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ABSTRACT

Nottunal Enuresis (NE) (Bedwetting at night) is a problem associaied with
several psychotogical and behavioural consequences. Studies have been carried out in
many couniries establishing its prevalence and complications. However, in Nigenia, few
studies are available about the problem. The objectives of the study thercfore, were to
determine the prevalence of NE, document problems associated with it and make
appropriate recommcndations.

This is a descriptive cross sectional swivey. Simple random sampling technique
was used to select two out of the four streets in [dikan. All the households were
cnumerated, only families who had children aged between § to }2 years were
interviewed. A pre-lested questionnaire was used 0 seek information about the
frequency of NE, explored the methods of management and the perceived effects on the
child and family.

Five hundred and two families who had children aged between 5-12 years were
interviewed, of which 284 (56.6%) families had at least an enurctic child. Of the 1678
children aged 5 10 12 yeais in Idikan (821 males and 857 fcmales), 374 (22.3%) children
had NE compnsing 198 (53.0%) males and 176 (47.0%) [emales, giving a male to female
matio of 1.1:1 and estimaied overall prevalence rate of 22.3%. The gender specific
prevalence of NE was 24.1% and 20.5% for the males and female respectively. The

mcan (+ SD) age of all the enurctic children was 8.5+1.4 years; the mean age of male
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children was 8.4+1.7 ycars whilc the tmeon age of [emale children was 8.6+1.8 years. No
sipnificant differencc was found in the average ape of male and female ¢nuretic children
in [dikan community (1= 1.100; p=0.270). Twclve (4.2%) of the respondents describe NE
as normal childhood problem while N (33.1%) atinbuted it o too much play during the
day timc. 27 (9.5%) 1o deep sleep. 40 (14.1%) to excessive {luid intake whilc 5 (1.8%)
believed it was due 10 curse or spell from ones encmies, Forty-six (16.2%) respondents
would simply ignore the child and 236 (83.1%) belicved that the child must be punished.
Onc hundred and nine (38.4%) respondents abused the child verbally. 77 (22.1%) beat
the child. Ninety-two (32.4%) called the children fuany names. 67 (23.6%) ridiculed
them, 90 (31.7%) compelled the children 10 wash and sun dry the beddings and 35
(12.3%) of the respondents cxposed the child’s enurctic behaviour to the peer group. All
the respondents’ mode of managing cnuresis focused niainly on the enurctic child. The
observed reactions o the children by their parcnts vary. One hundred and seven (37.7%)
of them ndicated that their children stant the day unhappy when they wet the bed. 123
(43.3%) said the children were afraid of getting oul of bed, 53 (18.7%) children remained
in bed till others have gone out of the room. while 112 (39.4%) reported that the cnurclic
child quickly changes position, clothes and beddings. Thc behaviour of the children in
responsc lo their parent’s reactions 10 the enutesis shows that 158 (55.6%s) cricd. 49
(17.3%) (eel ashamcd and withdrawa while 257 (90.5%) dislike the ridicule, A total of
158 (55.6%) believed that social stigma is attached (o noetumal cnuresis as the age

advances. Most of the respondents 203 (71.5%) indicated their willingness to seek help
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from health care practitioncers, 72 (25.4%) would rather keep it sceret while 9 (3.2%) did

not know what 1o do.

In conclusion, the prevalence of (NE) is high among this agc group and is highly
stipmatized with increasing age. Thus. parent readily punish such children. Mothers

should be educatcd on appropniale trealtment options 1o NE.

KEY WORDS: Noctumal Enuresis. Children, Management and Social Stigma.

Number of Words: 500
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CHAPTER ONE

INTRODUCTION

BACKGROUND OF THE STUDY

The term Enuresis is commonly used to refer to persistent childhood bed
wetting which occurs in the absence of any obvious ncurological or urological
pathology and continues beyond the age by which nost children, without the need
for special atiention, have gained normal control over functioning of their bladder
(Bollard & Ncilelbeck, 1982; Verhuist, 1985; Yakinci ct al., 1997; Johnson, 1998).
Generally, it can be defined as unintentional bed weiting while asleep at night. In
technical terms, enuresis is often used o refer to functional difficulties in bladder
contsol. It is a Latin derivation from Greek word *“‘ENOUREIN'', meaning *‘lo

urinate in”" (Stein & Susscr, 1967; 1 lalpcm, 1977).

The various clinical forms of enuresis described in literature by various authors

like: (Glicklich, 1951, Rollard 1981, DSMIV 1994, Goin 1998, Sicin ct al 1998,
Llder 2000) include:

). Noctumal Enuresis is bed wetting which occurs whilc onc i1s asleep at

night, (DSM 1V, 1994)

2. Diumal Enuresis is bed wetting during the day when the child is not

actually sleeping, {Stein et al 1998, Elder 2000)
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Primary enuresis (EN-you-REE-sis) is the medical term commonly used

for bed-wetting in someonc over age 5 that has ncver gonc at lcast a ycar

wilhout wetting the bed, (Glicklich 195t).

4. Enurcsis maturational Bed wetting in adult age (Stein ct al 1998).

\¥ )

Sccondary cnuresis is bed-wettling in a child who had had bladder control.

Thesc terms do not apply to wetting problems duc to physical iliness or

anatonticel defect. (Goin 1998)

6. Orpanic Enuresis refers 10 bed-wetting, which occurs as a consequence of

neurological or physiotogical malfunctioning, (Eldcr 2600)

Functional Enuresis has somc psychological implications, (Bollard 1981).
There is a remarkable dificrence between bed wetting at night (Noctumal
Enurcsis) and the welling of bed, which occur involuntarily when the child is not
steeping during the daytime; diumal cnurcsis may imply a ncurological deficit
(Stein ct al., 1998). Normally as the child grows and dcvelops. it is expected that
the child gains control of his/her biadder both day and night. But it becomces a
problcm when by thc age ol ten, the child continucs to bed wet at night in the
absence of ncurological disordcr, tike cpilcpsy or structural abnormality of the
urinary tract (Cohcen, 1975). ‘Thercfore, Enuresis is the involunlary cmpting of the

bladder, cither day ornight while asleep aficr the age of five ycats (Goin 1998),
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During the period of toilet training, at one time or the other. childeen May
unavoidably cxpericnce ‘‘accidental’ bed wetting penods while they slecp.
However, some do have more bed welling cpisodes tban others, Parents initially
pay little attention to bed wething at night, (Goin, 1998). But as the child grows, the

greater the (requency and the persistency, the more problematic it becomes.

fn United States of America. approximately live {5) million children sufter
(rom cnuretic dilficultics ( Warzak, 1993). Glicklich, (1951) identilicd the carly
interest expressed about the problems of bed welting in Europcan medical
textbooks as far back gs the sixtcenth centuty. Some authoss have obscrved that

noctumat cnuresis is regarded as onc of the most common problems encountered in

pacdiatyic practice {Banerjee ctal.,, 1993).

Staterment of the Problem

Noctumnal Enuresis (NE) is one of the undesirable childhood problenis
today that involves large number of children who lind it difficult o apply
appropriatc control! of their bladder while asleep. This cmbartassing situation goes
on in many homes wvithout being addressed. In some homes it continues up to

aduithood, which calls for its recognition and appropratc attcntion for its possible

implication in behavioural modilication in adult life (Flaari, 1999).

Somc parents belicve that nocturnal enuresis is of diffcrent actiology which
includes laziness, on the part of the child, a spell or curse on the child by the

cnemiés of the family, excessive play during the day time. It could also be as a
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result of curse on a [emale by her jilted male [riend (Amos 2002). As the actiology
varics, the manugement also vary with culiral set ups. 1n an allempl to manage or

live with the problem, niany of thesc children suffer psychological trauma through

tabelling.

Various management mcthods are adopted. Most of these methods include
ridiculous unacccptable namcs, humiliation of various degrees, punishments of
various kinds. For cxample, some compel the child to swallow unpalatable native
concoclions pass urinc on the tripod stand containing hot ash with the belicl that
the hot ash will bum the child, thereby waking the child up from deep sleep. These
are cmbanassing 0 the child's morale (Appooym 1997).  Many, (or the (car of
cmbatrassments, kcep the problem as sccrel while others unhappily repont the
instaaces expecling the child 10 outgrow the bedwelting habit, Unfortunaicly, some
do carry it 10 adulthood. The problem then statts when. if cventually the child fails

to outprow the bedwetting habit, help usually comes very late. when the damage

had been done {Goin 1998),

‘The enuretic child is subjected 10 psychological threats that linger for so
long within the psychological makcup of the individual. Some of the methods
adopted in thc manogement of cnurcsis still exist probably contributing 10
maladjustive bchaviour found in some adults. Bollard ct al (1989) and Pugner
(1997) Were of the opinion that when noctumal cnuresis is mismanaged the child

grows up with {ow sclf esicem, resulting in loss of sclf confidence and exhibition of
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unassertive behaviour. The child cannot feel free o visit friends and relatives or

peer group party, camps or sleep away overnight for the fear of bedwetting,

Conscquently the child remains withdrawn cven in boarding houses for the fear of
being ridiculed. Also the child is depressed io the midst of histher peers, especialty
thosc who had noticed hinvher bed wet. Enuresis was observed (o be an important
source of family crisis and lack of sclf esteem (Rilcy. 1997). Bollard et al {1989)
observed poor performance in class resulting into frequent change of environment

like schools. friends, and later 10 unstable jobs, mnmioges and can somelimes

degenerale into suicidal \endencics.

Moreover, the humilintion and difficultics encountered by the cnuretic
child. if not cotrecled at an carly stage, can lead o0 n vicious cycle of difTiculties
with the parents. thus giving rise to chronic cmotional tension, increasing
naughtiness and other antisocia! behaviour by the child .These can also result into
rejection and despair by the parents or the child’s immediate social environment.
Thesc rejections, disapproval and reactions have innjor implication for the young
child especially when caving home. The problem also leads to child abuse by
parcnts or guardians, as both parents ond the children find it difficult to tolezate the

foul stench of stale urine. {Bollard ct al, 1982; Wanger et al 1988),

Few studies exist in Nigeria on bedwetling at night. (n ldikan, many
children avoid discussing (NE) openly, some would not like 10 go to school after

dancing to the cnuresissongs. this study documented the extent of enuresis among
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school-age children in I1dikan arca of Ibadon North West local govermment and
highlighted its impact on the affected children and their families, It calls for the

apprcciution of the fact that enuesis is a scrious problem that deserves widespread

professional and public health atiention.

Justification of the Study

Nocturnal cnuresis is coinmon in every culture butnot perceived as a public
health problem until adull age. This study was intended 10 stimulate families to
acknowledge its imponance for healthy devclopment of the child. Delaying the

trcatment beyond age five 1o seven may be dangerous to the psychological stability

of the child (Bower ¢t d 1996 Gwen, 1998).

This study intends to provide the bascline information that will form the
basis for appropriale intervention strategics. For the carlier the bascline study is
donc, the betier for courclic managemenl because '“there is little to be lost and
much to be gained by identifying and treating the problem carly’™ (Bollord &
Neltclbeck, 1982; Bower ct al., 1996), This is a bascline study, first of its kind in
Idikan. 11 is essential 1o documenl the extent of nocturnal cnurcsis among school
age children and ascertain parcninl response for proper health education towards
proper behavioural adjusiment in life.  The resull of the study will increase the
awateness of the public that cnurcsis is an important public health problent that can
be prevented carly. It will also present baseline data for fonnulation of appropriate

mcthods that will cnable the child slecp dry.
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Rescarch Questions

L. What proportion of children in ldikan community is still bedwetting aficr age 5?

2. What are the perceived causes of NE in 1dikan?
3. What are the management methods of enuresis?

4. Flow does the enurctic child feel about the symptom?

Genceral Objective

To document the extent of noctumal cnuresis among children from $ 0 12

years in ldikan. ibadan Noith West Local Government Area with the view of
developing intervention strategics.
Specific Objectives

The specilic objeetives which guided the study include the following:

1. To describe the demoyraphic chamcteristics of the cnuretic child (Gender, Class

in schoo), position in the family).

2. To document the prevalence of noctumal cnuresis among children from the

ages of five 10 twelve years.
3. To describe the burden of Noctumal Enuresis.
4. To document the opinions of parcnts about the causes of cnuresis.

5. To idenlify the stralegies/methods employed by parenis/caregivers in the

management of cnuresis.

6. To makc recommendations based on the findings from the above objectives,
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OPERATIONAL DEFINITIONS
Curcgiver - That individual who renders or takes carc ofanother person.
Children -  Group of human young from infancy to pubenty.
Community ~ A group of people living in the san:e locality, having a
common interest or belonging to the same organisation (Bailliere Tindal

2002).

Diurnal Enuresiy - Bed wetling dunng the daytime while the individual is

not aslcep.

Houschold - People who live togetlier in one house.

Nocturnul Enuresis —involuntary bedwetiing at night.

Primary Enurcsis-(EN-you-REE-sis) is the medical tenn commonly used for
bed-wetting in someone over age 5 that has never gone al lcast a year without
wetting the bed at night.

I’'sychuanalysis = Method of treating mental illness by discussing with the
alfected person and arrive ot the possible causcs in the individual's past,

I’sychopathology- Study of the causes and process of mental disorder. states

of the mind that resulls that resulls into physical ill health.

Psychosomaltic = Relate to iliness having a psychological cause. It is the state

of the mind which manifest in bodily symptons,

Sccondary enuresis- is bed-wetting in a child who had hed bladder conirol
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CHAPTER TWO
LITERATURE REVIEW

Nature of Enuresis

Nocturnal Enuresis is common among growing children. 1t becomes a
source of concern 10 the family and distress to the children. Many rescarchers and
mothers have come to accept that nocturnal cnutesis is one of the most comvmion
problems encountered in pacdiatrics practice and care (Schulpen. 1997; Goin, 1998,
Onmiigbodun 2004). During the toilet training process in the life of children, st is
necessary 10 say that not all the cbildren go through this period without occasional
problems of bed wetting especially whilc they sleep. Sonic do have more bed
wetting nights than others, Eliminative control ordinarntly is accomplished in the
sequence bowel-aslcep, bowel-awske, bladdcr-awake. bladder-aslcep (Stein &
Susser. 1967). Initially, thss behaviour attracts less attention. The anxicty increases
as the frequency and persistence become more troublesome. (Stein & Susser,
1967),

1t hus been documented that by the age of three to {ive ycars most children
achieve day and night continence. The children are dry by day carlicr than dry by
night (Serel ct al., 2001). About the age of live, about ten to fifteen percent of the
children sull wet bed ot night at least once in a week. Bed-wetting is the
commonest but neglected developmental disorders. Day-time welting calied diumne!
cnuresis is less common. Encopresis and diumal cnuresis can be recognised when

child is between 2 and 3 years of ape. The distinction between the two is that
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nocturnal cnuresis is more of a nuisance whilc diumal cnufesis may imply

potentially scrious ncurological problem {Serck ctal 2001)

The lost age of bladder control in slecp appear to be patticularly difficult to
achieve for a signilicant minority of children from 4 to 5 ycars of agc and above,
Thereforc bedwetting could be reparded as the most chronic and prevalent of all

childhood disorders. In fact its incidence in children has been a cause for concemn

for centuries (Schulpen, 1997).

Epideiniology of Enurcsis

Noctumnal ¢nuresis was identified wonhy of attention as far back as §550
B.C. whcn 1t was described in the pacdiatric section of an ancient Greek volume
(Glicklich, 1951). recorded that Thomas Phacr "the father of English Pacdiatiics',
hcaded or titled a poarapraph in once of his books 1544 calicd Bokc of Children
which he titled "*Of Pyssying in the Bedde™ Some speculations by prominent
Psychoanalysts supgested that cnuresis s a form of agpression apainst the
significant otheis or the parents, or a depression expressed in “weeping” through

the bladder. Also in support of this view, Lovibond, (1963) acknowledged its
importance when cnuresis was accorded recognition in an international conference

in England.
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Incidence

Many rescarchers ate of the opinion that the worldwide incidence of
noctumal cnuresis for children aped 4 ycars and obove ranges between ten (10) to
33 percent (Lovibond, 1963; Oppel ct al., 1968; Delonge, 1973; Cooper, 1974).
Some of their statistical surveys indicated thit the actual probability of a child
becoming dry in any twelve-month period for any age beyond 4 years is not more
than §:4 (Lovibond, 1972). While DcJonge (1973) is of the opinion that it could be
as low as 1:7 even when the child achieves bladder control, the probability thot he
or she will relapse can be as highas 1:4 (Oppel ctal., 1968). For every child with
day time wetting, there were six (6) who wet at night. Enuresis affccts somc 20% of
children at age 5, 5 percent at age 10, and up to 2 percent at age | § years. But about
] percent of adults, wet the bed since childhood (Bollard & ®leticlbeck, 1982).

Incidence of bed wetting expressed in percentages at different ages point ot
arithmelic means estimated from the summary published data by (Delonge,
1973).4hat in Westem European and North American cuttures, about 7% of childeen
actually achieve complete nocturnal continence by their first birth day (Verhulst et
al., 1985b). The incidence of which drops drastically over the next two (2) ycars
which iriplies that by the third year 50-70% of the children can control their
bladder at night. Thie groph mainwins the decline trend that by the lilth year the
number has reduced to £0-15%, by ten years old reduced 10 5-6% and 2-3% for

tccnagers while 1% of the casc continuces throughout aduh age.
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They also went further 10 say that the incidence o [ bedwelting is consistently
higher in males than females at the ratio of 3:2 cutting across different countries at
their dilTerent levels of economic development (Screl ct al.. 2001). But opinion
had it that enuresis is as much as threc times more common in boys than girls,
probably, duc to boys' slowcr rate of matumtion, (Bollard ct al 1982). Some
rescarchers belicved that boys arc not nommally dry at night until age 8. It s
nccessary 40 realize thal those who wet bed regularly were abave apes 7-10 years.

[t may scem unpronounced at lirst glance to the geaph, though the actual number of

cascs could be considerably high (Bollard ct al 1982)

I'revalence

1t is saud that about 3 million Americans are cnurelic between the apes of
three and half (3 A ) and seventeen (17) years. [ was cstimated that about 750,000
children over the ape of seven (7) sulfer from bed wetling in great Britain (Butler
et al., 2005). Obodipbo & Nwceke, (1998) found that one out of every four siudents
studied did not attain bladder control by age four. Also Petrican & Sawan, (1998)
arc of the opinion that 20% of the childeen over four yeats are cnuretic though the
fipure decreased by 15% cach ycar that by the age of 18 ycars only 1%% of those
childrcn remained enuretic.

Studices have shown (hot by age five (5), about ! 10 2 cases of bed-wetting

were mainly primary cnuresis, while those who cventually repressed 10 secondary

cnuresis did so following some psychological conflicts (Douglas, 1970). In Benin
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City, cnuresis appcarcd most in children aged between 9-12 years and it was found
more among children bom in the high socio-cconomic class (Obi. 1977). The
opinion that siress appearced lo have playced a major role in the causation of
cnuresis, (Obi, 1977), Bakare (1987) observed that secondary cnuresis responded

better Lo imipramine treatmient than the prmaty cnuresis.

Diagnosis

The American Psychialric Association (1994) gave these specilic criteria for

cnurclic diagnosis:

1. Repeated involuntasy voiding of urine by day or night inlo the beds or
cloths

At leasl two such cvents occutring per month per child between the ages of
five and six {5-6) ycars or ai least onc cpisode per month for older children

3. Also the disorder occutting without any physical disorder such as diabetes

or scizure disorders.

Actioloy of Nocturnul Fnuresis

Physical Causes

Physical causcs arc tare. so many of the cnuiktic children show no evidence
of demonstrable physical abnormality. Though in some, it can be associated wath

small bladder capacity (Rasmussen ctal.. 1997).

