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Abstract 

BACKGROUND - Children in primary school often suffer from lower urinary tract symptoms (LUTS), 

which may negatively impact their overall well-being. Co-occurring neurodevelopmental disorders 

(NDDs) can adversely affect children as well and can cause restrictions in their daily life, especially in 

their school-environment. 

OBJECTIVES - The aim of the present study was to identify the prevalence of LUTS in Flemish primary 

school children. Furthermore, the related negative impact on their well-being within the school 

environment was examined. Secondary, the association between LUTS and NDDs was also 

investigated. 

STUDY DESIGN - Cross-sectional cohort study (observational research). 

METHODS - The study was conducted in four regular primary schools in Flanders, Belgium. Online 

questionnaires were submitted to children from the first to sixth grade and their parent(s). Treatment-

related questions, the VSSDES and DCD-Q were administered to the parents. Children of the fourth to 

sixth grade completed the questionnaire “Welbevinden”. Data collection occurred between October 

2022 and February 2023.  

RESULTS - In total, 111 primary school children (59 boys, 52 girls) and their parents were eligible for 

this study. Based on the parent questionnaire, 13.5% reported LUTS. Six (5.4%) children were 

diagnosed with overactive bladder, three (2.7%) had constipation. Of the 98 participants who filled in 

the VSSDES, 22.4% of the children had LUTS. Total VSSDES mean scores were 7.03 (SD 4.03). Most 

frequent items included hard stool (69.4%), urgency (59.2%) and holding manoeuvres (52.0%). Lower 

scores for satisfaction in children with LUTS were found within the VSSDES group (p = 0.01). There were 

no significant differences for total well-being and other domain scores. Of the twelve children with 

NDDs, 33.3% reported LUTS. No statistical associations between NDDs and LUTS were found (p = 0.58; 

p = 0.24). 

CONLUSION - The prevalence of LUTS in this study population was consistent with findings from 

previous international studies. Moreover, a negative impact of their urinary symptoms on the domain 

satisfaction was found. Lastly, this study confirmed the importance of further research to investigate 

the prevalence of LUTS in children with DCD. 

KEYWORDS: lower urinary tract symptoms, well-being, primary school children, neurodevelopmental 

disorders, VSSDES, DCD-Q 
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ACHTERGROND - Lagere urinewegsymptomen komen frequent voor bij lagereschoolkinderen en 

kunnen het algemeen welzijn van deze kinderen negatief beïnvloeden. Bovendien kunnen 

neurobiologische ontwikkelingsstoornissen ook aanwezig zijn, dewelke bijkomende negatieve 

gevolgen kunnen veroorzaken op dagdagelijkse activiteiten en het schools functioneren.  

DOELSTELLINGEN - Het doel van de studie is om de prevalentie van lagere urinewegsymptomen na te 

gaan bij lagereschoolkinderen in Vlaanderen. Vervolgens werden de hiermee gepaarde negatieve 

gevolgen op het welzijn van de kinderen binnen de schoolomgeving onderzocht. Secundair werd het 

verband tussen lagere urinewegsymptomen en neurobiologische ontwikkelingsstoornissen in kaart 

gebracht.  

ONDERZOEKSDESIGN – Cross-sectioneel onderzoek. 

METHODE - De studie werd uitgevoerd in vier reguliere lagere scholen in Vlaanderen. De ouders en 

kinderen uit het eerste tot en met zesde leerjaar kregen online vragenlijsten aangeboden. Behandeling 

gerelateerde vragen, de CVO en VSSDES-vragenlijst werden door de ouders ingevuld. Kinderen van het 

vierde tot en met het zesde leerjaar vulden de vragenlijst “Welbevinden” in. De gegevensverzameling 

vond plaats tussen oktober 2022 en februari 2023. 

RESULTATEN - In totaal werden 111 lagereschoolkinderen (59 jongens, 52 meisjes) én hun ouders 

geïncludeerd. Op basis van de oudervragenlijst rapporteerden 13,5% lagere urinewegsymptomen. Zes 

(5,4%) kinderen hadden de diagnose overactieve blaas, drie (2,7%) hadden constipatie. Van de 98 

participanten die de VSSDES invulden, scoorde 22,4% van de kinderen positief op lagere 

urinewegsymptomen. De gemiddelde totale score op de VSSDES was 7,03 (SD 4,03). De meest 

voorkomende items waren harde stoelgang (69,4%), urge-incontinentie (59,2%) en 

ophoudmanoeuvres (52,0%). Uit het vierde tot en met zesde leerjaar vulden 53 kinderen de vragenlijst 

“Welbevinden” in. In de VSSDES-groep werden lagere scores gevonden op vlak van tevredenheid bij 

de kinderen met lagere urinewegsymptomen (p = 0,01). Voor het totaal welzijn en de andere domeinen 

waren de scores niet significant. Van de twaalf kinderen met neurobiologische 

ontwikkelingsstoornissen rapporteerden 33,3% lagere urinewegsymptomen. Er werden geen 

significante associaties gevonden tussen neurobiologische ontwikkelingsstoornissen en lagere 

urinewegsymptomen (p = 0,58; p = 0.24). 

CONCLUSIE – De prevalentie van lagere urinewegsymptomen in deze populatiegroep was consistent 

met bevindingen uit eerdere internationale studies. Bovendien hadden de symptomen een negatieve 

invloed op de tevredenheid van deze kinderen. Deze studie bevestigt het belang van verder onderzoek 

naar de prevalentie van lagere urinewegsymptomen bij kinderen met DCD. 

TREFWOORDEN: Lagere urinewegsymptomen, welzijn, lagereschoolkinderen, neurobiologische 

ontwikkelingsstoornissen, VSSDES, CVO  
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Introduction 

Children in primary school often suffer from lower urinary tract symptoms (LUTS). Together with 

asthma, LUTS is the most important chronic disease at pediatric age [1]. A prevalence of 10 to 15% is 

reported, related to age, gender and social-economic status [2, 3].  

Standardization of LUTS 

The International Children’s Continence Society (ICCS) provides guidelines in the standardization of 

terminology for bladder and bowel dysfunction in children [4]. These dysfunctions commonly occur 

together and are therefore labelled as Bladder and Bowel Dysfunctions. Symptoms related to the lower 

urinary tract may occur infrequently or without an impact on daily life. These can be classified into 

symptoms of the storage and/or voiding phase of bladder function. 

Storage symptoms are e.g., incontinence, urgency and nocturia [5]. Incontinence can be continuous or 

intermittent. Continuous incontinence, mostly associated with congenital malformations, refers to 

constant urine leakage. Intermittent incontinence can be subdivided into enuresis (NE) and daytime 

incontinence (DUI). DUI indicates intermittent leakage during the day, while NE describes the 

involuntary leakage of urine during the night. There are two types of NE. First, monosymptomatic 

enuresis, without other LUTS or bladder dysfunctions. Second, when NE co-occurs with other LUT-

symptoms, it is described as non-monosymptomatic enuresis. 

Examples of symptoms during the voiding phase are hesitancy, straining and weak stream. Other 

symptoms can also occur, such as holding maneuvers, urinary retention and the feeling of incomplete 

emptying [4, 5].  

To evaluate lower urinary tract symptoms, the validated Vancouver Symptom Score for Dysfunctional 

Elimination Syndrome (VSSDES) for children and their parents can be used [6]. 

LUTS in primary school children  

Attending primary school is a crucial period for children. They spend most of the day at school, learning 

basic principles in life. Non-educational problems, such as LUTS, can interfere with their daily school 

life. Importantly, teachers and the school environment can play a crucial role in the prevention and 

treatment of LUTS. 

Prevention 

School, as an environmental factor, can have an impact in the prevention of LUTS regarding access to 

bathroom facilities, infrastructure, fluid intake and voiding opportunity [7]. This is due to children's 

perceptions of school toilets and its influence on their voiding habits [8]. Regarding the role of teachers, 

previous research found that 76% of the teachers do not pay attention to the promotion of LUTS [9].  

Treatment 

School routines that do not support the urotherapy programmes are identified as a barrier to 

treatment success. People close to the child can serve as “co-therapist” to increase compliance and 

self-efficacy [7]. The ICCS recommended focussing on the provision of information, life-style advice, 

instructions and behavioural modifications, registration of symptoms and support in standard 

urotherapy. Furthermore, all aspects should be considered in the treatment process such as somatic, 

psychosocial, behavioural problems and quality of life (QoL) [10].   
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QoL in children with LUTS 

Children’s QoL is important to consider in research or therapy, as many chronic diseases can cause 

restrictions in daily life [11]. QoL is defined by The World Health Organization (WHO) as the perception 

of an individual about their position in life embedded in a cultural, social and environmental context. 

