Gretzky, 2010) 

(Dyson, 2004). This identified where key leverage points existed that could impact on 

the achievements or lack thereof within the project. The SWOT analysis further 

identified the significant impact some of the potential threats and weaknesses could 

have on the project. Actionable strategies were developed to mitigate the identified 

threats and weaknesses and take advantage of the strengths and opportunities. Two 

of these will now be discussed in greater detail.  
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Senior managers where engaged with to discuss data extrapolation from national 

figures to quantify the extent of enuresis in the CHO. Buy-in from seven nurses’ 

already providing ad hoc support was crucial to securing their support as the design 

of the service and manager support was dependant on existing resources. It was 

proposed that a six-month pilot would be most suitable considering the challenges 

the project faced and the need for a proof of concept. A post-pilot review would be 

completed to determine if the service was sustainable. A successful pilot would help 

build the case to obtain resources and extend the service, while failure would result 

in disbandment. These meetings developed a sense of urgency among senior 

managers and collective responsibility to improve the service and better meet the 

community’s needs. 

It was hoped to develop a care pathway between the acute sector and the 

community for children with enuresis. Following preliminary contact by phone and 

email, a meeting was arranged to discuss this potential. Representatives from the 

acute sector explained that, while they could not engage with the project, they would 

be available to advise nurses who encountered children with more complex issues. 

As the project was not relying on the acute sector to succeed, the author decided 

with the guidance of the DPHN’s an academic supervisor to continue with the project 

and reengage with the acute sector when outcome data from the project was 

available to support the broader service roll out. Utilising SWOT as a tool may have 

contributed to underestimating the engagement from the acute sector. Gürel and Tat 

(2017) state that there are limitations to SWOT analysis only providing a list of 

information, furthermore, empirical research is limited on its use and suitability in 

healthcare organisations (Van Wijngaarden, Scholten, & van Wijk, 2012). A Political, 

Economic, Social, Technological, Environmental, Legal (PESTEL) analysis may 
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have highlighted the materiality of this issue at the onset of the project. It provides a 

simple framework to analyse the environment but its accuracy is over a short time 

period focusing on external factors. All tools used to plan organisational change have 

their strengths and limitations and, as healthcare is fragile, constant reflection and 

reassessment are required of any tools used to ensure the current environment is 

considered (Halldorsdottir, Einarsdottir, & Edvardsson, 2018).  

A greater understanding of the culture within the acute sector was needed as this 

was influencing the operational functioning of the service. Organisational culture runs 

much deeper than how a department runs; it is embedded in people’s minds and 

everything they do, conveying a sense of their identity (HSE, 2018). This realisation 

brought the author on a journey of self-reflection about values, beliefs and how they 

influence day-to-day work.  Five reflections have been prepared as part of the 

dissertation guidelines which were used to consider learning opportunities in greater 

depth. 

3.4.1.4 Agree on Better Outcomes 
 

The unsuccessful engagement with the acute sector highlighted that it was crucial 

that the project had agreed on change outcomes and objectives so that the vision for 

the project and the ultimate goal of safer better healthcare was achieved (HSE, 

2018).  As a better outcome, the project aimed to establish a community-based 

nurse-led support service for enuresis to improve health outcomes for children and 

their families in the CHO.  
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3.4.1.5 Set Objectives and Outcomes 

The plan for the rollout of the service was to introduce a collaborative enuresis 

service for children in a PCC setting and to have the service operational within six 

months. The project was measured using Specific, Measurable, Achievable, 

Realistic, Timely (SMART) objectives as follows: 

 Specific – Children with Monosymptomatic enuresis in the subject CHO 

attended a community nurse-led clinic.  

 Measurable –Seven nurses allocated to the 6-month pilot saw children 

referred to the service. Post training evaluation of staff education, five chart 

reviews, and service-user satisfaction surveys were conducted (details 

outlined in Chapter 4).    

 Achievable – Agreement was secured to fund and release staff to attend 

training. Inclusion and exclusion criteria were developed to ensure the 

eligibility of children for the clinics so that nurses could meet the needs of 

children within their scope of practice. The workload was delegated to ensure 

fairness and equitability.    

 Realistic – The service was advertised to stakeholders attached to the three 

pilot PCC sites (Appendix 5). No eligible child was refused the service but 

children were not sought out within the CHO. (This was considered unrealistic 

as the theoretical numbers of children were high and there were no additional 

resources allocated to the establishment of the service). If the project was 

successful, the eligibility criteria outlined in Chapter 2 would need to be 

reviewed to ensure a fair and equitable service was offered to all enuretic 

children.  
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 Timely – The pilot had a six-month timeframe in line with the completion of the 

author’s dissertation which influenced the lifespan of the project.  A Gantt 

chart was used to ensure projected deliverables were established and 

timelines adhered to (Appendix 6). 

3.4.1.6 Plan for Change and Identify Resources 
 

For the project to be implemented, the required resources included staff, education, 

and training needed to be considered. Procuring suitable staff to provide the 

enuresis clinics was the first priority. The author knew that six nurses were already 

providing ad hoc enuresis support within their existing caseload and reconfigured her 

own workload to meet the demands of the six-month pilot. Supporting these nurses 

and the additional nurse who expressed an interest in becoming involved in the 

project was a key priority. The nurses were motivated to provide a much-needed 

service, and the opportunity to gain autonomy, independence and further 

professional development, which all featured in the project.  

A business case was not required to secure investment for enuresis training because 

an annual NMPDU budget was available to support the education of community 

nurses and, with the support of the DPHN’s, a large proportion of the 2018 budget 

was dedicated to the training. The author procured training from a UK children’s 

charity ERIC as no suitable training was available in Ireland. The clinic leads 

received additional training from a PHN expert which was sourced within the PHN 

department. Once the nurses were released from their daily duties, the cost of these 

workshops was neutral. The project was now clearly defined and ready to progress 

to the Design step of the process.    
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3.4.2 Design 

From the 2018 HSE People’s Needs Defining Change model, the following elements 

of the Design step of the process were applied: 

 Agree to co-design 

 Determine the service operational model 

 Perform a gap analysis  

 Agree and communicate an action plan 

3.4.2.1 Agree to Co-Design 
 

The steering group co-designed the service with an emphasis on service logistics 

suiting the user’s needs. The co-design was based on best practice and national 

guidelines, the impact running the enuresis clinics would have on the service and 

feedback from parents.  Many children living with enuresis already suffered 

emotionally and having to attend an appointment in the middle of a school day was 

adding to the stigma they felt about their condition. As a result, it was determined 

that an out of school hour’s clinic would best suit their needs. Additionally, an after-

school drop-in clinic was suggested as a means of engaging service users as a 

minimal number of the target cohort was known to the PHN service. The NHS had 

similarly opened walk-in centers in 2004 with the aim to improve patients’ access to 

primary care and offering patients more choice (Tan & Mays, 2014). Brainstorming is 

a problem-solving technique used to develop creative solutions to problems 

(Rawlinson, 2017) and was utilised within the steering group as a tool to detail the 

design of the service and progress complex issues.  
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3.4.2.2 Determine the Service Operational Model 
 

Having considered all opinions and reflected on the design discussions, the author 

proposed the design of the operational model for the service. An after-school drop-in 

clinic piloted for six months in three PCC locations across the CHO was the first part 

of the operational model. Once children had engaged, the clinic leads could use their 

discretion to meet the children and parents in a location and at a time that would best 

suit their needs.  Any location outside of the pilot sites or time outside standard 

working hours was discussed with the author first to consider visibility. A draft 

guideline to support the nurses in the clinics with specific inclusion and exclusion 

criterion was developed (Appendix 7). Monthly steering group meetings were held 

where changes could be made to the design of the service if it was not working for 

the service users or nurses. The project engagement and communication plan was 

reviewed and updated as required. As the enuresis project was being introduced 

across the entire CHO, all members of the steering group where leaders of the 

change in their respective areas and the author as the project led was available to all 

members to support and provide guidance. The author created an enduring steering 

group, guided and led the team and built commitment to the clinics. This empowered 

the steering group to become leaders who were fundamental to the sustainability of 

the service (George, Sims, McLean, & Mayer, 2007). The clinic leads were also 

influenced to build networks with stakeholders in their local areas and advertise the 

clinic.  