There are many theories uscd 10 explain the actiology of enuresis. Those that

arc frequently referred to relatc the cause of enuresis 10 psychological disturbances
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in the child and cmotional conflicts involving the child’s home cnvironment
especially when the conflict is present or occurs 100 carly in the life of the child
(Duvall, 1954). Also injurious to the emotion of the child is the vigorous attcmpt at
toilcl training, hostilc mother-child relationship and unstable home cnvironment.
For proper diagnostic purposc, any unusual thirst and bed welting in a previously

loile1 trained young child should arouse curiosity or cause concemn 10 parenis.

Organic Causcs of Enuresis

The organic causes of (NE) are rarely found. While matutational.
enviromnental and hereditaty mechanisms are implicaled, they are associaled with
personal, socictal concerns and toilet training procedures. For the cffectiveness of
the very' tnany bchaviourn] condstioning, biochemical and surgical interventions
testify to the complex nature of cnuresis, (Nowak & Weider, 1998). The presence
of enurelic symptom supports tke unique clinical assessment procedures, which are
nol genecrally found being used for other functional disorders. ‘Therefore, the
modem bchaviourat and medical scicnces. and the rich century old attention given
1o soiling. raised hope for increased freedom from the problem of bed wetling
(Collins ct al., 1980). The precise cause of bed wctting is rcally unknown. it is
multi-factorial. In most cases, it appearsto be due to delayed physical devclopment.
In others, their bladder capacity appear to be less than half of what is regarded as
nonnal for the age of the child (Collins ct al., 1980; Rasmusscn ct al. 1997,

Yakinci ct al., 1997, Barthold et al., 1999).
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A ficquent causc of bed welting is constipation. Treatment of constipation in
cnuretic children ofien resolves the bed wetting problem (O'Regan ct al., 1986). tle
cxplained that in some chronically constipated children, the rectum is probably
never emply thus the reclal sphincler muscle remains contracted 0 hold back
facces. Consequently, this results in the ditetation of the rectum, which presses on
the sinall but immature bladder 1o cause the enuresis.

Scveral factois have been suggested 1o be implicated in the causes of
noctumal cnuresis, in many instances, no clcar cause can be found. [t 1s common
anmong pre school age chitdren, when il is not considered to call for concern, But by
school age. it becownes inuch less prevalent of which developmental delay may
underlic many cnurctic cascs of this nature. Organic origin of cnuresis was linked
with about 5% of the lotal enurctic children {Bollard & Nettelbeck, 1982). They
sighted the exmmple of cven the population of those who had associalcd winaty
wract infection, the incidence was not high.

Enurcsis may be as a result of polyuria duc to diabetes mcilitus or
insipidus, scizurc disorders, defects tn the renal tubules. [n diumal enuresis, there is
possibility of the presence of organic discase being high (Goin, 1998). Also it was
obscrved that even when the urinaiy tract infeclion is trealed: it does not cure the
problem of enuresis. Thercforc, the hypothcsis that suggested that discase condition
is coniributory to bed wetting may not be accepled. This docs not sugges! that the
incidence should not be medically cxamincd and the cause orgenically ruled out

before cnibarking on trcatment. This is because spinal Bifida and Adnoid
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obstruction have been implicated in many rescarches (Rittig ¢t al., 1989). Some
outhors like Lunsing et al.,{ 1991) suggested that biochemical delicit in the child
could be one of the rcasons for cnuresis. Others like Bollard ct al (1989) and Kalo
{1996) obscrved that parents who had been managed for noctumal enuresis tolerate

their enuretic children better with the tendency for the disorder 10 recur among the

children whosc parcnts bed welled in the past.

Gencetic Factor

Abe ct al (1993) agreed that genctic factors seem 10 play a partin al lcast some
cascs by obtaining histoty of bed wetting from parcnts and older siblings. Also
*‘approximatcly 75% of all children with cnuresis have a first degree biological
relative who had the disoree**(Lunsing ct al., 1991). According to the Ametican
Psychiatric Association (1994) approximately 80% of their enuretic subjects had
family history of nocturnal cnuresis. Also monogygolic 1wins study consistcntly
show support 10 the genetic relationship than dizygotic twins study (Abe & Oda,
1991).

Several studies point to a genetic link in cnurests especially when both
parents had the problem in childhood. Elder, (2000) in a study obsceved that the
lipure dropped to 44% when one parent had enuresis in childhood. There was a
significant difference wben neither of the paicnts had bed wetting problem, and

wtolc that only t5 percents of the childien had enuresis. Chromosome 12 and 13
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were identified as the canier of the penes responsible for noctummal enuresis (Elder,

2000).

The exact causes of chronic bed wetting in older children are not fully
understood although fomily histoty appears to be important, and factors that affect
the maturation of the brain-bladder connection are also implicated, Though some
other rescarchers suppest that low birth weight and developmental delay may be
involved in the causes of enuresis, (Bollard et at, 1982).

In an clfort 10 accept the genetic factor influenee and gender differences on
the incidence of enuresis, Cederblade (1968) maintained that the development of
urinmy continence depends largely on adequate maturation. In addition, observed
increascd prevalence o bedweuting among the boys, reported a higher incidence in
males than fentales as far back as the ape bracket of five to eleven with remarkable
decline in bed-wetuing amonp the pirls. Thisis supported by the findings of Goin et
ol (1998) which observed a higher incidence of childhood enuresis among the
parcnts, siblings, and other ncar relatives of the enuretic children. 1ljalmask (1997)
related the frequency in other family members 10 be directly to the closeness of the
genetic relationship.

Thus in an attempt to treal the problem. it is essential to really take
adcquate histoty for better understanding of the remote cause of the problem ond

the choice of the appropriate mode of treatment (Bollard & Nettclbeck, 1982;

Warzak, 1993).
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Biolugical Factors

Biochemical deficiencics have been suspected by rescarchers like Rittig ct al,
(1989) and Lunsing ct al, (1991) as the causc of cnutesis. They observed the
decrease in the level of Anti-diurctic 1lonnones (ADH) Vasopressin in their clicnts.
Others like Kick ct al..(1996), suggested the possibility of central nervous system of
cnuretic children being difficull 1o stimulate especsally during slecp. That it secems
their bodies do not **ilcar'’ or arc not aroused by the biological alarm clock thot
sends the message to the biain that it is time to wake up and go to the toilet
(!ljalmas, 1997) and (Kawauchi ct al., 1998).In biological deficicncics. the cnurclic
children may respond to drug treaiment (Podnar et al., 1999).

Inirnaturity in function of the Thalamus could be the cause of this arousal
dysfunction in patients with type 1 (primaty) cnuresis while those with 1ype 1l
(sccondary) cnurcsis, 1 possible arousal mechanism in the Pons varoli may be
responsible (Kawauchi ctal., 1998).

Deep Sleep
Onc additional factor in many cascs ol cnuresis is the subject of children for

whom very deep sleep is an important component of their nocturnal cnuresis which

usually occur in the ficst three hours in the night. kit is common (0 hear parents say
that the child is a deep sleeper, hence the beliel that bedswetting is as a result of the

child's inability 10 wake up from decp sleep, (Bollard & Ncttelbeck, 1982:

Chandia, 1998: Kawauchi ¢t al., 1998) and concluded that it could be as a result of
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immaturity in the functions of the thalamus and pons vcroli which could be

responsible for arousal dysfunction in thesc children.

Many authors agreed that there were significant difference in the arousability
with the cnurctic group of children between ages 6-i0 ycars old (Yeung, 1997,
Neveus ct al., 1999). There appears to be an association between deep sleep and
cnuresis, the defect of the musculature within the bladder and abnonnality of the
ncurological pathways that are involved in the bladder control. It represents a
Ilcaming or habit deficicncy thus giving risc to {aulty' habits as a result of Jack of

motivation on the part of the child, and inappropriatc training by the parents.

(Bollard & Ncttclbeck, 1982; Kalo & Bella, 1996).

Breast Feeding

Somc rescarchess speculated that there are evidences that breast fed babies are
less likely to have persistent cnuresis as children (Kalo & Bella, 1996; Butler et al.,

2004). Thus baby friendly initiative should be encouraged.

Sex Differences

Many scientists agreed unanimously that noctumal cnuresis is more prevalent
and prolonged among boys than girls (Verhulst et al., 1985a; Lunsing et al., 1991;
Screl ct al., 1997). Though. the reason is yet to be substantiated. they aceepted the
fact that cnuresis is clearly linked with developmental maturity. Perhaps femples

cxperienee fewer problems in this area for they avesagely mature faster than the

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



20

males while the males have more aggressive tendencies at younger age (L unsing

ol., 1991).

Personality

Personality is not formed by rearing practice in the family only, but by a
number of many olher experiences, which are unique or peculiar to the individual.
Some are derived from expericnces one had been exposed 1o outside the family.
Personality is shaped by events that occurred during childhood (Latham, 1998;
Paris, 1998).

Early learting hes a stronger impact thon later k:aming. The earlier the
onsct of the (rpumatic expericnce the worse the scverity of the psychopathology.
\Vhen abused children feel stigmatized, sclf esteem decreases and the outcome is
worse. But the suppott from the social nelwork makes childeen much less likcly to
be negatively affected (Panis. 1998). For being beaten in childhood leads to violent
bchaviour in adult.

Children with different personality trait experience family life very
diffcrently. Parcntal seporation during childhood and the quality of family life
before the separation, the availability of non-custodial parents afler the separation.
coupled with decrcase in linancial resources. changes of domucile, continued
conflict between parents ond depression in the custodial parent offer another

cxplanation to personality trait afTecting the enuretic child {Bollard & Nettelbeck.,

[982).
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Rescatchers suggest that the prevalence of cnuresis could be higher
amongst children from socially deprived background or where there is evidence of
family discord, Specilically, Levena (1991), Cohen ct a (1995) and Apooym
(1997) supported the idea that enuresis could sometimes be an indication thot the
child is under psychological stress as experienced in un-conducive environmental
influcnce, seen in lorge familics and institutional up bringing Social deprivation
ond stressful life events may excrt their effect by modifying nomal continence or
toilet habits in the child. A sensc of isolation creeps in at the young adult age whcen,
because of bed wetting bechaviour, he cannot cnter wholly into an intimate
relationship for fear of loosing his identity (Etickson 1963). Cohen ct al (1995)

identitied the powerful cffcct of lonclingss on the development of oneself systen.

Stress Factors

Anxiety or stress i1s another important factor associated with enuresis.
Rescacrchers actually looked beyond the child into the families of the enutctic
children to detect probable remote cause of the problem. One team of 1escarchers
found out that their enurctic subjects hod more of thosec whosce paicnts were
divorced or sepasated than non enurctic children (Moilanen et of, 1987).

Obi (1977, 1987) and Goin ct ol (1998) in two scpamate studics observed
young boys dcvcloped secondary nocturnal cnutesis afler their mother’s men

fricnds moved in to live with them. One of the subjects indicated that he had never
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been cxposed to living with a male **Father figure™. The second had previously
witnessed his patents go through the process and trauma of divorce.

Mothers suffer the burden of caring for the children after divorce as they
are usually given the custody of children in this situation. The absence o f normal
family life and absencc of the father impact relcase hard blow on the litlle boys

than on little girls. These rescarchers believe that this accounts for the increase in

enurcsis in boys than girls ( Obi 1977 and Goin et ol 1998).

Toilel Training

Attempt 10 huny loilet training may be counter productive and actually
contntbutc o bed-wetting. For this reason, experts advised letting the child develop
bladder control at his or her own pace (Fezgusson et al.. 1986; Butler et al., 2001).
Trying to force children lo urinate con push them into a wrong paticm. This is
because the young *‘children arcn’t clear on what 1o do so they tighten the wrong
muscles'’. Therefore, suggested Ictting children decide on their own when they
wani 1o be polty-tniined. Though, the fundamental cffect is the smne. They are of
the opinion that as the child gets into this mode of holding back. instcad of lecaming
10 relax and emply the bladder completcly at regular intervals, they tighten the
wrong muscles.

Dusing the period of toilet training, there will surcly be a petiod of
accidental bed wetting especially while the child sleeps, though many have more of

these “‘accidents™ than othets. Premature potty or toilet training is one of the
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suggesicd causes of enuresis when it coincides with dexclopmentsl smmawunty. If
parents push their young oncs 100 carly to uninale frequently: throughout the day', it
will only control the rate of uzination. This hinders the child from the oppottunity’
of lcamning the signals of bladder distension. These parents ase not likely going o
adhere (o tho protocols suggesied by the behavioutal enurelic therapists, thereby'
hrolonging the problem of the child. Therefore, Butier et al (1988), ilirasing and
Revs (1991) suggestied that delayed moturation of the nervous contiol could be an
imporiant factor.

Enuresis hos been associnled with some predisposing factors likc the
inabilily of carcgivers or parents lo inlhate toilcl training ot the nght time, place or
mcthods; poor recognition of any cxisling psychosocial siress, a dysfunction in the
ability' to conccntmic unnc and a lovwer bladder volume threshold for voluntary
voiding of uninc us the child grows: the prevalence falls as the age of the child
iticreascs. For at age S, it is us high as 7% m boys. 3% in girls and by agc 10 the
prevalence in boys foll 1o 3% while in girls 2%. By 18 years it reduces 10 1% in
males aid less in foimales. The [% is 8 source of concem to both parcnts and the
child (Marlow, 1977). **Sometimes parents may be bothered by the child’s enuretic
behaviour but may not realize the dasic problem involved. Parents are 100 close to
sce the siluation thot they fail to sce what is rcally happening, Because the enuresis

is upsettiag, they fail 10 nolice the manifestation of the child’s development'',

(Marlow, 1977),
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Concepts of Teachable Moment

Duval et al, (1994) identified that **the child who is loved and knows it,
has the inncr securily needed 1o keep working on his developmental tasks'’. Some
workers have identified this teachable moments as that time when the body is ripe;
the child is ready striving for some achicvement and the culture is pressing for it
(Duval et al.. 1994). It is at this point that the accomplishment might end up as
fiuitless effous if care is not taken.

Scientists have tried o scarch 1epeatedly for a single cause of nocturmal
enurests and ended up in identifying several possible causes, |n some, there seem to
be a factor that play a primary role, while some otheis confound it; in others. there
exist multiple contributory factots, There is high incidence of being dry at night
between the ages of one to four, unlike below this age (Goin. 1998). This supgests
the possibility of the mechanism responsible for bladder control maturing during
this penod. This is the age reparded os an optimal period that does not depend upon
leamning or loilet taining, during which dryness is destined 10 occur. Though, this
nught be interrupted when there is interference and unrealistic reswictive toilet
uaunng. By three ycars of age mosi children would have leamt to tense or tighten
their perineal muscles in the cruich. In nusing the neck of the bladder, the intermnal
sphincter is tightencd such that the unnc in a (ull bladder can be retained till
convenient lime and place as the matuiation of the parnsympathetic netvous system

is gradually achieved (Bollard, 1982; Banhold ct &l., 1999, Elder, 2000).
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Pathophysiology

Sometimes between the ages land 2, atoddler first senses bladder fullness
and then stanis to hold back urine by contracting the sphincter muscles of the
urcthra. As the bladder stretches out to hold more urine, the inner pressure
increases and cause the bladder’s powerful detrusor muscles to contract to expel its
contents. By so doing, they can retain urine and relax the urethral sphincter during
detrusor contractions thus they can pass urine at will.

Daytime dryness usually comes lirst before night time dryness. Though
cenain children. howevcr, get stuck in this wonsition with a condition known as
dysfunctional voiding. Some find it difficult to coordinate the intricatc mechanisms
in the wrinary muscles. Others leam the act of coordination but persist in holding
back urine to the extent that the bladder gicatly over strctches. Thercfore, in both
extreme cases, the consequence is that the urine becomes stagnant and infected
(Stein and Susser 1967).

The dysfunctional voiding reflects neither discasc nor physical defects
tather, a hitch in the child’s method in his initial cllorts a1 bladder control.
Fortunately, with carly detection and muscle retraining, dysfunctional voiding is in
most cases cured. If neglecied and is allowed 1o continue, this abnonmal weiting
problem can lead to a permancent damage to the urinaty tract, even dcgeneralc to

kidney failure or to death {Bolland 1982).
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ACT OF MICTURITION

Many orgnns are responsible for bringing about the smooth act of urination, (Ross

and Wilson 1982, Bchrman, 2000). These include:

1. ‘The Adrcnal glands produce the hotmones that affect the fluid control in the

8.

9.

body system (Adrcnocorticosterone).

The kidneys filter the urine.

The ureters arc the channel through which the filtered urine is transported to

the bladder.

The bladder serves as the reservoir, which temporanly stores the urine uniil

it is cvacuated.

The detrusor muscle in the bladder coniracts to squeeze out the urine or
relaxes to accommodate the volume of utine.

The ingone of the bladder add body and helps the sphinctcric siructures to
maintain equilibrium,

The intemal sphincter between the bladder and the urethia controls the unne

al the neck of the bladder by keeping the urine until convenient time and

place
The urcthro is the channel through which the unine is passed out

Extemal sphincter lets the urine out and closes at the end of unination.

10. Nerve supply is the pasnsympathetic nerve.
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Pathophysiology in urinary elimination and bludder control
As the child graduzally grows, scientists argued that by the ycar three 10 four
most children should have leamt the ability 10 start the wiine Jow consciously {rom
a fill bladder, by pushing down the thoracic wall as he/she tightens the abdominal
muscles. From this age, most children have achieved the ability 10 stop the unnary
stteam at will. 1t is assumecd that for the child to leam the achievement of
continence at night, the child has 10 learn 10 tronsfcr the inhibitoiy control of
urination to the locations in the brain and develop the capacily to detect detiusor
muscle contraction and inhibition of sphincter relaxation when the bladder capacity
is achicved. By so doing, wnine is retained throughout the hours of sleep and in the
penod of excessive bladder tension, the chitd wakes up (Bollard et of., 1982).
Though this does not go withoul some ecxpenencing occasional
**accidents’” (Goin, 1998). This is duc 10 the increasing volume of fluid storable in
the bladder. which induces or stimulates cvacuating contractions 10 occur, During
sleep, os the pressure mounts and exceeds the bladder’s limits of compensatosy
adjusiment in the muscles and the feedback stimulation from that pressure pressing

on the {illing bladder, wakes the child up before the reflex inggers ofT urination

(Boliard & Netselbeck, 1981; Goin, 1998).
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Physical Immaturity

A delay in the maturation of the brain-bladder conncction may underlie
problem of bed-wetling in some children (Bhatia ct al.. 1991). l1c emphasized that
if such a delay occurs, it should not be regarded as n *‘major dcvelopmental
problem®’ tathcr, it might be that in some children who petsistently wet the bed at
night. the pathways betwcen the brain and bladder are not yet fully matured.

In a study, using school age children with chronic primasy noctumal
enuresis, Bhatia ct al,(1991) came up with a slandard drawing test designed (o
measur¢ neurological devclopment of the chiid. ll¢ considered the children's
tesponse to ircatinent using artificial form of vasopressin. which is a hormone
released by the brain's pituitaty gland that nosmally decrease urine output

Some research had shown that chronic enuresis might be as a result of the
child’s tnability or failure to have the nightly increase of the vasopressin. Therelore
the synthetic form called Desmopressin is somcumes used in the treaiment of
enuresis (Bakare 1987). Amongst the 34 children studied.Hjalmas (1997}, ulilized a
standard drawing task. Those that did not respond to desmopressin made more
etrors on the standard drawing tasks. 1t was observed that the child who made three
or more errors w3as helped by the hormone treatment, Therefore, he suggested that
U children who made erross on the test have mote than simply a failuse to produce
vasopressin @ night probably the child's neurological pathways dbetween the brain

and bladder aze not fully matuse (1ljalmas, 1997)
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Researchets like Bhatia ct al.. (1991);, Bacycns ct al., (2005) noted increased
risk of bedwetting among those children showing delayed intellcctual development.
The (EEG) clectroencephalogram record of persistent bed wetters have been found
10 contain diffusc abnormalities, which have somctimes been interpreted as
indicating some kind of immaturity of cortical development in the affected
children. Coincidentally, some authors observed a nomial EEG report on those bed

wellers who have just achieved spontancous cstablishment of bladder control

(Christiani ct al.. 1977; Podnar et al.. 1999).