It can be divided into numerous domains, including physical, psychological, level of independence, 

social relationships, environment and spirituality, religion and personal beliefs [12].  

Literature indicates that having LUTS negatively affects children's QoL, especially in the psychological 

and social domain. On psychological domain, children with LUTS experience higher levels of stress [13]. 

Other factors of this domain include sleep problems and fatigue. These could lead to mood 

disturbance, concentration problems and reduced school performance [14, 15]. Social problems 

manifest itself in social avoidance by the fear of being discovered for LUTS and for being bullied [16-

18]. Especially found in children with NE was the avoidance of overnight school trips and sleepovers 

[19]. All these factors can also affect the relationship with their caregivers and friends [20]. 

The influence of demographic variables, such as gender and age, on QoL in children with LUTS should 

be considered. Previous studies have illustrated that older children are more aware of their own body 

or behavior and therefore have a lower self-esteem [20-23]. Furthermore, it was found that girls with 

NE have lower self-esteem than boys with NE [2, 24, 25]. On the other hand, one reason for a lower 

self-esteem in boys with NE was the lower family tolerance for having urinary problems [23, 26-28].  

Well-being is merely one element of QoL, which can be subdivided into objective and subjective well-

being. Objective well-being is an external measured factor, while subjective well-being departs from 

an individual perspective [29]. Within the school environment, LUTS can have an impact on children’s 

well-being which in turn can have additional implications for learning [30].  

Association with neurodevelopmental disorders  

In addition to LUTS, neurodevelopmental disorders (NDDs) can profoundly affect children’s well-being 

and can be related with lower school performances [31]. Therefore, it is necessary to screen for 

comorbidities in children with lower urinary tract symptoms. 

Literature implies frequently co-occurring of LUTS in children with NDDs, such as attention deficit 

hyperactivity disorder (ADHD) and autism spectrum disorder (ASD) [32]. Explanations for a higher 

prevalence in this population can be behavioural and/or biological [33]. Other findings attribute 

delayed development as a risk factor for daytime wetting and soiling at school age [34]. A study of 

Logan et al. found that 37% of children with voiding dysfunctions had learning disabilities, 

developmental delay, dyslexia or a severe seizure disorder [35]. However, few studies have examined 

the prevalence of LUTS in children with developmental coordination disorder (DCD).  

ADHD, ASD and DCD are classified as NDDs in the Diagnostic and Statistical Manual of Mental 

Disorders, 5th Edition (DSM-5) [36, 37]. DCD is a chronic condition occurring in five to six percent of 

children, often in combination with other NDDs [38]. Characterising by problems with e.g., fine- and 

gross motor skills, perceptual-visual- and executive functioning; giving considerable consequences in 

daily life [39].  

Literature provide evidence to support the high prevalence of behavioural- and emotional problems in 

children with developmental disorders [40]. Moreover, having poor motor coordination is associated 

with increased psychological distress [41]. Equally important is that associated behavioural problems 
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can affect the effectiveness of bladder training. According to the ICCS recommendations, these 

children require a more multidisciplinary approach tailored to the child’s needs [10, 40]. 

Based on the findings above, it appears that LUTS and NDDs can profoundly affect primary school 

children. Previous researchers primarily focused on the impact of LUTS on children’s overall well-being. 

However, there is a need to investigate the consequences for well-being within the school 

environment. After all, LUTS and the consequently poor well-being may have implications on the 

development of the child. Furthermore, this study can give new perspectives regarding the role of the 

school team and the treatment approach. Guidelines can be further elaborate considering well-being 

and associated comorbidities in primary school children with LUTS. 

Study aim  

The aim of this study is to identify the prevalence of LUTS in Flemish primary school children and its 

related negative consequences on their well-being within the school environment. Secondary, the 

association between LUTS and NDDs (ASD, ADHD, DCD) will be investigated.   
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Method 

Study design and ethics 

Current research is a cross-sectional cohort study (observational research), outgoing from the 

department Urology and Urogym from the Ghent University hospital. This study was approved by the 

ethical committee of the hospital. Informed consent was obtained from all participants. If children 

where younger than 12 years old, their parents or guardian had to give permission. In return for the 

cooperation, the participating schools received class-specific results of children’s well-being at the end 

of the study. To provide guidance in writing this paper, the Strengthening the Reporting of 

Observational Studies in Epidemiology (STROBE) checklist was used [42].  

Setting and recruitment  

The study was conducted in four regular primary schools in Flanders, Belgium. Recruitment of the 

schools was performed by telephone contact, May to October 2022. No criteria were applicable. 

Afterwards, an e-mail was sent to the interested schools. During a meeting at school, in September 

2022, the whole process of the study was discussed. Children, their parents and teachers had to give 

individual permission to participate in the study. 

Participants (in- and exclusion criteria) 

Eligible participants were children in the fourth to sixth grade and parents of children from the first to 

sixth grade. They all had to be able to speak and understand Dutch. Children with kidney problems 

were excluded from the data analysis. No other exclusion criteria were eligible.  

Materials 

The research topics were investigated with the use of the following questionnaires.  

To measure well-being in primary school children the validate questionnaire “Welbevinden” (Appendix 

1) for children from the fourth to sixth grade was used, recommended by the Flemish inspection of 

education [43]. This questionnaire consists of 28 questions about children’s well-being which are 

graded on a scale of 1 to 4 (1 = never, 2 = usually not, 3 = usually, 4 = always). Following domains are 

included: satisfaction, engagement, academic self-concept, pedagogical climate and social 

relationships. The survey required approximately 15 minutes to complete. Validity and reliability range 

between 0.7 and 0.9 using the Cronbach’s alfa-values [43]. 

Vancouver Symptom Score for Dysfunctional Elimination Syndrome (VSSDES), Dutch Version (Appendix 

3) by ‘t Hoen et al. was used  [6]. The VSSDES was developed to evaluate symptoms of bladder and 

bowel dysfunction in children, completed by their parents in agreement with the children. It consists 

of 13 items, weighted equally with a 5-point Likert Scale with scores ranging from 0 (no complaints) to 

4 (severe symptoms). Total scores range from 0 to 52. The higher the score, the more severe the 

symptoms. The Dutch version of the VSSDES is a validate questionnaire and has moderate to good 

reliability and validity properties. A sensitivity of 94% and a specificity of 91% were found for a cutoff 

score of 9. Furthermore, this questionnaire was complemented by treatment-related questions 

(Appendix 2, Parent questionnaire) and requires approximately 10 minutes. 

Assessment of motor functioning was conducted using the Developmental Coordination Disorder 

Questionnaire (DCD-Q), Dutch Version (Appendix 4) [44]. The Dutch DCD-Questionnaire inventories 
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(writing) motor problems in daily life. It contains of 15 items that focus on the individual’s activity level 

regarding motor coordination (e.g., self-care, ball skills). Parents are asked to compare the degree of 

coordination of their child with other children of the same age. Each item is rated on a 5-point scale, 

ranging from ‘not at all like your child’ (=1) to ‘extremely like your child’ (=5). There are three subscales: 

control during movement, fine motor skills or handwriting and general coordination. The total score, 

which varies from 15 to 75, can be determined based on the sum score of the three subscales. The 

higher the score, the better the performance. Cut-off scores depend on age. Reliability and validity of 

the DCD-Q were assessed in the Netherlands. Sensitivity is low (28.9%) in a population-based sample, 

specificity is 89%. The questionnaire requires approximately 15 minutes to complete.  

Data collection process 

Online questionnaires were submitted to the children and their parent(s). Participants were provided 

with a link or QR-code to an informational page and the questionnaire.  

Children of the fourth to sixth grade completed the questionnaire “Welbevinden”. Data collection of 

the children occurred between October 5 and November 16, 2022. The questionnaire was completed 

in the classroom in the presence of the researchers. In each class, the same information was given to 

the children before taking the survey. The information provided addressed topics including why they 

were asked to complete a survey and about the content of the survey. 

Treatment-related questions, the VSSDES and DCD-Q were administered to the parents. Two methods 

were employed to collect data. First, the online questionnaire was sent directly to the parents through 

the principal of the school. Afterwards, the researchers attended the parent contact evening. For the 

second method, researchers informed the parents directly at the parent contact evening. Parents 

could choose to fill in the survey directly or could complete the questionnaire at home afterwards, 

sent by the principal of the school. All parents completed the online questionnaire with or without the 

cooperation of their child. The collection of these surveys occurred between the beginning of October 

2022 and the end of February 2023. 

The entire process was anonymised. Surveys from children and their parents could be linked to the 

class number of the children, their school and class. Redcap research electronic data capture (REDCap) 

was used in the whole data collection process, from October 2022 through February 2023. There was 

no second assessment. 