3.4.2.3 Perform a Gap Analysis 
 

A gap analysis was conducted to highlight any risks that running the enuresis clinics 

would have on the existing service. The capacity of the PHN department was 
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reviewed to determine if the service could meet the requirements of the project. 

Staff, education, training costs and the author’s time were analysed to outline an 

action plan (Appendix 8). A bespoke template was developed as the template 

available within the HSE 2018 model proved excessively complex as a tool for this 

project.   

3.4.2.4 Agree and Communicate Action Plan 
 

With agreement from colleagues and line-managers, the actions identified by the 

Gap Analysis were taken to mitigate the risk to the success of the project. This 

included prioritising the project over other local, regional and national initiatives 

which, although crucial for the six-month pilot to be carried out as a proof of concept, 

cannot be assumed as a feasible approach for expanding the service successfully 

and sustainably in the future. The steering group agreed that all members had equal 

responsibility for the implementation and communication of the project within their 

respective areas. Any potential risks to the project’s success would be brought to the 

author’s attention who would be available to provide intensive support if required. 

The project was then ready to progress to the Delivery stage. 

3.4.3 Deliver 

From the 2018 HSE People’s Needs Defining Change model, the following elements 

of the Deliver step of the process were applied: 

 Project goes live 

 Scale up communication 

 Ensure governance 
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 Support implementation 

 Adapt to emerging needs taking corrective action 

 Sustain engagement with service users, citizens, and other key partners and 

measure progress 

 Celebrate success and sustain improvements 

3.4.3.1 Project Goes Live and Scale-up Communications 
 

As project go-live approached, wider networks of community nurses were updated at 

staff meetings across the CHO in order to engage staff and support the 

implementation of the pilot. The author considered the four elements of TL and 

leveraged them to guide the implementation of the project. This approach 

encouraged the clinic leads to become leaders within the project themselves which 

supported collaboration between all stakeholders. The author supported each clinic 

lead, providing phone and face-to-face contact throughout the six-month pilot.  

Additionally, the author encouraged clinic leads to support each other and use 

debriefing as a simple tool to tackle tough problems after each drop-in clinic. Reed 

(2014) describes debriefing as a reflective process where feelings are resolved and 

learning solidified. Clinic leads recorded feedback from service users and the 

monthly meetings were used as a forum to reflect on the feedback. In general, 

parents were delighted they had access to an easily accessible service outside of 

school hours which led to positive feedback.  

3.4.3.2 Ensure Governance 
 

As the ultimate responsibility for the governance of the service sat with the DPHN’s, 

regular briefing meetings were held so that the author could keep them informed of 
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each step of the project. This included ensuring staff training was to the highest 

standards and the enuresis service was safe and client-centered. The DPHN’s were 

key for the sustainability of the service because they had ultimate responsibility for 

governance.  

3.4.3.3 Measure Progress 
 

In July 2018, the drop-in clinics were advertised to key stakeholders. Parents started 

attending the monthly drop in clinics, where the clinic leads determined if the service 

could meet their child’s needs or whether onward referral was required. Face-to-face 

appointments were facilitated and intensive intervention with child-centred care plans 

was offered. Appointments were allocated to each child depending on need. GP’s 

and the acute service were contacted for support and advice as required.  The 

informal feedback was that parents were happy to have access to a professional to 

discuss their child’s enuresis issues. Additionally, many expressed feeling 

disillusioned as to how to help their child and previously had nowhere to turn to for 

support. However, in line with the limitations identified in Chapter 2 of using 

exclusion criteria, parents of children with complex needs were frustrated that their 

children could not access the service and felt all doors were closed to them because 

of multiple service barriers. 

3.4.3.4 Support Implementation, and Adapt to Emerging Needs Taking 

Corrective Action 
 

One PHN subdivision of the CHO that had one nurse allocated to manage the 

enuresis service ran into resource difficulties at the mid-point of the pilot. This had 

been documented as a weakness during the SWOT analysis. Local management 
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had committed to providing an additional nurse to the service, but due to competing 

priorities, this did not materialise.  At a steering group meeting, it was determined 

that service users were not attending the drop-in clinic and it was agreed for it to be 

discontinued. To mitigate any unintended consequences from redesigning the 

service, clerical staff in the PCC were asked to provide service users with the contact 

details of the clinic lead if they inquired about the enuresis service. The HSE 2018 

change model supports re-designing elements of your service but advises to monitor 

the impact of the changes (HSE, 2018). The author reengaged with local 

management and, although an additional nurse was secured, this was unfortunately 

not realised until the final month of the pilot. 

3.4.3.5 Celebrate Success and Sustain Improvements 
 

At the six-month steering group meeting, the author presented a review of the 

throughput of the pilot (Figure 7) which is described in detail in Chapter 4. As no 

child that was evaluated in the project had ever experienced a dry night, the 

experience of one dry night was deemed a success. From an organisational 

perspective, the enuresis pilot was the first nationally to be established across an 

entire CHO. A surprise party to celebrate this success was held to demonstrate 

gratitude for the commitment of the steering group to the project. Notwithstanding the 

limitations in PHN staff reaching children with complex needs and the shared desire 

to expand the service to include all enuretic children, this celebration recognised the 

value of what was achieved, embedding the change and norming the changed 

behaviour. There were challenges along the way, but establishing a proof of concept 

across an entire CHO was considered a great achievement. The pilot further 

supported the literature reviewed in Chapter 2, demonstrating how disruptive 
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innovation as a model of care and extension of the nursing role can reduce identified 

gaps in healthcare service provision.  

3. 5 Ethical Considerations 
 

A number of ethical considerations guided the author throughout the project. No 

harm came to the participants of the pilot and staff were not coerced to attend 

training or to become clinic leads. Service users gave their informed consent to 

participate in the chart reviews and patient satisfaction surveys, with their 

confidentiality and anonymity guaranteed throughout (See Appendix 9). It is the role 

of all employees of an organisation to ensure that the privacy and confidentiality of 

service user data are maintained. This was highlighted by the author to all staff 

involved in the project including correct storage of service user files. The data 

outlined in Chapter 4 has not been falsified and no deception of results has occurred. 

As highlighted in Chapter 1, this project received a waiver for ethical approval which 

has been submitted to the academic institute as per the project guidelines. 

3.6 Summary and Conclusion 
 

This chapter illustrated that multiple approaches exist to change management and a 

critical review was completed before describing the process of change undertaken in 

the project using the Define, Design and Deliver steps of the HSE 2018 change 

model - People’s Needs Defining Change.  The model selected built on service user 

needs defining change which was the impetus for the project. The model contains 

multiple resources allowing change makers to develop their OD in the knowledge 

they are using best practice templates. The pilot was successful across the subject 

CHO and supports the literature that community nurses can provide enuresis support 
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in PCC settings.  Communication, governance, and leadership are key components 

of the model and were crucial to the success of the project outcomes which will now 

be evaluated in detail in Chapter 4.  
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Chapter 4 Evaluation 

4.1 Introduction 
 

This chapter provides an evaluation of the OD project using Øvretveit’s Before and 

After Model of Evaluation. Additionally, Kirkpatrick’s Four-Level Evaluation Model is 

used to assess the educational component of the project. The significance of 

evaluation in healthcare is examined and the rationale for choosing the 

aforementioned models outlined. The chapter ends with an outline of the 

dissemination plan along with a summary and conclusion. 

4.2 Significance of Healthcare Evaluation 
 

Numerous definitions exist to describe evaluation; the World Healthcare 

Organisation (WHO) definition was specifically selected as it best describes the 

purpose of why evaluation was essential to this project. The WHO describes 

evaluation as an assessment and systematic analysis of the elements of an initiative 

and its results that provide stakeholders with evidence they can use for improvement 

or effectiveness (WHO, 1998). Evaluation in healthcare is critical as it facilitates 

leaders to attain high standards including effectiveness, efficiency, equity, quality 

and value for money (Butler, 2002). Furthermore, evaluation supports healthcare 

providers in the provision of evidence-based care (Moule, Armoogum, Douglass, & 

Taylor, 2017) (Butler, 2002).  
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4.3 Model Chosen 
 

The purpose of evaluating this OD project was to assess whether it has reached its 

aim of providing enuresis services to children and young people in the target CHO. 