Emotional immaturity

Bollard ct al (1982) arc also of the opinion that the crurctic children show
cvidence of cmotional immaturily whcn compared with non-enuretic children
which 1s regarded as cvidence of maturational delay. However, the evidence for
such emouonal immaturity is problematic in the children, tt was also obscrved that
the majority of enurciic children seem to be a little difiercnt from non-cnuretic
children in terms of social and emotional adjustments. Oppel ct al (1968) believed
that there is no relationship between o delay in the dladder control and other
developmental disorders, Crimmins ct al (2003) on the other hand, is of the opinion
that there is a clear relationship between delay in acquiring urinaty continence and
other forms of desvelopmenial disorders like somatic immatunity and encopresis.

Kawauchi ct ol (1998), emphasized that beyond age five, immaturity is no

longer regarded as responsible for persistent cnuresis in majonty of their subjects
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but delayed matutation is an impostant contributory (actor. Their findings did not
give enough evidence to explain it in all cases of slowcr maturation. Bollard et al
(1982) observed that some children, who do not initially advance (rom
incontinence duting infancy o consistent dryness in childhood. do hoeve occasional
dry nights and even sustained diy nighls for tong successive night, This supgesis
that the more successive dry nights achieved, the truth is likely to be that the
appropriate maturation has taken place in the central nervous sysiem responsible
for bladder control. Bollard ct al {1982) observed that five years old children. who
have not yet achicved complete bladder control, sometimes still experience period
of dryness. Also in his attempt to disprove the fact that late maturation is
predominantly responsible for cnuresis, he suggested that changing the cnuretic
child’s environment can result in his achicving temporasy control over bedwetting,
Many mothers also supposted this Bollard’s view. It was observed that some
students were frequently dry on nights spent in the sick bay but resumed
bedwetting when thiey returned to their usual dormitosies. Some resume bed wetting
immediately they come back from holiday. Thesefore, Azrin ct ol (1974), Arajasvi
et ol (1977) were of the opinion that the high rate of rapid success achieved with
treatment using alann device among noctumal enurctic children aged seven and

above, strongly suggests that maturation of central nervous systicm mechanism had

already occwred in thc majority of such children,
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Bladder Immaturity and Capacity

It 1s generally belicved that delayed maturation of nervous control is
another important factor. Some studics also included direct measures of the
functional bladder capacity of the child, (Bollard & Nettelbeck, 1982 and Pettican
et al, 1998). This involved the storage of unnc for a reasonable length of time
wilhout voiding, showing the volume of urine 1ctained in the bladder for a
specific duration, rather than the actual structucal size of the bladder. This was
achieved by involving the child in deily urine collection and recording the
volume for about one wcek. In an aticmpt to estimate the “f{old pattcm™, the total
volume of deily unne calculated and the mcan ouicome. provides eslimated
functional bladder capacity. Evidence from this est, reveals that average cnurctic
children have smaller functional bladder capacity than non-caurctic children of
the same age. Thus. providing the considciable support that suggests that
noctumal enusesis is as a resull of underdeveloped functional bladder capacity
(Kawauch et al, 1998).

The underlying mechanisms for this, researchers belicved., arc not well
understood. I1 is suggested that since the child ls still going through developmenial
delay, the quantity of fluid he/she is able to rcuin is 100 small to act as adequate
stimulant for the development of a response inhibiling urination, Without this
inhibition of urination, frequent passage of uripe is inevitable, in response 10 only a

small volume of urine accumulaung in the bladder.
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Therefore, Lhere scems to be associations between lower functional bladder
capacity and cnuresis but it is difficult to ascertain the capacity that is adcquate for
the conirol of urination, Frequent voiding during the daytime docs provide index for
measuring day time funclional bladder capacity. This is, not a reliable index for
measuring night time functional bladder capacity, as the child who passes utine
frequently during the day, may not often be dry at night. Thus "Retention Control
Training” (RCT) can therefore be adopted to cnable the bladder adjust. it is nceessary
to know the importance of bladder maturity to the development of nocturnal
continence as underdeveloped funclionsl bladder capacity may be involved in many

cases of bedwetting (Riley, 1997; Kawauchi et al., 1998; Petrican & Sawan, 1998),

Environmental Faclors
Dimitriou et al., (1976) and Sclig (1982) are of the opinion that living within
a disturbed, conllictual, overprotective, sbusivc environment, parenial absence and
the use of ncgative reinforcement; inctease one's chance of developing enurcsis.
Previous studics also show that those who were most allected by these negative
attitudcs, experienced nocturnal enuresis. Thus, any major life style disruption seen
as a source of stress, is capable of triggering ofl cnurctic episode (Omigbodun,
2004).
In rare cases, emotionally disturbed children may respand to their illness
with loss of bladder and bowel conirol (Butler, 2001), Some workers belicve that

other contnibuting factors include hospitalization especially between the age 2 and
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4 years. artival of a new baby, entering ncw school, loss of a dear one even pets,
surgical interventions as in adenoidectomy and air way obstruction secondary to
cleft palate repair (Nowak & Weider. 1998).Low arousal threshold is one of the
pathological factors undcrlying noctumal cnuresis (Ncvcus, 2003).

Environmcntal causcs may play a part and Lhere is an association between
enurcsis and emotional disorder, especially in cases of secondary enuresis, The
term secondary enuresis implies that thete had been a period of about more than six
months of dryness. It is oftcn aggravated by psychosocial stress and infections
(Goin, 1998). This was suggestcd in the stress model (diathesis) that the disorder
often appcars to devclop, following a parsticular disturbing envisoamcntal cvent.
Many psychological disorders result from the impact of environmental cvent (the
stressor) on a person who has a predisposing vulnerability (Bollaid ct al 1989).

The vulnerability could be aflected by vanous factors which include the
individua)'s genetic make up, biological history, historty of injury, infection,
vatious aspects of personal histosy which include those traumatic cxperiences in
childhood. But Ycung (1997) believes 1hat a child's relative powerlessness can lead
10 a lasting sense o f inferiosity, which may distoni relationships with other people,
Also a sense of inferiority in a child can lead to callous self-centeredness, bullying
and withdrawal from social relationships {Moftalt, 1997; Rona et ol., 1997).

Child analyst like Lrikson (1963) in developmental stoges from infancy
through to old age, maintained that individuals face desperate developmental lasks

at different stages of lifc and that ego development could (ake place at these stages,
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He also emphasized that psychological difficultics might arise when healthy ego
devclopment is hindered or blocked by social constraints or psychological
obstiuctions. Thus, social ostracism at this tender age can be counter productive-
The important thing to the therapist here is to help the child to acquire basic trust
and confidence. ‘Thercforc. in facilitating optiinum growth and development of the
cnurctic child, emphasis is on the importance of a heallthy relationship beiween the
cnurc lic child and significant others.

However mal-adaplation or hostile ugpression results when apgression
becomes destructive. When the hostility is in the home because of bedwetting, the
child is ill preparcd 10 face more stressfil things in the larger community as he
grows. kt is believed thatthe baby who experienced warmith in histher nurturing and
carc. during the early periods of hisher developmental difficultics, develops a
sense of well being and trust for future relationship (Erikson, 1963). Between three
and six years the small child leams how to socialize within his little circle of family
and fricnds. When the child is deprived of this skill, because of the problem of
bedweting. the child is ill-prepared o meet the demands of larger socicty as

expericnced in the classroom, with the peer group and in his/her carly contact with

the communily

Family System

Abnormal behaviourn) patterns frequently occur in children cxposed o domestic

insecunty and disharmony at home. l'requent expusure (o domestic argument
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betwceen patents and violence at home may ead 1o sleep disorders. bedwetting, and

a range of socially unacceptable aticntion sceking behaviours (Lathain. 1998).

Cohen, (1975) and Allen & Bright, (1977) associated cnuresis 1o broken homie,
alcoholism, chitd abusc. and other stressful cvents in the family system. 1t cqually
occurs in stable homes too. Cohen, (1975) observed that some children hold back
their urinc all doy because they have decided within them not to use the school
toitet becsuse the toilet is cither dity or the children were very hyperactive,
prcoccupicd and had no time 10 go 1o toilet. Some actually feared the potty because
they have fallen into it, while others cxpressed fear duc to number of inaggots
found in the schoo! toilet (Crimmins ct 8l 2003).

‘I'he family system model suggests that most problems which prescnt in terms
of individua!'s psychopathology/psychosomatic ~ disorders are  usually
manifcstations of family disturbances. Each family is scen as a unique social
sysiem in which any aolleration is bound 10 allect every clement within the systein.
Changes reverberate through the fanily system so that it is ofien impossible to
understand fomily processes in terms of simple cause and cffect associations
{Duvall 1954, Cohcn 1975, Bollard c1 al 1989).

Hence, in its reciprocal relationship, the family system has o natumi capacity
of reducing immediate tensions (Schulpen, 1997). 1n some cases, when a member
of the family develops behaviouts like wetting bed at night persistently, it could be

a way of reducing a fundamental instability in the family systcm, Therefore, the
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child’s psychosomatic aches and pains, cxcessive unruliness including enuresis
may serve as 0 mulual source of concem for parents whose relationships are not
cordial (Schulpen, £997). The child’s symploms somectimes serve as means of
drawing atlention to curb parcntal conllict, thereby maintoining o positive family
rclationship. The sysicinic pressures might compel the child to remain unwell,
unruly or cnuretic (Cohen, 1975). Howcver. Yeung (1997) emphasized that
noctumal cnuresis was found to be associated with a positive family history and
poor relationship with school classmates,

For uscful intervention 10 take place, adequate history taking, that focus on
the fomily sct up, school performance and personal interaction. is nccessary (o

identify maladaptive behaviowrs and w help the family 10 more adaptive ways of

functioning (Butler ot al 1980).

Parcntal Perceptions

Noctumal cnuresis is really a frustrating problem for porents, especially
mothers, who are not only responsible for the cleaning up afier cach episode. but
arc also saddied with the problem of (inding appropriatc solution to their children’s
problcms. Most of the time, the focus is on the mothers with littlc, if any, input
from fathers. Tlus is becavse in most familics, mothers are regarded as the primary
carctakers and homemaokcis. Ihereby making them largely responsible for dealing

with this type of situation. (Garber. 1996; Pugncr & llolmes, 1997; Schulpen,
1997).
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Butler ct ol {(1986) in their study, suggested that those mothers who attributed
children’s bedwetting behaviour 1o reasons that ore beyond the child’s control, hike
being heavy slecpers, are more concerned with the emotional impact of the problem
on the child and his social relationship. The mother who is tagged “intolerant
mother” often views the behaviour as loziness on the side of the child. She
attributes enuresis 10 the factors that are within the child’s control. Unfortunatcly,
these sets of mothets are more likely to prematurely withdraw' their children from
trcatment, and casily give up. Thereforc parcnts especially mothers, that show
negative auitudes towards their children’s bedwetting behaviours, could benefit
fiom both additional cducation that regards enuresis as a disorder that necds

increased understanding and support from other members of their family (Butler ct

al., 1986; Butlerct al., 1998; Evans ¢t al., 1998).
Single Parenting

In some cascs, children living in a single parent situation are more likely to
wel bed than those living with both porents. The parent most of the time, the
mother, is usually compelled by the circumstances facing her 1o work full-time, She
is likely to be exhausted and fatigued at the end of the day. As a result, she will not
be able o give her best during the night or spend wecekend with the child. The child
In tum misscs her presence as he/she spends long hours with surrogate mothers or
caregivers in créche. Consequently, the child misscs the **mother touch™. For this,

the child demands maximum attention during the few howts the mother is around
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which could be resented by the mother. Also, social contact by the single parcnt
with the members of the opposite sex may be rejected by the child for which hefshe
manifests the unacceptable behaviour like bedwetting (Butler ct al 1986).
Resistance 10 loilel training is onc of the seven most important potential
problem arcas for the child living in a high nsk family, this neglecled behaviour
can causc scvere lension and even starl off physical abuse. Garber (1996) identilied
simple ways in which these problems con be pre-cmpled and dealt with.He
summarized carly identification of the cases as proper cvaluation o f the condition,

good hislory taking, provision of privacy aad appropriate management.

Theories Related to Enuresis

Many theories will be utilized to enhance the understanding of behaviour,
causc and cfiect of actions. Therefore, psychoanalylic, behavioural, cognitive,
socio-cultural, gencral = system. cxistential-humonislic, stress, medicol and

biological models will be referned to most of the time.
The problem of noctumal cnuresis in childhood has been documented since

ancicnt limes. Many authors tried 1o give many differenl explanntions aboul the
nalurc and cause of noctumal cnuresis. Dillerenl recommcndations lowareds the
ircatment of cnuresis were also suggested. 11owcver, the theoretical interpretations

arc placed in three categorics;

1. Psychodyriamic theories, which are of the opinion that the psychotheropy should

be adopted.
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2. Physiological theories adopled some fonn of medical intenvention.

3. Bchavioural thcoties and treaiment.
(1)  Psychodynamic Theorics

This theory belicves that cnuresis is just an outward manifestation of some
underlying slale of emotional tension or instability. or. as a result of repressed
scxual drive as expressed in repressed ocdipal complex. Where this fecling is not
allowed to be expressed, the child rcacts by wetting the bed.

Other psychodynamic theorists characlerizcd cnuresis as a consequence of
unrcsolved conflict, for cxample, bclween the child and the parents or the
signilicant others.  This theory is more reliable since it can be subjected to test and
investigation. 1t was predicted that a substaniially high degree of anxiety and
cmotional maladjusiment could be found among good number of cnurctic children
compared with those thal arc non<nurclic, based on age, intclligent quotient,
cducational level, socio economic status and other variables that have been found to
be associalcd with the incidence of cnuresis. Somc of these theories have been
proved to have some degrees of association belween cnuresis and cvidence for
cmotional or behavioural disorder (Shaffer. 1973).

This gencral finding is contrary to the usual behavioural position which, on
its own, rejects an association between cnuresis and psychological disturbances,

'The probiem with this theory is that it is exclusively diflicult to evaluate emotional

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4]

hcalth in children and the response given by mother of other carcgivers are

sometimes unrcalistic (Bollard and Ncttlcbeck 1989).

The gencral population survey by some rescarchers found higher incidence
of cnuresis among children who had psychological disorders like neurotic and
conduct disorders. [t emphasized that most cnurctic children arc actually well
adjusted and free from other problems affecting their behaviour. ‘The majority of
the enuretic children have not displayed any significant psycho disorder diffeient
from non cnurettc children, (Rutter & Hcersov, 1985).

Many rescarchers' like- Lovibond, (1963); Collins, (1973) found no
association between bedwetting and several micasurcs of stress due to social,
cmolional or hcaltit problems. Although. using 3 ycar old in this study, the cffect
of stress variables might be more obvious at later ages; they failed to find clear
support from the psychodynamic point of view.

Psychological disorders are sometimes followed by cither or both night and
day-time cnuresis. The majority of the cnurelic children do not exhibit other
behavioura) diificultics apait from welting the bed. In some cascs, it could be said
that cnuresis sccm to be linked to traumatic circumstanees in the carly childhood.
Thus, it might be important 1o link both the enuresis and the previous stress
expericnced by the child. 11 could be an indirect response to that specific stressful
cnvironmental circumstances, like the loss of a parent. sudden scparation from the

mother, inadequate care, stress at home and school (Cohen et al, 1962, Schacficr

1979; Yeung 1997).
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Hlowever, cven when an cnurclic child shows signs of cmotional
distutbance, it is not necessarily thc main architect of cnurcsis, mther it is the
conscquence of the cnuresis itself, (Bollatd & Nettelbeck. 1981). Lovibond, (1963)
is of the opinion that persistent cnuresis can result in important limitations which
could up sel the chid’s social fife. For instance, soine feel very bad when they
cannot stay overnight at a friend’s place for the fecar of having ecmbasiassing
cpisode resulting into a virtual pariah status for a school age child. Showing
stresses for cinotional disturbance precede the onset ol enuresis (Marlow,1977,
Schacfer 1979). Some times, parents may be bothered by the Child's cnuretic
behaviour, but mny not realize the basic problem involved. The parents are too
close to sce what isrcally happening, because the symptom is upscliing, the parents
fail to notice tic manifestation of the child’s development.

Therefore, the unireated emotional disturbance is the real problem. To treat
the symplom, (bed wetting), is nat the solution without taking into consideration
the cmotional disturbance that is the main root of the problem. Some
psychoanalytic theorists have insisted that it can be dangerous o climinate enuresis
direcly, since the underlying anxicties may be worscned by thisattempt.

Lovibond (1964) in Bollard (1981) supporicd that prolonged cnuresis may
actually result 10 psychological disturbance. This is in agrecment with Sbaffcr
(1973) who believed that when the cliinination of the noctumal enuresis following

direct treatment fails, it is on indication that parents have not reported additional
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symptoms of instability that accompany attcmpted failurc (Collins, 1973 Pugncr et

al 1997, and Scllinger 1997).

The psycho-dynamic point of view is that some form of psychotherapy
should be applied in the treatment of cnutesis. This is the only way onc can
understand the fundamental cause of emotional disorder. which is believed to be
the cause of cnuresis .There are many psycho.-dynamic perspectives towards
therapeutic frame work lor enuresis. Hence, many kinds of psychotherapy could be
used when trcating vnuresis.  Verbal counsclling and psychological support
mcasures arc uscful altemative procedure. In ail. it is believed that the cnuretic
child and the parents should thoroughly explore previous relevant life experiences
with the experienced thempists. This will enable them understand the nature of the
underlying anxicly and pave way for overcoming them. There is an assumption
that once the root of the problem is identified and uprooted, then the cnuresis will
disappcar {Maizcls and Rosenbaum 1982)

Sclig (1982) absctved that there are insulficient literature and limited
information in support o pennit limm conclusion regarding the use of altemative
trcatment nicthod. Baker (1969) and Bollard ct al (1989) strongly believe in the
ctlicacy of alarm device in Lrcatment of cnuresis. They emphasized that before any
attempt to alleviate emotional or behavioural problems and belore proceeding with
the treatment of cnutcsis. the nature of the distutbances must be made clear or
identified. The cxistence of the bed wetting should not be regarded as providing

cvidence for the presence of some underlying conflict in the child, as great
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majorily of enutctic children do not present with or suffer from any extra ordinary

dcgtee of emotional or bchavioural disortder.

(2) I"hysiological Theorices.

The theorists have 1ried 1o postulate theories regarding the cause of
noctumnal enuresis. Some zcro theirs in terms of the fact that the children’s urinary
system (ail to develop physical control o { urination at night. The faiure is assumed
to be related to many (actors ranging from immaturity of the conncctions in the
central nervous system responsible for bladder control. KofT' (1983) and Pondnar ct
al (1999) obscrved and reporied hypocexcitnbility of sphincter nuclei, and hyper
cxcitability of bladder motor nuclei as a minor dysfunction in the neuro-control of
the lower urinary tracl.

There is n long standing suppoit (or the theory that age is the best cure for

cnuresis .lt can resull from immalurity of ncuro-physiological structurcs that

control bladder which reduces as the age increases. Kawauchi ct al (1998) noted
during cpidcmiological survey of three yecars old children, which revealed some
degree of incecascd incidence of cnuresis aniong this age group butl with
reinarkable reduction as the children advance in age. Fava ct al {1981) beliaved that
such development tends to support the widely followed practice of not intervening
with treatment for nocturnal cnuresis as such, belore the age of five years when the
purpoited prevalence would have dropped to 10-15 percents. It is pointed out here

that even if there is a period for the commencement o dryness during infancy, only
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interference with this natural process appcars to have long tenn amesting effect,
(Bollard c1 al, 1982). The cpidemiological evidence confirms thut among those
children who are regular bed-wetters above the age of five years, the probability ol
becoming dry at night without any assistarnice of the therapist or any therapeutic
intervention decreases sapidly.