Outcome variables 

Outcome variables can be found in Table 1.  

Primary outcome measures Secondary outcome measures 

- Participants variables  

− Demographic characteristics  

− Current treatment of LUTS 
- Prevalence of LUTS and severity of LUTS 
- Impact of LUTS on children’s well-being 

(satisfaction, engagement, academic 
self-concept, pedagogical climate, social 
relationships) 

- The prevalence of LUTS in children with 
neurodevelopmental disorders 

- Relation between LUTS and DCD or 
probable DCD 

 

Table 1. Outcome variables and sources. 
Legend: DCD = Developmental Coordination Disorder; LUTS = Lower Urinary Tract Symptoms. 
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Bias  

To address potential sources of bias, all participants were informed that the data collection process 

was anonymous to the researchers. This was to ensure that the questionnaires were completed 

truthful and thus may avoid social-desirability bias.  

Statistical analysis 

Analyses were performed with the IBM Statistical Package for the Social Sciences (SPSS) version 28. 

Categorical data were reported as counts and frequencies, continuous data were presented as mean 

and standard deviation (SD).  

Descriptive statistics were used to examine demographic characteristics. The normality of data 

distribution was analyzed using the Shapiro-Wilk test. To compare differences between groups, the 

Student unpaired t-test or One-way ANOVA were used to analyze variables that showed normal 

distribution. For variables that did not show normal distribution, the Mann-Whitney U test or Kruskal 

Wallis test were used. Chi-square and the Fisher exact test were used to analyze associations between 

categorical variables. P-values of <0.05 were considered statistically significant. 
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Results 

Patient characteristics  

Between September 2022 and February 2023, 112 parents of children from the first to sixth grade in 

primary school participated in this study. Among them, there were 59 boys (52.7%) and 53 girls 

(47.3%). One child was diagnosed with kidney problems and therefore excluded in this study. The 

demographic and clinical characteristics of the remaining children can be found in table 2. 

 
Table 2. Demographic and clinical characteristics. 
Legend: % = percentage; ADHD = Attention Deficit Hyperactivity Disorder; ASD = Autism Spectrum Disorder; DCD 

= Developmental Coordination Disorder; n = number of participants. 

Figure 1 shows the population distribution based on the parent questionnaire and the VSSDES. Of the 

111 parents who filled in the parent questionnaire, fifteen (13.5%) children were classified as having 

LUTS. The VSSDES was completed by 98 parents, with a total of 22 (22.4%) children with an indication 

of LUTS (cut-off point 9).  

From the fourth to sixth grade, 53 children completed the questionnaire “Welbevinden”. Two children 

were excluded in this analysis because of incomplete data. Linked to the parent questionnaire, seven 

(13.73%) of the 51 children were indicated as having LUTS. Based on the questionnaire “Welbevinden” 

and the VSSDES, nine (20.93%) of 43 children had LUTS. 

 
Fig. 1. Population distribution based on the parent questionnaire and the VSSDES. 
Legend: LUTS = Lower Urinary Tract Symptoms; VSSDES = Vancouver Symptom Score for Dysfunctional 

Elimination Syndrome. 
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Lower urinary tract symptoms 

Parent questionnaire 
Statistical analysis (Table 3) showed no significant (NS) differences between the LUTS group and the 

control group in terms of gender (p = 0.57) and school grade (p = 0.33). 

Six (40.0%) of the children with LUTS were diagnosed with an OAB (overactive bladder), one (6.7%) 

child had urinary problems in context of constipation and eight (53.3%) children had urinary problems 

without diagnosed bladder dysfunction. The other 96 children without any urinary problems were 

selected as a control group. Two (2.1%) children without urinary problems were diagnosed with 

constipation. There were no children with faecal incontinence or urinary tract infections. From the 

fourth to sixth grade, eight (7.2%) children had LUTS, including five children with OAB and one child 

with constipation.  

Of the children with OAB, two (33.3%) children were receiving treatment, one (16.7%) has yet to begin 

treatment and one (16.7%) parent confirmed treatment was not necessary. The other two (33.3%) 

reported no urinary problems. Of the three children with constipation, one (33.3%) received treatment 

and two (66.7%) did not require treatment because of no urinary problems. 

In addition, eight (7.8%) parents of children without diagnosed bladder disorder or constipation 

reported urinary problems in their child. Three (2.9%) had yet to start treatment, the other five (4.9%) 

found treatment unnecessary.   

VSSDES questionnaire  
Total VSSDES scores for the children from first to sixth grade ranged from 0 to 24 (MS 7.03, SD 4.03). 

Twenty-two (22.4%) children were indicated as having LUTS (cut-off point 9) estimated by the VSSDES 

(Table 3). Among these children, seven indicated that their symptoms have an impact on their daily 

life. There were NS differences in terms of gender (p = 0.83) and school grade (p =0.30). 

Frequencies of the reported symptoms (score > 0) on the VSSDES can be found in table 4. Hard stool 

was indicated in 68 (69.4%) children, two of them were diagnosed with constipation. Other frequent 

items included the presence of urgency (59.2%) and holding maneuvers (52.0%). Bowel incontinence, 

pain and straining (3.1% to 6.1%) were reported rarely. 

Table 3. demographic variables LUTS groups vs. No-LUTS group (parent questionnaire and VSSDES). 
Legend: % = percentage; LUTS = Lower Urinary Tract Symptoms; n = number of participants; p-value = probability; 

VSSDES = Vancouver Symptom Score for Dysfunctional Elimination Syndrome. 
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Table 4. Reported symptoms on the VSSDES. 
Legend: % = percentage; n = number of participants; VSSDES = Vancouver Symptom Score for Dysfunctional 

Elimination Syndrome. 

Parent questionnaire vs. VSSDES 
Of the fifteen children with LUTS reported by the parents, three were excluded in this analysis due to 

missing data. Eight (53.3%) had LUTS and four (26.7%) had no LUTS according VSSDES scores.  

Based on the VSSDES, fourteen (63.6%) of the 22 children with LUTS did not indicate urinary problems. 

Within this group, four parents reported symptoms of DUI and three reported NE.  

Impact on well-being 

When differences between gender or school grade were considered, NS differences for total well-being 

could be found based on both questionnaires, the parent questionnaire (p-value 0.11; 0.25) and the 

VSSDES (p-value 0.08; 0.17).  

The results of the questionnaire “Welbevinden” for children with and without LUTS are shown in table 

5. The domains engagement and social relations had the highest mean scores in the LUTS and no LUTS 

group, based on both questionnaires. Based on the VSSDES, children with LUTS scored significant lower 

on the domain satisfaction than children without LUTS (p = 0.01). NS differences for satisfaction were 

found for the parent questionnaire. Last, there were NS differences for total well-being and the other 

domain scores between the LUTS and no LUTS group based on the two questionnaires. 

 
Table 5. Mean scores of the questionnaire “Welbevinden” on children with LUTS vs. No LUTS. 
Legend: % = percentage; LUTS = Lower Urinary Tract Symptoms; n = number of participants; p-value = probability; 

VSSDES = Vancouver Symptom Score for Dysfunctional Elimination Syndrome. 

 



 

20 
 

Neurodevelopmental disorders  

A total of twelve (10.8%) children were diagnosed with a NDD (ADHD, ASD or DCD), three of them had 

two NDDs. The most frequently reported diagnosis was ADHD (7.2%), followed by ASD (4.5%).  

Based on the parent and VSSDES questionnaire, four (33.3%) children with a NDD had LUTS (Fig. 2). 

Within them, one participant was diagnosed with OAB. The other three children had no bladder of 

bowel disorder. None of the children were treated for their urinary problems. NS associations between 

NDDs and LUTS were found (p = 0.58; p = 0.24). There were no children with NDDs that reported an 

impact of LUTS on their daily life.  

 
Fig. 2. Co-occurrence of LUTS and NDD. 
Legend: LUTS = Lower Urinary Tract Symptoms; NDD = neurodevelopmental disorder; VSSDES = Vancouver 

Symptom Score for Dysfunctional Elimination Syndrome. 

Children without NDDs scored higher for total well-being and domain scores, except for the domain 

social relationships on the parent’s questionnaire. NS differences were found between the NDD and 

no NDD group. 

The highest mean scores for total well-being were 3.38 (SD 0.12) in the “LUTS – no NDD” group, based 

on the parent questionnaire (Fig. 3) For the VSSDES scores (Fig. 4), the highest mean scores were found 

within the “No LUTS-No NDD” group (MS: 3.24, SD 0.23). The “LUTS – NDD” group scored the lowest 

on the parent questionnaire (MS: 2.75) and the VSSDES (MS: 3.01, SD 0.25). 
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Fig. 3. Mean scores on the questionnaire “Welbevinden”, parent questionnaire. 
Legend: LUTS = Lower Urinary Tract Symptoms; NDD = neurodevelopmental disorder. 