Additionally, evaluation provides quality improvers with an opportunity to assess 

whether service users are satisfied with improvements and how they have positively 

impacted on them. Numerous evaluation models exist such as Øvretveit’s Before 

and After Model (2002), Donabedian’s Structure Process and Outcome Model (1966) 

and Kirkpatrick’s Four Level Evaluation Model (1993) to name but a few. While each 

model has its merits, the model selected for this healthcare initiative needed to be 

aligned with the QI theory behind the project.   

In terms of the project objectives described in Chapter 1, Øvretveit’s Before and After 

Model of Evaluation was chosen to evaluate Objectives 1, 3, 4 and 5 and 

Kirkpatrick’s Four Level Evaluation Model to evaluate Objective 2. The author chose 

Øvretveit’s 2002 Before and After Model (Figure 5) because it lent itself to evaluating 

QI, the single case (condition) perspective of the project and the before-after design 

of reviewing outcomes. The method of gathering specific quantitative data regarding 

the target of the intervention allowed data collection before and after for the five 

objectives (Øvretveit & Gustafson, 2002). This approach can produce strong 

evidence that the outcomes are due to the intervention but fall short in generating 

explanations as to why any change occurred (Øvretveit & Gustafson, 2002). A 

limitation of this evaluation method is that many criteria impact the success of a 

project due to the evolving nature of organisations and this can make generalisations 

more difficult (Øvretveit, & Gustafson, 2003). A debated question is the project 

description and its context may allow others to assess the relevance of its findings to 
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their organisation and therefore, organisations can assess the usefulness of the 

finding themselves (Øvretveit, & Gustafson, 2003). 

 

Figure 5:  Øvretveit’s Before and After Evaluation Model 

 

Kirkpatrick’s Four-Level Evaluation Model (Figure 6) was used to evaluate Objective 

2, namely the ERIC education programme. The model was used to assess nurses’ 

perceptions using its four-levels of Reaction, Learning, Behaviour, and Results.  

More recently this model has been modified to include the fifth level, quantifying the 

return on investment. But this adapted model was not used because a return on 

investment could not easily be quantified in the short six-month timeframe 

(McNamara, Joyce & O’Hara, 2010). This model allowed an in-depth understanding 

of the nurses’ knowledge before and after the education programme to be gleaned 

and therefore married with Øvretveit’s Before and After model. A limitation of 

Kirkpatrick’s model is its inability to analyse whether training was effective beyond 

the trainee’s own perception, or how the training could be improved to increase its 

potential for effectiveness (Bates, 2004).  
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Figure 6: Kirkpatrick’s Four-Level Evaluation Model 

4.4 Results  
 

Based on the ‘Before’ position and the five objectives described in Chapter 1 and the 

transformation steps outlined in Chapter 3, the results will be described using the 

evaluation model. In reality, collating the results was not as sequential as the model 

demonstrates but utilising the model facilitates structuring the process of evaluation.  

The overall success of the pilot is outlined in Figure 7: 44 children were referred to 

the service of which 6 had their enuresis issues resolved, 16 continue to receive 

treatment and are showing improvement, and 16 were discharged from the service 

as the service was not appropriate to meet their needs. The balance of children did 

not engage with the intervention, demonstrating the complexity of the condition. The 

children that were discharged had complex needs and where not eligible for the 

service due to the exclusion criteria discussed in Chapter 2. The PHN service stayed 

in contact with these families to support them to access the appropriate service to 

help meet their needs.  
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Figure 7:  Bar Chart of Overall Throughput of the Pilot 

Objective 1  
 

Before: Six clinic leads had attended ERIC training in another jurisdiction but none 

had received intensive workshop training.  

Transformation Process: Outlined in Chapter 3.  

Outputs/Effects: Figure 8 outlines the before and after quantitative data collated for 

Objective 1. All clinic leads received the intensive workshop training and an 

attendance sheet was utilised as a tool to collect and measure this quantitative data. 

Although the Objective that all clinic leads would attend ERIC and intensive 

workshop training was not achieved by June 2018, 100% attendance of training was 

achieved by November 2018. One clinic lead had not previously received ERIC 

training and was booked to attend the next training date. In the interim, support 

measures were put in place to ensure the safety of the service users and the nurse 

saw all children in unison with one of her colleagues.  
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Figure 8: Bar Chart of Clinic Lead Attendance at ERIC Training and Intensive Workshops 

Objective 2 
 

Before: ERIC training was previously not available to PHN’s.  

Transformation Process: The author organised 6 ERIC training dates for 164 nursing 

staff across 3 specific locations.  

Outputs/Effects:  95% of PHN’s attended training as shown in Figure 9. An 

attendance sheet was utilised as a tool to collect and measure the quantitative data 

regarding attendance at the ERIC training.  
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Figure 9: Bar Chart of PHN Attendance at ERIC Training 

 

For a more in-depth understanding of PHN’s enuresis knowledge, a pre and post 

education questionnaire was used to evaluate and measure the effectiveness of the 

programme. Using a standardised questionnaire was deemed inappropriate as the 

training was bespoke, specifically to meet the learning needs of the PHN cohort. 

Therefore, the author developed a questionnaire to accommodate the specific 

objectives of the programme, using a Likert scale to measure PHN’s opinion of the 

training (Appendix 10 & 11). Likert scales are a method to quantify and measure 

people’s attitudes for data analysis purposes (Boone & Boone, 2012). PHN’s where 

asked whether they strongly disagree, somewhat disagree, neither agree nor 

disagree, somewhat agree or strongly agree with the following questions.  

1. I am confident with my knowledge of healthy bladders and bowels in children 

2. I am confident with my awareness of assessment techniques and tools to use 

for children with additional needs 
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3. I am confident with my knowledge of current management strategies and 

interventions including NICE guidelines 

4. I am confident in my ability to manage enuresis in the community 

5. I am confident with my awareness of resources and services available for 

children with enuresis 

This questionnaire focused on “Level Two- learning” of the Kirkpatrick’s Evaluation 

Model. Figure 10 shows the before quantitative data collected: 42% somewhat 

agreed with Q1, 44% somewhat disagreed with Q2, 44% strongly disagreed with Q3, 

47% somewhat disagreed with Q4 and 42% somewhat disagreed with Q5. These 

results demonstrated the PHN’s where somewhat confident with their knowledge of 

healthy bladders and bowels but were not satisfied with their enuresis knowledge 

base.  

 

Figure 10: Bar Chart of Results of Pre Eric Training Questionnaire 
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Five additional questions were added to the post-training questionnaire and 

examined “Level one- Reaction”, “Level three- Behaviour” and “Level Four- Results” 

of Kirkpatrick’s model. The 5 additional questions included: 

1. I am satisfied with the course overall 

2. The course was relevant to my practice and has increased my knowledge 

3. I would recommend this course to others  

4. I was satisfied with the venue and refreshments 

5. I will put my new learning to use in practice 

In comparison to the pre-education questionnaire,the results were: 73% strongly 

agreed with being confident with their knowledge of healthy bladder and bowel in 

children, 67% strongly agreed that they were confident with their awareness of 

assessment technique and tools for children with additional needs, 53% strongly 

agreed that their knowledge of current management strategies and interventions for 

enuresis including NICE guidelines had increased. 49% strongly and somewhat 

agreed that they were confident with their ability to manage enuresis in the 

community and 78% strongly agreed that they were confident with their awareness 

of resources and services available for children with enuresis (Figure 11).  Overall, 

there was a significant improvement in participant confidence regarding their 

enuresis knowledge. The five additional questions showed that 91% of participants 

felt the training was relevant to their practice and had increased their enuresis 

knowledge, with 98% advising that they would recommend the training to others. The 

final question that was asked of the participants showed that 80% of PHN’s felt they 

would use their new learning in practice.  
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Figure 11: Bar Chart of Results of Post Eric Training Questionnaire 

 

Although it is helpful to understand the perception of how participants feel they will 

use the learning, this did not by itself guarantee improved outcomes or results for the 

service user or the organisation. While Kirkpatrick’s model does not consider the 

variables that affect learning relationships between key components of the 

programme and the programme’s context (Frye & Hemmer, 2012), training 95% of 

PHN’s on enuresis was a key first step in improving enuresis support and met the 

goal of Objective 2.  
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Objective 3 
 

Before: The PHN service was not uniformly providing enuresis services to children 

and no formal guideline existed.  