Rescarchers like Fava ct al (1981) and Kawnuchi ([998) belicved the
prescnce of physical immaturity in some bed wetters. cspecially in primary enuretic
childrca under the age of 5 years, when they compared them with the non-cnuretic
childien. Bollard ct al (1982) rcported that cnurctic children have slower physical
growth, high rotes of motor and specch abnormalities with delayed secondary scx
characteristic development. H e also observed the 1endency of increased risk of bed
wetting among thosc children showing delayed average intellectual devclopment
and thosc children with low bisth weight. This is not widcly accepted. (Arajacvi
1977). These physiotogical theorists believe in the cfficacy of drugs above the age

of seven. Imimprainim, vasopressin or Dcsmopresin are the drugs of choice

(Scipicn 1979).
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(3) Bchavioural Thcory:

Behavioural theory is based on the premise that all behaviour, adaptive and
mal adaptive are products of lcaming. L.caming is a change in behaviour that results
from rcinforcement. The common belief is that since behaviour is leamed. it can
also be unicarmed and adaptive behaviour can be substituted (Maloney 1987).

Paviov (1963) in Rona ct al (1997), is of the opinion that individunl’s
behaviour is pereeived to be under the control of his past lcamed experiences and
carrent environmental circumstances. Bandura, (1977) a behavioural therapist, in
his social lcoming thcory, emphasized the reciprocal interactive relationship
between individuals and their environment. This shows that individuals are scen as
influcncing their environmicnt swhich intum influences their behaviour,

Therefore, the environment of the child especinlly at the anal stage of his
life, the mcthod of his/er (oilet tmining goes a long way in influcneing histher
bladder control. Skinner (1953} in his planned behavioural change, claborated on

the cffect of environtnent with response (o “frequency* that explained the speed a1
which a responsc is expressed. As the child is compelled by hisher cnviroament to
rcalize bed wetling us unacceptable behaviour, participates in tive bladder training,
which is a bchaviour approved by the socicly. Bed wetting is cventually
abandoncd. The child ¢s prepared to maintain the behaviour of bladder conttol by
the positive reinforcement within histher environment (Leary and Kibel 1991 and

MolTat 1997).
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The theory of behaviourism states that all behaviour is lcamed according to

a process of association or "conditioning™ (Dolcys 1977). Clinically, this theory
argucd that lcarning could account for the so called unaccepted behaviour which
includes cnuresis. Therclore, it is assumed in this approach that behaviour can
change and problems can be reduced if enough is known about the condition that
maintains the behaviour. For instance. it is possible for the behaviour 1o petsist
when the mother avoids infunating the child. Button (1988) cxplains it further tha
“a child temper (antruin at the local shop may persist because his mother always
responds by buying him swects. Wheicas simple change in bechaviour on the part
of thc mother and the significant others, can go a long way in lesscning the
problem™. Though some problems can quickly be tesolved, sonmc may still require

many scssions cspecially when the behaviour had been established in thal

individual for many years. Therefore in order to control and correct the habit of bed

wetting, the child, the parents and the socicly nced time, care ond intensive

progromme over a rclatively shont time, to achieve the best result. Henee

behavioural analysis is necessary 0 cnable us study the pattern of any problem

carcfully, (Kohlenberg, 1973).

Behavioural theorists emphasized the role of lcaming in the development of
processes necessary for achicving bladder control. The theory attributes noctumal
cnurcsis o o fatlurc to develop cortical control over sub-cortical inechanisms
(Hjolmas 1997 and Kawauchi 1998). Hence, most psychologists adopting a

behavioural theoretical perspective on the treatment of beslwcetling, prefer 10 use
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somc version of the bed pad and alarm method. Somie make use of the hypnosis as

the basis for treating enuresis (Cederblad, 1968 and Kibel et al, 1991), though this

method is not popular (Bollard ctal 1989).

The high frequeney of noctumnal cnuresis. especially the primary enuresis,
gives rise lo cliological speculations. Cederblad (1968) doubled whether this
enuresis can be classilied as a mentai insufficiency symplom or to be due 1o
inconsistency in toilct training methods. or high frequency of genetically or damage
duc to cercbral infection. In 26% of cases studied by Cederblad (1968), enurcsis
was the only sytnptom while 75.7% coscs co-cxisled with other psychopathological
symptloms. It was reported that brain lesions may be one of the conditions that
gives rise lo cnuresis and thosc children wilh cerebral infection had higher
frequency of cnuresis.

Butler (1987) provided clue to the opplicotion of both hypnothcrapy and
sclf-hypnosis. e suppested thot there exist a betier chance of success of this
mcthod with older childicn though, the success sale is lower than when bed wetting
olarm is uscd. 11 is difficult to understand how hypnosis works. This method use
suggestions to aid the child to gain control of a mange of behaviours associated wath
night lime’s toileling.

Nony parents commonly atiempt, in various ways, to alleviole their child’s
bed wetting behaviour by the application of numerous methods readily available to

them, like corporal punishment foltowing bedswetting episodes, waking the child at
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various limes all through the night in an attempt o prevent “accident” from

occurTing and recording diy nights when achicved. (Azrin ct al 1974).

in mony cascs, these procedures may not be as cffective in producing a
curc to this problem. Howcvcr; parents somctimes find that they can succeed in
reducing welling cpisodes for short period of time. Alarm method is still more
preferable. Spicier ¢t 3l (1979) and Bancrjce et al (1993) and Butler ct al (1998)
cxpancialcd on thc management proceduics using hypnotherapy, anxicly reduction,
night-time waking schedules, fluid restrictions, star charts, rewards, punishments
and diclary manipulation.

Some studics conducted by rescarchees, 10 determing the arousability of the
enurctic children using alarm clock and tapped mother's voice, calling the child 10
wake up, discovered that cnurctic children were significantly slower 1o arouse than
the non-cnurctic (Ycung 1997). It is a common belief that bcdwetting is a
consequence of the child's tendency o sleep deeply and be difficult to wake.
Majority o f the parcnis of the cnurctic children are of the opinion that decp slecp is
one of the main causc of bedwetting (Hjalmas 1997),

Despite this obscrvation, many clinical observations of the relationship
between depth of sleep and bedwetling have not resulted or given a clear suppon to
the idca that deep sleep give nisc 1o bedwetting. Bollard ct a) (1989) observed a

contradictory resull that does not support the idea that bedwelting is confined 10

times of decpest slecp-
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Cnuretic episodes have been found to be more commonly associated with
deeper stages and bedwelting incidents are rare during the stage associated with

lightest sleep and the rapid cye movement (REM) stage. Scveial studies have also

observed that bedwetting docs occur during all other stages of slecp. Some are of

the opinion that the patiemns of slecp among the enurctic boys have no link to

bedwelling incidence: it remains the samc whether the child wet the bed or

remaincd dry.

Bollard (1981) supported by Kawauchi et al (1998) suggested that *not that
bedwelting should be associated with o particular stage of deep sleep, but mther
that bedwelting should accompany the transition ftom deepest steep to lighter
stages of sleep™. This suggestion implics thot the bedwetling should be regarded as
conscquence of a failure to arouse from sleep in time to control flow of urinc.
Therefore. it joins others 10 support the idca that bedwetling do occur during
arousal from decp sleep and that enuretic children are harder to arouse. They arc
regmded as being unresponsive (0 stimulation from a distended and rapidly
contracting bladder (De Perri et al 1972 in Bollard ct al; 1989. Wolfish 1999).

Hjalmask (1997) also suggested that the sleep arousal system of bed-wellcr,
is signilicantly less ctTective than it is among children developing normal control of
their bladder. Therefore, it may be that effective forms of trcatment, like thosc who
cmploy thc use of bed pad and alarm device, achieve some success from the

increased capacity 10 tmprove the arousability of the child.
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PROBLEMS OF THE ENURETIC CHILD

Impact of bedwetting on children

Children in many studics indicatcd that they were unhappy' about the bed
wetting behavious. Some were cager 1o accept and Ury any form of treatment, others
stand the risk of drug over-dosc os was noted by \Wagner et al., (1988), who
described these scts of childien as casy-going individuals with positive self
concepts. There arc many children who appear indiffesent towards the bedwetting
problcm. While some face parcntal disapproval, sibling teasing, and repeated
trcatment cl{orts that failed. others trcalments result into shame and cmbarrassment
to the child. Consequently, it lowets the child's sell esteem, which is a
psychological threat to normal deveclopment (Warzak, 1993). e pointed out that
initially some children do not view cnuresis as anything bad, problematic,
undcsitablc or ¢ven abnormal, until it is condemned or disapproved by the family
or friends. Outside the family circle, the child feels publicly humiliated of which
extra psychological support will be aceded by words of comfort or action to ecnable
himvher socialize casily well. (Red sell and Collier 200i). Avoiding this
cmbarvassing allitude 1s therapeutic since it motivates the child to cooperate with
all the strategics that result to its cure. [t also exposes the child to the nsk of
repeated drug therapy and over dosage. Butler et al (1988) observed in their report,

a posilive corrclation between belter sesponse to trcatment and being teased by

other siblings.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2

Inability to Slcep away from llonie

Enuresis is a childhood problem in which only the child and the caregivess
con cnumcrate the hardship the child faces as he grows up. The amount of
impairment associated with nocturnal enurcsis is @ factor in the limitation of the
child's social activities. (Rosenstock 1977; Foxman 1986). For instanccs, there is
uncxpressed anxicly when there is need for the child 10 slcep away fiom home
becausc of the cflect of cnuresis on the child's self image. The high degree of social
ostracism by histher pears infuriates the child, the punishment and the disapproval

or rcjeclion [rom significant others. cspecially ever observant mothers, are big

huddles for the enuretic children to oveicome.

Urinary Tract Infection (UTT)

nlost children with enuresis may not have co-existing ncurological disorder.
It is obscrved in diagnostic and statistical manual of mcntal disorder (DSMIV) that
prevalence of co-cxisting mental and other developmental disorders are higher
among thosc children with disorders like encopresis, sleep walking and slecp terror
disorders. }{omcver. urinary traet infection is more common in ¢nurclic childsen,
especially those with diumal cnuresis than in those who are incontinent. In most
cases, the enuresis commonly persists even afier appropriate trcatment had been
given to the associated infection. (Sicgel ct al 1976, Hansson 1992)

Allen (2002) said that several scrious problems can occur as a result of
abno:mal wetting pattern in a child. Probably, as the detrusor muscle and the

urcthral sphincicr strain agaiast cach other, *'the wcaker sphincter cventually fails,
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making the bladder to squitt out urine’”. In the process. the straining build very
high pressures within the bladder. The dctrusor muscles respond by contracting and
just as other muscles, given daily workouts to accomplish increase in size, shape
and strength, {Ross and Wilson 1982). The increasing stronger contractions become
very difficult to control, giving 1isc to abdominal cramps and leaking of urine.
Subsequently, the bladder fails 1o ecmpty itsell complctcly of urine, resulting into
the child experiencing repeated urinary tract infection (Locening-Bauke 1997).

The Now of wrine (rom the kidneys to the bladder is inhibited by the
pressures. causing the urcters and kidneys o over-sttetch, which in tum can be
damaoging. As the over-streiched kidneys work cxir hard to push the unine through
the ureters into the bladder, the high pressure there provides resistance. The valves
at the urcters momentarily open to let urine into the bladder; it builds cxccssive
pressurc, which may push the urine back up tnto the kidnecys. As time goes on, this
abnormal utinc flow may cnlarge and distott the character of the valves so much
that they no longer work well but allow the urine to move freely back up into the
Kidneys. Thercfore, it is sugpgesied that proper investigations, diagnosis and promplt
trcatment are esscntial to ward off this dangerous situation.

Urinary tract infection also can result in bed-wetting. Thesc infeclions
often causc additional symptoms, such as painful urination, foul-smelling utinc,
fever and could give risc to daytime wetting (Tanaka ct al., 2003; Abdel-Latif ctal.,

2005).
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Problem On The Family

The cffect of noctumal cnuresis is not only on the child: it affects the family
members too. [t tokes time and energy to keep the stench out.  The stench of the
stale urine Lingers in the house probably attracts the negative attitudes from the
[amily members. Bollard et al (1982) obscrved the possibility of a st:ained
mother/child relationship.

Mothers are the prima:y home keepers that are more concemned about the
psychological stability of the children. Some expressed anxicty swhen the family
must sleep away from home. receiving strangess into the home, as the girl child

grows into puberty or the boy 1o adolescent and about to leave home for post

primary school. (Lcvene, 1991)

CONCEPTUAL FRAMEWORK

Noctumal enuresis is a bchaviour disliked by both the family and the
affected child. The stigma attached 10 bed wetting makes it difficult for casy
identification and prompt tecaunent. Theeefore the conceptual frameswork of the

Social Leaming Theoty will be used to explain the behaviours of both the enuretic

child and the significant othess.
Social Learning Theory used in the contro] of Nocturnal cnurcesis
Social lcarning theory by Bandura (1977) regards behaviour as a function of an
individual’s sclf confidence in caring out on action and the success achicved meels up

with expectation of the socicty. When the action is cartied out successfully, the
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encouragement strengthens the individual to maintain the behaviour. The cnuretic child

fcels humiliated, dislikes the embarrassment with in the environment.

The expectation in the cavironment is to sec the child sleep dry. Whenever
he wakcs up from dry bed, his parents asc happy. The child is given all the nccessmy
counsel that can help. The self efficacy comes wlhen the actions are iricd and dry
nights arc achicved, the child is encouraged to look forward to more dry nights. Then
he atiends the clinic regularly.

Bandura (1977) lonnulated the four-step palicm which combines a cognitive
view and an operant view of lcarning; belicves that the mind, behaviour and the
environment play important role in the learming process. Using the 4 steps. Evans ct al
(1998) utifizcd multimedia for paticnt information in support of Bandura in the
reciprocal influence of the cavironmental factors.

ATTENTION: The cnuretic child notices something wn the environment: the other
children sleep dry, rcalizes that he is growing up and about o leave home for school.
The behaviour is no longer tolcrated and abways unhappy for wetting bed. He observed
the existence of the enuretic clinic, the privacy provide in the clinic, its proximity and
the caption on the Bill Board “STOI* BEDWETTING" (Evans ct ai 1998).

RETENTION: The enuretic child recnicmbers the caption; is always embairassed afler

cach episodc. The parents are happy when the bed is diy, and would not like the peer

group to know about the habit.
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REPRODUCTION: The child 1akes an action, wishcd to sleep dry, summons up

courage and confidence to attend counselling clinic. 100k 10 all the counsel in the

counselling guide.

MOTIVATION: The child is encouraged 0 look forward 1o clinic days swhen the

outcome expeclation (diy nights) is achieved.
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Figure 4: Social Learning Theory (SLT)
| of Nocturnal Enuresis in children.
|

Environment
- Bed wetting is regarded as a normal childhood
a phenomenon.
.l Observation Learning [Models) - Socially accepted that with time the child
-Parents are too busy for toilet OUIGrows cnuresis.
| tsaining. - Adoption of poor toilet training method.
-Friends nidicule him. —{ - Stressful situations at home.
'| -Encouragement from significant - Belief'in the folklore method of management
others.
-Teachers arc disgusted. o l
-Health providers care and counsel.
- Hand bills about bedwetting. Valuc Expeetations
- fingles about bedwetting on air. - Diy nights,
- Confidence among peers.
- Participates willingly
Individual
Age 1
Scx Behaviour
Family Setting - Attend counselling clinic
Level of Education regulerly.
Social Class « Freely discuss bed-wetting
Rnowledge of scicntific - Eagerly panticipalcs.
Intervention - Obeys every in jiruction.
Shame of identilying with I
Noctumal enuresis

Scil Expectation
-Ability to wake et night
-Ability to control bladder.
Willing o obey all instructions of the counsellor,
-Detetmined to be tike others for proper
socielization.
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Management Strategies

In the managemcnt of Noctumal Enuresis (either primary or secondary), the
child psychiatrist may nced 10 be informed in morc stubbom or unyiclding cases
and in more difiicult and disturbed patients, (DSM 1V 1994). From the onsct, il is
important 1o assess the cnuretic child by obtaining history to ascertain the 1ypc of
cnuresis. Il it is nocturnal. or diumal which is morc likely to be as a result of
ncurological or physical cause like urinary tract infection; or primary which could
be as a result of an anatomical defect; or delayed maturation; or secondary which
could be related 10 environmental stress or acquired disorder.

The theeapist should conduct a thorough investigation. find out the duration
aad the Irequency of symptom, cvidence of recent uncomfortable life event, or any
change. Find out parental attitude towards the enuretic child, the problem and the
attempt to solve them. This is because in most cases the familics are nsufiicicntly
organised or motivated (¢ co-operaie properly.

Physical Examination: laok out for the identilication of any anatomical or
neurological deficits as in hypospadias or spinal bifida,

Investigations: conduct a thorough investigation, which should include urinalysis,
microscopy, culture and sensitivity, tests. abdominal x-ray, and ultra sound.

Histoty Taking: [n the absence of physical, ncurological or psychological
disorders, explore the areas of family histoty to tule out family tensions. Simple
measuie could be adopted to control this cmotion-damaging stigma, Simple family

support and recassurance as wetl as discouraging parents, tecachers and friends (tom
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punishing the child. rather cncourage the child to empty the bladder before going to
bed. feeding the child carly oad drinking less {luid before bed time will help.
Ensure proper toilct frainiog. Guide against night fear by provide good light at
night. The child's room should not be far from the toilet or keep the potty near nnd
observe the child's sleeping pattem. A “Star” chast is a useful mcans of
detcnnining the freQuency of enuresis and also helps to cstablish a reward system
for dry nighis achieved. Azrin (1974), Levenc (1991) summarised the watch word
as “Encouragemcent™ constantly by every member of the houschold, The star chart
should be recorded by the child. Encourage the child to keep the daily record in a
diary. (Put the child in charge of the charts). The child keeps diy bed diary in a
prominent place and rccords a red star on each dry night. A beautiful Gold star for
3 or 5 consecutive dry nights and buy a small nice present once the child collects 4
to 5 Gold stars. Wet night attracts no reward.

In extreme cases, additiona! use of Bell and Pad (Enuresis Alarm)
could be heipfid. This method is recommended for those above 5 years old. In this
mcthod, the child is expected to wake up when the urine is coming out and the
alarm rings. the child is 1o wake up to switch ofl the alann, complete urination,
change the bed cloths under the parcnts supcrvision and reset the alarm before
going back to bed. If this method is not successiul after 3 months it should be

discontinucd. [t is not to be used for childien under S years old. (Levene 1991)
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Chemothierapy

Most of the time, therapists liest exhaust all the other methods that does not
involve the use of drugs, investigate the causc if bedwelling, assess the benefit of
the use of drugs and compare with the possible side elfeeis of the drugs. Also the
rcason for the use of drugs, e age of the child and puspose for urgent need for a
curc. This is because the use of drugs is reserved as the [ast resort, when every
other method had failed and the child is leaving home for larger community
(school). 11 has tendency for a relapse when the drug is discontinued. It is nol
advisable to use drugs in the management of noctumal enuresis in childrcn below 6
years (Bution 1988). Therc are many drugs available, these include; Tricyelic
antidepressant in small doses. 1 is cffective in overcoming (NE). It helps the child
to slecp less deeply and be aware of the bladder (illing up. A relapse is common on
withdrawa) of the medication, (Bakarc 1987).

Other drugs include imipramine 25 1o 50mg at night- (in phobic staie),
vesopressing or Demopresin, in various forms. which could be inform of nasal
spray.  Amitriptyline (in depression), chlromipramine (in Obscssion state),
Halopesidol (in calming distucbed behaviour). All these diugs must be prescribed

and monitored by professional health eare providers,
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CHAPTER THREE
METHODOLOGY
Design of the Study
The study is a descriplive cross-sectional survey involving parents and

carcgivers of cnuretic children of ages 5 to 12 yes old in [dikan of Tbadan North

Wesl Local Govemment Arca of Oyo Stalc.

The Study Population

Thc study population consisted of all children between the ages of $ 10 12
years in Idikan community. As a result of the difticully of getting the children to
own up, their parents, grandparents or caregivers werce targeled to oblain jelevant

and mote rcliable information about childhood Noctumal Enuresis (NE).