 
Fig. 4. Mean scores on the questionnaire “Welbevinden”, VSSDES. 
Legend: LUTS = Lower Urinary Tract Symptoms; NDD = neurodevelopmental disorder; VSSDES = Vancouver 

Symptom Score for Dysfunctional Elimination Syndrome. 
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DCD-Q 

The parents of 89 children (50 boys, 39 girls) filled in the DCD-Q completely to assess motor 

coordination problems. Total scores ranged from 15 to 75 (MS 60.94, SD 13.70). Based on the DCD-Q 

scores, there were nineteen (21.3%) children with probable DCD (Fig. 5). Among them, there were 

thirteen boys (68.4%) and six girls (31.6%). Two (10.5%) of these children had LUTS estimated by the 

VSSDES, another child (5.3%) had LUTS estimated by the parents’ questionnaire. One parent indicated 

that his child was diagnosed with DCD, but not indicated LUTS.  

 

 
Fig. 5. Co-occurrence of LUTS and probable DCD. 
Legend: DCD = Developmental Coordination Disorder; LUTS = Lower Urinary Tract Symptoms; VSSDES = 

Vancouver Symptom Score for Dysfunctional Elimination Syndrome. 
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Discussion 

The purpose of this research was to investigate the prevalence of LUTS among primary school children 

in Flanders, with and without NNDs. Furthermore, the impact on well-being within the school 

environment was examined.  

In total, 13.5% of the primary school children were classified as having LUTS, based on the parent 

questionnaire. Moreover, VSSDES-scores indicated that 22.4% of the children had LUTS. There were 

no statistical differences between children with and without LUTS for well-being, except for the 

subdomain satisfaction. In this domain, lower scores for the LUTS group based on the VSSDES were 

found. Of the twelve children with NDDs, four (33.3%) children had urinary problems. There were no 

statistical associations between NDDs and LUTS. Lastly, the children with LUTS and NDD had the lowest 

well-being mean scores. 

Lower urinary tract symptoms 

Prevalence of LUTS 
The overall prevalence of LUTS (13.5%) based on the parent questionnaire is consistent with previous 

literature. However, the number of children with LUTS according to scores based on the VSSDES was 

higher (22,4%). In addition, only 36.4% of the children with positive VSSDES scores indicated urinary 

problems [2, 3]. Concerning the items DUI and NE, seven parents did not report them as urinary 

problems. 

A sensitivity of 94% and a specificity of 91% were found for the Dutch VSSDES. Therefore, there is only 

a small chance that differences between the two questionnaires could be due to the psychometrics of 

the VSSDES. It could be a possibility that parents did not indicate mild symptoms as urinary problems, 

whereas these symptoms scored positive on the VSSDES [6]. Moreover, the researchers suppose that 

some parents may not indicate urinary problems when their child had no diagnosis or when there was 

no impact of the symptoms on their daily life. Last, it seems that DUI and NE are still often 

underestimated by parents. 

Diagnosis of bladder and bowel disorders were questioned. Of all children, 5.4% were diagnosed with 

OAB. This can be compared to previous literature. In general, 5 to 12% of all children between the ages 

of 5 and 10 suffer from OAB [45, 46]. Overall, three (2.7%) children in this study were diagnosed with 

constipation. One of them also had LUT-symptoms. Based on other studies, it can be considered that 

constipation and LUTS often occur together. Loening-Baucke stated that there is a higher prevalence 

of faecal and urinary incontinence in children with constipation. Prevalence rates for urinary 

incontinence were respectively 21.8% and 7.3%, for children with and without constipation [47]. Co-

occurrence can be explained due to anatomical proximity of the bladder and urethra to the rectum 

[48]. 

The most reported symptoms on the VSSDES in this study were the presence of hard stool, urgency 

and holding manoeuvres. Only two children with symptoms of hard stool were diagnosed with 

constipation. Found in the literature, two studies also reported constipation and urgency as most 

common symptoms [2, 49]. Other frequently named symptoms include (in)frequent voiding and DUI. 

Vaz et al. also mentioned holding manoeuvres as a common symptom in primary school children [2].  
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Demographic variables 
In this study, most children with OAB were in the higher school grades. Whereas other researchers 

have found that younger children are more likely to have OAB than those with an older age [50]. In 

children from lower school grades, this dysfunction can be explained by maturational delay in the 

central nervous system of the bladder. It might be possible that these children were less diagnosed 

with OAB, due to the potential natural resolution of this problem. Further, OAB in older primary school 

children cannot be completely explained by immaturity of bladder control [51, 52]. Furthermore, Vaz 

et al. described the risk of LUTS as 1.7 times higher for children between six and eight years old than 

for children between nine and twelve years old [2]. A decreasing prevalence can be found in a 

population of children with higher ages [53]. 

Treatment 
All children who were treated for their urinary problems followed a drink schedule intervention. This 

treatment modality is recommended and successful as early-stage therapy for LUTS [54].  

Noteworthy, despite reporting urinary problems, more than half of the parents found urotherapy not 

necessary for their child. Firstly, the factor age may play a role in the treatment decision-making. In 

one child, treatment was not indicated by the general practitioner due to young age. Moreover, the 

majority of the non-treated children were in the lower school grades. Secondly, there was no 

association between the reported impact of LUTS on the children’s daily life and the choice of receiving 

treatment. Therefore, it seems that this factor was less important in the decision-making process. 

Furthermore, it has been demonstrated that when children have parents with a lower familial income, 

medical health care is consulted less. Thus, children from lower socio-economic classes will have fewer 

opportunities to get help. Therefore, socio-economic factors should be considered [11, 55]. Further 

interviews are needed to find out parents’ opinions about treatment options.  

Impact on well-being 

In general, well-being scores were relatively good. An average score of around three for total well-

being and subdomains were found in both questionnaires. This means that children answered mostly 

“usually yes” or “always” on questions who were positively formulated. On negatively formulated 

questions, most answers were “never” or “usually no” [43].  

Scores for satisfaction within the school environment were lower in children with LUTS compared to 

children without LUTS. The domain satisfaction includes questions about whether the child likes going 

to school or class and whether he or she feels good at school. Experiencing LUTS can lead to feeling 

less comfortable at school. Therefore, children with LUTS could report lower scores on this domain. In 

contrast with previous findings, no significant differences for total well-being and the other domains 

were found. However, there is a lack of high-quality research. Most studies confirm the negative 

consequences of LUTS on social relationships. Symptoms of enuresis or daytime incontinence can be 

a barrier to participation in activities, due to social avoidance and feelings of exclusion [16, 18, 19]. For 

this reason, lower scores on the domain social relations would be expected but were not seen in this 

study. Last, LUTS may affect children’s school performance, in addition to the impact of comorbidities 

[11, 14].  
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Neurodevelopmental disorders and LUTS 

The most frequently reported NDDs in this study were ADHD (7.2%) and ASD (4.5%). Lower urinary 

tract symptoms were present in 33.3% of the children with NDDs. Of the children with motor 

coordination problems estimated by the DCD-Q, 15.8% reported LUTS. Previous research has 

confirmed that NDDs are commonly associated with LUTS in children [56]. The current study sample 

was too small to find statistical differences between children with and without a NDD.  

Most conditions that already have been examined are ADHD and ASD. A population-based study of 

Vasconcelos et al. found that children with ADHD symptoms are 2.3 more likely to have LUTS [57]. 

Common neurological factors such as functional deficits of the central nervous system, psychosocial, 

environmental or epigenetic factors were already discussed in children with ADHD. Moreover, similar 

brain regions (insula, anterior cingulate cortex and prefrontal cortex) may be involved in the 

pathophysiology of LUTS and ADHD [33]. Furthermore, it also has been described that children with 

ASD are at greater risk for LUTS [58]. Guidelines for treatment of incontinence in children with ADHD 

and ASD already have been outlined by the ICCS. Children with ASD often require a more structured 

behavioral approach and therapy is more time-consuming [56]. 

Further, Price and Butler reported a higher incidence of incontinence in children with DCD [59].  

Another study highlighted the many difficulties with toilet training [60]. Difficulties mentioned are 

procrastination to go to the bathroom and sensory problems. However, in the present study, LUTS 

were more prevalent in children with a NDD within the fourth to sixth grade. This cannot be explained 

by delayed toilet training. An explanation for these findings may be the persistent sensory processing 

problems in children with DCD [61]. Importantly, retrospective research is needed to examine previous 

episodes of LUTS in primary school children. Last, previous studies have shown that constipation often 

co-exists with urinary symptoms due to behavioral or psychological problems [60].  