Transformation Process: A draft guideline was developed for the 6-month pilot 

(Appendix 7).  

Outputs/Effects: While a guideline for the enuresis service was drafted, it was not 

signed off for reasons that will be discussed in detail in Chapter 5.   

Objective 4 
 

Before: No co-ordinated enuresis service existed in the CHO. 

Transformation Process: A six-month pilot enuresis service for children was 

completed.  

Outputs/Effects: The author received eight consents from participants agreeing to 

complete the HSE ‘Patient Experience Survey of Primary Care Teams - Your Service 

Your Say: A Survey’ (Appendix 12). Six surveys were returned and an audit of the 

quantitative data was conducted. While this choice of quantitative data suited 

analysis of the survey, the author acknowledges that generalizability of results could 

be limited and they do not highlight the full complexity of the human experience as 

there is no in-depth experience description (Choy, 2014). Patient satisfaction surveys 

are an adjusted way of measuring the effectiveness of healthcare. They are 

important for research, management, and design of services and are used 

systematically by organisations to alter the care they provide to meet service users’ 

needs (Ilioudi, Lazakidou & Tsironi, 2013). While the survey generated data that was 

beneficial to the Primary Care Team (PCT) as a whole, the author concluded that 
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only the results pertaining to the following 6 questions could be quantified and used 

to measure the success of the pilot.  

1. Tell us about the suitability of your appointment time, was the appointment 

time given to you the most suitable? 

2. Was the advice and information provided by the healthcare professional 

during your appointment today easy to understand?  

3. Did you have enough time during your appointment to ask questions and 

discuss your health problems? 

4. Were you involved in making decisions about your care and treatment?  

5. Overall, how would you rate your experience of your appointment today?  

6. If you wish to comment further on any of your answers to the questions 

above, or if you have any comments or suggestions on how the PCT could 

improve their service to you, please comment  

The results were collated and Table 1 illustrates the audit results for Question 1-4. 

  

Table 1:  Results from Selected Survey Questions 

 

The audit results demonstrated that the timing of appointments suited children. This 

showed that by co-designing the service and providing out of school hour’s clinics 

were meeting the children’s needs. Additionally, service users were satisfied with the 

advice they received, the length of their appointment and that they were involved in 
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decisions about their care. Question 5 asked participants about their experience of 

their appointment and a Likert scale was used to measure the results. Quantitative 

data gathered is outlined in Figure 12. 

 

Figure 12: Bar Chart of Participants Overall Experience of the Enuresis Service 

 

The overall experience of participants was very good to excellent, demonstrating the 

value service users placed on the enuresis service. The author again acknowledges 

the limitations of the sample size used, noting that small sample sizes may stop the 

results and findings of a project being generalised (Faber & Fonseca, 2014).  

The final question in the survey eliciting the written qualitative data shown in Table 2 

demonstrated that service users valued the enuresis service in line with the aims of 

Objective 4 and their feedback provided information that could be used to improve 

service delivery. While caution must be used when generalising results as they are 

subjective and sample sizes are limited, the strength of collating qualitative data is 

that it provides a rich, in-depth insight into participant’s perception (Choy, 2014).   
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Participant Feedback 

Participant 1 

 

“The nurses should follow-up more by phone to assess child’s 

progress” 

Participant 3 

 

“A child-centered information leaflet should be given to the child to 

help them relate to the issue” 

Participant 4 

 

“Great experience- looking forward to working with the nurses to 

resolve the issue” 

Participant 6  “Delighted to have access to the service and the experience was 

very positive overall” 

Table 2: Qualitative Feedback from Survey 

Objective 5 
 

Before: There was no community-based intervention targeted at improving enuresis 

symptoms.  

Transformation Process: A six-month pilot enuresis service for children was 

completed. 

Outputs/Effects: A clinical evaluation was completed of 5 randomly selected charts of 

consenting participants to determine if enuresis symptoms improved following the 

intervention of the clinic. The results demonstrate both the complexity of the 

condition and the positive responses to a nurse-led intervention. Results are shown 

in a run chart which is a comprehensive analytical QI tool used to measure and plot 

quantitative data about a problem, depicting historical data to enable an 

understanding of the process or change (Perla, Provost, & Murray, 2011). As no 

participant had ever experienced a dry night prior to the pilot, the experience of one 
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dry night was deemed a success and this was used as the median to plot data on 

the run charts. One dry night may suggest a low baseline of what success was 

measured against, but the author felt this breakthrough marked a significant step 

forward for wet children and formed a basis for potential further improvement.  

 

Figure 13 depicts Participant 1 who entered the service and had never been dry at 

night. After three months of intervention, the child experienced a dry night in one 

week and this subsequently increased to two nights over the following two months 

but regressed to one in the final month.  

 

Figure 13: Run Chart Depicting Results of Clinical Evaluation 1 

 

Figure 14 depicts Participant 2 who entered the service and had never been dry at 

night. After three months of intervention, the child experienced a dry night in one 

week and this subsequently increased to two nights and then three nights in the 

months that followed. Unfortunately, Participant 2 experienced a month of 

constipation and regressed to being wet at night during this period. Demonstrating 

how other factors can influence the success of the intervention.  
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Figure 14: Run Chart Depicting Results of Clinical Evaluation 2 

 

Figure 15 depicts Participant 3 who entered the service and had never been dry at 

night. After one month of intervention, the child experience a dry night in one week 

and over the following three months became completely dry at night.  

 

Figure 15: Run Chart Depicting Results of Clinical Evaluation 3 

 

Figure 16 depicts Participant 4 who entered the service and had never been dry at 

night. After three months of intervention, the child experienced two dry nights in one 
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week and over the following three months continued to experience one-two dry 

nights per week.  

 

Figure 16: Run Chart Depicting Results of Clinical Evaluation 4 

 

Figure 17 depicts Participant 5 who entered the service and had never been dry at 

night. Unfortunately, this family was managing multiple issues and did not follow the 

advice received which meant this child continued to be wet, demonstrating how 

engaging is key to intervention success.  
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Figure 17: Run Chart Depicting Results of Clinical Evaluation 5 

 

The results of the clinical evaluation demonstrated that children experienced marked 

improvement with the intervention of the nurse-led enuresis service in line with the 

goal of Objective 5. The evaluation also highlighted the difficulties in managing the 

condition and the contributing factors that impact children as noted in the literature 

review in Chapter 2. More broadly, the overall evaluation of the project has provided 

much-needed evidence in an Irish healthcare context about the positive impact of 

introducing a collaborative nurse-led enuresis service in the community. The author 

notes that the project relied on the clinic leads referring children to their GP or 

hospital if a medical prescription was required to treat their enuresis symptoms or if 

they had complex needs. A disquisition is necessary to analyse the current PHN 

service provision in recognition this pathway does not fully address the complexity of 

enuresis or meet the requirements of children with complex needs. Nonetheless, the 

success of the initiative must be disseminated more broadly to strengthen the case 

for greater awareness, further research and changing the support model for enuresis 

services nationally. 
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4.5 Dissemination Plan 
 

This OD project served as a QI initiative within the PHN department of the subject 

CHO. Its findings will be presented internally to staff and senior management at 

meetings, shared in the CHO newsletter and will be submitted to the CHO Project 

Management Office’s repository of QI initiatives for shared learning. The project has 

been accepted as a poster presentation at a leadership event within the CHO and for 

presentation at the INMO Centenary Annual Delegate Conference. The author 

presented the project at the annual regional NMPDU conference and an article about 

the project is being developed for submission to the World of Irish Nursing. 

Additionally, this dissertation will be placed in e-publications in the RCSI library. The 

author is now part of a national team tasked with improving child health services and 

is part of a working group to develop national PHN training on enuresis which is an 

additional opportunity to share the project's findings.  