Description of the Study Aren

The swdy was conducted in ldikan o traditional community in lIbadan
metropolis of Ibadan Noith West Local Govemment Arca. Ibadan is a city in Oyo
State, Southwest of Nigeria with a population of about 1,228,663. According to
Census (1991), the estimated population of [dikan community was 8,565 in 1991
and it was projected to be 9,886 by 1996 (National Population Commission, 1991).
The majonity of this population are the Yoiubas. There are five locat Govemment
Arcas in lbadan metropolis. The five LGA include Ibadan North, Notth East,

Ibadan North West, South Enst and Ibadan South West, The Ibadan North West
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LGA has il's headquarter at Onireke. It has a population of 147,918 (Census,
1991). It comprised cleven wards. The [badan North LGA bound it in the north. in
the cast by the Ibadan North Cast. in the South by the 1badan South \West. and the
cxtreme west is the 1ddo LGA. The Ibadan North West LGA include: Ayeye, Oke
Are. Agbeni, Ildikan, Olorisa Oko. Onireke, Olopomewa. Oniyanrin, Dugbe,
Mokola, Ekoledo, Idishin, Eleyele and Jericho. 1dikan was randomly sclceted by
balloting.

Idikan is a community in Ibadan North \West. 1t is made up of 65
compounds. Each hos a cominunity leader referred 10 as Mogaji who is supetvised
by a higher chicl known as Baale. The Baale is responsible to the king, the
Olubadan. The language of the Idikan people is Yoruba.

There arc primary and Islomic schools for the [dikan children. The people
arc religious, the churches and the mosques co-cxist with the traditional religion at
[dikan. Markct transactions are carried outl cvetyday of the week. Many houses are
made o [ mud, unplanned and lcaving little or no space for playgrounds. Few houses
arc made of bricks and we¢ll posilioned. There is only one trunk I3 tarred road in
Idikan, other roads pass between the houses criss-crossed by the gutters. There are
unauthorised refuse dumping grounds ond a local govermment made-shift toilct
facility. Personal well-water supplies were available in very few houses. Besides,
there are public pipe-bome watcr taps and local govermment bore-hole sited at open
spaces for communal use. The peoplc live in compounds and they value extcnded

fomily systems. [dikan is a model sitc for community mcdicine activity for lhe
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University College Hospital. There are two health care facility centres with visiling

doctors in this comniunity.

Estimation of Samplc Size

The prevalence of (NE) was not previously known in Idikan community.
Supposed the prevalence of cnuresis was approximately 50% and an cstimated
difference of 50% can be entertained from the true values at 5% confidence

intcrval,

An estimaled sample size can be calculated as below:

Saniple size A
d

Where. z= standard deviation for @ crror

a = 0.05 (probability of wrongful rejection of nut! hypothesis)
P~ assumed prcvalencc of cnuresis in [dikan, 50%

q= the prevalence to be detected, 42%

d= margin of crror to be accommodated, (p-q); =5

From the fore going, minimum sample size, n 1.962 X SO x 45
5.!.

n= 345.7

A minimum of 346 children with enuresis was needed to be studied.
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Sampling procedure

Belore the commencement on the study, enumeration of the compounds and
houses were carried out. There were 65 compounds. with 750 family units
enumerated. The investigator and the assistants conducted house to house wvisit in
order to study oll children in the 750 families in Idikon. OF this number, 502
{(66.9%), family units had children between S 1o §2 ycars old: Qut of this 502, only
284 (56.6%) lamily units had cnurctic childeen aged 5 to 12 years which met the
inclusion criteria for the study.

Instrument for Data Collection
Three instruments wecte used for data colicction in the study. These include:
I. Focus group discussion guide
2. In-depth interview guide

3. Semi-structured questionnaire.

The Focus Group Guide

Two scts of FGD guide were constiucted.  The first contained a 7 item
questions written in both English and Yoruba languages, designed to gother
qualitative information from the enurctic children about their opinions, experiences,
feelings and the impact of the management strategics on them. The second FGD
guide was designed to gather information from the porents and coregivers. It

contains 8 items olso written in English and Yoruba lunguages. The discussion
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focused on the presunied causes. beliels, preventive and Management strategics of
cnuresis. The FOGD guides werce pre-tested among 5 cnurctic boys. 6 cnuretic girls
in different doys and 8 care givers (comprising 2 young fathers, 2 young mothers, 2
clderly grand fathers and 2 clderly grand mothers) in single session in Akintola
Road. ‘This was to strcamline and pre-lest the questions that were going to be
administered to the groups at the study arca. ldikan.
In-depth intcrviews guide

The in-depth interview guide contains 15 item qucstions that relates 10 the
tespondents knowledge of the causes. the effects, atutudes ond monogement
methods. 1t was ulilized 10 obtain qualitative infoimation used in sircamlining the
questionnaire. The in-depth interview guide was also uscd 1o gather information
from the care-givers, opinion lcaders, herbalists, herbal dmg peddlers, teachers,

pupils and traders through house 10 house visitation in Akintola Road of Ekotcdo.

The Qucstionnaire

A semi- structured questionnaire wus employed to collect data from the
carcgivers and parents of the cnuretic children. This instrument was also pre-tested
in Akintola Road of Lketcdo (Ward 9) which share similar geograplucal and
cultural characlcristics with Idikan in ward 3 of the sanc L.G.A of the community.
The questionnaite contained questions on the demogtaphic cheractcristics of the
tespoodents and the enurctic children, the attitudes, beliels and managenient

strategics (or the enurelic child, The questions were results of modifications arisen
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from the focus group discussions and in.depth interviews carlier. The
questionnaires were written in English and Yoruba languages.
Inclusion Criteria
. All children whose age is from 5 to |2 years, as given by their parents, were
cligible for enrolment into tlie swudy.

2. Parents or caregivers’ conscnts.

Exclusion
1. Rcfusal of parcnts or coregivers to give consent,

2, Children younger than Sycars or above 12yecars (Children 2 10 4 ycars and

13 and above).

Data Collection Procedure

The stigma ottached 10 enuresis in ldikan necessitated the privacy when
asking questions, thus individualized atiention was employed. The rescarch
assistants were recruilcd from among the health team including a youth corper who
reside in the community, also trained on the methods of data collection for the

purpose of the study and conversant with both English and Yoruba languages.

Focus Group Discussion: Two scssions of focus group discussions weie {irst
conducted among groups of 7{EN) boys betwecn ages 7 10 12 yems and 6 EN girls

between 7 to 12. Four sessions ol Focus group discussions were also conducted in

July 2000 among < Sroups ol caregivers. Each group consisted of diflerent groups
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of 8 members, on cach discussion session. Starting from the first sct of 8 young
females (aged betwecn 18 to 35 years). 8 young males (between I8 10 35 years
old), the clderly, 36 years and above wcere (8 women and 8 men) who have enurctic
children in their care, on dilferent days. The participants were drawn from
Akintola road. They were visited and invited to toke part in s focus group
discussion. A convenicnt dale and time were chosen by vach group of participants.
Each session lasted for thirty 1o forty five minulcs. There were cight discussants,
the modcralor. an observer snd a time keeper who tapped the discussions.

The moderator welcomed all with prayer and explained the reason for the
mccting in English and Yoruba languages. Every member introduced himselfl or
heeself. All the participants were allowed 10 express themselves withoul
intcrruption in cither English or Yoruba. The sitting position was semi circular.
Questions were asked using the ['GD guide. The time keeper allotled time for cach
question and answer: for tie adults, refreshments were sesved as the meeting
progressed. The mceting lasted for 30 minutes. The children were also given
pencils and exercise books at the end of I'GD meelings.

Many of the respondents commented that the time spent wus 1oo long.
Therclore some qucstions were reconstrucied to reduce the number of questions.
Somc of the mothets did not ansvver the question - “How many children do you
have?" Becausc they believed that children were not to be counted. To avoid this,
the question was restructured using indirect approach 1o elicit the number of senior

and juniors 10 the cnurctic child. Some of the closed cnded questions were
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modificd to accommodale open ended questions to allow for fice expression. The
young mothets could not make uscful contributions to the discussion in the group
of cldetly men and women, thercfore age and sex of the panicipants were
considered in the grouping 10 encourage frec expression. Before the actual field
work, the modified F.G.D guide was retested again at Akintola Road. At the end of

the focus group discussion, the tapped responses were Wanscribed, themes were

developed, data was collceted and analysed using simplc tables.

In-depth lntcrview: was conducted and tape recorded by trained rescarch
assistants in Idikan arcas of lbadan North West besveen December 2000 and April
2001 wilizing 15 item intervicw guide. It was uscd to gather information f(tom 2
grandparents (male and female), a female church leader, an Islamic tcacher, onc
primary school teacher, the head of a compound. the councillor of the ward, 2
traditional hcalers and 2 Drug peddlers who claimed to have managed many cascs.
The interview was conducted through house 10 house visitation. The interview time
and place was scheduled at the convenience of the respondents. The information
obtaincd (rom this cxercisc was used 1o construct the questionnaire.

The Questionnairc: In cach housc visited, the rescatcher introduced herself to the
family head or his representative. The study was introduced to every participant
and their conscnt obtained. In houses where cnurctic children exist and their parcnts
were not immcdiately available, appointment was bookcd: a repeat visit was ninde

ot the client's convenience. Where the enuretic children wished to participate, they
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were allowed. Thus, there were no fixed times. The qucstionnaires were
administered by the rescarcher and (rained assistants. it 1ook an average of
SSminules to linish asking the questions and counsel where necessary.

To cnsure the coopemtion of respondents. a formal letter of introduction of
the study was writicn to the communities through the community heads. The
confidentiality of the procedurc was assured as many mothees, especially, indicatcd
their unwillingness to respond o questions relating to bedwetting openly. The
intcrview did not commence until a verbal reply of the letier was received through
the health centre in favour of the study. The coupon in appendix D was used to
attract the atiention of the respondents,

The rescarcher and the assistants maintaincd a cordial relationship with the
respondents, provided individualized contact and follow up. This helped the parcnts
1o encournge others 10 volunteer (o pasticipalc.

The visit was scheduled 10 be during the day time cveryday of the weck for
two wecks. The absence of many interesied participants prolonged the visiting
time. The places visited include offices, market square, individual shops, religious
houscs and schools. ‘The stigina attached to enuresis nccessitated the privacy, thus
individualized atticntion was used. The rescarch assistants were recruited from
among the health tcam and a youth corper in the community. All rescarch assistants
were trained on the methods of data collection for the putpose of the study and
were conversant with both English and Yomba lanpuages which were

predominantly in usc tn Idikan,
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Reliability

For the putpose of reliability of the study, the instruments (Focus group
discussion guide, in-depth intervicw guide and semi structured questionnaire) used
in the data collection were properly ciiticized by collcagues, corrected and
modificd by the supcrvisors. The open ended and closed ended questions ‘were
askcd to allow for wider sclf-expression. The instrumcnts were wiitten in English
and Yoruba languages and pre-tested. The rescarch assistants were tlucnt in both
nglish and Yoruba t.anguages.

Validity

The participants were drawn (fom among pasents with enurctic children and
those children that wet bed at night; in the community of AKkintofa Road in Ekotedo
in Ward 9 of Ibadan North Woest away (tom the community where the
questionnaires were going o be disttibuted. The study was explained to the
pactictpants aad their consents were obtained. Each participant willingly
volunteered to take past. The enuretic children were identitied among their peets
away {rom thosc who do not belong to the age bracket and adult intlucnce.

The participants wcre opportuncd to express themselves on arcas of the
questions that were not clear to them. The FGD guide was pretested among 8
participants both tnalc and female, young parents and aged grandparents in onc
session. This lasted for forty-{ive (45) minutes. Actual FGD guide was doncin four

sessions involving 7 - 8 participants. lasting between 30 ~ 35 minutes. I'rom the

result of the active participatoty contributions of the participants in the pre-test,
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some conflicting questions were modified, siting arrangements werc adjusted and
the participants were regrouped based on sex and age differences.

The outcome of the FGD was used to modify the questions for in-depth
intervicw and the questionnaire. The in-depth intcrvicw puide was also pre-tested
in Akintola Road of Lkotedo. §t was modified beforc being used in Idikan
Co:nmunity. The twenty five item questions were reduced to fifteen items 1n in-
depth intervicww guide. Those who have enuretic children.those who had had one
beforc and those who were helped to overconie the problem were intervicwed.
Audio Tape Recorder was used to record the discusston. Reducing the items in the
questionnaire. from 45 10 33, modificd the questionnaire.

Data Anulysis

‘The taped intcrvicwy were tmnsciibed. Themes were generated and the
results were interpreted.  Afler the questionnaire werce filled and collected, cach
qucstionnaire was checked for completeness and accuracy of information by the
rescarcher. Post coding was done for 1esponses to open ended questions. The data
were cntered into a Microsoft computer und analysis swas done using the Suatistical
Package for Social Science (SPSS for window 11). The data were represcnted in

tabular form and demographic charactesistics using graphs and bar charts.
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¥ thical Consideration

A letter of introduction to the chairman of LGA and the chairman of
communily Health Commitiee of ldikan was obtained from the Decpariment of
Health Promotion and Education to cnable the sesearcher to gain community
support for the study. Permission 10 access vital information on the area was
obtained from the [badan North West LGA chaiimen. The counsclloss of each
ward were duly informed. The lefters were sent through the community health
facilities in these affectcd areas o be announced in the churches, nosques and
community heads. to kecp them infonned about a possible house 10 housc
visitation. A reply was reccived afler four weeks. A verbal informed consent was
obtained {rom each head of the family. No one was compelled or coerced into

participating in the study. Information on the subject and family was kept

confidential by using only identity numbers on the data fortn.
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CHAPTER FOUR

RESULTS

Focus Group Discussion

Children'’s Pereeption nhout NE

Nost of the children identified NE as bed wetting at night popularly known
as “Atoole” in Yoruba language but couid not diffietentiate between bed welling

that occur while osleep and while awake,

Children®s Reason for hedwetting

Oniy vety few of them above the age of 8 couid think of the rcason why
they wet bed at night. NMajority of the boys ssid it could be because they were
playing football in their dream. When the bladder is full. and one is ptessed to pass
urine, onc think he is at the right ploce where one can case one sclf. “H%en you
pass urine in the dream you feel relieved™ said one boy, *' unfertunately the cain

will greet me in the morning” said another. Some of the girls could not really tell
why they wet bed tegularly, only few said they were usually vety tired ofier a days

hawking while majority of the girls belicved that they wet bed becausc of 100 much

of fluid intake at night.
The Management Strategics Adopied by Parcents

The boys described what their parents or care givers do when they wet bed

in different ways "mummi mi afun mi le gba ni*™* “pry mummy decorates my' body:
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with the mark of the cain gencrously™ “What annoys me is that the abuse is always
early i the morning. It spoils my day. My grandmother helps me, she ahcays
encoiraged me fo prosirate to the grinding stones and to pass urine on hot ash
every night™ "with the cain, my grondmother compels me to drink “agbo” notive
medicine”” said another boy. Others said they were given other things 1o eal.
Majority were starved and have their sleep interrupted frequently at night. The

boys danced the cnurctic dance while the girls were not subjected to the cnurelic

dancc but agreed that the verbal abuses were more traumatic than the cnuretic

dance.

Aclions after Redwetting

The majority of the boys said they quickly changed into diy clothes. Most

of the girls said they pretended Lo be sleeping until the other children huve left the

room. Just few of them said they swapped position 1o cause confussion. becausc

“while arguing on the identity of the bed wetter. mummy will only verbally express

her anger™
Feelings of the Children

On the feclings of the children about their parents action, all the children
did not accept the method of beating, dancing 10 the enurctic song and scolding as
the cure because it did not help to sccure a permanent cure since nost of them still

wct bed on o regular basis. Some said it worsened their situalion becausc it
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cXposed the secret to many of their friends, A boy said **f hare myself when [ dance

the cuurctic song". “I would nos feel like going o school that day ™ said another,

"I feel like running away from home before mummy comes, ! cry any day my
munmmy scolds me openly. | will not cat my food and will not feel like playing with
any'body that frustrates my mother the more. It brings a bad day 1o me in school,

were the feelings of the cnuretic children. The [ear of being beaten made some to

tel! lics and deceive their parents in dilferent ways

The I'robtems of the FEnuretic Children

The children encounter some problems because of the bed-wening. This
includes skin rashes, said one of the boys that sleeps on (he floor. Another, is
humiliated and isolated because he is tlic only onc among the other siblings that

slceps on the Lwo benches pushed topether to serve as bed for him.

The smell of urine stays too long on the skin cven when one baths it is
di{Ticult to lcave the skin. “my school unifonn also smells™ was the problem to
another child, Shame and 1nability to challenge their peer when necessary were
another problein.

Many said they tried everything that their parents and (tiends suggested that

could help without a perrnancnt cure. All the children were eager to stop bed-

welting. The 10 ycars and above expressed their disgust and looked forward to the
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counsclling guide,

Focus Group Discussion with Respundents
Participants’ Perception about Noctumal Enurests (NE)

All the porticipants identified NE as bed wetting at night. Majority perceived NE
as normal chilhhood phenomenon before the age of live. Only those children above
age of 7, percetved NE as a hindrance 10 free assoctation while below this age, the
children expressed no inhibition. Some parents did not take note of when their
children started bed welting, how many times per might or observed whal really
aggravaled the episode. Though half of the participating fathers said they paid little
attention to NE before the age of five, some mothers punished or nidiculed the
cnurciic children at this age.
I'roblem of NE

The participants cnumerated the problems confronting both the enurelic
child and the Tannly, runging from the cinbarrassing stench that lingers on in the
housc and on the school uniform, to skin rashes mosl especially, when the child
slceps on the floor. Some of the mothers said “it tukes time 1o keep the house,
clothes and beddings clvan’ another participant said “it s eacrgy' consuming. (Also,
restricts one (0 his/her own house because one would not like others to coniment on

the many odour that the urine teaves behind”. A young mother said that she
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observed that the odour leit by the stale urine attracts lies that lay their cggs on the
lloor. The eggs hatch into small maggots that burrow into the skin of the child that
sleeps on the lloor. It sometimes results in skin infcction. Most of the mothers sasd
they therefore, became highly irritable and naggy. Conscquently, the strained

relationship between mother and child creates enmity between them and the other

siblings including those who tecased the aflected children.
Participants’ expericnee

Only very few participants in the FGD adniiited wetting bed at night when
they were young. While many simply tried to push the memory behind them, a few
were cager to share their experiences. A young mother described her ordeal
whenever she wets her bed as a child. The expericnce varies with age. The
expericnce in most occasions. special incidents compel the cnurctic child to make
conscious cflort (o stop bed wetling. As a regular bed wetter, a mother narnated
how she stopped bed wetting during her childhood days. On the last day of het bed
wetling, she quickly changed position and clothing and moved the junior sister to

the wet part of the bed. Whilc the father was flogging the innocent girl, the actual

bed wettcer went to a comer and cried bitierly, She felt bad because she knew that

she was the guilty one aad not the other child. From that day on. she made serious

conscious cflorts (o stop bed wetling and was successful. A father also narrated

how he felt when he was asked by another father “:thot sime, did they call you

names or other forms of ridicnle?” 1l exclaimed “Ah! Thar was another thing.
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Can you imagine niy feclings? They had special song for me in Yoruba lite this
'Tole, tole ao bawiiii Ewure tole a o bawii® This hmply that 1 pass urine on the bed
just as goat pass urine in the house without caution They will be Singing, dancing
and mocking me 1 the midst of my juniors and friends. it was difficult for nie to
stimmon up conrage to play with them. 1 did no: like it because the other children
casily called ine (Atole) bed wetter at the slightest offence or provocation Ireally
Jelt dejected”. A father caught in “as if that was not enough, | was also made to
sing in company of my neighbours from pole to pole prostrating to the dry electric
pole nnd sometimes to the grinding stones too. asking the pole to piease wake me
up at the middle of the night. The pole should not atlow me to wet bed at night
agnin, while my friends clapped and laughed at me. 1 had to do whatever they
asked me to do because they told me that it would help”. Somc students also
cxplained the way hot ash were prepared for them to pass urine on cach night
before going 10 bed, Majority nammted how the mothers interrupted the children's
slcep. “My mother hits me hard to wake me up to pass urine”, "l prayed every

night, yet 1 wetmy bed. ! am fed up” said mother,
Participants’ mode of Management

All the participants have ot onc time or the other tried the cflicacy of

waking the child up av night. Some will rather deny the child any fluid a1 night,
Others said they ensured that the child cats histher dinner very casly.  Majority

combined the above with scolding the child regularly, physical punishment with
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cain. psychological harassment with various threats like putting a dead snake 1o bite
the child’s uretlua. cooking wall gecko for the child to cat. Some actually prepared
the roasicd cgg cocoon of praying mantis for the enurctic child to cal before bed
time. Some participating grand-mothers described, {(onc afler the other) how they
prepare the broken calabash containing hot ash in to which the cnuretic child must
pass urine. Aliernatively, the child goes directly 1o the wripod stand and pass urine
on it 10 guench the lire. it is believed that in the saine manner. when the bladder is

full, the heal from the hot ash will burn the urethia and automatically wakes the

child up from deep sleep to empty his bladder.