In the literature, children with a positive score on the DCD-Q are described as children with probably 

DCD [62]. The prevalence of these children was higher in this study than reported in other studies [38, 

63]. Remarkably, previous studies have found a low sensitivity to identify children with DCD in the 

general population [44, 64]. Which cannot explain the high prevalence of probable DCD in this study. 

International guidelines recommend using the DCD-Q to provide supplementary information about 

motor-related problems, but not to screen children with DCD [38]. Therefore, it remains important to 

incorporate the other DSM-5 criteria before providing conclusions.  
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Strengths and limitations  

A strength of this study is that the STROBE checklist was used. Secondly, children filled in the 

questionnaire “Welbevinden” in the absence of their parents. Therefore, the results cannot be 

influenced by others. Some researchers have suggested that QoL scores may be inconsistent with the 

results of proxy reports [65]. Another strength is that a cut-off point for the VSSDES was used to 

compare children with and without LUTS. Furthermore, participants were informed that the entire 

process was anonymised to the researchers.  

Limitations of the study include a small sample size and questionnaires restrictions. First, some 

terminology in the questionnaire “Welbevinden” was unknown for the children and therefore could 

be misinterpreted. Also, children who did not speak Dutch could not participate. The questionnaire 

“Welbevinden” does not specifically investigate well-being in relation to LUTS. Confounding factors 

that may affect LUTS were thus not surveyed. Further, the Dutch DCD-Q has not been validated for a 

Flemish population. Moreover, no statements can be made about causal relationships, due to the 

study design. Lastly, socioeconomic and environmental factors were not integrated in this study. 

Future directions 

The findings of this study and previous studies confirm the negative impact of LUTS among primary 

school children [13, 17, 55]. Management may include identification of LUTS and the associated 

consequences on children’s well-being. More awareness and communication among healthcare 

providers, teachers and caregivers could be an important step to minimize these negative effects. 

Furthermore, education is a key component for the initial management of LUTS and must be 

implemented into the school environment. 

Although the association between neurodevelopmental disorders and LUTS has been shown in 

previous studies, further research toward specific causes is needed. In Belgium, children with NDD 

often go to special needs schools. National studies should focus on all children from first to sixth grade, 

and not only on children in regular schools.  

Specific treatment guidelines for LUTS in children with DCD could be further developed. For clinicians, 

it remains important to measure the consequences and comorbidities of LUTS individually. So that the 

approach can be adjusted to the child’s needs.  
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Conclusion 

This study reveals that LUTS were present in 13.5 to 22.4% of the children, consistent with the findings 

from previous international studies. Most common symptoms were urgency (59.2) and holding 

manoeuvres (52.0%). Furthermore, hard stool was indicated in 69.4% of the children. In terms of well-

being, LUTS had a negative impact on children’s satisfaction within the school environment. For the 

children with a NDD (ADHD, ASD or DCD), 33.3% of them reported urinary problems. However, no 

statistical associations were found between NDDs and LUTS. Moreover, this study indicates that 

children with LUTS and NDD had lower well-being mean scores.  

Further retrospective research is needed to investigate the prevalence and underlying processes of 

LUTS in children with DCD. Then, guidelines for the treatment of LUTS in children within this group can 

be further developed. Another crucial step in the approach of LUTS may be the awareness and 

communication among healthcare providers, teachers and caregivers.  
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Abstract (lekentaal) 

ACHTERGROND - Kinderen uit de lagere school hebben vaak last van plasproblemen. Deze problemen 

kunnen een invloed hebben op het welzijn van deze kinderen. ADHD, autisme en coördinatie-

ontwikkelingstoornissen (DCD) zijn ook vaak aanwezig. Deze stoornissen kunnen bijkomende 

negatieve gevolgen hebben op het dagdagelijkse leven van deze kinderen. 

DOELSTELLINGEN – Deze studie ging na hoe vaak plasproblemen aanwezig zijn bij 

lagereschoolkinderen in Vlaanderen. Daarnaast werden de gevolgen op het welzijn op school bij deze 

kinderen bestudeerd. Ook werd er gekeken naar het verband tussen plasproblemen en het hebben 

van ADHD, autisme en/of DCD.  

METHODE - In vier lagere scholen in Vlaanderen werden vragenlijsten afgenomen bij ouders en hun 

kinderen uit het eerste tot en met het zesde leerjaar. Ouders vulden vragen in rond plasproblemen en 

de bijkomende behandeling, de vragenlijst VSSDES (kenmerken die voorkomen bij plasproblemen) en 

de CVO (een vragenlijst rond de motoriek van het kind). De kinderen uit het vierde tot zesde leerjaar 

vulden de vragenlijst “Welbevinden” in.  

RESULTATEN - 111 kinderen uit de lagere school (59 jongens, 52 meisjes) én hun ouders namen deel 

aan de studie. Plasproblemen werden door de ouders opgemerkt bij iets meer dan 10% van de 

deelnemers. Van deze kinderen hadden zes kinderen een overactieve blaas en drie kinderen hadden 

last van stoelgangproblemen. Uit de resultaten van de VSSDES-vragenlijst blijkt dat ongeveer 20% van 

de kinderen plasproblemen hadden. Bij deze kinderen zagen we voornamelijk een harde stoelgang, de 

drang om te plassen en het ophouden van de plas als kenmerken. Op vlak van het welzijn werden 

lagere scores gevonden voor het domein tevredenheid bij de kinderen met plasproblemen. Er waren 

12 kinderen met ADHD, autisme en/of DCD. Hiervan hadden één op drie plasproblemen.  

CONCLUSIE - Plasproblemen kwamen evenveel voor zoals beschreven in de internationale literatuur. 

Bovendien hadden deze een negatieve invloed op de tevredenheid van deze kinderen op school. Er 

zijn nog studies nodig om te onderzoeken of er een verband is tussen plasproblemen en het hebben 

van DCD. 
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Unofficial translation in English: 

 

Positive advice in accordance with the law of 7 May 2004 on experiments on the human person 

The Ethics committee (EC) of University Ghent (Ugent) and Ghent University Hospital (UZ Gent) has 

examined the above mentioned dossier. 

 

EC therefore gives on 03/05/2022 a favourable opinion on this study. 
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Appendix 3a: Aandachtspunten (indien van toepassing) 

De CME benadrukt de verantwoordelijkheid van de PI/promotor van dit onderzoek ten aanzien van de privacy van de persoons-

/patiëntgegevens in contacten met patiënten, of bij het inzien van patiëntgegevens, inclusief de juiste uitvoering daarvan door collega's 

en studenten. De PI/promotor is verantwoordelijk voor de uitvoering van het projectvoorstel in overeenstemming met de toepasselijke 

wet- en regelgeving waaronder, maar niet beperkt tot, de EU-verordening 2016/679 (Algemene Verordening Gegevensbescherming), 

de Belgische Wet op de patiëntenrechten van 22/ 8/2002, en het beleid van de instelling waar het onderzoek wordt uitgevoerd. 

De CME verwijst op haar website naar de ICH/GCP-richtlijnen en bevestigt dat van elke onderzoeker een GCP-training vereist is. Het is 

de verantwoordelijkheid van de hoofdonderzoeker dat elk lid van het onderzoeksteam een geldig GCP-certificaat heeft. De conformiteit 

van vertaalde documenten ten opzichte van de Nederlandse documenten is de verantwoordelijkheid van de opdrachtgever. 

Wij vestigen uw aandacht op het feit dat de CME verwacht dat haar eerste opmerkingen ab initio in aanmerking worden genomen bij de 

volgende indiening door dezelfde sponsor. 

Mits er een Clinical Trial Agreement is, kan de studie pas starten wanneer de Clinical Trial Agreement werd goedgekeurd en 

ondertekend door de CEO van het UZ Gent (en/of door een gemachtigde vertegenwoordiger van de UGent). 

Studies met geneesmiddelen voor onderzoek en bepaalde studies met “medical devices” dienen door de klant (PI of sponsor) te worden 

ingediend bij het FAGG (Federaal Agentschap voor Geneesmiddelen en Gezondheidsproducten). 

Studies met geneesmiddelen voor onderzoek mogen enkel uitgevoerd worden op voorwaarde dat de minister (FAGG) geen bezwaar 

maakt binnen de wettelijke termijnen zoals beschreven in art. 13 van de Belgische wet van 7/5/2004 betreffende experimenten op de 

menselijke persoon en in art. 21 van de Belgische wet van 7/05/2017 betreffende klinische proeven met geneesmiddelen voor menselijk 

gebruik.  

Bepaalde onderzoeken met medische hulpmiddelen vallen ook onder wettelijke termijnen (KB van 17/3/2009). Raadpleeg de website 

van het FAGG voor meer informatie: www.fagg-afmps.be . 