4.6 Summary and Conclusion 
 

This chapter discussed the significance of evaluation in healthcare, the rationale for 

choosing Øvretveit’s Before and After Model and the Kirkpatrick Model of Evaluation. 

The results of the OD were outlined under each Objective and the data interpreted 

using pre and post questionnaires along with audit and clinical evaluations. While 

noting the limitations of both models, the evaluation showed that the objectives of the 

project were broadly met and this leads the author into the final chapter to consider 

the conclusions and recommendations that can be drawn from the project.  
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Chapter 5 Discussion and Conclusion 

5.1 Introduction 
 

Chapter 5 discusses the key findings of this Organisational Development project. A 

summary of the project is presented and an interpretation of its current and planned 

impact considered before examining the project's limitations. The chapter will end 

with a conclusion and recommendations for future practice. 

5.2 Summary 
 

The aim of this OD project was to provide an enuresis service to children and young 

people in the target CHO. A systemised literature review was conducted in which 

three themes emerged supporting the need for the development of a community 

enuresis service for children. The disparity of enuresis service provision in the 

subject CHO had been recognised by parents and PHN’s alike. By understanding 

the prevalence, impact and knowledge gap surrounding enuresis,  

utilising disruptive innovation as a model to simplify services, and expanding the 

nursing role, this disparity was reduced. The HSE 2018 People’s Needs Defining 

Change model was adopted to guide the implementation of the project using its key 

elements of Define, Design and Deliver.  Øvretveit’s Before and After evaluation 

model and Kirkpatrick’s Four Level evaluation model were used to determine if the 

project achieved its objectives. An evaluation of the project demonstrated an 

increase in nurses’ knowledge after training, service users valued and benefited from 

the enuresis service and children’s enuresis issues improved to varying degrees 

following the intervention they received in the clinics. Furthermore, the project 

showed that enuresis is a complex issue and the degree of support needed is 



76 
 

individual to the child and family. This highlighted the need to strengthen 

collaborative pathways between the community and acute sector to develop and 

provide safe high-quality care to children with this complex issue.  

5.3 Interpretation  

5.3.1 Impact to Date 
 

Implementing this Organisational Development project impacted the community 

nursing service, service users and the author. The impact of the pilot on the service 

was four-fold. Firstly, due to the success of the project, the PHN service has become 

the point of contact for children living with enuresis in the subject CHO. The 

introduction of role expansion has placed additional accountability on the service for 

the governance of a safe high-quality evidence-based enuresis service. This 

additional responsibility has positively impacted the clinic leads that have embraced 

the extension of their role and have expressed increased job satisfaction from 

supporting children to become dry at night. Lu, Zhao, and While (2019) conducted a 

literature review of job satisfaction among nurses and identified that multiple factors 

including patient satisfaction were found to impact the job satisfaction of nurses. 

Additionally, the review concluded that nurses that had reduced job satisfaction had 

increased sickness absence and turnover intention. During the lifetime of the project, 

nurses engaged in industrial action due to recruitment and retention issues within the 

profession and this action had an impact on Objective 3 of the project being 

achieved. It is incumbent of the author to highlight the association between job 

satisfaction and retention of staff within a service. Nurse leaders must provide 

opportunities for nurses to lead change in service development and foster a culture 
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where they can co-design services to meet service users’ needs, which in turn can 

increase their job satisfaction and retention in the service.  

Secondly, the service prioritised the project over other local, regional and national 

initiatives during the six-month pilot which resulted in a strategic trade-off for the 

PHN service. The pilot did not result in patient care being missed or waiting lists 

developing for standard PHN services. However, the author would suggest the 

continually increasing workload impacted on the ability of the PHN service to provide 

health promotion advice to its clients. The health service established Making Every 

Contact Count in 2016 to support the implementation of the national Healthy Ireland 

strategy and to help people make healthier lifestyle choices (Making Every Contact 

Count, n.d). The PHN service is considered to be well advanced in their work with 

regard to health promotion as it has historically been a core component of the role of 

the community nurse. As the scope of the community nurse is continuously 

expanding, there is no doubt their health promotion impact has lessened, this is a 

significant trade-off for the overall health and wellbeing of the population within the 

CHO.  

Thirdly, following the pilot throughput review detailed in Chapter 4, a decision was 

made to change the co-design of the service and discontinue the drop-in clinics. The 

majority of service users where being referred to the service via PHN’s and GP’s and 

it was determined that drop-in clinic’s where not an effective use of resources. This 

aligns with a 2014 NHS review which highlighted concerns with resources being 

used effectively in drop-in clinics (Tan & Mays, 2014). This change will positively 

impact on the clinic leads managing their time and prioritising the services they 

provide.  Additionally, it was hoped that the drop-in clinics would help quantify the 

demand for the enuresis service but the pilot timeframe was too short to quantify the 
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long term need for the service. The steering group is developing a Key Performance 

Indicator (KPI) and a throughput return sheet for the enuresis clinics to capture this 

data, and in turn, it is hoped this will support the expansion of the service and the 

allocation of resources as required. A service user survey will be conducted as 

throughput increases to obtain a larger sample of service user opinions with regard 

to the value of the service and what improvement can be made to best meet the 

needs of service users.  

Finally, in terms of the new guideline for the enuresis service not being signed off 

and disseminated within the 6-month timeframe, two main factors prevented this 

objective from being fully achieved. Firstly, as part of the stakeholder analysis, the 

author had commenced a process of engagement with front-line PHN’s via their 

respective managers to collaborate on developing the new enuresis guideline. Due 

to industrial action, the author found it challenging to obtain representatives from the 

three PHN departments within the CHO to meet, review and finalise the guideline. 

Three attempts were made but progress was hindered due to competing priorities 

and the service working to strike guidelines. Secondly, the PHN department within 

the CHO was undergoing significant change as one of the DPHN’s retired during the 

pilot. A guideline to guide practice across the CHO could not be signed off in the 

absence of the DPHN.   

The impact of the service on service users has been very positive. Parents are 

delighted to have an accessible and affordable enuresis service that meets their 

children’s needs close to home.  An unexpected outcome was informal feedback 

received by the clinic leads from children attending the service detailed in Appendix 

13. This highlighted to the author the positive impact the service was having on the 

children it served but also highlighted that a specific cohort of children were missing 
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the opportunity to have the same positive experience due to the eligibility criteria 

adopted in line with the current PHN remit. 

Finally, the personal impact of leading this organisational development project must 

be acknowledged. The author wrote five reflections as an opportunity to examine 

how leading this Organisational Development project has challenged her values and 

beliefs. The author has learned that engaging a broader pool of talent, resources and 

perspectives can deliver a more distributed democratic and team-based solution 

when leading any change project. Learning also that change is a journey where the 

process is equally as important as the outcome was an important reflection for the 

author. Furthermore, TL was favoured as a leadership style that would progress this 

Organisational Development project. TL is thought to inspire extraordinary outcomes 

in organisations (Robbins & Coulter, 2007) and completing this OD afforded the 

author the opportunity to develop its four key elements of Idealised Influence; 

Inspirational Motivation; Intellectual Stimulation and Individualised Consideration. 

However, progress through this change journey has highlighted that leaders are 

fallible and TL as a leadership theory expects that leaders should be infallible 

(Fourie, & Höhne, 2019). The author sees that there is no perfect leadership style for 

every situation and healthcare leaders need to be adaptable within the fragile 

healthcare environment, adjusting their style and approach to meet the needs of the 

situation at hand.  