Some believed in the efficacy of the enurclic songs. Those who did nol
respond to the above strategics. were made (0 sing 1o dry woods or clectric poles
for somc days. More boys than girls were compelled 10 sing to the grinding stone
to wake them up at night. The song *“(opo, kafe & ma je n'to ni oganjo 0").
"Greetings 10 the pole, please wake me up at night, do not allow me to pass vrine
on iy bed tonight™ will be cchoed by those other childeen who will clap and
cotnpel the cnurclic child 10 dance as they sing. The young teacher among the
patticipants narraied how shameful it was for the child at school the first day he

danced round the street singing 1o the poles and obscrved that child’s concentration

in the class was nol encouraging.
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A grand father combined the song with native herbal concoctions made
specifically for the cure of NE, while a frusirated mother said that she had a strong

conviclion that wicked pcople must have cutsed her daughter to bed wet.

Another mother was of the opinion that. nothing works until the child
assumes physical maturity. This is because despite all her cfforts, the child still wet
bed. Thercfore, she was of the opinion that nothing works because all ¢{lTorts could

not stop her until she assumed certain age. Another young mother privately said

that this mcthod rather worsened her situation as she was still experiencing

occasiona| cpisodes.

On the outcome of the participants’ cllotts, in tying 10 manage the habit,
some said that those mcihods worked for them, though not all the time. A mother
said, this is becausc, when her children were allowed to spend their holidays with
their grand mother, throughout the period they were there, the enuretic boy among

them did not wet bed just to resume wetting bed (on daily basis) when they

rclumcd home.

Mos! participants agreed thot they had, at onc time or the other, consulted

both the herbal drug peddlers and used the native concoctions and applied other
methods. Majonty agrced that the most cflective clffort was the method of
withholding water from the child at night. But most of them combined this with
waking the child up at intervals in the night. The mother whose five children wet

bed at night explained that the ordeal and the sleepless nights were not good for her
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cncouraging the children to pass utine on the tripod stand with hot ash previously
used 1 cooking their dinner. Non of them tried the use of Orthodox (Medical)
approach. Few of the enurelic boys said they tried passing urine on hot ash. ate

whatcver the mothers brought to them. Some said they drank whatever thot could

help.

Farticipants Feclings

The motheis were upsel about persisient bed wetting a1 night. QOne
expressed her concem thus “f cunnot go where I want fo go, like the night vigit
because the chitd will surcly sleep and wet the floor™. Few fathers were bitter aboul
it. Mostof the participants said they casily showed their anger and resentment after
cvery cpisode. Only few participants said they can tolerate the habit afler the age

of seven. and thot the children were frustrated when all effort did not cure the

cnuresis.

Few participating mothers from both age group categonces said thal most of
the time, unhappiness dominated the feclings of their cnuretic children. Most of

them became ashamed and kept 10 themselves after every cpisode of bed wetting.

More than half of the participants were willing to seek for counscling and

guide 1o the cnd of bed wetting. But a negligible number of them strongly adhered
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to their belief that there were spiritual forees behind bedwetting at night that need

lo be appeascd, a few others did not know what to do.

The perception about NE

[n the coutsc of searching for niore facts during the in-depth inierview, the

herbalist, wwho stationed his vehicle at a stratcgic point, with a loud spcaker with

which he can reach out 10 many people, at the tail end of ldikan which is a market
place, was intcrvicwed. lle claimed to have prepared the concoction rcady for
affccted parents to buy and use. The herbalist also believes that there arc 3 types of

cnuresis (1) the nocturnal cnuresis (2} whether aslecp or not.  Both can

spontancously stop, the child can outgrow thesc types espccially when his
medicines were taken. But the third, is that which is inflicted on a person as a curse.
It is usually by a male lover who feels rejected by the female he loves cspecially
when he had spent some money on her and she leaves him for another man. He
casts the spell of bed welting on the female just to humiliate her so that when she

starts welting bed in the man’s house, she will be rejected and frustated out of the

house.

\When the femalce is humiliated out here and there, she will be forced to go

back to the man who readily receives her and the herbalist is ever ready to remove

the spell which will bring about the curc, 1le also cxplained that it is a taboa, for

there is a belief that mautcrnal urinc, must not mix with her child's wine. Thus, as

the age of the femalc advanced towards child bearing age and she stil! continuc bed
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welling, there is possibility of her welling the bed at night with urine which can
mix with her child's. This can bring about high infant mortality in that family
which is a bad omen. Therefore, as soon as the man discovers that his ssifc wets
bed at night he will surely send her out. To avoid this miserable life, the female
will be compclied to go back and marry whosoever can cure or remove the spell.

Allention was drawn to a news paper publication by Amons Adacze (2002)

captioncd “'Help suitors avoid me because | wet bed at night™.

Icw of the participants attributcd bed welling lo deep sleep. A mother
commented that her son was to be blamed because “'he is too lazy lo wake up on his
own". The belief of afl the inothets centred on excessive ptay during the daytime
by the boy's especially, than the gitls as the cause of NE. Could this stand support

the increase of cnuresis among the boys than girls?
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welling. there is possibility of her wetting the bed ot night with urine which can
mix with her child’s. This can bring about high infant mortality in that family
which is a bad omen. Therefore, as soon as the man discovers that his wife wets
bed at night he will surely send her out. To avoid this miscrable life, the (emale
will be compelled to go back and many whosocver can cure or remove the spell.

Atltention was drawn 10 a news paper publication by Amons Adacze (2002)

captioned “Help suitors avoid me because | wet bed at night™,

Few ol the participants atlributed bed wetling to deep sleep. A mother
commented that her son was (0 be blamed because “he is o lazy to wake up on his
own", The belief of all the mothers centred on excessive play during the daytime

by. the boy's especially, than the girls as the cause of NE. Could this stand support

the increase o enuresis among the boys than girls?
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Demographic charncieristics of the parcnts and carc providers

The distribution of the respondents by age and marital status is as shown in

1able 1. The age of the respondents ranged from 12 to 69 ycars with mean age of

37.5ycars. Majoritly (35.6%) were in age group 30 to 39 ycars while 18(6,3%) were

60 ycars and above. 226 (81.9%) of the respondents were married; 45(16.3%) were

nol, | (0.4%) was divorced, while 12 (4.7%) did not respond. The tablc shows that

the majonty (75.3%) of the respondems were matured adults and married (79.6%).

Table 1: Distribution of respondents by age and marital status

Total

i e = =
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Level of education of the respondents

Table 2 shows the highest cducational attainment of the respondents. The
majority of thc respondeius (46.1%) had tentiary cducation, (25.0%) had secondary
cducation whilec primary cducation were (15.1%) and thosc with below secondary
and above primary wcre grouped as post primary qualification were 20 (7.0%).
Overall, those who had cducation were 265(93.2%) oult of 284 respondents while
thosc with no ecducational quslifications were 14(5.0%) and 5(1.8%) did not
respond (o the question on cducational attainment. Majority of the respondents
(93.2%) had formal cducation. Most of the cnuretic children were from families

with formal education.

Table 2: Level of education of the respondents

Lcvel of Educationnl N | %
 Teniary Education 130 | 46,1
‘Secondary Education 71 | 250

Pramary Education 43 15.1
“Post pnmary | 20 7.0
{modem school, }SS and Technical r
Education)

No Formal Educatien 14 5.0
N 4+
No Response 5 1.8

Total 284 | 100
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Occupation of Respondents

The distribution of the respondents by their occupation is as shown in 1able
3. Majority (35.2%) of 1he respondents were civil servants (employed by the
government), 84 (29.6%) werce traders, 37 (13.0%) were atisans, 28 (9.9%) were
business proprictors (but self ecmployed), I8 (6.3%) were houscwives (that is
unemployed). In all. the sclf employed respondents (64.8%) had more enuretic
children than those employed by the govemment (35.2%).

Talile 3: Occupation of respondents

Occupation ! N %

Civil servants l" 100 35.2

Small scale tiaders 84 29.6

Artisans gy =37 13.0

Business Proprictors : | 36 | £2.7

Full time housewives 18 63

Filime Sidephd~_ s | 18

| Farmers e = . 3 1.0
P
i N 284 100

Total
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Relationships of the respondents (o the cnurctic children

The relationships of the respondents (o the enuretic children are as shown in
Table 4. Out of the 284 respondents intervicwed. |34(47.1%) were mothers, 97
(34.2%) were fathers, 34 (12.0%) were grandparents, while [1{3.9%) were
brothers/sisicrs living with enuretic children at the time of the swudy. Eight (2.8%)
respondents werc foster parcents of the enuretic children. Those children ving with
their parents’ wet bed more; both parents being together did not bring down the

bchaviovur.

Table 4: Relationships of the respondents to the cnuretic children

Respondenty N %

Mothers 134 47.1
Fothers 97 34,2
Gran_dparcnl; ~—( N = 12.0
Brothers/sister 1 3.9

Foster Parents 8 2.8 = 0l

Totl | 284 100
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Demogr:phic characiceristics of the Enuretic Children

Of the 374 children with noctumal cnuresis, there were 198 (53.0%) males
and 176 (47.0%) [emales giving a male to female ratio of 1.1:]1 (table 5). The
median age ol all the children was 9ycars; the median age of maje children was
9years while the mean age of {emale children was 9ycars. No signilicans difficrence
was found in the age disuibulion of males and fcmales cnuretic children in Idikan
community; p =0.283).

Table 5: The relationship between age and gender of the Enuretic

Children
T i
Total

Age (years) Male Female

"N | % | N % N %
5 3 I 44 [(222 | 33 | 188 [ 727 | 206
[BZ8 4| 20.7 40 22.7 81 21.7
0.10 08 49.5 80 45.5 178 | 476
M1-12 15 7.6 23 [ 130 | 38 [ 101
Towl | 198 | 100 | 176 | 100 | 374 | 100

=3.8);df<3; p=0.283

X*=3.81: df=3: p=0.283
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The age and sex of cnurclic children in ldikan

I'igurc 4 shows the age distribution of the cnuretic childeen, The peak age was

10ycars in boys and girls. There were more boys than girls from age of Syears to

about 8ycars and alter the ape of 10years. [n both Sexes vnuresis is common in the

very younp and very few older children (1.7%) reported the behaviour.

Figure 4: Trend of age and sex of enuretic chijdren in
Idlkan
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Gender and Leve) of Education of Enurctic Children

The educational levels of the cnurctic children wese as shown in Figure 5.
Of the 198 boys, 144 (72.7%) were in nursery and primary schools, 38 (19.2%)
were in junior secondary schoois (JSS), 2 (1.0%) were in senior secondary schools
(SSS) while 14 (7.1%) werce cither oul of school or they were yet (o commenee
schooling. Similarly, 138 (78.4%) girls were in nuisery and primary schcols, 29
(16.5%) girls were in junior secondary school and 3 (1.7%) girls were in the senior

secondary school while 6 (3.4%) pirls were not going to school.

Fig §: Gender and Level of Education of the Enuretic child
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Fhelepuried Prevalence of Enuresis Amaong the Bovs and Girls

There were estimated 1678 chitdren aged S 1o 12 years (821 boys and 857
girls) from 750 households studied in the ldikan community during the period of
the study. Three hundred and seventy-four children were declared by respondents
(carcgivers) as having nocturnal enuresis (bedwetting) giving an cstimated overall
prevalence rate of 22.3%. The gender specific prevalence of nocturns] enuresis
was 24.1% and 20.5% for the boys and girls respectively (Table 6). The proportion

of the cnuretic among malc children was not statistically dilfercnt from that of the

females; p=0.07).

Table 6: The Prevalence of Enuresis among the Study Subjects

p— e

Total 21l p OR(95% CI)

Lnuresis

Yes | No ‘
Male 198(24.1) | 623(759) | 821(100.0)

=42 | 3.10 | 0.07 | 1.23(0.98, 1.55)
Female | 176(20.5) | 681(79.5) | 857(100.0)

Gender

Total | 374(22.3) i 1304(77.7) | 1678(100.0) 1

— L — e — —

O¢ =3,10,df=1;P =0.07)
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Position of the enurctic child in the family

Tigure 6 shows the position of the cnurctic child in the family. Majority 146
(39.0%) of the enuretic children were the fitst child of the family, (09 (29.1%)
children werc in the sccond position. 78 (20.9%) children were in the third position,

40(10.7%) were in the fourth position while thosc in the fifth position constituted

0.3% of alf children.

Figure 6: Posilion of the enurellc child in the family
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Family structure of the enuretic children

The family structures of the cnurctic children were as shown in figure 7- Of
the 284, 137 (48.0%) were from monogamous family sctting while 90 (32:0%)

were from polygamous families. No response was obtained from 12 (4.0%) of the

respondents The cnurctic children were found more in monogamous families

(48 0%)
Figure 7: Famiiy structure of the enuretic children
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Distribution of enurctic children by number of lamilies

Figurc 8 shows the distribution of all cnurctic children in each of the 284
families studied. Two hundred ond seven (74.3%) families had a child cach, 56
(19.7%) had 1wo children cach, 14 (4.9%) had three children, 2 (0.7%) had four
children and 1 (0.4%) had five childrcn with cnuresis. Majority of the enuretic

children wcre found in families with fewer children.

Figure 8: Distribution of enuretic chlldren by number of
familles
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Living status of the parents with the enuretic children

Table 7 shows living status of the respondents and the corresponding
number of cnuretic children. The highest proportion of bed wetter (52.9%) came
from those whosc parents were living together. those whose parents were not living
logether werc (23.0%) and divorced parents (18.2%) while (5..9%) lived with
their relations. p = 0.000. Majority (52.9%) of both the parcnts and the enurctic

children live together while (47.1%) were.

Table 7: Living statlus of the parents with the enuretic children

Living status of _ Enuretic Children”
parcnts/carcgivers N ‘ o
Parcnts living fogclhcr with 198 l 529
enuretic children

Children are living with one 86 23.0
parent because parcnts live

separately . |

Children are living with onc 68 18.2
parcnt because parents are
divorced . —
Children living with relations 22 5.9
Total " mk 374 100 |

——

'X?" 4817, df= 3, p=0,000
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Frequency of enuresis reported by respondents

Among the 284 respondents, 238 (83.8%) were able to accuralely observe
the frequency of bed wetting episodes of iheir children, whilc 46 (16.2%) could not
give account of the bedwelting ¢pisodes. Table 8 shows the frequency of episodes
of bedwetling as given by the respondents. Oul of the 238 respondents who could
give accurate account of cpisodes of bedwelting among their children. 184 (77.9%)
said that their children wet bed once every night, 46 (19.3%) bed wet twice weekly

and 8 (3.4%) wct bed 1wicc in a month.

Table 8: Estimated average [requency ol hedweiting as observed by the respondents

Frequencey of Nocturnal Enuresis "N %
Once every night - 184 77.3
"Twice every week 46 19.3

'Twice every month

E— " _ —
Total 238 100
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The pereeptions of the respondents

Table 9 shows the perceplions of the respondents about enuresis. Muluple

responscs were used to express respondent's perceptions about bedwetting at night.
Onc hundred and lilty-cight (55.6%) perccived enuresis as an important social
stigma to the child and family, while 75 (26.4%) gave no response to this question
Nincty-four (33.1%) perccived bedwelling at night as normal chitdhood
phenomenon that can be out grown with time, 180 (63.4%) did not perccive
bedwelling at night as the age increases as normal while 10 (3.5%) gave no
response (o this question. Onc hundred and thirteen,(39.8%) regarded cnuresis as
phcnomenon that wuns in the family and so the behaviour is not the fault of the
child, 102 (35.9%) did not perccive it as the foult of the child per say, while 69
(24.3%) did not respond to this question. Two hundred (70.4%) perecived the
occurrence of bedwetting at night as being more in boys than girls but more
stigmauzing in fcmales than males . Two hundred and fifly —tive (89.8%) perceived
bedwetting at night to be health problem as the child grows. while 39(10.2%) did
not perceive cnurcsis as threat to healthy leaving. One hundred and nincty-three
(68.0%) perceived bedwetting as a preventable threat to the psychological stability

of the child, 22(7 7%) did not regard bedwetting as thieat to psy chological stability

of the enuretic child 69 (24 3%) gave no response (o this question, 157 (53.39;)

describe bedwetling as serious, it has the tendency (o get worst. 65 (22.9%) did not

shown in the table 9
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e ——

s |
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cnuzesis
Pcrccptl?ns of the respondents abouy YES NO No Total
bed wetting 3 e
N (%) N % Response | N (%)
Enuresis as a social stigma 1o the family |7 537556 - 7%
’ . ol Al . . 20. 284

and child. It hinders the child [tom 00 | LSRR EORR G (L0}
relating with fricnds.
Bedwetting al night is a nomal [94¢33.1) 180 10(3.5) | 284 (100)
chitdhood phenomcnon. Many children (63.4)
outgrow it with time.

Bedwetting at night is not the child's | 113 (39.8) | 102 69 (24.3) | 284 (100)
fault. It could run in families. (35.90)

Bedwetting at night is more in male than | 200 (70.4) | 84 (29.6) |0(0.0) 284(100)
female children. It is more stigmatizing

1n female than males.

Bedwetting  habit  becomes  health | 255(89.8) [29(10.2) [0(0.0) [284(100)

roblem as the child’s age increases.

Bedwetting at night can be prevented. If | 193 (68.0) |22(7.7) | 69(24.3) (284 (100)
not corveeted carly can lead to other
psychological 1 threats to the child’s
moiale
"Bedweiting af night can be described as | 197(523) | 65(22.9) | 62(21.8) | 284 (100)
| serious becausc il can gel wotse: __a} S|
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T he respondents perceived causes of cnurcsis

Table 10 gives the account of perceptions of the causes of CNUTrCSis.
Majority of the respondents (33.1%) perceived excessive play during the daytime
as being responsible for bedwetting, while (14.1%) atinbuted the cause of cnuresis
to cXxcessive water intake. Twenty eight (10.0%) had no idea; 27(9.5%) anributed
bed wetting at night to decp sleep: 20(7.0%) to child battery; 15(5.3%) to
overfecding. 10(3.5%) to dreaming 8(2.8%) over pampering. Six (2.1%) (o night
fear; 5(1.8%) to curse or spell, 5(1.8%) said the problem was spiritval in naturc
while 4(1.4%) said it was caused by weak bladder in chtfdren; 3(1.0%) attributed it
to conscquence of stubbomness of the cnuretic child, another 3(1.0%) to late
sleeping ; 2(0.7%) 10 attention sceking behaviour and 2(0.7%) respondents said it

was as a result of lack of proper parcntal care,
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Table 10: The respondents perecived causcs of cnurcsis

Pcrceived Causcy N %
Playfulness o 331
Excessive water intake 40 13.1
Dcep sleep 7 95
Too much beating of the child 20 7.0
Overfceding 15 gy
Normal childhood phenomenon 12 4.2
Dreaming 10 3.5
Over pampering 8 2.8
Night fcar 6 2.1
Spell or Curse ] 18
Spiritual problem NV p (.8
Weak bladder - 3 1.4
Child stubbomness 3 1.0
| Sleeping late 3 1.0
Altention seeking 2 0.7
| Lack of proper care i 2 0.7
I'don’t known <8 100
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Respondent’s feelings about bedwetting

Table b1 describes the respondents’ feelings towards bedwelling habit as shown in

table 11. Majority. 156 (54.9%) felt bad. sad end unhappy about the situntion;

45(15.8%) annoycd, 37(13.0%) fell very much diswrbed; those who felt

disappointed were 11(3.9%); while those

who fell ashamed were 10(3.5%);

9(3.2%) fcel heipless. 7(2.5%) do not fcel like doing anything. 6(2.1%) felt

miscrable and 3 |.1%) felt like beating the children. Negative feclings dominated

the fecling of respondents towards the enurctic habit.