Onderzoek op embryo's in vitro valt onder de wet van 11 mei 2003. Alvorens het onderzoeksproject kan starten, vereist dergelijk 

onderzoek ook een positief advies van het Federaal Comité voor medisch en wetenschappelijk onderzoek op embryo's in vitro. 

Gelieve rekening te houden met de reglementen van het ziekenhuis inzake weefselbeheer en de reglementen van de wet van 19 

december 2008. 

Dit gunstige advies van de CME houdt niet in dat zij de geplande studie op zich neemt. U blijft verantwoordelijk voor het onderzoek. 

Daarnaast dient u ervoor te zorgen dat uw mening als betrokken onderzoeker wordt weergegeven in publicaties, rapporten voor de 

overheid etc. die het resultaat zijn van dit onderzoek. U wordt eraan herinnerd dat met betrekking tot klinische onderzoeken elke 

waargenomen ernstige gebeurtenis onmiddellijk moet worden gemeld aan de sponsor en de ethische commissie, zelfs als het 

oorzakelijk verband met de studie onduidelijk is. 

De CME-goedkeuring die voor een specifiek project wordt gegeven, is één jaar geldig. Wij verzoeken u ons te informeren als het 

onderzoek niet wordt gestart of als het onderzoek niet binnen 1 jaar na goedkeuring start. 

De CME bevestigt dat - in geval van belangenverstrengeling - betrokken leden niet deelnemen aan de stemming over het onderzoek. 

Indien het onderzoek niet binnen een jaar wordt beëindigd, eist de ICH-GCP dat jaarlijks een voortgangsrapportage aan de CME wordt 

verstrekt. 

Tot slot verzoeken wij u de (voortijdige of geplande) beëindiging van het onderzoek binnen de wettelijke termijnen te melden en het 

Clinical Study Report (CSR) aan de CME te bezorgen. 

Houd er in het geval van een klinische proef (EudraCT) rekening mee dat de resultaten moeten worden gepubliceerd in het European 

Clinical Trial Register. Het rapport van deze resultaten kan als CSR naar de EC worden gestuurd. 
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Appendix 3b: Points of concern (if applicable) 

The EC emphasizes the responsibility of the PI/promotor of this study concerning the privacy of the person/patient data in contacts with 

patients, or when viewing patient data, including the correct implementation thereof by coworkers and students. The PI/promotor is 

responsible for the implementation of the project proposal in accordance with applicable laws and regulations including, but not limited to, 

the EU regulation 2016/679 (General Data Protection Regulation), the Belgian Law on patients' rights of 22/8/2002, and the policy of the 

institution where the research will be carried out. 

 

The EC refers to the ICH/GCP guidelines on its website, and confirms that a GCP-training is required from each investigator. It is the 

responsibility of the principal investigator that each member of the study team has a valid GCP-certificate. 

 

The conformity of translated documents compared to the Dutch documents, is the responsibility of the sponsor.  

We would like to draw your attention to the fact that the EC expects her initial comments to be taken into account ab initio at the next 

submission by the same sponsor. 

 

Provided that there is a Clinical Trial Agreement, the study can only start when the Clinical Trial Agreement has been approved and 

signed by the CEO of UZ Gent (and/or by an authorized representative of UGent). 

 

Studies with investigational medicinal products and certain studies with “medical devices” should be submitted by the client (PI or sponsor) 

to the FAMHP (Federal Agency for Medicines and Health Products).  

Studies with investigational medicinal products are only allowed to be conducted, provided that the minister (FAMHP) does not state 

objections within legal deadlines as described in art. 13 of the Belgian law of 7/5/2004 concerning experiments on the human person and 

art. 21 of the Belgian law of 7/5/2017 concerning clinical trials with medicines for human use. 

 

Certain studies using medical devices are also covered by legal deadlines (KB of 17/3/2009). Please consult the FAMHP website for more 

information: www.fagg-afmps.be. 

 

Research on embryos in vitro is covered by the law of May 11, 2003. Before the research project can start, such research also requires a 

positive advice of the Federal Committee for medical and scientific research on embryos in vitro. 

 

Please take into account the regulations of the hospital concerning tissue management and the regulations of the law of December 19, 

2008. 

 

This favorable advice of the EC does not imply that it will assume responsibility for the planned study. You will remain responsible for the 

study. In addition, you should ensure that your opinion as an involved researcher is reproduced in publications, reports for the government, 

etc. which are the result of this study. You are reminded that concerning clinical studies, any observed serious event needs to be reported 

immediately to the sponsor and the ethics committee, even if the causal relationship with the study is unclear. 

 

The EC approval given for a specific project, is valid for one year. We request you to inform us if the study will not be initiated or if the 

study does not start within 1 year after approval.  

 

The EC confirms that - in case of conflict of interest - involved members do not take part in the vote concerning the study. 

 

If the study will not be terminated within a year, the ICH-GCP demands that an annual progress report will be provided to the EC. 

 

Finally, we request you to report the termination (early or planned) of the study within the legal deadlines and provide the Clinical Study 

Report (CSR) to the EC. 

 

In case of a clinical trial (EudraCT), please be informed that the results must be published in the European Clinical Trial Register. The 

report of these results can be sent to the EC as the CSR. 
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Positief advies conform de wet van 7 mei 2004 betreffende experimenten 

op de menselijke persoon 

 

Beste collega 

 

De Commissie Medische Ethiek (CME) verbonden aan de Universiteit Gent 

(Ugent) en het Universitair Ziekenhuis Gent (UZ Gent) heeft het 

bovenvermelde dossier onderzocht. 

 

EC geeft daarom op 03/05/2022 een gunstig advies over deze studie.  

 

Ingediende documenten: zie bijlage 1 

Ledenlijst: zie Bijlage 2 

Aandachtspunten: zie Bijlage 3a 

 

Met vriendelijke groeten,  

 
Prof. dr. Philippe Deron  

Voorzitter 

Commissie voor Medische Ethiek U(Z) Gent 

 

 

 

 

 

 

 

 

 

ALGEMENE DIRECTIE 
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VOORZITTER: 

Prof.dr. P. Deron 
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Commissie voor Medische Ethiek 

 

VOORZITTER: 
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SECRETARIS 

Prof.dr. R. Peleman 

 

COORDINATOR 

Muriel Fouquet 
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STAFMEDEWERKER 

Sara De Smet 

T +32(09) 332 68 55 

Gertjan De Kezel 

T +32(09) 332 40 52 

Sabine Van de Moortele 
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CC: FAGG 

Cc: HIRUZ CTU (Clinical Trial Center UZ Gent) 

 

 

 

 

 

Unofficial translation in English: 

 

Positive advice in accordance with the law of 7 May 2004 on experiments on the human person 

The Ethics committee (EC) of University Ghent (Ugent) and Ghent University Hospital (UZ Gent) has 

examined the above mentioned dossier. 

 

EC therefore gives on 03/05/2022 a favourable opinion on this study. 

 

Submitted documents: see Annex 1 

List of members: see appendix 2 

Points of concern: see appendix 3b 
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- Kato Steuperaert 
 

Categorie: diverse 
- Alle goedgekeurde documenten van studie met als referentie BC-11326  
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Bijlage 2: Overzicht leden CME U(Z) Gent 
 

  
voorzitter: Prof. dr. P. Deron  
Secretaris: Prof. Dr. R. Peleman  

  

Effectief lid Plaatsvervangend lid 

Dr. G. VAN LANCKER  
(UZ GENT – klinisch farmacoloog, ♀) 

Prof. dr. S. ROTTEY    
(UZ GENT – klinisch farmacoloog, ♀) 

Prof.dr. D. DE BACQUER  
(UGENT - statisticus, ♀ ) 

Prof. dr. P. COOREVITS   
(UGENT - statisticus, ♀ ) 

Dr. J. VAN ELSEN  
(huisarts, ♀ ) 

Dr. M. COSYNS   
(huisarts, ♀ ) 

Prof. dr. K. DE GROOTE  
(UZ GENT – kindercardioloog, ♀) 

Prof. dr. P. SCHELSTRAETE  
(UZ GENT – kinderpneumoloog/infectioloog, ♀) 

Prof. dr. W. NOTEBAERT  
(UGENT – psycholoog, ♀) 

Mr. W. SCHRAUWEN   
(UZ GENT – psycholoog, ♀) 

Mevr. M. FOUQUET  
(UZ GENT – verpleegkundige, ♀) 

Mevr. I. VLERICK  
(UZ GENT – verpleegkundige, ♀) 

Dhr. C. DEMEESTERE  
(UZ GENT – verpleegkundige, lic. Medisch sociale 

wetenschappen, ♀ ) 

Dhr. G. DE SMET  
(UZ GENT – verpleegkundige, - lic. Medisch sociale 

wetenschappen ♀ ) 