5.3.2 Planned Impact of OD Project on People and Organisational 

Systems 
 

The author believes this Organisational Development project will impact 

organisational systems and that the transformation of the systems will impact service 
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users. The success of this project should impact the entire PHN department across 

the subject CHO, developing the capacity of the PHN service to become a leader in 

organisational change and aligning the service with healthcare reform. The use of 

disruptive innovation as a model of care to provide enuresis support within the 

community nursing service and extending the nursing role has enabled the 

department to become a leader in healthcare reform. Taking collective responsibility 

and ownership of bridging an identified gap in enuresis service provision has better 

met service user needs. The project has nurtured cultural change, encouraging front-

line staff to become leaders within the nursing profession. The author plans to 

expand the enuresis service according to demand and recruit additional clinic leads 

to meet this need. For this to succeed, clerical and Information Technology (IT) 

systems will be required to manage the expanded service. With an expanded 

service, more enuresis appointments can be moved from the acute hospital into the 

primary care setting. This will involve developing a business case for a community-

based CNS in enuresis to lead the service going forward and ensuring that the 

needs of all enuretic children are met. As the long-term national strategy for the 

direction of Ireland’s healthcare system, two key recommendations of Sláintecare 

were espoused with the aim of this OD project, namely the plan for service 

expansion through the extension of community diagnostics and transferring 

treatment from the acute sector to the community, and resourcing and developing a 

universal child health and wellbeing service (HSE, 2017). Providing a community 

nurse-led accessible and affordable enuresis service aims to address the 

aforementioned recommendations by moving the treatment for enuresis from the 

acute sector to the community while strengthening and enhancing the child health 

services already provided for children and young people in the CHO. The community 
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nursing department has aligned itself with organisational change and the continued 

expansion of the enuresis service helps deliver this national strategy.   

The planned impact this service expansion would have on service users is that they 

would have access to a competent professional to support them through each part of 

their enuresis journey, eliminating the need for children to attend a doctor for 

physical examination or for prescribing medication needed for treatment of their 

enuresis. Additionally, it would mean more complex cases could be seen in the 

community and only children that need specific assessment by a consultant urologist 

would need to attend the acute sector, ensuring the service was available to more 

marginalised cohorts of children. This would not only have a positive impact on the 

service user but would hopefully reduce the waiting list for children to see a 

consultant urologist in the acute sector.  

5.4 Limitations 
 

In terms of the limitations of this OD project, the first was the sample size available to 

analyse and evaluate the results of the patient satisfaction surveys.  The goal was to 

collect data that represented the population that attended the enuresis service 

(Kotrlik, & Higgins, 2001). However, this was not possible due to receiving a limited 

number of consents from service users to participate in the patient satisfaction 

survey. Consequently, the project results are limited in their generalizability to the 

population due to the small sample size (Kotrlik, & Higgins, 2001). Although the 

quantitative and qualitative results collated were very positive, eliciting a greater 

sample size was a challenge due to the short time frame of the pilot and this proved 

a limitation of the project.   
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Secondly, the author considers not developing a care pathway between the 

community and acute service for children with enuresis a missed opportunity and a 

limitation of the project. While the support of senior management and PHN staff was 

crucial to running the pilot, the author acknowledges that change projects often 

encounter resistance which could feature more predominantly as the PHN service 

seeks to expand and embed enuresis support in the community. For example, 

resistance in the acute sector must be acknowledged due to the advancement of the 

enuresis service which involves threats to their current status and concerns 

regarding expanding community nursing capabilities (Wilson, Pearson, & Hassey, 

2002). Effort will be needed to develop relationships to facilitate and support the 

development of a care pathway for the future of the enuresis service. 

Finally, the author acknowledges that it was a missed opportunity not to complete a 

survey of the clinic leads’ experience of extending their role and this limitation is an 

area that will be investigated at a future date to help understand community nurses’ 

experience of role expansion.  

Noting the project achievements and these limitations lead the author to consider the 

overall conclusions that can be drawn from the OD project. 

5.5 Conclusion 

 
Implementation of this Organisational Development project has been a great 

opportunity for learning for all members of the steering group as well as the author. 

Of most significance was the opportunity to use the HSE People’s Needs Defining 

Change 2018 framework to guide the implementation of the project. The project is 

pioneering in the use of this framework in the field of Organisational Development 
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and the author hopes that this project can be used to guide other quality improvers in 

how to employ the 2018 People’s Needs Defining Change model as an OD tool.  

The enuresis pilot has been deemed successful and the steering group will continue 

to regularly meet to sustain the project into the future. The author acknowledges that 

communication, governance, and leadership where crucial components for this OD 

to succeed. The service is in its infancy and these components will be needed to 

continue to ensure the service is sustained. At the last steering group meeting 

actions were agreed to continue to progress the development of the service, 

including the author reengaging with front-line PHN’s and the newly appointed DPHN 

to finalise, sign off and disseminate the service guideline. Additionally, the steering 

group is engaging with national colleagues that have established similar services to 

benefit from their experience on how to strengthen the sustainability of the service. 

Finally, it has been agreed to provide child-friendly leaflets to help children engage 

and relate to their enuresis issues and to incorporate a communication plan into the 

child’s care plan to support the child and their family through their journey of 

treatment for enuresis.   

In terms of recommendations, this project has offered the community nursing 

department an opportunity to strengthen their knowledge base of enuresis. The 

author recommends that additional surveys and clinical evaluation should be 

completed using a larger sample size to understand how the value and usefulness of 

providing this enuresis service in the subject CHO could be generalised to the PHN 

service across Ireland. With the reallocation and redistribution of resources, an 

enuresis service could be established nationally but due consideration would be 

required for population demographics and service provision for this to be successful.   
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Secondly, as there is limited Irish research on the prevalence of enuresis and the 

impact treatment provided in the community has on positive outcomes, the 

establishment of this service is an opportunity to conduct research into this field in an 

Irish context.  

Finally, this Organisational Development project has contributed to the reform of 

enuresis service provision for children and their families in the target CHO. The 

project put service users’ first and offered them a high-quality safe service to meet 

their needs. The success of the project is aligned with excellent governance of the 

PHN service ensuring the patient-professional partnership is at the centre of how we 

do our business. Service users’ needs where at the centre of the service co-design. 

Healthcare professionals need to listen to service users with regard to where, when 

and by whom they want their care delivered. This need continues to be the biggest 

driver for the sustainability of the enuresis service and its planned expansion into the 

future. 
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Appendix 3 Engagement and Communication Plan 
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Appendix 5 Leaflet to Advertise Enuresis Service 

 
 
Are you worried about your child’s bedwetting habit? 
Would you like to meet a PHN for 10-15 minutes to 
get some advice? 
 
Who should attend? 
The clinic is suitable for you to attend if your child is 5- 18 years of age. 
If your child is daytime wetting or bedwetting. 
The service is not for children who already attend appointments with another 
service regarding these issues. 
When? 
The advice clinic will be held on the 1st Thursday of every month at 15.00.  
Commencing the 5th of July 2018.  
Where? 
 
_____________________________________________________________ 
How? No appointment is necessary. 
The service is free. 
We will do our best to see everyone who attends. 

                 

http://www.google.ie/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjwuPaH0ZjYAhWgOsAKHaq7DcMQjRwIBw&url=http://www.lloydspharmacy.com/en/info/bedwetting&psig=AOvVaw1WFKhuw79iu_9c_u0BPaUb&ust=1513860776160774
https://www.google.ie/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjl3Pa40ZjYAhXnKMAKHdXTCZwQjRwIBw&url=https://www.worldbedwettingday.com/&psig=AOvVaw1WFKhuw79iu_9c_u0BPaUb&ust=1513860776160774
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Appendix 6 Projected Deliverables of the Enuresis Service (Gantt Chart) 
 

Deliverables Key tasks  Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 

Scope project/ stakeholders 

engagement 

 

         Ensure staff are 

educated  

 

 

 

Develop guidelines to ensure 

service is provided to best 

practice standards 

 

Scope Project/ Meet 

Stakeholders 

Planned          

Actual          

Education of Clinic 

Leads  

Planned          

Actual          

Education of PHN’s Planned          

Actual          

Develop and Sign off 

Draft Guideline 

Planned          

Actual          

Sign off Guideline 

 

Planned          

Actual          

Project “go- live” Accept clients to 

service 

Planned          

Actual          

Review meetings of 

Steering group 

Planned          

Actual          

 Audit and Evaluation  Planned          

Actual          

Academic Timelines  Final draft/poster ‘19       Proposal   Ch. 1&2  
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Appendix 7 Draft Guideline for Pilot Enuresis Service 
 

Community Healthcare Organisation X 

 

 

Public Health Nursing Service 

 

 

 

Title 

Guideline for Pilot Phase of Enuresis Service Development 

 

 

 

 

Document 
reference number 

PHNPP01 
 

Document 
developed by 

Enuresis Steering Group 

Revision number 2 Document 
approved by 

_______________, DPHN 
_______________, DPHN 
_______________, DPHN 
 

Approval  date June 2018 Responsibility 
for 
implementation 

Enuresis Steering Group 

Revision date December 2018 on 
completion of Pilot 
Phase 

Responsibility 
for review and 
evaluation  

Practice Development with 
the enuresis steering group 
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Stakeholders review of Guideline 

 

The purpose of this statement is to ensure that Policies, Procedures, Protocols or Guidelines (PPPG) 

proposed for implementation in the HSE are circulated to Managers of Employees who have a stake 

in the PPPG, in advance of the approval of the PPPG. You are asked to sign this form to confirm to 

the committee developing this Guideline that you have seen and agree to the following Guideline. 