Table 11: Respondcents’ feelings to their children bed wetting habit (N = 284)

Ioften feel like beating the

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Feclings of respondents Agree | Disagree No Total
| response | N (%)
I am ofien sad or unhappy 136 (549) | 96 (33.8) | 32 (11.3) | 284 (100)
towards him/her |
I am angry or annoyed and | 45(15.8) | 234(824) | 5(1.8) | 284 (100)
earaged over it LS
I'am 5o disturbed that 1 can hardly | 37(13.0) | 211(74.3) | 36(12.7) | 284 (100)
concentrate 2 || -
I'am disappointed because iw | 1139 [201(708) | 72(254) | 284(100)
persist despite all measures
Tam ashamed that [cant keep | 10035) | 198(69.7) 76(26.8) | 284 (100)
guest in my house " e P . -
DB haio — . T 9(3.2) | 189%(66.5) | 86(30.3) | 284 (100)
e — 17 7(25) | 18%66.5) | 88(31.0) |284 (100)
[ g@l) |210(72.9)] 68(24.0) |284(100) |
| have failed in my approac . Rt
— (1) | 199(70.1) | 82(28.8) | 284 (100)
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Reactions of respondents to cnuresis

Table 12 shows the various ways respondents responded atler an episode of
enuresis. One hundred and nine (38.4%) respondents verbally abused the child; 92
(32.4%) called thc cnurctic child funny nancs; 77(22.1%) preferred to beat the
child; 67(23.6%) ridiculed the child in local dialects while 35 (12.3%) compelled
the child to wash and sundry the beddings. As many as 90(31.7%) told the peers to
mock him or her, \While 46(16.2%) did nothing about the behaviour. 10(3.1%) care
providers said they packed and washed the bed clothes. Five (1.8%) sang the
enurctic songs for the child: 4(1.4%) told the peer group to avoid playing with the
cnuretic child. Another 4(1.4%) would rather svam the child seriously. Onty
1(0.4%) believed in the eflicacy of prayer for the cnuretic child. All the
respondents had negative reaclions towards the enuretic child whenever the bed is

wel only (0.4%) prayed for the child.
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Tnble 12: Respendents reactions to cnurctic behaviour of their chitdren

=284)

Actions taken N | Yo

Verbal abuse on the cnuretic child, exhibit unfricndly attitude to | 109 | 184

the child.

Call the child bad names/refer to the bed weuning when the child | 92 324

1s naughty. |
: Compel the child 1o wash and sundsry beddings X 77 22.1
‘ The child is beaten > 67 23.6
Child is ridiculed : % | 317
Tell the child’s friends to mack him/her 35 123
Child is ignored ve) 46 | 162
Pack the clothes for washing 10 3.5
Singing abusing songs for the child 5 1.8
[ “Tell friends 10 avoid him‘her 4 id
Wam the child seriously 4 1.4

| Pray for him/her [ 04

e ———————
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Child’s Response to Respondent's RReaction

Table 13 shows enurctic child’s response to respondent's rcactions.
Children responded to their parents or carcgivers’ reactions by showing dislike to
ridicule (90.5%), (55.6%) cricd, (17.3%) felt ashatned, Three (1.1%) of the

respondents reporicd that their wards were usually indifferent to their approach or

reactions o cpisodes of cnuresis.

Tabie 13: Reported child’s response to respondent’s reactions to cnuresis

(N=2g4)
Responscs of the enurctic children iw “‘Number of Respondents %
} N
Show dislike to tidicules ’ N/ e 257 90.5
Cricd = V| 158 $5.6
‘Fee) ashamed NS II 49 i7.3
Look indifferet | 3 1.1
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Respondents' observed reactions of the chitdren to cpisodes of cnuresis

Table 14 shows that 123 (43.3%) icspondents reposted that their cnurctic

children were afraid of getting out of bed, slow 10 wanke up and complaining. 112

(39.4%) quickly changed position, removed asd hid the beddings or clothes,

107(37.7%) start the day unhappy. 53 (18.7%) allowed others to go away lirst

before geiting out of bed, kept 10 themsclves aad casy going for that day, whilc 27

(9.5%) showed no reaction when they wet bed. The majority (72.8%) of the

respondents observed sense of fear and insccurity in the enurctic children.

Tahle 14: Qliserved child's reactions (o episodes of cnuresis (N=284)
Reactions of the cliild sfter episodes of hedw (;tting N | % of all children
Afraid of getting out of bed /complaining 123 43.3
Quickly removes beddings/changes position hides 1t2 39.4
the wetclothes
“Staits the day unhappy, moody or rcfuscd_lo_pl_:;y 107 37.7
“Allow others to go away lirst/keeps to scil 53 18.7
Easy going
Tndifferent e e 27 9.5

e —
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Munagcnient options uscd by respondents

Table 1S shows the management stiategies adopted by the respondents to
correct or trcat nocturnal cnutesis. All the respondents adopted mote than onc
remedy for cnuresis. One hundicd and nincty-four (68.3%) preferred verbal
aggression 10 instil fcar into the child before going to bed, (66.6%) received
physical punishment before bed time, 94(33.1%) restricted the child from playing
during the day time and compelled him or her 10 be responsible for the cleaning of
the arca, 90 (31.6%) restricted the enurctic child from taking water or extta food
alficr supper, 37(13.7%) made the cnuretic child to sicep on the mat or scparate
comer of the bed, 30 (10.6%) woke the child intcrmittently to pass urine, while
25(8.8%) cncouraged the enuretic child to sing and dance to the caucetic special

songs, prostrate to the grinding stone and pass urine on hot ash before going to bed.
Five (1.8%) administercd herbal medications and offer special proyers cvery night

10 control noctumal enuresis.
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Table 1S: Managcmient aptivns used by the respondcents

(N=284)
Respondents® Mcthods of managcment Number of % of ail
Respondents respondents
N
Verbal aggression loinstil fear into the child before 194 68.3
going to bed .Show your distike about bedwetting
Child is threcatcned with physical punishment and 189 66.6
other threats before bed time
Restriction {rom ploy during the day time .Moke the 4 331
child thal wet the bed to be responsible for cleaning
the asca,
Avoidancc of late supper pives carly supper. 90 316
Restrict any extra food once dinncr is given.
Restriction of walcr intake nficr night food.
Chiid is made to sleep on the floor with mat. sleep on 37 13.7
a scparatc comner or side of the bed.
Mother Intermittently wakes the child up 1o urinote 30 10.6
Child is madec 1o sing and dance to the cnuretic song 23 8.8
from pole o pole before going 10 bed. .
Child prostrates to grinding stone 1o wake himher
up from slcep. -
Then passes urinc on a tripod stand contaning hot
ash before going to sleep.
Administer the herbal medication befose the child 3 1.8
goes to bed.
Every might. offer special prayer to control bed 3 1.8

wening
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Respondcents desire to discuss and seck help from healtheare provider

Table 16 showed that with respect 10 williogness 10 discuss bed wetting at
night, with any - body outside the family, 203 (71.5%) were willing to do so while
72 (25.3%) were not willing to discuss enuresis, 9 (3.2%) did not know what to do.
Also 203 (71.5%) would want 1o scek help from health care providas. 81 (28.5%)

would notseek help while 69 (24.3%) did not know what todo.

Table 16: Respondcenis desire o discuss and seck help from healthcare provider

(N=284)
Desite for helpand o] Yes | | No | | Domot | (%) |Tomal
discuss N |% N % know

%

"Would you like to seck | 203 | 71.5 | 81 | 285 9 (243) [284
help from  health

provider (100%)
Willingness w0 discuss | 203 |71.5 [ 72 | 253 9 (32) | 284
| bedwelting o

= — el —
e —— a—
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Respondents Reasons for their willingness to discuss

The table 17 shows respondents 1easoas for cither discussing or secking
help from heolth care providers. Majority 107 (37.7%) respondents said stench
from urinc which is difficult to clear compelled them to wanting to receive help.
Thosc who did not want 1o discuss 72 (25.3%) said it has to be kept personal
(sccret). Forty (14.1%) said the cnurctic child fch apprehensive when cver the habit
was mentioned, 22 (7.8%) said the children were still young; cxpecting the
behaviour to stop since other children had stopped. But 18(6.3%) said il was
icritating o them. 10(3.5%) would discuss cnurcsis with hcalthcare provider
becausc it had caused them cmbacassing skin rashes, 6(2.1%) were fed up and
9(3.2%) did not know: what 1o do.

Table 17: Respondents Reasons for their willingness to discuss

Fllc:nson for decision | N %
The uric stench/ difficuit to get rid off 107 37.7
Secrecy personal, private, 72 253
I do not like the way the child react 10 TR
whenever you talk about bedwetting.

Sl young, will soon stop other children 22 78
have stopped

1t is highly irritating 18 63

"Embarvassing skin rashes ) i0 3.5
[am fed up 6 2.1
1 do not know 9 3.2

Tolol 284 100
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Belicf of the respondents ahout bedse ctting at night

Tuble 18 shows that 150 (52.8%) of the respondents believed that it was a
taboo for a female to wet bed 1ill adulthood for the fear of the child's utine mixing
with mothers', 84(29.5%) had the belie{ that enuresis would be outgrown, 24(8.4%)
belicved the child should not be btamed, but 6(2.1%) belicved that frog can be used
1o wake the child up from sleep when the usine is coming, 5(1.8%) believed that
bedwelting is spiritual as the female child grows and the same number (1.8%)
belicved in efficacy of begging the poles, passing urine on hot ashcs belote going
to bed to be the solution to bedwetting. Only 5(1.8%) respondents did not 1espond
10 the Question

Table 18: Belief of the respondents ahout bedwenting ut night

Belicfs of respondents about hl:(l_\_\'l‘l(ing % N %
(is 0 taboo for mothess urinc to mix with her child's utine 150 528
“The child will ont-grow bcdwctliﬁg - | 84 29.5
It s not the child's faul ) 0 2 RS
TFrog can be ticd on tlic waist of the cnusctic child to wake S 3L
the child when the “*rin is about falling”
Bed wetting at night is a cutse from the encmy targeting I 5 1.8
the female child or the family
“The polcs. the hot ash can wake the child q: 33 | a 1.8
"Begging the poles, passing urine on tripod stand containing 5 1.8
hot ash, caling wall gacko and roasted praying mantis cgg
sack can stop a child from wetling bed at night,
No response 5 1.8
Total 284 100
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The Concem of parents about the enurctic behaviour of their children are
shown in table 19. Majority of the respondents (62.7%6) expressed their concern on
the impact of ridicule from peer group, (55.6%) showed concem over the
stigmalization of the child among his or her pecrs as the child grows, ( 36.6%) were
concerned about the impact as the child prepares to leave home for school. Sixty-
five (22.9%) respondents said they could aot travel with enuretic children, 64
(22.5%) cxpressed anxicty over a girl child growing up with bedweiing habit, 50
(17.6%) said no suitor would accept to mairy a bedwetting gir] and (10.6%)

expressed their concern over the inconventiencics and sleepless night experienced in

trying 1o prevent bedwetting at night

Table 19 Conccrus of the respondents towards the enurctic hehaviour of their

children. (N=284)

Expresscd concerns N %
Fricnds of the enurctic children laugh at them, miake jest 178 62.7

10 ridicule them, child is now conscious of the ridicule

Dedwetling at night stigmatizes the child 158 33.6
“The child is growing up, will soon go 1o secondaty school 103 36.6
Tcan not travel with the child 65 219
A gir) with bedwetting habit must not grow up with it 64 225

No suitor will accept 3 girl with bedwetling habit 50 17.6

Mothers can not steep when others are slecping 30 10.6
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CHAPTER FIVE

DISCUSSION

Demographlic charactoristics of the respondents
Age of the Respondonts

‘The age range of the respondents who weie mainly parents indicaled (hat
most of the respondents were motured adults. Majority of these respondents were
young parcnts of 30-39 ycors oid. This is the age gioup that needs 1o be helped for
they are still at the peak of child bearing age; when young parents are expected to
cope with the care of their subsequent children. [n addition, this is o crucial stoge
when young parents are fully cngoged and too busy lo pay attention to toilct
training of their young oncs. A signilicant number of the respondents were stil)
single (15.8%): this group would require more encouragement 1o cope with or solve

the problem of enuresis among their cluldren, as they nay [ack the support of their

husbands.

Occupation of the respondonts

A large number (35.2%) of the enuretic chifdren in this study were lrom the
parcats working with the Nigerian Civil service. The unemployed parents (students
and fuli time house wives) were few. However, majority of the respondents in this
study werc in the low income sociocconomic class, they live in o sub-urban

community and were engoged in smali scale subsistence trades and vocations.
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Kalo and Bell (1996) lHanafin (1998) reporicd no significant association betwcen
poternal social class and occurrences of noctumal enuresis .l{owever, Rodriquez-
fFermondez er af (1997), Gur. ct al (2084) showed that the prevalence of cnuresis
was associaled with the mother’s social class, 11 is important to nole thal in mosl
Nigerian familics the occupation of the fathers largely deteninines the social status
of the fomily. Significant propontions (47.1%) of the respondents i n this study were
mothers, in a sub-urbon community, involved in subsistence ttading, enough to
classify them as low socio-economic class. The low socio-cconomic status
probably has impact on cnvironmental factors that encouraged cnuresis (Obi, 1977
and Rona ct al, 1997). The prevalence of enuresis has becn reporicd to be higher
among children from o family of low socio-economic status despite the child's age

group (chiozza ct al §998)

Education of rospondents

This study revealed that 93.2% ofall the care givers of the enuretic children
in Idikan cominunity had some forin of formal education while only a few (6.8%)
were ifliterates. It was also shown thatalmost half of the respondents had education
above secondary school level. In Turkey, Gumus e @/ (1999) showed that the fow
cducational leve) of parents was associaled with noctumal enuresis. Although no
rcJotionship was established between fiequency of cnuresis and the cducational
jcvel in the present study, it was found lo bec more common in children whose care-

givers had some cducation above secondaty school levels. This finding is at

variance with Gumus er al's (1999) results. Some other investigatoss also 1eporied
no association between occurtence of cnuresis and parental level of cducotion
(Singh ct al., 1991) The (inding of high prevalence of enuresis among the children
of those with formal cducation and civil servants may imply thal lack of time for

full attention for toilet training could be a significant {actor. Those with formal
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cducation rccognized enuresis as an unhealthy habit that need 10 be weated. Those
with littlc education did not own up, probably expecting the child to out grow it.

Demagraphic characteristics of the enuretic children

In this study, fewer children were reported 10 have cnuresis in the age
groups 5 10 7 ycars and that the peak age of reporting cnuresis was 9 1o 10 years.
Beyond age 10 years the frequency dropped mpidly. More boys than girls had
cnurcsis in all age groups except ages 11 and 12. 11 has been decumented that most
children achieve noctumal bladder control by ages 3 10 4 ycars (Horsimanshoff ct
al., 2003). Before age five, most parents pay very little attention 10 bed wetting at
night (Wnrzak, 1993). This may probably cxplain why the reposted cases of
cnuresis appcarcd to increasc with age in the present study. Lnuresis is more
recognized os the child grows and the symptom persists. [t assumes a state of
imponance especially at the peinod it becomes cmbarrassing 1o the fomily, as the
age advanced and the child is awnte of the impact of the stigma in histher process
of socialization. llowever, the peak of enuresis in the study of Cher ci al., (2002)
in Taiwan was between ages 3 and 4 years. The high number of enuretic children
between age 8 and 10 in the present study agrecs with ceport of Obi (1977) in

Benin-city where miost of the subjects were betweenage of 3 to 12 ycars old.
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Prevalence of enuresis

Noctumnal cnuresis is a known common childheod problem in both blacks and
Caucasians (Rona ct al., 1997).The study demonsnated that cnuresis is a sizcable
problem in sub-urban community of lbadan. The overall prevalence of 22.3%
obtaincd in the present study is higher than 18.9% from Australia (Bower ct al..
1996). 8.0% (rom Taiwan (Chang ct al.. 2001), 6.2% from Mlalaysia (Kanaheswari,
2003). 12.4% from Turkey (Gur ct al.. 2004) and 9.1% from Karachi (Mithani &
Zoidt, 2005). An overall cnuresis prevalence of 17.6%; 19.9% among boys and 14.9%
among girls were reported among children resident in Igbo-Ora 8 rural community in
the south-western Nigeria (Osungbade & Oshinamc, 2003). This gender specific
prevalence was at varignce with the findings of 24.1% among boys and 20.5% in girls
in the present study. This data showed that nocturnal enuresis occurs more frequently
among malc than female children in Idikan community. This finding agrees with the
reports o (Cedcerblad & Rahim, 1986; Foxman ct al.. 1986: Goin, 1998). This may bc
duc to the bias of some parents in under reporting the symptoms among the girls
because parents. especially mothers. tend to protect the integrity of the girls duc 10
stigma attuched to bedwetting in Yoruba culture. However. rescarchers have
documcnted that since gencral continence is cleasly finked with developmental
maturity, pcrhaps females experience fewer problems in this arca because they mature
faster on average, than males (Goin, 1998). The boys arc known to be very active in
the day time and exbausted at night and as a result over sleep and are more likely W

bed-wetat night (Kalo & Bella, 1996).
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Education

In this study, majonty (75.5%) of the subjects were in Nursery and primary
schools while 19.3% were in sccondary schools. More boys than girls were
reporied as cnurctic at all levcls of education except at senior sccondary school one
(SS1) as the swdy did not cover SS2 and 3 levels. This could account for the
incrcasc in the number of girls with enuresis in the ssl class. These findings are
similar 1o carlicr report by Chiozza ¢t al, (1998) in which more boys than girls had
cnuresis nmong Italian children. Similar findings were also repoited in more recent
studices from developing countnes (Chong et al., 2001, Cher ct ol., 2002; Mithani &
Zaidi, 2005). The rescaichers tend to agree that, as the childien approach the age of
Icaving primary schools, the parents become more worried. Thus, many more cases
are likely 1o be reported it ages 9 to 10 years. The reason why parents desperately
look for n cure at this age lcvel, is probably because of the psychological stability
of the children, which was paramount in the minds of the parents, as the children
prepate 1o center secondary schools. Hence, they guide the children against some
confounding factors, like cnueesis, thot might lead to tniancy at this developmental
stagc of the children, (Cederblade 1986). This concern, could have contributed to

the higher number of girls in senior class being reported 1o have cnuresis in this

study.
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Child's position in the family

The study revealed that childhood noctumol enuresis was most common
omong the first born children in Idikan community as 39% were Jirst child of their
porcnis. There was a decrease in the number of children swith enuresis as the family
size increases. Contrary to the {indings of Rooa ct al.((997)hwho reported on
increasc in cnuresis among the sccond and third bom of their parents . This finding
is at variance with the repost of (Kelo & Bello. 1996) from Saudi Arabia in which
being the first bomn of the family was found 1o prolect against enuresis. However,
the results from the present study suggest that many young parcnts might not have
been exposed to the cxistencce of enuresis and what it takes to manage it before the
arrival of thcir fisst children. Thus, they might not have prepared for the best
mecthod of toilet training which could have been corrected during the subsequent
births.