Mevr. K. KINT  
(UZ GENT – apotheker, ♀) 

Mevr. L. HUYS  
(UZ GENT – apotheker, ♀) 

Dhr. B. VANDERHAEGEN  
(UZ GENT - moraaltheoloog, ♀) 

Prof. dr. S. STERCKX  
(UGENT - moraalfilosoof, ♀) 

Prof. dr. mr. T. BALTHAZAR  
(UGENT - jurist, ♀ ) 

Prof. Dr. T. GOFFIN   
(UGENT - jurist, ♀ ) 

Mevr. C. VANCAENEGHEM  
(patiëntvertegenwoordiger, ♀) 

Mevr. S. DE GROOTE   
(patiëntvertegenwoordiger, ♀) 

Prof. dr. P. DERON  
(UZ GENT – chirurg, ♀) 

Prof. dr. W. CEELEN  
(UZ GENT – chirurg, ♀) 

Prof. dr. R. PELEMAN  
(UZ GENT - internist/pneumoloog, ♀) 

Prof. dr. H. VERSTRAELEN  
(UZ GENT – Vulva-arts, ♀ ) 

Prof. dr. J. DECRUYENAERE  
(UZ GENT – internist/intensivist, ♀) 

Dr. N. PETERS  
(UZ GENT – fertiliteitsarts, ♀ ) 

Prof. dr. R. RUBENS  
(UZ GENT – internist/endocrinoloog, ♀) 

Prof. dr. W. VAN BIESEN  
(UZ GENT – nefroloog, ♀) 

Prof. dr. M. De MUYNCK  
(UZ GENT – arts fysische geneeskunde en revalidatie, ♀) 

Prof. dr. S. JANSSENS  
(UZ GENT – geneticus, ♀ ) 

Prof. dr. K. DHONDT  
(UZ GENT – (kinder)psychiater, ♀) 

Dr. L. GOOSSENS  
(UZ GENT – neonatoloog, ♀) 
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Appendix 3a: Aandachtspunten (indien van toepassing) 

De CME benadrukt de verantwoordelijkheid van de PI/promotor van dit onderzoek ten aanzien van de privacy van de persoons-

/patiëntgegevens in contacten met patiënten, of bij het inzien van patiëntgegevens, inclusief de juiste uitvoering daarvan door collega's 

en studenten. De PI/promotor is verantwoordelijk voor de uitvoering van het projectvoorstel in overeenstemming met de toepasselijke 

wet- en regelgeving waaronder, maar niet beperkt tot, de EU-verordening 2016/679 (Algemene Verordening Gegevensbescherming), 

de Belgische Wet op de patiëntenrechten van 22/ 8/2002, en het beleid van de instelling waar het onderzoek wordt uitgevoerd. 

De CME verwijst op haar website naar de ICH/GCP-richtlijnen en bevestigt dat van elke onderzoeker een GCP-training vereist is. Het is 

de verantwoordelijkheid van de hoofdonderzoeker dat elk lid van het onderzoeksteam een geldig GCP-certificaat heeft. De conformiteit 

van vertaalde documenten ten opzichte van de Nederlandse documenten is de verantwoordelijkheid van de opdrachtgever. 

Wij vestigen uw aandacht op het feit dat de CME verwacht dat haar eerste opmerkingen ab initio in aanmerking worden genomen bij de 

volgende indiening door dezelfde sponsor. 

Mits er een Clinical Trial Agreement is, kan de studie pas starten wanneer de Clinical Trial Agreement werd goedgekeurd en 

ondertekend door de CEO van het UZ Gent (en/of door een gemachtigde vertegenwoordiger van de UGent). 

Studies met geneesmiddelen voor onderzoek en bepaalde studies met “medical devices” dienen door de klant (PI of sponsor) te worden 

ingediend bij het FAGG (Federaal Agentschap voor Geneesmiddelen en Gezondheidsproducten). 

Studies met geneesmiddelen voor onderzoek mogen enkel uitgevoerd worden op voorwaarde dat de minister (FAGG) geen bezwaar 

maakt binnen de wettelijke termijnen zoals beschreven in art. 13 van de Belgische wet van 7/5/2004 betreffende experimenten op de 

menselijke persoon en in art. 21 van de Belgische wet van 7/05/2017 betreffende klinische proeven met geneesmiddelen voor menselijk 

gebruik.  

Bepaalde onderzoeken met medische hulpmiddelen vallen ook onder wettelijke termijnen (KB van 17/3/2009). Raadpleeg de website 

van het FAGG voor meer informatie: www.fagg-afmps.be . 

Onderzoek op embryo's in vitro valt onder de wet van 11 mei 2003. Alvorens het onderzoeksproject kan starten, vereist dergelijk 

onderzoek ook een positief advies van het Federaal Comité voor medisch en wetenschappelijk onderzoek op embryo's in vitro. 

Gelieve rekening te houden met de reglementen van het ziekenhuis inzake weefselbeheer en de reglementen van de wet van 19 

december 2008. 

Dit gunstige advies van de CME houdt niet in dat zij de geplande studie op zich neemt. U blijft verantwoordelijk voor het onderzoek. 

Daarnaast dient u ervoor te zorgen dat uw mening als betrokken onderzoeker wordt weergegeven in publicaties, rapporten voor de 

overheid etc. die het resultaat zijn van dit onderzoek. U wordt eraan herinnerd dat met betrekking tot klinische onderzoeken elke 

waargenomen ernstige gebeurtenis onmiddellijk moet worden gemeld aan de sponsor en de ethische commissie, zelfs als het 

oorzakelijk verband met de studie onduidelijk is. 

De CME-goedkeuring die voor een specifiek project wordt gegeven, is één jaar geldig. Wij verzoeken u ons te informeren als het 

onderzoek niet wordt gestart of als het onderzoek niet binnen 1 jaar na goedkeuring start. 

De CME bevestigt dat - in geval van belangenverstrengeling - betrokken leden niet deelnemen aan de stemming over het onderzoek. 

Indien het onderzoek niet binnen een jaar wordt beëindigd, eist de ICH-GCP dat jaarlijks een voortgangsrapportage aan de CME wordt 

verstrekt. 

Tot slot verzoeken wij u de (voortijdige of geplande) beëindiging van het onderzoek binnen de wettelijke termijnen te melden en het 

Clinical Study Report (CSR) aan de CME te bezorgen. 

Houd er in het geval van een klinische proef (EudraCT) rekening mee dat de resultaten moeten worden gepubliceerd in het European 

Clinical Trial Register. Het rapport van deze resultaten kan als CSR naar de EC worden gestuurd. 
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Appendix 3b: Points of concern (if applicable) 

The EC emphasizes the responsibility of the PI/promotor of this study concerning the privacy of the person/patient data in contacts with 

patients, or when viewing patient data, including the correct implementation thereof by coworkers and students. The PI/promotor is 

responsible for the implementation of the project proposal in accordance with applicable laws and regulations including, but not limited to, 

the EU regulation 2016/679 (General Data Protection Regulation), the Belgian Law on patients' rights of 22/8/2002, and the policy of the 

institution where the research will be carried out. 

 

The EC refers to the ICH/GCP guidelines on its website, and confirms that a GCP-training is required from each investigator. It is the 

responsibility of the principal investigator that each member of the study team has a valid GCP-certificate. 

 

The conformity of translated documents compared to the Dutch documents, is the responsibility of the sponsor.  

We would like to draw your attention to the fact that the EC expects her initial comments to be taken into account ab initio at the next 

submission by the same sponsor. 

 

Provided that there is a Clinical Trial Agreement, the study can only start when the Clinical Trial Agreement has been approved and 

signed by the CEO of UZ Gent (and/or by an authorized representative of UGent). 

 

Studies with investigational medicinal products and certain studies with “medical devices” should be submitted by the client (PI or sponsor) 

to the FAMHP (Federal Agency for Medicines and Health Products).  

Studies with investigational medicinal products are only allowed to be conducted, provided that the minister (FAMHP) does not state 

objections within legal deadlines as described in art. 13 of the Belgian law of 7/5/2004 concerning experiments on the human person and 

art. 21 of the Belgian law of 7/5/2017 concerning clinical trials with medicines for human use. 

 

Certain studies using medical devices are also covered by legal deadlines (KB of 17/3/2009). Please consult the FAMHP website for more 

information: www.fagg-afmps.be. 

 

Research on embryos in vitro is covered by the law of May 11, 2003. Before the research project can start, such research also requires a 

positive advice of the Federal Committee for medical and scientific research on embryos in vitro. 

 

Please take into account the regulations of the hospital concerning tissue management and the regulations of the law of December 19, 

2008. 