 

 

 

Title: PHNPP01 – Guideline For Pilot Phase Enuresis Service 

 

 

I acknowledge the following: 

 

I have been provided with a copy of the Guideline described above 

 

I have read the Protocol document 

 

I agree with the Guideline and recommend its approval by the committee developing the PPPG. 

 

Name                                              Signature                                        Date 

 

 

 

 

XXXXXXXXXXXXXXX, DPHN     ____________________________________         

 

XXXXXXXXXXXXXXX, DPHN  ____________________________________ 

 

XXXXXXXXXXXXXXX, DPHN  ____________________________________ 
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1.0 Guideline Statement 

 

The Public Health Nursing Service in CHO X is committed to delivering an effective enuresis service.  

Phase 1 of this commitment is to establish an enuresis clinic in three locations across CHO X.   This 

service will be evaluated 6 months post-implementation.  Pending results of this evaluation the 

service will be expanded to all Networks on a phased basis or stepped down/amended to ensure 

service users’ needs are met.   

 

2.0 Protocol 

2.1 Service Objectives 

The objective of this service is to provide additional support and advice to caregivers in order 

to empower them to support their child to gain continence both during the day and at night.  

The service will offer two distinct clinic-based services: 

1. A drop in clinic where caregivers may attend without an appointment in three locations – 

A, B, C.   

2. A more in-depth clinic-based service which will provide holistic assessment, developing a 

care plan in collaboration with children and their caregivers in order to encourage the best 

outcomes for them in the area of nocturnal enuresis.  Where an expected outcome is not 

achieved the child will be referred for further treatment. 

 

2.2 Referral Criteria 

 Children who have attended / caregiver has attended drop-in clinics and been deemed by 

clinic lead to requiring further intervention 

 Caregivers may self-refer, as may older children (16-18 years). Children under 16 years 

will be required to have caregiver consent to attend 

 Members of the Primary Care Team, including GPs 

 Phase 1 of this service will be for clients living in community service areas covered by A, 

B, C.  The service will be evaluated 6 months post-initiation and rolled out across 

Networks as appropriate 

 

 

2.3 Inclusion / Exclusion Criteria 

The inclusion /exclusion criteria will be followed for the duration of the pilot and 

reviewed 6 months after service is initiated 
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2.3.1 Inclusion Criteria 

 Children/young adults between the ages of 5 years and 18 years 

 Children living in the service areas as covered above.  Children living outside of 

these areas may be accepted by the clinical leads if they have the capacity to 

provide a service 

2.3.2 Exclusion Criteria 

 Children who have a pre-existing diagnosis of physical 

/sensory/mental/intellectual disability which may impact on their ability to engage 

with the programme 

 Children who are already under to care of a Consultant Urologist and undergoing 

a specified treatment programme 

 Children under the age of 5 years.  These children may attend their local PHN for 

advice and support. All PHNs in CHO X will have access to the Clinic Leads for 

additional support/advice as appropriate 

 

2.4 Programme of Care 

 

2.4.1 Drop-in Clinics 

 Clinic Leads will promote the drop-in clinics in their local area, displaying notices 

in high traffic areas – GP practices, Community Pharmacies, Health Centres etc. 

as permitted. 

 Clinic Leads will work with their ADPHN to secure appropriate clinic space and 

time to run clinics 

 Clinics will be held at a minimum of once monthly.  Additional clinics may be held 

at the discretion of the clinic leads in consultation with her ADPHN/Practice 

Development 

 Caregivers/children attending the drop in clinic can expect an informal discussion 

relating to the continence issue they are presenting with and will be offered 

advice with regard to how to address the issue 

 An HSE advice leaflet will be distributed with the contact details of the clinic lead 

should they wish to discuss the issues further / attend the appointment led clinic 

/to seek further advice and clarification 

 The clinic lead will document the following details (See Appendix A): 

o Child Name & address 

o Childs Date of Birth 

o Caregivers Name & Contact Number 

o Presenting Issue 

o Actions are taken  

o Date and time of drop-in appointment 
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 Based on his/her clinic judgment the clinic lead will offer an appointment to the 

caregiver/child to attend an appointment based clinic for further assessment and 

individualised programme.  Caregivers and children will be advised that the 

average programme can take 6 months to 1 year to complete 

 

2.4.2 Appointment Only Clinics 

 

 Appointments will be offered by the clinic leads based on available 

service/resources.  A waiting list will be maintained by the clinic lead should 

demand exceed resources.   

 There will be two scheduled appointments offered initially, after which the clinic 

lead will determine the programme required to promote best outcomes for the 

child, and the frequency of appointments required to attain these outcomes. 

 Any issues in relation to child protection and welfare must be dealt with in 

accordance with the Children’s First Act, 2015. 

 Care Plan and treatment programme will be developed utilising evidence from the 

HSE (2016) Clinical Guideline on the Management of Monosymptomatic Enuresis 

in Ireland.   

Appointment 1 – Week 1 

 There is a high level of participation and collaboration required between the caregiver, child, 

and clinic lead to the promote best outcomes.  This will be outlined to the caregiver and child 

at the first appointment.  

 One hour clinic time will be allocated for appointment 1.  The need for continuity and the 

importance of developing an open, trusting, non-rushed relationship with both child and 

caregiver is the rationale behind the anticipated duration time of the appointment. 

 The clinic lead will complete an initial, holistic assessment using the Continence Assessment 

Form on ERIC website.  

 The clinic lead will provide a fluid balance chart to the caregiver to complete with the child.  

The clinic lead will go through the proper completion of, and importance of, recording the fluid 

balance sheet accurately.  Time will be given to explain the process and ensure the child and 

caregiver fully understands how to complete this important record. 

 The clinic lead will discuss diet and fluid intake required to optimise success. 

 A discussion around bowel health/constipation will be included. The Bristol Stool Chart 

(children’s version) will be discussed.  The requirements to observe and record bowel motions 

will be explained with the rationale for same. 

 Although routine dip-sticking of urine is not recommended, the decision whether or not to do 

this is to be taken by the clinic lead using her clinical judgment skills. 

 An opportunity for questions/clarifications will be given throughout the appointment. 
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 The caregiver/child will be given a pack and a follow on appointment will be offered and 

agreed. 

 

Appointment 2 - Week 2 

 The informal review of the first week on the programme will be taken with opportunities to 

discuss what went well / what didn’t go so well during the week. 

 Review of fluid balance record.  Any issues with completing this is to be discussed. 

Caregivers/children to be encouraged with regard to efforts made to complete this accurately 

and supported to improve recording should this be warranted. 

 The child will be shown how to identify bowel habit utilising ‘Pick your Poo’ resource. 

 Clinic lead will go through the plan for the following weeks.  A care plan will be developed in 

collaboration and agreement with the child and their caregiver. 

 The duration of the 2
nd

 appointment will vary however it is anticipated that the duration will be 

30 – 45 minutes. 

 The clinic lead will complete documentation.  

 Subsequent appointment time and date will be provided. 

 

Appointment 3 and subsequent appointments 

 The scheduling of all following appointments will be determined by the clinic lead in 

consultation with the caregiver/child.   

 Additional treatment aids (alarms/watches etc.) can only be provided if the child has followed 

the programme designed for them, and is still wetting in spite of bladder capacity for age 

being met. 