Frequency of enuresis

This study has shown that most of the chitdren 184(77.3%) wet bed ot lcast
once per night, cnough to categorize them as cnuretic, according to the disgnostic
criterio by DSMIV which stipulates that the behoviour is significant when it is up to
twicc in a week for about thice consecutive months. lowever, the method uscd to
document reported frequency of bedwetting depend on the recall of the respondents
which varies with individual. Therefore the {requency might have been over- or

under reported. About 16.2% of the respondents could not recall accusaicly the

frequency o f bedwetting in their wards.
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Type of family

With respect to type of family, (31.9%) of the cnusetic children were living
in polygamous family sctling. The result also showed that a significant number of
the cnuretic children were {rom familics in which mothers and fathers were not
living together. Among the associated factors that have significant relationship with
cnuresis, reported in the literatuse, included social class, large family size, low
pascntal level of education, parental unemployment, family stsess, scparated family
and n porcntal family history of cnuresis (Devlin, [991; Cher ct ol., 2002).
Childhood cnuresis has been reported 1o be most frequent in the children whose
parcnts are cither scparated orsingle (Moiloncn & Rantakallio, 1988).

However, a larger propostion of these children live with their parcnts, they
wet bed ot night. This probably suggests that when they live with their parents they
tend not to make as much conscious cffort as when they live or sfeep outside their
homces_ As a single mother puts it, “whencver she  (her daughter) visited grandma,
throughout the period of her stay she will not wet her grandma’s bed just to resume
wetting bed when she retums home.” This 1s in support of Bollard ct al (1982), in
his study of the cffect of the temporary change of environment as an antidote for
cnuresis. Another possibility why children who live with their parents bed wet
could probably be because most pasents sleep in separate rooms from the child's
room and have less time to wake the child up frequently cnough to avoid
bedwetting. Whereas, the child living without his or her parents have the fear built

in him or her which can inhibil his or her freedom of expression, (Lovibond, 1963).
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In nddiu.on. bed weltling at night may occur probably due 10 excessive waler intake.
lack of toilet facility closer to the child’s room, night fear and exhaustion at night
as reporicd in table 9. tlowever, in some, the fear of wetting the bed and being
beaten by surrogate fathers or mothers can even aggravate the episode which is the
unconscious mcans through which the child expresses the covert behaviour_ In this
study, information on ¢nuresis was volunicered by both parents in mos! cases. This
might bc a pointer 1o the fact that many of the families at the sludy arca were
anxious 1o get solution to their children’s problem. Probably because of the
hardship of washing the stench and housc kceping that rest on the niothers. Hence,
they would prefer 10 own up, though privately, if il can bring about solution.
Perceived causes ol enuresis

Respondents attiibuted many faclors 10 be responsible for enuresis, 33.1%
wcre of the opinion that 100 much play during the day time resulting to exhaustion at
night, probably responsible for decp sleep al night (Bollard ct al, 1982; Lunsing cl al;
199§; Kalo ct al 1996). This finding ogrees with the report of (Osungbade and
Oshiname 2003). Excessive fluid intake and battcring were reported as causes of
cnugesis by o significant number of the respondents in this study. The parents
coansidered hcovy sleeping and emotional problems as the main causes of cnuresis in

children; physical causes rarely were believed 1o be impoitant as reported by (Haque

et al., 1981).

In addition 4.2% of the respondents regarded bedwetting at night as normal

childhood phenomenon and really did not know the cousc of noctumal enurcsis.
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Other perceived causes include over pampering of the child and attention secking
bchaviour on the parent of the child. Majority of the parents blumed cnuresis on some
faults within the child while others atuibuted the problem 1o the faults from the
carctakers. This suggests that many parents do not know' the specific causes of
enurcsis. This is probably because enuresis is multi-factorial.

Management practlices

Over half of the respondents in this study perceived noctumal cnuresis as a
highly stigmatized childhood problem as the age advances. Therefore cvery cpisode
of bed wetting made the respondents to display their resentment. helplessness and
they becamc emotionally disturbed. These findings are similor 10 the repaits of
Shapiro (1989), Dobson (1989) and Schulpen (1997). The cnuretic children reacted
in various ways to the respondent’s actions; they often statted the day with
unhappiness, quickly removed the beddings and were reluctant in getting out of bed
whenever he/she passed urine on the bed clothes probably irying 10 hide the
incidence aod mpintain the secrecy. Only 3.2% of the enurctic children showed no
repclion as their OWT copping sualepy in this study.

M\ lost of the manpgement strategics adopted by the respondents focused on the
enutetic child. Majority of the respondents adopted negative attitudes 1owards their
children or words nomely; verbal aggression, physical punishment, threats,
deprivation (supper. water of sleep) and superstitious methods of singing 10 the poles
at night. Enuresis is onc of the most common developmental disorders asmong

children, und often Jeads to considerable worry and distress in affected children and
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their parents (Foxman ct al., 1986: Dischic, 1988); it may cause sccondasy ecmotional
and socia! problems in children who continue to wet their bed (Watzak, 1993; von
Gontard. 2004). 1n the USA, Haque ct al. (1989) found that 61% of parents vicwed
bcd-wetting as a signilicant problem and that one-third dcalt with it by punishment
[n the present study, enuretic children ond their parents were also
significanily distressed by the cnuresis. The patents expressed their distress in
varying degrees ranging fiom being sad, ashamed, and helpless 10 physical
aggression against the child. The study showed that the inajority of the parents
would take immediate punitive measures against the cnuretic child afler bed-
welling episode probably becausc they believed that the child was 10 be blamed.
This agrces with Foxman ¢t al, (1986) who reported that two- third of large
representative sampie of American parents were worticd about the symptoms and
over half of the children were disturbed by the problem. The increased number of
cnurelic children living outside their parental homes exposed the children to higher
risk of neglect and various levels of abuse. Tltc parents who were worried showed
signs of nnxicly. This might be tesponsible for the multiple managemcnt strategics
adopted. Can et al (2004) reported that high prevalence of enuresis among children
leads o a high frequency of ncglect and inctcased formt of other types of child
abuse in Turkey. Therefore, the worties and physical aggression have negative
impact on the psychological makeup of the growing child. This may probably

explain the vicious cycle of rcactions found in mal-adaptive behaviours in later life
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(Erickson 1963: Cohen. 1975: Dimitriou ct al 1976; Sclig 1982 Moffot 1997 and
Rona ct al 1997) also supporied this {inding.

Despile cxtensive reports of trcatments for cnuresis, parcats who weie
woirticd aboul cnuresis were more likely 10 reat it themselves than use medical
intervention. That the present families used many managcment stritcgies for
cnuresis is not unique, as reported by Haque ct al . (£989) and Bower ct al., {1996).
The parents in the present study adopted many traditional methods of managing the
cnurctic behaviour, (1 is disturbing 1o know' thot many parents in this study resorted
to measures detrimental 10 the psychological growth and development of the child.
The incasurcs adopted ranged from curtailing the amount of fuid intake of the
children before bed time which could be responsible for the constipation, onc of the
suggested causes of cnuresis by (O'Regan ¢t nl 1986); inlermuption of sleeping
paltern by waking them up several limes in tsie night to pass urine. Almost all the
parents in focus group discussion group occcplcd that they practiced the method of
repeated waking at night to guide the child 1o pass urine which disturbed the
sleeping pattern of not only the child but the parents too. Also these parents may
not consider the implication of this on the child's class concentration and
perfosmance in school, There is no doubt that the majority of the purenis believed
that thcsc measures could help in curbing the situntion without considering the
implication of the mcthods adopled. Approaching the problem through proper

undcrstanding of the cmotional, psychological, physical and overall well being of
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CONCLUSIONS

The findings (rotn this study show that:

Nociumal enuresis occurs among children in [dika. a sub-urban area of Ibadan
South West of Nigeria, with a prevalence of 22.3%. The estimated prevalence
of cnuresis docs not defer significanily from data from other part of the regions

in the same counity and other developing nations of the world.

. Thc prevalence of cnuresis was higher among male children than their female

counterparts in the same community.

Majority of the parcnts recognised cnwicsis os social problem, a stigma to the
family which requires defuutive intervention snd were willing 10 scck help.

The opined causes of cnuresis viary among parents and catcgivers of children
wilh enuresis in the community:,

Most of the respondents in this siudy adopied muliple siraicgics for the
monagement of cnuresis. Verbal aggression, theeots of various degrees,
restriction of the children from playing, bealing of the enuretic children when
they wet bed, siarvation ot night and social ssolation weee the methods of
tresiment adopied by the respondents.

Most cnurctic children were unhappy, ashsmed and would react negatively 10
their parenis.or caregivers’ actions following ¢pisode of bedwectting.

Most managemcnt strategics adopicd by respondents focused on the child only

ignoring the parcntal role in the causes of nocturnal enuresis.
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Limitation of the Study

The shame of identiflying with enurctic behaviour hindered not only the enurctic
children, but also their parents from giving [ree infonnation openly, lence the
parents woutd rather collect the questionnaile and completc them on their own.
This resulied into the loss of many and not filling soine properly. Ouw of 520
qucstionnaires, only 502 questionnaires were retrieved well filled. The restriction

of the age limit between 5-12 did not allow more information 1o be gathered from

thosc below and above these age groups.

The study was conducted in ldikan. the restnction to Idikan limited
infornation 10 what is practised in Idikan only. [herefore, the research could not
be generalised. The study focused on Nocturnal Enuresis alone while some other

forins of enuresis were not studied.
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RECOMMENDATIONS

From the ahove findings, the following recommendations were made:

]-

An oricntation workshops and training on counsclling for cnuretic children
should be organised for religious and community lcaders to include both formal
and informal children organisations, like the Sunday school groups, computer
gamc groups, football play groups. moon light story tctling groups c.i.c on how
(o help cnurctic school age children intheir groups.

Health administrators / cducators should make availablc posters to create
awarencss and a counsclling guide in the clinics which will assist health care
providers to help the young mothers during the antenatal care, the school
teacher, during school health progiamme, the enuretic children and their parenis
or carcgivers during consultation al community health centres.

There is need to cducate / empower young parents before the bitth of their
children about pioper toilet training. Therefore counsclling of the intending
mother at anicnatal clinic should include siraicgics for caring and dealing with
problems of children who wct bed alicr the age of 5 ycars,

The use of rudio jingles, television play-lets, cartoons and dcbates on enurcsis
and its consequent social problems will be beneficial to both parents and

children. This should be made a regulor fixture on the local television

progronuncs,
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APPENDIX A

RESPONDENTS

| am a student in Health Promotion and Education of the University of lbadan, | am
conducting a research on the Existence ol Nocturnal Enuresis among children aged
5 and 12 years old in Idikan Community of Ibadan North West Local Government,

| seek your indulgence in giving the sincerc answer and [ promise that information
given will be treated with utmost conlidentiality. Your (ull cooperation will be

highly appreciated.

"Mhank you

lo

1~

Age of respondent
Kiniojo ori re

Gender of 1espondent 1. Male 2 Female
Okuntin tabi obinin nie? 1. Okunnn 2. Obinnn

Respondent’ Morital Status
E wo loba yi mu?

a Single
b. Married
e. Divorced

d Widow/Widower

What is your occupation?
Ise wo lon s¢?

Respondent’s level of cducation
Ot ka iwe melo?
No fonnal educaton

o.

b. Primary School

. Post.priniaty bul not complete secondary

d.  Secondary School

¢ Tertiory

f. Others

Do you have a child above S years who is sull bedwetting ot night?
Oniomootio'nto le o Yes b- No

If yes, how many are they?
Melo ni won?
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10.

11.

12,

13.

11

t5.

6.

k43

What is their position among your children?

Ipo kelo lomo naa? BOY GIRL
a. li‘!
b. 2%
C. 3«1
S
c. ik
. o
g. T

How many children are in this house? __
Awon omo Inclo lo wa ni ilc yi?

Who are you 1o these/ this child (rcn)?
Bawo wo leje si omoyi.

a. Mother

b. Father

C. Uncle

ad. Forster parent
e Grandparent
f. Aunty

2. Sister/ Brother

If parents. arc they lving together? 8. Yf-‘{ : I';k:(
Nje awon oba ngbe po? a. Bceni . Beko

Do you consider bed wctting after age of 5 yeats a problem a- Yes
b. No

Nje o n wipe dtole ye ohun ti lewu fun omo 1i koja odun marun?

Do you think it is a thing of shame fur the family il a child-or mote are

bedwelting afler the age of 5 ycars? D. Yes b. No
Nje o rounpe [o le njc nko itjju fun o bi omo ti o ba nto sile

Do you think bedwelting is prevemable a. Yes b. No
Nje o s¢ se kiomo mato le

Do you think bedwetling is curable 8. Yc{ : [';’i
Nje¢ o ro wipe aisan 11 os¢ wo ni? a. Beni exo

Why do you think bedwetting is a problem?

Kini efi 1o wipe atole je isoro?
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17. \\fould you like to discuss your enuretic child’s condition with the healih worker?
Nje ¢ feba awon oni ise lelera nipa atolc omo?

a. Yes b. No
18.  Did you experience bedwetting as a child? a. Yes b. No
Nie o to siie ru omode? a. Beni b. Beko
SECTION U

CHILDREN: (To be filled for each enuretic child) Ni pa tomode
] Child’s Age (years)
omo doun melo?

2. Gender [. Male 2. Female
Eya? 1. Okunrin 2. Obinnn
3. What class is the child at school?
Eko kelo nuile iwe? \
4, How many elder or sisters has he/ she?
Egbon mclo lo omo nj,
5. How many juniors has he/she?

Aburo melo lo omo ni

SECTION C:
] How often does your child bed-wet?
Emeclolomanito le
a. In a night Niple
b, inaweek NI osc
. na month/ Niosu?

2. Why do you think he/she bed wet?
Kilo fa ti omo fi nto sile?

3. f{ow do you feel when you find the bed wet?
Bawo ni o se nii fi omo bato?

J What reaction do you ofien observe in him/her when he or she wet?
Kini o ma nri laia re 1i o ba u lo?

a Nothing / Rarno
b. Staris the day unhappy / Bete ojo pelu 1banuje
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Slow 1o wake up/ Loza lati dide
Allows others to leave / Je ki awon yoku koko dide

He/she quickly removes all bedding before other are aware / Yare ko
aso ito ki awon yoku fo mo.
f. Others (Specify) Nkan miran.

B o

What do you do 10 the child whenever you find the bed wet?

Kini o nse fiin omo ti o ba ri pe o 1o sile

Nothing / Ko si nkankan

Abuse / bu

Bcat / Na

1 call him bed names / Mo pe ni oruko ti ko dara

Ridicule/ lease him/her / Fi se yeye

Forced 10 do the wnshing of the linen / Fipe mu ki o fo siso ito

Tell his friend when he/she is naughty / Fise yeye larin awon ore re
Others (Specify) Nkan Miran

TR 80 SR

—_—

Wby do you adop! the above measuse(s)
Kinj o ti s¢ funawon nkan wonyi?

—_—— —_—

e ————————————————

S ————

What have you done to stop your child form bed wenting?
Kins o ti se Laii ma je ki omo 10 sile mo?
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8. What do you consider 10 be the cause of bedwclting?
Ki lo ro wipe ole faki cniyan maa to'le

9. What do you consider to be the long tcrm course/ cf¥cct of cnuresis?
Kini o lc so nipa awon nkan ti o ke sclc ki ¢niyan ba nto'le?

19. Do you have any other comment?
Nje¢ o ni nkan mirae lati {i e afikun?
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APPENDIX B
FOCUS GROUP DISCUSSION {FGD) GUIDE
Good Moming Mothers/Fathers. low are our children and husbands/wives?
I am Nirs Kulforigi, | am student in PSM U.C.H a nurse by profession. My
assistant is Mrs Sofela who i1s going 1o record the discussion. with your permission,

1s a student in the depariment of Nursing, also a nurse.

We are here today to find out from you more about bed weiting at night. is
methods of managenient ind the implication of the problem on the childeen with
the hope of introducing ways of i1s control and management. Please fecl frec to
make your contribution. All the information will be conlidentially treated. | wish

you all introducc yoursclves one aficr the other stasting from my immediate right

maf/sis.
] (a) What do you understand by enuresis? (Bed wetting at night)
Kini 0 mo nipa atolc?
2. How long can a child continue 10 bed wet before we cansce it as a

problem?
{gba wo niomo kckere le 1o sile da ki a to mo aisan?

3. Have you expenenced it before?
Njeo sco ni?

3. What are the various methods of controlling (enuresis) Bed wetting ot
night?
Ona wo ni alc fidaitole duro?

5. Which is the most efTective methods and why?

Ewo 1bi ons wo ni o daju?
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What nse the implications of persistent bed wetting to boys and to girls
ol school age?

Kini abuku tabi abode itosile fun awon omo ile-iwe lokunrin at
lobinrin?

What do parents do when they have (enuresis) children that bed wet at
night?

Kini ojuse obi (i omo re nto site?

Wit do you fcel is responsible for prolonged bed wetling?

Kini o fa ki omo na to site 1ai dekun?
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APPENDIX C
FOCUS GROUP DISCUSSION GUIDE FOR CHILDREN

How are you children? 1 am Mrs B.N Kufoiiji, A nuise by profession. 1 am a
student (rom the Preventive and Social Medicine UL [badan. | am here with my
collcagues to ask you few questions about bed weiting at night. We shall be
gratcful if we all feel free and relaxed (o participate, answer few questions and ask
you qucstions about bed wetting at night. You arc allowed to cxpress your opinion
where necessaty in either English or Yoruba. One ofus will tape our discussion.
The time keeper will tell us who and when you arc to spcak and for how long.

k. \What did you understand by bed weitiag at night?

Ki lonjc antolc?

i

\Vhy do you think you wet bed at night?

Ki lo fa 1 ofin 10le?

3 What are the reactions of your parents when you bed wet?
Ki ni obi re nsc fun re ni obanto le?

4. How' do you feel when you wet bed?
Bawo ni okan re s¢ n nigba ti o bato ie?

5, What problem do you encounter because of bed welling?
Idiwo wo ni okan re nsc i nigha tio ba to le?

6. Have you tried {o stop bedwelting?

O1i gbiyanju lali da tole duro?
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APPENDIX D
KEY IN-DEPTH INTERVIEW GUIDE

Good moming Sir/Ma. llow arc you? I am Mrs B.N Kuforiji a student from the
Preventive and Social Medicine U.C.11. lbadan. 1 am a nurse by profcssion. 1 am
glad that you have given us the audience in the gueslt for ways st which problem of
bed wetting cnn be controlled and managed beller.
My assistant is Mis Sofela a nuise who is going 10 record the interview with your
pcimission. Every information is confidentially treated. We shall be very grateful

if you can (reely ¢xpress yourscl{.

1 How many of your children/wards are bed wetting?
Awon mo yin melo lo ntole?

2 What arc their ages?
Kini ojo on won?

3  How f{requent does each child bed wet?
Igba melo ni1 o nto sile kile to mo?

4  Which of them wet more than the other?
Ewo ninu won ni o0 ntosile ju?

S Whal is his’her age?
Kini ojo ori won?

6 Since when has he/she been bedwetting?

Lati igba wo lo ti ntolc?
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7 Are there period atwhich the bedwetling is more?

10.

18.

14.

13,

Asiko wo ni 0 maa npoju?

What arc your experiences about bedwelling?

Kini iriri re nipa titole?

What arc the problems that you face as a result of the behaviour?
Kini isoroli o ni nipa litole yi?

As a mother what are the ways You have tried to address the problem?
Gege bi obi, Kini ¢ sc si oro na?

What is theoutconie of your eflort?

Kini abo igbiyanju re?

\Vhat is the most efTective way of controlling bedwetting at night?
Ona wo ni o daraju lati le da titole duro?

How do you fecl when he/she wel bed?

Bawo ni oka re se ri nigbali ono bantolesile?

l1{ow does the child feel after wetting bed?

Bawo ni omo noa s¢ nsc mgbati 0 ba (o le?

Arc you willing to reccive help from health care providers?

Se o fe imoran nipa itoju omo 10 n W sile lat owo awan ilera?
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APPENDIX D

Tick Yes/No
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