 

This favorable advice of the EC does not imply that it will assume responsibility for the planned study. You will remain responsible for the 

study. In addition, you should ensure that your opinion as an involved researcher is reproduced in publications, reports for the government, 

etc. which are the result of this study. You are reminded that concerning clinical studies, any observed serious event needs to be reported 

immediately to the sponsor and the ethics committee, even if the causal relationship with the study is unclear. 

 

The EC approval given for a specific project, is valid for one year. We request you to inform us if the study will not be initiated or if the 

study does not start within 1 year after approval.  

 

The EC confirms that - in case of conflict of interest - involved members do not take part in the vote concerning the study. 

 

If the study will not be terminated within a year, the ICH-GCP demands that an annual progress report will be provided to the EC. 

 

Finally, we request you to report the termination (early or planned) of the study within the legal deadlines and provide the Clinical Study 

Report (CSR) to the EC. 

 

In case of a clinical trial (EudraCT), please be informed that the results must be published in the European Clinical Trial Register. The 

report of these results can be sent to the EC as the CSR. 
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Appendix 

 

Appendix 1. Questionnaire ”Welbevinden”. 

1/1 

Vragenlijst bao 

‘Onderzoek het welbevinden van jouw leerlingen’ 

Ik ben een (jongen/meisje) 

Ik ben geboren in (geboortejaar) 

Ik zit in het (4de/5de/6de leerjaar) 

Geef voor onderstaande stellingen een score van 1 tot 4. (waarbij 1 = nooit, 2 = meestal 

niet, 3 = meestal wel, 4 = altijd) 

1. Ik kom graag naar school.

2. Ik zit graag in de klas.

3. Ik voel mij goed op school.

4. Ik vind wat ik op school leer boeiend en interessant.

5. Ik let goed op tijdens de lessen.

6. Ik babbel tijdens de lessen wanneer het niet mag.

7. Ik zit in de les te dromen.

8. Er zijn duidelijke regels op school, zodat ik weet wat mag of niet mag.

9. Ik kan in de lessen goed volgen.

10. Mijn klasgenoten doen het beter dan ik.

11. Als ik een toets moet maken, dan heb ik het g evoel dat ik het wel kan.

12. Ik werk trager dan de anderen van mijn klas.

13. Ik kan goed leren.

14. Het huiswerk vind ik gemakkelijk.

15. Ik speel graag op de speelplaats.

16. Ik voel me alleen op school.

17. Ik word gepest op school.

18. Ik heb vrienden op school.

19. De kinderen maken ruzie op de speelplaats.

20. Op onze school worden kinderen gepest of uitgelachen.

21. De leerkrachten zeggen me wanneer ik mijn best doe.

22. De leerkrachten letten erop dat de kinderen zich aan de regels houden.

23. De leerkrachten geven op een goede en leuke manier les.

24. De leerkrachten zijn vriendelijk tegen de leerlingen.

25. De leerkrachten luisteren naar de leerlingen als er iets gebeurd is.

26. Als de leerkrachten les geven, is het rustig in  de klas.

27. De leerkrachten vragen naar de mening van de kinderen.

28. De kinderen mogen tegen de leerkrachten hun eigen mening zeggen.
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Appendix 2. Parent questionnaire (treatment-related questions).
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Appendix 3. Vancouver Symptom Score for Dysfunctional Elimination Syndrome (VSSDES) Dutch 

version. 
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Appendix 4. Developmental Coordination Disorder Questionnaire (DCD-Q) Dutch version. 



 

 
 

Plasproblemen op lagere schoolleeftijd worden nog te vaak onderschat 

Tot op vandaag is er nog te weinig aandacht voor 

plasproblemen op school 

Plasproblemen bij lagereschoolkinderen hebben een negatieve 
impact op het welzijn van de kinderen, zowel in de klas als op de 
speelplaats. Dit omwille van schaamte, vermijding en angst. 
Leerkrachten kunnen een grote rol spelen door kleine stappen te 
ondernemen om het kind hierin te ondersteunen.  

Wat zijn plasproblemen?  

De meest gekende plasproblemen bij kinderen zijn broek- en bedplassen. Daarnaast zijn er ook een aantal 
“mildere” kenmerken zoals plots heel dringend moeten plassen, vaak moeten plassen, 
ophoudmanoeuvres of pijn. Vaak komen deze plasproblemen samen voor of gaan ze gepaard met een 
stoelgang problematiek zoals constipatie. Het voorkomen van plasproblemen is nog groter bij kinderen 
met autisme of aandachtsproblemen. 

De impact van plasproblemen op kind, gezin en sociale omgeving is groot. Denk maar aan bijkomende 
psychologische problemen, waaronder een hoger stresslevel of angst. Verder vermijden deze kinderen 
ook sociale activiteiten door pestgedrag of schaamte. Vaak gaat het ook gepaard met hogere financiële 
kosten door de medische opvolging en hygiënische producten. 

Leefstijladviezen zijn belangrijk in de aanpak. Kinderen moeten de kans krijgen om voldoende water te 
drinken en naar het toilet te gaan wanneer nodig. Daarnaast kunnen aangepaste en aangename toiletten 
op school een goede toilethouding bevorderen en kinderen stimuleren om op school naar het toilet te 
gaan. 

Het onderzoek 

De masterproefstudie ging de impact van plasproblemen na bij lagereschoolkinderen in 
Vlaanderen. Ook werd er gekeken of deze vaak voorkomen bij kinderen met 
ontwikkelingsstoornissen zoals ADHD, ASS en DCD. Er werden vragenlijsten afgenomen 
bij ouders van kinderen uit het eerste tot en met zesde leerjaar. De kinderen van het 
vierde tot en met zesde leerjaar vulden een vragenlijst in over hun welbevinden op 
school. 

 Het onderzoek bevestigt dat plasproblemen ook vaak aanwezig zijn bij onze lagereschoolkinderen. Ze 
worden echter niet altijd gezien als een probleem. Door de enorme impact verdient dit echter de nodige 
aandacht. Zowel ouders als leerkrachten hebben een belangrijke rol in de aanpak van deze problemen. 

Herkenning is hierbij de eerste stap!  

 13,5 tot 22,4% van de kinderen had plasproblemen 
 Drang om te plassen en ophoudmanoeuvres waren het meest voorkomend 
 Stoelgangsproblemen zoals harde stoelgang werden vaak vermeld 
 Negatieve impact op de tevredenheid binnen de schoolomgeving werd gevonden 
 1 op 3 van de kinderen met ontwikkelingsstoornissen had plasproblemen 



 

 
 

Maatschappelijke meerwaarde en impact 

Ons onderzoek bevestigt dat plasproblemen ook in Vlaanderen gezien worden bij kinderen in de lagere 
school. Daarnaast hebben deze een invloed op de tevredenheid binnen de schoolomgeving. Aangezien de 
literatuur de grote gevolgen van plasproblemen op het welzijn van het kind ondersteunt, verdient dit de 
nodige aandacht binnen onze maatschappij. Uit de resultaten van onze studie blijkt dat ouders en 
leerkrachten dit probleem nog te vaak miskennen of behandeling niet nodig achten, ondanks de impact 
op het welbevinden. 

De aanpak van plasproblemen start bij de preventie. Indien het schoolteam plasproblemen blijft 
miskennen, kan dit zorgen voor de nodige emotionele stress bij het kind. Hierdoor kan het kind zich 
minder goed voelen op school, wat zijn weerslag kan hebben op het schools functioneren. Plaats voor 
educatie op school omtrent plasproblemen is de eerste stap. Herkenning en kennis kan ervoor zorgen dat 
deze sneller worden aangekaart, waardoor deze kinderen de gepaste hulp krijgen. 

Tijdens de behandeling spelen niet alleen de ouders, maar ook de school en de leerkrachten een 
belangrijke rol. Specifieke adviezen moeten zowel thuis als op school worden opgevolgd. Leerkrachten 
moeten kinderen de kans geven om naar het toilet te gaan tijdens de lesuren. Daarnaast kunnen acties 
op school worden georganiseerd om kinderen genoeg water te laten drinken en drinkbaar water op 
verschillende plaatsen te voorzien. Specifiek voor kinderen met plasproblemen is het belangrijk dat 
leerkrachten hen in het behandelproces ondersteunen.  

Het onderzoek kon geen verband vinden tussen het hebben van plasproblemen en motorische 
coördinatieproblemen (DCD). Aangezien de praktijk dit verband wel bevestigt, is verder onderzoek 
hiernaar nodig. Zo kunnen de noden van een meer multidisciplinaire behandeling in kaart worden 
gebracht en kunnen er nieuwe richtlijnen voor de behandeling van plasproblemen bij kinderen met DCD 
worden uitgewerkt. 



 

 
 

 