 

Discharge from Service 

Children will be discharged from the service in the following situations: 

 Following successful completion of the programme, where day and night dryness has been 

achieved.  Both child and caregiver will be advised that should the issue arise again the future 

they may re-refer back to the service. 

 Where the clinic lead has determined that onward referral to GP / Urology is required and has 

made this referral in consultation with the caregiver. A copy of the referral and evidence of 

where and when it was sent must be maintained in the child’s clinic file. 

 Where caregiver/child do not engage with service – 3 offers of appointment will be given.  If 

they do not respond/attend after 3 attempts to contact the clinic lead will write to the referrer 

to inform them the child has been discharged from the service. 

 Where the child has moved out of the area and does not wish to continue to attend / child has 

passed away. 
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 In line with all health records, clinic notes must be maintained in accordance with HSE Data 

Protection Procedures and local guidelines (CHOXPHNQG05).  

 

2.5 Onward Referral Pathway 

Should the clinic lead determine onward referral is required for the duration of the pilot referral 

can be made to GP / continence promotion Dr. Steevens Hospital as appropriate. 

 

3.0 Service Evaluation  

 

This service will be evaluated six months post-initiation to strategically plan for future service 

requirements.  The evaluation will consist of: 

 Evaluation by Practice Development Coordinator with Enuresis Steering Group 

 Service User Evaluation of Service 

 

4.0 Members of Working Group 

 

Subsection A 

 

Subsection B Subsection C 

   

Service User Satisfaction Evaluation 

 

 Service users will be asked to complete the HSE Primary Care-Your Service Your Say: A survey  

 How was your experience today 

 What did we do well 

 Could we have done anything better 

 Overall comments 

 

Draft Evaluation Metrics to be completed monthly 

 Number of new referrals 

 Number of referrals seen 

 Referral Source 

 Age of Child 

 Gender of Child 

 Outcome 

o Discharge successful outcome 

o DNA 

o Onward referral to GP / continence promotion
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Appendix A– Drop in clinic documentation 

 

Date: 

_______________ 

Time (hh:mm): 

_________________ 

Venue: 

__________________________ 

 

Childs Name 

  

DOB:____________________ 

 

Childs Address 

 

 

Primary Caregiver 

Details 

 

Name:   ____________________________ 

Contact: ____________________________ 

If the person accompanying a child is not primary caregiver consent must be obtained from 

legal guardian/parent to the discuss child.  This must be documented here: 

 

Presenting Issue, in 

the including 

duration of the 

problem 

 

 

 

 

Discussion / Advice 

Given 

 

 

 

 

Action (circle) Advice with an offer 

to contact clinic lead 

should issue persist 

Onward referral to 

appropriate service 

Appointment for 

scheduled clinic 

 

Signed:  __________________________________ 

Print Name: __________________________________ 

Date/Time: __________________________________ 
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Appendix 8 Gap Analysis 
 

 
 

Resources Current State Future Design Gap Action 

Clinic Leads Full-time 

caseloads/ 

providing ad 

hoc enuresis 

advice 

Run drop-in clinics and 

follow-up 

appointments for 

children with enuresis 

Dedicated time to 

provide enuresis 

service 

Caseload analysis and  

redistribution of workload 

Education Minimal 

Knowledge 

All  front-line staff 

involved with children 

undertake ERIC 

training and workshops 

for clinic leads 

Only six Clinic 

leads have 

previous ERIC 

training 

All front-line staff involved 

with children and one clinic 

lead to be facilitated to 

receive ERIC training and 

clinic-leads to attain work-

shops 

Cost €10,000  to 

procure ERIC 

training 

Costs available to pay 

for the training 

€10,000 Costs ring-fenced from 

NMPDU budget 

Time of 

Project Lead 

Full-time 

ADPHN role 

Project Lead for 

Enuresis Service rollout 

Already has 

multiple 

commitments 

Commitment from DPHN 

the project was a key 

priority for 6 months 
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Appendix 9 Consent to Participate in Chart Review and Survey 
                                                                                                                   August 2018  

 

Dear Service User  

You recently attended a clinic with me to discuss your child’s issue with bedwetting. 

The clinic is a new service which we are hoping to eventually roll out to other health 

centres in the area. We would like to review the outcome of your appointment. All  

information will be anonymous. We will only be looking at any improvements in 

bladder capacity which your child may have experienced, as this indicates to us if the 

programme is successful in helping children achieve dryness at night.  

This letter is a request for your consent to review the information relating to your 

child’s bladder capacity to develop and improve the service.  

In addition, a member of the nurse management team will send you a questionnaire 

in early 2019 to ask you some simple questions regarding your experience of the 

service, for example, what you feel we did well and where we could make 

improvements in the future. Your feedback would be greatly appreciated.  

Please sign this form if you are happy for your data to be used to improve the service 

and receive the questionnaire.  

Parents’ signature  

_________________________________________  

Clinic Nurses’ signature  

_________________________________________  

Maria Flaherty ADPHN (Responsible for service improvement)  

_________________________________________ 
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Appendix 10 Pre Training Questionnaire 
 

Pre ERIC training Questionnaire based on Kirkpatrick evaluation model 

Rate the extent to which you agree or disagree with the following statements: 

Questions Strongly 

Disagree 

Somewhat 

Disagree 

Neither 

Agree nor 

Disagree 

Somewhat 

Agree 

Strongly 

Agree 

I am confident with my 

knowledge and 

understanding of healthy 

bladders and bowels in 

children 

1 2 3 4 5 

 I am confident with my 

awareness of assessment 

techniques and tools 

including signposting to 

resources to use with 

children with additional 

needs 

1 2 3 4 5 

I am confident with my 

knowledge of current 

management strategies and 

interventions including the 

relevant NICE guidance 

1 2 3 4 5 

I am confident in my ability 

to  manage enuresis in the 

community 

1 2 3 4 5 

I am confident with my 

awareness of resources and 

services available for 

children with enuresis 

1 2 3 4 5 
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Appendix 11 Post Training Questionnaire 
      

Post ERIC training Questionnaire based on Kirkpatrick evaluation model 

Rate the extent to which you agree or disagree with the following statements: 

 Strongly 
Disagree 

Somewhat 
Disagree 

Neither 
Agree nor 
Disagree 

Somewhat 
Agree 

Strongly 
Agree 

I am satisfied with the 
course overall  

1 2 3 4 5 

The course was relevant to 
my practice and has increase 
my knowledge 

1 2 3 4 5 

I would recommend this 
course to others 

1 2 3 4 5 

I was satisfied with the 
venue and refreshments 

1 2 3 4 5 

I am confident with my 
knowledge and 
understanding of healthy 
bladders and bowels in 
children 

1 2 3 4 5 

 I am confident with my 
awareness of assessment 
techniques and tools 
including signposting to 
resources to use with 
children with additional 
needs 

1 2 3 4 5 

I am confident with my 
knowledge of  current 
management strategies and 
interventions including the 
relevant NICE guidance 

1 2 3 4 5 

I am confident in my ability 
to  manage enuresis in the 
community 

1 2 3 4 5 

I am confident with my 
awareness of resources and 
services available for 
children with enuresis 

1 2 3 4 5 

I will put my new learning to 
use in practice 

1 2 3 4 5 
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Appendix 12 HSE ‘Patient Experience Survey of Primary Care 

Teams- Your Service Your Say: A Survey’ 
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Appendix 13 Informal Qualitative Feedback 
 

“I was delighted to wear my favourite pyjamas two nights in a row” 

 

“Until we met you we felt hopeless, now we can see a light at the end of the tunnel..." 

 

"You have no idea what being dry has done for us as a family; it's been life 

changing...." 

 

"Since he stopped wetting the bed he is so much happier, less moody, less irritable, 

less angry..." 

 

"I am so proud of me" 

 

"I'm not embarrassed or ashamed to go on sleep-overs anymore" 

 

"Instead of spending money on pull up pants, Mammy takes me for ice cream" 

 

"We were so apprehensive coming here but the support has been amazing, I didn't 

understand bed wetting before but now I feel able to tackle it better..." 

 

 


